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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 record review, review of the facility reported incident (FRI), and review of facility policy, the
Residents Affected - Few facility failed to properly utilize assistive devices necessary to prevent accidents for 1 of 1 sampled
resident (Resident #1) injured during a transfer. Failure to utilize the appropriate equipment and staff
assistance resulted in an injury to Resident #1 and placed all residents at risk for injury. This citation
is considered past non-compliance based on review of the corrective actions the facility
implemented.Findings Include:The surveyor determined a deficient practice existed on 11/23/25. The
facility implemented and completed corrective actions by 03/24/26. Review of the facility policy

titted Safe Resident Handling/Transfers With Use of Mechanical lifts occurred on 04/28/26. This
policy, dated 05/23/25, stated, . All residents require safe handling when transferred to prevent or
minimize risk of injury to themselves and the employees that assist them. While manual lifting
techniques may be utilized dependent upon the resident's condition and nobility, the use of
mechanical lifts are a safer alternative and should be used. Two staff members must be utilized when
transferring residents with a mechanical lift. Review of the initial FRI, dated 11/23/25, stated, .
Laceration to right side of head and right hand. Bruising to right eye . It is noted the resident cannot
self-transfer. Resident sent to ER [emergency room] for further evaluation.Review of Resident #1's
medical record occurred on 04/28/26. Diagnoses included Parkinson's disease and Alzheimer's
disease. The care plan stated, . [Resident #1's name] requires substantial assistance by (2) staff to
move between surfaces upon waking in the morning until evening. [Resident #1's name] then uses
the sit to stand lift and assistance from (2) staff to complete transfers after 5 PM.Resident #1's
progress notes, dated 11/23/25 at 11:12 p.m. stated, . | seen that there was a small amount of blood
on the floor. Looking at [Resident #1's name], she has a significant lump to her right forehead with
small laceration noted above right eye also a laceration noted to right hand. Pt [patient] is non-verbal
and non-ambulatory. Unable to do a complete neuro [neurological] assessment R/T [related to] pt's
condition. EMS [emergency medical services] called.Review of the facility incident investigation
report, dated, 11/29/25, stated, . Conclusions Injuries likely occurred during or shortly after an
improper transfer. CNA [certified nurse aide] failed to follow care plan requiring sit-to-stand with two
staff.The facility failed to ensure staff preformed a safe resident transfer for Resident #1 which
resulted in a transfer to ER and treatment of a head contusion and lacerations. Based on the following
information, non-compliance at F689 is considered past non-compliance. The facility implemented the
following corrective actions to ensure all residents affected by the deficient practice were transferred
in an appropriate manner. * 11/24/25, Reported the incident to the State Survey Agency. * 11/24/25,
Suspended and later terminated the staff member involved in the improper transfer. * 11/29/25,
Completed an investigation into Resident #1's injuries. * November 24-28, 2025, Charge nurses
completed verbal review of residents care plans to nursing staff during morning report. * March 23-24,
2026, Education completed for all staff on fall prevention and skills competency regarding use of
sit-to-stand and full mechanical lifts.
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