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F 0656 Develop and implement a complete care plan that meets all the resident's needs, with timetables and actions
that can be measured.

Level of Harm - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45598
Residents Affected - Few
Based on staff interviews, record review and facility policy review, the facility failed to implement a
comprehensive care plan to provide for two-person assistance with a lift during a transfer in a manner to
prevent an injury for one (1) of three (3) sampled residents. Resident #1.

Findings Include:

Review of the facility policy Care Plans, Comprehensive Person-Centered with reviewed date of November
2024 revealed, A comprehensive, person-centered care plan that includes measurable objectives and
timetables to meet the resident's physical, psychosocial and functional needs is developed and implemented
for each resident.

Record review of Resident #1's Care Plan that was initiated on 07/27/23, revealed that she had an Activities
of Daily Living (ADL) self-care performance deficit related to weakness and had interventions in place that
included, Transfer: The resident requires Total by two (2) staff to move between surfaces as necessary. Full
Body Lift Extra Large Sling 2 Person Transfers .

During an interview with the Administrator (ADM) on 01/27/25 at 10:10 AM revealed that on 12/05/24,
Certified Nursing Assistant (CNA) #1 went into Resident #1's room to help CNA #2 transfer the resident from
the wheelchair to her bed. The ADM revealed that CNA #2 was assigned to Resident #1 that day and had
asked CNA #1 to help her with the transfer because she required a total lift for all transfers. ADM revealed
that CNA #2 left her room to get a Hoyer lift and that when CNA #2 returned to Resident #1's room with the
Hoyer Lift, CNA #1 was transferring the resident from the wheelchair to her bed without a lift. CNA #1 stated
that he was told by another CNA that the resident could transfer to the bed without a lift. ADM revealed that a
short time later, Resident #1 complained of pain, they sent her out to the hospital, and x-rays confirmed that
she had fractures to her right leg. Resident #1 was assessed at that time and sent to the emergency room
(ER) for evaluation. Resident #1 returned to the facility on [DATE] with diagnosis of minimally displaced
fracture of the distal tibia and fibula.
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F 0656 On 01/27/25 at 12:55 PM a phone interview with Assistant Director of Nursing (ADON) revealed that CNA #1
should have looked up Resident #1's plan of care instead of going by what someone else said. The ADON
Level of Harm - Actual harm revealed that she hated that it happened, that CNA #1 was great, but he shouldn't have transferred Resident
#1 without assistance. She confirmed that CNA #1 did not follow Resident #1's care plan when he allowed
Residents Affected - Few her to stand and pivot to transfer from her wheelchair to bed which caused her injury.
Record review of Resident #1's X-Ray Final Results completed on 12/05/24 at the hospital revealed,
Findings: Comminuted, minimally displaced fractures of the distal tibia and fibula .
Record review of Resident #1's Admission Record revealed an admitted [DATE] and that she had diagnoses
that included Obesity and Generalized Muscle Weakness.
Record review of Resident #1's Minimum Data Set (MDS) with Assessment Reference Date (ARD) of
11/07/24 under Section C revealed a Brief Interview for Mental Status (BIMS) score of 12 which indicated
that she had moderate cognitive deficits.
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F 0689

Level of Harm - Actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45598

Based on observation, staff and resident interviews, record review and facility policy review, the facility failed
to provide two-person assistance during a transfer for a dependent resident in a manner to prevent an injury
for one (1) of three (3) sampled residents. Resident #1.

Findings Include:

Review of the facility policy titled, Safe Patient Handling and Moving Protocol with reviewed date of
06/10/2024, revealed The Quality Assurance (QA) Committee will ensure implementation of this policy to
identify, assess, and develop strategies to control risk of injury to residents and nursing staff associated with
the lifting, transferring, repositioning or movement of a resident. Under the Transfer and Bed
Mobility/Positioning Technique Training topic, , .It is important to remember that each resident is different;
transfer techniques and bed mobility/positioning may need to be modified for the particular resident to meet
their individual needs. Please verify level of assistance required prior to initiating transfer .

An interview on 01/27/25 at 10:10 AM with the Administrator (ADM), revealed that on 12/05/24, Certified
Nursing Assistant (CNA) #1 went into Resident #1's room to help CNA #2 transfer Resident #1 from the
wheelchair to her bed. ADM revealed that CNA #2 was assigned to Resident #1 that day and had asked
CNA #1 to help her with the transfer because the resident required a total lift for all transfers. CNA #2 left the
room to get a Hoyer lift and when CNA #2 returned to Resident #1's room with the Hoyer Lift, CNA #1 was
already transferring her from the wheelchair to her bed without a lift. ADM revealed that a short time later,
Resident #1 complained of pain, they sent her out to the hospital, and x-rays confirmed that she had
fractures to her right leg.

An observation and interview on 01/27/25 at 10:20 AM with Resident #1 revealed her lying in bed in her
room and she had a brace on her right leg. She revealed that a few weeks ago, she hurt her leg while getting
into bed from her wheelchair. Resident #1 revealed that she was sitting in her wheelchair to the left side of
her bed when the aide came in to help her. She stated that the aide let the bed down low, he placed his hand
under her right arm, and she held onto the bed rail with her other hand. Resident #1 confirmed that the aide
helped her to stand up and she hit her right leg on the bed, and she stated, | couldn't make another move.
Resident #1 revealed that another aide came in with the lift during this time and they got her into the bed.
The resident stated that soon after the transfer, her leg started hurting, and she told the nurse. She revealed
that the nurse came and checked her out, they sent her to the hospital and after doing x-rays, found that she
had a broken leg.
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A phone interview on 01/27/25 at 12:55 PM with Assistant Director of Nursing (ADON), revealed that she
worked on 12/05/24, the date that Resident #1 was hurt during a transfer. ADON revealed that CNA #2 was
assigned to Resident #1 that day and had asked CNA #1 to help her transfer Resident #1 using the total lift.
ADON revealed that CNA #1 told CNA #2 that another aide had told him that Resident #1 could pivot to
transfer. ADON revealed that CNA #2 left her room to get the total lift because she wasn't going to transfer
her that way. ADON revealed that when CNA #2 returned with the lift, CNA #1 was transferring Resident #1
into the bed. ADON confirmed that the floor nurse reported a little later that Resident #1 complained of pain
to her right leg. ADON stated that she went to the resident's room and assessed her and found that her right
leg was a little shorter than the other leg and that her right foot was turned outward. ADON revealed that she
notified the Nurse Practitioner (NP) who ordered to send her out to the hospital. The ADON confirmed that
both of the CNAs were from a staffing agency and that CNA #1 has not been back to work at the facility
again because of the incident.

Record review of the facility investigation revealed that on 12/05/2024, CNA #2 was assigned to Resident #1.
CNA #2 requested assistance from CNA #1 to put Resident #1 back in bed. CNA #2 had brought the full
body lift into the room to use for the transfer as she stated she was told during walking rounds at the
beginning of her shift that Resident #1 was a lift transfer. CNA #1 stated to CNA #2 that he was told by
another CNA the previous week that Resident #1 could stand and pivot for a transfer. CNA #1 stated at that
point Resident #1 had scooted to the edge of the chair and he began to transfer Resident #1. Both CNA #1
and CNA #2 stated Resident #1 wasn't able to pivot and her foot dragged on the ground as CNA #1
continued to transfer Resident #1 to the bed. After being placed on the bed, Resident #1 complained of right
leg pain. Resident #1 was assessed at that time and sent to the emergency room for evaluation. Resident #1
returned to the facility on [DATE] with diagnosis of minimally displaced fracture of the distal tibia and fibula.
Review of Resident #1's care plan revealed that Resident #1 was care planned for 2 persons assist with full
body lift for transfers.

Record review of CNA #1's written statement revealed, | (proper name) (CNA #1) went to transfer (proper
name) Resident #1 stand by pivot. | was told by a CNA in report the day of [DATE] that's how (proper name)
Resident #1 transferred so on [DATE] about 3:15 | went to help her back to bed using the same stand and
pivot not knowing she was supposed to be transferred using the hoyer so in the process of transferring
(proper name) Resident #1 her ankle turned or something and | think she broke some bone in her leg. This
statement was signed by CNA #1.

The State Agency (SA) attempted to contact CNA #1 and CNA #2 for an interview but was unsuccessful.

Record review of CNA #2's written statement revealed, | ask (proper name) CNA #1 to help me transfer
(proper name) Resident #1 to her bed. | took the lift into the room. He stated he can transfer her with the lift.
He said a staff stated, she can be pivot. As he lifted her up, she went down on the bed and | noticed that her
leg (right) was behind her. We place her on the bed correctly and the nurse walk in. And he told me what he
did. And then the DON (Director of Nursing) walk in and he told her what happen. This statement was signed
by CNA #2 on 12/05/24 at 4:30 PM.

Record review of Resident #1's Progress Note dated 12/05/24 at 15:29 (3:29 PM) revealed, Called to room
per other staff members. Resident lying in bed c/o (complain of) leg pain from transfer from w/c (wheelchair)
to bed. Right leg noted painful to touch and leaning to the right. NP (Nurse Practitioner) notified .
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Record review of Resident #1's Progress Note dated 12/05/24 at 15:30 (3:30 PM) revealed, Floor nurse
came to my office at this time and stated that the resident was having c/o (complaint/of) that her leg was
broke. Floor nurse stated she started having this c/o leg pain after she was transferred assistance x (times) 2
aid to her bed .Upon arrival to the room .the RLE (right lower extremity) was noted to have bruising to the
shin, eversion of R (right) foot and the limb presented shorter than the LLE (left lower extremity). Resident
did have c/o pain during assessment. (Proper Name) (Nurse Practitioner) was notified at this time . Order
was given to transfer the resident out related to possible fracture.

Record review of Resident #1's Progress Note dated 12/05/24 at 16:37 (4:37 PM) revealed that Resident
transported to (proper name) emergency room r/t (related to) pain in right leg, by ambulance .

Record review of Resident #1's X-Ray Final Results completed on 12/05/24 at the hospital revealed, .
Findings: Comminuted, minimally displaced fractures of the distal tibia and fibula .

Record review of Resident #1's Admission Record revealed an admitted [DATE] and that she had diagnoses
that included Obesity and Generalized Muscle Weakness.

Record review of Resident #1's Minimum Data Set (MDS) with Assessment Reference Date (ARD) of
11/07/24 under Section C revealed a Brief Interview for Mental Status (BIMS) score of 12 which indicated
that she had moderate cognitive deficits.
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