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Incident Report Investigation to April 22, 2016/
IL85047

F 323 483.25(h) FREE OF ACCIDENT F 323
8S=G | HAZARDS/SUPERVISION/DEVICES

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 on observation, interview and record
review, the facility failed to transfer R1 in a safe
manner. This failure resulted in R1 having to be
lowered to the floor, sustaining a fracture to her
right femur.

This applies to 1 of 4 residents reviewed for
transfers in the sample of 4.

The findings include:

The Physician order sheet dated May 2016
shows R1 has a diagnoses that include
Dementia, Anxiety and Convulsions.

The Minimum Data Set (MDS) dated February
16, 2016 shows R1 is severely cognitively
impaired and needs extensive assist of 2 or more
staff for bed mobility and transfers.

A progress note for R1 dated April 17, 2016
documented by E3 RN (Registered Nurse) shows
that E4 CNA (Certified Nursing Assistant) lowered
R1 to the floor during transfer from bed to chair.
R1 laid on her right side. E4 then assisted R1 into
padded reclining chair. R1 was already in her
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padded reclining chair in the hallway before E4
notified E3. The Assessment of R1 showed an
increase in agitation, combativeness and striking
out. R1 was uncooperative with ROM-(range of
motion) in the upper extremity.

On May 2, 2016 at 10:05 AM, R1 was in bed
asleep with immobilizer intact on her right leg.

On May 2, 2016 at 10:20 AM, E3, RN (Registered
Nurse) said that on April 17, 2016 she was
informed by E4 (CNA) that she was in the
process of transferring R1 and had to lower R1
to the floor. E4 had assisted R1 to her chair
before E4 made E3 aware of the incident. E3
stated " the protocol for this facility is no resident
should be moved without the nurse assessing the
resident first. " E3 said E4 transferred R1 by
herself. E3 said, R1's transfer status should
always be 2 person assist. E3 also said during
her assessment with R1, R1 was agitated and
combative.

On May 2, 2016 at 10:45 AM, E4 said that on
April 17,2016, she was trying to transfer R1 by
herself from bed to her padded reclining
wheelchair. E4 said during the transfer, she (E4)
kicked the garbage can and lost her balance so
she was not able to completely put R1 in her
chair. R1 was on the edge of the chair. E4 said
she was not able to lift R1 to position her better to
the chair, so she sat R1 down to the floor. R1 was
on her right side with her knees towards the left.
E4 stated " | lifted R1 by myself from (the) bed to
(the) chair." E4 said she lifted R1 again by
herself from the floor to the bed. E4 said she is
aware that R1 is a two staff assist on transfers
but "the other CNA's were busy." E4 also said
she did not tell the nurse about what happened
until R1 was already back in her chair sitting in
the hallway.

May 2, 2016 at 10:40 AM, E2 (Director of
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Nursing) said R1 is a 2 transfer assist. E2 also
said, residents that had fallen should never be
moved until a nurse has assessed the resident
and safe to be moved.

On May 2, 2016 at 12::00 PM, Z2 (Hospice
nurse) and Z3 (Hospice CNA) both said they
were in the facility on April 20, 2016. (3 days after
the incident.) R1's right leg was swollen and R1
was complaining of pain in her right leg. R1's
Doctor was notified and an order for x ray was
received.

The radiology report dated April 21, 2016 shows
R1 has a Fracture of the femur.

On May 2, 2016 at 1:30 PM, Z1 (physician) said
R1's fracture in the Right Femur was caused by
the fall (on April 17, 2016.)

R1's fall risk assessment dated February 5, 2016
shows R1 is high risk for falls.

R1's Care Plan on Activities of Daily Living with a
revision date of November 20, 2016 shows R1 is
a 2 person extensive assistance with transfers.
R1's Fall Care Plan dated June 2, 2015 shows R1
has gait/balance problems but did not show any
interventions on transfers

A facility document entitled in service Education
dated April 21, 2016 states: If a resident
experiences a change of place (falls) prior to
assisting resident to original position, (an)
assessment must be completed by (a) nurse
before assisting a resident.

On May 2, 2016 at 2:35 PM E2 (DON) said the
facility has no policy on Transfers.
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