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v Rehabilitation & Nursing

-_— 7
Accident / Incident Report
RESIDENTS NAVE. o ROOM: 402 B STATION: dNoth
Date: 1112016  Day: SUNDAY Time: 1:45PM Shift: DAY SHIFT
Location: BED ROOM

Resident's Statement:  UNABLE TO MAKE STATEMENT. RESIDENT ROOMATES STATES"
SHE FELL THIS PAST SUNDAY"

Type of Injury: UNKNOWHN
Site of Injury: LEFT HIP
Possible Causes: ALLEDGED FALL
Type of Falk:
Resident Condition:  Alerf, Confused, On Psychotropic, On
Pain Medication,
Action Taken: X-ray, VIS 98.2, 81, 18, 123/83
ON PSYCHOTROPIC? YES ] no J ALARM ON
] WITNESSED
ON PAIN MEDICATION? YES O no
STATE REPORTABLE
ONANTHYPERTENSVE?  fves  []#o [] SAFETY DEVICES IN USE
Reporting Nurse: LPN Safety Device:

\ —‘-’
Reporfing Nurse Slgnatune: Date: & S )

i :
The following signatires of reviev% yoired, If reasonable suspoious of abuse, neglect or mistrealment Is Indlcated above:

Direclor of Nursing/Designes: Date:
Asministraton B _ Date:
Medical Cirector: B  Date J
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- ! REHABILITATION & NURSING
Investigative Summary
RESIDENT'S NAME: I ROOM: 402 B STATION: ANorth
Investigafive Summary:
Female resident DOB- _ Admitted to the facility on 1/8/2014. Her diagnoses are: Syncope and

collapse with a Hx of falls with injury, HTN, Alzheimers disease, Psychosis, Hyperlipidemia, Coronary artery
disease. Medications cumently ordered include; Colace, Metoprolol tartrate, Risperdal, Ativan, Lipitor, ASA,
Multivitamins, Tylenol, Vitamin D3,.FAR inplace up to 200 ft as folerated. She is OOB to wheelchair with
close supervision for safety. Resident is alert and responsive. Confused and disoriented, able to make
simple needs known. Impaired long and short term memory. Severe impairment in decision making skills.
Last seen by Psych on 12/22/2014. Medication adjustments made.

On /1112015 at 1:45 PM Primary nurse reported to Nursing Supervisor that Resident who had not yet been
transterred out of bed had been observed moaning, and showing signs of apparent discomfort fo the L hip
area. Nurses reported that resident complained of pain to the touch in the L hip area. Nursing Supervisor
indicated that resident was confused and unable to make a statement. Supervisor further stated that
resident's roommate who is confused was in the room at the time staff were attending to resident stated "
She fell this past Sunday.” NP in house was summoned to evaluate resident and a Stat. X ray was ordered
to rule out fracture of the L hip. Pain medication administered as ordered with good effect. MD made aware
and arders issued fo transfer resident fo the local ER for further evaluation. Resident is confused and upable
to provide an explanation for the occurrence. VIS 58.2, 81, 18, 123/83 Residents daughter was made aware
of the report by the unit nurse. During the following tour the resident demonstrated signs of discomfort to the
L leg to the touch. Pain medication was administered. The report of the 11 - 7 am tour indicated that resident
was “calm throughout the night” The result of the X ray previously dene showed nio report of fracture or
dislocation and degenerative changes of L hip with joint-space... Resident noted 'alert with confusion and
babblas loudly making nonsensical statements in Spanish.’ Resident continued to complain of pain during
the 3 -11pm tour. Resident was seen by Psychiatrist. Resident offered no complaint of pain during the 11pm
to 7am tour. Resident also noted with temperature of 100 F in the am of 1/13/2014, At2:00 pm MD was
informed that resident continued to demonstate signs of discomfort and another X ray was ordered. The
report of this x ray showed positive for fracture of the fermur. MD informed and orders issued to transfer
Resident to the local ER for further evaluation and treatment.

Residents plan of care was revised to include:

Nsg to transfer Resident to local ER for evaluation and treatment as needed.

Residents roommate was spoken to on 1/14/2015 regarding the matter. Residents roommate reported that
resident fell the other night and was picked up by two women ang a male photographer. Resident's
roommate is confused. It is conceivable that the raommate thought that the X ray technician was a
photagrapher. Staff members who were assigned to resident prior to the report were interviewed. All staff
membears indicated that resident did not fall during their tours.

Evidence to suspect abuse, nedlect or mistreatment? M YES NO

] Report To Department of Heakh
Neot Reportable
] Administafive Actio

Risk Manager: P \ -
T -
Signature: i Daje: /7&//_’
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. Prwileged & CunBderun
Queality Assirsict Review Dacuntatation

RESIDENTS NAME: _

e — - . R REHABILITATION & NURSING
NURSE SUPERVISOR/MANAGER INVESTIGATION
- ROOM  Sttion:  dNoth
111720156 Time Nofified: 2:00 PM

Qgecurrence Date:

Resident interview revezled:

Euptain in your own words

RESIDENT CONFUSED UNABLE TO EXPLAIN

RESIDENT NOTED WiTH PAINFUL LEFT HIP WHILE CARE BEING GIVEN, GAUSE

what happened? UNKNOWN

GENERAL INFORMATION

Can resident make hisfer nesds known L1 YES [ ATTIMES

kel NO

Is resident alert and oriented? Ovyes kne [ SOMETIME
AMBULATION: wheelchair TRANSFER: plveting with on  CONTINENCE:  incontinent
STAFF INVOLVED:

Environment is free of accident hazards? YeES [ MO N/A

Is care pken in place related 1o this incide  [] YES NO

Did you update care plan? YES NO

SKIN TEAR/EGCHYMOSIS ’

Did skin fearfecchymosks ooour during ) Care Transfer Shower [E] Uaknown Origin

Was blood work done? B Today [E] Yesterdsy  [E] Within 72 hrs

Avre sideralls padded? OYes [ONo 7] N

Behavior conlributed to this incident Bangs hands Bumps inlo objects Scratches self Rubs eyes

Does resident have Dx of Senlle purpura Fragile skin

Is reskdent recelving Anticoagutant? OYes G

EALL  High risk for fani? P yes [JnO

Freventive measures in ose af the time of fall

If there was chaitfbed alarm was It working? [ YES NO

Residant wearing appropriate footwear? [ YES [JNO [ NA

Did staff respond to slarm? [ ves NO _

Floot was wet with () Water [Judne [ vomit B NA

Resident found on ficor? []ves NO

Resident used call bell? O yes NO

Resident sttempted to transfer self? D YES NO

Describe any condition or event e.i. poor appetite, uti, complaint of pain or change in mental
status prior to incident:

S 1.

NURSE SUPERVISOR/MANAGER:

Signature: Date:

Copyrigh® HOM 200@-2011



. ! REHABILITATION AND NURSING
ACCIDENT/INCIDENT INVESTIGATION
EMPLOYEE STATEMENT -

Resident Name i _ E/
Occurrence of Accident/Incident Date: _| /AL /1S Time: _{/4( D aM BYPM

1 observed the accident/incident
1 responded to resident/staf’s call for help (including bed/chair alarm)
1 found resident on floor

Staff informed me of accident/incident . e
1 noted skin tear or ecchymodlic area M M“’“‘ S& P A1
@// Other: A5 Coomreode, ShEs ™ dne feXl ras Qas‘rmmi\oq !

What do you think was the cause of incident? NL'D:

ooooo

Does the resident do apything that may bave contributed to this incident?

% not ask for assistance %bula&eswl;eu{—wpendsidﬁ [ does not wear appropriate foot wear

O bangs hands [ bangs on table [ bangs on bed rails [J bumps into objects [ bangs on wheel chair

C rubs eyes U scratches self [ other:

Observed Fall - (if observed)

. was floor wet [ Yes @lﬁo
- was equipment in way 0 Yes 0
. did resident trip on something D Yes E!/ o
. did anyone push resident [ Yes ¥ No
Skin Tear/Ecchymosis

Did resident sustain skin tedr/ecchymotic area during transfer or care {J Yes W
If yes explain:

Did resident cause skin tearfecchymotic area [ Yes M:
H yes explain: :

-

ITitle: _QM}QA ___Shift: :7#3 Date: / ///115-

Signature: - — —



e} REHABILITATION & NURSING
NURSING |
Rlazme Umit__"

Title Datel— 9 — /S

STATEMENT
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} FOR REHABILITATION & NURSING

, NURSING
Name ww;m_?_ A || D O
Tithe_c 4/ 7~ Date
STATERMENT

Signature: _, _
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NURSING DEPARTMENT
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{ FOR REHABILITATION & DURSING

NURSING DEPARTMENT
Name: S pmie AN
Title: | L/ P ‘\i Date: de O ""‘f j/
STATEMENT
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T __3 FOR REHABILITATION & NURSING
) NURSING
Name .., - o " Upaig ﬁg/U
Titfe -,/‘f"/?x;iz?——"— Date_ /¢ 7/ Y
STATEMENT
ﬂu Ao Mcm«»c_e d? t{u Wk ;57 Tﬁ?ﬁawn,; &0/ CM
feplctodt __Coren © 2l oo Mot 'l oo 233
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ACCIDENT / INCIDENT [ reporr

Am. |
JeM. |

f’“’

REGIDENT'S
BTATEMENY

v fou _down”

--'__"rwuf

LT

@ Orisnted O Ambulatory

530 Confused 0 Uses walker

A Impalred O Uses cane
judgement 2 Uses wheelchair

CJ Agltated [ Beodridden

3 Non-ambulatory
[0 Unsteady Galt

PR NP
OGEHAREN
0 Resldunl's Room
[[]_Anothier Rosldent's Room Room #
3 Treatmont Room (PT,OT,REC., sic)
Dy Room___
_g? HallCorridar
Stairway
() Bathraom
[ _DPining Room
03 :Doorway e £
O _Elavator - Number l
(] Outside Walkway/Patio/Street
O3 Other - Explain

[ Othor - Explain

et

(] Stip/stic
| E] Other

———]

i3 ‘f% .,,qﬂyﬁfé NG

Indlcata on diagram below tha Iocatnon and
gize of injury or injuries resulting from the

aceoident/incident .
{L) g*\ {R)

Ly
BACK

, " FRONT

f'} No nssluancn nooadad
&l Noods physlcal assistance
1 Needs supervision but no physical asmstanca

VAT HM"?I::NEQ:: p g

Q Fall
D Trip

AR OMRAy w& AR L0 ;""_'
L R

AL N

[j beside bed

CET

3 Buckhnk legs
8

D Bnd

O Padraif heside chair

(] Brace beside elovator
[3 Elavatdr door beside sink

[ Handrajls beside toilet
] Prosthilsis baside wib

beside wheelchair
beside whirlpool
no objects nearby
Other - Explain

[ Walke
{1 Wheeldghalr
7 Hayer iift
D Other

Og0GCCo 0aoc

ozs”

M -—-cMma’-—“’ M AL
{CJ Administer appropriate first-aid
¢ Nody survey
(] Cleansy and drass superficial wound
Notify physician
(] Place résident in bed (when possible/advisable)
[} Other: Fxplain

'u" ¢

Fiveboip Prinung (718) 431-95G0 Form No. N-324
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CONFIDENTIAL / DO NOT COPY :

—— -

NURSING NARRATIVE ({ In;ludo bﬁef description of occurrence) O,\- : (0,20 ("‘TJ."%»!Q"SM Nurse
| N . Reicdeat naled 1ating on Yer viant side
wns_(ojied_tay CNA. Residgatnofed |t -
n e E0g Nadlwog. Eof B Residen Q{o.lmn_sximp_ma_
helped fo oo by _CHO % Has Nurse. D visiole Signs of
£ '\ﬂ';u( _hoted. Stojed Fe::\'mg " jidhe Nuyrt 0 here v iqm i
g hip. Yt in bed 4o lay down. Superyviste notriied. 2
& ¥ L(-DJ‘
o [y o}
% {1 Houry supervislon of resident by staff @ )
= {1 Evaluate the cause of unstoady gait o *
- (1 Pad environment ( resident / equipment | /d iaa' ég: i
{1 Remove environmental obstacles, 1
if appropriata = /f!x.//d_.ﬂ‘ﬂ/ lzaf/f/ J
{11 Repair or roplace defective equipment ( 5 ﬂ‘v&ﬁaﬁém;
(] Review medications
£ Review restraint ordors
[ Other: Explain
’!.
&
=
& (C] Refer 10 hospital :
&
” 3 for sutures
z [ for X-RAYS
o {1 For other evaluation: (Explain)
4
x

Unit Mansgar

Nurses Aide Assigned
To Resident

Witnessies)
{if any} -

Haelatlve %{L:tified
L“lq'ﬂtﬂ’_l_-——gmw!g“

MNotified by
Nursing i
Supervisor o e
SIGHATHREOF NORBE MARING RELORT:

- A2/ 2

FOR INTERNAL USE ONLY
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Lk - CONFIDENTIAL / DO NOT COPY

Resident Accident / Incident Follow-up Investigation

Name of Resident _Room ___ _Date Qccurred _ )/ [l ._jm
—ry
1, Diagnosis: U1 , AT10, Lovfwaem  Quonesdio | JET7Y LD, Qrostnard  hodlc ‘7/
2. Medications: fnadden it ing . (e SOOI ﬂ‘w‘fﬂ,rfw{r/ R 2L, bugpan 11! /
3. Brief description of ocourrencg Lw-mﬂ P ke ;M ] AM@W Y }‘Mf«w, [
o hey () pu&’ v Yl Aagd #{ﬂﬂufﬂf} Fond YA AANLIS Oovg , £S04 !mll} ) ’c‘r
4. Injury sustained (if none, state “No injury") Laiha friptee LI’/GS?J e,
e loisd fr (& Lemasid heck', ViTsppiand| hhiven 0o 1 pa’

5. Description of present status. (/) fieed” 13 }LG%, AL

6. Risk for falls per Falls Assessmant.
iSZves [__|No Date of Asst. _ 1 )¢ 112

7. History of falls within: e

[Tt month [ 13 mos. []emos. ] 1year

8. Behavioral problems related to the oic;urrence if any. v
{ ? W Wed - o ALl
hed ) JLﬁ?L

9. Resident uses Assistive Device(s) of: W<€~

1) Device(s} requires repalr? .| No Yes Repaired Date:

2) Is the factor in the occurrence? No Yes
10. Describe the actwity of ersonnel on the unit at the time of occurrence if available:

Quaidoct wws  wedsd pn Hhv v E:er Mr’% d. nMhge WU MJJ VA
1. Physamanslnte ntlon 3‘_( gﬂhﬁ Not applicable to this occurre

“m‘*} / iy l(> YR e deplvad Fr ?))j_mﬂzu\./nué_

12, Immediate Flrst Aid: Yes "P"i No Kot applicable
13, Emergency Room Aid: 1 Yes No Not applicable

14, Hospital admission due ta injury sustained:

@%s No Not applicable
15, Recommendation far preventive measures: (check the box where applicable)

Allow adjustment to facllity E:] Safety Devices: wic Anti-tippers,
Resident counseling/instruction Walker, Cane, Etc.
<1 Frequent observation (everf' 30 mins.) lE/Request Resident Safety/Restraint
™ Increase supervision/Assisted ambulation Committee Review
Accomodation of Need: Sleep Cycle, Low bed
! oileting, Etc. Mattress on floor
E;I{Aechanlcal Alert Device(s): Medication Review or Adjustment
Bed Request Rehab Eval
Chair S| Other ol
s - Phagde Ruosrunm Jrausfaten JRA
Date Completed: __ 1% "T_hl il o
Signature: ,
’ .
ACCIDENT
QCCURRENCE
INCIDENT
FOR INTERNAL USE ONLY -

Flvebhoro Printing (718) 431-9500 Form No. K-393



CONFIDENTIAL / DO NOT COPY
MECHANISM OF INJURY

[YES | NO

1. FALLS:

OUT OF BED

WHILE AMBULATING

SELF ASSISTED

SLID OUT OF WHEELCHAIR

ALTERCATION WITH OTHER RESIDENT

OGCURRED WHILE STAFF ASSISTED

ENVIRONMENT

UNKNOWN

|2, OTHER:

ALTERCATION WITH OTHER RESIDENT

SELF-INFLICTED

ABUSE BY ANOTHER RESIDENT

STRUCK AGAINST OBJECT

RESIDENT BEHAVIOR

~SKIN TEAR OF UNKNOWN ORIGIN

ECCHYMOSIS OF UNKNOWN ORIGIN

UNKNOWN

OTHER

i ranpulle svidmae 9 A [ ks BT — frinksz [
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: EMPLOYEE'S STATEMENT

| sTatement oate: 1 2/2] 12

RESIDENT'S Nme:l—ﬂ—;—f . DATE OF OCCURRENCE: [‘;’ 2 14

NATURE OF COMPLAINT OR ACCIDENT; Vx@%\' dent ! Qom(‘\ an Q‘\Dd& 1N
Easd ol UOL% : J

}

IF APPLICABLE

i
EMPLOYEE'S NAME: .- == _SHIFT: 12 e _cbA

Oqly state trua facls pertalning to this investigation:

LOen T wWB S Cmrhth% ou-rh oL oo uo ten
ty residenty _ .. L ‘(\mr‘ﬁi o. woorm 3. Wolked
L ASLon Mee VoW nd sseen F D

e ook, Ae T o D, ossisd e T
Co\ed - wotse CGok  helf  when hen
placed e n wineel enair ;S&Qu,(ej //_//
] //'-J
e

" il

-
\\_/.

To the best of my knowledge | attest that the above siatement is true.

T K

Fiveboro Printing, L. (/14) 4319500 Form No., N-204A
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EMPLOYEE'S STATEMENT

E | gratement oate: V2|2 (12

RESIDENT'S NAME:__—reeesmmmy __ DATE OF 0GCURRENCE: 12212

NATURE OF COMPLAINT OR ACCIDENT; Yesident ‘Q)u\’)d on. foor N Eost
Side hcmwmj | gl

IF APPLICABLE

SHIFT_ /— % tme_ CAME

EMPLOYEE'S NAM e

o%'is‘z; ;rue lactsrrtalnlng tc‘s%s' I ﬁf«gau/? 700%]% Gk /2@ p{,O\{& WL?/ £ AQ
fes, V2 %@« 10 arol 1 ¢ zecﬁm/ —E/;e )91‘?0/ Q/q()’ﬂ

|f‘&UQ§> Wo 'V‘é I Bk quefﬁﬁe‘&‘@g&p?z
S Sh'b was sleepi ///z”(:/e

i Zaﬂgpdi 7%;&}1 /4»4 core. 7s %e’ e deﬂ'z and S ok Aef 72
QWM e c/m o0,

N

N BOHM N (ﬂa | I

??0/47"\ ’ﬂ/QY@cf Vﬂ {(42( /(,f,e /4@Q/Sﬁ}€[§ m—&f‘/o

(02 Bk The r@a_.uf/é Ik seQ/O 1’3 —6{;@ bk /

[080/M . The. Nuise 4&/5/} pie 4he. Y‘@S'O@ﬁf 1@” 1€1 L
wal tn e c/aﬁwzmm

L

To the best of my knowledge | attest that the above statement Is true. p

L em—

e - - T TR Y
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