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The statements made on this Plan of
F 000 INITIAL COMMENTS F 000Correction are not an admission to and
VK Corection dat q\ }%(1 ¢ do not constitute an agreement with the
orrec:icn daie . . . :
ofalie alleged deficiencies herein. To remain

in compliance with all federal and state

Th lowi i b e .
¢ following deficiency refates to the regulations, the facility has taken or will

investigation of mandatory #77140. See code of

Federal Regulations (45 CFR) Part 483, Subpart take the actions set forth in the
B-C. following Plan of Correction.
Compiaint #75348 & #77914 was not The Plan of Cortection constitutes the
substantiated. facility’s credible allegation of
F B89} Free of Accident Hazards/Supervision/Devices F 689 y g
58=G | CFR(s): 483.25(d)(1)(2) comphanpe such that all alleged .
deficiencies cited have been or will be
§483.25(d) Accidents. corrected by the date indicated,
The facility must ensure that -
§483.25{d){1) The resident environment remains Regarding F689, Resident #1 has since

as free of accident hazards as is possible; and . .
been discharged. All residents of

§483.25(d)(2)Each resident receives adequate Martin Health Center will be transferred
supervision and assistance devices to prevent according to their care plan.

accidents.

This REQUIREMENT is not met as evidenced . .

by: o At the time of the incident, employees
Based on ¢linical record review, chservation and were educated during huddles regarding
staff interviews the facility fafled to provide the importance of following care plans.
adequate supervision and assistance when staff Staff A has not been employed at the

transferred one of three residents without the
use of two staff (Resident #1) which resulted in a
laceration. The facility reported a census of 74

nursing center since the time of the
incident. Audits will take place three

residents. times per week for four weeks, weekly
for four weeks and periodically
Findings inciude: thereafter by the directors of nursing or

1. Resident #1 most recently admitted to the designee. Reports will be given with

facility on 4/10/2017 with an original admission the Quality Assurance committee
on 7/19/2012, quarterly and more often as needed.
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Any deficiéncy statement erfling Wih an agirisk (*)} denofes 4 deficiency which the inslituion ray be excused from correcting providing it is deterfined /
that other safeguards proVige sufficient protection to the patients. {See instructions.) Excepl for nursing hornes, the findings stated above are disciosable 60
days following the date of durvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are
disclosable 14 days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is
requisite to continued program padicipation.

The MDS (Minimum Data Set) dated 8/3/2018 /2612018
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revealed the resident had moderately impaired
cognitive skitls for daily decision making and long
and short term memory impairment, required
extensive assistance of two staff to fransfer from
one surface to another, dress and use the toilet,
The MDS reported she had diagnases including
depression, atrial fibriflation, refiux, renal
insufficiency, thyroid disorder and dementia. She
had one fali since the prior assessment without
injury, one deep tissue injury.

[The Care Pian identified the resident had a risk
for alteration in skin integrity related to weakness
and physical limitations. 1t directed staff to
administer freatments as ordered and monitor for
effectiveness, ffoal heels as iolerated, monitor
fabs and nutritional siatus. The resident had a
skin tear to the left lower extremity hitting on
wheet chair during transfer and a skin tear to the
right wrist on 3/282/108 during transfer. It
directed staff to identify causative factors and
eliminate when possible, if skin tear occurs, freat
per facility protocol and notify family and
physician, wheel chair requires padding to
connecting areas for the leg resis to be kept in
place, keep skin clean and dry. It instructed staff
to apply tubi-grip to bilateral upper exiremities as
resident allows added on 3/29/2018. Use caution
during transfers to prevent striking arms, legs and
hands against any sharp or hard surface added
on 7/28/2G17. The Care Plan directed staff {o
ransfer with the assistance of 2 staff, a gait beit
and wheeled walker initiated on 5/17/2017 and
revised on 8/15/2018.

he Care Sheet dated 6/1/2018 directed staff to
use 2 assist and a gait belt to transfer and

mbulate the resident, tubi-grips te upper and
ilower extremities at all times as tolerated and
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reproach if combative.

Physician's Orders dated 6/5/208 ordered staff to
cleanse area to right lateral calf, apply Bacitracin
and cover with bandage daily.

Murse's Notes dafed 6/5/2018 revealed Staff B,
LPN (Licensed Practical Nurse) documented she
was called to the resident's room by Staff A CNA
who stated the resident leg was cut. Staff 8 found
the resident seated on the edge of the bed with
soaked paper towels applied to the right calf and
blood dripped down the leg and pooled on the
floor. Staff called the physician and received an
order fo send the resident to the emergency room
|due to being unabie 1o close the laceration at the
facility due to the size and depth.

'The wound assessment dated 6/5/2018 revealed
the resident had a 10 om (centimeter) by 5 om by
an undetermined depth laceration to the right
ateral calf. Wound measurements estimated at
time of injury due to needing to apply pressure to
area to control bleeding. Area was red with
noticeably ecchymosis,

The Unily Point Health Emergency Department
notes dated 6/5/2018 included:

[The patient presented to the ER with laceration to
ateral aspect of right calf due to a fall at the
nursing home. Staff reported they attempted to
steri-strip and could not get bleeding under contrel.
Per nurse, the patient is supposed o be assisted
by two people when ambulsating, but only one
person ambulated her and that led to the patient
falling. Physical Exam: 8 cm laceration to the
ateral right lower leg that was arching, but slicing
with straight wound edges, extending into the
subcutaneous fat with no deeper structures
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visible. No deep sutures necessary.

Observation on 8/31/2018 at 11:30 a.m.
revealed the resident seated in the room in the
recliner with feet up and a call light within reach.
The wheeled walker sat near the resident. Two
staff transferred the resident with a gait belt from
the recliner to the wheel chair using extensive
assistance. She wore Derma-Savers and blue
boots on her lower extremities.

On 9/4/2018 at 10:45 a.m. revealed a healed
scar on her right lower, lateral calf and she wore
Cerma-Savers and blue boots on lower
extremities.

During an interview by phone on 9/4/2018 at
12:10 p.m. and in person on 9/6/2018 at 2:05 p.m.
Staff A, CNA (Certified Nurse's Aide) revealed on
6/5/2018 at approximately 6:45 p.m. she prepared
Resident #1 for bed. The resident suffered from
skin tears so her arms and legs are to be
prolecied. Staff A provided the resident with
upper body care and pushed the wheel chair to
the bed. Staff A put a gait belt on the resident and
fransferred the resident to the bed. The resident
had no Derrna-Savers on her legs. When Staff A
transferred the resident to the bed, the resident
gasped. Staff A lifted up the resident's pants and
saw a iaceration. Staff A called the nurse and two
staff came. Staff A reveaied she knew the
resident required two staff to transfer but had
seen other staff transfer the resident with one
assist. Staff A indicated she had transferred the
resident alone before even though the Care Sheet
said two assist. When Staff A recelved training,
she knaw to go by the Care Plan. At the time the
facility used resident Care Sheets and Resident
#1 required assistance of two and a gait
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