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Accura Healthcare of Pleasantville denies it|8/25/2020
F 0C0| INITIAL COMMENTS F 000 violated any federal or state regulations.
Accordingly, this plan of correction does
Correct!on date ﬂgﬂgL mot constitute an admission or agreement byl
the provider to the accuracy of the facts. .
A COVID-19 Focused lnfect!on Control Survey. Elleged or conclusions set forth in the
Complaints #85480 and #92565, and Facllity tatement of deficiencies. The plan of
.Department of Inspaction and Appeals olely because it is required by the
s e 18 v A e et § ot ke rovisions of federal and state law
Comp '?"?t.-#,g >480-C was fiot sqbst-a:-"bated' mpletion dates are provided for
| Complaint #92655-C was substantiated. ural processing purposes and
s e rrelation with the most recently
Facility Reported Incldant #92884-1'was mpleted or accomplished corrective
) substantiated.- - - -~ —~-~--—-- tion and do not correspond
! L S hronologically to the date the facility
See the Code of Federal Regulations (42CFR) intaing it is in compliance with the
Part 483, Subpart B-C. . irements of participation, or that
F 889 ‘Free of Accident HazardslSupervlsloniDev:ces F 689 parion,

ss=J | CFR{8): 483. 25(6)(1)(2) e

§483.25(d) Accidents.

The facllity must ensure that~ - - = -
as free of accident hazards as is possible; and

§483,25(d)(2)Each resident recelves adequate.
supervislon and assistance devices to prevent
accidents.

’ Thns REQUIREMENT Is not met as evideneed

Based on clinical record review, staff interviews,
-and-observations;-the facliity-staff falled to safely
transfor 1 of 6 sampled (Resident #2). Resident
| #2 moved while raised in-a total mecharical lift
and fell from the lift striking her head on the base
of the liit. Resident #2 sustained a traumatic
brain Injury which resulted In death. The lift falled
to contaln safety clips on the hanger barto

- - |-§48325(d){) The-resldent-envimnment—remams

rrective action was necessary.

facility will ensure that Resident #2 and
ike residents receive adequate transfer .
gistance to prevent accidents,

On 8/3/2020, education was initiated by the
ADON for all staff on proper transfer
technique utilizing a mechanical lift. On
8/5/2020, the ADON implemented
dditional education on proper use of the
oyer lift per the manufacturer’s user
ual and on what to do when a resident
oves while in the lift. On 8/13/2020, the
ON implemented a new Hoyer Transfer
ompetency and initiated education for all
taff.

TMLE {X8) DATE

N 09/23/2030
(’) emtes a defclency wilich the institution may be excused from correcting providing it is determined that

other safeguards pmvtde sufficlent pmtectbn to the patients . (Ses Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
folowing the date of survey whether or not a plan of correction Is provided, For nursing homes, the above findings and plans of comection are disclosable 14
days following the date these documents are made aveilable to the facifity. If deficlencles are cited, an approved plan of correction Is requisite to continued

program partlcipation,
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F 6891 Continued Frompage.1. ... . _. F 689[0n 8/5/2020, the Administrator ordered . .. |.
prevent the lift sling from detaching from the Bft. new clips for the hooks on the Hoyer
The fecility-failéd to properly-frain'staff on the hanger bars. The clips arrived and were e
.| proper use of the it and what to do In the event a installed to each lift by the Administrator on
-| resident moves while in the lift. The facllity 8/10/2020. On 8/13/2020, the facility
-1-reported 10 res|dants required.a.total mechanical ) HEiTihE SN W
lift Tor transfers, The fa"éiiﬂy reported a census of mg:::g H gcr staff on the facility’s A
4. upc oyer Transfer Competency to
P e ensurepmenceofchpsonthehangerbar
e 'F'[mm'gg:]"eludgt.:-— —- .l prior to completing a resident transfer, On .
et ks ST I *18/13/2020, "inspect clips on hanger bar"
- 1. Accordlngfo the Mlntmum Data Set (MDS) was added to the resident lift inspection
-aSéessment-dated 6/23/20; Resident #2 had checklist in TELS. This check will be
.|-diagnoses that Included Alzheimer's disease, - . . performed monthly by facility maintenance.
Non-Alzheimer’s dementia, post-polio syndrome o o
.| and.ostegadhritis, Resident #2 had sgvere. __ oty ‘ : '
| cognitive Tmpalfments and displayed behavioral Tl}e Ditector Qqursmg and/o.r demgn.ee
will randomly audit for compliance with the
symptoims dirgcted towards others (like verbal H Transfer Co Th
SYptoMS oF dISUptVe sgunds). Resident #2 did oyer Lranster Competency. The
notwalkrequired-the-assistance of two staff for Administrator and/or designee will .
tfansfemeand.usedwheegeha;pfomemmy randomly audit the mechanical lifts to
TR e DR ensure they ‘are in proper working order and|
TheCare Elan.twisaa:lu 6/20 revaaled Resident contain the safety chps
#2 unable to fransfer effectively related to.
weakness:and impaired-cognition.:The Care Plan addres
- }instructed staffto sssist Resident #2.to transfer ' gf&?meewﬂ: nely sedwiththe |
with two staff with a total mechanlcal lift, to offer : L R
reassurance and talk with her throughout the - N
transfer to ease fears/anxiety and provide clear - , R
Instruction in regard to tasks. oo | T
The Order Summary Report dated 7/1/20 . , - - © gl
documented erders to administer Clopidogre! - EDR—
Bisulfate (or Plavix, an antiplatelet medication) 75 .
mg (milligrams) once a day. Resident #2's MAR o .
(Medication Administration Record) dated 7/1 -
7/31/20 documented she received Plavix every N
moming.
The Incident Report dated 7/31/20 at 7:00 p.m.
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authored by Staff A (Registered Nurse)
documented a Nurse Alde notifled her of the need
to go to Resident #2's reom and the resident fell
from the Hoyer. Staff A entered the room and
noted the Hoyer sling hung from the lift by the top

.| two loops at the head and one bottom loop at the

knee. The fourth loop was unhocked and
hanging. Resldent #2 lay on her side between
the lags of the lift with her head laying partially an
the leg of thé Hoyer.- The Incident Report
documented Staff B (Nurse Alde) and Staff C
(Nurse Alde) witnessed thefall,

| The Health 'Status Note dated 7/31/20 8:27 p.m.,

revealed Staff A (Registered Nurse) noted afl [ift

| slirig loops were Intact. Staff A observed the

resldent bleeding, moved the lift and assessed
the site of bleeding at the resident's right temple.

- Staff A Instructed a Nurse Alde to apply pressure

to the wound and summoned 911, Staff A then
obtained vita! signs and assessed the resident.
Resident #2 had an emesis and bowel

movement. Medics arrived and started to move

-| Resident #2. Resldent #2 had two more emesis

and another BM. Medics applied a cervical collar
and transferred Resident #2 on a back board and
gumey. The note documented Resident #2 had
not been lowered to floor. The note also
documented Resident #2 recelved a laceration to
the right temple, a hematoma (bruise) to the back
right of her head and skin tears to her right
shouldar, the sides of her right elbow and right
knee and the back of her left hand near the
thumb. Staff A documented Rasident #2's blood
pressure (BP) at 198/92, a pulse of 89,
respirations at 18 and an oxygen saturation of
93% on room air.

The Prehospital Care Report dated 7/31/20
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| documented the Fire Department responded

following dispatch for a female who fell cutofa
lift. Staff reported they were transferring the
resident with the [ift and she fell on her head.

- The report described the lift as about three to four-

feet off the floor. Staff also reported the resident
was unresponsive for a time prior to Emergency
Medical Services (EMS) arrival. The resident did

1 not normally talk or obsy. commands due to her

dementia; she mumbled but did not verbalize any
complaints. EMS staff documented a laceration

" | to the resident's forehead that was difficult to

" | 'access.due to coplous amounts of blood flowing
'| from the wound. Resident # 2 transported
| directly to the hospital. '

During interview on 8/13/20 at 8:00 a.m., the

| Emergency Medilcal Service staff (dispatched on

7/31/20) stated sha saw the helight of the Iift when
entering Reeldent #2's room and it must have -

_| been three to four fest in the alr.

The Emergency Dapartment (ED) Physiclan

Notes dated 7/31/20 at 8:21 p.m. documented
Resident #2 presented following a fall just prior-to

.| arrival. The fall was described as three feet out

of a Hoyer [ift at the nursing home. The resident
had swalling and bleading to the head with risk
factors of age and anticoagulation and with
associated symptoms of nausea and vomiting.

-| The records also documentsd Resident #2 -

experienced a hypertensive emergency ( BP
measurement of 158/111) and she received
treatment for hypsrtansion via Intravenous
niCardipine. The notes described Resldent #2's
condition as critical.

A Computed Tomography (CT) scan of Resident
#2's head on 7/31/20 at 8:68 p.m. documented

cea e e ] -

FORM GM9-2667(02-95) Previous Verslons Obsolete

Evant ID: LWVY11

Facifity D: 1A0856

If continuation sheet Page 4 of 14



DEPARTMENT OF HEALTHAND HUMAN SERVICES

PRINTED: 08/08/2020

FORM APPROVED
__CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPFLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
C
. 168324 B. WING 08/24/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ACCURA HEALTHCARE OF PLEASANTVILLE, LLC 909 NORTH STATE STREET
' PLEASANTVILLE, IA 50225
) D SUMMARY STATEMENT OF DEFICIENCIES ID = PROVIDER'S PLAN CF CORRECTION 05)
“PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE COMPLETIGN
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
..F 689 Continued From page 4 .F689

findings of a large subdural hematoma overlying
the right cerebral convexity. The hematoma

| measured 3.3 centimaters (cm) In the maximal

dimension. The CT also showed a marked
assoclated mass effect on the adjacent
parenchyma (the braln's functional tissue) with an
approximate 1.2 cm midline shift. The CT also
showed effacement (narrowing) of the right lateral
ventricle. The impression of the CT documented -

. an assoclated mass effgct on the adjacent

parenchyma and resultant acute hydrooephalus ’

, (ﬂuid accumulation in the brain).

The hospital Discharge Face Shast'dated 8/1/20
at 3:20 p.m. recorded Resident #2 discharged
back to the facliity with Hospice and comfort ~ -
cares;

A Health Status Note dated 8/1/20 at 4:04 p.m.
documented Resldent #2 retumed to the facllity.

| Staff assessed the resident as nonresponsive ;

she would groan to a firm sternal rub (painful
stimul) but did not attempt to pull away. Resldent’
#2 did not grip or pull (with her hands). Staff
contacted Hospice who planned to discontinue
the resident's current medications and begln
comfort care medwations

Observation of Resident #2 on 8/5/20 at 12:10
p.m. revealed Resident #2 on her left side in bed
and with no response to her name. The
observation revealed a right frontal/temporal -
bruised open area, very swollen in appearance
and measuring approximately 3 x 5 cm. '

A Health Status Note dated 8/8/20 at 10:30 p.m.
documented Resident #2 expirad at the facility at
6:45p.m.

H -l.
ihowl
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A Maljor Injury Determination Form signed by

‘Resident #2's Physiclan on 7/31/20 revealed that

after reviewing the circumstances, injury and
prognosis of Resident #2, the physician believed
Resident #2 sustained a major injury.

The Certificate of Death dated 8/9/20
documented Resldent #2's inmedlate cause of
death as a traumatic head Injury. The manner of
death, accidental and a description of the injury -
as the patient struck head when dropped by
nursing home personnel. - )

-| During a phone interview on 8/6/20 at 10: 57 am.,

Staff A remembered the Incident on 7/31/20.
Staff A stated when she entered Resldent #2's
rocom, she saw her laying on the right side with
her head partially on the leg of the lift and blood

on the floor. Staff A lifted Resldent #2's head, -- - -

observed the laceration-was a signlificant and

asked Staff C to apply pressure while she dialed
911. Staff A stated that she asked the aldes what
happened afterwards. The aldes reported the lift .

sling was not connected comectly. They tried to
re-position the sling while the resident sat in the
wheelchair, but the resident was positioned badly
and fell. Staff A stated it was tike they tried to
blame postticning on the resldent's fall. When
asked about the elevation of the lift, Staff A stated
the resident's boftom would have been three to
four feet in the air. Staff A stated she took a-

, | photo right after the fall; the [ift had not been

lowered but it was:moved away so she could care
for the resident. Staff A sent the photo via text

and asked to speak further. At 11:18 a.m., Staff A"

stated she Is an advocate for patients and did not
want to get anyone In frouble. Staff A stated the
lift had very proncunced hacks and the sling was
intact. Staff A thought the loops werenot
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F 689| Continued-From page 6

positioned completely on the lift hooks. When
staff lited Resident #2, her body weight caused
the sling to come off the hooks, causing the fall.
Staff A stated she sent the photo she took on
7/31/20 to the facility's Director of Nursing (DON).

A review of the photograph recelved from Staff A
revealed a total mechanical lift. The photograph-
revealed ons loop hung fres from the [ift (lower

right as the resident sat) and open-ended hooks -

at the end of the it arms. The [tft seat appoared

to hang approxlmately three 'feet from the floor. {

The facllity reported Resident #2's fall p the
Department, of Inspections and Appeals by
telephone on 8/7/20. The Incident Summary
documented Resldent #2 maved her lower
extremities, which shifted her weight, during the-
transfer. When the resident's weight shifted, the
‘loop closest to her right knee lifted off the loops of
the lift basket. Reslident #2 then slld out of the
sling onto the ﬂoor, hittlng her head on the Ieg of
the lift. .-

The User Manual showad illustrations of hooks at
the ends-of the [ift's hanger bar which contained
safety clips to close the end of the hooks where
the lift sling loops connected. The lllustrations
showing the safety the clips were present on
pages 1, 12, 17, 18 and 21, Page 26 of the
manual instructed not to move the patient if the
sling was not properly connected to the hooks of
the hanger bar.

Observation on 8/5/20 at 10:40 a.m. revealed no
safety clips in place on the hooks at the end of
the hanger bars on either the facllity’s total
mechanical lifts. :

F 689

P g
]
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During Interview on 8/10/20 at 10:00 a.m., Staff B
stated after supper on 7/31/20, she assisted
Resldent #2 to her rcom and put the resident's
pajamas on while Staff C obtained the fift. When
Staff C arrived with the lift, Staff B noticed the
resident positioned crooked in the lift sling, so she
stralghtened her out. Staff B stated she ran the
Iift. Staff B started to lift the resldent while Staff C
‘stood behind the resident’s wheelchalr. Staff B
stated the resident wiggled in the wheelchalr
before the transfer and In the sling during, so they
stopped moving the lift. Resident #2 swung her
leg and Staff B thought the right lower hook came
out; Resident #2 fell to the floor. During the

interview, Staff B stated the lifts are supposed to

have safety clips at the tcp of the hooks to keep -

| the loops in place. Staff B had never seen safety

clips on the lifs. Staff B showed the surveyor her
phone, which centained photos of the hooks
-without safety clips at the end of the Invacare
hanger bar. Staff B stated she received the

- photos from another staff member (Staff D).

burlng Intemew on 8110120 at 3:57 p;m.. Staff C

1 (Nurse Aide) stated the pight of 7/31/20, Reslident

#2 had been kicking her legs over the edge of the
chair more than once, beginning at 6 pm. The
rasldent also kept frying to sit forward and she got
more fidgety. About 6:30 or 7:00 p.m., she and
Staff B assisted Resident #2 to her room. They

.| noticed the resldent curled sideways in her chair

and the sling appeared crocked; they tried to
reposition the sling multiple times. They started
the lift; Staff B worked the condrols and Staff C
pulled the chair away. The next thing she knew,
Staff C observed Resident #2 on the floor. It
happened fast. Resldent #2 turned right in the
sling, her right and left legs crossed over each
other. Staff C originally thought the loop
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snapped. Staff C stated she had never seen any
safety clips at the hook ends of the lift hanger bar.
She also had photos of the lift on her phone
which showed no safety clips at the hook ends of
the hanger bars. Staff C stated she wished the
clips had been on the lift on 7/31/20; they might
have prévented Resident #2's fall.

‘During interview on 8/12/20 at 5:15 p.m., Staff D

(Certified Medication Alde) stated she had photos

of the lift on 8/6/20 and provided the photos,
Staff D stated she had worked at the facllity for
more than two-years and the lifts falled fo contain
safaly clips. Reviaw of the photegraphs showed

- | no safety clips at the hook ends of the hanger bar

of lhe lift.

Observation on 8/10/20 at 1:50 p.m., revealed the

. “total mechanical lift 600 had safety clips in place -
_| to close the heoks at the end of the hanger bar.

Obsarvation at 3:00 p.m. revealed the total

" | mechanica) lift 450 lift also had safety clips in

place to dosa the hooks at the end of the hanger

-| bar.

. Durlng observation and interview on 8/12/20 at 10

a.m., Staff E (Nurse Alde) observed the
mechanical lift 600 and stated the safety clips
were new. Staff E did not see the safety clips on

the lifts the previous week and she thought they

were-placed on 8/10/20.

During observation and Interview on 8/12/20 at
10;10 a.m., Staff F (Nurse Alde) observed the
total mechanlcal 450 lift and stated she last
worked the floor on 8/7/20 and did not see safety
clips on the Invacare lifts then; today was the first
day she'd seen them.

LD
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On 8/10/20 at 10:10 a. m,, the Mamtenance
Director stated he had worked at the facility since
3/20 and does monthly checks the lifts. He- St
checks the wheels, clips, pulls hair out of the ' - s . s
casters and checks the batteries. Observation of tmen e e e ) a0
the total machanical fift 600 occurred shortly after . . T ' Y I
the interview. The Malntenance Director stated

he did not order or install the safety clips.

Review of Mobile Lift Inspection Logbook
documentation dated 6/8/20, 7/2/20 and 8/12/20
contalned Instruction to Inspect the boom (where

the hanger bar connected) to check Ifs hardware :
and swivel bar supports and inspect the swivel ’ ' s
bar boltsfhooks for damage/wear and the sling .

hooks for bends or deflection.

.| During an additlonal interview with the . . ‘ ?
| Maintenance Director of 8/13/20 at 10:00 a.m., he |- . U t
stated the items he mentioned on 8/12/20 were 1 .
“| items he had problems with. He reviewed the
Logbook docurnentation and stated he lookedat =~ | -
all listed items. Upon observation of the lifts after o L.
" | the Interview, he stated he was pretty sure the - ' o
safsty clips were on the end of the hooks, but not
listed on the chscklist he malntains. The-
Maintenance Director then stated he malntained
three lifts at another facility and two lifts at this
facility and It may be the other facility's lifts he
remembered seelng the safety clips In place.

During interview on.8/12/20 at 10:45 am, the
Administrator reviewed the photograph taken the . :
night of the fall and stated he had seen the photo - ' AU OV
before. The Administrator stated he placed the T ' .. ’
safety clips at the hook ands of the lifts on
8/10/20. When asked if the clip's purpose would
be to keep the loops on the lift's hooks, he stated
he did not really know but it's not unreasonabla to
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think so.

"An Involce from the facility’s equipment supplier
1 identified a purchase order for clips for the

Invacare Spreader Bar as ordered on 8/5/20 and
detivered on 8/10/20. :

On 8/12/20 at 11:30 a.m., the Director of Nurses
provided a llst of residents who required
mechanical lifis for transfers; the list contained
the names of nine cument residents and did riot
include Reslident #2. The DON stated the facllity’
had ne bariatric residents and all nine regidents
could transfer in either the total mechanical Ilft
450 or the total mechanical lift 600. '

2. During Interview on 8/10/20 at 10: 00 am., -

Staff B (Nurse Alde) stated sho was 16 yearsold .

when she trained as A Nurse Alde and did not -
complete lift transfers during that training. StaffB
stated that facility staff must be 18 years or cider
to use the mechanical liits, Staff B stated the R
Director of Nurses knew she had observed -
transfers but she had no physical training on use

of the mechanical lifts. Staff B turned 18 in June, - -

2020 and she thought everyone knew this

baoause other staff told her she could use the fifts-

now. During further Interview on 8/12/20 at 7:25
pm, Staff B stated she had been using both total
mechanical lifts for all residents who required lift
transfers since she turned 18 in June, 2020. She
likely had transferred Resldent #2 50 to 100
times. She stated Resident #2 could be fidgsty
with transfers but that night was really bad.

During interview on 8/11/20 at 5:00 p.m., the
Director of Nurses stated it is corporate policy
that staff must be 18 years old or older to use the
facility's mechanical lifts. At 3:30 pm, the Diractor

1. Fesol. .

FORM CM8-2567(02-89) Previous Versions Obsolote

- Event ID: LWWY11

Facility 1D: LA0856

If continuation sheet Page 11 of 14




PRINTED: 08/08/2020
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES . . ‘ OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
]

165324 B. WING 08/24/2020
NAME OF PROVIDER OR SUPPLIER ) STREET ADDRESS, CITY, STATE, ZIP CODE

909 NORTH STATE STREET

PLEASANTVILLE, 1A 50225

*4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xe)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL " PREFIX (EACH CORRECTIVE ACTICN SHOULD BE OOMPLTEI‘EI'ION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TOcT;l)E APPROPRIATE oA

' DEFICIEN

* ACCURA HEALTHCARE OF PLEASANTVILLE, LLC

F 689 Continued From page 11 F689 . s oo em oo o R

of Nurses and the Administrator stated the facllity
had no policy regarding staff under the age 18 .
being prohiblted from using mechanical lifis; itis . : ) S R4
the facllity’s practice though. a e SR

On 8/12/20 at 11:10'a.m., the Director of Nurses
provided Staff B's Staff Orientation Checklist -
Transfer.and Lifting Equipment, dated 7/20/19. , ' oy

The Director of Nurses reported thiswas the T e , s
mdst recent tralning Staff B had on mechanical lift ' . o T TR
transfers.:Staff B had no additlonal training aside - G B R
from watching other staff use the lif. LT " | R &

3. StaffB and Staff C both stated that Resident T P |
#2 fidgeted, moved her legs and attsmpted to Co L : : T
tum sldeways during the trandfer on 7/31/20. : L N o

During an interview on 8/13/20 at 9:50 a.m., Staff ' S

G (Nurse Aide/Medication Alde) stated she had : G e e
not received training regarding resident - v -
movement during a lift transfer. Staff G stated
she worked In long-term care for a long hme and . A S . T
if a resident moved during a mechanical lift | ‘ cem S T ]
transfer, she would stop the transfer and tell her - B - T |
charge nurse and try again later. - . el . AT B

On 8/13/20 at 10:20 a.m., Staff H (Nurse Aide) : 4 = ’ S
stated she received training on using the total ' , T ) . B U I
mechanical lifts from another Nurse Alde. If a R -
resident moved thelr legs or tried fo roll during a
transfer, she would not transfer the rasident, . - _— B = I
would let them calm and fry egain later. The - S - L EREET-DIRI
Nurse Aide who trained her told her that. She '
had not recelved an audit on safe use of the
mechanical lifts prior to Resident #2's fall on
7/31/20.

During an interview on 8/13/20 at 10:40 a.m.,
Staff | (Nurse Alde) stated if a resident tried to
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move thelr legs or tum during a lift transfer, she
would wait and try agaln later. it wouldnt be safe
to move the resident. Staff | knew this based on
her own expsrience, not from fraining at the
faclllty.

'| Page 7 of the Mechanical Lift 450 User Manual

instructed to uss common sense in all lifts.
Speclal care must be taken with people with
disabilities who cannot cooperate while belng
lifted.

Revlew of the Staff Education for 8/20 document.
with training beglnnlng on 8/4/20, identified the
following tralnlng Item8'

a. User manuals for each lift are attached to the
lifts themsalves. Please utilize this as a user’s
guide to operation. Shower slings should be
utilized-for showers only -

b. In the event that any equlpment falls, It needs

to be removed from-operation, A sign shouldbe
sacurely affixed to the equipment ldentifying it is
out ofoperation. The equlpment should be place
in the vending machine area until it can be
addressed.’

G Whan assustmg residents with Activitles of Dally
Living, referencs the Packet Care Plans to
provide care as appropriate. The Pocket Care
Plans are located at the designated nurse's'
station. ) .

The Staff Education for 8/20 also contained staff
audits on safe-use of the mechanical lifts.

During Interview on 8/13/20 at 10:45 a.m,, the
Assistant Director of Nurses (ADON) stated she
conducted the staif education for 8/20. The
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ADON stated she went through each item as e e
documentsd and also went through the User * ' ' ' e
Manual (pages 20-21, 24-28 and 31). She stated i ’ .
she watched as staff read the manual and use : e T e
the lifts. The ADON stated the training didnot S BRI
specifically address what to do If a resident N

moved or squirmed during a [ift transfer, but it did
address the safety and comfort of the resldent.

T TTTAIIC e o

On 8/13/20 at 2:45 p.m. the State Agency
Informed the facility of the Immediate Jeopardy.
| The facility abated the immediate Jeopardy on
8/14/20 by educating staff on the proper use of
lifts according to the manufacturer’s instructions
with return demonstration, educating staffon

' what to do in the event a resident moves while in
the lift, installing clips to the lift hanger bar and _ - -
implementing checks to ensure the clips are in . -

"| place priorto use of the lits. - . R e .
After corrective actions the scope lowered from a - o -

Ve 2N T P
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