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F 323  483.25(h) FREE OF ACCIDENT F 323
ss=p HAZARDS/SUPERVISION/DEVICES
- The facility must ensure that the resident

environment remains as free of accident hazards
as is possible; and each resident receives
adeguate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced |
- by: : ‘
- Based on observation, interview and record ‘ }
' review, the facility failed to ensure that 1 of 4 ‘ %

residents (Resident #1) received safe and ‘

adequate use of an assistive device during a

transfer. This failure resulted in an avoidable

accident due to error operation of a mechanical

lift which led to a fall with injury and pain.

Findings include:

According to record review of facility medical
records on 03/06/13, Resident #1 resided in the ‘ ‘
facility for long term care due to weakness and ! >
medical conditions. Review of the Minimum Data

Set (ML3) Asszssment dated 01/21/13 for

Resident #1, revealed this resident was totally

dependent on staff for transfers, and Resident #1

had a BIMS score of 15/15. IDR AMENDED

In an interview with Resident #1 on 03/06/13, the
resident was found to be oriented to person,
place and time. Resident #1 stated she recently

t
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experienced a fall to the floor during a transfer: "I
. feli because they didn't have the hook on right. |
saw it unhooked on the right side as they lifted
 me..it was a terrible experience. My neck still
" hurts on the right side and my low back hurts. | |
- will never forget that hook not being hooked. | am j
sitting here quietly because my arm, back and ' 1
neck hurt". |

|
|
In an interview on 03/06/13 at 2:30 p.m., Staff A : ‘
stated Resident #1 fell the week prior and
sustained bruising.

Observation on 03/06/13 at 2:40 p.m., revealed
' two dark bruises on the right upper arm, one four
" inches by one inch, and one three inches by one
inch, purple in color with brownish edges.
" Resident #1 stated they "hurt on a level 5 of 10"
when the bruises were touched by Staff A while . :
assisting in the observation. ! « i

According to record review on 03/06/13, the
facility Interdisciplinary Progress Notes dated
02/26/13, noted an entry by the licensed nurse on
duty at the time of the fall: Resident #1's sling
came undone on the right side.

In an interview on 03/06/13 at 3:30 p.m., Staff B
stated the right front hook came off during ‘ |
- Resident #1's transfer and the resident fell onto ‘ }
i

the floor. ‘ IDR AMENDED

“In an interview on 03/06/13 at 4:00 p.m., Staff C ‘ |
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F 323 Continued From page 3

stated the lift clasp came undone and the
caregiver must not have attached the sling
correctly so it was operator error with Resident
#1's fall.

In an interview on 03/06/13 at 4.15 p.m., Staff D,
a supervisory nurse who investigated the fall,
stated the connection to the lift slipped off and it
was caregiver error, which was reviewed with the
employee who performed the lift (one caregiver
did the lift) after the fall.

Record review of facility Nursing Rehab Records
on 03/06/13 revealed, Resident #1 declined
restorative exercises the day after the fall that
occurred on 02/26/13: the note dated 02/27/13
stated "resident declined upper body exercises
and complained of soreness in arms and
shoulders due to fall on 02/26/13, [licensed nurse]
notified”. Further record review revealed Resident
#1 also declined restorative nursing on 03/02/13
and noted "resident has pain on arm, {licensed
nurse] notified"

Further record review on 03/06/13 of the Facility
Incident report revealed Resident #1 had a fall
during transfer on 02/26/13, sustained a scratch
to the right latera! breast, and the fall was
equipment related as well as preventable if error
was made snapping on the sling {on the
mechanical lift] for the transfer.

Further review revealed the facility incident report
noted "discussion with NAC (caregiver) regarding
importance of double checking straps of sling

For Resident #1, when the clip on sling | 2/26/13
F 323 by legs failed, it caused the resident to
slip out feet first. She was assisted to
the floor by the NAC. The NAC
immediately got the nurse and they
heiped the resident back into bed. The
resident indicated that she was OK. The
Nurse assessed the resident for injury.
No significant injury was found other than
a slight abrasion. Later the resident was
taken to Northwest ER for further
assessment with no findings of injury on
exam, so the hospital returned the
resident to the facility. The abrasion
became bruise due to Coumadin regime.
The floor nurse immediately removed
and tagged the lift until it could be
inspected for proper functioning. An
investigation was completed including
interview of the resident who repeated
that she was fine. The incident does not
meet criteria to report to DSHS, however

was logged per guidelines.

To ensure that our procedures and
preventative measures are effective in
providing safe equipment for other
residents requiring a lift, all lifts and
slings including the lift used in this
incident, were inspected by the Physical
Therapy supervisor.

2/28/13
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- To ensure systems addressing future lift .
F 323 Continued From pag‘e.- 4_ , F 323 safety are inyplace we will cc?ntinue our On-going
before use”. The facility incident report noted the monthly  lift and7 sling preventative
resident was being taken to the toilet using the maintenance inspection and
mechanical lift and the right strap of the sling documentation b Environmental
became undone. The report also noted Resident Services on all lifts ;nd slinas. We will
#1 was at high risk because of being on a blood continue our annual and %n request
thinning medication. inspection, maintenance and
documentation by the lift manufacturer
Additional record review of the facility gtear;ﬁt?g":?n(:hgffu';” V\éen \Zglecgfn lti'frt]:e \t/CZ 3/27/13
investigation on 03/06/13 noted an entry by the will cont'nge t )rlm allv  revi w th
nurse supervisor who investigated the incident Safet chleckl'stowitah nurs');] et '?f whi ﬁ
and stated the incident was an accident and incl dy th rl : f urst fglf? a ¢ On-going
resuited in a substantia! injury The report stated INCIuGes the review of use ot lifts.
the caregiver who was operating the mechanical The Envi tal Servi M
lift at the time of the fall (Staff B), had the process wille nw_rtonmctan a erwceps artlatger On-going
of using the mechanical lift reviewed with Staff B Mai tmom or. 3 ensure N rgvlen aTlf\:e
by the supervisor, including the importance of Dr?l'g evr\]/ipcznfurgn?hgeraziuzl u“e% ang
checking straps when using the lift. - .
9 P g transfer training is completed annually
and the annual Safety checklist is
Observation of the facility mechanical lift completed for each staff member for
oversight.

securely, led tc Res

equipment on 03/06/13 at 3:30 p.m. revealed, a
lift with a sling that hooks onto the lift at 4 places
around the resident.
into place when they are attached onto the lift.
There are 2 hooks in front and 2 hooks in back of
the resident when they are placed into the sling.

The hooks must be "locked"”

Failure of the facility staff to ensure the
mechanical lift device had a siing fastened

ident #1's fall to the floor

during a transfer that resulted in injury and pain.
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