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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, and interviews with resident, staff, and Physician, the facility failed to communicate with the 
physician and obtain further instructions 1) regarding steps to take when a rehabilitation resident was 
refusing to cooperate with safety recommendations while experiencing difficulty and pain while transferring in 
the manner she was attempting and which was not recommended by therapy and 2) when the resident 
screamed during the transfer, reported pain following the transfer, and requested to go to the hospital. This 
was for 1 of 3 residents reviewed for accidents (Resident # 1).The findings included:Record review revealed 
Resident # 1 was admitted to the facility on [DATE] after undergoing a total left knee replacement on 7/3/25 
and finding she could not care for herself at home. Additionally Resident # 1 had diagnoses of rheumatoid 
arthritis, gout, osteoporosis, and muscle weakness.Review of an EMS (Emergency Medical System) report 
revealed that prior to Resident # 1 residing at the facility, she had problems with her left knee post 
operatively and had called emergency medical services while residing at home on 8/22/25 after feeling a pop 
in her left knee and being uncomfortable bearing weight on the leg.Review of the facility physician's 8/29/25 
admission note revealed Resident # 1 had x-rays completed in the hospital Emergency Department after the 
resident felt the pop post operatively on 8/22/25 and there was no evidence of hardware failure.Review of 
8/28/25 physician orders revealed Resident # 1 was prescribed acetaminophen 500 milligrams 2 tablets 
every eight hours on a scheduled basis. Additionally, per physician orders on 8/29/25 Resident # 1 was 
started on Celecoxib 200 milligrams every day (This is a medication used to relieve pain and inflammation.
)Review of Resident # 1's initial 8-28-25 physical therapy evaluation revealed the Physical Therapist # 1 
documented the following information. The resident had originally gone to rehabilitation following her 7/3/25 
knee replacement and then returned home. She had been upgraded to weight bearing as tolerated at 6 
weeks post operative. While home there was a day when she stood up and it sounded like her knee was 
breaking and painful. X-rays had been done and nothing was broken. She had been admitted to the facility 
on [DATE] for further therapy.Review of Resident # 1's admission Minimum Data Set assessment, dated 
9/2/25, revealed Resident # 1 was cognitively intact. She had no behavioral problems. Transfers were not 
attempted during the assessment period. She had required substantial to maximum assistance to go from a 
seated position to a standing position.Physical Therapist # 1 was interviewed on 9/23/25 at 12:20 PM and 
again on 9/24/25 at 4:19 PM and reported the following information. Resident # 1 was evaluated by her 
initially to need a mechanical lift. She did improve to the point where she could do a scoot transfer. The 
resident's arm rests were able to be removed from her wheelchair, and she was instructed on lateral 
incremental scoot transfers. This entailed using her arms and to some degree her legs in order to move her 
bottom over in increments until she had maneuvered from one surface to the other. She could also use this 
technique with the toilet since her arm rests could be removed. At times she could be more tired at night and 
if she was not able to do incrementally and safely transfer by scooting then the staff were to use a 
mechanical lift. This information had been relayed to the nursing staff.Nurse Aide (NA) # 3 had cared for 
Resident # 1 from 7:00 AM to 3:00 PM on 9/5/25. NA # 3 was interviewed on 9/24/25 at 4:35 PM and 
reported the following information. She had periodically cared for Resident # 1 prior to 9/5/25. Prior to 9/5/25 
Resident # 1 was a one person assist to transfer. On 9/5/25 she helped get Resident # 1 out of bed shortly 
before lunch and the resident could not stand that day. Therefore she (NA # 3) obtained help and used the 
mechanical lift to get her out of bed.During an interview with Resident # 1 on 9/24/25 at 9:58 AM the resident 
reported that she in general had pain from her rheumatoid arthritis. On the dayshift of 9/5/25 she had not 
been experiencing pain at her surgical knee site during the day, but she had chronic pain related to her 
arthritis. The resident reported her right knee (which had not been replaced) was bone on bone due to her 
arthritis.Review of progress notes revealed the following entry by Nurse # 1 made on 9/6/25 at 4:52 AM. I 
was called into [Resident # 1's room] by [NA # 1] to assist her getting [Resident #1] into the bed at 2130 hrs 
(9:30 PM). [NA #1] suggested that we use [mechanical] lift but the pt (patient) refuse saying that how PT 
(physical therapy) wanted her to do and she was going to follow the order. After several attempts [NA # 1] 
again suggested the [mechanical lift] and again she refused saying that all she needed to do was to grab the 
grab bar and pull herself up and then turn and sit down. Unfortunately, when she stood up and turn she c/o 
(complained of) pain to her left knee. There was no swelling or discoloration to her left knee and the pt 
(patient) did not fall. Later that night I was told that she wanted to see me but when I got there she was 
sleeping and I did not wake her. Around 4 AM the night CNA [NA # 2] said that she had call for a ambulance 
and wanted to get some x-rays of her knee and to print out her info for the ambulance. The pt (patient) left 
the facility at 4:25 to go the nearest hospital [name of hospital] and would return later in the morning. Pt 
provider was informed about her going to the hospital at this time.NA # 1 was interviewed on 9/23/25 at 4:05 
PM and reported the following information. It was late in the evening shift and Resident # 1 had called for 
assistance to get back in bed. The resident indicated she could do everything herself. Resident # 1 tried to 
use the grip bar on the bed to stand but was not successful in getting up. She (NA #1) offered to use the gait 
belt to assist the resident, but the resident did not want the gait belt. She moaned as if it was painful to stand 
and she could not stand up. She (NA # 1) left to get Nurse # 1 who was assigned to Resident # 1. Nurse # 1 
came to the room. They offered to use the mechanical lift, but the resident did not want to use the lift. Nurse 
# 1 told Resident # 1 to put her arms around his neck as if in a hug, look straight forward and not to look 
down. He then helped lift the resident up from the chair and into the bed. The resident did not seem to 
cooperate as he was doing this. It seemed to her (NA # 1) that she (Resident # 1) threw herself back in the 
bed and she was not straight in the bed. Her legs were hanging off the bed. She (NA # 1) helped to put the 
resident's legs in the bed. As the resident had thrown herself in the bed, then the resident gave a loud 
scream. The scream was so loud that other residents outside the resident's room heard her scream and 
wanted to know what was wrong. Nurse # 1 left the room and continued to give medications. After the 
incident, Resident # 1 seemed mad to her. She kept asking to speak to the supervisor. She let Nurse # 1 
know. She continued to check on the resident through the rest of her shift, but Resident # 1 did not seem to 
want to deal with her. She had only wanted to talk to a supervisor. Nurse # 1 had been assigned to care for 
Resident # 1 from 7:00 PM on 9/5/25 until 7:00 AM on 9/6/25. He thought Resident # 1 was a mechanical lift. 
NA # 1 had offered to use the mechanical lift with the resident, and she did not want to use a lift. They were 
taught to provide service with a smile and Resident # 1 was adamant that she did not want a lift. Resident #1 
reported therapy had taught her to stand and transfer and that was what she wanted to do. Therefore, per 
the resident's direction, he assisted her to stand and pivot to the bed. She was having problems turning. 
They were trying to keep her from falling forward. The resident had not hit her knee and there had been no 
trauma during the transfer. In a timeframe of about less than one hour, NA # 1 said Resident # 1 was 
wanting to speak to him. He went in to speak to the resident. At that time, she was complaining about NA # 1 
and appeared hypersensitive about things that NA # 1 had said and done. She had not complained of pain. 
After talking to her, he again left the room. After that he was pretty sure she went to sleep. Then later NA # 2 
came to him during the night and told him that Resident # 1 had called 911. He went in and documented a 
nursing note about the incident. Nurse # 1 did not report he had called the physician prior to the resident 
calling 911 herself. NA # 2 was interviewed on 9/24/25 at 9:58 AM and reported the following information. 
She had been assigned to care for Resident # 1 starting at 11:00 PM on 9/5/25. During first rounds, Resident 
# 1 was asleep. Then around 12:00 AM to 12:15 AM, Resident # 1 had used her call bell. She reported her 
leg was hurting and she wanted to go to the hospital. She told Resident # 1 she would let the nurse know. 
Nurse # 1 was seated at the desk at the time. She told Nurse # 1 what Resident # 1 had said. He sat there 
and did not get up right away. She had to go and check on another resident which she did and therefore she 
did not see if Nurse # 1 did go and talk to Resident # 1. About an hour and half later after the resident had 
called her (NA # 2) the first time, Resident # 1 again called. She again answered the call bell. The resident 
reported that the nurse had not been in the room. She appeared to be in pain. She still wanted 911 called in 
order to go to the hospital. Since Nurse # 1 had not called, she told Resident # 1 that she could call 911 
herself. The resident did so and the paramedics arrived during the night shift.An attempt was made to speak 
to Nurse # 1 again on 9/26/25 at 8:53 AM per a phone call in conjunction with the Administrator and DON. 
The attempt was made in order to clarify what further actions he had taken after NA # 2 told him the resident 
wanted to go to the hospital and after NA # 2 had left the desk following the delivery of the message. Nurse # 
1 could not be reached for further interview.Review of EMS records revealed EMS was called at 3:36 AM on 
9/6/25 and arrived at 3:48 AM on 9/6/25. The paramedics documented the following information. The 
resident's pain was a 4 on a scale of 1 to 10. The paramedic further noted, Patient is alert and oriented times 
4. Patient states that she had a total left knee replacement in July and felt like she injured it again two weeks 
ago, but hospital stated there was nothing wrong. Patient then tonight was being helped back into bed when 
she twisted that left hip and knee. Facility states she is supposed to be using a [mechanical lift] but patient 
refuses to use. Patients is supposed to also be non-weight bearing but facility states she also refuses. 
Patient states that her knee has been hurting since two weeks ago, but tonight made it worse. Patient denies 
pain anywhere else and has no other complaints. Patient does have normal movement of knee considering 
the surgery and rehab, but hurts more. Patient was transported routine traffic.Review of hospital ED 
(Emergency Department) records dated 9/6/25 revealed the physician noted the following information. Upon 
exam the resident had some swelling, tenderness, and bruising to the lateral side of her knee (outer part of 
the knee joint). The resident was reluctant to take pain medication but given her level of pain, offered her 
Percocet and the resident was agreeable to taking the pain medication. Both an x-ray and a computerized 
tomography exam were done. The x-ray showed a patellar fracture and the CT showed a periprosthetic 
patellar fracture (a fracture around the kneecap around the knee replacement.) Recommendations were 
made for a leg immobilizer, ice, elevation, and weight bearing as tolerated with a plan for the resident to 
follow up with the orthopedic. The resident was sent back to the facility on 9/6/25 with the plan that she 
would follow up with the orthopedic.Resident # 1 was interviewed via phone on 9/24/25 at 9:58 AM and 
reported the following information. NA # 1 had cared for her before, and NA # 1 seemed to not always 
understand like the rest of the staff did in ways to help her. On 9/5/25 around 8:00 PM to 8:30 PM she had 
called for assistance to get back in bed. She had been working with therapy for over a week, and NA # 1 was 
not able to assist her like she was accustomed to the other Nurse Aides doing. She asked NA # 1 to go 
obtain help. NA # 1 obtained Nurse # 1. Nurse # 1 did not seem to know how to help her. Nurse # 1 lifted her 
to the bed, and she was twisted. She screamed because it hurt as this was done. Once in bed NA # 1 helped 
put her feet in the bed. Then Nurse # 1 told her that she had said she could scoot so to go ahead and scoot 
herself in the bed. She did so. He did not offer to call the doctor. She was in shock at the time about what 
had occurred. The nurse said that he would check on her later and then he left and NA # 1 left. She tried to 
calm down and think about what to do. She called again and asked to speak to a supervisor. NA # 1 came 
into the room and told her that the supervisor was busy. She waited about an hour and called again. NA # 1 
returned and reported she had delivered the message. At the time, she did not recognize that Nurse # 1 was 
the supervisor and that was who NA # 1 was going to with the messages. After the second message through 
NA # 1, Nurse # 1 came to talk to her about 30 to 45 minutes after her second request to NA # 1. She 
informed him that she was still hurting, and the pain was not going away. She also told him she preferred NA 
# 1 not care for her again. Nurse # 1 did not offer to call the physician. She did not think she fell asleep. She 
was upset and hurting. She was trying to decide what to do and wanted to talk to a supervisor. A second 
Nurse Aide (NA # 2) came on duty at 11:00 PM. She specifically asked NA # 2 to let a supervisor know that 
she wanted to go to the hospital because her leg was hurting and she wanted to be checked. NA # 2 
reported the nurse was busy but that she would relay the message. NA # 2 informed her that she could call 
herself and she let NA # 2 know that she preferred the supervising nurse call because they would know what 
happened. Another hour went by and she called again with her call light. NA # 2 returned and said she did 
not think the nurse had called and didn't think that he was going to do so. NA # 2 again told her that she 
could go ahead and call 911. She (Resident # 1) waited longer again to see if a nurse would come but no 
one came. Therefore, she finally called 911 herself. The paramedics came and once at the hospital they 
found that she had a fracture. She returned to the facility on 9/6/25 (Saturday). The DON had talked to her 
on 9/8/25 and she had told the DON about what had happened.Review of Resident # 1's 9/8/25 orthopedic 
follow up following the ED visit revealed the following information. The orthopedic documented that given 
significant displacement and angulation of the patella fracture that the resident would need further surgery.
Review of physician progress notes revealed Resident #1's facility physician saw the resident on 9/9/25 and 
noted the resident reported to him staff had not been able to help her transfer like she had been doing and 
the transfer was difficult. She reported that her pain in her left knee immediately worsened with the transfer 
and continued to be severe overnight. She had requested to go to the ED where the CT showed the patellar 
fracture.According to the facility's progress note, Resident # 1 was discharged on 9/18/25 for further surgery 
to the knee.The Director of Nursing (DON) was interviewed on 9/23/25 at 3:27 PM, 9/23/25 at 4:35 PM 
9/24/25 at 11:57 AM, and 9/25/25 at 6:00 PM. The DON reported the following information. She had spoken 
to the resident on 9/8/25 (Monday) and at that time the resident indicated that she thought the fracture had 
occurred during the transfer. Resident # 1 had not reported that she had hit her knee during the transfer or 
that she was in pain through the night. The resident reported she had slept and awakened around 3:00 AM 
and wanted to go to the hospital to have x-rays done. According to the DON, the staff should have stopped if 
the resident was not complying and consulted with her or the physician about what to do when the resident 
was having pain with transfer and not wanting to use the lift. He should have been called at that point. The 
physician should also have been called if the resident was having pain after the transfer and wanting to go to 
the hospital.Interview with the Administrator in conjunction with the DON on 9/25/25 at 6:00 PM revealed the 
following information. He had spoken to Resident #1 the following week after 9/5/25. Although she did 
complain initially to the facility that she felt the injury happened during the transfer, she had never 
complained to them about problems during the night following the transfer or problems of continued pain 
without the physician being notified. NA # 2 had never reported a problem to them that the resident had been 
requesting to go to the hospital and that the nurse did not call the doctor before the resident called 911. The 
resident had returned to the facility on 9/24/25 and they (the DON and Administrator) had both spoken to her 
again on 9/24/25 and she had not been consistent in reports to them as reports to the surveyor. According to 
the Administrator and DON the resident reported that she had been experiencing knee pain for several 
weeks and she had pain all the time. Resident #1 had reported to them that the pain following the transfer 
was no different than what she had been experiencing for the past few weeks prior to the transfer. Resident 
#1 reported that she had gotten worked up because the staff did not know what to do on the evening of 
9/5/25 to help her. According to the Administrator she had reported on 9/24/25 that she never asked Nurse # 
1 to send her to the hospital and that she had wanted to speak to him about NA # 3.Interview on 9/25/25 at 
3:27 PM with Resident # 1's Physician, who serves as the facility's medical director, revealed the following 
information. They had not called and notified him of problems on the evening of 9/5/25. If a resident was 
having a decrease in function this was something that needed to be conveyed to the physician and if the 
decrease in function and pain resulted in a resident being stuck in the wheelchair then there would have 
been a more urgent need to communicate with the physician about that. If he had been notified, then his 
instructions would have depended on the degree of pain. Potentially they could have done x-rays at the 
facility, or he may have instructed the staff to send the resident out to the hospital. It was his opinion that the 
fracture could have occurred prior to the resident being at the facility and not identified on the x-ray films of 
8/22/25 when the resident felt a pop while at home.
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Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.
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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and interviews with resident, staff, and Physician the facility failed to 1) assist a 
resident, who had been experiencing problems following surgery, in a transfer manner recommended by 
physical therapy and 2) failed to stop and communicate with the physician and the Director of Nursing for 
further directions when a resident was refusing a safe transfer technique before proceeding to attempt the 
transfer. This was for 1 of 3 residents reviewed for accidents (Resident #1).The findings included:Record 
review revealed Resident # 1 was admitted to the facility on [DATE] after undergoing a total left knee 
replacement on 7/3/25 and finding she could not care for herself at home. Additionally, Resident # 1 had 
diagnoses of rheumatoid arthritis, gout, osteoporosis, and muscle weakness. Review of an EMS (Emergency 
Medical System) report revealed that prior to Resident # 1 residing at the facility, she had problems with the 
left knee post operatively and had called emergency medical services while residing at home on 8/22/25 
after feeling a pop in her left knee and being uncomfortable bearing weight on the leg.Review of the facility 
physician's 8/29/25 admission note revealed Resident # 1's x-rays had been done in the Emergency 
Department after the resident felt the pop post operatively on 8/22/25 and there was no evidence of 
hardware failure.Review of 8/28/25 physician orders revealed Resident # 1 was prescribed acetaminophen 
500 milligrams 2 tablets every eight hours on a scheduled basis. Review of Resident # 1's Medication 
Administration Record revealed the acetaminophen was scheduled to be given at 6:00 AM, 2:00 PM, and 
10:00 PM. Additionally, per physician orders on 8/29/25 Resident # 1 was started on Celecoxib 200 
milligrams every day. (This is a medication used to relieve pain and inflammation.)Review of Resident # 1's 
admission Minimum Data Set assessment, dated 9/2/25, revealed Resident # 1 was cognitively intact. She 
had no behavioral problems. Transfers had not been attempted during the assessment period. She had 
required substantial to maximum assistance to go from a seated position to a standing position.Resident # 
1's care plan, initiated on 8/29/25, included the information that Resident #1 was to have physical therapy 
and occupational therapy. According to the care plan, the resident was a transfer with one person assist.On 
9/23/25 at 5:15 PM the DON (Director of Nursing) provided a copy of the resident's electronic Kardex used 
by the Nurse Aides regarding care assistance needed. The Kardex noted the resident was a transfer with 
assist of 1 person. Start date was noted to be 9/9/25. According to the DON, the information prior to the 
update on 9/9/25 could not be viewed once the update occurred.Review of Resident # 1's initial 8-28-25 
physical therapy evaluation revealed Physical Therapist # 1 documented the following information. The 
resident had originally gone to a rehabilitation facility following her 7/3/25 knee replacement and then 
returned home. She had been upgraded to weight bearing as tolerated at 6 weeks post operative. While 
home there was a day when she stood up and it sounded like her knee was breaking and painful. X-rays had 
been done and nothing was broken. She had been admitted to the facility on [DATE] for further therapy.
Physical Therapist # 1 was interviewed on 9/23/25 at 12:20 PM and again on 9/24/25 at 4:19 PM and 
reported the following information. Resident # 1 was evaluated by her initially to need a mechanical lift. The 
facility had a way to communicate the type of transfer residents needed. After the initial evaluation, the type 
of transfer was communicated verbally to a resident's primary nurse. Also, the therapist, who did the initial 
evaluation, completed communication paperwork for nursing and rehabilitation and gave it to the 
rehabilitation director. A general clinical meeting was held daily Monday through Friday which included 
administrative nursing staff and rehabilitation staff. At the meeting, the rehabilitation director reported what 
type of transfer the resident was assessed to need. Every Tuesday, the rehab department also had a 
meeting and discussed progress within their own department. If a resident had graduated to a different mode 
of transfer this was discussed and then conveyed the next day in clinical meeting so that nursing staff would 
also know. At time of Resident # 1's initial evaluation, Resident # 1 was recommended to need a mechanical 
lift transfer. She did improve to the point where she could do an incremental scoot transfer. The resident's 
arm rests were able to be removed from her wheelchair, and she was instructed on lateral incremental scoot 
transfers. This entailed using her arms and to some degree her legs in order to move her bottom over in 
increments until she had maneuvered from one surface to the other. She could also use this technique with 
the toilet since her arm rests could be removed. She could also stand and take some steps forward but it had 
not been recommended that she rotate around and pivot on her operative leg. At times she could be more 
tired at night and if she was not able assist in scooting from surface to surface safely then the staff were to 
use a mechanical lift. NA # 3 had cared for Resident # 1 from 7:00 AM to 3:00 PM on 9/5/25. NA # 3 was 
interviewed on 9/24/25 at 4:35 PM and reported the following information. She had periodically cared for 
Resident # 1 prior to 9/5/25. Prior to 9/5/25 Resident # 1 was a one person assist to transfer when she cared 
for her. The resident could stand and transfer and did more than just scoot over. As she recalled she thought 
the resident's armchair rests had been removed during transfers. She did not put weight on her operative leg 
when she did this. On 9/5/25 she helped get Resident # 1 out of bed shortly before lunch and the resident 
could not stand that day. Therefore she (NA # 3) obtained help and used the mechanical lift to get her out of 
bed. She was still up in the chair when she left. She had checked on her that afternoon and she did not need 
anything and did not complain of leg pain after she was up.Review of Physical Therapist # 1's documentation 
for the date of 9/5/25 revealed the following information. The resident was able to take 5 steps with a rolling 
walker. She required maximum assistance to go from a sitting position to a standing position that day from 
the wheelchair. She complained of left hip pain that day and nursing was made aware.During an interview 
with Resident # 1 on 9/24/25 at 9:58 AM the resident reported that she in general had pain from her 
rheumatoid arthritis. On the dayshift of 9/5/25 she had not been experiencing pain at her surgical knee site 
during the day, but she had chronic pain related to her arthritis. The resident reported her right knee (which 
had not been replaced) was bone on bone due to her arthritis.Review of progress notes revealed the 
following entry by Nurse # 1 made on 9/6/25 at 4:52 AM. I was called into [Resident # 1's room] by [NA # 1] 
to assist her getting [Resident #1] into the bed at 2130 hrs (9:30 PM). The CNA suggested that we use 
[mechanical] lift but the pt (patient) refuse saying that how PT (physical therapy) wanted her to do and she 
was going to follow the order. After several attempts [NA # 1] again suggested the [mechanical lift] and again 
she refused saying that all she needed to do was to grab the grab bar and pull herself up and then turn and 
sit down. Unfortunately when she stood up and turn she c/o (complained of) pain to her left knee. There was 
no swelling or discoloration to her left knee and the pt (patient) did not fall. Later that night I was told that she 
wanted to see me but when I got there she was sleeping and I did not wake her. Around 4 AM the night CNA 
[NA # 2] said that she had call for a ambulance and wanted to get some x-rays of her knee and to print out 
her info for the ambulance. The pt (patient) left the facility at 4:25 to go the nearest hospital [name of 
hospital] and would return later in the morning. Pt provider was informed about her going to the hospital at 
this time.Review of Resident # 1's September MAR (Medication Administration Record) revealed she 
received her regularly scheduled dose of acetaminophen at 10:00 PM on 9/5/25.Nurse Aide (NA) #1 was the 
NA who had cared for Resident # 1 on 9/5/25 from 3:00 PM to 11:00 PM. The facility provided a written copy 
of a statement written by NA # 1 regarding the occurrences of 9/5/25. In the statement, NA # 1 wrote the 
following information. Resident # 1 was ready to go to bed, and she (NA # 1) had asked how the resident 
had progressed. The resident replied she needed assistance. She (NA # 1) had attempted to assist her but 
the resident did not have enough strength so she (NA # 1) explained she could get a gait belt. The resident 
did not want a gait belt. She (NA # 1) noticed that the resident's feet and legs were swollen, and she went to 
get Nurse # 1. Nurse # 1 assisted to offer a pivot transfer, and the resident was reluctant. Nurse # 1 told 
Resident # 1 to place her arms around his waist and keep her eyes up or straight. She was very dead weight 
because she could not push hard enough with her legs as Nurse # 1 was trying to pivot her. Resident # 1 
grabbed the bed rail and proceeded to pull herself as she struggled with the transfer and she (NA #1) moved 
the wheelchair from behind her so she would not hurt her legs. Resident # 1 started to verbally express 
herself because of the pain. The resident attempted to get in bed roughly, sat down and fell back in the bed, 
screaming and saying her leg popped. The resident blamed her (NA #1). The resident's legs were hanging 
over the bedside and she (NA # 1) gently moved her legs in the bed. She (NA #1) asked if the resident 
needed anything and the resident said a supervisor. She (NA # 1) told Nurse # 1. At the time he was passing 
medications and she (NA # 1) told Resident # 1 that Nurse # 1 would be in soon.NA # 1 was interviewed on 
9/23/25 at 4:05 PM and reported the following information. It was late in the shift on 9/5/25 and Resident # 1 
had called for assistance to get back in bed. It had been a long time since she had cared for Resident # 1. 
When she had last cared for the resident, the resident had not gotten in or out of bed. She (NA # 1) had seen 
in the bathroom where the resident had gone to the bathroom earlier and she thought she had gone on her 
own. The resident indicated she could do everything herself and the resident appeared intelligent so 
therefore she (NA # 1) trusted that she was correct in knowing how to transfer. She did not check her plan of 
care. Resident # 1 tried to use the grip bar on the bed to stand but was not successful in getting up. She (NA 
#1) offered to use the gait belt, but she did not want the gait belt. She moaned as if it was painful to stand. 
She (NA # 1) left to get Nurse # 1 who was assigned to Resident # 1. Nurse # 1 came to the room. They 
offered to use the mechanical lift, but the resident did not want to use the lift. Nurse # 1 told Resident # 1 to 
put her arms around his neck as if in a hug, look straight forward and not to look down. The wheelchair was 
not adjacent to the bed. It was perpendicular facing the bed. She (NA # 1) had been standing behind the 
wheelchair in order to pull it back and away so that the resident would not hit her legs on the wheelchair leg 
rests once the resident was upright. Nurse # 1 then helped lift the resident up from the chair and into the bed. 
The resident did not seem to cooperate as he was doing this and kept grabbing for the grab bar on the bed. 
She seemed to push away from Nurse # 1. Nurse # 1 was able to get Resident # 1 in bed. It seemed to her 
(NA # 1) that she (Resident # 1) threw herself back in the bed and she was not straight in the bed. Her legs 
were hanging off the bed. She (NA # 1) helped to put the resident's legs in the bed. As the resident had 
thrown herself in the bed, then she gave a loud scream. The scream was so loud that other residents outside 
the resident's room heard her scream and wanted to know what was wrong. Nurse # 1 left the room and 
continued to give medications. After the incident, Resident # 1 seemed mad to her. She kept asking to speak 
to the supervisor. She let Nurse # 1 know.Nurse # 1 had been assigned to care for Resident # 1 from 7:00 
PM on 9/5/25 until 7:00 AM on 9/6/25. Nurse # 1 was interviewed on 9/23/25 at 1:50 PM and reported the 
following information. He had cared for Resident # 1 about four times before on 9/5/25. It was routine that the 
type of transfer residents needed was passed along in a resident's plan of care and he thought Resident # 1 
was a mechanical lift. NA # 1 had offered to use the mechanical lift with the resident, and she did not want to 
use a lift. They were taught to provide service with a smile and Resident # 1 was adamant that she did not 
want a lift. She reported therapy had taught her to stand and transfer and that was what she wanted to do. 
He did not know what therapy had been doing with the resident. There was no sling beneath the resident 
when he entered. Therefore, per the resident's direction, he assisted her to stand and pivot to the bed. She 
placed her hand on the bed grab bar, and then she turned to the left to turn around onto the bed. It was not 
an easy transfer. She was having problems turning. They were trying to keep her from falling forward. The 
wheelchair had been perpendicular to the bed and not adjacent to the bed. After she was in bed, she no 
longer complained of pain. The resident had not hit her knee and there had been no trauma during the 
transfer. He did accept responsibility for the difficult transfer and said he should have stopped and used the 
mechanical lift. He later checked on her and she did not complain of pain.NA # 2 was interviewed on 9/24/25 
at 9:58 AM and reported the following information. She had been assigned to care for Resident # 1 starting 
at 11:00 PM on 9/5/25. During first rounds, Resident # 1 was asleep. Then around 12:00 AM to 12:15 AM, 
Resident # 1 had used her call bell. She reported her leg was hurting and she wanted to go to the hospital. 
She told Resident # 1 she would let the nurse know. Nurse # 1 was seated at the desk at the time. She told 
Nurse # 1 what Resident # 1 had said. He sat there and did not get up right away. She had to go and check 
on another resident which she did and therefore she did not see if Nurse # 1 did go and talk to Resident # 1. 
About an hour and half later after the resident had called her (NA # 2) the first time, Resident # 1 again 
called. She again answered the call bell. The resident reported that the nurse had not been in the room. She 
appeared to be in pain. She still wanted 911 called in order to go to the hospital. Since Nurse # 1 had not 
called, she told Resident # 1 that she could call 911 herself. The resident did so and the paramedics arrived 
during the night shift.Review of EMS records revealed EMS was called at 3:36 AM on 9/6/25 and arrived at 
3:48 AM on 9/6/25. The paramedics documented the following information. The resident's pain was a 4 on a 
scale of 1 to 10. The paramedic further noted, Patient is alert and oriented times 4. Patient states that she 
had a total left knee replacement in July and felt like she injured it again two weeks ago, but hospital stated 
there was nothing wrong. Patient then tonight was being helped back into bed when she twisted that left hip 
and knee. Facility states she is supposed to be using a [mechanical lift] but patient refuses to use. Patients is 
supposed to also be non-weight bearing but facility states she also refuses. Patient states that her knee has 
been hurting since two weeks ago, but tonight made it worse. Patient denies pain anywhere else and has no 
other complaints. Patient does have normal movement of knee considering the surgery and rehab, but hurts 
more. Patient was transported routine traffic.Review of hospital ED (Emergency Department) records dated 
9/6/25 revealed the physician noted the following information. Upon exam the resident had some swelling, 
tenderness, and bruising to the lateral side of her knee. The resident was reluctant to take pain medication 
but given her level of pain, offered her Percocet and the resident was agreeable to taking the pain 
medication. Both an x-ray and a computerized tomography exam were done. The x-ray showed a patellar 
fracture and the CT showed a periprosthetic patellar fracture (a fracture around the kneecap around the knee 
replacement.) Recommendations were made for a leg immobilizer, ice, elevation, and weight bearing as 
tolerated with a plan for the resident to follow up with the orthopedic. The resident was sent back to the 
facility on 9/6/25 with the plan that she would follow up with the orthopedic.Review of Resident # 1's 9/8/25 
orthopedic follow up following the ED visit revealed the following information. The orthopedic documented 
that given significant displacement and angulation of the patella fracture that the resident would need further 
surgery.Review of physician progress notes revealed Resident #1's facility physician saw the resident on 
9/9/25 and noted the resident reported to him staff had not been able to help her transfer like she had been 
doing, and the transfer was difficult. She reported that her pain in her left knee immediately worsened with 
the transfer and continued to be severe overnight. She had requested to go to the ED where the CT showed 
the patellar fracture.According to the facility's progress note, Resident # 1 was discharged on 9/18/25 for 
further surgery to the knee.Resident # 1 was interviewed on 9/24/25 at 9:58 AM and reported the following 
information. She had experienced problems with NA # 1 prior to the date of 9/5/25. NA # 1 seemed not to 
communicate well and understand how to assist correctly. On 9/5/25 around 8:00 PM to 8:30 PM she had 
called for assistance to get back in bed. She had been working with therapy for over a week and other Nurse 
Aides were able to help her without problems. They would take off the arm rest of the wheelchair and put the 
wheelchair right beside the bed. Then she could scoot onto the bed without a problem. She tried to explain 
this to NA # 1 but NA # 1 could not remove the armrest. She (NA # 1) tried to lift her up, but it was as if she 
was just pulling on her shirt. She asked NA # 1 to go obtain help. NA # 1 obtained Nurse # 1. Nurse # 1 did 
not seem to know how to help her as physical therapy had. He could not remove the armchair rest either. 
Therefore, he told her he was going to lift her. Instead of helping her to stand, Nurse # 1 lifted her to the bed, 
and she was twisted. She screamed because it was painful. Once in bed NA # 1 helped put her feet in the 
bed. Then Nurse # 1 told her that she had said she could scoot so to go ahead and scoot herself in the bed. 
She did so. She was in shock at the time about what had occurred. Nurse #1 said that he would check on 
her later and then he left and NA # 1 left. She tried to calm down and think about what to do. Nurse # 1 did 
return at a later time, and he talked to her. She informed him that she was still hurting, and the pain was not 
going away. She also told him she preferred NA # 1 not care for her again. He again said he would check on 
her later and left the room. She did not think she fell asleep. She was trying to decide what to do. Nurse # 1 
had not offered to call the physician. She wanted her leg checked and decided to call 911 for transport to the 
hospital. The paramedics came and transported her to the hospital where they did tests. It was identified she 
had a fracture and needed further surgery on her knee. At the time of the interview with the surveyor she was 
on her last hospitalization day, and she had completed the surgery. She was planning to return to the facility 
later that day.The Director of Nursing (DON) was interviewed on 9/23/25 at 3:27 PM, 9/23/25 at 4:35 PM and 
again on 9/24/25 at 11:57 AM. The DON reported the following information. The staff had told her on 9/6/25 
when the fracture was identified but she knew at times that the hardware would fail. She did not know on 
9/6/25 that the resident had problems with a transfer the previous evening. She had spoken to the resident 
on 9/8/25 (Monday) and at that time the resident said she thought the fracture had occurred during the 
transfer. This was the first indication to her (the DON) there had been a problem. Resident # 1 had not 
reported that she had hit her knee during the transfer. When the resident tried to recount the details of the 
transfer, she was not consistent in relaying the details. She changed her story at different times. The staff 
had offered to use the mechanical lift, but she had refused. If she had been refusing, then they should have 
stopped and obtained further direction from her or the physician about what to do. The resident had said she 
did go to sleep and then awakened around 3:00 AM and wanted to go to the hospital to have x-rays done 
She then asked to be sent out that night. She had never relayed that she had not been able to sleep 
because of pain or that pain was severe.Interview with the Administrator in conjunction with the DON on 
9/25/25 at 6:00 PM revealed the following information. He had spoken to the resident the following week 
after 9/5/25. Although she did complain initially to the facility that she felt the injury happened during the 
transfer, she had never complained to them that she had continued to hurt through the night. They had both 
spoken to her again on 9/24/25 when she returned from her second surgery and she had not been consistent 
in reports to them as compared to reports to the surveyor. According to the Administrator and DON the 
resident reported that she had been experiencing knee pain for several weeks prior to the difficult transfer on 
9/5/25, and she had pain all the time which never changed even after the 9/5/25 transfer. She reported that 
she had gotten worked up because the staff did not know what to do on the evening of 9/5/25 to help her and 
that had been the issue. They had completed a corrective action plan that addressed transfers following the 
incident.Interview on 9/25/25 at 3:27 PM with Resident # 1's Physician, who serves as the facility's medical 
director, revealed the following information. He had seen the resident after she returned from the ED. Prior to 
the fracture being identified, a Computerized tomography test had not been done when the resident had 
experienced a pop and pain while residing at home on 8/22/25. He had reviewed the 8/22/25 records from 
the ED and it was not possible to clearly see the patella on the x-rays. Therefore, it was his opinion that it 
was plausible that the fracture could have happened prior to the resident coming to the facility and a rough 
transfer could have moved the fracture further and caused some increased pain. They had not called and 
notified him of problems on the evening of 9/5/25. If a resident was having a decrease in function this was 
something that needed to be conveyed to the physician and if the decrease in function and pain resulted in a 
resident being stuck in the wheelchair then there would have been a more urgent need to communicate with 
the physician about that.The Administrator and Director of Nursing presented the following corrective action 
plan they had implemented. How will corrective action be accomplished for those residents found to have 
been affected by the deficient practice? On 9/5/2025 at approximately 8:30 PM Resident #1 requested 
assistance transferring from her wheelchair to her bed due to an acute decline in functional ability. Per 
therapy Resident #1 was an incremental scoot and transfer from surface to surface with the armrest off of the 
wheelchair. If the resident was tired staff were directed to use the total lift. Resident #1 refused the total lift 
several times and was eventually transferred to the bed using a stand and pivot technique. Nurse #1 did not 
contact clinical on call nurse or the provider to report Resident #1's refusal to use the mechanical lift. During 
the transfer, she complained of left knee pain which subsided, according to nurse #1, who spoke with her 
after the incident. Director of Nursing interviewed Resident #1 several days after the incident and she 
mentioned that she fell asleep after the transfer until she woke up later in pain. EMS stated that resident #1 
reported she continued to have pain after the transfer incident. Due to inconsistencies in statements, it was 
hard for the facility to determine the duration or severity of pain for Resident #1. On 9/6/2025 at 
approximately 4:00 AM Resident #1 called 911 and requested to be sent to the emergency department for 
imaging. Imaging revealed a left displaced peri-prosthetic fracture. Resident #1 returned to the facility on 
9/6/2025 with an order for orthopedic follow up. The Medical Director, Administrator, Director of Nursing, 
Regional Director of Clinical Services, Regional [NAME] president of Operations, and resident responsible 
party were notified. On 9/8/2025 Resident #1 was taken to orthopedic appointment and assessed. Resident 
#1 was sent to the hospital on 9/18/2025 for a scheduled surgical repair. Resident #1 returned to the facility 
on 9/24/2025. The root cause analysis was discussed by the Quality Assurance Performance Improvement 
Committee on 9/8/2025 and it was determined that poor transfer technique was a contributing factor as well 
as the resident's refusal of the lift.How will the facility identify other residents having the potential to be 
affected by the same deficient practice? Electronic Medical Records from 8/25/2025 through 9/8/2025, for all 
current residents, were reviewed by the Director of Nursing on 9/8/2025 to ensure there was no 
documentation that may indicate that a resident was injured during a staff transfer. No further incidents were 
identified. In addition, the Director of nursing reviewed the care profile for each resident to ensure there was 
an appropriate transfer status. There were 8 residents with missing transfer status and one that needed 
clarification. Minimum Data Set Nurse and the therapy director reviewed the resident medical records and 
therapy documentation to ensure residents had the most appropriate transfer status. What measures will be 
put into place or systemic changes made to ensure that the deficient practice will not occur?On 9/9/2025 the 
Director of Nursing began educating all Nursing staff on Safe Patient Handling and Body Mechanics Policy to 
promote resident safety by implementing and maintaining safe patient handling process, which include 
recognition and elimination of hazards, and engineering and administrative controls. Nurse staff were 
educated on viewing the care profile before transferring a resident to ensure they are transferring the 
resident according to the plan of care and notifying the on call nursing supervisor if a resident refuses the 
transfer indicated in the plan of care for further instruction. Director of Nursing/Designee reviewed all 
signatures and cross referenced the nursing employee roster to ensure all nursing staff were educated. To 
ensure night shift and weekend employees were included additional nurses were trained to provide the 
education to other members of the nursing team. Staff that were educated via telephone were able to voice 
and verbalize understanding. All newly hired nursing staff will be educated by the Director of Nursing or 
designee on Safe Patient Handling and Body Mechanics Policy to promote enhanced resident safety by 
implementing and maintaining safe patient handling process, which include recognition and elimination of 
hazards, and viewing the care profile before transferring a resident to ensure they are transferring the 
resident according to the plan of care and notifying the on call nursing supervisor if a resident refuses the 
transfer indicated in the plan of care for further instruction. This education will be completed prior to the 
employee working independently. The staff development nurse will keep track of new employee information 
and training to ensure this. How will the facility monitor its corrective actions to ensure the deficient practice 
will not recur? Director of Nursing or designee will observe 5 resident transfers a week over multiple shifts for 
12 weeks to ensure staff are transferring the residents according to their plan of care and using proper 
techniques. If issues are identified during the transfer, the transfer will be stopped, if safe to do so, and 
re-education will be completed with the staff. Audits will begin on 9/13/2025. Audits will be reviewed in the 
Quality Assurance Performance Improvement Committee for 3 months. Quality Assurance Performance 
Improvement Committee team may extend the audits or modify the plan of correction to ensure ongoing 
compliance. All corrective actions were completed on 9/9/2025.ADHOC QAPI was conducted on 9/8/2025 
and the decision was made to implement this plan. Date of alleged compliance: 9/9/2025The facility's 
corrective action plan was validated by the following measures.Another sampled resident was observed 
transferred by staff members on 9/23/25. The staff members were observed to follow the plan of care and 
the resident was observed to be transferred safely. The facility presented documentation of their audits and 
education per their corrective action plan. Nurses and Nurse Aides from different shifts were interviewed on 
9/30/25 and validated they attending training. Nursing staff members, who were interviewed, were able to 
vocalize points that were covered in the training. Nursing staff members reported if a resident refused a safe 
transfer they would stop and not proceed and then would go to a supervisor for further direction. The facility's 
corrective action plan compliance date of 9/9/25 was validated.
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