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Initial Comments 

Complaint Investigation 2611226/2730102 

Final Observations 

Statement of Licensure Violations: 

300.1210 b) 

300.1210 c) 

300.1210 d)6) 

Section 300.1210 General Requirements for Nursing and 
Personal Care 

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident. 

c) Each direct care-giving staff shall review and be
knowledgeable about his or her residents' respective
resident care plan. 

d) Pursuant to subsection (a), general nursing care
shall include, at a minimum, the following and shall be
practiced on a 24-hour, seven-day-a-week basis: 

6) All necessary precautions shall be taken to assure
that the residents' environment remains as free of
accident hazards as possible. All nursing personnel
shall evaluate residents to see that each resident
receives adequate supervision and assistance to prevent
accidents. 

These regulations were not met as evidenced by: 

On 2/2/26 at 3:43 PM, V4, Licensed Practical Nurse 
(LPN), said R1 was a very high risk for falling. R1 was
confused and he would just get up, but he wasn’t really
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able to walk at that time. V4 said R1 just returned 
during her shift (on 1/3/26) from the hospital after 
falling earlier. V4 said she could hear the thud at the
nurse’s station, and she automatically knew R1 fell 
again because he kept falling. V4 said R1 was face down
on his stomach with blood around his head. V4 said R1 
probably hit his head on the floor because he was not 
near any furniture. V4 said they had not put the fall 
mat down because R1 would trip over the mat; it would 
have put him at a higher risk. V4 said she 
automatically called 911 and got him out of there. 

On 2/2/26 at 1:22 PM, V2, Director of Nursing (DON), 
said she did one report on all three of R1’s falls 
since they happened so close together. V2 said R1 went
to the hospital after his second fall that shift (on 
1/2/26) and had to have staples for a laceration to his
scalp. V2 said they implemented a one-inch floor mat to
be placed next to R1’s bed after his second fall that 
day. V2 said R1 returned from the hospital and fell 
again about an hour later. V2 R1 was found over by his
roommate’s bed. V2 said R1 had dementia and was 
confused at his baseline and was definitely a fall 
risk. V2 said R1 was again sent to the hospital. V2 
said R1 sustained a cervical fracture, started having 
swallowing difficulties, and expired in the hospital. 

On 2/2/26 at 11:02 AM, V7, LPN, said R1 kept trying to
get out of bed. R1 was very agitated that morning 
(1/2/26), then he slid out of bed; it was witnessed. V7
said he didn’t have any floor mats. V7 said R1 had a 
skin tear on his arm as a result. V7 said R1 was a fall
risk, he was confused and he had dementia. V7 said R1 
did not go to the hospital after that fall. 

On 2/2/26 at 12:03 PM, V3, Assistant DON, said R1 was a
fall risk. V3 said they implemented fall mats after one
of R1’s falls. V3 said if he had a patient who had 
fallen twice the previous shift, he would do more 
frequent checks and may want to have them at the 
nurse’s station to keep a better eye on them. V3 said 
they would need to be monitored more closely. 

On 2/2/26 at 9:31 AM, V5, LPN, said they use mats and 
low beds for residents who might roll out of bed and 
those who are at high risk of falling to prevent 
injury. V5 said they are implemented whenever the 
resident is in their bed. 

R1’s Progress Notes dated 1/2/26 at 11:59 PM show R1 is
aggravated and attempting to crawl out of bed, then on
1/2/26 at 1:02 PM, Progress Notes show R1 fell and had
a new skin tear. On 1/2/26 at 1:05 PM, R1’s Progress 
Notes show R1 has had a change in his mobility 
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described as being unable to walk independently. R1’s 
Progress notes dated 1/2/26 at 7:59 PM show R1 was 
found on the floor bleeding from his scalp. R1 was sent 
to the hospital. R1’s Progress Notes was dated 1/3/26 
at 1:13 AM show R1 returned to the facility with the 
following diagnoses: scalp laceration with three 
staples to his left forehead, skin tear of left upper 
arm, fall from standing, blunt head injury, and 
contusion of right knee. R1’s Progress Notes written by 
V4 at 1/3/26 at 2:49 AM show 911 was called due to a 
fall. 

R1’s most recent care plan provided by the facility 
shows R1 was admitted to the facility on 12/12/25. His 
diagnoses include, but are not limited to, dementia, 
insomnia, hearing loss, adjustment disorder with 
depressed mood, major depressive disorder, and repeated 
falls. R1’s care plan initiated 12/12/25 shows R1 has a 
potential to fall and is at risk of injury from falls.
A one-inch floor mat was to be placed beside R1’s bed 
beginning 1/2/25. 

R1’s hospital records written by V14, Physician 
(Hospitalist), dated 1/4/26 at 6:36 PM show R1 was 
admitted after three falls within 24 hours resulting in 
closed fractures of the fifth and seventh cervical 
vertebrae, nasal bone and septal fractures, and a tooth 
fracture confirmed by CT imaging of the head, face, and 
cervical spine. R1 also sustained a scalp laceration 
and blunt head trauma. During hospitalization, new 
swallowing issues and quadriparesis (weakening in all 
four limbs) were reported prompting a transition to 
comfort-based care. Comfort only measures were 
initiated. 

R1’s Certificate of Death Worksheet shows R1 died 
1/5/26 as an impatient at a local hospital. The 
cause(s) of R1’s death is respiratory failure due to 
aspiration pneumonitis due to (or as a consequence of) 
quadriparesis due to multiple vertebral fractures due 
to (or as a consequence of falls). 

(A)
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