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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 - Actual harm
33639
Residents Affected - Few
Based on review of the Nursing Facility Reportable Incident Form, the facility's internal investigation, the
facility transfers policy and procedure, and interviews, the facility failed to ensure a resident's safety during a
Hoyer lift transfer which caused harm to the resident. The facility failed to follow their Hoyer lift policy and
procedure which resulted in the resident falling to the floor from the Hoyer lift. From this fall, the resident
sustained a closed head injury for 1 of 1 resident.

Finding:

On 4/12/24, The Division of Licensing and Certification received a facility Reportable Incident Form indicating
that on 4/9/24 at 10:30 a.m. Certified Nursing Assistant #1 (CNA) transferred Resident #1 alone in the Hoyer
lift. (mechanical lift) Resident #1 became restless during the transfer and slipped out of the Hoyer pad onto
the floor and hit his/her head. Resident #1 sustained swelling in the back of his/her head.

A review of the Incident Report dated 4/9/24 at 11:17 a.m. indicates that Resident #1 had a fall and hit
his/her head while the CNA was transferring the resident with a Hoyer lift. In addition, the Incident Report
also indicates that the CNA was transferring the resident with a Hoyer lift without the assistance of a second
CNA.

Emergency Department notes, dated 4/9/24, indicate Resident #1 bumped the back of his/her head after
falling during a Hoyer lift transfer. Resident #1 was diagnosed with a closed head injury and sent back to the
facility the same day.

Resident #1's Care plan, dated 3/2/24, indicates that the resident requires extensive assists with bathing,
dressing, grooming, personal hygiene and bed mobility. The care plan instructs staff to assist the resident
with transfers using a mechanical lift and two people.

A review of the facility's 'Lifting Machine-Using a Portable' stated: Under General Guidelines, Page 1,
number 1, stated, At least two (2) nursing assistants are needed to safely move a resident with a mechanical
lift.
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F 0689 On 4/23/24 at 11:00 a.m., during an interview with a surveyor, CNA #1 states that she was unable to find
another CNA to assist her with transferring Resident #1 from the chair to the bed using a Hoyer lift. CNA #1
Level of Harm - Actual harm stated that Resident #1 became restless and his/her shoulders slipped out of the Hoyer pad during the
transfer. Resident #1 hit the back of his/her head. CNA #1 acknowledged that the facility policy indicates At
Residents Affected - Few least two (2) nursing assistants are needed to safely move a resident with a mechanical lift.

The Root Cause Analysis indicates under Contributing Factors lift policy not followed.

On 4/23/24 at 3:00 p.m., a surveyor confirmed with the Administrator that the facility failed to follow their
Hoyer lift policy and procedure which resulted in the resident falling to the floor from the Hoyer lift.

As a result of this isolated incident, the following corrective actions were initiated with a completion date of
4/12/24

- One on One training with CNA #1 on the Lifting Machine policy and procedure that indicates At least two (2)
nursing assistants are needed to safely move a resident with a mechanical lift. CNA #1 demonstrated
competence.

- Mandatory re-education on Hoyer Safety was initiated with all nursing staff.

- Newly hired CNA's will demonstrate competency with Hoyer lift transfers.
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