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Statement of Licensure Violations:
300.610a)

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.

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.
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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.

These Regulations are not met as evidenced by:

Based on interview and record review the facility
failed to ensure resident safety by failure to
provide two persons assist to a totally dependent
resident (R121) when providing incontinence
care. This failure resulted R121 falling from bed
that required a visit to the hospital for evaluation
and repair of a laceration to the scalp which
needed three staples. This deficiency affects one
(R121) of three residents in the sample of 32
reviewed for Resident safety/Fall Prevention
Program.

Findings include:

On 11/20/24 at 10:03AM, V30 Family member
stated the facility failed to provide adequate care
and supervision causing R121 to fall while
receiving care. R121 fell from bed resulting in a
head laceration. R121 legs are contracted and
laid still.
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On 11/20/24 at 10:30AM, V1 Administrator and
V2 Director of Nursing (DON) stated that R121
fell from bed on 11/4/24 during incontinence care
provided by V29 Certified Nursing Assistant
(CNA).

On 11/20/24 at 10:48AM, R121 lying in bed with
low air loss mattress. She (R121) is nonverbal.
R121 has a Tracheostomy connected to oxygen
at 3LPM (liters per minute). R121 has
Gastrostomy tube connected to Glucerna 1.2
feeding tube at 65ml/hour. She is totally
dependent of ADLs (Activity in Daily Living) and
transfers.

Review of R121's incident report submitted to the
State Agency on 11/5/24 indicated: Date of
incident: 11/4/24 at 6:30AM. Witnessed fall with
physical harm or injury. V29 CNA written
statement indicated she was providing ADL care
to resident. As she rolled R121 over to provide
incontinence care she began to slide out of the
bed. She called for assistance from V25 LPN
(Licensed Practical Nurse). Observed R121 on
the floor in a side lying position. Noted moderate
blood to the posterior scalp. Bleeding controlled.
No loss of consciousness (LOC) noted. Neuro
check initiated with no deviation from baseline.
ROM (range of motion) done to all extremities
and were within normal limit. Physician made
aware and ordered to send R121 to hospital for
evaluation. V30 Family member notified. R121
returned to facility with three staples to right
lateral head.

R121's hospital records dated 11/4/24 indicated:
Witnessed fall from her bed and hitting her head.
Per EMS (Emergency medical services), staff
reports that the R121 was being cleaned up by
staff and she rolled off her bed. Staff reports
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R121 has no LOC and has laceration to the head.
R121 non-verbal at baseline. Clinical impression:
Laceration of scalp, Fall. Physical exam: 2 cm
laceration to the right sided parietal scalp without
active bleeding or surrounding erythema.
Laceration repair: three staples to right parietal
scalp.

R121 is re-admitted on 10/23/24 with diagnoses
listed in part but not limited to Anoxic brain
damage, Chronic respiratory failure with Hypoxia,
Tracheostomy, Gastrostomy, Dysphagia.
Comprehensive care plan indicates she has an
ADL self-care performance deficit related to
disease process of anoxic brain damage,
dependent for ADLs and mobility, incontinent of
bowel and bladder. She has contractures to all
extremities. She is at risk for falls and fall related
injuries related to decreased mobility and
impaired balance. Most recent MDS/Resident
assessment dated 10/19/24 section GG
Functional abilities: GG0130 Self-care indicated:
Toileting hygiene, Shower/bathe self and
Personal hygiene coded as 01-Dependent- helper
does all of the effort, Resident does none of the
effort to complete the activity or the assistance of
2 or more helpers is required for the resident to
complete the activity. GG0170 Mobility indicated:
Roll left and right coded as 01- Dependent-
helper does all of the effort, Resident does none
of the effort to complete the activity or the
assistance of 2 or more helpers is required for the
resident to complete the activity.

On 11/20/24 at 1:48PM, V1 Administrator stated
that they don't have policy on Resident safety.

On 11/21/24 at 10:22AM, V25 LPN stated he was
working with R121 when she had the fall incident
while V29 CNA was providing incontinence care.
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V25 stated that R121 is totally dependent in ADLs
and needed two person assist with mechanical lift
transfers. V25 stated that he did not witness the
fall incident. V25 stated that V29 CNA should
have pulled R121 toward her or closer to her
instead of rolling R121 away from her for safety.

On 11/21/24 at 10:49AM, V26 Nursing Supervisor
11-7 shift stated she was called by V25 LPN to
R121's room. V26 stated, she observed R121 in
a lying position and observed laceration to scalp.
V26 stated they controlled the bleeding. Physician
and family were notified of the incident. R121 was
sent to the hospital for evaluation. R121 returned
with staples to the lacerated scalp. V26 stated
that they did in-service the nursing staff of proper
position/transition during incontinence care. V26
stated that for resident safety, CNA should get
assistance of two persons to assist dependent
resident for incontinence/ADL care. V29 CNA
should pull R121 towards/ closer to her to prevent
R121 slipping from edge of the bed.

On 11/21/24 at 11:23AM, V29 CNA stated that
she was providing incontinence care with R121,
when she slid off the bed. V29 stated that she
should have pulled R121 towards/closer to her
instead of rolled her away from her placing her at
edge of the bed.

On 11/21/24 at 12:02PM, V27 MDS/Restorative
Nurse stated that she did the MDS/Resident
assessment of R121. V27 stated R121 is totally
dependent with ADLs and transfers. Section GG
functional abilities indicated that she needs two
assists with bed mobility- roll to left and right side
and personal hygiene and grooming.

On 11/21/24 at 1:20PM, V2 DON stated that they
did in-service the nursing staff regarding proper
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and safe positioning and bed mobility to
dependent resident such as ensuring that there is
as adequate number of caregivers present to
safely position or move the patient. V2 stated,
when providing ADLs/incontinence care in bed
that staff should roll/pull the resident toward
Icloser to them to prevent placing resident at the
edge of the bed and avoid slipping out of bed.

Facility unable to provide policy on Resident
Safety.

Facility's policy on Fall Prevention Program
revision 11/21/17 indicates:

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.

Facility's tips for positioning a patient in bed:

The process of positioning a patient in bed should
be smooth, safe, and comfortable for both the
caregiver and patient.

* Ensure that there is an adequate number of
care givers present to safely position or move the
patient.

(B)
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