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Initial Comments

Facility Reported Incident of January 24, 2024
IL169718

Final Observations
Statement of Licensure Violations:

300.610 a)
300.1210 b)
300.1210 ¢)
300.1210 d)6)
300.1220 b)2)
300.1220 b)3)

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
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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.

Section 300.1220 Supervision of Nursing
Services

b) The DON shall supervise and oversee the
nursing services of the facility, including:

2) Overseeing the comprehensive
assessment of the residents' needs, which
include medically defined conditions and medical
functional status, sensory and physical
impairments, nutritional status and requirements,
psychosocial status, discharge potential, dental
condition, activities potential, rehabilitation
potential, cognitive status, and drug therapy.

3) Developing an up-to-date resident
care plan for each resident based on the
resident's comprehensive assessment, individual
needs and goals to be accomplished, physician's
orders, and personal care and nursing needs.
Personnel, representing other services such as
nursing, activities, dietary, and such other
modalities as are ordered by the physician, shall
be involved in the preparation of the resident care
plan. The plan shall be in writing and shall be
reviewed and modified in keeping with the care
needed as indicated by the resident's condition.
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The plan shall be reviewed at least every three
months.

These requirements are not met as evidenced by:

Based on observation, interview, and record
review, the facility failed to prevent an avoidable
fall for high fall risk resident with poor sitting
balance by not providing 2 persons assist during
a shower. This affected one of three residents
(R1) reviewed for safety and falls.

This failure resulted in R1 falling out of the
shower chair on 1/24/24, being transported to the
local hospital for treatment, and recieving 7
sutures to the left eyebrow area.

Findings include:

R1's face sheet shows diagnosis of other lack of
coordination, need for assistance with personal
care, abnormal posture, muscle wasting and
atrophy multiple sites, weakness, cognitive
communication deficit, other abnormalities of gait
and mobility, hemiplegia and hemiparesis
following cerebral infarction affecting unspecified
side, and muscle weakness (generalized).

R1's care card, dated 10/23, denotes at risk for
falls, extensive assist with grooming, mobility
wheelchair/ broda, transfer x 2, additional
information denotes fall precautions, dysem to
broad chair, two persons assist during bathing, i
bed at lowest position, call light in reach. =‘

R1's ADL (activity of daily living) functional
analysis, dated 11/10/2023 completed by V5
(Restorative Manager) denotes bathing, totally
dependent, staff support provided 2 plus person.
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R1's Minimum Data Set/MDS, dated 2/7/24,
section C for cognitive patterns denotes score 99:
the resident was not able to complete the
interview.

R1's MDS (Minimum Data Set), dated 2/7/24,
11/12/23 denotes 01 (dependent) for showers.

Facility final accident/incident report to the
department, dated 1/30/24, denotes event
occurred on 1/24/24 at 8:16am, resident
involved-R1 name, date of birth, HTN
(hypertension) chronic kidney disease, UTI
(urinary tract infection), muscle wasting and
atrophy, weakness, cognitive deficit, dysphagia,
dementia, and generalized weakness. Family and
physician notified. Description of occurrence
denotes R1 had fall, upon nurse assessment
noted with a laceration to left eyebrow. Ice and
pressure applied until bleeding stopped. MD
(Medical Doctor) notified with order to send out to
hospital. Family was made aware. Hospital
reported sutures to left eyebrow. Investigation
initiated. Final report to follow. Occurrence
resolution denotes investigation completed. R1
was sitting in the chair after her shower. CNA
(Certified Nursing Assistant) was bending down
drying her legs and feet, when suddenly R1
jerked forward falling to her left side before CNA
could stop the fall. The nurse immediately went to
assess. Upon assessment noted resident lying on
left side in front of the shower chair with bleeding
from the left eyebrow. Pressure and ice applied
until bleeding stopped, resident remained alert
with no other injuries noted. Sent to ER
(Emergency Room) for further evaluation. R1
returned from ER accompanied by family with 7
sutures to left side of eyebrow, CT (computed
tomography) scan negative. MD (Medical doctor)
and family made aware and were satisfied with
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outcome of investigation. Care plan updated,
medicate for pain as needed.

R1's fall risk observation, dated 1/24/24, denotes
score 15, high risk.

R1 progress notes, dated 1/24/24, denotes at
8:00am, the writer was called to the resident's
shower room to assist a resident that had an
injury and needed to be assessed. Staff was
giving resident a shower and was drying the
resident off. Staff stated as she was performing
ADLs (activities of daily living) resident suddenly
fell and the staff member couldn't prevent the fall.
The writer and co-worker noticed blood and
immediately apply pressure with ice to resident's
L (left) side of head, assessed ROM (range of
motion) and no bruising at this time noted. The
writer called 911 while co-worker stayed and
applied pressure and bandage on injury.

R1 progress notes, dated 1/24/24, denotes,
"Resident left facility at 8:25 via stretcher w/ (with)
911 alert and verbal. VS (vital signs) stable and
within normal limits. Family, DON (Director of
nursing) and NP (nurse practitioner) have been
notified."

R1 progress notes, dated 1/25/24 at 11:51am,
denotes, "resident received in bed watching TV
(television) The resident has stitches on the left
eye by eyebrow and a bruise on the right pinky
finger due to a fall earlier. Vital WNR (within
normal range) no complaints of pain/discomfort.
Resident bed is at the lowest position for safety
measure call-light in place."

On 2/24/24 at 9:07am, R1 was observed resting
in bed, alert, speaks simple words. R1 denied
pain.
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On 2/24/24 at 12:24pm, V1 (CNA) said she was
the aide working with R1 when R1 had a fall from
the shower chair on 1/24/24. V1 said she had
given R1 a shower. R1 was sitting in the shower
chair, she was bent down drying R1's legs and
R1 suddenly fell out the chair landing on her side.
V1 said she saw blood on R1's face. V1 said an
aide was passing by and assisted her with getting
R1 up from the floor. V1 said no one assisted her
with giving R1 a shower. V1 said the nurse came
right away when she was yelling for help. V1 said
she did not look at R1's care card prior to giving
R1 a shower. V1 said she doesn't know if R1 was
a one or two person assist with showers. V1 said
R1 always fidgets. V1 said she doesn't know if R1
has poor /abnormal posture. V1 explained she
has been caring for R1 a long time, and she
knows what R1 needs.

On 2/24/24 at 2:05pm, V4 (Director of Nursing)
said residents should not fall from the shower
chairs during showers. V4 said, "(R1's) root
cause of the fall was because she has jerky
movements and (R1) fell from shower chair when
the aide was kneeling to dry (R1's) legs." V4 said
R1 had jerky movements well before she fell from
the shower chair. V4 said R1 should have had an
assessment to determine how much assistance
she needs during showers. V4 said R1 needs one
-person assist with showers due to R1 having
jerky movements, and the staff don't know when
R1 may lean forward in the shower chair. V4 said
the restorative person needs to address when the
assessments are done because she doesn't
know. V4 was asked if R1 is known for having
jerky movements, who is responsible for visibly
monitoring R1 for this movements while the CNA
bends down to dry R1 legs during/ after a shower,
to prevent R1 from falling from the shower chair?
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V4 said "l understand what you are saying".

R1's current care plan reviewed with V4. V4 said
she does not see a care plan developed for
activity of daily living for showers, nor she does
she see a care plan developed for how much
assistance R1 needs during a shower. V4 said
her expectation is that the aides look at the care
card prior to providing care. V4 said she updated
R1's care plan for falls today (2/24/24), denoting ‘
R1 needs two persons assist with showers, and it |
should have been updated on 1/24/24 after the
fall. V4 said R1 is a fall risk. R1 needs two
persons assist during bathing. V4 confirmed the
care card last update was 10/2023.

|
|
|
|
|
|
|
|
|

On 2/29/24 at 1:41pm, V5(Restorative Manager)
said she does the activity of daily living
assessments. V5 said R1 is dependent for
showers, and R2 requires two persons assist with
bathing/showers. V5 said she completed R1's
functional assessment for ADL, and R1 needs 2
person assist. V5 aid R1 needs two person assist
for safety reasons. V5 said two persons assist
with help prevent R5 from falling from the shower
chair.V5 said the staff should provide the level of
assistance the resident is assessed to need. V5
said the aide should look at the care card
because they do not have access to the care
plan.

On 2/25/24 at 12:10pm, V7 (Therapy Director)
said R1 has poor sitting balance and cognitive
deficits. V7 said she recommends R1 have 2
persons assist during showers for safety reasons.
V7 said during the recent therapy evaluation, R1
was not able to maintain a sitting position, and
she could not follow directives during the
treatment.
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revised 2008, denotes, "based on previous
evaluations and current data, the staff will identify |
interventions related to the residents’ specific ‘
risks and causes to try to prevent the resident
from falling and try to minimize complications

from falling."

I
i
(B) |

|

|

Facility policy titled managing falls and fall risk, [
|

|

|
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