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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** This
Residents Affected - Few Citation pertains to intake Number 3069106.Based on interview and record review, the facility failed
to ensure that safe positioning and supervision was maintained during provision of care for one
resident (Resident #4) of three residents reviewed for supervision and safety with falls. This deficient
practice resulted in Resident #4's fall from the bed causing the resident pain and sustaining facial
contusions with a 4.5 cm hematoma on the forehead and a laceration requiring a hospital evaluation,
monitoring and skin repair. Findings include: Resident #4 (R4): A record review for R4's Minimum Data
Set (MDS) assessment revealed a Brief Interview of Mental status (BIMs) score of 10 that indicated
moderate cognitive impairment. Further review of R4's medical record revealed medical diagnoses
that included: chronic heart failure, dysphagia following cerebral infarction (stroke), hemiplegia
(one-sided paralysis or weakness) and hemiparesis (one-sided muscle weakness) following cerebral
infarction affecting left non-dominant side, epilepsy (seizure disorder), type 2 diabetes mellitus,
vascular dementia, and required assistance with care.A record review of Intake 3069106 alleged R4
sustained injuries from a fall that required hospital evaluation and treatment when resident was under
the facility's care. A record review of R4's medical record progress notes revealed: dated 5/24/2026
05:00 Nurses Notes Text: Writer heard a loud boom. Writer ran to area of noise. Upon entering room,
resident on right side of bed, on her right side. Screaming in pain. Bleeding from her head, and a left
forenead hematoma. Resident left alone because the cna stepped away to get more towels. Cna
states that the resident fell and hit her head on tv and floor. VS assessed, ROM assessed. Pain
indicated on right upper and lower extremities. Ems helped get resident off of floor due to precautions
of possible fractures. 4-person assisted. Neuro checks initiated resident responding well. No change
in LOC. resident sent out via ems alert. Documentation was completed by Nurse B. A record review of
the facilities fall prevention program policy revealed: Policy: The facility will identify hazards and
resident risk factors and implement interventions to minimize falls and risk of injury related to falls.
with fall defined as: a fall is an event in which an individual unintentionally comes to rest on the
ground, floor, or other level, but not as a result of an overwhelming external force (e.g., resident
pushes another resident). A record review of R4's SBAR (situation, background, appearance and
review - a format for charting) communication form completed by Nurse B and dated 05/24/2026
revealed that the resident had a fall with a laceration and reported new pain at level 6 of a 10-level
pain scale.A record review of R4's medical record skin assessment completed by Nurse B and dated
05/24/2026 revealed a skin issues note: Laceration to the right side of face. Hematoma to the right
forehead. A record review of R4's transfer form (used when resident is being sent out for evaluation
and treatment) completed by Nurse B dated 05/24/2026 revealed in key clinical information a pain
level at 6 with location noted as face and according to the usual functional status before acute
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F 0689 change in condition R4 was dependent for care with activity of daily living (ADL's) that included
bathing, dressing, toileting, transfers and needs assistance with eating. Also, that R4 was incontinent

Level of Harm - Actual harm for bowel and bladder at baseline. Risk alerts revealed that R4 was on anticoagulant medications
(prevents clotting of blood). A record review of R4's medication orders revealed: ?Eliquis Oral Tablet

Residents Affected - Few 5 MG twice a day' (anticoagulant).A record review of R4's care plan revealed: Focus: (R4) is at risk

for complications of right hemiplegia/hemiparesis r/t (related to) Stroke. with Interventions: Assist

with ADLs/Mobility/repositioning as needed. And Focus: (R4) is at risk for fall-related injury and falls
R/T: incontinence, hemiplegia, vascular dementia with Interventions: Do not leave resident
unattended in bathroom; Keep the resident's environment as safe as possible with: even floors free
from spills and/or clutter; adequate lighting; call light within reach, commonly used items within

reach, avoid repositioning furniture and keep the bed in the appropriate position. And Focus: ADL: (R4)
has a functional ability deficit and requires assistance with self-care/mobility R/T: history of stroke,
CHF, dementia with Interventions: AMBULATION/WALKING: Resident is unable to ambulate and
requires a wheelchair for locomotion. Resident needs to be pushed to desired locations;
BATH/SHOWER: Upper Body: PARTIAL/MODERATE assistance from ONE STAFF. Lower Body:
SUBSTANTIAL/MAXIMAL assistance from ONE STAFF; BED MOBILITY: Resident requires
PARTIAL/MODERATE assistance from ONE STAFF. This includes rolling side to side, lying to sitting
on side of bed and sitting to lying; DRESSING: Upper Body: PARTIAL/MODERATE assistance from
ONE STAFF. Lower Body: DEPENDENT on ONE STAFF assistance; PERSONAL HYGIENE (combing
hair, shaving, applying makeup, nail care, and washing and drying face and hands): Resident requires
PARTIAL/MODERATE assistance from ONE STAFF; TRANSFER: Resident is DEPENDENT on TWO
STAFF assistance and uses sit-to stand mechanical lift. And Focus: (R4) requires 24-hour care/LTC
placement at this time related to care needs, dx dementia. Resident/family/legal decision maker has
verbalized acceptance of plan to remain in the facility.On 07/20/2026 at approximately 1:00PM, during
an interview, NHA she confirmed that R4 was no longer at the facility and had a fall on 05/24/2026.
The NHA was asked for the incident & accident ((NAME]) report and soft file, and the facility's

policies that correlated with the progress note for R4 that was dated 05/24/2026. The NHA advised
SA that the facility had identified a deficient practice and had completed a past non-compliance (PNC)
for this fall.A record review of the risk management report completed by Nurse B and dated
05/24/2026 revealed: ?Incident location: residents room with Incident description: Nursing

description: Writer heard a loud boom. Writer ran to area of noise. Upon entering room, resident on left
side of bed, on her right side, was calling out in pain, bleeding from her head. The CNA stated that she
had just been in the room to assist the resident and stepped out to obtain towels. The risk
management report also indicated that the resident was unable to give a description of incident and
that the incident was unwitnessed. Under the Notes: CNA stated that they may have hit their head on
the television during the fall. Laceration to right side, hematoma to the left forehead. Sent to ER for
further evaluation and treatment; predisposing environmental factors: bed height not appropriate was
checked; ?Other info: resident was in bed left on their side when CNA left to obtain more linen. Upon
return the resident was on the floor.'On 07/20/2026 at 2:00PM, in an attempt to interview CNA C a
phone message was left for with a return call requested. On 07/20/2026 at 2:13PM, during a phone
interview, Nurse B reported that she was R4's nurse on shift on 05/24/2026 at the time of the fall.
Nurse B said she was at the nurses' station working and around 4:30AM she heard a loud boom and
immediately went running toward the direction it came from to investigate. Nurse B said she arrived

at R4's room and found R4 on the ground, her bed was about 3 1/5 feet in the air, resident was on her
right side, and located on the left side of her bed, the television on the ground and the resident was
(continued on next page)
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F 0689 bleeding from her head and called out in pain. Nurse B said grabbed the towels in the room and held
pressure to R4's head to stop the bleeding and that she could not leave the resident, so she called out

Level of Harm - Actual harm for additional help. Nurse B said that CNA C who had been in the hall at the linen closet came in and
told her that ?she had just left the resident and went to the linen closet to get more supplies' other

Residents Affected - Few staff arrived to help as well and Nurse B described the steps she took to send the resident out safely

to the ER for evaluation and treatment. Nurse B said that afterward she asked CNA C what happened
and that CNA C told her that ?she was changing R4 and needed more supplies, so she left her on her
side and went to the linen closet to get them' and Nurse B said she documented in R4's chart and risk
management. Nurse B said the resident should not be left on their side or with the bed elevated like
that. Nurse B said that the facility gave re-education to the staff after the fall, and that fall prevention
and resident safe care with ADL's, positioning and bed height, call lights were all covered. Nurse B
said R4 never came back to the facility after that. On 07/20/2026 at 3:49P M, during an interview, the
DON was asked about the staff education done for the PNC and she said she covered fall prevention,
safety and dignity with ADL care before /during and after care, positioning of residents and beds, and
the importance of all the supplies had been gathered before care begins.On 07/20/2026 at 4:20 PM,
during a phone interview, CNA C was asked about R4, and she confirmed that she was the CNA on
shift the night of the fall on 05/24/2026. CNA C was asked to describe what happened and she

stated, | don't remember, | just remember taking care of her like | usually do and continued and then
said she had left the room, could not recall for what and when she returned the resident was on the
floor. CNA C could not recall other details but offered that she did not see R4 fall nor did she cause R4
to fall and stated, People fall, it was an accident; | was not in the room when she fell; | walked out

and then she fell, | don't know what to tell you; | did not do anything to make her fall; | would never
hurt anyone. CNA C confirmed that the facility gave re-education to the staff after the fall, and that

fall prevention, resident safe care with ADL's, positioning and bed height, and call lights were all
covered. CNA C said it was a good education and that what happened scared her. CNA C said the DON
called me a week or so later and asked me to sign something (disciplinary action) about this that said
it was my fault and said she refused to sign it. CNA C confirmed that she signed the 1:1 education.A
record review of the quality assurance interview summary listed under staff interviews dated
05/27/2026 revealed: CNA C's statement: | needed to get more towels, and | went to the closet. When
| got back, she was on the floor. | always raise the bed up when | am doing care. And Nurse B's
statement: | was at the nurses station and | heard a boom. | saw (CNA C) going back to the room. (R4)
was observed on the floor on the left side of her bed. Her bed was still up in the air. She was
complaining of pain all over and she was bleeding from her head. We called 911 and waited until they
got her before moving her. | asked (CNA C) what happened and she said she had to go get more
towels and left her on her side and the bed up in the air.A record review of facilities policy routine
resident care revealed: residents receive the necessary assistance to maintain good grooming and
personal/oral hygiene. Care is taken to ensure resident safety at all times. With guidelines: 10. Staff
members should observe the following safety precautions with all residents; b. beds may be raised
when care is being provided. Following the provision of care the bed should be returned to the original
position.On 07/21/2026 at 8:15AM, the NHA was interviewed. The soft file documentation was
reviewed and the NHA said that they completed an immediate investigation and promptly had a 1:1
education with CNA C because she was in the mist of care and left the room to get supplies form the
linen closet with the resident's bed elevated and resident positioned on her side. The NHA said that
once they identified the deficient practice, they started the PNC to correct it. The NHA when asked
said that at that time there was no camera footage to be reviewed. On 07/21/2026 at 8:26AM, during
(continued on next page)
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

an interview, the DON reviewed the soft file and PNC documentation. The DON confirmed that the
education was done for all nursing staff and that it was based off the deficient practice findings and
that CNA C immediately got a 1:1 education. The DON was asked if any staff received disciplinary
action, she said yes that CNA C had received a written discipline. The DON confirmed that CNA C
refused to sign the discipline and did sign the education. The DON confirmed that R4 did not return to
the facility and went to a different facility after being released from hospital. The DON offered that
she had imagining records from the hospitalization and that R4 did not have any fractures. The DON
agreed she had a laceration and hematoma. A record review of CNA C employee new hire file,
competencies and license were reviewed. A review of written warning revealed: Final warning for
Category Il Rule #20 listed as Staff may not engage in careless behavior involving a resident's safety,
health and/or physical comfort. With comment that Employee did not follow the routine resident care
policy during ADL care resulting in a fall. Employee refused to sign noted and was signed by DON and
witnessed/signed by another staff member on 06/04/2026.0n 07/21/2026 at 10:45 AM, a phone
message was left requesting a return call for medical records and was followed up by an email
request for the resident's records from (hospital name). *No response was obtained by the exit of
survey at 2PM. On 07/21/2026 at 11:00 AM, a record review of imagining records from (hospital
name) dated 05/24/2026 and 05/26/2026. were made available by the DON that revealed a 4.5cm
hematoma and laceration noted and no fractures. Unable to verify size and closure of laceration from
those records and no other records had been obtained at exit of the survey. During the onsite survey,
past noncompliance (PNC) was cited after the facility implemented actions to correct the
noncompliance which included: Description of deficient practice. The facility CNA was performing
care with the bed left in high position, and walked away to get more towels, and the resident rolled
out of bed and onto the floor and received a laceration to the forehead and hematoma. Plan of
correction: In depth analysis of how the deficiency occurred: The employee needed more towels for
care and did not reposition the resident to the center of the bed or lower bed back down from high
position before leaving the room. How the facility identified resident(s) affected and residents with
potential to be affected by the same deficient practice. Audit completed by unit manager / designee
of residents who are dependent of one personal care to ensure CNA does not leave room without
having resident positioned in the middle of the bed, and bed in low position. Corrective action taken
for resident(s) affected: The resident had a complete head to toe assessment and then was assisted
back to bed with assistance of EMS and neuro checks started. Doctor was called with orders to send
to ER due to complaints of pain on right upper/lower extremities. Daughter was notified of transfer to
hospital. Measures or systemic changes made to ensure that deficient practice will not occur and
affect others: The Facility Fall process was reviewed and deemed appropriate. The resident Routine
Care Policy was reviewed and deemed appropriate. Education was completed with the Nursing staff
on ensuring that they have all supplies available needed for care, resident is turned toward them when
providing care with one person, that they ensure that resident is always positioned in middle of bed
when done with care, and that they have bed in low position per plan of care. How a facility monitors
its corrective actions to ensure deficient practice was corrected and will not recur: The UM/designee,
will review nursing staff when providing personal care with residents requiring assistance with bed
mobility to ensure that staff are not turning resident away from them when performing care with 1
staff member, that resident is positioned in middle of bed when done, and bed is in low position after
care performed weekly x4 weeks and monthly x2 months. Any areas of non-compliance will be
reviewed immediately. With findings submitted to the DON who will report findings to the QAPI
committee for review and recommendation. The Administrator will be responsible for sustaining
(continued on next page)
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F 0689 compliance. Date of compliance: 06/11/2026. The facility was able to demonstrate monitoring of the
corrective actions and the maintenance of compliance.
Level of Harm - Actual harm

Residents Affected - Few
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