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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.
Level of Harm - Immediate

jeopardy to resident health or *NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on

safety observation, interview, and record review, the facility failed to ensure an environment free from
accident hazards for Resident (R) 1. On 03/20/26 at approximately 10:30 AM, Certified Nurse Aide

Residents Affected - Few (CNA) M retrieved a lift sling to assist R1 with a full-body mechanical lift. CNA M took the top lift sling

from the pile without verifying it was the appropriate sling for R1. CNA M and CNA N then began
transferring R1 with a full body mechanical lift using the incorrect sling, which was inadequate for
R1's size. The sling had a maximum weight capacity of 150 pounds, and R1 weighed 255 pounds.
During the transfer the lift sling ripped at the strap, and the resident fell to the floor, resulting in a left
hip and pelvis fracture. This failure placed R1 in immediate jeopardy. Findings included:- Review of
the Electronic Health Record (EHR) documented R1 had diagnoses which included multiple sclerosis
(MS- progressive disease of the nerve fibers of the brain and spinal cord) and muscle spasms. R1's
11/06/25 Annual Minimum Data Set (MDS) documented a Brief Interview for Mental Status (BIMS)
score of 15, which indicated intact cognition. The assessment documented R1 was dependent on staff
for all transfers and locomotion. R1's 01/12/26 Quarterly MDS documented a BIMS score of 15, which
indicated intact cognition. The assessment documented R1 utilized a wheelchair for locomotion. R1
was dependent on staff for all transfers and locomotion. R1's Care Plan documented on 04/15/15 R1
had a risk for continued decline with activities of daily living (ADL - activities such as dressing,
toileting, brushing/combing hair, brushing teeth, etc.) related to diagnoses that included MS and
generalized weakness. The plan documented an intervention noting R1 required the total assistance
of two staff and the green full body sling for all lift transfers, dated 04/15/15. Review of R1's EHR
Weights revealed on 03/16/26 at 02:42 PM, R1 weighed 255.2 pounds (Ibs). Review of the facility's
undated Interdisciplinary Team Review/Investigation document revealed R1 fell on [DATE] at
approximately 10:30 AM. The document included a brief description of the incident where two CNA
staff were transferring R1 with a mechanical lift when the sling broke mid-transfer, and included the
environmental factor that the sling was not the correct size. The document included R1 was sent to
the ED for evaluation and x-ray examinations that determined R1 had a fractured (broken bone) left
femur (thigh bone). Review of the EHR revealed a computer tomography (CT - a specialized type of
X-ray examination) report dated 03/20/26 at 01:15 PM that documented R1 had a fracture of the left
femur with displacement and angulation of the fracture at least half the shift width. The report
documented nondisplaced fractures of the superior and inferior pubic rami (part of the pelvic bone).
R1's Progress Note dated 03/20/26 at 02:03 PM, Licensed Nurse (LN) G documented Certified Nurse
Aide (CNA) staff alerted him that R1 was on the floor. LN G was on the phone with an important phone
call, so an administrative nurse went down to assess the resident. When LN G arrived where R1 was,
R1 was on his back on the floor under the mechanical lift with a broken sling. R1 was assessed and
complained of pain in his left leg and a wound on his left forearm. R1 initially declined to be
transferred to the Emergency Department (ED) for further evaluation and treatment, but later
consented to be transferred to the ED. R1's Progress Note dated 03/20/26 at 02:17 PM, LN H
documented a Post Fall Evaluation; the fall was witnessed and occurred in the resident's room. The
(continued on next page)
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entry further documented that the sling broke and resulted in an injury and ED visit. CNA M's
notarized Witness Statement, dated 03/25/26, documented on 03/20/26, the staff were getting R1 up
for a shower with a shower sling at 09:45 AM. CNA M documented while R1 was up in the air, the sling
leg part broke when R1 was almost to his wheelchair. Administrative Nurse E's notarized Witness
Statement, dated 03/25/26, documented on 03/20/26 at approximately 10:00 AM, Social Services X
came to her office and stated R1 was on the floor in his room. Administrative Nurse E found R1 lying
on his back with the mechanical lift near him. CNA staff reported to Administrative Nurse E that they
were transferring him from the bed to a shower chair when the strap on the sling broke, and R1 fell to
the floor. Administrative Nurse E noticed a large puddle of blood under R1's left foot, where a
laceration was observed, and bleeding from a skin tear on his left forearm. Administrative Nurse E
documented vital signs were taken, wounds were cleansed, and dressings were applied, as well as
neurological checks, since R1 likely hit his head. Administrative Nurse E examined the sling and
observed that a strap had broken. Administrative Nurse E educated the staff present on inspecting the
equipment prior to every use. LN G arrived and assumed care prior to R1 being assisted off the floor.
LN G's notarized Witness Statement, dated 03/25/26, documented on 03/20/26 at an undocumented
time, LN G was informed that a resident was on the floor while LN G was on the phone. LN G asked
an administrative nurse to respond to the incident until LN G was able. When LN G entered R1's room,
he was on the floor beneath the mechanical lift, slightly tilted to his left side with the sling hanging
from the lift. LN G documented a skin tear to the left forearm and right foot, which were cleaned and
dressed. R1 was assisted back into bed, R1's representative and physician were notified, and R1 was
sent to the ED after R1's physician requested staff to provided education to R1 about the importance
of getting scans. CNA N's undated, notarized Witness Statement documented on 03/20/26 at
approximately 10:30 AM, CNA M and CNA N were getting R1 ready for his shower. CNA N documented
in the process of utilizing the lift to put R1 in his wheelchair, the bottom left strap of the sling

snapped and broke, and R1 fell out onto his left side. R1 was on his hip, and blood started showing
from his feet and arms. CNA M immediately went to get a nurse and other staff for assistance, and
CNA N stayed with R1. After additional staff and LN G arrived and rendered aid, CNA M, CNA N, and
LN G got a new sling under him and got him back into the bed. Administrative Staff A's notarized
Witness Statement, dated 05/12/26 at 11:29 AM, documented during the investigation into R1's fall on
03/20/26 Administrative Staff A spoke with CNA M, who reported she just grabbed the sling on the
top of the pile. Administrative Staff A documented the sling was size small to medium and was the
wrong size for the resident. On 03/20/26, after the incident, R1's Care Plan was updated to include
the following intervention initiated on 03/20/26:New slings individualized for shower and transfer,
revised 03/23/26. During an observation on 05/12/26 at 10:50 AM, R1 rested in his bed, watching
television. On 05/12/26 at 09:55 AM, Administrative Staff A stated the cause of the fall on 03/20/26
was staff using the wrong size lift sling for the resident. On 05/12/26 at 10:05 AM, Administrative
Nurse E said she was in her office on the morning of 03/20/26 and CNA staff notified her that a
resident fell. Upon her arrival at R1's room, R1 was lying on his back on the ground with two CNA
staff members in the room. Administrative Nurse E said she observed a pool of blood under the
residents left foot, and a skin tear on his left forearm. Administrative Nurse E initiated the

assessment while the charge nurse was unavailable, and neurological checks were initiated.
Administrative Nurse E said R1 had a diagnosis of MS, so he was unable to move on his own.
Administrative Nurse E said after the fall, R1 initially denied pain when his wounds were cleaned and
dressings applied. After LN G arrived, he took over resident care, and the staff was able to see that
the strap on the lift had broken. Administrative Nurse E reported the sling that was in use was blue
mesh, but was unable to recall what color the piping along the edge was. On 05/12/26 at 10:10 AM,
CNA M said she and CNA N were getting R1 up for a bath and transferred R1 into the sling. During the
transfer with the lift and sling, when R1 was approximately waist high from the floor and almost to his
wheelchair, the strap on the sling broke, and he fell. CNA staff called for help, and the nurses came
(continued on next page)
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and assessed the resident. CNA M said that after the nurses assessed R1, CNA staff used a different
sling and lifted R1 from the floor, put R1 back in bed, and the broken sling was discarded. CNA M was
unable to recall who discarded the broken sling, but recalled that it was a blue mesh with unknown
color piping along the edge. On 05/12/26 at 10:20 AM, CNA N was unavailable for an interview. On
05/12/26 at 10:26 AM, LN G said on 03/20/26 he was the charge nurse for the shift and was in the
nurse's station on the phone with a very important phone call when CNA staff notified him that R1 fell.
LN G reported another nurse responded to R1's room due to the phone call in progress. When LN G
arrived at R1's room, he was on the floor with some skin tears. LN G reported he did not assess R1
since Administrative Nurse E had already assessed R1. LN G said when he arrived at R1's room, the
sling was still attached to the lift with three points of attachment to the mechanical lift, and the

fourth point of attachment was visibly ripped. Staff got the resident back into the bed with a different
sling. R1 was offered to be sent to the ED for further evaluation and initially declined. LN G notified
the physician who ordered R1 to be sent to the ED for evaluation if R1 was willing. LN G spoke with
R1, who consented to go to the ED for further evaluation and treatment. On 05/12/26 at 11:00 AM,
Administrative Staff A said during his investigation of the incident, which included interviews with
staff, CN A M stated that prior to the fall, when they were preparing to get R1 up for his shower, she
reached into the pile of slings in the clean utility and grabbed the one that was on top. The sling was a
blue mesh, small/medium size, and was too small for the resident. On 05/12/26 at 02:20 PM,
Maintenance U provided a sizing chart for the slings the facility uses and stated that all the slings
have the same overall blue color, the piping along the edge has different colors that indicate the size
that corresponds with the sizing/color chart on each individual mechanical lift. Maintenance U stated
he recalled the sling that was in use for R1 when he fell on [DATE] as blue mesh with red piping
along the edge of the sling. Review of the sizing chart provided by Maintenance U revealed red piping
indicated a size small sling with a weight range of 75lbs to 150lbs The facility's undated Safe
Resident Handling/Transfers policy documented the facility would ensure the residents are handled
and transferred safely to prevent or minimize risks for injury. The policy documented the facility

would ensure there were appropriate amounts of varying sizes of slings to accommodate residents.
On 05/12/26 at 03:05 PM, Administrative Staff A received a copy of the Immediate Jeopardy [1J]
Template and was informed of the 1J for R1. The facility's corrective measures, fully completed on
03/30/26, included the following, which were verified by the surveyor on-site during the
investigation.1. On 03/20/26, R1's Care Plan was updated to include an intervention for a new sling
individualized for shower and transfers. The facility discarded old, broken/worn slings.3. On 03/20/26
at 10:00 PM, the facility completed facility-wide education related to safe transfers and appropriate
sling sizing for residents.4. On 03/20/26, the facility revised its Safe Resident Handling/Transfers
policy to include a provision that each resident who utilizes a sling will have one available for lifts and
for showers available in their room with their name and size on the sling.5. On 03/30/26, the facility
ordered multiple new appropriately sized slings for the residents in the facility.6. The facility's Quality
Assurance Process Improvement (QAPI) committee addressed the concerns identified by the facility's
investigation of R1's fall on 03/20/26. All corrections were completed prior to the onsite survey;
therefore, the deficient practice was cited as past noncompliance at a scope and severity of J
(isolated, immediate jeopardy).
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