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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** Based on
observations, record reviews, and interviews with staff, the facility failed to provide a safe transfer
for Resident #2 when Nurse Aide (NA) #1 transferred Resident #2 from her wheelchair to the bed
without using a mechanical lift causing Resident #2 to sustain a laceration to her lower left leg. The
resident was prescribed a blood thinner twice a day which increases the risk of bruising and bleeding.
Resident #2 was transferred to the hospital for evaluation and treatment where it was noted the
laceration was 25 centimeters (9.8 inches) in length and had a depth of 20 millimeters (0.7 inches)
with extensive bleeding. The laceration was closed with 11 sutures and a dressing was applied. The
deficient practice occurred for 1 of 2 residents reviewed for supervision to prevent accidents
(Resident #2).Findings included:Resident #2 was admitted to the facility on [DATE] with diagnoses
including Alzheimer's dementia and atrial fibrillation.The physician order dated 2/23/2025 revealed
Resident # 2 was prescribed Eliquis 2.5 milligrams (mg) twice daily for atrial fibrillation.Review of the
Medication Administration Record (MAR) for December 2025 and January 2026 revealed Resident #2
received Eliquis 2.5mg twice daily through the morning dose on 1/8/2026. Further review of the
January 2026 MAR revealed Eliquis was held from the evening dose on 1/8/2026 through
1/11/2026.A physician order dated 10/11/2025 specified Resident #2 required mechanical lift for
transfers. Review of the active care plan implemented on 3/18/2025 revealed that Resident #2
required a mechanical lift for transfers. The interventions included for Resident #2 to be transferred
by mechanical lift using a small size sling. A quarterly Minimum Data Set (MDS) assessment dated
[DATE] revealed Resident #2 was severely cognitively impaired and dependent on all movements
including being dependent on staff for transfers. The MDS revealed Resident #2 did not have any
functional limitation in range of motion.The facility's initial allegation report dated 1/8/2026 revealed
Resident #2 received a skin laceration to her left leg while being transferred from the wheelchair to
the bed by NA #1.A physician order dated 1/12/2026 revealed Resident #2's Eliquis 2.5mg twice daily
for atrial fibrillation was resumed.The facility's investigation report dated 1/14/2026 revealed while
NA #1 was transferring Resident #2 from the wheelchair to the bed Resident #2's left leg went behind
a protruding part of the wheelchair where the footrest was attached. The facility investigation report
stated it was a blunt protrusion on the wheelchair which caused a laceration. Resident #2 was
transferred to the hospital and received sutures. Resident #2's wheelchair was padded on the
protruding part. The facility later replaced Resident's wheelchair with a medical recliner. The facility
unsubstantiated the neglect allegation.NA #1 was contacted via phone. A voicemail was left on
4/7/2026 at 1:26PM and 4/8/2026 at 8:57AM as well as a text message on 4/7/2026 1:45PM. NA #1
was not interviewed during the investigation due to no response.Review of NA #1's undated witness
statement revealed she confirmed she was assigned to Resident #2 on 1/7/2026 and had previously
cared for the resident and was familiar with her needs. NA #1 reported as she was preparing to
transfer Resident #2 into bed there was no sling under her, so she assumed Resident #2 was a stand
pivot transfer. NA #1 indicated she was able to transfer Resident #2 to bed without difficulty and the
resident participated. There were no signs or symptoms of pain during or after the transfer. NA #1
(continued on next page)
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stated while she was placing Resident #2's legs in the bed she saw blood dripping from her, and she
immediately stopped and got the nurse because she did not know where the blood was coming from. It
was further documented NA #1 stated she was aware of the care guide and received orientation when
she started working at the facility through the agency.Nurse #1 was interviewed via telephone on
4/7/2026 3:04PM. She stated that she was familiar with Resident #2 and knew Resident #2 was a
mechanical lift transfer as Resident #2 had been the entire time of Nurse #1's employment, which had
been about 2 years. Nurse #1 confirmed she was working 1/7/2026 at the time of the incident and
was assigned to Resident #2. Nurse #1 stated NA #1 transferred Resident #2 without the mechanical
lift when the laceration occurred. Nurse #1 stated that NA #1 ran from the room and retrieved her for
help. Nurse #1 said when she entered the room, she saw a lot of blood coming from Resident #2's left
lower leg and noticed the skin was split. She said she had to apply a lot of pressure on the wound to
get the bleeding under control. Nurse #1 stated she could tell Resident #2 was in pain because
Resident #2 was grimacing. Nurse #1 discussed not being familiar with NA #1, as NA #1 was an
agency employee. Nurse #1 thought the laceration was an accident and NA #1 did not mean to hurt
Resident #2.Review of the hospital Discharge summary dated [DATE] at 9:22AM for encounter dated
1/7/2026 revealed Resident #2 presented with a quite extensive left lower leg laceration. Document
revealed uncontrolled bleeding upon arrival to emergency department. Laceration wrapped from
posterior ankle up to below the left knee. The laceration had a length of 25 centimeters and depth of
20 millimeters. Wound was closed with 11 sutures and dressing was applied.Interview with Nurse #3,
the wound care nurse, on 4/7/2026 at 1:52PM revealed she performed wound care with the wound
physician for Resident #2 beginning on 1/9/2026.Record review showed Resident #2's wound was
resolved on 1/29/2026 per the wound care physician's documentation. Interview with the
Administrator on 4/8/2026 at 11:15AM revealed the facility believed the incident with Resident #2
was an accident and was unsure why NA #1 did not use the mechanical lift. She discussed education
was completed with NA #1 related to following resident care plans and transfers.The facility provided
a corrective action plan for past noncompliance which was reviewed and not acceptable.
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