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SS=D

483.25(h) FREE OF ACCIDENT 
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:

F 323

 Based on observation, interview, and record 
review the facility failed to implement fall 
interventions, during a transfer, for one of three 
residents (R1) reviewed for falls in the sample of 
three.

Findings include:

R1's current Physician Order Sheet documents 
R1 has an abnormal gait.

R1's Occurrence Report dated 12-28-15, 
documents R1 fell during a transfer with one staff 
from the toilet to the wheelchair, hitting the right 
side of the forehead and resulting in a laceration 
to the right side of the forehead.  This same 
report documents, "Restorative nurse reassessed 
transfers and (R1) changed to a two person 
assist."
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R1's Fall Plan of Care dated 1-8-15, documents 
R1 requires a two person assist for transfers due 
to an unsteady gait and balance.

On 1-15-15 at 9:45 a.m., E4 (Certified Nursing 
Assistant/CNA) applied a gait belt around R1's 
waist, and transferred R1 from the wheelchair to 
the toilet.  During the transfer, R1 became very 
weak, and E4 struggled to hold R1 up during the 
transfer.  After the transfer,  E4 summoned E3 
(CNA) into R1's restroom.  E4 and E3 then 
transferred R1 from the toilet to the wheelchair.

On 1-15-15 at 10:10 a.m., E4 stated, "I usually 
transfer (R1) by myself from the wheelchair to the 
bed and toilet.  It was rough today, when I 
transferred (R1) to the toilet by myself.  (R1) 
seemed unsteady.  After you (this surveyor) left 
the room, (R1) asked to go to bed, so I 
transferred (R1) from the wheelchair to the bed 
by myself."

On 1-15-15 at 10:00 a.m., E3 stated, "We are 
never sure if (R1) is a one or two assist with 
transfers.  Some nurses tell us (R1) is a one 
assist, and some nurses tell us (R1) is a two 
assist."

On 1-15-15 at 12:55 p.m., E5 (Restorative Nurse) 
stated, "(R1) currently is suppose to be 
transferred with a two person assist.  (R1) has 
been declining slowly."

On 1-15-15 at 1:00 p.m., E1 (Administrator) 
verified that R1 should have been transferred with 
two assist of staff.
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