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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 - Actual harm
Based on observation, interview, record review, and review of the facility's policies titled Safe Smoking
Residents Affected - Few Standard and Fall Management, the facility failed to ensure an environment free from accident hazards for
two of 42 sampled residents (R) (R51 and R6). Harm was identified to have occurred on 7/30/2025, when
Certified Nursing Assistant (CNA)12 was independently providing a bed bath for R51, and the resident fell
from the bed. It was determined that R51 required two-person assistance for bed mobility (turning from left
to right in the bed). Findings included:A review of the facility's policy titled Fall Management, dated January
2025, indicated, The facility strives to reduce the risk of falls and injuries by promoting the implementation
of the Risk Reduction: Falls and Injuries Program. Residents are assessed for the fall risk factors. The
interdisciplinary team works with the residents and family to identify and implement appropriate
interventions to reduce the risk of falls or injuries while maximizing dignity and independence. A review of
the facility's policy titled Safe Smoking Standard, revised December 2022, indicated, No staff member,
visitor, or resident is permitted to smoke inside the building at any time, this includes e-cigarettes and
smokeless products such as chewing tobacco. The policy specified, Oxygen use is prohibited in the
smoking area.l. A review of R51's admission Record revealed the facility admitted R51 on 7/3/2025.
According to the admission Record, the resident had a medical history that included diagnoses of
generalized muscle weakness and a need for assistance with personal care. A review of R51's admission
Minimum Data Set (MDS) assessment, with an Assessment Reference Date of 7/9/2025, revealed R51 had
a Brief Interview for Mental Status (BIMS) score of 11, which indicated the resident had moderate cognitive
impairment. The MDS indicated the resident was dependent on the staff for bathing. A review of R51's Care
Plan Report included a focus area initiated 7/28/2025 that indicated the resident required assistance with
activities of daily living (ADL) care related to activity intolerance, confusion, fatigue, impaired balance, and
limited mobility. Interventions directed the staff to provide the resident with extensive assistance from one
staff member with bathing/showering per schedule and as necessary, and that the resident required
extensive assistance of two staff members to turn and reposition in bed as necessary. A review of R51's
progress note dated 7/30/2025, during the provision of a bed bath by CNA12, when the resident was rolled,
the resident's leg went off the side of the bed, which caused the resident to roll off the bed onto the floor.
Per the progress note, the resident hit their head, which caused a laceration. The progress note indicated
the resident was assessed by the Nurse Practitioner and subsequently transferred to the emergency room
for further evaluation and treatment. A review of R51's hospital Visit Record dated 7/30/2025, indicated the
resident fell out of the bed and hit their head while getting a bed bath. The record indicated the resident had
a laceration to the scalp, a four-centimeter (cm) linear which was closed with skin glue and an adhesive.
During an interview on 8/8/2025 at 2:49 pm, CNA12 stated she was told in the report when she started her
shift for work about the needs of the residents, such as whether they needed one or two people for
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F 0689 assistance. CNA12 stated she took care of R51 on 7/26/2025 before the fall, and the resident did not
require two-person assistance, so she thought it was okay to give the resident a bed bath by herself. She

Level of Harm - Actual harm stated the resident turned over onto their right side and just kept going. CNA12 stated that when the
resident's leg went off the side of the bed, the resident slid off the bed. She stated the Director of Nursing

Residents Affected - Few (DON) and Administrator educated her to use two people with R51. CNA12 stated she did not mean for it to

happen. During an interview on 8/8/2025 at 9:39 am, the Licensed Practical Nurse Unit Manager (LPN UM)
stated that two people should be used for a bed bath if the resident required two people for bed mobility.
The LPN UM stated that on 7/30/2025, when she entered R51's room, the resident was wrapped up in the
covers and lying on the floor with the covers draped off the bed. The LPN UM stated the resident had a
bleeding laceration to their forehead. During an interview on 8/8/2025 at 11:03 am, the DON stated the
CNA should have two people for a bed bath if two people were needed for bed mobility. The DON stated the
CNA was giving R51 a bath, unassisted, and when she turned the resident over, the resident just kept
going off the side of the bed. She stated the resident got a laceration on their forehead, first aid was
rendered, and the resident was transferred to the emergency room for further evaluation and treatment.
According to the DON, CNA12 was in-serviced one-to-one to make sure she used two people when giving
care. During an interview on 8/8/2025 at 11:30 am, the Administrator stated the staff should use two people
for a bed bath if the resident required two persons to assist with bed mobility. The Administrator stated she
was told the CNA was giving R51 a bed bath, and the resident rolled and fell out of the bed that was in a
high position. She stated the CNA worked as needed, and she did not look for or ask how much assistance
the resident needed. The Administrator stated she filed a state report, the CNA was educated, and an
in-service was done. 2. A review of R6's admission Record revealed that the resident had a medical history
that included a diagnosis of chronic obstructive pulmonary disease (COPD).A review of R6's Annual MDS
assessment, with an ARD of 4/1/2025, revealed R6 had a BIMS score of 15, which indicated the resident
had intact cognition. The MDS indicated the resident used oxygen therapy.A review of R6's Order Summary
Report that contained active orders as of 8/5/2025, revealed an order dated 7/18/2024 for supplemental
oxygen at three liters per minute by way of a nasal canula as tolerated every shift. A review of records
revealed a Facility Incident Report Form, dated 11/19/2024, indicated residents reported today [11/19/2024]
that [R6] was smoking in the smoking area with [his/her] oxygen on. Resident states that [his/her] oxygen
was turned off. No one was hurt.A review of records revealed an Employee Interview Form, signed by the
Activities Director (AD) and dated 11/19/2024, indicated, On smoke break today at 11:00 am the smokers
reported to me that [R6] was outside on last night's smoke break with [his/her] oxygen on smoking. A
review of records revealed a Witness Statement Form, signed by R6 and dated 11/19/2024, indicated the
resident admitted they had one cigarette, they turned their supplemental oxygen off, CNA15 lit their
cigarette, and once they finished their cigarette, they turned their supplemental oxygen back on. A review of
records revealed, CNA15's Witness Statement Form, dated11/19/2024, indicated, | took [R6] out to smoke
and forgot to leave the [his/her O2 [oxygen] tank inside, even still | turned it off, asked my nurse what
should have been the best thing to do the next day and he said | should have left it by the door my
mistake.A review of records revealed that CNA15's Separation Notice, signed by the Administrator and
dated 11/21/2024, indicated CNA15's employment with the facility was terminated on 11/22/2024 for a
violation of company policy. Per the Separation Notice, CNA15 placed residents in danger by allowing a
resident to smoke with a supplemental oxygen tank. During an interview on 8/7/2025 at 2:15 pm, R6 stated
they went out one time to smoke with their supplemental oxygen, and the CNA who let them go out lost
their job. R6 stated that after
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F 0689 that incident, they began to vape. Review of R6's progress note dated 5/20/2025 revealed that the CNAs
approached R6 in the DON's office and informed nursing that a vape was found in the resident's room. Per

Level of Harm - Actual harm the progress note, staff saw smoke in the resident's room and walked in and saw the vape. A review of R6's
social service progress note dated 5/21/2025, indicated a vape device was found in the resident's

Residents Affected - Few possession after the resident was reportedly caught smoking. During an interview on 8/7/2025 at 9:10 am,

the AD stated CNA15 let R6 go out during a smoke break with a supplemental oxygen tank on the back of
the resident's wheelchair. During an interview on 8/7/2025 at 10:33 am, the DON stated she believed staff
knew it was not okay to have supplemental oxygen outside for a smoke break. During a follow-up interview
on 8/7/2025 at 3:57 pm, the DON stated that 5/20/2025 was the first time R6 was found with a vape in their
room. The DON stated the vape was removed, and the resident was caught again with a vape on 5/24/2025
in their room. The DON stated that the risk of vaping in a resident's room was that it could potentially start a
fire. During an interview on 8/7/2025 at 4:13 pm, the Administrator stated she thought she had heard a
while ago that R6 was vaping in their room. She did not recall what was done after the incident and did not
know how many times the resident was caught with a vape. The Administrator stated the resident was not
allowed to vape in their room because the resident was on supplemental oxygen, and it was flammable.
During a telephone interview on 8/9/2025 at 9:18 am, the former DON stated she was the DON at the time
when CNA15 allowed R6 to go outside with a supplemental oxygen tank to smoke. According to the former
DON, R6 wanted to go outside with the group, and CNA15 told the resident it was okay to go outside with
the supplemental oxygen tank because he had turned it off. The former DON stated it scared the other
residents, and they reported it the next day. Per the former DON, CNA15 admitted he made a mistake.
During a telephone interview on 8/9/2025 at 10:18 am, the former Administrator stated he was the
Administrator when CNA15 allowed R6 to go outside with a supplemental oxygen tank to smoke. The
former Administrator stated that CNA15 was suspended, and then their employment was terminated.
During an interview on 8/9/2025 at 1:54 pm, the DON stated her expectation was that all smoking materials
were to be kept with the staff and no residents could have smoking materials in their room. The DON stated
that staff were expected to report any found smoking materials to anyone in charge. During an interview on
8/9/2025 at 2:44 pm, the Administrator stated her expectation for vapes in a resident's room was that they
were not allowed, and she expected them to be stored with cigarettes. The Administrator stated she
expected staff to report to her, the DON, or a nurse if they found a resident with a vape. During an interview
on 8/9/2025 at 2:46 pm, the Administrator stated her expectation was that there were to be no
supplemental oxygen tanks outside while residents were smoking.
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