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Beach Creek Post-Acute 645 South Beach Blvd.
Anaheim, CA 92804

F 0580

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Immediately tell the resident, the resident's doctor, and a family member of situations
(injury/decline/room, etc.) that affect the resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
interview, medical record review, and facility P&P review, the facility failed to notify the resident's
physician and resident's representative of a change in condition for one of six sampled residents
(Resident 4). * The facility failed to notify Resident 4's physician and resident's representative of the
resident's unwitnessed fall timely. This failure had the potential to result in Resident 4 not receiving
timely and appropriate care.Findings: Review of the facility's P&P titled Fall Prevention and Response
dated 7/2025 showed following a fall accident, a licensed nurse shall promptly respond and take
actions, which may include:a. Evaluating for signs of physical injury or trauma prior to moving the
Resident;b. Addressing emergency condition or fist-aid needs;c. Assisting Resident to a safe and
comfortable position;d. Obtaining vital signs and conduct a physical assessment;e. Implementing
neurological checks for known, reasonably suspected, or verbalized head injury;f. Notifying Physician
and Resident Representative;g. Attempting to determine precipitating or contributing factors (when
possible);h. Documenting assessment findings and actions;i. Reviewing care plan and updated (as
indicated) to address immediate safety needs;j. Monitoring Resident's condition for at least 72 hours
for post fall complications.Medical record review for Resident 4 was initiated on 5/28/26. Resident 4
was admitted to the facility on [DATE].Review of Resident 4's H&P examination dated 3/5/26,
showed Resident 4 had the capacity to understand and make decisions. Review of Resident 4's SBAR
Fall Report dated 5/4/26, showed the resident had a fall incident on 5/3/26 at 2330 hours. However,
further review of Resident 4's SBAR report showed documentation the resident's physician and
resident representative were notified on 5/4/26 at 0744 hours. On 5/28/26 at 1343 hours, a telephone
interview was conducted with LVN 1. LVN 1 stated Resident 4 had a fall incident on 5/3/26 at 2330
hours and was monitored closely following the fall incident. LVN 1 further stated the physician and
resident's representative were not notified immediately after the incident because to resident did not
exhibit any change in condition. LVN 1 stated she notified the physician and resident's representative
the following morning at approximately 0745 hours. On 5/29/26 at 1615 hours, an interview and
concurrent medical record review was conducted with RN 1. RN 1 verified Resident 4 had a fall
incident on 5/3/26 at 2330 hours. RN 1 stated the licensed nurse should notify the physician and
resident's representative immediately after assessing the resident, rather than waiting until the
following morning when the notification occurred at 0744 hours. On 5/29/26 at 1715 hours, an
interview was conducted with the DON. The DON was informed and acknowledged the findings.
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