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Based on the South Dakota Department of Health (SD DOH) facility-reported incident (FRI) review, interview, 
observation, record review, and policy review, the provider failed to ensure certified medical assistant (CMA) 
G and certified nursing assistant (CNA) I followed facility policy to provide individualized care for one of one 
resident (1) and resulted in the resident having to be transferred to the emergency department. Resident 1 
received a large laceration to her right lower leg that required sutures. 1. Review of the provider's 10/4/25 
submitted FRI to the SD DOH regarding resident 1 revealed on 10/3/25 at around 6:46 p.m., certified 
medication aide (CMA) G and certified nursing assistant (CNA) did not follow resident 1's comprehensive 
care plan that indicated the resident was to be assisted with transferring by two staff members with the use 
of the sit-to-stand (a mechanical lift used to assist from a seated to a standing position) which resulted in the 
resident receiving a large laceration to her right lower leg that required the resident to be sent to the 
emergency room (ER) for sutures. On 10/3/25 at 6:46 pm. CMA G and CNA I transferred resident 1 with a 
stand and pivot (when assisted to a standing position, the resident then turns their body to move to another 
surface) transfer from her wheelchair to her bed. Interviews with CMA G and CNA I during the provider's 
investigation revealed the resident was anxious at that time and felt it would have caused the resident to 
have increased anxiety to use the sit- to -stand mechanical lift .During the stand and pivot transfer, the 
resident's right leg was positioned next to CNA I's left leg. After the transfer, blood was found on the 
resident's right pant leg and CNA I's shoe. On 10/3/25 at 6:52 p.m. CNA I informed registered nurse (RN) C 
of the incident with resident 1. RN C and licensed practical nurse (LPN) F assessed the resident, discovered 
a large laceration to the resident's right lower leg, and determined the resident needed additional care that 
they were not able to provide at the facility. A telemedicine service was consulted and determined resident 1 
needed to go to the emergency room (ER) for sutures to close the laceration. On 10/3/25 at 7:55 p.m. 
resident 1 left the facility and was transferred to the ER via ambulance. The resident returned to the facility at 
12:51 a.m. on 10/4/25 with sutures to her right lower leg. Wound dressing and treatment orders were 
received from the ER and orders for the resident to follow up with her primary physician in 10 days for 
removal of the sutures. Resident 1's daughter was updated of events throughout and expressed an 
understanding of the treatment plan. After the incident on 10/3/25 resident 1's care plan was updated to 
indicate the resident was to be assisted with transferring by two staff members and the use of a total body lift 
(a mechanical life and sling used to lift a person's full body) lift until the resident's leg laceration was healed. 
It was determined the facility would reevaluate after the laceration healed, the resident's abilities to transfer 
would be re-evaluated. On 10/6/25 at 6:00 p.m. director of nursing (DON) A interviewed CNA I and educated 
her that she did not follow resident 1's care plan when she decided to independently transfer the resident 
using the stand and pivot maneuver rather than the sit-to-stand mechanical lift. CNA, I agreed with DON A 
that she did not follow the provider's policy for providing care according to the resident's care plan. Formal 
documentation was completed for CNA I related to the incident that occurred on 10/3/25 with resident 1. 
CNA I had no previous documentation of resident care concerns prior to that time.2. Review of resident 1's 
electronic medical record (EMR) revealed resident 1's Brief Mental Status (BIMS) score was 0, which 
indicated her cognition was severely impaired. Her diagnoses include Alzheimer's disease, dementia (a 
group of symptoms affecting memory, thinking, and social abilities),anxiety, iron deficiency anemia (low iron 
in blood), localized edema (tissue swelling), and chronic peripheral vascular disease (narrowed or blocked 
arteries) and hypertension (high blood pressure). On 10/13/25 orders were received from resident 1's 
primary physician to apply an Ace elastic bandage wrap to the right lower extremity. Apply the ace wrap 
distal (away from) the laceration, using 50% overlap and 50% stretch, and make sure the knee is bent and 
the ankle is at 90 degrees to her right lower extremity. Mepilex (foam absorbent dressing) may be applied 
over pressure point as needed. Remove the ace wrap every eight hours to assess pressure points and 
provide skin cares. Notify the provider if pedal pulses are absent or there are pressure concerns prior to 
application and reapplication of wound. 3. Interview and observation on 10/29/25 at 1:25 p.m. with CMA J 
and CNA H while transferring resident 2 from her wheelchair to her recliner in her room using the sit-to-stand 
mechanical lift revealed two staff are required to assist with the use of the sit-to-stand mechanical lift.CNA H 
and CMA J indicated that the use of the sit-to-stand mechanical lift required two staff members to use it 
safely. There were no concerns with the transfer observed.4. Interview on 10/29/25 at 3:06 p.m. with CNA I 
revealed resident 1 was more agitated than usual on the evening of 10/3/25. She stated she had asked CMA 
G to assist with transferring resident 1. She indicated she knew resident 1 had an order to be transferred with 
the sit-to-stand mechanical lift as indicated on her care plan but decided to stand and pivot transfer resident 
1 rather than following the resident's care plan and use the sit-to-stand mechanical lift. She stated she felt 
that if she had transferred her with the sit-to-stand mechanical lift, it would have further increased the 
resident's agitation. She did not discuss that with RN C prior to transferring the resident that day.5. Interview 
on 10/29/25 at 3:22 p.m. by phone with LPN F regarding the 10/3/25 incidentrevealed she was asked by RN 
C to look at the skin tear resident 1 received after she was transferred by CMA G and CNA I. She felt RN C 
wanted reassurance about whether she needed to contact the telemedicine service. LPN F stated the 
telemedicine service gave orders for the resident to be sent to the ER for sutures. 6. Observation and 
interview on 10/29/25 at 4:06 p.m. with CNA/team and resource coordinator L and CMA K revealed that 
resident 1 was now to be transferred by two staff members with the use of a total lift until the laceration on 
her right lower leg was healed. They indicated that was included in the resident's care plan. 7. Interview on 
10/30/25 at 8:30 a.m. with CMA G revealed she assisted with getting resident 1 into bed on the evening of 
10/3/25. She stated she and CNA I decided to pivot transfer resident 1 rather than following the resident's 
care plan and using the sit-to-stand mechanical lift. She stated the resident liked to chicken wing (raise her 
arms at the elbows) when staff transferred her with the sit-to-stand mechanical lift. She indicated once they 
had gotten the resident into bed, CNA I noticed she had blood on her shoe. They told RN C and LPN F about 
the resident's injury, the nurses assessed resident 1 and then consulted a telemedicine service regarding the 
resident. The resident needed to be sent to the ER for sutures as the laceration was very large with a lot of 
tissue exposed. She stated, It looked like her leg just exploded. 8. Interview on 10/30/25 at 8:47 a.m. with RN 
C regarding resident 1 confirmed the resident's laceration to her4 right lower leg was identified after the 
transfer on 10/3/25. CMA G and CNA I used a stand and pivot transfer with the resident rather than following 
the resident's care plan and using the sit-to- stand mechanical lift. RN C denied she was aware of resident 1 
being more agitated on 10/3/25 than she normally was. 9. Observation and interview on 10/30/25 at 9:10 a.
m. with RN D while completing a dressing change for resident 1 revealed that resident 1 had a laceration on 
her right lower leg. Resident 1's dressing to her right lower leg was to be changed daily until healed as 
ordered by her physician. Resident 1 did not exhibit indicators of being in pain during the dressing change. 
10. Interview on 10/30/25 at 9:39 a.m. with RN/Minimum Data Set (MDS) coordinator E revealed she 
typically updated the residents' pocket care plans. The pocket care plans were to be updated daily by herself 
and the nursing staff. The CNAs could access a resident's EMR to find their individualized care plans to 
know what assistance they required. 11. Review of the provider's April 2024 Safe Patient Handling and 
Mobility policy revealed:*If nursing is uncertain on how to safely transfer a resident, the healthcare provider 
should consult nursing leadership and or skilled therapy for guidance. *Nursing can independently decide 
whether to downgrade a transfer method. *Physical therapy and occupational therapy must be utilized in the 
instance that an upgrade is necessary. *Residents utilizing the stand aide lift must be able to provide weight 
bearing assistance through all extremities to utilize the stand aide lift. If a resident is found to be hanging or 
chicken winging in the stand aide, then a Hoyer lift must be utilized for the resident and the healthcare 
provider safety. *Healthcare providers are to follow the resident care plan for proper and safe resident 
transfers.
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