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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, clinical record review, facility policy review, and staff interviews, the facility failed to use safe 
transfer techniques when using a mechanical lift to transfer 2 of 3 (Resident #101 and Resident #102) which 
resulted in one resident incurring bilateral femur fractures. The facility failed to safely transfer 2 of 2 residents 
(Resident #101 and Resident #102) from the floor after a fall. The facility reported a census of 52 residents. 
Findings include:1. Review of the Minimum Data Set (MDS) assessment, dated 6/04/25, revealed Resident 
#101 had a Brief Interview for Mental Status (BIMS) score of 15 out of 15, which indicated intact cognition. 
The list of diagnoses included type 1 diabetes, congestive heart failure, and neuromuscular dysfunction of 
the bladder (loss of control due to nerve damage). The MDS indicated Resident #101 dependent for all 
transfers, which included going from a seated to standing position. The MDS revealed the resident unable to 
walk and utilized a wheelchair. The MDS documented Resident #101 had no falls since the previous 
assessment. Review of the Care Plan, date initiated 9/26/23, revealed a Focus area to address I have limited 
physical mobility d/t (due to) physical weakness DM (diabetes), COPD (chronic obstructive pulmonary 
disease), ASHD (arteriosclerotic heart disease), HTN (high blood pressure), renal disease and medications. 
Interventions included, in part:a. Assess my functional ability with bed mobility, transfers, walking, and 
locomotion upon admission, quarterly, annually, with a significant change and as needed. Date initiated: 
10/2/23.b. I wear Draco boot (boot with a hard sole) to left foot with all standing, and blue boot on at other 
times. Date initiated: 1/4/24.c. PT (Physical Therapy), OT (Occupational Therapy) referrals as ordered, PRN 
(as needed). Date Initiated: 3/17/25. d. TRANSFERS: I require assist of two with a mechanical full body lift 
and green sling. Date initiated: 9/26/23.Review of the Care Plan, date initiated 9/26/23, revealed a Focus 
area to address I am at risk for falls d/t physical weakness, history of falls, diabetes, COPD, ASHD, HTN, 
renal disease and medications. Interventions included, in part:a. Alert resident of changes to the 
environment. Date initiated: 9/26/23.b. Be sure my call light is within reach, and encourage her to use it for 
assistance as needed. Date initiated: 3/17/25. c. Complete a fall risk assessment/evaluation quarterly and as 
needed. Date initiated: 10/2/23.d. Ensure that I am wearing appropriate footwear. Date initiated: 3/17/25.e. 
Follow facility fall protocol. Date initiated: 10/2/23f. Give me my pain medication as ordered. Date 
initiated:10/2/23.g. Orient to new environment, routine, and caregivers. Date initiated: 9/26/23. h. Place call 
light within reach and answer it promptly. Date initiated: 9/26/23.i. PT (physical therapy) evaluate and treat 
PRN (as needed). Date initiated: 9/26/23. j. Review information on past falls and attempt to determine the 
cause of falls. Record possible root causes and alter or remove potential causes if possible. Date initiated: 
3/17/25. Review of the clinical record revealed a General Note entered on 6/07/25 at 3:50 AM, which 
documented This nurse assisted the CNA (Certified Nurse Assistant) with transferring the resident (Resident 
#101) to the toilet by [NAME] flex (brand name of a sit to stand mechanical device) around 0350 (3:30 AM), 
resident encouraged to push her call light when finished. Call-light and cell phone in hand. Review of a 
facility Incident Report, dated 6/07/25 at 5:20 AM, completed by Staff F, Licensed Practical Nurse (LPN), 
revealed Resident #101 had a controlled landing fall from a mechanical stand lift, in the resident's bathroom, 
with injuries noted to both right and left knees. The Incident Report identified a causal factor that Resident 
#101 was unable to support herself with the stand lift due to becoming weak and sliding downwards in the 
lift. Staff F identified a suggested intervention for Physical/Occupational Therapy to evaluate Resident #101 
for an updated transfer status. Review of a General Note entered on 6/07/25 at 5:20 AM, revealed The 
resident pushed her call-light around 0520 to get off the toilet. This nurse and CNA headed into the residents 
bedroom to assist her off the toilet and back to her bed. The CNA grabbed the [NAME] flex (lift) and pulled it 
into the residents bathroom. Before lifting the resident up, this nurse checked the positioning of the resident 
feet on the [NAME] flex, feet were correctly re-positioned in place on the foot plate. The resident had her 
orotho shoe and grippy sock on her left foot, and grippy socks on her right foot, residents yellow sling was 
correctly faceted with both straps and attached to lift, resident red rolled up blanket was positioned 
in-between her thighs and knees, residents pillow was placed where her knees were resting on the silicone 
leg support. The resident had her elastic green bands positioned on the handles of the flex. The resident was 
then lifted from the toilet by this nurse. The resident stated I want to be lifted all the way up in the air. The 
hoyer was raised all the way up. Wheels were locked in place on the flex and the CNA began peri-care on 
the resident. the resident was standing for a while and the CNA asked her if she would like to sit, the resident 
stated I'm okay. The CNA continued peri-care on the resident, the resident then vocalized she needed to sit. 
We tried to sit the resident down, but her knees had already began to buck and she ended up on her knees 
on the low footplate of the flex. The resident began having a bowel movement while on her knees. The 
resident began to yell out ‘My knees, my knees. This nurse told the resident that we needed to lower her off 
the flex onto the ground and the hoyer (a brand name of a full body mechanical lift, often used to refer to any 
type of full body mechanical lift) was the safest way to lift her up. The resident refused and began to yell I 
don't want to use the hoyer, please don't use the hoyer. I educated the resident that the safest way to her off 
the flex was to lower her down on th ground and that she needs to let of the handles so we can get her 
knees off the flex. The resident continued to hold onto the handles on the flex. The resident stated ‘she 
wanted us to lift her up and put her back on the toilet. I explained to the resident that at this time we are 
unable to lift her. The resident began pleading and screaming no I don't want the hoyer, to pick her up. We 
called for he [the] second CNA to come and assist with transferring the resident. The resident still wouldn't let 
go of the handles, we told the resident she had to so we can ger off her knees, when the second CNA 
entered her room we decided that we would all lift her up as she wasn't trying to get up. The resident finally 
let go and the CNA grabbed her torso, and this nurse, and the 1st CNA each grabbed her thigh and lifted her 
back into her bed. We re-positioned the resident back in bed with pillows and blankets. The resident 
continued to verbalize that [NAME] as in pain and her knees her. The resident facial expressions was 
grimacing in pain. The nurse offered the resident pain medication several times and she declined. I explained 
to the resident that I could see she was in a lot of pain, and the medication may take the edge off. The 
resident agreed. this nurse gave the resident a PRN hydrocodone and a PRN muscle relaxer. VS (vital 
signs) were taken and a Neuro assessment was completed see VS tab. The resident oxygen fluctuated 
between 83% - 93%. This nurse auscultated (listed to) the residents lungs and she was diminished in her 
lower bases. I asked the resident if she would like to go to the ER (emergency room) and she stated The 
hospital never does anything and I want to settle down for a bit. The resident was given her call-light and the 
side table was in reach. The CNA staff attempted to do peri-care and the resident declined. This nurse was 
going to call PCP (primary care provider) and update her on what occurred, will continue to monitor. Review 
of the clinical record revealed General Noted which documented Resident #101 encouraged to go to the ER 
on [DATE] at 7:30 AM, 7:50 AM, and 8:35 AM. A General Note entered on 6/07/25 at 11:18 AM, documented 
CNA called this nurse to the resident's room, the resident requesting to go to the ED (emergency 
department) as her knee pain is not getting better. Review of a General Note entered on 6/7/25 at 5:26 PM 
revealed, in part.[name redacted, Resident #101] had been admitted for at least tonight as she has bilateral 
femur fractures at the knees.Review of a Consult note, dated 6/8/25 at 9:17 AM revealed in part: Chief 
Complaint: Bilateral leg pain.X-rays of her right knee shows a significantly displaced supracondylar femur 
fracture. Her bone is extremely osteoporotic.X-rays of her left knee shows a mildly displaced supracondylar 
femur fracture. Her bone is extremely osteoporotic.Plan: I explained to the patient that her best treatment 
option for her right leg would be an above-the-knee amputation. She is adamant that she does not want to do 
that. I did explain to her that fixing this fracture is difficult and trying to get this to heal is difficult and then it 
would be a lengthy operation and are not sure that she is a surgical candidate with her heart.Review of the 
hospital Discharge summary, dated [DATE], revealed orders for comfort measures only, re-admission to 
Nursing Facility, and referral for hospice services. During an interview on 7/08/25 at 3:45 PM, Staff C, CNA, 
confirmed working on 6/07/25 and had assisted Resident #101 at 5:20 AM with sit to stand lift transfer from 
toilet. Staff C recalled that Resident #101 typically sat on the toilet for long periods of time and had been very 
particular about how she liked to transfer in the stand lift. Staff C stated Resident #101 would always use a 
rolled blanket between her knees and elastic bands on the lift handles and had always refused the leg 
secure strap (silicone strap used on the sit to stand lift, that goes around the back of legs, and holds lower 
legs in place). Staff C reported that Resident #101 had also begun using a pillow in front of knees to prevent 
her knees from touching the lift. Staff C stated that the rolled blanket, pillow in front of knees, elastic bands to 
handles, and orthopedic boot to left foot were all in place and leg strap was not used during transfer on 
6/07/25. Staff C reported that Staff F, LPN, had run the lift controls and lifted resident up from toilet, while 
Staff C assisted resident with perineal cares following bowel movement. Staff C recalled that Resident #101 
had been standing in lift for a long period while cares were performed and Resident #101 was asked if she 
needed to sit down, to which the resident replied she was okay. Staff C claimed Resident #101's legs then 
gave out and she slipped downwards, knees landing on the lift foot platform, resident's hands continued to 
hold onto handles, and sling slid up towards the resident's neck. Staff C explained that herself, and Staff F 
slowly moved the lift out of bathroom, with the resident still in lift, into the bedroom for more room to assist 
Resident #101 off the lift. She stated they then called Staff B, CNA into room for additional assistance. Staff 
C stated Resident #101 continued to refuse to let go of lift handles and was screaming in pain. She stated 
she and the other 2 staff were able to convince the resident to let go of handles. Staff C explained Staff B 
held her torso while she and Staff F, LPN removed the sling from lift and then they assisted the resident to 
the floor next to bed. Staff C stated she then left room and returned with a full body lift and sling to assist 
Resident #101 up off the floor. Staff C explained Resident #101 refused to use the full body lift. Staff C 
revealed that Staff F, LPN directed the CNAs to lift Resident #101 into bed without use of mechanical lift. 
Staff C revealed that Staff B again held Resident #101's torso, while she and Staff F each held a thigh and 
physically lifted the resident from the floor onto her bed, then repositioned the resident with pillows in bed 
before leaving the room. During an interview on 7/08/25 at 2:30 PM, Staff B, CNA confirmed working on 
6/07/25 at 5:20 AM and was called in to Resident #101's room to assist with fall from mechanical lift. Staff B 
recalled that upon entering room, she observed that Resident #101 had slid downwards on the sit to stand 
lift, with sling still attached, resident holding onto the handles, and knees noted to be down on the foot 
platform. Staff B reported that a regular sized bed pillow also appeared to have slid down during transfer and 
was noted to be on the foot platform as well. Staff B stated Resident #101 was screaming in pain related to 
knees, and was holding on to the lift for dear life, afraid to let go of the handles. Staff B recalled she was able 
to get behind Resident #101 and placed resident's arm around Staff B's shoulder, while sling loops were 
removed, then all three staff guided Resident #101 down onto the floor next to her bed. Staff B stated 
Resident #101 had been refusing the full body lift and Staff F, LPN gave direction to physically pick the 
resident up off the floor. Staff B reported she had again assisted behind Resident #101's torso, Staff C, CNA 
and Staff F each held a thigh and lifted her into her bed from the floor, then repositioned Resident #101 with 
pillows where the resident liked before leaving the room. During an interview on 7/09/25 at 3:12 PM, Staff F, 
LPN, confirmed working as nurse on duty on 6/07/25 at 5:20 AM and assisted with Resident #101's transfer 
from the toilet using the sit to stand lift with Staff C, CNA. Staff F confirmed that a rolled blanket, hand grips, 
orthopedic boot to left foot, and pillow in front of knees were used during the sit to stand lift transfer and that 
leg strap had been omitted. Staff F stated no one had ever put the leg strap on Resident #101 when she 
transferred in stand lift. Staff F recalled running the lift controls and lifted Resident #101 into a standing 
position, all the way upright (highest position of handles), while Staff C completed cares on Resident #101. 
Staff F reported that while Staff C performed cares, Resident #101 denied the need to sit down, then her 
knees started to go down and she ended up with her knees resting on the lift foot plate. Staff F reported the 
resident did not want to let go of the lift handles and said that her knees hurt. Staff F stated she called 
another staff member, Staff B, CNA into the room to assist in getting resident off the lift. Staff F recalled that 
Staff B stood behind Resident #101 and assisted with holding resident's torso as she and Staff C, CNA 
removed the sling from lift, and then all three staff members guided Resident #101 onto the floor, laid her on 
her side. Staff F reported that Resident #101 refused to use the full body lift to assist with getting her up from 
the floor and into bed, due to knee pain, Staff F stated she decided she and the other two staff members 
would instead physically lift the resident from the floor to her bed without the full body lift. Staff F, LPN 
recalled that Staff B, CNA assisted Resident #101 behind her torso while she and Staff C, CNA held each 
thigh and lifted her from the floor onto the bed. Staff F stated she offered Resident #101 pain medication and 
hospitalization which were initially both refused. Staff F stated that the resident did decide to accept pain 
medication but continued to refuse to go to the hospital. Staff F stated a fall assessment was completed after 
Resident #101 was removed from lift, picked up from the floor, and then put into bed, due to the fall being 
witnessed and knowing that the resident had not hit her head. Staff F stated that she believed Resident #101 
should have been a full body lift for all transfers due to previous transfers in which knees gave out, but 
resident had refused full body lift and was changed back to sit to stand lift following a prior fall from the lift. 
During an interview on 7/09/25 at 3:00 PM, the Director of Rehabilitation (DOR), reported therapy had 
completed a transfer assessment on 12/27/24 and confirmed Resident #101 was able to transfer with a sit to 
stand lift, with the use of 2 staff and yellow (medium) sized sling. The DOR stated at the time of the 
assessment, therapy had worked with Resident #101 on standing endurance and maintaining position when 
mechanical lift is moved. The DOR stated Resident #101 had been assessed and utilized a rolled blanket 
between knees, an orthopedic boot to left foot, and grips on lift handles. The DOR denied knowledge of 
Resident #101 using a pillow in front of knees or refusal to use leg strap when transferring with sit to stand 
lift. The DOR revealed they would expect a new therapy transfer assessment to be completed when 
modifications are added or removed related to a mechanical lift transfer. The DOR stated therapy had not 
assessed the use of a pillow in front of knees or omission of leg strap. The DOR stated the use of pillow in 
front of knees on stand lift might increase her posterior lean but did not believe the pillow would affect her leg 
position. During an interview on 7/10/25 at 9:30 AM, Staff G, CNA, stated she worked with and transferred 
Resident #101 several times in the past month. Staff G stated staff had been placing a pillow in front of the 
resident's knees and did not hook the leg straps when transferring the resident. She stated she had reported 
a concern regarding the residents' knees not being up against the knee rest due to the use of the pillow, and 
her concern with the leg strap not being used. Staff G stated she reported these concerns to Staff F, LPN. 
Staff G reported that Staff F informed her that Resident #101 had requested the modifications to the stand lift 
and had been transferring like that. Staff G stated that Resident #101's transfers did not look safe and she 
requested to work on a different floor due to her concerns. Review of the employee files revealed Staff B, 
CNA; Staff C, CNA; and Staff F, LPN did not have training on the use of a mechanical lift prior to the use of 
the devices. During an interview on 7/09/25 at 5:00 PM, the Administrator stated the facility identified prior to 
5/19/25 the facility had not provided training on the use of mechanical lift training with direct care staff. She 
stated a mandatory training was held on 5/19/25 to check staff off on the use of both the full body lift and the 
sit to stand lift. The Administrator stated that Staff B, CNA and Staff C, CNA had been on suspension 
pending investigation, and would require mechanical lift training prior to returning to work. During an 
interview on 7/10/25 at 3:30 PM, the Director of Nursing (DON) stated she had been notified on 6/07/25 
around 11:00 AM that Resident #101 would be transferred to the hospital due to bilateral lower extremity 
pain. She stated around 5:00 PM she had been notified of the femur fractures following the fall from the 
mechanical lift when the resident's knees gave out. The DON reported that she was unaware of 
modifications (the rolled blanket between legs, elastic bands on handles, pillow in front of knees, or omission 
of the leg strap) being used on the stand lift when transferring Resident #101. The DON stated she would 
expect staff to notify her of items added or removed from the lift. The DON stated she would want to know 
why each item was in place, get therapy involved for an evaluation to make sure transfers were safe, and 
then get any approved modifications Care Planned. When queried the modifications, the DON stated that no 
modifications to the stand lift were included in the Care Plan related to transfers for Resident #101. The DON 
stated that if Resident #101 refused the leg safety strap, the sit to stand lift should not be used, and stated 
she would provide Resident #101 with a lot of education on the safety purposes of ensuring leg strap was in 
place during transfers. The DON stated mechanical lift training should be completed during staff orientation, 
before new hires begin working with residents. The DON reported that Staff F, LPN had been terminated due 
to failure to appropriately assess Resident #101 when on the floor and failed to utilize a full body lift to pick 
Resident #101 up from the floor. At 3:40 PM, the DON added the facility had a no lift policy in reference to 
picking residents up from the floor and expected that a full body lift would be used to assist residents up from 
the floor following a fall. Review of the undated facility policy titled, Skill Competency: [Brand name redacted] 
[NAME] Flex Lift, revealed a step to ask or assist the resident to place his or her feet on the foot plate, push 
the sit to stand lift towards the resident until it gently touches the resident's shin and explained that the leg 
support is silicone and would adjust itself based on pressure applied by the resident's knees. The document 
also included a step, prior to transfer, to attach the leg straps and explained that the leg strap was to be 
attached around the resident's legs, and to ensure the strap was not twisted. 2. Review of the MDS 
assessment dated [DATE], revealed Resident #102 had both short term and long-term memory problems 
and cognitive skills for daily decision making were severely impaired. The MDS identified Resident #102 had 
behaviors such as hallucinations, delusions, physical and verbal symptoms directed towards others which 
would interfere with resident's care and put resident at risk for physical illness or injury. The MDS revealed 
that Resident #102 utilized a wheelchair for mobility, was unable to ambulate (walk), and dependent on staff 
with all transfers. The MDS indicated Resident #102 had two falls without injury, and one fall with injury since 
the previous assessment. The list of diagnoses included Alzheimer's disease, osteoporosis, and anxiety 
disorder. Review of the Care Plan, revised date 6/28/25, revealed a Focus area to address I have limited 
physical mobility, weakness/impaired mobility/self-care abilities, Alz disease/Dementia with mood 
disturbance/hallucinations/delusions, anxiety, impaired hearing, radiculopathy of lumbar/pain, s/p (post 
status) fx (fracture) to distal end of left femur (immobilizer prn). Interventions included, in part:a. 
AMBULATION: I do NOT ambulate. Date initiated: 11/21/23, revised: 6/6/25. b. TRANSFERS: I use a full 
body lift with assist of 2 and medium (yellow) sling. May have sling under resident. Resident becomes 
combative when attempting to remove or place. Date initiated: 5/31/24, revised: 6/27/25. The Care Plan also 
included a Focus area, date initiated 11/23/23, revised 3/27/25 to address I am risk for falls. Cognitive 
impairment, hearing problems, repeated falls, chronic disease processes/med side effects, 
hallucinations/delusions. Interventions included, in part:a. Alert resident of changes to environment. Date 
initiated: 11/21/23.b. I have a non-skid (dycem - name brand of a non-skid material) in my wheelchair. Date 
initiated: 4/07/25. c. Monitor resident for side effects of medications per policy. Date initiated: 12/08/23. d. 
Orient to new environment, routine, and caregivers. Date initiated: 11/21/23. e. Place call light within reach 
and answer promptly. Date initiated: 11/21/23. f. PT evaluate and treat PRN. Date initiated 11/21/23.Review 
of a Resident Occurrence Report, dated 2/26/25 at 7:15 AM, revealed, in part: a. Location of Occurrence: 
Bathroomb. Type of Occurrence: Witnessed Fall, Other: assisted fall.c. Nature of injury: None. Medical 
Attention Required: No. First Aid Required: No.d. Witness/es: Yes. Name: [Redacted, Staff H]. Relationship 
to resident: CNAe. Analysis as to cause of Occurrence: CNA did not use maxi move with assistance as it 
was updated yesterday. f. Action to Minimize Reoccurence: update CNA on status change.During an 
interview on 7/10/25 at 9:45 AM, Staff H, CNA confirmed working with Resident #102 on 2/26/25. Staff H 
reported that Resident #102 transferred with a mechanical stand lift prior to a hospitalization in February. 
Staff H stated she was unaware that when the resident returned her transfer status changed. Staff H recalled 
transferring Resident #102 with stand lift to the bathroom and resident had let go of the lift just before 
reaching the toilet. Staff H stated Resident #102 slid down to the floor from the stand lift in front of the toilet. 
Staff H stated that after the fall the nurse informed her Resident #102 was changed to a full body lift. Staff H 
stated she did not check the Care Plan sheet prior to transferring Resident #102. She added the stand lift 
sling remained in Resident #102's room.Review of a Resident Occurrence Report, dated 3/13/25 at 3:15 AM, 
revealed, in part: a. Location of Occurrence: Roomb. Type of Occurrence: Witnessed Fall c. Nature of injury: 
None. d. Witness/es: Yes. Name: [Redacted, Staff G]. Relationship to resident: CNAe. Analysis as to cause 
of Occurrence: [no statement on report]f. Action to Minimize Reoccurence: [no statement on report]g. What 
suggestions do you have to prevent this from occurring again? CNA should read updated Care Plan of the 
residents every day, start of shift to be updated. During an interview on 7/10/25 at 9:25 AM, Staff G, CNA, 
confirmed working with Resident #102 on 3/13/25. Staff G reported that she transferred Resident #102 from 
her bed to a recliner using the mechanical stand lift. She explained upon reaching edge of recliner Resident 
#102 was unable to sit and instead slid down the front of the recliner onto the floor. Staff G recalled that in 
shift to shift report she was told that Resident #102 used the stand lift to transfer, and the stand lift sling 
remained the resident's room. Staff G stated after the fall, the nurse told her Resident #102 was a fully body 
sling. When queried about Care Plan changes, Staff G reported that the Care Plan sheets were kept at 
nurse's station and were not always updated timely. During an interview on 7/08/25 at 2:20 PM, Staff I, 
Clinical Coordinator, stated Care Plan sheets for staff reference are kept at the nurse's station. She 
explained she would update the sheets with any changes in a resident's care. Review of the electronic health 
record revealed Resident #102 had the following falls:a. A Resident Occurrence dated 2/11/25 at 4:35 AM, 
documented an unwitnessed fall out of wheelchair, found in Resident #102's room without injury. Intervention 
to frequently check on resident and complete a medication review. A Nursing Note entered on 2/11/25 at 
6:24 AM, documented Resident b. A Nursing note entered on 4/15/25 at 5:59 AM, documented Resident 
#102 had unwitnessed fall in her room and was picked up from the floor, physically by a CNA and a Nurse, 
and transferred to her bed.During an observation on 7/08/25 at 1:45 PM, Resident #102 sat in her wheelchair 
in the first-floor lounge area with eyes closed and head falling forward. Nursing staff in and out of the area. 
On 7/10/25 at 9:28 AM, Resident #102 sat in wheelchair in the first-floor lounge area with eyes closed and 
head falling forward. Nursing staff in and out of the area. At 9:58 AM, a staff member greeted Resident #102 
and stated she looked so tired. The resident remained in her wheelchair. During an observation on 7/10/25 at 
2:28 PM, Resident #102 sat in wheelchair in the first-floor lounge area with arms forward and head bowed 
forward, resident's hair at cheeks in front of her face. Nursing staff in and out of the area.During an interview 
on 7/10/25 at 3:30 PM, the DON stated Resident #102 changed from requiring a one staff assist with a 
mechanical stand lift transfer to a two staff assist with the mechanical full body lift in February. The DON 
explained the change had been made due to increased agitation and combative behavior during transfers. 
When queried about CNA staff not knowing the change in transfer status, The DON stated Care Plan sheets 
are available at the nurse's station for staff. She added a new system had recently been implemented to 
electronically update staff of changes made to the Care Plans. The DON stated interventions in place for 
Resident #102's falls from her wheelchair included non-slip pad to wheelchair, assist her to bed when 
resident is sleepy, and looked into use of anti-tip bars on wheelchair. 3. During an interview on 7/08/25 at 
1:30 PM, Staff A, CNA recalled on 3/08/25 between 6:45 PM and 7:00 PM, Resident #102 needed to use the 
bathroom. Staff A stated she followed after Staff J, CNA and Staff K, Certified Medication Assistant (CMA) to 
assist the resident. Staff A explained Resident #102 required a hoyer lift. Staff A stated that when she 
informed the Staff J and Staff K that she was going to go grab the lift, Staff K stated they didn't have time for 
that. Staff A stated Staff K then picked Resident #102 up from her wheelchair in a bear hug type hold, with 
his arms wrapped around the resident's mid-section. Staff A explained neither she or Staff J knew how to 
react initially and assisted with adjusting Resident #102's clothing for toileting task. Staff A stated that Staff K 
again assisted Resident #102 off the toilet in a bear hug type hold to transfer her back to the wheelchair as 
Staff A and Staff J assisted with clothing management. Staff A denied Resident #102 having injury during 
this transfer. Staff A stated she reported the incident to Charge Nurse, Staff F, LPN. She stated she also 
wrote a statement of the incident and gave it to DON, as well as a Human Resources staff. Staff A stated she 
received no follow up. During an interview on 7/10/25 at 2:26 PM, Staff J, CNA stated on 3/08/25, Staff A, 
CNA asked Staff J to get Resident #102 hooked up to the mechanical lift for transfer to the toilet. Staff J 
stated that Staff K, CMA, had gone with her into Resident #102's room and Staff A entered the room after. 
Staff J recalled that Staff K had stated he didn't have time for Staff A to get the mechanical lift and picked 
Resident #102 up from the wheelchair in a bear hug type hold, with his arms wrapped around the resident's 
mid-section. Staff J stated Staff K did not use a gait belt or the mechanical lift as required. Staff J stated that 
she assisted with Resident #102's clothing management as Staff K physically lifted the resident on to and off 
the toilet. Staff J stated she reported the incident the Charge Nurse, Staff F, wrote a statement of the incident 
and gave it to the DON, and emailed Human Resources but received no follow up. During an interview on 
7/09/25 at 3:12 PM, Staff F, LPN, stated she worked on 3/08/25 and received a report from Staff A, CNA and 
Staff J, CNA that Staff K, CMA incorrectly transferred Resident #102 by physically lifting her without the use 
of a mechanical lift when Resident #102 required full body lift. Staff F stated that she confronted Staff K 
about the transfer of Resident #102 and he responded by saying, they're snitching on me. Staff F stated she 
wrote a statement of the incident and gave it to the DON but received no follow up. During an interview on 
7/10/25 at 12:10 PM, Staff K, CMA confirmed working with Resident #102 approximately 3 months ago. Staff 
K stated communication related to resident transfer status was through stand-up meetings at the beginning 
of 1st and 2nd shift or reported verbally between staff. Staff K denied knowledge of resident Care Plan 
posted at the nurse's station. Staff K revealed that a full body mechanical lift transfer required 2 staff, and a 
sit to stand mechanical lift transfer would only require 1 staff. Staff K stated he followed Resident #102's 
transfer status and had not heard of any staff transferring Resident #102 incorrectly. When queried about 
mechanical lift training, Staff K denied attending any lift training but recalled there may have been a training 
set up for CNA staff to attend. During an interview on 7/10/25 at 3:12 PM, the DON stated she had a nurse 
tell her that Staff K, CMA transferred a resident without use of mechanical lift but when queried, Staff K 
denied such transfer. DON denied having any concerns with Staff K.Review of Staff K, Certified Medication 
Aide (CMA), employee file lacked documentation of mechanical lift training. Review of the facility policy titled, 
CC (Care Center) Resident Transfer Assessment Policy, dated April 2025, revealed a Policy statement 
which declared, in part: The residents.will be properly assessed to assure resi
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