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F OO0 INITIAL COMMENTS Fooo

An unarnounced Medicare/Medicaid abbreviated
standard survey was conducled 10/3/17 through
10/4/17. One complaint was investigated during
the: survey. Significant corrections are required
for compliance with the following 42 CFR Part
483 Federal Long Term Care requiremonts.

The census in this 120 certified bed facilily was

101 at the time of the survey. The survey sample

cohsisted of 2 current Resident raviews

(Rosidents #1 and #2 ).
[ 308 483,24, 483.25(k){1) PROVIDE CARE/SERVICES F 309
55-0 FOR HIGHEST WELL BEING

483.24 Quality of Iife

Quality of life is a fundamenlal principle that
applies to all care and services provided to facility
residenls. Each resident must receive and the
facility must provide the necessary care and
services to attain or maintain the highesl
praclicable physical, montal, and psychosocial
well-being, consgistent wilh the resident’s
comprehensive assessment and plan of care.

483.25 Quality of care

Quality of care is a fundamental principle that
applies to all treatmernt and care provided to
facility residents. Based on the comprehensive
assessment of a resident, the facility must ensure
thut residents recoive treatment and care in
accordance with professional standards of
praclice, the comprehensive person-centered
care plan. and the residents’ choizes, including
but not limited to the following:

(k) Pain Managoment,
The laciity musi ensure that pain management is

CARMIRATORY NIRECTOR'S OR PROVIDER/SUMFL IREI"RESEN'IN IVE'S SI3NATURC TITLE o DAlE
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provided to residenis who require such services,
congistont with professional standards of practice,
the: comprehensive person-cenlered care plar,
and the residenis’ goals and preferences.

(1} Dialysis. The facility must ensure that
residents who require dialysis receive such
services, consigient with professional standards
of praclice, the comprehensive person-centered
care plan, and the residents’ gosls and
preferences,

This REQUIREMENT is not met as evidenced
by:

Based on observations, stalf inlerview and
clirleal record review the facillty staff failed (o
provide the necessary care and services lo altain
tho highest practicable physical well-being by
failing to follow the physician orders for one of two
residents iy the survoy sample, Resident #1.

During a transfer on 9/19/17 Resident #1
sustained a fracture to the right shoulder. The
orlhopedic physician’s plan of care for the
resident included the order for lhe use of a sling
to the right arm. The JTacilily staff failed to foliow
the order for the sling.

The findings included:

Residont #1 was admiited to he facility o 8/5/13
with diagnoses o include, but nol limitedd 1o
history of s siroke with right sided hemiplegia
(paralysis on one sde of the body) and displaced
right humeral neck fructure (shoulder).

The current MDS (Minimum Data 8al) al the lime
of the incident was an annual with an assessment
relerence date of 71017, The resident scored o
13 out of a possible 15 on the Brief Interview for

F 300

I'309

1

Corrective Action fur resident found to hyve
been aftected by the deficient parctice:
Resident #1

1. Physician Order: Sling was placed as ordered.

2. Care Plan, Kardex and TAR reflect Order.

3. Al physicians orders, {or last 45 days, for this
individual resident reviewed to confirm all orders
were accurrately ranscribed, actioned and
documented,

4. Clinical Staff educated on Order for Sling and the
application of sling by the Clinical Manger.
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Mental Status, indicating tho resident’s cagnition
was intact.

The State Survey Agency teceived an initial
Faaility Reported Incident (FRI) on 9/20717. The

report staled that on 9/19/17 twa of two Hoyer lifis

in Ihe facility {total mechanical hfts) were not
working., The CNA used a sit to stand
maochanicsl hit lo assist the resident. When
assisting the resident with the sit lo stand device
lhe device stopped working. The CNA called out
for assistance and the nurse came inle the room
as well as anether CNA. During this procoss the
resident was suspcnded by the lifl straps,
resulting in a displaced humeral neck fracture
and non-displaced racture of the olecranon
process. The resident was lowered to the bed
and the straps ware disconnecled. The resident
was assessed and complained of pain 1o the right
shoulder, therapeutic medication was
administered. The physician and the family were
notified, An order for an X-ray was oblained. The
resident was senl to the ED (emergency
department) for evaluation. An investigation was
started and equipment was cvaluated,

| he X-ray reporls dated 8/20/17 read:

1. Shoulder- Acute minimally displaced right
humeral neck fracture,

2. Elbow Right-Questionable non-displaced
fracture of the olecrainon process.

The rosident was evaluated at the ED on 9/20/17
and returned back to the facility that seme day,
The ED discharge diagnosis was nondisplacad
fracture of proximal end of right humeorus.

I he Orthopedic follow up dated 822/17 read, in
pari;

STAIEMINT O 01 1 IGIENGIES (X1) PROVIDER/SUPPLICRICLIA (X2) MLITIFL |- GONS TRUGTION (X0 DATL SURVEY
AMD PLAM OF CORRECTION A N ICATHDN MM A BUILDING COMMLETED
C
495206 B WING 10/04/2017
NAML. O P TOVINER OR SUNPLIER S B ADMHITSS, CITY, STATE, 7ZIP COnr
BON SECOURS-MARYVIEW NURSING C §775 BRIDGE ROAD
" SUFFOLK, VA 23435
(Xn) 0 SUMMARY DIATEEMENT OF UET IGIENGIES D PROVIDER'S PLAN OF CORRECTION )
PED B (CACIHTIFT IGIFNGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG 121:GUT AIOIRY OR LSC IDENTIFYING INFORMATION! TAG CROSS-REFERENCED TO THE APPROPRIATT DATL
BIFFICH NGY)
F 309 Continued From page 2 F 304

11 Otlher Residents Affected:

All residents were identified as potentially
afffected by deficient practice

-Audir Medical Records to identify all
Physiciang Orders and/or consults for limb
positioning or supporl devices (orthortic)
during last 15 days.

[T Measures and Systemic Changes:

-Therapy 0 complete sercen on all orthortic
devices to confirm correct application and use
on initiation, annually and as needed.

Care Dlan and Kavdes will veflect orthotic
Order.

-Education: 100% Clinical Stafl educalion on
application of the arrhoric device/s.
-Doumentation: Licensed Staff will confirm
orthotic device placement each shilt and
aclaowledge on Medication Administration
Record.

-Clinical Managers will review all new Consull
Orders and/or Orthotic orders lo comfirm
correct transeription and careplanaing This
audit will be evidenced by the Clinical
Manager/s signalure on the Consult/Order .
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(d) Accidenls.
The facility must ensure that -

(1) The resident environment remains as iree
[rorn accident hazards as is possible; and
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" e T Tom pag \ . -Documentation: Al orthotic devices will be
..pusitive Right humeral neck fraciure with . . . \
minimal displacenient, require shift documentation by the licensed
Plan: Sling ta righl UE (upper oxiremity), See nurse that device is placed per order (M.A.R)
arders. INo use (R) UE, caution when transferring. -Clinical Mavagers or designee will complete a
FIU (follow up} 3 weeks. witten audit of 100% of all orthotic devices
On 10/3/17 at 12:25 p.m., the resident was in bed once per month .
attempting to eat lunch. The resident's speech
was slured, The right arm was not in a sling, the
right hand was contracted. At 2:156 p.m., and V. Perf Monitorine:
5:00 p.m., the resident was obsarved in bed. The : Performance Monitoring:
right arm sling was still not on as orderad by the
" physiclan. 1. Nursing and Therapy will report outcomes
(n 10/3/17 at 5:15 p.m., the Nansmond unit nfaudl.t'and m’fe_mlgh.t-of‘or .lecTtlcicleVI%eb ¥
manager was made aware of the abservatlons of the facilily Quality Assurance and Process
the sling not being on the resident as ordered. Tmpravement Comittee.
The '-mflf_ manager then went into the resident's 2. Process Improvement for Orthotic Devices
room. The sling was then placed an the resident, . it T Tearm f
The unit manager then lefl the room and stated to will be ongoing quh QAPT Team for 12
this inspeclor, "t will cducate the slaff (on the use months. After 12 months the PTwill be re-
of the sling)”. evaluated for continalion.
The findings was shared with the Adminislrator, -~ e TVa g
the Corporate Nurse, the Interim Director of Completion Date: 11-17-17
Nursing, and the Nansmond Unit Manager at the
pre-exit meeting conducled on 10/4/17. The
Nansmond unit manager stated the sling was
uscd "o maintain a 90 degree angte and
comior”.
F 323 483.25(d)(142)(n)(3)<(3) FREE OF ACCIDENT F 323
55-G HAZARDS/SUPERVISION/DEVICES -
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{2) Each resudent receives adeguale supervision
and assistance devices to prevent accidents.

{n) - Bed Rails. The facility must altempt to use
appropriate alternatives prior to installing a side or
had rail. Ifa bed or side rail is used, the facility
must ensure correct installation, use, and
maintenance of bod raits, including but not limited
to the following elemenls.

{1) Assess the resident for risk of entrapmaent
from bed rails pricr to installation.

{2} Review lhe risks and benefits of bed rails with
the resident or resident representative and oblain
informed congent priar 1o installation.

(3) Ensure that the bed's dimensions are
appropriate for the rosident's size and weight.
This REQUIREMENT is not mel as evidenced
by:

Based on observation, staff intorvinws, alirical
record reviews, facility document reviews and in
the coursn of a complainl investigation ihe facility
siaff failed to ensure that the appropriate lift
device and or lift was provided during transfers
according to the residents comprehensive
person-centered care plaa lo prevenl accidents
for 2 of 2 residents in the survey sample,
Resident #1 and #2.

1. Based on physical functional limitationa
Resident #1 required the ulilization of a tolal
mechanical lifl for all lransfers. On 9/19/17 the
facility/'s lotal it equiprment was not maintained in
safe operating condition; therefore. the staff
{Cerlified Nurse Aide/CNA #2) clecled to use & sil
lo stand mechanical Jift te transfer the resident

F 323

1: Correclive Action [or those Residents (2)
found to have been alfected by deficient
practice.

-Physical Therapy Evaluation lo confinm
correcl Transler Procedure for cach resident.
-Care Plan and Kardex updated to reflect
Transfer Procedures {or each resident,

IT: How Facility will idenlily resident/s
allected by deficien| praclice:

All residents ave a risk of delicient practice:

1. Physician's Orders will be reviewed to
identify all resident/s utilizing any mechanical
lilting device.

2. 100% of Care Plans and Kardex will be
reviewed to confirm thal correcl lransler
process is identified for cach individual
resident,
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F 323 Continued From page 5 F 323
from the whoeelchair 10 the bed, The resident did
nol meet the crileriz for the use of the sit Lo stand 1L Measures/Tnterventions/Systemic Changes.
lilt due to non-weight bearing status and inability
to fully grasp both handla bar;- due to right sided 1. Therapy evaluation to confirm correct
waakness from a siroke. During the transfer, the mechanical lifting device [or cach individual
slt to stand lift malfunclioned. The resident was ; ¢ g deviee o
suspended by the Iift straps. The resident's resident or order initiation, annually and as
weight pulled her down causing the lift bell to rise needed.
under the resident's neck and the right shoulder, - a1 I
as a result the resident sustained a fracture to the 2. Care Plan and Kardex will 1?ﬂgct correcl
right shoulder (proximal right humetus) and transfey procedure for each resident,
possible fracture of the right clbow {olecranon). 3, Stafl will refor ro the Kardex or Care Plan

A . . N prior to transfering any resident. A mechanical
2. Based on physical functional limilations . . .
Resident #2 required a pivot transfer with one lift will nol be used on any residents who does

staff or use of a total mechanical lift for transfers. nol have an order for the mchaaical lift reflecied
The resident did not rmeet the criteria for a sit to on the Kardex and CarePlan.

stand rechanical lifl due to inability to fully grasp Tinical Stadl will cormplet
both handle bars due to right arm contracture and 3. All Clinical Stall will complete Gompetency

weaknoss from a strake. On 10/4/17 CNA#S Training with Mechanical Lifts at Orientation
irsnsferred the resident from the bed lo a and then annaully. This competency will include
wheelchair using a sit to stand mechanical lifl. the FDA Patient T.iflt Safety Guide and will

include how to evaluate the resident and the Jift

prior to begining lift with a mechanical device.
1. Residenl #1 was admitted to the facility on 4. Agency Clinical Staff will be required to
8/5/13 with diagnoses to include, but not limited to evidence cumpetency before using Facility
history of a stroke with right sided hemiplegia
{paralysis on one side of the body).

The findings included:

Mechanical Lifts withoul stalf supervision,
5. Staff Educator will ruairdain list of completed
The current MDS (Minimum Data Set) at the lime Mechanical Lift Competency Tvanlations.

of the incident was an annual with an assessment 6. Toli cy: Two Staff in attendance for all

reference date of 7/10/17. The resident scored a Mechanical Lifts r less of lype
13 oul of a possible 15 on the Brief Interview for cchanical LIS TERaIaiess Ol type

Mental Status, indicating the resident’s eognition 7. "RED 'TAG" Procedure: All Staft Tduction
was inlact. The resident required extensive on how Lo use the Red Tag Out process for

assistance of two stafl for bed mability and mechanical lifting devices that evidence an aclual
transfers. The resident was not steady and was . -
or suspected mechanical [ailure,

only ablz to stabilize with siaff assistance during

FORM CMS-2567(02.99) Provious Vorsians Qbnolelo Evanl ID-UUSZH Facility i VAQQ4L If continuation sheat Page 6 af 21
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transitions from surface to surface (fransfer
betwoen bed and chair or wheelchair), Functional
limitestion of range of motion was ideniified Jue to
impairmert on both upper and lower extremities
on one side. The rexident's weight was 187
pounds.

The comprehensive person-centsred care plan
mitiated on 9/23/13 ideniificd the resident had
ADL {activities of daily living) selfl ¢are
porformance deficit due to diagnosis of right
hemiparesis. The gosl was the resident would
maintain current level of functioning. Several of
tho intervontions listed was for lhe resident to
wear a right hand orthetic at bedtime for
contraciure management, a right half lap tray for
upper extremity suppor! while seated in &
wheelchair, bed maobility extensive of assistance
of lwo, and for transfers the resident required
extensive to lotal and two assial,

The CNA Kardex Reporl/ care plan at the time of
the incident identified for transfers Resident #1
required, "extensive to lolal and two assist with
Hoyer lift (total mechanical lift). One staff member
during transfer with Hayer is to supporlt/monilor
right slde paresis 1o ensurc resident's safety.”

The State Survey Agency received an inilizl
Facility Reported Incident (FRI) on 9/20M17. The
repurt slated that on 819417 two of two Hoyer lifis
in the facility (total mechanical lifts} were not
working. The CNA used a sit to stand
mechanical lift to assist lhe resident. When
assisling the resident with the sit to sland davice,
the device stopped working. The CNA called oul
for assislance and the nurse came inlo the room
as well as another CNA, During this process the
resident was suspended by the Iift straps.
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8 Tquipernent: Two new TToyer (Total Litt
Devices) have been purchased.

9. Clinical Stall will receive Lraining on new
TToyer Lifts before new lifts are placed into
use.

10 Night Shift Nursing Supervisor will
perform a written audit of mechanical litts to
include charging status.

11 Rehab - will complete three vandom
unannounced observation audits of resident
Lransfer with mechanical lift per month,

12 Clinical Managers will complete 100%
audit on all Resident/s with physicians
orders for mechanical lilting device monthly
13. Tnvironmental Seevices will complete
imonthly Mechanical Lift equipment checks
and Maintain a Log of "Red Tag” events,
cauipement malfunction and/or repair.

14. Kardex and Care Plan will be reviewed
Quarlterly (o ensure thal conrect transfer
process is reflected.

Cvenl 1D: UUS7 11
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resulting in a displaced humeral neck fracture
and non-displaced fraclure of e olecranan
procass. The resident was lowered 1o the bed
and the straps were disconnected. The resident
was assessed and complained of pain Lo the right
shoulder, therapoutic medication was
administered. The physician and the family were
notified. An order for an X-ray was obtaincd, The
resident was sent to the ED (emergency
department) for cvalustian. An investigalion was
started and equipment was evaluated.

The X-ray reports daled %20/17 read:

1. Shoulder- Acute minimally displaced right
humeral neck fracture.

2. Elsow Right-Questionable non-displaced
fracture of the olecranon process.

The resident was evaluated at the ED on 9/20/17
and returned back to thc faciity that same day.
The ED discharge diagnosis was nondisplaced
fracture of proximal end of right humerus,

The Orthopedic follow up dated 8/22/17 read, in
art:

E..positive Right humeral neck fracture with

minimal displacement.

Plan: Sling to right UE (upper extremity). See

orders. No use (R) UE, caulion when translerring.

FU (follow up) 3 weeks."

The final facility internal investigation report dated
9/25/17 eoncluded the following:

1. Equipment evaluation was zorplsted and
there were no malfunctions. The batteries had not
heen propedy charged on lhe mechanical lifts
resulting in the 2 Hoyer lifts not working and the
sit to stand which did not have an adegquately
charged baltery to manage the transfer,

F323 1v Performance Monitoring,

L. Nursing, Education, Therapy & Enviromental
Services Depariments will form the QAPL Team:
Mecchanical Lifts and Patient Safety. 'The (eam
will report on the Deparlment Audits and
Conlinuous Process Tmprovement Plan at the
Tacility Quality Assurance and Process
Improvement( (QAPL) meeling,

2. The QAPT Team: Mechanical Lifts and Patient
Safety will remain in allect for 12 months and then
be re-evalualed. '

Completion Date: 11-17-17
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2. Choice of the sit to sland lift fur this transfer
was incorrect based on resident functional stalus.
Corrective measures implemenled to prevent
rECUITENCE Were:

1. In-service siafl on properly charging
mechanical lifts between use.

2, In-service staff on allernative measure lor
transferring a resident if lift is not functioning.

3. One to one in-service und disciplinary aclion
taken with CNA who inltiated the transfer with the
meorrect type of |ift.

On 10/3/17 at 1:50 p.m., CNA#T assigned to care
for Resident #1 was interviewed. She was asked
how do you determine the transfer status of your
rasident, she slaled, "the carg plap inslde the
ciosct door, if the resident is not a one person
assis! you got someone to help”. She slated
Resident #1 wers a total lift resident who required
the I'loyer litt. When asked, when and whore arc
mechanical lifts charged, she stated, "lor mysetf, |
pul it on the charger in the clean supply room,
sometimes | come in and they are not charged”.
She stated thal this past Saturday {9/30/17) when
sho went to get the sit to stand to use on a
resident it was "beeping', indicating 1hat it was
nol Tully chiarged. She stated each |ift has 2
batteries. CTNA #1 was asked if she had been
inserviced recently on mechanical ifts, sit ta
stand lifts and manual lifting that was provided by
the facitity an 9/28/17 and 9/28/17 as parl of the
corrective measure, she stoted, "No™.

1He care plan located inside Resident #1's closel
dated 8/29/17 indicated the resident required
mechanical Hoyer lift for transfers.

On 10/3/17 sl 8:41 p.m., an interview was
conducted via telephone with CNA #2 who
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Irnnsferred Residenl #1 with the incorrect [ift on
9/19/17. Per the interview and CNA #2's written
staterent she stated that at approximatcly 8:30
p.m., the resident was sitting up in a wheelchair in
hor room. The resident requested to be placed
back inlo bed. The CNA oblained the total lift
from the shower room, took it into the residonts
roorn and at that time discovered it was nat
working. She then went (o the other unit to obtain
the olher total lift. This lift was not working either,
she stated,"the battery was nat working”, She
then went back to the unit and asked a coworker
how was she was supposed to transfer the
resident to bed if the both total lifts were not
working, the coworker stated to transfer the
resident using the sit to stand as they had used
this Iifl on the resident before and "everything
went well”. She then went o get the sit to stand
lift. After applying the waist guard she began 1o
lif( the resident. The lift "kept going in and
oul-stopping and starting back up.” She stated
once she realized the lift was beginning to go mz
she quickly tried to proceed, the resident asked to
be put down, slating, "Pul me down”. At that time
she saw the nurse across the hall and alerted her
that she needed help. The nurse came in to
assist, They both alternpted to lift the resident up
but could nol. The nurse left the room to get more
ugsislance. While wailing the waist guard “had
quickly went up causing her stroke arm 1o lift as
well". She stated, "during the whole transfer
(name of resident) was calm but was saying her
arm was hurling". When asked what was the root
cause of the resident ablaming @ fracture from
the transfer, she slated, ¥ The machines, if they
had been working properly [ would have used the
appropriate equipment...| did what | thought was
hest”.

VI p—

b s o g v
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The written slalement dated 9/20/17 lrom Lhe
nurse involved with the incident read, 1in part™.. |
entered the room and noted (Resident #1's
name) with a lift belt under her neck and around
her R shoulder, | rushed to help but the (Resident
name) was loo heavy and | had {o run and
seream for someelse (sic) to come help. Then |
ran back into the room to help (CNA#?) support
{Resident name) il helped arrived 50 she would
not choke on the bell. The patienls weight was
pulling her down and the belt was under her
chin... f | had releasead tha bell around her neck,
she would have fallen to the floor and possibly
sustained more injury, and her shoulder was still
caught in the belt as well... (name of CNA#Z)
stated that the patient shiould have beernn moved
with a different lype of lifl but she had tried the
lwo we have and they were not working at sll. So
the lift used in the incident was the only one she
had available 1o use lo yet this non weight
bearing, non ambulalory bariatric patient from
wheelchair to her hed and the hft Just stopped
warking mid lransfer”.

On 10/3/17 at 12:26 p.m., the resident was in bed
attempting to eat lunch. The resident's speech
was slurred. The right arm was not in a sling, the
right hand was contracted. AL 215 pan,, and
5:00 p.m., the residenl was observed in bed. The
right arm sling was still not on as ordered by the
physician.

On 10/3/17 ot 4:00 p.m., an intsrview was
conducted with the Adminislrator. When asked
whal was the rool cause of the incldent that
resulted in the resident's fracture, she siated,
“The CNA used poor judgement n sclecting the
sit to stand”.

F 323
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The findings was shared with the Administrator,
the Corporate Nurse, (he Intorim Director of
Nursing, and the Nansimond Unit Manager at the
pro-exit mecting conducted on 10/4/17.

The facility policy tilled "Lift Machine Using”,
undated, read in part:

"Purposc;

Thie: purpuse of this procedure is to help 1ift
residents using s manual lifting device,
Preparation:

1 Reaview the rosident's care plan lo assess lor
anty special needs of tho resident.

2. Assemble the equipment and supplics as
nocded,

Ganeral Guidelines;

The portable lift caan be used by one nursing
assislant if the resident can participate in lhe
lifling procedures. If not. two (2) nursing
assistants will be required to perform the
procedurs”

The following information was oblained from
Inlerior Health Patient Handling Procedure Stand
Assist-Sil Stand Lift Criteria provided by the
faciity. in part, bui nol limiled to;

The Paticnt Must:

2. Be abie to hold onto hoth handles on the
machine. Reason-Sling will place too much
prassure in patienl's armpits.

3. Bo able to keep both feel Mal on the footplate
of the lift throughout the transier. Reason-Palien|
coutd sl off the Bift. This position is painful for
patients who have stiff of contracted knees or
hips.

Patient lifts are designed o lilt amd lransior
patients from one place to another (e.g., from bed
tor bath, chair to stretcher). The powered modelg
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generally reguire the use of a rechargeable
hattery and the manual models arc operated
using hydraulics. These medical devices provide
many benefils, including reduced risk of injury lo
patients and caregivers when properly used.
However, improper use of patient lifts can posc
significant public. health risks. Patient falls from
these devices have resulled in severe patient
injuries including head traumas, fractures, and
deaths. Source www.fda.gov

The FDA(U.5. Food & Drug Administration)
Patient Lift Safety Guide read, in part;

3. Check Patient's Condition-Befare using a
patient Iift, check: [o see if palienl can asaist with
transfer, make sure you have correct lift and sling
for patient's condition, ensure lift will not make
patient’s condition worse.

a. Perform Safety Check-Before lifting the patient,
perform safety checks: For electric lifts, make
sure halteries are always charged.”

2. Based on physical funchonal limitations
Residant #2 required a pivot transfer with one
staff or use of a total mechanical lift. The
resideni did not meet the crileria for a sil lo stand
mechanical lift due to the inability to fully grasp
both handle bars due tc right arm contracture and
weakness from a stroke. On 10/4/17 CNA#3
transferred the resident frory the bed to a
whaelehair using a sil 1o sland mechanical fL

Resident #2 was readmitted to the facility on
11/23/16 with diagnoses to include., but not limited
to, history of a slroke, right sided weakness with
right arm conlracture.

The current MDS a quarterly with an assessment
reference dale of 9/4/17 assessed the resident as

FORM CMS-206/{02-99) Previous Versions Obsolele Event (D: 1157 11
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hisving unclear spesch, The resident was coded
as having both long and short terrm memory
deficits and moderately impaired cognitive skills
for daily decision making, The resident's sell
performance during transfors roquired extensive
assistance and support of twa staff, Under
Balance During Transitions and Walking the
resident was not steady and anly able 1o stabilize
with staff for rmoving from seated to standing
position and surface-lo-surlace iransfer (transfor
hetween bed and chair or wheelchair). The
resident had functional limitation of range of
molion to one side of the hody effecting bolh
upper and lower exlremity.

The cumprehensive person centered care plan
dated 11/7/13 identified the resident had ADL
performance deficit refaled to diagnosis of o
stroke with right hemiparesis. The goal was that
the resident will maintain current tavel of ADL
function. Under Translers the approach was the
resident required extensive assistance of 2 stall
memticers,

The CMA kardex/ care plan under ‘lransfer’
indicated the resident required exlensive
assistance of 2 staff members.

On 107417 al approximitely 10:30 a.m., this
inspector along wilh the Adminislrator and
Nansmond unit manager were inside Lhe
Nansmond unit shower ranm inspecling the
mechanical lifts. CNA#3 (an agency staff)
enlered the shower roam o place the sit to stand
lill back inside {or slorage and then lefl the room.
The CNA was followed out by Lhis inapactor and
asked what resident was this sit lo stand hift used
for, she stated (resident #2's name). The CNA
was asked if this lift was appropriate for this
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resident, she slaled, "This is the second time I've
warked with him, 1 had a problem getting him up...
they (ather staff) were busy..". When asked if
she had asked for help as tha resident is a two
person assist she stated, "No. | didn't see anyone
at thattime". The closet door kardex was
reviewed and indicated the resident was a two
person ifl. The CNA stated, "the sit to stand is a
une persan il as long us the resident is able 1o
sit and hold on 1o the bar lo stand”.

The Nansmond unit manager was interviewed
immediately following the inlerview with CNA #3,
Fhe above finding of Resident #2 being
transferred with a git to stand lift was shared. She
was asked how i Resident #2 supposed to be
transferred, She stated when she gets him up he
can pivot transfer with (wo staff. When asked if a
sil to stand fift was an appropriate lift for this
resident, she stated, " don'l know if anyono uses
a lift with him._.| don't know". When asked does
Resident #2 mest the criteria for the sit to stand,
she stated, "No, due to his weakness". When
asked If it was okay lo use 4 sit to stand with one
staff, she stated, "No, not if you don't have a
sccorkd person...a second person is there to
preven possible injury.” The unit manager was
asked are agency staff traincd on the facility's lift
policy. she stated, "It's prelly standard in most
facilitics that you use two people...". The unil
manayer stalcd she would have therapy screen
the resident for transfors,

Following this interview the rehab therapy
department conducled a screening on the
resident for safe transfers. The Screemng Form
dated 10/4/17 concluded the resident does nol
require « Iifl for transfers, however, if a lift is used
for safely, it must be a Hoyer {total lift) with assisi
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of 2 staff.

On 1014417 at 2:30 p.m., the rehab manager was
inerviewed. She stated the resident was not
appropriate for the sit to stand lift due to the
resident’s right hand contracture that hinders him
fram grabbing onto the hand bar.

The fallowing information was obtained from
Interior Health Pationt Handling Procedure Stand
Assist-Sit Stand Lilt Criteria provided by the
facility, in part, but not limited to:

“The Patient Must:

2. Be able to hold onlo both handles on the
machine. Reason-Sling will place (oo much
pressure in patient's armpits.”

The findings was shared with the Administrator,
the Corporate Nurse, the Interim Direclar of
MNursing, and the Nansmond Unit Manager at the
pre-exit maeting conducied on 10/4/17.

COMPLAINT DEFICIENCY

F 465 483.90(i)(5)

55-F SAFE/FUNCTIONAL/SANITARY/COMFORTABL
L ENVIRON

(i) Other Environmenital Conditions

The Tacility must provide a safe, functional,
sanitary, and comfortable environment for
residents, staff and the public,

{5) Esfablish polleles, in accordance with
applicable Federal, State, and local laws and
regulations, regarding smoking, smoking areas,
and smoking safety that also take into account
non-smaoking rosidents.

F 323

465

Fd4e5 [ Corrective Action for those resident/s

found to have been affected by deficient

prachce

1. Lifts Tnspected by Tinvironmental

Services.

2. Bducation: 100% Clinical Stafl

education on
A. evaluating mechanical lifts
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This REQUIREMENT is not met as evidenced
by:
Based on staff interviews, clinical record review,
facility document review and in the course of a
complaint investigation the facitily stall failed to
ensure resident cguipment was maintained in
safe operating order.

The mechanical lifts were nol maintained in safe
operating order, Thao lift batteries were not
maintained chargad. As a result a CNA used an
alternate [ift that was inappropriile for Resident
#1, a sit {o stand lift. The sit to stand il battery
also was not lully charged and stopped
functioning during the transfer, as a rasult
Resident #1 sustained a fracture lo the night
shoulder.

The findings included:

Resident #1 was admitted to the facility on 8/5/13
with diagnoses to in¢lude, but not limited to
history of a stroke wilh righ! sided hemiplegia
{paralysis on one side of the body).

reference date of 7/10/17. The resident scored a
13 out of a possible 15 on the Brief Interview for
Mental Status, indicating the resident's cognition
was intacl. The resident required extensive
assistance of two sialf for bed maobility and
transfers. The resident was not steady and was
only able to stabilize with staff assistance during
limitation of range of molion was identfied due to
impairment on bolh upper and lower extromitics
on one side. The resident's weight wiss 167

The current MDS (Minimum Data Set) at the time
of the incident was an annual with an assessment

between bed and chair or wheelchair). Functional

F 465 prior to begining a lift.

B. Placing the lift back on charge afller using a
Mechanical Lifl.

C. "Red Tag" Procedure for any mechanical
equipment suspected ol not being in [ull

[unctional order,
D, Care Plan and kardex to reflect process of

evaluation of resident and mechanical lift prior (o
initiating a Uransfer (FDA Paticni Tift Safety
Cuide).

IT. How TFacility Will identify other residents
affecled by deficient pratice:

All residents using mechanical lilts ave at risk of
deficient praclice.

Orders will be reviewed Lo identify all residents
with current orders for mechanical Kt irgnsfors.

FORM CMS-2667(02-09) Previous Versions Obaolele
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poungds.

The comprehensive person-centered care plan
initiated on 9/23/13 idenlified the resident had
ADL (activities of daily living) self care
performance deficit due to diagnosis of right
hemiparesis. The goal was the resident would
maintain current level of funclioning. Several of
lhe interventions listed were for the resident lo
wesdr a right hand orthotic at bedtime for
contracture managemen, a right half lap fray for
upper extremity support while sealed ina
wheeslchair, bod mobility extensive of assistance
of two, and for transfers 1he resident required
exlensive io iolal and two assist.

The CNA Kardex Roport/ care plan at the time of
the incident idenliiied for transfars Resident #1
required, "exlensive to lolal und two assist with
Hoyer [ift (total mechanical fift). One staff member
during transfer with Hoyer is ta support/manitor
rigght side paresis to ensure resident's safety.”

The State Survey Agency received an inilial
Facility Reported Incident (FRI) on 8/2017. The
report stated that on 81917 two of two Hoyer lifts
in the facility (tolal mechanical lifts) were not
working. The CNA used a sit tp stand
mechanical lift to assist the resident. When
assisling the resident with the sit to stand device
the: device slopped working, The CNA called out
for assislance and the nurse came into the room
as well as another CNA. During this process the
resident was suspended by the it slraps,
resulting in a displaced humerat neck fracture
and non-displaced fracture of the olecranon
process. The resident was lowered to the bod
and the slraps were disconnected., The rosident
was assessed and compiained of pain to the right
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II Measures and Systemic changes:

1. Tnvironmental Services will inspect all
Mechanical Lifts Monthly.

2. Envionmental Services will maintain a
Maintence Tog,

3. All Clinical Staft will complele a complency
on using Mechanical Lifts on orientation and
annually thercaller (including agency). 'I'his
will include evaluating the device 1o cosare it is
fully functional prior to begining any
mechanical K,

4. All Clinical Staff will be trained in the RED
Tag Procedure {or marking any mechancal
device evidencing s malfunction or suspected
malfunctiou.

3. Night Shift Supervisor will complete a
written audit of mechanical lills

including battery status (every night)

6. Two aging lloyer lifls have been retired.
Two New [Tayer lifts are being placed into use.

FORM CMS Z5GT(02-99) Previous Versions Obsolele
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shoulder, therapeutic medication was
administerad. The physician and the family were

nalified. An order for an X-ray was obtained. The Nursing, Therapy, Education &

resident was sent to the ED (emergency Enviromental Services Departments will
department) for evaluation. Aninvestigation was form the QAPT Team: Mechanical Lifts
starled and eguipment was evalualed. and Patient Safe ty.

The X-ray reports dated 920017 read;

1. Shaulder- Acute minirnally displaced right The team will report on the Audils and
humeral neck fraclure. Conlinuous Process Impravement Plan al

2. Elbow Right-Questionable non-displaced

the Tacility Quali sSUL "OCEsS
fracture of the olecranan process. acilily Qualily Assurance and Process

Improvement (QAPT) mecting,

The resldent was evaluated at the ED a1 9/20/17 2. The QAPI ''eam: Mechanical Lifts and
and relurned back to the facllity that same day. Patient Safety will vemain in allect for 12
The ED discharge diagnosis was nondisplaccd . .
fracture of proximal end of right humerus. months and then be re-cvaluated.
The finaf facility inlernal investigation report dated (',‘nmp[ctign Dater 11-17-17
2517 concluded he following:

1. Equipment evaluation was completed and

lhere wars no malfunctions, The batteries had not

heen properly charged on the mechanical lifta

resulting in the 2 Hoyer lifts not working and the

sil to sland which did net have an adeqgualely

charged battery o manage the transfer.

2. Choice of the sil 1o stand lift for this fransfer

was incorrect based on resident functional status.

Correclive Ineasures implemented lo prevent

rocUrrence ware!

1. In-service staff on preperly charging

mechanical lifts between use.

2. In-service staff on alternative measurc for

transferring a resident if lilt is not functionmg.

3. One o one in-service and disciplinary action

laken with CNA who initiated the transfer wilh the

incorrect type of Jift.

On 10/17 at 1130 p.m., the Mainlenance
FORM UMS-2667{02-0%93 Proviciws Vorsioen: Olizolele Cwept [D1LILS711 acilily ID VAQGDAQ W sontinuslion shoot Pago 18 of 20
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Coordinator was interviewed. He stated thal
following the incident for Residant #1 all the lills
were checked out by the biomedical company
and all found 1o be in good operating order. It
was found that the batterics had not been
charged. He also stated, it had heen bought to
nusintenavce department's sllention around July
of this year by nursing that the lift baiteries were
not maintaining their charge. In response 1o this,
the facility ordered back-up batteries for all the
liMls. He sialed Nl requently since then he has
found that the staff have not been consistent with
ensuring the sit to stand battories are in the
chargers and charging up. He also slated thal be
has found the total lift batteries on the charger but
the surge proteclors were not turned on;
thercfore, the battery was nat charging,

The findings were shared with the Administrator,
the Corporate Nurse, the Interim Director of
Nursing, and the Nansmaond Unit Manager at the
pre-exil maeting conducied on 10/4/17.

The FDA(U.S. Foed & Drug Administration)
Patient Lift Safety Guide provided to lhe inspeclor
by the facility read, n parl-

9. Perform Safely Check:

Belore litting the patient, perform safety checks.,
For electric lifts, make sure batteries are always
charged.
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