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F 0689 Ensurethat a nursing home area is free from accident hazards and provides adequate

supervision to prevent accidents.
Level of harm - Actual **NOTE- TERMSIN BRACKETSHAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm The facility reported a census of 55 residents with three selected for review of falls. Based on interview and record
review the facility failed to provide one of three residents with adequate supervision and assistive devices to prevent
Residents Affected - Few accidents allowing afall on 05/01/20 which resulted in afracture for Resident (R) 1, when staff failed to use agait belt during a
transfer, as care planned. Findingsincluded: - Review of R1's Discharge Documentation from alocal hospital

electronically signed on 05/05/20 documented the [DIAGNOSES REDACTED)]. Review of the Quarterly Minimum Data Set (MDS)

dated [DATE] documented a Brief Interview for Mental Status (BIMS) score of 15 indicating intact cognition. R1 required

limited physical assistance of one staff for transfers. Review of the Significant Change MDS dated [DATE] documented a

BIMS score of 14 indicating intact cognition. R1 required extensive assistance of one staff with transfers, no falls since

admission or prior assessment. Review of the Care Plan dated 02/27/19 documented R1 required assist of one staff, a gait

belt (belt used to help transfer a person from one place to another), and a walker to rise from seated position. Review of

aProgress Note dated 05/01/20 at 03:04 PM documented that R1 was sitting on the floor with her back against the

dresser/next to the foot of the bed. Direct care staff E was taking R1s vitals. Resident was not wearing gait belt. Walker

was upright to the right of the resident. Direct care staff G reported she was assisting the resident to the bathroom and

when the resident was in a standing position direct care staff G went to move the wheelchair out of the way. R1 started

walking, lost her balance, and fell . R1 had pain and staff transported the resident to the hospital for evaluation.

Review of Progress Notes documented R1 admitted to the hospital on [DATE] for a spine fractureto S5, L3 and T7 (sacral,

lumbar, and [MEDICATION NAME] vertebra), on 05/05/20 R1 returned to the facility, and on 05/26/20 R1 admitted to hospice.
Review of the Complaint investigation Witness Statement for the incident on 05/01/20 revealed Direct Care staff D, Direct

Care staff E, Direct Care Staff F, and Licensed Nurse C documented R1 did not have a gait belt in place at the time of the
incident. Interview on 08/18/20 at 10:10 AM with Direct care staff D revealed that R1 did not have a gait belt on at the

time of theincident. Staff D stated there had been on-going education during staff huddles about the use of gait belts for residents
who are not independent., Interview on 08/18/20 at 9:10 AM with Licensed Nurse (LN) C revealed she knocked on

R1's door and found R1 sitting on the floor with her legs extended out in front of her. LN C stated R1 did not have a gait

belt on at the time she had the fall in her room, when Staff G was helping R1 from her wheelchair to her recliner. LN C

stated there have been ongoing huddles talking about care plans and non-independent residents (with transfers or walking)

that staff needed to use a gait belt on the resident. Interview on 08/18/20 at 8:57 AM with Administrative Nurse B revealed her
expectations were that staff were to follow the care plan and use a gait belt if directed in the care plan. Review of

the Gait-Transfer Belt-Rehab/Skilled policy dated 06/15/20 documented Gait belts are used with assisted ambulation unless
medically contraindicated. The facility failed to use agait belt during atransfer, as care planned, and the resident fell and sustained a
spinal fracture. The facility identified and corrected the deficient practice on 05/05/20 when the

facility audited all care plansto ensure accuracy of transfers, audited to ensure the staff implemented the care plans

correctly, and educated all direct carestaff on care plans, gait belts, transfers, and kardex. The facility further

provided education in the form of daily huddles regarding gait belt, transfers, care plans, and kardex regarding the

following aresident's care plan and knowing how aresident transfers from one place to another. The facility assigned

educational modules over gait belt use and transfers and not staff were allowed to work until completion of their education and
training. Due to the facilities actions to identify and correct on 05/05/20, the deficient practice was deemed past

non-compliance at a scope and severity of G.
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