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Final Observations
Statement of Licensure Violations:

300.610 a)
300.1210 b)
300.1210 d)6)
300.3240 a)

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

d) Pursuant to subsection (a), general
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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.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator,
employee or agent of a facility shall not abuse or
neglect a resident. (Section 2-107 of the Act)

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to provide adequate
supervision for a resident at high risk for falling,
failed to ensure an X-ray was completed and
reported in a timely manner, and failed to ensure
there was not a delay in treatment after a fall for
1 of 3 residents (R1) reviewed for falls in the
sample of 4. This failure resulted in R1
experiencing an unwitnessed fall and sustaining a
right hip fracture, and an almost 24 hour delay in
emergency care, with R1 experiencing pain.

The findings include:

R1's Facesheet, dated 10/16/24, showed
diagnoses to include, but not limited to: displaced
interrogate right femur fracture; stage 2 CKD
(chronic kidney disease); hemiplegia and
hemiparesis following a stroke; dysphagia;
dysarthria; severe-protein calorie malnutrition,
vascular dementia, and anxiety.
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R1's facility assessment, dated 8/30/24, showed
she had moderate cognitive impairment; and
required partial to moderate assistance with
eating, bed mobility, and transfers.

R1's Fall Risk Assessment completed 7/3/24
showed R1 was at "High Risk for Falling."

R1's Care Plan, initiated 4/18/24, showed R1 was
at high risk for falls related to confusion and
gait/balance problems.

On 10/16/24 at 1:22 PM, R1 was lying on her
back, in bed. R1 said she did fall, but was unable
to provide any further details of the fall. R1 said
her right leg hurt when she had to move.

R1's Risk Management, dated 10/8/24, showed,
"Nursing supervisor noted resident lying on the
floor on the right side of her bed during rounds.
Resident dressed with non-skid socks on. (R1's)
wheelchair noted to be on the left side of the bed.
(The) resident stated, "I fell, | don't remember."
This document showed R1 had facial grimacing
and moaning when right leg moved after the fall.
This form showed R1's pain was rated at a "5" on
a scale from 1-10 (10 being the worst pain).

The Facility's Fall investigation provided showed
the following statements. V13 (Registered Nurse -
RN) said he was passing medications when the
nursing supervisor noted R1 lying on the floor on
the right side of her bed. A head to toe
assessment was completed with full ROM
(Range of Motion) present. R1 complained of
pain later on during the evening to her right leg.
There was no swelling or bruising noted at this
time. The NP (Nurse Practitioner) was notified
and orders were received for X-rays of the right
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leg. Pain medications was administered. This
form showed V15 (Certified Nursing Assistant -
CNA's) statement was that she did not see R1 on
the floor 10/8/24. This form showed V11 (Nursing
Supervisor's) statement was he saw R1 on the
floor, during rounds. V11 said R1 was lying on her
right side, on the right side of her bed and her
wheelchair was on the opposite side of the bed.

R1's Physician Order Sheet, dated 10/17/24,
showed orders for X-rays of the right hip, knee,
ankle, and foot were ordered on 10/8/24.

R1's Order Audit Report, dated 10/17/24, showed
the order was entered on 10/8/24 at 5:32 PM by
V13 (RN). This order type was entered as
"Standard Diagnostic." (The order type should
show STAT if order was requested to be
completed immediately.).

R1's Care Plan, initiated 10/15/24 (after R1's fall),
showed R1 required the use of a full body lift for
transfer secondary to NWB (non-weight bearing)
status to her right leg.

R1's X-ray Report, dated 10/8/24, showed R1 had
an acute intertrochanteric fracture of the proximal
right femur with mild varus deformity (an
excessive inward angulation of the distal segment
of the bone). This X-ray was digitally signed by
the Radiologist on 10/8/24 at 8:10 PM. This
document showed the X-ray was "reviewed" by
V4 (Assistant Director of Nursing - ADON) on
10/9/24 at 2:57 PM. R1 fell at 4:00 PM. The X-ray
was read by the radiologist at 8:10 PM, but the
facility did not review the results and transfer R1
to the hospital until the afternoon of 10/9/24, over
20 hours after the unwitnessed fall.

R1's has no progress notes from 10/7/24 at 1:24
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PM until 10/9/24 at 2:12 AM, that demonstrates
continued monitoring of pain and the resident's
condition. This note showed, "The resident was
sent to (local emergency room) via ambulance at
2:12 PM." This note was entered by V6 (Licensed
Practical Nurse - LPN and she worked 7 AM to 3
PM on 10/9/24; she wasn't in the building at the
time of this note entry. R1's Change in Condition
note, dated 10/9/24 at 12:50 PM, showed R1 had
decreased mobility, pain, and X-ray results
showed she had an acute fracture. This note
showed R1 a non-emergent ambulance was
contacted with an ETA (estimated time of arrival)
in 30 minutes. R1's Radiology Note, dated
10/9/24 at 12:50 PM, showed R1's X-ray results
were received, relayed to the doctor, and orders
were given to send R1 to the hospital for an acute
intertrochanteric fracture of the proximal right
femur with mild varus deformity.

R1's Hospital Records showed she was admitted
on 10/9/24 at 2:45 PM (22 hours after R1's
unwitnessed fall that resulted in a right hip
fracture).These records showed R1 was
presented to the hospital after a fell "yesterday"
evening at the facility. R1's X-ray showed an
acute intertrochanteric fracture of the right femur.
R1 had pain with movement of her right leg. R1
was admitted for orthopedic evaluation. R1 was a
poor surgical candidate and returned to the facility
on 10/10/24 with non-weight bearing (NWB)
status to her right leg.

R1's October 2024 MAR (Medication
Administration Record) showed she had pain at a
level "5" on 10/8/24 at 9:52 PM and was
administered Tylenol. This document showed R1
required Norco (opioid pain medication) after her
fall. On 10/15/24 and 10/16/24 R1 was
administered Norco for pain levels of "5" and "7."
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On 10/16/24 at 12:51 PM, V6 (Licensed Practical
Nurse/LPN) said she wasn't working when R1 fell
(10/8/24 at 4 PM), but she was the nurse that
sent R1 to the hospital on 10/9/24. V6 said she
sent R1 to the emergency room around mid-day
10/9/24 because her X-ray showed a fracture. V6
said R1 is alert to person/place and can tell you
what she needs/wants. V6 said R1's voice is very
quite, but she can answer questions. V6 said R1
complained of right leg pain (10/9/24) and she
notified V3 (DON) and V4 (ADON). V6 said the
decision was made to send R1 to the hospital. V6
said R1 had been staying in bed since she
returned from the hospital.

On 10/16/24 at 1:07 PM, V7 (CNA) said he hadn't
been assigned to R1 for a month or two, but R1
was able to ambulate with a walker and standby
assistance. V7 said now R1 is in bed or the
wheelchair.

On 10/16/24 at 1:54 PM, V3 (Director of
Nursing/DON) said he was off when R1 fell
(10/8/24), and when she was sent to the hospital
(10/9/24). V3 said he got a phone call from V11
(Nursing Supervisor). V3 said V11 told him that
he was doing rounds and found R1 on the floor.
V3 said an hour later he got a call from V13 (R1's
RN), and he said R1 was having pain, the doctor
was called, and an order for an X-ray was
obtained. V3 said it was about 5:30 PM. V3 said
he conducted interviews with the staff regarding
R1's fall. V3 said prior to R1's fall she was
walking with a walker. V3 said R1 had some
weakness from a previous stroke, but she was
able to ambulate with minimal assistance. V3 said
since R1 returned from the hospital she required
a total lift and was NWB to her right leg. V3 said
he would have expected the nurses to enter the
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X-ray orders as STAT. V3 said he would have to
review the X-ray order to see how it was entered.
V3 reviewed the report and said the Order Type
was "standard or routine, not STAT." V3 said the
X-ray should have been ordered STAT to ensure
the results were received in a timely manner and
any injuries could be treated properly and timely.
V3 said the X-ray results weren't received until
close to noon on 10/9/24. V3 said the X-ray
showed R1 had an acute right hip fracture, the
provider was notified, and she was sent to the
emergency room. V3 said after the X-ray was
completed, then he expects the nurses will watch
the chart for the results and relay the results to
the provider as soon as possible. V3 said R1's
X-ray showed she had a fracture and it's
important to get her to the hospital for an
appropriate evaluation and treatment of the injury.
V3 said it shouldn't have taken so long to get R1's
X-ray results, but they have had issues with the
company that completes their X-rays.

On 10/16/24 at 2:55 PM, V11 (Nursing
Supervisor) said he was doing rounds on 10/8/24
and found R1 on the floor, on the right side of her
bed. V11 said it was approximately 4 PM. V11
said R1 was lying on her right side and her
wheelchair was on the left side of the bed. V11
said R1 said she fell, but couldn't provide details
of what happened. V11 said completed a head to
toe assessment, reported the fall to V13 (R1's
RN), and assisted him to use the total lift to
transfer R1 back to bed. V11 said he didn't make
any phone calls, but provided V13 (R1's nurse)
with reminders to complete all the proper
documentation and make phone calls to the
provider and resident's family.

On 10/18/24 at 8:23 AM, V19 (RN) said she
worked as the Nursing Supervisor on 10/8/24
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from 11PM to 7 AM. V19 said she was told R1 fell
on 3-11 shift and wasn't "acting like herself." V19
said she remembered seeing R1 was weak and
complaining of pain. V19 said she wasn't sure
what time the X-ray was completed, but she did
not receive the results. V19 said she did not
review R1's chart for the X-ray results. V19 said
on 10/9/24 when she gave report, she notified the
on-coming supervisor to watch for the X-ray
results. V19 said she checked with V20 (R1's
nurse 10/8/24 11P-7A) and she said she didn't
have results. V19 said there have been problems
with the X-ray company and there sometimes are
delays in the report times.

On 10/18/24 at 8:59 AM, V17 (Certified Nursing
Assistant/CNA) said she was R1's CNA from 11
PM to 7 AM on 10/8/24. V17 said she provided
care to R1 2-3 times during her shift. V17 said R1
was grimacing, wincing, and moaning whenever
she had to turn her to provide care. V17 said it
seemed like R1 was having pain in her right hip.
V17 said she reported it to V20 (R1's nurse) and
she said that she knew about it. V17 said R1
stayed in the bed all night.

On 10/18/24 at 9:05 AM, V20 (LPN) said she was
the only nurse working R1's floor 11 PM to 7 AM
on 10/8/24. V20 said R1 fell on 3-11 shift and
stayed in bed all night. V20 said she did get
report that R1 complained of pain in her right leg.
V20 said she was told an X-ray was done and
they were waiting on the results. V20 said she
didn't get any calls from the X-ray company about
R1's X-ray results. V20 said she notified the day
shift nurse to follow-up on the X-ray results.

On 10/18/24 at 9:59 AM, V22 (Nurse
Practitioner/NP) said R1 was not one of her
regular residents, but she was covering for
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another NP. V22 said she received an urgent call
form the facility on 10/8/24 that R1 had fallen, her
leg was swollen, and they were requesting X-ray
orders. V22 said she gave orders for immediate
X-rays and she didn't hear anything back from the
facility until the next day. V22 said when a STAT
order is given, she would expect the results to be
received quickly. V22 said sometimes the X-ray
company will call the results, but not always. V22
said it's been a problem, but the nurse should
also be watching for the X-ray results in the
computer. V22 said she would check her
messages to determine the time she was notified.
V22 said she received a message from V4
(Asssistant Director of Nursing/ADON) at 9:37
AM regarding R1's X-ray showing a fracture. V22
said R1's doctor was also notified, and he gave
orders to send her to the hospital. V22 said she
had no idea R1's X-ray results were available the
night before. V22 said if she would have received
the results then, R1 would have been sent to the
hospital sooner. V22 stated, "They didn't
communicate with me." V22 said R1's right hip
fracture was caused by the unwitnessed fall.

The facility's Fall Prevention Program, revised
11/21/17, showed, "Purpose: To assure the safety
of all residents in the facility, when possible. The
program will include measures which determine
the individual needs of each resident by
assessing the risk of falls and implementation of
appropriate interventions to provide necessary
supervision and assistive devices are utilized as
necessary..."

The facility's Physician Notification of
Laboratory/Radiology/Diagnostic Results Policy,
revised 3/14/18, showed, "Purpose: To assure
physician ordered diagnostic tests are performed,
and to assure test results are reported to the
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physician so that prompt, appropriate action may
be taken if indicated for the resident's care...
Guidelines for Reporting Abnormal Results:
...X-ray or other diagnostic tests reveal suspected
findings which may require immediate
intervention including but not limited to:
pneumonia, new fracture... The licensed nurse is
responsible for documenting the notification of
results in the clinical record."

The facility's Physician-Family
Notification-Change in Condition Policy, reviewed
7/8/24, showed, "Purpose: To ensure that medical
care problems are communicated to the attending
physician or authorized designee and
family/responsible party in a timely, efficient, and
effective manner..."
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