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5§5=pD | HAZARDS/SUPERVISION/DEVICES
'To correct the cited deficiency for fall prevention

procedures the following syslems and processes

\were revised and action laken to ensure fall prevenlion
prolocols were maintained. Ongoing education given
|to staff wilh on-lhe-spot educalionflraining given to
C.N.A'S, Med Aides and Restoralive Aides by Hall
Nurse andfor SDC when a need was Idenlified.
Safeguards and any correclion in the Care Plan were
unable lo be implemenled for resident #2 as resident
|was discharged lo another nursing home at the reques!

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

i i i of the daughter and power of allorney. 6/4/2012
This REQUIREMENT is not met as evidenced ‘
by: ' To corrac! Lhe ciled deficiency the following action
Based on staff interviews, and facility and . was laken:
medical record review, the facility failed to ensure : 1) G.N.A's 1,2,3 and 4 were all re-educaled al he lime
Ihe correct lransfer technique was used for one : of lhe occurrence wilh a wrilten andor verbal
(1) of (4) residents (Residenl #2). i disciplinary warning on 3/25/2012, 4/4/2012
and 5M0/2012.
The findings are: 2) A Demenlia program was Implemented and is held
daily from 3 p.m. lo 5 p.m. 5/30/2012
Resident #2 was admitted to the facility with
diagnoses of muscle weakness, congesfive heart f\ll Direct Care Staff will be required fo allend a
failure, and legal blindness. The latest Minimum ‘mandaltory Inservice prior to 6/25/2012 for compliance
Data Set daied 03/15/12 revealed the resident ilh protocols for fall prevention:
had severe cognitive impairment and required the 1) Transfer prolocols wilh emphasis on explanalion of
assistance of two or more staff for transfers. procedure lo resident prior lo and during
Review of the resident’s care plan, revised procedures.
03/16/12, reveaied that the resident was 2) Ensuring proper equipment ulilization, i.e. splints,
assessed to require iwo persons to assist with all braces, cushions, low beds, floor mals, alarms, elc.,
13} Compliance wilh Toileting schedule

transfers. On 04/05/12 the care plan was again |
4) ADL documentalion. i

revised to require the use of a mechanical lift for ‘ i . L ! i
all transfers 5) Safety during balhing in shower rooms or while

resident toileling.
6) Timely response lo call bells
7) Waler pitchers and call bells within reach of resident.
B) To ensure that updated care plan worksheels are 6/25/201

a.) A facility investigation report of a fall by ;
! given lo C.N.A's, Med Aldes and Restoralive slalf

Resident #2 was reviewed. The report revealed
that on 03/25/12 Nursing Assistant (NA) #1 was
transfered the resident by herself from the toilet lo
the wheelchair when Resident #2 fell to the floor.

al beginning of each shifi.
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herself from her bed to the wheelchair when she
had to lower Resident #2 {o the fioor with the gait
beit. Resident #2 received no injuries during the
fall.

On 05/3112 at 3:28 PM, NA #2 was interviewed.
She stated that on 04/04/12 she had aitempted to
{ransfer the resident by herself from the bed lo
the wheelchair. She stated she thought she had
locked the wheelchair, but cne lock had not fully
engaged because it was striking the footrest. NA
#2 stated that when the resident began o sit in
the wheelchair, it moved and she had o safely

A Nursing QAA Fall Prevention moniloring check
sheet has been developed and will be utilized 1o audit
all protocols established for fall prevention.

ADCN, DON, MDS and Trealment Nurse will each
monitor a hall and audit at leasl 6 residenls each shifl
dally x 1 month. Twice weekly x 1 month, weekly

x 1 month and continue monlthly moniloring as part
of the nursing QAA indicator set.

ADON will continue lo educate on transfers during
monthly staff meelings.
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F 323 | Continued From page 1 E 323| Ta correcl lhe ciled deficiency the following
. . procedures will be implemenled.
Shfa received a hem'leoma'to her right elbow 1} A C.N.A. leam Leader will be scheduled
which was freated with an ice pack. The report for each hall on each shift by the SDC.
further indicated that NA #1 should have used the 2} Team Laader responsibililies will be 1o coordinate
assistance of another staff member for the wilh the Hall Nurse at the beginning of each
transfer. shift to distribule updated care plan workshesls
and make rounds wilh all oulgoing C.N.A.'s,
On 05/31M2 at 2:55 PM, NA #1 was interviewed. Medication Aides and restoralive aides al the
She stated that on 03/25/12 she had attempted to beginning of each shifi 10 ensure all updaled care
transfer the resident by herself from the toilet to plans are reviewed during rounds.
the wheelchair, but Resident #2 tried to sit down Hall Nurse Responsibilities:
before she got the wheelchair in place and 1} Hall Nurse will ensure care plan worksheets
locked. The resident hit the edge of the are distributed to the C.N.A_s, Med Aides and
wheelchair seat and then went to the floor. NA #1 Restoralive Aides al lhe beginning of each shif.
stated that all NAs carried a copy of the Care 2} Hall Nurse will conduct Nursing Rounds x 4 each
Plan Report which Included specific instructions shift fo monitor compliance with prolocols related
for transferring each resident. She stated that to lra"srer.s' loileting, proper equ'pmem.u'mza“m
. . safely during bathing In shower and while
NAs were supposed to refer to lhese instructions P . .
A toileting, compliance wilh use of care plans,
eacl.1 day bfafore tran§fers,lbut she did not look at call lighl response and call balls in place and
the instructions for this resident before she waler wilhin reach of the of the resident.
transferred her. | 3} Hall Nurse will audil all ADL's documentalion
) al lhe end of each shifl.
b.) A second facility investigation report of a fall | 4} Hall Nurse andior SDC will give on-lhe-spol
by Resident #2 was reviewed. The report educafion/iraining lo nursing slaff, C.N.A's
revealed that on 04/04/12 Nursing Assistant (NA) Med. Aides, and Restoralive Slaff for any
#2 was using a gait bell to transfer the resideni by deficient practices idontified. 6/25/2012

FORM CMS.2567(02-99) Previous Versions Obsolele

Event ID: 7WNRU11

Facility ID: 923052

If conlinvation sheot Pags 2 of 4




PRINTED: 06/14/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B WING C
345246 05/31/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 SUNSET ST
CAMELOT MANOR NURSING CARE FAC
GRANITE FALLS, NC 28630
{%4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN COF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 323 | Continued From page 2 F 323

lower the resident fo the floor using the gait belt
which she had placed around the resident's waist.
She stated the resident was nof injured. NA #2
stated the NAs carried a daily Care Plan Report
which contained information on the required
number of staff for each resident transfer. She
stated she had not looked at the report before ;
that iransfer because she had forgotten to pick up |
her Care Plan Repont ai the beginning of the shift.

¢.} A livird facility investigation report of a fall by
Resident #2 was reviewed. The report revealed
that on 05/10/12 Nursing Assistants (NA) #3 and
#4 assisted Resident #2 to the toilet and then
back to her wheelchair. Once in the wheelchair
the resident pitched forward, fell out of the
wheelchair, and struck the left side of her face on
the floor, receiving a hematoma and scrape
under her left eye which were cleaned and
treated with an ice pack.

On 05/31A12 at 1:54 PM, NAs #3 and #4 were
interviewed. The NAs confirmed that Resident #2
had fallen on 05/10/12 when they were
transferring her from the toilet to (he wheelchair.
NA #3 stated that the Care Plan Report for
Resident #2 indicaled a mechanical lift should be
used for all transfers, but she had been told that
day by a nurse that the resident could be toileted
by two staff without the use of the fift. NA #3 could
not remember who told her this. Both NAs
confirmed that they did not engage the wheelchair
brakes before this transfer. Once lhe resident
was in the wheelchair, NA #3 stated she started
around the wheelchair to straighten up the
resident who was not seated all the way back. NA
#3 slated before she could get hehind the
wheelchair, Resident #2 pushed on fhe floor with

DON or designee will review results of audils daily
with interdisciplinary teatm members at the morning
meoting to review lrends, effectivenass of audit and
need for any syslem changes.

DON or designee will compile resulls of audits

i quarterly and report findings, recommendations
action and follow-up needed to the QAA Commillee
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her feet to scoot herself back. The unlocked
wheelchair moved backwards and the resident
pitched forward onto the floor. Both NAs #3 and
#4 stated they should have used the mechanical
lift and locked the wheelchair brakes.

On 05/31112 at 4:10 PM the Director of Nursing
(DON) was interviewed. She staled that the Care
Plan Report carried by NAs indicated the iype of
transfer required for each resident and was
revised as needed daily. The DON stated all NAs
had been inserviced to refer to the report daily
before transfers and she expected them to. She
stated NA #1, #2, #3, and #4 should have
reviewed the Care Plan Report and used the
required number of staff and equipment for the
transfers when the falls occurred. The DON also
stated the wheelchair brakes should be locked
before any transfer.
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