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

Based on clinical record review, facility policy review and staff interviews the facility failed to ensure staff
used a gait belt during a transfer of a resident who required moderate assistance which resulted in an arm
fracture for 1 of 3 (Resident #48) residents reviewed for falls. The facility reported a census of 44 residents.
Findings include:Review of the Minimum Data Set (MDS) assessment for Resident #48, dated 10/29/25,
revealed a list of diagnoses which included hypertension, hyperlipidemia, diabetes and history of a fracture.
The Brief Interview for Mental Status (BIMS) score of 10 out of 15 indicated a mild cognitive impairment.
The MDS assessed the resident required moderate assistance (a helper lifted, held, or supported trunk or
limbs for less than half of the effort) with transfer, toileting, and ambulation. Review of Resident #48's Care
Plan, revised 7/10/25 revealed a Focus area to address The resident has an ADL (activities of daily living)
self-care performance deficit r/t (related to) Limited Mobility d/t (do to) multiple fractures. Interventions
included, in part TRANSFER: The resident requires Ax1 (assist of 1) GB (gait belt) and FWW (front wheel
walker). A handwritten Care Card (list of specific supports for residents), dated 10/21/25, posted in
Resident #48 room included the following: Transfers: Ax1, GB, FWW to BR (bathroom), and Mobility: Ax1,
GB, FWW. Review of an incident report dated 11/23/25 at 4:50 AM, revealed nurse notified by Certified
Nursing Assistant (CNA) to come to Resident #48 room. CNA attempted to transfer resident from the bed to
the commode. Resident legs went out and her arms went up and CNA heard resident's left arm make a
crack and she lowered her to the floor. Resident complained of left arm pain. Review of an X-ray report,
dated 11/23/25 at 7:04 AM revealed an acute mildly displaced fracture of the humeral neck/proximal
diaphysis with mild medial displacement of the distal fracture fragment. Review of a written witness
statement, dated 11/23/25, made by Staff A, CNA revealed was going to take Resident #48 to the bathroom
but the resident could not walk, she moved the walker and bear hugged the resident to the commode. Staff
A wrote the residents leg gave out and as Staff A lowered the resident to the floor, she heard the residents
left shoulder crack. Staff A stated did everything she could to not have the resident hit the floor. She
lowered the resident slowly to the floor. During a phone interview on 1/14/2026 at 9:33 AM, Staff A, CNA
stated on 11/23/25 she assisted Resident #48. Staff A stated she did put the gait belt behind her [Resident
#48] but the resident started to slide so she bear hugged the resident and attempted to transfer her to the
commode. Staff A explained the residents foot hit the commode and she then lowered the resident to the
ground. Staff A stated the only wrong thing she did was not getting the gait belt on Resident #48 at the
time. She stated the facility did have information posted in Resident #48 room which indicated Resident #48
was an assist of one with front wheeled walker and walk to the bathroom. Staff A stated day shift staff
reported they had been using a 2 person assist over the last 2 weeks. Staff A explained the transfer was
going to be to the commode, which was right beside the bed and the resident started sliding off of her bed.
Staff A stated her fault was not grabbing the gait belt behind the resident. Staff A stated the
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facility did provide education when another resident fell and they had staff sign a form stating staff would
use a gait belt. Staff A explained the resident [Resident #48] had not stood up yet and her feet were on the
ground and she was sliding. Staff A stated looking back she should have lifted the residents' legs back up
instead of trying to get her on the commode. Staff A stated she knew to use a gait belt and always has one
with her. Staff A stated she was negligent for not using a gait belt. Staff A stated she was aware of the sign
in the resident's room but other staff reported they were using an assist of two and nothing had been
changed on the sign in the resident's room. Staff A explained the residents walker was in front of her until
she was sliding and then Staff A moved it out of the way and used her arms around the resident to lay her
on the ground. Staff A stated as she was laying the resident to the ground, she let her hand slowly slide
with the resident as she softly laid her on the ground. Staff A explained her hand barely went under the
resident's armpit and that is when her [Resident #48] shoulder popped out. During an interview on 1/14/26
at 2:37 PM, Staff B, Registered Nurse (RN) stated she was at the nurse's station and Staff A, CNA told her
she needed her and she went to Resident #48 room and the resident was on the floor. Staff B stated Staff
A told her she transferred the resident from the bed to the commode and she started to go down. Staff B
stated Staff A lowered Resident #48 to the floor and then she heard a crack. Staff B stated she [Staff A] did
not have a gait belt on the resident when she entered the room. During an interview on 01/14/2026 at 3:07
PM, Staff C, CNA stated Resident #48 transferred with the assist of one unless something changed and
then they put on the nurses note. Staff C stated a change also would have been on the Care Card that is on
the wall in the resident's room. Staff C explained the Care Card provides the residents transfer status and is
updated when a transfer status changes. She stated whenever a resident is transferred a gait belt is to
always to be used if the resident is an assist of one. Staff C stated there is never a time she would not use
a gait belt. Staff C stated she had worked at the facility for 4 months and when she was hired the transfer
policy and use of a gait belt was reviewed. During an interview on 01/14/2026 at 3:15 PM, Staff D, CNA
stated staff know the transfer status of a resident is on the Care Card which is on the wall in the residents'
rooms. Staff D explained the Care Card gives the residents name, room #, and information needed to care
for the resident. Staff D stated she uses a gait belt and she believed it is the facility policy to use a gait belt
for transfers. Staff D explained it is easier if a resident goes down or if they are unsteady with a gait belt.
She added we are told to use them and it is posted on the Care Card. Staff D added, she had been told to
reinforce the use of a gait belt with new trainees.During an interview on 01/15/2026 at 10:59 AM, the
Director of Nursing (DON) stated she was notified on the morning of 11/23/25 Resident #48 had a fall and
the CNA had not transferred the resident according to the Care Card. The DON explained Staff A, CNA had
kind of bear hugged the resident and tried to transfer her to the commode and heard a crack and then
lowered the resident to lowered to the ground. The DON stated the facility took the outcome of the
investigation very seriously. She added the staff are constantly told to follow the Care Card as it tells how to
transfer appropriately. The DON stated she had addressed appropriate transfer of residents in Staff A
evaluation because she had transferred residents before without a gait belt. The DON explained she had
been made aware of this by another CNA who had reported it that when she went into assist with a transfer
and Staff A was not using the gait belt. The DON explained the Care Cards are in all the residents' rooms
and they are there for the CNA and the nurse to easily refer to and know how residents are to be
transferred/ambulated. The Care Card is updated by nurse or therapy recommendations. The DON stated
there were no changes for Resident #48. She explained the resident was getting a little weaker but her
transfer status had not been changed. The DON stated
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the resident would still transfer with one, but staff are always told they can go up with transfer assistance.
She explained, for example staff could use 2 staff for a Ax1, but they cannot go down and use less
assistance than what the Care Plan has documented. The DON stated Staff A, CNA was an employee of
the facility and knew the policy for gait belts and the Care Card. The DON stated expected the staff to the
Care Cards no matter what, and they can always request more assistance if needed. She added the gait
belt is to be used for anybody who needs assistance with transfers and ambulation. Review of the facility
policy titled, Transferring Residents dated 1/24/35 revealed an objective to provide safe movement of
residents between surfaces, and to ensure the safety of residents and staff. The policy directed each
residents individual Care Plan reflects how the resident is to move between surfaces. Pertinent Care Plan
information is recorded on individual Care Cards in resident room and reflect the most recent Care Plan
status. If a resident requires assistance to move between surfaces a gait must be utilized for the duration of
the transfer for any resident that does not utilize a sit to stand or full body lift.
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