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S0000 Initial Comments

Investigation of Facility Reported Incident of 2/11/26
- 2745042

S9999 Final Observations

Statement of Licensure Violations:
300.610a)

300.1010h)

300.1210b)

300.3210t)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall be
formulated by a Resident Care Policy Committee
consisting of at least the administrator, the advisory
physician or the medical advisory committee, and
representatives of nursing and other services in the
facility. The policies shall comply with the Act and
this Part. The written policies shall be followed in
operating the facility.

Section 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician

of any accident, injury, or significant change in a
resident's condition that threatens the health, safety
or welfare of a resident, including, but not limited

to, the presence of incipient or manifest decubitus
ulcers or a weight loss or gain of five percent or more
within a period of 30 days. The facility shall obtain
and record the physician's plan of care for the care or
treatment of such accident, injury or change in
condition at the time of notification.
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Section 300.1210 General Requirements for Nursing and
Personal Care

b) The facility shall provide the necessary care and
services to attain or maintain the highest practicable
physical, mental, and psychological well-being of the
resident, in accordance with each resident's
comprehensive resident care plan. Adequate and properly
supervised nursing care and personal care shall be
provided to each resident to meet the total nursing and
personal care needs of the resident.

Section 300.3210 General

t) The facility shall ensure that residents are not
subjected to physical, verbal, sexual or psychological
abuse, neglect, exploitation, or misappropriation of

property.

These regulations were not met as evidence by:

Based on observation, interview and record review the
facility failed to ensure a resident (R1) was
transported safely in a shower chair. This failure
resulted in R1 sustaining a bimalleolar fracture of the
right ankle. This affects 1 of 3 residents (R1)

reviewed for accidents in the sample of 3.

This past non-compliance occurred from 2/11/26 to
2/19/26.

The findings include:

R1's Facesheet shows R1 has diagnoses that include, but
are not limited to: osteoarthritis of the right and

left shoulders, atherosclerotic heart disease, history

of poliomyelitis, dementia, and chronic kidney disease
stage three.

R1's Brief Interview for Mental Status dated 2/6/26
shows R1 is cognitively intact.

On 2/23/26 at 9:08 AM, R1 had two wheelchair footrests
with R1's name written on it. One footrest was on the
seat of the wheelchair and the other was in a bag
attached to the back of the wheelchair. R1 was lying in
bed with a green cast on R1's right ankle that went up
to the top of R1's right calf. R1 was not exhibiting
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any signs of pain. R1 said on the morning of 2/11/26,
V3 (Certified Nursing Assistant- CNA) woke R1 up to
provide R1 with a morning shower. R1 said V3 put R1
into a chair without footrests and as V3 started to

move the chair and bring R1 to the shower room, R1's
foot "slipped off" due to no footrests but doesn't

recall exactly what happened. R1 recalls screaming out
in pain and R1's right foot getting injured.

On 2/23/26 at 9:46 AM, V3 said on 2/11/26 around 7:35
AM, V3 and V6 (CNA) got R1 up from bed to use the
toilet. After using the toilet, V3 and V6 transferred

R1 from the toilet to a shower chair that did not have
footrests. After V3 took approximately two steps, while
still in R1's room, R1 cried out in pain and said R1's
right foot hurt. V3 immediately stopped pushing R1 in
the shower chair and stated R1's right foot had caught
on the ground and rolled under the chair as V3 pushed
the chair forward. V3 notified V4 (Registered Nurse-

RN) of the incident and V3 put R1 back into bed. R1 was
provided an as needed pain medication and an ice pack.
V3 cared for R1 the remainder of the day shift on
2/11/26 and said R1 did not want to leave R1's bed. V3
also cared for R1 on 2/12/26 on the day shift and

stated R1 did not complain of pain throughout the
duration of V3's shift, but R1 again did not want to

leave R1's bed.

On 2/23/26 at 11:00 AM, V4 said during the initial
assessment of R1 after the incident, V4 did not see any
swelling or bruising. V4 then notified V10 (Nurse
Practitioner) who came and assessed R1. V4 said V10
provided orders to leave R1 in bed, place R1 on
non-weight bearing status of the right leg, and to
obtain an x-ray. V4 called to obtain an x-ray, which

was completed on 2/11/26.

On 2/23/26 at 11:16 AM, V9 (Licensed Practical Nurse-
LPN) said V4 provided V9 with report at shift change of
R1's injury and that an x-ray was going to be

completed. V9 said when the results came back from the
x-ray company between 10:15 PM and 10:30 PM. V9
notified V10 of the initial results showing there was

no fracture. V9 said R1 had no complaints of pain

during the evening shift on both 2/11/26 and 2/12/26.

R1's Weights and Vitals Summary dated 2/23/26 shows R1
exhibited no pain from 2/11/26 at 2:00 PM until 2/13/26
at 10:39 AM.

On 2/23/26 at 10:28 AM, V5 (LPN) said on 2/13/26, V5
was notified by staff that R1 was expressing

excruciating pain. V5 provided R1 with as needed pain
medication and immediately notified V10 who was already
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enroute to the facility to complete rounds. V10 gave V5
orders to obtain a stat (immediate) x-ray for R1's

right ankle.

R1's x-ray results from 2/13/26 shows R1 had "minimally
displaced acute or subacute fractures of the medial
[inner] and lateral [outer] malleoli [ankle bones]."

On 2/23/26 at 12:17 PM, V10 said on 2/13/26, R1 was
expressing excruciating pain in R1's right ankle upon
an in-person assessment, after the stat x-ray was
completed. V10 ordered staff to send R1 to the
emergency room before receiving the results of the
x-ray. V10 said R1's age and bone mineral density could
have been contributing factors to R1's fracture, but

R1's foot getting caught on the floor and rolling under
the chair could have been a direct cause of R1's ankle
fracture.

On 2/23/26 at 12:06 PM, V2 (Assistant Director of
Nursing- ADON) said prior to the incident, the
procedure of transporting residents to the shower room
was to bring a shower chair to the resident's room,
disrobe the resident, transfer them to the shower
chair, and then wheel the shower chair from the
resident's room to the shower room. However, V2 said
after the 2/11/26 incident with R1, the facility

changed the procedure for residents that utilize
footrests. V2 said staff will now use a wheelchair with
footrests to bring the resident to the shower room,
where staff will transfer the resident from the
wheelchair to a shower chair, provide the resident with
a shower, place the resident back into their wheelchair
when finished with the shower, and take the resident
back to their bedroom.

Facility provided in-service sign-in sheet dated 2/2026
shows nursing staff were educated on "Shower chair use-
Shower chairs without foot support are to only be used
within the shower room."

On 2/23/26 at 1:38 PM, V1 (Administrator) and V11
(Executive Director) said nursing staff had already
changed the procedure and began in-servicing staff on
2/14/26. During the weekly weights, falls, and wounds
meeting on 12/19/26, the interdisciplinary team
gathered and discussed R1's incident and conducted a
condensed quality assurance meeting. V1 said staff are
actively conducting weekly audits to ensure staff
compliance with the updated procedure. V1 said there
were no similar accidents prior to R1's 2/11/26

incident and there have been no additional accidents
since the procedure change.
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Prior to the survey date of 2/23/26, the facility had
taken the following actions to correct the
noncompliance:

1. On 2/14/26, the facility updated their shower transfer
procedure and identified all residents that
are affected.

2. 0n 2/14/26, the facility began in-servicing V3 and the
rest of the nursing staff on the updated shower transfer
procedure. The facility has also developed a system to
ensure all employees not yet in-serviced will receive
the in-service information prior to the start

of their next shift at the facility.

3. On 2/19/26, the facility conducted a quality

assurance meeting to discuss the incident, the updated

procedure, and to devise ongoing auditing to ensure

compliance with the new procedure by nursing staff.
(B)

STATE FORM Event ID: 1E456C-H1 Facility 1D: 1L6011332 If continuation sheet Page 5 of 5



	NOV-Type B-300-WithFine
	villageState-StatementOfDeficiencies (6)



