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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review and interviews, the facility failed to ensure one (#5) of eight residents reviewed for abuse out of 
12 sample residents were kept free from abuse.Specifically, the facility failed to protect Resident #5 from 
verbal abuse by Resident #15.Findings include:I. Facility policy and procedureThe Abuse, Neglect and 
Exploitation policy and procedure, dated 4/11/25, was provided by the regional clinical resource on 12/4/25 
at 5:21 p.m. It read in pertinent part, It is the policy of this facility to provide protections for the health, welfare 
and rights of each resident by developing and implementing written policies and procedures that prohibit and 
prevent abuse, neglect, exploitation and misappropriation of resident property. The facility will implement 
policies and procedures to prevent and prohibit all types of abuse and achieve the identification, ongoing 
assessment, care planning for appropriate interventions, and monitoring of residents with needs and 
behaviors which might lead to conflict or neglect.II. Facility investigationThe facility investigation, dated 
12/3/25 was provided by the nursing home administrator (NHA) and the regional clinical resource on 12/4/25 
at 8:57 a.m. The investigation revealed the following:On 10/1/25 at 11:00 a.m. Resident #15 initiated verbal 
aggression towards Resident #5. A statement from the business office manager, dated 12/3/25 at 6:57 p.m., 
revealed on the day of the incident (10/1/25) she heard Resident #15 in a threatening manner in the dining 
room. When the business office manager entered the dining area, she heard Resident #15 threatening to 
hurt Resident #5. Resident #15 initially raised his fist, then proceeded to grab a dining room chair to hit 
Resident #5 with it. The assistant director of nursing (ADON) intervened and grabbed the chair from 
Resident #15. Resident #15 then continued to be verbally abusive to the facility staff who tried to speak with 
him.A statement from another staff member, dated 12/3/25 at 7:46 p.m., revealed the staff member was in 
another area of the facility on 10/1/25 and heard Resident #15 shouting at Resident #5 in the dining room. 
Resident #15 was cursing at Resident #5 when the staff member heard a loud noise. When the staff member 
entered the dining room Resident #15 still appeared agitated and one of the dining room chairs was on the 
floor. All residents, including Resident #5, were taken out of the dining room so the staff could deescalate 
and calm Resident #15 down.Resident #5 was interviewed on 12/3/25 and did not recall the incident that 
occurred on 10/1/25. Resident #5 said he ate in his room because he felt like it, and said he felt safe in the 
facility.The facility substantiated the abuse allegation.III. Resident #15 (assailant)A. Resident statusResident 
#15, age [AGE], was admitted on [DATE]. According to the December 2025 computerized physician orders 
(CPO), diagnoses included bipolar disorder, anxiety disorder and schizoaffective disorder.The 9/10/25 
minimum data set (MDS) assessment revealed the resident was cognitively intact with a brief interview for 
mental status (BIMS) score of 15 out of 15. The resident was independent for most activities of daily living 
(ADL).The MDS assessment documented the resident did not have physical or verbal behaviors directed at 
others or other behavioral symptoms not directed toward others.B. Record reviewThe schizoaffective 
diagnosis care plan, initiated 10/25/24 and revised 12/4/25 (during the survey) revealed Resident #15 had 
potential to be verbally aggressive due to his diagnosis of schizoaffective disorder. Resident #15's trigger 
was identified as being when someone new was seated at his table in the dining room. Pertinent 
interventions included administering medications as ordered and analyzing key times, places, circumstances, 
triggers, and what de-escalated Resident #15's behaviors. On 12/4/25, an intervention was added to the care 
plan to have no other residents seated at Resident #15's table besides his friend whenever possible; if 
another resident was seated at the table, staff would speak to the other resident.The behavior care plan, 
revised 10/25/24, revealed Resident #15 had the potential to be physically aggressive. Pertinent 
interventions included assessing and anticipating the resident's needs, assessing and addressing 
contributing sensory deficits and administering medications as ordered.A progress note, dated 8/26/25 at 
2:55 p.m., revealed while in the dining room, a staff member approached Resident #15 and asked him if he 
would mind turning the common area television volume down, as he had the remote. Resident #15 became 
rageful, screamed at the top of his lungs and raised his fists at the staff member and threatened to knock her 
out. Resident #15 said the remote was his, and he would kill anyone who touched it. The staff member 
attempted to speak with Resident #15 and de-escalate his behavior but was unsuccessful. Another staff 
member approached Resident #15 and asked if she could help, and Resident #15 cursed at her and 
attempted to lunge at her from his wheelchair. Staff members called the NHA and had Resident #15 speak to 
him, and Resident #15 went outside after the conversation without further issues.A progress note, dated 
8/28/25 at 11:07 a.m., revealed Resident #15 approached a nursing staff member at the nurses' station and 
asked for his medications. The staff member explained to Resident #15 that he had left the building when the 
nurse had attempted to give him his medications, and it was past the time ordered by the physician for those 
medications. Resident #15 began yelling and cursing at the nurse, and repeatedly tried to lunge forward at 
the nurse from his wheelchair. Multiple staff members attempted to de-escalate Resident #15 to no avail 
before the NHA stepped in and worked to de-escalate the situation. A progress note, dated 9/10/25 at 2:05 p.
m., revealed Resident #15 had finished working with physical therapy in the therapy gym and began to 
demand the therapy staff allow him to exit the building through a side door. Staff members attempted to 
explain to Resident #15 why he could not exit through those doors and the resident began cursing at them 
and using insults.A progress note, dated 10/1/25 at 11:14 a.m., revealed Resident #15 approached the 
business office manager to inquire about money in his account. Resident #15 began yelling and cursing at 
the business office manager when she was working with another resident. Resident #15 continued yelling 
and began approaching the other resident the business office manager was working with. A staff member 
intervened and told Resident #15 she would have the NHA handle the resident's request, but he needed to 
leave the business office manager's office as his language was inappropriate. Resident #15 told the staff 
member if they got the NHA involved, he would get a club and beat their heads in.A progress note, dated 
10/1/25 at 1:44 p.m., revealed that at approximately 11:00 a.m. the morning of 10/1/25 a staff member was 
standing in the hallway when they heard Resident #15 screaming and cursing at the business office 
manager. Resident #15 went into the dining room afterward, still screaming obscenities. At approximately 
11:20 a.m., the staff member witnessed Resident #15 picking up a dining room chair and telling another 
resident I told you not to put this chair here, you fat (expletive). The ADON was in the dining room at the time 
and was able to take the chair away from the resident. A staff member tried to redirect Resident #15 while 
other staff members worked to escort other residents away from the dining area. Another staff member 
called the police. Resident #15 eventually calmed down, ate his lunch and requested to go outside. Resident 
#15 returned to the facility after talking to the police.A progress note, dated 10/1/25 at 2:02 p.m., revealed 
another staff member witnessed the incident in the dining room that morning (10/1/25). The staff member 
heard yelling and loud banging and responded to the dining room. Resident #15 was yelling and throwing his 
hands up in the air saying he would kill everyone and beat them with the chair. The staff member stepped 
forward and grabbed the chair Resident #15 was attempting to pick up. Resident #15 said it was another 
resident's spot. Resident #15 attempted to strike the nurse with the chair, but the nurse was able to take the 
chair away from the resident. Resident #15 then swung his fists around but did not make contact with any 
other staff or residents. The nurse attempted to ask Resident #15 what was wrong and see why he was 
upset, but the resident continued screaming and swinging his fists. The police were notified and other 
residents were removed from the dining room, as multiple residents were crying or covering their faces/ears. 
Resident #15 was able to stop screaming when he was given his meal tray. After talking with the police, 
Resident #15 came back into the building and said to the staff that he could do whatever he wanted to them. 
Resident #15 then went into a female resident's room and shut the door. Nursing staff asked the female 
resident if she was comfortable with Resident #15 being in her room, and she said she was fine as she did 
not want to upset him. A progress note, dated 11/13/25 at 12:40 p.m., revealed Resident #15 was noted to 
be in another resident's room who was positive for COVID-19. A nurse asked Resident #15 to leave the 
other resident's room, to which Resident #15 responded saying he wished he had COVID-19 so he could kill 
the nurse with it. The nurse asked Resident #15 to lower his voice as he was making the resident's 
roommate start to cry. The resident whose room Resident #15 was in asked him to leave, to which Resident 
#15 responded by throwing a mask at the resident's roommate, hitting her in the face. Resident #15 left the 
room after spitting at the nurse. The resident whose room Resident #15 had been in said she did not know 
why he acted like that, and said she did not want him acting like that in her room.A progress note, dated 
11/17/25 at 2:41 p.m., revealed Resident #15 had been kicking a door violently and later complained of 
having foot and toe pain. Resident #15 told the staff he was kicking the door because the staff did not give 
him the code to use the door. A progress note, dated 12/3/25 at 1:56 p.m., revealed during wound 
assessment rounds with the wound care physician, Resident #15 and the wound care physician discussed 
the resident's wounds. Resident #15 became agitated and raised his voice at the wound care physician. The 
wound care physician attempted to de-escalate the resident and said he was just giving the resident 
recommendations. Resident #15 told the wound care physician not to talk to him and that he did not have to 
listen to him, and began posturing back and forth with clenched fists at the wound care physician.An 
interdisciplinary team (IDT) event review note, dated 12/4/25 at 7:54 a.m., revealed the IDT reviewed 
Resident #15's incident of verbal aggression on 10/1/25. The root cause was determined to be that Resident 
#15 did not like having another resident sit at his table in the dining room. Interventions put in place included 
not having other residents seated at Resident #15's table in the dining room when possible.A psychotropic 
meeting review, dated 10/2/25 at 10:49 a.m., documented Resident #15's target behaviors for his 
psychoactive medications included verbal aggression and threatening behaviors. Resident #15's target 
behavior frequency was documented as too many to count. The meeting recommendations included 
increasing Resident #15's Lamictil (a mood stabilizer) and to continue monitoring the resident.IV. Resident 
#5 (victim)A. Resident statusResident #5, age [AGE], was admitted on [DATE]. According to the December 
2025 CPO, diagnoses included anxiety disorder and major depressive disorder.The 11/12/25 MDS 
assessment revealed the resident had mild cognitive impairments with aBIMS score of 12 out of 15. The 
resident required supervision to substantial assistance from staff for most ADLs.The MDS assessment 
documented the resident did not have physical or verbal behaviors directedat others or other behavioral 
symptoms not directed toward others.B. Record reviewA progress note, dated 10/1/25 at 2:20 p.m., revealed 
a nurse heard yelling and loud thumps in the dining room, and saw Resident #5 being screamed at by 
another resident (Resident #15). Resident #5 was sitting in his chair watching Resident #15 attempt to lift a 
chair, threatening to beat Resident #5 with the chair and saying the seat in the dining room was not his. A 
nurse responded and was able to intervene by standing between the residents and removing the chair before 
Resident #5 was struck with it. Resident #5 and other residents in the dining room were moved away from 
the area for safety. When the police responded, Resident #5 said he had put a chair in the wrong place and 
Resident #15 became irate and started screaming. Resident #5 told the police he was scared for his life and 
thought Resident #15 was going to hit him with the chair. Resident #5 said he would not be going into the 
dining room again because the situation kept happening and he did not understand why.An IDT event review 
note, dated 12/4/25 at 8:45 a.m., revealed Resident #5 received verbal aggression on 10/1/25. The root 
cause of the incident was determined to be due to Resident #5 sitting at a different table in the dining room. 
Interventions put into place included having Resident #5 eat at a different table in the dining room. The note 
documented Resident #5 felt safe and did not recall the incident.V. Staff interviewsCertified nurse aide (CNA) 
#1 was interviewed on 12/4/25 at 10:43 a.m. CNA #1 said there were not enough CNAs working on either 
hall of the facility. CNA #1 said the facility had a lot of aggressive residents who needed one-on-one attention 
and the staff could not watch everyone.Registered nurse (RN) #1 was interviewed on 12/4/25 at 1:57 p.m. 
RN #1 said the nursing staff documented residents' behaviors in their electronic medical records (EMR) as 
progress notes. RN #1 said interventions for residents' behaviors varied from resident to resident and were 
generally documented in their care plans. RN #1 said Resident #15 had a history of verbally aggressive 
behaviors, and the facility had to call the police for him at one point because of his behaviors. RN #1 said 
she had seen Resident #15 become verbally aggressive with a physician at one point. RN #1 said she did 
not think Resident #15's care plan had any documented triggers for his behaviors, and said she had not 
noted any triggers while working with him. RN #1 said it was important to give Resident #15 time to cool 
down whenever he became agitated, and to use different staff members to calm him down if he was irritated 
with a specific person. RN #1 said Resident #15 was eventually able to be redirected once he was given time 
to calm down.CNA #2 was interviewed on 12/4/25 at 3:25 p.m. CNA #2 said Resident #15 became angry 
frequently, and threw objects just about every time he became angry. CNA #2 said Resident #15 was 
disrespectful to staff and other residents whenever he was in one of his moods. CNA #2 said the only trigger 
she knew of for Resident #15's behaviors was regarding his medication times. CNA #2 said she knew 
Resident #15 had smashed chairs and had yelled at a female resident a lot, but the female resident liked 
Resident #15 too much and did not see his behavior as disrespectful.The director of nursing (DON), the 
ADON and the regional clinical resource were interviewed together on 12/4/25 at 3:59 p.m. The DON said 
the social services staff conducted interviews with residents to identify triggers for their behaviors and give 
the nursing staff a basis to work with. The DON said each resident entered the facility with behavioral health 
services and their behaviors were monitored in the monthly psychotropic meeting. The DON said the nursing 
staff updated the residents' care plans with interventions and identified triggers as needed and quarterly. The 
DON said Resident #15 was verbally aggressive. She said Resident #15's triggers included having no 
patience with others, confrontation, and when other residents were sitting in his spot in the dining room. The 
DON said Resident #15 was also known to kick the front door of the facility.The regional clinical resource 
said a lot of Resident #15's issues were with the facility staff, as he did not like to follow the facility rules. The 
regional clinical resource said the dining room seating arrangement trigger was in Resident #15's care plan 
and had been added that day (12/4/25) as the management team had just found out about the incident. The 
regional clinical resource said she did not see any other identified triggers in Resident #15's care plan.The 
DON said Resident #15 was sometimes redirectable but not very easily. The DON said Resident #15 had not 
been redirectable at all more recently. The DON and the regional clinical resource said Resident #15's 
behavior care plan had interventions added to it on 3/25/25 and 10/4/25.The DON said Resident #15's 
behaviors had been increasing, and the physician had completed a psychotropic medication review and 
adjusted some of the resident's psychoactive and pain medications.The regional clinical resource said 
Resident #15 was seen by the facility's behavioral health services. The regional clinical resource said 
following the incident on 10/1/25, the facility implemented increased monitoring in the dining room by staff.
The NHA was interviewed on 12/4/25 at 8:57 a.m. The NHA said he had not been informed there were other 
residents involved during the 10/1/25 incident with Resident #15. The NHA said Resident #15 had a history 
of being verbally abusive to staff, and the facility staff had called him to calm Resident #15 down but did not 
inform him Resident #5 was involved in the situation on 10/1/25.The NHA was interviewed again on 12/4/25 
at 5:00 p.m. The NHA said Resident #15's mental health diagnoses were the underlying cause of his 
behaviors. The NHA said Resident #15 got agitated and escalated quickly. The NHA said Resident #15's 
behaviors were primarily focused on staff, and he lashed out at the staff nearly every day. The NHA said he 
had talked with the facility staff about de-escalation techniques for Resident #15, and he had been the 
resident's primary de-escalator since he began working at the facility. The NHA said he was able to redirect 
Resident #15 outside when he was agitated, let him calm down and talk through different ways the resident 
could have approached the situation. The NHA said this technique had worked for a while, but it was 
becoming harder to de-escalate Resident #15.The NHA said Resident #15's best friend had discharged from 
the facility recently, and he thought Resident #15 missed her and was subsequently acting out. The NHA 
said the facility staff were wary of Resident #15 when he became upset. The NHA said Resident #15's 
behaviors sometimes involved other residents. The NHA said Resident #15 usually did not instigate incidents 
but needed prodding to escalate. The NHA said Resident #15 had been involved in other resident-to-resident 
altercations prior to the incident on 10/1/25. The NHA said Resident #15 had been involved in an incident in 
2024 in which he and a female resident were yelling at each other and pulling at a salt shaker stand in the 
dining room. The NHA said Resident #15's trigger seemed to be having his space invaded, as the resident 
always ate in the same spot in the dining room and stuck to the same schedule. The NHA said both incidents 
with other residents were in the dining room and seemed to deal with having Resident #15's space invaded. 
The NHA said Resident #15 did not talk to women very nicely, especially staff, but responded okay to the 
NHA talking to him man-to-man. The NHA said Resident #15 was able to think rationally when he calmed 
down, but when the resident was agitated, no one could get through to him.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility failed to ensure an environment free from risk of 
accidents and hazards for one (#7) of three residents reviewed for accident hazards out of 12 sample 
residents.Specifically, the facility failed to ensure the safe and appropriate use of mechanical lifts when 
working with Resident #7.Findings include:I. Facility policy and procedureThe Safe Resident 
Handling/Transfers policy and procedure, dated 4/11/25, was received from the regional clinical resource on 
12/4/25 at 5:21 p.m. It read in pertinent part, It is the policy of this facility to ensure that residents are handled 
and transferred safely to prevent or minimize risks for injury and provide and promote a safe, secure and 
comfortable experience for the resident while keeping the employees safe. Damaged, broken, or improperly 
functioning lift equipment will not be used and tagged out according to facility policy. Staff will be educated 
on the use of safe handling/transfer practices to include use of mechanical lift devices upon hire, annually 
and as the need arises or changes in equipment occur.II. Resident #7A. Resident statusResident #7, age 
less than 65, was admitted on [DATE]. According to the December 2025 computerized physician orders 
(CPO), diagnoses included hemiplegia (paralysis on one side of the body), generalized muscle weakness 
and cerebral infarction (stroke).The 10/24/25 minimum data set (MDS) assessment revealed the resident 
had severe cognitive impairment with a brief interview for mental status (BIMS) assessment score of three 
out of 15. The resident was dependent on staff for most activities of daily living (ADL). The resident was 
dependent on staff for most transfer activities.B. Facility investigationThe facility investigation, dated 12/3/25 
at 6:20 p.m. was received from the regional clinical resource on 12/4/25 at 8:57 a.m. The investigation 
revealed that on 10/17/25 Resident #7 was being transferred from his wheelchair to his bed after dinner 
using a Hoyer lift (mechanical lift). The investigation documented the staff using the manual Hoyer lift did not 
extend the lift's legs fully, so the lift began to tip and was partially caught by one of the staff members. 
Resident #7 landed on the floor on his back, and did not sustain any injuries. Radiograph (Xray) results, 
dated 10/20/25, revealed Resident #7 received radiographs of his right hip which did not show any evidence 
of fractures or breaks.The investigation included Hoyer lift competencies for four licensed practical nurses 
(LPN), one rehabilitation nurse aide, and 11 certified nurse aides (CNA) with dates ranging from 11/7/25 to 
12/3/25. -However, not all nursing staff competencies were included. Additionally, the staff competencies 
were assessed starting three weeks after the incident on 10/17/25.Additional documentation was provided by 
the regional clinical resource on 12/4/25 at 5:35 p.m., including an in-service on mechanical lift use and 
safety that was conducted on 10/18/25. -However, only one-third of the nursing staff signed off that they had 
participated in the in-service.C. ObservationsAn initial tour of the facility was conducted on 12/3/25 at 10:45 a.
m. Three electric Hoyer lifts were stored in the back hallway of the facility along the wall with several items of 
furniture or other appliances between them. The lifts and the appliances were pushed together so the lifts 
were not easily accessible.On 12/3/25 at 4:40 p.m. CNA #3 and CNA #4 performed hand hygiene, donned 
gloves and entered Resident #7's room with the manual Hoyer lift. The CNAs provided incontinence care for 
Resident #7 and positioned a Hoyer lift sling under the resident while he laid in bed. CNA #3 maneuvered the 
Hoyer lift arm over the resident and attached the loops of the sling to the lift while CNA #4 adjusted Resident 
#7's bed to better position the resident for the transfer. CNA #3 pumped the lever arm of the Hoyer lift to 
raise Resident #7 from his bed while CNA #4 lowered Resident #7's bed so the resident had enough 
clearance to swing from the bed to his wheelchair. CNA #3 then released the pump on the lift and Resident 
#7 was lowered into his wheelchair.A second tour of the facility was conducted on 12/4/25 at 7:40 a.m. The 
three electric Hoyer lifts were in the same position as they were on the initial observation of the back hallway, 
and remained pushed between furniture and appliances. D. Record reviewThe ADL care plan, revised 
11/25/24, revealed Resident #7 had an ADL self-care performance deficit. Pertinent interventions included 
Resident #7 required a Hoyer lift for all transfers.A progress note, dated 10/17/25 at 6:58 p.m., revealed 
Resident #7 was being transferred from his wheelchair to his bed after dinner. Once suspended, the Hoyer 
lift tipped and was partially caught by the registered nurse (RN) assisting with the transfer. Resident #7 
landed on his back on the floor and was witnessed to not hit his head. Resident #7 complained of head pain 
and stated his head did hit the floor, but did not complain of any other pain. Resident #7 was lifted from the 
floor to his bed and assessed, with no injury or redness to his skin noted. The assistant director of nursing 
(ADON), the director of nursing (DON), the hospice provider and the resident's representative were all 
notified.A progress note, dated 10/20/25 at 2:53 p.m., revealed Resident #7 complained of pain to his right 
hip from his fall on 10/17/25. Radiographs were ordered.An interdisciplinary team (IDT) event review note, 
dated 10/20/25 at 12:41 p.m., revealed the IDT team reviewed the incident on 10/17/25. The root cause of 
the incident was determined to be staff improperly using the lift equipment. Interventions put into place 
included training staff on the proper use of the lift.-However, not all of the staff were trained on the proper 
use of the lift (see above).III. Staff interviewsCNA #4 was interviewed on 12/3/25 at 4:48 p.m. CNA #4 said it 
was her first day working at the facility, and she had never seen a manual Hoyer lift like the one used in the 
facility. CNA #4 said the bigger, electric Hoyer lifts felt more sturdy, and the manual Hoyer lift felt more flimsy 
and like it could tip over. CNA #4 said she heard the electric Hoyer lifts had issues with their batteries, so the 
facility just had the one manual Hoyer lift. CNA #4 said there were quite a few residents in the facility who 
used the Hoyer lift for transfers.CNA #1 was interviewed on 12/4/25 at 10:43 a.m. CNA #1 said the facility 
only had one manual Hoyer lift. CNA #1 said the manual Hoyer lift tipped over, especially when working with 
heavier residents. CNA #1 said she and other staff members had reported to the management team that the 
manual Hoyer lift tipped over repeatedly, but the management team told the staff it was their fault and that 
they were using the lifts wrong. CNA #1 said the Hoyer lift still tipped over even when the lift's legs were 
spread out appropriately. CNA #1 said she had started working at the facility several months prior, and there 
had only been one manual Hoyer lift since she started.RN #1 was interviewed on 12/4/25 at 1:57 p.m. RN #1 
said she worked with at least 12 residents who required a Hoyer lift for transfers. RN #1 said the manual 
Hoyer lift was the only lift they had, and it worked on pneumatic pressure. RN #1 said the manual Hoyer lift 
was stable for the most part if it was used appropriately. RN #1 said there had been one instance where the 
manual Hoyer lift tipped over, but it was not being used appropriately in that instance. RN #1 said she 
received education on how to use the manual Hoyer lift immediately after that incident (with Resident #7). 
RN #1 said she had worked at the facility for several months, and the electric Hoyer lifts had not been 
operational since she started. RN #1 said she did not know why the electric Hoyer lifts did not work.CNA #2 
was interviewed on 12/4/25 at 3:25 p.m. CNA #2 said the nursing staff were nervous about using the manual 
Hoyer lift at first because it was flimsy. CNA #2 said the manual Hoyer lift tipped frequently, even when the 
legs were fully spread out, because of the way the lift was designed and how it fit under residents' beds and 
wheelchairs. CNA #2 said there were several residents for whom the manual Hoyer lift tipped over every 
time they transferred a resident. CNA #2 said the nursing staff had had to use the manual lift for months 
since the electric Hoyer lifts had issues with their batteries. CNA #2 said she never received education on 
how to use the manual Hoyer lift. CNA #2 said she was told she would receive education on using the Hoyer 
lift but was never provided with education on the subject.The ADON, the DON and the regional clinical 
resource were interviewed together on 12/4/25 at 3:59 p.m. The DON said the incident with Resident #7 on 
10/17/25 involved the manual Hoyer lift. The DON said two staff members were assisting with the transfer, 
and the incident was caused by user error, as the staff members had not opened the Hoyer lift's legs all the 
way. The DON said the lift started to tip over, and Resident #7 was assisted to the ground. The DON said 
there were no injuries resulting from the incident.The DON said the facility's management team initiated 
education for proper manual and electric Hoyer lift operation. The DON said the electric Hoyer lifts were 
currently being used, and had been back in operation for several weeks prior. The DON said there had not 
been any other instances of the Hoyer lifts tipping over or other identified issues with the lifts.The DON said 
there were issues with the old set of electric Hoyer lift battery chargers which had been replaced. The 
regional clinical resource and the DON both said the staff were currently able to charge the electric Hoyer 
batteries without issue. The DON and the regional clinical resource said they had not identified any issues 
with the manual Hoyer lift tipping with the legs appropriately extended. The DON said the nursing staff 
complained to her about not liking to use the manual Hoyer lift as they had to use their arm strength to crank 
the lift up, but she had not been told about any tipping of the lift.The ADON and the DON said they had put a 
notice on their electronic medical record (EMR) system dashboard about the electric Hoyer lifts being 
operational again. The DON said she had texted multiple CNAs about the electric Hoyer lifts being 
operational again, and told them to add it to their shift report. The DON said the facility was storing the 
electric Hoyer lifts in a separate area of the facility when they were non-operational, and returned them to the 
floor once they were operational again.-However, interviews with several nursing staff members revealed 
they were not aware the electric Hoyer lifts were operational and observations revealed the electric Hoyer 
lifts were stored on a back hallway of the facility amongst other appliances (see interviews and observations 
above).
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