
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) 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER 
REPRESENTATIVE'S SIGNATURE

TITLE (X6) DATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the 
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date 
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.

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

Event ID: Facility ID: If continuation sheet 
Page 1  of      

065397 10/22/2025

Grace Pointe Cont Care Sr Campus, Skilled Nursing 1919 68th Ave
Greeley, CO 80634

F 0689

Level of Harm - Actual harm

Residents Affected - Few

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

(continued on next page)

065397 2

02/05/2026



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      

065397 10/22/2025

Grace Pointe Cont Care Sr Campus, Skilled Nursing 1919 68th Ave
Greeley, CO 80634

F 0689

Level of Harm - Actual harm
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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 (#3) of five residents reviewed out of five sample 
residents. Resident #3, who was admitted on [DATE], required the assistance of two staff members when 
transferring. On the morning of 7/17/25, Resident #3 was found to have a bruise on her right lower extremity. 
Certified nurse aide (CNA) #4, who discovered the bruise, went and alerted the day shift nurse. Upon 
assessment, Resident #3 grimaced when the bruise was touched. On 7/17/25, Resident #3's primary care 
physician (PCP) examined her bruise and ordered an Xray, which revealed the resident sustained a 
nondisplaced acute proximal tibia fracture (a break of the shinbone towards the upper part of the shin bone). 
Interviews during the survey revealed multiple staff members said Resident #3 was very rigid and stiff. The 
staff said they were using multiple different methods to transfer Resident #3 and none of the staff members 
knew how she had obtained the bruise and the fracture. Due to the facility's failure to ensure staff closely 
monitored the resident during transfers, Resident #3 sustained a right tibia fracture. Additionally, on 10/2/25, 
Resident #3 slid out of the Hoyer lift (mechanical lift) and landed on her back and shoulders while two CNAs 
were transferring her from her wheelchair to her bed. Specifically, the facility failed to ensure Resident #3 
was consistently transferred correctly. Findings include:I. Facility policy and proceduresThe 
Incidents/Accidents Nursing Procedures, undated, was provided by the nursing home administrator (NHA) on 
10/21/25 at 1:40 p.m. It read in pertinent part, All incidents/accidents are to be documented. These include 
skin tears and bruises. Document the date, time and location of the incident/accident such as, in the 
resident's room, bathroom or hall, etc. Document a full description of any injuries giving measurements of 
wounds. If the resident is memory impaired and is found to have a bruise or skin tear of unknown origin, the 
facility should proceed to conduct and document an investigation for post-bruise/skin tear unrelated to a fall, 
along with an incident report. The following list describes most causes of skin tears and bruising. when the 
cause is unknown, consider the following when conducting a investigation: falls, medications - Coumadin, 
steroids, aspirin, and non-steroidal anti-inflammatory drugs make residents more susceptible to skin tears 
and/or bruising. Staff assistance to residents during toileting, baths, transfers to/from the bed and wheelchair, 
and assistance with positioning, and while using mechanical lifts. During physical and occupational therapy. 
Staff may be rushed and careless and then tired, frustrated and impatient.The Transfer policy and procedure, 
undated, was provided by the NHA on 10/20/25 at 2:37 p.m. It read in pertinent part, Determination of the 
method of transfer is made with evaluation of therapy or nursing management. Mechanical lifts, gait belts or 
other transfer techniques may be appropriate for a resident as indicated in their care plan. II. Resident #3A. 
Resident statusResident #3, age greater than 65, was admitted [DATE]. According to the October 2025 
computerized physician orders (CPO) diagnoses included unspecified fracture of upper end of right tibia, 
adult failure to thrive, Alzheimer's disease and type two diabetes. The 9/29/25 minimum data set (MDS) 
assessment revealed the resident was rarely or never understood through staff assessment. The resident 
had short-term and long-term memory deficits and was severely impaired in daily decision-making through 
staff assessment. The resident was dependent on staff for all activities of daily living (ADL) and all mobility.B. 
Observations On 10/21/25 at 10:06 a.m. Resident #3 was in an activity, listening to the daily chronicle being 
read. She was sitting in a high-back wheelchair, leaning heavily to the left side. Her legs were stiff, not fully 
bent at the knees. Her feet were resting on the outer edge of her foot pedals. On 10/21/25 at 10:08 a.m. 
observations of Resident #3's room revealed the bathroom door was on the left at the entrance of her room. 
Her bed was pushed up against the wall and the foot of the bed was towards the entrance of the room. A 
dresser was against the opposite side of the wall next to the entrance of her room. The foot of the bed and 
the edge of the dresser were approximately three feet apart. She had a recliner in her room. The space in 
the middle of her room was approximately six feet by six feet. C. Injury of unknown origin1. Facility 
investigation The facility investigation, dated 7/18/25, documented four CNAs were interviewed. All of the 
CNAs denied knowing how the bruise happened. All of the CNAs denied seeing Resident #3 showing any 
signs of pain. Three of the CNAs said they thought it could have happened when they used the sit-to-stand 
(mechanical lift) with her or when she was in her wheelchair, because she would keep her legs out in front of 
her and there was not a lot of room in her room. The investigation documented they spoke to licensed 
practical nurse (LPN) #1 who the bruise was reported to. The investigation documented the LPN 
remembered seeing the bruise but no other incidents were reported to her. The investigation documented 
Resident #3's room configuration was reviewed, particularly the position of the bed and dresser, in an 
attempt to understand the possibility of the resident bumping her legs into either the footboard of the bed or 
the side of the dresser. The investigation documented there was a possibility her leg could have hit the 
footboard but could not have hit the dresser in a way that would have caused the bruise. The investigation 
documented therapy reviewed the resident's wheelchair and the lift, and the results were inconclusive. 
-However, there was no documentation on what they evaluated on the wheelchair or lift. The investigation 
documented the facility reviewed the configuration of the dining room table where Resident #3 sat. The 
investigation documented it seemed plausible that she could have been bumped under the table by another 
resident. The investigation documented when the facility asked staff, they denied Resident #3 showing any 
signs or symptoms of pain or any change in her demeanor. The investigation documented the conclusion as 
the facility was unable to definitively determine the cause of the bruise. The investigation documented the 
facility discussed several possibilities and implemented safety measures for each situation. The investigation 
documented all staff were aware Resident #3 used the sit-to-stand lift and staff demonstrated how they 
maneuvered her in her room and dining room when she was in her wheelchair so as not to bump her legs. 
-However, the sit-to-stand was not indicated as the resident's transfer status on her care plan (see record 
review below). The investigation further documented the facility spoke to Resident #3's family and 
documented they did not want any aggressive treatment. 2. Record reviewThe ADL care plan, initiated 
8/27/2020 and revised on 10/20/25 (during the survey), revealed Resident #3 needed assistance with meals, 
dressing, grooming, bathing and toileting. The care plan further revealed Resident #3 required a Hoyer lift 
with two people (initiated on 7/21/25 and revised on 10/20/25). -However, the care plan was not updated to 
include her transfer status until 7/21/25, four days after the resident sustained a tibia fracture. The skin 
assessment, dated 7/11/25, documented Resident #3's skin was intactThe skin assessment, dated 7/18/25, 
documented Resident #3's skin was clean, dry and had a large bruise to the right lower extremity. Review of 
Resident #3's electronic medical record (EMR) revealed the following progress notes:The physician's note, 
dated 7/17/25 at 11:19 a.m., documented Resident #3, who was nonambulatory developed a very painful 
anterior (the front) right shin bruise following a transfer for care by the night shift. The health status note, 
dated 7/17/25 at 7:21 p.m., documented a bruise on the resident's right lower leg, which was reported by 
staff that it was from a transfer. The resident had a large dark bruise with redness around the bruise to the 
back. Edema was noted to the right lower extremity. The resident was unable to say what the bruise was 
from due to being nonverbal at baseline. Resident #3 had increased pain which was evidenced by facial 
grimacing with movement. The medical provider was notified, the director of nursing (DON) and the assistant 
director of nursing (ADON)were notified. The medical provider examined the resident and ordered an Xray. 
The social services note, dated 7/18/25 at 3:09 p.m., documented the interdisciplinary team (IDT) met and 
discussed the bruise. The note documented staff reported the bruise was due to inconsistent transfer 
methods of Resident #3. The note further documented therapy would evaluate Resident #3 for the safest 
transfer method. The note documented IDT determined further investigation was needed to determine the 
cause of the bruise. The health status note, dated 7/18/25 at 5:07 p.m., documented the director of 
rehabilitation (DOR) went to assess Resident #3 for transfer status. The note documented that Resident #3 
was difficult to arouse. The note further documented the DOR discussed with the nursing staff Resident #3's 
current transfer methods and functional levels. The DOR discussed with the DON to utilize the Hoyer lift with 
two people until the Xray results returned due to Resident #3's reported pain levels. The note documented 
the DOR updated the dry erase communication boards and communicated to the nursing staff of Resident 
#3's updated transfer status. -However, the documentation did not reveal Resident #3's previous transfer 
status and did not reveal documentation that the staff were trained on how to properly transfer Resident #3 
using the Hoyer lift. The health status note, dated 7/19/25 at 12:39 p.m., documented the results of the Xray 
of the tibia and fibula two-view, right side as a nondisplaced acute proximal tibia fracture. The health status 
note, dated 7/19/25 at 2:41 p.m., documented Resident #3's power of attorney (POA) understood the 
findings of the Xray and did not want to seek further medical treatment. The physician's note, dated 7/21/25 
at 1:06 p.m., documented the Xray confirmed suspicion of tibia fracture. The note documented that therapy 
was not ordered and her pain was controlled. The note further documented the physician reviewed the 
findings with nursing staff and concurred that the fracture most likely happened during a transfer.The health 
status note, dated 7/21/25 at 4:14 p.m., documented therapy was to evaluate Resident #3's transfer status. 
The note documented Resident #3's POA did not want to seek further medical treatment and wanted comfort 
measures only. The note documented due to the decision of wanting only comfort measures, the DOR 
recommended using the Hoyer lift for all transfers and discontinued the four units of therapy. -However, the 
documentation did not reveal that an evaluation of the proper sling size or education of the staff of how to 
properly transfer Resident #3 using the Hoyer lift. D. Witnessed fall on 10/2/251. Facility investigationThe 
witnessed fall investigation, dated 10/2/25, documented CNAs were transferring Resident #3 with a 
medium-sized sling. Resident #3 slipped out of the sling onto the floor and did not hit her head. The 
investigation documented an assessment was done and no injuries were noted at that time. The conclusion 
of the investigation documented a larger sling was needed due to Resident #3's rigidity. The medium sling 
did not come up to the resident's shoulders. A large-sized sling was to be used. The DON demonstrated to 
the staff the proper fit of the sling. The investigation documented staff were educated on the use of the sling 
and the need for a larger sling size. F. Record review The health status note, dated 10/2/25 at 12:30 p.m., 
documented CNAs were using the Hoyer lift with Resident #3 when she slid out of the sling and onto the 
floor. Resident #3 fell onto her back and did not hit her head. The note documented her vital signs were 
normal, she did not show signs of distress or pain and did not have any new skin issues. Resident #3 was 
lifted off the floor using the Hoyer lift and placed in her bed. The DON, the hospice company, the physician 
and the family were notified. The IDT note, dated 10/3/25 at 9:03 a.m., documented the root cause of 
Resident #3's witnessed fall was she did not have upper body control or strength and her body was rigid, 
which caused the sling to tilt The health status note, dated 10/3/25 at 5:33 p.m., documented the hospice 
nurse did a head to toe assessment on Resident #3 and noted a hot spot (a localized area on the body that 
is warm to the touch, which can be a sign of inflammation or infection) on her right tibia area. The health 
status note, dated 10/6/25 at 5:14 p.m., documented the hospice nurse notified the facility of greenish 
bruising to Resident #3's left shoulder. The staff education, dated 10/2/25, documented staff were educated 
on proper Hoyer lift transfers and making sure to use the proper sling size for the resident and proper 
placement of the sling in regards to the resident. The education documented the staff replaced the sling they 
were using to the proper size. -The education revealed seven CNAs, one LPN and the ADON received the 
training. CNA #1, CNA #3, CNA #4 and CNA #5 worked with Resident #3 regularly, did not receive the 
education (see interviews below).-However, staff interviews revealed not all staff were educated on proper 
Hoyer lift transfers (see interviews below). G. Observation of Hoyer transfer On 10/22/25 at 12:32 p.m. CNA 
#6 and restorative nurse aide (RNA) #1 were conducting a Hoyer lift transfer with Resident #3. Both of the 
aides shimmed the split sling that was grey with a green border behind Resident #3, they did not lean her 
forward to pull the sling down towards her bottom. They did not lean her from side to side to maneuver the 
sling under her bottom. They used the color white loop on the top and the blue colored loop on the bottom. 
When they began to lift her, her bottom was hanging through the hole and the top of the sling was covering 
her face and her feet were on the wrong side of the lift (furthest side from the bed). CNA #6 told RNA #1 to 
stop and lower Resident #3 back down so she could readjust something with the sling. They lowered 
Resident #3 back down into her wheelchair and CNA #6 adjusted the sling and then they began to lift her up 
again. Resident #3's legs remained on the wrong side of the lift. As they were lifting Resident #3 back up into 
the air her right lower leg hit the metal portion of the lift twice, her bottom was still slipping through the hole to 
where she looked like she was being folded in half, the top of the sling was still covering her face like a hood. 
CNA #6 pushed on Resident #3's legs to move her to the correct side where they could move her onto the 
bed. Resident #3's bed was too high and as the CNAs were trying to move her on to the bed Resident #3's 
hip and bottom (because she was slipping through the hole of the sling so much) hit the side of the bed 
mattress. RNA #1 had to let go of the lift and reach over and move the bed down. Once the moved the bed 
down a couple of inches and they were then able to lay Resident #3 down. H. Staff interviewsLPN #1 and the 
assistant director of nursing (ADON) were interviewed on 10/20/25 at 3:35 p.m. LPN #1 said she did the 
initial assessment of Resident #3's bruise. She said the ADON another assessment of Resident #3's bruise 
after her initial one. She said she thought Resident #3 was either a white horse (non-mechanical equipment 
that uses arm strength and some weight bearing to go from sitting to standing) transfer or sit-to stand 
transfer. She said resident's transfer status is communicated through their report sheets. The ADON said 
that physical therapy (PT) or occupational therapy (OT) will reevaluate a resident for transfer status if it is 
communicated with them that a resident is having difficulty with transferring. She said staff had not 
communicated any difficulties with transferring Resident #3. She said skin assessments were done once a 
week with Resident #3 and the hospice staff did her showers. The ADON was interviewed a second time on 
10/20/25 at 4:57 p.m. She said Resident #3 received her showers on Tuesdays and Fridays and her skin 
assessments were done on Fridays. The DON was interviewed on 10/20/25 at 4:58 p.m. She said she would 
find out what Resident #3's transfer status was prior to the bruise. She said Resident #3 was very rigid and 
stiff, and there were times when her legs would be straight out in front of her. She said PT/OT would assess 
new residents for transfer status. She said Resident #3 was most likely assessed at some point for her 
transfer status. She said because she was currently on Hospice PT/OT did not see her regularly. The 
hospice CNA was interviewed on 10/21/25 at 10:34 a.m. She said she was currently using the Hoyer lift with 
another staff member to get Resident #3 up. She said she was using the sit-to-stand before Resident #3 
obtained the bruise. She said she did not recall where she had received the information to use the 
sit-to-stand with Resident #3. She said she recalled the bruise being on Resident #3's leg on 7/18/25. She 
said she did not recall if it was there prior to 7/18/25. The hospice registered nurse (RN) was interviewed on 
10/21/25 at 10:48 a.m. She said she was not Resident #3's regular nurse and she was just filling in. She said 
the facility informed the hospice staff of the bruise on Resident 3's right leg on 7/18/25. She said the facility 
said they were going to get an Xray done on her leg to make sure it was not broken and the facility thought it 
could have happened during a transfer using the white horse. She said in the hospice documentation, 
Resident #3's transfer status was a two-person gait belt transfer, which was late in 2024, and then it was 
updated to a two-person Hoyer lift on 10/13/25. Physical therapist assistant (PTA) #1 was interviewed on 
10/21/25 at 12:08 p.m. He said Resident #3 had not had any therapy services in the last three years. He said 
he was not sure what the protocol was for new admissions to long-term care when it comes to their transfer 
status. RN #1 was interviewed on 10/21/25 at 12:55 p.m. He said he was called into Resident #3's room by 
the two CNAs who were transferring Resident #3 with the Hoyer lift on 10/2/25. He said they had already 
detached the sling from the lift so he was unable to assess the sling. He said he completed an assessment 
of Resident #3 and she did not show any signs of discomfort. He said she did not hit her head. He said the 
CNAs told him that the sling size was incorrect. He said a few days later Resident #3 developed a bruise to 
her shoulder/back area. He said he was unsure if each resident had their own sling. He said he did not 
remember being educated after the incident on the proper use of the Hoyer lift with Resident #3. He said that 
as a nurse he did not assess the resident for the correct sling size. He said CNAs assessed the residents for 
the sling size. CNA #1 was interviewed on 10/21/25 at 1:03 p.m. She said Resident #3 was previously a 
two-person assist or a sit-to-stand two-person assist. She said transfer information was on the whiteboard in 
the resident's bathroom. She said she was not sure ho made the decisions on the transfer equipment. She 
said Resident #3 would never have been a white horse transfer. She said Resident #3 never had the ability 
to use the [NAME] Horse. She said before Resident #3 sustained the first bruise and the fracture, staff would 
use the Hoyer lift with her on and off. She said it had been a long while since they used the sit-to-stand with 
her. She said she did not believe that Resident #3 could have fallen out of bed and gotten the bruise, 
because Resident #3 could not move herself when she was in bed. She said any changes to a resident's 
transfer status was found on the whiteboard in the resident's room. She said the staff used a medium-sized 
sling with Resident #3 and CNAs determined the size of the sling by the resident's weight. She said there 
was a weight sizing chart on the slings. The MDS coordinator (MDSC) was interviewed on 10/21/25 at 1:25 p.
m. He said dependent means the resident was fully dependent on staff physically. He said dependent could 
mean that the resident needs either one staff or two staff. He said the MDS assessment did not mention 
what kind of mechanical device the resident uses unless it's a cane or wheelchair type of device. CNA #2 
was interviewed on 10/21/25 at 2:06 p.m. She said she found out about the bruise on Resident #3's leg when 
she received report on 7/17/25. She said she thought it happened on 7/16/25, when day shift laid her down 
for the night. She said CNAs work twelve-hour shifts. She said she thought it happened during a transfer. 
She said she would, at times, do a two-person gait belt transfer with her prior to her Hoyer lift status. She 
said the way CNAs would determine what size sling a resident used was based off their knowledge and 
working with the resident. She said when Resident #3 slipped out of the sling, on 10/2/25, it was because 
they used a sling that was not long enough and decided to go up a size. CNA #3 was interviewed on 
10/21/25 at 2:22 p.m. She said CNA #4 saw the bruise on 7/16/25 on Resident #3's right leg. She said no 
one knew what happened. She said when she saw the bruise it was very purple and swollen. She said it was 
approximately three inches in circumference. She said she could not remember what Resident #3's transfer 
status was before the event. She said she would normally use the Hoyer lift with her. She said she knew 
some people did not use the Hoyer lift with her. She said transfer status were on the whiteboard in the 
bathrooms. She said for Resident #3, the staff did not go in her bathroom very often since she did not use 
her bathroom and because the hospice staff completed her showers. She said she measures the Hoyer sling 
by laying it next to the resident and as long as it supports their head and legs it should be good. She said she 
was trained on the Hoyer lift at her old job and when she was hired and in February 2025.CNA #4 was 
interviewed on 10/21/25 at 2:41 p.m. She said she worked with Resident #3 each night that she worked. She 
said Resident #3 was in bed when she came on to her shift on 7/16/25. She said she only did check and 
changes with Resident #3 throughout that night. She said Resident #3 was a resident that got up for day shift 
in the morning. She said the morning of 7/17/25 at approximately 6:30 a.m. was when she saw the bruise 
and went and told the day shift nurse. She said she did not get her up on 7/17/25. She said Resident #3 was 
a sit-to-stand prior to her bruise. She said she was very strong with one hand and one leg and was able to 
hold on and stand using her stronger leg. She said for the slings there are different colors that indicate sizes. 
She said for Resident #3, the staff used a smaller size for her because she was a smaller person. She said 
she trained the other CNAs on the slings. CNA #5 was interviewed on 10/21/25 at 2:54 p.m. She said she 
worked on 7/17/25, she said she heard about the bruise at shift change. She said she was told by the DON 
that Resident #3 was a sit-to-stand transfer She said she remembered the bruise covered the front shin area 
and it was oval in shape. She said she remembered Resident #3's transfer status was a sit-to-stand and that 
it was written on the whiteboard in the nurses' station. She said she measured the sling by laying it next to 
the resident. She said there was a weight on the sling as well. She said she was one of the CNAs that was 
helping Resident #3 when she slid out of the sling on 10/2/25. She said she and her co-worker had her 
connected to the lift and were moving her from her wheelchair to the bed. She said the sling was too low 
(closer to her feet) and was not supporting her head and shoulders enough and she slid out of the back of 
the sling, sliding towards her shoulders. She said it was more of a positioning issue than a sling size issue. 
She said she had used that sling many times before and never had any problems. She said Resident #3 did 
not hit her head but did have some redness to her back and then days later she had some bruising. She said 
there was an inservice after the incident. The social services director (SSD), the ADON and the NHA were 
interviewed on 10/21/25 at 4:15 p.m. They said on 10/2/25 Resident #3 was being transferred with the Hoyer 
lift from her wheelchair to the bed. They said she went stiff and then she slid from the sling. They said she 
used a full sling and the nursing staff determined the size of the sling. They said sometimes therapy would 
determine the sling size. They said they were not sure how the nursing staff determined the size of the sling. 
They said all of the staff went through transfer training as new hires and then they were retrained annually. 
They said the staff was retrained after the incident on 10/2/25. They said the incident was considered a fall 
and they did an initial set of neurological checks, but did not continue them because she did not hit her head. 
They said the nurses should be making the decisions about the sling size, not the CNAs. They said they 
were unsure if there was an official sling assessment. In regards to the first bruise with fracture, the ADON 
said they did not measure bruises because everyone measures them so differently. The NHA said that the 
notes documented by the physician and the ADON regarding the bruise occurring during a transfer on 
7/17/25, were documented under assumption. The NHA said she remembered Resident #3 was at one time 
a stand-pivot transfer, but she had so many bad days that at some point she was moved to a sit-to-stand. 
The nurse practitioner (NP) was interviewed on 10/22/25 at 10:02 a.m. She said she did not think the fracture 
could have happened while Resident #3 was lying in bed. She said she had heard that it happened during a 
transfer. She said she could only think of a fracture like that happening by her leg coming into contact with 
something. She said she would recommend therapy to do transfer status assessments since they were the 
ones who know most about body mechanics. The primary care physician (PCP) was interviewed on 10/22/25 
at 11:12 a.m. He said he was called and was told about the bruise on 7/17/25. He said he saw the bruise on 
7/17/25 and ordered an Xray. He said the color of the bruise was dark purple and the size was about the size 
of a fist, four-five inches. He said he was unsure if Resident #3 would have responded when it happened. He 
said the results of the Xray showed a tibia fracture. He said the way the fracture looked it looked as if it had 
to have been hit laterally. He said the fracture could not have happened by rolling or moving in bed. He said 
it probably happened by her bumping into something. He said it most likely happened on the evening shift. 
CNA #6 and RNA#1 were interviewed on 10/22/25 at 12:39 p.m., after the Hoyer lift observation (see 
observations above). CNA #6 said she initially used the red sling with Resident #3, she said she thought it 
was a medium, but they were told to use the extra-large sling with the green border with her because it gave 
her more stability with her fracture. She said the DON had made the decision to use the extra-large sling. 
Both of the aides said that they normally tried to get the sling as far under her as possible. CNA #6 said 
sometimes Resident #3's position in her wheelchair caused it to be difficult to position the sling correctly. She 
said what made it difficult to position her sling when they transferred her earlier was there was a paper chuck 
covering her seat cushion and she was pushing back when they tried to lean her forward. She said the set 
up in the room with all the large furniture made it difficult to move the lift. She said she should have had 
Resident #3's legs on the side closest to the bed. She said Resident #3 was a two-person assist with gait 
belt prior to her being a Hoyer lift. The ADON and the NHA were interviewed together on 10/22/25 at 1:21 p.
m. The ADON said the Hoyer lift sling should support the head and should not cover the head. She said 
ideally the CNAs should lean the resident forward and slide the sling behind them and lean them side to side 
to position the sling underneath them. She said the resident's bottom should be in the hole of the split sling 
but should not be falling through the hole. She said the staff were updated on a resident's transfer status, 
when the resident was admitted and a nurse-to-nurse was done. She said based on what the admitting nurse 
received in report was what the residents transfer status was. She said the transfer status would stay the 
same until there was a change in condition. She said all the information went on both the nurse and CNA 
report sheets and whiteboards. She said the report sheets were updated daily.
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