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300.610a)
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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 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

a)         Comprehensive Resident Care Plan.  A 
facility, with the participation of the resident and 
the resident's guardian or representative, as 
applicable, must develop and implement a 
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comprehensive care plan for each resident that 
includes measurable objectives and timetables to 
meet the resident's medical, nursing, and mental 
and psychosocial needs that are identified in the 
resident's comprehensive assessment, which 
allow the resident to attain or maintain the highest 
practicable level of independent functioning, and 
provide for discharge planning to the least 
restrictive setting based on the resident's care 
needs.  The assessment shall be developed with 
the active participation of the resident and the 
resident's guardian or representative, as 
applicable. (Section 3-202.2a of the Act)
  
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.

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.
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These Requirements were not met evidenced by:

Based on interview and record review, the facility 
failed to perform safe bed mobility for 1 resident 
(R1) reviewed for safety and supervision. This 
failure resulted in R1 sustaining a nasal bone 
fracture, a femoral neck fracture, and a 4x4cm 
(centimeter) laceration to her forehead that was 
repaired with 9 sutures. This applies to 1 of 3 
residents reviewed for safety and supervision in 
the sample of 3.

The findings include:

R1's electronic face sheet printed on 8/1/24 
showed R1 has diagnoses including but not 
limited to intracapsular fracture of right femur, 
localization-related idiopathic epilepsy and 
epileptic syndrome with seizures, laceration of 
head, dementia with agitation, and osteoporosis.

R1's facility assessment dated 7/28/24 showed 
R1 has severe cognitive impairment and requires 
2+ staff assist for bed mobility.

R1's ADL (Activities of Daily Living) assessment 
dated 9/27/23 showed R1 requires 2+ staff 
physical assist for bed mobility.

R1's local hospital records dated 7/28/24 showed, 
"Patient is bedridden at baseline and lives at 
(facility), was getting bed bath done today by staff 
with bed raised high, patient rolled out of bed 
resulting in a 3x3cm laceration to forehead, blood 
from nares, right leg pain with hip flexion...Head 
exam- 4x4cm linear laceration over the frontal 
area of the skull through the epidermis...patients 
imaging studies were reviewed...there is 
questionable chip fracture of the nasal bone, a 
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displaced sub capital fracture of the right femoral 
neck...Procedures: laceration wound explored, 
irrigated extensively, deep structures intact, size: 
4cm, number of sutures: 9."

On 8/1/24 at 8:57AM, V6 (Certified Nursing 
Assistant) stated, "(R1) has a hip fracture, a 
broken nose, a cut on her forehead and some 
bruising. I don't know what happened to her. She 
has always been a 2 assist for bed mobility 
because she doesn't help very much so if you 
were to use one person you would really have to 
give some momentum to get her over on her 
side. She can be very unpredictable and she has 
had seizures before so you have to have 2 people 
with her no matter what."

On 8/1/24 at 9:35AM, V4 (Certified Nursing 
Assistant) stated, "I was giving (R1) cares and 
washing her buttocks and had her rolled on her 
side with one of my hands on her hip and 
cleaning her with the other hand. She had a 
jerking movement and the momentum flung her 
forward and she landed on the floor on her 
stomach. I had the bed at about my waist level so 
it wasn't all the way up but it definitely wasn't low 
to the floor. I immediately went and got the nurse 
and she had me hold pressure on (R1's) forehead 
while she called 911 and we stayed with her until 
the ambulance arrived. I was scheduled on the 
hall by myself but I know to ask for help, I just 
didn't. This was so scary and I never anticipated 
anything like this would happen. I was just trying 
to get her cleaned up by myself and I didn't know 
she would jerk forward like that. I know she is 
supposed to be a 2 person assist for bed mobility 
but I did it by myself anyway."

On 8/1/24 at 11:23AM, V2 (Director of Nursing) 
and V3 (Assistant Director of Nursing) stated, 
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"(V4) definitely should have had another aide 
helping her with (R1's) bed mobility. There were 
several other aides in the building at the time and 
we all have walkie talkies to call someone for help 
when we need it. Even the nursing administration 
has the walkie talkies so we can help when 
needed. If a resident requires 2 people for bed 
mobility then it's obviously not safe to use 1 
person because they have been assessed as 
needing 2 people. This was a bad judgement call 
for (V4) and we have in-serviced her and the 
other aides on bed mobility assistance. This could 
have been prevented if she would have asked 
another aide for help."

The facility's policy titled, "Activities of Daily 
Living" dated 2/17/20 showed, "It is the policy of 
this center to assure residents have their 
activities of daily living needs met in a 
person-centered manner. The center will strive to 
assure residents maintain and or improve their 
current level of ADL function."
 
(A)
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