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Level of harm - Minimal
harm or potential for actual
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Residents Affected - Few

Honor the resident's right to a safe, clean, comfortable and homelike environment,
 including but not limited to receiving treatment and supports for daily living safely.

 Based on observation and interview the facility failed to maintain resident transfer equipment in a sanitary manner for 2
 of 4 lifts used within the facility. Transfer lifts are used to assist residents from moving from one position to another
 position. The findings included: 1. On 3/11/20 at 9:23 a.m., observation in the North Unit revealed a patient transfer lift to have heavy
soiling on the footrest with visible soiling of both left and right handgrips. On 3/11/20 at 9:23 a.m., the
 Director of Nursing (DON) confirmed the transfer lift was soiled and required immediate cleaning. 2. On 3/11/20 at 10:40
 a.m., observation in the South Unit revealed a patient transfer lift to have heavy soiling on the footrest with visible
 soiling of both left and right handgrips. On 3/11/20 at 10:40 a.m. the DON confirmed the transfer lift was soiled and
 required immediate cleaning. *Photographic evidence obtained*
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