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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
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 44958
Residents Affected - Few
Based on interview and record review, the facility failed to ensure a resident who had poor safety awareness
with a history of an unwitnessed fall from a wheelchair on 1/2/2024, and who required staff supervision with
transfers from bed to a wheelchair, did not fall during unassisted and an unsupervised transfers from bed to
a wheelchair sustained an injury for one of three sampled residents (Resident 1).

The facility failed to:

1. Revise Resident 1's care plan after Resident 1's fall on 1/2/2024 and develop comprehensive
person-centered interventions to address Resident 1's poor safety awareness and Resident 1's
noncompliance when asking for assistance prior to getting out of bed.

2. Ensure staff did not leave a wheelchair within Resident 1's reach next to the resident's bed, enabling
Resident 1 not to call for assistance prior to getting out of bed and transfer unassisted to a wheelchair,
causing her falls on 1/2/2024 and 6/2/2024.

3. Ensure staff followed the facility's policy and procedure (P/P) titled Fall and Fall Risk, Managing, which
indicated that based on previous evaluations and current data, the staff will identify interventions related to
Resident 1's specific risks and causes to try to prevent Resident 1 from falling and to minimize complications
from falling.

These deficient practices resulted in Resident 1 sustaining a fracture (break in bone) of the left tibia (shin) on
6/2/2024 due to an unsupervised transfer from her bed into a wheelchair on 6/2/2024. Resident 1 was
transferred to a General Acute Care Hospital (GACH) on 6/2/2024 for evaluation and treatment of a
displaced (gap developed between break in bones) comminuted (bone broken into three of more pieces)
oblique (broken at an angle) fracture of left tibia, pain, and decreased mobility.

Findings:
During a review of Resident 1's Admission Record (Face Sheet), the Face Sheet indicated Resident 1 was
admitted to the facility on [DATE] with diagnoses including generalized muscle weakness, difficulty walking,

and schizophrenia (a serious mental illness that affects a person's thoughts, feelings, and behaviors).
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

During a review of Resident 1's Minimum Data Set ((MDS]) a standardized assessment and care screening
tool), dated 3/14/2024, the MDS indicated Resident 1's cognitive skills (thinking process) for daily
decision-making were moderately impaired and the resident was able to understand others and was
understood by others. The MDS indicated Resident 1 required partial/moderate assistance (helper does less
than half the effort, helper lifts, holds, or supports trunk or limbs) with transfers between surfaces, including
from bed to a chair and from chair to bed.

During a review of Resident 1's Fall Risk Observation/assessment dated [DATE], the Fall Risk
Observation/Assessment indicated Resident 1's fall risk score was 18. A score of 16 and above indicated a
high risk for falls.

During a review of Resident 1's Change of Condition (COC) dated 1/2/2024, the COC indicated on 1/2/2024
at approximately 10 a.m., Resident 1 was found on the floor by a Certified Nursing Assistant (CNA X).

During a review of Resident 1's Care Plan, dated 1/2/2024, the Care Plan indicated Resident 1 had an
unwitnessed fall (1/2/2024) and was at risk for falls. The Care Plan's goals indicated, to the extent possible,
minimize the risk for additional falls and Resident 1 would be compliant with fall interventions to reduce the
risk of additional falls.

During a review of Resident 1's Fall Risk Observation/Assessment, dated 3/14/2024, the Fall Risk
Observation/Assessment indicated Resident 1's fall risk score was 22, indicating a high risk for falls.

During a review of Resident 1's Physical Therapy ([PT] treatment used to restore functional movement, such
as standing, walking) Discharge Summary, dated 3/8/2024, the PT Discharge Summary indicated Resident
1's functional status for transfers and for gait (the way a person walks) on level surfaces was contact guard
assist (care giver places one or two hands on resident's body to help with balance).

During a review of Resident 1's COC note, dated 6/2/2024, the COC note indicated on 6/2/2024 at
approximately 4:45 a.m., Resident 1 was found on the floor in her room next to her wheelchair by CNA 1.
The COC note indicated Resident 1 complained of pain to her left lower leg rated 10 out of 10 on a pain
scale from zero to 10 (0=no pain, 1-3=mild pain, 4-6=moderate pain, and 7-10=severe pain, and 10=worst
imaginable pain).

During a review of Resident 1's Nurse's Notes, dated 6/2/2024, the Nurse's Notes indicated at 4:45 a.m., a
noise was noted coming from Resident 1's room. Resident 1 was found on the floor in her room close to her
wheelchair. The Nurse's Notes indicated at 5:30 a.m., 911 was called due to Resident 1's uncontrolled pain
to her left lower leg, Resident 1 was transferred to a GACH for further evaluation.
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During a review of the facility's Unusual Incident/Injury report, dated 6/3/2024, the Unusual Incident/Injury
report indicated on 6/2/2024 Resident 1 was found lying on the floor on her left side. The Unusual
Incident/Injury report indicated Resident 1 reported she was sitting in her wheelchair and was trying to shift
her weight because she was not sitting in her wheelchair properly. Resident 1 reported she tried to get up
from her wheelchair, but her legs got stuck/twisted and she fell . The Unusual Incident/Injury report indicated
Resident 1 was transferred to a GACH (6/2/2024) for further evaluation and on 6/3/2024, the GACH reported
Resident 1 sustained a fracture of the left tibia.

During a review of Resident 1's Face Sheet, from the GACH, the Face Sheet indicated Resident 1 was
admitted to the GACH on 6/2/2024.

During a review of Resident 1's History and Physical (H/P), from the GACH, dated 6/2/2024, the H/P
indicated Resident 1's Xray result showed Resident 1 sustained a left tibial fracture and she was placed in a
long leg splint (an external device used to immobilize an injury or body part).

During a review of Resident 1's Imaging report (Xray), from the GACH, dated 6/5/2024, the Xray report
indicated Resident 1 sustained a displaced comminuted oblique fracture of the mid to distal third of the left
tibia.

During an interview on 6/5/2024 at 10:30 p.m., Resident 1 stated a few days ago (6/2/2024), she got out of
bed and transferred to her wheelchair. Resident 1 stated she was not steady in her wheelchair and fell from
it. Resident 1 stated she was able to get into her wheelchair because her bed was high enough and her
wheelchair was at her bedside. Resident 1 stated she does not usually ask for assistance to get out of bed to
her wheelchair because she was able to transfer independently, and the nursing staff leaves her wheelchair
next to her bedside so she can reach it easily. Resident 1 stated she felt frustrated and uncomfortable
because she was in pain and could not get out of bed because of her broken leg.

During an interview on 6/6/2024 at 3 p.m., Licensed Vocational Nurse 1 (LVN 1) stated Resident 1 was a
high fall risk and should be supervised during transfers from her bed to her wheelchair, but she was
noncompliant and did not ask for assistance when transferring. LVN 1 stated, nursing staff often places
Resident 1's wheelchair next to her bed within the resident's reach. LVN 1 stated, Resident 1 had poor safety
awareness and judgement and placing her wheelchair within reach of her could increase the likelihood that
Resident 1 would not call for assistance prior to getting out of bed, causing an increased risk of falls.

During an interview on 6/6/2024 at 3:15 p.m., the Director of Rehabilitation (DOR) stated Resident 1 required
supervision when transferring out of bed into a chair or wheelchair and back into bed. The DOR stated
Resident 1 was a high fall risk and could be unsteady when transferring or ambulating without supervision
The DOR stated, the IDT had not revised Resident 1's comprehensive care plans after her fall on 1/2/2024
and prior to her fall on 6/2/2024 to address Resident 1's noncompliance when asking for assistance prior to
getting out of bed. The DOR stated, the IDT should have discussed specific interventions to promote safety
and prevent future falls. The DOR stated she was not aware the nursing staff was placing Resident 1's
wheelchair at her bedside unattended and because Resident 1 had poor judgment and safety awareness,
the wheelchair could be considered an environmental hazard and increase Resident 1's risk of falls.
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F 0689 During an interview on 6/6/2024 at 4 p.m., the Director of Nursing (DON) stated nursing staff should have
ensured Resident 1's care plan interventions (resident needs were anticipated, and the resident was

Level of Harm - Actual harm supervised during transfers) were implemented and revised as needed to ensure proper care and services
were provided to prevent Resident 1 from falling. The DON stated he was not aware Resident 1's wheelchair

Residents Affected - Few was left unattended at the resident's bedside. The DON stated placing the wheelchair next to Resident 1's

bed enabled the resident to transfer into the wheelchair unsupervised. The DON stated it was important for
staff to supervise Resident 1 during transfers to ensure her safety.

During a review of the facility's P/P titled Fall and Fall Risk, Managing, revised 1/2001, the P/P indicated
based on previous evaluations and current data, 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. The P/P indicated the staff with the input of the attending physician will implement resident centered
fall prevention plan to reduce the specific risk factor(s) of falls for each resident at risk or with a history of
falls. The P/P indicated if the resident continues to fall, staff will re-evaluate the situation and whether it is
appropriate to continue or change current interventions.

During a review of the facility's P/P titled Safety and Supervision of Residents, revised 7/2017, the P/P
indicated our facility strives to make the environment as free from accident hazards as possible. Resident
safety and supervision and assistance to prevent accidents are facility-wide priorities. The P/P indicated an
individualized, resident centered approach to safety, the care team shall target interventions to reduce
individual risks related to hazards in the environment, including adequate supervision and assistive devices.
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