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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 36912

Residents Affected - Few Based on interview and record review, the facility failed to ensure a resident received adequate assistance to

prevent a fall for 1 of 3 residents reviewed for accidents. (CNA in Training 1, Resident C)
Finding includes:

During an interview on 12/11/24 at 11:30 a.m., Resident E indicated on 11/28/24 at approximately 10:30 a.m.
, she observed a new CNA in Training (CNA in Training 1) attempting to transfer her roommate, Resident C,
from her wheelchair to her bed. Resident E told CNA in Training 1 Resident C required 2 staff to transfer her.
CNA in Training 1 told her she could transfer Resident C by herself. CNA in Training 1 attempted to move
Resident C from Resident C's wheelchair but was unable to support her, and they both slid to the floor. CNA
in Training 1 left the room and brought other staff to the room to help lift Resident C to her bed. She had not
seen CNA in Training 1 since the incident.

On 12/11/24 at 11:55 a.m., Resident E's clinical record was reviewed. The Admission Minimum Data Set
(MDS) assessment, dated 10/13/24, indicated the Resident E had no cognitive impairment.

During an interview on 12/12/24 at 9:45 a.m., Resident C indicated on 11/28/24 at approximately 10:30 a.m.,
CNA in Training 1 attempted to transfer her from her wheelchair to her bed with no other staff helping. CNA
in Training 1 could not support Resident C and they both slid to the floor. Resident C indicated she was
supposed be assisted by two staff members due to having little to no use of her left side extremities.
Resident C indicated she was not injured during the incident. She had not seen CNA in training 1 since the
incident.

On 12/12/24 at 10:05 a.m., Resident C's clinical record was reviewed. The diagnoses included, but were not
limited to, cerebral infarction and hemiparesis.

The Quarterly MDS assessment, dated 11/18/24, indicated Resident C had no cognitive impairment, had
impaired upper and lower extremities on one side, and required extensive assistance of two people for
support and transfers from one surface to another.

A Fall Event Record, dated 11/28/24 at 10:38 a.m., indicated prior to the fall the resident was in her
wheelchair, and following the fall the resident was on the floor by the bed.

(continued on next page)
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F 0689 A Fall Care Plan intervention, with a start date of 11/5/21, indicated the resident required two staff for
transfers.

Level of Harm - Minimal harm or

potential for actual harm During an interview on 12/12/24 at 10:45 a.m., LPN 1 indicated on 11/28/24 at approximately 10:30 a.m.,
CNA in Training 1 reported to LPN 1 that Resident C had been lowered to the floor after CNA in Training 1

Residents Affected - Few attempted to transfer her from her wheelchair to her bed. Resident C was only to be transferred with

assistance of two staff due to impairment to her left extremities as well as a contracture of the left arm.
This citation relates to Complaint INO0448649.
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