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Level of harm - Minimal
harm or potential for actual
harm

Residents Affected - Few

Ensurethat a nursing home area is free from accident hazar ds and provides adequate

supervision to prevent accidents.

**NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**

Based on interview and record review, the facility failed to ensure each resident receives adequate assistance devices to

prevent accidents when an assistance device (amechanical lift) was not used to transfer 1 of 3 residents (Resident 3) who

required amechanical lift asindicated in the Nursing Care Plan. This failure resulted in Resident 3 obtaining a[MEDICAL
CONDITION] humerus (the long bone in the upper arm) as aresult of the unsafe transfer. Findings: Resident 3 was admitted

into the facility in January 2011 with [DIAGNOSES REDACTED]. Resident 3 required the use of amechanical lift to transfer in

and off the bed. Review of Resident 3sMDS dated [DATE] indicated Resident 3 had a Brief Interview for Mental Status

(BIMS atest of cognitive function) score of 11 (8 - 12 indicates Moderate impairment). Review of Resident 3's Care Plans
revision date 11/12/18 indicated .Use a (brand name lift) mechanical lift for transfers .Assist of #2 people for transfers. During an
interview with the Director of Nursing (DON) on 2/5/19 at 1:45 p.m., the DON stated Resident 3 was along time

resident in the facility. Resident 3 was dert and oriented, and had a history of [REDACTED]. The DON indicated, Resident 3
required a Mechanical Lift to be safely moved in or out of bed each time. In a concurrent interview with the DON, the DON
indicated on 1/21/19 at approximately 8 am., Resident 3 stated she was given a shower by Certified Nursing Assistant 1

(CNA 1) and CNA 2. Resident 3 indicated that CNA 1 and CNA 2 lifted her out of bed by by holding on to her arms. Resident 3
confirmed CNA 1 and CNA 2 did not use a Mechanical Lift to get her out of bed. The DON, further stated on 1/21/19 at
approximately 4 p.m., Resident 3 complained of pain and swelling from her right shoulder. In an interview with the DON on
2/5/19 at 1:48 p.m., the DON stated on 1/21/19 at approximately 5 p.m., the Physician was informed about Resident 3's

complaint of pain and swelling from her right shoulder. The Physician ordered Resident 3 to have an X-ray of theright

shoulder. During an interview with the DON on 2/5/19 at 1:50 p.m., the DON stated he interviewed CNA 1 and CNA 2 on 1/22/19 at
approximately 7:30 am. During the interview of the CNAs, the DON stated that on 1/21/19 at approximately 8 am., CNA 1

and CNA 2 lifted Resident 3 out of bed by her arms and proceeded to put Resident 3 into the shower chair. CNA 1 and CNA 2
confirmed to the DON they were not familiar with giving Resident 3 a shower during the morning shift and were not aware

that Resident 3 required the use of aMechanica Lift. In an interview with the DON on 2/5/19 at 2 p.m., the DON confirmed

on 1/21/19 the Physician ordered for aright shoulder X-ray, the X-ray reading indicated aright humera fracture. The

Physician was informed of the X-Ray reading, and the Physician ordered Resident 3 to be sent out to the acute hospital

emergency room viaambulance for further evaluation and treatment. The DON further indicated moving Resident 3 in and out of
bed without a Mechanical Lift may have caused the injury. During an interview with the Licensed Nurse (LN) on 2/5/19 at

2:30 p.m., the LN indicated Resident 3 had contractures (a condition of shortening and hardening of muscles, tendons, or

other tissue, often leading to deformity and rigidity of joints) and was bed bound. The LN indicated Resident 3 required

the use of aMechanical Lift to safely get her in and out of bed. During an interview with the CNA 3 at 3:10 p.m., the CNA

3 confirmed, Resident 3 was not capable of getting in and out of bed by herself. Resident 3 was bed bound and required the

use of aMechanical Lift to safely get her in and out of bed. Review of facility policy and procedure, LIFTING RESIDENTS BY USE
OF MECHANICAL DEVICE revised 11/2012 indicated, it is the policy of (name of healthcare facility) to utilize portable

lifting equipment to transfer residents in safe and comfortable manner and based on individual resident's needs or plan of

care. Review of undated policy, WORKPLACE SAFETY POLICY indicated, .4. Mechanical lifts must be used to transfer or lift
patients when it isindicated.
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