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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interview, the facility failed to implement interventions of two staff for bed mobility for a 
dependent resident (Resident B) to prevent a fall from bed when the resident rolled from the bed during care 
and struck their head on a nightstand, resulting in a major head injury and hospitalization in the Intensive 
Care Unit (ICU). (Resident B) This deficient practice was corrected on 7/29/25, prior to the start of the 
survey, and was therefore past noncompliance. Findings include:Resident B's clinical record was reviewed 
on 7/30/2025 at 10:00 a.m. Diagnoses included chronic obstructive pulmonary disease (COPD), type 2 
diabetes, dementia, stage 2 chronic kidney disease, atherosclerotic heart disease, anxiety, depressive 
disorder, hydrocephalus (buildup of fluid in brain) and aortocoronary bypass. Resident B admitted to the 
facility on [DATE] from another skilled facility.Review of the admission observation, dated 7/17/2025, 
indicated the resident required partial to moderate assistance for rolling left to right.A care plan, dated 
7/17/2025, indicated the resident required two-person assistance for bathing and dressing. The resident 
required a mechanical lift for transfers and a wheelchair for mobility.An admission fall risk assessment, dated 
7/17/2025, indicated the resident was alert and oriented to person, place and time. The resident had no falls 
within the past 30 days. The resident was chair bound and was not able to perform function for gait/balance.
A physical therapy evaluation and treatment plan, dated 7/21/2025, indicated the resident was dependent for 
bed mobility. An occupational therapy evaluation and plan of treatment, dated 7/21/2025, indicated the 
resident was dependent for bed mobility.A facility self-reported incident, dated 7/26/2025, indicated during 
care, a CNA assisted Resident B in positioning onto her side. The resident rolled off the bed and her head 
made contact with the nightstand located next to the bed. The resident appeared to have a change in her 
level of consciousness. The charge nurse was called, and the resident was sent to the hospital for evaluation 
and treatment. A small laceration to the back of the head with a scant amount of blood was noted. Upon 
arrival, the resident was noted to have new onset of atrial fibrillation with RVR (rapid ventricular response) 
and was placed in observation. A progress note, dated 7/25/2025 at 7:48 p.m., indicated the resident was 
accidentally rolled out of the bed. She hit her head on the dresser next to the bed. 911 was called and the 
resident was sent to the hospital. The incident was witnessed by the aide in the room (CNA 3) and the 
resident was unconscious for a couple of minutes.A progress note, dated 7/26/2025 at 5:21 p.m., indicated 
when the aide was assisting the resident, the resident got too close to the side of the bed and rolled onto the 
floor, hitting her head on the dresser. She had a bump on the left front side of her head and a small opening 
on the back of her head with some bleeding. Pressure was applied to stop the bleeding. She was also placed 
on her side and was assessed. Neurological assessment was completed and she was alert and oriented to 
person and time.The facility investigation of the fall included a written statement, dated 7/25/2025, from CNA 
3 who indicated that while she provided incontinence care to Resident B, she rolled the resident onto her 
side and continued with the care. During the process, the resident unexpectantly rolled further and fell from 
the bed and hit her head. A written statement, dated 7/25/2025, from LPN 1 indicated she heard CNA 3 yell 
from Resident B's room. When she arrived, the resident was on the floor and was unconscious for a few 
minutes. The resident was turned to her side and pressure was applied to the back of her head due to 
bleeding. The resident was able to communicate after a few minutes. Vital signs included temperature 98.3, 
blood pressure 147/78, heart rate 102 beats per minute and respirations 22 per minute. The resident had an 
oxygen saturation of 94% and complained of head pain where her head had been struck. 911 was called and 
the resident was transported to the hospital for evaluation and treatment. A head CT (radiology study), dated 
7/25/2025, indicated a small amount of traumatic left frontal subarachnoid hemorrhage (bleeding in space 
between brain and membrane). No subdural or epidural (other layers of the skull and brain) hematoma. No 
parenchymal hemorrhage. Ventricles are stable in size. No skull fracture. IMPRESSION: 1. Small amount of 
traumatic left frontal subarachnoid hemorrhage. No skull fracture.The Emergency Department provider note, 
dated 7/25/2025, indicated Resident B presented with complaints of a fall at the nursing home, hitting the 
back of her head on the nightstand. She stated she was not sure why she fell. She was normally 
non-ambulatory and used a wheelchair. Reported she had a headache. Denied lightheadedness or 
dizziness. Denied dyspnea (shortness of breath). Denied chest pain. Denied nausea or vomiting. She was 
without fever, tachycardic (rapid heart rate) with heart rate in the 100s, normotensive (normal blood 
pressure), with oxygen saturation stable on room air. Head CT demonstrated a small amount of traumatic left 
frontal subarachnoid hemorrhage with no skull fracture. Neurosurgery was consulted and recommended 
admission to ICU for close neurological monitoring and repeat head CT in the morning.A Pulmonary 
admission note, dated 7/26/2025, indicated Resident B was not ambulatory at baseline and mobilized with a 
wheelchair. She presented to the hospital following a fall where she hit the back of her head to the 
nightstand. On arrival, she had a small subarachnoid hemorrhage. Unfortunately, this progressed on CT 
scan this morning with expansion of subarachnoid hemorrhage along with new intracranial hemorrhage as 
mentioned below. Neurosurgery evaluated and recommended CT angiogram as well as repeat CT head later 
today. Patient will be initiated on Keppra (seizure medication) for moderate to severe TBI (traumatic brain 
injury). She was in A-fib with RVR. She had an expanding intracranial hemorrhage and remained at risk for 
brain herniation (shifting). She had garbled speech. She was also weak on her right side. Repeat CT of the 
head showed new expansile 2.9 x 3.7 x 3.8 centimeter left frontal intraparenchymal hematoma and 
enlargement of adjacent left cerebellar hemorrhage. Mild new mass effect (pushing) on the left ventricle 
(cavity inside brain). No midline shift. Chronic ventriculomegaly with ventriculostomy catheter (shunt) in 
place. She was also in A-fib on Cardizem (heart medication) and amiodarone (heart medication) infusion.A 
head CT, dated 7/26/2025, indicated the following: FINDINGS: Left frontal parenchymal hematoma has 
increased in size measuring 4.0 x 3.8 cm, previously 3.5 x 2.8 cm. No definite change in the adjacent 
subarachnoid blood. There is likely trace intraventricular hemorrhage layering within the occipital horns on 
axial 27. Ventricles remain stable in overall size. No midline shift.An inpatient ICU note, dated 7/26/2025 at 
7:00 p.m. indicated Resident B's right arm was flaccid (unable to move on own). An ICU consult note, dated 
7/29/2025, indicated Resident B remained weak on her right side, but was more awake. She followed simple 
commands. Her speech remained garbled. During an interview on 7/30/2025 at 3:45 p.m., the facility's 
Occupational Therapist indicated Resident B was dependent for mobility and transfers upon admission and 
required 2-person assistance. During an interview on 7/30/2025 at 2:35 p.m., facility CNA 2 indicated 
Resident B required two-person assistance. CNA 2 provided care for the resident on 7/25/2025. The evening 
shift CNA had called out and CNA 2 was asked to stay until 8:00 p.m. She indicated she could not stay any 
later, it was already 6:30 p.m. The facility pulled an aide from another unit and CNA 2 clocked out. CNA 2 
indicated the last time she saw Resident B was at approximately 5:45 p.m. and the resident was clean and 
dry. CNA 2 worked day shift 6:00 a.m. to 6:00 p.m.During an interview on 7/30/2025 at 12:32 p.m., CNA 3 
indicated on 7/25/2025 she was pulled to the resident's unit from her usual assignment. She indicated she 
was not familiar with this unit. The only report she received from the off-going CNA was that everyone had 
been checked and changed. The nurse on the unit, LPN 1, told her Resident B had been waiting for a long 
time for incontinent care. CNA 3 gathered supplies and went to assist the resident. There was no pad on her 
bed and the bed was soiled. Resident B indicated to the CNA that she needed help to roll over. While 
assisting the resident to roll over, the resident proceeded over the side of the bed, striking her head on the 
nightstand. The CNA immediately yelled for help. The resident was sent to the hospital for evaluation and 
treatment due to cognitive changes and a head laceration. CNA 3 indicated she was unaware the resident 
required two people for assistance. She indicated she did not look at the Kardex (care summary in the health 
record) or the CNA assignment sheet prior to initiating care.During an interview on 7/30/2025 at 1:20 p.m., 
CNA 5 indicated the facility utilized assignment sheets and Kardex to communicate the specific needs of the 
residents. CNA 5 would also talk to the nurse for updates on any changes related to resident care and 
condition.During an interview on 7/30/2025 at 3:37 p.m., CNA 6 indicated the facility utilized assignment 
sheets and Kardex to communicate the specific needs of the residents.During an interview on 7/30/2025 at 
3:53 p.m., LPN 7 indicated the specific resident needs were usually communicated through verbal reports. 
However, if a verbal report could not be given, then the facility utilized assignment sheets and Kardex to 
communicate the specific needs of the residents.During an interview on 7/31/2025 at 3:14 p.m., the DON 
indicated the use of assignment sheets was new and prior to the assignment sheet, the facility used Kardex 
which got resident specific information from the care plan. A CNA assignment sheet for 7/25/25 was not 
available for review. Review of a current undated Certified Nursing Assistant job description was provided by 
the DON on 8/1/2025 at 12:17 p.m., and indicated the following:Summary: The Certified Nursing Assistant 
(CNA) is responsible for providing resident care and support in all activities for daily living and ensures the 
health, welfare and safety of al residents. Essential Duties and Responsibilities: .Provide assistance in 
ambulating, turning, and positioning residents.Review of the current Indiana Nurse Aide Curriculum (Updated 
3/21/2014), retrieved from https://www.in.
gov/health/ltc/aide-training-and-certification/cna/nurse-aide-training-programs indicated the following: .
Lesson #8 Title Activities of Daily Living (Positioning/Turning, Transfers).C. Role of the Nurse Aide. 5. 
Review care plan a. Know what position is safe for the resident. The deficient practice was corrected on 
7/29/25 after the facility implemented a systemic plan that included the education of staff regarding the 
facility's resident lift and transfer policy, reviewed other residents who required assistance with bed mobility 
and transfers, and planned for Quality Assurance activities to mitigate risk of reoccurrence of the deficient 
practice. This citation relates to complaints 2572704 and 2574936.3.1-45(2)
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