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**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
interview and record review the facility failed to provide sufficient staffing to maintain supervision for one of 
four sampled residents (Resident 1) who was identified as a wanderer and a high risk of fall.This deficient 
practice caused Resident 1 to wander outside onto the patio and sustain an unwitnessed fall leaving a 
laceration (cut) over Resident 1's left eye that required transport to the general acute care hospital (GACH) 
where Resident received sutures (a row of stitches holding the edges of a wound together).A review of 
Resident 1's admission record indicated the facility originally admitted this [AGE] year old female on 
4/18/2022 and most recently on 4/28/2025 including the following diagnoses, atrial fibrillation (irregular heart 
beat), supraventricular tachycardia (extremely fast heart beat), hypertensive heart disease (a group of heart 
problems caused by long term high blood pressure), hyperlipidemia (high fat in the blood), iron deficiency 
anemia (a condition where the body does not have enough healthy red blood cells), osteoarthritis (a 
progressive disorder of the joints, caused by a gradual loss of cartilage) of right and left shoulder, major 
depressive disorder (persistent low mood), cardiomegaly (enlarged heart), gastro-esophageal disorder 
(heartburn), diaphragmatic hernia with obstruction, dysphagia (difficulty swallowing) and dorsalgia (back 
pain). A review of Resident 1's Minimum Data Set (MDS- a resident assessment) dated 10/16/2025 indicated 
Resident 1's cognition (mental ability to make decisions for daily living) was not intact. Resident 1 required 
set up or clean up assistance (helper sets up or cleans up; resident completes activity, helper assists only 
prior to or following the activity) with toileting and walking. Resident 1 required supervision or touch 
assistance (helper provides verbal cues and or touching/steadying and or contact guard assistance as 
resident completes activity) with bathing.A review of Resident 1's physician order dated 9/7/2025 indicated 
visual hourly checks, check the resident every hour to ensure the resident is safe and free from falls, 
document the visual check was completed on the medication administration record (MAR- legal document 
where licensed staff document administration of medications).A review of Resident 1's elopement (leaving 
facility without notifying staff) risk assessment dated [DATE] indicated resident was at risk of elopement.A 
review of Resident 1's physician order dated 10/1/2025 indicated apply wander bracelet (wearable device 
that is part of a larger alarm system to prevent wandering among individuals with cognitive impairment) to 
right ankle as ordered to alert staff secondary to high risk of elopement. A review of Resident 1's MAR dated 
10/21/2025 indicated a y for yes next to hourly visual checks.A review of Resident 1's SBAR communication 
form dated 10/22/25 indicated Upon returning to check on Resident 1, The CNA noted Resident 1 was no 
longer in bed. The resident was subsequently found outside on the patio, lying on the ground, with skin flap 
noted above the eyebrow. Resident 1 complained of head pain rated 7/10. Resident 1's blood pressure was 
209mmHg/109mmHg (Normal range 120mmHg-140mmHg/60mmHg-90mmHg) and heart rate was 80 (bpm- 
beats per minute) (normal range between 60bpm-100bpm).A review of Resident 1's nursing progress note 
dated 10/22/2025 indicated on 10/21/2025 at 11:00pm Resident 1 was observed sitting in a chair outside of 
the room. On 10/22/2025 at 12:00am Resident 1 was again helped go back to bed. At 1:00am Resident 1 
was noted wandering in the hallway and assisted back to bed. At 3:00 am Resident was observed wandering 
again and refused to go back to bed so Resident 1 was placed in a chair. At 3:40 am Resident 1 was noted 
wandering in the hallway and assisted back to bed.Resident 1's GACH records dated 10/22/2025 indicated 
cat scan (CT scan-imaging scan) of brain results indicated no evidence of acute trauma. An x ray to the left 
knee indicated no evidence of acute trauma. Diagnosis forehead laceration, abrasion to left knee and closed 
head injury. Resident 1 was also given hydralazine (medication to treat high blood pressure), lisinopril 
(medication to treat high blood pressure) and metoprolol (medication to treat high blood pressure) for 
elevated blood pressure. Lastly, Resident 1 received sutures to eyebrow to be removed in 5-7 days.A review 
of a statement from CNA 2 dated 10/24/2025 indicated at approximately 3:30am Resident 1 was observed 
pacing the hallway and was assisted back to the room and placed in bed. After providing care to another 
resident staff returned to check on Resident 1 and Resident 1 was not in bed. Resident 1 was found outside 
on the patio. The CN was immediately notified and responded to assist. 911 was called and Resident 1 was 
transferred to the GACH for further evaluation.A review of a statement from the CN dated 10/24/2025 
indicated at approximately 4:00 am CNA 2 notified CN that Resident 1 was found outside on the patio. The 
CNA stated earlier resident 1 was assisted back to bed and after attending to another resident and returning 
to Resident 1's room, Resident 1 was not in bed. The CN and CNA assisted resident up from the ground and 
returned to the room.A review of Resident 1's Fall Risk assessment dated [DATE] indicated Resident 1 was 
identified as high risk for fall.A review of Resident 1's care plan titled, Resident 1 at risk for fall r/t confusion 
unaware of safety needs initiated 9/15/2025 indicated resident enjoys walking at back patio, bed in low 
position, yellow dot next to door name, yellow bracelet identifier. Resident keeps on removing the yellow 
[NAME] review of Resident 2's admission record indicated the facility admitted this [AGE] year-old female on 
10/21/2025 with diagnoses including displaced fracture of left femur (broken thigh bone), metabolic 
encephalopathy (condition where the brain's function is impaired due to an imbalance in metabolism), 
presence of left artificial hip joint, unspecified falls, muscle weakness, cognitive communication deficit 
(challenge in communication caused by impairments in thinking process), dysphagia, difficulty walking, 
dementia (a progressive state of decline in mental abilities), unspecified psychosis (a severe mental 
condition in which thought, and emotions are so affected that contact is lost with reality), pressure ulcer stage 
3 (Full-thickness loss of skin. Dead and black tissue may be visible), anemia, neuralgia and neuritis (nerve 
inflammation and pain)A review of Resident 2's History and physical (H&P the physician assessment and 
plan) dated 10/24/2025 indicated Resident 2 did not have capacity to understand or make decisions.A review 
of Resident 2's Fall Risk assessment dated [DATE] indicated Resident 2 was at high risk for fall.A review of 
Resident 2's care plan titled, Resident has these behaviors: prefers to sit up when in bed, episodes of trying 
to get out of bed verbal report from hospital tries to get out of bed, resident at risk for further left hip 
dislocation. 1:1 sitter was provided on day of admission for all shifts to redirect and ensure resident will not 
get out of bed and to prevent a fall.On 11/4/2025 The California Department of Public Health (CDPH) 
received a complaint alleging Resident 1 was missing and then found 30 minutes later outside of the facility 
on the patio very early in the morning after having an unwitnessed fall and subsequently transferred to 
GACH where Resident 1 received stitches over the eye and a swollen knee.During an interview on 
11/5/2025 at 3:14 p.m. with the certified nursing assistant (CNA) 2. CNA 2 stated we all watch Resident 1 
because Resident 1 tries to walk to the double doors and tries to get out, so we bring Resident 1 back to the 
room. Resident 1 did not sleep at night and would walk up and down the hallway. Sometimes we would be 
Resident 1 in a chair at the nursing station to watch Resident 1. Resident 1 would go out to the patio 
sometimes but if we saw Resident 1 going out there at night, we would not let Resident 1 go out there alone 
because Resident 1 had a fall before and Resident 1 was weak. CNA 2 stated, around 3:00 am or almost 
4:00 a.m. I couldn't find Resident 1, so we looked around and then we found Resident 1 just outside of the 
side door near the director of nursing (DON) office sitting on the walkway. The Last time I saw Resident 1 
before that was around three something, I cannot remember the times exactly. I don't know what happened 
Resident 1 disappeared suddenly. CNA 2 stated there were no alarms on the door Resident 1 went out from 
however there were lights on the patio. CNA 2 stated, I have seen Resident 2 try and go out of that door 
before and every time we re-direct Resident 1 and either put Resident 1 in the room or sit Resident 1at the 
station so Resident 1 could be watched. CNA 2 stated, We did not allow Resident 1 to go out that door, 
especially at night because there would be no one out there to watch Resident 1. CNA 2 stated before 
Resident 1 was found outside we put Resident 1 in the bed and Resident 1 did not stay, then we put 
Resident 1 in a chair and Resident 1 did not stay. CNA 2 stated CNA 1 was assigned to Resident 1 however 
CNA 1 was a sitter for Resident 2 that was trying to get out of bed. CNA 2 stated, I was not assigned to 
Resident 1 had I my own assignment.During a concurrent interview and record review on 11/5/2025 at 4:02 p.
m. with CNA1. The Nursing assignment sheet dated 10/21/2025 11:00pm to 7:00am shift was reviewed. The 
assignment sheet indicated CNA 1's name handwritten next to another unnamed CNA's printed name. CNA 
1 was assigned to R1 and 14 other residents. CNA 1 stated on 10/21/2025 CNA 1 worked a double shift 
starting at 3:00pm until 11:00pm then staying at work from 11:00pm to 7:00am. CNA 1 stated, I saw 
Resident 1 during the 3pm-11pm shift sitting in a wheelchair in the hallway eating snacks with a bedside 
table in front. They put Resident 1 there to keep an eye on Resident 1, but Resident 1 does not stay in place 
very long because Resident 1 liked to get up and walk around. CNA 1 stated at the beginning of the 11:00pm 
shift CNA 1 went to check the assignment and saw that Resident 1 was a part of the assignment. CNA 1 
stated at that time CNA 1 saw Resident 1 walking towards the double doors which activated Resident 1's 
wander bracelet. CNA 1 reported Resident 1 stated, I'm looking for the baby then CNA 1 walked Resident 1 
back to Resident 1's room and put Resident 1 in the bed. After which CNA 1 was instructed to be a sitter for 
Resident 2 in a different room that was not a part of CNA 1's assignment for four hours from 12:00pm to 
4:00am. CNA 1 stated Resident 1 had gotten out of bed again and CNA 2 said to CNA 1, don't worry I'll take 
care of your assignment and sat Resident 1 in a chair outside of Resident 1's room. CNA 1 stated this 
happened between 11:00pm and 12:00am. Afterward, CNA 1 went to Resident 2's room to be a sitter. CNA 
1 stated Resident 2 was a fall risk and was trying to get out of bed, so CNA 1 did not leave the room for the 
entire four hours. CNA 1 stated, I felt bad when they told me Resident 1 fell because we made a deal and 
they were supposed to be watching Resident 1; if CNA 2 was busy then the charge nurse (CN) should have 
been there. During the day when Resident 1 walks around there are more people there so when we see 
Resident 1 walking towards the doors we can stop or walk with Resident 1. During the 11pm-7am shift there 
is only the CN and the CNA's not as many people to look out for Resident 1. Lastly, CNA 1 stated, I do think 
the fall could have been avoided, I could have walked with Resident 1 or offered Resident 1 something to 
keep Resident 1 calm and to help Resident 1 stay inside.During an interview on 11/6/2025 at 12:33pm with 
the director of staff development (DSD). The DSD stated, I do the schedules and the assignments and if any 
last-minute changes are needed then the charge nurse can adjust. I divide the rooms by the number of 
CNA's and try to accommodate resident's requests. The DSD stated resident acuity (the severity of a 
patient's illness or injury which determines the level of attention needed) is considered when making the 
assignments and all the CNA's know if they get busy with one resident to assist with their other residents. 
The DSD stated residents who require redirection its easier during the day because we have additional staff 
for sitters and activities and rehab staff verses night shift there are less people because rehab goes home 
and activity staff goes home so the CAN's tend to help each other out so they will have a resident sit next to 
them because the resident is bored and give them an activity to do. During a concurrent interview and record 
review on 11/6/2025 at 12:40pm with the DSD. The Nursing assignment sheet dated 10/21/2025 11:00pm to 
7:00am shift was reviewed. The Nursing assignment sheet indicated 1 sitter assignment and 5 CNA's. The 
DSD stated the sitter worked from 3:00pm to 11:00pm as the restorative care nurse assistant (RNA), then 
returned to work that night at 11:00pm to be the sitter assigned to two rooms that did not include Resident 1 
nor Resident 2. The DSD stated those were the only two rooms identified as needing a sitter that night. The 
DSD stated Resident 1 was not identified as needing a sitter. The DSD stated there was 1 CNA who was a 
no call no show at the last minute, so CNA 1 was asked to stay over from the 3:00pm to 11:00pm shift. The 
DSD stated CNA 1 had 13 residents and CNA 2 had 14 residents which included Resident 2.During an 
interview on 11/10/2025 with the CN. The CN stated resident 1 was up the entire night and they kept 
redirecting Resident 1 back to bed after Resident 1 would get up again they would re direct Resident 1 back 
to bed. The CN stated CNA 2 was mostly assisting with redirecting Resident 1 back to bed. The CN stated 
CNA 1 was assigned to Resident 1 but CNA 1 was a sitter for Resident 2 because Resident 2 was also a 
high fall risk. The CN was not sure who assigned CNA 1 to be a sitter for Resident 2, and the CN did not 
know how long CNA 1 a sitter for Resident 2 was. The CN stated the CNA's help each other even though 
they each have between 12-16 residents assigned to them. The CN stated CNA 2 was watching CNA 1 and 
CNA 2's assignment while CNA 1 was sitting for Resident 2. The CN did rounds between 2:30am and 
4:00am and did not notice any other CNA's on the floor stating, they were all in rooms busy. Lastly, The CN 
stated Resident 1 did not have a sitter, we just kept checking on Resident 1 every 30 minutes.During an 
interview on 11/6/2025 at 3:30 pm with the assistant director of nursing (ADON). The ADON stated Resident 
1 was a fall risk but did not need a 1:1 sitter. I don't think we had any staffing issues that night, no one called 
us about staffing. The ADON stated, Resident 1 had dementia so I'm not surprised Resident 1 went out onto 
to the patio at 4:00am; maybe Resident 1 was thinking it was daytime because its so well lit. In Resident 1's 
mind there is a baby that Resident 1 was looking for. During the day when Resident 1 would go out to the 
patio staff would go with Resident 1 because Resident 1 might see something on the floor and try to pick it 
up and fall. Resident 1 had never gone out of that door onto the patio at night before. We have additional 
staff looking at high risk fall when we have new admissions to observe them and we put them on 1:1 
monitoring. Resident 1's fall precautions included low bed, yellow sticker on the name plate at the door and a 
room closer to the nursing station and hourly rounding. Resident 1 did not have a 1:1 sitter.A review of the 
facility's policy and procedures (P&P) titled, Nursing Department-Staffing, Scheduling & Postings revised 
7/2018, the P&P IndicatedPurpose: To ensure an adequate number of nursing personnel are available to 
meet resident needs. Nurse SchedulingPolicyI. The Facility will employ Nursing Staff that will be on duty in at 
least the number and with the qualifications required to provide the necessary nursing services for residents 
admitted for care.II. In staffing an adequate number of nursing service personnel, scheduling will be done as 
needed to meet resident needs, and such information will be posted as required.A. The Director of Nursing 
Services (DONS} and the Administrator will establish nursing hours and make adjustments to meet resident 
needs.B. The shift times are established and posted in the scheduling office and in the areas convenient for 
nursing staff to view.C. Shift times may be adjusted according to the needs of the Facility with advance 
notice.D. The DON and Administrator will establish nursing hours and make adjustments that meet resident 
needs. Nursing staff may be added to the schedule as required by Facility occupancy and workload. 
Part-time staff may be canceled with appropriate notice if the workload decreases.
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