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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, interview, document review and policy review, the facility failed to ensure that fall risks were 
assessed and that adequate fall interventions were developed, implemented and revised for one of three 
residents (Resident (R)2) reviewed for falls. R2 was admitted to the facility following a fall at home where R2 
sustained a subdural hematoma. The subdural hematoma was still present and in need of monitoring post 
admission to the facility. Upon admission, R2 was assessed to be at risk for falls with initial safety 
interventions including a low bed and frequent rounding (frequency not specified). On 4/20/25 the facility 
placed a sensor alarm to prevent falls. Progress notes indicate R2 frequently setting off the alarms related to 
impulsivity and frequent self-transfers. On 4/24/25 R2's Nurse Practitioner noted, in their neuro psych initial 
evaluation of R2: (R2) is oriented times 1(oriented to self), unable to answer questions appropriately. 
Walking unsteadily in room while self-transfers to bathroom. Poor safety awareness and impulsivity noted. 
Foley catheter remains intact. Despite assessment documenting R2 is unable to answer questions 
appropriately, is unsteady, frequently self-transferring and impulsive, these factors were not addressed as 
risk factors and addressed in R2's care plans to prevent falls. Review of R2's overall care plans include 
interventions such as 1:1 (one on one) support as indicated without specifying what would be a circumstance 
to provide 1:1 support. The care plans encourage R2 to be as independent as possible yet R2 is assessed to 
be at risk for falls and staff are to anticipate needs.On 4/30/25 R2 sustained a fall in their room at 
approximately 2:15 pm. R2 was found on the floor between the end table and under the television. The 
motion sensor was not on at the time of the fall. The fall documents indicate prior to staff seeing R2 in their 
room, R2 was last seen in activities. The fall report does not indicate who assisted R2 back to their room 
after activities and whether fall interventions were implemented at that time, including activating the sensor 
alarm. The root cause of the fall was resident was spontaneous with ambulation and forgetting they needed 
assistance, R2 had motion sensor in place but not on. The intervention post fall was to educate staff on the 
importance of alarm being on. Staff statements as part of the fall report indicate R2 frequently self-transfers 
and R2 stood up and fell. The call light was in place but not activated. The fall investigation does not include 
whether frequent rounding, as a care plan intervention, had been implemented or when R2 was last toileted. 
The last meal R2 was offered was lunch. There is no indication R2's care plan was revised to address R2's 
frequent self-transfers or review of R2's routine to assess/implement interventions to prevent falls.R2 was 
hospitalized [DATE]-[DATE] related to having a change in condition and ultimately having their gallbladder 
removed. R2 returned to the facility still having a catheter in place with treatment for a urinary tract infection 
(UTI). The fall risk assessment upon readmission indicated R2 is at risk for falls. There is no notation or 
assessment post readmission of R2's cognitive status post anesthesia related to R2 having surgery to 
remove R2's gall bladder. On 5/16/25 R2 had a follow up brain scan where scan results indicated worsening 
of R2's subdural hematoma since R2's original admission to the facility on 4/17/25. Consultation 
documentation indicates R2's subdural hematoma increased in size from 9mm to 11mm. On 5/17/25 at 
approximately 9:00 am R2 was found by a dietary aide on the floor in the dining room. R2 shared they hit 
their head, and their hip hurt. It was noted in the fall report R2's wheelchair was pushed back, and the brakes 
were noted to not be on. Statements from staff post fall indicate different timelines of when R2 was last 
observed or when the breakfast meal took place. The post fall investigation does not include details 
regarding whether R2 had concluded eating breakfast or if R2 still had a meal in front of them at the time of 
the fall. R2 had a care plan intervention indicating R2 required supervision and assistance with meals; 
supervision and assistance is not defined on R2's care plan. There is no indication anyone was supervising 
R2. R2 was sent to the hospital for evaluation due to noted pain in their head and hip and noted change in 
mental status. The root cause analysis indicates R2 tried to stand up without a call light because they were in 
the dining room, the wheelchair was unlocked and R2 requires assistance and is unsteady on their feet. The 
intervention is to not leave R2 unattended in the dining room. Review of the documentation of R2's initial 
emergency department visit on 5/17/25 notes the scan results from 5/16/25 and worsening results of the 
subdural hematoma and indication it may measure a further increase in the bleed than the scan from 
5/16/25. Risk management: hospitalization considered but decision made not to admit. Diagnosis includes 
fall, initial encounter, subdural hematoma, contusion of right hip. R2 was discharged from the hospital at 
12:15 pm. Review R2's record post return to the facility on 5/17/25 indicates R2's risk assessment was 
scored lower than previous fall assessments. No changes were made to R2's care plan regarding worsening 
subdural hematoma or need for increased monitoring for changes in status beyond the intervention to 
supervise in the dining room.On 5/17/25 at approximately 3:35 pm R2 was found on the floor in their room 
with a noted area of discoloration to the left occipital near post temporal line on their head. Statements from 
staff include different explanations of what R2 was doing at the time of fall including attempting to get 
something, changing chairs, or adjusting blankets. The fall documentation indicates Certified Nursing 
Assistant (CNA)1 was in R2's room just prior to R2's fall from the chair. CNA1 did not notice or ensure R2's 
sensor alarm was in place or activated at the time they were in the room before the fall. CNA1 indicated they 
were not aware of the safety intervention. R2 was transferred to the emergency department post fall. The 
emergency department evaluation indicated R2 had a small rebleed on top of the previous intercranial 
hemorrhage, likely due to recent fall. Transfer to (name of hospital with neurological surgery team) ICU 
(intensive care unit) for further evaluation and management. Clinical impression: traumatic subdural 
hematoma with unknown loss of consciousness, initial encounter. The facility's failure to assess R2's risk 
factors to include frequent self-transferring, impulsivity, and unsteadiness to establish individualized 
interventions to prevent falls, its failure to develop specific/detailed care plans, and its failure to consistently 
implement care-planned interventions created a reasonable likelihood for serious harm. R2 sustained 3 
avoidable falls in the facility with two fall on 5/17/25 resulting in R2 hitting his head and requiring transfer to 
the hospital. This created a situation of immediate jeopardy for R2 starting 5/17/25. The Nursing Home 
Administrator (NHA)-A, Director of Nursing (DON)-B, and Corporate Consultant -(CC) were notified of the 
immediate jeopardy on 7/10/25 at approximately 8:55 pm. The immediate jeopardy was removed on 5/23/25. 
The deficient practice continues at a scope and severity of an E (potential for harm/pattern) related to the 
residents at risk for falls in the facility, as the facility continues to implement its action plan. Findings include: 
The facility's policy titled, Fall Risk Assessment last revised March 2018 revealed, The nursing staff, in 
conjunction with the attending physician, consultant pharmacist, therapy staff, and others, will seek to identify 
and document resident risk factors for fall and establish a resident-centered falls prevention plan based on 
relevant assessment information.Upon admission, quarterly, annually, and with significant change, the 
nursing staff and the physician will review a resident's record for a history of falls, especially falls in the last 
90 days and recurrent or periodic bouts of falling over time. Review of the facility's policy titled, Falls-Clinical 
Protocol last revised March 2018 revealed, Assessment and Recognition:.3. The staff and practitioner will 
review each resident's risk factors for falling and document in the medical record.5. The staff will evaluate, 
and document falls that occur while the individual is in the facility; for example, when and where they 
happen, any observations of the events, etc.Cause Identification.3. The staff and physician will continue to 
collect and evaluate information until the cause of the falling is identified.Treatment/Management.1. Based 
on the preceding assessment, the staff and physician will identify pertinent interventions to try to prevent 
subsequent falls and to address the risks of clinically significant consequences of falling.Monitoring and 
Follow-Up.4. If the individual continues to fall, the staff and physician will re-evaluate the situation and 
reconsider possible reasons for the resident's falling (instead of, or in addition to those that have already 
been identified) and also reconsider the current interventions. The facility's policy titled, Assessing Falls and 
Their Causes last revised March 2018 revealed, Purpose: The purposes of this procedure are to provide 
guidelines for assessing a resident after a fall and to assist staff in identifying causes of the fall.residents 
must be assessed upon admission and regularly afterward for potential risk of falls.If a resident has just 
fallen, or is found on the floor without a witness to the event, evaluate for possible injuries to the head, neck, 
spine, and extremities.Evaluate chains of events or circumstances preceding a recent fall. Review of the 
facility's policy titled, Falls and Fall Risk Managing last revised March 2018 revealed, Based on previous 
evaluations and current data, the staff will identify interventions related to the resident's specific risks and 
causes to try to prevent the resident from falling and to try to minimize complications from falling.
Resident-Centered Approaches to Managing Falls and Fall Risk.1. The staff, with the input of the attending 
physician, will implement a resident-centered fall prevention plan to reduce the specific risk factor(s) of falls 
for each resident at risk or with a history of falls.5. If falling recurs despite initial interventions, staff will 
implement additional or different interventions or indicate why the current approach remains relevant.8. 
Position-change alarms will not be used as the primary or sole interventions to prevent falls but rather will be 
used to assist the staff in identifying patterns and routines of the resident. The use of alarms will be 
monitored for efficacy and staff will respond to alarms in a timely manner. Review of the undated facility's 
policy titled, Kardex policy and procedure. revealed, Policy Statement: The facility will maintain an 
up-do-date Kardex for each resident to provide nursing staff and caregivers with a quick-reference summary 
of the resident's care needs, routines, and preferences. The Kardex is intended to supplement the 
comprehensive care plan and ensure continuity and quality of care. Purpose: To provide a concise, 
accessible reference tool that assists nursing staff in delivering personalized, consistent, and safe care in 
accordance with the resident's care plan. Scope: Applies to all nursing staff, caregivers, and interdisciplinary 
team members involved in direct resident care.Kardex: A non-legal, working document summarizing 
essential care plan components. Care Plan: A legally required document outlining assessed needs and 
interventions developed by the interdisciplinary team.Each Kardex should include the following sections:.
Safety precautions (e.g., fall risk.) .Responsibilities:.CNA [Certified Nursing Assistant]-Use Kardex as a 
reference for daily care tasks and report changes. According to https://my.clevelandclinic.
org/health/diseases/21183-subdural-hematoma, What are the risk factors for subdural hematoma? Anyone 
can get a subdural hematoma from an accidental head injury. But certain factors can increase your risk, 
including: Age: People 65 and older and babies are more at risk for getting subdural hematomas. As you 
age, your brain shrinks inside your skull. The space between your skull and brain widens. This makes the 
tiny veins in the membranes between your skull and brain stretch. These thinned, stretched veins are more 
likely to tear, even if you experience a minor head injury. What are the complications of subdural hematoma? 
Without treatment, large hematomas can lead to coma and death. Other complications include: Brain 
herniation: Increased pressure from a pool of blood can squeeze and push brain tissue so it moves from its 
normal position. A brain herniation is often fatal. Repeated bleeding: People older than 65 who are 
recovering from a hematoma have a higher risk of another hemorrhage due to changes in their brain tissues. 
Seizures: Seizures may develop even after you receive treatment for a hematoma. R2's Face Sheet located 
in the electronic medical record (EMR) under the Face Sheet tab revealed R2 was admitted to the facility on 
[DATE] with diagnosis of traumatic subdural hemorrhage without loss of consciousness due to a fall at home. 
Additional diagnoses include unspecified dementia, unspecified severity, without behavioral disturbance, 
psychotic disturbance, mood disturbance, and anxiety. On 4/17/25 at 10:01 pm progress notes indicate: 
Resident being monitored d/t (due to) being 72hr (hour) new admission to facility post hospitalization d/t fall 
at home and became increasingly confused was taken to hospital and diagnosed w (with)/Subdural 
Hematoma and has HX (history) of Dementia; resident also had urinary retention while in hospital and 
currently has indwelling foley catheter. Resident is alert to name but does not answer simple questions when 
asked but will make eye contact when being talked too; resident has been non-verbal for nurse this shift and 
staff to anticipate resident's needs as he is unable to communicate them at this time. Resident has call light 
within reach but will do 15 min (minute) checks to ensure resident has no needs d/t being unsure if resident 
is aware of his surroundings. Resident awake/alert this shift did assist w/taking drinks from his sippee (sic) 
cup when writer giving him meds (medications) tonight.Resident had a fall at home and had AMS (altered 
mental status) and generalized weakness. He was admitted to the hospital on 4/6 for subdural hematoma. 
History of dementia, bipolar disorder, PE (pulmonary embolism), HTN (hypertension), AFIB (atrial fibrillation) 
with long term anticoagulation. VSS (vital signs stable). No s/s (signs/symptoms) of pain. DNR (Do Not 
Resuscitate). Alert. Nonverbal currently, did not respond to questions. Transferred with assist of 2 with gait 
belt and [NAME] steady (sic). Surveyor noted R2 was initially placed on 15-minute checks related to not 
being familiar with the facility. On 4/17/25 a care plan with a problem for agitation related to/manifested by 
unfamiliar care staff, new living environment, diagnosis of dementia was implemented. Interventions dated 
4/17/25 include approach in a calm, non-threatening manner; depression screens PRN (as needed); 
encourage expression of feelings; encourage resident family to seek out social services with 
concerns/problems; monitor for changes in mood or behaviors, report to social services & nursing; offer 
choices; offer quiet setting; psych consult as indicated; re-approach as necessary; speak in a calm soothing 
voice. Surveyor noted 15 minute checks were not part of R2's initial adjustment/agitation plan of care . On 
4/17/25 a care plan for potential for adjustment issues was initiated. Interventions dated 4/17/25 include to 
allow /encourage to direct care as able; encourage active participation; encourage resident/family to 
communicate likes/dislikes with staff, share questions/ concerns; encourage to make decisions as able; 
encourage visits by support system (family, friends, church etc.); provide 1:1 support as needed. The care 
plan did not specify what would require 1:1 support. On 4/17/25 R2's care plan for alteration in thought 
process/confusion related to/manifested by traumatic subdural hemorrhage & dementia diagnosis was 
initiated. Interventions dated 4/17/25 include allow to be as independent as possible; allow time to respond 
as necessary; attempt to anticipate needs as needed; explain procedures; if appears lost, offer direction; 
monitor for changes in cognitive behavior and report to social services & nursing; offer choices appropriate 
with level of ability; offer gentle reminders as needed; offer quiet setting; speak in calm voice. On 4/18/25 a 
care plan for I am in a new situation with interventions dated 4/18/25 included: accompany to meals, therapy, 
bathroom, activities as needed; check on resident on how they are adjusting to the facility; describe layout of 
the facility. Review of R2's admission Minimum Data Set (MDS), located in the MDS tab in the EMR with an 
Assessment Reference Date (ARD) of 04/22/25, revealed a Brief Interview for Mental Status (BIMS) had no 
score out of 15, which indicated severe cognitive impairment and R2 was rarely or never understood. 
According to the MDS, R2 required substantial/maximum assistance from staff for rolling left and right, and 
dependent with toileting, sit to lying, lying to sitting on the side of the bed, sitting to standing, and 
chair/bed-to-chair transfers. The resident had a fall in the last month prior to admission/entry or reentry. R2's 
initial assessment documentation located in the EMR under the Resident Documents tab dated 04/17/25 
documented the resident was nonverbal with dementia. Fall preventions identified included gripper socks 
and grab bars. The resident was assessed to be a fall risk but did not require fall mats or alarms. The care 
plan for falls was initiated on 04/18/25 and did not include these assessed interventions of gripper socks and 
grab bars. R2's Care Plan located in the EMR under the Care Plan tab initiated 04/18/25 revealed R2 was at 
risk for falls as he had a fall at home. Goal documented is Reduction in chance of falls. Interventions 
included frequent rounding and low bed initiated on 04/18/25. The care plan did not specify what constituted 
frequent rounding. Review of R2's John Hopkins Fall Risk Assessment Tools located in the EMR under the 
Observations tab revealed the resident had multiple assessments completed during his stay:Upon admission 
on [DATE], his score was assessed at 13.0, which indicated moderate fall risk. However, the care plan still 
identified only the two interventions noted above. Review of R2's Progress Notes located in the EMR under 
the Progress Notes tab revealed regular and consistent documentation of the resident attempting to 
self-ambulate and walk, placing himself at risk of falls. However, the resident's care plan failed to identify the 
resident's history of falling, which included a subdural hematoma from a fall at home. The care plan failed to 
include a resident-centered approach to R2's confusion and documented frequent attempts to self-ambulate. 
On 4/18/25 at 1:42 PM documentation includes admit: Resident admitted post hospitalization related to fall at 
home resulting in a subdural hematoma . Resident 2 assist using gait belt and EZ stand at this time. 
Resident self-transferred this morning and OT (Occupational Therapist) found him standing beside his 
dresser. Resident was incontinent of bowel at this time. Resident has a foley catheter and a follow up 
appointment with urology. Resident has been nonverbal since admission. Resident smiled at writer and will 
answer yes or no questions by shaking his head. Surveyor noted R2's care plan to address problem of my 
ability to dress & toilet without assistance includes an intervention dated 4/18/25 to perform self-cares with 
the assistance of 1 staff member. Surveyor noted there isn't a care plan to address R2's bowel incontinence. 
On 4/19/25 at 9:46 AM progress notes document . Eats meals in the dining room, needs assist with meals. 
Transfers with assist of 2 with EZ stand. Resident was leaning to the right in his w/c (wheelchair), pillow 
placed. On 4 /19/25 at 5:38 PM documentation includes: . Trace edema present to bilateral lower legs, 
ankles and feet. Resident is using EZ stand for all transfers with 2 staff assistance. Resident needs verbal 
cues throughout any task and ongoing encouragement. When sitting in wheelchair resident leans to his right 
side. Staff only used wheelchair for meal this shift as it does not appear safe for resident to sit in chair. He 
leans forward and will fall out. Goal is for resident to workwith therapy for strengthening. Surveyor noted the 
use of a pillow to position R2 in the wheelchair was not an added intervention to R2's care plans. Review of 
R2's Progress Notes located in the EMR under the Progress Notes tab documented on 04/20/25 at 9:49 AM 
. Eats meals in the dining room, fed self breakfast today. Transfers with assist of 2 with EZ stand. Resident 
attempting to get out of his w/c several times after breakfast. Resident was then transferred to his recliner. 
Soft touch call light within reach, uses it at times. R2's Progress Notes located in the EMR under the 
Progress Notes tab Dietitian (RD) documented on 04/20/25 at 6:49 PM, Motion sensor alarm placed in room 
as resident tries to get out of his chair on his own without using the call light at times. The intervention to add 
the motion sensor alarm was initiated on 04/20/25. R2's Care Card information provided by the Administrator 
on 07/10/25 at 12:32 PM, revealed the resident was identified with interventions for falls on 04/20/25 that 
included, Motion alarm on when he is in the room by himself for safety. No additional interventions were 
documented on the Care Card for CNA use. R2's Progress Note located in the EMR under the Progress 
Notes tab documented on 4/21/25 at 1:08 PM: Resident was observed by another nurse that resident was 
pushing on the front entrance/exit door while sitting in his w/c. Writer observed resident was restless, 
attempting to stand up from his w/c. When asked if he had pain he stated yes. PRN (as needed) Tylenol 
given. Resident was then redirected and assisted to the dining room. Wander guard placed on right wrist. 
POA (power of attorney) notified. Surveyor noted there is no care plan to address R2's risk for/attempts to 
exit the facility or a care plan to address R2 wearing a wanderguard. On 4/21/25 at 4:59 PM Medicare 
charting documents: Medicare. Resident is alert to self and wife only. He does not answer questions 
appropriately. He is restless and frequently trying to stand unassisted or self-transfer. Motion sensor alarm 
on while in room alone. He is assisted to common areas as much as possible to be supervised. He is 
transferring with EZ stand. He does propel self in w/c short distances. He has foley in place draining clear 
yellow urine. He was incontinent of small BM in brief. He needs assist with eating and drinking. He has 
occasional facial grimace during transfers and repositioning. Has prn pain medication ordered. He is working 
with therapy for strengthening, will continue to monitor. Surveyor noted facility nursing staff continue to 
document about R2's restlessness and frequent attempts to stand or transfer without assistance. This note 
indicates the need for increased supervision however, increased supervision with specified details is not an 
intervention on R2's plan of care. On 4/23/25 a SNF Progress Note was completed by Nurse Practitioner 
(NP1). Under NEURO/PSYCH it is documented - Oriented x1, unable to answer questions appropriately. 
Walking unsteadily in room while self-transferring to bathroom. Poor safety awareness and impulsivity noted. 
Foley catheter remains intact draining yellow urine. Under assessment and plan it is documented: G30.1 - 
Alzheimer's disease with late onset: POA activated. Further decline expected. Longterm (sic) goal to move to 
Mauston where his son is moving within the next year. Patient continues on memantine for underlying 
dementia. Due to his underlying dementia, poor safety awareness, and impulsivity, falls are inevitable. 
Patient is oriented x1 and unable to answer questions appropriately. Surveyor noted R2's care plan for risk 
for falls does not include R2 receiving memantine (Namenda) which has a side effect of dizziness. 
Additionally, despite NP1 noting R2's unsteady walking, self-transferring to the bathroom, poor safety 
awareness, and impulsivity, there are no revisions to R2's care plan to address these risk factors. Surveyor 
noted it is not documented if the motion sensor was in place and on when NP1 witnessed R2 walking and 
self-transferring in their room. A progress note dated 4/24/25 documents: Constantly trying to pull off brief 
and pull at catheter and stand at edge of bed on own. Resident re-positioned and toileted many times. Did 
have one large BM, but after continues to not sleep and self-transfer. CNAs got resident dressed and up in 
w/c d/t being safety issue. Is currently sitting in nursing station with staff to better monitor for safety. Resident 
states that he wants to leave and go home. Explained to resident that he is too weak to safely discharge 
currently and needs rehab for strengthening. Resident nods head in aggreance (sic) but continues to try and 
stand from w/c or propel towards doorways. Wander guard in place to right wrist at this time. Surveyor also 
noted staff implementing increased supervision and increased supervision as a safety measure is still not 
part of R2's fall risk care plan. On 4/24/25 at 11:29 AM progress notes document: Writer obtained verbal 
consent from APOA/ (name of) for resident to change rooms closer to nurse's station. Resident will be 
moved to rm (room number documented). Resident status change form completed and put in med recs, 
nursing notified of consent. A progress note recorded as Late Entry on 04/28/2025 09:52 PM for 4/26/25 at 
3:00 AM documents: Resident being monitored d/t having behaviors and wandering t/o (sic) night couple 
nights ago and also d/t having +UA (positive urinalysis) w/pending culture. Resident has been sleeping this 
shift w/out any concerns and VSS as noted. On 4/29/25 at 3:45 PM a late entry note for 4/26/25 at 6:40 PM 
documents: Resident has dementia dx (diagnosis) and has sundown behaviors in the evening, very restless 
and trying to stand up unassisted. He also tries to get out of bed unassisted all night long, per night nurse 
report does not sleep much, and motion sensor alarm frequently sounding. He becomes very anxious when 
his wife is not in the room with him. NP updated and new orders received. Progress notes dated 4/27/25 at 
6:50 PM documents new order received to give Melatonin 3mg QHS (at bedtime) for sleep PRN. Surveyor 
noted R2's care plan was not updated to identify when R2 should receive Melatonin as a PRN and if there is 
an increased risk for falls with the new medication. On 4/29/25 orders were received for R2 to receive 
scheduled 5 mg of Melatonin nightly. R2's Progress Note located in the EMR under the Progress Notes tab 
documented on 04/30/25 at 3:20 PM that R2, .continued to be monitored at this time r/t [related to] 
unobserved fall in room.found sitting on the floor in between his end table and chair underneath the 
television by RA [resident aide] .resident stated that he was getting up from his recliner and fell. When asked 
where he was going, he stated he wasn't sure.Has motion sensor alarm.was not sounding and was turned 
off. Per orders, motion sensor alarm is to be on at all times when resident is alone in room. Staff re-education 
to be started on ensure sensor alarm is to be on and frequent rounding. Paper to be signed by staff before 
starting shift. The fall investigation revealed that the motion sensor was not turned on, according to the fall 
care plan intervention. Review of staff statements, and the fall investigation details indicate R2 fell at 2:15 
PM and was last seen at 1:15 PM in activities and R2's last meal was at 12:00 PM. There isn't detail 
regarding whether R2 was incontinent/continent of bowel at the time of fall or when R2 was last toileted 
related to a bowel movement. Certified Nursing Assistant (CNA)7 indicates in their statement R2 was last 
seen at 2:00 PM but does not specify who saw R2. RN2's statement documented for the question did you 
ask resident what happened? What was the response? Frequently self-transfers + (and) stood up from 
recliner + fell. RN2 documents R2 was confused at the time of the fall per baseline. CNA7's statement does 
not include details of where R2 was seated when observed at 2:00 pm or who made the observation 
(whether it was CNA7 or other individual). The written statement by CNA7 documents: RA (resident 
assistant) told staff (referred to as room number) was on (sic) floor. Me (CNA7) and the nurse went and 
checked on the resident. Checked vitals and then assisted resident up. Resident put feet flat on the floor and 
stood with minimal assistance. R2's care plan was updated to include: ensure the sensor alarm is turned on 
prior to leaving the resident in room unsupervised, and call light within reach. Reeducation was provided. 
The facility root cause analysis completed on 5/1/25 documents Problem statement: was found sitting on 
floor between table next to recliner under tv. The documented answers to the five why questions include 
frequently stands up thinking he can walk unassisted; needs assistance; had motion alarm for 
intervention/not on; call light in reach, call light not on; A+O (alert & oriented) x 2, forgetful. The Root 
Cause(s): Resident is spontaneous with ambulation forgetting he needs assistance had motion alarm in 
place was not on. Intervention to re-educate staff on the importance of motion alarms needing to be on. The 
fall investigation does not include relevant details to help complete a thorough root cause analysis. The 
investigation does not include a statement from activity staff to determine who assisted R2 back to his room 
and whether intervention were in place at that time. The intervention to retrain staff on the motion sensor 
alarm did not address the factors of R2 forgetting he needs assistance and R2 frequently stands up. The Fall 
Risk Assessment Tool completed on 4/30/25 indicates a score of 20 indicating R2 is at high risk for falls 
(greater than 13 is considered high risk). Surveyor notes despite R2 having a foley catheter, the risk question 
for patient care equipment: any equipment that tethers patient (which included a catheter as an example) 
was not scored as a risk factor. Progress notes on 5/1/25 at 11:12 AM document . Resident continues to 
attempt to self-transfer. Resident has motion alarm on at all times when resident is in room alone . R2 was 
transferred to the hospital on 5/1/25 for a change in condition. R2 was admitted and ultimately had 
gallbladder surgery. R2 readmitted to the facility on [DATE]. The fall assessment completed on 5/9/25 
assesses R2 to have a fall risk score of 21 indicating R2 is at high risk for falls. Upon return to the facility 
there are no revisions to R2's care plans to monitor for any changes related to R2 having received 
anesthesia during the hospitalization and potential effects that may have on R2 given diagnoses of dementia 
and subdural hematoma. On 5/10/25 at 1:09 PM progress notes document: Resident readmitted s/p (status 
post) hospitalization for lap chole (laparoscopic cholecystectomy - gallbladder removal) on 05.06.25. 
Resident has dementia. He seems more confused than previous. He is attempting multiple times to get up 
out of wheelchair. He is unable to sit still. Continuous redirection given this shift. Transfers with gait belt, staff 
and walker. Resident denies any pain, lungs clear throughout, bowel sounds active. On 5/12/25 R2's medical 
record includes documentation of clarifying orders to re-start Tamsulosin (Flomax) (medication to trea
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Level of Harm - Potential for 
minimal harm

Residents Affected - Many

Post nurse staffing information every day.

Based on observation, interview, and record review, the facility did not ensure that the daily nurse staff 
posting included all required information accurately. This deficient practice has the potential to affect a 
pattern of all 39 residents residing in the facility.The facility's nurse staff posting did not accurately reflect the 
correct number of staff members on each daily nurse staff posting.Findings Include:The facility's Posting 
Direct Care Daily Staffing Numbers policy and procedure revised August 2022 documents:. Our facility will 
post on a daily basis for each shift nurse staffing data, including the number of nursing personnel responsible 
for providing direct care to Residents.Policy Interpretation and Implementation.1. Within two(2) hours of the 
beginning of each shift, the number of licensed nurses (RNs, LPNs, and LVNs) and the number of 
unlicensed nursing personnel (CNAs and Nas) directly responsible for Resident care is posted in a prominent 
location (accessible to Residents and visitors) and in a clear and readable format.2. The information 
recorded on the form shall include the followinga. The name of the facilityb. The current datec. The Resident 
census at the beginning of the shift which the information is postedd. 24 hour shift schedule operated by the 
facilitye. The shift for which the information is postedf. Type and category of nursing staff working during that 
shift who are paid by the facilityg. The actual time worked during that shift for each category and type of 
nursing staffh. Total number of licensed and non-licensed nursing staff working for the posted shift.3. Within 
2 hours of the beginning of each shift, the charge nurse or designee computes the number of direct care staff 
and completes the Nurse Staffing Information form. The charge nurse completes the form and posts the 
staffing information in the location(s) designated by the administrator.On 7/24/25, at 8:56 AM, Surveyor 
reviewed the documented daily postings from 7/11/25-7/24/25. The daily postings do not document the total 
nursing staff hours for each category for the following dates: 7/14/25, 7/15/25, 7/16/25, 7/21/25, and 7/23/25.
On 7/24/25, at 9:02 AM, Surveyor observed the daily posting for 7/24/25 and notes there are no total nursing 
staff hours documented for each category.On 7/24/25, at 9:05 AM, Surveyor interviewed Scheduler (SCH)-1 
in regard to the daily postings. SCH-1 confirmed SCH-1 is responsible for completing the daily postings for 
nursing staff. SCH-1 stated the third shift nurse usually posts the schedule for the following day. Surveyor 
asked SCH-1 if SCH-1 writes in the hours when the nursing staff schedule is posted. SCH-1 stated the hours 
can change during the day and the hours are not adjusted as the change may occur. SCH-1 stated the 
nursing hours are completed the next morning after the posted schedule and forwarded to the facility 
corporation. SCH-1 stated if there are blank documented nursing staff hours then, I didn't do it.On 7/24/25, at 
1:33 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A in regard to the required nursing staff 
posted information including nursing staff hours. NHA-A stated the expectation is that the hours are 
documented on the bottom of the schedule and nursing staff hours should be adjusted throughout the day as 
needed. NHA-A stated the nursing staff hours for the weekend are pre-filled out, but the actual hours should 
be adjusted on a daily basis. NHA-A confirmed that the expectation is that daily postings of actual working 
nursing staff should also document actual working nursing staff hours and should be documented on a daily 
basis. NHA-A and Surveyor both observed the daily nursing staff posting for 7/24/25 at this time and the 
nursing staff posting did not have documentation of the actual nursing staff hours currently working in the 
facility. NHA-A understands the concern that the required posting of actual nursing staff working has not 
been done. No further information has been provided by the facility regarding the posting of nursing staff 
hours.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Develop, implement, and/or maintain an effective training program that includes effective communications for 
direct care staff members.

Based on interview and record review, the facility did not ensure 6 of 6 direct care staff, chosen at random, 
received required training on effective communication. Licensed Practical Nurse (LPN)-2, and Certified 
Nursing Assistants (CNA) CNA1, CNA8, CNA9, CNA10 and CNA11 did not receive effective communication 
training. This deficient practice had the potential to affect all 39 Residents in the facility.Findings Include:The 
facility's In-Service Training, All Staff policy and procedure revised August 2022 documents: Policy 
StatementAll staff must participate in initial orientation and annual in-service training.Policy Interpretation and 
Implementation1. All staff are required to participate in regular in-service education. 2. For the purposes of 
this policy, staff means all new and existing personnel, individuals providing services under contractual 
agreement, and volunteers. 3. The primary objective of the in-service training is to ensure that staff are able 
to interact in a manner that enhances the Resident's quality of life and quality of care and can demonstrate 
competency in the topic areas of training.6. Required training topics include the following:a. Effective 
communication with Residents and family (direct care staff) .7. Training requirements are met prior to staff 
providing services to Residents, annually, and as necessary based on the facility assessment.8. Completed 
training is documented by staff development coordinator, or his or her designee and includes:a. Date and 
time of the trainingb. Topic of the trainingc. Method used for trainingd. A summary of the competency 
assessmente. Hours of training completed On 7/24/25, at 11:05 AM, Surveyor randomly selected direct care 
staff for review related to receiving required training. Surveyor reviewed the employee records for LPN2, 
CNA1, CNA8, CNA9, CNA10, and CNA11. The facility was unable to provide documentation verifying LPN2, 
CNA1, CNA8, CNA9, CNA10, and CNAQ received the required training for effective communication. On 
7/24/25, at 1:45 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A regarding LPN2, CNA1, 
CNA8, CNA9, CNA10, and CNA11 not having required training on effective communication. NHA-A stated, 
Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has no further documentation of 
completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, NHA-A and Director of Nursing 
(DON)-B were informed of the of the above findings. NHA-A stated, Education is a problem. NHA-A is 
looking at designating a training coordinator. NHA-A understands Surveyor's concern of staff not having 
completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Ensure that staff members are educated on resident rights and facility responsibilities to properly care for its 
residents.

Based on interview and record review, the facility did not ensure 4 facility staff, chosen at random, received 
required training on resident rights and responsibilities. Dietary Aide (DA)1 and Certified Nursing Assistants 
(CNAs), CNA1, CNA8, and CNA9 did not receive required training on resident rights and responsibilities. 
This practice had the potential to affect all 39 Residents in the facility.Findings Include:The facility's 
In-Service Training, All Staff policy and procedure revised August 2022 documents:Policy StatementAll staff 
must participate in initial orientation and annual in-service training. Policy Interpretation and 
Implementation1. All staff are required to participate in regular in-service education. 2. For the purposes of 
this policy, staff means all new and existing personnel, individuals providing services under contractual 
agreement, and volunteers.3. The primary objective of the in-service training is to ensure that staff are able 
to interact in a manner that enhances the Resident's quality of life and quality of care and can demonstrate 
competency in the topic areas of training.6. Required training topics include the following: .b. Resident rights 
and responsibilities7. Training requirements are met prior to staff providing services to Residents, annually, 
and as necessary based on the facility assessment.8. Completed training is documented by staff 
development coordinator, or his or her designee and includes:a. Date and time of the trainingb. Topic of the 
trainingc. Method used for trainingd. A summary of the competency assessmente. Hours of training 
completedOn 7/24/25, at 11:05 AM, Surveyor randomly selected staff for review for completing required 
training. Surveyor reviewed the employee records for DA1, CNA1, CNA8, and CNA9. The facility was unable 
to provide documentation verifying DA1, CNA1, CNA8, and CNA9, received the required resident rights and 
responsibilities training.On 7/24/25, at 1:45 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A 
iregarding DA1, CNA1, CNA8, and CNA9 not having required resident rights and responsibilities training. 
NHA-A stated, Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has no further 
documentation of completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, NHA-A and 
Director of Nursing (DON)-B were informed of the of the above findings. NHA-A stated, Education is a 
problem. NHA-A is looking at designating a training coordinator. NHA-A understands Surveyor's concern of 
staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Give their staff education on dementia care, and what abuse, neglect, and exploitation are; and how to report 
abuse, neglect, and exploitation.

Based on interview and record review, the facility did not ensure 4 facility staff, chosen at random, received 
training on abuse prevention, activities that constitute abuse, procedures for reporting abuse and dementia 
management and resident abuse prevention. Certified Nursing Assistants (CNAs), CNA1, CNA8, CNA10 and 
CNA11 did not receive this required training. This deficient practice had the potential to affect all 39 
Residents in the facility.Findings Include:The facility's In-Service Training, All Staff policy and procedure 
revised August 2022 documents:Policy StatementAll staff must participate in initial orientation and annual 
in-service training.Policy Interpretation and Implementation1. All staff are required to participate in regular 
in-service education. 2. For the purposes of this policy, staff means all new and existing personnel, 
individuals providing services under contractual agreement, and volunteers.3. The primary objective of the 
in-service training is to ensure that staff are able to interact in a manner that enhances the Resident's quality 
of life and quality of care and can demonstrate competency in the topic areas of training.6. Required training 
topics include the following: .c. Preventing abuse, neglect, exploitation or misappropriation of Resident 
property including:(1) Activities that constitute abuse, neglect, exploitation or misappropriation of Resident 
property(2) Procedures for reporting incidences of abuse, neglect, exploitation or misappropriation of 
Resident property(3) Dementia management and Resident abuse prevention .g. Compliance and Ethics 
program standards, policies and procedures. (Compliance and ethics training is conducted annually when 
this organization is operating 5 or more facilities)7. Training requirements are met prior to staff providing 
services to Residents, annually, and as necessary based on the facility assessment.8. Completed training is 
documented by staff development coordinator, or his or her designee and includes:a. Date and time of the 
trainingb. Topic of the trainingc. Method used for trainingd. A summary of the competency assessmente. 
Hours of training completed .On 7/24/25, at 11:05 AM, Surveyor randomly selected staff to review for 
completion of required training. Surveyor reviewed the employee records for CNA1, CNA8, CNA10 and 
CNA11. The facility was unable to provide documentation verifying CNA1, CNA8, CNA10 and CNA11 
received the required training on abuse prevention, activities that constitute abuse, procedures for reporting 
abuse and dementia management and resident abuse prevention. On 7/24/25, at 1:45 PM, Surveyor 
interviewed Nursing Home Administrator (NHA)-A in regard to CNA-1, CNA-8, CNA-10 and CNA-11 not 
having abuse prevention, activities that constitute abuse, procedures for reporting abuse and/or dementia 
management training . NHA-A stated, Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has 
no further documentation of completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, 
NHA-A and Director of Nursing (DON)-B were informed of the of the above findings. NHA-A stated, 
Education is a problem. NHA-A is looking at designating a training coordinator. NHA-A understands 
Surveyor's concern of staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Conduct mandatory training, for all staff, on the facility’s Quality Assurance and Performance Improvement 
Program.

Based on interview and record review, the facility did not ensure 4 facility staff, chosen at random, received 
required training on Quality Assurance Performance Improvement (QAPI) training. Certified Nursing 
Assistants (CNAs), CNA1, CNA8, CNA9 and Dietary Aide (DA)1 did not receive required QAPI training. This 
practice had the potential to affect all 39 Residents in the facility.Findings Include:The facility's In-Service 
Training, All Staff policy and procedure revised August 2022 documents:Policy StatementAll staff must 
participate in initial orientation and annual in-service training.Policy Interpretation and Implementation1. All 
staff are required to participate in regular in-service education. 2. For the purposes of this policy, staff means 
all new and existing personnel, individuals providing services under contractual agreement, and volunteers.3. 
The primary objective of the in-service training is to ensure that staff are able to interact in a manner that 
enhances the Resident's quality of life and quality of care and can demonstrate competency in the topic 
areas of training.6. Required training topics include the following: .d. Elements and goals of the facility QAPI 
program7. Training requirements are met prior to staff providing services to Residents, annually, and as 
necessary based on the facility assessment.8. Completed training is documented by staff development 
coordinator, or his or her designee and includes:a. Date and time of the trainingb. Topic of the trainingc. 
Method used for trainingd. A summary of the competency assessmente. Hours of training completed.On 
7/24/25, at 11:05 AM, Surveyor randomly selected staff for review regarding completion of required training 
for QAPI. Surveyor reviewed the employee records of CNA1, CNA8, CNA9 and DA1. The facility was unable 
to provide documentation verifying CNA1, CNA8, CNA9 and DA1 received the required QAPI training.On 
7/24/25, at 1:45 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A fregarding CNA1, CNA8, 
CNA9 and DA1 not completing required QAPI training . NHA-A stated, Whatever I don't have, I just don't 
have it. NHA-A indicated NHA-A has no further documentation of completed required trainings for the 
selected staff.On 7/24/25, at 2:32 PM, NHA-A and Director of Nursing (DON)-B were informed of the of the 
above findings. NHA-A stated, Education is a problem. NHA-A is looking at designating a training 
coordinator. NHA-A understands Surveyor's concern of staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Include as part of its infection prevention and control program, mandatory training that includes written 
standards, policies, and procedures for the program.

Based on interview and record review, the facility did not ensure 4 facility staff chosen at random, received 
required training on infection prevention and control. Certified Nursing Assistants (CNAs), CNA1, CNA8, 
CNA9 and Dietary Aide (DA)1 did not receive required training on infection prevention and control. This 
practice had the potential to affect all 39 Residents in the facility.Findings Include:The facility's In-Service 
Training, All Staff policy and procedure revised August 2022 documents:Policy StatementAll staff must 
participate in initial orientation and annual in-service training.Policy Interpretation and Implementation1. All 
staff are required to participate in regular in-service education.2. For the purposes of this policy, staff means 
all new and existing personnel, individuals providing services under contractual agreement, and volunteers.3. 
The primary objective of the in-service training is to ensure that staff are able to interact in a manner that 
enhances the Resident's quality of life and quality of care and can demonstrate competency in the topic 
areas of training.6. Required training topics include the following: .e. The infection prevention and control 
standards, policies and procedures .7. Training requirements are met prior to staff providing services to 
Residents, annually, and as necessary based on the facility assessment.8. Completed training is 
documented by staff development coordinator, or his or her designee and includes:a. Date and time of the 
trainingb. Topic of the trainingc. Method used for trainingd. A summary of the competency assessmente. 
Hours of training completed On 7/24/25, at 11:05 AM, Surveyor randomly selected staff to review for 
completion of required trainings. Surveyor reviewed the employee records for CNA1, CNA8, CNA9 and DA1. 
The facility was unable to provide documentation verifying CNA1, CNA8, CNA9 and DA1 received the 
required infection prevention and control training. On 7/24/25, at 1:45 PM, Surveyor interviewed Nursing 
Home Administrator (NHA)-A regarding CNA1, CNA8, CNA9 and DA1 not having required training on 
infection prevention and control. NHA-A stated, Whatever I don't have, I just don't have it. NHA-A indicated 
NHA-A has no further documentation of completed required trainings for the selected staff.On 7/24/25, at 
2:32 PM, NHA-A and Director of Nursing (DON)-B were informed of the of the above findings. NHA-A stated, 
Education is a problem. NHA-A is looking at designating a training coordinator. NHA-A understands 
Surveyor's concern of staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Provide training in compliance and ethics.

Based on interview and record review, the facility did not ensure 5 facility staff, chosen at random, received 
required training on compliance and ethics which includes training on standards, policies, and procedures of 
the facility's compliance and ethics program. Certified Nursing Assistants (CNAs), CNA1, CNA8, CNA10 and 
CNA11 and Dietary Aide (DA)1 did not receive the required compliance and ethics training. This practice had 
the potential to affect all 39 Residents in the facility.Findings Include:The facility's In-Service Training, All 
Staff policy and procedure revised August 2022 documents:Policy StatementAll staff must participate in initial 
orientation and annual in-service training.Policy Interpretation and Implementation1. All staff are required to 
participate in regular in-service education.2. For the purposes of this policy, staff means all new and existing 
personnel, individuals providing services under contractual agreement, and volunteers.3. The primary 
objective of the in-service training is to ensure that staff are able to interact in a manner that enhances the 
Resident's quality of life and quality of care and can demonstrate competency in the topic areas of training.6. 
Required training topics include the following: .g. Compliance and Ethics program standards, policies and 
procedures. (Compliance and ethics training is conducted annually when this organization is operating 5 or 
more facilities)7. Training requirements are met prior to staff providing services to Residents, annually, and 
as necessary based on the facility assessment.8. Completed training is documented by staff development 
coordinator, or his or her designee and includes:a. Date and time of the trainingb. Topic of the trainingc. 
Method used for trainingd. A summary of the competency assessmente. Hours of training completedOn 
7/24/25, at 11:05 AM, Surveyor randomly selected staff for review for completion of required training. 
Surveyor reviewed the employee records of CNA1, CNA8, CNA10, CNA11 and DA1 . The facility was unable 
to provide documentation verifying CNA1, CNA8, CNA10, CNA11 and DA1 received the required compliance 
and ethics training.On 7/24/25, at 1:45 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A 
regarding CNA1, CNA8, CNA10, CNA11 and DA1 not completing required compliance and ethics training. 
NHA-A stated, Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has no further 
documentation of completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, NHA-A and 
Director of Nursing (DON)-B were informed of the of the above findings. NHA-A stated, Education is a 
problem. NHA-A is looking at designating a training coordinator. NHA-A understands Surveyor's concern of 
staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Ensure nurse aides have the skills they need to care for residents, and give nurse aides education in 
dementia care and abuse prevention.

Based on interview and record review, the facility did not ensure 5 Certified Nursing Assistants (CNAs) 
reviewed completed the required 12 hours of educational inservice hours. CNA1, CNA8, CNA9, CNA10 and 
CNA11 did not receive 12 hours of annual inservice education training. This had the potential to affect all 39 
Residents who reside in the facility.Findings include:The facility's In-Service Training, All Staff policy and 
procedure revised August 2022 documents:Policy StatementAll staff must participate in initial orientation and 
annual in-service training. Policy Interpretation and Implementation1. All staff are required to participate in 
regular in-service education. 2. For the purposes of this policy, staff means all new and existing personnel, 
individuals providing services under contractual agreement, and volunteers.3. The primary objective of the 
in-service training is to ensure that staff are able to interact in a manner that enhances the Resident's quality 
of life and quality of care and can demonstrate competency in the topic areas of training.6. Required training 
topics include the following:a. Effective communication with Residents and family(direct care staff)b. 
Resident rights and responsibilitiesc. Preventing abuse, neglect, exploitation or misappropriation of Resident 
property including:(1) Activities that constitute abuse, neglect, exploitation or misappropriation of Resident 
property(2) Procedures for reporting incidences of abuse, neglect, exploitation or misappropriation of 
Resident property(3) Dementia management and Resident abuse preventiond. Elements and goals of the 
facility QAPI programe. The infection prevention and control standards, policies and proceduresf. Behavioral 
healthg. Compliance and Ethics program standards, policies and procedures. (Compliance and ethics 
training is conducted annually when this organization is operating 5 or more facilities)7. Training 
requirements are met prior to staff providing services to Residents, annually, and as necessary based on the 
facility assessment.8. Completed training is documented by staff development coordinator, or his or her 
designee and includes:a. Date and time of the trainingb. Topic of the trainingc. Method used for trainingd. A 
summary of the competency assessmente. Hours of training completed .The 2025 Facility Assessmentlast 
does not document the assessment details related to the requirement for Certified Nursing Assistants to 
receive a minimum of 12 hours of training per year based on their date of hire.On 7/24/25, at 11:05 AM, 
Surveyor randomly selected 5 staff for review. Surveyor reviewed the employee records of CNA1, CNA8, 
CNA9, CNA10 and CNA11. The facility was unable to provide documentation verifying CNA1, CNA8, CNA9, 
CNA10 and CNA11, received the required 12 hours of inservice education training annually based upon their 
date of hire. CNA1-date of hire 5/23/24. No information was provided to verify CNA1 received 12 hours of 
required inservice hours during the period of 5/23/24-5/23/25.CNA8-date of hire 7/17/23. No information was 
provided to verify CNA8 received 12 hours of required inservice hours during the period of 7/1/24-7/1/25.
CNA9-date of hire 5/1/24. No information was provided to verify CNA9 received 12 hours of required 
inservice hours during the period of 5/1/24-5/1/25.CNA10-date of hire 7/8/24. No information was provided to 
verify CNA10 received 12 hours of required inservice hours during the period of 7/8/24-7/8/25.CNA11-date of 
hire 6/5/24. No information was provided to verify CNA11 received 12 hours of required inservice hours 
during the period of 6/5/24-6/5/25.On 7/24/25, at 1:45 PM, Surveyor interviewed Nursing Home Administrator 
(NHA)-A regarding CNA1, CNA8, CNA9, CNA10 and CNA11 not having the required 12 hours of inservice 
education training. NHA-A stated, Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has no 
further documentation of completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, NHA-A 
and Director of Nursing (DON)-B were informed of the of the above findings. NHA-A stated, Education is a 
problem. NHA-A is looking at designating a training coordinator. NHA-A understands Surveyor's concern of 
staff not having completed the required trainings.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Many

Provide behavior health training consistent with the requirements and as determined by a facility assessment.

Based on interview and record review, the facility did not ensure 8 of 8 facility staff, chosen at random, 
received required training on behavioral health. Licensed Practical Nurse (LPN)2, Certified Nursing 
Assistants (CNAs), CNA1, CNA8, CNA9, CNA10, CNA11, Housekeeper (HK)1, and Dietary Aide (DA)1 did 
not receive the required behavioral health training. This deficient practice had the potential to affect all 39 
Residents in the facility.Findings Include:The facility's In-Service Training, All Staff policy and procedure 
revised August 2022 documents:Policy StatementAll staff must participate in initial orientation and annual 
in-service training.Policy Interpretation and Implementation1. All staff are required to participate in regular 
in-service education.2. For the purposes of this policy, staff means all new and existing personnel, 
individuals providing services under contractual agreement, and volunteers.3. The primary objective of the 
in-service training is to ensure that staff are able to interact in a manner that enhances the Resident's quality 
of life and quality of care and can demonstrate competency in the topic areas of training.6. Required training 
topics include the following: .f. Behavioral health7. Training requirements are met prior to staff providing 
services to Residents, annually, and as necessary based on the facility assessment.8. Completed training is 
documented by staff development coordinator, or his or her designee and includes:a. Date and time of the 
trainingb. Topic of the trainingc. Method used for trainingd. A summary of the competency assessmente. 
Hours of training completedOn 7/24/25, at 11:05 AM, Surveyor randomly selected staff for review for 
completion of required training. Surveyor reviewed the employee records of CNA1, CNA8, CNA9, CNA10, 
CNA11 and LPN2, HK1, and DA1. The facility was unable to provide documentation verifying CNA1, CNA8, 
CNA9, CNA10, CNA11, LPN2, HK1, and DA1 received required training on behavioral health. On 7/24/25, at 
1:45 PM, Surveyor interviewed Nursing Home Administrator (NHA)-A regarding CNA1, CNA8, CNA9, 
CNA10, CNA11, LPN2, HK1, and DA1 not completing required behavioral health training. NHA-A stated, 
Whatever I don't have, I just don't have it. NHA-A indicated NHA-A has no further documentation of 
completed required trainings for the selected staff.On 7/24/25, at 2:32 PM, NHA-A and Director of Nursing 
(DON)-B were informed of the of the above findings. NHA-A stated, Education is a problem. NHA-A is 
looking at designating a training coordinator. NHA-A understands Surveyor's concern of staff not having 
completed the required trainings.
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