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INITIAL COMMENTS  
 
A complaint investigation survey was conducted  
from 04/07/2026 through 04/08/2026. Event ID  
#22DC93-H1. The following intakes were  
investigated: 2716572 and 2803406.  
 
1 of the 4 complaint allegations resulted in  
deficiency.  
 

F0000  
 

04/20/2026

F0689 
SS = G

Free of Accident Hazards/Supervision/Devices  
 
CFR(s): 483.25(d)(1)(2)  
 
§483.25(d) Accidents.  
 
The facility must ensure that -  
 
§483.25(d)(1) The resident environment remains as  
free of accident hazards as is possible; and  
 
 
§483.25(d)(2)Each resident receives adequate  
supervision and assistance devices to prevent  
accidents.  
 
This REQUIREMENT is NOT MET as evidenced by:  
 
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 1/8/2024

F0689 1.  
 
On 01/07/2026, Resident #2 experienced an injury  
related to a transfer that was not completed in  
accordance with the resident’s comprehensive care 
plan. Immediately following the incident, the resident 
was assessed by licensed nursing staff and  
transferred to the hospital for evaluation and  
treatment.  
 
Upon return to the facility, licensed nursing staff  
provided ongoing assessment and supervision,  
which included skin integrity and wound  
assessments, pain assessments, and monitoring for 
signs and symptoms of complications or infection,  
consistent with physician orders and current  
standards of nursing practice.  
 
The Wound Care Nurse provided ongoing wound  
evaluation and treatment per physician orders. The  
wound was monitored for effectiveness of  
interventions and was fully healed by 02/02/2026, as 
documented in the clinical record.  
 
The involved staff member, NA #1 (agency NA), was 
immediately removed from resident care  
responsibilities and sent home on 01/07/2026. On  
01/08/2026, the Director of Nursing provided  
reeducation to the agency NA regarding the  
requirement to:  
 
 
Review the resident’s Care Guide/Profile and Care  
Plan prior to providing care  
 
 
Verify transfer status and required assistive devices 

04/28/2026

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other 
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program participation.
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Continued from page 1 
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 10/12/25 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

F0689 Continued from page 1 
 
2.  
 
To ensure the resident environment and care  
processes were aligned with F689 expectations, the 
facility completed a 100% review of all residents to  
verify current transfer status, level of assistance, and 
required assistive devices. The review was  
conducted by the Therapy Director in collaboration  
with nursing management. Completed on  
01/08/2026. Rereviewed on 04/09/2026 to ensure  
continued accuracy and consistency following the  
survey  
 
Education for all nursing assistants (NAs) and  
licensed nursing staff was conducted by nurse  
supervisors and nursing management, under the  
direction of the Director of Nursing, on the following 
dates:  
 
 
Initiated 01/08/2026 and completed 01/13/2026  
 
 
Reinitiated 04/08/2026 and completed 04/20/2026  
 
 
Education emphasized:  
 
Verification of profile approaches for  
resident‑specific transfer requirements prior to  
initiating care and Mechanical lift requirements,  
defined as Use of mechanical lifts when indicated by 
the care plan and two staff members present for all 
mechanical lift transfers  
 
 
3.  
 
To prevent recurrence and ensure facility systems  
remain effective, transfer compliance monitoring was 
initiated on 01/08/2026 by nurse supervisors.  
Monitoring includes direct observation of transfers  
to confirm compliance with the resident’s care plan, 
which include verifying transfer status, using  
appropriate equipment and ensuring sufficient staff  
assistance.  
 
Audits are conducted on all three shifts (day,  
evening, and night).  
 
Monitoring schedule: Five (5) transfer observations  
per week for four (4) weeks (01/08/2026 –  
02/04/2026). Then three (3) transfer observations per 
week for twelve (12) weeks, ending 04/30/2026  

04/28/2026
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Continued from page 2 
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 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  
1/8/2026 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.

F0689 Continued from page 2 
Following the survey dated 04/08/2026, the QAPI  
Committee met on 04/09/2026 and determined that  
additional monitoring was necessary to evaluate the 
effectiveness of interventions across all shifts.  
 
 
Monitoring was increased to five (5) transfer  
observations per week for four (4) weeks, ending  
05/07/2026  
 
 
Followed by three (3) transfer observations per week 
for an additional twelve (12) weeks, concluding  
07/30/2026  
 
 
4.  
 
Results of the transfer monitoring audits are  
reported at the monthly Quality Assurance and  
Performance Improvement (QAPI) meetings by the  
Administrator and/or Director of Nursing. Findings  
are analyzed to ensure that interventions are  
effective and that residents receive adequate  
supervision and assistive devices.  
 
The facility will maintain ongoing monitoring of  
transfer practices through nurse supervisor  
observations on all shifts, with continued review by 
the QAPI Committee. Monitoring frequency and  
duration will be adjusted as necessary to ensure  
sustained compliance.  
 
The facility achieved substantial compliance by  
04/28/2026 and will continue to monitor for  
effectiveness to ensure compliance is maintained  
with F689 – Free of Accident Hazards / Supervision 
/ Assistive Devices.

04/28/2026
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Continued from page 3 
 
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.

F0689 04/28/2026
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