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A 000| Initial Comments A 000
_ . , All staff have been re-delegated
Assisted Living Programs for People with by the RN on gait belt, transfers,
Dementia are defined by the populatitc)m ierved. and safety precautions with
Izhe Censutst?]”'?bers bl p"°‘qded y the transferring a resident with
rogram at fne time ot the on-sfte. a wheeled walker as of 11-14-2018.

All new hires will have delegation
for gait belt use prior to being
scheduled to work independently|with
residents and program will continue

General Population
Number of tenants without cognitive disorder:

52 . . e
Number of tenants with cognitive disorder: to offer in- services and tra'nm,g.s as
3 needed. Those residents requiring
| gait belt use are identified in the
Memory Care Unit resident's Service Plan as well
Number of tenants without cognitive disorder: as medication cabinet within each
0 residents apartment.
i‘ Number of tenants with cognitive disorder:
1

Our program has already comple# ed
' Total Census of Assisted Living Program for he Plan of correction. !
. People with Dementia: 66

No regulatory insufficiencies were cited regarding
the recertification visit conducted to determine
compliance with certification rules for an Assisted
i Living Program for People with Dementia.

The following regulatory insufficiency was
identified during the investigation of Incident
79682-I:

A013| 481-67.3(2) Tenant Rights A013

481-67.3 Tenant rights. All tenants have the
following rights:

67.3(2) To receive care, treatment and
services which are adequate and appropriate.

|
; |
|
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This REQUIREMENT is not met as evidenced
by:

Based on interview and record review the
Program failed to ensure appropriate cares were \
provided for 1 of 1 tenants identified in ‘
self-reported incident 79682-1 (Tenant #1) .
Finding follows:

Record review on 12/11/18 revealed an incident
report dated 10/30/18 describing an incident
when Tenant #1 went to sit down and the walker
"got away" from her and she fell forward hitting
her head on the floor.

|
When interviewed on 12/11/18 at 10:05 a.m. the |
Health Services Coordinator (HSC) stated Staff A ]
had failed to use a gait belt with Tenant #1 as
indicated in the service plan. The HSC explained \
Staff A had been disciplined and all staff received I
training/retraining on using a gait belt with Tenant \
#1.

When interviewed on 12/11/18 at 10:30 a.m. Staff
A admitted she should have used a gait belt but
there wasn't one in the room. She said she was
assisting Tenant #1 to sit down when she fell.

Record review on 12/11/18 revealed notes
regarding the incident indicating on 10/30/18 at
2:00 p.m. the nurse was notified that Tenant #1
was on the floor after a witnessed fall. On
evaluation, Tenant #1 had a head laceration.
After vitals were taken and were within normal
limits staff applied a compress to the head
wound. According to the note Tenant #1 was
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oriented when asked what happened. Due to the
laceration and blood on the head Program staff
called 911 who transferred Tenant #1 to the local
Emergency Room (ER). The ER reported they
would obtain a computed topography (CT). The
CT showed no bone separation and the tenant
received 20 sutures. She was admitted to the
hospital for observation. Review of the hospital's
History and Physical on 12/12/18 revealed
Tenant #1 sustained a complex 15.5 centimeter J
laceration of her left scalp with underlying \
hematoma and exposed blood vessel. She was
seen by general surgery and received 20 stitches \
to her laceration. Laboratory data indicated a 1
|

drop in hemoglobin for 10.1 to 7.8. Tenant #1
was admitted for observation due to the
significant trauma she sustained to her head.
According to the physician's note, at the center
of the wound was a large pumping blood vessel
which had stopped pumping but was left alone.
Any manipulation of this would potentially cause
severe bleeding as it had been lightly
manipulated by the physician before the
procedure and there was a fair amount of blood
coming from it at a trajectory that was significant.
Further review revealed the physician was able
to control this prior to the procedure. An
additional note from the physician said, "The
laceration had somewhat of a complex nature
and that it was not straight, and had noted
exposed blood vessel making closure somewhat
treacherous at times."

Further review of the charting notes revealed
when interviewed by the Program, Staff A
admitted she failed to lock the brakes on Tenant
#1's walker or utilize a gait belt.

|

: Review of Tenant #1's service plan dated 9/25/18
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on 12/12/18 revealed the service plan directed
staff to utilize a gait belt during transfer. During
her interview Staff A admitted she did not use the
gait belt as directed by Tenant #1's service plan.
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