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" 1 Asaresult of the deficiency cited during
Correction date /2 =220/ 7 . | the inspection of Spurgeon Manor ending
o December 1, 2017, the facility has
Investigation of faility-reported incidents prepared and submitted a Plan of

#68023- and #72511-l and mandatory

report #70812-M resulted in deficiency, Correction and credible allegation of

- compliance to your office. Preparation and

Investigation of facility-reported incident submission of this Plan of Correction docs
#72266-1 did not result in deficlency. I not constitute an admission of agreement
See the Cods of Fegeral Regulations (42CFR) - by the provider of the truth of the facts
Part 483, Subpart B-G: ‘ . alleged or conclusion set forth on the
F 223 | FREE FROM ABUSE/INVOLUNTARY i F223) statement of deficiency. This Plan of
88<D | SECLUSION . Correction is prepared and submitted
CFRle) 483-12(a)1) | solely because of requirements under state
| 483.12 | and federal law. This Plan of Correction
{ The resident has the right to be free fram abuse, : | constitutes my credible allegation of
| neglect, misappropriaiion of resident property, ] co mpli ance. S purgeon Manor respectfully

i and exploitation as defihed in this subpait. This . . h
includes but is not limited to freedem from requests that it be'Ceﬂlﬁed .aS having
corporal punishment, involuntary seclusion and | achieved substantial compliance as of

any physical or chemical restraint not required to December 26, 2017.
treat the resident's symptoms.

483.12(a) The facility must- _

{a)(1) Not ise Verbal,-mental, sexual, or physical
‘buse,"coiforal punishment, or nvoluptary
setlusion; '

- This REQUIREMENT is not met as evidenced

| by

| Based on observation, record review and

{ resident and staff interviews, the facility failed to
| ensure the residents was free from abuse. The
facility staff must not use verbal, mental, sexual,
or physical abuse, corperal punishment, or
inveluntary seclusion for 2 of 6 residents. Staff B
{ had alleged interactions with Resident #1 and

[ABCRATORY DIRECTOR'S DR PR,

FUER REPRESENTATIVER SIGNATORE , 7~ g T

’ L ¥ P,
"Any deficiency statement ending with an asterlsk () dandtés a daficiency which the matitution may be excused from corréeting providing it is determined that
other safeguards provide sufiiclent protection to the patients. {(See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whethsr or ot 8 plan of correction is provided, For nursing homes, the above findings and plans of carection are discloseble 14
days following the date these documents are made available to the facility, i deficiencies are cited, an approved plan of cotrection is requisite to conlinued
program participation. .
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| personal hyg:ene “The reside

Resident #8 . The facility identified a census of
fifty-four (54) residents.

" Findings include:

1. AMinimum Data Set (MDS) with a reference

, date of 5/12/7, assessed Resident #9 with a
1 brief interview for mental status {BiMS) score of

8, A score of 9 identified the rasident with
maderate cognitive impairment, The MDS

Identiited a behavior of wandering 4 t0'6 days out
-0f 7. The MDS:dld not identify. verbal or physrcal

behaviors or rejaction of cara, The restdant

: requlred ‘supervision with'bed! mobility, transfers,
“and aribulation. The resident required limited

staff assistance with dressing, toileting and
nt was frequenlly
fanally:

incornitinent of bladder and oac

: ,incontinent of bowel. The resident had. diagnoses
‘that included dermentia,

1 A Care Plan with an onset date of 11/25/15 and in
| place on 4/27/17, identified the resident had

trouble finding her room, The Care Plan directed
staff to validate resident's thoughts and feelings

:when she gets Gonfused or afwious, approach
1ressdent from the front in a calm unhurried
‘manner and alert staff if resident wanders.

‘Review of the Pocket Care Plan for CNAs

| (undated), revealed staff should give the resident
| verbal cues to help prompt the resident and

't validate the resident's tholights and feelings when
| the resident gets confused o anxious.

| On 11/16/17 at 10:42 a.m. Staff C CNA (certified

nurse aide) stated awhile back Resident #9 and

| Staff B GNA were in the resident's room before

breakfast. When the resident came out of the
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Residents #1, Resident #9 and all residents
will receive care with dignity and respect,
free from abuse. The staff member who
reported that another staff yelled at a
resident was counseled and reeducated on
resident abuse reporting on November 20,
2017. On December 21, 2017 during an all
staff in-service, resident rights, abuse and
mandatory reporting were reviewed with
all staff. In addition, staff are provided
with this information upon hire and
annually at minimum. To ensure ongoing
compliance, a new position has been
created, Nursing Services Coordinator, to
audit competencies and adherence to
policies.
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| room, she appeared agitated and identified Staff
B as mean and hurt her, About 10 minutes later,

' Staff C took the resident to the bathroom and
:hoticed blood on the resident's sweater. Thers
was a skin tear on the resident's right arm. Later
‘that day, the resident's hand looked bruised. Staff
C reported the incident immediately to Staff D
'LPN (licensed practical nurse), Staff B and Staff
i[1C wrote statements regarding the incident st that
Hime.

| Staff C's written statement dated 4/27/17,

'| revealed Staff € documented the resident was

very combative before breakfast when Staff B

trled to dress the resident, Staff C observed the

| resident wandering and trying to find her room so
Staif C took the resident to her room and the
resident sald she needed ihe restroom. As they
left the roem, the resident. told Staff C a girf was
being mean and pulled her clothes away from her
-and hurt her. The resident then pulled up her
‘gleeve and Staff C naticed a bleeding skin tear.

‘The resident identified Staf B as causing the skin
tear and stated Staff B hurt her and the resident

 didn't like her and keep her away from me. The

| resident kept repeating this information. Staif ¢

:|'then told Staff b who applied a bandage. On

|| 1121117 at 1:23 p.m. Staff G confimed the

1 resident pointed at Staff B and ldentified Staff B

1 @s the one that hurt her and caused the skin tear.

Staff C immediately reported what the resident

1 said to Staff D who had staff write statements.

Staff B's written statement dated 4/27/17,
revealed Staff B entered the resident's room
‘araund 7:25 a.m. and found the resident on the
toilet without clothes on. The resident stated she
did not want cloihes on. Staff B got clothes from

the closet and walked to the bathroom and began
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trymg to dress the resident. The resident became

' copibiative telling Staff B to stop teating at her
clothes.and she was: hurting her. This resfdest
then tried to leave the room without clothes on so
“Staff B stopped the resident and told her she
wolld. have to ‘getdregsed. The resident s!appad
Staff 8's anm and told hert go away,. {B got-
clothes fromi the bathraom and the resfdent kept

‘| runping from Staff B. Staff B thish put the

resident’s top on by placing the resident's top

{ oVer her head and the resident put her arms

through the sleeves. Staff B followed the resident

1 puliing up her pants, Staff B documented she did
1 not notice the skin tear during that time. Ten

minutes later, Staff C CNA noticed the skin tear
when she assisted the resident {o the bathroom,
Staff B stated the only thing she could think of
that may have caused a skin tear was when the
resident sal on the toilet and tried to hit Staff B,
‘The resident's arm may have hit the bar by the
to:!et

Departmental notes dated 4/27/17 at 11:15 a.m.

|.and documented by Sta#f D LPN {licensed

practical nurse), revealed during moming care al
7:30 a.m. the resident stood in the mrddle of the

‘| bedroom without clothes on. As the nurse aide
| assisted the resident to get dressed, the resident

yelled she didn't want to get dressed and slapped

| at the nurse aide, The resident neaded the

bathroom and was resistive to the bathroom.
Once the resident got dressed, staff assisted her
to the breakfast table. Departimental notes dated
4/27/17 at 11:18 a.m., revealed the resident did
not sit at the breakfast table Iong, when she
needed to use the bathroom (a little after 8 a.m. )
Staff observed a 1.2 centimeter {em.) linear

o{ superficial skin tear with a small amount of clear
|'red drainage, Staff cleansed the area and applied
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steri- strips,

-Review of Departmental notes did not identify any

other skin tears from 1117 to 11/16/17.

On 1112117 at 8:37 a.m. the Administrator said
-they did not report the Incident to the State

agency because Staff D LPN stated anyone that
toak care of the resident at that time was the "bad

{i9uy" sa no one ever suspected anything.

2. AMDS with a refarence date of 7/28H7
.| assessed Resident #1 with a brief interview for

mental status (BIMS) scare of "{" (severe

| -cognifive |mpa!rment) “Tha Fesident could -only
1re

ll-one of 3 wards spoken to her. The resident
had verbal and physmal behaviors and fejéction

‘| A Care Plan dated 3/9/17 identified the resident
‘| with advanced dementia with behaviors and the
| need for staff assistance with ADLs (activities of

daily living), groommg, bathing and all other

| carés, The Care Plan ditected staff torencourage
| todo'as

H gs ghe can; for herSeif approdeh
in & gl Unhurddd maniisr tising a calin tone o

"voice and using slow simple speech and
.Mmovements, offer the resident choices,

reassurance and praise to enhance mood and
affect. The Care Plan also identified the resident

-with a problem of late onset Alzheimer's and
‘behaviors, The resident had no long or short term

memory and ngeded staff aSSIstanceldlrectlon to

{7, The residerit réquifed.
‘eXiehsive’ staff ass ance with bed mcbllily,
transfers, dressing, toﬂetlng, parsonal hyglene:
“and bathing. The reaident was. frequently
Tncontinent of Bladder, The residant had
idk':xgnoses that included: Alzheimer's disease and
‘anxiety.
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Mmanage cares and routines. The resident also
{ had problems at times effectivély commuriicating : i
‘ngeds: The Care Plai directed staff to} approach
the resident warmly.and positively from the front
to address her or assist her with cares or
‘conversation, refocus resident
behaviors/conversation when resident had
:anxiety or aggression, reapproach at a later time
Ifresident cannat focus, ‘explaln In simple
lafiguage each activity/care procédure prior to

.| beginning it and allow resident tima to do as
much as possible for self, praise resident for

‘| appropriate Verbal response and behiaviors, try to
| keeproutine simple and consistent as is possible,

Review of the Pocket Care Plan for CNAs
(undated) revealed the resident did better with
fewer people for cares if possible; the resident
liked singing with cares sometimes and staff
should approach in a calm unhurried manner.

.On 11/16/17 at 3:05 p.m. Staff A, CNA {certified
nurse aide) stated she heard Staff B CNA tell
Resident #1 to shut up about a month before
 Statf B CNA left smployment at the facility. After
.| Staff B told the resident to shut up, the resident
1 just kept on being verbally and physically

A combative, Staff A did not report the incident.

{ On 11/12/17 at 2:05 p.m. Staff | CNA stated she
worked the evening shift on 8/2/17 with Sta#f B
. |:and afler supper they assistad Resident #1 get

| ready for bed. The Fesident was Vérbally
combative and frritated. Staff B workad a double
-shift that day. They hooked the resident to the EZ
-stand and the resident screamed. They removed
the resident's shirt and Staff B held a handful of
.the resident's shirt over the resident's nose and
‘mouth with the other hand behind the resident's

FORN GMS-2507(02-89) Previous Verions Obealete " Euent lb: Q0T Faclily ID; 1A0443 ¥ continuation sheet Page 6 of 20
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‘head holdmg it S0 the resndent could not get

i:reSIdent'a nose and mouth, the resident tried to

get away and bite the shirt. Staff B held the shirt

vover the resident's nose and mouth for 30
I 'seconds or less but Staff | stated it "felt like 15
|| minutes” . The resident's face was red, not due to

suffocation but to muffled screaming. The

1 resident's face became less red when Staff B
| removed the shirt. The resident continued to
1 scream, Staff | identified Staff B as irritated and

told the resident to "Shut up", “You should not be
screaming” and "Why do you always yell”. Staff |

[ thought the incident was abuse. She stated she

did not report it until about 4 hours later when she
called the DON (Director of Nursing) at home
about the incident. Prior fo the incident, Staff |

'sald Staff B would sometimes egy the resident
:on. When asked how staff should care for the

resident if the resident appeared agitated, Staff ]

'stated the resident would sometimes respond to
shmusic if staff sang to the resident or if staff turned
| the radio on. Staff would also try to talk to the

| resident. If staff left and came back later, the

-t resident would Ligtoi1e mare agntated the longer
| she was up so respproach'was:not sffective.

Resident progress notes dated 8/2M7 at 7:29

1 p.m. revealed Staff J LPN documented the
) resident did not have behaviors that shift.

‘On 11/2017 at 2:55 p.m. Staff J LPN stated she

worked on another wing on 8/2/17 and she

‘documented ng behaviors because she spake
with the CMA {gertified medication ‘gide) that
.evening and the CMA informed her the resident
.| did not have behaviors that shift.
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1 On 1/20M7 at 11:13 a.m. Staff K CMA stated no
| ohe reported anything fo her about the Incident or

behaviors that night. She stated she had ho idea

' she worked the evening of the incident. No one
+ asked her about i,
| Observation and conversing with the resident on

111156/17 at 11:25.a.m. the resident denfed having

‘trouble with anyine at the facility. The resident

-denied anyone placed anything over her motth
and nose. The resident identified the month as
“Sunday", the year as "Monday" She stated she
did not know the president's name or the town

|:she was living in,

On 11/20417 at 1:12 p.m. observation identified 3
| staff members assist the resident to the toilet.

The resident became foud and verbally abusive
during cares. Staff altempted redirection but it
was not effective. The resident told staff to "Go to

| hell and get their ass out of here and Jeave the

‘resident alone right now". The resident was quiet
after staff completed daras.

On 11/2017 at 11:06 a.m., the Administrator

 stated Staff B's last day of work was 8/2/17.

. The facility's abuse policy identified the residents
il had the right to be free from verbal, sexual,

| physical and mental abuse neglect and

Z miétraatmen_!;'qqrpu[él'puni@hmgnt-;-:ancIunt‘a'ry

-ggelision and r\n‘is"approp'riat,{@_n‘ of property, Any.
ailegation will be investigated promptlyand -

FREE OF AGCIDENT
HAZARDS/SUPERVISION/DEVIGES
'CFR(s): 483.25(d){1)(2)(n)(1)(3)

thoroughly I arder to protect the wall-being of tiie
| residents,

KD} SUMMARY STATEMENT OF DEFICIENCIES I FROVIDER'S FLAN OF CORRECTION : x8)
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F323|  was reevaluated to now include

¥ 323 Free of accidents

Resident #12, Resident #10 and all
residents have individual care plans
addressing their care. Staff were educated
immediately following the incident and
again on December 21, 2017 during an all
staff in-service, regarding the gait belt
policy, use of the pocket care plan
information and the need to document
interventions that have been attempted or
implemented onto the care plan. The
Multidisciplinary Rounding (MDR) system

documentation of any additional
interventions discussed during MDR.
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{d) Accidents.
' The facility must ensure that -

i (1) The resident environment remains as free
from accident hazards as is possible; and

(2) Each resident receives adequate supervision
‘and assistance devices to prevent accidents,

«(n) - Bed Rails. The facility must attempt to use
‘appropriate: altematives prior to installing a side or
bed rail ‘)f a bed or:side rail is used, the facility
must ensure corect instaflation, use, and

;| maintenance of bed rails, including but not limited
| to the following elements,

(1) Assess the resident for risk of entrapment
from bed rails prior to installation.

(2) Review the risks and benefits of bed rails with
] the resident or resident repressntative and oblain
informed consent prior to installation.

{3) Ensure that the bed's dimensions are
apprapriate for the resident's ¢ suze ‘and V{eight

- This REQUIREMENT s not met as evidenced
iby:

- Based on cbservation, record review and staff

| interview, the facility failed to ensure the resident
J'environment remained as free from accident
1'hazards as possibie; and each resident received
| adequate supervision and assistance devices to
1 prevent accidents for 2 of 5 residents reviewed

| for supervision concerns. Resident #10 required
| staff assistancs for ambulation. Prior to falling

| and sustaining injury on 11117/17, staff observed _ :
the resident fafl to use the call light and i
| self-transferred. The facility failed to implemant ‘
‘mterventlons to increase supenns:on based on . P N S
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| thelr knowledgs that the resident failed to use the
call light and made seif-transfer attenipts.
_ Resadant #12 fell and fractured her fermiur while

1
0.
ha

ha
CB

ha

‘an

on
#s

.1 staff failed to use a gait belf, The facility ldantified
the facility census as fifty-four (54) residants,
Findings include:

‘reference date of 9/15/17 assessed Rasident #

scare of 7. Ascoreof 7 reflected the resident

assistance with bed mability, transfers,
| ambulation, dressing and toileting. The resident

1 lower extremities. The resident used a walker and
wheelchair for mobility. The resident was

1 frequently incontinent of bowe! and bladder. The
| resident had diagnoses that included: dementia

worksheet for fails identifiad the regident had no

- recent falls. The resident was at risk for fafls
refated to generalized weakness, obesity and fluid
 retention causing heaviness and clumsiness of
‘limbs. The resident also had some behaviors and
resistance fo care at times. The resident. drug his
feet during @mbulation with FWW (front wheeled

| walker), The resident needed a lot of
encouragement {o walk and mobilize. The
resident required extensive staff assistarice of
one to-ambulate and a wheelchair for long
distancés.

{ A Care Plan dated 6/27/16 identified the resident
:with problem of a risk for falls. The Care Pian
“directed staff to wear nonslip soled shoes for

A Minimum Data Set (MDS) with assessment

Mith a brief mterwew for mental stafus (BIMS)

d a severs cognitive impairment, The resident
d no behaviors identified including rejection of
re, The resident required extensive staff

d functional range of motion imitations in both

d stroke. The MDS Indicated the resldent had

e fall without major injury since the prior
sessment. A CAA (care | area assgssment)
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i transfers and ambulation, assistance of 1 for
| transfers and ambulation using gait belt and
| FYWW (front wheel walker), remind the resident to

Continued From page 10

use the pendant for asslstance and holtotry to
get up on his own, mohitor closely for episodes of

‘weakness or Iethargy and report to docter and

bring resident to the common area when he is

:yelling out in his room. Addendums dated

11/16/17 identified the physician reviewed and

‘adjusted the resident's medications and 11/17/17
1 'to keep walker In reach at all times when in raom.

| A Pocket Care Plan for the certified nurse aides
: (CNAS (undated) included the directive to bring

the res dent to the common area when the

| resident yelled out in his room. The Pocket Care

Plan did nat contain directive 1o increase
supervision of the resident or interventions for
self-transfers.

Neither Care Plan identified a night time toilet

‘plan.

‘A fall occurrence report dated 11/17/17 at 5:1%

a.m, revealed an unwitnessed fall in the resident

if room. The resident received the following skin
| injuries from the faik:

Skin tear: right forehead above right eyebrow

| measuring 0.5 centimeters (crm. ) with a dark

purple bruise surrounding the skin tear and a 4

| em. by 3 om. abrasion surrounding the skin tear,

Skin tear: of the 5th finger of the right hand with
purple bruise and 0.5 cm. skin tear at the base of
the right 5th finger,

8kin tear: of the 4th finger of the right hand with

-purple bruise and 0.5 cm. skin tear at the base of

the right 4th finger and also brulsing to the upper

‘knuclde,
-5kin tear: of the 3rd finger of lhe rlght hand

F 323
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1 measuring 1 ¢m.
| Bruise: of the right forearm reddish/purple brulse
o the right upper forearm measuring 8 cm. in

The fall ocourrence report identified the
‘Intervention following the incident was "walker in
-reach at all times when in room."

-tand documented by Staff E LPN (licensed

| practical hurse) revealed identified at

| approximately 4 a.m. the resident rested quigtly in
‘i his chair. At 5:16 a.m. a nurse aide called Staff E
| to the resident's room. Staff abserved the

| self and fell, Staff rolled the resident to his side
and then to his back:and placed the Hoyer Jift
‘slifig under the resident and then used.the Hoyer

Deparimental notes dated 11/20/17 at 3:40 a.m,
1 revealed staff heard holiering and went to the

| the side-of the bed per self, Staff dssisted the
'| resident back to bed. The resident stated he was

| bathroom. Statf iristructed the resident not to try

resident stated he hit his head and hand during
_the fall. Observation revealed a bandage to the

diameter,

Departmental notes dated 11/17/17 at 7:44 a.m.

resident lying face down on the floor in frant of his
chair. The resident stated he tried to stand up by

it to lift the Fesident into the wheelshair, Staff E

checked the resident and found multiple bruises

and skin tears. The resident saf with the nurse in
his wheelchalr for the rest of the shitt.

resident's roam. The resident had his legs kicked
out-of bed and the tesident attempted fo sit up on
“peeing his pants" and wanted to go to the

and get up per self,

Observation showed, on 11/20/17 at 12:50 p.m.

the resident in a wheelchair assisted by staff. The
resident stated he fell and hit the floor. The
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§ right hand/wrist area and a large bruise on the ! | 1
L ' right forehead and eye. Ster] strips covered a ‘ ; :
T 1 gash on the forehead. At that time, 2 staff
iE transferred the resident with a gait belt to a i
-recliner in the commaon area. : . :

.Prior self transfer attempts:

. Departmental notes dated 11/12/17 at 6:24 a.m,
and documented by Staff F LPN revealed staff
observed the resident ambulating with his walker
Jast night at 11 p.m, and staff attended lo the

i resident stat fimmediately} and redirected the
resident to his room.

: Deparimantal o s‘,dated 11115/17 atiosdipam.

| and documented by Staff G RN (reglstéred nurse)
‘fevealéd the're off throvighout
1 the'shifiand: fot'upfrom the’ reoliner ‘per self.

Staff assisted the resident back to the recliner.

On 11/20M7 at 4:40 p.m. Staff G RN stated the
resident did try and get up a couple times last
week prior to the fall. Staff G also stated the
-Tesident did not reliably use the call light. Staff G
stated she also found the rasident in bed with his
feet on the floor so she put the resident back to
|.bed. When asked, the resident didn't know what
he needed,

{ On 11/21/17 at 8:35 a.m. Staff F LPN {Hicensed

| practical nurse) stated she knew of one self
transfer prior to the fall incident. The resident
walked up the corridor to the dining room with a
walker. Staff walked the resident back to his
room. Staff F stated she charted the incident. She
‘stated slaff, checked the resident every 2 hours
and. if T
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{ On 11/2117 at 10:56 a.m. Staff E LPN stated the
1 resident did get up on his own prior to the fall |
incident. On the night the resident fell, Staff E |ast :
“saw the resident at 4 a.m. The night before Staff
E caught the resident sitting on the side of the
_bed, Staff E stated she made frequent checks on
-residents by making minimum hourly checks.
Sta¥f E stated she ajways did this even before the
| resident got up on his own. The resident informed
"I'Staff E that he stood up and fell. She stated she
- didn't know when staff last toiteled the residernt
but they generally take the resideni a'couple
times through night at rio particular tims.

| on 1172117 at Staff H, CNA stated the resident
tried to get up all week without using the call light,
| The resident also yelied-at night that past week,
| Staff H stated he worked when the resident fell on
11117117, He stated he found the resident at 4:54
d.m. when staff was going ta do last rounds. The
resident started yelling and he found the resident
on the fioor in front of the recliner. He abserved
[the recliner all the way up when he found the
resident. The resident didn't know why he tried to
get up. The resident also did not use the call light.
1 He stated stalf dhecks the resident every 2 hours,

| Information provided to the surveyor from the

| Administrator on 11/28/17 at 9:31 a.m,, revealed
a discussion In MDR {multidisciplinary rouinds) on
112017, The resident was in the recliner prior to
| the Tall and’attempted to-take self to-the restrooin
| without pushing the call pendant. Staff felt the
resident would benefit from having a walker
available if he attempted to self-transfer without
using a call light,

-Review of the Pocket Care Plan for Resident #10 :
from 11/21/17 to 11/27/17 did not reveal any : |
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Observation identified on 11/29/17 at 8:20 a.m.
‘and 10:15 a.m. the resident asleep in a recliner in
‘the common area. =

o2, AMDS with a reference date of 8/18/17,

[ assessed Resident #12 with a brief interview for
mental status (BIMS) score of "8" (moderate
cognitive impairment). The resident had no
behaviars Including rejection of care. The resident .
required extensive staff ‘agsistanize with transfers, i
ambulation, dressing, toflating and personal
hygiene. A balance test during fransitions and

i walking revealed the resident scored "2" in all

- araas of testing. A score of "2 identified the
resident as not steady and only able to stabilize
with staff assistance, -

A physical therapist (PT) discharge plan dated

3/13/17 identified the resident required assistance

of one [staff person] for all functional mobility for
safety,

'I'A Care Plan dated 2/15/17 Identified the resident
needed help with all areas of care. The Care Plan A
directed staff to ambulate the resident with - s
assistance of one staff with walker and a gait beit !
in place,

A Pocket Care Plan dated 11/26/17 identified the
resident's tranafer and mobility status ag *1
assist”. The Pocket Care Plan did not identify the
use of a gait belt.

A gait belt policy and Procedures (Undated)
revegled gait balts: sh uld be used for.ail weight
‘beaiing and non-welgh bearmg residﬁnls who
frequire: i B b

-
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1 Asslstance with ambutation
+Assistance when getting in and out of bed

1Agsistance with transfer to chair or tollst
‘Asslstance In repositioning resident already sitting
in chair.

Gall belts are to be Used for ambulating residents

wht) need assistance and for support during;
1 'tranéfers.

| On 11/28/17-at 10:17.a.m. the Director of Nursing
‘ (DON) stated staff ngedsd to lise a gait belt when
| assisting residents tnless it 1§ care planned

otherwise. On 11/20/17 at 12:37 p.m. the DON
kentified the gait belt palicy as in place for at

1 least 3 years.

Departmental notes dated 11/27/17 at 6:50 a.m,
and decumesnted by Staff F LPN identified a
;nurse aide summoned her to the resident's
'bathroom at approximately 5:20 a.m. When Staff
F atrived af the room, she observed the resident

if lying in the supine pasition on the flocr with her
| back against the bathroom wall and a CNA with
;] her, The CNA lowered the resident to the floor.,

.| Assessment revealed inner and outer rotation.

The resident tolerated range of motion and said
“ouch” once, The resident stated she was Ok and
requested staff assist her up. Staff F and 2 CNAs
transferrad the resident with a gait belt from the
floor to a standing position. The resident did not
bear weight well. The resident sat in the
wheelchair without difficulty. The facitity notified
the: physucran who dire¢ted staff to:send the
resident to the emergency reom (ER) for an
‘evaluation, The CNA informed Staff F that she
assisted the resident to the toilet and the resident

ambulated prior with the walker without difficulty.
[ The: resldent fell forward during toileting whien the
1 res;dent attempted to pull up her night gown. She
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.then lost her balance and the CNA lowered her to
-the floor for safety,

Staff Working the Night of the Incident:

.On 11/28/17 at 11:02 a.m. Staff F stated Staff L
1:CNA lowered the resident to the floor because the
[ resident tost her balance lifting her gown for
toileting. When inifially assessed, the resident did
;| not have complaints. Upon further assessment,

[ shortening and rotation was ohserved and the
extremity appeared broken, The residant took
some Tylenol (analgesic) and went to ER. Staff F ’
| stated she was not aware Staff L did not use a
galtbett at the time of the fall untif this marning.
Staff F stated ghi didn't know why Staff L did not
use the gait belt. She stated the resident does not
refuse the gait belt,

,On 11727/17 at 443 p.m. Staff L, CNA stated she
.worked 2 am. to 6 a,m. on the night of the
Incldent. Otfiet. than peeking In the resident rosm,
| she statad sha didi't sée th ‘Tesident. night
Jauntil' she:got the resident Upat5:20 aim. to lise ' . |
i.the toilet, The resldent woré nonskid socks. Staff i
L helped the resident get up and walked with her ' 1 ‘
to the tollet with her hands near the resident's
hips. Staff L did not use a gait beit. She stated

| she never used one with the resident. She was
not sure the resident was care planned for it. She
stated she had access to Pocket Care Plans but
she did not carry one that night. She stated when
'a Care plan says "1 assist” that means staff
should use a gait belt. She stated the resident
 posilioned herself in front of the toilet and started . .
“to pull up the right gowii. She'startad leaning :
Hforward and Staff L trjed to steady the résident
:but she kept going forward into the walker. The
. |iresident landed on the walker. The residents
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torso and arm hung on the watker and the
resident's lower extremities wera on the floor so
Staff L'helped the resident.ihie rest of the way
‘down. The walker didn't mové, Staff L called for
‘Staff F. The residert's leg was in ‘a Rinriy position.
“Staff Fitookthe resident's vital sighs.and gingerly
examined fhe leg, The resident gold meve ihe
‘leg but it was angled welrd and it looked broken,
The resident said ouch. Another staff arrived and
put a galt belt on the resident and they got the

| resident into the wheelchalr. The EMTs
{emergency medical technicians) caing shanly

| after that. When-asked if it would have rade a
difference if a gait bell was around the resident
when the resident leaned forward, Staff L stated

1 she would have been able to slow the resident's
fall down a fitfle more with a gait belt. Staff L CNA
signed a form that verified she recejved
‘offeqtation information on the gait belt policy. The
forrit was undated,

On 11/30M7 at 5:28 a.m. Stalf N CNA stated she
worked the night of the incident but was not in the
| room at the time of the incident. She stated she

| assisted Staff L to get the resident up from the

| ground. The resident's right leg/knes was bent
and the resident repeatedly stated she thought it
was broken. When the resident sat in the
wheelchair she did not have pain. When she got
on gurney for transport to the hospital, she did
have some pain. On 11/28/17 at 10:30 a.m. Staff
N stated she uses a gait belt when she transfers
the resident as the resident allows. The need for
the gait belt varies as some days the resident is
sleepler than other days and the resident leans
imare. The CNAs carry the pocket care plans,
‘Staff uses a galt belt on all 1 to 2 assist residents
.1 unless they don't want it or resist. When that

| happens, Staff N gets another staff. She knows
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about using gait belts thraugh har GNA training,
-orientation and the care plan.

On 1/29/17 at 2:31 p.m. Staff O CNA stated she .
sat with the resident after the fall when the . ; \
resident was in the wheelchair, The resident's leg : ‘ i
‘was angled and the resident said she thought it
F'was broken. Staff O stated she used a gait belt
when she transferred or walked the resident. She
| stated the resident didn't refuse when she worked
il with her but she statad she had not worked with

‘| the resident much.

4 A haspital histery and physical dated 11/27/17 at
1 6:15 p.m. identified the resident with a closed

| right mid-shaft femur fracture, Notes identified the
resident underwent IM nailing of the righi femur
femoral shaft retrograde (surgery to rapair the
fracture) on 11/27/17.

Other staif:

‘On 11/28M7 at 12:01 p.m. the ADON stated she
spoke with Resldent #12's surgeon. The surgean
| informed herthere was no way to know if the

I fracture was from the fall or if the fracture
occurred first causing the resident to fall. The

] surgeon did not return the surveyors phone call,

On: 11/28.’1 7.at 325 5., Staff A CNA stated !hey
usually uge a.gdit belt when dmbulating (v alking]
| the resident, ‘StaftA'staled if the Pocket Care
1 Plan saystouse a gait belt then they use one. If it
just says one assist, then they don't always use
one,

:0On 11/28M17 at 3:20 p.m. Staff M CNA {hired
4/24/‘1 7) stated when she first started warking a : : =
the facility, the resident didn't use a gait belt. i ] il
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| she knows when to use a gait belt from the Care
1 Plan. She asked about using a gait belt for a
| resident that was "so light she could put her arm

iyes. Staff M was informed it was her
‘understanding that residents that required ane
;assistance needed a gait belt,

*| Past non-use of gait belt;

| bottom on the carpet and then rolled onic her

||, CNA did not use a gait belt and received
‘| education regarding the incident,

Lately the resident has used one. Staff M stated

around her to transfer", The surveyor asked if the
resident's Care Plan indicated the resident
required one person assistance and Staff M said

A fax to the physician dated 10/3/17 at 10 a.m,
revealed the resident stood holding onto the
walker and then decided to sit down with no chair
behind the resident. The resident landed on her

back without apparent inury.

A fall occurrence report dated 10/3/7 at 7:50
a.m..revealed the rasident fell while ambulating
with s!aff The staff received education,

On 11/28/17 at 1:30 p.m. the DON stated Staff P
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