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38E174 08/12/2025

Village Manor of Cascadia 2060 NE 238th Drive
Wood Village, OR 97060

F 0689

Level of Harm - Actual harm

Residents Affected - Few

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

Based on interview and record review, it was determined the facility failed to implement care plan 
interventions to prevent a fall for 1 of 3 sampled residents (#1) reviewed for accidents. As a result, Resident 
1 sustained multiple pelvic fractures. Findings include:Resident 1 was admitted to the facility in 2025, with 
diagnoses including dementia. Resident 1's 7/25/25 Care Plan revealed Resident 1 was a fall risk because of 
a prior fall and was a one-person max assist for dressing. Resident 1 was care planned for supervision and 
touch assistance for bathing, used a shower bench or bathtub, and was to wear non-skid footwear when up. 
A 7/28/25 FRI indicated Staff 5 (Housekeeping) and Staff 6 (Housekeeping) reported Resident 1 had a fall in 
the shower room. Staff 5 and 6 found staff to assist Resident 1. The report indicated staff found Resident 1 
down in the shower, unattended, and not fully clothed. Resident 1 was transferred to the hospital for 
evaluation. The FRI indicated Resident 1 sustained multiple complex fractures of the pelvis and was bleeding 
internally. The FRI indicated the fall occurred due to Resident 1's care plan not being followed.Between 
8/11/25 at 11:00 AM to 8/12/25 at 10:00 AM, Staff 2 (CNA), Staff 3 (CNA), Staff 4 (CNA), Staff 5 
(Housekeeping) and Staff 6 (Housekeeping) all provided statements, which included Resident 1 was found 
down in the shower room unattended. Resident 1 was wearing underwear and pants. The resident's pants 
were not fully up and her/his belt was not buckled. Staff 2, Staff 3, and Staff 4 recalled Resident 1 was not 
wearing socks or shoes. All staff interviewed did not see a shower bench anywhere near the resident and 
she/he was found to have been in a shower stall, not a bathtub. On 8/11/25 at 10:48 AM, Staff 1 (CNA) 
indicated she left the shower room when she thought the resident was done with her/his shower and safe. 
Staff 1 confirmed a shower bench was not used and Resident 1 was left unattended in the shower room. On 
8/12/25 at 10:00 AM, Staff 8 (LPN) was called for a witness statement. Staff 8 did not answer and did not 
return the phone call. On 8/12/25 at 10:45 AM, Staff 7 (Administrator) confirmed the accident occurred and 
Resident 1's care plan was not followed.
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