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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
relates to Intakes 2614504 and 2569835. This citation has two Deficient Practice Statements (DPS).DPS #1 
Based on observation, interview, and record review, the facility failed to prevent an avoidable accident when 
one resident, R901, of two residents reviewed for supervision fell out of bed during care. Findings include: 
Review of a complaint intake, received on 9/10/25 at 3:43 p.m., revealed the complainant reported they 
received a call from the facility on August 17, 2025, at 11:30 a.m., when they learned R901 rolled off their 
bed with two people assisting them, which they did not believe was possible. Afterwards, they were told their 
family member was being changed and fell off the bed. The complainant alleged their family member 
subsequently developed bruising on their right arm and had head and back pain. They alleged they were not 
given an explanation of what occurred and were concerned about R901's safety in the facility. Review of 
R901's Fall Assessment report, dated 8/18/25 at 1:31 p.m., revealed, .Guest (R901) was being assisted via 
2pa (two person assist) with brief change, when during the brief change guest rolled from bed and onto the 
floor guided by staff. Guest was assessed for pain and significant injury, pain reported in head and shoulder. 
Guest sent to hospital for further evaluation due to being on blood thinners. She returned a short time later 
with no injury and scans reported to be clear. All parties were notified. Guest is an [AGE] year-old long 
term-rehab guest. She has a primary diagnosis of ESRD (End Stage Renal Disease - on dialysis) .Root 
cause was determined to be that the CNA failed to maintain safe bed mobility during routine care. Plan of 
care updated, and bolsters were added to bed, fall mat at bedside, and nursing staff provided with education 
regarding appropriate bed mobility. On 9/23/25 at 4:54 p.m., R901 was observed in their hospital bed 
dressed, appearing clean and well-groomed, with clean hair. R901's nails were observed as freshly painted, 
with no dirt or residue under their nails. R901 was calm and smiled at surveyor and agreed to an interview. 
R901 was observed in a bariatric hospital bed with an air mattress, with contoured edges to prevent falls. 
There was also a geriatric pressure-relieving large lounge chair with cushion in their room, newer in 
appearance. No bruises were observed. R901's nurse and aide were observed on the unit hall. On 9/23/25 
at 4:56 p.m., R901 was asked how they were doing and said, Good. R901 was aware of their name, 
surroundings, and situation. R901 was able to follow one-step directions to show Surveyor their nails and 
common room objects. R901 was asked how staff took care of her and said, Good. R901 reported they were 
treated well by staff. R901 was asked about getting showers and reported they received their showers. R901 
was asked if they felt safe in the facility and responded Yes and denied any abuse or mistreatment. R901 
was asked about their fall out of bed last month, and said they were not hurt or injured, and denied any 
bruising. Review of R901's Minimum Data Set (MDS) assessment, dated 7/17/25, revealed R901 was 
admitted to the facility on [DATE], and was dependent for bed mobility including rolling and transfers. The 
Brief Interview of Mental Status (BIMS) assessment revealed a score of 7/15, which showed cognitive 
impairment. Review of R901's Electronic Medical Record (EMR) revealed they had a guardian, and had 
diagnoses including kidney disease, dementia, depression, anxiety and an above knee left leg amputation. 
Review of R901's nursing progress note, dated 8/17/25 at 11:00 a.m., revealed R901 was observed on the 
floor by a Certified Nurse Aide (CNA) with right shoulder, arm, and head pain. Pain medication was 
administered. R901 was sent to the hospital emergently by their nurse and on-call physician. Review of 
R901's nursing progress note, dated 8/17/25 at 6:54 p.m., revealed R901 returned to the facility on a 
stretcher, was alert and oriented x 2-3 spheres, had normal range of motion, no signs of distress, and their 
CT scan (head) was negative. There was no mention of bruising or other injuries noted, and no new orders 
reported. Review of R901's shower skin assessment, dated 8/18/25, showed no bruising or other injuries. 
Review of R901's pain assessment vital log showed R901 had pain 9/10 (10 highest pain) at the time of the 
incident, however pain decreased to 0 to 3 range (no to low pain) on 8/18/25 and 8/19/25. On 9/23/25 at 5:30 
p.m., Registered Nurse (RN) F was asked about R901's fall out of bed on 8/17/25. RN F reported the aides 
were in the middle of changing R901 when one of them reached for gloves and R901 rolled off the bed. RN F 
reported they did not know R901's position on the bed, or any other details about the incident. RN F 
confirmed there were two aides in R901's room when they were changing R901 in the bed, as they observed 
them enter R901's room together and neither exited the room. After the fall, R901 was observed by RN F 
sitting on their bottom next to the bed. RN F explained there was no bruising or injury was observed. RN F 
confirmed the incident was an accident. RN F said R901 denied they hit their head, and they assessed 
R901, completed neuro (neurological) checks, and sent R901 to the hospital per the physician, since they 
were on a blood thinner medication. RN F said they called R901's guardian once they had assessed R901 
and ensured they were medically stabilized. On 9/24/25 at 9:36 a.m., Certified Nurse Aide (CNA) G was 
asked to describe what occurred when R901 fell out of bed during cares on 8/17/25. CNA G confirmed an 
accidental incident occurred when they were washing up R901 with CNA N. CNA G explained R901 required 
a Hoyer lift for transfers and two-person assistance, which was being provided. CNA G reported they and 
CNA N were cleaning up R901 in their hospital bed after R901 had a bowel movement when CNA N handed 
them a bottle of cream, removed their protective gloves, and began leaning away to grab another pair of 
gloves. R901 was turned on their left side facing CNA N on the door side of the hospital bed, and CNA G 
was on R901's right side, by the window side of the room. CNA G described CNA N intervened when R901 
began to fall and broke her fall by supporting R901 and guiding them to the ground. CNA G reported the air 
mattress (for pressure relief) was not as stable as a regular hospital bed, and R901 was positioned on their 
side when the fall occurred. CNA G reported R901 was conversant and calm after the fall occurred, with no 
observed or reported pain. CNA G reported they believed R901 hit their head, and that was why they were 
sent out to the hospital, after RN F assessed them. CNA G was asked if anything different could have 
occurred to prevent the fall. CNA G said they could have laid R901 down on their back and CNA N could 
have had the gloves in reach. CNA G reported there was no intent or abuse and confirmed the incident was 
an accident. On 9/24/25 a phone call was made to CNA N during the survey to confirm the incident details. 
No call was returned by the end of the survey on 9/25/25. Review of CNA N's witness statement, dated 
8/17/25, confirmed the incident details as described by CNA G. CNA N stated there once they realized R901 
began to fall they eased R901 down to the floor and protected their head from hitting the floor. CNA N 
described in their statement they immediately notified RN E the incident occurred. Interviews and record 
review confirmed two CNAs were present when R901's fell out of bed occurred on 8/17/25. On 9/24/25 at 
12:09 p.m., CNA I confirmed the incident occurred on 8/17/25 as described to them (on 8/17/25) by CNA G 
and CNA N, as they observed R901 after the incident occurred and said R901 was pleasant, calm and kept 
comfortable and denied any mistreatment being reported. CNA I confirmed the incident was an accident. On 
9/24/25 at 12:31 p.m., Unit Manager, RN K, confirmed CNA G and CNA N reported to them the incident 
occurred as described by their witness statement, and there was no abuse, mistreatment, or intent found 
after their investigation. On 9/25/25 at 1:17 p.m., Regional Clinical Director, RN A, acknowledged the 
concerns related to R901's safe bed mobility and positioning to prevent an avoidable fall. RN A 
acknowledged R901 should not have been laying on their side when CNA N stepped away from being in 
front of them while changing them. RN A showed Surveyor the staff education they provided, including 
reeducation of CNA G and CNA N in safe bed mobility and positioning techniques. RN A denied R901 was 
injured during the incident. Review of the education provided by RN A titled, Bed Mobility Education, 
revealed, When completing ADL (activities of daily living) with guests in bed, verify and confirm that: 1. Guest 
is a 1 PA (person assist) or a 2 PA with bed mobility; this information is in the Kardex (resident care guide). 
2. Ensure you have a 2nd staff if guest is a 2 PA. Never leave the guest on their side if one staff has to leave 
for any reason to get any supply, especially the staff on the side where the guest is facing. Properly position 
guest on their back before leaving. SAFETY IS A PRIORITY AND MUST BE MAINTAINED AT ALL TIMES. 
During the onsite survey, past noncompliance (PNC) was cited after the facility implemented actions to 
correct the noncompliance which included resident assessment, care plan revision, fall audits, nursing staff 
reeducation on the falls reduction policy with an emphasis on safe bed mobility, nursing bed mobility rounds 
including care observations, and audit of five falls weekly for 12 weeks by the Director of Nursing (DON), 
including the QAPI (Quality Assurance Performance Improvement) process. The root cause of the incident 
was identified as the CNA failed to maintain safe bed mobility during routine care. DPS #2 Based on 
interview and record review, the facility failed to provide adequate supervision to prevent an elopement for 
one Resident, R902, of two residents reviewed for elopement. Findings include:Review of a Facility Reported 
Incident (FRI) received by the State Agency from the facility on 7/13/25 revealed R902 eloped from the 
facility unsupervised on 7/12/25 at approximately 7:09 p.m., when staff responded they discovered R902 was 
outside the facility premises at an apartment complex across the street. It was found R902 had eloped from 
the facility without staff knowledge, and witness statements revealed the resident left the facility with a visitor 
and was dressed appropriately. The report revealed proper notifications of physician and family 
representative were completed when the elopement was discovered. Law enforcement reportedly notified 
and R902 was sent to the hospital as required for assessment, and returned to the facility unharmed, with no 
change in condition or status. R902 was placed on 1:1 supervision during their remaining stay. Review of 
R902's Investigation provided by the facility revealed R902 had an unauthorized leave from the facility on 
7/12/25, when a well-intended visitor wheeled R902 to the front door of the facility as R902 requested to go 
outside. The facility pushed R902's wheelchair out the facility front door. It was reported R902's wander 
guard security alert activated the door alarm; however, staff did not respond timely. Review of R902's MDS 
assessment, dated 7/01/25, revealed they were admitted to the facility on [DATE], with diagnoses including 
metabolic encephalopathy (metabolic brain dysfunction) and dementia. The assessment revealed R902 was 
able to propel their wheelchair with moderate assistance and was dependent for transfers. The BIMS 
assessment revealed a score of 9/15, which showed moderate cognitive impairment. Review of R902's 
census revealed R902 was discharged from the facility on 7/17/25. Review of R902's Accident and Incident 
report, dated 7/12/25 at 6:30 p.m., revealed staff noticed R902 was missing about 7:00 p.m., and had been 
last visualized around 6:30 p.m. R902 was not located in the facility or perimeter of the building. R902 was 
found with local police and emergency medical services outside the facility campus. According to the report, 
R902 was not found injured. Review of Certified Nurse Assistant (CNA) D 's witness statement, dated 
7/12/25, revealed, The last time I saw (R902) was between 6:20 - 6:30 p.m.Earlier in the day (R902) had 
been asking reportedly to go outside, so I took her outside before dinner for about 45 minutes in the middle 
courtyard.I was assisting 315 (another resident) and went to get her some more water when I heard the 
alarm as I was going back to (315).I checked 313 (R902's room) and saw that (R902) wasn't in there.I 
sprinted up front. I did not see her up front so I then called (nurse) at 7:05 and (nurse) ran up front. We 
walked towards where our cars were parked and I got in my car and drove around the parking lot twice. I 
heard the sirens and went down towards (local business).and then followed the sirens and that is when I 
found (R902) with police and the fire crew. (R902) was alert, did not appear hurt and was speaking 
pleasantly with them. Review of Registered Nurse (RN) C s witness statement, dated 7/13/25, revealed, .I 
saw (R902) shortly before then around 6:20 (p.m.).When I came out of the room, I saw a visitor with (R902) 
and the visitor was pushing her wheelchair. I assumed it was a family member of (R902's). A CNA came in 
around 1904 (7:04 p.m.) and let me know that one of my residents was outside. I told her, 'Yeah, she's with 
someone.' (CNA D ) was down in 315 providing care and the next thing I know (CNA D) was running down 
the hall and she told me 'It's ok.' She then called me at 1905 and told me that she was looking for (R902) and 
that she was told they were outside. (CNA D ) told me she heard the alarm and when she passed 313 and 
saw she wasn't in her room she realized it was going off because of her. I met (CNA D ) up front and we both 
walked around the building together. I told (CNA D ) to get in her car to see if she could find her. We both 
heard sirens at that time and (CNA D ) got in her car and drove off to look for (R209). (CNA) D) then called 
me at 1913 to let me know she found (R902) with the police and fire crew. On 9/24/25 at 10:16 p.m., CNA D 
reported the incident occurred on 7/12/25 as described in their witness statement, and said they told RN C 
R902 was missing at approximately 7:15 p.m. and found them shortly afterwards. CNA D acknowledged they 
turned the wander guard alert door alarm off, as they did not see a resident and had earlier seen R902 with a 
visitor, so they had not realized R902 had left the premises. CNA D reported R902 was dressed 
appropriately for a warm summer evening, wearing a T-shirt, pajama pants, and shoes. They understood the 
concerns and reported they had received a reeducation from the administration to not turn the door alarm off, 
until every resident in the facility was accounted for. Review of additional investigation staff witness 
statements provided by the facility investigation showed a few staff had observed R902 on the campus 
premises unsupervised and had not followed facility policy to verify R902 was able to be outside 
unsupervised. The investigation revealed all staff had received a reeducation regarding the elopement and 
Code Pink policy. Review of R902's nursing assessment, dated 7/12/25 at 7:33 p.m., revealed R902 had 
increased exit seeking behaviors due to confusion. Review of R902's nursing progress note, dated 7/09/25, 
revealed R902 had exit seeking behaviors, with staff redirection provided. Review of R902's nursing 
progress note, dated 7/12/25 at 7:32 p.m., confirmed R902 eloped from the facility, and was sent to the 
hospital for evaluation. A wander guard was ordered and added. Review of R902's nursing progress note, 
dated 7/12/25 at 8:00 p.m. revealed no skin concerns during shower. Review of R902's nursing progress 
note, dated 7/13/25 at 2:33 a.m., revealed R902 returned to the facility from the hospital with no new orders, 
and was placed on 1:1 supervision. Review of R902's nursing progress note, dated 7/13/25 at 3:07 a.m., 
revealed no bruising, open areas, or injuries. Review of R902's physician progress note, dated 7/16/25 at 
1:51 p.m., revealed resident assessment and no new concerns.On 9/24/25 at approximately 4:39 p.m., 
Regional Clinical Director, RN A, acknowledged the concerns related to R902's elopement from the facility 
unsupervised, discovered beyond the perimeter of the facility campus, and staff not following the elopement 
policy and process including not responding appropriately to the wander guard alert door alarm, and 
observing R901 unsupervised outside beyond the facility entry door. Review of the policy, Elopement, 
revised December 2008, revealed, .(highlighted) 2. If an employee observes a resident leaving the premises, 
he/se should: a. Attempt to prevent the departure in a courteous manner; b. Get help from other staff 
members in the immediate vicinity, if necessary; and c. Instruct another staff member to inform the Charge 
Nurse or Director of Nursing Services that a resident has left the premises.(highlighted) 4. If an employee 
discovers that a resident is missing form the facility, he/she shall: a. Determine if the resident is out on an 
authorized leave or pass; b. If the resident was not authorized to leave, initiate a search of the building (s) 
and premises; (handwritten). Call code Pink (alert) - 600 (hall) phone. c. If the resident is not located, notify 
the Administrator and the Director of Nursing Services, the resident's legal representative (sponsor), the 
Attending Physician, law enforcement officials.d. Provide search teams with resident identification 
information, and e. Initiate an extensive search of the surrounding area.(Wander guard books are located at 
Front Desk and both Team rooms). Review of the facility Code Pink process, undated, revealed the facility 
had a clear process for what to do when door alarms sounded, calling a Code Pink overhead, performing a 
head count, searching including interior and perimeter ground search, and beyond if indicated, notification of 
the Sheriff's department as needed, resident assessment when found, proper notifications, and completing 
an incident report and the appropriate documentation. During the onsite survey, past noncompliance (PNC) 
was cited after the facility implemented actions to correct the noncompliance which included R902 was 
medically assessed, proper notifications were completed, and R902 was placed on a 1:1 supervision. A 
one-time audit of residents was completed to ensure wander risk assessment needs were place, code alert 
bracelets were in place and functioning, and staff were reeducated on code alert bracelets and checking 
them every shift. Licensed nurses and nursing assistances (CNAs) were educated to ensure timely response 
to code alert bracelet alarms with compliance assured. The DON/designees conducted elopement drills 
weekly for 12 weeks to provide monitoring and ensure staff were checking and responding timely to code 
alert and door alarms, with the QA (Quality Assurance) process ensuring compliance.
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