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The resident has the right, uniess adjudged
Incompaetent or otherwise found to be
incapecitated under the laws of the State, to

changes In care and trestment.

within 7 days after the completion of the

togol representative; and periodically re

assesament.

determined the facitity falled to-ansure the

documerntad evidence the Plan of Care was
revised to Include interventions to prevent
Teocoumence,

participate in planning care and trestment or

A comprehansive care plan must be developed

comprehensive assessment; prepared by an
interdisciplinory team, that Includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate steff in } y
diaciplines as determined by the resident’s neggs;
and, to the extent practicable, the participatiof; i'—

the reskient, the resident’s family or the resi den

revised by a team of qusiified parsons after G

This REQUlREMENT ins not met as evidonced byﬁ
Based on Interview and recdrd review, it wos

Comprehensive Plan of Care was revised for one
(1) of three {3) sampled residents (Rasldont #1),
Resident #1 sustained & brulee to the loft breast
during & whiripool bath; however, there wae no

™o | BUMMARY STATEMENT OF DEFICIENCIES (EACH DEFICIENGY v} PROVIDER'S PLAN OF CORREGTION (FPACH x8)
PREFX | MUST BE PRECEDED BY FULL REGULATORY OR L5C PREFIX | CORREOTIVE ACTION SHOULD BE CROSS- COMPLETION
TAG INENTUTYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 000 | INITIAL COMMENTS F 000 This plan of comrection constitutaes our
- : written altegation of compilance for
An Abbreviated Survey lnvutlgdlng ARC the deficlancias clied Howwever,
#XYOOD 17042 was initiated on 08/24/11 and ‘'submiesion of the Plan of Correction
concluded on 8/20/11. The allogation was s not an admission that a deficlency
substantiated with deflolencies oited. The hlghut existe or that ona was aited correctly,
acope and saverity was a “D". Thix Plan of Correction Is submitited
to mest requirements ostablished by
State and Federal law and does not
constitute scceptancoe or agresment
with any clalm or statement hevein.
F 280 | 483.20(d)(3), 483.10{k}{2)} RIGHT TO PARTICIPATE F 280 F280 RIGHT TO PARTICIPATE
88=D | PLANNINQ CARE-REVISE CP PLANNING CARE-REVISE CP

This plan of correction constitutes owr
written allogstion of compliance for
the defiolencies cited. However,
submiesion of the Plan of Correction
e not an admission that a deficlency
axists or that one was cited cormeatly.
This Plan of Correction is submitted
to meet requiraments established by
State and Federsal law and doss not
constitute scceptance or agresment
with any olaim or statement hereln.

ltls the policy of Bourbon Heigite
e LT g Home (“Bourbon Helights™) to
o ] that residents and their
f participate In the pianning

af gnd troemment and to develop
efiertions  after incidonts to
bent further reoccurmences.

Policles were roviewed and updated
on 8/23/M1 regarding comprehansive
care plans and Interventions after
incidents. Facility polioy requires that
a comprehansive care plan will ba
developed within 7 days after the
completion of the comprehensive
anseasmant. This is prepared by an
Interdisciplinary team that includes
the attending physiclan, and a

@@&W ) Wu Q- 244
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The findings include:

Raview of Resident #1°s medical record revealed
the tacility admitted the resldent with diagnoses
which included Osteopenia, Osteaporosis,
Dagenerative Ostecarthritie, and Dizziness.
Raview of the Quarterly Minimum Data Set (MDS)
Assessment dated 05/03/10 revealed the facitity
assensad the realdent as having no cognitive
impalrment, and as requiring no assistance with
transfers.

Raview of the Comprehensive Plan of Care dated
12/31/00 reveslsad the resident was at risk for
faltsfinjury due to an unsteady gait, and &

" | diagnoses of Chronto Vertigo, Panic attacks, and

Anxisty, The approaches Included assessing for
eafety sttarnatives.

Raview of the Nursing Asslstant Care Plan dated
OT/MD revealed the resident required the assistance

‘of one (1) for baths.

Review of the facliity Variance Report dated
07/11/10 revesaied Resident #1 showed Licensed
Practice Nurae (LPN) #1 herfhis left breast and
there was purple bruising noted. Further review
rewvealad the reaident complained she/he hed
recalved a whiripoo! on Friday {07/00/10) by ‘
Certified Nursing Assistant (CNA) #9, and CNA #8
had turned the whiripool chair around too close to
the whiripod! tub pols which caused the

pole to strike the resident's breast. The Report updated on 11311 to reflect
stated there was limited range of motion (ROM) to assistance of two aldes for tranmfers
the resident’'s shoulder and no swetling or of Reaident #1.

deformities were noted. Further review revealed
the section which stated; additional comments
antd/or steps to prevent resurrence was not
comploted.

Review of tha Physician’s Progress Notes dated
QT/16M10 revealed the X-Ray (comploted 07/12/10 of
the right shouider) showed remote rib fractures,
and a Grade 2 AC separstion with no fractures.
Further review reveaied the Note stated the
resident had s hematoma to the left breast

_condition, care plan

registered nurse with reaponsibiity
for tha resident among others. The
DON will monitor compliance with this
policy by reviewing sample charis on
a weekly basis. After an Incident
occure, Interventions will ba prapared
on an individual basis by the Director
of Nursing/Deaignes, Quality
Assurance Director, MD8/Care Plan
Coordinator and the Unit Coordinator,
which will trigger the review of a
patient’'s comprehensive plan for
necassary updates.

in addition, on §/26/11 en in-service
was conducted reganding the updated
policy for care plans for cfinioal staff.

As to Resident #1:

Resident M's bruise is healed.
Becausa Resident #t required the
assistance of only one nuraing
ansistant at the time of the event
training one-on-one of the nureing
sssistant involved ooourred on
T/M3M0. Training included review of
thes proper techniques for transfer as
well as a review of the scenario and
the avallable proper altematives
related to thea cara of Resident #1.
The comprehensive cere pimn was

All nursing assistant care plans and
comprehensive care plans will be
raviewad by 8/30/11 to determine if the
plans were consistent for roquired
staft specifically for one and two
peraocn assist :

Our faciiity changed to a three-part
physician order sheet on March 18,
2011  that Includes: ochange of
updates, and

secondary to trauma from the whiripool. However,
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The Physician did not think the shouider Injury was
secondary to the whiripool accident and was
unaure of tha stiology. ’

Further raview of tha Comprehemsive Plan of Care
dated 12/31/09 revealad there was no doocumanted
avidance of the whirlpoel injury and no new
approaches to prevent further injury while the
resldent was In the whiripool bath.

Interview on 08/25/11 at 4:00 PM with the DON and
the Administrator revealed they remembared
investigsting what happenod with the whiripool
chalr and had spoken to CNA #68 about the
incident. They stated CNA #6 explained the
‘resident slipped while strapped In the chair and
CNA #8 loft the room to get help instead of using
the call bell. Further Interview revealed CNA wase
disciplined for leaving thes resident alone Instead
of using the call bell for help.

Interviow on 08/26/11 at 12:40 PM with LPN #2
revealed she was the Unk Coordinator and she
and the Director of Nursing (DON) had coma to
the whiripool room after the Incident and noted
the whiripool chair was In closs proximity ta the
_pole which held the chair when the chair was
swiveled to the side. Bhe stated the resident’s
breast could have hit the pole during transfer of
the chalr Into or out of the tub if the chalr swiveled
next to the pole. Further interview revealed in
07/10 any nurse could have updated tha Plan of
Care os neaded. She stated residents only
neaded one asalst with bathing untess they hed
the tendency to ailide.

Continuad interview on 08/26/11 st 1:45 PM and
2:43 PM with the Administrator revealed the
taciiity did not implement any imerventions after
the incident to prevem further reccourrence such
&% having two (2) aldes to ansist-with a whirlpool
bath. Sha further stated an investigation was

done only to the extent of finding out what patient’'s comprshensive plan for
happened from the interview with CNA 98, necessary updates.

Further Interview on 08/20/11 at 3:00 PM with the Bubstantial compliance will be

DON, revesied she had gone to the whirpool achieved Wal11,

" by the MDS Coordinatos/Care Plan

physiolans orders. This change has
enabled Unit Coordinators, the Quality
Assurance Department, the Director
of Nureing, and the MDS Coordinstor
to have appropriste and thnely
information about the changes and
updates to all aspecte of patient care.
The procedure was reviewad to
assure that the proper physiclan order
sheeats were being uead on 8/30/11.

A= of 3/1511 every new order (s
recsived and reviewed dally by the
Directior of Nursing/Designee, Quality
Assurance Director, MDS/Care Plan
Coordinstor and the Unit Coordinator,
Care Plans are updated wih oach new
order by the nuree dally and quarterly

Coordinator as needed. The
Administrator Interviewed staff to
assure that the process ls belng
followed on S430/11.

All other Resldents:

A comprehensive oare plan will ko
developsd within 7 days after the
compietion of the comprehensive
assessment. This will be prepared by
an Interdisciplinary taam that Includes
the aftending physiclan, and a
registered nurse with responsibliity
for the regldent among othars. The
DON will monitor compliance with this
policy by reviewing sampile charte on
a weekly basls. Aftar an (Incident
occurs, interventions will be prepared
on an Individus! basls by the Director
of Nursing/Dssignee, Quality
Assurance Diregtor, MDS/Care Plan
Coordinator and the Unit Coordinator,
which will trigger the review of a
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room with CNA #8 and asked her to demonstrate
the of transferring a resident Into and out
of the tub with the whiripool chalr. She stated she
did not see anything wrong with the process.
Continued Interview revealed she did not
remember if intesventions were placed to prevent
further occurrence. After reviewing the record,
ahe stated she couid find no evidence of any
interventionas to prevent reccourrences except for
the disviplinary action with CNA #8 reinted to
teaving the resident sione in the whirlpoo! room.

¥z | 4B3.20{k}(3)(Il) BERVICES BY QUALIFIED

PERBONS/PER CARE PLAN

The astvices provided or aranged by the facliity
must be provided by qualified persons in
accordance with each resident’s written plan of
care.

This REQUIREMENT ie not met as evidenced by:

Based onh Interview and racord review it was
‘getermined the facility falled {0 ensure cara was
provided In accordance with the resident’s written
Comprehensive Plan of Care for one (1) of three
{3) sampled residents (Resident #2). The faciiity
falied to impiement the Comprehensive Plan of
Care related to transfer technique for Residont #2
resulting in a fall.

The findings Include:

Record review revealad the feciiity admitted
Resident £2 to the facliity with dlagnosas which

included a History of a Cerebral Vascular

F 262

F202 SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN -

Thie pian of commestion constitutes our
written allegation of somplianca for
the deficlencies cited. However,
submisslon of the Plan of Correction
is not an admission that a deficlency
axiste or that one was cited correctly.
This Plan of Correction ls submitted
to meet requirements established by
State and Federal law and does not
constitute accaptance of agresment
with any ¢iaim or statement herein.

it is the polioy of Bourbon Heights to
ensure residents are provided
soivices in accordance with each
resident’s written care plan.

Resident #2's Nursing Care Plan
siready reflected a two-person assist.
Tha comprehensive care plan wes
updated to reflact two-person assist
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Accident (CVA) and Parkinson's Disease. on 01611, An Insefvice was

Review of the Quarterly MDS Assessment dated conduoted on 6-24-11 for sl aldes

04/42M11 reveaied the facllity assassed ths regarding nursing basics  that
F 262 | resident as having noimpairment with cognitive Included transfer techniques and galt

skills for declsion making. Further review
revealed the facility assessad the resident ae
requiring extensive sssistance of two (2) psrsons
for transfers and as ambulating not ocourring.

Reviow of the Comprehensive Plan of Care dated
01/18/11 revesated the resident waa at risk for
njury related to falls sacondary to dlagnosas of
CVA with Hemiplegia and Parkinson's Discase.
The approaches inoluded; using a gait belt with
the asslet of one (1) to two (2) when assleting

with transfers and ambulation.

Review of the Nursing Assistant Care Plan dated
0811 revealed an intervention for the asslstance
of two (2) and a gait beit to transfer.

Raview of the Resldent Fall Varlance Natns
revealed the resident feil on 05/04/11 at 7/18 PM.
Further review revealed, upon tranafer the CNA
did not have = galt belt on and the resident
became wesk and had to be sased to the floor.
The approaches included an inservics regarding
gait beit use and two (2) assist.

' Interview on D&/20/11 at 3:00 PM with CNA #8

revealed she transforred the resident on 080411
dus to the resldents request to go to the
bathroom. She stailed she checked the Nurea
Alde Care Plan at the beginning of the ahift and
was awara the resident required a two (2] pareon
transfer; however, it was very hectic on the unit,
and the resident stated hoev/hie legs were feeling

‘| good. She further atated she did not think to get

a galt bett pricr to transfer and the resident
started o go down during the trensfer and was
eaned to the floor. :

Interview on 8/20/11 at 2:30 PM with LPN A3
who was assignad to the resident at the time of
the fall on 08/20/41, revealed she did rounds

during the shift to ensure care was provided which

_ belt use.

Alf nursing assistant oare plans and
comprehensive care plans will be
reviewed by 8/30/11 to assure that the
plans were consimtant for the number
of staff required for assists, for gait
belt use, Pians were also checied to
assurs they were consistent in
regards to one and two person assist.
Qalt beltas are required to be used.

All Employess ara checked for galit
belt possassion end usage on weekly
walk through of the faciity by Quality
Assurance Commitive staff. “Check
offs” of all nursing assiatante were
conducted on August 22nd, 2041 and
August 237, 2011 as to proper
tranefer taechnique and care lIft usage.
Nureing Aseistant Care pians will be
reviewed and updated by the oare
plan team during quarterly care plan
mestings . along with the
Comprehensive Cara Plan. Nursing
Asngistant Care plane will be updated
:lually as changes ocour by the Unit
urae.

To ensure continuad compliance, the
Nursing Assistant Care Plan will be
reviewed by the unit coordinator
nurse monthly for accuracy and
conalstency with the Compreheneive
Care Plan. :

As to Resident &2, when her legs
became waak, resident was lowered
to floor. Staft was re-educated
regarding use of gait belts on 8/20/11
and conaslstency with the
Comprehensive Care Plan,
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included observing for transfer technique. : All other Residents:
She stated it was a busy night when CNA #5
incommectly transferred Resident #2; however, the Bourbon Heights will ensure residants
aide shoulkd have used the approptiste teohnique are provided services in accordance
as per the Nurase Alde Care Plan. with each resident’s written care plan.

The Nursing Assistant Gare Plan wili
be reviewed by the unit coordinator
nurse monthly for accuracy and
acnsistancy with the Comprehensive
Care Plan.

Substantial compliance will ba
achleved /30411,
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HAZARDS/SUPERVISIONVDEVICES

The facility must ensure that the reakient
environment remaina as fres of accidant hezards
as la possibie; and each resident recelves
sdequate supervision snd assistance davices to
presaent accidents. :

This REQUIREMENT i not met as evidenced by:

ACCIDENT/HAZARDBIBUPERVISION/
DEVICES

This plan of cetrection congtiiutas our
written alegstion of compliance for
the deficlenciss cited. However,
submission of the Plan of Carrection
is not an admission that a deficiency
exists or that one was cited correctly.
‘Thia Plan of Correction ls submitted -
to meect requirements established by
State and Federal law and does not
constitute agoeptance or agreement

.with any clairn or statemant hereln.

SUMMARY BTATEMENT OF DEFICIENCIEB {EACH DEFICIENCY iD PROVICER'S PLAN OF CORRECTION (EACH o) -
m MUGT BE PRECEDED BY PULL REGULATORY ORLSG PREFIX | CORRECTIVE ACTION SHOULD BE CROSS- COMPLETION
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DEMICIENCY)
Faz3 | 483.25(h) FREE OF ACGIDENT F323 - | F323 FREE OF

ased on interview and record review it was
detarmined the facility failed to ensure each
reakdent received adequate auparvision to
prevent accidants for two (2) of three (3) sampled
rasidente (Resident #1 and #2).

Resident #1 sustained a bruloe to the left breast
during & whirlpoo! bath. There was no
documented evidence of a thorough investigation
to identily the causative factor tor the injury, in
order to implement Interventions to prevent
further injuries. '

Resident #2 sustained a fall reisted to Improper
transafer technique.

The finding & include:

Review of the AccidentAncident Investigation
Folicy dated 03/04 revealed s Varlance Report
waa to be compieted on all accidents or inaidents
where theve was an injury or the potential to result
In Injury to Include brulees. Further review
revesiad an investigation was to be conducted to
ensure that the recident’s safoty was not
Jeopardized. Continuad raview revealed the
licensad nurse’s were to inttiate snd complete
Varlance Reporia and the Director of Nursing
{DON) was to reviow each case and bring to the

it is the policy of Bourbon Heights to
ensure that sll residents remain as
free of accidont hazards as s
poasible, and each realdont recelves
adequate suparvision and assistance
devices to prevant acclidents,

Resldent #1’s brulse is healed. The
Btaff member recaived one an one
education on propar use of whirlipool
and chair. ’

On 7/13/11 staft ware sducated on
proper transfer tachnique for Resident
#1 on day of event.

1 ANl Nursing Assistant Care Plans and

Comprehsnsive Care Plans wers
reviewed on W30/11 for acouracy and
coneistency regarding Interventions
and changes to the Resident's current
status.

In service training was conductad by
Quality Assurance Director and her
ansistant for all direct care staff. All
staff were evaluated using a chack-of?
skill tool on August 22™, 2011 and
August 23rd, 2041,

daily Quality Assurance (QA) committes meeatings
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o socess and identry any trends and establish
methods to prevent future ococurrences,

1.Record review ravealed the faciiity admitted
Resident ¥, on 10/02/08, with diagnoses which
included Ostecpenis, Qsteoporosis, Degenerative
Osteoarthritie, Dizziness, and Arteriosclerotic
Heart Dissass (ASHD). Review of the Querterly

- Minimum Data Set (MDS) Asaessmennt dated

05/03/10 reveaied the facliity assessed the
resident as having no impairment in cognitive
skills for declsion making, snd as requiring no
assistance with transfers.

Review of the Comprehensive Plan of Care dated
12/31/09 revealed the resident was at risk for falle/
injury due to unsteady galt, and diagnoses of
Chronlo Vertigo, Panio attacke, and Anxiety.

The Intervertione included assessing for safety
altornatives,

| Review of the Nursing Assistant Cam Pian dated

07/10 revesled the resident was to have the
assistance of one {1) for baths.

Review of the facliity Varlanos Report dated.
07/11/10 revesied Resident #1 showed Licensed
Practical Nurss {LPN) #1 her/his jeft breast and
purple brulsing was noted. The Report stated the
residant complained sha/he had recsived a :
whirpool on Friday 07/09/10 by Certified Nursing
Assistant (CNA) #8, and CNA #8 had turned the
whiripool ahair around too close to the whirtpooi
tub pole causing the pole to strike the resident's
breast. Further review revealed there was limited
range of motion (ROM) to the shouider and no
sweiling or deformities were noted. Continued
reviaw revealed the section which statad;
additional comments and/or steps to prevent
recurrence was not completed.

Review of tha Nurse's Note dated 7/11/10 ot
€:30 AM revealed the resident's left braaat was
brulssd purple with surrounding green, and the
resident complainad of right shoulder pain.

Review of the X-Ray Report dated 07412110

The Comprehensive Care Plans and
the Nursing Assietant Care Plans
waere updated on 0/30/11 to reflect
incraamed agsist upon resident
deoline, '

To snsure éonﬂnucd compliancs,
variance re will ba completed
and Investigated on all injurles and

bruising per Tacility poticy.

Our faolltty changed to a three-patt
physician ordar ehest on March 18,
2011 that Includes: ochange of
condition, care plan updstes, and
physiclane orders. This change has
ensbled unlt coordinatars, the quallty
sssurance depariment, Director of
Nursing, and the MDS Coordinator to
have appropriste and timely
Information about the knowiedge of
changes and updates to all aspects of
patient care. .

All nurses were sducated on
complating variance reports and
given guidelines to follow in an in-
service treining on 8-16-11.

All variance reports will be formally
investigated se to the causative
factors by QA director, D rector of
Nursing/designes, and Administrator.
Appropriste Interventions will be put
into place on B/30/11.

Al other Residents:

Variance reparts wiil be compieted
and investigeted on sll injuries and
brulsing per facility polioy.

Our faciiity changed fo a three-part
physiolan order sheet on March 18,
2011 that (Includes: changs of
ocondition, care plan updstes, and
physiclans orders. This change has
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reveated; Impressions: Grade two (2) Acromio
Glavicular (AC) separation with Degenersative
Joint Disease changas and Multiple Right Rib
fractures which wers age Indeterminate.

Review of the Physician'e Progress Notes dated
07/18/10 revealed the X-Ray showad remota rib
fractures, and a Grade 2 AC separation with no
tractures. Further review revealed tho Nobe
stated the resident had a hematoma to the left
breast secondary to trauma from the whirpool.
Continued review revaaied the Physiclan stated
he did not think the shouider Injury was
secondary to the whirlpool accldent and was
unsure of the eticlogy.

Further review of the Plan of Care, datod
12/31/09, revealed there was no dooumented
avidance of tha whirlpool Injury and no hew
interventions to pravent further injury while the
realdent was In the whiripool bath.

Review of a Disciplinary Warning Notice for CNA
#8 revealed CNA ¥#8 laft the resident in the
whiripool room unattended which could have led
to a serious acolient. Further review roveaied the
CNA wae suspended for threse days and

would be placed back In arientation for a week.

Interview was attempted with CNA #8 who no
tonger worked at the facllity; howevar, was
unsuccessful.

Interview, onh 08/25/11 at 4:00 PM, with the
Director of Nursing (DON) and the Adminlstrator
revealed they remembered investigating what
happened with the whirtpool chair and had
spoken to CNA #8 who no longer worked there.
They stated the CNA explained the resident
slipped whils strapped in the chair. Further
Interview revealed CNA #8 laft the room to get
help when the resident started to slide inwtead of
using the ol bell. Continued Interview reveaaled
CNA #8 was disciplined for leaving the resident
alone instead of using the call bell for help.

Interview, on 08/28/11 at 2:30 PM, with LPN #1

. achieved 8/30/11,

enabled unit coordinators, the quality
assurance department, Director of
Nursing, and the MDS Coordinator to
have appropriate and  timely
information about the knowledge of
changes and updetes to all aspects of
patient care.

Substantial compliance will be
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Who was asvigned to Resident Wi, revealed staff
was to stay with residents while they were in the
whiripool bath, and one person could ausist the
residentis onae they were transferred to the
whiripool chalr with the etrap around the walat
She stated she was unaware of how Resident #1
became injured during the whiripoo! bath,

Interview, on 03720/11 at 42:40 PM, with LPN &2
revealed she was the Uinit Coordinator and had
come to the whiripool roam with the Director of
Nursing (DON) after the incident and noted the
whiripool chait was In ciose proximity to the pole
which held the chalr when the chalr was swivelod
to the elde. She stated the resident’s breast could
have possibly hit the pole during transfer of the
chalr into or out of the tub H the chair swiveled
mext to the pole. Continued interview revealed In
07/10 any nuree could have updated the Plan of
Care an needed. ,

Further interview, on 08/20/11 at 1:45 PM and
2:45 PM, with the Administrator revealed the
facllity did nat do anything different after the
incident to prevent further reccourrance such as
having two (2) aides to asslet with a whiripoot
bath. She stated an Investigation wae done only
to the entent of finding out what happened from
the Intervisw with CNA #, Further interview
reveated ahe had no doocumented evidence of a
statemeant or Interview from CNA #8 and no
documented evidenca adminietration had
interviewed the resident reiated to the Incldent.

Further interviow, on 08729/11 at 3:00 PM, with

the DON rovealed she had gone to the whirlpool
room with CNA #0 and asked her to demonstrate
the process of transferring a resident into and out
of the tub with the whiripool chair. She stated she
did not see anything wrong with the process
excapt for leaving the resident alone in the
whiripool room. Continued interview revealed she
did not remember if interventions were placed to
prevent further occurrence. Aftar reviewing the -
record, st stated she could find no evidence of
any Intsrventions to prevent recccurrence aexcapt
for the disciplinary action with CNA #8.
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2. Record review reveaiad the facllity admitted
Resident #2 to the faclity with disgnoses which
included a History of a Cerebral Vascular
Accident (CVA) and Paridnecn's Disease.
Review of the Quarterly MDS Assessment dated
04/12/11 revealed the faclity assessad the
restdent as having no Impairment with cognitive:
skills for decision making. Further review
revesied the faciiity assessed the resident ez
requiring extenalve aasistance of two (2) persons
for transfors and a8 being non-ambulstory.

Review of the Comprehensive Plan of Care,

dated 0118/11, revealed the rasidont was at risk
for Injury related to falls. The interveritions
inciuded one (1) to two (2) persons and a goit

belt when assisting with tranefers and ambulsation.

Review of the Nursing Assistant Care Plan dated
05/14 revealed the resident required the
assistanae of two (2) and a galt beit to transfer.

Review of the Nurse’s Notes dated 08/04/11 at
7:16 PM revealed, upon fransfer from tha recliner
to the bed, tha CNA aseiated the resident to the
floor duse to weakness with no injury noted.

Review of the Resident Fall Variance Notes
revealed the resident austained a fall on 08204/
at 7:18 PM. The description of the inoldent
{cause of the fall) revesled, upon transfer the
CNA did not have a geit befit on and the resident
became weak and had to be sased to the floor.
The interventions inchuded an inservice regarding
galt beit use and two (2) asalst.

interview, on 08/20/11 at 3:00 PM, with CNA #§
revealed she had transferred tihe resident on
2/04/11 whan the rssident was neading to go to
the bathroom. She stated sha checked the Nurse
Alde Care Plan st the baginning of the shift for a
refersnce and was aware the resident required a
two (2) person transfer; howevar, it was very
hectic on the unit, and the resident atated her/his
legs were feeling good. She stated she did not

think to get @ gait beit prior to transfer and the

11
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resident started to go down during the transfer
and wag eased to the flaor.

Intarview, on 08/20/11 st 2:30 PM, with LPN #3

who was assigned to the resident at the time of
the fall on 08/26/11, revealed she did rounde
during the shift to ensure care was provided
which Included observing for transfer technique as
per the Nurse Aide Care Plan.
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