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Level of Harm - Actual harm

Residents Affected - Few

Note: The nursing home is 
disputing this citation.

Ensure that a nursing home area is free from accident hazards and provides adequate supervision to prevent 
accidents.

46054

Based on interview and record review, it was determined the facility failed to implement care plan 
interventions to prevent a fall for 1 of 1 sampled resident (#3) reviewed for accidents. As a result, Resident 3 
sustained a fracture of the right distal femur (the lower portion of the thigh bone). Findings include:

Resident 3 was admitted to the facility in 2013, with diagnoses including fracture of the right hip joint and 
right femur. 

Resident 3's 7/26/24 Care Plan revealed Resident 3 was a high fall risk related to a prior fall with right hip 
injury. Resident 3 was identified as a 2-person transfer with a Hoyer lift (a mechanical device used to lift and 
transfer residents who have difficulty moving themselves). 

A facility reported incident dated 8/29/24 revealed Staff 21 (CNA) reported Resident 3 had a fall while being 
transferred from her/his wheelchair to bed. Staff 21 reported Resident 3 slid from the edge of the bed which 
resulted in her/him twisting their ankle and falling on their right knee. The report indicated Staff 21 confirmed 
Resident 3 was transferred by one staff member instead of two staff members which resulted in her/him 
falling from the bed to the floor and a result was sent to the hospital for evaluation. 

A 9/6/24 Hospital Summary noted Resident 3 sustained a right distal femur fracture as a result of the fall.

On 5/14/25 at 11:56 AM, Staff 17 (CNA) confirmed staff received training as a result of the fall that occurred 
between Staff 21 and Resident 3. Staff 17 stated Staff 21 attempted to self-transfer Resident 3 without a 
Hoyer lift, which resulted in the resident's fall with fracture. 

On 5/14/25 at 12:15 PM, Staff 21 (CNA) could not be reached for interview. 

A review of the facility's Investigation Summary dated 8/29/24, revealed the facility determined an accident 
had occurred with Resident 3 as a result of Staff 21 not following the resident's transfer care plan which 
resulted in Resident 3 sustaining a right distal fracture. 
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On 5/15/25 at 1:00 PM, Staff 1 (Administrator) and Staff 2 (DNS) verified the incident occurred on 8/29/24 
between Resident 3 and Staff 21, which resulted in Resident 3 sustaining a fracture from the fall. 
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