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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observations, record review, and resident, staff and Medical Director interviews, the facility failed to provide 
safe transfers using a mechanical lift. Resident #79 was dependent on staff and required the use of a 
mechanical lift for transfers. On 8/30/25 Nursing Assistant (NA) #1 transferred the resident twice. Resident 
#79 complained of left leg pain with notable swelling to her left leg and knee. X-rays obtained in the facility 
indicated Resident #79 had a fracture of the left distal femur (lower thigh bone near the knee joint) and she 
was transferred to the emergency department (ED) for further evaluation. An x-ray and computed 
tomography (CT) scan obtained in the ED revealed Resident #79 had an acute comminuted (broken in 
multiple pieces) mildly displaced (misaligned) and impacted (the broken ends of the bone jam together) 
fracture of the left distal femur. Resident #79 was admitted to the hospital and surgery was performed on 
9/02/25 to repair the fracture. The deficient practice occurred for 1 of 3 residents reviewed for accidents 
(Resident #79).The findings included: Resident #79 was admitted to the facility on [DATE] with diagnoses 
including multiple sclerosis, quadriplegia, vitamin D deficiency and essential hypertension. The quarterly 
Minimum Data Set (MDS) assessment dated [DATE] revealed Resident #79 was cognitively intact, always 
incontinent of bowel and bladder, dependent on staff for activities of daily living (ADL) including toileting 
hygiene, bathing, and transfers. Resident #79 was coded for having upper and lower extremity impairment 
on both sides and used a motorized wheelchair with set up assistance. The MDS further revealed Resident 
#79's speech was unclear but usually understood. The care plan dated 8/16/25 indicated Resident #79 had 
limited physical mobility due to a diagnosis of multiple sclerosis, utilized a powered wheelchair for mobility 
and required 2-person assistance and the use of a mechanical lift for all transfers. An interview conducted 
with NA #1 on 9/24/25 at 9:16 AM revealed she was working on the 400-hall and assigned to Resident #79 
during first shift (7:00 AM to 3:00 PM) on 8/30/25. She stated Resident #79 was dependent on staff for all 
care, was non-ambulatory and was transferred with the mechanical lift. She stated Resident #79 made no 
attempts to get up on her own and she was not aware of any recent falls or incidents. NA #1 revealed on 
8/30/25 at approximately 7:00 AM Resident #79 was in bed and she assisted her with morning care. She 
indicated at approximately 7:30 AM NA #2 assisted her with transferring Resident #79 from the bed to her 
motorized wheelchair using the mechanical lift and Resident #79 drove herself to the dining room for 
breakfast. She indicated at approximately 11:00 AM she and NA #2 used the mechanical lift to transfer 
Resident #79 to the bed to provide incontinent care and then back into the wheelchair. NA #1 revealed at 
approximately 11:30 AM Resident #79 went to lunch in the dining room with her Responsible Party and was 
with her RP until she went to Bingo around 1:30 PM. She stated Resident #79 remained in Bingo until after 
her shift ended at 3:00 PM and she did not provide any care for Resident #79 after 11:30 AM. NA #1 
revealed she was not aware of any staff training or safety interventions that were put in place regarding 
Resident #79 using the motorized wheelchair. An interview with NA #2 on 9/24/25 at 11:20 AM revealed she 
was working on the 400-hall during first shift on 8/30/25 but was not assigned to Resident #79. She stated 
Resident #79 was dependent on staff for care and was unable to roll in bed or get up without assistance. NA 
#2 revealed that Resident #79 was transferred using the mechanical lift and required the assistance of two 
people. She stated on 8/30/25 NA #1 did not ask for her assistance with transferring Resident #79 at any 
time during her shift, nor did she assist with any of Resident #79's care. She stated at approximately 1:15 
PM the RP requested for Resident #79 to lay down before Bingo, so she went with Nurse #2 to assist with 
the transfer. NA #2 revealed when they went to Resident #79's room the Activities Director arrived a few 
minutes later to take her to Bingo so they did not transfer her, and she remained in her motorized wheelchair. 
A follow-up interview was conducted with NA #1 on 9/25/25 at 12:03 PM. She stated on 8/30/25 at 
approximately 7:30 AM she transferred Resident #79 from the bed into the wheelchair using the mechanical 
lift without the assistance of another staff member. She revealed at approximately 11:00 AM she transferred 
Resident #79 from the wheelchair to the bed to provide incontinent care and then transferred her from the 
bed back to the wheelchair using the mechanical lift without the assistance of a second person. She stated 
no incidents or injuries to Resident #79 occurred during the transfers nor did she complain of any pain or 
discomfort. NA #1 indicated she should have requested a second person assist her with the transfers 
however she felt comfortable transferring Resident #79 using the lift alone and did not request assistance 
from any other staff members. A phone interview with the Activities Director on 9/24/25 at 10:14 PM revealed 
on 8/30/25 at approximately 1:30 PM she went to Resident #79's room to take her to Bingo. She stated NA 
#2 and Nurse #2 were in Resident #79's room and were going to transfer her into bed however Resident #79 
remained in her motorized wheelchair. The Activity Director stated she walked beside Resident #79 as she 
drove her motorized wheelchair to Bingo and at approximately 3:00 PM she walked beside Resident #79 as 
she drove her motorized wheelchair back to her room. The Activity Coordinator indicated Resident #79 had 
no incidents while at Bingo nor did she have any complaints of pain. An interview conducted with NA #3 on 
9/18/25 at 12:32 PM indicated she was working on the 400-hall and assigned to Resident #79 during second 
shift (3:00 PM to 11:00 PM) on 8/30/25. She stated at approximately 3:00 PM Resident #79 complained of 
leg pain but she did not recall which leg she reported having pain. NA #3 revealed she notified Nurse #3, and 
she assessed Resident #79 and administered pain medication. She stated Resident #79's private caregiver 
arrived around 4:30 PM and assisted her with eating dinner. NA #3 indicated at approximately 7:00 PM she 
and Nurse #3 transferred Resident #79 into bed, assisted her with incontinence care and an x-ray was 
obtained. She revealed the x-ray technician instructed them not to transfer Resident #79 out of bed until the 
x-ray results came back. NA #3 indicated her shift ended at 11:00 PM prior to the x-ray results returning. A 
phone interview was conducted with the Private Caregiver on 9/23/24 at 4:17 PM. She indicated she was a 
licensed occupational therapy assistant and had been working with Resident #79 for approximately 4 years. 
She revealed 5 to 6 days a week she arrived around 4:30 PM, assisted Resident #79 with range of motion 
(ROM) exercises and if able would assist Resident #79 to a standing position for 2 to 3 minutes to bear 
weight on her legs. The Private Caregiver stated she also assisted Resident #79 with eating dinner and 
getting ready for bed but did not assist with incontinent care or transfers. She indicated 8/30/25 she was 
starting ROM exercises at approximately 5:00 PM when Resident #79 started yelling out in pain and reported 
her left leg was painful with movement. She stated Resident #79's left leg was notably swollen but there was 
no bruising or redness. She revealed Resident #79 was cognitively intact but was forgetful and her ability to 
communicate and recall events varied from day to day. The Private Caregiver stated she asked Resident 
#79 if there was an incident that caused injury to her leg, but she was unable to say what or if anything had 
occurred. The Private Caregiver indicated she immediately notified Nurse #3. She revealed after assessing 
Resident #79, Nurse #3 notified the on-call provider and received an order to obtain an x-ray in the facility 
and to apply ice to Resident #79's left leg. The Private Caregiver stated she left the facility prior to the x-ray 
being obtained and was notified by the family that Resident #79 had a left femur fracture and was admitted to 
the hospital for surgery. She indicated she worked with Resident #79 on the evening of 8/29/25 and during 
ROM exercises she reported no pain or discomfort. A nurse's note dated 8/30/25 at 5:41 PM written by 
Nurse #3 revealed at approximately 3:00 PM Resident #79 reported leg pain and as needed pain medication 
was administered. At approximately 5:10 PM the private caregiver reported Resident #79 was complaining of 
left leg pain and upon assessment her left leg was noted to be swollen and painful to touch. The on-call 
provider was notified and gave an order for an x-ray to be obtained in the facility and to apply ice, on for 10 
minutes and off for 10 minutes for 72 hours. The RP was notified of change in condition and order to obtain 
an x-ray. During a phone interview with Nurse #3 on 9/29/25 at 12:39 PM she indicated she was assigned to 
Resident #79 on 2nd shift 8/30/25. She stated at approximately 3:00 PM NA #3 informed her that Resident 
#79 was complaining of leg pain. She indicated she assessed Resident #79 and she reported having pain in 
her leg and was pointing to her right leg. Nurse #3 revealed she assessed Resident #79's right leg but there 
was no visible injury, and she administered acetaminophen. She stated at approximately 5:00 PM Resident 
#79's private caregiver reported to her that Resident #79 was complaining of left leg pain and that it was 
swollen. Nurse #3 revealed she assessed Resident #79 and noted her left was visibly swollen and painful to 
touch. She indicated the on-call provider was notified and gave an order to obtain an x-ray in the facility and 
apply ice to the left leg. Nurse #3 revealed Resident #79 denied any incidents had occurred causing injury to 
her leg. Nurse #3 indicated at approximately 7:00 PM NA #3 assisted her with transferring Resident #79 into 
bed so the x-ray could be obtained, and they were instructed by the x-ray technician not to transfer Resident 
#79 again until the x-ray results returned. Nurse #3 revealed Resident #79 had continued complaints of pain 
after the x-ray and additional orders were obtained by the on-call provider for a pain-relieving topical cream 
and ibuprofen. She stated the x-ray results returned indicating a left femur fracture and Resident #79 was 
transferred to the ED for further evaluation. A review of Resident #79's physician orders and medication 
administration record (MAR) revealed the following: 11/30/23 acetaminophen 500 milligrams (mg) give 2 
tablets by mouth every 24 hours as needed for pain. The MAR indicated it was administered on 8/30/25 at 
4:00 PM and pain level was 4 (1-10). 8/30/25 obtain x-ray of the left femur and knee. 8/30/25 ibuprofen 600 
mg tablets give 1 tablet by mouth every 6 hours as needed for left leg pain for 3 Days. The MAR indicated it 
was administered on 8/30/25 at 9:45 PM and pain level was 4. 8/30/25 menthol topical analgesic gel 4% 
apply topically to the thigh down to knee every 6 hours as needed for left leg pain. The MAR revealed it was 
applied on 8/30/25 at 9:46 PM. 8/30/25 acetaminophen 500 milligrams (mg) give 2 tablets by mouth every 8 
hours as needed for left leg pain. The MAR revealed it was administered on 8/30/25 at 9:51 PM and pain 
level was 4. The radiology x-ray results report dated 8/31/25 at 12:05 AM revealed Resident #79 had a 
non-displaced fracture of the left distal femur (lower thigh bone near the knee joint). The report further noted 
diffuse osteopenia (weakening of the bone) and swelling in the left leg. A nurse's note dated 8/31/25 at 5:49 
AM revealed Resident #79's x-ray results indicated a left femur fracture. The on-call provider was notified 
and ordered for Resident #79 to be transferred to the ED for further evaluation. The RP (Responsible Party) 
was notified and at 1:15 AM Resident #79 was transferred by emergency medical services to the ED for 
further evaluation. The initial allegation report submitted by the facility on 8/31/25 at 8:43 AM revealed 
Resident #79 had an injury of unknown source reported left leg pain and mild swelling was noted. An x-ray 
was obtained in the facility and then Resident #79 was transferred to the hospital for further evaluation. 
Resident #79 was cognitively intact and denied a fall, trauma or other wrongdoing occurred. The 5-day 
investigation report dated 9/05/25 completed by the Director of Nursing revealed Resident #79 and nursing 
staff were interviewed and denied any trauma or falls occurring that would have caused injury it was 
determined the left femur fracture was likely due to her medical diagnoses including vitamin D deficiency and 
osteopenia noted in the x-ray results, both of which increased her risk of fractures. The ED report and 
hospital records from 8/31/25 through 9/07/25 revealed Resident #79 was evaluated in the ED on 8/31/25 
due to an x-ray obtained in the facility indicating a left femur fracture with no reported falls, trauma or cause 
of injury. Resident #79 was assessed with no signs of head trauma, or abdominal bruising but did have a 
deformity of the left lower leg. X-ray and computed tomography (CT) scans obtained in the ED revealed 
Resident #79 had an acute comminuted, mildly displaced and impacted left distal femur fracture with 
moderate fluid in the knee joint and marked osteopenia (reduced bone density) but no suspicious bone 
lesions noted. The orthopedic consultation note indicated Resident #79 had a left lower extremity injury 
sustained from a ground level fall and was noted to be non-ambulatory at baseline. The RP reported 
Resident #79 was able to stand at times for a few minutes with assistance. Operative versus non-operative 
treatments were discussed, the RP desired to proceed with surgical repair to prevent non-weight bearing 
status long term and to manage pain, and Resident #79 was admitted to the hospital. Resident #79 was 
discharged back to the facility on 9/7/25 with orders for occupational therapy and a follow-up appointment 
scheduled with the orthopedic surgeon on 10/16/25. An interview was conducted with Resident #79 on 
9/22/25 at 2:05 PM. Resident #79 stated she fractured her left leg when she fell going to the bathroom but 
was unable to recall any other details related to the incident. Resident #79 indicated she was transferred with 
the mechanical lift and at times only one NA assisted but was unable to recall a specific date this occurred or 
the name of the NA involved. A phone interview conducted with the Medical Director on 9/25/25 at 8:41 PM 
revealed that a comminuted, displaced and impacted fracture, as described in Resident #79's ED x-ray and 
CT scan results, would not have been caused by her engaging in ROM exercises or standing with assistance 
to bear weight for a few minutes. The Medical Director indicated that the type of fracture Resident #79 
sustained was likely caused by a fall or trauma and not pathological in nature. The Medical Director stated 
that Resident #79's cognition was better some days than others, but she was cognitively intact with no 
diagnosed cognitive impairment however her memory and ability to recall events varied from day to day. 
During a phone interview with the DON on 9/29/25 at 7:38 AM indicated she was notified at approximately 
7:00 AM on 8/31/25 that Resident #79 was transferred to the hospital due to an x-ray obtained in the facility 
indicating a left femur fracture. She stated statements were obtained from staff that worked on 8/30/25 and 
there were no reports of any incidents or accidents occurring that may have caused the fracture. She stated 
an initial allegation report was submitted due to Resident #79 having an injury of unknown source. The DON 
revealed after reviewing the x-ray obtained in the facility which noted diffuse osteopenia and interviews with 
staff not indicating an incident occurred to cause injury, she determined the source of the injury was due to 
Resident #79's diagnoses which increased her risk of fractures. The DON indicated that there were concerns 
related to Resident #79 safely operating the motorized wheelchair and incidents of her running into things 
and getting stuck in her bathroom. She revealed the family was resistant to her transitioning to a manual 
chair and there were on-going discussions as to what interventions would be implemented prior to her 
discharge to the hospital on 8/31/25. She stated on 9/07/25 after Resident #79 returned to the facility the 
family was requesting more information as to how the fracture occurred. She indicated NA #1 reported NA #2 
assisted with transferring Resident #79 the morning of 8/30/25 however NA #2 really would not say that she 
did or did not assist with the transfer. The DON revealed she did not investigate the inconsistent statements 
from NA #1 and NA #2 but that it was suspected that NA #1 transferred Resident #79 using the mechanical 
lift alone. She stated even if NA #1 transferred Resident #79 alone, she denied an incident occurred resulting 
in injury and the cause of Resident #79's fracture remained inconclusive. The DON stated that staff should 
have a second person assisting when using the mechanical lift to transfer a resident for safety. An interview 
conducted with the Administrator on 9/25/25 at 11:23 AM revealed she was notified on 8/31/25 at 
approximately 7:00 AM that Resident #79 was transferred to the hospital due to a femur fracture. She stated 
the cause of the injury was unknown and the DON initiated an investigation to determine if an incident or 
accident had occurred. The Administrator indicated the inconsistent statements given by NA #1 and NA #2 
should have been investigated further and that transferring a resident using the mechanical lift without a 
second person was not safe. The Administrator indicated Resident #79 also had several incidents involving 
the motorized wheelchair and there was question if she had run into something while driving her chair that 
caused the injury. The Administrator revealed the cause of Resident #79's leg fracture was still unknown.
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