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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record, facility documentation, facility policy, and interviews for one (1) of two (2) 
residents (Resident #1) reviewed for falls, the facility failed to provide adequate supervision for a resident at 
high risk for falls, who sustained seven (7) falls since admission to the facility leading up to a fall with injury. 
The findings include:Resident #1 was admitted to the facility on [DATE] with diagnoses that included 
orthopedic aftercare following an amputation and dementia. Resident #1's family member was his/her health 
care proxy.Review of the hospital Discharge summary dated [DATE] identified Resident #1 had impaired 
cognitive status, was disorientated to place, time and situation, had decreased awareness for safety, 
decreased awareness of deficits and was difficult to re-orient.The Nursing admission assessment dated 
[DATE] at 1:02 PM identified Resident #1 was orientated to person and confused, had episodes of bladder 
incontinence, was non-ambulatory and required staff assistance with elimination. Resident #1 could not bear 
weight and/or must have been assisted into chair or wheelchair. A Fall risk assessment dated [DATE] at 1:02 
PM identified Resident #1 had a score of eight (8) indicating he/she was at low risk for falls. Physician's 
orders dated 10/7/25 directed Trazodone (antidepressant medication sometimes used to assist with sleep) 
50 mg half tablet every 12 hours as needed for sleep or agitation. Physician's orders dated 10/7/25 directed 
non-weight bearing due to LLE amputee. 1. An Accident and Incident form (A&I) dated 10/8/25 at 1:30 PM 
identified Resident #1 had an unwitnessed fall and was found on his/her buttocks in front of his/her recliner. 
Resident #1 had an abrasion to his/her upper back; the APRN was notified and ordered a dressing. The RCP 
dated 10/8/25 identified Resident #1 was at risk for falls. Interventions included bed in lowest position, call 
bell within reach, transfer with assistance, lock wheelchair brakes prior to transfer and keep room free of 
clutter. 2. The A&I dated 10/9/25 at 12:15 AM identified Resident #1 had an unwitnessed fall from his/her bed 
to the floor with no injuries. The APRN and health care proxy were notified. The RCP was updated on 
10/9/25 with interventions for bolsters to the side of the bed to promote boundary awareness and padding to 
the floor along the bed edge. A Psychiatric note dated 10/9/25 recommended to discontinue Trazadone due 
to reported inefficacy and initiate Seroquel (antipsychotic medication used to manage behavioral symptoms) 
12.5 mg at bedtime. A Physician's order dated 10/9/25 - 11/3/25 directed Seroquel 12.5 mg every 12 hours 
for agitation/restlessness. A Nursing note dated 10/9/25 at 2:44 PM identified Resident #1 had complaints of 
back pain, the APRN was updated and directed a spine X-ray. The spine X-rays identified there were no 
compression deformities or fractures demonstrated radiographically. A note by APRN #1 dated 10/10/25 
identified Resident #1 had recent falls and continued to be impulsive and unaware of limitations secondary to 
cognitive deficits. The note directed to continue scheduled Seroquel for behaviors, anxiety and agitation. 3. 
The A&I dated 10/11/25 at 10:20 AM identified Resident #1 had an unwitnessed fall without injuries when 
attempting to go to the bathroom. The health care proxy and APRN were notified with no new orders. A 
Nursing note dated 10/11/25 at 10:34 AM identified Resident #1 was found on floor and stated he/she was 
going home. The note indicated Resident #1's health care proxy was updated and requested a private duty 
Nurse Aid (NA) but was unwilling to pay. The RCP was updated on 10/11/25 with an intervention to check 
the incontinence brief and offer the urinal every two hours. A note by APRN #1 dated 10/12/25 identified 
Resident #1 had multiple recent falls and continued to require 1:1 supervision as he/she was impulsive with 
transfers. The note indicated a 1:1 private NA was discussed due to continued behaviors and fall risk. 4. The 
A&I dated 10/13/25 at 2:00 PM identified Resident #1 had an unwitnessed fall without injury and was found 
on the floor in his/her room with his/her head near the recliner. The APRN was updated. 5. The A&I dated 
10/14/25 at 7:30 AM identified Resident #1 was witnessed sliding out of a standard wheelchair in the 
hallway. Resident #1 was assisted to the floor and had no injuries. The APRN and health care proxy were 
updated. An Occupational Therapy (OT) note dated 10/14/25 at 9:32 AM identified Resident #1 was 
evaluated for positioning in a tilt-in-space wheelchair (wheelchair that tilts the entire seating system for 
positioning and support) and would trial a Velcro removable lap tray to decrease falls. The RCP was updated 
on 10/14/25 with an intervention to apply a Dycem (wheelchair cushion) to chair/wheelchair. A Nursing note 
dated 10/15/25 at 1:20 PM identified a self-releasing lap buddy was applied to Resident #1's wheelchair by 
OT and Resident #1 was able to remove the lap buddy independently without cueing or assistance. A note 
by APRN #1 dated 10/15/25 identified Resident #1 continued to demonstrate impulsive behaviors and was 
unaware of limitations secondary to cognitive deficits. Resident #1 continued to require supervision as 
he/she was impulsive with transfers. 6. The A&I dated 10/16/25 at 10:00 PM identified Resident #1 had an 
unwitnessed fall and was found by his/her recliner, next to the bed, with no injuries. The APRN and health 
care proxy were updated. The RCP was updated on 10/16/25 with the intervention to have the psychiatric 
provider see Resident #1. A Nursing note dated 10/17/25 at 4:11 PM identified Resident #1's health care 
proxy was interested in hiring a private NA for Resident #1 and was provided with information. A note by the 
Social Worker dated 10/17/25 at 4:19 PM identified the team discussed Resident #1's behaviors and plan of 
care with Resident #1's health care proxy and Resident #1 would have a private NA from 10 pm to 5 am 
seven days per week beginning 10/18/25. A note by APRN #1 dated 10/17/25 identified Resident #1 had a 
fall overnight, continued to require frequent redirection, continued to demonstrate impulsive behaviors and 
was unaware of limitations secondary to cognitive deficits. Resident #1's son was agreeable to hire 1:1 
assistance to help with the overnight hours from 10:00 PM to 5:00 AM with services beginning 10/18/25. A 
note by LPN #5 dated 10/18/25 at 7:26 AM identified Resident #1 was placed on 1:1 supervision due to 
behaviors and attempts to get out of bed during the night. A note by LPN #4 dated 10/18/25 at 9:45 PM 
identified Resident #1 made multiple attempts to self-transfer in and out of the wheelchair and in and out of 
bed and was re-directable for a short period. A note by LPN #1 dated 10/19/25 at 4:30 AM identified 
Melatonin 3 mg was administered due to insomnia. Resident #1 was up all shift, restless, confused, verbally 
abusive at times and attempting to climb out of the wheelchair. Close monitoring was in place from all staff 
members to maintain safety and wellbeing. A note by LPN #1 dated 10/19/25 at 6:23 AM identified Resident 
#1 continued with behavioral episodes and was still climbing out of bed. 7. The A&I dated 10/19/25 at 2:50 
PM identified Resident #1 had an unwitnessed fall. Resident #1 complained of right sided rib discomfort and 
was transferred to the ED per the APRN and health care proxy. A note by RN #1 dated 10/19/25 at 4:06 PM 
identified Resident #1 had combative behaviors at the start of the shift. The previous supervisor from the 
11:00 PM to 7:00 AM shift reported Resident #1 was combative with staff through the night and the private 
NA left the facility thirty minutes after arriving. Resident #1's health care proxy was updated by phone and 
agreed with transferring Resident #1 to the ED for a medication evaluation. Per the ADNS, instructions were 
given to change Resident #1's room to a private room. Around 3:00 PM, Resident #1 had an unwitnessed fall 
and left by ambulance at 3:33 PM. A note by LPN #3 dated 10/19/25 at 4:16 PM identified she was walking 
down the hallway and heard Resident #1 yelling for help. Resident #1 was found lying on the floor on his/her 
back in another resident's bathroom. Resident #1's right wheelchair foot pedal was observed positioned 
against the right side of his/her ribcage. Resident #1 was transferred to the ED. The RCP was updated on 
10/19/25 with the intervention for a chair alarm to seating device when out of bed. A Physician's order dated 
10/19/25 directed a chair alarm. The ED Discharge summary dated [DATE] identified Resident #1 had no 
acute intracranial findings and no acute fracture or traumatic malalignment of the cervical spine. A 
Physician's order dated 10/21/25 directed a STAT (now) X-ray of the spine for back pain. A Nursing note 
dated 10/21/25 at 10:14 AM identified Resident #1 complained of lower back pain and scheduled 
medications had no effect. The APRN was notified and ordered a one-time dose of pain medication and 
STAT X-rays of the spine. The X-ray showed a stable L1 fracture, not noted on the 10/19/25 X-ray. The 
APRN and health care proxy were notified and transferred Resident #1 to the ED. Review of Resident #1's 
A&I's identified Resident #1 had no further documented falls between 10/19/25 to 10/21/25 (when his/her 
spine fracture was identified) but did have five (5) more documented falls without injury after 10/21/25. 
Interview with LPN #5 on 11/17/25 at 12:00 PM identified she was the nurse assigned to provide care for 
Resident #1 during the 11:00 PM to 7:00 AM shift on 10/17/25. She identified Resident #1 was on 1:1 
supervision during the night due to Resident #1's behaviors and attempting to get out of bed during the shift. 
She identified the 1:1 NA left at 6:00 AM and was not replaced. She could not identify if the 1:1 NA was a 
facility NA or private NA. She identified she reported to the oncoming nurse that the 1:1 NA left at 6:00 AM 
and Resident #1 needed to be watched due to his/her behaviors. Interview with LPN #4 on 11/18/25 at 1:00 
PM identified she was the nurse assigned to provide care for Resident #1 during the 7:00 AM to 3:00 PM 
shift and 3:00 PM to 11:00 PM shift on 10/18/25. She identified Resident #1 needed frequent monitoring due 
to frequent attempts to get out of his/her chair. She identified she would sit with Resident #1, listen to 
him/her, validate his/her feelings and distract him/her. She identified Resident #1 was pleasant when she 
calmly re-directed him/her. She identified Resident #1 did not have orders for 15-minute safety checks or 1:1 
supervision. She identified the facility did not have the ability to schedule a 1:1 NA due to a lack of staffing. 
She identified Resident #1 did not have a private NA but soon would. Although multiple attempts were made, 
an interview with LPN #1 who worked 11:00 PM to 7:00 AM on 10/18/25 into 10/19/25 was not obtained. 
Interview with LPN #2 on 11/14/25 at 1:56 PM identified she was the nurse assigned to provide care for 
Resident #1 during the 7:00 AM to 3:00 PM shift on 10/19/25. She identified Resident #1 attempted to get 
out of bed during the shift, which was normal behavior for him/her. She identified Resident #1 was agitated 
and confused and was kept by the nursing station during the day. She identified Resident #1 was only 
re-directable for a short time. She identified Resident #1 was not receiving 1:1 supervision or 15-minute 
safety checks. Interview with RN #1 on 11/14/25 at 2:01 PM identified she was the RN supervisor for the 
7:00 AM to 3:00 PM shift and 3:00 PM to 11:00 PM shift on 10/18/25, and the 7:00 AM to 3:00 PM shift on 
10/19/25. She identified Resident #1 had worsening dementia, was unpredictable, and had worsening 
behaviors during the afternoon/night. She identified that during morning report, she was notified Resident 
#1's private NA walked out of the facility at midnight due to Resident #1's aggression. She identified that at 
the start of her shift, around 10:00 AM, she asked Resident #1's POA to come into the facility to help calm 
Resident #1 down or, alternatively, Resident #1 would need to be transferred to the hospital for an 
evaluation. Resident #1's POA refused and requested Resident #1 be transferred to the hospital so she 
began the hospital transfer paperwork. She identified when she went into Resident #1's room, Resident #1's 
POA was present in the room and upset. She identified RN #2 assisted Resident #1 while she (RN #1) and 
Resident #1's POA left the room. She identified Resident #1 had a room change to a different hallway and 
shortly thereafter a nurse called her and informed her Resident #1 fell. She identified Resident #1 was not 
receiving 15-minute safety checks or 1:1 supervision and that 1:1 supervision would be unrealistic due to 
staffing challenges. Interview with LPN #3 on 11/14/25 at 1:40 PM identified she was at the nursing station at 
the start of the 3:00 PM to 11:00 PM shift on 10/19/25, when another nurse stated, where's Resident #1?. 
She identified she walked down the hallway and heard yelling coming from another Resident's room. 
Resident #1 was found on the floor in the bathroom. Interview with the DNS on 11/14/25 at 3:00 PM 
identified Resident #1 had no documented close observations during his/her time in the facility (e.g. 
15-minute safety checks or 1:1 supervision). She identified staff were aware of keeping an eye on Resident 
#1 because he/she was quick and staff tried to keep him/her at the nursing station during the day for 
observation. She identified the facility did not have the ability to meet Resident #1's needs and was looking 
into other facilities equipped with a secure dementia unit. Review of the fall prevention program directed for 
each resident to receive care and services in accordance with their individualized level of risk to minimize the 
likelihood of falls.
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