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F 0610

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Some

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to conduct a comprehensive, complete 
investigation,, including a root cause analysis (RCA) and provide sufficient protection to other residents while 
the investigation was completed for 1 of 3 residents (R1) who was reviewed for accidents. This had the 
potential to affect all 19 residents who required staff assistance with a gait belt to transfer.Findings include: 
R1's quarterly Minimum Data Set, dated [DATE], identified she was admitted to the facility on [DATE], from 
home/community. She had severely impaired cognition with disorganized thinking, without behaviors. She 
required substantial/maximal assistance with all transfers. No falls since admission.R1's face sheet dated 
10/29/25, identified diagnoses: Alzheimer's, urge incontinence, multiple fracture of ribs left side, dislocation 
of left shoulder joint, morbid obesity, joint disorders, osteoarthritis, fracture of upper end of left humorous, 
and fracture of left acetabulum (hip joint).R1's quarterly fall safety assessment dated [DATE], identified one 
to two falls in the last six months, no falls since admission. Identified R1 had right upper extremity impairment 
due to history of right arm fracture and wore arm brace daily. Has had no impairment of the left arm. 
Identified R1 pivot transfers with staff assist of one and four wheeled walker (4WW). Fall risk score was18 
and indicated high risk for falls.R1's progress notes from 10/10/25, identified: -10/10/25 at 8:10 a.m. At 
approximately 7:00 a.m., licensed practical nurse (LPN) notified writer resident had fallen. Upon entering 
room, resident sat upright on her bottom on the floor, back was up against the nursing assistant (NA) legs 
with her legs stretched out towards the window. NA reported that when resident was pivot transferring with 
assist of one, she tripped over her feet and NA had lowered her to the ground. R1 complained of left hip 
pain. No redness, swelling, open areas or bruising noted to left hip. No other injuries found upon 
assessment. R1 denied maltreatment/abuse, stated no, no one hurt me she just fell. Denied head strike, 
wearing shoes, gait belt, and used 4WW at the time of fall. R1 was assisted off the floor with three assist EZ 
lift, transferred into her wheelchair, and assisted to commode with EZ stand. No complaints of left hip pain 
stated her right shoulder hurt, but shoulder pain was chronic and unrelated to fall. Range of motion (ROM) 
was limited in right shoulder due to previous injury and left hip was limited at first while sitting on the ground 
(stated it was painful when lifted to put the sling strap under her thigh). After she was placed in wheelchair 
and used sit to stand lift no more complaints of hip pain. Family, director of nursing (DON), and administrator 
notified.10/10/25 at 1:05 p.m., R1 sat in recliner with legs elevated. She now complained of severe pain to 
her left hip/groin that radiated down to knee and numbness to buttocks. She had very limited ROM, could 
only lift leave an inch or so off the footrest, bent knee about 10 degrees. Left leg appeared shorter that the 
right while she sat in recliner. R1 winced, grimaced and verbalized pain through assessment and with light 
touch to her upper left leg. Ice pack applied on top of left groin. As needed (PRN) tramadol administered and 
primary provider (MD) here to round shortly with priority. Family updated.-10/10/25 at 1:57 p.m., Seen by 
medical doctor (MD) on rounds. Orders given for R1 to be seen in clinic or ER for pelvic/hip x-ray. 
Transferred to ER at 2:54 p.m.-10/10/25 at 5:56 p.m., Called received from local ER and updated R1 had 
broken and dislocated left shoulder and three broken ribs. R1 was going to have surgery.R1's left shoulder 
x-ray dated 10/10/25 at 3:45 p.m., identified large Hill-Sachs fracture deformity (a bone injury on the humeral 
head/upper arm bone ball of the shoulder joint resulting from a shoulder dislocation) with suspected 
nondisplaced humeral fracture. (the bone fragments, cracked or broken have not significantly shifted but 
remain in their correct alignment) (can be caused by trauma or fall) and anterior dislocation (front/forward 
movement of the arm out of socket and occurs when holding arm away from the body usually caused by 
trauma)Mildly displaced left posterior left side rib fractures 5th, 6th, 7th, and likely 8th. Facility 5-day 
investigative report summary dated 10/17/25 at 4:54 p.m., R1 had an unsuccessful staff assisted transfer 
that resulted in her being lowered to the floor by staff. Element of the care plan that was not followed: R1 
transfers with assist of one. While not explicitly written in the care plan, gait blet was required and not used 
for this transfer. R1 had refused gait belt in the past, but not with this transfer. R1 was referred to emergency 
department (ED) and evaluation showed dislocation of shoulder with fracture of the humoral head that may 
have been chronic due to presentation and three rib fractures were acute. Shoulder was reduced prior to 
return to facility. Summary of interview(s) with other residents who may have had contact with the alleged 
perpetrator (AP) not appliable (na). Action taken to prevent reoccurrence to subjected resident and other 
residents: gait belt audits conducted each shift to monitor compliance. Continued transfer audit will continue 
indefinitely. Systemic actions taken staff education and transfer audits on each shift to ensure proper 
technique and safety equipment usage. The allegation could not be verified because there was insufficient 
information and facility investigation was inconclusive.NA-A's Corrective Action Notice dated 10/14/25, (four 
days after R1's fall), identified verbal, written, final warning. NA-A transferred R1 without gait belt, she tripped 
over her own feet and NA-A reached out grabbed resident to avoid fall and assisted in lowering her to the 
floor. See in ER and noted shoulder dislocation and fractured ribs. Summary of corrective action: education 
provided on gait belt use, policy review, and correct sizing of gait belts. Consequences for failure to take 
corrective action: outlined in summary and progressive disciplinary action.During an observation on 10/27/25 
at 12:59 p.m., nursing assistant (NA)-A answered R1's call light. R1 sat in wheelchair and stated she had just 
returned from seeing the doctor about her left arm fracture. NA-A applied a gait belt underneath her breasts, 
placed the walker in front of her, connected right arm brace strap across her chest, and brakes on 
wheelchair. NA-A walked around wheelchair and stood behind R1, reached forward and placed her opened 
hands flat on top of the gait belt on each side of her waistline. NA-A instructed R1 to stand and pushed firmly 
against her waistline and assisted her to stand. R1pushed up with left hand on wheelchair arm rest, stood 
up, took one step with left foot and pivoted so that she stood in front of the recliner. NA-A held onto R1's 
sides to steady her taking one step to her left so that she was positioned on R1' right side next to the 
recliner. NA-A pushed inward with her hands flat against the gait belt, while R1 placed her left hand on the 
recliner armrest and lowered herself down onto the recliner. R1's wheelchair remained with left edge of seat 
next to recliner at an angle so that NA-A stood in between the recliner and the wheelchair during the transfer. 
NA-A did not place her hands/fingers underneath the gait belt during this observation.During an observation 
on 10/28/25 at 12:31 p.m., NA-B entered R1's room and applied a gait belt while she sat in her wheelchair. 
NA-A positioned her wheelchair sideways off to the right side of the recliner, placed walker in front of her, 
and brakes on wheelchair. NA-B stood behind the R1's wheelchair, placed her hands/fingers cupped 
underneath the gait belt on both sides of R1's waistline. R1 pushed herself up from wheelchair with her left 
hand on the arm rest of the wheelchair and NA-A pulled up on the gait belt to steady her. R1 stood up, held 
onto the walker and NA-A let go of the gait belt with both hands. NA-A took brakes off wheelchair, pushed it 
out of the way, moved closer behind R1 and grabbed the gait belt with both hands.During an interview on 
10/27/25 at 1:57 p.m., NA-A stated unsure of date early a.m. she attempted to transfer R1 from recliner to 
commode in her room. A gait belt was not placed on R1prior to the transfer. NA-A stated she stood between 
the recliner (on her left side) and the commode (on her right side) and held onto R1's backside of her pants 
with her left hand and right hand was placed on the commode while she stood up and tripped over her foot. 
NA-A bear hugged her from behind, lowered her to the ground, she did not fall. R1 was heavy, would not 
bend the left leg made it difficult to lower her down to the floor. NA-A stated she was not aware R1 was at 
risk for falls and the use of gait belt most likely would have not made a difference in the outcome. During an 
earlier transfer observed with R1 she stated she did not place her hands under the gait belt and grabbed her 
pants instead and always transferred her that way. NA-A stated R1 was heavy and easier to use her pants, 
usually did not grab around her waist area. NA-A stated she had learned how a gait belt should be used from 
the certified nursing assistant class two years ago. Staff were expected to apply a gait belt under the breasts, 
fit two fingers under it so not too tight, both sides of the gait belt should have been grabbed with fingers 
slipped underneath and lift after resident was asked to stand. There were times she grabbed the back side of 
a resident's pants for an extra boost up. She received gait belt education on how gait belts should be applied 
only, about one week ago. Prior to the incident she had not received education on how a gait belt should be 
used correctly since she started work at facility.During an interview on 10/28/25 at 1:48 p.m., NA-B stated 
staff were expected to use a gait belt with residents that were not independent during transfers/ambulation 
for the safety of the resident and staff, helped prevent falls and if they lost their balance the gait belt would 
provide a way to lower them to the floor. R1 has never refused to wear the transfer belt and always used one 
along with the back of her pants when she transferred her. NA-B stated she had forgotten to use a transfer 
belt during other resident transfers due to unable to locate one. She had recently received education and 
audits on how to apply the gait belt only. NA-A stated she stood behind R1's wheelchair during the observed 
transfer earlier and thought it was the best way to transfer her. If R1 would have started to fall forward she 
most likely would not be able to stop the fall. She stated where she stood was not safe and should have 
maybe stood on R1's side instead, not sure.During an interview on 10/28/25 at 3:30 p.m., DON stated R1 
had dementia and poor short/long term memory. Staff were expected to use a gait belt to transfer any 
resident requiring assistance and should have been spelt out in the care plan and Kardex. The use of 
transfer belts helped provide safe transfers especially with R1's fall. When a gait belt was not used and 
resident started to fall the staff would most have most likely reached out and grabbed onto an upper 
extremity or completed a bear hug, and any of those could have resulted in injury especially with the geriatric 
population. R1 had a degenerative joint disease and would have caused a higher risk for injury without a gait 
belt which resulted in other means used to break the fall. NA-A was expected to have used a gait belt when 
R1 was transferred and could have made a difference, her shoulders would have not been affected, and 
NA-A's hand position would have been different. He was notified of R1's fall on 10/10/25 right after it 
happened, and no injuries were identified until later that day between 1:00 p.m. and 1:30 p.m. and she was 
sent to ER and injuries were verified. NA-A was not removed from her duties and allowed to continue to care 
for residents and transfer them. NA-A did not work the weekend or scheduled but was allowed to continue to 
work the following dates: October 13th and 14th, 16th, 17th, 20th, 21st, 22nd, 23rd, 25th, 26th, 27th, and 
28th. Monday morning, October 13th, 2025, between 7:00 a.m. and 8:00 a.m. he interviewed NA-A and 
realized a gait belt was not used during the transfer. Education was provided that morning regarding the use 
of a gait belt during transfers and position of the staff during a transfer was not discussed, thought that would 
just come with the proper usage of the gait belt. He was not working on site over the weekend and returned 
to work on Monday, October 13th, 2025. Investigation was initiated and gait belt audits were started on 
10/13/25. Gait belt audits were completed on NA-A and had not recalled any issues so thought we were 
doing good. A root cause analysis was not completed. After NA-A was interviewed he determined the lack of 
using the gait belt was the problem but could have been more than that. A root cause analysis should have 
been done and stilled planned on doing one. R1 was interviewed. No other residents were interviewed for 
this investigation. Education was initiated after the incident on 10/13/25 and 10/14/25 for all nursing staff and 
provided through the health academy computer system, documents (policy), texts, and audits on application 
of the gait belt, if it was applied before transfers. The education lacked information on where to stand and 
how to provide a safe transfer. The staff were informed later with a new audit form where to stand during the 
transfers, on the resident's strong side. Staff were confused due to inaccurate information provided such as 
informed of the wrong side to stand on during transfer. DON stated he had misinterpreted as strong side and 
should have indicated weak side.Facility policy Resident Accidents/Incidents dated 10/17/25, identified all 
accidents/incidents involving residents must be reported to the DON and/or the administrator. The facility 
inter-disciplinary team will review all incident reports for potential allegations of abuse. All resident incident 
reports involving residents are recorded in the point click care system for review by Quality Assurance 
Committee and Medical Director.Facility policy Protection of Residents During Abuse Investigations dated 
10/17/25, identified our facility will protect residents from harm during investigation of abuse allegations. 
During the abuse investigation, employees accused of participating in the allege abuse will be immediately 
reassigned to duties that do not involve resident contact or will be suspended without pay until the findings of 
the investigation have been reviewed by the administrator.Facility policy Alleged Abuse Investigations dated 
10/17/25, identified all reports of resident alleged abuse, neglect and injuries of unknown source shall be 
promptly reported and if additional investigation was required facility management will initiate an investigation 
of the incident. The individual conducting the investigation will take the following steps as appropriate: 
interview other resident to who the accused employee provides care and services.
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F 0684

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, and document review, the facility failed to comprehensively reassess and implement 
interventions to reduce the risk of further falls and injury after re-admission from hospital for 1 of 3 residents 
(R1) reviewed who had fallen and sustained injuries at the facility. Findings include: R1's quarterly Minimum 
Data Set, dated [DATE], identified she was admitted to the facility on [DATE], from home/community. She 
had severely impaired cognition with disorganized thinking, without behaviors. She required 
substantial/maximal assistance with all transfers. No falls since admission.R1's face sheet dated 10/29/25, 
identified diagnoses: Alzheimer's, urge incontinence, multiple fracture of ribs left side, dislocation of left 
shoulder joint, morbid obesity, joint disorders, osteoarthritis, fracture of upper end of left humorous, and 
fracture of left acetabulum (hip joint),R1's quarterly fall safety assessment dated [DATE], identified one to 
two falls in the last six months, no falls since admission. Identified R1 had right upper extremity impairment 
due to history of right arm fracture and wore arm brace daily. Has had no impairment of the left arm. 
Identified R1 pivot transfers with staff assist of one and four wheeled walker (4WW). Fall risk score was18 
and indicated high risk for falls.R1's medical record lacked evidence of a fall assessment completed upon 
R1's return from the hospital. R1's occupational therapy caregiver education instructions for toileting dated 
4/26/23, identified R1 may complete pivot transfers with assist of one and FWW/grab bars in central baths 
during the daytime. Please use bedside commode at bedtime (HS) toileting. Discontinue EZ stand.R1's 
medical record lacked evidence of a therapy assessment being completed upon R1's return from the 
hospital. R1's care plan dated 9/16/25, identified alternation in cognition related to Alzheimer's diagnosis with 
late onset, short/long term memory loss, severe cognitive impairment identified on 8/2025 that varied from 
intact to severe historically. History of disorganized thinking at times. Alternations in functional 
abilities/activities of daily living (ADLs) related to left acetabulum (fracture in the socket-shaped bone that 
forms the hip joint), history of unsafe transfers, and cognitive deficit. Staff were directed to have provided 
maximum assistance with all transfers with appropriate mobility aids, safety devices, and using and EZ stand 
when in pain, transfer and change positions slowly due to risk for falls, history of multiple falls, staff assist 
required for all transitions, impaired balance, history of unsafe self-transfers, pain, minimal impairment in 
hearing, alteration in cognition and presence of incontinence.R1's progress note dated 10/11/25 at 9:58 a.m., 
R1 returned from hospital. Nurse to nurse report: R1 was back to baseline. Stand/Pivot transfer. Reduction to 
left shoulder post fracture/dislocation. Discharge diagnoses: fracture/dislocation left shoulder and 3 to 4 rib 
fractures. Norco given prior to leaving hospital at 11:00 a.m. Orders: Miralax 17 grams (g) everyday, 
Hydrocodone prescription (Rx) to be sent to drug store pharmacy.Progress notes lacked evidence an 
assessment was completed for transfers after R1 was re-admitted to facility from hospital. R1's discharge 
from hospital orders dated 10/11/25, included reason for hospitalization: fall with left shoulder 
fracture/dislocation, multiple rib fractures, and pain control. Orders included: Activity without restrictions. May 
increase daily walking as able. Call provider if getting worse or increase in problems.During an observation 
on 10/27/25 at 12:59 p.m., nursing assistant (NA)-A answered R1's call light. R1 sat in wheelchair and stated 
she had just returned from seeing the doctor about her left arm fracture. NA-A applied a gait belt underneath 
her breasts, placed the walker in front of her, connected right arm brace strap across her chest, and brakes 
on wheelchair. NA-A walked around wheelchair and stood behind R1, reached forward and placed her 
opened hands flat on top of the gait belt on each side of her waistline. NA-A instructed R1 to stand and 
pushed firmly against her waistline and assisted her to stand. R1pushed up with left hand on wheelchair arm 
rest, stood up, took one step with left foot and pivoted so that she stood in front of the recliner. NA-A held 
onto R1's sides to steady her taking one step to her left so that she was positioned on R1' right side next to 
the recliner. NA-A pushed inward with her hands flat against the gait belt, while R1 placed her left hand on 
the recliner armrest and lowered herself down onto the recliner. R1's wheelchair remained with left edge of 
seat next to recliner at an angle so that NA-A stood in between the recliner and the wheelchair during the 
transfer. NA-A did not place her hands/fingers underneath the gait belt during this observation. NA-A 
removed the gait belt, elevated R1's feet with recliner footrest, covered her with a blanket, and placed call 
light on top of blanket. NA-A moved quickly and rushed to complete the transfer. NA-A turned off lights, 
sanitized her hands and left the room. R1's Kardex was observed inside her closet door last updated on 
9/2/25, ensure appropriate mobility aides and safety devices used for transfers/positioning.During an 
observation on 10/28/25 at 12:31 p.m., NA-B entered R1's room and applied a gait belt R1 sat in her 
wheelchair. NA-A positioned her wheelchair sideways off to the right side of the recliner, placed walker in 
front of her, and brakes on wheelchair. NA-B stood behind R1's wheelchair, placed her hands/fingers cupped 
underneath the gait belt on both sides of R1's waist. R1 pushed herself up from wheelchair with her left hand 
on the arm rest of the wheelchair and NA-A pulled up on the gait belt to steady her. R1 stood up, held onto 
the walker as NA-A let go of the gait belt with both hands. NA-A took brakes off wheelchair, pushed it out of 
the way, moved closer behind R1 and grabbed the gait belt with both hands. R1 pivoted to the left, lowered 
herself down with the left hand on the arm rest of recliner. R1 verbalized confused thought process and 
stated there must be people upstairs she saw children sliding down the roof in the snow and she was worried 
about them getting hurt. NA-B removed the gait belt, elevated her legs/feet with recliner footrest, placed call 
light, sanitized hands and exited the room.During an interview on 10/27/25 at 1:57 p.m., NA-A stated unsure 
of date early a.m. she attempted to transfer R1 from recliner to commode in her room. A gait belt was not 
placed on R1prior to the transfer. NA-A stated she stood between the recliner (on her left side) and the 
commode (on her right side) and held onto R1's backside of her pants with her left hand and right hand was 
placed on the commode while R1stood up and tripped over her foot. NA-A bear hugged her from behind, 
lowered her to the ground, she did not fall. R1 was heavy, would not bend the left leg made it difficult to lower 
her down to the floor. She complained of leg pain and wanted to get up off the floor. Once the nurse arrived, 
she assessed R1 and with assist of two nurses she was lifted off the floor with a Hoyer lift. NA-A stated she 
was not aware R1 was at risk for falls and the use of gait belt most likely would have not made a difference in 
the outcome. During an earlier transfer observed with R1 she stated she did not place her hands under the 
gait belt and grabbed her pants instead and always transferred her that way. NA-A stated R1 was heavy and 
easier to use her pants, usually did not grab around her waist area. NA-A stated she had learned how a gait 
belt should be used from the certified nursing assistant class two years ago. Staff were expected to apply a 
gait belt under the breasts, fit two fingers under it so not too tight, both sides of the gait belt should have 
been grabbed with fingers slipped underneath and lift after resident was asked to stand. There were times 
she grabbed the back side of a resident's pants for an extra boost up. She received gait belt education on 
how gait belts should be applied only, about one week ago. Prior to the incident she had not received 
education on how a gait belt should be used correctly since she started work at facility.During an interview on 
10/28/25 at 11:04 a.m., family member (FM) stated R1 was unable to stand alone, was a significant fall risk, 
and had a history of right arm fracture that never healed properly due to her horrible bones. FM stated she 
had visited R1 many times this year and observed many transfers by staff without the use of a gait belt. The 
first week of October staff grabbed her pants to transfer her to the commode, pulled pants down, nothing to 
hang onto, sat down on commode, stood her up without anything to hang onto, pulled up pants, did not seem 
very safe and placed her at risk for a fall. Staff had assisted R1 with a transfer from wheelchair to car without 
a gait belt on and hung onto her clothing instead. That type of practice was concerning, clothes were not 
sturdy enough, she was not a small person, and the top of her pants could have ripped. FM had observed a 
gait belt on R1's wheelchair at the end of July and was used when she was taken to a family gathering by 
her sister-in-law to take her to the bathroom. The gait belt had not been observed in her room during the 
other visits since. FM had not seen or heard R1 refuse the use of a gait belt. FM stated R1 was at a point 
where one person assist for transfers was not sufficient and she needed at least two staff instead, and most 
likely if she started to fall more than one person would be required to keep her upright. Another FM informed 
her R1 was in a lot of pain yesterday during the orthopedic appointment.During an interview on 10/28/25 at 
11:28 a.m., occupational therapist (OT) stated when a resident was able to bear weight such as R1, staff 
would be expected to use a gait belt. The gait belt provided staff something to hold onto and grasp without 
pulling on resident arms and/or extremities and helped prevent injury to resident and staff. After a resident 
has had a fall with an injury staff would be expected to communicate with therapy to be re-assessed by 
physical therapy to determine the safest way to transfer especially with rib fractures to avoid further injury 
and falls. Seemed odd R1 was deemed back to baseline but a possibility without lower extremity involvement 
in the fall. Typically, we are given orders to reassess once they return from a hospital stay after fall with 
injury. After gait belt had been applied the staff would be expected to slide their fingers up underneath the 
gait belt with thumbs up so that the top side of the fingers/hand were placed against the resident's body.
During an interview on 10/28/25 at 12:09 p.m., NA-E stated R1 was at risk for falls, moves slowly, unsteady 
at times and loses her balance. Before R1's fall she was an assist of one pivot and gait belt for transfers. We 
have been told the gait belt use was a safety thing, unsure how they really help.NA-E stated if she had used 
a gait belt during R1's transfers and if she became unsteady or started to fall would be required to pull up on 
the gait belt to steady her which could have caused more injury and pain to her fractured ribs. She has used 
the back of her pants at times to hold her up and knew that was not appropriate. R1 has had good days and 
transferred well with assist of one and then she has had bad days, more confused and unaware of which 
way to turn and a second staff would be used to assist and/or a stand lift.During an interview on 10/28/25 at 
1:48 p.m., NA-B stated she used a gait belt on residents when included in their care plan and/or if she 
thought they maybe unsteady during transfers or ambulation. Staff were expected to use a gait belt with 
residents that were not independent during transfers/ambulation for the safety of the resident and staff, 
helped prevent falls and if they lost their balance the gait belt would provide a way to lower them to the floor. 
When a resident refused the use of the gait belt, they need to be informed it was necessary to provide a safe 
transfer. The nurse may be able to help convince them, if not a lift machine maybe needed for transfer. R1 
has never refused to wear the transfer belt and always used one along with the back of her pants when she 
transferred her. NA-B stated she had forgotten to use a transfer belt during other resident transfers due to 
not being able to locate one. She had recently received education and audits on how to apply the gait belt 
only. NA-A stated she stood behind R1's wheelchair during the observed transfer earlier and thought it was 
the best way to transfer her. NA-A stated If R1 would have started to fall forward she most likely would not be 
able to stop the fall. She stated where she stood was not safe and should have maybe stood on R1's side 
instead.During an interview on 10/28/25 at 2:15 p.m. Licensed practical nurse (LPN)-B stated R1's cognition 
was not the best and had a poor memory. R1 transferred with extensive assistance of one to two staff 
stand/pivot. On 10/11/25, she had received report via telephone from the hospital staff nurse prior to R1's 
readmission back to the facility that day. She informed the hospital nurse prior to her fall the day before she 
required extensive assistance of one to transfer. The hospital nurse indicated she transferred in the hospital 
the same and most likely meant she was at baseline. LPN-B stated she was unaware if a therapy 
assessment was completed at the hospital or upon readmission back to the facility.During an interview on 
10/28/25 at 3:30 p.m., DON stated R1 had dementia and poor short/long term memory. R1 had a 
degenerative joint disease which would have caused a higher risk for injury without a gait belt which would 
have provided another means used to break the fall. A nurse-to-nurse report was completed prior to R1's 
readmission to the facility from the hospital. Generally speaking, the readmissions usually do not take place 
over the weekends however, this one did, none of the office staff were here when she returned. The staff 
nurse would have been expected to have completed a readmission assessment and documented it. When a 
resident returns back from the hospital and not at baseline therapy would have gotten involved. The report 
received from the hospital nurse was documented R1 was baseline with transfers and pivot. Since we had no 
issues with how she transferred over the weekend staff continued with assist of 1 to 2 staff and therapy was 
not involved. A fall risk assessment was expected to be completed if there was a change in 
condition/quarterly/annually. The fall risk assessment was most likely not done on R1. R1 tripped over her 
feet when she fell on [DATE] and was at baseline when she returned from the hospital and readmitted .
During an interview on 10/29/25 at 12:57 p.m., registered nurse (RN)-C stated R1 should have been 
assessed upon re-admission from the hospital after her fall with fractures. We are usually really good about 
that, unsure why that was not done, most likely got missed. RN-C stated the nurse was expected to fill out a 
return from hospital check list/template on the facility electronic medical record (EMR). RN-C stated she 
would have been concerned about R1's fractures and seemed odd she could have been back to baseline 
with transfers, unsure if it was a good idea to have one assist with a gait belt. RN-C stated she would have 
been concerned with the gait belt applied in close proximation of her fractured ribs would not be the safest 
either. R1 fell and resulted in fractures, therapy should have been contacted and assessed R1 so that staff 
would transfer her the safest and most appropriate way with fractures and injuries.Facility policy Staff 
Assisted Resident Transfer dated October 2025, identified the facility will assess each resident and 
determine the safest transfer method for both resident and staff safety. Resident specific data will be used to 
determine the method of transfer including but not limited to resident preference, history, clinical condition, 
physician restrictions, therapy assessment (physical and occupational), and nursing assessment. Resident 
will be assessed for initial transfer method determination on admission will be per resident interview and 
admission documentation. Resident will then be re-evaluated after a change in condition and after any 
transfer related incident (fall, near fall, injury). A stand pivot transfer where resident could weight bear on legs 
required assist of one to two staff with a gait belt secured on waist, scoot to edge of chair/bed, stand pivot to 
adjacent destination surface.Facility document Resident Falls dated October 2025, identified fall safety 
assessment is completed on all new admissions, quarterly, and as needed to assist in determining risk for 
falls. The resident is evaluated for physical devices to be used to help reduce falls, injury, or incidents. Those 
at risk for falls or have physical devices will be addressed in the care plan with approaches/interventions to 
be followed.Requested readmission /assessment policy and not received.Requested hospital therapy 
assessment/evaluation and not received.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview and document review, the facility failed to implement standards of practice to ensure a 
safe transfer for 1 of 3 residents (R1) reviewed for accidents when staff failed to use a transfer belt. This 
resulted in actual harm when R1 fell during a staff assisted transfer, sustained a fractured and dislocated left 
arm, multiple rib fractures and was sent to the emergency department (ED) requiring medical treatment and 
kept overnight for observation and pain control. Findings include: R1's quarterly Minimum Data Set, dated 
[DATE], identified she was admitted to the facility on [DATE], from home/community. R1 had severe 
cognitive impairment with disorganized thinking, without behaviors and required substantial/maximal 
assistance with all transfers. No falls since admission.R1's face sheet dated 10/29/25, identified diagnoses: 
Alzheimer's, urge incontinence, multiple fracture of ribs left side, dislocation of left shoulder joint, morbid 
obesity, joint disorders, osteoarthritis, fracture of upper end of left humorous, and fracture of left acetabulum 
(hip joint),R1's quarterly fall safety assessment dated [DATE], identified one to two falls in the last six 
months, no falls since admission. Identified R1 had right upper extremity impairment due to history of right 
arm fracture and wore arm brace daily. Has had no impairment of the left arm. Identified R1 pivot transfers 
with staff assist of one and four wheeled walker (4WW). Fall risk score was18 and indicated high risk for falls.
R1's occupational therapy caregiver education instructions for toileting dated 4/26/23, identified R1 may 
complete pivot transfers with assist of one and 4WW/grab bars in central baths during the daytime. Please 
use bedside commode at bedtime (HS) toileting. Discontinue EZ stand.R1's orders identified:-10/27/25, Sling 
to left upper extremity during day, remove for bathing and at night /bedtime for dislocated shoulder. 
-10/11/25, Hydrocodone/acetaminophen oral tablet 5/325 milligrams (mg) one tablet by mouth (po) every 
four hours as needed (PRN) for mild pain. -6/12/25, Tramadol hydrochloride (HCl) oral 50 mg tablet po PRN 
two times a day (b.i.d.) for chronic pain related to (r/t) chronic non-healing fracture of humerus and hip 
-6/12/25 Tramadol HCl oral 50 mg tablet po b.i.d. for chronic pain r/t non healing fracture of humerus and left 
hip.R1's Kardex 9/2/25 (posted in her room inside closet door), identified maximum assist with transfers from 
sitting to standing and transfers. EZ stand as needed (PRN) if in pain. Does not ambulate. Ensure 
appropriate mobility aides and safety devices used for transfers/positioning.R1's care plan dated 9/16/25, 
identified alteration in cognition related to Alzheimer's diagnosis with late onset, short/long term memory 
loss, severe cognitive impairment, identified on 8/2025, that varied from intact to severe historically and a 
history of disorganized thinking at times. Identified alterations in functional abilities/activities of daily living 
(ADLs) related to left acetabulum (fracture in the socket-shaped bone that forms the hip joint), history of 
unsafe transfers, and cognitive deficit. Staff were directed to have provided maximum assistance with all 
transfers with appropriate mobility aids, safety devices, and using and EZ stand when in pain, transfer and 
change positions slowly due to risk for falls, history of multiple falls, staff assist required for all transitions 
related to impaired balance, history of unsafe self-transfers, pain, minimal impairment in hearing, alteration in 
cognition and presence of incontinence.R1's progress notes from 10/10/25 through 10/13/25, identified: 
-10/10/25 at 8:10 a.m., at approximately 7:00 a.m., licensed practical nurse (LPN) notified writer resident had 
fallen. Upon entering room, resident sat upright on her bottom on the floor, back was up against the nursing 
assistant (NA) legs with her legs stretched out towards the window. NA reported that when R1 was pivot 
transferring with assist of one, she tripped over her feet and NA had lowered her to the ground. R1 
complained of left hip pain. No redness, swelling, open areas or bruising noted to left hip. No other injuries 
found upon assessment. R1 denied maltreatment/abuse, stated no, no one hurt me she just fell. Denied 
head strike, wearing shoes, gait belt, and used 4WW at the time of fall. R1 was assisted off the floor with 
three assist EZ lift, transferred into her wheelchair, and assisted to commode with EZ stand. No complaints 
of left hip pain stated her right shoulder hurt, but shoulder pain was chronic and unrelated to fall. Range of 
motion (ROM) was limited in right shoulder due to previous injury and left hip was limited at first while sitting 
on the ground (stated it was painful when lifted to put the sling strap under her thigh). After she was placed in 
wheelchair and used sit to stand lift no more complaints of hip pain. Family, director of nursing (DON), and 
administrator notified.-10/10/25 at 12:02 p.m., Daughter called back. Writer updated her on fall. No concerns.
-10/10/25 at 1:05 p.m., R1 sat in recliner with legs elevated and now complained of severe pain to her left 
hip/groin that radiated down to knee and numbness to buttocks and had very limited ROM, could only lift 
leave an inch or so off the footrest, bent knee about 10degrees. R1's left leg appeared shorter that the right 
while she sat in recliner. R1 winced, grimaced and verbalized pain through assessment and with light touch 
to her upper left leg. Ice pack applied on top of left groin. As needed (PRN) tramadol administered and 
primary provider (MD) here to round shortly with priority. Family updated.-10/10/25 at 1:23 p.m., 
Administered Tramadol orally 50 mg for severe left hip pain and non-healing fracture of the humorous.
-10/10/25 at 1:57 p.m., Seen by medical doctor (MD) on rounds. Orders given for R1 to be seen in clinic or 
ER for pelvic/hip x-ray.-10/10/25 at 2:54 p.m., Transferred to ER.-10/10/25 at 5:56 p.m., Called received from 
local ER and updated R1 had broken and dislocated left shoulder and three broken ribs. R1 will be having 
surgery.-10/10/25 at 10:58 p.m., R1 transferred to ER at 2:54 p.m. and will be kept overnight for observation.
-10/10/25 at 11:10 p.m., Call received from ER nurse. R1 shoulder relocated. Three broken ribs and possibly 
four noted on x-rays. Pelvis and hip looked ok on x-rays and was being kept overnight.-10/11/25 at 9:58 a.m.
, R1 returned from hospital. Nurse to nurse report: R1 was back to baseline. Stand/Pivot transfer. Reduction 
to left shoulder post fracture/dislocation. Discharge diagnoses: fracture/dislocation left shoulder and 3 to 4 rib 
fractures. Norco given prior to leaving hospital at 11:00 a.m. Orders: MiraLAX 17 grams (g) everyday, 
Hydrocodone prescription (Rx) to be sent to drug store pharmacy.-10/11/25 at 5:46 p.m., Administered 
Hydrocodone-Acetaminophen oral tablet 5-325 mg one by mouth. Ribs and shoulder rated pain at 6 out of 10.
-10/11/25 at 8:45 p.m., Follow up on pain scale 0 out of 10; effective.-10/11/25 at 10:00 p.m., Returned from 
hospital status: assist of one pivot from recliner to wheelchair, wheelchair to toilet or commode. Complained 
of pain in her left shoulder and left ribs and shoulder, received Norco will good relief.-10/11/25 at 10:53 p.m., 
Exhibits pain, Norco given, some confused talk but normal for her. Pivot transfers with one.-10/12/25 at 3:25 
a.m., Limited motion /movement to both upper extremities.-10/12/25 at 8:17 a.m., Rested well, denied pain 
and transferred well with transfer belt and two assist to pivot on and off bed side commode. No confusion.
-10/12/25 at 8:17 a.m., Transfers with extensive assist of one. Denied pain.-10/13/25 at 10:35 a.m., 
Continued to function at baseline. No complaints of pain to left shoulder, ribs or left lower extremity (LLE) 
after fall and ER visit where she was diagnosed with a dislocated shoulder and multiple rib fractures. 
Appears back to normal. Has been a one assist pivot transfer with gait belt and 4WW. Has not needed any 
pharm or non-pharm pain interventions PRN.R1's ER visit dated 10/10/25 at 3:14 p.m., identified she 
presented to ER from nursing home for evaluation of a fall that occurred earlier this morning. According to 
her caregiver, she was being assisted out of bed when she suddenly complained of pain and was gently 
lowered to the ground. She immediately reported discomfort in her left shoulder and hip. She describes her 
pain as localized to the left shoulder, extending down her arm and into her hip, and ankle. Denies loss of 
consciousness or a strike to the head. Baseline mobility is limited with cognitive impairment. Upon 
examination an elderly female alert with evidence of dementia, oriented to self only, limited the reliability of 
the history and close observation was required for subtle changes in mental status or worsening pain. She 
appeared mildly uncomfortable due to pain but in no acute distress. Her left shoulder demonstrates 
tenderness to palpitation with limited ROM secondary to pain. Left hip tender with pain on passive 
movement, ROM is markedly reduced and unable to bear weight. Given the mechanism of injury, localized 
tenderness, her history of prior hip fracture, the differential diagnosis includes acute fracture (shoulder/hip), 
contusion, or exacerbation of degenerative joint disease. Review of the imagining results x-ray of left 
shoulder revealed a large Hill-Sachs deformity (a bone injury on the humeral head/upper arm bone ball of the 
shoulder joint resulting from a shoulder dislocation) with suspected nondisplaced humeral head fracture (the 
bone fragments, cracked or broken have not significantly shifted but remain in their correct alignment) (can 
be caused by trauma or fall) and anterior dislocation (front/forward movement of the arm out of socket and 
occurs when holding arm away from the body usually caused by trauma) along with mildly displaced 
posterior rib fractures on the left side (ribs 5 through 8). Pelvic and bilateral hip imaging showed no acute hip 
or pelvic fractures but demonstrated severe left hip joint narrowing with collapse of femoral head and 
advanced degenerative changes consistent with chronic pathology. On call orthopedic surgeon successfully 
performed a closed reduction (a non-surgical procedure completed by a healthcare provider to realign a 
broken bone by manually manipulating the bone back into its correct position without making an incision) of 
the left shoulder under fluoroscopy guidance with confirmed appropriate alignment. Given her age, 
underlying dementia, and associated rib fractures, admission for pain control, observation, and mobility 
assessment was recommended. Final diagnoses: dislocation of left shoulder/closed, traumatic closed 
nondisplaced fracture of anatomical neck of left humerus (initial encounter), closed fracture of multiple ribs of 
left side (initial encounter) and pain.R1's left shoulder x-ray dated 10/10/25 at 3:45 p.m., identified large 
Hill-Sachs fracture deformity with suspected nondisplaced humeral fracture. Anterior dislocation. Mildly 
displaced left posterior left side rib fractures 5th, 6th, 7th, and likely 8th. R1's hospital Discharge summary 
dated [DATE] at 10:25 a.m., identified she had a fall during a transfer early morning around 7:00 a.m., placed 
in wheelchair and doing fine. Sometime in the afternoon she displayed discomfort and when seen was crying 
in pain and complained of left leg pain. She was sent to local emergency room (ER) where x-rays were 
completed and showed a fracture dislocation and three rib fractures. Left hip showed advanced degenerative 
joint disease (DJD) and no fractures. Orthopedist was consulted, completed a reduction of the left shoulder 
fracture dislocation with conscious sedation and placed her on a sling and admitted into acute care at the 
hospital. Physical assessment identified tenderness to palpitation of the left rib area, tenderness to any 
rotation of both shoulders and lift hip. She was stable and will be discharged today back to the skilled nursing 
facility (SKF) followed up by me (primary care provider) within a week and seen by orthopedist in two weeks 
due to a very difficult and different fracture/dislocation that required ortho for reduction.R1's hospital 
discharge orders dated 10/11/25, included reason for hospitalization: fall with left shoulder 
fracture/dislocation, multiple rib fractures, and pain control. Orders included: Activity without restrictions. May 
increase daily walking as able. Call provider if getting worse or increase in problems.Facility 5-day report 
dated 10/17/25 at 4:54 p.m., R1 had an unsuccessful staff assisted transfer that resulted in her being 
lowered to the floor by staff. Element of the care plan that was not followed: R1 transfers with assist of one, 
while not explicitly written in the care plan, gait belt was required and not used for this transfer. R1 had 
refused gait belt in the past, but not with this transfer. R1 was referred to ED and evaluation showed 
dislocation of shoulder with fracture of the humoral head that may have been chronic due to presentation and 
three rib fractures were acute. Shoulder was reduced prior to return to facility.During an observation on 
10/27/25 at 12:59 p.m., nursing assistant (NA)-A answered R1's call light. R1 sat in wheelchair and stated 
she had just returned from seeing the doctor about her left arm fracture. NA-A applied a gait belt underneath 
her breasts, placed the walker in front of her, connected right arm brace strap across her chest, and brakes 
on wheelchair. NA-A walked around wheelchair and stood behind R1, reached forward and placed her 
opened hands flat on top of the gait belt on each side of her waistline. NA-A instructed R1 to stand and 
pushed firmly against her waistline and assisted her to stand. R1pushed up with left hand on wheelchair arm 
rest, stood up, took one step with left foot and pivoted so that she stood in front of the recliner. NA-A held 
onto R1's sides to steady her taking one step to her left so that she was positioned on R1' right side next to 
the recliner. NA-A pushed inward with her hands flat against the gait belt, while R1 placed her left hand on 
the recliner armrest and lowered herself down onto the recliner. R1's wheelchair remained with left edge of 
seat next to recliner at an angle so that NA-A stood in between the recliner and the wheelchair during the 
transfer. NA-A did not place her hands/fingers underneath the gait belt during this observation. NA-A 
removed the gait belt, elevated R1's feet with recliner footrest, covered her with a blanket, and placed call 
light on top of blanket. NA-A moved quickly and rushed to complete the transfer. NA-A turned off lights, 
sanitized her hands and left the room. R1's Kardex was observed inside her closet door last updated on 
9/2/25, ensure appropriate mobility aides and safety devices used for transfers/positioning.During an 
observation on 10/28/25 at 12:31 p.m., NA-B entered R1's room and applied a gait belt while she sat in her 
wheelchair. NA-A positioned her wheelchair sideways off to the right side of the recliner, placed walker in 
front of her, and brakes on wheelchair. NA-B stood behind the R1's wheelchair, placed her hands/fingers 
cupped underneath the gait belt on both sides of R1's waistline. R1 pushed herself up from wheelchair with 
her left hand on the arm rest of the wheelchair and NA-A pulled up on the gait belt to steady her. R1 stood 
up, held onto the walker and NA-A let go of the gait belt with both hands. NA-A took brakes off wheelchair, 
pushed it out of the way, moved closer behind R1 and grabbed the gait belt with both hands. R1 pivoted to 
the left, lowered herself down with the left hand on the arm rest of recliner. R1 verbalized confused thought 
process and stated there must be people upstairs she saw children sliding down the roof in the snow and 
she was worried about them getting hurt. NA-B removed the gait belt, elevated her legs/feet with recliner 
footrest, placed call light, sanitized hands and exited the room.During an interview on 10/27/25 at 1:57 p.m., 
NA-A stated unsure of date early a.m. she attempted to transfer R1 from recliner to commode in her room 
without placing a gait belt on R1 prior to the transfer. R1 refused the gait belt in the past. R1 was able to 
make that decision and the reason a gait belt was not applied. NA-A stated she stood between the recliner 
(on her left side) and the commode (on her right side) and held onto R1's backside of her pants with her left 
hand and right hand was placed on the commode while she stood up and tripped over her foot. NA-A bear 
hugged her from behind, lowered her to the ground, she did not fall. NA-A stated R1 was heavy, would not 
bend the left leg which made it difficult to lower her down to the floor. She complained of leg pain and wanted 
to get up off the floor. Once the nurse arrived, she assessed R1 and with assist of two nurses she was lifted 
off the floor with a Hoyer lift. NA-A stated she was not aware R1 was at risk for falls and the use of gait belt 
most likely would have not made a difference in the outcome. During the earlier transfer observed with R1 
she stated she did not place her hands under the gait belt and grabbed her pants instead and always 
transferred her that way. NA-A stated R1 was heavy and easier to use her pants, usually did not grab around 
her waist area. NA-A stated she had learned how a gait belt should be used from the certified nursing 
assistant class two years ago. Staff were expected to apply a gait belt under the breasts, fit two fingers under 
it so not too tight, both sides of the gait belt should have been grabbed with fingers slipped underneath and 
lift after resident was asked to stand. There were times she grabbed the back side of a resident's pants for 
an extra boost up. She received gait belt education on how gait belts should be applied only about one week 
ago. Prior to the incident she had not received education on how a gait belt should be used correctly since 
she started work at facility.During an interview on 10/2725 at 2:24 p.m. registered nurse (RN)-A stated R1's 
cognition was not intact, and she was unable to make an informed decision as to whether a gait belt should 
have been used during transfers. R1's refusals were repetitive, and memory was short. R1 was assist of one 
with a gait belt for transfers. The Kardex located in each resident closet should have identified which 
residents required a gait belt for transfers. A gait belt should be used to steady a resident with unsteady 
gait/balance problems, help prevent falls and keep staff and residents safe. The gait belt was considered 
best practice and resident clothing such as pants were not allowed to be used to transfers residents. Staff 
were expected to use a gait belt when R1 was transferred for safely. RN-A stated on 10/10/25, at 
approximately 7:00 a.m., she was informed by a nurse R1 had fallen and needed assistance. RN-A entered 
R1's room and R1 sat on the floor with her back leaned up against NA-A's lower legs. R1 had a sling on her 
right arm (had worn it since admission to facility) limited motion and pain was chronic due to past injury. 
RN-A picked up R1's left leg and she complained of hip pain, gathered vitals and completed an assessment 
a Hoyer lift was used to lift her off the floor and transferred into the wheelchair. R1 stood up with an EZ stand 
and transferred to commode, no complaints of pain but later in the day she complained of left sided 
shoulder/hip/knee/ankle pain. R1 was seen by provider at facility then sent to ER. RN-A stated she thought a 
gait belt had been used, charted it and later realized a gait belt was not applied by NA-A prior to the 
transfer/fall. R1 was a large woman, hard to control when she started to go down ended up with fractured 
ribs and dislocated/fractured left shoulder.During an interview on 10/28/25 at 11:04 a.m., family member 
(FM) stated R1 was unable to stand alone, was a significant fall risk, and had a history of right arm fracture 
that never healed properly due to her horrible bones. FM stated she had visited R1 many times this year and 
observed many transfers by staff without the use of a gait belt. The first week of October staff grabbed her 
pants to transfer her to the commode, pulled pants down, nothing to hang onto, sat down on commode, 
stood her up without anything to hang onto, pulled up pants, did not seem very safe and placed her at risk for 
a fall. Staff had assisted R1 with a transfer from wheelchair to car holding onto her clothes without a gait belt 
on. FM stated that type of practice was concerning, clothes were not sturdy enough, she was not a small 
person, and the top of her pants could have ripped. FM had observed a gait belt on R1's wheelchair at the 
end of July and was used when she was taken to a family gathering by her sister-in-law to take her to the 
bathroom. The gait belt had not been observed in her room during the other visits since. FM had not seen or 
heard R1 refuse the use of a gait belt. FM stated R1 was at a point where one person assist for transfers 
was not sufficient and she needed at least two staff instead. FM stated another member of the family 
informed her R1 was in a lot of pain yesterday during the orthopedic appointment.During an interview on 
10/28/25 at 11:28 a.m., occupational therapist (OT) stated when a resident was able to bear weight such as 
R1, staff would be expected to use a gait belt. OT stated the gait belt provided staff something to hold onto 
and grasp without pulling on resident arms and/or extremities and helped prevent injury to resident and staff. 
Gait belts should have been included in R1's care plan and used to avoid staff from grabbing onto the side of 
their body to lift R1 up or lower R1 down, if a resident's knees would buckle and they had fragile bones staff 
would possibly hold too tight or grab an arm and cause injuries. OT stated after a resident has had a fall with 
an injury staff were expected to communicate with therapy and be re-assessed by physical therapy to 
determine the safest way to transfer them especially with rib fractures to avoid further injury and falls. OT 
stated it seemed odd R1 was deemed back to baseline but a possibility without lower extremity involvement 
in the fall. Typically, we are given orders to reassess once they return from a hospital stay after fall with 
injury. After gait belt had been applied the staff would be expected to slide their fingers up underneath the 
gait belt with thumbs up so that the top side of the fingers/hand were placed against the resident's body. 
Staff should not have used the resident clothing/pants to grab onto during a transfer. When a resident was 
able to walk or used a walker the staff should stand off to the side and if the resident was to pivot from one 
spot to another staff would be expected to stand in front of the resident during a transfer. Staff should not 
stand behind a chair during a transfer; they would not be able to break a fall and lower the resident to the 
floor if they lost their balance.During an interview on 10/28/25 at 1:48 p.m., NA-B stated she used a gait belt 
on residents when it was in their care plan and/or if she thought they may be unsteady during transfers or 
ambulation. Staff were expected to use a gait belt with residents that were not independent during 
transfers/ambulation for the safety of the resident and staff, helped prevent falls and if they lost their balance 
the gait belt would provide a way to lower them to the floor. When a resident refused the use of the gait belt, 
they need to be informed it was necessary to provide a safe transfer. The nurse may be able to help 
convince them, if not a lift machine maybe needed for transfer. NA-B stated R1 has never refused to wear 
the transfer belt and always used one along with the back of her pants when she transferred her. NA-B 
stated she had forgotten to use a transfer belt during other resident transfers due to unable to locate one. 
NA-B stated she had recently received education and audits on how to apply the gait belt only. NA-A stated 
she stood behind R1's wheelchair during the observed transfer earlier because she thought it was the best 
way to transfer R1. However, If R1 would have started to fall forward she most likely would not have been 
able to stop the fall. NA-A stated where she stood was not safe and should have maybe stood on R1's side 
instead.During an interview on 10/28/25 at 3:30 p.m. DON stated R1 had dementia and poor short/long term 
memory. Staff were expected to use a gait belt to transfer any resident requiring assistance and should not 
have been needed to be spelt out in the care plan and Kardex. The Kardex would have indicated assistive 
devices such as walkers/EZ stand, and those residents would have required a gait belt for a transfer. The 
use of transfer belts helped provide safe transfers. During a fall like R1's where a gait belt was not used and 
resident started to fall the staff would most likely have reached out and grabbed onto an upper extremity or 
completed a bear hug, and any of those could have resulted in injury especially with the geriatric population. 
R1 had a degenerative joint disease and would have caused a higher risk for injury without a gait belt which 
resulted in other means used to break the fall. NA-A was expected to have used a gait belt when R1 was 
transferred and could have made a difference, her shoulders would have not been affected, and NA-A's 
hand position would have been different. Education was initiated after the incident on 10/13/25 and 10/14/25 
and provided through the health academy computer system, documents (policy), texts, and audits on 
application of the gait belt, if it was applied before transfers, but lacked information on where to stand and 
how to provide a safe transfer. The staff were informed later with a new audit form where to stand during the 
transfers, on the resident's strong side. Staff were confused due to inaccurate information provided such as 
informed of the wrong side to stand on during transfer. DON stated he had misinterpreted as strong side and 
should have indicated weak side.During an interview on 10/29/25 at 4:22 p.m., administrator stated safety 
equipment indicated gait belt but was not identified as such on the resident's care plan/Kardex. ,Staff were 
expected to use a gait belt during R1's transfer/fall incident on 10/10/25, and a gait belt was not applied. Gait 
belt use was a standard of care for resident and staff safety. Facility policy Staff Assisted Resident Transfer 
dated October 2025, identified the facility would assess each resident and determine the safest transfer 
method for both resident and staff safety. Resident specific data will be used to determine the method of 
transfer including but not limited to resident preference, history, clinical condition, physician restrictions, 
therapy assessment (physical and occupational), and nursing assessment. Resident would be assessed for 
initial transfer method determination on admission will be per resident interview and admission 
documentation. Resident will then be re-evaluated after a change in condition and after any transfer related 
incident (fall, near fall, injury). A stand pivot transfer where resident could weight bear on legs required assist 
of one to two staff with a gait belt secured on waist, scoot to edge of chair/bed, stand pivot to adjacent 
destination surface.Facility document Resident Falls dated October 2025, identified fall safety assessment is 
completed on all new admissions, quarterly, and as needed to assist in determining risk for falls. Identified, 
the resident is evaluated for physical devices to be used to help reduce falls, injury, or incidents. Those at 
risk for falls or have physical devices were addressed in the care plan with approaches/interventions to be 
followed.
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