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initiated on 04/12/11 and conlcuded on 04/14/11, radiord Square Lare .
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statements, findings, facts, or
conclusions that form the basis for the
eged deficiency. The Center
rves the right to challenge in legal
or regulatory or administrative
ceedings the deficiency,
tements, facts, and conclusions that

by: .

Based on observation, interview, record review,
and Emergency Room report, it was determined
the facllity failed to follow the plan of care for one
(1) of four (4) sampled residents (Resident #1).
The facllity who assessed Resident #1 as at risk
for talls failed to ensure the care plan intervention
for removal of the lift pad after transfer was
implemented. On 04/02/11 at approximately 8:30
AM, Resident #1 fell out of the wheelchair and
sustained a right elbow and clavicle fracture after
Certified Nursing Assistant (CNA) #6 failed to
remave the lift pad alter she transferred Resident
#1 to the chalr. '

The findings include:

Review of the clinical record for Resident #1
revealed the facility admitied the resident on
07/05/05 with diagnoses which included a
Cerebrovascular Accldent (CVA) with Right
Hemiparesis and Severe Expressive Aphasia and
Seizer Disorder. Review of the annual Minimum

form the basis for the deficiency.”
F282

1. Resident #1 's care plan was
reviewed and updated to reflect the
current needs of the resident on
4/5/2011 by the interdisciplinary team
which includes the Director of
Nursing Services, Assistant Director
of Nursing Services, Unit Managers,
Social Services Director and
Administrator. CNA #6 is no longer
employed at the facility.

2. Current residents were reviewed by
the interdisciplinary team which
includes the Director of Nursing
Services, Assistant Director of
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F 282 | Continued From page 1 F ogn| Nursing Services, Unit Managers,
Data Set (MDS), dated 12/15/10, revealed the - Social Serwces Director and
faclilty assessed Resident #1 as a falls risk due to Administrator on or before 5/6/2011.

| cognitive score on the MDS, revealed & score of

an unsteady gait, diagnosis of seizure activity,
and a CVA with right Hemiparesis. The resident's

156 out of a possible 15 indicating Resident #1
exhlbited no cognitive impairment.

Review of the comprehensive care plan revealed
the facility had care planned the resident for risk
for falls related to unsteady gait, Seizures, and
medications that was initiated on 01/28/10.
Further review revealed Resident #1 sustanied a
fall on 03/23/11 with no evidence of added
interventions. Continued review revealed
Resident #1 sustained a fall on 03/27/11. At that
time the interventions to remove the lift pad while
in the wheelchair and Dysem to the wheelchair
were added to the care plan. Revisw of the MDS
Kardex Report, which functioned as the nurse
aide care plan, revealed an order for Dycem to
wheel chair and an Intervention to remove the lift
pad after the resldent s tranfered to the
wheelchair. Interview with the Director of Nursing
(DON), on 04/14/11 at 11:00 AM, revealed after
Resident #1's fall on 03/27/11, they had a
Performance Improvemnet (Pl) meeting and
determined the lift pad should be removed and
Dycem added to wheelchalr seat.

Revlew of the Event Investigation Record, dated
04/02/11 at 8:30 AM, revealed Resident #1 was
found by CNA #8, lying on the floor shortly after
he/she was transfered to the wheelchair, bleading
noted from the right elbow, swelling to the right
elhow, complaining of right arm pain. Further
review revealed Resident #1 was transfered to
the Emergency Room (ER). The report noted the
ER had diagnosed a right arm fracture. The

* Care plans were updated to reflect
cutrent needs of the residents on or
before 5/6/11.

3. The nursing staff was re-educated
on the falls management program and
following the care plan on or before
4/15/2011 by the Director of Nursing
Services and/or Assistant Director of
Nursing. As part of new employee
orientation a review of the CNA care
cards, care plan interventions and falls
management program will be
| completed by the Director of Nursing
~ and/or the Assistant Director of
Nursing.

|
4. The Director of Nursing Services,
Assistant Director of Nursing Services
or Administrator will review 5
residents per week for 4 weeks then
monthly for 2 months to determine
care plan reflects current resident
status and that inferventions are being
followed. The Director of Nursing
Services will report findings to
Performance Improvement Committee
meetings for three (3) months for
review and recommendations.

5. Completion date is 5/7/2011.
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record alsa noted the CNA did not follow the care
plan,

Intsrview with CNA #8, conducted by phone on
04/14/11 at 2:30 PM, revealed she cared for
Resident #1 the morning the incident occurred.
She stated she knew Resident #1 had a new
order for the iift pad to be removed, but for some
reason she forgot all about removing the lift pad.
Interview further revealed after the resldent fell,
the lift pad was still in the wheelchair. Interview
with Registered Nurse (RN) #1 conducted on
04/13/11 at 2:30 PM, revealed she was on the
floor passing medications the day Resident #1
fell. She stated she responded to the incident to
assess Resident #1 and observed the resident
lying on the fioor in front of the wheelchalir.and the
liit pad was glll in the wheelchair. interview with
the DON on 04/14/11 at 10:00 AM, revealed she
initiated an investigation after she was notified of
the fall. Interview further revealed as part of the
investigation, she interviewed CNA #6 who
reported she Knew the Ilit pad was to be removed
after the transfer, but she did not remove It

Review of the Emergency Room report, revealed
Resident #1 was sent to the Emergency Rocom
after falling out of the wheelchair. The
Emergency Room discharged Resident #1 with
the diagnoses of an acute fracture of the right
clavicle and an acute fracture of the right elbow.

Observation, on 04/12/11 at 11:10 AM and at 1:50
PM, revealed Resldent #1 had a sling to the right
arm and a large bruise to the resident's left hand.
Interview with Resident #1 conducted on 04/13/11
at 2:00 PM, confirmed on 04/02/11 CNA #6 did
not remove the lift pad after the transferring
him/her to the wheelchair.
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_| prevent accidents,

The facility must ensure that the resident
environment remains as free of accident hazards.
as Is poseible; and each resident recelves
adequate supervision and assistance devices to

This REQUIREMENT s not met as evidenced
by:

Based on observatlon interview, and record
review, policy review, and emergency room
repon, it was determined the facllity falled to
ensure the residents' environment remains as
free from accident hazards as possible and
provide adeguate supervision for one (1) of four
{4) sampled residents (Resident #1)." The facility
assessed Resident #1 as at risk for falls in 2010;
however, failed to ensure revised falls
interventions were implemented for Resident #1
in an effort to prevent accidents. Resident #1 fell
from the wheelchalir on 04/02/11 sustaining a right
elbow and clavicle (collar bone) fracture.

The findings include:

1. Review of the faclilty's Fall Management
Program, dated 01/08, revealed "Fall Prevention:
Risk of falling can be minimized by using
assessment, planning, implementing, and
evaluation process ... and the interdisciplinary
team reviews the incident to ensure appropriate
treatment, inlervantions, and root cause analysis
have been done ...".

Review of the clinical record for Resident #1,
revealed the facility admitted the resident on
07/05/05 with diagnoses which included a

reflect the current needs of the
‘resident on 4/5/2011 by the
‘interdisciplinary team which includes
. the Director of Nursing Services,

- Assistant Director of Nursing

. Services, Unit Managers, Social

- Services Director and Administrator.
i CNA #6 is no longer employed at the
' facility.

1. Resident #1 was reassessed for falls
risk by the Director of Nursing
Services on 4/4/2011. The falls care
plan was reviewed and updated to

2. Current residents at risk for falls
were reviewed by the interdisciplinary
team which includes the Director of
Nursing Services, Assistant Director
of Nursing Services, Unit Managers,
Social Services Director and
Administrator on or before 5/6/2011.
Interventions were implemented to
reflect current needs of the residents
on or before 5/6/2011.

3. The nursing staff were re-educated
on the falls management program on
or before 4/15/2011 by the Director of
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Cerebrovascular Accident (CVA) with Right Director of Nursmg. As part of new
Hemiparesis and Severe Expressive Aphasia, employee orientation a review of the
Se]ze_r Disorder, and Hypertension. CNA care cards, care plan

Review of the annual Minimum Data Set (MDS)  interventions and falls management

dated 12/15/10, revealed the facility assessed | program will be .completed by the
Resident #1 as & risk for falls due to an unsteady ‘| Director of Nursing and/or the
galt, diagnosis of seizure activity, and a CVA with Assistant Director of Nursing.

right Hemiparesis. The assessment further
revealed Resident #1 exhibited no cognitive
Impairment. Review of the comprehensive care

plan for falls initiated on 01/28/10 revealed 4. The Director of Nursing Services,

interventions which included: ensure Assistant Director of Nursing Services

Lo artices within sasy rench, roport chenges i or Administrator will review 5

ability to transfer and ambulate’ln room, abserve residents per week for 4 weeks t_hen

and report signs and symptoms of acute lliness, monthly for 2 months to determine

and medication as ordered for seizure disorder, . care plan reflects current resident

Review of th o Not od status and that interventions are being
eview of the nurses Progress Notes reveale _ :

Resident #1 foll from the wheslchair on 03/23/11. followed related to falls. The Director

Review of the falis care plan revealed the facllity of Nur31ng Services will report

mead no revision to the interventions after the fall - findings to Performance Improvement

on 03/23/11. Review of the nurses Progress ! Committee meetings for three (3)

Notes on 03/27/11 revealed Resident #1 fell from

the wheelchair and sustained an injury to the right | months for review and

eye which was detailed as severely bruised with ‘ recommendations.
moderate swelling. The note dstailed staff |
educated the resident on not leaning forward i 5. Completion date is 5/7/2011.

while in the wheelchair and calling for assistance.
Review of the comprehensive care plan revealed
the facility added, after the fall on 03/27/11,
remova the Iilt pad after transfer and add Dycem
under the resident while In the wheslchair.

Interview with Licensed Practical Nurse (LPN) #1,
on 04/12/11 at 3:25 PM, revealed she worked on
03/27/11 when Resident #1 fell. She stated new
interventions were added to the care plan for
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Dycem to be placed In the seat of the wheelchair
and for the lift pad to be removed. It was found
after Investigating the fall the resident was siiding
out of the whee! chair because the Iift pad was
slick.

Review of the MDS Kardex Report, which
functioned as the nurse aide care plan, revealed
the order for Dycem to the wheel chalr and the ilft
pad to be removed was added to the care plan
03/27M11. LPN #1 stated on 03/28/11 CNA #8 had
asked her for assistance with transferring
Reslident #1 and had to remind CNA #6 of the
order to place the Dycem in the wheel chair and
removal of the lift pad had been edded to care
plan.

Interview with the Director of Nursing (DON), on
04/14/11 &t 10:00 AM and at 11:00 AM, revealed
after Resident #1's fall on 03/27/11, they had &
Performance improvement (Pl) mesting and
determined the lift pad should be removed and
Dycem added to wheelchair seat.

Review of the nurses Progress Notes revealed
Resident #1 el from the whesichair on 04/02/11.
Review of the Event Investigation Record dated
04/02/11 at 8:30 AM, revealed Resident #1 was
found on floor at 8:30 AM, lift pad left under
resident after transfer. Bleeding noted from right
elbow, swelling noted to right elbow, end resident
complalning of right arm pain. CNA responsible
suspended pending investigation. Resident
admitted to hospital with right arm fracture.
Investigation/Causative Factors: Lift pad left in
wheel chair after transfer,

Interview with CNA #1, on 04/13/11 at 11:15 AM,
revealed she was working the day that Resident
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#1 fell and she helpad with the transfer of
Resident #1 to the wheelchair, CNA #1 revealed
that Dycem was in the seat of the wheel chair and
after the transfer, the lIit pad remained under the
resident cn top of the Dycem in the wheelchair.

interview with CNA #8, on 04/14/11 at 2:30 PM,
revealed she was assigned to Resident #1's hall
on 04/02/11 when the fall ocourred. CNA #6
further stated the Dycem was placed in the seat
of the wheel chair and the lift pad remained under
the resident on top of the Dyéem. She stated she
was aware Resident #1 had a new order for the
lift pad to be removed, but for some reason forgot
all about removing the lift pad. She confirmed
after Resident #1 fell the lift pad was still In the
wheel chair. Interview revealed that she found
the resident on the floor while she was passing
the breakfast trays. She called for the nurse, who
assessed the resident and toid her to call 811
because his/her arm was swollen.

interview with Registered Nurse {RN) #1, on
04/13/11 at 2:30 PM, revealed she was on the
floor passing medications the day Resident #1
fell. AN #1 stated CNA #6 called for assistance.
She saw Resident #1 lying on the floor in front of
the whesl| chair and the Iift pad was still in the
wheel chalr. She further stated Resident #1
would lean forward and with the pad it was easy
to slide. Further interview revealed she assessed
Resident #1 and told CNA #6 to call 911 hecause
hisfher arm was already swelling and the resident
said that he/she was in a lof of pain.

Review of the Emergency Room report, dated
04/02/11, revealed Resident #1 was diagnosed
and treated for an acute fracture of the right
elbow and clavicle.
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Observation, on 04/12/11 at 11:10 AM, revealed
Resident #1 was in bed with a sling to the right .
arm. . The Resident's left hand had a large bruise.
Observation, on 04/12/11 at 1:50 PM, revealed
Resident #1 was in a wheel chair, with a sling on
the right arm at elbow. Interview with Resident #1
conducted on 04/13/11 at 2:00 PM, revealed
he/she rememberad falling on 04/02/11 and
confirmed CNA #6 did not remove the lift pad
after the transfer to the wheeichair,
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