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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations (injury/decline/room, 
etc.)  that affect the resident.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on record review and interview, the facility failed to ensure a resident's family member was notified in 
a timely manner of a resident's fracture for 1 of 4 residents reviewed for accidents (Resident B). Findings 
include: Resident B's record was reviewed on 7/22/25 at 11:23 a.m. Diagnoses on the resident's profile 
included, but were not limited to, cerebral palsy (a group of neurological disorders that affect movement, 
muscle tone, and posture) and unspecified fracture of the upper end of the right tibia. A significant change 
Minimum Data Set (MDS) assessment, dated 7/1/25, indicated the resident had a severe cognitive 
impairment, was dependent for chair/bed transfers, and had one fall with a major injury since the prior 
assessment. A progress note, dated 6/18/25 at 12:00 p.m., indicated it was a late entry. The note indicated 
the Certified Nurse Aide (CNA) notified the nurse the resident slid out of the mechanical lift. The resident was 
found lying on the floor on her right side, and there were two CNAs in the room. The CNAs reported the 
resident slid out of the mechanical lift sling and landed on her right side when the resident began moving 
during the transfer. One CNA reported she was able to prevent the resident from hitting her head. The 
resident was assessed and did not complain of pain. The Nurse Practitioner (NP) was in the facility and 
assessed the resident. The NP stated the resident could be moved to the bed, and the resident was assisted 
back to bed. The resident's family member was notified of the incident. The resident requested to get up for 
lunch, and the NP said the resident was able to get out of bed. The resident was assisted out of bed and 
went to lunch. A progress note, dated 6/19/25 at 4:31 a.m., indicated x-rays were ordered for the resident's 
right shoulder and right knee. A progress note, dated 6/19/25 at 4:44 a.m., indicated the mobile x-ray 
company was scheduled to complete the x-rays in the morning. A progress note, dated 6/19/25 at 11:45 a.m.
, indicated the mobile x-ray company completed the x-rays of the resident's right shoulder and right knee. An 
x-ray report, dated 6/19/25, indicated the resident had a right tibia fracture. The physician signed the report 
and indicated, apply splint refer to ortho [orthopedics]. A progress note, dated 6/19/25 at 12:29 p.m., 
indicated the resident's x-ray results were received, and there was a fracture to the right tibia. The physician 
was notified and ordered a splint and orthopedic referral. The orthopedic office was contacted to schedule an 
appointment. The note lacked documentation the resident's family member was notified. A progress note, 
dated 6/20/25 at 10:30 a.m., indicated the resident's Power of Attorney (POA) was notified of the resident's 
right tibia fracture. The record lacked documentation the resident's POA was notified prior to this date and 
time. During an interview, on 7/23/25 at 9:20 a.m., the Director of Nursing (DON) indicated she noticed in the 
morning meeting, on 6/20/25, Resident B's family member had not been notified of the resident's fracture. 
They followed up with the staff nurse and verified the family member had not been notified, and the staff 
nurse indicated she had not notified the family. Once they found the notification was not completed, the DON 
notified the resident's family member. The resident's family member should have been notified of the new 
fracture on the same day it was found. On 7/23/25 at 11:09 a.m., the DON provided a document titled, 
Change in a Resident's Condition or Status, last revised in February 2021, and indicated it was the policy 
currently being used by the facility. The policy indicated, .Policy Statement: Our facility notifies the.resident 
representative of changes in the resident's medical.condition.Policy Interpretation and Implementation.4.a 
nurse will notify the resident's representative when: a. the resident is involved in any accident or incident that 
results in an injury.b. there is a significant change in the resident's physical.status. This citation relates to 
Complaint 1380602. 3.1-5(a)(2)
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Level of Harm - Actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observation, and interview, the facility failed to ensure a resident was assessed for and safely 
transferred in a mechanical lift resulting in actual harm when the resident fell from the mechanical lift sling 
during a transfer and sustained a fracture to the right tibia (bone in the lower leg) (Resident B), failed to 
ensure residents were appropriately transferred in mechanical lifts using the correct slings (Residents B and 
D), and to ensure a resident with multiple falls received updated interventions to prevent further falls 
(Resident C) for 3 of 4 residents reviewed for accidents. Findings include:1. Resident B&rsquo;s record was 
reviewed on 7/22/25 at 11:23 a.m.

Diagnoses on the resident&rsquo;s profile included, but were not limited to, cerebral palsy (a group of 
neurological disorders that affect movement, muscle tone, and posture) and unspecified fracture of the upper 
end of the right tibia.

A significant change Minimum Data Set (MDS) assessment, dated 7/1/25, indicated the resident had a 
severe cognitive impairment, was dependent for chair/bed transfers, and had one fall with a major injury 
since the prior assessment.

A physician&rsquo;s order, dated 8/29/19, indicated the resident was transferred with a mechanical lift.

A care plan, initiated on 8/29/19, indicated the resident required staff assistance with activities of daily living 
(ADLs) related to cerebral palsy. Interventions included, but were not limited to, encourage the use of 
assistive devices as needed, mechanical lift.

Current physician&rsquo;s orders lacked documentation of orders related to the resident&rsquo;s right tibia 
fracture.

A fall risk review, dated 6/18/25, indicated the resident was a high risk for falls.

A progress note, dated 6/18/25 at 12:00 p.m., indicated it was a late entry. The note indicated the Certified 
Nurse Aide (CNA) notified the nurse the resident slid out of the mechanical lift. The resident was found lying 
on the floor on her right side, and there were two CNAs in the room. The CNAs reported the resident slid out 
of the mechanical lift sling and landed on her right side when the resident began moving during the transfer. 
One CNA reported she was able to prevent the resident from hitting her head. The resident was assessed 
and did not complain of pain. The Nurse Practitioner (NP) was in the facility and assessed the resident. The 
NP stated the resident could be moved to the bed, and the resident was assisted back to bed. The 
resident&rsquo;s family member was notified of the incident. The resident requested to get up for lunch, and 
the NP said the resident was able to get out of bed. The resident was assisted out of bed and went to lunch.

A progress note, dated 6/18/25 at 1:10 p.m., indicated the resident fell out of the Hoyer sling, at 11:45 a.m., 
during a transfer from the bed to the chair.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

A Situation, Background, Assessment, Recommendation (SBAR) form, dated 6/18/25 at 11:45 a.m., 
indicated the resident had a fall, and the recommendation was to monitor the patient and use a bigger Hoyer 
(mechanical lift) sling when transferring. 

A progress note, dated 6/19/25 at 4:31 a.m., indicated x-rays were ordered for the resident&rsquo;s right 
shoulder and right knee.

A progress note, dated 6/19/25 at 4:44 a.m., indicated the mobile x-ray company was scheduled to complete 
the x-rays in the morning.

An Interdisciplinary Team (IDT) progress note, dated 6/19/25 at 10:12 a.m., indicated the IDT was reviewing 
the resident&rsquo;s fall from 6/8/25 [sic]. The resident slipped out of the mechanical lift sling while being 
transferred. The root cause was &ldquo;slid out of Hoyer lift.&rdquo; The intervention was to ensure the 
appropriate sling was being used. The IDT consisted of the Dietary Manager, MDS Coordinator, Social 
Services Director (SSD), and Assistant Director of Nursing (ADON).

The medical record lacked documentation of an assessment of the resident for the safe use of the 
mechanical lift was completed.

The incident investigation file contained the following two undated witness statements.

A witness statement from CNA 4 stated, &ldquo;I was in [Resident B&rsquo;s] room providing care for 
her&hellip;put the Hoyer lift sling under her. [CNA 5] entered the room. We put the sling on the Hoyer lift. As I 
was pulling out from the bed as I was turning the Hoyer, [Resident B] began to move/wiggle in the sling. I 
asked her to stop moving. [CNA 5] and I were able to catch her head to prevent it from hitting the 
floor&hellip;&rdquo;

A witness statement from CNA 5 stated, &ldquo;I&hellip;went into [Resident B&rsquo;s] room to help [CNA 
4] transfer her with the Hoyer lift. We put the sling on the Hoyer lift. As [CNA 4] was pulling the Hoyer from 
out from the bed and turning it, [Resident B] began to move/wiggle in the sling. [CNA 4] asked her to stop 
moving. I moved closer to help with the transfer, [Resident B] arched her back and slid out of the Hoyer sling. 
Although we did not keep her from falling, we were able to catch her head to prevent her from hitting her 
head&hellip;.&rdquo;

A progress note, dated 6/19/25 at 11:45 a.m., indicated the mobile x-ray company completed the x-rays of 
the resident&rsquo;s right shoulder and right knee.

An x-ray report, dated 6/19/25, indicated the resident had a right tibia fracture. The physician signed the 
report and indicated, &ldquo;apply splint refer to ortho [orthopedics].&rdquo;

A progress note, dated 6/19/25 at 12:29 p.m., indicated the resident&rsquo;s x-ray results were received, 
and there was a fracture to the right tibia. The physician was notified and ordered a splint and orthopedic 
referral. The orthopedic office was contacted to schedule an appointment.

A physician&rsquo;s order, dated 6/20/25, indicated the resident was able to get in the wheelchair.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

A care plan, initiated on 6/20/25, indicated the resident had a fracture to the right tibia from a fall on 6/18/25. 
Interventions included, but were not limited to, handle gently when moving or positioning and maintain body 
alignment.

An IDT progress note, dated 6/24/25 at 4:43 p.m., indicated it was an IDT fall follow up clarification. Upon 
chart review, there was a clarification on the date and events. The fall occurred on 6/18/25, and the IDT note, 
dated 6/19/25, mistakenly indicated it occurred on 6/8/25. The resident was being transferred via mechanical 
lift by two CNAs, became restless, and positioned her body in a straight board position. This position caused 
her to &ldquo;maneuver herself out of the Hoyer lift sling.&rdquo; The resident fell approximately three feet, 
and the CNAs were able to prevent her head from hitting the floor. The resident landed on her right leg. The 
NP was in the facility, assessed the resident, and indicated she was able to be moved from the floor to the 
bed. The resident was assessed and was not in pain. The root cause of the incident was the resident 
became restless and maneuvered herself out of the sling. Interventions included immediate assessment by 
the NP, staff education for mechanical lift transfers and dealing with residents who had increased agitation 
during a mechanical lift transfer, x-ray completed, orthopedic consult completed with a new order for a 
follow-up x-ray in six weeks.

An orthopedic physician progress note, dated 6/24/25, stated, &ldquo;&hellip;Given that the patient is 
nonambulatory, I strongly recommend nonoperative management, and the patient and her family concurred. 
Supportive care will be provided, including placing support underneath the leg during lifting and transferring. 
A knee immobilizer or brace is not recommended, as it may lead to increased swelling and 
complications&hellip;The fracture is expected to heal in approximately three to four months&hellip;.&rdquo;

A progress note, dated 6/25/25 at 2:05 a.m., indicated the resident was seen by the orthopedic physician on 
6/24/25, but the nurse had not seen any paperwork from the appointment.

During an interview, on 7/22/25 at 1:42 p.m., Resident B indicated she fell out of the mechanical lift because 
the staff did not have her in the lift &ldquo;right.&rdquo; When she fell, her leg hurt.

During an interview, on 7/22/25 at 2:41 p.m., Qualified Medication Aide (QMA) 7 indicated she worked 
6/18/24 when the resident fell out of the mechanical lift sling. Someone reported to her the resident fell, and 
she went to get the ADON. The staff stated the resident &ldquo;bucked&rdquo; and fell out of the sling. She 
was not sure if that was unusual for the resident because she did not normally provide direct resident care. 
After the incident, the staff received training regarding mechanical lift transfers but not regarding sling size. If 
a resident needed a mechanical lift sling, staff retrieved it from the supply. The size should have been 
determined by weight. She thought the resident&rsquo;s height might have been a factor in the mechanical 
lift sling size as well, but she was not sure about hip size.

(continued on next page)
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Level of Harm - Actual harm

Residents Affected - Few

During an interview, on 7/22/25 at 2:47 p.m., CNA 8 indicated she was familiar with Resident B. There had 
been issues transferring the resident with the mechanical lift because of her contractures and stiffness. The 
facility got a new mechanical lift sling for her, and it helped. The new sling crosses between the 
resident&rsquo;s legs. The sling they were using before was a &ldquo;bath sling.&rdquo; It was a large 
rectangle that acted like a hammock and seemed too big. She indicated the staff was not trained on which 
type of mechanical lift sling to use or which size. There have been times when staff used bath slings when 
they were not really appropriate because they were not sure what to use or the correct equipment was not 
available.

During an interview, on 7/22/25 at 3:01 p.m., the Administrator indicated they purchased personalized 
mechanical lift slings for each resident who used the lift based on their weights. They wrote the 
residents&rsquo; name on the label. At the same time, the bath sling was observed and was noted to be a 
large rectangle shape. The sling was not a [mechanical lift brand name] sling.

During an observation, on 7/23/25 at 9:50 a.m., CNA 4 and CNA 9 transferred Resident B from the bed to 
the chair with the mechanical lift. The legs of the lift were closed and under the bed. The CNAs attached the 
sling loops to the mechanical lift. CNA 4 lifted Resident B up and off the bed, moved the mechanical lift 
backwards, turned to the right, and positioned it in front of the resident&rsquo;s wheelchair. Once the 
mechanical faced the resident&rsquo;s wheelchair, CNA 4 opened the legs of the mechanical lift and pushed 
it towards the resident&rsquo;s wheelchair. CNA 9 guided the resident into the wheelchair as CNA 4 lowered 
the lift. During the transfer, the straps of the mechanical lift pad were crossed between the resident&rsquo;s 
legs, but the resident&rsquo;s buttocks protruded through the opening of the mechanical lift sling and her 
legs hung over the sling straps at her knees. The CNAs did not support the resident&rsquo;s fractured leg 
during the transfer. At the same time, the ADON indicated the resident&rsquo;s buttocks were positioned 
that way due to her contractures. The mechanical lift sling was observed to have the resident&rsquo;s name 
on it and was a different brand than the mechanical lift. The CNAs were unable to verbalize what size sling 
the resident required.

On 7/23/25 at 10:27 a.m., the Housekeeping Supervisor provided a document titled, &ldquo;Hoyer,&rdquo; 
and indicated it was a list of residents and their weights provided to her by nursing. When she was provided 
with this list, she was told to order each resident on it a new mechanical lift sling based on their weight. She 
was not told to use any other body measurements, such as height or hip width, to determine sling size. Prior 
to the new slings being ordered, staff used full-body, rectangular slings for the mechanical lift for all 
residents. The new slings ordered were a different shape and the straps crossed between the 
residents&rsquo; legs. She was approved to order one new sling for the residents who required a 
mechanical lift for transfers and was supposed to order a second sling for each resident later. If the new sling 
was soiled, she had one extra of the new style sling, but only one size. Otherwise, the staff would have 
needed to use the old rectangular style slings they used before until the new sling was laundered. She 
ordered the slings through the medical supply company she always used and was not told they needed to be 
[mechanical lift brand name] slings.

During an interview, on 7/23/25 at 10:50 a.m., CNA 4 indicated she was not notified of any requirement to do 
anything with Resident B&rsquo;s fractured leg during transfers. She was not aware the resident&rsquo;s 
fractured leg needed support during transfers.

(continued on next page)
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During an interview, on 7/23/25 at 1:22 p.m., CNA 4 and CNA 5 indicated they were the CNAs who 
transferred Resident B when she fell out of the mechanical lift sling. They used the rectangular lift sling. The 
resident stiffened up and fell out of the mechanical lift sling. They had new mechanical lift slings that crossed 
between the residents&rsquo; legs, and they worked better.

On 7/23/25 at 1:40 p.m., the DON provided a document titled, &ldquo;Interdisciplinary Resident Screen,
&rdquo; dated 6/19/25, and indicated it was the mechanical lift assessment for Resident B. The document 
indicated the resident had a recent fall and received a screening for physical therapy. The document did not 
include an assessment of the resident&rsquo;s appropriateness or safety for use of the mechanical lift and 
was not a mechanical lift assessment. At the same time, the DON indicated she was not able to find any 
other mechanical lift assessments for the resident.

On 7/22/25 at 2:55 p.m., the Administrator provided the user manual for the mechanical lift used by the 
facility, dated 10/1/18. The user manual indicated, &ldquo;&hellip;Use common sense in all lifts. Special care 
MUST BE taken with people with disabilities who cannot cooperate while being lifted. [Mechanical lift brand 
name] slings and patient lift accessories are specifically designed to be used in conjunction with the 
[mechanical lift brand name] patient lifts. Slings and accessories designed by other manufacturers are not to 
be utilized as a component of [mechanical lift brand name] patient lift system&hellip;Using the 
sling&hellip;WARNING&hellip;If the patient is in a wheelchair, secure the wheel locks in place to prevent the 
chair from moving forwards or backwards&hellip;When using an adjustable lift base lift, the legs MUST be in 
the maximum opened/locked position before lifting the patient&hellip;The legs of the lift must be in the 
maximum open position for optimum stability and safety. If it is necessary to close the legs of the lift to 
maneuver the lift under a bed, close the legs of the lift only as long as it takes to position the lift over the 
patient and lift the patient off the surface of the bed. When the legs of the lift are no longer under the bed, 
return the legs of the lift to the maximum open position and lock the shifter handle immediately&hellip;.
&rdquo;

On 7/23/25 at 11:18 a.m., the DON provided a document titled, &ldquo;Guidelines for Mechanical Lift 
Transfer/Usage,&rdquo; dated 7/8/24, and indicated it was the policy currently being used by the facility. The 
policy indicated, &ldquo;&hellip;Getting ready to use a Mechanical Lift&hellip;7) Never use a mechanical lift 
on a resident who is agitated, resistant or combative&hellip;10) Make sure that you have the correct sling for 
the resident. The sling needs to be: a) Compatible with the specific mechanical lift being used b) Correct size 
for the resident-this is determined using the resident&rsquo;s size, weight, and hip measurements in 
accordance with the manufacturer&rsquo;s recommendations&hellip;.&rdquo;

2. On 7/22/25 at 1:00 p.m., the medical record of Resident D was reviewed. The resident&rsquo;s most 
recent admission to the facility was on 10/25/24. Admitting diagnosis included but not limited to repeated falls 
and reduced mobility.

Review of physician orders indicated the record lacked an order to use the mechanical lift for transfers.

A quarterly Minimum Data Assessment (MDS), dated [DATE], indicated the resident was extensive assist 
with two persons for transfers and was cognitively impaired.

(continued on next page)
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A care plan, dated 4/12/24, indicated the resident was at risk for falls. Interventions included, but were not 
limited to, antiroll back in wheelchair.

A care plan, dated 8/1/24, indicated resident required assistance with activity of daily living care needs. 
Interventions included, but were not limited to, staff assist with transfers as needed, and assess by therapy 
as needed.

The care plan lacked documentation of use of mechanical lift to transfer.

On 7/22/25 at 1:50 p.m., observed Resident D being transferred from wheelchair to bed. Observed Certified 
Nurse aide (CNA) 4 operating the mechanical lift and CNA 9 assisting to position the resident in the 
mechanical lift pad. The top back of the pad observed to be approximately 4 inches above the back of the 
resident&rsquo;s head.

The resident was lifted approximately 18 inches over the wheelchair arm rest and moved to the bed. CNA 9 
failed to lock the wheelchair prior to lifting the resident from the chair. CNA 4 failed to lock the brakes on the 
mechanical lift prior to lowering the resident onto the bed. 

3. On 7/22/25 at 2:00 p.m., the medical record of Resident C was reviewed. The most recent admission to 
the facility was on 10/4/24. Admitting diagnosis included, but not limited to, chronic obstructive pulmonary 
disease (COPD) (a group of diseases that cause airflow blockage and breathing-related problems), 
weakness, and falls.

A care plan, dated 3/29/24, indicated the resident was at risk for falls. Interventions included, but not limited 
to, anti rollbacks to wheelchair dated 1/24/23, color call light dated 4/4/22, and fall mat while in bed dated 
9/6/23.

The record indicated the resident had fallen on the following dates. On 6/22/25 the resident fell out of the 
wheelchair. On 6/28/25 the resident fell on the floor in front of her wheelchair. On 7/11/25 the resident fell out 
of wheelchair in the hall. On 7/14/25 the resident fell out of bed onto a mat. On 7/18/25 the resident was 
found sitting on the floor in the hallway in front of the wheelchair.

The medical record lacked documentation of new preventive interventions being implemented after each fall.

A fall risk assessment, dated 6/28/25, indicated the fall risk score was 13 and the resident was a high fall risk.

A quarterly Minimum Data Set Assessment (MDS), dated [DATE], indicated the resident was cognitively 
impaired.

A fall risk assessment, dated 7/19/25, indicated the fall risk score was 17 and the resident continued to be 
high fall risk.

On 7/23/25 at 11:13 a.m., during an interview the Director of Nurses (DON) indicated the care plans were 
updated after incidents during the IDT (inter disciplinary team) meeting. The DON indicated the MDS 
Coordinator would update the care plan with interventions at that time.
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Level of Harm - Actual harm

Residents Affected - Few

Review of four employee files hired between 2/7/24 and 7/31/24 lacked documentation of competency skills 
evaluations for use of mechanical lifts. 

On 7/23/25 at 11:42 a.m., observed Resident C laying on her back across the bed sleeping. Observed the 
wheelchair in front of the resident. Call light had red tape on the light, the wheelchair had anti tip bar on the 
back, there was not a mat on the floor next to the bed.

On 7/22/2025 at 2:55 p.m., the provided a document titled, &ldquo;Guidelines for incidents, accidents, falls,
&rdquo; dated 6/30/23, and indicated it was the policy currently being used by the facility. The policy 
indicated, &ldquo; .11. Each fall needs a new care plan intervention rolled out&hellip;15. Based on the 
results of the incident, accident, fall, the resident&rsquo;s care plan will be addressed to ensure that any 
needed points of focus have measurable goals with appropriate interventions in place&hellip;.&rdquo;

This citation relates to Complaint 1380602.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way 
that maximizes each resident's well being.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure staff were competent in performing 
mechanical lift transfers during 2 of 2 observed mechanical lift transfers (Residents B and D). This deficient 
practice had the potential to affect 15 of 15 residents who required a mechanical lift for transfers. Findings 
include:1. Resident B&rsquo;s record was reviewed on 7/22/25 at 11:23 a.m. Diagnoses on the 
resident&rsquo;s profile included, but were not limited to, cerebral palsy (a group of neurological disorders 
that affect movement, muscle tone, and posture) and unspecified fracture of the upper end of the right tibia.

A significant change Minimum Data Set (MDS) assessment, dated 7/1/25, indicated the resident had a 
severe cognitive impairment, was dependent for chair/bed transfers, and had one fall with a major injury 
since the prior assessment.

A physician&rsquo;s order, dated 8/29/19, indicated the resident was transferred with a mechanical lift.

A progress note, dated 6/18/25 at 12:00 p.m., indicated it was a late entry. The note indicated the Certified 
Nurse Aide (CNA) notified the nurse the resident slid out of the mechanical lift. The resident was found lying 
on the floor on her right side, and there were two CNAs in the room. The CNAs reported the resident slid out 
of the mechanical lift sling and landed on her right side when the resident began moving during the transfer.

A progress note, dated 6/19/25 at 4:31 a.m., indicated x-rays were ordered for the resident&rsquo;s right 
shoulder and right knee.

An interdisciplinary team (IDT) progress note, dated 6/19/25 at 10:12 a.m., indicated the IDT was reviewing 
the resident&rsquo;s fall from 6/8/25 [sic]. The resident slipped out of the mechanical lift sling while being 
transferred. The root cause was &ldquo;slid out of Hoyer lift.&rdquo; The intervention was to ensure the 
appropriate sling was being used. The IDT consisted of the Dietary Manager, MDS Coordinator, Social 
Services Director (SSD), and Assistant Director of Nursing (ADON).

An x-ray report, dated 6/19/25, indicated the resident had a right tibia fracture. The physician signed the 
report and indicated, &ldquo;apply splint refer to ortho [orthopedics].&rdquo;

(continued on next page)
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

An IDT progress note, dated 6/24/25 at 4:43 p.m., indicated it was an IDT fall follow up clarification. Upon 
chart review, there was a clarification on the date and events. The fall occurred on 6/18/25, and the IDT note, 
dated 6/19/25, mistakenly indicated it occurred on 6/8/25. The resident was being transferred via mechanical 
lift by two CNAs, became restless, and positioned her body in a straight board position. This position caused 
her to &ldquo;maneuver herself out of the Hoyer lift sling.&rdquo; The resident fell approximately three feet, 
and the CNAs were able to prevent her head from hitting the floor. The resident landed on her right leg. The 
NP was in the facility, assessed the resident, and indicated she was able to be moved from the floor to the 
bed. The resident was assessed and was not in pain. The root cause of the incident was the resident 
became restless and maneuvered herself out of the sling. Interventions included immediate assessment by 
the NP, staff education for mechanical lift transfers and dealing with residents who had increased agitation 
during a mechanical lift transfer, x-ray completed, orthopedic consult completed with a new order for a 
follow-up x-ray in six weeks.

An orthopedic physician progress note, dated 6/24/25, stated, &ldquo;&hellip;Given that the patient is 
nonambulatory, I strongly recommend nonoperative management, and the patient and her family concurred. 
Supportive care will be provided, including placing support underneath the leg during lifting and transferring. 
A knee immobilizer or brace is not recommended, as it may lead to increased swelling and 
complications&hellip;The fracture is expected to heal in approximately three to four months&hellip;.&rdquo;

The incident investigation file contained the following two undated witness statements.

A witness statement from CNA 4 stated, &ldquo;I was in [Resident B&rsquo;s] room providing care for 
her&hellip;put the Hoyer lift sling under her. [CNA 5] entered the room. We put the sling on the Hoyer lift. As I 
was pulling out from the bed as I was turning the Hoyer, [Resident B] began to move/wiggle in the sling. I 
asked her to stop moving. [CNA 5] and I were able to catch her head to prevent it from hitting the 
floor&hellip;&rdquo;

A witness statement from CNA 5 stated, &ldquo;I&hellip;went into [Resident B&rsquo;s] room to help [CNA 
4] transfer her with the Hoyer lift. We put the sling on the Hoyer lift. As [CNA 4] was pulling the Hoyer from 
out from the bed and turning it, [Resident B] began to move/wiggle in the sling. [CNA 4] asked her to stop 
moving. I moved closer to help with the transfer, [Resident B] arched her back and slid out of the Hoyer sling. 
Although we did not keep her from falling, we were able to catch her head to prevent her from hitting her 
head&hellip;.&rdquo;

During an interview, on 7/22/25 at 2:41 p.m., Qualified Medication Aide (QMA) 7 indicated she worked 
6/18/24 when the resident fell out of the mechanical lift sling. Someone reported to her the resident fell, and 
she went to get the ADON. The staff stated the resident &ldquo;bucked&rdquo; and fell out of the sling. She 
was not sure if that was unusual for the resident because she did not normally provide direct resident care. 
After the incident, the staff received training regarding mechanical lift transfers but not regarding sling size. If 
a resident needed a mechanical lift sling, staff retrieved it from the supply. The size should have been 
determined by weight. She thought the resident&rsquo;s height might have been a factor in the mechanical 
lift sling size as well, but she was not sure about hip size.

(continued on next page)
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During an interview, on 7/22/25 at 2:47 p.m., CNA 8 indicated she was familiar with Resident B. There had 
been issues transferring the resident with the mechanical lift because of her contractures and stiffness. The 
facility got a new mechanical lift sling for her, and it helped. The new sling crossed between the 
resident&rsquo;s legs. The sling they were using before was a &ldquo;bath sling.&rdquo; It was a large 
rectangle that acted like a hammock and seemed too big. She indicated the staff was not trained on which 
type of mechanical lift sling to use or which size. There had been times when staff used bath slings when 
they were not really appropriate because they were not sure what to use or the correct equipment was not 
available.

During an observation, on 7/23/25 at 9:50 a.m., CNA 4 and CNA 9 transferred Resident B from the bed to 
the chair with the mechanical lift. The legs of the lift were closed and under the bed. The CNAs attached the 
sling loops to the mechanical lift. CNA 4 lifted Resident B up and off the bed, moved the mechanical lift 
backwards, turned to the right, and positioned it in front of the resident&rsquo;s wheelchair. Once the 
mechanical faced the resident&rsquo;s wheelchair, CNA 4 opened the legs of the mechanical lift and pushed 
it towards the resident&rsquo;s wheelchair. CNA 9 guided the resident into the wheelchair as CNA 4 lowered 
the lift. During the transfer, the straps of the mechanical lift pad were crossed between the resident&rsquo;s 
legs, but the resident&rsquo;s buttocks protruded through the opening of the mechanical lift sling and her 
legs hung over the sling straps at her knees. The CNAs did not support the resident&rsquo;s fractured leg 
during the transfer. At the same time, the ADON indicated the resident&rsquo;s buttocks were positioned 
that way due to her contractures. The mechanical lift sling was observed to have the resident&rsquo;s name 
on it and was a different brand than the mechanical lift. The CNAs were unable to verbalize what size sling 
the resident required.

During an interview, on 7/23/25 at 10:50 a.m., CNA 4 indicated she was not notified of any requirement to do 
anything with Resident B&rsquo;s fractured leg during transfers. She was not aware the resident&rsquo;s 
fractured leg needed support during transfers.

During an interview, on 7/23/25 at 1:22 p.m., CNA 4 and CNA 5 indicated they were the CNAs who 
transferred Resident B when she fell out of the mechanical lift sling. They used the rectangular lift sling. The 
resident stiffened up and fell out of the mechanical lift sling. They had new mechanical lift slings that crossed 
between the residents&rsquo; legs, and they worked better.

On 7/22/25 at 2:55 p.m., the Administrator provided the user manual for the mechanical lift used by the 
facility, dated 10/1/18. The user manual indicated, &ldquo;&hellip;Use common sense in all lifts. Special care 
MUST BE taken with people with disabilities who cannot cooperate while being lifted. [Mechanical lift brand 
name] slings and patient lift accessories are specifically designed to be used in conjunction with the 
[mechanical lift brand name] patient lifts. Slings and accessories designed by other manufacturers are not to 
be utilized as a component of [mechanical lift brand name] patient lift system&hellip;Using the 
sling&hellip;WARNING&hellip;If the patient is in a wheelchair, secure the wheel locks in place to prevent the 
chair from moving forwards or backwards&hellip;When using an adjustable lift base lift, the legs MUST be in 
the maximum opened/locked position before lifting the patient&hellip;The legs of the lift must be in the 
maximum open position for optimum stability and safety. If it is necessary to close the legs of the lift to 
maneuver the lift under a bed, close the legs of the lift only as long as it takes to position the lift over the 
patient and lift the patient off the surface of the bed. When the legs of the lift are no longer under the bed, 
return the legs of the lift to the maximum open position and lock the shifter handle immediately&hellip;.
&rdquo;
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On 7/23/25 at 11:18 a.m., the DON provided a document titled, &ldquo;Guidelines for Mechanical Lift 
Transfer/Usage,&rdquo; dated 7/8/24, and indicated it was the policy currently being used by the facility. The 
policy indicated, &ldquo;&hellip;Getting ready to use a Mechanical Lift&hellip;7) Never use a mechanical lift 
on a resident who is agitated, resistant or combative&hellip;10) Make sure that you have the correct sling for 
the resident. The sling needs to be: a) Compatible with the specific mechanical lift being used b) Correct size 
for the resident-this is determined using the resident&rsquo;s size, weight, and hip measurements in 
accordance with the manufacturer&rsquo;s recommendations&hellip;.&rdquo;

2. On 7/22/25 at 1:50 p.m., observed Resident D being transferred from wheelchair to bed. Observed 
Certified Nurse aide (CNA) 4 operating the mechanical lift and CNA 9 assisting to position the resident in the 
mechanical lift pad. The top back of the pad observed to be approximately 4 inches above the back of the 
residents head.

CNA 4 asked the resident not to hold onto the bar and instructed her to move her arms back and downward. 
When the resident pulled her arms back, both arms were moved down between the bar and the lift pad. The 
resident was lifted approximately 18 inches over the wheelchair arm rest and moved to the bed. 

CNA 9 failed to lock the wheelchair prior to lifting the resident from the chair. CNA 4 failed to lock the brakes 
on the mechanical lift prior to lowering the resident onto the bed. 

On 7/23/25 at 9:45 a.m., during a random observation, observed Resident (E) sitting in wheelchair in the 
main dining room. The resident was sitting on a mechanical lift sling. Observation of the label indicated the 
residents name was not on the label.

On 7/23/25 at 10:00 a.m., during a random observation noted 2 mechanical lift slings were labeled with the 
residents names and dated 7/9/25.

On 7/22/25 at 2:10 p.m., during interview CNA 4 indicated she did not know how to determine the correct 
size of the lift pad to be used for the resident. She indicated she thought the lift pad was the correct size to 
be used for the resident. She acknowledged she should have locked the wheelchair prior to lifting the 
resident from the wheelchair.

On 7/22/25 at 2:20 p.m., during interview Qualified Medication Aide (QMA) 6 indicated she did not know how 
to determine the correct side of a mechanical lift pad to be used for a resident and she would determine the 
size by looking at the resident and if the lift pad was higher over the back of the residents head the pad 
would be too big. She indicated when she was transferring a resident from a wheelchair she would raise the 
bed to be even with the edge of the wheelchair arm rest and would raise the resident up just enough to clear 
the arm rest on the wheelchair.

On 7/23/25 at 1:22 p.m. during interview CNA 4 and CNA 5 indicated they transferred the resident the way 
they did today during the observation except the resident moves a lot and stiffens up. They were using the 
rectangular lift pads. CNA 5 indicated she doesn&rsquo;t normally work that hall, so she hasn&rsquo;t had 
any training specific to how to transfer based on the residents risk factors. When they were hired/before the 
incident they demonstrated how to use the lift properly. After the incident, they had to re-do the mechanical 
lift competencies and the Assistant Director of Nursing (ADON) observed them do it to make sure they were 
able to do it.
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On 7/23/25 at 1:22 p.m. during interview CNA 4 and CNA 5 indicated they transferred the resident the way 
they did during the observation except the resident moved a lot and stiffens up. They were using the 
rectangular lift pads. CNA 5 indicated she didn&rsquo;t normally work that hall, so she had not had any 
training specific to how to transfer based on the resident risk factors. When they were hired /before the 
incident they demonstrated how to use the lift properly. They felt like they were provided with equipment, 
staffing, etc. that they needed to take care of the residents. All residents had their own Hoyer lift pads with 
their names on them. If the pad needed laundered they put it in the laundry and then got a different pad. 
They usually got back pretty quickly. They would use the rectangle one right now until the other one came 
back until the second set of resident specific ones came in.

On 7/22/25 at 2:47 p.m. during interview CNA 8 indicated she was not sure everyone was trained on which 
Hoyer slings to use or what size should be used per sling. There had been times where people had used 
&ldquo;bath slings&rdquo; even when that was not really appropriate either because they didn&rsquo;t know 
what to use or because they didn&rsquo;t have the correct thing available.

On 7/22/25 at 2:30 p.m., the medical record of Resident D was reviewed. The residents most recent 
admission to the facility was on 10/25/24. The record lacked documentation of a physician order to use a 
mechanical lift for transfers. 

A quarterly Minimum Data Assessment (MDS) dated [DATE] indicated he resident was extensive assist with 
two persons for transfers and was cognitively impaired. The residents weight was obtained on 7/8/25 and 
recorded as 127 lb. According to the manufacture guidelines the residents weight determined she was to use 
a small mechanical lift pad. 

On 7/22/2025 at 2:55 p.m., the Administrator provided a document titled, &ldquo;Guidelines for Mechanical 
lift Transfer/Usage,&rdquo; dated 7/8/24, and indicated it was the policy currently being used by the facility. 
The policy indicated, &ldquo; .Getting ready to use a mechanical lift&hellip; 3. Be sure that you have the 
proper mechanical lift for the resident as per the physician&rsquo;s order and the resident&rsquo;s care 
plan. 4. Be sure the residents weight is appropriate for the lift to be used&hellip;10&hellip;b. Correct size for 
the resident this is determined using the residents size, weight, and hip measurements in accordance with 
the manufacture&rsquo;s recommendations&hellip;About the mechanical lift itself&hellip;17, Position the lift 
and receiving surface at correct height to transfer resident easily. This can be with the bed at a higher than 
usual level or the waist level of the transferring staff, depending on the situation for safety and smooth 
transferring&hellip;Using the Mechanical Lift&hellip;34. Apply the wheel lock so it does not move once the 
mechanical lift is in position&hellip;43. Slowly lift the resident only as high as necessary to complete the 
desired transfer&hellip;48. Once the lift is locked and in position lower the lift&hellip;.&rdquo;

This citation relates to Complaint 1380602.
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