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Based on interview and record review, the facility failed to prevent the neglect of a dependent resident when
CNA 1 did not implement the resident's care plan interventions nor follow manufacture's guidelines for the
operation of a mechanical lift, resulting in a resident fall when the mechanical lift tipped over during a transfer
for 1 of 3 residents reviewed for mobility transfers utilizing a mechanical lift. (Resident B)Findings
include:Resident B's clinical record was reviewed on 8/20/25 at 10:10 a.m. Diagnoses included cerebral
infarction, vascular dementia, hemiplegia and hemiparesis affecting left non-dominate side, type 2 diabetes,
chronic kidney disease, hypertension, anticoagulant use, depressive disorder, and chronic pain syndrome. A
current care plan, dated 1/18/21, indicated the resident had an activity of daily living deficit. Interventions
included two staff member participation for mobility transfers. The most current quarterly MDS (Minimum
Data Set) Assessment, dated 7/10/25, indicated the resident was dependent for transfers to and from a bed
to a chair or wheelchair. An undated facility CNA Assignment Sheet indicated Resident B required
two-person assist for transfers. A facility self-reportable, dated 7/26/25, indicated, at approximately 4:05 p.m.
on 7/26/25, CNA 2 entered Resident B's room. Resident B was in the mechanical lift and lifted high in the air.
The only other person in the room was CNA 1. CNA 2 indicated CNA 1 had been transferring the resident
from the bed to a high-backed, reclining wheelchair chair alone. CNA 2 called for assistance from the nurses.
When LPN 3 entered the room, they observed Resident B on the floor, the mechanical lift tipped over on its
side, and CNA 1 and CNA 2 standing nearby. The resident was assessed and sent to the hospital for
evaluation and treatment.A written interview between the DON and CNA 1, dated 7/26/25, indicated CNA 1
started the mechanical lifting process without assistance from another staff member. In a written statement,
dated 7/26/25, CNA 2 indicated she was searching for the mechanical lift. She entered Resident B's room
and saw the resident lifted into the air via the mechanical lift with only one operator present. CNA 1 pushed
the machine forward, and the resident fell to the floor. CNA 2 indicated CNA 1 never asked for assistance
with the transfer.In a written statement, dated 7/26/25, LPN 3 indicated she heard staff yelling for RN 4. She
went to the room and found Resident B on the floor with CNA 1 and CNA 2 standing nearby. The resident
was assessed and returned to bed. LPN 3 indicated she had never seen CNA 1 attempt to use the
mechanical lift without assistance. However, after the incident, she became aware CNA 1 had attempted the
transfer without assistance. In a written statement, dated 7/26/25, RN 4 indicated she heard staff calling her
name. When she arrived at Resident B's room, she observed the resident on the floor and was told he fell
from the mechanical lift. CNA 2 told her when she entered the room, the resident was already in the
mechanical lift sling, and it was elevated to the highest position. The machine tipped over, causing the
resident to fall to the floor. During an interview on 8/20/25 at 10:54 a.m., the DON indicated CNA 1 was no
longer an employee of the facility. CNA 1was not available for interview during this survey.During an
interview on 8/20/25 at 11:02 a.m., Resident B indicated he was dropped from the mechanical lift. The
resident was unable to remember who was involved or specifics about the incident. The resident indicated he
had a bad headache and was sent to the hospital. TDuring an interview on 8/20/25 at 11:14 a.m., CNA 5
indicated staff have always been required to use two people to operate mechanical lifts.During an interview
on 8/20/25 at 11:23 a.m., the Maintenance Supervisor indicated the mechanical lift was checked after the
incident and they were unable to find anything wrong with the function of the lift. During an interview on
8/20/25 at 11:25 a.m., CNA 6 indicated staff always used two staff members to operate a mechanical lift. She
denied any problems finding someone to help. Staff used CNA assignment sheets to see what type of care
the residents needed.During an interview on 8/20/25 at 11:40 a.m., RN 4 indicated she heard staff yelling for
her. When she arrived at the resident's room, she observed the resident on the floor with the lift pad under
him. Staff used the lift pad to move the resident closer to the bed and lift him back onto the bed. The resident
was assessed for injuries and sent to the hospital. After the incident, RN 4 was informed that the resident
was already in the mechanical lift and elevated when the CNA 2 arrived at the room. To operate a
mechanical lift in this facility, there must be two people present.During an interview on 8/20/25 at 12:03 p.m.,
CNA 2 indicated she entered the resident's room and observed Resident B up in the air. The resident was
positioned over a high-backed, reclining wheelchair. The chair was not positioned in a laid-back position
appropriate for transfers. The resident started to fall, and the machine tipped over. CNA 2 indicated she tried
to reach the resident but was unsuccessful. The resident complained of a headache. He was sent to the
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