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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** This citation 
pertains to intake #2691527Based on interview and record review the facility failed to prevent an avoidable 
fall as well as conduct a thorough root-cause analysis investigation into a fall for one resident (R801), of 
three residents reviewed for falls resulting in fractures of their clavicle and thoracic vertebra number four. 
Findings include:A complaint received by the State Agency alleged R801's bed was not in the lowest position 
when they sustained a fall resulting in injury.On [DATE] at 10:22 AM, a review of R801's closed clinical 
record revealed they admitted to the facility on [DATE], elected Hospice Services on [DATE] and expired in 
the facility on [DATE]. R801's diagnoses included: repeated falls, stroke, heart disease, vascular dementia 
with behaviors, and adjustment disorder.Continued review of R801's record revealed an Incident Note 
entered into the record on [DATE] at 12:04 PM by Nurse ‘A' that read, Writer was notified that resident had 
fallen on the floor. When writer went to assess resident, resident was on the side if [sic] the bed lying on her 
side. Resident was unable to explain who [sic] she fell onto the floor or what happened at all. When writer 
was assessing resident, writer found a skin tear to her right knee, a large known [sic] (knot) on the left side of 
her forehead and a large knot on the right side of her neck.Writer contacted hospice and daughter who 
wanted her to be sent to (Hospital Name) .A review of a late entry eINTERACT SBAR (Situation, 
Background, Assessment, Recommendation)Summary for Providers entered into R801's record on [DATE] 
for the fall that occurred on [DATE] was conducted and read, Late Entry: Situation: The Change In 
Condition/s reported.are/were: Falls.-Mental Status Evaluation: No Changes observed.Behavioral Status 
Evaluation: (Blank). - Pain Status Evaluation: Does the resident/patient have pain? Yes.- Neurological Status 
Evaluation: No changes observed. A. Recommendations: Hospice and family notified. Due to pain and 
visible knot on guest. Send to Ed (Emergency Department) for further evaluation per hospice.Further review 
of R801's progress notes revealed an Incident Note entered into the record by Nurse ‘A' on [DATE] at 5:05 
PM that read, .Resident returned from the hospital from being sent there earlier due to fall. Resident had 
imaging done in ER (emergency room) and it came back that she has a T4 (thoracic vertebra) compression 
fracture and a right clavicle fracture. Due to resident being on hospice and also not being a good candidate 
for surgery, the ER did not treat the fracture.Upon arrival, resident stated that she was in pain. Writer 
administered PRN (as needed) Morphine.On [DATE] at 11:45 AM, an interview was conducted with Nurse ‘A' 
regarding R801's fall on [DATE]. They were asked to describe what they remembered about the incident and 
said they were charting when they heard CNA (Certified Nurse Aide) ‘C' call for their help in R801's room. 
They said R801 was observed on the floor next to their bed with a knot on their head and a knot on their right 
clavicle. Nurse ‘A' said R801 cried out in pain when they tried to move her. Nurse ‘A' went on to say when 
they entered the room they noticed, The bed was higher than it was supposed to be. They were asked to 
demonstrate an approximation of the bed height and Nurse ‘A' (who reported their height at 5'10) gestured to 
their waist level. Nurse ‘A' said, It was not normal for R801's bed to be at that height. They were asked if they 
knew how R801's bed could have been raised from its previously observed low level and said, I think I know 
what happened. When queried further, Nurse ‘A' did not provide any additional details. Nurse ‘A' continued to 
say after they assessed R801 they were sent to the hospital to return later in their shift with a broken clavicle 
and T4 vertebra. Nurse ‘A' was then asked about the last time they observed R801 prior to the fall and said 
they gave R801 a breathing treatment and when they left the room the bed was in the lowest position. They 
were then asked if they observed anyone else entering R801's room after they gave the breathing treatment 
and said they knew CNA ‘C' had gone in there after them for a check and change. They were further queried 
if they observed anyone else entering the room after CNA ‘C' and before the fall and they offered no 
response.On [DATE] at 12:02 PM, an interview was conducted with CNA ‘C', R801's assigned CNA on 
[DATE]. They were asked to describe what they remembered from the incident and said they were working 
with a resident one room away when they heard R801 yelling for help. CNA ‘C' said they went to the room 
and observed R801 on the floor next to their bed. They said they called for Nurse ‘A' and another CNA and 
they put R801 back in bed. They were asked if they observed anything unusual about the bed and said, 
When I walked in the bed was high. CNA ‘C' then said, We all know (R801), and her bed is supposed to be 
low. CNA ‘C' said they performed a check and change before R801 fell and reported the bed was in the 
lowest position when they left the room. CNA ‘C' was then asked if they knew how the bed got raised after 
they provided care and before the fall. They said they heard a housekeeper was in the room, raised the bed 
to clean under it and didn't return it to the lowest level. Finally, CNA ‘C' was asked if they observed a 
housekeeper enter the room after they provided care and before R801 fell and said they did not, but 
someone (CNA ‘C' did not know who) said they saw a housekeeper in the room prior to the fall.On [DATE] at 
1:30 PM, the facility's Administrator provided an investigation file that contained an incident report prepared 
by Nurse ‘A', a typed statement from Housekeeper ‘E' (taken and signed by Environmental Services Director 
‘G'), and fall assessment dated [DATE]. At that time, they were asked if they had any additional documents 
to provide regarding their investigation into the fall and they confirmed what they provided was all they had. 
On [DATE] at 1:37 PM, a review of the investigation documents and the facility provided incident report 
prepared by Nurse ‘A' on [DATE] at 10:55 AM was conducted and read, .Nursing Description: Nurse 
observed resident lying on her side on the floor next to the bed. Non-skid socks were on. Brief clean and dry. 
Residents [sic] bed was at standard transfer height.Continued review of the incident report included a typed 
statement from Nurse ‘A' that read, The CENA (CNA) came and told me (R801) was on the floor. I went to 
the room and observed (R801) on the floor next to the bed.bed was at standard transfer height. Last seen by 
nurse when given a neb (nebulizer) tx (treatment) at approx [sic] 0930. The incident report further 
documented a typed statement from CNA ‘C' that read, I checked on (R801) after breakfast, around 10:15 
AM, brief check and change done, she wanted to stay in bed instead of coming out to common area because 
she had a cold.Around 10:50 AM when I was giving a shower to another resident, I heard (R801) yelling for 
help, I went in and saw her laying on the floor next to the bed.A review of the typed statement dated [DATE] 
prepared and signed by Environmental Services Director ‘G' from Houskeeper ‘E' was conducted and read, 
Upon interviewing my staff member (Houskeeper ‘E') VIA PHONE on 12/8 about the fall that occurred on 
12/6 in (room number). She entered (room number) to clean it and at no time did she raise the bed.When 
(Housekeeper ‘E') entered the room the bed was at the lowest position, and when she exited the bed was 
still at the lowest position. She can't remember exact time she was in there; however, it was after the incident.
It was noted none of the documents provided attempted to identify a root cause of R801's fall.On [DATE] at 
1:56 PM, a second interview was conducted with Nurse ‘A' regarding R801's fall. They were asked if they 
thought R801 could have raised the bed on their own and said they were not sure, but if they did it would 
have been by accident. They were then asked if they knew if there were surveillance cameras in the 
hallways and said they were aware of cameras in the hallways.On [DATE] at 2:20 PM, an interview was 
conducted with the facility's Administrator and Corporate Nurse ‘H' regarding R801's fall. They were asked if 
Nurse ‘A' and CNA ‘C' attested to the bed being in the lowest position, and Houskeeper ‘E's statement that 
indicated they weren't in the room prior to the fall, how the bed got raised from it's low level to waist height. 
Corporate Nurse ‘H' said R801, must have messed with the bed control and raised the bed on their own. 
Corporate Nurse ‘H' continued to say R801 was, restless because a few days earlier they were running a 
fever, showed signs and symptoms of a respiratory infection and had been started on antibiotics.It was 
noted, nowhere in the facility's investigation was there documented evidence of R801 exhibiting restless 
behavior, nor did the investigation reveal Corporate Nurse ‘H's reported explanation of R801 raising their 
own bed. At the conclusion of the interview, the Administrator and Corporate Nurse ‘H' were asked if there 
were security cameras in the hallways and they confirmed there were. They were asked if they revealed any 
of the footage to determine the timeline and the validity of the staff statements or whether they viewed them 
for evidence of someone else entering the room who could have possibly raised the bed, and they reported 
they did not review any camera footage.On [DATE] at 2:35 PM, a second review of R801's clinical record 
was conducted. R801's care plan was reviewed and did not indicate R801 had any behaviors of manipulating 
their bed controls. Further review of the record revealed the following:An eINTERACT SBAR Summary for 
Providers dated [DATE] at 5:24 AM that read, .The Change In Condition(CIC)/s reported on this CIC 
Evaluation are/were: Fever Tired, Weak, Confused, or Drowsy.Outcomes of Physical Assessment: Positive 
findings reported on the resident/patient evaluation for this change in condition were:- Mental Status 
Evaluation: Increased confusion(e.g. disorientation)- Functional Status Evaluation: General weakness- 
Behavioral Status Evaluation: (Blank).A progress note dated [DATE] at 5:49 PM that read, .Resident was 
resting comfortable in bed entire day.There was no obvious documented evidence in R801's chart between 
[DATE] and R801's fall on [DATE] that indicated they were exhibiting restless behaviors.On [DATE] at 2:52 
PM, a follow-up interview was conducted with CNA ‘C'. They were asked to describe R801's presentation on 
[DATE] prior to the fall. CNA ‘C' reported R801 had been sick and sleeping a lot for a few days prior to the 
fall. They said they were having to wake R801 to eat and provide one-to-one feeding assistance. They were 
asked if she usually required one-on-one assistance with eating and said no. CNA ‘C' was asked if R801 had 
exhibited any behaviors of restlessness or agitation on [DATE] when they performed their check and change 
prior to the fall and said no, further saying R801 didn't even wake up while their brief was checked. CNA ‘C' 
was then asked if they thought R801 knew how to use the bed controls and if they would raise their own bed 
beyond the low level it was last observed at and said they didn't think so.A review of a facility provided policy 
titled, Falls Reduction Program revised 4/2025 was conducted and read, .Purpose: To provide a safe 
environment for residents, modify risk factors, and reduce risk of fall-related injury. All residents who are 
admitted are at risk for falls.3.3 IDT (Interdisciplinary Team) to review each incident to complete root cause 
analysis.3.4.2 Complete/review Fall Assessment.Summarize IDT analysis.
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