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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 - Minimal harm

or potential for actual harm Based on record review and interview, the facility failed to ensure residents did not fall during
transfers for 1 (#1) of 3 sampled residents reviewed for accident hazards.The director of nursing
Residents Affected - Few identified 82 residents resided in the facility.Findings:A policy titled Safe Resident

Handling/Transfers, revised 12/29/25, read in part, It is the policy of this facility to ensure that
residents are transferred safely to prevent or minimize risks for injury and provide and promote a
safe, secure and comfortable experience for the resident while keeping the employees safe in
accordance with current standards and guidelines.A CNA [certified nursing assistant] Care Plan
(OLD) for Resident #1, dated 10/02/25, showed the resident would wrap their arms around a staff
member's neck and the staff member would wrap their arms around Resident #1's torso during
transfers. The care plan showed a second staff member was to be present during transfers for
safety.An annual assessment for Resident #1, dated 10/03/25, showed the resident was dependent
on staff for transfer. The assessment showed the resident had diagnoses including osteogenesis
imperfecta (brittle bone disease) and cerebral palsy.An incident report form for Resident #1, dated
12/05/25, showed the resident fell during a staff assisted transfer from the bed to a chair. The form
showed the resident was assessed and no injuries were noted.On 07/15/26 at 10:10 a.m., the chief
nursing officer stated only one staff member was in the room when Resident #1 was transferred on
12/05/26. They stated the facility policy was to always utilize two staff members for transfers.On
07/15/26 at 1:30 p.m., licensed practical nurse #2 stated two staff members should be used to
transfer dependent residents.On 07/15/26 at 1:40 p.m., the director of nursing stated two staff
members should be used to transfer dependent residents.
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these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued program participation.
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