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or potential for actual harm
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

47419

Based on record review and interviews the facility failed to ensure a resident received the required transfer 
assistance for 1 of 2 residents reviewed for accident hazards. (Resident E)

Finding includes:

The record for Resident E was reviewed on 6/24/24 at 1:41 P.M. Resident E's diagnoses, included but were 
not limited to: cerebrovascular accident and osteoporosis. 

The Admission Minimum Data Set (MDS) assessment, dated 5/29/24, indicated Resident E's cognition was 
moderately impaired and she was dependent on staff to complete all activities of daily living (ADLs) including 
transfers. 

A care plan for Resident E, dated 5/23/24, indicated the resident had a self care deficit related to right side 
hemiparesis and staff were to transfer the resident with the extensive assistance of 2 staff members.

During an interview on 6/24/24 at 1:53 P.M., Resident E's family member indicated during her visit on 6/6/24, 
the resident told her she had fallen and her leg was injured. 

During an interview on 6/24/24 at 1:42 P.M., the DON indicated during the investigation of the incident 
regarding a potential fall for Resident E and leg injury, all staff who had cared for Resident E on 6/6/2024 
were interviewed and no one was aware and/or had witnessed any falls for Resident E. However, a CNA 
reported she had transferred the resident without any assistance from another staff person. 

An x-ray was completed on 6/8/24 for Resident E and indicated the resident had a non-displaced fracture of 
the right tibia and fibula. The Nursing Progress notes, dated 6/8/24, indicated the resident's family member 
was notified of the fracture, the resident was sent to the emergency room for an evaluation and was later 
admitted to the hospital.
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During an interview on 6/25/24 at 11:54 A.M., CNA 3 indicated when she received her assignments for her 
shift she checked the computer for any care information for her residents. There was a Resident Care 
Summary posted on the inside of the resident's closet doors. If a resident required a 2 person transfer, she 
would ask a co-worker for help. If another CNA was not available she would ask the nurse or a staff member 
from a nearby unit for help. CNA 3, when asked directly why she had transferred Resident E by herself 
previously, gave no reason for the incorrect transfer. CNA 3 kept repeated the above information regarding 
where she obtained resident information regarding the care needs of her assigned residents.

During an interview on 6/25/24 at 11:32 A.M., the DON indicated the facility did not have a policy regarding 
following resident's plan of care. She initiated there had not been any other issues or resident injuries 
reported regarding CNA 3 not following the plans of care.

This citation relates to complaint IN00436381.
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