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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review and interviews, the facility failed to ensure residents had adequate supervision 
and assistive devices to prevent accidents for one (#4) of six residents reviewed for accident hazards out of 
six sample residents. Specifically, the facility failed to ensure staff followed the appropriate transfer 
techniques when transferring residents, which resulted in Resident #4 sustaining rib fractures following a fall 
that occurred during an improper transfer with CNA #1.Resident #4, who had a history of falling, was 
admitted on [DATE] and readmitted on [DATE]. The resident had the ability to transfer to and from a bed to a 
chair (or wheelchair) with substantial/maximal assistance from staff (staff performed more than half of the 
effort by lifting or holding the resident's trunk or limbs and providing more than half the effort).On 7/11/25 
Resident #4 was being assisted by certified nurse aide (CNA) #1 to transfer from her bed to her wheelchair. 
According to the facility's incident report, completed by licensed practical nurse (LPN) #1 on 7/11/25, CNA #1 
reported that Resident #4 was sitting on the edge of her bed with her wheelchair beside the bed and CNA #1 
was positioned behind the resident's wheelchair. The resident attempted to transfer, became weak and went 
down to the floor. CNA #1 reported she was unable to get around the wheelchair quick enough to prevent the 
resident from falling to the floor. Resident #4 was assessed by registered nurse (RN) #1 and was able to 
move all of her extremities and her vital signs were within normal limits. The resident sustained a hematoma 
(solid swelling of clotted blood within the tissues) to the left side of her forehead with bruising (localized area 
of discoloration on the skin caused by trauma or injury) to the left eye area.On 7/12/25 Resident #4 was 
transferred to the hospital for tachycardia (fast heartrate) with labored breathing utilizing urgent 
transportation. While at the hospital, a computerized tomography (CT) scan of Resident #4's head, cervical 
spine, and chest/abdomen/pelvis was completed due to the resident's fall on 7/11/25. The CT scan of the 
resident's chest revealed she sustained an acute, mildly displaced fracture of the left anterior third rib and a 
non-displaced fracture of the left anterior fourth rib from the fall.According to an interview with the nursing 
home administrator (NHA) during the survey, CNA #1 was given a verbal reprimand related to making sure 
the resident wore appropriate footwear before the transfer on 7/11/25 (see NHA interview below).-However, 
there was no documentation to indicate CNA #1 was provided with re-education on transferring residents 
following the incident with Resident #4 on 7/11/25 to ensure she was using the appropriate transferring 
technique when transferring residents with a gait belt.The facility's failure to ensure staff followed the facility's 
appropriate transfer technique when transferring residents resulted in Resident #4 sustaining rib fractures 
following a fall that occurred during an improper transfer with CNA #1.Findings include:I. Professional 
referenceAccording to Treas, L., [NAME], K. and [NAME], M. (2022) [NAME] Advantage for Basic Nursing 
(3rd ed.), pp. 1237-1238, Transferring a patient from bed to chair: stand toward the bed facing the patient. 
Brace your feet and knees against the patient's legs. Pay particular attention to any known weaknesses. 
Bend your hips and knees, and keeping your back straight, hold onto the transfer (gait) belt on both sides. 
Bracing provides stability.II. Facility policy and procedureThe Fall Prevention Program policy, dated 2024, 
was provided by the NHA on 10/27/25 at 12:02 p.m. The policy revealed each resident would be assessed 
for fall risk and would receive care and services in accordance with their individualized level of risk to 
minimize the likelihood of falls. A fall was described as an event in which an individual unintentionally came 
to rest on the ground, floor, or other level, but not as a result of an overwhelming external force (such as a 
resident pushing another resident). The event might be witnessed, reported, or presumed when a resident 
was found on the floor or ground, and could occur anywhere.The facility utilized a standardized risk 
assessment for determining a resident's fall risk. The risk assessment categorized residents according to 
low, moderate, or high risk. For program identification purposes, the facility utilized high risk and 
low/moderate risk, using the scoring method designated on the risk assessment. The low/moderate risk 
protocols included implementing universal environmental interventions that decreased the risk of resident 
falling, including encouraging residents to wear shoes or slippers with non-slip soles when ambulating.Staff 
were also to monitor for changes in a resident's cognition, gait, ability to rise/sit, and balance.Each resident's 
risk factors and environmental hazards would be evaluated when developing the resident's comprehensive 
plan of care. Any interventions would be monitored for effectiveness and the resident's plan of care would be 
revised as needed.When any resident experienced a fall, the facility would assess the resident, complete a 
post-fall assessment, complete an incident report and notify the resident's physician and family. The facility 
would also review the resident's care plan and update as indicated. The facility would further document all 
assessments/actions and obtain witness statements in the case of injury.The Activities of Daily Living (ADL) 
policy, dated 2024, was provided by the NHA on 10/29/25 at 9:05 a.m. The policy revealed the facility would, 
based on the resident's comprehensive assessment and consistent with the resident's needs and choices, 
ensure a resident's abilities in ADLs did not deteriorate unless deterioration was unavoidable. Care and 
services would be provided for transfers, toileting and ambulation. The facility would maintain individual 
objectives of the care plan and periodic review and evaluation. III. Facility's transfer in-service trainingThe 
NHA provided the Transfer a Resident in-service (slides) on 10/29/25 at 12:31 p.m. The NHA said the 
in-service training was mandatory for nursing staff upon hire and during the annual staff in-services. The 
in-service slides revealed the following:Slide #5: staff were to use a gait belt on the resident if the resident 
could not stay upright on their own. If the resident had suffered a stroke or had other issues that affected 
their motor functions, staff were to attach a gait belt around their waist. The gait belt would give a better grip 
during the transfer so the resident did not fall out of the staff member's arms. Staff were to wrap the gait belt 
around the resident's waist so it was snug, but not too tight. Staff were to tuck any extra fabric at the end of 
the belt into the belt so it was not a tripping hazard. Staff were not to use the gait belt as a handle or a way to 
pick up the resident. The purpose of a gait belt was to create friction when staff lifted the resident so that they 
did not fall.Slide #6: staff were to lock their hands behind the resident or at the gait belt. Staff were to stand 
as close as possible to the resident and reach around the resident's chest with their hands. Staff were to lock 
their hands together behind the resident, at the resident's mid-back area. If the resident had a gait belt on, 
staff could hold the gait belt between their hands and line up their hands with the belt to create friction.Slide 
#7: staff were to place the resident's outside leg between their knees. The resident's outside leg would be the 
leg furthest from the chair. Staff were to position the resident's leg between their knees for support and bend 
their knees, keeping their back straight. Staff were to tell the resident they were going to count to three, and 
on three, the staff person was going to stand up and lift the resident. Staff were to make sure the resident 
kept their hands by their sides so they could support themselves when they lifted them. If the resident had 
strength in their legs, staff were to instruct the resident to support their weight with their legs as the staff 
person transferred them.Slide #8: staff were to stand and lift the resident and pivot towards the chair. Staff 
were to count aloud one, two three and on three, slowly stand up and use their legs (not their back) to lift the 
resident. Staff were to lift the resident and ask the resident to push off the bed using their hands. Staff were 
to shift the resident towards the chair, making sure the staff's back was aligned with their hips.Slide #9: staff 
were to lower the resident into the chair. Once the resident's legs touched the seat of the chair, staff were to 
bend their knees and slowly lower the resident into the seat. Staff were to have the resident reach for the 
armrests to support themselves as they lowered them down. If the staff were lowering the resident into a 
wheelchair, the staff could then reposition the feet guards and instruct the resident to put their feet in the 
guards so they were well supported in the chair. Staff were to confirm the move went well by asking the 
resident, How do you feel? or Feeling okay in the chair? If the resident answered yes, staff could wheel the 
resident away in the chair or let them sit in the chair on their own.IV. Resident #4A. Resident statusResident 
#4, age greater than 65, was admitted on [DATE] and readmitted on [DATE]. According to the October 2025 
computerized physician orders (CPO), diagnoses included chronic obstructive pulmonary disease, 
dependence on supplemental oxygen, history of falling, cerebrovascular disease and bilateral primary 
osteoarthritis of the hips.According to the 7/2/25 minimum data set (MDS) assessment, the resident was 
cognitively intact with a brief interview for mental status (BIMS) score of 15 of 15. The resident did not have 
any impairments with functional limitations in ranges of motion. The resident utilized a wheelchair for 
ambulation. The resident had the ability to transfer to and from a bed to a chair (or wheelchair) with 
substantial/maximal assistance from staff. The resident received scheduled pain medication.B. Resident 
interviewResident #4 was interviewed on 10/27/25 at 1:50 p.m. Resident #4 said she did not remember her 
fall on 7/11/25 or that she had sustained any injuries from a fall. The resident did not appear to be in any pain 
and said she was treated well by staff.C. Incident report for Resident #4's witnessed fall on 7/11/25The 
incident report, dated 7/11/25 at 7:50 a.m., and documented by LPN #1, revealed Resident #4 had a 
witnessed fall on 7/11/25. The resident was being assisted with a transfer by CNA #1 and in the process of 
the transfer, the resident lost her balance and made contact with the floor. The resident denied any pain at 
the time of the fall and did not display any body language of being in any distress. RN #1 assessed the 
resident before any movement. The resident remained at her baseline and was alert to person, place, time 
and situation. The resident had a hematoma to the left side of her forehead with bruising to the left eye area. 
The resident was able to move all of her extremities and her vital signs were within normal limits. 
Neurological assessments were initiated. The director of nursing (DON), the resident's family and the 
physician were notified. The statement made by CNA #1 revealed Resident #4 was sitting on the edge of her 
bed with her wheelchair beside the bed. CNA #1 was positioned behind the resident's wheelchair. The 
resident attempted to transfer, became weak and went down to the floor. CNA #1's statement revealed she 
was unable to get around the wheelchair quickly enough to prevent the resident from falling to the floor. The 
root cause analysis of the event revealed Resident #4 became weak and lost her balance.D. Record reviewA 
Fall Risk Tool, dated 2/26/25 at 3:29 p.m., revealed Resident #4 was a moderate fall risk.A care plan for 
being at risk for falls related to weakness, respiratory failure and arthritis was revised on 10/1/23. The 
interventions included to keep Resident #4's environment free from clutter. The staff were to utilize a 
one-person transfer with a gait belt. -The care plan did not direct the staff to ensure the resident wore 
appropriate footwear for transfers (see DON interview below). A care plan for ADLs related to decreased 
mobility as evidenced by muscle weakness, lack of coordination, arthritis and respiratory failure was revised 
on 10/1/23. The interventions included that Resident #4 required one-person assistance with bed mobility 
and use of a wheelchair for mobility. Staff were to utilize a one-person transfer with a gait belt. -The care plan 
did not direct the staff to ensure the resident wore appropriate footwear for transfers (see DON interview 
below). A physician's note, dated 7/11/25 at 8:06 a.m., revealed Resident #4 was seen on 7/11/25 due to a 
fall that morning. The resident was reported to have struck her head. The resident had a laceration (cut or 
tear in the skin) on the left upper frontal area of the head with a contusion (injury where blood vessels 
beneath the skin were damaged, leading to discoloration and swelling). The resident reported some 
tenderness in the area and a bit of a headache, which had not worsened with severity. The resident was 
okay not to be sent to the hospital currently, but might require a transfer to the hospital if her symptoms 
worsened for a CT scan of the head related to the use of an anticoagulant (blood thinning) medication. The 
note further revealed Resident #4 had a large hematoma to the left side of her forehead and a photo was 
taken of the area. The resident's neurological assessments were stable and the use of the anticoagulant 
medication was discontinued. The physician discussed goals of care with the resident regarding possible 
transfer to the hospital should she need to go and she was amenable to such. The resident would be 
transferred to the hospital if there was any evidence of clinical decompensation.A nurse note, dated 7/11/25 
at 10:29 a.m. and documented by LPN #1 revealed Resident #4 was being assisted with a transfer. During 
the transfer, the resident lost her balance and made contact with the floor. The resident denied any pain at 
the time and did not show any body language of being in any distress. RN #1 assessed the resident. The 
resident remained at baseline and was alert. The resident had a hematoma to the right side of her forehead. 
The resident was able to move all of her extremities and her vital signs were within normal limits. 
Neurological assessments were initiated. The resident's physician, family and the DON were notified.A nurse 
note, dated 7/12/25 at 2:26 a.m. and documented by a LPN, revealed Resident #4 continued on follow-up 
due to a recent fall. The resident had a raised hematoma to the left brow line. The resident said she had no 
pain related to the fall. The resident denied needing/wanting an ice pack or medication for pain. The 
resident's vital signs were at baseline and her neurological assessments were within normal limits. The 
resident rested quietly in bed with her eyes closed. The resident's respirations were even and unlabored with 
no physical indications of pain or acute distress.An eINTERACT transfer form, dated 7/12/25 at 2:47 a.m., 
revealed Resident #4 was transferred to the hospital. The resident had a raised hematoma to the left brow 
line related to a mechanical fall (caused by external or environmental factors like slipping, tripping, or 
stumbling, where the person did not first lose consciousness) on 7/11/25 at 8:00 a.m. The resident also had 
bruising and swelling (accumulation of fluid) to the left side of her face. The resident did not have any pain at 
the time of the transfer to the hospital.A nurse note, dated 7/12/25 at 3:11 a.m., revealed Resident #4 was 
sent to the hospital for tachycardia with labored breathing utilizing urgent transportation. The resident's family 
and the physician were notified of the transport.Review of the emergency department (ED) documentation 
revealed Resident #4 was admitted to the ED on 7/12/25 at 3:17 a.m. The diagnoses were unspecified fall, 
contusion of part of the head, multiple fractures of the ribs on the left side and altered mental status. The 
documentation revealed the resident fell early yesterday morning (7/11/25), approximately 24-hours prior to 
presentation. After the fall, the resident was helped up and put back to bed. A facility doctor evaluated her 
and recommended holding her dose of apixaban (blood thinner) for the day. The resident was reported to be 
behaving normally for the rest of the day, at her baseline of alert and oriented to person, place, time, and 
situation. The resident was noted to be quite functional, communicating with family via her computer and 
organizing her own medications with some assistance. The resident was observed to be at her baseline at 
approximately 10:45 p.m. At approximately 2:45 a.m. the resident was found to have garbled speech and 
was altered and confused, which was a change from her baseline. Emergency medical services (EMS) was 
called and observed the resident to have garbled speech, inappropriate answers to questions, and slurred 
speech. Upon arrival at the emergency department, Resident #4 was able to state her name but answered I 
don't know to most other questions and was not reliably following commands. The resident had a large 
hematoma and bruising which has worsened over the course of the day. A partial trauma activation was 
initiated. Imaging included a CT scan of the head, cervical spine, and chest/abdomen/pelvis. The CT scan of 
the chest revealed an acute, mildly displaced fracture of the left anterior third rib and a non-displaced fracture 
of the left anterior fourth rib. The resident denied any current pain, including head pain.A nurse note, dated 
7/12/25 at 9:07 p.m. and written by RN #1 revealed Resident #4 returned to the facility at approximately 5:50 
p.m. from the hospital by ambulance with two paramedics. The resident's family was in attendance. The 
resident was assisted into bed, was alert and responded appropriately. The resident denied any pain or 
discomfort. The resident's lungs were clear, with no cough or congestion. The resident would be started on 
an antibiotic for a urinary tract infection. No new skin issues were observed.A nurse note, dated 7/13/25 at 
2:59 a.m. and written by a LPN revealed Resident #4 was readmitted after a brief hospitalization for altered 
mental status with hypoxia, tachycardia, and nausea with one episode of emesis. The resident returned with 
a diagnosis of a urinary tract infection and was started on an antibiotic. The resident was also diagnosed with 
multiple rib fractures to include fracture of the left anterior third rib and a non-displaced fracture of the left 
anterior fourth rib from a mechanical fall. The resident also had a further diagnosis of traumatic ecchymosis 
(discoloration of the skin resulting from bleeding underneath, typically caused by bruising) of the face. The 
resident utilized supplemental oxygen at three liters per minute via a nasal cannula and was stable at 90%. 
Staff were unable to determine if the resident's respirations were shallow related to the rib fractures because 
the resident was unable to state the cause, however she denied any pain. The resident's daughter 
accompanied the resident back to the facility from the hospital and was aware of the resident's current 
medical status. The resident's respirations were even and unlabored with stable oxygen saturation with the 
administration of three liters per minute. The resident had no physical indications of pain or acute distress. 
The resident's vital signs revealed increased respirations and slight tachycardia with 90 heartbeats per 
minute. The resident's neurological assessments were reinstated upon her return to the facility for the 
remainder of the 72-hour post fall assessments.A nurse note, dated 7/13/245 at 8:48 p.m., revealed Resident 
#4 continued on 72-hour neurological assessments for a recent fall with a hospitalization. The neurological 
assessments remained within normal limits. The resident had a pain level of 2-3 out of 10, which was 
relieved by Tylenol. The resident had facial bruising and her vital signs were at baseline. The resident's 
respirations were even and unlabored with no objective signs of acute distress.The skin observation tool, 
dated 7/17/25 at 11:57 p.m., revealed Resident #4's skin was intact (no abrasions, bruises, rashes or open 
areas).-However, the resident had bruising to the left eyebrow and face (see DON interview below).A typed 
phone interview note, dated 10/28/25 (not timed), with CNA #1 was provided by the NHA on 10/29/25 at 9:08 
a.m. The typed statement revealed CNA #1 was assisting Resident #4 with her transfer from the bed to the 
wheelchair (on 7/11/25). After helping the resident sit at the edge of the bed with her feet flat on the floor, 
CNA #1 placed slip-on shoes (no backs) on the resident. CNA #1 applied a gait belt on the resident. The 
resident's wheelchair was positioned securely at the resident's beside at a slight angle. The brakes were 
locked on the wheelchair. Due to the limited space in the room, CNA #1 assisted Resident #4 from the side. 
CNA #1 maintained a firm grip on the gait belt using an upward grasp at the hips. As the resident began to 
pivot to sit in the wheelchair, her shoe (with no back) became lodged (stuck in position or place) at a wheel, 
causing the resident to lose her balance and fall forward. Despite assisting the resident from the side to 
guide her pivot, CNA #1 was unable to prevent the fall when Resident #4's shoe caught upon one wheel. 
Immediately after the incident, CNA #1 remained with the resident, and immediately called the nurse and a 
LPN.V. Staff interviewsLPN #1 was interviewed on 10/27/25 at 2:40 p.m. LPN #1 said Resident #4 was a 
one-person transfer with the use of a gait belt before the fall that occurred on 7/11/25. She said she 
completed the incident report dated 7/11/25 at 7:50 a.m. for the resident's witnessed fall. She said the 
incident report included the statement made by CNA #1. LPN #1 said the statement revealed Resident #4 
was sitting on the edge of her bed with her wheelchair beside the bed and CNA #1 was positioned behind 
the resident's wheelchair. LPN #1 said the resident attempted to transfer, became weak and went down to 
the floor. She said CNA #1's statement also revealed the CNA was unable to get around the wheelchair 
quickly enough to prevent the resident from falling to the floor. LPN #1 said RN #1 did an assessment of the 
resident before the resident was moved from the floor.The DON was interviewed on 10/28/25 at 5:30 p.m. 
The DON said Resident #4 was a one-person gait belt transfer. The DON said RN #1 did an assessment of 
the resident before the resident was moved from the floor (on 7/11/25). The DON said the resident did 
eventually go to the ED. The DON said the resident lost her balance while she was turning to sit in the 
wheelchair and fell.The minimum data set (MDS) coordinator was interviewed on 10/29/25 at 9:28 a.m. The 
MDS coordinator said according to the resident's MDS assessment dated [DATE], Resident #4 was a 
substantial/maximal one-person gait belt assist for transfers.CNA #1 was interviewed by phone on 10/29/25 
at 10:00 a.m. CNA #1 said she was getting Resident #4 up for her breakfast (on 7/11/25). She said the 
resident was sitting on the bed and she placed the resident's shoes (with no backs) on the resident's feet. on. 
CNA #1 said she got the resident's wheelchair ready and angled the right front of the wheelchair toward the 
side of the bed. She said she placed the gait belt on the resident and locked the brakes on the wheelchair. 
CNA #1 said she helped the resident stand up and began the stand-to-pivot maneuver toward the 
wheelchair. CNA #1 said she had her hands on the gait belt and was standing in a side-assist hip-to-hip 
position with Resident #4. CNA #1 said one of the resident's shoes became hung on a wheelchair wheel and 
the resident started falling forward. CNA #1 said she was unable to prevent the fall because she could not 
get around the wheelchair quick enough. She said she was not in front of the resident to prevent the fall. 
CNA #1 said she stayed with the resident until LPN #1 arrived. CNA #1 said RN #1 completed the 
assessment of the resident while the resident remained on the floor. She said the resident was removed from 
off the floor with the assistance of two staff members and the use of a gait belt. She said Resident #4 was 
not in a lot of pain and was not bleeding to her knowledge. CNA #1 said she was not behind the wheelchair 
as was stated in the incident report statement (see above). CNA #1 said the resident's nightstand and a 
bedside table took up a lot of space in the room and she did the side assist to allow more room for the 
transfer. CNA #1 said she should have been standing in front of Resident #4 and utilized an upward firm 
grasp on the resident's gait belt prior to the pivot transfer.RN #1 was interviewed by phone on 10/29/25 at 
11:23 a.m. RN #1 said he assessed Resident #4 before she was removed from the floor on 7/11/25. He said 
she was not yelling out in pain and there was no bleeding. He said the resident had a large hematoma on her 
head. He said he also performed an overall assessment on the resident. He said the resident did not report 
any pain in the bony areas. He said he did not recall if the resident had any pain in the rib cage area. He said 
neurological assessments were started and he was unable to recall the resident's transfer status.CNA #2 
was on 10/29/25 at 11:35 a.m. CNA #2 said she had worked with Resident #4. She said the resident was a 
one-person gait belt transfer. She said the resident was also a stand-to-pivot for transfers. She said to 
transfer the resident when seated on the bed, she would place the wheelchair in front of the resident. CNA 
#2 said she would be standing in front of the resident, place her hands on the gait belt and pivot the resident 
into the wheelchair. She said if the resident happened to fall forward, in this position, she would be able to 
safely guide the resident to the wheelchair or the floor. CNA #2 said this methodology of transferring the 
resident was the safest and easiest way to transfer Resident #4. She said the resident was usually strong 
and she had not had any issues with transfers with her.CNA #3 was interviewed on 10/29/25 at 11:45 a.m. 
CNA #3 said she had worked with Resident #4. She said the resident was a one-person gait belt strand to 
pivot transfer. She said if the resident was seated on the bed, she would either place the wheelchair in front 
of the resident or at an angle with the front of the wheelchair closest to the bed. She said if she were in front 
of the resident, she would place both hands on the gait belt and pivot the resident into the wheelchair. She 
said if she were in front of the resident, she would be able to protect the resident from a fall easier. She said 
there were times she placed the wheelchair at an angle and positioned herself between the bed and the 
wheelchair. She said she would place her hand on the gait belt on the resident's back and assist with the 
transfer. She said she would not know how she would protect the resident from falling forward using this 
method for transfers.The DON was interviewed again on 10/29/25 at 12:42 p.m. The DON agreed the staff 
were taught how to transfer a resident with a gait belt by the Transferring a Resident training slides. The 
DON said the slides demonstrated that staff were to be straight on (in front of) with the resident, hold onto 
the gait belt and then pivot the resident to the wheelchair. The DON said Resident #4 was a one-person gait 
belt stand-to-pivot for transfers. The DON said the weekly skin assessment dated [DATE] revealed the 
resident had no skin issues (bruising) and this was incorrect. She said the resident had bruises on the left 
side of her eye orbit, forehead and cheek. She said the resident fell forward onto the floor during the transfer 
with CNA #1 on 7/11/25. The DON agreed with the 7/12/25 hospital CT scan results. The DON said the 
facility wanted all residents to be transferred safely and staff were to transfer residents with gait belts 
according to the Transfer a Resident in-service slides (see above). The DON said during the morning 
meetings, falls were discussed and part of the risk management portion for falls included any environmental 
contributing factors. The DON said LPN #1's progress note nor the incident report for Resident #4's fall 
mentioned any environmental issues as contributing factors to the fall.The NHA was interviewed on 10/29/25 
at 1:38 p.m. The NHA said the provided Transfer a Resident in-service slides were reviewed for the all staff 
meetings on 7/31/24 and 7/15/25. He said CNA #1 was hired on 6/19/25 and had completed/demonstrated 
competency in resident transfers. The NHA said facility staff should transfer residents according to the 
in-services unless therapy made different recommendations. The NHA said CNA #1 was given a verbal 
reprimand related to making sure the resident wore appropriate footwear before the transfer on 7/11/25.
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