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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 observation, record review, resident and staff interview, and facility policy review the facility failed to
provide a call light within reach of a resident, which resulted in a fall with a bruise to the hip for 1 of 1
resident reviewed with a fall (Resident #1). The facility identified a census of 74 residents. Findings
include: Review of Resident #1's Minimum Data Set (MDS) assessment dated [DATE] revealed a
Brief Interview for Mental Status (BIMS) score of 12 out of 15, which indicated moderate cognitive
impairment. Diagnoses per the resident's MDS assessment included stroke, arthritis, hemiplegia or
hemiparesis, and anxiety disorder. The MDS indicated Resident #1 required partial to moderate
assistance with toilet transfer, sit to stand transfer, and ambulation. The MDS assessment further
revealed the resident had impairment on one side to the resident's upper extremity. Review of
Resident #1's Care Plan, date initiated 2/12/25, revealed the resident was at risk for falling related to
weakness, impaired mobility, and transient ischemic attack (TIA). The intervention initiated on
2/12/25 revealed, Keep personal items and frequently used items within reach. The intervention
initiated 3/6/26 directed staff to ensure call lights are within reach of the non affected extremity. An
Incident Report for Resident #1 dated 3/5/26 at 11:15 AM prepared by Staff B, Licensed Practical
Nurse (LPN) revealed resident was found sitting on the floor with her back against the toilet seat.
Resident #1 stated she was trying to reach for the call light cord when she slid from the toilet seat
and sat on the floor. The Resident Description section revealed, | was trying to reach for the call light
cord. The Immediate Action Taken section revealed, in part, We make sure the that the call light cord
should always be within reach. The incident report failed to document where the call light was located
at the time of the fall. A Progress Note from 3/5/26 at 4:20 PM revealed Resident #1 was found
sitting on the floor with her back against the toilet seat. Resident stated to staff she was trying to
reach for the call light cord when she slid from the toilet seat and sat on the floor. On 6/4/26 at 9:45
AM an interview with Resident #1, she revealed she was on the toilet and asked for the cord for the
call light. Resident #1 stated Staff A tossed it to me (resident) in a [NAME]. Resident #1 reported
Staff A was irritated with [Resident #1], and [Resident #1] could not catch it. [Resident #1] called

to her to wait and she did not wait. Resident #1 reported they fell trying to reach the cord, yelled for
help, and she came back to the room and told [Resident #1] to get up, get up, get up. Review of
Resident #1's statement included as part of the facility investigation, dated 3/9/26 at 5:30 PM
revealed the following: Resident #1 explained Staff A had assisted the resident to the toilet. Resident
#1 asked her for the call cord, and she (Staff A) tossed it at [Resident #1] in a [NAME] like she

didn't want to be bothered. [Resident #1] didn't catch it. Before she left the room [Resident #1]
yelled, wait but she didn't come back. [Resident #1] tried to reach it herself and slipped off the toilet.
[Resident #1] started to yell, help, help, [Resident #1] had to yell it multiple times before she came
back into the room. A written statement from the facility investigation revealed, in part, the following
from Staff B, LPN (statement dated 3/6/26 at 11:36 AM): He was called to Resident #1's room by
Staff A, CNA on 3/5/26 approximately 11:25am, upon arrival resident was found sitting in front of the
toilet on the floor. Head to toe assessment completed with no issues found, vital signs stable,
(continued on next page)
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F 0689 resident denied pain. Resident #1 stated she was reaching for her call light when she slipped off the
toilet. Per the statement, Staff B completed another skin assessment on resident on 3/6/26 as the

Level of Harm - Actual harm CNA stated the resident had a bruise on her right hip. Per the statement, the bruise measured 12
centimeters (cm) x10 cm, and the resident continued to deny pain. On 6/4/26 at 10:43 AM during an

Residents Affected - Few interview with Staff B, Licensed Practical Nurse (LPN), he revealed did the assessment after

Resident #1's fall on 3/5/26. Staff B explained the resident had a routine and couldn't move her right
hand which was closer to the call light, so had to hand her the call light and place it in her left hand.
Staff B stated Resident #1 reported Staff A just kind of tossed Resident #1 the call light. He reported
Resident #1 could not move her right hand so staff had to place the call light in her left hand. A
Progress Note dated 3/6/26 at 12:29 PM revealed Resident #1 had a 12 cm by 9 cm bruise noted to
the right hip. Power of attorney and medical provider were notified. A Non-Pressure Skin Condition
Report dated 3/6/26 revealed right hip bruise area measured 12 cm by 9 cm. The assessment of the
area on 3/10/26 revealed tenderness with palpation, and dissolves quickly per self. A Progress Note
dated 3/7/26 at 12:44 PM noted bruise to right hip reported previously. Resident #1 denied pain of
right hip with passive or active range of motion, and still reported mild discomfort to touch the bruise.
A Progress Note dated 3/8/26 at 1:06 PM noted Resident reported mild discomfort to touch the bruise
to right hip. During an observation on 6/8/26 at 11:09 AM Staff C, CNA transferred Resident #1 from
wheelchair to toilet without difficulty with gait belt and a stand pivot transfer. Once Staff C had
Resident #1 on the toilet, she placed the call cord in her left hand and allowed privacy for Resident #1.
On 6/8/26 at 12:04 PM Staff C revealed Resident #1 normally transferred with a cane outside of her
room, and inside of her room she feels more comfortable with a gait belt and doing a pivot transfer.
Per Staff C, normally the resident did transfer pretty well, explained the resident was very routine
based, and she will explain her routine to you. Staff C explained if staff move too quick she can
become anxious. Staff C further explained if take time with Resident #1 ,she will transfer pretty
easily. Staff C explained they would put the call light to her left hand and she would ask for you to put
it in her hand. Staff C further explained Resident #1 was pretty alert and oriented. On 6/8/26 at 12:15
PM Staff D, CNA explained when she put Resident #1 on the toilet, would hand her the call light. If you
forgot it, she would repeat herself. Staff D explained it was very well known she wants her call light.
She would repeat it until you did it for her. Staff D further explained would put it in her left hand
because the right hand was restricted, she can't do anything with it. Staff D explained Resident #1
was alert and oriented; she knew what was going on and was able to let her needs be known.On
6/8/26 at 2:01 PM, Staff E, LPN, Assistant Director of Nursing (ADON) confirmed there was a bruise
on Resident #1's left hip the next day after the fall on 3/5/26. She explained Resident #1 fell to the
left and the bruise was related to the fall. After the fall the intervention we put in place was staff
education. In this instance it was to make sure the call light was in reach of the non affected side. On
6/8/26 2:20 PM, the Director of Nursing (DON) stated they didn't know much about Resident #1's fall
on 3/5/26 related to it was before they became DON. She was transferred on the toilet by Staff A,
she made it onto the toilet but was reaching for call light when she lost her balance and fell off the
toilet and landed on her hip. The DON stated staff should place the call light in the resident's hand.
The DON confirmed the bruise on Resident #1 left hip was related to the fall on 3/5/26. On 6/8/26 at
2:45 PM the Administrator explained for the fall with Resident #1, the resident reported Staff A threw
the call light and shoved it at Resident #1. The resident tried to get it into her left hand when she fell.
She revealed the facility terminated Staff A related to her being disrespectful to residents. The
facility provided a policy titled Fall Reduction and Response revised 2/17/25. The policy directed
interventions to reduce the risk of falls will be implemented based on assessed risk. The procedure
addressed to identify any factors that may predispose the resident for falls and/or activities that

have helped prevent falls in the home environment. The policy directed staff to put call light within
reach.
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