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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 *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review the facility failed to provide appropriate, sufficient supervision to
Residents Affected - Few each resident to prevent an avoidable accident for one of two sampled residents (Resident 1) and failed to

investigate an accident thoroughly when:Resident 1 fell to the floor while being transferred from her bed to
a shower chair, and the facility failed to provide documentation of a fall investigation for Resident 1.These
failures had the potential for Resident 1 to sustain a major injury, be exposed to physical pain, increased
anxiety from her history of falls, and placed Resident 1 at risk for an unidentified injury from the failure to
investigate.During a review of Resident 1's Hospital Discharge Summary dated 1/5/26, summary indicated,
Resident 1 had hospital problems including but not limited to Closed pelvic ring fracture (serious injury,
often from high-energy trauma like car accidents, causing severe pelvic/groin pain, bruising, and inability to
bear weight) and a pubic ramus fracture(a common break in the pelvic ring, typically affecting elderly
individuals after a fall. Symptoms include severe groin/hip pain and inability to walk.) Summary indicated,
[Resident 1] admitted on [DATE] after a witnessed fall when patient's leg reportedly gave out and fell
backward.During a record review of Resident 1's Minimum Data Set (MDS: assessment used in Skilled
Nursing Facilities, a mandatory federal tool for evaluating the health, functional, and cognitive status of
residents in Medicare/Medicaid-certified nursing homes to guide care planning, and monitor quality)
Section C, dated 1/9/26, MDS-C indicated Resident 1 had a brief interview for mental status (BIMS:
assessment tool used in skilled nursing facilities (SNFs) to screen resident cognition) was a 15 out of 15,
indicating Resident 1 was cognitively intact.During a review of Resident 1's MDS GG, dated 1/9/26, MDS
GG indicated, Resident 1 required Substantial/maximal assistance for Chair/bed-to-chair transfer: The
ability to transfer to and from a bed to a chair.During an interview on 1/30/25, at 10:02 a.m., with Certified
Nursing Assistant (CNA) 1, CNA 1 stated, on 1/9/26 during the morning shift, Resident 1 was being cared
for by CNA students and their CNA instructor. CNA 1 stated he told the CNA instructor that Resident 1
preferred a bed bath due to her hip pain from a recent fall and injury. CNA 1 stated, he told the CNA
instructor to come get him to help before they attempted to transfer Resident 1 out of bed for the first time
so he can help. CNA 1 stated, CNA instructor disregarded his instruction and stated the CNA students and
herself got Resident 1 out of bed and into the shower room via the shower chair. CNA 1 stated, he left his
gait belt (a wide strap secured around a patient's waist with a metal or plastic buckle. It is used by
caregivers to provide a secure, safe grip to assist with balancing, walking, lifting, or transferring individuals
with limited mobility.) for the CNA Instructor to use and left the room to care for another Resident. CNA 1
stated he heard a commotion in Resident 1's room and when he arrived back into the room, he heard
Resident 1 yelling they dropped me several times. CNA 1 stated, he saw Resident 1 had some redness to
her lower legs and Resident 1 complained that her lower legs and back hurt. CNA 1 stated, he saw the gait
belt
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F 0689 across the room on the table and suspected the CNA instructor did not use the gait belt.During an interview
on 1/30/26 at 10:32 a.m., with Resident 1, Resident 1 stated, she was being helped by 3 female students
Level of Harm - Minimal harm and their teacher to get out of bed for a shower in the shower room. Resident 1 stated, they were trying to
or potential for actual harm get me from my bed to the shower chair, and | told them | was going to fall, when the instructor stated
something along the lines of no you're not going to fall we've got you. Resident 1 stated, her legs buckled,
Residents Affected - Few and she fell onto her knees on the floor of the ground in her room. Resident 1 stated, the students and

teacher could not lift her up from the floor so one of the students yelled for their male student to assist who
was outside the room. Resident 1 stated, the male student picked her up off the ground onto the shower
chair, and then her CNA (CNA 1) came running in from the noise. Resident 1 stated, CNA 1 was mad at
them for not getting him to help with the transfer. Resident 1 stated, CNA 1 told her there was redness to
her lower legs and she looked herself and saw the redness. Resident 1 stated, she had anxiety about falling
again at the facility because that is the cause of her injury which sent her to the facility in first place.During
an interview on 1/30/26, at 3:44 p.m., with anonymous witness (AW) AW stated, she was present in
Resident 1's room on 1/6/26 in the morning. AW stated, there were 4 CNA students in the room with the
CNA Instructor. AW stated, the group was assisting with Resident 1's shower for the morning and were
preparing to transfer her from the bed to a shower chair. AW Stated, Resident 1 told the group she was in
pain when they assisted her, so the CNA instructor advised the group to hurry with the transfer. AW stated,
three CNA students and the instructor attempted to transfer Resident 1 when she started to slip towards
the ground and Resident 1 yelled to the group that they were dropping her. AW stated, Resident 1 fell onto
the floor on her legs, with one bent backward on her knee. AW stated, a male nursing student came into the
room and picked Resident 1 off the ground and placed her into the shower chair. AW stated, at the time
there were no staff present and no one notified the nurse about the fall before picking up Resident 1.During
a review of Resident 1's shower sheet dated 1/9/26, shower sheet indicated, Slow bruising slight red'.
Shower sheet indicated a circle was drawn around the resident's lower legs at the knee level. Sheet
indicated, Skin Codes D for discoloration was circled. Shower sheet was signed by the CNA 1 and signed
by Licensed Vocational Nurse (LVN) 1.During an interview on 1/30/26, at 10:55 a.m., with Director of Staff
Development (DSD), DSD stated she was notified by CNA 1 on 1/9/26, that CNA instructor told him
Resident 1 was lower to the ground. DSD stated, one of the CNA students said Resident 1 fell on the floor,
and Resident 1 told us she was dropped. DSD stated, there was no documented assessment after the
allegation of a fall on 1/9/25. DSD stated the only assessment | see was a daily skilled charting. DSD
stated, we didn't do anything because the CNA [CNA 1] stated there was redness, but the nurse said there
were no skin issues.During an interview on 1/30/25, at 12:04 p.m., with the Director of Nursing (DON) DON
stated, | have 2 conflicting incidents about whether she [Resident 1] fell or not. DON stated, one of the CNA
students told her Resident 1 fell, the instructor stated she did not fall. DON stated, Resident 1 told the nurse
LVN 1 she had a fall, | don't know if she charted an assessment for it. DON stated, the fall protocol is to
make sure that if patient has a fall we do an investigation. DON stated, she interviewed Resident 1 who told
her she hit the floor during the transfer. DON stated, she did not document any of the investigation. DON
stated, when we have a fall we meet with the interdisciplinary team (IDT: group of healthcare professionals
with a purpose: To address patient needs, coordinate care, and facilitate discharge planning). DON stated,
there was no documentation for an IDT meeting for Resident 1's investigation. DON stated, if a resident has
a fall it is the facility policy to leave the resident on the floor and call for help to assess the resident before
picking them up. DON stated, during her investigation she
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had assumed the fall took place in the shower room. DON stated, the patient did not fall in her room, and
she thought the patient fell in the shower room. During a review of Resident 1's Progress notes dated
1/5/26-1/27/26, indicated, no IDT meeting or investigation notes regarding Resident 1's fall on 1/9/26 were
documented.During an interview on 1/30/26, at 12:30 p.m., with Administrator (Admin), Admin stated, the
facility protocol if someone alleges a fall, we investigate it. During a review of Resident 1's Physician
Progress Note dated 1/6/26, at 10:46 p.m., note indicated, she [Resident 1] expressed that she is very
anxious about being in the facility because when they transferred her this morning she was dropped from
the bed. She states that she is scared of falling again.During a record request on 1/30/26, the facility was
unable to provide documentation they investigated Resident 1's fall on 1/9/26.During a review of the
facility's policy and procedure (P&P) titled, Accidents and Incidents-Investigating and Reporting dated,
2017, the P&P indicated, All accidents or incidents involving residents.occurring on our premises shall be
investigated and reported to the administrator. 1. The nurse supervisor/charge nurse and/or the department
director shall promptly initiate an investigation of the accident or incident. 2. The following data, if applicable,
shall be included on the Report of Incident/Accident form: a. The date and time the accident or incident took
place.
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