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 Complaint Investigation:

 2172621/IL132901 -F689 cited

 

F 689 Free of Accident Hazards/Supervision/Devices
CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.
The facility must ensure that -
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents.
This REQUIREMENT  is not met as evidenced 
by:

F 689 4/26/21
SS=G

 Based on interview and record review the facility 
failed to ensure that a gait belt was used during a 
resident's transfer and while assisting the 
resident to stand, to promote resident safety.

This applies to 1 of 3 residents (R1) reviewed for 
incident of fall with injury.

This failure resulted in R1 sustaining a fall while 
being assisted by a staff which resulted in 
hospitalization due to proximal left femoral 
fracture.

Findings include:

R1 has multiple diagnoses which included 
hemiplegia and hemiparesis following cerebral 
infarction affecting right dominant side, atrial 
fibrillation, generalized muscle weakness, primary 
osteoporosis of the right wrist, pain in right knee, 
abnormalities of gait and mobility, long term use 

 Alden Valley Ridge Rehab & HCC
Plan of Correction and Allegation of 
Compliance

F689
483.25(d)(1)(2) Free of Accident 
Hazards/Supervision/Devices 
Submission of this Plan of Correction by 
Alden Valley Ridge Rehab & HCC is not a 
legal admission that a deficiency exists or 
that this statement of deficiencies was 
correctly cited.  In addition, preparation 
and submission of this POC does not 
constitute and admission or agreement of 
any kind by the facility of the truth of any 
facts set forth in this allegation by the 
Survey Agency.
Corrective Actions taken for those 
residents alleged to have been affected by 
the deficient practice are:
• R1 has been discharged from the 
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of anticoagulant, based on R1's medical 
diagnosis list.

R1's quarterly MDS (minimum data set) dated 
2/16/21 shows that the resident is cognitively 
intact and would require extensive assistance 
from the staff with most of her ADL (activities of 
daily living) including transfers, ambulation, toilet 
use, personal hygiene and dressing.

R1's care plan revised on 2/23/21 with a goal 
date of 5/17/21 shows that the resident is at risk 
for falls due to unsteady gait and balance, 
weakness and diagnosis of hemiplegia.

R1's initial incident reported to the State Agency 
on 4/17/21 shows that on 4/16/21 at 
approximately 2:00 PM, "During transfer from 
toilet in own room, (R1) was unable to continue to 
stand and bear weight and reported her leg gave 
out and needed to sit down right away landing on 
floor of bathroom.  Initial nurse assessment no 
injury noted.  Mild knee pain 2/10 ( 2 out of 10 on 
a scale of 0 to 10, with 0 being no pain and 10 
being severe pain) per (R1) was same as usual 
and not new.  Subsequent assessment still with 
usual mild knee discomfort but noted slight 
redness and swelling to left knee area.  MD 
(Medical Director) order for portable x-ray left hip, 
knee.  Result of x-ray left hip proximal femur 
fracture with degenerative changes.  MD order for 
transfer to ER."  

R1's final incident reported to the State Agency 
on 4/23/21 shows that on 4/16/21 at 
approximately 2:00 PM, "CNA (Certified Nursing 
Assistant) reported to nurse that during transfer 
from toilet in own room, (R1) was unable to 
continue to stand and bear weight and reported 

facility.   
• V3 was in serviced on transfer 
techniques policy to ensure gait belts are 
used unless contraindicated.
Actions taken to identify other residents 
that may have the potential to be affected 
by the same deficient practice:
• Although no other residents were 
determined to be affected, there remains 
the potential for residents to be affected 
by the alleged deficient practice.  In 
response to this potential, the facility has 
taken actions as stated below.  
The measures the facility will take to 
ensure the problem will be corrected and 
will not reoccur.
• Nurses and CNAs were in serviced on 
facility policy for Fall Management 
Program and Incidents and Accidents.
• Nurses and CNAs were in serviced on 
transfer techniques policy to ensure gait 
belts are used unless contraindicated
• Ensure fall interventions are followed 
as listed in care plan  
Quality Assurance plans to monitor facility 
performance to make sure corrections are 
achieved.
• A QA Tool was initiated by 
Administrator to ensure Director of 
Nursing and or designee are following the 
process for the following:
o Gait belts are being used unless 
contraindicated
o Fall interventions are followed as 
listed in care plan

This QA/QI tool was developed and 
initiated by the Administrator and is being 
utilized bi-weekly to monitor 
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her leg gave out.  Resident needed to sit down 
and CNA lowered resident to the floor.  RN 
(Registered Nurse) observed the resident to be 
sitting on the bathroom floor with back against the 
wall by the door.  Head to toes assessment was 
completed.  After assessment was completed.  
When RN asked resident what happened, the 
resident stated, "My leg gave out and I needed to 
sit down right away."  Resident was asked by RN 
if she had any pain.  Resident stated, 'just my 
legs."  Resident reported pain to be mild & 2/10 at 
her baseline when RN questioned.  CNA stated 
that she was in the bathroom with resident that 
time when resident's leg gave out.  According to 
CNA as resident was standing up without gait 
belt, resident stated, " I can't do this anymore."  
CNA tried to reach for the wheelchair but was 
unable to.  CNA tried to place resident back to 
toilet but was also unable to.  CNA braced 
resident and assisted her to the ground.  CNA 
observed resident sitting on her left leg while on 
the ground.  CNA positioned the resident to be 
more comfortable.  Then proceeded to call Nurse 
on duty.  Resident was placed in the bed and 
ensure resident was comfortable.  Resident 
requested for pain medication.  Tylenol was 
administered.  RN checked on resident 5-10 
minutes after incident to check for any pain and 
discomfort.  Resident complaint of mild pain and 
requested to put pillow (between) legs and did not 
expressed any concerns.  MD (Medical Doctor) 
notified and ordered X-RAY stat with results of 
proximal left femur fracture.  MD ordered to send 
resident to ER."

R1's x-ray results  dated 4/16/21 shows under the 
interpretation of the left hip, "Impacted subcapital 
fracture of proximal left femur" with the 
impression of "Proximal left femoral fracture."   

implementation of this Plan of Correction.  
The Director of Nursing or Designee will 
be responsible for ensuring the 
completion of this tool.  The results of the 
monitoring completed under this Plan of 
Correction will be submitted monthly to 
the QAPI committee for review and further 
follow up.  The QA/QI tool will continue 
until the QAPI committee deems it is no 
longer necessary.

Completion Date:  April 26, 2021
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The same x-ray results shows under the 
interpretation of the left femur, "Impacted left 
femoral fracture" with the impression of, 
"Proximal left femoral fracture."

On 4/23/21 at 2:10 PM, V3 (CNA/Certified 
Nursing Assistant) stated that on 4/16/21 at 
approximately 2:00 PM she assisted R1 to the 
bathroom.  V3 wheeled R1's wheelchair inside 
the bathroom and positioned the resident's 
wheelchair close to the toilet for R1 to reach the 
grab bar on the wall.  R1 stood up using the grab 
bar.  According to V3, while R1 was holding on to 
the grab bar, she moved the resident's 
wheelchair away from the resident and place it 
outside of the bathroom door.  V3 then pulled 
down R1's pants and disposable brief and 
assisted the resident to sit on the toilet.  V3 stated 
that while R1 was sitting on the toilet, she cleaned 
the resident's left thigh area because there was 
some fecal matter.  After R1 finished using the 
toilet, R1 stood up by holding on to the grab bar 
(located on the right side of the toilet).  According 
to V3, while R1 was standing and holding on to 
the grab bar she started cleaning R1 using the 
disposable wipes, then she put on a clean 
disposable brief for the resident.  V3 stated that 
she secured the left side of R1's disposable brief 
first, then proceeded to fasten the right side and it 
was during that moment when R1 told her, "I can't 
do this anymore" which according to V3 meant 
that R1 cannot stand up anymore.  V3 stated that 
it was after that statement from R1 that she 
noticed the resident losing her grip from the grab 
bar and her knees were bent as she was going 
down in a backward motion.  According to V3, 
because she was positioned closer to R1's right 
side, she held R1's right arm with her right hand 
and placed her left leg on R1's back area to sit 
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the resident down.  V3 stated that when R1 was 
on her buttocks on the floor she noticed that R1's 
right leg was in a straight position parallel to the 
floor, while R1 was sitting on her left leg.  
According to V3, R1's position looked 
uncomfortable so, she assisted R1 in 
repositioning her left leg by straightening the 
resident's left leg parallel to the floor.  V3 stated 
that R1 did not complain of pain.  After 
repositioning R1, she (V3) went out of R1's room 
to call the nurse.  V3 stated that V4 (nurse) came 
in and saw R1 on the bathroom floor.  R1 kept on 
saying, "I need help" and that she wanted to go 
back to bed.  According to V3, V4, another CNA 
and herself transferred R1 to bed using a full 
body mechanical lift.  V3 stated that during the 
application of the lift sling and during the transfer 
process, R1 did not complain of pain.  V3 stated 
that around 2:20 PM, after R1 was transferred in 
bed, she left the resident's room because V4 was 
in the room with R1.  V3 stated that at around 
2:50 PM, she went back to checked on R1 and 
according to the resident, she was "alright."  
During the same interview V3 was asked if she is 
the regular CNA for R1.  V3 responded that she is 
a floater and that she has taken care of R1 prior 
to 4/16/21.  V3 was asked how she would know 
what type of assistance R1 need during transfer, 
ambulation, and toilet use.  V3 responded that 
she would normally ask the nurse but with 
regards to R1 she did not ask because R1 has a 
card posted on her wall that gives instructions 
with regards to R1's care.  According to V3 the 
posted card indicated that R1 needed one-person 
assistance during transfer, ambulation, and toilet 
use, but it did not indicate what device to use 
during the transfer/assistance.  V3 was asked if 
she used a gait belt on 4/16/21 to transfer R1, 
when she assisted R1 on and off the toilet, and 
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when R1 was standing and holding on to the grab 
bar during perineal care.  V3 responded, "no" 
because "she (R1) does not necessarily need the 
gait belt."   According to V3, on 4/16/21 she had a 
gait belt inside her pocket when she transferred 
and toileted R1, however she did not use it to 
assist R1 because she did not feel that the 
resident needed it.  V3 further stated that she had 
received training with regards to gait belt usage 
and was told during the training to use the gait 
belt as needed, when the staff feel that the 
resident is not strong enough or when the 
resident had history of fall.  V3 was asked if she 
noticed any weakness on R1's body prior to 
assisting R1 to the toilet.  V3 responded that R1 
has weakness in her leg but she was not certain 
which leg it was.

On 4/23/21 at 3:29 PM, V5 (Physical Therapist) 
stated that based on the discharge physical 
therapy notes, R1 received physical therapy 
services at the facility from 2/3/21 through 
2/23/21.  V5 stated that when R1 was discharged 
from physical therapy on 2/23/21, it was 
documented on the therapy notes that the 
resident has chronic right knee pain and would 
require assistance from the staff during transfers 
due to unsteadiness.  According to V5, the 
discharge therapy notes documented that R1 can 
stand with support between 1 to 3 minutes, but 
her standing tolerance can decrease due to pain 
in the right knee, therefore R1 needed assistance 
from the staff during transfers, ambulation and 
during sit to stand with the use of the gait belt.  V5 
stated that in general, all nursing staff (CNAs and 
nurses) and therapist must use a gait belt on any 
resident during manual transfers, ambulation and 
during sit to stand  with 1 or 2 staff assistance, to 
ensure the safety of the resident.  According to 
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V5, the gait belt is used to protect the resident.  
V5 further stated that proper use of the gait belt 
provides safety in case the resident feels weak, 
the staff would be able to hold on the gait belt to 
prevent any risk of fall and could lessen the 
impact of injury to a resident.  

The facility's gait belt/transfer belt policy and 
procedure dated 9/2020 shows under policy, "To 
assist with a transfer or ambulation.  A gait belt 
will be used with weight bearing residents who 
require hands on assistance."

On 4/24/21 at 5:54 PM, V7 (Physician) was 
informed that based on R1's records, the resident 
was sent to the hospital on 4/16/21 for further 
evaluation and treatment because the result of 
R1's x-ray showed that the resident's left hip had 
an impacted subcapital fracture of proximal left 
femur and the resident's left femur had an 
impacted left femoral fracture.  V7 stated that 
based on the x-ray result R1 did not have a 
spontaneous fracture but instead had a low or 
high-level impact that caused the impacted 
fracture.  According to V7 the only reason he 
could think that  caused the impacted fracture 
was from a fall.  V7 was asked if the staff should 
have used a gait belt when R1 was being 
assisted during standing and during transfer on 
4/16/21.  V7 responded, "If the physical therapist 
says the resident needs a gait belt, it should be 
followed, because they are the profession with 
regards to that."
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