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Incident Investigation of 06/20/2015/ IL78276
F323

Complaint Investigation: 1583372/IL78170-No
Deficiencies

F 323 | 483.25(h) FREE OF ACCIDENT F 323
ss=D  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 interviews and record review the
facility failed to ensure that correct transfer
interventions were implemented for 1 of 3
residents(R2), reviewed for falls, in a sample of 5.
Findings include:

R2 admitted to the facility on 05-06-2015 with
diagnosis of muscle weakness, cognitive
communication, history of falls, pain, paralysis
Agitus, Huntington's Cholera, Dementia,
Osteoarthrosis and Hemiplegic Affect.

MDS(Mini Data Set) May 2015 describes resident
requires extensive transfer assist utilizing 1
person for transfer.

Incident report dated 6/19/15 indicates that while
being transferred from chair to bed by
E6(Certified Nursing Assistant), E6 allegedly fell
on top of R2, resulting in R2 complaining of right
leg pain.

Interview with R2 on 07-02-2015 at 3:15 PM,
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stated that,"E6 was putting me back to bed from
my motorized wheelchair. E6 got me up, my foot
slipped resulting in E6 falling on top of me. E6 did
not use a transfer belt."

Interview with E3 (Fall Coordinator) on
07-07-2015 at 12:00 PM," The certified nurse
assistant (E6),involved in the incident was
terminated for not using gait belt with transfer an
improper transfer."

Review of the Safe Patient Lifting Policy on
07-02-2015, the purpose; The Safe Patient Lifting
Policy exists to ensure a safe working
environment for resident handlers.

Process and Procedure bullet 4; Gait belt usage
is mandatory for all residents handling with the
exception of bed mobility and medical
contraindications.
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