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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, observations, staff and resident interview and facility policy review the facility failed to 
provide safe transfers for 3 of 4 residents reviewed (Residents #1, #6, #7). The facility reported a census of 
115 residents. Findings include: 1. The Minimum Data Set (MDS) assessment for Resident#1 dated 8/1/25, 
listed diagnoses of stroke, high blood pressure (HTN), heart failure, non-Alzheimer's Dementia, Bipolar 
disorder, seizure disorder. The MDS reflected the Brief Interview for Mental Status (BIMS) score of 15 out of 
15 intact cognition. The MDS identified Resident #1 dependent on staff for transfers, dressing, toileting, and 
hygiene. The Care Plan for Resident#1 reflected a revision date of 5/8/25, directed she needed the 
assistance of two staff and the stand lift to transfer. The Nurse Progress Note dated 8/19/2025 at 3:30 PM 
revealed an Incident, Accident, Unusual Occurrence Note Provider notified on call aware situation and 
laceration to left side head. New order to send to Emergency Department (ED) for further eval. The Progress 
Note dated 8/19/2025 at 3:41 PM, identified a Communication from Nursing to Therapy a change in condition 
or an area with a deficit that may warrant therapy: A fall from full body lift, sustained laceration to back of 
head. Assist of two staff with stand lift. The Encounter Note dated 8/21/25, revealed nursing reported on 
8/19/25 Resident#1 was mid transfer with full body lift when she slipped out of the sling and fell to the ground 
from approximately sitting height. She struck her head and sustained a laceration. As she is anticoagulated 
due to medication, Resident#1 sent to the emergency room (ER) for immediate evaluation. Head Cat scan 
unremarkable, she received five staples to the laceration on her left side of her scalp and discharged back to 
the facility in stable condition. The Disciplinary Action Form dated 8/29/25, revealed on 8/19/25 the facility 
terminated the employment of Staff D, Certified Nurse Aid (CNA) because he failed to adhere to safety 
protocols and the Individualized Care Plan. The resident's Care Plan directed two-person transfer utilizing 
the stand lift, the employee attempted the transfer independently, selected the incorrect (full body) lift. The 
resident fell from the lift, sustained a laceration that required staples in the ER. The Encounter Note dated 
10/24/25 at 7:23 AM reflected Resident#1 developed new or worsening pain. The note reported skin 
discoloration, the Provider ordered her to the hospital for ultrasound of the breast. The Nurse Progress Note 
dated 10/24/2025 at 8:29 described Resident#1 with abnormal bruising on right breast and right upper arm, 
she denied any recent injury or fall. No other areas of bruising or open skin noted. The Nurse Progress Note 
dated 10/24/2025 at 9:28 AM reflected a new order from the Provider to hold the blood thinning medication 
for 72 hours and ultrasound right breast for unexplained mass/bleeding internal. The Nurse Progress Note 
dated 10/24/2025 at 1:28 PM Resident assessed immediately, pain assessment 8 out of 10. Alert and 
oriented, unable to describe what happened. No open area, bleeding, signs or symptoms (s/s) of infection 
noted. Her skin warm to touch. No visible other injuries noted. Sent the resident to hospital for further 
evaluation, related to mass, internal bleeding. The Ultra Sound (US) of Right Breast dated 10/24/25, 
revealed diffuse (spread) edema within the breast with no drainable fluid collection. This may represent 
mastitis (inflammation of the breast tissue) or hematoma (is a collection of blood outside of blood vessels, 
likely resulting from trauma or potentially an underlying condition). Clinical follow -up is recommended to 
ensure resolution and no underlying pathology. The History and Physical dated 10/28/25, showed 
Resident#1's extensive ecchymosis (a discoloration of the skin resulting from bleeding underneath, typically 
caused by bruising) over body. The note identified Resident #1 stated this is not a new lift at facility, she felt 
they are not properly placing her and lift before they moved her which is caused bruising. The Physical Exam 
described the breasts: Extensive dark red/purple/black ecchymosis over bilateral breasts. Some areas of 
ecchymosis with mild yellowing indicating age. Tender to touch. A photograph included in the document 
showed dark purple and yellow edges to both breasts, the top of her abdomen and three quarters of her right 
arm. The Physician's Progress Note last updated 11/2/25, identified multiple bruises mostly on right arm, left 
side of abdomen, lateral side of legs, both exposed breast area not extending to skin covered under the 
breast. The Cat scan of the chest showed hyperdensity and asymmetric enlargement of the right pectoralis 
major and minor musculature with adjacent edema and stranding extending into the right breast. This is 
concerning for a hematoma. On 11/3/25 at 3:05 PM a transport driver wheeled Resident#1 back inside the 
facility and Staff C, CNA pushed her to her room. Staff B, CNA and Staff C transferred Resident #1 to her 
wheelchair (w/c) with the full body lift. Resident #1 leaned to the left significantly during the transfer from the 
transport wheelchair to her personal w/c, the lift sling failed to hold her right buttock and leg. After staff sat 
her in her personal w/c staff readjusted the positioning of the full body sling under Resident #1 lifted her for 
the second time to improve her positioning in her w/c. On 11/4/25 at 8:59 AM Resident #1 reported she 
continued to have pain in her breasts. On 11/5/25 at 8:52 AM the Provider reported he watched the nursing 
staff transfer Resident#1 on 10/24/25 to assess the process and look for the cause of the injury to her breast. 
He revealed he could see how ill positioning of the right breast could fall into her right armpit and with the 
squeezing of the sling when she is lifted that resulted in breast tissue injury. On 11/5/25 at 2:49 Staff E, 
Assistant Director of Nursing (ADON) stated Resident #1 positioning created a challenge for her transfers at 
times. On 11/6/25 at 11:15 AM the Director of Nursing (DON) reported she felt the bruising to Resident#1 
resulted from a combination of the breast placement with transfers and the mass found in each breast after 
the CT as well as the blood thinning medication. 2. The MDS for Resident #6 dated 10/17/25 listed 
diagnoses of Atrial Fibrillation, non-Alzheimer's dementia, and Multiple Sclerosis (MS). The MDS identified a 
BIMS of 12 out of 15 Mild cognitive impairments. The MDS reflected Resident#6 dependent on staff for 
transfer chair to bed. The Care Plan for Resident #6 dated 9/27/23, directed she needed assist 2 staff and a 
full body lift to transfer. The Weight Summary for Resident #6 dated 11/5/2025 [NAME] a weight of 240.6 
Lbs. On 11/5/25 at 2:15 PM Staff A, CNA and Staff B used the full body lift to transfer Resident #6 from the 
w/c into the bed. The sling covered Resident #6 during the transfer. Staff A reported she needed a big one 
due to her size. Staff A looked at the size it reflected XXL on the tag. The Staff E, Assistant Director of 
Nursing (ADON) asked the CNAs about the lift sizing chart. Staff E reported she expected the chart hung on 
all the lifts so the CNA knew the correct size of sling they needed to use for each resident. 3. The MDS for 
Resident #7 dated 7/25/25 listed diagnoses of coronary artery disease (CAD), non-Alzheimer's dementia. 
The BIMS for Resdient#7 reflected a score of 3 out of 15, severe cognitive impairments. The MDS reflected 
her dependency on staff for transfers from bed of chair. The Care Plan for Resident #7 dated 10/2/23 
directed she required assistance of 2 staff and the full body lift. The Weight Summary for Resident #7 dated 
11/5/2025 listed a weight of 210.8 Lbs. On 11/5/25 at 2:46 PM Resident #7 sat in the w/c in the lobby at the 
table with the full body lift sling under her, the tag read XXL. Staff B reported Resident #7's weight in the 
morning on 11/5/25 reflected 210 pounds. The Transfer Lift chart read that lift weight for an XXL is expected 
for 280 pounds +. On 11/5/25 at 2:49 PM Staff E, confirmed the staff used the wrong sling for R#6 & #7 
transfers. On 11/6/25 at 8:12 AM Staff E reported the staff needed education of the lift sizing per the 
resident's weight. On 11/6/25 at 11:15 the DON reported she felt the staff can use a larger sling based on the 
fact she has upper body girth. She said the CNA's make a judgement on the size of the sling they use. The 
Sling Color Sizing Code System, undated, identified large, Burgundy- 190-320 pounds, extra-large- 280-450 
pounds, extra extra large 400-600 pounds.The NOTE! The size/weight designations are merely estimates 
and basic guidelines. A proper fit will depend on factors other than weight measurements, including the 
height and girth of a patient. A proper fit will involve the judgment of the caregiver.*It is important to evaluate 
the width of a patient in relation to the width of the sling.**It is important that no portion of the patient overlap 
the sides of the sling.Color Coding is used on the binding of slings. It is not used with specialty slings.It is 
important that the base of the sling be positioned two inches below the tailbone and the top of the sling is 
parallel with the top of the shoulder line (base of neck). The facility provided a policy titled Safe Lifting and 
Movement of Residents dated 7/2017, nursing staff, in conjunction with the rehabilitation staff, shall assess 
individual residents' needs for transfer assistance on an ongoing basis. Staff will document resident 
transferring and lifting needs in the care plan. Such assessment shall include:a. Resident's preferences for 
assistance;b. Resident's mobility (degree of dependency);c. Resident's size;d. Weight-bearing ability;e. 
Cognitive status;f. Whether the resident is usually cooperative with staff; andg. The resident's goals for 
rehabilitation, including restoring or maintaining functional abilities.Enough slings, in the sizes required by 
residents in need, will be available at all times. As an alternative, residents with lifting and movement needs 
will be provided with single-resident use disposable slings.
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