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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, interview, record review, and review of the facility's policies titled Safe Smoking
Standard and Fall Management, the facility failed to ensure an environment free from accident hazards for
two of 42 sampled residents (R) (R51 and R6). Harm was identified to have occurred on 7/30/2025, when
Certified Nursing Assistant (CNA)12 was independently providing a bed bath for R51, and the resident fell
from the bed. It was determined that R51 required two-person assistance for bed mobility (turning from left to
right in the bed). Findings included:A review of the facility's policy titled Fall Management, dated January
2025, indicated, The facility strives to reduce the risk of falls and injuries by promoting the implementation of
the Risk Reduction: Falls and Injuries Program. Residents are assessed for the fall risk factors. The
interdisciplinary team works with the residents and family to identify and implement appropriate interventions
to reduce the risk of falls or injuries while maximizing dignity and independence. A review of the facility's
policy titled Safe Smoking Standard, revised December 2022, indicated, No staff member, visitor, or resident
is permitted to smoke inside the building at any time, this includes e-cigarettes and smokeless products such
as chewing tobacco. The policy specified, Oxygen use is prohibited in the smoking area.1. A review of R51's
admission Record revealed the facility admitted R51 on 7/3/2025. According to the admission Record, the
resident had a medical history that included diagnoses of generalized muscle weakness and a need for
assistance with personal care. A review of R51's admission Minimum Data Set (MDS) assessment, with an
Assessment Reference Date of 7/9/2025, revealed R51 had a Brief Interview for Mental Status (BIMS) score
of 11, which indicated the resident had moderate cognitive impairment. The MDS indicated the resident was
dependent on the staff for bathing. A review of R51's Care Plan Report included a focus area initiated
7/28/2025 that indicated the resident required assistance with activities of daily living (ADL) care related to
activity intolerance, confusion, fatigue, impaired balance, and limited mobility. Interventions directed the staff
to provide the resident with extensive assistance from one staff member with bathing/showering per
schedule and as necessary, and that the resident required extensive assistance of two staff members to turn
and reposition in bed as necessary. A review of R51's progress note dated 7/30/2025, during the provision of
a bed bath by CNA12, when the resident was rolled, the resident's leg went off the side of the bed, which
caused the resident to roll off the bed onto the floor. Per the progress note, the resident hit their head, which
caused a laceration. The progress note indicated the resident was assessed by the Nurse Practitioner and
subsequently transferred to the emergency room for further evaluation and treatment. A review of R51's
hospital Visit Record dated 7/30/2025, indicated the resident fell out of the bed and hit their head while
getting a bed bath. The record indicated the resident had a laceration to the scalp, a four-centimeter (cm)
linear which was closed with skin glue and an adhesive. During an interview on 8/8/2025 at 2:49 pm, CNA12
stated she was told in the report when she started her shift for work about the needs of the residents, such
as whether they needed one or two people for assistance. CNA12 stated she took care of R51 on 7/26/2025
before the fall, and the resident did not require two-person assistance, so she thought it was okay to give the
resident a bed bath by herself. She stated the resident turned over onto their right side and just kept going.
CNA12 stated that when the resident's leg went off the side of the bed, the resident slid off the bed. She
stated the Director of Nursing (DON) and Administrator educated her to use two people with R51. CNA12
stated she did not mean for it to happen. During an interview on 8/8/2025 at 9:39 am, the Licensed Practical
Nurse Unit Manager (LPN UM) stated that two people should be used for a bed bath if the resident required
two people for bed mobility. The LPN UM stated that on 7/30/2025, when she entered R51's room, the
resident was wrapped up in the covers and lying on the floor with the covers draped off the bed. The LPN
UM stated the resident had a bleeding laceration to their forehead. During an interview on 8/8/2025 at 11:03
am, the DON stated the CNA should have two people for a bed bath if two people were needed for bed
mobility. The DON stated the CNA was giving R51 a bath, unassisted, and when she turned the resident
over, the resident just kept going off the side of the bed. She stated the resident got a laceration on their
forehead, first aid was rendered, and the resident was transferred to the emergency room for further
evaluation and treatment. According to the DON, CNA12 was in-serviced one-to-one to make sure she used
two people when giving care. During an interview on 8/8/2025 at 11:30 am, the Administrator stated the staff
should use two people for a bed bath if the resident required two persons to assist with bed mobility. The
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