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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
clinical record review, resident interview, family interview, staff interviews and policy review, the facility failed 
to ensure a safe transfer for 1 of 3 residents reviewed (Resident #5) . Staff attempted to transfer from the 
recliner to wheel chair and did not utilize a gait belt (Resident #5). The resident fell and sustained a 
non-displaced humeral fracture (left arm). The facility reported a census of 48 residents.Findings include:The 
Minimum Data Set (MDS) dated [DATE] for Resident #5 revealed diagnosis of heart disease, stroke, 
hemiplegia or hemiparesis referring to left side paralysis. The MDS coding reflected dependence on transfer 
from a bed or chair. The Brief Interview of Mental Status (BIMS) assessment scored 12 out of 15 indicated 
moderately cognitive impairment. The MDS documented that the resident was last admitted from a stay at a 
general hospital on 7/5/25.The Care Plan for Resident #5 documented focus area with initiated date of 
12/13/24 for Resident #5 revealed potential for falls secondary to generalized weakness, decreased mobility, 
and poor safety related to history of stroke, noted left side is flaccid. The goal, not to sustain major injury 
should a fall occur. The Care Plan also included Resident #5 had impaired function, use of a wheel chair, 
able to use a hemi walker (provides stability of one hand) with transfer and with assistance as needed. A 
mechanical lift can be used, if the resident is weak, lift required to and from bed. A Witness Statement dated 
6/27/25 at 2:35 PM by CNA Staff C, documented went in Residents #5 room with Staff D, to transfer resident 
from recliner to wheelchair , resident sat before wheel chair was placed behind him, resident was having 
trouble pivoting his weak side, fell to the floor on his weak side, nurse called and other aids to assist helping 
resident up. Resident #5 seemed to be ok after being assessed by the nurse. A Witness Statement dated 
6/27/25 at 2:45 PM by CNA Staff C, documented, additional information, included, Resident #5 in recliner 
chair, went to get him up and both (CNA Staff C & D) got on each side of the resident, went to lift under arm, 
resident stood, asked resident to turn and sit, he couldn't move his foot and bad side and sat too soon, was 
still holding under left side and he fell with me landing on top of him on his left side, other staff rolled him to 
his back, left arm was stuck under him until rolled over. A Witness Statement dated 6/27/25 at 2:35 PM by 
CNA, Staff D, documented was working with new CNA, Staff C and were transferring Resident #5 from 
recliner to the wheel chair, the resident had trouble pivoting his weak side and resident sat too soon before 
the wheel chair was in place. Resident #5 fell to the floor on his weak side, summoned a nurse and another 
aide to assist helping resident up. Relayed, Resident #5 seemed okay after being assessed by the nurse.A 
Witness Statement dated 6/27/25 at 2:15-2:45 PM by CNA, Staff E, documented was summoned for help, 
walked in and Resident #5 was on the floor leaning on CNA, Staff C, said needed help getting Resident #5 
off the floor. Called for the nurses, RN, Staff A responded, came in and CNA, Staff D said Resident sat 
before the wheel chair was behind him and fell to the ground. RN, Staff A asked if he was lowered and both 
said no, the resident was too heavy. RN, Staff A did the exam, CNA's used a mechanical lift to assist 
residents up.The Incident report dated 6/27/25 at 2:35 PM documented by Registered Nurse (RN) Staff A 
relayed Resident #5 was being assisted out of his recliner to get into his wheel chair, all assistive devices in 
place, two staff assisting, resident pivoting to get into the wheel chair, resident was trying to sit down, the 
wheel chair was not quite in place. The aids were able to ease the resident to the floor onto his left, weak 
side. Resident #5 complained of left shoulder pain, is stroke side and is normal. Range of Motion (ROM) to 
lower extremities and right arm also were Within Normal Limits (WNL), did not hit head when eased to the 
floor. Staff assisted him up with the use of mechanical lift into wheel chair, ROM assessed again and all 
WNL, no complaints of any increase in pain, said it was his fault, he didn't wait, reassurance given and 
discussed possibly trying therapy again, replied would try anything, vital signs assessed and noted. Resident 
voiced, did not stand good for the girls. A Progress Note dated 6/27/25 at 5:16 PM written by RN, Staff A 
relayed resident #5 was being assisted out of his recliner to wheelchair, all assistive devices in place, two 
staff assisting when Resident #5 pivoting to sit, wheel chair was not quite in place. CNA's able to ease to the 
floor onto left side, weak side, did complain of pain to left shoulder area but, is the stroke side and is normal, 
ROM was WNL, did not hit head when eased to the floor, assisted up with mechanical lift in wheel chair, 
ROM again WNL, no complaints increase in pain. Resident #5 said felt at fault, didn't wait, reassurance given 
and discussed trying therapy again, Vital signs assessed, provider notified, emergency contact notified 
included therapy discussion and therapy notification. A Progress Note dated 6/27/25 at 8:30 PM written by 
RN, Staff B documented, called to room at 7:50 PM, resident in severe pain with any touch or movement to 
left arm, Resident #5 reported pain earlier to the nurse during assessment an scheduled pain medications 
had been given, rated pain at a 10 out of 10, yelled out in pain and jerked when ROM assessed, radial pulse 
palpable, no visible deformity observed. Resident #5 stated, is ok as long as not touched, rolled or moved. 
Contacted on call provider, ordered to send for evaluation, contacted family representative, and ambulance 
for transport. An Emergency Department (ED) Note, dated 6/27/25 at 8:50 PM documented Resident #5 
brought to ED due to a fall from the wheel chair while transferring. Documented Resident #5 stated after he 
fell a staff member landed on him and now has upper left arm pain. Exam included x-rays revealed left 
shoulder concerning for possible surgical neck fracture, placed in a sling discussed close follow up with 
orthopedics for reevaluation of left shoulder, discharged in good condition. A Progress Note from 
Orthopedics dated 7/10/25 dated 2:20 PM revealed here for evaluation of left shoulder injury from a fall, 
significant pain at left shoulder, was seen in ED diagnosed with proximal humerus fracture, placed in a sling, 
moderate to severe pain, worse with manipulation. Also documented, x-rays show a nondisplaced proximal 
humerus fracture in overall acceptable alignment. An interview on 8/20/25 12:11 PM with Resident #5 
relayed had a fall and broke my shoulder, reported about four staff came in to help, was getting up to the 
floor to walk, had the hemi- walker, then there were too many feet and got tangled up, was not sure how 
exactly, was trying to hold myself up, remembered going down, relayed a CNA thought had fallen on my 
shoulder, went to the hospital, x-rayed it, got a sling to hold my arm, had two doctor appointments after that 
included more x-rays. Resident #5 further relayed the doctor said it's getting better, it does feel better, pretty 
much back to the way it was before the fall. An interview on 8/20/25 at 1:37 with CNA, Staff D relayed 
recollection of Resident #5 fall, had assisted resident up with CNA Staff C to pivot from recliner to the wheel 
chair. The wheelchair was not positioned as needed, Resident #5 leg started to drag, needed to sit and was 
real sudden, we fell to the ground with him, not on him. Resident 5 fell to the side, was holding on an arm 
and think just went to my knees, and CNA #C did the same, went on knees, did not hit anything, we were not 
hurt, when the nurse came in the resident said his arm did not hurt anymore, was as usual, was really 
surprised when came to work the next day and found he went to the hospital. Discussed the gait belt, CNA, 
Staff D relayed a gait belt was not used and haven't made that mistake again. CNA, Staff D stated, was 
perhaps overwhelmed that day, was busy, call lights were crazy and was training new staff. An Interview on 
8/20/25 at 4:00 PM with Registered Nurse (RN) Staff B, recollection of 6/27/25 relating to Resident #5 fall. 
Relayed, New CNA, Staff C said Resident #5 fell on the left side, landing on left arm and proceeded to fall on 
the resident. Staff C relayed resident reported left arm pain and felt that was ignored. Resident #5 did 
complain of severe left arm pain. Staff B reported had spoke with CNA, Staff C who was present during fall, 
Staff C relayed Resident #5 did fall, and was not lowered. Resident #5 was sent to the ED and was 
diagnosed with a fracture of the left arm. An interview on 8/20/25 at 5:30 PM by RN, Staff A, relayed 
recollection of Resident #5 fall on 6/27/25 stated was called to residents room related to fall, Certified Nurse 
Aids (CNA) present, Staff C and Staff D, Recalled Staff C was on the left side of the recliner, Resident #5 
was lying on left arm, his stroke side, observed quickly, the CNAs said used a gait belt but did not see a gait 
belt, it was not on. The wheel chair was there, the quad cane to support his arm was there. CNA Staff C and 
Staff D relayed were pivoting and the wheel chair was not in place and both said had eased residents to the 
floor. They did statements. The resident was reassured, determined did not hit head, assessed range of 
motion and vital signs. Resident #5 wanted up, checked him first, did say discomfort on the left side, was 
nothing unusual, used the mechanical lift to the wheel chair, assessed again, was WNL, no unusual 
restricted movement, palpated shoulder , watched his face, looked for verbal and nonverbal. Resident #5 
agreed to therapy discussed at the time, went to the meal as usual, wheeled himself to supper as per his 
usual, ate as per his usual, didn't chart all that was just his usual. RN, Staff A relayed had called spouse and 
talked about therapy for an intervention. CNA's did witness statements, was not sure if had personally read 
them. RN, Staff A recalled the CNA's were able to lower Resident #5 to the floor, was guided with the use of 
a gait belt and thought perhaps due to adrenaline the resident did not feel pain right away, was aware hours 
later complained of increased pain and did go to the emergency room. An Interview on 8/21/25 at 12:28 PM, 
CNA, Staff F relayed recollection of Resident # 5 fall on 6/27/25, stated was called to help because Resident 
#5 was on the floor, while transferring he sat too soon. Discussed gait belt use, responded is supposed to 
use a gait belt, had not seen that a gait belt was used for Resident #5. The next shift RN wanted details on 
the fall since Resident #5 was complaining of a lot of pain. CNA, Staff C relayed the resident was not 
lowered to the floor instead had fell. Relayed it was bothersome when heard Resident #5 had a fracture and 
wasn't sent to the hospital until later. Relayed knew CNA's supposed to use a gait belt and to my knowledge 
was not used and seemed like they were trying to cover something up. Relayed the new CNA, Staff C never 
came back to work after the incident. An Interview on 8/21/25 at 12:07 PM with Resident #5 emergency 
contact revealed resident said was getting up in the wheel chair with two staff. Relayed the CNA, Staff C 
stopped in the room, was worried about the resident and relayed had fallen on him, not sure if that was 
reported but, that's what the CNA said. Relayed Resident #5 cannot recall exact specifics, had been using a 
sling, seeing an orthopedic doctor and seemed to be better. An Interview on 8/21/25 at 11:12 PM with the 
DON on gait belts and policy, relayed gait belts are to be used for all transfers unless documented otherwise 
for instance has a resident that refuses and is care planned. Gait belts are part of the uniform, and are in 
residents' rooms for staff convenience as well to be used with resident transfers. The DON relayed staff 
should use a gait belt with Resident #5 transfers. A Policy titled Gait Belt Usage provided, undated, 
documented all employees providing direct resident care are required to utilize a gait belt whenever hands 
on assistance is needed for resident transfer and or ambulation unless otherwise contraindication. The gait 
belt can serve as a handle to grasp if a resident begins to fall, this can help to prevent the fall or control the 
resident's descent.
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