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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
records reviewed and interviews, for one of three sampled residents, (Resident #1), the facility failed to 
ensure his/her environment was free of accident hazards as possible, when on 06/28/25, while activity staff 
were assisting residents onto the elevator after an activity, they did not lock the elevator, which would have 
kept the door in the open position, as Resident #1 entered the elevator the door began to close and hit 
him/her causing him/her to fall into the elevator. Resident #1 complained of severe left leg pain and was 
transported to the Hospital Emergency Department (ED) for evaluation. Resident #1 was diagnosed with a 
left intertrochanteric fracture (break in the upper part of the thigh bone (femur), was admitted and underwent 
surgical intervention to repair the fracture.Findings include:Review of the Facility Policy titled, Fall Prevention 
Program, dated October 2024, indicated the following:-each resident will be assessed for risk factors and 
predisposition for falling using the Facility Fall Risk Assessment Form;-residents who experience a fall will 
have a Fall Risk Assessment completed by the Nurse Manager/Supervisor or designee on duty at the time of 
the fall which includes a detailed nurse's note, an incident report and incident investigation follow-up;-the 
Nurse Manager/designee will review the fall prevention/incident interventions/staff educations with all 
staff;-physician and family members will be notified by the nurse on duty at the time a resident falls.Review of 
the Facility Policy tilted, Accidents and Incidents Investigation, undated, indicated the following:-begin an 
investigation: what happened to the resident, who was involved with the resident, how did this happen and 
how can we prevent this from happening again;-interview the resident, the caregivers, the recreation 
staff;-observe the environment where the resident was found;-assist the resident and staff with completion of 
statements;-review all statements and ensure all questions have been addressed;-director of nurses (DNS) 
reviews accidents and incidents;-DNS reviews if staff performed duties according to standard of 
practice;-DNS ensures there is a plan so that the problem will not continue to occur.Review of the Facility 
Policy titled, Formal Investigation Guidelines, dated March 2025, indicated the following:-incidents have 
many causes including unsafe conditions, unsafe acts such as not following procedures;Resident #1 was 
admitted to the Facility in October 2015, diagnoses included bipolar disorder, hypertension, major depressive 
disorder, anxiety, chronic kidney disease, hypothyroidism and cataracts.Review of Resident #1's Quarterly 
Minimum Data Set (MDS) Assessment, dated 04/15/25, indicated that he/she was alert, oriented and 
independent with ambulation.Review of the Report submitted by the Facility via the Health Care Facility 
Reporting System (HCFRS), dated 06/28/25, indicated that at 11:00 A.M, Resident #1 was ambulating into 
the first-floor elevator after activities, lost his/her balance and fell onto his/her left side in the doorway of the 
elevator. The Report indicated that the fall was witnessed by an activities staff member. The Report indicated 
that Resident #1 complained of left hip and leg pain, the Nurse Practitioner and Health Care Agent were 
notified, and he/she was transferred to the Hospital Emergency Department (ED) for evaluation. The Report 
indicated that Resident #1 was admitted to the hospital, was diagnosed with a left intertrochanteric fracture 
and had an Open Reduction Internal Fixation (ORIF, surgical procedure to repair broken bones with 
hardware) of his/her left hip.Review of Resident #1's Hospital Discharge summary, dated [DATE], indicated 
that Resident #1 presented to the ED after a fall at the nursing home. The Summary indicated that Resident 
#1 had a left intertrochanteric femur fracture resulting from the fall and underwent an ORIF surgical 
procedure. The Summary indicated that Resident #1 also had mild anemia secondary to the hip fracture and 
subsequent surgery.During a telephone interview on 08/19/24 at 11:25 A.M., Family Member #1 said that 
Resident #1 told him/her on 6/28/25 that while he/she was walking into the elevator, the elevator door closed 
and hit him/her, causing him/her to fall into the elevator. Family Member #1 said that no one from Facility 
Administration told him/her that the elevator door closing and hitting Resident #1 was the reason why 
Resident #1 fell. Review of Activity Assistant #1's Written Witness Statement, dated 06/28/25, indicated that 
at approximately 11:10 A.M., Resident #1 was walking into the elevator when he/she lost his/her balance and 
fell to the floor.During an interview on 08/19/25 at 12:00 P.M., Activity Assistant #1 said that on 6/28/25, as 
Resident #1 walked into the elevator, the elevator door started to close, hit Resident #1 on his/her right arm, 
he/she lost his/her balance and fell to the floor of the elevator onto his/her left side. Activity Assistant #1 said 
she was behind Resident #1 transporting another Resident into the elevator when Resident #1 walked into 
the elevator. Activity Assistant #1 said that she should have locked the elevator (door stays in the open 
position) while she was transporting residents into the elevator so the elevator door would not close. Activity 
Assistant #1 said, on the day of the incident, she did not lock the elevator so that the elevator door would not 
close. Review of the Nursing Supervisor's Written Witness Statement, dated 6/28/25, indicated that at 
approximately 11:10 A.M., she was called to the elevator on the first floor to assess a resident who had fallen 
in the elevator. The Statement indicated that upon assessment, Resident #1 was sitting upright in the 
doorway of the elevator leaning up against the left side of the elevator with his/her whole body aligned to the 
left side. The Statement indicated that Resident #1 complained of severe pain and grabbed onto his/her left 
lower extremity and upon assessment, his/her left lower extremity was slightly internally rotated. The 
Statement indicated that his/her Health Care Agent (HCA), the Nurse Practitioner (NP) and Emergency 
Medical Services (EMS) were notified, and Resident #1 was transferred to the ED for evaluation of his/her 
injuries.During an interview on 8/19/25 at 2:15 P.M., the Nursing Supervisor said that she was called to the 
first floor front elevator area because Resident #1 had fallen. The Nursing Supervisor said that upon arrival, 
Resident #1 was leaning on the left side of the elevator doorway/floor on his/her left side. The Nursing 
Supervisor said that Resident #1 complained of left hip pain and wanted to call his/her daughter. The Nursing 
Supervisor said that Resident #1 spoke to his/her daughter on the telephone in Spanish. The Nursing 
Supervisor said that she then spoke to Resident #1's daughter (who translated what Resident #1 had said) 
on the telephone and said that Resident #1's daughter told her that Resident #1 said that no one held the 
elevator door open, the elevator door closed and hit him/her causing him/her to fall while he/she was walking 
into the elevator.The Nursing Supervisor said that Activity Assistant #1 told her that Resident #1 was walking 
into the front elevator when the elevator door closed, hit him/her and caused him/her to fall onto the elevator 
floor. The Nursing Supervisor said that she notified the Director of Nurses of what Activity Assistant #1 and 
Resident #1's daughter told her had happened. The Nursing Supervisor said that the front elevator door was 
not in the locked position when the fall occurred and said that the elevator should always be in the locked 
position so that the elevator remains open while residents are being transported into or out of the elevator. 
During a telephone interview on 08/21/25, the Director of Therapeutic Activities said that she was on 
vacation when Resident #1 fell. The Director of Therapeutic Activities said that when she returned to work, 
the Administrator and Activity Assistant #1 told her that when Resident #1 walked into the front elevator, the 
elevator door hit him/her and caused him/her to fall into the elevator. The Director of Therapeutic Activities 
said that the elevator should be locked if there is a lengthy time that it needs to remain open to transport 
residents in and out of the elevator. The Director of Therapeutic Activities said that she was not aware of any 
written facility policy or procedure regarding locking the elevator during resident transport, but that staff knew 
they needed to lock the elevator.Review of an Elevator Invoice and Repair Document, dated 6/04/25, 
indicated that the front elevator was not level with basement floor and was shutdown. The Document 
indicated that the doors were found out of adjustment, doors were realigned and readjusted entire operation 
including clutch retraction, elevator was tested extensively and returned to service.Review of an Elevator 
Invoice and Repair Document, dated 6/24/25, indicated furnish and install new contactor. The Document 
indicated retro-fit new accelerating contactor in place of old unit, lengthened wires and rewired, elevator was 
tested extensively and returned to service.During an in-person interview on 08/19/25 at 2:00 P.M. and a 
subsequent telephone interview on 8/26/25 at 9:48 A.M., the Director of Facility Operations said that he was 
never informed by Administration or anyone that a fall had occurred in the front elevator. The Director of 
Facility Operations said he was unaware of any resident incidents involving the front elevator. The Director of 
Facility Operations said that the front elevator was repaired a few times in June 2025, once because the 
elevator was not level with the floor when it stopped and the second was due to the elevator door not closing 
and remaining in the open position.The Director of Facility Operations also said a relay was installed so that 
the elevator door would open if it sensed something was in the way. The Director of Facility Operations said 
that the elevator should be locked when residents are being transported on and off the elevator so that the 
elevator remains open and the elevator door does not close.During an interview on 08/19/25 at 3:20 P.M., 
the Director of Nursing (DON) said that she received a call from the Nursing Supervisor that Resident #1 had 
lost his/her balance while walking into the front elevator and fell. The DON said that she asked the Nursing 
Supervisor if there was anything wrong with the front elevator and said she was told by the Nursing 
Supervisor that there was nothing wrong with the front elevator. The DON said that she notified the Director 
of Facility Operations of the fall involving the front elevator.The DON said that Resident #1's Family Member 
told her that Resident #1 told him/her that the elevator door struck him/her and caused him/her to fall. The 
DON said that she was not informed by any staff member that the elevator door hit Resident #1 and caused 
him/her to fall and said that it was inconclusive if the elevator door hit Resident #1. The DON said she did not 
know if the elevator was locked at the time of the incident. The DON said that it was her expectation that the 
elevator be locked so that the elevator remains open and the elevator door does not close when residents 
are being transported on and off the elevator.During an interview on 08/19/25 at 3:55 P.M., the Administrator 
said that she was informed that Resident #1 fell in the front elevator and witness statements were obtained. 
The Administrator said that she was informed that Resident #1 walked into the elevator, lost his/her balance 
and fell in the elevator. The Administrator said that she did not know how Resident #1 fell, that she was not 
present during the fall. The Administrator said that it was her expectation that the elevator be locked so that 
the elevator remains open and the elevator door does not close when residents are being transported on and 
off the elevator. The Administrator said she did not know if the elevator door was locked during the 6/28/25 
incident.
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