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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 - Minimal harm

or potential for actual harm Based on interviews and record review, the facility failed to keep residents free from accidents when one
staff (Certified Nurse Aide (CNA) A) assisted one resident (Resident #1) in a hurried manner resulting in a
Residents Affected - Few fall from a wheelchair. The facility census was 31.Review of the facility's policy titled, Repositioning, dated

2001, showed staff to ask the resident's permission to reposition or assist in the resident in
repositioning.Review of the facility's policy titled, Safe Lifting and Movement of Residents, dated 2001,
showed the following: -Resident safety, dignity, comfort, and medical condition will be incorporated into
goals and decisions regarding the safe lifting and moving of residents;-Staff will be observed for
competency in using mechanical lifts and observed periodically for adherence to policies and procedures
regarding use of equipment and safe lifting techniques;-Maintenance staff shall perform routine checks and
maintenance of equipment used for lifting to ensure that it remains in good working order.1. Review of
Resident #1's face sheet (resident's information at a quick glance) showed the following: -admission date of
02/21/25;-Diagnoses included contracture of muscle, unspecified lower leg (a condition in which a muscle
becomes permanently shortened and stiff, limiting its range of motion), dementia (a general term for a
number of neurological conditions that cause a decline in cognitive abilities), and intracapsular fracture of
right femur (a break in the femoral neck, the part of the femur (thigh bone) inside the hip joint capsule).
Review of the resident's quarterly Minimum Data Set (MDS - a federally mandated assessment instrument
completed by facility staff), dated 06/06/25, showed the following: -The resident was cognitively intact;-The
resident used a wheelchair for mobility.Review of the resident's care plan, revised 10/09/25, showed the
following: -The resident was dependent on staff for meeting physical needs;-All staff should converse with
resident while providing care;-The resident was dependent on staff for locomotion in wheelchair. He/she did
not propel self.Review of the resident's October 2025 Physician Order Summary (POS) report showed the
following: -An order, dated 04/03/25, for activity as tolerated, assist of two using Hoyer (mechanical lift used
for non-weight bearing residents) for all transfers; -An order, dated 03/21/25, to admit to hospice services
on 03/21/25; -An order, dated 04/29/25, for pain monitoring and staff to assess for pain and document every
shift.Review of the Facility Incident Report, dated 10/09/25, showed the following: -When Certified Nurse
Aide (CNA) A attempted to incline resident in the wheelchair, resident tipped forward in the wheelchair and
fell to his/her knees;-Resident had blood noted to his/her mouth. Resident had bit his/her lip;-Range of
motion and neurological checks were within normal limits (WNL) for this resident;-Resident unable to give
description.During an interview on 10/16/25, at 2:16 P.M., CNA A said the following:-He/she had worked at
the facility since July 2025;-He/she did not complete any skills competencies with staff from the
facility;-CNA A had gone to the dining room to assist with lunch;-The resident was sitting in his/her Broda
chair next to the table;-He/she approached the resident and announced him/herself;-CNA A told the
resident that he/she was going to reposition his/her Broda chair;-The lever on the residents
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Broda chair was stuck. CNA A pushed on the lever which caused the resident to fall out of the chair;-CNA A
had no intention to harm the resident. Review of CNA A's personnel record showed the following: -CNA A
was hired on 06/30/25;-CNA A started work on 07/22/25;-Staff did not document trainings or skills
competency reviews completed in the CNA A's file.Review of the resident's care plan, revised 10/09/25,
showed on 10/09/25, staff added resident fell out of wheelchair while being repositioned and landed on the
floor on his/her knees. Resident was sent to emergency room (ER) per resident and family's request.
Fracture identified below right knee.During an interview on 10/15/25, at 11:07 A.M., the resident's Family
Member A said he/she was told by another family member an aide had flipped the resident out of his/her
wheelchair causing a hairline fracture of the resident's knee.During an interview on 10/15/25, at 11:36 A.M.,
the resident's Family Member B said the following: -The resident had been at the facility since January
2025;-The family member received a call on 10/09/25, that the resident had fallen out of his/her wheelchair
while at the dining room table during lunch;-CNA B told the family member that the resident was being
repositioned in his/her chair by CNA A when the resident was catapulted out of his/her chair;-The resident
landed on his/her hands and knees and hit his/her mouth on a wooden chair causing a laceration to the
resident's mouth.During an interview on 10/15/25, at 12:43 P.M., the Dietary Aide (DA) E said the following:
-The DA was in the dining room preparing for lunch when he/she saw the resident sitting too far forward in
his/her Broda chair (a specialized, high-durability seating system designed for individuals with mobility
challenges, such as the elderly or those with chronic conditions);-While CNA A was repositioning the
resident and he/she fell out of the chair and landed on his/her hands and knees, hitting his/her mouth on a
wooden chair.During an interview on 10/15/25, at 12:50 P.M., CNA B said the following: -The resident was
sitting at an angle at the table during lunch;-There was a wooden chair next to the resident for staff to sit in
to assist the resident with eating;-CNA A came up behind the resident, without announcing himself/herself,
and CNA A grabbed the lever on the Broda chair to reposition the resident;-CNA A pushed on the Broda
chair causing the resident to fall out of the chair;-The resident fell on his/her hands and knees, hitting
his/her mouth on the wooden chair causing the resident to bleed;-CNA B said the resident was startled and
asked the CNA to help him/her;-CNA B stabilized the residents head while CNA A stood behind the
resident still holding onto the chair;-When repositioning residents, staff were to announce themselves to the
resident and explain to the resident what they were doing while doing it. CNA A did not do this with the
resident.During an interview on 10/15/25, at 1:11 P.M., CNA D said staff were to announce themselves to
residents and explain to them what they were doing before repositioning residents.During an interview on
10/16/25, at 2:44 P.M., LPN C said the day before the incident LPN C and the Assistant Director of Nursing
(ADON) had re-educated CNA A on slowing down and being gentle when providing cares to residents.-No
other staff had reported any concerns regarding the care that CNA A provided to During an interview on
10/15/25, at 1:20 P.M., Registered Nurse (RN) E said staff were to always announce themselves to
residents before providing any care.During an interview on 10/15/25, at 1:26 P.M., the ADON said the
following:-The day prior to the resident's fall it had been reported that CNA A moved too quick with
residents;-On 10/08/25, the ADON and LPN C met with CNA A and re-educated CNA A on taking his/her
time while providing cares to residents and all other tasks.During an interview on 10/15/25, at 3:07 P.M., the
Administrator said the following: -Staff reported to her after the incident with the resident that CNA A
worked too with residents;-The Administrator did not believe that the CNA intentionally meant to hurt the
resident;-CNA A had not completed new employee training in the system and there were no documented
skills competency reviews for CNA A. During an interview on 10/15/25, at 3:22 P.M., the Director of Nursing
(DON)
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said the following: -The facility had a nurse educator that completed skills checks with employees;-The only
concern regarding CNA A that the DON was aware of was that CNA A was unmotivated at times.During an
interview on 10/15/25, at 4:55 P.M., the facility physician said the following:-The physician felt that CNA A
had rushed with the resident;-The physician would expect staff to have training on properly repositioning
residents.During an interview on 10/15/25, at 4:55 P.M., the Nurse Practitioner (NP) said staff should

complete new employee training with management and the on-line system. The facility had a nurse
educator who does skills competencies with employees.Complaint Number 2640366
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