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On August 7, 2019, Mr. David Smith was a 62-year-old man with a significant past medical history (PMH) that included: 

1. Benign prostatic hypertrophy (BPH) 
2. Urinary retention 
3. Hypertension (HTN) 
4. Closed cervical spine (C3) fracture in June 2018 
5. Traumatic brain injury 
6. h/o falls 
7. Normal pressure hydrocephalus 
8. Ventriculoperitoneal shunt (VP shunt) 
9. Confusion 
10. Altered gait 
11. s/p ankle fracture 4/26/2019 

Mr. Smith had an inpatient admission to Memorial Hospital between 7/26/2019-8/1/2019. This admission was to adjust his shunt settings. 

Mr. Smith returned to Memorial Hospital emergency department (ED) on 8/4/2019 with complaints of weakness and a fall at home. He had complaints of a headache and could not state his wife’s name. Imaging studies in the ED were negative. Dr. Abe Jones adjusted Mr. Smith’s shunt, and he was discharged home in stable condition. 

Mr. Smith returned to Memorial Hospital ED on 8/5/2019 when his wife became increasingly concerned about his altered mental status. The nurse in the ED, Cathy Williams, RN, noted Mr. Smith to be lethargic with poor coordination, and an unsteady gait. Nurse Williams determined Mr. Smith was at high risk to fall using the Memorial Hospital ED Fall Risk Assessment (MEDFRAT). Mr. Smith was admitted to the medical/surgical unit for observation. 

Nurse Diane White performed a nursing admission assessment on 8/6/2019 when Mr. Smith arrived at the unit. She noted that he had bruising and abrasions on several areas of his body. Mrs. Smith informed the nurse this was from falls he sustained at home. 

Mr. Smith was started on intravenous fluid and started on continuous pulse oximetry. He had an episode of urinary incontinence. Nurse White noted that Mr. Smith attempted to get out of bed multiple times. She determined Mr. Smith was at high risk to fall and initiated “fall risk” to his nursing care plan. Measures to prevent falls were implemented. 

On 8/6/2019 at 0930, Elizabeth Black, an occupational therapist, determined Mr. Smith was a “very high fall risk.” Jane Fisher, a physical therapist, observed Mr. Smith to have loss of balance during transfers and needed assistance to recover because he had poor balance reactions. 

On 8/7/2019 Nurse Francis Strong assumed care of Mr. Smith. She assessed him to be a high fall risk at 0900. At 1942 Nurse Strong documented that Mr. Smith was very unsteady, incontinent of urine, impulsive, and triggering the bed alarm. 
At 2000 Nurse Grace Thompson documented that the bed alarm was audible, the bed was locked and in the low position. 

Deviations in the standard of care:

1. Failure to maintain a complete and accurate medical record:
a. When a patient falls in the hospital, the event should be documented. A note should include the time of the fall, who witnessed the event or found the patient, how the fall occurred, and a complete physical assessment of the patient, including vital signs, wounds/injuries, and treatment. 
b. The patient’s thoughts about what caused the fall should be noted. 
c. A fall re-assessment should be performed 
2. Failure to maintain a safe environment: 
a. Mr. Smith consistently exhibited dangerous behavior, including impulsivity, attempting to get out of bed, and an inability to remember and follow instructions. When the interventions in place were not effective, the nursing staff failed to escalate his care. Mr. Smith should have had a sitter (constant observation) with him to provide for and maintain his safety. 
3. Failure to communicate: 
a. After a fall, the patient’s family should be notified 
b. After a fall, the nursing supervisor or charge nurse should be notified 
c. After a fall, the physician should be notified, and the conversation should be documented. In this instance, someone called Dr. White, but there is no documentation in the medical record. 

There may be other deviations in the nursing standard of care, but the lack of documentation makes it difficult to determine. 

Sincerely,

Mary Meyers RN, BSN
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