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Level of harm - Actual
harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse,
 physical punishment, and neglect by anybody.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on observation, interview and record review, the facility failed to protect the resident from neglect by failing to
 ensure care plan interventions were followed as required for one of four residents (Resident #1) reviewed for abuse and
 neglect. This failure resulted in harm causing the resident to fall, sustain fractures to the right femur (thigh bone) and
 right rib, and end up being admitted   in the hospital. Findings included . Review of the facility's policy and procedure
 titled, Protection of Residents: Reducing the Threat of Abuse &Neglect, dated 03/20/20, stated that it was the policy and
 practice of the organization to protect all residents from all types of abuse and neglect. The facility's policy and
 procedure defined neglect as the failure of the facility, its employees or service providers to provide goods and services
 to a resident that are necessary to avoid physical harm, pain, mental anguish or emotional distress. Neglect may be the
 result of a pattern of failures or may be the result of one or more failures involving one resident and one staff person.
 Review of Resident #1's admission record dated April 2019, showed that the resident admitted on [DATE] with [DIAGNOSES
 REDACTED]. Review of Resident #1's care plan updated 10/07/2019, showed that the resident had cognitive impairment,
 self-care deficit and was a risk for fall. Interventions required total dependence on two-person assistance with bed
 mobility, transfers and personal hygiene. The care plan also indicated that the resident had a stage 4 pressure ulcer
 (ulcer that extends into the deep tissues and as far down to the bone) and was on an air mattress bed that required
 two-person assistance during bed mobility and transfers. Review of Resident #1's Kardex (a care directive for the nursing
 assistants) undated, showed that the resident was totally dependent on two staff for repositioning and turning in bed.
 Review of a progress note dated 05/22/20 at 8:00 AM, showed that the licensed nurse (LN) was notified by a nursing
 assistant certified (NAC) that Resident # 1 was on the floor at around 5:00 AM. The NAC was in the room with the resident
 and witnessed the fall. A head to toe assessment found a bump to left side back of head of the resident with no bleeding
 noted. Bilateral lower extremities were checked, the resident complained of pain to right hip and shortening to the right
 leg was noted. Review of a progress note dated 05/22/20 at 1:52 PM, showed that Resident #1 admitted   to the hospital with
[REDACTED]. An observation on 05/26/20 at 3:20 PM, showed Staff D, NAC, and Staff E, NAC, provided care to a resident on an
air mattress bed. During an interview on 05/26/20 at 3:25 PM, Staff D, NAC, stated that two-person assistance was required
 for a resident on an air mattress bed. According to Staff D, NAC, the resident's care plan and Kardex indicated the level
 of assistance required by the resident and if two-person assistance was needed, the staff would get another aide from her
 hall to help or ask the nurse for help. During an interview on 05/26/20 at 3:30 PM, Staff E, NAC, stated that the Kardex
 was checked every day for any changes in care. Staff E, NAC stated when two-person assistance was required for any type of
 care, then staff must get another aide to help or the nurse if the other aides were busy. During an interview on 05/26/20
 at 3:50 PM, Staff F, LPN, (Licensed Practical Nurse) stated the nursing aides would come ask for help with moving or
 transferring a resident that needed two-person assistance. Staff F, LPN, stated that the nursing aides usually helped each
 other out but would come ask the nurse, if needed. During an interview on 05/26/20 at 4:10 PM, Staff G, NAC, stated it was
 easy to find the care needed for each resident in the Kardex which was found in the computer. Staff G, NAC, stated the
 Kardex would show how to transfer a resident or move them in bed. It would also show if the resident could move
 independently or required one or more staff to assist with care. Staff G, NAC, stated that if two-person assistance was
 indicated for repositioning in bed then to always get a second person to help. Staff G, NAC further stated that it would
 not be safe to do two-person care with one person. During an interview on 05/26/20 at 4:15 PM, Staff B, Director of Nursing Services
(DNS) stated that on 05/22/20, Staff C, NAC, had pulled a drawsheet to turn the resident (Resident #1) onto her
 right side and the resident continued to roll out the right side of the bed onto the floor. Staff B, DNS, stated that
 Resident #1's care plan indicated the resident was to have two people to provide care, and Staff C, NAC, failed to follow
 the care plan. Review of the facility's investigation report dated 05/26/20, showed that on 05/22/20, Resident #1 sustained a fall with
significant injury while Staff C,NAC, provided care. According to the investigation report, the DNS and
 Executive Director (ED) conducted a phone interview with Staff C, NAC and determined that the staff was aware Resident #1
 required two-person assistance with bed mobility, transfers and personal hygiene and proceeded with resident care on her
 own. During an interview on 05/26/20 at 5:30 PM, Staff A, ED, stated that Resident #1's fall was preventable and that Staff C, NAC,
failed to follow the care plan. Reference WAC 388-97-0640 (2)(a)(3)(c) . .
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