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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, staff, family, and Nurse Practitioner (NP) interviews, the facility failed to implement effective 
interventions to prevent a resident (Resident #1) with right side hemiplegia (paralysis on the right side of the 
body) who took Plavix (antiplatelet medication) and aspirin (antiplatelet medication) from repeatedly falling 
from an air mattress and sustaining head injuries. Resident #1 sustained falls from her air mattress on 
5/29/25, 6/10/25, and 6/13/25. After her fall on 5/29/25 Resident #1 had a raised lump and bruising to her 
head requiring her to be transferred to the emergency room (ER) for evaluation. After her third fall from the 
air mattress on 6/13/25, Resident #1 sustained another head injury which included a 3 centimeter (cm) 
laceration and hematoma. Resident #1 required ER evaluation and staples to treat the laceration to her 
head. This deficient practice occurred for 1 of 3 residents reviewed for supervision to prevent accidents.
Findings included:Resident #1 was admitted to the facility on [DATE]. Her diagnoses included cerebral 
infarction (stroke), hemiplegia affecting the right dominant side, aphasia, dementia, muscle weakness, 
muscle wasting and atrophy, history of falling, long term use of antithrombotic/ antiplatelets.The admission 
Minimum Data Set (MDS) assessment dated [DATE] indicated Resident #1 had severe cognitive impairment. 
She was not documented for behaviors or rejection of care. The MDS documented that she was dependent 
on staff for bed mobility. The MDS further documented she had a history of falling within the last month prior 
to admission and she received antiplatelet medication.A current care plan during June 2025 included 
Resident #1 was at risk for fall related injury and falls related to impaired mobility, incontinence, requires 
assistive device, and current diagnoses-cerebral infarction (stroke), hemiplegia affecting right dominant side. 
The care plan goal was for Resident #1 to be free from injury related to falls. The care plan interventions 
included the following interventions:- An intervention dated 5/30/25 read: bed in lowest position.-An 
intervention dated 6/10/25 read: physical therapy (PT) and occupational therapy (OT) evaluation. -An 
intervention dated 6/13/25 read: will replace air mattress with bolstered air mattress (an air mattress 
equipped with raised, supportive barriers along the sides. The primary function of bolsters is to create a 
defined edge, thereby preventing individuals from rolling off the mattress). Other interventions included on 
the fall care plan included encouraging her to wear non-skid footwear when out of bed. Encouraged to rest in 
recliner, chair, or bed when appears fatigued. Encourage to wear appropriate footwear as needed. Follow 
facility fall protocol. Keep the environment as safe as possible with adequate lighting, call light within reach, 
commonly used items within reach, avoid repositioning furniture and keep the bed in the appropriate position. 
Lock wheels on wheelchair prior to transfers. Orient to surroundings as needed. Monitor for side effects of 
medications.Resident #1's active physician orders during June 2025 included the following orders:-Plavix 
(Clopidogrel) 75 milligram (mg) oral tablet daily- Aspirin 81 mg chewable tablet dailyReview of a facility 
incident report dated 5/29/25 at 1:50 PM revealed Resident #1 sustained a fall. The incident report stated a 
Nurse Aide (NA) found Resident #1 lying on the floor next to her bed face down on the floor. The report 
indicated Resident #1 was unable to communicate about the incident. The incident report stated Resident #1 
was assessed and the following injuries were noted: skin bruises on the right arm and left upper arm, bruise 
and swelling with lump on her upper right forehead and bruises on her right check. The physician was 
notified, and Resident #1 was transported to the ER for evaluation per physician orders. The incident report 
included Resident #1 was on an air mattress and the settings were correct. The fall intervention was to keep 
bed in the lowest position.An interview was conducted on 7/2/25 at 10:00 AM with NA #1. He said he had 
walked by Resident #1's room on 5/29/25 and saw her leg on the floor. He stated he went into her room to 
check on her and saw Resident #1 on the floor beside her bed. NA #1 reported he went and got Nurse #1.An 
interview was conducted on 7/1/25 at 11:30 AM with Nurse #1. She was the assigned nurse for Resident #1 
when she fell on 5/29/25 and remembered the fall. Nurse #1 recalled Resident #1 had fallen from her bed. 
She stated Resident #1 was trying to get up unassisted from bed when she fell and the fall was unwitnessed. 
Nurse #1 said NA #1 had come and told her Resident #1 had fallen. Nurse #1 reported Resident #1 could 
not get up without assistance and needed the assistance of two staff members with bed mobility and 
transfers. Nurse #1 stated Resident #1 would move and wiggle in bed and would say she was trying to get 
up to go home. She recalled Resident #1 had an air mattress in place at the time of her fall on 5/29/25. 
Nurse #1 remembered Resident #1 hit her head when she fell on 5/29/25 from her bed and had to go to the 
hospital because she was on a blood thinner.A hospital note dated 5/29/25 said Resident #1 was seen in the 
emergency department for a fall out of bed with a head injury and that her head and cervical (neck) scans 
showed no sign of any worrisome injury.Resident #1 returned to the facility on 5/29/25 after the ER visit.An 
incident report dated 6/10/25 at 11:56 PM stated when staff went into Resident #1's room she was on the 
floor on her left side. The incident report indicated she was assessed, had no injuries from the fall, and was 
placed back in bed. The incident report further stated Resident #1 was unable to explain what happened. 
The intervention for the fall was not included in the incident report.A telephone interview was conducted with 
Nurse #2 on 7/1/24 at 7:02 PM. She recalled Resident #1's fall from 6/10/25. She stated Resident #1 had 
fallen out of bed and was found lying beside the bed. Nurse #2 reported the fall was unwitnessed and 
Resident #1 had been unable to tell her what happened. Nurse #2 recalled Resident #1 had an air mattress 
and stated she thought Resident #1 had rolled out of bed. Nurse #1 reported she assessed Resident #1 after 
the fall, and she did not have any injuries.Review of Resident #1's medical record revealed there was no 
documentation of Physical Therapy or Occupational Therapy evaluations after her 6/10/25 fall. An incident 
report dated 6/13/25 at 2:00 PM indicated Resident #1 was found lying on the floor on the left side of her 
bed. The report said Resident #1 had been reaching for something and lost her balance. The incident report 
included the bed was in the lowest position and Resident #1 had been seen approximately 15 minutes prior. 
The incident report stated the NP was present and assessed Resident #1 and that she had a laceration 
noted on her left head and complained of neck pain. The report said orders were received to transport 
Resident #1 to the ER for evaluation. The incident report included that Resident #1 returned to the facility 
after being evaluated at the ER and had staples in place. The incident report also included that Resident #1 
had just been moved to room [ROOM NUMBER] B and that an air mattress was in place at the time of the 
fall and the settings were correct.Review of Resident #1's electronic medical record census indicated she 
had moved from room [ROOM NUMBER] B to room [ROOM NUMBER] B on 6/9/25.A telephone interview 
was conducted with Nurse #3 on 7/2/25 at 10:00 AM. She was Resident #1's nurse on 6/13/25 and recalled 
her fall. Nurse #3 said Resident #1 had fallen out of the bed on the left side of the bed. She said the fall had 
occurred just after lunch and that she had been in Resident #1's room about 10 minutes before the fall to 
give her medications. She reported the fall was unwitnessed, but that Resident #1 had nodded yes when she 
asked her if she was reaching for something. Nurse #3 said she thought Resident #1 was reaching out with 
her left arm and slid out of bed. She stated Resident #1 did not have use of the right side of her body due to 
her stroke. Nurse #3 recalled all of Resident #1's personal items were within reach at the time of the fall, and 
she had not been able to figure out what Resident #1 had been trying to reach for. Nurse #3 stated Resident 
#1 had not been able to tell her after the fall what she was reaching for. She reported Resident #1 could say 
yes/ no but was mostly non-verbal. Nurse #3 stated Resident #1 hit her head when she fell and was 
bleeding. She said 911 was called immediately. She reported she applied compression to Resident #1's 
head and stayed with her until emergency medical services (EMS) arrived. Nurse #3 reported Resident #1 
tended to lean to the left side when she was in bed and they tried to use pillows to position her in bed. Nurse 
#3 said Resident #1's bed was in the lowest position at the time of the fall; she explained Resident #1 had 
fallen out of the bed before and they had been taking precautions. Nurse #3 stated an air mattress with 
bolsters had been ordered for Resident #1 after her previous fall from the bed. Nurse #3 said she was not 
sure what time the air mattress with bolsters had arrived on 6/13/25 but thought it was a few hours before 
Resident #1's fall on 6/13/25. She stated she did not remember who had told her it had arrived, but she 
recalled the air mattress with bolsters being in the hallway a few hours before the fall. She stated they were 
getting ready to put the air mattress with bolsters on Resident #1's bed after lunch but she had fallen before 
they were able to place it.Review of a facility provided medical supply company work order form for the 
delivery of an air mattress with bolster cover. The form was signed by a representative of the medical supply 
company and dated 6/13/25. The form was signed by the facility representative (central supply) and dated 
6/13/25.A telephone interview was conducted with a representative from the medical supply company on 
7/2/25 at 9:20 AM. He stated the facility had called and placed an order for the air mattress with bolster rental 
on 6/11/25. He reviewed the work order delivery form the medical company had on file and stated the work 
order delivery form stated the air mattress with bolsters was delivered to the facility on 6/12/25. He reported 
the account said the air mattress with bolsters was placed in the facility on 6/12/25. He stated the work order 
form was signed by a representative from the medical supply company and dated 6/12/25. He said the work 
order delivery form was signed by the facility representative and dated 6/12/25. He faxed the work order form 
to the surveyor for review.Review of the work order form provided by the medical supply company revealed 
the form was identical to the form provided by the facility with matching customer and medical supply 
company representative signatures. The only difference noted in the form provided by the medical supply 
company was that the signatures were dated 6/12/25.An interview was conducted with Central Supply on 
7/2/25 at 10:30 AM. She reported she ordered the air mattress with bolsters for Resident #1 on 6/11/25. She 
reported she was not aware of the date of 6/12/25 being on the medical supply company delivery form. She 
stated the air mattress was delivered from the medical supply company in the afternoon on 6/13/25 and she 
recalled signing for the air mattress with bolsters when it was delivered. A hospital ER report dated 6/13/25 
stated Resident #1 rolled out of bed and was found to have significant hematoma and laceration to her head. 
The ER note stated, fall from bed 3 feet, unwitnessed. The ER note indicated she was on Plavix and was still 
bleeding on arrival. The ER reported a head scan was completed. The head scan showed no evidence of 
post traumatic injury to the brain or fracture. The head scan showed a left scalp laceration with hematoma. 
The ER course stated she had a 3 cm laceration, to her left scalp and several staples were placed very close 
together to help control bleeding. The ER note did not state how many staples had been applied. The 
discharge disposition and diagnosis included closed head injury with scalp laceration without evidence of 
intra cranial hemorrhage (ICH).Resident #1 was discharged back to the facility after her ER visit on 6/13/25.
An interview was conducted with NP on 7/1/25 at 3:35 PM. The NP said she remembered Resident #1 and 
her falls. The NP said Resident #1's falls should not have happened. She explained Resident #1 had 
hemiparesis on her right side and would lean to her left side and roll out of bed. The NP asked the surveyor, 
Why was there nothing there to prevent her from leaning and rolling out of bed?. She reported Resident #1 
always fell out of bed on the left side. The NP stated she felt if there was some type of rail on her bed she 
would not have kept falling out of bed. The NP replied, it's a good question why the bolsters were not added 
after her first fall, she replied why were they not added? The NP stated she felt if a fall mat had been in 
place, it would have prevented the laceration and injuries to Resident #1's head. She said if a fall mat was in 
place Resident #1 probably would not have had to go to the ER because she would not have gotten injuries 
to her head. The NP said she had spoken to the DON about her concerns and had been told it was corporate 
policy. The NP explained she had told the DON when Resident #1 fell on 6/13/25 that her fall could have 
been prevented. The NP recalled Resident #1 returned to the facility after her fall on 6/13/25 and her scans 
had been good. She recalled Resident #1 had 12-13 staples when she returned. The NP stated she felt the 
facility could have done a better job with preventing Resident #1's falls.An interview was conducted with the 
Minimum Data Set (MDS) Nurse on 7/2/25 at 11:05 AM. The MDS Nurse reviewed Resident #1's care plan 
and stated the intervention for her first fall from the air mattress bed on 5/29/25 was to keep the bed in the 
lowest position. The MDS Nurse reported the intervention for her second fall from the air mattress bed on 
6/10/25 was for PT and OT to evaluate her. The MDS Nurse reported the intervention for her third fall from 
the air mattress bed on 6/13/25 was to change her to an air mattress with bolsters. The MDS Nurse stated 
fall interventions were discussed in the morning meetings and that therapy was present in the morning 
meetings.An interview was conducted with Occupational Therapy Assistant (OTA) #1 on 7/2/25 at 12:30 PM. 
He stated he had attended morning meetings for therapy and was not aware of a therapy evaluation request 
for Resident #1 from June. He reported there had been no PT or OT therapy evaluation completed for 
Resident #1 since she had been discharged from therapy services. He reported she had been discharged 
from OT services on 4/29/25 and had been discharged from PT services on 5/5/25.An interview was 
conducted with DON on 7/2/25 at 11:30 AM. She stated Resident #1 had a fall on 5/29/25 from her bed. She 
recalled Resident #1 had a pump knot on her head after she had fallen and went to the ER. The DON 
reported all her scans at the ER had been good and she returned to the facility the same day. The DON said 
she had an air mattress, and the settings were checked when she had fallen and had been correct. The DON 
explained the intervention for Resident #1's fall had been to keep her bed in the lowest position. The DON 
said Resident #1 had fallen because she had been trying to get up from the bed. The DON recalled Resident 
#1 fell again on 6/10/25 from her bed during the night. The DON stated after Resident #1's fall on 6/10/25 it 
was discussed that her air mattress was a factor in her fall and that was when they had decided to order an 
air mattress with bolsters. The DON stated the air mattress was ordered on 6/11/25 after her fall was 
reviewed in the morning meeting. She explained the air mattress with bolsters was a specialty mattress that 
had to be ordered from a medical supply company, and they had to wait for it to be delivered. The DON said 
while they were waiting for the air mattress with bolsters to be delivered, they had moved Resident #1 to a 
room closer to the nursing station. She did not know why Resident #1 medical record census stated she had 
been moved to room [ROOM NUMBER] B on 6/9/25 before her fall on 6/10/25. The DON said she thought 
the census date listed in Resident #1's medical record was incorrect and that she had been moved after her 
fall on 6/10/25. She was unable to provide any additional documentation about when Resident #1 moved 
rooms. The DON then said Resident #1 had fallen again within a hour of moving her to the new room. The 
DON did not elaborate if it was the fall on 6/10/25 or 6/13/25 she was referring to. The DON explained when 
Resident #1 fell on 6/13/25 the air mattress was ordered by had not been placed yet. She stated Resident #1 
had fallen again on 6/13/25 before the air mattress was placed. She reported the NP had been at the facility 
and saw her when she fell on 6/13/25. She reported Resident #1 hit her head when she fell and had a 
laceration to her head. The DON stated Resident #1 was transferred to the ER for evaluation after her fall on 
6/13/25. She explained all her scans had been good and she had returned to the facility the same day with 
staples to the laceration. The DON stated Resident #1 had 12 staples when she returned to the facility. The 
DON explained the air mattress with bolsters was placed on Resident #1's bed while she was at the ER. The 
DON said Resident #1 did not have any more falls after the air mattress with bolsters was placed. The DON 
said she thought the air mattress with bolsters was delivered on 6/13/25. She reported she did not know why 
the dates on the medical supply company work order form were different than the medical supply company 
work order form the facility had provided. The DON was not aware that Resident #1 had not been evaluated 
by PT and OT after her fall on 6/10/25. She stated therapy was present during the morning meetings and it 
was discussed during the morning meeting. The DON said the therapy department was responsible for 
following up to ensure the evaluation was completed. She explained there had been a lot of turnovers in the 
therapy department and that she thought it had been missed. The DON did not recall the NP saying she felt 
Resident #1's falls could be prevented. The DON said she did not think Resident #1's falls could have been 
prevented. She reported Resident #1 did not have any more falls after the air mattress with bolsters was 
placed because they found an intervention that worked.An interview was conducted with the Administrator on 
7/2/25 at 12:47 PM. The Administrator said Resident #1 had fallen because she rolled out of the air mattress. 
She stated there was not any way to expedite equipment and the air mattress with bolsters was a specialty 
item that had to be ordered. The Administrator said the air mattress with bolsters was placed when it was 
delivered after lunch, she explained placing the air mattress with bolsters onto Resident #1's bed was a big 
task for staff to complete, and she thought the staff did a good job. The Administrator stated the PT/ OT eval 
was missed for Resident #1 because of therapy transitions during that time and it got missed. The 
Administrator said they tried the least restrictive things first when someone fell and did not put out the biggest 
things on the front end. She explained they tried to do the least restrictive interventions to help residents be 
safe and that was why they did not do the bolsters after Resident #1's first fall.
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