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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to develop and implement a comprehensive person-centered 
care plan for each resident that includes measurable objectives and timeframes to meet a resident's medical, 
nursing, and mental and psychosocial needs that are identified in the comprehensive assessment for 1 
(CR#1) of 6 residents reviewed for comprehensive care in that:-The facility failed to ensure CR#1's care plan 
interventions had not been updated since 2024 despite recent falls including falls with injury. CR#1 had 
unwitnessed falls on 07/08/25 and another on 07/10/25. CR#1 was transported to the hospital where she 
was diagnosed with rib fractures and had a chest tube placed.An Immediate Jeopardy (IJ) situation was 
identified on 8/1/2025 at 3:30pm. While the IJ was removed on 8/4/2025 at 6:45pm, the facility remained out 
of compliance at a scope of pattern with the potential for more than minimal harm due to the facility's need to 
evaluate the effectiveness of the corrective systems. These failures could place residents at risk of not 
having their individual medical, psychological and/or emotional needs met. Findings Included: Record review 
of CR#1's face sheet revealed a [AGE] year-old female who was admitted to the facility on [DATE]. CR#1 
had diagnoses which included unspecified psychosis (a mental disorder characterized by a disconnection 
from reality), insomnia (persistent problems falling and staying asleep), dementia mild with agitation 
(agitation in dementia refers to a range of behaviors and sometimes aggression by individuals with cognitive 
decline), cerebral infarction due to embolism (occurs when blood flow to the brain is blocked, causing brain 
tissue to die) and brief psychotic disorder (a short-term psychotic condition that involves the sudden onset of 
at least positive psychotic symptom for more than a day but less than a month). Record review CR#1's 
quarterly MDS, dated [DATE], revealed:Section C500- Brief Interview of Mental Status was coded as 3, 
which represented severe cognitive impairment.Section GG- Functional Abilities revealed:Mobility devices 
was coded as Z. NoneGG0130- C. Toileting, E. shower/bath were coded as (3) for partial moderate 
assistance needed. Upper and lower dressing was coded as (5)- which required setup assistance. Record 
review of CR#1's care plan, dated 3/23/2024, revealed: Focus: CR#1 has had an actual fall with minor injury.
4/17/24- unwitnessed fall in room-bump on left side of head raised area with bruising.6/18/25: CR#1 found 
on the floor in her room. Date Initiated: 03/23/2024Goal: CR#1 will be free from further falls and injuries over 
the next 90 days. Date Initiated: 04/17/2024Target Date: 07/01/2025Interventions: 6/18/25: Head to toe 
assessment completed, noted bleeding from forehead. NP andDON notified. Transferred to ER for 
evaluation. Date Initiated: 06/18/2025 Check range of motion twice times daily.Date Initiated: 04/12/2024 
Continue interventions on the at-risk plan.Date Initiated: 04/12/2024 Floor mat in place at bedsideDate 
Initiated: 03/23/2024 For no apparent acute injury, determine and address causative factors of the fall.Date 
Initiated: 04/12/2024 MD to review for sleep aide 6/18/25Date Initiated: 06/18/2025 Monitor for pain and 
report to MD if pain is noted.Date Initiated: 05/04/2024 Record review of fall assessments 
revealed:6/18/2025- Score of 20, she was deemed high risk7/10/2025- Score of 11, she was deemed high 
risk .Record review of nursing progress note dated 6/18/2025 revealed CR#1 was found in her room 
bleeding from laceration to left eye. CR#1 was sent out to emergency room due to unwitnessed fall and 
returned the same day with no new orders.Record review of nursing progress note dated 7/8/2025 revealed 
RN D noted CR#1 had bruising to her left flank. She was assessed and determined from her grimacing she 
had pain. SBAR was completed due to the change in condition, PRN Tylenol given, NP and RP notified.
Record review of nursing progress note dated 7/10/2025 revealed during room checks CR#1 was heard 
yelling. Upon entrance CR#1 stated, I fell ma'am. Full assessment, vitals taken, PCP and RP notified. PCP 
instructed nurse to send CR#1 to ER. Bed was observed to be locked in lowered position, call bell in reach 
and monitored until EMS arrived.Record review of CR#1's hospital record dated 7/11/2025 revealed she was 
diagnosed with bruising in various stages, fractures on the left 6th-8th ribs, a mildly displaced fracture to the 
T11-L-1, and left side pneumothorax with chest tube placed.An observation and interview on 7/14/25 at 
11:02 AM, with CR#1 revealed the resident had a sitter provided by the hospital who stated CR#1 was trying 
to get out of bed and she pulled her chest tube out that was why she was sitting with her. She said someone 
was sitting with her everyday due to behaviors like trying to get out of bed and yelling. CR#1 was observed 
with a dark purplish bruise to her left eye. She was asked what happened. She responded she was walking 
through the door and hit her eye. CR#1 was not interview able. An interview with CR#1's RP on 7/11/2025 at 
3:50 PM, she said she was called and told CR#1 must have had a fall and was found with a bloody eye 
sometime in June 2025 and again last week when observed a bruise on her left side. She said the facility 
sent CR#1 to the emergency room on about 7/8/2025. But, the facility did an x-ray the same day they saw 
the bruise on her side, and it said she had no fractures on or about 7/9/2025. She said she was still at the 
local hospital, they said she had broken ribs and a lung collapse. She said she the falls started after CR#1 
had multiple strokes. She said prior to coming to the facility, CR#1was having falls at home, and she realized 
she should be in a facility and not living alone. She said it got better for a while, she returned to the facility 
and had been doing pretty good. An interview with the Interim DON on 7/15/2025 at 4:01 PM, revealed she 
had been the Interim DON for about 1 week. She stated that her expectation was care plans were completed 
at admission, significant changes, quarterly and as needed. She stated that the MDS Coordinator is 
responsible for ensuring all care plans are accurate and current.An interview with the ADON on 7/15/2025 at 
4:01 PM, revealed he had been employed at the facility since April 2025. He stated the care plans were 
supposed to be done when a resident was admitted , after a change in condition, quarterly and as needed. 
He stated during morning meetings care was discussed and the MDS Nurse made necessary changes to the 
care plan from the meeting and IDT meetings to capture resident changes and ensure adequately was 
provided. He said CR#1 was unpredictable, sometimes re-directable but other times she was not. He said 
she was capable of ambulating unassisted. He said: on 7/8/2025- He spoke with the nurse about her and the 
CNA observing her side to be bruised. She was assessed by the nurse. On 7/9/2024- CR#1's x-ray came 
back negative for left rib, 2 views. On 7/10/2025, CR#1 was found on the floor again and was sent to the ER 
due to an unwitnessed fall.During an interview with the Interim DON and ADON on 7/15/2025 at 4:01pm they 
both stated after record review in PCC there were no updates to CR#1's care plan to include added falls nor 
were there any interventions that were updated on the care plan since 4/17/2024. An interview with the NP 
on 7/15/2025 at 5:00 PM, she said CR#1 did not have a fall mat because she was ambulatory, and it was 
more of a risk for her to have a mat. She said the facility staff was good about informing her about incidents. 
She said she had a history of falls. She said the fall on 7/8/2025 had been reported that CR#1's flank was 
bruised. She said she was informed and ordered an x-ray. The x-ray was negative on 7/9/2025. She said 
that was where it got confusing, CR#1 did not have shortness of breath, she also pressed on that area with 
the bruise, and she did not grimace or gave her any indication she was in pain. She said she could not feel 
anything was broken on 7/10/2025. She said her PCP also saw her on 7/9/2025 and CR#1 had no indication 
of any fractures and was ambulatory. If she had broken ribs, she would not have been able to walk. She 
stated she felt the staff supervised her well and did not see any issues. An interview with the MDS 
Coordinator on 7/15/2025 at 6:22 PM, she stated a care plan for CR#1 had been completed. She said it was 
done after her fall on about 7/10/2025. She said she was not sure about what interventions were updated. 
She said she completed resident care plans upon admission, significant change, and every 90 days. She 
said the interventions were reviewed quarterly. She stated if a care plan was not updated the facility could 
not properly provide adequate care for patients. She said CR#1 had no recent falls and therefore prior to last 
week an update was not warranted. She said she was driving and the interviewed ended. In an interview with 
the Administrator on 7/15/2025 at 5:39 PM, she stated she had been the Administrator for about 2 weeks. 
She stated her expectation was for the MDS coordinator to grab her lap top and during meetings when they 
discuss interventions, she should make updates immediately. She said she spoke with the MDS Coordinator 
the day after the fall and noticed the care plan did not appear to have been updated or include new 
interventions. She said they would work on ensuring all updates are completed. She said the MDS 
Coordinator was responsible for updating the care plans and would make changes during meetings from now 
on. An Interview with CNA E on 7/30/2025 at 2:00 PM, she said she worked the 6a-6p shift. She said CR#1 
was transferred on the 100 hall since returning from the hospital. CNA E stated she was informed the 
resident needed a 1-2 person assist, broke her ribs, ensure pads were next to the bed and staff must watch 
her because she would try and get up and walk. She said if there was drastic change in interventions, they 
got that information from the nurses. She said if something about the care is not in the care plan, then she 
gets that information from nurses. The only communication regarding a resident and what to do came from 
the nurse. She stated after CR#1 was fed; she took her to the rest room then laid her down. She stated there 
were no instructions to increase rounds, but knowing the resident she ensured she peeked in the resident 
room to make sure she was okay. She stated she did round every two hours; however, she ensured she 
checked on residents more often than every two hours. She stated she peeked into CR#1's room hourly .A 
subsequent interview with the MDS Coordinator on 7/30/2025 at 3:15 PM, she stated she had worked at the 
facility since Jan or [DATE]. She stated when there were significant changes, which required interventions, 
the updates she immediately entered the changes into the care plan. She stated updates were needed for 
residents who had a significant change, or falls, for example. She stated updates in care plans were from 
significant change, falls, IDT meetings, and interviews . An interview with RN D on 7/30/2025 at 3:24 PM, 
she said she had been employed at the facility for 2 years. She stated if there were interventions not 
documented in the care plan, the nurses were responsible for informing the incoming shift of issues. She 
stated all of CR#1's falls should have been documented in the POC/Kardex. She said all falls should be 
discussed in morning meeting and MDS coordinator should make changes. She stated the Administrator told 
all management to keep a close eye on CR#1. She said she made it her business to check on the resident 
herself throughout the shift if the resident was not in the front area by the nursing station.A telephone 
interview with CNA D on 7/30/2025 at 5:44 PM, she said she worked the 10p-6a shift. She stated she worked 
last night on A Hall. CNA D stated she was familiar with CR#1. She said she checked on her frequently and 
she always tried to maneuver herself out of the bed. She stated last night (7/29/25) there were no issues with 
the resident. She stated she checked on the resident every 30-45 minutes. She stated her last round was at 
5:45 AM. CNA D stated the resident was changed, given water and put back in bed. CNA D stated if there 
were additional interventions for residents that were not on the care plan, the information came from her 
nurse. A subsequent interview with the Interim DON on 7/30/2025 at 6:15 PM, she stated she would 
communicate to staff changes in resident behavior and updated interventions during morning stands up with 
upper management, IDT, then to nursing staff. She stated she would ensure the MDS Coordinator updated 
the care plans. She said until the care plans were updated, information would verbally be communicated with 
the CNAs . She said they could not keep her from falling, but staff tried to prevent injuries by having her bed 
low, extensive supervision and kept her at the nursing station. She said the MDS Coordinator was 
responsible for updating the care plan.Record review of the MDS Coordinator job description revealed: -MDS 
Coordinator primary purpose is to coordinate the resident assessment instrument (RAI), process including 
completion of an accurate and timely Minimum data set (MDS), developing the interdisciplinary plan of care.
-Monitor clinical system changes in residents' condition that may affect the MDS process and scheduling and 
response to changes in residents' condition by coordinating MDS reassessments and re-evaluations of plan 
of care. Record review of the facility's care plan revision policy, revised on 5/2022, revealed: Policy:The 
purpose of this procedure is to provide a consistent process for reviewing and revising the care plan for 
those residents within the facility.Guidelines:1. The comprehensive care plan will be reviewed and revised 
every quarter, when a resident experiences a status change and as deemed necessary.2. Procedure for 
reviewing and revising the care plan is as follows: a. Upon identification of a change in status, the nurse will 
notify the MDS Coordinator, the physician, and the resident representative, if applicable.b. The MDS 
Coordinator and the Interdisciplinary Team will discuss the resident condition and collaborate on intervention 
options.c. The care plan will be updated with the new or modified interventions.d. Staff involved in the care of 
the resident will report resident response to new or modified interventions. This was determined to be an 
Immediate Jeopardy (IJ) on 8/1/2025 at 3:30 pm. The Administrator was notified. The Administrator was 
provided with the IJ and POR templates on 8/1/2025 at 3:40 p.m. The following Plan of Removal submitted 
by the facility was accepted on 8/2/2025 at 3:35 PM:Immediate Action:Date: 08/02/2025According to the IJ 
Template, F656 Care Plans. The facility failed to develop and implement a comprehensive person-centered 
care plan that included measurable objectives and timeframes to meet CR#1's medical, nursing, and mental 
and psychosocial needs related to her frequent falls. CR#1's care plan was not updated to reflect the current 
interventions in place.Plan of RemovalResident#1 is receiving Hospice Care and remains restless, even 
when monitored at the nursing station. Due to cognitive status and poor safety awareness, fall risk remains 
high. Interventions include frequent monitoring, incontinence checks, and medication as needed.August 2, 
2025-MDS Nurse updated CR# 1's care plan to include appropriate interventions related to her frequent falls, 
including measurable objectives and time framesResponsible: MDS NurseCompletion Date: August 2, 2025.
August 2, 2025 - 30-Day Incident ReviewAction: Regional MDS Nurse completed full review of falls from the 
past 30 days to ensure all related care plans were properly updated with measurable goals and appropriate 
interventions.There were not any negative findings.Responsible: Regional MDS NurseCompletion Date: 
August 2, 2025August 2, 2025 - MDS/Licensed Nurses EducationAction: Regional MDS Nurse provided an 
in-service education to the facility's MDS nurse on developing a comprehensive person-centered care plan, 
that includes measurable objectives and time frames to meet the resident's needs. The Regional MDS Nurse 
will re-educate license nurses on capturing falls in the progress notes as the falls occur. Staff will not provide 
direct resident care until the training has been completed.Responsible: Regional MDS 
Nurse/designeeCompletion Date: August 2, 2025August 2, 2025 - Facility Medical Director NotifiedAction: 
The facility's Medical Director was notified of the F-0656 deficiency. The Medical Director stated that he is 
very familiar with CR#1 and has had multiple conversations during QAPI meetings regarding the residents 
falls. He added to continue frequent rounds; review medication(s) with psychiatrists as indicated, and to 
follow MD orders regarding labs to determine if there is any infection related to the falls. CR#1's Care plan 
was updated to address the recommendations.Responsible: AdministratorCompletion Date: August 2, 
2025August 2, 2025 - Daily Fall Review and Care Plan Update MonitoringAction:o The MDS coordinator will 
review the 24-hour report daily during the morning meeting with the IDT.o The IDT will discuss the 
appropriate interventions for residents with falls.o The MDS Coordinator will update the care plan(s) during 
that meeting. In the absence of the MDS Coordinator, the ADON will update the care plans. o Following the 
IDT meeting The DON will ensure the care plan is updated appropriately.Completion Date: August 2, 
2025Responsible: DON/DesigneeAugust 2, 2025 - Care Plan Revision PolicyAction: The Administrator 
reviewed the care plan revision policy. Upon review, no changes were noted.Responsible: 
Administrator/DesigneeCompletion Date: August 2, 2025Monitoring of the POR began on 
8/2/2025-8/4/2025:Interviews with the Interim DON, MDS Coordinator, LVN's C, D and E, and RN A between 
8/2-8/4/2025 on all shifts revealed they understood the importance of updated person-centered care plans, 
incident reporting and documenting, reporting to NP, and Responsible party. The MDS Coordinator would be 
updating care plans in the morning meeting and as needed. Clinical staff stated care plans informed direct 
care staff about changes, what interventions were needed and proper notification of resident care needs.
Record review of in-service documentation revealed the facility completed care plan and incident reporting 
updates on 8/2/2025.Record review of five resident electronic charts reviewed no issues with care plan 
updates for these Record review of in-services for care plan and incident reporting was provided by the 
Interim DON for all nursing staff between 8/2-8/4/2025.Record review of in-service on care planning was 
completed with the MDS Coordinator by the Regional MDS. It covered the importance of measurable 
objectives and time frames to meet the resident's needs. Record review of the sign-in sheet for the Regional 
MDS nurse reflected license nurses were re-educated on capturing falls in the progress notes as the falls 
occurred.The Administrator was informed the Immediate Jeopardy was removed on 8/4/2025 at 6:45pm. The 
facility remained out of compliance at a severity of no actual harm with potential for more than minimal harm 
that is not an immediate jeopardy and a scope of pattern due to the facility's need to evaluate the 
effectiveness of the corrective systems that were put into place.
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