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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record reviews, the facility failed to immediately consult with the resident's physician and 
notify the resident's representative when there is an accident involving the resident which results in injury 
and had the potential for requiring physician intervention for 1 (Resident #86) of 5 residents reviewed for 
falls. The facility failed to notify Resident #86's physician and FM that he had a fall on [DATE]. He was found 
unresponsive at the facility around 6:30 AM on [DATE] and subsequently passed away.An Immediate 
Jeopardy (IJ) was identified on [DATE]. The IJ template was provided to the facility on [DATE] at 12:23 p.m. 
While the IJ was removed on [DATE], the facility remained out of compliance at a scope of isolated and a 
severity level of no actual harm with potential for more than minimal harm that is not immediate jeopardy due 
to the facility's need to complete in-service training and evaluate the effectiveness of the corrective systems. 
This failure could place residents at risk of serious injuries, abuse, serious harm, and death.Findings 
Included: Review of Resident #86's face sheet reflected a [AGE] year-old male admitted to the facility on 
[DATE] with diagnosis that included muscle weakness, unsteadiness on feet, unspecified abnormalities of 
gait and mobility, cognitive communication deficit, and muscle wasting and atrophy. Review of Resident 
#86's death in facility MDS dated [DATE] reflected entry/discharge reporting: death in facility. Review of 
Resident #86's last quarterly MDS assessment dated [DATE] reflected a BIMS score of 15 indicating 
cognition intact. Section GG for functional abilities indicated Resident #86 used a wheelchair. Functional 
abilities related to chair/bed transfer indicated partial moderate assistance. Walking 10 feet indicated resident 
required substantial assistance. MDS active diagnosis included muscle weakness, unsteadiness on feet, and 
abnormalities of gait and mobility. MDS assessment did not reflect Resident #86 was on hospice or end of 
life care. Review of Resident #86's care plan last revised [DATE] (cancelled date due to death) reflected a 
focus initiated on [DATE], Resident is at risk for falls related to deconditioning, gait/balance problems with 
interventions that included follow facility fall protocol.Review of Resident #86's progress note dated [DATE] 
reflected he had an unwitnessed fall at approximately 05:45 PM. After the nurse got him off the floor and into 
his wheelchair, an assessment was performed and there was redness on the back of his head/neck area. 
There is no documented evidence in the medical record that family and physician were notified. Review of 
Resident #86's progress note dated [DATE] reflected nurse found him unresponsive around 06:33 AM. He 
was awakened but not responding. CPR was initiated until EMS arrived and took over. He was resuscitated 
at 07:40 AM and rushed to the hospital for treatment, where he passed away shortly after.Review of 
Resident #86's neurological notes and observations sheet documented on paper dated [DATE] reflected 
LVN A initiated neuros on [DATE] at 05:45 PM and 06:05 PM. The family and physician notification was 
incomplete/blank. The remainer of the neuro checks were incomplete or not done. During an interview on 
[DATE] at 11:19 AM with Resident #86's FM, they stated the facility did not notify them that Resident #86 
had a fall on [DATE]. FM stated the facility notified them on [DATE] that Resident #86 was being sent to the 
hospital. FM stated they observed Resident #86 at the hospital with blood residue in both his nostrils, a cut 
outer upper right lip, and bruises on the right side of his face on [DATE]. FM stated Resident #86 passed 
away in the hospital on [DATE]. During an interview on [DATE] at 2:15 PM with LVN A, she stated that on 
[DATE] around 5:45 PM, she heard from staff and other residents that Resident #86 fell. LVN A stated she 
helped Resident #86 back into his wheelchair after his unwitnessed fall. LVN A stated Resident #86 told her 
that he felt weak when transferring from his bed to wheelchair and fell. LVN A stated she assessed Resident 
#86 and observed he had redness on the back of his head/neck area. LVN A stated she did not ask Resident 
#86 if he hit his head during his fall. LVN A stated she could not recall notifying the physician after Resident 
#86 had his fall. LVN A stated she did not notify Resident #86's FM of Resident #86's fall. During an 
interview on [DATE] at 2:30 PM with RN K, he stated he observed Resident #86 was responsive on [DATE] 
around 2:00 AM. RN K stated he observed Resident #86 on [DATE] around 6:00 AM, tapped on Resident 
#86's shoulder, and Resident #86 was not responding. RN K stated LVN A did not communicate with him 
that Resident #86 had a fall on [DATE]. During an interview on [DATE] at 3:07 PM with the ADON, she 
stated the DON was responsible for ensuring nurses notified residents' FMs and physician after an 
unwitnessed fall. She stated she was unsure if LVN A notified Resident #86's FM and physician of his fall. 
She stated nurses were responsible for notifying residents' families and physicians that they fell. She also 
knew the importance of notifying family and physician and said, So they were aware of the change in 
condition. Physician would not be able to intervene or initiate orders if they were unaware. Family would not 
be able to be aware of their resident hurting themselves. During an interview on [DATE] at 4:20 PM with the 
Physician, he stated he was not notified Resident #86 had a fall on [DATE]. He expected to be notified of 
residents' falls and said, Resident could be at risk of head bleeding and head trauma and respiratory issues. 
During an interview on [DATE] at 2:02 PM with the DON, she stated nurses were required to notify the 
physician and FM after an unwitnessed fall. She knew it was important to notify family and physician after 
unwitnessed fall and said, Important for physician to give orders. Important for family to know so they could 
respond to facility or hospital.Review of the facility Abuse and Neglect Clinical Protocol last revised in [DATE] 
reflected:- The nurse will report findings to the physician and monitor residents.Review of the facility Change 
in a Residents Condition or Status policy last revised [DATE] reflected:- Physician and representative must 
be notified when there is an incident or accident involving the resident. These failures resulted in an 
identification of an Immediate Jeopardy (IJ) on [DATE] at 12:23 p.m. The DON was notified of the IJ and 
provided the IJ template.The POR F580 was approved [DATE] at 08:16 AM and reflected the following:Plan 
of Removal F580Immediate JeopardyOn [DATE], regulatory services determined that The Facility failed to 
meet the requirements of tag F580, resulting in an Immediate Threat to resident health and safety.
Action:Action: Immediate Notification Protocol ImplementationStart Date: [DATE]Completion Date: 
[DATE]Responsible: Consultant Registered Nurse (RN)/Director of Nursing (DON)Target Audience: All 
licensed nursing staffDetails: DON was educated by Consultant RN on change of conditions and F580. An 
audit checklist was created by Consultant RN and DON; and used to review the last 72 Hour Report for 
keywords pain, fall, fever, all Vital Signs, blood glucose monitoring, weights, variances, and last 14 days 
incident reports. These were all printed for review and notations made on report. Any change of conditions 
found were worked by DON and Consultant RN to verify DON comprehension. A standardized notification 
checklist was implemented for all incidents involving changes in resident condition. The checklist includes 
time-stamped documentation of family and physician contact. Charge nurses must verify completion and 
submit to DON daily.Evaluation: Daily audits of incident reports and 24hr report for 14 days. Daily IDT review 
for compliance and documentation. Nurse staff comprehension was verified and documented on competency 
form with comprehension statement signed by nursing staff and either DON or Consultant RN.Action:Action: 
Staff Education on Notification RequirementsStart Date: [DATE]Completion Date: [DATE]Responsible: DON 
and Consultant RNTarget Audience: All licensed nursing staff and new hires ongoingDetails: Mandatory 
in-service training on F580 regulations and facility policy. Evaluation: Post-training competency quiz (pass 
rate � 90%). Random chart audits for 30 days to verify proper notification, includes documentation of audit 
by printing and notations to 24hr report and progress notes and/or incident report reviewed. Action:Action: 
Policy Review and Quality Assurance Performance ImprovementStart Date: [DATE]Completion Date: 
[DATE]Responsible: Administrator & DONTarget Audience: All licensed nursing staff and IDTDetails: Facility 
policies on change in condition and fall response reviewed. Daily EMR audit specific to Incidents and 
Accidents for tracking family/physician contacts and documentation. Will be documented on Compliance 
Monitoring Audit. Evaluation: Monthly policy compliance audits. EMR usage reports reviewed monthly during 
QAPI X3 months or until a revised sustainable plan for safety is achieved. Comprehension verified and 
documented as above for nursing staff with same Post-training competency quiz (pass rate � 90%) for all 
IDT members . The POR was monitored in the following ways :In an interview on [DATE] at 01:00 PM with 
the DON she confirmed that on [DATE] she was in-serviced by the CEO (Chief Executive Officer) prior to 
beginning the education with all licensed nursing staff. The ADON made the decision to return to work as a 
floor nurse and not continue the responsibilities as a ADON and was not in-serviced by the CEO, the MDS 
coordinator did receive the training at the same time as the DON the in-service stated that all licensed 
nursing staff will receive mandatory re-education with verbal discussion and sign in sheet on the facility's fall 
response protocol, change in condition procedures, and abuse/neglect clinical protocols. Nurses have been 
directed to notify DON when any resident refuses evaluation by EMS (emergency medical services) and a 
post-quiz will be used for determining understanding after education is provided. In an interview on [DATE] at 
01:59 PM with the DON confirmed that she was in-serviced by the NC prior to in-servicing the facility nursing 
staff on regarding changes in resident conditions, falls, neuro fall risk assessments, and notification to RP 
and MD and DON, they reviewed facility policy on acute change condition protocol, and the importance of 
timely and accurate documentation and notification of changes in resident conditions and identifying and 
documenting and communicating the changes according to facility policy. The DON said she was aware that 
the changes in conditions must be reported, according to the facility policy to the DON, MD/NP and 
RP/family, She was aware and agreed to use the action tab for risk management and follow through with 
documentation. She received training and education relevant to acute care planning needs and to relay all 
information to the ADM, DON, ADON, and MDS to make sure all acute care planning needs will be met. She 
received training and education on completing required resident assessments and confirmed she is 
competent to perform the assessments necessary, they also discussed the of care planning and updating the 
resident's care plans to include falls.In an interview on [DATE] at 02:54 PM with the DON she stated for the 
moment they have to move forward with EMS assessments until she is absolutely comfortable with the 
nurses ability to assess residents to make sure that residents stay safe in the event of a fall, EMS is a fall 
back safety measure, she can provide staff education and make them do competencies all day long - the 
staff need to respond with a sense of emergency, and be able to reflect they have the knowledge of what 
they do, right now she is using EMS for assessments until staff exhibit they can do everything appropriately.
In an interview on [DATE] at 01:31 PM with NC she confirmed that she in-serviced DON prior to the DON 
in-servicing the nursing staff regarding changes in resident conditions, falls, neuro fall risk assessments, and 
notification to RP and MD and DON, they reviewed facility policy on acute change condition protocol, and the 
importance of timely and accurate documentation and notification of changes in resident conditions and 
identifying and documenting and communicating the changes according to facility policy. The DON said she 
was aware that the changes in conditions must be reported, according to the facility policy to the DON, 
MD/NP and RP/family, She was aware and agreed to use the action tab for risk management and follow 
through with documentation. She received training and education relevant to acute care planning needs and 
to relay all information to the ADM, DON, ADON, and MDS to make sure all acute care planning needs will 
be met. She received training and education on completing required resident assessments and confirmed 
she is competent to perform the assessments necessary. They also discussed the of care planning and 
updating the resident's care plans to include fallsIn an interview on [DATE] at 11:45 AM DON stated most of 
the nurses are trained and retrained on neuro check and post fall evaluation. She stated they were trained on 
reporting to physician and family in a timely manner. DON stated the daily meeting the fall and other related 
issues evaluated, and necessary actions taken. There was no fall or incident of any significant changes in 
condition. Resident #3 had a fall on [DATE] and was reviewed and all the necessary steps were taken after 
the fall. She stated during the review it was revealed the care plans were not updated, not just for fall but 
also for various other issues. She stated the care plans were updated accordingly. The external NC will be 
supervising and monitoring the activities to ensure things are going in the right track.In an interview on 
[DATE] at 03:12PM with NC, she stated she in serviced and trained DON . She stated she had interviewed 
the nursing staff in the weekends as well to make sure they learnt everything that they supposed to. She 
stated she was happy with the outcome and will monitor and guide them to optimize their competencyThe 
following nurses were interviewed and observed working on PCC completing neuro checks and post fall 
evaluation. They were able to navigate the neuro check and post fall evaluation form on E H R (PCC). They 
were able to explain how to fill them out and the rationale and significance of the findings during the 
evaluation . They were able to identify a significant change and when to notify a physician /or call EMS Able 
to answer randomly asked post training quiz questions. See below:In an interview on [DATE] at 01:00 PM 
with RN O, - Full time started [DATE] During the interview stated: Got received the training [DATE] trained . 
Previously was doing neuro checks on paper form and then hand over to DON. Now got trained to do directly 
on the EH R.In an interview on [DATE] at 01:15 PM RN G - PRN -[DATE] During the interview stated: 
Trained on [DATE] and was trained on neuro check, post fall evaluation and incident report was to be 
completed. Neuro check to be continued for 3 days, she stated she was previously doing on paper , now on 
both , first on paper and then on PCC. Stated confident to do neuro and post fall evaluation. Neuro check 
initially every 15minutes.In an interview on [DATE] at 01:45 PM with LVN I Trained on [DATE]. During the 
interview stated: Interview over the phone, able to answer quiz questions. Able to explain neuro check and 
post fall process and procedures. Stated able to coordinate care independently.In an interview on [DATE] at 
01:55 PM with LVN B, Trained on [DATE]. During the interview stated : She was doing after the fall 
evaluation and neuro check before too. Stated she was confident enough to conduct oneIn an interview on 
[DATE] at 02:35 PM with MDS Coordinator, LVN Trained on [DATE]. During the interview stated she 
received the trainings for the post fall procedures and how to enter the information in the E H R. In an 
interview on [DATE] at 02:35 PM with LVN P Interview over the phone. Nurse for 7 years. Done post fall 
evaluation and neuro checks before. Received the training on [DATE] from the facility. Stated she was able 
to conduct a post fall procedure independentlyReview of the facility's in-services and post-training quizzes 
reflected staff were reeducated and returned demonstration of competencies with F580 and facility protocols. 
Additionally, the following care plans/ assessments had been updated by the facility - Resident #65Resident 
#100Resident #66Resident #49Resident #27Resident #3Resident #7Resident #19Resident #11Resident 
#14Resident #6Resident #12These failures resulted in an identification of an Immediate Jeopardy (IJ) with 
the DON notified and IJ Template provided on [DATE] at 12:23 p.m. While the IJ was removed on [DATE], 
the facility remained out of compliance at a scope of isolated and a severity level of no actual harm with 
potential for more than minimal harm that is not immediate jeopardy due to the facility's need to complete 
in-service training and evaluate the effectiveness of the corrective systems.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to protect a resident's right to be free from neglect 
for 1 (Resident #86) of 5 residents reviewed for resident neglect. The facility failed to ensure Resident #86 
was free from neglect when nursing staff failed to conduct ongoing neuro checks and monitor for delayed 
complications after an unwitnessed fall with head injury that occurred on [DATE]; and document in the 
residents' chart changes in condition, notify the family and physician, and follow facility fall protocol per policy 
and residents person centered care plan. He was found unresponsive around 6:30 AM on [DATE] and 
subsequently passed away. An Immediate Jeopardy (IJ) was identified on [DATE]. The IJ template was 
provided to the facility on [DATE] at 5:00 p.m. While the IJ was removed on [DATE], the facility remained out 
of compliance at a scope of isolated and a severity level of no actual harm with potential for more than 
minimal harm that is not immediate jeopardy due to the facility's need to complete in-service training and 
evaluate the effectiveness of the corrective systems. These failures placed residents at risk for serious 
injuries, abuse, serious harm, and death.Findings include: Review of Resident #86's face sheet reflected a 
[AGE] year-old male admitted to the facility on [DATE] with diagnoses that included muscle weakness, 
unsteadiness on feet, unspecified abnormalities of gait and mobility, cognitive communication deficit, and 
muscle wasting and atrophy. Review of Resident #86's last quarterly MDS assessment dated [DATE] 
reflected a BIMS score of 15 indicating cognition was intact. Section GG for functional abilities indicated 
Resident #86 used a wheelchair. Functional abilities related to chair/bed transfer indicated partial moderate 
assistance. Walking 10 feet indicated resident required substantial assistance. MDS active diagnoses 
included muscle weakness, unsteadiness on feet, and abnormalities of gait and mobility. MDS assessment 
did not reflect Resident #86 was on hospice or end of life care. Resident #86 had no falls since admission. 
Review of Resident #86's care plan reflected a focus initiated on [DATE], Resident is at risk for falls related 
to deconditioning, gait/balance problems with interventions that included follow facility fall protocol. Review of 
Resident #86's progress note, created by LVN A on [DATE], reflected he had an unwitnessed fall at 
approximately 05:45 PM. After the nurse got him off the floor and into his wheelchair, an assessment was 
performed and there was redness on the back of his head/neck area. There was no documented evidence in 
the medical record that neuros were conducted and completed, and family and physician were notified. 
Review of Resident #86's progress note, created by RN K on [DATE], reflected nurse found him 
unresponsive around 06:33 AM. He was awakened but not responding. CPR was initiated until EMS arrived 
and took over. He was resuscitated at 07:40 AM and rushed to the hospital for treatment, where he passed 
away shortly after. Review of Resident #86's fall risk evaluations reflected there was no fall risk/post fall 
evaluation for the fall that occurred on [DATE], and the last evaluation conducted was dated [DATE]. Review 
of Resident #86's progress notes and EMR reflected no documented follow up for delayed complications 
related to the fall (generally completed for up to 48 hours post fall) and no assessments by nurse or PT for 
observing resident rise from chair post fall (to test if decline in strength/abilities or changes in status). Review 
of Resident #86's neurological notes and observations sheet documented on paper dated [DATE] reflected 
LVN A initiated neuros monitoring on [DATE] at 05:45 PM and 06:05 PM. The family and physician 
notification was incomplete/blank. The remainder of the neuro checks were incomplete or not done. Review 
of Resident #86's death in facility MDS dated [DATE] reflected entry/discharge reporting: death in facility. 
During an interview on [DATE] at 11:19 AM with Resident #86's FM, they stated the facility did not notify 
them that Resident #86 had a fall on [DATE]. FM stated the facility notified them on [DATE] that Resident 
#86 was being sent to the hospital. FM stated they observed Resident #86 at the hospital with blood residue 
in both his nostrils, a cut to his outer upper right lip, and bruises on the right side of his face on [DATE]. FM 
stated Resident #86 passed away in the hospital on [DATE] at 8:57 a.m. During an interview on [DATE] at 
2:15 PM with LVN A, she stated that on [DATE] around 5:45 PM, she heard from staff and other residents 
that Resident #86 fell. LVN A stated she helped Resident #86 back into his wheelchair after his unwitnessed 
fall. LVN A stated Resident #86 told her that he felt weak when transferring from his bed to wheelchair and 
fell. LVN A stated she could not recall notifying the physician after Resident #86 had his fall. LVN A stated 
she did not notify Resident #86's FM of Resident #86's fall. LVN A stated she notified the DON when the 
incident happened. LVN A stated she assessed Resident #86 and observed he had redness on the back of 
his head/neck area. LVN A stated she did not ask Resident #86 if he hit his head during his fall. LVN A 
stated she believed she initiated neurological monitoring on Resident #86. LVN A stated nurses were 
responsible for initiating and conducting ongoing neurological monitoring on residents every 30 minutes 
when they have an unwitnessed fall. LVN A stated the ADON and DON were responsible for ensuring nurses 
initiated and conducted ongoing neurological monitoring after a resident had an unwitnessed fall. LVN A 
stated she knew the importance of initiating and conducting ongoing neurological monitoring for residents 
with falls and said, To make sure their vitals were stable. Resident could be at risk of a blood clot. She could 
not recall if not initiating and conducting ongoing neuro checks after an unwitnessed fall and not notifying 
family and physician was neglect. She defined neglect as not taking care of a resident or abusing a resident. 
During an interview on [DATE] at 2:30 PM with RN K, he stated he observed Resident #86 was responsive 
on [DATE] around 2:00 AM. RN K stated he observed Resident #86 on [DATE] around 6:00 AM, tapped on 
Resident #86's shoulder, and Resident #86 was not responding. RN K stated LVN A did not communicate 
with him that Resident #86 had a fall on [DATE]. RN K stated he did not initiate and conduct neurological 
monitoring on Resident #86 because he did not know Resident #86 had a fall on [DATE]. RN K stated nurses 
were responsible for initiating and conducting ongoing neurological monitoring on residents if residents had 
an unwitnessed fall. RN K explained nurses were responsible for following the neurological monitoring 
frequency listed on the neurological monitoring sheet when initiating and conducting ongoing neurological 
monitoring. RN K stated the DON was responsible for ensuring the nurses initiated and conducted ongoing 
neurological monitoring after a resident had an unwitnessed fall. RN K stated he told the DON that LVN A 
needed to be put back on training due to not performing neurological monitoring on Resident #86 after the 
fall. RN K stated he knew the importance of initiating and conducting ongoing neurological monitoring for 
residents with falls and said, Because resident could have hit his head and had a brain injury and to know 
that resident did not have damage to his head and to determine if resident needs to go to the hospital. 
Resident could be at risk of brain injury. He believed not initiating and conducting ongoing neurological 
monitoring after a resident had an unwitnessed fall was neglect. He defined neglect as failure of NF not 
providing care and services to a resident. During an interview on [DATE] at 3:07 PM with the ADON, she 
stated she was unable to find Resident #86's neurological monitoring sheets after his fall on [DATE]. She 
stated Resident #86's neurological monitoring sheets were started on [DATE] by LVN A and were not 
finished. She stated RN K was supposed to continue Resident #86's neurological monitoring. She stated 
nurses were responsible for initiating and conducting ongoing neurological monitoring after a resident had an 
unwitnessed fall and followed the frequency on the neurological monitoring sheet. She stated the DON was 
responsible for ensuring nurses initiated and conducted ongoing neurological monitoring on residents and 
notified residents' FMs and physician after an unwitnessed fall. She stated she was unsure if LVN A notified 
Resident #86's FM and physician of his fall. She knew the importance of initiating and conducting ongoing 
neurological monitoring on residents after an unwitnessed fall and said, Because resident could have brain 
injury, brain bleeding, abnormal vital signs, pain or fracture from fall. Residents could be at risk of going 
unconscious, brain bleed that staff unaware of, fracture, stroke, and develop infection if not completing neuro 
checks on them. She also stated nurses were responsible for notifying residents' families and physicians that 
they fell. She also knew the importance of notifying family and physician and said, So they were aware of the 
change in condition. Physician would not be able to intervene or initiate orders if they were unaware. Family 
would not be able to be aware of their resident hurting themselves. Not initiating and conducting ongoing 
neurological monitoring after a resident had an unwitnessed fall was neglect. She defined neglect as not 
caring or not carrying out duties as a nurse, and not tending to the resident. During an interview on [DATE] at 
3:26 p.m., LVN M stated nurses were responsible for initiating and conducting ongoing neurological 
monitoring after an unwitnessed fall. LVN M stated nurses were responsible for documenting neurological 
monitoring, submitting the completed sheets to the MR, and the MR uploads the sheets in the resident's 
EMR. LVN M stated the ADON or DON were responsible for ensuring nurses initiated and conducted 
ongoing neurological monitoring after a resident had an unwitnessed fall. LVN M stated he knew the 
importance of initiating and conducting ongoing neurological monitoring on residents after an unwitnessed 
fall and said, Because resident could be on blood thinners or for signs or symptoms of change in condition so 
they could be sent out to the hospital or they could have high blood pressure. Residents could be at risk of 
brain bleed, fracture, and other injuries. LVN M stated not initiating and conducting ongoing neurological 
monitoring after a resident had an unwitnessed fall was neglect. LVN M stated he defined neglect as when 
not showing up for the resident in a way they needed to be shown up for and not tending to residents' needs. 
During an interview on [DATE] at 4:20 PM with the Physician, he stated he was not notified Resident #86 
had a fall on [DATE]. He expected to be notified of residents' falls. He stated nurses were required to initiate 
neurological monitoring after an unwitnessed fall and said, Resident could be at risk of head bleeding and 
head trauma and respiratory issues. During an interview on [DATE] at 10:35 AM with the DON, she stated 
she did not believe the fall protocol was followed in this case. She stated it is the expectation that post fall 
assessments are completed and documented after a fall and that the nurse assessing the fall or PT assess 
the resident's ability to rise from his/her wheelchair. She stated a negative outcome of not following the fall 
protocol/ procedures are negative deficits are increased up to and including death. DON stated LVN A 
completed neurological checks for the time left on her shift (only 1 hour) and were documented on paper not 
on the resident's chart as it should have been. She stated the checks that should have occurred after LVN A 
left were not completed. During an interview [DATE] at 11:13 AM with LVN A, she stated Resident #86 was 
able to stand and self-transfer from his bed to his wc on a normal day. She stated after his fall on [DATE] 
redness was noted to his head and she suspected head injury. LVN A stated after the fall Resident #86 
refused to go to the hospital and instead went outside. LVN A stated she documented the fall in the nursing 
progress notes but did not do an incident report as the charge nurse on duty, and only provided an oral 
report to the DON. She stated she was aware of the care plan intervention but did not have the knowledge of 
the facility's fall protocol or procedures and was not aware of the assessments she had to complete. LVN A 
also stated she lacked the knowledge of using the EMR system for the facility and only received 3 days of 
training before being allowed on the floor as the charge nurse. She stated therefore she did not know how to 
properly document the assessments required after a fall and lacked the knowledge of what assessments 
were required. LVN A stated she only completed checks on Resident #86 for the 1 hour she had left on her 
shift and left at 7pm. She stated those were documented on paper and not the resident's chart. In an 
interview on [DATE] at 12:57 PM with the ADON, she stated it was the expectation that all falls were 
documented on the EMR and post fall assessments and incident reports completed. She stated she is not 
sure why it was not documented in there by LVN A. ADON stated that if LVN A does not know how to 
conduct the assessments from the EMR system that it was her expectation that LVN A asked for assistance. 
ADON stated the nurse doing the assessment on the resident post fall should also do the wc stand up 
assessment to test any decline in strength or abilities. She stated the care plan reflects the care that is 
supposed to be provided to residents, and it was not followed in this case since following the fall protocol 
was an intervention. ADON stated post fall assessments include neuro checks, vitals such as pulse, 
respirations, checking motor skills, pupils reaction, overall alertness and any changes to baseline. She stated 
a potential negative outcome to the resident if the fall protocols and procedures are not followed would be 
the resident can have a brain bleed, internal issues they are not aware of, fractures, or infections from 
fractures. In an interview on [DATE] at 03:00 PM with the DON, she reiterated that the fall protocol was not 
followed as it pertained to the incident on [DATE] with Resident #86. The DON stated that it was her 
expectation that the nurses were competent in following a resident's care plan because failure to follow it 
would result in the residents not getting the care they need. She stated it was her expectation that if a nurse 
encounters something they do not know how to do such as assessments, placing orders, or working in the 
EMR that they ask for help. She stated staff should be reaching out to her to get instructions on how to do it. 
In an interview on [DATE] at 03:38 PM with the ADM, she stated it was her expectation that before a nurse 
goes to the floor to work with residents she is provided competencies that include training on where you go in 
the EMR to generate assessments, knowledge on the facility's policies and procedures, and know that they 
must ask questions if there is something they don't know. The ADM stated that failure to have competent 
nurse staffing, not completing assessments, following care plans, or facility policy results in residents not 
having the opportunity to be provided appropriate care. She stated that as the new ADM she is providing the 
facility with her expectations on the education that must be completed to ensure residents are being provided 
the appropriate care, and ongoing education that will be provided to direct care staff. Review of the facility 
Care Plans, Comprehensive Person Centered last revised [DATE] reflected:Policy statement: A 
comprehensive person-centered care plan that includes measurable objectives and timetables to meet the 
resident's physical, psychosocial, and functional needs is developed and implemented for each resident. - 
The Interdisciplinary Team (IDT) in conjunction with the resident and his/her family or legal representative, 
develops and implements a comprehensive, person-centered care plan for each resident. - The care plan 
interventions are derived from a thorough analysis of the information gathered as part of the comprehensive 
assessment. - The comprehensive person-centered care plan will: o describe the services to be furnished to 
attain or maintain the residents highest practicable physical, mental, and psychosocial well-being.o 
Incorporate identified problem areas.o Identify the professional services that are responsible for each 
element of care. - Assessments of the residents are ongoing and care plans are revised as information about 
the resident and the resident's conditions change. Review of the facility Abuse and Neglect Clinical Protocol 
last revised in [DATE] reflected:- Neglect, as defined at S483.5, means the failure of the facility, its 
employees or service providers to- provide goods and services to a resident that are necessary to avoid 
physical harm, pain, mental anguish or- emotional distress.- The nurse will report findings to the physician 
and monitor residents. Review of the facility Change in a Residents Condition or Status policy last revised 
[DATE] reflected:- Physician and representative must be notified when there is an incident or accident 
involving the resident. Review of the facility Falls-Clinical Protocol last revised [DATE] reflected:- A nurse 
shall assess and document/ report the following: vital signs, musculoskeletal function, observing changes in 
normal range of motion, weight bearing etc., change in cognition or level of consciousness, neurological 
status, pain.- Monitoring and follow up: the staff with the physician's guidance will follow up on any fall with 
associated injury until the resident is stable and delayed complications such as late fracture or subdural 
hematoma have been ruled out or resolved. Delayed complications such as late fractures and major bruising 
may occur hours or days after a fall, while signs of subdural hematomas or other intracranial bleeding could 
occur up to several weeks after a fall. Review of facility Assessing Falls and Their Cause policy revised 
[DATE] reflected: Purpose- to provide guidelines for assessing a resident fall and to assist staff in identifying 
causes of the fall. - After a fall- observe for delayed complications of a fall for approximately 48 hours after an 
observed or suspected fall and will document findings in the medical record. - Document any observed signs 
or symptoms of swelling, bruising, deformity, and/or decreased mobility and any changes to level 
responsiveness/ consciousness and overall function. Note the presence or absence of significant findings. - 
Complete an incident report for resident falls no later than 24 hours after the fall occurs. The incident report 
should be completed by the nursing supervisor on duty at the time and submitted to the DON.Performing a 
post fall evaluation:- After a first fall, a nurse and/or physical therapist will watch the resident attempt to rise 
from a chair without using his or her arms, walk several paces, and return to sitting, and will document the 
results ofthis effort. If the individual has no difficulty or unsteadiness, no further evaluation is needed at that 
time. If the individual has difficulty or is unsteady in performing this test, additional evaluation may be initiated 
as warranted. These failures resulted in an identification of an Immediate Jeopardy (IJ) On [DATE] at 05:00 
PM. The ADM was notified of the IJ and provided the IJ template on [DATE] at 5:00 p.m. The POR F600 was 
approved [DATE] at 06:07 PM and reflected the following:Plan of Removal (POR)Immediate Jeopardy - 
F600: Neglect On [DATE], an abbreviated survey was initiated at The Facility. On [DATE], The surveyor 
determined that the Facility was in Immediate Jeopardy (IJ) due to noncompliance with Tag F600 - Neglect, 
resulting in the death of Resident #86. The facility failed to follow its own policies and procedures regarding 
post-fall assessments, including conducting ongoing neurological checks, notifying the resident's family, and 
notifying the physician after an unwitnessed fall on [DATE]. Resident #86 was found unresponsive the 
following morning and passed away shortly thereafter.Date of Immediate Jeopardy Notification: [DATE]Tag: 
F600 - The facility must ensure residents are free from neglect.Immediate Jeopardy Summary:On [DATE], 
Resident #86 experienced an unwitnessed fall and hit his head. The facility failed to conduct ongoing 
neurological checks, notify the family, and notify the physician. The resident was found unresponsive the 
following morning and passed away shortly after. Interviews and documentation revealed systemic failures in 
communication, assessment, and adherence to facility protocols, constituting neglect.Actions to Remove 
Immediate JeopardyAction 1: Immediate Staff Education and Re-EducationDescription: DON(Director of 
Nursing) will be re-educated by CEO (Chief Executive Officer) prior to beginning of education with all 
licensed nursing staff, including PRN and possible agency staff prior to next shift worked. ADON (Assistant 
Director of Nursing) and MDS (Minimum Data Set) Nurse will be initially educated by DON after DON 
education. All licensed nursing staff will receive mandatory re-education with verbal discussion and sign in 
sheet on the facility's fall response protocol, change in condition procedures, and abuse/neglect clinical 
protocols. Nurses have been directed to notify DON when any resident refuses evaluation by 
EMS(emergency medical services). A Post- Quiz will be used for determining understanding after education 
is provided. Start Date: [DATE]Completion Date: [DATE]Responsible: Director of Nursing (DON)/MDS 
Coordinator/ADONAction 2: Implementation of Neuro Check Audit SystemDescription: A neuro check audit 
log will be implemented to ensure all required neurological assessments are completed and documented 
following any fall, especially unwitnessed ones or known head injuries. All licensed nursing staff have been 
notified by mass group messaging app- response in acknowledgement has been requested. If no response- 
DON/Designee will complete calls to each nurse who fails to acknowledge and send report of follow up call 
to administrator for tracking purposes. ADON will be responsible for maintaining Neuro log. DON has 
educated ADON on completing and maintaining Neuro Audit Log, including how to fill out audit form during 
clinical review in morning clinical meeting. ADON will provide overview of log during fall review component of 
morning clinical meeting; it will only be completed on residents with unwitnessed falls or with known head 
injuries. Should the ADON be unavailable, DON will maintain and provide overview. Start Date: 
[DATE]Completion Date: [DATE]Responsible: Assistant Director of Nursing (ADON)/DONAction 3: 
Mandatory Notification Protocol EnforcementDescription: All nursing staff will be required to notify the 
physician and family immediately following any fall. A notification checklist is included in the incident report 
form to ensure compliance. This is a checklist only and does not require competencies to be completed for 
training. Only notification of implementation- via secure messaging app with read receipts turned on. It will 
also be added to the Neuro audit logs for review each morning during the clinical meeting. Initial notice was 
provided via mass group messaging app. Re-education on fall protocol, neuro implementation, log and risk 
management checklist will be provided from DON to Designee and then to all other licensed nursing staff 
(including new hires and possible agency) prior to next shift worked. A comprehensive post-Quiz with 
included topics will be used for determining understanding after education is provided. Nursing has also been 
reminded of policy to complete walking rounds and review of shift change over (24 hour report) and group 
acknowledgement has been required as above. When nursing is observed out of compliance by 
DON/ADON, 1 on 1 disciplinary action will ensue.Start Date: [DATE]Completion Date: [DATE]Responsible: 
DON/DesigneeAction 4: Daily Clinical Review of All FallsDescription: The interdisciplinary team will conduct 
daily reviews of all falls to verify that neuro checks, notifications, and documentation are complete and timely. 
IDT consists of entire leadership team depending on availability: Administrator, DON, ADON, therapy, social 
services, activities, dietary and housekeeping/maintenance. This will be documented on an Audit Log daily 
until system maintenance is achieved and plan is completed per QAPI below. Start Date: [DATE]Completion 
Date: [DATE]Responsible: DON, ADON, AdministratorAction 5: Quality Assurance and Performance 
Improvement (QAPI) IntegrationDescription: The incident and corrective actions were reviewed during ad 
hoc QAPI meeting. A root cause analysis will be conducted, and long-term strategies will be developed to 
prevent recurrence. A second ad hoc took place on [DATE] via teleconference to directly review policy on 
nursing communication; committee agreed that policy changes do not need to take place at present; nursing 
will be held accountable by disciplinary action for variance from required walking rounds and review of 24 
hour report during shift change over. Will continue to be reviewed in monthly QAPI x3 or until revised plan is 
reached to sustain ongoing maintenance. Start Date: [DATE]Completion Date: [DATE]Responsible: 
CEO/Administrator The POR was monitored in the following ways: In an interview on [DATE] at 12:20 PM 
with CEO and DON, they notified surveyors LVN A had resigned effective [DATE] and would no longer be 
coming in. In an interview on [DATE] at 01:00 PM with the DON she confirmed that on [DATE] she was 
in-serviced by the CEO (Chief Executive Officer) prior to beginning the education with all licensed nursing 
staff. The ADON made the decision to return to work as a floor nurse and not continue the responsibilities as 
a ADON and was not in-serviced by the CEO. The MDS coordinator did receive the training at the same time 
as the DON. The in-service stated that all licensed nursing staff will receive mandatory re-education with 
verbal discussion and sign in sheet on the facility's fall response protocol, change in condition procedures, 
and abuse/neglect clinical protocols. Nurses have been directed to notify DON when any resident refuses 
evaluation by EMS (emergency medical services) and a post-quiz will be used for determining understanding 
after education is provided. In an interview on [DATE] at 01:59 PM with the DON confirmed that she was 
in-serviced by the NC prior to in-servicing the facility nursing staff on changes in resident conditions, falls, 
neuro fall risk assessments, and notification to RP and MD and DON. They reviewed facility policy on acute 
change condition protocol, and the importance of timely and accurate documentation and notification of 
changes in resident conditions and identifying and documenting and communicating the changes according 
to facility policy. The DON said she was aware that the changes in conditions must be reported, according to 
the facility policy to the DON, MD/NP and RP/family. She was aware and agreed to use the action tab for risk 
management and follow through with documentation. She received training and education relevant to acute 
care planning needs and to relay all information to the ADM, DON, ADON, and MDS to make sure all acute 
care planning needs will be met. She received training and education on completing required resident 
assessments and confirmed she is competent to perform the assessments necessary. They also discussed 
the care planning and updating the resident's care plans to include falls.In an interview on [DATE] at 02:54 
PM with the DON she stated for the moment they have to move forward with EMS assessments until she is 
absolutely comfortable with the nurses' ability to assess residents to make sure that residents stay safe in 
the event of a fall. EMS is a fall back safety measure. She can provide staff education and make them do 
competencies all day long - the staff need to respond with a sense of emergency, and be able to reflect they 
have the knowledge of what they should do. Right now she is using EMS for assessments until staff exhibit 
they can do everything appropriately.In an interview on [DATE] at 01:31 PM with NC she confirmed that she 
in-serviced DON prior to the DON in-servicing the nursing staff regarding changes in resident conditions, 
falls, neuro fall risk assessments, and notification to RP and MD and DON. They reviewed facility policy on 
acute change condition protocol, and the importance of timely and accurate documentation and notification 
of changes in resident conditions and identifying and documenting and communicating the changes 
according to facility policy. The DON said she was aware that the changes in conditions must be reported, 
according to the facility policy to the DON, MD/NP and RP/family. She was aware and agreed to use the 
action tab for risk management and follow through with documentation. She received training and education 
relevant to acute care planning needs and to relay all information to the ADM, DON, ADON, and MDS to 
make sure all acute care planning needs will be met. She received training and education on completing 
required resident assessments and confirmed she is competent to perform the assessments necessary. 
They also discussed the care planning and updating the resident's care plans to include fallsIn an interview 
on [DATE] at 11:45 AM DON stated most of the nurses are trained and retrained on neuro check and post 
fall evaluation. She stated they were trained on reporting to physician and family in a timely manner. DON 
stated that during their daily meeting falls and other related issues were evaluated, and necessary actions 
were taken. There was no fall or incident of any significant changes in condition. Resident #3 had a fall on 
[DATE] and was reviewed and all the necessary steps were taken after the fall. She stated during the review 
it was revealed the care plans were not updated, not just for fall but also for various other issues. She stated 
the care plans were updated accordingly. The external NC will be supervising and monitoring the activities to 
ensure things are going in the right track.In an interview on [DATE] at 03:12PM with NC, she stated she in 
serviced and trained DON . She stated she had interviewed the nursing staff on the weekend as well to make 
sure they learned everything that they were supposed to. She stated she was happy with the outcome and 
will monitor and guide them to optimize their competency.The following nurses were interviewed and 
observed working on PCC completing neuro checks and post fall evaluation. They were able to navigate the 
neuro check and post fall evaluation form on E H R (PCC). They were able to explain how to fill them out and 
the rationale and significance of the findings during the evaluation . They were able to identify a significant 
change and when to notify a physician /or call EMS, additionally staff were able to answer randomly asked 
post training quiz questions. See below:In an interview on [DATE] at 01:00 PM with RN O, - Full time started 
[DATE] During the interview she stated: she received the training [DATE]. She stated she was previously 
doing neuro checks on paper form and then would hand it over to DON. Now she got trained to do the 
documentation directly on the EH R. She stated she knew to immediately report ANE to the ANE coordinator 
who was the ADM. In an interview on [DATE] at 01:15 PM RN G - PRN -[DATE] During the interview stated: 
she received training on [DATE] and was trained on neuro check, post fall evaluation and incident report was 
to be completed. Neuro check to be continued for 3 days, she stated she was previously doing charting on 
paper , now on both , first on paper and then on PCC. Stated she is confident in doing neuro and post fall 
evaluations. She stated neuro check are complet[TRUNCATED]
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to assure that all nursing staff possess the competencies, and 
skill sets necessary to provide nursing and related services to meet the residents' needs safely and in a 
manner that promotes each resident's rights, physical, mental, and psychosocial well-being for 1 (Resident 
#86) of 5 residents reviewed. - The facility failed to ensure nursing staff were competent to conduct ongoing 
neuro checks, notify the family, and notify the physician after Resident #86 had an unwitnessed fall and hit 
his head on [DATE]. He was found unresponsive around 6:30 AM on [DATE] and subsequently passed away.
- The facility failed to ensure nursing staff were competent to complete a fall risk assessment/ post fall 
evaluation For Resident #86 following a fall [DATE] (last one documented dated [DATE]).- The facility failed 
to ensure LVN A had competency on fall risk policies, procedures, conducting assessments, and knowledge 
of EMR system used. An Immediate Jeopardy (IJ) was identified on [DATE]. The IJ template was provided to 
the facility on [DATE] at 12:23 PM. While the IJ was removed on [DATE], the facility remained out of 
compliance at a scope of isolated and a severity level of no actual harm with a potential for more than 
minimal harm that is not immediate jeopardy due to the facility's need to complete in-service training and 
evaluate the effectiveness of the corrective systems. These failures placed residents who have a fall at risk 
for a significant change in condition up to and including death. Findings included: Review of Resident #86's 
face sheet reflected a [AGE] year-old male admitted to the facility on [DATE] with diagnoses that included 
muscle weakness, unsteadiness on feet, unspecified abnormalities of gait and mobility, cognitive 
communication deficit, and muscle wasting and atrophy. Review of Resident #86's death in facility MDS 
dated [DATE] reflected entry/discharge reporting: death in facility. Review of Resident #86's last quarterly 
MDS assessment dated [DATE] reflected a BIMS score of 15 indicating cognition intact. Section GG for 
functional abilities indicated Resident #86 used a wheelchair. Functional abilities related to chair/bed transfer 
indicated partial moderate assistance. Walking 10 feet indicated resident required substantial assistance. 
MDS active diagnosis included muscle weakness, unsteadiness on feet, and abnormalities of gait and 
mobility. MDS assessment did not reflect Resident #86 was on hospice or end of life care. Review of 
Resident #86's care plan last revised [DATE] (cancelled date due to death) reflected a focus initiated on 
[DATE], Resident is at risk for falls related to deconditioning, gait/balance problems with interventions that 
included follow facility fall protocol. Review of Resident #86's progress note dated [DATE] reflected he had 
an unwitnessed fall at approximately 05:45 PM. After the nurse got him off the floor and into his wheelchair, 
an assessment was performed and there was redness on the back of his head/neck area. There is no 
documented evidence in the medical record that neuros were conducted, and family and physician were 
notified. Review of Resident #86's progress note dated [DATE] reflected nurse found him unresponsive 
around 06:33 AM. He was awakened but not responding. CPR was initiated until EMS arrived and took over. 
He was resuscitated at 07:40 AM and rushed to the hospital for treatment, where he passed away shortly 
after. Review of Resident #86's fall risk evaluations reflected there was no fall risk/post fall evaluation for the 
fall that occurred on [DATE], and the last evaluation conducted was dated [DATE]. Review of Resident #86's 
progress notes and EMR reflected no documented follow up for delayed complications related to the fall 
(completed for up to 48 hours post fall) and no assessments by nurse or PT for observing resident rise from 
chair post fall (to test if decline in strength/abilities or changes in status). Review of Resident #86's 
neurological notes and observations sheet documented on paper dated [DATE] reflected LVN A initiated 
neuros on [DATE] at 05:45 PM and 06:05 PM. The family and physician notification was incomplete/blank. 
The remainer of the neuro checks were incomplete or not done. During an interview on [DATE] at 11:19 AM, 
with Resident #86's FM, they stated the facility did not notify them that Resident #86 had a fall on [DATE]. 
The FM stated the facility notified them on [DATE] that Resident #86 was being sent to the hospital. The FM 
stated they observed Resident #86 at the hospital with blood residue in both his nostrils, a cut outer upper 
right lip, and bruises on the right side of his face on [DATE]. FM stated Resident #86 passed away in the 
hospital on [DATE]. During an interview on [DATE] at 2:15 PM with LVN A, she stated that on [DATE] around 
5:45 PM, she heard from staff and other residents that Resident #86 fell. LVN A stated she helped Resident 
#86 back into his wheelchair after his unwitnessed fall. LVN A stated Resident #86 told her that he felt weak 
when transferring from his bed to wheelchair and fell. LVN A stated she could not recall notifying the 
physician after Resident #86 had his fall. LVN A stated she did not notify Resident #86's FM of Resident 
#86's fall. LVN A stated she assessed Resident #86 and observed he had redness on the back of his 
head/neck area. LVN A stated she did not ask Resident #86 if he hit his head during his fall. LVN A stated 
she believed she initiated neurological monitoring on Resident #86. LVN A stated nurses were responsible 
for initiating and conducting ongoing neurological monitoring on residents every 30 minutes when they have 
an unwitnessed fall. LVN A stated the ADON and DON were responsible for ensuring nurses initiated and 
conducted ongoing neurological monitoring after a resident had an unwitnessed fall. LVN A stated she knew 
the importance of initiating and conducting ongoing neurological monitoring for residents with falls and said, 
To make sure their vitals were stable. Resident could be at risk of a blood clot. During an interview on 
[DATE] at 2:30 PM with RN K, he stated he observed Resident #86 was responsive on [DATE] around 2:00 
AM. RN K stated he observed Resident #86 on [DATE] around 6:00 AM, tapped on Resident #86's shoulder, 
and Resident #86 was not responding. RN K stated LVN A did not communicate with him that Resident #86 
had a fall on [DATE]. RN K stated he did not initiate and conduct neurological monitoring on Resident #86 
because he did not know Resident #86 had a fall on [DATE]. RN K stated nurses were responsible for 
initiating and conducting ongoing neurological monitoring on residents if residents had an unwitnessed fall. 
RN K stated the DON was responsible for ensuring the nurses initiated and conducted ongoing neurological 
monitoring after a resident had an unwitnessed fall. RN K stated he told the DON that LVN A needed to be 
put back on training due to not performing neurological monitoring on Resident #86 after the fall. RN K stated 
he knew the importance of initiating and conducting ongoing neurological monitoring for residents with falls 
and said, Because resident could have hit his head and had a brain injury and to know that resident did not 
have damage to his head and to determine if resident needs to go to the hospital. Resident could be at risk 
of brain injury. During an interview on [DATE] at 3:07 PM with the ADON, she stated she was unable to find 
Resident #86's neurological monitoring sheets after his fall on [DATE]. She stated Resident #86's 
neurological monitoring sheets were started on [DATE] by LVN A and were not finished. She stated RN K 
was supposed to continue Resident #86's neurological monitoring. She stated nurses were responsible for 
initiating and conducting ongoing neurological monitoring after a resident had an unwitnessed fall. She stated 
the DON was responsible for ensuring nurses initiated and conducted ongoing neurological monitoring on 
residents and notified residents' FMs and physician after an unwitnessed fall. She stated she was unsure if 
LVN A notified Resident #86's FM and physician of his fall. She knew the importance of initiating and 
conducting ongoing neurological monitoring on residents after an unwitnessed fall and said, Because 
resident could have brain injury, brain bleeding, abnormal vital signs, pain or fracture from fall. Residents 
could be at risk of going unconscious, brain bleed that staff unaware of, fracture, stroke, and develop 
infection if not completing neuro checks on them. She also stated nurses were responsible for notifying 
residents' families and physicians that they fell. She also knew the importance of notifying family and 
physician and said, So they were aware of the change in condition. Physician would not be able to intervene 
or initiate orders if they were unaware. Family would not be able to be aware of their resident hurting 
themselves. During an interview on [DATE] at 4:20 PM, with the Physician, he stated he was not notified 
Resident #86 had a fall on [DATE]. He expected to be notified of residents' falls. He stated nurses were 
required to initiate neurological monitoring after an unwitnessed fall and said, Resident could be at risk of 
head bleeding and head trauma and respiratory issues. During an interview on [DATE] at 10:35 AM, with the 
DON, she stated she did not believe the fall protocol was followed in this case. She stated it is the 
expectation that post fall assessments are completed and documented after a fall and that the nurse 
assessing the fall or PT assess the resident's ability to rise from his/her wheelchair. She stated a negative 
outcome of not following the fall protocol/ procedures are negative deficits are increased up to and including 
death. DON stated LVN A completed neurological checks for the time left on her shift (only 1 hour) and were 
documented on paper not on the residents chart as it should have been, she stated the checks that should 
have occurred after LVN A left were not completed. During an interview [DATE] at 11:13AM, with LVN A, she 
stated Resident #86 was able to stand and self-transfer from his bed to his WC on a normal day. She stated 
after his fall on [DATE] redness was noted to his head and she suspected head injury. LVN A stated after the 
fall Resident #1 refused to go to the hospital and instead went outside. LVN A stated she documented the fall 
in the nursing progress notes but did not do an incident report as the charge nurse on duty, and only 
provided an oral report to the DON. She stated she was aware of the care plan intervention but she did not 
have the knowledge of the facilities fall protocol or procedures and was not aware of the assessments she 
had to complete. LVN A also stated she lacked the knowledge of using the EMR system for the facility and 
only received 3 days of training before being allowed on the floor as the charge nurse, she stated therefore 
she did not know how to properly document the assessments required after a fall and lacked the knowledge 
of what assessments were required. LVN A stated she only completed checks on Resident #86 for the 1 
hour she had left on her shift and left at 7pm, she stated those were documented on paper and not the 
resident's chart. In an interview on [DATE] at 12:57 PM, with the ADON, she stated it was the expectation 
that all falls were documented on the EMR and post fall assessments and incident reports completed, she 
stated she is not sure why it was not documented in here by LVN A. The ADON stated that if LVN A does not 
know how to conduct the assessments from the EMR system that it was her expectation that LVN A asked 
for assistance. The ADON stated the nurse doing the assessment on the resident post fall should also do the 
WC stand up assessment to test any decline in strength or abilities. She stated the care plan reflects the 
care that is supposed to be provided to residents, and it was not followed in this case since following the fall 
protocol was an intervention. The ADON stated post fall assessments include neuro checks, vitals such as 
pulse, respirations, checking motor skills, pupil reaction, overall alertness and any changes to baseline. She 
stated a potential negative outcome to the resident if the fall protocols and procedures are not followed would 
be the resident can have a brain bleed, internal issues they are not aware of, fractures, or infections from 
fractures. In an interview on [DATE] at 03:00 PM, with the DON, she reiterated that the fall protocol was not 
followed as it pertained to the incident on [DATE] with Resident #86. The DON stated that it was her 
expectation that the nurses were competent in following a residents care plan because failure to follow it 
would result in the residents not getting the care they need. She stated it was her expectation that if a nurse 
encounters something they do not know how to do such as assessments, placing orders, or working in the 
EMR that they ask for help. She stated staff should be reaching out to her to get instructions on how to do it. 
In an interview on [DATE] with the ADM she stated it was her expectation that before a nurse goes to the 
floor to work with residents she is provided competencies that include training on where you go in the EMR 
to generate assessments, knowledge on the facilities policies and procedures, and know that they must ask 
questions if there is something they don't know. The ADM stated that failure to have competent nurse 
staffing, not completing assessments, following care plans, or facility policy results in residents not having 
the opportunity to be provided appropriate care. She stated that as the new ADM she is providing the facility 
with her expectations on the education that must be completed to ensure residents are being provided the 
appropriate care, and ongoing education that will be provided to direct care staff. Review of the facility Abuse 
and Neglect Clinical Protocol last revised in [DATE] reflected:- The nurse will report findings to the physician. 
Review of the facility Change in a Residents Condition or Status policy last revised [DATE] reflected:- 
Physician and representative must be notified when there is an incident or accident involving the resident. 
Review of the facility Falls-Clinical Protocol last revised [DATE] reflected:- A nurse shall assess and 
document/ report the following: vital signs, musculoskeletal function, observing changes in normal range of 
motion, weight bearing etc., change in cognition or level of consciousness, neurological status, pain.- 
Monitoring and follow up: the staff with the physician's guidance will follow up on any fall with associated 
injury until the resident is stable and delayed complications such as late fracture or subdural hematoma have 
been ruled out or resolved. Delayed complications such as late fractures and major bruising may occur hours 
or days after a fall, while signs of subdural hematomas or other intracranial bleeding could occur up to 
several weeks after a fall. Review of facility Assessing Falls and Their Cause policy revised [DATE] reflected: 
Purpose- to provide guidelines for assessing a resident fall and to assist staff in identifying causes of the fall. 
- After a fall- observe for delayed complications of a fall for approximately 48 hours after an observed or 
suspected fall and will document findings in the medical record. - Document any observed signs or 
symptoms of swelling, bruising, deformity, and/or decreased mobility and any changes to level 
responsiveness/ consciousness and overall function. Note the presence or absence of significant findings. - 
Complete an incident report for resident falls no later than 24 hours after the fall occurs. The incident report 
should be completed by the nursing supervisor on duty at the time and submitted to the DON.Performing a 
post fall evaluation:- After a first fall, a nurse and/or physical therapist will watch the resident attempt to rise 
from a chair without using his or her arms, walk several paces, and return to sitting, and will document the 
results ofthis effort. If the individual has no difficulty or unsteadiness, no further evaluation is needed at that 
time. If the individual has difficulty or is unsteady in performing this test, additional evaluation may be initiated 
as warranted. These failures resulted in an identification of an Immediate Jeopardy (IJ) the ADM and DON 
were notified and provided the IJ Template on [DATE] at 12:23 PM. The POR F726 was approved [DATE] at 
08:16 AM and reflected the following:Plan of RemovalImmediate ThreatOn [DATE], HHSC determined that 
Coral Rehab failed to meet the requirements of tag F726, resulting in an Immediate Threat to resident health 
and safety.Action:Action: Competency Assessment and Temporary ReassignmentStart Date: 
[DATE]Completion Date: [DATE]Responsible: DON & Consultant RNTarget Audience: RNs, LVNs and new 
hiresDetails: Immediate assessment of staff competency in fall protocols and EMR use. Staff with 
deficiencies reassigned until retraining is complete. DON trained by Consultant RN prior to initiating staff 
training; verified on competency check list; signed by Consultant RN. ADON demoted and disciplinary action 
provided for direct violation of policy and notification of DON. Re-education followed using competency 
checklist. Evaluation: Competency checklist signed by DON. Staff reassigned only after passing post-training 
evaluation. No staff reassignments were necessary; both staff which required re-education for this instance 
have resigned and resignation was accepted immediately. And, ADON as above. Action:Action: Targeted 
Training Start Date: [DATE]Completion Date: [DATE]Responsible: DON & Consultant RNTarget Audience: 
RNs, LVNs and new hiresDetails: Training on clinical fall protocol, fall risk assessments, neuro checks, and 
EMR documentation. New hires will continue to be educated using competency checklist ongoing. 
Evaluation: 7-day and 30-day follow-up competency re-check. Documented on Competency Monitoring 
spreadsheet. Action:Action: Policy Review and Quality Assurance Performance ImprovementStart Date: 
[DATE]Completion Date: [DATE]Responsible: Administrator, DON and Consultant RNTarget Audience: 
Interdisciplinary TeamDetails: Enforcement of disciplinary actions for protocol violations. Review of policies 
and procedures for fall protocol and EMR documentation. Post-training competency quiz (pass rate � 90%) 
based on Fall protocol and EMR documentation requirements. Evaluation: Incident trend analysis X 3 
months in QAPI The POR was monitored in the following ways: In an interview on [DATE] at 12:20 PM with 
CEO and DON, they notified surveyors LVN A had resigned effective [DATE] and would no longer be coming 
in. In an interview on [DATE] at 01:00 PM with the DON she confirmed that on [DATE] she was in-serviced 
by the CEO (Chief Executive Officer) prior to beginning the education with all licensed nursing staff. The 
ADON made the decision to return to work as a floor nurse and not continue the responsibilities as a ADON 
and was not in-serviced by the CEO, the MDS coordinator did receive the training at the same time as the 
DON the in-service stated that all licensed nursing staff will receive mandatory re-education with verbal 
discussion and sign in sheet on the facility's fall response protocol, change in condition procedures, and 
abuse/neglect clinical protocols. Nurses have been directed to notify DON when any resident refuses 
evaluation by EMS (emergency medical services) and a post-quiz will be used for determining understanding 
after education is provided. In an interview on [DATE] at 01:59 PM with the DON confirmed that she was 
in-serviced by the NC prior to in-servicing the facility nursing staff regarding changes in resident conditions, 
falls, neuro fall risk assessments, and notification to RP and MD and DON. They reviewed facility policy on 
acute change condition protocol, and the importance of timely and accurate documentation and notification 
of changes in resident conditions and identifying and documenting and communicating the changes 
according to facility policy. The DON said she was aware that the changes in conditions must be reported, 
according to the facility policy to the DON, MD/NP and RP/family. She was aware and agreed to use the 
action tab for risk management and follow through with documentation. She received training and education 
relevant to acute care planning needs and to relay all information to the ADM, DON, ADON, and MDS to 
make sure all acute care planning needs will be met. She received training and education on completing 
required resident assessments and confirmed she is competent to perform the assessments necessary. 
They also discussed the of care planning and updating the resident's care plans to include falls.In an 
interview on [DATE] at 02:54 PM with the DON she stated for the moment they have to move forward with 
EMS assessments until she is absolutely comfortable with the nurses ability to assess residents to make 
sure that residents stay safe in the event of a fall, EMS is a fall back safety measure. She can provide staff 
education and make them do competencies all day long - the staff need to respond with a sense of 
emergency, and be able to reflect they have the knowledge of what they do, right now she is using EMS for 
assessments until staff exhibit they can do everything appropriately.In an interview on [DATE] at 01:31 PM 
with NC she confirmed that she in-serviced DON prior to the DON in-servicing the nursing staff regarding 
changes in resident conditions, falls, neuro fall risk assessments, and notification to RP and MD and DON, 
they reviewed facility policy on acute change condition protocol, and the importance of timely and accurate 
documentation and notification of changes in resident conditions and identifying and documenting and 
communicating the changes according to facility policy. The DON said she was aware that the changes in 
conditions must be reported, according to the facility policy to the DON, MD/NP and RP/family, She was 
aware and agreed to use the action tab for risk management and follow through with documentation. She 
received training and education relevant to acute care planning needs and to relay all information to the 
ADM, DON, ADON, and MDS to make sure all acute care planning needs will be met. She received training 
and education on completing required resident assessments and confirmed she is competent to perform the 
assessments necessary. They also discussed the of care planning and updating the resident's care plans to 
include fallsIn an interview on [DATE] at 11:45 AM DON stated most of the nurses are trained and retrained 
on neuro check and post fall evaluation. She stated they were trained on reporting to physician and family in 
a timely manner. DON stated during their staff daily meeting falls and other related issues are evaluated, and 
necessary actions are taken. There was no fall or incident of any significant changes in condition. Resident 
#3 had a fall on [DATE] and was reviewed and all the necessary steps were taken after the fall. She stated 
during the review it was revealed the care plans were not updated, not just for fall but also for various other 
issues. She stated the care plans were updated accordingly. The external NC will be supervising and 
monitoring the activities to ensure things are going in the right track.In an interview on [DATE] at 03:12PM 
with NC, she stated she in serviced and trained the DON. She stated she had interviewed the nursing staff in 
the weekends as well to make sure they learned everything that they were supposed to. She stated she was 
happy with the outcome and will monitor and guide them to optimize their competencyThe following nurses 
were interviewed and observed working on PCC completing neuro checks and post fall evaluation. They 
were able to navigate the neuro check and post fall evaluation form on E H R (PCC). They were able to 
explain how to fill them out and the rationale and significance of the findings during the evaluation. They 
were able to identify a significant change and when to notify a physician /or call EMS Able to answer 
randomly asked post training quiz questions. See below:In an interview on [DATE] at 01:00 PM with RN O - 
Full time started [DATE] During the interview stated: Got received the training [DATE] trained. Previously 
was doing neuro checks on paper form and then hand over to DON. Now got trained to do directly on the EH 
R.In an interview on [DATE] at 01:15 PM RN G - PRN -[DATE] During the interview stated: Trained on 
[DATE] and was trained on neuro check, post fall evaluation and incident report was to be completed. Neuro 
check to be continued for 3 days, she stated she was previously doing on paper, now on both, first on paper 
and then on PCC. Stated confident to do neuro and post fall evaluation. Neuro check initially every 
15minutes.In an interview on [DATE] at 01:45 PM with LVN I Trained on [DATE]. During the interview stated: 
Interview over the phone, able to answer quiz questions. Able to explain neuro check and post fall process 
and procedures. Stated able to coordinate care independently.In an interview on [DATE] at 01:55 PM with 
LVN B, Trained on [DATE]. During the interview stated: She was doing after the fall evaluation and neuro 
check before too. Stated she was confident enough to conduct oneIn an interview on [DATE] at 02:35 PM 
with MDS Coordinator, LVN Trained on [DATE]. During the interview stated she received the trainings for the 
post fall procedures and how to enter the information in the E H R. In an interview on [DATE] at 02:35 PM 
with LVN P Interview over the phone. Nurse for 7 years. Done post fall evaluation and neuro checks before. 
Received the training on [DATE] from the facility. Stated she was able to conduct a post fall procedure 
independentlyReview of the facility's in-services and post-training quizzes reflected staff were reeducated 
and returned demonstration of competencies with clinical fall protocol, fall risk assessments, neuro checks, 
and EMR documentation and use.Additionally, the following care plans/ assessments had been updated by 
the facility - Resident #65Resident #100Resident #66Resident #49Resident #27Resident #3Resident 
#7Resident #19Resident #11Resident #14Resident #6Resident #12 These failures resulted in an 
identification of an Immediate Jeopardy (IJ) and the ADM and DON were notified on [DATE] at 12:23 PM. 
While the IJ was removed on [DATE], the facility remained out of compliance at a scope of isolated and a 
severity level of no actual harm with potential for more than minimal harm that is not immediate jeopardy due 
to the facility's need to complete in-service training and evaluate the effectiveness of the corrective systems.
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