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F 0689 Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.
Level of harm - Actual **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on medical record review, facility documentation review and interview, the facility failed to prevent an injury
during resident care for 1(Resident #1) of 2 residents reviewed for falls. This failure resulted in a Right Humerus
Residents Affected - Few Fracture (upper arm bone), 2 skin tears to the right forearm and a swollen discolored areato the right forehead, causing
Harm to Resident #1. The findingsinclude: Review of the medical record showed Resident #1 was admitted to the facility on

([DAT)E], with readmission on 8/1/2019, with [DIAGNOSES REDACTED)]. Review of the of the Quarterly Minimum Data Set

MDS)

assessment dated [DATE] showed Resident #1had a Brief Interview of Mental Status (BIMS) score of 00 indicating the resident was
severely cognitively impaired. Continued review revealed the resident required extensive assistance with a 2 person

physical assistance for bed mobility, transfers, toilet use and dressing. Review of the Annual Comprehensive Assessment MDS
assessment dated [DATE] showed Resident #1 had a BIMS score of 02 indicating the resident was severely cognitively

impaired. Continued review revealed the resident required extensive assistance with a 2 person physical assistance for bed

mobility, transfers, toilet use and dressing. Review of the Fall Risk Review form dated 6/2/2020 showed Resident #1 had a
total score of 12 which represents a high risk for falls. Review of the Nursing Progress Notes dated 6/2/2020 at 10:33 AM
showed .Upon entering room resident was observed laying on her right side with her right arm underneath her .Resident

crying, c/o (complained of) right shoulder pain .During transfer from floor to stretcher, 2 skin tears noted to right

forearm as well as swollen discolored area noted to right forehead . Review of the Nurse Practitioner (NP) #1 Progress

Notes dated 6/3/2020 showed .After afall yesterday (named Resident #1) was sent to the hospital for evaluation

.Nondisplaced oblique fracture of shaft of humerus, right arm .with routine healing no surgical intervention, returned with sling to
right arm for supportive care . Review of a Witness Statement dated 6/17/2020, showed Certified Nursing Assistant

(CNA) #1 stated .was almost done, had just helped her change and was re-adjusting pad. Rolled away from me when | noticed
her legs falling off far side of bed . Review of the Resident Incident Report dated 6/19/2020 showed on 6/2/2020 .CNA #1

was assisting resident in bed and was adjusting residents' cloth pad when legs of resident slipped off the far side of her

mattress and the resident proceeded to fall OOB (out of bed) .The resident sustained [REDACTED]. During an interview on
6/23/2020 at 12:53 PM CNA #2, stated, We get shift report each day and (named CNA #1) should have gotten details for
Resident #1's care needs before accepting the patients. During a telephone interview on 6/23/2020 at 2:42 PM CNA #1
described the events of Resident #1's fall on 6/2/2020. CNA #1 stated she was pulling the pad underneath the resident when
Resident #1 kicked her feet out which caused the resident to fall off the Ieft side of the bed landing on her right side on the floor.
During continued interview CNA #1 stated she left to notify Licensed Practical Nurse (LPN) #1 who assessed the

resident; notified the physician; and received an order to transfer Resident #1 to the ER (Emergency Department) for
evaluation. During continued interview CNA #1 stated she assumed the resident was a one person assist due to the resident's size and
she did not look at the Care Plan or Kardex (resident treatment plan) before assisting Resident #1. During an

interview on 6/23/2020 at 2:54 PM LPN #2 she described the events of Resident #1's fall on 6/2/2020. She stated CNA #1
reported the fall. The resident was lying on the her right side on the floor on the left side of the bed and her head was

at thefoot of the bed. LPN #2 stated she assessed Resident #1 who was crying and complaining about her right arm. LPN #2
stated CNA #1 reported .she was rolling the resident over in the bed and she just kept rolling . During further interview

LPN #2 confirmed Resident #1 was a 2 person assist. During an interview on 6/24/2020 at 11:30 AM MDS Coordinator #1
confirmed resident Care Plans are generated from the residents MDS assessments. During an interview on 6/24/2020 at 4:30
PM, the Administrator and the Director of Nursing (DON) confirmed they would expect the CNAsto look at the residents' Care Plans
and Kardexes before caring for residents.
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