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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 clinical
record review, observations, review of the clinical record and interviews for 1 of 6 residents (Resident #42)

Residents Affected - Few reviewed for accidents, the facility failed to provide adequate supervision to prevent a fall. The findings
include:

Resident #42's diagnoses included Parkinson's Disease, Cerebral Infarction (stroke) with Hemiplegia
(paralysis on one side) and Hemiparesis (weakness on one side) affecting right dominant side, and vascular
dementia.

The Minimum Data Set (MDS) assessment dated [DATE] identified Resident #42 was severely cognitively
impaired and required maximal assistance (helper does more than half the effort) with toileting hygiene,
personal hygiene, and toilet transfers.

The Resident Care Plan (RCP) dated 6/11/24 identified falls as an area of concern. Interventions included: to
provide education to Resident #42's family on fall prevention and to not to leave the resident alone.

The RCP was updated on 6/1/25 with a new intervention that aimed at gathering all items needed prior to
providing care and to not leave resident alone in the bathroom.

A nurse's note dated 6/1/25 at 9:45 AM identified Resident #42 was observed laying on the bathroom floor.
Resident #42 was sitting on the toilet when NA #8 stepped away to get a new brief. Resident #42 stood up
without assistance and fell forward. Resident #42 bumped his/her head on the doorframe and sustained an
abrasion and large bump to the forehead and an abrasion to the left knee.

Observations on 6/4/25 at 10:50 AM, identified Resident #42 sitting at a table in the main dining room with a
bruise on the forehead.

Interview with Nurse Aide (NA #8) on 6/9/25 at 1:33 PM identified she brought Resident #42 to the toilet on
the morning of 6/1/25 and left him/her on the toilet alone while she left the room to retrieve an incontinent
brief from the supplies cart in the hallway. When NA #8 returned to Resident #42's bathroom the resident
was noted on the floor.

(continued on next page)
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F 0689 Interview with the Director of Nursing (DNS) on 6/9/25 at 1:43 PM identified Resident #42 should not have
been left alone in the bathroom. NA #8 should have gathered all the necessary supplies with her in the

Level of Harm - Minimal harm or bathroom or should have placed Resident #42 in a wheelchair and wheeled the resident with her to the

potential for actual harm supplies cart to get a new brief.

Residents Affected - Few Review of the Falls and Fall Risk, Managing Policy directed, in part that staff will identify interventions related

to the resident's specific risk and causes to try to prevent the resident from falling and to try and minimize
complications from falling.
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