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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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** 36067

Based on observation, interviews, and record review, the facility failed to maintain a safe environment, free 
from accidents and hazards, for one of the three sampled residents (Resident 1). Resident 1, who was fully 
dependent and required assistance for all Activities of Daily Living (ADLs), sustained an injury while being 
repositioned by a Certified Nursing Assistant (CNA).

This failure resulted in Resident 1 sustaining a head injury when his head hit the headboard of the bed, 
resulting in an abrasion on the posterior head, accompanied by a bump and bleeding.

Findings:

During a review of Resident 1's Admission Face Sheet Record (document containing resident demographic 
information and medical diagnosis) undated, the admission record indicated Resident 1 was admitted to the 
facility on [DATE] with diagnoses which included, vascular dementia (a chronic condition that affect memory, 
thinking, and behavior), unspecified osteoarthritis (a degenerative joint disease), repeated falls.

During a review of Resident 1's Minimum Data Set (MDS- a resident assessment tool used to identify 
cognitive [mental processes] and physical functional level) dated 6/7/24, the MDS indicated Resident 1's 
Brief Interview for Mental Status (BIMS - screening tool used to assess resident cognitive level) score was 
99- the resident was unable to complete the interview . Section GG (Function Status) indicated . A Roll left 
and right: The ability to roll from lying on back to left and right side and return to lying on back on the bed 
[was] code 01 Dependent, [required] helper does all of the effort. Resident does none of the effort to 
complete the activity . 

During a review of Resident 1's Nurses Progress Notes (NPN), dated 7/4/24, the NPN indicated, CNA 
reported around 0430 [4:30 a.m.] that resident accidently hit his head against the head board of the bed. 
Upon assessment, noted 3 x 4 cm abrasion to posterior head with bump and some bleeding .

During an interview on 8/21/24 at 9:58 a.m., with Supervising Registered Nurse 2 (SRN 2), SRN 2 confirmed 
that on 7/4/24 at around 4:30 a.m., a CNA reported that Resident 1 accidentally hit his head against the 
headboard during repositioning. SRN 2 noted that Resident 1 sustained a 3 x 4 cm (unit of measure) 
abrasion with a bump and some bleeding. It was also mentioned that the incident could have been 
prevented. SRN 2 noted that Resident 1 was non-ambulatory and fully dependent on assistance, as 
indicated in the MDS.
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potential for actual harm

Residents Affected - Few

During an interview on 8/22/24 at 1:48 p.m., with SRN 1, SRN 1 acknowledged the hospice nurse (a nurse 
who specializes in providing care for the terminally ill patients in the final stages of their life), as part of a 
collaborative care approach, informed the RP.

During an interview on 8/23/24 at 6:28 a.m., with CNA 1, CNA 1, who assigned to Resident 1 on 7/4/24, 
confirmed that Resident 1 was totally dependent on care. She stated that while repositioning Resident 1, his 
head hit the headboard, resulting in a head injury. Upon noticing the injury, CNA 1 immediately sought 
assistance from a nurse.

During an interview on 8/23/24 at 10:15 a.m., with MDS Nurse, MDS Nurse confirmed that Resident 1's 
quarterly assessment and care screening were completed on 6/7/24. The assessment indicated that 
Resident 1 was completely dependent on assistance for repositioning, requiring the support of one or more 
helpers. The nurse emphasized that Resident 1 needed assistance for all activities and was not capable of 
completing them independently. MDS Nurse stated Resident 1 was not a big person, and he needed 1 staff 
assistance for positioning.

During a review of Resident 1's care plan dated 3/30/23, the care plan indicated .decreased functional 
mobility .Resident is non-ambulatory .generalized weakness requiring extensive to total assist with ADLs .
Provide extensive to total assistance in all his ADLs while promoting independence if able . Reposition 
resident for comfort, avoid shearing .

During a review of the Policy and Procedure (P&P) titled, Accident Prevention, dated 1/22/24, the P&P 
indicated, The facility will ensure that the resident environment remains as free of accident hazards as is 
possible and each resident receives adequate supervision and assistance devices to prevent accidents. I. 
The facility will develop a culture of safety and commitment to implement systems that address resident risk 
and environmental hazards to minimize the likelihood of accident .
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