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Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility failed to ensure the residents' environment remained 
free from accident hazards and the residents received adequate supervision and assistance to prevent 
accidents for 1 of 5 residents (Resident #1) reviewed for accidents. The facility failed to provide Resident #1 
with adequate supervision and assistance on 07/10/25 when CNA A began to transfer Resident #1 when 
using a mechanical lift (specialized device designed to safely transfer individuals with limited mobility). CNA 
A was conducting a mechanical lift transfer without the required two (2) staff members and stopped the 
transfer to call for assistance from another staff member while CNA A left Resident #1 suspended in the air 
in the mechanical lift sling. This failure could place all residents who require mechanical lift assistance at risk 
for serious injury and accidents. Findings include: Record review of Resident #1's admission record, dated 
6/23/25, indicated she was an [AGE] year-old female who was admitted to the facility on [DATE]. Resident 
#1 had diagnoses which included dementia (a general name for a decline in cognitive abilities that impacts a 
person's ability to perform everyday activities), anxiety (intense, excessive, and persistent worry and fear 
about everyday situations), hypertension (a long-term medical condition in which the blood pressure in the 
arteries is persistently elevated), osteoarthritis - (a degenerative joint disease that causes the cartilage and 
bone in a joint to break down over time), and diabetes (a group of diseases that result in too much sugar in 
the blood). Review of Resident #1's MDS reflected Resident #1 had a BIM's score of 00 which indicated 
Resident #1 was severely cognitively impaired and had functional limitation impairment on both of her lower 
extremities in range of motion. It also reflected Resident #1 was dependent for transfer from 
chair/bed-to-chair transfer: The ability to transfer to and from a bed to a chair (or wheelchair). (- helper does 
all of the effort. Resident does none of the effort to complete the activity. Or the assistance of 2 or more 
helpers is required for the resident to complete the activity.) Record review of Resident #1's comprehensive 
care plan, dated 1/27/25, indicated she was a high risk for falls and had no safety awareness. Goal: Resident 
#1 would not sustain serious injury through the review date. Interventions included: Hoyer (mechanical lift) 
for transfers.Record review of Resident #1's comprehensive care plan, dated 1/27/25, indicated she had an 
ADL self-care performance deficit r/t dementia and muscle weakness. Goal: Resident #1 would demonstrate 
the appropriate use of adaptive device(s) to increase ability in bed mobility, transfers, eating, dressing, toilet 
use and personal hygiene, through the review date. Interventions included: TRANSFER: The resident 
requires 2 staff participation with transfers and HOYER lift- family aware and educated on need for 2 staff 
Hoyer for transfers and periodically do no use Hoyer lift when they transfer her. Record review of photo 
provided by FM reflected Resident #1 was in the mechanical lift's sling suspended in the air and left 
unattended and CNA A was present in the doorway. In an observation on 07/29/25 at 11:20 AM, Resident #1 
was observed in her room lying in bed. Resident #1 was pleasantly confused, and she did not respond to 
questions. Resident #1 appeared to be clean and was dressed appropriate for the weather. Resident #1 
showed no signs of pain or distress and only mumbled a few unintelligible words. In an interview on 
07/29/2025 at 8:11 AM, the FM stated Resident #1 was left suspended in the air in the sling of the 
mechanical lift by the CNA for 31-32 seconds and there was no injury during the transfer. She stated resident 
had had some bumps, cuts, and bruises with some of the other transfers. She stated she was not aware of 
any other transfers being done with only one staff member present. In an interview on 07/29/25 at 10:57 AM, 
CNA A stated he had worked in the facility for about a year, and he usually worked the 8-5 shift, but he also 
filled in on other shifts when they needed him. He stated he had been in-serviced on abuse and neglect, 
transfers/mechanical lift transfers, and falls/fall prevention. He stated when he transferred a resident with the 
mechanical lift, there must be 2 staff members present the entire time from start to finish. He stated if there 
were not 2 staff member present during the mechanical lift transfer, it could have caused a resident to fall or 
get hurt. He stated the lift could have tilted or anything could have happened. He stated he was not aware of 
any falls from the mechanical lift. He stated he knew he should not ever leave a resident hanging suspended 
in air in the sling of the mechanical lift while he went to go look for help or to do anything else. He stated if a 
resident were left suspended in the air in the sling of the mechanical lift and staff walked away, it could have 
caused the resident to fall, or the lift could have tilted. In an interview on 07/29/25 at 11:10 AM Interview with 
staff CNA B, she stated she had worked in the facility for about 5 years, and she worked the 2-10 shift and 
extra shifts at times. She stated she had been in-serviced regularly on abuse and neglect, 
transfers/mechanical lift transfers, and falls/fall prevention. She stated when she transferred a resident with 
the mechanical lift, there must be 2 staff members present the entire time from start to finish. She stated if 
there were not 2 staff member present during the mechanical lift transfer, it could have caused a resident to 
fall, or anything could have happened and that is why there needed to be 2 people in there during the entire 
process. She stated she was not aware of any falls from the mechanical lift. She stated she would never 
leave a resident hanging suspended in air in the sling of the mechanical lift while she went to look for help or 
to do anything else. She stated she should have never had to look for help because there should have 
always been 2 staff members present when using the lift. She stated if a resident were left suspended in the 
air in the sling of the mechanical lift and staff walked away, it could have caused a resident to fall. In an 
interview on 07/29/25 at 11:31 AM, LVN C stated she had worked in the facility for about 5 years, and she 
worked the 6-2 shift. She stated she had been in-serviced on abuse and neglect, transfers/mechanical lift 
transfers, and falls/fall prevention. She stated when transferring a resident with the mechanical lift, there 
should have always been 2 staff members present the entire time from start to finish. She stated if there 
were not 2 staff members present during the mechanical lift transfer, it could have caused a resident to get 
an injury and it could have kept the resident from being safe. She stated she was not aware of any falls from 
the mechanical lift. She stated she would have never left a resident hanging suspended in air in the sling of 
the mechanical lift while she went to look for help or to do anything else. She stated if a resident were left 
suspended in the air in the sling of the mechanical lift and staff walked away, it could have caused the 
resident to fall out of the lift or get injured and it could have been very bad. In an interview on 07/29/25 at 
11:43 AM, the DON stated staff were in-serviced regularly on abuse and neglect, transfers/mechanical lift 
transfers, and falls/fall prevention. She stated it was her expectation that when transferring a resident with 
the mechanical lift, there was 2 staff members present the entire time from start to finish. She stated if there 
were not 2 staff members present during the mechanical lift transfer, it could have caused resident injury or 
death. She stated it was a resident safety and an employee safety issue. She stated she was not aware of 
any falls from the mechanical lift. She stated it was her expectation that staff never leave a resident hanging 
suspended in air in the sling of the mechanical lift for any reason. She stated if a resident were left 
suspended in the air in the sling of the mechanical lift and staff walked away, it could have causes resident 
injury or death. In an interview on 07/29/25 at 12:02 PM, the ADM stated staff were in-serviced regularly on 
abuse and neglect, transfers/mechanical lift transfers, and falls/fall prevention. He stated it was his 
expectation that when transferring a resident with the mechanical lift, there was 2 staff members present the 
entire time from start to finish. He stated if there were not 2 staff members present during the mechanical lift 
transfer, it could have caused harm to the resident and could have led to a fall. He stated he was not aware 
of any falls from the mechanical lift. He stated it was his expectation that staff never left a resident hanging 
suspended in air in the sling of the mechanical lift for any reason. He stated if a resident were left suspended 
in the air in the sling of the mechanical lift and staff walked away, it could have caused physical or emotional 
harm or distress. In an interview on 07/29/25 at 12:11, LVN D stated she had worked in the facility for about 
8 months, and she worked the 6-2 shift. She stated she was in-serviced regularly on abuse and neglect, 
transfers/mechanical lift transfers, and falls/fall prevention. She stated when transferring a resident with the 
mechanical lift, there must be 2 staff members present the entire time from start to finish. She stated if there 
were not 2 staff members present during the mechanical lift transfer, it could have caused a fall or injury to a 
resident, or a staff member could have been hurt as well. She stated she was not aware of any falls from the 
mechanical lift. She stated she would have never left a resident hanging suspended in air in the sling of the 
mechanical lift while she went to look for help or to do anything else. She stated if a resident were left 
suspended in the air in the sling of the mechanical lift and staff walked away, it could cause harm to the 
resident. In an interview on 07/29/25 at 1:08 PM, the ADM identified CNA A in the picture provided by FM 
and stated CNA A had been trained on mechanical lift transfers and knew he should not have left Resident 
#1 suspended in the air for any amount of time. In an interview on 07/29/2025 at 1:17 PM, CNA A stated it 
was right around dinner time, and he went to get resident up. He stated he put Resident #1 in the mechanical 
lift sling and lifted resident up and realized he could not do it by himself and went to the door opening and 
looked out a yelled for the nurse to come help him. He stated the nurse was at the end of the hall, and he 
went straight back to the resident. He stated Resident #1 was alone for maybe 10 seconds and the nurse 
came in to assist him and they completed the transfer. He stated there were no issues while resident was 
suspended in the air and no injuries occurred from the transfer. He stated he knew he should not have tried 
to transfer the resident by himself, and it was a onetime thing, He stated he was in a hurry, and it was a 
mistake. He stated he had been trained on mechanical lift transfers and it was just a mistake and a spur of 
the moment thing, and he would never do it again. During an attempted phone interview on 07/29/25 at 2:30 
PM, 2:32 PM, 2:41 PM, with LVN F, there was no answer, and the call went directly to voicemail. A voice 
message was left after the 3rd call stating the purpose of call and requesting a return call. During a phone 
interview on 07/30/25 at 12:59 PM, LVN F stated she worked the evening shift on 07/10/25 but she could not 
remember if CNA A had asked her for help with a transfer for Resident #1. Record review of the facility list of 
residents that required transfer by the mechanical reflected Resident #1 was to be transferred by the 
mechanical lift. Record review of undated facility form titled Transferring a resident using a mechanical lift 
reflected: Two staff members are required to assist when using a mechanical lift, three staff members for 
larger residents if care plan requires. Reverse the procedure to return the resident to bed. When raising the 
resident from the chair, ensure that one person guides the feet and legs to ensure the resident does not lean 
forward and one person to protect the head.
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