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Initial Comments 

Complaint Investigation 25511272 / 2674958 

Final Observations 

Statement of Licensure Violations: 

300.610 a) 

300.1010 h) 

300.1210 b) 

300.1210 d)1) 

300.1210 d)3) 

Section 300.610 Resident Care Policies 

a) The facility shall have written policies and 

procedures governing all services provided by the

facility. The written policies and procedures shall be

formulated by a Resident Care Policy Committee

consisting of at least the administrator, the advisory

physician or the medical advisory committee, and 

representatives of nursing and other services in the 

facility. The policies shall comply with the A ct and 

this Part. The written policies shall be followed in

operating the facility and shall be reviewed at least

annually by this committee, documented by written,

signed and dated minutes of the meeting.

Section 300.1010 Medical Care Policies 

h) The facility shall notify the resident's physician

of any accident, injury, or significant change in a 

resident's condition that threatens the health, safety

or welfare of a resident, including, but not limited

to, the presence of incipient or manifest decubitus

ulcers or a weight loss or gain of five percent or more

within a period of 30 days. The facility shall obtain

and record the physician's plan of care for the care or

treatment of such accident, injury or change in

condition at the time of notification. 
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R 1 's "Transfer/Discharge report, dated 12/2/25, 

documents an admission date of 12/3/2021 and a 

discharge date of 11/20/2025. 

R1's diagnosis report, dated 12/3/25, documents the 

following diagnoses in part, fracture of superior rim 

of right pubis, subsequent encounter for fracture with 

routine healing, muscle weakness (generalized), other 

abnormalities of gait and mobility, pain in right hip, 

unsteadiness on feet. 

R1's Minimum Data Set (MOS), dated 10/22/25, documents 

a Brief Interview for Mental Status (BIMS) of 9, 

indicating R1 is moderately cognitively impaired. 

Section GG-Functional Abilities documents R1 is 

dependent on staff for all transfers. 

R1 's Care Plan documents R1 is at risk for falls, risk 

for injury from falls with an initiation date of 

2/28/22. 

R 1 's Fall Risk A ssessment, dated 9/25/25, documents R 1 

is at high risk for falls. 

R1's Order Recap Report, printed 12/2/25, documents R1 

had an order for Ibuprofen Oral Tablet 600 milligrams 

(mg) give 600 mg by mouth every 8 hours as needed for 

pain started 8/24/23 and an order for Tylenol Extra 

Strength Tablet 500 mg give 2 tablets by mouth every 4 

hours as needed for mild pain, take 1-2 tablets every 

4-6 hours as needed for mild pain with a start state of 

12/26/21. 

On 12/1/25 at 2:29pm, V12 (family member) stated V14 

(family member) had visited R1 on 11/15/25 and said R1 

was not wearing socks and she appeared to be in pain. 

V12 stated she went to visit R 1 on 11 /16/25 and noticed 

her leg did not look right and she was in pain. V12 

stated one of the aides told her she had been in pain 

the day before and she had told the nurse about it. V12 

stated she did not know the aide's name. V12 stated, 

"Staff were using a mechanical lift with her and her 

leg was so messed up, it was rotated, and her foot was 

flat on the recliner." V12 stated she told V8 

(Registered Nurse/RN) something was not right with R1's 

leg; she stated V8 tapped her leg and said it looked a 

little swollen. V12 stated the hospital diagnosed R1 

with a right hip fracture and a left leg fracture. V12 

stated V2 (Director of Nursing/DON) called her and said 

a nurse admitted R1 had fallen and she didn't do 

anything about it. V12 stated V2 told her some staff 

stated they had reported R1 was in pain and the same 

nurse didn't do anything about it; he told her they got 

rid of the nurse. 
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On 12/1/25 at 12:56pm, V2 (DON) stated there is an 

event that should be triggered in a resident's medical 

record when they have a fall or incident. V2 stated it 

will show up in the progress notes. V2 confirmed this 

was not done for R1's fall on 11/16/25. 

On 12/1/25 at 2:54pm, V2 (Director of Nursing/DON) 

stated they realized there was an issue with R1 and 

quickly went into action to correct it. 

On 12/2/25 at 11 :31am, VB (RN) stated she was the nurse 

that sent R1 out on 11/16/25. VB stated she had noticed 

R1 had some increased edema more so in her left leg 

than in the right. VB stated, "(R1) had edema, but it 

was a little more this day. She did not complain of 

pain; she did grimace a little when she touched it. 

(R1) was sent out because her daughter wanted her sent 

out." VB stated she had pulses, and she had no 

complaint of pain prior to. VB stated she had no 

knowledge of R1 falling until after she was sent to the 

hospital. 

On 12/2/25 at 1 :27pm, V9 (Certified Nursing 

AssistanUCNA) stated she was not working on R1's 

hallway on Friday, the day she fell. V9 stated one of 

the other CNA's told her she had to help V11 (Licensed 

Practical Nurse/LPN) put R1 back into bed after finding 

her on the floor. V9 stated the only nurse they worked 

with that following weekend was V11, and she reported 

to her two different nights that R1 was in pain. V9 

stated she was not there the day R1 was sent out. 

On 12/2/25 at 1 :37pm, V10 (CNA) stated she was working 

the night that R1 fell. V10 stated she helped V11 

(Licensed Practical Nurse/LPN) get R1 up after she 

fell; she stated she did not appear to be in pain. V10 

stated V11 did not really assess R 1, and she did not 

call her family or physician. V10 stated R1 did appear 

to be in pain later in the weekend, it was reported to 

V11, but to her knowledge V11 did not address it. 

On 12/2/25 at 11 :0Bam and 12/3/25 at 9:37am; attempts 

to contact V11 (LPN) were made but unsuccessful. 

On 12/2/25 at 2:19pm, V2 (DON) stated they held a 

meeting on 11/16/25 with himself, V1; and V13 (RN, 

Minimum Data Set (MDS)/Care plan coordinator) to 

investigate and develop a plan of correction. V2 stated 

they interviewed all staff and residents and educated 

all the staff; and V11 (LPN) was terminated. 

On 12/2/25 at 2:40pm, V1 (Administrator) stated V2 
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2. Process/Steps to identify others having the 

potential to be impacted by the same deficient

practice : All residents residing in the facility have 

the potential to be affected. 

3. Measures put into place /systematic changes to ensure 

the deficient practice does not recur : All residents 

and staff interviewed to identify unreported falls. 

4. Plan to monitor performance to ensure solutions are

sustained: DON or designee will interview three

residents and three staff members weekly for any

unreported falls. Administrator will report quarterly

findings to the QA (quality assurance) committee.

An in -service was completed with all employees 

regarding documenting and reporting falls. 
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