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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interview during the Recertification and Complaint Survey (Complaint 
#666294) conducted from 07/28/2025 to 08/04/2025, the facility failed to ensure a resident received 
adequate supervision and assistance consistent with the resident's needs to prevent accidents. This was 
evident for one (1) (Resident #49) of seven (7) residents reviewed for accidents out of 35 total sampled 
residents. Specifically, Resident #49 fell and sustained major injury while being provided care in bed by 
Certified Nursing Assistant #2. This resulted in actual harm to Resident #49 that was not Immediate 
Jeopardy.The findings include:The facility policy titled Accidents/Incidents with a last revised date of 
12/12/2022 documented Avoidable Accident - Resident had an accident and the facility failed to: 1) Identify 
environment hazards and individual resident risk for accident, including the need for supervision; 2) 
Implement interventions, including adequate supervision, consistent with resident's needs, goals and plan of 
care and recognized standards of practice, to reduce the risk of an accident; 3) Monitor the effectiveness of 
the interventions and modify the approaches as necessary, in accordance with relevant care standards.
Resident #49 had diagnoses of Generalized Muscle Weakness, Alzheimer's Disease (a type of dementia 
that affects memory, thinking and behavior. ), and Cerebrovascular Accident (interruption in the flow of blood 
to cells in the brain). The Minimum Data Set (a resident assessment tool) dated 10/30/2024 documented 
Resident #49 had impaired memory, severely impaired cognitive skills, and had impairment on both sides of 
both upper and lower extremities. The assessment documented Resident #49 was dependent on staff 
(resident does none of the effort to complete the activity, staff does all the effort or requires the assistance of 
two (2) or more staff to complete the activity) for activities of daily living including upper and lower body 
dressing and rolling left and right. A comprehensive care plan for functional abilities was initiated on 
11/20/2023. The care plan documented Resident #49 had self-care limitations and was dependent on staff 
for upper and lower body dressing. The care plan did not indicate the number of staff assistance required. 
The care plan was reviewed on 11/20/2024; the care plan notes documented by Minimum Data Set Assessor 
#1 stated plan of care was still applicable. A comprehensive care plan for mobility limitations was initiated on 
07/29/2024. The care plan documented Resident #49 required substantial/maximal assistance (staff lifts or 
holds trunks or limbs and provides more than half the effort) for bed mobility or rolling left to right. The care 
plan did not indicate the number of staff assistance required. The care plan was reviewed on 11/20/2024; the 
care plan notes documented by Minimum Data Set Assessor #1 stated Resident #49 was non-ambulatory 
and required a mechanical lift for transfers. The Resident Nursing Instruction Form (contains instructions for 
Certified Nursing Assistants) documented on 01/11/2023, Resident #49 was totally dependent for bed 
mobility and required two (2) person physical assist; and was totally dependent for upper and lower body 
dressing and required one (1) person physical assist. The nursing instruction also documented Resident #49 
was confused, at high risk for falls, and had left-sided weakness and left foot tremors. There was no 
documented evidence the comprehensive care plan nor the Resident Nursing Instruction Form was updated 
to include the Minimum Data Set assessment dated [DATE], indicating the resident was dependent, requiring 
two (2) or more staff for activities of daily living including upper and lower body dressing and rolling left and 
right.A plan of care notes by Registered Nurse #2 dated 12/18/2024 documented, Writer responded into a 
thud in Resident #49's room at 1:30 AM when resident was observed on the floor lying on their right side 
facing the bed with legs extended. Noted with nose injury and bleeding that appeared to be from the back of 
the head. As per staff assigned, Certified Nursing Assistant #2 was changing and removing resident's wet 
gown from feeding when the resident fell on the floor. Unable to fully assess the resident on the extent of 
injury due to their position on the floor. The resident was transferred to the hospital emergency room. The 
Nursing's Review of Accident/Incident Form completed by the Risk Manager dated 12/20/2024 documented 
that on 12/18/2024 at 1:30 AM, a thud was heard in Resident #49's room. The nursing supervisor and the 
floor nurse responded, and they observed Resident #49 on the floor lying on their right side, facing the bed 
with legs extended. The right side of the resident's nose was resting against the foot frame of the metal bed. 
The resident was nonverbal and unable to give an account. On assessment, the resident was noted with a 
nasal injury and bleeding that appeared to be from the right side of the head. 911 (emergency medical 
service) was immediately activated. According to Certified Nursing Assistant #2, they were changing the 
resident's wet gown and as they were removing the gown from the right hand, the resident reached over and 
began to slide off the bed. The Certified Nursing Assistant tried to pull the resident back to bed but was 
heavy and they slid off the bed. The facility investigation concluded that Resident #49 made an unpredictable 
maneuver during care as they reached over while the staff was removing their gown resulting in the resident 
sliding off the bed; there was no evidence to suggest that abuse or neglect occurred. The hospital Physician 
Discharge summary dated [DATE] documented Resident #49 was admitted on [DATE] and was discharged 
back to the nursing home on [DATE]. Resident #49 presented from the nursing home after a fall and was 
found to have nasal bone fractures (broken bones), right frontal scalp and right premaxillary (bones of the 
upper jaw) hematomas (areas of pooled blood), and with severe epistaxis (nose bleeding) as seen in the 
computed tomography scan (imaging test that uses a combination of x-ray and computer technology). The 
resident had high volume nosebleeds and was transferred to the intensive care unit for monitoring. The 
bleeding stopped on 12/24/2024 and had been stable since then. Resident #49 was also treated for lower 
lobe pneumonia (lung infection) while in the hospital. On 08/01/2025 at 8:01 AM, Certified Nursing Assistant 
#2, who was assigned to Resident #49 on the date and time of incident, was interviewed and stated they 
have been working in the facility for about a year and had Resident #49 in their assignment when they 
worked in the unit. They stated Resident #49 required assistance of two (2) staff for bed mobility. They stated 
on the day of the incident, the nurse asked them to change Resident #49's gown that got messed up with 
feeding. They stated, as they were changing the gown, the resident's hand swung, and the resident fell on 
the floor. They stated they were not able to hold the resident because the resident was too heavy. Certified 
Nursing Assistant #2 stated they thought they could change Resident #49's gown alone because the resident 
does not require a lot of turning. On 08/01/2025 at 8:13 AM, Registered Nurse #2, who was the nursing 
supervisor on duty on the day of the incident, was interviewed and stated they were at the nursing station 
during shift rounds when they heard a sound coming from Resident #49's room. They stated they went into 
the room and saw the resident on the floor, Certified Nursing Assistant #2 was on the opposite side of the 
resident's bed. They stated, according to Certified Nursing Assistant #2, they were trying to change the 
resident's gown when the resident fell off the bed. Registered Nurse #2 stated Resident #49 required one (1) 
assist for dressing, but based on resident's mobility and weight, the Certified Nursing Assistant should have 
asked for assistance from a second staff to prevent the resident from falling.On 08/01/2025 at 10:08 AM, 
Registered Nurse #3, who was the Unit Manager, was interviewed and stated the incident occurred 
overnight, and from the incident report, Certified Nursing Assistant #2 was trying to do resident care by 
themself during the night when Resident #49 fell from the bed and sustained injuries. Registered Nurse #3 
stated that the fall could have been prevented if Certified Nursing Assistant #2 had another staff to assist 
them in the care that required moving the resident in bed. Registered Nurse #3 also stated Resident #49 
needed total assist of one (1) for dressing but would require assistance of two (2) staff for bed mobility. On 
08/04/2025 at 11:23 AM, the Risk Manager was interviewed and stated the investigation revealed Certified 
Nursing Assistant #2 followed the instructions on the Certified Nursing Accountability Record that 
documented Resident #49 required one (1) staff assistance for dressing and two (2) staff assistance for bed 
mobility. They stated Resident #49 moved and rolled out of bed when Certified Nursing Assistant #2 was 
taking off the resident's gown. On 08/01/2025 at 8:50 AM, Minimum Data Set Assessor #1 was interviewed 
and stated that based on the input from the staff and rehabilitation department, Resident #49 was assessed 
to be totally dependent of staff with two (2) staff assistance for bed mobility and dressing. They stated this 
was reflected on the Certified Nursing Assistant Instructions. The Assessor stated they cannot explain why 
the resident's bed mobility and dressing was done by only one (1) staff that resulted in fall and injury, 
because the instruction was clear. On 08/04/2025 at 11:44 AM, the Director of Nursing was interviewed and 
stated Resident #49 was assessed to be one (1) assist for dressing at the time of the incident, and they 
thought resident just moved while being dressed causing the resident to fall. The Director of Nursing stated it 
could have been better and safer if two (2) staff had given the care to the resident at the time.On 08/04/2025 
at 11:50 AM, the Administrator was interviewed and stated the incident with Resident #49 occurred before 
they assumed office. The Administrator stated that if the resident required the assistance of two (2) staff and 
only one (1) staff was giving the care, there is going to be a problem.10 NYCRR 415.12(h)(2)
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