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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, and staff interview, the facility failed to ensure Resident R1 who required 
1:1 supervision received adequate supervision to prevent accidents, which resulted in actual harm to 
Resident R1 who sustained an unwitnessed fall from bed and sustained a traumatic brain injury for one of 
five residents reviewed (Resident R1).This deficiency was cited identified as past non-compliance.Findings 
Include:Review of the facility policy titled Enhanced Patient Supervision: Continuous 1:1, revised September 
15, 2025, revealed, When using Continuous 1:1 Supervision, designated staff will be assigned to manage 
the 1:1 supervision of the patient. The designated staff will only be involved with the delivery of care to this 
patient and no other patient (where possible, a staff member already known to the patient is recommended 
to ensure consistency of care). The designated staff must be with the patient at all times, must obtain 
coverage for breaks, and will provide positive interaction in conjunction with therapeutic interventions. 
Continuous 1:1 Supervision will be provided per nursing judgment or when recommended by a 
physician/advanced practice provider (APP). Allocation of staff:The nurse in charge of each shift has the 
responsibility to allocate staff(s) to carry out Continuous 1:1 Supervision.The staff allocated to supervise the 
patient will not discontinue the supervision until the next staff confirms they have taken responsibility for 
supervising the patient. Additional staff may be required when supervising very high-risk patients. Review of 
the clinical record for Resident R1 revealed the resident was readmitted to the facility on [DATE], with 
diagnoses including restlessness and agitation, lack of coordination, and difficulty in walking. Review of the 
entry/discharge MDS (Minimum Data Set - assessment of resident care needs) for Resident R1 dated 
October 2, 2025, revealed the resident's cognitive skills for daily decision making were severely impaired. 
The MDS indicated the resident was dependent on staff for transfers and toileting. There was no assessment 
of resident ambulation documented in the MDS assessment. Review of physician note for Resident R1 dated 
October 11, 2025, revealed the resident, a long-term care resident, was hospitalized from [DATE], through 
October 10, 2025, after sustaining a fall on September 29, 2025, at the facility. Additional review revealed, an 
initial evaluation at another hospital included imaging confirming a displaced left femoral neck fracture. The 
resident sustained a closed displaced fracture of the left femoral neck and underwent left hip replacement. 
Recommendations included full supervision and assistance with mobility. Review of physician progress note 
for Resident R1 dated October 13, 2025, at 9:56 a.m., revealed the resident was on 1:1 supervision and to 
continue 1:1 supervision. Review of nursing note for Resident R1 dated October 13, 2025, revealed the 
resident was noted with safety concerns and provided 1:1 supervision. Review of physician note for Resident 
R1 dated October 14, 2025, at 8:08 a.m., revealed during the weekend, staff reported continuous agitation 
and restlessness, with repeated attempts to get out of bed, requiring 1:1 supervision. Review of physician 
note for Resident R1 dated October 16, 2025, at 10:30 a.m., revealed a recommendation for fall precautions 
and 1:1 supervision. Review of the facility incident investigation dated October 17, 2025, revealed Resident 
R1 who was dependent for transfers and all Activities of Daily Living, at approximately 4:35 a.m., while Nurse 
aide, Employee E3 was performing care to another resident, she heard a noise and immediately went to 
Resident R1's room where resident was observed on the floor. The resident was last seen by Nurse aide, 
Employee E3 at 4:25 a.m., in bed, in a low position, with the call light within reach. Nurse aide, Employee E3 
immediately called for the nurse, and upon assessment, Resident R1 was found with lacerations to the left 
eyebrow, forehead, and an abrasion on the left lower arm. Resident R1 was unable to recall the incident or 
report any pain. Further review of the facility's incident report revealed that the Nursing Supervisor and 
physician were notified and determined that the resident should be sent to the hospital for evaluation due to 
the head injury. The resident was transferred to the hospital for further evaluation via ambulance. Upon 
investigation, it was noted that the resident was placed on 1:1 increased behaviors on October 16, 2025. 
Follow-up call made to the hospital notified that results of CT (computed tomography scan- medical image 
that uses a combination of x-ray and computer image to create crossed sectional images of the inside of the 
body) were positive for subdural hematomas. Investigation was immediately initiated. Nurse aide, Employee 
E3 was suspended pending investigation. Investigation concluded and found that Nurse aide, Employee E3 
did leave Resident R1 unattended while providing care for another resident when the fall occurred. Review of 
a written statement from Nurse aide, Employee E3 dated October 17, 2025, at 4:35 a.m., revealed that she 
was assigned to do 1:1 supervision with Resident R1 and left the room without notifying anyone to clean 
other residents because it was almost the time she normally began morning care. Nurse aide, Employee E3 
stated the resident was restless throughout the night. Nurse aide, Employee E3 also stated that the resident 
did not have non-skid footwear on because the resident removed them. Employee E3 stated that she was 
not able to see Resident R1 from the room where she was providing care. Review of the hospital records 
dated October 17, 2025, revealed that the resident was admitted with diagnoses of Traumatic Brain Injury, 
subarachnoid hemorrhage (bleeding in the area between the brain and the thin tissues that cover and protect 
it) and cerebral contusion from the fall. Review of CT (Computed Tomography) of the Head for Resident R1 
dated October 17, 2025, revealed that the result showed trace acute subarachnoid hemorrhage. Review of 
nursing note for Resident R1 dated October 17, 2025, revealed that at 4:35 a.m., the nurse was notified that 
Resident R1 was on the floor. Upon arrival to the resident's room, the resident was observed at the bottom of 
the bed in a sitting position with a laceration to the left eyebrow area and the left side of the forehead. A skin 
abrasion on the left elbow was also seen. A neurological assessment was done and was normal within the 
resident's baseline. The physician was notified and ordered for the resident to be transfer to the hospital. 
Further review of nursing note revealed the resident was admitted with a traumatic brain injury. Observation 
of Resident R1 on November 3, 2025, at 11:00 a.m., revealed that the resident was sitting in a recliner chair. 
The resident was constantly trying to get out of the chair unassisted, and the staff who was on 1:1 redirected 
the resident back to the chair. Interview with the Nursing Home Administrator, Employee E1 on November 3, 
2025, at 11:30 a.m., revealed there were staffing issues during the night shift of October 16 from 11:00 p.m. 
to 7:00 a.m. shift. Nurse aides were rotated to provide 1:1 supervision to Resident R1 throughout the shift 
while they were dividing time providing care to other assigned residents. However, nurse aide, Employee E3, 
who was assigned to 1:1 approximately 4:30 a.m., left the 1:1 assignment to provide morning care for 
another resident. Resident R1 fell shortly after the nurse aide left the room. The Nursing Home Administrator, 
Employee E1 confirmed Resident R1, who was identified as needing 1:1 observation, should have been 
provided close staff supervision all the time. This deficiency was identified as actual harm past 
non-compliance for failure to provide 1:1 supervision to Resident R1 resulting in the resident falling from off 
bed and sustaining serious head injuries. On November 3, 2025, the Nursing Home Administrator presented 
documentation, indicating that the facility initiated a plan of correction on October 17, 2025, to address the 
failure to provide appropriate supervision to Resident R1 which resulted in Resident R1 falling off the bed 
and sustaining serious head injuries requiring hospitalization. Facility plan of correction included the following 
information:Physician and resident representative notification of the fall of Resident R1 completed October 
17, 2025.Resident was sent to the hospital for evaluation and admitted completed October 17, 2025.Fall 
investigation initiated completed October 17, 2025.Nurse Aide placed on administrative leave during 
investigation completed October 17, 2025.Nursing staff re-educated on 1:1 Supervision, Abuse completed 
October 17, 2025.An initial audit of current residents with orders/care planned for increased supervision 
completed to identify if increased supervision is still required and is being provided as per care plan. An IDT 
(interdisciplinary team) note will be documented for residents no longer requiring increased supervision 
completed October 17, 2025.ADHOC QAPI (Quality Assurance Improvement Plan)- DON (Directo of 
Nursing)/designee to conduct random audits 3x per week x 2 weeks, then weekly x 2 weeks, then monthly x 
2 of residents with orders/care planned for increased supervision to verify supervision is being provided as 
per plan of care and documented. The facility alleged compliance with their plan of correction as October 17, 
2025. A review was conducted of clinical records, facility documentation, staff education, and documentation 
of audits conducted by the facility. Interview with staff revealed that the staff was knowledgeable about 
facility 1:1 policy. Resident R1 was observed with continuous 1:1, and the 1:1 documentation was completed 
by the assigned staff. It was determined that the plan of correction was implemented and identified as past 
non-compliance. 28 Pa. Code 201.14(a) Responsibility of licensee28 Pa. Code 201.18(b)(1) Management28 
Pa. Code 201.18(b)(2) Management28 Pa. Code 211.10(d) Resident care policies28 Pa. Code 211.
12(d)(1)(5) Nursing services28 Pa. Code 211.12(d)(1) Nursing service
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Provide enough nursing staff every day to meet the needs of every resident; and have a licensed nurse in 
charge on each shift.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and staff interview, the facility failed to provide adequate staffing to ensure 
continuous supervision for Resident R1, who required 1:1 observation as ordered by the physician. This 
failure resulted in actual harm to Resident R1 who was left unsupervised, sustained a fall from the bed, 
requiring transfer to the hospital and diagnosis of traumatic head injury for one of five residents reviewed. 
(Resident R1) Findings Include: Review of facility assessment revealed under section titled, Function - Care 
Requirements 3. Staff/Personnel required: Consider the specific needs of each resident unit in the facility to 
adjust as necessary (i.e. number of staff, skill sets). This includes the staffing needs for each shift, such as 
day, evening, night, weekends, and adjust as necessary based on any significant changes to the resident 
population for person centered care planning. Cognitive care Requirements 3. Staff/Personnel required: 
Consider the specific needs of each resident unit in the facility to adjust as necessary (i.e. number of staff, 
skill sets). This includes the staffing needs for each shift, such as day, evening, night, weekends, and adjust 
as necessary based on any significant changes to the resident population for person centered care planning.
Review of the clinical record for Resident R1 revealed the resident was readmitted to the facility on [DATE], 
with diagnoses including restlessness and agitation, lack of coordination, and difficulty in walking.Review of 
the Entry/Discharge MDS (Minimum Data Set - assessment of resident care needs) for Resident R1 dated 
October 2, 2025, revealed the resident's cognitive skills for daily decision making were severely impaired. 
The MDS assessment indicated the resident was dependent on staff for transfers and toileting. There was no 
assessment of resident ambulation documented in the MDS.Review of the facility's incident investigation, 
dated October 17, 2025, revealed Resident R1, dependent on transfers and all ADLs, at approximately 4:35 
a.m., while Nurse Aide, Employee E3 was performing care to another resident, she heard a noise and 
immediately went to Resident R1's room where the resident was observed on the floor. The resident was last 
seen by Nurse aide, Employee E3 at 4:25 a.m., in bed, in a low position, with the call light within reach. 
Nurse aide, Employee E3 immediately called for the nurse, and upon assessment, Resident R1 was found 
with lacerations to the left eyebrow, forehead, and an abrasion on the left lower arm. Resident R1 was 
unable to recall the incident or report any pain. Further review of the facility's investigation revealed that the 
Nursing Supervisor and physician were notified and determined the resident should be sent to the hospital 
for evaluation due to head injury. The resident was transferred to the hospital for further evaluation via 
ambulance. Upon investigation, it was noted the resident was placed on 1:1 supervision due to increased 
behaviors on October 16, 2025. Follow-up call made to the hospital revealed the results of CT scan were 
positive for subdural hematomas. Investigation was immediately initiated. Employee E3 was suspended 
pending investigation. Investigation concluded and found that Employee E3 left Resident R1 unattended 
(without supervision) while providing care for another resident when the fall occurred.Review of a written 
statement from Nurse aide, Employee E3 dated October 17, 2025, at 4:35 a.m., revealed she was assigned 
to do 1:1 supervision with Resident R1 and left the room without notifying anyone to attend to other 
resident's personal hygiene needs. Nurse aide, Employee E3 indicated the resident was restless throughout 
the night. Employee further indicated the resident did not have non-skid footwear on because the resident 
removed them. Employee E3 stated she was not able to see Resident R1 from the room where she was 
providing care.Review of the hospital records dated October 17, 2025, confirmed the resident was admitted 
with diagnoses of Traumatic Brain Injury, Subarachnoid Hemorrhage (bleeding in the area between the brain 
and the thin tissues that cover and protect it) and cerebral contusion from the fall.Review of CT (Computed 
Tomography scan) of the head for Resident R1 dated October 17, 2025, revealed the scan results showed 
trace acute subarachnoid hemorrhage.Review of nursing note for Resident R1 dated October 17, 2025, 
revealed that at 4:35 a.m., the nurse was notified Resident R1 was on the floor. Upon arrival to resident's 
room, Resident R1 was observed at the bottom of the bed in a sitting position with a laceration to the left 
eyebrow area and the left side of the forehead. A skin abrasion on the left elbow was also seen. A 
neurological assessment was performed and noted to be normal within the resident's baseline. The 
physician was notified and ordered for the resident to be transfer to the hospital.Further review of the 
progress note revealed the resident was admitted with Traumatic Brain Injury.Review of nursing note for 
Resident R1 dated October 13, 2025, revealed that the resident was noted with safety concerns and 
provided 1:1 supervision.Review of physician progress note for Resident R1 dated October 13, 2025, at 9:56 
a.m., revealed the resident was on 1:1 supervision and to continue 1:1 supervision.Review of physician 
progress note for Resident R1 dated October 14, 2025, at 8:08 a.m., revealed during the weekend, staff 
reported continuous agitation and restlessness, with repeated attempts to get out of bed, requiring 
one-to-one supervision.Review of physician note for Resident R1 dated October 16, 2025, at 10:30 a.m., 
revealed a recommendation for fall precautions and 1:1 supervision.Observation of Resident R1 on 
November 3, 2025, at 11:00 a.m., revealed the resident was sitting in a recliner chair. The resident was 
constantly trying to get out of the chair unassisted, and the staff who was on 1:1 redirected the resident back 
to the chair.Review of staffing data submitted by the facility revealed the following:-On October 16, 2025, for 
night shift (October 16, 2025, 11:00 p.m. to October 17,2025,5 at 7 a.m. facility required 84 nurse aide hours 
(11.2 FTE-Full Time Equivalent) for a resident census of 168. Facility provided 60 hours of nurse aide hours, 
short of 24 hours. -Continued review of the staffing data revealed that On October 16, 2025, for night shift 
(October 16, 2025, 11:00 p.m. to October 17,2025,5 at 7 a.m. facility required 33.6 hours (4.20 FTE) of LPN 
(Licenses Practical Nurse) hours. Facility provided 32 hours (4.0 FTE) of LPN hours, short of 2 hours. 
Interview with the administrator on November 3, 2025, at 11:30 a.m., revealed on the night shift of October 
16-17, 2025, from 11:00 p.m. to 7 a.m., the facility had staffing issues. Nurse aides were rotated to provide 
1:1 supervision to Resident R1 throughout the shift while they were dividing time providing care to assigned 
residents. However, the nurse aide, Employee E3, who was assigned to be Resident R1's 1:1 supervision at 
approximately 4:30 a.m. left the 1:1 supervision assignment to provide personal care in a different room. 
Resident R1 fell shortly after the nurse aide exited the room. The administrator confirmed Resident R1, who 
was identified as needing on 1:1 supervision, should have been provided continuous close staff supervision. 
The administrator confirmed the facility was short-staffed for the night of October 16-17, 2025. The facility 
failed to provide adequate staffing to ensure continuous supervision for Resident R1, who required 1:1 
observation as ordered by the physician. This failure resulted in actual harm to Resident R1 who was left 
unsupervised, sustained a fall from the bed, requiring transfer to the hospital and diagnosis of traumatic head 
injury. Refer to F68928 Pa Code: 211.12 (d)(4) Nursing services 28 Pa Code: 211.12 (f)(3) Nursing 
services28 Pa Code: 201.14(a) Responsibility of licensee28 Pa Code:201.18(a)(3) Management
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