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Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on record review and interview, the facility failed to ensure each resident received adequate supervision and

assistance devices to prevent accidents, for one Resident (R#7) of one resident reviewed for transfers. CNA D and CNA E did not
provide R#7 with a safe transfer, resulting in R#7 sustaining tibial plateau (shinbone that involves the knee joint)

and proximal fibular (bone of the lower leg) fractures. This failure could place residents who required assistance with

transfers at risk for injuries. Findings included: Record review of R#7's face sheet revealed R#7 was admitted to the

facility on [DATE] and discharged on [DATE]. R#7's[DIAGNOSES REDACTED]. Record review of R#7's nurse's notes, dated
02/28/20 at 10:35 p.m., revealed, Resident arrived via stretcher accompanied by x2 paramedics from hospital which was
admitted for Rleg [MEDICAL CONDITION] and hx of HTN, [MEDICAL CONDITION], MI, paralysis to BLE . Record review

of

R#7's Modification of Medicare 5 day MDS, dated [DATE], reveded R#7: -had difficulty hearing (minimal), -had clear speech, -was
usually understood, -was usually able to make herself understood, -required extensive assistance from two staff for

bed mobility, toilet use, and personal hygiene, and -required total assistance by two staff for bathing. Record review of

R#7's care plan, date initiated and revised on 03/13/20, revealed: -(R#7) has ADL Self Care Performance Deficit r/t Limited Mobility
- Paralysis BLE, Rt leg [MEDICAL CONDITION] -Goal: Will demonstrate the appropriate use of adaptive device(s) to

increase ability in Bed mobility, transfers, eating, dressing toilet use, and personal hygiene, through the review date.

-Interventions included: Transfer: requires extensive assistance with transfers X 1 staff participation. Record review of

R#7's nurse's notes, dated 06/27/20 at 10:31 p.m., revealed: Staff was transferring resident to w/c and resident sat on

edge of w/c then began to slide down onto the ground. Staff assisted with lowering resident onto floor and resident stated

that her right leg got caught under w/c and that it twisted a bit Record review of R#7's hospital paperwork, dated 06/29/20 at 8:14
p.m., revealed: Right knee x-ray done in trauma bay positive for tibial plateau and proximal fibular fractures.

Right tib/fib and ankle ordered due to increased pain and swelling on re-exam of the lower extremity . In atelephone

interview, on 08/25/20 at 4:55 p.m., CNA E said R#7 was only able to bear weight on one leg, and was too heavy to be

transferred without a mechanical lift. CNA E said R#7 should have only been transferred with amechanical lift. Ina

telephone interview, on 08/26/20 at 1:59 p.m., CNA D said she and CNA E were transferring R#7 by grabbing R#1 underneath
R#7's arm, one CNA on each side. CNA D said they were transferring R#7 from R#7's bed to a shower chair. CNA D said R#7 was
not transferred correctly and R#7 ended up on the edge of the shower chair. CNA D said, she and CNA E let R#7 dlide down to the
floor. CNA D said R#7 got her right foot caught underneath the shower chair. CNA D said the nurse was called, and R#7

was transferred back to bed. CNA D said the shower chair was high and R#7 was not able to fully reach it. CNA D said R#7

was not able to stand by herself and was only able to bear weight on one foot. CNA D said she was trained how to transfer a resident,
but grabbing aresident underneath the arms was not one of the ways. In a telephone interview on 08/26/20 at 2:24 p.m., the DON said
CNA D said R#7 was transferred from bed to chair. R#7 was not transferred all the way back in the shower chair. The DON said staff
were able to transfer aresident by grabbing the resident underneath the arms. The DON said staff were also able to use a gait belt,
depending on the weight of the resident, or atowel underneath the resident, for the

support. The DON said the team leader did a checklist upon hire and annually. The DON said R#7 was able to move her legs,

but had not walked in along time. The DON said the facility had no written policy on transfers. Record review of CNA Ds-

Skills checklist-Transfer Techniques, dated 01/24/20, and CNA E - Skills checklist- Transfer Techniques, dated 06/28/20,

revealed: |. Ask the person being tested to demonstrate how they would transfer aresident with a[MEDICAL CONDITION], a
resident with atotal hip prosthesis, and aresident with a[MEDICAL CONDITION] from the bed to the wheelchair; and from

the wheelchair back to the bed 1. Identified the precautions, weight bearing status, involved side 2. Resident was told

what was going to happen 3. Had resident lean forward and push down with hands on bed to stand up 4. Resident was

instructed to pivot to wheelchair and all precautions (weight bearing, total hip, etc) were carried out 5. Resident was

instructed to reach for wheelchair armrest prior to sitting down 6. Resident's rights, safety, and proper positioning were

maintained throughout the transfer. Record review of Guidelines for Nursing Homes, at
https://www.osha.gov/ergonomics/guidelines/nursinghome/final_nh_guidelines.html, revised March 2009, revealed: -Figure 1.
Transfer to and from: bed to chair, chair to toilet, chair to chair, or car to chair Stand and pivot technique using a

gait/transfer belt (1 caregiver) .

Provide and implement an infection prevention and control program.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on observation, interview, and record review, the facility failed to maintain an infection control prevention and

control program, including hand hygiene, designed to provide a safe, sanitary and comfortable environment and to help

prevent the development and transmission of communicable disease and infection, for five Residents (R#1, R#2, R#3, R#4, and R#5)
of six residents observed for infection control practice, in that: 1) LVN A did not perform hand hygiene before

preparing and administering medications to R#1 and R#2. 2) LVN B took the same box of gloves and medical tape from resident
room to resident room. 3) CNA C wore the same wet cloth gown to shower R#5, after showering R#4. The findings were: 1)

Record review of R#1's Admission Record, dated 08/27/20, revealed R#1 was admitted to the facility on [DATE] and readmitted on
[DATE]. R#1's[DIAGNOSES REDACTED]. Record review of R#1's Quarterly MDS assessment, dated 08/06/20, revealed R#1: -had
adequate hearing, -was able to make herself understood, -was able to understand others, and -had adequate vision. Record

review of R#2's Admission Record, dated 08/27/20, revealed R#2 was admitted to the facility on [DATE] and readmitted on
[DATE]. R#2's[DIAGNOSES REDACTED]. Record review of R#2's Quarterly MDS assessment, dated 05/22/20, revealed R#2: -
had

difficulty hearing (minimal), -had unclear speech, -was sometimes understood by others, -was sometimes able to understand

others, and -had highly impaired vision. Observation on 08/24/20 at 12:05 p.m. revealed LVN A opened an alcohol prep pad

and without first performing hand hygiene, wiped down the top of the insulin bottle, injected air, then withdrew 5 units of insulin.
LVN A walked into R#1's room, donned clean gloves without first performing hand hygiene, and checked R#1's blood

glucose level. There was no hand hygiene done before withdrawing the insulin or before checking R#1's blood glucose level.
Observation on 08/24/20 at 12:16 p.m. revealed LVN A prepared R#2's medications by measuring 30 ml of water and 5 ml of
[MEDICATION NAME]. LVN A walked into R#2's room, donned cleaned gloves, stopped R#2's continuous feeding pump, checked
R#2's peg for placement by placing the stethescope next to the peg, and pushing 30ml of air with the pistol syringe. LVN A
proceeded to administer the[MEDICATION NAME] and water. There was no hand hygiene done before preparing the medication or
administering the medication. In an interview on 08/24/20 at 12:25 p.m., LVN A said, Y ou are supposed to wash your hands or use
hand sanitizer before preparing the medications and before and after administering medications. In an interview on

08/24/20 at 2:30 p.m., the DON said staff were to perform hand hygiene before preparing medications or administering
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medications, for infection control. Record review of the facility's Infection Control Surveillance Log, dated 08/12/20, for LVN A,
revealed he checked off on: proper hand washing and/ or glove useage, with no corrective action needed. 2) Record

review of R#3's Admission Record, dated 08/27/20, revealed R#3 was admitted to the facility on [DATE]. R#3's [DIAGNOSES
REDACTED]. Record review of R#3's Medicare 5 Day MDS assessment, dated 08/07/20, revealed R#3: -had difficulty hearing
(minimal), -had clear speech, -was able to make himself understood, -was able to understand others, and -had impaired

vision. Observation on 08/24/20 at 2:51 p.m., down the presumptive hallway (300 hall), revealed LVN B took the wound care
suppliesinto R#3's room, including a box of gloves and aroll of medical tape. LVN B provided wound care to R#3, then when
finished placed, the box of gloves and medical tape back into the treatment cart. In an interview at the time of the

observation, LVN B said she normally took the tape and box of glovesinside the residents rooms. LVN B said it was fine aslong as
she cleaned the area she was going to put her supplies on before putting anything on it. In an interview on

08/24/20 at 3:17 p.m., the DON said staff were allowed to take the supplies into the rooms and bring them back out as long

asit was not an isolation room. The DON said staff cleaned the area they put their supplies on, so everything that was

taken in was on aclean area. In atelephone interview on 08/26/20 at 2:24 p.m., the DON said R#3 was in the presumptive
hallway, which meant the residents were new admissions or readmissions and kept on a 14 day quarantine. The DON said only
some of the residents were tested for COVID-19 prior to admission. The DON said R#3 was already off the 14 day

quarantine, but had not been moved since there were no rooms on the COV1D-19 negative hallway. The DON said she had always
been told it was okay to take suppliesinto or out of residents rooms as long as the area was cleaned before putting any

supplies on it. 3) Observation on 08/24/20 at 3:42 p.m. revealed CNA C was wearing alight purple cloth long sleeve gown,

with the front of both sleeves wet, showing adarker purple. In an interview, at the time of the observation, CNA C said

she had just showered R#4 and her gown got wet from the shower. Observation on 08/24/20 at 4:20 p.m. revealed CNA C walked
out of R#5's room, with the same purple cloth gown, and the sleeves of the gown still wet. In an interview, at the time of

the observation, CNA C said she just gave R#5 a bed bath. CNA C said she was wearing the same cloth gown. CNA C said she
was trained to switch out the gown if it became soiled, and to be switched out daily. CNA C said she was not trained to

changeit out if it became wet. In atelephone interview on 08/24/20 at 4:59 p.m., the DON said the staff were trained to

change out their cloth gowns when they became dirty or visibly soiled. The DON said staff were not trained to change the

gown when it became wet. Record review of facility policy, Infection Control and Prevention Policy - Emerging Infectious
Disease: Coronavirus Disease 2019, dated 03/09/20, and revised on 04/08/20, revealed: Hand Hygiene - HCP should perform

hand hygiene before and after all patient contact, contact with potentially infectious material, and before putting on and

after removing PPE, including gloves.
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