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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interviews and record review, the facility failed to protect the resident's (R4) right to be free from neglect 
resulting in resident experiencing blunt force trauma and contributing to the resident's death. This citation 
pertains to intake number 2642837.Per the facility face sheet Resident #4 (R40 was an [AGE] year-old who 
resided at the facility since [DATE]. Diagnoses included muscle weakness, age related physical disability, 
and morbid severe) obesity due to excess calories. Review of an incident report dated [DATE] revealed 
Certified Nurse Aid (CNA) C informed a nurse that while providing a brief change R4 rolled out of bed onto 
the floor. The report further revealed R4 was assessed to have a skin tear to the left elbow, a hematoma 
(bruising) to the left knee, and left side of the head. Per the report R4 was transferred back to his bed with a 
mechanical lift, Neuro checks (checking id there is any possible brain injury) were started, and education was 
provided to CNA C. The incident report revealed that R4's Physician was notified at 2:40 AM. Review of the 
facility's investigation revealed that it was documented on an EMPLOYEE COUNSELING & CORRECTIVE 
ACTION RECORD dated [DATE], CNA C was suspended and given a Final Written Warning for a work rule 
violation, CENA (CNA C) Failed to Follow plan of care as written. The form revealed CNA C was suspended 
from 10/29 through [DATE]. Review of progress notes dated [DATE] and timed at 2:59 AM revealed, CNA 
(C) informed nurse that while providing brief change to resident (R4) he rolled out of bed onto the floor. 
Nurse entered room to find patient (R4) sitting on the floor, head against small refrigerator and legs bent at 
the knees, folded to the right side. Resident (R4) assessed and noted to have skin tear to left elbow, 
hematoma to left knee and left side of forehead, Resident transferred back to bed via Hoyer (mechanical lift) 
and two Staff members. The note also revealed that R4's Physician was notified and an X-ray was ordered 
for both of R4's legs. Review of R4's progress notes dated [DATE] and timed at 4:28 AM, revealed CNA 
informed nurse that while providing brief change to resident he rolled out bed onto the floor. Nurse entered 
room to find patient (R4) sitting on the floor, head against small refrigerator and legs bent at knees, folded to 
the right side. Resident (R4) assessed and noted to have skin tear to left elbow, hematoma to left knee and 
left side of forehead, Resident transferred back to bed via Hoyer (mechanical lift) and two Staff members. 
The note also revealed that R4's Physician was notified and an X-ray was ordered for both of R4's legs. 
Review of Physician's orders dated [DATE] revealed an order for bilateral (both sides) STAT (immediately) 
X-rays of both lower extremities. The order was not written until 8:20 AM. Review of an X-ray result dated 
10:29/24 revealed R4 had a fracture of both his left and right femur bone. The X-ray report revealed that the 
X-ray was taken on [DATE], but not until 8:36 AM and was reported to the facility on [DATE] at 9:41 AM. 
Review of a progress note dated [DATE] at 10:00 AM revealed, IDT (Interdisciplinary Team) met to review 
the fall that (R4) had during staff assist on [DATE] at approximately 02:10hrs (2:10 AM). While CNA (C) was 
performing incontinence care (R4) rolled out of bed onto the floor, Nurse immediately assessed resident and 
noted that (R4) had a skin tear to left elbow. (sic) hematoma to left side of forehead, hematoma to left knee. 
Neuro checks were initiated and noted no immediate changes from baseline. The physician was notified and 
ordered x-rays, (sic) of both legs .Per POC (plan of care) pt (patient) (R4) is a 2 person assist with bed 
mobility immediate intervention: Assigned CNA (C) received education on following plan of care .Xray 
resulted in fracture of left femur. (Physician) made aware and ordered to be sent to the hospital . The facility 
did not identify that R4 also had a fracture of the right femur as revealed from the X-ray results. Review of an 
SBAR (Situation, Background, Assessment, and Recommendation) dated [DATE], revealed R4 had new 
pain that R4 scored at a 10 out of 10 in the left knee. The SBAR revealed that it was not until 10:00 AM that 
R4's Physician was notified of the X-ray results, and then an order was received to send R4 to the hospital.
Review of another progress note dated [DATE] and timed at 11:22 AM, revealed it wasn't until 11:15 AM that 
R4 was transferred to the hospital due to abnormal X-ray results. There were no other progress notes 
regarding the incident, there were no further notes regarding the complaints of pain R4 had, there were no 
notes of any updates of R4's status from the time of the fall at 2:10 AM until R4 went to the hospital at 
around 11:15 AM on [DATE].Review of a Brief Interview for Mental Status (BIMS) dated [DATE] revealed R4 
had a BIMS score of 10 out of 15 which indicated R4 had a moderate cognitive impairment, Review of R4's 
care plans that were in place and active at the time of R4's fall out of bed revealed a care plan with a Focus 
of At risk for falls due to functional deficits, reduced mobility .prefers to keep his bed in high position . The 
care plan had an intervention, Staff educated on reading Kardex (document with a resident's plan of care for 
CNA use) when providing care, dated [DATE], and another intervention that indicated R4 had a wide bed 
and that was dated [DATE]. Review of another care plan dated [DATE], with a Focus of Resident (R4) had 
an ADL (activities of daily living) self-care performance deficit r/t (related to): ADL Self care deficit as 
evidence by weakness related to: debility, full cares (sic) provided . The interventions on the care plan 
included, ADL-2 assist .Bed Mobility-2 assist., dated [DATE].In an interview on [DATE] at 12:17 PM, CNA C, 
who no longer worked at the facility, stated that she went to provide care for R4, and prior to had looked for 
another staff member to assist her with R4's care, but stated no one was on the floor or available. CNA C 
said she waited on the unit for about 20 minutes and then waited again but no other staff members were 
available to assist her with R4's care. CNA C then stated she had waited about 45 minutes and because 
could not locate another staff member she decided to perform R4's bed mobility care by herself. CNA C 
stated she completed R4's care, left R4's room, went back into R4'a room and found him on the floor. CNA C 
then proceeded to state that she thought maybe R4 had reach over his body with one arm, turned himself to 
his side, and reach all the way to the top of the refrigerator, that was up against the wall to grab a soda, and 
rolled himself out of bed onto the floor. CNA C said R4 had a large belly and she though R4's belly rolled 
over the side of the bed, which resulted in R4 rolling of the bed and onto the floor. CNA C stated she went 
and got the nurse but said she could not recall the' nurse's name. CNA C further stated that she believed R4 
was care planned to be a two person assist for bed mobility. CNA C said R4 was soiled and she had waited 
and tried several times to finds assistance but could not, so she had decided to perform R4's bed mobility 
care without a two person assist and did the care by herself. In an interview on [DATE] at 10:18 AM, 
Licensed Practical Nurse (LPN) D stated that CNA C had come up to her and told her she had been 
changing R4's brief and R4 rolled onto the floor. LPN D said she went and did an assessment on R4 which 
showed R4 had bruising to his left knee, a hematoma (blood under the skin) to his left forehead, and when 
R4 was moved he complained of pain. LPN D said X-rays were ordered due to the hematoma on R4's left 
knee. LPN D said CNA C reported to her that R4 had rolled out of bed when she was changing his brief, and 
no one else was involved just CNA C. In an interview on [DATE] at 11:00 AM, Administrator A stated that the 
incident would be considered neglect, because R4's care plan required a two person assist for bed mobility, 
and CNA C performed R4's care by herself and neglected to follow R4's plan of care. In an interview on 
[DATE] at 9:49 AM, LPN E said when she arrived to work on [DATE] at about 8:30 AM, she went to the hall 
where R4 resided. LPN E said she took the incident report (IR) out of the managers box and took it with her 
to the managers morning meeting. LPN E stated that the incident was discussed and it was documented that 
the R4 rolled out of bed onto the floor, had a hematoma to the left side of forehead and left knee, then the 
Physician was notified and X-rays were ordered. LPN E stated that he X-ray results were received when the 
meeting was over that morning, could not recall the time. LPN E said the X-rays showed R4 had a fracture of 
the left femur and the Physician ordered R4 to be sent to the hospital. LPN E said R4 was sent out about 
10:30-11:00 AM. LPN E said R4 was a two person assist with bed mobility, but according to the IR CNA C 
had reported while she was providing care, R4 rolled out onto the floor. LPN E said CNA C neglected to 
follow R4's care plan that requiredLPN E further stated that R4 was not able to turn himself in bed and said 
R4 would be scared to turn and get close to the side of the bed. LPN E said R4 did not help with care 
because he was totally dependent on staff, and continued to stated that R4 was total care, could not move 
himself to the side of his bed which was a bariatric bed, could no turn himself on his own, and would not be 
able to move himself from the middle of the bed to the side of the bed, turn himself to his side, and reach 
over and grab a can of soda off the refrigerator that was against the wall and fall onto the floor all by himself. 
LPN E said she had never seen R4 do that, nor he could do that, said he was not vocal and would not have 
been able to say he was falling or stop.Review of R4's death certificate revealed R4 died on [DATE] at 11:48 
AM, at the hospital in the emergency room, The death certificate revealed under Part II. OTHER 
SIGNIFICANT CONDITIONS contributing to death ., Blunt force trauma to the right thigh., #39 MANNER OF 
DEATH *Accident, 41a. date of injury [DATE], 41c. DECSRIBE HOW INJURY OCCURRED The decedent 
fell., 41C. PLACE OF INJURY Nursing Home. The death certificate also had the facility's address 
documented for the location of the nursing home.
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