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Level of Harm - Actual harm
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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** 19186

Based on interview, record review, facility document review, and facility policy review, the facility failed to 
ensure staff applied a foot pedal to a wheelchair during transport of the resident to prevent an accident for 1 
of 3 sampled residents (R1) reviewed for accidents. 

Findings included:

R1 was admitted to the facility on [DATE]. The Resident Face Sheet revealed the resident had a medical 
history that included diagnoses of hemiplegia and hemiparesis following a cerebral infarction affecting the 
right side, vascular dementia, pain, and weakness.

The quarterly Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 04/20/24, revealed 
R1 had a Staff Assessment for Mental Status (SAMS), which revealed the resident had moderately impaired 
cognitive skills for daily decision making. The MDS indicated the resident used a wheelchair for mobility and 
was dependent on staff for activities of daily living. 

R1's Care Plan, with a problem start date of 10/11/22 and revised on 05/14/24, documented the resident 
used a wheelchair to get around. 

The facility's undated investigation report revealed on 05/02/24 at 9:30 AM, staff noted R1 had increased 
pain on their right side, mostly in their leg. Per the report, later in the day on 05/02/24, it was witnessed that 
CNA C (Certified Nursing Assistant) wheeled R1 out of their room to the dining room without a foot pedal on 
the right side of the wheelchair. R1 put their right foot down while the wheelchair was in motion, and R1's 
foot went backwards. The report revealed during a routine visit by the Nurse Practitioner, on 05/07/24, the 
resident grimaced when their ankle was assessed and an x-ray was ordered. 

The x-ray report revealed R1 had moderate malleolar soft tissue swelling, acute distal fibular shaft fracture 
(the most common type of ankle fracture, usually the result of inversion), and an acute medial malleolus 
(lowest part of the long bone of the leg) fracture. According to the report, the facility was unable to determine 
how the fracture occurred because R1's pain began prior to the staff not utilizing the foot pedal. 

The investigation report revealed R1's care plan was updated to ensure staff knew they needed to place the 
right foot pedal on the resident's wheelchair. 

(continued on next page)
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During an interview on 06/24/2024 at 3:42 PM, CNA C stated she propelled R1 from their room to the dining 
room without the wheelchair pedal under R1's right foot. CNA C stated she noticed R1's right foot was under 
the wheelchair, when the resident cried out. CNA C stated she rolled the wheelchair backwards and got R1's 
foot out from under the wheelchair. CNA C stated LPN D (Licensed Practical Nurse) and RN E (Registered 
Nurse) came over, and LPN D went to R1's room to get the foot pedal. CNA C stated LPN D witnessed R1's 
foot under the wheelchair. 

During an interview on 06/25/24 at 10:35 AM, R1's Responsible Party (RP) stated when they pushed R1 in 
their wheelchair, the right wheelchair foot pedal was always in place. The RP stated R1 could propel 
themselves in the wheelchair with their left foot. The RP stated R1's right side was affected by a stroke.

During an interview on 06/25/24 at 1:16 PM, RN E stated she heard R1 cry out, and went to ask R1 what 
was wrong. RN E stated the resident had a habit of crying out and was difficult to understand. RN E stated 
she did not witness R1's foot under the wheelchair, but did see that R1 did not have the right foot pedal on 
their wheelchair. RN E stated R1 did not seem to be in pain, after the incident, and went to the common area 
and played cards.

During an interview on 06/25/24 at 2:00 PM, DON B (Director of Nursing) stated the resident had increased 
pain prior to the incident and she would not have expected an x-ray right away if the resident did not 
complain of pain. 

During an interview on 06/25/24 at 2:06 PM, NHA A (Nursing Home Administrator) stated accidents would 
happen and she expected staff to learn from the accident through education so that it would not happen 
again.

During a return telephone call on 06/26/24 at 7:03 PM, LPN D stated she was in the dining room with her 
supervisor, RN E, when she heard R1 cry out. LPN B stated she turned around and saw R1's foot under the 
wheelchair and CNA C pulled the wheelchair back. LPN D stated she went to R1's room to get the right foot 
pedal for the resident's wheelchair. LPN D stated she did not assess R1's leg because the resident always 
had right leg pain and swelling, so it would be hard to determine if symptoms were the result of the incident. 
LPN D stated she had the Advanced Practice Nurse Practitioner look at R1's ankle, and an x-ray was 
ordered.
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