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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.
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F 0689 **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and record review, the facility failed to ensure residents received adequate supervision

Level of Harm - Actual harm to prevent accidents for 1 of 5 residents (Resident #1) reviewed for supervision to prevent accidents. The
facility failed to ensure Resident #1 was in safe position prior to incontinent care. Resident #1 rolled off her

Residents Affected - Few bed during incontinent care on 12/06/25.Resident #1 sustained a comminuted distal left femur fracture with

apex posterior angulation and mild impaction (lower leg bone broken into multiple pieces tilted at an angle
and slight displacement of the bone fragments) and a non-displaced fracture of the right distal femoral
shaft(middle section of the femur-the bone breaks in one spot and remains aligned).This failure could place
residents at risk of severe injuries.Findings included: Record review of Resident #1's undated face sheet
indicated she was an [AGE] year-old female, admitted on [DATE], and her diagnoses included dementia
(decline in mental abilities), hemiplegia (paralysis on one side of the body) and hemiparesis (weakness on
one side of the body following cerebral infarction (stroke), and cognitive communication deficit (difficulties in
communication). Record review of Resident #1's quarterly MDS assessment dated [DATE] indicated she was
usually able to make herself understood and usually understood others. She had severe cognitive
impairment (BIMS-7). She was dependent for rolling left to right. There were no falls noted. Record review of
Resident #1's care plan dated 07/28/25 indicated Resident #1 needed assist with ADLS. Interventions
included total assistance X 1 or 2. Record review of Resident #1's care plan dated 07/28/25 indicated
Resident #1 had potential for falls related to weakness and hemiplegia/hemiparesis. Intervention included
assist with ADLS as needed and call light in reach. Record review of Resident #1's fall risk assessment
dated [DATE] indicated she was at high risk for falls. Interventions included needed and desired items in
reach/easy access, low bed, and reminders to use call light. Record review of Resident #1's electronic care
record printed 12/09/25 (EHR effective 06/24/25) indicated she was dependent for bed mobility. The care
record did not indicate number of staff required. Record review of Resident #1's electronic care record
printed 12/10/25 (EHR effective prior to 06/24/25) indicated Resident #1 was total dependence for bed
mobility with support of 1 staff. Record review of nurse note dated 12/06/25 at 6:02 a.m., completed by LVN
N indicated CNA W called LVN N to Resident #1's room. CNA W reported while she was changing Resident
#1, she turned Resident #1 on her side and Resident #1 continued to roll. She was not able to catch
Resident #1 before she fell. Resident #1 complained 10/10 of leg and back pain. Resident #1 had a skin tea
to left hand and discoloration to bilateral knees. 5:29 am EMT Transport notified. 5:35 am Family, MD,
Administrator, DON, ADON notified of transport. 5:42 a.m. EMT in facility. 5:52 a.m. EMT left facility. Record
review of Resident #1's incident report dated 12/06/25 at 5:20 a.m., completed by LVN N indicated CNA W
called LVN N to Resident #1's room. CNA W reported while she was changing Resident #1, she turned
Resident #1 on her side and Resident #1 continued to roll. She was not able to catch Resident #1 before she
fell. Resident #1 complained 10/10 of leg and back pain. Resident #1 had a skin tea to left hand and
discoloration to bilateral knees. Neglect and Abuse were ruled out. The physician, DON, and family were
notified. Actions included being changed to 2-person assist. Record review of Resident #1's hospital records
dated 12/06/25 indicated she sustained a comminuted distal left femur fracture with apex posterior
angulation and mild impaction. Record review of Resident #1's hospital records dated 12/07/25 indicated a
non-displaced fractur of the right distal femoral shaft. Record review of CNA W's personnel record indicated
she was oriented to resident care on 01/21/25 and incontinent care and fall prevention on 02/13/25. During
an interview on 12/09/25 at 9:55 a.m., the DON said she was made aware on 12/06/25 Resident #1 fell, had
pain and was sent to the hospital. The hospital never called the facility to give report of their findings. On
12/08/25, the facility found out she had sustained a left leg fracture and during surgery the surgeon noticed
Resident #1 had right foot and leg swelling and determined she also had a right leg fracture. Resident #1's
family member came to the family on 12/08/25 and questioned how he sustained her injuries. The DON said
she showed the family member the bed height was set up in the highest position and how she rolled out of
the bed onto the floor. Resident #1 had no history of falls in the facility. Resident #1 was on an air mattress
that was set based on her weight. She said she was not in a bariatric mattress because she did not meet the
criteria of a BMI over 50. She said staff are trained on bed mobility. She said Resident #1 was a 1-person
assist for bed mobility. Staff are aware of resident care requirements through the care plan and care record.
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