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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to provide an accident free environment for one of
 one sampled residents (1). This failure had the potential for Resident 1 to sustain injuries. Findings: Resident 1 was
 admitted   to the facility with [DIAGNOSES REDACTED]. Record. A report of an injury of unknown origin was received in the
 department on 1/3/19 at 1:41 P.M. An unannounced visit to the facility was conducted on 1/12/19 at 8 A.M. An interview was
 conducted with the Director of Nursing (DON) on 1/12/19 at 8:41 A.M. The DON stated that during the night, Resident 1
 needed to be changed and was noted to be crying. A licensed nurse (LN) 1 assessed the resident and there was swelling and
 bruising to the left ankle. An x-ray report, dated, 1/31/9, indicated a complex [MEDICAL CONDITION] tibia and fibula
 (left). An interview was conducted with the Social Services Director (SSD) on 1/12/19 at 9:35 A.M. The SSD stated that
 during the night, during care, Resident 1 was crying and noted to have swelling and bruising of the left ankle; there was
 no fall, no other bruising or marks. Certified nursing assistant (CNA)1 was not available for interview. CNA 1 was on
 suspension pending the facility investigation. A review of Resident 1's Minimal Data Set (MDS- an assessment tool), Section G:
Functional Status, dated, 12/25/18, indicated: .Transfer-how resident moves from wheelchair-bed: total dependence (level 4); Support
needed: Two+ persons physical assist . A review of the facility's document, dated 1/8/19, titled Investigation
 Notice, indicated: .CNA 1 lifted Resident from her wheelchair (unassisted) into bed . and rolled the resident from
 side-side A joint interview was conducted with the DON and the Administrator (admin). The Admin stated, We think it (the
 fracture) happened during the transfer/turning . No policy was available
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