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This report ie the result of an unannounced
Abbreviated Survey conducted at Newport
Community Hospltal - (TC Unit on 11/3114, A
. sempie of b residents was selected from a

| census of 45. The sample inciuded 5 current
resldents.

The following were complaints investigated as
part of {his sursay,;

#3049473 ‘ - o o

The survey was conducted by:

Linds Loffredo, R.N., B.SN,

The survey tearm is from:

Department of Soclal & Health Services
Aging & Long-Term Stupport Administration
‘ Residential Care Services, Distriat 1, UnltA
31e West Boone Avenue, Sulie 170 B
Spokane, Washington 89201

; Telephone: (B0S) 323-7302
3 Fax: {500) 32B-3943
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sy deficlency sietarnsnt and‘ﬁg with 2n asterisk 1) daaoter g deficleancy which the instilution may be encused fom csormciing providlag ¥ is gatermined tn@! \
~thar eafeguerds provide sufficient protection to the paltents. (See instruclions.) Except for nureing hemes, the findings stated above are disolosable 80 days
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environment remains as fres of accident hazards
as is possibie; and each resident racalves

. adeguate supervision and assistance devices (0
prevent accidents, . \

This REQUIREMENT is not met as evidenced l
oy,

Basad on record review and inferview, it was
determined the faciiity fafled to ensure adsquats
supearvision and protective devices were
consistently provided to prevent accldents for 1 of :
5 residents (#1) reviewed, This resulted in actual | | ,
| harm fo Regident #1, who fell while rding In the ] ;
facility van, and recelved a fracture. Findings ' i :
inchuds: :

Resident #1 had dlagnoses that included
gementla and & stroke. Review of the resident's "
plan of care revealed she was at risk for falls, buf
had no recent falls.  She required extensive : 1
assistance with activities of dally living. : ‘
Review of the resident's medical record and i

facility investigation repori revealed that on ;
10130114 at 2:40 p.m., the resident was being !
kansported in har wheeichalr or an outing in the

facility van. The resident's whesichair was ;
secured with whea! tic-downs prior to transport, |
nowever there was no protective device (waist |
and shoulder straps) utitized to keep her secure

in the wheelchair. During a siowdown, ;
approaching & sihight curve in the roed, the i ; i
resident fe¥ forward out of hier wheeichalr onto ! ! 1
| the floor of the van. X-rays obtined an 10/30/14 | 3

3
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noted the resident had fractured her right arm i
| dua to the fall

‘During an intarview on 11/3/14 at 125 p.m,,
Staff #4, the activity director, slated the facility | i
van had a shoulderiwaist harness to use for sne ;
' resident In & wheelchair. She stated both she .
and Staff #B, (the activity staff driving the van on | i
1 1013014}, had never besn trained to consistently :
ufilize the harness for residents in wheelchairs
during transport in the van. Raview of the owner's
manusi, related to the use the van, had
instructions for the wheslchalr tie-downs, and the
use of the seatbeittharness, Review of the facllity
policy for resident transportation did not include
directions for securing resident wheelchairs in the - :
van. . _ |

During a telephone interview on 11/14/14, ‘_ ' _ _ j
Siaff #B stated she was slowing down as shs ! :
approached a curve in the road, when she heard
a noise and sew the resident had fallen. The
resident fell before she reached the curve in the
road. Siaff #5 stated the harness/seathelt was
availabie for use if a resldent neaded ii. She :
stated Resident #1 had never neaded the « i
harness. : 5

Desplie the need for regidents (n wheelchairs |
ta be protected from injury during trangport i a l
motorized vehicle, staff failed to recognize the
need for protective devices to prevent accidents. l
Asg a result, Residen{ #1 had 2 fa!l resulting in 2
fracture.
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