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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
review of facility policy, observations, and interviews, the facility failed to maintain resident safety from 
potential harm for 1 of 1 residents reviewed. Specifically, a staff member did not follow facility policy 
regarding a Hoyer lift transfer, resulting in Resident (R)9 falling to the floor.Findings Include:A review of the 
facility policy titled Clinical Procedure: Transfers with Mechanical Lift, with no revision date, revealed At least 
two staff members are needed to operate a mechanical lift. Raise the lift until it can safely go over the 
person. Position the lift over the person. Open the spreader bar so the legs are in the widest position. Lock 
the wheels on the legs. Lower the lift until it is just over the person. Attach the straps on the sling to the lift 
with the hook facing away from the person. Cross the person's arms. Raise the lift high enough that the 
person and sling are no longer touching the surface. One person moves the lift while the other person 
supports the individual's legs. Position the lift so the person's back is toward the back of the receiving chair 
or wheelchair. One person lowers the individual slowly into the chair while the other person guides the 
individual into the chair for proper body alignment. Unhook the sling from the lift. Raise the lift and remove it 
from the area. Remove the sling from under the person. After the procedure: Document the procedure and 
results per your organization's policy. Notify the provider of any abnormal findings. A review of R9's Face 
Sheet revealed that R9 was admitted to the facility on [DATE] at 02:40 PM with diagnoses to include, but not 
limited to, cerebrovascular disease, muscle weakness, restless legs syndrome, edema and other lack of 
coordination.A review of R9's Quarterly Minimum Data Set (MDS) with an Assessment Reference Date 
(ARD) of 08/06/2025, revealed a Brief Interview for Mental Status (BIMS) score of 14 out of 15, indicating 
she was cognitively intact. Further review of R9's MDS showed that she is dependent for transfers, including 
chair/bed-to-chair and tub/shower transfers.A review of R9's Care Plan revealed Resident at risk for falls 
related to impaired mobility and side effect of medication - needs full body lift for transfer. 9/5/25- fall. Goal: 
R9 will not sustain an injury related to falling through the next review. Approach: Assist for transfers using 
full-body mechanical lift once sufficient staff is obtained. Start Date: 02/04/2024A review of R9's Progress 
note dated 09/06/2025 at 01:58 AM states: Resident resting at present, no distress or complaints related to 
post fall. Neurological status at resident's baseline. Denies pain or discomfort.A review of R9's Progress note 
dated 09/08/2025 08:25 AM states, 09/05/25, 1015 - During AM med pass, writer entered room. Observed 
resident on floor within Hoyer lift net sling, slings attached to Hoyer lift, and wheelchair adjacent to resident. 
Assigned nurse aide stated the brakes on the wheelchair failed to engage, and caused the lift to lose 
balance. Nurse assessed pt, no change in ROM observed, no change in orientation noted, resident able to 
track finger, verbally responsive to commands. Assigned nurse aide denied head involvement upon 
observation of fall. Resident reported mild pain to buttocks, administered PRN Acetaminophen. No new 
affected skin areas observed from fall. Neuro checks in progress, no change in baseline. Resident socializing 
with other residents in activity room. Writer attempted to reach RP sister, no answer. Provider made aware. 
Plan of care ongoing.A review of R9's post-fall observation report dated 09/06/2025 revealed, Witnessed fall, 
during transfer to chair. Resident location prior to fall- in bed. Potential factors could have contributed to the 
fall, not using a 2-person transfer. Measures to be taken to prevent further falls- Staff education. Due to 
positive COVID-19 status, observation and interview was unable to be conducted with R9 on 12/03/2025.
Attempts were made to contact R9's Responsible Party (RP) via phone on 12/03/2025 at 1:00 and 1:19 PM- 
Unsuccessful both times, and a detailed message was left for a return call.An interview with Certified Nursing 
Aide (CNA)1 on 12/03/25 at 12:45 PM via phone revealed that on Friday, September 5th, she was doing 
rounds and making her way to Rooms 117 A & B. She stated she provided a brief change to R9's roommate 
first because she knew R9 would take longer. CNA1 stated that R9 requires a Hoyer lift for transfers, which 
requires two people to assist. She reported that although there were other CNAs working on the floor, none 
were available to help her transfer R9 from the bed to the chair. CNA1 stated she cleaned R9, got her 
dressed, and was on her way to grab the lift. When she was in the process of using the lift, she noticed that a 
wheel on the lift got stuck and that R9's arm was out of the sling. CNA1 stated that the Hoyer lift was 
approximately at her stomach/hip level from what she could recall. She stated that as soon as she noticed 
the issue, she stopped to reposition everything, and that is when R9 dropped to the ground, landing on her 
bottom. CNA1 stated that R9 did not hit her head and did not have any injuries that she could recall. She 
stated that other staff heard a loud noise and came into the room to assist her and R9. CNA1 reported that 
the nurse on duty entered the room, obtained R9's vital signs, assessed her, and assisted in getting her into 
her wheelchair. R9 then continued with her day. CNA1 stated that she spoke with the nurse, who informed 
her he would document the incident, and that they kept tabs on R9's vital signs for the remainder of the day. 
CNA1 stated that at the end of her shift, she checked on R9, who reported that her bottom was sore but 
denied pain. CNA1 also stated that she is no longer employed with the facility following this incident. CNA1 
stated that prior to this incident, she had completed her annual competency, which included how to use a lift, 
and she had been successfully signed off on it.An interview with Licensed Practical Nurse (LPN)1 on 
12/03/25 at 12:46 PM revealed that she recalls the incident involving R9 and CNA1. LPN1 stated, On 
09/05/25, she was standing at the medication cart at the nurse's station with LPN2 as he was preparing 
medications to administer. They heard screams for help coming from R9's room. A few CNAs (CNA3 and 
CNA4) proceeded to the room along with LPN1 and LPN2. Upon arriving, LPN1 witnessed R9 on the floor on 
her buttocks and CNA1 at her side. LPN2 did not stay to assist, as he was headed to finish administering 
morning/afternoon medications to other residents. LPN1 stayed to assist and noticed that the wheelchair was 
stuck on the Hoyer lift, but the lift itself was in an upright position. LPN1 asked R9 if she had hit her head, 
and R9 replied no. LPN1 also asked if she was hurting anywhere, and R9 stated, my a**, I fell on my a**. 
LPN1 stated they were able to free the wheelchair from the Hoyer lift. She assisted CNAs 1, 2, and 4 with 
carefully maneuvering R9 from the floor to her wheelchair using the Hoyer lift. After securing R9 in her 
wheelchair, LPN1 obtained a set of vital signs, as LPN2 had requested. After obtaining her vitals, LPN1 
stated that she watched R9 apply her lipstick and wheel herself down the hallway. LPN1 then provided the 
obtained vital signs to LPN2. LPN1 stated that when she first entered the room, CNA1 was the only aide 
operating the lift, which contributed to the fall. LPN1 stated that following this event, the facility conducted an 
in-service related to Hoyer lifts and transfers.An interview with CNA4 on 12/03/25 at 1:10 PM revealed that 
she is familiar with R9 and stated that on 09/05/25, she was on her way to get the Hoyer lift from R9's room. 
While on the way, CNA4 stated she heard loud booming noises. The nurses at the nurse's station also heard 
the noise, and all of them ran to R9's room. CNA4 stated that she saw R9 on the floor, still hooked up to the 
Hoyer pad on the lift, lying on her back. The Hoyer lift was on R9, with one of its legs resting on her 
chest/stomach, and the wheelchair was tilted on the Hoyer lift. LPN1 and LPN2 asked CNA4 to assist with 
removing the lift from the resident, while CNA1 stood and watched. LPN2 instructed them to place R9 back 
in her wheelchair instead of returning her to bed. CNA4 stated that there was no other aide in the room 
assisting CNA1, and she did not recall CNA1 asking her for help. From what she observed, R9 did not have 
any injuries.An interview with LPN2 on 12/03/25 at 1:39 PM revealed that he remembers the encounter on 
09/05/2025 with R9. He stated that he was R9's nurse that day. LPN2 stated that he did not witness the 
incident; however, he heard a loud clash while in the middle of medication pass. He immediately locked the 
cart and rushed into R9's room, where he found her on the floor, still strapped to the Hoyer lift. Other staff 
arrived around the same time. LPN2 stated that CNA1 did not have anyone assisting her at the time of the 
incident. R9 was assessed and had no open areas, nor any signs or symptoms of injury or pain. LPN2 stated 
that he monitored the resident for the remainder of his shift. R9 complained of soreness but denied any pain. 
LPN2 stated that the occurrence occurred during the weekend, when the Administrator and the DON were 
not in the building. He reported that he called the DON to inform her of R9 having a fall but did not provide 
details about the Hoyer lift or that CNA1 admitted to using the lift alone. LPN2 stated that he takes full 
accountability for the oversight, attributing it to being distracted during medication pass. LPN2 stated that the 
following week, when the investigation was initiated, he was terminated due to this incident.A review of the 
Termination Record of Partner Corrective Action Form dated 09/10/2025 for Certified Nursing Assistant 
(CNA)1 states, Serious Rule Violation- During the course of investigation for a fall, partner was identified as 
the CNA completing a transfer with a resident. The investigation showed that the CNA was utilizing a hoyer 
lift alone. Partner admitted this to the nurse on duty. Partner confirmed with the DHS that she was alone with 
the hoyer lift. 5 CNAs and 3 nurses were currently on the unit. There is never a reason to violate policy and 
multiple staff were available to assist. Partner signed off on most recent skills fair including hoyer lifts and 
transfers on 08/29/2025. For the safety of all residents, partners are expected to comply with policy. The 
partner has been terminated from [NAME] Health North [NAME]. A review of the Termination Record of 
Partner Corrective Action Form dated 09/10/2025 for Licensed Practical Nurse (LPN)2 states, Serious Rule 
Violation-During the course of investigation for a fall, the partner was the nurse on duty. He was alerted to 
the fall when he heard the clatter in the room. CNA admitted to him that she was using the Hoyer lift alone. 
The partner failed to send the CNA home when the policy violation was realized. Partner monitored CNA to 
make sure she was following policy the rest of the shift. The partner has been terminated from [NAME] 
Health North [NAME].An interview with the Facility Administrator (FA) on 12/03/25 at 4:27 PM, in the 
presence of the Director of Health Services (DHS), revealed that the FA is responsible for the submission of 
reportables, and the DHS assists with investigating the clinical aspects. The FA stated that DHS and she 
received a phone call from LPN2 on 09/05/25, reporting that R9 had a witnessed fall, there were no injuries, 
and the resident did not complain of pain or discomfort. Over the weekend, new staff, as well as R9's 
roommate at the time, commented to the new nurse and CNAs on duty about the incident on 09/05/25. The 
FA stated that this resulted in numerous calls and texts reporting that the fall occurred because CNA1 did not 
follow facility protocol with the Hoyer lift. The FA stated that DHS reached out to LPN2 and CNA1 on Sunday 
to schedule a meeting for the following Monday. LPN2 attended the meeting, but CNA1 did not show up. 
During the meeting, DHS discussed documentation with LPN2, who was forthcoming about withholding 
information. He admitted that he had observed only one aide operating the lift, did not question the fall, and 
allowed CNA1 to continue working. Following this, LPN2 was terminated. Regarding CNA1, the FA stated 
that she submitted her resignation letter via email; she was scheduled to come to the facility that day. The FA 
stated that clinical staff are educated on resident transfers at the time of hire and at least annually. 
Equipment is maintained with a preventative maintenance schedule, including regular inspections by the 
company that provides the lifts, and were reassessed by facility maintenance following the event, with no 
issues noted. The FA also stated that CNA1 had completed her annual training the month prior, which 
included instruction on the use of mechanical lifts. Audits were conducted on transfer status for all residents, 
and all clinical staff were re-educated on transfer policy. This event was also discussed in QAPI meeting in 
September 2025. Some follow up actions included having all staff demonstrate how to use the lifts, and 
periodic review on lifts to ensure no deviation from policy. The CNA who executed the transfer in question 
was terminated for failure to follow facility policy. Lastly, the FA and DHS stated that their expectation of all 
clinical staff is to follow facility policy and to ensure that all resident transfers are conducted safely and in 
accordance with established procedures at all times.
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