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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 - 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 prevent an avoidable accident by not ensuring that alow air
harm loss mattress was working properly for one of three residents R1 reviewed for acidents and falls. Findingsinclude: R1

was admitted to facility on 11/16/2013 with the following [DIAGNOSES REDACTED]. R1 is dert and oriented with some
Residents Affected - Few confusion. R1 mobility based on minimum (MDS) data set [DATE] documents resident needs extensive assi stance with 2 persons

for bed mobility. R1 needs total dependence and two people for transfer. R1 has wheelchair and air mattress for assistive
devices. Facility incident report dated [DATE] at 12:15 documents R 1 was observed on the floor. R 1 was in sitting
position with her legs stretched out while leaning on the bed. Fall investigation conclusion documents, R 1 was observed on the floor
in her room. R 1 reported that she heard air coming out of the mattress before the fall. R 4 stated she was
assisting R1 from bed and R 1 fell . R1 denieswhat R 4 reported. Upon assessment mattress was not deflated. R 1 was sent
to hospital for evaluation and returned with no new findings. A new mattress was placed on the bed and R 4 was moved to
another room. Interview statements obtained during incident included V 17 (nurse) which documented, R 4 informed her that
R1 was on the floor. R 4 stated she tried to pick R 1 up. Upon entering the room, R 1 was on the floor next to her bed in
front of her wheelchair. | called for assistance from staff. Interview statements from V 6 (nurse) and V 4 (CNA) document
resident was observed on the floor. Interview statement from R 4 documents, R 4 was trying to help R 2 sit up in bed and
then we both fell on thefloor. R 1'sinterview statement documents R 1 heard air coming from the mattress and next
thing | know | was on the floor. On 3/4/2020 at 1:41 PM, V 4 (CNA) stated he did not witness fall but observed R1 on the
floor next to her bed. V 4 stated mattress appeared deflated at time of incident. On 3/5/2020 at 1:35 PM, V 14 (CNA)
stated she was working on [DATE] at time of fall. V 14 stated she heard yelling and observed R1 on the floor next to her
bed. V 14 said mattress was deflated and the pump was off. V 14 said she turned the mattress back on and reported to
nursing staff about fall. On 3/5/2020 at 10:11 AM, V 11 (central supply) stated she replaced R1's mattress on [DATE]
after report from V2 (DON) that mattress was not working properly. Upon observation of the mattress on [DATE], the air was
not evenly distributed in the bed and the mattress was replaced. There was more air on the top haf of bed and the lower
half of the bed was more deflated. Facility mattress move log documents R 1's mattress was replaced on [DATE].
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