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Statement of Licensure Violation:

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 requirements were not met as evidenced by:

Based on Observation, Interview, and Record Review the
facility failed to prevent a fall with injury by

failing to provide adequate staff assistance during a
therapy session for one of three residents (R1)

reviewed for falls on the sample list of three. This

failure resulted in R1 falling forward out of a bed and
landing on the floor and hitting R1’s head on the

floor. R1 sustained a laceration to the head which
required emergency treatment and 15 staples to close.

Findings Include:

R1's Emergency Department Notes dated 10/31/25 at
6:15PM document R1 has a laceration and received 15
staples to the frontal part of the head due to a fall.

R1's Progress Note dated 10/31/25 documents “Therapy
informed this nurse that resident fell. She reported

that she had resident sitting on the side of the bed

and she walked to other side of bed. Upon assessment
resident was lying on her stomach with her head turned
to the left in between both beds. Bleeding present from
head. Resident reported she hit her head on her night
stand.”

R1’s Minimum Data Set assessment dated 9/12/2025
documents R1 is cognitively intact.

R1’'s Care Plan documents a fall intervention for
therapy to have two assist on 10/31/25 when completing

sessions.

On 11/4/2025 at 12:15PM, R1 was eating lunch at the
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table. R1 had staples from the middle of R1’'s head and
down the right side of her head. R1 stated that on
10/31/25 the therapist came in after dinner and R1
already had R1’s gown on. R1 stated she was tired. R1
stated the therapist seemed very rushed and wanted R1
to sit on the side of the bed and then stand. R1 stated
she could not stand, and the therapist had a very hard
time getting R1 on the side of the bed. R1 stated she
sat on the side of bed and felt like she was going to
fall. R1 stated the therapist walked away from R1. R1
stated she fell forward hitting the bedside table and
was lying in a pool of blood until the paramedics
arrived. R1 stated the therapist was at the end of the
bed and just watched R1 fall.

On 11/5/2025 at 11:45 AM, R1 was lying in a bariatric
bed with approximately three inches of space on each
side of R1. Two Certified Nursing Assistants and a
nursing student brought in a mechanical lift to

transfer R1 from the bed to the wheelchair. R1 required
maximum assistant with turning side to side to place
the sling underneath R1.

On 11/5/2025 at 11:55AM, R4 is cognitively intact per
her minimum data set assessment dated 10/12/25. R4
stated R4 watched the physical therapist assistant
start therapy with R1 (on 10/31/25). R4 stated the
therapist watched R1 fall forward and hit her head. R4
stated the physical therapist assistant did not try to
help R1. R4 stated there are always two people in the
room when getting R1 up to her wheelchair, and
throughout the night to help turn R1.

On 11/4/2025 at 10:05AM, V3 (Certified Nursing
Assistant) stated R1 requires a mechanical lift for
transfers and always requires two people for care due
to R1's overweight status. R1 requires maximum
assistance with turning and repositioning and getting
into the wheelchair.

On 11/4/25 at 10:20AM, V4 (Physical Therapist) stated
she evaluated R1 on 10/28/25 due to R1’s functional
decline. V4 stated R1's goals were to improve ability
to safely transfer from lying on the back to sitting on
the side of the bed, with feet flat on the floor. V4

stated R1 is dependent on staff due to R1 being
overweight. R1's limited ability and the physical
therapist assistant completing therapy on 10/31/25
should have had another person with her due to R1’s
limited mobility in bed.

On 11/4/2025 at 11:35 AM, V6 Physical Therapist
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Assistant (PTA) stated she was completing therapy with
R1 on 10/31/25. V6 stated V6 asked R1 to sit on the
side of the bed and had a walker in front of R1 to help
stabilize R1. V6 stated R1 is dependent with bed
mobility and does not stand. V6 stated she had R1
sitting on the side of the bed, but stated R1 was on

the edge of the bed. V6 stated she let go of R1 and was
walking to the other side of the bed to try to pull R1

into the middle of the bed when R1 fell forward off the
bed and hit the bedside table. R1 fell forward face

first. V6 stated before the therapy session started V6
looked outside of the room to see if anyone was
available and didn’t see anyone so went to work with
R1.

On 11/5/2025 at 9:37AM, V9 Licensed Practical Nurse
(LPN) stated the physical therapist assistant (PTA)

came and got her that night and stated there was blood
all over the floor. V9 stated she immediately called

911. V9 stated the PTA never asked for assistance with
R1.V9 stated due to R1’s weight, and needing maximum
assistance, the PTA should not have started the therapy
session until someone was available to help balance R1.

On 11/5/2025 at 11:05AM, V2 Director of Nursing (DON)
stated V6 (PTA) should have had two people working with
R1 for safety concerns as R1 is dependent and needs
help with bed mobility, transfers and dressing. V2

stated V6 (PTA) should have waited to complete the
therapy session until somebody could help her. V2

stated that the lack of safety concern and not having

two people in with R1 resulted in the fall which caused

R1 to need emergency medical treatment and including 14
staples to her head.

On 11/4/2025 at 12:45 PM, V10 (R1’s Nurse Practitioner)
stated R1 has had a decline since R1 was admitted

from the last stay. V10 stated R1 has limited mobility

and is completely dependent on staff while rolling side

to side. R1 also needs maximum assistance with
activities of daily living, V10 stated, because R1

requires maximum assistance and weighs 343 pounds. V6
PTA needed someone else to assist with R1 while
completing therapy to provide a safe therapy session.
V10 stated that R1 is alert and orientated and the
therapist walked away from R1 without holding onto R1.

The Facility's Safety Policy revised on 9/23 documents
that the staff will support the resident’s body well

during all positioning, transferring and ambulation.

Avoid pulling on the resident’s extremities. Provide

two or more persons to assist when necessary for resident
and staff safety. (B)
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