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The survey was conducted by:

I
Woodetta Owens, RN, MN

| Aging and Long Term Support Adminlstration
; Residential Care Services, District 3, UnitA
(PO Box 45810 MS: N27-24 :

This report is the rasult of an unannouriced
Abbraviated Standard Survey conducted onsite at
Stafford Healthcare At Ridgemont on 3/21/14 and
3/24M14. The sample included 8 current residents
and 3 former and or discharged resident out of &
census of 82,

The following are complaints investigated as part
of this survey:

#2570132

#2968751

The surveyor is from;

Depantment of Social and Health Services

Oiympta, Washingtan, 984504-6818

Telephone: (253) $83-3800 |
Fax: {253) BBO-7240

Ny o
Drate

Resideritial Care Services

This plan of correction is submitted
as required under Federal and State
regulations and statutes applicable
to long term care providers. This
Plan of Correction does not
constitute an admission of liability
on the part of the facility, and such
liability is hereby denied. The
submission of the Plan does not
constitute agreement by the facility
that surveyor’s findings constitute
deficiency or that scope or severity
regarding any of the deficiencies
cited are carrectly applied.
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The faclity must ensure that the resldent
envirgnment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devicas to
prevent aceidents. :

This REQUIREMENT is not meat as evidenced
by:

Based on interview and record review, it was
determined that the facility failed to ensure that
the resident environment was free of accidant
hazards for 1 of 8 rasidents (#1) reviewed.
Failure of the nursing assistant to ensure the
wheelchair brakes were locked caused harm
when Resident #1 attempted to independently
transfer, felf, and sustained a fracture to the left
subcapital femoral neck (left hip).

'Resident #1 admitted to the faciiity from the
hospltal on with multipla dlagnoses to

incuo

The minimum data set (MDS), end assessment
tool, dated 2/3/14 identifiad the resident required
extensive assist of two people for tolist use and
transfers.

The MDS dated [Micentiied Resident #1 had
a brief interview for mentai status (BIMS) score of
5, which indicated severe cognitive impairment.

The care plan dated 1/21714 identified the
resident had short term memory toss, was
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forgetiul ang required the use of simple one step

F323
The NAC observed the patient
putting her brake into place, the
brake visually seemed to be in place
“and the chair did not move during
the patient’s transfer onto the
commode which implied to the NAC
that the brake was securely set. This
incident was an unexpected
accident per definition in the DSHS
Nursing Home Guidelines Purple
Book.

Per facility practice residents will
continue 1o receive adequate
supervision and assistance devices
to prevent accidents. Resident care
will be provided as indicated on
each resident care directive. Facility
staff will continue to encourage
rehab patients to increase their
abilities and to reach their therapy
goals.
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1 brake (the resldent locked) of the wheeichair was

instructions. The care plan documented the
resident was at risk for falls dus to weakness and
required frequent visual chacks with reminders
not to transfer independsntly. |

The care directive {a care guide for nursing

assistants) updated on 2/3/14, documentsd the
resident requirad stand by assist of two peeple for |
transfers.,

Review of the facility's investigation dated 2/19/14
revealed the nursing assistant (Staff B), assistzd
the resident to the restroom. According to Staff
B's witness statement, Staff B tocked the brake to
the right side of the whealchair, and she thought
the rasident lacked the brake to the (eft side of
the wheelchair par their normal routine. The
resident put on her calf light when finished,
According to staff B, when she walked down to
help the resident get back in the chair, she
witnessed the resident trying 1o self-transfer, the
chair moved from under the resident and the
resident fell back. According to Staff B's witness
statement she looked at the brakes and the left

pushed, but not all the way, and the chair moved
to the left side.

Following the fall, the resident was sant to the
hospital for further evalusation and trestment.

Raview of the hospltal's medical imaging report
revealed the resident sustained an

| The facllity's invastigation concluded, per the
resident's usual routine to lock the left brake, but
digf not fully lock, caused the wheelchair 1o move

and the resident to lose halarce and fail.

Staff 8 was retrained regarding
wheelchair locks on 2/19/14,
Other nursing assistants received
refresher training regarding
wheelchair locks and environmenta
safety on 3/06/14, 3/26/14 and
again on 4/7/14. Safety, during all
types of resident transfers will
continue to be a part of Stafford’s
orientation training for new
employees, 1

Environmental Safety Policy was
reviewed/updated to provide a safe
environment that meets individual
resident needs.

NAC Care Directives were reviewed
for this patient and all in house
patients to ensure accurate transfer
and toileting directives in place.

50C will provide ongoing random
transfer observations for high risk
residents,

|
|
|
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On 3/24114 at 12:15 p,m,, during an interview, the

licensed nurse (Staff J) reported according to her |

investigation it was the resident's normal routine
0 lock ona side of the wheelchalr while staff
locked the other side of the wheelchair. When

i asked, Staff J stated she interviewed several

nursing assistants, a licensed nurse (Staff K) and

- & nursing assistant (Staff F) wha stated it was the

normal routing {o lock the brake of one side of the
whealchalr and for the resident to lock the other
sicle.

Review of the investigation revealed Staff K's
witness staternent which documented, in part, “in
the past while transfarring, the resident would
lock the left side of the wheeichair and | wauld
fock the right.”

Individual interviews conducted with nursing
zasistants (Staff D), (Staf B) and (Staff F), stated
they lacked both brakes for the resident, and it
was not thair usual routine to vave the residant
lock the laft side and for them ta lock the right or
Viee versa. ’ :

On 3/21/14 at 1:55 p.m., during an interview, Staff
D reported she had to constantly remind the
resident o lock the wheelchair brakes because
the resident did not remember, Sta# 1 raporied
there were times she would return to assisi the
resident, and the resident would have
self-transferred back o the wheaelchair fram the
tollet. Whan asked, Staff D stated she did not
have the resident lock one side while she locked
the ather, and for safety she would always check
to ensure the wheelghair brakes were locked
before leaving.

F 323

compliance.

The Quality Assurance Perforrmance
Improvement Committee will /””‘T
continue to review resident falls

monthly to ensure proper plan of
care/NAC Care Directives are in
place and make recommendations
as appropriate, DNS will monitor
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On 32114 at 2:12 p.m., during an interview, Staff
E reported the resident was not good about
locking her wheelchair brekes and needad
raminding. When asked, Staff £ stated she

and did not have the resident lock one gide while
she locked the other. Sta¥f E stated there were
imes she would return and the resident would
have self-transferred back in the wheelchair from
; the teilet. Staff E stated for safety she would lock |
- the whaeichair brakes for the resident before
leaving the resident in the restroom.

0On 3/24/14 2 12116 p.m., during an intarvigw,
Siaff F reporied she locked the brakes to the
wheelchair when the resident would transfer,
When asked, $taff F stated she did not have the
resident lock one glds of the wheslchair brake
while she locked the other. Staff F stated for
safety she winuld just lock them both.

Or 3/24/14 a1 12:03 p.m., during an interview, the
physicai therapist (Staft G) reported the resident
was not consistent with locking her whealchair

i brakes.

Cn 3/24/14 at 12;24 p.m., during an interview, the !
Adminisirator (Stalf A} was informed of the above
findings.

Staff B assisted the resident to the restraom and
documented it was rautine for the resident 1o lock
one gide of the wheelchalr brake whiie she locked
the other. According to the cara plan, the

| resident was forgetful and required reminders not
: to independently transfar, Staff B left the resident
in the bathroom unattended with the wheelchair,
and falled to ensure the wheelchair brakes were
locked. When the resident attemptsad to

F 323
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Independently transfer, the wheelchair movad and
the resident fell, Failure of the nursing assistant
(Saff B) to ensure the wheelchair brakes were
locked, caused harm when Resident #1 fell and
sustained a left hip fracturs when attempiing to
independently ransfer to the uniocked
wheelchalr.
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