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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review the facility failed to ensure residents received treatment and care in 
accordance with professional standards of practice for 2 (Resident #3 and Resident #6) of 6 residents 
reviewed for quality of care.The facility failed to ensure Resident #3's fall on 10/09/2025 and Resident #6's 
fall on 11/07/2025 were in their respective care plan s.This failure placed residents at risk of not receiving 
appropriate care and interventions to meet their needs. Resident #3Record review of Resident #3's face 
sheet dated 11/24/2025, she was a [AGE] year-old female originally admitted to the facility on [DATE] and 
last re-admitted on [DATE] with medical diagnoses including Alzheimer's disease (a progressive brain 
disease that cause memory loss), hypertension (high blood pressure), repeated falls, Major Depressive 
Disorder (a mental illness characterized by prolonged periods of sadness and feelings of worthlessness, 
dysphagia (difficulty swallowing) and generalized anxiety disorder (mental illness characterized by excessive 
worry).Record review of Resident #3's Comprehensive MDS (a resident assessment and care screening 
tool) dated 09/30/2025, Resident #3 did not have a BIMS score completed and was marked as rarely or 
never understood. Resident #3 had short and long-term memory problems and was marked as severely 
impaired with daily decision making. Resident #3 had no falls since admission/entry. Resident #3 required 
substantial/maximal assistance with toileting and personal hygiene and was totally dependent on staff for 
showering and required substantial assistance with mobility in bed such as sitting to lying and bed-to-chair 
transfer.Record review of Resident #3's care plan dated 11/24/2025, Resident #3's fall on 10/09/2025 was 
not care-planned. Resident #3 had actual falls care-planned on 07/21/2025 for a fall on 07/19/2025 with 
interventions including therapy to screen, determine and address causative factors of the fall, and 
monitor/document/report PRN x 72 h to MD for s/sx: pain, bruises, change in mental status, new onset of 
confusion, sleepiness, inability to maintain posture, agitation. Record review of Resident #3's change in 
condition assessment dated [DATE], she had a fall documented. Resident #3 had no status change and no 
change in condition noted.Observation and attempted interview with Resident #3 on 11/24/2025 at 10:40am, 
she was sitting in a wheelchair outside her room. She appeared well-groomed and comfortable and in no 
apparent distress. Resident #3 did not respond to questions and looked away. Resident #6Record review of 
Resident #6's face sheet dated 11/24/2025, he was an [AGE] year-old male originally admitted on [DATE] 
and last re-admitted on [DATE]. His medical diagnoses included Alzheimer's Disease (a progressive brain 
disease that cause memory loss), schizophrenia (a serious mental illness characterized by a range of 
symptoms including delusions, hallucinations, and incoherent thoughts and affects a person's ability to think 
clearly, manage emotions, make decisions, and relate to others), type 2 diabetes mellitus (high blood sugar), 
COPD (lung diseases that cause airflow obstruction and breathing problems), muscle weakness, and 
generalized anxiety disorder (mental illness characterized by excessive worry).Record review of Resident 
#6's Comprehensive MDS (a resident assessment and care screening tool) dated 11/02/2025, Resident #6 
did not have a BIMS score completed (a brief interview to gauge cognitive patterns) and was marked as 
rarely or never understood. Resident #3 had short and long-term memory problems and was marked as 
severely impaired with daily decision making. Resident #6 had no falls since admission/entry. Resident #6 
required substantial/maximal assistance with toileting, personal hygiene and showering and required 
substantial assistance with mobility in bed such as sitting to lying and bed-to-chair transfer.Record review of 
Resident #6's care plan dated 11/24/2025, he was not care-planned for the fall on 11/7/2025. Resident #6 
was care-planned for a fall on 12/31/2024 with interventions including administering pain medication, 
resident being assisted back to bed per his request and therapy to screen resident. Resident #6 was 
care-planned for being at risk for falls r/t ataxic gait (unsteady walking pattern), confusion, incontinence, with 
interventions including anticipating and meeting the resident's needs, bilateral fall mat while resident was in 
bed and scoop mattress. Record review of Resident #6's progress notes, on 11/07/2025 at 10:00 a.m., 
Resident #6 had an unwitnessed fall in the hallway. Resident #6 was found on the floor with reason for fall 
not evident. Resident #6 had bruising on his forehead and was sent to the ER.Record review of Resident 
#6's change in condition assessment, on 11/7/2025 he had a fall. Resident #6 was observed with a large 
bump on left side of the forehead and would be going to the hospital for further evaluation. Resident #6 had 
general weakness. Observation and attempted interview with Resident #6 on 11/24/2025 at 4:00 p.m., he 
appeared to be sleeping in his room with rise and fall of his chest observed, well-groomed and in no 
apparent discomfort. Resident #6 was in a scoop mattress in a low bed. There were no odors or clutter in the 
room.Interview with MDS A on 11/24/2025 at 3:41 p.m., she said she was an LVN and in charge of care 
plans, and she did this by assessing the residents herself and reviewing nurse's notes. If a resident had a 
fall, the nursing team would discuss it. She would assist and see how the fall happened and how to prevent it 
going forward. MDS A's responsibility would also be to document the date and interventions in the resident's 
care plan, which would be done the following day, unless the resident was sent out which they would wait 
until they came back to document the fall. MDS A said she would look into Resident #3 and Resident #6's 
fall. Interview on 11/24/2025 at 4:38 p.m., MDS A said she updated the care plans. Interview with LVN M on 
11/24/2025 at 3:53 p.m., she remembered Resident #3 had a fall in October 2025 and she was the nurse 
who did the initial assessment. LVN M said she informed Resident #3's hospice nurse and the resident had 
no injuries at the time. Interview with the Administrator and DON on 11/24/2025 at 4:30 p.m., the 
Administrator said Residents #3 and #6's falls should have been care-planned. If staff did not know how a 
resident fell, they would not know how to care for the resident. The MDS Nurses completed care plans, and 
the DON and regional nurses would monitor MDS nurses for compliance. The DON said there could have 
been negative outcomes to Residents' #3 and #6's falls not being care planned. The DON and Regional 
monitor the MDS Nurse to ensure care plans are completed. Record review of the facility's care plan 
process, undated and with reference to the CMS RAI Manual (Manual with instructions on filling out a 
resident's MDS) read in part, residents' preferences and goals may change throughout their stay, therefore 
the IDT should have ongoing discussions with the resident and resident representative, and staff member, so 
that changes can be reflected in the comprehensive care plan.
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