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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** 48452

Residents Affected - Few Based on clinical record review, resident interviews, staff interviews, and policy review the facility failed to

ensure residents were transported within the facility in a safe manner. Residents #10 and #8 were pushed in
the dining room and hallway in their wheelchairs without foot pedals in place for safety. The facility reported a
census of 42 residents.

Findings include:

1. Resident #10's Minimum Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental
Status (BIMS) score of 2, indicating severely impaired cognition. Resident #10 required partial to moderate
assistance with bed to chair transfers. The MDS indicated Resident #10 used a walker or wheelchair for
mobility.

The Care Plan Focus with a target date of 9/2/24 reflected Resident #10 had a risk for falls related to
confusion, aggressive behaviors towards staff, and dementia. The Interventions instructed the staff to ensure
he wore appropriate food when transferring or mobilizing in his wheelchair.

On 7/5/24 at 5:27 PM observed Staff A, Dietary Aide, push Resident #10 through the dining room in his
wheelchair without foot pedals. Resident #10 attempted to stay at the speed using his feet in a quick walking
motion along the floor. His blue gripper socks caught on the floor 3 times as he tried to keep up, pulling that
foot backwards.

On 7/6/24 at 2:41 PM Staff D, Nurse Consultant, stated the facility trained staff on safe wheelchair
transportation at the skills fair annually and during orientation. She said the policy directed to have foot
pedals in place if staff pushed a resident. If a resident usually self-propelled, they should keep the pedals
connected to the wheelchair but not engaged, ensuring the pedals are available as needed.

On 7/7/24 at 9:23 AM Staff C, Administrator in Training, stated they discussed wheelchair safety in stand up
meetings and thought the staff sometimes forgot that when residents can self-propel they still needed pedals
on the wheelchairs prior to pushing them.

(continued on next page)
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F 0689 2. Resident #8's Minimum Data Set (MDS) assessment dated [DATE] identified a Brief Interview for Mental
Status (BIMS) score of 13, indicating intact cognition. Resident #8 required total staff assistance with bed to
Level of Harm - Minimal harm or chair transfers. The MDS indicated Resident #8 used a manual wheelchair for mobility.

potential for actual harm
The Care Plan Focus with a target date of 8/11/24 indicated Resident #8 had a risk for falls related to
Residents Affected - Few weakness and occasional poor safety awareness. The Interventions instructed to ensure she wore
appropriate footwear while she transferred or mobilized in her wheelchair.

On 7/5/24 at 6:17 PM observed Staff B, Registered Nurse, offer to push Resident #8 to her room, she
agreed. Staff B pushed her wheelchair down the hallway from outside of the dining room, around the corner,
and half way down another hallway to her room without foot pedals on the chair.

On 7/7/24 at 9:18 AM Resident #8 stated staff didn't put foot pedals on her wheelchair, and they never did
because she didn't like them.

On 7/7/24 at 11:06 AM the Administrator stated staff attended in-services earlier in the year regarding
wheelchair safety.

On 7/7/24 at 11:14 AM the Administrator provided a document titted CNA Orientation Checklist which
included use of foot pedals at all times when pushing a resident in their wheelchair. Additional documents
provided titled In-Service Training Report and dated 2/16/24, 2/23/24, 3/8/24, 4/12/24, and 5/24/24 revealed
both Staff A and Staff B attended training that addressed wheelchair safety.
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