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F 0658 Ensure services provided by the nursing facility meet professional standards of quality.

Level of Harm - Minimal harm 29776
or potential for actual harm
Based on interview and record review, the facility failed to provide services that meet professional standards
Residents Affected - Few of quality regarding proper actions following a fall which resulted in harm for one resident [Res.#1].

Findings include:

Per review of the Lippincott Manual of Nursing, The standards of care for professional nursing include
assessment, diagnosis, implementation and evaluation. Departure from Standards of Care include: Failure to
adhere to facility policy or procedural guidelines, failure to monitor or observe a patient's clinical status
adequately, failure to make prompt, accurate entries in a patient's medical record.

[Lippincott Manual of Nursing Practice-11th Edition 2018]

An interview was conducted with the Director of Nursing [DON] on 11/12/24 at 2:22 PM. The DON stated on
10/26/24 at approximately 4:00 AM, s/he received a voicemail from a Licensed Practical Nurse [LPN] at the
facility. The DON provided a printed transcript of the voicemail. Per review of the transcript, the LPN reported
a Licensed Nurse's Aide [LNA] was pushing Res.#1 in a wheelchair down a hallway. The LPN stated Res.#1
had a fall .kind of fell out of the wheelchair and [s/he] didn't land hard. The DON confirmed the information in
the voicemail s/he received on 10/26/24 met the facility's definition of a fall.

Per interview with the DON on 11/12/24 and confirmed by record review, the DON reported that a 'Risk
Management' form regarding Res.#1's fall on 10/26/24 the resident appeared to be in distress. The DON
stated during subsequent interviews with staff who were present after the incident it was revealed that Res.
#1 suffered instant bruising after the fall.

Per review of the facility's '"Managing of a Fall Policy and Procedure'- Actions/ Responsibilities:

Step one: assessment. When a patient falls, don't assume that no injury has occurred-this can be a
devastating mistake . conduct a comprehensive assessment.

Step two: notification and communication. Notify the physician and emergency contact.
Step three: monitoring and reassessment.
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F 0658 Step four: documentation: Incident note or progress notes documenting a fall. Thorough documentation
helps ensure that appropriate nursing care and medical attention are given.

Level of Harm - Minimal harm or
potential for actual harm Whether it is written on the patient's chart or entered in the electronic medical record, documentation for a
fall should include:

Residents Affected - Few
All observations

Patient statements

Assessments

Notifications

Interventions

Evaluation.

[Policy # 06-01 Reviewed/Revised :2/8/24]

Additionally, the facility's Fall Protocol lists For any fall whether witnessed or unwitnessed, a thorough head
to toe evaluation must be completed to assess for injury. The protocol lists for a WITNESSED FALL- Initial
set of vitals [heart rate, respiration rate, blood pressure] and neuros [neurological signs- confusion, pupil

reaction, level of consciousness] every shift for 3 days

Review of the Risk Management form completed by the LPN who left the fall phone message reports
Immediate Action Taken: Full assessment completed. There were no bruises or skin tears.

Review of Res.#1's medical record reveals no documentation of any evaluations, vital signs, neurological
checks, or assessments conducted on the resident as a result of the fall on 10/26/24, or that a fall had even
occurred.

Additionally, per interview on 11/12/24, the DON stated during subsequent interviews with staff who were
present after the incident it was revealed that Res.#1 suffered instant bruising after the fall.

The DON confirmed there was nothing in Res.#1's medical record that demonstrated any of the actions in
the Fall Policy and Procedure were conducted after the fall on 10/26/24, including monitoring, assessment,
notification, and documentation
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F 0658 The DON further stated that 2 days later, on 10/28/24, a review of Res.#1's medical record by the DON
revealed that no appropriate actions, including assessments, had been implemented regarding Res.#1's fall
Level of Harm - Minimal harm or on 10/26/24. The DON stated that an 'Incident Order' was then initiated on 10/28/24 that identified the

potential for actual harm incident on 10/26/24 as a fall in the medical record and triggered staff to initiate the Fall Policy and
Procedure, including a comprehensive assessment of the resident. Per review of Res.#1's medical record
Residents Affected - Few and confirmed by the DON, on 10/28/24 there again were no actions conducted including comprehensive

assessments regarding the resident's fall and the facility's Fall Policy and Procedure. The DON further stated
that documentation was then added to Res.#1's medical record on 10/28/24 by the Assistant Director of
Nursing [ADON]. The DON stated that the entry was dated effective 10/26/24, and copied from the LPN's
Risk Management note. The ADON documented that Res.#1 fell out of a wheelchair, Full assessment
completed .there were not bruises or skin tears. The DON confirmed that at the time of the record addition by
the ADON, there was still no documentation of a full assessment having been conducted on Res.#1, and
there had been instant bruising after the fall.

Per record review of progress notes for Res.#1 dated 10/29/24, 3 days after the fall, reveals the resident has
not been taking anything significant by mouth on [day] shift for days. However, when [s/he] appears in pain
and has nonverbal signs of pain [s/he] is able to take a scant amount of liquid Morphine [opioid pain-relieving
medication] in [h/her] cheeks. Resident has been unable to arouse enough to eat or drink safely. [S/he] has
not verbalized or made eye contact in days. Further progress notes later on 10/29/24 record Resident slept
entire shift. [S/he] would not take anything by mouth. Morphine given at beginning of shift. Resident very
shaky .

Per review of a statement provided by the DON, and confirmed during interview on 11/12/24, the DON
reported that 4 days after the fall, on 10/30/24, a Nurse performing skin check documented old bruising on
right shoulder and right upper forehead [of Res.#1] and reported to me [DON]. It is clear these bruises are
days old (dark and yellow) and consistent with the fall on 10/26 . MD was notified .X-ray of right shoulder
ordered.

Per review of LNA task documentation for Res.#1, under Skin Observation, Discoloration is noted by LNAs
on 2 different shifts on 10/29/24, the day before the nurse reported bruising to the DON.

Per interview with a staff LNA on 11/12/24 at 10:34 AM, if an LNA discovers any skin issues such as
discoloration on a resident, the LNA reports those issues to the resident's nurse. Per record review, there is
no documentation of any skin discoloration or bruising on Res.#1 by Nursing prior to 10/30/24, or by LNAs
prior to 10/29/24, despite staff later reporting instant bruising after the fall. Additionally, the DON confirmed
that per record review, on 10/31/24, the day after the bruising was reported by nursing, LNA task
documentation again recorded no issues including discoloration observed.

Per review of Progress Notes for Res.#1 dated 10/31/24, Mobile Xray in facility to perform shoulder injury
due to bruising from 10/26 fall. Result indicates Right clavicle fracture [break in the collar bone].
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F 0658 Per interview with the facility's DON on 11/12/24 and per record review, on 10/26/24, Res.#1 suffered a fall
which resulted in instant bruising, distress, and a fractured right clavicle. After the fall, the facility failed to

Level of Harm - Minimal harm or ensure appropriate assessment, notification, and documentation occurred until 4 days later when old bruising

potential for actual harm prompted diagnostic testing, which identified the fracture. Additionally, documentation in the resident's record

that was present or added after the fall did not accurately reflect the actions taken or resident's status.
Residents Affected - Few
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F 0726

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way
that maximizes each resident's well being.

29776

Based on interview and record review, the facility failed to ensure nursing staff possessed and implemented
the appropriate competencies and skills sets to provide nursing and related services to assure resident
safety for one resident [Res.#1].

Findings include:

An interview was conducted with the Director of Nursing [DON] on 11/12/24 at 2:22 PM. The DON stated on
10/26/24 at approximately 4:00 AM, s/he received a voicemail from a Licensed Practical Nurse [LPN#1] at
the facility. The DON provided a printed transcript of the voicemail. Per review of the transcript, the LPN
reported a Licensed Nurse's Aide [LNA #1] was pushing Res.#1 in a wheelchair down a hallway. The LPN
stated Res.#1 had a fall .kind of fell out of the wheelchair and [s/he] didn't land hard.

The DON reported to the State Agency that s/he did not know or was not told that Res.#1 suffered a fall,
despite confirming during interview that the statements in the voicemail received on 10/26/24 met the
facility's definition of a fall.

Per interview with the ADON on 11/12/24, the ADON confirmed that s/he conducted Fall Procedure
education for facility staff on 10/17/24, 9 days before the fall. The ADON confirmed that the education
provided included A progress note needs to be documented [including] explaining how you found them, vitals
['vital signs'-respirations, heart rate, blood pressure], and assessment. Per record review and confirmed by
the DON, the Licensed Practical Nurse [LPN #1] who left the voicemail had attended the Fall education 9
days prior to the fall.

Per record review and confirmed by the DON, LNA #1, who was pushing the wheelchair when Res.#1 fell ,
had not received any Fall education since 2023.

The ADON stated that after s/he reviewed Res.#1's record and contrary to the education provided 9 days
before, s/he discovered LPN #1 provided no documentation in the medical record of the fall or that an
assessment had been. The ADON confirmed that the Fall education s/he provided on 10/17/24 included
STICK TO THE FACTS ONLY, do not assume what happened. The ADON confirmed that on 10/28/24, two
days after the fall, s/he added a note to Res.#1's medical record noting a Full assessment completed .there
were not bruises or skin tears despite staff statements regarding instant bruising and no documentation in
the medical record of any assessment having been conducted immediately after the fall or during the
following 2 days.

The ADON reported the Fall Education provided to staff included See Policy for assessment and monitoring
tips.

Per review of the facility's 'Managing of a Fall Policy and Procedure'- Actions/ Responsibilities:

Incident note or progress noted documenting a fall . Documentation for a fall should include; all
observations, assessments, evaluations .
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F 0726 [Policy # 06-01 Reviewed/Revised :2/8/24]

Level of Harm - Minimal harm or Per interview on 11/12/24, the DON stated during subsequent interviews with staff who were present after
potential for actual harm the incident it was revealed that staff observed Res.#1 suffered instant bruising after the fall.

Residents Affected - Few The DON confirmed that there was no documentation of any observations of bruising for Res.#1 until 3 days

after the fall, on 10/29/24. The DON further confirmed that despite instant bruising after the fall and then LNA
documentation on 10/29/24, the bruising was not reported to nursing until the evening of 10/30/24. In h/her
statement to the State Agency, the DON reported that there have been no reports of bruising as all staff
assumed that it had already been reported and that s/he has been told that everyone assumed the bruising
was from the fall. The DON confirmed that Fall education referring to Policy and Procedure provided to staff
on 10/17/24, included Documentation for a fall should include; all observations, assessments, evaluations .
and this was not done.

Additionally, during the interview conducted with the DON and ADON on 11/12/24, the DON and ADON
stated they were not aware that it was possible that LNAs could and were documenting skin observations on
residents' charts. After reviewing the LNA documentation on Res.#1, the DON confirmed the bruising on the
resident should have been recorded on 10/26/24 but was not done until 10/29/24. The DON further
confirmed that even after the bruising was finally documented, the documentation was inconsistent and the
day after reporting the bruising to nursing, LNAs documented no bruising on all 3 shifts.

Summary: The DON received a voicemail on 10/26/24 from LPN#1 stating that Res.#1 had a fall .kind of fell
out of the wheelchair and [s/he] didn't land hard. The DON reported to the State Agency that s/he did not
know or was not told that Res.#1 suffered a fall, despite confirming during interview that the statements in
the voicemail received on 10/26/24 met the facility's definition of a fall. LPN #1, despite receiving Fall
Education 9 days prior to the fall, failed to follow facility procedures including assessment of the resident and
documenting the incident and follow up. LNA staff who received the Fall Education on 10/17/24 failed to
document and report bruising and assumed other staff had done so. The ADON, who conducted the Fall
Education on 10/17/24, failed to follow procedures noted in the education and recorded that a Full
Assessment had been completed despite no documentation in the medical record. Both the DON and ADON
determined on 10/28/24 that no complete assessment had been documented on Res.#1 since the fall on
10/26/24 and failed to follow up until nursing reported on 10/30/24 old bruising on right shoulder and right
upper forehead [of Res.#1].

Per review of Progress Notes for Res.#1 dated 10/31/24, [5 days after the fall], Mobile Xray in facility to
perform shoulder injury due to bruising from 10/26 fall. Result indicates Right clavicle fracture [break in the
collar bone].
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