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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and record review, the facility failed to ensure residents received adequate supervision 
to prevent accidents for 1 of 5 residents (Resident #1) reviewed for supervision to prevent accidents. The 
facility failed to ensure Resident #1 was in safe position prior to incontinent care. Resident #1 rolled off her 
bed during incontinent care on 12/06/25.Resident #1 sustained a comminuted distal left femur fracture with 
apex posterior angulation and mild impaction (lower leg bone broken into multiple pieces tilted at an angle 
and slight displacement of the bone fragments) and a non-displaced fracture of the right distal femoral 
shaft(middle section of the femur-the bone breaks in one spot and remains aligned).This failure could place 
residents at risk of severe injuries.Findings included: Record review of Resident #1's undated face sheet 
indicated she was an [AGE] year-old female, admitted on [DATE], and her diagnoses included dementia 
(decline in mental abilities), hemiplegia (paralysis on one side of the body) and hemiparesis (weakness on 
one side of the body following cerebral infarction (stroke), and cognitive communication deficit (difficulties in 
communication). Record review of Resident #1's quarterly MDS assessment dated [DATE] indicated she was 
usually able to make herself understood and usually understood others. She had severe cognitive 
impairment (BIMS-7). She was dependent for rolling left to right. There were no falls noted. Record review of 
Resident #1's care plan dated 07/28/25 indicated Resident #1 needed assist with ADLS. Interventions 
included total assistance X 1 or 2. Record review of Resident #1's care plan dated 07/28/25 indicated 
Resident #1 had potential for falls related to weakness and hemiplegia/hemiparesis. Intervention included 
assist with ADLS as needed and call light in reach. Record review of Resident #1's fall risk assessment 
dated [DATE] indicated she was at high risk for falls. Interventions included needed and desired items in 
reach/easy access, low bed, and reminders to use call light. Record review of Resident #1's electronic care 
record printed 12/09/25 (EHR effective 06/24/25) indicated she was dependent for bed mobility. The care 
record did not indicate number of staff required. Record review of Resident #1's electronic care record 
printed 12/10/25 (EHR effective prior to 06/24/25) indicated Resident #1 was total dependence for bed 
mobility with support of 1 staff. Record review of nurse note dated 12/06/25 at 6:02 a.m., completed by LVN 
N indicated CNA W called LVN N to Resident #1's room. CNA W reported while she was changing Resident 
#1, she turned Resident #1 on her side and Resident #1 continued to roll. She was not able to catch 
Resident #1 before she fell. Resident #1 complained 10/10 of leg and back pain. Resident #1 had a skin tea 
to left hand and discoloration to bilateral knees. 5:29 am EMT Transport notified. 5:35 am Family, MD, 
Administrator, DON, ADON notified of transport. 5:42 a.m. EMT in facility. 5:52 a.m. EMT left facility. Record 
review of Resident #1's incident report dated 12/06/25 at 5:20 a.m., completed by LVN N indicated CNA W 
called LVN N to Resident #1's room. CNA W reported while she was changing Resident #1, she turned 
Resident #1 on her side and Resident #1 continued to roll. She was not able to catch Resident #1 before she 
fell. Resident #1 complained 10/10 of leg and back pain. Resident #1 had a skin tea to left hand and 
discoloration to bilateral knees. Neglect and Abuse were ruled out. The physician, DON, and family were 
notified. Actions included being changed to 2-person assist. Record review of Resident #1's hospital records 
dated 12/06/25 indicated she sustained a comminuted distal left femur fracture with apex posterior 
angulation and mild impaction. Record review of Resident #1's hospital records dated 12/07/25 indicated a 
non-displaced fractur of the right distal femoral shaft. Record review of CNA W's personnel record indicated 
she was oriented to resident care on 01/21/25 and incontinent care and fall prevention on 02/13/25. During 
an interview on 12/09/25 at 9:55 a.m., the DON said she was made aware on 12/06/25 Resident #1 fell, had 
pain and was sent to the hospital. The hospital never called the facility to give report of their findings. On 
12/08/25, the facility found out she had sustained a left leg fracture and during surgery the surgeon noticed 
Resident #1 had right foot and leg swelling and determined she also had a right leg fracture. Resident #1's 
family member came to the family on 12/08/25 and questioned how he sustained her injuries. The DON said 
she showed the family member the bed height was set up in the highest position and how she rolled out of 
the bed onto the floor. Resident #1 had no history of falls in the facility. Resident #1 was on an air mattress 
that was set based on her weight. She said she was not in a bariatric mattress because she did not meet the 
criteria of a BMI over 50. She said staff are trained on bed mobility. She said Resident #1 was a 1-person 
assist for bed mobility. Staff are aware of resident care requirements through the care plan and care record. 
She said the facility determined the air mattress probably factored into Resident #1's fall during care and the 
facility had already begun the process of obtaining bolsters to prevent falls and a bariatric mattress. She said 
Resident #1's care plan would be reviewed and revised based on needs upon her return to the facility. She 
said Resident #2 would be a two-person assist for bed mobility upon her return to the facility. During an 
interview on 12/09/25 at 10:42 am., CNA W said Resident #1 was a 1-person assist for bed mobility and ADL 
care. She said she was going to change Resident #1. She said she rolled Resident #1 on to her weak right 
side and lifted her left leg to begin care. She said Resident #1 continued to roll off the bed. She said she held 
onto Resident #1's left knee and left arm as she fell to the floor. She said she was still hanging on to 
Resident #1's left leg and left arm when she was on the floor and she was hanging over the bed mattress. 
She said she left Resident #1 to get LVN N. She said LVN N was walking in the hall and came into the room 
immediately. She said Resident #1 was complaining of pain to her leg and back. She said Resident #1 was 
lying flat in the middle to her bed prior to the start of care. She said she did not pull Resident #1 closer 
toward her prior to turning her from her back onto her weak side. She said she felt there was not enough 
room and it would not have made any difference. She said she was trained on bed mobility and incontinence 
care. She said Resident #1 was a 1 person assist for ADL care. The surveyor attempted to call LVN N on 
12/09/25 at 11:38 a.m. There was no answer. The surveyor left a voicemail message with contact 
information. LVN N did not respond as of the investigation exit. During an interview on 12/09/25 at 12:12 p.m.
, the DON said staff were supposed to pull residents toward them before they are rolled away. She said the 
risks of not completing bed mobility tasks as required could lead to falls with possible injuries. She said it was 
her expectations for staff to complete all care tasks as required to maintain resident safety. During an 
observation and interview on 12/09/25 at 1:22 p.m., Resident #1 in hospital and lying in bed. Resident #1 
said she fell from her bed and hurt her leg. She said she rolled out of the bed. She could not recall how or 
why she fell from the bed. During an interview on 12/09/25 at 1:30 p.m., Family Member B, he said he did not 
feel the facility was neglectful. He said the surgeon was completing the surgery on Resident #1's left leg and 
noticed the right foot and right leg were swollen. He said a CT indicated there was a right leg fracture. He 
said Resident #1 was scheduled to have the second surgery for her right leg on 12/09/25. During an 
interview on 12/10/25 at 7:20 a.m., LVN T said Resident #1's level of care was listed in in her care plan. She 
said the care plan indicated 1 person for bed mobility. During an interview on 12/10/25 at 7:25 a.m., CNA P 
said Resident #1 was 1 person assist for bed mobility and care in bed. She said she had no difficulty 
performing care without additional staff assistance. During an interview on 12/10/25 at 7:35 a.m., CNA H said 
Resident #1 was 1 person assist for bed mobility and care in bed. She said she had no difficulty performing 
care without additional staff assistance. During an interview on 12/10/25 at 7:40 a.m., the DON said she 
found out on 12/09/25 (after surveyor entrance) from CNA W that there was not enough room to pull 
Resident #1 toward her before she began turning her for care. She said she had already ordered enabler 
bars and bolsters and was going to obtain a bariatric mattress. She said the care plan and care record would 
be updated to reflect Resident #1 was a 2-person assist upon her return to the facility. She said she started 
training staff on making sure there was adequate room for turning residents and the training would continue 
until all staff were trained. Record review of the facility's Fall Management policy dated 01/12/28 indicated 
Purpose: 1. The community will identify each resident who is at risk for falls and will plan care and implement 
interventions to manage falls. The community will manage falls by providing an environment that is free from 
potential hazards.3. A resident fall management program will be implemented that educates staff in creative, 
functional strategies while recognizing resident's rights and their need to maintain the highest practical level 
of function.Procedures: . 4. If a fall occurs, the qualified staff assesses for injury from the fall, immediately 
investigates the reason and determines the intervention to prevent future falls - complete the 
Incident/Accident Report in the EHR.
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