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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and staff, Family Member, and Physician Assistant interviews, the facility failed 
to provide care in a safe manner when a resident rolled off the raised bed while incontinence care was being 
provided. The resident had a history of stroke with residual left side weakness. Nurse Aide #1 turned the 
resident away from her onto her left side with the resident holding the upper side rail with her right hand. 
While care was being provided Resident #1 stated she could not hold on anymore and rolled out of the bed 
landing on her knees and immediately complained of pain in her knees, back and legs. Resident #1 was 
transferred to the local hospital by emergency medical services (EMS) for evaluation and a CT scan 
(computed tomography scan) confirmed distal right femur (thigh bone just above the knee joint) fracture. It 
was determined that the resident required a higher level of care and she was transferred to a local trauma 
center for further evaluation and treatment. CT scans of the lower extremities revealed an oblique fracture 
(broken at an angle) on the right and left distal femur and left lateral tibial fracture (break in the upper part of 
the shin bone that forms the lower part of the knee joint). Resident #1 had a surgical procedure used to 
repair severe fractures by realigning broken bones and securing them with metal hardware of bilateral femur 
fractures and the left tibial plateau fracture (flat top part of the shin bone). At discharge the resident required 
acetaminophen 975 milligrams (mg) three times a day, oxycodone (opioid analgesic) 7.5-10 mg every 4 
hours as needed and gabapentin 300 mg at bedtime for pain relief. An interview with a Family Member 
revealed more than two months after the fall and surgical interventions Resident #1 remained in severe pain, 
her mobility had decreased with physical movements, and her cognition continued to decline. The occurred 
for 1 of 3 residents reviewed for accidents (Resident #1). Immediate jeopardy began on 7/28/25 when 
Resident #1 rolled out of the bed onto her knees while Nurse Aide #1 was providing care and resulted in 
severe fractures. Immediate jeopardy was removed on 11/15/25 when the facility implemented a credible 
allegation of immediate jeopardy removal. The facility remains out of compliance at a lower scope and 
severity of a D which is no actual harm with potential for more than harm that is, not immediate jeopardy to 
ensure staff education and monitoring systems put in place are effective.Findings included: Resident #1 was 
admitted to the facility on [DATE] with diagnoses included right middle cerebral artery stroke with residual left 
side weakness, atrial fibrillation and diabetes.Resident #1's quarterly Minimum Data Set, dated [DATE] 
indicated moderately impaired cognition. She required extensive assistance with transfers and locomotion 
and one person assistance with activities of daily living and mechanical lift for transfer. Resident #1 was 
dependent upon staff for bed mobility. She did not have any falls in the past 6 months or since admission. 
She required as needed pain medication for frequent pain. Resident #1's weight was 135.Review of the 
Medication Administration Record (MAR) revealed ticagrelor (an antiplatelet medication used to prevent 
blood clots) 90 milligrams twice a day was started on 5/16/22 for cerebral vascular accident. A focused area 
of the care plan dated 4/25/25 revealed Resident #1 was at risk for falls related to cerebral vascular accident. 
The goal included Resident #1 would be free of falls. Interventions included the staff would anticipate and 
meet the resident needs, educate the resident/family/caregivers about safety reminders and what to do if a 
fall occurs. Physical therapy would evaluate and treat as ordered or as needed. Resident #1 needed a safe 
environment with (even floors, free from spills, and/or clutter), the bed in lower position at night and items 
within reach. The resident had an activity of daily living self-care deficit related to cerebral vascular accident. 
The goal was resident would maintain current level of function in daily care needs. Intervention included the 
resident will have 1/4 side rails up as per physician orders for safety during care provision and to assist with 
bed mobility. Observe for injury or entrapment related to side rail use. Reposition as necessary to avoid 
injury. The resident required staff assistance to turn and reposition. The resident required 1-2-person 
assistance with bathing/showering and the use of a mechanical lift for transfers.A written statement from 
Nurse Aide #1 dated 7/29/25 indicated nothing had been reported as change in condition regarding the 
resident to Nurse Aide #1. Resident #1 was her normal self, alert during resident care. Nurse Aide #1 
described the incident as she was changing the resident and her sheets, standing on the right side of 
hospital type bed next to the window. She had the sheet rolled under resident and was placing brief, 
Resident #1 was holding onto top upper bed rail and said, I can't hold on. Resident #1 turned loose and 
rolled off bed onto her knees. Nurse Aide #1 said she helped move the residents' legs and laid her down, 
placed pillow under her head and went to get help. Nurse Aide #2 was across the hall and immediately 
responded to help. Nurse #1 was notified and responded. Care and comfort provided until emergency 
medical service arrived to transport resident to the emergency department. A telephone interview was 
conducted on 10/30/25 at 9:45 AM with Nurse Aide (NA) #1 who performed incontinence care and changed 
Resident #1's bed linens on 7/28/25. Nurse Aide #1 stated she had worked with Resident #1 numerous 
times, and she was a one-person assist for activities of daily living. She indicated the resident was able to 
hold onto the side rail most days without any problems with her right hand. She reported the two top rails 
were up and the two bottom rails were down. NA #1 indicated she was standing on the right side of the bed 
near the window in the center of the bed performing incontinence care and changing the bed linens as the 
resident was holding the top left side rail with her right hand. Resident #1 was facing away from NA #1. 
Resident #1 stated she could not hold on any longer and she let go of the rail and her feet hit the floor and 
the resident rolled and fell forward on her knees and ankles. NA #1 stated the bed was not at full height 
capacity, it was at her waist level when the resident fell. She reported the resident fell on her knees toward 
the foot of the bed and did not hit her head on the bed or the floor. NA #1 further stated when the resident fell 
on her knees and ankles the resident complained of pain in her knees, back and legs, so she repositioned 
the resident onto her back on the floor and placed a pillow under her head until she could get help. She 
reported she had called out for help, and another nurse aide came to help until she could get the nurse on 
the floor to come to the room. The assigned nurse was not available, so she got Nurse #1 to come assess 
the resident. NA #1 stated that the Administrator and another person asked her to perform a return 
demonstration of the events. NA #1 stated she demonstrated what she did and the position of the resident 
while she performed the care and where and how the resident fell. NA#1 did not indicate there was an issue 
with how she performed the care after the return demonstration with the Administrator.A written statement 
from Nurse Aide #2 dated 7/29/25 indicated Nurse Aide #1 called out for help and said she fell on her knees. 
When I came in the room Resident#1's feet were towards head of bed and head towards foot with pillow 
under her head. Resident #1 complained of pain and asked me to move her leg and that her foot was 
hurting. I explained I couldn't move her, but EMS was on the way. The response from EMS was about 15 
minutes. Nurse #1 was in the room with Resident #1 until EMS arrived.Nurse Aide #2 was called on 10/29/25 
at 2:24 PM and 10/30/25 at 11:13 AM and was not available for interview.A written statement from Nurse #1 
dated 7/29/25 indicated Nurse #1 responded to the request for help in Resident #1's room. Nurse #1's 
assessment of Resident #1 revealed she was lying on floor with her right foot turned out complaining of foot 
and back pain. Resident#1 was not moved from the floor. The physician was notified and gave an order to 
send the resident to the emergency department for evaluation. Emergency Medical Services (EMS) was 
called and transported the resident to the emergency department (ED). Resident #1's spouse was notified of 
the incident and the resident being transported by EMS to local emergency department.An interview 
conducted on 10/30/25 at 9:15 AM with Nurse #1 revealed she responded to Resident #1's room on 7/28/25 
at the request of the NA #1 who stated the resident rolled off the bed. Nurse #1 stated when she entered the 
room Resident #1 was lying on the floor at the foot of the bed and her right foot was rotated outward in a 
slightly twisted manner. The two top rails were up, and the bottom rails were down on both sides of the bed. 
Based on her observation of Resident #1's foot and leg position and the residents' report of pain on several 
parts of the body, she made the clinical decision to contact the physician for transfer for further evaluation. 
She asked the resident who was alert what happened, and the resident only said she fell out of bed. She 
stated NA #1 said she was providing incontinence care and changing the resident's bed linens when the 
resident rolled out of bed onto the floor hitting her knees. Nurse #1 stated she asked NA #1 to show her how 
Resident #1 fell out of bed and NA #1 stated she was behind the resident on the right side of the bed near 
the window toward the middle of the bed providing incontinence care and changing the sheets. Resident #1 
was positioned on her left side on her hip and was holding onto the side rail when the resident stated she 
could not hold on and let go of the side and fell on her knees. NA #1 called for help and Nurse Aide #2 was 
in the room until she (Nurse #1) came to do her assessment. Resident #1 reported pain in her back, leg and 
ankle. Nurse #1 indicated she did not ask NA #1 how high she had the bed when providing care to Resident 
#1 and did not check the bed position at the time of the assessment since the resident was already on the 
floor. She stated the resident remained on the floor with staff present until EMS arrived. The physician and 
resident representative were notified immediately, and orders were given for transfer to emergency 
department for further evaluation.The facility incident report dated 7/28/25 at 2:30 PM completed by Nurse 
#1 revealed Nurse Aide #1 called Nurse #1 to the room and found Resident #1 on the floor on her back. 
Range of motion was performed and Resident#1's right foot was noted to be rotated outward. Resident #1 
complained of pain to the right foot and lower back. The physician was made aware of the finding and gave 
an order for the resident to be transferred to the emergency department for evaluation. The resident 
representative was made aware of Resident #1's condition and transfer to the emergency department. Nurse 
Aide #1 stated she had Resident #1 turned on her side when she was changing her and she rolled out of 
bed. Resident #1 stated she was turned on her side when Nurse Aide #1 was changing her, and she rolled 
off bed.The Emergency Medical Service (EMS) report dated 7/28/25 revealed EMS responded at 2:43 PM, 
the chief complaint was Resident #1 had injuries/pain/fall, injury to knee, acute pain due to trauma. Upon 
arrival the providers were directed to the room where resident was found lying on the floor next to her 
hospital bed. Staff reported they were assisting resident to a standing position when she lost her balance, 
falling to her knee and then to the floor. Staff denied resident losing consciousness prior to fall. Resident was 
lifted to the stretcher, with pain in her right hip, thigh, knee and ankle area. Resident #1 denied losing 
consciousness or getting dizzy prior to or after fall. Resident was lifted with draw sheet stabilizing her hip 
area. Resident #1 was given 5.5 milligrams of morphine intramuscular (IM) for pain management. Nasal 
capnography (is a method of monitoring the concentration or partial pressure of carbon dioxide) placed for 
monitoring of Resident#1's breathing and respiratory status. The local Emergency Department (ED) that was 
connected to the skilled nursing facility provider note dated 7/28/25 read in part: Resident #1 was seen for 
right leg pain after falling from her bed. There was no report indicating Resident #1 hit her head or loss of 
consciousness. The physical exam revealed there was shortening of the right lower extremity concerning for 
a femur fracture. A CT scan of the lower extremity confirmed a distal right femur fracture. Resident #1 was 
placed in a knee immobilizer splint and was given morphine for pain. Resident #1 had an abnormally high 
number of white blood cells (leukocytosis) noted on blood work. The case was discussed with Resident #1 
and admitting team of the trauma center. Resident #1 was transferred for further evaluation and higher level 
of care. An interview was conducted on 10/29/25 at 1:00 PM with the local emergency room Physician 
Assistant (PA) who initially saw resident in the local emergency room. He stated Resident #1 was alert 
enough to state that she had pain on the right side of her body to include the knee, hip and leg. The 
Physician Assistant further stated the resident did not report loss of consciousness or hitting her head and 
the fall occurred while staff were changing her. He reported that based on Resident #1's level of reported 
pain, several CT scans were done of the body, and a fracture of the right distal femur was found. He 
indicated the review of the CT scan documented soft tissue was unremarkable with an oblique fracture (bone 
is broken at an angle) of the medial aspect of the distal femur (inner aspect of the femur near the knee joint) 
involving the medial epicondyle (bony prominence located on the lower portion of the femur). There were no 
significant degenerative changes in the joints. The PA stated based on the presentation of the resident at the 
time of admission, the focus was on the identified pain, the fracture area and providing stabilization 
interventions until the resident could be transferred to the trauma hospital for further orthopedic evaluation 
and treatment. The PA indicated he was unable to provide a definitive cause of the fractures due to age 
related changes in bone density and weakening of the bones that could not be pinpointed therefore, further 
evaluation was necessary.The trauma center provider note dated 7/28/25 indicated Resident #1 was 
admitted from a local hospital following a fall from the bed with chief complaint of pain in her right hip, knee 
and ankle and leukocytosis. Primary diagnosis was a right distal femur fracture and left lateral tibial fracture 
after a mechanical fall. CT scan of the lower extremities revealed an oblique fracture (broken at an angle) on 
the right and left distal femur. On arrival at the trauma center Resident #1 was noted to be briefly 
hypotensive (low blood pressure) with an elevated white blood cell count (WBC) of 18.5 (the normal white 
blood cell count is 4 to 10). An elevated WBC can indicate an underlying health issue including infection.
Operative note dated 7/29/25 revealed surgical procedures for Resident #1 who sustained bilateral distal 
femur fractures following a fall from bed. The left lower extremity distal femoral condyle (rounded end of the 
rounded part of the femur that forms the knee joint with the tibia and patella), right lower extremity of the 
medial distal fracture that extends anteriorly into (trochlea) the knee is the groove on the front of the thigh 
bone (femur) where the knee bends and strengthens. The fractures were indicated for operative fixation to 
prevent early degradation of joint surfaces leading to osteoarthritis as well as to improve limb length and 
alignment and to allow for earlier return to functional mobility. For this patient, who ambulates just for 
transfers, the facture (sic) is indicated for fixation to assist with pain control and healing. Discharge summary 
dated [DATE] from the trauma center revealed the admitting diagnoses were bilateral femur fractures and left 
lateral tibial fracture after mechanical fall. Resident #1 had a surgical procedure used to repair severe 
fractures by realigning broken bones and securing them with metal hardware of bilateral femur fractures and 
left tibial plateau fracture status post femur open reduction and internal fixation. Resident #1 was transferred 
from outside hospital for level 1 trauma after suffering a witnessed mechanical fall at her skilled nursing 
facility. Imaging showed multiple fractures in the lower extremities including left distal femur, lateral tibia 
plateau, and right medial femoral condylar. She was evaluated by orthopedic surgery, trauma surgery and 
palliative care. Family believed that surgery for pain management aligned with Resident #1's goals of care. 
She was taken for bilateral femur fixation. At discharge adequate pain control was achieved with Tylenol 975 
milligrams three times a day, oxycodone (opioid analgesic) 7.5-10 milligrams every 4 hours as needed and 
gabapentin 300 milligrams hours of sleep. VTE (Venous thromboembolism) prophylaxis (strategies to 
prevent blood clots forming in the veins) with enoxaparin (heparin-like drug that prevents blood clots) 40 
milligrams every day for 3 weeks.An interview was conducted on 10/29/25 at 2:33 PM with the Family 
Member who stated another family member received a call from the facility that Resident #1 fell out of bed 
while care was being provided and was transferred to the local hospital. The Family Member reported 
Resident #1 only had some mobility in her right arm and severe left side weakness due to a previous stroke. 
The Family Member reported that based on the facility report of the incident safety measures should have 
been in place to ensure residents do not roll out of bed during care. She indicated the facility was aware of 
Resident#1's left side weakness and the facility expected her to hold a position while care was being 
provided for an undetermined amount of time. She further stated different interventions should have been in 
place since Resident #1 had known left side weakness and would become weak at any point in time. She 
stated the family had not been provided with a full explanation of how high the bed really was or how far the 
resident was from the edge of the bed when the resident rolled out of the bed. She stated the situation could 
have been avoided if proper use of the side rails were in place while care was provided based on Resident 
#1's limited mobility. The Family Member stated that since the surgery Resident #1 remained in severe pain, 
her mobility had decreased with physical movements, and her cognition continued to decline since the 
incident. The Administrator did call and tell the family they would provide training on bed safety during care 
and there were no further details provided about the investigation.Summary of facility investigation 
completed by the former Administrator on 7/29/25 revealed Resident #1 was being provided care in her room 
by the nurse aide. The nurse aide stated that she had the resident on her side on the right of the bed 
changing the linen and preparing a brief to fit on the resident. The nurse aide stated the resident was holding 
on to the upper side rail and told her she could not hold her position and rolled further and slid off the 
bedside onto both her knees hitting the floor. Bed was positioned at height for the nurse aide to provide 
direct care. The nurse aide stated she went around the bed to the resident who voiced that her right leg hurt, 
and the nurse aide called out for help, then positioned the resident from her knees back to rest on her back, 
moving out the resident's legs and knees out from underneath the upper body. The nurse aide provided a 
pillow for the resident's head and then obtained assistance from the charge nurse and another nurse aide. 
The doctor was notified and provided an order for EMS to transfer to the acute hospital for further care. The 
family was notified by the charge nurse, and the acting DON was notified. The resident was transported by 
EMS to the local hospital emergency department. We performed an X-ray on Resident #1's right side of the 
body and it was noted that she had a fracture of the medial aspect of the distal femur. The resident was then 
transferred to trauma Hospital for further treatment. She is currently at the trauma Hospital in [NAME], NC for 
interventions on the fracture. The investigation concluded from the evidence gathered that this was an 
accidental occurrence. The facility will continue to manage the resident at trauma hospital. Care policies will 
be reviewed, and any education and training will be provided.A telephone interview was conducted on 
10/30/25 at 8:33 AM, with the former Administrator who stated he received a report from nursing that 
Resident #1 had fallen out of bed 7/28/25. He stated upon receipt of the incident he and the interim Director 
of Nursing spoke with Nurse Aide #1 to get her statement and perform a return demonstration of the events 
of the fall. He stated the nurse aide demonstrated that she was on the right side of the bed closest to the 
window behind the resident performing incontinence care and changing linen, while the resident was holding 
onto the top left side rail. Resident #1 stated she could no longer hold onto the rail and rolled out of bed. He 
stated he was unable able to speak with the resident directly because the resident had already been 
transferred to the hospital. He indicated based on his investigation and interviews with the staff involved and 
the return demonstration by the Nurse Aide #1 the situation was an accident. He stated the events were 
reviewed, the facility management and legal team all agreed it was an accident. He further stated he did not 
suspend the staff since the fall was witnessed, however he did have a discussion with the Nurse Aide 
involved about resident safety during care, but no other in-service or training was conducted due to no staff 
development coordinator being available. An interview was conducted in conjunction with a record review on 
10/29/25 at 11:00 AM with the current Administrator who stated the only available document for Resident 
#1's fall was the former Administrator summary of events. She was unable to locate any formal training 
provided to the Nurse Aide #1 or staff about resident safety, use of side rails during care or care policy 
updates to prevent accidents during care. She indicated the review of the file revealed the nurse aide 
continue to work her shift and the hospital management handled the remaining part of the investigation.An 
interview was conducted on 10/29/25 at 11:23 AM, with the Lead Nurse Chief Officer for the local hospital 
who was interim Director of Nursing at time of incident. She stated the assigned Nurse Aide #1, Nurse #1 
and Nurse Aide #2 were interviewed in conjunction with the Administrator to gather details of the incident. 
She stated when she received the initial information it was reported that Nurse Aide #1 was providing 
Resident #1 incontinence care and changing the resident's linen when she fell out of the bed. Resident #1 
who was a 1-person assist was holding onto the top left side rail when she rolled out bed after the resident 
released her hands from the rail and fell out of bed onto her knees. She further stated Nurse Aide #1 was 
asked to do a return demonstration of the events with the Administrator present. The DON stated she was 
not aware of the actual training done by the former Administrator following the incident.A return 
demonstration of events was done by the Interim Director of Nursing (DON) of her observation/investigation 
on 10/29/25 at 11:43 AM. She stated Nurse Aide #1 had shown her and the Administrator her position at 
bedside when the resident rolled forward out of bed. The Interim Director of Nursing demonstrated NA #1 
was positioned at the top of the right side of bed behind the resident performing incontinence care and trying 
to change the soiled sheet at the same time and both top side rails were up. The two bottom side rails were 
down. Based on what the NA #1 reported the bed was waist high to the nurse aide. The DON stated she did 
not inquire about the full height of bed at the time of demonstration. NA #1 demonstrated she had rolled 
Resident #1 away from her onto her left side to hold onto the left side rail. NA #1 reported Resident #1 was 
on the left side of her body close to the edge of the bed when Resident #1 reported she could no longer hold 
the position, and the resident let go of the rail and rolled forward out of bed onto her legs/knees. The Interim 
Director of Nursing reported that NA #1 demonstrated that the resident fell on her knees which repositioned 
the resident's body resulting in the resident's legs facing the head of the bed and her head at the foot of the 
bed. NA #1 reported to her that the resident did not hit her head, but she had placed a pillow under the 
resident's head for support until she could get help. The resident did report pain in her legs and back per the 
aide. The Interim Director of Nursing did not indicate how Resident #1 was positioned in bed when NA #1 did 
the return demonstration.The Administrator was notified of Immediate Jeopardy on 11/10/25 at 9:46 AM. The 
facility provided the following credible allegation of immediate jeopardy removal:Identify those recipients who 
have suffered, or are likely to suffer, a serious adverse outcome as a result of the noncompliance.On July 28, 
2025, the resident cited rolled out of bed during incontinence care, resulting in a major injury. Staff failed to 
maintain appropriate positioning and supervision during care, including the use of side rails. The facility failed 
to provide care in a safe manner and placed resident at risk of falls and injuries.The fall incident was 
reviewed by the previous administrator and Interim director of nursing on 7/29/2025. Interviews were 
conducted with two certified nursing assistants and one registered nurse as responders to the incident. An 
assessment was completed with a look back period of 30 days prior to July 28, 2025. The results concluded 
that there were no other residents that were affected by the same deficient practice. An assessment was 
completed on 11/14/2025 by the Interim Director of nursing and the Interim Administrator. Specify the action 
the entity will take to alter the process or system failure to prevent a serious adverse outcome from occurring 
or recurring, and when the action will be complete.Administration took the following actions to ensure other 
residents were not at risk or likely to suffer harm. On August 6, 2025, administration continued weekly quality 
oversight meetings discussing the needs of the unit including staffing needs, resources, education and 
training and quality issues. The new Interim Director of Nursing started on Extended Care Unit on August 11, 
2025. An audit was completed by the Director of Nursing on August 13th, 2025, to review all 45 residents' 
mobility and transfer needs. Upon completion of the audit, it was determined that each resident had the 
correct amount of assistance on each care plan. The Interim Administrator of Extended Care Unit started on 
October 16th, 2025. By November 6th, 2025, all residents had an updated MDS completed, including 
functional abilities and goals. The Director of Nursing/ Nursing Designee provided targeted verbal and return 
demonstration education to licensed nursing and certified nursing assistants on proper positioning in bed 
including side rails and adjusting height of bed during care to ensure residents are safely aligned, supported, 
and protected from injury. Instruction reinforced correct techniques for turning, boosting, and positioning 
residents. Staff are expected to review the care plan and Kardex and to follow the specified staffing needs 
with transfers and mobility of the resident. On 11/10/2025 the Director of Nursing began education with all 
licensed nursing staff and certified nursing assistants. All staff were required to complete education prior to 
their next scheduled shift or be removed from the schedule until educated. The Director of Nursing was 
monitoring the list of everyone that was educated.On November 10, 2025, administration implemented a 
process change in baseline care plans. The responsibility for initiating the baseline care plan during the 
admission assessment has shifted from the MDS RN coordinator to the admitting licensed nurse. The 
baseline care plan includes interventions for safe positioning during care to prevent falls and injury. 
Administration updated the Extended Care Unit-specific new hire orientation process for certified nursing 
assistants and licensed nurses to include proper positioning in bed during care to ensure residents are safely 
aligned, supported, and protected from injury. Instruction will reinforce correct techniques for turning, 
boosting, and positioning residents. This education will be documented on the unit specific checklist and 
completed by the Director of Nursing/ Nursing Designee and implemented on 11/11/2025 for any new hires. 
The new hire orientation process was updated on 11/11/2025 by the administration team for certified nursing 
assistants and licensed nurses to include proper ergonomics, body mechanics, and safety precautions with 
lifting and moving residents. Education material was reviewed by the licensed physical therapist and 
education includes written materials. Administration implemented weekly risk meetings on 11/11/2025. 
These weekly meetings will involve detailed resident specific information that will be documented in the 
medical record as well as on paper. These meetings will include interdisciplinary team members who will 
discuss resident specific changes in condition, falls, weight loss, infections, and mobility needs. This new 
process will improve departmental communication and resident centered care. This action will include 
implementation of a weekly risk meeting form to be utilized by the notetaker. The immediate jeopardy 
removal date is November 15, 2025. An onsite validation of the immediate jeopardy removal plan was 
completed on 11/19/25. Interviews with nurses and nurse aides from different shifts revealed they were 
educated on proper body positioning and incontinent care by 11/13/25. Multiple nurses were interviewed, 
and the interviews revealed the nurses were educated about doing baseline care plans when a resident was 
admitted . The nurses revealed they had received the education regarding the baseline care plans by 
11/13/25. Weekly risk meeting records, which started 11/11/25, were reviewed. Orientation materials to be 
used for nurses and nurse aides were reviewed and were found to include education related to proper 
positioning, repositioning, and body mechanics during care. There had been no new nurses or nurse aides 
trained through orientation since the implementation of the immediate jeopardy removal plan. Residents 
were observed positioned safely in bed. Resident repositioning was observed when two nurse aides were 
observed repositioning a resident in bed. The two nurse aides repositioned the resident utilizing safe 
technique and no risk to the resident was observed. The immediate jeopardy removal date of 11/15/25 was 
validated.
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