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F 000 INITIAL COMMENTS' 

The fallowing refloots the findIngs of the 
California Department of Publio Health during an 
ABBREVIATED STANDARD SURVEY far Errtity 
Reported l'Jumber: #CA00353446. . 

InspeGtion was limited to the Abbreviated 
Standard Survey and does not represent the 
findings of afull inspection of the facility. 

Represerrting the California Department of Publtc 
Health: Surveyor It 31424, Health Facilities 
Evaluator Nurse. 

FOOD 

Preparation and/or executive of this 

plan of correction does not constitute 

admission or agreement bytne provider 

of the truth ofthe"facts alleged or 

conc:luslon$ set forth in the st<ltement of 

deficiencies. The plan of correction is 

prepared and/or executed solely 

because it is re.quired by the provisions 

of Health and Safety Code section 1280 

and 42 CFR 405.1 Section 7 

One deficiency was issued for Entity Reported 
Incident: #CA00353446. 

F 323 483.25(h) FREE OF ACCIDENT 
HAzARDS/SUPERVlSION/DEVICES 

The facility must ensure that the resident 
environment remains as free of accident hazards 
as is possible; and E!8ch resident receives 
adequate sup'eJVisioh and assistance devices to 
prevent accidents. . . 

This AI;QUIHEMENT Is not met aseviqenced 
by; '. 
Based an observati0n, interview, and re"cord 
review the faciiity fa.il.ad to ensure Resident 1 was 
free from potarrtialaccident hazards, when the 
faGility did not provide adequate. supervision and 
assistance when Resident 1 was ambulating. ' 
This failure'resulted in Resident 1falling, -­
sustaining a concussion and fracture to her right 
upper a,rm, expelienCing increased pain, and 

F 323 Resident 1 was immediately assessed . 

for injuries and provided with first aid, 

Neuro-checks were completed. Resident 

was tr:msfer.red to the ~mergencyroom 

via gurney. Resid@nt l's physician and 

family were notified of this OCCUITl!nce 

Staff A, Staff aand St;lff c: were In­

serviced on the Importance of providing 

proper SUpervision for Residents who 

have been identified as being a high risk 
for falls by the RN supervisor on 8RIli 
16, 2014 . 

k 0111 residents hOlve the potential to be 

affected by this deficient pt<u:;:t!ce, 

rounds were completed on. May 6. 2013 

by the RN supervisor to ensure no other 

residents who require supervision were 
left unsupervised. No othe~ were 

, found. 

Ally deli eocy ~at~nt ending with an asterIak (*) denotes a deficiency which the InstlMi~Il:!.' l:l~5~: fr0m-~rreclil'lgprov,ldlng It is determined that 
qther sa :;.~, t'.u ..uB SLJfliciBnt protection· to the pBtient5. (see instructiOns.) EXcept for H4Q'l ..~ 1W'1'~; ~)'lIR' rl)~. ~istat~ ~e ~e d1SCIO~19 90 days 
foUowing ~e date of survey whether or not a Plan of corrGCtlon Is provldlld. For nursing ho~I$}. 6Jibove.firi~afiafp{J;@l 't:~ectIOn are dlSclosable 14 

~~r:( win tfla date tfl~~documents arE made availablel;;3~~. If deficiencies 11f\ \~Q' a~ 0~OV8d Plan of comtf~?ii5 requisite to conUnuBcI 

.raviousVersionBO~. I . 
. ) EventID:DQSQ11 . 

Facility 10: CA22OPQOI)75·· , ., 
~ , I;' j. " : 

. ("(ccintinuation sheet Page 1 of 4 

• A .... ~ _ J' .::,". '", ....:; 
. "'.--: . I 



04/17/2014 14:52 4155071741 NORTHGATE PAGE 03/07.. ,
'\ ,i PRINTED: 03/12/2014

DEPARTMENT OF HEALTH AND HUMAN SERVIC8S , 
; 

FO'RM APPROVED
!CENTERS FOR MEDICARE & MEDIC~iD SERVICE~ ': OMS NO. 0938-0391 

STATEME'NT OF DEFIOIENCIES 
AND PLAN OF CORRECTION 

(X1) PROV~ERJSUPPUER/CLIA 
IDENTIFflCATION NUMBER: , 

I 
i 

(X2) MULnPU~ CONS~VCi10N: 

A. BUll-DINa ~~,~~--+-_---, 

j 
_ 

C 

(>(3) DATE SURVEY 
COMPLETED 

056430 B.WING 09/19/2013· 
NAME OF PROVIDER OR SUPPLIER, STFlS'fADDRESS, CITY, STATE" ZIP CODE 

NORTHGATE CARE CENTER . 
40 PROFESSIONAL CENTER PARKWAY 

SAN RAFAEl, CA 94903 

SUMMARY STATEMENT OF DEFICIENOIES 
PREFIX,' .. (I:ACH Of=FICIENCY MUST BE PRE~Pj;O ay FUL.l. 

TAG 

(X4) ID 

REGUhATORY OR LSC IDENTIFYlNG INFORMATION) 

F 323 Continued From page 1
 
losing function of her right ann.
 

Findings: 

Durin-g an observation and concurrent interview 
on 5io9/13 9:50 a.m., Resident 1 was lying in bed 
with an immobilizer on her righfarm and an Ice 
bag applied to her~ght shoulder. (An immobilizer 
is a devioe used to support and protect broken 
bones while they heal.) Resident 1'5 righteYf? was 
swollen and surrounded by an area, of purple 
bruising which extended down the right side of· 
hef face, ending below ~er jaw I.ine. A 2.5 inch ' 
laceration was, located above her right eye and 
was covered with steristl'iP!" (thin adhesive strips , 
used to close wounds). Resident 1 stated that on 
5/5/13, she got out of bed and attempted to reach 
her bedside commode (portabl~ toilet with a 
chair-like frame) which was located at the foot of 
her bed. She further stated she had used her 
walker but lost her balance and fell. She reported 
she had broken her arm in the fall and was now 
experiencing pain in her right arm. She said she 
required paln medication to manage the pain. 
She stated she was no longer able to brush her 
own teeth or get9ut of bed to use th~ bedside· 
commode. She added that when she had 'to 
empty her bladder or bowels, she was forced to, 
"go in tile bed.· 
Review of Resident 1'5 hospital discharge ' 
summary iAdicated Resident 1 suffered a 
mechanical fail, was admitted to the hospital on 
5/5/13 and was disoharged back to the facility on 
5/7/13. The medical record further revealed 
under sUbtitle, "Hospital Course By PrQblem" that 
Resident ,1 was diagnosed at the hospital With. ,. 
Right humerus fracture (humerus is th~ upper 
arm bone) a~d 2. Mild concussjon and right ey~ 
hematoma with laceration: The document further 

ID 
PREFIX 

TAG 
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Continued 

,An audit was performed by the Medical 

Rec;ords. direc:t~r on April 16. 2014 of all 

c:urrent residents fall risk assessment to 

ensUre any resident with a score of 10 
or above and deteirminoo to have 

severely impaired cognitive skills are 

provided proper supervIsion. 

The systemic c:har.ges put into place to 

ensure the alleged deficient practice 

does not recur will be as follows: Facility 

staff has been in-serviced on the 

Importance of provldl ng proper 

Supervision for Residents who have 

been identified as being ahigh rIsk for 

falls by the RN Supervisor on April 16, 
2104. This In-servlr;e will be part of 

orientation of new hires. 

The facility has implemented a Failing 
Star Program to ensure residents who 

are at risk for avoidable and 

unavoidable falls are identified oJnd 

plal1S of care developed and 

Implemetlted to prev.ent or minimize 

falls. The facility staff has been in­

servir;ed on this program by the April 16, 

2014. This program will be maintained 

by the RN Supervisor. 

The staff memberwill be stationed in 

the dining room <lrea at all time when 

residents are present. 

The Facility will mo,nitor its performance 

to insure that solutions are sustained by' 
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~vealed, "The patient hit her head quite hard
 
when she fell. She had a large hematoma"
 integrating the plan of correction into
 
(collection of blood outside the blood vessels)
 the o.u~l1ty Assuronl;e S)'Stl:!m. A Safetv
'over the right eye, which was swollen shut for the 

Quality Assuranl;e tludit will belast 2 dayS." 
perfonned by the D.O.N or designeeReview of faoility document titled) "Fall Risk
 
quarterly. The results of this audit. will
 Evaluation" (dated 4/2/13) rev~ed Resident 1
 

had bal~nce problems while standing and
 be reported to the Quality Assurance
 

walking, decreased muscular coordination, ..
 committ!!e for follow~up and
 

unsteady gait and rE;lquired use af an assistive
 l'el;ommendatlons.
 
device (walker). The document further revealed
 
Resident 1 had a history of 1-2 falls in the past 3
 Completion date April 18, 2014 
months. The document indicated Resident j had
 
'S total fall score af 12 which represented high risk
 
tor falls. . ,
 
Review of facility document titled, "Rehab
 
Screening" (dated 4/9/13) revealed Resident 1
 
was not steady durlng transitlons (moving On and
 
off toilet, moving between bad and chaIr and
 
moving from seated to standing position). "rhe
 
document further revealed Resident 1 was not
 
steady while walking (even with a Walker) and
 
was, Konly able to stabilize with human
 
assistance," The document also indicated that
 
deSpite Resident 1'5 unsteady gait (a manner of
 
walking), the facility would not provide skilled
 
intelVentlons f~r physical therapy as the resident
 
had no insurance coverage to pay far
 
rehabilitation.
 
During an Interview on 5/9/13 at 10:30 a.m.,
 
Facility ~taff A stateq that prior to her fall on
 
5/5/13, Resident 1 got up to her bedside
 
commode without staff assistar:Jce and ambulated
 
independently with her walker to the nurses
 
station down the haiL .
 
During an interview.on 5/9/13 10:45 a.m.. Facility
 
Staff Bstated that prior to her fall on 5/5/13, .
 

.Resident 1 usually got up to her bedside
 
commode without staff assistance. She stated
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Resident i ambulated independently but reported 
her galt was slow and a little unsteady. Facillty 
$taft B further stat~ that ~pproximately one hour 
before Resident 1 fell on·5/5/13, she gave her . 
Norco for back pain. Norco Is an opiod pain 
medication thatcan cause drowsiness, mantal 
clouding arid impaired physical performance 
(National Library of Medicine). 
During and interview Dn 5/9/13 at 1;30 p.m., 
Facility Staff C stated that Resident 1 was a fall 
risk because she ambulated with a wide foot 
stance which made her gait unsteady. He f\Jrther 
stated that Residant 1 did not regularly· use the 
call bell tD request staff assistance. He said she 
would call for help When sMe·felt dizzy or wanted 
the commOde cleaned.· 
Review of Resident 1's medical record document 
titled 'Care Plan" SUbtitled, DAoL's Maintenance" 
(activity of daily living), dated 4/4/13, revealed a 
box was checked In front of the lntervention, 
"Monitor ambulation," 
Review at facility Resident 1's medical record 
document titled, "eM Review Report" SUbtitled, 
'Summary Notes:" (dated 4/9/13) indicated 
Resident 1 reqUired staff ·assistance with balance 
when standing and transferring..The document 
further stated staff would provide asSistance as 
needE\d.· . 

.Review of Resident 1'8 medical record document 
·titled,"Care PlanK subtitl~, "Falls' (dated 4/4/13) 
revealed the check boxeS in front of bed alarm 
and chair alarm interventions Were not checked. 
(Bed and chair alarm pads alert caregivers 
whenever a residentattempts to get up.) During 
an interview on 5/9/13 at 1:30 p.m., Facility Staft 
C reported that the facility had.placed alarms ·on 
Resident 1's bed ·and chair after she· had fallen 
and tractureq her arm. 
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