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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 three (3) 
residents (Resident #1) reviewed for falls, the facility failed to ensure a resident was treated in a respectful 
and dignified manner which caused an escalation of behaviors resulting in a fall with fractures. The findings 
include: Resident #1 's diagnoses included dementia with behavioral disturbances, mood disorder and 
muscle weakness. Review of the Morse Fall Scale assessment dated [DATE] identified that Resident #1 had 
a history of falls, exhibited an impaired gait (abnormal walking pattern) and overestimates or forgets his/her 
own limits, categorizing the resident as a high risk for falling. The annual Minimum Data Set (MDS) 
assessment dated [DATE] identified Resident #1 had a Brief Mental Interview for Mental Status (BIMS) of 
three (3) indicative of severely impaired cognition and was dependent on staff for bed mobility and transfers. 
Additionally, the MDS identified Resident #1 had not exhibited any behaviors. The Resident Care Plan (RCP) 
dated 5/26/25 identified Resident #1 was at risk for falls due to confusion, deconditioning and gait/balance 
problems. Interventions included anticipate and meet needs, appropriate footwear, and attempt to determine 
root cause of falls. The RCP identified Resident #1 had impaired cognition, a self-care deficit and was an 
assist of 1 with transfers. The facility Reportable Event (RE) dated 5/30/25 identified at 9:00 PM NA #1 was 
transporting Resident #1 in his/her wheelchair in the hallway when Resident #1 put his/her feet down to the 
ground, stopping the wheelchair abruptly, and caused Resident #1 to fall forward out of the wheelchair 
sustaining a lump to the forehead. The RE identified the family and provider were notified and an order was 
obtained to transfer Resident #1 to the Emergency Department (ED) for further evaluation. Resident #1 
further sustained a mildly displaced odontoid neck fracture (fracture of the bony projection from the second 
cervical vertebrae) and a fracture of the first cervical vertebrae. The RE identified that following the incident, 
footrests were to be applied to the wheelchair for all staff transports outside of the room. Review of staff 
statements failed to identify statements from LPN #1 (assigned nurse) and LPN #2 (additional unit nurse). 
Review of the hospital documents dated 5/30/25 identified Resident #1 was transported to the ED from the 
facility and the facility reported Resident #1 was agitated, did not want to be moved, staff moved him/her 
anyways and Resident #1 did what he/she always does, stuck his/her right foot out straight, leading to a fall 
forward. The note indicated Resident #1 had a small laceration to the upper forehead, denied pain and a 
cervical collar was intact to the neck. It identified head and cervical spine imaging was obtained and resulted 
in a prominent anterior (front) scalp hematoma (a closed wound where blood collects and fills a space 
because it cannot flow out or drain), a mildly displaced fracture of the odontoid neck (a fracture through the 
bony projection from the second cervical vertebrae where the fragment shifted out of alignment) and 
non-displaced fractures (when the bone fragment remains aligned and in normal position) of both sides of 
the posterior (backside) arch of the first cervical vertebrae (C1). The RCP revised 5/30/25 identified Resident 
#1 was at risk for falls due to confusion, deconditioning and gait/balance problems and had an actual fall out 
of the wheelchair resulting in cervical fractures (vertebrae in the neck). Interventions included anticipating 
and meeting the resident's needs, observing/documenting/reporting to the provider any changes in mental 
status and ensuring footrests are in place to the wheelchair during transport and removing them after 
transport so that the resident may self-propel. Interview with NA #1 on 6/16/25 at 11:14 AM identified that on 
5/30/25, Resident #1 was given a trash bag necklace consisting of a ribbon attached to a small plastic bag 
that Resident #1 was proudly wearing around his/her neck. NA #1 identified that between 8:00 PM and 9:00 
PM, Resident #1 self-propelled in his/her wheelchair down to the West-Unit and was showing LPN #2 
(agency nurse) the necklace. Resident #1 was heard yelling and NA #2 was pushing Resident #1 back to 
his/her room. She reported Resident #1 immediately went back into the hallway and self-propelled back to 
the West-Unit and yelled at LPN #2. NA #1 identified LPN #2 stated she did not have time for Resident #1 
and directed her (NA #1) to bring Resident #1 back to his/her room again. NA #1 identified Resident #1's 
behavior continued to escalate but LPN #2 was insistent Resident #1 be brought back to his/her room. NA #1 
then instructed Resident #1 to lift his/her feet and then she started to push Resident #1 in the wheelchair 
until Resident #1 abruptly placed his/her feet down on the ground, causing the wheelchair to stop and 
Resident #1 fell forward out of the wheelchair to the floor. NA #1 identified that LPN #2 taking the necklace 
off Resident #1, throwing it in the garbage in front of him/her without calmly explaining why, then continuing 
to dismiss Resident #1 when he/she reapproached LPN #2 angrily, caused an escalation in Resident #1's 
behaviors. NA #1 indicated the incident could have been avoided if LPN #2 was respectful to Resident #1. 
Interview with NA #3 on 6/16/25 at 11:29 AM identified she was in the hallway when LPN #2 took the 
necklace off Resident #1, causing Resident #1 to become angry and yell. NA #3 indicated LPN #2 dismissed 
Resident #1 and directed staff to get Resident #1 away from her which caused Resident #1's behaviors to 
escalate and Resident #1 became fixated on LPN #2. NA #3 identified she observed LPN #2 direct NA #1 to 
assist Resident #1 back to his/her room as Resident #1 was still yelling at LPN #2. Resident #1 allowed NA 
#1 to start pushing him/her in the wheelchair but then abruptly placed his/her feet down to the ground and fell 
forward out of the wheelchair to the floor. Interview with NA #2 on 6/16/25 at 11:37 AM identified Resident 
#1's baseline mood was either very happy or very upset, and although she knew the necklace Resident #1 
was wearing on 5/30/25 was a safety hazard and needed to be removed, the necklace made Resident #1 
happy as he/she self-propelled the hallway in the wheelchair showing those who walked by. NA #2 identified 
she was watching Resident #1 and planned to take the necklace off when she assisted Resident #1 to get 
ready for bed. She reported Resident #1 self-propelled to the West-Unit from the East-Unit and started to 
show LPN #2 his/her necklace. LPN #2 became upset about Resident #1 wearing the necklace, immediately 
took the necklace off Resident #1 without explaining why she was doing so and then threw the necklace in 
the garbage in front of Resident #1. NA #2 reported Resident #1 immediately became angry and started 
yelling at LPN #2, and LPN #2 stated Resident #1 was becoming too disruptive and directed her (NA #2) to 
push Resident #1 back to his/her room. Interview with LPN #1 on 6/16/25 at 1:42 PM identified she was the 
nurse assigned to provide care for Resident #1 on 5/30/25 and was on break during the fall incident. She 
further identified Resident #1 exhibited no agitated behaviors prior to her break. Additionally, she identified 
the facility never requested that she write a statement regarding the incident. Interview with LPN #2 on 
6/16/25 at 1:59 PM identified that on 5/30/25, Resident #1 self-propelled in his/her wheelchair down to the 
West-Unit, where she was passing medications. She reported Resident #1 approached her, and she 
observed Resident #1 wearing a plastic bag attached to ribbon around his/her neck like a necklace. LPN #2 
indicated the necklace was a safety hazard, and although she had never met Resident #1, and did not 
inquire with other staff (NAs) for assistance, while the assigned nurse (LPN #1) was on break, she removed 
the necklace and threw it in the garbage. She reported Resident #1 became agitated, so she asked NA #2 to 
bring Resident #1 back to his/her room but Resident #1 returned and was disruptive so she asked NA #1 to 
bring Resident #1 back to his/her room but as NA #1 started to push Resident #1, Resident #1 put his/her 
feet down causing a fall forward out of the wheelchair. LPN #2 identified she should not have thrown away 
the necklace in front of Resident #1 and further identified Resident #1 was confused and appeared to be 
sundowning. LPN #2 indicated she did not play into Resident #1's behaviors which is why she did not 
respond to Resident #1 when he/she spoke to her. LPN #2 identified the facility never requested that she 
write a statement regarding the incident. Review of the Medication Administration Record (MAR) for May 
2025 failed to identify any documented incidents of agitation leading up to the 5/30/25 incident. Interview with 
the DNS on 6/16/25 at 3:00 PM identified staff should treat residents with dignity and respect and LPN #2 
should not have approached Resident #1 the way she did and should not have thrown the necklace away in 
front of Resident #1. The DNS identified that when Resident #1 became upset, LPN #2 should have 
addressed Resident #1's concerns prior to directing the NA's to bring Resident #1 back to his/her room. The 
DNS indicated Resident #1 had dementia and LPN #2 should have had empathy and allowed Resident #1 to 
communicate his/her feelings and/or concerns. She further indicated that although Resident #1 self-propelled 
independently in the wheelchair, the NA's should have applied footrests prior to transporting Resident #1 
back to his/her room. Additionally, the DNS identified statements should have been obtained from LPN #2 
and LPN #1 following the 5/30/25 incident. Although attempted, Resident #1 was unable to be interviewed. 
Review of the Quality of Life- Dignity policy dated 08/2009 directed, in part, that each resident shall be cared 
for in a manner that promotes and enhances quality of life, dignity, respect and individuality. Residents shall 
be treated with dignity and respect at all times and staff shall speak respectfully to residents at all times. Staff 
shall treat cognitively impaired residents with dignity and sensitivity by addressing the underlying motives or 
root causes for behavior and not challenging or contradicting the residents' beliefs or statements.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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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 three (3) 
residents (Resident #1) reviewed for falls, the facility failed to ensure wheelchair footrests were in place to 
support a safe transfer. Resident #1, who was severely cognitively impaired, was directed by staff to lift 
his/her feet during the transfer; subsequently, the resident fell from the wheelchair and sustained multiple 
fractures. The findings include: Resident #1 's diagnoses included dementia with behavioral disturbances, 
mood disorder and muscle weakness. Review of the Morse Fall Scale assessment dated [DATE] identified 
that Resident #1 had a history of falls, exhibited an impaired gait (abnormal walking pattern) and 
overestimates or forgets his/her own limits, categorizing the resident as a high risk for falling. The annual 
Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 had a Brief Mental Interview for 
Mental Status (BIMS) of three (3) indicative of severely impaired cognition and was dependent on staff for 
bed mobility and transfers. Additionally, the MDS identified Resident #1 had not exhibited any behaviors. The 
Resident Care Plan (RCP) dated 5/26/25 identified Resident #1 was at risk for falls due to confusion, 
deconditioning and gait/balance problems. Interventions included anticipate and meet needs, appropriate 
footwear, and attempt to determine root cause of falls. The RCP identified Resident #1 had impaired 
cognition, a self-care deficit and was an assist of 1 with transfers. The facility Reportable Event (RE) dated 
5/30/25 identified at 9:00 PM NA #1 was transporting Resident #1 in his/her wheelchair in the hallway when 
Resident #1 put his/her feet down to the ground, stopping the wheelchair abruptly, and caused Resident #1 
to fall forward out of the wheelchair sustaining a lump to the forehead. The RE identified the family and 
provider were notified and an order was obtained to transfer Resident #1 to the Emergency Department (ED) 
for further evaluation. Resident #1 further sustained a mildly displaced odontoid neck fracture (fracture of the 
bony projection from the second cervical vertebrae) and a fracture of the first cervical vertebrae. The RE 
identified that following the incident, footrests were to be applied to the wheelchair for all staff transports 
outside of the room. Review of staff statements failed to identify statements from LPN #1 (assigned nurse) 
and LPN #2 (additional unit nurse). Review of the hospital documents dated 5/30/25 identified Resident #1 
was transported to the ED from the facility and the facility reported Resident #1 was agitated, did not want to 
be moved, staff moved him/her anyways and Resident #1 did what he/she always does, stuck his/her right 
foot out straight, leading to a fall forward. The note indicated Resident #1 had a small laceration to the upper 
forehead, denied pain and a cervical collar was intact to the neck. It identified head and cervical spine 
imaging was obtained and resulted in a prominent anterior (front) scalp hematoma (a closed wound where 
blood collects and fills a space because it cannot flow out or drain), a mildly displaced fracture of the 
odontoid neck (a fracture through the bony projection from the second cervical vertebrae where the fragment 
shifted out of alignment) and non-displaced fractures (when the bone fragment remains aligned and in 
normal position) of both sides of the posterior (backside) arch of the first cervical vertebrae (C1). The RCP 
revised 5/30/25 identified Resident #1 was at risk for falls due to confusion, deconditioning and gait/balance 
problems and had an actual fall out of the wheelchair resulting in cervical fractures (vertebrae in the neck). 
Interventions included anticipating and meeting the resident's needs, observing/documenting/reporting to the 
provider any changes in mental status and ensuring footrests are in place to the wheelchair during transport 
and removing them after transport so that the resident may self-propel. Interview with NA #1 on 6/16/25 at 
11:14 AM identified that on 5/30/25, Resident #1 was given a trash bag necklace consisting of a ribbon 
attached to a small plastic bag that Resident #1 was proudly wearing around his/her neck. NA #1 identified 
that between 8:00 PM and 9:00 PM, Resident #1 self-propelled in his/her wheelchair down to the West-Unit 
and was showing LPN #2 (agency nurse) the necklace. Resident #1 was heard yelling and NA #2 was 
pushing Resident #1 back to his/her room. She reported Resident #1 immediately went back into the hallway 
and self-propelled back to the West-Unit and yelled at LPN #2. NA #1 identified LPN #2 stated she did not 
have time for Resident #1 and directed her (NA #1) to bring Resident #1 back to his/her room again. NA #1 
identified Resident #1's behavior continued to escalate but LPN #2 was insistent Resident #1 be brought 
back to his/her room. NA #1 then instructed Resident #1 to lift his/her feet and then she started to push 
Resident #1 in the wheelchair until Resident #1 abruptly placed his/her feet down on the ground, causing the 
wheelchair to stop and Resident #1 fell forward out of the wheelchair to the floor. NA #1 identified that LPN 
#2 taking the necklace off Resident #1, throwing it in the garbage in front of him/her without calmly explaining 
why, then continuing to dismiss Resident #1 when he/she reapproached LPN #2 angrily, caused an 
escalation in Resident #1's behaviors. NA #1 indicated the incident could have been avoided if LPN #2 was 
respectful to Resident #1. Interview with NA #3 on 6/16/25 at 11:29 AM identified she was in the hallway 
when LPN #2 took the necklace off Resident #1, causing Resident #1 to become angry and yell. NA #3 
indicated LPN #2 dismissed Resident #1 and directed staff to get Resident #1 away from her which caused 
Resident #1's behaviors to escalate and Resident #1 became fixated on LPN #2. NA #3 identified she 
observed LPN #2 direct NA #1 to assist Resident #1 back to his/her room as Resident #1 was still yelling at 
LPN #2. Resident #1 allowed NA #1 to start pushing him/her in the wheelchair but then abruptly placed 
his/her feet down to the ground and fell forward out of the wheelchair to the floor. Interview with NA #2 on 
6/16/25 at 11:37 AM identified Resident #1's baseline mood was either very happy or very upset, and 
although she knew the necklace Resident #1 was wearing on 5/30/25 was a safety hazard and needed to be 
removed, the necklace made Resident #1 happy as he/she self-propelled the hallway in the wheelchair 
showing those who walked by. NA #2 identified she was watching Resident #1 and planned to take the 
necklace off when she assisted Resident #1 to get ready for bed. She reported Resident #1 self-propelled to 
the West-Unit from the East-Unit and started to show LPN #2 his/her necklace. LPN #2 became upset about 
Resident #1 wearing the necklace, immediately took the necklace off Resident #1 without explaining why she 
was doing so and then threw the necklace in the garbage in front of Resident #1. NA #2 reported Resident 
#1 immediately became angry and started yelling at LPN #2, and LPN #2 stated Resident #1 was becoming 
too disruptive and directed her (NA #2) to push Resident #1 back to his/her room. Interview with LPN #2 on 
6/16/25 at 1:59 PM identified that on 5/30/25, Resident #1 self-propelled in his/her wheelchair down to the 
West-Unit, where she was passing medications. She reported Resident #1 approached her, and she 
observed Resident #1 wearing a plastic bag attached to ribbon around his/her neck like a necklace. LPN #2 
indicated the necklace was a safety hazard, and although she had never met Resident #1, and did not 
inquire with other staff (NAs) for assistance, while the assigned nurse (LPN #1) was on break, she removed 
the necklace and threw it in the garbage. She reported Resident #1 became agitated, so she asked NA #2 to 
bring Resident #1 back to his/her room but Resident #1 returned and was disruptive so she asked NA #1 to 
bring Resident #1 back to his/her room but as NA #1 started to push Resident #1, Resident #1 put his/her 
feet down causing a fall forward out of the wheelchair. LPN #2 identified she should not have thrown away 
the necklace in front of Resident #1 and further identified Resident #1 was confused and appeared to be 
sundowning. LPN #2 indicated she did not play into Resident #1's behaviors which is why she did not 
respond to Resident #1 when he/she spoke to her. LPN #2 identified the facility never requested that she 
write a statement regarding the incident. Review of the Medication Administration Record (MAR) for May 
2025 failed to identify any documented incidents of agitation leading up to the 5/30/25 incident. Interview with 
the DNS on 6/16/25 at 3:00 PM identified staff should treat residents with dignity and respect and LPN #2 
should not have approached Resident #1 the way she did and should not have thrown the necklace away in 
front of Resident #1. The DNS identified that when Resident #1 became upset, LPN #2 should have 
addressed Resident #1's concerns prior to directing the NA's to bring Resident #1 back to his/her room. The 
DNS indicated Resident #1 had dementia and LPN #2 should have had empathy and allowed Resident #1 to 
communicate his/her feelings and/or concerns. She further indicated that although Resident #1 self-propelled 
independently in the wheelchair, the NA's should have applied footrests prior to transporting Resident #1 
back to his/her room. Additionally, the DNS identified statements should have been obtained from LPN #2 
and LPN #1 following the 5/30/25 incident. Although attempted, Resident #1 was unable to be interviewed. 
Review of the Quality of Life- Dignity policy dated 08/2009 directed, in part, that each resident shall be cared 
for in a manner that promotes and enhances quality of life, dignity, respect and individuality. Residents shall 
be treated with dignity and respect at all times and staff shall speak respectfully to residents at all times. Staff 
shall treat cognitively impaired residents with dignity and sensitivity by addressing the underlying motives or 
root causes for behavior and not challenging or contradicting the residents' beliefs or statements. Although 
requested, a policy for wheelchair footrests with wheelchair transfers was not provided.
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