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Based on record review, interview, and policy review, the provider failed to ensure a thorough investigation 
was completed for one of one sampled resident (3) who fell in her bathroom and sustained a femoral (thigh 
bone) fracture. Findings include: 1. Review of resident 3's electronic medical record (EMR) revealed:*She 
had an unwitnessed fall on 2/9/25 at 6:05 a.m. while she was in the bathroom.*Her 2/9/25 Care Assessments 
indicated:-She self-transferred herself from her wheelchair onto the toilet while in the bathroom.-She had 
stated, I knew I needed to go.-She was standing, trying to pull own pants up at the time of the fall. resident 
acknowledges she knows she was supposed to use her call light for safety reasons. resident stating her right 
knee twisted and there is swelling and warmth to that knee.-Her previous fall risk score was a 2, which 
indicated she was at risk for falls.*Her 7/2/25 care plan indicated:-A safety intervention for a sensor pad (a 
device that alerts when pressure changes occur to indicate movement) under her at all times when she was 
in her chair or bed, as she forgets to use her call light.-She was to be transferred with the assistance of one 
staff member.*Her 2/9/25 hospital records revealed she had a right femoral fracture. Interview on 7/2/25 at 
12:55 p.m. with certified nursing assistant (CNA) G revealed:*The CNAs referred to a cheat sheet that had 
specific information regarding the care needs of residents.*If a resident fell, he would call for a nurse or the 
nurse supervisor if the nurse was not available to let them know.-He would then write a statement of what he 
knew about the fall as part of the investigation regarding that fall. Interview on 7/2/25 at 1:15 p.m. with CNA 
E revealed:*The care needs of residents were reflected in their care plans.*If a resident fell, she would notify 
the nurse and then obtain the resident's vital signs (measurements of basic body functions, such as blood 
pressure, pulse, respirations, and temperature). Interview on 7/3/25 at 9:50 a.m. with assistant director of 
nursing (ADON) C regarding resident 3 revealed:*On 12/31/24, the use of a sensor pad alarm in her chair 
and bed was added to her care plan.*Sensor pad alarms were plugged into the resident's call light port in the 
room and alarmed for staff to know when they got up by themselves.*She confirmed resident 3 fell on 2/9/25 
and fractured her femur. Interview on 7/3/25 at 9:59 a.m. with ADON B regarding resident 3's fall on 2/9/25 
revealed:*Resident 3 had transferred from her wheelchair to the toilet in her bathroom by herself.*She 
activated her call light after she fell.*ADON B confirmed resident 3 had a sensor alarm that was used in her 
chair and her bed.-She stated the sensor alarm was not used in resident 3's wheelchair at that time.*She 
stated the sensor alarms were to be checked by staff routinely that they were working, and that was to be 
documented in the resident's EMR.-There was no place to document where a sensor alarm was located, 
such as on the chair or bed.*Resident 3 had been checked on 30 minutes before her fall on 2/9/25.*She 
stated the provider's investigation for resident 3's fall included:--The sensor alarm documentation was 
reviewed by her and indicated it had been working on 2/8/25 at 9:30 p.m., 2/9/25 at 2:25 a.m., and 30 
minutes before resident 3's fall in the bathroom on 2/9/25 approximately 30 minutes before resident 3's fall.
-She confirmed there was no documentation indicating where resident 3 was during those times indicated.
-Resident 3's sensor alarm pad was checked after her fall and was working at that time.*She had considered 
the cause of the fall was resident 3 having attempted to transfer herself without staff assistance, and it had 
not been investigated further.*She confirmed the investigation of resident 3's 2/9/25 fall had not 
included:-When or how resident 3 had moved herself into her wheelchair to take herself to the bathroom, as 
the sensor pad had not activated.-Statements from staff members who were working at the time of that fall. 
Director of Nursing (DON) A was not available for an interview during the survey. Review of the provider's 
10/2024 LTC (Long Term Care) Falls and Accidents-System Standard Policy revealed:*Policy Statement: To 
provide a systematic approach to fall and accident prevention and monitoring, including identifying and 
evaluating hazards and risk, individualizing approaches to reduce the risk of falls and accidents, and 
monitoring for effectiveness of interventions when necessary.*Definitions: Position change alarms: alerting 
devices intended to monitor a resident's movement. The devices emit an audible signal when the resident 
moves in a certain way. Types of position change alarms include chair and bed sensor pads, bedside 
alarmed mats, alarms clipped to a resident's clothing, seatbelt alarms, and infrared beam motion detectors. 
Position change alarms do not include alarms intended to monitor for unsafe wandering such as door or 
elevator alarms.*Resident falls: The fall must be investigated for cause, and reported in the facility quality 
management system for tracking and monitoring.- Review of individualized, resident-centered interventions, 
including adequate supervision and assistive devices, to reduce individual risks related to hazards in the 
environment must occur. The plan of care must be updated/modified accordingly.*All staff are expected to 
understand the policy and clarify with supervisory staff as needed. Review of the provider's 2/2025 LTC 
Abuse, Neglect, Mistreatment & Misappropriation of Resident Property policy revealed:*Position change 
alarms were defined as: are alerting devices intended to monitor a resident's movement. The devices emit 
an audible signal when the resident moves in certain ways.* The investigation is the process used to dry to 
determine what happened. The designated facility personnel will begin the investigation immediately. A root 
cause investigation and analysis will be completed.-The investigation will include statements from all 
individuals involved .-Environmental considerations: A complete and thorough documentation of the entire 
investigation.- Investigation of injuries of Unknown Origin or Suspicious injuries: must be immediately 
investigated to rule out abuse. Investigation must be thorough, include the resident, ., staff on all shifts that 
could potentially have contact with the resident and thoroughly documented. Injuries of unknown origin or 
suspicious injuries can include, but are not limited to:- The source of the injury was not observed by any 
person.- Factures, sprains, or dislocations unobserved or unexplained.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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Based on South Dakota Department of Health (SD DOH) facility-reported incident (FRI), observation, 
interview, record review, and policy review, the facility failed to ensure the safe use of a mechanical lift (a 
mechanical lift and sling used to lift a person's full body) by not having assessed the resident for the 
appropriate lift sling size to have used for one of one sampled resident (2) who fell from the sling and 
sustained multiple fractures. 1.Review of the provider's 5/15/25 SD DOH FRI revealed:*Certified nursing 
assistant (CNA) E and CNA F were transferring resident 2 from his wheelchair to his bed while using a 
full-body mechanical lift.*Resident 2 fell forward out of the lift sling and landed on his face on the floor.*He 
was bleeding from his chin and mouth and was transferred to the emergency room for evaluation of the 
injuries.-His diagnoses from the hospital included a maxillary (jawbone) comminuted fracture (broken in 
several places) that involved multiple teeth and a chin laceration that required six sutures.*CNA E and CNA 
F had followed his care plan and the facility policy regarding full-body mechanical lift use.*Staff members 
were educated on Hoyer [a brand of full-body mechanical lifts] lift use.*His care plan was updated that 
indicated staff were to use black loops on sling, so resident is in a cradle position vs [versus] a sitting position.
*Staff members were educated on that care plan change. Observation on 7/2/25 at 12:50 p.m. of resident 2 
in his room revealed:*He was lying in bed, with no cover over him.*He was smiling, but did not verbally 
respond when spoken to. Interview on 7/2/25 at 12:55 p.m. with CNA G revealed:*The CNAs were provided 
with a cheat sheet reference that had information regarding the specific care needs of residents listed on it.
-Resident 2's care needs on the cheat sheet included that he needed the assistance of two staff members 
with all of his care.*Resident 2 had recently fallen from a mechanical lift.-The size of the sling used was 
changed for resident 2 after he fell from the mechanical lift.-He was not certain who had made the decision to 
use a different-sized sling for resident 2 after he had fallen from the mechanical lift.*Mechanical lift slings had 
different sizes, they were small, medium, large, extra-large, and bariatric (for individuals who are obese).
-Each resident was to have their own lift sling, kept in their room, and it was a visual cue to staff to use a 
mechanical lift when transferring that resident.*CNAs determined the size of the sling to use with each 
resident.-To determine the size of sling a resident needed, it was held up beside their body.-There was no 
sizing of the slings completed by the nurses that he was aware of. Interview on 7/2/25 at 1:15 p.m. with CNA 
E revealed:*The care needs of residents were to be reflected in their care plans, including the type of 
mechanical lift they were to use.*The size of the slings used with mechanical lifts were color-coded, and the 
sling size code could be found attached to the mechanical lifts.*The size of the sling was to be determined by 
the resident's weight and height, and a nurse was to determine which size sling to use for each resident.-The 
nurse would tell the CNAs what size of sling to use during the report at shift change.-CNAs would also 
verbally inform each other which size sling to use for residents.*She was not certain if the size of the sling 
was included on the resident's care plan for staff to know which size to use.*She was trained when she was 
hired and annually on how to use full-body and sit-to-stand mechanical lifts for resident transfers.-That 
training included where to place the straps of the sling on the lift, and how to determine if the sling fit the 
resident.*Regarding resident 2's fall from the lift on 5/14/25:-She and CNA F were transferring resident 2 
from his wheelchair to his bed that day.-They placed him in the lift sling, and checked to ensure the sling was 
placed appropriately.-She then went to the other side of the lift so she could maneuver it, and pulled the lift, 
with resident 2 in it, away from the chair.-When the lift was moved, resident 2 flipped, went forward and 
landed on his face, it happened so fast. She did not recall if he had moved while he was in the sling, which 
may have caused him to fall.-She stated the sling they used that day was the same one he always used and 
that it was not a usual sling, it was like a hammock, and He came out of the sling, it was a hammock sling.
-He had used that hammock sling since his admission to the facility.*Several nurses came to his room after 
he fell that day, and he was transported to the hospital for evaluation.*The nurses then changed the type of 
sling he used.-She said one of the nurses had stated that resident 2 he was never to have used the 
hammock sling.-She said, We didn't know we weren't supposed to use that [hammock] sling.*After he 
returned from the hospital, a small-sized sling was used for his transfers with the full-body mechanical lift. 
Interview on 7/2/25 at 1:35 p.m. with CNA F revealed:*She would refer to the resident's care plan to find out 
what care needs the resident had.*The type of lift a resident used was to be included in their care plan.-The 
type of sling a resident used with the lift was not always reflected in the resident's care plan.*She would find 
out what type of sling a resident used during the change of shift report, or she would ask a nurse.*At the time 
of resident 2's fall on 5/14/25 he had used a hammock sling, which did not have the straps that hold the 
resident's legs in place.-The sling loops were able to be attached at the top and bottom of the mechanical lift.
-While in the sling, he had sat up, rocked forward, and fallen out of the sling onto the floor.-Although he had 
used the hammock sling since his admission, she stated she had expressed to most of the nurses before 
resident 2 fell from the hammock sling that she felt it was not safe to use for him.*After he fell on 5/14/25, a 
U-shaped sling that was designed to hold a body more secure while using the mechanical lift was used for 
him. Interview on 7/2/25 at 1:46 p.m. with registered nurse (RN) H regarding resident 2's fall on 5/14/25 
revealed:*He fell from the Hoyer sling during a transfer with the full-body mechanical lift.*After he fell, she 
had to suction him as he was bleeding from the mouth.*He was then transferred to the emergency 
department for evaluation.*Director of nursing A and the staffing educator had come to his room to determine 
what happened related to resident 2's fall.-The CNAs said he leaned forward while in the sling and fell to the 
floor.*She stated the sling was shorter than a regular sling, and that it was maybe to be used for a resident 
with an amputation (surgically removed body part).-She confirmed that resident 2 did not have an amputation.
-She stated he sat curled in a ball as he had contractures J(stiffening of muscles, tendons, and/or joints that 
restricts movement).*The therapy department had not assessed him for an appropriate sling size.*The 
hammock sling he had used before that fall was thrown out.-She stated there had been no identified 
concerns regarding resident 2's use of the hammock sling prior to that fall.-He now used a standard Hoyer 
sling with leg straps for safety while using the full-body mechanical lift *The size of the sling to use for each 
resident was to be determined by the nurse, by measuring from the resident's shoulder to below their 
buttocks, and following the manufacturer's instructions for sizing.-The nurse did not document when she 
determined the sling size to use for the residents or how they obtained that size.-She stated the CNAs 
should not determine the size of the sling to use for resident transfers.*The use of mechanical lift education 
and staff competency was provided yearly to nursing staff. Interview on 7/2/25 at 3:55 p.m. with quality and 
infection prevention supervisor I regarding resident 2's fall from the mechanical lift on 5/14/25 revealed:*The 
sling size to use with a mechanical lift for residents was to be determined when they were admitted by:-A 
nurse would assess their activities of daily living and determine if they needed to use a mechanical lift and 
the size of the sling to use with it.-The therapy department could be involved, but was not always involved.
*CNAs were not to change the type or size of sling used for a resident without a nurse having completed an 
assessment to determine which sling was safe for the resident to use.-The assessment was not documented.
-She was unsure if there was a formal assessment form to use for that process.-She stated, It [an 
assessment] probably should be done [documented] and put in the [resident's] care plan. Interview on 7/3/25 
at 9:05 a.m. with assistant director of nursing (ADON) C revealed:*The process for determining the type of lift 
and sling to use for individual residents usually involved therapy staff.*Resident 2 had limitations in his 
functional abilities since birth, therapy had not been involved in the assessment for the type of lift or sling to 
use for him during transfers with the mechanical lift.-The nurse could determine the size of the sling, but did 
not document that information.-She was not aware that CNAs were also determining the size of the slings to 
use for residents.*The type of sling used by resident 2 at the time of his fall on 5/14/25 was a square 
hammock style with no leg straps to secure him.*She was not sure where the hammock sling had come 
from, and after his fall, it was disposed of to ensure it was no longer used as it was not safe for him to use.
-There were no other slings like it in the facility.*She had not been aware of any CNA concerns about the use 
of the hammock sling with resident 2 prior to his fall in May 2025.*Resident 2 did have a history of jerking 
body movements and was active in bed, and he often grabbed at various things.*He had a history of 
seizures. Director of Nursing A was not available for an interview during the survey. Review of the provider's 
10/2024 LTC (Long Term Care) Falls and Accidents-System Standard Policy revealed:*Policy Statement: To 
provide a systematic approach to fall and accident prevention and monitoring, including identifying and 
evaluating hazards and risk, individualizing approaches to reduce the risk of falls and accidents, and 
monitoring for effectiveness of interventions when necessary.*Regarding staff education and Involvement: All 
staff will be educated about and have access to care plans which are individualized for each resident and 
address the potential hazards.*Regarding resident falls: Review of individualized, resident-centered 
interventions, including adequate supervision and assistive devices, to reduce individual risks related to 
hazards in the environment must occur. The plan of care must be updated/modified accordingly.* The 
resident care plan will specifically address any risk factors that provide a benefit, such as use of a side rail or 
mobility device. Review of the provider's 12/2023 Transfer/Lift policy revealed:*Purpose: Provide clear 
consistent process to provide safe resident/patient transfers and allow the resident/patient the highest 
practicable level of independence well still maintain a safe environment for both the residents and staff.
*Mode of transfer will be communicated on each individual resident/patient care plan.*Mode of transfer must 
be safe for not only the resident, but also the staff caring for the resident.*Residents with excessive weight or 
a diagnosis which makes their transfer ability unpredictable may need to use the next level of transfer device 
to maintain a safe environment. This will be determined between the care team and therapy.*Hoyer Lift: 
Utilized for residents unable to utilize other transfer method due to medical/physical condition. Staff can 
utilize safe push/pull manipulation of the lift.*All staff are expected to understand the policy and clarify with 
supervisory staff as needed.
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