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

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 43643

Based on observation, record review, staff interviews, the facility failed to safely assist a resident without 
causing injury to 1 of 3 residents (Resident #1) reviewed for accidents. Resident #1 was documented to be 
transferred by a lift and was assisted by Nurse Aide #1 alone.

The findings included:

Resident #1 was originally admitted to the facility on [DATE] with diagnoses which included dementia and 
hypertension.

Resident #1's quarterly Minimum Data Set (MDS) dated [DATE] revealed Resident #1 was severally 
cognitively impaired and required extensive assistance with transfers.

Review of Resident #1's care plan revised on 04/19/24 revealed the resident was care planned for Activities 
of Daily Living (ADL). The goal was for Resident #1's care to be completed with staff support as appropriate 
to maintain or achieve highest practical level of functioning through the next review. Interventions included 
chair to bed and to chair transfer required a mechanical life for Resident #1.

Review of Resident #1's care guide revised on 04/19/24 revealed Resident #1 required a mechanical lift for 
transfers.

An observation conducted on 07/09/24 at 12:35 PM revealed Nurse Aide (NA) #1 transferred Resident #1 by 
herself from the bed to the wheelchair to take the resident to the dining room for lunch. No injury or incident 
was observed. The observation further revealed no care guide was posted or lift present in Resident #1's 
room at the time of the transfer.

An interview conducted with Nurse Aide (NA) #1 on 07/09/24 at 2:15 PM revealed she was an agency staff 
and had been working in the facility for two weeks. NA #1 further revealed she was not familiar with Resident 
#1 and assumed the resident was a one person assist because nursing staff had not educated her on 
Resident #1. NA #1 stated she transferred the resident from the bed to his wheelchair without any issues. NA 
#1 indicated she was not aware Resident #1 had a history of falls and had not been educated to look at the 
residents' care guide in the electronic chart for the residents ADLs.
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An interview conducted with Unit Manager (UM) #1 on 07/09/24 at 1:15 PM revealed Resident #1 had a 
history of falls. The UM further revealed she could not recall what Resident #1's status was for transfers but 
knew he was at least a two person assist. UM #1 indicated nursing staff was educated to follow the 
residents' care guide. UM #1 indicated NA #1 was agency staff and should have not transferred Resident #1 
by herself.

An interview conducted with Nurse #1 on 07/09/24 at 2:35 PM revealed Resident #1 was a mechanical lift for 
transfers from the bed to wheelchair. Nurse #1 further revealed nursing staff had been educated to review 
residents care guides for ADL assistance. Nurse #1 stated NA #1 should have not transferred Resident #1 
without assistance due to the resident's history of falls.

Interview conducted with the Director of Nursing (DON) on 07/09/24 at 3:20 PM revealed nursing staff had 
been educated to follow resident care guides and care plan. The DON indicated NA #1 and all staff who 
were agency had been educated to follow all residents care guides in the electric chart. The DON further 
revealed Resident #1 was documented to have a mechanical lift for transfers and should have been followed.

An interview conducted with Administrator on 07/09/24 at 2:55 PM revealed nursing staff had been educated 
at orientation to follow resident care guides. Administrator further revealed NA #1 should not have 
transferred Resident #1 with one assist and followed what was reflected on Resident #1's care guide.
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