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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 - Actual harm
**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few record review and interview, the facility failed to ensure residents were free from injuries resulting in a
fracture for 1 (#3) of 4 sampled residents reviewed for accidents.The DON identified 36 residents resided in
the facility.Findings:An undated diagnoses report for Resident #3's showed Resident #3 was admitted on
[DATE] with a diagnosis of morbid obesity (severe) due to excessive calories.A comprehensive assessment
for Resident #3, dated 04/12/25, showed the resident was dependent upon staff for all transfers.A care plan
for Resident #3's, revised on 10/04/25, showed Resident #3 required a mechanical lift with two staff
assistance for transfers.A Combined Initial and Final incident report, dated 06/04/25, read in part, 06/04/25
1330 [1:30 p.m.], staff was transferring [Resident #3] post shower, using hoyer lift. Lift sling broke with
resident in the air causing [them] to fall to floor. [They] maintained A/O status, states [they] did not hit [their]
head, but did c/o 10/10 pain to right leg. Right leg was rotated inward, warm to touch. Interview with staff.
There were 2 staff members assisting with Resident #3's care and present when sling broke. Inspection of
sling showed loop that hooks onto mechanical [lift] tore. Disposed of this sling.A Follow up Information
incident report, received on 06/09/25, read in part, Charge nurse spoke to [name withheld]. Resident #3 had
surgery on 06/05/25 for Femur fracture.Review of investigation records showed no documentation for
monitoring of slings for good repair.On 12/17/25 at 3:07 p.m., CMA #1 stated when they were transferring
Resident #3, the bottom loops left side ripped apart and they slid out, they went to the floor and on the legs
of the lift. On 12/17/25 at 3:11 p.m., CMA #2 stated two staff when using the lift always and they triple check
the slings which we did. On 12/17/25 at 3:52 p.m., the administrator stated there was no documentation
slings being monitored for frays or holes.
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