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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on the 
interview and record review, the facility failed to implement a comprehensive care plan to ensure the safety 
and well-being of 3 of 4 residents (Residents #1, #2, and #3). For Resident #1, the facility failed to provide 
required hourly safety rounds. The facility failed to ensure a functioning motion sensor was used as planned 
for a resident at high risk of falls. Specifically, Resident #1-who had received multiple laxatives, was 
non-ambulatory, and required maximal assistance for toileting-was found deceased on the floor with a 
detached call light and feces present, after nursing staff left the floor unattended for extended breaks and 
failed to monitor the resident according to the established fall-prevention interventions. These failures 
resulted in an Immediate Jeopardy as the lack of supervision and failure to implement the care plan directly 
contributed to an unwitnessed fall and the death of Resident #1. Findings include: 1.There was no evidence 
documented in the medical record that Resident #1 was receiving hourly rounding consistently, every hour, 
or had toileting hygiene completed since [DATE] at 14:59 PM. Resident #1 had been given scheduled Senna 
Docusate Sodium Oral tablet 8.6-50 MG Give 2 tablet by mouth every morning and at bedtime for bowel 
management with a start date of [DATE] (a medication used to help alleviate constipation) on [DATE] at 9:00 
AM and again at 9:00 PM. Additionally, Resident #1 was given a PRN Senna Tablet 8.6 MG with a start date 
of [DATE]. Give 2 tablet by mouth as needed for constipation give 2 tablets = total dose of 17.2 mg for 
constipation. Bowel Protocol step 1, PRN for no BM in 72 hours. The PRN was given on [DATE] at 9:31 AM. 
Per the documented survey report for the month of 11/25, Resident #1 had not had a bowel movement for 
approximately 72 hours with the last bowel movement dated [DATE] at 10:57 PM. Per record review of 
Resident #1's, Resident #1 had end stage heart failure, chronic kidney disease, hypertension, and was 
placed on hospice care on [DATE]. Resident #1 required substantial to maximum assistance for his/her 
toileting and hygiene needs per his/her Minimum Data Set (a tool used to identify resident abilities) dated 
[DATE]. Resident #1 was at a high risk for falls, with his/her most recent fall assessment dated [DATE] with a 
score of 13. The Fall Risk Evaluation form states that a Score 10 or higher indicated the resident is at high 
risk of fall. Per Resident #1's care plan reviewed on [DATE], they were care planned on [DATE] for Q1hr 
checks in [on] resident while in bed to ensure all needs are met as a fall intervention due to Resident #1's 
risk for falls due to impaired mobility and incontinence. Additionally, Resident #1 was care planned for Toilet 
use: The resident requires substantial/maximal assistance dated [DATE] stating The resident has an ADL 
self-care performance deficit r/t [due to] terminal prognosis, impaired mobility, pain and incontinence. 
Resident #1 also had a motion sensor as a fall intervention on [DATE]. Resident #1 had a history of five falls 
identified in their care plan since [DATE] with their sixth fall occurring on [DATE]. Per interview with RN #1 on 
[DATE] at 4:00 PM, she reported that Resident #1 had not been acting like themselves during their shift. She 
reported she was visually checking in on all the resident and found Resident #1 on the ground deceased , 
and she stated that the bed was higher than she would have liked stating it wasn't all the way up but it wasn't 
all the way down. When asked if any nursing staff was sleeping on the job, the RN #1 stated that she didn't 
witness anyone sleeping, but that the Licensed Nursing Assistant assigned to Resident #1 had taken a break 
that was longer than I think was reasonable and that he was gone way longer than he should have been. 
She stated that it is fine if the LNA's want to clump their breaks together but that should be communicated to 
the nurse and she indicated that it wasn't communicated to her.Per interview with RN #1 on [DATE] at 12:38 
PM, she stated that she had found Resident #1 deceased on the ground, the basin was on his/her bed with 
feces in it, the call light was detached from the wall on the ground by Resident #1's feet at the head of the 
bed, and that Resident #1 was lying on his/her right lateral side and there was feces on the floor. She 
confirmed that she told the DON all of this on [DATE]. RN #1 confirmed that she was not aware that Resident 
#1 was on hourly checks and that it should have been added to the clipboard, care plan, computer, 
Medication Administration Record, or the Treatment Administration Record. When RN #1 was asked if she 
thought this accident with Resident #1 could have been prevented, she stated that more frequent rounding 
could have potentially helped because Resident #1 was more agitated that night. RN #1 stated she has been 
thinking about things she could have done better, and she stated that more supervision by her or the LNA 
could have helped. RN #1 additionally stated that she couldn't leave the floor to find the LNA that was taking 
a long break because she would have left the floor unattended. When asked about the lack of documentation 
in Resident #1's medical record, she reported that this accident was traumatizing to her and that she 
contacted management to get instruction on what to do and that she confirmed that she didn't document the 
fall in the medical record or the circumstances surrounding Resident #1's death.Per interview with RN #3 on 
[DATE] at 1:35 PM, she reported that she came in around 3 AM on [DATE] and that when she walked in the 
building she couldn't find any nursing staff. She reports when she did find nursing staff, she found an LNA in 
Resident #1's room and the nurse doing post-mortem care. When asked if she felt short staffed that night 
she stated that when she came onto the shift, there was no nursing staff on the floor and that it turned out 
there was a staff sleeping downstairs and that LNA #1 had told RN #3 that they don't do one break on nights, 
but that they take on long break and it's an hour and a half long. RN #3 also reported that she was never 
given the information for Third Eye (their telehealth provider) and that she had to wait until the next nurse 
came in to get the order to let him/her be discharged because she didn't have access to Third Eye. She 
reported feeling concerned that when she came in, she couldn't find any nursing staff. Per interview with the 
ADON on [DATE] at 8:34 AM, she reported that RN #1 had found Resident #1 deceased on the floor and 
that she instructed them to move Resident #1 from the floor to the bed. When asked if she had heard 
anything about LNA's taking longer breaks than usual, she reported she heard from nursing staff on [DATE] 
that an LNA had left the floor unattended and that LNA's were gone for a long period of time for that break. 
The ADON then stated that they have had some LNAs sleeping in their car and taking a nap, but that it is the 
expectation they are on the premises and let someone know where they are going in case of an emergency. 
The ADON confirmed that she was not aware that the call light was detached from the wall or that Resident 
#1 had defecated in a large basin prior to his/her death. The ADON stated that Resident #1 would 
self-transfer to the commode, that s/he wasn't care planned to self transfer, that Resident #1 was substantial 
to maximal assistance for transfers and didn't ambulate while they were there as they were bedbound by 
choice. When asked if she had access to policies and procedures of what to do when a resident was found 
on the floor dead, she stated that she has access to policy and procedures onsite and offsite, but would have 
look into any policies on finding a resident deceased on the floor.Per interview with a Licensed Nursing 
Assistant #1 (LNA) on [DATE] at 4:22 PM, he confirmed that he was assigned to Resident #1's care at the 
time of their death. The LNA stated that the last time he visualized Resident #1 s/he was sleeping and then 
the LNA said that it was kind of creepy that Resident #1 could have passed and that he could have checked 
on [Resident #1] and missed that. When asked if Resident #1 required any additional supervision, he 
reported that he didn't think they had any special rounding instructions that were any different from the other 
residents. When the LNA was asked about their documentation from their shift 11pm-7am ([DATE]-[DATE]) 
he reported that he wasn't sure what documentation he did but confirmed that any care given should be 
charted in the patient record. When asked about how long of a break the LNA #1 took that night, he said that 
he took a long one that night saying that some of the overnight crew sometimes take it all at once during the 
shift usually between 2-4 AM when there isn't a lot going on.Per record review, there is no evidence that LNA 
#1 provided care to Resident #1 for LNA #1's shift. The last documented toileting care for Resident #1 was 
on [DATE] at 14:59PM.Per interview with LNA #3 on [DATE] at 3:29 PM, she confirmed that she was unable 
to finishing documenting on Resident #1's care the evening shift on [DATE], prior to Resident #1's death. 
She reported that she was only able to document Resident #1's nutrition at 22:39 PM on [DATE]. LNA #3 
reported that shift was a busy shift so she couldn't finish her documentation. She confirmed that they are 
supposed to complete their charting by the end of the shift, and that she should be documenting toilet care at 
least once a shift and she didn't. She reported feeling short staffed the evening prior to Resident #1's death. 
She also confirmed that she was not aware that Resident #1 required additional supervision or hourly checks.
Per interview with RN #2 on [DATE] at 12:30 PM, she confirmed that she was caring for Resident #1 on the 
evening shift [DATE] prior to Resident #1's death. She reported that there were a couple times during that 
shift that Resident #1 was trying to sit on the edge of the bed and trying to use the bathroom and that s/he 
appeared very stable at that time. RN #2 stated that Resident #1 was hallucinating and that s/he had been 
having hallucinations over the past month, but that they had been increasing. When asked if a resident 
should have increased monitoring when hallucinating, she stated that they should. When asked how they 
keep track of who is completing the hourly checks, she reported that they have a document they use that 
gets split up between LNA's and nurses, and that once completed it gets scanned into the patient's chart. 
She stated that she was not aware that Resident #1 was on additional supervision checks. When RN #2 was 
asked if she was surprised that Resident #1 had passed away, she stated that she was very shocked and 
that s/he wasn't having a drastic decline like [s/he] was going to pass. RN #2 reported that Resident #1 was 
eating, drinking, and taking medications like s/he usual did and that Resident #1 was not the typical hospice 
patient that was passing.Per record review of Resident #1's progress notes on [DATE] at 2:30 AM, Resident 
#1 was found unresponsive and without a pulse. The record does not reveal the circumstances surrounding 
Resident #1's death.Per interview with the Administrator on [DATE] at 2:15 PM, she reported that one 
Licensed Nursing Assistant #2, who had been working at the time of Resident #1's death, had recently been 
terminated for sleeping on the job. The Administrator then reported that the expectation is that staff don't 
sleep on the job, but if they want to take a nap on their break that's fine, but they shouldn't be lumping their 
breaks into the 70 minute break time.Per interview with the Director of Nursing (DON) and Administrator on 
[DATE] at 5:35 PM, when asked what happened to Resident #1 they stated that they came in the following 
Monday morning after Resident #1's death ([DATE]) and interviewed RN #1 and LNA #2. They stated the 
nursing staff informed them that when RN #1 found Resident #1 deceased on the floor with a large amount 
of bowel movement. When asked if they contacted the Medical Director since Resident #1 had fallen and 
was found deceased , they reported they did not because Resident #1 was on hospice and that they were 
expecting his/her death. When asked if they would notify the Medical Director if a resident was found 
deceased on the floor after a fall and wasn't on hospice, they confirmed that they would notify them. When 
asked why the fall was not in Resident #1's medical record, they reported that the RN #1 did not document it.
The facility was unable to provide evidence from the medical record that Resident #1 consistently received 
hourly rounding per Resident #1's care plan intervention, every hour while in bed, including the hour prior to 
Resident #1's death.2.Per record review of Resident #2's medical record, Resident #2 has a medical 
diagnosis of Dementia, Muscle Weakness, Major Depressive Disorder, Peripheral vascular disease, Chronic 
Pain, Benign Prostatic Hyperplasia with Lower Urinary Tract Symptoms, Shortness of Breath, and Other 
Abnormalities of Gait and Mobility. Per review of their Fall Risk assessment dated [DATE], it indicates a 
score of 12 and of Resident #2 being at a high risk of falls. Per Resident #2's care plan, they had a fall 
intervention of ensuring Resident #2's needs are met every hour when in common areas to reduce the risk of 
impulsiveness and falls dated [DATE] that were discontinued on [DATE] to frequently. Additional care plan 
interventions are to utilize wheelchair following during evening ambulation and extended distances due to 
increased fatigue and decreased stability dated [DATE], offering toileting after resident finishes each meal 
dated [DATE], and checking and changing Resident #2 every two hours at minimum during the night to 
ensures that the resident is comfortable and has a dry brief and to offer toileting opportunities when rounding 
to prevent incontinence and provide supervision when walking to the bathroom at night dated [DATE]. 
Additionally, Resident #2 is care planned for a motion sensor in his/her room to help reduce the risk of falls 
dated [DATE].Per record review of a progress note, Resident #2 had a fall on [DATE] at 3:46 AM where the 
Resident was found sitting on the floor sideways on the right side of their bed with their pants pulled part way 
down and his/her brief was wet. This note mentions that the alarm bell did not sound at nurse station. This 
nurse was able to determine the reason the alarm did not go off was because when resident gets up from left 
side of bed alarm sound. When resident gets up from the right side of the bed the censor is too far away to 
pick up the movement. Per review of Resident #2's toileting hygiene in the Kardex, there was no toileting 
hygiene documented for the overnight shift from the hours of 11pm to 7am on [DATE] including for any 
refusals.Per interview with the Administrator on [DATE] at 12:29 PM, she confirmed that Resident #2 did not 
have any documentation for his/her toileting and hygiene care for the hours of 11pm to 7am on [DATE] and 
that staff should have documented that.Per record review of a progress note dated [DATE] at 6:23 AM, it 
indicates that Resident #2 refused incontinence care at 2300 and 0100 and then fell out of bed at 3:20 AM 
and that hygiene care was then provided and Resident #2 was compliant with care given at 6:00 AM.A 
progress note dated [DATE] at 9:36 AM states that staff were reeducated on the care plan intervention 
placed on [DATE] and that Resident #2 is incontinent at night and should be checked and changed Q2 
(every two hours) hours at minimum to ensure Resident #2 is comfortable and dry. It also states to offer 
toileting opportunities when rounding to prevent incontinence and provide supervision when walking to the 
bathroom at night.A progress note dated [DATE] at 2:33 PM states that Resident #2 denies pain but has a 
bruise noted on skin check from the fall. The note does not state where this bruise is.Per interview with LNA 
#5 on [DATE] at 5:31 PM, she initially stated she had assignment list #1, but confirmed she was actually 
assigned to assignment list #3 after being informed that a different staff member stated they had list #1. 
When asking about how to tell if residents are on fall precautions or have fall interventions, she reported the 
way to tell if a resident is on fall precautions and has fall interventions is if they have a mat on the floor, a 
motion sensor, or if they have wedges used to secure them in bed. When asked about how she knows if 
other residents require additional supervision, she stated that it would be communicated to her via other 
LNA's and nursing staff at the beginning of the shift. She reported not being aware of any residents recently 
on hourly checks in the past week or any who were actively on them. When asked how often she views the 
care plan, she stated that she views it as she deems it necessary, and that she reviews them monthly. When 
asked if she knew about any specific interventions for Resident #2, she was only able to mention that s/he 
had a motion sensor in their room. LNA #5 was not able to identify nonvisual resident specific interventions. 
She was not able to identify that Resident #2 was care planned for utilizing wheelchair follow during evening 
ambulation and extended distances due to increased fatigue and decreased gait stability (Fall intervention 
[DATE]) or Fall intervention [DATE] Offer toileting after resident finishes each meal, or Fall intervention 
[DATE] Resident is incontinent at night and should be checked and changed Q2 hours at minimum to ensure 
[s/he] is comfortable and brief is dry. Offer toileting opportunities when rounding to prevent incontinence and 
provide supervision when walking to the bathroom at night. Additionally, she was not able to identify the Fall 
intervention dated [DATE] that states, utilize wheelchair for transfers when [Resident #2] is experiencing 
episodes of weakness.Per interview with the Charge Nurse who is an RN on [DATE] at 3:18 PM, she 
reported she had south and east end of the hall. She stated that she wasn't aware of anyone on hourly 
checks or who required additional supervision currently or over the past couple of weeks. The Charge Nurse 
had Resident's #2, Resident #3, and Resident #4 in her assignment, all were residents who had required 
additional supervision and had been on the hourly checks on [DATE]. Resident #4 was still on Q1 hourly 
checks when in common areas as of [DATE].Per interview with LNA #4 on [DATE] at 5:08 PM, she reported 
that she is assigned to List #1 and that almost her whole list of residents were Hoyer transfers (a device used 
to assist with moving residents who need substantial assistance) and because of that, she didn't have 
anyone on fall precautions. She reported the way she knows if someone is on fall precautions is because it's 
on the clipboard and that you are supposed to check it every day. She stated that Residents who are Hoyer 
transfers aren't typically on fall precautions unless they roll a lot. When asked if she uses the care plan she 
admitted to not really using them and that she should probably look at it more.Per interview with LNA #5 on 
[DATE] at 2:59 PM, when asked if any residents were on additional checks or required additional 
supervision, she stated that she was not sure how to access the care plan and that the nurse tells her if a 
resident is on additional checks. She could not indicate if residents were on additional checks. This LNA had 
Resident #4 who was still actively on hourly checks in common areas as a fall intervention dated [DATE], 
and Resident #3 who had recently been changed from hourly checks to ensuring Resident #3's needs are 
met regularly when in unsupervised areas revised on [DATE].Per interview with a Licensed Practical Nurse 
(LPN) on [DATE] at 3:02 PM, she stated that she was not aware of anyone who required additional 
supervision or scheduled checks and that they have a paper for 15 minute neuro checks after a fall, or 15 
minute checks for residents with suicidal ideation.3.Per record review, Resident #3 has medical diagnosis of 
Parkinson's disease, tremor, Traumatic Fracture, Generalized Anxiety Disorder, Chronic Pain Syndrome, 
Muscle Weakness, Presence of Right Artificial Hip Joint, Overactive Bladder, and Bladder Neck Obstruction. 
Per Resident #3's Fall assessment dated [DATE], they have a fall risk score of 11 indicating that they are at 
a high risk of falls. Per Resident #3's care plan, they have fall interventions of using a motion censor dated 
[DATE], when resident is showing signs of being uncomfortable and restless in bed, staff to provide 30 
minute checks dated [DATE], offering the resident toileting assistance as frequently as they will tolerate 
dated [DATE], and they had been care planned for ensuring needs are met every hour when in unsupervised 
areas dated [DATE], which was changed on [DATE] to ensuring that Resident #3 needs are met regularly 
when in unsupervised areas.Per record review of facility incident reports provided via email communication 
on [DATE] at 10:01 AM , Resident #3 had 11 unwitnessed falls on [DATE], [DATE], [DATE], [DATE], [DATE], 
[DATE], [DATE], [DATE], [DATE], [DATE], and [DATE]. The Administrator confirmed that Resident #3 had 
these falls and that the Resident had hip surgery.Per record review of progress notes dated [DATE], 
Resident #3 had a fall around 12:20 AM and then was later sent out at 13:56 via emergency services to the 
hospital for evaluation of their right groin pain and low blood pressure. A progress note later that day at 16:35 
states that Resident #3 had fracture their hip and would be admitted to the hospital.Per interview with the 
Administrator on [DATE] at approximately 5 pm, she confirmed that Resident #3 had a fall between [DATE] 
and [DATE] and that the care plan was not updated after this fall and that the facility did not complete an 
incident report for this fall.Per interview with the administrator on [DATE] at 4:59PM, she confirmed that they 
do not document the hourly checks for any residents that are on them.Per record review of the Q1 Hourly 
check list provided by the facility on [DATE], Resident #4 is not on this list as of [DATE]. Per review of the 
documents provided by the facility of care plan updates and reviews for all residents who were on the hourly 
checks, Resident #4 is not identified as a resident in these documents. Per review of the Immediate 
Jeopardy removal education on Q2h Checks Standard it states At this time, no residents require checks 
more frequently than Q2H [every two hours], dated [DATE]. Additionally, the education to nursing leadership 
titled Education:Q1 hour checks, [DATE] states, The facility may add Q1 hour checks to a resident care plan 
if it is determined that all other interventions have already been used and the IDT [Interdisciplinary Team] 
agrees the more frequent checks may increase safety for the resident. If a Q1 hour check is added to the 
resident care plan, it MUST: Be added to the Kardex with included in the positions. Be educated to the direct 
care staff (LPN, LNA, RN, leadership team).Per interview on [DATE] at 11:21 AM, the Administrator and 
Executive Director confirmed that no Residents were currently on Q1 (hourly) checks and that per their 
Immediate Jeopardy removal plan, all residents who were on Q1 hour checks would have care plans 
updated as of [DATE] and that the Interdisciplinary Team would have reviewed all residents with Q1 hour 
checks in their care plan. They then confirmed that Resident #4 was on Q1 hourly checks with the date of 
[DATE], and were unable to provide evidence that the care plan had been updated. When asked how they 
determined who was on Q1 Hourly checks they reported that they had nursing leadership go through the 
residents' charts.Per interview on [DATE] at 11:40 AM, the Administrator and ADON stated they intentionally 
left Resident #3 on hourly checks when in common areas. They confirmed they were not documenting or 
monitoring the effectiveness of the hourly checks. The Administrator and ADON also stated that a different 
Resident had been placed on the Q1 H (hourly) Check list that the facility created on [DATE] accidentally, 
and that this Resident was never on Q1 hourly checks.Per interview on [DATE] at 12:29 PM, the 
Administrator confirmed that they that don't have a policy for untimely death, for what to do when a resident 
is found on the floor deceased , and that they don't have a supervision policy, or a call light policy.Per review 
of the facilities Bowel Protocol policy, no date, it does not identify a timeframe to monitor the resident after 
being given bowel meds.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to ensure an environment free from accident hazards and failed 
to provide adequate supervision to prevent avoidable accidents for 3 of 3 residents (Residents #1, #2, and 
#3). Specifically, for Resident #1-who was at high risk for falls and required maximal assistance-staff failed to 
implement care-planned hourly safety rounds and failed to ensure functioning motion sensors and a working 
call light system were in place. On [DATE], nursing staff left the unit unattended for extended breaks, during 
which Resident #1 experienced an unwitnessed fall and was found deceased on the floor with the call light 
detached. These systemic failures in supervision and equipment maintenance constituted an Immediate 
Jeopardy, as they directly resulted in the death of Resident #1 and left other high-risk residents (Residents 
#2 and #3) without necessary monitoring to prevent serious injury. This is a repeat deficiency for this facility, 
with violations cited during the previous recertification survey dated [DATE]. Findings Include:Per 
observation on [DATE] the facility call light system was not working effectively, see F919 for more 
information.Per interviews conducted on [DATE], [DATE], [DATE], [DATE], and [DATE] with LNAs, an LPN, 
and RN's, they were not aware that any Residents required additional supervision checks, see F656 for more 
information.Per interviews and record review, Resident #1 was found deceased on the floor on [DATE] at 
2:30 AM, had defecated in a basin, the call light was detached from the wall, the resident had bowel 
movement on the bed, in the basin, and on the floor.The facility was unable to provide evidence that 
Resident #1 received hourly rounding as the facility does not document hourly rounding for residents who are 
care planned for hourly rounding. There is no evidence that Resident #1 was receiving hourly rounding 
consistently, every hour, in the medical record, or had toileting hygiene completed since [DATE] at 14:59 PM. 
Resident #1 had been given scheduled Senna Docusate Sodium Oral tablet 8.6-50 MG Give 2 tablet by 
mouth every morning and at bedtime for bowel management with a start date of [DATE] (a medication used 
to help alleviate constipation) on [DATE] at 9:00 AM and again at 9:00 PM. Additionally, Resident #1 was 
given a PRN Senna Tablet 8.6 MG with a start date of [DATE]. Give 2 tablet by mouth as needed for 
constipation give 2 tablets = total dose of 17.2 mg for constipation. Bowel Protocol step 1, PRN for no BM in 
72 hours. The PRN Senna was given on [DATE] at 9:31 AM. Per the documented survey report for the 
month of 11/25, Resident #1 had not had a bowel movement for approximately 72 hours with the last bowel 
movement dated [DATE] at 10:57 PM. 1.Per record review of Resident #1's medical record, Resident #1 had 
end stage heart failure, chronic kidney disease, hypertension, and was placed on hospice care on [DATE]. 
Resident #1 required substantial to maximum assistance for his/her toileting and hygiene needs per his/her 
Minimum Data Set (a tool used to identify resident abilities) dated [DATE]. Resident #1 was at a high risk for 
falls, with his/her most recent fall assessment dated [DATE] with a score of 13. The Fall Risk Evaluation form 
states that a Score 10 or higher indicated the resident is at high risk of fall. Per Resident #1's care plan 
reviewed [DATE], they were care planned on [DATE] for Q1hr checks in [on] resident while in bed to ensure 
all needs are met as a fall intervention due to Resident #1's risk for falls due to impaired mobility and 
incontinence. Additionally, Resident #1 was care planned for Toilet use: The resident requires 
substantial/maximal assistance dated [DATE] stating The resident has an ADL self-care performance deficit 
r/t [due to] terminal prognosis, impaired mobility, pain and incontinence. Resident #1 also had a motion 
sensor as a fall intervention on [DATE]. Resident #1 had a history of five falls identified in their care plan 
since [DATE] with their sixth fall occurring on [DATE]. Per interview with Registered Nurse (RN) #1 on 
[DATE] at 4:00 PM, she reported that Resident #1 had not been acting like themselves during their shift. She 
reported she was visually checking in on all the resident and found Resident #1 on the ground deceased , 
and she stated that the bed was higher than she would have liked stating it wasn't all the way up but it wasn't 
all the way down. When asked if any nursing staff was sleeping on the job, the RN #1 stated that she didn't 
witness anyone sleeping, but that the Licensed Nursing Assistant (LNA) assigned to Resident #1 had taken a 
break that was longer than I think was reasonable and that he was gone way longer than he should have 
been. She stated that it is fine if the LNA's want to clump their breaks together but that should be 
communicated to the nurse and she indicated that it wasn't communicated to her.Per interview with RN #1 
on [DATE] at 12:38 PM, she stated that she had found Resident #1 deceased on the ground, the basin was 
on his/her bed with feces in it, the call light was detached from the wall on the ground by Resident #1's feet 
at the head of the bed, and that Resident #1 was lying on his/her right lateral side and there was feces on the 
floor. She confirmed that she told the DON all of this on [DATE]. RN #1 confirmed that she was not aware 
that Resident #1 was on hourly checks and that it should have been added to the clipboard, care plan, 
computer, Medication Administration Record, or the Treatment Administration Record. When RN #1 was 
asked if she thought this accident with Resident #1 could have been prevented, she stated that more 
frequent rounding could have potentially helped because Resident #1 was more agitated that night. RN #1 
stated she has been thinking about things she could have done better, and she stated that more supervision 
by her or the LNA could have helped. RN #1 additionally stated that she couldn't leave the floor to find LNA 
#1 that was taking a long break because she would have left the floor unattended. When asked about the 
lack of documentation in Resident #1's medical record, she reported that this accident was traumatizing to 
her and that she contacted management to get instruction on what to do. RN #1 confirmed that she didn't 
document the fall in the medical record or the circumstances surrounding Resident #1's death.Per interview 
with RN #3 on [DATE] at 1:35 PM, she reported that she came in around 3 AM on [DATE] and that when she 
walked in the building, she couldn't find any nursing staff. She reports when she did find nursing staff, she 
found an LNA in Resident #1's room and the nurse doing post-mortem care. When asked if she felt short 
staffed that night she stated that when she came onto the shift, there was no nursing staff on the floor and 
that it turned out there was a staff sleeping downstairs and that LNA #1 had told RN #3 that they take one 
long break at nights and it's an hour and a half long. RN #3 also reported that she was never given the 
information for Third Eye (their telehealth provider) and that she had to wait until the next nurse came in to 
get the order to let Resident #1 be discharged because she didn't have access to Third Eye. She reported 
feeling concerned that when she came in, she couldn't find any nursing staff. Per interview with the Assistant 
Director of Nursing (ADON) on [DATE] at 8:34 AM, she reported that RN #1 had found Resident #1 
deceased on the floor and that she instructed them to move Resident #1 from the floor to the bed. When 
asked if she had heard anything about LNA's taking longer breaks than usual, she reported she heard from 
nursing staff on [DATE] that an LNA had left the floor unattended and that LNA's were gone for a long period 
of time for that break. The ADON then stated that they have had some LNAs sleeping in their car and taking 
a nap, but that it is the expectation they are on the premises and let someone know where they are going in 
case of an emergency. The ADON confirmed that she was not aware that the call light was detached from 
the wall or that Resident #1 had defecated in a large basin prior to his/her death. The ADON stated that 
Resident #1 would self-transfer to the commode, that s/he wasn't care planned to self transfer, that Resident 
#1 was substantial to maximal assistance for transfers and didn't ambulate while they were there as they 
were bedbound by choice. When asked if she had access to policies and procedures of what to do when a 
resident was found on the floor dead, she stated that she has access to policy and procedures onsite and 
offsite, but would have look into any policies on finding a resident deceased on the floor.Per interview with a 
Licensed Nursing Assistant #1 (LNA) on [DATE] at 4:22 PM, he confirmed that he was assigned to Resident 
#1's care at the time of their death. The LNA stated that the last time he visualized Resident #1 s/he was 
sleeping and then the LNA said that it was kind of creepy that Resident #1 could have passed and that he 
could have checked on [Resident #1] and missed that. When asked if Resident #1 required any additional 
supervision, he reported that he didn't think they had any special rounding instructions that were any different 
from the other residents. When the LNA was asked about their documentation from their shift 11pm-7am 
([DATE]-[DATE]) he reported that he wasn't sure what documentation he did but confirmed that any care 
given should be charted in the patient record. When asked about how long of a break the LNA #1 took that 
night, he said that he took a long one that night saying that some of the overnight crew sometimes take it all 
at once during the shift usually between 2-4 AM when there isn't a lot going on.Per record review, there is no 
evidence that LNA #1 provided care to Resident #1 for LNA #1's shift. The last documented toileting care for 
Resident #1 was on [DATE] at 2:59 PM.Per interview with LNA #3 on [DATE] at 3:29 PM, she confirmed that 
she was unable to finishing documenting on Resident #1's care the evening shift on [DATE], prior to 
Resident #1's death. She reported that she was only able to document Resident #1's nutrition at 10:39 PM 
on [DATE]. LNA #3 reported that shift was a busy shift so she couldn't finish her documentation. She 
confirmed that they are supposed to complete their charting by the end of the shift, and that she should be 
documenting toilet care at least once a shift and she didn't. She reported feeling short staffed the evening 
prior to Resident #1's death. She also confirmed that she was not aware that Resident #1 required additional 
supervision or hourly checks.Per interview with RN #2 on [DATE] at 12:30 PM, she confirmed that she was 
caring for Resident #1 on the evening shift [DATE] prior to Resident #1's death. She reported that there were 
a couple times during that shift that Resident #1 was trying to sit on the edge of the bed and trying to use the 
bathroom and that s/he appeared very stable at that time. RN #2 stated that Resident #1 was hallucinating 
and that s/he had been having hallucinations over the past month, but that they had been increasing. When 
asked if a resident should have increased monitoring when hallucinating, she stated that they should. When 
asked how they keep track of who is completing the hourly checks, she reported that they have a document 
they use that gets split up between LNA's and nurses, and that once completed it gets scanned into the 
patient's chart. She stated that she was not aware that Resident #1 was on additional supervision checks. 
When RN #2 was asked if she was surprised that Resident #1 had passed away, she stated that she was 
very shocked and that Resident #1 wasn't having a drastic decline like [s/he] was going to pass. RN #2 
reported that Resident #1 was eating, drinking, and taking medications like s/he usual did and that Resident 
#1 was not the typical hospice patient that was passing.Per record review of Resident #1's progress notes on 
[DATE] at 2:30 AM, Resident #1 was found unresponsive and without a pulse. The record does not reveal 
the circumstances surrounding Resident #1's death.Per interview with the Administrator on [DATE] at 2:15 
PM, she reported that one Licensed Nursing Assistant #2, who had been working at the time of Resident 
#1's death, had recently been terminated for sleeping on the job. The Administrator then reported that the 
expectation is that staff don't sleep on the job, but if they want to take a nap on their break that's fine, but 
they shouldn't be lumping their breaks into the 70 minute break time.Per interview with the Director of 
Nursing (DON) and Administrator on [DATE] at 5:35 PM, when asked what happened to Resident #1 they 
stated that they came in the following Monday morning after Resident #1's death ([DATE]) and interviewed 
RN #1 and LNA #2. They stated the nursing staff informed them that when RN #1 found Resident #1 
deceased on the floor with a large amount of bowel movement. They confirmed that Resident #1 had 
received bowel meds. When asked if they contacted the Medical Director since Resident #1 had fallen and 
was found deceased , they reported they did not because Resident #1 was on hospice and that they were 
expecting his/her death. When asked if they would notify the Medical Director if a resident was found 
deceased on the floor after a fall and wasn't on hospice, they confirmed that they would notify them. When 
asked why the fall was not in Resident #1's medical record, they reported that the RN #1 did not document it.
Per interview with the DON, Administrator and Executive Director on [DATE] at 1:41 PM, they reported not 
being given all the information about Resident #1 having defecated in a basin and the call light being 
disconnected from the wall and that if they had been given that information, they would have likely completed 
a different investigation.The facility was unable to provide evidence from the medical record that Resident #1 
consistently received hourly rounding per Resident #1's care plan intervention, every hour while in bed, 
including the hour prior to Resident #1's death.2.Per record review of Resident #2's medical record, Resident 
#2 has a medical diagnosis of Dementia, Muscle Weakness, Major Depressive Disorder, Peripheral vascular 
disease, Chronic Pain, Benign Prostatic Hyperplasia with Lower Urinary Tract Symptoms, Shortness of 
Breath, and Other Abnormalities of Gait and Mobility. Per review of their Fall Risk assessment dated [DATE], 
it indicates a score of 12 and of Resident #2 being at a high risk of falls. Per Resident #2's care plan, they 
had a fall intervention of ensuring Resident #2's needs are met every hour when in common areas to reduce 
the risk of impulsiveness and falls dated [DATE] that were discontinued on [DATE] to frequently. Additional 
care plan interventions are to utilize wheelchair following during evening ambulation and extended distances 
due to increased fatigue and decreased stability dated [DATE], offering toileting after resident finishes each 
meal dated [DATE], and checking and changing Resident #2 every two hours at minimum during the night to 
ensures that the resident is comfortable and has a dry brief and to offer toileting opportunities when rounding 
to prevent incontinence and provide supervision when walking to the bathroom at night dated [DATE]. 
Additionally, Resident #2 is care planned for a motion sensor in his/her room to help reduce the risk of falls 
dated [DATE].Per record review of a progress note, Resident #2 had a fall on [DATE] at 3:46 AM where the 
Resident was found sitting on the floor sideways on the right side of their bed with their pants pulled part way 
down and his/her brief was wet. This note mentions that the alarm bell did not sound at nurse station. This 
nurse was able to determine the reason the alarm did not go off was because when resident gets up from left 
side of bed alarm sound. When resident gets up from the right side of the bed the censor is too far away to 
pick up the movement. Per review of Resident #2's toileting hygiene in the Kardex, there was no toileting 
hygiene documented for the overnight shift from the hours of 11pm to 7am on [DATE] including for any 
refusals.Per interview with the Administrator on [DATE] at 12:29 PM, she confirmed that Resident #2 did not 
have any documentation for his/her toileting and hygiene care for the hours of 11pm to 7am on [DATE] and 
that staff should have documented that.Per record review of a progress note dated [DATE] at 6:23 AM, it 
indicates that Resident #2 refused incontinence care at 2300 and 0100 and then fell out of bed at 3:20 AM 
and that hygiene care was then provided and Resident #2 was compliant with care given at 6:00 AM.A 
progress note dated [DATE] at 9:36 AM states that staff were reeducated on the care plan intervention 
placed on [DATE] and that Resident #2 is incontinent at night and should be checked and changed Q2 
(every two hours) hours at minimum to ensure Resident #2 is comfortable and dry. It also states to offer 
toileting opportunities when rounding to prevent incontinence and provide supervision when walking to the 
bathroom at night.A progress note dated [DATE] at 14:33 states that Resident #2 denies pain but has a 
bruise noted on skin check from fall. The note does not state where this bruise is.Per interview with LNA #5 
on [DATE] at 5:31 PM, she initially stated she had assignment list #1, but confirmed she was actually 
assigned to assignment list #3 after being informed that a different staff member stated they had list #1. 
When asking about how to tell if residents are on fall precautions or have fall interventions, she reported the 
way to tell if a resident is on fall precautions and has fall interventions is if they have a mat on the floor, a 
motion sensor, or if they have wedges used to secure them in bed. When asked about how she knows if 
other residents require additional supervision, she stated that it would be communicated to her via other 
LNA's and nursing staff at the beginning of the shift. She reported not being aware of any residents recently 
on hourly checks in the past week or any who were actively on them. When asked how often she views the 
care plan, she stated that she views it as she deems it necessary, and that she reviews them monthly. When 
asked if she knew about any specific interventions for Resident #2, she was only able to mention that s/he 
had a motion sensor in their room. LNA #5 was not able to identify nonvisual resident specific interventions. 
She was not able to identify that Resident #2 was care planned for utilizing wheelchair follow during evening 
ambulation and extended distances due to increased fatigue and decreased gait stability (Fall intervention 
[DATE]) or Fall intervention [DATE] Offer toileting after resident finishes each meal, or Fall intervention 
[DATE] Resident is incontinent at night and should be checked and changed Q2 hours at minimum to ensure 
[s/he] is comfortable and brief is dry. Offer toileting opportunities when rounding to prevent incontinence and 
provide supervision when walking to the bathroom at night. Additionally, she was not able to identify the Fall 
intervention dated [DATE] that states, utilize wheelchair for transfers when [Resident #2] is experiencing 
episodes of weakness.Per interview with the Charge Nurse who is a Registered Nurse on [DATE] at 3:18 
PM, she reported she had south and east end of the hall. She stated that she wasn't aware of anyone on 
hourly checks or who required additional supervision currently or over the past couple of weeks. The Charge 
Nurse had Resident's #2, Resident #3, and Resident #4 in her assignment, all were residents who had 
required additional supervision and had been on the hourly checks on [DATE]. Resident #4 was still on Q1 
hourly checks when in common areas as of [DATE].Per interview with a Licensed Practical Nurse (LPN) on 
[DATE] at 3:02 PM, she stated that she was not aware of anyone who required additional supervision or 
scheduled checks and that they have a paper for 15 minute neuro checks after a fall, or 15 minute checks for 
residents with suicidal ideation.3.Per record review, Resident #3 has medical diagnosis of Parkinson's 
disease, tremor, Traumatic Fracture, Generalized Anxiety Disorder, Chronic Pain Syndrome, Muscle 
Weakness, Presence of Right Artificial Hip Joint, Overactive Bladder, and Bladder Neck Obstruction. Per 
Resident #3's Fall assessment dated [DATE], they have a fall risk score of 11 indicating that they are at a 
high risk of falls. Per Resident #3's care plan, they have fall interventions of using a motion sensor dated 
[DATE], when resident is showing signs of being uncomfortable and restless in bed, staff to provide 30 
minute checks dated [DATE], offering the resident toileting assistance as frequently as they will tolerate 
dated [DATE], and they had been care planned for ensuring needs are met every hour when in unsupervised 
areas dated [DATE], which was changed on [DATE] to ensuring that Resident #3 needs are met regularly 
when in unsupervised areas.Per record review of facility incident reports provided via email communication 
on [DATE] at 10:01 AM , Resident #3 had 11 unwitnessed falls on [DATE], [DATE], [DATE], [DATE], [DATE], 
[DATE], [DATE], [DATE], [DATE], [DATE], and [DATE]. The Administrator confirmed that Resident #3 had 
these falls and that the Resident #3 had hip surgery.Per record review of progress notes dated [DATE], 
Resident #3 had a fall around 12:20 AM and then was later sent out at 1:56 PM via emergency services to 
the hospital for evaluation of their right groin pain and low blood pressure. A progress note later that day at 
4:35 PM states that Resident #3 had fractured their hip and would be admitted to the hospital.Per interview 
with the Administrator on [DATE] at approximately 5 PM, she confirmed that Resident #3 had a fall between 
[DATE] and [DATE] and that the care plan was not updated after this fall and that the facility did not complete 
an incident report for this fall.Per interview with the administrator on [DATE] at 4:59PM, she confirmed that 
they do not document the hourly checks for any residents that are on them.Per record review of the Q1 
Hourly check list provided by the facility on [DATE], Resident #4 is not on this list as of [DATE]. Per review of 
the documents provided by the facility of care plan updates and reviews for all residents who were on the 
hourly checks, Resident #4 is not identified as a resident in these documents. Per review of the Immediate 
Jeopardy removal education on Q2h Checks Standard it states, At this time, no residents require checks 
more frequently than Q2H [every two hours], dated [DATE]. Additionally, the education to nursing leadership 
titled Education:Q1 hour checks, [DATE] states, The facility may add Q1 hour checks to a resident care plan 
if it is determined that all other interventions have already been used and the IDT [Interdisciplinary Team] 
agrees the more frequent checks may increase safety for the resident. If a Q1 hour check is added to the 
resident care plan, it MUST: Be added to the Kardex with included in the positions. Be educated to the direct 
care staff (LPN, LNA, RN, leadership team).Per interview on [DATE] at 11:21 AM, the Administrator and 
Executive Director confirmed that no Residents were currently on Q1 (hourly) checks and that per their 
Immediate Jeopardy removal plan, all residents who were on Q1 hour checks would have care plans 
updated as of [DATE] and that the Interdisciplinary Team would have reviewed all residents with Q1 hour 
checks in their care plan. They then confirmed that Resident #4 was on Q1 hourly checks with the date of 
[DATE], and were unable to provide evidence that the care plan had been updated. When asked how they 
determined who was on Q1 Hourly checks they reported that they had nursing leadership go through the 
residents' charts.Per interview on [DATE] at 11:40 AM, the Administrator and ADON stated they intentionally 
left Resident #3 on hourly checks when in common areas. They confirmed they were not documenting or 
monitoring the effectiveness of the hourly checks. The Administrator and ADON also stated that a different 
Resident had been placed on the Q1 H (hourly) Check list that the facility created on [DATE] accidentally, 
and that this Resident was never on Q1 hourly checks.Per interview on [DATE] at 12:29 PM, the 
Administrator confirmed that they that don't have a policy for untimely death, for what to do when a resident 
is found on the floor deceased , and that they don't have a supervision policy, or a call light policy relating to 
maintenance.Per review of the facilities Bowel Protocol policy, no date, it does not identify a timeframe to 
monitor the resident after being given bowel meds.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation and interview, the facility failed to ensure an effective, functioning resident call system was 
accessible to all 32 residents on the first floor. Specifically, the facility failed to maintain a system that 
effectively alerted staff when a call light was disconnected from the wall at the bedside, which occurred in 
Resident #1's room and was confirmed through sampling in Resident #4's room. On [DATE], Resident 
#1-who was at high risk for falls and was receiving laxatives-was found deceased on the floor with the call 
light detached and unalarmed at the nurses' station. The facility further failed to implement any policies or 
routine testing procedures to ensure the call system's audible and visual indicators remained operational. 
These failures resulted in an Immediate Jeopardy (Level J) as they directly contributed to an unwitnessed fall 
and death and left all other residents without a reliable means of calling for assistance during an emergency. 
Findings Include:1.Per record review of Resident #1's medical record, Resident #1 had end stage heart 
failure, chronic kidney disease, hypertension, and was placed on hospice care on [DATE]. Resident #1 
required substantial to maximum assistance for his/her toileting and hygiene needs per his/her Minimum 
Data Set (a tool used to identify resident abilities) dated [DATE]. Resident #1 was at a high risk for falls, with 
his/her most recent fall assessment dated [DATE] with a score of 13. The Fall Risk Evaluation form states 
that a Score 10 or higher indicated the resident is at high risk of fall. Per Resident #1's care plan reviewed 
[DATE], they were care planned on [DATE] for Q1hr [every hour] checks in resident while in bed to ensure all 
needs are met as a fall intervention due to Resident #1's risk for falls due to impaired mobility and 
incontinence. Additionally, Resident #1 was care planned for Toilet use: The resident requires 
substantial/maximal assistance dated [DATE] stating The resident has an ADL self-care performance deficit 
r/t [due to] terminal prognosis, impaired mobility, pain and incontinence. Resident #1 also had a motion 
sensor as a fall intervention on [DATE]. Resident #1 has the call light intervention of having a pad style call 
light being in reach at all times, dated [DATE]. Resident #1 had a history of five falls identified in their care 
plan since [DATE] with their sixth fall occurring on [DATE]. Resident #1 had been given scheduled Senna 
Docusate Sodium Oral tablet 8.6-50 MG Give 2 tablet by mouth every morning and at bedtime for bowel 
management with a start date of [DATE] (a medication used to help alleviate constipation) on [DATE] at 9:00 
AM and again at 9:00 PM. Additionally, Resident #1 was given a PRN Senna Tablet 8.6 MG with a start date 
of [DATE] Give 2 tablet by mouth as needed for constipation give 2 tablets = total dose of 17.2 mg for 
constipation. Bowel Protocol step 1, PRN for no BM in 72 hours . The PRN Senna was given on [DATE] at 
9:31 AM. Per the documented survey report for the month of 11/25, Resident #1 had not had a bowel 
movement for approximately 72 hours with the last bowel movement dated [DATE] at 10:57 PM.Per record 
review of Resident #1's progress notes on [DATE] at 2:30 AM, Resident #1 was found unresponsive and 
without a pulse and had expired. The medical record does not reveal the circumstances surrounding 
Resident #1's death.Per interview with Registered Nurse #1 (RN #1) on [DATE] at 12:38 PM, she stated that 
she found Resident #1 on the ground deceased on [DATE] at 2:30 AM, the basin was on his/her bed with 
feces in it, the call light was detached from the wall on the ground by Resident #1's feet at the head of the 
bed, and that Resident #1 was lying on his/her right lateral side and there was feces on the floor. RN #1 
stated that she thinks the call light is supposed to alarm when it is detached from the wall, and it alarms at 
the nursing station, but that there was no indicator that the call light was detached or that Resident #1 had 
been moving in his/her room as she did not hear anything at the nurses station.2.Per observation of how the 
call light system functions on [DATE] at 6:29 PM, the Director of Nursing (DON) went to sample 
disconnected call lights from the wall. The DON disconnected the call light from the wall in the room that 
Resident #1 had been in. A soft and quiet beep could just barely be heard coming from the facilities call light 
system at the nurses' station. When sampling a second room, Resident #4's room, the call light system 
again, did not effectively notify nursing staff that the call light was disconnected. There was no visual 
indicator over either Resident #1's room or Resident #4's room to notify staff that the call light was detached 
from the wall.Per interview with a Licensed Nursing Assistant (LNA) at the nurse's station on [DATE] at 6:31 
PM, she initially confirmed that she could not hear the call light making a noise when it was disconnected, 
and then she stated that she could barely hear the beeping from the call light after pausing and listening 
closely. Per interview with a RN #2 at the nurse's station on [DATE] at 6:32 PM, she stated that she could 
not hear the call light alarming when it was disconnected from the wall, and that they must do frequent 
checks in the hallways to make sure they do not miss anything.Per interview with the DON on [DATE] at 
approximately 6:38 PM, he confirmed that the call light is supposed to make a loud noise when disconnected 
from the wall and that it is only making a soft beeping noise.Per interview with the DON on [DATE] at 
approximately 7 PM, he stated that the call lights are easy to pull out of the wall and that residents do it all 
the time.Per interview with the Administrator on [DATE] at 7:02 PM, she confirmed that they do not have a 
policy or procedure for maintaining their call lights or a system in place to ensure that they are functioning 
effectively.Per phone interview with the Administrator on [DATE] at 1:32 PM, she confirmed that the call light 
does not alarm above the room when the call light is disconnected from the wall.Per email correspondence 
with the Administrator and Executive Administrator on [DATE] at 4:37 PM, she confirmed that they don't 
regularly test the call light system.
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