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F 0684 Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Level of Harm - Minimal harm *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

or potential for actual harm observation, interview, and record review the facility failed to ensure that residents receive treatment
and care in accordance with professional standards of practice, the comprehensive person-centered

Residents Affected - Few care plan for 1 (Resident #1) of 4 residents reviewed for fall assessment after an unwitnessed fall.

The facility failed to ensure LVN P appropriately assessed Resident #1 following an unwitnessed fall
on 03/14/2026. This failure could affect others by placing them at risk for complications related to
untreated injuries.Record review of Resident #1's face sheet dated 04/21/2026, revealed a [AGE]
year-old female who was admitted to the facility on [DATE] and then readmitted on [DATE].

Resident #1's diagnoses included fracture of left pubis (crack or break in the hip bone area),
subsequent encounter for fracture with routine healing, fracture of acetabulum (break in the hip
socket), pain in left hip, muscle wasting (loss of muscle tissue), attention and concentration deficit
(neurodevelopment issue where the brain struggles to filter distractions and sustain focus), cognitive
communication deficit (impairment in communication skills), history of falling, dementia(decline in
mental ability), anxiety disorder (uncontrol fear or worry), altered mental status (change in persons
thinking, awareness, or behavior), Hypertension (high blood pressure), repeated falls. Record review
of Resident #1's MDS dated [DATE], reflected a BIMS score of 13, indicating the resident was
cognitively intact. The resident had impairment on one side in upper extremity (shoulder, elbow, wrist,
hand) and impairment on one side of lower extremities (hip, knee, ankle, foot). Record review of
Resident #1's Care Plan dated 01/02/2026 and 04/21/2026, both reveled focus Potential or injury R/T
History of falls is at risk for further falls. With a goal Will have no hospitalization fall event through

the next review date, interventions/task Administer meds as ordered- monitor labs- report
abnormalities to MD, Assure the floor is free of glare, liquids, foreign objects, Attempt to identify
cause of fall and alleviate problem to extent possible, Educated on noncompliance with safety
interventions and explain possible risks/outcomes R/T noncompliance issues, Family requested to
have bed against the wall. Focus; The resident is moderate risk for falls gait/balance problems. Goal:
The resident will not sustain serious injury through the review date, interventions/task; Be sure the
resident's call light is within reach and encourage the resident to use it for assistance as needed. The
resident needs prompt response to all requests for assistance. Record review of Resident #1's dated
03/14/2026 incident report was reviewed. Record Review of Resident #1's progress notes dated
03/14/2026 at 22:19 PM, revealed CIC #1 resident vitally stable, ADON, Family, Dr. Notified. Resident
did not hit her head slipped onto her bottom. Record Review of Resident #1's Progress notes dated
03/15/2026 at 02:38 AM, releveled CIC #2 Resident is assessed for pain and educated to use call light
for assistance, will continue monitoring. Record review of Resident #1's Progress notes dated
03/15/2026 at 03:00 AM, releveled Resident lying in bed with eyes open. She was assessed for pain
and she stated me duele al [NAME] estomago (my stomach is hurting) showing left upper quadrant'
Tylenol was offered and she stated no porque luego me arde el estomago (no because then my
stomach hurts). She was repositioned while in bed and one hour later reassessed and she stated me
siento mucho major (I feel a lot better). She continues sleeping. No documentation of pain level noted.
Record Review of Resident #1's Physician Progress notes dated 03/15/2026 at 08:16 AM. revealed
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F 0684 Met with the patient bedside, lying down in bed, and remains at her baseline mentation. The patient
apparently had an unwitnessed fall yesterday evening, denies any head trauma or LOC but does
Level of Harm - Minimal harm present with L hip pain. On inspection, she does have some L leg shortening with external rotation
or potential for actual harm that may be indicative of a hip fx. She will be provided pain medication and pending a stat pelvis/L
femur x-ray. BP looks controlled and eye swelling looks improved on today's visit as well. Record
Residents Affected - Few Review of Resident #1's Progress Note dated 03/15/2026 at 14:54 PM, reveled CIC #4 x-rays came

back positive for displaced acetabular fracture. NP notified ordered her to get further evaluated by
ER, 911 called for further evaluation of displaced acetabular fracture (serious injury where the hip
socket (acetabulum) breaks and the bone fragments move out of alignment), Adon & family notified.
Record review of Resident #1's X-ray results from the hospital dated 03/15/2026 revealed a fracture
of left interior pubic ramus. Record review of Resident #1's MARs on 04/21/2026 reveal resident had
pain medication ordered but did not receive any. In an interview on 04/21/2026 at 11:37 AM, RN C
stated she had been employed at the facility for 7 months and works the 10:00 PM-6:00 AM shift. RN
C stated that during report from the prior shift on 03/14/2026 2 Pm-10 PM shift. She was verbally
informed by Nurse (who she can't) that Resident #1 had experienced an unwitnessed fall prior to
10:00 PM. RN C stated that no injuries were reported during handoff. RN C stated that during her shift,
the resident complained of pain in her abdominal area/groin area once, but RN C stated in her opinion
it was not associated with the unwitnessed fall, RN C did not seek any physician regarding resident's
pain. RN C stated she documented the pain on her nursing notes and offered the pain medication, but
when she went back into the room Resident #1 was asleep, so the pain medication was never given.
RN C stated that the risk of resident not being assessed was none as she did not believe the pain was
serious or associated with the fall. RN C stated she reported the fall to the oncoming nurse in the
morning on 03/15/2026 and the pain that the resident voiced once at night. In an interview and
obervastion on 04/21/2026 at 11:48 AM, Resident #1 was observed in her room with a medication aide
present. The resident was AOX3, apperared well groomed, and showed no signs of distress. The call
light was within reach and Resident #1 stated shes aware of how it works and when to use it. The
resident reported she fell while attempting to go to the restroom. Resident #1 stated that she
activated the call light for assitance in the restroom, but no staff responded. Resident #1 stated the
fall happened because she attempted to ambulate independetly to the restroom, slipped, and fell on
her bottom. Resident stated she was transferred out to the hospital, when staff found her on the floor,
staff assisted with getting her up Resident #1 stated that she had been independent with transfers
and would be able to amulate alone with no help prior to the fall. In an interview on 04/21/2026 at
12:08 PM, the NP stated he became aware of the fall after being notified by nursing staff the next day
on Sunday 03/15/2026 around 9 am. The NP stated that he was unaware whether the resident
primary doctor had been notified as staff are to contact them first before notifying NP from facility.

NP reported that upon assessment, the resident exhibited signs consistent with injury, including one
leg appearing shorter than the other and she complained about pain. The NP stated an x-ray was
ordered stat, confirming a fracture of the hip. The NP stated that nursing staff should have completed
a head-to-toe assessment prior to moving the resident and should have identified the abnormality
during the fall assessment. The NP stated there was really no risk since the resident more than likely
got the fracture from the fall. In an interview and observation on 04/21/2026 at 01:51 PM, Resident #2
(Resident #1's old roomate) was observed seated in her wheelchair watching televsion at a high
volume. Residnet #2 stated she was generally satisfied with the facility and has had no issues with
staff reporting to call lights. Resident #2 described Resident #1 as very needy and demanding and
staff had already previosly instructed resident #1 not to ambulate independlty and to utilize her call
light for assistance. Resident #2 stated she later heard Resident #1 in the restroom attempting to
open the door and yelling for help. She reported staff subsequently respond and assisted Resident #1
back to bed. Resident #2 stated she did not witness the fall or was not able to see her since the
privacy curtain was closed all the way. In an interview on 04/21/2026 at 02:36 PM, LVN P stated she
(continued on next page)
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F 0684 had been employed at the facility for two years but has been a LVN for a total of 18 years. LVN P
stated she was informed by a CNA E that Resident #1 was on the floor on 03/14/2026. LVN P stated
Level of Harm - Minimal harm she entered the room and found Resident #1 on the floor in a sitting position in the middle of the room
or potential for actual harm and restroom. LVN P stated she asked for help and placed Resident #1 in the wheelchair and then to
bed, prior to completion of a full assessment. LVN P stated that Resident #1 stated, she scooted to
Residents Affected - Few the middle of the room to call for help from the restroom, but no one came to help her. LVN P stated

she did not recall any light on from the restroom. She said the call lights blink red and there were no
lights blinking red because she attends to those as soon as possible. LVN P stated she did not assess
Resident #1 before moving her because Resident #1 was so adamant about getting her up. LVN P
stated she was aware she was not supposed to move a resident before conducting a head-to-toe
assessment. She said her main concern was making sure Resident #1 had not hit her head, which she
checked before moving her. LVN P stated she notified the physician and documented, the physician
did not order any x-rays due to the resident being alert and oriented and in no pain. LVN P stated she
asked Resident #1 if she was in any pain and resident stated No. LVN P stated when she conducted
the head-to-toe assessment it was while resident was already in bed and she did not notice anything
unusual about her legs. LVN P stated she worked the next morning, on Sunday, and she notified the
NP at the facility about the fall. She said the NP entered the room to assess Resident #1 and noticed
the shorting of one of the legs. LVN P stated that she called resident's primary physician to notify
them of the findings and she received orders for the resident to be sent out. LVN P stated the risk of
her not conducting a head-to-toe assessment prior to moving the resident could lead to other injuries.
LVN P stated she had been in-serviced and trained on performing a fall assessment prior to moving
the resident. In an interview on 04/21/2026 at 02:52 PM, ADON V stated she had been employed at
the facility for five years on and off. ADON V stated a review of camera footage did not confirm the
call light had been activated at the time of the incident. ADON V stated facility protocol required
nursing staff to complete a head-to-toe assessment, obtain vital signs, conduct neuro checks, notify
physician, and inform the responsible party following a fall. ADON V stated residents should not be
moved prior to assessment unless necessary for safety. ADON V stated that failure to follow
procedures could place the resident at risk for further injury. ADON V stated it was the responsibility
of ADONs and DONSs to make sure nursing staff are doing their best for the residents. ADON stated
that they did not have a Quality of care policy or an unwitnessed falls policy. In an interview on
04/21/2026 at 03:23 PM, CNA E, stated she was the one who found Resident #1 on the floor on
03/14/2026. CNA E stated she was assisting a resident across the room from Resident #1 and upon
coming out of the room she saw Resident #1 on the floor. She said Resident #1 was waving her down
yelling Venga, Venga (come here). CNA E stated she rushed into Resident #1's room and found
Resident #1 between the middle of the room and the entrance to the restroom. CNA E stated she made
sure the resident was okay and rushed out to call the nurse. She stated LVN P came right away. CNA
E stated that night she changed Resident #1's brief and the resident did not show any signs of pain.
CNA E stated she assisted with the transfer from the floor to the wheelchair, then to the bed. CNA E
stated that LVN P conducted her assessment on the bed after transfer. In an interview on 04/21/2026
at 03:44 pm, the Administrator stated he had been employed at the facility for two years.
Administrator stated he became aware of the fall but can't recall the date. It was reported to him that
Resident #1 did not hit her head, he is unaware if anyone witnessed the fall or who was working the
day of the incident. Administrator stated that they have cameras in certain areas, but they are erased
after 10 days. He stated that he reviewed the camera footage of Resident #1s hallway while
conducting his investigation and stated there were no red call light flashing. The Administrator stated
that staff are being trained on falls and incidents on a system called Relias (Online learning
Management System) and get conducted in-services when there is an Incident/Accident that occurs.
The Administrator stated the procedure when a resident fall should be to automatically assess the
resident from head to toe before they get them up and if they are seriously injured to call 911. He said
(continued on next page)
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F 0684 if they are not injured and everything looks okay from the assessment, they are to get the residents

up and notify the family, Physician, and the ADON/DON is on call. He stated an IDT meeting was
Level of Harm - Minimal harm conducted and care plans, interventions were put into place to prevent residents from falling again. He
or potential for actual harm stated if a nurse did not assess the resident prior to moving her/him the risk would potentially be

more injury. In an interview on 04/21/2026 at 04:47 PM, CNA B stated he assisted LVN P to transfer
Residents Affected - Few Resident #1 from the floor to the wheelchair and to the bed, but he did not witness the fall. CNA B

stated that Resident did not express pain at the time of transfer. CNA B stated that it was the
responsibility of the nurse to conduct the assessments not the CNAs. CNA B stated he did not see if
LVN P conducted an assessment or not, he just helped with the transfers and left. CNA B stated that
he did not change Resident #1's briefs that night. He said Resident #1 would usually ask to be
changed when she needs help, but she is able to walk to the bathroom and get off the bed on her.
Record Review of facility's policy named Assessing Falls and Their Causes revision date March
2018-revised 12/09/24 reveled The purpose of this procedure are to provide guidelines for assessing
a resident after a fall and to assist staff in identifying causes of the fall. Steps in the procedure, after
a fall:1) If a resident has just fallen or is found on the floor without a witness to the event, evaluate
for possible injures to the head, neck, spine, and extremities. 4) If an assessment rules out significant
injuries, help the resident to a comfortable sitting, lying, or standing position, and then document
relevant details. Record review of in-services of all staff were reviewed for Falls, Abuse and Neglect,
Exploitation, and resident rights.
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