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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, facility staff failed to provide implement post fall interventions for 
one of three sample residents (Resident 1). Facility failed to: 1. Ensure Resident 1's bed was maintained in 
the lowest position to help prevent additional falls. This deficient practice placed Resident 1, identified as a 
fall risk, at increased risk for further falls and potential injury. Findings: During a review of Resident 1's 
admission Record, the admission Record indicated Resident 1 was admitted to the facility on [DATE] with 
diagnoses including hemiplegia (total paralysis of the arm, leg, and trunk on the same side of the body), 
hemiparesis ( a condition that causes partial paralysis or weakness on one side of the body) following 
intracranial hemorrhage (a bleeding inside the skull from a ruptured blood vessel ) affecting left dominant 
side. During a review of Resident 1's Minimum Data Set ([MDS] resident assessment tool), dated 
11/24/2025, the MDS indicated Resident 1's had severe cognitive impairment for daily decision-making. The 
MDS indicated Resident 1 was dependent (helper does all of the efforts, resident does none of the efforts to 
complete the activity) with transfers between surfaces, including from bed to chair and from chair to bed (or 
wheelchair). During a concurrent observation and interview on 12/26/2025 at 2:00 pm with Resident 1, 
Resident 1 was observed in bed, alert but confused. At the time of observation, the bed was in the highest 
position. Resident 1 stated that she remembered falling on the floor while trying to clean the carpet and move 
items around. She told staff not to do that again and called for help. Resident 1 was unable to recall the 
exact date or location of the fall. During the observation and interview, Certified Nursing Assistant (CNA) 1 
was present in Resident 1's room and assisted resident with personal care. After completing care, CNA 1 left 
the room without lowering the bed to the lowest position for safety. CNA 1 did not return to Resident 1's room 
to place the bed in lowest position for safety. The bed remained in the highest position until the surveyor 
exited the room. During an interview on 12/26/2025 at 2:13 pm with CNA 2, CNA 2 stated she was assigned 
to Resident 1 on 12/11/2025, the day the resident fell. CNA 2 reported that she did not witness the fall but 
found Resident 1 lying sideways on the floor in her room. CNA 2 reported Resident 1 stated she fell from her 
wheelchair while trying to turn off the television. CNA 2 noted that Resident 1 experiences intermittent 
confusion but was able to communicate and follow instructions well prior to the fall on 12/11/2025. During a 
concurrent observation and interview on 12/26/2025 at 2:45 pm with the Registered Nurse Supervisor (RNS) 
in Resident 1's room, the bed was observed in the highest position. The RNS stated that he was aware of 
Resident 1's fall incident and that the intervention implemented after the fall was to keep the bed in the 
lowest position and relocate Resident 1 near the nursing station. The RNS acknowledged that the bed 
should remain in the lowest position for safety, even though the residents require assistance with turning and 
repositioning. He stated while they did not expect the resident to attempt getting out of bed, leaving the bed 
in the highest position could lead to another fall. The RNS stated that staff will be re-educated through 
in-service training to always keep beds in the lowest position. During a follow-up phone interview on 
12/26/2025 at 3:38 pm with CNA 1, CNA 1 stated that when she last saw Resident 1, the bed was in the 
lowest position, and she did not know who left the bed in the highest position. When asked why she left the 
bed in the highest position after assisting the resident in the surveyor's presence, CNA 1 explained that she 
was rushing to attend to another resident. CNA 1 suggested that licensed staff might have raised the bed for 
medication administration or treatment. CNA 1 stated it was important to always keep the bed in the lowest 
position for safety and to prevent another fall. During an interview on 12/26/2025 at 4:20 pm with the Director 
of Nursing (DON), the DON stated that fall prevention in-service training has been conducted with all staff 
and was ongoing. The DON stated she was surprised that Resident 1's bed was found in the highest 
position, given that the resident was identified as a fall risk. The DON stated that keeping the bed in the 
lowest position was one of the interventions in place. She stated that she will monitor staff compliance and 
continue reinforcing in-service education to ensure adherence to safety measures. During a review of the 
facility policy and procedure (P&P) revised on 3/1/ 2018, titled Falls and Falls Risk, managing the P&P 
indicated The staff will monitor and document each resident's response to intervention intended to reduce 
falling or the risks of falling
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