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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** 38534

Residents Affected - Few Based on interview and record review, the facility failed to ensure one of three sample selected residents

(Resident 1) stays free from accidents, when Resident 1 fell from the bed while Certified Nurse Assistance
(CNA) 1 provided Activities of Daily Living (ADL, those activities needed for self-care and mobility and
include activities such as bathing, dressing, grooming, oral care, ambulation, toileting, eating, transferring,
and communicating).

This failure in practice resulted in Resident 1 sustaining a skin laceration and transported to the emergency
department.

Findings:

During a review of Resident 1's Face Sheet, undated, the Face Sheet indicated Patient 1 was admitted to the
facility in 2019 with multiple diagnoses including stroke (a loss of blood flow to part of the brain, which
damages brain tissue) and paralytic syndrome (a medical condition characterized by neuromuscular
weakness that can progress to paralysis in severe cases) due to stroke.

During a review of Resident 1's Minimum Data Set (MDS, a resident assessment instrument used to identify
resident care problems to be addressed in an individualized care plan) Section G, dated in 2023, the MDS
indicated Resident 1 had total dependence on staff for bed mobility (moving from side to side or changing
position in bed) with a two person physical assist.

During a review of Interdisciplinary Fall, dated 6/4/24, the document indicated .as per CNA resident was
given ADL care at the time and resident slipped next to resident's right side of the head .

During a review of Resident 1's Body Check, dated 6/5/24, (after Resident 1 was back from hospital), the
Body Check indicated Forehead laceration S/P (Status Post) fall.

During an interview on 6/17/24 at 4:30 p.m. with CNA 1, CNA 1 stated she was giving Resident 1 ADL care
when Resident 1 fell from the bed. CAN 1 stated she had provided ADLs for Resident 1 for many years and
none of the nurses told her that two people were needed for Resident 1's ADL. CNA stated usually nurses
inform the CNAs about any residents who needed two CNAs to provide ADL, CNA 1 also stated the last few
years she was always giving ADL to Resident 1 by herself and never two CNAs involved in Resident 1's care
at the same time.
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F 0689 During an interview on 6/18/24 at 1:45 p.m. with the Director of Nursing Assistant ((NAME]), [NAME] stated
Resident 1 always had one CNA for providing ADLs because Resident 1 was immobile.

Level of Harm - Minimal harm or
potential for actual harm During an interview on 6/18/24 at 1:45 with [NAME], [NAME] stated that the facility does not have any policy
and procedure for accidents.

Residents Affected - Few
During a review of the facility's policy and procedure Resident Rights, revised December 2021, the policy
indicated, .resident right to be free from abuse, neglect, misappropriation of property .
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