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F 000 INITIAL COMMENTS F 000

 The State Agency (SA) conducted three (3) 

Complaint Investigations (CI, MS #26829,  CI MS 

#26912, and CI MS #27169), at the facility on 

11/25/24.  During the survey, the SA determined 

the facility was not in compliance with the 

requirements for participation in Medicare and 

Medicaid.  CI MS #26829 was a Facility Reported 

Incident (FRI) and CI MS #26912 was a 

complaint, regarding a resident fall during a 

mechanical lift transfer and F689 and F656 were 

cited related to these CI's.  CI MS #27169 was 

investigated regarding a resident's plan of care 

and there were no deficiencies related to the 

complaint.  

The facility had a census of 76 and was licensed 

for 120 beds.

 

F 656 Develop/Implement Comprehensive Care Plan

CFR(s): 483.21(b)(1)(3)

§483.21(b) Comprehensive Care Plans

§483.21(b)(1) The facility must develop and 

implement a comprehensive person-centered 

care plan for each resident, consistent with the 

resident rights set forth at §483.10(c)(2) and 

§483.10(c)(3), that includes measurable 

objectives and timeframes to meet a resident's 

medical, nursing, and mental and psychosocial 

needs that are identified in the comprehensive 

assessment. The comprehensive care plan must 

describe the following -

(i) The services that are to be furnished to attain 

or maintain the resident's highest practicable 

physical, mental, and psychosocial well-being as 

required under §483.24, §483.25 or §483.40; and

(ii) Any services that would otherwise be required 

under §483.24, §483.25 or §483.40 but are not 

F 656 12/21/24
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F 656 Continued From page 1 F 656

provided due to the resident's exercise of rights 

under §483.10, including the right to refuse 

treatment under §483.10(c)(6).

(iii) Any specialized services or specialized 

rehabilitative services the nursing facility will 

provide as a result of PASARR 

recommendations. If a facility disagrees with the 

findings of the PASARR, it must indicate its 

rationale in the resident's medical record.

(iv)In consultation with the resident and the 

resident's representative(s)-

(A) The resident's goals for admission and 

desired outcomes.

(B) The resident's preference and potential for 

future discharge. Facilities must document 

whether the resident's desire to return to the 

community was assessed and any referrals to 

local contact agencies and/or other appropriate 

entities, for this purpose.

(C) Discharge plans in the comprehensive care 

plan, as appropriate, in accordance with the 

requirements set forth in paragraph (c) of this 

section.

§483.21(b)(3) The services provided or arranged 

by the facility, as outlined by the comprehensive 

care plan, must-

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, staff interview, record 

review, facility investigation review, and facility 

policy review, the facility failed to implement 

comprehensive care plan interventions related to 

resident transfers when a Certified Nurse Aide 

(CNA) transferred a resident without assistance, 

using the incorrect sling size, which resulted in 

the resident falling during the transfer, receiving a 

fracture and head laceration for one (1) of four (4) 

care plans reviewed. Resident #1

 " Resident #1 was sent to the 

Emergency Room on 10/21/2024 where 

she received sutures for her forehead and 

surgery for displaced femoral fracture. 

Resident #1 returned back to facility per 

family request.  Resident #1�s careplan 

was updated by the Minimum Data Set 

(MDS) Nurse on 10/25/2024. 

" All Residents have the potential to be 

affected by the deficient practice. 
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F 656 Continued From page 2 F 656

Findings include:

A record review of the facility's policy "Using the 

are Plan" with revised date of 8/2/22 revealed, 

"Policy Statement The care plan shall be used in 

developing the resident's daily care routines and 

will be available to staff personnel who have 

responsibility for providing care or services to the 

resident  ... Policy Interpretation and 

Implementation  ... 2.  ... uses the care plan to 

direct care provided by the CNAs and nurses 

daily..."

A record review of Resident #1's Comprehensive 

Care Plan revealed a care plan "Focus: The 

resident has an ADL (Activities of Daily Living) 

self-care performance deficit ...Interventions/Task 

...Transferring Vander total lift x 2, large sling, 

NON weight bearing.  Care plan was initiated on 

10/20/22 and revised on 10/25/24 to include 

non-weight bearing. 

A record review of Resident #1's "Investigative 

Summary-Final Report," dated 10/21/2024, 

revealed "(Proper name of CNA #1) operated lift 

alone without verifying resident sling size. She 

used a small sling which contributed to (Proper 

name of Resident #1) incident ..." 

A record review of written statement from 

Licensed Practical Nurse (LPN)#1 on 10/20/24, 

revealed, " ... CNA was standing in the doorway 

of room, called out for a nurse, when I entered 

the room, I saw (proper name) lift with lift pad on 

it up in the air, resident was lying on her right side 

face down with blood coming from the right side 

of her head  ... CNA stated, "I put her on the 

(proper name) lift by myself, I had no one to help 

" All Nursing staff were inserviced 

beginning 11/26/2024 by Administrator, 

Director of Nursing (DON), and 

Registered Nurse (RN) supervisor on 

sling identity and Kardex verification 

before use, proper use of lift, abuse and 

neglect and following resident care plan. 

An audit was completed by the Minimum 

Data Set (MDS) Nurse on 11/29/2024 to 

ensure the Kardex and careplan matched 

the Transfer evaluation. 

" The RN Supervisors will audit and 

observe the transfer for 3 residents 

requiring a total lift to transfer per shift per 

day for 4 weeks beginning 11/27/2024, 

then 1 resident per shift per day for 8 

weeks.  These audits will ensure that the 

careplan is being followed related to 

transfer status and proper technique is 

used during transfers.  The audits will be 

reviewed in the Quality Assessment and 

Assurance Committee meeting monthly x 

3, beginning 12/20/24 to ensure sustained 

compliance.
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F 656 Continued From page 3 F 656

me!"  ..."

A record review of CNA #1's written statement, 

dated 10/25/2024, revealed that CNA #1 admitted 

to transferring Resident #1 without assistance. 

She stated she used the sling already attached to 

the lift and did not check the Kardex for the 

required sling size. She also acknowledged 

asking another staff member for help, but no one 

came to help. The witness statement further 

revealed "I (CNA #1) operated the lift and (Proper 

name of Resident #1) fell-hit her head."

A record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

10/20/2022 with diagnoses including Hemiplegia 

and Hemiparesis Following Cerebral Infarction 

Affecting the Left Non-Dominant Side.  

During an observation on 11/25/2024 at 8:15 AM, 

Resident #1, she recalled only one person was 

present during the transfer. She stated she kept 

telling CNA #1, "Something's not right." She 

became emotional while recalling the incident, 

describing severe pain and a subsequent hospital 

stay. Resident #1 stated she wanted to stay up in 

her wheelchair until after lunch and would be 

assisted back to bed at that time.  There was a 

mechanical lift sling underneath her that had a 

red trim.

On 11/25/24 at 10:30 AM, during an interview with 

the Licensed Practical Nurse (LPN) #2, she 

verified Resident #1 required a full body lift prior 

to after the fall.  It is the policy and procedures for 

the facility, that when a lift is used two staff 

members must be present at all times. She 

explained Resident #1's care plan for needing 

assistance with transfers did not change after the 
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F 656 Continued From page 4 F 656

fall.  The purpose of the care plan is a guide to go 

by for residents' care to provide quality care for 

each resident. She stated she expects all staff to 

follow the residents' care plans at all times to 

have the knowledge of how to care for the 

individual residents.

At 12:55 PM on 11/25/24, during an interview with 

the Administrator, he confirmed Resident #1 was 

care planned for two-person assistance with 

transferring with lift. He stated he expects all staff 

to follow the facility's policies and procedures and 

residents individual care plans to provide quality 

care for all the residents at all times.

During an observation on 11/25/2024 at 1:25 PM, 

Resident #1 was transferred by the facility staff 

via mechanical lift from her wheelchair to the bed. 

Three (3) CNAs entered the room to assist with 

the transfer. It was noted that the resident was 

sitting in a wheelchair with a red lift pad under 

her, indicating a medium sling, which was not the 

correct size. CNA #2 confirmed the sling needed 

to be replaced with a blue (large) sling.  The 

CNAs were able to remove the medium sling and 

place the large sling while the resident was in the 

wheelchair and then transferred her using the 

correct large sling size.

During an interview on 11/25/2024 at 1:45 PM, 

CNA #2 confirmed the wrong size of lift pad was 

under the resident, indicating that the incorrect lift 

pad was used earlier that morning during a 

transfer from bed to wheelchair. He stated he did 

not assist with the resident's transfer that morning 

because the transfer occurred on the previous 

shift.

On 11/25/2024 at 3:00 PM, during an interview 
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F 656 Continued From page 5 F 656

with the Administrator, he stated he was unaware 

that Resident #1 had been transferred this 

morning with the wrong size lift pad.  He 

explained that all staff had been educated on 

proper lift pad identification and the need to check 

the Kardex before using the lift. He reiterated that 

sufficient lift pads were available and expected 

staff to follow policies.  He stated that CNA #4 

had been assigned to Resident #1 this morning.

During an interview, on 11/25/2024 at 3:40 PM, 

CNA #4 admitted she was assigned to care for 

Resident #1 during the night shift last night. She 

reported transferring Resident #1 using a 

mechanical lift and a red-trimmed/medium size 

sling pad. She stated she did not check the 

Kardex that morning, assuming the resident 

required a large sling. She also noted that only 

medium sling pads were available at the time.

During a post survey interview on 11/26/2024 at 

9:30 AM, CNA #1 stated that on the morning of 

10/21/24, she had asked the nurse for assistance 

with the mechanical lift transfer of Resident #1, 

but no one came to help. She admitted not 

checking the Kardex for the correct sling size and 

using the sling already attached to the lift.

F 689 Free of Accident Hazards/Supervision/Devices

CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

The facility must ensure that -

§483.25(d)(1) The resident environment remains 

as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate 

supervision and assistance devices to prevent 

accidents.

F 689 12/21/24

SS=G
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This REQUIREMENT  is not met as evidenced 

by:

 Based on observation, interviews, record review, 

facility investigation review, and facility policy 

reviews the facility failed to ensure a resident was 

transferred safely while using a mechanical lift 

when a Certified Nurse Aide (CNA) performed the 

transfer without assistance and used the incorrect 

sling size, which caused the resident to fall, 

resulting in a fracture and head laceration for one 

(1) of four (4) sampled residents.  (Resident #1)

Findings include:

A review of the facility's policy, "Safe Transfer and 

Lifting of Residents," revised 08/02/2022, 

revealed, " ...In order to protect the safety and 

well-being of staff and residents, and to promote 

quality care, this facility uses appropriate 

techniques and devices to lift and move 

residents... General Guidelines ...6. Enough 

slings in sizes required by residents should be 

available at all times... VI. Procedure for 

transferring resident with full body lift ...c. Ensures 

proper transfer is followed per care plan ...e. 

Ensures resident is within weight requirements of 

lift f. Ensures a 2nd person is assisting..."

A record review of Resident #1's "Progress 

Notes," dated 10/21/2024 at 7:10 AM, revealed 

the resident was found crying loudly on the floor 

with a large laceration on the right side of her 

forehead and a hematoma on her right forearm. 

CNA #1 stated the resident slid out of the sling 

during a transfer using a mechanical lift.

A record review of Resident #1's "Kardex" 

revealed the resident required a total lift with two 

(2) staff and a large sling. The record indicated 

 " Resident #1 was sent to the 

Emergency Room on 10/21/2024 where 

she received sutures for her forehead and 

surgery for displaced femoral fracture. 

Resident #1 returned back to facility per 

family request.  

" All Residents have the potential to be 

affected by the deficient practice. 

" All Nursing staff were inserviced 

beginning 11/26/2024 by Administrator, 

Director of Nursing (DON), and 

Registered Nurse (RN) supervisor on 

sling identity and Kardex verification 

before use, proper use of lift, abuse and 

neglect and following resident care plan.  

" The RN Supervisors will audit and 

observe the transfer for 3 residents 

requiring a total lift to transfer per shift per 

day for 4 weeks beginning 11/27/2024, 

then 1 resident per shift per day for 8 

weeks.  These audits will ensure that the 

careplan is being followed related to 

transfer status and proper technique is 

used during transfers.  The audits will be 

reviewed in the Quality Assessment and 

Assurance Committee meeting monthly x 

3, beginning 12/20/24 to ensure sustained 

compliance.
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the resident was non-weight-bearing.

A record review of Resident #1's "Investigative 

Summary-Final Report," dated 10/21/2024, 

revealed "(Proper name of the CNA) operated lift 

alone without verifying resident sling size. She 

used a small sling which contributed to (Proper 

name of Resident #1) incident ..." 

A record review of CNA #1's written statement, 

dated 10/25/2024, revealed that CNA #1 admitted 

to transferring Resident #1 without assistance. 

She stated she used the sling already attached to 

the lift and did not check the Kardex for the 

required sling size. She also acknowledged 

asking another staff member for help, but no one 

came to help. The witness statement further 

revealed "I (CNA #1) operated the lift and (Proper 

name of Resident #1) fell-hit her head."

A record review of the "Fall During Assist" report, 

dated 10/21/2024, revealed that CNA #1 

attempted to transfer Resident #1 using a 

mechanical lift without the assistance of a second 

staff member. The report noted that CNA #1 used 

a medium sling instead of the required large sling, 

which resulted in the resident sliding out of the 

sling and falling to the floor. The report 

documented that the resident sustained a 

laceration to the right side of the forehead and a 

hematoma on the right arm and was sent to the 

emergency room for further evaluation.

A record review of Resident #1's "Emergency 

Department History and Physical," dated 

10/21/2024, revealed the resident sustained a 

displaced femur fracture and a laceration 

requiring sutures. She also complained of left hip 

and knee pain.
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A record review of the "X-ray Femur"," dated 

10/21/2024, revealed Resident #1 had an acute 

displaced, obliquely oriented fracture through the 

distal femoral shaft.

A record review of the "Discharge Summary," 

dated 10/25/2024, revealed Resident #1 

underwent Open Reduction and Internal Fixation 

(ORIF) surgery for the femur fracture and was 

discharged back to the facility with a 

non-weight-bearing status. 

A record review of the "Admission Record" 

revealed the facility admitted Resident #1 on 

10/20/2022 with diagnoses including Hemiplegia 

and Hemiparesis Following Cerebral Infarction 

Affecting the Left Non-Dominant Side.  

A record review of the Comprehensive Minimum 

Data Set (MDS) with an Assessment Reference 

Date (ARD) of 11/01/2024 revealed Resident #1 

had a Brief Interview for Mental Status (BIMS) 

score of eight (8), which indicated the resident's 

cognition was moderately impaired.

On 11/25/2024 at 8:15 AM, during an observation 

and interview with Resident #1, she recalled only 

one person was present during the transfer. She 

stated she kept telling CNA #1, "Something's not 

right." She became emotional while recalling the 

incident, describing she had some pain and a 

subsequent hospital stay. Resident #1 stated she 

wanted to stay up in her wheelchair until after 

lunch and would be assisted back to bed at that 

time.  There was a mechanical lift sling 

underneath her that had a red trim.

On 11/25/2024 at 10:55 AM, during an interview, 
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the Administrator confirmed CNA #1 admitted to 

transferring the resident alone using the sling 

already attached to the lift without verifying its 

size.  The fall occurred at the end of the shift as 

the staff were assisting residents up for the day.

On 11/25/2024 at 11:20 AM, during an interview 

with Resident #1's family member, she explained 

that the nurse informed her that her sister fell out 

of the lift and sustained a gash on her forehead, 

which would not stop bleeding, necessitating 

emergency medical care. She stated that 

Resident #1 required four (4) stitches to her 

forehead and added that hospital tests revealed 

her sister had a fractured femur requiring surgery, 

and a plate was subsequently inserted.

On 11/25/2024 at 1:20 PM, during an observation 

and interview with CNA #2, he confirmed the 

resident required a large sling for transfers and 

stated two staff members are always required 

when using a lift. He reviewed the resident's 

Kardex and identified the correct sling size for the 

resident was a large.

On 11/25/2024 at 1:25 PM, during an observation 

of Resident #1 being transferred by facility staff 

via the mechanical lift from her wheelchair to the 

bed, three (3) CNAs entered the room to assist 

with the transfer. It was noted that the resident 

was sitting in a wheelchair with a red lift pad 

under her, indicating a medium sling, which was 

not the correct size. CNA #2 confirmed the sling 

needed to be replaced with a blue (large) sling.  

The CNAs were able to remove the medium sling 

and place the large sling while the resident was in 

the wheelchair and then transferred her using the 

correct large sling size.
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On 11/25/2024 at 1:45 PM, during an interview 

with CNA #2, he confirmed the wrong size of lift 

pad was under the resident, indicating that the 

incorrect lift pad was used earlier that morning 

during a transfer from bed to wheelchair. He 

stated he did not assist with the resident's 

transfer that morning because the transfer 

occurred on the previous shift.

On 11/25/24 at 2:00 PM, during an interview, CNA 

#3 confirmed Resident #1 had a medium lift pad 

underneath her while in the wheelchair and stated 

Resident #1 was already up in her chair when she 

arrived to work.  CNA #3 confirmed a medium 

sling was incorrect according to the residents 

Kardex.  

During an interview on 11/25/2024 at 3:00 PM, 

the Administrator stated he was unaware that 

Resident #1 had been transferred this morning 

with the wrong size lift pad.  He explained that all 

staff had been educated on proper lift pad 

identification and the need to check the Kardex 

before using the lift. He reiterated that sufficient 

lift pads were available and expected staff to 

follow policies.  He stated that CNA #4 had been 

assigned to Resident #1 this morning.

On 11/25/2024 at 3:40 PM, during an interview 

with CNA #4, she admitted she was assigned to 

care for Resident #1 during the night shift last 

night. She reported transferring Resident #1 

using a mechanical lift and a 

red-trimmed/medium size sling pad. She stated 

she did not check the Kardex that morning, 

assuming the resident required a large sling. She 

also noted that only medium sling pads were 

available at the time.
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On 11/26/2024 at 9:30 AM, during a post survey 

interview, CNA #1 stated that on the morning of 

10/21/24, she had asked the nurse for assistance 

with the mechanical lift transfer of Resident #1, 

but no one came to help. She admitted not 

checking the Kardex for the correct sling size and 

using the sling already attached to the lift.

FORM CMS-2567(02-99) Previous Versions Obsolete VIIJ11Event ID: Facility ID: MS38BM If continuation sheet Page  12 of 12


