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F 000 INITIAL COMMENTS F 000 ' :
' An Abbreviated Survey investigating compliant
KYD0020345 was conducted GBS through
082113, KYOE}QQO:*@ was substantiated with E Comaction does not constitute am
related deficlencies cited. The highast scope and | admission of or agresment with the !
sgvarity was a "G" with an apporturilty o carrect, : facts and conciusions swt forth on the
F 2827 483.20{k}3)(H) SERVICES BY QUALIFIED F 282 survey report . Qur plan of correction

g35-3 PERSONS/PER CARE PLAN
i .
The services provided or arranged by the faciilty
must be pravided by qualified persans in
| accordance with each resident’s written plan of
care,

{

( ; .
This REQUIREMENT is nat met as evidenced

. by:

' Basad on interview and record review, it was
determined the facility failed o ensure services

| wara provided by the facility in accordance with
gach resident's :j;ﬁtan Plan of Carg for one {1} 4f 77—
thrae (3) sampled residents (Rasidant #1).

| Resident #1 was care planned as having a
physical functioning deficit refated 1o mobliity
impairmant and had an iftervention to utilize a

; padded foot rest with protatilve bolsters to Ihe

top the leg rest whan the resident was upina |
wheeichair. On 04/2513, Resident #1 suffered -
right leg distai tibia spiral fracture when Resident
#1's right foot was outside of the foot positioning
assistive device and got caught on the outside

! door facing when prapelled, by Ihe Certified i

Is prepared and axecuted as means to
continually imprave the quaiily of care
and to comply with all appilcable state
and federal reguiatory requiremeyrts,

F282a@

o cti Ta

At the time of the accident , Resident #}
id have a care planned for use of a
“protective foot cradle as an intervention
to keep histher feet safely on wheelchair.
The care plan intervention is dated as -
@a&d on 09/07/2012. The device was
.0 place on the wheelchair as the
comprebensive plan of care and CNA
care record indicated on (4-25-13, the
date of accident. Resident #1 was sent to
the hospital promptly after accident and
. retwtied (o the facility the next day,
4/26/13 with a cast on her right leg. Due
to & change in condition the Care Plan
was updated to reflect the change.
Howaver, a foot cradle was still provided
as the CNA care record indicated. The

s
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Nursing Assistant (CNA) via whaelchair through care plan has been updated to reflect the
. the daorway of the resident's roam, : current changes on her plan of care.
The findings include: | : ;
i .
_ TIME (x0) DATE

LK T Qca.;ww ¥ Bas’s

Any deficiency sixtemam anding with an asterisk {*) Benoles a deficiancy which the ingtitdon may be axcused from coiracting providing it ts determined that

other Sataguards provide sufclent prolecion to the
wirgy the dats of survey whather or nol a pian of correction is provided.
# fatiowing the date Inese documents are mada
prograny particlpation

L
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F 282 Continued From page 1 Fz82 Identification of Othar Realdgnts with
é Potential tr B Affactnd.
interview, on 06/21/13 at 8:10 AM, with the All in house residents with a DX of
" Executive Director revealed the facility did not Mental Retardation,. Seizure Disorder,
have policies on care plans and as a practive did lower extremity paralysis, involuntary or
nol use policies, but inslead used the genlers for " uncontrolled movement and severely
' i Medicaid iCe iti impai ; ; :
Reguiations snd plovided e vor ke sttt Dgpicvely impaired were identified by
. Regulations and p guices fo ¥ DNS to be potentially affected by the
i . . ) ) alleged  deficient practice. 1t was
Review of Resq:jent E1's medical record revaalf?:d ; determined that only 13 other residents
the faciiity admitted the resident on 08/31/11 with ' A
th nitte met the criteria.  RNAC and ADNS
diagnoses which included Downs Syntirome, reviewed  those sident’
Ostecarthrosis (a progressive degenerative jaint condition and lw =N g ,, Surent
- disease). Seizure Disorder, Anxiety Disorder, and 1hon ang care plans on ~21-12 and
Non-Alzheimer's Dementia. Review of the ' found all plans of care 1o be appropriate, |
. Quarterly Minimum Data Set (MDS) Regident Additionally all in house residents care
Assessment and Care Screening, dated plans were reviewed for adequacy by the
( 02/20/13, revealed the facillty assessed Resident Resident Assessment Coordinator, this
- #1 as rarely/never able 1o make themselves : wis completed on July 13, 2013. DNS
understood or understood others and had interviewed CNA and Nurses regarding
. severgly impaired cognitive skills. Continued Care Plans and CNA Care Records to f
" review of ihe MDS. under Functional Status, determine  thair understanding  and
reveaied Resident #1 was assessed as knowledge of their responsibility for. |
- norrambulatory and needing extensive Emphasis was given on following Plans -
assistance fram staff for transfers and of Care. Documented reeducation of
lacomotion. Under mobilily devices, the nursing staff was completed on 08/01/13
" assessment indicated the resident usad a whee by DNS and DCE.
chair for mobility. " Education included Importance of
" Continued review or Resident#1's medical record felium‘nlg the Ca.rc Plans a“d, r_qe"'ded
reveaied the resident was care planned as havirg | supervision required toA&ssm this 13 dons
. & physical functioning deficit related to mobility as well as the systemic change t6 hold
fmpatrment. Review of the Comprehensive Plan them accountable. Residemt Assessment
of Cars, undated but according to interview was Coordinators  responsible  for  the
: the care plan in effect for Resident #1 on comprehensive plan of care completed Te-
04125113, revealed an intervention to utilize a education on July 15, 2013. Clinical Start,
_ padded fool rest with protective boisters to the Up {CSU) meeting is held daily to review
‘top 01|’ ltr“:e lerg) rests wherni the resident was upin a all new orders and update care plans
wheelchair, -
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: accordingly, IDT attends to discuss
Interview, on 06/21/13 at 11:00 AM, with the MDS changes in conditions that eccur between
. Coordinator revealed the purpose of the care plan quarterly updates. Al'l merbers have been
was to guide care. The MDS Coordinatar stated reeducated on their role during this |
. Resident #1's feet werg unabie to reach the meeting, Education was completed on |
" wheeichair foot pedals so the padded foot rest July 12, 2013. The IDT cobsists of the |
: {padded contoured leg trough) was ordered 1o DNB, ADNS, Social Worker, Activities, |
keep the resident's lsgsfAgel in position while in Dietary, RNACs, and Therapy. ‘
+ the wheelchair. She said the inlerventicn to '
ytilize the padded fool rest with protective ;
¢ boisters to the top of the leg rests when upin ihe
wheelchair was listed under the resident's
- ambulation care plan.
a Systemic Changes:
Interview, on 672113 a1 10:35 AM, with Licensed
Practical Nurse (LPN) #1 revealed the resident Accountability Form which includes
. had involuntary jerky movements at times and CNA signatures verifying they have read
" thought Residert #1's foot cradle device the CNA care record and noted am ;
y
. (gontoured leg trough) was for positicning and the ch has been revised to Mclude th ;
“safety of the resident. LPN #1 stated the use of anges has fevised o mode the
 the foot cradie was something normally put o the Supervising muwrses initials, thus holding
" cara pian $o staff knew about it especially the them accountable for making ro_unds o !
murse assistanls. She further stated, after review see that the care plans are followed.
¢ of the aide care plan, the foot cradle was listed. CNA care records are to be brought to the
Clinical Start Up meeting daily 10 assure
- Further réview of Resident #1's medical record they are updated accordingly.
revealed on 04/25/13 a Change of Condition
: Progress Note, limed 2:45 PM, which siated staff -
was taking Resident #1 1o hisher room {via ! Monitoring;
. whesichair) and Ihe resident threw his/her right - - Weekly care plans will be audited by
" leg over the wheeichair pedal {contoured leg , DNS for 4 weeks, then monthly times 3
traugh dawcg) and staff was unaware (the right months t¢  assure compliance s
leg was oulside), The Nole indicaled the maintained. Accountability Form will be
_resident’s right lower extremity became caught monitored daily for signatures and
between the wheelchair pedal and door frame. appropriate follow-up will be done if
_ Further review of the Note revealed staff stated needed.
| they heard a pop and the resident began 1o yell
_out.
|
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Cinterview, an 06/20/13 at 2:10 PM and on

(2113 at 10015 AM and 2:35 PM, with CNA #2

' reveajed she observed Resident #1 had his/her
right leg outside of the wheeichair's leg
positioning device, al times, when the resident
wag fn the dinning room. ONA #2 explained she

* had not told anyane, because she thought
everyone knew about it. The CNA further stated
she had never sean tha resldent mave his/her
feet out of the positioning device. When asked
abaut the event an 04/25/13, she stated prior to
transporting the resident back to his/her room,

- from the dinning rowm she noticed the resident’s
right leg was out of the pesiticn device and sha

. put the leg back into the positioning device. She

“further slaled she was pushing the wheeichair, .

. and CNA #5 was with her, and during the ’

“lransport from the diring room and tha docrway

. the resident’s right leg had completely come out

* of the positioning device. She revaalzd she had
not noticed the leg oul hecause she had just pul
his/her right fool back inta the positioning device,

_But as she went into the resident's room the front
of the right tennis shoe caught the auter door
facing and his/er right leg twisted. She further

. stated she thought the accident was avoidable,

" but she was nol aware the resident's foot had

, flapped out of the device.

Interview, on 06/21/13 at 8:45 AM, with CNA #1
“ revedled they received training on the use of the
faot cradie positioning device (contoured leg

t troughy; it sat on the wheel chair foot rest and the
purpose was to keep the resident's feet in place.
The CNA stated she would watch to make sure
Resident #1 would not move his/her faet out of
the foot cradie when fransporting the resident in

i

Sumemaries of Care Plan Audils will be
submitted to the monthly QA Commitiee

to gnsure compliance and for follow-up, §
reedad, The  Quaiiy  Assurance
Committee Members include bt i not i
iimited to the following: Executive Direclor,
Medical Director, Director of Nursing,
Assistant Director of Nursing, Direclor of
Fducation, Social Worker, Director of
Housekeeping/Laundry,  Director  of
Maintenanca, Director of Activities, Rehab |
Manager, Director of Admissions, and
Business (Office Manager.

Correctlon Cate: August 2, 2013 I
o
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Continued From page 4 F 282,
the wheelchair. The CNA further stated she had

observed the resident’s leg being cutside of the

positaning device when the residert wes seated

- in hisfher wheelchair at the dining room tabie, but

had not observed the residert move his/har fest

- out of the positioning device when transporting

the resident.

Interview, on 06/21/13 at 1:10 FM, with the MDS
Cuordinator revealed the care plan at the time of
the event (04/25M1 3} inciuded the intervertion to
ytilize the padded foot rest with protective
bolsters when the resident was up in the
wheelghair, She stated the resident's feet were
supposed to be in the padded foot rest device
and if Resident #1°s (right) foot was cutside of the
foot rest device. staff was not following the care
plan,

- Interview, on 06/21/13 at 11:40 AM, with the

Directar of Nursing Services (DNS) revealed
Resident #1 had conditions which could impact
his/her safety, a seizure disorder and severe
mental retardation, and had involuntary startie
reflax movements when sitting. She stated the

. pogilioning devices were to help keap the

resident in & corredt position and keep his/her

feet safe. In addition, the IDNS stated # she had

known the resident was moving his/her foot out of

the cradis device that would have been care

planned for the resident's safety.

483.25(h} FREE OF ACCIDENT F 323
HAZARDSISUPERVISION/DEVICES

- The facility must ensure that the resident

envirfeniment remains as free of accident harards -
as is possibie; and each resident receives

adegquate supervision and assislance devices i

FORM CMS-Z557102-9%) Pravious Versions Clivsolste Event 10 QMTZIY Facliy 10 100152
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prevent ccidents.
Correctlon does not constituta an

admission of or agreement with the
facts and conclualons sot farth on thu
survey repurt.  Our Plan of correction
is propared and executed as 3 means
to continually improve the quality of
care and to comply with all applicabie

This REQUIREME&T is not met as evidenced state and federai mguiamgy
Based on observation, interview, and record : . requirements.
review, it was determined the facility failed to F323 G
ensure an environsment that is free from accident | Corrective  Actions  for Targeted

. hazards over which the facility has contral and Residents

" falled to lo provide supervision and assistive ; On  04/25/13, day of the accident,
devices to each resident 1o prevent aceidents for Resident #1 did have the protective foot i
one (1} of three {3) sampled residents (Resident tolster cradle on her wheelchair ag

( #1}). On 04/25/13, Resident #1 suifered a a right : written on her care plan that was initiated

leg distal tibia spiral fracture during wheelchair on 09-07-2012. Resident #1 was éem o

transport, by Certiffed Nursing Assistant (CNA)
#2. Resident #1's right fool was outside of the

- foot positioning assistive device, provided by the |
facility, andt gol caught on the cutside door facing
when being propelled, by the CNA, at #n angle |

the hospital promptly after accident and
returned to the facility the next day, 04-
26-13 with a cast on her right leg
Resident #1 was reassessed for changes

- through the dearway of the resident’s room. ' | specific to  physical, mental and
f psychosocial changes. Cast care, transfer
- The findirigs include: and positioning changes were given to
: . _ direct care givers. Pain Assessment
_interview, on 08/21/13 at 8:10 AM, with the : fevealed no pain requiring narcotic
- Executive Directar revealed the facility did rat ; : analgesic ordered upon readmission.
have policias on care plans or accidents and as a : Foot cradle on wheelchair remains for
. practice did not to use policles, but instead used | proper positioning of lower extremities
“the Centers for Medicare ard Medicaid Services when up in wheelchair. Monitoring of
(CMS} Regulations and provided guides for their foot placement while in wheelchair has
staff, been added.

. Observation, on O8/20/13 it 8:30 AM and 11:00
AM, revealed Resident #1 had a beiow the knee
- cast to his/her right lower extremity and a

FORM CMS-2067102:93) Previous Versions Obsolets Evant 13 GMT21H Facisty I0: 100152 1 contimumiion sheet Page 6 of t5
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wheeglchair with a padded foot board devige.

- Review of Resident #1's medical record revealed .
the facliity admitied the resident on 08/31/11 with

: dlagnoses which included Downs Syndrome,

- Osteparthrosts (a progressive degenerative joint

~ disease), Selzure Disorder, Anxiety Disorder, and ;

* Non-Aizheimer's Dementia.

Review of the Quarterly Minimum Data Set

(M5} Assessment and Care Screening, dated

02/20/13, revealed the facility assessed Resident

#1 as rarelyinever abig i make themssives

i uniderstood or undarstood others and had
severely Impaired cognitive skills. Under the

 MDS Functional Status, the resident was
assessed as non-ambulatory and needing

- exlensive assistance from staff for transfers and
lacomotion. Undar mobility devices the resident

, used a wheel chair,

+

Continued review or Resident#1's medical record |

! revealed the resident was care planned as having
a physical furctioning deficit related 1o mability

, impalrment. Review of the Comprehensive Plan
of Care (Undated but according to interview was
the care plan in effect forResident #1 on

" 04/25/13) revealed an intervention fo utllize a
padded foat rest with protective balsters to the
top of the leg rests when the resident was up in a
whegichair. '

Further review of Resident #1's medical record
. revealed on 04/25/13 a change of Candition :
' Progress Nole, timed 2:45 PM, which slated staff |
. was taiing the resident 1o his/er room (via
i wheelchair} and the residen threw his/her right
. leg ever the wheelchair pedal (contoured leg
i .

(X410 SUMMARY STATEMENT OF DEFICIENGIES 10
PREFIX {EACH QEFICIEMNCY MUST BE PRECEOEQ BY FULL PREFX {EACH CORRECTIVE AGTION SHOULG 88 COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) YAG CROSS-REFERENGED TO THE APPROPRIATE CATE
: GEFCENCY)
F 323  Continued From page 6 F 323 Identification_of Other Resldents with

Potential to Be tod:

All residents have the potential to be
affected by this alleped deficient practice
related to assistive devices in order to
prevent accidents,

Syatemic Changes:

The Director of Nursing immediately
started education with the nursing staff on
April 25, 2013 regarding safety while
transporting  residents  throughout  the
facility. Reeducation on "Stop and Watch
Poliey" (A in house program directing
any staff member 1o report important
changes found while caring for residents)
and Safety in transporting residents
throughout the facility was completed by
the Director of Education on §7-15-13. A
weekly audit tool was developed |
specifically to observe staff twamsporting
residents throughout the facility,

Additionally, an Environmental Safety
Inspection Checklist which includes-
General Safety related o resident care
areas, ie, call lights, bed locks, safety
rails, W/C and geri chairs, 02 storage,
Spills, Resident Lifting and Tranfers e
Gait belt use, Mechanical Lift, Slings
Electrical Safety, cords, outlets, ete,
Chemical safety, Hazardous items out of
reach, PPE use, Sharps safety, Fire safety,
Smoking, Security Alarms, Elopemen
prevention, Water temperatures, Adaptive
Equipment ,
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_ cast tha right lower extremity,

fraem.

-

~Interview, on 06/20/13 at 2:10 PM and 08/21/13
,at 10:15 AM and 2:35 PM, with CNA #2 revealed ¢
she abserved Resident #1 had his/her rightieg .
. oulside of the whesichair's leg positioning device,
at times, when the resident was in the dinning
Croom, CNA#2 explained she had not told
_anyone, because she thought everyone knew
“aboutit. The CNA further staled she had never

. became caught betwesn the whegichair pedal

" and door frame of his/her room. Further review
of the Note revealed staff siated they heard a pop
"and the resident began lo yell cut. Anather
progress Note, on 04/25M 3 at 250 PM, revealed
Emergency Medical Sarvices transporied ihe

: resident to the Hospital Emargency Raorm.

i Review of tha History and Physical (H&P], dated
| 04425113, from the hospital revealed imaging
* x-ray of the right lower extremity demonstrated a |
spirgd fracture of the distal third of the tibia shaft,
" Tha H&P noted tha resident got histher legs stuck
between a wheelchair and the wall, The H&P ;
" Indicated Orthopedics was to see the patient and

. Revigw of one of the facility's medical aquipment |

 catalogs, revealed the foot rest device uged by

. Resident #1 on 04/25/13 was a padded

" contoured leg Irough which attached 1o the
wheelchair foot rest with straps. Observation, on .
08/21/13 at 2:35 PM, of tha same type of fool

, rest, only tith shorter sides, revealed the device
had raised padded sideswhich extended up from

. the base at legast e¢ight (8) inches high and apen

t
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trough device) and staff was unaware. The Nota ‘ Monitoring:
"indicated the resident’s right lower extramf ) . .
t gh d nity The Administrator and  Assigned

members of Nursing Managemenl Team
(DCE, ADNS, DNS, RNACs) will
complete  Environmental safety audits
weekly x 4 weeks, then monthly x 3 or as
Quality Assurance Committee assigns to
ensure compliance. The Environmental
safity list is alse included with the
nursing daily rounds, All nurses on all
shifts are responsible to note any listed
areas of concern and notify Management
Tearn imunediately. The list is available
with their report sheets. The Transport
Safety Audit Tool includes random
observation of residents being transpuorted
in W/C, shower chairs, Geri chairs
throughowt the building. All members of
the IDT are responsible for completing
this audit as assigned. Members of 1DT
inglude DNS, ADNS, Social Worker,
Activities, Therapy, Dietary and RNACS,
Findings are turned into the Administrator
after completion. The Transport Safety
Audit will be completed weekly for 4
weeks, then monthly times 3 or as Quality
Assurance Committees directs to ensure
compliance. Timely correction of areas of
concern will be completed by the
appropriate discipline. Maintenance has a
separate Safety Audit lists that complies
with regulation focluding preventative
maintenance and water temperatures eic.
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seen the resident move hisiher feet out of the
 positioning device. When asked about the event
- on (4/25/13, she stated prior (o transporting the
restdent rack to his/her room, from the dinning
room, she put the resident's leg back In the
. positioning device. She further stated she was
pushing the wheelchair, and CNA #5 was with
her, and durinig the transport from the dining
room and ihe doorway the resident's right leg had
completely come oul of the positioning device.
She revealed she hiad not noticed the resident’s
ieg out because she had just put his/her rght foot
¢ back intc the positioning device, but as she went
" into the roam, the resident's front right tennis
shee caught the outer ¢door facing and histher ieg
baisted. When asked #f it could have been

was gvoidable, but she was not aware the
rasidant's foot had floppad ot of the device.

“Interview, on CE/21/13 al 915 AM, with the
Clinical Education Nurse revealed they trained

. and regident safety was first and foremost. The

- Educator stated staff was 10 make sure the
resident's arms and legs were inside and was
suppose to walch the resident when transporting.

- She further stated when going through the

go straight through the doar, because there was
lgss chance of bumping into something,

| interview, on O8/20/13 at 1140 AM and on
06/21/13 at 8:35 AM, with Physical Therapy

* refiexive type movements at the time, no

#1 had a padded foat cradie position device

 avoided, the CNA stated she thought the accident |
staff on how o transport residents in & whesichair ;
" doorway with the wheeichair, they were trained 1o :

Assistant (PTA) #1 revealed Resident #1 had only

{ voluntary feg movement. PTA #1 stated Resident

(%4) 10 SUMMARY STATEMENT OF DEFICIENCIES 1 FROVIOER'S PLAN OF CORRECTION exat
PREFIX |EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX fEACH CORRECTIVE ACTION SHOULOBE COMPETION
TAG REGULATORY QRLSC IDENTIFYING INFORMATION) TALG CROSH-REFERENGED YO THE APPROPRIATE UATE
DEFIGIENCY)
F 323 Caontinued Fram page & P32y

Summary of the Audit sheets with
appropriate corrections as noted will be
reviewed in  the monthly QGuality
Assurance Committee. The Quality
Assurance Committee includes but is not
limited to: Executive Director, Medical
Director, Director of Nursing Services,
Assistamt Director of Nursing Services, |
Director of Education, Social Worker,
Director of Activities, Director of |

Maintenance, Director of |
Housekeeping/Laundry, Resident |
Assessment  Coordinators and Rehab i
Manager !

Correction Dats; August2,2013 T~ 1B
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' the wheelichair into the room, the right side of the

F 323 . Continued From page 9 : F 323

(contoured leg rough) for his/har wheel chair to

: keep the resident's legsfeet properly posilivned

and help prevent injuries when being transported.
She stated aides were shpwn how 1o put the
device on the wheeichair and how to place the
resident's legs in the device, The PTA further

+

- staled aides ware suppose 10 supervise the

residents when transporting.

During observation and interview, an 06/21/13 at

; 2:35 PM, CNA#2Z demonstralad how she

transporied Resident #1 intg roam 104 to bed one:

- {1} and the position of the resident's foat when

the accident pccurred. Observation revealed the :

. bed used by Resident #1, at the lime, was close
" to the wall by the door. CNA £2 approached the

room doorway at an angle, which brought the

" right side of the wheelchalr close to the room's

cutside door facing. The CNA stated she went
through the doorway at an angle because it

 allowed them to better position the wheelchair
, next to the side of the bed nearest the door wail.

She further skated if she look the wheelchair
straight ire the room, she would have to lift the

. back of the wheelchair in order o pivot the chair

S0 it was lurned in the position needed for the
transfer; and, it was a safety issue for her to lif

the wheeichair. When asked about maving the
end of the bed over, CNA #2 stated if the end of
the bed was moved over it allowed the wheeichair :
to go in straight withowt having to pivat the :
wheelchair. CNA ¥2 also verified when angling

foolpedal was near the Outc@:r door frame and §f
pushing straight through the door frame it {right
footpedal} was further from the door frame.

Interview, on 08/21/13 at 10:35 AM, with Licensed

?GR?A CM5-2567100-9 Brevaus Verzens Obselele Event 15 OIMT 21T Facaty it 1001527

Qe -driseed
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Practical Nurse (L PN) #1 revesled the resident

- had involuntary jerky movements at times and

thought the resident's faot cradle device

. {contoured teg trough) was for positioning and the
safety of the resident. The LPN stated the use of :

the foot cradle device was on the aide care plan.
She further stated when aides were ransferring

. residents in wheslchairs they were to supervise
" the resident's safety.

Interview, on 068/20/13 at 12:15 PM, with
Restorative Aide #1 revealed Resident #1 would

. not respond to verbal commands to move his/her
“legs, butwas sble to kick his/her legs out of the
, positioning device st times when in his/her

wheeichair. She stated she saw the resident's
legs outside of the positioning device at times,

Interview, on 0619113 at 11:40 AM and on
C6/20/13 at 1:00 PM, with Resident #1's mother

revealed the resident could not move hls/her legs

& lot but would move them outside of the
wheelchair footrest cushion (foot trough) on

~occasion. She stated the resident moved his/her
' right leg out of the positioning device. ?

Interview, on 06/20/13 at 5:15 P, with CNA #3
revealed ha had taken care of Resident #1
routinely. He stated the rasident had a padded

t foothoard device for his/her wheelchair. CNA #3

stated Resident #1 occasionally had movements

. of hisfher legs, kind of sejzure like movements,
CNA#3 further stated sometimes the resident's

legs came out of the padded faatboard device
{contoured leg trough) and his/her foaot was
outside of the device. He stated when they

' noticed the foot was outside the positioning

davice they placed the foot back into the device

Fa23
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F 323 Continued From page 11
prior to transport and when he transported the
resident in histher wheelchajr he wouid watch to
maxe sure the resident did not jerk his/her leg out
of the device. He stated whan transporting

coming out of the device. In addition, CNA #3
stated when he took the resident through

the doorway with the wheelchair. He further

: stated prior 1¢ goirg into the resident's raom with
the wheelchayr, they would move the foot of the

~ bed away from the door so they wers ahte to

* position the wheelchair next to the bed after
entering.

Interview, an 06/21/13 at &46 AM, with CNA #1
revealed they received training on the use of the
foot cradle positioning device: it sat on the wheal
chair foot rest and the purpose was to keep the

s resident’s feet in place. CNA #1 stated they
would make sure Resident #1's feet were in the

. foot cradle prior to transporting the residen in the
whaelchair and the resident had never moved
his/her leg out of the device when she

| trangported the resident. CNA #1 further stated

- of the positioning device when ths resident was

" seated in his/har wheelchair at the dining room
table. She stated she was working on 04/25/13
whien the accident happened and heard the
resident crying out, She further stated the aides

{CNA#2 and CNA #5) reported when they were

" transporting the resident through the doar (to
his/har room) the resident threw hig/her leg

outside of the foot cradle and the resident's foot
hit the door facing.

Interview, on 06/21/13 at 9:25 AM. with CNA #5

. Resident #1. he could not recall the rasident's leg :

- doorway in his/her room he went straight through ;

she had observed the resident's leg being outside ;

F 323
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: revealed when they transported a resident in
his/her wheelchair they were suppose to make

- sire the residents were back in the chair, their
feet werg on the foot pedals {if on), and thair
arms ware inside. She stated they did not want

- the residents to get hurt, the number one priority

. when transporting a resident was their safety.
Shes further stated Resident #1 had a cantoured
leg trough on his/her wheelchair and they had

. been trained how and why it was used. CNA #5

“reported! she felt the device helped, but at times
the resident's legs were outside the device and
they had to make sure hig/her iegs were ingide
the device when transporting, She stated she

. was not sure if the resident's leg movement wag

* voluntary or involuntary, She further revealed

. they (CNA #2 and herself) were transporting

- put the resident's foot back inside the contoured
“and somewhere between the dinning room table

right fogt came out of the device, CNA #§ stated
she was walking behind CMNA #2 so she did not
see the foot out of the cradie, but heard it (the
faot) hit the door facing and told the other CNA
what happensd, Continued interview with CNA
#5 revealed when they took Resident #1 through

- the doorway fo his/her they entered at an angle
and not straight through the door, She stated

. because the resident's bed was near the door,
thay went at an angle to get the wheelchair
between the bed and wall in order to ransfer the
resident from the wheelchair to the hed.

Further interview, on 06/21/13 a1 1,15 PM, with
"PTA#1 revesled if staff was aware the rosidernt's
- feet were coming out of the “foot cradla” device

Rasident #1 to his/her rpom on 04/25/13 and had
leg trough on his/her wheelchalr prior to transport

and the door frame to his/her room the resident's

F 323
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, moving histher foot out of the cradle device jt

F 323 Continued From page 13 F323

she would have expected them to have lat

~ therapy know so they could have assessad the

situation to determine if another device may have :

. kept the resident's feet positioned properly ir the
- wheeaichair.

Interview, on 0&/21/13 at 2:50 PM, with Physical

- Therapist (PT) #1 revesled he had not worked
. Much with Resident #1, nut was awsre the

resident had a padded foot cradle aosition device
{contoured leg trough) for the wheal chair which
was used to Keep his/her feet in olace, PT #1
Stated if the resident's leg was moving out of the
positioning device it put the resident's leg in an

" unsafe position, FPhysical Therapy should have

beer notified to assess the situation to Sed what

. could be more effective for Resident #1.

Interview, on G6/21/13 at 11:40 AM. with the
Director of Nursing Services {DNS) revealed
Resident #1 had canditions which could impact

. his/her safety, @ seizure disorder and severe
~mental retardation, and had involy ntary startle

reflex movements when sitting. She stated the
positioning devices were to help keep the
resident in correct position and keep histher feat
safe. The DNS also stated during transport of a
resident, In his/her wheelchalr, staff was suppose

. to supervise the resident to make sure the

rasident's arms and legs were in the wheelchair
and look for obstacles In the way. She further
stated If staff was aware Resident #1's feet were
coming out of the foot cradle device she would
have expacted $taff to let someone like the

' Charge Nurse know, who then could have
-discussed the issue with Therapy. In addition, the

DINS stated if she had known the resident Was
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would have been care planned for the resident's
safely. Continuad interview with the DNS
reveésled she felt the event was an accident. She
stated the CNAs called her over after the event
and told her the resident had kicked his/her foot
out of the positioning device as they were going
through the door. She stated the CNA had
backed the wheelchair away from the door prior
“to her coming over. She further stated she
assessed the leg and stayed with the resident ;
" until they got her positioned correctly in bed, while
other nurges called the ambulance. The DNS ‘
. stated she was informed, by the CNAs, they had
* angled the wheelchair in order to get the chair to
the side of the bed. she would not expect them to
go through the door al an angle.
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PROVIDER'S PLAN OF CORRECTION.

. faclity shail:
i 2. Be provided by qualiffed persans in

Based on Interview and record review, It was
deterinined tha facility faled to ensure services

. werre provided by the facility in accordance with

! sach residant’s written Plan of Care for one (1) of

' three (3) sampled regidants (Resident #1),
Residant #1 was care planned as having a

. physical funclioning deficht related to mobility

¢ impairment and had an intervention to utlize a

i padded foot rest with protective bolsters to the

* top the leg rast when thgresident wag upin a
wheaglchair, On 04/25/13, Resldant #1 suffered a

i #1's right foot was outside of the foot positioning

! door facing when propelled, by the Certified

- Nursing Assistant {TNA) via whealchale through
the dourway of the resident’s room.

- The findings include:

right leg distal tibia spiral fracture whan Resident |

| asslative device and got caught on the outside ™

(24} 1) SUMMARY STATEMENT OF DEFICIENCIES o i (X%}
BEEFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL PREFEX (EACH CORRECTIVE ACTION SHOULTY BE | COMBLETE
Fass REGULATCRY (IR LSC IDENTFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPIIATE OATE
N Gm}i INITIAL COMMENTS - NOGD .
A Complaint Burvey investigating KY00020345
was condiicted 06/19/13 through 08/21/13,
- KY00020345 was substantiated with related
' deficiencies cited. ! . Correction does not conatitute an |
admissian of or agresment with the -
N 194 902 KAR 20:300-7(4}{c)2. Section 7. Resident | N194 facts and conclusions sat forth on the
| Assessment ; survey report . Qur plan of correction
: ! Is prepared and executed as means to
" (4) Comprehansive cara plans. ! continuaily Improve the quality of care
{c) The servicas provided or atranged by the ‘ and to comply with all appilcable state

accordanca with aach resident's written plar of . N34
: C.al‘&. i ! c T i
 This requitement Is nat mat as evidenced by: Bagidents;

and feders] regulatory requiraments,

At the time of the accident | Resident #1
did have a care planned for use of a
protective foot cradle &3 an intervention
to keep his/ber feet salely on wheelchair,
The care plan intervention is dated as
initiated on 09/07/2012. The device was
in place on the wheelchair as the
comprehensive plan of care and CNA
care record indicated on 04-25-13, the
date of accident. Resident #1 was sent to
the hospital promptly after accident and
returned to the facility the mext day,
4/26/13 with u cast an her right leg, Dus |
to a change in condition the Care Plan °
was updated to reflect the change.
However, a foat cradle was stifl provided
as the CNA care record indicated.  The
care plan has been updated to reflect the

: current changss on hee ploa of can.
" Interview, on 08/21413 at 8:10 AM, with the ‘
Executive Director reveaied the facifity did not
have policias on care plans and as a practice did !
: forn :)—c‘a_ I <end-in F:D LaedeT e (¥8) DATE
LABURATORY CIRECTOR'S (R PROVIDER/SUFPLER REPRESENTATIVE'S SIGNATURE Very “Yivan o & Rt o o f‘ /f'/.?éﬁ
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N 194 Continued From page 1 C N84 ; Identification of Other Residents with

- not use policigs, but instead used the Centers for | f mﬁ% )

. Medicare and Medicald Services (CMS) , All in house residents with a DX of

" Regulations and provided guides for their staff, Mental Retardation,. Seizure Disorder, .

; lower extremity paralysis, involuntary or
Review of Resident #1's medical recerd revealed uncontrolled movement and severely !
the facility admitted the resident on 08/31/11 with ; i cognitively impaired were identified by |

- diagnoses which included Downs Syndrome, : : DNS to be potentially affecied by the l

. Osteocartbrosis (# progressive degenerative joint ! ? alleged deficient practice. It was |
disease), Seizure Disorder, Anxiety Disorder, and i ! determined that only 13 other residents

: Ne}n-Alzheir?'uer's Uementia, Review of the : i met the criteriz. RNAC and ADNS
C}uartez‘iy Minimum Data Set (MGS) Rasident 5 ; reviewed those resident's current
Assessment and Care Screening, dated : 5 condition and care plans on 6-21-12 and
D2/20113, revealed the facility assessed Resident ! found all plans of care to be appropriate.

: #7 gs rarelyinever able to make memstalv_es : : Additionally éu in house residents care

; understood or understood others and had i ; lans were reviewed for adequacy by the

' severely impalred cognitve skills. Continued | Resident Assessment Coordinater.” thi

+ review of the MDS, under Functional Status, : 2013. DNS

_ revealed Resident #1 was assessed as ; ! was completed on July 15, 2013. DI

' nen-ambulatory and needing extensive j ! mterviewed CNA and Nurses regarding

© assistance from staff for transfers anc ! ! Care P'Ians and_ CNA Care R‘securds to
locometion. Under mobility devices, the i determine  their understanding  and

- assessment Indicated the resident used a whesl ! knowledge of their responsibility for. '

i chair for mobility. 4 | Emphasis was given on following Plans

! ; of Care. Documented reeducation of
Conlinued review or Resident#1's medical racord | ? nursing staff was completed on 08/61/13

. fevealed the resident was care planned as having | by NS and DCE,

a physical functioning deficit related to mobility | ) Education included Importance of

: ir;&;éalnnenté I::;igw of tbaé&omﬂrehensiva Plan | : following the Care Plans and Needed

. of Care, unda ut according to interview was | ‘ .- ; . -

' the care olan in effect for Resi?ient #1 on : ' ! :p;?;':; ;:u?:etoims?mmmg ?10?5 '

- 0412613, revealed an intervention 1o utilize a I them ac untab!y Ri'g?ﬁc ¢ ‘Ee © "
padded foot rest with protective bolsters to the | ; ™ acco €. hesi ‘Tu ssessment

top of the leg rests when the resident wasupina ! i Emrdmam? responsible  for  the |

- wheelchair, comprehensive plan of care completed re-

’ ? ; education on July 15, 2013, Clinical Start,

+ Interview, on 06/21/13 at 11:00 AM, with the MDS ; ; Up (CSU) meeting is held daily to review

Coordinator revealed the purpose of the care plan | | all mew orders and updste care plans

was to guide care. The MDS Coordinator stated ' i

Resident #1's feet were unable to reach the :

. wheelchair foot pedals so the padded foot rest : 5
STATE FORM #iog GMT21H ¥ contnuation shoel 2of 14
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keep the resident's legs/feet in position whiie in
: the wheelchair. She said the intervention to

changes in conditions that occur between

410 .
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N 184 Continued From page 2 P N9
added contoured leg trough) was ordered to | ; . .
(padde &g trough) | i accordingly. IDT attends to discuss
1
,F

utilize the padded foot rest with protective :
" bolsters to the top of the leg rests when up in the
_ wheelchair was listed under the resident's ;
ambulation care plan.

Interview, on 08/21/13 at 10:35 AM, with Licensed;
Practical Nurse (LPN) #1 revealed the resident
had inveluntary jerky movements at timas and
" thought Residant #1's foot cradle device i
, {contoured leg trough) was for positioning and the |
 safely of the resident. LPN #1 stated tha use of |
the foot cradle was something normally put on the!
care plan so staff knew albout it especially the
' nurse assistants. She further stated, after review |
of the aide care plan, the foot cradle was listed, ’;

i
F
I
|

Further review of Resident #1's medical record |
revealed on 04/25/13 a Change of Gondition

. Progress Note, timed 2:45 PM, which stated staff

' was taking Resident #1 to his/her raom (via

. wheelchair} and the resident threw hisfher right

" leg over the wheelchair pedal (contoured leg
trough davice) and staff was unaware (the right

" leg was outside). The Note indicated the

~ residant's right lower extremity became caught

- between the wheelchair pedal and door frame, |
Further review of the Note revealed staff stated

' they heard a pop and the resident began to el [
out,

. Interview, on 06/20/13 at 210 M and on
FOB/21/13 at 10:15 AM and 2:35 PM, with CNA #2
. revealed she observed Resident #1 had his/her

- right leg outside of the wheelchair's leg

. Pasitioning device, at imes, when the resident

- was in the dinning room. CNA #2 explained she
. had not told anysne, because she thaught

quarterly updates, All members have been
reeducated on their role during this
meeting. Education was completed on
July 12, 2013, The IDT counsists of the
DINS, ADNS, Social Worker, Activities,
Dietary, RNACs, and Therapy.

Systemle Changes:

Accountability Form  which  includes
CNA sigpatures verifying they have read
the CNA care record and noted any !
changes has been revised to include the |
supervising purses initials, thus holding
them accountable for making rounds to
see that the care plans are followed,

CNA care records are to he brought to the
Clinical Start Up meeting daily to assure
they are updated accordingly.

Meonitoring:

Weekly care plans will be audited by
IINS for 4 weeks, then monthly times 3
months  to  assure  compliance s
maintained. Accountsbility Form will be
monitored daily for signatures and
appropriate follow.up will be dome if
needed,
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gveryong knew about it. The CNA further stated
she had never seen the resident move histher |
" feet out of the positioning device. When asked | ;
about the event on 04/25M1 3, she stated prior to ,
transporting the resident back to histher room, ‘
from the dinning room she noticed the rasident's
right leg was out of the position device and she
put the leg back into the positioning device. She |
. further stated she was pushing the wheelchair,
~and CNA #5 was with her, and during the
transport from the dining room and the doorway |
. the resident's right leg had completely come out |
of the positioning device. She revealed she had i
not noticed the leg out because she had just put |
 his/her right foot back into the positioning device,
but as she went into the resident's room the front :
of the right tennis shoe caught the outer door ]
- facing and his/her right leg twisted. She further :
stated ghe thought the accident was avoidable,
but she wasg not aware the resident's foot had '
. flopped out of the device.

: Summaries of Care Flan Audits will be
j submitied to the monthly QA Committee
‘ to ensure compliance and for follow-up,
; i needed, The Quality  Assurance
;’ Gommittee Members include but is not
! i limited to the following: Executive Director,
Medical Director, Cirector of Mursing,
Assistant Director of Nursing, Directar of
Education, Social Worker, Director of
Housekeeping/Laundry, Oirgctor  of
Maintenance, Uirector of Activities, Rehab
Manager, Oirector of Admissions, and
Business Office Manager.

Carrection Date: August 2, 2013 %"Mj

Interview, on 06/21/13 at 8:45 AM, with CHA #1
revealed they receivad training on the use of the
¢ foot cradle positioning device (contoured leg
" treugh); iksat on the whee! chair foot rest and the
purpose was to keep the resident's feet in place, :
~ The CNA stated she would watch to make sure
- Resident #1 would not move his/her feetout of |
 the foot cradle when transporting the resident in !
the wheelchair. The CNA further stated she had
- observed the resident’s leg being outside of the
. positioning device when the resident was seated
irt his/her wheelchair at the dining room table, but |
had not observed the resident move his/her feet
- out of the positioning device when transporting i
the: resident. :

 Interview, on 06/21/13 at 1:10 PM, with the MDS |

- Coordinator revealed the care plan at the time of |
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the event (04/25/13) included the intervention to | f'

" utilize the paddsd foot rest with protective : ‘
bolsters when the resident was up in the Corrgetion does not constitute an
wheelchair. She stated the resident's feet were | : admigsion of or agreement with the
supposed to be in the padded foot rest device ] facts and conctusions set forth on the ;

- and if Resident #1's (right} foot was outside of the | i survey report.  Qur Plan of correction |
foot rest device, staff was not following the care | | '3 prepared and executed as a means |

. plan. i : te continually Improv_e tha quallty of |

i i care and to comply with atl applicable

 Interview, on 06/21/13 at 11:40 AM, with the | state and  federal  regulatory

Birector of Nursing Services (DNS) revealed [ ! requirements.

Resident #1 had conditions which could impact | : N 220

histher safety, 2 seizure disorder and severe ! i Corrective __Actions  for  Tardeted |

mental retardation, and had inveluntary startle ; Residents el 9L lageted

reflex movements when sittingl. ﬁhe stﬁted the | ! On  04/25/13 day of the accident,

positioning devices were to help keep the ; ' . . -

" resident In a correct position ancd keep histher ! bRef ident #1 d;dld havehti}e protect;vef foot
feet safe. In addltion, the DNS stated if she had ; o'ster e o her wheclchair as
known the resident was moving his/her foot out of ! ! Writien on fher care glan that was initiated

 the cradle davice that would have been care ! -E on 09-07-2012. Resident #1 was sent to

" planned for the resident's safety. : the hospital promptly after accident and

; returned to the facility the next day, 04.
N 2201 902 KAR 20:300-8(7)(b) Section 8 Quality of | N220 | 2612 With a cast on her right leg. |
Care l emfient #1 was reassessed for changes i

; : specific  to physical, mental and
(7) Accidénts. The facility shall ensure that: l PSYC*‘"S‘?‘{WF;’E@CS- Cast care, transfer

, (1) Each resident receives adequate supervision ! | and positioning changes were given to

- and assistive devices to prevent accidents. ; | direct care givers. Pain  Assessment

: ; E revealed no pain requiring  narcotic

i ! | analgesic ordered upon readmission,

: i Foot cradle on wheelkchair remains for

; H proper positioning of lower exgremities

: ; when up in wheelehair, Monitoring of

This requirement is not met as evidenced by: ! ‘ foot placement while in wheelchair hag
Based on observation, interview, and record i been added.
review, it was determined the facility failed to ;
ensure an environment that is free from accident |
hazards over which the facility has control and ;

- failed to to provide supervision and assistive | :
_devices to each resident o prevent accidents for | J
STATE FORM i QMTZ211 H cendruafion skegt 5 of 14
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one (1) of three {3) sampled residents (Resident ' 1' Idantification of Other Restdents with
#1). On 04/2513, Resident &1 suffered a a right | | Potentiat to B Affected:
leg distal tibia spiral fracture during wheelchair | . \
transport, by Certified Nursing Assistant (CNA) - | All residents have the potential to be
#2. Resident #1's right foot was outside of the : affected by this alleged deficient practice
foot positioning assistive device, provided by the ; related 10 assistive devicex in order to
facility, and got caught on the autside doar facing : ! prevent accidents.
when being propelled, by the CNA, at an angle ; f |
through the doorway of the resident's room, ‘ : Systemls Changes: i

; The Dirgctor of Nursing bmwmediately
; started education with the nursing staff on |

- The findings include: . |
! April 25, 2013 regarding safety while:

- Interview, on 08/21/13 at §:10 AM, with tha I : ransporting  residents  throughout the
Executive Director revealed the facility did not facitity. Reeducation on "Stop and Watch
have policies on care plans or accidents and as a | Policy” (A in house program directing
practice did not to use palicies, but instead used | : any staff member to report important

( the Centers for Medicare and Medicaid Services changes found while caring for Tesidents)

- {CMS) Regulations and provided guides for their | and Safety in (ramsporting residents
staff. | ‘; throughout the facility was compteted by
Observation, on 06/20/13 at 9:50 AM and 11:00 | the Director of Education on 07-13-13. A
AM, revealed Resident #1 had a below the knee | weekly audit ol — was deveiogesi
cast to hisfher right lower extremity and a i spe_uiically to observe staff ms?oftfng
wheelchair with & padded foot board device. residents  throughout  the  facility.

) ! Additiopally, an Environmental Safety
Review of Resident #1's medical record revealed inspection Checklist which includes-
the fac:fdy admitted the resident on 08/31/11 with General Safety related to resident care |
- diagnoses which included Downs Syndrame, . areas, i¢, call lights, bed locks, safety l

Ostecarthrosis (a3 progressive degenerative joint ;
disease), Seizure Disorder, Anxiety Disarder, and
Mon-Alzheimer's Dementia,

rails, W/C and peri chairs, O2 storage,
Spills, Resident Lifting and Tranfers ie
i Gait belt use, Mechanical Lift, Slings

; Review of the Quarterly Minimum Data Set Ek:cn?cal Safety, cords, c?utiets, Eic. .

- (MDS) Assessment and Care Screening, dated Chemical safety, Hazardous 1te1:ns gut of
02/20/13, revealed the facility assessed Resident ; reach, PPE use, Sharps safety, Fire safety,

i #1 as rarely/never able to make themselves ‘? : Smoking, Security Alarms, E]opemgnt
understood or understond others and had ! prevention, Water temnperatures, Adaptive

severely impaired cognitive skifls. Under the ; ; Equipment .
! MDE Functional Status, the resident was
assesged as non-ambulatory and needing
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extensive assistance from staff for trangfers and , } - -
- locametion. Under mobility devices the resident [ i Monitorina:
used a whael chair. _ i monaanng.
; | - .
Continued review or Residentiit's medical record | The —Administrator  and  Assigned

revealed the resident was care planned as having
a physical functioning deficit related to mobility
_impairment. Review of the Comprehensive Plan
. of Care (undated but according to interview was
the care plan in effect for Resident#4 on
» 0472513} revealed an intervention to utilize a
padded foot rest with protective bolsters to the i
_top of the leg rests when the resident was up in 2 ;
" wheelchair, i

. Fevealed on 04/25/13 a change of Condition :
Progress Note, timed 2:45 BM, which stated staf
was taking the resident to his/her room (via

. wheelchair) and the resident threw his/her right |
leg aver the wheelchair pedal {contoured leg !
treugh device) and staff was unaware. The Note |

 indicated the resident's right lower extrermity :

, became caught between the wheelchalr pedal ]

" and door frame of hisfher room. Further review
of the Nole revealed staff stated they heard a pop |

. and the resident began tp yell out. Another !
progress Nota, on 04/25M13 at 2:50 PM, revealed

- Emergency Medical Services transported the |
resident to the Hospital Emergency Room. .

|

. Review of the History and Physical (H&P), dated
£4/25/13, from the hospital revealed imaging ;
. X-ray of the right lower extremity demanstrated a |
spiral fracture of the distal third of the tibia shaft,
The H8F noted the resident got his/er legs stuck %
- between a wheelchatr and the wall. The H&P !
indicated Qrthopedics was to see the patient and |
: cast the right lower extremity. ?

- Further review of Resident #1's rmedical record §
|

members of Nursing Management Team
{DCE, ADNS, DNS, RNACs) wili
complete  Environmental safety audits
weekly x 4 weeks, then monthly x 3 ar as
Quality Assurance Committee assigns to
ensure compliance. The Environmental
safety list is also included with the '
pursing daily rounds. All nurses on all
shifts are responsible to note any listed
areas of concern and notify Management
Team immediately, The list is available
with their report sheets. The Transport
Safety Audit Teol includes random
observation of residents being mansported
in W/C, shower chairs, QGeri chairs
throughout the building. All members of |
the IDT are responsible for completing
' this audit as assigned. Members of IDT
i include DNS, ADNS, Social Warker,
: Activities, Therapy, Dietary and RNACS.
| Findings are turned into the Administrator
‘ after completion. The Transport Safety -
Audit will be completed weekly for 4
weeks, then monthly times 3 or as Quality
i Assurance Committee directs 1o ensure
| compliance. Timely correction of areas of
concern will be completed by the
appropriate discipline. Maintenance has a
separate Safety Audit lists that complies
with regulation including preventative
! maintenance and water temperatures etc.
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Review of one of the facility's medical equipment |
catalogs, revealed the foot rest device used by |

. Resident #1 on 04/261 3 was a padded
contoured leg trough which attached to the !
wheslchair foot rest with straps. Observation, un :
06/21/13 at 2:35 PM, of the same type of foot
rest, only with shorter sides, revealed the device
had raised padded sides which extended up from
the base at least gight (8) inches high and open

. front, .

interviaw, on 06/201 3 at 2:10 PM and 08/21/13
cat 10:18 AM and 2:35 M, with CNA #2 revealed
she observed Resident #1 had his/her right leg
© olitside of the wheelchair's leg positioning device,
- attimes, whan the resident was in the dinning

rogm. CNA#2 explained she had not told
i anyone, because she thought everyone knew
aboutit. The CNA further stated she had never |
- seen the residant move hisfher feet out of the |
positioning dewice. When asked about the event !
or: 04/25/13, she stated prigr to transporting the ;
» rgsident back to histher room, from the dinning |
room, she put theresident's leg back in the E
pasitioning device, Hhe further stated she was :
| pushing the wheelchair, and CNA #5 was with |
her, and during the transport from the dining
room and the doorway the resident’s right leg had
completely come out of the positioning device.
She revealed she had not noticed the resident's
leg out because she had just put his/her right foot

back into the positioning device, but as she went
Into the room, the resident’s front right tennis
- shoe caught the outer door facing and histher leg
twisted. When asked if it could have been
avoided, the CNA stated she thought the accident
- was avoidable, but she was not awara the
resident's foot had flopped out of the device,

!
i
i
|
i
i
;

interview, on 06/21/13 at 215 AM, with the

Summary of the Audit sheets with
l appropriate corrections as noted will be
: reviewed in  the monthly Quality
Assurance  Comrmittee. The Quality
Assurance Committee includes but is not
limited ty: Executive Director, Medical
Director, Director of Nursing Services, '
Assistamt Director of Nursing Services,
Director of Education, Sociat Worker,
Director of Activities, Director of
Maintenance, Director of |
Housekeeping/Laundry, Resident |
! Assessment  Coordinators and  Rehab |
!‘ Manager :

Correction Date: August 2, 2013
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Clinical Education Nurse revealed they trained
* staff on how to transport residents in a wheelchair :
and resident safety was first and foremost. The ; .
Educator stated staff was to make sure the :
resident's arms and legs were inside and was = |
suppose to watch the resident when transporting,
. She further stated when going through the i
- doorway with the wheelchalr, they were trained to ;
go straight through the door, because there was |

less chance of bumping into something, 5:

K

Inierview, on 06/20/13 at 11:40 AM and on
06/21/13 at 8:35 AM, with Physical Therapy '
Assistant (PTA) #1 revealed Resident #1 had only |
reflexive type movements at the time, no

- voluntary leg movement. PTA#1 staled Resident !
#1 had a padded foot cradle position device ' !
{contoured leg troughj for his/er wheel chairto | :
keep the resident’s legs/feet properly positioned !
and help prevent injuries when being transported. :
She stated aides were shown how to put the ; .
devicae on the wheelchair and how to place the f
resident's legs in the device. The FTA further

. stated aides were suppose to supervise the

' residents when transporting.

;

- Duning ebservation and interview, on 06/21/13 at :l
2:35 PM, CNA #2 demonstrated how she :

transported Resident #1 into room 104 to bed one|

{1} and the position of the resident's foot when

the accident occurred, Observation revealed the

bred Used by Resident #1, at the time, was close

to the wall by the door, TNA#2 approached the

room doorway atan angle, which brought the

right side of the wheelchair close to the room's

. Outside door facing. The CNA stated she went

* through the doorway at an angle bacause it
allowed them to better position the wheelchair

: next to the side of the bed nearest the door wall,
She further stated if she took the wheelchair
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N 220 Continued From page 9 . NZ20

straight into the room, she would have to lift the ;
- back of the wheelchair in order to pivot the chair |
50 it was turnad in the position needed for the
transfer, and, it was a safety issue for her to it
the wheeichair, When asked about moving the . .
- @nd of the bed over, CNA#2 stated if the end of | :
the bred was moved over it allowed the wheelchair !
to go in straight without having to pivet the : ‘
wheeichair. CNA #2 also verified when anglivg 3 ‘
- the wheelchair into the room, the right side of the
. footpedat was near the outer door frame and if
- pushing straight through the door frame it {right
footpedal) was further from the door frame. ;

Interview, on 06/2113 at 10:35 AM, with Licensed |
Practical Nurse (LPN) #1 revealed the resident
had involuntary jerky movements at times and ‘
thought the resident's faot cradle device !
{contoured leg trough) was for positioning and the .

- safety of the resident, The LPN stated the use of |
the foot cradie device was on the aide care plan. i
She further stated when aides were transferring
residents in wheelchairs they were to supervizse |
the resident’s safety.

i

Interview, on 06/2G/13 at 12:15 PM, with
Restorative Aide #1 revealed Resident #1 would
- not respord to verbal cormmands to move histher |
legs, but was able to kick his/ner legs out of the :
: posiianing device at times when in his/her 5 i
- wheelchair. She stated she saw the resident's
. legs autside of the positioning device at times, i

. Interview, on 06/19/13 at 11:40 AM and on i
1 08/20/13 at 1:00 PM, with Resident #1's mother
. revealed the resident could not move hisfher legs
" a lot but would move them outside of the :

wheelchair footrest cushion (foat trough) on :

occasion. She stated the resident moved histher -
- right leg out of the positioning device.
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N 220 - Continved From page 10

" nterview, an G6/20/M13 at 515 PM, with CNA #3

. routinely. He stated the resident had & padded

~ of the device. He staled when transporting

- coming out of the device. |n additian, CNA #3 |

i wheslchair and the resident had never moved
~ his/her leg out of the device when she

revealed he had taken care of Resident #1 ]

footboard device far his/her wheelchair, CNA#3
stated Resident #1 occasionally had movements

" of hig/her legs, kind of selzure like movements. |

CNA#3 further stated sometimes the resident’s
legs came out of the padded footboard device
{contoured leg fraugh) and his/her foot was
autside of the device. He stated when they
roficed the foot was outside the positioning
device they placed the foot back into the device

| prior to transport and when he transported the i

resident in his/her wheelchair he would walch to |
make sure the resident did not jerk his/her leg out |

Resident #1, he could not recall the resident's leg g
stated when he took the resident through a :
daorway in his/her room he went straight through :
the doorway with the whealchair. He further !
stated prior ta going into the resident's room with

. the wheeichalr, they would move the foot of the |
bed away from the door 50 they were able to

position the wheelchair next to the bed aftar
entering. '

Interview, on 06/21/13 at 8:45 AM, with TNA #1
 revealed they received training on the use of the ;
* foot cradle positioning device: it sat on the wheel

chair foot rest and the purpose was ta keep the |
resident's feetin place. CNA#1 stated they
would make sure Resident #1's feet were in the
foot cradle prior to transporting the resident in the

transported the resident, CNA #1 further stated |

' she had observed the resident's leg being outside ]

of the positioning device when the resident was

N2
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Continued From page 11
seated in histher wheelchair at the dining room

. table. She stated she was working on 04/25/13

when the accident happened and heard the
resident crying out. She further stated the sides
(CNA#2 and CNA #5) reportad when they were
transporting the resident through the door (to
histher raom) the resident threw his/her leg
outside of the foot cradie and the resident's foot

. hit the door facing.

. Interview, on OB/21/13 at 9:25 AM, with CNA #5

revealed when they transported g resident in
his/her wheelchair they were sUppose to make
sure the residents were back in the chair, their
feet were on the foot pedals {if ony, and their
arms were inside. She stated they did not want
the residents to get hurt, the number one pricrity

- when transporting & resident was their safety,

She further stated Resident #1 had a contoured

+ leg trough ort histher wheelchair and they had

been trained how and why it was used. CNA #5
reported she felt the devise helped, but at times

- the resident's legs were outside the device and

' they had to make sure his/her legs were ingide

. the device when transpuarting. She stated she

' was not sure if the resident's leg movement was
. voluntary or involurtary. $he further revealed

" they (CNA #2 and herself) wers transporting

- Resident #1 to histher room on 04/25/13 and had

puit the resident’s foot back inside the contoured

' N2

. leg trough on histher wheelchair prior to transport |
and somewhere betwaen the dinning room table :
i and the door frame to his/her reom the resident's :

right fuot came out of the device, CNA#5 stated |

. she was walking behind CNA #2 so she did not

see the foot out of the cradie, but heard it (the

* foot) hit the door facing and told the other CNA

what happened. Continued inferview with ChA
#5 revealed when they took Resident #1 through

. the doorway to histhar they entered at an angle
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wheelchair.

N 220 Continued From page 12

- and not straight through the door. She stated ‘
Decause the resident's bed was near the door, i
. they went at an angle to get the wheelchair
between the bed and wall irv order to transfer the
- resident from the wheelchair 1o the bed,

~interview, on 0B/21/13 at 11:40 AM, with the

. Director of Nursing Serviges (DNS) revealed ;

" Resident #1 had conditisns which could impact
his/her safety, a seizure disorder and severe
mental retardation, and had invsluntary starile
reflex movements when sitting. She stated the
positioning devices were to help keep the
resident in correct position and keep hig/her faet
safe, The DNS also stated during transport of a
rasident, in histher wheelchair, staff was suppose |
ta gupervise the resident to make sure {he :
reésident's arms and legs were in the wheelchair
and look for obstacles in the way. She further

C N220

!

- Further imarview, on 06/21/1% at 1:15 PM, with
PTA #1 revealed if staff was aware the resident's ;
feet were coming out of the "foot cradie” device
she would have expected tham to have lat

- therapy know %0 they could have assessed the
situation to determine if another device may have !
kept the resident's feet positioned properly in the

'

Irterview, on 08/21/13 3t 2:60 PM, with Physical

- Therapist (PT) #1 revealed he had not workad
much with Resident #1, but was aware the

- residertt had a padded foot cradle position device
{contoured lag trough) for the wheel chair which

- was used to keep his/her feet in place. PT #1
stated if the resident's leg was moving out of the
positioning device it put the resident's legin an
unsafe position, Physical Therapy should have

. been natified to assess the situation to see what

- could be more effective for Resident #1.

STATE FORM

aeo2fssed

e oMT211

5L29-die-ale

S0

If sghlinuatien sheet 13 of 14

6EET S182-BE-5



[P

PRINTED: 07/08/2013

FORM APPROVED
Office of inspectar Generat
STATEMENT OIF DEFICIENGIES 1X1) PROVIDER/SUPFLIERICLIA {X3} MULTIPLE CONSTRUCTION 1X3) DATE SURVEY
AND PL AN OF CORRECTION IDENTIFICATION NUMSER; A SULDING: COMPLETED
C
100152 B, WING 06/21/2013
NAME OF FROVIDER OR SUPPLIER STREEY AGURESS, CITY. STATE, 7IP CODE
. 213 INDUSTRIAL ROAD
X4y 1D SUMMARY STATEMENT OF BEFICIENGIES o ' PROVIDER'S PLAN OF CORRECTION %5}
PREFX . (BACH DEFICIENCY MUST BE PRECEQED SV FULL . PRERIX fEACH CORRECTIVE ACTION SHOULO BE COMPLETE
TAG REGULATORY R LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T¢) THE APPROFRIATE DATE
' . DEFICIENCY)
N 220 Continued From page 13 i N 220

stated if staff was aware Residant #1's feet were
coming out of the foot cradle device she would
- have expected staff to let someone like the ‘
~ Charge Nurse know, who then could have i
' discussed the issue with Therapy. In addition, the{
38 stated if she had known the resident was
: moving histher foot aut of the cradle device it : ;
. would have heen care planned for the resident's | i
safety. Continued interview with the ONS ; i
~ revealed she felt the event was &n accident. She ; ;
' stated the CNAs called her over after the svent ;
- and tald her the resident had Kicked his/her foot
+ aut of the positioning device as they were gaing
. through the doar. She stated the CNA had
. backed the wheelchair away from the door prior |
to her coming over. She further stated she
assessed the leg and stayed with the resident
- until they got her positioned carrectly in beg, while !
- ather nurses called the ambulance. The DNS i i
stated she was informed, by the CNAs, they had
angled the wheelchair in order to get the chair to % i
" the sids of the bed, she would not expect themi to i
go through the door at an angle, ;

f
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QAP AUDIT : Transport Safety DATE

Purpose of Audit: To Ensure Safety of Residents Being Transported Throughout Facility
Directions: Auditor will observe residents being transported in and out of doorways

and common areas paying close attention fo limb placement.
A Minimum of 3 residents per wing and 6 different associates to be obsetved

Resident WIC |Geri chair _[Shower Ch |Other Specify Area of buidling
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DATE QOBSERVER'S NAME/ SIGNATURE

ASSOCIATES OBSERVED
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