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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of the clinical record, facility documentation, facility policy and interviews for one (1) of three (3) 
residents (Resident #1) reviewed for falls, the facility failed to ensure the resident's side-rail was locked into 
place prior to directing the resident to turn onto their left side in bed resulting in a fall with injury. The findings 
include:Based on review of clinical records , facility documentation, facility policy and interviews for one (1) of 
three (3) sampled residents (Resident #1) who required assistance of one (1) staff member with bed mobility, 
the facility failed to ensure the resident's side-rail was locked into place prior to directing the resident to turn 
in bed which resulted in the resident falling out of bed and sustaining injuries. The findings include: Resident 
#1's diagnoses include dementia with agitation, a history of falling and age-related osteoporosis (weak, brittle 
bones). The quarterly Minimum Data Set assessment dated [DATE] identified Resident #1 had a Brief 
Interview for Mental Status (BIMS) score of three (3) out of fifteen (15) indicating severe impaired cognition 
and required substantial assistance for bed mobility and transfers. The Resident Care Plan dated 7/8/25 
identified Resident #1 had a deficit in self-care and functional mobility due to dementia. Interventions directed 
to utilize padded side-rails and partial to moderate assistance of one (1) staff with bed mobility. The resident 
kardex (care card) dated 7/16/25 identified Resident #1 utilized side-rails for assistance with bed mobility. 
The nurse's note dated 7/17/25 at 7:50 AM identified during care, NA #1 instructed Resident #1 to roll onto 
their side and grab the side-rail, the side-rail was not locked, and Resident #1 fell out of bed. The note 
indicated Resident #1's head hit the corner of the table and sustained a laceration to the head and bruising 
to the knees, Resident #1 was alert and complained of a headache. The note identified that the Medical 
Director was in the facility at the time of the incident and an order was obtained to transfer Resident #1 to the 
Emergency Department (ED) for further evaluation. The Facility Reported Incident form dated 7/17/25 
identified at 6:45 AM Resident #1 was receiving care in bed by NA #1, Resident #1 rolled onto his/her left 
side reaching for the side-rail with his/her right hand and when Resident #1 grabbed onto the side-rail and 
applied pressure, the side-rail lowered and Resident #1 subsequently rolled off the bed, striking his/her head 
on the bedside table sustaining a three (3) centimeter (cm) by 0.2 cm laceration (a cut/tear in the skin) and 
bruising to the right knee and lower leg. The report identified Resident #1 was assessed, the family and 
provider were notified of the incident, and a new order was obtained to transfer the resident to the 
Emergency Department (ED) for evaluation. The hospital ED note dated 7/17/25 identified Resident #1 was 
seen in the ED following a witnessed fall out of bed with a head strike sustaining a laceration to the head and 
abrasions (superficial injury to the skin caused by scraping or rubbing) to the right knee. The note identified 
imaging was completed and were negative for any acute fractures, two (2) staples were placed to the 
laceration to the back of the head and Resident #1 was to follow-up with their Primary Care Physician (PCP) 
for staple removal in ten (10) to fourteen (14) days. The nurse's note dated 7/17/25 at 3:15 PM identified 
Resident returned to the facility with two (2) staples to the back of the head and bruising to the right forearm, 
right knee, and right shin. Interview with NA #1, on 8/7/25 at 9:05 AM identified on 7/17/25 Resident #1 
required a bed change with morning care. NA #1 identified she lowered the left side-rail, made the left side of 
the bed and then raised the left side-rail back up. NA #1 reported she turned Resident #1 onto his/her left 
side and requested Resident #1 turn a little more, when Resident #1 grabbed onto the left side-rail with 
his/her right arm, the side-rail lowered down and Resident #1 rolled off the left side of the bed, hitting their 
head on the nightstand and falling to the floor, landing on his/her right side between the bed and the window. 
NA #1 reported she yelled for the nurse and the 11PM-7AM Nursing Supervisor came to assess Resident 
#1. NA #1 identified that although she pulled the left side-rail back up after lowering it to put the fitted sheet 
on the mattress, she failed to ensure the side-rail clicked and locked back into place. Interview with the 
Director of Maintenance on 8/6/25 at 12:55 PM identified following Resident #1's fall out of bed on 7/17/25, 
all the beds within the facility were checked, the side-rails were inspected and found to be in working order 
without issues. The Director of Maintenance reported the side-rails are inspected annually and as needed 
and the last inspection was 12/16/24 through 12/24/24. Interview with the Director of Nursing (DON) on 
8/6/25 at 1:25 PM identified that for all residents who utilize side-rails for bed-mobility/enablers, staff are 
expected to ensure the side-rails are locked into place prior to providing any bed-level care to a resident. The 
DON reported following her investigation of the 7/17/25 fall, if NA #1 had ensured the left side-rail was raised 
in the locked position, Resident #1 would not have fallen out of bed and sustained the laceration to his/her 
head that required two (2) staples. Interview with the Staff Development Nurse, RN #3, on 8/6/25 at 1:50 PM 
identified that for all new employees, bed-mobility education is provided during orientation, which included 
side-rails and ensuring that they are in a locked position prior to providing bed-level care for residents who 
utilize them. RN #3 indicated that bed mobility and side-rails are also reviewed in the annual education and 
competencies, which NA #1 last completed on 10/16/24 along with a review of the Certified Nursing 
Assistant (CNA) Standards of Care which includes providing overall safety to all residents. RN #3 identified 
NA #1 should have ensured the side-rails, on Resident #1's bed, were raised and in the locked position prior 
to turning Resident #1. Although attempted, an interview with RN #1 was not obtained. Review of the Side 
Rail policy dated 1/2025 directed, in part, that the use of partial side rails will be documented on the 
resident's plan of care and nursing staff will report any side rail concerns to the maintenance department.The 
facility identified the deficient practice and developed an immediate plan of correction for past noncompliance 
as of July 31, 2025.Staff education: To ensure the safety of residents who require assistance with care and 
the use of side rails, nursing staff must check that the side rails are in locked position before providing care. 
Staff should immediately report any concerns regarding bed equipmentConducted a facility house audit of all 
who require the use of side rails are functioning appropriately to ensure resident safetyRandom weekly Care 
Audits will be conducted weekly times four (4), monthly for three (3) and/or substantial compliance to ensure 
side rails are locked and good working orderResults of audits will be reviewed during next QAPI meeting.
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