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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 neurological assessments (set of tests nurses do to 
check how well a person's brain, nerves and muscles are working) were completed post fall and to ensure a 
physician's order for every 15-minute (observation performed at 15-minute intervals) check was followed for 
1 of 3 residents (Resident 1), reviewed for quality of care. This failure placed the resident at risk of potential 
delay of immediate care and a diminished quality of life. Findings included.Review of the facility's policy and 
procedure titled, Neurological Assessment, revised in October 2021, showed neurological assessments were 
indicated following a fall or when indicated by a resident's condition. Review of the facility's policy titled, Falls 
and Fall Risk, Managing, revised in March 2018, showed The fall may be witnessed, reported by the resident 
or an observer or identified when a resident is found on the floor or ground. It further showed, The staff will 
monitor and document each resident's response to interventions intended to reduce falling or the risk of 
falling. Review of hospital nursing progress notes dated 10/25/2025 through 10/29/2025 showed Resident 
1's behavior was restless, attempting to get OOB [Out of Bed] multiple times without assistance. It further 
showed that Resident 1 was assessed to be at risk for fall injury and that a tele sitter (a system used in 
hospitals where staff can watch patients [residents] remotely through a camera and audio setup) and bed 
alarm was used for patient safety. It further showed that Resident 1 was impulsive but able to be redirected, 
and that Resident 1 was relocated to a room to front desk for safety, in addition to the tele sitter and [hospital 
staff] frequent rounding.Review of a face sheet showed Resident 1 admitted from a hospital to the facility on 
[DATE] with diagnosis that included dementia (a condition where memory, thinking and performing everyday 
tasks are impaired), history of falls, and history of venous thrombosis (blood clot forming inside a vein) and 
embolism (blood clot that blocks the normal flow of blood).NEUROLOGICAL ASSESSMENTSReview of a 
nursing progress note dated 11/03/2025 showed Resident 1 had an unwitnessed fall, and that Resident 1 
was found in their room on the floor by their representative. It further showed that Resident 1 was initiated on 
neurological checks. Review of a progress note dated 11/05/2025 showed [Resident 1] was transferred to 
[the Hospital] on 11/05/2025 at 1950 (8:50 PM) due to unresponsiveness, and difficulty to arouse. Further 
review of the nursing progress notes from 11/04/2025 through 11/05/2025 did not show documentation of 
Resident 1's status and/or neurological assessments continued post fall on 11/03/2025. Review of Resident 
1's Electronic Health Records (EHR) did not show documentation of completed neurological assessments. In 
an interview on 11/19/2025 at 2:55 PM, Staff D, Registered Nurse (RN), stated neurological checks were 
completed for a duration of 48-72 hours, and documented on a form. Staff D further stated that completed 
neurological assessment forms were included in a resident's EHR by medical records. In an interview and 
joint record review on 11/19/2025 at 3:29 PM, Staff F, Medical Records Director, stated a neurological 
assessment form was pending for scanning into Resident 1's EHR. A joint record review of Resident 1's 
neurological assessment form did not show assessments were completed for a duration of 48 and/or 72 
hours. Staff F stated the form was not completed or dated beyond 11/03/2025. In an interview and joint 
record review on 11/19/2025 at 3:37 PM, Staff C, RN, Resident Care Manager, stated it was the facility's 
protocol to complete neurological assessments for a duration of 72 hours. In a follow up interview and joint 
record review on 11/24/2025 at 12:52 PM, Staff C stated they expected neurological assessments would be 
completed according to the facility's protocol for unwitnessed falls. A joint record review of Resident 1's 
neurological assessment forms dated 11/03/2025 showed neurological assessments were completed 
starting on 11/03/2025 at 3:02 PM until 11/04/2025 at 6:02 PM (total of 15 hours). Staff C stated No, it was 
not completed, and that neurological assessments should have continued for Resident 1 until 6:00 PM on 
11/04/2025, based on the [neurological assessment] forms. A joint record review and interview on 
11/24/2025 at 1:24 PM with Staff B, Director of Nursing, showed Resident 1's incomplete neurological 
assessment forms dated 11/03/2025. Staff B stated that they expected neurological assessments would be 
completed in accordance with the instructions on the neurological assessment form and that Whatever our 
form says, we should be following that. 15-MINUTE CHECKSReview of a nursing progress note dated 
10/29/2025, showed Resident 1 was initiated on 15-minute checks. Further review of Resident 1's nursing 
progress notes showed they were transferred to the hospital on [DATE]. Review of a nursing progress note 
dated 10/30/2025 at 9:12 PM, showed Resident 1's representative was very upset upon arrival to [Resident 
1's] room reports found resident wandering around his side of room unsafe. [Resident 1's representative] 
states, he was promised [Resident 1] would be on one-on-one or 15-minute checks at which time writer 
explains that 15min [minutes] monitoring is ongoing at which time [Resident 1's representative] expresses 
that he thinks that is unsafe for [Resident 1] and is very scared and worried for him.Review of Resident 1's 
EHR did not show documentation of 15-minute interval checks completed from 10/29/2025 through 
11/05/2025. In an interview on 11/19/2025 at 2:55 PM, Staff D stated that 15-minute checks were performed 
on residents who were identified at risk for falls and that we do these safety checks. Staff D further stated 
that a form was provided to certified nursing assistants to document 15-minute interval safety checks and 
that once completed, documentation would be included in the resident's EHR. In an interview on 11/19/2025 
at 3:19 PM, Staff E, Licensed Practical Nurse, stated that documentation of completed 15-minute checks 
were documented on a form with initials of the staff performing the safety check along with the time and date. 
Staff E further stated, I have not seen that form for a while now.In an interview and joint record review on 
11/24/2025 at 12:52 PM, Staff C stated Resident 1 was identified to be at risk for falls and that 15-minute 
checks were initiated for safety. Staff C stated that 15-minute checks were documented using a form at the 
nurses' station. A joint record review of Resident 1's EHR did not show documentation of 15-minute interval 
checks completed for Resident 1. Staff C stated, documentation should be in Resident 1's EHR and that I 
don't [do not] see it here. A joint record review and interview on 11/24/2025 at 1:24 PM with Staff B, showed 
a physician's order dated 10/29/2025 for Check every 15 minutes every [work] shift, and that they expected 
completed 15-minute checks would be documented in Resident 1's EHR. Reference: (WAC) 388-97-1060 
(1)(3).
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