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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to complaint: 2641546. Based on interviews and record reviews the facility failed to develop an 
adequate safety plan, failed to consistently implement the plan of care and adequate supervision for one 
(R127) of one resident reviewed for falls with injury, resulting in multiple injuries that included: a hematoma to 
the right side of forehead, bruise to the right shoulder, pain, bruising/edema to the right eye, laceration to the 
left side of forehead, a small focus of extra-axial hemorrhage along the anterior left frontal lobe (minor 
collection of blood outside the brain tissue) and required a transfer to the Emergency Department (ED) for 
further evaluation. Findings include: A review of the preadmission documents provided to the facility upon 
R127's admission documented the following in part: .1/31/2025. History and Physical. Chief Compliant: Fall. 
admitted to the hospital after having an unwitnessed fall down 11 12 stairs. Imaging done. showed SDH 
(subdural hematoma), SAH (subarachnoid hemorrhage), and IPH (intraparenchymal hemorrhage) as well as 
T1 acute fracture, T3 and T5, age indeterminate fractures (spinal fractures), as well as left rib 911 fractures, 
right orbital fracture (break in bones surrounding right eye) with pneumocephalus (presence of air or gas 
within the cranial cavity). 3/4/2025. Attending Physician. Progress Notes. Pt (patient) is awake. Wean 
restraints as tolerated and hydroxyzine added. 3/1 -Patient is seen at bedside today, awake and alert, tracks 
me when I call her name however does not follow commands patient continues to be restless with legs 
outside the bed rail.Despite the documentation of the resident to be restless and noted to have required 
restraints the facility accepted the resident to be admitted . A review of the medical record revealed R127 
was admitted to the facility on [DATE] with diagnoses that included: intracerebral hemorrhage in hemisphere, 
subdural hemorrhage, tracheostomy, dysphagia, restlessness, agitation, difficulty walking and lack of 
coordination. A Minimum Data Set (MDS) assessment dated [DATE], documented a Brief Interview for 
Mental Status score of 00, which indicated severely impaired cognition. R127 required staff assistance for all 
Activities of Daily Living (ADLs).A review of the medical record and the facility's fall incident reports revealed 
a total of 10 falls while inpatient from March to September 2025- 3/21/25, 5/10/25, 8/17/25, 9/18/25, 9/23/25, 
9/24/25, two on 9/25/25 and two on 9/28/25. A review of the care plan titled Resident is at risk for falls r/t 
(related to) History of fall(s), Impaired safety awareness, Cognitive impairment, Gait/balance problems, 
Impulsiveness, constantly moving and trying to get up unattended was initiated on 7/28/25. This care plan 
included the following interventions . 1:1 (one on one) sitter will switch off with the CNA (certified nursing 
assistant) for the set resident is in or charge nurse when sitter needs to go on break or take eyes off of 
resident. Staff educated regarding 1:1 duties.Review of the progress notes revealed the following: A Nursing 
note dated 9/17/25 at 2:58 PM (late entry), . pt (patient) very agitated during shift. Pt stood up from chair and 
began walking and would not allow staff to redirect her and would not sit down. Writer had to put wheelchair 
behind pt for her to fall back into. Dr (doctor) in building and witnessed pt anxiousness and stated she would 
call guardian to discuss medications. Social work present and witness pt agitation and inconsolableness. 
Psych dr present and evaluating pt medication and speaking with pt guardian.A Nursing note dated 9/18/25 
at 7:37 AM, documented . Cena (aide) stated pt stood up from wheelchair and fell over onto floor, pt was 
Lying on right side, Pt assessed for injuries, pt has hematoma to right side of head and brise <sic> to right 
shoulder at this time. Physician notified and ordered neuro-checks, NP (Nurse Practitioner) ordered x-ray for 
skull, facial and right shoulder.A NP note dated 9/18/25 at 3:23 PM, documented in part . Acute falls 
secondary to generalized weakness. Patient evaluated today following an acute fall attributed to generalized 
weakness. According to the staff, the patient stood up from her wheelchair and subsequently fell onto her 
right side. During the fall, the patient struck her head but did not lose consciousness. A medium-sized 
hematoma was observed on the right forehead. The patient expressed experiencing pain and also discomfort 
in her right shoulder. The patient is under the supervision of a 1- on -1 sitter. the fall was witnessed by the 
sitter. The nursing staff is closely monitoring the patient.A Nursing note dated 9/18/25 at 4:55 PM, 
documented . upon visitation of family member at 1:39, family concerned about hematoma. After visitation at 
approximately 4:00 family member called facility and requested for resident to be transferred to hospital for 
CT scan (computed tomography scan) and further evaluation.A review of a Emergency Medicine hospital 
note dated 9/18/25 at 7:59 PM, documented in part . Sent to the ED (emergency department) from ECF 
(extended care facility) for evaluation after unwitnessed fall. Found to have contusion of the forehead. The 
patient's sister and guardian she noticed a large hematoma on the right forehead with visiting here with her 
this afternoon and spoke to the patient's physician at ECF and was sent to the ED for further evaluation. 
Patient has some element of sedation at times secondary to receiving Xanax (anti-anxiety medication) and 
trazodone. Imaging no trauma related abnormality. A review of NP note dated 9/23/25 at 10:31 AM, 
documented in part . The patient was seen today for a follow-up regarding an acute fall that occurred on 
09/18/2025. At that time, the patient presented with a contusion on the right side of the forehead. The 
patient's tracheostomy was removed, and she is to follow up for the adult video fluoroscopic swallowing 
study. The patient exhibited restlessness or irritability but showed no signs or symptoms of generalized pain 
or discomfort. She is being closely monitored for care and is in no acute distress. Patient trach remove at at 
<sic> appt (appointment) on 9/19/25.An incident report dated 9/23/25 at 7:00 PM, noted a fall however failed 
to note a description and/or details of the fall. A Psychiatry note dated 9/24/25 at 1:17 PM, documented in 
part . Psychiatric follow-up for vascular dementia anxious restless falling risk with impulsive behaviour <sic>. 
She has been anxious, restless, up at night, with falling risk, requiring one-on-one care due to her unstable 
gait, resistance to care, and inability to be redirected. confused and uncooperative anxious restless falling 
risk with impulsive behaviour <sic> at time. patient appears anxious restless up down falling risk safety 
awareness decline. ATTENTION/CONCENTRATION- impaired, difficult to assess due to aphasia (difficulty 
speaking) JUDGMENT- impaired INSIGHT- impaired IMPULSE CONTROL- impaired.This consults notes a 
vascular dementia diagnosis which was not identified under the residents medical diagnoses in their 
electronic medical record.An incident report dated 9/24/25 at 8:45 PM, documented a witnessed fall while the 
resident was leaning forward in the doorway of their room.A Nursing note dated 9/25/25 at 8:12 AM, 
documented . pt observed on the floor to the right side of her bed. Pt unable to communicate what happened 
or if she hit her head. Pt was assessed for injuries, vitals obtained and pt was assisted back into bed, 
dressed, put into wheelchair and brought out to nursing station.A NP note dated 9/25/25 at 12:41 PM, 
documented in part . Recurrent repeated acute fall secondary to generalized weakness. seen today due to 
an acute fall on 9/24/25 and another on 9/25/25. Additionally, the patient experienced an acute fall on 
9/18/25, during which she sustained a hematoma on her right forehead. According to the nursing staff, the 
patient had a fall on 09/24. who stated that the patient got out of bed and fell at approximately 5:52 this 
morning. The nurse informed the writer about the patient's fifth fall. The patient was found on the floor on her 
right side and was unable to communicate the circumstances of the fall. The nursing staff is closely 
monitoring the patient for any signs of increased neurological changes. due to the series of falls. The nursing 
staff continues to monitor the patient closely. hematoma to right forehead, bruising to right forehead and right 
eye.A Nursing note dated 9/25/25 at 2:59 PM, documented . pt continues to attempt to stand up from chair. 
She is not easily redirected and will not stay in chair.A Nursing note dated 9/25/25 at 3:32 PM, documented . 
Writer contacted NP in regard to resident experiencing increased anxiety. Resident displaying increased 
agitation and being very hard to redirect. Orders given to increase resident Xanax 0.5 mg (milligram) q8 
(every 8) to q6 (every six) and to give a one time only dose right now.The next nursing note documented on 
9/25/25 at 6:40 PM, . while doing rounds pt was observed face down on the floor to the right of her bed. Pt 
was conscious and bleeding from her head. Area bleeding was cleansed and laceration across forehead was 
observed. NP was notified of fall and orders to send pt out 911 given. Vitals taken and pt assessed for any 
further injuries.A review of the hospital record documented the following:A Neurosurgery consult dated 
9/25/25 at 11:20 PM, documented in part . Patient seen at 2200 (10:00 PM). significant for TBI (traumatic 
brain injury) after a fall in [DATE] resulting in PEG (percutaneous endoscopic gastrostomy) and Trach 
placement (Trach reversed 9/19/25). family reported ruptured aneurysm and she fell from stairs was drinking 
at that time. presented to ED after an unwitnessed fall at skilled nursing facility. reported 4 falls over the last 
one week secondary to patient's impulsive nature due to TBI. Per report from skill nursing facility, she fell 
from bed (1 foot high from ground) onto padded floor mat. Patient has bilateral forehead hematomas which 
per sister is progressively worsening over the last one week. Neurosurgery consulted because CT head 
showed there is interval small area of extra-axial hyperdensity in the left frontal location consistent with 
subarachnoid hemorrhage. She has trauma collar on. Physical Exam. Alert, impulsive and not follow 
commands. Bilateral forehead hematoma Right side larger than the left. Ecchymosis and edema noted on 
right eye and forehead. Plan: No acute neurosurgical interventions. Repeat CT head after 6 hours from initial 
scan (0145). If stable, she can be discharge from neurosurgery stand point from ED.A Nursing ED 
(emergency department) note dated 9/25/25 at 11:34 PM, documented in part Pt restless, trying to get out of 
bed; confused. Pt's sister working with pt to keep her in bed.A Nursing ED note dated 9/25/25 at 11:53 PM, 
documented in part . Pt restless, confused; attempting to get out of bed; Zyprexa IM (intramuscular) given. 
Pt's sister to leave for home soon.A Nursing ED note dated 9/26/25 at 12:46 AM, documented in part . bed 
alarm activated by pt activity, x2. pt confused, pulling at c-collar, reaching her left arm out repetitively.A 
Emergency Medicine note dated 9/25/25 at 11:21 PM, documented in part . presents to the ER after fall at 
facility. Concern for head injury. Recent falls as well. Multiple contusions and abrasions to the face and 
forehead in varying stages of healing. Large hematoma appears to be healing on the right side. Given 
extensive trauma unwitnessed will obtain CT head neck blunt. Level 2 trauma activated after initially being a 
geriatric trauma. Workup notable for small subarachnoid hemorrhage. Spoke with neurosurgery who saw the 
patient. They feel she is stable clinically and they recommend repeat CT head in about a couple of hours for 
an interval CT. They state if stable can be cleared from their perspective.A Trauma Surgery consult dated 
09/26/25 at 10:10 AM, documented in part . Rpt (repeat) CTH (CT-scan of head) IMPRESSION: Stable small 
focus of extra-axial hemorrhage along the anterior left frontal lobe. New Findings: None. Discharge Plan: 
Skill nursing facility.The facility accepted the resident back for readmission on [DATE]. A review of a Nursing 
note dated 9/28/25 at 7:03 AM, documented in part . alert with confusion observed on floor on floor mat with 
feeding tube still attached. 0 (zero) new injuries noted.A review of a Nursing note dated 9/28/25 at 7:31 AM, 
documented . CNA (aide) was toileting resident when resident started reaching for clean towels on the sink 
and slid off toilet seat. 0 new injuries noted.A review of a NP note dated 9/30/25 at 8:29 PM, documented in 
part . Acute fall secondary to generalized weakness. Patient seen today for reported fall on 09/28/2025. 
Patient has recently been experiencing recurrent falls due to patient experiencing generalized weakness and 
patient being unaware of safety. Staff <sic> patient was being toileted by Cena, Patient started to reach for 
towels and slid off of toilet. Patient had a prior fall where she sustained a contusion to her right side of her 
head which has since decreased in size, some yellowish/purplish bruising noted, around the right forehead, 
and small purplish bruising in the center of the contusion to her right head, with yellowish/purplish around the 
right eye. Due to the potential risk of bleeding, and has since been discontinued (aspirin) per patients DC 
(discharge) recommendations due to patients repeated falls and risk for bleeding. does have Xanax for 
anxiety management. She's been monitored closely by nursing staff. She is being redirected when she 
attempts to get up out of her wheelchair. Patient is unaware of her own safety.The next NP note dated 
10/2/25 at 10:27 AM, was noted as a discharge summary for a . discharge scheduled on 10/6/25.On 
10/21/25 at 10:20 AM, an interview was conducted with the complainant who was also noted as R127's legal 
guardian. Legal guardian (LG A) verbalized the concern of the multiple falls R127 had while at the facility. LG 
A stated they had received a call from the (facility's Social Worker Name) who requested a face to face 
meeting with them. LG G stated when they arrived to the facility for the meeting they were met by the Social 
Worker (SW), Director of Nursing (DON) and a Social Worker in training. LG G then stated they informed 
them that the facility could no longer provide a one on one sitter for R127. LG G stated the staff then 
informed them that they (the facility) was not .equipped to deal with a resident like this. LG G stated they did 
not understand why all of a sudden the facility could no longer provide the staff to keep R127 safe. LG G 
stated they asked the SW, DON and the SW in training why the facility accepted the resident into the facility 
if they could not provide the proper care and safety and no one responded. LG G went on to say how the 
facility staff had asked them if they would pay for the one on one sitter needed for R127 and LG G replied 
they could not afford to provide a one on one sitter for R127. LG G stated the facility staff then told them that 
they were the legal guardian and was responsible to keep R127 safe. LG G stated they approached the 
facility's Administrator to discuss their concerns over the matter but was not resolved. LG G stated they 
found a different facility and had R127 transferred. A review of the medical record revealed no 
documentation of this meeting or discussion with LG G, the SW, DON and SW in training. On 10/21/25 at 
12:14 PM, Registered Nurse (RN) C (the nurse assigned to R127 on 9/25/25 who transferred the resident to 
the hospital and they were also was the nurse assigned to the resident multiple times) was interviewed and 
asked to describe R127 as a resident. RN C stated . anxious. hard to redirect. would constantly try to get up. 
that was pretty much all of the time. When asked if it was difficult to care for R127 they replied in part . Yes, it 
was just her restlessness. When she had a sitter it was much better. Because that was what she needed. RN 
C then went on to say how the Administration removed the one on one sitter prior to R127 fall on 9/25/25. 
RN C was asked about the 9/25/25 fall that required R127 to be transferred to the hospital and RN C stated 
at that time . the one on one was removed. When asked why R127 did not have a one on one as 
documented in their fall care plan, RN C stated they were unsure of why it was removed but was told by 
management. RN C explained the resident fell asleep in their wheelchair and they asked the aide to put the 
resident into their bed. RN C stated they along with the aide would frequently check on the resident but 
during one of their checks they noted R127 on the floor bleeding. RN C stated they assessed the resident, 
notified the doctor and transferred the resident out. RN C stated they informed the Administration team how 
difficult it was to complete their duties and provide the needed supervision to R127 and when asked what the 
Administration response to them was, RN C stated they got a one on one sitter back on dayshift at one point 
prior to R127 transfer out of the facility. This confirmed the facility removed the one on one sitter for R127 at 
some point prior to R127's fall on 9/25/25, despite the fall care plan to have had an intervention since 3/24/25 
for a one on one sitter. The facility failed to ensure this intervention was consistently implemented and 
followed. The facility was well aware of R127 impulsiveness and restlessness which was documented by 
multiple medical providers/staff and the facility still failed to ensure adequate supervision. On 10/21/25 at 
1:33 PM, the facility's Social Worker (SW) D was interviewed and asked about the meeting they arranged 
with LG A. SW D stated they would have to talk to their team and get back to the surveyor. SW D was asked 
why they would have to consult with their team on that question if they were the one that contacted LG A for 
the meeting and the interdisciplinary team was not included in that meeting, SW D did not reply. SW D was 
again asked why they arranged the meeting with LG A and SW D stated it was regarding (R127's name) 
care. When asked what about the care that was a cause for concern, SW D stated . She (R127) needed 
more supervision than we could provide. When asked why all of the sudden the facility was no longer able to 
provide adequate supervision per the resident's plan of care, considering the resident had been at the facility 
since March 2025 (for several months) SW D replied they . could not recall (the reason) and would follow up. 
At 2:09 PM, SW D returned and stated they discussed with (LG A) about (R127) needed appropriate staff to 
care for (R127) and asked (LG A) if they could help with that. When asked why R127 was readmitted back to 
the facility and why the plan of care noted the intervention for a one on one sitter if the facility was unable to 
provide it to ensure the safety for R127, LG A did not provide a response but acknowledged the concern. 
The DON was not on duty at the time of the survey and the Regional Director of Clinical (RDC B) filled in for 
the DON for the survey. On 10/21/25 at 3:07 PM, the RDC B along with the Administrator was interviewed 
and asked about the one on one intervention for R127 and the failure of the facility to consistently implement 
the intervention. The Administrator acknowledged there was a meeting with LG A who was informed that . 
we are getting away to providing a one on one with (R127 name). We asked the guardian to provide a 
resource one on one at night. The Administrator stated they believed they had a good strategy in place 
regarding the supervision of R127 per removal of the one on one sitter service. The RDC B and 
Administrator was asked what strategy was in place, why was the one on one sitter documented in the plan 
of care, when was the sitter service removed, and why LG A was asked to provide or help provide one on 
one sitter service if a good strategy was in place. The strategy plan was not provided to the surveyor. RDC B 
stated they would look into the concerns and follow back up. At 3:41 PM, RDC B returned and stated they 
spoke to the DON who stated . they were truly concerned about her (R127) that's why the decision was 
made to put her (R127) at the nurses station. RDC B asked how the nurses were expected to care for their 
other residents', administer medications and provide one on one supervision for R127 too, RDC B replied the 
facility staff should be able to take care of all residents who are impulsive and a high fall risk. When asked if 
any other resident had the intervention to have a one on one sitter like R127, RDC B stated they would have 
to look into it. No further explanation or documentation was provided by the end of the survey. A review of a 
facility policy titled Accidents and Supervision revised 12/27/23, documented in part . Each resident will be 
assessed for accident risk and will receive care and services in accordance with their individualized care 
plan. Each resident will receive adequate supervision and assistive devices to prevent accidents. 
Supervision/Adequate Supervision refers to intervention and means of mitigating risk of an accident. initiates 
interventions on the resident's baseline care plan, as indicated by the resident's level of risk. Supervision is 
an intervention and a means of mitigating accident risk. The facility provides adequate supervision to prevent 
accidents. Adequacy of supervision is. Defined by type and frequency. Based on the individual resident's 
assessed needs and identified hazard's in their environment.
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