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Level of Harm - Actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during an abbreviated survey (Incident # 2646947), the 
facility did not ensure residents received adequate assistance consistent with resident's needs to prevent 
accidents. This was evident in one (1) out three (3) residents (Resident #1) sampled. Specifically, on 
10/18/2025 at 8:30 AM, Resident #1, who required two (2) person assistance for bed mobility, fell off the bed 
onto the floor while Certified Nursing Assistant #1 was turning the resident by themself. Resident #1 was 
assessed with cuts and bleeding to their chin and forehead. Resident #1 was transferred to the hospital on 
[DATE] and was diagnosed with laceration to the left side of the head, left subdural hematoma (a collection 
of blood between the brain and its outermost covering), adjacent parenchymal hemorrhage (bleeding that 
occurs within the brains functional tissue), and hematoma to the left upper anterior scalp (a collection of 
blood between the skull and scalp). This resulted in actual harm that is not Immediate Jeopardy. The findings 
include:The facility's policy and procedure titled Activity of Daily Living dated 02/08/2023, documented that 
residents will be provided with care, treatment and services as appropriate to maintain or improve their ability 
to carry out activities of daily living. The facility policy also documented that appropriate care, and services 
will be provided for residents who are unable to carry out activity of daily livings independently, with the 
consent of the resident and in accordance with the plan of care including appropriate support and assistance. 
Resident #1 was admitted to the facility with diagnoses including Alzheimer's dementia, bipolar disorder, and 
diabetes mellitus.The Minimum Data Set (a resident assessment tool) dated 09/16/2025, documented 
Resident #1's cognition was severely impaired. Resident #1 was totally dependent on two (2) staff for 
bed-mobility (assistance of two [2] or more helpers is required for resident to complete activity.)The Resident 
Nursing Instructions/Kardex dated 04/15/2021 documented Resident #1 required one (1) person for bathing 
(bed-bath), two (2) persons physical assist for dressing, two (2) persons physical assist for personal hygiene, 
and two (2) persons physical assists for bed mobility.A Fall care plan dated 05/31/2025 documented fall 
prevention measures remained in place. The Fall care plan, last updated on 09/20/2025, documented 
interventions to continue safety measures and fall precaution. An Activity of Daily Living care plan dated 
09/04/2025 documented interventions for two (2) persons assist for personal hygiene, dressing, and bed 
mobility. A nursing note, by Registered Nurse Supervisor #1 dated 10/18/2025, documented Resident #1 
was observed in prone position at bedside nearby window. Resident was assessed with cut on forehead, 
chin, and left posterior side of the head. Resident was confused with no changes in range of motion. Nurse 
Practitioner notified and ordered Resident #1 to be transferred to the hospital. Nurse Practitioner was 
informed of the incident and ordered for resident to be transfer to the hospital for computer tomography scan 
and further evaluation.A Witnessed Fall Report (Accident/Incident) and Summary of Report dated 
10/18/2025 at 8:30 AM documented Resident #1 was observed in a prone position next to their bed that was 
in the lowest position. Resident #1 was assessed with visible injuries on their forehead, chin, and on the left 
posterior side of their head. Resident #1 was provided first aid, next of kin and Nurse Practitioner notified 
with orders to send resident to the hospital for computer tomography scan (medical imaging test used to 
diagnose injuries) and for further evaluation. The facility investigated the fall and concluded that there is no 
evidence to support alleged abuse, neglect, exploitation or mistreatment may have occurred. According to 
the facility's investigation, Certified Nursing Assistant #1 failed to follow Resident #1's plan of care which 
indicates a need for one (1) staff assist for incontinent care and two-person (2) staff assist for bed mobility. 
Certified Nursing Assistant #1 performed bed mobility alone, failing to adhere to the established plan of care. 
A care plan for Activity of Daily Living dated 09/04/2025, last reviewed 10/29/2025, documented facility 
interventions include Personal Hygiene two (2)persons physical assist, Toilet Use one (1)person physical 
assist, bathing two (2)person physical assist, dressing two (2)person physical assist, bed mobility two 
(2)person physical assists.An Actual Fall care plan dated 10/18/2025, last updated on 10/24/2025, 
documented Resident #1 was transferred to the hospital and was admitted on [DATE] status post fall with 
active bleeding. A computed tomography scan was done and showed stable subdural hemorrhage. The 
resident was readmitted back to the facility on [DATE]. Resident #1 was moved closer to nurse station, 
maintained with low bed, and the staff were re-in-service for level of assistance during activity of daily living. 
The Resident Nursing Instructions/Kardex dated 10/21/2025 documented Resident #1 required two 
(2)person physical assist for bathing, dressing, personal hygiene, and bed mobility. They required one 
(1)person physical assist during toilet use. During a telephone interview on 10/30/2025 at 12:11 PM, Certified 
Nursing Assistant #1 stated they worked on the 12:00 AM to 8:00 AM shift on 10/18/2025. Certified Nursing 
Assistant #1 stated Resident #1 was on their assignment. Certified Nursing Assistant #1 stated that while 
they were providing incontinence care to Resident #1, they turned the resident away from them and the 
resident fell to the floor. As they realized Resident #1 was sliding down, they attempted to hold the resident 
but was unsuccessful. Certified Nursing Assistant #1 stated they were providing the care without assistance. 
Certified Nursing Assistant #1 stated Resident #1 was laying on their right-side when they slid off the bed. 
Certified Nursing Assistant #1 stated the bed height was over their waist level at the time Resident #1 fell to 
the floor. Certified Nursing Assistant #1 stated they immediately called for help while they stayed with 
Resident #1. During a telephone interview on 11/05/2025 at 12:39 PM, Certified Nursing Assistant #2, stated 
they worked on the 12:00 AM to 8:00 AM shift on 10/18/2025. Certified Nursing Assistant #2 stated there 
were two (2) Certified Nursing Assistants on the unit for the 12:00 AM to 8:00 AM shift on 10/18/2025. 
Certified Nursing Assistant #2 stated they were in the room across from Resident #1's room providing care to 
another resident. Certified Nursing Assistant #2 stated they heard Certified Nursing Assistant #1 calling 
another aide from the morning shift to get the nurse. Certified Nursing Assistant #2 stated they went into 
Resident #1's room and they observed Resident #1 on the floor bleeding from the head. Certified Nursing 
Assistant #2 stated Certified Nursing Assistant #1 did not ask them for assistance with Resident #1 prior to 
providing care. Certified Nursing Assistant #2 stated in the past; Certified Nursing Assistant #1 had asked 
them for assistance with Resident #1.During a telephone interview on 11/04/2025 at 12:54 PM, Certified 
Nursing Assistant #3 stated they worked on the 8:00 AM to 4:00 PM shift on 10/18/2025. Certified Nursing 
Assistant #3 stated they do not recall the time, as they were in the hallway passing the morning breakfast 
trays, they heard Certified Nursing Assistant #1 screaming for the nurse. Certified Nursing Assistant #3 
stated they stopped giving the breakfast trays and they went to get Licensed Practical Nurse #1, who was in 
the medication room. Certified Nursing Assistant #3 stated Licensed Practical Nurse #1 came out and went 
to Resident #1's room. Certified Nursing Assistant #3 state they went back to continue passing their 
breakfast tray. During a telephone interview on 11/05/2025 at 12:00 PM, Licensed Practical Nurse #1 stated 
they worked on the 8:00 AM to 4:00 PM shift on 10/18/2025, and Resident #1 was on their assignment. 
Licensed Practical Nurse #1 stated on 10/18/2025, they did their rounds at around 8:00 AM. Resident #1 was 
asleep with the bed in low position. Licensed Practical Nurse #1 stated they saw Resident #1's roommate 
privacy curtain closed with Certified Nursing Assistant #1 providing care to Resident #1's roommate. 
Licensed Practical Nurse #1 then went to the medication room to prep their medication cart. Licensed 
Practical Nurse #1 stated they heard Certified Nursing Assistant #3 screaming their name. Licensed Practical 
Nurse #1 stated they came out, and Certified Nursing Assistant #3 told them that Certified Nursing Assistant 
#1 was calling for help and that Resident #1 was on the floor. Licensed Practical Nurse #1 stated it was 
approximately 8:30 AM, when they went into Resident #1's room and observed Resident #1 laying in prone 
position with a pool of blood around their head near the window side. Licensed Practical Nurse #1 stated 
they immediately called Registered Nurse Supervisor #1. Licensed Practical Nurse #1 stated Registered 
Nurse Supervisor #1 responded to Resident #1's room. Licensed Practical Nurse #1 stated Registered Nurse 
Supervisor #1 told them to call 911. During a telephone interview on 11/13/2025 at 4:40 PM, Licensed 
Practical Nurse #2 stated they worked on the 12:00 AM to 8:00 AM shift on 10/18/2025. Licensed Practical 
Nurse #2 stated they were the assigned nurse to Resident #1. Licensed Practical Nurse #2 stated at around 
8:00 AM Certified Nursing Assistant #1 told them they will be staying to provide care to Resident #1 because 
they did not finish their care. Licensed Practical Nurse #2 stated their shift ends at 8:00 AM and they left the 
unit after talking to Certified Nursing Assistant #1. Licensed Practical Nurse #2 stated Resident #1 required 
one (1)person assist with incontinence care and two (2)person assist for bed mobility and transfer. Licensed 
Practical Nurse #2 stated they were not on the unit when Resident #1 fell. During a telephone interview on 
11/05/2025 at 9:26 AM with Registered Nurse Supervisor #1, they stated they worked on-the 8:00 AM to 
4:00 PM shift on 10/18/2025. Registered Nurse Supervisor #1 stated they were in the office doing their 
staffing around 8:30 AM. Registered Nurse Supervisor #1 stated they received a call from Licensed Practical 
Nurse #1 on the unit that Resident #1 fell. Registered Nurse Supervisor #1 stated they immediately 
responded to Resident #1's room with Registered Nurse #1 (Treatment Nurse). Registered Nurse Supervisor 
#1 stated they observed Resident #1 on the floor in a prone position at the bedside near the window with 
active bleeding from head. Registered Nurse Supervisor #1 stated they tapped Resident #1 asking if they 
were okay with no response. Registered Nurse Supervisor #1 stated Resident #1 was turned from prone 
position to supine, Resident #1 was awake with both eyes closed. Registered Nurse Supervisor #1 stated 
they told Licensed Practical Nurse #1 to call 911. Registered Nurse Supervisor #1 stated upon assessment 
of Resident #1, they noted blood coming from both nostrils, the forehead, and the chin. Registered Nurse 
Supervisor #1 stated Registered Nurse #1 (Treatment Nurse) provided first aid to Resident. Registered 
Nurse Supervisor #1 stated they notified Medical Doctor #1, and they ordered for Resident to be transferred 
to the hospital for computer tomography scan. During an interview on 10/30/2025 at 12:44 PM, the Director 
of Nursing stated they were informed about the alleged incident by Registered Nurse Supervisor #1 by 
telephone. The Director of Nursing stated they were informed that Resident #1 was on the floor with obvious 
injury to the head and bleeding. Director of Nursing stated Resident #1 was assessed by Registered Nurse 
Supervisor #1 and noted with active bleeding from the forehead, the chin and the left posterior of the head. 
The Director of Nursing stated 911 was called, the Medical Doctor was notified with the order to transfer 
Resident to the hospital for further evaluation. The Director of Nursing stated they obtained a telephone 
interview from Certified Nursing Assistant #1 who said that they were providing care to the Resident #1, and 
they turned Resident #1 to the right side-lying while they were placing the fitted sheet and the incontinent 
brief when Resident #1 fell off the bed in prone position. The Director of Nursing stated they asked Certified 
Nursing Assistant #1 why they provided care by themself, and Certified Nursing Assistant #1 did not say their 
reason. The Director of Nursing stated Certified Nursing Assistant #1 was in denial that Resident #1 requires 
two (2)person assist with bed mobility. Director of Nursing stated Resident #1 requires one (1) person assist 
for incontinence care but two (2)person assist for bed mobility. Director of Nursing stated their investigation 
concluded that there was no reasonable cause to believe abuse, neglect, exploitation or mistreatment may 
have occurred. The Director of Nursing stated Certified Nursing Assistant #1 failed to follow Resident #1's 
plan of care, which indicates a need for one (1) staff assist for incontinence care and two (2)person staff 
assist for bed mobility. Director of Nursing Assistant stated Certified Nursing Assistant #1 performed bed 
mobility alone, failing to adhere to the established plan of care. During a telephone interview with Medical 
Doctor #1 on 12/04/2025 at 4:00 PM, they stated that on 10/18/2025 (unsure of time), they were notified by 
Nurse Practitioner #1 that Resident #1 had a fall and had sustained a head trauma. Medical Doctor #1 stated 
that they ordered for Resident #1 to be transferred to the hospital for medical evaluation. Medical Doctor #1 
stated the alleged incident happened on a weekend and that Nurse Practitioner #1 was on duty at the time. 
Medical Doctor #1 stated that the accident could have been prevented. During a follow up interview on 
12/09/2025 at 1:20 PM, Medical Doctor #1 clarified that what they meant when they said the fall could have 
been prevented, they stated that they were speaking in general terms, how some falls can be prevented. 
However, since they were not working at the facility at the time of the incident, they couldn't speak 
specifically. Medical Doctor #1 further stated they were not at the facility to assess the resident, but in 
general when a resident has a fall, they would go and assess the resident. However, in this case they did not 
assess this resident and could not determine if the fall could have been prevented. 10 NYCRR 415.12(h)(2)
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