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F 0684 Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Level of Harm - Minimal harm **NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 45403
or potential for actual harm
Based on observation, interview, and record review, the facility failed to ensure appropriate transfer
Residents Affected - Few techniques were utilized for two sampled residents (Resident #1 and #3) out of four sampled resident. The
facility census was 94 residents.

Review of the facility's Transfer-One Person Skills Checklist:

-Check Kardex for appropriate transfer technique.

-Position chair, wheelchair, commode to resident's strong side.

-Assist resident to sitting position with feet firmly on the floor.

-Apply gait belt.

-Have resident place their hands on you shoulders.

-If transferring from chair, wheelchair, commode, have resident place hands on arm rests and push up while
you pull resident up to a standing position.

-Brace knees against resident's knees, or your knees on the outside of the resident's knees to block feet
from sliding.

-Ask resident to lean forward, count to three and ask resident to push up with legs while you pull resident to a
standing position.

1. Review of Resident #1's Admission Record showed the resident was admitted on [DATE], readmitted on
[DATE] with diagnoses including muscle weakness, pain in right knee, pain in left knee, and pain in left thigh.

Review of the resident's Quarterly Minimum Data Set (MDS- a federally mandated assessment instrument
completed by facility staff for care planning) dated 4/4/24 showed the resident:

-Was cognitively intact.
-Used a wheelchair for mobility.

(continued on next page)

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other
safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days following the
date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following the date
these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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F 0684 -Required partial, moderate assistance for transfers.

Level of Harm - Minimal harm or Review of the Resident's Functional Abilities and Goals assessment dated [DATE] showed he/she required
potential for actual harm partial, moderate assistance for mobility, including transfers.

Residents Affected - Few Review of the Resident's undated Care Plan showed:

--Resident is at risk for falls, 6/28/23.

--Resident wishes to wear his/her gait belt at all times and refuses to take it off, 5/1/24.
--Resident required (x one) staff participation with transfers with the use of a gait belt.
--Resident had limited physical mobility.

--Resident required (x one) staff participation for mobility.

--Resident required staff assistance with mobility.

During an interview on 5/9/24 at 12:02 P.M. the resident said:

-He/She was concerned about the gait belt not being used during transfers.

-He/She was keeping his/her gait belt with him/her at all times to make sure staff was using it during
transfers.

-He/she had to constantly tell staff to use the gait belt for transfers or they would not use the gait belt with
them.

-He/She is fearful of falling during transfers.

-When staff did not use the gait belt during transfers, the staff grab onto his/her skin and it hurt, or they grab
his/her clothing causing rips and they don't replace the clothing.

-Certified Nursing Assistant (CNA) A specifically did not use a gait belt for transfers, actually most of the staff
did not use a gait belt for transfers.

-His/Her concern about staff not using a gait belt was discussed during his/her last care plan meeting.

2. Review of Resident #3's Admission Record showed the resident was admitted on [DATE] with diagnoses
including muscle weakness and lack of coordination.

Review of the resident's Functional Abilities and Goals dated 12/6/17 showed the resident required
supervision or touching assistance with transfers.

Review of the Resident's MDS dated [DATE] showed the resident:

(continued on next page)
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F 0684 -Was cognitively intact.
Level of Harm - Minimal harm or -Used a wheelchair for mobility.

potential for actual harm
-Required supervision, touching and steadying for transfers.

Residents Affected - Few
Review of the Resident's undated Care Plan showed:
--Resident is at risk for falls related to impaired mobility and history of falls.

--Resident required (x one) staff participation with bathing, bed mobility, dressing, eating , personal hygiene
and toileting.

--Required (x one) assist for transfer.

--Resident had limited physical mobility.

--Requires assistance x one as desired/as tolerated.
During an observation on 5/9/24 at 12:17 P.M. showed:
-CNA A pushing the resident into his/her room.

-Upon entering the room, CNA A said he/she was going to use a gait belt since other people were in the
room and reached for the gait belt hanging next to the bathroom door.

-As CNA A attempted to place gait belt on the resident, the resident stated he/she did not want the gait belt
on because he/she cannot breathe with it on.

-CNA A tossed gait belt to the foot of the bed and instructed the resident he/she would help the resident to
bed.

-CNA A grabbed the resident's sweat pants and bottom of the resident's sweat shirt.

-The resident grabbed onto CNA A as CNA A pulled the resident from a sitting to standing position by the
clothing.

-CNA A pivoted the resident to the bed and lowered the resident onto the bed by the resident's clothing.
-The resident laid on the bed, covered him/herself, and closed his/her eyes.

3. During an interview on 5/9/24 at 12:20 P.M. CNA A said:

-He/She never uses a gait belt on Resident #3.

-He/she will yell out saying he/she cannot breathe with the gait belt on.

(continued on next page)
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F 0684 -He/She sometimes uses a gait belt with Resident #1.
Level of Harm - Minimal harm or -The rest of the residents can stand on their own and do not need a gait belt.

potential for actual harm
-Information on the transfer needs of residents can be found in therapy, unless it is in the chart.

Residents Affected - Few
-He/She does not look in the chart, only uses the chart to document eating and bowel movements.
During an interview on 5/9/24 at 12:22 P.M. the Assistant Director of Nursing (ADON) said:

-CNA's are expected to look in Kardex for transfer information for all residents.

-Any resident that is not using a mechanical lift should have a gait belt used when being assisted with
transfers.

-He/she expected CNA A to use a gait belt with the transfer.
During an interview on 5/9/24 at 12:38 P.M. the Doctorate to Physical Therapy said:
-He/She expects gait belts to be used during all transfers, walking, and any activity that challenges balance.

-Using the wrong transfer technique can pose potential safety concerns for falls, increased pain for the
resident and staff, as well as multiple other risks.

-Therapy instructs staff with each new resident and their transfer needs.
During an interview on 5/9/24 at 1:04 P.M. the Director of Nursing (DON) said:
-Resident #3 transfers with one assist.

-He/she expected staff to use a gait belt during transfers with Resident #3.
-He/She was not aware of any resident refusing to use the gait belt.

-It would have been nice for staff to inform him/her of the resident refusing the gait belt so it could be care
planned and the resident could be switched to a lift.

-Resident #1 transferred with one assist and a gait belt.
-He/she was not aware Resident #1 complained of CNA A not using a gait belt for transfers.

-He/she expected staff to use a gait belt when transferring Resident #1, or any resident transfers that do not
require a mechanical lift.

-Last in-service on gait belts was in February 2024.
During an interview on 5/14/24 at 9:50 A.M. CNA A said:

(continued on next page)
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F 0684 -He/She has completed the skills checklist.
Level of Harm - Minimal harm or -The staff have been educated on transfers and gait belt use monthly.
potential for actual harm
-He/she helped Resident #1 to the bathroom without a gait belt until about a month and a half or two months
Residents Affected - Few ago when the resident started wearing his/her gait belt all of the time.
-He/She was not using a gait belt for transfers prior to the resident wearing his/her gait belt.
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