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Monterey Palms Health Care Center 44610 Monterey Avenue
Palm Desert, CA 92260

F 0558

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Reasonably accommodate the needs and preferences of each resident.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** 41422

 Based on observation, interview, and record review, the facility failed to ensure basic accommodations of 
needs were provided when one of three residents, (Resident 3)'s call light was not within reach.

This failure resulted in Resident 3 to be unable to call for assistance.

Findings:

On July 2, 2024, at 11:58 a.m., an unannounced visit to the facility for a complaint investigation was initiated.

On July 2, 2024, at 1:42 p.m., observed Resident 3 sitting in a wheelchair at the foot of her bed. Resident 3's 
call light was wrapped around the right siderail.

On July 2, 2024, at 1:42 p.m., an interview was conducted with Resident 3. Resident 3 stated she was 
unable to reach her call light and could not call for help.

On July 2, 2024, at 1:57 p.m., an interview was conducted with the Certified Nursing Assistant, (CNA). The 
CNA stated that when residents are sitting in wheelchairs their call lights should be within reach. The CNA 
observed Resident 3's call light and stated that Resident 3's call light was not within reach.

A review of Resident 1's medical record indicated she was admitted to the facility on [DATE], with diagnoses 
with diagnoses of cerebral infarction, (stroke), and Parkinson's disease, (a progressive disease of the 
nervous system marked by tremor, muscular rigidity, and slow, imprecise movement).

A review of Resident 3's History and Physical dated April 22, 2024, indicated she had the capacity to make 
decisions.

A review of Resident 3's Care Plan dated June 1, 2022, indicated Problem: Increase susceptibility to falling 
that may cause physical harm .Approach: call light within reach . 

A review of the facility's policy and procedure titled Call Lights-Answering Of undated, indicated .7. When 
leaving the room, ensure that the call light is placed within the Resident's reach . 

555403 1

09/27/2024


