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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility did not ensure each resident receives care, consistent 
with professional standards of practice (SOP), to prevent pressure injuries (PI) and each resident with PIs 
receives necessary treatment and services, consistent with professional SOP, to promote healing, prevent 
infection, and prevent new injuries from developing in 2 of 3 sampled residents (R1 and R6). (R6 is being 
cited at actual harm/isolated).R6 was identified to be at risk for PI development and re-developed a stage IV 
PI. Observations were made of PI interventions not being used as intended. Wound assessments were not 
completed weekly, and treatments were not completed as ordered. R6 re-developed a stage IV PI which 
deteriorated.R1's PI was not staged accurately. R1 did not have PI treatments completed as ordered. This is 
evidenced by:The facility's policy Wound Care Program, undated, includes: All residents admitted to our care 
will be comprehensively assessed for risk of and/or current pressure injuries or other alterations in skin 
integrity upon admission. A treatment plan will be initiated. Our wound protocol is based on the most recent 
NPIAP (National Pressure Injury Advisory Panel) pressure injury prevention and treatment guidelines. It is 
the expectation all new or worsening skin alterations will have thorough documentation including adding it to 
the current plan of care. Stage 2 Pressure Injury: Granulation tissue, slough and eschar are not present. 
Wound Assessment: Assessment of the wound is necessary prior to developing a plan of care. Assess the 
pressure injury initially and routinely thereafter and document findings. Wound Rounds It is the policy of 
[Facility Name] to make routine wound rounds on all resident with open wounds.Wound Rounds will be held 
on a routine basis in accordance with the NPIAP recommendations. Stage 2 Pressure Injury 4. Pressure 
redistribution to area: .pressure redistribution cushion to wheelchair. Stage 3 Pressure Injury 13. Pressure 
redistribution to the area.pressure redistribution cushion in wheelchair.Example 1R6 admitted to the facility 
on [DATE] and has diagnoses of a stage 4 pressure injury of the sacrum (healed in the facility), chronic 
venous hypertension with ulcer of bilateral lower extremity (a long-lasting sore that develops in the lower leg 
due to high pressure in the veins) and chronic myelomonocytic leukemia not having achieved remission 
(cancer of the blood-forming cells of the bone marrow). R6's comprehensive care plan, printed on 11/25/25, 
includes: Focus: R6 has chronic admit acq'd (acquired) PI stg (Stage) 4 sacrum resolved in house, recently 
reopened, hx (History) of (2) stage 2 PI L (Left) shoulder.Goal: will not develop and [sic] avoidable pressure 
injuries and current chronic resolved PI/scar tissue will remain stable/resolved.Interventions: Administer 
treatments as ordered and monitor for effectiveness. treatment to healed sacral wound for protection. Apply 
barrier cream during periods of incontinence/toileting and PRN (As Needed) to help prevent skin breakdown, 
monitor closely for inct (Incontinent) stools and assist as needed to keep clean and dressed. Check 
placement of protective foam to coccyx.every shift. Pressure redistribution mattress, pressure redistribution 
cushion to chair and recliner. Focus: R6 has an ADL (Activities of Daily Living) self-care performance deficit.
Goal: R6 will be clean, dry and well-groomed daily.Interventions: Transfers/Ambulation: 1 assist with 2ww (2 
Wheeled Walker) stand/pivot transfers. Dressing: 1 assist staff participation. Personal Hygiene/oral care: 1 
assist staff participation.R6's physician orders state in part; start 6/18/25. Discontinue 10/30/25. Dermaseptin 
ointment (skin protectant with cooling menthol) to be applied to buttocks region with all incontinent cares and 
toileting.every shift. R6's Treatment Administration Record (TAR) states in part; start 6/18/25. Discontinue 
10/30/25. Dermaseptin ointment (skin protectant with cooling menthol) to be applied to buttocks region with 
all incontinent cares and toileting.every shift.The TAR is blank for night shift on 10/1/25.The TAR is blank for 
day shift on 10/12/25 and 10/15/25. The TAR is blank for evening shift on 10/7/25 and 10/17/25.R6's 
physician orders state in part; start 9/8/25. Discontinue 10/17/25. Check placement of protective foam to 
coccyx.q (Every) shift.R6's TAR states in part; start 9/8/25. Discontinue 10/17/25. Check placement of 
protective foam to coccyx.q (Every) shift.The TAR is blank for day shift on 10/12/25 and 10/15/25. The TAR 
is blank for evening shift on 10/7/25.R6's physician orders state in part; start 9/22/25. Discontinue 10/31/25. 
Protective foam dressing to coccyx. Change every 3 days and PRN (As Needed) every day shift.R6's TAR 
states in part; start 9/22/25. Discontinue 10/31/25. Protective foam dressing to coccyx. Change every 3 days 
and PRN (As Needed) every day shift.The TAR is blank for 10/16/25, 10/19/25, 10/25/25, and 10/31/25.R6's 
Weekly Wound assessment dated [DATE]. Wound 3 Date of onset Site 3: 10/14/25. Where acquired: 
Facility-Acquired. Wound site: Coccyx. Type: Pressure. Length (cm): 3.2. Width (cm) 4.0. Depth (cm) 0.3. 
Stage: Stage IV. Wound Description/Tissue Type: granulation tissue, slough. Specify the percentage of each 
tissue type that was chosen: 75% pink tissue with 25% light yellow tissue noted. Progress of site 3: New 
area. Treatment: cleanse upper buttocks with wound cleanser and dry thoroughly. Place a piece of Calcium 
Alginate AG+ (with silver) to wound bed. Cover with a foam dressing. Change q3d (Every 3 Days) & PRN 
(As Needed) until healed. What were the changes? Treatment initiated d/t (Due To) reopening of area.R6's 
physician orders state in part; start 10/17/25. Discontinue 10/20/25. Nursing Order: Cleanse upper buttocks 
with wound cleanser and dry thoroughly. Place a piece of Calcium Alginate AG+ (with Silver) to wound bed. 
Cover with a foam dressing. Change q3d (Every 3 Days) and PRN (As Needed) until healed. (Order to be 
completed on 10/18/25.)R6's TAR states in part; start 10/17/25. Discontinue 10/20/25. Nursing Order: 
Cleanse upper buttocks with wound cleanser and dry thoroughly. Place a piece of Calcium Alginate AG+ 
(with Silver) to wound bed. Cover with a foam dressing. Change q3d (Every 3 Days) and PRN (As Needed) 
until healed. (Order to be completed on 10/18/25.) The TAR is blank for 10/18/25.Of note, the PI was noted 
on 10/14/25 but no assessment was completed until 10/15/25. The treatment initiated was not entered into 
R6's orders until 10/17/25 indicating a delay in treatment.Of note, once a pressure injury has healed and 
re-opens, the re-opened pressure injury continues at the largest stage prior to healing thus R6's PI would be 
considered a stage IV.R6's physician orders state in part; start 10/20/25. Discontinue 10/30/25. Nursing 
Order: keep coccyx clean and dry, generously apply Lanashield/Lantispetic barrier with all incontinence 
cares and toileting, every shift until healed.R6's Weekly Wound assessment dated [DATE]. Wound 3 Date of 
onset Site 3: 10/14/25. Where acquired: Facility-Acquired. Wound site: Coccyx. Type: Pressure. Length (cm): 
3.2. Width (cm) 4.0. Depth (cm) 0.3. Stage: Stage IV. Wound Description/Tissue Type: granulation tissue, 
slough. Specify the percentage of each tissue type that was chosen: 75% pink tissue with 25% light yellow 
tissue noted. Progress of site 3: Unchanged. Treatment: cleanse upper buttocks with wound cleanser and 
dry thoroughly. Place a piece of Calcium Alginate AG+ (with silver) to wound bed. Cover with a foam 
dressing. Change q3d (Every 3 Days) & PRN (As Needed) until healed. Were there any treatment changes 
this week? No. Of note, the treatment for Calcium Alginate was discontinued on 10/20/25.R6's TAR states in 
part; start 10/20/25. Discontinue 10/30/25. Nursing Order: keep coccyx clean and dry, generously apply 
Lanashield/Lantispetic barrier with all incontinence cares and toileting, every shift until healed.The TAR is 
blank for evening shift on 10/22/25.R6's physician orders state in part; start 10/30/25. Keep coccyx clean and 
dry, generously apply Lanashield/Lantiseptic barrier with all incontinence cares and toileting, every shift until 
healed.R6's TAR states in part; start 10/30/25. Keep coccyx clean and dry, generously apply 
Lanashield/Lantiseptic barrier with all incontinence cares and toileting, every shift until healed.The TAR is 
blank for day shift on 11/1/25, 11/2/25, 11/8/25, and 11/16/25.The TAR is blank for evening shift on 11/8/25.
R6's Weekly Wound assessment dated [DATE]. Wound 3 Date of onset Site 3: 10/14/25. Where acquired: 
Facility-Acquired. Wound site: Coccyx. Type: Pressure. Length (cm): 1.0. Width (cm) 1.0. Depth (cm) 0.2. 
Stage: Stage IV. Wound Description/Tissue Type: slough. Specify the percentage of each tissue type that 
was chosen: 100% of wound bed is yellow. Progress of site 3: Improved.Of note, this assessment is 9 days 
after the previous assessment. The wound bed now has 100% slough when it was previously 25% slough.
R6's physician orders state in part; 10/31/25. Check placement of foam to coccyx. every shift for dressing 
checks.R6's TAR states in part; start 10/31/25. Check placement of foam to coccyx. every shift for dressing 
checks. The TAR is blank for day shift on 11/1/25 and 11/8/25.R6's Weekly Wound assessment dated 
[DATE]. Wound 3 Date of onset Site 3: 10/14/25. Where acquired: Facility-Acquired. Wound site: Coccyx. 
Type: Pressure. Length (cm): 1.0. Width (cm) 1.2. Depth (cm) 0.2. Stage: Stage IV. Wound 
Description/Tissue Type: slough. Specify the percentage of each tissue type that was chosen: 100% of 
wound bed is light yellow colored tissue adherent to wound bed. Progress of site 3: Worsened.Of note, this 
assessment is 14 days after the previous assessment. R6's Weekly Wound assessment dated [DATE]. 
Wound 3 Date of onset Site 3: 10/14/25. Where acquired: Facility-Acquired. Wound site: Coccyx. Type: 
Pressure. Length (cm): 1.0. Width (cm) 1.2. Depth (cm) 0.2. Stage: Stage IV. Wound Description/Tissue 
Type: slough. Specify the percentage of each tissue type that was chosen: 100% of wound bed is light yellow 
colored tissue adherent to wound bed. Progress of site 3: Unchanged.On 11/25/25 at 8:16 AM, Surveyor 
observed R6 in the dining room. R6 was sitting in his wheelchair at the breakfast table. R6 was sitting on a 
disposable chux (a barrier between resident and chair). Surveyor asked R6 about his wheelchair and if he 
had a cushion in his wheelchair. R6 indicated he was unsure if there was a cushion in the wheelchair. R6 
stated surveyor could move the disposable chux pad to look. Surveyor lifted the disposable chux and was 
unable to see a cushion in R6's wheelchair. On 11/25/25 at 8:23 AM, Surveyor interviewed CNA F (Certified 
Nursing Assistant) regarding R6's PI interventions. CNA F indicated R6 should have a cushion in his 
wheelchair. On 11/25/25 at 8:26 AM, Surveyor requested CNA G to look at R6's wheelchair to see if he had 
a cushion. CNA G looked and indicated she could not see a cushion in R6's wheelchair. On 11/25/25 at 9:43 
AM, Surveyor interviewed WCN C (Wound Care Nurse) regarding interventions for R6 related to his PI. WCN 
C stated R6 did have the cushion in his wheelchair but it was folded up under R6. WCN C indicated the 
cushion was not effective when being folded up under R6. On 11/25/25 at 9:43 AM, Surveyor interviewed 
WCN C (Wound Care Nurse) regarding R6's assessments. WCN C indicated the assessments were not 
completed timely. WCN C indicated R6 was missing an assessment between 10/31/25 and 11/14/25. On 
11/25/25 at 10:47 AM, Surveyor interviewed DON B (Director of Nursing) regarding R6's assessments and 
treatments. DON B indicated treatments should be entered timely and completed. DON B indicated 
assessments should be completed routinely.On 11/24/25 at 12:01 PM, Surveyor interviewed LPN E 
(Licensed Practical Nurse) regarding completing treatments. LPN E indicated a blank in the TAR means the 
nurse didn't chart the treatment and if the treatment is not charted then it was not done. On 11/24/25 at 12:07 
PM, Surveyor interviewed LPN D regarding completing treatments. LPN D indicated a blank on the TAR 
means the treatment was not given or done. LPN D indicated the TAR should not have blanks in it.On 
11/24/25 at 1:14 PM, Surveyor interviewed WCN C (Wound Care Nurse) regarding completing treatments. 
WCN C indicated if the TAR is not signed out (blank); the treatment was not done. WCN C indicated 
treatments should be completed as ordered. R6 had a history of PI and was at risk for developing a PI. R6 
obtained a facility-acquired pressure injury to his coccyx. The facility did not ensure R6's PI interventions 
were correctly in place. The facility did not assess R6's PI according to standards of practice. The facility did 
not complete R6's PI treatments as ordered. The Facility did submit additional information that was reviewed 
for R6. Example 2R1 admitted to the facility on [DATE] with a diagnosis of paraplegia (loss of motor and 
sensory function in the lower half of the body). R1's comprehensive care plan, printed on 11/25/25, includes: 
Focus: R1 is high risk for unavoidable PIs/skin alterations.Interventions: Administer treatments as ordered 
and monitor for effectiveness.R1's Weekly Wound Assessment, dated 8/26/25, includes: Wound 4. Wound 
Site: Left Heel. Type Other: unavoidable DTI (Deep Tissue Injury) with progression to stage 2 to left lateral 
heel. Stage: Stage II. Wound Description/Tissue Type: granulation tissue, slough. Specify the percentage of 
each tissue type that was chosen: 50% pink tissue with 50% light tan base. On 11/25/25 at 9:43 AM, 
Surveyor interviewed WCN C (Wound Care Nurse) regarding staging for R1's left heel PI. WCN C indicated 
a stage 2 PI cannot contain slough and was incorrectly staged.R1's TAR (Treatment Administration Record) 
includes the following:Start 6/25/25. Discontinue 8/26/25. Wound care Sacrum - 2 wounds Vashe wet to 
moist.cover with foam dressing. Change BID (Two Times a Day) and PRN. Every day and evening shift for 
wound care.The TAR is blank on day shift on 8/2/25, 8/3/25, 8/5/25, 8/12/25, 8/20/25, and 8/23/25. The TAR 
is blank on evening shift on 8/1/25, 8/4/25 and 8/16/25. Start 7/13/25. Discontinue 8/26/25. Wound care left 
ischium-Vashe wound cleanser used to create a wet to moist dressing with Kerlix and 4x4 gauze, light 
packed into wound cavity. Use skin prep to peri-wlund to keep foam in place.Change daily and PRN and 
evening shift for wound care. The TAR is blank for day shift on 8/2/25, 8/3/25, 8/5/25, 8/12/25, 8/20/25 and 
8/23/25. The TAR is blank on evening shift on 8/1/25, 8/4/25, and 8/16/25. Start 8/4/25. Discontinue 8/25/25. 
Wash left heel wound with wound cleanser. Pat dry. Apply one layer of xeroform gauze to fit open area. 
Apply dry dressing to be changed every day and PRN until healed.The TAR is blank on 8/5/25, 8/6/25, 
8/12/25, 8/17/25, 8/18/25, 8/20/25, and 8/23/25. Start 8/11/25. Discontinue 8/20/25. Nursing Order: Wash the 
right heel with wound cleanser. Gently pat dry. Apply skin prep to area of DTI (Deep Tissue Injury). Cover 
with a protective foam dressing. Change every 3 days and PRN until resolved. Every day shift every 3 days. 
The TAR is blank on 8/12/25 and 8/18/25. Start 8/26/25. Discontinue 9/7/25. Wound care sacrum - 2 wounds 
Dakins wet to moist.Cover with a foam dressing. Change BID (Two Times a Day) & PRN. Every day and 
evening shift for wound care. The TAR is blank for day shift on 9/4/25 and 9/6/25. The TAR is blank for 
evening shift on 9/4/25. Start 8/26/25. Discontinue 9/11/25. Dakins (full strength) external solution 0.5% .
Apply to sacral, R (Right) ischial wounds topically two times a day for wound care.The TAR is blank for day 
shift on 9/4/25 and 9/6/25. The TAR is blank for evening shift on 9/4/25. Start 8/27/25. Discontinue 10/22/25. 
For Right heel: paint daily with betadine/povidone iodine.May cover w/ (with) a foam dressing for padding 
every day shift.The TAR is blank on 8/31/25, 9/3/25, 9/4/25, 9/5/25, 9/6/25, 9/10/25, 9/14/25, 9/17/25, 
9/20/25, 9/21/25, 9/28/25, 9/30/25, 10/3/25, 10/5/25, 10/11/25, 10/12/25, 10/16/25, 10/20/25, and 10/21/25. 
Start 8/27/25. Discontinue 9/7/25. Left heel: hydrogel to wound bed, cover with Calcium Alginate AG+. 
Change daily and PRN (As Needed). Pressure relieving boots to bilateral feet at all times. Every day shift. 
The TAR is blank on 8/31/25, 9/1/25, 9/3/25, 9/4/25, 9/5/25, and 9/6/25.Start 8/27/25. Discontinue 10/22/25. 
Wound Care Left ischium- Dakins wound cleanser.Foam dressing to cover wound. Change daily and PRN. 
Every day and evening shift for wound care.The TAR is blank for day shift on 9/4/25, 9/6/25, 9/14/25, 
9/19/25, 9/21/25, 9/28/25, 9/29/25, 10/3/25, 10/5/25, 10/11/25, 10/15/25, 10/16/25, 10/20/25, and 10/21/25.
The TAR is blank for evening shift on 9/4/25, 9/14/25, 9/19/25, 10/2/25, 10/16/25, 10/20/25, and 10/21/25. 
Start 9/7/25. Discontinue 10/22/25. Left heel: Cleanse w/ (with) wound cleanser and pat dry. Apply Hydrogel 
to wound bed, cover with.foam dress. Change daily.Pressure relieving boots to bilateral feet at all times. 
every day shift.The TAR is blank on 9/10/25, 9/14/25, 9/17/25, 9/20/25, 9/21/25, 9/28/25, 9/30/25, 10/3/25, 
10/5/25, 10/11/25, 10/12/25, 10/16/25, 10/20/25, and 10/21/25. Start 9/7/25. Discontinue 10/22/25. Wound 
care sacrum - 2 wounds. Dakins wet to moist.Cover with a foam dressing. Change BID (Two Times a Day) 
and PRN. Every day and evening shift for wound care. The TAR is blank for day shift on 9/14/25, 9/19/25, 
9/21/25, 9/28/25, 9/30/25, 10/2/25, 10/3/25, 10/5/25, 10/11/25, 10/15/25, 10/16/25, 10/20/25, and 10/21/25. 
The TAR is blank for evening shift on 9/14/25, 9/19/25, 10/2/25, 10/16/25, 10/20/25, and 10/21/25. Start 
9/11/25. Discontinue 10/28/25. Dakins (full strength) External Solution 0.5% .Apply to sacral, L (Left) ischial 
wounds topically two times a day for wound care. The TAR is blank for day shift on 9/14/25, 9/19/25, 9/21/25, 
9/28/25, 9/30/25, 10/3/25, 10/5/25, 10/11/25, 10/15/25, 10/16/25, 10/20/25, and 10/21/25. The TAR is blank 
for evening shift on 9/13/25, 9/14/25, 9/19/25, 10/2/25, 10/16/25, 10/20/25, 10/21/25, 10/23/25, and 10/27/25. 
Start 10/28/25. Discontinue 11/5/25. Left heel: Wash with wound cleanser. Paint peri wound with betadine. 
Apply aquacel AG+.cover with secondary foam bordered dressing and change daily & PRN.every day shift. 
The TAR is blank on 11/1/25 and 11/2/25. Start 10/28/25. Discontinue 11/14/25. Left lateral and right medial 
foot wounds: pain daily with betadine.every day shift. The TAR is blank on 11/1/25, 11/2/25, 11/9/25, and 
11/10/25.Start 10/28/25. Discontinue 11/16/25. Right heel paint peri wound with betadine. Place aquacel.to 
wound bed. cover with foam dressing and change daily & PRN every day shift.The TAR is blank on 11/1/25, 
11/2/25, 11/9/25, 11/15/25, and 11/16/25.Start 10/28/25. Discontinue 11/14/25. Left hip/tuberosity: cleanse 
with wound cleanser.place calcium alginate.to the wound bed. Cover with secondary foam dressing. 
Changed daily & PRN.every day shift for wound care. The TAR is blank on 11/1/25, 11/2/25, 11/9/25, and 
11/10/25. Start 10/28/25. Discontinue 11/16/25. Sacral & Left ischial: cleanse wound with wound cleanser.
gently pack wounds.cover with foam dressing. Changed daily & PRN.The TAR is blank on 11/1/25, 11/2/25, 
11/9/25, and 11/10/25. Start 11/14/25. Bilateral heels: Vashe solution and gauze to each wound bed.cover 
with dry ABDs (gauze pads used to absorb heavy drainage).change daily and PRN every day shift.The TAR 
is blank on 11/15/25 and 11/16/25. Start 11/5/25. Discontinue 11/14/25. Left Heel: prior to treatment add 
vashe ten minute soak to each dressing change.pain peri wound with betadine.cover with secondary 
dressing.change daily and PRN.every day shift. The TAR is blank on 11/9/25. On 11/24/25 at 12:01 PM, 
Surveyor interviewed LPN E (Licensed Practical Nurse) regarding completing treatments. LPN E indicated a 
blank in the TAR means the nurse didn't chart the treatment and if the treatment is not charted then it was 
not done. On 11/24/25 at 12:07 PM, Surveyor interviewed LPN D regarding completing treatments. LPN D 
indicated a blank on the TAR means the treatment was not given or done. LPN D indicated the TAR should 
not have blanks in it.On 11/24/25 at 1:14 PM, Surveyor interviewed WCN C (Wound Care Nurse) regarding 
completing treatments. WCN C indicated if the TAR is not signed out (blank); the treatment was not done. 
WCN C indicated treatments should be completed as ordered. On 11/25/25 at 10:47 AM, Surveyor 
interviewed DON B (Director of Nursing) regarding treatments. DON B indicated if the treatments are not 
signed out, they are not done. DON B indicated all treatments should be completed.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure a resident's environment remained free 
of accidents and hazards for 1 of 3 residents (R3) reviewed for falls. R3 had a comprehensive care plan for 
being a high fall risk upon his admission on [DATE]. R3 experienced four falls at the facility since his 
admission. On 9/3/25, R3 experienced an unwitnessed fall without major injury. On 9/14/25, R3 experienced 
an unwitnessed fall with a subsequent left mandibular (lower bone of jaw) fracture. On 10/7/25, R3 
experienced an unwitnessed fall without major injury. On 10/11/25, R3 experienced an unwitnessed fall with 
a subsequent left tenth rib fracture. R3's comprehensive care plan included interventions of having a urinal at 
bedside, a reacher and a call light within reach. Observations were made of R3 not having these 
interventions at bedside.Evidenced by:The facility policy entitled, Falling Star Policy, dated 11/2024, states, 
in part: The purpose of the Falling Star Program is to facilitate identification by all Facility's department 
personnel of the Residents who have experienced frequent falls and to dispatch immediate action to prevent 
further falls. 1) Participation in the Falling Star Program is determined by the IDT (Interdisciplinary Team) and 
Fall Committee after thorough review and evaluation. a) Frequent falls are defined as 2 or more falls in a 
month. b) The committee may include Residents as participants who have not fallen 2 or more times in a 
month through review and evaluation of high fall risk factors. 2) Falling Star participants are identified by the 
bright pink star logo which is affixed to the name plate outside of the resident's room, affixed to the assistive 
device, such as wheelchair and walker, and taped to the outside of the residents medical chart spine. 4) A 
list of Falling Star participants will be distributed to Department Heads and posted in the nursing station on 
each unit. 5) All Facility staff will respond to the Falling Star participants: a) If a Falling Star Participant is 
observed by any Facility personnel in an unsafe act that may cause a fall (i.e., unassisted transfers, reaching 
for an item on the floor, etc.) or a participant's request for help, the employee is to approach the participant 
and encourage the Resident to wait for help while summoning assistance from a direct caregiver. 6). The Fall 
Committee/IDT will routinely review the Falling Star participants to discuss continuation on the program.R3 
was admitted to the facility on [DATE] with diagnoses that include: muscle wasting atrophy (degeneration of 
muscle mass), vascular dementia, adult failure to thrive, congestive heart failure (heart fails to pump blood 
effectively), atrial fibrillation (irregular heart beat), contracture of left hand (shortening of muscles in left hand 
causing hand to contract), low back pain, Cerebrovascular accident (stroke), hemiplegia (unilateral 
numbness) and hemiparesis (unilateral paralysis) following CVA affecting left dominant side.R3's admission 
Minimum Data Set, with Assessment Reference Date of 9/9/25, indicates R3 had a Brief Interview for Mental 
Status score of 5 out of 15, indicating severe cognitive impairment. Section GG indicates R3 has an upper 
and lower extremity impairment on one side and utilizes a walker and wheelchair for mobility. R3 is 
dependent on staff for lower body dressing, putting on/taking off footwear, and toileting hygiene. R3 requires 
substantial/maximal assistance for upper body dressing, shower/bathe self, chair/bed-to-chair transfer, toilet 
transfer, and tub/shower transfer. Section H indicates R3 is currently participating in a toileting program and 
is frequently incontinent of urine and bowel. R3's Minimum Date Set, with Assessment Reference Date of 
10/7/25, indicates R3 had a Brief Interview for Mental Status score of 13 out of 15, indicating moderate 
cognitive impairment. Section GG now indicates R3 requires substantial/maximal assistance for lower body 
dressing, putting on/taking off footwear, and shower/bathe self. R3 requires partial/moderate assistance for 
toileting hygiene, upper body dressing, sit to lying, lying to sitting on side of bed, sit to stand, 
chair/bed-to-chair transfer, toilet transfer, walking 10 feet, walking 50 feet with two turns, and walking 150 
feet.R3's first Fall Risk Assessment, dated 9/3/25, indicates R3 is at a high risk for falls with a score of 19. 
R3's Comprehensive Care Plan includes a Focus stating, [R3's Name] is at high risk for falls r/t (related to) 
recent hospitalization with muscle weakness, FTT (failure to thrive) and multiple recent falls, recent 
pneumonia, CVA (stroke) with left side weakness (left side is dominant side). Note that [R3's Name] is on 
anticoagulant (blood thinning) medications (Eliquis). Note that [R3's Name] was added to facility's Falling 
Star program upon admission. [R3's Name]'s room was moved closer to the nurses station for increased 
monitoring. Date Initiated: 9/3/25. Revision on: 10/1/25. Interventions: . Assist with ADLs (Activities of Daily 
Living), transfers, and toileting as necessary. (Refer to ADL for further information). Keep urinal at bedside. 
Assist to toilet and with HS (bedtime) cares in mid-evening. Hemi-walker with staff assist to help with 
balance. Date Initiated: 9/3/25. Revision on 10/1/25. Be sure R3's call light is within reach and encourage 
him to use it for assistance as needed. Note that staff should also anticipate his needs d/t (due to) 
confusion/forgetfulness. Date Initiated: 9/3/25. CANCELLED: Beveled matt and body pillow. Date Initiated: 
10/11/25. Cancelled date: 11/12/25. R3 is now being followed by in-house psych (psychiatric) NP (Nurse 
Practitioner) [Nurse Practitioner's Name]. Monitor behaviors and collaborate with psych. Follow 
recommendations as necessary. Date Initiated: 9/16/25. R3 needs a safe environment with even floors free 
from spills and/or clutter; adequate, glare-free light; a working and reachable call light, the bed in low position 
at night, personal items within reach, auto-lock brakes to w/c (wheelchair), reacher, lipped mattress and body 
pillow to assist in defining the edge of bed, night light. Date Initiated: 9/3/25. Revision on: 11/21/25 . Due to 
impaired cognition, R3 may not comprehend when/why/how to use the call light; anticipate and meet his 
needs and wants. Date Initiated: 9/3/25. Educate family/caregivers about safety reminders and what to do if 
a fall occurs. Date Initiated: 9/3/25. Encourage activities to minimize the potential for falls while providing 
diversion and distraction. Date Initiated: 9/3/25. Ensure R3 is wearing appropriate footwear with non-skin 
soles when transferring or mobilizing in w/c (wheelchair). Date Initiated: 9/3/25. Ensure that bed is locked 
and lowered to a level that allows R3's feet to be flat on the floor when sitting on the side of the bed. Date 
Initiated: 9/3/25. Falling Star participant, follow facility protocol. Date Initiated: 9/3/25. Hi low bed (Frame 
height adjustable bed). Date Initiated: 9/3/25. PT/OT (Physical Therapy/Occupational Therapy) evaluate and 
treat as ordered or PRN (as needed). Date Initiated: 9/3/25. Review information on past falls and attempt to 
determine cause of falls. Record possible root causes. After the fall, remove any potential causes if possible. 
Educate resident/family/caregivers/IDT as to causes. Date Initiated: 9/3/25.(Of Note: The intervention Assist 
to toilet and with HS (bedtime) cares in mid-evening was added 9/16/25. The intervention Hemi-walker with 
staff assist to help with balance was added 10/1/25. The intervention body pillow to assist in defining the 
edge of bed was added 11/12/25.)R3's Comprehensive Care Plan includes a Focus stating, [Resident's 
Name] has an ADL Self Care Performance Deficit r/t recent hospitalization with muscle weakness, FTT, and 
multiple recent falls. assistance needed with ADL tasks. Date Initiated: 9/16/25. Interventions include. Assist 
R3 in completing ADL tasks as needed. Date Initiated: 9/16/25. Revision on: 10/1/25. BED MOBILITY: 1 
assist staff participation to reposition and turn in bed. Date Initiated: 9/16/25. Encourage R3 to participate in 
therapy sessions to help him improve current level of functioning. Date Initiated: 9/16/25. Revision on: 
10/1/25. Encourage R3 to use the call light to call for assistance and anticipate needs d/t 
confusion/forgetfulness. Date Initiated: 9/16/25. TOILET USE: 1 assist staff participation to use toilet. 
Frequent incontinence of bowel and bladder; prompt and assist with toileting upon rising, before and after 
meals, mid evening, at HS, NOC (night shift) rounds and prn. Assist with incontinence cares as necessary 
keeping R3 clean and dry and applying barrier for protection. Keep urinal at bedside. Date Initiated: 9/16/25. 
TRANSFER: 1 assist with hemi-walker pivot transfer staff participation with transfers. 1 assist with 
hemi-walker with ambulating, short distances (up to 8 ft(feet)) W/C (wheelchair) for locomotion, assist as 
needed. Date Initiated: 9/16/25. On 9/3/25, an Interdisciplinary Team (IDT) Note is written that notes R3 has 
had multiple recent falls due to weakness. Fall interventions put in place upon admission including lipped 
mattress, low bed, wheelchair with auto-lock brakes, reacher (Tool that helps people pick up things off the 
floor), night light, toileting plan, urinal at bedside, and anticipation of needs due to confusion and 
forgetfulness. Resident was also added to the facility Falling Star program. On 9/3/25, a Fall Huddle Report 
Sheet is written that indicates R3 experienced a fall on this date at 12:15 PM. The reasonable explanation for 
why the fall occurred is indicated to be R3 was just admitted , very confused, and agitated. The determined 
root cause was not wanting to be here. The added intervention related to the determined root cause was 
taking R3 to the dining room for meals and activities along with providing him snacks.On 9/3/25 at 13:45, a 
note is written that states R3 experienced an unwitnessed fall at 12:15 PM, when staff were called to the 
room and found R3 on his knees in front of his wheelchair. R3 was unable to report what he was doing at the 
time of the fall. On 9/9/25 at 11:45 AM, an IDT note is written indicating a meeting was held to review R3's 
fall. Root cause was determined by the IDT to be confusion and R3 attempting to transfer himself to his 
wheelchair from the recliner. The added intervention from the fall huddle report sheet was continued. On 
9/14/25, a Fall Huddle Report Sheet was written that indicates R3 experienced an unwitnessed fall on this 
date at 7:45 PM. The reasonable explanation is listed as self-transferring. The determined root cause is 
indicated to be self-transferring. The added intervention related to the root cause is possible low blood 
pressure related to R3's change of position and suggested medication review. Of note: there is no indication 
of why R3 was self-transferring.On 9/14/25 at 20:59 (8:59 PM), a progress note is written that states R3 
experienced a fall in his room near the sink. He did not complain of pain or discomfort and no injuries were 
noted. R3 was sent to the emergency room for evaluation and treatment. On 9/14/25, R3 received another 
Fall Risk Assessment with a result of High Risk and a score of 21.On 9/14/25 at 22:27 (10:27 PM) a progress 
note is written that indicates emergency room staff called the facility and asked facility staff if R3's bruises 
were old or new. Facility staff advised emergency room staff that the patient arrived at the facility on 9/3/25, 
following multiple falls at previous home.On 9/14/25 at 22:28 (10:28 PM) a progress note is written that 
indicates emergency room staff called facility staff and advised R3 had a broken jaw.On 9/15/25, 
documentation was printed from the hospital following R3's emergency room visit. A CT Maxillofacial Without 
Contrast (Computed Tomography Scan of the bones and tissues of the face) scan was performed on R3. 
The findings from this imaging indicate R3 had an acute, comminuted (broken into multiple pieces) variably 
displaced (bones are not completely aligned) fracture of his mandible (lower bone of jaw) in the condylar and 
subcondylar regions (upper and lower region of the side of his jaw). The imaging report also indicates there 
is an associated dislocation of his mandibular condyle anterior to the mandibular fossa (top of the bone of the 
bottom jaw is displaced where it meets the temporal (side of the skull)). The note titled ED Progress Notes - 
Physician/Provider contains the section titled History of Present Illness and reports assessment findings 
including old skin tears but does not state the identification of any bruising. The section titled Physical 
Examination lists a range of body systems including one titled Skin which states: Warm, dry. The body 
system titled, Head states Normocephalic (Head is normal size and shape). The section titled, Impression 
and Plan indicates R3 had a diagnosis of a mandibular fracture.Of note: This imaging was interpreted, and 
the note was signed by a hospital MD (Medical Doctor). Additionally, the physician's physical exam did not 
report any signs of bruising to R3's skin. On 9/16/25 at 11:46 AM, an IDT note is written that states the team 
met to discuss R3's fall on 9/14/25. The team determined the root cause to be R3 attempting to self-transfer 
in his room, and later stated he was going to the bathroom. The intervention added following the determined 
root cause was sending R3 to the emergency room for evaluation and a medication review was conducted. 
IDT also reviewed and revised R3's toileting plan. Staff to assist with HS (bedtime) cares and toileting in the 
mid-evening. R3 was also indicated to be discussed in the psychiatric medication meeting on this date. 
Facility's psychiatric Nurse Practitioner was to evaluate R3 on this date and make any necessary 
recommendations.Of note: The toileting program intervention was first added to the comprehensive care plan 
on 9/16/25. This intervention was included on the baseline care plan initiated within the first 48 hours 
following R3's admission.On 10/7/25, a Fall Huddle Report Sheet was written that indicates R3 experienced 
an unwitnessed fall at 6:45 AM on this date. The reasonable explanation is indicated to be R3 stated he lost 
his balance. The determined root cause of the fall was that R3 lost his balance. The added intervention 
related to the root cause section states states going to bathroom unassisted and lost balance and fell.Of 
note: No actual intervention is listed, this is the 2nd fall regarding R3 self-transferring to the bathroom.On 
10/7/25 at 9:23 AM, a progress note is written that states staff heard a loud crash at 6:45 AM on this date 
and went to R3's room and found R3 on his buttock on the floor near the dresser. R3 reported to staff that he 
was going to the bathroom and lost his balance and fell. R3 denied hitting his head and no bruising or 
redness was noted at the time. Staff did note a new small skin tear to his right arm near his elbow. R3 denied 
any pain or discomfort. On 10/7/25, R3 received another Fall Risk Assessment with a result of Moderate Risk 
and a score of 13.On 10/11/25, a Fall Huddle Report Sheet was written that indicates R3 experienced an 
unwitnessed fall at 7:30 AM on this date. The section asking if staff have a reasonable explanation for why 
the fall occurred states, No- patient reports falling out of bed, getting himself back in bed & not reporting it.
The determined root cause and added intervention related to the root cause is blank. Of note: R3 does have 
a lipped mattress in place since admission to help prevent this type of incident. No new intervention was 
added following this fall or the fall on 10/7/25.On 10/11/25, R3 received another Fall Risk Assessment with a 
result of High Risk and a score of 18.On 10/11/25 at 15:11 (3:11 PM), a progress note is written that 
indicates R3 reported to CNA F before breakfast on this date that he had fallen out of bed but didn't notify 
anyone. R3 reported he put himself back in bed and was now reporting pain to his left flank. R3 reports he 
may have broken a rib. R3 requests to be sent to the emergency room after breakfast. An ambulance was 
called and patient transported to the emergency room according to R3's request. On 10/11/25 at 16:33 (4:33 
PM), a progress note is written that states staff received a call from emergency room staff reporting R3 has a 
fracture of the left 10th rib. On 10/11/25, R3's emergency room documentation includes imaging for a CT 
Chest, Abdomen, Pelvis w/ Contrast scan which included a finding of a non-displaced (bones are aligned), 
acute fracture of the left 10th rib. The scan also found healing fractures of the left 7th and 8th ribs. R3 was 
diagnosed with a fracture of his left tenth rib. Treatment instructions included taking acetaminophen regularly 
for pain relief, using an incentive spirometer to help R3 breathe deeply and keep his lungs clear, and to 
follow up with his primary care physician.Of note: A CT Brain, Cervical w/o Contrast scan was conducted and 
compared to the CT scans of his brain, facial bones, and cervical spine on 9/14/25. The scan conducted on 
10/11/25 included findings of an acute, displaced fracture through the condylar process of the left mandible 
with dislocation at the left temporomandibular joint as noted on the previous study on 9/14/25. This fracture is 
noted to be unchanged from previous study on 9/14/25.On 10/14/25 at 12:06 PM, an IDT note is written that 
indicates R3's falls on 10/7/25 and 10/11/25 were reviewed. The root cause of the fall on 10/7/25 was 
indicated to be R3 attempting to take himself to the bathroom. The intervention added related to the root 
cause of the fall is indicated to be the toileting plan was reviewed and revised. Staff to offer and assist with 
toileting and AM (day shift) cares in the early AM shift. R3's fall on 10/11/25 is indicated to have a root cause 
of R3 rolling out of bed during the NOC (night shift) and that the lipped mattress was in place. The 
interventions added related to this root cause include sending the resident to the emergency room for 
evaluation, adding a beveled mat next to R3's bed, and a body pillow was added to assist resident in further 
defining the edge of the bed. This note also indicates R3 continues to work with therapy to increase his 
functional abilities. On 11/24/25 at 11:22 AM, Surveyor interviewed R3 who indicated he had fallen a few 
times at the facility and one time broke his jaw when he fell. Surveyor notes R3 was sitting on his bed, and 
his call light was on the floor.On 11/25/25 at 10:00 AM, Surveyor interviewed R3 who indicated he was not 
afraid of falling at the facility. Surveyor went through the list of R3's interventions asking if he knew where 
certain items were located. R3 was able to point out his call light, which was within reach, and his night light, 
which was located on the wall next to his bed. Surveyor asked about R3's urinal. R3 looked around his room 
but indicated he did not have one. Surveyor also was unable to observe a urinal in R3's room. Surveyor 
asked about R3's reacher. R3 again looked around his room but indicated he did not have one of those 
either. Surveyor also was unable to observe a reacher in R3's room. Of note: R3's falls on 9/14/25 and 
10/7/25 included root causes related to R3 attempting to go to or use the bathroom. Interventions to prevent 
future falls included placing a urinal at R3's bedside. This intervention was noted not to be in place. On 
11/25/25 at 11:21 AM, Surveyor interviewed CNA F (Certified Nursing Assistant) and CNA H. Surveyor 
asked CNA F how staff knew which residents had fall interventions and the type of fall interventions. CNA F 
indicates they used the ADL sheet to determine both the residents at risk for falls and which fall interventions 
each resident requires. Surveyor asked CNA F if a urinal should be in R3's room. CNA F indicated, it should 
be if it is on the care plan. Surveyor asked CNA H if R3 currently had a urinal in his room. Surveyor and CNA 
H went into R3's room and CNA H looked around R3's room. CNA H indicated that a urinal was not in R3's 
room, there should be a urinal in R3's room, and the care plan should be followed. On 11/25/25 at 2:25 PM, 
Surveyor interviewed LPN I (Licensed Practical Nurse). Surveyor asked LPN I how staff knew which 
residents were at risk for falls. LPN I indicates if they are a part of the falling star program, there is a star on 
their wheelchair and walker, their name will be on a list in the nurses' stations, and on the ADL sheet. LPN I 
also indicates falls and fall risk residents are included on the nurses' report sheets. Surveyor asked LPN I 
how staff knew what interventions were needed by residents who were at risk for falls. LPN I indicated the 
ADL sheet. Surveyor asked LPN I if an intervention is listed on the resident's care plan or ADL sheet, should 
they have that intervention in place. LPN I indicates, yes. Surveyor asked LPN I if she was familiar with R3. 
LPN I indicated she was not, as she normally worked on a different unit. On 11/25/25 at 3:00 PM, Surveyor 
interviewed DON B (Director of Nursing) and MDS J (Minimum Data Set Coordinator). Surveyor asked DON 
B to describe the facility's falling star program. DON B indicates it is used to alert all staff, including direct 
care and support staff, to residents who are at-risk for falls. This informs staff if they see a trip hazard on the 
floor to pick it up. Additionally, if staff see a falling star resident reaching for something on the floor or trying 
to get up, they can alert direct care staff. DON B also indicates the program helps to maintain an active list of 
fall risk residents in the nurses' station and these residents are reviewed in regular fall meetings. Surveyor 
asked how residents are added to the falling star program. DON B indicates the fall team will review any 
resident falls, new admissions, and any residents at-risk to potentially be added to the program. Surveyor 
asked DON B how often residents at risk for falls are assessed and educated about their interventions. DON 
B indicates fall risk assessments are conducted quarterly and with changes of conditions. Additionally, staff 
should be providing education to residents about their fall risk interventions on every shift. Surveyor asked 
DON B how staff know what interventions or assistance residents need to prevent falls. DON B indicates for 
the nursing department, interventions are updated through the Care Feed, computer education, updated ADL 
sheets, and fall packets are done after every fall and will include new interventions. Surveyor asked DON B 
how the facility monitors staff to ensure they are implementing care-planned interventions. DON B indicates 
nurses always monitor staff throughout the shift to ensure they are following the ADL sheets. Additionally, the 
facility's Quality Assurance Coordinator will also make rounds in the facility checking for fall interventions. At 
this time, DON B requested that MDS J (Minimum Data Set Coordinator) to join the interview and notes that 
MDS J leads the facility's fall committee. Surveyor asked MDS J what the facility determined the root cause 
to be for R3's fall on 9/3/25. MDS J indicates the resident was confused and attempting to self-transfer from 
his wheelchair to his recliner. Surveyor asked MDS J what intervention was put into place as a result of this 
fall. MDS J indicates R3 was immediately brought to the dining room for snacks and social stimulation. The 
facility also added the intervention for staff to encourage activity, work with physical and occupation therapy, 
along with numerous interventions being put in place that day alongside his admission. Surveyor asked MDS 
J what the facility determined the root cause to be for R3's fall on 9/14/25. MDS J indicated the facility 
believes it was related to his toileting needs and self-transferring but also recognized his blood pressure was 
low at the time. Surveyor asked MDS J what intervention was put into place as a result of this fall. MDS J 
indicates R3 was sent to the emergency room for evaluation, his toileting plan was reviewed and revised, 
and added staff assisting with toileting mid-evening and with bedtime cares. MDS J also indicates they had 
R3 evaluated by an in-house psychiatric provider. Surveyor asked MDS J if any injury was present on 
assessment after the fall. MDS J indicates, no, and that the facility believes the jaw fracture found by the 
emergency room occurred prior to his admission to the facility. MDS J indicates her assertion is supported by 
the bruising present on R3's face in his admission photo and he never reported any pain or discomfort after 
the fall. Surveyor asked MDS J what the facility determined the root cause to be for R3's fall on 10/7/25. 
MDS J indicates the fall was related to R3 taking himself to the restroom. Surveyor asked MDS J what 
intervention was put into place as a result of this fall. MDS J indicates R3's toileting plan was reviewed and 
revised. Surveyor asked MDS J what reviewing and revising the toileting plan means. MDS J indicates all 
residents who are incontinent when they are admitted are put on an initial toileting plan and if the resident 
has falls related to toileting they add interventions. Surveyor asked MDS J if this intervention being listed 
means that active changes were made to the care plan and the care plan would have that documented. MDS 
J indicates, yes. Surveyor asked MDS J if any injury was present on assessment after the fall. MDS J 
indicates R3 had a small skin tear. Surveyor asked MDS J what the facility determined the root cause to be 
for R3's fall on 10/11/25. MDS J indicates the fall was related to R3 rolling out of bed. Surveyor asked MDS J 
what intervention was put into place as a result of this fall. MDS J indicates R3 already had a lipped mattress 
in place prior to the fall, and the facility added a beveled mat next to R3's bed and a body pillow placed at the 
edge of R3's bed to assist him with defining the edge of the bed. Surveyor asked MDS J and DON B if R3's 
toileting program has ever been adjusted. DON B indicates, they added the mid-evening toileting 
intervention. Surveyor asked MDS J and DON B if they mean a specific time for the mid-evening intervention 
or just a generalized block of time. DON B indicates there is no specific time, just a general time. Surveyor 
asked MDS J and DON B if the facility ever considered every 2-hour toileting program for R3. DON B 
indicates she feels like it is pretty much every 2-hour toileting program currently. (Of note: The current 
toileting program only as mid-evening and HS (bedtime) cares listed under the toileting section). Surveyor 
asked MDS J and DON B if, in their opinion, a more frequent toileting program may have been effective at 
reducing R3's fall risk. MDS J indicates she believes that what the facility has in place is effective as 
evidenced by his reduction in the frequency of his falls with R3's last fall occurring a little over a month ago. 
Surveyor noted that observations were made of R3 not having a urinal at his bedside, when his care plan 
indicates he should have one at his bedside. MDS J indicates if it is on his care plan he should have it. 
However, she does note that R3 is frequently organizing and moving the stuff in his room. Surveyor noted 
that observations were made of R3 not having a reacher at his bedside, when his care plan indicates he 
should have one at his bedside. MDS J indicates yes, but reiterates it might be in a box as one of his 
behaviors is packing his belongings. On 12/2/25 at 12:15 PM, Surveyor interview NP K (Nurse Practitioner). 
Surveyor asked NP K if she was familiar with R3. NP K indicates, yes. Surveyor asked NP K if she recalled 
the first time she noted bruising on R3's face. NP K indicates she first saw R3 on 11/5/25 as she took over 
for a different provider. When NP K conducted her initial assessment, she also conducted record review and 
spoke with facility staff who provided R3's admission picture and statements that facial bruising was present 
on R3's admission. NP K made the statement that the x-ray taken by the hospital stated the jaw fracture was 
not acute. Surveyor read the radiology report to NP K, which indicates the jaw fracture was acute at the time 
of the exam. NP K reviewed R3's file and indicated she did not have that particular exam result in the file. 
Surveyor asked NP K what her clinical impression was regarding whether R3's jaw fracture was acute or 
sub-acute. NP K indicates she believes the jaw fracture occurred prior to R3's admission as evidenced by 
the dark purple bruising in R3's admission photo, the lack of an x-ray of his facial bones during his hospital 
stay prior to admission, staff reports, and record review. Surveyor asked NP K what was her designated 
specialty. NP K indicates she is an Adult Gerontology Acute Care Nurse Practitioner. Surveyor asked NP K 
how long she would estimate a fracture like this would take to heal. NP K indicates around 8 to 12 weeks. 
She indicates in someone young with no comorbidities it may take as little as 6 weeks, however, since R3 is 
older and has multiple comorbidities, she would expect an 8 to 12-week healing time. Surveyor asked NP K, 
so then it would be expected to still see the fracture on the CT scan on 9/14/25 if the fracture occurred prior 
to admission. NP K indicates, yes. (Of note: The CT scan on 9/14/25, indicates the fracture as being acute, 
R3 did not have a diagnosis of a fractured jaw upon admission, and the fracture was unchanged on 10/11/25)
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