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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and document review the facility failed to ensure safe transfers with a full body mechanical lift for 1 
of 3 residents (R1) reviewed for falls/safety. The facility's failure resulted in an immediate jeopardy situation 
for R1 when he slipped out the full body mechanical lift sling and fell from an elevated height. R1 was 
hospitalized due to a new fracture of the right femur and needed surgical intervention. The IJ began on 
9/12/25, when 2 of 2 nursing assistants (NA)-A and NA-B did not follow manufacturer's recommendations for 
a safe lift transfer using the full body mechanical lift and the sling was not attached properly. As a result, R1 
fell from the lift and sustained a new fracture of the right femur that needed surgical intervention. The 
administrator and director of nursing (DON) were notified of the immediate jeopardy on 9/19/25 at 8:59 a.m. 
The facility implemented immediate corrective action on 9/12/25 to prevent reoccurrence, so the deficient 
practice was issued at past non-compliance (PNC).Findings include: R1's face sheet dated 9/12/25, 
identified diagnoses of unspecified fracture of the shaft of right femur (long bone located in the thigh) with 
routine healing, artificial hip joint, hemiplegia (a condition characterized by paralysis or weakness on one 
side of the body) and hemiparesis (one sided muscle weakness), and cerebral infarction (a condition where 
blood flow to the brain is interrupted, leading to tissue damage to the brain). R1's Significant Change 
Minimum Data Set (MDS) dated [DATE], identified R1 had a diagnosis of fracture of shaft of right femur, was 
dependent on staff for all transfers, had no falls since admission/readmission, and was cognitively intact. 
R1's care plan activities of daily living focus, identified R1 had a self-care performance deficit related to 
hemiplegia-stroke. Interventions initiated on 5/3/25, were as follows: assist of two with total mechanical lift 
between surfaces using a large hourglass sling. R1's progress note dated 9/12/25, identified R1 had a fall 
from the total mechanical lift and had to be sent to the emergency department (ED) due to hitting head. The 
root cause of R1's fall seemed to be that there were two black loops on the sling and each aide picked 
different black loops causing slack to be in the sling which made one side of the sling fall off the arm of the 
total mechanical lift. R1's fall risk management report dated 9/12/25 at 12:05 p.m., indicated two staff placed 
R1 in a sling to transfer from wheelchair to bed. Staff positioned R1 to turn to begin transfer and during that 
time, the sling loop slid off the lift arm and resident slid to the ground. R1 struck his head and was sent to the 
ED for evaluation. Interdisciplinary team (IDT) intervention: Immediate education completed with all staff on 
different loops of the sling, mechanical lifts and Inservice scheduled with lift company and slings.R1's facility 
post-fall evaluation dated 9/12/25, indicated that R1 had a fall during a transfer in a lift and the reason for the 
fall was evident, due to upper black loop used and lower black loop used.R1's hospital ED note dated 
9/12/25, indicated R1 was seen following a fall in the nursing home, and unfortunately there was equipment 
failure, and the strap slipped off the lift they were using and R1 fell to the ground and struck the back of his 
head. Two computed tomography (CT) done of the head and no significant findings and no palpable defects 
or tenderness noted to the hips or femur. R1's hospital ED did not identify imaging of his or femur was 
completed. R1's progress note dated 9/12/25 at 9:19 p.m., identified R1 was seen in ED for evaluation for 
head strike and had two computed tomography (CT) scans six hours apart to make sure no new head bleed. 
Repeat CT was stable and no new orders. R1's clinic orthopedic visit note dated 9/16/25, indicated R1 was 
seen for a post operative visit to evaluate a right hip resection that was done 2 months prior and 
Unfortunately, there was an accident at R1's nursing facility 4 days ago where there was a malfunction with 
the total mechanical lift that resulted in a fall from an elevation for R1. R1's x-rays of the right hip and femur 
identified a new fracture of the mid shaft of his right femur at the site of prior cerclage (internal fixation 
method using wires around bone) wires and recommended admission to hospital for surgical intervention. 
R1's hospital operative note dated 9/18/25, indicated R1 had a complicated history of recalcitrant (resistant 
to treatment) requiring multiple revisions in the past, ultimately leading to a [NAME] (removal of the upper 
portion of the femur) resection. Unfortunately, there was an accident in R1's nursing facility 6 days ago and 
R1 was dropped from the full body lift when there was an equipment malfunction. This resulted in a femoral 
shaft fracture at the mid-diaphysis (middle section of the long bone) of his remaining femur. At this time there 
is no functionality of his femur given the prior [NAME] and recommended resection (removal of all or part) of 
his remaining proximal (situated near) femur, proximal to the site of the fracture. During an interview on 
9/18/25 at 11:44 a.m., NA-A and NA-B stated they engaged in the transfer of R1 when he fell out of the sling 
on 9/12/25. NA-A stated she believed she attached the top slings to R1, but did not verify that the same 
length loops were attached on the other side. NA-B stated she attached the bottom sling loops, making sure 
they were the same color. NA-A and NA-B then began lifting R1 out of his wheelchair and NA-B stated she 
verified that two black loops were attached, but did not verify that the loops were the same length and only 
looked at the color of the loops. R1's right leg was sticking out, so NA-B bent down to move R1's leg and as 
NA-A and NA-B began to turn R1 towards the bed, there was a release of tension on the sling on the left arm 
and the sling came off of the lift. R1 began to fall out of the sling and hit his head on the ground. R1's right 
leg was still in the sling as he was on the ground for a few seconds and then he fell completely out of the 
sling on his right side. NA-A and NA-B further stated they had not noticed that the type of sling R1 used 
(hourglass) sling had two separate black loops, however, NA-A and NA-B stated they were aware that the 
same length loops needed to be attached during a transfer to prevent release of tension, but did not ensure 
the same lengths were used. NA-B and NA-A stated they had not received any specific training on the 
specific type of sling that R1 used on the day of the fall. During an interview on 9/18/25 at 9:48 a.m., 
administrator stated the facility did a re-enactment of the transfer of R1. During the re-enactment, NA-A and 
NA-B stated they hooked up R1's hourglass sling using the correct length loops, however, could not replicate 
any release of tension from the full body mechanical lift arms. Because R1's sling had two sets of black 
loops, we attempted the transfer using two different length black loops on the lift, and upon doing so we 
noticed a release of tension on one of the shoulder loops and it came off the arm of the lift. After this finding, 
the facility determined the use of the two different length black loops on the sling was the root cause of R1 
falling out of the sling to the ground. The facility then placed a tape on the second set of black loops on all of 
the hourglass slings and began immediate education with nursing staff on the type of sling with different color 
loops to ensure the same length was used for all transfers. During an interview on 9/18/25 at 8:57 a.m., 
ADON stated R1's hourglass total mechanical lift sling that NA-A and NA-B used prior to R1's fall on 9/12/25, 
had 2 sets of black loops (one set on the top of the sling and one set on third set of loops), however, she was 
not aware this type of sling had two sets of black loops and could cause a risk for placing the incorrect length 
when attaching the sling. ADON stated, The loops of the sling do not just slip off and during the re-recreation 
of the transfer when using two different lengths of black loops, we noted a tension release and caused the 
sling to come off the arm of the lift. ADON further stated, She was 99% sure the incorrect loops were used by 
NA-A and NA-B and this is why R1 fell out of the sling to the ground. During an interview on 9/18/25 at 2:56 p.
m., R1's medical doctor (MD)-C stated if any resident fell from a lift at two feet would put that resident at risk 
for serious injury or harm. During an interview on 9/19/25 at 11:37 a.m., orthopedic surgeon medical doctor 
(OS-MD) stated R1 had been seen on 9/16/25, for a scheduled follow-up and had been informed R1 had a 
fall from a total mechanical lift four days prior. R1 had imaging done of right hip and right femur and was 
found to have a new transverse (according to the Cleveland Clinic a transverse fracture are a type of broken 
bones, usually caused by falls or car accidents) fracture of the femur. OS-MD further stated, most definitely 
the fall from the lift caused the fracture of R1's femur and put him at risk for serious risk for harm and did 
cause serious harm for R1 due to needing surgery. Review of the facility's Mechanical Lift Policy dated 
5/28/25, identified facility staff would use appropriate techniques and processes when utilizing mechanical lift 
devices to lift and move residents, to protect the safety and well-being of staff and residents, to promote 
quality care, and to follow applicable laws regarding use of power-driven mechanical lifts. Review of the 
facility's Fall Prevention and Management Policy dated 6/5/23, identified The interdisciplinary team (IDT) 
would evaluate the fall by reviewing the fall incident report to determine a Root Cause Analysis (RCA) of the 
fall and further interventions may be put into place according to the determined cause of the fall, to help 
prevent further falls. Any further interventions that were developed would be documented. The immediate 
jeopardy was issued at PNC after it was verified the facility implemented the following prior to survey: -R1 
was sent to ER for evaluation following fall on 9/12/25, and will be reassessed on return from the hospital for 
proper sling size and care plan updated. -Sling and lift used for R1's transfer was removed from use until 
inspected and found to be free of malfunction. -NA-A and NA-B had return demonstration competency 
testing done on 9/12/25, for safe lifting using the mechanical lift. -The facility reviewed their policy and 
procedure for safe mechanical lift transfers and developed a plan to ensure identification via color coding the 
sling loops to ensure the correct one being used. Policy will be adjusted after mechanical lift representative 
reviews policy on 9/23/25, if needed. -All residents utilizing similar slings like R1 have had the proper sling to 
use marked with the colored tape to identify the same loops.-All residents who utilized the mechanical lifts 
had slings inspected, care plans reviewed to ensure the proper sling size in the care plan. -The facility began 
re-education with return demonstration, to nursing staff on manufacturer's recommendations of using the full 
body mechanical lift to include checking the straps for tension and using proper sling size according to the 
care plan beginning on 9/12/25, and will be having mechanical lift representative provide education on 
9/23/25, to all of the nursing staff.
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