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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to ensure supervision for 1 of 4 residents (Resident 1) reviewed 
for dental sedation. The failure to follow post sedation safety protocol resulted in Resident 1 to have an 
unwitnessed fall that caused a 10-centimeter (cm) laceration mid forehead that required 11 staples at the 
hospital. Findings included.Record review of facility's policy titled, Level of Supervision (LOS) 1.08, dated 
10/2024, showed that a LOS would be assigned to provide an appropriate degree of supervision for each 
resident. Direct care staff would check the LOS assigned in the resident's record daily. Definition for LOS 3 
was supervision must be positioned in a manner to protect the resident from or deter danger. Enhanced 
staffing [was] required.Record review of facility's policy titled, Nursing Standard Operating Procedure IV.A.17 
Sedation, dated 02/2024, showed that after receiving sedation, the Attendant Counselor (AC, a nursing 
assistant) would maintain close observation of the resident (LOS 3), maintain safety precautions as directed 
by the nurse and the resident would not be allowed to lay down in bed until released by the nurse.Resident 
1Resident 1 was admitted to the facility on [DATE] for a short-term respite stay and discharged back home 
on [DATE].Review of the resident's 07/31/2025 comprehensive assessment showed Resident 1 had severe 
intellectual disabilities (a condition that involves limitations on intelligence, learning and everyday abilities 
necessary to live independently), anxiety disorder (the mind and body's reaction to stressful, dangerous, or 
unfamiliar situations) and was blind. The resident was dependent on staff for their activities of daily living 
(dressing, toileting and bathing); however, they were independent with walking around in the cottage.Review 
of the 07/24/2025 care plan showed the resident would receive sedation prior to going to dental and upon 
return to the cottage the resident would be monitored by staff for drowsiness, eating problems and discomfort.
Review of the 07/31/2025 facility investigation showed Resident 1 received Lorazepam (a medication that 
has sedative and antianxiety effects) three milligrams (mg) on 07/29/2025 at 8:30 AM for a dental 
appointment. Later that day, Resident 1 had an unwitnessed fall in the cottage at 1:15 PM that caused a 
laceration to their forehead and required medical care at the hospital.Record review of the 07/29/2025 
Sedation Protocol Checklist showed Resident 1 was to remain in the wheelchair with a positioning belt and 
stay in the line of sight of staff until released by the nurse. The resident's vital signs were attempted prior to 
the sedation and every 30 minutes after until the resident returned to their baseline. Resident 1 would not 
allow their pulse or blood pressure to be measured; however, their level of consciousness and respiratory 
rate was monitored by the unit nurse and were within stable parameters. Resident 1 was drowsy and had not 
been released by the nurse prior to their injury.Review of statements included in the 07/31/2025 facility 
investigation showed that Staff D, AC, was working with Resident 1 just prior to the incident on 07/29/2025. 
Staff D transferred Resident 1 to their bed due to falling asleep in their wheelchair around 1:00 PM. Staff D 
watched Resident 1 from the bedroom door for about 10 minutes until Resident 1 appeared asleep. Staff D 
then went to the front of the cottage to wash their hands and chart. When done washing their hands, they 
heard a noise in the back of the cottage and found Resident 1 bleeding from their forehead, while standing in 
the hallway.Review of statements included in the 07/31/2025 facility investigation showed that Staff C, 
Licensed Practical Nurse, was the nurse on duty when Resident 1 was found with a laceration on their 
forehead. They reported they had not released Resident 1 from sedation observation and were not notified 
prior to the resident's transfer to bed.Review of the 07/31/2025 facility investigation conclusion showed Staff 
D failed to follow the sedation protocols to maintain line of sight of the resident.Review of a 07/29/2025 at 
2:49 PM progress note showed Staff C was called to attend Resident 1 at 1:14 PM after staff heard a loud 
thud in the back hall. Resident 1 was standing near their bedroom door with a bleeding laceration to their 
forehead. The laceration was measured 10 cm long by 2 cm wide and 0.5 cm deep. Pressure was applied 
and the resident was transported by ambulance to the hospital.During a telephone interview on 08/18/2025 
at 12:45 PM, Resident 1's Representative (RR) stated the facility reached them by phone by the time 
Resident 1 was in transport to the hospital. The staff stated they thought Resident 1 fell in the back hall and 
hit their head on a hard surface. The RR stated, the wound was horrific and was very upset this happened. 
The RR stated after returning home, they took Resident 1 to the hospital on [DATE] to have the staples 
removed. The RR stated the hospital staff instructed them to clean the wound two to three times a day and it 
would take a while to heal. The RR stated Resident 1 was very resistant to having the wound cleaned and it 
had become a fight.During an interview on 08/18/2025 at 1:20 PM, Staff D stated they knew Resident 1 was 
LOS 3 and thought they could leave the resident's bedside after they fell asleep. Staff D stated they did not 
know that LOS 3 with sedation required continuous line of sight until the nurse released the resident from 
monitoring. Staff D stated they should not have left Resident 1 alone in their room.During an interview on 
08/20/2025 at 10:15 AM, Staff A, Superintendent/NH Administrator, stated their investigation showed Staff C 
was new to day shift and had not been trained on the sedation protocol. We should have done a better job to 
protect [Resident 1].Reference: WAC 388-97-1060 (3)(g)This is a repeat citation from the Statement of 
Deficiencies dated 05/28/2025.
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