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Claremont Heights Post Acute 590 S. Indian Hill Blvd.
Claremont, CA 91711

F 0656

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Develop and implement a complete care plan that meets all the resident's needs, with timetables and
actions that can be measured.

Based on observation, interview, and record review, the facility failed to implement a care plan's (CP)
interventions to keep bilateral (both sides) floor mats next to the bed for one of two sampled residents
(Resident 2).This deficient practice had the potential to result in unmet individualized needs for Resident 2
and the potential to affect the resident's physical well-being.Findings:During a review of Resident 2's
admission Record (AR), the AR indicated the facility admitted Resident 2 on 8/11/2020, with diagnoses that
included dementia (a progressive state of decline in mental abilities) and lack of coordination.During a
review of Resident 2's Minimum Data Set (MDS- a resident assessment tool), dated 10/22/2025, the MDS
indicated Resident 2 had severe cognitive (the ability to think and process information) deficit. The MDS
indicated Resident 2 required maximal assistance (Helper lifts or hold trunk or limbs and provides more
than half the effort) with walking 10 feet, sitting to standing, chair/bed-to- chair transfers, and with toilet
transfers.During a review of Resident 2's CP titled risk for falls related to impaired mobility, initiated
10/26/2025, the CP indicated Resident 2 may have the bed in the lowest position with bilateral floor mats
while in bed due to getting up unassisted.During a review of Resident 2's CP titled risk for falls related to
impaired mobility and weakness, initiated 10/26/2025, the CP's interventions indicated to apply floor mats
next to [Resident 2's bed] as appropriate.During a review of Resident 2's Fall Risk Evaluation, dated
12/10/2025, the evaluation indicated Resident 2 ‘s score was 16 (a total score of 10 or greater is
considered a high risk for potential falls) and Resident 2 was at high risk for falls.During an observation on
1/23/2026 at 4:36 PM, Resident 2 was lying in bed, and the bed was in a low position. A bed alarm was in
place, and a fall mat was located on the right side of the bed.During a concurrent interview and record
review on 1/23/2026 at 4:39 PM with Licensed Vocational Nurse 1 (LVN 1), LVN 1 stated Resident 2's [at
risk for falls] CP indicated bilateral fall mats. LVN 1 stated Resident 2 needed fall mats on both sides of
Resident 2's bed to prevent injuries in the event of a fall.During a concurrent observation and interview on
1/23/2026 at 4:49 PM with the Director of Nursing (DON), the DON stated fall mats needed to be in place
on both sides [of Resident 2's bed]. The DON entered Resident 2's room and found the left fall mat placed
against the wall toward the right side of Resident 2's bed. The DON stated the fall mat needed to be in
place to prevent injury in case of a fall.During a review of the facility's Policy and Procedure (P&P) titled
Person Centered Care Planning dated 5/22/2025, the P&P indicated the facility must develop and
implement a comprehensive person-centered care plan.
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