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The following represents the findings of the
California Department of Public Health during the
investigation of one complaint,

Complaint Number: CA00582151

Representing the Dapartment: HFENg 89410 and
40212.

For Complaint Numbar: CA00582151, one
deficiency will be issued,

F 689 | Free of Accident Hazards/Supervision/Devices F 689 ) AMCQ
s5-D | CFR(s): 483.25(d)(1)(2) , j)&a . T} X '[-‘Li—"-,ﬂ

| §4843 25(d)_Accidents._ , RN VA ) | L
The facility. must ensure that - : v 7 f 3 ( "zd
§483.25(d)(1) The resident environment remains
as free of accident hazards as is possible; and

§483.25(d)(2)Each resident receives adequate
supervision and assistance dewces 10 prevent
accidents.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to provide the
appropriate number of staff to physically support UG .01 2018
one (Resident 1), of three sampled residents. ' -
For Resident 1, the facility did not provide two
staff members 1o assist her, when she went to the
bathroom.

This deficient practice resulted in Resident 1
falling in the bathroom.

Findings:
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Any d\é'flmency statement §nd|ng an astarlsk (%) denotas a daflcwency which the institution may be excused from correcting pmwdmg it ik determinéd th}ﬂ
other safeguards provide sufficient protection io the patients, (See instructions.) Except for nursing hornes, the findings stated sbove are disclosabla 90 days
following the date of survey whather gr not a plan of correctlon s providad. For nursing homas, tha above findings and plans of corraction are disclosable 14
days following the date these documents are made available to thj facility. If deficiencies are cned an approved plan of correction is requ151te to wntinued

program participation. p O C w HF‘DQ
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Review of the record showed Resident 1 was
admitted to the facility on 5/27/18, Further review
of Resident 1's last comprehensive Minimum
Data Set (MDS - an assessment tool used to help
direct health care needs) dated 6/9/18 showed
Resident 1 had moderate impairment in her ability
to understand and process information. Resident
1's MDS also showed that she required two
persons in order to physically assist her to
transfer from.bed to wheelghair and two persons
to assist her while using the bathroom.

By obsarvation on 6/27/18 at 11:42 a.m.,
Resident 1 sat in her wheelchair, in her room, .
unable to stand up on her own. :

In an interview on 6/27/18 at 11:45 a.m., Resident
1 stated that during the time of her fall, there was
one Certified Nursing Assistant (CNA) that
transfered her to her wheelchair and brought her
to the bathroom. Resident 1 stated, "l actually
fell. Ilanded on my knees. | have never fallen

| here before. After the fall | was brought back to
bed".

During an interview on 6/27/18 at 12:14 p.m.,
Residant 2 (roommate of Resident 1) stated,
"CNAs usually have partners when helping
Resident 1. The door to the bathroom was
slightly cpen. There was only one CNA in there
with her".

During an interview on 6/27/18 at 12:49 p.m.,
Licensed Vocational Nurse (LVN) 1 stated
Resident 1's fall was reported to her by Certified
Nursing Assistant (CNA) 3. CNA 3 informed LVN
1 that she was by herself and that Resident 1's
legs were sliding and that it was an assisted fall.
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In an interview on 7/11/18 at 1:56 p.m., CNA 3
stated Resident 1 had to use the bathroom and
s0 Resident 1 was transfarrad to the bathroom
and CNA 3 stayed with her in the bathroom
withiout additional assistance. CNA 3 stated that
Resident 1's legs felt weak and s0 CNA 3
assisted her down to the floor. CNA 3 stated, "|
usually take Resident 1 to the bathroom by
myseif",

During an interview on 6/27/18 at 11:15 a.m.,
Certified Nursing Assistant (CNA} 1 stated
Resident 1 cannot be left along in the bathroom,
CNA 1 stated, "If she goes to the bathroom, she
nesds two persons to transfer her. She had a
stroke and has right sided weakness. Two of us
have to put her in her whealchair first, then bring
her 1o the bathroam'. '

In an interview on 6/27/18 at 11:20 a.m., CNA 2
stated Resident 1 needs twa to three people in
order to transfer her 10 a wheelchair, CNA 2
stated Resident 1 cannot be left alone in the
bathroom, becausge she is a fall risk.

During an interview on §/27/18 at 11:30 a.m, the
Director of Nursing (DON) stated she received a
report that during the fall, there was only one CNA
with her in the bathroom. DON stated, "CNAs
need to be partnered up when they are
transferring, and in the bathroom".

Review of Resident 1's care plan dated 5/27/18
showed, "The resident has limited physical
mobility related to weakness. The resident
requires two person assist by staff on transfer",
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F 689 — For resident affected by this deficiency,

Resident was discharged on 6/28/2019

For resident’s having the potential to be affected
By this deficiency in-service on Fall: assisted and unassisted,
proper Documentation of falls, and following Care Plans was

done on 6/22/2018. See exhibit A

1. Licensed Nurse to give report to CNA’s at the start of shift for any new resident’s that require
the assistance of 2 or more people for transfers.

2. CNA's to check the Kardex of their assigned resident before providing care which informs them
how much assistance is required for transfers.

3. DSD to monitor randomly by asking CNA’s which of their assigned resident require 2 or more
people for transfers and provide report at monthly QAPI meeting for 6 months.

4. MDS nurse provides a list of residents that requires assistant of 2 or more people for transfer
that is kept in the assignment binder at the nurses’ station. This form is updated weekly and as

o — e v — 14 .__.__..n_e..e.d.ed. e

Assistant Administrator to monitor monthly for compliance at QAPI meeting x 6 months.



