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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview and document review the facility failed to ensure utilization of appropriate
sling sizes assessed for use with mechanical lift/stand devices for 3 of 4 residents (R1, R3, R4)
reviewed for safe transfers with mechanical lift/stand devices.Findings Include:R1R1's
Transfer/Discharge Report indicated she admitted to the facility 6/30/21. R1's diagnoses included
Multiple Sclerosis, dementia, weakness and dysphagia.R1's quarterly Minimum data set (MDS) dated
[DATE], Identified moderate cognitive impairment and indicated she was dependent on staff for
transfers.R1's Balance and Transfer assessment dated [DATE], indicated all transfers were
completed with a total body lift and two staff. R1 was unable to safely or consistently bear weight. R1
weighed 152.2 pounds (lbs.) and directed the use of a yellow (medium) bordered slingR1's care plan
dated 2/5/26, identified a self care deficit related to disease process and directed staff to perform
transfers with a full body lift and two staff.During observation on 3/25/26 at 8:16 a.m., R1 was seated
in a wheelchair in the dining room. Underneath R1 was a black sling with green edges, which indicated
a large sling.During observation on 3/25/26 at 10:18 a.m., R1 had two slings in her room, one on her
wheelchair and one in her recliner. Both slings were a size large (green).During observation and
interview on 3/25/26 at 10:33 a.m., NA-A verified the sling on R1's chair had been used to transfer her
to bed and verified the sling was a size large. NA-A stated the care guide indicated a yellow (medium)
sling.R3R3's Transfer/Discharge Report indicated she admitted to the facility 8/8/24. R3's diagnoses
included arthritis, reduced mobility and weakness.R3's quarterly MDS dated [DATE], identified
severe cognitive impairment and indicated she was dependent on staff for all transfers.R3's Balance
and Transfer assessment dated [DATE], indicated she did not ambulate and transferred with the use
of a mechanical lift and two staff. R3 weighed 122.8 lbs. and directed the use of a red (small)
sling.R3's care plan dated 2/5/26, identified a self care deficit related to shortness of breath and
self-limits and directed the use of a mechanical lift for transfers.During observation on 3/25/26 at
8:32 a.m., R3 was seated in a wheelchair in the dining room. R3 had a black sling with [NAME] edges
(large) underneath her.During observation and interview on 3/25/26 at 9:18 a.m., R3 was in bed. R3
had a green (large) sling on her wheelchair. NA-A and NA-B confirmed they had transferred R3 using
the large sling. NA-A reviewed the care guide and said staff should have used a red (small) sling to
transfer R3. NA-A and NA-B stated they usually just used the sling that was in the room. NA-A and
NA-B acknowledged they had not reviewed the care guide prior to the transfer.R4R4's
Transfer/Discharge Report indicated she admitted to the facility 4/27/23. R4's diagnoses included
dementia, weakness and unsteadiness on feet.R4's quarterly MDS dated [DATE], identified severe
cognitive impairment and indicated R4 was dependent on staff for transfers.R4's Transfer and
Balance assessment dated [DATE], indicated she was non-ambulatory and transferred using a
mechanical stand and two staff. R4 weighed 118 lbs. and directed the use of a mechanical stand with
a red (small) harness.R4's care plan dated 3/18/26, identified a self care deficit related to dementia
and anxiety and directed the use of a standing lift and two staff for transfers.During observation on
3/25/26 at 8:54 a.m., NA-C and NA-B transferred R4 from the toilet to bed using the mechanical stand
(continued on next page)
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and a yellow (medium) harness.During interview on 3/25/26 at 9:26 a.m., NA-C stated the sling size
was listed on the care guide and said R4 should have had a medium harness for transfers. NA-C
reviewed the care guide and verified a red (small) sling was care planned for R4. NA-C said she used
what was already in the room.During observation and interview on 3/25/26, an mechanical stand was
observed on the secured unit with a yellow (medium) sling draped over it. NA-D said the sling size
was based on height and weight. NA-D stated staff used the sling that was on the unit.During
interview on 3/25/26 at 12:45 p.m., the assistant administrator stated prior to performing a transfer
with a mechanical device, staff were expected to ensure the sling was placed properly, ensure lift
was in good condition and ensure the sling/harness size was appropriate for the resident.Facility
Policy Safe Patient Handling and Movement Policy undated, indicated it is the duty of employees to
use mechanical lift devices in accordance with instructions and training.
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