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Cadia Rehabilitation Pike Creek 3540 Three Little Bakers Blvd
Wilmington, DE 19808

F 0609

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Timely report suspected abuse, neglect, or theft and report the results of the investigation to proper
authorities.

Based on record review and interview, it was determined that for one (R1) out of three residents
reviewed for reporting of alleged violations, the facility failed to identify and report an allegation of
neglect. The facility submitted a State reportable incident for a fall with injury and failed to
acknowledge the actual allegation of neglect when a staff person transferred a resident incorrectly,
resulting in a fall with significant injury. Finding include:R1's clinical records revealed: 12/19/23 - R1
was admitted to the facility with diagnoses including but not limited to dementia, stroke, and
end-stage kidney disease. 4/28/26 - R1' s care plan included, Resident [R1] requires Hoyer lift for
transfers (Assist of 2). 5/28/26 - R1's annual MDS assessment documented a BIMS score of 00,
indicating R1 is unable to complete the cognitive assessment. R1 was completely dependent on staff
for all transfers between surfaces. 6/9/26 4:15 PM- Per facility investigation, E2 observed R1 lying
on the floor with the sling underneath her; CNA reported the resident and sling fell from the Hoyer lift
during transfer. RN/NP assessed the resident, noted a bump to the posterior head, and the resident's
husband requested transfer to the ED; 911/ED transfer initiated.ˆ 6/9/26 4:20 PM - R1's clinical
documentation included, .Called to the resident's room and saw the resident lying on the floor. The
resident slipped out of the Hoyer lift during transfer. The resident was assessed by the NP, who noted
a bump on the back of her head. Husband present and asked for her to be assessed at the ER
[emergency room]. 911 was called. 6/9/26 5:26 PM - A facility reported incident submitted, via the
State reporting system, to the Division documented, Fall with Injury, Resident transferred to the ED
[emergency department] s/p [status post] related to contusion to posterior head. 6/16/26 10:25 AM
- During an interview, E2 (DON) stated, I was in the resident's (R1) room immediately after the
incident occurred. I knew that the CNA used the wrong sling for the wrong Hoyer lift and that he did
not have a second staff member present during the transfer.ˆ Although E1 (NHA) and E2 were aware
of the actual circumstances of the fall immediately after the incident, the incident report remained
vague and did not disclose the known transfer error, lack of required two-person assist, or the unsafe
staff action contributing to the event that should have been identified as an allegation of neglect.
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Wilmington, DE 19808

F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Based on observation, interview, and record review, it was determined that for two (R1and R2) out of
three residents reviewed for accident hazards and falls, the facility failed to ensure that R1 and R2
received adequate assistance and supervision to prevent falls to the extent possible. R1, a cognitively
impaired and completely dependent resident, sustained a fall on 6/9/26 at 4:15 PM when a staff
member used an incorrect mechanical lift and sling to perform a transfer from the wheelchair to the
bed. This fall caused R1 to suffer a hematoma to the front of her head, and she was sent emergently
to the hospital. R1 was diagnosed with multiple brain bleeds and skull fractures. Due to this failure, an
Immediate Jeopardy (IJ) was called at 9: 00 AM on 6/16/26. For R2, a resident who required two
staff members' assistance with bed mobility, was repositioned in the bed with one person's
assistance. R2 fell from the bed to the floor and was sent emergently to the hospital. Based on review
of the facility's evidence to correct the deficient practice and substantial compliance at the time of
the current survey, the deficiency was determined to be past non-compliance as of 6/12/26. Findings
include:A facility document entitled Fall Assessment, Prevention and Management, dated 6/2006 and
revised 1/20/23 and 1/13/26, included, It is the policy of (name of facility) to assess for fall risks
and implement measures to prevent and manage the identified risks.

1. R1's clinical records revealed:

12/19/23 &ndash; R1 was admitted to the facility with diagnoses including but not limited to
dementia, stroke, and end-stage kidney disease.

4/28/26 &ndash; R1' s transfer care plan included, Resident [R1] requires Hoyer lift for transfers
(Assist of 2).

5/28/26 &ndash; R1's annual MDS assessment documented a BIMS score of 00, indicating a severely
impaired cognitive status. R1 was completely dependent on staff for all transfers between surfaces.

6/9/26 4:20 PM &ndash; R1's clinical documentation included, .Called to the resident's room and saw
the resident lying on the floor. The resident slipped out of the Hoyer lift during transfer. The resident
was assessed by the NP, and a bump on the back of her head was noted. Husband present and asked
for her to be assessed at the ER [emergency room]. 911 was called.

6/9/26 5:26 PM &ndash; A facility reported incident submitted to the Division documented, Resident
transferred to the ED [emergency department] s/p [status post] related to contusion to posterior
head.

6/15/26 1:20 PM &ndash; During an interview, E4 (CNA) stated, I answered the call bell and saw the
resident sitting in the wheelchair in her room. Her husband [F1] asked me to put her to bed. I got the
Hoyer lift and the sling. I placed the sling under the resident and hooked it up to the lift. I started to
raise the lift, and the resident fell to the floor. I went and got the nurse. The Surveyor asked E4 how
long he had been a CNA and if he had worked with R1 prior to the fall. E4 stated, I have been a CNA
for three months, and this is my first job. This was the first time I was working with this resident. The
Surveyor then asked E4 how he knew what R1's transfer was and what equipment was needed for the
transfer. E4 stated, I checked her transfer status in the closet and saw that she needed a Hoyer lift. I
went out to the hallway and saw the lift, but there was no sling attached to it. I got a sling from the
storage room. I didn't know that sling was not the correct one for that lift. E4 used a Hoyer lift and a
(continued on next page)
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F 0689

Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

sling to demonstrate how he attached the sling to the lift. The Surveyor then asked E4 whether he
knew that two staff members were needed for a Hoyer lift for transfers. E2 stated, Yes.

6/15/26 2:15 PM &ndash; During a telephone interview, F1 stated, We had just returned from an
appointment, and my wife wanted to go to bed because she was tired. I rang the call, and the aide
came into the room. He put the sling under her and hooked it up to the lift. He began to raise the lift,
and she fell to the floor. She fell and cracked her head. She is in the hospital with multiple brain
bleeds and skull fractures. She is not a candidate for surgery and is not expected to recover. We are
planning to meet with the hospice to discuss end-of-life care.

6/16/26 10:00 AM &ndash; During an interview, E2 (DON) stated, The facility has two types of Hoyer
lifts, and they use two different types of slings. One of the slings snaps into place, and the other one
hooks into place on the lifts. Our investigation revealed that [name of CNA] did not use the correct
sling for the lift that he used to transfer the resident. He used the one that hooks on the lift rather
than the one that snaps into place. I was in the facility when the resident fell, and I went to the unit to
assess her. I saw that she was lying on the floor with the sling under her body. The investigation also
revealed that a second staff member was not present during the transfer. I immediately provided
education to him about having two staff members for Hoyer lift transfers and using the correct slings
and lifts. I put pictures of the slings and other information on the lifts to show what types of slings
should be used on the specific lifts. I began education for all other staff as well. The Surveyor
observed the lifts with pictures of slings on them.

The facility failed to use the appropriate sling for the Hoyer lift and to have the required two staff
members for R1 during the transfer from the wheelchair to bed. R1 sustained a traumatic fall which
resulted in multiple brain bleeds and skull fractures.

The facility's action plan included:

Like residents who require a mechanical lift for transfers were identified to ensure the transfer status
order is in place. DON completed a random audit of residents on 6/9/26 with no further deficient
practice identified.

A review of risk management for 90 days was completed to validate that no additional fall incidents
related to mechanical lift transfers occurred, with no additional incidents identified.

A full review of all residents' care plans requiring two-person assistance for transfers.

The CNA involved was immediately removed from the floor and in-serviced by the rehabilitation
director.

The facility immediately initiated education with certified nursing assistants on 6/9/26.

Facility attached laminated photos to each mechanical lift to show the correct type of sling based on
the lift in use.

The facility began audits of mechanical lift transfers to validate the proper level of staff assistance
and ensure that the correct sling is utilized for the lifts.

The facility is conducting ongoing audits to monitor compliance.
(continued on next page)
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Level of Harm - Immediate
jeopardy to resident health or
safety

Residents Affected - Few

The facility will continue audits 3 times a week for one week or until 100% compliance is reached,
then weekly for 3 weeks until 100% compliance is reached, and then monthly for 1 month until 100%
compliance is reached.

The facility QAPI committee will review the results of the observations made by the DON/designee to
identify any trends/conduct root cause analysis, and develop a plan of action for follow-up and
resolution if necessary.

6/17/25 1:00 PM &ndash; Based on the Surveyor's review of the facility's investigation, documented
response, completion of audits from 6/9/26 to 6/12/26, staff interviews, and no further falls or
injuries from the mechanical lift, the IJ was considered past non-compliance with a compliance date
of 6/12/26 at 5:30 PM.

2. R2's clinical record revealed:

8/25/23- Resident (R[2]) admitted to the facility with diagnoses including, but not limited to,
hemiplegia (paralysis of one side of the body) & hemiparesis (weakness on one side of the body)
following unspecified cerebrovascular disease (a problem with the blood vessels in the brain)
affecting the left side of the body.

4/6/26- R2 had an order stating Transfer: Hoyer lift (assist of 2); Bed Mobility (side to side): Assist of
2; left bed enabler to assist with bed mobility; Ambulation: N/A.

5/27/26- The most recent quarterly MDS documents R2's BIMS score as 14, indicating she is
cognitively intact. The MDS also documented that R2 is dependent on staff for hygiene, bathing,
toileting, and activities.

5/31/26 5:15 AM- A facility incident report submitted to the Division stated Resident with witnessed
fall from bed while receiving ADL care .Transferred to ED for clinical follow-up.

6/16/26 11:30 AM- During an interview, E5 (CNA) stated, I was performing toileting and bowel clean
up on R2. I knew she was a 2-person assist, but I was the only CNA on the unit during this shift. I
have worked with R2 before, and I am usually able to handle her on my own. While I was tolieting R2,
she rolled away from me on the bed. I was unable to catch her, and she fell to the floor. E5 confirmed
that she was the only facility staff member present during this encounter.

6/16/26 12:00 PM- A review of the facility's investigative document revealed that E5 performed
toileting care on R2 without the assistance of another staff member present.

The facility failed to ensure that R2 was free from accidents when she fell from her bed while
receiving care.

6/17/25 1:00 PM &ndash; Based on the Surveyor's review of the facility's investigation, documented
response, completion of audits, staff interviews, and no further falls or injuries, the second example
was considered past non-compliance with a compliance date of 6/12/26 at 5:30 PM. The IJ was
abated on 6/16/25 at 1:00 PM.

6/16/26 1:30 PM &ndash; Findings were reviewed at the exit conference with E1 (NHA), E2 (DON),
and E3 (COO).
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