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F 0609 Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030

Residents Affected - Few Based on record review and staff interview the facility failed to report to the state agency an injury of

unknown origin and initiate an investigation into a right leg fracture for one (Resident #1) of one resident
reviewed for injuries of unknown origin. Findings included:

Resident #1 was admitted to the facility on [DATE] and had cumulative diagnoses some of which included
hemiplegia (paralysis of one side of the body) and hemiparesis (weakness or inability to move one side of
the body) affecting right non-dominate side, and cerebral infarction.

Documentation on a health status note in the medical record of Resident #1 dated 1/29/2023 at 11:20 AM
written by Nurse #6 stated, Resident unresponsive during medication administration, Nurse alert, to find
resident breathing heavily eyes rolling episode lasted 2 minutes. [Nurse Practitioner name] informed order
send to ER (emergency room ) for evaluation follow up for previous fall injury to head right side. Seizure
activity. [Resident representative] informed [name].

Nurse #6 was interviewed on 2/17/2023 at 9:45 AM. Nurse #6 revealed that on 1/29/2023 Resident #1 did
take his medications at around 9:00 AM but he did not seem like himself. Nurse #6 stated she checked on
Resident #1 again on 1/29/2023 at around 11:00 AM and his eyes were rolled back in his head, shaking, and
not responding to questions. Nurse #1 stated she contacted the Nurse Practitioner, and an order was
received to send Resident #1 to the ER. Nurse #1 revealed Resident #1 was returned to the facility from the
emergency department on 1/29/2023 with his left foot wrapped and a diagnosis of fractures of the left tibia
and fibula. Nurse #1 also revealed that at that time it was noted Resident #1 had a swollen right leg.

The Assistant Director of Nursing (ADON) was interviewed on 2/17/2023 at 11:44 AM. The ADON explained
that along with Nurse #6 she was helping to assess Resident #1 when he returned from the hospital on
1/29/2023. The ADON further explained that the hospital had only x-rayed the left leg of Resident #1 and had
not x-rayed the right leg. The ADON confirmed the right leg appeared swollen and was painful to the touch
when Resident #1 was removed from the gurney onto his bed. The ADON explained that a mobile x-ray was
called to the facility to take x-rays of the right leg. The ADON stated the mobile x-rays showed that Resident
#1 had a fracture of the right leg and Resident #1 was subsequently sent back to the hospital for evaluation.
The ADON stated Resident #1 returned to the facility with a splint on his upper right leg at the knee. The
ADON explained an orthopedic appointment was made the following day for Resident #1.
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F 0609 Documentation on a mobile imaging report dated 1/30/2023 revealed in the findings Resident #1 had an old
fracture of the proximal fibula (calf bone near knee). There is a fracture of the distal tibia (shin bone) with
Level of Harm - Minimal harm or minimal healing.

potential for actual harm
Documentation on an Orthopedic consultation dated 1/31/2023 revealed Resident #1 was experiencing pain
Residents Affected - Few in both legs after a fall at the facility and had a healing displaced tibia/fibula fracture shaft fracture on the right
side estimated to be 6 to 8 weeks old. Resident #1 was to be kept in a knee immobilizer on the right side.
The documentation noted Resident #1 did not recall another injury to his legs.

An interview was conducted with the facility Administrator on 2/24/2023 at 1:45 PM. The facility Administrator
confirmed Resident #1 was residing in the facility 6 to 8 weeks ago when the fracture of right leg was
estimated to have occurred. The Administrator stated the facility had not reported the injury of unknown
origin to the state agency and had not yet started an investigation into the fractures sustained on the right leg
of Resident #1. The Administrator explained that shortly after it was discovered Resident #1 had fractures in
both legs he had another hospital admission that took him from the facility for 8 days and it was just a lot
going on for this resident.
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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 13030
Residents Affected - Few
Based on record review, staff interview, physician assistant interview, and physician interview the facility
failed to provide care in a safe manner resulting in a hematoma and a left ankle fracture for one (Resident
#1) of three residents reviewed for accidental falls. Findings included:

Resident #1 had cumulative diagnoses some of which included epilepsy (seizure disorder), hemiplegia
(paralysis of one side of the body) and hemiparesis (weakness or inability to move one side of the body)
affecting right non-dominate side, and cerebral infarction.

Resident #1 had a current physician's order initiated on 10/19/2022 for 500 milligrams of Keppra to be
administered as one tablet two times a day for a seizure disorder. Documentation on the medication
administration record revealed Resident #1 received the seizure medication as ordered for the month of
January 2023.

Documentation on a quarterly Minimum Data Set assessment dated [DATE] revealed Resident #1 had
severe cognitive impairment, was coded as requiring extensive assistance of one for bed mobility and total
dependence on one for bathing. Resident #1 was also coded as having range of motion impairment on one
side of upper and lower extremities with incontinence of both bowel and bladder.

Documentation on the care plan dated 12/9/2022 had a focus area for a resident care guide. Some of the
interventions listed were, aide of 1 or 2 people and no side rails.

Documentation in a late entry health status note written by Nurse #1 dated 1/25/2023 at 5:21 AM stated,
Staff was washing up resident, when she turned him over to change his bedding he fell on the floor. 911 was
called and resident was taken to the hospital for evaluation. Family and [Medical Doctor] aware.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Nurse #1 was interviewed on 2/16/2023 at 12:39 PM. Nurse #1 described the following events and actions
taken on 1/25/2023 when Resident #1 fell out the bed. Nurse #1 stated that at approximately 4:40 AM NA #1
came running down the hall calling her to come quick because Resident #1 fell out of the bed. Nurse #1 ran
down the hall to the room of Resident #1 to find him on the floor next to the bed face down. Nurse #1
explained she asked Resident #1 if he was okay. Resident #1 was talking but was complaining of being in
pain. Nurse #1 stated she immediately went to get more help and found two more nurses to assist her
because Resident #1 was a large person and therefore a lot of help was needed. Nurse #1 explained that
every time Resident #1 was touched he complained of pain and complained of leg pain. Nurse #1 did not
think it was a good idea to move Resident #1 because of his complaints of pain. Nurse #1 asked one of the
other nurses in the room to go call 911. Nurse #1 stated she tried to get the vital signs for Resident #1 but
was only able to get his temperature because he was laying face down. Nurse #1 stated her concern was
that Resident #1 might have broken something and more damage could have occurred if he was moved.
Nurse #1 revealed that EMS (emergency medical services) arrived quickly and requested the use of a
mechanical hydraulic lift pad and mechanical hydraulic lift to move Resident #1 to the stretcher. Nurse #1
revealed with the assistance of the facility nurses, the EMS staff were able to get Resident #1 on the
stretcher to take him to the hospital. Nurse #1 stated that as soon as Resident #1 was leaving with EMS, she
called the on-call physician assistant and the responsible party for Resident #1.

Nurse Aide (NA) #1 was interviewed on 2/16/2023 at 1:34 PM. NA #1 explained the following events and
actions taken on 1/25/2023 when Resident #1 fell out of bed. NA #1 revealed she was very familiar with
Resident #1 and had bathed him on her own many times. NA #1 stated she was giving Resident #1 a bath,
had completed the bath, and had started to change the sheets. NA #1 stated Resident #1 was positioned on
his left side and he had his left hand hanging on to the head of the bed. NA #1 revealed she went to the foot
of the bed to get the pad on correctly and fit the sheet around the mattress when Resident #1 rolled out of
the bed onto the floor, and she could not catch him. NA #1 explained Resident #1 was a big man who, just
tipped over before | could get around the bed to catch him. NA #1 further explained Resident #1 tried to grab
the nightstand next to his bed, but he just fell right on his face on the floor. NA #1 said she ran to get the
nurse at the end of the hall. NA #1 explained she helped to clean up Resident #1 and stayed with him and
the nurses until EMS arrived.

Documentation in an emergency department note dated 1/25/2023 revealed the emergency department
performed a left knee x-ray, CT (computed Tomography) scan of the cervical spine, and a CT scan of the
head of Resident #1. Degenerative changes were noted on the left knee x-ray, degenerative changes on the
CT of the cervical spine, and old cerebral infarcts noted on the head CT scan. The discharge assessment in
the emergency room stated, Patient awake, alert and oriented x 3. No cognitive and/or functional deficits
noted. Patient verbalized understanding of disposition instructions. Patient awake and alert.

Documentation in a health status note dated 1/25/2023 at 9:05 AM written by Nurse #2 stated, Assessed
resident upon return room from [hospital]. Resident appeared shaken from fall. Visibly shaken, shoulders
vibrating. Placed on list for visit from provider today. denies pain at this time. bed in low position, call bell in
reach.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Nurse #2 was interviewed on 2/16/2023 at 3:21 PM and revealed she was the unit manager. Nurse #2 stated
she went to assess Resident #1 as soon as he came back from the hospital on 1/25/2023. Nurse #2 stated
Resident #1 was not complaining of pain when he returned to the facility but appeared visibly shaken and
trembling. Nurse #2 stated she made sure the physician saw Resident #1 after he returned from the hospital
on 1/25/2023.

Documentation in a physician progress note dated 1/25/2023 stated in part under the plan portion of the
note, Reassured him that he is not going to die. He checked out ok at the ER. Will order Ativan 0.5 mg
(milligrams) [twice a day] for chronic anxiety and tremor .Apparently, he fell hard and hit his head and was
shaken from the fall.

Resident #1 had a physician's order initiated on 1/26/2023 for 0.5 milligrams of Ativan to be administered as
one tablet by mouth two times a day for anxiety. Documentation on the Medication Administration Record for
January 2023 revealed Resident #1 received Ativan as ordered beginning on 1/26/2023.

An interview was conducted with NA #5 on 2/17/2023 at 10:30 AM. NA #5 confirmed she was very familiar
with Resident #1 working on the 7:00 AM to 3:00 PM shift on the hallway he resided. NA #5 confirmed she
was assigned to care for Resident #1 on 1/27/2023 and 1/28/2023. NA #5 stated that in the days after his fall
Resident #1 did not complain of acute pain to her and his legs were not swollen or appear injured. NA #5
stated after the fall on 1/25/2023, Resident #1 stopped feeding himself and he seemed, out of it. NA #5
stated that at the time of the interview Resident #1 was doing a little better in that he was again able to feed
himself, but he was not back 100% verbally.

Documentation on a health status note dated 1/29/2023 at 11:20 AM written by Nurse #6 stated, Resident
unresponsive during medication administration, Nurse alert, to find resident breathing heavily eyes rolling
episode lasted 2 minutes. [Nurse Practitioner name] informed order send to ER (emergency room ) for
evaluation follow up for previous fall injury to head right side. Seizure activity. [Resident representative]
informed [name].

Documentation on an emergency room notes from the hospital dated 1/29/2023 revealed Resident #1
arrived in the emergency room at 11:44 AM. The documentation under the exam portion revealed Resident
#1 was complaining of leg pain and assessed as having pain and swelling in his left lower leg, left ankle, left
foot, with increased tenderness to internal rotation of the left lower leg. The exam portion also revealed
Resident #1 was assessed as having right lower ankle and foot swelling and edema. X-rays of the pelvis, left
tibia and fibula, left foot, and left ankle were taken in the emergency room . Resident #1 was discharged
back to the facility on [DATE] with a diagnosis of nondisplaced facture of lateral malleolus of left fibula (ankle
fracture just above the ankle joint) and a fracture of lower end of left tibia (shin bone fracture near the ankle).
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

Nurse #6 was interviewed on 2/17/2023 at 9:45 AM. Nurse #6 explained she was the nurse who was on the
hallway assigned to care for Resident #1 when he returned from the hospital on 1/25/2023, working the 7:00
AM to 7:00 PM shift. Nurse #6 revealed Resident #1 was not his normal self in that he was quiet and shaking
with nervousness. Nurse #6 stated Resident #1 did not complain of pain, but he had a huge protruding lump
on the right side of his head. Nurse #6 explained she performed an assessment of Resident #1 when he
returned on 1/25/2023 from the ER and did not note any pain or swelling to his legs at that time. Nurse #6
stated she did not receive any reports from the nurse aides of any pain or swelling in the legs of Resident #1
in the days after the fall. Nurse #6 revealed that on 1/29/2023 Resident #1 did take his medications at around
9:00 AM but he did not seem like himself. Nurse #6 stated she checked on Resident #1 again on 1/29/2023
at around 11:00 AM and his eyes were rolled back in his head, shaking, and not responding to questions.
Nurse #1 said she knew Resident #1 had a diagnosis of a seizure disorder and she had concern perhaps
something was missed when he was sent to the hospital for assessment after the fall on 1/25/2023. Nurse #1
revealed Resident #1 had not had any seizure activity in the last few years since she had been coming to the
facility as an agency nurse. Nurse #1 stated she contacted the Nurse Practitioner, and an order was received
to send Resident #1 to the ER. Nurse #1 revealed Resident #1 was returned to the facility from the
emergency department on 1/29/2023 with his left foot wrapped and a diagnosis of fractures of the left tibia
and fibula. Nurse #1 also revealed that at that time it was noted Resident #1 had a swollen right leg.

Documentation on an orthopedic consultation dated 1/31/2023 revealed Resident #1 had a fracture of the left
lower tibia and fibula and a right sided tibia/fibula fracture of 6 to 8 weeks of age with minimal healing.

Documentation on a physician's progress note for Resident #1 dated 2/1/2023 stated, He had a fall on
1/25/23 and went to ER. He had a hematoma on right forehead, no other findings noted, no changes made.
He was then sent back to theER on [DATE] due to seizure like activity and recent fall. He was [diagnosed ]
with left Tibia/Fibula fracture, splinted, and sent back to the facility for [follow up] with [Orthopedics]. Staff
reported [right lower extremity] pain as well and hospital reported that they did not x-ray the right lower
extremity. X-ray showed fracture and he was sent toER on [DATE] and diagnosed with distal femur fracture
(right) and put in knee immobilizer. He has oxycodone 5 [milligrams] [every] 6 hours [as needed] for pain.

An interview was conducted with the Director of Nursing (DON) on 2/16/2023 at 12:21 PM. After an
investigation into the fall of Resident #1 a discussion was held in the morning meeting discussing the fall the
next day (1/26/2023). The DON stated the facility ordered a bariatric bed for Resident #1 and put upper side
rails on his bed so he could grab onto them during care. The DON also stated education materials were
distributed to all the nursing staff on 1/26/2023 letting everyone know Resident #1 required 2 people for the
provision of activities of daily living and repositioning as well as to let nursing administration know if a bed
was too small or side rails were needed. The DON confirmed the care plan was updated at that time to
reflect 2 people were needed for the provision of care for Resident #1 and the use of side rails for mobility.
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F 0689 An interview was conducted with the facility Administrator on 2/17/2023 at 11:30 AM who indicated the cause
of the fall for Resident #1 was poor positioning of the resident during care. The Administrator elaborated and

Level of Harm - Actual harm stated that although Resident #1 was a large man, the bed he was in prior to the fall was big enough for him
and he did not need side rails. The Administrator reiterated that if Resident #1 had been positioned correctly

Residents Affected - Few he would not have fallen. The Administrator stated NA #1 was retrained in positioning of residents and a

four-point plan was being initiated to make sure all staff are trained in positioning of residents to prevent
further occurrence of this type of accident.

An interview was conducted with the facility physician assistant (PA #1) on 2/23/2023 at 2:40 PM. PA #1
stated on 1/25/2023 the hospital took a CT (computerized tomography) scan of the head of Resident #1 and
reported to the facility there were no abnormalities such as a brain bleed. PA #1 further explained the stress
of the fall and the fracture put Resident #1 at continued risk for break through seizure activity despite being
on medication for seizures. PA #1 stated she was not sure if the seizure-like activity Resident #1 had was an
actual seizure on 1/29/2023 because she was not there to witness it. PA #1 elaborated to say the hospital
did not report to the facility on [DATE] Resident #1 had a seizure and there was no treatment or medication
changes made as a result of the seizure-like activity on 1/29/2023.

An interview was conducted with the physician (MD #1) for Resident #1 on 2/27/2023 at 11:26 AM. MD #1
stated Resident #1 was on medication for seizures and he had not known him to have any seizure activity
while he was a resident in the facility. MD #1 revealed he doubted Resident #1 had a seizure on 1/29/2023.
MD #1 further revealed Resident #1 was a very debilitated resident who was hard to assess. MD #1 stated
Resident #1 would have been in a postictal state for a period if he had a seizure and there was not enough of
a description in the nursing notes to prove he had a seizure. (A postictal state is a period that begins when a
seizure subsides and ends when a patient returns to baseline. It typically lasts between 5 and 30 minutes.)
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F 0867 Set up an ongoing quality assessment and assurance group to review quality deficiencies and develop
corrective plans of action.

Level of Harm - Minimal harm or
potential for actual harm 13030

Residents Affected - Few Based on observation, staff and resident interviews, and record review the facility's Quality Assessment and
Assurance Committee failed to maintain implemented procedures and monitor the interventions that the
committee put into place following the recertification survey completed 11/18/2022. This was for one repeat
deficiency in the area of supervision to prevent accidents that was originally cited on 11/18/2022 during a
recertification survey. The continued failure of the facility during two federal surveys showed a pattern of the
facility's inability to sustain an effective Quality Assessment and Assurance Program. The findings included:

This citation is cross referenced to:

F689:During the complaint investigation completed 2/17/2023 the facility failed to provide care in a safe
manner resulting in a hematoma and a left ankle fracture for one (Resident #1) of three residents reviewed
for accidental falls.

During the recertification survey completed 11/18/2022 the facility failed to provide a hazard free
environment by leaving an electrical outlet uncovered with exposed wires for 1 of 6 residents reviewed for
accidents.

An interview was conducted with the Assistant Director of Nursing (ADON) on 2/17/2023 at 11:44 AM. The
ADON stated that the facility did have a quality assurance process for reviewing falls in the facility and
monitoring accidents. The ADON stated the facility did research into what happened, made sure
interventions were in place, follow-up on interventions, and the resident was made into a focus resident so
that staff can be kept updated.

The facility Administrator was interviewed on 2/17/2023 at 11:30 AM. The facility Administrator stated that
the facility recently had a Quality Assurance Performance Improvement meeting and all of the citations from
the most recent recertification survey were discussed to include F689 supervision to prevent accidents. The
Administrator revealed the monitoring tools for F689 were discussed but the most recent accident with
Resident #1 was not documented as discussed.

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 345145 Page 8 of 8



