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Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 34817

Based on clinical record review, observation, and staff interview, the facility failed to ensure staff 
appropriately and safely transferred a resident for 2 of 5 residents observed during transfers (Resident #5 & 
#6). The facility reported a census of 40 residents. 

Findings include:

1. The Significant Change Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #5 had 
diagnoses of Parkinson's Disease, anxiety disorder, muscle weakness, and a history of falls. The MDS 
documented the resident had a Brief Interview for Mental Status score of 6, indicating severely impaired 
cognition. The MDS indicated the resident used a wheelchair, required substantial to maximum assistance 
for transfers and had dependence on staff for wheeling her in a wheelchair 50 feet and 150 feet. 

The Care Plan updated on 1/27/25 revealed Resident #5 had a risk for falls and limited mobility related to 
impaired balance, poor safety awareness, and use of medications that increased her risk for falls. The Care 
Plan revealed the resident utilized a wheelchair that staff propelled for her.

During observation on 4/15/25 at 12:20 PM, Staff A, Certified Nursing Assistant (CNA) pushed Resident #5 
in a high back wheelchair without foot pedals from the resident's room to the dining room approximately 60 
feet. The resident's feet were near the floor as the CNA pushed her in the wheelchair. 

2. The Quarterly MDS assessment dated [DATE] revealed Resident #6 had diagnoses of Alzheimer's 
Disease, dementia, muscle weakness, and low back pain. The MDS recorded the resident had a BIMS score 
of 6, indicating severely impaired cognition. The MDS indicated the resident required partial to moderate 
assistance for transfers and used a wheelchair. 

The Care Plan revised 3/26/25 revealed Resident #6 had a risk for falls related to impaired safety awareness 
and required assistance with Activities of Daily Living (ADL's). The Care Plan revealed the resident used a 
wheelchair. The Care Plan directed staff to propel the resident in the wheelchair as needed. 
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During observation on 4/15/25 at 12:15 PM, Staff A, CNA, pushed Resident# 6 in a wheelchair without foot 
pedals from the resident's room to the dining room approximately 50 feet. The bottom of the resident's feet 
brushed the floor as the resident sat in the wheelchair and Staff A pushed the wheelchair. 

During an interview 4/16/25 3:40 PM, the Director of Nursing reported foot pedals needed to be on the 
wheelchair and utilized whenever staff transported a resident in a wheelchair.

On 4/16/25 at 3:40 PM, the Administrator reported the facility did not have a policy for transporting or 
pushing a resident in a wheelchair. 
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