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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** The facility
documented a census of 52 residents. The sample included three residents. Based on observation, record
review and interview, the facility failed to ensure a safe environment free from preventable accidents when
staff turned cognitively impaired Resident (R) 1 and her wheelchair into her bed on 02/01/26, causing R1 to
hit her left knee on the bed frame and R1 cried out in pain that staff broke her knee. The direct care staff
decided to hug transfer R1 to bed without help from another direct care staff and R1 screamed they broke
my [expletive] knee. R1 was dependent on staff for transfers and mobility in her wheelchair. The direct care
staff informed the Nurse on 02/01/26 of the increased pain to R1's left lower extremity. On 02/03/26 the staff
reported the bruising and an x-ray revealed R1 had an oblique fracture (a type of bone break where the
fracture line runs at an angle, and are often caused by rotational force or sudden, direct force when the
bone is hit from an angle) to her proximal tibia (the upper, wider end of the shinbone) and proximal fibula
(the upper end of the bone located on the outer side of the lower leg), which was not present on R1's
10/20/25 left knee x-ray. The deficient practice caused R1 to have increased pain and discomfort, not fully
addressed for two days (once bruising appeared), for a potentially pre-existing leg fracture for dependent
resident R1.Findings included:- R1's Electronic Medical Record (EMR) documented diagnoses of
unspecified dementia (progressive mental disorder characterized by failing memory, confusion),
generalized muscle weakness, need for assistance with personal care, history of falling, and other reduced
mobilitThe Quarterly Minimum Data Set (MDS) dated [DATE], documented R1 had a Brief Interview for
Mental Status (BIMS) score of four which indicated severe cognitive impairment. The MDS documented R1
used a wheelchair and was dependent on staff to wheel at least 50 feet and make two turns. The MDS
documented R1 had substantial to maximal assistance from staff for tub or shower transfers, toilet
transfers, lying to sitting on side of bed, transition from sit to lying position, bed mobility, dressing, and
personal hygiene. The MDS documented R1 was dependent on staff for toileting hygiene, showers and
bathing, moving from seated to standing position, and chair to bed transfers.The Functional Abilities
(Self-Care and Mobility) Care Area Assessment (CAA) dated 09/21/25, documented R1 admitted to the
facility for rehabilitation after a fall. The CAA documented R1 was alert with moderate episodes of
confusion. The CAA documented R1 required staff assistance of one with Activities of Daily Living (ADL)
but due to R1's advanced dementia, two staff provided care most of the time.R1's 09/22/25 Care Plan
documented R1 had impaired cognitive function, dementia or impaired thought processes related to
dementia. The Care Plan documented R1 required supervision and assistance with all decision
making.R1's 09/17/25 Care Plan documented R1 had ADL self-care performance deficit related to fatigue,
and impaired balance. The Care Plan documented the following interventions:09/17/25 - R1 required two
staff participation to reposition and turn in bed.09/17/25 - R1 required skin inspection as ordered. The
intervention directed staff to observe for redness, open areas, scratches, cuts, bruises and
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report changes to the nursA Nursing Progress Note dated 10/19/25 at 06:29 PM, documented R1's left
knee appeared swollen. The note documented that R1's leg was not red or hot to touch. The note further
documented R1 did complain of pain to the knee when bearing weight. The note documented NP was
notified and staff received an order for a Medrol (medication used to treat various acute inflammation, and
severe arthritis) dose pack and to obtain an x-ray.A Patient Report dated 10/20/25, documented the results
of an x-ray which indicated no fracture to R1's left knee.A Nursing Progress Note entered by Licensed
Nurse (LN) G was marked as a late entry, had an effective date of 02/01/26 at 09:00 PM and a created date
of 02/04/26 at 10:22 AM. The note documented R1 refused all medication at that time, including pain
medication. The note documented R1 stated she did not need it. The note documented that LN G educated
R1 that her pain could increase if pain medication was not taken and encouraged R1 to take the
medication. The note further documented R1 continued to refuse and stated if she was in pain in the
morning she would take it.A Patient Report dated 02/03/26, documented the results of an x-ray of R1's left
knee. The report documented R1 had an oblique fracture deformity of the proximal tibia and proximal fibula
present. The report documented R1 had soft tissue swelling. The report documented R1 had
age-indeterminate fractures involving the tibia and fibula proximalA Nursing Note dated 02/03/26,
documented the facility received R1's x-ray results and sent the results to the NP. The note documented
new orders for R1 for a lidocaine patch 4% (used to treat localized pain) applied daily and removed at night.
The note further documented orders to immobilize R1's leg, change R1 to non-weight bearing, and directed
staff to make a STAT (immediately) follow up appointment with orthopedic.A Nursing Progress Note dated
02/04/26 at 10:40 AM, documented the nurse contacted the nurse practitioner (NP) in relation to R1's
increased pain to her bilateral lower extremity (BLE). The note documented an order to increase Tramadol
(medication used to treat moderate to moderately severe pain) from 25 milligrams (mg) three times a day to
Tramadol 50 mg three times a day for R1.A document from an orthopedic clinic with a handwritten date of
02/05/26, documented R1's reason for visit was left knee pain. The document recorded under findings R1's
x-ray showed a nondisplaced (a fracture where the bones remain properly aligned and have not moved out
of their normal position) tibial metaphysis (the narrow, neck-like region of a long bone) fracture with
proximal fibula fracture. The document recorded under recommendations: pain control, ice and elevate left
lower extremity, non-weight bearing left lower extremity, apply hinged knee brace with brace locked in
extension, physical and occupation therapy, and follow up outpatient in two weeks for repeat x-ray.A
Progress Notes entry dated 02/05/26 at 07:00 AM, documented R1 reported persistent left knee pain with
inability to bear weight and significant limitation in mobility. The note documented the pain began several
days prior and R1 had required ongoing analgesia. R1 continued to need staff assistance for repositioning
of the left leg due to pain. The note further documented R1 was evaluated by orthopedics on 02/05/26 for
further management of R1's known fracture. The note documented R1 had a fracture of the proximal left
tibia and fibula, that was age indeterminate and confirmed on X-ray. The note further documented the
fracture was likely contributing to acute pain and immobility. The note documented R1 had increased
fracture risk given osteopenia (loss of bone density which weakens the bone) and osteoporosis (abnormal
loss of bone density and deterioration of bone tissue with an increased fracture risk).A Nursing Progress
Note dated 02/05/26, documented R1 arrived back from her orthopedic appointment for left knee due to
pain and swelling. The note further documented the progress note received recorded the x-ray showed a
nondisplaced metaphysis fracture with proximal fibula fracture.An investigation document provided by the
facility, dated 02/06/26 with a CP number of 2735200, documented R1 admitted on [DATE] and had
dementia and osteoarthritis (degenerative joint disease, primarily causing
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cartilage to break down, resulting in pain, swelling, and reduced mobility). The investigation documented R1
complained of increased pain to BLE on 02/03/26. The investigation further documented nursing assessed
R1 and noted a slight darkening of the skin below R1's left knee, with resident responding with indications
of pain to touch, equally on both extremities. The investigation documented an order for an x-ray with
results of an oblique fracture, unable to determine age. The investigation documented Administrative Nurse
E reported the location of the bruising was consistent with the height of R1's shins when R1 wheeled up to
her bed. The investigation noted Administrative Nurse D reported she received a call from the orthopedic
office and informed that the fracture was believed to be preexisting, not new in nature, and likely occurred
as a result of a fall prior to the resident's admission to the facility.A notarized witness statement, dated
02/04/26, for LN H documented on 02/03/26 at approximately 08:00 AM she was notified by a Certified
Nurse Aide (CNA) of a bruise to R1's lower leg. The statement documented LN H assessed R1 and
observed bruising below R1's left knee. The witness statement further documented facial grimacing and
yelling was observed upon palpation of R1's lower leg. LN H documented that she notified the NP in the
facility about the bruise and increased pain. LN H's witness statement documented a verbal order was
received from the NP for an x-ray of R1's left knee due to increased pain.A notarized witness statement,
dated 02/06/26, for Administrative Nurse E documented R1's bed was at a consistent height with R1's shins
when R1 wheeled up to her bed.A notarized witness statement, dated 02/06/26, for Administrative Nurse D
documented R1 attended an ortho appointment in regard to the bruise to her LLE and follow up x-ray
indicating a fracture. Administrative Nurse D's witness statement documented she received a phone call
from the ortho office requesting further medical information and current medications. Administrative Nurse
D documented during the discussion with the medical staff, she was informed they felt the fracture occurred
during R1's fall just previous to her original admission to the hospital and the facility. Administrative Nurse D
documented the ortho clinic staff did not feel the fracture was new. Administrative Nurse D further
documented she was told a written explanation would be faxed to the facility in a few days. Administrative
Nurse D further documented she spoke to the ortho clinic staff about pain control and a leg brace for R1 to
wear for two weeks. Treatment plan would be reassessed at a follow up appointment.A notarized witness
statement, dated 02/06/26, for CNA M documented she and CNA N were putting R1 into bed. CNA M
documented R1 was resistant and hitting so they decided to arm and arm R1 while getting her in bed. CNA
M documented the way R1's wheelchair was positioned; they could not get R1 in bed. CNA M documented
CNA N swung R1's wheelchair toward R1's bed frame to turn her. She documented, while CNA N was
turning the wheelchair, R1's left leg was stuck behind her right leg, and R1 hit her left knee on the bed
frame. CNA M documented she told CNA N to hold on and they pulled R1 out and they repositioned R1's
wheelchair into a better spot. CNA M documented CNA N decided to hug R1 and put R1 in bed without
CNA M's help. CNA M documented R1 cried out after that they broke her [expletive] knee. CNA M
documented they let the nurse know R1 had cried out in pain.On 02/16/26 at 05:15 PM R1 sat in a
wheelchair, at a table in the dining room, eating dinner. R1's left leg was elevated out in front of her, in the
wheelchair, and had a leg brace on her left leg.On 02/16/26 at 03:05 PM Administrative Nurse D stated R1
was sent out to an ortho (orthopedic/bone specialist) appointment due to the fracture. Administrative Nurse
D stated she spoke to the nurse at the ortho clinic and was told the doctor felt it was an old fracture that
had not healed well. She stated they recommended a brace for two weeks and R1 would follow up. She
stated the facility was supposed to get a more detailed note saying as such, but the facility had not received
it at this time. She stated one of the CNAs did come to report to her R1 hit her leg on the bed frame. She
stated the CNAs did report to her
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about R1 bumping her leg after, and she told them to make sure to report instances like that in the future
when they happen. Administrative Nurse D said she believed the oblique fracture was from twisting and
said she thought it would have lined up more with R1's previous fall as well as the doctor reporting it may
have been an older fracture. She stated R1 did have a fall prior to admission to the facility. She stated R1
has had pain in her legs since arriving in the facility. Administrative Nurse D further stated R1 reported pain
in both legs when she went in to assess her and touched each one of them. She stated R1 did have some
swelling in her legs and could not communicate well enough to say what was happening in detail.On
02/16/26 at 03:25 PM CNA M stated she was working with another CNA to help put R1 to bed on 02/01/26.
She stated R1 was fighting with staff, she had CNA N come assist. She stated CNA N was usually good
about calming R1 down when she was upset. CNA M stated R1 would not go for the attempt to calm her
down, so they decided to try and move R1 into the bed. CNA M stated R1's wheelchair was in a weird
position, so CNA N went to pull R1's wheelchair around and R1's knee bumped into the bed. CNA M stated
R1's left leg was behind her right leg. CNA M demonstrated the seated position. CNA M's left foot and lower
shin were placed at an angle behind her right lower leg. Her left knee leaned to the left side of her body. Her
right foot was placed on the floor with her right knee pointing forward. This position placed CNA M ‘s left leg
at an angle. As CNA M demonstrated the leg placement, she stated that was how R1's legs were placed
when R1's left knee hit the bed. CNA M stated when R1's knee hit the bed, R1 screamed and hollered that
staff broke her knee. She stated R1 yelled and cussed but did not scream out in pain until after she had hit
her knee. CNA M stated it did not seem like R1 hit the bed very hard, and she stated there did not appear
to be any ill intent from the staff. She stated R1's bed frame lined up with the area she had the bruise in.
CNA M stated R1 had complained of pain in her legs before and her saying she had pain was not anything
new for her. CNA M stated they told the nurse about R1's leg bumping into the bed and her reported pain.
She stated R1 required staff assistance to propel in her wheelchair. She stated she has never known R1 to
get around in her wheelchair on her own and has always required staff assistance to do so.On 02/16/26 at
05:39 PM LN G stated she was told on the morning of 02/02/26 that R1 had bumped her leg on the bed
frame while staff attempted to assist her to bed. LN G stated the CNA she worked with that day had told her
what had happened. LN G stated she went down to assess R1 and did not see any redness, or bruising at
that time. LN G stated R1 was normally in pain but did not seem to be in any more pain than normal when
she assessed her. Stated R1 does have a history of refusing pain medications 2-3 times per week. She
stated nothing stood out as R1 being in worse condition when she saw her and thought R1 was at her
baseline. LN G stated R1 was dependent on staff to get around in her wheelchair. She stated R1 could
maybe move a couple of feet on her own, but could not move very far, in general, without staff assistance.
She said she had witnessed R1 trying to pull or push herself from the dining room table, but she had never
seen R1 try to get herself into bed or attempt to self-transfer. She stated she was unaware if R1 had
received any x-rays in the past while in the facility related to her leg pain.On 02/16/26 at 06:11 PM
conducted joint interview with Administrative Staff A, Administrative Nurse D, and Administrative Nurse E.
Administrative Nurse E stated R1 had received an order for an x-ray for her left knee on 10/19/25. She
stated there was no evidence of a fracture found in the results of that x-ray. Administrative Nurse E stated
the recent x-ray did mention R1 had some demineralization and osteopenia. Administrative Nurse D stated
the ortho doctor had stated the fracture likely may not have shown in the x-ray ordered on 10/19/25. The
three stated R1 did not have increased pain but did have some bruising show up later. They stated the
bruising was why they decided to get an order for the x-ray and not for increased pain. Administrative Nurse
D
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stated she worked one night shift, after the resident's knee was bumped on the bed frame, from 02:00 AM
to 06:00 AM and R1 did not report increased pain at that time. Administrative Nurse D stated since it was
an oblique fracture, there was no way it was caused by R1 bumping her leg on the bed frame. She stated
that was another reason why the facility believed it was an old fracture as well. Administrative Nurse D
stated LN H found the bruising on 02/03/26 and that was when they decided to get an order for the x-ray.
They stated they were waiting for a detailed report from the ortho doctor, but they did not have it at this
time.On 02/18/26 at 03:55 PM, Administrative Nurse D provided an Orthopedic Clinic Note for R1 with an
encounter date of 02/05/26. The note documented R1 presented to the clinic for evaluation of left knee
pain. The note documented, under the plan section, the provider attempted to have a discussion with
R1regarding her left knee pain, her x-ray findings, and her history. The note documented R1 seemed
confused and was unclear whether this was her baseline or not. The note further documented the facility
was contacted for further history, and although the exact mechanism and timing of the fracture was unclear,
there were some acute findings visualized on the x-rays from 02/03/26 and the x-rays obtained today
(02/05/26). The note documented the acute findings included well-defined fracture lines and notably absent
evidence of healing. The note documented based on this, the clinic would treat the fracture as acute (a
sudden broken or cracked bone resulting from a specific, immediate injury) versus subacute (a bone injury
in the process of healing, typically occurring roughly five days to several weeks after the initial trauma). The
facility's F 689 Accidents policy with an effective date of 10/2025, documented the facility strives to make
the environment as free from accident hazards as possible. Resident safety and supervision and assistance
to prevent accidents are facility-wide priorities. Our resident-oriented approach to safety addresses safety
and accident hazards for individual residents. The facility-oriented and resident-oriented approaches to
safety are used together to implement a systems approach to safety, which considers the hazards identified
in the environment and individual resident risk factors, and then adjusts interventions accordingly.
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