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Complaint investigation 0993428/IL42973.

No extended survey was conducted.
F 323
SS=G

483.25(h) ACCIDENTS AND SUPERVISION

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:

F 323

Based on interviews and record reviews, the 
facility has failed to provide adequate monitoring 
and supervision to R1 who was identified as a 
risk for falls due to a compromised medical 
condition. The facility also has failed to ensure 
that specific interventions to address R1's fall 
prevention was in placed.     
           
          This failure resulted to  R1's unassisted 
transfer that resulted to a fall incident on 7/22/09.  
R1 sustained a  head contusion and scalp 
laceration and was sent to the hospital via 
emergency transport. 

Findings includes: 

   R1 was a 100 year old with diagnoses that 
includes syncope with fall, brain tumor, anemia 
secondary to hematoma, hypertension, CRF 
(chronic renal failure), osteoporosis and 
osteoarthritis of knees. 
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      R1 was admitted to the facility from the 
hospital on 6/11/09. Record showed that R1 was 
at the hospital from 6/6/09 to 6/11/09. Hospital 
record indicated that R1 had a fall incident while 
in the bathroom in her home on 6/5/09. Record 
indicated that R1 had hit her head from the fall 
incident of 6/5/09, and this had precipitated R1 to 
be hospitalized. As hospital record indicated, 
R1's fall incident was related to a syncopal 
episode. During this hospitalization, R1 was also 
diagnosed with a brain tumor with a significant 
mass effect. Record indicated that due to the 
brain tumor, R1 was on a seizure prophylaxis. 

     When admitted to the facility,R1 was 
assessed as a risk for fall due to weakness, 
impaired balance and mobility, history of fall, 
brain tumor with seizure prophylaxis. R1 was also 
identified as hard of hearing, blind in the left eye 
and was forgetful . 

      Physical therapy evaluation dated 6/12/09 
showed that R1 required maximum assistance 
with 2 persons physical assists for transferring 
from sit to stand, to bed, wheelchair and toilet. 
Further review of the physical therapy evaluation 
indicated that R1 had a shuffling and unsteady 
gait, and was considered as a fall precaution.  

        Review of MDS (minimum data set ) dated 
7/2/09 showed that R1 was assessed and scored 
3/3 (extensive assistance with 2+ persons 
physical assist) for toilet and transfer needs.  

        Review of fall incident report dated 7/22/09 
showed that R1 was found lying on the bathroom 
floor in room 179 at 1:00 P.M. It was indicated in 
the report that R1 was sent to the hospital via 
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emergency transport for fall evaluation on 
7/22/09 at 1:25 P.M. R1 sustained an "avulsion 
with flap on the left scalp" from the fall. R1 later 
returned back to the nursing facility at 6:15 P.M. 
on 7/22/09. Nurse's documentation dated 7/22/09 
at 5:45 P.M. indicated that R1's avulsion on the 
left scalp cannot be sutured, therefore a gel foam 
was placed and was secured with a wound 
dressing. 

      On 8/11/09 at 2:15 P.M. , E2 (Director of 
Nursing) stated that R1 
had a fall incident on 7/22/09 at 1:00 P.M. in 
room 179. Per E2, R1 was left alone while on the 
toilet seat and this was when R1 must have 
transferred self without assistance that lead to 
the fall incident. As E2 added, R1 should have 
not been left alone in the toilet since R1 was a 
high risk for fall due to a compromised medical 
condition.

     On 8/12/09 at 9:50 A.M., E3(CNA) stated that 
R1 was forgetful and needed extensive 
assistance for transfers. E3 also stated that on 
7/22/09 at around 1:00 P.M. after lunch, E3 
assisted R1 to the toilet. E3 further stated that 
she had left R1 alone while R1 was seated on the 
toilet seat. E3 further stated that she went back to 
the dining room to assist other residents when 
she had heard that R1 was found on the 
bathroom floor. 

      On 8/12/09 at 1:45 P.M., E5(CNA-certified 
nurse assistant) stated that she found R1 lying on 
the bathroom floor in room 179 on 7/22/09 at 
around 1:00 P.M. E3 indicated that R1 was alert 
when found on the floor.  E5 also stated that 
there was some blood noted on the floor next to 
R1's left side face. 
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      On 8/1209 at 10:40 A.M., E4(nurse) stated 
that R1 was found lying on the bathroom floor on 
7/22/09 at around 1:00 P.M. E5 stated that R1 
sustained a laceration on the left side of forehead 
with noted moderate amount of bleeding. E4 
further stated that R1 was sent to the nearby 
hospital for fall evaluation.

       Record showed that few days after the fall 
incident occurred on 7/22/09, R1 was noted to 
have lethargy and was less responsive. R1 later 
expired on 7/26/09. 

      On 8/12/09 at 12:25 P.M., Z1(attending 
physician) stated that R1 did not sustained an 
intracranial bleeding from the fall of 7/22/09. Z1 
also indicated that the cause of death was the 
brain tumor . As Z1 further stated, R1's fall of 
7/22/09 have contributed to R1's changed in 
mentation, lethargy and less responsiveness, 
however, R1's medical diagnosis of brain tumor 
with significant mass affect would also affect 
mentation and also was considered a possible 
source for R1's changed in mentation. As Z1 
indicated, when R1 was diagnosed at the hospital 
(6/6/09 hospitalization) with a brain tumor, R1 
was given 4-6 weeks of survival rate. 

      Considering R1's medical history with 
syncopal fall, forgetfulness, weakness  and brain 
tumor with significant mass affect with seizure 
prophylaxis, R1's care plan showed no specific 
and individualized plan of care in placed to 
ensure that there was an appropriate assistance 
and monitoring to address fall prevention.
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