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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Based on records reviewed and interviews, for one of three sampled residents (Resident #1) who
required the use of a mechanical ceiling lift for all transfers, the Facility failed to ensure that his/her
safety was adequately maintained a during a transfer, when on 04/22/26, prior to moving Resident #1
from his/her wheelchair to his/her bed, Certified Nurse Aide (CNA) #1 did not completely secure all
the loops (straps) of the lift pad to the overhead mechanical lift, and when she elevated Resident #1
in the lift, one of the straps (loops) became detached and his/her right side started to slip out of the
lift pad, CNA #1 lowered him/her to the floor and Resident #1 hit his/her head on the floor.Findings
include:Review of the Facility's policy, titled, Falls and Fall Risk, Managing, dated 2001, indicated
that a fall is defined as unintentionally coming to rest on the ground, floor, or lower level.Review of
the Report submitted by the Facility via the Health Care Facility Reporting System (HCFRS), dated
04/29/26, indicated that on 04/22/26 at around 4:30 P.M., CNA #1 was transferring Resident #1 from
his/her wheelchair to his/her bed with the overhead mechanical lift when Resident #1 started to slip
out of the lift pad. The Report indicated that CNA #1 immediately lowered Resident #1 to the floor and
called for a nurse. The Report indicated that Resident #1 was observed to be lying on the floor on
his/her right side with the lift sling (pad) still underneath him/her. The Report indicated that Resident
#1 had a small area of swelling on his/her right eyebrow, and a small amount of bleeding from his/her
lip, but no other injuries noted.Review of the Facility's Post Fall Investigation Report, dated 04/29/26,
indicated that CNA #1 was in the process of transferring Resident #1 with the overhead mechanical
lift, and thought she had fully attached all of the lift pad (sling) loops (straps) to the lift before she
began to lift him/her up from the wheelchair. The Report indicated that when CNA #1 moved Resident
#1's wheelchair out of the way, she noticed that the top right loop (strap) of the pad had not been
completely attached to the mechanical lift and that Resident #1 was slipping out of the lift pad while
in the elevated position. The Report indicated that CNA #1 immediately lowered Resident #1 to the
floor with the mechanical lift. The Report indicated that Resident #1 did not sustain any injuries
except for a small amount of bleeding from his/her lip, and small area of swelling on his/her right
eyebrow. The Report indicated that CNA #1 did not ensure that the top loop (strap) of the mechanical
lift pad (sling) had been completely attached to the lift, and when she (CNA #1) raised Resident #1
with the lift, he/she began to slip out of the lift pad.Resident #1 was admitted to the Facility in May
1973, diagnoses included cerebral palsy (neurological disorder that affects movement, muscle tone,
posture, and balance) and a seizure disorder.Review of Resident #1's Quarterly Minimum Data Set
Assessment, dated 04/17/26, indicated he/she was dependent on staff for all care.Review of
Resident #1's Physical Therapy (support needed) Care Plan, reviewed and renewed with the Quarterly
Minimum Data Set Assessment, dated 04/17/26, indicated that he/she required assist of one staff
person for transfers with the overhead (ceiling) mechanical lift.Review of a Nurse Practitioner's Note,
dated 04/22/26, indicated that Resident #1 had a fall from the overhead mechanical lift and was noted
to have a small amount of lip bleeding and a small bump above his/her right eyebrow.During a
telephone interview on 05/27/27at 2:07 P.M., (which included a review of her written witness
statement, dated 04/22/26), CNA #1 said that on 04/22/26, while she was transferring Resident #1
(continued on next page)
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from his/her wheelchair to his/her bed, the upper right side loop (strap) of the lift pad became
detached from the mechanical lift when she lifted Resident #1 up out of his/her wheelchair, and
moved it (wheelchair) out from underneath Resident #1. CNA #1 said she immediately lowered
Resident to the floor with the mechanical lift. CNA #1 said she was unable to catch Resident #1
before he/she hit his/her head on the floor. CNA #1 said she thought she had fully secured all loops
(straps) to the overhead lift before she lifted him/her up out of the wheelchair, but she must not have
since the right upper loop (strap) came undone during the transfer.During a telephone interview on
05/27/26 at 1:28 P.M., Nurse #1 said that on 04/22/26, after CNA #1 called him into Resident #1's
room, he saw him/her lying on the floor with the mechanical lift sling pad underneath him/her. Nurse
#1 said Resident #1 had a small area of swelling over his/her right eyebrow, and a little blood on
his/her lip, but no other injuries.During an interview on 05/27/26 at 2:25 P.M., the Assistant Director
of Nurses (ADON) said she had CNA #1 reenact the incident with the overhead mechanical lift and
determined that CNA #1 had not fully secured the upper right loop (strap) of the mechanical lift pad to
the lift which caused Resident #1 to begin slipping out of the top right corner of the lift pad once CNA
#1 lifted him/her from the wheelchair. The ADON said CNA #1 had moved the wheelchair out of the
way once she had lifted Resident #1 from it (wheelchair), and that is when Resident #1 began to slip
out of the mechanical lift pad causing him/her to hit his/her head on the floor as (CNA #1) lowered
him/her to the floor. The ADON said that other than a small area of swelling on Resident #1's right
eyebrow area and a little blood on his/her lip, he/she did not sustain any injuries. The ADON said this
incident was a result of user error, and that CNA #1 should have double-checked to make sure she had
fully attached all mechanical lift pad loops (straps) to the lift, but she had not.During an interview on
05/27/27 at 2:47 P.M., the Director of Nurses (DON) said that after she completed their investigation,
she determined that CNA #1 had not fully secured the mechanical lift pad loops (straps) to the lift,
which caused the right side loop (strap) of the lift pad to come loose (detached) from the lift once
CNA #1 had raised Resident #1 up from the wheelchair. The DON said they revised the Facility's
Mechanical Lift Policy to include annual reeducation for all nursing staff.On 04/27/26, the Facility
was found to be in Past Noncompliance and presented the Surveyor with a plan of correction, with an
effective date of 05/07/26, which addressed the area(s) of concern as evidenced by:A. On 04/22/26,
Resident #1 was immediately evaluated, found to have no significant injuries, and remained at the
Facility. Resident #1's overhead mechanical lift and lift sling were inspected by the Therapy
Department and found to have no issues.B. On 04/22/26, CNA #1 reenacted the transfer incident with
Resident #1 for the DON and/or designee, and it was determined that CNA #1 had not fully attached
all of the mechanical lift pad loops (straps) to the lift, which caused Resident #1's right upper body to
slip out from the pad during the transfer.C. On 04/23/26, the Therapy Department reeducated and
completed a mechanical lift competency skills check for CNA #1.D. On 4/23/26, the Therapy
Department audited all mechanical lift slings for integrity and correct size.E. On 04/23/26, the DON
revised the mechanical lift policy to include yearly reeducation for all nursing staff.F. On 04/23/26
through 04/28/26, the Therapy Department educated all nursing staff on the revised mechanical lift
policy.G. On 04/23/26 through 05/01/26, the Therapy Department completed mechanical lift
competencies with all nursing staff.H. On 04/23/26, an Ad Hoc Quality Assurance Performance
Improvement (QAPI) meeting was held to develop and institute a corrective action plan, and results
will be reviewed at monthly QAPI meetings to determine compliance.I. On 05/06/26, the DON and/or
designee began observational audits of mechanical lift use by nursing staff which will continue
weekly for four weeks, bi-weekly for two weeks, and then monthly for three weeks or until
substantial compliance is met.J. The DON and/or Designee are responsible for overall compliance.
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