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This report is the result of an unannounced

Abbreviated Survey conducted at Quegn Ann

Healthcare in Seatile on 0%/02/14. A sample of 3

residents was selecied from a census of 102

: The sample included 3 current residents and
records of 1 former/discharged residents,

- The following complaint was investigated:

2927571

The survey was conductec by

S /S, RN-5C
pre— Y

The survey team is from:

- Department of Social & Health Services

- Aging and Long Term Services Agency
Residential Care Services. District 2, Unit B ‘
3806 172nd 5t NE Sutte 130 !

CArlington, WA 28223 . |

Telephene (360) 651-6850

- Fax {360) 651-6840
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Any deﬁciély statement ending with an asterisk {*y denotes a ae@%ﬁcy which the institution may be excused from carrecting providing it is determined that

other safeguards provige sufficient protection to the patients. (See instructions,) Except for nursing homes, the findings stated above are disclosabie 80 days
tolfowing the date of survey whether or not a plan of correction is provided. For nursing homes. the above findings and pians of correction are disclosable 14

days following the date these documents are made available to the facility. I deficiencies are cited, an approved plan of correction is requisite to continued

program pariicipation.
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The facility must ensure that the resident
environmeant remains as free of accident hazards
as is possibie; and each resident receives
adequate supervision and BSSISLEHCE devices to |
prevent accidents. 3

This REQUIREMENT is not met as evidenced
by:

| Baged on interview and record review, the facilily |
falled to prevent an accident for one of four
residents {Resident 2) who required supervision
with transfer. Failure to consistently implement
specialized training for transfer of Resident 2 with
his attached medical equipment contributed to
unanticipated pressure on his halo traction brace
and placed him at risk of injury/full displacement
of the equipment

Findings include:

Resident 2 was re-admitted ir S 2013
with mul’nple d|agnoses including recent 4w
for 2 SR SINE. e wore a halo fraction
brace, a metai "halo" shapec ring secured f¢ the
skull with pins and metal rods attached fo the
halo that fit into a plastic jacket that sits on the

Facifity does ensure that Resident
environment remains as free of
accident hazards as is possible.

Resident was immediately
assessed for injuries, first aide was
initiated. Cervical neck/spine was
stabilized. Resident transported to

hospital - for. . evaluation and ,_,ml‘

treatment. Hospital evaluation
revealed resident with zero WK |
fracture, zero displacement of
healing S of W,
Neurologist determined HALO to be
removed at this time. HALO
removed at hospital and resident
returmed to facility with orders to
follow up with Neurologist in 1
week.

Staff was in-serviced on care
procedure for halo. Staff was in-
service on plan of care update
There are no other Residents with a
hato currently residing in facility

Director of Nurses and Staff
Development  Coordinator  will
monitor fo ensure  on-going

shoulders and chest of the perscn. correction.
| On 10/20/13, all staff, who were assigned to work ‘
L with Resident 2, received training on transfer and
care of Resident 2 and his halo traction brace.
The training manual, titled "Patient Care Guide for e,
the Halo Traction Surgery Services," inciuded . 0, |
avoiding “situations where you might be shoved.” & e /,? ;
H we, AL & H
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. Additionally, the manual noted written guidance to
' use care when moving as the "rods protruding out
front can be bumped very easily and cause

discomfort.” Additionally the manual instructed {©
"never pull on 2ny part ¢f the halo traction.” .

On S 13, Staff B and Staff C entered the
room of Resident 2 to assist him from bed {o the
wheeichair. As they initiated raising the head of

I the bed, a smal! pillow caughi in the halo traction

| brace and tilted his head, placing pressure on the
ping in his skuli and shifting their position as wed
as filting halo traction brace. Resident 2 alerted
the staff "something is wrong.” Staff B and C
halted the bed movement and ohserved small
amounts of blood oozing from the two pins in
Resident 2's forehead: Resident 2 complained of
pain at these sites. Resident 2 reached up and
moved the halo traction brace, fully dislodging the |
ping from his skull, Staff remamed with Resident |
2 until he transferred to the hospital for evaluation
and treatment.

Review of Resident 2's most recent Minimum
Data Set assessment, dated 12/18/13, identified
his memory and recall were fairly intact (13/15/
points on the memory assessment tool}.

. On 01/C2/14 at .35 a.m., Resident 2 reported he
| remembered the incident in December. The halo
traction brace caught on the pillow and pins
sticking out of his head began tc bleed. There
was "lois of pain." He went 1o the hospital and
the physician told hum the fracture was healing;

" he no longer needed the halo traction brace. The |

| physician removed the brace. Now he used a
cervical collar/brace, a device that fits snugly
i around a person's neck. He wore this collar at all

| times. He did not think the staff had proper
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- training when the incident ccourred. \ b J’ '

i

At 1:20 p.m,, the Director of Nursing Services 3
(DNS) and Staff A reported all staff, including P i
: Staff B and C, were trained how to assistand _
| transfer Resident 2 in October 2013. The DNS | : P
| stated staff should make certain all pillows are out’
of the way and protect the resident's head when !
transferring to and from bed. Staff A explained . !
the hale traction brace can impact balance for an
Lindividuat Staff were trained to remove all items
from the area before transfer. Both the DNs and |
Staff A stated Staff B and Staff C shouid have
identified and removed the pillow from the head
of the bed prior to initiation of raising the head of
- the bed. |

Review of the facility investigation reveaied Siaff
B and Staff C failed to follow the training and the
halo traction brace "became dislodged” as staff

- assisted him with raising the head of the bed.
Staff should have identified and removed the ) ;
" small piflow prior to raising the head of the bed. - |
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