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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review, the facility failed to immediately notify the residents' representative and 
physician of the changes in the resident's physical and mental health for one (Resident #1) of seven 
residents reviewed for notification of changes. The facility failed to ensure Resident #1's RP and Physician 
were notified when he was found on the floor after a fall on 11/20/2025. This failure placed residents at risk 
of a decreased quality of life and risk of not having their responsible party represent them in medical and 
care decisions. Findings included: Review of Resident #1's face sheet dated 12/2/2025 reflected a [AGE] 
year-old male admitted on [DATE] with diagnoses that included: Dementia (progressive decline in mental 
ability, difficulty in walking, type II diabetes (blood sugar regulation disorder), hypertension (high blood 
pressure), end stage renal disease (final stage of kidney function failure), lack of coordination and 
neuropathy (damage to the peripheral nerves in the body. Review of Resident #1's quarterly MDS dated 
[DATE] reflected he had a BIMs score of 3 suggesting severe cognitive impairment. Review of Resident #1's 
progress noted dated 11/20/2025 at 4:17 am by LVN A reflected: Nurse witnessed resident attempting to get 
out of bed without assistance stating he is going to the mechanic. Nurse assisted resident with getting in 
wheelchair and brought him to nurses station to prevent any fall. Review of Resident #1's progress noted 
dated 11/20/2025 at 2:30 pm by LVN B reflected: Therapy notified this writer that resident was non-compliant 
with participating with scheduled therapy activities, he asked one of caregiver to leave him alone he can slide 
on the board to bed at this time, assessmentcompleted, noted right slightly bulging, resident quickly grabbed 
his pants and pulled them back resisting the assessment, at this time notified [MD] of findings received new 
orders to do x-ray of right hip and right pelvicbones, resident noted alert and able to voice needs, declined to 
take pain medication. Call placed to [RP] notified of new orders, [RP] notified this writer that while she was 
here on Sunday, he complained of pain, but she did not tell the nurse, she also notified this writer that 
resident has a tendency of throwing himself in the bed. She also reported that her [FM] came in on and noted 
that residents had a rusty voice and was later moved and isolated due to covid-19. This writer also notified 
[RP] that resident denied falling. Will follow up with the results. During an interview on 12/2/2025 at 1:40 pm, 
the ADM stated she did not find out about Resident #1 falling until they got in touch with LVN A who had 
worked that shift - she stated that was around 6:30 pm on 11/20/2025. She stated her expectation around 
resident falls is that staff will provide the proper documentation and report to the proper people; to include the 
DON, Physician and Family. She stated an incident report was done earlier in the shift, but it wasn't' 
classified as a fall it was classified as an injury of unknown origin because they hadn't' yet found out about 
him being found on the floor. During an interview with the DON on 12/2/2025 at 2:20 pm, she stated her 
expectation of staff is that they will report all falls, do an assessment, document their assessments in the 
EMR, complete a detailed incident report and make appropriate notifications. She stated [LVN A] did not do 
any of that. She stated if falls are not reported their could be injuries of unknown origin, unexplained 
fractures, bleeding and the staff not being able to provide the care needed.She further stated that Resident 
#1's RP should have been notified when he fell so the family was aware of what was going on and there was 
no delay in care. During an interview on 12/2/2025 at 2:43 pm with the MD he stated he had been contacted 
late in the afternoon on 11/20/2025 about Resident #1 complaining of pain. He stated he was not informed 
that the resident had fallen and the nursing staff may not have known at that time either that the resident had 
fallen. He stated he ordered and x-ray of the hip and later the results indicated Resident #1 had a fracture. 
He stated he ordered Resident #1 sent to the hospital for additional care. He stated his expectation is that 
staff will make the appropriate notifications when a resident falls. During an interview on 12/2/2025 at 3:12 
pm, LVN A stated she was the LVN working overnight from 11/19/202 to 11/20/2025. She stated after 
midnight she went into Resident #1's room and found him on the floor. She stated the resident denied he had 
fallen so she assumed he had just slipped out of bed and landed on his bottom. She stated she did not report 
this to anyone or call the RP because she didn't think it was a fall and the resident wasn't hurt or complaining 
of pain. During an interview on 12/3/2025 at 8:42 am, LVN A stated she did not call Resident #1's RP when 
she found him on the floor after midnight on 11/2025 because she didn't think it was considered a fall. She 
stated it is important to call the RP when something happens to a resident because RP's have to be aware of 
what is going on with their family members. When LVN A was asked why it was important that RPs know 
what is going on with a resident, she replied I don't know how to answer that - am I in trouble? During an 
interview on 12/3/2024 at 8:46 am, RP stated she received a call from a nurse at the facility around 4 pm on 
11/20/2025 to tell her Resident #1 was complaining of a lot of pain and they wanted to get an x-ray, so she 
gave permission for the x-ray. She stated a nurse called her back later that evening around 10 pm to tell her 
the x-ray results showed a fracture and they wanted to send him out to the hospital, She gave permission for 
the resident to be sent out. She stated they never told her that Resident #1 had fallen. She stated it wasn't 
until 12/2/2025 when another FM had come up to the facility to visit the resident that she found out that he 
had been found on the floor and had fallen on 11/20/2025. She stated she found out that he had fallen just 
after midnight on 11/20/2025 but no one ever called her about the fall. She stated the only call she got was 
from the nurse in the afternoon on 11/20/2025 to say he was complaining of pain, and they were going to get 
an x-ray. She stated this was very upsetting that they never called her because they were usually good about 
keeping her informed. She was concerned because if they didn't inform her about this fall, what else might 
have happened that she didn't get a call about? Review of facility policy Resident Rights amended July 13th, 
2017 revealed:Information and Communication. You have the right to: be immediately informed when there 
is:o an accident which results in injury and has the potential for requiring physician intervention;o a significant 
change in your physical, mental, or psychosocial status (that is, a deterioration in health, mental, or 
psychosocial status in either life threatening conditions or clinical complications);o a need to alter treatment 
significantly (that is, a need to discontinue or change an existing form of treatment due to adverse 
consequences, or to commence a new form of treatment);o a decision to transfer or discharge you from the 
facility;o a change in room or roommate assignment; oro a change in resident rights under Federal or State 
law or regulations
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