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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
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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.

c) Eacﬁ 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) Al necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shalt evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not met as evidenced by:

Based on observation, interview and record
review, the facility failed to do a thorough
investigation on all falls reviewed, failed to
determine the root cause of the falls, failed to do
afall assessment after a fall, failed to monitor and
document vitals following a fall and/or failed to
ensure fall interventions were in place for
dementia residents (R2, R3) who are high risk for
falls in order to minimize the risk of injury. In
addition the facility failed to follow their fali
prevention policies for 3 (R1, R2, R3) of 3
residents reviewed for falls and major injuries in
the sample of 6 residents. These failures
resulted in R1 and R2 sustaining a head
lacerations requiring a hospital visit for sutures.

The findings include:
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On 6/21/22 at 11:30 AM, R3 is in a regular
hospital bed that is 18 inches off the floor with

one floor mat to the left of R3 and bed. There
were bed bolsters on the mattress, but the
bolsters were deflated and not correctly fitting the
mattress. R3 has an overbed table over her as
she sits up at a 45 degree angle in the bed. There
is an empty supplement bottie with a straw and a
4 ounce water bottle with a straw. R3 is oriented
to self only. At 2:10 PM, R3 is in bed with bed at
the same height and bolsters still deflated and not
correctly on the mattress. This was pointed out to
V7, assigned certified nurse aide/C.N.A.

On 6/22/22 at 9:30 AM, 10:28 AM and 12:55 PM,
R3 was in the bed, bed is 18 inches from the floor
and one floor mat to the left of bed. The bed
bolsters were deflated and not on the bed
correctly. At 9:30 AM, the deflated bolsters were
pointed out to V11 (C.N.A.). At 10:28 AM, the
deflated bed bolsters were pointed out to V10
(Restorative Licensed Practical Nurse/L.P.N.) and
at 12:55 PM accompanied by V22 (Diet
technician), R3's bed bolster were still deflated
and not fitting the mattress correctly.

R3 is a 93 year old dementia resident per the
significant minimum data set (MDS) dated
4/27/22. R3's cognition/ brief interview mental
score (BIMS) is a 5 indicating R3 is orient to self
only. R3 requires extensive to total assistance
with her activities of daily iiving, is non-ambulatory
and is frequently incontinent of bowel and
bladder. R3 was admitted to the facility on 2/5/22
per face sheet and MDS. R3's admission fall
assessment 2/5/22 documents no vision
problems yet R3's diagnoses include bilateral
glaucoma per MDS. The fall assessment score
would be 11 due to having impaired vision and
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