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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** 49494

Residents Affected - Few Based on interview and record review, the facility failed to provide supervision and assistance required to

prevent accidents for one (R3) of three residents reviewed for accidents and supervision.
Findings Include:

R3's face sheet, dated 9/5/24, documented R3 has diagnoses of sepsis, urinary tract infection, bipolar
disorder, acquired absence of right leg below knee, acquired absence of left leg below knee, chronic pain,
atherosclerotic heart disease, heart failure, hypertension, obstructive and reflux uropathy, hyperlipidemia,
fibromyalgia, type 2 diabetes mellitus, COPD (chronic obstructive pulmonary disease, and aphasia following
cerebral infarction.

R3's MDS (Minimum Data Set), dated 7/19/24, documented R3 has severe cognitive impairment.

R3's MDS, dated [DATE], documented R3 has impairment on one side of upper extremities secondary to
cerebral infarction and impairment of both lower extremities secondary do bilateral lower leg amputations.
This MDS documented R3 is dependent on staff for all ADLS (Activities of Daily Living).

R3's care plan, undated, documented R3 has a communication deficit related to an old stroke and cannot
speak. Makes preferences known by yelling sounds and making hand gestures. This care plan also
documented R3 requires a mechanical lift with two assists for all transfers. R3's care plan does not address
falls nor fall risk.

R3's Quality Care Reporting Form, dated 8/23/24 at 2:00 pm, documented resident had an unwitnessed fall
in the courtyard. Intervention is resident isn't to be alone outdoors.

R3's paper nurse's notes, dated 8/23/24 at 2:00 pm, documented notified resident was on ground. ROM
(range of motion) WNL (within normal limits). Noted an abrasion to above her right knee. Area cleansed and
left OTA (open to air). DON (Director of Nursing), MD (Medical Doctor) and Administrator made aware.

R4's face sheet, dated 9/5/24, documented R4 has diagnoses of osteoarthritis, depression, hypertension,
unspecified dementia, neuropathy, type 2 diabetes mellitus, and chronic pain.

R4's MDS, dated [DATE], documented R4 is cognitively intact.
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F 0689 R4's care plan, undated, documented R4 requires a sit to stand lift and assistance of 2 for all transfers and
requires a wheelchair for mobility. R4's care plan also documented R4 is a fall risk and that R4 has risk
factors that require monitoring and intervention to reduce R4's potential for self injury. Risks include

incontinent of bowel at times, use of psychotropic medication, and diabetes.

Level of Harm - Minimal harm or
potential for actual harm
Residents Affected - Few On 9/5/24 at 10:00 AM, R4 stated she was outside on the patio with her friend/fell ow resident (R3) about a
week or two ago. R4 stated she attempted to push (R3's) wheelchair up to the table and (R3's) wheelchair hit
a dip in the concrete by a drain causing (R3) to fall out of the wheelchair. R4 stated no staff were around and
she had to use her cell phone to call the facility to get staff out on the patio to assist (R3). R4 stated staff had
pushed (R3) out on the patio, but they did not stay out there. R4 stated she was very upset by this and was
crying because she felt so bad about (R3) falling out of her wheelchair.

On 9/5/24 at 9:10 AM, V5, Activity Director, stated she was out of the building on a van transport the day
(R3) fell out on the patio. V5 stated (R3) should not have been outside unless an employee was present.

On 9/5/24 at 9:42 AM, V3, CNA (Certified Nurse Assistant), stated she was not working on the day (R3) fell
out on the patio. V3 stated (R3) was not supposed to be outside without an employee being out there with
her.

On 9/5/24 at 12:25 PM, V1, Administrator, stated R3 should have never been outside without staff present.
V1 stated an employee had been outside supervising the residents who smoke and when the residents were
done smoking, the employee left R3 outside with R4. V1 stated =she cannot recall who the employee was
that left R3 unattended.

On 9/5/24 at 2:20 PM, V9, LPN (Licensed Practical Nurse), stated she was R3's nurse the day she fell out on
the patio. V9 stated R4 called the facility from her cell phone to alert staff R3 was on the ground. V9 stated
she and the CNAs had to use a mechanical lift to get R3 up off the concrete patio. V9 stated R3 should not
have been outside without staff present.

The facility's Fall Prevention Policy, dated 11/10/18, documented the policy is to provide for resident safety
and to minimize injuries related to falls; decrease falls and still honor each resident's wishes/desires for
maximum independence and mobility. Responsibility: all staff. Procedure: 1. Conduct fall assessments on
the day of admission, quarterly, and with a change in condition. 2. Identify, on admission, the resident's risk
for falls. It continues, all staff must observe residents for safety.
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