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F 000 INITIAL COMMENTS F 000

 Original investigation of complaint 
1520785/IL74975.

 

F 323

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 3/14/15

 Based on interviews and record reviews the 
facility failed to remove wet gloves during 
dressing. One of three residents sampled (R1) 
was accidentally elbowed in the left cheek during 
cares. 

Findings include:

R1's Occurrence Report, dated 2/14/15, notes 
that during "Dressing", "Resident (R1) is 
contracted and while trying to change residents 
top, resident pulled away from CNA. (E3 Certified 
Nurse's Aide) Due to the way the CNA was 
holding residents arm, CNAs arm slipped and 
elbow hit resident in the left orbital area."

On 2/17/15 at 10:45 A.M. E3 stated that on 
2/14/15 around 1:30 A.M. E3 was providing 
incontinent care to R1. E3 stated after performing 
incontinent care, E3 was changing R1's shirt. E3 
stated that R1 is very contracted and when E3 
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was trying to hold R1's arm up, E3's hand slipped 
off R1's arm. E3's left elbow then hit R1 in the left 
cheek. E3 stated that her hand that slipped still 
had a wet glove on it and that she probably 
should have changed to a dry glove prior to 
attempting to dress R1. 

On 2/15/15 at 12:20 P.M. R1 was noted in 
wheelchair in dining room. R1 had a large 
greenish-purple bruise on her left cheek. 

On 2/15/15 at 12:05 P.M. E1 (Administrator) 
stated that E3 should have changed her wet 
gloves prior trying to dress R1. When E1 was 
asked for the Neuro  (neurological) checks for 
R1, E1 stated that the staff did not do neuro 
checks as per facility policy. 

Facility policy for Head Injuries states, "a) Full set 
of vital signs and neuro checks every 15 mins 
(minutes) for one hour. b) Full set of vital signs 
and neuro checks every hour x 4. c) Full set of 
vital signs and neuro checks every 2 hours until 
completion of first 24 hours post injury. d) Full set 
of vital signs and neuro checks every shift x 72 
hours."
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