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**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 as 
free of accident hazards as was possible and ensure each resident received adequate supervision and 
assistance devices to prevent accidents for one (Resident #1) of three residents reviewed for accidents and 
hazards. The facility failed to ensure CNA A, on 07/30/25, did not transfer Resident #1 from his bed to a 
shower chair without using two people and a mechanical lift. Resident #1 fell and suffered pain to his right 
ankle and behind his right knee. The noncompliance was identified as Past Noncompliance. The Immediate 
Jeopardy (IJ) began on 07/30/25 and ended on 07/30/25. The facility had corrected the noncompliance 
before the survey began.This deficient practice placed residents at risk of pain, injury, and hospitalization. 
Findings included:Review of Resident #1's face sheet dated 08/08/25 reflected a [AGE] year-old male who 
was admitted to the facility on [DATE] and re-admitted on [DATE] with diagnoses including cerebral palsy (a 
group of neurological disorders that primarily affect movement and muscle coordination), other reduced 
mobility (a situation where an individual's ability to move is impaired, but not due to a specific condition), and 
lack of coordination (refers to a condition where a person experiences difficulty with smooth, precise 
movements).Review of Resident #1's care plan revised on 05/21/2025 reflected Resident #1 had an ADL 
self-care deficit related to impaired cognition and decreased mobility with intervention dated 07/30/25 that 
stated Resident #1 required a mechanical lift and assist of 2 staff for transfers. Review of Resident #1's 
Quarterly MDS dated [DATE], reflected a BIMS score of 15 indicating no cognitive impairment. Review of 
nursing notes dated 07/30/2025 by LVN B reflected Resident #1 had a fall in his room when he was being 
assisted by CNA A and slid out of chair. LVN B was notified by CNA A that Resident #1 was lowered to the 
floor in room. CNA A stated that Resident #1 was being transferred to a shower wheelchair and wheels on 
wheelchair would not lock completely and CNA A then lowered Resident #1 to the ground for safety to get 
nurses' help. CNA A and LVN B got Resident #1 onto [mechanical lift] pad and lifted Resident #1 via 
[mechanical lift] onto the shower bed. Resident #1 appeared and/or states to be in pain. Resident #1 
described the pain as Sharp, Location of pain: right ankle Pain relieving intervention used at this time. PRN 
pain medication given and STAT x-ray in place. Resident Statement: The wheels on the chair wouldn't 
locked and CNA A helped me to the floor. MD/NP and RP notified. Review of witness statement by CNA A 
dated 07/30/25 reflected CNA A was going to give [Resident #1] a shower and planned to put him in the 
shower chair. When I was transferring him to the chair the brakes didn't fasten enough and the chair went 
back I assisted him down to the floor and made sure he was ok I went and got my nurse to assist and 
assessed him and we got him back in the shower bed with the [mechanical lift] and give him the shower and 
we put him back in the wheelchair for the day. Review of Resident #1's 07/30/25 radiology results reflected 
no fracture of Resident #1's right ankle. Interview on 08/08/25 at 9:39 am with Resident #1 reflected he fell a 
while ago when he was being transferred to a chair. He said he was sore for several days after he fell. He 
said he asked CNA A why there was not another person in there when she was transferring him from the bed 
to the chair because he said it took two people to transfer him. He said CNA A told him it did not take two 
people to transfer him. Interview on 08/08/25 at 1:40 pm with CNA A reflected she was going to transfer 
Resident #1 from his bed to a shower chair, but the chair went back, and she assisted Resident #1 to the 
floor. She stated Resident #1 did not hit his head. CNA A said Resident #1 was care planned for a 
mechanical lift, which required two people when transferring a resident, and she was in Resident #1's room 
alone transferring him not using the mechanical lift. CNA A said she was transferring him alone because she 
was just going to move him to the shower chair and she could transfer him to the shower chair not using a 
mechanical lift, which required two people. She said she had not previously transferred him alone, she 
always used the mechanical lift but because she was going to transfer him from the bed to shower chair, she 
felt like she could transfer him without using two people and a mechanical lift. CNA A said Resident #1 did 
not ask her why there were not two people transferring him or why she did not use a mechanical lift. She 
stated she was familiar with the Kardex (a documentation system that provides a concise summary of patient 
information, aiding nurses in organizing and referencing patient care details). She said the Kardex gave 
information about the residents' transfer status and included how to transfer Resident #1 when he was going 
to have a shower. She stated she was trained at the facility on how to use a mechanical lift and was told a 
mechanical lift always required two people. CNA A said she thought Resident #1 used a mechanical lift 
because he was obese, and he did not have a lot of control of his legs. She said she made the decision to 
transfer him alone because she was confident she was going to be able to do it and never expected the chair 
to go backwards. She said she was aware that he could have been hurt and she thought it was unsafe to 
transfer Resident #1 on her own. She said knowing the transfer status of the resident was the responsibility 
of everybody who worked with residents, and it was her responsibility to follow information in the Kardex and 
she had full access to the Kardex. CNA A stated she was aware prior to this transfer that Resident #1 
needed a mechanical lift transfer that required two people. She said after Resident #1 went to the floor she 
asked Resident #1 if he was okay then found the nurse and together, CNA A and LVN B, put the mechanical 
lift sling under Resident #1 and picked him up by the mechanical lift. CNA A said she had not transferred any 
other facility residents who used mechanical lifts by herself. Interview on 08/08/25 at 1:40 pm with LVN B 
reflected that on 07/30/25 CNA A was the aide on charge nurse LVN B's assigned hall where Resident #1's 
room was located. LVN B said CNA A called her to Resident #1's room and Resident #1 was on the floor and 
there was a shower chair in the room. LVN B said she did not see a mechanical lift in Resident #1's room 
and no other person was assisting CNA A with transferring Resident #1. LVN B said Resident #1 told her he 
did not hit his head and initially denied he was in pain, but about 30 minutes later Resident #1 complained of 
right ankle pain and Resident #1 said he did not want to go to the hospital. STAT x-rays were ordered and 
reflected no fracturs. A day after the incident Resident #1 complained of the back of his right knee hurting 
and he was successfully treated with Tylenol and bio freeze. LVN B said he might have had some soreness 
from the fall on 07/30/25. LVN B said Resident #1 was care planned for a two-person transfer using a 
mechanical lift. She said there was enough staff at the time of the incident for Resident #1 to have received a 
two-person mechanical lift transfer. LVN B said she was not aware of CNA A not conducting a two-person 
mechanical lift transfer when a resident was care planned for a two-person mechanical lift transfer. LVN B 
said it was the responsibility of CNAs and the charge nurses to ensure residents were transferred 
appropriately according to their care plan. LVN B said there was no reason for CNA A to be in Resident #1's 
room doing a transfer alone without a mechanical lift. The possible negative effects of not having two people 
when using a mechanical lift transfer was the resident could get hurt. LVN B said she did not believe 
Resident #1 sustained a severe physical injury; it was more mental because staff were constantly redirecting 
Resident #1 to let him know that he was okay. LVN B did not witness transfers of other residents in the 
facility who were care planned for mechanical lift transfers that always required two people who were 
transferred using a mechanical lift using one person. Interview on 08/08/25 at 5:16 pm with CNA C reflected 
Resident #1 was to always be transferred by 2 people using a mechanical lift. CNA C said all residents who 
required a transfer using a mechanical lift were a two-person transfer. She said it did not matter if they were 
going to transfer them to a wheelchair or a shower chair, a mechanical lift required two people for the 
transfer. She said it was very unsafe to not have two people when transferring a resident using a mechanical 
lift. She said the resident could be dropped on the floor. She said everyone was responsible for looking at the 
Kardex before transferring a resident to confirm the residents' transfer safety needs. Interview on 08/08/25 at 
5:47 pm with LVN D reflected she was a charge nurse and if a resident used a mechanical lift transfer, they 
required two people for a transfer no exception. She said if staff were working with her, they better get two 
people to do a mechanical lift transfer. She said CNAs had access to the Kardex. She said it was 
everybody's responsibility to make sure the Kardex was followed for safe transfers.Interview on 08/08/25 at 
5:47 pm with the Administer reflected it was the responsibility of everyone, CNAs and nurses, who provided 
care to residents, to know the required transfer needs of all residents. She said CNAs could find resident 
transfer requirements on the Kardex. The Administer stated that when the resident status stated mechanical 
lift was required, two people were required for the transfer using a mechanical lift with no exceptions to that 
rule for the safety of the residents. The negative outcome of not following the resident's care planned 
required transfer status was there could be either major or minor injuries to the resident. The Administer 
stated that CNA A had returned to work but as of 08/12/25, she had not worked in the capacity of a CNA 
after the incident. Interview on 08/08/25 at 6:45 pm with the CN reflected it was the responsibility of the 
person who transferred the resident to know the safe transfer needs of the resident. She stated CNAs could 
locate resident transfer information on the Kardex and they could ask the charge nurse. She said it took two 
people for a safe mechanical lift transfer and there were no exceptions to that requirement. She said if a 
resident was care planned and required a mechanical lift transfer it was for the safety of the resident. She 
said if a resident was care planned and required a mechanical lift transfer it was because they were not able 
to stand. She said all CNAs were trained by the facility to use a mechanical lift when they were hired by the 
facility. Interview on 08/12/25 at 7:00 pm with the Administrator revealed she reviewed facility policies on 
Mechanical Lift Transfers, Abuse and Neglect, Trauma Informed Assessment, and how to use the Kardex 
and trained the MDS Coordinator and former DON on these policies and procedures prior to the MDS 
Coordinator and former DON administering the in-services, skills training, and mechanical lift demonstration 
to the facility staff. Interview on 08/12/25 at 4:25 pm with the MDS Coordinator reflected she administered 50 
- 75 percent of the in-services given to the staff on 07/30/25. The remainder of the staff were in-serviced by 
the former DON. The MDS Coordinator said she and the former DON immediately began in-services to the 
staff after the morning meeting on 07/30/25. The MDS Coordinator said she received her instructions for all 
in-servicing from the former DON and the Administrator. She said staff was in-serviced at a 100 percent 
completion rate on 07/30/25.Observation on 08/12/25 at 3:40 pm of CNA A and RN E who conducted a 
transfer of Resident #2 from her wheelchair to her bed reflected a safe transfer.Interview on 08/12/25 at 3:04 
pm with Resident #5 reflected the staff treated her respectfully. She said two people always assisted when 
she was transferred by a mechanical lift. Interview on 08/12/25 at 3:08 pm with Resident #3 reflected the 
staff treated her respectfully, she felt safe at the facility, and the staff used two people when they used a 
mechanical lift to transfer her. Interview on 08/12/25 at 3:17 pm with Resident #4 reflected she was 
transferred by a mechanical lift and felt safe when staff used a mechanical lift and staff always used two 
people when they transferred her using the mechanical lift. Interview on 08/12/25 at 2:54 pm with Resident 
#6 revealed the staff treated her respectfully and she felt safe at the facility. She said staff used a mechanical 
lift to transfer her, and they always had two people when they used the mechanical lift. She did not have any 
concerns about her care or treatment at the facility. During interviews on 08/12/25 from 4:25 pm - 6:23 pm, 
two RNs, two LVNs, and six CNAs from different shifts all stated they were in-serviced on 07/30/25 on 
Mechanical Lift Transfers, Abuse and Neglect, Trauma Informed Assessment, and how to use the Kardex. 
All staff interviewed stated that if a person was care planned for a mechanical lift transfer, always use a 
mechanical lift to transfer the resident and always have two people to transfer the resident to ensure resident 
safety. All staff interviewed stated they knew where to locate the resident transfer information in the Kardex. 
Review of the facility's self-report to HHSC, dated 07/30/25 reflected the Administrator reported the incident 
with CNA A not using a mechanical lift to transfer Resident#1 as care planned the same day it occurred. 
Record review of CNA A's Employee Disciplinary Report dated 07/30/25 reflected CNA A was placed on 
investigatory suspension pending an investigation into allegations of not following a resident's care plan. 
CNA A would remain on investigatory suspension until the investigation was completed. Record review of 
in-service dated 07/30/25 given by the MDS Coordinator to the nursing and CNA staff on Mechanical Lift 
Transfer Skills Check and demonstration on using a mechanical lift was administered to 100 percent of 
facility nurses and CNAs included training for CNA A.Record review of in-services dated 07/30/25 on Abuse 
and Neglect administered to all facility staff at 100 percent staff completion rate included training for CNA A.
Record review of in-service dated 07/30/25 on Trauma Informed Assessment administered to all facility staff 
at 100 percent completion rate. Record review of in-service dated 07/30/25 on how to use the Kardex located 
in the eMAR was administered to all nurses and CNAs at 100 percent completion including CNA A. Review 
of facility undated Hydraulic Lift Policy reflected the hydraulic lift is a mechanical device used to transfer a 
resident from and to the bed and chair. It is reserved for those who are paralyzed, obese, or too weak to 
transfer without complete assistance. Goals:a. The resident will achieve safe transfer to bed or chair via a 
mechanical lift device.b. The caregiver will demonstrate safe and correct transfer of the resident to the bed or 
chair via the hydraulic lift.The facility has a program to promote and assure safe patient handling for both the 
resident and the employee. The policy includes identification, assessment, and interventions to provide a 
comfortable, safe transfer.
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