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1
The following reflects the findings of the Department ;
of Public Health during an inspection visit , : 5
The plan of correction is prepared in
complisnce with federal regulations and is
Complaint Intake Number: intended as Desert Regional Medical Center's
CAD0244689 - Substantiated (the “hospital”) eredible evidence of
compliance. The submission of the plan of
| Representing the Depaniment of Public Heafth: correction is not an admission by the facility
| Surveyor ID # 28294, HFEN that it agrees (hat the citations ave correct or
i | that it violated the law.
The mls.pecii(m was limited to the specific facility ‘ Fy J—— T
event invesligated and does not reprasent the The confidential and privileged minutes are
findings of a full inspection of the facility. being retained at the facility for ——
_ | and verification if required.
Health and Safety Code Section 1280.1(c) For |
|purposes  of this section "immediate jeopardy" Lxhibits:
i means & situation in  which the licensee's | All exhibits including revisions to Medical staff
Inoncomipliance with one or more requirements of Bylaws, reviewed/revised or promulgated
\licensure has caused, or (s likely to cause, serious policies and procedures, docuumentation of staff
|injury or death to the patient and medical stafT training/education are retained
at the facility for agency review and verification
Abbreviations used in this document: s
CM - Clinical Manager .
|CT - Computerized tomography (A radiographic |
technique that selects a level in the body and blurs
out structures above and below that plane, leaving a
clear image of the selected anatomy ) I o
Pt - Patient = .
RN - Registered Nurse 1 F> ¢
SNF - Skilled Nursing Facility P B i.)
Stat- Immediately oF { N
&-and s ;
Healih and Safety Code Section 1279.1(c) 'The \ ,‘--1 | .S ;
facility shall inform the patient or the party ™ AV ke 1
_J et _"\'\
_1_- | e —
Event ID:05XK11 32612014 24212PM o_
LABO DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S-S[GNATURE . = TITLE (X8) DATE
\\'h.ﬁ‘«_‘l‘._t..s % u_;nkh‘nx e \ ) “‘-». Q\q{ﬂ _\_-1_ ;i.::. = S \\’{'

By signing this document, \I\hm acknahggng receipt of the a%mmn packel. Pagefs). 1thu7

Any deficiency stalemeant anding with an asterisk () denotes a deficiency which the instilution may be excused from correcling providing it is determined
that other sateguards provide sulficient protection to the patients,. Eacepl lor nursing homes, the indings above ere disclosable 90 days following the date
of survey whether or not a plan of correction is provided . Fornuising homes, the aboue lindings and plans of corection dre disclosable 14 days lollowing
the date these documents are made available o the tacility. If deficlencies are clled, an approved plan of correction (s requisite to- continued program
patticipation
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responsible for the patient of the adverse event by
the time the report is made." '
| The CDPH wverified that the faciity Informed the !
patient or the pary responsible for the patient of the ‘
adverse gvent by the time the report was made
Tag: Title 22 of the California Code of
Tile 220of the California Code of Regulations Regulations Section 70251 (b) Health and
section 70251 (b): Safety Code Section 1280.1 (c)
Planning and Implementing Patient Care
Policy & Procedures:
(b) The planning and delivery of patient care shall The Director of the Nursing Unit, in 10/01/2010
reflect all elements of the nursing process: conjunction with the Director of Quality, the
assessment, nursing diagnosis, planning, Director of Risk Management, and the Chief
intervention, evaluation and, as circumstances Nursing Officer, reviewed the Fall Prevention
require, patient sdvocacy, and shall be initiated by Program and Post Fall Care Policy. The policy
a iegistered nurse at the time of adrission met the current standards of care and no
revisions were required,
Besed con interview and record review, the facility
faied to follow the physician's order to ambulate
Patient 1 with assistance and falled to initiate a
fallinjury plan of care after the patient was identified
\on assessment fo be at risk for a falll/injury. A
faclity —staff member wilnessed Patient 1 [ 5
ambulating in her room without assistance and left | :”'
the patient's room Patient 1 fell, sustained a . | - ool B
subdural hematoma (bleeding around the brain), | - | ;
and died seven days later == e :
Findings: [ SR i - |
Sl I
On October 12, 2010, the record for Patient 1 was A '.-___1
reviewed Patient 1 was admitted to the hospital on —
. 2010, at 2:50 p.m , with diagnoses p
32512014 2:42:12PM
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Training: 103172010
The Nursing Staff for the Unit werc in
: y g . 2 ' serviced on several key items for fall
neiiing sympiortalle sn6iie [MeRkercy IR e prevention including []}1(: following:
‘amount of oxygen carrying capacity of the red 4 ; 3
blood cells resulting from another disease) Patient | :iI:; ELD": '.' M“‘:mdh:wu'igc e;ss;asmcn! Df,ﬁ;lu
1was admitted to the facility for a transfusion of illler\';::;ﬁu;?ns:;s:n ‘?11:&5::;:'"::;:(:11:5
three units of packed red blood cells for the i ; p b
tsattentiol ihe syﬁ'lptoma G asomii importance of medical record review for vital
' ' | information regarding the patient; updated and
The hysician's History and Physical, dated Bcoursfe .can? p]ﬂl‘l',. and handoff e
2040  indicated Pafioni 4 Wml communication using the SBAR tool. The in-
["currently aled and oriented and in no iauppslr(-mi| sl;:i?:(?li:v;? dcg;g:;gﬁi?aynﬂlgiﬁ::s;gﬁ 22010
[ ST o« MG G 10/14/2010, 10/15/2010, 10/19/2010, and
10. History of mulliple mechanical fals (falls | I0f22!20|0’ ! '
resulting from the environment to includge slips,
'trips, and loss of balance)." a N N :
i g ) A roving in-service on the Hill Rom bed alarm
The Hospitalist Admission Orders, dated for patient safety/fall prevention was
' 2010 indlcates:  “Ambulate conducted throughout the Nursing Units on
w/besial.” : 10/27/2010, The Nursing Director facilitated
this in-service conducted by the IHill Rom
The "Clinical Documentation Patient Assessment chmsemat“:’c- This lnf‘m‘!nalmn was
MORSE (rapid and simple method of assessing @ Ill?orpo!'atcd|moncwmuslngcq\p!oyw
patient's likelihood of faling)/BRADEN (method of erientation and annual reorientation, 101312010
predicting pressure sore development risk)' dated Muogitardie:
2010, at 7:50pm., indi ACOMUROTRNR: ,
"Morse. Fall Risk Stors - 50." ?A "IsH::se I_lr;”'c:;t;i A Fall Investigation Report Form was
Scorn of 46:8 sbove™ vdlated: the Datient: s §t implemented on 10/1/2010 to be completed on
o W o ¢ 2 3 all falls. This was monitored by The Director
High Risk" for fall or injury. The facility Pclicy and of Risk M . 1013172010
Procedure entlitied, “"Fall Prevention Program and ATpETa onoirg
Post Fall Care” with a revised date of March 2010 " F A . %
Mt i i X o0, Falls are monitored via an electronic incident 2
indicates the following: “I! is the policy of (facility : 3 R 112012010
o] 16 wEbeEs Telent for ek of Talie reporting system and Fall Investigation Report
Furthermore, fall prevention Interventions will be {'g;;l;zlé)l’éhc |Ii"ll‘(:t'.1n‘r of Risk Management
applied o patlents based on the score of the risk ARG ONERINE.
assessmeant tool" Under Procedure #2tha policy
further indicated: "Patients are risk stratifisd into no
Evenl ID:05XK11 3126/2014 2:42:12PM . -
T r
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risk, low risk or high risk calegory based on the Fall Reduction Program Compliance Audit
i At s
inilial score from the Morse Fall Risk Assessment was completed on m”]a(j.m‘ !0'{'39{2010‘
Tool" Under Procedure #5, the policy Indicated: "If and 11/19/2010 demonstrating 100%
it is determined the patient is a lcw or high risk for cumphance for the indicators. This was
falis, a fall prevention plan of care is initialed as a rﬂ?]l.ﬂalﬂl by the Nursing Director and the
L Clinical Manager.
pn y pri J 123112010
Physician  Orders, dated [N 2010 The results of the audits were reported to the
indicated  "Transfer back 1o Skiled Nursing Quality Council, the Medical Exccutive
Faciity" Patient 1was to be discharged from the Committee and the Governing Board at their
facility less than 24 hours after admission. ' regularly scheduled meetings for review and
‘ action as required.
A Clinical Documentation Nursing Note, dated
2010, at 4:09pm., indicated: Other Corrective Actions:
"Found patient laying bcn the floor after hearing STl Bodeit o laigesisiinl T, vk
| “thud." Pt holding head and crying." the guidance of the Director of Risk
Managemen( and the Director of Quality,
On October 12, 2010, at 10a.m., an interview was commenced on December 14, 2010
conducted with Clinical Manager 1(CM 1). She = :
stated before 4 pm., on 2010 Subsequently a Falls Champion was
Patient 1 was pacing back and forth at the foot of designated, Staff education continued, random
her bed saying, “I have to go" CM 1stated Patient audits were completed, the Policy was revised,
1 was agilated and was waiting to be transferred signage was piloted “w"_ implemented, and
back to the skilled nursing facilty (SNF) because it Ca'f Plan Form was revised to reflect Morse
was her wedding anniversary and a special dinner Scale Score more accurately
for her and her husband was 1o take place. CM 1 R b
stated she left Patient 1's room went to the nurses' ﬁ%’—_-w
station, picked up the telephone, and this was an' “ll)ﬂ_l“g Officer,
when she heard a "thud” coming from Patient 1's (_,;fnfm% esHar,
room. CM 1 stated she went back into Patient 1's LTS, M?lli?gul',
room and she found Patient 1 lying on her right side Df'BClnl of Rlﬁk_Matmge:'ncm,
holding her head and crying Director of Clinical Quality Improvement.
|
On Aprii 20, 2011, at 10am, an interview was |
conducted with CM 1 She stated the physician's
Event ID-05XK11 312612014 2:42:12PM = &
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order "Ambulate wiAssist’
out of bed and ambulating. CM 1 stated she had
been in the room shorlly before Patient 1fell. She
slated she was unaware that the patient had an
order lo ambulate with assist because she was not
assigned that patient, and if she had known the
patient had an order for "Ambulate w/Assist" she
would not have left the patien! in the room alone
pacing back and forth

| The patient did not have a Fal/lnjury Plan of Care
initiated.  The Patient's medical record included a
preprinted, “Interdiscipnary Plan of Care" dated
_ 2010 through [ 200
however the areas for Fall/injury were not filled in
with "Date Initiated, Focus, Expecled Outcomes,
Interventions, and Date Resolved." There were no
fall risk plans of care initiated for Patient 1.

On Aprl 20, 2011, at 10am. CM 1 reviewed the
record for Patient 1and was wunable to find
documentation of a "Falllinjury” plan of care. CM 1
staled there should have been a plan of care
iniiated for "Falfinury" because of the patient's
Morse Fall Risk Score She was unable to state
why this had not been completed.

On April 20, 2011, at 10.20a.m,, an interview was
conducted with RN 1. RN 1 advised if the Morse
Fall Risk Score was 25 or greater for a patient, she
would have expected toc see a plan of care for
fallinjury based on the patient's score documented
in the medical racord. In addition RN 1 stated a
physician's erder for "Ambulate w/Assist" meant

meanl someone needed |
to be in the room with the patient if the patient was |

(2§ MULTIPLE CONSTRUCTION (%3) DATE SURVEY
COMPLETED
A BUILDING
B.WING 04/22/2011
1150 N Indian Canyon Dr, Palm Springs, CA 92262-4872 RIVERSIDE COUNTY
o PROVIDER'S PPLAN OF CORRECTION {x8)
FREF (X {EACH CORRECTWE ACTION SHOULD BE CROSS. COMPLETE
TAG REFERENGED 1O THE APPROFRIATE DEFICIENGY) DATE
Disciplinary Action:
Non-compliance with corvective action by
hospital staff will result in immediate
remediation and appropriate disciplinary action
in aecordence with the hospital’s Human
Resources policies and procedures.
|
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the patient was no! safe to be up by themselves. |
RN 1 advised if the patient was up and ambulating, |
someone needed to be with the patient.

A physician Crder, dated || NG zo0. =t 4

p.m., indicated "CT Head - Stat"

A "Diagnostic Imaging - CT Head or Brain w/o
(without) Contrast," dated _ 2010, at
| 5:09 pm. Indicated: "There Is evidence of acute
|subdural hematoma (severe bleeding into the
brain)," and “Large scalp hematoma overlying the
occipital bone is identified "

The Clinical Documentation - Adult Admission |
Assessment, dated ||| 200 2 2|
a.m., indicated Patient 1was "Lethargic, Excessrval
Sleep, No wvocalization, frowning, Disoriented 1o
person, Disoriented to place, Disoriented to
situation, Disoriented to time "

Physician Orders, dated — at 12:30

a.m., indicated: "Stat CT Head (without) contrast."

A Diagnostic Imaging - CT Head or Brain wfo
(without) Contrast dated _ 2010, at
1:39am, indicated “"Significant Interval increase
In the left subdural hematoma as described, with
new miraparenchymal (essential parls of an crgan)
hematoma in the left high frontopanetal lobe (front
of brain) "

Patient 1 was tregnsierred tlo a SNF on _

2010, with hospice care due to ‘'blossomed"
subdural hematorma, unable to follow commands,

'+'.I
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! |
!’ 14
and "unable to grip." Patient 1 died on | |
2010, at 1153 a.m . I
|
This facility failed to preven! the deficiency(ies) as |
described above that caused, or is likely to cause, |
serious Injury or death to the patient, and therefore
constitutes  an  immediate jeopardy  within  the
meaning of Health and Safely Cade Section
12B0.1(c).
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