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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, interview, medical record review, facility document review, and facility P&P review, the facility 
failed to provide the necessary care and services to prevent accidents for one of three sampled residents 
(Resident 1). * The facility failed to ensure Residents 1's bed was in a low position as per the resident's care 
plan. Resident 1 fell from the bed and sustained a fracture on left lower leg. This failure contributed in 
Resident 1 sustaining serious injuries from fall and suffering from pain.Findings: According to the National 
Institute of Health publication titled Biomechanical Evaluation of Injury Severity Associated with Patients Falls 
from Bed published on 11/15/2008, showed falling from a high bed is dangerous, with potential effects 
ranging from sprains to severe injuries like fractures, concussions, traumatic brain injuries, and spinal cord 
injuries. The risk and severity of injury increase with the height of the bed and the hardness of the landing 
surface. Risk factors included the height of the bed. Higher beds increase the risk of more severe injury. 
Preventing falls from high beds include using low beds to minimize fall height. Review of the facility's P&P 
titled Falls Prevention dated 02/2023 showed residents identified at risk for falls would have appropriate 
interventions. Each resident fall, the facility would implement actions to reduce the incidence of falls and 
minimize potential injury from fall. The CDPH, L&C Department received a Letter from the facility dated 
11/3/25, to report an Unusual Occurrence (fall with fracture). The facility Letter showed on 10/31/25 at 
approximately 1500 hours, Resident 1 sustained an unwitnessed fall. The report showed Responsible Party 
1 was present at the facility and observed Resident 1 fall from the bed. The Letter further showed Resident 1 
was transferred to the acute care hospital and returned at 0045 hours with fracture to the left lower extremity. 
On 11/6/25 at 1015 hours, an observation of Resident 1 and concurrent interview was conducted with Family 
Member 1 at bedside. Resident 1 was observed in bed as awake, alert and able to respond by gestures. 
Resident 1 was observed with a cast on the left lower leg with skin discoloration above the cast. Family 
Member 1 stated on 10/31/25 at around 1500 hours, he visited Resident 1 in the facility. Family Member 1 
stated he looked at Resident 1's bed but Resident 1 was not in bed, and he noticed the bed was elevated 
high. Family Member 1 stated he thought maybe the staff got Resident 1 up in the wheelchair to attend the 
holiday party in the activity room. Family Member 1 stated when he was about to go to the activity room, he 
heard someone was calling for help. Family Member 1 found Resident 1 on the floor, on the left side of the 
bed, lying on her left side in a curl-ball-like position, crying, and in a lot of pain. Family Member 1 stated he 
yelled for assistance from the staff. Family Member 1 stated he accompanied Resident 1 to the hospital and 
was informed Resident 1 had a fracture on her lower left leg in three different bones. Family member 1 
further stated Resident 1 had fallen hard from the bed and suffered pain and broken bones. Medical record 
review for Resident 1 was initiated on 11/6/25. Resident 1 was admitted to the facility on [DATE]. Review of 
Resident 1's H&P examination dated 5/5/25, showed Resident 1 had a diagnosis of Alzheimer's Dementia 
and a history of fall, and had no capacity to understand and make decisions. Review of Resident 1's Fall 
Risk Evaluation dated 7/21/25, showed Resident 1 was at risk for falls and had a history of fall in the past 
three months. Review of Resident 1's Physician Order Summary showed the following physician's orders:- 
dated 7/21/25, for the use of bilateral bolster pillows while in bed for postural support and proper body 
alignment, and- 10/6/25, for the use of bilateral floor mats to minimize risk of injury. Review of Resident 1's 
MDS assessment dated [DATE], showed Resident 1 had severe cognitive impairment, dependent on staff on 
all ADLs, and had a history of fall. Review of Resident 1's Care Plan Report showed a care plan problem 
initiated on 5/4/25, addressing the risk for falls related to late effects of nontraumatic intracerebral 
hemorrhage, generalized body weakness, left hemiplegia, seizure disorder, impaired vision, Alzheimer's 
disease and medication side effects. The interventions included were to place the floor mats to minimize risk 
of injury and place the bed in low position. Review of Resident 1's Progress Notes dated 10/31/25 at 1608 
hours, showed at around 1515 hours, Responsible Party 1 informed the licensed nurse Resident 1 was on 
the floor. The note further showed during the assessment Resident 1 complained of pain to the left lower 
extremity, noted with bump on top of anterior (front) part of the ankle, and light blue discoloration to the left 
side of foot. Review of Resident 1's Change of Condition Evaluation showed the following:- dated 7/21/25, 
Resident 1 had a fall; and- dated 10/31/25, Resident 1 had a fall. The Review Findings And Provider 
Notification - Summary section showed the nurse was notified Resident 1 was on the floor, and Resident 1 
was side lying on the left side of the bed. The documentation further showed bump on left ankle noted, 
Resident 1 expressed pain to Responsible Party 1, 911 protocols initiated. Review of Resident 1's After Visit 
Summary from the acute care hospital dated 10/31/25, showed Resident 1 was diagnosed to have tibia 
(lowed leg bone) , fibula (lower leg bone) and foot fractures. On 11/6/25 at 1400 hours, an interview for 
Resident 1 was conducted with CNA 1. CNA 1 stated Resident 1 was dependent to staff on ADLs. CNA 1 
stated she heard Family Member 1 was yelling for help on 10/31/25. CNA 1 stated the nurses attended 
Resident 1 immediately and found the resident on the floor. CNA 1 verified and acknowledged she observed 
Resident 1's bed was elevated, hip high. On 11/6/25 at 1600 hours, an interview for Resident 1 was 
conducted with LVN 1. LVN 1 stated on 10/31/25, she immediately attended Resident 1 when summoned for 
help by Family Member 1. LVN 1 stated Resident 1 was found on the floor, curled up close to the dresser, 
crying and in distress. LVN 1 verified and acknowledged she observed Resident 1's bed was elevated, hip 
high when she assisted Resident 1 on the floor. On 11/10/25 at 1020 hours, an interview for Resident 1 was 
conducted with LVN 2. LVN 2 stated Resident 1 had a history of fall. LVN 2 verified Resident 1 had bolster 
pillow in bed, floor mat on both side of the bed and kept the bed in lowest position. LVN 2 stated she 
attended Resident 1 immediately when Family Member 1 was asking for assistance on 10/31/25. LVN 2 
stated Resident 1 was found lying on the floor. LVN 2 stated during the transfer of Resident 1 back to bed, 
LVN 2 observed a bump on Resident 1's shin and ankle area of the left leg. LVN 2 verified and 
acknowledged she observed Resident 1's bed was elevated when she assisted Resident 1 on the floor. On 
11/10/25 at 1050 hours, a telephone interview for Resident 1 was conducted with LVN 3. LVN 3 stated 
Resident 1 was found on the floor on 10/31/25. LVN 3 verified and acknowledged the bolster pillows in bed 
and floor mat was in place. However, LVN 3 observed Resident 1's bed was hip high when he assisted 
Resident 1 on the floor. On 11/10/25 at 1415 hours, an interview was conducted with the DON. The DON 
stated on 10/31/25 at around 1500 to 1515 hours, when Family Member 1 was asking for assistance, she 
attended right away and found Resident 1 on the floor. DON verified and acknowledged she noticed 
Resident 1's bed was elevated and was not aware why the bed was elevated. The DON further stated the 
bed should have been in lowest position when not providing care.
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