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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** 50001

Residents Affected - Few Based on observations, interviews, and record review the facility failed to ensure each resident received

adequate supervision and assistance devices to prevent accidents for 1 (Resident #1) of 6 residents
reviewed for competent nursing services.

CNA A was asleep during 1:1 care of Resident #1 who is legally blind, on evening shift of 01/28/2025 and
01/29/2025.

These failures placed residents at risk of injury.
Findings include:

Review of resident face sheet reflected Resident #1 was a [AGE] year-old male with admitted [DATE].
Resident has a diagnoses of displaced comminuted fracture of shaft of ulna (a severe break in forearm bone
that occurs when the bones shatters and the pieces move out of place), subsequent encounter for closed
fracture with delayed healing (where the fracture is considered closed), autistic disorder (a neurological and
developmental disorder that affects how people interact with others, communicate, learn and behave), legal
blindness (a significant visual impairment that meets specific criteria as defined by law), adult physical
abuse, burn of second degree of right knew (refers to a partial-thickness burn on the right knee), burn of
second degree of right elbow (a partial thickness on the skin of the right elbow, characterized by redness,
swelling, blistering and significant pain), burn of second degree of upper back (the burn affect the top two
layers of skin causing noticeable redness, painful blisters, swelling and potential skin discoloration), multiple
fractures of ribs (can cause severe pain, chest wall deformity, and other complications), dysphagia (difficulty
swallowing), weakness, limitation of activities due to disability, unspecified hearing loss, bilateral attention
deficit hyperactivity disorder (a developmental disorder that affects a person's ability to focus, control their
behavior and be still), major depressive disorder (a common and serious mental health condition
characterized by persistent feelings of sadness, loss of interest and other symptoms that interfere with daily
life) and impulse disorder (a group of mental health conditions characterized by difficulty controlling impulsive
behaviors, often leading to harmful or disruptive consequences).

Review of the most recent MDS dated [DATE] reflected Resident #1 had a BIMS score of 99 indicating
Resident #1 was cognitively impaired. The MDS assessment for cognitive skills for daily decision-making
reflected Resident #1 was severely impaired indicating Resident #1 never/rarely made decisions.
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

Review of the care plan initiated 10/02/2024 with a goal date of 04/09/2025 reflected Resident #1 was
susceptible to wandering risk related to decreased safety awareness, confusion and wandering behavior.
Goal to remain free of injuries associated with wandering behaviors thru this review period. Record review of
care plan reflected Resident #1 needs assistance as he has poor eyesight. Record review of care plan
initiated 10/10/2024 with a goal date of 04/09/2025 reflected Resident #1 susceptible for ADL self-care
performance deficit related to legal blindness. Intervention/task for toilet use: the resident requires extensive
assistance by (x1) staff for toileting. Transfers: the resident requires extensive assistance by (1-2) staff to
move between surfaces as necessary. Review of the care plan reflected Resident #1 is a wanderer related to
disoriented to place, impaired safety awareness. Resident wanders aimlessly, significantly intrudes on the
privacy or activities. Goal reflects the residents' safety will be maintained through the review date. Record
review of care plan reveals resident has a communication problem related to cognitive communication deficit,
hearing loss. Intervention/task to ensure/provide a safe environment. Care plan revealed the resident is a
high risk for falls related to confusion, incontinence, poor communication/comprehension, unaware of safety
needs, vision/hearing problems, wandering. Goal: the resident will not sustain serious injury through the
review date.

Record review of a video revealed on 01/28/2025 at 10:46 pm that was 2:32 minutes long, revealed Resident
#1 get out of bed and bump into chair that care aide was using for his feet as a recliner. Resident then goes
toward the sink and the care aide woke up because of the noise from him bumping into furniture. CNA A
reached over and grabbed a sandwich from the side table next to him and handed it to the resident. Resident
#1 returned to his bed, sat down and began to eat his sandwich and laid back down with food in his mouth.
CNA A was sitting in his chair on the opposite side of the room. The video only showed his feet propped on a
second chair that was being used as a recliner.

Record review of a video revealed on 01/29/2025 at 4:42 pm that was 4:15 minutes long revealed Resident
#1 getting up out of bed and walked towards the restroom where care aide was sitting with his feet propped
on another chair as a recliner set up. Resident #1 bumped into the chair and care aide woke up and began to
wipe his eyes with his hands, he then reached over and grabbed Resident #1 by his t-shirt and directed him
towards the restroom door. CNA A checked his personal phone and returned to sleep. Video Resident #1
was using the restroom with the door open, and his back was visible in the video as he was standing up
urinating. CNA A was asleep in the video with his feet propped up in chair and the resident bed side table
was in front of him. Video then revealed resident turn around, pulled his pants down and sat on the toilet.
CNA A's eyes were closed.

During telephone interview on 02/06/2025 at 12:51 PM CNA A stated he was not asleep during his 1:1 shift
with Resident #1. CNA A voiced it was not good to fall asleep during shift. CNA A verbalized his boss has not
told him when he can return to work and that he was not sure when they will call him back to work. CNA A
stated he knows he didn't do anything when he was with the resident in the room.

During an interview on 02/06/2025 at 1:21 PM LVN B stated it was not appropriate for staff to be asleep on
the job. LVN B stated she has not noticed any staff sleeping on the job and negative effects that could
happen to resident if staff were asleep on the job would be they could have choking hazards and residents
could fall.
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During an interview on 02/06/2025 at 2:09 PM with housekeeper A and Housekeeper Supervisor A
(Housekeeper Supervisor A was translating for housekeeper A), Housekeeper A voiced she did notice a staff
member asleep in a resident's room on one occasion. Housekeeper A stated she was not sure how long ago
that was but does recall mentioning it to her supervisor. Supervisor voiced he does recall housekeeper A
reporting it to him but could not recall the date. Housekeeper supervisor A voiced that he did tell one of the
nurses but does not know her name. Housekeeper supervisor A voiced he does recall it was sometime
during the day around noon time. Housekeeper A voiced she went to knock on Resident #1 room to clean it
and when no one answered she knocked again for a second time. Housekeeper voiced no one answered so
she entered the room and noticed Resident #1 and CNA A were asleep. Resident #1 was in his bed and
CNA A was in a chair by the restroom and CNA A woke up, looked at his phone and went back to sleep.
Housekeeper voiced Resident #1 was asleep the whole time, so she was very quiet while cleaning up his
room and then exited shortly after once completed.

During an interview on 02/06/2025 at 2:33 PM CNA B stated it was not appropriate for staff to sleep on the
job. A negative outcome for staff sleeping on the job would be that staff would not be there for residents if
they're not alert. Residents could accidentally choke, and staff would not be aware if they fell asleep on the
job or they can fall attempting to get up on their own. CNA B stated she has not noticed any staff sleeping on
the job, if she did notice any staff sleeping on the job, she would report it immediately. CNA B voiced she has
worked with Resident #1, and he was legally blind. CNA B said he has already gotten used to his room but
sometimes he will bump into things, and staff just need to redirect him. If Resident #1 got out of bed, he
could get out of the room and he could go into another room and get hurt.

During an interview on 02/06/2025 at 2:48 PM with Resident #1 FM. The FM stated she was watching the
monitoring device that is set up in resident #1 room. The monitoring device recorded CNA A asleep in
Resident #1 room. FM stated CNA A sets up chair like a recliner and has a pillow and sleeps while providing
1:1 for resident #1. FM stated CNA A places furniture in the way and Resident #1 is blind and he has
difficulties getting to the restroom and at one point resident #1 gets up and asks for a sandwich. FM
verbalized she noticed can A grab Resident #1 by the shirt CNA stays put in his chair while redirecting
Resident #1 to the restroom. The FM voiced she reported this to the facility ADM and sent her the videos.
The ADM requested that FM send the videos again. FM stated she does not feel like Resident #1 was safe
with CNA A working at the facility. FM stated Resident #1 has already had a stitch put in his head from hitting
the wall. FM stated overnight was not good for Resident #1 . FM stated she does not know if the facility is still
allowing CNA A to watch Resident #1. FM stated | prefer they don't. I've seen everyone care for resident #1
and it's okay it was just that one incident that was disturbing (when CNA A grabbed Resident #1 by the
T-shirt) instead of just moving the furniture out of the way so resident #1 can pass thru to the restroom.

In an interview on 02/06/2025 at 2:55 PM CNA C stated she was usually the staff member that provides 1:1
with Resident #1 . CNA C stated one morning when she arrived for her morning shift no one was in the room
and Resident #1 was alone. CNA C voiced she was informed by other staff that CNA A left home early
during his shift and no one went to sit in the room with Resident #1 for 1:1. CNA C stated she informed the
ADON and Wound care nurse. CNA C voiced she has not seen CNA A asleep but voiced she has been
informed by the housekeeper that CNA A was asleep. CNA C verbalized it was not appropriate for staff to
sleep on the job. CNA C voiced if she ever noticed staff asleep on the job, she would bring it up to the staff
member and then inform the charge nurse or ADON. CNA C stated that it could be very harmful to the
resident if staff were asleep on the job because the residents could fall, get hurt or choke if they were eating
something.
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In an interview on 02/06/2025 at 3:34 PM the ADON stated he has not been informed by staff that any staff
were sleeping on the job or when watching resident #1 during 1:1. The ADON voiced resident #1 was active
and required 24-hour care and there was no way someone can sleep in that room. The ADON verbalized it
can be harmful if someone was asleep while watching resident #1 because a lot of things can happen
because resident #1 needs assistance. The ADON voiced it was not appropriate for staff to be sleeping on
the job.

In an interview on 02/06/2025 at 3:42 PM the Wound care nurse stated no one has reported to her that staff
have been sleeping on the job or while watching resident #1 during 1:1. The Wound care nurse voiced
resident #1 was blind, autistic and had intellectual disabilities, therefore, resident #1 gets easily frustrated
when he doesn't know where he was at. The Wound care nurse voiced that resident #1 can hurt himself if
someone was asleep while watching him 1:1. The Wound care nurse voiced it was not appropriate for staff to
sleep on the job and it can be harmful if someone was sleeping on the job.

During an interview on 02/06/2025 at 4:18 PM the DON said she has not been informed of staff sleeping on
the job. The DON voiced it was not appropriate for staff to sleep on the job and if she was informed of staff
sleeping on the job she would investigate and put the staff member on suspension pending the investigation.
If it was found to be true, the staff member would be terminated. The DON stated staff were expected to do
their job, answer call lights and take care of residents while working. The DON voiced she has not given an
in-service on sleeping on the job, but they do give Abuse and Neglect trainings and the topic of sleeping on
the job is brought up as an example of abuse and or neglect.

During an interview on 02/06/2025 at 4:30 PM the ADM stated that she has not ever been informed of staff
sleeping on the job. The ADM stated staff were not allowed to sleep on the job and if staff did fall asleep
during their shift several things could happen depending on where they were sleeping. If ADM was told that a
staff member was sleeping on the job, she would get a hold of the staff member and suspend them with
possible termination. The ADM stated an in-service for sleeping on the job was given this morning. The ADM
stated the investigation for resident #1 was still on-going because she doesn't have any record or video
showing CNA A asleep while providing 1:1 for resident #1.

Record Review of Policy for resident 1:1 monitoring on 02/06/2025 at 3:45 PM revealed -Purpose: To
prevent injury to patient by maximizing environmental safety. Procedure: Precautions will be implemented for
patients/residents who have behaviors that has escalated, and immediate interventions are required for the
safety of the resident, staff and/or other residents. If the nurse is concerned about the patient's safety, the
following steps will be implemented:

1. Immediately place the resident on Constant Supervision

At no time should the resident be left unattended

Record review of in-service started on 02/06/2025 over no sleeping on the job has been initiated for staff.
Resident #1 was not in the in-service since he was still on suspension from his job duties for the current
investigation the facility was completing.

Review of Hospitality Aid last updated 03/2020
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F 0689 Job Summary

Level of Harm - Minimal harm or

The Hospitality Aide performs non-nursing, non-direct resident care duties under the supervision of licensed
potential for actual harm

nursing personnel and assists in maintaining a positive physical, social and psychological environment for
resident.
Residents Affected - Few

Job Description

1-on-1 with residents who have behavioral challenges or need socialization
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