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Based on interview and record review, the facility failed to ensure staff provided adequate assistance to 
prevent accidents for one of four sampled residents (Resident #1) when Certified Nursing Assistant (CNA) B 
and CNA C used a Hoyer lift (full body lift, used for residents who are unable to move themselves), to 
transfer the resident but did not use the correct size sling. While the resident was suspended in mid-air, the 
sling straps broke, and the resident fell to the ground and hit his/her head. This caused a laceration (cut) to 
the posterior side (back side) of the resident's head. The resident was sent to the hospital and required 
sutures. The sample size was 4. The census was 92. The facility was notified of the past non-compliance on 
10/24/25. The facility initiated their investigation and suspended both CNAs pending investigation. All staff 
were in-serviced. The staff demonstrated followed their policy following the incident. The two CNAs alleged 
to be in the room when the incident occurred had scheduled 1-1 in-service and training prior to returning to 
the facility. Maintenance completed an audit on all the mechanical lifts for proper function. Audits were also 
completed on all Hoyer pads. This deficiency was corrected on 10/10/25. Review of the facility's Total 
Mechanical Lift Policy, revised 6/20, showed:-Purpose: A mechanical lift is used appropriately to facilitate 
transfer of residents.-Policy: Nursing staff will be trained to use the mechanical lift. The resident will have a 
physician's order for the use of a mechanical lift, and at least two people are present while resident is being 
transferred with the mechanical lift. Review of Resident #1's quarterly Minimum Data Set (MDS), a federally 
mandated assessment instrument completed by facility staff, dated 8/22/25, showed:-Severe cognitive 
impairment;-Dependent (Helper does all the effort. Resident does none of the effort to complete the activity. 
Or the assistance of 2 or more helpers is required for the resident to complete the activity) for 
chair/bed-to-chair transfer, sit to stand transfer, and upper and lower body dressing;-Diagnoses included 
stroke, right side hemiplegia (weakness on one side of the body), seizures, non-Alzheimer's dementia and 
malnutrition. Review of the resident's care plan, revised 9/19/23, included:-Focus: Resident has decreased 
mobility and needs assistance of two staff members to transfer safely with Hoyer lift;-Goal: Additional safety 
measures will be taken when transferring resident;-Interventions/Tasks: Ensure two staff members are 
present when using Hoyer lift for safety measures, ensure chair wheels are locked for repositioning and 
transfers, complete transfer evaluation on admission and as needed. Review of the resident's medical 
record, showed:-An undated order, may use mechanical lift (Hoyer) for transfer. Large sling.-A progress 
noted, dated 10/9/25 at 6:00 A.M., nurse aide (NA) reports resident on floor, CNA caring for resident reports 
them and another CNA was transferring resident to his/her wheelchair in Hoyer when Hoyer straps broke 
and resident fell to floor. Upon assessment resident was lying on floor on back. Resident noted with 
laceration to posterior scalp with slow trickle of blood noted. Resident alert and responding with yes and no 
answers. Unable to verbalize what happened. Director of Nursing (DON) made aware, reports she will inform 
Administrator. Resident denies pain. CNA instructed to remain with resident until Emergency Medical Service 
(EMS) arrives. 911 called.-Resident lifted off the floor onto stretcher with two EMS caregivers. Resident 
denies pain and remains alert and responding to questions with yes and no answers. Resident's family made 
aware.-A progress note, dated 10/9/25 at 11:15 P.M., Resident readmitted to facility per EMS, alert and 
oriented to self. Medical director made aware, orders verified. No distress noted.-A progress note, dated 
10/13/25 at 10:00 P.M., resident resting quietly in bed, no distress noted. laceration 4.0 centimeters (cm) 
remains well approximated, no bleeding noted. Will continue to monitor. Review of the facility's investigation, 
showed:-It was reported by the nurse that resident fell from the Hoyer lift. The CNAs in the room claimed the 
Hoyer strap broke. The resident was on the floor, assessed by nurse and sent out for evaluation.-Findings: 
Upon interview, resident was unable to verbalize details. Immediately following the fall, Resident assessed 
for visible injuries, laceration covered with dry dressing. Resident lifted off floor onto stretcher with two EMS 
providers. Resident denied pain. No further bleeding noted on dressing. Only minor injury, small laceration 
on head measuring 4four cm in length and shallow, slow trickle of blood which stopped shortly after dressing 
applied. The incident occurred at end of shift. The staff involved in the incident were placed on suspension 
pending investigation.-Staff reported that the resident was being transferred from the bed when the straps 
(two) broke and the resident fell. The staff said they used the black Hoyer pad. The staff saved the straps, 
and CNAs were told to save the Hoyer pad. However, CNA D reported that CNA B threw the Hoyer pad 
away in the trash. According to CNA B, he/she was lifting the resident off the bed, while CNA D was spotting 
and watching over the resident when the resident fell. CNA C stated he/she saw the two straps hanging 
without the pad attached to one side. Two of the straps were still hanging on the Hoyer. This matches the 
witness of the nurse who saw the strap hanging apart from the Hoyer pad.-Summary of Investigation: The 
evidence strongly suggests that the pad used was a slide Transfer Pad which resembles a Hoyer pad. The 
description of the Hoyer pad was black and the black slide pad is the only pad missing. The facility does not 
utilize black Hoyer pads.-Conclusion: Neglect is not substantiated. The evidence from the investigation and 
description of the Hoyer pad provided by staff strongly suggests that the staff utilized the incorrect pad, two 
of the straps then failed and the resident had a fall with injury of a minor laceration.-Recommendation: The 
Inter-Disciplinary Team (IDT) will continue to review the implementation of safety efforts to ensure successful 
resident transfers.-Education on Hoyer use and working with lift pads by nursing management and therapy 
director.Staff responsible for utilizing the incorrect pad, CNA B and CNA D will be provided a final written 
notice with in-person education and demonstration prior to return to the floor.-Hoyer lifts and Hoyer pads 
were immediately assessed for safety. Completed 10/9/25.-All transfer pads, like pad used, have been 
removed from the facility. Review of the handwritten signed statements provided with the investigation, 
showed:-Registered Nurse (RN) A, dated 10/9/25: Approximately 6:00 A.M., he/she was called to Resident 
#1's room by CNA D. He/She was coming back to the nurse's station from East hall when CNA was standing 
in the hall. He/She asked what was wrong and CNA D said the Hoyer strap completely broke when they 
were transferring the resident. Resident alert, bleeding noted to posterior scalp, range of motion consistent 
with baseline, covered with dry dressing. He/She asked who was present when the resident fell. CNA D and 
CNA B said they were both with the resident. CNA C said he/she came after the resident fell. CNA instructed 
to keep Hoyer pad. 911 called, family called, Report to ER nurse.-CNA D, dated 10/9/25: He/She went into 
Resident #1's room at 6:00 A.M. after he/she heard a loud bump. The resident was on the floor, and the aide 
said the pad was broke. He/She called the nurse to the room, and he/she dialed 911. He/She offered to help 
get him/her up, but the nurse refused. He/She left the room to wait for EMS. He/She did not see the resident 
fall or hit his/her head. He/She was not in the room when it happened.-CNA C, undated: On 10/9/25, around 
6ish A.M., he/she was sitting outside of the resident's room. He/She heard a noise, a few minutes later CNA 
B came out and yelled for help. He/She went to see what was going on and saw the resident lying on floor, 
blood coming out the back of his/her head. CNA D was kneeling beside him/her putting towels under his/her 
head. He/She asked what happened. CNA B said the Hoyer pad broke in half. He/She looked at the lift and 
saw only two straps connected to the hooks on the Hoyer. He/She did remember seeing the straps still 
attached. When the charge nurse came, he/she went to laundry to get another Hoyer pad, so myself, CNA D, 
and CNA B could get the resident up, but the charge nurse told us to have him/her lying there until EMS got 
here. He/She left and went to start getting his/her other residents up.-CNA B, undated: He/She started 
his/her morning rounds at 5:30 A.M. and walk into the resident rooms and got his/her get ups ready and then 
called CNA D to help, and as we were getting the resident together, we were putting him/her to the chair, the 
Hoyer pad broke. He/She called the nurse, did vital signs, made sure resident was ok, and sent the resident 
to the hospital.-CNA C, dated 10/9/25: He/She only went into the resident room to assist when he/she heard 
CNAs call out for help. He/She did not witness the fall. During an interview on 10/24/25 at 1:30 P.M., the 
Administrator said he talked to the family on the phone Monday and in person and told him/her the wrong 
pad was used. It was a black pad, so they got rid of all of those and maintenance did an audit. More Hoyer 
pads were ordered. During an interview on 10/24/25 at 2:05 P.M., CNA B said he/she was assisting the 
morning of the incident. He/She put the resident on the Hoyer and did not think there was a problem. That 
was the first time it had ever broken. Staff were transferring the resident, using their normal routine, and the 
resident fell. CNA B said CNA D was in the room. The Hoyer pad that was used came out of the closet on 
the first floor. He/She grabbed what was available. The resident hit his/her head on the chair when he/she 
fell. He/She was almost on the chair. It was a low fall and close to chair height. The pad was dark blue and 
had the different colored straps but did not have holes in it between the straps and pad like the shower ones 
do. During an interview on 10/24/25 at 4:10 P.M., CNA D said he/she was not in the room when the fall 
occurred. He/She was on one end of the hallway and CNA C was on the opposite end. CNA D was in the 
hallway when he/she heard the boom and came into the room. CNA D believed the Hoyer pad broke. It was 
blue. Both aides (CNA C and CNA B) said he/she was in the room, but he/she never said it. Once it broke, 
CNA B looked at the pad and it said small. The resident uses a large. He/She would not have put the 
resident in a small sling, he/she knows better. He/She got suspended because they said he/she was in the 
room, but he/she did not have nothing to do with anything. He/She saw the pad was blue and three of four 
straps ripped from pole. The straps were still attached to the Hoyer. During an interview on 10/24/25 at 4:37 
P.M., the Administrator said they asked CNA D directly if he/she was in there so they do not know why 
he/she changed their story. During an interview on 10/25/25 at 3:47 P.M., the Administrator said he wanted 
to clarify the interviews that were conducted with the CNAs and provided the following information. He had a 
couple interview notes to add regarding CNA D's involvement in the fall. When he originally interviewed CNA 
B, he/she said CNA D left the room and came back in. He had to ask some clarifying questions and 
concluded that CNA D left to get help and then came back into the room. CNA D leaving and coming back all 
occurred after the resident had fallen. This part is at least partly confirmed by RN A's testimony that CNA D 
informed him/her of the fall. CNA C said CNA D was in the room with CNA B. During an interview on 
10/27/25 at 11:44 A.M., RN A said he/she was finishing up the morning medication pass when he/she saw 
CNA D in the hall. CNA D said they were trying to get the resident up and he/she fell. The resident was on 
the floor on his/her back. He/She checked on the resident first and then asked what happened. CNA B and 
CNA D said they were trying to get him/her up and the straps broke. RN A was on the phone with the DON 
and asked who was in room. CNA D said him/herself and CNA B because it was CNA B's assignment. CNA 
C was in the room after the fall and said he/she was not there. He/She was shocked when CNA D changed 
his/her story because RN A was on phone with the DON when CNA D said he/she was in the room. CNA D 
wrote he/she was not in there. Maybe he/she was scared. RN A did not see the Hoyer pad, just where the 
straps broke. During an interview on 10/27/25 at 1:15 P.M., the DON said that morning, RN A called and said 
the resident fell out of the Hoyer, onto the floor. She asked how many people were in the room when it 
happened. She was told by RN A two were in there. Then the DON asked what type of injury, and it was 
reported there was bleeding from his/her head. She told them to call the doctor and 911. They transported 
the resident to the hospital. The hospital did a CT scan, and it revealed laceration to head. CNA D said 
he/she witnessed the incident and then recanted that. The CNA changed his/her story. She thinks it may 
have been the wrong kind of pad that caused the fall. During an interview on 10/28/25 at 8:35 A.M., CNA C 
said he/she saw CNA B and CNA D in the resident's room when he/she went down to check. CNA D was 
bent down by the resident putting a towel under his/her head. CNA B went out of room to get the nurse. CNA 
C remembered the pad was blue with different colored straps. CNA C does not know if CNA D was in the 
room before the fall. During an interview on 10/24/25 at approximately 5:00 P.M., the Medical Director said 
he expected staff to follow the facility policy. 2648788
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