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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, it was determined for 1 out of 10 sampled residents, the facility 
failed to ensure that the resident environment remained as free of accident hazards as was possible and 
each resident received adequate supervision and assistance devices to prevent accidents. Specifically, a 
resident was dropped from a hoyer lift and died; the facility used a transfer sheet and not an approved Hoyer 
sling while transferring the resident. Resident identifier: 3. NOTICE:Notice of Immediate Jeopardy (IJ) was 
given verbally to the Administrator on [DATE] at 11:00 AM. The Administrator was asked to develop an 
immediate plan to ensure resident safety related to Hoyer lifts and Hoyer slings. PLAN:On [DATE] at 6:26 
PM, the facility Administrator provided the following abatement plan for the removal of the IJ effective at 
[DATE] at 10:00 PM. IJ Abatement Plan [facility name redacted] F689 Free of accidents, hazards, and 
supervision & [and] F726 Competent Nursing StaffImmediate ActionHoyer Inspections were conducted on all 
facility Hoyer lifts [DATE]. Transfer sheets were disposed of [DATE]. Hoyer slings clearly labeled, others 
slings removed from facility to more easily distinguish from other materials on [DATE]. Facility policy for Use 
of Facility Equipment for Resident Care updated [DATE]. Competency checklist with return demonstration 
conducted for Nursing personnel currently on shift [DATE]. Abatement Plan Regional Nurse Consultant 
(RNC) provided education to Nursing administrative personnel on [DATE] regarding proper use of Hoyer 
slings and lifts with return demonstration. This training includes the Director of Nursing (DON) and Assistant 
Director of Nursing (ADON) The Regional Nurse Consultant (RNC) and Director of Nursing (DON) initiated 
training with skill competency checklists with return demonstration for Nursing Assistants (NAs) and Licensed 
Nurses (LN s) on current shift ([DATE] day shift) for proper use of Hoyer slings when transferring a resident 
using a mechanical (Hoyer) lift. A demonstration video, retrieved from the manufacturer instructions, is 
included in the skills training competency. Nursing Home Administrator (NHA)/designee has clearly labelled 
the manufacturer tags on the Hoyer slings with the date they arrived at the facility. Housekeeping educated 
on 10.17.2025 on proper laundering of Hoyer slings per manufacturer instructions and when slings will be 
discarded per manufacturer instructions, ‘If sling labels are removed or no longer legible, sling must be 
immediately removed from use' ([Medical supply company name redacted], 2022). Nursing Home 
Administrator (NHA)/designee updated facility policy for Use of Facility Equipment for Resident Care updated 
[DATE]. The policy specifies mechanical lift slings that are not owned and approved by Mt. Olympus Rehab 
are not permitted for use in this facility. The updated policy specifies, ‘our staff will use our facility-owned and 
maintained equipment to ensure compliance, safety, and quality of care. ([Facility name redacted], [DATE]). 
Director of Nursing (DON) or designee will continue to train and educate Nursing Assistants (NAs) and 
Licensed Nurses (LNs) prior to permitting nursing personnel to work their next assigned shift. As of [DATE], 
Licensed Nurses (LNs) and Nursing Assistants (NAs) will be educated by the Director of Nursing or designee 
prior to being permitted to work direct patient care for next assigned shift. Competency Check- Transferring a 
Resident using a mechanical liftFull Body Slings: Instructions for use ([Medical supply company name 
redacted])Application VideoFacility Nursing personnel (LNs, NAs) will be contacted to come to the facility to 
receive the training by the Regional Nurses Consultant (RNC)/designee and Director of Nursing (DON) or 
designee [DATE]. The Facility will train as many nursing personnel (LNs, NAs) as possible by 22:00 [10:00 
PM] on [DATE]. Nursing personnel (LNs, NAs) who are unable to attend the training will receive education 
prior to the start of their next shift. Newly hired Nursing personnel will be educated prior to their first direct 
patient care shift. Regional Nurse Consultant/Designee and Director of Nursing (DON)/designee will provide 
training to nursing personnel (LNs, NAs) working on night shift [DATE] as they present for their shifts and 
prior to allowing them to work direct patient care assignments. Training will continue at the beginning of each 
shift until all nursing personnel (LNs, NAs) have received the training/education. Training verification will be 
initially measured by return demonstration and then validated by designated leadership via focused direct 
observation audits. Regional Nurse Consultant (RNC) to round in the facility weekly at random to spot audit 
facility employee knowledge, competency of utilizing Hoyer slings and lifts. After the facility is determined to 
be in full compliance with F689 and F726, rounding to be conducted monthly x [times] 3 months. Alleged 
Date/Time of IJ Abatement: [DATE] @22:00 [10:00 PM].The abatement was verified onsite by the survey 
team on [DATE] at 1:45 PM.Findings included:Resident 3 was admitted to the facility on [DATE] with 
diagnoses which included, acute gastric ulcer with hemorrhage, unspecified diastolic (congestive) heart 
failure, and morbid obesity. A review of resident 3's progress notes revealed:On [DATE] at 9:31 PM, 
Resident admitted to our facility from [name redacted] this evening at 1720 [5:20 PM], resident arrived via 
stretcher with [name redacted] Transportation driver brought resident to her room, and 2 CNA's [Certified 
Nursing Assistants] grabbed the Hoyer lift, resident had a sling underneath her, unknown if the sling was 
from previous facility or [name redacted]. CNA's attached the Hoyer lift, stretcher was moved from 
underneath the resident as they directed the Hoyer to her bed when the feet straps snapped, followed by the 
front straps. Resident fell onto the Hoyer legs, CNA's called for floor nurse, floor nurse arrived and witnessed 
resident take a few short breaths before going unconscious, CPR [Cardio Pulmonary Resuscitation] was 
initiated and 911 [emergency services] was called. EMT [Emergency Medical Technician] arrived on scene 
and called time of death at 1739 [5:39 PM].On [DATE] at 10:34 AM, a telephone interview was conducted 
with Licensed Practical Nurse (LPN) 1. LPN 1 stated that resident 3 was a new admission to the facility and 
was transported by a transport company from a different skilled nursing facility. LPN 1 stated that she was 
doing her evening medication pass when resident 3 arrived at the facility. LPN 1 stated that she introduced 
herself to resident 3 and informed resident 3 that CNA 1 and CNA 2 were going to assist her into bed and 
that she would be back to perform an assessment. LPN 1 stated that she then shut the door and exited the 
room. LPN 1 stated she went back to her medication cart and heard a yell and then a thud and ran back into 
resident 3's room. LPN 1 stated that resident 3 was on the floor and her body was laying across the legs of 
the Hoyer lift. LPN 1 stated resident 3's head was draped over one leg of the Hoyer and her feet were 
draped over the other leg of the Hoyer. LPN 1 stated that resident 3 was moaning and then took a couple of 
breaths and her eyes rolled back and resident 3's body began to shake. LPN 1 stated that resident 3's eyes 
became fixed and she was not breathing and had no pulse. LPN 1 stated that the Hoyer was moved out from 
under the resident and CPR was started. LPN 1 stated that two Registered Nurses came into the room and 
assisted CNA 2 with CPR. LPN 1 stated that she left the room to call 911 and the administration of the 
facility. LPN 1 stated that while she was on the phone with 911 dispatch she printed paperwork for resident 3 
to send with Emergency Medical Services (EMS). LPN 1 stated that she handed paperwork to the first EMS 
personnel that came into the facility. LPN 1 stated that the first EMS personnel reviewed the paperwork and 
located a Physician Order for Life Sustaining Treatment form in the paperwork and it revealed that resident 3 
had a Do Not Resuscitate (DNR) order. LPN 1 stated that EMS stopped performing CPR and pronounced 
resident 3 deceased . LPN 1 stated that police arrived at the facility and stated resident 3's room was a crime 
scene and would not allow anyone to enter the room. LPN 1 stated that Administrator (ADM) 1, the DON, 
and the ADON all arrived at the facility. LPN 1 stated that she was instructed by a police officer to write a 
written statement of what had occurred with resident 3. LPN 1 stated that forensics and a detective arrived at 
the facility and began taking pictures of the room and the sling that resident 3 had used. LPN 1 stated that 
she could see on the sling straps where the threading had given way on all four of the straps.On [DATE] at 
10:55 AM, a telephone interview was conducted with CNA 1. CNA 1 stated that resident 3 arrived at the 
facility on a stretcher and had a sling underneath her. CNA 1 stated that she was just assisting CNA 2 with 
the new resident. CNA 1 stated that resident 3 was put on the Hoyer lift and as soon as she was moved the 
four straps on the sling broke. CNA 1 stated that resident 3 fell on top of the Hoyer lift legs with her upper 
back and her legs. CNA 1 stated that resident 3 was kind of mumbling and talking and she got LPN 1 
immediately. CNA 1 stated that she just stood there and LPN 1 took care of things. CNA 1 stated that she 
went to the front door to tell EMS which room to go to. CNA 1 stated that she just stayed at the nurse's 
station in case she was needed. CNA 1 stated she gave a statement to the police. CNA 1 stated that the 
sling came with the resident and it was not the facility's sling. CNA 1 stated that the facility used a Hoyer lift 
for all of their bigger residents who weighed over 200 pounds because it was safer for the residents and the 
CNA's. On [DATE] at 11:20 AM, an observation of the facility's Hoyer lift was made. The Hoyer lift had a 
safety notice sticker attached that documented that not all slings were compatible with the lifting device. It 
was the policy of the medical supply company to recommend only approved slings from the medical supply 
company be used with the lifts supplied by the medical supply company.On [DATE] at 11:24 AM, an 
interview was conducted with CNA 3. CNA 3 stated that the facility had two Hoyer lifts and one sit to stand 
lift. CNA 3 stated that the facility had one Hoyer that weighed residents. On [DATE] at 11:28 AM, an 
observation and interview was conducted with CNA 4. CNA 4 stated that Hoyer slings were kept downstairs 
near the laundry area in the facility. CNA 4 stated that he could tell what size the sling was just by looking at 
it. CNA 4 stated that Hoyer sling size depended on the patient's size and what you needed to use the Hoyer 
lift for. CNA 4 stated that two CNA's were required to use the Hoyer lift. CNA 4 stated that if a resident came 
to the facility with a sling underneath them he would talk with the nurse before transferring the resident with 
the sling and if the nurse was okay with it then he would use the sling. CNA 4 stated he was not sure how 
long Hoyer slings were good for, but the opened date should be written on the tag of the sling. An 
observation was made of Hoyer slings near the laundry area of the facility. There were Hoyer lift slings 
hanging on a hook. The Hoyer slings were made from a mesh-like material and had different colors on the 
straps that indicated what size the Hoyer slings were. The open date on all of the Hoyer lift slings were dated 
[DATE]. There was one strap per corner of the sling. CNA 4 stated that you placed the sling under the back 
of a resident and then hooked all four straps to the Hoyer lift as there was a place for all four straps on the 
Hoyer lift. CNA 4 stated that he had worked at the facility for 15 years and he learned how to use the Hoyer 
lift when he started, but had not received any further training. On [DATE] at 11:51 PM, an interview was 
conducted with ADM 1 and the DON. The DON stated that resident 3 arrived at the facility via a transport 
company that they have used in the past. The DON stated that resident 3 came to the facility for long-term 
care. The DON stated that resident 3 had a sling underneath her on a stretcher. The DON stated that CNA's 
1 and 2 connected resident 3 to the Hoyer lift and lifted resident 3 up and obtained a weight. The DON stated 
that the transport driver removed the stretcher from underneath resident 3 and once she was in the air the 
two straps on the bottom of the sling snapped and the resident slid down in the sling and then the top two 
straps broke. The DON stated that resident 3 fell onto the legs of the Hoyer lift. The DON stated that the 
CNAs yelled for LPN 1. The DON stated that LPN 1 witnessed the resident take a few short breaths. The 
DON stated that CPR was initiated by CNA 2 and LPN 1 called 911. The DON stated that EMS arrived and 
they took over CPR and they called the time of death at 7:39 PM. Note: This time is inconsistent with the 
time listed on the [DATE] progress note. ADM 1 stated that the police and medical examiner arrived. ADM 1 
stated police sanctioned the room as a crime scene. ADM 1 stated that the facility did an audit of the Hoyer 
lifts in the building and all the equipment. ADM 1 stated the facility implemented a new policy to only use the 
facility's equipment, however all staff had not been informed of the new policy. On [DATE] at 9:36 AM, a 
telephone interview was conducted with ADM 2 [facility name redacted]. ADM 2 stated that resident 3 had 
been a resident at the facility, but since they were a short-term skilled nursing facility and resident 3 needed 
a long-term care facility she was transferred. ADM 2 stated that since resident 3 was a stretcher transport 
she was using a transfer sheet underneath her. ADM 2 stated that he spoke with the CNAs at his facility who 
helped with transferring resident 3 and they stated that they did not use a Hoyer lift and that they slid the 
resident to the stretcher with the transfer sheet. ADM 2 stated that resident 3 left the facility with the transfer 
sheet underneath her. ADM 2 stated that Hoyer slings did not leave the facility because of how expensive 
they were. On [DATE] at 10:34 AM, a telephone interview was conducted with the van transport driver. The 
transport driver stated that he arrived at [facility name redacted] to pick up resident 3 to transfer her to a 
different care facility. The transport driver stated that there was a blue transfer sheet underneath resident 3 
when he arrived at the facility and the transfer sheet had handles on the sides. The transport driver stated 
that hospitals used those types of transfer sheets all the time to move residents. The transport driver stated 
that he spoke with resident 3 throughout the transfer and resident 3 had voiced her concerns about being 
afraid and falling because that was one of the reasons she had to stay at a facility. The transport driver 
stated that when he arrived at Mt. Olympus with resident 3, he put the stretcher close to the bed and asked 
CNA 1 and CNA 2 how they wanted to transfer resident 3 to the bed. The transport driver stated he informed 
the CNAs that they had used the slide sheet that was underneath resident 3 at the other facility to move her 
from the bed to the stretcher. The transport driver stated that the CNAs informed him that they would rather 
use the Hoyer lift to transfer the resident. The transport driver stated that CNA 1 went and got the Hoyer lift. 
The transport driver stated that CNA 1 stated that they should just use the sling that was already underneath 
resident 3. The transport driver stated that he questioned CNA 1 and told her that she should not joke about 
transferring the resident with a transfer sheet. The transport driver stated that CNA 1 told him that she had 
worked as a CNA for a really long time and that the sheet would work. The transport driver stated that he told 
CNA 1 that he would not argue with her, but the blue sheets were only for transfers and not for a Hoyer lift. 
The transport driver stated that they should just slide resident 3 and he would do most of the work. The 
transport driver stated that he was just looking out for resident 3 and CNA 1 responded that he could step out 
of the room. The transport driver stated that he asked CNA 2 if she was really going to allow this and he left 
the room to find a nurse. The transport driver stated that CNA 1 called him back into the room to move his 
stretcher because they had resident 3 lifted in the Hoyer lift. The transport driver stated that he was asked by 
CNA 1 to move the stretcher and CNA 2 stated that the Hoyer lift was working. The transport driver stated 
that he moved the stretcher and the blue sheet straps immediately broke. The transport driver stated that 
resident 3 fell to the ground on the Hoyer lift and that resident 3's neck was on the legs of the Hoyer lift near 
the wheels. The transport driver stated that he ran out of the room and tried to get as many nurses as he 
could. The transport driver stated that CPR was started and he took the stretcher and left the room. The 
transport driver stated that he was late for another pick-up and he left the facility. On [DATE] at 2:25 PM, a 
follow-up telephone interview was conducted with CNA 1. CNA 1 stated that the transfer sling was blue with 
orange tabs, and it was a lightweight fabric. CNA 1 was unable to describe the type of fabric the sling was 
made of, only that it was not a heavy or mesh fabric, it was very lightweight. CNA 1 described the sling as 
kind of like a hammock, there were tabs at the shoulders and some about mid-thigh that were used to help 
lift the patient. CNA 1 stated that the straps for the transfer sling appeared like they were intact and did not 
have any wear or tear. CNA 1 stated that the transfer sling that resident 3 came into the facility with was not 
a Hoyer lift sling, it was a transfer sling. CNA 1 stated that she had used those types of transfer slings in the 
past with the Hoyer lift and has not had any issues with them. CNA 1 stated that the facility did have these 
types of slings available in the facility that they had gotten from other facility transfers.On [DATE] at 5:25 PM, 
a telephone interview was conducted with CNA 2. CNA 2 stated that resident 3 came to the facility on a 
gurney and that she was responsible for the section that resident 3 was going to be in. CNA 2 stated that 
they knew from the report that resident 3 would require the Hoyer lift due to her size. CNA 2 stated that if a 
resident came to the facility with a sling underneath them, then she would use it. CNA 2 stated that resident 
3 had a sling underneath her that was not unfamiliar as the facility used the same type of sling. CNA 2 stated 
that the sling was made from a plastic like material and that it was tarp-like. CNA 2 stated that the sling had 
multiple straps on the sides and two straps on each corner. CNA 2 stated they used the sling underneath 
resident 3 because it was familiar to them and they do not usually get admissions in the evening. CNA 2 
stated she was familiar with the sling and knew it was a Hoyer sling. CNA 2 stated they looked at the straps 
and she told CNA 1 there was an option to use multiple straps and they did that. CNA 2 stated she 
personally had only used the blue ones that were tarp-like just like the one that resident 3 was on and she 
had never used a mesh one. CNA 2 stated that they figured because it was tarp-like that it would be good to 
use. CNA 2 stated that CNA 1 brought in the Hoyer lift that also weighed residents. CNA 2 stated that they 
put resident 3 on the Hoyer lift with four straps on each side and got a weight of 325 pounds. CNA 2 stated 
that she bent down to move the bed control and resident 3's oxygen tubing when the sling straps snapped 
and resident 3 fell on top of the Hoyer lift. CNA 2 stated that resident 3 fell over the two metal legs of the 
Hoyer lift and one of the legs was behind resident 3's neck and the other was on resident 3's coccyx area. 
CNA 2 stated that a nurse came in and they pulled resident 3 off the Hoyer legs to lay her flat on the floor 
and began CPR. CNA 2 stated that EMS arrived and they took over CPR. CNA 2 stated that EMS found that 
resident 3 was a DNR and CPR was stopped and pronounced deceased . CNA 2 stated that police officers 
arrived at the facility and they turned the room into a crime scene and asked her and CNA 1 how they had 
hooked up the straps on the Hoyer lift.On [DATE] at 9:21 AM, an interview was conducted with CNA 5. CNA 
5 stated that she had been employed at the facility for about 9 years. CNA 5 stated that Hoyer slings were 
kept downstairs in the laundry room. CNA 5 stated that she had not received any hands-on training regarding 
the use of Hoyer lifts and Hoyer slings. CNA 5 stated that there were about five residents in the facility that 
currently used Hoyer lifts.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and record review, the facility did not ensure that nursing staff had the appropriate 
competencies and skills sets to provide nursing and related services to assure resident safety and attain or 
maintain the highest practicable physical, mental, and psychosocial well-being of each resident, as 
determined by resident assessments and individual plans of care. Specifically, Certified Nursing Assistants 
(CNA)'s had not been educated on the correct way to use a Hoyer lift, approved Hoyer slings, and how to 
identify a transfer sheet. Additionally, a resident was dropped from the Hoyer lift while on a transfer sheet 
and died. Resident identifier: 3. NOTICE:Notice of Immediate Jeopardy (IJ) was given verbally to the 
Administrator on [DATE] at 11:00 AM. The Administrator was asked to develop an immediate plan to ensure 
resident safety related to Hoyer lifts and Hoyer slings. PLAN:On [DATE] at 6:26 PM, the facility Administrator 
provided the following abatement plan for the removal of the IJ effective at [DATE] at 10:00 PM. IJ 
Abatement Plan [facility name redacted] F689 Free of accidents, hazards, and supervision & [and] F726 
Competent Nursing StaffImmediate ActionHoyer Inspections were conducted on all facility Hoyer lifts 
[DATE]. Transfer sheets were disposed of [DATE]. Hoyer slings clearly labeled, others slings removed from 
facility to more easily distinguish from other materials on [DATE]. Facility policy for Use of Facility Equipment 
for Resident Care updated [DATE]. Competency checklist with return demonstration conducted for Nursing 
personnel currently on shift [DATE]. Abatement Plan Regional Nurse Consultant (RNC) provided education 
to Nursing administrative personnel on [DATE] regarding proper use of Hoyer slings and lifts with return 
demonstration. This training includes the Director of Nursing (DON) and Assistant Director of Nursing 
(ADON) The Regional Nurse Consultant (RNC) and Director of Nursing (DON) initiated training with skill 
competency checklists with return demonstration for Nursing Assistants (NAs) and Licensed Nurses (LN s) 
on current shift ([DATE] day shift) for proper use of Hoyer slings when transferring a resident using a 
mechanical (Hoyer) lift. A demonstration video, retrieved from the manufacturer instructions, is included in 
the skills training competency. Nursing Home Administrator (NHA)/designee has clearly labelled the 
manufacturer tags on the Hoyer slings with the date they arrived at the facility. Housekeeping educated on 
10.17.2025 on proper laundering of Hoyer slings per manufacturer instructions and when slings will be 
discarded per manufacturer instructions, If sling labels are removed or no longer legible, sling must be 
immediately removed from use ([Medical supply company name redacted], 2022). Nursing Home 
Administrator (NHA)/designee updated facility policy for Use of Facility Equipment for Resident Care updated 
[DATE]. The policy specifies mechanical lift slings that are not owned and approved by Mt. Olympus Rehab 
are not permitted for use in this facility. The updated policy specifies, our staff will use our facility-owned and 
maintained equipment to ensure compliance, safety, and quality of care ([Medical supply company name 
redated], [DATE]). Director of Nursing (DON) or designee will continue to train and educate Nursing 
Assistants (NAs) and Licensed Nurses (LNs) prior to permitting nursing personnel to work their next 
assigned shift. As of [DATE], Licensed Nurses (LNs) and Nursing Assistants (NAs) will be educated by the 
Director of Nursing or designee prior to being permitted to work direct patient care for next assigned shift. 
Competency Check- Transferring a Resident using a mechanical liftFull Body Slings: Instructions for use 
([Medical supply company name redacted])Application VideoFacility Nursing personnel (LNs, NAs) will be 
contacted to come to the facility to receive the training by the Regional Nurses Consultant (RNC)/designee 
and Director of Nursing (DON) or designee [DATE]. The Facility will train as many nursing personnel (LNs, 
NAs) as possible by 22:00 [10:00 PM] on [DATE]. Nursing personnel (LNs, NAs) who are unable to attend 
the training will receive education prior to the start of their next shift. Newly hired Nursing personnel will be 
educated prior to their first direct patient care shift. Regional Nurse Consultant/Designee and Director of 
Nursing (DON)/designee will provide training to nursing personnel (LNs, NAs) working on night shift [DATE] 
as they present for their shifts and prior to allowing them to work direct patient care assignments. Training 
will continue at the beginning of each shift until all nursing personnel (LNs, NAs) have received the 
training/education. Training verification will be initially measured by return demonstration and then validated 
by designated leadership via focused direct observation audits. Regional Nurse Consultant (RNC) to round in 
the facility weekly at random to spot audit facility employee knowledge, competency of utilizing Hoyer slings 
and lifts. After the facility is determined to be in full compliance with F689 and F726, rounding to be 
conducted monthly x [times] 3 months. Alleged Date/Time of IJ Abatement: [DATE] @22:00 [10:00 PM].The 
abatement was verified by the survey team on [DATE] at 1:45 PM.Findings included:Resident 3 was 
admitted to the facility on [DATE] with diagnoses which included, acute gastric ulcer with hemorrhage, 
unspecified diastolic (congestive) heart failure, and morbid obesity. A review of resident 3's progress notes 
revealed:On [DATE] at 9:31 PM, Resident admitted to our facility from [facility name redacted] this evening at 
1720 [5:20 PM], resident arrived via stretcher with [facility name redacted] Transportation driver brought 
resident to her room, and 2 CNA's [Certified Nursing Assistants] grabbed the Hoyer lift, resident had a sling 
underneath her, unknown if the sling was from previous facility or [facility name redacted]. CNA's attached 
the Hoyer lift, stretcher was moved from underneath the resident as they directed the Hoyer to her bed when 
the feet straps snapped, followed by the front straps. Resident fell onto the Hoyer legs, CNA's called for floor 
nurse, floor nurse arrived and witnessed resident take a few short breaths before going unconscious, CPR 
[Cardio Pulmonary Resuscitation] was initiated and 911 [emergency services] was called. EMT [Emergency 
Medical Technician] arrived on scene and called time of death at 1739 [5:39 PM].On [DATE] at 10:34 AM, a 
telephone interview was conducted with Licensed Practical Nurse (LPN) 1. LPN 1 stated that resident 3 was 
a new admission to the facility and was transported by a transport company from a different skilled nursing 
facility. LPN 1 stated that she was doing her evening medication pass when resident 3 arrived at the facility. 
LPN 1 stated that she introduced herself to resident 3 and informed resident 3 that CNA 1 and CNA 2 were 
going to assist her into bed and that she would be back to perform an assessment. LPN 1 stated that she 
then shut the door and exited the room. LPN 1 stated she went back to her medication cart and heard a yell 
and then a thud and ran back into resident 3's room. LPN 1 stated that resident 3 was on the floor and her 
body was laying across the legs of the Hoyer lift. LPN 1 stated resident 3's head was draped over one leg of 
the Hoyer and her feet were draped over the other leg of the Hoyer. LPN 1 stated that resident 3 was 
moaning and then took a couple of breaths and her eyes rolled back and resident 3's body began to shake. 
LPN 1 stated that resident 3's eyes became fixed and she was not breathing and had no pulse. LPN 1 stated 
that the Hoyer was moved out from under the resident and CPR was started. LPN 1 stated that two 
Registered Nurses came into the room and assisted CNA 2 with CPR. LPN 1 stated that she left the room to 
call 911 and the administration of the facility. LPN 1 stated that while she was on the phone with 911 
dispatch she printed paperwork for resident 3 to send with Emergency Medical Services (EMS). LPN 1 
stated that she handed paperwork to the first EMS personnel that came into the facility. LPN 1 stated that the 
first EMS personnel reviewed the paperwork and located a Physician Order for Life Sustaining Treatment 
form in the paperwork and it revealed that resident 3 had a Do Not Resuscitate (DNR) order. LPN 1 stated 
that EMS stopped performing CPR and pronounced resident 3 deceased . LPN 1 stated that police arrived at 
the facility and stated resident 3's room was a crime scene and would not allow anyone to enter the room. 
LPN 1 stated that the Administrator (ADM) 1, DON, and the ADON all arrived at the facility. LPN 1 stated that 
she was instructed by a police officer to write a written statement of what had occurred with resident 3. LPN 
1 stated that forensics and a detective arrived at the facility and began taking pictures of the room and the 
sling that resident 3 had used. LPN 1 stated that she could see on the sling straps where the threading had 
given way on all four of the straps.On [DATE] at 10:55 AM, a telephone interview was conducted with CNA 1. 
CNA 1 stated that resident 3 arrived at the facility on a stretcher and had a sling underneath her. CNA 1 
stated that she was just assisting CNA 2 with the new resident. CNA 1 stated that resident 3 was put on the 
Hoyer lift and as soon as she was moved the four straps on the sling broke. CNA 1 stated that resident 3 fell 
on top of the Hoyer lift legs with her upper back and her legs. CNA 1 stated that resident 3 was kind of 
mumbling and talking and she got LPN 1 immediately. CNA 1 stated that she just stood there and LPN 1 
took care of things. CNA 1 stated that she went to the front door to tell EMS which room to go to. CNA 1 
stated that she just stayed at the nurse's station in case she was needed. CNA 1 stated she gave a 
statement to the police. CNA 1 stated that the sling came with the resident and it was not the facility's sling. 
CNA 1 stated that the facility used a Hoyer lift for all of their bigger residents who weighed over 200 pounds 
because it was safer for the residents and the CNA's. On [DATE] at 11:28 AM, an observation and interview 
was conducted with CNA 4. CNA 4 stated that Hoyer slings were kept downstairs near the laundry area in 
the facility. CNA 4 stated that he could tell what size the sling was just by looking at it. CNA 4 stated that 
Hoyer sling size depended on the patient's size and what you needed to use the Hoyer lift for. CNA 4 stated 
that two CNA's were required to use the Hoyer lift. CNA 4 stated that if a resident came to the facility with a 
sling underneath them he would talk with the nurse before transferring the resident with the sling and if the 
nurse was okay with it then he would use the sling. CNA 4 stated he was not sure how long Hoyer slings 
were good for, but the opened date should be written on the tag of the sling. An observation was made of 
Hoyer slings near the laundry area of the facility. There were Hoyer lift slings hanging on a hook. The Hoyer 
slings were made from a mesh-like material and had different colors on the straps that indicated what size 
the Hoyer slings were. The open date on all of the Hoyer lift slings were dated [DATE]. There was one strap 
per corner of the sling. CNA 4 stated that you placed the sling under the back of a resident and then hooked 
all four straps to the Hoyer lift as there was a place for all four straps on the Hoyer lift. CNA 4 stated that he 
had worked at the facility for 15 years and he learned how to use the Hoyer lift when he started, but had not 
received any further training. On [DATE] at 11:51 PM, an interview was conducted with ADM 1 and the DON. 
The DON stated that resident 3 arrived at the facility via a transport company that they had used in the past. 
The DON stated that resident 3 came to the facility for long-term care. The DON stated that resident 3 had a 
sling underneath her on a stretcher. The DON stated that CNA's 1 and 2 connected resident 3 to the Hoyer 
lift and lifted resident 3 up and obtained a weight. The DON stated that the transport driver removed the 
stretcher from underneath resident 3 and once she was in the air the two straps on the bottom of the sling 
snapped and the resident slid down in the sling and then the top two straps broke. The DON stated that 
resident 3 fell onto the legs of the Hoyer lift. The DON stated that CNAs yelled for LPN 1. The DON stated 
that LPN 1 witnessed the resident take a few short breaths. The DON stated that CPR was initiated by CNA 
2 and LPN 1 called 911. The DON stated that EMS arrived and they took over CPR and they called the time 
of death at 7:39 PM. Note: This time is inconsistent with the time listed on the [DATE] progress note. ADM 1 
stated that the police and medical examiner arrived. ADM 1 stated police sanctioned the room as a crime 
scene. ADM 1 stated that the facility did an audit of the Hoyer lifts in the building and all the equipment. ADM 
1 stated the facility implemented a new policy to only use the facility's equipment, however all staff had not 
been informed of the new policy. On [DATE] at 9:36 AM, a telephone interview was conducted with ADM 2 
[facility name redacted]. ADM 2 stated that resident 3 had been a resident at the facility, but since they were 
a short-term skilled nursing facility and resident 3 needed a long-term care facility she was transferred. ADM 
2 stated that since resident 3 was a stretcher transport she was using a transfer sheet underneath her. ADM 
2 stated that he spoke with the CNAs at his facility who helped with transferring resident 3 and they stated 
that they did not use a Hoyer lift and that they slid resident 3 to the stretcher with the transfer sheet. ADM 2 
stated that resident 3 left the facility with the transfer sheet underneath her. ADM 2 stated that Hoyer slings 
did not leave the facility because of how expensive they were. On [DATE] at 10:34 AM, a telephone interview 
was conducted with the van transport driver. The transport driver stated that he arrived at [facility name 
redacted] to pick up resident 3 to transfer her to a different care facility. The transport driver stated that there 
was a blue transfer sheet underneath resident 3 when he arrived at the facility and the transfer sheet had 
handles on the sides. The transport driver stated that hospitals used those types of transfer sheets all the 
time to move residents. The transport driver stated that he spoke with resident 3 throughout the transfer and 
resident 3 had voiced her concerns about being afraid and falling because that was one of the reasons she 
had to stay at a facility. The transport driver stated that he put the stretcher close to the bed and asked CNA 
1 and CNA 2 how they wanted to transfer resident 3 to the bed. The transport driver stated he informed the 
CNAs that they had used the slide sheet that was underneath resident 3 at the other facility to move her from 
the bed to the stretcher. The transport driver stated that the CNAs informed him that they would rather use 
the Hoyer lift to transfer the resident. The transport driver stated that CNA 1 went and got the Hoyer lift. The 
transport driver stated that CNA 1 stated that they should just use the sling that was already underneath 
resident 3. The transport driver stated that he questioned CNA 1 and told her that she should not joke about 
transferring the resident with a transfer sheet. The transport driver stated that CNA 1 told him that she had 
worked as a CNA for a really long time and that the sheet would work. The transport driver stated that he told 
CNA 1 that he would not argue with her, but the blue sheets were only for transfers and not for a Hoyer lift. 
The transport driver stated that they should just slide resident 3 and he would do most of the work. The 
transport driver stated that he was just looking out for resident 3 and CNA 1 responded that he could step out 
of the room. The transport driver stated that he asked CNA 2 if she was really going to allow this and he left 
the room to find a nurse. The transport driver stated that CNA 1 called him back into the room to move his 
stretcher because they had resident 3 lifted in the Hoyer lift. The transport driver stated that he was asked by 
CNA 1 to move the stretcher and CNA 2 stated that the Hoyer lift was working. The transport driver stated 
that he moved the stretcher and the blue sheet straps immediately broke. The transport driver stated that 
resident 3 fell to the ground on the Hoyer lift and that resident 3's neck was on the legs of the Hoyer lift near 
the wheels. The transport driver stated that he ran out of the room and tried to get as many nurses as he 
could. The transport driver stated that CPR was started and he took the stretcher and left the room. The 
transport driver stated that he was late for another pick-up and he left the facility.On [DATE] at 2:25 PM, a 
follow-up telephone interview was conducted with CNA 1. CNA 1 stated that the transfer sling was blue with 
orange tabs, and it was a lightweight fabric. CNA 1 was unable to describe the type of fabric the sling was 
made of, only that it was not a heavy or mesh fabric, it was very lightweight. CNA 1 described the sling as 
kind of like a hammock, there were tabs at the shoulders and some about mid-thigh that were used to help 
lift the patient. CNA 1 stated that the straps for the transfer sling appeared like they were intact and did not 
have any wear or tear. CNA 1 stated that the transfer sling that resident 3 came into the facility with was not 
a Hoyer lift sling, it was a transfer sling. CNA 1 stated that she had used those types of transfer slings in the 
past with the Hoyer lift and has not had any issues with them. CNA 1 stated that the facility did have these 
types of slings available in the facility that they have gotten from other facility transfers.On [DATE] at 5:25 
PM, a telephone interview was conducted with CNA 2. CNA 2 stated that resident 3 came to the facility on a 
gurney and that she was responsible for the section that resident 3 was going to be in. CNA 2 stated that 
they knew from the report that resident 3 would require the Hoyer lift due to her size. CNA 2 stated that if a 
resident came to the facility with a sling underneath them, then she would use it. CNA 2 stated that resident 
3 had a sling underneath her that was not unfamiliar as the facility used the same type of sling. CNA 2 stated 
that the sling was made from a plastic like material and that it was tarp-like. CNA 2 stated that the sling had 
multiple straps on the sides and two straps on each corner. CNA 2 stated they used the sling underneath 
resident 3 because it was familiar to them and they did not usually get admissions in the evening. CNA 2 
stated she was familiar with the sling and knew it was a Hoyer sling. CNA 2 stated they looked at the straps 
and she told CNA 1 there was an option to use multiple straps and they did that. CNA 2 stated she 
personally had only used the blue ones that were tarp-like just like the one that resident 3 was on and she 
had never used a mesh one. CNA 2 stated that they figured because it was tarp-like that it would be good to 
use. CNA 2 stated that CNA 1 brought in the Hoyer lift that also weighed residents. CNA 2 stated that they 
put resident 3 on the Hoyer lift with four straps on each side and got a weight of 325 pounds. CNA 2 stated 
that she bent down to move the bed control and resident 3's oxygen tubing when the sling straps snapped 
and resident 3 fell on top of the Hoyer lift. CNA 2 stated that she fell over the two metal legs of the Hoyer lift 
and one of the legs was behind resident 3's neck and the other was on resident 3's coccyx area. CNA 2 
stated that a nurse came in and they pulled resident 3 off the Hoyer lift legs to lay her flat on the floor and 
began CPR. CNA 2 stated that EMS arrived and they took over CPR. CNA 2 stated that EMS found that 
resident 3 was a DNR and CPR was stopped and pronounced deceased . CNA 2 stated that police officers 
arrived at the facility and they turned the room into a crime scene and asked her and CNA 1 how they had 
hooked up the straps on the Hoyer lift.On [DATE] at 9:21 AM, an interview was conducted with CNA 5. CNA 
5 stated that she had been employed at the facility for about 9 years. CNA 5 stated that Hoyer slings were 
kept downstairs in the laundry room. CNA 5 stated that she had not received any hands-on training regarding 
the use of Hoyer lifts and Hoyer slings. CNA 5 stated that there were about five residents in the facility that 
currently used Hoyer lifts. On [DATE] at 9:22 am, an interview was conducted with CNA 6. CNA 6 stated that 
she had training on the Hoyer lift but it had been a couple years. [NAME] stated that she had worked at the 
facility for 40 years. CNA 6 stated there might have been another training since that she had missed but she 
was unsure. On [DATE] at 9:36 AM, an interview was conducted with CNA 7. CNA 7 stated that he had 
training a couple days ago on the Hoyer lift policies. On [DATE] at 10:22 AM, an interview was conducted 
with CNA 8. CNA 8 stated the last hands on Hoyer lift training was about a month ago. CNA 8 stated when 
the facility got new Hoyer slings the staff had to visualize the new slings and sign off that they saw them.
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