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Z;“S REQUIREMENT Is not met as evidenced forth in the foliowing plan of
323-G correction. The following plan

: of correction constitutes the
Based on Observation, resident interview, staff center’s all egation of

interview, record review, and hospital records the

facility falied to use the mechanical lift during compliance. All alieged

transfer which resulted in Injury for 1 of 3 sampled deficiencies cited have been or

residents (Resident #1) reviewed for accidents. _ will be completed by the dates

Findings include: indicated.

Resldant #1 was originally admitted to the facility F323 How corrective action

on 5/1/06 and readmitted on 08/27/12 with will be accomplished for each |

diagnoses that included, Cerabral Palsy, . ‘:

Quadriplegia, Obesity, Ostecarthritls of hips and resident found to have been :’

knees, Lumbar Sacral Spondylosis. affected by the deficient |
, practice — i

revealed Resldant #1 was totally dependent hos pit al for further evaluation |

upon, and required the assistance of two staff

members for transfers. The MDS further and treatment due to a Complamtf

identified the resident as being cognitively intact, of right knee pain (01/17/13), .

. s }

A review of Resident #1's Care Plan dated ':ReSld.ent # 1.-e'tumed to facility I
in an immobilizer and a

8/28/12 ravealad the resident had a Care Plan for

3
Aclivities of daily Living (ADL). The Care Plan diagnosis of right fractured |
!

femur, Completion 03/01/2013

UPPUER REPRESENTATIVE'S SIGNATURE TETLE (X6} DATE

Adenindoctn 03/65/13

Any deficlencyStatement endifig with an asterisk {*} denntas a deficiancy which the institution may be excused from comrecting providing It s determined {hat

other safeguards provide suficient profaction lo the patienls , {See Inslructions.) Except for nursing homes, the findings slated above are disclosable 90 days
foffowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disciosable 14

days following the dale these documents are made avallable lo the facility, 1f deficlencles are cited, an approved plan of correction Is requisite lo conlinued

program participaiion.
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indicated the resldent required assistance wilh
ADL's with inlerventions that included the use of a
machanical lift for Resident #1's transfer needs.

A review of the Physica) Therapy Evaluation for
Resldent #1 dated 8/29/12 revealed Resident
#1's functiona! status as dependent far bed
mobility. The Physical Therapy Evalualion further
Indicated the resident was dependent with
transfers with a Hoyer lift.

A Progress Note dated 1/16/13 at 11:52pm was
reviewed as written by Nurse #3. Tha Nurse's
note stated that she was cailed to the resident ' s
room by & Nurse Aid (NA). The nola Included,
»Asked whal happened, funidentified NA] stated,

also Indicated that the NA told the nurse that
Resident #1 coutd stand and that the NA said she
and another NA had walked the resident to bed.
The note futther stated the NA reperied 2 “pop
sound from the resident's leg" when they were
lifted onto her bed. The Progress Note further
revealed that Residant #1 continued fo report her
right leg was hurting and swelling was observed.
The Progress Note Indicated the physician was
notified of Resident #1's Injury and Resldent #1
was sent to the Emergency Room for evaluation.

Review of the incident report dated 1/16/13
revealed Rasldent #1 sustained an injury during a
transfer. The Incldent report indicated Nurse #3
was called to Resident #1's room by NA#2, NA
#2 heard a pop sound when assisting (Resident
#1) to bed. The incldent report fudher Indicated
{Resident #1) stated her right knee was huring
"really bad” and the resident thought il was
broken, The Incidant report Identified the restdent

'did you know {Resident #1] can walk.' " The note -

How corrective action will be
accomplished for those
residents having the potential
to be affected by the same -
deficient practice -

All residents that currently use a
hoyer lift have been assessed for
appropriate seating and hoyer
pad use by Therapy Director to
validate that the same or similar
event will not re-occur.

Nursing Staff will be educated
by the Staff Development
Coordinator on contacting the
nurse for direction on any
resident that uses a Hoyer lift
and the Hoyer lift is unavailable
or situation prevents the use of
Hovyer lift. The licensed Nurse
will make decisions on transfers
of residents that would require a
deviation from the care plan.

CNA #2 and CNA #3 will be
observed on patient transfers by
SDC, DON or Therapist
beginning 1/25/13 2X weekly
for 2 weeks, then 1X weekly X
4 weeks, 1X monthly X 3

months.
Completion date: 03/01/2013
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as baing alert at the time of the incident.

A review of Resldent #1's hospital record reveal
radiology report dated #/17/13 indicatad Resldent
#1 had an acute displaced spiral type fracture of
the left distal femur above the knee. Hospital
records further revealed Resldent #1's bones
appeared Osteopenic and muscular atrophy was
noted. Emergency Room physicians
Recommendalions indicated a posterior splint,
pain control and follow up due to patient's stalus
and history of cerebral palsy and being
non-ambulatory.

An Intsrview conducted on 1/26/13 at 2:50pm with
Nurse #1 revealad Resident #1 was an alert and
criented resident who could communicate her
wants and needs. Nurse #1 Indicated that the
resident was transferred by mecharical lift.
Nurse #1 further stated that & mechanical iift was
used to transfer the resident from bed to chair
and 2 staif had to be present to use the
mechanlcat lift. Nurse revealed the residsnt's
legs did not bend and her body was very stiff.
Resldent #1 requlred total assistance from staff
to complete most ADL's (activities of Daily living).
Nurse #1 further stated that she had always
observad staff transfer the resident using a
mechanical lift.

An interview conducted on 1/29/13 at 3:10pm with
Resident #1 revealed she requested assistance
from NA #1 to get into bad, Resident#1 stated
that NA #3 came In with NA #1 but the two NAs
were unable to get the machanical lift pad from

up under the resident {o position It for lift with the
lift. Resident#1 revealed that the NAs told
Resldent #1 that there was a rumor that she

Measures to be put in place or
systemic changes made to
ensure practice will not
re-oceur -

New Nursing employees will be
in-serviced on contacting the
nurse for direction on any
resident that uses a Hoyer lift
and the Hoyer lift is unavailable
or situation prevents the use of
Hoyer lift. The licensed Nurse-
will make decisions on transfers
of residents that would require a
deviation from the care plan, 2
C.N.A’s and 2 Licensed Nurses
will be questioned about the
correct process (contacting the

resident that uses a Hoyer lift
and the Hoyer lift is unavailable
ot situation prevents the use of |
Hoyer lift. The licensed Nurse -
will make decisions on transfers ,f
of residents that would require a
deviation from the care plan) 2X !
weekly X2 weeks, then 1X ’
weekly X 4 weeks, then monthly
X1 ;
Completion date: 03/01/13
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could walk, which Resident #1 denied. Resident
#1 stated, "They (NA#2 and NA#3) trlad leaning
me forward and tried getting It (the lift pad) from
under my legs and they couldn't get it" Resident
#1 sald NA#2 and NA #3 put the wheelchair
close to the bed, stood her up on her legs and
pivoled Resident #1 onto the bed by holding the
resident up under her arms. Resident#1 stated a
pop was heard when NA #2 and NA #3 stood her
up on her feet fo pivot and a second pop whila NA
#2 positioned the resident's legs In bed. Resldent
#1 revealed that until that day she was always
transferrad from chalr to bed by the mechanical
i d

An Interview conductad on 1/30/13 at 3:53pm with
NA #3 revealed that Resident #1 was supposed *
to be fransferred by mechanical iR, NA#3
revaaled on 1/16/12, she and two other NA
transferred Resident #1 from the wheslchalr to
the bed. NA#3 indicated NA#1 requested
asslstance with putting Resident #1 to bed but
they were unable to get the mechanical lift pad
from under Resident #1. NA#3 revealed with the
additionat assistance of NA #2 the mechanlcat lift
pad still could not be positioned under the
reskdent properly. NA#3 slated we asked
Resident #1 if she could transfer with the
assistance of two people. NA#3 Indicated
Resident #1 statad that she would attempt to
fransfer. NA#3 said she {NA#3) got under ons
arm and NA#2 got under another arm and fited
Resident #1 and transferred her to the bed with
the NAs bearing all of Resident #1's waight. NA#
3 stated Resident #1's feet never touched the
ground during the transfer. NA#3 stated sha did
not hear a pop during the transfer.
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How facility will monitor
corrective action(s) to ensure
deficient practice will not re-
occur-

2 C.N.A’s and 2 Licensed

Nurses will be questioned about
the correct process (contacting
the nurse for direction on any
resident that uses a Hoyer lift
and the Hoyer lift is unavailable
or situation prevents the use of
Hoyer lift. The licensed Nurse
will make decisions on transfers
of residents that would require a
deviation from the care plan) 2X
weekly X2 weeks, then 1X
weekly X 4 weeks, then monthly !
X1. ‘

The Director of Nursing will
report results of questionnaire
and transfer observations with
CNA #2 and CNA #3 to the
weekly Quality Assurance Risk
Management meeting X 4 weeks
and Quarterly Quality Assurance
meeting X1 for further problem
resolution,

Completion date: 03/01/13
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An Interview conducted on 1/30/13 at 4;17pm with
Nursing Assistant (NA#2) revealed on 111813 NA
#1 needad halp putting Resident #1 in bad. NA#2
revealed the NA' s were unable to gat pad from
under resident due to resident’s elsctronic
wheelchair baing too small for the resldent and no
room belng available {o put another mechanical
lift pad under the rasident. Resldent #1 was
persistent about wanting {o get info bed, NA#2
stated, "We (NA#2 and NA#3) declded touse a
two parson fransfer”. NA#2 revealed NA#2 and
NA#3 grabbed Resident #1 under her arms, bore
most of the welght and positioned the resident
into bed, NA #2 stated the resident’s feet never hit
the ground during the transfer. Following the
transfer, NA#2 heard a pop while positioning
resident legs in the bed. NA#2 stated Resident
#1 stated that her knee was hurting. NA#2 sald
she lold the nurse about Resldent #1's knee was
hurting after a pop was heard while positioning
rasldent legs in bed,

An interview conducted on 1/31/13 at 3:00pm with
Nurse#2, Nurse #2 indicated that NA #1
revealed NA #2 and NA #3 had transferred
Resldent #1 withowt the requirad machanical hft.
Nurse #2 siated Resident #1 shoukd never be
moved without a machanical fift. Nurse #1 lold
Nurse #2 that NA #2 stated that Resident #1
could walk, Nurse #2 stated Resident #4
ravealed NA#2 and NA #3 stood Resident #1 and
put her In the bad, Nurse #2 said Resldent #1
aiso revealaed NA #2 and NA #3 did not use the
machanicat iift.

An interview conducted on 1/31/13 at 3;22pm wilh
Nursing Assistant (NA#1) revealed on 1/16/13
Resident #1 raguesied to getintobed. NA#1
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indicated she was aware that Resident #1 used a
machanical lift for iransfers, NA #1 Indicated NA
#3 attempled to assist inlllally but the pad was
under the resident and could not be refrieved. NA
#3 got NA#2 for additional assistancs to retrieve
the pad from under the resident. NA#1 slated
the resident was sitting on the pari of the pad that
wenl around the resident’s shoulders. NA#1
revealed a daclslon was made that NA #2 and NA
#3 would transfer Resident#1. NA#1 stated that
the chalr was positioned as close fo the bed as
possible and NA#2 and NA#3 transferred
Residant #1 to bed. NA{#1 Indicated the
resident’s feat never hit the ground during the
transfer. NA#1 slaled she did not hear a pop
during the transfer of Resident #1. NA#1 further
revesled that she had left the room to altend to
another resident while NA #2 was positioning
Resident #1 in the bad.

An interview conducled on 2/1/13 at 1:30pm with
Nurse #3 revealed the resldent was heard to yell
from down the hall as if in pain on 1/16/13. Nurse
#3 Indicated NA #2 sald to her, 'did you know
{Resident #1) can walk?' Nurse #3 revealad
Resident #1 had never bean obsarved to walk
and was transferred by machanical lift only.
Nurse #3 further revealed that NA#1, NA#2, and
NA #3 assisted the residant with the transfer.
Nurse #3 stated that the residant communicated
that her knee was hurling. Nurse #3 further
indicated Resident#1 also revealad NA #2 and
NA#3 stood the resident up on her fest and
pivoted the resident info the bad, Nurse #3
indicated that she contacted the Doclor and ER
for the residant to be transfarred due to the paln
the residentwas in, Nurse #1 staled Resldant's
leg appeared to be broken,
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