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The following reflects the findings of the OV o
California Department of Public Health during an ! W\,
abbreviated survey for the investigation of facility u‘( {/!n A Y Ee
reported Incident #CA00706136. 8% G £erte =~ ‘ O
Representing the Department of Public Health:
Health Facilities Evaluator Nurse, 38834
% ;
The Inspection was limited to the specific facility \:ﬁ%_
reported incident investigated and does not N ' S
represent the findings of a full inspection of the :
factlity.
F 558 | Reasonable Accommodations Needs/Preferences F 558 :
$$=D | CFR(s}): 483.10(e)(3) : |
§483.10(e)(3) The right to reside and recsive ﬁ:’\ ,
services in the facility with reasonable ' , Y
accommodation of resident needs and _ :
preferences except when to do so would W e
endanger the health or safety of the resident or _ ' =
other residents. ey G
This REQUIREMENT is not met as evidenced G%m a3
by: : ﬁi

Based on observation, interview, and record
review, the facility failed to ensure the call light for
three of 4 sampled residents (Resident 1,
Resident 3, and Resident 4} was accessible and
within their reach at all times.

This failure resulted in Resident 1 being unable to
call for help when he was hit by his roommate
and had the potential for Resident 1, Resident 3,
and Resident 4 not o receive help timely in the
event of an emergency, which could jeopardize
their health and safety.
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Any deficiency staterment grding with an asterisk (*) deanes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguaids provld'eg:: ikient protection to the patlents. (See instructions.) Excapt for nursing homes, the findings stated above are disclosable 90 days

e

following the date of surviky whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date the¥e documents are made avaitable to the faciity. If deficiencies are cited, an approved plan of correcticn is requisite to continued

program participation.
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According to the Admission Record, Resident 1
was admitted to the facility 16 years ago with
diagnoses which included quadriplegia (complete
paralysis of both the arms and legs from neck
down), depression, and anxiety disorder.

During a review of Resident 1's Minimal Data Set
{(MD3, resident care assessmant tocl), dated
9/10/20, indicated resident scored 15 out of 15
during the assessment which indicated he was
cognitively intact. The same assessinent under
the Section G, Functional Status, indicated
Resldent 1 was totally dependent for staff's
assistance for bed mohility, transfer, dressing,
eating, and persahal hyglene.

During an chservation on 10/6/20, at 11:40 a.m.,
Resident 1 was in his bed watching TV. Resident
1 stated he was not able to use his hands, but
was able to control the remote control for his TV
and make phone calls to his family by touching
his phone with a stylus attached to his headband.
Resident 1 stated he was able to push the call
light {soft touch pad) with his chin when he
needed to call for staff's assistance. Whan
Resident 1 was asked to demonstrate how he
used his call light, he slightly lowered the chin in

| an attempt to activate the call light. Resident 1
made a few attempts to locate a cali light, but the
call light was not there. Resident 1 stated the call
light had a white cord and asked the Department
to look for it in his bed. Upon further observation,
it was noted that Resident 1's EZ touch call light
was clipped o the white sheet draped over the
bedside table which was standing parallel to the
head of bed. The table with pinned call light was
about two feet away and far from resident's
reach, Resident 1 stated, "Sometimes they [staff]
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forget to put it under my chin and | have no
means to call them."

buring a concurrent interview on 10/6/20, at 11:40
a.m.,'Resident 1 explained that a few weeks ago
he had an argument with one of his roommaies
over his roommate's TV being very loud. Resident
1 stated on that day when he asked his
roommate (Resident 2) "to turn down his TV, the
roommate hecame really aggressive, rolled up in
his wheel chair 10 my bed ...grabbed a hanger,
and hit.me on my feet." Resident 1 added; "it hurt
some, not bad ...I had a blanket over my feet
...but the most important | was afraid that he will
get close to my head and hurt me ...see | can't
move my arms and legs and have this fear ...l
won't be able to defend myself." Resident 4

stated he was not able to call staff for assistance
because the call light was not under his shin so
he started yelling and called his wife on the phone
who summoned facllity's staff to resident’s room.

During a follow up chservation and a concurrent
interview with Licensed Nurse (LN 1) on 10/6/20,
at 12 p.m., in resident’s room, LN 1 stated staff
usually checked on Resident 1 every 2 hours
uniess his call light was on. LN 1 explained that
Resident 1 was able to activate the: call light, but it
should always be under resident's chin. LN 1
observed the call light was not by Resident 1's
chin and looked around in resident's bed, but was
not able tolocate the call light anywhere. When
LN found the call light pinned to a cover on the
bedside drawer away from resident’s reach, she
stated, "...shouldn't be there, | don't know why it's
not under his chin."

A phone interview with a Social Services
Assistant (SSA) was conducted on 10/8/20, at
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Continued From page 3

1:20 p.m. The SSA stated on the day of the
altercation between Resident 1 and Resident 2,
she received a call from Resident 1's wife who
stated that her "hushand was aftacked by his
roommate." The $8A stated she immediately ran
into Resident 1's room and removed Resident 2
from the room. The SSA stated she did not
remember if Resident 1's call light was on or was
accessible to him. The SSA did not provide any
answer when asked if it was possible that
Resident 1 did not have his call light by his chin to
call for assistance and called his wife instead.

A review of Resident 1's physician notes dated
9/23/20, at 6:09 p.m., indicated, "Patient states
that about 1 week ago his roommate "attacked
him" with a clothes hanger ... Apparently when he

| was being struck, he was unable to accass his

call light and this made him anxious and panic, he
was able to call his wife who then subsequently
called nursing staff to assist.”

A clinicat record review indicated Resident 1 had
a care plan initiated on 4/30/20 and titled, "The
resident has EZ call light due fo quadriplegia.”

" | The care plan's interventions were to "Encourage

resident t¢ use EZ call light when necessary,” and
"Staff will ensure that EZ is properly place (sic) at
all times."

During an observation and interview on 10/6/20,
at 12:35 p.m., with Director of Staff Development
(DSD) in Resident 1's raom, which he shared with
Resident 3 and Resident 4, the DSD stated that
each resident should have his call tight within
reach. Upon entering the room, Resident 3 was
observed assisted with feeding by a Certified
Nursing Assistant (CNA 1). Resident 3's call light
was hanging coiled on the wall above resident's

F 558
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head, far from resident's reach. When DSD
asked CNA 1 If she forgot to place the call light
within resident's reach, CNA 1 replied, "he can't
use it anyway." Resident 4 was sleeping In hig
bed and his call light was observed laying on the
floor under his bed. CNA 1 stated that Resident 4
was not able to use the call light as well. The
CNA 1 did not provide any answer when asked
about residents' rights and facility's policies
regarding the call lights.

.| In an interview with a Director of Nursing (DON)
on 10/6/20, at 12:55 p.m,, the DON stated, "Each
resident should have hisfhers call light and it
should be within their reach at all times. It doesn't
matter if resident can use it or can't - it's the basic
resident's right.”

In an interview with a facility's Administrator
(ADM) and DON on 10/6/20 at 2:30 p.m.,
Resident 1's issues with accessibility to the call
light were discussed. The ADM confirmed
Resident 1 was very vulnerable and had lots of
anxiety that somebody would hurt him and he
would not be able to defend himself, The ADM
staled all staff was aware of Resident 1's needs
and his expectation was that before leaving
resident's room, "staff double checks ...if his
[Resident 1's] call light properly secured by his
chin".

Review of the document provided by the facility -
and titled, "Nursing Services Policy and
Procedure Manual. Answering the Call Light,"
dated September 2003, indicated, "The purpose
of this procedure Is fo respond to the resident's
requests and needs. When the resident is in bed
or confined to a chair be sure the call light is
within easy reach of the resident, Some residents
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CFR(s): 483.12(3)(1)

§483.12 Freedom from Abuse, Neglect, and

| Exploitation :

The resident has the right to be free from abuse,
naglect, misappropriation of resident property,
and exploitation as defined in this subpart. Thisg
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms,

§483.12(a) The facility must-

§463.12(m)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced

by: .

Based on interview and record review, the facility
failed to implement their abuse palicies and
procedures to ensure one of 4 sampled residents
{Resident 1) was free from abuse when he was
hit by Resident 2.

This failure resulted in vilnerabie Resident 1
experiencing fear and anxiety for not being able
to protect himself when another Resident hit his
legs :

Findings: oo

According to the Admission Record, Resident 1
was admitted to the facility 15 years ago with
diagnoses which included quadriplegia (complete
paralysis of both the arms and legs from neck
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may not be able to use their call light. Be sure you
check these residents fraguently.”
F 600 | Free from Abuse and Neglect F 600
58=D
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down), depression, and anxiety disorder.

During a review of Resident 1's Minimal Data Set
(MDS, resident care assessment tool), dated
8/10/20, indicated resident scored 15 out of 15
during the assessment which indicated he was
cognitively intact. The same assessment
indicated Resident 1 was totally dependent for
staff's assistance for bed mobility, ransfer,
dressing, eating, and personal hygiene.

Resident 2 was admitted to the facility in the
spring of 2020 with multiple diagnoses which
| included dementia {memory impairment) and
traumatic brain injury.

During a review of the most recent MDS, dated
9/4/20 indicated Resident 2 scored 9 out of 15

during the assessment, indicating he had mild

cognitive impairment.

During an observation and a concurrent interview |
on 10/6/20, at 11:40 a.m., Resident 1 was in his
bed watching TV. Resident 1 stated he was not
able to use his hands, but was able to control the
remote control for his TV and make phone calls
to his family by touching his phone with a stylus
attached to his headband. Resident 1 stated he
was able to push the call light {soft touch pad)
with his chin when he needed to call for staff's
assistance. When Resident 1 was asked to
demonstrate how he used his call light, he slightly
lowered the chin in an attempt to activate the call
light. Resident 1 made a few attempts to locate a
call light, but the cali light was not there. Upon
further observation, it was noted that Resident 1's
EZ touch call light was clipped ta the whits sheet
draped over the bedside table. The table with
pinned call light was about two feet away and
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away from resident’s reach. Resident 1 stated,
"Somstimes they [staff] forget to put it under my
chin and | have no means to call them."

During an interview on 10/6/20, at 11:40 a.m.,
Resldent 1 stated, "l can't move my arms and
legs and | have this fear that scmebody will come
and attack me." Resident 1 continued, "Had an
incident several years back and still afraid that |
won't be able to defend myself." Resident 1
explained because of this fear, he requested the
facility's administration that his roommates were
non-ambulatory and the facility agreed to that
arrangement. Resident 1 stated when he was ina
different room, his roommates were not able to
come over to his bed and hurt him, but then he
was movad to this room. According to Resident 1,
one of his roommates (Resident 2) was very loud
constantly and "his TV was loud 24/7". Resident 1
stated when he asked his roommate to turn down
his TV, he would start "name calling ...swearing
all the tirne ...| eouldn't sleep at night, had
constant headache."

During further conversation, Residant 1 stated
onhe day when he asked his rcommate (Resident
2) "to turn down his TV, the roommate became
really aggressive, rolled up in his wheel chair fo
my bed ...grabbed a hanger, and hit me on my
fest.” Resident 1 added, "It hurt some, not bad ...l
had a blanket over my feet ...but the most
important | was afraid that he will get close to my
head and hurt me." Resident 1 stated he was not
able to call staff for assistance because the call
ight was not under his chin so he started yeiling
and called his wife on the phone who summoned
facility's staff to resident's room.

During a review of Social Services Note for
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Resident 1, dated 9/21/20 at 1:32 p.m., indicated,
"Notified by resident spouse via phone that
resident is being attacked by rcommate
..Immediately went info residen{'s room and .
observed resident lying in bed ...resident
[Resident 2] in his wheelchair with a plastic
hanger in his hand at the foot of the bed of the
resident [Resident 1] ...When asked ... what
happened resident [Resident 1] stated "the guy
keeps the TV.on 24 hours a day .| have a
headache. Resident stated the guy [Resident 2]
began to say [expletives] words and other bad
words towards me, he unplugged his TV and
brought the plastic hanger at my legs and hit me
...I called my wife..." ‘

A review of Resident 1's physician notes dated
9/23/20, at 6:09 p.m., (visit was 3 days after the
incident), indicated, "Depression/Anxiety/Panic

| attacks: recently exacerbated ...states that more
recently he has been feeling more depressed and
anxious ...Patient states that about 1 week ago
his roommate "attacked him" with a clothés
hanger ...Apparently when he was being struck,
he was unable to access his call light and this
made him anxious and panic.”

During an interview with Licensed Nurse (LN 1)
on 10/6/20, at 12 p.m., LN 1 stated Resident 1
was alert and oriented, was unable to move his
arms and legs, and entirely depended on staffs
asslstance.

During an interview with LN 2 on 10/6/20, at 1:15
o.m., LN 2 stated Resident 2 was alert with -
forgetfulness and was impuisive. According fo LN
2, when things were not his way, Resident 2 had
tendency to argue with staff and/or residents.
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In an interview with a Certified Nursing Assistant
(CNA 2) on 10/6/20, at 1:26 p.m., CNA 2 stated
Resident 2 was short-temperad. CNA 2 stated
she witnessed Resident 2 yell at other residents
in the past and she had to re-direct him to avoid
altercation,

.| A review of the facility's policy and procedure
titled, "Abuse Prevention Program,” dated 1/2019,
indicated, "Our residents have the right to be free
from abuse ...Our facility is committed to
protecting our residents from abuse by anyone
including ...cther residents.”

In an interview with a facility's Administrator
(ADM) and DON on 10/6/20 at 2:30 p.m., the
ADM stated he was very familiar with Resident
1's needs and reguests. The ADM confirmed
Resident 1 was very vulnerable and had a lot of
anxiety that "some confused and disoriented
resident will hurt him and he would not be able to
defend himself" The ADM stated he agreed tc
Resident 1's request to have bed bound
roommates and explained that in the past
Resident 1's roommates were non-ambulatory.
The ADM stated that moving Resident 1{o a
room with Resident 2 who was impulsive and
short-tempered was not the best option.
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