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THE FOLLOWING DEFICIENCY REPRESENTS AN INCIDENT OF PAST NONCOMPLIANCE THAT WAS 
SUBSEQUENTLY CORRECTED PRIOR TO THIS SURVEY.Based on observation, medical record review, 
incident report review, review of witness statements, staff interview, and review of facility corrective action 
documentation, the facility failed to ensure residents who require staff assistance and use of a mechanical lift 
for transfers were safely transferred without injuries. Actual harm occurred to Resident #4 on 07/24/25 when 
two staff members were transferring the resident using a mechanical (Hoyer) lift, when during the transfer, 
one of the staff members pressed a wrong button causing the resident to fall out of the lift. Subsequently, 
Resident #4 sustained a laceration to the back of the right leg which required an emergency room (ER) visit 
to obtain four internal stitches and 10 external stitches. This affected one (#4) of two residents reviewed for 
accidents. The census was 44. Findings include:Review of Resident #4's medical record revealed an 
admission date of 01/11/16. Diagnoses included generalized weakness and unsteadiness on the feet with a 
need for assistance with personal care.Review of the annual Minimum Data Set (MDS) assessment, with an 
Assessment Reference Date (ARD) of 10/17/25, revealed Resident #4 had a Brief Interview for Mental 
Status (BIMS) score of 15, which indicated the resident had intact cognition. The MDS assessment revealed 
the resident was dependent on chair-to-bed and bed-to-chair transfers. Review of Resident #4's care plan 
revealed a focus area revised 11/19/24 which indicated the resident had the potential for harm/injury related 
to falls. Interventions directed staff to transfer the resident with a mechanical (Hoyer) lift with two staff.Review 
of Resident #4's progress notes included a health status note dated 07/24/25 which revealed the resident 
had a fall at 11:15 A.M. while being transferred to the recliner in the Hoyer (lift). The resident was unsure 
what happened, and the certified nurse aides (CNAs) indicated the resident refused to use proper hand 
placement within the Hoyer lift. The note indicated Resident #4 was sent to the ER and returned to the facility 
with 10 external stitches and four internal stitches in the popliteal fossa (back of the knee). Review of an 
incident report dated 07/24/25 indicated Resident #4 had a fall during a transfer in her room. Licensed 
Practical Nurse (LPN) #1 was called to the resident's room, and she observed the resident lying on her left 
side in front of the recliner. Further review revealed a skin tear was observed on the back of the resident's 
right leg at the popliteal fossa when emergency medical services (EMS) staff were transferring her. The 
resident was sent to the ER for evaluation of a skin tear to the back of the right knee and received 10 
external stitches and four internal stitches. The report indicated recommendations were to encourage and 
educate the resident on proper hand placement during mechanical lift transfers.Review of CNA #2's witness 
statement as part of the 07/24/25 incident report revealed she was transferring Resident #4 to the recliner, 
and the resident did not have proper positioning of her arms in the mechanical lift sling and as a result, the 
resident slid through the mechanical lift sling. Review of CNA #3's witness statement as part of the 07/24/25 
incident report revealed Resident #4 would not put her hands in the proper position in the mechanical life 
sling, and while moving the resident to the chair, the resident fell through the mechanical lift sling, hitting the 
floor. During an interview on 12/10/25 at 1:45 P.M., CNA #3 stated she usually worked on the assisted living 
side but would pull shifts if needed on the long-term care (LTC) side. She stated she never used a 
mechanical lift before and was training with CNA #2, who told her what to do for the mechanical lift. CNA #3 
stated she did what she (CNA #2) told her to do step-by-step, and as they were bringing Resident #4 off the 
bed to sit in the recliner, the resident flipped backwards. She stated she did not know what happened. During 
an interview on 12/10/25 at 2:47 P.M., CNA #2 stated when she and CNA #3 went to put Resident #4 in her 
recliner for lunch, they put the pad under the resident and lifted her. CNA #2 stated while moving the resident 
to the recliner, she pushed the wrong button which put the resident in a lying position instead of a sitting 
position, so the resident went back farther and flipped out of the sling. During an interview on 12/11/25 at 
9:35 A.M., CNA #2 stated she was very upset when Resident #4 flipped out of the sling, and she must have 
forgotten she pushed the wrong button until later. CNA #2 stated the resident's arms were in the wrong place 
because they wanted the resident to hold on to the bar in front of her, but Resident #4 would not, and they 
went ahead and moved the resident because it was not required for her to hold on to the bar. CNA #2 stated 
it was her fault for pushing the wrong button and she did not mean to do it and felt really bad that it happened.
During an interview on 12/10/25 at 3:12 P.M., LPN #1 stated one of the CNAs said a nurse was needed in 
Resident #4's room, and she observed the resident on her left side in front of the recliner. LPN #1 stated she 
assessed the resident for any injuries while calling 911 from the resident's room because she did not want to 
move the resident. LPN #1 stated once the emergency medical technicians (EMTs) arrived and put a cervical 
collar on Resident #4, they noticed bleeding to the back of the resident's right leg when they moved the 
resident and turned her onto her back and saw the tear. LPN #1 stated they determined the laceration was 
from the sling, and the resident said she thought she caught her leg on the sling. LPN #1 stated when she 
walked into the room, she was very confused at what happened because Resident #4 was on the floor, but 
the sling was still attached to the machine. She stated the CNAs told her the resident did not have her arms 
in the right place and slid out of the sling. During an interview on 12/11/25 at 8:20 A.M., LPN #1 stated she 
was not told the CNA (#2) pushed the wrong button, and with that information the fall made more sense. LPN 
#1 stated if she had known, she would have initiated a different intervention of reinstructing the CNAs with a 
return demonstration. Observation and interview on 12/11/25 at 2:05 P.M., CNA #2 entered Resident #4's 
room with LPN #1 and LPN #4 to demonstrate how Resident #4 was moved and the placement of the CNAs 
during the transfer on 07/24/25. CNA #2 stated she was in front of the resident, guiding the machine, and 
CNA #3 was at the resident's head trying to get the mechanical lift legs to move to get around the recliner. 
CNA #2 stated she had Resident #4 half-reclined while moving her from the bed to the recliner, and when 
she went to put the resident in a sitting position for the recliner, she hit the wrong button and the resident 
started going the other way. Before she realized it, the resident flipped out, and CNA #3 was not able to stop 
the resident from falling. During an interview on 12/11/25 at 8:54 A.M., the Director of Nursing (DON) stated 
she had MDS Nurse #10 assess Resident #4's room after the fall. The sling was still attached, and the 
mechanical lift was working properly. The DON stated she was told the resident did not have her arms in the 
proper position, and that was the only thing that was out of the ordinary, so that was what the facility put as 
the cause of the fall, and she ensured they retrained the staff. The DON stated she had not been told the 
CNA (#2) hit the wrong button, and the fall made more sense after knowing that information. She stated the 
facility did not have any other incidents or accidents involving a Hoyer lift. During another interview on 
12/11/25 at 4:40 P.M., the DON stated if she had known about the CNA pushing the wrong button, she would 
have written the CNA up, done more extensive training with her with a return demonstration, and would still 
have educated the rest of the staff. During an interview on 12/11/25 at 4:32 P.M., MDS Nurse #10 stated she 
went in with the DON to assess the root cause after Resident #4's fall, and remembered the lift was working, 
it was the appropriate sling, and it was still attached to the lift. She stated she could not remember what they 
determined was the root cause. MDS Nurse #10 stated if she had known the CNA (#2) pushed the wrong 
button, they would have implemented different interventions. She stated she would have provided one-to-one 
training with the CNA with return demonstration and then ensured all the other staff were properly educated. 
During an interview on 12/11/25 at 4:15 P.M., the Executive Director (ED) stated she felt Resident #4's fall 
from the mechanical lift was an accident by the information the facility had. She stated the DON and MDS 
Nurse #10 went in and assessed the situation and determined the lift was working properly, they had the 
proper sling, and there were two staff present. The ED stated the statements indicated Resident #4's hands 
were in the wrong position. She stated CNA #2 was very upset by the whole ordeal because she cared for 
her residents so much and did not mean for it to happen, and it was CNA #3's first day so she was freaked 
out. The ED stated she was not aware the wrong button was pushed. She stated CNA #2 was one of the 
facility's best CNAs and was their trainer for the lifts. She stated she was disappointed to hear she did not 
get the whole story about the incident.Review of a facility policy titled, Lifting Machine, Using a Mechanical, 
revised 09/23/19, revealed the purpose of the procedure was to establish the general principles of safe lifting 
using a mechanical lifting device. Included in the steps for the procedure was for staff to test the lift controls, 
place the sling under the resident, visually check the size to ensure it was not too large or too small, slowly 
lift the resident, only lift as high as necessary to complete the transfer, and when the transfer destination was 
reached, slowly lower the resident to the receiving surface.As a result of the deficient practice the facility has 
implemented corrective action as of 08/01/25 as follows:- During an interview on 12/10/25 at 4:46 P.M., the 
DON stated she did an in-service on mechanical lift after the incident in July 2025. She stated she contacted 
the mechanical lift representative, and they sent her a training video that she had all the nursing staff watch. 
She stated the training started on 07/30/25 and went through 08/01/25.- During an interview on 12/11/25 at 
4:15 P.M., the ED stated they did education with the staff after it occurred and it was discussed in Quality 
Assurance Performance Improvement (QAPI), where they determined that they would have a nurse sign off 
on the competencies and not just the CNA trainer. She stated they were monitoring monthly in QAPI, and 
they had not had any further incidents with the mechanical lifts. - After review and verification of the facility's 
corrective actions, including the facility's investigation, staff education, and interviews with staff, the survey 
team determined the facility implemented the above corrective actions beginning on 07/30/25.This deficiency 
represents non-compliance investigated under Master Complaint Number 2680033 and Complaint Number 
2615466.
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