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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during an abbreviated survey (2621561), the facility 
failed to ensure that the residents' environment remained as free of accident hazards as possible for one (1) 
of three (3) residents reviewed for accidents. Specifically, on 09/02/2025 Resident #1 who had a history of 
being combative with care and required two (2) staff assistance for bed mobility, fell out of bed and sustained 
a laceration to the left eyebrow when Certified Nurse Aide # 1 turned around to retrieve a mechanical lift pad 
from the resident's chair. This resulted in actual harm to Resident #1 that was not Immediate Jeopardy.
Resident #1 had diagnoses including Parkinson's disease (a progressive neuro-degenerative disorder that 
primarily affects movement), impaired mobility, and falls. The quarterly Minimum Data Set (a resident 
assessment tool) dated 08/18/2025 documented Resident #1 had severe cognitive impairment, was 
dependent (helper does all the effort and the resident does none of the effort to complete the activity, or the 
assistance of two (2) or more helpers is required for the resident to complete the activity) for all activities of 
daily living, including rolling left and right and transfers. Resident #1 had upper and lower extremity 
impairments on both sides and no falls or behaviors. During an observation on 10/14/2025 at 2:52 PM, 
Resident #1 was awake and, in their room, sitting in the Geri-chair with a mechanical lift pad observed in the 
chair behind the resident. The resident was placed back to bed by Certified Nurse Aide #2 and Certified 
Nurse Aide #4 via mechanical lift. Resident #1's left side of the bed was against the wall during the resident's 
transfer. The 09/01/2025 Certified Nurse Aide Kardex documented Resident #1's bed mobility status as 
dependent on staff to roll left and right.The 09/02/2025 statement written by Certified Nurse Aide #1 
documented after they cleaned and dressed the resident, they turned around to pick up the mechanical lift 
pad and heard the resident hit the floor. The 09/02/2025 Investigative Summary written by Registered Nurse 
Unit Manager/Supervisor #5 documented that at around 11:30 AM, Registered Nurse Unit 
Manager/Supervisor #5 was told by Certified Nurse Aide #1 that Resident #1 had fallen and was on the floor. 
A full body and skin assessment revealed a 2.5-centimeter laceration on the left forehead. A pressure 
dressing was applied to control minimal bleeding, and the resident's level of consciousness and range of 
motion remained at baseline. The resident was non-verbal and could not state what happened and was sent 
to the Emergency Department for a computed tomography scan (an imaging method that uses x-rays) and 
further evaluation. Certified Nurse Aide #1 stated that after cleaning and dressing the resident, they turned to 
pick up the mechanical lift pad and heard the resident hit the floor. A reenactment showed that fall 
precautions were in place: the room was well-lit, the floor was dry and clutter-free, the bed was at the lowest 
position, and the call bell was within reach while the resident wore non-skid socks. Impaired mobility was 
identified as a contributing factor. Certified Nurse Aide #1 received a three (3) day suspension 
(09/16/2025-09/18/2025) as part of corrective action and underwent ongoing in-service re-education on 
activities of daily living. The facility ruled out abuse, neglect, and mistreatment of the resident. The 
09/03/2025 Emergency Department Physician's visit summary documented that Resident #1 did not require 
hospitalization related to no evidence of traumatic injuries, acute infections, metabolic conditions, or 
emergencies. They documented the resident can address any urgent needs on an outpatient basis. The 
discharge plan included continuing prescribed medications/treatment, wound care, and a follow-up with the 
primary care physician for left eye suture removal in seven (7) days.The 09/03/2025 at 9:19 PM Medical Visit 
note by Physician #1 documented the resident was sent to the emergency room on [DATE], status post-fall 
and had a laceration to the left eyebrow. The resident's computed tomography scan was reviewed, and the 
workup in the hospital was negative; the computed tomography scan had no internal injury or bleeding. The 
resident's vital signs were stable.During a telephone interview on 10/06/2025 at 8:49 AM, Resident #1's 
health care proxy stated that the resident cannot move independently and cannot turn over on their own. 
They stated they were concerned about how the resident fell out of bed when the aide turned away. They 
stated the resident injured their left eyebrow and was sent to the hospital on [DATE].During a telephone 
interview on 10/06/2025 at 12:41 PM, Certified Nurse Aide #1 stated that after they finished cleaning the 
resident following breakfast, they dressed the resident, who was resting in bed against the wall. Certified 
Nurse Aide #1 stated that the resident was positioned in the bed with their body against the wall, and the bed 
was in a low position. Certified Nurse Aide #1 stated they turned around to retrieve the resident's mechanical 
lift pad from their Geri chair to place it under the resident. They stated while they were doing this, they heard 
a thump on the floor and turned around to see the resident lying on their left side on the floor. They stated 
that the resident required one (1) person for assistance with cleaning, but transferring required two (2)person 
assistance using the mechanical lift. Certified Nurse Aide #1 stated they observed bleeding from the 
resident's eyebrow, they called for help, and Registered Nurse # 6 came to assist the resident. During an 
interview on 10/06/2025, at 1:36 PM, Certified Nurse Aide #2 stated that Resident #1 was often combative, 
requiring the presence of two (2) persons, as they would kick and hit staff. They stated that the resident was 
fragile and that they would request help when providing care for the resident.During an interview on 
10/06/2025, at 1:46 PM, Certified Nurse Aide # 3 stated that the resident is completely dependent on staff for 
all cares. They stated that the resident tends to kick and reach for items.During an interview on 10/06/2025, 
at 1:50 PM, Certified Nurse Aide # 4 stated that the resident can be combative; there was even an incident 
where the resident grabbed their shirt and tore it. The resident is capable of movement and often reaches for 
objects.During an interview on 10/06/2025, at 1:55 PM, Registered Nurse Unit Manager #5 stated that when 
they assessed the resident on 09/02/2025, there was no bruising on the leg; only a cut above the left eye 
was observed. They stated the resident was sent to the hospital. During an interview on 10/06/2025, at 3:09 
PM, the Director of Nursing stated that Certified Nurse Aide #1 was suspended because they were getting 
ready to place the mechanical lift pad under the resident and they should have had another staff in the room 
at that time. The Director of Nursing stated upon the resident's return from the hospital, staff observed the 
resident who had no signs of discomfort related to pain. During a telephone interview on 10/07/2025 at 12:01 
PM, Assistant Director of Nursing #2 stated Certified Nurse Aide #1 reenacted the incident, explaining the 
resident was positioned in bed against the wall. The aide did not change their statement about the resident's 
position. The Assistant Director stated it would take two (2) rolls for the resident to fall out of bed, but the 
aide insisted the resident was against the wall.During a follow-up interview on 10/14/2025 at 3:10 PM with 
Registered Nurse Unit Manager #5, they stated the certified nurse aides reported off to the on-coming 
certified nurse aide on the residents related to their care and that the nurses give report on residents to the 
certified nurse aides.During an interview on 10/14/2025 at 3:32 PM, the Director of Rehabilitation/Assistant 
Administrator stated the resident required total assistance with their activities of daily living and does not 
have any trunk control and required assistance with their mobility.During a telephone interview on 
10/16/2025 at 3:38 PM, Resident #1's primary care physician stated they were informed the resident fell and 
had a laceration above the left eyebrow. They stated the nurse was told to send the resident to the 
Emergency Room. Upon the resident's return, the physician examined the resident and found no swelling or 
edema. During an interview on 10/31/2025, at 8:46 AM, Certified Nurse Aide #1 stated that on 09/02/2025, 
they worked alone to dress the resident and move them from side to side using a draw sheet. During a 
telephone interview on 11/03/2025 at 2:01 PM, the Minimum Data Set Coordinator stated that assessors 
collaborate with nursing and rehabilitation staff when a resident comes from the hospital. admission nurses 
assessed residents on the date of admission and enter the assessment in the activities of daily living tracker, 
which generates tasks for certified nurse aides related to residents' activities of daily living. After three (3) 
days in the activities of daily living tracker, nurses observe on the fourth day and collaborate with the 
assessors to determine usual performance based on certified nurse aides' tasks. Nurses start the residents' 
assessment on admission and have 14 days to complete it. They stated that for Resident #1, where it is 
documented that a helper provides all care, it means that Resident #1 requires a two (2) person assist with 
bed mobility.10 NYCRR 415.12 (h)(1)
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