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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, resident, family, and staff interview, it has been determined that the facility failed to provide 
appropriate treatment and services for 1 of 1 resident reviewed who sustained a fall, Resident ID #2.Findings 
are as follows:During the investigation of a community reported complaint on 9/24/2025, a surveyor interview 
was completed at 8:38 AM with Resident ID #2's family member. The family member alleged that Resident 
ID #2 fell on Friday, 9/19/2025, and was sent to the hospital on 9/21/2025, where s/he was diagnosed with a 
spinal fracture. The family further revealed that when they questioned the nurse on Sunday about the fall, the 
nurse revealed that there was no fall documented in Resident ID #2's medical record.Review of a policy 
titled, Fall Management states in part, .A fall risk evaluation will be conducted by the ‘nurse on 
duty/supervisor' on any resident/patient sustaining a fall with or without injury.Post fall, once a 
resident/patient is clinically evaluated as being stable, vital signs, neurological signs, range of motion, and 
evaluation of cognitive status will be documented. Neurological checks are to be documented on the 
neurological flow sheet for 72 hours in the following circumstances: resident/patient states that he/she hit 
head, physical evidence resident hit head, and unwitnessed fall. Resident/patient should continue to be 
monitored for 72 hours after a fall evaluation for latent injury, with documentation in the medical record.
Review of a policy titled, Condition: Significant Change states in part, .The physician, resident/patient and/or 
responsible party will be notified by the nurse in the event of a change in condition.This notification shall be 
documented in the clinical record.Record review revealed the resident was readmitted to the facility in May of 
2024 with diagnoses including, but not limited to, unsteadiness on feet and history of falling. Record review 
revealed a Minimum Data Set assessment dated [DATE] which revealed a Brief Interview for Mental Status 
score of 15 out of 15, indicating intact cognition.During a surveyor interview with the resident on 9/24/2025 at 
10:31 AM, s/he revealed that on Friday, 9/19/2025 s/he had fallen from his/her wheelchair to the floor, landed 
on his/her butt and staff members picked him/her back up. S/he further revealed s/he did not have pain at 
that moment but that it developed the next day. Lastly, s/he revealed that s/he went to the hospital on 
Sunday because s/he was in so much pain it hurt to move. Record review of the resident's medical record 
from Friday, 9/19/2025 failed to reveal documentation of a fall occurring, an assessment of the resident 
including initial vital signs and initial neurological checks, 72-hour vital signs and neurological checks, 
72-hour monitoring after a fall for latent injury and/or notification to a provider about a fall per the facility 
policy. Review of the Medication Administration Record revealed that the resident received Acetaminophen 
1000 milligrams (mg) for pain of a six out of ten on 9/20/2025 and nine out of ten pain on 9/21/2025.Review 
of a progress note dated 9/21/2025 at 9:34 AM Central Standard Time, authored by an on-call provider, 
revealed that the resident had a fall on Friday where s/he fell from his/her wheelchair and onto the floor on 
his/her bottom. At that time, s/he reported no pain. The progress notes further revealed that on 9/20 and 
9/21/2025, the resident was having pain when moving and complained of 10 out of 10 pain to his/her lower 
back. Additionally, the progress note revealed that the resident is not able to get out of bed or lift his/her 
head up without excruciating pain to the back area. His/her baseline is up and out of bed often. The resident 
is almost in tears on exam from pain.Review of a progress note dated 9/21/2025 at 11:45 AM, authored by 
Licensed Practical Nurse, Staff A, revealed she overheard the resident screaming in his/her room. Upon 
entry, the resident stated that s/he had back pain. Staff A revealed that, .upon entering the room resident 
was lying in bed crying, reports pain localized to lower back rated 10/10. When asked what happened 
resident stated [s/he] had slipped and fell out of wheelchair Friday 9/19/25. Residents' roommate also stated 
‘[s/he] fell out of [his/her] wheelchair the other day'. [range of motion] in lower extremities elicits 
pain/discomfort during flexion and extension. Redness and warmth area noted in lower back. No swelling or 
open areas noted.Review of a hospital Discharge summary dated [DATE], revealed that the resident had a 
compression fracture (a type of break in the vertebrae that causes the bone to collapse) of the L2 vertebrae 
(a bone in your lumbar region). Further review of the discharge summary revealed that the cause of a 
compression fracture includes, but is not limited to, a fall or trauma.Record review revealed a physician's 
order dated 9/23/2025 for tramadol (a narcotic medication used for pain management) 25 mg, to be 
administered twice daily for pain for 1 week.Review of a statement provided by Nursing Assistant (NA), Staff 
B, revealed that Resident ID #2 fell on the floor on 9/19/2025 and she helped him/her up to his/her chair with 
another NA and nurse.During a surveyor interview on 9/24/2025 at 10:19 AM with Staff B, she revealed that 
on Friday, 9/19/2025, she was standing at the nurse's station when she heard screaming. She entered 
Resident ID #2's room and found him/her on the floor. The resident stated to Staff B that s/he had fallen and 
landed on his/her butt. The resident did not complain of pain at that time.During an interview on 9/24/2025 at 
12:04 PM, with Registered Nurse, Staff C, she stated that she was the assigned nurse for Resident ID #2 on 
9/19/2025. She reported that Staff B informed her the resident was found on the floor but claimed the 
resident had not fallen. When the surveyor asked whether she had questioned the resident about the 
incident, Staff C admitted she had not, noting that the resident was crying and appeared frightened. She 
further acknowledged that she did not perform an assessment or notify the provider regarding the incident.
During a surveyor interview on 9/24/2025 at 12:56 PM, with the Director of Nursing Services, she revealed 
that regardless of if the resident fell from his/her wheelchair or was placed on the floor, that it is still 
considered a fall. Additionally, she was unable to provide evidence that the resident was evaluated following 
the fall on 9/19/2025, per the facility policy. Further, she was unable to provide evidence that the provider 
was notified of the resident's fall until the resident was observed in excruciating pain two days after the fall 
occurred.
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