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Continued from page 7
08/26/2021 at 12:16 PM read in part, "Based on previous
evaluations and current data, the staff will identify 
interventions related to the resident's specific risks
and causes to try to prevent the resident from falling
and to try to minimize complications from falling ..."
The fall-risk factors portion of the policy listed 
incorrect bed height or width as environmental factors
which contributed to the risk of falls. The policy also
listed delirium and other cognitive impairment as 
resident conditions that may contribute to the risk of
falls. 
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