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The following reflects the findings of the
California Department of Public Health dur:ng

, irwestlgatlon of all entity reported Incident
conducted on 2/13/12,

F DOO :This plan of correction is the
facili.ty's response to
deficiencies found during the

; investigation of an incident
that occurred 01-26-12.

I

i Entity Reported Incident CA00297454 regarding I

Ouaht')' of Carerrreatment, ReSIdent Safet)'/Fa\\s,
, Federal deficiencies were identified {see Federal
I Code of Regulation F-279 and F-309}},

The inspection was limited to the specific entity
reported incident investigated and does not
represent the findings of a full inspection of the
facility.

Representing the California Department of Public
Health, 29765, Health Facilities Evaluator Nurse

F 279 48320(d). 483 20(k)(1) DEVELOP
ss=o ' COMPREHENSiVe CARE PLANS

F 279 1. Resident 1 cxpirej on
02-07-12.

A faCility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

, The facility must develop a comprehensive care
i plan for each resident thai includes measurable
, oejectives and tilnet~l:Jles to meet a residenfs

medical, nursing, and mental and psychosocial
needs that are Identified in the comprehensive
assessment

TITLE

'3>-&0-/2
(X6) DATE'-

~'Y defiCiency statement ending wllh an asterisk n de[lote~ a deficiency which the in~lilullon rray be e~cused from correcting prOViding illS d'elerl1llned' thai
)~heJ safeguards prOVide sufficient protection \0 the patients. (Seell1struclions) Except for nursing home" the findings staled aoov~ are dlsclosaole 90 days
'~'llowlng the aate of sUNey whether 01 not a plan of correction IS provided. For nursing homes, the above findings and pians of correction are dlsclosable 14

Jays following the date lhese docume"ls are made available to lt1e faCilIty If deficiencies are cited. an approVed plan 01 cOlrection \s requ\sile to coll1inued
nJgram par1lcipalion,
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due to the resident's exercise of rights under
i §483,10, including the right to refuse treatment
under §4831 0(b)(4).

fhlS REQUIREMENT 'IS not met as evidenced

bY
Based on interview and record review, the faCility
fa~ed to revise and develop the care plan for o~e

,of one sampled resident (1). Resident 1 fell and I
, injured hDr left wrist and acquired a bump at the I
I back ot her head No new care plan or re"ision of :
existing care plan were done after the fall to '
address how 10 care for Ihe fractured wrist or to

,assess for a head injUry Failure to revise a care
plan affects Ihe necessary care and services

': needed to attain the highest practicable pnysical,
mental and psychosocial well~being of the
reSident. Findings:

Resident 1 was admitted to the facility with
, diagnosos including pneumonia (infection of the
" lungs) and required rehabilitation (restoration to

nor:nalol near normal function after a disabling
disease), Minimum Data Set (MDS, assessment
tool) dated 1/30/12, ind:cated Resident 1 was

, confused on and off but eaSily reoriented.

On 2/13/12 during record review of the discharge
order plan dated 2/8/12, it indicated ReSident 1
expired on 2J7J12 The nurse's notes dated

I 1/26/12 a13:48 am., indicated Resident 1 was
found on the floor trying to get up. According to ,

, the notes Resident 1 obtained a bump at the back'
~ of her head and her leM wrist was swollen.
, Resident 1 was sent to lhe emergency room for
further observatIon She returned to the facility
with a cast on her leM forearm aMer being

F 279 1

1

I.

-------~---j

If a patient falls at the
facility

2. O::rrprehensive care plans
for fulls will t.e main­
tained and ui=dated on ,
residents at this facility. 1 ,

This is to ensure the '
highest level of well-teingl
for the residents.

3. we will continue to care
plan [aIls anc\ keep the
informa.tion current. If a
fall occurs a nE!W' care plan
will te ~evised as to those
needs. !

4. The.rx:::N will re r.onitoring
all res idents charts wiD
have had falls for ccrnpre­
hensive care plans.

5. The licensed staff will oc
inservicei by ~ch 23 en
uFrlating dTld maintaining
care plans. The inservice :
will also include review of;
the facility's current Fall'
PreventiOJ'. Policy. The ,
insetvice will be conductOOi
by the 000.

Eve"l IU, Y~EM11 Facil;~ ID CA0700QOQ62 If contiriJalian sheet Page 2 af 5
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i diagnosed with a fractured wrist,
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I

This ReQUIREMENT is not met as evidenced ,
by ,
Based on interview and record review, the facility ,

failed to provide tI'1e necessary care for one '

I During record review on the same day, it
IIndicated Resident 1 returned 1rom the
emergenc~ room on the same day (1/26/12) A

I review of the fall risk care plan indicated it was
Irevised with the wards, "fall 1126/12" but had no
I new goals or interventions. The head and wrist
injuries were not listed. There was no plan as to I
assessing either injury and no plans for cast care I'.

or the need for additional as::;istance in activities
! of daily livmg.
;
I During an interview on 2113/12 al1 0:40 a.m. with
: the director of nursing, she staled there was no
I documented rev~ed care plan made after the fall.

: The undated facility's policy, "Fall Prevention
, Procedure" indicated a re-evaluation of aU
Iresidents on an on-going basis to identify
I residents al risk and document personalized plan
of care in the resident care plan.

F 309148325 PROVIDE CARE/SERVICES FOR
55=D IHIGHEST WELL BEING

I Each resident must receive and the facility must
I prOVide the necessary care and services to attain
or maintain the highest practicable physical,
mental. and psychosocial well-being, in
accordance with the comprehensive assessmenl
and plan of care. I

I
I

I

i
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; resident (1) when she tell and fractured her left
I wrist and hlt her head, and was discharged to an
emergency mom (ER) Upon Resident 1's retuln I

I to the faCility there was no poTrey or procedurern
, place for residents post fall or fOr residents who
I had head injuries. The facility failed to assess for

complications caused by the injuries or to care
, plan for her injuries after the fall Resident 1 had
, a k.nown histolY of disconnecting her TABS unit
, {a portable alarm unit atl:acred to the resident
Which sounds when a resident pUl!s It out) prior to
her farl. After her fall she became non-compliant' ,

, with medications, became progressively confused
, and agitated after the fall. The facility failed to '
" ha1ie a care plan for her nor.compl'lance. Failure
, to assess for complications or to have a care plan!

for her post fall needs and deterioration of her
condition had the potential to affect her reaching
her highest practicar physical and mental well
being. Findings

, Res;dent 1 was admitted to the facility with
diagnoses Including pneumonia (lung infection)

; requiring rehaoiJitalion (restoration of normal or
near normal function after a disabling disease),

: Her Minimum Data Set (MOS, an assessment
tool) dated 1/30/12, indicated Resident 1 was

, contused on and off but easily reoriented She
: responded approp,iate!y. The record indicated
she expired on 2f7!12.

: On 2/13/12, record review of the nurse's note
dated 1/l6f12 at 3:48 a.m., indicated Resident 1
was 10und lying on the floor on her left side and

, trying to get up. A swollen left: wrisl and a bump
, on the back of the head were assessed by the

licensed nurse Resident 1 was transferred to the
: acute care hospital emergency room (ER) where

F 309
L

2.

3.

4.

5.

Resident 1 expired 02-07-121

Resident will be assesse:::l
rm:::3 rronitoroo following
injury due to a fall. A I
canprehensive care plan will
be initiated as to the
in:iividual needs.

Patients will be assesSEd
and roonitored per Fall
Prevention Policy and care
plans will be maintaine::1.

1'he IXN will t.e rronitoring
all residents' chart-s who
have h3.d falls for
ccmprehensive care plans.

The licensed staff will be !

inserviced by March 23 on
up::ia.ting and oaintaining
care plans. The inservice I
will also include review of:
the facility' 5 current Fall I
Prevention Policy. The
inservice will te conJuctedi
by the IXlN. !
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IWESTLAND HOUSE ._~- - i CODL RI
ADMINISIRAI IVE POLICIES A.'1D PROCEDURES PAGE, I OF 4
SECTION RESIDENT RIGHTS AND ORGANIZATIONAL ETHICS .

LPOLICY TITLc.:E,,-,-"F-,-Ac.:LooL,-,P-"R.:-E,,-V-"E~N:,T,:IO='i-,-P_cRc:Oc:Cc:E~Dc:U-,-RE",-- __

l. PURPOSE: To proactively preYent falls: to identify patients at risk for
talls; and to provide a safe elVlronment for aU patients.

II. EQUIPMENT,

A. Rising Star magnetic sign
13. TABS unit
C. Night light
O. Bed/,hair pad
E. View Room

KEY POINTS

Ill. ESSENTIAL STEPS IN PROCEDURE:
A. Method

1.

2.

Identify all patients who may
be at risk for falling:
a. patients with a prior hIstory

of falling,
b. altered level of cOl1sciousrrcss.,

memory impairment, disorgaJlized
thinking, lackiClg awareness,
agitation:

c. altered elimination frequency,
urgency, ineontinence, nocturia,
cat~eter 10 plaee:

d. Instability of gail or requiring
ambulatory aid linability'o
ambulate withoul assistance,
bed rest)

e. Patients who are taking prescribed
medicaticons mcluding:
Antiarrhytlmucs. AnticonslJlsar:rs,
Ber.zodiazepine:.>. neuroleptic:.>
Antidepressants

The following may also increase
a paLlenl's nsk of faHing:
a. lower extremity weakness,

history at galt or balance disorders.

Assessment is to be done
on admiuion, with any
change in patient status
Hnd w~d;ly.

Consider ;Hoviding bedside
commode, foley eatheter
may give a false sense of
urgency.
Have walker available and
encourage to call for
assi:.>tance whenever getting
out (lfbed for chaij.
All patients gillen a sedative,
opiate, benmdiazepine or
sleeper at bedtime are at
risk for failS.

Evaluate leg strength WIW
first out ofbed order.



~-

I WESTLAND HOUSE FALL PREVEI'T10N PROCEDURE

Ill. ESSENTIAL STEPS IN PROCEDURES, IConti

A. Method leonl.)

IPAGE, 20f4 J

b. Dizziness ar.d/or postural
hypotension.

c. With sensory dysfmction, visual
or heanng impailment

d. 6S years of age or older.

Assess for orthostatic
hypotension before getting

Be sure patients have access
10 their hearing aids ;;md1or

glasses.

B Clinical Record
1. Document

<1. Patlent assessments identiiYing them as being at risk
h. Patient teaching regarding risk, include randy andior significant other in

teaching
c. In Patienr Care Plan, document pcrsonallLeu plan of care
d. Document falli;. precaUlions initiated. reinfvrced, and ac~iom taken

C Re-evaluale all palient, on an on-going h"is to idemify patient, at risk. Record weekly
cn Fall Risk Assessment Sheet or jf change in patients' condition.

D If a patient falls:
I. Assess for injwy by completing a head to toe assessment and assess for loss of

eonseieoumess
2. Take 3 full set Dfvita! signs. lndude neuro checks if the patient hit their !lead
J, ('a1l911 if necessary
4. \roti~'y the physician, charge nurse, and family
'S. Document description and location of fall. f\ote your observallons, patient

statemcnts and environmental factors
fl. Momlor patient's status pt:r MD order and document in chart
7. Complete post fall care plan
8. Complete EM2 report

R<.'viscd 01112



FALL RISK ASSESSMENT PAGE 3 OF4
InstructIOn: Upon admrt ana v.eeldy, assess the reSident "utus In the CJght clullcal coi1ClitlOn parJimeters
listed bel<l\\ b) assigning the corresponding score which beSl describes the resident in the apPf0priate
el)/umn. Add the column numbers tn "btain the totJl sec,re. If the score is ten or less or greater than
ten. IIllTiale the ;-lctie,n listed on back of sheet.

-
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'WEST1ANO HOUSE FALL PREVENTION PROCEDURES

If fall risk is 10 or less:

:::J PAGE 4OF 4

Inst I tLtc the following action jf a patient is assessed at risk for falls with a score of less than on the
Fall Assessment sheet.

<1. Insure bed i3 kept in luwest position.
b. Keep call bell and telephone within re.'leh
c. K.eep [(10m orderly and noor unduttered
d. Pmvide adequate lightmg in lhoc room
e. Provide non skid foo!wcar for use when ~mblllating.

f. Reinforce to call for assistanee when gelting up, unless
cleared hy physical therapy.

g. ToiletlOg offered at least e\'ery 2 hours

l£fall risk is greater than HI:

Imtitu!e the following acliun if a patient IS asses3ed at nsk for falls wIth a score of
greater than lOon Fall Assessment Sheet.

n. Evacuate need for vi..:w ro0ffi and/of sitter
b. Place rlsing slar "Fall Precaution" ~ign on dOi)r
c Keep room door open
d. Usc TABS andior bed and chair pad.
r:. Maintain safety measures used for patIent w itO. se0re of less

than 10 on Fall Assessment She:1.

Rc-.;valllate all patIents on an on-going basis to identify patients at risk. Record weekly
on Full Risk Assessment Sheet or if ebange in patients' condition.

[[" a patIent falls:
:I. Assess for injury

], Look tor laceration:>, abr2.sions of ohvious defonnitirs.
:.: .Noee any deviation from patient baseline co~djti(ln

~. 0(\ not wove jfyou suspeet sj.lina\ eordinjury
b. Call9-9ll if necessary
c. Notily M.D. charge nurse a~d family
d. Maintain fall risk precautions
c. Complete E1\12 Inndent Reporti:lg 10 computer.

Revll~d{)1'12




