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F 0657 Develop the complete care plan within 7 days of the comprehensive assessment; and prepared, reviewed,
and revised by a team of health professionals.

Level of Harm - Minimal harm
or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 48445

Residents Affected - Few Based on interview, and record review, the facility failed to ensure the comprehensive care plan was
updated and revised for one of four sampled residents (Resident 1), when the fall care plan was not revised
timely after Resident 1's fall.

This failure decreased the facility's potential to prevent Resident 1 from sustaining another fall and had the
potential to result in Resident 1 not attaining his highest practicable well-being.

Findings:

During a review of Resident 1's admission records, the record indicated Resident 1 was admitted in
December 2024 with diagnoses that included and hemiparesis hemiplegia (paralysis and weakness of the
arm, leg, and trunk on the same side of the body), and muscle weakness. Resident 1's Minimum Data Set
(MDS, a federally mandated resident assessment tool) indicated Resident 1 had moderate cognitive
impairment.

During a review of Resident 1's Fall Risk Observation/Assessment, dated 12/11/24, the assessment
indicated Resident 1 scored 22, which indicated Resident 1 was high risk for falling.

During a review of Resident 1's care plan, initiated on 12/11/24, the care plan indicated, Falls: Resident is at
risk for falls with or without injury related to altered balance while standing and/or walking .decreased
muscular coordination .Will minimize risk for falls to extent possible .

During a review of Resident 1's SBAR [Situation, Background, Assessment, Review] Communication Form,
dated 12/17/24, the form indicated, .at approx. [sic] 2145hr [9:45 p.m.] res [resident] was found on the floor
next to bed by staff. per res stated he slipped out the bed. res stated he hit back of head .PA [Physician
Assistant] orders to send out [Resident 1] for further evaluation.

During a review of Resident 1's Nurse's Note, dated 12/19/24 at 8:48 p.m., the note indicated, .[Resident 1]
adjusting well to room [room number], to accommodate to patient safety and prevent any risk of falling on
weak side .plan of care continues .
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F 0657

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

During a review of Resident 1's Nurse's Note, dated 12/20/24, the note indicated, CNA [Certified Nursing
Assistant] called writer's attention, patient on the floor. Found lying on his back, head touching the floor in
supine position. Asked him if he hit his head, he said he did so hard .Asked what he was trying to do, he
said, he wants to use the bathroom but he end up on the floor due to left sided weakness .Got an order to
send [Resident 1] to the hospital for further evaluation and management .

During a review of Resident 1's care plan, initiated 12/20/24, the care plan indicated, Falls: Resident had
unwitnessed [sic] in room. 12/19/24 .

During an interview on 12/26/24 at 12:25 p.m. with Licensed Nurse 1 (LN 1), LN 1 confirmed Resident 1
moved to his current room after the fall on 12/17/24. LN 1 stated, He fell a week ago .He did fall again after
getting move .Every single time, we do change in condition for every fall .The nurse would update the care
plan, whole new goals if there's a new event or fall .It's important to see what we can do differently.

During a concurrent interview and record review on 12/26/24 at 12:38 p.m. with the Director of Nursing
(DON), the DON stated, For residents that are high risk for falls .we try to involve all the team .we update the
care plan .If there's an incident of fall, we update the care plan, to cover the root cause . The DON verified
Resident 1 had a fall on 12/17/24 and on 12/19/24. The DON confirmed Resident 1's care plan for fall was
initiated on 12/11/24 and was not updated when Resident 1 fell on [DATE]. The DON stated, | don't have a
new intervention for the 12/17/24 fall .There should be one, to minimize the risk and put intervention to
minimize the risk .It's a blueprint on how to take care of the resident .

During a review of the facility's policy and procedure (P&P) titled Falls and Fall Risk, Managing, revised
3/2018, the P&P indicated, 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 .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 .

During a review of the facility's P&P titled Care Plans, Comprehensive Person Centered, revised 3/2022, the
P&P indicated, 11. Assessments of residents are ongoing and care plans are revised as information about
the residents and the residents' conditions change .12. The interdisciplinary team reviews and updates the
care plan: a. when there has been a significant change in the resident's condition; b. when the desired
outcome is not met; c. when the resident has been readmitted to the facility from a hospital stay .
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