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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 300.1010 Medical Care Policies

h) The facility shall notify the resident's physician

of any accident, injury, or significant change in a
resident's condition that threatens the health, safety
or welfare of a resident, including, but not limited

to, the presence of incipient or manifest decubitus
ulcers or a weight loss or gain of five percent or more
within a period of 30 days. The facility shall obtain
and record the physician's plan of care for the care or
treatment of such accident, injury or change in
condition at the time of notification
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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.

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:

1. Based on interview and record review the facility
failed to care for and transfer a resident in a safe
manner to prevent a resident injury for 1 of 3
residents (R1) reviewed for resident safety and
supervision in the sample of 3. This failure resulted

in R1 falling while being cared for by facility staff.

R1 was hospitalized due to the fall where he was
diagnosed with an unstable vertebral (spine) fracture.

2. Based on interview and record review the facility
failed to effectively manage and treat a resident’s
pain after the resident fell in the facility. The

facility failed to notify the attending physician/nurse
practitioner of this resident’s worsening pain. These
failures apply to 1 of 3 residents (R1) reviewed for
pain management in the sample of 3. These failures
resulted in R1 experiencing worsening, severe lower
back pain caused by a thoracic vertebral (spine)
fracture he sustained when he fell in the facility.

The findings include:

1. A facility incident report dated 2/3/26 showed, on
2/1/26, R1 fell backwards in his wheelchair, just after
he was transferred into the chair, by facility staff.

R1 began complaining of pain to his back on 2/1/26. R1
continued to complain of back pain on 2/2/6 and 2/3/26.
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On 2/3/26, R1 was emergently transferred to a local
hospital, due to his worsening back pain, where he was
diagnosed with a thoracic vertebral fracture. As of
2/5/26, R1 remained hospitalized due to his injury.

R1’s hospital CT scan (computed tomography scan)
results dated 2/3/26 showed R1 sustained an acute
fracture to his eighth thoracic vertebrae due to his

fall on 2/1/26. The results showed, “The findings are
suggestive of a hyperextension injury and is considered
an unstable fracture and recommended neurosurgical
consultation.”

On 2/5/26, R1 could not be interviewed due to being
hospitalized. R1’s current care plan showed R1 was
cognitively impaired. R1 was at risk for falls due to

his impaired cognition, obesity, and impaired balance.

On 2/5/26 at 10:15 AM, V7 Certified Nursing Assistant
(CNA) stated she was providing cares to R1 at the time
of his fall on 2/1/26. V7 CNA stated on 2/1/26, V7 and
V8 CNA used a sit-to-stand lift (mechanical lift) to
transfer R1 from his bed to his wheelchair. V7 stated

V8 CNA left R1’s room immediately after R1 was placed
in his wheelchair. R1 remained attached to the
sit-to-stand lift via a strap around R1’s back as he

sat in his wheelchair. V7 stated as she began to
unhook/disengage the back strap from the sit-to-stand
machine, R1 laid back in his wheelchair, causing R1's
wheelchair to flip backwards onto the floor. R1 landed
directly on his back. V8 CNA stated, “I was unhooking
the strap from the machine. The lift strap was still
behind (R1’s) back. No one was holding onto (R1) or his
wheelchair. | don’t know what happened. He all of a
sudden just flipped back.”

On 2/5/26 at 12:33 PM, V3 Assistant Director of Nursing
(ADON) stated two facility staff are to stay with the
resident until the resident is completely unhooked from
the sit-to-stand lift and securely seated in a

wheelchair. V3 stated one staff member is to operate
the stand lift while the second staff member “makes
sure the wheelchair and the resident remains steady
until the stand lift is completely unhooked from the
resident. It's done that way for safety reasons.”

On 2/5/26 at 12:10 PM, V13 Nurse Practitioner stated
the expectation is that residents are cared for by
staff in manner to prevent resident injury.

The facility’s Safe Lifting and Movement of Residents,
Including Mechanical Lifts policy dated 4/12/2022
showed, “Purpose: In order to optimize the safety and
well-being of staff and residents, and to promote
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quality care, this facility will assess for and provide

the most appropriate technique and devices to lift and
move residents... Resident safety, dignity, comfort and
medical condition will be incorporated into goals and
decision regarding the safe lifting and moving of
residents... At least two (2) CNAs are required for
mechanical lift and stand lift transfers to safely move
resident...”

2. A facility incident report dated 2/3/26 showed, on
2/1/26, R1 fell backwards onto the floor while seated
in his wheelchair as he was being cared for by staff.
R1 fell directly onto his back. R1 began complaining of
pain to his lower back on 2/1/26. R1 continued to
complain of back pain on 2/2/6 and 2/3/26. On 2/3/26,
R1 was transferred to a local hospital, due to
worsening back pain, where he was diagnosed with a
thoracic vertebral (spine) fracture.

R1’s hospital CT scan (computed tomography scan)
results dated 2/3/26 showed R1 sustained an acute
fracture to his eighth thoracic vertebrae due to his

fall on 2/1/26. The results showed, “The findings are
suggestive of a hyperextension injury and is considered
an unstable fracture and recommended neurosurgical
consultation.”

R1's progress notes dated 2/1/26 were reviewed. At 1:54
PM, a note showed at 6:44 AM, R1 had fallen backwards
onto the floor in his wheelchair. The note showed a
facility nurse practitioner was notified via phone of

R1’s fall. R1's nurse practitioner (NP) ordered pain
medication for R1. R1’s February 2026 Order Summary
Report showed a physician order, dated 2/1/26, that R1
was prescribed Tramadol (pain medication) 50 mg
(milligrams) every four hours as needed for pain, after
his fall in the facility. The report showed R1 was also
received scheduled doses of Tramadol, three times a
day. The notes showed no documentation of R1 being seen
or assessed by a physician or nurse practitioner on
2/1/26.

R1's progress notes dated 2/2/26 were reviewed. At
10:14 AM, a note showed R1 began complaining of
increased back pain with movement. The note showed R1
“yells when HOB (head of bed) is elevated or lowered or
when staff assist with repositioning...” R1’s progress
notes dated 2/2/26 showed no documentation that R1’s
physician or nurse practitioner were notified of R1's
worsening lower back pain. The notes showed no
documentation of R1 being seen or assessed by a
physician or nurse practitioner on 2/2/26.
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R1's progress notes dated 2/3/26 were reviewed. At 3:59
AM, a note showed, “Resident continues to have pain in
the back from fall Sunday am... Slowly turn for

pericare.” At 7:29 AM, a note showed, “Patient received
in pain. Yelling out when staff attempts to provide

cares. Refused shower this morning from staff. Patient
states he hurts too bad... (V13 Nurse Practitioner/NP)
notified regarding patient’s condition. Stated she was

on the way to the facility to assess if needing to send
patient to ER (emergency room).” At 11:25 AM, a note
showed V14 NP and V5 (R1's POA) were also notified by
staff of R1's “uncontrollable pain”. V5 requested R1 be
sent to the hospital. R1 was sent to the hospital by
ambulance.

On 2/5/26, R1 could not be interviewed due to being
hospitalized. R1’s current care plan showed R1 was
cognitively impaired. R1 was at risk for falls due to

his impaired cognition, obesity, and impaired balance.

On 2/5/26 at 10:34 AM, V9 Licensed Practical Nurse
(LPN) stated she was the nurse caring for R1 when he
fell on 2/1/26. V9 stated she immediately assessed R1
after his fall. V9 stated R1 had no complaints of pain.
V9 stated when she reassessed R1 later on 2/1/26, R1
began complaining of “pain all over.” V9 stated R1's
pain was not worse with movement. V9 stated she
notified the nurse practitioner of R1's pain on 2/1/26.

On 2/5/26 at 10:55 AM, V10 LPN stated she cared for R1
during the day shift on 2/2/26 and 2/3/26. V10 stated
on 2/2/26 R1 “was in pain. He stayed in bed. He would
yell if we moved him because of his pain. His pain was
in his back. He refused cares because he would be in
pain if we tried to move him.” V10 stated she did not
notify R1’s physician or nurse practitioner on 2/2/26

of R1’s worsening pain with movement or that he was
refusing cares due to pain. V10 stated on 2/3/26, “(R1)
was yelling out in his room due to his pain when |
arrived for my shift that morning. You could hear him
down the hall. No one was even touching him. | called
the nurse practitioner to have him sent to the
hospital.”

On 2/5/26 at 2:00 PM, V11 Registered Nurse (RN) stated
she cared for R1 during the night shift on 2/1/26 and
2/2/26.V11 stated R1 complained of back pain and

refused cares from staff because any movement made R1’s
pain worse. V11 stated she never called or notified

R1’s physician or nurse practitioner of R1’s worsening

pain or that he was refusing cares due to pain.

On 2/5/26 at 12:35 PM, V14 NP stated the facility
notified her of R1’s fall on 2/1/26. V14 stated she was
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told by staff that R1 did not want to go to the

hospital at that time so V14 ordered an X-ray of R1’s
lower back and increased the frequency of R1’s pain
medication (Tramadol). V14 stated the facility did not
notify or inform her of R1's worsening back pain on
2/1/26 or 2/2/26. V14 stated she had not seen or
examined R1 from 2/1/26-2/3/26. V14 stated, “l was in
the facility seeing other residents on Monday (2/2/26).
| don't know why they (the facility) didn’t call me to

let me know about his pain. | would have gone to see
him then.”

On 2/5/26 at 12:10 PM, V13 NP stated she was notified
on 2/1/26 that R1 had fallen in the facility. V13

stated the facility did not notify or inform her of

R1's worsening back pain on 2/2/26. V13 stated she did
not see or examine R1 on 2/1/26 or 2/2/26. V13 stated,
“The facility called me on Tuesday (2/3/26) morning,
telling me (R1) need to be sent to the hospital due to
his pain. | got to the facility to see (R1) just as the
paramedics were putting him on the cot.” V13 stated
facility staff should have notified her or V14 NP of

R1's worsening pain on 2/1/26 and 2/2/26. V13 stated
had known this information, she would have “come in to
assess (R1). Possibly changed his pain medications or
treatment...”

On 2/5/26 at 9:31 AM, V5 (R1's POA) stated she was
notified on 2/1/26 that R1 had fallen in the facility.

V5 stated on 2/1/26, “They told me (R1) did fall on his
back in his wheelchair. | was told he was given pain
medication.” V5 stated the facility did not call her
again on 2/1/26 or at any time on 2/2/26 to give her an
update on R1. V5 stated on the morning of 2/3/26, she
received a call from facility staff stating R1 was

yelling out due to his back pain. V5 stated, “Had |
known he was in that much pain yesterday (2/2/26), |
would have sent him to the hospital then.”

The facility’s Pain Management policy dated 4/15/25
showed, “(Facility) in collaboration with the attending
physician/prescriber, other health care professionals

and the resident and/or the resident’s representative

will develop, implement, monitor and revise as
necessary interventions to prevent or manage each
individual resident’s pain... If re-assessment findings
indicate pain in not adequately controlled, the pain
management regimen and plan of care will be revised as
indicated...”
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