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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** Based on
interview and record review, the facility failed to ensure that one of three sampled Residents
Residents Affected - Few (Resident 1), Resident 1 who was assessed as high risk for falls, received adequate supervision and

fall"prevention interventions to prevent repeated falls on 5/31/2026 and 6/1/2026 by failing to: 1.
Reevaluate the resident's fall risk or determine whether current fall"prevention interventions required
modification following the fall on 5/31/2026 at approximately 11 PM. 2. Update the resident's care
plan or implement additional interventions prior to the second fall occurring on 6/1/2026 at
approximately 3 -4 AM. As a result, Resident 1 experienced a second fall and sustained injuries to the
right eye and right knee requiring hospital evaluation.During a record review of Resident 1's admission
Record, the admission Record indicated Resident 1 was initially admitted to the facility on [DATE]
with diagnoses of dementia (progressive impaired ability to think, remember or make decisions that
interferes with doing everyday activities), repeated falls, and need for assistance with personal
care.During a record review of Resident 1's Fall Risk Evaluation dated 3/24/2026, indicated Resident
1 was high risk for falls due to intermittent confusion, history of 1-2 falls in the past three months,
poor vision, balance problems, decreased in muscular coordination, taking 1-2 medications in the last
seven days that affect coordination, and present predisposing diseases. During a record review of
Resident 1's Care Plan (CP) for Risk for falls, dated 4/13/2026, indicated Resident 1 was at risk for
falls related to cognitive impairment, history of falls, and poor safety awareness. The goals of CP
included that Resident 1 would demonstrate selective prevention measures, would not sustain a fall,
and caregivers would implement strategies to increase safety and prevent falls, and Staff would
promptly assess the need of the resident to avoid getting up unassisted. During a record review of
Resident 1's Minimum Data Set (MDS- resident assessment tool) dated 4/13/2026, the MDS indicated
Resident 1 had impaired cognition (ability to think, remember and reason for daily decision making).
Resident 1 required maximal assistance (Helper does more than half the effort. Helper lifts or holds
trunk or limbs and provides more than half the effort) with sitting up, lying to sitting on side of bed,
chair/bed to chair transfer, repositioning, oral hygiene, toileting, shower bathe, upper and lower body
dressing, putting on/taking off footwear, and personal hygiene. Resident 1 was dependent (Helper
does all the effort. Resident 1 does none of the effort to complete the activity. Or the assistance of 2
or more helpers is required for the resident to complete the activity) on staff to wheel herself 150 feet
once seated in a wheelchair. Resident 1 required supervision (Helper provides verbal cues and/or
touching/steadying and/or contact guard assistance as resident completes activity. Assistance may
be provided throughout the activity or intermittently) from staff to eat. During a record review of
Resident 1's Communication Form, dated 5/31/2026, the Communication Form indicated Resident 1
had a witnessed fall on 5/31/2026 at around 11 PM due to Resident 1 observed to be getting out of
her wheelchair multiple times at the nurse's station, and during shift change Resident 1 stood up from
her wheelchair and fell and hit her head on a cart at the nurses station. Resident 1 was transferred to
the hospital after the accident of the fall. Resident 1 was brought back to the facility on 6/1/2026 at 3
AM. Resident 1 was administered Ativan (Medication used to treat anxiety, insomnia, or sleep
(continued on next page)
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F 0689 difficulty due to anxiety and stress) at 3:10 AM to calm her down since she was agitated, hitting staff,
and yelling. Resident 1 was again placed in front of the nurse's station on her wheelchair despite still
Level of Harm - Minimal harm noted to be restless. Resident 1 was observed by staff stand up from her wheelchair and fall on the
or potential for actual harm floor right side laying causing a skin tear to her right lower eyebrow, mild bleeding, and right knee
skin abrasion with mild bleeding. Resident 1 was sent back to the hospital for further evaluation.
Residents Affected - Few During a record review of Resident 1's Care Plan (CP), after the initial fall on 5/31/2026, the CP

revealed no evidence that the facility implemented new interventions, increased supervision, or
reassessed the resident's fall risk upon return from the hospital despite the recent fall event.
Following readmission from the hospital on 6/1/2026 after the second fall, Resident 1's CP revealed
no evidence the facility implemented new interventions, increased supervision, or reassessed the
resident's fall risk upon return from the hospital despite the recent fall event. During a record review
of Resident 1's Post Fall Packet, dated 6/1/2026, the Post Fall Packet indicated Resident 1 is at high
risk for falls, risk for injury, pain, reoccurrence of fall, and contributing factors included escalating
behavior, impaired mobility, decreased safety awareness, and history of recent fall. Resident 1's
updated goals included that Resident 1 would demonstrate improved safety awareness during
transfers and ambulation to minimize risk of recurrent falls and fall-related injuries. Interventions to
update the Care Plan included: assess resident for pain immediately after fall using appropriate pain
scale, perform neuro checks and physical assessment, assess for bruising, review fall circumstances,
physician to review medications that may increase fall risk and refer to PT/OT evaluation for
strengthening, [NAME] training, and transfer safety. During a record review of Resident 1's Progress
Notes dated 6/1/2026, The Progress Notes indicated Resident 1 had been witnessed by staff
attempting to get up from her wheelchair unassisted when she was observed falling out of the
wheelchair and sustaining an injury to her right eye eyebrow. During an interview on 6/8/2026 at
12:15 PM with Licensed Vocational Nurse 1 (LVN1), LVN1 stated Resident 1 was high risk for falls
due to her being very unsteady and required closer supervision, including consideration for a sitter,
especially after the first fall. LVN 1 stated Resident 1 experienced a witnessed fall from the
wheelchair at approximately 11:53 PM and was transferred to the hospital for evaluation. Resident 1
returned to the facility at approximately 3 AM on 6/1/2026. LVN1 stated she was unsure if any new
interventions were in place to prevent the second fall from recurring. LVN 1 stated, at approximately 4
AM, Resident 1 experienced a second fall from the wheelchair and sustained a right eye laceration
requiring transfer to the hospital for further evaluation and treatment. LVN 1 stated the second fall
could have been prevented by ensuring that a staff member was always next to her and ensure she
was asleep in her bed. During an interview on 6/8/2026 at 12:21 PM with Certified Nursing Assistant
1 (CNAL1), CNAL1 stated he had come on his shift on the night of 5/31/2026 and noticed Resident 1
being transferred to the hospital due to a fall at approximately 11 PM. CNAL1 reported that Resident 1
returned to the facility on the night of 6/1/2026 at around 3 AM. Resident 1 appeared extremely
agitated, screaming and hitting him as well as another staff member. CNA1 stated that he placed
Resident 1 in a wheelchair at her request. However, Resident 1 attempted to stand up from the chair
and fell, even though she was positioned in front of the nurses' station; staff members were unable to
prevent the fall. CNA1 stated given Resident 1's high level of agitation that night, it would have been
better if she had a sitter monitoring her. CNAL1 stated he had just finished placing Resident 1 on a
wheelchair in front of the nurse's station, when he walked away. He was still in front of the nurses'
station but not in close proximity to help Resident 1 if she tried to get up, when he suddenly saw
Resident 1 try to get up unassisted from her wheelchair and witnessed her falling in front of the
nurse's station a second time. During an interview on 6/8/2026 at 12:25 PM with the Director of
Nursing (DON), the DON acknowledged by stating Resident 1 fell twice in a five-hour period due to
Resident 1 moving suddenly and staff responded after the alarm sounded but did not catch her in time
to prevent the second fall. The DON stated upon return from the hospital after the first fall, Resident 1
was found to have a urinary tract infection (UTI- infection that happens when bacteria enter the
(continued on next page)
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F 0689

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

urethra and infect the urinary tract) that was contributing to her confusion as seen by her yelling and
hitting the staff. The DON identified Resident 1's self-transfer behavior as the primary contributing
factor to the repeated fall. During a concurrent interview with the DON and a review of Resident 1's
fall care plan dated 4/13/2026 on 6/8/2026 at 12:25 PM, the DON stated that the facility was still in
the process of revising the fall care plan following the fall on 5/31/2026, at approximately 11 PM, as
well as the subsequent fall on 6/1/2026, at 3 AM. The DON did not articulate and identify whether the
facility assessed the need for increased supervision, including the possible implementation of a
oneto one sitter or other enhanced monitoring interventions, after either the initial or subsequent
fall. During a record review of Resident 1's Radiology Report from the hospital dated 6/1/2026, the
Report indicated Resident 1 had no evidence of fracture or dislocation to Resident 1' head and right
knee and was in stable condition. During a review of the facility policy and procedures (P&P) titled
Falls, Fall Risk Managing dated 1/15/2026, indicated the staff will monitor resident's response to
interventions intended to reduce falling. If underlaying causes cannot be readily identified, staff will
try various interventions based on assessment of the nature of falling, until the reason for the
continuation of the falling is identified as unavoidable. If resident continues to fall, staff will
re-evaluate the situation and whether it is appropriate to continue or change current interventions. If
the resident continues to fall, staff will re-evaluate the situation and whether it is appropriate to
continue or change current interventions. As needed, the attending physician will help the staff
reconsider possible causes that may not previously have been identified. In conjunction with the
consultant pharmacist and nursing staff, the attending physician will identify and adjust medications
that may be associated with an increased risk of falling, or indicate why those medications could not
be tapered or stopped, even for a trial period.
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