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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, clinical record review, facility investigation, manufacturers user manuals, staff interviews and 
policy review, the facility failed to operate a full body mechanical lift appropriately during resident cares, and 
failed to use the appropriate slings for the mechanical lift for 3 of 5 residents (Resident #1, #2, #3) reviewed 
for safe transfers. This failure resulted in an immediate jeopardy when Lift #1's (brand specific) spreader bar 
had over a 1 centimeter (CM) gap between the hook cradle and the rubber stopper. When staff failed to clear 
Resident #1 bottom over a bed wedge cushion, the lift sling strap lifted up off the spreader bar hook, 
resulting in Resident #1 falling to the floor with a 3 - 4 CM (centimeter) gash to the back of her head. 
Resident #1 was hospitalized on [DATE] with a subdural hemorrhage and intraventricular hemorrhage (a 
collection of blood that accumulates between the inner layer of the skull and the surface of the brain). On 
9/26/25, Lift #1 was utilized for 6 residents that required a full body mechanical lift. The facility reported 8 
residents utilized a full body mechanical lift as of 10/16/25. The facility also failed to appropriately utilize 
standing lift slings and communicate to staff regarding standing lift sling size for one of two residents 
reviewed for standing lifts (Resident #8). The State Agency informed the facility of the Immediate Jeopardy 
(IJ) on 10/16/25 at 5:12 PM. The Immediate Jeopardy to the residents' health and safety began on 9/26/25. 
The State Agency determined the facility removed the IJ from a K (pattern of deficiency with actual harm) to 
a G (isolated with actual harm) as of 10/17/25 through updated review of the full body mechanical lift 
manufacturer's user manuals, assessment of residents for appropriate sling size, staff education on 
appropriate use of the full body mechanical lift; education provided to maintenance personnel on lift 
inspection, and placement of a monthly lift inspection program. The facility corrected the IJ on 10/17/25 
through the following:a. 10/16/25 lift slings were evaluated and all slings that did not meet standards of 
manufacturer recommendation were removed.b. 10/16/25 lift slings recommended by the manufacturer were 
obtained. c. The DON (Director of Nursing) and Maintenance Director reviewed the lift manual directions for 
proper use. The DON planned to conduct staff education for staff that operate the lifts.d. 10/16/25 the 
Maintenance Director reviewed the manufacturer recommendations for the brand specific full body 
mechanical lift and created a checklist to conduct monthly and as needed lift inspections. e. 10/16/25 at 5:30 
PM the Maintenance Director evaluated all the facility lifts. f. 10/17/25 the DON provided staff education and 
full body mechanical lift and sling demonstration education. The DON created a Sling Size Guide Chart by 
weight (brand specific) for the full body mechanical lift and communicated each resident specific size of sling 
to be used with the full body mechanical lift. The Chart specified when transferring residents, when the 
resident is in the full body mechanical lift, the legs must be opened to provide a wide base to distribute the 
weight and prevent the lift from tipping over. If the open legs will not fit under the bed, close the legs only as 
long as it takes to position the lift over the resident and lift the resident off the surface of the bed. Reopen the 
legs when the legs of the lift are no longer under the bed. The facility reported a census of 48 residents.
Findings include:1. Resident #1's Minimum Data Set (MDS) assessment dated [DATE] documented Resident 
#1 as rarely/never understood with a long/short term memory problem, unable to recall the current season, 
location of own room, staff names and faces, or that they are in a nursing home, and had severely impaired 
daily decision making. Resident #1 had upper and lower body functional limitations in range of motion and 
utilized a wheelchair. Resident #1 was dependent upon staff for chair/bed to chair transfers. The MDS listed 
diagnoses of non-traumatic brain dysfunction other Alzheimer's Disease, Alzheimer's Disease, seizure 
disorder, anxiety, and other chronic pain. The MDS noted Resident #1 had not had any falls since the prior 
assessment.The Activities of Daily Living (ADL) Function Care Plan dated 8/26/21 directed Resident #1 did 
not walk and to transfer the resident using a full body mechanical lift (Hoyer style lift will be referred to as a 
full body mechanical lift) with assistance of two staff. The Care Plan lacked direction to the staff of which full 
body mechanical lift to use, type or size of lift sling to use for transfer. The Transferring Section of the 
resident's Kardex (care guide) directed to use a full body mechanical lift with two staff and did not specify the 
type of lift of size of sling.A 9/04/25 Fall Assessment Tool documented Resident #1 scored 7, which indicated 
a moderate fall risk. A Facility Self Report filed with the Iowa Department of Inspection, Appeal and Licensing 
detailed the following Incident Summary:On 9/26/25 at approximately 10:35 AM the Director of Nursing 
(DON) heard over a Certified Nursing Assistant (CNA) call for a nurse STAT (immediately) to Resident #1's 
room. The DON ran to Resident #1's room and observed Resident #1 laying in the fetal position on her right 
side next to her bed, lying in between the full body mechanical lift and the wheelchair. Staff A, CNA 
supported Resident #1 back and Staff B, CNA applied pressure to the back of Resident #1 head. Staff B 
informed the DON there was blood coming from the back of Resident #1's head. The DON went to get the 
treatment cart and vital signs equipment. She instructed Staff C, Licensed Practical Nurse (LPN) to call for 
an ambulance STAT. The DON washed the back of Resident #1's head and noted a 3-4 CM gash. The DON 
applied pressure to stop the bleeding. Resident #1 was kept immobile until emergency services arrived at 
approximately 10:50 AM. The Emergency Medical Technicians (EMTs) placed a c-collar (cervical collar) to 
stabilize Resident #1 spine and the resident was transferred out to the hospital.A typed Facility Witness 
Statement for Staff A dated 9/26/25, untimed, revealed Staff A checked and changed Resident #1, put the lift 
sling under her, got the full body lift (lift #1) and lifted the resident up above the bed, hit the hump (wedge 
cushion) and Resident #1 fell. Investigation of the full body mechanical lift revealed there was a gap where 
the rubber closure part of the lift does not meet the hook and the lift sling strap slid out of the hook. A typed 
Facility Witness Statement for Staff B dated 9/26/25, untimed, revealed Staff B went in Resident #1's room, 
checked and changed the resident, put the sling under the resident, grabbed the full body lift and with Staff A 
hooked the sling to the full body mechanical lift. They raised Resident #1 up (from the bed) and started to 
pull the lift away from the bed. She was not sure how the strap came off (Lift #1), but Resident #1 fell straight 
to the ground. Resident #1 had long wedge cushions on her bed due to seizures, when Resident #1 bottom 
cleared the hump of the wedge, the strap (of the lift sling) came undone. A Fall Scene Investigation Report 
dated 9/26/25 documented Resident #1 sustained a fall at 10:35 AM which was witnessed by Staff A and B. 
The Fall Description Detail documented staff were getting Resident #1 up for lunch. She fell out of the sling 
and hit her head on the full body mechanical lift base with an injury of a gash on the back of her head 3-4 CM 
long. Under Factors Observed the Report documented the full body mechanical lift sling was not connected 
properly. Resident #1's Vital Signs at the time of the fall were temperature 97.6, pulse 86, respirations 20, 
blood pressure 140/97 (elevated) and oxygen saturation 90% (low). Resident #1 lay in a fetal position on her 
right side. Staff placed a pillow under her head and applied pressure to her wound. Emergency Medical 
Services (EMS) was called for transport to the hospital due to a head wound. Review of the Hospital 
Emergency Department (ED) to Hospital admission Progress Note dated 9/26/25 at 11:38 AM documented a 
Chief Complaint of Fall. The History and Physical documented a fall from a full body mechanical lift. The 
resident suffered a laceration on the back of her scalp. The Physical Exam documented a linear laceration 
across the back scalp 4 CM.The ED Note dated 9/26/25 at 12:00 PM documented Resident #1 arrived to the 
ED via EMS from the nursing home for a fall with head laceration. Per facility, the staff were getting the 
resident up from the bed to the chair using a full body mechanical lift, the strap was not connected 
appropriately. Because of this, the resident fell onto the ground from about 3 feet and hit her head on the 
bottom of the lift.A 9/26/25 1:18 PM Hospital Computed Tomography (CT, a medical imaging technique that 
uses x-rays to create detailed, cross sectional images of the body) of the head without contrast due to a 
laceration to the back of the head due to head trauma, moderate to severe showed documented findings of a 
right subdural hemorrhage measuring approximately 1-2 millimeters (MM) and a small amount of 
hemorrhage layering in the back horn of the right lateral ventricle (of the head) with a head laceration. A 
Major Injury Determination Form signed by the physician on 9/26/25 at 6:15 PM documented after reviewing 
the circumstances, injury and prognosis of the patient, the provider believed the injury sustained was a major 
injury. Review of CT of the head without contrast findings signed 9/26/25 at 6:29 PM documented increased 
right subdural hemorrhage. Recommend continued follow-up unenhanced head CT's. Increased layering 
intraventricular hemorrhage is present in the posterior horn of the right lateral ventricle (of the head). The 
Communication with Physician Progress Note dated 9/26/25 at 6:40 PM documented a telephone call was 
received from the hospital emergency department. They were trying to contact Resident #1's Power of 
Attorney (POA). They had repeated Resident #1 magnetic resonance imaging (MRI, medical imaging that 
uses strong magnets and radio waves to create a three-dimensional image of the body's internal structures) 
to the brain and found Resident #1 worsening with increased bleeding in her brain. A Communication with 
Physician Progress Note dated 9/27/25 at 4:00 AM documented the nursing home received a telephone call 
from the hospital regarding Resident #1's condition. Family had made the decision for palliative/comfort care 
and hospice would be coming to the hospital around 10 AM to assess and most likely admit Resident #1 to 
hospice care. A Hospital Post-Acute Discharge Report dated 9/28/25 directed Resident #1 to transfer back to 
the facility after a principal diagnosis of traumatic subdural hematoma and intraventricular hemorrhage with 
an order for hospice care. The admission Summary Note dated 9/28/25 at 12:50 PM documented Resident 
#1 returned to the nursing home alert, responsive and with facial grimacing with transfer from the stretcher to 
the bed. Vitals signs were temperature 97.1, pulse 112 (elevated), blood pressure 126/89 (elevated), oxygen 
saturation 93 % on 3 liters of oxygen per minute. Resident #1 returned with order for morphine sulfate to 
keep her comfortable. A Health Status Progress Note dated 9/30/25 at 2:51 PM documented Resident #1 
admitted into hospice care. Observation on 10/16/25 at 9:39 AM revealed Resident #1 lay positioned to her 
left side in a low bed with the wedge cushions in place at the outer edges of the bed. On 10/16/25 at 
approximately 10:00 AM, the Administrator in Training (AIT) presented the spreader/hanger bar from full 
body mechanical lift #1 to show the gap between the cradle hook and the rubber stopper that held the lift 
sling strap. He reported they had sent pictures into the state office. Observation on 10/16/25 at 10:17 AM 
revealed a full body mechanical lift sling, gray with black piping, in Resident #1 wheelchair. Observation 
completed on 10/16/25 at 10:34 AM Staff D, CNA pushed full body mechanical lift #3 (brand specific) into 
Resident #1's room. Staff A and D placed the lift sling under Resident #1. Staff D crossed the straps between 
Resident #1's legs, then Staff A and D proceeded to attach the top sling straps and bottom sling straps to the 
lift hooks. Staff A raised Resident #1 from the bed without stopping the lift once the resident buttocks cleared 
the bed to check the placement of the straps before pulling the lift away from the bed. Staff A backed Lift #3 
(brand specific) away from the bed with Lift #3 legs in the narrow position. Staff A did not try to position the 
Lift #3's legs to the open position before lifting Resident #1 from the bed. Staff A moved Resident #1 in Lift 
#3 in the narrow leg position over the wedge cushion on the bed away from the bed approximately 4 feet up 
off the ground, turned the lift and then opened Lift #3 legs to the wide position just before sitting Resident #1 
in the wheelchair. Further observation revealed Staff A and D utilized Lift #3 (brand specific) full body 
mechanical lift and utilized the gray and black lift sling which was not a brand specific sling for Lift #3. During 
an interview on 10/16/25 at 10:41 AM, Staff A voiced the DON provided staff education on using the full body 
mechanical lift the same day as Resident #1's incident (9/26/25). If they couldn't make it that day, then they 
had to come in the next day to complete the education. They went over the steps of applying a lift sling and 
the steps to use the full body mechanical lift. They did the review and signed some papers. She doesn't 
recall if there was any demonstration or hands on training. Maintenance went through and looked at all the 
full body mechanical lifts. The full body mechanical lift (Lift #1, brand specific) that had been used for 
Resident #1 had an issue with one of the rubber stoppers where the sling connected at the top. Full body 
mechanical lift #1 was taken off the floor immediately. Staff A reported she didn't know what size sling each 
resident was supposed to use. She always put the sling up to the resident's body and looked at it to see if it 
just looked right. Staff A stated she didn't know what slings could be used with each full body mechanical lift. 
During an interview on 10/16/25 at 10:08 AM Staff E, CNA explained they only had lift slings for the standing 
lifts and the full body mechanical lifts. All full body lift slings could be used with the mechanical full body lifts. 
When queried how she knew what size of lift sling to use for the full body lift, Staff E explained she just held 
the sling up to the resident's body to gauge what size sling the resident needed. She stated there were 
different types of slings but they could all be used with the full body mechanical lift #3. She wasn't aware of 
any direction given by nursing management regarding the size or types of slings that could be used with the 
full body mechanical lifts. During an interview on 10/16/25 at 11:01 AM, Staff A explained the day of Resident 
#1 incident, when Resident #1 went over the bed wedge cushion, she was not sure if she hit the cushion just 
right, but Resident #1 was on the ground right after that. They had to raise Resident #1 high enough in the 
bed to go over the wedge cushion. She never noticed the gap between the hook and the rubber stopper at 
the top of the full body mechanical lift #1 before. The lift sling strap had to click into the stopper. Right after 
the incident she knew it wasn't right. The sling strap didn't click into position on that side. The strap came off 
the full body mechanical lift at the top hook. Staff A thought when Resident #1 hit the hump (wedge cushion) 
as the full body mechanical lift only goes so high, the sturdiness of the strap went up and over the stopper. It 
all happened so fast. Resident #1 fell out of the sling to the floor with her head laying on the leg of the full 
body mechanical lift which caused a head injury and her feet were laying toward the bed. Staff A recalled 
they had used a blue mesh sling with purple piping. It wasn't the kind of sling that crossed under the 
resident's legs. On 10/16/25 at approximately 11:20 AM the DON provided a blue mesh sling with purple 
piping and reported it was the type of sling that Resident #1 used the day of the incident. The DON provided 
a (Brand Specific, Universal) Patient Sling Reference Guide that stated their slings could be used with any 
competitive floor-style lift. The blue mesh sling with purple piping had a Reorder Tag #13223M. The 
Universal Patient Sling Reference Guide Under Lift #1 and #13223M had a dash in the column. Interview 
completed on 10/16/25 at 11:48 AM Staff H, Registered Nurse (RN) reported most of the aides had worked 
at the facility a while so they just knew what size sling each resident took. If not, they just put the sling up to 
the resident's body to look for the fit of the sling. She reported they had extra lift slings in the shower rooms. 
Inspection of the 100-hallway shower room full body mechanical lift slings revealed three full body lift slings 
two with worn labels which were unreadable as to the brand of sling, and one full body lift sling with the tag 
cut off. The slings were universal slings. Staff E also stated that they had extra slings in the middle closet. 
Inspection of the middle closet revealed no full body lift slings.During an interview on 10/16/25 at 12:57 PM 
the Administrator in Training (AIT) reported he thought there were there three full body mechanical lifts in use 
at the time of Resident #1's incident. They had a full body mechanical lift for the unit and one on each wing 
(100 and 200 wings). He wasn't sure if all the full body mechanical lifts were the same (brand).During an 
interview completed on 10/16/25 at 12:59 PM, the Maintenance Director reported he had inspected the full 
body mechanical lift #1 and found the malfunction after the 9/26/25 incident. Lift #1 was sitting in the 
maintenance room out of service since that time. Per the manufacturer, they are to check the rubber 
stoppers every year. Observation of Lift #1 spreader/hanger bar rubber stopper assembly revealed the 
rubber stopper was bent which created over a 1 CM gap between the cradle hook and stopper. The 
Maintenance Director thought the stopper could possibly bend if a lift sling got caught on it, but unknown if it 
got bent or if it came that way. He inspected the full body mechanical lifts by checking the spreader bar, 
boom, leg adjustment, controls/remote. He inspected the entire lift, but he just started keeping records on the 
lift inspections last month. He provided a Lift Monthly Cleaning and Maintenance Log which documented full 
body mechanical lift #1 was inspected on 9/22 (no year listed) by Staff F, Maintenance with a note the lift 
was oiled and cleaned. The Monthly Cleaning and Maintenance Log showed full body mechanical lift #3 
removed from service on 9/23/25 due to missing a clip and full body mechanical lift #4 removed from service 
due to missing a release. The Log lacked documentation showing full body mechanical lift #1 had been 
removed from service or when full body mechanical lift #3 had been placed back in service. The 
Maintenance Director provided a Purchase Invoice showing full body mechanical lift #1 (brand specific) had 
been purchased 9/23/22.Observation on 10/16/25 at 1:20 PM revealed lift #1 (brand specific) sitting in the 
maintenance room with a hospital bracelet hanging from the mast with #1 on the bracelet. The Maintenance 
Director stated each lift had a numbered hospital bracelet to identify which lift it was. Lift #1 also had a bright 
green sticker on the boom titled November 2022 to indicate when the lift had been placed in service. 
Interview completed on 10/16/25 at 1:27 PM Staff B reported she and Staff A assisted Resident #1 with the 
full body mechanical lift on 9/26/25. Resident #1 had wedge cushions on the sides of her bed that connect 
under the mattress so the cushions were not removable. Resident #1 started going up (in lift #1) as soon as 
her bottom went over the wedge cushion, the sling strap came undone. She did not see the strap go. She 
was the running the full body mechanical lift remote and pulling the lift back away from the bed. All four 
straps were connected when they started to lift Resident #1 up from the mattress. Resident #1 laid on the 
floor on her right side. If were looking at the full body mechanical lift, her head would have been laying on the 
right leg of the lift with her feet closer to the bed. They had used a type of lift sling that did not cross under 
the legs. Staff B explained she immediately went to the resident to cushion Resident #1's head from the leg 
of the lift. As soon as she put her hand under Resident #1's head, she felt blood and called for a nurse right 
away. It wasn't a lot of blood but Resident #1 was definitely bleeding. Resident #1 didn't let out any verbal 
response but she could not respond verbally. Her face was grimacing. The sling was a blue mesh full body 
sling with purple border that didn't cross between the legs. They were using the solid white lift, but not sure 
on the exact brand. At the top where the straps connect at the base there was a gray rubber circle they push 
the strap over to secure the strap. That circle touches all points of the loops. After the incident they looked on 
the strap that came undone, the circle didn't contact that loop. There was a gap where the strap could come 
off. She had never noticed it before until she looked directly at it after the incident. She thought maintenance 
inspected the full body mechanical lifts. The lift was pulled from the floor. Staff B verified there were 6 total 
residents on the North hallway that would have used that full body mechanical lift (lift #1) that day (9/26/25). 
Interview on 10/16/25 at 2:02 Staff C, LPN explained she was at the nurses' desk. It came over the walkie for 
a nurse to come to Resident #1 room stat (immediately). She couldn't run so the DON took off. They thought 
Resident #1 was having a seizure. She went down to Resident #1 room and she couldn't open the door. The 
bathroom and the room door were locked together so the DON directed her to go call an ambulance right 
away. Staff C asked Staff A, how bad is Resident #1? Staff A responded she would have to talk with the 
DON. Staff C asked the DON what she was calling an ambulance for, and the DON said head injury. The 
DON took care of everything .They were all concerned about Resident #1. She felt sometimes the aides got 
busy talking to each other and Staff A and B had said for some time the lift straps had been coming off the 
full body mechanical lift hooks. Staff C thought if the lift wasn't working correctly, then why were they putting 
a resident up in the lift. She said several aides had made comments that they had told management about 
the issue and they weren't doing anything. There was a towel on the back of Resident #1 head when EMS 
took Resident #1 out on the gurney. During an interview on 10/16/25 at 2:14 PM Staff E reported there was 
an issue with the full body mechanical lift sling straps coming off the lift hooks, especially if there were no 
stoppers to keep the straps from coming off. She had noticed the issue probably two months ago when she 
came out of the unit and started working on the 100 and 200 wings. She stated especially if the slings were 
too large for the resident. The sling straps would lift off the hooks. They had to be looking at the straps and 
getting them quick to get them back in place before the resident was raised up in the lift. She had reported 
the issue to her charge nurse several times, but didn't recall which nurse she reported too. It was a known 
issue. Interview on 10/16/25 at 2:19 PM Staff C verbalized she had reported the issue regarding the lift sling 
straps coming off the full body mechanical lifts to the DON, the Maintenance Director and the AIT. On 
10/16/25 at 2:30 PM Staff D voiced she had never had any issues with the full body mechanical lift sling 
straps coming off the lift, but explained the lift sling straps will go up but they don't come off the hooks and 
then when they raise the resident, the straps will go bam and seat back down on the lift hooks and the 
resident will kind of jerk down in the lift. Interview completed 10/16/25 at 2:43 PM Staff F, Maintenance 
verified full body mechanical lift #1 was out of commission. He was not sure why, but it was out of 
commission. He reviewed the Lift Monthly Cleaning and Maintenance Log and verified he had inspected the 
full body mechanical lift #1 on 9/22/(no year). He reported he oiled and cleaned lift #1. He takes all the hair 
out of the wheels and looks the lift over. Staff F inspected the spreader bar removed from full body 
mechanical lift #1 flipping it over and inspecting it several times, then stated the spreader bar was normal. 
Staff F voiced if it was the spreader bar from Lift #1, then yes it was the one he inspected 9/22. He stated he 
hadn't received any real training in how to inspect the full body mechanical lifts. He had never had anyone 
tell him there were any issues with the lift sling straps coming up off the hooks of the full body lifts. A second 
interview completed 10/16/25 at 2:48 PM the Maintenance Director voiced he never had anyone tell him 
there were any issues with the lift sling straps coming up off the lift hooks. There were maintenance slips at 
each nurses' station and the timeclock that they could place maintenance request in for that. He had not 
received any maintenance slips regarding that issue. During an Interview on 10/16/25 at 2:55 PM the DON 
reported she was in her office at her desk when a CNA came across the walkie for a nurse to Resident #1 
room with run! Please run! She ran down to Resident #1's room and saw Resident #1 on the floor with Staff 
B's hand on the back of Resident #1 head with blood on Staff B's hand. Resident #1 was laying on her right 
side with her head on the right leg of the full body lift and her legs toward the base of the bed. She was 
wedged between the wheelchair and the full body mechanical lift. She ran down the North hall to get the 
treatment cart and the vital sign equipment. Staff C was in the med room getting Lorazepam for Resident #1. 
She told Staff C to call an ambulance. She cleaned Resident #1 head and found a 3-4 CM laceration. She 
applied pressure to Resident #1's head until EMS arrived. At 3:02 PM the DON reviewed the Brand Specific 
Universal Patient Sling Reference Guide provided by the facility. The DON reviewed under the full body 
mechanical Lift #1 (brand specific) the guide showed a dash indicating the company did not make a sling for 
that type of lift. She confirmed the label on the sling with sling size 13223M used for Resident #1 was not 
shown on the Patient Sling Reference Guide for Lift #1 (brand specific). When queried on how the CNA staff 
knew which slings and size of slings to use with specific lifts, the DON replied the CNA's would not know that 
information and the Maintenance Director ordered all the lift slings. She couldn't answer how the aides would 
know what size of sling or which sling to use with each lift. The DON further explained the only thing that 
made sense was Resident #1 was not lifted high enough to clear the bumper wedge cushion on the side of 
the bed. It released the tension on the sling which caused the strap to become disconnected from the full 
body mechanical lift. She had completed CNA education on how to use the full body mechanical lift on 
9/26/25 after the incident. The DON confirmed they did not identify Resident #1 was not in an approved sling 
for full body mechanical lift #1 (per the brand specific Manufacturer User Manual) as part of the facility 
investigation. Lift #1 was on the North hallway on 9/26/25 and there were probably 7-8 others residents that 
used lift #1 that day. She took over in January 2025 and was under the understanding the lift had been used 
for a few years. Staff A had mentioned when she gave her statement that the full body mechanical lift straps 
come off really easily and then the Administrator looked at Lift #1 spreader and said it didn't look right. At 
3:08 the DON denied any staff had informed her there were issues with the full body sling straps lifting up off 
the hooks prior to 9/26/25. The DON couldn't speak to what the facility full body mechanical lift policy 
directed on the use of appropriate lift slings and size of lift slings. She was not aware of the manufacturer's 
guidance on appropriate slings or size of sling. Interview on 10/16/25 at 5:02 PM, the Maintenance Director 
reported he had reviewed the (Brand Specific) Universal Patient Sling Reference Guide. He explained the 
dash in the column under Lift #1 only meant the company didn't make a (universal) sling for that type of full 
body mechanical lift. He wasn't aware the (Brand Specific) Lift #1 Manufacturer User Manual specified which 
lift slings were to be used with the #1 full body mechanical lift.Interview completed on 10/20/25 at 10:09 AM 
Staff L, CNA explained she had stopped at the facility on Friday, 10/17/25 and there were sling size charts 
that specified the sling size for each resident in the supply closet and in the nurses' station. She voiced she 
received full body mechanical lift education and learned that the leg base was to be in the wide position 
when a resident was lifted in the lift and that the brakes were not to be used when lifting/lower a resident. 
Prior to this they had lifted residents in the full body mechanical lift with the legs in the narrow position and 
had locked the brakes on the lift when raising and lowering residents.Interview on 10/20/25 at 10:16 AM Staff 
G, CNA stated prior to 10/16/25 the facility didn't have tags or anything to indicate what size lift sling a 
resident needed. She just based on how big she thought the resident was. If the lift sling seemed too big, she 
would switch it out for different sling. She had been taught not to lock the brakes on the full body mechanical 
lift as it can put off the center balance and tip the lift. They would have the lift legs narrow on the lift, then 
once they were away from the bed they would open the legs wide just before they would move the lift by the 
chair. During an interview completed 10/21/25 at 12:29 PM, the DON reported the staff were complacent in 
not ensuring they had cleared Resident #1 over the bumper wedge cushion of the bed and moved too fast. 
They were experienced CNA's. The DON voiced if they would have slowed down, they would have caught 
the strap from lifting off the hook. She expected the staff to slow down, have two staff, clear the bed and 
check the lift sling straps to ensure the straps are in the cradle hook and tight before moving the resident 
from the bed to the chair, or chair to bed. During an interview on 10/21/25 at 12:59 PM the Administrator 
reported they had implemented a lot between the staff education, new slings being ordered, using the 
manufacturer's guides and implementing the monthly maintenance program. Nursing also talked about 
implementing regular observations as part of the quality assurance program. He expected the staff to slow 
down and look at the resident when they are lifting them in the lift and to use the tools to ensure the resident 
is properly placed in the right sling, right lift and paying attention that the lift sling straps are securely in the 
hooks. If staff notice something is not right with a lift, he expected the staff to inform maintenance so the lift 
can be taken out of service. The Full Body Mechanical Lift #1 (Brand Specific) Service Part Manual HPL 500 
Model under Statement of Intended Use directed Lift #1 HPL 500 lift incorporates a 6-point cradle, loop style 
spreader bar, as standard and is designed to be used in conjunction with the specific Lift #1 Product 
professional range of slings. The examples of the slings suitable for use with the device are listed as 
follows:1. Brand Specific Quickfit Sling2. Brand Specific Access Sling3. Brand Specific Full Back Sling4. 
Brand Specific Long Seat Sling5. Brand Specific Quickfit Deluxe Xling6. Brand Specific Comfort SlingThe 
Full Body Mechanical Lift #1 (Brand Specific) Maintenance Schedule and Daily Checklist listed the company 
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