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Statement of Licensure Violations (1 of 2)

300.610a)
300.1210b)
300.1210c)
300.3240a)

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
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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.

c) Each direct care-giving staff shall review
and be knowledgeable about his or her residents'
respective resident care plan.

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 observations, interviews and record
review, the facility failed to ensure a resident's
right to be free from physical harm and mental
abuse for 1 (R1) of 4 residents reviewed for
abuse in the sample of 5. This failure resulted in
R1 being verbally and physically assaulted by
staff causing bruising and lacerations during an
unprovoked altercation.

Findings include:

R1 is a 64 year old female admitted to the facility
on 02/03/2023 with diagnosis including but not
limited to Dementia; Suicidal Ideations; Anxiety
Disorder; Major Depressive Disorder;
Atherosclerotic Heart Disease of Native Coronary
Artery without Angina Pectoris; Chronic Pain
Syndrome; Chronic Obstructive Pulmonary
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Disease; Hypertension; and Epilepsy.

According to R1's MDS (Minimum Data Set)
assessment dated 05/01/2024, under section C,
R1 has BIMS (Brief Interview of Mental Status)
score of 15 indicating intact cognition.

According to R1's MDS (Minimum Data Set)
assessment dated 05/01/2024, under section E,
R1 had not shown any psychotic behaviors.

On 08/05/2024 at 10:25 AM, Surveyor observed
R1 sitting in the common area, awaiting activities.
R1 clean, dressed appropriately, displaying
appropriate demeanor. Surveyor asked R1 to talk
about an incident in private setting. Surveyor
followed R1 to her room. Surveyor observed
bruising and scabs on R1's right forearm.
Surveyor asked what occurred between R1 and
V5 (Certified Nursing Assistant) on the evening of
07/15/2024, R1 said: On that evening, | don't
remember the exact time, | used a call light and
V5 (CNA) came in. | asked V5 (CNA) to give my
roommate (R3) an extra sheet and close the
drapes in the room, V5 (CNA) said she's here
until 11:00 PM and has time to do it. | pointed out
that V5 (CNA) should do her job. | pointed my
finger at V5 (CNA) as | was talking, I'm ltalian, |
talk with my hands, and | think V5 (CNA) took
offense to that and said not to point fingers at her
and slapped my finger. | pointed at V5 (CNA)
again, and that's when she grabbed my finger. |
grabbed V5's (CNA) hand and pushed it off me.
Then, V5 (CNA) grabbed my arm and dug her
nails into my skin. | started bleeding. We had an
exchange in words and | told V5 (CNA) to get out
of my room, but she wouldn't leave. V4 (Licensed
Practical Nurse) came around that time, after
hearing commotion in my room. V4 (LPN) told V5
(CNA) to leave the room and that's when she
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finally left. V4 (LPN) asked me what happened
and took care of my bleeding arm. Surveyor
asked if there was anybody else in the room at
the time if the incident, R1 said that her
roommate (R3) was in the room at the time, but
she's 97 years old, so she was not aware of what
happened. Surveyor asked if anybody talked to
R1 after the incident, R1 said: that V1
(Administrator), V2 (Director of Nursing), and
nurses spoke to me about what happened. I'm
just glad | don't see V5 (CNA) anymore, she
hasn't taken care of me since then. Surveyor
asked if V5 (CNA) still works in the facility, R1
said: | think she does, but was moved to another
unit. V5 (CNA) is brash. She's the only one like
that. Surveyor asked if R1 feels safe in the
facility, R1 said: Overall, | feel safe in the facility. |
have been here for over a year, and nothing like
this happened to me before. | haven't heard of
anything like this happen to another resident
either.

On 08/05/2024 at 2:38 PM, Surveyor interviewed
V5 (Certified Nursing Assistant), who stated the
following: On 07/15/2024, after dinner, |
responded to the call light in R1's room. | went in
to check on R1 and R1 said that her roommate
(R3) needs to be covered. | asked R3 if she
needs assistance, R3 said that she didn't use the
call light, it was R1 who used it. Regardless of
that, | noticed that R3 needs a flat sheet, so |
decided to go get it. At the same time, R1 was
accusing me of not doing my job while she was
sitting on her bed, when | turned around, R1 was
right in my face. R1 started scratching my neck
and face, so | held her arm, turned around and
ran out of the room. R1 ran out, chasing me, she
was trying to hit me. V4 (LPN) was right outside
R1's door. R1 then proceeded to show V4 (LPN)
her bleeding arm. Surveyor asked if R1's arm
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was bleeding when V5 (CNA) came into the
room, V5 (CNA) responded, "Ma'am, | don't need
to be rude, but | already told you that | don't know
if her arm was bleeding before | came into the
room." V5 (CNA) demonstrated what appeared
to be hostility against a surveyor and also
appeared to be irritable and temperamental
during an interview.

On 08/05/2024 at 3:05 PM, Surveyor interviewed
V4 (Licensed Practical Nurse), who stated the
following: | was at the nursing station at the time
of the incident involving R1 and V5 (CNA) on
07/15/2024. | heard some commotion coming
from R1's room. | went in there and saw V5
(CNA) and R1 standing by the foot of R1's bed.
V5 (CNA) and R1 were arguing. | saw scratches
on R1's right arm. R1 was repetitively asking V5
(CNA) to leave the room, so | asked V5 (CNA) to
step out, and she finally left R1's room. | did not
see any scratch marks on V5's (CNA) face or
neck, she didn't report to me either. | did not see
R1 chasing after V5 (CNA) or try to hit her. When
| was providing first aid care to R1's arm, R1 said
that she asked V5 (CNA) to close the drapes in
the room, but V5 (CNA) responded that she has
until 11:00 PM to do it. | haven't talked to V5
(CNA) after the incident, | notified the V10 (Nurse
Supervisor) and, | believe, she talked to V5
(CNA). I've worked with V5 (CNA) before, she
comes across as loud. I've worked with R1 for
over a year now, and she has never been
aggressive towards me, nor | withessed her being
aggressive with other staff or residents.

On 08/05/2024 at 3:29 PM, Surveyor interviewed
V10 (Nurse Supervisor), who said: | was on my
break when V4 (LPN) called me to let me know
that there was an incident between R1 and V5
(CNA) resulting in R1 acquiring skin tear to her
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right arm. | returned from my break right away
and made sure V5 (CNA) is away from R1 and
then | asked R1 what happened. R1 said that she
used a call light, V5 (CNA) came in and was
asked to close the drapes. V5 (CNA) responded
that she's here until 11:00 PM and has time to do
that. R1 got upset, got up from the bed, and
struggle ensued. V5 (CNA) grabbed R1's right
arm and that's probably how R1 acquired the skin
tear. | proceeded with full assessment and wound
care for R1 and then notified V3 (ADON). V3
(ADON) is who interviewed V5 (CNA). One thing
about V5 (CNA) is that she is loud, but I've never
heard any complaints about her, other than being
loud.

On 08/06/2024 at 9:57 AM, Surveyor interviewed
V3 (Assistant Director of Nursing), who stated the
following: On the evening on 07/15/2024, | was
notified by V10 (Nurse Supervisor) that there was
an incident between R1 and V5 (CNA). V10
(Nurse Supervisor) asked me to talk to V4 (LPN),
she handed the phone off and had me speak to
V4 (LPN). V4 (LPN) said that she heard
commotion in R1's room, went in, but didn't see
physical altercation between R1 and V5 (CNA).
R1 was saying "She did this to me" pointing to her
right arm. V4 (LPN) had V5 (CNA) step out of
R1's room and went to notify V10 (Nurse
Supervisor). Then, | asked to speak to V5 (CNA).
V5 (CNA) said that she answered the call light in
R1's room. V5 (CNA) was assisting R1's
roommate (R3) and that's when R1 started yelling
at her. V5 (CNA) said she was trying to leave the
room, and that's when R1 jumped out of the bed,
pointing at V5 (CNA) swatting, scratching, and
spitting at V5 (CNA). V5 (CNA) tried to stop R1
from attacking her and grabbed R1's arm. Right
then, V4 (LPN) came into the room and V5 (CNA)
was able to leave. | also spoke to R1. R1 said
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that she asked V5 (CNA) to give a blanket to the
roommate (R3), V5 (CNA) responded that she is
here until 11:00 PM and has time to do it. R1 then
got off the bed, pointed at V5 (CNA) and said that
it doesn't matter that V5 (CNA) is here until 11:00
PM, she needs to do it now. R1 said she
extended her arms up and that's when V5 (CNA)
grabbed her. R1 yelled to show V5 (CNA) what
she had done, pointing to her injured right arm,
and that's when V4 (LPN) came in and had V5
(CNA) leave R1's room. Once | got R1's, V4's
(LPN) and V5's (CNA) statements, | told V5
(CNA) to leave the facility. V12 (Primary
Physician) and V1 (Administrator) were notified.
Police was not notified. V1 (Administrator) took
the investigation over from there. Surveyor asked
about R1's general demeanor, V3 (ADON) said:
R1 is very pleasant, can get anxious or frustrated;
however, she's never been involved in physical
altercation with anybody. Normally, R1 comes to
staff when she gets upset. Surveyor asked how is
V5's (CNA) behavior, V3 (ADON) said: V5 (CNA)
hasn't been here that long and works night shift,
so I'm not very familiar with her. | did have an
interaction with her on the day of the incident,
around 4:00 PM, she appeared to be pleasant
even though she was loud.

On 08/06/2024 at 11:00 AM, Surveyor observed
R3 resting in the bed. Surveyor asked about the
incident that occurred between R1 and V5 (CNA),
R3 responded: | don't remember anything,
nothing happened here.

On 08/06/2024 at 11:05 AM, Surveyor
approached R1 in her room and asked if R1
could answer a couple more questions in regard
to the incident that occurred between R1 and V5
(CNA). R1 appeared nervous, apprehensive, and
afraid. Surveyor asked R1, in the follow up
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interview, how does she feel about V5 (CNA) still
working in the facility, R1 responded, "You know, |
was a little nervous when we talked yesterday,
but as long as V5 (CNA) is not on this unit, | think
I'm ok. | just hope V5 (CNA) doesn't have the
same run-in with another resident like she had
with me. I've been here for over a year now, and |
would have never thought something like this
could happen."

On 08/06/2024 at 1:16 PM, Surveyor interviewed
V1 (Administrator/Abuse Coordinator) who stated:
On the evening of 07/15/2024, V3 (ADON)
notified me that V4 (LPN) went into R1's room
due to ongoing commotion. R1 showed her a skin
tear and said that V5 (CNA) caused it. After that, |
completed initial report and sent it to IDPH. The
police were not called because it didn't constitute
to our Abuse policy. | continued the investigation
on 07/16/2024. | spoke to R1, V4 (LPN), V5
(CNA), and other staff that was present on the
shift. Social services spoke to residents. The
conclusion of the investigation was that abuse
was not substantiated because R1 reached out
towards V5 (CNA) in attempt to scratching her
and V5 (CNA) held R1's arms in self-defensed.
Surveyor asked if V5 (CNA) should be involved in
altercation with a resident, "V5 (CNA) should
have not been involved in any altercation with R1
but she was attacked by R1, so it justified that V5
(CNA) held R1's arms down. Surveyor clarified
whether V5 (CNA) should have stepped out of
R1's room to prevent physical altercation, V1
(Administrator) said: 1 think V5 (CNA) should
have stepped away, but as R1 attacked V5
(CNA), it was reasonable for her to hold R1's
arms. Surveyor asked why is V1 (Administrator)
convinced that R1 attacked V5 (CNA) not the
other way around, V1 (Administrator) stated:
Because R1 stated to multiple people that she
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attacked V5 (CNA). Surveyor asked how did R1's
injury occur, V1 (Administrator) said: There is no
definite conclusion but considering her fragile
skin, R1 could have acquired it during interaction
with V5 (CNA). Surveyor requested full
investigation to collaborate V1's (Administrator)
statement, V1 (Administrator) said, "You have
summary of that in the initial and final facility
reported incident." Surveyor clarified if those are
the only documents available to the surveyor, V1
(Administrator) said, "Yes" and refused to provide
full incident investigation.

On 08/06/2024 at 2:33 PM, Surveyor interviewed
V12 (Primary Physician). Surveyor asked if it's a
good time to talk, V12 (Primary Physician) said,
"Not really, but I will talk to you". Surveyor asked
about the incident that occurred on 07/15/2024
between R1 and V5 (CNA), V12 (Primary
Physician) said, "l don't clearly recall what
happened, but | think R1 was agitated and V5
(CNA) was trying to calm R1 down, but | don't
know exactly." Surveyor asked if V12 (Primary
Physician) knew why V5 (CNA) grabbed R1?,
V12 (Primary Physician) said, "R1 was agitated
and V5 (CNA) grabbed her. | mean, | think V5
(CNA) grabbed R1, not sure." Surveyor asked if
V5 (CNA) behavior was appropriate, V12
(Primary Physician) said, "V5 (CNA) should have
tried to redirect R1 and call the nurse." Surveyor
asked about R1's skin tear: V12 (Primary
Physician) said, "l don't remember anything about
R1's skin tear".

On 08/07/2024 at 1:56 PM, In follow up interview,
surveyor asked V1 (Administrator) whether V5
(CNA) was suspended and/or moved to another
unit as a result of the incident on 07/15/2024, V1
(Administrator) said: Yes, V5 (CNA) was
suspended immediately and has been since
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moved to another floor after the investigation was
completed. Surveyor asked how long was V5
(CNA) suspended for, V1 (Administrator) said: V5
(CNA) was suspended for the length of the
investigation until the final report was submitted.
V5 (CNA) was moved to another floor because
R1 did not want to work with her anymore even
though the other residents appreciated V5's
(CNA) work.

The facility final incident reported dated
07/19/2024 reads in part, "After review of medical
records, staff, and resident interviews, the
allegation of physical abuse is unsubstantiated.”

R1's skin assessment dated 07/15/2024 reads in
part, "At around 7:20 PM, post incident, (R1)
noted with 2 skin tears to right forearm with very
small amount of bleeding. Areas of skin cleansed
with normal saline and pat dry. Applied Xeroform
and covered with dry dressing. V12 (Primary
Physician) informed of incident and skin teras."

The facility "Abuse and Neglect" policy dated
07/12/2024 reads in part, "It is the policy of the
facility to provide professional care and services
in an environment that is free from any type of
abuse, corporal punishment, misappropriation of
property, exploitation, negelct, or mistreatment.
Abuse is willful infliction of mistreatment, injury,
unreasonable confinment, imtimidation or
punishment. Physical abuse includes but not
limited to infliction of injury that occur other than
by accidental means and requires medical
attention. Mental abuse inludes but is not limited
to humiliation, harassment, threat of bodily harm,
punishment, isolaton (involunatry, imposed
seclusion) or deprivation to provoke fear or
shame."
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Statement of Licensure Violations (2 of 2)

300.610a)
300.1210a)
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 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

a) Comprehensive Resident Care Plan. A
facility, with the participation of the resident and
the resident's guardian or representative, as
applicable, must develop and implement a
comprehensive care plan for each resident that
includes measurable objectives and timetables to
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meet the resident's medical, nursing, and mental
and psychosocial needs that are identified in the
resident's comprehensive assessment, which
allow the resident to attain or maintain the highest
practicable level of independent functioning, and
provide for discharge planning to the least
restrictive setting based on the resident's care
needs. The assessment shall be developed with
the active participation of the resident and the
resident's guardian or representative, as
applicable. (Section 3-202.2a of the Act)

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.

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 evidenced by:
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Based on interviews and record review, the
facility failed to keep a severely cognitively
impaired resident at high risk for falls and with
history of falls from a mechanical fall while
providing routine ADLs (activities of daily living
care) and failed to follow fall prevention protocols
for 1 (R2) of 3 residents reviewed for
accidents/hazards in the sample of 5. This failure
resulted in R2's transfer to the hospital
Emergency Department and diagnosis of
comminuted displaced intertrochanteric right
femur fracture.

Findings include:

R2 is a 65 year old female admitted to the facility
on 07/07/2020 with diagnosis including but not
limited to Displaced Intertrochanteric Fracture of
Right Femur; Epilepsy; Restlessness and
Agitation; Abnormal Posture; Degenerative
Disease of Nervous System; Delusional
Disorders; Osteoarthritis; Osteophyte Right and
Left Hip; and Progressive Vascular
Leukoencephalopathy.

According to R2's MDS (Minimum Data Set)
assessment dated 04/24/2024, under section C,
R2 has memory problems and severely impaired
decision making.

According to R2's MDS (Minimum Data Set)
assessment dated 04/24/2024, under section
GG, R2 is dependent or requires
substantial/maximal assistance with majority of
ADLs (activities of daily living).

On 08/05/2024 at 12:41 PM, Surveyor
interviewed V6 (Licensed Practical Nurse) who
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stated: On 06/01/2024, before breakfast time, V7
(Wound Care Technician) heard V9 (Certified
Nursing Assistant) yelling for help. V7 (Wound
Care Technician) stepped into R2's room and saw
V9 (CNA) next to R2 who was on the floor, on the
floor mat. V7 (Wound Care Technician) came to
get me and that's when | went into R2's room. |
saw R2 sitting on the floor, on the floor mat with
her back towards the bed. | started the
assessment. | checked R2's skin, there were no
injuries. | also check R2's range of motion, it
appeared to be at R2's baseline. | also checked
R2's vital signs. It did not appear that R2 had any
injury at that time, so me, V9 (CNA), and V7
(Wound Care Technician) put R2 back into the
bed via mechanical lift. | kept monitoring R2 for
pain as well, which R2 didn't appear to be in pain
either. After R2 was placed in bed, | notified V8
(Nurse Supervisor), the doctor, and R2's power of
attorney. When | asked V9 (CNA) what
happened, she said that she was getting R2
dressed when incident happened. R2 had jerking
movements and it was difficult to dress her in
supine position, so V9 (CNA) sat R2 up on the
edge of the bed, and while she was getting R2
dressed, R2 started leaning forward and V9
(CNA) had to lower R2 to the floor, onto the floor
mat. Surveyor asked if R2 was strong enough to
sit on the edge of the bed independently, V6
(LPN) said: I'm not sure if R2 had enough
strength to be sat on the edge of the bed. |
helped other CNA's with R2's transfers and we
always used at least two staff and mechanical lift.

On 08/05/2024 at 12:56 PM, Surveyor
interviewed V2 (Director of Nursing) who said:
R2's injury was discovered at nighttime, several
hours after R2 fell, that's when R2 started
grimacing, pointing to her right hip, and there was
a change in R2's right leg appearance, it looked
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displaced. Surveyor asked if there was anybody
else in the room at the time of the fall, V2 (DON)
said, "R2 had a roommate at the time of the
incident but she is not intervieweable.

On 08/05/2024 at 1:36 PM, Surveyor interviewed
V8 (Nurse Supervisor), who said: | had just
started my shift on 06/01/2024, around 7:00 AM, |
was notified that R2 had fallen. When | went into
R2's room, she was already in the bed. | was not
familiar with R2, but | looked at her extremities,
skin, and face, R2 didn't appear to be in distress
or pain at the time. V6 (LPN) told me that she
knew what to do and didn't need my assistance. |
followed up with V6 (LPN) before the end of my
shift (3:30 PM) and there were no changes and
R2 appeared to be at her baseline.

On 08/05/2024 at 2:12 PM, Surveyor interviewed
V9 (Certified Nursing Assistant), who said: | went
into R2's room, before breakfast, to get her
dressed and get her up into the chair. | raised the
bed up to my hip level and started with changing
R2's brief and putting on her pants. R2 was laying
down for that. Then, | attempted to put on R2's
top. | sat R2 up on the edge of the bed. | was
standing on the side of R2, slipping her arm into
the sleeve of the shirt and that's when R2 started
to lean forward. As she started to lean to lean
forward, | put my arm out, but that didn't prevent
R2 from falling off the bed and R2 fell to the floor
onto her right hip. The bed was at my hip level, so
R2 fell off the "hip level" height. | took care of R2
before, this was my routine, | always sat R2 up to
put on her shirt. Nothing like this has ever
happened before. R2 utilized specialty chair, with
high back. Surveyor asked if utilizing specialty
chair was indicative that R2 didn't have enough
strength to sit up independently, V9 (CNA)
responded, "Yes, that would indicate that. R2
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required maximum/two person assist, especially
with transfers. R2's ADLs, including getting her
dressed, could have been provided by one
person, but sometimes, R2 resisted repositioning
and then we would need 2 people to get R2
dressed.

08/06/2024 9:37 AM, Surveyor interviewed V11
(Former Fall Coordinator) who said: R2 was in
the restorative program at the time of the fall, |
saw her for quarterly and annual evaluations. R2
had cognitive deficit and needed maximum assist
with toileting and transferring, required
mechanical lift for transfers, and total assistance
during meals. R2 needed moderate assistance
with turning and getting dressed. R2 utilized
specialty chair for safety and comfort. Surveyor
clarified what does partial/moderate assistance
means in regard to getting upper body dressed,
V11 (Former Fall Coordinator) said: R2 was able
to sit up, in order to assist with dressing. Surveyor
asked about V11's (Former Fall Coordinator) fall
investigation outcome, V11 (Former Fall
Coordinator) said: My investigation revealed that
the V9 (CNA) was assisting with changing R2,
had R2 sit on the edge of the bed, noticed R2
leaning towards her and was unable to prevent
her from falling. It was unusual for R2 to lean
forward like that, so the doctor ordered labs after
the fall; however, R2 was sent out to the hospital
before nurses were able to collect urine sample.
After getting labs done at the hospital, it was
discovered that R2 had urinary tract infection at
the time of the fall. R2 had previous falls and had
a urinary tract infection around those times. The
conclusion of the investigation was that R2 had
an urinary tract infection and the fall was
unexpected and unavoidable.

On 08/06/2024 at 1:49 PM, Surveyor interviewed
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V2 (Director of Nursing) who said, Interventions
for residents at high fall risk are bed alarms, chair
alarms, floor mats, checking labs in case of
ongoing infection, and staff education in regard to
root-cause of a fall. Each intervention is individual
to a resident. R2 didn't require bed alarm
because she did not try to get out of bed. R2's fall
interventions were: "wing" mattress due to history
of seizures and fall mats. Those were the two
main fall prevention interventions for R2. | don't
think there was anything more that could have
been done to prevent R2's fall.

On 08/06/2024 at 2:20 PM, Surveyor interviewed
V13 (Family Nurse Practitioner) who said: | am
familiar with R2. R2 was alert but not oriented,
had dementia. R2 was unable to answer any
questions, not able to follow simple directions. R2
was mainly in bed, sometimes was sitting up in
the wheelchair. R2 required assistance with all
ADLs (activities of daily living). Surveyor asked if
it was appropriate for staff to place R2 on the
edge of the bed, to provide ADL care based on
R2's functional ability, V13 (FNP) said, I'm not
sure if it was appropriate, | used to always see
her in the dining room, in the wheelchair.
Surveyor asked about R2's fall, V13 (FNP) said: |
remember R2 had a hip fracture, but | don't
remember R2 having a fall. Surveyor asked what
would be appropriate fall prevention interventions
for R2, V13 (FNP) said: Fall interventions
appropriate for R2 would be staff assistance,
frequent monitoring, maybe a bed alarm, not
sure. R2 was not very alert, | don't think she
moved a lot.

On 08/06/2024 at 3:28 PM, Surveyor asked V14
(Agency Certified Nurse Assistant) what some of
the interventions are appropriate for high fall risk
residents, V14 (Agency CNA) said, Some of the
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interventions for high fall risk residents are bed
and chair alarm, bed in the lowest position, and
frequent monitoring. Surveyor asked what it
means if a resident requires maximal assistance
in almost all aspects of ADLs (activities of daily
living), V14 (CNA) said: Resident who is
assessed to require maximum assistance, needs
staff assistance with their ADLs. It means, that
their mobility is very limited. Even if one of the
resident's ADLs requires partial/moderate
assistance, they cannot perform the task
independently, and still need staff's assistance.
Surveyor asked, would you sit a resident on the
edge of the bed to dress them, who's functional
ability is assessed as maximum assistance for
dressing lower part of the body and
partial/moderate assistance for dressing upper
part of the body, V14 (Agency CNA) said: | would
sit them up in the bed while putting on their shirt,
not on the edge of the bed. Some CNAs find it
more convenient to sit residents on the edge of
the bed, but it is too risky. If a resident requires
maximum assistance with all ADLs except
dressing upper body, where they need
partial/moderate assist, and they require
mechanical lift for transfers, that means their
mobility is very limited and there is no point to sit
them up on the edge of the bed.

The facility incident report dated 06/01/2024
reads in part, "On 06/01/2024 while (R2) was
sitting in the bed and staff were assisting her with
dressing, (R2) began to lean forward, causing the
staff the need to lower her to the floor on her floor
mats. Post 72 (hour) incident follow up, (R2) was
noted with swelling to her right hip and facial
grimacing. (R2) was sent to the (local) hospital for
evaluation where she was admitted with
diagnosis of right hip fracture."
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Per record review, R2 had two prior falls within 6
months, on 01/10/2024 and 03/14/2024, to the fall
on 06/1/2024.

Fall Risk Evaluation dated 03/14/2024 shows R2
to be at high risk for falls.

R2's "Change in Condition with SBAR Form"
dated 06/01/2024 reads in part, "The change in
condition, symptoms, or signs observed and
evaluated are/is: witnessed fall.

R2's "Post-incident 72 Hours Follow-up" dated
06/02/2024 reads in part, "Swelling to the right
hip; right hip external rotation."

Hospital record dated 06/02/2024 written by V15
(Advanced Practical Nurse) reads in part, "History
of Present lliness: (R2) is nonverbal at baseline
and unable to provide any history but per (the
facility) staff, (R2) has been exhibiting signs and
symptoms of right hip pain. There is no report of
any fall or apparent trauma. CT abdomen
reported incidental commuted fracture of the
intertrochanteric right femur with mild shortening."

Hospital record dated 06/02/2024 written by V16
(Medical Doctor) reads in part, (R2's) POA aware
of the natural history of this condition. This
includes progression of the fracture, worsening
pain, possible neurovascular injury due to
displacement of the fracture. Possible skin
breakdown due to bony protrusions."

Hospital record dated 06/02/2024 written by V17
(Physician Assistant) reads in part, "(R2) brought
to the ER for evaluation and found to have right
hip fracture. (R2) also has UTI (Urinary tract
infection). (R2) contracted in the fetal position
with both hips and knees flexed."
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R2's Fall care plan dated 12/22/2023 reads in
part, "(R2) is at high risk for falls related to:
Current medication use, Poor safety awareness,
Unsteady gait, Disease process (Toxic
Encephalopathy, Alzheimer's Disease, Fatigue,
Anxiety, Major Depressive disorder). (R2) utilizes
a high back wheelchair as primary means for
locomotion. (R2) may have hypotensive episodes
placing her at high risk for falls/injury. (R2) is at
high risk for fall, has had a hx of fall, impaired
cognition requiring weight bearing to staff
dependent on self-care and mobility.
Interventions: ABT (antibiotic) for UTI; Bed alarm
on at all times for fall precautions; Low bed with
floor mat while in bed; Treat acute Infection with
ABT (antibiotic)."

R2's ADL care plan dated 03/04/2024 reads in
part, "(R2) | have an ADL self-care deficit due to
incomplete performance, weakness and impaired
thought process related to diagnosis of Toxic
Encephalopathy, Cognitive communication deficit,
Lack of coordination, Fatigue, Anxiety, Major
Depressive disorder and Alzheimer's disease,
therefore requires extensive assistance with
ADL's (bed mobility, transfers, dressing, walking,
personal hygiene, eating and toileting). (R2) has a
(specialty) chair for resident comfort and safety
and is totally dependent on staff for locomotion.
Interventions: Encourage participation in ADL's;
Transfers: mechanical full body lift x2 staff
assist."

No documented intervention regarding getting R2
dressed.

The facility "Fall Occurrence" policy dated
06/06/2024 reads in part, "It is the policy of the
facility to ensure that residents are assessed for
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risk for falls, that interventions are put in place,
and interventions are reevaluated and revised as
necessary. Those identified as high risk for fall
will be provided fall interventions. The
interventionswill be reevaluated and revised as
necessary."

(A)
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