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Complaint Investigation 0895674/IL38909

No Extended Survey was conducted
F 323 483.25(h) ACCIDENTS AND SUPERVISION F 323
SS=G

The facility must 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.

This REQUIREMENT is not met as evidenced
by:

Based upon observations, record reviews and
staff interviews the facility failed to ensure that 2
of 3 (R1, R3) residents in the sample had the
proper amount of staff necessary for transferring
and that residents were transferred safely with lift
equipment. (R3) was transferred by one staff
member, and required a two (2) person assist.
R3 subsequently received a fracture of the left
tibia and fibula. R1 was transferred by staff using
facility care lift equipment which malfunctioned,
and R1 sustained a Right Closed Fracture
Clavicle and Fracture Humerus Proximal Closed.

Findings include:

1. The investigative report completed by E2
(Director of Nursing) dated 11/13/08 depicts R3
was transferred with the assistance of E4 alone
on 11/8/08 during the 3-11 shift. E4, the
assigned Certified Nurse Aide (CNA) for R3, is
quoted reflecting in part;"used (mechanical lift)
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alone." E4 was unavailable for an interview
during the onsite visit.

R3's minimum data set denotes in part under the
category of physical functioning/transferring R3
requires a 3/3, which is defined as extensive
assistance/two person assist.

R3's X-ray report denotes in part the following:
Left tibia and fibula

History: Trauma

Findings: AP, lateral, and oblique view of the left
tibia, and fibula reveal marked diffuse osteopenia
with oblique fractures through the mid tibial, and
distal fibular shaft with apex posterior angulation
the fracture sites.

Impression: Oblique fractures through the mid
tibial shaft, and distal fibular shatft.

2. Rl is a 85 year old female and as denoted in
the MDS (minimum data set) Transfer section is
coded as 4/3, which means R1 is totally
dependent on 2 persons to transfer. R1 was
being transferred by the facility care lift
equipment which malfunctioned, and according to
the interview conducted with the Director of
Nursing (E2) R1 sustained a injury, and was sent
out to the hospital. E2 gave surveyor a copy of
facility inservice training which in part depicted
the following:

Date:11/26/08

Topic/Title of Inservice- Proper Use of
Mechanical Lift

Summary of Inservice: Discuss proper application
of belt strap; slings prior to operating machine.
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Ensure batteries are not low and machine is
working properly.

The facility Resident Assessment Readmission
record for R1 dated 11/29/08 in part depicts the
following:

"Clavicle Closed Fracture;Fracture Humerus
Proximal Closed."

R1 was observed on onsite 1/27/09, R1 had on
an immobilizer to the right arm, and did not
respond to verbal greeting of surveyor. E3
(Assistant Director of Nursing) stated,"R1 is
confused.”
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