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525064 09/08/2025

Lindengrove New Berlin 13755 W Fieldpointe Dr
New Berlin, WI 53151

F 0609

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to develop and/or implement policies and procedures for 
ensuring the reporting of a reasonable suspicion of a crime in accordance with section 1150B of the Act, the 
facility did not report 1 of 2 allegations reviewed for neglect/mistreatment to the State Survey Agency during 
the required timeframe.R2's daughter sent an email to the Nursing Home Administrator regarding a concern 
of mistreatment and neglect towards R1. This was delayed in being reported to the state agency.Findings 
include:The Facility Policy titled Abuse, Neglect, Mistreatment and Misappropriation of Resident Property, 
last reviewed 11/8/23, documents (in part): G. Reporting and ResponseAbuse Policy Requirements:It is the 
policy of this facility that abuse allegations are reported per Federal and State Law. The facility will ensure 
that all alleged violations involving abuse, neglect, exploitation or mistreatment, including injuries of unknown 
source and misappropriation of resident property, are reported immediately, but not later than 2 hours after 
the allegation is made, it the events that cause the allegation involve abuse or result in serious bodily injury, 
or not later than 24 hours if the events that cause the allegation do not involve abuse and do not result in 
serious bodily injury, to the Executive Director of the facility and to other officials (including to the State 
Survey Agency and adult protective services where state law provides for jurisdiction in long-term care 
facilities) in accordance with State law through established procedures. In addition, local law enforcement will 
be notified of any reasonable suspicion of a crime against a resident in the facility.R2 was admitted to the 
facility on [DATE] with pertinent diagnoses that include hemiplegia and hemiparesis following nontraumatic 
intracerebral hemorrhage affecting left dominant side (a serious neurological condition characterized by 
paralysis (hemiplegia) or weakness (hemiparesis) on the left side of the body, with the left hemisphere of the 
brain being dominant), polyneuropathy (the nerves that are located outside of the brain and spinal cord 
(peripheral nerves) are damaged. This condition often causes weakness, numbness and pain, usually in the 
hands and feet), morbid obesity (a condition in which you have a body mass index (BMI) higher than 35. BMI 
is used to estimate body fat and can help determine if you are at a healthy body weight for your size), and 
chronic pain syndrome (a condition characterized by persistent pain that lasts for more than three months).
R2's Quarterly Minimum Data Set (MDS) with an assessment reference date of 8/8/25, documents a Brief 
Interview for Mental Status (BIMS) score of 13, indicating R2 is cognitively intact . The MDS documents that 
R2 was assessed to have no behaviors exhibited during the look back period. R2's Patient Health 
Questionnaire (PHQ-9) score was 00, indicating no depressive symptoms. R2 is coded as making self 
understood and understands others. Per the MDS, R2 has an impairment on one side for both the upper and 
lower extremities. The MDS indicates R2 is frequently incontinent of bladder and always incontinent of bowel.
On 9/4/25, at 8:52am, Surveyor interviewed R2 about an aide ever stating they were going to take a picture 
of R2's bowel movement. R2 stated that the Nursing Home Administrator (NHA)-A had talked to R2 about 
the incident for about 20 minutes, but NHA-A never asked the name of the aide who stated they would take a 
picture of R2's bowel movement. On 9/4/25, at 10:45am, Surveyor interviewed complainant who stated that 
on 8/31/25, R2 called and stated an aide had wanted to take a picture of R2's bowel movement. The 
complainant then emailed NHA-A immediately to alert of the situation. The aide was identified to Surveyor. 
The email that was sent to NHA-A was forwarded to Surveyor with the time stamp of Sent: Sunday, August 
31, 2025 7:41pm.On 9/4/25, at 12:03pm, Surveyor interviewed Nurse Supervisor-O who stated when R1 or 
their daughter have a concern NHA-A talks to staff about it.On 9/8/25, at 8:08am, Surveyor interviewed 
NHA-A and was told a self-report was filed with the state agency. It is being actively investigated, and the 
investigation is due tomorrow. A copy of the Division of Quality Assurance form F-62617 was provided.
Surveyor noted that the email notification indicated being sent on 8/31/25, at 7:41pm. The self report form 
F-62617, documented the date that the incident was discovered as 9/2/25. Surveyor noted that NHA-A had 
previously being informed of the incident on August 31, 2025 via email, but the facility did not report the 
incident then to the state agency. On 9/8/25, at 9:34am, Surveyor followed up with NHA-A regarding the 
process when an allegation comes in over a weekend or Holiday. NHA-A stated a normal allegation would be 
reported to the nurse who then notifies the nurse manager. The nurse manager then reports concerns to the 
NHA-A. Surveyor asked if an email was sent on 8/31/25, why the delay in reporting until 9/2/25. NHA-A 
responded that they did not receive the email until Tuesday due to the holiday and that is when they 
responded and filed the self report. Surveyor asked if anyone else scans emails for time sensitive emails and 
was told no one else does. If it had been a time sensitive issue NHA-A stated they should have called a 
manager on duty. Surveyor noted during interview with NHA-A it was shared that R2 and the Complainant 
have a preference for direct communication with NHA-A. NHA-A informed Surveyor that an assistant NHA 
has been hired and that NHA-A tried to have this person be the contact, but that did not work out, so NHA-A 
has remained the primary contact for R2. NHA-A even puts it on the calendar to attend the quarterly care 
conferences to keep up communication with R2. On 9/8/25, at 10:50am, Surveyor informed NHA-A of the 
concern that there needs to be a process in place for allegations that come in over the weekend or holiday to 
be addressed timely and reported within the designated time frames. pNo additional information was 
provided as to why R2's allegation of mistreatment and neglect was delayed in being reported to the State 
Agency.
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F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.
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525064 09/08/2025

Lindengrove New Berlin 13755 W Fieldpointe Dr
New Berlin, WI 53151

F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility did not ensure 1 (R2) of 4 residents reviewed for quality of care 
received treatment and care in accordance with professional standards of practice. * R2 developed a rash 
and R2's physician was not notified in order for R2 to obtain treatment. Findings include: The facility policy 
and procedure titled, Standard Skin Protocol, with no date, documents, in part: Goal: Breaks in skin integrity 
will be minimized with current plan of care.RN: Complete skin assessment on admission, weekly with bath 
and PRN (as needed).Consult wound certified Nurse PRN.Individual/POA (power of attorney) education 
regarding minimizing skin breakdown.Notify MD (medical doctor) of changes in skin integrity as nurse 
observations deem appropriate.R2 was admitted to the facility on [DATE] with pertinent diagnoses that 
include hemiplegia and hemiparesis following nontraumatic intracerebral hemorrhage affecting left dominant 
side (a serious neurological condition characterized by paralysis (hemiplegia) or weakness (hemiparesis) on 
the left side of the body, with the left hemisphere of the brain being dominant), polyneuropathy (the nerves 
that are located outside of the brain and spinal cord (peripheral nerves) are damaged. This condition often 
causes weakness, numbness and pain, usually in the hands and feet), morbid obesity (a condition in which 
you have a body mass index (BMI) higher than 35. BMI is used to estimate body fat and can help determine 
if you are at a healthy body weight for your size), and chronic pain syndrome (a condition characterized by 
persistent pain that lasts for more than three months).R2's Quarterly Minimum Data Set (MDS) with an 
assessment reference date of 8/8/25, documents a Brief Interview for Mental Status (BIMS) score of 13, 
indicating R2 is cognitively intact. The MDS documents that R2 was assessed to have no behaviors 
exhibited during the look back period. R2's Patient Health Questionnaire (PHQ-9) score was 00, indicating 
no depressive symptoms. R2 is coded as making self understood and understands others. Per the MDS, R2 
has an impairment on one side for both the upper and lower extremities. The MDS indicates R2 is frequently 
incontinent of bladder and always incontinent of bowel.R2's care plan documents the resident has potential 
for pressure ulcer development r/t (related to) Immobility, incontinence, PVD (peripheral vascular disease) 
that was initiated on 08/07/2023, and revised on 10/31/2024, with the following interventions: Educate the 
resident/family/caregivers as to causes of skin breakdown; including: transfer/positioning requirements; 
importance of taking care during ambulating/mobility, good nutrition and frequent repositioning. Revision on: 
06/13/2025 Inform the resident/family/caregivers of any new area of skin breakdown. Date Initiated: 
08/07/2023 Staff to assist with routine toileting and skincare for incontinence. Date Initiated: 08/07/2023 Staff 
to assist with turning and repositioning. Uses air mattress with bolster. Date Initiated: 08/07/2023\Surveyor 
was unable to locate additional skin care plans not related to pressure ulcers.R2's physician order dated 
6/15/23 documents: complete weekly skin check and bath Thursday PM shift. Note whether resident takes a 
tub bath (T), bed bath (B), or a shower (S) every evening shift every Thu (Thursday) Complete Skin Only 
Evaluation. Document bath refusals. Weight. R2's Skin Only Evaluation dated 7/24/25, under Skin section 
documents Does Resident have current skin issues? is marked as Yes. The Skin Issue selected is Rash. 
Location is documented as abdominal folds/breast folds. Skin Note is documented as resident has moderate 
redness to folds. Provider Notification is left blank. Education Provided questions are each marked no.R2's 
late entry nurse's note created on 9/8/25, with an effective date of 7/24/25, documents Resident had a mild 
rash in abdominal folds-she was cleaned and dried well with barrier cream applied.On 9/4/25, at 2:02pm, 
Surveyor interviewed Nurse Supervisor-O regarding when Skin Only Evaluations should be done and was 
told they should be done on bath days. They were just put in by the Director of Nursing (DON) to be done 
weekly. Surveyor showed the 7/24/25 Skin Only Evaluation to Nurse Supervisor-O and asked why 
notification to the physician was not done. Nurse Supervisor-O wanted to look into this.On 9/4/25, at 2:25pm, 
Nurse Supervisor-O followed up with Surveyor and stated they did not know about the rash on 7/24/25 and 
does not know why the physician wasn't notified.On 9/8/25, at 8:34am, Surveyor interviewed DON-B 
regarding the Skin Only Assessment completed on 7/24/25 indicating R2 had a rash and the physician was 
not updated. DON-B stated she would look into it.On 9/8/25, at 9:31am, DON-B followed up with Surveyor 
that they talked to the nurse who charted the rash on 7/24/25 and they stated it was mild redness that they 
cleaned and put barrier cream on. Surveyor asked what the expectation would be for contacting the 
physician with skin concerns. DON-B stated that for mild redness they would not expect the nurse to contact 
the physician. DON-B stated the nurse put in a late entry progress note about the redness.Surveyor noted 
R2's late entry progress note dated 9/8/25, documents Resident had a mild rash in abdominal folds-she was 
cleaned and dried well with barrier cream applied. A rash is not the same as mild redness. Surveyor noted 
that a rash was indicated on the Skin Only Evaluation completed on 7/24/25 and again in the late entry 
progress note dated 9/8/25.On 9/8/25, at 10:58am, Surveyor relayed concern to DON-B that R2's physician 
was not contacted regarding R2's rash found on 7/24/25.No additional information was provided regarding 
why R2's physician was not contacted for treatment of R2's rash found on 7/24/25.
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Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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525064 09/08/2025

Lindengrove New Berlin 13755 W Fieldpointe Dr
New Berlin, WI 53151

F 0689

Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure 2 (R1 & R3) of 3 residents received 
adequate supervision and assistance devices to prevent accidents.*R1 was admitted to the facility on [DATE] 
with a history of falls. R1 fell on 8/11/25 while attempting to self transfer. The facility did not thoroughly 
investigate this fall and was aware of R1's multiple attempts to self transfer but did not address R1's self 
transferring behaviors. On 8/19/25 R1 fell, was transferred to the hospital and diagnosed with a pelvic 
fracture. R1 returned to the facility on 8/28/25. On 8/31/25 R1 fell. The facility did not thoroughly investigate 
this fall.*R3's falls on 6/26/25, 7/7/25, 7/13/25, 7/29/25, 8/2/25, 8/20/25, & 8/26/25 were not thoroughly 
investigated. On 9/4/25 R3 received the incorrect diet for lunch., putting R3 at risk for choking. On 9/8/25 
during morning cares, R3 bed was not lowered according to R3's falls plan of care when CNA-L went into the 
bathroom and/or left R3's room.Findings include:The facility's policy titled, Falls and last reviewed 5/8/25 
documents under Policy Prevention measures are put in place to reduce the occurrence of falls and risk of 
injury from falls. Under Procedure documents .2. Procedure of Fall Event and Implementation of Intervention: 
a. Licensed nurse completes electronic documentation of the Fall Incident Report. b. The care plan will be 
updated with an identified intervention. c. Registered Nurse reviews and completes the fall assessment and 
interventions. d. Fall follow-up assessments completed as indicated. 3. Administrative Review: a. The 
Interdisciplinary Team (IDT) will review Fall Incident report and utilize root cause analysis to make further 
recommendations. b. Director of Nursing (or designee) and Executive Director to review and sign Fall 
Incident Report. c. Quality Assurance and Process Improvement Committee reviews facility fall incidents and 
trends.On 9/4/25, at 12:01 p.m., Surveyor asked Registered Nurse (RN)-G to explain the process when a 
resident has a fall. RN-G informed Surveyor that after a fall, an RN will assess the resident from head to toe, 
obtains vital signs, contact the provider and POA if the resident has one have one. RN-G indicated an 
incident report, pain assessment, progress note, and fall assessment are completed. RN-G informed 
Surveyor usually the unit manager will let them know what new fall intervention was initiated. RN-G informed 
Surveyor if the fall was witnessed she will get witness statements and give these to the manager. If the fall is 
unwitnessed she will usually ask the CNAs questions such as who last saw the resident, if their bed was in a 
low position. RN-G informed Surveyor that the statements are then given to the unit manager.On 9/4/25, at 
2:12 p.m., Surveyor asked Licensed Practical Nurse/Unit Manager (LPN/UM)-I to explain the process when a 
resident falls. LPN/UM-I informed Surveyor when a resident falls staff will let her know and if she is at the 
facility she will put in a new fall intervention. If she is not at the facility when she will comes back she will put 
in an intervention. LN/UM-I explained all assessment have been completed, she will do an investigation, the 
IDT (interdisciplinary team) will do a root cause and an intervention. Surveyor asked if LPN/UM-I if during the 
investigation she gets staff statements or are staff interviewed. LPN/UM-I informed Surveyor the nurse 
usually gets statements and puts them under her door. Surveyor asked what happens with staff statements. 
LPN/UM-I informed Surveyor they would be with the packet that is given to DON-B. Surveyor asked 
LPN/UM-I what she provides to DON-B. LPN/UM-I informed Surveyor the the investigation summary which 
includes what happened, diagnoses, IDT met discussed incident with root cause and care plan intervention. 
All assessments are printed out which include risk management, nurses note, fall risk assessment, pain 
assessment, and e-interact change of condition which is like an SBAR, and copy of the care plan with 
interventions. LPN/UM-I informed Surveyor she will put a new Kardex in the resident's room with the new 
intervention. Surveyor asked LPN/UM-I if DON-B would have staff statements. LPN/UM-I replied yes if there 
were statements given to me.1.) R1 was originally admitted to the facility on [DATE] with diagnoses which 
includes cardiogenic shock (inadequate blood flow to the body's organs due to dysfunction of the heart), 
diabetes mellitus (high blood sugar), atrial fibrillation (irregular and rapid heart beat), atrial fibrillation 
(irregular and rapid heartbeat), chronic kidney disease (kidneys are damaged and cannot filter blood and 
waste effectively), and heart failure (chronic condition in which the heart doesn't pump blood as well as it 
should). R1's hospital Discharge summary dated [DATE] for reason for hospitalization is falls.R1's fall risk 
evaluation dated 7/25/25 has a score of 4. A total score of 10 or greater is high risk for falls.R1's at risk for 
falls care plan initiated 7/25/25 & revised 8/31/25 documents the following interventions: Anticipate and meet 
the resident's needs, initiated 7/25/25. Be sure the resident's call light is within reach and encourage the 
resident to use it for assistance as needed. The resident needs prompt response to all requests for 
assistance, initiated 7/25/25. Follow facility fall protocol, initiated 7/25/25. PT/OT (physical 
therapy/occupational therapy) evaluate and treat as ordered or PRN (as needed), initiated 7/25/25. Ensure 
that the resident is wearing appropriate footwear when ambulating, transferring or mobilizing in w/c 
(wheelchair), initiated 8/11/25 & revised 8/13/25. Call before you fall sign placed in bathroom, initiated 
8/19/25. Offer resident assistance with using the toilet with every interaction, initiated 8/31/25. R1's 
admission MDS (minimum data set) with an assessment reference date of 8/1/25 has a BIMS (brief interview 
mental status) score of 12 which indicates moderate cognitive impairment. R1 is assessed as being 
dependent for toileting hygiene, supervision or touching assistance for rolling left and right & chair/bed to 
chair transfer and partial/moderate assistance for toilet transfer. R1 is frequently in continent of urine and 
always continent of bowel. R1 has fallen in the last month prior to admission and has not had any falls since 
admission.R1's functional abilities (self care and mobility) CAA (care area assessment) dated 8/4/25 under 
analysis of findings for nature of the problem/condition is blank. Under care plan conditions for describe 
impact of this problem/need on the resident and your rational for care plan decision documents CAA 
triggered due to resident requires extensive assist of 1 people for bed mobility, toileting and transfer. 
Extensive assist of 1 for dressing and personal hygiene. Dependent on staff for locomotion. Ambulating short 
distance with walker and CGA (contact guard assistance). Resident recently admitted from hospital where he 
had been for cariogenic shock. Lived with son prior to hospitalization. Currently resident has had a decline in 
mood related to situation. Isolates self in room. Goal is to return home. Resident has decondition. Is at risk 
for further decline in ADL's (activities daily living), falls, contractures, further isolation, complications of 
immobility: further pressure ulcers, muscle atrophy, incontinence and contractures. Referred to and is 
receiving PT/OT (physical therapy/occupational therapy) 5x/week (five times per week). Referred to MD 
(medical doctor) for evaluation of mood/depression and pain med (medication) management. Will proceed to 
care plan to prevent/minimize risks; work with resident to return to prior level of independent functioning.R1's 
falls CAA dated 8/4/25 under analysis of findings for nature of the problem/condition is blank. Under care 
plan considerations for describe impact of this problem/need on the resident and your rationale for care plan 
decision documents CAA triggered for falls due to risk factors resulting from Balance problems: Not steady, 
only able to stabilize with human assistance for moving from seated to standing position, moving on and off 
toilet and surface-to-surface transfer; Resident admitted to facility with fall history. Resident has had no falls 
during this assessment period, refer to DQI documentation. Nursing staff assists resident with ADLs 
(activities daily living) as needed according to facility policy. Resident is at risk for fall related injury. Resident 
receives physician ordered Physical and Occupational Therapy services. No referrals at this time, will 
proceed to care plan with goal to have no fall related injuries.R1's nurses note dated 8/11/25, at 17:35 (5:35 
p.m.) written by Licensed Practical Nurse/Unit Manager (LPN/UM)-I documents: Writer entered resident's 
room to take his blood sugar and found him sitting on his bottom on the floor between the head of the bed 
and night stand. Resident had both legs straight out in front of him, one gripper sock on his left foot and his 
right foot was bare. Resident's wheelchair was across from him about 3 feet away from where he was sitting 
at the foot of the bed facing him, parallel to the bed, the wheels were not locked. Writer had last seen 
resident about 10 minutes prior, he was on the toilet, resident asked writer to come back and take his blood 
sugar. Writer had reminded resident to use the call light to ask for help to get off the toilet when he was done. 
Writer checked with CNA (Certified Nursing Assistant) and resident had not called for help to get on or off the 
toilet. Resident joked that he decided to just sit on the floor for a little bit. Resident then stated he was 
attempting to get into bed he stated he stood up and went to pivot into the bed when his knees gave out 
causing him to fall landing on his bottom. Resident assessed for injury, none noted, resident denied pain or 
discomfort, skin check done no injuries noted, neuro checks started, were negative, vitals WNL (within 
normal limits); BS (blood sugar) 93. Resident assisted up off the floor and into bed by the writer and CNA. 
POA (power of attorney) [Name] updated, [Name] NP (Nurse Practitioner) updated, writer is on call manager 
so no notification to on call manager made. Resident placed on 24 hour board for monitoring, Risk 
Management started.Surveyor reviewed the facility's fall investigation which included an investigative report 
for date of incident of 8/11/25 prepared by RN/UM-H. The summary of alleged incident documents Writer 
entered resident's room to take his blood sugar and found him sitting on his bottom on the floor between the 
head of the bed and night stand. Resident had both legs straight out in front of him, one gripper sock on his 
left foot and his right foot was bare. Resident's wheelchair was across from him about 3 feet away from 
where he was sitting at the foot of the bed facing him, parallel to the bed, the wheels were not locked. Writer 
had last seen resident about 10 minutes prior, he was on the toilet, resident asked writer to come back and 
take his blood sugar. Resident joked that he decided to just sit on the floor for a little bit. Resident then stated 
he was attempting to get into bed he stated he stood up and went to pivot into the bed when his knees gave 
out causing him to fall landing on his bottom. Writer had reminded resident to use the call light to ask for help 
to get off the toilet when he was done. Writer checked with CNA and resident had not called for help to get 
on or off the toilet. Resident assessed for injury, none noted, resident denied pain or discomfort, skin check 
done no injuries noted, neuro checks started, were negative, vitals WNL; BS 93. Resident assisted up off the 
floor and into bed by the writer and CNA with hoyer lift. POA [Name] updated; [Name] NP updated. POA, 
[Name] made aware. Pertinent diagnoses included weakness, AFIB (atrial fibrillation), DM2 (diabetes 
mellitus two), Metabolic encephalopathy and unsteadiness on feet. IDT (interdisciplinary team) discussed 
fall, determined root cause to be resident not having proper footwear on. Care plan updated to have proper 
footwear on at all times. Also included in the fall investigation is an incident report dated 8/11/25, pain tool 
dated 8/11/25, fall risk evaluation dated 8/11/25, and SBAR (situation, background, appearance, review and 
notify) dated 8/11/25, neurological flow sheet started on 8/11/25 at 1710 (5:10 p.m.) a written statement 
dated 8/11/25 under statement documents was on ground sitted sic (sitting) up when walked in. The 
employee name is blank and this statement is not signed. The nurses note dated 8/11/25 at 17:35 (5:35 p.m.
) and R1's at risk for falls care plan initiated 7/25/25 & revised 7/28/25.Surveyor noted the facility did not 
conduct a thorough investigation as the facility did not investigate what prior interventions were in place at 
the time of R1's fall and whether these interventions continue to be effective. Additionally, the facility did not 
address R1 self transferring and none of R1's care plans address R1 self transferring.R1's fall risk evaluation 
dated 8/11/25 has a score of 9. A total score of 10 or greater is high risk for falls.R1's nurses note dated 
8/19/25, at 11:04 a.m., documents Resident found on floor on his buttock in front of the toilet. Resident tried 
to self transfer to the toilet. Vitals 79/52, 121, 97.6%, 98.9, 16. Resident able to move all extremities and 
denies any new pain. Resident was sent to [Name] Hospital due to several low b/p (blood pressure), 
increased confusion and weakness.Surveyor reviewed the facility's fall investigation which included an 
investigative report for date of incident of 8/19/25 prepared by RN/UM-H. The summary of alleged incident 
documents Resident found on floor on his buttock in front of the toilet. Resident tried to self transfer to the 
toilet. Vitals 79/52 121, 976% sic (97%), 98.9, 16. Resident hypotensive. Resident able to move all 
extremities and denies any new pain. Neuro check performed. Resident assisted back into bed via hoyer lift. 
[Name] NP notified. Resident's POA, [Name] notified. Resident to be sent to [hospital initials] per NP for 
further evaluation. Pertinent diagnoses include weakness, AFib, DM2, Metabolic encephalopathy and 
unsteadiness on feet. IDT discussed fall, determined root cause to be resident not calling for assistance. 
Care plan updated to have call before you fall sign placed in bathroom. Also included in the facility's fall 
investigation is an incident report dated 8/19/25, fall risk evaluation dated 8/19/25, SBAR communication 
form dated 8/19/25, pain tool dated 8/19/25, neurological flow sheet starting on 8/19/25 at 0800 (8:00 a.m.), 
R1's progress notes 8/19/25 at 10:07 a.m. through 8/21/25 at 14:23 (2:23 p.m.), and R1's at risk for falls care 
plan initiated 7/25/25 & revised 7/28/25. The facility reported R1's fall on 8/19/25 with a fracture to the State 
agency. Included in the facility's investigation included staff interviews for the following questions: Resident 
was admitted to the hospital with a pelvic fracture. What can you tell us about this? What is the care routine 
like for [R1's first name]? Does [R1's first name] use his call light to make needs known? Is there anything 
else you would like to share with us regarding [R1's first name]? Surveyor noted 8 of 10 staff statements 
indicate R1's self transfers.Surveyor noted the facility did not conduct a thorough investigation as the facility 
did not investigate who last observed R1, what was R1 doing, when was R1 last toileted, were prior 
interventions in place at the time of R1's fall and whether these interventions continue to be effective. In 
addition the facility did not address R1 self transferring and none of R1's care plans address R1 self 
transferring. R1's fall risk evaluation dated 8/19/25 has a score of 16. A total score of 10 or greater is high 
risk for falls.R1's nurses note dated 8/20/25, at 8:46 a.m., written by Registered Nurse/Unit Manager 
(RN/UM)-H documents Contacted [hospital initials] and spoke to [Name] RN. Dx (diagnosis): Pelvic facture. 
R1 was readmitted to the facility on [DATE].R1's hospital discharge summary for date of discharge 8/28/25 
for Reason for hospitalization documents Unwitnessed fall. Under Discharge diagnoses includes 
documentation of L (left) ischiopubic ramus facture 2/2 (secondary to) fall and LC 1 injury to left hemipelvis 
2/2 fall.R1's nurses note dated 8/31/25, at 01:13 (1:13 a.m.) written by LPN-F documents At 0025 (12:25 a.m.
) writer and CNA heard the room door of [room number] close loudly. CNA went to check immediately and 
found resident laying on his back in the bathroom doorway. Resident had pulled his brief off prior to going to 
bathroom and urine was noted on the floor in center of room. Resident has used w/c to navigate to the 
bathroom door. W/C was outside the bathroom, facing into his room. Resident was barefoot. RN was called 
to assess resident. ROM (range of motion) WNL (within normal limits). Neuro check negative. No bumps or 
bruises noted. Resident alert. Forgetful. Did not put call light on. Urinal was in reach of bed as call light was 
also in reach on bed. Vitals taken at 0025 150/90 98.0 - 101 - 18 94%. Resident was hoyered into bed with 3 
assist. Reminded to call for assistance or use urinal or to get up. Will continue neuro checks as facility 
protocol.Surveyor reviewed the facility's fall investigation which included an investigative report for date of 
incident of 8/31/25 prepared by Director of Nursing (DON)-B. The summary of alleged incident documents A 
door was heard slamming in resident's room. CNA went to room and found resident on the floor, laying on 
his back in the doorway of his bathroom. Resident stated he slipped and fell. Resident had removed his brief, 
and urine was on the floor. Call light was not in use. RN assessed resident. ROM (range of motion) WNL 
(within normal limits). Neuro check negative. Vitals stable. Resident assisted off the floor via hoyer lift. 
[Name] PA (physician assistant) updated via HUCU. Resident's POA [name] updated. Diagnoses include 
cerebral infarction, DM2, metabolic encephalopathy, fracture of L (left) pubis, syncope, falls, anemia, and 
CKD (chronic kidney disease). IDT discussed fall. Root cause determined resident self-transferring to 
bathroom without calling for assistance, related to cognitive deficits. New intervention to offer toileting with 
every interaction. Also included in the facility's fall investigation is an incident report dated 8/31/25, fall risk 
evaluation dated 8/31/25, e-interact change in condition evaluation dated 8/31/25, pain tool dated 8/31/25, 
R1's progress notes dated 8/31/25 at 01:13 (1:13 a.m.) and 01:18 (1:18 a.m.) and R1's at risk for falls care 
plan initiated 7/25/25 & revised 8/31/25.Surveyor noted the facility did not conduct a thorough investigation 
as the facility did not investigate who last observed R1, what was R1 doing, when was R1 last toileted, and 
were prior interventions in place at the time of R1's fall and whether these interventions continue to be 
effective. There are no staff statements or evidence staff was interviewed regarding R1's fall. In addition the 
facility did not address R1 self transferring and none of R1's care plans address R1 self transferring. R1's fall 
risk evaluation dated 8/31/25 has a score of 11. A total score of 10 or greater is high risk for falls.On 9/3/25, 
at 3:32 p.m., Surveyor observed R1 sitting on the edge of the bed. Surveyor observed R1 is not wearing 
gripper socks and has bare feet. Surveyor observed Certified Nursing Assistant (CNA)-J enter R1's room and 
ask R1 about a shower. Surveyor observed CNA-J did not offer toileting to R1 according to R1's plan of care. 
On 9/3/25, at 3:35 p.m., Surveyor asked CNA-J about R1's toileting and if they ask R1 if he needs to use the 
bathroom. CNA-J replied no and explained R1 will call staff. CNA-J informed Surveyor R1 has an urinal at 
his bed so will only call when he has to have a BM (bowel movement).On 9/4/25, at 8:19 a.m., Surveyor 
observed R1's Visual/Bedside Kardex report as of 8/22/25 located inside R1's closet. Surveyor noted this 
kardex does not include the fall intervention to offer resident assistance with using the toilet with every 
interaction which was initiated on 8/31/25.On 9/4/25, at 12:08 p.m., Surveyor asked CNA-E when she goes 
in R1's room does she have to offer to toilet R1 or does he ask. CNA-E informed Surveyor this is the first day 
working with R1. CNA-E informed Surveyor R1 is incontinent but will say when he wants to be on the toilet.
On 9/4/25, at 2:19 p.m., Surveyor met with LPN/UM-I to discuss R1's falls. LPN/UM-I informed Surveyor R1's 
first two falls occurred while R1 resided on the rehab unit. Surveyor inquired who Surveyor should speak 
with. LPN/UM-I replied name of RN/UM-H. Surveyor asked LPN/UM-I if she investigated R1's fall on 8/31/25. 
LPN/UM-I informed Surveyor name of DON-B investigated this fall.On 9/4/25, at 3:20 p.m., Surveyor 
interviewed RN/UM-H. RN/UM-H explained when a resident falls the nurse on the unit will check for injury, 
neuro checks are done, notify the provider, notify the family if there is a POA or if the resident is their own 
person will ask if they want the family contacted. The resident is transferred to bed with a hoyer. There is on 
going monitoring, vital signs, pain assessment and the care plan is updated with the latest intervention. 
Surveyor asked RN/UM-H if there is a fall investigation. RN/UM-H replied I do that. RN/UM-H explained she 
asked staff what happened, what was the resident doing, did they call for help. RN/UM-H informed Surveyor 
they try to figure out what happened and add an intervention. Surveyor asked RN/UM-H if their investigation 
includes staff statements. RN/UM-H replied we do, a lot of falls have statements. RN/UM-H informed 
Surveyor night shift is pretty good as she's not here. Surveyor asked RN/UM-H what happens to the staff 
statements. RN/UM-H informed Surveyor they are added to the incident report. Surveyor asked RN/UM-H 
what happens with her fall investigation. RN/UM-H informed Surveyor she gives the information to DON-B 
and DON-B and Nursing Home Administrator (NHA)-A review it. Surveyor asked RN/UM-H regarding R1's 
fall on 8/11/25. RN/UM-H informed Surveyor R1 was getting up frequently without calling staff. RN/UM-H 
informed Surveyor it looks like R1 didn't have the proper footwear on at the time R1 was attempting to get 
into bed. Surveyor informed RN/UM-H the investigation does not include who last saw R1 what was R1 
doing and if prior interventions were in place. Surveyor informed RN/UM-H staff was aware R1 had self 
transferred onto the toilet but there is no evidence R1's self transferring was addressed. Surveyor inquired 
regarding R1's fall on 8/19/25. RN/UM-H informed Surveyor they were concerned with R1's mobility and 
stated we just knew something was wrong. Surveyor asked RN/UM-H after R1 was transferred to the 
hospital asked if there were any staff statements or was staff interviewed. RN/UM-H replied I don't believe for 
that one. Surveyor informed RN/UM-H Surveyor has the same concerns as R1's fall on 8/11/25. Surveyor 
informed RN/UM-H there is no evidence staff was spoken to as to what was R1 doing prior to the fall, when 
was R1 last observed, when was R1 last toileted so R1 wouldn't attempt to self transfer. Surveyor informed 
RN/UM-H the facility still had not addressed R1's self transferring.On 9/8/25, at 9:54 a.m., Surveyor met with 
DON-B. Surveyor inquired about staff statements. DON-B informed Surveyor they do not obtain staff 
statements. Surveyor asked DON-B if there is ever a time they would get staff statements or interview staff 
regarding a resident's fall. DON-B informed Surveyor if there is an unknown or vague documentation they 
would get staff statements. DON-B informed Surveyor for R1's fall with fracture on 8/19/25 they obtained 
staff statements. Surveyor informed DON-B the fall investigation she completed for R1's fall on 8/31/25 does 
not address who last saw R1, what was R1 doing, when was R1 last toileted, were prior intervention in place 
and were these interventions effective. Surveyor informed DON-B the facility did not address R1's self 
transferring and R1's care plans do not address self transferring. DON-B informed Surveyor she has never 
addressed self transferring in a care plan. Surveyor asked DON-B if there is anything Surveyor should 
review. DON-B replied nope.No additional information was provided. 2.) R3 was admitted to the facility on 
[DATE] with diagnoses which include hemiplegia (paralysis on one side of the body) and hemiparesis 
(weakness one one side) following cerebral infarction (type of stroke) affecting right dominate side, diabetes 
mellitus (high blood sugar), chronic kidney disease (kidneys are damaged and cannot filter blood and waste 
effectively), , aphasia (language disorder that affects a persons ability to communicate), and dysphagia 
(difficulty swallowing). R3's power of attorney for healthcare was activated on 5/6/25.R3's hospital Discharge 
summary dated [DATE] under admission diagnoses documents fall.R3's at risk for falls care plan initiated 
6/12/25 and revised 8/26/25 documents the following interventions: Anticipate and meet the resident's 
needs, initiated 6/12/25. Be sure the resident's call light is within reach and encourage the resident to use it 
for assistance as needed. The resident needs prompt response to all requests for assistance, initiated 
6/12/25. Follow facility fall protocol, initiated 6/12/25. PT/OT (physical therapy/occupational therapy) evaluate 
and treat as ordered or PRN (as needed), initiated 6/12/25. Soft touch call light in place, initiated 6/26/25. 
Offer resident to eat meals by the nurses station per her preference, initiated 7/7/25 & revised 8/18/25. Offer 
the resident assistance to go to bed after dinner, initiated 7/14/25. Encourage resident to participate in 
activities and spend time in common areas while up in her wheelchair, initiated 8/2/25. Bed in lowest position 
while resident is in it, initiated 8/4/25. Encourage resident to rest in bed or take a nap after lunch, initiated 
8/21/25. Dycem in wheelchair, initiated 8/26/25.R3's admission MDS (minimum data set) with an assessment 
reference date of 6/18/25 has a BIMS (brief interview mental status) score of 0 which indicates severe 
cognitive impairment. R3 is assessed as being dependent for toileting hygiene, chair/bed to chair transfer, 
and toilet transfer. R3 is assessed as requiring substantial/maximal assistance for rolling left and right. R3 is 
frequently incontinent of urine and always incontinent of bowel. R3 fell one month prior to admission and has 
not fallen since admission. R3's Fall CAA dated 6/23/25 under analysis of finding for nature of the 
problem/condition is blank. Under care plan considerations for describe impact of this problem/need on the 
resident and your rationale for care plan decision documents CAA triggered for falls due to risk factors 
resulting from Balance problems: Not steady, only able to stabilize with human assistance for moving from 
seated to standing position, moving on and off toilet and surface-to-surface transfer; [R3's first name] has 
had a CVA (cerebrovascular accident) with right side flaccid. Resident admitted to facility with fall history. 
Resident has had no falls during this assessment period, refer to DQI documentation. Nursing staff assists 
resident with ADLs (activities daily living) as needed according to facility policy. Resident is at risk for fall 
related injury, Resident receives physician ordered physical and occupational therapy services. No referrals 
at this time, will proceed to care plan with goal to have no fall related injuries.R3's fall risk evaluation dated 
6/11/25 & 6/30/25 has a score of 9. A total score of 10 or greater, the resident should be considered high risk.
R3's nurses note date 6/26/25 at 7:49 a.m. created on 7/1/25 at 9:50 a.m. written by Registered Nurse/Unit 
Manager (RN/UM)-H documents: Patient found laying on floor next to bed by CNA (Certified Nursing 
Assistant) and called writer to room. Resident stated I crawled out of bed to go to the bathroom. Patient 
assessed, no injury noted, VSS (vital signs stable), no c/o (complaint of) pain/discomfort, patient transferred 
back into bed with hoyer lift. Neuro checks performed. [Name] NP (Nurse Practitioner) notified. Resident's 
POA (power of attorney) [Name] notified.Surveyor reviewed the facility's fall investigation which included an 
investigative report for date of incident of 6/26/25 prepared by RN/UM-H. The summary of alleged incident 
documents Patient found laying on floor next to bed by CNA and called writer to room. Resident stated I 
crawled out of bed to go to the bathroom. Patient assessed, no injury noted, VSS, no c/o pain/discomfort, 
patient transferred back into bed with hoyer lift. Neuro checks performed. [Name] NP notified. Resident's 
POA, [Name] notified. Pertinent diagnoses include weakness, DM, unsteadiness on feet, repeated falls and 
history of CVA. IDT (interdisciplinary team) discussed fall, determined root cause to be resident not calling 
for assistance. Care plan updated to have soft touch call light in place. Also included in the facility's fall 
investigation is an incident report dated 6/26/25, SBAR (situation, background, appearance, review and 
notify) dated 6/26/25, pain tool dated 6/26/25, fall risk evaluation dated 6/26/25, neurological flow sheet 
starting on 6/26/25 at 0715 (7:15 a.m.), R3's progress notes dated 6/26/25 at 07:15 (7:15 a.m.), 07:49 (7:49 
a.m.) & 7:26 p.m., and R3's at risk for falls care plan initiated & revised 6/12/25.Surveyor noted the facility did 
not conduct a thorough investigation as the facility did not investigate who last observed R3, what was R3 
doing, how was R3 positioned in bed, when was R3 last toileted, and were prior interventions in place at the 
time of R3's fall and whether these interventions continue to be effective.R3's nurses note dated 7/7/25 at 
18:30 (6:30 p.m.) created on 8/21/25 by Licensed Practical Nurse/Unit Manager (LPN/UM)-I documents 
Resident had an unwitnessed fall in the dining room after dinner, discovered by housekeeping. She 
sustained a minor forehead laceration and bruising near the right eye but denied hitting her head. No other 
injuries noted; vitals and neuro checks were WNL (within normal limits). EMS (emergency medical services) 
transported resident to [Name] Hospital. POA (power of attorney), on call NP, and Unit Manager notified. 
Care plan updated for meals with nurses station per resident preference.Surveyor reviewed the facility's fall 
investigation which included an investigative report for date of incident of 7/7/25 prepared by LPN/UM-I The 
summary of alleged incident documents Resident experienced an unwitnessed fall in the dining room 
following dinner. She was discovered on the floor by housekeeping staff. On assessment, resident had a 
minor laceration to the right forehead and mild bruising with minimal bleeding noted at the corner of her right 
eye. Resident reported, I was trying to pick up my hearing aide and I was sliding, then I fell. She denied 
striking her head. Further assessment revealed no additional injuries to the head or body. Vital signs were 
obtained and neurological checks were initiated, all within normal limits. EMS was contacted and the resident 
was transferred to [Name] Hospital for further evaluation. The POA, on-call NP, and Unit Manager were 
notified. Pertinent diagnoses include: Hemiplegia and Hemiparesis following cerebral infarction affecting right 
dominate side, muscle weakness (generalized); polyarthritis, unspecified; repeated falls; spondylosis without 
myelopathy, lumbar region; strain of unspecified muscle; fascia and tendon at shoulder and upper arm level, 
right arm; type 2 diabetes mellitus; unspecified fall; unsteadiness on feet; vitamin D deficiency. The IDT 
reviewed the incident and determined that the fall occurred when the resident attempted to reach down to 
retrieve her hearing aid, causing her to slip from her wheelchair. The care plan was updated with: meals near 
nurses' station per resident preference. Also included in the facility's fall investigation is an in[TRUNCATED]

66525064

02/05/2026


