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Level of Harm - Actual harm

Residents Affected - Few

Based on observation, staff interviews, clinical record review, employee file review and facility policy review 
the facility failed to transfer one out of three residents reviewed according to their Care Plan resulting in one 
resident obtaining a laceration to her left leg that required sutures and a blood transfusion (Resident#1). The 
facility reported a census of 98 residents. Finding include:The Minimum Data Set (MDS) assessment for 
Resident#1 dated 9/2/25, listed diagnoses of Atrial Fibrillation (irregular heart beat), heart failure, and 
osteoporosis The Brief Interview for Mental Status (BIMS) score 4 out of 15 (severely cognitively impaired). 
The MDS reflected Resident#1 dependent on staff for chair to chair transfers. The Care Plan for Resident#1 
dated 8/29/25, reflected interventions of Physical Therapy (PT), Speech Therapy (ST), and Occupational 
Therapy (OT) evaluation and treat, follow their recommendations Dated 8/29/25 and directed staff to 
transfers with assist of 1 staff with gait belt and a walker, date initiated 9/4/2025. The Medication 
Administration Record (MAR) dated 10/2015 directed the staff to administer Eliquis (blood thinning 
mediation) 2.5 milligrams (mg) two times a day for the pacemaker. The Progress Note dated 10/20/25 at 
4:30 PM read a Certified Nurse Aid (CNA) called Staff D, Registered Nurse (RN) to the lounge area in the 
wing. Staff D found the Resident#1 in her wheelchair (w/c) with staff controlling the bleeding to her left lateral 
leg. The note reflected that Staff D applied a pressure dressing and wrapped it to control bleeding. Per Staff 
A, she was transferring Resident#1 and her left lateral leg caught the lever of the wheelchair causing the 
laceration. The Emergency Department (ED) Provider Note dated 10/20/25, identified staff transferred the 
resident into a wheelchair and accidentally cut the front aspect of her leg with significant bleeding per 
Emergency Medical Services (EMS). The ED note reflected a large left leg laceration with significant acute 
blood loss anemia requiring prolonged repair while in the ED (1.5 hours total), with patient required 
figure-of-eight sutures to tie off 2 different arteriolar bleeds (occurs when an artery is damaged, causing 
blood to flow rapidly and forcefully from the wound), multiple horizontal mattresses given that wound is under 
tension (stitch crosses under the wound horizontally), and wound approximated with otherwise standard 
simple suture. Bleeding completely resolved and was observed for over 2 hours with no development of a 
hematoma or any significant venous bleeding from the wound edges. No indication for anticoagulation 
reversal at this time. Hold Eliquis for at least 1 week. Admit to hospital, start 1 unit packed red blood cells 
(PRBC). Hemoglobin (Hgb) 5.9, baseline 9.1-10.6 grams per deciliter (g/dL) (a protein found in red blood 
cells that is responsible for transporting oxygen throughout the body). The Consult Note last updated 
10/22/25, reflected Resident#1 presented to the ED on 10/20/25 with a leg laceration. The note reported staff 
transferred her into her w/c and accidently cut the front side of her leg with significant bleeding. The Note 
revealed Resident#1 required 4 figure-of-eight sutures to 2 arterial bleeders; 20 sutures total. The left 
anterior lateral lower leg laceration is approximated with sutures. The note included the wound painful for 
Resident#1 and included a photograph of the laceration post sutures. The wound approximately measured 7 
centimeters (cm) long with another 2 cm curved around the top of the wound. On 10/27/25 at 2:51 PM Staff 
D reported as she passed medication on the wing when Staff A alerted her they needed help with a resident 
for a cut in the lounge. Staff D said she took her supplies, went to the lounge and when she saw the blood on 
the floor she knew she needed to send the resident to the hospital. She revealed Resident#1 took AC 
medication. Staff D reported Staff A told her, she just transferred Resident#1 from the recliner to the w/c and 
her upper left leg got a laceration. On 10/27/25 at 3:25 PM Resident #1 was in her room and sitting in her 
w/c. The w/c pedals were in place and able to move back freely. A pink bag sat in the seat of the w/c. The 
left w/c foot pedal metal above the release lever felt and looked sharp. On 10/28/25 at 2:01 pm Staff A 
reported on 10/20/25 around 4 PM Resident#1 needed to use the toilet. She said she placed the gait belt (G.
B.) on Resident#1 and completed a stand pivot transfer (SPT) to the w/c that she placed right next to 
Resident#1. Staff A stated as she sat her in the chair Resident#1 said ouch. Staff A reported she saw 
Resident#1 left leg sat bent back at the knee under the w/c. Staff A revealed after she moved Resident#1's 
left leg she saw her knee high sock turned red from blood. Staff A reported she called for help, the Human 
Resource (HR) Director got to her first and applied pressure to the wound and Staff D got there next. Staff A 
reported the w/c pedal on the right side went back 180 degrees while the left foot pedal only went back 90 
degrees. Staff A said a pink bag that held the phone hung on the left side of the w/c and prevented the foot 
rest from going back 180 degrees. On 10/28/25 at 12:52 PM the HR reported as she worked in her office on 
10/20/25 she heard Staff A say Oh **** blood. HR said she immediately went to help. She said she saw a 
large puddle of blood on the floor. She told Staff A to get her a glove and she would apply pressure. She said 
the nurse lifted her pant leg, started to pull down her long sock and she saw a cut a few inches long and 
curved. HR said the nurse covered and applied pressure when she saw the blood poured out of the lower 
part of the cut. She said the nurse dressed the wound and she elevated her leg and she watched it as the 
nurse called people. On 10/28/25 at 3:40 PM Staff B, CNA reported she took the w/c pedals completely off 
when she transfers residents. She said she looked at the white board in their rooms to know how to transfer 
a resident. On 10/29/25 at 9:30 AM Staff C, Licensed Practical Nurse (LPN) reported when she transfers 
anyone she removes the w/c pedals so she doesn't trip on them, and sometimes flipping them back doesn't 
get them out of the way enough. On 10/29/25 at 10:48 AM Staff A reported she failed to use the walker with 
Resident#1 transfer that resulted in her leg laceration. On 10/29/25 at 11:12 AM, Physical Therapy Assistant 
(PTA) reported he expected the staff to use the walker for STP from the recliner to the w/c for Resident#1. 
He reported her discharge recommendation directed staff to transfer her with the assistance of 1 staff, G.B. 
and walker. On 10/29/25 at 11:30 AM Staff B, reported when she helped transfer Resident#1 she used the G.
B. and the walker. On 10/29/25 between 12:15 and 12:30 PM the Director of Nursing, (DON) reported she 
identified a concern that Staff A failed to use the walker when she transferred R#1 and she received a 
laceration to her left leg. The DON reported Resident #1's pink bag hung on the left side of the w/c and 
stopped the w/c pedal from going all the way back. She said the w/c pedal that stuck out felt sharp and she 
thought that's what cut Resident #1s leg. The DON reported Staff A told her Resident #1 needed the 
bathroom. She put the gait belt on her and moved her to the w/c when she got the laceration. The DON 
reported she expected the staff to follow the white board in their rooms and the Care Plan. On 10/29/25 at 
2:30 PM the PTA, reported he expected the staff to use the G.B and the walker with Resident#1 transfers for 
both the resident and staff safety. The facility provided a document titled Skills Fair dated 10/20/23 that 
reflected Staff A completed transfer training. The facility provided the Skills Fair Transfer training list that 
included one staff assist with gait belt and walker. The training included reminders to do all transfers slowly 
and follow the transfer direction on the white board in the residents room.

22165537

02/05/2026


