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Initial Comments

Complaint Investigation Survey
2590332/1L184381

Final Observations
Statement of Licensure Violations:

300.610a)
300.1210b)5)
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

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

5) All nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

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 were not met as evidenced by:

Based on interview and record review, the facility
failed to properly transfer one resident (R1) and
ensure that R1 was wearing proper footwear
during the transfer. This failure resulted in R1
being hospitalized and sustaining a fracture to the
neck.

Findings include:

R1 is an 87 year old female who admitted back to
the facility on 12/12/2024 and was discharged to
the hospital on 1/10/2025. R1 has multiple
diagnoses including but not limited to the
following: type || DM, dementia, psychosis, HTN,
dysphagia, difficulty in walking, unsteadiness on
feet, disorientation, and need for assistance with
personal care.
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V3's (Licensed Practical Nurse) progress note
dated 1/5/2025 at 10:00AM states in part but not
limited to the following: V4 (Certified Nursing
Assistant) was transferring R1 from wheelchair to
the shower chair. V4 said R1 began to slide and
was lowered to the floor. R1 was wearing slippers
at the time of transfer.

On 1/15/2025 at 11:15AM, V4 said | was going to
give R1 a shower. R1 was previously a resident
here and | was familiar with her. However, this
was the first time | had given her a shower since
she returned. R1 can transfer independently. R1
was sitting in her wheelchair. | placed her walker
in front of her, she stood up using the walker, and
| attempted to move the wheelchair and replace it
with the shower chair. During the transfer, R1
began to slip and slide down to the ground. She
was wearing slippers and she seemed weaker
than normal. | assisted R1 in sliding down to the
ground.

V4 said R1 did not need a transfer belt. A transfer
belt is used when a resident cannot mobilize
themself. R1 can transfer herself and only needs
supervision.

It is to be noted that per R1's care plan with
initiation date of 12/26/2024 states in part: R1
requires substantial/maximal assistance with 1-2
person assistance to move between services
when transferring. Use gait belt with transfers.

Per Minimum Data Set (MDS) dated 12/20/2024
states in part but not limited to the following: R1
requires maximum assistance when transferring
into the shower and when going from a sitting to
standing position.
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On 1/15/2025 at 1:41PM, V2 (Director of Nursing)
stated R1 required a gait belt when transferring
and | would have expected V4 to use one during
this transfer. R1 was also wearing her favorite red
slippers which are not appropriate when
transferring. R1 should have had non-skid socks
on.

Hospital records dated 1/10/2025 state in part but
not limited to the following: R1 presenting to the
emergency room after a withessed mechanical
fall. It is reported that the fall occurred while R1
was taking a shower. R1 was guided to the
ground by nursing staff and V5 (family member)
observed bruising today on the back of R1's
head. CT impression shows an acute C7 spinous
process fracture.

On 1/16/2025 at 11:15AM, V7 (Primary Physician)
said this type of fracture can occur from any
sudden movement or a fall especially in the
elderly.

Fall Prevention and Management Policy with last
review dated of 02/2023 states in part but not
limited to the following: The purpose of this policy
is to support the prevention of falls by
implementation of a preventive program that
promotes the safety of residents based on care
processes that represent the best ways we
currently know of preventing falls. The falls
prevention and management program is
designed to assist staff in providing individualized,
person-centered care.
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