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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** Based on

Residents Affected - Few interview, observation, and record review the facility failed to provide the identified level of
supervision and assistance required to prevent an accident for 1 of 3 (R1) residents reviewed for

Note: The nursing home is accidents in a sample of 9. This failure resulted in R1 falling and having multiple rib fractures.This

disputing this citation. past noncompliance occurred on 05/06/26.The findings include:R1's admission Record documents an

admission date of 08/02/25, with diagnoses in part of unspecified dementia, bursitis of unspecified
shoulder, unilateral primary osteoarthritis right hip, primary generalized osteoarthritis, unsteadiness
on feet, unspecified abnormalities of gait and mobility, repeated falls, cognitive communication deficit,
and other reduced mobility.R1's MDS (Minimum Data Set) dated 02/27/26 documents in Section C a
BIMS (Brief Interview for Mental Status) score of 7, which indicates moderately impaired cognition.
Section GG documents toileting as partial/moderate assistance. Sit to stand and chair/bed to chair
transfers documents partial to moderate assistance. Toileting transfers documents partial to
moderate assistance.R1's Care plan documents a focus area with a date initiated of 08/04/25, that
states | am at risk for falls r/t (related to) decreased mobility, episodes of incontinence. Interventions
include 1. Assist with transfers and ambulation. 2. Staff to remain with resident during ambulation and
transfers, PT (Physical Therapy)/OT (Occupational Therapy) to eval (evaluate) and treat, and
medication review (05/06/26).R1's fall risk evaluation dated 02/10/26 documents a score of 15

which indicates R1 is at risk for falls.R1's fall risk evaluation dated 05/06/26 documents a score of 5
with the category marked at NA (Not Applicable).R1's Fall report dated 05/06/26 documents under
Nursing description: CNA (Certified Nurse Assistant) came and got this nurse, stating that the
resident had fallen in her bathroom. Upon entering bathroom resident was sitting on the floor beside
the toilet. Asked her what happened and she stated she fell, landing on her bottom. CNA concurred
with statement stating resident let go of her walker and fell. Resident's house shoes are too big and
may have contributed to the fall. This nurse assessed resident and no apparent injuries. No bruising
was noted and resident was able to move all extremities. Neuro checks were WNL (Within Normal
Limits). This nurse got another CNA to help and the two CNA's used a gait belt to get resident up and
back to her recliner. Resident was walking. C/O (complained of) a sore bottom. In the notes section of
the fall report it was documented upon IDT (Interdisciplinary team) investigation it was found on
05/06/26 at approximately 5:11AM CNA entered residents room to assist her to get up in preparation
to go to the dining room for breakfast. CNA placed walker in front of residents recliner and resident
stood up from the recliner and ambulated to the bathroom with her walker independently with the CNA
walking with her as a standby assist which is her baseline status for ambulation for short distances.
When resident finished using the bathroom the CNA placed her wheelchair near the bathroom door as
resident uses a wheelchair for long distances and was getting ready to go to the dining room for
breakfast. CNA was standing near the wheelchair as resident began to take a few steps with her
walker towards the wheelchair when resident appeared to have fallen backwards onto the floor. CNA
immediately responded and then notified the nurse. Nurse completed a full body assessment,
checking range of motion in all extremities and checking for pain, bumps, bruises, etc. No apparent
(continued on next page)
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F 0689 injuries were noted at that time. Staff then assisted resident up in her wheelchair and to the dining
room to eat breakfast. Resident had no complaints noted.A final report sent to the lllinois Department
Level of Harm - Actual harm of Public Health documents R1 had a fall on 5/6/26 at 5:15AM. The report documents upon IDT
investigation it was found on 05/06/26 at approximately 5:11AM CNA entered resident's room to
Residents Affected - Few assist her to get up in preparation to go to the dining room for breakfast. CNA placed the walker in
front of the resident's recliner and resident stood up from the recliner and ambulated to the bathroom
Note: The nursing home is with her walker independently with the CNA walking with her as a standby assist which is her
disputing this citation. baseline status for ambulation for short distances. When resident finished using the bathroom the

CNA placed her wheelchair near the bathroom door as resident uses a wheelchair for long distances
and was getting ready to go to the dining room for breakfast. CNA was standing near wheelchair as
resident began to take a few steps with her walker towards the wheelchair when resident appeared to
have fallen backwards onto the floor. CNA immediately responded and then notified the nurse. Nurse
completed a full body assessment, checking range of motion in all extremities and checking for pain,
bumps, bruises, etc. No apparent injuries were noted at that time. Staff then assisted (R1) up in her
wheelchair and to the dining room to eat breakfast. (R1) had no complaints noted. MD (Medical
Doctor) and POA (Power of Attorney) notified of the incident. This report further documents that on
05/10/26 (R1) went on a family outing with her daughter/POA and during that outing resident began
complaining of shortness of breath and no quite acting herself, so daughter decided to take her to be
seen at the ER (Emergency room). While at the ER (R1) was diagnosed with bronchitis and
non-displaced rib fractures. (R1) was treated with antibiotics, nebulizer treatments, and oral steroids
at the hospital and was discharged back to the facility on [DATE].R1's hospital records dated
05/10/26 documents in part under CT (Computed tomography) angiogram pulmonary embolism with
contrast bony thorax right posterior 9th, 8th, 7th nondisplaced rib fractures, left posterior 11th, 10th
nondisplaced rib fractures. Under clinical impression 1. Bronchitis, 2. Multiple rib Fractures, 3. Fall at
Nursing home. On 05/19/26 at 1:21PM, R1 stated that she did have a fall recently. R1 said that she
was in the bathroom and went to leave the bathroom and fell on the floor. R1 said that she did have
staff there in the room with her. R1 said that she hurt everywhere when she fell. R1 said that she
went to the hospital on Mother's Day because she was having some problems breathing and they
found out she had rib fractures from her fall. R1 said that she doesn't remember if staff had a gait belt
on her or not when she fell. On 05/18/26 at 4:44PM, V20 (Family Member) stated that they took R1 to
the hospital on [DATE] because she wasn't breathing really well and she was kind of out of it. V20
said that while they were at the hospital they did a CT scan and found out that R1 had multiple rib
fractures from her fall on 05/06/26. V20 said that the hospital did keep R1 overnight. V20 said they
did have a care plan meeting with V1 (Director of Operations) and V3 (Owner/Director of Operations)
along with another regional nurse. V20 said that they have a video camera in R1's room and they
reviewed the fall on 05/06/26 with V1 and V3. V20 said that you can hear R1 falling. On 05/20/26 at
11:12AM, V6 (Licensed Practical Nurse/LPN) stated that she did not observe R1 fall it wasn't until
V17 (CNA) said that R1 fell that she knew about the fall. V6 said that she walked in and that R1 was
sitting on the floor next to the toilet. V6 said that she yelled for the other CNA as well. V6 said that
she checked R1's legs for shortening and rotation. V6 said she checked R1's head for any bumps she
said that R1 told her that she did not hit her head. V6 said that the only thing that R1 was complaining
about was her back hurt. V6 said that she did a skin assessment and there was no bruising or skin
tears noted. V6 said that she did neuro checks on R1 and they were all within normal limits. V6 said
she did a good assessment on R1 then she had the other CNA go get a gait belt and then the 2 CNA's
used the gait belt and assisted R1 off the floor. V6 said that R1 missed hitting the toilet and the sink
in the bathroom. V6 said that she thought maybe R1's house shoes could have caused her to fall
because she thought they looked a little too big.On 05/20/26 at 11:48AM, V13 (CNA) stated that they
use a gait belt on R1 along with her walker to get her up.On 05/20/26 at 11:48AM, V9 (CNA) stated
that R1 used to be on her hall but they moved her a little after the fall. V9 said that R1 would transfer
(continued on next page)
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F 0689 with a gait belt and a standby assist and a walker for transfers and ambulation. V9 said that
sometimes R1 would request privacy when using the restroom and she would crack the door and be
Level of Harm - Actual harm right outside the door in case R1 tried to get up so she could keep and eye on her.On 05/20/26 at
11:55AM, V16 (CNA) stated that he has taken care of R1 and that she transfers with a gait belt and 1
Residents Affected - Few assist with a walker. V16 said that R1 does pretty good with ambulating with the wheeled walker. V16
said that he would assist R1 to the bathroom to the toilet with a gait belt and walker then he would
Note: The nursing home is get R1's stuff that she needed while he could still visibility see R1.0n 05/20/26 at 12:53PM, V5
disputing this citation. (Registered Nurse) said that she has cared for R1. V5 said that R1 transfers with a gait belt walker

and 1 assist. V5 said that she never heard R1 complain of any pain to her ribs after the fall on
05/06/26.0n 05/20/26 at 1:38PM, V4 (Medical Doctor) stated that R1's rib fractures are probably

from when R1 fell.On 05/20/26 at 1:58PM, V2 (Director of Nursing) stated that she was told about
R1's fall in the bathroom. V2 said that R1 did not have any injuries that they was aware of from the
fall. V2 said that the CNA was outside of the bathroom door getting R1's wheelchair and R1 was
coming out of the bathroom and fell. V2 said that the CNA ran into the bathroom when R1 fell. V2
stated that she was not the DON at the time of the fall. V2 said that she was doing MDS and Care
plans prior.On 05/20/26 at 2:45PM, V17 (CNA) stated that she was taking R1 to the restroom on
05/06/26. V17 said that R1 stood up from the toilet and then she tripped over her shoes when she
was walking out of the bathroom. V17 said that R1 is able to stand up on her own. V17 said that she
uses a gait belt on R1 and she is a stand by assist with ambulation. V17 said that R1 gets ready in the
bathroom and she was getting dressed and ready in the bathroom she then took a few steps and fell.
V17 said that she thinks it was the house slippers that made her fall they are too big. V17 said that R1
did not hit anything when she fell. V17 said that R1 was screaming when she fell. V17 said that they
went to put a gait belt around R1 to get her up off the floor and R1 was complaining that the gait belt
was to tight and hurting her. V17 said that they got R1 up off the floor after the nurse assessed her.
V17 said that she does not remember R1 complaining of any rib pain.On 05/20/26 at 3:13PM, V11
(CNA) stated that when she takes care of R1 that she uses a gait belt and the walker when she
assists her. V11 said that when she takes R1 to the bathroom she always stays in the bathroom with
R1. V11 said that R1 is a standby by assist with ambulation with a gait belt.On 05/20/26 at 3:15PM,
V15 (CNA) stated that R1 transfers with 1-2 assist with a gait belt and walker for transfers and
ambulation. V15 said that it just depends on the day, sometimes R1 needs more assistance. V15 said
that R1 will sometimes ask to have privacy in the bathroom. V15 said that she will stand outside of
the bathroom door with the door cracked. V15 said that sometimes that R1 can be a standby assistant
at time. V15 said that she doesn't remember R1 complaining of any rib pain after the fall.On 05/20/26
at 3:16PM, V10 (CNA) stated that when he gets R1 up to ambulate he uses a gait belt and 1-2 assist
along with a walker.On 05/20/26 at 3:17PM, V12 (CNA) stated that R1 uses a gait belt and 1-2 assist
with a walker for transfers and ambulation. V12 said that R1 told her that she fell by the sink in the
bathroom.On 05/21/26 at 3:20PM the ring camera footage from R1's room dated 05/06/26 at 5:11AM
was reviewed. On the video you can see V17 (CNA) going into R1's room then V17 slightly closes the
door to R1's room. V17 then puts on gloves and goes over to R1's recliner that R1's was sleeping in.
V17 then pulls R1's bedside table away from the side of R1's recliner and then grabs R1's call light
from the top of R1 and puts it to the side. V17 then removes R1's blanket and places it to the side.
Next V17 grabbed the remote to R1's recliner and raised up the back of the recliner to a sitting
position which simultaneously lowered R1's foot rest. Once R1 was in the sitting position V17 then
placed R1's walker in front of R1. V17 was holding on to the walker as R1 tried to get up out of the
recliner. R1 pushed off of the recliner to get up. R1 had no gait belt on. After R1 was up with the
walker V17 walked away from R1 with her back to R1 at a distance of approximately 3 feet away from
R1. V17 then started to watch R1's television. V17 continued to watch TV as R1 walked to the
bathroom with her walker with no gait belt on or assistance from V17. V17 did look at R1 when she
finally got close to the bathroom doorway. R1 appeared to be taking higher steps with her right foot
(continued on next page)
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F 0689 when she was ambulating. Once R1 got into the bathroom you can see V17 walking into the bathroom
behind R1.0n 05/21/26 at 3:25PM a second video from the ring camera in R1's room dated 05/06/26
Level of Harm - Actual harm at 5:19AM was reviewed. On the video you can hear a toilet flush then V17 came out of the bathroom
and got R1's wheelchair. V17 was standing outside of R1's bathroom with a wheelchair which
Residents Affected - Few appeared not to be in the locked position, the wheelchair did have foot pedals to the side and
appeared not to be able to fit inside the bathroom door. V17 looked over to the television every now
Note: The nursing home is and then. V17 then backed away from the bathroom with the wheelchair still watching the TV every
disputing this citation. now and then. V17 was approximately 3-4 feet away from R1 at that time. Next R1 was noted coming

out of the bathroom with the wheeled walker while V17 was standing back behind the wheelchair
inside the room. As R1 was coming out of the bathroom you can see R1's right hand grab the door
frame and then it looked as if R1 was falling. You can then hear R1 screaming and see V17 go running
into the bathroom. You can continue to hear R1 screaming, then see V17 leave the room and go out
into the hallway. On 05/21/26 at 9:10AM, V7 (Therapy Director) watched the video footage of R1 from
05/06/26 at 5:11AM and 05/06/26 at 5:19AM that was taken in R1's room. V7 said she doesn't know
if she would consider what V17 was doing as standby assistance but was maybe more like
supervision instead since V17 was at times watching the television. V7 said that the way section GG
of the MDS is worded what V17 was doing in the video before and during R1's fall was more
supervision than set-up help or stand by assistance. V7 said that staff should always have a gait belt
on the residents because you never know what is going to happen. V7 confirmed that R1 did not have
a gait belt on when V17 was standing by her, when she got out of the recliner or when R1 was
walking to the bathroom with the walker and or when R1 fell. V7 said that V17 should have parked the
wheelchair outside of the bathroom door locked the wheels then went into the bathroom and assisted
R1 outside of the bathroom door while having a gait belt on R1 the whole time. V7 said that what V17
was doing was not considered assisting R1 with transfers or ambulation at all. V7 said that she has
not been told to educate the CNA' s on transfers or gait belt usage with R1 or any other residents. V7
said that they did pick R1 up on therapy for PT (Physical Therapy), OT (occupational Therapy), and
ST (Speech therapy).On 05/21/26 at 9:26AM, V13 (CNA) stated that they have to help R1 with
ambulation and transfers and when they do assist R1 or any resident they have to have a gait belt on
unless they are completely independent with transfers and ambulation and we don't' have to be in
there to help them. V13 said that they have been educated on making sure that we use gait belts on
residents who require assistance of 1-2 and not to leave a resident in the bathroom unattended, along
with fall preventions.On 05/21/26 at 9:30AM, V9 (CNA) stated that a resident who requires
assistance with transfer and ambulation should be assisted with standing up and helped with
transfers and ambulation. V9 said that they should always have a gait belt on a resident at all times
when transferring and with ambulation. V9 said that the only time that a resident would not have a
gait belt on with transfers and ambulation is if the resident is completely independent with transfers
and ambulation. V9 said that they were just in-serviced on fall prevention, transfer, and gait belt use
and about R1's fall. V9 said that they were in-service about R1 and all residents about making sure to
use a gait belt on all residents you assist with ambulation and transfers and not to leave a resident
unattended in the bathroom. V9 said R1 before the fall was a 1 assist with a walker and gait belt. V9
said R1 was still a 1-2 assist with walker and gait belt after the fall. V9 said if you see a resident fall
you make sure the resident is safe.On 05/21/26 at 9:36AM, V14 (CNA) stated that she doesn't take
care of R1. V14 said that if a resident's care plan documents that they are to be assisted with
transfers and ambulation that means that they are 100% assist with transfers and ambulation. V14
said that anytime you have a resident who needs assistance in any way that you make sure that they
have a gait belt on at all times during the transfer and ambulation. V14 said that she was just
in-serviced about a week to two weeks ago on fall prevention, transfers, using a gait belt and making
sure you don't leave any resident unattended in the bathroom unsupervised.On 05/21/26 at 10:16AM,
V3 (Owner/Director of Operations) stated that the V17 in the video with R1 had the call light on when
(continued on next page)
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F 0689 R1 fell but V17 left the room to go get the nurse. V3 said that V17 was only gone out of R1's room
when R1 fell for 30 seconds or less to get help from the nurse.On 05/21/26 at 11:32AM, V2 (Director
Level of Harm - Actual harm of Nursing/DON) said around 2 weeks ago that all staff were in-serviced on fall preventions,
transfers, using a gait belt and not leaving a resident unattended in the bathroom or shower rooms. V2
Residents Affected - Few said that if staff assist a resident to the toilet or shower the resident should always be within arm's
reach of staff at all times. V2 said that staff can't leave the bathroom or shower room. V2 said that a
Note: The nursing home is resident who is partial to moderate assistance is a resident who must have staff walk with them with
disputing this citation. a gait belt. V2 stated that if it says on the care plan to assist with transfers and ambulation then the

staff should assist the resident with transfer and ambulation with a gait belt.The Facility's Gait Belt
Policy with a revision date of 4/2014 documents under purpose to aid in resident ambulation and
transfers and to promote optimal balance and safety.The Facility's undated Falls Prevention
Strategies & Interventions Policy documents under Staff Actions information gathering: read history of
ambulation and transfers and review investigation and implementation of interventions and
evaluations-look at what the surveyor reviews, staff education and supervision specify what
supervision is needed; do not just write provide supervision, assist with ambulation, Ambulation Care
plan. Prior to the survey date of 5/26/26, the facility had taken the following actions to correct the
non-compliance: 1. A Quality Assurance and Performance Improvement meeting was held on 05/06/26
to discuss identifying hazards and risks, evaluating them, implementing interventions to reduce them
and to monitor for effectiveness and to modify interventions when necessary. In attendance - V1
(Director of Operations), V2 (Director of Nursing/Former MDS/Care plan Nurse), V8 (Registered
Nurse), V4 (Medical Doctor), V21 (Regional Nurse), V22 (Business Office Manager), and V7 (Director
of Therapy). 2. Process/Steps to identify others having the potential to be impacted by the same
deficient practice: All residents have the potential to be affected. 3. Measures put into
place/systematic changes to ensure the deficient practice does not recur: In-services were provided
to nursing staff on ADL (Activities of Daily Living) care, transfers, proper supervision during adl care,
focus on transfers and ambulation, fall prevention, proper supervision during adl's, focus on transfers
and ambulation, falls, and fall management and prevention. All in-services were completed on
05/06/26. 4. Plan to monitor that the resident environment remains as free of accidents as is

possible; and each resident receives adequate supervision and assistance devices to prevent
accidents. Review all new risk management reports daily 5 days per week x 4 weeks to ensure that
all fall managements protocol is followed and proper supervision during ADL's was maintained. The
first audit completed on 05/07/26.
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