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F 0610

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Respond appropriately to all alleged violations.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 35569

Based on interview and document review the facility failed to thoroughly investigate an allegation of neglect 
of care for 1 of 3 residents (R1) reviewed for safety during staff assisted transfers with a mechanical stand 
device.

Findings include:

R1's Admission Record identified an admitted [DATE]. Diagnosis included multiple fractures of pelvis, 
osteoarthritis in left hip and disorder of bone density.

R1's significant change Minimum Data Set (MDS) dated [DATE] identified intact cognition. The MDS 
indicated R1 had lower extremity impairment on both sides and was dependent on staff for transfers.

Facility incident report dated 10/5/24, indicated staff nurse responded to a call and found R1 on the bathroom 
floor with legs stretched forward and her back leaning against staff member's leg. When asked the nursing 
assistant (NA) stated she had been transferring R1 to the toilet when R1 slipped out of the harness strap and 
sat on the floor. NA- also stated R1 hit her head during the fall. R1 verbalized having pain in her head. R1 
was unable to describe the details of the incident. 

R1's hospital history and physical notes dated 10/07/24, indicated she presented to the emergency 
department on 10/7/24 after a fall the previous day at the facility. The notes indicated R1 had landed on her 
left hip and hit her head on the toilet, was having difficult bearing weight and was more confused than usual. 
CT of left hip confirmed a non-displaced fracture of the acetabulum (the socket part of the hip joint). 

R1's care plan updated 10/18/24, identified acute and chronic pain arthritis and fall with pelvic fracture. The 
care plan indicated she required assist of one staff for transfer via mechanical stand device prior to fall with 
fracture.

During interview on 11/18/24 at 11:54 a.m., R1 stated she remerged falling and said, I just went whoosh. R1 
stated she fell in her room and staff helped her get up. R1 stated had not fallen out of a machine and said, 
could be I hit my head, I don't know.

(continued on next page)
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During interview on 11/18/24 at 1:07 p.m., NA-A stated she had put R1 in the mechanical stand and strapped 
the harness tight. NA-A stated when they got inside the bathroom R1 said she could not hold on anymore 
and let go of the machine and slipped through the harness. NA-A further stated she had used the medium 
sized sling and had used the leg straps. NA-A said after the incident occurred, staff received training on 
reporting a fall from a mechanical device. 

During interview on 10/18/24 at 1:56 p.m., the director of nursing (DON) stated she was not in the facility 
when R1 fell from the mechanical stand and said she had received a phone call several hours after the 
incident. The DON stated she had not looked at the harness following the incident to determine if the size 
was correct or if the harness was in good condition and said she hoped licensed practical nurse (LPN)-A had 
looked at them. The DON said the lift had not been inspected after the fall. The DON stated she only knew 
what was told to her and said she had been told R1 was just about to the toilet, and she raised her arms and 
slipped out of the sling. 

During interview on 101/024 at 2:00 p.m., physical therapist (PT)-A was asked what could cause a fall from a 
mechanical stand device. PT-A stated, I suppose they could fall if a resident's knees were not secure against 
the barrier, referring to the plate and the base of the machine that the knees of the resident rest against, or if 
the harness was not securely attached to the torso. PT-A stated if everything were hooked properly it would 
be almost impossible to fall out the mechanical stand.

During interview on 10/18/24 at 2:15 p.m., LPN-A stated when he entered the room after R1 fell , she was 
seated on the floor and was propped up against NA-A's leg. LPN-A stated he asked R1 if she hit her head 
and she stated she had. LPN-A stated the lift was in the bathroom by the door. LPN-A said he had not 
inspected the lift or the harness. 

Facility policy Reporting of Mistreatment of Vulnerable Adults dated 8/20/24, indicated the social services 
designee will initiate the internal investigation checklist and conduct an internal investigation which will 
include staff and resident interviews. 
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