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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 a safe transfer from the bed to the
 shower gurney for one of two sampled residents (Resident 1). This deficient practice resulted in the fall of Resident 1 who sustained a
fracture (break on the bone) on the right lower leg.   Findings:  A review of the face sheet indicated Resident 1 was admitted to the
facility on [DATE], with [DIAGNOSES REDACTED].   A review of the Minimum Data Set (an assessment and
 care planning tool), dated 10/22/19, indicated under functional status, bed mobility and transfers, Resident 1 was totally
 dependent and required two or more persons' for physical assist.  A review of Respiratory Therapist 2's (RT 2) signed
 statement, dated 1/16/20, indicated RT 2 saw Resident 1 on the floor with Certified Nursing Assistant 2 (CNA 2) standing by
Resident 1's feet, and a student nurse by the head of Resident 1. The signed document indicated RT 2 was not made aware of
 Resident 1 going to shower so RT 2 could have assisted with the transfer or shower. It was further documented that the
 protocol for the facility was for CNA 2 to inform RT 2 when Resident 1 was going to shower.   A review of the Resident 1's
 right knee two view x-ray (imaging of the bones), dated 1/22/20, indicated a displaced proximal tibia and fibula fractures
 (break on both bones on the right lower leg).   During an observation of morning care rendered to Resident 1, on 1/31/20 at 10:53
AM, Resident 1 was observed wearing a facility gown, with a flow by oxygen (major ways of administering a
 concentrated life sustaining element in the air via High Humidity or moist air to resident) through a [MEDICAL CONDITION]
 (tube inserted on the front of the neck for breathing), and with a cast on the right lower leg. Licensed Vocational Nurse 1 (LVN 1)
and CNA 1 were providing morning care.  During an interview, on 1/31/20 at 11 AM, CNA 1 stated Resident 1 had a
 cast on the right lower leg and stated it should be two staff doing the care. CNA 1 added he needed another staff to assist him with the
changing of the position of Resident 1 while in bed and transferring Resident 1 out of the bed. CNA 1 further
 added a respiratory technician must be there to connect and disconnect the oxygen during transfers.  During an interview
 with Sub Acute Coordinator (SAC) on 1/31/20 at 11:13 AM, SAC stated she was in-charge of investigating the fall of Resident 1 on
1/16/20. The SAC stated the investigation concluded CNA 2 transferred Resident 1 through a mechanical lift from the
 bed to the shower gurney by himself, and CNA 2 did not check if the shower gurney side rails were locked and secured. As
 CNA 2 was putting away the mechanical lift, when Resident 1 started to kick and move, and the side rails went down. This
 led to Resident 1 falling on the side of the gurney were the side rails went down, opposite side from CNA 2. The SAC added
 respiratory technicians were needed in transferring Resident 1 for showers. This must be coordinated by the CNA with the
 respiratory technician assigned.   During an interview, on 1/31/20 at 11:52 AM, Respiratory Therapist 1 (RT 1) stated
 respiratory therapists were requested when residents were to be transferred from bed to shower gurney. RT 1 added
 respiratory therapists were responsible for connecting and disconnecting residents from oxygen.   During an interview, on
 1/31/20 at 1:35 PM, the Director of Staff Development (DSD) stated and confirmed CNA 2 did not ask for assistance when
 transferring Resident 1 from the bed to the shower gurney through a mechanical lift. The DSD added CNA 2 failed to abide
 with the safe work standard (2-man assist practice while transferring for residents with [MEDICAL CONDITION]).  A review of the
facility policy and procedures titled, Transfer, revised 7/1/15, indicated safe and secure mechanical lift transfers
 may require the help on one, two, or three caregivers depending of the resident's condition.
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