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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.
Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to implement their policy and procedure (P/P) titled Care Plans,
Residents Affected - Few Comprehensive Person-Centered,

1. to conduct an Interdisciplinary Team ([IDT] group of healthcare professionals, including resident/ resident
representative, working together to provide residents with needed care) and

2. to document a post fall care plan for one of four sampled residents (Resident 2) after sliding out of the
wheelchair and onto the floor. This failure resulted in Resident 2, who is non-verbal and bedbound, having
another fall on 06/04/2025 of sliding out of the bed and onto the floor and staff returning Resident 2 to bed
without informing the charge nurse or supervisor, and without having a qualified staff assess for injuries. This
failure also resulted in Resident 2 sustaining a fractured femur (a break in the femur, the long bone in the
thigh, and is a serious injury), enduring hours of pain and transferring to the general acute care hospital
(GACH).

Findings:

During a review of Resident 2's admission Record, the admission Record indicated Resident 2 was admitted
to the facility on [DATE] with diagnoses including right knee osteoarthritis (breakdown of joint cartilage,
leading to pain, stiffness, and limited movement in the affected joints), hypertension (high blood pressure),
and ataxia (loss of muscle coordination).

During a review of Resident 2's Change of Condition (COC), dated 11/12/2024 at 5 p.m., the COC indicated
Resident 2 was seen up in her wheelchair, in the hallway and was propelling self forward. The COC
indicated Resident 2 reached for the hallway handrail, pulled self forward down the hallway and slowly sled
out of her wheelchair and sat on the floor.

During a review of Resident 2's post fall Fall Risk Assessment, dated 11/12/2024, the post Fall Risk
Assessment indicated Resident 2 has a high risk/potential for falls.

During a review of Resident 2's Minimum Data Set (MDS-a resident assessment tool) dated 4/15/2025, the
MDS indicated Resident 1 had cognitive impairment. The MDS indicated Resident 1 required
substantial/maximal assistance (helper does more than half the effort) with eating, toileting hygiene and
personal hygiene.

(continued on next page)
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F 0656 During an interview on 6/16/2025 at 12 noon, with the Medical Records Director, in the Medical Records
office, the Medical Records Director stated Resident 2 did not have a post fall IDT notes and post fall care

Level of Harm - Minimal harm or plan after the 11/12/2024 fall. The Medical Records Director stated the nurses were responsible for

potential for actual harm formulating the post fall care plan and documenting in the IDT meeting notes. The Medical Records Director

stated failure to conduct an IDT meeting and create the post fall care plan may jeopardize Resident 2's
Residents Affected - Few safety.

During an interview on 6/16/2025 at 12:20 p.m., with the Director of Nursing (DON), the DON stated the
Registered Nurse Supervisor was responsible for conducting an IDT meeting and documenting the IDT
meeting notes and updating and documenting the fall care plan. The DON stated that failure to conduct an
IDT meeting and document IDT meeting notes and update the fall care plan is a lack of documentation. The
DON failed to verbalize how the lack of documentation would affect Resident 2's care and safety.

During a review of the facility's P/P titled Care Plans, Comprehensive Person-Centered, revised dated March
2022, the P&P indicated care plan must include developed measurable objectives and timetables to meet the
resident's physical, psychosocial and functional needs and implemented for each resident. The P&P
indicated interventions should be chosen after data gathering, proper sequencing or events, careful
consideration of the relationship between the resident's problem areas and their causes, and relevant clinical
decision making. The P&P indicated the interdisciplinary team review and updates the care plan when there
has been a significant change in the resident's condition and when the desired outcome is not met.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview and record review, the facility failed to ensure one of four sampled residents (Resident 2), was
assessed for pain after a fall incident on 6/5/2025.

This failure resulted in the delay of pain assessment and interventions and had the potential for Resident 2 to
suffer severe pain.

Findings:

During a review of Resident 2 ' s admission Record, the admission Record indicated Resident 2 was
admitted to the facility on [DATE] with diagnoses including right knee osteoarthritis (breakdown of joint
cartilage, leading to pain, stiffness, and limited movement in the affected joints), hypertension (high blood
pressure), and ataxia (loss of muscle coordination).

During a review of Resident 2 ' s Minimum Data Set (MDS-a resident assessment tool) dated 4/15/2025, the
MDS indicated Resident 1 had cognitive impairment. The MDS indicated Resident 1 required
substantial/maximal assistance (helper does more than half the effort) with eating, toileting hygiene and
personal hygiene.

During a review of Resident 2 ' s Change of Condition (COC), dated 6/5/2025 at 2 a.m., the COC indicated
Resident 1 had right leg pain when moved with facial grimacing. The COC indicated Resident 1 was unable
to verbalize any pain. The COC indicated a nurse (unidentified) moved Resident 2 ' s all extremities and
noted facial grimacing when right leg was moved.

During an interview on 06/09/2025 at 1:10 p.m. with the Director of Nursing (DON), the DON stated the
Charge Nurse did not assess Resident 2 ' s pain level after the fall because the assigned Certified Nursing
Assistant (CNA 1) did not notify the Charge Nurse because the facility was having a recertification survey (an
annual survey conducted to ensure compliance by healthcare facilities with the requirements for participation
in Medicare and Medicaid programs). CNA 1 put Resident 2 back to bed by herself and watched for any pain
and discomforts.

During a telephone interview on 6/10/2025 at 2:40 p.m. with CNA 1, CNA 1 stated she was in the resident ' s
bathroom preparing to provide morning care. CNA 1 stated she heard a sudden loud noise and found
Resident 2 on the floor. CNA1 stated Resident 2 was nonverbal and nodded her head when asked indicating
she was ok. CNA 1 stated she did not notify the Charge Nurse about the fall because she was nervous, and
the facility had an ongoing recertification survey. CNA 1 stated failing to notify the Charge Nurse would have
caused Resident 2 to suffer pain and delayed medical attention.

During a review of the facility ' s undated policy and procedure (P&P) titled, Incidents/Accidents, the P/P
indicated incidents/accidents should be reported to the charge nurse and documented on the
accident/incident report as soon as they occur. The P&P indicated, the Charge nurse initiating the report will
be responsible for the completeness and accuracy of the information contained in the report.
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