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300.610a)

300.1210a)
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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 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
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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

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 requirements were not met as evidenced by:

Based on observation, interview, and record review the
facility failed to ensure adequate supervision was
provided to prevent a fall for two (R1, R4) of four
residents reviewed for accidents. This failure resulted
in localized swelling of clotted blood on R1's forehead
and a displaced break to R4’s left collarbone and
localized swelling of clotted blood on R4’s forehead.

Findings include:

The facility’s Fall Prevention Program Policy dated
10/2024 documents that the purpose of this policy is 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. This policy documents that residents will be
observed approximately every two hours to ensure the
resident is safely positioned in the bed or chair and
provided care as assigned in accordance with the plan
of care.

On 10/09/2025 at 5:30 AM, R1 was lying bed and noted to
have a yellowish-purple discoloration to R1's entire
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forehead.

On 10/09/2025 at 5:33 AM, R4 was lying in bed and noted
to have a yellowish-purple discoloration on R4's
forehead.

On 10/09/2025 at 7:00 AM, R4 was sleeping in a
geriatric chair in Hall 1B with a sling supporting her
left arm.

R1’s Care Plan initiated on 5/22/2019 documents that R1
has a history of falls as evidenced by physical
limitations, weakness, and cognition.

R1’s electronic medical record contains a nursing note
dated 9/29/2025 that documents the interdisciplinary
team met to review R1's recent fall and R1 sustained a
fall with injury of skin tear to tailbone and noted
swelling to forehead.

R4'’s Care Plan initiated on 12/13/2024 documents that
R4 is at risk for falls related to Parkinson'’s.

R4’s incident investigation report documents that R4
was observed on the floor on 9/27/25 at 4:30 AM with
redness to left shoulder, a cut to forehead and
complaints of head pain.

On 10/08/2025 at 1:28 PM, V4 Licensed Practical Nurse
(LPN) stated V11 Certified Nurse Assistant (CNA) was
the CNA assigned to Hall 1B the night of R1 and R4 had
unwitnessed falls. V4 LPN stated that twice between
10:00 PM and 4:30 AM she found V11 CNA asleep in a
chair. V4 LPN stated she found V11 CNA also lying on
the couch in the nook with the lights off, and several

other times throughout that night V4 LPN stated she
could not locate V11 CNA anywhere on Hall 1B. V4 LPN
stated she found R4 at 4:30 AM on 9/27/25 lying on the
floor in a puddle of urine next to R4’s bed with a cut

and dried blood on her forehead. V4 LPN stated V11 CNA
was nowhere to be found. V4 LPN stated she never saw
V11 CNA doing rounds on Hall 1B on the night R1 and R4
had unwitnessed falls.

On 10/08/2025 at 1:21 PM, V11 CNA stated she is no
longer an employee at the (Facility Name). V11 CNA
stated she gave the facility a statement regarding the
incident with R1 and R4.V11 CNA declined to answer any
further questions.

On 10/08/2025 at 12:39 PM, V9 CNA stated V10 CNA called
V9 CNA into the room because V10 CNA had found R1 on
the floor next to R1's bed. V9 CNA stated R1's

incontinence underwear was saturated with urine and R1
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had a lump on the right side of her forehead.

On 10/08/2025 at 12:53 PM, V10 CNA stated she found R1
lying on her stomach with a large lump noted on the

right side of R1's forehead. V10 CNA stated R1's
incontinence underwear was fully saturated so much that
there was a wet mark left on the floor. V10 CNA stated

R1’s bed was four feet off the ground and should have
been in the low position.

On 10/14/2025 at 9:40 AM, V28 Human Resources Manager
stated that V11 CNA was terminated for failure to

follow (Facility Name) conduct of standards policy. V28

HR stated V4 LPN was working with V11 CNA the night R1
and R4 fell, and V4 LPN reported that V11 CNA could not
be located several times throughout the night, and that

V4 LPN reported that V11 CNA was found with her eyes
shut. V28 stated it was the expectation of the company

that staff remain on the hall they are assigned to, and

that V11 CNA should have remained on the Hall 1B.

X-Ray results of R1's head dated 9/27/2025 documents
that R1 sustained localized swelling of clotted blood
to R1’s left forehead.

X-Ray results of R4’s head and arms dated 9/27/2025
documents that R4 sustained localized swelling of
clotted blood to R4's right forehead and a displaced
break to R4’s collarbone.

20f2

300.610a)

300.1210a)

300.1210b)

300.1210d)5)

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.
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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 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.

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:

5) A regular program to prevent and treat pressure
sores, heat rashes or other skin breakdown shall be
practiced on a 24-hour, seven-day-a-week basis so that
a resident who enters the facility without pressure
sores does not develop pressure sores unless the
individual's clinical condition demonstrates that the
pressure sores were unavoidable. A resident having
pressure sores shall receive treatment and services to
promote healing, prevent infection, and prevent new
pressure sores from developing.

These requirements were not met as evidenced by:

Based on interview and record review the facility
failed to identify and report an alteration in skin
integrity to prevent a pressure ulcer for one (R1) of
four residents reviewed for quality of care. This
failure resulted in R1 developing a Stage 2 pressure
ulcer to the middle of R1's tailbone.
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Findings include:

The facility’s Skin Condition Assessment & Monitoring —
Pressure and Non-Pressure Policy, dated 04/2025,
documents that the purpose of the policy is to

establish guidelines for assessing, monitoring, and
documenting the presence of skin breakdown, pressure
injuries, and other non-pressure skin conditions, and
ensuring interventions are implemented.

R1’s Care Plan, initiated on 05/22/2019, documents that
R1 is at risk for developing pressure ulcers and other
impairments to skin integrity related to decreased
mobility, pain, and weakness. This Care Plan includes

an intervention dated 05/23/2019 for monitoring,
reminding, and assisting to turn/reposition R1 at least
every two hours, more often as needed or requested, and
to notify R1's nurse immediately of any new areas of

skin breakdown noted during bathing or daily care.

R1’'s CNA (Certified Nurse’s Assistant) Skin Attention
Form (completed by CNA during resident bath) from
09/01/2025 through 10/01/2025 does not document any
skin issues.

R1's Comprehensive Incident Fall Assessment dated
09/27/2025 documents a skin tear on R1’s tailbone
measuring 4.2 centimeters (cm) by 3.1 cm.

R1’s Hospice Plan of Care Update Report dated
10/04/2025 documents that R1 had a pressure
ulcer/pressure injury to the tailbone area.

On 10/09/2025 at 9:52 AM, V14, Assistant Director of
Nursing (ADON), stated she was not aware that R1 had a
sore on her tailbone until it was found the morning of
R1's fall on 09/27/2025, and that the area on R1's
tailbone did not have the appearance of a skin tear.

On 10/09/2025 at 12:36 PM, V5, Licensed Practical Nurse
(LPN), stated the CNAs are responsible for checking on
residents every two hours and repositioning them. She
stated R1 preferred to be up in her geriatric chair and

that she sits in it most of the day. She also stated

that she did not know how one would be expected to
reposition a resident who sits in a geriatric chair.

On 10/09/2025 at 1:51 PM, V23, Registered Nurse (RN
—Hospice), stated that during R1’s initial Hospice
assessment on 10/04/2025, she discovered a pressure
ulcer on R1's tailbone area that was the size of an

egg, 0.1 cm in depth, deeper than skin, and pale in
color.
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R1's Wound Care visit report dated 10/07/2025 documents
that R1 had a Stage 2 pressure ulcer in the middle of

R1’s tailbone measuring 6.5 cm by 5.5 cm by 0.1 cm in
depth.

On 10/09/2025 at 2:39 PM, V24, Doctor of Nursing
Practice (DNP — Wound Care), stated he saw R1 on
10/07/2025 and that the area on R1’s tailbone was a
pressure ulcer, not a skin tear. By the appearance of

the wound, it had developed three to four weeks prior and
was not caused by R1's fall on 09/27/2025.

(B)
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