Printed: 12/04/2024
Form Approved OMB
No. 0938-0391

Department of Health & Human Services
Centers for Medicare & Medicaid Services

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA | (X2) MULTIPLE CONSTRUCTION | (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
155358 B. Wing 08/20/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Majestic Care of Deming Park 3300 Poplar St
Terre Haute, IN 47803

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm 34525

Residents Affected - Few Based on record review and interview, the facility failed to ensure a resident was transferred in a safe

manner for 1 of 1 residents reviewed for transfers (Resident C).
Findings include:

Resident C's record was reviewed on 8/20/24 at 10:47 a.m. The profile indicated the resident's diagnoses
included, but were not limited to, traumatic subdural hemorrhage (a type of traumatic brain injury [TBI] that
occurs when blood leaks into the subdural space between the brain and the skull after a head injury), history
of motor vehicle accident with multiple injuries, and generalized muscle weakness.

A quarterly Minimum Data Set (MDS) assessment, dated 7/22/24, indicated the resident had no cognitive
deficit and required the extensive assistance of 2 or more persons with transfers.

A care plan, dated 12/31/23, indicated the resident required assistance with activities of daily living
(fundamental skills required to independently care for oneself, such as eating, bathing, and mobility) due to
limited mobility related to multiple fractures related to a motor vehicle collision. Interventions included, but
were not limited to, staff assistance with transfers and use Pivot Disk (a device that helps individuals with
limited mobility transfer from one chair to another with minimal physical effort) to maximize independence
with transferring.

A functional abilities and goals assessment, dated 4/25/24, indicated the resident was substantial/maximal
assistance with chair to bed or bed to chair transfers.

Review of the Point of Care (POC) Response History (documents the amount of transfer support provided to
the resident), dated 7/22/24 through 8/19/24, indicated out of 69 documented transfer attempts, 41 transfers
were documented as 2-person transfers, 3 transfers were documented a 1-person transfer, and 25 attempts
were documented as activity did not occur.

A CNA Assignment sheet, with an updated date of 8/9/24, indicated the resident required extensive
assistance and Pivot Disk with transfers.
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F 0689 A risk management fall document was provided by the Director of Nursing (DON) on 8/20/24 at 2:26 p.m.
The document, dated 7/25/24 at 6:28 p.m., indicated a CNA was transferring the resident from bed to

Level of Harm - Minimal harm or wheelchair when the resident became unsteady, and the CNA attempted to her regain her balance. The CNA

potential for actual harm lost his balance and attempted to pivot back to the bed, but the bed moved causing both the resident and
CNA to fall. A skin tear on the resident had been measured and covered. The resident's family, physician,

Residents Affected - Few and the DON had been notified. The document lacked any documentation of 2 staff providing the transfer

assistance or of a Pivot Disk being used during the transfer.

During an interview, on 8/20/24 at 12:01 p.m., CNA 3 was in Resident E's room at the time of the interview.
She indicated they had problems with the older beds locking for transfers. At the same time, she gave a
demonstration of Resident E's bed lock mechanism, and the bed locking mechanism failed to lock into place.
She had reported that many of the bed locks were not working properly, but she was not sure anything had
ever been done. She indicated that Resident C was to be a 2-person transfer. She denied ever using the
Pivot Disk when transferring Resident C.

During an interview, on 8/20/24 at 12:05 p.m., CNA 4 indicated she too had problems with some of the beds
not locking into place. She had worked with Resident C in the past and explained that the resident was an
assist of 2 with transfers and the use of a gait belt. She had never used a pivoting device when transferring
the resident.

During an interview, on 8/20/24 at 12:08 p.m., Resident C indicated the CNAs don't use the pivot device
when transferring her. At the same time, the wheels on the resident's bed were observed to be in the locked
position, and the locking mechanism was functional.

During an interview, on 8/20/24 at 1:05 p.m., the Maintenance Director indicated he had only been working at
the facility for a few weeks. In that time, he had been notified of and repaired one bed lock. He indicated
often the lock pins sheer off due to the beds being so old. He would repair any that would be brought to his
attention by a work order.

During an interview, on 8/20/24 at 2:27 p.m., the DON indicated the resident was a 2-person transfer. On
some days she would be strong enough for 1 person to assist her. The staff no longer used the pivot device
because the resident was not steady enough to use the device safely. She was not aware about concerns
that the beds were not locking appropriately.

During a telephone interview, on 8/20/24 at 2:59 p.m., Certified Occupational Therapy Assistant (COTA) 9
indicated the therapy staff had trained the nursing staff on use of the Pivot Disk. However, the resident would
only allow the therapy staff to use the device on her. She was fearful about allowing anyone else to use the
device with her.

During an interview, on 8/20/24 at 3:28 p.m., the Administrator (ADM) indicated staff should always use the
proper number of staff designated for a resident, when transferring the resident. If the MDS assessment
indicated the resident was a two-person transfer, two persons should be used.
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F 0689 On 8/20/24 at 3:05 p.m., the ADM provided a document, dated 12/12/23, titled, Transfer & Mechanical Lifts,
and indicated it was the policy currently being used by the facility. The policy indicated, .Policy: It is the policy
Level of Harm - Minimal harm or of this facility to ensure that residents are handled and transferred safely to prevent or minimize the risk of
potential for actual harm injury and to provide and promote a safe, secure, and comfortable experience for the resident .Procedure: .5.
Handling aids may include gait belt, transfer boards, and other devices .14. Resident lifting and transferring
Residents Affected - Few will be performed according to the resident's individual plan

On 8/20/24 at 3:05 p.m., the ADM provided a document, dated July 2017, titled, Safe Lifting and Movement
of Residents, and indicated it was the policy currently used by the facility. The policy indicated, .Policy
Interpretation and Implementation .3. Nursing staff in conjunction with the rehabilitation staff, shall assess
individual residents need for transfer assistance on an ongoing basis .4. Staff responsible for direct resident
care will be trained in the use of .lifting devices

This citation relates to complaint INO0439730.
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