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Based on observation, interview, and record review, the facility failed to ensure that a resident who requires 
maximum assistance with bed mobility was turned safely during provision of care. This failure resulted in R1 
rolling out of bed and landing with his face on the floor, sustaining a laceration to his left forehead. R1 was 
sent to the emergency room and received 12 stitches on his forehead. This applies to 1 of 3 residents (R1) 
reviewed for fall incidents in the sample of 3.The findings include: R1 had multiple diagnoses including, 
atherosclerotic heart disease of native coronary artery without angina pectoris, unspecified anxiety disorder 
and personal history of traumatic brain injury, based on the face sheet.R1's annual MDS (Minimum Data Set) 
dated September 30, 2025, showed R1 was severely impaired with cognitive skills for daily decision making. 
The MDS showed that R1 had functional limitation to both lower extremities. The same MDS showed that R1 
required total assistance from the staff with toileting hygiene and lower body dressing and required 
substantial/maximum assistance from the staff with bed mobility- from lying on his back to rolling to the left 
and right sides and returning to back lying position in bed.R1's progress notes dated October 3, 2025, at 
6:26 PM, created by V3 (Licensed Practical Nurse/LPN) showed, At [1:20 PM] notified by [CNA/Certified 
Nursing Assistant) that resident was on the floor. Upon entering room, observed resident lying face down 
between bed and wall. Blood observed on floor under head. Applied pressure to laceration noted on 
forehead. Immediately called 911. Resident was unable to state what happened. CNA stated that during brief 
change [patient] suddenly swung his legs over the side and rolled out of bed. She was unable to catch him. 
NP (Nurse Practitioner) notified. The same progress notes showed that R1 was sent to the hospital at 1:25 
PM.R1's progress notes dated October 3, 2025, at 11:23 PM, showed that the resident returned from the 
hospital at 8:40 PM. It was documented that, He is alert and oriented x 2, disoriented to time per usual. He 
was c/o (complaining of) a headache. PRN (as needed) pain medication administered. The same progress 
notes showed that R1 received 12 stiches to his forehead laceration while in the emergency department and 
R1's head was wrapped in gauze.R1's hospital notes dated October 3, 2025, showed, [Patient] to 
[emergency department] after suicidal attempt. [Patient] deliberately threw himself to ground striking his 
forehead. [Patient] arrived with laceration to left forehead.On October 4, 2025, at 12:38 PM, R1 was in bed, 
awake and verbally responsive. R1 had a bandage around his head. R1 was asked why he had a bandage 
on his head and the resident responded that he rolled out of bed, fell on the floor and sustained an open 
wound on his head. R1 was asked how he rolled out of bed, the resident stated, I don't know I slipped out of 
bed. When asked if anyone was present when he fell out of the bed, R1 responded that he was in the room 
by himself.On October 4, 2025, at 1:23 PM, V3 (LPN) stated that on October 3, 2025, between 12:00 and 
1:00 PM, while on her break she was informed by V4 (CNA) that R1 fell out of bed. She was informed by V4 
that while turning R1 towards the left side to change the resident's disposable brief, R1 swung his leg over 
the bed and rolled out of bed. V3 stated that when she went to R1's room to assess the resident, R1 was on 
the floor, on the left side of the bed, between the bed and the wall, away from the door. V3 stated that R1 
was lying on his stomach with his head turned to his (R1) left side, facing towards the door. According to V3, 
there was a pool of blood on the floor, by the resident's head area and she was not able to assess where the 
bleeding was coming from. V3 stated that the staff did not move R1 due to fear of further injury and that 911 
was immediately called because the resident was on anticoagulant medication. V3 stated that while R1 was 
on the floor, the resident remained alert and when asked how he was doing, R1 moaned and responded that 
his face hurt. V3 stated that after calling 911, the emergency personnel came to the facility within five 
minutes, transferred R1 from the floor to the stretcher and transported the resident to the hospital.On 
October 4, 2025, at 1:54 PM, V4 (CNA) stated that on October 3, 2025, between 12:00 and 1:00 PM, she 
was changing R1's disposable brief while the resident was in bed. V4 stated that she was providing the care 
by herself and that R1 was able to assist with turning, by moving/turning his leg towards the direction of 
where he was being turned. According to V4, while R1 was in the middle of the bed, she turned the resident 
on his (R1) left side, towards the wall, away from her (V4). V4 stated that while turning R1 on his left side, 
away from her (V4), the resident swung his right leg over the edge of the bed and R1 rolled out, then fell on 
his face on the floor. V4 stated that R1 was bleeding somewhere on the head, but she was not sure of the 
exact site, because there was so much blood on the floor. V4 stated that she immediately called V3 (LPN) to 
inform of the fall. V4 stated that R1 was not moved while on the floor until 911 personnel came and 
transported the resident to the hospital. According to V4, before providing care to R1 on October 3, 2025, 
she raised the height of the resident's bed for easy access. R1 was calm and cooperative during the care. 
R1 was using an air mattress that was plugged on the wall's electrical socket. V4 stated that R1's air 
mattress was flat (not scooped and/or no side bolsters) and there were no bedrails attached to the bedframe, 
nor was there any other device to prevent R1 from rolling out of bed away from her during the turning 
procedure. V4 stated that because R1 was naked during the provision of care, she (V4) had no other means 
to grab on to R1 and prevent the fall either.R1's care plan last revised on July 12, 2025, showed that the 
resident has an ADL (activities of daily living) self-care performance deficit. The said ADL care plan showed 
multiple interventions including, Bed mobility: The resident required extensive assistance by staff to turn and 
reposition in bed and Side rails: Resident uses 2 quarter side rails in bed for turning and repositioning. 
Instruct resident to grab onto side rail and gently pull self to side lying position. Two quarter bed rails up to 
aide in mobility. Both above-mentioned interventions were initiated on December 28, 2024, and were the 
active plan of care when R1 had the fall incident on October 3, 2025. On October 7, 2025, at 9:32 AM, V2 
(Director of Nursing) stated that all residents at the facility are expected to be safe during provision of their 
care by the staff and that no resident should roll out of bed and fall, sustaining injury while being turned by 
the staff. V2 stated that two quarter side rails should be present in R1's bed for turning and repositioning of 
the resident to aide in bed mobility as part of R1's plan of care. According to V2, I do agree that if the 
bilateral quarter side rails were present, it would have potentially stopped the resident from rolling out of bed 
and sustaining the injury.On October 7, 2025, at 9:56 AM, V5 (Nurse Practitioner) stated she was aware that 
R1 was sent to the hospital via 911 after a fall with injury on October 3, 2025. V5 stated that she had read 
the emergency department notes dated October 3, 2025, documenting that R1 had suicidal attempt by 
deliberately throwing himself to the ground. According to V5, she sees R1 at the facility once a month. R1 
was cognitively impaired and not a reliable historian. R1 had history of traumatic brain injury which she 
believes leads to some form of probable dementia. V5 stated that he had seen resident at the facility after 
the fall incident, and he denied suicidal attempt/ideation. V5 further stated that there was no psychiatric 
evaluation done at the hospital on October 3, 2025, which is a routine evaluation at the emergency 
department. This led her (V5) to believe that the emergency department does not believe the suicidal attempt 
was true. During the same interview, V5 stated that residents at the facility should be safe during the 
provision of their care by the staff. V5 stated that she expects the staff to provide all necessary safety 
measures to ensure that resident does not roll out of bed and sustain injury during provision of care. 
According to V5, the facility should implement their own plan of care for R1, including providing the two 
quarter side rails for turning and/or repositioning the resident to aide in bed mobility. Additionally, V5 stated 
that if the plan of care to have the two quarter side rails was implemented, it could have potentially prevented 
R1 from rolling out of bed and sustaining lacerations on his forehead requiring 12 stitches.
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