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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and interviews conducted during the Abbreviated Survey (#2583624), the facility 
did not ensure that the residents' environment remained as free of accident hazards as possible for one (1) 
of three (3) residents (Resident #1) reviewed for accidents. Specifically, Resident #1 was transferred by 
Certified Nurse Aides #1 and #2 with a new mechanical lift they had not received training on. The lift tilted 
during the transfer, hitting Resident #1 on the head. Resident #1 sustained a laceration to the head and was 
transferred to the hospital for emergency care and received staples for the laceration. This resulted in actual 
harm to Resident #1 that was not Immediate Jeopardy.The findings include: The policy titled ‘Mechanical Lift 
(Hoyer Lift) Use and Safety' revised on 01/2025, documented the Hoyer lift was to be used in accordance 
with manufacturer guidelines and facility protocols to safely transfer non-weight-bearing residents or those 
needing assistance. Staff requirements to use the mechanical lift include two (2) trained staff members be 
present, one to operate the lift and another to guide and stabilize the resident throughout the transfer; both 
staff members must have documented training on the use of the mechanical lift. The manufacture's user 
guide, provided by the facility, version 2021.09, page 5, Safety Instructions, documents before attempting to 
lift anyone, please practice operating the lift. Resident #1 was admitted with diagnoses including amyotrophic 
lateral sclerosis (a degenerative neurological disease), muscle weakness, and chronic obstructive pulmonary 
disease (lung and airway disease that restricts breathing). The annual Minimum Data Set (a resident 
assessment tool) dated 05/23/2025 documented Resident #1 had intact cognition, impaired range of motion 
in both lower extremities, and was dependent on staff for transfers. The care plan for Activities of Daily Living 
initiated 12/01/2022 documented interventions included two (2) or more persons physically assisting the 
resident with a mechanical lift out of bed to a high-back wheelchair. The Certified Nurse Aide Accountability 
Record and Plan of Care (care instructions) dated August 2025, documented Resident #1 transferred with a 
mechanical lift and assistance of two (2) staff. The Accident and Incident form dated 08/04/2025 at 10:00 PM 
completed by Registered Nurse #7 documented Resident #1 was hit on the head by the mechanical lift 
during transfer and sustained a laceration to the head. The resident was transferred to the hospital 
Emergency Department for a computed tomography scan and further evaluation. Certified Nurse Aide #1's 
written statement dated 08/04/2025, documented while transferring the resident back to bed, and after 
ensuring the lift was secure, they started to lift the resident when the lift began tilting to one side which 
caused the collision between the lift and the front area of the resident's head. Certified Nurse Aide #2's 
written statement dated 08/04/2025, documented they were about to lift the resident, and the lift slid down on 
the resident's head. The resident was cut and was bleeding from their head. The Emergency Department 
After Visit Summary dated 08/05/2025, documented Resident #1 was seen for a head laceration and had 
computed tomography scans of the head and neck. Discharge instructions included following up with primary 
care physician and returning to the Emergency Department in seven (7) days for staple removal. The nursing 
progress note dated 08/05/2025 at 6:33 AM, documented Resident #1 returned from the hospital with three 
(3) staples on top of their head. The facility Incident Report submitted on 08/06/2025 to New York State 
Department of Health documented on 08/04/2025, during a transfer from the wheelchair to the bed, using the 
mechanical lift, Resident #1's head came into contact with the mechanical lift's metal hook and the resident 
sustained a laceration to the scalp. Resident #1 was transferred to the Emergency Department and was kept 
for observation and treatment and returned to the facility on [DATE]. Resident #1 required three (3) staples to 
the scalp to close the laceration. Interviews and reenactment determined two (2) staff set up and planned the 
mechanical lift transfer, but while the transfer was being done, the device unexpectedly tilted forward causing 
the impact. The plan was to in-service on the proper techniques for setting up the mechanical lift for transfers 
and ensuring the base of the device was appropriately expanded. During an interview on 10/23/2025 at 
10:07 AM, Resident #1 used their iPad to communicate and stated that on 08/04/2025 Certified Nurse Aides 
#1 and #2 were putting them to bed from the wheelchair. Resident #1 stated they put them on the 
mechanical lift and one (1) of the Certified Nurse Aides did not know how to operate the mechanical lift. The 
resident stated the bar that the sling was hooked to hit and cut them in the head. The resident stated they 
were bleeding, went to the hospital, and staples were put in their head. During an interview on 10/23/2025 at 
10:42 AM, the Nurse Educator stated they got new mechanical lifts in the summer. They stated when the 
mechanical lifts came in, they did an in-service along with the Maintenance Director with a video and a 
demonstration of the mechanical lift. An in-service sign in sheet, provided by the facility, documented the 
Nurse Educator provided training for the mechanical lift with video and demonstration for 34 staff including 
Certified Nurse Aides #1 and #2 on 08/11/2025. Certified Nurse Aide #1 and #2's annual competencies 
dated 4/18/2024 documented training on mechanical lifts. During an interview on 10/23/2025 at 2:31 PM, the 
Director of Maintenance stated that the facility received two (2) new mechanical lifts, and the maintenance 
team unboxed and assembled them according to the manufacturer's instructions on 08/01/2025. They 
ensured the lifts functioned correctly with both power sources, as the new lifts could operate both manually 
and with electricity. The Director of Maintenance provided an invoice dated 7/31/2025. The Director of 
Maintenance stated when new equipment was received, they sent an email to the leadership team, including 
the Administrator, the Director of Nursing, and the Nurse Educator and put a sticker on the equipment. They 
stated they did this after putting the mechanical lift together and testing it. They stated there was an incident 
on 08/04/2025 and staff reported there was a malfunctioning mechanical lift; the maintenance team 
inspected the swing bar and found no issues. The Maintenance Director stated after the concerns were 
raised, they had a video call with the mechanical lift company, which found no problems. During an interview 
on 10/23/2025 at 3:08 PM, regarding the incident on 08/04/2025, Certified Nurse Aide #1 stated they 
positioned the wheelchair against Resident #1's bed and opened the leg base of the mechanical lift with the 
wheelchair inside. While Certified Nurse Aide #2 was using the remote to lift the resident, the lift began tilting. 
They stated it was a brand-new mechanical lift and that they did not receive in-service training on it until after 
the incident. During an interview on 10/23/2025 at 3:23 PM, regarding the incident on 08/04/2025, Certified 
Nurse Aide #2 stated that after hooking the sling and pressing the button, the mechanical lift started to raise 
the resident, who was holding on to the bar of the mechanical lift. They stated Certified Nurse Aide #1 yelled 
at them to stop as the machine tilted forward. They stated the mechanical lift bar was shaking, and they 
unhooked the straps and the bar on the mechanical lift lowered and hit the resident in the head. They stated 
that this was a new mechanical lift, and they did not receive in-service training until after the incident with 
Resident 1. During a telephone interview on 10/27/2025 at 1:02 PM, Registered Nurse Supervisor #7 stated 
they assessed the resident on 08/04/2025 after receiving a call from Licensed Practical Nurse #8. They 
stated they were told Certified Nurse Aides #1 and #2 were transferring the resident and the metal hook of 
the mechanical lift struck the resident on the head. The resident had a laceration to their head and was 
transferred to the Emergency Department for treatment and further evaluation. During an interview on 
11/04/2025 at 11:37 AM, the Administrator stated that the incident involving Resident #1 occurred at 10:00 
PM on 08/04/2025. They found out the next day when they came to work. The Administrator stated that the 
on-duty nursing supervisor removed the mechanical lift after the incident and placed it in the maintenance 
office for inspection. The Administrator stated that the aides were not familiar with the new mechanical lift 
and did not know that the base should open wider. They stated Resident #1 was sent to the Emergency 
Department with a head laceration and returned with orders for physician follow-up. The Administrator stated 
all staff were trained on using the new mechanical lift after the incident. 10 NY CRR 415.12(h)(2)
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