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The following reflects the findings of the PILGRINTHAVEN"
Depariment of Public Health during a Complaint PLAN OF CORRECTION
Investigation visit: F323
CLASS AA CITATION -- PATIENT CARE .

The following plan of
22-2164-0007186-F cﬂw:m . . _
Complaint(s): CA00210952 OF correction constitutes Pllgl‘lﬂ’]

PUBIC Haven’s Plan for Compliance
Reprasenting the Department of Public Health: MAY 2 s znm in response to the Survey
“. HFEN conducted on 12/22/2009.
o - _— L&GC
The inspection was limited to the specific facility w . .
event investigated and does not represent the Preparation and/or executioh
findings of a full inspection of the facility. of this plan of correction dogs

not constitute admission or
F323 483.25(h) Free of Accident agreement by the provider df_
Hazards/Supervision/Devices the truth of the facts allege
The facility must ensure that the resident or conclusions set forth in the
environment r_emalns ' as free of acc!dent statement of deficiencies.
hazards as is possible; and each resident The PI £C fi .
receives adequate supervision and assistance ¢ Flan o1 Lorrection Is
devices to prevent accidents. prepared and/or executed

because it is required by the

q Y
This regulation was not met as evidenced by: pI‘OViSiOIlS of federal and
Based on interview and record review, fthe state law.
facility failed 1o provide adequate supervision
and assistance devices 1o prevent avoidable F323
accidents when:
1. The facility fafled to monitor the placement of 1. Resident was discharg ed to
the wanderguard and the walker that was away Standford Uni .
from Resident A's reach. The watker was in the tan . ord University
middle of the mom when the resident was 5 /)_ 7, // g HOSpltal on 12/7/2009 as a
found on the floor after a fall. 4 DNR.
2. The facility falled to monitor and supervise
the resident who had histery of falls and
Event ID:YERE11 5/26/2010 9:26:30AM
LABORATORY DIRECTOR'S OR PROV] R/s PP ER REPRESENTATIVE'S SIGNATURE ITLE (Xg) DATE
L A %@/a
Any deficiency statement ending with an astansk (") denctes a deﬁclency which the institution may be excused from comecting providing il is determined
that other safeguards provide sufficient protection to the patients. Excepl for nunsing homes, the findings above are disclasable 90 days fllowing the date
of suryey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are discdlosable 14 days following
the date these documents are made available to the fadiity. W deficiencies are cited, an approved plan of comection is requisite to conlinued program
participation. % gﬂ
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Continued From page 1 £ Nf)l"i)i‘ﬂel' restld?nts 1dentie
assessed by the facility staffs as being wit ‘alls with ne,urOCheCkS at
non-compfiant with the use of a walker during that time. No resui.ents
transfers and ambulation. The resident had a transferred to hospital
second fall that resulted o serious head followinga fall. Current
injuries and was the cause of tr?e resident's residents reviewed and if a
death after he was transferred to the hospilal, fall heck i1
3. The facility failed to implement the palicy and a -O.CE:UI'S neuroF: CCKS W
procedure  with revision date of December be initiated. Residents who
2007 for “Assessing Falls and Their Causes" are independent with
when there was no documented evidence that assistive devices are being
the licensed staffs assessed ossible  head s s
e P . assessed to ensure device is
injuries that would have been included during oo B N
neurclogical checks. There was no Registered within reach. Residents with
Nurse on duty to do accurale and consistent Wanderguards are being
assessment  of the resident's decline in assessed to ensure device in|
condition after the fall on 12/7/09. placc, functioning and
Resident A was an 85year old who was mon.ltored b’_’ licensed nurses
admitted to the facility on 7/16/07 with routinely. Director of
diagnoses that included coronary Nursinga.ndorNurse
atherosclerosis of artery bypass graft (surgery Educator is available as a RN
creates new routes around namowed and . .
blocked arteries, allowing sufficient blood flow and will be contacted with
to deliver oxygen and nutrients to the heart fails. .
muscle), diabetes meliitus, and essential 3. In-servicing began at 1320 ﬁo
hypertension. The resident's Minimum Data licensed nurses on 5/26/20110
§et._ an assessment tool dated 10/8/08 reviewing Policy and
indicated he had memory problem, P d “A ine Fall
independent  decision-making  ability, needed roce u?e SSCSflng _a S
supervision in walking, needed one-man assist and Their Causes ,rev1eW111g
with bed mobilty and fransfers, fell in the past Neuro check sheet which
i?:tf’?{s- and D"_‘I‘v‘edeﬁ_ . “'“'tEdR i:SS:s‘a’:e ) ‘; includes assessing for name
ivities  © aily  Living. esiden a .
Physician orders including ASA (Aspirin) 81 tme, plaoe, follows
my. tablet daily and Plavix (Cardiovascular
Event ID:UERE11 5262010 9:26:30AM
TITLE (X6) DATE

LABO;ETORY D{RECTOR'5§; PROVIDERISUPP&ESREPRESENTATIVE'S SIGNATURE

Poa)

‘5/‘?6/(0

Any deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excured from corecting providing it is delermined
that other safeguards provide sufficient protection fo the patients. Except for nursing homes, the findings ebove are disdosable 90 days following the dale
of survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of comection are disciosable 14 days following
the date these documents ere made available to the taclity. M deficlancies are cited, an approved plan of correction js requisite to continyed program

participation.
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CALIFORNIA HEALTH AND HUMAN SERVICEL  :INCY
- DEPARTMENT OF PUBLIC HEALTH

gvent ID:UERE11

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
055210 B WING 12/22/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCODE
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES Iv} PROVIDER'S FLAN OF CORRECTIGN (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREF(X (EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DEFIGIENCY) DATE
Continued From page 2 instructions, slurred speech
drug used to reduce thrombotic events in on
patients with acute coronary syndrome and Vomltll'{g or n%usea’
coronary artery bypass grafty 75mg. tablet by complaints pain and
mouth daily. There was a Physician order dizziness, assess for head
dated 12/2/0810 ‘“check wanderguard daily for traumma Suchasbruisin&
functioning - Other - QD (every day). sen sitivity, raised areas
A care plan with an initial date of 12/2/08 and documentation in notes, C‘(:'l
revision date of 5/20/09 indicated, DON or nurse educator wit|
"Use/Application of an external device for falls, reviewed DNR vs
prevention of falling. Intervention: low bed." hospitalization’ reviewed 911
According to the MDS, Resident A needed
supervision in walking and one person physical ambulance versus non-
assist with transfers. These assessments were emergent ambulance,
not used to develop a care plan for a resident ensuring assistive devices ip
who was identiied by the facility staffs as being reach, Wanderguards in p]ﬂce
at high nsk for falls. The use of the functioning and checked
wanderguard was not reflected in the care R .. .
plan. routinely. In-servicing will
continue until charge nurseg
A letter to the Physician on a Fax Transmittal in-serviced. In-servicing th
form {No staffs signature) dated 10/3/09 Certified Nursing assistanck
documented, "This is fo inform you that the TP
resident above (Resident A) was found sitting began at 1?5_0 rev1e?vmgt .
on the floor in his room this evening around ensure assistive devices arg in
7:15PM. He said he didn't know what he did place for independent
and he fell with a smile on his face. He residents. [n_sewicing will
sustained a cut on his head (1cm.) in length continue until staff in-
and an abrasion on his left eyebrow. Called the |
MD on call and ordered to clean area with NSS serviced. If staff on LOA gr
(Normal Saline), apply vaselne & cover with absent for other reasons st
steri-strips. {nitial treatment done. Denied any member will be in-service
pain. VS (Vital signs) are as follows: 120/70, upon return to work. DON or
74, 18, & 926. He is already on low bed. But . . .
sometimes he doesn't use his walker which is deSlgnee will audit 3x/wee
52672010 9:26:30AM

LABiRATORY DlRECTGg::OVIDERISUPPfiER REPRESENTATIVE'S SIGNATURE

TITLE {X6) DATE

Don Slae /1D

Any deficlency statement ending with an asterisk {*) denotes a deficiency which the institution may be excusad lrom comecting providing it is determined
thal other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 24 days following the date
of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14 days following
the date these documents ars made available to the facility. It deficiencies are cited, an approved plan of comection is requisite to continued program

participation.
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
055210 B WING 12/22/2009

NAME OF PROVIDER OR SUPPLIER STREET ADQRESS, CITY, STATE, ZIP CODE
PILGRIM HAVEN HEALTH FACILITY 373 PINE LANE, LOS ALTOS, CA 94022 SANTA CLARA COUNTY

(Xd) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ‘ {X5)

PREFIX (EACH OEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETE
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Continued From page 3 .
times 4 weeks and then

dangerous for him even if told not to. Pis. .
random to ensure compliance

(please} advise™ The Physician responded on

10/6/09 with a written order on the same Fax and also ensuring

Transmittal form  indicating, "continue  current Wanderguard is in place,
care.” monitoring compleied,

On 12/9/09, the faciity notified the California aSSIStwe_de‘”ceS are w1thm]
Depariment of Health Services of another reach of independent

incident of a fall. Resident A's Progress Notes residents unless otherwise
by Staff 2(RN - Day Shifty dated 12/7/09 at care planned. DON or Nurge
421 PM Fali Note documented, CHNA Educator will audit fall

{Certified Nurse Assistant) heard somebody

yelling for help in the other room. When incidents and neuro checks|to

checked, resident was seen sitting on the floor ensure completed. P ost-fall
propped up with his right elbow for suppor. assessments will be

‘Wl':er; “ast;ed .dw,htat happened, trf:ide;\t lsaicir1 hi completcd by DT

just fell. Resident was seen at the fool part o e .

the bed, walker in the middle of the room. mon'ltonr'lg for p at,tems'
Resident denies hitting his head, claimed that Audits will be reviewed at
he fell with his botlom first" "ROM (Range of QA for any

Motion} done on both extremities, able to move suggestions/comments.

without discomfort. Assisted to get up wusing
gait belt. Able to walk using walker without

difficulty. Complained of pain in elbow, when 4. Director ofNursmg 15

checked there was skin tear and bump in the responsible for sustained
elbow.” " MD (Medical Doctor) notified. complia.nce and will monitor
Steri-strip applied to skin tear and cold audits to ensure compliance

compress applied to bump area in elbow.

Resident's nephew informed of the incident. is maintained per this p lan pf

Reminded resident to always wak with his correction.
walker at ail times. Neuro check initiated.” 5. Completion Date June 26,
2010,

During an interview on  1/1¥10at  9:00 AM,
Staff 1(C.N.A float) said, "That day the patient
was confused, three times walking without his

qunt 10:UERE11 5/26/2010 9:26:30AM

LABORATORY DIRECTOR'S gjz’lﬂjRISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X&) DATE
dc e(\ Do A St ( L0

Any deficiency stalement ending with an asterisk (*) denoles a deficiency which the institution may be excused from cofrecting providing it is determined
Ihat olher safeguards provide sufflicient protection to the patients. Except for nursing homes, Lthe findings above are disclosable B0 days following the dafe
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following
the date these documents are made available to the facilty. Hf deficiencies are cited, an approved pian of comection is requisite to continued program
participation.
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] DATE

room.” Staff 1 said

Record review of

licensed nurse
indicated that the

range until 7:00 PM.

was 98.6, Puise -

must be assessed
potential causes

for possible injuries

Continued From page 4

walker, Reminded flo use the walker,
patient fell, the walker was in the middie of the

Assessment checklist

was the only assessment
PM, the Neuro Checklist indicated that
resident was coded
arouse); hand grip

environmental  issues
promptly.” "Steps in the Procedure 1.
Fall. a. if a resident has just fallen, or is found
on the floor without a wilness to the event,
nursing staff will record vital signs and evaluate

When the

she did not ask if the

resident used the walker.

Resident A's Neurologica
that was initiated by the

resident's vital signs

on 12/7/09 at 11:15 AM

and

neurological assessments were within  normal

At 900 PM, the pupil size

documented. At 11

the

as “F (Asleepfunable 1o
‘0"  (None)'. Temperature

96, Respiration - 20

Blood Pressure was 160/80.

, and

Review of the facility's policy and procedure on
"Assessing Falls and Their Causes"
12/07, “General Guidelines"

dated

".5. Residents

in a ftimely manner for
of falls. 6. Relevant
should be  addressed

to the head, neck,

After a

spine,

and extremities.” On 10/29/09a hand written
procedure was added stating. “Neurological
signs to be checked and log at least 24 hours."
“d. Nursing staff will notify the resident's
Attending  Physician and family in
approgpriate time frame. When a fall results in a

an

Event ID:UERE11

5/26/2010

9:26:30AM

LABOF’QTORY DIRECTOR'S %R::II*IZERISUPPLIER %EPRESENTATIVE'S SIGNATURE TITLE

(X6) DATE

5/&(9 /tb

Aay deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined
that other safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 90 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of cofrection are disclosable 14 days following
the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued program

participation,
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CALIFORNIA HEALTH AND HUMAN SERVICES  .ENCY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER COMPLETEC
A, BUILDING
055210 B. WING 1212212009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CCDE
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(x4) ID SUMMARY STATEMENT OF DEFICIENCIES l 1s] PROVIDER'S PLLAN OF CORREGTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CROSS- COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DEFICIENGY} DATE

Continued From page §

significant injury or condition change, nursing
staff will notify the practitioner immediately by
phone.” "e. Nursing staff will observe for
delayed compilications of a fall for
approximately forty eight (48) bhours after an
observed or suspected fall, and wil document
findings in the medical record.” "f.
Documentation wiil include any observed signs
of symptoms of pain, swelling, bruising,
deformity, and/or decreased mobility; and any
changes in level o f
responsiveness/consciousness and overall
function. It will note the presence of absence of
significant findings."

The nursing Progress Notes dated 12/7/09 at
11:59 PM  documented, " WV/S 120/70, 98.6, 70,
20, ambuiating in the bhallway with walker when
received, right afler, the activity staff noticed
his face (Resident A) turned pale and assisted
him to chair. Q2 (oxygen) sat (saturation) RA
(Right Amm) 97-98%, b/p (blood pressure)
120/70 hr 78, .. assisted back to his room, ate
25% dinner. At 7:30PM, had an episode of
vomiting moderate amount of undigested food.

resident not responding difficult to arouse,
telephone call to nephew regarding advance
directive....he wants 1o talk to the doctor first,
wants advice before sending him (Resident A )
to the hospital. Telephone call to nephew
informed him that the doctor prefers the
resident to the ER (Emergency Room) so all
labs can be done immediately” It was
documented that the residents nephew called
back saying he wanted the resident to be

Event ID:UERE 1 £126/2010 9:26:30AM
LABORATORY DIRECTOR S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
:SM«‘ o du DO A Sas 1o
Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from comrecting providing it is determined
that ather safeguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 3¢ days following the date
of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14 days fallowing
the date these documents are made available te the faclity. i deficiencies are ¢ited, an approved plan of comection is requisite to continued program
participation.
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Continued From page 6

fransferred to the  hospital. The On-call
Physician was notified and he gave an order
for the resident to be ‘ransfefred to the
hospital.

Cn  12/22/09 at  10:00 AM, Staff 4 (Director of
Nursing) was interviewed. Staff 4 said, "It
happened  12/7/09at 11:00 AM. Resident A
felll, had a skin tear and slightly swollen elbow.
He does not have a steady gait and walks
better with a walker. But, sometimes he is
non-compliant with the walker. He vomited after
dinner and became unresponsive and pale. Al
11:30 PM, he was transferred to the hospital
and died in the hospital 12/8/09."

The medical records did not have a
documentation to indicate that the physician
was called on 12/7/09at T:30PM  when
Resident A turned pale and vomited after the
fall. The Physician was nofified at 9:30 PM
when Resident A became unresponsive and
his pupils were not reacting to light. Although
neurological checks were done every 15
minutes, there was no documented evidence
that the licensed nurse assessed the resident
for possible head injures when he started
vomiting and became unresponsive. Staff 3 did
not notify the Physician nght away when the
resident starfed to look pale and stared
vomiting. The Physician was notified ftwo hours
after the resident started getting uniesponsive
and caused a delay in transfernng the resident
to the hospital for emergency measures.

Event ID:UERE11 5/26/2010 9:26:30AM

LABORXTORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
| de ) Do A) Slaeliv

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from comecting providing it is determined
thal other sateguards provide sufficient protection to the patients. Except for nursing homes, the findings above are disclosable 80 days foflawing the date
of survey whether or not a plan of correction is provided. For nursing homes, the ebove findings and plans of comrection are disclosable 14 days following
the dale these documents are made available to the facility. i deficienties are cited, an approved plan of comection is requisite 1o continued program
participation.

State-2567 Tof12



CALIFORNIA HEALTH AND HUMAN SERVICE. LENCY
DEPARTMENT OF PUBLIC HEALTH

-

STATEMENT QF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
ANC PLAN OF CORRECTION IDENTIFICATION NUMBER.

055210

(%2) MULTIPLE CONSTRUCTION

A BUILDING

(X3) DATE BURVEY
COMPLETED

B. WING

12i2212009

NAME OF PROVIDER OR SUPPLIER
PILGRIM HAVEN HEALTH FACILITY

STREET ADDRESS, CITY, STATE, ZIP CODE
373 PINE LANE, LOS ALTOS, CA 94022 SANTA CLARA COUNTY

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

PREFIX
TAG

o ‘ PROVIDER'S PLAN OF CORRECTION (X5}
(EACH CORRECTIVE ACTION SHOULD BE CROSS-
REFERENCEDR TO THE APPROPRIATE DEFICIENCY) DATE

COMPLETE

Continued From page 7

'The  Physician  Discharge  Summary  dated
12/22/09 documented, "Final  Diagnosis-Fall" "
Pertinent  Physical and  Laboratory  Findings:
LTC (Long Term Care) resident who was
stable and fell then became confused. Was
sent to hospital ER (Emergency Room) for
evaluation.” "  Foliow-up and Discharge
Medication Instructions; Expired at the hospital-
developed intracranial hemorhage and family
decided comfort care.”

In an interview on 1/11/10at 8:35 AM, Staff 2
(Day Shift RN) said, " The resident was walking
back and forth sometimes without the walker.
He needs to be reminded to use walker. That
day the CMNA was in the opposite room of the
patient. She caled and said that the resident
was on the floor siting partly supported by his
elbow. Patient said "I fel" and denied hitting his
head. The walker was at the fooct of the bed.
Had bistory of previous fall in his room. After
the fall the physician was notified. No other
complains except elbow pain” Acconding to
Staff 2, she assessed the resident and got him
up from the floor with Staff 1, Staff 2 did
neurochecks and the resident's vital signs were
“all right". Staff 2Z2said the room was not
cluttered and the floor was dry.

In an interview with Staff 3 (LVN - Licensed
Vocational Nurse} in charge on 114/10at 2:15
PM., she said, "At 930 PM, | went to check the
resident's finger sfick glucose and noted a lot
of mucous on residents chest O2sat is okay
but resident was unresponsive. | called the

Event ll}:UERE1 1

5/26/2010

$:26:30AM

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

M Dy de )

TITLE (X8) DATE
Do 5£Ja lio

Any defictency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing il is determined
that other safequands provide sufficient protection to the patients, Except for nursing homes, the findings above are disclosable 30 days following the date
of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14 days following
the date these documents are made available to the facility. If deficiencies are cited, an appreved plan of comrection is requisite to continued program

participation.
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nephew first. He doegs not want any aggressive
treatment, and then the physician said, ' Telt
the nephew that the resident needs labs.' "l
was getting uncomfortable with this. | called the
MD again, | spent more time talking to the
resident's nephew back and forth finally
resident's nephew and resident's sister agreed
to have resident transferred to the hospital.
The resident had a poor appetite during
dinner.  Around 4:30PM, the activity staff
noticed the fesident tumed pale we put him to
bed. At 7:30PM the resideni vomited and was
still responsive until about 9:30PM | took vital
signs and neuro checked but forgot to write it. |
was mostlly on the ophone with the family and
MD." When asked how often the neurocheck
was done Staff 3 said, '"The first hour, we do
neurc check every 15 minutes, then 30
minutes x 2, then 1hour x 4, 2hours x 4, then
4hours x 4 When asked how many staff
worked for the PM Shift, Staff 3 said, "“We do
not have an RN Supervisor in the PM Shift. The
staff that were on duty on 1277/08in the PM
Shift were 4 CNAs and one LVN in charge.”

The facilty did not have a Registered Nurse in
the PM Shit on 12/7/09%o ensure consistent
monitoring and  accurate assessment on
Resident A's change in condition after the fali
in the morning. There was only one licensed
nurse (LVN) who spent most of her time calling
the Physician and the family who did not want
aggressive treatments for the resident. This
caused a delay in the resident's transfer to the
hospital for emergent treatment and care.
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There was no qualified licensed sfaff to assess
and provide care and Ireatment to Resident A
while the LVN was on the telephone with the
Physician and family,

Record review of the ED  (Emergency
Department)  hospital notes dated 12/68/09
noted, “Patient is an 85year old brought in by
ambutance from SNF (Skilled HNursing Facility)
for altered mental status. Per family, pt
(patient) had a fall today around 0700,
unknewn if hit head or had LOC (Loss of
consciousnessy.  Was his baseline  mental
status the rest of the day. Around 1900 he
vomited once, and then around 2100 became
unresponsive. No known fevers. No reported
cough or labored breathing. No vomiting or
diarrhea  reported.  Patient  unresponsive  on
arrival."

Review of the CT ({Computed Tomography) of
the head dated 12/8/09, 2:10AM showed
"large right sided subdural with midline shift;
right basal ganglia intraparenchymal bleed +
herniation.”

The hospital's "“Death Certificate  Worksheet"
"Death  Pronouncement: Date - 12/8/09, Time
of Death: 1447, Death was caused by:
Immediate  Cause (A} brainstem  herniation,
Due to (B) subdural hematoma, Due to (C) fall
with head trauma. Other significant conditions
confributing fo death but not related to cause
given: Dementia, coronaty artery disease."
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Record review of Hospital Discharge
Summaries dated 12/10/09, Principal Diagnosis
at  Time of Death: Traumatic  Subdural
Hematoma. Active Hospital Problems-
Traumatic Subdural Hematorma  date  noted
12/8/09, Herniation of the Brain- date noted
1213/0%.

Therefore, the facility falled to provide
adequate supervision and assistance devices
to prevent avaidable accidents when:

1. The facility faled to monitor the placement of
the walker that was away from Resident A's
reach, and failed to monitor the application of
the bed alarm/wanderguard. The walker was in
the middle of the room when the resident was
found on the fioor after a fall.

2. The facifity failed to monltor and supervise
the resident who had history of falls and
assessed by the facility staffs as being
non-compliant with the use of a walker during
transfers and ambulation. The resident had a
second fall that resulted to serious head
injuies and was the cause of the resident's
death after he was transferred to the hospilal.

3. The facility failed to implement the policy and
procedure with revision date of December
2007 for “"Assessing Fails and Their Causes"
when there was no documented evidence that
the licensed staffs assessed possible head
injuries that would have been included during
neurclogical checks. There was no RN on duty
to do accurate and consistent assessment of
the resident's decline in condition after the fall
on 12/7/08.
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The above violations presented an imminent
danger to the patient, and was a diredt
proximate cause of the death of the patient.
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