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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 48944

Residents Affected - Few Based on observation, interview, and record review the facility failed to implement fall prevention

interventions for a high fall risk resident.
This applies to 1 (R1) out of 3 residents reviewed for falls.
The findings include:

On 5/24/2025 at 9:40 AM, R1 was in bed sleeping. R1 was confused and non-interviewable. R1 did not have
floor mats in place. Then at 10 AM, V16 (Certified Nurse Assistant/CNA) and V17 (CNA) provided R1 with
her morning care and transferred her into her wheelchair. R1's wheelchair had a regular black cushion with
no non-slip device in place. V17 said R1 was confused and a high-fall risk. V17 said R1 had recently slid
from her wheelchair. V17 said staff had posted Caregiver communication sheets to inform staff how to care
for them. V17 said R1's posted Caregiver communication sheet included fall interventions. R1's Caregiver
communication sheet dated 5/09/2025 said R1 should have fall prevention devices, including floor mats,
dycem (non-slip device), and a specialized positioning wheelchair cushion.

On 5/28/2025 at 10:40 AM, V10 (Activity Aide) said he was responsible for supervising residents in the main
dining room. V10 said R1 required constant redirection because she would frequently fidget and lean forward
unsafely in her wheelchair. V10 said he was present when R1 slid off her wheelchair on 5/04/2025 and
5/19/2025 in the dining room. V10 said he attempted to redirect R1 but was unable to reach her quickly
enough to prevent her from falling.

On 5/28/2025 at 12:30 PM, V4 (Restorative Nurse) said R1 continuously displayed poor safety awareness
and was a high fall risk. V4 said R1's recent fall incidents from 5/04/2025 and 5/19/2025 were investigated to
identify their root causes. V4 said R1's identified root causes for her falls were related to her poor positioning
when in her wheelchair. V4 said the facility reviewed and implemented new interventions to R1's fall
prevention care plan on 5/09/2025. V4 continued to say resident-specific fall interventions were posted in the
residents' Caregiver communication sheets to ensure staff were aware to implement them.

On 5/28/2025 at 12:00 PM, V2 (Director of Nursing) said she expected staff to implement and follow resident
fall prevention interventions as indicated in their fall care plan to minimize their risk for additional falls.
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F 0689 R1's fall care plan last revised on 5/09/2025 said R1 was a high fall risk because of her limited mobility,
general weakness, dementia with behaviors, and history of falls. R1's fall care plan had multiple active

Level of Harm - Minimal harm or interventions, including providing floor mats initiated on 7/27/2022, a dycem (non-skid) device on the

potential for actual harm wheelchair initiated on 3/08/2025, and placing a specialized fall prevention wheelchair cushion to promote

proper alignment and positioning when in wheelchair initiated on 5/09/2025.
Residents Affected - Few
R1's Fall Incident report dated 5/04/2025 said Resident was noted by activity staff scooting herself forward in
her w/c causing her to slide forward out of the w/c onto the floor. The report said R1 did not sustain an injury
from the fall incident. The report said the identified root cause of R1's fall was related to her poor positioning
when sitting in her wheelchair. The report said R1's new fall prevention intervention was a specialized fall
prevention wheelchair cushion.

R1's Fall Incident report dated 5/19/2025 said Staff reported resident fell forward out of her wheelchair. The
report said R1 hit the left side of her head but did not sustain a major injury. The report said the identified
root cause of R1's fall was related to her unsafely leaning forward in her wheelchair. The report said R1's
new fall prevention interventions included for staff to continue with R1's prior interventions.

The facility's policy titled Fall Prevention and Management dated 08/2024 said This facility is committed to
maximizing each resident's physical, mental, and psychosocial well-being. While preventing all falls is not
possible, the facility will identify and evaluate those residents at risk for falls, plan for preventive strategies,
and facilitate as safe an environment as possible. All resident falls shall be reviewed, and the resident's
existing plan of care shall be evaluated and modified as needed .Care plan to be updated with a new
intervention based on root cause analysis after each fall occurrence.
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