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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent
accidents.

Level of Harm - Minimal harm

or potential for actual harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 38383

Residents Affected - Few This citation pertains to Intake MI00146867.

Based on observation, interview and record review, the facility failed to perform transfers according to the
plan of care for one (Resident #4) of six reviewed.

Findings include:

Review of the medical record reflected Resident #4 (R4) admitted to the facility on [DATE], with diagnoses
that included developmental disorder of scholastic skills and unspecified dislocation of left shoulder joint
(8/30/24). The annual Minimum Data Set (MDS), with an Assessment Reference Date (ARD) of 8/30/24,
reflected R4 scored three out of 15 (severe cognitive impairment) on the Brief Interview for Mental Status
(BIMS-a cognitive screening tool) and had upper extremity impairment on one side of the body.

On 9/17/24 at 10:56 AM, R4 was observed seated in a wheelchair, near the nurses station.
An Incident Report, dated 9/8/24 at 6:18 AM, reflected a Certified Nurse Aide (CNA) observed a lump on
R4's left shoulder while dressing her for the morning shift. R4 had mild discomfort with range of motion to the

left shoulder. The physician was notified, and an x-ray was ordered.

An x-ray of the left shoulder was obtained on 9/8/24 at 6:06 PM. The results, which were reported on 9/9/24
at 1:50 AM, reflected R4 had an anterior shoulder dislocation.

The Incident Report for 9/8/24 reflected a note, dated 9/9/24, that the facility's Interdisciplinary Team (IDT)
met. The root cause analysis was documented as an improper transfer with the sit to stand lift. The
intervention reflected CNAs were educated to look at the Kardex (CNA care guide) for transfer status.

A Care Plan intervention, dated 8/28/23, reflected R4 was to transfer with a mechanical lift and assistance of
two people.
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F 0689 During a phone interview on 9/17/24 at 1:20 PM, CNA L reported R4 was dependent for transfers via
mechanical lift and assistance of two people. CNA L reported staff were aware of resident care needs by

Level of Harm - Minimal harm or reviewing the happy feet document, which included information such as transfer status. Staff could also

potential for actual harm review the Care Plan and Kardex in the computer, according to CNA L.

Residents Affected - Few In an interview on 9/18/24 at 11:47 AM, Director of Nursing (DON) B reported staff had been using the sit to

stand lift to transfer R4, but she was supposed to transfer via mechanical lift due to a history of chronic
dislocations. She stated staff did not look at the Kardex. DON B reported the use of the sit to stand lift may
have contributed to R4's shoulder dislocation.
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