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STATEMENT OF LICENSURE VIOLATONS:

300.610a)
300.1210b)
300.1210d)6)

Section 300.610 Resident Care Policies 

a)  The facility shall have written policies and 
procedures governing all services provided by the 
facility.  The written policies and procedures shall 
be formulated by a Resident Care Policy 
Committee consisting of at least the 
administrator, the advisory physician or the 
medical advisory committee, and representatives 
of nursing and other services in the facility.  The 
policies shall comply with the Act and this Part.  
The written policies shall be followed in operating 
the facility and shall be reviewed at least annually 
by this committee, documented by written, signed 
and dated minutes of the meeting.  

Section 300.1210 General Requirements for 
Nursing and Personal Care 

b) The facility shall provide the necessary care 
and services to attain or maintain the highest 
practicable physical, mental, and psychological 
well-being of the resident, in accordance with 
each resident's comprehensive resident care 
plan. Adequate and properly supervised nursing 
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care and personal care shall be provided to each 
resident to meet the total nursing and personal 
care needs of the resident. 
d)Pursuant to subsection (a), general nursing 
care shall include, at a minimum, the following 
and shall be practiced on a 24-hour, 
seven-day-a-week basis: 
            6) All necessary precautions shall be 
taken to assure that the residents' environment 
remains as free of accident hazards as possible.  
All nursing personnel shall evaluate residents to 
see that each resident receives adequate 
supervision and assistance to prevent accidents. 
 

THESE REQUIREMENTS WERE NOT MET 
EVIDENCED BY:

Based on the interview and record review, the 
facility failed to provide safe and effective 
supervision during a total body mechanical lift 
transfer to prevent a traumatic fall. This failure 
resulted in R1 falling from R1's transfer sling, 
striking R1's head on an adjacent bedside table, 
and landing on the floor, resulting in a collarbone 
fracture and scalp laceration requiring emergency 
medical treatment at the hospital. R1 is one of 
three residents reviewed for accidents in the 
sample of three.  

Findings include:

R1's medical diagnosis list dated 2/6/25 
documents R1's diagnoses include: Neuropathy, 
Left Knee Pain, Hyperlipidemia, Arthritis, Anxiety, 
and Depression.

R1's Minimum Data Set (MDS) dated 2/10/2025 
documents R1 has severely impaired cognition 
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and is totally dependent on staff for transfers.

On 2/10/2025 at 09:50 AM, V4 Certified Nursing 
Assistant (CNA) and V5 Certified Nursing 
Assistant reported R1's transfer "is supposed to 
be" completed by two staff members using the 
total body mechanical lift.  

On 2/10/25 at 12:13 PM V8 CNA stated that (on 
1/5/25) V8 was behind the total body mechanical 
lift, using the remote and lifted R1 from the bed 
while V7 CNA was at R1's wheelchair, and V8 
began moving R1 from over the bed to towards 
the wheelchair. V8 stated V8 heard a click, the 
left clip of the sling near the left shoulder came 
undone, and R1 fell from the sling, landing on the 
floor. V8 stated R1 yelled in pain, and V8 went to 
get the nurse. V8 stated no staff was near or 
supporting R1 while V8 was moving the lift. 

The facility incident report dated 1/13/2025 
documents V7/V8 (Certified Nurse Aides) were 
providing a total body mechanical lift transfer for 
R1 on 1/5/2025 from the bed to the wheelchair. 
The same report documents V8 moved the total 
body mechanical lift after lifting R1 from the bed 
while V7 was adjusting the wheelchair, and the 
securing clip from the sling to the lift came 
undone, causing R1 to fall onto the floor and R1 
was sent to the hospital emergency department 
for evaluation and treatment. The report does not 
document any other staff were present during 
V7/V8's transfer of R1 on 1/5/2025.

The hospital report dated 1/5/2025 documents 
that facility staff reported R1 had a fall from the 
total body mechanical lift on 1/5/2025. The same 
record documents R1 sustained a left clavicle 
(collarbone) fracture and scalp laceration 
requiring staples as a result of the fall. The report 
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documents R1 complained of pain while in the 
emergency department and received narcotic 
pain medication.   

The facility incident investigation dated 
1/5/2025-1/13/2025 documents a signed witness 
statement from V7 (Certified Nurse Aide) 
describing R1's fall on 1/5/2025. V7's statement 
documents R1 was in the sling attached to the 
total body mechanical lift when V7 was behind 
R1's wheelchair adjusting linens, and R1 
attempted to position R1's self after V8 moved R1 
from over the bed and R1 fell from the lift onto 
R1's left side on the floor and was yelling in pain. 
V7 reportedly instructed for V8 to get the nurse.
 
The facility incident investigation dated 
1/5/2025-1/13/2025 documents a signed witness 
statement from V8 (Certified Nurse Aide) 
describing R1's fall on 1/5/2025. V8's statement 
documents R1 was in the sling attached to the 
total body mechanical lift when V8 moved R1 
away from the bed and R1 adjusted R1's self. V8 
documents hearing a click, and R1 fell from the 
sling. V8 documents are going to get the nurse 
after the fall. 

The report dated 1/5/25 documents V11 Licensed 
Practical Nurse being called to the room per 
CNA. The report documents R1 laying on the 
floor on his stomach, with bleeding noted from 
the left side of R1's head. The report documents 
R1 complained of pain to the left hand which he 
was laying on. The report documents R1 was 
being transferred per mechanical lift, and R1 was 
unable to give a description of the incident due to 
pain. The report documents R1 complained of left 
hand/arm pain and an ambulance was called to 
transport R1 to the hospital.    
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The facility In-Service attendance roster dated 
1/6/2025 documents facility nursing staff received 
training to use two staff for total body mechanical 
lift and procedures.

On 2/10/25 at 1:28PM V9 Restorative CNA 
provided a document that states all new hires are 
trained immediately upon hire that two staff assist 
with all lift transfers. One staff to manage the lift 
and one staff to support the resident hands on. 

On 2/6/25 at 09:45 AM V1 Administrator provided 
a policy titled Lift Machine, Using a Mechanical 
dated 2001, with revision dates 2017 and 1/2025. 
Line One documents that at least two trained staff 
are needed to safely move a resident with a 
mechanical lift. Line Twelve documents to gently 
support the resident as she/he is moved. (A)
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