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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 - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 50094
Residents Affected - Few
Based on the clinical record review, facility documentation review, and interviews for one of three residents
(Resident #1) reviewed for accidents, the facility failed to ensure the resident was properly positioned prior to
the provision of care resulting in a fall out of bed. The resident sustained a fractured ankle. The finding
includes:

Resident #1 was admitted with diagnoses that included Alzheimers disease, osteoarthritis, and abnormalities
of mobility.

The quarterly Minimum Data Set (MDS) assessment dated [DATE] identified Resident #1 had moderately
impaired cognition, height was 67 inches, weight 181 pounds, and required maximum staff assistance with
bed mobility.

The Resident Care Plan (RCP) dated 6/28/2024 identified Resident #1 had decreased mobility and was at
risk for falls. Interventions included one (1) staff assist for bed mobility.

Facility incident report dated 6/28/2024 at 10 PM identified a NA asked the resident to turn onto his/her side
so that the NA could provide care. When Resident #1 went to turn onto his/her side, the resident rolled out of
bed onto the floor before the NA could reach or stop the resident. Resident #1 reported pain to the left ankle.
An RN assessment was completed and identified the left ankle was swollen. The physician was notified, and
the resident was transferred to the hospital for further evaluation.

Review of the incident summary dated 7/1/2024 identified the left ankle x-ray results identified Resident #1
had oblique transverse fractures of the distal tibial and fibular metaphyses (leg bones that connect with the
ankle) with posteromedial (toward the middle) displacement of the distal fragments and the bones are
osteopenic. Resident #1 returned to the facility with a diagnosis of a left ankle fracture and orders for no
weight bearing to left lower extremity, splint with ace wrap to left ankle at all times, follow up with the
orthopedic physician in one (1) week.
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Level of Harm - Actual harm

Residents Affected - Few

Interview with NA #1 on 7/24/2024 at 12:46 PM identified she was repositioning Resident #1 in the bed alone
and had directed Resident #1 to turn away from her (to the opposite side of the bed). NA #1 stated there
were short (1/4 or 1/2 side rails) up at the head of the bed. NA #1 further stated Resident #1's legs were
close to the edge of the bed (on the side opposite where NA #1 was standing) prior to turning Resident #1
onto his/her side. The NA stated when Resident #1 turned onto his/her side, Resident #1's legs slid off the
mattress to the floor and then Resident #1's upper body slid off the bed onto the floor. NA #1 states she
should have moved Resident #1's legs away from the edge of the mattress to the middle of the bed or closer
to where she was standing.

Interview with MD #1 on 7/24/24 at 11 AM identified that the type of fracture that Resident #1 sustained
would be caused from trauma and stated it was highly likely that this type of fracture could be caused by
falling out of bed.

Interview with the ADNS on 7/24/24 at 1:30 PM identified Resident #1 used a standard size mattress, and
was positioned too close to the edge prior to being turned in bed. The ADNS stated when Resident #1
turned, his/her legs slid off the bed and his/her body then slid off the bed onto the floor. The ADNS stated
she would have expected NA #1 to reposition Resident #1's legs to the center of the mattress, or closer to
the NA prior to turning the resident to prevent the resident from sliding or rolling out of the bed onto the floor.
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