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Licensure Violations:

300.610a)
300.1210b)
300.12104)6)
300.3240a)

Section 300.610 Residenl Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility, The written palicles and procedures shall
be formulaled by a Resident Care Policy
Commiltee consisting of at least the
administrator, the advisory physician or the
medical advisory commiitee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Pari.
The wrilten policies shall be followed in operating
the facility and shall be reviewed at ieast annuaily
by this commiltee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements far
Nursing and Personal Care

b) The facility shall provide the necessary care
and services 10 attain or maintain the highest
practicable physical, mental, and psychological

well-being of the resident, in accordance with Attac hment A

each resident's comprehensive resident care ) ,
plan. Adequate and properly supervised nursing ] ”

care and personal care shall be provided to each Statemem Of Llcensure vm"‘tlons
resident to meet the total nursing and personal

care needs of the resident.
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d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-haur,
seven-day-a-week basis:

6} All necessary precautions shall be taken to
assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a
resident

These regulations are not met as evidenced by:

Based on observation, record review and
interview, the facility failed to provide a safe
transfer to prevent a fall for 2 of 8 residents (R1
and R3) reviewed for falls in the sample of 8. This
failure resulted in R1 sustaining a fracture of the
left femur and hospitalization.

Findings include;

1. The ECR (electronic clinical record) for R1
documents diagnoses, in part, as Osteoarthritis,
Pain in Left and Right Hip, Difficulty Walking,
Unsleady on Feet, Angina Pectoris, Alrial
fibriltation, Chronic Obstructive Pulmanary
Disease, Demenlia, and Chronic Kidney Disease.

R1's Minimum Data Sel (MDS), dated 9/20/2016,
documents Rt is moderately impaired with
cognition, transfers and ambulates with an
exiensive assistance of 2 staff and has impaired
range of motion in the lower extremities. The
MDS documents R1 has unsteady sitting and
standing balance,
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R1's Morse Fall Scale, daled 9/11/2016,
documents R1 is a high risk for falls.

The Fall Investigation, dated 12/12/2106 at 16:00
PM documents, in part, "CNA (Certified Nurse's
Aide) was assisling (R1) to bed from the
comemode that was right next to the bed, when
the bed began to move backwards. CNA (E4)
began to lower (R1) to the floor when she heard a
POP from ihe resident's body. Upon entering the
room, nurse noled (R1) to be laying on the fioor
with back [eaning against the bed, with the LLE
(left lower extremity) externally rotated. (R1)
complained of pain to the area. (R1) was not
moved at this time. (Z1), Physician notified and
orders given to send (R1) to the (local hospilal)
ER (emergency room) for evaluation and
treatment. 'l was going to bed, and | just started
going down.' Predispasing Environmental
Factors-Furniture. Predisposing Situation
Faclors-Improper Foolwear. Bed wheel locks
were not complelely locked, causing the bed to
move, resulting in (R1) being lowerad to the floor,
{R1) was ultimately admitted with a left femur
fracture, Investigation revealed the CNA, (E4)
involved in the transfer was not using a gait belt.
Also per Care Plan, {R1) is to be transferred with
2 assist due to fluctuations in sirength and history
of knees giving out when standing. (R1) was
being transferred with assist of 1 at time of
incident. Disciplinary action was laken by DON,
{Director of Nursing) towards CNA involved. She
was suspended X 3 days. Also DON (E2)
conducied inservices with all CNA's on gait belt

policy.”

On 1/05/2017 at 3:07 PM, E4 reported on

12/12/2016 around 9:55 PM, she and ES5, CNA,

had put R1 on the bedside commade. E4 stated,

in part, " (E5) left lo put someone else to bed. |
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stood (R1) up from the commode. | was facing
(R1). I hugged her and picked her up to tum her
back toward the bed. When she (R1) went to sit
down, the bed scooted back. | went to put her
back on the commode, and before | could turn
her, | heard a POP. Her body started giving out.
She's short and wide. | lowered her to the fioor.
There was no help coming from her anymore.
When I sat her down on her botlom, her legs
were siraight out in front of her. | asked her if she
was OK, and she said she was fine. | left, walked
out the door and called (ES). (E5) came out and
got the nurse, (E6), Licensed Practical Nurse
{LPN). When | went back in, | noticed her leg was
crooked. (E5) and (E6) came in." E4 reported she
did not place a gait belt on R1 prior to the
transfer.

On 1/05/2017 at 3:25 PM, E5 reported that on
12/12/2016 she and E4 had placed R1 on the
commode without using a gaitbelt. E5 reported
she left to answer a call light and when she was
done, E4 told her to get the nurse because R1
was on the floor. ES reported she went and got
E£6, and both entered R1's room. ES reported R1
was alert and awake, with the left leg turned
inward. E5 stated R1 reported she was alright
and EG left to notify E7, LPN, an ambulance and
a doctor. ES reported R1 usually can be a one
assist, but her Care Plan says 2 assist. E5
confirmed a galit belt should have been used for
R1 for the transfer.

On 1/05/2017 at 3:58 PM, E6 reported on

12/12/2016, E4 came and got her and reported

R1 had fallen. E6 stated, In part, "l knew she (R1)

had previous knee problems, and was a 2 assist

with a gait belt. (R1) was alert and awake, lucid.

Then | scanned down and noticed a major left

exlernal rotation and complaints of left leg pain. |
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said | wasn't moving her, and | called (Z1). |
called 911 and tha ambulance arrived. Her vital
signs were normal. When the EMT’s (emergency
medical technicians) took her vital signs, her
blood pressure was lower.” E6 reported R1 left by
ambulance and never returned to the facility.

On 1/05/2017, at 12:40 PM E1, Administrator,
reported R1 was sent to the local hospital on
12/12/2016 and was discharged from the facility.
E1 reported R1 received hospice services at the
local hospital for the diagnosis of Advanced
Dementia.

On 1/05/2017 at 3:50 PM, E2, Director of Nursing
(OON) slated, "All residents need use of a gait
belt unless they are transferred with a mechanical
lift. (E4) was suspended for 3 days.”

R1's Care Plan, updated 11/01/2016, documents,
in part, *! have an ADL {activities of daily living)
self-care performance deficit related to limited
mobility and pain related {o Osteoarthritis.
TOILET USE: [ need assist of 2 caregivers.
TRANSFER: | need assist of 2 caregivers.
9/23/2016 Skilled PT (physical therapy) to
evaluate and treat related to recent falls and pain
to my right leg and lower back, Provide me with a
wheeled walker. Place a gait belt around my
waist."

The History and Physical (H&P) from Z1 at the
local hospital, dated 12/12/2016, documents R1
was alert, and verbalized the accident. The H&P
documents R1 was stable, and her family
requested she be referred lo an orthopedic
surgeon at an out of stale hospital. The Hospital
record documents R1°s family refused the surgery
due to the risks. R1 was cerlified and placed on
hospice on 12/16/2018 per the family’s request
linois Depariment of Public Heallh
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for the diagnoses of Senile Degeneration of the
Brain, with the coexisting diagnoses of Atrial
fibrillation and Unspecified fraciure of the left
femur, subsequent encounter for closed fracture
with routine healing.

The facility's policy and procedure, dated
4/01/2008, and entitled, 'Low Risk for Falls
Protocal' documents in part, "Procedure; Wheel
locks on bed are locked. Resident will ba offered
the use of a transfer assist device for the bed as
appropriate.”

The facility's policy and procedure, dated 3/1996,
and entifled, ‘Gait BelUTransfer Belt' documents,
in part, "A gait belttransfer belt will be utilized by
facility staff when deemed appropriate by
Physical Therapy and/or Nursing. Purpose; To
promote safety in transferring and ambulating
residents. CNA's will routinely wear gait/transfer
belts on their person until needed during resident
care. The Licensed Nurse/CNA, when
transferring or ambulating the resident, grasps
the secured gaitfiransfer belt to provide stabiiity
and balance during movement. Once resident
has been moved and safely repositioned, the
gait/transfer belt is removed from the resident
and the CNA keeps it on his/her person until next
resident use,"

2. R3's ECR documents diagnoses, in part, as
Hemiplegia, Memiparesis, Osteoarthritis,
Convuisions, and Dementia,

R3's MDS, dated 9/02/2016, documents R3 is
severely impaired with cognition and requires the
exlensive assistance of 2 staff for transfers, with
poor sitting and standing balance. R3’s Care
Plan, revised on 8/03/2016, documents R3 is a
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high risk for falls. R3's Care Plan documents, in
part, "l am at high risk for falls. | use a wheelchair
for my main mode of mobility. | need 2 assist with
transfers.”

On 1/05/2017 at 1:00 PM and 2:55 PM, R3 was
propelling herself in a wheelchair using her feet.
R3 was very confused, but talkative and alert.
There were anti-tippers on the back of the
wheelchair. R3 was silting on a slick vinyl, gel
pressure relieving cushion in the wheelchair.

The Fall Investigation for R3, dated 11/06/2018 at
2:13 PM, documents, in part, "Resident (R3) was
taken to bathroom and cleaned up due to having
BM (bowel movement). (R3) transferred to
wheelchair and due to buitocks still being wet
from cleaning, she slid off wheelchair and fell to
the floor. Resident buttock wet and bare when
placed in wheelchair. injury type-abrasion to right
trochanter (hip). Nurse on duty educated CNA, -
(E12) on ensuring seat and buttock is dry prior to
lransferring resident into location.” The
Investigation documented one CNA transferred
R3 at the time of the incident.

(A)
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