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Nursmg and Personal Care
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d) Pursuant to subsection (a), generaln_@in‘g o
care shallinclude, at a minimum, the follgwing
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assure that the residents' environment remains
as free of accident hazards as possible. All
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Section 300.3240 Abuse and Neglect

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

These requirements were not met as evidenced
by

Based on observation, interview, and record
review the facility failed to provide properly
functioning fall prevention assistive devices to
prevent a fall with injury resuiting in R9 suffering a
left femur fracture and pain. R9 is one of four
residents reviewed for resident injury.

Findings include: R o o B »«»
‘-w‘!‘-‘é'.ﬂ ;‘q'*:'l;:'i‘" a3 q.l. o e

1. R9's care plan revised date 4/30/21 documents]

that R9 is at risk for falls due to a history of falls.™ "
Interventions include pressure pad alarms for the
bed and chair.

RY's progress note dated 7/15/21 documents that
R9 fell from the bed with no alarm sounding. The -
alarm was then replaced. _

R¢'s Situation, Background, Assessment and ,_
Recommendation document dated 7/15/21
documents no change in resident condition after
the faill.

R9's fal! investigation dated 8/21/21 documents
that R fell from the wheelchair onto the floor.
V23 (Certified Nursing Assistant/CNA) stated, "I
was the first person in the room when (R9) fell.
(R9's) alarm was in the chair, but it didn't go off. |
don't know why." V8 (Licensed Practical
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assistance for care.

the chair or in the bed, and we move the pressure |
pad in between them."

On 9/7/21 at 11:33 AM, V6 (Physical Therapy
Assistant Director) stated, “We picked (R9) up for

deep heat treatment {o her left distal thigh area."

down the hall to R9's room. | saw that (R9) had
attempted to transfer herself from the wheelchair
to the bed. There was no alarm sounding."

R9's progress note dated 8/22/21 documents that
an x-ray was ordered due to R9's complaints of
pain. T,
R9's x-ray report dated 8/22/21 documents,
"Distal femur fracture.” Handwritten note on the
x-ray report dated 8/23/21 states, "Discussed with
Orthopedic Surgeon and R9's Power of Attorney,
Will control R9's pain in the facility as R9 is
non-ambulatory” signed by V22 (Medical Doctor).

R9's Minimum Data Set dated 8/26/21 documents
R9 as severely cognitively impaired and extensive

On 9/7/21 at 9:58AM, V8 {Registered Nurse/RN)
stated, "(R9) has an alarm on at all times either in

pain management since her fall. She is getting
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