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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** 40172
Residents Affected - Few
Based on a review of clinical records, facility documentation, and interviews for one (1) of three (3) residents
(Resident #1) reviewed for accidents, the facility failed to ensure that staff provided the resident with the
required assistance with bed mobility and as a result, Resident #1 fell out of bed and sustained a left femur
(thigh bone) fracture. The finding includes:

Resident #1 had diagnoses of Parkinson's, dementia, abnormalities of gait and mobility and generalized
muscle weakness.

The quarterly Minimum Data Set assessment dated [DATE] identified Resident #1's Brief Mental Interview
(BIMS) score of six (6) indicative of severely impaired cognition, was always incontinent of bowel and
bladder, and was dependent with bed mobility and Activities of Daily Living (ADLs).

A physician's order dated 8/29/24 directed to provide extensive assistance of 2 with bed mobility and 1/4 bed
rails as an enabler, to assist with turning and repositioning.

The care plan dated 9/10/24 identified Resident #1 at risk for ADL self-care performance deficit with
interventions that directed to provide total care for ADLs and required an extensive assistance of 2 with bed
mobility with a 1/4 bed rail.

Review of the facility's accident and incident report dated 9/23/24 identified at 7:30 P.M. Registered Nurse
(RN) #2 was called to Resident #1's room by Nurse Aide (NA) #1 and upon arrival to Resident #1's room she
observed Resident #1 laying on his/her left side on the floor in a fetal position (a position when the body is
curled up into a ball). RN #2 assessed Resident #1 and no injuries were identified.

A nurse's note dated 9/23/24 at 8:00 P.M. written by RN #2 identified she was notified that Resident #1 had a
fall, and upon arrival to the room she found Resident #1 on the floor. A NA was providing incontinent care
and when she turned Resident #1, the resident rolled out of bed.

The nurse's note dated 9/24/24 at 6:30 A.M. written by RN #1 identified NA #2 was providing care to
Resident #1 and observed swelling and a deformity to Resident #1's left leg. RN #1 noted that APRN #1
directed to send Resident #1 to the hospital for further evaluation and treatment.
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Level of Harm - Actual harm

Residents Affected - Few

Review of APRN (Advanced Practice Registered Nurse) #1's note dated 9/24/24 at 3:01 P.M. identified
Resident #1 had a fall on 9/23/24 on the 3:00 P.M. - 11:00 P.M. shift and had subsequent left thigh swelling
and a deformity noted. APRN #1 identified when Resident #1's left thigh area was palpated Resident #1
exhibited grimacing.

Review of Resident #1's Hospital Discharge Summary dated 9/30/24 identified Resident #1 was admitted to
the hospital on 9/24/24. Resident #1 sustained a fracture of unspecified neck of left femur and a displaced
(bones no longer aligned) spiral fracture (a fracture that wraps around the bone with a corkscrew
appearance) fracture of shaft of left femur requiring intramedullary nailing (surgical nails to provide the bone
with stability).

An interview with NA #1 on 10/18/24 at 3:30 P.M. identified on 9/23/24 she found Resident #1 in bed
incontinent of bowel and prepared to provide incontinent care. NA #1 identified that both 1/4 side rails were
up, and although Resident #1 required the assistance of two (2) for bed mobility, NA #1 did not ask anyone
to help her because the other NA's on duty were very busy and she thought she could do it by herself. NA #1
identified when she turned Resident #1 on to his/her right-side, Resident #1's foot slid off the mattress and
fell out of bed onto the floor.

An interview with the Director of Nursing Services (DNS) on 10/18/24 at 10:45 A.M. identified on 9/23/24 at
approximately 7:30 P.M. while NA #1 was providing incontinent care to Resident #1, the resident rolled out of
bed and fell to the floor. The DNS identified that Resident #1's physician's orders directed to provide
extensive assistance of two (2) with bed mobility with the use of the bed rail. The DNS identified NA #1 did
not follow Resident #1's physician's orders and NA #1 should not have provided care to Resident #1 alone.
The DNS indicated Resident #1's physician orders were in place to prevent Resident #1 from falling out of
bed.

Review of the facility's Fall Prevention and Management policy; in part, identified residents will be assessed
for risk of falling and an individualized care plan will be developed and updated as needed to identify
interventions to prevent falls.
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