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Ensure that a nursing home area is free from accident hazards and provides adequate
 supervision to prevent accidents.
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
 Based on document review, interview, and observation, the facility failed to ensure the safety of 1 of 9 residents (R1) who required a
full body mechanical lift for transfer. This resulted in harm for R1, who fell   from the lift and sustained a
 traumatic subarachnoid hemorrhage ([MEDICATION NAME] force trauma that caused the brain to move inside the skull, resulting
in bleeding between the brain and the tissue that covers it). However, the facility implemented corrective action on
 8/3/20, therefore the deficiency is being cited at past non-compliance. Findings include: R1's Minimum Data Set ((MDS)
 dated [DATE], included, cognitively intact, had impairment on both sides of the lower body, and one side of the upper body, and did
not walk. R1 required extensive assist of two staff for bed mobility, and was dependent on two staff for transfers. R1's Care Area
Assessments for falls and activities of daily living from the comprehensive MDS dated  [DATE], described R1
 to have [DIAGNOSES REDACTED]. Care plans were to be developed in these areas to minimize risks. R1's mobility care plan
 dated 7/24/12, included, limited physical mobility related to [MEDICAL CONDITION] secondary to [DIAGNOSES REDACTED].
R1's
 progress note dated 7/31/20, at 3:50 p.m. Included, Called (nurse practitioner) at 3:00 p.m. regarding Fall of resident
 (R1's initials) from the Full lift and getting orders to send resident out for evaluation. Informed NP (nurse practitioner) that resident
fell   during transfer from Full Lift. During transfer resident fell   from a high height and hit her head on the iron bar on the lift.
Resident has a bump on the right side at the back of her head. No bleeding. The nurse
 practitioner (NP) gave orders to send to the emergency department. R1's progress note dated 7/31/20, at 4:10 p.m. read,
 Staff (aide) reported to writer that resident had a fall from the full lift while she was being transferred from the bed to the chair.
Writer found resident on her back on the floor wearing her day clothes and shoes. Head resting on the floor and
 the metal part of the leg of the full lift. Sling still hanging on the full lift except for the bottom part of the sling
 (leg area) - left side of resident, which was off from the machine. Resident found near/adjacent to the bed. Resident is
 conscious, alert, coherent, and oriented; able to move upper extremities. Neuro (neurological exam) VS (vital signs) within normal
limits. VS: BP (blood pressure) 150/100, HR (heart rate) 85, O2 (oxygen level) 92% RA (room air), RR (respiratory
 rate) 16, T (temperature) 96.1; mild headache. Resident said she hit her head on the metal part of the leg of the full
 lift. No skin tears, abrasions, or fractures noted. Lump noted at the back of head. No bleeding noted. Power wheelchair
 near the sink. Resident transferred to the wheelchair using a different full lift machine. Resident reassessed, lump on
 head has petechial red spots, no bleeding and skin is intact. Resident stated she is also scratching her head when her
 scalp itches. Neurochecks started as per protocol. Writer called (NP) and updated with resident's status (level of
 consciousness, how the resident fell  , lump at the back of head, VS, ROM (range of motion), neuros). Interventions based
 on root cause analysis: Checked full lift machine, pin (that holds the sling) on left side (resident's left side) not
 present. R1's progress note dated 7/31/20, at 10:43 p.m. noted R1 was admitted   to the hospital with [REDACTED]. R1's
 progress note dated 8/1/20, at 11:46 a.m. staff talked to a social worker at the hospital regarding R1. Neurology gave
 consent for R1 to be released from the hospital. Staff spoke with a hospital neurologist who said the right side temporal
 area subarachnoid bleed had resolved, and R1 had no neurological changes, no symptoms, and was at baseline of arrival at
 hospital. R1's Discharge Summary from the hospital dated 8/1/20, included, R1, Presented to the (emergency department)
 after head trauma when she hit her head against a metal rod. The patient was being transferred from the bed to the chair
 using a (full body mechanical lift) when the hook of the (lift) failed that resulted in a fall from a height of 4-5 feet
 with the patient hitting her head. The note indicated imaging was done and showed a small subarachnoid hemorrhage and
 repeat imaging shoed a decrease in the bleeding. R1's Comprehensive Nursing Data Collection dated 8/1/20, upon R1's return
 from the hospital, assessed R1 was non-weight bearing and needed to transfer with two person assist using the full body
 mechanical lift. R1 needed a size medium sling for the full body mechanical lift. R1's progress note on 8/3/20, at 5:47
 p.m. included follow-up from the interdisciplinary team. After reviewing the fall, the root cause was determined to be the
 clip from the sling coming off during resident transfer. Staff were re-educated on transferring residents using the full
 lift, and audits of transfers began. The lift involved in the fall was taken out of use until it was checked by engineering for defaults.
When interviewed on 8/4/20, at 10:42 a.m. the administrator stated R1's fall happened on Friday 7/31/20, and
 staff stayed late to make sure everything was safe for residents. Administrator explained re-education started right away,
 and everyone was trained right as they came on for their shifts. The lift manufacturer had also come out to inspect the
 lift involved in the fall, as there was a pin, or safety latch, that, flew off, during the transfer at the time of R1's
 fall. Staff later found the safety latch on the bedside nightstand. The lift company put the safety latch back in place.
 Administrator described the safety latch to be used to keep the sling loop over the hook of the lift bar. R1 was described
 as alert, and having said nothing was unusual during the transfer that day. Various nursing home staff had performed three
 re-enactments, and were unable to figure out what occurred to cause the sling loop to become unhooked from the lift bar, or the safety
latch to, fly off. Staff were transferring R1 from the bed to the wheelchair, and had R1 in the sling, connected to the lift bar hooks with
two upper sling loops by the shoulders, and two sling loops that cross at the inner thigh before attaching to the lift bar hooks. Staff
lifted R1 off the bed in the sling, and then paused to check everything looked good, before starting to move the lift with one staff
operating the lift, and the other guiding R1's legs. Once they started
 moving the lift, that is when the leg sling loop on the right side of the lift bar (that was crossed at the inner thigh,
 and coming from the left side of the sling) detached, and the safety latch flew off, and the resident slid from the sling.
 When interviewed on 8/4/20, at 11:58 a.m. environmental service director (ESD) described the facility lift maintenance
 schedule. Every mechanical lift in the building was inspected monthly by ESD. The last monthly check took place on 7/24/20, and
there were no concerns with the lift involved in the accident. ESD stated the facility will replace wheels, batteries,
 charging cord, or clean hair out from the wheels, but anything else would be called in to the manufacturer for service. The monthly
maintenance check followed a manufacturer form that was recommended at least quarterly by the manufacturer. In
 addition to the monthly checks performed by ESD, the manufacturer performed annual maintenance on all the lifts, last
 completed 10/10/19, with no concerns found on the lift involved in the accident. If nursing staff had any concerns on the
 lift, they can enter it into the TELS building management system for ESD to take a look, and contact the manufacturer for
 service if required. There had been no recent TELS system requests for maintenance on the lift. ESD stated after the fall,
 they contacted the manufacturer to come out and perform a field investigation on the lift. The manufacturer investigated
 the lift on 8/3/20. The Liko (brand name of the full body mechanical lift) Periodic Inspection form dated 7/24/20, had the
 lift checked off, including the clips, as being inspected with no maintenance required. The Liko Periodic Inspection form
 dated 7/31/20, after the incident indicated the inspection of the safety latch, Right side not attached but not broken-came loose. A
Field Investigation Service Work Order Form from the manufacturer dated 8/3/20, noted in the comments section that
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 the customer reported that the sling bar latch came off during a lift. The technician inspected the lift and sling bar
 latch. No malfunctions were found. The Lift and sling bar latch were functioning as designed. When interviewed on 8/5/20,
 at 11:50 a.m. the manufacturer technician (T)-D stated the work order was created to complete a field investigation. That
 meant T-D was going to check the lift for full functionality, to make sure everything was functioning as designed. When T-D checked
the lift on 8/3/20, everything was functioning as designed. The facility asked T-D to put the latch on and ensure
 it was functioning correctly. T-D stated the latch was functioning correctly. T-D did not look into the fall, just looked
 at the lift to ensure functionality. On 8/4/20 at 12:53 p.m. observed the Golvo 7007 ES full body mechanical lift that was
 in use at the time of R1's fall. Administrator attached a size medium, divided leg sling to the lift. Administrator stated
 that when R1 was lifted off the bed, both staff had visualized the sling loops were hooked in the right place on the lift
 bar. The safety latches were spring loaded plastic clips that closed the hook to help hold the loops in place. The latch
 had flown off at the time of the fall, and when found, was not broken. ESD stated during monthly maintenance, the latch was checked
to ensure they were in place and spring loaded. The nursing home leader in training (LIT) stated from experience,
 when a person was in the sling and attached to the lift, the lifts became harder to push on the carpeted floor and staff
 would, have to give some good force, and that was why they had two staff operating the lift at a time. The administrator
 thought perhaps R1's body did not move with the lift when the lift was moved, and caused some swinging motion during the
 transfer. The administrator stated R1 had been audited for the proper sling use, and they found she was using the correct
 sized sling (medium) per manufacturers guidance, so they kept R1 in the same sling upon return as well. During interview on 8/4/20,
at 1:38 p.m. nursing assistant (NA)-A stated care plans say which sling to use for each resident, and also each
 resident had their own sling in their room to use. On 8/4/20, at 1:43 p.m. R1 was observed in her room seated in an
 electric wheelchair. R1 stated she ended up in the hospital with bleeding on the brain, and then six hours later the
 bleeding had stopped but they kept R1 overnight in the hospital to keep an eye on her. R1 described before the fall, R1 was on the bed
after cares, and NA-C and NA-D were going to transfer R1 from the bed to the wheelchair. R1 stated one staff
 kept a hand on her legs, and helped her legs clear the bed frame. The other staff was operating the lift. It happened so
 fast, R1 believed she blacked out for a few seconds. The next thing R1 knew, she was laying on the floor and staring up to
 see the sling, swinging away in the breeze. R1 stated NA-C and NA-D stopped the lift when they first started to raise her
 up in the sling, to make sure things looked good. R1 stated everything seemed normal to her, although she can't say whether she
actually looked at the sling loops to see where they were positioned in the lift bar hooks. R1 remembered they did put
 them on correctly initially. R1 stated although she did not look at the loops during the visual check, NA-C and NA-D did
 pause and look at the loop placement. R1 heard NA-C and NA-D talking after the fall, and discussing that they both heard a
 pop or a snapping noise. R1 felt the lift manufacturer should have something more than plastic latches to hold the sling
 loops in place. R1 felt the latch was, just puny, at around one eighth of an inch wide. R1 did not feel like she was
 swinging around in the lift before she fell  . Since coming back from the hospital, R1 stated the transfers had gone well.
 When interviewed on 8/4/20, at 2:47 p.m. NA-C described R1's fall. NA-C stated, It happened so fast that it was
 unbelievable. NA-C did not believe anything could have gone wrong, because she ensured that R1 was balanced in the sling.
 The only difference that day, was that the three of them (R1, NA-C, and NA-D) had been talking during the transfer. NA-C
 described being between the bed and the wall, while NA-D operated the Golvo lift. They lifted R1 off the bed and then
 stopped the lift so that NA-C could move around from the side of the bed to the foot of the bed. NA-C looked, and
 everything was balanced, and none of the four sling loops were coming up out of the hook. NA-C stated R1's sling loops were good
and stiff, and when they were stiffer, they laid nice and flat inside the hook. NA-C scooped up R1's feet to guide
 them toward the corner of the bed, and NA-D was good to start backing up the lift, and was going nice and slow. Then it was like
someone snapped their fingers, and they heard a 'pop' and R1's feet were out of (NA-C's) hands, and (R1) was on the
 floor 'that fast.' It happened so fast. NA-C did not know what happened, or whether R1 hit her head or feet first. NA-C
 described the sling bar as still moving while R1 was on the floor. NA-C stopped the bar from swinging with her hand, and
 that is when NA-C noticed the latch was gone from the side where the loop had become unattached from the sling bar hook.
 When interviewed on 8/4/20, at 3:15 p.m. NA-D stated there was nothing unusual before R1's fall. NA-D and NA-C had finished
three full lifts already that day. At this time, they had just finished changing R1, and were going to transfer R1 from the bed. NA-D
was operating the lift, and as always, when the lift picked up the sling and started to take on tension, NA-D
 checked that the lift was holding the sling. NA-D described looking at the two sling loops on either side to be on the down the side of
the hook, because occasionally they did get stuck on the top. So NA-D saw they were down inside the hook. NA-D
 started pulling the lift out from the bed. NA-C started on the opposite side of the bed, but was walking around to NA-D's
 side of the bed, and held R1's legs to help them clear the mattress. NA-D started to move the lift to get the lift legs in
 the right place to go towards the chair, and that's when it happened. NA-D described feeling momentum, as if there were a
 lot of forces at once, like there was swinging, and then it happened so fast and R1 was on the ground. NA-D did not know if
momentum made the sling loop go up and over the hook, but was concerned that a plastic latch would not be able to hold up
 to the momentum. NA-C described the lift legs as starting under the bed, and needing to be turned 90 degrees from where
 they started to get R1 to her wheelchair. NA-D was using her upper body to torque the lift, and reported frequently needing to use her
leg to pivot the lifts too, You really have to muscle it. NA-D reported difficulty pivoting the lift on the
 carpet with bodyweight in the sling, and the wheels not seeming to move well. NA-D felt like R1 might have swung, and
 that's when she heard a loud, snap. NA-D described feeling a swing in her body, because NA-D was holding the lift with both of her
hands. In a tight space, NA-D really had to pivot that lift, which might cause more swinging. NA-D explained the
 snap heard was the clip flying off. NA-D mentioned that someone from the facility was trying to recreate the scenario, and
 yanked up on the sling loop with force, and caused the loop to come off the bar and the plastic latch to fly off, making
 the same snap sound. When interviewed on 8/4/20, at 4:08 p.m. the administrator confirmed that during the facility
 investigation, one staff was able to hold onto the lift bar with one hand, and use the other hand to quickly yank the sling loop upward,
causing the plastic latch to fly off, and the loop to come off the hook. That was unable to be duplicated
 again by others. On 8/5/20, at 9:50 a.m. R1 was observed in bed with a green transfer sling underneath her. R1 was
 transferred from the bed to a shower chair. Just as R1 cleared the bed, NA-B paused the lift and stated, pause for a cause
 and tugged down on the sling loops to ensure they were fully seated in the bottom of the hooks, and the safety latches were in place.
NA-A had hands on R1 to help guide R1's legs, and NA-B operated the lift and smoothly transferred R1 to the
 shower chair. There was no momentum, or swaying of the sling or lift bar while R1 was in the air. NA-B stated, this was how
transfers normally went with R1. NA-B did not normally have to push the lift hard to move it on the carpet. NA-B said it
 was more difficult if you had to push the lift over any cords, and then you had to give a quick tug to move the lift over a cord, but the
carpet was not an issue for NA-B. When interviewed on 8/5/20, at 11:22 a.m. the lift manufacturer's regional
 representative (RR) spoke generally about accidents involving their lifts. RR was unaware of the details of the accident
 involving R1, and stated that accidents like this could be a result of human error, or mechanical failure. RR explained
 there were multiple possibilities on how this occurred, and without having the details of the incident and performing an
 investigation, RR would be unable to say what caused the latch to come off the hook, and the sling loop to detach from the
 lift. RR felt the facility did a nice job of training staff to operate the lifts. The Liko Golvo Instruction Guide dated
 7/3/09, required before lifting to always make certain that the patient has the correct type, size, material, and design of the slings and
accessories to safely meet the patients lifting needs, and the sling's strap loops were correctly fastened
 to the sling bar hooks when the sling strap was extended, but before the patient was lifted from the underlying surface.
 The Liko UniversalSling Instruction Guide copyright 2012, guided before lifting to keep the following points in mind:
 Although the Liko sling bars are equipped with latches, special caution must be exercised: before the patient is lifted
 from the underlying surface, but when the straps are fully extended, make sure the straps are correctly connected to the
 sling bar hooks. When interviewed on 8/5/20, at 1:13 p.m. the administrator stated after the fall, and after talking to the staff involved,
they decided to add a verbal check when lifting a resident. So after the fall, staff were being trained to
 stop the lift transfer and say out loud, pause for cause. At this time staff were to stop everything and double check that
 the sling loops were correctly attached before continuing the lift. Staff were being re-trained as they arrived for work.
 When interviewed on 8/5/20, at 2:02 p.m. R1's family member (FM) stated that the way the fall was reported by staff, R1 was in the
full body lift, and one of the straps came undone from the latch above, and R1 fell   and hit her head on the base
 of the lift and the floor. FM stated that R1 thought she fell   from about four feet in the air. FM was very happy R1 was
 sent to the hospital, because they were able to find the internal brain bleed. FM stated this was the second time R1 fell
   during a transfer and sustained injury. FM estimated it was early 2016 when R1 was transferring with staff and fell   off
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(continued... from page 2)
 the bed and broke a femur. FM felt the facility had great surroundings and provided generally good care, but was concerned
 about staff training around resident transfer needs. Education documentation provided evidence that NA-C had been trained
 on operating the Golvo lift on 8/14/19, and NA-D had been trained on the lift 6/23/20. A sign in sheet, Education for RN's
 & TMA's, RA's dated 8/4/20, showed staff were being retrained prior to the start of their shift. On 8/4/20, the survey team verified the
facility had investigated R1's fall, inspected all mechanical lifts, reviewed and revised lift procedure to
 include a, pause for cause, to ensure the loops were attached correctly, and educated all staff prior to their shift, which had been
completed prior 8/4/20. Mechanical Lift Transfer Policy modified 11/18, had the purpose to provide safe resident
 transfers for each resident who has non-weight bearing status or is requiring the assistance of staff to provide weight
 bearing support. The policy required staff to always follow manufacturer's recommendations for the proper use of the
 equipment and slings. Two staff must be present for attaching the sling to the lift, and ensuring proper placement of the
 loops by each employee to confirm that the sling loops are attached properly.
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