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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews, review of clinical record, and review of facility policy and procedure, the facility failed to ensure a 
care plan was developed and implemented to meet the needs of a resident (#2) regarding falls. The deficient 
practice could result in residents not receiving necessary individualized care and services to meet their 
specific needs.-Findings include:Resident #2 was admitted to the facility on [DATE], with diagnoses that 
included unspecified intracranial injury without loss of consciousness, Alzheimer's disease with late onset, 
bipolar disorder, chronic obstructive pulmonary disease, and major depressive disorder.A quarterly minimum 
data set (MDS) assessment dated [DATE], revealed Resident #2 had a Brief Interview for Mental Status 
(BIMS) score of 4, indicating severe cognitive impairment. Section GG revealed the resident had no upper or 
lower extremity functional range of motion impairments on one side. Additionally, Section GG revealed the 
resident required supervision or touching assistance to perform rolling in bed to the left and right side.A care 
plan dated August 23, 2022, revealed Resident #2 has had an actual fall due to poor 
communication/comprehension, poor balance, and self-transfers from bed. Interventions included to keep 
bed in low position and to place fall mat beside bed on floor when resident is in bed. There was no evidence 
to specify whether a fall mat should be placed on the left side, the right side, or on both sides of the bed.
Review of the clinical record revealed no evidence to specify that a fall mat should be placed on the left side, 
the right side, or on both sides of the bed.A Weekly Skin Check dated June 13, 2025, revealed Resident #2 
had no skin impairments.An e-Interact Summary for Providers note dated June 17, 2025, revealed that the 
resident's change of condition was related to a fall, and that Resident #2 complained of lower back pain 
during brief changes. Provider feedback included to administer Tylenol and monitor for any increase in pain.
A late entry General Progress Note effective June 17, 2025, and created by the Director of Nursing (DON / 
Staff #16) on June 22, 2025, revealed the staff nurse assessed the resident on the floor for injuries, no 
visible injuries noted. The resident was assisted to the bed with two staff assistance using a hoyer lift. The 
resident's vital signs were within normal limits, and neuro checks administered per protocol after an 
unwitnessed fall.The clinical record was reviewed and revealed no evidence of whether the resident's bed 
was low, or that a fall mat was beside the bed at the time of the fall, or if the resident fell onto the fall mat, or 
what side of the bed the resident fell from.A Health Status Note dated June 18, 2025, revealed the provider 
was called due to Resident #2's lower back pain, and a new order was received for lumber spine and pelvic 
x-rays.A Medical Practitioner Note dated June 18, 2025, revealed that Resident #2 was seen because of a 
fall that occurred during the night. The note revealed that the resident does have a fall mat on one side of 
bed, but fell on the other side. The resident was in bed, and was found on the floor. The resident complained 
of back pain and when examined, she was complaining of pain over the left sacral area and left hip area.A 
Weekly Skin Check dated June 19, 2025, revealed the resident had a nickel size abrasion on the front of the 
right knee and bruising to the top of the right foot probably from her fall.An interview was conducted on 
August 27, 2025, at 9:47 a.m. with a Certified Nursing Assistant (CNA / Staff #33) who was the scheduled 
CNA on Resident #2's hallway during day shift of June 17, 2025. Staff #33 stated that she was not working at 
the time Resident #2 fell on June 17, and that Staff #33 believed the resident fell after her shift ended. Staff 
#33 stated that she did not know if Resident #2 was supposed to have a fall mat on the left side, the right 
side, or both sides of the bed.On August 27, 2025, at 9:55 a.m, a telephonic interview was attempted with a 
Registered Nurse (RN / Staff #90), who was the scheduled day shift nurse on June 17, 2025, and who was 
no longer employed by the facility. A voicemail was left for a return call. The staff member did not return the 
call.A telephonic interview was conducted on August 27, 2025, at 10:17 a.m. with a CNA (Staff #53) who 
stated that she remembered Resident #2 and her fall on June 17, 2023, and that she was working on the 
resident's hallway that date. Staff #53 stated that it was around the time of shift change in the evening, and 
that Staff #53 and the floor nurse (Staff #81) entered Resident #2's room and found her on the floor. Staff 
#53 stated that the resident's bed was not low, and that right away we saw the bed was high. Additionally, 
Staff #53 stated that the resident did not have a fall mat at the bedside. Staff #53 stated that Resident #2 is 
supposed to have fall mats on both sides because she moves around in the bed a lot, and that because the 
resident has dementia and impaired cognition, she cannot be instructed to only get out of bed on one side. 
Staff #53 stated that Staff #81 assessed the resident right away and that they assisted the resident with a 
hoyer lift back into the bed. Staff #53 stated that the resident started screaming in pain when she was back in 
bed, and that Staff #81 administered the resident Tylenol for the pain, and continued to monitor the resident 
through the night. Staff #53 stated that after the fall, it was hard to turn Resident #2 in bed, because the 
resident was in pain.A telephonic interview was conducted on August 27, 2025, at 10:28 a.m. with a 
Licensed Practical Nurse (LPN / Staff #81). Staff #81 stated that Resident #2 had a fall during her shift on 
June 17, 2025. Staff #81 stated that she entered the room and noticed Resident #2 was on the floor, and that 
she assessed the resident, and did not notice any visible injuries, and that Staff #81 and the CNA (Staff #53) 
assisted the resident back into the bed. Staff #81 stated that she knew that there was no fall mat under the 
resident at the time of the fall, and that she was not sure if Resident #2 was supposed to have a fall mat, but 
that there was not a fall mat present.An interview was conducted with an MDS nurse and RN (Staff #7) on 
August 27, 2025, at 11:26 a.m. Staff #7 stated that the facility develops care plans for residents by 
incorporating data from assessments that the nurses and other department staff complete, and by creating 
goals and care plan interventions through collaboration between the Director of Nursing (DON), the Assistant 
Director of Nursing (ADON), and other departments. Staff #7 confirmed that the interventions to keep bed in 
low position and to place fall mat beside bed on floor when resident is in bed initiated in 2022 were part of 
the current care plan. Staff #7 stated that the staff determine if a resident is at risk for falls by completing a 
fall risk assessment done on admission, and that the care plan gets updated if a resident has a fall. Staff #7 
additionally stated that floor staff can access a resident's care plan through the electronic medical record, so 
that care team members can see what interventions are in place for each resident. The care plan for 
Resident #2 was reviewed together, and Staff #7 stated that the intervention place fall mat beside bed on 
floor when resident is in bed means that when the resident is in bed, to have a fall mat beside the bed so that 
the resident would have a cushion to prevent major injury if they did fall or roll out of bed. Staff #7 stated that 
unless the care plan specified for the fall mat to be on the left or the right side, then it would mean for a fall 
mat to be on both sides of the bed.An interview was conducted with the DON (Staff #16) on August 27, 2025, 
at 12:58 p.m. The DON stated that the MDS nurse facilitates the development of comprehensive care plans 
for residents, and that interventions are discussed in morning clinical meetings. The DON stated that the 
facility determines if a resident is at risk for falls by completing fall risk assessments, and then the 
interventions are discussed in morning meeting to determine which interventions would be best for residents. 
The DON stated that staff can look up the care plan for each resident through the electronic medical record 
to see which interventions are in place for each resident. The care plan was reviewed for Resident #2, and 
the DON stated that the intervention place fall mat beside bed on floor when resident is in bed means to 
have the fall mat on the side of the bed that the resident was falling to previously. The DON reviewed the 
clinical record for Resident #2, and could not state which side of the bed the resident was falling to prior to 
her fall on June 17, 2025. Additionally, the DON stated that the care plan did not specify if the resident was 
supposed to have a fall mat on the left side, the right side, or both sides of the bed. The DON stated that for 
Resident #2, a fall mat should have been on both sides of the bed.Review of the facility policy titled Care 
Planning, revised January 2024, revealed that a comprehensive person-centered Care Plan will be 
developed for each resident. The Care Plan will include measurable objectives and timetables to meet a 
resident's medical, nursing, mental and psychosocial needs. Each resident's Comprehensive Care Plan will 
describe the services that are to be furnished to attain or maintain the resident's highest practicable physical, 
mental and psychosocial well-being. The Interdisciplinary Team (IDT) will revise the Comprehensive Care 
Plan as needed at the following intervals: per RAI schedules; as dictated by changes in the resident's 
condition; in preparation for discharge; to address changes in behavior and care; and other times as 
appropriate or necessary.Review of the State Operations Manual, Appendix PP, issued August 8, 2024, 
revealed that under section S483.21(b)(1), the facility must develop and implement a comprehensive 
person-centered care plan for each resident, consistent with the resident rights, that includes measurable 
objectives and timeframes to meet a resident's medical, nursing, and mental and psychosocial needs that 
are identified in the comprehensive assessment. The comprehensive care plan must describe the services 
that are to be furnished to attain or maintain the resident's highest practicable physical, mental, and 
psychosocial well-being. The intent is so that each resident will have a person-centered comprehensive care 
plan developed and implemented to meet his or her preferences and goals, and address the resident's 
medical, physical, mental and psychosocial needs.
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