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the Minimum Data Set {MDS} assessment, for
one (1) resident (#1), in the selected sample of
three {3) residents. Resident #1 was assessed to
require the total assistance of two staff members
with bed mobility, according to the MDS;
however, neither the comprehensive care plan
nor the Certified Nurse Aide {CNA) care plan,
addressed the amount of assistance or staff
required for bed mobility. Resident #1 sustained
a right upper arm fracture during AM care.

Findings include:

A review of the "Care Ptanning Policy", dated
03/04/11, revealed the Resident Assessment
Instrument {RAIl} process shall be adhered to by
the interdisciplinary team to develop an accurate
and individualized plan of care, reflective of
resident needs to ensure quality of care.”

A record review revealed Resident #1 was
admitted to the facility on 03/10/09, with
diagnoses to include a History of Osteoporosis
and Right Arm, Left Hip, Two Ribs and Low Back
Fractures; Chronic Heart Failure; and Alzheimer's
Dementia.

A review of the Annual MDS assessment, dated
05/09/12 and last revised 12/22/12, revealed the
facility assessed Resident #1 as severely
cognitively impaired and required extensive
assistance of two staff for bed mobility, transfers
and total assistance of two staff for bathing.

A raview of the Compreheansive Care Plan for Self
Care Deficit, dated 12/10/10, revealed two staff
should provide assistance with transfers,
however, the care plan did not address bed

care plans were assessed and updated to
correctly reflect the needs of each resident for
bed mobility.

The admitting nurse will assess all newly
admitted residents on bed mobility at the time
of admission.

3) The staff nurse will place interim care plans
on resident's chart as needed. The staff nurse
will also update the CNA care plan at that
time.

The MDS Coordinator / designee will perform
weekly reviews for any new orders to ensure
the care plan has been updated to the
individual resident needs.

The Assistant Director of Nursing / designee
will perform weekly reviews for any new orders
to ensure the CNA care ptans have been
updated according to the individual resident
needs.

On 03/26/2013 the facility updated the Care
Planning Policy and Procedure.

By 04/01/2013 all licensed nursing staff and
care plan team members will be in-serviced
according to updated policy.

4) The Director of Nursing wili monitor all
updated care plans and CNA care plans
monthly to ensure that all are updatedin a
{imely manner.

The Director of Nursing will report findings to
the QA committee monthly for a period of 12
months.
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mobility or assessed amount of assistance or
staff needed with bed mobility.

An interview with CNA #1, on 03/14/13 at 2:03
PM, revealed on 01/13/13 at approximately 4:00
AM, Resident #1 was "curled up in a ball," per
usual lying on his/her left side with the right
arm/hand between the knees. The CNA
attempted to provide care by himself and to turn
the resident over on the back and the resident
remained curled up. The CNA turned the resident
back over to the left side and attempted to move
{the arm out from between his/her legs, when the
CNA heard a "pop,” stopped and went to get the
charge nurse {Licensed Practical Nurse {LPN})
#1). The CNA stated Resident #1 was not
assessed o need the assistance of two staff
members with bed mobility and he had always
been able o change the resident, by himself
without difficulty. The CNA revealed the resident
had a history of "tensing-up” anytime sialf
assisted with ADLs, but the staff were "usually
able to talk to the resident and he/she would
loosen up, somewhat." The CNA was unaware of
the resident's history of fractures and Osteopenia.

An interview with LPN #1, on 03/15/13 at 1:00
PM, revealed the CNA came and alerted the LPN
to come and assess the resident. The CNA
stated he was attempting to change the resident's
brief, when he heard a "pop." When the LPN
came into the room, the resident was moaning
and the LPN looked at the right arm and stated
there was no bruising and no redness and could
not see any visible deformity. When the LPN
raised the resident's right arm, "it moved in a
funny way" and the LPN had another LPN from
the long hall, to come an assess. LPN #1 called
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the physician and had the resident sent fo the ER
for evaluation. The LPN stated the resident was
not assessed as needing the assistance of two
staff with bed mobility and this was not on the
Comprehensive Care Plan or the CNA Care Plan.

A review of the Quarterly MDS assessment,
dated 02/17113, revealed the facility assessed
Resident #1 as severely cognitively impaired and
required a total assist of two staff with bed
mobility, transfers and bathing. Further review of
the Comprehensive Care Plan, dated 12/10/10
revealed the care plan still did not address bed
mobility or the assessed amount of assistance
and staff needed for bed mobility.

An interview with the MDS Coordinator, on
03/15/13 at 2:50 PM, revealed she was
responsible for generating the comprehensive
care plan and had assessed the resident to
require the extensive assist of two staff with bed
mobifity prior {0 the fracture on 01/13/13. She
revealed when she assessed the resident after
the fracture she determined the resident required
total assistance of two staff with bed mobility. She
stated the care plan should have addressed the
amount of assistance and staff needed for bed
mobility.

An interview with the Director of Nursing (DON},
on 03/15/13 at 3:12 PM, revealed the
comprehensive care plan should have addressed
turning and repositioning and the amount of
assistance and staff required.

A review of the Radiology reporls, for
0113-29/13, revealed the resident had a spiral
fracture of the right upper arm, Osteopenic Bone
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Mineralfization, and in addition a lasion, cyst, or
"possible metastatic disease” in the upper right
arm and stated a pathologic fracture was "not
excluded.”

An interview with the physician, on 03/15/13 at
3:00 PM, revealed he siated "there has been a lot
of bad press on spiral fractures and the
mechanism of how this occurs. The fact is, it can
happen with a relatively benign event. Any force
of torque on the resident's bones could have
caused this" and "the resident has the potential
for this to recccur.”

An observation of Resident #1, on 03/15/13 at
11:00 AM, revealed the resident was resting
quietly in the bed, an the left side with knees bent.
The right upper arm was secured to the resident's
torso with a gray colored immaobilizer, with Velcro
straps to the right wrist and right upper arm.
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