Printed: 02/05/2026
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
395221 B. Wing 09/03/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Bedford Post Acute 136 Donahoe Manor Road
Bedford, PA 15522

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm Based on review of facility policies and clinical records, as well as staff interviews, it was determined that the
facility failed to ensure that fall/injury prevention interventions were in place for one of 3 residents reviewed

Residents Affected - Few (Resident 1).Findings include: A facility policy for fall management, dated February 14, 2025, indicated that

the interdisciplinary team reviews falls. The team will discuss and care plan recommended interventions to
reduce the potential for additional falls with the resident and/or resident's representative and document in the
care plan and progress note. The care plan will be reviewed and/or revised as indicated. The care Kardex
will be updated as appropriate. A quarterly Minimum Data Set (MDS) assessment (a federally mandated
assessment of a resident's abilities and care needs) for Resident 1, dated July 23, 2025, revealed that the
resident was cognitively impaired, was independent with transfers and ambulation, was occasionally
incontinent of urine, received therapy, had one fall since her prior assessment with no injury, and had a
diagnosis of Alzheimer's dementia. A nursing note for Resident 1, dated August 1, 2025, at 1:34 a.m.,
revealed that the resident was sitting on the floor at the foot of her bed. She stated that she slipped and
landed on her buttocks. New interventions included recommendations to wear non-skid socks at bedtime. A
nursing note for Resident 1, dated August 14, 2025, at 5:06 a.m., revealed that the resident was found in her
room lying on the floor on her back with her legs pointed towards her recliner chair. A fall investigation
revealed that the resident was unable to describe why she was ambulating so early in the morning. It was
determined at the conclusion of the investigation that the resident was most likely ambulating to the
bathroom, lost her footing and sustained a fall. A witness statement from Nurse Aide 1, dated August 14,
2025, at 5:06 a.m. revealed that on the morning of August 14, 2025, at approximately 4:43 a.m., she heard a
crash in Resident 1's room. Upon entering the resident's room, she saw the resident lying on her back on the
floor with her head against her rollator walker and her shoes were by her feet on the floor. There was no
documented evidence that the resident was wearing non-skid socks at the time of her fall. Interview with the
Director of Nursing on September 3, 2025, at 2:38 p.m. confirmed that Resident 1 was not wearing non-skid
socks at the time of her fall on August 14, 2025.28 Pa. Code 211.12(d)(1)(5) Nursing Services.
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