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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.
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Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Based on observation, interview, clinical record review, and facility policy review, the facility failed to ensure 
safe wheelchair transportation for 2 of 3 residents reviewed (Resident #12 and Resident #13). The facility 
staff failed to put on foot pedals when pushing residents in their wheelchair. The facility reported a census of 
353 residents.Findings include: 1. Review of the Minimum Data Set (MDS) assessment, dated 6/24/25, 
identified Resident #12 had a Brief Interview for Mental Status (BIMS) score of 7 out of 15, which indicated 
severe cognitive impairment. The list of diagnoses included non-Alzheimer's dementia, cancer, and diabetes 
mellitus. The MDS indicated Resident #12 depended on staff for all transfers, they couldn't walk and used a 
wheelchair for mobility. The Care Plan Focus initiated 9/10/24, reflected Resident #12 needed help with their 
day-to-day tasks, as he could fall, he needed assistance with maintaining his strength and ambulation. He 
required a secured environment for his safety. The Interventions included:a. Locomotion off the unit: one 
staff assist with a manual wheelchair.b. Locomotion on the unit: Resident #12 could propel himself at times, 
otherwise staff to assist.c. Wheelchair used for mobility. During an observation on 9/8/25 at 11:31 AM, 
Resident #12 sat at a dining room table in a high back, tilting wheelchair, positioned upright/sitting. A staff 
member approached him, backed him away from the table, turned the wheelchair around, and began to 
transport him out of the dining room without foot pedals attached to the wheelchair. Approximately 2 feet 
from the table, staff pushed Resident #12 in wheelchair over a threshold that transitioned from vinyl flooring 
to carpeted flooring, Resident #12 abruptly put both feet down on the floor which stopped forward motion of 
the wheelchair. Following this, the staff member left to retrieve foot pedals, applied them to the wheelchair, 
and continued transporting Resident #12. 2. Review of the MDS assessment, dated 8/12/25, revealed 
Resident #13 had a BIMS score of 7 out of 15, which indicated severe cognitive impairment. The list of 
diagnoses included non-Alzheimer's dementia, hemiparesis/hemiplegia (one-sided weakness or loss of 
sensation), and traumatic brain injury. The MDS indicated Resident #13 required partial to moderate staff 
assistance for all transfers, they couldn't walk and used a wheelchair for mobility.The Care Plan Focus, 
initiated 10/16/23, indicated Resident #13 needed assistance with their daily routine. The Interventions 
included:a. Locomotion off the unit: one staff assist with a manual wheelchair.b. Locomotion on the unit: 
independent mobility with a manual wheelchair.During an observation on 9/9/25 at 11:22 AM, Resident #13 
sat in a wheelchair at the long edge of the dining room table, with foot pedals attached to the wheelchair, but 
not in use, folded away on the sides of the wheelchair. Resident #13 attempted to self-propel their 
wheelchair towards the head of table. Staff B, Registered Nurse (RN), approached and pushed Resident 
#13's wheelchair from the long side of table around to the short side of table without placing feet on the foot 
pedals. Resident #13's feet skimmed over the top of the floor during transport. During an interview on 9/9/25 
at 3:00 PM, Staff B, Registered Nurse (RN), stated staff must put foot pedals on a wheelchair before they 
transport a resident for safety and to prevent injury. During an interview on 9/9/25 at 3:45 PM, the Nursing 
Services Director revealed they expected the staff to apply foot pedals to wheelchairs prior to transporting 
residents, to keep their feet off the floor. The facility provided an undated document titled, Standards of Care 
instructed under the section Safety Strategies for the facility to have wheelchair pedals used with all transport.

2216A002

02/05/2026


