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Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on interview and record review, the facility failed to ensure a gait belt was applied, and a resident at risk for
 falls with a history of falls, was safely transferred for 1 of 6 residents (R1) reviewed for safety/supervision in the
 sample of 6. The findings include: R1's face sheet shows R1 was admitted to the facility on [DATE] and has [DIAGNOSES
 REDACTED]. R1's care plan shows R1 is at risk for falls with a history of falls on 9/11/18, 10/16/18, 2/19/19, 3/17/19,
 12/31/19, 4/19/2020, 5/3/2020, 5/21/2020 and 7/23/2020. The same care plan shows R1 requires assistance from 1-2 staff with
transfers and a gait belt should be applied when staff are transferring her. The care plan also shows R1 requires
 assistance from staff with her ADL's (Activities of Daily Living) including bed mobility, and toileting. R1's completed
 incident report investigation shows on 7/23/2020 at 6:40 AM, R1 was being assisted out of bed by a CNA (Certified Nursing
 Assistant), V9. While he was transferring her, R1's leg suddenly gave out and she fell   to the floor. R1 initially denied
 having pain. At 10:06 AM that same day, R1 reported that her left knee was hurting. An X-ray was ordered which showed R1
 had an old supracondylar fracture to the left distal femur. R1 was sent to the hospital for further evaluation due to the
 swelling and pain in her knee. Hospital records show that R1 was admitted   to a local community hospital on [DATE] and
 discharged    back to the facility on [DATE] with a [DIAGNOSES REDACTED]. R1 was sent back with an order to have an
 immobilizer on her left knee and non-weight bearing on her left leg. A witness statement, dated 7/23/2020 and signed by V9, states,
At about 6:40 AM resident tried to stand up and lost balance to mitigate the impact of the fall I eased resident
 down to the floor then immediately notified the nurse. A facility Termination/Discipline note was completed by V3 (Memory
 Care Clinical Manager) on 7/25/2020, and shows V9 is being disciplined for violating the company policy stating, You
 violated the company policy by not using a gait belt while transferring a resident (R1). On 8/17/2020 at 10:46 AM, V3 said
 she did an investigation into R1's 7/23/2020 fall, and it was discovered that V9 did not use a gait belt while transferring R1. V3 said
that he should have had a gait belt on R1, and they should be used for all transfers. V3 said that after the
 incident, V9 just did not return to work again at the facility. V9 was attempted to be contacted by this surveyor and did
 not return the call. On 8/17/2020 at 10:40 AM, V4 (R1's physician) said that R1 had an injury resulting in a fracture to
 her left knee over [AGE] years ago. V4 said that R1 must have landed on her left knee during this incident and the impact
 caused the pain and swelling. The facility's Transfer, Ambulation and Re-positioning policy, with a revised date of 8/10,
 states, The facility will promote safety for residents and staff during transfers, ambulation and re-positioning through
 the use of body mechanics and safety devices. Injuries will be reduced and safety awareness increased through: .
 utilization of gait belts .
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