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F 0580 Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room,
etc.) that affect the resident.

Level of Harm - Minimal harm
or potential for actual harm 44295

Residents Affected - Few Based on observation, interview, and record review the facility failed to ensure resident responsible parties
were notified when there was a change in condition or when a resident experienced a fall for 1 (Resident 1)
of 3 residents reviewed. These failures violated a resident's right to have their representative involved and
informed of any changes in condition.

Findings included .

Review of the facility policy titled, Fall Prevention and Response, revised 08/2023, showed after a resident
experienced a fall the licensed nurse was required to notify the provider and the resident's representative.

<Resident 1>

Review of an admission Minimum Data Set (MDS, an assessment tool), dated 06/06/2024, showed Resident
1 was not able to make their own decisions, was rarely or never understood by others, and was assessed
with an altered level of consciousness ( a change in the resident's awareness of the environment with
reduced alertness). The MDS showed Resident 1 had impairments to one side of their body, affecting one
arm and one leg. The MDS showed Resident 1 was dependent on staff for bed mobility, toileting, and
transfers. The MDS showed Resident 1 was non-verbal and had diagnoses including a history of a brain
bleed (stroke), high blood pressure, and diabetes.

Review of Resident 1's face sheet (a summary of the residents personal and demographic information),
undated showed Resident 1 had a Collateral Contact (CC) to contact for changes in condition.

Review of Resident 1's fall Care Plan (CP), revised 07/23/2024, showed Resident 1 was at risk for falls
related to general weakness and current medical conditions. The CP directed staff to ensure the call light
was in reach, prompt the resident to call for assistance, and ensure the resident was positioned in the center
of the bed.
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F 0580 Review of a fall investigation, dated 07/25/2024, showed Resident 1 was found on the floor by their bed lying
face down on their stomach. The investigation showed Resident 1 was not able to verbalize what happened

Level of Harm - Minimal harm or and it was believed Resident 1's fall was likely caused by the resident trying to reposition themselves in bed.

potential for actual harm The investigation showed the provider and the residents representative were informed of the fall, the

documentation did not show the date or time when the notifications occurred.
Residents Affected - Few
Review of a concern form, dated 09/04/2024, showed Resident 1's CC was very concerned they did not
receive notification of Resident 1's fall. The concern form showed Resident 1's CC asked several times how
this happened and was told it was the facility's policy to notify the representative of a fall.

During an interview on 09/11/2024 at 2:00 PM, Staff B (Director of Nursing Services) stated licensed nurse
were expected to notify the resident responsible party when a resident experienced a fall. Staff B stated
Resident 1's representative notification was not documented therefore it was not done. Staff B stated
Resident 1's CC called the facility social worker and was upset they did not receive notification of Resident
1's fall on 07/22/2024. Staff B stated the CC found out about Resident 1's fall during a care conference on
09/04/2024.

In an observation on 09/11/2024 at 2:12 PM, Resident 1 was observed sitting in a wheelchair with their eyes
closed. Resident 1 did not respond to verbal stimuli or questions about the incident.

During an interview on 09/30/2024 at 1:02 PM, Resident 1's CC stated they found out about Resident 1's fall
a month and a half later. The CC stated they were frustrated that they did not receive notification on the date
of the fall and felt bad that Resident 1 was alone and was not able to say what happened about the fall.
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