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F 0741 Ensurethat the facility has sufficient staff memberswho possessthe competencies and

skills to meet the behavioral health needs of residents.
Level of harm - Minimal **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm or potential for actual Based on interview and record review, afacility staff failed to implement care approaches designed to meet the individual needs of
harm each resident with behavioral health needs for one of one sampled resident. This staff performed a manual
restraint (Pro-ACT) for Resident 1 by himself instead of using at least 2 persons as per the facility's policy and
Residents Affected - Few procedure. Resident 1 sustained a 'black eye' the following day from thisincident. Findings: On 11/4/2019, an onsite
visit was conducted to investigate a facility reported incident. A review of the Admission Record (face sheet) for

Resident 1 indicated the resident was admitted to the facility on [DATE], with [DIAGNOSES REDACTED]. A review of the
Minimum Data Set (MDS/ an assessment and care screening tool) dated 10/12/19, indicated Resident 1's cognitive skills
(ability to think and process information) was severely impaired. He was assessed to require supervision from a staff in
toileting, transfers, ambulation, dressings and personal hygiene. A review of the in-service training records indicated

Certified Nursing Assistant (CNA 1) was trained in Pro-ACT (Professional Assault Crisis Training- principles that focus on
maintaining client dignity and keeping people safe) on 10/24/18, 10/25/18, and 10/26/18. A review of a Progress Notes

dated 10/18/19 at 15:18, indicated CNA 1 did a one person prone floor containment to Resident 1 for 1 minute. A review of
the Progress Notes dated 10/18/19 at 18:21, indicated Resident 1 had some swelling and discoloration to the right eye.

Resident 1 denied any pain, treatment was provided. A review of a Counseling/Disciplinary Notice dated 10/25/19,

indicated CNA 1 contained Resident 1 on the wall and then on the floor by himself. One person containment is not allowed

per Pro-ACT training. During an interview on 11/4/19 at 1:31pm, Program Counselor (PC 1) stated that CNA 1 did one person
containment on Resident 1. PC1 stated the correct procedure was supposed to be done with two people for safety reason.

During an interview on 11/4/19 at 1:55pm, Director of Staff Development (DSD) stated all staff was trained for Pro-ACT
within 60 days upon hire and refresher is given after 2 years. DSD stated that a person can't take down aresident alone

for any reason. During an interview on 1/8/20 at 11:20am, PC 3 stated she saw CNA 1 held Resident 1 down on the floor
alone. PC3 stated there should be 2 people when doing floor containment. PC 3 stated CNA 1 was supposed to get help prior

to containing Resident 1 to the floor. During an interview on 1/8/20 at 11:40am, Administrator (ADM) stated CNA 1 did one person
containment instead of two. ADM stated CNA 1 didn't perform the right Pro-Act as trained upon hirein 2018. A

review of facility's policy and procedure titled Professional Assault Crisis Training (Pro-Act) dated 12/1/09, indicated

that the facility operatesin every aspect of the program from aframework of safety in preventing and handling aggressive

or assaultive behavior. Their policy also states aManua Restraint (Pro-ACT) is appropriate when a staff team of two or

more trained persons is available.
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