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Level of Harm - Actual harm

Residents Affected - Few

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

Based on observation, record review and interview, the facility failed to ensure a 2 person transfer was 
completed per the care plan for 1 (#1) of 3 sampled residents reviewed for accident hazards. 

The DON identified 43 residents resided in the facility and 17 residents required two staff members to 
transfer.

Findings:

On 04/22/25 at 3:08 p.m., Resident #1 was observed in their room, sitting in their recliner, with a mechanical 
lift sheet under them. Resident #1 did not answer questions appropriately or would answer, I don't know.

On 04/23/25 at 12:52 p.m., CNA #4 and CNA #5 were observed to use a mechanical lift and transfer 
Resident #1 from their wheelchair to their recliner.

Resident #1's Care Plan, dated 06/21/22, read in part, assist x 2 for transfers.

Resident #1's Quarterly Assessment, dated 10/23/24, showed Resident #1's BIMS score was a 4, which 
indicated the resident's cognition was severely impaired. The assessment showed Resident #1 did not have 
an impairment in their upper extremities.

An Incident Report, dated 12/07/24, showed while repositioning a resident, the staff member heard a pop 
sound and Resident #1 complained of pain to their right arm. The report showed the physician was notified 
and gave an order to obtain x-rays of the right shoulder. The report showed the results indicated the resident 
had a broken right humerus.

An inservice sheet, dated 12/08/24, showed staff were educated on transferring residents and using a gait 
belt.

Transfer/Gait Belt Competency check off documents, dated 12/08/24 and 12/09/24, showed staff 
demonstrated adequate staff were available to assist the resident per the care plan.
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A Final state report, dated 12/11/24, read in part, During reposition [with a] resident, staff member heard a 
pop sound. Resident c/o [complaints of] pain to right arm. PCP [primary care physician] notified .Resident is 
a X2 [times 2] assist with transfers .N/O [new order] received to obtain 2 view x-ray of right shoulder. X-ray 
obtained and results received and sent to [name withheld]. [Name withheld] stated that resident has a broken 
right humerus and to put a sling on it .After investigating nurse aide [name withheld] admitted to lifting and 
repositioning resident under [their] arms with no assist. [CNA #6] admits that [they are] aware [Resident #1] 
is a two person lift and assist and that [CNA #6] is to use a gate [sic] belt which [they] did not do either, 
employee terminated on 12/10/24 for failure to follow policy and procedures that resulted in injury to the 
resident.

Resident #1's Quarterly Assessment, dated 12/11/24, showed Resident #1's BIMS score was a 3, which 
indicated the resident's cognition was severely impaired. The assessment showed Resident #1 did have an 
impairment in their upper extremities on one side.

Compliance Rounds, dated 12/09/24 through 12/13/24, 12/18/24, 12/29/24, and 01/08/25 were completed. 
The compliance rounds consisted of asking staff how to find what level of care the resident required and 
watching to see if residents were transferred and positioned properly.

A policy titled Stand Assist Lift Guideline, dated 02/2025, read in part, Specific methods of transferring and 
lifting will be designated for each resident. The designated method for the transfer type will be accessible to 
all staff who perform lifting and transferring and is contained in the care plan.

On 04/25/25 at 10:20 a.m., the DON was asked to describe the incident that occurred with Resident #1. The 
DON stated CNA #6 did not follow the policy and that was how Resident #1's arm was broken. The DON 
stated, after the incident, the facility inserviced staff, had staff complete transfer/gait belt competency check 
offs, and compliance rounds had been completed.
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