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Plymouth Village 819 Salem Drive
Redlands, CA 92373

F 0842

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Safeguard resident-identifiable information and/or maintain medical records on each resident that are
in accordance with accepted professional standards.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observation, interview, and record review, the facility failed to ensure the clinical record contained
accurate documentation of fall history for one of three residents (Resident 1) reviewed for falls.This
failure had the potential to result in an inaccurate assessment of fall risk and inappropriate
fallˆprevention interventions, placing Resident 1 at increased risk for subsequent falls.During a
review of Resident 1's clinical record, the admission Record (contains demographic and clinical data),
the admission Record indicated Resident 1 was admitted to the facility on [DATE], with diagnoses
which included unspecified dementia (memory loss beyond expected age and difficulty with thinking),
history of falling, and unspecified fracture (break of the bone) of the lower end of the left radius
(lower forearm) and left ulna (broken left wrist).During a review of Resident 1's Change in Condition
Note, dated April 4, 2026, the Change in Condition Note indicated Resident 1 sustained a fall on April 4,
2026.During a review of Resident 1's Fall Risk Evaluation (a fall risk assessment is used to find out if
you have a low, moderate, or high risk of falling), dated April 4, 2026, the Fall Risk Evaluation
indicated Resident 1 had 3 or more falls in the past 3 months.During a record review of Resident 1's
subsequent Fall Risk Evaluation, dated May 6, 2025, the Fall Risk Evaluation indicated, .no falls in the
past 3 month., despite the documented fall on April 4, 2026, fall (32 days prior) and a fall on May 6,
2026.During an observation on May 18, 2026, at 2:53 PM in Resident 1's room, Resident 1 was sitting
upright in bed, with the bed in the lowest position. A cast was on her left upper extremity and was
wearing a fall bracelet on the wrist.During a concurrent telephone interview and record review on May
26, 2026, at 12:39 PM with the Director of Nursing (DON), Resident 1's Fall Risk Evaluation, dated May
6, 2026, and Resident 1's Change in Condition Note, dated April 4, 2026, was reviewed. The DON
verified Resident 1 sustained a fall on April 4, 2026, but the Fall Risk Evaluation, dated May 6, 2026,
was documented as having no falls in the past 3 months. The DON stated this was not accurately
documented.During a concurrent telephone interview and record review on May 26, 2026, at 12:41 PM
with the DON, the facility's policy and procedure (P&P) titled, Falls-Clinical Protocol, dated March
2018 was reviewed. The P &P indicated, .The staff and physician will document in the medical record
a history of one or more recent falls (for example, within 90 days) . The facility's P&P titled, Charting
and Documentation, dated July 2017 was also reviewed. The P &P indicated, .3. Documentation in the
medical record will be objective (not opinionated or speculative), complete, and accurate. The DON
stated both policies were not followed.
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