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F 0600 Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment,
and neglect by anybody.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few review of facility policy, clinical records, and staff interviews, it was determined that the facility failed to
protect a resident from neglect that resulted in actual harm resulting in a scalp laceration, requiring three
staples for one of three residents reviewed (Resident R35). Findings include: Review of the facility Abuse,
Neglect, mistreatment, and Misappropriation of Resident Property policy dated 11/10/25, revealed neglect
is the failure of the facility, it's employees or service providers to provide goods and services to a resident
that are necessary to avoid physical harm, pain, mental anguish, or emotional distress. Review of the
facility Mechanical Lift, Use Of policy dated 11/10/25, revealed the facility wants to ensure that the residents
are cared for safely while maintaining a safe work environment for employees. Nursing staff members will
assess each resident prior to transferring them to determine the safest way to accomplish the transfers. It is
imperative that all transfers involving the mechanical lift are to be handled with two nursing staff members
present. Review of Resident R35's admission record indicated resident was admitted to the facility on
[DATE], with diagnoses of Non-Alzheimer's Dementia (the loss of cognitive functioning, thinking,
remembering, and reasoning, to such an extent that it interferes with a person's daily life and activities),
depression, and muscle weakness. Review of Resident R35's care plan dated 12/19/22, revealed the
resident required a full body lift assist of two persons for transfers. Review of the Minimum Data Set
assessment (MDS- periodic assessment of resident care needs) dated 6/6/25, revealed the diagnoses
were current. Section GG: Functional Abilities, Section GG0170 indicated Resident R35 was dependent on
staff for bed to chair transfers. Review of Resident R35's progress note dated 8/20/25, revealed Resident
R35 slipped out of lift pad and onto floor. The resident was laying on their back on the floor; bleeding was
observed from the back of head. The physician was notified and the resident was transferred to the hospital
for evaluation. Review of Resident R35's hospital records dated 8/20/25, revealed Resident R35 sustained
scalp laceration following a fall. Resident R35 required three staples. Review of Nurse Aide (NA) Employee
E3's witness statement dated 8/20/25, revealed NA Employee E3 walked into Resident R35's room looking
for help with a transfer for another resident. NA Employee E1 had Resident R35 in the Hoyer lift and out of
her wheelchair. Resident R35 was not hooked up properly in the lift. The straps were not all hooked to the
lift, and Resident R35 was leaning forward with the upper straps around her neck and shoulders. While NA
Employee E3 was trying to get Resident R35 to the bed, NA Employee E1 was watching me and not
helping me and Resident R35 fell out of the sling and onto the floor. Review of Registered Nurse (RN)
Employee E4's witness statement dated 8/20/25, revealed the resident was observed on the floor, lying on
back. It was revealed resident slid out of lift pad during lift and landed on floor. Bleeding noted on floor from
back of resident's head. Physician was notified and the resident was sent to hospital for further evaluation.
Review of report submitted on 8/21/25, revealed Resident R35 was transferred to the hospital
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Level of Harm - Actual harm

Residents Affected - Few

following an injury during a transfer. NA Employee E1 initially hooked the resident up to a whole-body lift,
she lifted the resident up from chair with lift and started to move from wheelchair to bed. NA Employee E3
entered the room to help move her, but sling was not on right and they both tried to help move her to the
bed fast, but she slid through the lift to floor. The resident returned back to the facility with three staples to
back of head. Review of NA Employee E2's witness statement dated 8/21/25, revealed on Monday, 8/18/25,
NA Employee E1 was observed coming out of Resident R35's room around 8:30 p.m. by herself pushing
the full body lift. NA Employee E2 asked NA Employee E1 if she put Resident R35 in bed by herself and
she said no. NA Employee E2 said Ok good because you must always be two people for the lift. Review of
NA Employee E1's witness statement dated 8/22/25, indicated while in the process of putting Resident R35
to bed, it was noticed the resident was going to fall on the side. Resident R35 fell out of the side of the sling
onto the floor Review of the facility incident report dated 8/31/25, revealed on 8/20/25, at 9:15 p.m., NA
Employee E1 transferred Resident R35 from high back wheelchair to bed, and the resident slid out of lift
pad and fell onto floor. NA Employee E1 should have double checked lift was on properly. The resident
returned back to the facility with three staples to the back of head. During an interview on 1/20/26, at 1:20
p.m. NA Employee E2 stated a few days before Resident R35 was injured on 8/20/25, NA Employee E1
was observed coming out of the room with the lift and asked her if she transferred the resident by herself.
NA Employee E2 informed NA Employee E1 to ensure two people assist with the lift at all times. NA
Employee E2 stated then on 8/20/25, NA Employee E3 walked into Resident R35's room, and the resident
was in the air, and the sling only had two rings attached instead of three. During an interview on 1/20/26, at
1:22 p.m. the Director of Nursing revealed NA Employee E1 was terminated after the incident involving
Resident R35. During an interview on 1/20/26, at 1:41 p.m. RN Employee E4 stated she recalls Resident
R35, and in order to transfer her from out of bed to wheelchair, a lift must be used, and two people must be
used. Someone can hook up, but we always double check, never transfer without lifting. It was revealed on
that particular day, NA Employee E1 hooked Resident R35 to the Hoyer lift to transfer her from her
wheelchair to bed and was transferring her by herself. The resident fell out of lift pad onto floor. It was
revealed the resident required three staples to her scalp. During an interview on 1/20/26, at 2:20 p.m. NA
Employee E3 stated | needed assistance from another aide, and when | entered into Resident R35's room,
| found the resident was already out of the chair, in the air. NA Employee E3 indicated the resident's lift pad
wasn't properly hooked up by NA Employee E1. There was not a middle hook attached. Resident R35 was
bent forward, and there was no safe way to put her back in the chair. When NA, Employee E3 attempted to
transfer the resident in the bed, the resident fell out and fell on their head. It was indicated NA Employee E1
was near the head of the resident. Review of NA Employee E1's personnel file on 1/22/26, revealed a hire
date of 7/7/25, and NA, Employee E1 received NA training and competencies for activity of daily living
training, mechanical lift and safety, and transferring residents using a mechanical lift on 7/7/25. During an
interview on 1/22/26, at 10:04 a.m. the Director of Nursing confirmed the facility failed to protect a resident
from neglect that resulted in actual harm resulting in a scalp laceration, requiring three staples for one of
three residents reviewed (Resident R35). 28 Pa. Code 201.14(a) Responsibility of licensee. 28 Pa. Code
201.18(b)(1)(e)(1) Management. 28 Pa. Code 201.20(b)(1) Staff Development. 28 Pa. Code 201.29(a)
Resident rights. 28 Pa. Code 211.10(c) Resident care policies 28 Pa. Code 211.11(d) Resident care plan.
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