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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34275

Residents Affected - Few This citation pertains to Intake# MI00150024

Based on observation, interview and record review the facility failed to ensure a resident was turned properly
per their needs to prevent accidents and ensure they were fully assessed following the accident for one
(R702) of three residents reviewed for falls/accidents. Findings include:

A complaint was filed with the State Agency (SA) that alleged the staff was turning R702 and they hit their
head against the wall.

On 3/4/25 at approximately 10:03 AM, R702 was observed lying in bed. The resident was alert and able to
answer questions asked. When asked about the incident that occurred on or about 1/28/25, R702 reported
that one Certified Nursing Assistant (CNA) pushed them against the wall when they were changing them and
they hit their head. R702 further reported that the CNA pushed again and they hit their head a second time.
The resident noted that they did not believe the CNA intended to hurt them, it was just that they should have
used a second person to help. R702 could not recall the name of the CNA but was able to describe what
they looked like and noted that the CNA is not allowed to care for them anymore. Further, R702 stated going
forward they will make sure that they hold onto a large stuffed animal to ensure they protect their head.

A review of the Incident/Accident (IA) report provided by the facility documented, in part, the following: .
Investigation Summary .On 1/28/25 the administrator was made aware of an incident with respect to R702.
Resident alleges staff member assigned hit her head on the wall .The administrator interviewed R702 .
resident stated while have <care> provided, the staff member upon turning her hit her head against the wall
on purpose .when asked if she <inform> the staff member that she hit her head against the wall the resident
replied yes The Administrator interviewed the assigned staff member regarding this alleged incident. Per the
staff member, she stated she had provided care to the resident without injury noted. Upon providing care to
her roommate, she could hear R702 saying my head hurts. She said, | think you hit my head when you
turned me over .Investigation Conclusion: .After completion of this investigation, the facility was able to
determine the resident complained of a headache .the resident has a lot of items on her bed .bed is against
the wall and turning the resident was evident of the potential for the staff member to have hit her head
unintentional .One to One Inservice Record: Staff Name (CNA H) .Topic of Discussion . Providing care
related to the POC (plan of care) .Employee will be able to follow the plan of care to provide care without
injury .
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F 0689

Level of Harm - Minimal harm or
potential for actual harm

Residents Affected - Few

A review of R702's clinical record revealed the resident was initially admitted to the facility on [DATE] with
diagnoses that included: limitation of activities due to disability, weakness, and acquired absence of left leg
below knee. A review of the residents most recent Minimum Data Set (MDS) revealed the resident had Brief
Interview for Mental Status (BIMS) score of 13/15 (intact cognition).

Continued review of R702's clinical record revealed the following:

Care Plan: Focus: R702 has a functional ability deficit and requires assistance with self-care and mobility
(4/13/23) Intervention:Bed Mobility: Resident requires total assistance <of> times two people to reposition
and turn in bed (4/17/23) .Transfer: Resident requires Hoyer lift assistance with transfers with two person
assist to operate the Hoyer lift .

eMar(electronic medication administration record)Medication (1/28/25): Res c/o (complains of) headache.

Social Services Note (1/28/25): SW (social worker) met with R702 today to follow-up on care concern that
she reported to the nurse yesterday. [R702] informed SW what transpired last night with her CNA .SW asked
[R702] if she felt safe at the facility. [R702] stated, | don't know whether | do or not .

*Attempts were made to locate additional notes and assessments pertaining to the accident that occurred on
1/28/25 and possible 1/27/25 as the SW notes refers to concerns on 1/27/25. None were noted in the
electronic clinical record.

On 3/4/25 at approximately 2:11 PM, a phone interview was conducted with CNA H. CNA H reported that
they are a part-time worker at the facility and usually work every other weekend. CNA H was queried as to
the incident involving R702. CNA H reported that they turned the resident on their side during care and they
then went over to assist R702's roommate with care and heard R702 complaining that their head hurt as they
were turned into the wall. CNA H noted that they told Nurse I. When asked if R702 was a one person or
two-person assist, CNA H noted they were a one person assist. When asked how they determined residents,
including R702's, bed mobility and transfer status, they noted that they just go based on resident
observation. CNA H was asked about the in-service they received and noted that they could not recall
specifically, but stated it had something to do with turning and repositioning.

On 3/4/25 at approximately 2:13 PM, an attempt was made to contact Nurse | via the phone. A voice
message was left. No return call was received prior to the end of the Survey.

On 3/5/25 at approximately 8:33 AM, an interview and record review were conduced with the Administrator
and the Director of Nursing (DON) regarding R702. Both the Administrator and DON were asked as to the
R702's transfer and bed mobility status. The Administrator noted that they investigated the incident involving
the resident hitting their head to ensure the resident was not abused but did not fully address their bed
mobility/transfer status/assessments. When asked as to the facility protocol regarding an assessment for a
resident who hits their head, the Administrator/DON reported that neurological assessments should be
completed and placed in the resident's record. With respect to R702 the Administrator noted the nurse did
give the resident Tylenol for pain. However, they noted that no assessment documents were in R702's
record. A partially completed paper document noting some neurochecks were provided at the end of the
Survey.
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