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F 0580

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

39814

 Based on interview and record review, the facility failed to ensure the resident representative was notified 
promptly of a resident's fall for one of two sampled residents (Resident 1). This failure resulted in Resident 
1's representative having delayed involvement in decision making regarding Resident 1's care.

Findings:

During a review of the facility's policy and procedure (P&P) titled, Fall Management System, dated 01/2022, 
the P&P indicated, Resident representative shall be notified of the fall and the resident status.

During a review of Resident 1's Progress Notes (PN1), dated 1/23/25 at 3:45 a.m., the PN1 indicated, 
@0318 [3:18 a.m.] . Resident had unwitnessed fall . Resident stated that he sat down in his bed, get up to 
get ready for work, waiting for the transit and slid down from bed going to the floor, noted with confusion and 
forgetfulness. 

During a review of the facility's policy and procedure (P&P) titled, Change of Condition 
Reporting/Documentation, dated 2023, the P&P indicated, The responsible party will be notified in the event 
resident is not able to make decisions that there has been a change in the resident's condition and what 
steps are being taken. 

During a review of Resident 1's PN2, dated 1/23/25 at 8:39 a.m., the PN2 indicated, .@0608 [6:08 a.m.] this 
writer call [Resident Representative name and relationship] and notified of the incident of the unwitnessed 
fall and [physician's name] order to send to [hospital name] ER [emergency room ] secondary to 
anticoagulant [medication that stops the blood from clotting too easily] therapy. Communicate details on what 
had happened and this writer, provide an active listening [full attention] about all [Resident Representative 
name] concerns and worries about Resident current health challenges, this writer accommodates [Resident 
Representative name] demand that Resident needs to be send out right away, that this situation is a matter 
of life and death.

During a concurrent interview and record review on 1/23/25 at 5:20 p.m. with the Director of Nursing (DON), 
Resident 1's PN1 and PN2 were reviewed. DON stated Resident 1's Representative should have been 
notified at the time of the fall.
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F 0713

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide or arrange emergency care by a doctor 24 hours a day.

39814

Based on interview and record review, the facility failed to ensure the physician responded promptly to 
notification of a resident's fall for one of two sampled residents (Resident 1). This failure resulted in Resident 
1's delayed transfer to the emergency room (ER) after a fall.

Findings:

During a review of the facility's policy and procedure (P&P) titled, Physician Services, dated 11/2023, the 
P&P indicated, Physician services include, but are not limited to . Advice, treatment, and determination of 
appropriate level of care needed for each resident.

During a review of Resident 1's Progress Notes (PN1), dated 1/23/25 at 3:45 a.m., the PN1 indicated, 
@0318 [3:18 a.m.] . Resident had unwitnessed fall . Writer communicates with [physician name] awaiting for 
response. 

During a review of Resident 1's PN2, dated 1/23/25 at 8:39 a.m., the PN2 indicated, @0608 [6:08 a.m.] . 
[physician name] responded and order to send out Resident to [hospital name] ER [emergency room ] for 
further evaluation and treatment.

During a concurrent interview and record review on 1/28/25 at 2:30 p.m., with the Director of Nursing (DON), 
Resident1's PN1 and PN2 were reviewed. DON stated the physician did not return the nurses call for three 
hours. DON further stated the expectation is for the physician to return a call promptly.
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