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F 000 INITIAL COMMENTS F 000

 A complaint health survey for compliance with 42 

CFR Part 483, Subpart B, requirements for Long 

Term Care facilities was conducted from 8/27/24 

through 8/28/24. The area surveyed was accident 

hazards related to a major injury resulting from a 

resident falling out of a wheelchair. Avera Mother 

Joseph Manor Retirement Community was found 

to have past non-compliance at F689.

 

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

SS=G

 Based on South Dakota Department of Health 

(SD DOH) facility-reported incident (FRI) review, 

observation, interview, record review, and policy 

review, the provider failed to ensure the safety of 

one of one sampled resident (1) who fell from his 

wheelchair while being pushed by facility staff . 

Failure to use wheelchair pedals may have 

contributed to resident 1's fall. This citation is 

considered past noncompliance based on the 

corrective actions the provider implemented 

immediately after the incident.

Findings include:

1. Review of the provider's 7/26/24 SD DOH FRI 

report revealed:

*On 7/26/24, occupational therapy assistant 

 Past noncompliance:  no plan of 

correction required.
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F 689 Continued From page 1 F 689

(OTA) C was wheeling the resident back to his 

room. The resident was holding his feet off the 

floor; wheelchair pedals were not attached to 

wheelchair. During the transport, resident 1's feet 

dropped to the floor, causing him to fall forward 

out of the wheelchair. 

*He hit his head on the floor during the fall, 

causing a laceration and bleeding.

*He was evaluated in the emergency department 

at the local hospital.

*A chest X-ray revealed he had multiple left side 

rib fractures.

 

Interview on 8/28/24 at 8:44 a.m. with director of 

nursing (DON) B revealed:

*After the 7/26/24 fall, resident 1's care plan had 

been updated to always use foot pedals when 

transporting him in the wheelchair.

*A trial was conducted with foot pedal bags 

attached to resident's wheelchair instead of 

keeping foot pedals in the resident's closet, 

making foot pedals easily accessible when 

needed.

*The trial was successful, and they ordered foot 

pedal bags for all wheelchairs.

Review of employee education records revealed 

staff had been educated on topics related to safe 

resident transport and workplace safety as part of 

the provider's annual education for all employees 

reviewed.

The provider implemented actions to ensure that 

the deficient practice does not reoccur. That was 

confirmed on 8/28/24 after record review revealed 

that resident 1's care plan was updated to always 

have foot pedals on his wheelchair when 

transporting, education had been provided to 

employees regarding safe resident transport and 
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workplace safety, and staff were able to verbalize 

when wheelchair pedals should be used during 

transports.

Based on the above information, non-compliance 

at F689 occurred on 7/26/24, and based on the 

provider's implemented corrective actions, the 

deficient practice confirmed on 8/28/24, the 

non-compliance is considered past 

non-compliance.
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