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

Printed: 
Form Approved OMB 
No. 0938-0391 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page 1  of      

435083 11/13/2025

The Neighborhoods at Brookview 2421 Yorkshire Dr
Brookings, SD 57006

F 0689

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Some

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

(continued on next page)

435083 2

02/05/2026



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

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

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

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

435083 11/13/2025

The Neighborhoods at Brookview 2421 Yorkshire Dr
Brookings, SD 57006

F 0689

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, interviews, observations, document review, and policy review, the provider failed to assess 
three of five sampled residents (1, 4, and 5), all of whom had either experienced a fall related to a recliner or 
lacked access to their recliner controls. The provider also failed to update residents' care plans and educate 
staff as indicated in the incident reports.Findings include:1. Review of Resident 1's EMR revealed he was 
admitted to the facility on [DATE]. He had diagnoses of osteoarthritis (a condition where the cartilage in joints 
is worn down causing pain and stiffness), Alzheimer's (a progressive brain disorder causing memory loss), 
mild cognitive impairment (mild confusion), hypertension (high blood pressure), depression, right hip pain, 
low back pain, glaucoma (high pressure inside the eye causing vision changes), atrial fibrillation (irregular 
heart beat), and congestive heart failure (where the heart cannot pump enough oxygenated blood to meet 
the body's needs, causing blood and fluid to back up in organs like the lungs, abdomen, and legs.He was 
hospitalized on [DATE] for confusion/disorientation, pale/dusky (pale blueish color of the skin), coarse lung 
sounds (rattling sound), and shortness of breath with ambulation. He returned from the hospital on [DATE] 
and started receiving hospice care (end-of-life care focusing on comfort).He had fall risk assessments 
completed on 5/20/25, 5/26/25, 8/17/25, 10/17/25, and 10/22/25 that indicated he had a high risk of falling. 
He fell on 9/28/25 when he lost his balance in the bathroom and did not receive a major injury. On 10/4/25, 
he fell near his bed and did not receive an injury. On 10/17/25, he was more confused, thinking he saw 
marbles on the floor and claimed to slip on them. He was found on the floor in his room and did not have an 
injury. On 10/22/25, he was found sitting on the floor in his room between his bed and recliner. The recliner's 
footrest had been elevated, and staff reported he had been sitting in his recliner prior to being found on the 
floor. RN, NS J assessed him, and he complained of pain in his pelvis and hips with movement and when he 
was touched. His right leg had been slightly longer than his left, his right leg was turned outward, and he had 
pain with the movement of his right hip (indicating he had a possible hip fracture). His family was updated on 
his fall and status, and they declined further evaluation at the emergency room for him. They wanted him to 
remain at the facility and to be kept comfortable. His 6/20/25 (most current in the EMR) care plan indicated 
he was independent with bed mobility, independent with transferring (moving from one place to another), and 
walking with a walker, he did not use a wheelchair, and he was independent with his dressing, eating, toilet 
use, and personal hygiene. On 9/18/25, it was added to his care plan that he was a high fall risk. His fall 
interventions, last updated on 10/22/25, were: Encourage to call for assistance with toilet hygiene., 
Encourage to use anti slip footwear., Reinforce safety., Remind to use of footwear during ambulation., 
Encourage to sit while getting his pants over his feet and lower legs, once that is done then stand for pulling 
them up., double call light in place, fall mat beside bed, and bed at low position.His 10/17/25 paper care plan 
indicated he needed the assistance of one to two staff, a gait belt, and a walker to transfer. He needed one 
staff member to assist him with ambulation with his walker or wheelchair, and his mental status was alert, 
confused, and forgetful.His 10/21/25 Hospice care plan indicated he needed the assistance of two staff 
members to reposition and did not include how he transferred or ambulated.His Brief Interview for Mental 
Status (BIMS) score was 8, per the facility-reported incident report completed on 10/23/25, which indicated 
he had moderate cognitive impairment.He passed away at the facility on 10/23/25 at 10:46 a.m. on hospice 
services.2. Review of resident 4's EMR revealed she had a fall on 8/9/25 at 3:45 a.m., where she reported 
she had a dream and rolled out of her bed. Her fall interventions included: To ensure her bed was in a low 
position, remind her to use her call light, and not to get up on her own. Staff were to complete frequent, 
extensive rounding and to offer her assistance to the bathroom. Her care plan did not indicate safety 
measures related to the use of her electric recliner. She had a lift chair/recliner assessment completed on 
11/12/25, where she was considered safe to use her recliner, and her BIMS score was 4, which indicated 
she had severe cognitive impairment.3. Review of Resident 5's EMR revealed he had diagnoses of 
Parkinson's (a progressive neurodegenerative disorder that affects movement, causing tremors, stiffness, 
slowed movement, and balance), atrial fibrillation, hypertension, anxiety, and depression.His 9/15/25 BIMS 
score was 14, which indicated he was cognitively intact.He had a fall on 9/24/25 at 4:00 p.m., where he was 
found lying by the end of his recliner, and the recliner was in a slightly elevated position. Per the fall report, 
he was reaching forward to stand up and move to his wheelchair independently, but his arms were weak, 
and he fell. He had nonslip black strips in front of his recliner. He did not receive an injury, and the following 
intervention was added to prevent future falls: Shorten resting time in the recliner when awake.He fell on 
[DATE] at 4:45 p.m. from his wheelchair when he bent over to pick up items off the floor. He was sent to the 
emergency room and received stitches to a head laceration. His fall note indicated the following intervention 
would be added to his care plan to prevent future falls: Monitor floor for items needing to be picked up.A 
review of his 7/18/24 care plan revealed he required assistance from one to two staff with transfers and to 
encourage him to rest in his recliner with his feet up.His fall risk section of his care plan, last updated on 
11/4/25, indicated his safety measures to prevent falls were: 11/4/25 lift chair assessment completed with 
consent despite fall risk., 10/22/25 Continue PT; Request to evaluate wheelchair and lift chair safety. New 
chair cushion. 9/25/25 Review fall; continue rest periods with feel elevated, PT for LE strength/transfers, 
restorative program. Monitor often with door open when in lift chair., Dycem [grip pad to prevent slipping] with 
WC [wheel chair] cushion, See board for most recent mobility recommendations per therapy., declines 
gripper socks while in bed., HX [history] of falls prior to admission, Therapy/restorative as directed, Double 
call light for use in bed, Pendant call light, not consistently used., and Gripper strips on floor at bedside.He 
had an 11/4/25 lift chair/recliner assessment completed, where he attempted to scoot off the footrest of the 
recliner to get up on his own. His family consented to his continued use of the recliner.His new interventions 
from his fall on 10/16/25 were not added to his care plan as indicated in his fall note. He did not have 
interventions in his care plan for the safe use of his electric recliner.4. Interview on 11/12/25 at 12:12 p.m. 
with certified nursing assistant (CNA) F revealed she was aware of what to do if a resident fell and explained 
the process. She started at the facility around two months ago, completed her initial new hire education, and 
had not received any education since 10/22/25. She stated that if residents were not able to operate their 
electric recliners, then they should not use the recliner, or she would leave the footrest down to prevent the 
resident from crawling out of the recliner over the footrest. She was unsure how to know which residents 
could or could not use their recliner safely or who could have their feet up while in their recliner, and she 
stated she would use her judgment. No one here had told her about recliner safety for the residents, and that 
was something she knew from working at her previous nursing home employer, where she was a CNA. She 
stated that to know how to care for the residents, she would look at their care plans, which were kept in a 
binder in the nurse's office, along with whiteboards that listed how much assistance each resident needed 
with transferring. Recliner safety was not listed on the communication board or the residents' care plans.5. 
Interview on 11/12/25 at 12:30 p.m. with CNA G revealed she started in February 2025 and finished her 
certification in May 2025, when she started working directly with the residents. She completed her new hire 
education and learned about resident falls during that. She recalled, when a resident had fallen, she received 
education by email, and it was posted at the nurses' station. She was unsure if she had received any 
education about recliner safety for residents. What she knew about resident safety and recliners was to keep 
a divider between the wall and the recliner, so it did not move on them, and some residents had gripper mats 
on their recliner seats, so they did not slide out of them. For residents using the electric recliners, she went 
by her experience with that resident to know when they could operate the recliner remote by themselves 
safely. For residents who were confused, she would run the recliner remote for them and then leave the 
remote in the recliner's side pocket, out of the resident's reach for their safety. As an example, she stated 
resident 4 was sometimes confused with the recliner remote, so she would place her recliner remote out of 
reach in the side pocket of the recliner and would check on the resident more often when she was in her 
recliner. She knew how to transfer a resident by: some residents had it listed on their census sheets (a report 
sheet that listed the care the residents needed), it was on the whiteboard at the nurses' station, and in the 
residents' care plans at the nurses' station. If a resident was at risk for falling, there would be a note at the 
nurses' station. Residents at risk for falling were not listed on the census sheets. The care plans, census 
sheets, or whiteboards did not include how residents used their recliners safely. 6. Observation and Interview 
on 11/12/25 at 12:40 p.m. revealed that resident 4 was sitting in her electric recliner in her room. Her feet 
were elevated with the footrest up, and the remote to her recliner was in the right-side pocket of the recliner. 
Her bedside table was along the right side of her recliner. She stated she was not able to reach the remote to 
her recliner, and she needed staff assistance to get up. Her call light was within reach and she stated she 
would use the call light to get assistance from the staff. She stated that staff responded quickly to her call 
light.7. Interview on 11/12/25 at 2:25 p.m. with quality director B revealed resident 1 did not have a recliner 
safety assessment completed.8. Interview on 11/12/25 at 2:30 p.m. with human resources generalist C 
revealed that fall education was completed for CNAs F and G on 10/17/25 verbally, and it was sent out via 
email by director of nursing (DON) A to all CNAs and nurses on 10/17/25. The education was to be 
completed by 10/31/25. Both CNAs F and G completed the quiz, but there was no documentation of the date 
the education and quiz were completed. She asked the leadership and organization development coordinator 
D, if she had documentation when the quiz had been completed for CNAs F and G, and she did not know. 
She confirmed that no documented education was completed regarding recliner safety, and no education 
was completed after 10/22/25 for any nursing staff.9. Interview and record review on 11/12/25 at 3:15 p.m. 
and 5:08 p.m. with DON A revealed that fall education went to all CNAs and nurses in an email on 10/17/25. 
The fall education had been sent out before the date of the facility-reported incident regarding resident 1 on 
10/22/25 because she wanted staff to have it completed before the upcoming meeting, as she was going to 
cover falls at the meeting. She stated that the upcoming nursing staff nursing staff meeting was going to 
cover falls and recliner safety. She stated the meeting was not yet scheduled because she was trying to 
coordinate the meeting with someone else to cover other required education. She reviewed resident 4's care 
plan and intervention list and verified it did not include anything regarding recliner safety or the recliner safety 
assessment, and it should have been included.Residents had fall interventions listed in the safety measures 
text box in their electronic medical record (EMR). CNAs were not able to view the fall interventions in the 
EMR; only nurses could review those. The information in the safety measures text box was printed at the 
nurses' station in the safety measures binder so CNAs could view them. She expected CNAs to leave the 
recliner remotes within reach of the resident when they were sitting in them. The only exception would be if 
the family had requested the remote to be left out of the resident's reach. She verified it was considered a 
restraint if the remote was left out of reach of the resident when they were in their recliner with the footrest 
up, and it was a safety hazard for them.She stated she had conversations with the nursing supervisors on 
the units, and they were educating CNAs during shift change report about falls and had them review the fall 
policy. She was unsure if that education was documented. She expected the residents' recliner assessments 
to be completed as soon as possible (ASAP). She stated she received the updated Proper Use of Side Rails 
and Safe Use of Lift Chairs/Recliners policy on 10/30/25 from executive assistant E, who was in charge of 
finalizing the policy in the computer. She stated the Proper Use of Side Rails and Safe Use of Lift 
Chairs/Recliners policy was sent out to staff that same day.10. Interview on 11/13/25 at 8:36 a.m. with CNA 
H revealed she was working the day resident 1 passed away in the facility, and it was her first day. She 
reported she watched new hire training videos about resident falls and recalled maintenance checking 
resident recliners last week. She kept the residents' recliner remotes within the residents' reach when they 
were in their recliners with the footrest elevated. She received that education from one of the nurses during 
her orientation.11. Interview on 11/13/25 at 8:40 a.m. and 9:51 a.m. with registered nurse (RN) I revealed 
RN, nursing supervisor (NS) J completed the residents' recliner assessments. RN I recalled she reviewed the 
Fall and Care After Fall Follow-up policy, but was unsure when. She stated that sometimes staff education 
happened at the change of shift report; otherwise, the policy was printed off and left at the nurse's station for 
staff to initial when it had been read by them. When a resident fell, there would be a note in the medication 
room about it. She stated resident 1 had not fallen out of the recliner before 10/22/25, and he knew how to 
use the recliner remote before he returned from the hospital on hospice. Before his hospital stay, he was 
independent with ambulation and would sit in his electric recliner often. He was more confused after 
returning from the hospital.She was the charge nurse on the floor on 10/22/25 and was with another resident 
when Resident 1 fell. She was called to the resident 1's room because the resident had fallen. RN, NS J was 
already in the resident's room when she arrived to evaluate him. He was sitting on the floor with his back 
against the recliner. His right leg was shorter and slightly rotated out. He did not have pain when touching his 
pelvis and had chronic back pain, so he had always complained of pain. Vital signs were completed, RN, NS 
J physically assessed him for injuries, and he was assisted into his bed. He did not appear to be in a lot of 
pain. RN, NS J contacted the resident's family and hospice staff. After that fall on 10/22/25, his overall 
condition declined. His breathing was faster, he was more agitated, and he tried to get out of bed by himself. 
He received pain medication for comfort.She stated she received education about resident falls, read the fall 
policy, and signed that she had completed it at the nurses' station. She did not recall if it was completed 
before or after the resident's incident on 10/22/25. She had not seen the recliner policy and was not a part of 
the recliner safety assessments for residents. She was unsure how nurses or CNAs were to know which 
residents were safe to use recliners because no one had told her. There was a fall safety measures binder 
for all staff to know fall interventions for residents, and RN, NS J kept that updated. Sometimes other nurses 
updated it. She was unsure if the binder had anything about recliner safety. It had what assistance the 
resident needed for transfers, as well as the whiteboard at the nurses' station. CNAs completed walking 
rounds at the change of shift to ensure residents were safe. She was unsure if it was after the resident's 
10/22/25 fall that the fall policy was educated on for staff.12. Interview on 11/13/25 at 8:50 a.m. with RN, NS 
J revealed that RN I was the nurse on the floor the day the incident with resident 1 occurred, but she was 
closest to the resident's room when staff reported he was on the floor, so she responded. CNA L was the 
CNA who assisted the nurses after resident 1 fell. Resident 1 was generally confused, and she said he was 
not more confused since returning from the hospital. Before his hospital stay, he was able to control his 
recliner independently. When responding to his fall, he was found sitting on the floor between his recliner and 
his bed. The footrest on his recliner was in the elevated position, and she was unsure where the remote to 
the recliner was, but it was usually left on the armrest. While he was in the sitting position on the floor, she 
thought his right leg looked a little longer, and when he was lying down on his back, his right leg appeared to 
turn outward. He complained of pain when she touched his pelvis, and he was able to move his legs. Staff 
log rolled him on a slider board and lifted him to his bed. Later that afternoon, he was seen sitting on the side 
of the bed. She notified his family of the fall, and they did not want him sent to the emergency room for 
evaluation but wanted him to be kept comfortable at the facility. She updated hospice on the resident's fall. 
Fall interventions added after the fall included giving him a double call light, a split system so he had one 
button by him to call for help, and a soft one by his hip so it would turn the call light on and alert staff when 
he tried to get up. He did not get back up into the recliner after that fall.Staff were not documenting which 
recliner the residents used and what assistance they needed with their recliner. They had not started that 
process yet because they were trying to figure out where in the medical record recliner safety interventions 
should be documented. She thought education about falls and resident recliners was provided in an email to 
the staff, or at least they talked about the recliner assessments, so they could get those done. She reported 
that the restraint policy was recently sent out and staff were to read and sign it after they read it. She stated, 
educator D would have been the one to initiate that education. 13. Interview on 11/13/25 at 9:15 a.m. with 
physical therapy assistant (PTA), K revealed that, about 30 minutes prior to resident 1's fall on 10/22/25, she 
looked into his room as she walked by on her way to his neighbor's room. At that time, the resident was 
observed sitting in his recliner with his feet elevated on the footrest, talking to himself. She stated he 
appeared disoriented, and she was unsure if that was normal for him. About 30 minutes later, when she was 
walking in the hall with his neighbor, she noticed him sitting on the floor, and he called out, hey!. She let RN, 
NS J know resident 1 was on the floor. She did not see him or hear him fall, and she did not go into his room. 
From past observations of him, she recalled that he would sit in the recliner often, and he was not always 
reclined. 14. Interview on 11/13/25 at 10:35 a.m. with CNA L revealed that resident 1 was tired on 10/22/25. 
She said he was very sleepy, and they used the mechanical stand lift for transferring him. He did not walk 
with his walker after he returned from his hospitalization on 10/17/25. He required the use of a wheelchair to 
get around. On 10/22/25 he was sitting in the recliner with his footrest up, and he had his call light and the 
remote for the recliner within his reach. She stated he knew how to use his call light and remote for the 
recliner. She checked on him frequently that day, with the last time being 30 minutes to one hour before he 
fell. She assisted the nurses after his fall and helped get him back into his bed. He did not appear to be in 
pain after he had fallen. She recalled he slept the majority of that day.She stated she was working when he 
came back from the hospital on [DATE], and she used a stand aid to help transfer him with the help of 
another CNA. That was her first time using a stand aid for him, and she talked with the nurse before using it. 
CNA L reported she assisted him with using the bathroom and dressing with the help of another CNA. Then 
his family came to visit, and he was assisted into the recliner. She was unsure if he was on a repositioning or 
toileting schedule, but recalled he was able to shift himself independently in his recliner. CNA L recalled that, 
after resident 1's fall on 10/22/25, nursing reviewed where to find residents' care plans and the fall prevention 
policy. She knew that all residents were to have their recliner remote within their reach; otherwise, it could be 
considered a restraint. She stated there was a fall safety measures binder for staff to reference that had 
resident-specific interventions to prevent falls, and it included how the resident transferred. She wrote on her 
census sheet how the residents transferred. When asked if the binder was updated after resident 1 came 
back from the hospital on [DATE], she stated, They were still trying to figure out what the best method of 
transfer would be with the family, as the resident wanted to continue to do it by himself. 15. Interview on 
11/13/25 at 11:02 a.m. with Hospice RN M. She was not working the day he fell on [DATE], and she was 
informed there was a voicemail that was left on the hospice and home health line about the resident's fall 
that night. She did not listen to the message; her supervisor did. Since she was not working, another hospice 
nurse was going to see him on 10/23/25, but he passed away before that nurse arrived at the facility. She 
admitted the resident to hospice services the week before his fall and saw him on Monday before the fall. At 
that time, he was doing okay, and she had emailed the resident's family and planned to see him later that 
week. He had pain and anxiety medications ordered as needed when he was admitted to hospice care for 
comfort. Hospice staff developed a care plan for him that included that he needed two staff members to 
transfer him with his walker. However, his walker use was very limited, and he was not walking around the 
facility. The care plan did not include safe recliner use for the resident. The resident's hospice care plan was 
kept in a binder on the unit for the nursing staff's availability. She communicated with the nursing home staff 
to identify changes in the resident's care.16. Interview on 11/13/25 at 12:45 p.m. with staff development 
nurse, D revealed, DON A, sent out the fall education to all nursing staff, and she was not sure which staff 
received the recliner assessments. The fall education was sent out to all nursing staff before the incident on 
10/22/25, and did not contain information about recliner safety. She stated that staff were aware of the 
resident recliner assessments by word of mouth, but no documented education regarding recliner safety was 
provided to staff. She did not have any policies that were to be read and signed by the staff on or after 
10/22/25, for nursing staff.17. Interview on 11/13/25 at 1:20 p.m. with DON A revealed the proper use of side 
rails and safe use of lift chairs/recliners policy was sent out to supervisors and household coordinator staff on 
11/3/25, so they could start the residents' recliner safety assessments. The policy was not sent out for 
educational purposes. The policy had been updated from a previous version. Before the update, it just 
included side rail safety, not lift chairs/recliners. She verified that no education regarding falls or recliner 
safety had been completed since 10/22/25 for staff.18. Interview on 11/13/25 at 3:45 p.m. with RN I revealed 
RN, NS J readmitted all the residents on that unit. Sometimes the nurses would do a head-to-toe skin 
assessment, vital signs, and weight as delegated, but RN, NS J did the rest of the readmission process. 
When residents came back from the hospital, she thought that RN, NS J would update the resident's care 
plan with the changes needed. She thought physical or occupational therapy staff evaluated how the resident 
should transfer after they returned from a hospitalization.When a resident fell, nurses were to document the 
fall and the new fall interventions on the fall assessment intervention located on the nursing worklist (an area 
in the EMR that alerted nurses of duties to complete or review regarding residents' care). The fall 
assessment intervention included an area to document new care plan interventions to prevent further falls. 
Nurses did not have access to update the resident's actual care plan in the EMR. 19. Interview on 11/13/25 
at 4:10 p.m. with RN, NS J revealed she completed temporary care plans on paper for residents who were 
readmitted from the hospital, and the temporary care plan included any changes from the previous stay. A 
copy of the temporary care plan would be hung at the nurses' station, go into the communication book, and 
go into the resident's paper chart for staff to reference. After she completed the resident's minimum data set 
(MDS) assessment (a tool used to evaluate a resident's health status and to develop an individualized care 
plan to manage the resident's care needs), she would update the care plan in the EMR. Resident 1 had a 
paper care plan once he returned from the hospital on [DATE]. His EMR care plan was not updated, since he 
passed away before his MDS assessment was completed. Staff could refer to the resident's outdated care 
plan in the resident's EMR, and the CNAs were able to see the activities of daily living (ADL) section when 
they documented, which indicated resident 1 was independent with care. She confirmed that after a resident 
fell, nurses did not have access to update the resident's care plan. The nurse could go into the resident's 
intervention and update a text box, which would then flow into the care plan, but she was the one who 
usually updated the care plans. She knew when a resident needed to have a fall intervention updated 
because when a resident fell, the nurse filled out a red sheet that included what interventions needed to be 
added. After the resident was monitored by the nurses for changes for three days, she would then update 
their care plan. The red sheet was to be hung at the nurses' station for the three days to reference it.20. A 
review of an email from DON A to executive assistant E on 10/30/25 at 10:19 a.m. revealed that DON A 
requested executive assistant E to make changes to the current policy. Executive assistant E replied on 
10/30/25 at 1:14 p.m. to DON A that she updated it. [An interview with DON A confirmed this was regarding 
the recliner safety policy].21. A review of an email sent out by DON A to nursing supervisors and household 
coordinators on 11/3/25 revealed that she sent them the recliner assessments and the updated Proper Use 
of Side Rails and Safe Use of Lift Chairs/Recliners policy. She requested the recliner assessments to be 
completed by 11/4/25 for all residents who had recliners.22. A review of a 10/17/25 email sent out by DON A 
to all staff at the nursing home revealed that she sent the mandatory fall education and quiz and requested it 
to be completed by 10/31/25.23. A review of the 10/22/25 facility reported incident for resident 1's 10/22/25 
fall from his recliner revealed: DON A reported the incident to the Department of Health. She stated, 
Re-education regarding fall prevention is provided to all staff., .we are in the process of assessing all the 
residents and updating/educating these resident families of the risk of using a manual recliner or a power lift 
chair. The type of chair agreed upon will be added to the [residents''] care plans. Staff will chart once per shift 
the type of chair used [by the resident] and how much assistance they required with that chair, and 
Education has been provided to staff, explaining the assessment tool and the policy. This was also 
discussed with the therapy department. 24. A review of the provider's 8/2022 Safe Lifting and Movement of 
Residents policy revealed: Staff document resident transferring and lifting needs in the [resident's] care plan. 
25. A review of the provider's 7/2025 Care Planning policy revealed: Care is provided according to a written 
plan of care, which is a dynamic, individualized document utilized by those providing care to the resident. 
The care plan must address all aspects of the resident's care needs regardless of who is providing the care. 
The comprehensive care plan must be periodically reviewed and revised by a team of qualified person as 
resident condition changes.26. A review of the provider's 8/2022 Prevention and Management of Falls policy 
revealed: .implement numerous and varied strategies to minimize fall risk with little or no restraint use., Post 
fall risk nursing assessment should assess for injury and for possible causes of the fall: such as change in 
condition.need for environmental changes, etc., Fall is noted in care plan.team input is sought in preventing 
further falls., and Care plan is updated as appropriate.27. A review of the provider's 7/2025 Restraint Use 
policy revealed: Each resident has the right to freedom of chemical and physical restraints. and Some 
examples of nontraditional restraints include: .Placing a resident in a chair that prevents a resident from 
rising.28. A review of the provider's 10/30/25 Proper Use of Side Rails and Safe Use of Lift Chairs/Recliners 
policy revealed: An assessment will be made to determine a reason for using the side rails and recliners/lift 
chairs. and The use of the recliner or lift chair should be addressed in the resident's care plan.
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