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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 and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

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
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resident to meet the total nursing and personal
care needs of the resident.

Section 300.3240 Abuse and Neglect

e) When an investigation of a report of
suspected abuse of a resident indicates, based
upon credible evidence, that another resident of
the long-term care facility is the perpetrator of the
abuse, that resident's condition shall be
immediately evaluated to determine the most
suitable therapy and placement for the resident,
considering the safety of that resident as well as
the safety of other residents and employees of
the facility. (Section 3-612 of the Act)

These requirments are not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to ensure one (R6) of 3
residents reviewed for abuse was free from
assault and serious injury.

Findings include:

Initial Incident Report dated 05/05/22 documents,
"t was reported that R5 and R6 were involved in
a physical altercation. Both residents were
immediately separated, emergency contact
notified and investigation initiated per facility
protocol. R5 was noted with a laceration to the left
side of the forehead above the eye area and first
aid was immediately administered. R6 was noted
with a laceration to the back of his head and first
aid was immediately administered."

Nurses' notes dated 5/07/22 documents,
“resident (R6) was involved in an altercation with
another resident (R5). Both parties were
separated and taken to different locations for
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safety. The resident (R6) was observed with
blood on the back of his head. The area was
cleansed. Also attempted to take the resident's
vital signs and offered pain medication however
he (R6) refused both. Stated that he (R6) was
okay and wanted to be left alone.”

Nurses' notes dated 5/05/22 documents R6

transported by ambulance to community hospital.

Hospital Emergency Discharge dated 5/06/22
documents, R6 with history of blunt head injury,
scalp laceration. Nurses' notes dated 5/06/22
documents, R6 noted with 3 sutures intact to
posterior region of head upon arrival to nursing
home.

Nurse Practitioner notes dated 5/05/22
documents, R5 laceration site cleansed with
saline; no active bleeding noted; steri-strips
applied to approximated edges left forehead
laceration site.

Current Face Sheet documents, R5 admitted on
6/17/2021. R5 with diagnoses to include:
CHRONIC KIDNEY DISEASE, MUSCLE
ATROPHY, MUTLIPLE SITES, HEMIPLEGIA
AND HEMIPARESIS, TYPE ii DIABETES, HTN,
MAJOR DEPRESSION,
PSYCHOSIS-UNSPECIFIED, CONVERSION
DISORDER WIiTH SEIZURES OR
CONVULSIONS, BIPOLAR DISORDER.

Current Face Sheet documents, R6 admitted on
12/31/2021. R6 with diagnoses to include:
SCHIZOPHRENIA, REDUCED MOBILITY,
ACQUIRED ABSENCE OF RIGHT LEG BELOW
KNEE, ACQUIRED ABSENCE OF LEFT LEG
BELOW KNEE, LEGAL BLINDNESS,
ESSENTIAL HYPERTENSION, INSOMINIA
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