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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** The facility 
failed to ensure resident #1 was free from avoidable accidents when transferring a resident using a Hoyer lift. 
This deficient practice placed the resident at risk for serious injury, pain, and further decline.Findings 
include:Resident #1 was admitted to the facility on [DATE], with diagnoses that include obesity, chronic pain 
syndrome, and long-term use of anticoagulants. A review of the quarterly Minimum Data Set (MDS), dated 
[DATE], revealed Resident #1 had a Brief Interview for Mental Status score of 14, which indicates she was 
cognitively intact. A review of the care plan, dated March 19, 2025, indicated that a Hoyer lift with 2 staff will 
be used to safely transfer the resident, and an identified goal was that the resident would not have an injury 
related to transfers. A review of the physician's orders, dated March 23, 2025, revealed Resident #1 was to 
be transferred using a 2-person Hoyer lift. A review of the progress notes in the resident's Electronic Health 
Record (EHR) revealed a note, dated July 17, 2025, at 6:41 P.M., indicating Resident #1 was in her room 
with two CNAs who were attempting to transfer the resident from the chair to the bed. The note continues to 
describe that during the transfer, using the Hoyer lift, the Hoyer lift had tilted to the side, and the resident fell 
on the floor. The note also indicates that the resident had fallen on her buttocks and lower back and did not 
hit her head. An interview was conducted with Resident #1 on July 31, 2025, at 12:20 P.M. Resident #1 
shared that Certified Nursing Assistant (CNA/Staff #27) and described the second staff member as a CNA 
who was working a different hall but could not remember her name. Resident #1 further shared that she felt 
staff were rushed that day, and Staff #27 had told Staff #30 to move the legs on the lift closer together. 
Resident #1 added that the legs of the Hoyer lift are usually spread apart to balance the Hoyer lift. Resident 
#1 recalled CNA/Staff #30 saying that it wasn't a good idea, and shortly after that, the Hoyer fell, and she 
had fallen to the ground. Resident #1 shared that usually when she is transferred, CNAs don't close the legs 
of the Hoyer until she is over the bed; however, Staff #27 wanted the legs together before she was over the 
bed so that the Hoyer legs could go under the bed more easily. Resident #1 estimated that she was about 2 
feet away from the bed and suspended approximately 4 feet from the ground when the Hoyer had tipped 
over. Resident #1 also shared that she is still scared about using the Hoyer, so she doesn't get out of bed as 
often as she used to. She added that she had to get anxiety medications to help calm her. She also 
expressed that she no longer wanted Staff #27 to transfer her because she was not comfortable with him 
doing the transfer. A telephonic interview was conducted with Staff #30 on July 31, 2025, at 2:05 P.M. Staff 
#30 shared that she had received training on using the Hoyer lift 2 weeks after she was hired. Staff #30 
shared that she was assigned to work a different hallway when Staff #27 had asked her for help with using a 
Hoyer lift to transfer Resident #1. They were attempting to move Resident #1 from her motorized chair to her 
bed when the Hoyer lift was not able to move forward due to a cord on the floor blocking the lift's forward 
progress. Staff #30 explained that she was working the remote for the Hoyer, and Staff #27 was using his 
hands to guide the resident in the sling. She continued to explain that once the Hoyer lift was stuck, she 
noticed that Staff #27 had his foot on the leg of the Hoyer and he was trying to push the Hoyer over the cord. 
It was at that time that she attempted to tell Staff #27 to wait multiple times. She shared that Staff #27 
appeared to be frantic, like he was in a rush to get it done. It looked like he wasn't thinking clearly, and he 
was not hearing me because he was so focused on moving the Hoyer. Staff #30 then shared that it was at 
that point when the Hoyer fell over her, and the resident fell to the floor onto her lower back and butt from the 
maximum height. She also shared that Staff #27 then left the room to get help while Staff #30 was able to 
push the Hoyer off of herself. An interview was conducted on July 31, 2025, at 3:22 P.M. with Staff #27. He 
shared that he gets training on using the Hoyer lift annually and whenever there is an incident. He also 
shared that the last time he received training on the Hoyer lift was the same week the fall took place. Staff 
#27 explained that it was around 5:00 P.M., and Resident #1 was in her motorized wheelchair when she had 
expressed wanting to be transferred into bed. Staff #27 shared that he was in a rush that day to get 
everything done because he was trying to get residents changed before dinner time so they could eat 
comfortably as the dinner trays were close to being delivered. The other CNAs in the unit were in the dining 
area assisting residents, and he was in the hallway alone. He then went to another hallway to get assistance 
from another CNA for the Hoyer transfer. Staff #27 explained that prior to starting the process of transferring 
a resident, using a Hoyer lift, he ensures the area that the Hoyer lift will be used in is clear and that nothing 
can get caught is on the floor. He also ensures there's enough room to maneuver the Hoyer. He confirmed 
that he did this prior to using the Hoyer to transfer Resident #1; however, he shared that there was a tubing 
(oxygen tube) and electrical cord from Resident #1's roommate on the floor but he thought it was far enough 
out of the way that it wouldn't interfere with movement of the Hoyer lift. He also said that Staff #30 had told 
him that she was going to try to move the base legs closer together to fit under the bed. While he and the 
other CNA were turning Resident #1 towards the bed, the roommate's tubing and electrical cord were in the 
way, and the wheels of the Hoyer lift got caught in the tubing. He indicated that he was able to dislodge the 
tubing. Staff #27 explained that he believed the momentum of the sling swinging caused the Hoyer and the 
resident to fall over. He confirmed that Resident #1 was at the highest point in the Hoyer, due to her bed 
being high, when she fell. He recalled Resident #1 crying out as she fell, and she had told him that her rear 
end had hurt where she had landed. Staff #27 left to get a nurse immediately after the fall, and Registered 
Nurse (RN/Staff #70) assessed the resident and took her vitals. A mobile X-ray was brought in, but it was not 
able to do the scan because the resident was too big for it. The resident indicated she did not want to go to 
the hospital because she didn't like hospitals. Staff #27 confirmed that neurochecks were done post-fall. 
When asked what the risks to the residents were if the Hoyer area was not cleared before transferring 
residents, Staff #27 indicated that the risk would be that the Hoyer's movement would be impeded, and it 
would be harder to do tighter turns. The resident could fall and get injured. An interview was conducted on 
August 1, 2025, with Licensed Practical Nurse (LPN/Staff #93) at 8:25 A.M. Staff #93 explained that before 
transferring a resident, using a Hoyer lift, she would look at the bed position and the space in the room to 
ensure there is room to maneuver the Hoyer lift. She would also ensure that the Hoyer is working before 
starting the transfer and then explain to the resident what she and other staff will be doing. She also shared 
that she would ensure there are no cords or tubes on the floor because the Hoyer would not be able to go 
over it, We have to make sure it is out of the way. Staff #93 shared that the risks to the residents if they have 
a fall from a Hoyer lift would depend on how far the resident was from the ground. If the resident had a 
higher-level fall, they could have a fracture. An interview was conducted on August 1, 2025, with CNA/Staff 
#16 at 8:42 A.M. When asked what the process was when transferring a resident using a Hoyer lift, Staff #16 
explained the process as follows: She would get a 2nd staff member to assist her and hook up the resident 
and ensure they are clipped in. Ensure the Hoyer is in position and one staff member is to watch the feet and 
the body while the other staff person operates the Hoyer lift using the remote and ensures the Hoyer lift is 
stable for transfer. Make sure everything is out of the way, and make sure cords are out of the way. She 
explained that the Hoyer lift is not able to go over cords. If you had a resident in there and tried to go over the 
cord, the resident in the sling would rock back and forth. She shared that a few days before this interview, 
she was moving a Hoyer lift with no resident in there, and there was a cord on the floor. She indicated that 
the sling bar was swaying and shared that she could imagine if a resident were in the sling, it would rock 
even more. She added that she couldn't get the Hoyer lift over the cord, so she had to move the cord out of 
the way before she could move the Hoyer lift. When asked what the risk to the resident would be if you 
attempt to push a Hoyer lift over a cord, she indicated that the Hoyer lift would tip over and fall. When asked 
if the legs of the Hoyer lift could be moved closer together to fit under the resident's bed, Staff #16 shared 
that it was risky because if the resident was obese, they might tip and fall because the legs would be too 
close together. She stated that she would use common sense on figuring out how much she is able to close 
the legs to fit under the bed without sacrificing resident safety. An interview was conducted with the Director 
of Nursing (DON/Staff #106) on August 1, 2025, at 9:13 A.M. Staff #106 shared that CNAs do trainings on 
the Hoyer lifts and have a competency test on hire, annually, and if anything happens. When asked what 
happened to Resident #1, Staff #106 shared that Staff #30 and Staff #27 were transferring the resident from 
the wheelchair to the bed, and they had put her on the sling. While transferring the resident, the Hoyer 
tipped. She indicated that she was not sure what caused the Hoyer to topple, but she thought it was because 
the legs were in the incorrect position, but she didn't know for sure. Staff #106 explained that during the 
process of transferring a resident, using a Hoyer lift, her expectations were that the staff would ensure the 
legs of the Hoyer lift were wide enough for the balance of the patient. She also shared that the legs of the 
Hoyer were to be open and not closed during transfer, or the legs moved closer together when the patient is 
in the sling, but not yet over the bed. If this were to happen, there would be the risk of the Hoyer lift tipping 
and the patient falling and having an injury. Staff #106 also shared that nothing should be on the floor 
because it wouldn't be a flat surface. There would be a bump there, and the Hoyer lift would not be able to 
go over it. The risk to the resident would be that the Hoyer would lose its balance, and the resident might fall 
because of the swinging of the sling. Review of the policy titled, Lifting Machine, Using a Mechanical, last 
revised in July 2024, explains the procedure of using a lifting device. Step 4 of the procedures instructs the 
reader to Prepare the Environment: - Clear an unobstructed path for the lift machine; ensure there is enough 
room to pivot; position the lift near the receiving surface; and place the lift at the correct height.
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