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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review conducted during a Complaint investigation (2588244), the facility failed to 
ensure that each resident received adequate supervision to prevent accidents for one (1) of four (4) residents 
(Resident #1) reviewed for accidents. Specifically, Resident #1 was care planned not to be left alone in the 
bathroom while toileting. On 07/12/2025, Resident #1 was left unattended, fell off the toilet and sustained a 
left hip fracture requiring surgical intervention. This resulted in actual harm to Resident #1 that is not 
Immediate Jeopardy.The finding is:The policy titled Fall Prevention revised 08/2025, documented that all 
reasonable steps are taken to keep the resident safe from falls and related injury. Residents would be 
evaluated for their potential risk for falls to assure that measures were implemented to keep residents safe 
from falls and related injury. Recommendations from the interdisciplinary team members would be 
incorporated into the resident's individual care plan and the resident monitored for its effectiveness to 
prevent falls. The policy titled Interdisciplinary Care Planning revised 09/2025, documented the 
comprehensive resident-centered care plan was developed by the interdisciplinary team upon admission and 
reviewed/updated on a regular basis throughout the resident's length of stay. The comprehensive care plan 
and Kardex must always be current and accurately reflect the resident's status. The care plan/Kardex must 
always be reviewed by staff prior to initiating resident care. Care plans were accessible in electronic format 
to any person involved in care of the resident. Resident #1 had diagnoses including vascular dementia (type 
of dementia caused by reduced blood flow to the brain) with behavioral disturbances, Parkinson's disease 
(progressive neurodegenerative disorder that affects movement, balance, and coordination), and 
post-traumatic stress disorder (PTSD). The Minimum Data Set (a resident assessment tool) dated 
06/17/2025, documented Resident #1 was severely cognitively impaired, was usually understood, and 
usually understands others. The Care Plan Report with a revision dated 09/19/2023 (current) documented 
Resident #1 was at risk for falls related to elimination, medication, and mobility. The plan documented 
interventions to remind the resident to call for assistance; required a low bed with a winged mattress and a 
gym mat on floor; non-skid shoes/slippers; safety education, and to monitor for medication side effects. Staff 
to stay with resident (inside the bathroom) for toileting. The Kardex dated 07/11/2025, documented Resident 
#1 required a moderate assist of one (1) staff member for transfers and a minimal assist of one (1) staff 
member for ambulation. Documented under elimination included instructions for ‘Staff to stay with resident 
(inside bathroom) for toileting'. The facility investigation dated 07/12/2025 at 7:25 PM signed by the Director 
of Nursing, documented Resident #1 experienced a fall on the floor in their bathroom. Certified Nurse Aide 
#1 assisted Resident #1 onto the toilet in the bathroom in their room. Resident #1 was incontinent. Certified 
Nurse Aide #1 left the room to retrieve clean linen to provide care, taking approximately Less than two (2) 
minutes. Upon their return, Resident #1 was found on the floor in the bathroom doorway. A handwritten 
statement dated 07/12/2025 completed by Certified Nurse Aide #1documented they took Resident #1 to the 
bathroom and noticed they were incontinent of urine. They needed more supplies, so they stepped out of the 
room for thirty seconds to get supplies from the linen cart. Returned to the room and found Resident #1 lying 
outside the bathroom door. A nursing progress note by Registered Nurse #1 dated 07/12/2025 at 8:37 PM, 
documented status post (after) Resident #1 was found on the floor, they complained of left hip pain with 
passive (assisted movement) range of motion. Their left leg was slightly shorter and abducted (outwardly 
rotated). The family and Nurse Practitioner #1 were updated. A new order was received to obtain x-rays of 
the resident's left hip, pelvis, and femur. Nurse Practitioner #1 spoke with Resident #1's family and informed 
them that Resident #1 may need surgery if the x-rays were positive (for fractures). The note documented the 
family did not want surgery and may opt for comfort measures. A nursing progress note by Licensed 
Practical Nurse Supervisor #1 dated 07/12/2025 at 8:43 PM, documented Resident #1 was found lying flat 
on the floor on their back at the bathroom doorway. Licensed Practical Nurse Supervisor #1 documented that 
Certified Nurse Aide #1 stated they had put the resident on the toilet then stepped out to grab supplies to 
complete incontinent care. Resident #1 self-ambulated and fell. Resident #1 complained of left hip pain and 
that there were no visible injuries.The Radiology Results Reports dated 07/13/2025 with an examination date 
of 07/12/2025 documented an acute (new onset) fracture of the left proximal femur with displacement, and 
complex comminuted fracture of the intertrochanteric left femur (a broken hip where the femur meets the 
pelvis, at the top of the thigh bone).Review of untitled facility document dated 07/14/2025, Nurse Practitioner 
#2 documented they assessed Resident #1 on 07/13/2025 after they sustained a fall, reviewed the x-rays 
which demonstrated a fracture of the left femoral neck with displacement/ overriding fracture fragments. 
Resident #1 was assessed, and their left limb was shortened by approximately 1.5 - 2 inches with external 
rotation. Resident #1 winced with mild attempts to evaluate limb during exam. After discussion with Resident 
#1's Health Care Proxy, Resident #1 was transported to the emergency room for surgical evaluation and 
given Morphine (opioid used to relieve severe pain) for pain management during transport. The hospital 
Discharge summary dated [DATE] documented Resident #1 was evaluated after a fall resulting in a left hip 
fracture and complained of stable pain in their left hip. Resident #1 was taken to the operating room for a left 
intramedullary trochanteric rodding (surgically inserting a metal rod (or nail) into the hollow center of the 
femur bone to stabilize it) on 07/15/2025. During a telephone interview on 10/29/2025 at 10:19 AM, Certified 
Nurse Aide #1 stated they were familiar with Resident #1. Certified Nurse Aide #1 stated they took Resident 
#1 into their bathroom after dinner and transferred them on to the toilet. Resident #1 had been incontinent, 
so they went to get linens to provide care. Upon their return, Resident #1 was lying on the floor in their 
bathroom. Certified Nurse Aide #1 stated they had not reviewed Resident #1's care plan or Kardex prior to 
providing care, and knew they should have.During a telephone interview on 10/20/2025 at 12:23 PM, Nurse 
Practitioner #2 stated they did not take the initial call on 07/12/2025 regarding Resident #1's fall, but did 
review the x-ray results and evaluated Resident #1 the following day. Nurse Practitioner #2 stated they 
spoke with Nurse Practitioner #1 to get more information and reviewed the x-ray results with Resident #1's 
Health Care Proxy. Upon their assessment, it was determined the resident would likely need surgical repair, 
so they ordered Resident #1 to be sent out to the emergency room. Nurse Practitioner #2 stated if Resident 
#1 had a care plan intervention to not be left alone in the bathroom, they would have expected staff to remain 
with them. During a telephone interview on 10/20/2025 at 12:42 PM, Licensed Practical Nurse Supervisor #1 
stated they were not aware that Resident #1 was care planned to not be left alone in the bathroom, and that 
was a break in care plan. If Certified Nurse Aide #1 would have stayed with Resident #1, they could have 
prevented the fall. Certified Nurse Aide #1 should have pulled the emergency call cord in the bathroom and 
waited for someone to answer it and get them linen.During an interview on 10/29/2025 at 1:13 PM, the 
Medical Director stated they would have expected Certified Nurse Aide #1 to have reviewed Resident #1's 
care plan prior to providing care. They stated a fracture was a serious injury. The Medical Director stated, 
There was a possibility Certified Nurse Aide #1 could have prevented Resident #1's fall if they had not left 
the room, but Resident #1 could have fallen either way. During an interview on 10/29/2025 at 2:03 PM, the 
Director of Quality and Education stated they expected all certified nurse aides to review care plans prior to 
providing resident care. With the incident on 07/12/2025, Certified Nurse Aide #1 did not follow the care plan 
for Resident #1, and the resident sustained a fracture. During re-interview on 11/05/2025 at 9:56 AM, they 
stated after the fall they had determined this was an isolated incident based on trending of falls within the 
facility. Certified Nurse Aide #1 was re-educated on reading and following the plan of care. During a 
telephone interview on 10/29/2025 at 2:10 PM, Nurse Practitioner #1 stated they were informed on 
07/12/2025 after the fall that Resident #1's left lower extremity was shorter than the right and had pain with 
passive range of motion. They ordered x-rays of the left hip, femur, and pelvis and spoke with Resident #1's 
Health Care Proxy regarding possible surgical intervention. Nurse Practitioner #1 stated Resident #1 being 
left alone on the toilet was a break in their care plan that resulted in a fracture, which was a serious injury, 
and the serious injury caused harm to Resident #1. During an interview on 10/29/2025 at 2:45 PM, the 
Director of Nursing stated a break in a plan of care would be when staff does not follow the care plan. Their 
expectation was for all staff to read and follow residents' individualized care plans. Ultimately, Resident #1 
had an intervention not to be left alone in the bathroom. Certified Nurse Aide #1 left them alone in the 
bathroom, the resident fell which resulted in a fracture. During an interview on 10/29/2025 at 2:56 PM, the 
Administrator stated they expected the certified nurse aides to review resident care plans prior to providing 
care. Not following a resident's plan of care may be a break in their plan. The Administrator stated a broken 
bone would be a serious injury. The Administrator stated, it was an accident, not intentional.10 NYCRR 415.
12(h)(2)
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