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STATEMENT OF LICENSURE FINDINGS:

300.1210b)
300.1210d)6)

Section 300.1210 General Requirements for
Nursing and Personal Care

b)The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
care needs of the resident.

Section 300.1210 General Reguirements for
Nursing and Personal Care

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be takento |
assure that the residents' environment remains |
as free of accident hazerds as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.
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These regulations were not met as evidenced by:

Based on observation, interview and record
review the facility failed to transport a resident in
a wheelchair in a safe manner; utilizing durable
medical equipment to prevent an injury. As a
result R2 sustained a tibia fracture requiring the
use of a fong hard cast to the left leg.

This applies to 1{R2) of 3 residents reviewed for
accident/incident/injuries.

The Findings Include:

R1's Face Sheet says R1 is 288 pounds and has |
the following pertinent diagnosis: Non- displaced
fracture of the tibia shaft, morbid obesity, -
Peripheral vascular disease, venous msufflcsency, ;
rheumnatoid arthritis of the left hip, lumbago with |
sciatica on the left side and spinal stenosis.

On 4/14/2021 at 10:21AM, R2 was laying in bed,
obese with a hard long cast to the left leg. R2
said she has left hip and left leg issues. R2 said
on 3/30/2021, V8(Auxiliary Technician) was
pushing me from an outside visit with family to
inside of the building. R2 said there were noleg |
rest on her wheelchair. My left leg got caught
under the wheelchair causing a tibia fracture. ;
V7{Family) was present and saw what happened. |
R2 said V8 is not a certified nursing assistant. i
After V7(Family of R2) told V8 to "stop”, V7
stopped, but my leg was already underneath the
chair. R2 said she could not respond because :
was yelling in pain. Then V7 turned me around |
and pushed me backwards into the building and |
to my room. V7 placed me by the bed and exited |
without notifying the nurse. After sitting in pain |
looked outside the door and saw V5(Nurse), told
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her what happened and received an x- ray. My
leg rest were lost due to all the moving(changing
rooms) because of the pandemic. "If | would
have had my leg rest on the wheelchair, my leg
would not be broken."

On 4/14/2021 at 1:17PM, V5(Nurse) said she
could not remember the time but R2 saw her
outside of the room passing medication and
complained of faot pain. V5 said when she looked
at R2's foot there was no difference but her left
knee cap had a sloping mark. V5 said R2 told me
her leg got caught underneath the wheelchair as
V7 was pushing her. V5 said she called
V10(Medical Doctor/ Director) and an x- ray was
ordered. V5 said, R2 has a tibia fracture from the
accident.

On 4/14/2021 at 2PM, V7{Family of R2) said it
happened on 3/30/2021 at 11:50AM. V7 said she
yelled at V8 to stop because R2 was yelping and
screaming in pain as he rolled over her leg. V7
said her wheelchair did not have any leg rest on
it. V7 said at 1PM, she called the facility and
discovered that R2 was not treated until 1 PM. V7
said if R2 had wheelchair leg rests on her
wheelchair her leg would not be broken.

On 4/14/2021 at 2:10PM, V8(Auxiliary Technician)
said he was pushing R2 back to her room from

an outside visit and her foot got caught
underneath the wheelchair.V8 said he told R2 to
hold her up legs while he pushed her. V8
confirmed V7 was present and there was no leg
rest on the wheelchair. V8 confirmed after it
happened he pushed R2 backwards to her room.

On 4/15/2021 at 9:09 AM, R2 was again in bed
with a long hard leg cast on the left leg. R2 said
V8 did not ask her to raise her legs as he pushed
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her. R2 said | could

first time the day he

"Wheelchair to have
pushed by staff.

probably difficult for

that."

and | prescribe treat

58999 Continued From page 3

not have raised my legs, |

have left hip and left leg issues, constant swelling
in both legs and | need a hip replacment. R2 said
she has to be pushed by someone and she does
not remember who pushed her outside for the

visit, it was not V8. R2 said V8 pushed her for the

got her leg caught

underneath the wheelchair.

Restorative Care Plan dated 4/3/2021 says

leg rests on when being

On 4/16/2021 at 8:17AM,V1(Administrator) said
V8 is a male with a small frame and it was

him to propel R2 who is

obese. V1 said R2 did not have leg rest on
| because she propels herself and leg rest are not
indicated for self propelling residents. When
asked why was V8 pushing a resident who
propels herself, V1 responded | can not answer

On 4/15/2021 at 5PM, V1((Medical
Doctor/Director) said he does not get involved in
analysis on the cause or prevention of injuries.
V10 said he has 1000's of patients and does not
remember R2's medical history," | am a dactor

ment."

On 5/16/2021 V12{Medical Doctor) said he has
no knowledge of how R2 injured her leg.

X- Ray Report dated 3/30/2021 says, " Left Acute
| spiral distal tibia fracture.”
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