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F 0600

Level of Harm - Actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

Based on interview, record review, and policy review, the facility failed to ensure the resident's right to be 
free from neglect when staff failed to both assist during use of a full body lift to transfer a resident from bed to 
the geriatric chair, which resulted in the resident being transferred to the hospital with injuries for one (1) of 
(30) residents who are assessed to use a full body lift. Resident #1

Findings include:

A review of the facility policy titled Modified Lifting Policy, updated 2/3/23, reveals, Facility will provide a safe 
work environment for patient care areas by providing and requiring the use of safety materials, equipment 
and training designed to prevent personnel and patient injury .Procedure.1. Staff will follow the documented 
lifting protocol deemed appropriate for each resident.

A review of the facility policy titled Total Lift Vanderlift II, updated 2/3/23, revealed, .Responsibility: Two 
people are required to operate the Total Lift.

On 4/9/25 at 10:04 AM, the State Agency (SA) conducted a phone interview with Certified Nursing Assistant 
(CNA) #1. During the interview, she recalled that she was asked by CNA #2 to spot her with a resident 
transfer to the geri-chair on 4/7/25. Upon entering Resident #1's room, she noted the resident was already 
attached to the total body lift. She further stated that facility policy allows CNAs to attach a resident to the lift 
independently; however, the actual transfer necessitates a second person present in the room only. 
Therefore, as CNA #2 operated the lift, she turned her back to them to retrieve the geri-chair. At that point, 
she heard a loud pop followed by CNA #2's exclamation of, Oh my god, she is sliding! CNA #1 stated that 
she initially suspected a sling malfunction but observed it remained intact. Upon turning, she saw the 
resident's head resting at the foot end of the sling while her feet remained elevated within it, and there was 
blood near the resident's head. She reported that CNA #2 instructed her to get Licensed Practical Nurse 
(LPN) #1, who then directed her to notify the Director of Nursing (DON). Subsequently, she lowered the lift to 
remove the sling from under the resident's shoulders, with nurses assisting in its complete removal. She 
noted blood on CNA #2's hand, which was supporting the resident's head. Initially, the resident was 
unresponsive but later began yelling for help and continued to do so until paramedics arrived. She believed 
all actions taken were consistent with her training; however, CNA #2 reported that the resident began sliding 
after pushing back against the lift with her foot.

(continued on next page)
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On 4/9/25 at 10:38 AM, in a phone interview with CNA #2, stated that she entered Resident # 1's room to 
assist with dressing for therapy on 4/7/25. She reported placing the sling under the resident before CNA #1 
entered the room, noting a dot on the lift that indicates the sling size (small, medium, or large). A medium 
sling was used. She then lowered the lift to the resident, attached the four hooks, and began to move the 
resident backward. She confirmed the lift legs were open and all four sling hooks were attached. While 
waiting for CNA #1 to position the geri-chair, she heard two loud boom sounds. She stated the resident was 
pushing against the lift, subsequently slid, and she was unsuccessful in catching her. The resident's head 
struck the lift. She went to secure the resident's head with her hands as she observed bleeding. CNA #1, 
who by this time was standing beside her, was instructed to get help. CNA #2 stated she does not recall 
everyone who responded due to being in shock. She estimated the resident lost consciousness for 
approximately one minute before regaining it and beginning to scream for help. CNA #2 reassured the 
resident. She expressed that she was still processing the incident, as nothing similar had ever occurred. She 
indicated that the resident is designated as a two-person assist according to the facility kiosk. She 
understood this to mean that two CNAs must be present in the room before connecting the resident to the lift 
and denied connecting the resident prior to CNA #1's arrival. She suggested that the only potential for a 
different outcome could be if CNA #1 had been standing directly beside her to maybe help catch the resident 
before she slid out. She confirmed the sling did not break. She also stated that the Administrator had her 
perform a reenactment using the same sling, which showed no signs of damage.

On 4/9/25 at 11:02 AM, in an interview with Lift Trainer, who conducts lift transfer training for CNAs, revealed 
the standard procedure for transferring a resident using the total body lift. While one CNA supports the 
resident's head with a hand on the lift, the second CNA guides the resident into the geri-chair. The Trainer 
emphasized that this is the method she uses for all CNA training and, based on her experience, considers it 
the safest approach to resident transfers, minimizing the risk of injury. She reiterated the importance of both 
CNAs being strategically positioned at the lift throughout the transfer to ensure the resident's safety.

During the interview on 4/9/25 at 11:27 AM, with Licensed Practical Nurse (LPN) #1, she explained to SA 
that two-person assist to her does require two CNAs positioned on the lift to attach the resident. She said 
once the resident is attached, one person maneuvers the lift while the other stands at the bottom with hands 
on, holding the resident in place to ensure the resident does not swing or sway and to keep them in a safe 
position during transfer.

During the interview with the DON on 4/9/25 at 11:41 AM, she said a two-person assist using the total body 
lift means the CNAs must first enter the room together and collaboratively initiate the process. Working as a 
team, they then position the sling under the resident. During the lift, one CNA guides the equipment while 
both CNAs secure the lift straps on either side of the resident; one CNA stays with the resident, and the other 
operates the remote to elevate them. Once lifted, one CNA controls the remote while the other physically 
supports the resident as they are moved towards the chair. Both CNAs then carefully guide the resident into 
the chair, maintaining contact with the sling for safety, before jointly removing it.

A record review of the admission Record reveals the facility admitted Resident # 1 on 3/26/25 with diagnoses 
including Other Fracture of Left Lower Leg, Subsequent Encounter for Closed Fracture with Routine Healing.

(continued on next page)

32255303

03/17/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

255303 04/09/2025

Briar Hill Rest Home 1201 Gunter Road
Florence, MS 39073

F 0600

Level of Harm - Actual harm

Residents Affected - Few

A record review of Resident # 1's Minimum Data Set (MDS) with Assessment Reference Date (ARD) of 
4/1/25 reveals a Brief Interview for Mental Status (BIMS) score of five (5), indicating the resident could not 
fully participate in the interview.

A record review of the CT (Computed Tomography) Head revealed IMPRESSION: Interval scattered small 
volume bifrontial subarachnoid hemorrhage (bleeding in the space around the brain). This was after the fall 
from the lift on 4/7/25.

A record review of the Lift Transer Eval (Evaluation) dated 3/26/25 revealed a two-person assist during 
transfer.
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