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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
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F 0689 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
record review, observations, and staff interviews, the facility failed to provide care in a safe manner when a

Level of Harm - Actual harm resident fell out of bed during incontinence care for 1 of 3 residents reviewed for accidents (Resident #2).
Resident #2 was prescribed a daily low-dose aspirin for stroke prevention. Nursing Assistant (NA) #1 rolled

Residents Affected - Few Resident #2 away from her during incontinence care, and Resident #2 fell out of bed sustaining a laceration

to her forehead, which necessitated 8 sutures to close. The findings included: Resident #2 was admitted to
the facility 2/21/2019 with diagnoses including epilepsy, stroke, and hypertension.Review of the medical
record revealed a physician order dated 12/3/24 for aspirin 81 milligrams administered daily. The quarterly
Minimum Data Set (MDS) assessment dated [DATE] assessed Resident #2 to be severely cognitively
impaired. The MDS documented limited range of motion on one side of her upper body and for both legs.
The MDS documented Resident #2 required substantial assistance with bed mobility and was dependent on
staff for transfers. A nursing note dated 8/1/25 at 6:40 AM written by Nurse #1 documented NA #1 called
Nurse #1 to Resident #2's room, and she found Resident #2 on the floor beside the bed face down in a
puddle of blood. Nurse #2 documented she performed an assessment on Resident #2 prior to assisting her
back into bed with a mechanical lift. Nurse #1 documented Resident #2 had a laceration to the right
forehead, approximately 4 inches long, as well as an abrasion to the left knee. The physician and resident
representative were notified, and orders were received to send Resident #2 to the hospital. A phone
interview was conducted with NA #1 on 8/20/25 at 8:58 AM. NA #1 described Resident #2 had no movement
on the right side of her body and her right arm and leg were contracted due to a stroke and Resident #2 had
no control of that side of her body. NA #1 explained she was providing incontinence care to Resident #2 on
8/1/25 at about 6:30 AM. NA #1 described that she was standing on the side of the bed near the door with
Resident #2 turned towards her. NA #1 explained she walked around the bed to the other side near the
window, and she rolled Resident #2 away from her (towards the door). NA #1 explained she was attempting
to change the fitted sheet under Resident #2 and when she pushed the fitted sheet under Resident #2, the
resident rolled off the bed and fell on the floor. NA #1 explained she went to get Nurse #1 to come assist. NA
#1 reported she was aware that she should not have pushed Resident #2 away from her during care,
because there was a risk she could roll off the bed. When asked why she left Resident #2 alone to get the
nurse, NA #1 reported that there was no one else on the hall and she needed to get the nurse as quickly as
possible because Resident #2 was bleeding. Nurse #1 was interviewed by phone on 8/20/25 at 9:38 AM.
Nurse #1 reported she was in the medication room counting narcotics at the change of shift on 8/1/25 at
about 6:30 AM, when NA #1 came to her and said, Can you come help me? Nurse #1 reported she followed
NA #1 to Resident #2's room and found Resident #2 face down on the floor in a puddle of blood. Nurse #1
reported she assessed Resident #2 and cleaned the laceration to her forehead. Nurse #1 reported she
asked NA #1 what happened, and NA #1 told her she rolled Resident #2 away from her and Resident #2
rolled off the bed. Nurse #1 reported she contacted the physician and received orders to send Resident #2 to
the hospital emergency room for evaluation, because the laceration was more than the facility could treat.
Hospital records dated 8/1/25 for Resident #2 were reviewed. Resident #2 arrived at the emergency room
with a laceration to her right forehead, as well as an abrasion to her left knee. A computed tomography (CT)
scan of the neck did not show fracture. A CT scan of the head did not show any abnormalities. The
6-centimeter laceration to the right forehead was closed with 8 sutures. Resident #2 was admitted to the
hospital for elevated lab results and tachycardia (a fast heart rate). Resident #2 returned to the facility on
8/4/25 with orders to remove the sutures to the right forehead laceration on 8/11/25. The Director of Nursing
(DON) was interviewed on 8/20/25 at 3:47 PM. The DON reported NA #1 was changing Resident #2 and she
rolled over the side of the bed. The DON reported she was not aware NA #1 pushed Resident #2 away from
her during care, causing her to roll off the bed. The DON reported she expected residents to be turned
correctly in bed during care to prevent them from falling out of bed. The facility submitted the following
corrective action plan. Address how corrective action will be accomplished for those residents found to have
been affected by the deficient practice:On 8/1/2025, NA #4 was providing incontinence care to Resident #2.
The fitted sheet on Resident #2's bed needed changed and NA #4 rolled Resident #2 away from her in order

to tuck the fitted sheet onto the mattress. Resident #2 rolled from the bed and NA #4 was unable to stop
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