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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Based on observation, interview and record review, the facility failed to ensure the resident
environment remained as free of accident hazards as possible for 1 (adjacent hallway to the 300 Hall)
out of 2 hallways reviewed for accidents and hazards.1.The facility failed to ensure that 3 of 3
mechanical lifts on the hallway adjacent to the 300 Hall were locked and secured when not in
use.This failure could place residents, visitors and staff at risk of falls and/or injuries. Findings
Included:Observation of the hallway adjacent to the 300 Hall on 03/29/26 at 4:36 PM revealed 3
unlocked and unsecured mechanical lifts parked on the hallway adjacent to the 300 Hall. Observation
of the hallway adjacent to the 300 Hall on 03/29/26 at 7:01 PM revealed 3 unlocked and unsecured
mechanical lifts parked on the hallway adjacent to the 300 Hall. Observation of the hallway adjacent
to the 300 Hall on 03/30/26 at 3:50 PM revealed 3 unlocked and unsecured mechanical lifts parked on
the hallway adjacent to the 300 Hall.Observation of the hallway adjacent to the 300 Hall on 03/30/26
at 5:26 PM revealed 3 unlocked and unsecured mechanical lifts parked on the hallway adjacent to the
300 Hall. Observation of the hallway adjacent to the 300 Hall on 03/31/26 at 9:33 AM revealed 3
unlocked and unsecured mechanical lifts parked on the hallway adjacent to the 300 Hall.Observation
on 03/31/26 at 9:36 AM revealed that RN A was standing at the Nurses Station on the 300 Hall, which
was located in the front of the hallway adjacent to the 300 Hall.In an interview on 3/31/26 at 9:45 AM
with RN A, she stated that she had been employed at the facility for 2 years. RN A stated that she
was assigned to the 300 Hall. She stated that she was unaware that the 3 mechanical lifts parked in
the hallway adjacent to the 300 Hall in were unlocked and unsecured. RN A stated that she had taken
in-service trainings on mechanical lift safety and storage. RN A stated that she could not recall when
she had previously taken in-service trainings on mechanical lift usage and safety. RN A stated that
mechanical lifts were to be always locked when they were not in use. RN A stated that the 3
mechanical lifts that were observed on the hallway adjacent to the 300 Hall were the only mechanical
lifts she used for residents. She stated that the 3 parked mechanical lifts in the hallway adjacent to
the 300 Hall were stored in the area to charge the mechanical lifts while they were not in use. RN A
stated she typically did not check the parked mechanical lifts to verify if they were locked and
secured. RN A stated that she would now ensure and tell other staff members that the mechanical
lifts on the hallway adjacent to the 300 Hall were always locked. RN A stated that mechanical lifts
should always be locked and secure, such as the hallways when they were not being used. RN A
stated that harm could be caused to anyone when a mechanical lift was unlocked, which included
accidents and falls. She stated that someone could be harmed by having a serious fall with injuries,
such as cuts, bruises and fractures when a mechanical lift was unlocked. In an interview on 3/31/26
at 10:10 AM with CNA B, she stated that she had been employed at the facility for 8 years. CNA B
stated that she was assigned to the 300 Hall. She stated that she was unaware that the 3 mechanical
lifts parked in the hallway adjacent to the 300 Hall in were unlocked and unsecured. CNA B stated that
she had taken in-service trainings on mechanical lift safety and storage. CNA B stated that she did
not remember when she had previously taken in-service trainings on mechanical lift usage and safety.
CNA B stated that mechanical lifts should be locked and secure when they were not in use. She
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stated she would now check the mechanical lifts every time she passed them to ensure that they
were secure and always locked. CNA B stated that if she observed a staff member store the
mechanical lift, she would ask them if they ensured that the parked mechanical lifts were always
locked when they were parked. CNA B stated if a mechanical lift was unlocked, there was a risk of
the mechanical lift rolling. She stated that another risk of having an unlocked and unsecured
mechanical lift on the hall was that someone can grab the mechanical lift and may fall. She stated
that someone could be harmed by an unlocked mechanical lift and may fall and receive broken bones,
fractures, head injury or death. An email was sent to the Administrator on 03/31/26 at 10:49 AM,
requested the facility's policy on accidents and hazards and mechanical lifts.In an interview on
03/31/26 at 11:17 AM with the DON, she stated that she had been employed at the facility for 2 years.
The DON stated that she was unaware that the 3 mechanical lifts parked on the hallway adjacent to
the 300 Hall in were unlocked and unsecured on 3 days (03/29/26, 03/30/26 and 03/31/26). The DON
stated that her expectation was that all mechanical lifts in the building were to be locked when they
were not in use. The DON stated that all staff have been educated and trained on the proper usage
and safety of mechanical lifts, which included always locking at always securing them. The DON
stated that she could not recall when the staff received their last in-service training on mechanical
lifts. She stated that she will reeducate staff with in-service training on mechanical lifts safety and
storage. The DON stated that the in-service training for staff would also include education on
performing routine checks of the mechanical lifts in the building. The DON stated that the 3
mechanical lifts that were observed were parked on the hallway adjacent to the 300 Hall were the
only mechanical lifts used by staff and were parked there to be plugged up while not in use. She
stated that there was a risk to anyone to be injured due to an unlocked and unsecured mechanical lift.
The DON stated that there was potential for harm to anyone who attempted to lift themselves with
the unlocked and unsecured mechanical lift, which could cause injuries, such as broken bones,
fractures and worst-case scenario death. The DON stated that the facility did not have any policies
regarding accidents and hazards.In an interview with the Administrator on 03/31/26 at 12:19 PM, she
stated that the facility did not have a policy for accidents and hazards relating to mechanical lift
safety and storage. Record Review of facility's policy for Total Mechanical Lift, did not provide any
information regarding accidents and hazards relating to mechanical lift safety and storage.
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