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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** Based on

Residents Affected - Few interview and record review, the facility failed to prevent a fall and injury for one of three residents
(Resident 1) who had severely impaired cognition (resident had lost the ability to think, learn,

Note: The nursing home is remember, or make decisions to the point that resident cannot live independently and require full-time

disputing this citation. supervision or help with daily tasks like eating and dressing). The facility failed to ensure two or more

nursing staff assisted Resident 1 when Certified Nursing Assistant (CNA) 1 repositioned (turned or
moved a resident to a new position in bed) Resident 1 while providing bed bath (a care method used to
clean a person who is unable to leave the bed), with no assistance from another staff, on 6/27/2026
at around 9:35 a.m. As a result, on 6/27/2026 around 9:35 a.m., Resident 1 rolled off the bed on the
floor, face down, and sustained an abrasion (a superficial skin injury caused by the skin rubbing or
scraping against a rough surface) with bleeding on the back of the head, a bump on the right eye, and
laceration (a rough, jagged tear or cut in the skin and underlying soft tissue) on the left big toe.
Resident 1 was transferred to General Acute Care Hospital (GACH) 1 on 6/27/2026 at 10:20 a.m.
where Resident 1 was diagnosed with right supraorbital soft tissue hematoma (a collection of blood
pools in the soft tissue just above the right eye, typically along the eyebrow arch [curved part of the
eyebrow] or lower forehead) measuring 2.1 centimeters (cm - a unit of measurement) in length x (by)
2.7 cm in width x 4 cm in depth and Resident 1's lacerations were repaired with nine staples (sterile
metal clips doctors used to quickly hold the cut edges of skin together so the wound can heal). During
a review of Resident 1's undated admission Record, the admission Record indicated the facility
admitted Resident 1 on 1/26/2021 and readmitted on [DATE] with diagnoses including type 2
diabetes mellitus (the body's inability to process sugar), atelectasis (the complete or partial collapse
of a lung [an organ responsible for breathing]), chronic myeloproliferative disease (a group of rare
blood cancers [occurs when abnormal cells grow uncontrollably and spread to other parts of the
body] where the bone marrow [the soft, spongy tissue found inside the center of large bones]
produces too many red blood cells [a type of blood cell in the body]), hemiplegia (a form of paralysis
[the loss of voluntary muscle function in one or more parts of the body] that affects one side of the
body) and hemiparesis (weakness or partial paralysis) following cerebral infarction (when blood flow
to an area of the brain is blocked), and muscle weakness. During a review of Resident 1's Minimum
Data Set"(MDS - a resident assessment tool),"dated 6/25/2026, the MDS indicated"Resident 1 had
severe impaired cognitive skills (a profound and persistent decline in memory, reasoning, language,
and judgment that makes it impossible for a person to manage daily life without substantial help) for
daily decision making and was dependent (helper does all of the effort and resident does none of the
efforts to complete the activity or the assistance of two or more helpers is required for the resident to
complete the activity) with staff with oral hygiene, toileting hygiene, shower and bathing, upper and
(continued on next page)
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F 0689 lower body dressing, and personal hygiene. The MDS indicated Resident 1 was dependent on staff
with rolling left to right (the ability to roll from lying on back to left and right side, and return lying on
Level of Harm - Actual harm back on the bed).During a review of Resident 1's Care Plan (CP - a comprehensive health document
that outlines resident's specific medical needs, treatments, and goals) Report titled, The resident
Residents Affected - Few (Resident 1) has an ADL (Activities of Daily Living - activities such as bathing, dressing and toileting
a person performs daily) self-care performance deficit related to confusion, hemiplegia, impaired
Note: The nursing home is balance (a loss of control over your body's stability), limited mobility (movement), . cognitive deficit
disputing this citation. (trouble with mental skills like memory, attention, and problem-solving), initiated on 2/10/2021 and

revised on 4/2/2025, indicated Resident 1 was At risk for falls/injuries, skin breakdown (damage or
injury to the skin and tissue underneath). The CP Interventions indicated that for shower/bathe
Resident 1 required dependent assistance with staff and for bed mobility Resident 1 required
dependent assistance with staff to turn and reposition in bed (roll left and right). During a review of
Resident 1's Interdisciplinary Team (IDT - a coordinated group of health professionals who work
together to plan, deliver, and evaluate resident care) Note, dated 6/17/2026 at 11:10 a.m., the IDT
Note indicated . the resident demonstrates generalized muscle weakness and decreased endurance,
which increases the likelihood of instability and falls during movement or repositioning. The IDT Note
indicated Resident 1 was prescribed with Eliquis (an anticoagulant medicine [blood thinner] that
prevents harmful blood clots from forming or growing and Apixaban is the generic name), which
places the resident at increased risk for bleeding complications in the event of a fall. The IDT Note
indicated Resident 1 demonstrates limited tolerance to activity and positional transitions (movement
from one physical place, posture, or structural location to another) due to muscle weakness,
deconditioning (the loss of physical fitness, muscle strength, and body function), and overall frailty (a
medical state of increased vulnerability and reduced physical reserve that makes it hard for the body
to recover from minor illnesses, injuries, or everyday stress). The IDT Note indicated Resident 1's Fall
prevention measures will remain in place, including . gradual repositioning techniques. During a review
of Resident 1's Change in Condition (CIC - when there is a sudden change in a resident's condition
that requires assessment, often prompting a revision of the care plan) Evaluation, dated 6/27/2026 at
10 a.m., the CIC indicated on 6/27/2026 at 9:56 a.m., Resident 1 was observed on the floor lying on
her right side. Registered Nurse (RN - licensed nurse, not specified) Supervisor 1 assessed Resident 1
and was noted with open skin on the back of the head with bleeding and right eye bump. The CIC
indicated the facility (did not specify the staff) applied ice to head and right side of the face and

gently placed a pillow behind Resident 1's back and under the legs for resident comfort. The CIC
indicated the facility called 911 (a universal emergency number) and sent Resident 1 to GACH 1 for
further evaluation on 6/27/2026 at around 10:20 a.m. During a review of Resident 1's GACH 1 History
and Physical (H&P) Note, dated 6/27/2026, the H&P Note indicated Resident 1 had a fall from bed and
the head strike (a clinical protocol used by emergency and trauma centers for patients who hit their
head) performed indicated Resident 1 was with frontal (front part) and occipital (back part)

lacerations (tears or rips on or inside the body). The H&P Note indicated Resident 1's lacerations were
repaired with nine staples. During a review of Resident 1's GACH 1's Computed Tomography Scan (CT
scan - a scan imaging test that helps healthcare providers detect disease and injuries) of

maxillofacial (refers to the area of face and jaw) without contrast (a specialized substance given to a
patient to highlight the details), dated 6/27/2026, the CT scan indicated Resident 1 had right
supraorbital soft tissue hematoma measuring 2.1 cm in length x 2.7 cm in width x 4 cm in depth.
During a review of Resident 1's Nursing Progress Note, dated 6/27/2026 at 10:23 a.m., the Nursing
Progress Note indicated Resident 1 had lacerations to the back of the head, right eyebrow, and left big
(continued on next page)
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F 0689
Level of Harm - Actual harm
Residents Affected - Few

Note: The nursing home is
disputing this citation.

toe (did not specify size of laceration). The Nursing Progress Note indicated the facility sent Resident
1 to GACH 1. During a review of Resident 1's GACH 1's CT Scan of the Head without contrast, dated
6/27/2026, the CT scan indicated Resident 1 had right frontal parietal encephalomalacia (the
localized death and degradation of brain tissue following an injury), prominent soft tissue hematoma
(a localized collection of clotted or pooling blood that forms outside a blood vessel, usually caused by
trauma or injury) near the right orbit (right eye socket) and zygoma (the cheekbone). During a review
of Resident 1's IDT Note, dated 7/6/2026 at 11:26 a.m., the IDT Note indicated, The resident is totally
dependent and requires two-person assistance (a care and safety method where two trained helpers
work together to move, lift, or walk a patient who cannot safely move alone) for all activities of daily
living, including transfers, turning, and repositioning. The resident receives Aspirin (an antiplatelet
drug [a medicine that stops blood cells called platelets from clumping together) used to reduce pain,
fever, swelling, and also stops the blood from clotting) and Eliquis, placing her at increased risk for
bleeding following trauma. The IDT Note indicated that On the date of the incident (6/27/2026), the
resident was found on the floor beside her bed at approximately 9:56 a.m. after falling from her low air
loss mattress (a specialized type of mattress designed to prevent and treat pressure injuries
[bedsores]) during provision of morning ADL care. While providing incontinent care at approximately
9:30 a.m., the resident was turned (by CNA 1) toward the wall onto her left side. According to the CNA
(CNA 1), the resident unexpectedly rolled rapidly across the low air loss mattress and over the
opposite edge of the bed, landing on the floor. The CNA (CNA 1) immediately called for assistance,
Registered Nurse (RN Supervisor 1) arrived at approximately 9:58 a.m. to assess the resident. The
resident remained awake with no observed change in level of consciousness (the state of being
awake and actively aware of one's surroundings, own thoughts, and own existence). Bleeding was
noted from the posterior aspect (back part) of the head, although the exact source could not be fully
visualized due to the resident remaining in place to prevent potential further injury. Emergency
Medical Services (is an organized system that provides rapid pre-hospital medical care and safe
transport for people with sudden serious illnesses or injuries) was activated, and the resident was
transferred to the acute care hospital (a medical facility that provides short-term, active treatment for
people with severe injuries, sudden illnesses, or urgent medical conditions) for further evaluation and
treatment. The IDT Note indicated the facility's Root Cause Analysis that The immediate cause of the
fall was the resident (Resident 1) rolling unexpectedly across the Low Air Loss mattress while being
turned during incontinent care (the support and management provided to residents who cannot control
their bladder or bowel functions), resulting in the resident crossing the bed surface and falling from
the opposite side of the bed. Contributing factors include: Requirements for complete dependence
with all mobility and repositioning activities. Significant muscle weakness and left-sided hemiplegia.
Cognitive impairment., limiting the resident's ability to understand or assist with repositioning.
Reduced friction created by the therapeutic Low Air Loss mattress, allowing more rapid body
movement during turning. Multiple chronic (lasting for a long time) medical conditions contributing to
frailty and impaired body control. Anticoagulant (Eliquis) and antiplatelet (Aspirin) therapy, which
increased the severity of bleeding after the fall. During an interview with CNA 1 on 7/21/2026 at 1:20
p.m., CNA 1 stated she was providing a bed bath to Resident 1 on 6/27/2026 around 9:35 a.m. CNA 1
stated she turned Resident 1 to the left and proceeded to clean her (Resident 1's) back. CNA 1 stated
when she (CNA1) went to open the incontinence pad (a highly absorbent pad designed to catch urine
leaks and bowel movement), Resident 1 rolled off the bed, and it happened so fast that she (CNA 1)
could not prevent the fall. CNA 1 stated that Resident 1 fell face down on the floor and she (CNA1)
immediately went to get help from Licensed Vocational Nurse (LVN) 1. CNA 1 stated that Resident 1
(continued on next page)
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F 0689 was on an air loss mattress and required two-person assist for transfers and repositioning, however,
on 6/27/2026, she (CNA1) provided bed bath to Resident 1 by herself. CNA 1 stated that she was very
Level of Harm - Actual harm sorry. During an interview with LVN 1 on 7/21/2026 at 1:30 p.m., LVN 1 stated that on 6/27/2026 she
(LVN 1) was done passing (distributing) medications when CNA 2 called her (LVN 1) and reported that
Residents Affected - Few Resident 1 fell on the floor. LVN 1 stated she went inside Resident 1's room and noted Resident 1 on
the floor on the left side of the bed. LVN 1 stated that Resident 1 was verbally responsive, and she
Note: The nursing home is (LVN 1) noted blood in the back of Resident 1's head and a bump with an abrasion on the right side of
disputing this citation. the face. LVN 1 stated that she called RN Supervisor 1, they did not move Resident 1, and called 911.

LVN 1 stated that CNA 1 needed another CNA to help her (CNA1) provide ADL care to Resident 1.
During an interview with the Director of Nurses (DON) on 7/21/2026 at 2:15 p.m., the DON stated that
Resident 1 fell from bed while CNA 1 was providing care. The DON stated that Resident 1 had to be
transferred to the hospital for further evaluation and treatment. The DON stated that the facility
replaced Resident 1's low air loss mattress and provided in services to the staff that Resident 1
always needed two person-assist while providing care. The DON stated that the facility obtained the
low air loss mattress with raised air bolsters (act as safety barriers to stop residents from rolling out
of bed) designed to stop accidental resident rollouts. During a review of the facility's policy and
procedure (P&P) titled, Fall Management Program, with review date of 4/16/2026, the P&P indicated
the facility is committed to minimizing the risk of resident falls through a structured Fall Management
Program that includes prevention, monitoring and post-fall evaluation. Purpose. To provide a
systematic approach to: Prevent falls, Assess residents after a fall, Implement individualized
interventions, (and) Monitor outcomes and reduce fall related injuries. Policy Guidelines. 1. Fall
Prevention Strategies. Implement individualized interventions based on risk level, which may include .
mobility assistance.
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