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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record reviews, facility documentation, facility policies and interviews for one (1) of three (3) sampled 
residents (Resident #1) who were dependent on staff for transfers, the facility failed to ensure the appropriate 
number of staff, two (2), transferred the resident via a mechanical lift to prevent a minor injury. The findings 
include:Resident #1's diagnoses included morbid obesity, osteoarthritis to the right knee, gait abnormalities, 
and generalized muscle weakness. The admission Minimum Data Set assessment dated [DATE] identified 
Resident #1 had no memory recall deficits and was alert and oriented to time and situation, and was 
dependent on staff for turning and repositioning when in bed and transfers getting in and out of the bed and 
chair. The Resident Care Plan dated 6/27/25 identified Resident #1 had a self-care deficit and was at risk for 
falls due to gait abnormalities and muscle weakness. Interventions directed assistance of one (1) with bed 
mobility and assistance of two (2) with mechanical lift transfers. The resident care card identified Resident #1 
was out of bed daily with the assist of two (2) for transfers via a mechanical lift. The nurse's note dated 
8/16/25 at 11:35 AM identified when Resident #1 was transferred via the mechanical (Hoyer) lift by staff, the 
bar on the lift brushed up against Resident #1's nose and caused a light nosebleed. A body audit was 
conducted, no other injuries were identified, and vital signs were stable. The note identified the nursing 
supervisor and Advanced Practice Registered Nurse (APRN) were notified and the APRN directed a facial 
x-ray be done and every fifteen (15) minute neuro checks were initiated. The nurse's note dated 8/16/25 at 
6:55 PM identified the 7AM-3PM nursing supervisor, Registered Nurse (RN) #1, assessed Resident #1 and 
did not identify any bruising to the face. The note indicated Resident #1 had referred to the Hoyer transfer as 
quite a ride and clarified the statement meant the sling of the Hoyer was swinging while he/she was in it. 
Resident #1 had explained he/she did not hit any metal part of the Hoyer but after feeling the Hoyer pad 
straps, Resident #1 felt based on the texture of the straps, he/she had hit the end of the loops of the straps. 
The note identified Resident #1 declined going to the hospital for x-rays and wanted to wait until the x-rays 
could be done at the facility and continuously stated he/she was fine. A written statement dated 8/16/25 by 
the 7AM-3PM nurse aide, Nurse Aide (NA) #1, who had been assigned to Resident #1 on 8/16/25, identified 
after he provided care, he decided to Hoyer lift Resident #1 on his own because all other nurse aides were 
providing care to other residents. NA #1 wrote doing the transfer, the sling slid over and snagged Resident 
#1's nose. The nurse's note dated 8/17/25 at 10:35 PM identified the x-ray results of the face and nose were 
normal. A physician's progress note dated 8/22/25 identified Resident #1 was accidentally hit by a strap from 
the Hoyer lift while being transferred. The note indicated Resident #1 denied fear; however, he/she had 
refused to get out of bed and this behavior may have been exacerbated due to the incident, and there was 
also a potential for increase in anxiety. The note indicated to continue to encourage Resident #1 to get out of 
bed and monitor. The facility's summary report dated 8/25/25 indicated Resident #1 was being transferred 
out of bed to the wheelchair. According to staff and Resident #1's interviews NA #1 transferred Resident #1 
alone with the Hoyer lift and although there was another nurse aide in the room, NA #1 failed to ask the 
nurse aide for assistance. The report identified the transfer resulted in Resident #1 hitting his/her nose on the 
sling pad causing a bloody nose. The conclusion indicated NA #1 was terminated for not following the facility 
policy on safe resident handling and the use of the mechanical lift. Interview with the 7AM-3PM charge 
nurse, LPN #1, on 9/2/25 at 12:30 PM identified NA#1 was wheeling Resident #1 to the dining room when 
she noticed Resident #1's nose was bleeding and NA #1 was not aware of the nosebleed. LPN #1 explained 
Resident #1 had stated he/she had a rough ride and that he/she hit his/her nose on the Hoyer sling. LPN #1 
identified NA#1 admitted , although another nurse aide was in the same room providing care to another 
resident with the curtains drawn, NA #1did not ask that nurse aide for help with the transfer of Resident #1 
because he did not want to bother the other nurse aide. LPN #1 indicated the facility policy was that two (2) 
people were to transfer a resident with a Hoyer lift. Interview with Resident #1 on 9/2/25 at 12:50 PM 
identified he/she recalled the event when he/she got a bloody nose during a transfer. Resident #1 was able 
to express that a male transferred him/her on that day, and he was by himself. Resident #1 explained that 
two (2) people usually transferred him/her out of bed. Resident #1 denied any pain after and stated nothing 
was broken or bruised. Interview with the nurse educator, (RN) #2, on 9/2/25 at 1:30 PM identified she 
trained staff on the safe transfer policies and NA #1 had training in February 2025 with the annual staff 
training and then again on 7/7/25 and passed both trainings. RN #2 indicated the requirement of two (2) staff 
to conduct all Hoyer lit transfers was reviewed with staff along with the facility transfer policy during training 
and NA #1 was aware of that requirement. RN #2 identified the proper transfer technique was to be done by 
two (2) staff working together as a team. A staff member stands on either side of the bed and assists the 
resident onto the lift pad and then the staff attach the top and bottom straps to the lift and ensure they are 
secure. Next, one (1) person assumes the role of the machine operator and the other person assumes the 
role of the guide or spotter of the resident's body. The guide would place their hands on the resident or sling 
during the transfer to ensure the resident remains in the proper position while the lift is being moved. The 
operator controls the machine by manipulating the machine up and off one surface and then moves to the 
proper position to the next surface and then lowers the resident. Interview with the 7AM-3PM nursing 
supervisor, RN #1, on 9/2/25 at 1:40 PM identified on 8/16/25 she was called to evaluate Resident #1 due to 
the nosebleed. RN #1 indicated after ensuring Resident #1 was okay she spoke with NA #1 and determined 
he did not follow the facility transfer policy and transferred Resident #1 alone and NA #1 admitted he should 
have asked for help. Interview with the Director of Nursing (DON) on 9/3/25 at 1:50 PM identified NA #1 
failed to follow the facility policy on transfers of residents using a mechanical lift and NA #1 was terminated. 
Review of the Safe Resident Handling/Transfer facility policy identified in part that two (2) trained people 
were required to operate a total lift or sit to stand lift, regardless of if manufacturer instructions state only one 
person is needed. Attempts to interview NA #1 were unsuccessful.
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