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Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Complaint # (AR 740) was substantiated, all or in part, with these findings: Based on observation, record review, and

interview, the facility failed to ensure atransfer was conducted with a mechanical lift and two-person assistance in

accordance with the resident's assessed and care planned needs to prevent accidents/ injuries; failed to ensure staff

reported to licensed nursing staff when an incident with injury occurred during an improper transfer to allow alicensed

nurse to assess the resident for injury and possible treatment needs prior to moving the resident; and failed to ensure

after being informed of the incident, licensed nursing staff communicated the information to the physician, administration, and the
oncoming shift, which resulted in adelay of treatment and an ongoing risk of exacerbation of the injury for 1

(Resident #1) of 3 (Residents #1, #2 and #3) sampled residents who required a mechanical lift for transfer. This failed

practice resulted in past noncompliance at the level of actual harm, which caused or could have caused serious harm,

injury, or death to Resident #1, who sustained a spiral [MEDICAL CONDITION] tibia and fibulawhen staff conducted a
one-person manua transfer, then placed the resident back in the bed without informing alicensed nurse of an injury

sustained during the transfer. The failed practice also had the potential to cause more than minimal harm to 11 residents

who required a 2-person transfer with the use of a mechanical lift at the time of the incident, as documented on alist

provided by the Director of Nursing on 6/30/2020 at 10:00 am. The facility removed the Immediate Jeopardy and corrected

the failed practices on 5/15/2020, prior to the survey entrance date. The Administrator was notified of the past

noncompliance condition 6/30/2020 at 1:25 p.m. The findings are: 1. Resident #1 had [DIAGNOSES REDACTED].; had functional
limitation in range of motion on one side of the lower extremities; and had one fall without injury since admission. a. The Care Plan
dated 3/24/19 documented, .The resident has an ADL (activities of daily living) self-care performance deficit r/t (related to) Dementia
. Atrisk for fals . Transfer . Requires total assist (assistance) (times) 2 using a mechanical lift with purple trim lift pad . (uses a Geri
chair for locomotion) . b. A facility Incident Report dated 5/12/2020 at 12:33

p.m. for Resident #1 documented, . Resident was flopping her right leg on Geri chair and bumped on metal braces . Immediate action
. Resident put to bed and ice applied . Sheep skin applied to chair . c. A Nurses Note dated 5/13/2020 at 18:19

(6:19 p.m.) documented, .2 (Two) Tylenol given for moderate pain . d. A Nurses Noted dated 5/13/2020 at 22:57 (10:57 p.m.)
documented, .[MEDICATION NAME] 50 mg (milligrams) given for pain . e. A Nurses Note dated 5/13/2020 at 23:57 (11:57 p.m.)
documented, .Resident moaning in pain when [MEDICATION NAME] given. Ice pack applied to right ankle for swelling . f. A
Witness Statement dated 5/14/2020 at 2:45 p.m. and signed by CNA #1 documented, . | transferred (Resident #1) from her

chair to the bed. When | started to roll her, she was saying that it hurt when | moved her leg, so | rolled her back and

saw that it looked like something was poking out under her skin on her leg, so | told my nurse to come look &t it because | wasn't sure
what it was . g. A Nurses Note dated 5/14/2020 at 19:01 (7:01 p.m.) documented, .Right leg is swollen, anice

pack applied . h. A Nurses Note dated 5/15/2020 at 0400 (4:00 a.m.) documented, .Right ankle swollen. Ice pack applied.

Some bruising noted to ankle and shin . i. A Nurses Note dated 5/15/2020 at 12:43 (a.m.) documented, .Right ankle swollen.

X-ray ordered . j. A Radiology Report dated 5/15/20 documented, .There is a spiral [MEDICAL CONDITION] tibial diaphysis
with mild anterior and lateral displacement . Thereis minimally displaced [MEDICAL CONDITION] malleolus. Impression . 1.
Mildly displaced spiral [MEDICAL CONDITION] tibiawithout extension into thetibial plafond . 2. Minimally displaced
[MEDICAL CONDITION] malleolus . 3. Osteopenia. k. A Witness Statement dated 5/15/2020 at 1430 (2:30 p.m.) and signed by
Licensed Practical Nurse (LPN) #1 documented, .CNA came to writer and states, 'Can you look at (Resident #1)? Her boneis
sticking out of her skin." When | entered patient room, she (the resident) (was) lying in bed. Right shin had asmall

quarter-size area that was soft to touch. No bruising present to area. Tender to touch. CNA states, 'l| don't know what

happened.' . |. The Care Plan with arevised date of 5/28/2020 documented, .(Resident) has fracture of right lower leg . m. On
6/1/2020 at 4:18 p.m., the Director of Nursing was asked, Did you witness the resident flopping in her chair? She

stated, Y es. She was asked, How did the resident receive a spiral fracture from hitting leg on the chair? She stated, Well, she didn't.
When | got the report, | started asking questions, and found out a CNA (Certified Nursing Assistant)

transferred her by herself when she was a two-person assist (assistance). | suspended her and terminated her. She was

asked, Did you do a Reportable to the Office of Long-Term Care? She stated, | didn't do one because | know what happened.

n. On 6/2/2020 at 11:10 am., CNA #1 was notified by telephone and was asked, Was (Resident #1) atwo-person transfer? She
stated, Yes, that is what they said. She was asked, What happened to (Resident #1)? She stated, She is alwaysin bed when

we come on shift. Shewastired and not acting herself. After supper | just went in to put her to bed. | stood her pivoted

her and put her on the bed. She did not say anything or make any sound until | rolled her toward the wall, and that's when

she said it hurt. She was asked, Did you fill out a Witness Statement? She stated, | did afew days later when they asked

for it. She was asked, Do you remember what day? She stated, No. She was asked, When were you terminated? She stated, The
CNA Coordinator called me in on the 19th (5/19/2020). 2. The facility removed the Immediate Jeopardy and corrected the

failed practices on 5/15/2020 when the facility implemented the following: a The Director of Nursing conducted two staff
in-services on 5/15/20. The first in-service documented, .See attached list of residents on lifts. Thein-service included an attached
handout which documented, .How to view resident Care Plan in POC (Plan of Care) . (Thisin-serviceincluded a

Staff Signature Sheet to indicate staff in attendance.) The second in-service dated 5/15/2020 documented, .How to Use a

Lift . (Thisin-service included a mechanical lift check-sheet and a Staff Signature Sheet was attached to indicate staff

in attendance). b. A facility Employee Memorandum dated 5/19/2020 documented, .CNA #1 didn't follow the Care Plan. She
transferred (Resident #1) by hand instead of using lift. Resident was on alift pad and the Care Plan is on the CNA Kiosk . When
asked if the resident was on the lift pad she said, "Yes." Thisimproper transfer resulted in twisted resident legs

causing afracture . Suspension of 3 days. Termination . c. The Director of Nursing performed individual CNA Skills/
Competency Check-Offswith all CNAs regarding the use of mechanical lifts from 5/20/2020 through 6/26/2020. d. On 6/30/2020 at
12:30 p.m., the Administrator was asked, Was thisinjury discussed and addressed in your Quality Assurance (QA) meeting? She
stated, Y es. She was asked for a copy of that documentation, and she stated, | don't think | am allowed to give that,

but | can ask the Nurse Consultant.
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