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This survey was conducted by: Clarkston does not admit that the

Jessica Wolfrum, R.N. deficiency listed on this for exist, nor
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The survey team is from: findings, facts or conclusions the form

‘ the basis for the alleged deficiencies.
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$S=G | HAZARDS/SUPERVISION/DEVICES

i The facility must ensure that the resident

| environment remains as free of accident hazards
1 as is possible; and each resident receives

' adequate supervision and assistance devices to
! prevent accidents.

\
|
‘
i

' This REQUIREMENT is not met as evidenced |
- by:

- Based on interview and record review, it was

- determined the facility failed to consistently

- implement planned interventions to promote
~safety, and to prevent injury for 1 of 3 residents (
| #1). This failure resulted in actual harm to

| Resident #1, who received an injury to the leg

| requiring stitches. Findings include:

\

. Resident #1 was admitted the facility in
T ith diagnoses including
ccording to
. the facility's most recent assessment, Resident

' #1 was alert only to self, unable to make her

- needs known, and required extensive assistance
: with all activities of daily living.

. Per review of the in-room care plan dated

1 4/28/14 for Resident #1, she required 2-person

' extensive assistance for all transfers.

- Onl Resident #1 was transferred from
" her bed to her wheelchair by one staff person.

| Resident #1 sustained a laceration, which

| required her to be transported to the hospital,

' where she received stitches on her right lower

' leg. ' i
 Per review of the facility investigation, Staff #A |
| did not follow the care plan for Resident #1 during |
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1) Resident 1’s wound is healing
without complications.

2) Staff 1 was terminated. The incident

log was reviewed to determine if

other residents received injures as a

result of not following care planned

safety interventions and no other
issues were identified. The

Maintenance Director checked beds

and wheelchairs in resident rooms to

ensure there were no sharp edges
that could cause injuries.

Re-education was completed on

updating in-room care guides,

checking in-room care guides prior
to providing care, checking
equipment for sharp edges, use of
appropriate footwear & safety
interventions related to safe
transfers.

4) Resident Care Managers will
conduct visual observations of
resident care to ensure safety
interventions are implemented by
direct care staff. These observations
will be done randomly each week
for 4 weeks then monthly for 2
months. Issues of non-compliance '
will be immediately forwarded to
the Director of Nursing for follow-

up.
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a transfer, resulting in a substantial injury.

Per interview with Staff #B on 10/16/14 at 1:30
p.m. the investigation resulted in termination of
Staff#A.

The facility failed to implement planned
interventions to prevent injury for Resident #1,
which resulted in a substantial injury requiring
transport to, and treatment from, a local hospital.
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results of the audits to the monthly
Quality Assurance Performance
Improvement committee meeting for 3
months to ensure on-going compliance.
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