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INITIAL COMMENTS

Complaint #13376 was substantiated (all or in
part) with a deficiency cited at F323.
483.25(h) ACCIDENTS AND SUPERVISION

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Complaint #13376 was substantiated (all or in
part) with these findings.

Based on observation, record review and
interview, the facility failed to ensure wheelchairs
were securely strapped into the van in
accordance with the manufacturer's instructions
to prevent rolling or tipping for 1 (Resident #1) of
5 case mix residents who required wheelchairs
for mobility (Residents #1 through #5). The failed
practice had the potential to affect 43 residents
who required wheelchairs for mobility, as
documented by the Administrator on 3/19/08 at
2:15 p.m. The findings are:

1. Resident #1 had a diagnosis of Fractured
Neck of Femur. The Quarterly Minimum Data Set
(MDS) dated 1/18/08 documented the resident
had no short or long term memory problems, had
modified independence in cognitive skills for daily
decision making, fell in the past 30 days and in
the past 31 to 180 days and required extensive
assistance of 2 or more persons for transfers.
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a. A Physician's Progress Note dated 3/11/08 at
2:00 p.m. documented: "Van driver called to
report accident. Res [resident] had bumped back
of head [after] result of catch on strap around
wheelchair broke and wheelchair tipped back."

b. On 3/17/08 at 1:10 p.m., the resident was
asked about the incident that occurred on
3/11/08. The resident stated,"The chair came
loose. | guess the belt came loose and | fell
back. It hurt when | hit my head."

c. On 3/18/08 at 11:10 a.m., Certified Nursing
Assistant (CNA) #1 (the CNA who was driving the
van at the time of the incident on 3/11/08) stated
after the resident fell backwards, "At least one
strap was open. Don't remember if both were
open. The straps that were used were
quick-release straps.”

d. On 3/18/08 at 11:20 a.m., the Maintenance
Supervisor stated, "Could have released the strap
or not fastened it well when it was hooked up.
Apparently, both sides were loose. It is easy to
have the strap in the catch and appear closed
and not be closed. The quick-release strap is
what came with the van..."

2. Resident #3 had diagnoses of End Stage
Renal Disease and Amputee Below Knee. The
Annual MDS dated 8/22/07 documented the
resident was moderately impaired in cognitive
skills for daily decision making.

On 3/18/08 at 10:32 a.m., the resident was sitting
in a wheelchair and stated, "They worked on the
belts and now you go backwards. They said they
fixed it, but | get scared. | don't like it."
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3. The manufacturer's instructions for application
of the restraint belts in the van were provided by
the Administrator on 3/18/08. Figure 1 of the
instructions indicated the front tiedown straps
should be applied to the L-shaped section of the
wheelchair at the same height as the wheelchair
seat. Figure 3 also indicated 2 straps attached to
an L-shaped loop section of the front of the
wheelchair at the level of the seat.

4. On 3/18/08 at 1:05 p.m., CNA #1
demonstrated the facility's current procedure for
securing residents' wheelchairs in the van. The
CNA attached two straps to a lower section of the
wheelchair just above the front wheels. The CNA
then pulled the wheelchair backward to tighten
the straps and locked the wheelchair breaks. The
back of the wheelchair was secured with a single
retractable belt. After the chair was secured, the
CNA was asked to pull back on the wheelchair
handles. The front wheels of the wheelchair
came up off of the van floor approximately 6
inches before being stopped by the straps. A
diagram attached to the inside wall of the van
indicated the front straps should have been
attached to an L-shaped section of the wheelchair
at the same height as the seat and the back of
the wheelchair in the diagram was secured with 2
straps.

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: YKR411

Facility ID: 0366

If continuation sheet Page 3 of 3




