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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 36087

Residents Affected - Few Based on observation, interview, and record review, the facility failed to provide appropriate safety
measures and adequate supervision to prevent one of three residents (Resident 1) from rolling out of bed

Note: The nursing home is and falling on the floor during after-shower care.

disputing this citation.
The failure to provide sufficient staff or adequate measures to prevent a dependent resident from rolling off
the bed during Activities of Daily Living (ADL, the basic self-care tasks an individual does on a day-to-day
basis) care/after-shower care, resulted in Resident 1 being transported to the emergency department for
evaluation after the fall, caused a seven centimeter (cm) laceration to the right forehead, a brief loss of
consciousness, and a contusion (a bruise or skin discoloration due to injury to soft tissue) of right ankle.

Findings:

A review of Resident 1's Admission Record, printed 12/19/24, indicated Resident 1 was admitted to the
facility in 2019 with diagnoses of morbid obesity (having too much body fat), cerebrovascular accident (CVA,
a stroke or loss of blood flow to the brain), and Schizophrenia (a serious mental condition that affects how
people think, feel, and behave).

A review of Resident 1's Minimum Data Set (MDS, resident assessment tool used to provide care), dated
9/24/24, indicated Resident 1 had clear speech, was understood, and was able to understand others. The
MDS indicated Resident 1 was dependent (helper does all the effort. Resident does none of the effort to
complete the activity. Or the assistance of two or more helpers is required for the resident to complete the
activity) on most ADLs including toileting hygiene, shower/bathe self and lower body dressing. The MDS also
indicated resident required substantial/maximal assistance (the helper does more than half the effort of lifting
or holding trunk or limbs) when rolling from lying on back to left and right side and return to lying on back on
the bed. The MDS further indicated Resident 1 was incontinent (no voluntary control of urine or feces) on
both bladder (urination) and bowel (defecation).

A review of Resident 1's Care Plan titled, ADL Self-care Deficit related to (r/t) CVA and Physical Limitations,
revision date 7/6/20, indicated a goal, Will receive assistance necessary to meet ADL needs, and
interventions/tasks that included, ADL Assist: Transfer with mechanical lift with double extra-large (XXL) size
sling .Encourage and or assist to reposition frequently .
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F 0689 A review of Resident 1's clinical record titled, Situation, Background, Appearance, Review and Notify (SBAR)
Communication Form, dated 11/12/24, indicated resident had a fall, obtained a laceration with bleeding to

Level of Harm - Minimal harm or the forehead, with increased confusion or disorientation, and a Physician Order (PO) to send resident to the

potential for actual harm emergency room (ER) for evaluation and testing.

Residents Affected - Few During an interview on 12/19/24, at 1:02 p.m., with Resident 1, inside her room, Resident 1 stated three staff
members, a male Restorative Nursing Assistant 1 (RNA 1), a male Certified Nursing Assistant 2 (CNA 2) and

Note: The nursing home is a female CNA 1 (CNA 1) were present in the room and assisted the resident with after-shower care.

disputing this citation. Resident 1 stated during the resident's final turn to complete the incontinent brief application, while RNA 1

and CNA 2 were standing next to resident's left side and CNA 1 to resident's right side (to secure the tape to
resident's brief), as resident was turned by the two male staff from her left to the right side, Resident 1
claimed CNA 1 pushed her real hard toward the right side of the bed, which made resident slip from the bed
and fall, hit her right forehead on something, and landed face down onto the floor. Resident 1 stated there
was blood all over the floor and people came running when resident somewhat lost her consciousness.
Resident 1 stated she was taken to the hospital where they took X-rays (X-radiation, a quick, painless test to
create images of the inside of the body) to several parts of her whole body. At this time during the interview,
Resident 1 started crying as she continued with her recollection of the incident. Resident 1 stated she feared
she was going to go to surgery.

During an interview on 12/19/24, at 1:10 p.m., with RNA 1, RNA 1 stated Resident 1 was a three to four (3-4)
person assist with transfers using the Hoyer Lift (an electric lift designed to transfer patients between two
surfaces), turning, and repositioning. RNA 1 stated during Resident 1's after-shower care that day, only three
staff members, RNA 1 (male), CNA 2 (male), and CNA 3 (female) were available to assist the resident.

During an interview on 12/19/24, at 2:16 p.m., with the Director of Staff Development (DSD), DSD stated
CNA 1 was from registry (an agency that provided certified nursing assistant services to facilities as needed)
and the CNA's first time being assigned to take care of Resident 1 on the day the fall incident happened.
DSD stated the facility's licensed nurses and seasoned CNAs provided quick orientation to registry staff
during the times registry services were called to report for work at the facility.

During a telephone interview on 12/23/24, at 12:45 p.m., with CNA 1, CNA 1 stated during Resident 1's final
turn to complete the after-shower care/incontinent brief application, CNA 1 stood next to resident's right
lower side of the bed to secure and stick the tape to the incontinent brief. CNA 1 stated as RNA 1 and CNA 2
turned and pushed resident to the right side towards CNA 1, the locked bed jerked and moved a bit due to
resident's dead, heavy weight, and Resident 1 fell on to the floor and hit her head on something, towards the
wall where there was a bedside table in the corner, about two feet away from the bed, and started bleeding
from the forehead.
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F 0689 During a telephone interview on 12/23/24, at 12:45 p.m., with CNA 2, CNA 2 stated both RNA 1 and CNA 2

knew Resident 1 so well that staff had to follow resident's preferences/directions regarding provisions of the
Level of Harm - Minimal harm or resident care. CNA 2 stated Resident 1 required 3-4 person assist, with usually four people to help when a
potential for actual harm fourth person was available. CNA 2 stated on the day of the incident, RNA 1 and CNA 2 assisted CNA 1 with

Resident 1's after-shower care. CNA 2 further stated CNA 1 stood at the right side of the resident, next to the
Residents Affected - Few mid-lower part of the bed and it was unfortunate that CNA 1 was unable to control the force of gravity and

weight of the resident during the turn, enough to cause Resident 1 to fall off the bed, upper body first, onto
Note: The nursing home is the floor. CNA 2 stated Resident 1 had severe bleeding to the forehead and was sent to the emergency room
disputing this citation. for evaluation.

A review of Resident 1's clinical record titled, Emergency Department (ED) Provider Notes, dated 11/12/24,
indicated resident obtained ED procedures and critical care that included plastic surgery consultation, large
right forehead laceration (seven cm long) repair, minor head injury, and trauma (tenderness and swelling
likely component of sprain and contusion) to the right ankle on the resident's old site of chronic deformity.

A review of the facility's policy and procedure (P&P) titled, Falls and Fall Risk, Managing, revision date March
2018, indicated, .The staff will identify interventions related to the resident's specific risks and causes to try to
prevent the resident from falling and to try to minimize complications from falling .A fall is defined as:
Unintentionally coming to rest on the ground, floor, or other lower level, but not as a result of an
overwhelming external force .An episode where a resident lost his or her balance and would have fallen, if
not for another person or if he or she had not caught him/herself, is considered, a fall. A fall without injury is
still a fall. Unless there is evidence suggesting otherwise, when a resident is found on the floor, a fall is
considered to have occurred .
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