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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to provide care consistent with a resident's 
needs, and care plan to eliminate/reduce the risk of an accident during a bed bath for 1 of 3 residents (R1). 
This resulted in actual harm to R1 when staff repositioned her without a drawsheet and with too much force 
caused R1 to slide out of the bed to the floor. As a result, R1 sustained a fracture to the left femur that 
required surgical intervention. The facility had implemented actions to prevent reoccurrence prior to the 
survey on 12/8/25, therefore, the citation was issued at past non-compliance. Findings include: R1's 
admission record dated 3/20/25, indicated R1's diagnoses included low back pain, chronic congestive heart 
failure, closed bicondylar fracture of the left femur, generalized weakness, and hospice care. R1's quarterly 
Minimum Data Set (MDS) dated [DATE], indicated R1 had intact cognition and was on hospice. R1 required 
substantial/maximal assistance to roll left to right and return to laying on back, as well as the ability to 
transfer to and from a bed to a chair. R1's mobility care plan dated 6/25/25, instructed to use two staff assist 
for bed mobility. R1's activities of daily living care plan dated 6/25/25, indicated R1 required assistance from 
two staff with dressing and undressing, and R1 preferred bed bath. R1's activities of daily living care plan 
dated 3/20/25, indicated R1 had a self-care deficit. A historic intervention initiated 3/20/25 and cancelled on 
6/25/25, informed R1 was substantial/maximal assistance- Helper does more than half the effort. Helper lifts 
or holds trunk or limbs. R1's skin care plan intervention dated 3/21/25, indicated R1 used an air mattress, 
directed staff to lift (R1) do not slide to prevent shearing (of skin) and move slowly when truing and 
repositioning in bed. R1's progress note dated 11/12/25 at 7:42 p.m., indicated R1 had a fall out of bed 
during incontinence care. R1 was noted on the floor next to the wall in a sitting position with left leg slightly 
flexed and was complaining about severe pain on her back and left hip. The root cause analysis for the fall 
identified the bed brakes were not on with the corresponding intervention identified as staff were to ensure 
the bed breaks were on before starting cares. R1's progress note dated 11/13/25 at 3:00 p.m., indicated staff 
reported while assisting R1 with cares, she slid off bed when staff attempted to move her closer in order to 
provide cares. The note further indicated R1 was admitted to the hospital with left femur fracture and the 
facility initiated staff education regarding fall prevention during bed mobility and care observations. R1's 
hospital discharge summary note dated 11/18/25 at 7:59 p.m., identified R1, who was bedbound, had an 
accident at the nursing home where R1 slid out of bed when undergoing a sponge bath. Per emergency 
medical services (EMS), R1 had rolled out of her bed onto her left side and back. X-rays of R1's left femur 
was noted to be an acute comminuted and displaced fracture through the distal femoral diaphysis with 14.
6-centimeter butterfly fragment. R1's hospital orthopedic note from the Discharge summary dated [DATE] at 
11:04 a.m., indicated given the nature of the injury as well as her and family's desire for pain control, R1 was 
taken to the operating to undergo retrograde intramedullary nailing with open reduction of her left 
periprosthetic femur fracture. R1's progress note dated 11/19/25 at 6:00 p.m., indicated R1 was re-admitted 
to the facility from the hospital as a result of sliding out of bed and she was total assist for activities of daily 
living (ADLs). During an interview on 12/9/25 at 11:28 a.m., a family member (FM)-A stated staff informed 
her R1 slid out of bed, injured her hip, and was sent to the hospital. After requesting and reviewing the 
incident report, FM-A stated she learned that during incontinence care, staff pulled R1 forcefully toward the 
edge of the bed. The bed was not locked at the time, which contributed to R1 sliding off the bed.��� 
During an interview on 12/9/25 at 12:58p.m., nursing assistant (NA)-A indicated she worked on 11/12/25 
when R1 fell out of bed. NA-A explained R1 was a two person assist for a bed bath, and she and NA-B had 
been responsible for providing care to R1 that evening. NA-A stated she locked the bed brakes on her side 
of the bed and thought NA-B did the same on her side. NA-A had to leave the room to get a draw sheet, 
leaving NA-B in R1's room alone. Upon returning to the doorway, she heard a loud noise and saw R1 lying 
on her back on the floor. NA-A denied being at the bedside with NA-B at the moment R1 fell. During a 
subsequent interview on 12/10/25, at 10:03 a.m. NA-A further explained R1's draw sheet had been soiled 
with stool, so it was removed off the bed; leaving R1 on a bare mattress with no sheet. NA-A had to leave the 
room to get a clean draw sheet. NA-A then reiterated she did not see R1 fall but heard the noise then saw 
R1 on the floor. During an interview on 12/9/25 at 3:28p.m., NA-B stated she had worked on 11/12/25, it was 
her first time working on the hallway where R1 resided. NA-A asked her for help providing a bed-bath to R1. 
R1 required two staff and R1 had been incontinent of stool. NA-B indicated the air mattress had been 
deflated. We had started changing R1 and she (NA-B) asked NA-A to go get the linen and other supplies 
needed. NA-B stated she did not touch the bed or R1 until NA-A came back and she moved the bed away 
from the wall, positioned herself on the opposite side of the bed, and then she locked the bed. They cleaned 
the front side of R1, NA-B without using a draw sheet and on a bare mattress pushed R1 toward NA-A, dirty 
linen was removed, and R1 was rolled back. NA-B asked NA-A for the clean sheet, NA-B rolled her back on 
the bare mattress while she was getting the sheet put on her side (R1 was still naked, there was no draw 
sheet). Then NA-B, using her hands, pulled R1 too forcefully toward her so that it would allow NA-A to grab 
the clean bed sheet on the opposite side this motion caused R1, who was undressed slide out of the bed. 
NA-B stated R1 landed on the floor on her left side. NA-B acknowledged she did not check R1's care plan 
before providing care and was unsure whether NA-A reviewed it. NA-B stated after the incident she 
continued with care for 6 or 7 other residents. NA-B stated she should have used a drawsheet when 
repositioning and rolling residents and emphasized the importance of reviewing the care plan before 
providing care.�� During an interview on 12/9/25 at 1:25p.m., NA-C stated on 11/12/25, she was next door 
when the incident happened. When she entered the room, she found R1 on the floor between the wall and 
the bed. NA-C stated she moved the bed to clear space and went out to call for help. NA-C stated it 
appeared R1 fell because the bed had not been locked. NA-C stated R1 was two persons assist for cares. 
During a subsequent interview on 12/10/25 at 3:20 p.m., NA-C thought both NA-A and NA-B were in the 
room at the bedside when R1 slid out of the bed. NA-B was on the floor with R1 while NA-A was standing at 
the bedside watching them on the floor with R1 completely undressed. NA-C stated she moved the bed by 
grabbing the footboard to clear the space, covered R1 with a white gown and called for help. During an 
interview on 12/10/25 at 11:37 a.m., a licensed practical nurse (LPN)-A stated when she got to the room after 
the incident on 11/12/25, NA-B was holding R1 in a seated position, dressed in a white gown. LPN-A stated 
when she attempted to reposition R1 onto her back, R1 experienced severe back and left hip pain, and 
requested hospital evaluation. Staff called EMS, and R1was transported to the hospital. LPN-A stated both 
NA-A and NA-B initially claimed they were present in the room when R1 slid off the bed. However, NA-A later 
changed her account and at one point denied being present during the fall. LPN-A stated it was unclear if the 
bed brakes were locked and/or if the draw sheet had been used. R1 was bedbound and dependent on staff 
for cares. LPN indicated in no way was it safe to leave resident on an empty air mattress. During an interview 
on 12/10/25 at 12:36p.m., LPN-B (LPN care coordinator) stated when she got in the room, there was no 
sheet on the bed, R1 was laying on her back on the floor in between the wall and the bed. LPN-B stated 
NA-A and NA-B initially told her R1 was rolled toward NA-B during bed-bath when she fell on the floor but 
could not tell her how. LPN-B stated later, NA-A kept changing her story, at one point NA-A said she was not 
in the room when R1 fell which contradicted NA-Bs story that both of them were at the bed side providing 
care to R1 when she fell. The NAs could not tell LPN-B what really happened. However, her theory was 
when NA-A turned R1 toward NA-B she pulled a little hard, but she was not sure. LPN-B reported the 
inconsistencies of NA-A's statements to the director of nursing (DON). LPN-B stated she expected staff to 
review the care plan every day when providing care to residents. After the incident, LPN-B stated NA-A and 
NA-B went back to care for other residents until the end of their shift. During an interview on 12/9/25 at 1:42p.
m., the director of nursing (DON) stated the incident was considered isolated and staff received follow-up 
education on preventing residents from sliding off the bed. The DON indicated when NA-B and NA-A were 
interviewed and there were inconsistencies in the interviews of the events that caused R1 to fall off the bed; 
it was unclear if a draw sheet was used and if NA-A was in the room when NA-B pulled the resident too hard 
causing the fall from bed.��R1 was found on the floor, undressed, lying on her left side. The DON stated 
she expected both staff to be present during bed-bath if a resident was two persons assist. The DON 
explained after the incident staff were provided with education pertaining to bed mobility, positioning, and 
using a draw sheet. R1's care plan was also revised for clarity. Resident Protection Program Policy dated 
July 2025 indicated that residents will be protected from abuse, neglect, and harm while they are residing at 
the facility. The policy indicated the facility will strive to educate participants in techniques to protect all 
parties and will provide necessary services to residents to avoid physical harm, pain, mental anguish, or 
emotional distress. Record reviewed indicated by 11/13/25, staff were interviewed to gather details regarding 
the circumstances surrounding the incident. No further incidents were reported to the staff. -NA-B was given 
written warning and education was provided with ongoing monitoring for compliance. -On 11/17/25 the facility 
had developed and started education for all of their staff on bed mobility and bed bath procedures for 
dependents residents. -On 12/8/25 through 12/10/25 staff were interviewed and were able to articulate 
appropriate bed mobility and bed bath procedures. This deficient practice is being cited at past 
Non-compliance.
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