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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 the resident environment remained as 
free of accident hazards as was possible and each resident received adequate supervision and assistance 
devices to prevent accidents for 1 of 2 residents (Resident #1) reviewed for accident hazards. CNA A and 
CNA B failed to lock Resident #1's bed wheels before they raised Resident #1's bed, before they performed 
peri-care (removal of soiled brief, the cleaning of the genital/ anal areas and placement of a clean brief which 
required turning Resident #1 side to side in the bed) and pulling Resident #1 up in the bed on 10/23/25. This 
failure could place residents at risk of significant injury.Findings included: Record review of Resident #1's 
face sheet, dated 10/23/25, indicated she was 81- years- old female who was re-admitted to the facility on 
[DATE]. Resident #1 had with diagnoses which included hemiplegia (paralysis) and hemiparesis (weakness) 
following stroke affecting the right dominant side of the body, generalized muscle weakness, generalized 
osteoarthritis (cartilage that lines the joints is worn down and bones rub against each other. It causes joint 
pain, stiffness, swelling and reduced range of motion) dementia (a condition characterized by progressive or 
persistent loss of intellectual functioning, especially with impairment of memory and abstract thinking) 
aphasia (disorder that can impact speech, as well as the way a person understands both spoken and written 
language). Record review of Resident #1's MDS, dated [DATE], indicated Resident #1 had no speech, 
rarely/never made herself understood and rarely/never understood others. Resident #1 had short-term as 
well as long-term memory problems and had severely impaired cognitive skills for daily decision making. 
Resident #1 was completely dependent on staff for toileting and required substantial/maximal assistance with 
eating, oral hygiene, showering, dressing the upper and lower body, putting on/ taking foot wear and 
personal hygiene. Resident #1 was completely dependent on staff for chair/bed-to-chair transfers and toilet 
transfers. Resident #1 required substantial/maximal assistance for all other transfers, except sit to stand 
transfer and walking 10 feet which were not performed due to medical condition or safety concerns. Resident 
#1 was incontinent of bowel and bladder. Record review of Resident #1's care plan, revised on 8/18/25, 
indicated Resident #1 was at risk for falls. The care plan interventions included follow facility fall protocol. 
During an observation on 10/23/25 at 11:35 AM, CNA A and CNA B provided Resident #1 with incontinent 
care and repositioned her in bed. CNA A and CNA B unlocked the bed wheels and moved Resident #1's 
right side away from the wall. CNA B stood on the right side of the bed and CNA A stood on the left side of 
the bed. CNA B and CNA A raised Resident #1's bed and performed incontinent care, turning Resident #1 to 
the right and left of the bed while the wheels of the bed were not locked. CNA B and CNA A then lifted (using 
the draw sheet) Resident #1 higher in the bed. The wheels remained unlocked and the bed moved gently as 
they (CNA A and CNA B) moved Resident #1. During an interview on 10/23/25 at 11:50 AM, CNA B was 
asked if she should have done anything differently during incontinent care and repositioning of Resident #1. 
CNA B looked at the bed wheels of Resident #1's bed and said we forgot to lock the bed. CNA B said the 
bed wheels should have been locked before the bed was raised, before the incontinent care (which required 
turning Resident #1 side to side) and before raising her up in the bed. CNA B said not ensuring the bed 
wheels were locked placed Resident #1 at risk of falling out of bed and also placed the staff at risk of injury. 
During an interview on 10/23/25 at 11:53 AM, CNA A was asked if she should have done anything differently 
during the incontinent care and repositioning of Resident #1. CNA A looked at the bed wheels of Resident 
#1's bed and said she forgot to lock the bed. CNA A said before turning Resident #1 side to side, in the bed 
and before raising Resident #1 up in the bed she (CNA A) should have ensured the bed wheels were locked. 
CNA A said not ensuring the bed wheels were locked could have caused the bed to slide during the 
repositioning and could have resulted in Resident #1 falling out of the bed. During an interview on 10/23/25 
at 12:39 PM, the DON said CNA A and CNA B should have double checked to ensure the bed wheels were 
locked before moving and repositioning Resident #1. The DON said staff had to lock the bed before 
providing care to any resident while they were in bed and before repositioning any resident in the bed. The 
DON said the CNAs body weight or the resident's body weight shifting while the bed was not locked could 
result in a resident falling out of the bed or staff falling themselves. During an interview on 10/23/25 at 1:20 
PM, LVN D said CNA A and CNA B should have ensured the bed wheels were locked before moving the 
resident in bed. LVN D said not ensuring the bed wheels were locked before moving Resident #1 could have 
caused her to fall out of the bed and also put the CNAs at risk of injury. During an interview on 10/23/25 at 
1:30 PM, the Administrator said he expected staff to ensure bed wheels were locked before repositioning or 
turning a resident. The Administrator failing to do so could result in serious injury to the resident. Record 
review of the facility's, undated, policy procedure titled, Routine Resident Care, stated .Care is taken to 
maintain resident safety at all times.(10) Staff members should observe the following safety precautions with 
all residents: a. Equipment with wheels (beds, wheelchairs, and other equipment) should be in the locked 
position when not moving.
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