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Initial Comments

Complaint Investigation 2485999/IL176173

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)
300.1210c)
300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility.

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.
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c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents’
respective resident care plan.

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 taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements were not met as evidenced
by:

Based on interview and record review, the facility
failed to utilize a gait belt during resident transfer,
from toilet to wheelchair, for one of three
residents (R1) reviewed for falls. This failure
resulted in R1 falling and sustaining a left femur
fracture.

Findings include:

Facility's incident report (Final of 7.13.2024) R1 is
a 79-year-old on 8/13/2021. Diagnoses include
Acute Systolic Congestive Heart Failure,
Overactive Bladder, Hypertension, Anemia,
Anxiety Disorder, Hyperlipidemia, Alzheimer
Disease, Dementia Without Psychotic
Disturbance, Legally Blind, and Polyarthritis.
Patient is alert and oriented x3. Patient is legally
blind and requires supervision with
toileting/hygiene care, transfers, bed mobility, and
ambulation with a rollator walker. Patient also
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utilizes a wheelchair for mobility as well. Patient is
continent of both bladder and bowel. "Patient was
assisted to the bathroom on 7/8/24 by the nursing
assistant with the use of a wheelchair. After the
patient finished toileting and providing hygiene
care to herself, she proceeded to wash her hands
at the sink in the bathroom. The nursing assistant
was standing in the doorway of the bathroom with
the wheelchair and gave directions to the patient
to stand up from the toilet seat and to take a step
forward towards the sink, when all of a sudden
patient got up and had a missed step while
approaching the sink in front of her. There was a
change in plane and patient fell onto her knees
and then the patient leaned towards her left side
resting her upper body against the wall. The
nursing assistant informed the nurse. Patient was
sent to the hospital via 911. According to hospital
records patient sustained a left femur fracture
and underwent a ORIF (Open Reduction Internal
Fixation) of left femur on 7/10/24."

R1's MDS (Minimum Data Set of 5/10/2024)
documents R1 is severely visually impaired and is
cognitively intact.

R1's X-ray of hip (7/9/2024) documents:
Comminuted fracture involving the distal femur
which appears to extend to the articular surface
distally is noted.

8/10/2024 at 9:53 AM, V9 (R1's son) said via
telephone, R1 has had multiple falls; two within
the last 30 days. R1 called V9, screaming in pain
and told him she fell. V9 said R1 sustained a
femur fracture. V9 said R1 is blind and would
have never attempted to go to the bathroom on
her own.

8/10/2024 at 2:57 PM R1 awake/alert sitting up in
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bed eating pizza. Appears neat/clean. Surveyor
asked R1 about her recent fall (7/8/2024). R1
said. "l thought someone was with me (in the
bathroom). Someone should be with me when I'm
in the bathroom, I'm blind. | don't know if anyone
helped me to the bathroom. Nobody was there
when | fell. | go in the diaper now because | can't
get up. " R1 added, "She kept hollering at me to
sit down. | called my son; | told him | broke my
hip. Call my son, he can tell you what happened.
(Son was not at facility when resident fell)."

8/10/2024 at 4:38 PM, V3 (LPN-Licensed
Practical Nurse) via telephone said the CNA
(Certified Nursing Assistant) told me R1 was on
the floor in the bathroom. V3 stated, "l went to
bathroom; | saw the resident on the floor leaning

She said the resident (R1) got up from the toilet,
turned to sit down in the wheelchair and fell on
the floor. The CNA told me she was standing
behind the chair, holding the chair for the
resident. She (CNA) said she (R1) could not
move her leg. (R1) said she broke her leg. (R1)
was unable to move her leg. We called 911, while
| was waiting for 911, |1 (V3) did her (R1)
assessment. | couldn't determine if she broke her
leg. | asked R1 if she would be able to move her
leg. | left her on the floor, 911 picked R1 up when
they arrived and put her on the gurney. | forgot
the CNA's name; | never saw her again. V3
insisted she left R1 on the floor while waiting for
911. | called the physician immediately but no
there was no response. | was about to call the
son; when he arrived at the facility; R1 called her

son'.

8/12/2024 1:35 PM, V5 (LPN-Licensed Practical
Nurse) via telephone, said "We use a gait belt
with all the residents (when doing transfers); gait

against the wall. | asked the CNA what happened.
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belts are part of their (CNA's) uniform".

8/12/2024 at 2:43 PM, V2 (DON) said, "Yes, staff
use gait belts. | don't remember if | asked her
(V4) if she used a gait belt. (V4) was standing
behind (R1)'s wheelchair. (V4) should have been
in bathroom with (R1) and using gait belt".

8/12/2024 at 4:42 PM, V7 (Physical Therapist) via
telephone, said R1 is legally blind, had a couple
of falls, and requires a lot of cues. "l evaluated
her (after a fall), | don't exactly know how she fell,
she was complaining of shoulder pain and
couldn't lift her shoulder. (R1) is a contact guard
assist (CGA) for transfers; hold her a little, use a
gait belt". V7 added staff should use a gait when
transferring R1. "If a gait belt is not used (during
transfers) the resident could fall with or without
injury”.

V4 (CNA-Certified Nursing Assistant) was not
available for interview.

R1's Progress Note of 7/8/2024 at 15:22 (written
by V3-Licensed Practical Nurse) Note Text: "At
1300, the C.N.A came to the nursing station and
reported, 'the resident fell in the bathroom'. On
getting to the room noted the resident sat on the
floor in front of the toilet seat and sink, leaned her
back against the wall, straight the right leg and
bent the right leg. The resident voiced, 'l broke
my leg'. The resident is alert oriented x 3, able to
make her needs known. The resident room and
bathroom are clutter free and dry. There is
adequate light in the room. Noted that the
resident had shoes and socks on. The last time
the writer saw the resident was during the lunch
time at 12:00 p.m. Head to toe assessments were
completed. Noted that the resident could not
move nor stand on the leg. The resident still
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complained, 'l could not move my leg, | broke my
leg'. The C.N.A assisted the resident to get up
from the floor to the wheelchair and moved her to
the side of the bed, then transferred her to the
bed. The D.O.N. was made aware at 1307.
Contact (resident's physician) with the order to
send the resident out via 911. At 1307, the
resident son was at the bedside at 1309. Called
911 @ 1354 and arrived at 1400 and transported
the resident to the (local hospital)". (A)
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