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Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions 
that can be measured.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on records reviewed and interviews for one of three sampled residents (Resident #1), whose 
comprehensive care plan indicated he/she required assistance of two staff members for bed 
mobility/positioning, the Facility failed to ensure staff consistently implemented and followed interventions in 
his/her care plan, when on 12/05/25, CNA #1 repositioned Resident #1 in bed without another staff member 
present to assist her, and he/she fell out of bed. Findings include: Review of the Facility's policy titled, Plans 
of Care, dated as revised on 04/04/25, indicated all staff involved in the resident's care must be familiar with 
and follow the care plan. Review of the Report submitted by the Facility via the Health Care Facility 
Reporting System (HCFRS), dated 12/08/25, indicated that during morning care on 12/05/25, Resident #1 
was sliding off an air mattress and could not be retrieved to midline of the bed, was lowered to the floor, and 
did not have any injuries.Review of the Facility's Internal Investigation Narrative indicated the 
following:-Resident #1 sustained a witnessed fall on 12/05/25.-Certified Nurse Aide (CNA) #1 was providing 
care to Resident #1 (who was on an air mattress), his/her legs slid towards the edge of the bed, CNA #1 
repositioned him/her back to the center of the bed, turned to obtain linens and when she turned her head 
back to Resident #1, he/she was sliding off the bed.-CNA #1 grabbed Resident #1's midsection to reposition 
him/her, but he/she continued to slide with his/her weight being more than CNA #1 could manage, and 
he/she subsequently fell to the floor.Review of the Administrator's interview with CNA #1, dated 12/08/25, 
indicated CNA #1 said she had cared for Resident #1 in the past (on a different unit), that she did not know 
that Resident #1 required two persons to assist with his/her care, and while there was another CNA (CNA 
#2) present in the room, that CNA was caring for another resident and that she (CNA #1) was caring for 
Resident #1 by herself when he/she fell out of bed.Resident #1 was admitted to the Facility in February 
2022, diagnoses included unspecified dementia with agitation and adjustment disorder with mixed 
disturbance of emotions and conduct.Review of Resident #1's Annual Minimum Data Set (MDS) 
Assessment, dated 10/07/25, indicated he/she was severely cognitively impaired with a score of zero out of 
15 on the Brief Interview for Mental Status (BIMS, scores indicate: 0-7 severe cognitive impairment, 8-12 
moderate cognitive impairment, and 13-15 cognitively intact).Further review of his/her MDS Assessment 
indicated he/she had impairment to both his/her lower extremities, and was dependent on staff for hygiene, 
dressing, bed mobility, transfers, and positioning. Review of Resident #1's Activities of Daily Living (ADL) 
Care Plan, reviewed and renewed with his/her Annual MDS Assessment, dated 10/07/25, indicated he/she 
was dependent on two staff members for transfers (via mechanical lift), and two staff members for 
positioning in and out of bed.Review of Resident #1's current CNA Care Card (reference tool for CNAs to 
obtain critical patient information that includes their care needs and level of staff assistance required to meet 
those needs), last updated 02/23/25, indicated he/she was dependent on two staff members for positioning 
in bed.During a telephone interview on 12/23/25 at 11:16 A.M., CNA #1 said she was working on 12/05/25 
and was caring for Resident #1 without the assistance of another caregiver when he/she fell out of bed.CNA 
#1 said she had cared for Resident #1 one or two times previously when he/she was on a different unit, but 
that she was not familiar with his/her care needs. CNA #1 said every resident in the facility has a CNA Care 
Card, located in the CNA assignment books kept at the Nursing Station. CNA #1 said the Care Card includes 
information about the type of care a resident would need, including how many staff members are required to 
complete care.CNA #1 said she did not check Resident #1's Care Card prior to caring for him/her, that she 
did not know Resident #1 required two caregivers for bed mobility and said if she had checked his/her Care 
Card she would have seen he/she required two caregivers and would have gotten assistance from another 
staff member prior to providing care.During a telephone interview on 12/23/25 at 12:05 P.M., CNA #2 said 
she was working the morning of 12/05/25 when Resident #1 fell out of bed. CNA #2 said she was caring for 
Resident #1's roommate, that CNA #1 was caring for Resident #1 by herself, and that she did not see 
him/her fall.During an interview on 12/23/25 at 2:00 P.M., Unit Manager #1 said Resident #1 was completely 
dependent on staff for all his/her care needs, and that his/her Care Card indicated he/she required 
assistance from two staff members for care, including bed mobility and positioning.Unit Manager #1 said all 
CNAs should check the Care Card prior to providing care to a resident, and that the Care Cards are easily 
accessible in the CNA Book located at the Nursing Station.During an interview on 12/23/25 at 4:20 P.M., the 
Director of Nurses (DON) said she was aware Resident #1 had fallen on 12/05/25 and that the Administrator 
interviewed the two CNAs that were present in Resident #1's room during the fall (CNA #1 and CNA #2). The 
DON said the Administrator's investigation revealed that while CNA #2 was in the room when Resident #1 
fell, she was providing care to Resident #1's roommate and that CNA #1 was providing care to Resident #1 
alone.The DON said Resident #1's Care Card indicated he/she required two caregivers to assist with bed 
mobility and positioning and that CNA #1 should not have provided care to him/her alone.During a telephone 
interview on 12/26/25 at 11:52 A.M., the Administrator said she learned in morning report on 12/05/25 that 
Resident #1 had experienced a fall and it was reported that he/she was lowered to the floor with no injuries.
The Administrator said she interviewed all staff that were present during his/her fall on 12/05/25. The 
Administrator said CNA #1 told her she was providing care to Resident #1 without assistance from another 
staff member when he/she fell, that she was unaware Resident #1 required two caregivers for positioning 
and bed mobility and had not checked his/her Care Card prior to providing care. The Administrator said 
Resident #1's Care Card clearly identified he/she was a two person assist with positioning.On the day of the 
survey, the facility provided the surveyor with a plan of correction, with an effective date of 12/16/25, that 
addressed the area of concern as follows:A) Resident #1 was assessed after his/her fall on 12/05/25, and 
he/she showed no signs of an injury or change in behavior as a result of the fall.B) On 12/08/25, when 
Resident #1 exhibited signs of discomfort, he/she was reassessed by nursing and the Nurse Practitioner, 
imaging studies were ordered, results were inconclusive, and he/she continued to be monitored by staff. C) 
On 12/08/25, the Administrator initiated an investigation into the circumstances surrounding Resident #1's 
fall and determined his/her fall was the result of Certified Nurse Aide (CNA) #1 providing care to him/her 
without the assistance of another caregiver present. CNA #1 was immediately re-educated on the 
importance of reviewing the Care Card and ensuring she provides care consistent with the Care Card. D) On 
12/08/25, the Staff Development Coordinator (SDC) and/or her designee, initiated education for all clinical 
staff titled, Dependent Assist, one or two Caregivers, with the goal for nursing staff / CNAs to recognize and 
understand how to read and implement individual residents' needs in accordance with their Care Card. E) On 
12/08/25, the Director of Nurses (DON) initiated a whole house audit of resident falls to determine accuracy 
of resident care plans, to determine whether the resident Care Cards were consistent with their care plans, 
and whether any falls were as a result of staff failing to implement residents' care plans. F) On 12/12/25, the 
Unit Managers initiated weekly audits to ensure residents who require two persons for bed mobility, 
positioning and transfers were provided the appropriate level of staff assistance to prevent falls. G) The 
incident was presented and discussed at the December 2025 Quality Assurance Performance Improvement 
(QAPI) committee meeting. Audit results were reported to the QAPI committee and will be continued to be 
reported to the committee and remain ongoing until 100% compliance is met.H) The Administrator and/or her 
designee are responsible for overall compliance.
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potential for actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on records reviewed and interviews for one of three sampled residents (Resident #1), who required 
the assistance of two staff members for bed mobility and positioning, the Facility failed to ensure he/she was 
provided with the necessary level of staff assistance to maintain his/her safety to prevent an 
incident/accident, when on 12/05/25, during the provision of care, CNA #1 provided care to Resident #1 
without having another staff member present to assist her, and Resident #1 fell out of bed.Findings 
include:Review of the Facility policy titled Fall Prevention, dated as revised 09/04/25, indicated the 
following:-Preventative care planning for the resident at risk for falls should involve all relevant disciplines.-All 
team members should be aware of the risks and benefits of interventions chosen, and preventative 
interventions will be entered into the resident care plan and will be updated as indicated.-Ensure caregivers, 
resident and family are aware of care plan interventions to promote continuity of care.Review of the Report 
submitted by the Facility via the Health Care Facility Reporting System (HCFRS), dated 12/08/25, indicated 
that during morning care on 12/05/25, Resident #1 was sliding off an air mattress, could not be retrieved to 
midline of the bed, was lowered to the floor, and did not have any injuries.Review of the Facility's Internal 
Investigation indicated the following:-Resident #1 sustained a witnessed fall on 12/05/25.-Certified Nurse 
Aide (CNA) #1 was providing care to Resident #1 (who was on an air mattress), his/her legs slid towards the 
edge of the bed, CNA #1 repositioned him/her back to the center of the bed, turned to obtain linens and 
when she turned her head back to Resident #1, he/she was sliding off the bed.-CNA #1 grabbed Resident 
#1's midsection to reposition him/her, but he/she continued to slide with his/her weight being more than CNA 
#1 could manage, and he/she subsequently fell to the floor.-On 12/08/25 after Resident #1 experienced pain 
and discomfort with care, the Administrator began an internal investigation and interviewed CNA #1 about 
the fall. Review of the Administrator's interview with CNA #1, dated 12/08/25, indicated CNA #1 said she had 
cared for Resident #1 in the past (on a different unit), that she did not know that Resident #1 required two 
persons to assist with his/her care, and while there was another CNA (CNA #2) present in the room, that 
CNA was caring for another resident and that she (CNA #1) was caring for Resident #1 by herself when 
he/she fell out of bed.Resident #1 was admitted to the Facility in February 2022, diagnoses included 
unspecified dementia with agitation and adjustment disorder with mixed disturbance of emotions and conduct.
Review of Resident #1's Annual Minimum Data Set (MDS) Assessment, dated 10/07/25, indicated he/she 
was severely cognitively impaired with a score of zero out of 15 on the Brief Interview for Mental Status 
(BIMS, scores indicate: 0-7 severe cognitive impairment, 8-12 moderate cognitive impairment, and 13-15 
cognitively intact).Further review of his/her MDS Assessment indicated he/she had impairment to both 
his/her lower extremities, and was dependent on staff for hygiene, dressing, bed mobility, transfers, and 
positioning. Review of Resident #1's Fall Risk Care Plan, reviewed and renewed with his/her Annual MDS 
Assessment, dated 10/07/25, indicated that he/she was at increased risk for falls.Review of Resident #1's 
Activities of Daily Living (ADL) Care Plan, reviewed and renewed with his/her Annual MDS Assessment, 
dated 10/07/25, indicated he/she was dependent on two staff members for transfers (via mechanical lift), and 
two staff members for positioning in and out of bed.Review of Resident #1's current CNA Care Card 
(reference tool for CNAs to obtain critical patient information that includes their care needs and level of staff 
assistance required to meet those needs), last updated 02/23/25, indicated he/she was dependent on two 
staff members for positioning in bed.Review of a Nursing Post Fall Evaluation Note, dated 12/05/25 at 6:57 A.
M. (written by Nurse #1), indicated Resident #1 experienced a witnessed fall on 12/05/25 at 6:15 A.M. during 
morning care and upon assessment, had no injuries. Review of Nurse #1's Written Witness Statement, 
undated, indicated that a CNA (later identified as CNA #2) approached her at 6:15 A.M. on 12/05/25 saying, 
we need you, he/she fell (referring to Resident #1), that she went to Resident #1's room and found him/her to 
be lying on his/her back with CNA #1 holding his/her head in her lap.Nurse #1's Statement further indicated 
CNA #1 told her Resident #1 started to slide out of bed and that she could not stop him/her from falling.The 
surveyor was unable to interview Nurse #1 as she did not respond to the Department of Public Health's 
request for an interview.Review of CNA #1's Written Witness Statement, dated 12/05/25, indicated that on 
12/05/25, she was changing Resident #1, that she was standing on the left side of the bed, that Resident #1 
rolled off the right side of the bed and landed on his/her fall mat on the floor.During a telephone interview on 
12/23/25 at 11:16 A.M., CNA #1 said she was working on 12/05/25 and caring for Resident #1 when he/she 
fell out of bed. CNA #1 said she was getting ready to provide incontinent care to Resident #1, that she rolled 
him/her to his/her side when he/she started to move his/her legs off the side of the bed. CNA #1 said at that 
time, she pulled Resident #1's legs back onto the bed and that she turned her head to obtain clean linen and 
a brief.CNA #1 said when she turned her head back towards Resident #1, he/she had moved his/her legs 
over the side of the bed again, that the rest of his/her body started to slide off the bed, and she was unable to 
stop him/her from falling to the floor. CNA #1 said she cared for Resident #1 only one or two times previously 
and that she was not familiar with his/her care needs. CNA #1 said every resident in the facility has a CNA 
Care Card, located in the CNA assignment books kept at the Nursing Station. CNA #1 said the Care Card 
includes information about the type of care a resident would need, including how many staff members are 
required for bed mobility.CNA #1 said she did not check Resident #1's Care Card prior to caring for him/her, 
that she did not know Resident #1 required two caregivers for bed mobility. CNA #1 said if she had checked 
the Care Card, she would have seen that Resident #1 required two caregivers and would have gotten 
assistance from another staff member prior to providing care.During a telephone interview on 12/23/25 at 
12:05 P.M., CNA #2 said she was working the morning of 12/05/25 when Resident #1 fell out of bed. CNA #2 
said she was caring for Resident #1's roommate, and that CNA #1 was caring for Resident #1 by herself.
CNA #2 said she did not see, but heard Resident #1 fall, heard CNA #1 yell out for help, saw that Resident 
#1 was lying on the floor with his/her head near the wall in between the bed and the nightstand and he/she 
was lying on his/her side. CNA #2 said she went to get the nurse on duty, who came to assist.CNA #2 said 
after the nurse determined Resident #1 had no injuries, she and the nurse used the mechanical lift to transfer 
Resident #1 back to bed. CNA #2 said she and CNA #1 then provided care to Resident #1, and while doing 
so he/she started to move his/her legs off the side of the bed again. CNA #2 said if she was not standing on 
that side of the bed (opposite side of CNA #1), Resident #1 could have fallen out of bed again.During an 
interview on 12/23/25 at 2:00 P.M., Unit Manager #1 said Resident #1 was completely dependent on staff for 
all his/her care needs and his/her Care Card indicated he/she required assistance from two staff members 
for care, including bed mobility and positioning.Unit Manager #1 said all CNAs should check the Care Card 
prior to providing care to a resident, and that the Care Cards are easily accessible in the CNA book located 
at the Nursing Station.During an interview on 12/23/25 at 4:20 P.M., the Director of Nurses (DON) said she 
was aware Resident #1 had fallen on 12/05/25.The DON said after the Administrator interviewed the two 
CNAs that were present in Resident #1's room during the fall (CNA #1 and CNA #2), she learned that while 
CNA #2 was in the room when Resident #1 fell, she was providing care to Resident #1's roommate and that 
CNA #1 was providing care to Resident #1 alone, despite his/her Care Card indicating she required two 
persons to assist with positioning and bed mobility.The DON said during the investigation, CNA #1 said she 
did not know Resident #1 required two caregivers because she did not consult his/her Care Card.During a 
telephone interview on 12/26/25 at 11:52 A.M., the Administrator said she learned in morning report on 
12/05/25 that Resident #1 had experienced a fall and it was reported that he/she was lowered to the floor 
with no injuries.The Administrator said on 12/08/25, she interviewed all staff that were present during his/her 
fall, and said CNA #1 told her she was providing care to Resident #1 without assistance from another staff 
member when he/she fell, that she was unaware Resident #1 required two caregivers for positioning and bed 
mobility and had not checked his/her Care Card prior to providing care. The Administrator said Resident #1's 
Care Card clearly identified he/she was a two person assist with positioning, and said if there were two 
caregivers present, he/she would not have fallen.On the day of the survey, the facility provided the surveyor 
with a plan of correction, with an effective date of 12/16/25, that addressed the area of concern as follows:A) 
Resident #1 was assessed after his/her fall on 12/05/25, and he/she showed no signs of an injury or change 
in behavior as a result of the fall.B) On 12/08/25, when Resident #1 exhibited signs of discomfort, he/she 
was reassessed by nursing and the Nurse Practitioner, imaging studies were ordered, results were 
inconclusive, and he/she continued to be monitored by staff. C) On 12/08/25, the Administrator initiated an 
investigation into the circumstances surrounding Resident #1's fall and determined his/her fall was the result 
of Certified Nurse Aide (CNA) #1 providing care to him/her without the assistance of another caregiver 
present. CNA #1 was immediately re-educated on the importance of reviewing the Care Card and ensuring 
she provides care consistent with the Care Card. D) On 12/08/25, the Staff Development Coordinator (SDC) 
and/or her designee, initiated education for all clinical staff titled, Dependent Assist, one or two Caregivers, 
with the goal for nursing staff / CNAs to recognize and understand how to read and implement individual 
residents' needs in accordance with their Care Card. E) On 12/08/25, the Director of Nurses (DON) initiated 
a whole house audit of resident falls to determine accuracy of resident care plans, to determine whether the 
resident Care Cards were consistent with their care plans, and whether any falls were as a result of staff 
failing to implement residents' care plans. F) On 12/12/25, the Unit Managers initiated weekly audits to 
ensure residents who require two persons for bed mobility, positioning and transfers were provided the 
appropriate level of staff assistance to prevent falls. G) The incident was presented and discussed at the 
December 2025 Quality Assurance Performance Improvement (QAPI) committee meeting. Audit results were 
reported to the QAPI committee and will be continued to be reported to the committee and remain ongoing 
until 100% compliance is met.H) The Administrator and/or her designee are responsible for overall 
compliance.
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