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F 0689 Ensure that a nursing home area is free from accident hazards and provides adequate supervision to
prevent accidents.

Level of Harm - Actual harm
Based on interview and record review, the facility failed to keep residents free accidents when staff
Residents Affected - Few failed to transfer one resident (Resident #1) per the resident's care plan and therapy
assessment/direction resulting in a fall and bilateral tibia plateau fractures (break in the top of the
shinbones). The facility census was 43.Review of the facility's policy titled Transfer Activities,
undated, showed the following:-To transfer the resident from bed to chair, toilet, or tub safely with
mechanical lift, or positioning devices, obtain assistance of another individual if necessary for safe
transfer;-Obtain equipment from designated area and bring it to bedside. 1. Review of Resident #1"s
face sheet (brief resident profile sheet) showed the following:-readmission date of
06/18/26;-Diagnoses included frontal lobe and executive function deficit following cerebral infarction
(affects the blood flow to the brain and cuts off supply to brain cells which manages thinking,
emotions, judgement, self-control and muscle movements), fracture of upper and end of left tibia
(fracture or break in the shinbone just below the knee), chronic pain, morbid obesity (excess weight),
paraplegia (inability to voluntarily move the lower parts of the body), muscle weakness, and
depression (persistent sadness). Review of the resident's care plan, dated 01/30/26, showed the
following:-Resident at risk of falls;- During transfers monitor for any new changes in balance;-Assist
resident with daily living needs related to little to no functioning in legs;-Resident requires two staff
to assist with transfers using the sit-to-stand (mechanical lift);-Resident is not actually appropriate
for sit-to-stand due to not being able to support 25%-75% of his/her weight with legs, but resident
does support a significant amount of weight with his/her arms;-Facility staff use sit-to-stand so staff
can pull pants up and down when toileting;-Use sit-to-stand in room to toilet;-Resident required
substantial assist with toileting, showering, dressing, personal hygiene, sit to stand, and transfers.
Review of the resident's admission Minimum Data Set (MDS - a federally mandated assessment
instrument completed by facility staff), dated 04/15/26, showed the following

information:-Cognitively intact;-Impairment to both sides of lower extremities;-Dependent on staff
with toileting, personal hygiene, showers, and upper body dressing;-Dependent upon staff for lower
body dressing. Review of the resident's physical therapy (PT) treatment note, dated 06/11/26,
showed the following:-Resident educated on safely sequencing transfers as well as hand placement
with resident continuing to require verbal cues to remind resident to reach back for armrests when
sitting and push up from the armrests when standing to decrease change of fall with functional
activities. Review of the resident's occupational therapy (OT) note, dated 06/12/26, showed the
following:-Resident completed toilet transfer;-Staff training initiated/included transfer to/from
wheelchair at grab bars with minimum assistance of two staff for safety with balance/activity
tolerance/BLE (bilateral lower extremities) management. Review of the resident's progress note
dated 06/14/26, at 5:06 P.M., showed the resident had a witnessed fall with no injury. Resident was
being transferred from commode to wheelchair when his/her knee gave out and he/she went down on
his/her knees. Certified nurse aide (CNA) had gait belt on the resident and held onto it but was unable
to slow the resident down. The resident landed on both of his/her knees Review of resident's OT
notes, dated 06/15/26, showed the following:-The resident experienced a recent fall when staff that
(continued on next page)
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F 0689 was not trained by the therapy department attempted a single person transfer;-Resident presented
with lower left extremity swelling and reported pain to the lower left extremity knee/hip. Resident

Level of Harm - Actual harm was unable to tolerate wearing compression stockings;-OT notified the charge nurse who reported
x-ray for BLE was scheduled and resident to remain off BLE for the time being. Review of the

Residents Affected - Few resident's progress notes dated 06/15/26, at 5:32 P.M., showed the following:-The resident had a fall

yesterday;-Resident had complaints of pain to bilateral knees with left leg worse;-Physician ordered
X-ray for left leg and right knee;-X-ray results showed bilateral tibia fractures;-Nurse contacted the
Family Nurse Practitioner (FNP) who recommended sending the resident out if the doctor
agreed;-Nurse contacted doctor who agreed to send resident to the hospital for further treatment.
Review of the resident's physician's progress note, dated 06/15/26, showed the following:-The
resident fell last night transferring from toilet;-X ray showed bilateral tibia plateau;-Resident had
moderate pain and had paraplegia from spine osteomyelitis (infection in the bone). Review of the
resident's hospital discharge, dated 06/18/26, showed the resident had bilateral tibial plateau
fractures. During an interview on 06/23/26, at 2:20 P.M., the resident said the day of the accident
Nurse Aide (NA) A assisted him/her with transferring from the toilet to the wheelchair. The resident
said his/her left leg gave out and he/she went down on both knees. During an interview on 06/24/26,
at 10:25 A.M., NA A said the following:-Normally he/she was told by the aides how a resident was
supposed to be transferred from one place to another;-He/she had heard about care plans but didn't
know where care plans were located;-The resident had been a sit-to-stand lift transfer that required
two staff;-The day of the incident he/she heard another aide tell nursing staff that the resident told
the aide that the resident was no longer required a sit-to-stand lift, but could stand to pivot;-The
resident's call light went off and he/she went to assist the resident;-He/she asked the resident if
he/she could stand with just him/her, and the resident said just you was fine;-He/she had the gait
belt on the resident and the resident stood up fine and then his/her knees gave out, and the aide tried
to lower the resident to the floor as slow as possible;-The resident said his/her knees hurt and were
burning. The knees also had some scuff places that nursing treated;-He/she takes information from
the aides on how to transfer the resident. During an interview on 06/24/26, at 5:55 A.M., the
Restorative Aide said the following:-He/she knew how a resident transfers from the team sheets as
they list their transfer method, and when there's changes, it's written down in the communication
book. Therapy, office staff and nursing update the communication book to reflect changes;-The MDS
Coordinator takes care of the care plans and the resident's transfer assistance in listed in there and
also updated as needed by the MDS Coordinator;-The resident had been a sit-to-stand. He/she had
been working in conjunction with therapy on the stand to pivot;-The day of the incident, he/she and a
coworker had gotten the Director of Nursing (DON) to observe the resident with a stand to pivot, and
the DON said he/she would speak to therapy about getting rid of the sit-to-stand;-He/she was not
sure if information was miscommunicated, but the aide transferred without the sit-to-stand and the
resident fell. During an interview on 06/24/26, at 11:48 A.M., Certified Occupational Therapy
Assistant (COTA) said the following:-The resident had been a sit-to-stand with two person assist, and
she was working with therapy staff to do stand, pivot transfers;-Therapy staff assess to determine
when it's safe enough for the resident to do other transfers and then the facility nursing staff are
trained by therapy on the transfers;-Therapy had initiated transfer training but never signed off for
staff to do stand to pivot transfers with the resident. During an interview on 06/23/26, at 12:50 P.M.,
Certified Nurse Aide (CNA) B said the following:-Staff have an activities of daily living (ADL) sheet
that showed what assistance a resident needed when transferring. It showed whether they required
one or two staff assist and what devices should be used. The nurse updates the sheets when things
change with the resident;-He/She was not sure how to access a resident's care plan;-Any resident
changes are relayed during shift changes;-The resident used to be a sit-to-stand and required two
person assist. He/She is now non-weight bearing. During an interview on 06/24/26, at 5:17 A.M., CNA
F said the following:-He/she made a list of each resident and what transfer method they used.
(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 265593 Page 2 of 4



Department of Health & Human Services Printed: 08/27/2026

Centers for Medicare & Medicaid Services

Form Approved OMB
No. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY

IDENTIFICATION NUMBER: COMPLETED
A. Building

265593 B. Wing 06/24/2026

NAME OF PROVIDER OR SUPPLIER
Hartville Care Center

STREET ADDRESS, CITY, STATE, ZIP CODE

649 West Rolla Street
Hartville, MO 65667

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG

SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0689

Level of Harm - Actual harm

Residents Affected - Few

He/she updated the list when he/she came on shift;-The resident had been a sit-to-stand, and an aide
tried to transfer the resident without the sit-to-stand and the resident's knees buckled and the
resident fell. During an interview on 06/23/26, at 1:09 P.M., Certified Medication Technician (CMT) C
said the following:-All nursing staff have access to care plans. He/She relayed any changes on
residents to the next shift and the charge nurse;-The MDS Coordinator updated the care plans based
upon the resident's needs;-He/she knew a resident's transfer assistance level by the care plan;-The
nurses receive this information from hospital records, or therapy will assess the residents, and they
tell staff how much assistance and what devices need to be used. They also provide training;-The
resident did use a sit-to-stand and now he/she is transferred using a Hoyer lift (a mechanical lift for
nonweight-bearing residents). During an interview on 06/23/26, at 2:40 P.M., CMT E, said the
following:-Staff based transfer on hospital records when first admitted ;-If staff have no information
on transfer, staff complete a two person assist until therapy has assessed the resident;-Saff have
access the care plans and they list what assistance a resident required with transferring. He/she
followed the care plan;-Before the resident fell, he/she was a sit-to-stand and had recently been
approved to stop using the sit-to-stand and be a two person assist;-He/she now required a Hoyer
transfer. During interviews on 06/23/26, at 1:21 P.M. and 2:55 P.M., Licensed Practical Nurse (LPN) D
said the following;-When residents admitted they received information from the hospital and nursing
assessed the residents. The team sheets showed what assistance the resident needed with
transferring;-The resident had been a sit-to-stand transfer prior to falling. He/she had been working
with OT and PT and was getting stronger;-The day of the incident the resident was on the toilet and
NA A assisted the resident with a transfer to the wheelchair and the resident's knees gave out, and
the resident fell to the floor;-The resident fractured his/her tibias;-The staff was supposed to be

using a sit-to-stand and not transferring the resident by him/herself;-The care plan showed what
assistance a resident needed with transfers, and it was updated by the MDS coordinator as the
resident's needs change. During an interview on 06/24/26, at 6:55 A.M., LPN H, said the
following:-Assistance with transfers information can be found in the resident's care plan. If the aides
need to know, they can also ask nursing or therapy;-Therapy drives the method of transfers for
residents;-Therapy had been working with the resident on transfers, and so had the restorative
aide;-Prior to the resident's fall he/she had been a sit-to-stand transfer, now he/she required a Hoyer
lift for transfers;-He/she sent the resident to the hospital. The resident said the aide was helping
him/her transfer from the toilet and he/she fell on his/her knees. There should have been two aides
assisting him/her with the sit-to-stand transfer. During an interview on 06/24/26, at 5:30 A.M.,
Registered Nurse (RN) G said the following:-Residents are assessed by nursing and therapy to see
what they can do when transferring. This was done anytime there was a change;-The resident report
sheet showed how much assistance a resident required with transferring. Any staff can update the
sheet when the resident's needs change. This report was passed from shift to shift;-The resident had
never been mobile and had been using a sit-to-stand lift prior to the fall. He/she was not sure if the
resident had been working with OT or PT;-It was his/her understanding the resident had been telling
aides that he/she could stand to pivot. NA A went into assist the resident from the toilet by
him/herself, with using the stand to pivot and the resident's knees gave out, and the resident fell to
the floor. During an interview on 06/23/26, at 1:39 P.M., the Assistant Director of Nursing (ADON) and
MDS Coordinator said the following:-Staff communicate from shift to shift about the residents
including how they are transferred. The team sheets also have this information about the
residents;-The resident had paraplegia and used a sit-to-stand lift. The resident had a lot of upper
body strength and had been working with therapy on stand to pivots;-The aide attempted to transfer
the resident by using the stand to pivot and the resident fell to his/her knees and broke his/her
tibia;-Therapy assessed residents and assisted with new interventions to put into the care plans;-All
staff have access the care plans. During an interview on 06/24/26, at 7:02 A.M., the Director of
Nursing (DON) said the following:-When residents were admitted the hospital notes typically state the
(continued on next page)
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Residents Affected - Few

means of transfer. If they don't the nurses will err on the side of caution and use a two-person assist
or Hoyer lift. The nurses tell the aides what assistance a resident needs with transferring;-The team
sheets have the transfer method, and the nurses update these sheets by direction from therapy or the
change from a nurse's assessment;-The resident had been doing OT and PT and used a sit-to-stand
lift. The restorative aides had also been working with the resident on the stand to pivot using two
persons, in conjunction with therapy;-The day of the incident, NA A assisted the resident off of the
toilet by him/herself. The aide should have used the sit-to-stand lift and another aide for assistance.
The aide should not have attempted to transfer the resident alone. During an interview on 06/24/26,
at 7:32 A.M., the Administrator said the following:-Care plans list the resident's daily care needs, and
what assistance they need with transfers. The MDS Coordinator updated these as changes
occur;-Information from the hospital tells how a resident transfers. Therapy also assesses and drives
the transfer method. Therapy makes the determination on how the resident should be transferred and
reassesses as needed;-The restorative aide work with therapy and the resident on transfers;-They
have team sheets that lists the resident's level of care needs, and all staff have access to them;-The
resident had been a sit-to-stand and had been working on pivot transfers with two staff assist. The
day of the incident the resident told NA A that he/she was a pivot transfer, and the aide attempted
this. The resident fell to his/her knees. The staff should have used a sit-to-stand lift;-Care plans list

a residents transfer method, that's received from hospital records or from therapy;-The MDS
Coordinator updated the care plan when residents have falls, along with interventions and any
changes to a resident's transfers. Complaint #3051428
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