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Sectlon 300.610 Resident Care Policies

a) The facility shall have wrilten policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulaled by a Resident Care Palicy
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 aperating
the facility and shall be reviewed at least annually
by this committee, documented by writien, signed
and dated minutes of the meeting.

Section 300.1210 General Requiremenis for
Nursing and Personal Care

b) The facility shall provide the necessary care

and services to attain or maintain the highest AﬁaChment A
practicable physical, mental, and psychclogical ! ! :
well-being of the resident, in accordance with S'Iﬂtement Of LIOEHSUI’G VIGIC\!IOII‘S
each residenl'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
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care needs of the resldent. Resloratlive measuras
shall include, at a minimum, the following
procedures:

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

d) Pursuant to subsection {a), general nursing
carae shall include, at 8 minimum, the following
and shall be practiced on a 24-hour,
saven-day-a-week basis:

6) Ali necessary precautions shall be taken lo
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing persennel shall evaluate residents lo see
that each resident raceives adequale supervision
and assistance lo prevent accidents.

Seclion 300.1220 Supervision of Nursing
Sarvices

b) The DON shall supervise and oversea the
nursing services of the facility, including:

3) Developing an up-to-dale resident care plan for
each resident based on the residen{'s
comprehensive assessment, individual needs

and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel,
representing other services such as nursing,
Hlinols Department of Pubkic Healih
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activities, dietary, and such other modalities as
are ordered by the physician, shall be involved in
the preparation of the resident care plan. The
plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as
indicated by the resident's condition. The plan
shall be reviewed at Jeast every three months,

Section 300.3240 Abuse and Neglect

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

These Requirements are nol met as evidenced
by:

Based on Interview, observation and record
reviaw, the facility falled to follow facility
policy/procedure for safe transfer of residents
using a full mechanical lift with the assistance of
two staff and failed to provide adequate
supervision/safety devices during shower time for
2 of 3 residents (R3, R1) reviewed for falls in the
sample of three. This failure resulied in R3 falling
out of the full body mechanical lift sling during a
transfer sustaining a bilateral subdural hemaloma
which resulied in death.

Findings include;

1. The Minimum Data Set (MDS), dated 8/11/16,
documents R3 to have severe cognilive
impairment and be dependent on two staff for
transfers. The MDS also identifies her to be
aphasic.
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A Fall Risk assessment, dated 9/29/16,
documenls R3 to be at significant risk of falls.

The Care Plan, dated 8/17/16, documents R3 has
a diagnoses of Cerebral Vascular Accident with
right hemiparesis and o have a self care deficit
requiring total assist of all activities of daily living
(ADL) and requiring a full body mechanical lift for
transfers. Thera s no fall prevention plan in tha
Care Plan.

The Octaber 2016 Physiclan's Order Sheet
(POS) includes an order for a full bady
mechanical lifl lo be used in transfers. The POS
also documenls R3 receives Coumadin (2 blood
thinner) daily.

An Incident/Accident Report compleled by E4,
Licensed Practical Nurse (LPN), dated 10/20/16
at 8:30 PM, documents "CNA (Cerlified Nurse
Alde) reported to niurse that resident fell. CNA put
resident back in bed before reporting fall to
nurse.” The repost identifies the CNA as E3. The
report documents R3's injuries as a 6 centimeter
{cm) circular hematoma to the head. The
physician was nolified and orders were recaived
to send to the emergency room for evaluation.

Nurses Notes, dated 10/20/16 wrilten by E4,
documents R3 was transported at 8 PM and on
10/21/16, R3 returned io the facility at 12 AM with
orders for an ice pack and neurochecks every 6
hours.

Nurses Notes document R3 was seen on
10/26/16 at 11:30 AM by Z1, Medlcal Director,
following the fall with new orders noled, but no
change in condition documented by either Z1 or
the nurses.
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On 11/1/18 at 3:30 PM, the Nurses Notes
document the CNAs nolified the nurse that R3
was "off" and wasn'l responding to touch as
usual. Z1 was nolified and orders were raceived
to send to the hospital. The Nurses Notes, dated
111116 at 9:30 PM, document a hospital
representative stated resident had brain bleed in
multiple spots and family had admitted resident
into Hospice.

A Dealh Certificate documents R3 expired on
11/2/16 with cause of death documented as
“Bilateral Subdural Hematoma" due to "fall.”

On 1/4/17 at 10:45 AM, E1, Administrator,
identified E3 as the CNA involved in R3's fall. E1
staled it was explained to her that E3 chose lo
transfer R3 by herself with no assistance and
when E3 starled (o raise R3 up from the
wheelchair with the lift, the lop strap of lhe sling
came undone causing R3 to lean sideways and
fall to the floor. E1 siated E3 said she lowerad
her to the floor then used the lift to lransfer her to
bed before notifying the nurse of {he fall which
she shouldn't have done either. E1 stated she
should have left R3 on the floor and notified the
nurse, E1 slated the facility has had no other
incidents with falls from the mechanical lifts and
E3 had been inserviced on proper use of the lifts,
including requiring two staff members, prior to the
fall incident occurring with R3. E1 stated staffing
was fine on the hallway that night adding that
there were two other CNAs on 100 hall at the
time. E1 also stated E3 has been disciplined for
not following facility policy. At 11:18 AM, E1
stated E3 offered no explanation as to why she
didn't have anolher staif member help her and
that staffing that evening was adequate.
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On 1/417 at 2:36 PM, Z1, Medical Director,
stated it was his understanding that E3 did not
follow facility protocol to use two staff members in
transferring and that the sling was not properly
altached to the lift. Z1 stated ha thought R3
suslained a slow bleed during the fall which
resulted in the subdural hematoma. Z1
acknowledged he saw R3 several days after the
fall and did not nolice any change in
consclousness at that time nor was he informed
of any change until 11/1/18 when she became
unresponsive.

E3's employee file includes a disciplinary action
for following policy/procedure when using full
body mechanical lifts. The file also contained a
safety policy for using mechanical lifts signed by
E3, dated 4/10/14. The Procedure documents, in
part, "Total mechanical lifls require a minimum of
2 trained slaff members lo complete a resident
transfer.”

The Facility policy entitled “tolal resident translers
using Mechanical lifts,” dated 3/31/08, documenls
staff members will ensure residents safely during
total transfers of rasidents. Undear procedure, it
documents only trained employees will use the lift
and total mechanical lifts require a minimum of 2
{rained staff members lo complate the transfer.
The procedure also directs employees to follow
ths manufacturer's directions when using the lifts.

The Manufacturers directions document the lift
has the option of both a 6 point sling or a 4 paint
posilioning cradle sling with both sysiems using a
different attachment method and sling. The guide
assumes the straps will be praperly attached to
the lift arm and secured prior {o lifting the
resident.
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2. The MDS, dated 9/2/18, documenis R1 to
hava severe cognilive impairment and shortlong
term memory deficits. The MDS documenis R1
requires extensive assist of two staff for mobility
and Is unable to move from ane point to another
without the assistance of staff.

The Care Plan, dated 9/15/16, documents R1 has
had several falls from bed and two falls during
shower/bath time with interventions for fall
preventions to include a lap top cushion to
pravent unsafe transfers - unable to remove
during mealtime due to anxiely, non-slick
footwear that fits, and raised edged low bed with
mattrass on the fioor in part.

An Incident/Accident Report, dated 8/18/18,
documents at 9:45 PM that "rasident slid out of
w/e (wheelchair). She was wet coming from a
shower.” Injuries identified as skin tear 1o left
butiocks. E6, CNA, witness statement documents
R1 “was in her chair and slid oul of her chair,
(mechanical lift}) pad was wet under her and her
feet were wet.” The investigation does not includs
an analysis of the fall for causalive factors and no
interventions were added to the fall prevention
plan {o ensura safe transfer during and to/from
showers.

An Incident/Accident Report, dated 10/1116 at
4:30 PM, documents another fall during shower
fime for R1. The Wilness Stalement with the
report written by E7, LPN, documents "CNA was
giving resident shower. | saw CNA looking for
help at the shower room door. Before | enter the
room | heard something fall, walked in and saw
resident laying on the floor.” E7 documented R1
had "one slipper sock” on and had been in the
shower chair prior to the fall. The CNA Identified
as being at the door of the shower looking for

59999
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assistance was E5, CNA. Her wilness statement
documents “resident tried to get out of shower
chair and fell.” Again, there is no causative factor
Identified in the report. However, there is an
“Inservice Education/Meeling Attendance” sheet,
daled 10/3/16, attached to the investigation which
documents "All residents wham are (full body
mechanical liits) MUST be showered on the
shower bed." The facility falled to identify ES
turning her back on Rt as she sat in the shower
chair without her lap top cushion as a causative
factor as well. ES was not one of the participants
of the in-service education regarding the shower
bed usa for all full body mechanical lifls residents.,

R1's Care Plan, as of 1/6/17, does not include
any interventions toward safe transfers during
shower time.

On 1/4/17 at 2:30 PM, when was asked about
R1's falls pravention plan not including any
interventions or directions to staff regarding
safety during shower time and transfers, ES, Care
Plan Coordinator/LPN, stated she's nol sure how
(hose falls occurred, she just lists the falls on the
Care Plan.

On 1/4M7 at 2:36 PM, Z1 stated R1 has repealed
falls and the facility Is responsible to ensure
adequate supervision is provided and shouldn't
ba left alane in the shower. 21 was unsure how
the fall during the transport down the hall
occurred and could not comment.

On 1/6/17 at 11:30 AM, E1, Administrator, staled
it is a facllity policy for all residents transferred via
a full body mechanical lift o have a shower bed
used for shower and transport. E1 stated R1
should have been in a shower bed both times her
falls cccurred. E1 stated she didn't think there
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was a wrilten policy on it, but that it is known by
all staff that a shower bed is to be used by
residents requiring the full body lift. When asked
why using the shower chair wasn't an interverfion
within R1's falls prevention plan, E1 stated al|
staff were aware, even though both R1's falls
involved 2 separate CNAs. E1 was unaware as
to why the CNAs did not use a shower bed or if
they were unaware they needed fo.

On 1/6/117 at 12:30 PM, E2, Director of Nurses,
also stated she was unaware of whether the
CNAs involved In R1's falls were not aware of the
facility policy to use a shower bed or if they chose
not to at the time. E2 slated both CNAs are no
longer emplayed at the facility.

(A)
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Rosewood Care Center of Edwardsville
Survey Date: Januvary 6, 2017
Complaint: #1647374/1L90763
Violation: A

IMPOSED PLAN OF CORRECTION

300.610a)
300.1210b)5)
300.1210d)6)
300.1220b)3)
300.3240a)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and procedures govemning all services provided by the
facility. The written policies and procedures shall be formulated by a Resident Care Policy
Commiittee 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. Restorative measures shall include, at a minimum, the following
procedures:

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.

Attachment B
Imposed Plan of Correction



d) Pursuant to subsection (a), general nursing care shall include, at 2 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 300.1220 Supervision of Nursing Services

b) The DON shall supervise and oversee the nursing services of the facility, including:

3) Developing an up-to-date resident care plan for each resident based on the resident's
comprehensive assessment, individual needs and goals to be accomplished, physician's orders,
and personal care and nursing needs. Personnel, representing other services such as nursing,
activities, dietary, and such other modalities as are ordered by the physician, shall be involved in
the preparation of the resident care plan. The plan shall be in writing and shall be reviewed and
modified in keeping with the care needed as indicated by the resident's condition. The plan shall
be reviewed at least every three months.

Section 300.3240 Abuse and Neglect

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

This wilt be accomplished by:

L. A Committee consisting of, at a minimum, the Medical Director, Administrator, and
Director of Nursing (DON) will review and revise the palicies and procedures regarding
accident hazards/assistance devices/adequate nursing supervision. This review will
ensure that the facility's policies and procedures address, at a minimum, the following:
A. Recognition of situations that could lead to resident injury and/or death.

B. Appropriate reporting procedures for staff.

C. Appropriate and thorough investigations and follow-ups of accident hazards,
inadequate assistance devices and supervision,

D. The facility's responsibilities to prevent further potential abuse and or neglect while
the investigation is in progress.

E. The facility taking appropriate corrective action when an alleged violation is
verified.



Il The facility will conduct MANDATORY in-services for all appropriate staff within

30 days that addresses, at a minimum, the following:

A. Any new or revised policies and procedures, including actions needed to follow
them that are developed as a result of this Plan of Correction.

B. All appropriate staff will be informed of their specific responsibilities and
accountability for the care provided to residents.

C. Documentation of these In-Services will include the names of those attending, topics
covered, location, day, and time. This documentation will be maintained in the
Administrator's office.

. The following actions will be taken to prevent re-occurrence.

A. The above In-Service Education will be reviewed with all appropriate staff on a
regular basis.

B. Supervisory staff will ensure that the State Regulations regarding fall prevention
and use of assistance devices are followed.

C. Supervisory staff will ensure that staffs are informed of the level of care required
for transport of each resident to whom they are assigned.

D. Supervisory staff will ensure there is adequate supervision of resident care to
prevent falls during transport and to carry out established resident care
procedures.

V. A Committee consisting of, at a minimum, the Medical Director, Administrator, and
Director of Nursing (DON) will review and revise the palicies and procedures regarding
abuse, and neglect. This review will ensure that the facility’s policies and procedures
address, at a minimum, the following;

A. Monitor items 1 through 3 to ensure compliance with this Imposed Plan of
Correction.

COMPLETION DATE: Seven (7) days from receipt of the Imposed Plan of Correction.



