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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 - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual | Based on interview, and record review, the facility failed to provide adequate supervision to one of one residents
harm (Resident 1), when shefell during ambulation, and transfer to her recliner chair. Thisfailure resulted in Resident 1
sustaining afall with physical injury, which required surgical intervention. Findings: Resident 1's medical record
Residents Affected - Few | wasreviewed on 10/1/19. Resident 1 was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. The most recent
Minimum Data Set ( a standardized resident assessment) dated, 8/28/19, indicated that Resident 1 had impaired cognition

(ability to think and reason), and required one person assist with transferring. A review of Resident 1's care plan,

initiated 5/25/18, and revised 5/22/19, indicated, that the resident is a high risk for falls. Interventions for staff to

follow included, to ambulate the resident with gait belt and FWW (front-wheeled walker), with one person assist, and hands

on theresident at all times while ambulating. Resident 1's Nursing Notes, dated 9/22/19 at 6:32 am, written by Licensed

Nurse (LN) D, were reviewed and indicated, that Certified Nursing Assistant (CNA) A, ambulated Resident 1 to the restroom.
When Resident 1 was finish, she was walked back to her chair. CNA A turned and glanced at bathroom door, and the resident
missed her chair, and fell with her |eft leg underneath her. Resident 1's record indicated that she was transferred to

the acute hospital, where an x-ray was obtained and showed soft tissue swelling in the distal knee, with aspiral [MEDICAL
CONDITION] femur (large bone above the knee). During an interview, on 10/1/19 at 11:56 am, with CNA A, she stated that
Resident 1 used awalker for assistance, while walking. CNA A stated Resident 1 required assistance with ambulation, and

that a gait belt was used. CNA A stated that on 9/22/19, she was assisting Resident 1 from the bathroom using the gait

belt, when aresident in an adjoining room needed assistance entering the bathroom. CNA A stated she let go of Resident 1's gait belt
to unlock the bathroom door for the other resident. CNA A stated that Resident 1 kept walking towards her bedside chair, and fell
while attempting to sit in her recliner chair. The facility's policy titled, Falls- SNF, dated 8/15/19, was reviewed and indicated, that
the facility is committed to maintaining resident safety by identifying those residents

who are at risk for falls, at high risk of injury from falls, and implement evidence based interventions to prevent falls

and injuries.
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