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

supervision to prevent accidents.
Level of harm - Actual **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on record reviews and interviews, it was determined the facility failed to provide supervision to prevent falls,
failed to investigate the root cause of fall, and failed to review care plan interventions and develop new care plan
Residents Affected - Few interventions for falls for one (Resident #11) of three sampled residents reviewed for falls. This resulted in Resident #11 sustaining a
[MEDICAL CONDITION] that required surgical intervention. The findings included: Resident #11 had [DIAGNOSES
REDACTED]. The resident #11 care plan documented on 01/31/2019 that a bed aarm was placed and on 03/13/2019 the resident
was to have visual checks every 30-minute for two weeks. There was no further clinical documentation that the 30-minute
checks were to be continued after the initial two week period. The facility's fall risk evaluation dated 03/14/2019,
documented afall risk score of 14. The evaluation form stated any score above a 10 represented a high fall risk. The fall
evaluation documented the required interventions to include: alternate bed placement, assist with transfers/mobility as
needed, encourage alternate periods of activity with periods of rest, observe for fatigue, encourage to participate in
activities of Resident's choice, place call light within reach, encourage Resident to ask for assistance with transfers,
provide Resident with an assistive device for ambulation and transfers as appropriate, and provide Resident with a clutter
free environment with unobstructed pathways. An incident report dated, 05/22/2019 at 5:59 AM, documented the resident was
found sitting on the floor with her/his back against the wheelchair (wc). No injuries were noted and as aresult of the
fall, the intervention put in place was to have Physical Therapy check the wheelchair seat. There was no documentation the
facility had investigated the fall to determine the root cause of the fall. No additional care plan interventions to
prevent future falls were initiated. An incident report, dated 06/26/2019 at 7:25 AM, documented the resident was found on
thefloor, on her/his|eft sidein front of the we. The resident exhibited pain when her/his |eft hip was palpated. X-rays
were ordered. No results of the X-rays were available for review during the survey. S’he did not require atransfer to the
hospital. The resident's care plan documented the wc cushion was replaced. There was no documentation the facility had
investigated the fall to determine the root cause of the fall. No additional care plan interventions to prevent future
fallswereinitiated. An incident report, dated 07/11/2019 at 6:30 AM, documented the resident was observed on the floor on her/his
right side. No injuries were noted. The incident report also documented the resident consistently slumped and slid
down the wc seat. There was no documentation the fall was investigated to determine the root cause of the fall. There was
no documentation of new care plan interventions to prevent future falls having been initiated. The resident's annual
Minimum Data Set (MDS) assessment, dated 09/06/2019, documented the resident was moderately impaired in cognition. S’he
required extensive assistance for activities of daily living (ADLs). An incident report dated 09/06/2019 at 5:45 AM,
documented the resident was found on the floor in the dayroom in front of her/hiswc. S’he was on her/hisright side. S/he
was assisted back to the wc and was observed to have an abrasion and discoloration to the back of her head. The report
documented no additional injuries were noted. A nurse's note dated 09/06/2019 at 9:18 AM, documented the restorative aide
was assisting the resident to the main dining room when /he noticed the resident's right foot was rotated inward and the
resident was unable to lift her/his leg. S/he was assisted to bed and evaluated for pain. A clinical record documented on
09/06/19, the physician was notified and x-rays were ordered. The results were positive for right intertrochanteric
fracture (MEDICAL CONDITION]). The resident was transferred to alocal hospital for higher care. S/he had surgery and
returned to the facility. The resident's care plan documented a new intervention was put in place after the resident's
fall, on 09/06/2019. The new intervention was to offer the Resident the option to sleep in instead of an early wake up. On
03/25/2020 at 4:00 PM, Certified Nurse Aide (CNA) #1 was asked what time s/he had got Resident #11 out of bed the morning
of 09/06/2019. S/he stated s/he always got the resident up at 5:00 AM. S/he was asked if the resident wished to get up that early. The
CNA stated s/he had been told the family wanted the resident to get up early. S/he was asked if the resident
would fall asleep in her/hiswc. The CNA responded All the time. S/he then added she had told the nurses that the resident
was getting up too early, but they told her/him the family had requested the early wake up. The CNA stated the resident was always
falling asleep and sliding out of the wc. The CNA was asked if the resident was on frequent visualization checks.
S/he stated s/he was never told to do that. On 03/26/2020 at 10:00 AM, Licensed Practical Nurse (LPN) #1 was interviewed.
S/he stated the resident fell - out of the chair often. Slhe stated they frequently had to pull her/his up and prevent
falling out of the wc. She stated the pommel cushion didn't help and thought it made sliding out of the chair worse. She
was asked if the resident was on frequent visual checks. S/he stated s/he didn't think so and that the resident wandered
around the facility in her wc. The LPN was asked if the resident had any other interventions in place to prevent falls from the wc.
S/he stated s'he didn't think so. On 03/25/2020 at 2:00 PM, the Corporate Vice President of Clinical Serviceswas
interviewed. S’he was asked for documentation proving the falls had been investigated to determine the root cause of the
falls. S/he stated there was no documentation. S/he was asked if the resident was on a get up list from the night shift.
S/he stated s/he didn't know. S/he was asked if additional interventions had been initiated. S/he stated there was no
documentation of any. S/he added that no one who was directly involved with the fall remained employed at the facility.
S/he stated s/he assumed Resident #11 was on the night shift get up list.
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