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F 0689 Ensurethat a nursing home area is free from accident hazards and provides adequate

supervision to prevent accidents.
Level of harm - Actual **NOTE- TERMSIN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY**
harm Based on interview and record review, the facility failed to identify and evaluate accident risks and hazards, and did not
ensure two staff assistance was provided during Hoyer lift (mechanical lift to transfer resident) transfer, per policy, for one of three
Residents Affected - Few | sampled Residents (Resident 1). For Resident 1, who had ahigh fall risk and required full staff performance

for transfer, per the comprehensive assessment, the facility failed to develop an initial plan of care for the Hoyer lift

with interventions to address the resident's identified risk for falls and failed to implement fall care plan interventions to provide
specific approaches to assist Resident 1 to prevent accidents and injuries. These deficient practices resulted

in Certified Nurse Assistant 1 (CNA 1) attempted to solely transfer Resident 1 from wheelchair to bed. During the transfer

Resident 1 dlid off the Hoyer lift sling, landed on the floor, and screamed out. Resident 1 sustained alaceration to left

eyebrow, left upper arm, was transferred to the General Acute Care Hospital (GACH) and diagnosed with [REDACTED)].
Findings: A review of Resident 1's admission record indicated Resident 1 was re-admitted to the facility on [DATE] with
[DIAGNOSES REDACTED]. A review of Resident 1's care plan for fall, dated 1/28/19, indicated Resident 1 was at risk for
fallg/injury due to a balance problem. Nursing interventions included to encourage/remind resident to ask for help when

needed if able, provide assistance asidentified in transfer and mobility, establish resident physical function,

capabilities, and provide measures/approaches to assist resident. A review of the Minimum Data Set (MDS-an assessment and

care planning tool) dated 7/30/19 indicated Resident 1 had clear speech, limited ability to express ideas and wants, and

responds adequately to simple direct communication only. The MDS indicated Resident 1 required full staff performance for
transfer (how resident moves between surfaces including to or from bed, chair, wheelchair, standing position) bed mobility, and
personal hygiene. A review of Resident 1's Fall Risk Data Collection, dated 8/2/19, indicated a high-risk score of 14,

due to medications, gait and balance, and regularly incontinent (having no or insufficient voluntary control over urination or
defecation). A review of Resident 1's Progress Notes dated 10/17/19, indicated at 8:05 p.m. Licensed Vocational Nurse

(LVN 1) heard screaming and went to Resident 1'sroom. LVN 1 found Resident 1 lying on the floor, on hisleft side with his head
touching the floor. Certified Nurse Assistant 1 explained she was using a Hoyer Lift with the assistance of Resident

1'swife, while transferring Resident 1 from the wheelchair to the bed. Resident 1 slid off the Hoyer lift sling and landed on the floor.
The Progress Note indicated upon body assessment Resident 1 sustained laceration on the |eft temporal (temple area) and left upper
arm. LVN 1 called 911 (an emergency activation system). The Progress Note indicated at 8:20 p.m.,

Resident 1 was transferred the General Acute Care Hospital (GACH) for further evaluation, per physician's orders

[REDACTED]. and moves so that the two ends are not lined up straight) of the left maxillary sinuswalls (located below the

cheeks, above the teeth and on the sides of the nose) and | eft zygomatic arch (cheek bone) with associated bony fragments
posteriorly and extending into the left pterygopalatine fossa (communicates with the nasal and oral cavities), and an acute
[MEDICAL CONDITION] orbital and inferior orbital walls, and left nasal fracture. A review of the GACH's Progress Note dated
10/18/19, indicated Resident 1 fell from Hoyer lift, arrived by ambulance from facility with laceration to left eyebrow

and right elbow, admitted to hospital for further evaluation. A review of the GACH's Discharge Summary dated 10/19/19

indicated Resident 1 had plastic surgery evaluation on left facial fractures and the recommendation was conservative

treatment. No surgical intervention was recommended and was discharged  back to skilled facility. During an interview

with Family Member (FM 1), on 10/31/19, at 1:35 p.m., FM 1 stated she sometimes witnessed one or two people using the Hoyer Lift
to transfer Resident 1 before the fall incident, due to short staffing. FM 1 further stated herself and her mother did not have Hoyer lift
training prior to the incident. During an interview with the Director of Nursing (DON), on 10/31/19, at 2:45 p.m., the DON stated the
Hoyer lift was a two-person transfer. The DON further stated a family member was not staff.

The DON confirmed and stated the family member did not receive a Hoyer lift training. A review of Resident 1's clinical

record indicated there was no care plan for the use of aHoyer lift. During an interview with the DON on 3/19/2020, at 2:45 p.m., the
DON stated Resident 1 should have had a care plan regarding the use of the Hoyer lift to maintain safety of

Resident 1 and staff. The facility's policy and procedurestitled, Resident Transfer; Mechanical lift, dated 8/15/2002,

indicated Manufacturer's instructions and recommendations should always be followed, including the number of staff needed

for asafe transfer. Mechanical lifts require at least a 2-person assist. All staff should be in-serviced on use of a

mechanical lift and demonstrate his/her competency with the device to his/her supervisor. The facility's policy and

procedures titled, Comprehensive Plan of Care, dated 11/15/2001, indicated the comprehensive care plan must describe

services that are provided to the resident to attain or maintain the resident's highest practicable physical, mental, and

psychosocial wellbeing.
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