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This visit was for the Investigation of
Complaint IN00103387.

Complaint IN00103387-Substantiated.
Federal/state deficiencies related to the
allegation are cited at F282 and F323.

Survey dates:
February 7 & 8, 2012

Facility number: 000154
Provider number: 155251
AIM number: 100289680

Survey team:
Janet Adams, RN

Census bed type:
SNF: 9
SNF/NF: 61
Total: 70

Census payor type:
Medicare: 13
Medicaid: 52
Other: 5

Total: 70
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This deficiency reflects state findings
cited in accordance with 410 IAC 16.2.
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Quality review completed on February 9,
2012 by Bev Faulkner, RN
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F0282 The services provided or arranged by the
SS=D facility must be provided by qualified persons
in accordance with each resident's written
plan of care.
Based on record review and interview, the F0282 Itis the policy of Miller's Merry 02/15/2012
facility failed to ensure Physician orders Mangr, Hobart to ensure services
foll ) et provided by or arranged by the
were followed related to not completing a facility be provided by qualified
transfer with the assistance of two staff persons in accordance with each
member as ordered for 1 of 4 residents resident's written plan of care.
reviewed for following Physician orders Resident # C Continues with
1 th le of 4 therapy services and as of
in the sample of 4. 1/10/2012 a hoyer lift for all
(Resident #C) transfers with two assist
(CNA #1) completed per nursing. C.N.A. #1
is no longer employed.All
Findine include: residents with a physician's order
nding nclude: to transfer utilizing two staff were
at risk to be affected by the
The record for Resident #C was reviewed deficient practice. Physician
on 2/7/12 at 10:55 a.m. The resident was orders fgrbrestLdegt(S)K]vere "
. . reviewed by the or other
adr.nltted to.the fac111.ty on 10/28/11. The nurse manager by
resident's diagnoses included, but were 2/13/2012. How each resident
not limited to, convulsions, congestive transfers and the amount of
heart failure, high blood pressure, and assist required for transfer shall
¢ ent bral ischemi be included in the written plan of
ransient cerebral ischemia. care. All residents will be
reviewed by the DON or other
A Physician's order was written on nurse manager to determine the
11/30/11 to discontinue the use of the :eqw;ed a:g;ta”.ﬁi nee((:ijecti fgrt
) ransfer. will be updated to
Hoyer lift for trgnsfers and staff were to reflect the transfer ability of each
start to stand, pivot, and transfer the resident and the amount of staff
resident to all surfaces with 2 assists and assistance required for transfer.
the use of a gait belt. An all nursing staff in-service was
held on 2/13/12 to discuss the
o ] importance of following each
An Initial Nursing Occurrence Note was residents individual plan of care.
made on 1/10/12 at 10:19 p.m. The note The C.N.A.assignment sheets
indicated the site and time of the Zha!l se}rve as t.he cctJrT]:fnt]urlllcatlon
occurrence was on 1/10/12 at 8:00 p.m., evice fornursing stait fo know
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in the shower room. The writer of the what the transfer needs are for
note indicated staff reported to the writer :?nc:uﬁsé??;ts;?gnt:: :gclqr:ir:eudnlo
they were transferring the resident from a complete safe transfer. The
shower chair into a wheel chair and the therapy department and
resident slid to the floor. No injuries restorative nurse/C.N.A. will
were observed and neuro checks (checks continue t°, review each re3|dgnts
I for ch . logical transfer ability quarterly and with
to eV? uate for change in neurologica any significant change in status to
function) were started. ensure HCP interventions for
transfer to ensure adequate
A Post Fall Investigation form indicated supzort;s F:mwdec: to ea:bc\:h
) resident with transfers. Any
the fall occurred on-1/10/2012 on t}.le 3:00 identified changes in plan of care
p.m.- 11:00 p.m. shift when the resident or physicians order related to
was in the shower room and was being transfers shall be promptly
transferred by a CNA. The form also upd.ated ont thhe Ct. Nt'A'
o .. assignment sheets to ensure
1nd.10ated staff were not assisting the continuency of care. The
resident as per the plan of care as two facility conducts a job specific
staff members were to transfer the orientation process to ensure all
resident. The cause of the fall was nevl/hnursmg staff arfe Cheﬁkef’ olff
. . on the proper use of mechanica
determined to t.)e fallur.e of the sta.xff to lifts, gaitbelts, and following each
transfer the resident with two assists. residents plan of care. The DON
or designee will observe transfers
When interviewed on 2/7/12 at 12:20 :0 (;ns.ure prttljlpert'transfzr ot
. S echnique utilization and sta
p.m., the Director ofNPrs1ng indicated assistance is provided with each
there were two CNA's in the shower room observation. The quality
with the resident on 1/10/12 and CNA #1 assurance tool "Transfer
did transfer the resident without the Rewelw;' (dAttac3hmep(: A)t will be
. completed on 3 residents eve
assistance of the second CNA. The mp'e I very
) R ) shift daily for a week, weekly for
Director of Nursing indicated the resident six weeks, then monthly
was to be transferred with the assistance thereafter to monitor for ongoing
of two staff members and CNA #1 did not Cf’l’l“tf’“ance- f\r;y |dcejr|1t|f|edc:rends
follow the physician orders regarding the Wil be correcied and 'ogged on a
) . facility tracking log. The tracking
resident's transfer status. log will be discussed/reviewed
during the monthly facility quality
This Federal tag relates to Complaint assurance meeting to ensure
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F0323 The facility must ensure that the resident
SS=D environment remains as free of accident
hazards as is possible; and each resident
receives adequate supervision and
assistance devices to prevent accidents.
Based on observation, record review, and F0323 Itis the policy of Miller's Merry 02/15/2012
interview, the facility failed to provide Mapor, Hobgn to ensure thgt the
. . resident environment remains as
adequate supervision for 1 of 4 residents free of acident hazards as is
in the sample of 4 reviewed for falls possible; and each resident
related to not transferring a dependent receives adequate supervision
resident with the assist of two staff and. asswtance. devices to prevent
b hich lted in th d accidents. Resident # C:
m.er.n ers which resulted in the resident Continues with therapy services
sliding to the floor. and as of 1/10/2012 a hoyer lift
(Resident #C) for all transfers with two assists
(CNA #1) pompleted per nursing. C.N.A. #1
is no longer employed.All
o ] residents with a physician's order
Findings include: to transfer utilizing two staff were
at risk to be affected by the
On 2/7/12 at 10:40 a.m., CNA #3 and de(‘;'c'e']j‘ prac?('jce-t Physician
. orders for residents were
CNA #4 were obser.v ed tra.nsferr.lng reviewed by the DON or other
Resident #C from his bed into his nurse manager by
wheelchair in his room. The two CNA's 2/13/2012. How each resident
transferred the resident using a Hoyer lift transfers and the amount of
hanical lift with a sli dt assist required for transfer shall
(a mec anl?a Htwith a shing used to be included in the written plan of
transfer residents). care. All residents will be
reviewed by the DON or other
The record for Resident #C was reviewed nurse ”;a“agetr to deterrglndefthe
] . required assistance needed for
on 2(7/12 at 10:55 'a..m. The resident was transfer. HCP will be updated to
admltted to the faclllty on 10/28/1 1 The reﬂect the transfer ab|||ty of each
resident's diagnoses included, but were resident and the amount of staff
not limited to, convulsions, congestive ZSSISHta;\Tce .reqquef?.for trapsfer.
. . n all Nursing staff in-service was
heart.fallure, hlgh.blood Pressure, and held on 2/13/12 to discuss the
transient cerebral ischemia. importance of following each
residents individual plan of care.
A Physician's order was written on The C.N.A.assignment sheets
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11/30/11 to discontinue the use of the shall serve as the communication
Hoyer lift for transfers and staff were to device for nursing staff to know
. what the transfer needs are for
start to stand, pivot, and transfer the each resident and the minimum
resident to all surfaces with 2 assists and amount of assistance required to
the use of a gait belt. A Physician's order complete safe transfer. The
was written on 1/10/12 to transfer the therapy.department and .
i i lift and restorative nurse/C.N.A. will
fest en‘F with a Hoyer lift and to continue to review each residents
discontinue the 2 person manual transfer. transfer ability quarterly and with
any significant change in status to
A Fall Risk Assessment was completed ?nsu;e ':CP |nterve(r;t|onstfor
. ransfer to ensure adequate
on 10/?8/1 1. The as-sessr.nent indicated support is provided to each
the resident was at high risk for falls resident with transfers. Any
based on diagnoses of seizures and identified changes in plan of care
hemiplegia and the required use of or physicians orders related to
stive devi f bilit Th transfers shall be promptly
assistive elet?s 9r mobili y ere was updated on the C.N.A.
a care plan indicating the resident was an assignment sheets to ensure
identified fall risk based on risk factors continuency of care. The
including confusion, poor trunk control facility conducts a job specific
d itioni Th 1 orientation process to ensure all
and, p09r positioning. ¢ care plan was new nursing staff are checked off
last revised on 12/5/11. on the proper use of mechanical
lifts, gaitbelts, and following each
The 11/4/11 Minimum Data Set (MDS) residents plan of care. The DON
dmissi t indicated th or designee will observe transfers
a 1’.1’1155101’1 asse.ss.men .1n 1cate i ? to ensure proper transfer
resident's cognitive skills for decision technique utilazation and staff
making were severely impaired as the assistance is provided with each
resident never or rarely made decisions. observation. The quality
Th assurance tool "Transfer
¢ o ) Review" (Attachment A) will be
assessment indicated the resident was completed on 3 residents every
totally dependent on staff assist of two or shift daily for 7 days, then weekly
more persons for transfers and bathing. for six weeks, then monthly
.- . thereafter to monitor for ongoing
The assessment also indicated the resident . S
. . . . compliance. Any identified trends
had impairments in range of motion on will be corrected and logged on a
both his upper and lower extremities. facility tracking log. The tracking
log will be discussed/reviewed
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An Initial Nursing Occurrence Note was during the monthly facility quality
made on 1/10/12 at 10:19 p.m. The note assurance meeting to ensure
compliance.

indicated the site and time of the
occurrence was on 1/10/12 at 8:00 p.m.,
in the shower room. The writer of the
note indicated staff reported to the writer
they were transferring the resident from a
shower chair into a wheel chair and the
resident slid to the floor. No injuries
were observed and neuro checks (checks
to evaluate for change in neurological
function) were started.

A Post Fall Investigation form indicated
the fall occurred on 1/10/2012 on the 3:00
p.m.- 11:00 p.m. shift when the resident
was in the shower room and was being
transferred by a CNA. The form also
indicated the staff were not assisting the
resident as per the plan of care as two
staff members were to transfer the
resident. The cause of the fall was
determined to be failure of the staff to
transfer the resident with two assists.

When interviewed on 2/7/12 at 12:20
p-m., the Director of Nursing indicated
there were two CNA's in the shower room
with the resident on 1/10/12 and CNA #1
did transfer the resident without the
assistance of the second CNA. The
Director of Nursing indicated the resident
was to be transferred with the assistance
of two staff members and CNA #1 did not
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follow the resident's transfer status. The
Director of Nursing indicated the CNA#1
was suspended and due to not following
policy with the transfer the CNA was then
terminated.
This Federal tag relates to Complaint
IN00103387.
3.1-45(a)(2)
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