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A 000; Initial Comments A 000 
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! The fallowing reflects the findings of the Califomla I 
! Department of Public Health during the 

PLAN or I investigation of entity reported Incident 
CAOO180376. CORRECTIONS 

I 
Representing the Oepartm@f1t of Public Health: " This plan of correction is 
HFEN, 1958129917 

prepared as part of rhe I 
j The inspection was limited to the specifIC entity quality assurance process 

reported incident(s) investigated and does not fo r the provider. This phm I represent the findings of a full inspection of the of COfJ"CCtiOD and any 
facility, attached documents are 

A 161 T22 DIV5 CH3 ART3·7231 1(a)(1 )(A) Nur~ng A 163 prepared with substantial 

Service---General reliance upon privileged 

I peer revi ew infonnation 

(a) Nursing Servlce shan include, but not be and/or reports and IllS such 
limited to, the fOl lowing: are protected from I (1) Planning of patient care, which shall include at 

least the following: 
discovery." 

(A) Identification of care needs based upon an 

! initial written and continu ing assessment of the "Thi,; plan of correction is 

patient's needs with input, as necessary, from prepared, submitted and/or 
health professi(lnals involved in the care of the 

executed sole ly because it is 
patient. Initial assessments shall commence at 
the time of admission of the patient and be r equired by local, state 

completed within se'len days after admission, andlor federal regulations, 

I codes, and or guidelines. I I This Statute is not mel as evidenced by: As this trallsmission is I Based on interview, medical record and 
document review the facility failed to plan patient required by law, it is n ot a 

! care based on patients' physical and mental w aiver of the provisions I 
assessments, and railed to follow the within applicable laws and 

! manufacture's recommendations 10 ensure that r egulations or aoy other I 
the patIent was capable and suitable for transfer I 
I on a hydraulic Iming deviee. Thes. f.ilures I resulted in a patient falting from the hydraUlic 

lifting device, I 
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A 1631 Cont;nued From page 1 

Findings: 

On 3/22/11 , the medical record was reviewed and 

revealed that Patient A was an 88 year old 

female, who was re-admitted to the facility on 
2/11 /09 , with diagnoses which included atrial 
fibrillation, long-term use anlfcoagulant, mental 

disorder and history of 1alls. Tne Minimum Data 

Set (MOS-a patient assessment toot), dated 
2123/09, indicated that Patient A was resistive 10 

care, exhibited repetitive physical movements, 
e.g, hand wringing and restlessness, had poor 

balance, unsteady ga it and was totally dependent 

in bed mobility, transfer and required extensive 
assistance from staff. 

The Assessment for Restraint and Safety I Devices, dated 2112109, confirmed that the patient 
had intermittent confusion, was confined to chair 

j and had loss of balance while standing. The 
patient's Fall Risk Assessment, dated 2/12/09, 

identified the patient as being chair bound, having I balance problems while standing and having 
in termittent confusion. She ranked 11 on the Fall I R;sk Assessment wh;ch placed PaUent A a\ 
"High Risk for falls." 

I Care Plan #1 , dated 2112109, indicated the 
patient's physical mobility was impaired, that she 

exhibited weakness, confusion wittl dementia and 

I that the patient was occasionally resistive during 

care. 

I Care Plan #3. dated 211 2/09, indicated that the 
patient had, " ... unsteady gait and balance related 

to weakness. Poor safety awareness and 
occasional resistive behavior related to 
dementia ." However, this care plan listed an 

approach which read , "[Brand name for a stand 

I 
up liftllift transfer 1 person . ~ 

UamSln Bod CClr1lli(;ation Division , 
STATE FORM 

" PROVlO€R'S PlAN OF CORRECTION 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE 

TAG CROSS-REFERENceD TO THEAPPROPRlATE 
DEFICIENCy) 

A 163 

codes, sta tutes or 
regu lations _ 

T22 DIV5 CIfJ ARTJ-
723I!(a)(t)(A) 
Resident A is no longer at the 

facility. 

All residents have the 

potenti al to be affected by 
this deficient practice thus the 

residents' safety dignity: 

comfort and medical 

cond ition will be 

incorporated into goals and 

decisions regarding the safe 

lifting and moving of 
residents. This infonnation 

will then be docwnented in 

the residents ' plan of care, 

Upon admission., nursing 

staff in conjunct ion with the 
rehabilitation staff shall 
assess indiv idual residents' 

needs for transfer assistance. 

This information will be 

•• SZKM1 1 

I ~" COMPlETI! 

I "" 

I 
i gp.~/12 
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I 
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Care Plan #$, ~Potential for injury rIt (related tol relayed to the certified 
I 

anticoagulation therapy ... " listed the approach to, nursing assistants and also 
"Use extra precautions during transfers & position 

I change." While, Care !'lan #10, dated 12117/09, documented in the residents 

listed ti1at the patient was combative. In addition, care plan. 

the hospital's History and Physical, dated 2/13109, 

wamed that the patient exhibited behaviors The director of nu~i ng will 
related to dementia, and that she could, ·'hit, 
punCh, hurt, pinCh, strike out and slap," in service the licensed nurses 

on policy and procedure on 

Nurses Notes dated, 3f7/09 at 7:30 a.m" care planning. 

revealed tIlat CNA 1 was in the process of lifting 

the patient up to stand while using the stand up The director of staff 
LIft While pulling up her briefs, in attempts to 
complete dressing her, Patient 1 began moving development has in-serviced 

her arms and slipped them under the support the certified nurses assistant 

sling. As the CNA attempted 10 calm her down, that all mechanicalljfting I the patient pulled both elbows inside the sling belt devices require 2 staff 
and fell to her knees, then fell backwards hitting 
her head on the floor, The patient was taken to members in attendance. 

J the hospital for evaluation and was admitted, 
The Minimum data 

! In a telephone interview with CNA 1, conducted assessmenl nurse CMDS) will I on 3124/11 at 2:15 p.m., the CNA indicated that review care plans on a ! Patient A was swinging ner arms and trying to get 
out of the lift, Tt1e patient was, "fighting and was quarterly basis and as needed 

! not being cooperative," Referring to Patient A's and make necessary changes 

combative behavior, the CNA further added that, b~ed on resident care needs, 

"this has happened before," 

Upon review of the stand up lift's Operation The director of nursing 

Manual, dated March 2007, il identified patients (DNS) or designee will do 

not being suited for this type of lift, and wamed random checks on care plans 

. that, "Patients whose unpredictable behavior 

I ) during transfers poses risk of injury to patients or 
staff ... " are those who, ·'frequently exhibit 

1 combative behavior during transfers." Additional I 
wamings listed Ihe following: 

I I 
l icensing end Certification Dlvj' lI:m 
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A 1631 Continued From page 3 A 163 I 
I 'WARNING: Before using the IBrand name for I 

stand up lift] Lift, patients must be assessed by and follow up with in· 
the facility's professional nursing or rehabilitation services as needed. I staff, to determine which patients are suitable for 

The DNS will report findings 
transfer with [Brand name for stand up lift] l ift.' 

to the QA committee and 

There was no record on file that this was ever requeST recommendations as 

I done. needed. 

I 'WARNING; Palients with unpredictable 
behaviors due to dementIa may reqUire additional 

I help if their behavior poses risk to injury to 

themselVes or to staff members." This warning 

further indicated that the patient must have 

cooperative behavior, may not exhibit behaviors 

that might post risk of injury to Ihe patient and, 
"be able to bear weight on at least one leg." 

I The facilily f.;ted to show evidence that rt heeded I 
the above warnings. 

Patient A's mental disorder, 8S wen as her 
combative and uncooperative behavior with 
inab!Jity 10 stand, placed the patient in a category 

not suitable for transfer by one person assist, on 

j a stand up lift hydraulic lifting device. Due to the 
patient's limitation in physical functioning , 

I ! requiring extensive assistance at times, tt1e MDS 

identified that, tw01- persons physical assist was I required whenever moving or transferring the I 
patient However, Care Plan #3, CQntinued to 
instruct, ~ 1 person {Brand name for stand up lift] I ) lift transfef. ~ 

I j The facility failed to show evidence that Patient A 

was thoroughly assessed and cleared to be 

! determined suitable for 1 person transfer with the 

stand up lift. Placing Patient A On this lift with just 

l one (1) person assist was contrary to the 
, manufacture's recommendations. which placed 

Llccl1 l ing aoo Cel1l OOIion Oivision 
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the patient al high risk for fall or injury. I 
A 82.1 T22 DIV5 CH3 ART5-72523(a) Potien! Care A 822 I 

Policies and Procedures 122 DlV5 e1l3 ARTS. I'/Z<//'<-
(a) Written patient care policies and procedures 

72523(3) 

shall be established and Implemented to ensure It i s the policy of Whilney I that patient related goals and facility objectives Oaks to complete a written 

are achieved, report on a]J 

I Th is Statute i$ not met as evidenced by: 
incidents/unusual 

! Based on intervIews, medical record and occurrences involving 

document review, the facility failed to implement rcsidents. 

I it's own written policy and procedures on 

I Resident Lifting/Assisting Transfer, when it fa iled The l i censed nurses will 
to,1) Initiate aolncidentJAccident Report, 2) 

compl ete 8. written rCPQrt on I 
Initiate a 24 Hour Report fallowing a patienl's fall , 

and 3) Initiate a Post Fall Review following a incidents and unusual I 
patient's fall . QCcttrrences involving I 
Findings: 

residents. 

I 
All falls wi II have a report 

On 3122111 , the medical record review revealed I that Patient A was an 88 year old female, who mitiated by the licensed nurse 

was r@-admitted to the facility on 2111 /09, with upon discovery of the I diagnoses which includ@d atrial fibrillation, in cident and completed by 
! long-term use anticoagulant. mental disorder and 

! history of falls. The Minimum Data Set (MDS-a thc end of tbe shift. This I 
patient assessment tool), dated 2123109, indicated report will be crealed as an 

that Pati@nt Awasr@sistiv@ to care, @xtl ibited "event" on the matrix I ! repetitive physical movemtl:!nts, e.g. hand wringing computer program and 

! and restlessness, had poor balance, unsteady communi cated as part of the 
gait and was totally d@pendentin bed mobility, 

I transfer and required extensive assistance from 24 hour report. 

staff, I 
The med ical record review, conducted on 3122111 

at 1 p.m., the record documented that on 3fTl09, 

at about 7:30 3.m., CNA 1 plac@d the patient on a 

hydraulic mechanical li ft , while attempting to 
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finish dressing her and prep'aring her for 
breakfast While on the lift, and in the process of The lDT will review 

standing her up to raise up her briefs, the patient events/falls created on the 
placed both elbows inside the sling belt and feU 

matrix program on a daily ! backwards onto the floor. The facili ty activated 
the emergency 91 1 caU system and transferred basis and follow up with 

I her to the hospital's emergency department recommendations as needed. 

where she was evaluated and admitted. 

On 3122111 , at 1:45 p.m., review of the facility's The Director of nursing has 

Clinical Policy and Procedure Manual Protocol, in·serviced the Licensed 

tilled "Fall Management: Potential and Actual," nurses on policy and 

indicated that in the event of a fall, the facility was procedure regard ing incident 

I to complete the fOllowing: reporting, 24 hour reporting, 

1- Incident/Accident Report including notifications post fall reviews and creating 

•• 24 Hour Report, and "events" on the matrix 

•• Initiate Interdlsdplinary Post-Fall Review system. 

The document further Indicated that the facility Medical records or designee 
was to document the falls on the Quality 
Assurance (QA) Log and the Investigatlon Report will aud it the 24hour ,report 

! along with the Incident Report WOUld be filed as 

part of the QA J)rogram. 
and " events " for compliance 

and report findings to the 

! In an interview with the facility Administrator on 
administrator and director of 

nursing. 
1312211 1, at 2 p.rn., she Indicated that the 

Investigative report regarding this Incident was 

! sent to their corporate office. However, on a The di rector of nursing or 

follow·up can on 3123/1 1 at 3 pm., she designee will report to the ! acknowledged that none of the above listed Items QA committee and request 
had been conducted as per Facility's policy and 

confirmed that no investigative report was filed as recommendations as needed 

part of the QA Program. Furthermore, upon 
review of the facility's policy and procedures on 

based on reported findings. 

Resident liftingfAssisling Transfer, the policy 
indicated that the Director of Nursing Services 
(DON) or Olrector of Staff Development (DSD) I was responsible fof Identifying those residents 
that require li fts and the appropriate type. 
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! However, there was no record on filed that the 

DON or DSD had co1\ducted 3 full evaluation to 

! determine if it would be safe for the patient to use 

this hydraulic lifting device. 
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