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SUMMARY STATEMENT CP OEFICIENGIES : D PROVIDER'S PLAN CF CORRECTION 08 .
Wneﬂmmaemwm PREFIX (EACH CORRECTIVE ACTION SHOULD 8E ) COMPLETION
e REGULATORY OR LSCIDENTIFVING TAG CROSS-REFERENCED TO THE APPROPRIATE e
F 000 | INTIAL GCOMMENTS | F 000
Surveyor: 38487 F 000: This plan of comection shall
;mml X dmm"“n"' m:;f:? Caifomia constitute our  written  credible
Investigation of a complaint allegation ' of compiiance for the
o - ’ " | deficlencies noted. The facllity will be
Complsint Number: 627672 | complying by 05/10/19. The responses
" | Representing the Department. 38487, HFEN contained herein do not represent an

, . | admission of gulit on behalf of the
The inspection was Emited to the specific | factiity
compiaint investigated and does nat represent :
the findings of a ful Inspection of the facifity.

One def nsued far bar F689: (1) Resident’s 1, was. dlscharged
-daficlency was compiaint num!
82782 on 02/15/19.
F 889 | Fres of Accident Hazarda/Supesvision/Devices 'F88g| (2) The RN supervisor identified on
§3=0 | CFR(s): 483.25(dX1}(2) : 05/02/19 during a charts audits that all
§483.25(d) Accidents. . the residents had a “fall risk
‘I'hefadl;y) (:;l’u;:‘:mo t:;a:m ans assessment” done and the residents
§483.28( reside ronment rem:
assessed with a “high-risk” of falling a
gs freo of accldent hazards possible; '

8 ol and care plan completed, developed and
§483.25(d)(2)Each resident recelves adoequate implemented. No other residents were
Supervision an assistunce davicos t proverd affected by the deficlency identified.

This REQUIREMENT is not met as evidenced The RN supervisor will identify a
by - resldent with a fall risk condition upon
Bs“' "l on [MM7” and record review, the faciity admission \:Ihen doing the “fall-risk
falled to develop a falls risk resident-spacific care assessment,” and if the total scoring of
zlgg:mwédmmmmwn:g&m the assessment indlicates is a “high
. m L
dm:gmmm'ﬂm ek profession a on risk,” then a care plan has to be
.| goat for the resident) recommendations and - | initiated, develop and Implement on
" | provide the neoessary manitoring to prevent a fall the admission date. (to continue next
for one of two szmples residents (Resident 1). ' page)
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. o) mmm»mmmammmmmummm ng & |s datormined that
mmmmuwm (Soo instructions.) wnmmmmmﬁmw 90days
| Jiowing the data of survey whether or not 8 plan of carmection ia pravided. For mursing homes, tha ahava findings and pians of coracion cre disdosebia 14
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- AN 5 i Sy w
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A GULDING COMPLETED
’ c
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. STREET ADDRESS, CITY, STAYE, 219 CODE
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SUMMARY STATEMENY OF DEFICIENCIES : (U] PROVIDER'S PLAN OF CORRECTION w&w
L A R
F 689 | Continued Fm :wnu dort1 1o : F683| (FG89: continued from page 1 of 3)
This deficient In Resident : ' .
sustain a fall, which had the potential for Resident The MDS-Nurse (IDT team leader) will
paychosocial well-being. 14 days after the resident’s admission-
Pindinas: date that a “fall- risk assessment” is
completed and if assessed as a “high-
On 3/8M9, an unannounced visit was made to the risk® of falling a care plan is adequately |
tacility to Investigate a complsint reganding quality : completed, developed and
of care. . g implemented. Also will identify that
A review of Resident 1's Face Sheet, mﬁﬁ" the IDT recommendations included
2/6/19, indicated Resident 1 was on : .
211119, with a diagniesis which included, but was :::h appropriate measures to impose
not Emitad to, difficulty walking. preventions of falls, such as regular
assessment of the need to use of
A review of the Minimum Data Set (MDS), a
end , devices, medication regimen, and
too, dated 2/8/19, Indicated Resident 1 had a monitoring.
magmmymw " (3) The Director of Nurses gave an in-
Resldent 1 required mV:ﬁm mm ' service to the licensed nurses on.
mmm . end total senca on 05/02/19 titled “Free of ;Accldent
todet use. Resident 1 was assessed to have Hazards/Supervision/Devices.”  The
experiencad a fall in tha last two to si months . lesson plan Included the [lcensed
prior to edviission. : nurses will develop fall-risk resident-
A review of the Fail Risk Assessment, datad specific care by IDT recommendations,
211119, indicated Resident 1 had a feil risk score and provide constant monitoring to
ﬂ‘* Total score of ten or abave represents high prevent a resident from falling. (a)

_ Proper assessment of resident upon
Areviaw of the SBAR (situation, background, admission. (b) Develop a fall-risk care
:m* mmm -8 wm':mw':f;ﬂm plan by IDT recommendations. (c)

3‘:3;3 M(m) 'ﬁu' M2:45pm. @ cortified Ensure the resident environment Is
nurse asslstant (CNA) was inside a residents free of accident hazards. (to continue
room and heard an afam coming from a i next )
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

S OMB NO. 08
ER/CUA (X2) MULTIPLE CONSTRUCTION . ' (%3) DATE BURVEY
IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
0562583 B.WING : 06/01/2018
NAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, 2P ?ODE
8600 SEPULVEDA BLVD.
BERKLEY VALLEY CONV HOSPITAL VAN NUYS, CA $1411
X4y 1D - BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOWLD BE co\t;n.eﬁmu
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
. DEFICIENCY)
F 688 | Continued From page 2 Fe8| (reng e
: continued from page 2 of 3)
Resident 1's room. When the CNA arrived to
Resident 1's roam, she was aiready on the floor (d) Adequate supervision provided t'o
in sitting position next to her bed. Resident 1 the resident.(e) Ensure call light is [
z:t“’-"_m trying to get up and lost my ‘ within reach at all times. (f) Provide
ance: ' assistive devices to prevent accidents,
On 3/8/18, at 11:23 AM, the Director of Nursing such as bed alarms, wheelchalr alarm,
g’;w gg“nm“ﬂ“:"ed- ;‘l']":iT" wp"ﬁ""'?d the floormats, etc. (g) Regular assessment
levelop a fall risk care plan, in '
accordance with IDTrrecommendations, but at the need to use of devices,
should have. The DON could not explain the medication regimen, etc.
missed fall risk care plan. The DON verbalized
the Importance of developing resident-specific (4) The Medical Records Director will
care P""‘“-di:ﬁ ““mga"g_‘"‘“' lDTof vor monitor every month during an audit
falls. wendations, foatinin a godl of pravening of resident’s chart if the “fall risk
) . - | assessment” is completed and a “high
A review of the facility policy, titled "Fail - risk’ of falling care plan was
Prevention”, revised Aptil 2013, indicated the leted devel 4= d
interdisciplinary team will ba Informed and wiil be compieted, Eveiope an
discussing appropriate measures to impose the implemented. The Medical Records
Pmm gfﬂ"s such as :ﬂdlﬂaf Bﬂse:m Director will communicate the Director
Q -] use an' evice an * .
madicciion mmanazm ey of Nurses of any findings for continuing
) training of the licensed nurses as
needed.
The Director of Nurses will report any
results at the quarterly Quality
Assurance Committee meeting to
discuss and monitor for continued
compliance. j
(5) The facility will be in compliance by d&%a//f
05/10/19.
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