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Provide appropriate treatment and care according to orders, resident?s preferences and goals.

Based on clinical record review, hospital record review, internal incident investigation documentation,
family and staff interviews, the facility failed to adapt safety interventions in response to cognitive
changes for 1 of 3 residents reviewed for falls (Res #1). The facility reported a census of 23
residents. Findings include:The Minimum Data Set (MDS) of Res #1 dated 9/11/25 identified a Brief
Interview for Mental Status (BIMS) score of 12, indicating moderate cognitive impairment (possible
score of 0-15).The MDS of Res #1 dated 12/10/25 identified a BIMS score of 11/15.The MDS of Res
#1 dated 3/10/26 identified a BIMS score of 10/15, a continued trend of lower scoring, indicating
worsening cognitive impairment.The Comprehensive Care Plan of Res #1 identified a Focus Area of
Impaired Cognitive Function or Impaired Thought Process, dated 10/13/25. The Care Plan directed
staff to monitor/document/report any changes in cognitive function. The Care Plan identified a Focus
Area of Activities of Daily Living (ADL) performance deficit, dated 9/5/25 with a revision date of
9/26/25. On 9/26/25 the Transfer assistance intervention was documented as using a Stand Aid (non
mechanical lift) with one staff member assistance. On 4/23/26, the intervention changed to direct
staff to use two staff member assistance using the EZ stand (stand up mechanical lift). On 6/11/26,
the Care Plan was updated to two staff assistance with Hoyer (full body mechanical lift). And on
6/15/26, the Care Plan was updated to include ?Lift Recliner - Supervision/Assist'. Prior to the
6/15/26 notation, the Care Plan failed to address the fact that the resident had a lift recliner. A
nursing note dated 5/31/26 documented a Certified Nurse Aide (CNA) had responded to Res #1's call
light and the resident was found on the floor. After staff positioned the resident onto her back, a deep
laceration on her forehead and a second laceration on the bridge of her nose were seen. Emergency
services were called as well as the resident's daughter and the resident was sent to the Emergency
Room. The note documented emergency services stabilized the resident placing a c-collar (cervical
collar - a medical device worn around the neck to support the spinal cord, restrict head movement,
and immobilize the cervical vertebrae) on her and used a backboard (a rigid, flat device used by
emergency responders to immobilize a patient's spine during transport) to transfer her onto a
gurney.The Investigation Summary provided by the facility documented a CNA entered the room of
Res #1 approximately two minutes after the resident had pushed her call light. The CNA found the
resident on the floor in front of her recliner and summoned the nurse for assistance. The nurse noted
the resident was lying face down on her right side with her head against her nightstand. The Summary
detailed the resident's lift chair/recliner was noted to be in an elevated position and that the resident
was in control of her lift chair remote and able to operate it independently. The Summary stated it
appeared as if the resident may have slid out of the elevated lift chair and hit her head on the
nightstand as she fell to the ground.Resident #1 underwent a computed tomography (CT) scan at the
hospital (a diagnostic scan to see detailed images of bones, organs, soft tissues). The CT scan of the
cervical spine indicated an acute fracture was found of the C1 vertebra (the topmost bone in the spine
located at the base of the skull). On 6/30/26 at 4:30 pm, the Director of Nursing (DON) stated no
safety assessment for Res. #1's use of her lift recliner had been done as there had been no reason to.
She stated there was no indication she was unsafe as she was able to control her chair remote, her tv
remote and her phone. On 7/1/26 at 9:09 am, the Administrator stated quarterly nursing assessments
(continued on next page)
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are completed which include an education/notification subsection. She stated in this section, the
nurse evaluates if there are any concerns which would warrant an Occupational Therapy/Physical
Therapy referral and detailed this included transfers, mobility and device safety which would include
chair safety. She indicated these assessments had been completed on Res #1 on 9/5/25, 12/10/25
and 3/10/26 and she was found to be safe at her current level of functioning in all areas. Her next
assessment was scheduled for 6/10/26, but the fall happened prior to that being completed. She
stated there were no indications prior to that time of a change in status or a need to implement
additional safety measures.A nursing note dated 3/16/26 documented the resident having confusion
in the evening at dinner time stating she did not know where she was at and that she didn't eat. A
nursing note dated 3/17/26 documented the resident was having an episode of twitching of the face
and upper body, denied pain but refused meals. A nursing note dated 3/18/26 documented Res #1's
daughter requested transportation for a scheduled cardiac appointment be cancelled due to the
resident experiencing tremors and delirium. A nursing note dated 3/19/26 documented the resident
had been much more confused than normal, calling her son in Minnesota telling him to come to her
house for a dinner party.A 3/20/26 encounter note by the facility Nurse Practitioner documented a
mini cognitive exam was performed. The resident scored 0 on a 0-5 scale (indicating a positive screen
for dementia).An encounter note authored by the Medical Director dated 3/24/26 documented the
provider was seeing Res #1 for an acute visit due to cognitive and behavioral changes. The note
described that over the past several weeks, the nursing staff had observed the resident was not
acting like herself, with worsening sundowning (state of increased confusion, anxiety, agitation that
affects people with dementia, typically begins in the late afternoons) in the afternoons. He noted on a
visit from a week prior, she had experienced facial and upper body twitching, which had since
improved (improvement following a medication change).A 3/24/26 note documented increased
confusion and delusions/hallucinations over the past week. The note stated the medical provider had
ordered the resident's oxygen levels to be checked at midnight and 4:00 am for three nights.An
encounter note authored by the Medical Director dated 5/26/26 documented in the history of present
illness the resident had diagnoses which included a cognitive decline. He noted the decline in her
BIMS scoring. A nursing note dated 5/29/26 documented a CNA reported the resident was very
confused in the morning upon arising for the day, was talking about her daughter's wedding ring, but
was unsure how long she was wearing it or if she was wearing it at all. An additional nursing note
dated 5/29/26 documented the resident's daughter was visiting and was updated in regards to her
confusion that morning. On 7/1/26 at 10:30 am, a family member of Res #1 stated the resident had a
lot of confusion. She stated for the past several months, she thought it had started in March, she
continued to get very confused. She described one phone call the resident made to her son who lived
out of state asking him to drive around the block to look for someone. She stated there was another
time she could see staff in the hallway outside of her door and thought she was hosting a dinner
party. She said she got upset because she thought people were in her house and would not leave. She
said the confusion came and went and sometimes she would be back to normal self. She described
that the resident had begun having multiple falls a couple of years earlier, prompting her move into the
Health Center from higher levels of independence within the community where she previously resided.
She stated she received physical therapy but could not walk well and the more she sat in her chair,
the weaker she got. She stated that on the day of the Resident's fall, she obtained a broken neck and
had 11 stitches. She said her lift chair had been found up as high as it could go. She assumed that the
resident tried to stand up and walk. She said the resident was unable to recall what she was doing
prior to the fall. She said the resident may have picked up the chair remote thinking it was the TV
remote or she could have been sitting on the chair remote. She said there was no way of knowing
what happened. She described the resident's confusion as being off and on. On 7/1/26 at 1:15 pm,
Staff A, CNA, stated she had worked at the facility for approximately three years. She identified she
had seen changes in Res #1 such as increasing confusion and some hallucinations. She stated the
(continued on next page)
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resident would describe seeing things that were not there but it was off and on, not continual
confusion. She stated she would at times grab the wrong remote control between the TV remote and
chair remote. She stated the resident was able to pick up her cell phone and make a call but
occasionally she did need to ask for help with the phone or the TV remote. She stated she often
witnessed the resident raising the lift chair and she would assist her in putting it back down or
instruct her to do so. On 7/1/26 at 1:22 pm, Staff B, Licensed Practical Nurse (LPN) stated she had
worked at the facility for four years and knew the resident well. She stated the resident was very
confused, but also described it as coming and going. She stated she had never seen any concerns
with using her remote controls and had no concerns regarding her lift chair.On 7/1/26 at 1:30 pm,
Staff C, Medication Aide, reported working at the facility for three years. She stated she noticed no
acute changes in Res #1 but said some days she was very confused and other days were better. She
described sometimes seeing her get her things mixed up but generally knew which remote was for her
TV and usually had no problems with it. She stated she usually kept it on the same channel. She also
reported seeing the resident lift her recliner chair up in the air by herself but stated it was not
frequent and stated she normally sat in the recliner with her feet up. She also stated the resident
would occasionally raise the chair slightly in order to move her table in front of her if she was playing
cards or things. She stated she did not have safety concerns regarding the chair. On 7/1/26 at 2:16
pm, Staff D, Registered Nurse (RN) stated she had worked at the facility for 12 years and worked
regularly with Res #1. She stated she had become off and on increasingly confused, and stated she
was sundowning. She stated urinalysis samples were run to test for urinary tract infections. She
stated the resident's recliner had a pocket on the right side and she did have concerns of the resident
using the remote. She stated she encouraged the resident to put the chair remote in the pocket and
not have it on her lap. She felt she did at times mix up her remotes which is why she felt better if the
chair remote was in the chair pocket. She stated this intervention was never care planned and there
was no specific incident, but by word of mouth, it was encouraged for the chair remote to be in the
chair pocket to avoid confusion. She stated that she never witnessed the resident ever lifting the
chair up on her own and she did witness the resident using the chair remote appropriately to lift her
feet or put them down. She stated Res #1 displayed symptoms of not knowing what day it was or the
time. She stated if she had a UTI, her confusion got worse. She sometimes would not recognize her
family or call them by the wrong names. She stated the resident always knew how to use her call
light and she had never witnessed her attempting to transfer herself. A review of the Medication
Administration Report (MAR) for March - May of 2026 was completed following the interview of Staff
D. The resident was not on any antibiotic medications for treatment of a UTI during the reviewed time
period. On 7/1/26 at 2:58 pm, Staff E, Physical Therapy Assistant stated he provided Physical
Therapy services to Res #1 from March through May of 2026, discharging her from therapy prior to her
fall. He stated she was very tired but was able to make conversations. He stated she had significant
weakness and motor activity and her goals were not realistic as she really wanted to be able to walk.
He stated when he would come get her or bring her back to room after therapy, he always ran the
controls of the lift recliner and never witnessed her doing it herself. He stated PT does not do safety
assessments for lift chairs and stated that Occupational Therapy normally will complete a safety
evaluation. He voiced that Res #1 definitely was not safe to transfer herself. After reviewing Res #1's
records in his computer, he reported that Occupational Therapy worked with the resident from
September of 2025 through February of 2026. On 7/1/26 at 3:26 pm, Staff F, CNA stated she had
worked at the facility for three years and primarily worked on the hall Res #1 resided on. She
described when the resident would have episodes of shaking or twitches and then had moments of
spacing out but described it did not happen frequently. She stated during her shifts (coming on at 6:00
am), she did not witness concerns with the resident using her lift chair. But she recalled she would
hear about it from the afternoon/evening shift at times. She said when she transferred the resident
into the chair, she would normally lay her back and place the remote to the lift chair in the pocket of
(continued on next page)
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the chair and give her the TV remote. She felt the resident did know the difference between the two
remotes.On 7/1/26 at 3:46 pm, Staff G, Occupational Therapist, stated she would assist Res #1 in
using the lift chair during transfers in and out of the chair to attend or return from therapy. She said
no formal safety assessment of the resident using the lift chair had been completed. She voiced that
OT primarily worked on wheelchair mobility, mobility related to completing her ADLs, sit to stand as it
related to using the toilet and tolerance for standing for staff to be able to provide cares. She stated
she did not note any large cognitive changes at the time she worked with the Resident (ending in
February 2026). On 7/1/26 at 3:56 pm, Staff H, LPN stated he worked at the facility for the last 15
years and normally worked on the hall Res #1 resided on. He described he had noted some cognitive
changes over the last few months, remembering specifically the day prior to her fall, she was very
confused that day and he had reported it to her daughter but then the resident snapped out of it. He
stated he did not witness the resident using her chair in an unsafe manner or have any safety
concerns with the chair prior to her falling. On 7/1/26 at 4:10 pm, Staff I, CNA stated she worked the
overnight shift several times a week for the last several years on the hall Res #1 resided on. She
recalled the resident was initially able to use a stand aide and then declined to use the EZ stand. She
reported the resident did have some confusion on her shifts and recalled when she was talking about
having people over, describing a lot of people in her room, seeing things that were not there. She
stated she would talk about needing to go upstairs, but then her confusion would clear up later and
these episodes were on and off. She said if the resident was in the chair on her shift (she sometimes
comes in at 6:00 pm rather than 10:00 pm) she would place the remote to the resident's chair in the
pocket of the chair and give the resident the TV remote and her phone. She stated at times the
remotes would confuse her but she was normally able to use the TV remote by herself. Staff I said
the staff put the remote to the chair where the resident could not reach it. She stated at times when
she would first come to work for the night shift, she would receive reports from off going staff of the
resident raising her lift chair and staff putting it back down but stated the majority of the time she
worked with her, the resident was already in bed when she arrived. On 7/2/26 at 8:00 am, the Medical
Director recalled the episode in March of 2026 of when Res #1 had the twitching and she was not
acting herself. He stated an antidepressant dosage had been raised and he lowered the dose back
down and she appeared to improve after that. He felt when he saw her again in May of 2026, she was
more at her baseline but did describe that her baseline was that she did have a cognitive deficit and
recalled her BIMs scores declining. He said when he saw her in March, she was especially not her
normal self. He was not aware of any issues with her lift chair and believed she had the chair for as
long as she had resided at the facility. On 7/2/26 at 12:46 pm, Staff J, CNA stated she was a
relatively new employee and had worked at the facility approximately 3 months. She said she did not
know Res #1 well as she generally worked on the other side of the building. She confirmed she had
cared for Res #1 on the day shift on 5/31/26. She stated she had no concerns that day and detailed
that after lunch, Res #1 was assisted back to her recliner and she didn't notice anything out of the
ordinary with her. She described that she had reclined the resident all the way back so she was
comfortable and could rest and placed the remote to the chair in the chair pocket. She stated Staff K,
CNA was the staff member who found the resident after her fall. On 7/2/26 at 12:57 pm Staff K, CNA
said she had worked at the facility since October of 2025 and floated back and forth between the two
halls. She felt she knew Res #1 pretty well. On the day of the fall, she stated she had just gotten onto
the floor, clocking in at 2:00 pm. She stated Res #1's call light went off which was odd as the resident
rarely rang for help that time of day. She said as she began to enter her room, she spoke Res #1's
name to ask her what she needed but as she entered further she saw her on the floor. She described
as she approached the resident, she saw blood on the carpet and then ran to get the nurse. She
voiced that the normal routine of Res #1 was to be napping at that time of day. She stated staff
normally placed the chair remote in the pocket of the recliner for the resident to reach for if needed.
She said when she found the resident on the floor, the remote was dangling to the floor from the chair.
(continued on next page)
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On 7/2/26 1:13 pm, the MDS Coordinator stated lift chairs are not normally care planned unless there
is a communication form regarding the chair from therapy. He stated after the fall, the lift chair was
added to the care plan at that time. He was not aware of therapy placing any communication regarding
the chair prior to her fall. On 7/2/26 at 1:19 pm, the Administrator stated for new admissions to the
facility, on the admission sheet for a resident who would be receiving physical or occupational
therapy, there is a subsection which includes chair safety. However, because Res #1 was transferred
to the health care center from another part of the campus, she was not considered a new admission.
Therapy had worked with her in the past and knew her so a safety assessment of the lift chair was
never completed on her.
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