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Survay for Complaint Number: 2565275,

Tha survey team entered the facility on 7/30/25 at 1230
hours.

The facillly identiflad the census as 92,
The survey sample size was 6.

inspection was limited 1o the complaint investigated
and did not represent the findings of a full inspection
of the faciity.

* FOR COMPLAINT NUMBER: 2565275, DEFICIENCIES WERH
IDENTIFIED AND CITED AT F689,

GLOSSARY AND DEFINITIONS:

BIMS — Brief Interview for Mental Status (a tool used

to screen and identify the cognitive condition of

residents upon admission into a long-term care

facifity)

DON - Diractor of Nursing

H&P - Histary and Physical

LVN - Licensed Vocational Nurse

MDS — Minimum Data Set (an assessment tool)

Neuro Checks - refer to systematic assessments used to
evaluate a patient's neuralogical functions including

their ability to think, speak, move and respond to

sansory stirmuli,

P&P — Policy and Procedure
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FO00O0 INITIAL COMMENTS F0O0D
The following reflects the findings of the California
Department of Public Healih during the Abbreviated Harbor Villa Care Center submits this response and plan 8/30/2025

of correction as part of the requirements under state and
federal law. This plan of correction is submitted in
accordance with specific regulatory requirements. It
shall not be construed as admission of any deficiency
cited or any liability. The provider snbmits this plan of
correction with the intention that it is inadmissible by
any third party in any civil, criminal action of
proceedings against the provider or it's employees,
agents, officers, directors or sharehalders. The provider
reserves the right to challenge the cited findings if at
any lime the provider determines that the disputed
findings are relied upon in a manner adverse to the
interests of the provider either by the governmental
agencies or third party.

Any deficiency staternent ending Wiih an asterisk (*) denotes a deficiensy which the institﬁtlon may be ex(;lrjsad from correcting providing Itis determined that olher

safaguards provide sufiiclent prolection to the patients. (See revarse for further 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 homas, the above findings and plans of correction are disclosable 14 days
Tallowing the date these documents are made avallable to the facillty. If deficiencies are clted, an approved plan of correction is requisite to continued program

particigation,
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§483.25(d) Accidents,
The facility must ensure that -

§483.26(d)(1) The resldent snvironment remains as free
of accident hazards as is pessible; and

§483,25{d)(2)Each resident recsives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, medical record review, and facillty
P&P review, the facility failed to provide the

necessary care and services to prevent accidents for
three of six sampled residenis (Resldents 1, 2, and 3).

*The facliity failed 1o ensure the risks of leaving
the facility unsupervised without Informing the staff
were explained to Resident 1.

* The facllity failed to ensure Resident 1's smoking
assessment was acturate and complete.

* Residant 2 and 3's post fall neuro checks wara not
completed per their care plans.

These fallures had the potential to negatively affect
Resident 1, 2, and 3's health conditlon and weli-being.
Findings:

1. a. Revlew of the facliity's P&P titled Care Flans —
Comprehensive {undated) showed each resident's care
plan Js designed to:

- Incorparate identified problem arsas

- incorporate risk factors assoclated with identified
prablams

residents found to have been affected by the deficient
practice;

For Resident 1, who was directly affecied, cormective
actions were taken immediately, On 8/1/25, the resident
was re-educated by the DON and 88 on the facility’s
out-on-pass policy, including the requirement 1o notify
staff before leaving the premises. The charge nurse will
monitor the signing in and out book. The resident was
algo informed of the poiential dangers and/or risks
asaociated with going out on pass, including the
possibility of accident or injury. Specific safety
concerns were addressed, such as nearby streets with
vehicle traffic, and environmental hazards like uneven
pavement, gravel, curbs, driveways, sidewalk cracks,
steps, and stairs. This education was provided verbally
and acknowledged in writing by the restdent.

A smoking assessment for Resident 1 was accurately
completed by the LN per facility procedure, and all
documentation was placed in the medical record on
August 1, 2025,

Residents 2 and 3 did nol experience gny harm as a
result of the missed post-fall neuro checks. Both
tesidents have since been discharped from the facility in
accordance with their individuval discharge plaas.
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FOOOO Continued frar page 4 FO000

RN - Registered Nurse
FO689 Free of Accldent Mazards/Supervision/Devices FO888
88=D . .

. t tions will be accomplished for th
CFR(s): 483.25(d){1)(2) How corrective actiol e accompiished for those 8/30/2025
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, potential to be affected by the same deficient practice
- bulld on resident's strengths . and what comective action will be taken; B/30/2025
- reflect the resident's expressed wishes regarding Ou August 1, 2025, the Medical Records andited
acre and freaiment goals residents who has an order for going out on pass.

Licensed nurses were in-serviced by the DON on
Aungust 1,3, and 5, 2025 on providing/documenting
unsupervised leave risk education, including the

- identify the professioral services that are monitoring of the sign in and out book for
regponsible for each elament of care completeness and aceuracy.

On August 1, 2025, the Medical Records identified
and avdited the residents who smoke. All smoking
assassments were audited for completeness and
accuracy, Licensed nurses were in-serviced by the
DON on August 1, 3, znd 5, 2025 on smoking

. assesssnent completion ar admission, re-admission,

- reflect currently recognized standards of practice and quarterly.

for problem areas and sonditions. On August 1, 2025, the Medical Records audited
resident with similar risk factors and confirmed timely
neure checks for the other £ali case. Licensed nurses
were in-serviced by the DON on August 1, 3, and 5,
2025 on following care plans, completing neoro

- reflect treatmant goals, timetables and objectives in
measurable outcomes

- aid in preventing or reducing declines in the
resident's functional status and/for functional levels

- enhance optimal functioning of the resident by
focusing on a rehabllitative program

Medical record Teview for Resident 1 was initlated on
7/30/25. Resident 1 was admilted to the facllity on
#/9/19, and was readmitted on 7/21/25.

checks after falls.
Review of Resident 1's Change in Condition dated
71025, shawad tha resident headed out of the facility
after dinner without informing the siaff. Resident 1 What measures will be put in to place or what systemic
was being puiled by another resident on an electric changes will the facility make to ensure that the
chalr. When passing over the gate frame, Resident 1's deficient praciice dees not recur;
chair filted over, and Resldent 1 landed on her right
ghoulder. Rasldent 1 did not have any head or skin To prevent recurrence, Licensed Nurses were
injury. The vitals signs wers withln normal (Imis, in-serviced by the DON on August 1, 3, 5, 2025
Resident 1 was fransferred out to the acute care regarding their responsibility to initiate and document
hospital. all resident education about the risks of leaving the
Facility without staff notification and monitoring the
. sign in and out book. The RN Supervisor or designee
Review of Resident 1's care plan date initiated reviews the resident signing in and out book daily for
7111425, showed a care plan problem for the fall " completeness and accuracy.
incldert on 7/ 0/25. Interventlons Included educating
the reslldent of the importance of Informlpg the slaff To prevent recutrence, Licensed Nurses were
every time she was going cut of the facility, the in-serviced by the DON on Augnst 1,3, 5, 2025 to

resident was to comply with faciiity house rules and
pofleies, and the risks of not informing the staff when
leaving the facllity were explained.

complete smoking assessment for all identified
smokers at admission, re-admission, and quarterly.
Medical Records verifies weelkly thar all residents
identificd as smokers have a current smoking

Ravlew of Resident 1's medical record falled to show assessmant for completeness and accuracy. The DON
dooumented evidence the facility Infarmed the resident and Medical Records director are responsible for

of the risks of leaving the facility withou! nofifying ensuting these processes are maintained.

the staff,
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showed Resident 1 had a BIMS score of 14, meaning the
resldent was cognitively intact.

On 8/1/25 at 0925 haurs, a concurrent Interview and
medical record review for Resident 1 was conducted with
RN 1. RN 1 verified there was no documentation on
educating the resident on the risks of leaving the

facility without notifying the staff,

b. Review of the facllity's P&P titled Admisslon
Assessment and Fallow Up: Role of Nurse revised an
912012 showed the following Information should be
recorded In the residant's medical record:

- the date and time the assessmant was performed

- the name and {lile of the individual(s) whp parformed
the procedure

- gl relevant assessment data obtained durlng the
procedure

- how the resident tolerated the assessment
- orders obtained from the physlclan

~tha signature and fitle of the person racording the
data.

Review of Resident 1's Admiaslon/ Readmission Data
dated 7/21/25, showed Resident 1's Smoking Assessment
was still in progress or not completed.

On 7731125 at 1024 hours, a concurrent interview and
madical record review for Resident 1 was conductad with
LVN 1.LVN 1 verified Resident 1's Readmisslon Smoking
Assessment was not completed and shauld have been.

2. a, Medical record review for Resident 2 was
Initiated on 7/30/25. Resident 2 was admitted to the
facility on-5/14/25,

Review of Resident's H&P examination dated 5/15/25,
showed Resident 2 had capacity to make declslons, The
H&P further showed Resident 2 had unsteadiness and was
on fall precautions.

HARBOR ViLLA CARE CENTER 861 5. HARBOR BLVD , ANAHEIM, California, 82806
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FOBES Continued from page 3 FOG8Y To ptevent recurrence, Licensed Nursesl were in-serviced
S8=D by the DON on August 1, 3, 5, 2025 tc initiate post fall
Review of Residsnt 1's MDS assessment dated 7/2525, neuro checks in accordance with facility's policy. The 813012025

RN supervisor or designes now reviews all changes of
condition daily to ensure neuro checks are initiated and
documented. The DON and Medical Records Director
are responsible for ensuring these processes are
maintained.

How the facility plans to monitor its performance to make
sure that solutions are sustained. The facility must
develop a plan for ensuring that correction is achieved
and sustained. This plan must be implemented, and the
corrective action evaluated for its effectiveness. The POC
is integrated into the quality assurance syslem;

To ensure sustained compliance, the Medical Records
conducts daily audits of the residents with an out cn pass
orders. RN Supervisor or designee will monitor the
completeness and accuracy of signing in and out book.
Any omissions are reported immediately to the DON for
corrective action and follow-up re-education. The DON
compiles manthly audit results, tracks trends, and
presents them to the QAPT Committes for review,
discussion, and recommendations. The Interdisciplinary
Team reviews the out-of-the-fucility education and
tnonitoring of sign in and out book for completeness and
accuracy, Monitoring will continue for al least three
consecutive months (Aug-Sep-Oct) of sustained
compliance before any change in audit frequency is
considered.

To ensure sustained compliance, the Medical Records
completes a weekly review of smoking safety
assessments for all identified smokers, ensuring they are
complete, accurate, current and incorporated into the care
plan. The DON compiles monthly audit results, tracks
trends, and presents them to the QAPE Committee for
review, discussion, and recomimnendations, The
Interdisciplinary Team reviews the smoking dssessment
are complete, accurate, current and incorporated to the
care plan. Mouitoring will continue for at least three
consecutive months (Aug-Sep-Qct) of sustained
compliance before any change in audit frequency is
considered.

To ensure sustained compliance, the Medical Records
conducts daily audits of all new falls to verify neuro
checks and resident education are documented. Any
omissions are reported immediately to the DON for
corrective actions and follow up re-education.
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Review of Resident 2's Change In Condition Evaluation
dated 5/19/25, showed Resident 2 was found sitting on
the floor at 2410 hours. The resident did not sustain
any Injuries. The Changs in Candition Evaluation
further showed to monitor the resident,

Review of Resident 2's care plan dated 5/22/25, showed
Resldent 2 had an actual fall, The Intarventions
included neuro-checks for 72 hours.

Review of Resident s medical record falled to show
documented evidence a post fall neura check assessment
was completed after Resident 2's fall on 8/19/25,

3. Medleal record review for Resident 3 was initiated
on 7/30/25, Resident 3 was admitted to the facility on
TM5i25.

Review of Resident 3's Change in Condition Evaluation
dated 7/16/25, showed Resident 3 was lying on the floor
facing up on left side of the bed, Resident 3 had

stated he sat on the edge and was trying fo reach for
his diaper which was falling off but slid on tha floor.
Resident 3 denled hitting his head, and there were no
injuries

Review of Resldent 3's care plan dated 7/16/25, showsd
Resldent 3 had an actual fall with no apparent Injury.
The Interventions included neuro checks for 72 hours,

Review of Resident 3's madical record failed to show
documented evidence a post fall neuro chack assessment
was completed afier Resident 3's fall on 7/16/25.

On 7/31/26 at 0822 hours, a concurrent interview and
medical record review for Residents 2 and 3 was
conducted with LY 1. LVN 1 stated ihe residents with
fall lncidents should heve a head-to-toe assessment and
neuro- checks to make sure the residents were fine
after the fall incidents. LVN 1 was asked fo provide

any documentation If the neurc checks were parformed
for Residsnts 2 and 3 after thelr fall incldents, LVN 1
further verified she could not find any neuro chacks

for Restdents 2 and 3 and stated they should have heen
completed post falls.
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;DSBS!L Cantinued rom pags 4 FOG89 The DON compiles monthly audit results, racks trends, 08/30/2025
and presents them to the QAPI Cornmittee for review,

discussion, and recommendations, The Interdisciplinary
"Team reviews care plan compliance guarterly to confinm
interventions for falls. Monitoring will continue for at
least theee consecutive months (Aug-Sep-Oct) of
sustained compliance before any change in audit
frequency is considered.

Compliance will be submitted to the QA committee
monthly (Aug-Sep-Oct) or until substantial compliance is
maintained. Administrator will ensure compliance.
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On 8/1/25 at 1406 hours, a concurrent Interview and
medical record raview for Resldents 1, 2, and 3 was
conducted with the DON. The DON verifled the above
findings.
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