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42 CFR §483.25(h) Accidents. The facility must ensure that – (1) The resident 
environment remains as free from accident hazards as is possible; and (2) Each resident 
receives adequate supervision and assistance devices to prevent accidents. On 
November 30, 2010 at 8:15 a.m., an unannounced visit was made to the facility to 
investigate the incident of Resident 1’s fall down a flight of stairs while in her wheelchair. 
Based on record reviews and interviews, the facility failed to provide a safe environment 
and adequate supervision to Resident 1, who had dementia with history of falls, from 
exiting the door to a flight of the stairs. Resident 1 had previously fallen down the same 
flight of stairs in July 2007 without injuries. On October 17, 2010, Resident 1 wheeled 
herself out the second floor through the West exit door to the stairwell. Resident 1 fell out 
of the wheelchair between the first and second floors and sustained a burst fracture (a 
vertebra, spine bone, is crushed in all directions) of her neck and a severe lumbar fracture. 
Surgery was not medically recommended, and subsequently, the resident expired seven 
days later on October 24, 2010. According to the death certificate, the immediate cause of 
death was “sequelae of fall.” On November 30, 2010 at 10:45 a.m., a review of Resident 
1's face sheet record indicated the resident was a XXXXXXX year old female who was 
admitted to the facility on xxxxxxx with admitting diagnosis of status post upper 
gastrointestinal bleeding. The History and Physical dictated on February 23, 2010, 
indicated the resident was assessed with Alzheimer type dementia with behaviors of 
agitation and aggression. The Minimum Data Set (MDS), full assessment and care 
screening tool, dated March 3, 2010, indicated the resident had short and long-term 
memory problems, poor safety awareness, and moderately impaired cognitive skills for 
daily decision-making that required cues/supervision. The MDS indicated the resident 
required total assistance from staff for transfer and locomotion. The resident was unable 
to stand and her sitting balance was unsteady. Resident 1’s primary mode of locomotion 
was a wheelchair. Section J4 (accidents) indicated the resident fell in the past 31 to 180 
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days. The RAP Summary dated March 3, 2010, indicated the resident had cognitive loss 
due to Alzheimer’s dementia and the plan was to provide a safe environment daily. 
(Resident assessment protocols (RAPs) are a component of MDS. RAPs are a record of 
18 medical concerns which, when triggered on an MDS, indicate that a nursing home 
patient requires additional medical attention.) A review of the Social Services notes, dated 
November 5, 2008 and January 23, 2009, indicated Resident 1 self-propels in a 
wheelchair around the unit and has episodes of leaving the unit with some success 
(AWOL type behavior, leaving the unit without staff knowing). A review of the Long-Term 
Care Notes, dated June 11, 2009, indicated Resident 1 demonstrating some delusions of 
elopement-type behavior. A review of the Social Services Annual notes dated March 3, 
2010 at 2:35 p.m., indicated “Resident 1 presents in her wheelchair as confused and 
disoriented, alert to her name only.” A review of the IDT notes dated March 10, 2010 at 
11:07 a.m., indicated “Resident 1 was seen by a geriatric psychiatrist on March 9, 2010 for 
increased sundowning (aberrant behaviors that occur in the late afternoon or evening; i.e., 
agitation, depression, rapid mood changes, restlessness and wandering); started on 
routine Seroquel for agitation. A review of the Social Services ‘room change’ notes dated 
June 10, 2010 at 2:56 p.m., indicated Resident 1’s niece was reminded that the resident 
was scheduled to move on June 17, 2010 from a one story building to the second floor of 
a two story building, where she had previously fallen down a flight of stairs in July 2007. A 
review of the "Falls/Increased risk for injury" care plan updated on September 14, 2010 
identified “Resident 1 to be at an increased risk for injury due to osteoporosis, Alzheimer’s 
disease, extensive assist with transfers, use of antidepressant/antianxiety/antihypertensive 
meds, unsteady sitting balance, poor safety judgment, and falls asleep in wheelchair. The 
goal was to have no falls/injuries daily. The staff’s plan of approaches included: bed in low 
position; call bell within reach at all times while in room; anticipate and meet needs; bed 
alarm when in bed; monitor frequently; monitor for leaning while in wheelchair and position 
at table when leaning or when she tends to fall asleep; resident likes to sit near or at 
nurses station when she is up in her wheelchair.” A review of the facility’s Occurrence 
Screening Falls Investigation Report, dated October 17, 2010 at 2:45 p.m., indicated the 
resident had a history of falls in 2007, 2008, and 2009; a total of eight falls in three years. 
The investigation report indicated the resident wandered down the hallway and sustained 
a fall on October 14, 2010, (time not found); a wheelchair alarm was heard in the south 
corridor, staff went immediately and found the resident near the elevator on the floor next 
to her wheelchair. The investigation report indicated the resident did not sustain any 
injuries and was assisted back to her wheelchair. A short term care plan titled “Actual 
Fall”, dated October 14, 2010 indicated “One of the staff’s care plan approaches was to 
update the long term falls care plan with recommendations from the fall committee.” A 
review of the long term falls care plan was made with Employee C, Director of Quality 
Resources. Employee C indicated the fall committee met on October 21, 2010, to review 
and evaluate Resident 1’s medications and change of behaviors regarding the fall on 
October 14, 2010; Employee C stated there were no recommendations from the fall 
committee documented, as the resident was still in the hospital. There was no updated 
documentation to the long term care plan after the October 17, 2010 fall addressing the 
“resident’s safety regarding wandering behavior” in trying to wheel self out of the building 
that morning. A review of the Certified Nursing Attendant (CNA) Long Term Care (LTC) 
Daily Nursing Record, dated October 17, 2010 at 3:55 p.m., indicated at 2:45 p.m. CNA 1 
found Resident 1 on the landing of the stairwell that goes up to the second floor, west side 
of the building. Resident 1’s wheelchair was lodged at the third step down from the second 
floor. Resident 1 was found face up, yelling and complaining of neck pain. CNA 1 told 
Resident 1 to stay still; CNA 1 ran up the stairs, opened the door to the second floor and 
yelled for help. LVN 5 (2W) and LVN 1 (2E) responded immediately to the location of the 
incident. CNA 1 paged the Rapid Response Team (RRT) and the Nursing Supervisor. 
Within a few minutes, the RRT was there; the physician assessed the resident, decided 
not to move her and had “911” called. A review of the facility’s Occurrence Screening Falls 
Investigation report, dated October 17, 20 10 at 2:45 p.m., indicated Respiratory Therapist 
(RT 2) who cared for Resident 1 during the day was interviewed. RT 2 stated he had given 
the resident a respiratory treatment earlier that morning. He stated that after the treatment, 
the resident appeared more anxious than normal, but he did not report this to the charge 
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nurse. A review of the facility’s Investigative Report, initiated on October 18, 2010 and 
completed on November 18, 2010, indicated on October 17, 2010 at 2:10 p.m., Employee 
J, Activities Staff, received report from RT 1 that Resident 1 was observed in the hallway, 
outside of the activities room, wandering toward ‘J wing’ and found near the exit door. 
Employee J decided to return Resident 1 to the unit, due to her wandering toward the exit 
door, at approximately 2:15 p.m. He brought the resident to the table next to the north end 
of the nurses’ station on 2E where he observed LVN 1 talking to a resident and her son; 
he did not speak to LVN 1 to inform her of Resident 1’s wandering towards the exit door 
on the first floor, but knew they were close enough to be aware that Resident 1 had 
returned to the unit. A review of the facility’s Investigative Report, initiated on October 18, 
2010 and completed on November 18, 2010, indicated there was no documentation of 
assessment of Resident 1’s previous wandering behavior prior to her move from the 
Pavilion (one story building) to 2E (a two story building) in June 2010; there was no 
documentation of assessment of Resident1’s wandering behavior after the move to 2E; 
and, there was no documentation of concerns or of informing the physician or nurse 
practitioner regarding Resident 1’s wandering behavior in days prior to the fall on October 
17, 2010. A review of the acute care hospital Physician Documentation record indicated 
Resident 1 was brought to the hospital on October 17, 2010 at 3:53 p.m., after a fall from 
one flight of stairs with complaint of pain in head, neck, and back. A review of the 
computed tomography (CT, a machine that uses X-rays to make detailed pictures of 
structures inside the body) scan reports, dated October 17, 2010 at 4:46 p.m., indicated a 
burst fracture (a vertebra, spine bone, is crushed in all directions) of the C1 (the first spine 
bone closest to the skull) vertebral body and a fracture slightly displaced posteriorly (back) 
on the body of C2 (the second spine bone, C1 and C2 forms the joint connecting the skull 
and spine); a greater than 75% vertebral body compression fracture of L1 vertebral body 
with angulation at that level (more than 75% of the front portion of the frist lower back 
bone was collapsed and twisted); and, a non displaced fracture of the left tenth rib. A 
review of the Consultation report, written by Physician 3, Neurosurgical consult, dated 
October 18, 2010 at 10 a.m., indicated after consult with Physician 8, a collective decision 
was made to place the resident in a Minerva brace (a cervical and upper thoracic orthosis 
to provide good orthotic control of the neck) and a C-collar (cervical collar is used to 
stabilize the head and neck). A review of the Physician’s Orders, written by Physician 1, 
dated October 21, 2010 at 6:10 a.m., indicated “A Palliative Care Consult ordered and 
called by Physician 1.” A review of the Progress Note, written by Physician 5, Palliative 
Care Specialist, dated October 21, 2010 at 3:09 p.m., indicated the resident was deemed 
to not be a surgical candidate by Physician 1 and Physician 3, Neurosurgery/Trauma 
Surgery, due to the extent of her injuries, other health co-morbidities, and her age. 
According to the hospital record, there was no documentation of falls while Resident 1 was 
in the hospital from October 17 to October 22, 2010. In addition, there was no evidence of 
any events that occurred which may have exacerbated the resident’s diagnosis of a burst 
fracture of the neck when she was first admitted to the hospital on October 17, 2010. A 
review of the skilled nursing facility’s Registration Record indicated Resident 1 was 
readmitted on October 22, 2010 at 3:26 p.m., with diagnoses that included fracture C1 
vertebrae and Alzheimer’s dementia with behavior disorder. A Minerva brace was in place. 
A review of a Progress Note/Clinic Note, written by Physician B, dated October 23, 2010, 
indicated “The resident has not been able to eat much since her return. Dehydration, 
therefore, appears to be an imminent danger.” Physician B spoke with resident’s niece to 
discuss possible options of continued palliative care and use of a feeding tube to meet the 
resident’s nutritional needs. After discussion, it was decided to insert a feeding tube to 
provide the resident an opportunity at being given an appropriate degree of nutrition. A 
review of the Physician Progress Notes, written by Physician A, House MD, dated October 
24, 2010 at 5:38 a.m., indicated he was called by nursing with a report that Resident 1 had 
expired. When Physician A arrived, Resident 1 had agonal respirations (an abnormal 
pattern of breathing characterized by gasping, labored breathing, accompanied by strange 
vocalizations and myoclonus), hands warm, lips cyanotic (bluish) and no response to pain; 
dying but not pulseless nor apneic. Resident 1 was a “do not resuscitate/do not intubate” 
(DNR/DNI); no code was called. At 5:44 a.m., Resident 1 now apneic (not breathing), 
pulseless and without heart tones, was pronounced dead by Physician A. A review of the 
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Certificate of Death indicated the immediate cause of death was “Sequelae of Fall.” On 
December 1, 2010 at 12:15 p.m., during an interview, Employee B stated after a review of 
Resident 1’s medical record: “There was no care plan that addressed the wheelchair 
alarm use; there was no documentation of assessment or care plan regarding Resident 
1’s wandering behavior prior to her move from the Pavilion unit to 2E on June 17, 2010; 
there was no documentation regarding Resident 1’s wandering behavior in days prior to 
the fall on October 17, 2010 informing the physician or nurse practitioner; there was no 
documentation of any report from RT 2, to nursing staff regarding Resident 1’s breathing 
treatment the morning of the accident and how the RT 2 felt the resident was more 
anxious than normal after the breathing treatment; and, there was no documentation of 
any report from Employee J, Activity Staff, regarding the reason he brought Resident 1 
back to the unit that afternoon.” The facility failed to provide a safe environment and 
adequate supervision to Resident 1, who had dementia with history of falls, from exiting 
the door to a flight of the stairs. Resident 1 had previously fallen down the same flight of 
stairs in July 2007 without injuries. On October 17, 2010, Resident 1 wheeled herself out 
the second floor through the West exit door to the stairwell. Resident 1 fell out of the 
wheelchair between the first and second floors and sustained a burst fracture of her neck 
and a severe lumbar fracture. Surgery was not medically recommended, and 
subsequently, the resident expired seven days later on October 24, 2010. The above 
violation presented either imminent danger that death or serious harm would result or 
substantial probability that death or serious physical harm would result and was a direct 
proximate cause of the death of the patient.
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