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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review, and staff, On-Call Nurse Practitioner, Medical Director interviews, the
facility failed to provide care in a safe manner when staff assisted a resident with dementia and
contractures (permanent tightening of muscles resulting in loss of range in motion) of both lower
extremities. The resident was assisted off the side of the bed onto the mat in the floor and laid on her
back. While staff left room to get assistance, the resident rolled into fetal position and hit right eye on
bed wheel. Resident #63 suffered a skin tear/abrasion to her right eyelid and received treatment at
the facility. The deficient practice occurred for 1 of 3 residents for the prevention of accidents
(Resident #63). Findings included: Resident #63 was admitted to the facility on [DATE] and
discharged on 5/20/26. Diagnosis included Alzheimer's disease, dementia, pain, and contractures of
both lower extremities. Review of a quarterly Minimum Data Set (MDS) assessment dated [DATE]
revealed Resident #63 was severely cognitively impaired, had been assessed as being dependent on
staff for all activities of daily living (ADL), transfers, mobility, and was always incontinent of bladder
and bowel. Review of revised care plan dated 2/07/26 revealed Resident #63 required assistance
with all activities of daily living related to history of dementia, impaired balance, and limited mobility.
Interventions included Resident #63 required moderate to maximum assistance with care to include
one person staff assistance for bed mobility. A telephone interview with Nurse Aide (NA) #1 on
7/09/26 at 1:09 PM revealed she had worked 3rd shift (7:00 PM to 7:00 AM) at the facility, was
scheduled for the evening of 4/15/26 through the morning of 4/16/26 and had been assigned to work
with Resident #63. NA #1 stated on the morning of 4/16/26 around 6:15 AM she had rolled Resident
#63 towards her in bed while providing care. NA #1 revealed that as she was reaching for a wipe,
Resident #63 moved or rolled forward toward the edge of the bed, and she thought Resident #63 might
continue and fall off the side of the bed, so NA #1 cradled her in her arms and lowered her down onto
the mat located in the floor. NA #1 stated that she had placed Resident #63 on her back and believed
that she did use the call light, but when no one came NA #1 left Resident #63's room and went out into
the hallway to get Nurse #1 for assistance. NA #1 revealed when she and Nurse #1 entered the room
Resident #63 had moved from lying on her back into a fetal position and appeared to have hit her eye
on the bed wheel. NA #1 stated Nurse #1 immediately began assessing Resident #63's eyelid and
applied treatment, assessed for any further injuries and none were noted. NA #1 stated Resident #63
was able to talk, open and close both eyes and she did not complain of any pain at that time. NA #1
revealed that she and Nurse #1 provided Resident #63's personal care and assisted her back into her
bed and that she stayed with Resident #63 while Nurse #1 contacted the on-call physician. NA #1
revealed that when she left Resident #63 was resting comfortably in bed. NA #1 stated the incident
that occurred was an accident, and she knew that she should have stayed with Resident #63 instead
(continued on next page)
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of leaving her to find Nurse #1. NA #1 revealed that night was her first time ever working with
Resident #63 and she panicked and wanted to find Nurse #1 as quickly as she could instead of yelling
for help or waiting for Nurse #1 to answer the call light. Review of nursing progress note dated
4/16/26 written by Nurse #1 revealed NA #1 was changing Resident #63 in bed and as she reached for
a wipe, Resident #63 rolled towards the edge of the bed. NA #1 was able to slowly assist Resident
#63 to the floor onto mat. Resident #63 rolled into fetal position while on the mat, hit the right side of
face on bed wheel, and had a slight skin tear/ abrasion to right eye lid. Assessed Resident #63 for
injuries and no other injuries were noted, no complaints of pain, vitals were within normal limits and
was able to talk and to open eyes. Resident #63 right eye lid was cleaned with normal saline and 4x4
gauze applied. NA #1 and Nurse #1 were able to provide Resident #63 personal care and placed back
into bed. Called on-call Nurse Practitioner (NP) who advised continued monitoring and leave
communication for facility physician for further evaluation. Nurse #1 also asked if neurological checks
were needed and the on-call NP advised they were not needed at this time, due to Resident #63 not
suffering a fall and not hitting her head. Responsible Person (RP) also notified. Resident #63 resting in
bed and will continue to monitor. A telephone interview with Nurse #1 on 7/09/26 at 10:17 AM
revealed she worked at the facility on 3rd shift (7:00 PM to 7:00 AM), was scheduled to work the
evening of 4/15/26 through the morning of 4/16/26, NA #1 came down hallway asking for help. She
stated NA #1 reported that while she was assisting Resident #63 with her care, she started to roll off
the side of the bed, so NA #1 had assisted Resident #63 to floor onto her bedside mat. She revealed
NA #1 had stated that she had laid Resident #63 onto her back, but when she and NA #1 had entered
the room, Resident #63 had moved into the fetal position and appeared to have hit her eye on the
wheel of the bed. Nurse #1 stated she immediately assessed Resident #63 and found a skin
tear/abrasion to the right eye lid with a small amount of blood which she cleaned with normal saline
and applied a gauze bandage. She revealed she also assessed Resident #63 for any other injuries and
found that she was able to move her extremities, was able to talk and move her eyes, and there were
no further injuries noted at that time. She stated she assisted NA #1 with providing Resident #63 with
her personal care and placing her back into her bed. Nurse #1 revealed she contacted the on-call NP
who advised continued monitoring of Resident #63 for any changes, contact facility physician for
follow-up evaluation, and did not recommend neurological checks due to Resident #63 not suffering
from an actual fall and not striking her head. She stated she left a voicemail for the facility physician,
notified the Director of Nursing and Resident #63's RP, and also placed an incident note in the facility
physician folder. Nurse #1 stated she felt the incident was an accident but their facility protocol does
stated that anytime a resident has a fall or found lying in the floor staff should stay with the resident
and use the call light for assistance, yell for help, and never move resident until assessed by a nurse.
Review of on-call NP progress note dated 4/16/26 revealed received call from Nurse #1 who reported
around 6:15 AM, NA #1 was providing Resident #63 with bed care when she rolled toward the edge of
the bed. NA #1 was able to catch Resident #63 and assist her to the floor. While on the floor Resident
#63 was initially lying on her back and then curled into a fetal position; during this movement Resident
#63's head moved and her left eye struck the bottom of the bed near the wheel. Resident #63 had a
slight skin tear described as more of an abrasion near the left eye with minimal bleeding (small
amount on gauze). The abrasion was cleaned with normal saline and 4x4 gauze applied. Resident #63
was talking, stated she was hungry, and asked why she was on the floor. Resident #63 did not
complain of pain, was able to move all of her extremities; no other injuries were noted. Nurse #1
stated Resident #63 did not fall and did not hit her head. Recommended treatment was to continue to
monitor Resident #63 and the abrasion to her eye and to notify facility physician for follow-up
(continued on next page)
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evaluation. A telephone interview with the on-call NP on 7/10/26 at 2:30 PM revealed she had
received a telephone call from Nurse #1 on the morning of 4/16/26 around 6:50 AM stating NA #1 was
providing bed care to Resident #63 when she rolled toward the edge of the bed and NA #1 assisted her
to the floor. The On-call NP stated Nurse #1 reported that Resident #63 was initially lying on her back
when she had been assisted to the floor but then moved into the fetal position causing her to hit her
eye on the wheel of the bed and suffering a skin tear or an abrasion to the eyelid. She stated Nurse #1
reported the injury to Resident #63's eyelid had minimal bleeding, was cleaned with normal saline, and
a gauze bandage had been applied. She revealed Nurse #1 also reported that Resident #63 had been
assessed and was able to talk, had no complaints of pain, was able to move her extremities, and there
were no other injuries reported at that time. The On-Call NP stated that she recommended no further
treatment other than continuing to monitor Resident #63 for any changes and to notify the facility
physician for further follow-up evaluation. She revealed Nurse #1 did ask about completing
neurological checks on Resident #63 and she stated that since Resident #63 did not suffer from an
actual fall and did not strike her head that neurological checks were not needed but just continue to
monitor for any changes. An interview with the Medical Director on 7/8/26 at 1:30 PM revealed he
was familiar with Resident #63 and had no issues or concerns with the care she had received at the
facility. He stated he was aware of Resident #63 incident on 4/16/26 but could not really recall any of
the details from the assisted fall other than Resident #63 did not sustain any major injuries. He
revealed the on-call physician was notified by nursing staff on 4/16/26 when the fall occurred and the
facility NP completed a follow-up evaluation and he had no concerns with their recommended
treatment. An interview with the Administrator on 7/09/26 at 1:26 PM revealed she was familiar with
Resident #63. She stated on the morning of 4/16/26 she was notified by the Director of Nursing that
while NA #1 was providing bed care to Resident #63, she rolled forward toward the edge of the bed
and NA #1 assisted Resident #63 to the floor onto the bedside mat. She revealed Resident #63 was
initially lying on her back when NA #1 left the room to get Nurse #1 for help, and when they both
returned Resident #63 had moved into the fetal position and had struck her eye on the bed wheel
causing a skin tear to her eyelid. The Administrator stated Resident #63 was assessed by Nurse #1
and was able to move her extremities, had no complaints of pain, and no further injuries were noted at
the time. She revealed Nurse #1 cleaned and treated Resident #63's eyelid and assisted NA #1 with
completing Resident #63's personal care and placing Resident #63 back into her bed. She stated
Nurse #1 also notified the on-call physician, Resident #63's RP, and left a message for the facility NP
and placed a note in the physician folder for the Medical Director for follow-up evaluation. The
Administrator revealed that she reviewed the video footage from 4/16/26 and observed that NA #1
had left Resident #63's room for approximately 30 seconds to get help from Nurse #1. The
Administrator stated she did feel this incident was an accident, but that staff do need to make sure
they are following all fall procedures whether the fall was an assisted fall or not. She revealed staff
should never leave a resident alone after a fall or while lying on the floor and that NA #1 should not
have left Resident #63 alone to get help from Nurse #1, but instead should have turned on the call
light, yelled for help, or called on her cell phone. An interview with the Director of Nursing (DON) on
7/09/26 at 2:00 PM revealed she was familiar with Resident #63. She stated on the morning of
4/16/26 she was notified by Nurse #1 that while NA #1 was providing bed care to Resident #63, she
rolled forward toward the edge of the bed and NA #1 assisted Resident #63 to the floor onto the
bedside mat. She revealed Resident #63 was initially lying on her back when NA #1 left the room to
get Nurse #1 for help, and when they both returned Resident #63 had moved into the fetal position and
had struck her eye on the bed wheel causing a skin tear to her eyelid. The DON stated Resident #63
(continued on next page)
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was assessed by Nurse #1 and was able to move her extremities, had no complaints of pain, and no
further injuries were noted at the time. She revealed Nurse #1 had cleaned and treated Resident #63's
eyelid and assisted NA #1 with completing Resident #63's personal care and placing Resident #63
back into her bed. She stated Nurse #1 also notified the on-call physician, Resident #63's RP, and left
a message for the facility NP and placed a note in the physician folder for the Medical Director for
follow-up evaluation. The DON stated she agreed with the Administrator and also felt this incident
was an accident, but that staff do need to make sure they are following all fall procedures whether
the fall was an assisted fall or not. She revealed staff should never leave a resident alone after a fall
or while lying on the floor and that NA #1 should not have left Resident #63 alone to get help from
Nurse #1, but instead should have turned on the call light, yelled for help, or called on her cell phone.
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