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Based on interview and record review, the facility failed to ensure staff provided adequate supervision and 
assistance to prevent accidents for one of three sampled residents (Resident #1) when Certified Nursing 
Assistant (CNA) C used a Sara lift (also known as a sit to stand, designed to assist individuals with limited 
mobility in transitioning from a sitting to a standing position) instead of a Hoyer lift (full body lift, used for 
residents who are unable to move themselves), alone to transfer the resident. CNA C yelled for help. 
Registered Nurse (RN) A and CNA B responded to the resident's room. The resident was hanging from the 
Sara lift with his/her legs twisted underneath his/her body, on the platform. A mobile x-ray was ordered. The 
x-ray confirmed an acute impacted fracture to the left distal femur (a sudden, traumatic break of the lower 
part of the left thigh bone just above the knee joint). The resident was sent to the hospital. The census was 
90. Review of the facility's Sara lift policy, dated September 2017, showed two nursing personnel must be 
used for a Sara lift transfer. Review of the facility's undated Hoyer/Patient transfer policy, showed:-Purpose: 
Ensure safe, consistent use of patient lifts to protect residents and staff, meet regulatory requirements, and 
support a zero-manual-lift environment;-Scope: Applies to all staff using or assisting with mechanical lifts and 
slings;-Two trained staff members are required for every lift/transfer;-Operator: Runs lift, checks sling 
attachments;-Assistant: Positions/reassures resident, clears obstacles, helps guide transfer. Review of 
Resident #1's quarterly Minimum Data Set (MDS) a federally mandated assessment instrument completed 
by facility staff, dated 7/30/25, showed:-Adequate vision and hearing;-Clear speech;-Understands others and 
is understood;-Cognitively intact;-Rejection of care exhibited;-No upper or lower extremity 
impairments;-Required partial/moderate assistance (helper does less than half the effort. Helper lifts, holds, 
or supports trunk or limbs, but provides less than half the effort) for toileting and upper/lower body 
dressing;-Required substantial/maximal assistance (helper does more than half the effort. Helper lifts or 
holds trunk or limbs and provides more than half the effort) for showers/baths;-Resident required 
substantial/maximal assistance with sit to stand, chair to bed/chair, toilet and tub/shower 
transfers;-Diagnoses included unspecified dementia, history of stroke, osteoporosis (a bone disease that 
weakens bones and makes them more prone to fractures), artificial knee joint, spondylosis (a degenerative 
condition of the spine that affects the intervertebral discs and vertebrae) and muscle weakness. Review of 
the resident's care plan, in use during the survey, showed:-Need: The resident had an Activities of Daily 
Living (ADL) self-care performance deficit;--Intervention: The resident needed one person assistance for 
transfers. On 08/01/24 physical therapist recommended use of sit to stand lift for transfers as the resident 
allowed;-Need: The resident was resistive to care during ADLs;--Interventions: Staff allowed the resident to 
make decisions about treatment regime. Encouraged participation/interaction during care activities. If the 
resident resisted, staff reassured him/her, left and returned ten minutes later and tried again;-Need: The 
resident was at risk for falls;--Interventions: Physical therapy evaluated/screened due to weakness and 
appropriate transfer;-No documented update to show the resident was a two person assist, or when his/her 
transfer status changed to a Hoyer lift. Review of the resident's progress notes, showed:-On 9/10/25 at 2:30 
P.M., the care partner said the resident did not fall. He/She lowered the resident to the floor when he/she slid 
out of the sit to stand. Staff assisted the resident to bed using the Hoyer lift. The resident's Responsible Party 
(RP) and Nurse Practitioner (NP) were notified. A new order for x-ray of left knee and right shoulder due to 
pain and swelling. At 2:33 P.M., (late entry) the nurse noted at approximately 12:45 P.M., staff heard 
screaming from down the hall. The care partner went to the resident's room to see what happened. The care 
partner asked the nurse to come to the resident's room. The nurse entered the room. The resident was 
hanging from sit to stand with knee and leg twisted on the sit to stand. The nurse lowered resident to floor 
with Hoyer pad and assisted him/her to the bed. The NP, RP, supervisor and Assistant Director of Nursing 
(ADON) were notified. The resident complained of pain. He/she was administered pain medication at 2:00 P.
M. and 6:30 P.M. The NP made aware and ordered an x-ray of the resident's shoulder and knee. X-ray tech 
will come out this evening or tomorrow. At 10:39 P.M., the x-ray tech obtained x-rays. The resident denied 
any pain. Review of the resident's x-ray results dated 9/10/25, showed acute impacted fracture of distal 
femur just above knee prosthesis. Review of the resident's progress notes dated 9/11/25, showed at 8:11 A.
M., the nurse called the NP and RP. New order received to send resident to emergency room (ER). The 
supervisors were notified. At 8:30 A.M. (late entry), the NP was notified of x-ray results. At 8:40 A.M., the 
resident was transported to the emergency room (ER). At 6:59 P.M., the resident was sent to the hospital 
due to a fracture. Review of the facility's investigation, dated 9/16/25, showed:-At approximately 12:45 P.M. 
on 9/10/25, Resident #1 was transferred in his/her room by a CNA, using a sit to stand lift. During the 
transfer, complications arose, which prompted the CNA to call for assistance. A second aide and a nurse 
immediately responded and lowered the resident to the Hoyer pad for safe transfer;-The nurse assessed the 
resident, who reported pain in his/her left leg and right shoulder. The physician and the resident's family were 
promptly notified. A mobile x-ray was ordered;-X-ray results confirmed a fracture of the left femur. The 
physician and family were again notified, and the resident was discharged to the hospital;-On 9/16/25, the 
facility was notified the resident passed away in the hospital. During an interview on 10/16/25 at 12:09 P.M., 
RN A said he/she was eating lunch with CNA B. CNA C said he/she was going to human resources. RN A 
and CNA B heard screaming. CNA B went to investigate. He/She saw Resident #1's room door closed and 
went in. CNA B asked RN A to come to the resident's room. RN A entered the room. The resident was in the 
sit to stand sling. His/her arms dangled in the air, and his/her left knee was twisted underneath him/her. CNA 
C was standing on the left side of the lift. CNA C was trying to hold the resident up. CNA C said the resident 
did not fall. He/She lowered the resident down. RN A said it appeared the resident slid out of the sling. The 
resident's knees touched the base of the lift. RN A and CNA B removed the sit to stand sling, lowered the 
resident to the floor, turned him/her on his/her side and put the Hoyer pad underneath him/her. They assisted 
the resident to the bed. RN A assessed the resident. The resident did not complain of pain during the 
transfer. He/She complained of knee pain after he/she was in bed. His/Her knee was not red or swollen. RN 
A notified the NP. The NP ordered an x-ray. The x-ray tech arrived at 10:00 P.M. RN A received the x-ray 
results on 9/11/25 at 8:00 A.M. The NP gave an order to send the resident to the hospital. The resident can 
bear weight for a short period of time. He/She was a Hoyer lift. CNA C worked with the resident before and 
was aware the resident was a Hoyer lift. The Hoyer pad was on the resident's bed when CNA C transferred 
him/her. CNA C did not ask him/her for assistance. The Hoyer and sit to stand lifts require two-person 
assistance. CNA C should not have transferred the resident by him/herself. During an interview on 10/16/25 
at 12:45 P.M., Certified Medication Technician (CMT) D said the Hoyer and Sara lift require two people for 
transfers. During an interview on 10/16/25 at 12:55 P.M., CNA E said there must be a second person during 
a lift transfer. They are supposed to get shift report from the previous shift about the residents' transfer 
status. Additionally, the transfer status was in the residents' chart. During an interview on 10/16/25 at 1:07 P.
M., CNA C said he/she was assigned to the resident. He/She asked CNA B to help him/her transfer the 
resident. CNA B was talking to RN A. CNA C used the sit to stand lift to change the resident's brief. The 
resident was on the lift and started resisting the transfer. The resident moved around and tried to remove 
his/her arms from the sling. CNA C lowered the resident to the base of the lift. The resident's leg was bent. 
CNA C screamed for help. CNA B entered the resident's room, then stepped out to get RN A. The resident 
was kind of in the sling when CNA B and RN A entered the room. CNA B and RN A put the resident on the 
Hoyer pad and transferred him/her to the bed. The resident did not complain of pain. The resident was quiet. 
CNA C was trained to use the sit to stand and Hoyer lift on the resident. There were no signs in the 
resident's room to identify his/her transfer status. Staff used both. He/She was assigned to the resident 
before. He/She used the lifts interchangeably. There are supposed to be two people for a lift transfer. He/She 
did not wait for assistance because CNA B forgot about it. If he/she could do things over, he/she would wait 
for assistance. During an interview on 10/16/25 at 1:19 P.M., CNA B said him/her and RN A were eating 
lunch at the nurse's station. They heard screaming. CNA B saw the resident's door closed. He/She entered 
the resident's room, and he/she was hanging from the sit to stand lift. His/her knees were on the base of the 
lift, and his/her arms were flinging in the air. He/She looked like a string puppet. CNA C was standing next to 
the lift when CNA B entered the room. CNA B stepped out of the room and asked RN A for assistance. CNA 
B and RN A removed the resident from the sling, put the Hoyer pad underneath him/her and transferred 
him/her to bed. The resident always complained of knee pain. He/She did not complain of pain during the 
Hoyer transfer. The resident's knee was swollen, and RN A called the doctor. The doctor requested an x-ray. 
The resident used to be a sit to stand. The resident moved his/her feet around and the sit to stand was no 
longer safe. CNA C knew the resident was a Hoyer lift. CNA B and CNA C have transferred the resident 
together with the Hoyer lift. CNA C should not have transferred the resident by him/herself. CNA C did not 
ask CNA B for assistance. After the incident, staff discussed ways for staff to know a resident's transfer 
status. During an interview on 10/16/25 at 2:07 P.M., the interim DON said she has worked at the facility for 
ten months. The resident was a two person assist. The resident was a Hoyer lift when she started working at 
the facility. The resident's care plan should have been updated. There is a list of the residents' transfer status 
in the shower book. Staff should be getting report from the previous shift. Staff can also ask the nurse if they 
are unsure of a transfer status. There must always be two people for a lift transfer. CNA C should not have 
transferred the resident by him/herself. During an interview on 10/17/25 at 8:25 A.M., the administrator said 
CNA C was terminated. Staff communicate transfer statuses from shift to shift. The nurse should ensure 
each shift is giving report. He does not think they document when report was given. He reviewed the 
resident's care plan and thinks it could be interpreted a couple different ways. He in-serviced staff 
immediately about the lift policies and two-person requirement. Staff reevaluated all the residents to ensure 
they are using the proper sling. 2618785
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