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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.

¢} 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
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{ walked out of the restroom by 1 staff and

-

' Assessment: Witnessed Fall - Did not strike

and assistance to prevent accidents.

These Requirements were NOT MET as
evidenced by: :

Based on interview and record review, the facility
failed to provide the identified level of supervision
and assistance required to prevent accidents for
one (R1) of two residents reviewed for accidents
and supervision in the sample of 53. This failure
resulted in R1 falling in the hallway while being

sustaining a fracture of the left hip.
Findings include:

On 6/21/22 at 10:30 AM, V15 (Licensed Practical
Nurse/LPN/Unit Director) stated that (R1) recently
had a fall, sustained a hip fracture and the staples
were removed a few days ago. On 6/23/22 at
1:05 PM, V1 (Administrator) said that V19
(Certified Nurse Aide/CNA) was the only staff
present on 6/01/22 with (R1) at 4:00 PM when
(R1) fell and sustained a left hip fracture. V1 said
(v19) was the only witness and (V19) no longer
works at the facility. V1 said the CNA (V1 9)
reported the incident to V10 (Registered
Nurse/RN) who was on duty and completed the
assessment and documentation regarding (R1)'s
fall of 6/01/22;

Areview of R1’s electronic medical record was
conducted. A Fall Initial Occurrence Note written
6/01/22 by V10 documents, "Fall Description:
Resident had a witnessed fall 6/01/22 at 4:00 PM.
Location of Fall: hallway outside of bathroom.
Resident being walked out of restroom and
unable to bear weight on legs. Resident sat on
floor, almost bringing CNA down with her.” ", . .
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