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Based on interview and record review, the facility failed to maintain the safety one of two sampled residents
when a staff member solely operated a mechanical lift to transfer Resident 1 from the bed to a recliner. This
failure resulted in Resident 1 to fall and sustain a hematoma (a closed wound where blood collects and fills a
space) on her head.

Findings:

A review of Intake Information dated 2/10/25 indicated a complaint alleging Resident 1 sustaining a fall as
she was transferred from bed to a chair on 2/9/25.

A review of Resident 1's Face Sheet indicated she was admitted to the facility with diagnoses including
multiple sclerosis (a disease resulting in the damage to the nerves in the brain, spinal cord, and nerves) and
dementia (a general term for loss of memory and other mental abilities severe enough to interfere with daily
life). Resident 1's Progress Notes , dated 2/9/25 , indicated, Resident had a witnessed fall while transferring
to chair. Aide reported that while she was transferring via [product brand] lift to chair, the chair tipped over
and resident fell backwards and hit her head . Further review of Resident 1's notes from the Emergency
Department titled, SNF Admission History and Physical , dated 2/10/25 , indicated, Patient presents with fall .
+ (positive for) head impact . hematoma to the posterior (back of) head .

During an interview on 2/21/25 at 12:16 p.m., Licensed Staff A stated she recalled Resident 1's fall on
2/9/25. Licensed Staff A stated she heard calls for help coming from Resident 1's room. Licensed Staff A
stated she found Resident 1 on a fallen recliner on the floor. Licensed Staff A stated Unlicensed Staff B used
a mechanical lift by herself, to transfer Resident 1 from the bed to the recliner. Licensed Staff A stated
Resident 1's body might have been positioned mostly over the back of the recliner, which caused it to tilt
backwards. Licensed Staff A stated Resident 1 had a bump on her head and was transferred to the
Emergency Department after the fall.
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During an interview on 2/21/25 at 12:23 p.m., with Licensed Staff C translating, Unlicensed Staff B stated she
used a mechanical lift to transfer Resident 1 from the bed to a recliner. Unlicensed Staff B stated she had set
Resident 1 down on the recliner and as she removed the sling from the lift, the back of the chair tipped back
and fell , taking Resident 1 with it. Unlicensed Staff B stated she did not see if the back of chair was
positioned too far back, nor did she expect it to fall backwards. Unlicensed Staff B stated she was alone
when she used the mechanical lift to transfer Resident 1 and added it was a bad decision . Unlicensed Staff
B stated there should have been two staff when using the mechanical lift.

During an interview on 2/21/25 at 12:33 p.m., Unlicensed Staff D stated the mechanical lift was frequently
used in the facility. Unlicensed Staff D stated having two staff present when using the mechanical lift was for
resident safety. Unlicensed Staff D stated there should be two people when using the mechanical lift, with
one acting as a spotter while another operated the machine. Unlicensed Staff D stated the spotter made sure
the resident was positioned correctly on the receiving surface before setting them down.

During an interview on 2/21/25 at 1:03 p.m., the Director of Nursing (DON) stated there should have been
two staff present during a resident transfer when mechanical lifts were used to ensure their safety. The DON
stated it was later identified that the recliner was tilted too far back at the time, and the imbalance caused it
to fall backwards. The DON stated Resident 1's fall was preventable, had a second staff been present in the
room at the time to ensure the safety of the equipment and positioning of Resident 1.

A review of the facility policy titled, Lifting Machine, Using a Mechanical , dated July 2017 , indicated, At least
two (2) nursing assistants are needed to safely move a resident with a mechanical lift . Be mindful of the
resident's position and balance .

A review of the [product brand] manufacturer guideline titled, Transfer from a Bed or Stretcher , dated March
2019, indicated, Make sure the required number of staff members are present . Make sure the patient is
safely positioned before removing the [product brand] and sling from the room .
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