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F 0726 Ensure that nurses and nurse aides have the appropriate competencies to care for every resident in a way
that maximizes each resident's well being.
Level of Harm - Minimal harm

or potential for actual harm Based on interview and record review the facility failed to ensure staffing followed competent skills during a
mechanical lift transfer for 1 of 3 residents reviewed (Resident B).Findings include:A facility reported incident,
Residents Affected - Few dated 9/8/25, indicated during Resident B's transfer, the staff member heard a pop noise. Resident B was

assessed, and an x-ray indicated the resident had a left humerus fracture.Resident B's record was reviewed
on 10/1/25 at 10:34 AM. Diagnoses included anemia, obesity, hyperglycemia and chronic kidney disease.An
order, dated 4/16/25, indicated Resident B should be transferred via Sara lift with 2 staff assistance.An
interdisciplinary disciplinary team (IDT) noted, dated 9/16/25, indicated during Resident B's transfer on
9/8/25, Qualified Medication Aide (QMA) 2 heard a pop noise. The note indicated QMA 2 transferred
Resident B via a Sara lift (sit to stand mechanical lift) onto her bed. The note indicated after the transfer,
QMA 2 repositioned Resident B into a lying position on her bed by placing her arm behind Resident B's right
shoulder and her other arm under Resident B's legs. The note indicated that after the noise was heard, the
nurse assessed, and an x-ray was completed.A signed validation checklist for mechanical lifts, including sit
to stand lifts, dated 8/6/25, was provided by the Administrator on 10/1/25 at 11 AM. The checklist indicated
QMA 2 received education and was checked off on all mechanical lifts, including sit to stand lifts. The
checklist indicated functions of the lift and requirements of 2 staff present for transfers were discussed with
QMA 2.In an interview, on 10/1/25 at 10:12 AM, Resident B indicated on 9/8/25, QMA 2 transferred her alone
in the Sara lift to her bed. After the transfer, QMA 2 grabbed the back of Resident B's right arm and under
her legs to reposition her flat in bed. Resident B indicated she then felt a pop in her left arm and her left arm
went numb. In an interview, on 10/1/25 at 10:43 AM, the Administrator indicated QMA 2 performed the Sara
lift transfer and repositioned Resident B alone without additional staff present. The Administrator indicated 2
staff were required to be present during Sara lift transfers.In an interview, on 10/1/25 at 11 AM, Certified
Nurse Assistant (CNA) 3 indicated all mechanical lifts, including Sara lifts required a 2 person assist with
transferring. CNA 3 indicated even after the transfer was completed, 2 staff were required to reposition a
resident from sitting to lying position in bed.In an interview, on 10/1/25 at 11:07 AM, QMA 2 indicated she
transferred Resident B via sit to stand Sara lift alone on 9/8/25. After transferring Resident B, she placed her
one arm behind Resident B's right shoulder and the other arm under Resident B's legs and laid Resident B
flat in bed. QMA 2 indicated no other staff were present during the transfer nor repositioning. QMA 2
indicated 2 staff were required to be present during all mechanical lift transfers, including Sara lifts. QWA 2
indicated she had never been trained or educated on Sara lift transfer requirements.A policy, dated 1/2025,
titled Safe Resident Handling/Transfers, was provided by the Administrator on 10/1/25, indicated 2 staff are
required to assist with all mechanical lifts.This citation relates to Intake 2613062.
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