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Initial Comments

Investigation of Facility Reported Incident of
2/28/25/1L.188492

Final Observations
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.

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.
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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 were not met as evidence by:

Based on observation, interview, and record
review the facility failed to provide adequate
supervision/assistance when ambulating a
resident to prevent a fall for one of four residents
(R2) reviewed for accidents in the sample list of
four residents. This failure resulted in R2 falling
and suffering a fractured humerus when staff
stepped away from R2 to untangle oxygen tubing.

Findings include:

The Care Plan dated 4/1/25 documents R2 was
admitted to the facility on 12/30/24.

The Care Plan dated 4/1/25 documents R2 was
admitted with the following diagnosis: systolic
(congestive) heart failure, type 2 diabetes mellitus
with unspecified complications, chronic gout,
morbid (severe) obesity due to excess calories,
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polyneuropathy, dependence on renal dialysis,
end stage renal disease, cellulitis of left lower
limb, cellulitis of right lower limb, type 2 diabetes
mellitus with diabetic nephropathy, hypertensive
heart and chronic kidney disease without heart
failure, with stage 5 chronic kidney disease, or
end stage renal disease, dyspnea, muscle
wasting and atrophy, multiple sites, unsteadiness
on feet, and other lack of coordination.

The Nurses Progress Notes dated 2/28/2025 at
2:40 PM document R2 was walking with therapy
with the walker as the therapist trailed behind with
the wheelchair. The therapist was attempting to
adjust the oxygen tubing when the resident had
some weakness and lost balance. The Note
documents R2 complained of right shoulder pain
and was unable to perform range of motion. R2
was subsequently sent to the local emergency
room.

On 4/1/25 at 2:07 PM V3, Physical Therapy Aide,
stated that V3 was ambulating R2 in the hallway.
V3 stated R2 was using a walker for ambulation,
when R2's oxygen tubing became tangled around
the wheelchair that was being pulled behind R2
during ambulation. V3 stated V3 bent over to
untangle the tubing and R2 fell forward landing on
the floor.

On 4/1/25 at 2:07 PM V3, Physical therapy aide,
demonstrated being behind the wheelchair bent
over to untangle the oxygen tubing and unable to
reach R2 due to the gap between V3 and R2.

The Physical Therapy Progress Note dated
2/28/2025 at 4:20 PM documents R2 as requiring
CGA (Contact Guard Assist) for ambulation with
recovery breaks in between each set. The Note
documents R2 notes increase in fatigue and SOB
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(Shortness of Breath). R2 fell this session, while
standing, R2's oxygen tube was caught on the
wheelchair. While dislodging the tube R2 fell
forward and has an abrasion on her right knee,
elbow and cheek bone notified nursing of the
accident.

On 4/2/25 the NIH (National Institute of Health)
Web Site defines Contact Guard Assist as the
caregiver places one or two hands on the
patient's body to help with balance but provides
no other assistance to perform the functional
mobility task. https://www.ncbi.nlm.nih.gov.

Hospital Records dated 2/28/25 at 4:18 PM
document R2 arrived at the hospital with a Chief
Complaint of fall while doing physical therapy and
that R2 reports right shoulder pain and states she
hit her face as well.

Hospital Records dated 2/28/25 at 6:17 PM
document R2 was diagnosed with a closed
comminuted fracture of the right humerus, facial
contusion, multiple abrasions, and right elbow
pain.

On 3/31/25 at 11:24 AM V5, R2's Family,
confirmed that R2 was admitted to the hospital for
a fractured right humerus and needed surgical
repair.

On 4/1/25 at 10:00 AM V1 confirmed that V3 was
ambulating R2 in the hallway by himself with a
walker while trailing R2 with a wheelchair that
was carrying R2's oxygen on the back of the
wheelchair.

On 4/1/25 at 10:40 AM V9, Director of
Rehabilitation, confirmed V3 was ambulating R2
in the hallway by himself with a walker while
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trailing R2 with a wheelchair that was carrying
R2's oxygen tank on the back of the wheelchair.
V9 confirmed V3 was behind the wheelchair and
not in reach of R2 or the gait belt around R2. V9
confirmed two staff members will be used to
ambulate residents with multiple pieces of
equipment.
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