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

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 Requirements were NOT MET as
evidenced by:

Based on interviews and record reviews, the
facility failed to provide adequate supervision to a
severely cognitively impaired resident with
unsteady balance while walking who wanders in
the unit to prevent her from falling for 1 (R1) of 3
residents reviewed for falls. This failure resulted
in R1's having a fall incident on 7/12/22 while
wandering in the unit unsupervised and was
found lying on left side in the hallway. R1 was
transferred to the local hospital. R1's hospital
records show left distal radius fracture and left
femoral neck fracture status post fall.

Findings Include:
On 8/02/22 at 10:10 AM, observed R1's

emergency call light was going off. Surveyor
observed R1 inside R1's room standing on the

side of R1's bed with her (R1) incontinence pad
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on the floor wet and soiled. R1 was confused and
unable to verbalize needs. R1 had a low bed. Cali
light not in place. V3 (Registered Nurse) walked
in and stated R1 does not use the call light due to
severe impaired cognition. V3 stated R1's
roommate probably was the one who pressed the
call light. R1 observed with a unsteady and
shuffling gait. R1's room was also observed
approximately 35 feet away from the nurses'
station.

R1's electronic health record (EHR) indicates an
initial admission date of 4/17/19 with listed
diagnoses not limited to Vascular Dementia,
Wandering in Disease Classified Elsewhere,
Insomnia, Bilateral Unspecified Hearing Loss,
Paranoid Schizophrenia, and History of Falling.
R1's Medication Administration (MAR) indicates
R1 was receiving antipsychotic medication
Seroquel 25 mg in the morning from 7/1/22 to
7111722,

R1's Annual Minimum Data Set (MDS) with
assessment reference date (ARD) of 4/12/22
shows R1 is severely impaired with her (R1)
cognitive skills and daily decision making. It also
shows that R1 was requiring supervision one staff
physical assist with her (R1) transfers, walking in
room and walking in corridor. R1's
"Restorative/Mobility Nursing Screen
(Admission/Quarterly)" signed by V6 (Fall Nurse)
on 4/18/22 shows R1's balance during transitions
and walking were not steady and R1 was not
utilizing any mobility device. It also shows R1
required supervision with ambulation on/off unit.

R1's "Fall Risk Screen - /2" dated 7/07/22 at 4:51
PM shows R1 scored with moderate risk. R1's
ADL care plan created on 9/07/19 shows R1 has
self-care deficit and requires limited one staff
linols Department of Public Health
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assist with ADLs due to diagnosis of dementia -
with behavioral disturbances.

On 8/02/22 at 10:16 AM, an interview conducted
with V3 (Registered Nurse). V3 stated R1 is a
wanderer and is confused. V3 stated staff needs
to supervise R1 when wandering because she
(R1) is high risk from falling. V3 stated R1
requires assistance with all her (R1) activities of
daily living (ADL's).

At 10:34 AM, an interview conducted with V5
(Certified Nursing Assistant). V5 stated R1 is not
steady when walking and needs assistance.

At 11:42 AM, an interview conducted with V6 (Fall
Nurse). V6 stated R1 has advanced dementia
and is a wanderer. V6 stated R1 fell three times
in the month of July this year, V8 stated the first
fall happened in 7/7/22 when R1 was observed in
another resident's room lying on the floor. V6
stated R1 needs one physical staff assist
supervision for walking. V6 stated R1 fell again
on 7/12/22 was observed lying on her (R1) left
side in the hallway, and fractured her (R1) left hip
and wrist and was hospitalized. V6 stated on
7/29/22 R1 fell the third time and was observed
on the floor in her (R1) room. V6 stated all three
falls were unwitnessed.

At 12:17 PM, a phone interview conducted with
V8 (Certified Nursing Assistant/CNA). V8 stated
she (V8) was assigned to R1 on 7/12/22 when R1
fell. V8 stated, "It was dinner time and all CNAs
were passing tray. She (R1) was walking around
back and forth. She (R1) was wearing the crocs
slippers. She (R1) was walking by herself,
Nobody was assisting her (R1) walk. It's normal
for her (R1) to walk around by herself (R1) and

she (R1) wanders a lot. She's (R1) very confused.
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She's (R1) pretty steady. She (R1) does not use
any assistive device. The nurses were passing
meds and the CNAs were passing trays. | {Vv8)
was grabbing the other resident's tray and next
thing I (V8) know when | (V8) turned around, she
(R1) fellin front of me (R1). There were no staff
that saw what exactly happened.”

At 12:28 PM, a phone interview conducted with
V9 (Licensed Practical Nurse). V9 stated she (V9)
was the nurse in charge on 7/12/22 when R1 fell
the second time. V8 stated, "I (V9) was charting
at the nurses’ station | (V9) heard a noise down
the hall. | (V9) got up she (R1) was observed
lying on her (R1) left side down the hall. She (R1)
was ambulating before the fall. She (R1) has
dementia. She (R1) walks by herself for the most
part. She (R1) just needed assistance with ADL
care changing, dressing. For the most part she
(R1) was pretty much able to transfer herself
(R1). 1 (V9) did not see her (R1) falling."

At 1:38 PM, a phone interview conducted with
V11 (Certified Nursing Assistant). V11 denied
witnessing R1 fell on 7/12/22. V11 stated she
(V11) was at the nurses' station charting. V11
stated R1 was "just walking around like she (V1)
normally do". V11 stated before R1 fell, R1 was
walking by herself (R1) around the unit, and that
there was no staff supervising her walking.

On 8/03/22 at 9:42 AM, a phone interview
conducted with V13 (Licensed Practical Nurse).
V13 stated she was not assigned to R1 on
7/12/22, V13 stated she (V13) did not see how
R1 fell because V13 was charting at the desk.
V13 stated R1 is a "busy little lady that cruises
around the facility", V13 stated R1 wanders
independently,
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At 10:11 AM, an interview conducted with V15
(Restorative Nurse). V15 stated that in general, if
a resident is coded in the MDS with supervision
one staff physical assist in walking that means
one staff should be on standby cuing and
watching the resident at all times while the
resident is walking and should be observing the
resident's gait. V15 stated, "The resident can
walk by themselves but the staff is supposed to
be watching." Surveyor asked V15 if is it safe for
a resident to walk by herself if she was assessed
with unsteady gait, poor judgement and requires
supervision one staff physical assist. V15
answered "No", V15 stated that the resident
would be at risk for falling. V15 stated that based
on R1's functional ability assessment and annual
MDS on 4/12/22, R1 required supervision with
one staff assist with walking and transfer.

At 11:11 AM, an interview conducted with V19
(Nurse Practitioner). V19 stated that usually, if a
resident is cognitively impaired with poor
judgement and is assessed to be at risk for
falling, also assessed with unsteady gait requiring
supervision one staff physical assist, it is not safe
for that resident to be ambulating independently.
V19 stated, "It's different if the gait is stable. If
gait is not stable or they if have some balance
issues they should not be ambulating by
themselves." V19 further stated that if a resident
uses an assistive device when walking, the
resident can possibly ambulate without
assistance from staff; but if no assistive device
used with an unsteady gait, the staff should be
assisting that resident. V19 stated when R1 fell
on 7/12/22 the staff sent R1 to the hospital,
hospital found R1 with left wrist fracture then R1
was sent back to the facility. V19 stated she
(V19) noticed R1 was not looking good with her

(R1) hip s0 V19 ordered a stat X-ray on both hips.
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X-ray result came back with left femoral neck
fracture. R1 was sent back to the hospital and
had a surgery on R1's hip.

On 8/04/22 at 12:16 PM, a phone interview
conducted with V12 (Certified Nursing Assistant).
V12 stated she (V12) was passing trays with V8
when R1 fell. V12 stated, "| did not see her (R1)
when she (R1) fell. | just heard the noise when
she (R1) fell." V12 stated R1 walked by herself.

A record review of the facility's "Fall"
documentation dated 7/7/22 at 4:51 PM shows
R1 had an unwitnessed fall and was found in
other resident's room lying on the floor with no
visible injuries upon V9's (Licensed Practical
Nurse) assessment.

Fall care plan was updated on 7/8/22 reads in
part:” S/P Fall-07/07/22: Neuro checks initiated.
Staff will continue to monitor resident and
anticipate needs".

A record review of the facility's "Fall"
documentation dated 7/12/22 at 6:15 PM shows
R1 had an unwitnessed fall and was "observed
lying on left side in haliway after thump sound
was heard”. R1 was sent to the hospital for
evaluation. R1's hospital records dated 7/13/22
reveals R1 obtained left distal radius fracture and
left femoral neck fracture status post fall. R1's
hospital records also show that on 7/14/22, R1
had a procedure done for "Closed management
of intra-articular fracture of the left distal radius
and closed reduction percutaneous pinning of left
femoral neck fracture",

Arecord review of the facility's “Fall"
documentation dated 7/29/22 at 6:30 AM shows
R1 fell for the third time unwitnessed and was
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observed on the floor in R1's room:.

Reviewed the facility's policy on "Falls
Management" with revision date of 6/21 reads in
part:

"GENERAL:

This facility is committed to maximizing each
resident's physical, mental and psychosocial
wellbeing. While preventing all falls is not
possible, the facility will identify and evaluate
those residents at risk for falls, plan for preventive

strategies, and facilitate as safe an environment

as possible. All resident falls shall be reviewed
and the resident's existing plan of care shall be
evaluated and modified as needed.”
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