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The following reflects the findings of the Department
 
of Public Health during a Complaint Investigation
 
visit.
 

Representing the Department of Public Health:
 

 

CLASS AA CITATION -- ACCIDENTS
 
08-1896-0006541-F
 
Complaint(s): CA00191586
 

F323 Each resident receives adequate supervision
 
and assistance .devices to prevent accidents.
 

Resident 1 was assessed to be at high risk for falls
 
upon admission to the facility.
 
The facility failed to implement a plan of care to
 

Iprotect Resident 1 from falls Resident 1 fell and I
 
I sustained an intertrochanteric fracture of the left I
 
I femur (a crack in the proximal femur) reqUiring
 

I surgery. Resident 1 died of medical complication
 
I from the left femur fracture.
 

Findings:
 

    
 
     
 

  
 

    
 

 

   
 
    

      
 

 

. On 6/16/09 the medial record of Resident 1 was : 
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jointly reviewed with Licensed Nurse 1 (LN 1) who 

provided the initial assessment for Resident 1. LN 1 

completed a Fall Risk Assessment Tool and an 

Admission Assessment Tool on the date of 

admission . The facility Fall Risk 
Assessment Tool has two categories: Low Risk 

(completed for all patients) and At Risk (completed 

for a fall score of 10 or greater) with the appropriate 
interventions listed under each section. LN 1 

10 
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scored Resident 1 as a 14, indicating At Risk for 

falls. According to the Fall Risk Assessment Tool, i 
the interventions for patients with a fall score of 10 I 
or greater (At Risk) included clip alarm, pressure 
sensitive alarm, bed in low position and mattress 

on the floor. 

 

     

 

      

 

   LN 1 stated she was aware 
Resident 1 had a history of falls, and the facility 
automatically instituted fall precaution interventions 

for patients at risk to fall. LN 1 stated the 

interventions were: "low bed, mattress on the floor 

: and bed sensor or tab alarms" According to LN 1 

she had instructed the CNA's to institute fall 

Iprecautions before the patient even arrived at the 
facility, because she "Knew he was a high risk." 

LN 1 further stated that she had not followed up 

with the CNA's to ensure they had implemented the 

appropriate fall interventions 

•  
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  CNA 

1 was interviewed on 6/15/09 at 2:00 PM, she 

stated Resident 1's 
roommate came out to the hall way and told her 

that he heard Resident 1 fall on the floor CNA 1 

stated she saw Resident 1 lying on the floor, on his 

left side, toward the bottom of his bed CNA 1 I 

recalled the resident's bed was in the low position, I 
but there was no mattress on the floor and no I 

Ialarms. CNA 1 stated the bed alarms and mattress. 

Iwere not instituted until after the resident's fall. The 
I CNA called for help and 3 nurses arrived. RN 1, RN I 
I 2, and LN 1 

Interviews with RN 1 on 6/15/09 at 3:00 PM and
 

IRN 2 on 6/18/09 at 400 PM confirmed the fall, I
 
Resident 1's pain, the absence of alarms, and the
 

!absence of a mattress on the floor 
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On 6/9/09 at 12:00 P.M. the physical therapist 
documented the addition of the pressure sensitive 

alarms, low bed and mattress to the floor following 
the fall. As well as the pain Resident 1 was 

experiencing and that the resident was not to be 

moved until an x ray was obtained. 

According to the nursing documentation,  
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The facility failed to implement a plan of care to 

prevent injury or harm from falls in a patient whom 

the facility determined to be at high risk for falls. 

The violation of these regulations presented an 

imminent danger to the resident and was a direct 

proximate cause of the death of the resident 
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