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Based on records reviewed and interviews, for one of three sampled residents (Resident #1), who was 
dependent on the assistance of staff for transfers, the Facility failed to ensure staff provided care consistent 
with professional standards of practice, when on 09/22/25 at 9:55 P.M., Resident #1 was transferred into bed 
with the assistance of two staff members, without the use of a gait belt (safety device used to assist 
individuals with mobility challenges during transfers) per facility policy, his/her knees buckled during the 
transfer, and staff had to grab Resident #1 by the waist band of his/her pants to try to prevent him/her from 
falling. Findings include:Review of the Facility Policy titled, Gait Belt Policy and Procedure, dated as revised 
March 2024, indicated that a gait belt should be used for all residents during functional transfers when 
physically assisted with transfers to provide a safe environment for all residents and staff.Review of the 
Facility Policy titled, Safe Lifting and Movement of Residents, dated as revised July 2017, indicated that the 
facility used appropriate techniques and devised to lift and move residents in order to protect the safety and 
well-being of staff and residents and to promote quality care. The Policy indicated that staff responsible for 
direct resident care will be trained in the use of gait belts. Resident #1 was admitted to the Facility in August 
2025, diagnoses included acute kidney failure, type 2 diabetes mellitus, chronic obstructive pulmonary 
disease, congestive heart failure, anxiety, depression, anemia and atrial fibrillation.Resident #1's Significant 
Change Minimum Data Set (MDS) Assessment, dated 09/19/25, indicated Resident #1 was moderately 
cognitively impaired and was dependent on staff for transfers.Review of the Facility's Internal Investigation 
Report, dated 9/23/25, indicated that on 9/22/25, Resident #1 sustained a laceration during a 2-person 
transfer from wheelchair to bed. The Report indicated that a gait belt was not used during the transfer (per 
facility policy) and that nursing staff were educated on proper transfer techniques.During an interview on 
11/12/ 25 at 2:30 P.M., (which also included review of her written witness statement, dated 9/22/25) Nurse 
#1 said that on 9/22/25 she was in another resident's room when a Certified Nurse Aide (CNA) (exact name 
unknown) entered the room and asked her to come see Resident #1. Nurse #1 said that when she entered 
Resident #1's room, he/she was lying sideways in the bed with a laceration to his/her left leg. Nurse #1 said 
that the laceration happened during a transfer from wheelchair to bed and said she was unsure if the CNA's 
used a gait belt during the transfer. Nurse #1 said that it is the Facility's policy for staff to use a gait belt 
during all resident transfers. During an interview on 11/12/25 at 2:50 P.M., (which also included review of her 
written witness statement, dated 9/22/25) CNA #1 said CNA #2 asked her to help transfer Resident #1 into 
bed on 9/22/25 sometime around 10:00 P.M. CNA #1 said that both of them stood him/her up from the 
wheelchair to pivot Resident #1 into bed. CNA #1 said that she was aware that it was the Facility's policy to 
use a gait belt but said they did not use a gait belt during Resident #1's transfer. CNA #2 said Resident #1's 
left leg caught the bed frame and that a piece of exposed metal from the bed frame caused him/her to get a 
laceration on his/her left leg. During a telephone interview on 11/17/25 at 9:35 A.M., (which also included 
review of her written witness statement, dated 9/22/25) CNA #2 said that on 9/22/25, Resident #1 was on her 
assignment and that around 10:00 P.M., she asked CNA #1 to help her transfer Resident #1 into bed. CNA 
#2 said that they both stood him/her up from the wheelchair to pivot Resident #1 into the bed, and that they 
did not use a gait belt during the transfer. CNA #2 said during the transfer, Resident #1 began letting go and 
his/her knees began to buckle so they grabbed onto the waist band of his/her pants and lifted him/her into 
bed. CNA #2 said that during the transfer, Resident #1's left leg bumped into the bed frame and a piece of 
metal was exposed caused him/her to get a laceration. CNA #2 said that she was aware that it was the 
Facility's policy to use a gait belt during all resident transfers and said that they should have used a gait belt 
during the transfer.Review of Certified Nurse Aide (CNA) #2's personnel file indicated the following:-On 
2/13/24, CNA #2 signed a Gait Belt Policy & Procedure acknowledgement which indicated that a gait belt 
should be used for all residents during physically assisted functional transfers to provide a safe environment 
for all residents and staff. The Policy further indicated that noncompliance with use of gait belt will result in 
disciplinary action.-On 8/16/24, CNA #2 signed an Orientation Form acknowledgement which indicated that 
she was aware of the Facility's Gait Belt Policy and Procedure.-On 4/13/25, CNA #2 signed an Annual 
Competency Review which indicated that she demonstrated competence with the Facility's Gait Belt Policy 
and Procedure.Review of CNA #2's Text Message, sent to the Administrator, undated, indicated that no gait 
belt was used [on 9/22/25] during the transfer with Resident #1.During an interview on 11/12/25 at 3:30 P.M., 
the Director of Nurses (DON) said that two CNA's transferred Resident #1 into bed, said his/her left leg 
scraped against an exposed piece of metal from the bed frame and said he/she sustained a laceration from 
the exposed metal of the bed frame. The DON said that she did not believe that the two CNAs used a gait 
belt during the transfer at the time of the incident. The DON said that it was the Facility's policy to use gait 
belts during resident transfers and said it was her expectation that staff use gait belts. During an interview on 
11/12/25 at 3:50 P.M., the Administrator said that he was notified that Resident #1 sustained a laceration to 
his/her left leg from an exposed piece of metal from the bed frame during a transfer into bed. The 
Administrator said that during the transfer, neither of the CNA's used a gait belt, and that it was Facility policy 
to use gait belts during all resident transfers. The Administrator said that both CNAs did not follow the 
Facility's policy. On 11/12/25, the Facility was found to be in Past Non-Compliance and presented the 
Surveyor with a plan of correction, with an effective date of 09/25/25, which addressed the area(s) of concern 
as evidenced by:A. On 09/22/25, Nursing immediately assessed Resident #1's injuries, a pressure dressing 
was applied to the left leg laceration, 911 was called and he/she was transferred to the Hospital Emergency 
Department for evaluation.B. 09/23/25 through 09/26/25, the Staff Development Coordinator (SDC) provided 
re-education and re-trained all Licensed staff and CNA's on proper transfer mechanics, which included use 
of gait belts.C. On 09/23/25, the Director of Maintenance completed a whole house audit of all of the beds in 
the Facility to identify any missing caps on the bed frame to ensure that there is no exposed metal, identified 
any sharp edges or defective parts on the bed frame and joints. Caps were ordered and beds with missing 
caps, were identified and caps were placed.D. On 09/24/25, A Quality Assurance Performance Improvement 
(QAPI) Action Plan was developed on Resident Safety - Laceration During Transfer, Transfer Mechanics and 
Potential Environmental Hazard - Exposed Bed Frame Joint.E. On 09/25/25, the Unit Managers conducted 
daily visual observation audits on their units to ensure staff are using gait belts during transfers and that staff 
are transferring the residents with the appropriate number of staff assistance.F. Unit Managers will conduct 
Resident Transfer Observation Audits daily for seven days, then weekly for four weeks and then monthly for 
three months.G. The Director of Maintenance will audit resident beds for exposed metal, sharp edges or 
defective parts monthly for three months.H. The results of the audits will be presented and reviewed at the 
monthly QAPI Committee meeting for three months or until compliance is achieved.I. The Administrator and 
the Director of Nursing and/or designee are responsible for overall compliance.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
records reviewed and interviews, for one of three sampled residents (Resident #1), who was dependent on 
the assistance of staff for transfers, the Facility failed to ensure his/her environment was free from potential 
hazards as is possible when on 09/22/25 sometime around 10:00 P., as Resident #1 was being transferred 
into bed with the assistance of two staff members, his/her left lower extremity scraped up against an exposed 
piece of metal on the bed frame joint and he/she sustained a 10-centimeter (cm) laceration to his/her left 
lower extremity that required 10 sutures to close. Findings include:Review of the Facility Policy titled, 
Equipment Management Plan, dated as reviewed January 2025, indicated the following:-all equipment, 
including beds, is functional and safe for use by all residents and is maintained appropriately by qualified 
individuals;-equipment is checked for functionality and safety in order to foster a safe environment;-the 
Facility will conduct yearly inspections or sooner as per manufacturer recommendations of all medical 
equipment and all equipment will be inspected and maintained in safe reliable operation.Review of the 
Report submitted by the Facility via Health Care Facility Reporting System (HCFRS), dated 09/23/25, 
indicated that on 9/22/25 around 10:00 P.M., Resident #1 sustained a laceration to his/her left outer calf 
during a transfer into bed, was transferred to the Hospital Emergency Department (ED) and required 10 
sutures to repair the laceration. The Report indicated that upon sitting down onto the bed, Resident #1's left 
leg scraped up against the exposed metal bed frame joint, and he/she sustained a laceration to his/her left 
lower outer calf. The Report indicated that as a corrective measure, Resident #1's bed frame joints were 
covered with (protective plastic) end caps.Review of Resident #1's Hospital Discharge summary, dated 
[DATE], indicated he/she presented to the Hospital ED with a laceration of the left leg. The Summary 
indicated that Resident #1 sustained a 10 cm semilunar (involving the skin and underlying tissue and cause 
significant bleeding) laceration along the lateral aspect of his/her left leg, had a small amount of arterial 
bleeding and required 10 sutures to repair the laceration.Resident #1 was admitted to the Facility in August 
2025, diagnoses included acute kidney failure, type 2 diabetes mellitus, chronic obstructive pulmonary 
disease, congestive heart failure, anxiety, depression, anemia and atrial fibrillation.Resident #1's Significant 
Change Minimum Data Set (MDS) Assessment, dated 09/19/25, indicated Resident #1 was moderately 
cognitively impaired and was dependent on staff for transfers.During an interview on 11/12/ 25 at 2:30 P.M., 
(which also included review of her written witness statement, dated 9/22/25) Nurse #1 said that on 9/22/25 
she was in another resident's room when a Certified Nurse Aide (CNA) (exact name unknown) entered the 
room and asked her to come see Resident #1. Nurse #1 said that when she entered Resident #1's room, 
he/she was lying sideways in the bed, and he/she had a large wide-open laceration to his/her left leg that 
was actively bleeding.Nurse #1 said that the laceration happened during Resident #1's transfer by the CNAs 
from the wheelchair to bed. Nurse #1 said that Resident #1's left leg got caught on a piece of exposed metal 
on the bed frame and that she saw blood and fragments of skin on the piece of exposed metal on the bed 
frame. Nurse #1 said that she put a pressure dressing on the laceration, called 911 (Emergency Medical 
Services) and Resident #1 was transferred to the Hospital ED for treatment of his/her laceration. Nurse #1 
said that Resident #1 returned from the Hospital ED with 10 sutures to his/her left leg.During an interview on 
11/12/25 at 2:50 P.M., (which also included review of her written witness statement, dated 9/22/25) CNA #1 
said that CNA #2 asked her to help she transfer Resident #1 into bed on 9/22/25 sometime around 10:00 P.
M. CNA #1 said that both of them stood Resident #1 to pivot him/her into bed. CNA #1said Resident #1's left 
leg caught the bed frame and that a piece of exposed metal from the bed frame caused him/her to get a 
laceration to his/her left leg. CNA #1 said that Resident #1 was sitting at the edge of the bed with his/her legs 
hanging down and said that there was a lot of blood coming from the laceration. CNA #1 said they physically 
lifted Resident #1 into bed and notified the nurse. During a telephone interview on 11/17/25 at 9:35 A.M., 
(which also included review of her written witness statement, dated 9/22/25) CNA #2 said that on 9/22/25 
around 10:00 P.M., she asked CNA #1 to help her transfer Resident #1 into bed. CNA #2 said that they both 
stood Resident #1 up to pivot him/her into bed. CNA #2 said Resident #1 began letting go, his/her knees 
began to buckle so they grabbed onto the waist band of his/her pants and lifted him/her into bed. CNA #2 
said that during the transfer, Resident #1's left leg bumped into the bed frame and a piece of exposed metal 
caused him/her to get a laceration. CNA #2 said that there was a lot of blood from the laceration and the 
piece of metal on the bed frame had blood on it as well. CNA #2 said that she notified the nurse of the 
incident. During an interview on 11/12/25 at 11:00 A.M., the Director of Maintenance said that he was notified 
by the Administrator that Resident #1 was involved in an incident involving exposed metal on his/her bed 
frame and that he/she sustained a laceration from it. The Director of Maintenance said that when he 
inspected Resident #1's bed, he saw a piece of metal from the bed frame was exposed without the black 
(protective) plastic cap on it. The Director of Maintenance said that the beds were [AGE] years old and that 
some of the plastic caps have come off that piece of metal from the bed frame. The Director of Maintenance 
said that Resident #1 caught his/her leg on the exposed metal of the bed frame, sustained a laceration from 
the exposed piece of metal, and said the black plastic cap should have been in place on the piece of metal to 
protect it.During an interview on 11/12/25 at 3:30 P.M., the Director of Nurses (DON) said that two CNA's 
transferred Resident #1 into bed, and his/her left leg scraped against an exposed piece of metal from the bed 
frame, and he/she sustained a laceration from it. The DON said that the exposed metal did not have a plastic 
protective cap on it and said that the exposed metal caused the laceration. During an interview on 11/12/25 
at 3:50 P.M., the Administrator said that he was notified that Resident #1 sustained a laceration to his/her left 
leg from an exposed piece of metal on his/her bed frame during a transfer into bed. The Administrator said 
that during his investigation, he saw dried up blood on the bed frame and on the piece of exposed metal from 
the bed frame. The Administrator said that the piece of metal on the bed frame did not have the protective 
black plastic cap on it. The Administrator said that the exposed piece of metal caused the laceration to 
Resident #1's left leg.The Administrator and the DON also said as part of the facility's investigation, they 
determined that neither CNA used a gait belt (safety device used to assist individuals with mobility 
challenges during transfers) during the transfer to maintain the resident's safety (per facility policy).On 
11/12/25, the Facility was found to be in Past Non-Compliance and presented the Surveyor with a plan of 
correction, with an effective date of 09/25/25, which addressed the area(s) of concern as evidenced by:A. On 
09/22/25, Nursing immediately assessed Resident #1's injuries, a pressure dressing was applied to the left 
leg laceration, 911 was called and he/she was transferred to the Hospital Emergency Department for 
evaluation.B. 09/23/25 through 09/26/25, the Staff Development Coordinator (SDC) provided re-education 
and re-trained all Licensed staff and CNAs on proper transfer mechanics, which included use of gait belts.C. 
On 09/23/25, the Director of Maintenance completed a whole house audit of all of the beds in the Facility to 
identify any missing caps on the bed frame to ensure that there is no exposed metal, identified any sharp 
edges or defective parts on the bed frame and joints. Caps were ordered and beds with missing caps, were 
identified and caps were placed.D. On 09/24/25, A Quality Assurance Performance Improvement (QAPI) 
Action Plan was developed on Resident Safety - Laceration During Transfer, Transfer Mechanics and 
Potential Environmental Hazard - Exposed Bed Frame Joint.E. On 09/25/25, the Unit Managers conducted 
daily visual observation audits on their units to ensure staff are using gait belts during transfers and that staff 
are transferring the residents with the appropriate number of staff assistance.F. Unit Managers will conduct 
Resident Transfer Observation Audits daily for seven days, then weekly for four weeks and then monthly for 
three months.G. The Director of Maintenance will audit resident beds for exposed metal, sharp edges or 
defective parts monthly for three months.H. The results of the audits will be presented and reviewed at the 
monthly QAPI Committee meeting for three months or until compliance is achieved.I. The Administrator and 
the Director of Nursing and/or designee are responsible for overall compliance.
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