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‘ ' ' : 10127/19
S
7000 BIITHNLCOMUENT Faee F689 Free of Accidents
The fallowing refiects the findings of the - Hazards/SupemstonfDevme.s
Depariment of Publlc Health of a Gomplaint : . .
investigation during an Abbreviated Stirvey. 1. How corrective action will be
- accomplished for those residents found to
Comptaint number: CA00848151 have been affected by the deficient
’ - - practice - )
Reprasenting the Department of Health: -
Health Facllities Evaluator Nurse: 38561 A comprehensive assessment of Resident
) - ; . 1 was conducted when he returned to the
This Ins n was lim th i facility on July 30,.2019. His care plaps
S e g O were updated on July 30, 2019 to refldet
the findings of a full inspection of the faciiity. his current risk factors for fall and
ey : e interventions were developed to addresss
There were two deficlencies issued for specific risk factors. Similarly, physicjan’s
% aée gomikf:!nt numl:a..tl' GAMB;B‘I 51 i —_— orders were reviewed on July 30, 20] 9 for
rea of Accldent Hazards/Supervision/Devices the devices or alarms that wére to be
$8=0 | CFR(s): 483.25(d)(1)(2) : : utilized for Resident 1.
§4B3.25(d) Accidents, : ™
The égfny) muusl ensura that - Resident 1°s care plan interventions for
§483.25(d)(1) The resident environment remains fall and injury prevention are
as free of accldent hazards as Is possible; and communicated with the staff during
N change-of-shift huddles daily to ensurg
§483.26(d)(2)Each resident receives adeqgale that interventions are followed throug}.
supawlslm_ and assistance devices to prevent .
%;E&IIREMENT Is not met as evidenced CNA 1 was provided a one-on-one in-
by: . : service by the Assistant Director of
Based on observation, interview and record Nursing (ADON) on July 2312019 |
L review, the facifity falled to follow physician - regarding fall prevention and management,
. | orders, & resident's care plans for use of assistive specifically about communicating and
= %W&e whaelcthalr alarms ari\d coordinating with the supervising licerjsed
provide the nacessary supervision nurse and assigned CNA whenever
m:"&dmﬁﬁm‘;%ﬁ;gﬁggx 2?" _E helping out with a resident who is not
Resldent 1 had a history of falls and required assigned to him,
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Any daficlency statement ending with dn astarisk (*) dancisa a deficency which the

other safeguards provida suffidant protaction to the patiants, (See [nslructions.)

Institution may ba excused from correcting providing it ls-datermfved thit

ouf

a 'r’r/f‘t
Exoapt for homes, the findings ststed ab Wdays
foliowing the data of aurvey whether or not a plan of comeetion is provided. For iy s e o pectin

1 ys
il nursing homes, the abova findings and plans of comection are disclosable 14 .
days Hnw!gd tha dats thase documents are mads svallsbie lo the faciity. If deficancies are citad, an approvad plan of caraction is requisite to continusd
program participation. ’ . ;
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NAME OF PROVIDER OR SUPPLIER | STREET ADCREBS, CITY, STATE, ZIP CODE
. 16115 8 VERMONT AVE
MMMYEEAUHCAREOENTER GARDENA, CA 80247
. m SUMIARY STAYEMENT OF DEFICIENCIES () PROVIDER'S oF - (X8
(EACH DSFICIENTY MUST BE PRECEDED BY FULL PREFIX (EACH SHOULD BE CUNPLETEIN.
1) REGULATORY OR LSC IDENTIFVING INFORMATION) 70 CROSS-REFERENCED TO THE APFROPRIATE DATR
Fdgo P :m::% 456 of alarms fo FBE8| -5 How the facility will identify other
prevant falls, was not supervised and alarms residents having the potential to be -
were net used as prescribed by the physiclan. affected by the same deficient practice gnd
B what corrective action will be taken
. : : The Assistant Director of Nursing
mm&n&n p@c&m restlted !(l}’)liasldam 1 (ADON) will review incidents and
thres tmes within seven (7) days. Realdent accidents that occurred within the months -
;mmml fmmﬁ ﬂ'lel{ails on 7/22/13 and of July 2019 to the present month to ]' '
cam m'a:m?é'zcn) for wamg:‘:‘ goute identify any other residents who may hdve
treatment. This daficlent practics had the been affected by the same deficient
potential toresult.In further falls and injuries to practice.
Resitent 1 and other reskiants with high risk for ' ) .
falls, - . The review will focus on ensuring that 3
comprehensive assessment was conducted’
. to identify fall risk factors and that the
Findings: . resident’s care plan reflects person-
: ) : . -centered interventions to mitigate fall rigk.
A review of Resident 1's Admission Face sheet This will be completed by October 7,
indicated Resident 1was admitted to the 2019.
on 12/13/18 with a mast recent adiission on- ,
4/18/19, Resident 1's dlagnoses included If any other resident is identified to be
mmmbﬁ:?a‘mﬁgﬂo% in the “g’!ﬂlb . affected by the same deficient practice, fhe
a bump or biow facility will follow its interdisciplinary
mm&gmﬂﬁ% team process to assess fall risk factors,
mmiova) one slde of the body) and hemiparasis develop care plan, and communicate
(weakness of ths muscles of the lower face, arm, interventions for each specific resident
and lag on the leR side of the Body), saizure (a with assigned staff. -
suddan, uncontrolied electicd) disturbance In the :
brein that can cause che in bshavior,
movements or feelings, and inlevels of
- : I
. memory, language, probiem-salving and other
. | thinking skills that affect a person's abifity to
perform everyday activitles). -
A revisw of a "Morse Fall Risk Screen,” (a fall isk .t
FORM CMB-2557(3259) Previous Virsions Gbsolets Evant 0:YORC11 Pactity iDx CA910000478

W enntinuation shest Page 20f 10




3105231031

DPFH

11:42:52a.m.  09-27-2019 S/20
DEPARTMENT OF HEALTH AND HUMAN SERVICES P pal/ai
L VL ARE & MEDICAID SERVICES N .
OF DEFICH X1} PROVIDER/SURPLERICLIA UCTION SURVERY
AND PLAN GF CORRECT! (DENTIFICATION NUMBER: ﬁgu&wcom " oD
R ) ) c
885308 B.WING
L . : 08/27/2019
WBO?PWORBIWU'ER STREET ADDRESS, CITY, STATE, ZIP CODE )
KEI-A) BOUTH BAY HEALTHCARE CE 16118 § VERMONT AVE -
: . NTER - GARDENA, CA $0247 .
(4} 1D SUMMARY STATEMENT OF DEFICIBNCIES PROVIDER'S PLAN CF CORRECTION
PREFIX (EACH DEFIGIENGY MUST BE PRECEDE PREFIU CORRECTIVEACTION SHOUHDBE - - | conotonon
3 REGULATORY GRLGT (DENTIFYING wv&% CHOtS REPORERCED 1o T Aeeroranre | e
F 669 | Continued From page 2 Fasa|

- | medical'dsolslons.

. | includad to tranafer
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assessment), dated 1211318, indicated Resldent
1 had a scare of 83 (a score of 45 and above
means high fall risk).

Araviaw of Resldent 1's Minlmum Data Set
(MDS8), an assessment and care screening tool,
dated 8/19/10, indlcated Resident 1 was able fo
understand and b undasstood by others, The
MDS indicated Resident 1 required a ane-parson
physical sssiat with bed mobility, dressing, esting,
toliet use and personal hyglens, The MDS
indicated Resident 1 required a two-person
physical agsist moving to or from a bed, chalr and
or wheaichalr fo a standing positian. .

Arevisw of-Resldent 1's history and physical
(HiP) raport, dated 7/5/19, Indlcated gg:ldam 1
coutd make his neads known, but could not make

Arvisw of Residant 1's care plan, dated 7/8/19
indlcatad Resident 1 had high risk for falis and
Injury, poorjudgement and safaly awareness,
history of falls and imited mobiity. The staffs
Interventions included to kesp Resident 1's
reach b‘sdmtéwpodﬂ?"?tdcflmwm‘m

h N & -]

g keap th m '

1.Areview of Resident 4's care plan, dated -
722118, Indlcated Rosident 1 had an actuat fall
incident on 7/22/19. The staffs interventions

* | aware of ang's surroundings), provide first ald for

Resident 1 to the hospitaifor |

3. What measures will be put into plade or
what systemic changes will the facili
make to ensure that the deficient pr
does not recur

The DON or ADON will conduct med
record reviews for new admissions daily

prevention reflects a holistic assessmext of
every resident and that risk-specific
interventions were developed. This will be
implemented on October 7, 2019

The licensed nurses were provided an {n-
service on Fall Prevention and
Management, including the facility’s
Falling Star Program, by the Nurse
Consultant on October 2, 2019. The in}
service emphasized the importance of
conducting a comprehensive assessmept to
idehtify fall risk factors, developing ri
specific care plan, communicating
interventions with CNAs, and monitorfng .
effectiveness of interventions.

“The CNAs will be provided an in-service

on Fall Prevention and Management by the

Nurse Consultant on October 7, 2019.
__in-service will focus on the role of Cj

BVEITBUGH, BSE6ES TS feelde OT D n. H A
changs in range of motion, mohility and Qava"?of.
consciousness {the stata of belng awakeand

presence of infury and to determinae th
reaa 6 causs of

in preventing falls and injuries and abgut |
the facility’s Falling Star program.

FCRM CM5-2507(32-95) Pravtous Varslons OBselats Bvent ID: YaNGH
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HEALTH AND HU FORM APPROVED
LHUARE & Wik e N . QMB
(X1) PROVDER/SUPPUERICUA {X2) MUILTIPLE CONSTRUGTICN
| IDENTIFICATION NUMBER: A BULDING
» " 65306 8.WING —
NAME OF FROVIDER OR SUPPLIER STREET ADORESS, CfTY, STATE, ZIP CORE
. A 18116 8 VERMONT AVE
KEI-Al SOUTH BAY HEALTHCARE GENTER . L 'l GARDENA, CA 50247 -
oo | - SUMMARY BTATEMENT OF DEFICIENGIES ) FROVIDER'S PLAN OF CORRECTION
DEFICIENGY MUST BE PRECED .
PRERX | RESULAYORY OR LGS IDENTIFVANG BEorama) P CNOY8 HEPERGNGED 10 THE ALPEDRRATE - ”ﬁm‘
F 889 Continued From page 3 . . . Fess| ., facility implemented change-of-s

reviaw of a "Situation : huddles between the licensed nurse and the
:nd m%;gm &.ggkgua?ﬂd;ﬁgm t CNAs to discuss residents® special neefis,
communication form), dated 7/22M9 and timed at including fall prevention measures. This
2 p.m., indlcated Residant 1 had a fali on 7/22/19 |  was implemented on September 30, 20119.

_| and sustalned a skin tear (a wountl caused by ' '

shear, friction, and/or blunt force resulting In The ADON will post an updated list o
soparafion of skin layers). -+ residents in the Falling Star program b

review feciity's “Transfa ) the nurse’s station weekly to make sta
?mng él:‘fdﬂ?ﬁamd at 2?1‘:{ p.m gmm ' informed of residents who are high risk for
Resident 1 was tatally dependent on the staff for falls. This was completed on-October 1,
bathing, dressing, tofleting, transfers and eating. 2019.
This form indlcated Resldent 1 who had a high . . :
fall risk, had & skin tear on the forehead . The Department Managers will condugt
measuring ona by 0.5 centimeters ([t} unitef room rounds once a week to ensure thgt ..

| reastrems: o : ‘ fall prevention interventions are being]

) . . implemented according to each resident’s
Areview of Resident 1's GACH . care plan. Deficient findings during royinds
dated 7/23/19 Indicated Raaldei:?g wmﬁ‘.&“im ' will be reported to the DON and
to the GACH an 7722118 and dischasged on Administrator during the stand-up megting
7125118, following a fall In the faciiity that resulted ) for follow-up. This will be implement;
in Resident 1 sustaliing a frontal head hamatoma on October 18, 2019, *

| (@ collection of blood cutside of blood vessdis).
review of Residen 4. How the facility plans to monitor i
?mg_ ﬁﬂ:,m me E&'&m' ({ated performance to make sure that solutiﬁs
bilgteral (both) half side bad rafls up to assist || aresustained.
Rasident 1 when tuming and rapasitioning in bed.
’ The Director of Nursing will track and
Areviaw of Residsnt 1's Morse Fall Rigk Screan, trend data from rcom rounds and medica
dated 7/26/18, Indicated Resident 1's score was record reviews monthly and will repo
FHEIH-S1-£9,-COMPBanras-1o-the-assassmanton——f————— ~Firrel s ~Oality Assessment a R
1212018 of 85, _ ' _ Assurance (QAA) Committee during the
Areview of Residant 1's phyalclan's orders, dated QAPI meeting for further
712819, indicated Resident 1 should have a tab recommendations.
alarm (a device that alerts the staff when the ] ' .
mmmmwﬁruom . EventlD:YeNC11 FeeayID:CAvIOOATS T cantinaation Shoet Peas 4 o170
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F €89 | Continued From page 4 )
" .| resident tred to get up unassisted) while in bed to
glert the staff. This order also indicated the staff
Dlacemartar upmm o i for

N ning evary g ]
physlcian order-aiso included for Resident 1 to
" { have a lefi-sided ficor mat placed for fali
menagement every shift.

Arevisw of Rosldant 1's Interdisciptinary Team
Cenfsrence Record ([IDT] & group of medical
profassionals that work together towards a
common goal for a residsnt), dated 7/26/19 and
timed at 4 p.m., indicated on 7/22/19 at 1:20 pm.,
Resldent 1 was found en the fioor in the room, In .
a right-side lying position with the whee!chalr
bohind the rasident. Resident 1 sustalned Injuries
and was transforred to a GACH on 7/22/19at - . !
2:25 pm. and retiumed to the facility on 7/26/19. .
The IDT's recommendations included to ugs g
| floor ratt at Resident 1's bed slda, abed alarm to
remind the staff whon Resident 1 attemptad to
get out of bid unasalsted and remind the new
CNAs not (o leave resident with high fail risk In
the rcom while in whaelchalr,

On 7/30/19 at 2:30 p.m., during an interview, the
fac! Birector of Nursing (DON) stated
.Res 1 was at high risk for falls and had two
fails with injusies within four days. The DON |
o a r, an
unwitnessed fall with @ smaf laceration to the

- “abrid

and was transferred to a GACH. The
-+DUN-SHISS-hatatthet .
whealchair might not have been In Rasident 1's
reach and thers was no whesalichair atarm to alert
ﬂmm:fmdﬂeswantiwasatﬁempmmeatup
unassisted. .

.___| Areview of Resident 1's SBAR form, dated-
FORM mmmmmom Event ID:YGNC 14 Faciity [D: GA910000278 lfwnttnuwen MPGIB Softd
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7127119 and timed at & p.m,, Indlcated Resident 1
who was readmitted to the facility two days prior-

. | (7126118), frain the hospital was abssrvad with

m%bﬂwbﬂwhtand hand. _

Areview of Resldant 1's nurses' progress nots,
datad 7/27/19 and timed at 3:30 p.m. Indicated on
7127118, during hunch, Residant 1's family
member (FM1) notifled a Charge Nursa that
Raslident 1's left arm was swollen, The note

upon assassment, Resident 1's left

indicated
" | wrist and laft hand were observed to ba swollen.

Tha Note indieated Resldent 1 did not know what
| happened to his Ikt hand and that the left wrist
was immobilizad, According to this noted,
Resldent 1's physician crdered an x-ray (process
cn taking pictures of a body part to dizgnoze
broken bonea and other dizarders) to be done on
the resident's teft wrist.

Areview of Resldent 1's an untimed SBAR form,
dated 7/20/19 indicated Regident 1 had a fal from
_ ammebt(ut;;n 7mn§am mnad an’ and
a a skin scraping or avray
laceration (injury to the ekin and the soft tssus) to-
the forshead.

Ambwofw 1's nursas’ progress ncte,
dated 7/2819 and timed at 8:38 p,m., indicated
on 7/28/19 at 4 p.m., Residant 1 fe!l an the flaor.
The note indlcated Rasldent 1 was on the ficof in
his room with the whesithalr next to him. The .

11:43:32a.m. 09-27;&?&9' 121209
=L, QU720
DEPAR OF HEALTH AND HUMAN SERVICES FORM APPROVED
ENTERS FOR MEDICARE & M D SER :
AT, OF DEFICIENCIES {%2) MULTIRLE CONSTRUCTION
%ug&uwm A BUADHG GOMPLETED
: . c
. B.WING . 0812712019
‘| NAME OF PROVIDER OR SUFPLIER | STREEY ABDRESS, CITY, STATE. 2P CODE
- 18118 8 VERMONT AVE"
NMWMTHCARECENTER |. caRDENA, CA s0247
SUMMARY STATEMENT OF UEFICIENGIES m PROVIDER'S PLAN OF CORRECTION ol o
H DEFICIENCY MUSYT BE PRECEDED BY FULL FRER H CORRECTIVEACTION SHOULDBE . | commesion
™" RE mmoumugmmmmomm ’ ms" c&msnemmmmwmm DATE
F§89 Continuad From page § Fasse

note indicated Resident 1 had a racpenad frontal

ist uppar aye brow faceration, a 1.2 by 4.8 cin
upper faciai abrasion, and a 1.8 cm mid-upper lp
laceration with bleading. . '

Areview of Resident 1's Physiclan order, dated

FORM CMB-2507(02-09) Previcus Versions Obsolels

uent (D:YONOH

Facily ID: CABIQO00278
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772019 and timed at 3:43 p.m., Indlcated
Resldent 1 should have a sensor pad alarm (a
-davice placed on a chalr or bad that makes a
sound when the resident tries to gat out of bed or
chalrunassisted), while In the whaal chalr to alart
the staff when the resident attempted to getup
unassisted. This order also Indicated the staff
should to menitor the alarm for placement and
functioning every shift, -

Areview of Res!dant 1's "Verification of Informed
Caonsent for Use of Prolonged Davices,” datad
7120119, indicated Resident 1 was at risk for falls
and was to have a aensor pad alarm white Ina
wheelchalr, - T

Areview of an IDT note, dated 7/230/19 and timed
at6:88 p.m., indicated on 7/20/19 at .
. | approximately 4 p.m., Rasident 1 was found on

- &aﬂoarnmdbhished.mmewmgdmlron
the residant's sida. Resident 1 sustained injurfes
fo the frontal head measuring 2.5 cm, a laceration
on the (eft upper eyebrow measuring 2.1 cm, an
abrasion on the teft upper cheek measuring 1.2 .
by1jun.a!mmﬂonquamwupparlfp
measuiing 1.6 cm. This nate indicated-Resident 4
was chesrved with minor from the
injured sies, According to this note, Resident 4
r fell when a CNA was abbut to transfer the
resident from the wheelchalr to the bed,

Fes9

¢t MULTIPLE CONSTRUGTION
™ )mmmcmcn NUMBER: ?amm
855308 - 8. WiG
NAME OF PRGVIDER OR SUPPLIER . STREET ADDRESS, CITY,
: 16118 8 VERMONT AVE
- KEI-Al SQUTH BAY HEALTHCARE CENTER GARDENA, CA 80247
OF DEFICIENCIES ) PROVIDER'S BLAN OF )
?&u (EACH DEFICIENOY MUST BE PRECEDED BY FULL PREFIX H CORRECTIVEACTION SHOULD B2 COMPLETION
Fms REGULATORY OR LEG IDENTIFYING (NFORMATION) TAG m%mmmme»mmm DATE
F 6889 | Continued From paga 8

Dosuinentation,” indlcated Resident 1 was
admitted to the GACH on 7/29/19 and discharged
on 7/30/18, foliowing a forehead laceration and

brulaing to the laft cheslc. This documentation

FORM CMB-2567(02-95) Previous Versions Cdsolete Event ID: YeNC11

Faclly {D: CR910000278 tf continuation sheot Page 7 of 10
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F 688 | Continued From page.7 1 'Fosg
indicated a staff drepped Res!dent 4 when :
moving him from a whaelchelr to the bed,
According to this documentation, Resident 1 had
a laft frontal head hematoma (a collection.of
blood outside of blood vessals) with a superficial
lacaration and complalned of pain to the lsft
elbow and Isft upper arm,

A reviaw of a “Summary of Investigation,” dated
7/3118, indicated Reeident 1 had an unwitnessed
fall on 7/22/19 at ppproximately 1:20 p.m.,
sustained a frontal head laceration with minima
blesding and was transfered to a GACH. The
summary indicated Resldant 1 was admitted to
the GACH from 7/22/10 to 7/26M9, This report
i i s By

e A 8,
confusion and forgelfulness,

On 7/30/18 at 2:30 p.m., during an titerview, the
DON statad that on 7/28/19, Resldent 1 had an
u fall from a whes!chalr after a
Certified Nursing Assistant 1 (CNA 1) isft the
resident (n an unlocked wheelchalr In his room.
The DON stated that CNA 1 was newly hired to -
the factiily and was not aware Restdent 4 wes a
high fall risk.

On 7/30/49 at 2:46 p.m., during & concitment
obssrvation and interview, Resident 1 was .
obsafved In a reciining position in a whasichalr, In
the dining roem and with no wheelchalr atam.

place but should have, to preventfallsand

Injurias to tha resigent,

On 7/20/19 at 2:68 p.m., during an Interview, CNA
FORM CMS-3567(0265) Frawous Viveions Obsolets _ Event (D:YINCSY Fazitty (0: CAB{0000278
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F 889{ Continued From page8 - ‘I Fess

2 stated that on 7/20/18, CNA1 eft Resldent 1
who was very agitatad unattended in his raom,
because CNA 1 did not know how 1o care for -
Resldent1 and Resident 1 was not supposad to
be lsft unattended due io a history of falls,

Qn 7/30/19 at 3 p.m., during an inferview, CNA 1 .
stated that on 7/26/18, Resldent 1 was assiated in
awhselchalr to the raom, CNA 1 stated that .
Resident 1 did not have a whesichalralmaora |,
fleor mat, as prescribed by the physician on . '
712819, CNA1 Iaft Residant 1 ina wheslchatr | -

with an unlcoked left wheel. CNA 1 stated that
thirty minutes later, at approximately 3:30 p.m.,
Residoent 1 was found on the fiaor. According to
CNA1, Resident 1's fall could have been .
mﬂmimhﬂlnﬂmluﬂway .
whee the staff could supervise the resident.

On 7/30/19 at 3:15 p.m., during en interviaw, the
faciliy's Activitias Director (AD) stated Resident 1
. | who had a history of falls had a tendency of
tearning forward while in the whaelchalr. Tha AD
slated Realdant 1 who had two recent falls from
the wheelchalr did not have a wheelchalr alarm.

On 8/1/19 et 1 p.m., during an intarview, Licensed
Vocational Nurse L&V&*wmﬁ?ﬁ”&“
was vary agitated ‘a history a
required closs supervision. LVN 1 on
72811, CNA 1 ahotld ot have lof Radtamt In

the room uneupervised. LVN 1 atated Restdant 1 i I
7128119, when the resident fe!l, :

. Areview of the facility's po!lwﬁﬁ'ad “Fall Risk
' nt," with a revised date of 3/2018,
Indicated the facillty would identify and document

FORM CMS-2807(02:96) Previois Vaions Chaolels Evont D:YINCHS  Facity 10: CAB{0500278
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+ F89| Continuad From page § Fesgl
residant's riak factors for falls and establish a
regident cantered fall prevantive plan based on
relsvant assessment Information. ’
‘ Areiiaw of the facll's  poley i, "Accidants : '
ncidents, investigating a eporting,” with .
revised date of 7/2017, Indicated the facitly
woutld e!:;np!y wm.umnt n'ﬁes and regulations
goveming gecldents or incidents INIOMW
medica! device,
FOINMMJ Previous Versions Obsalste . - : Event (D:YONC1$ Faciky (D: CAS16500270
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| Occurrences

Occumences such as epldamic outbreaks,
polsenings, fires, major accidents, desth from
unnatural cauaes or ofher catestrophes and -
unusual acourrences which threaten the welfare,
eafely or hesith of patients, personnel or visitors.
shallba reported by the facility within 24 hours
either by {elephone (and canfinned in wilting) or -
by telagraph to the local heatth officer and the
Department. An Incidant report shall be retained
on fila by the facilty for one year..The facility shatl
furnish such cther pertinant information related to
such occurrences as the local heatth officar or the
Departmant may require. Every fire or axplosion
which ocours in or an the premisaa shall be
reportsd within 24 hours t the local fire authority

or in areas not having an argenized fire service,
tutletaﬂeFlron».!ag 5 ) )

| This Statuts 15 not met as evidanced by:
Based on interview and record review, the faciity
failed to report two unwitnsssed fall incidents to

of three sampled residants (Resident 1), who had
two fails In four days and sustained lacarations
(deep cuts) to the forehasd and upper iip,

This deficlant prectics placed Rasident 1 and
other realdents In the faciity at risk for neglect.

Findings:
A

the Departmentof Health Services (DHS), for one fall and injury prevention are

1:48:41am. 09-27-2019 17720
PRINTED: 0872772019
FORMAPPROVED
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A BUILDING: . COMFLETED
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m SUMMARY BTATEMENT OF DEFIGIENCIES (0] PROVIDER'S FLAN OF GORRECTION oB)
{EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR x.scngmvma INFORMATION) TAG eaosmmsgggmmmmvmte DATE
sabear T22 DIV5 CH3 ARTE-72541 Unusuat 84835

B4835 T22 Div5 Art5-72541 Unusual
Occurrences

1. How corrective action will be -
accomplished for those residents found to
have been affected by the deficient
practice .

A comprehensive assessment of Reside
1 was conducted when he returned to

were updated on July 30, 2019 to refle
his current risk factors for fall and
interventions were developed to addres
specific risk factors. Similarly, physici
orders were reviewed on July 30, 2019
the devices or alarms that were to be -
utilized for Resident 1.

Resident 1°s care plan interventions for

communicated with the staff during
change-of-shift huddles daily to ensure
that interventions are followed through.

CNA 1 was provided a one-on-one in-

service by the Assistant Director of

i Nursing (ADON) on July 23, 2019 :
regarding fall prevention and managemgnt,

specifically about communicating and 1

an 12/13/18, with a moat recant admiaslon on
‘4/16/16. Rasident 1's diagnoees Inclided
traumatic brain injury (a disruption in tha nomat

s'admitied to the fachity

nurse and assigned CNA whenever
helping out with a resident who is not

r assigned to him.
function of the brain caused by a bump or biow to : ’
the head), history of falling, genemnlized mqeda.
m&”mmmmmmmmamsmqm e . o5 DATE
- oo L " Heariuion shest 1074
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i [2L) auumvsr%ngggmmsssm ) mmmm:g“eg" e ol '
g REGUIATORY OR LSC IDENTIFVING INFGRMATION) F'}'E;m cﬂguc'-‘mncmmm DAYE
Conﬂnued'mepam‘! | Resident 1 i‘all’ idents on July 22
' esident 1°s fall incidents on July 22,
' mﬁmmmﬂmwmdm 2019 and July 29, 2019 were investigatpd
muieclas of the lower face, arm, and leg.on ths by the California Department of Public
left skie of tha bady).selzure (s suddop, Health on July 30, 2019, thus; they werb
:'l:!alionh'cl!o_d elactrical mﬁ?mmmt inthe brai " no longer reported.
can cause n or, movamen ..
:rfaeﬂrégs(.dgndhgvemofwmdoumm) and 2. How the facility will identify other
emantia (dectine in memory, language, . residents having the potential to be
wm? mgum" thinking skiils that affected by the same deficient practice gnd
. acﬁvlﬂ:s!;amn 8 abllly to perform everyday what corrective action will be taken
' ‘Areview of a "Morse Fall Risk Screen,” (a fall rigk The Assistant Director of Nursing
sssassment) dated 12/13/18, Indicated Resident (ADON) will review incidents and -
1 hed @ score ar 85. A score of 45 and above accidents that occurred from July 2019 fo
"means high fall rak, the present month to identify residents
Areview of Resitent 1's Minimum Data Set Who may have been affected by the same
(MDS), an assessment end care ecresning toal, deficient practice. The review will focus .
dated 81619, Indicated Reeldent 1's oognition - on identifying incidents and accidents that
(thought pmé“) was Intact. The MDS Indicated | constitute an unusual cccurrence. This will
Resldent 1 requirad a cne-parson physical assist | - be completed on October 7, 2019. The
with bed mobiiity, dressing, eating, tollet use and Teporting procedure will be followed fo}
personal hyglens. The MDS indicatad Resident 1 any other incident or accident that is
"required a two-parsan physical assiat moving to identified to constitute an unusual
gk ik e ez
Resident 1 was antidepressant : :
wdication prassion 3. What measures will be put into placg or
s .b troxtdog ) medication. “ what systemic changes will the facility |
Areview of Residant 1's history and physical make to ensure that the deficient practide-
' (Hl.:)id report, dated 7/5/19, mm Resident 1 does not recur
 Areview of Residant 1's care plan, datsd 7122118,
Indicated Resident 1 had an actual fal incident.
The staf'e Intervantions {ncluded to transfer
Resident 1 to the hospiinl for evaluation, assess
the resident for paln, injury, change In range of
' ¥ra &nd Cerificaiion Uivisien T
" GTATE FORM un YENC11 ¥ continustian shest 2074
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NAME OF PROVIDER OR SUFPLIER ' BTREET ADDRESS, CITY, STATE, 2IP CODE .
A ; 16116 8 VERMONT AVE
K‘ElqA! SOUTH BAY HEALTHCARE CENTER GARDENA, CA 80247 '
[ SUMMARY GTATEMENY OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
. EFICIENCY PRECEDED ORRECTIVE ACTION SHOULD 88 conpieTs
.%‘x &%ﬁfmm wc% mmm) m-u\%“ 0 v%ssa%egammwmammz | oA
B4835| Continued Frompage 2~ _ | e4835 : . :
motian, mobillty and teve) of coneclousness The DON and the Administrator will
prcv!dé first aid for presance of Injury, and to review fall incidents daily to ensurethat
detarmine the cause of the fat unusual occurrences are reported to'the |.
o K California Department of Public Health
Arevisw of a “Siiuation Background Assessment CDPH) promptly as specified in Title 22
and Recommandation® ([sa/{%]oan Internal and in the facility policy
! ‘ in ,
commuat:aﬂon form), date‘z'l zﬁm& ﬁnd gmeedat %y
2 pm,, indicated Resident a il an All facility staff will be provided an in-
sustained a skin tear (@ wound caused by shear, sel'lvt;?::l-c:n Snum‘ta’; Ocigxrences, including -
m"’m biunt force msul}!ng in separation reporting procedures to follow, by the
) ’ Nurse Consultant on October 16, 2019.
Areview of Resldent 1's Progress Nots, dated . - o
7/22/19 and timed at 1:20 p.m., Indicated. =~ | 4. How the facility plans to monitor its
-m{;ma found o;} Igm tggg:t gide %gg on the performance to make sure that solutions|
room. According to the nure are sustained
progress note, Resldent 1 had a frontal {middle of
the face) cut measuring one Inch with minar _
bieeding‘and was """“"’f"" m m hospitat. The Administrator will present, to the
A revisw of a faciiity to hospital “Transfer Form?® QAA Committee, a monthly report on
dated 7/22/19 and timed at2:10 p.m., mm& ‘ "incidents and accidents that were report¢d
Resldent 1 was totally dependent on the staff for to CDPH during the QAPI meeting to
bathing, dresaing, tolleting, transfers and eating. ensure compliance to Title 22
g?&mmggm &%ﬁ% ahigh requirements and the facility policy on
| o 2G 2 - reporting unusual occurrences. Any
. mm - im” om : 1? 05 mm“’? {{cm] unit of recommendations for further review or
) . additional interventions from the QAA
Areview of Resident 1's Hospital Transfer Form, Cgtmnmi!tee will be acted upon by the
dated 7/22/19 and timed 1:40 p.m., indicatad Administrator.
mdam 1 who was non aumslamw ﬁgxmto
‘ , totally dependent on the staff ng,
—i-dreasing ~tollath 10 transefers-asnd veaﬁnwd-had
a fall with Injuries. )
Areviaw of Residant 1's SBAR form, dated
7/28/18 and imed at 4:10 p.m., indicated
. Resident 1 had-a fall from a wheelchair and
. sustained an abmasion (a skin scraplng or wearing
- Ucenshgand Cefflcatien Dvislen . o ) _ ) .
STMEFORM ] L} ysng11 I onSnuntion sheet 3ot4
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- | away) and laceraticn (Injury to the skin and the .
soft tissus) on the forehead. .

Areviaw of Resident 1's pragress nots, dated
7128118 and timed 8:38 p.m,, indlcated at 4 p.m.,
Resident 1 fe!l on the floor. This note Indloated
Resldent 1 was on the foor in his room with the
wheglchalr nextto him. Acoording toanursing |
progress note, Resident 4 had a reopened frontal
head laceration measuring 2.6 cmby 2.1 cm, a
left upper eye brow laceration, a 1.2 by 1.5 cm
upper facial abrasion, and a 1.8 cm.mid-upper lip
laceration with blaeding. )

On 7130119 8t 2:40 p.m.. during an Interview, the
faclity’s administrator (ADM) stated that Resident
| 1's falls that resufted In iacerations ware not

raported to DHS because the (njurles were nota
resultof anabuse. -

A roview of a facliity's palicy titled, "Accidents and

Incldents; Investigating and Reporting,” with a
revised date of 7/2017, indicated the faciity would
comply with curent rulss and regulations
goveming accidents and or incidants involving a
medical device. '

Areview of a faciiity's undated pollcy tited,
“Unusual Ocounrence Reporting,” indicated the
facilily would report unusual occurrences or other
reportable evants which affact the heaith or
walfare of residents, employees and visitars as

ulred by federal or state regulations, This
ey aist i gllenations of abuso

I ICH]
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