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Based on interview, and record review, the facility failed to prevent an injury for one Resident (Resident #1) 
of the four sampled residents, when the facility staff did not follow the resident's care plan and did not 
properly transfer the resident, causing a fracture to the right lower leg. The facility census was 48.Review of 
the undated facility policy titled Transfers Training Policy showed:- Transfers are assessed to determine 
each resident needs;- Transfer assist needs are located on the resident's care plan;- Always check the 
resident's transfer requirements before transferring the resident;- All mechanical lifts require two people. If 
the plan of care is not followed, progressive disciplinary action will proceed up to and including termination.
Review of the facility's Safe Lifting and Movement Policy, dated 12/24, showed:-Resident safety, dignity, 
comfort, and medical condition will be incorporated into goals and decisions regarding the safe lifting and 
moving of residents;-Manual lifting of residents shall be eliminated when feasible;-Nursing staff responsible 
for direct resident care will be trained in the use of manual (gait/transfer belts, slide boards) and mechanical 
lifting devices;-Nursing staff will be observed for competency in using mechanical lifts and observed 
periodically for adherence to policies and procedures regarding use of equipment and safe lifting techniques. 
On 10/8/25 the Administrator was notified of the past noncompliance which occurred at the facility on 
10/5/25. On 10/6/25, the facility administrator was notified of the incident, an investigation immediately 
began, and corrective actions were implemented to include:- The Nursing Aide (NA) A who caused the injury 
was suspended with progressive action to terminate;- The Director of Nursing (DON) or designee (which 
includes the Assistant Director of Nursing or the Administrator) will complete 100% staff training on the 
Kardex (a concise, portable document used in nursing to summarize key patient information and care plans) 
and how to utilize the care plan, education was initiated on 10/6/25 for all direct care nursing staff; - The 
DON will ensure education continues until all nursing staff have been educated, staff not available will not be 
allowed to return to work until the education has been provided; - Documentation showed on 10-6-25 a 
Quality Assurance and Performance Improvement (QAPI)(refers to Quality Assurance and Performance 
Improvement (QAPI) activities that are impromptu, as-needed, and specific to a particular problem or 
initiative, rather than part of regular, scheduled meetings or programs) meeting was held regarding the care 
plan and safe lifting education;- The DON or designee will conduct five random interviews with staff asking 
how to access interventions on the care plan for the next eight weeks;- The DON or designee will complete 
five lift transfer skill check offs per week for eight weeks with all nursing staff; - The actions to address the 
non-compliance were completed on 10/6/25.1.Review of the Resident #1's Quarterly Minimum Data Set 
(MDS), a federally mandated assessment instrument completed by facility staff, dated 9/17/25, showed:- 
Cognitive skills severely impaired;- Dependent on staff for transfers, toilet use, showers, dressing, and 
personal hygiene;- Diagnoses included: dementia, heart failure, advanced age and general debility.Review of 
the Care Plan record, revised 10/7/25, showed:- The resident had recently obtained a right tibial/fibula 
fracture from a fall while being transferred by staff;- The resident was at risk for falling related to unsteady 
balance and impaired safety awareness requiring staff assist of two to use a mechanical lift for transfers.
Review of the nursing progress notes showed:- On 10/5/25 at 8:45 P.M. Licensed Practical Nurse (LPN) A 
documented he/she was called to the resident's room to assess the resident on the floor. Staff was 
attempting to transfer the resident with a gait belt and had to lower resident to the floor to prevent a fall. No 
bruising or signs and symptoms of injury noted. Resident was assisted into bed without incident. The ADON 
(Assistant Director of Nursing) was notified;- On 10/6/25 at 10:16 A.M. the DON documented she was called 
to the residents' room after resident was given a shower. Certified Medication Technician (CMT) A reported 
to DON the resident was complaining of right ankle pain. Right ankle was swollen, no redness or warmth 
noted, and the foot appeared to be turned in. Resident complained of pain at the ankle with movement or 
when touched. Resident assisted out of bed with a mechanical lift and placed in wheelchair. Ice was applied 
to the ankle. The physician was notified and mobile x-ray of the right ankle was ordered;- On 10/6/25 at 
11:17 A.M. the ADON documented the resident's guardian was notified about the incident of lowering the 
resident to the floor and gave an update on the current condition of resident complaining of right foot pain;- 
On 10/6/25 at 5:16 P.M. the initial x-ray result findings showed there was mild swelling over the malleoli 
(outer aspect of ankle). There was a mildly impacted transverse fracture at the distal diaphyseal aspect of 
the tibia (broken right lower leg). Impression showed fractures of the distal tibia and fibula as described. 
Although a Computed Tomography (CT) scan (a medical imaging procedure that uses X-rays to create 
detailed, cross-sectional images of the body's internal structures) was advised for full assessment;- On 
10/6/25 at 6:26 P.M. the ADON documented imaging returned with tibial/fibula fracture. Guardian notified of 
results and stated as long as resident is not in any uncontrollable pain he/she would like to wait until 
tomorrow to try and get resident further treatment instead of disrupting the resident that night. The Guardian 
was notified if anything changed and pain becomes noticeably worse during the night the facility would 
immediately send to Emergency Department if unable to control pain at the facility;- On 10/7/25 at 6:19 A.M. 
LPN A documented resident fall risk evaluation showing resident had no falls in the past three months, was 
not mobile and had no recent hospitalizations in last 30 days, and was a fall risk of nine (indicates a high risk 
of falling);- On 10/7/25 at 10:13 A.M. the ADON documented she received a call from the physician's office 
with new order to send resident to Emergency Department for further evaluation and treatment of right ankle 
fracture. 911 called and Emergency Medical Services (EMS) enroute for transport;- On 10/7/25 at 4:02 P.M. 
Registered Nurse (RN) B documented resident sent out via ambulance per physician's request. Report 
received from hospital nurse stating the resident had been evaluated, a splint had been applied to the 
resident's right ankle, and to follow up with orthopedic physician in one week;- On 10/7/25 at 5:46 P.M. RN B 
documented resident returned to facility via ambulance following outside appointment related to fall during 
transfer. Resident to follow up with orthopedics in one week;- On 10/8/25 at 10:57 A.M. RN B documented 
resident reported increased pain to right ankle, known fracture. Splint intact, resident not able to state pain 
level on numerical scale but resident noted to have facial grimacing stating it really, really hurts. Provider 
notified of pain. Resident sitting up in wheelchair with bilateral feet elevated;Review of the resident's 
physician order sheet (POS), dated October 2025, showed a start date of 10/6/25 for 72-hour charting to 
monitor for changes in condition, pain or changes is Activities of Daily Living (ADL's) related to lowering to 
floor on 10/5/25 every shift for three days. Review of the hospital Emergency Department discharge notes, 
dated 10/7/25, showed:- The resident presented to emergency room (ER) for evaluation of right ankle 
fracture. - An X-ray of Tibia Fibula 1-2 views Right showed mildly displaced complete transverse distal tibial 
and fibular metaphyseal fractures. A posterior short leg splint was applied to right ankle. Consisted of elastic 
bandage, fiberglass and cotton padding. - ED course of treatment said discussed with Orthopedic surgeon 
on call, who reviewed images, recommended posterior short leg splint, discharge home, follow up in clinic 
this week, this fracture is not operative. Diagnosis of closed fracture of right ankle; - ER timeline showed 
resident arrived at 11:41 A.M. had splint application, Xray tibial fibula 1-2 views right, Xray hip 2-3 views 
right, CT head, CT cervical, CT ankle right, CT pelvis all without contrast, five different lab panels drawn and 
read, given morphine sulfate for pain, and discharged at 4:23 P.M. back to the facility.Review of the facility's 
investigation report on 10/6/25, showed: - The Resident had bruising and swelling to right ankle on 10/6/25 at 
10:00 A.M. related to improper gait belt transfer and lowered to floor on 10/5/25 at 8:15 P.M. with no noted 
injury. - Resident was non ambulatory and required mechanical lift for transfers;- The Physician was notified 
and an order was obtained for x-ray on 10/6/25 with diagnosis of distal tibial and fibula fracture. The 
resident's family was notified;- Suspended the staff member involved in the transfer and interviewed charge 
nurse and other staff; - Conclusion showed NA A had not transferred the resident as care plan had stated 
which resulted in resident being lowered to the floor. Resident had no complaints of ankle pain or signs or 
symptoms of abnormalities until the next morning around 10:00 A.M. The Nurse received an order for a 
x-ray, results of x-ray showed fracture of distal tibia and fibula. Physician notified of results and guardian 
requesting to wait until the next morning to have an orthopedic evaluation completed unless condition 
worsens; - Follow up documentation showed on 10/7/25 the physician placed an order for the resident to be 
transferred to the emergency department for an orthopedic evaluation. The resident returned to facility with a 
boot/splint and orders for a one week follow up for non-surgical fracture;- The majority of staff, including NA 
B and LPN B, signed acknowledgements stating they all received training on safe transfers, where to find 
resident transfer status, and reviewed corresponding facility policies for safe transfers;- The termination of 
staff member NA A was completed.Documentation of the ADON's interview with NA A, on 10/6/25 at 10:12 A.
M., showed NA A said:- He/She didn't see the sling in the resident's wheel chair and wasn't aware the 
resident required a mechanical lift;- He/She used a gait belt to transfer the resident but couldn't lift the 
resident and lowered the resident to the floor;- He/She asked NA C who was in the same room to go get the 
charge nurse for help;- He/She knew about the care plan for finding resident transfer information, but didn't 
have time to look.Documentation of the ADON's interview with NA C, on 10/6/25 at 12:25 P.M., showed NA 
C said:- He/She and NA A got the resident up at 4:00 P.M. for supper with the mechanical lift. The sling was 
left under the resident in the wheelchair;- Both of them were in the resident's room after supper and he/she 
specifically told NA A to use the mechanical lift for transfer and NA A said no;- He/She assisted the resident's 
roommate while NA A put a gait belt on the resident, did not see the transfer, but saw the resident sitting on 
the floor and NA A asked him/her to go get the charge nurse;- He/She assisted the charge nurse and NA A 
with lifting the resident off the floor and back into bed. Resident didn't have any complaints of pain at that 
time.Documentation of the Administrator's interview with NA A, on 10/6/25 at unspecified time, showed NA A 
said:- The resident was at the nurse's station yelling out help and complained about upper right knee and 
thigh hurting and he/she took the resident to lay down;- NA C was also in the room assisting the roommate. 
NA A didn't see the mechanical sling in the wheelchair, and wasn't sure how to transfer the resident;- He/She 
used the gait belt and lowered the resident to the floor;- He/She wasn't sure if he/she had ever assisted the 
resident before with transfers;- He/She transferred the resident alone and had to lower the resident to the 
floor.Documentation of the Administrator's interview with LPN B, on 10/6/25 at 12:22 P.M., showed LPN B 
said:- NA C reported that he/she needed assistance and that the resident was on the floor;- He/She entered 
the room and resident was sitting on the floor, next to the bed, facing the south wall;- He/She with NA A and 
NA C assisted the resident to the bed and the resident reported no pain and no bruising was seen.
Documentation of the Administrator's interview with NA C, on 10/6/25 at unspecified time, showed NA C 
said:- He/She and NA A both got the resident up for supper and used a mechanical lift;- He/She knew how to 
use the mechanical lift and how to review the care plan and learned that during orientation;- He/She told NA 
A to use the mechanical lift and NA A said no used a gait belt on the resident.During an interview on 10/8/25 
at 9:42 A.M., NA B said: - He/She knows how to transfer residents by looking at the electronic medical 
record;- Nursing staff shouldn't transfer a resident who is a mechanical lift with a gait belt only;- Two nursing 
staff members are required for mechanical lift transfers;- He/She had transfer training, and read the transfer 
policy;- If a resident fell during a transfer he/she would get the charge nurse immediately;- If he/she saw 
someone transfer a resident incorrectly he/she would assist them with doing it the right way and if they 
wouldn't do it the right way would get the charge nurse.During an interview on 10/8/25 at 9:50 A.M., RN A 
said:- Information on resident transfers and care is in the resident's electronic record;- Nursing staff should 
never transfer a resident who requires a mechanical lift with a gait belt;- There should be two nursing staff 
present for a mechanical transfer;- If a resident fell during a transfer he/she would assess the resident for 
injuries or pain;- If he/she saw nursing staff performing a transfer incorrectly he/she would correct them, 
show them the right way to do the transfer, and explain why they need to do it the right way. During an 
interview on 10/8/25 at 10:00 A.M., CMT B said:- The nursing staff know how to transfer the resident 
because that is listed in the electronic record, and in the care plan;- The nursing staff should never transfer a 
resident who is a mechanical lift with a gait belt only;- Two nursing staff are required for a mechanical lift;- 
The last time she had training on transfers was on 10/6/25 going over electronic records, care plans, and 
transfers;During an interview on 10/8/25 at 10:45 A.M., CMT A said:- He/She was working the day after the 
resident had been lowered to the floor and reported the injury to the resident's right foot;- Nursing staff had 
gotten the resident up for the day and he/she asked them to take the resident to the shower room and he/she 
gave the resident a shower;- The resident does have dementia and normally hollers out, but this day was 
different and while getting the resident dressed, the resident hollered out loudly when he/she lifted the 
resident's right foot. The right foot wasn't straight and was curved inward, was bruised on the outside of the 
ankle. He/She immediately went and notified the DON. - The resident wasn't able to remember anything that 
had happened;- The nursing staff should always have two staff members present when doing a mechanical 
lift;- No nursing staff should use a gait belt for a resident who requires a mechanical lift transfer;During an 
interview on 10/8/25 at 12:30 P.M., RN B said:- Staff had been given care plan training and safe transfer 
training earlier this week after the incident;- It was not okay to transfer a resident with a gait belt if they are 
supposed to be a Hoyer lift transfer;- If he/she saw an aide doing an improper transfer he/she would enter 
the room, stop them and educate them on the right way, and help get the resident up the rest of the way;- If a 
resident fell or was lowered to the floor he/she would go into the room, assess the resident and get vitals, call 
the DON/ADON and if the resident required further assistance call the hospital/EMS for further evaluation. 
Would also call During an interview on 10/8/25 at 12:40 P.M., LPN B said:- We have training in monthly 
meetings about looking up resident information in the care plan about transfers;- Staff are taught and trained 
on proper transfers and can look up the information on the resident electronic record;- If he/she saw an aide 
doing an improper transfer he/she would stop them immediately and teach them the right way;- If a resident 
fell or was lowered to the floor I would call for help, assess the resident, and get EMS if necessary. During an 
interview on 10/8/25 at 1:15 P.M., the ADON said:- He/She was training everyone either in person or by 
calling some on the phone, going over the information;- He/She started the training on Monday 10/6/25, 
immediately after the pain/injury was discovered;- The training consisted of asking the nursing staff where to 
locate the transfer status of a resident, then showing the screenshot of the electronic record and showing 
where to find the information.- The training was safe transfers and the transfer policy with information on 
mechanical lift transfers and gait belt transfers;- The nursing staff know what each resident requires by 
looking at the care plan;- The nursing staff should not do a gait belt transfer if a mechanical transfer is 
required.Intake 2636283
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