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F 0657

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
facility policy review, medical record review, and interview, the facility failed to facilitate the residents' and/or 
resident representatives' participation in the care planning process for 3 of 3 (Resident #1, Resident #3 and 
Resident #4) sampled residents reviewed for care planning conferences. The findings include: 1. Review of 
the facility policy titled, Comprehensive Care Plans and Conferences, dated 8/29/2025, revealed .The facility 
will ensure the timeliness of each resident's person-centered, comprehensive care plan, and to ensure that 
the comprehensive care plan is reviewed and revised by an interdisciplinary team composed of individuals 
who have knowledge of the resident and his/her needs, and that each resident representative.in developing 
the care plan and making decisions about his or her care.The facility has a responsibility to assist residents 
to engage in the care planning process.holding care planning meetings at the time of day when the resident 
is functioning best.encouraging a resident's representative to participate in care planning and attend care 
planning conferences.each resident has the right to participate in choosing treatment options and must be 
given the opportunity to participate in the development, review and revision of his/her care plan.The 
resident's care plan must be reviewed after each assessment. 2. Review of the medical record revealed 
Resident #1 was admitted to the facility on [DATE], with diagnoses including Anxiety, Unspecified Blindness 
of One Eye, and Repeated Falls. Review of the Care Plan dated 3/29/2023, revealed, .frequent falls, difficulty 
walking. An intervention dated 4/10/2024, revealed, .Increase supervision to every 30 minutes when patient 
goes to bed until she gets up again. An intervention dated 8/01/2024, revealed .Care in Pairs . An 
intervention dated 12/26/2024, revealed .Redirect resident from bedroom to dayroom or nurses' station when 
up in w/c for monitoring. 3. Review of medical record revealed Resident #3 was admitted to the facility on 
[DATE] with a readmission on [DATE], with diagnoses including Traumatic Brain Dysfunction, Progressive 
Neurological Conditions and Hip and Knee Replacement. Review of the Care Plan dated 1/30/2025, 
revealed .impaired cognitive ability/impaired thought processes r/t [related to] Dementia.at risk for falls due to 
impaired mobility and weakness.at risk for change in mood or behavior.at risk for unavoidable pressure injury 
development or decline of skin integrity. Review of Care Conference Meeting notes dated 2/4/2025, revealed 
the daughter attended Resident #3's care conference meeting. Review of the significant change in condition 
MDS dated [DATE], revealed Resident #3 scored a 2 on the BIMS assessment, which indicated Resident #3 
was severely cognitively impaired. There facility was unable to provide quarterly Care Conference Meeting 
notes for 4/24/2025 and 5/2/2025. 4. Review of medical record revealed Resident #4 was admitted to the 
facility on [DATE], with diagnoses including Chronic Obstructive Pulmonary Disease, Vascular Dementia and 
Diabetes. Review of the quarterly MDS dated [DATE], revealed Resident #4 scored a 3 on the BIMS 
assessment, which indicated Resident #4 was severely cognitively impaired. Review of the Care Plan dated 
9/19/2025, revealed, .At risk for elopement [4/4/2025] .Add resident to the Elopement Book.Frequent 
monitoring q [every] 15min checks X [times] 72 hours.has impaired cognitive ability/impaired thought 
processes r/t [related to] vascular dementia. During a phone interview on 10/8/2025 at 1:04 PM, Family 
Member U of Resident #4 was asked what was discussed in Resident #4's Care Plan meetings following the 
alleged elopement. The family member stated she had not participated in Care Plan meetings related to 
Resident #4. During an interview on 10/9/2025 at 3:35PM, the Social Service Director (SSD) was asked how 
often care conference meetings were conducted for Long Term Care residents. The SSD stated, .I try to 
have the care plan meetings done within 72-hours of admission. and as needed or if family requests them . 
During an interview on 10/9/2025 at 6:10 PM, the Director of Nursing (DON) was asked how often should 
care plan conferences be conducted. The DON stated, .at admission, quarterly or if there has been a 
significant change in condition. The DON was asked if care conference meetings were being conducted. The 
DON stated, .I assumed they had not been being done since they cannot find any care conference meeting 
notes .
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
facility policy review, medical record review, facility investigation review, and interview, the facility failed to 
identify accident hazards to prevent falls and failed to ensure safety during care for 1 of 3 (Resident #1) 
sampled residents reviewed for accidents. Resident #1 had moderately impaired cognition, was dependent 
upon staff for assistance with transfers, and used a wheelchair for mobility. On 4/4/2025, Resident #1 had an 
unwitnessed fall. Certified Nurse Assistant (CNA) O discovered Resident #1 on the floor with her right arm 
lodged in the wheel of the wheelchair. CNA O pulled Resident #1's right arm out of the wheel and Resident 
#1 sustained a large avulsion wound (a traumatic injury where the skin and other underlying tissues are torn 
away from the body, can cause heavy bleeding and require immediate medical care) to the right arm that 
required a hospital transfer and surgical repair, which resulted in actual HARM to Resident #1. The findings 
include: 1. Review of the facility policy titled, .Incident and Reportable Event Management, dated 9/23/2025, 
revealed .The facility to the best of its ability strives to provide an environment that is free from accident 
hazards over which the facility has control and provides supervision and assistive devices to each resident to 
prevent avoidable accidents .Accidents refers to any unexpected or unintentional incident, which results or 
may result in injury or illness to a resident . Avoidable Accident means that an accident occurred because the 
facility failed to .Identify environmental hazards and or assess individual resident risk of an accident .
Evaluate/analyze the hazards and risk and eliminate them, if possible, or, if not possible, identify and 
implement measures to reduce the hazards/risks as much as possible .Implement interventions, including 
adequate supervision and assistive devices, consistent with a resident's needs, goals, care plan and current 
professional standards of practice in order to eliminate the risk, if possible, and, if not, reduce the risk of an 
accident .Monitor the effectiveness of the interventions and modify the care plan as necessary, in 
accordance with current professional standards of practice .The licensed nurse should evaluate the resident 
and render first aide if needed .The nurse evaluation should be completed prior to moving a resident who 
has fallen to determine presence of injury . Review of the facility policy titled, Fall Management, dated 
9/25/2025, revealed .The facility must ensure that.The environment remains free of accident hazards as is 
possible .Each resident receives adequate supervision and assistance device to prevent accidents.
Fall-Refers to unintentionally coming to rest on the ground, floor or other lower level.Residents will be 
assessed for fall indicators, upon admission, readmission, quarterly, change in condition .Adequate 
Supervision is determined by assessing the appropriate level and number of staff required, the competency 
and training of staff, and the frequency of supervision needed. This is determined on the individual resident's 
assessed needs and identified hazards in the resident environment .Hazards-Refers to elements of the 
resident environment that have the potential to cause injury or illness .Hazards over which the facility has 
control .are those hazards in the resident environment where reasonable efforts by facility could influence the 
risk for resulting injury or illness .The intervention to reduce the risk of falls should be individualized based on 
the residents risk factor and fall history . 2. Review of the medical record revealed Resident #1 was admitted 
to the facility on [DATE], with diagnoses including Anxiety, Unspecified Blindness of One Eye, and Repeated 
Falls. Review of the Care Plan dated 3/29/2023, revealed .frequent falls, difficulty walking.hx [history] right 
hip contusion [bruise] and hx left hx [as written on care plan] fracture with prothesis .poor safety awareness.
Interdisciplinary team to meet as needed to discuss resident's condition and interventions.ADL [Activity of 
Daily Living] Assistance and Therapy Services needed to maintain or attain highest level of function . The 
care plan revealed the following revised interventions: On 12/21/2023, .STAFF EDUCATION WHEN PT. 
[PATIENT/Resident #1] IS UP AND RESTLESS IN W/C [wheelchair]. STAFF WILL MONITOR CLOSELY 
UNTIL PT. IS AT REST INERVENE AS INDICATED . On1/6/2024, .Not to be left in room unattended when 
up in w/c . On 2/2/2024, .Transfers extensive X [times] 1 . On 2/23/2024, .PT TO NURSING STATION FOR 
CLOSE MONITORING. On 3/19/2024, .Provide light when pt. is in bed monitor frequently. On 4/10/2024, .
Increase supervision to every 30 minutes when patient goes to bed until she gets up again. On 8/01/2024, .
Care in Pairs . On12/26/2024, .Redirect resident from bedroom to dayroom or nurses' station when up in w/c 
for monitoring. Review of the facility investigation titled, Risk Management Follow Up Packet, dated 2/1/2025, 
revealed CNA called nurse to help with the resident in the bathroom. Resident says she was trying to get in 
her chair and she missed the chair and fell out on her right hip Review of the Care Plan dated 2/1/2025, 
revealed . unwitnessed fall .do fall huddle after each fall to work root cause analysis.PT NOT TO BE LEFT 
UNATTENDED IN BATHROOM . Review of the Fall Risk Evaluation dated 2/2/2025, revealed Resident #1 
had a Category score of 10 or above, which indicated Resident #1 was a high risk for falls. The resident was 
confined to a wheelchair and not able to balance without physical help. Review of the facility investigation 
titled, Risk Management Follow Up Packet, dated 2/13/2025, revealed .[Resident #1] observed on the floor .
on her buttocks by her wc [wheelchair] .[Resident #1] stated she was attempting to turn around in the w/c to 
go to her room and her feet got caught up and resulted in falling out of wc Review of the Fall Risk Evaluation 
dated 2/13/2025, revealed Resident #1 had a Category score of 10 or above which indicated Resident #1 
was a high risk for falls. The resident was confined to a wheelchair and not able to balance without physical 
help. Review of the care plan revealed a revised intervention dated 2/13/2025, revealed .Dumped [refers to 
the seat angle, measured by how much lower the rear is than the front] W/C [wheelchair]. Review of the 
annual Minimum Data Set (MDS) assessment dated [DATE], revealed a Brief Interview for Mental Status 
(BIMS) score of 8, which indicated Resident #1 had moderately impaired cognition. Resident #1 required 
substantial to maximum assistance from staff to transfer from bed to chair and to stand from a sitting 
position. Resident #1 required setup or clean-up assistance from staff for wheelchair mobility. Active 
diagnoses were Dementia, Anxiety, Bipolar, Blindness, One Eye (Unspecified eye), and Repeated Falls. A 
revised intervention dated 2/28/2025, was added to the care plan and revealed .provide frequent checks to 
monitor needs and assist . Review of the discharge MDS assessment dated [DATE], revealed Resident #1 
was discharged to the hospital. Resident #1 had short-term memory problems and had some difficulty in new 
situations for making daily decisions. An undated IDT (Interdisciplinary team) Summary of event note 
revealed .Pt found per staff laying on the floor in room had been assisted to bed at approx. [approximately] 9 
pm [9:00 PM] . Review of the Nursing Home to Hospital Transfer Form dated 4/4/2025, revealed Resident #1 
was described as, while awake and responsive, awareness of surroundings is impaired, but can process and 
act on basic simple instruction. The resident was dependent upon staff to ambulate and had severely 
impaired vision described as almost blind. Review of the facility investigation titled, Risk Management Follow 
Up Packet, revealed .Resident #1.Occurred 4-4-25 [2025].Type Unwitnessed Fall.Immediate Intervention 
control bleeding and keep pt. [Resident #1] calm.Long Term Intervention (If different) Pt. not to be assisted to 
bed early due to restlessness at HS [Hour of Sleep]. The investigation also revealed, Resident #1's scream 
summoned CNA O into the Resident's room. When CNA O entered the room, Resident #1's right arm was 
stuck in the wheel of the wheelchair. CNA O pulled the resident' s arm out of the wheel of the wheelchair. 
Resident #1 sustained an injury to the right arm. CNA B observed the right arm and described the wound as .
torn to the bone . Licensed Practical Nurse (LPN) P's update on the resident status after the Resident had 
been discharged to hospital revealed, .will be seen by a surgeon on Sunday 4-5-25 [4/5/2025] . The facility 
investigation did not include measurements of the large wound to Resident #1 right arm. 3. Review of the 
Hospital medical record dated 4/5/2025 at 1:34 AM, revealed . [Resident #1] presents to the Emergency 
Department after a fall to her right elbow . She is unable to tell me any details about the fall .patient has a 
large avulsion wound to the right elbow/forearm .Tendons visible . Admit to trauma Med surg 
[medical/surgical unit] .Radiology XR [X-ray] ELBOW RIGHT .large laceration [tear or cut in the skin] is 
present in the medial aspect of the proximal forearm . Resident #1 had surgery on 4/5/2025 to repair the 
large avulsion wound to the right upper extremity. 4. Review of an unsigned witness statement by CNA O 
dated 4/4/2025, revealed .I was walking down the hall at 20:45 [8:45 PM] , peek my head in room .and seen 
[Resident#1] in her w/c and at 9:45 p [PM] I heard screaming and I entered the room seen resident [Resident 
#1] on the floor with her arm stuck in the wheel of the w/c I pulled her right arm out of the w/c. I didn't notice 
her arm. I seen blood on the floor, then I notify the nurse . Review of a signed Witness Interview/Statement 
Form by CNA O dated 4/4/2025, revealed .I was walking down the hall heard screaming and I entered the 
room, seen resident on the floor, with her arm stuck in the wheel of w/c [wheelchair] pulled her arm out of the 
w/c. I didn't notice her arm. I seen the blood on the floor then I notify the nurse. The facility failed to follow the 
Resident's care plan intervention to not allow Resident #1 up in the wheelchair in her room unattended. The 
surveyor made multiple attempts to contact CNA O by phone. CNA O did not respond to requests for 
interview. Review of a signed Witness Interview/Statement Form by CNA B dated 4/4/2025, revealed CNA B 
had returned from lunch at 9:38 PM, and heard CNA O say Resident #1 is on the floor and [CNA B] entered 
[Resident #1's] room and observed [Resident #1] on the floor with what [CNA B] described as ‘torn skin to 
the bone'. CNA B statement also revealed that around 8:50 PM on 4/4/2025 CNA I had exited [Resident #1's 
room and [Resident #1] was still in her wheelchair. Review of a signed Witness Interview/Statement Form by 
CNA I dated 4/4/2025, revealed .Went and answered call light at 9:10 pm [PM] resident [Resident #1] wanted 
to lay down so laid her down then not long after 9:38 [PM] that nurse came and told me Resident was in 
floor. Then I help to assist her to sit up. Review of a signed Witness Interview/Statement Form dated 
4/4/2025, by LPN Q revealed .Incident Type unwitnessed fall.Incident Date/Time 4/4/25 9:40 pm. Nurse was 
asked by tech [CNA] to come assist with unwitnessed fall with injuries patient [Resident #1] was in the room 
calling for help nurse went into the room and sat with patient until EMS arrived she [Resident #1] sat propped 
up against my legs and was fussing about her son .not coming to her aid. Patient was saying she saw her 
son standing in the doorway looking at her. Nurse reassured her that her son was not on the premises. 
Nurse kept the injured limb [right arm] wrapped in a towel and reminded the patient to not move it around . 
Review of a signed Witness Interview/Statement Form by LPN P dated 4/6/2025, . I [LPN P] was passing 
medication down the hall near the lobby I heard help looked down the hall and saw [CNA O] go into 
[Resident #1] room and yelled out [Resident #1] is on the floor, I saw [CNA O] walk back into the room, came 
out yelling I need someone in here now, I ran down the hall into [Resident #1] room and observed her 
[Resident #1] on the floor lying on her right side in front of her dresser, resident had her arm up and it was 
bleeding with a large gash above the elbow. I asked [CNA O] what happened looking at her [Resident #1's] 
arm in disbelief that anything like that could ever happen here I yelled for someone to get some towels to 
wrap around her arm to stop the bleeding or at least control it. I and the other nurse[LPN Q] helped the 
resident to sit up so she would not be lying on the floor, as I and the other nurse was doing that the resident 
was yelling at us to hurry up and do something I explained to the resident in a calm voice there is nothing I 
can do and I am going to have to send her to the hospital .I [LPN P] asked the resident .what was she doing, 
she told me I was trying to straighten out my covers on the bed I told [LPN Q] to stay with her while I call 911 .
one of the guys asked the resident how did she fall, and the resident told EMS [Emergency Medical 
Services] I did not fall was trying to get something out of the drawer .now lets get back to when I [LPN 
P]walked in the room, I observed the resident lying on the floor she had her clothes on but the jacket she had 
on, one sleeve was out and the other sleeve was in, the sleeve that was out was the one with the injured arm 
.her bed was messed up, her dresser did not have an open drawer. I [LPN P] asked [CNA O] what happened 
again and she stated [Resident #1] was on the floor with her arm caught in the wheel of the W/C and she 
[CNA O] had to pull it [the Resident's arm] out, she also stated that the second time she walked in there was 
blood everywhere when she had noticed that Resident #1 arm was stuck, I [LPN P] asked assigned CNA 
[CNA I] to the resident did she leave the resident up in her chair and she stated to that she did put the 
resident to bed . 5. Resident #1 was readmitted back to the facility on 4/7/2025 with diagnoses which 
included Encounter for Surgical Aftercare Following Surgery on the Skin and Subcutaneous Tissue, 
Disruption of Traumatic Injury Wound Repair, Subsequent Encounter, and Repeated Falls. Review of the Fall 
Risk Evaluation dated 4/7/2025, revealed Resident #1 had a Category score of 10 or above which indicated 
Resident #1 was a high risk for falls. The resident was confined to a wheelchair and not able to balance 
without physical help. Review of the quarterly MDS assessment dated [DATE], revealed Resident #1 had a 
BIMS score of 10, which indicated Resident #1 had moderately impaired cognition. Resident #1 required 
substantial to maximum assistance from staff to transfer from bed to chair and to reposition from lying back 
in bed to sitting on side of bed, required partial to moderate assistance from staff to come to a standing 
position, and required supervision to touching assistance from staff for wheelchair mobility. Active diagnoses 
were Dementia Anxiety, Bipolar, Blindness, One Eye, Unspecified, Traumatic Injury Wound Repair, Difficulty 
Walking, Laceration without Foreign Body of Right Arm. Review of the discharge MDS assessment dated 
[DATE], revealed Resident #1 was discharged to an Inpatient Psychiatric Facility on 6/15/2025. 6. During an 
interview on 10/8/2025 at 11:22 AM, the Assistant Director of Nursing (ADON) was asked what system the 
facility has in place to make sure staff were monitoring the residents. The ADON stated, If the care plan says 
to monitor, staff will take the resident at nurse station or day room. There is always someone walking back 
and forth. During an interview on 10/8/2025 at 2:57 PM, CNA B was read her witness statement and asked if 
the statement was true. CNA B stated, Yes. CNA B was asked where Resident #1 was before the incident 
happened. CNA B stated, She was in her room in the wheelchair in her room by herself. CNA B was asked 
about the resident being left in her room in wheelchair by herself. CNA B stated, Usually they have 
[Resident#1] in the lobby until she is ready for bed. I am not for sure of any incidents that would make them 
have her in the lobby and not in her room. CNA B was asked where the resident was when she entered the 
room. CNA B stated, Resident #1 was on the floor. CNA B was asked where the wheelchair was. CNA B 
stated, I cannot remember but know it was not on the resident. [CNA O] was in room with the resident. I think 
[CNA O] had pulled [Resident #1] arm out of the wheelchair. It looked like a big gash in the resident's arm. 
CNA B failed to follow Resident#1's care plan intervention that stated, .redirect resident from bedroom to 
dayroom or nurses' station when up in w/c for monitoring . During a telephone interview 10/8/2025 at 5:12 
PM, LPN P was asked about Resident #1's unwitnessed fall on 4/4/2025. LPN P stated, . [CNA O] came out 
saying [Resident #1] was on the floor, bleeding. [CNA O] had walked by and saw [Resident #1] on the floor 
and [Resident #1] was yelling. [CNA O] pulled [Resident #1] arm out of the wheel of wheelchair. LPN P was 
asked the time of night. LPN P stated, I cannot remember, before midnight, maybe around 10 or 11 . LPN P 
was asked where [Resident #] was before the incident. LPN P stated, I remember [CNA I] had her that night, 
said that she had put Resident #1 to bed. LPN P was asked where the wheelchair was. LPN P stated, The 
resident was on the floor, and the wheelchair was by the dresser. The dresser was at the foot of the bed; the 
resident was at the foot of bed and dresser. It was [Resident #1], [CNA O], and the wheelchair was in front of 
the dresser. LPN P was asked before the incident when was the last time Resident #1 was seen. LPN P 
stated, Whenever I gave her medication, she was in the day room in her wheelchair. She cannot be in her 
room by herself unless in bed. You could not just roll her in her room and leave her in wheelchair. LPN P was 
asked the reason. LPN P stated, Because she will get up. LPN P was asked before this incident, did she 
have monitoring when in bed. LPN P stated, We did periodically, sometimes she would try to get up and we 
would get her up and back in wheelchair and keep her up and ask her if she wanted food or something to 
drink then asked if she was ready to go back in bed and she will say yes or no. We kept her in day room to 
be watched. During an interview on 10/8/2025 at 5:41 PM, the Director of Nursing (DON) was asked when 
there is an incident, and a CNA finds the resident on the floor what is the process. The DON stated, The 
CNA should immediately notify the nurse first, go get the nurse. The nurse will assess the resident and 
determine what should be done and the CNA will do what the nurse says. During an interview on 10/9/2025 
at 11:04, the DON was asked what CNA O told her about Resident #1's unwitnessed fall on 4/4/2025. The 
DON stated, [CNA O] went in the room and [Resident #1's] arm was stuck in the wheelchair, there was blood 
on the floor, and [CNA O] removed the resident's arm .from where it was stuck in the wheelchair .[Resident 
#1] was hollering in pain. The DON was asked if [CNA O] had the training and medical knowledge to remove 
[Resident #1's] stuck arm from the wheel of the wheelchair and is it the facility's practice to allow a CNA to 
make a medical decision without consulting the licensed nurse. The DON stated, .I do feel [CNA O] removing 
the arm from wheelchair was a not medical decision but getting off the floor would have been a medical 
decision .I would say she [CNA O] prevented further injury. The DON was asked to explain how she was 
aware CNA O prevented further injury. The DON stated, I do not know that. The DON was asked what was 
the root cause of Resident #1's injury. The DON stated, According to what we determined it was too early for 
the resident to lay down. She was not sleeping very well . The DON was asked did the facility determine how 
the resident got her arm a stuck in the wheel of wheelchair The DON stated, No the statement from the 
resident said, ‘I am trying to get something out of the drawer.' She may have put herself in the wheelchair or 
it could have been something for her to just say. I do not know if she did put herself back in [the] wheelchair. 
The DON was asked did the intervention for prevention of another fall address the wheelchair. The DON 
stated, We did not address the wheelchair . The DON was asked was the intervention for the prevention of 
another fall appropriate. The DON stated, Did not think it was necessary at that time, with the statements 
given, to not have wheelchair in the room. The facility failed to ensure the safety of Resident #1. During an 
interview on 10/9/2025 at 3:38 PM, the DON was asked how does the facility ensure frequent monitoring is 
conducted when Resident #1 is at the nurse station or in the day room. The DON stated Everyone ensures 
by keeping an eye on her, but it is not documented. If we specify, say every 15 minutes, it would be 
documented. During an interview on 10/9/2025 at 6:11 PM, the DON was asked was every 30 minute 
monitoring documented on Resident #1 when she was placed in bed on the evening of 4/4/205, because 
there is a care plan intervention dated 4/10/2024 that says every 30 minute monitoring when the resident 
goes to bed until she gets up again. The DON stated, This intervention was from 2024, and the intervention 
should have been removed because it is a year old. We make it for a period of time. It would be unrealistic 
over a long period of time. The DON was asked if there was no documentation of the monitoring, was the 
care plan followed. The DON stated, I do not know that it was not done. The DON was asked when intervals 
are in place should the monitoring be documented. The DON stated, Yes. The DON was asked were every 
30-minute checks while in bed documented on Resident #1 on 4/4/2025 before she had the incident in her 
room. The DON stated, It should be documented. I will have to go look and see, it may be in the chart . The 
DON failed to provide documentation that Resident #1 was monitored every 30 minutes while in bed, before 
her fall on 4/4/2025. The facility failed to follow the care plan intervention to prevent a fall. During an 
interview on 10/9/2025 at 6:25 PM, the Administrator was asked who told him about Resident #1's injury to 
the arm on 4/4/2025. The Administrator stated, The DON told to me of the incident. The Administrator was 
asked did the DON tell him that the resident had to have surgery. The Administrator stated, .do not recall . 
The Administrator was asked if there was a Performance Improvement Plan (PIP) related to Resident #1's 
injury. The Administrator stated, Do not recall, I do not know what the DON implemented, no PIP. If it was, it 
would have been presented in QAPI [Quality Assurance and Performance Improvement] .
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