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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** 46956

Residents Affected - Few This citation pertains to Intake M100144631.

Based on observation, interview, and record review, the facility failed to implement measures to reduce the
risk of a fall with injury for one (R701) of five residents reviewed for falls. Findings include:

Review of the facility record for R701 revealed an admitted [DATE] and indicated the resident was admitted
for short-term rehab following a trigger finger repair surgery. The record indicated the resident was expected
to be discharged to an assisted living facility.

On 05/29/24 at 9:48 AM, R701 was interviewed in their room and reported they did recall their recent fall.
The resident was observed to have a dressing on the right forearm and bruising under their eyes and on their
forehead. R701 reported they were transferring from the wheelchair to the bed and they were being assisted
by Certified Nursing Assistant (CNA) A. The resident indicated CNA A was holding their pants and when they
stood and began to pivot to the bed they fell forward and landed on the floor. When asked if the CNA was
wearing a gait belt R701 stated No, [CNA A] had a hold of my pants.

Review of recent facility Incident/Accident reports revealed a report confirming R701 sustained a fall on
05/16/24 during which injuries were sustained to their forehead, right forearm and knees.

On 05/29/24 at 3:06 PM, CNA A reported they did recall assisting R701 when they recently fell . CNA A
reported R701 was visibly wet and needed to be changed so they initiated a transfer from the wheelchair to
the bed. CNA A stated rather than completing the transfer they attempted to pull R701's pants down in a
standing position and when they did R701 fell forward hitting the wall then falling to the floor. When asked
what their understanding was of any facility protocol for using a gait belt during transfers CNA A stated |
should have used a belt, it was my fault.

Review of R701's Physical Therapy Progress Note dated 05/16/24 indicated R701 required Minimal
assistance (up to 25% assistance) for transfers.

On 05/29/24 at 3:41 PM, the facility Director of Nursing (DON) reported the expectation is that a gait belt
would be used with any resident requiring manual transfer assistance.

(continued on next page)
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F 0689 Review of the facility policy Gait Belt Use dated 08/11/23 revealed the Policy Overview statement To provide

a safe working environment focused on resident safety, employee safety and overall injury prevention. To

Level of Harm - Minimal harm or maintain a safe working environment, gait belts shall be used when transferring/lifting and walking a resident,
potential for actual harm unless otherwise indicated.

Residents Affected - Few
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