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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This Citation 
Pertains to Intake Number 1316000. Based on observation, interview and record review, the facility failed to 
provide adequate supervision, ensure comprehensive investigations of falls, and implement meaningful 
interventions to prevent falls for two residents (# 701 and #702) of three residents reviewed, resulting in falls 
with injury including nasal bone fractures, the necessity for emergency medical treatment, and unnecessary 
pain. Findings include: Resident #701:On 8/6/25 at 12:30 PM, Resident #701 was observed in their room in 
bed with their eyes closed in the locked dementia unit of the facility. The Resident's call light was next to the 
Resident's bed and not within easy reach.Record review revealed Resident #701 was admitted to the facility 
on [DATE] with diagnoses which included mood disorder, major depressive disorder, anxiety, and dementia. 
Review of the Minimum Data Set (MDS) assessment dated [DATE] revealed the Resident was severely 
cognitively impaired and required set up to moderate assistance to complete Activities of Daily Living (ADLs) 
including supervision/touching assistance with ambulation.An interview was completed with Registered 
Nurse (RN) A on 8/6/25 at 12:45 PM. When queried regarding Resident #701, RN A revealed the Resident 
was in the locked dementia unit because they are very confused and had even tried to break windows and 
doors to get out. With further inquiry, RN A revealed the Resident has a court appointed guardian. RN A was 
asked if Resident #701 had any falls while at the facility and stated, Yes, when they first got here. When 
queried if the Resident was injured from the fall, RN A responded that they had two black eyes. When asked 
if they were working when Resident #701 fell, RN A responded they were not.At 2:00 PM on 8/26/25, 
Resident #701 was observed in their room in bed.Review of Resident #701's Electronic Medical Record 
(EMR) revealed a care plan entitled, (Resident #701) is at risk for fall related injury and falls R/T (related to): 
Dementia (Created and Initiated: 5/1/25). The care plan included the interventions:- Encourage the resident 
to wear appropriate footwear as needed. Replace resident's worn out shoes r/t incident 5/4/25 (Created and 
Initiated: 5/1/25; Revised: 7/18/25)- Keep the resident's environment as safe as possible with: even floors 
free from spills and/or clutter; adequate lighting; call light within reach, commonly used items within reach, 
avoid repositioning furniture and keep the bed in the appropriate (Created and Initiated: 5/1/25)- Provide 
resident with activities that minimize the potential for falls while providing diversion and distraction (Created 
and Initiated: 5/1/25)- Put the call light within reach and encourage her to use it for assistance as needed 
(Created and Initiated: 5/1/25)A second care plan entitled, (Resident #701) has a functional ability deficit and 
requires assistance with self-care/mobility R/T: dementia (Initiated and Revised: 5/1/25). The care plan 
included the intervention, Ambulation/Walking: Resident Supervision/touching assist with one helper 
(Initiated and Revised: 5/1/25).Review of Resident #701's Nursing Comprehensive Evaluation dated 5/1/25 
at 1:54 PM revealed the Resident was at risk for falls.Review of skin assessment documentation in Resident 
#701's EMR revealed no documentation of facial bruising.Further review of Resident #701's EMR revealed 
the following progress notes:- 5/4/25 at 3:15 AM: Nurses Notes. Resident came to nurse's station and stated, 
‘I think I fell'. Resident's mouth was bleeding and resident had blood on their hands. Resident was assessed 
and neuros initiated. Swelling and bruising noted to nose and lower lip. Resident's face and hands were 
cleansed of blood and upon changing resident's clothing noted resident's shoes were worn and rubber soles 
were peeling back at the toe area. Resident also c/o (complain of) left knee pain. Noted small abrasion to 
lateral side of patella and slight bruising to medial side. Care plan updated with intervention to replace 
resident's worn shoes. Just prior to incident had been observed ambulating towards dining room. Upon this 
writer's investigation of incident resident was asked what happened and replied, I was chasing the dogs'. 
This writer and CNA (Certified Nursing Assistant) noted blood on dining room floor and chair shortly after 
incident.- 5/5/25 at 11:52 AM: Nurses Notes. Facial bruising to both orbits, chin, and swollen bottom lip.- 
5/6/25 at 5:49 PM: Nurses Notes Day 3 of incident/fall. Resident has no injuries. has bruising surrounding 
eyes, but does not complaint of pain. complained that lip was sore, which it is swollen.- 5/8/25 at 11:16 AM: 
Resident At Risk. being reviewed by the IDT r/t incident that occurred on 5/4/25. shoes were worn with a 
floppy bottom and where removed and gripper sock provided until new shoes are purchased.- 5/23/25 at 
9:15 AM: Psychiatry Follow up -history of Alzheimer's disease dementia with agitation. recent fall with facial 
bruising .On 8/7/25 at 9:55 AM, Resident #701 was observed standing in the dining/activity room of the 
locked dementia unit with staff present providing touching assistance. The Resident was wearing 
sweatpants. The sweatpants were long, and the Resident was walking on the pants with the heel of their 
shoe. When spoke to, Resident #701 was unable to provide meaningful responses to questions.Facility 
provided Incident and Accident (I &A) Report for Resident #701 revealed the Resident had one fall on 5/4/25 
at 12:30 AM. The report detailed, 3. Describe the position the resident was observed: Resident came to 
nurses' station and stated, ‘I think I fell'. had blood on hands and face. 4. Fall Summary: Self-reported fall. 5. 
Fall Location: Dining room/day room. 9. Footwear at time of fall: Shoes. Gripper socks. 19. Were there any 
changes in the resident's normal routine? (Resident #701) is a new resident and had been observed 
wandering in unit since admission. pleasantly confused.Recreation of the Last 3 Hours Before Fall: Resident 
was observed wandering hallway of unit since beginning of shift. has been their normal routine. (Resident) 
was assisted to bed but stayed there for five minutes and was up walking around again. Root Cause of this 
Fall: Footwear. Resident's worn-out shoes will not be given to them to wear. Need to be replaced.A phone 
interview was attempted to be completed with Registered Nurse (RN) C on 8/7/25 at 2:07 PM. A voicemail 
message with return number was left.An interview was conducted with CNA B on 8/7/25 at 2:14 PM. When 
queried if they recalled working the midnight shift on 5/3/25 to 5/4/25 when Resident#701 fell, CNA B 
confirmed they did and stated, It was one of those Saturdays. CNA B was asked what happened and stated, 
I was at the nurses station, got a drink, and that's when (Resident #701) came up to me with their face all 
bloody. CNA B was asked what all bloody meant and replied, It was dripping from their nose and by their 
mouth and got on their shirt. When asked how they knew where the Resident fell, CNA B stated, The nurse 
figured it out. When asked if they recalled anything else, CNA B stated, I was the only one (CNA) there. It 
was just me and the nurse there. We tried to get (Resident #701) to bed and they got up. When queried 
regarding the reason Resident #701 has fell and if they had tripped over anything, CNA B replied, I think it 
was their shoes. They were split at the sole where it meets the shoe. When queried regarding the Resident's 
shoes, CNA B revealed they had not checked the Resident's shoes. CNA B was asked where and when 
Resident #701 has last been observed by staff and revealed they were unsure. CNA B then stated, It is 
exceptionally hard to keep track of all the residents when there is only one CNA and one nurse in the 
dementia unit. CNA B elaborated, Everyone who is walking around is so hard to keep track of when we were 
working really short. When asked how many CNAs normally work in the locked dementia unit on the midnight 
shift, CNA B replied, Normally have two. When queried if they thought Resident #701 would have fell if they 
would have had two CNAs working to assist in supervising and monitoring the Residents, CNA B replied, No.
An interview and review of Resident #701's I & A was completed with the Administrator on 8/7/25 at 2:29 
PM. When queried regarding the root cause of Resident #701's fall on 5/4/25, the Administrator verbalized 
staff identified the Resident's shoes were coming apart. When asked why the Resident was wearing shoes 
that were a trip hazard with soles that were separating, the Administrator indicated the Resident was a new 
admission and those were most likely the shoes they brought to the facility with them. When queried if staff 
are supposed to check shoes and clothing prior to resident use for safety, the Administrator stated, If they 
(staff) notice the soles are separate from the shoes then they should not use them. The Administrator was 
then asked where staff are supposed to chart injuries such as bruising in the EMR and replied, It should be in 
the skin assessment. When queried why Resident #701's facial bruising/black eyes were not documented in 
their skin assessments, an explanation was not provided. When queried where the staff were at the time of 
the fall, the Administrator was unable to provide a response. The Administrator was then asked if the 
facility/unit was short staffed when Resident #701 fell and replied, Not that I know of. There are always two 
CNAs and one nurse on the (dementia) unit. When asked why staff stated there was only one CNA working 
in the dementia unit when Resident #701 fell, the Administrator revealed they would need to review staffing 
documentation. When queried if one CNA and one nurse on the locked dementia unit would be able to 
supervise all residents on the unit, considering the resident population who reside on the locked unit, a 
response was not provided. Staffing documentation was requested from the Administrator at this time.On 
8/7/25 at 2:50 PM, a follow-up interview was completed with the Administrator. The Administrator confirmed 
there was only one CNA and one nurse working in the locked dementia unit when Resident #701 fell. No 
further explanation was provided.Resident #702:On 8/6/25 at 12:15 PM, Resident #702 was in their room in 
bed. From the hallway, significant dark purple colored bruising was observed on the Resident's face. The 
bruising was present around both eyes and their mouth and significant edema was present on the top of their 
left eye.Record review revealed Resident #702 was admitted to the facility on [DATE] with diagnoses which 
included depression, anxiety, and dementia with psychotic disturbance. Review of the MDS assessment 
dated [DATE] revealed the Resident was severely cognitively impaired and required substantial to total 
assistance for bed mobility, transferring, and mobility. The MDS further detailed the Resident has a history of 
falls prior to admission and had one fall since admission.Review of Resident #702's EMR revealed a care 
plan entitled, (Resident #702) is at risk for fall r/t weakness, impaired memory, hx (history) of falls, new 
environment (Initiated: 7/11/25; Revised: 7/25/25). The care plan included the interventions:- Do not leave 
resident unattended in bathroom (Initiated: 7/11/25)- Keep within visual proximity of staff when up in 
wheelchair (Initiated: 7/11/25)- Lock brakes on wheelchair prior to transfers (Initiated: 7/11/25)- Provide 
resident with activities that minimize the potential for falls while providing diversion and distraction (Initiated: 
7/11/25)- Memory Brakes to w/c (wheelchair) (Initiated: 7/11/25; Revised: 7/14/25)- Dysem under the 
wheelchair cushion (Initiated: 7/22/25)- Recline w/c seat back d/t incident 7/24/25. Sent to ER for Eval: 
antibiotic started for UTI (Urinary Tract Infection), IV fluids, sutures to left eye (Initiated: 7/24/25; Revised: 
7/25/25).Review of documentation in Resident #702's EMR revealed the following:- 7/11/25 at 11:20 AM: 
Nursing Summary. arrived at 1120 via EMS from Hospital. has dx (diagnosis) of Dementia with behaviors. 
admitted r/t recent fall at home. Per hospital (Resident #702) laid on floor for 19 hours following fall. 2 assist 
for transfers and bed mobility. Alert only to self.- 7/11/25 at 10:18 PM: Nurses Notes. (Resident #702) was at 
table in activity room on A wing. This author looked up to see (the Resident) stand and immediately their 
wheelchair rolled away behind them. went to eval (the Resident) . noted to be sitting on buttocks with head 
up. Stated ‘I bonked my head'. Kept within visual proximity.- 7/18/25 at 1:16 PM: Resident At Risk. Fall from 
w/c 7/11. had a witnessed fall from w/c while attempting to stand and w/c rolled away behind them. Care plan 
updated for memory brakes to w/c.- 7/22/25 at 2:31 PM: Nurses Notes. Resident was observed on the floor 
in the activity room with back to her wheelchair and knees slightly bent and right hand in the air with left hand 
on lap. Resident was wearing gripper socks at time of incident. states slid out of wheelchair. Resident has 
small abrasion to the middle of back.- 7/24/25 at 12:04 PM: Resident At Risk. On 7/22/2025 at 1330, 
(Resident #702) was observed on the floor in the activity room. abrasion noted to back. had been sitting in 
w/c prior. Dycem applied to w/c seat to help prevent sliding.- 7/24/25 at 2:05 PM: Nurses Notes. This writer 
was by room [ROOM NUMBER] walking towards the A-wing nurses' station, when the resident was observed 
leaning over the left side of chair. This writer called out to staff that was at the nurses' station but had their 
back to (Resident) that was going to fall. Staff attempted to intervein but (Resident) was already falling. 
Resident hit floor. face first with no attempts to cushion fall. was laying facedown. moderate amount of blood 
on the floor. was gently rolled over and noted to having two lacerations to face, one below left eyebrow and 
one on the side of left nose. Pressure and ice was applied. was wearing gripper socks, and in a high traffic 
area in front of the a-wing nurses station by the activity room door. Care plan updated to have wheelchair 
seat tipped back.On 8/6/25 at 3:45 PM, Resident #702 was observed sitting in a wheelchair at a table in the 
dining/activity room of the locked dementia unit. The Resident's legs were positioned on the wheelchair 
leg/footrests. Deep, dark purple colored bruising was present around both the Resident's eyes. The bruising 
was darker and more prominent under their eyes. There was deep, dark purple colored bruising surrounding 
the Resident's mouth and on their cheeks with noticeably more bruising on the left side. The left eye upper 
orbit area was notably and significantly edematous. The dark purple colored bruising was present on the 
Resident's neck and chest. The visible bruising on the Resident's chest was lighter in color. When asked 
what happened, Resident #702 did not provide a response. Resident #702 was pleasantly confused and 
unable to provide meaningful responses to questions.A review of documentation in Resident #702's EMR 
revealed ER hospital discharge documentation dated 7/24/25. The documentation included the following:- 
ED Provider Notes. Presents to the ER. reportedly rolled out of wheelchair sustained a laceration to left orbit. 
Physical Exam. has a proximally 2.5 cm (centimeter) linear laceration to the inferior left lateral orbit. 
laceration to the bridge of the nose. Both lacerations surrounded by acute contusion changes and mild 
edema. ED Course. fall. evaluate for traumatic injury. Left orbit laceration is repaired. wound is approximated 
using multiple sutures. CT images revised. nasal fx (fracture). urinalysis shows evidence of urinary tract 
infection (UTI). - CT head. Soft tissue edema overlying the nose, left side greater than right with 
nondisplaced left and right nasal bone fractures with slight right nasal deviation.A review of the facility 
provided I & A and investigation documentation for Resident #702 revealed the following:- 7/11/25 at 6:25 
PM: Fall Description Details. 1. What did the resident they were trying to do just before they fell? Couldn't 
verbalize. 2. Factors observed at the time of the fall: Wheelchair/bed brakes unlocked. witnessed. 3. 
Describe the position the resident was observed: Sitting on buttocks hands at side. 4. Fall Summary: Fall to 
the floor (witnessed). 5. Fall Location: Activity Room. 6. What was the Resident doing during or just prior to 
fall. attempting to stand up from wheelchair. 9. Footwear at time of fall: Shoes. 13. Continent. Fall Huddle: 
Brakes weren't locked on w/c. Initial Interventions: Kept within visual proximity of staff in activity room and 
with nurse. New Intervention after IDT Review. antiroll brakes.- 7/22/25 at 1:30 PM: Fall Description Details. 
1. What did the resident they were trying to do just before they fell? Slid out of w/c. 3. Describe the position 
the resident was observed: Sitting on coccyx with back facing w/c knees slightly bent. 4. Fall Summary: 
Observed on the floor (unwitnessed). 5. Fall Location: Activity Room. 9. Footwear at time of Fall? Gripper 
Socks. Re-Creation of Last 3 Hours Before Fall: Resident was down in the dining room for lunch until about 
12:15- 12:30 PM and then was in the activity room up until incident. Resident had been toileted just prior to 
going for lunch. Root Cause of this Fall: Mood or mental status- Slid out of w/c trying to get up w/o 
assistance. Initial Interventions: Dycem under w/c cushion.- 7/24/25 at 2:05 PM: 1. What did the resident 
they were trying to do just before they fell? Unable to give description. 2. Factors observed at the time of the 
fall: Resident lost their balance. Lost strength/appeared weak- leaning over in w/c. 3. Describe the position 
the resident was observed: Face down with arms at sides and legs straight out towards w/c. 4. Fall 
Summary: Fall to the floor (witnessed). 5. Fall Location: Hallway. 6. What was the Resident doing during or 
just prior to fall. attempting to stand up from wheelchair. Re-Creation of Last 3 Hours Before Fall: Resident 
was down in the dining room for lunch from 11a-12p then was up by nurses station until toileted at 12:49 PM 
then back by nurses station until incident. Root Cause of the Fall: Vital signs abnormal. Medical 
status/Physical condition/Diagnoses. Mood or mental status. Describe initial interventions to prevent further 
falls: Recline w/c seat back. New interventions after IDT review: Sent to ER for Eval - IV (Intravenous) fluids, 
antibiotic for UTI, Sutures to left eye. 7/24/25 at 8:20 PM: Was sent out to ER again for low O2 (Oxygen 
saturation). Was transferred to (tertiary hospital) and admitted to ICU (Intensive Care Unit) with Saddle 
Embolism (uncommon blood clot in the bifurcation of the main pulmonary artery which can lead to sudden 
hemodynamic collapse and death).This I &A included a typed and unsigned document which detailed, 
Incident Date: 7/24/25 at 2:05 PM. Reported Incident: Resident was observed leaning over the left side of 
chair out by nurses' station. Resident was observed falling to the floor face first with no attempts to cushion 
fall, landing face down. Staff attempted to intervene but did not get to (resident)in time, (Resident) was 
already falling. moderate amount of blood on the floor. was gently rolled over and noted to (have) two 
laceration to face, one below left eyebrow and on the side of left nose. Sent to ER for evaluation r/t 
lacerations and bleeding. Interviews:- RN D was interviewed 7/24/25. I was by room [ROOM NUMBER] 
walking towards the A-wing nurses' station when the resident was observed leaning over the left side of 
chair, I called out to staff that was at the nurses' station but (staff) had their back to (resident) that was going 
to fall. Staff attempted to intervention was (resident) was already falling. Resident hit floor with face first and 
no attempt to cushion fall. was lying face down.- CNA E was interviewed on 7/24/25. stated I heard (RN D) 
yell for help. I tried to get to (Resident #702) before they fell but I couldn't get to them in time. fell to the floor 
on their face.- Licensed Practical Nurse (LPN) F was interviewed on 7/24/25. I was behind the desk charting 
and did not see (Resident #702) fall.Investigation Conclusion: DON spoke with LPN F evening of 7/24/25, 
Resident was being sent back from the hospital with 7 sutures in left eye and IV antibiotics for UTI. returned 
to (facility) at 6:00 PM with orders for IVAB (Intravenous antibiotics), IV fluids for dehydration, vaginal cream 
for infection.On 8/7/25 at 9:55 AM, Resident #702 was observed sitting at a table in their wheelchair in the 
dining/activity room of the locked dementia unit of the facility. The bruising on the Resident's face remained 
unchanged and both their feet were positioned on the wheelchair leg/footrests.An interview was completed 
with Therapy Staff G and Occupational Therapist (OT) H on 8/7/25 at 11:40 PM. When queried regarding 
Resident #702's falls in the facility, OT H stated, She was on (therapy) caseload at the time of the fall. When 
queried if Therapy evaluated and/or recommended Resident #702's wheelchair seat be tilted back following 
their fall on 7/24/25, OT H replied, No. OT H and Therapy Staff G both verbalized the tilted seat was a 
nursing intervention and therapy was not involved with the intervention. When queried if therapy services 
typically evaluates residents was tilted wheelchair seats, Therapy Staff G revealed nursing staff will often 
implement the intervention to hinder resident's from getting out of the chair by themselves. When queried if 
Resident #702 was supposed to have footrests in place on their wheelchair all the time when sitting 
stationary, both OT H and Therapy Staff G responded they were.An interview and review of Resident #702's 
I & A was completed with the Administrator and Director of Nursing (DON) on 8/7/25 at 12:15 PM. When 
queried regarding Resident #702's fall on 7/11/25, the Administrator verbalized the Resident attempted to 
stand up from their wheelchair with the brakes unlocked and fell. When queried where facility staff were 
when the Resident fell, the Administrator and DON were unable to provide a response. When queried if the 
Resident was cognitively able to remember to lock the brakes on the wheelchair prior to standing, the 
Administrator indicated the Resident had just been admitted and anti-roll back brakes were added to the 
Resident's wheelchair following the fall. When queried if the leg/footrests were present on the Resident's 
wheelchair at the time of the fall, the Administrator and DON revealed they did not know. The I & A for the fall 
on 7/22/25 was reviewed next. When asked, the Administrator and DON verbalized the Resident had an 
unwitnessed fall in the Activity Room. When asked if residents are left unattended in the Activity Room, the 
Administrator verbalized they are. When queried where the Resident fell in the Activity Room, the 
Administrator and DON were unable to provide an explanation. When queried if leg/footrests were present 
on the wheelchair when Resident #702 fell, the Administrator replied, I don't know. When asked how they 
determined Resident #702 slid out of their wheelchair when the fall was unwitnessed, the Administrator 
revealed it was from what staff had told them. When queried why that was not included in the fall 
investigation, an explanation was not provided. When queried regarding the fall on 7/22/25, the Administrator 
stated the facility staff was unaware Resident #702 had nasal bone fractures when they returned from the 
ER. When queried if the Resident had leg/footrests in place at the time of the fall, the Administrator and DON 
were unable to provide an explanation. When queried why Resident #702 was sitting at the nurses' station 
without any activities, an explanation was not provided. When asked how tilting the wheelchair seat back 
was an appropriate and effective intervention when the Resident fell over the side of their chair and the 
inconsistencies between the EMR and I & A documentation but did not provide further explanation. When 
queried regarding the pattern of the falls, all being from their wheelchair when unattended, the effectiveness 
of the interventions, and the lack of comprehensive investigation in order to implement meaningful 
interventions, the Administrator and DON verbalized understanding. No further explanation was provided.A 
tour of the A unit hall was completed on 8/7/25 at 12:50 PM. room [ROOM NUMBER] was noted to be 
approximately halfway down the hall, slightly past the angle, between the end of the hall and the nurses' 
station.On 8/7/25 at 1:20 PM, an interview was conducted with RN D. When queried regarding Resident 
#702's fall on 7/24/25, RN D stated, (Resident #702) was sitting in front of the nurses' station. A CNA was at 
the desk (nurses' station) with their back towards the Resident. (LPN F) was on the computer at the nurses' 
station. RN D continued, (Resident #702) was bent over left side arm of the wheelchair. I was too far away to 
do anything, and I yelled to (CNA E). RN D verbalized CNA E responded but was not in time. RN D stated, 
(Resident #702) fell over the arm of the wheelchair. When asked to clarify if they were saying Resident #702 
feel over the side and the arm of the wheelchair, RN D confirmed. RN D demonstrated the Resident leaning 
over the left side of their wheelchair arm and then falling. When asked if the wheelchair tipped when the 
Resident fell, RN D replied, The wheelchair stayed upright. RN D was asked how the Resident landed and 
replied, When (Resident #702's) face landed, they went flat. When queried where they were in relation to the 
wheelchair, RN D replied, Their left hip was where the left front wheel (of wheelchair) would have been. RN 
D was asked if Resident #702 had foot pedals/leg rests in place on their wheelchair and revealed they did 
not remember. When queried if they observed blood, RN D revealed there was instantly blood observed on 
the floor. RN D revealed Resident #702 had a laceration right above their left eye and on the left side of 
nose. RN D indicated Resident #702 wore glasses and they thought the glasses may have caused the 
lacerations. When queried if Resident #702's glasses where still on after the fall, RN D stated, No, I don't 
believe they did. When asked where Resident #702's glasses were, RN D replied, Not sure. When asked if 
Resident #702 was attempting to stand from their wheelchair when they fell, RN D replied, No. When queried 
why the I &A report for the fall specified the reason for the fall because the Resident was attempting to stand 
up, RN D replied, (LPN F) did the paper (I & A) and I did the computer documentation. RN D reiterated the 
Resident fell out of the side of their wheelchair and stated, It looked like they were reaching for something.An 
interview was conducted with CNA E on 8/7/25 at 1:34 PM. When queried regarding Resident #702's fall on 
7/24/25, CNA E stated, I did not witness it. When asked what happened, CNA E stated, I heard from the 
room I was in. I was in room [ROOM NUMBER] and I heard (RN D) yell they're gonna fall. When queried 
regarding RN D stating they were at the nurses' station, CNA E replied, I was not at the nurses' station and 
indicated they did not know why RN D said that. CNA E was asked what they saw and stated, (Resident 
#702) next to their wheelchair with their face to the floor. When queried if the foot pedals were on the 
wheelchair, CNA E replied, I don't recall. CNA D was asked if the Resident was bleeding and stated, Yes, it 
looked like their glasses sliced under their eye. When queried where the Resident's glasses were after the 
glass, CNA E was unable to recall. CNA E was asked what direction the Resident was facing when they 
were sitting in their wheelchair prior to the fall and stated, They were facing directly towards the nurses' 
station. When queried why Resident #702 was sitting by the nurses' station, CNA E replied, So we could try 
to prevent a fall because (Resident #702) is one of those who would try to get up. When queried if the 
Resident was given anything to do and/or occupy themselves with while sitting near the nurses' station, CNA 
E revealed the Resident did not have an activity or anything to do while sitting near the nurses' station. When 
asked if there was TV in that area for the Resident to watch, CNA E responded that there was not a TV. 
When asked if there was a facility activity at that time, CNA E revealed there is one activity staff for an 
activity, and they cannot closely supervise watch all the residents especially when they are a high fall risk like 
Resident #702 which is the reason Resident #702 was positioned near the nurses' station. When asked if 
staff sitting at the nurses station are able to visualize residents over the desk/counter ledge when they are 
seated, CNA E responded they could not. When queried how beneficial it is to position high fall risk residents 
near the nurses' station when they are unable to be visualized and without something to occupy them, CNA 
E verbalized understanding but did not provide further explanation. When queried if they were working when 
Resident #702 fell on 7/11/25 or 7/22/25, CNA E stated, I think (Resident #702) fell as we were leaving on 
7/11/25 and was unable to provide an information pertaining to that fall. CNA E verbalized they were working 
when the Resident fell on 7/22/25. When asked what happened, CNA E indicated the fall was unwitnessed. 
When queried what happened, CNA E revealed the Resident was sitting in the dining/activity room and 
stated, (Resident #702) kept scooching their butt forward (in their wheelchair) and we kept scooting them 
back. When queried if there are no staff in the dining/activity room when residents are present, CNA E 
replied, Not always. At that time, we could have been at half-staff because of lunch breaks. CNA E then 
stated, They do activities in the dining room but activity staff are not present in the room when an activity is 
not ongoing. When queried if the leg/footrests were in place on Resident #702's wheelchair at the time of the 
fall, CNA E indicated they were on the wheelchair and stated, I think they were off to the side. When queried 
how the staff determined the Resident slid off the wheelchair and did not attempt to stand and fall and stated, 
I imagine (Resident #702) was scootching forward to stand and then fell. CNA E was asked if they recalled 
any additional information regarding Resident #702's falls and stated, I don't know why they didn't move 
(Resident #702) after the first or second fall to the (locked dementia) unit. (Resident #702) is someone who 
needs someone to talk to and to be entertained, or else they are getting up and trying to do something.An 
interview was completed with LPN F at 2:25 PM on 8/7/25. When queried regarding Resident #702's fall on 
7/24/25, LPN F verbalized they were sitting at the nurses' station, were unable to see over the ledge of the 
nurses' station, and did not see the Resident fall. LPN F indicated they heard RN D yell and stated, Before I 
could even lift my head up, (Resident #702) had fell and hit their face on the floor. LPN D indicated they 
responded to the Resident after the fall. When asked if the Resident had leg/footrests in place on their 
wheelchair when they fell, LPN D revealed they did not remember. When queried why Resident #702 was 
sitting in their wheelchair in front of the nurses' station, LPN F revealed the Resident was a high fall risk and 
they were placed there so staff could visualize them. When asked if the Resident had or was given anything 
to occupy them while sitting near the nurses'

22235446

11/20/2025


