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Incident Investigation of 2/28/12/IL 56840

The Columbia Rehab and Nursing Center is in
compliance with 42 CFR Part 483 Requirements
for Long Term Care Facilities for this survey.
F9999 | FINAL OBSERVATIONS F9999

LICENSURE VIOLATION:

300.1010h)
300.1210d)6)
300.3240a)b)

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.

Section 300.1210 General Requirements for
Nursing and Personal Care

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

6) All necessary precautions shall be taken
to assure that the residents' environment remains
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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.

b) A facility employee or agent who becomes
aware of abuse or neglect of a resident shall
immediately report the matter to the facility
administrator.

These regulations were not met as evidenced by:

Based on record review and interview, the facility
failed to immediately notify the physician of an
accident, and failed to provide necessary
assistance during a transfer for 1 of 3 residents
(R1) reviewed for falls in the sample of 3. This
failure resulted in R1 sustaining a fracture of the
left hip. E6 and E7 failed to report fall to nursing
staff thus delaying medical attention.

The findings include:

R1 was admitted to the facility on 4/12/11
with diagnoses, in part, of cerebral vascular
accident with left hemiparesis and contractures
on the left side. According to the care plan dated
1/12/12, R1 requires extensive assistance with
activities of daily living due to the left sided
cerebral vascular accident. The Care Plan dated
4/24/11 documented R1 requires 2 people to
assist her with transfers.
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The "Incident/Accident Report" and the
"Investigation of Incident" dated 2/27/12
documented R1 complained of leg pain during
care to E9, CNA (Certified Nurses Aide). E9
reported the statement to E5, 3:00 PM to 11:00
PM evening nurse. The report documents that
R1 told E5 "I fell when being put to bed".

In a written statement dated 2/28/12 by E5 ,
R1 was questioned at 12:10 AM regarding the
incident. E5 documented R1 could raise her right
leg with no discomfort. A bruise was noted to the
back of the right leg. E5 called E7, CNA, to
question if R1 had fallen. The statement
documented E7 told E5 that when they were
putting R1 to bed her foot had become tangled,
but R1 did not fall.

The nurses notes dated 2/28/12 at 12:25 AM
documented that E5 called E7. The

nurses notes documented E7 stated "Res
(resident) did not fall caught foot

(under) chair causing 2 cna's to be knocked off
balance momentarily. Res assisted to

bed stating "I'm OK". There is no documentation
the Physician was notified.

E4, 11:00 PM to 7:00 AM nurse, stated in an
interview on 3/1/12 at 12:45 PM that

she was given a report regarding R1 by E5 when
she came onto her 11:00 PM to 7:00 AM shift on
2/27/12 . E4 stated she did not see R1 until
about 4:00 AM on 2/28/12 when R1 was
complaining of pain. R1 told E4 that she fell on
the floor, and hit her head. E4 stated she lifted
R1's left leg, and she complained of pain. E4
confirmed that she did not call the Physician
regarding the pain or fall until 6:00 AM on
2/28/12, and should have called at 4:00 AM. E4
stated she did not have any pain medication
orders to give R1 anything but R1 had her
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scheduled pain medication at 8:00 PM the night
before. E4 confirmed that she did not call the
Physician until 6:00 AM on 2/28/12, or give R1
any other pain medication.

E4 documented on the incident report
that R1 stated to her about 4:30 AM that "They
dropped me on the floor last night. It hurts from
my knee (up) to my hip". The report documented
the Physician was called at 6:00 AM, and ordered
X-rays of the leg and hip.

E6, CNA, stated in an interview on 3/1/12
that E7 asked her to help her pick up R1 on
2/27/12. E6 observed R1 on the floor. E6 stated
she and E7 picked R1 up off the floor, and put R1
to bed. E6 stated she did not tell the nurse
because E7 asked her not too. E6 stated E7
transferred R1 by herself, and R1 was a two
person transfer. The written statement dated
2/28/12 confirmed the above.

E7 stated in an interview on 3/1/12 at 11:30
AM that she was putting R1 to bed alone. E7
stated that during the transfer she lost her footing,
grabbed R1, and lowered her to the floor. E7
stated R1 hit stuff on the way down as there was
a lot of furniture in the room. E7 confirmed R1
was a 2 person transfer. E7 stated she asked E6
to help put R1 back into bed. E7 confirmed that
she did not report the incident to the nurse. The
written statement by E7, dated 2/28/12, confirmed
her interview.

E3, Assistant Director of Nursing, ADON,
stated in an interview on 3/1/12 at 11:10 AM that
E7 transferred R1 with only one person and it
should have been two. E3 confirmed that the
Physician was not notified until 6:00 AM on
2/28/12.

The written "Summary of Accident/Incident”
with no date documented the following
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information from an interview with E7: "1). You
lowered a resident to the floor 2) You transferred
inappropriately and 3) you did not report the
incident (4) you gave false information to your
supervisor when she called and questioned you
about a fall. (E7) stated yes to all".

Z1, Physician, stated in an interview on
3/1/12 that staff generally call her when there is a
fall. Z1 stated she was called in the morning
regarding the leg pain and ordered X-rays. Z1
stated R1 is a two person transfer due to her
contractures and stroke, and should not have
been transferred by one staff.

On 2/28/12 at 6:00 AM, Z1 ordered an
X-ray of the left hip, pelvis and and knee
according to the Physician Order Sheet. The
nurses notes dated 2/28/12 at 9:50 AM
documented that R1 had a "Fx L hip". R1 was
transferred to the hospital.

The history and physical dated 2/28/12
documented that R1 presented to the emergency
room after "being dropped at the NH (nursing
home). She states that last night while at the NH
yesterday evening the nurses aid was transferring
the patient to bed and dropped her on the floor.
The event was not reported to the family or
nursing home until this morning". She is noted to
have a left femur fracture. R1 was admitted for
pain control and possible surgery to repair the hip
fracture.
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