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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
27590
Residents Affected - Few
Based on observation, interview, and record review, the facility failed to ensure 1 of 3 residents (Resident 1),
reviewed for accidents, was transferredas directed by the careplan. Resident 1 experienced harm when they
were found to have a fractured arm and clavicle the next shift after being assisted to the floor when the
wrong transfer method was used. This failure placed the residents at risk for falls and serious injury.

Findings included .

Review of the facility assessment, dated 05/02/2024, showed Resident 1 had diagnoses to include a stroke
which affected their right side, and had difficulty with speech. The resident was alert and oriented. Resident 1
required substantial/maximal assist with transfers.

The residents care plan, dated 12/09/2019 and revision date 07/05/2024, showed the resident required two
staff to stand and pivot the resident with a gait belt, and/or use a sit to stand lift (designed to assist patients
who have some mobility but need help to rise from a sitting position).

In an interview and Observation on 07/18/2024 at 10:37 AM, Resident 1 was seated in a wheelchair in their
room. The resident had a brace on their right arm. The resident was asked if they fell and they stated yes.
When asked about the incident, the resident was not able to explain what happened.

Review of the facility investigation, dated 07/03/2024, showed Staff A explained the resident asked to be
transferred from their bed to the wheelchair. Staff A placed a gait belt around the resident and started to lift
them. The resident's legs gave out and Staff A stated they assisted them to the floor. Staff A was questioned
further during the investigation and stated the resident's wheelchair brake had been on but during the
transfer, the brake extender was pushed while the resident was assisted to the floor, the wheelchair slid
back, and the resident landed on the floor. At the time of the incident, the resident had no pain or
abnormalities. Later in the day, the resident complained of pain and an x-ray showed a fractured right arm
and clavicle.

(continued on next page)
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F 0689 During an interview on 07/18/2024 at 12:45 PM, Staff B, Registered Nurse (RN), stated they had been told
by Staff A that Resident 1 was assisted to the floor during a transfer. Staff B stated they completed an

Level of Harm - Actual harm assessment on Resident 1 and they had no complaints of pain or signs of injury. On the following shift, the
resident started to complain of pain and an x-ray showed a fractured arm and clavicle. Staff B stated they

Residents Affected - Few asked Staff A if they had reviewed the resident's Kardex ( informational filing system that is used as a quick

reference for nurses and nursing assistants ) ,which showed the resident transferred with two staff, and Staff
A stated they hadn't.

During an interview on 07/18/2024 at 1:35 PM, Staff C, Director of Nursing, acknowledged Staff A had not
followed Resident 1's care plan and the resident had sustained a fractured arm and clavicle.
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