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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 shalt be provided to each |

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

¢} 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, ata 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
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that each resident receives adequate supervision
and assistance to prevent accidents.

These regulations were not met as evidenced by:

Based on observation, interview and record
review the facility failed to provide supervision
during tolleting to prevent a fall for one (R297) of
four residents reviewed for falls on the sample list
of 39. This failure resulted in R297 sustaining
fractures of the left arm and left hip requiring
emergency services and surgical repair. This
failure also resulted in R297 having a decrease in
mobility and pain.

Findings include:

R297's hospital history and physical dated 1/6/21
documents R297 was brought to the emergency
room two days in a row after falling at home. The
second fall occurred in the bathroom and his wife
noticed seizure fike activity. R297 had another
seizure during the ride in the ambulance. R297
was also diagnosed with a right hip fracture.

R297's Nursing note dated 1/13/21 at 12:36 PM
documents R297 was admitted to the facility.

R297's careplan dated 1/13/21 documents, "l am
atrisk for falls r/t (related to) decreased maobility,
impaired balance, pneumonia, seizure disorder,
dementia and personality and behavior disorder. |
had several falls at home prior to my admission. |
had 2 falls in 24 hrs prior to being admitted into
the hospital.”

| R297's Initial Report to Public Health form
| documents R297 was toileted by V6, Certified

Nurse's Assistant. This report documents (R297)
asked for privacy. This report documents V8 left
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and was waiting in the bedroom area waiting for
R297 to turn on the call light. R297 turned on
R297's call light and V6 entered the room. When
entering the room there were no gloves in the
room. V& went to go get gloves and R297 tried to
get up by self and fell. R297 sustained a left
femur fracture and left humerus fracture.

R297's nursing note dated 1/21/21 at 8:50 PM,
documents R297 is alert with confusion.

R287's nursing note dated 1/22/21 at 12:19 AM
documents R297 fell in the bathroom.

On 2/4/21 at 1:41 PM, V6 Certified Nurse's
Assistant (CNA) stated, "(R297's) light went on
and | got (R297) into the bathroom. (R297)
asked me for a couple minutes of privacy. |
stepped out of the room. (R297) had the call
light. Then (R297) pushed it for me to come back
in. There were no gloves so | went to go get the
gloves. The gloves were in the hall closet. Then
I went back into the room. When 1 went in his
room, | heard an "ow" sound and then heard
(R297) fall on the floor. So when | went iri (R297)
was on the floor. | yelled for help and then the
nurse came down. {R297) was sent to the
emergency room. After the fall, the (V2, Director
of Nursing) trained me to the lock at the care plan
before providing cares and to make sure | have
gloves and everything | need before going into
the room. | didn't know (R297) had a history of
falls. If | would have known (R297) had a history
of falls | would have stayed with (R297) in the
bathroom or left the door cracked to ensure
(R297) didn't get up.”

R297's Hospital History and Physical dated
1/22/21 documents R297 was diagnosed with a
left proximal left humerus {arm) and left proximal
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| femur (hip} fracture due to a fall. These records
also documents that the left hip fracture required
| surgery to repair it.

R297's Nursing Note dated 1/27/2021 at 2:05 PM
documents R297 was readmitted to the facility
from the hospital with a diagnosis of left humerus
(arm) fracture and left femur (hip) fracture.

On 2/2/21 at 11:30 AM, R297 was lying in bed.
R297's left arm was in a sling. R297 appeared
confused. On 2/56/21 at 10:10 AM, R297 was
sitting up in a chair. R297's left arm was in a
sling. At that time, R297 stated, " I'm not very
well, | hurt all over. My left shoulder and my right
shoulder hurt. My left hip and my right hip hurt. |
am not getting around very well, it hurts too much
fo move."

R297's care plan with a revision date of 1/27/21
documents that R297 now requires two assist |
with walker and R297 is non-weight bearing to the
left upper extremity.

On 2/5/21 at 10: 06 AM, V2 Director of Nursing
stated when R297 first came to the facility R297
required one assist for transfer since his recent
fractures he requires two assist. When we
investigated the fall on 1/22/21 we talked to V6
CNA about what V6 should do in the future if
there are not gloves in the room. V2 stated that
V6 should make sure all supplies are available or
push the call light to have someone bring the
needed supplies so that R297 is not left alone.
(A)
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