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Statement of Licensure Violations:
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 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
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prevent accidents.

These regulations were not met as evidenced by:

Based on observation, interview and record review,
the facility failed to ensure a resident’'s arms were
positioned safely outside the sling during a transfer
using a sit-to-stand mechanical lift. This failure
resulted in the resident falling through the sling,
sustaining a head injury that required five staples.

This applies to 1 of 4 residents (R2) reviewed for
mechanical lift transfer safety.

The findings include:

R2'’s face sheet documents diagnoses of dementia,
anemia, major depressive disorder, degenerative disc
disease, gastro-esophageal reflux disorder, history

of falling, cognitive communication deficit and
dysphagia. R2's MDS (Minimum Data Sheet) dated
3/6/26 documents R2 has severe cognitive
impairment, requires substantial/maximal assist with
transfers, is frequently incontinent with bladder, and
is always incontinent of bowel.

On 4/9/26 at 9:30 AM, V5 (RN-Registered Nurse)
said on 3/22/26 at approximately 10:00 AM, she
responded to V4's (CNA- Certified Nurse Assistant)
call for help. V5 said she saw R2 was lying on her
right side on the floor in her room. V5 said she saw
a pool of blood under R2’s head and assessment
showed R2 had bleeding coming from the right side
of her head. V5 said she immediately called
paramedics and R2 was sent out to a local hospital
where she received five staples on the right side of
her head.

On 4/9/26 at 10:00 AM, V4 (CNA) said on 3/22/26 at
approximately 10:00 AM, she was providing
incontinence care to R2 by herself. V4 said R2 was
on the sit-to-stand mechanical lift while she was
providing care. She said she was on R2’s left side
and she was bent over fastening the right side of
R2’s incontinence briefs. V4 said she felt R2’s hand
hit her head and when she raised her head, she saw
R2'’s arms were inside the sling. She said R2 had
her arms raised up and R2 slid in between the belt
of the sit-to-stand mechanical lift's sling and fell on
the floor. V4 said she did not see R2 take her hands
off the sit-to stand’s hand grip, did not see R2 put
her arms inside the sling and did not see R2 raise
her hands, because she was bent over and was
providing incontinence care.

On 4/9/26 at 9:20 AM, V11 (RN-Registered Nurse)
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said R2 transfers using a sit-to stand mechanical
lift. She said due to R2’s cognition, she needs close
supervision and constant cueing to keep her hands
on the sit-to-stand lift's hand grips.

On 4/9/26 at 3:21 PM, V9 (Restorative Nurse) said
residents who are cognitively impaired and using the
sit-to-stand mechanical lift require close supervision
and constant prompting during transfers. V9 said it
is not safe to provide incontinence care while on the
sit-to-stand mechanical lift. She said sit-to-stand
mechanical lifts are used for transfers because
residents cannot stand on their own and cannot
balance themselves. V9 said providing incontinence
care while in the sit-to-stand mechanical lift creates
a balance issue and staff will not be able to see if
residents are keeping their hands where they are
supposed to be for safety.

On 4/9/26 at 4:18 PM, V10 (R2's Physician) said
staff should watch residents closely during transfers
using sit-to-stand mechanical lifts to prevent
accidents.

R2’s hospital record dated 3/22/26 shows she had
a laceration repair on 3/22/26.

Sit-to-stand mechanical lift's manual documents for
standing sling: “Ensure that the patient’s arms are
outside the sling." The facility was unable to provide
a policy on toileting.
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