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Initial Comments  
 
An unannounced recertification and complaint  
investigation survey was conducted on 5/11/26  
through 5/14/26. The facility was found in  
compliance with the requirement CFR 483.73,  
Emergency Preparedness. Event ID #230CDE-H1.  
 

E0000  
 

05/26/2026

F0000 
 

INITIAL COMMENTS  
 
A recertification and complaint investigation survey 
was conducted from 5/11/26 through 5/14/26. Event 
ID #230CDE-H1. The following intakes were  
investigated: 2967371, 2962940, and 2801877.  
 
4 of the 4 complaint allegations did not result in  
deficiency.  
 

F0000  
 

05/26/2026

F0684 
SS = D

Quality of Care  
 
CFR(s): 483.25  
 
§ 483.25 Quality of care  
 
Quality of care is a fundamental principle that  
applies to all treatment and care provided to facility 
residents. Based on the comprehensive assessment 
of a resident, the facility must ensure that residents 
receive treatment and care in accordance with  
professional standards of practice, the  
comprehensive person-centered care plan, and the  
residents' choices.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
Based on observations, record reviews and  
interviews with the Nurse Practitioner and staff, the 
facility transferred a resident (Resident #88) with left 
hip pain after a fall. Resident #88 was diagnosed  
with a fracture of the left hip. The facility also failed 
to assess and obtain treatment orders for a skin tear 
(Resident #9). This deficient practice affected 2 of 2 
residents reviewed for professional standards  
(Resident #88 and Resident #9).  
 
The findings included:  
 

F0684 Corrective action for the residents found to be  
affected by the deficient practice.  
 
 
Resident #88 was sent to the emergency room for  
evaluation after the fall and was admitted to the  
hospital. Resident #88 no longer resides in the  
facility.  
 
 
Resident #9 who had clear rectangular dressing on  
his left arm/elbow with no date or initials on  
dressing. There was no event regarding the skin tear 
or treatment order put in place at the time of skin  
tear. The Skin Integrity Nurse followed through with 
resident’s head to toe assessment with left  
arm/elbow medical provider notification, treatment  
order and incident/event 05-12-2026. The Skin  
Integrity Nurse (Wound Care Nurse) was re-educated 
on following policies and procedures for skin  
tears/events immediately.  
 
 
Corrective action for other residents having the  
potential to be affected by the same deficient  
practice.  
 
 
A thirty day look back was completed on 5-15-2026 
on all residents with a fall. Twelve residents had the

06/03/2026
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Continued from page 1 
1. Review of the hospital discharge summary dated  
1/21/26 revealed that Resident #88 presented to the 
Emergency Room (ER) with complaints of right knee 
and hip pain following a fall several days prior. She 
was diagnosed with a minimally displaced fracture of 
the lateral condyle of the right tibia (a partial crack  
in the bone to the outer portion of the upper leg  
bone near the knee joint). Orthopedics evaluated the 
fracture and recommended non-operative  
management with no weight bearing on the right leg 
and the use of a knee brace.  
 
 
Resident #88 was admitted to the facility on 1/21/26 
with diagnoses that included a nondisplaced fracture 
of the lateral condyle of the right tibia, unspecified  
osteoarthritis and congestive heart failure (CHF).  
 
 
A baseline care plan created 1/21/26 included a  
problem area for risk for falls or fall related injury  
related to right tibia fracture, decreased mobility and 
potential medication side effects. The care plan also 
included a problem area for Activities of Daily Living 
(ADL) decline related to right tibia fracture, CHF and 
acute respiratory failure.  
 
 
A Social Services progress note dated 1/23/26 and 
timed 5:06 PM, read that Resident #88 was noted on 
the floor on the left side of the bed. The note  
indicated the Social Services Director and Nurse  
Aide (NA) #2 entered the room with Nurse #1. The  
note stated that Resident #88 was attempting to  
self-transfer from the left side of the bed into the  
wheelchair, which rolled when she got into a  
standing position attempting to pivot and fell on her 
buttocks. Resident #88 was non-weight bearing on  
the right leg with a brace present. When Resident  
#88 was asked if she was in pain she stated yes to  
her tailbone/right hip. The note indicated the nurse 
completed range of motion and assessed Resident  
#88. Resident #88 felt pain subsided, an attempt to  
transfer resident to the wheelchair was made, but  
upon lowering her down she verbalized 10 out of 10 
level of pain.  
 
 
An interview occurred with the Social Services  
Director on 5/13/26 at 9:50 AM. She stated that she 
recalled walking past Resident #88’s room “in the  
later part of the day” on 1/23/26 and observed  
Resident #88 sitting on the floor beside her bed. She 
explained that NA #2 and Nurse #1 entered the room 
at the same time she did. The Social Services  
Director stated Resident #88 was sitting on the floor,

F0684 Continued from page 1 
potential to be affected. No pain related to falls  
issues were identified.  
 
 
All residents who have a fall with complaints of pain 
and or injury will not be assisted off the floor until  
assessed and medicated by a nurse. Nurse in charge 
will assess the resident and provide pain medication 
if warranted. If there is possible injury the staff will  
leave the resident on the floor, make the resident  
comfortable, instruct a staff member to stay with the 
resident, and notify the Medical Provider for an order 
to send to emergency room for evaluation. Allow  
Emergency Medical Services (EMS) to assist  
residents off the floor to prevent further damage in  
the event of an injury.  
 
 
The Skin Integrity Nurse (Wound Care Nurse) and  
Supervisors completed a head-to-toe assessment  
on 100% of all residents in the facility to identify any 
undocumented or untreated skin tears or any skin  
integrity issues on 05-13-2026. There were no  
identified areas of concern.  
 
 
Systemic changes made to ensure that the deficient 
practice will not recur.  
 
 
The Clinical Competency Coordinator will complete  
education for all staff 100% on falls, educating the  
importance of not assisting off the floor when  
residents are complaining of pain and/or injury by  
06-02-2026. Nurse in charge will assess the resident 
for injuries (especially head, neck, and spinal trauma) 
and take vital signs. Secure the resident on the  
floor, make the resident comfortable, instruct a staff 
member to stay with the resident, notify the Medical 
Provider for an order for pain medication or to send 
to emergency room for evaluation if warranted. Allow 
Emergency Medical Services (EMS) to assist  
residents off the floor to prevent further damage in  
the event of an injury.  
 
 
The Clinical Competency Nurse and Skin Integrity  
Nurse (Wound Care Nurse) will educate 100% of all  
nurses and nursing assistants immediately reporting 
incidents and following through with notification to  
medical provider, treatment order and documentation 
of the incident/event by 06-02-2026.  
 
 
All new orientees will be educated in orientation on 
fall protocol. All new nurses and nursing assistants

06/03/2026
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Continued from page 2 
with complaints of pain in her left hip. She recalled  
Nurse #1 performed an assessment but Resident #88 
was wanting to get in the wheelchair and kept  
repeating the pain wasn’t that bad. She stated NA  
#2 and Nurse #1 attempted to transfer Resident #88 
to the wheelchair and when she was starting to sit  
down that’s when she complained of increased pain 
in the left hip and they placed her in the bed. The  
Social Services Director recalled Resident #88’s pain 
was on the side that did not have a brace in place.  
 
 
A second interview took place with the Social  
Services Director on 5/14/26 at 9:57 AM. She  
verified she was unsure if leg length difference was 
present after Resident #88’s fall on 1/23/26 but she 
did complain of pain to her hip. She explained she  
saw Nurse #1 have Resident #88 move her arms  
around but couldn’t recall what type of assessment 
was completed for her legs. The Social Services  
Director explained Resident #88 kept saying she  
wasn’t hurt and wanted to get off the floor, so  
Nurse #1 and NA #2 stood her up to get to the  
wheelchair, Resident #88 had severe pain and was  
placed in bed.  
 
 
On 5/13/26 at 1:54 PM, an interview occurred with  
NA #2 who had worked with Resident #88 on  
1/23/26 at the time of the fall. She recalled walking 
by Resident #88’s room and heard someone say  
“hey”. She walked into the room and observed  
Resident #88 sitting on the floor by her bed. She  
recalled the bed was in the lowest position but  
couldn’t recall the placement of Resident #88’s  
legs, if an assessment was performed by Nurse #1  
or if Resident #88 was transferred off the floor.  
 
 
An eINTERACT Situation, Background, Assessment, 
Recommendation (SBAR) form dated 1/23/26, timed 
5:15 PM and completed by Nurse #1, read that  
Resident #88 had a fall with left hip pain and  
decreased range of motion made worse with  
movement or pressure. Resident #88 currently had a 
closed fracture to the right leg. The form indicated  
Nurse Practitioner (NP) #1 was made aware on  
1/23/26 at 5:20 PM and ordered an x-ray of the left 
hip and pelvis.  
 
 
A post fall observation form dated 1/23/26, timed  
5:46 PM and completed by Nurse #1, indicated  
Resident #88 experienced an unwitnessed fall in her 
room. Resident #88 stated she wanted to get out of 
bed and the wheelchair was beside the bed. She

F0684 Continued from page 2 
will be educated in orientation on skin integrity  
protocol. Any staff not educated by June 02, 2026,  
will be educated prior to their next shift.  
 
 
The Skin Integrity Nurse (Wound Care Nurse) will  
report to the Director of Health Services any  
identified areas that need addressing from the skin  
integrity/incident audits immediately for further  
investigation.  
 
 
Plans to monitor its performance to make sure that  
the solutions are sustained.  
 
 
The Director of Health Services and Clinical  
Competency Coordinator will have unannounced  
mock-fall scenarios to evaluate whether staff and  
nurses know the correct protocols to keep a resident 
stable and summon assistance weekly x 4 weeks,  
then monthly x 4 months.  
 
 
The Skin Integrity Nurse (Wound Care Nurse) will  
complete a skin integrity/incident audit with nurses 
and nursing assistants on the correct protocols of  
reporting and treating skin integrity issues weekly x 
4 weeks, then monthly x 4 months.  
 
 
The Director of Health Services will ensure nurses to 
document compliance with immediate post-fall  
procedures. Ensuring the nurses assess the resident 
for injuries (especially head, neck, and spinal  
trauma), take vital signs, notify the provider and  
medicate the resident before any attempt to move  
the resident.  
 
 
The Director of Health Services will present in  
monthly Quality Assurance and Performance  
Improvement (QAPI) Meeting fall on incidents to  
identify if certain shifts, units, or specific staff are  
circumventing proper fall-response procedures. The 
data will be analyzed by the QAPI committee to  
determine if systemic changes (e.g., better  
equipment availability, revised staff training) are  
necessary to reinforce safety protocols until  
compliance is maintained.  
 
 
The Clinical Competency Coordinator will present in 
monthly Quality Assurance and Performance  
Improvement (QAPI) Meeting data from unannounced 
mock-fall scenarios to determine if systemic

06/03/2026
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Continued from page 3 
stated she stood and lost her balance landing on her 
left hip and tail bone. Resident #88 was observed  
seated on the floor with her legs extended by NA #2 
and Social Services Director. There was no attempt  
made to request assistance from Resident #88 and  
Resident #88 had declined NA’s offer 15 minutes  
prior to the event. Interventions provided were  
marked as comfort care and diagnostic x-ray  
ordered.  
 
 
A nursing progress note dated 1/23/26, timed 5:50 
PM and written by Nurse #1, read that Resident #88 
continued with complaints of pain and notable  
shortening of the left leg with foot turned out was  
observed. An order was obtained to transfer  
Resident #88 to the ER for further evaluation.  
 
 
Multiple attempts were made to contact Nurse #1 on 
5/13/26 and 5/14/26 without success. Nurse #1 was 
on duty at the time of Resident #88’s fall on  
1/23/26.  
 
 
A review of the hospital records dated 1/23/26 to  
2/1/26 indicated that Resident #88 presented to the 
ER with complaints of left hip pain as well as left  
lower leg shortened and rotated out following a fall. 
She was diagnosed with a closed fracture of the left 
hip and underwent surgical repair on 1/24/26.  
 
 
A phone interview occurred with NP #1 on 5/13/26  
at 12:17 PM, who recalled being called and informed 
that Resident #88 had experienced a fall from the  
bed. She stated she was not informed of any pain or 
leg length difference, or she would have ordered  
Resident #88 to be transferred to the ER for further 
evaluation rather than remaining in the facility for  
x-rays. NP #1 added that if a resident had a fall with 
visible injuries or complaints of pain, she would  
have expected the staff to leave the resident in  
place, make them comfortable, speak with the  
provider and allow Emergency Medical Services  
(EMS) to move them off the floor, to prevent further 
damage in the event of an injury.  
 
 
The Director of Nursing (DON) was interviewed on  
5/13/26 at 2:06 PM and stated she recalled being  
informed Resident #88 had experienced a fall and  
she walked down to the room but couldn’t recall the 
exact time. The DON stated when she arrived at  
Resident #88’s room she was lying in bed, which  
was noted to be low to the ground. She stated she

F0684 Continued from page 3 
changes are necessary to reinforce safety protocols 
 
 
The Skin Integrity Nurse (Wound Care Nurse) will  
present monthly Quality Assurance and Performance 
Improvement (QAPI) Meeting data from skin  
integrity/incident audit to determine if systemic  
changes are necessary to reinforce policies and  
procedures until sustained compliance is maintained. 
 
 
Quality Assurance Performance Improvement (QAPI) 
Committee was held on 05-19-2026 to review state  
survey results for plan of corrections.  
 
 
Date of compliance: June 03, 2026

06/03/2026
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Continued from page 4 
could immediately see the difference in leg length  
and Resident #88 was complaining of pain in her  
hip. The DON explained that Nurse #1 told her that a 
provider had been notified and an order was  
obtained to complete an in the facility x-ray. The  
DON stated she told Nurse #1 to cancel that order as 
Resident #88 needed to be seen at the hospital. The 
DON stated she called the NP, explained what she  
observed and received an order for Resident #88 to 
be evaluated at the hospital. The DON was unable to 
state what type of assessment was performed by  
Nurse #1 at the time of the fall but would have  
expected Resident #88 to remain in place on the  
floor until EMS arrived, to prevent further damage, if 
there were complaints of pain or if any abnormalities 
had been observed.  
 
 
2. Resident #9 was admitted to the facility on  
09/19/25 with diagnoses that included orthopedic  
aftercare following surgical amputation.  
 
Resident #9’s quarterly Minimum Data Set (MDS)  
dated 03/27/26 indicated his cognition was intact,  
and behaviors were not exhibited during the  
look-back period. Functional limitation in range of  
motion impairment on both sides of lower  
extremities. Resident #9 required  
substantial/maximal assistance to shower/bathe self 
and bed mobility. He was dependent on staff with  
toileting hygiene, dressing, personal hygiene, and  
transfers. Resident #9 had no pressure ulcers and  
was receiving the application of nonsurgical  
dressings (with or without topical medications), and 
applications of ointments/medications other than to 
feet.  
 
Resident #9’s care plan, last revised on 05/08/26  
did not include a focus area for skin tears to left  
arm/elbow. The care plan did include an area for  
skin tears to Resident #9’s right lower extremity.  
The interventions included for staff to monitor for  
and report skin changes or deterioration in wound  
status to provider and to perform care to sites as  
ordered and as needed.  
 
An observation and interview were conducted on  
05/11/26 at 9:35 AM with Resident #9. On  
observation of Resident #9, he had a clear rectangle 
dressing on top of white gauze to his left arm/elbow 
area. The white gauze had brown and red substance 
on around the edges and in the center of the gauze. 
The bandage had no date or any writing on it.  
Resident #9 stated he obtained the skin tear to his  
left arm, "a few days ago, I think it was Friday  
(5/8/26)". He explained that while a nursing

F0684 06/03/2026
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Continued from page 5 
assistant (NA) was changing his brief he turned him 
onto his side and he almost fell off the bed, the NA 
grabbed him to prevent him from falling and while  
doing that the NA caused the skin tear to his left  
arm. (He pointed at the undated dressing on his left 
forearm area). Resident #9 could not recall the NA’s 
name.  
 
Resident #9’s physician orders from 05/01/26  
through 05/11/26 revealed no orders for skin tear  
treatment to Resident #9’s left arm/elbow area. An  
order dated 05/12/26 read: apply antibiotic ointment 
to left elbow skin tear, cover with dressing if needed 
until healed.  
 
An observation and interview were conducted on  
05/12/26 at 11:01 AM with Resident #9’s Hospice  
Nurse. The Hospice Nurse stated she was unaware  
of a skin tear to Resident #9's left arm/elbow area  
and that there was not a bandage in place to the  
area on 05/07/26 when she last visited Resident #9. 
The Hospice Nurse removed the dressing, a  
bordered gauze that had a date of 05/11/26 with the 
Wound Nurse’s initials on top of it. Under the  
removed dressing Resident #9 had two skin tears  
side by side with scant bleeding noted.  
 
An interview was conducted on 05/12/26 at 11:09  
AM with the Wound Care Nurse. She stated a NA,  
(could not remember which NA), came to her on  
05/11/26 in the late afternoon and advised her  
Resident #9 had a skin tear to his left elbow area.  
The Wound Care Nurse explained she had not been 
previously notified of the skin tear to Resident #9’s 
left arm. She stated the area had 2 linear skin tears 
that had blood on them, she cleaned and bandaged 
the areas. The Wound Care Nurse explained that  
Resident #9 had told her he hit his arm on the  
underneath side of the bedside table and caused  
skin tears. She denied asking the nurse what had  
happened or notifying the nurse of the skin tear.  
 
An interview was conducted on 05/12/26 at 11:47  
AM with NA #2. She verified she had worked with  
Resident #9 on 05/08/26 from 7:00 AM to 3:00 PM. 
She explained that Resident #9 did not have any  
skin tears on his left arm. NA #2 could not recall  
seeing a bandage on his left arm/elbow area on  
05/12/26.  
 
A phone interview was conducted on 05/12/26 at  
7:41 PM with NA #5. She verified she was Resident 
#9’s direct care NA on 05/09/26 from 7:00 AM to  
7:00 PM. She denied seeing a skin tear or a  
bandage to Resident #9's left arm.  

F0684 06/03/2026
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Continued from page 6 
An interview was conducted on 05/12/26 at 12:14  
PM with NA #1. He stated no events occurred during 
care with Resident #9 on 05/08/26 from 3:00 PM to 
7:00 PM, 05/10/26 from 7:00 AM to 7:00 PM, or  
05/11/26 from 7:00 AM to 3:00 PM. He explained  
that while he was providing incontinence care to  
Resident #9 on 05/08/26 Resident #9 told him he  
had almost fallen during care in the past and for NA 
#1 to not let him fall when he turned him onto his  
side. NA #1 went on to explain that at no time during 
providing care did Resident #9 fall or almost fall  
from the bed. NA #1 indicated he did not cause skin 
tears to Resident #9’s left arm.  
 
A phone interview was conducted on 05/12/26 at  
11:51 AM with Nurse #3. She verified she had  
worked with Resident #9 on 05/08/26, 05/09/26, or 
05/10/26 from 7:00 PM to 7:00 AM. She explained  
she did see a bandage to Resident #9's left  
arm/elbow area over the weekend but could not  
recall what days. She explained she did not know  
why there was a bandage in place. No events  
occurred during her shift, no treatment order was  
scheduled for her shift, and she did not apply the  
bandage.  
 
An interview was conducted on 05/12/26 at 12:07  
PM with NA #3. She had worked with Resident #9 on 
05/10/26 from 7:00 AM to 7:00 PM and she was not 
aware of a skin tear to Resident #9's left arm/elbow 
area. She could not recall seeing a bandage on his  
left arm/elbow area. She then stated she could have 
“over-looked” the bandage.  
 
A phone interview was conducted on 05/12/26 at  
12:51 PM with Nurse #2. She verified she was the  
direct care nurse for Resident #9 on 05/08/26 and  
05/10/26 from 7:00 AM to 7:00 PM. She stated she 
did see a bandage to Resident #9's left arm/elbow  
area on 05/08/26 however she did not know why the 
bandage was in place nor did she check the  
treatment orders to see if he had a treatment order  
in place.  
 
A follow-up interview was conducted on 05/12/26 at 
3:08 PM with the Wound Care Nurse. She stated she 
did not initiate a treatment order or complete an  
incident report for the skin tear on the evening of  
05/11/26 at approximately 6:45 PM because she was 
getting ready to leave the facility for the day and  
figured she would complete them on the morning of 
05/12/26 upon returning to work. She indicated she 
did not think of asking the floor nurse to complete  
the treatment order or incident report. The Wound  
Care Nurse explained she added the treatment order 
and completed an incident report on 05/12/26.
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An interview was conducted on 05/12/26 at 3:22 PM 
with the Director of Nursing (DON) in the presence of 
Administrator and Corporate Nurse Consultant. The 
DON indicated she was unaware Resident #9 had a  
skin tear to his left arm/elbow area, unaware an  
incident report had not been completed, and  
unaware a treatment order was not completed at the 
time a bandage was applied to the skin tears to  
Resident #9’s left arm. The DON stated the Wound  
Care Nurse completed the order and an incident  
report on the morning of 05/12/26. Her expectation 
was the nurse that finds or made aware of a new  
skin issue to initiate the treatment order, incident  
report, and make the Wound Care Nurse aware of  
the new area.  
 
Unsuccessful attempts were made during the survey 
period to contact NA #4 (Scheduled for C hall on  
05/08/26 and 05/09/26 from 7:00 PM-7:00 AM) and 
Nurse #5 (Scheduled as the shift supervisor on  
05/08/26 and 05/10/26 from 7:00 PM-7:00 AM).  
There was no answer to the call attempts and the  
“mailbox was full”.
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