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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 Licensure Reference Number 175 NAC 12-006.09(1)Based on record review and interview; the facility staff
failed to implement assessed interventions to prevent falls for 1 (Resident 4) of 3 sampled residents. The

Residents Affected - Few facility staff identified a census of 66. Findings are:Record review of Resident 4's Face Sheet dated

9/15/2025 revealed Resident 4 had the diagnoses of Parkinson's disease, Spinal stenosis (narrowing of the
spaces between spinal bones) of the Lumbar area, Radiculopathy ( a pinched or pressed nerve) in the spine
of the lumbar area, hypertension, muscle weakness and Depression.Record review of Resident 4's Minimum
Data Set (MDS, a federally mandated assessment tool used for care planning) dated 7/24/2025 revealed the
facility staff assessed the following about the resident:-Brief Interview of Mental Status (BIMS, method to
evaluate cognitive status) was a 10. According to the MDS Manual, a score of 8 to 12 indicates moderately
impaired cognition.-Required partial to moderate assistance with eating, oral hygiene, upper body dressing,
personal hygiene, sitting to standing position, and toilet transfers. -Used chair and bed alarms daily.Record
review of Resident 4's Comprehensive Care Plan (CCP) dated 7/10-2024 revealed Resident 4 was at risk for
falls. The goal identified on Resident 4's CCP was Resident 4 would be free of falls through the next review
date. Interventions listed were to assess for pain, encourage Resident 4 to reside in the lounge area, attend
activities and encourage socialization, Keep snacks at bed time and to use a pd (movement of pressure
detection) alarm in Resident 4's wheelchair or bed due to Resident 4's non-compliance with calling for
assistance.Record review of a Incident & Investigation sheet dated 9/10-2025 revealed Resident 4 was
found on the floor. Further review of the Incident & Investigation sheet dated 9/10-2025 revealed the call light
within reach was identified as the intervention in place at the time of Resident 4 being found on the floor. The
wheelchair, bed/chair alarm was not identified as being in use at the time of Resident 4 being found on the
floor. According to the Incident & investigation sheet dated 9-10-2025 the post fall follow up intervention was
the use of the sit stand alarm to the bed would be implemented. On 9-25-2025 at 12:34 PM an interview was
conducted with Registered Nurse (RN) A. During the interview RN A reported Resident 4 did have falls and
that a alarm pad was in use for the resident. RN A reported when Resident 4 was found on the floor on
9-10-2025 an alarm should have been in place. On 9-25-2025 at 2:45 PM an interview was conducted with
the Director of Nursing. During the interview the DON reported Resident 4 did have falls and the pd alarm
should have been in place according to resident 4's care plan.
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