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| have enclosed the Plan of Correction for
The following reflects the findings of the : the above-referenced fgcllhty in regponse
Califgrnia Department of Public Health during an fo s tatmont of Deliejencles. Whils
abbreviated standard survey | this docu:pent Is being submitted as.
' confirmation of the facillty's on-going
) - efforts to comply with all statutory and
Complaint Number: 654209 | regulatory requirements, it should not be
| construed as an admission or agreement -
| Representing the Department: ! with the findings and conclusions In the
‘ Statement of Deficiencles.
39763, HFEN In this document, we have outlined
specific actions in response to identlfled |
The inspection was limited to the specific 155:?’{531Z::i';?ég;‘:;ﬂ:e:r?Iggiﬁ;:d
| complaint investigated and does not represent = el ;
o . . e h Id factors. |
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654200, i
F 689 | Free of Accident Hazards/Supervision/Devices F 89| F: 689 Accldents Hazards/Supervision/
i
§483.25(d) Accidents. How will the corrective action be
- The facility musl ensure that - ‘ . accomplished for thoze residents found to
1 §483.25(d)(1) The resident environment remains have been affacted by the deficlent
| as free of accident hazards as is possible: and ractice?
p ?
§483.25(d)(2)Each resident receives adequate Resident 1 was monitered by Licensed
supervision and assistance devices to prevent Nurses, status po=t fall x 72 hours and no
accidents. change in lavel of consclousness was
This REQUIREMENT is not met as evidenced noted.
by: - [ |
L . Certiff ! :
Based on observation, interview, and record eni ;ﬁg?gﬁﬁff“‘mm placed floor - :
review, the facility failed to ensure one of three Bedside as well as lowered bed to Tow—
sampled residents (Resident 1) was free from position on 9/30/19.
accident hazards when, after the resident -
sustained a fall, the facility failed to; T
1. Complete neurological checks (neuro checks) s 2
according to the facility's Neurological Checks T B
Doncy and procedure. : W ol
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/ﬁfﬁ%zﬁjw /ff-"/f /9’

Any deﬂclency statemant andlng with an astansk (*) denotes a deficiency which the institution may "be excused from comrecting providing it is determined tHat
alher safaguards provide sufficient protection lo the patients. (See instructions.) Except for nursing homes, the findings stated 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 correction are disclosable 14
days following the date lhese documents are made avallable to the facllity, If deficlencles are clted, an approved plan of correction Is requisita to continued

program parlicipalion.
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F 689 | Continued From page 1 F689)  Licensed Nurses wlll be re-in serviced by

2. Ensure safety measures were implemanted.
These failures had the potential to result in an
undetected head injury and/or further injury.

Neurological checks are performed to assess a
person's neurological function and level of
consciousness and may be performed at timed
increments. The purpose of neurological
assessments are to make sure an individual's
naurological functions is not impaired or non
responsive after an injury.

i
' Findings:

1. During a review of the clinical record for
| Resident 1, the Change of Condition Evaluation
document dated 8/25/19, indicated Resident 1
had a fall and sustained a bump on the left side of
her scalp. Resident 1 complained of a headache.
The Collabarative Care Review (CCR) document

and "neurochecks" were recommended. The
Neurological Evaluation Flow Sheet (the
document where the neuro checks should be
documented) initiated on 8/25/19, was
incompleta.

' During an interview with the Director of Nursing

(DON), on 9/19/19, at 4:33 PM she reviewed the
Neurological Evaluation Flow Sheet initiated on
6/25/19 at 8:15 PM and confirmed the
Neurological Evaluation Flow Sheet was not
completed consistently. The DON stated her
expectations are for the neuralogical checks to be

complete.

' During a review of the facility policy and
| procedure titled "Neurological Checks” revised
| 3/18, indicated "Neurological checks will be done

dated 8/26/19, indicated the fall was unwitnessed ‘

Director of Clinical Services on 10/8/19
regarding Neurological Checks Policy
and Gomprehensive Care Plan,

Certified Nursing Assiztants were re-n

serviced by Quality Improvement Nurse
regarding Kardex emphasizing on floor
mats and low bed on 10/8/19

What measures will put into place or
systematic changes made to ensure that
The deflclent practice will not reacur?

Llcensed Nursee will be re-in serviced by
Diractor of Clinleal Services on 10/8/19
regarding Neurological Checks Policy
And Comprehensive Care Plan.

Certified Nursing Assistants were re-in
serviced hy Quality Improvement Nurse
10/8/18

regarding Kardex emphaslzing floor
Mats and low bed positioning. Lo

Health Information Specialist or Deslgnes ™
will audlt residents with unwitnessed fallg,
and/or injury to head Neurological Checke
two times per week for thres mgnths.
Results of the auditwillbe  —
communicated to Quallty Improvement
Team consisting of but not limlted to
(Director of Clinlcal Services, Assistant
Director of Clinical Services, Unit

ey

wn

Managers) during Clinical to oversight
Correction of any deficiencies.
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F 689 | Continued From page 2 F 689
for residents with un-witnessed falls and/or injury

every shift for the second and third days."

2. During a review of the clinical record for

call light from the floor. The CCR

| 2 "Low Bed" and ensure "Floormats [sic] at
bedside". The Care Plan (CP) initiated on
6/19/19, titled "Resident is at risk for falls”
"Mats on the floor at bedside",

| During an observation and interview with

present on either side of her bed, Resident 1

did not know how to use the bed controls.

During an obhservation and interview with the

the bed was not in a low position.

to the head . . . A. Neurvlogical checks shall be
done as follows: Check every 15 minutes for the
first hour, Then every 30 minutes for the second
hour, Then every hour for the next four hours,

' Then every two hours for the first 24 hours, Then

Resident 1 the Collaborative Care Review (CCR)
meeting dated 8/26/19, indicated Rasident 1 had
an unwitnessed fall in her room while trying to get

recommendations included to keep Resident 1 in

indicatad as one of the interventions, to place

i Resident 1, on 9/19/19, at 2:27 PM, in Resident
1's room, her bed was noted to be approximately
36 inches off the floor and no floor mats were

confirmed she had a recent fall. She stated she
fell out of bed trying to reach her call light which
had fallen on the floor. When asked If she raised
her bed to the lavel it was at now, she stated she

Administrator, on 9/19/12, at 2:38 PM, outside of
Resident 1's room, he confirmed the absence of
floor mats beside Resident 1's bed and confirmed |

During an interview with the Director of Nursing
| (DON), on 9/19/19, at 3:08 PM, she reviewed the

having the potential to be affected by
same deficient practice?

to be affected by the same deficient
practice.

" conduet an audit on rezidents

Resldepts that have unwitnessed falls
and/or injury to the head have the potential

How will the facllity identify ather residents

On 10/8/19, the Clinical Unit Managers wlil

with unwitnessed falls and/or Injury to the

head from 10/1/19 to 10/7/119 to verify

that Neurological Checks were com pleted

and Care Plan Interventions are
implementsd.
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clinical record for Resident 1 and confirmed the
recommendations from the CCR meeting dated
8/26/19 and the interventions on the care plan
titted "Resident at risk for falls" were correct. The
DON stated her expsctation are for the
racommendationsfinterventions to be carried out.

During a review of the facility policy and
procedure titled "Falls Management Policy”
revised 7/18, indicated, "Residents who sustain a
fall should have a post fall evaluation completed
to consider-possible interventions to reduce the
potential for future falls and injury.”

During a review of the facility policy and

| procedure titled "Comprehensive Care Plan”
revised 8/09, indicated "4. Each resident's
comprehensive care plan will describe . . . f,
Interventions that will be implemented to enable
each resident to meet his /her objective.”

1

i
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F 689 | Continued From page 3 F889| During daily Quality Inprovement Rounds,

Interdisciplinary Team wlll Include but not
limited to Director of Clinical Saervicas,
Asslstant
Director of Clinical Services, Unit
Managers
Resident's fall care plan interventions e.g.
floor mats, bed keep In low position are
Implemented and monitor three times a
waek for 90 days.

Any findings will be discussed during i
Interdisciplinary/ Clinleal meeting. Any
compliance issues will be corrected by
Licensed Nurses and Certified Nursing
Ass|stants as soon as practicable.
Additional re-training will be done by
Director of Clinical Services or Designee or
Quallty Improvement Nurse as needed.

How will the facility manitor its’ performance -
to make sure that solutions

are sustalned? 11/7/19

Results of audits or compliance will be
bought to Quality Assurance Performance
Improvement Committee by Diractor of -
Clinleal Services or Designee x 3 months.
117119 i
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