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F 0678 Provide basic life support, including CPR, prior to the arrival of emergency medical personnel , subject
to physician orders and the resident?s advance directives.

Level of Harm - Actual harm
*NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
Residents Affected - Few interview and record review, the facility failed to provide care and treatment in accordance with
professional standards of practice and resident's needs for Resident 1 by failing to administer oxygen
(a life sustaining gas that travels from lungs to the blood and helps convert food into energy), when
Resident 1 was found with critically low oxygen levels in the blood (a dangerous, life-threatening
condition when the oxygen not reaching body tissues often causing confusion, rapid breathing, and
altered level of consciousness-a change in arousal and responsiveness that ranges from mild to
severe e.g. lethargy to coma state). In addition, the facility did not initiate cardiopulmonary
resuscitation (CPR -an emergency treatment performed in an effort to preserve the function of the
brain and other vital organs when a person has no pulse (pulse can be checked from an artery located
on wrist or neck) and is not breathing or not breathing adequately), when Resident 1 was found
unresponsive, pulseless, and not breathing. These failures denied Resident 1 life-sustaining
treatments and interventions during an emergency and resulted in Resident 1's death.A review of
Resident 1's Face Sheet (a summary of patient's demographic, clinical information, physician name)
indicated the facility admitted Resident 1 on 5/2/26. Resident 1's diagnoses included endometrial
cancer (cancer of the inner lining of the womb), pulmonary embolism (a condition when a blood clot
get stuck into the lungs obstructing blood flow), and depression.A review of Resident 1's Minimum
Data Set (MDS- an assessment tool) dated 5/8/26 indicated that the resident scored 14 out of 15 in a
Brief Interview for Mental Status (BIMS, an assessment tool used to determine cognition status using
total scores with a range of zero to 15, a score of 13-15 denotes intact cognition) indicating the
resident was cognitively intact. The MDS assessment indicated Resident 1 used wheelchair for
mobility and required maximum (staff does the majority of the lifting and maneuvering) assistance
from staff to transfer to and from wheelchair.A review of Resident 1's Physician Orders for Life
-Sustaining Treatment (POLST form - a document containing medical orders to be honored by health
care staff during a medical emergency) signed by Resident 1 and the physician on 8/19/22 indicated
Resident 1's choices were for full treatment/full code (perform resuscitation and all appropriate
lifesaving measures, including oxygen, CPR, and other interventions used to help a person breathe
when the airway is blocked) if found pulseless or not breathing.A review of nursing progress note
(NPN) documented by licensed nurse (LN 1) on 6/23/26 at 12:12 p.m., indicated Resident 1 left the
facility at 8:30 a.m., via wheelchair accompanied by her husband to have laboratory blood work done
at the clinic and returned back to facility on 6/23/26 at 11:15 a.m.A further review of NPN indicated
that upon returning resident to her room, Resident 1's husband requested LN 1 to call 911 due to the
resident's decline in responsiveness. LN 1 documented that on 6/23/26 at 11:25 a.m., Resident 1 was
found unresponsive, with heart rate elevated to 120 beats per minute (BPM- unit of measurement;
(continued on next page)
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F 0678 normal range typically 60 to 80), with oxygen saturation (measurement of oxygen level in the blood,
commonly known as oxygen saturation) initially reading at 45% (normal range is 98 to 100%), then

Level of Harm - Actual harm down to 34% on room air (without supplemental oxygen). NPN indicated that LN 1 called 911
(emergency services) at 11:26 a.m., verified that Resident 1 was Attempt Resuscitation [full code,

Residents Affected - Few including CPR], and then prepared resident's documents, including face sheet, medication list, and

other documents required for the transfer of resident to the Emergency Room. The NPN indicated that
after LN 1 verified that Resident 1 was full code and printed POLST form from computer, LN 1
returned to resident and spouse in the room, rechecked Resident 1's blood pressure, heart rate,
respiratory rate, and oxygen level. LN 1 documented Resident 1 did not have a pulse and was not
breathing. The NPN indicated further, Charge nurse [LN 1] requested aid from station 2 charge nurse
[LN 2] for help moving the resident onto her back from wheelchair for upcoming CPR, then pushed
the crash cart [an emergency cart that contains life-saving equipment and medications during
medical emergencies] located in the activities/dining room area towards the res' [resident's] room.
NPN indicated that when LN 1 and LN 2 entered Resident 1's room the Fire Department (emergency
team) was already there. NPN indicated that Resident 1 was pronounced (officially declared) dead on
6/23/26 at 11:43 a.m.During a joint interview on 7/8/26 at 11:55 a.m., with Administrator (ADM) and
Director of Nursing (DON), the DON stated Resident 1 was stable when the resident left the facility
earlier that morning on 6/23/26. The DON stated Resident 1 was found unresponsive, with elevated
heart rate, and critically low oxygen level after returning from the clinic at 11:25 a.m. When the DON
was asked what measures were initiated, the DON explained, Oxygen was not administered, LVNs
can't administer oxygen per new regulations. The DON validated that CPR was not started, the
resident was still sitting in wheelchair, and did not receive supplemental oxygen. The DON stated LN
1 called 911 and then called LN 2, who was a registered nurse (RN, a nurse with advanced training)
for assistance, but when LN 1 and LN 2 came to resident's room, the emergency responders were
already in the room. The DON stated that Resident 1 was pronounced dead shortly thereafter.During
an interview on 7/8/26 at 1:48 p.m., Certified Nursing Assistant (CNA 1) stated she was assigned to
Resident 1 on 6/23/26. CNA 1 described Resident 1 as alert and in stable condition when the resident
left the facility in the morning. CNA 1 stated she was at lunch when Resident 1 came back and was
shocked when she found out Resident 1 passed away, and then added, It was completely
unexpected.During an interview with LN 3 on 7/8/26 at 2:10 p.m., LN 3 explained the steps to be
taken during emergencies. LN 3 stated, If resident is full code and found hypoxic [low oxygen] and
unresponsive - get resident down if not in bed and start resuscitation, CPR and rescue breathing
[blow air into someone's mouth] immediately. Call for help. LN 3 explained that anyone should start
CPR, but whoever staff found resident unresponsive should stay with the resident and start CPR. LN
3 added, From what | heard resident [Resident 1] passed [died] sitting in her wheelchair and the
CPR was never initiated.During an interview with LN 4 on 7/8/26 at 2:25 p.m., LN 4 stated the nurses
were provided with walkie-talkie to radio call for help when assistance was needed.During a
telephone interview with LN 1 on 7/8/26 at 3:30 p.m., LN 1 stated she was employed by the staffing
registry (a company that provides temporary healthcare workers) and had been working at the facility
for 2 to 3 shifts every week. LN 1 explained that she was the assigned nurse for Resident 1 on
6/23/26. LN 1 stated Resident 1 looked normal.Did not complain of pain or shortness of breath,
and.did not look like she was short of breath on 6/23/26 before leaving the facility. LN 1 stated she
was at lunch when she was notified by CNA 2 that Resident 1 returned back to the facility on 6/23/26
around 10-11 a.m. LN 1 explained, The resident did not look good; she was unresponsive. her blood
pressure was low, heart rate 120 [BPM], and her oxygenation level was critically low, and continued
(continued on next page)
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F 0678 going down. LN 1 added. | did not administer oxygen because | am not allowed to. When LN 1 was
asked if she initiated CPR at that time, LN 1 stated she did not. LN 1 continued, | left the room and

Level of Harm - Actual harm called 911. | had to prepare transfer documents, some of them were in her paper chart but | could not
find her POLST. | logged in [electronic records], verified that she [Resident 1] was full code, and

Residents Affected - Few printed her POLST. When LN 1 was asked if she called for assistance, she stated, | was unable to call

for assistance because | left my walkie-talkie in a break room. LN 1 acknowledged that she could
have directed someone else to call 911 and prepare transfer documents, and then added, There was
nobody in resident's room with me and there was nobody around in the hallway. During a continued
interview with LN 1 on 7/8/26 at 3:30 p.m., LN 1 stated that when she went back to check on
Resident 1, the resident did not have a pulse and was not breathing. LN 1 explained that Resident 1
was sitting in wheelchair and the CPR was not started. LN 1 added, We would need at least two
people to move her [Resident 1] to the floor to start CPR. LN 1 stated she left unresponsive and
pulseless Resident 1 and went to Station 2 down the hall to get help. LN 1 stated by the time she and
LN 2 grabbed a crash cart and returned to resident's room, the fire department was already there. LN
1 validated that no life-saving measures including CPR were initiated and the resident died while still
sitting in her wheelchair.There was no documented evidence that LN 1 administered oxygen upon
finding Resident 1 unresponsive, with elevated heart rate and critically low oxygen saturation level.
Furthermore, LN 1 did not call for assistance and did not immediately initiate CPR after verifying that
Resident 1 was full code status and after establishing Resident 1 had no pulse and was not breathing.
Resident 1 resided in room [ROOM NUMBER] and rather than immediately initiating life-saving
interventions, LN 1 left the resident's room to locate another nurse (LN 2), walking past eight (8)
residents' rooms before getting staff assistance. LN 1 and LN 2 then walked around the corner
passing four (4) residents' rooms to retrieve the crash cart and subsequently returning to Resident 1's
room. LN 1 and LN 2 passed an additional 7 residents' rooms before arriving to Resident 1's bedside
which created a delay in initiating life-saving measures during the emergency.During a telephone
interview with CNA 2 on 7/8/26 at 3:50 p.m., CNA 2 explained, Resident's husband asked to send
nurse out to check on resident because she did not look good. | went and | got [LN 1's name] from
lunch. CNA 2 stated that after alerting LN 1 regarding Resident 1's husband request, she did not
assist LN 1 with Resident 1's care.During a telephone interview with LN 2 on 7/9/26 at 3:20 p.m., LN
2 stated that on 6/23/26 she was approached by LN 1, who was the assigned nurse to Resident 1. LN
2 stated, She told me that she needed help to do CPR, we grabbed crash cart, and both walked to the
resident's room. The ambulance was already there. LN 2 stated nurses had walkie-talkies with them
to call for assistance, but she was not radioed (paged) for assistance with Resident 1's CPR prior to
LN 1's approaching her.During a concurrent interview and record review with DON on 7/8/26, at 2:50
p.m., the DON acknowledged that Resident 1 was in critical condition on 6/23/26 when LN 1
evaluated her at 11:25 a.m. The DON acknowledged that another staff should have called 911 and
prepared documents for the transfer to hospital while LN 1 stayed with Resident 1. The DON stated
that all nurses and CNAs were certified to administer CPR. The DON stated, [LN 1's name] should
have started CPR after verifying the code status.Nobody initiated the CPR. The DON validated that
Resident 1 was not provided any life-saving measures, including CPR for 10 minutes when Resident 1
was found unresponsive at 11:25 a.m., until 11:35 a.m., when the resident died. The DON was asked
where the other staff were, including LN 2 to assist LN 1 with the emergency situation. The DON
replied, | don't see that RN [LN 2] was involved in all of this, | don't know what she did . according to
the progress note she came when the emergency staff was there.During a concurrent interview and
record review on 7/8/26 at 3:05 p.m., the NPN dated 6/23 26 was discussed with the facility's
(continued on next page)

FORM CMS-2567 (02/99) Event ID: Facility ID: If continuation sheet
Previous Versions Obsolete 555727 Page 3 of 4



Department of Health & Human Services Printed: 10/09/2026

. . . . Form Approved OMB
Centers for Medicare & Medicaid Services No. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A Buildi COMPLETED
. Building
555727 B. Wing 07/08/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
Laurel Creek Health Center 2800 Estates Dr.
Fairfield, CA 94533

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES
(Each deficiency must be preceded by full regulatory or LSC identifying information)

F 0678 Administrator (ADM). The ADM stated LN 1 was not allowed to administer oxygen but could have
started the CPR. The ADM was asked what life-saving measures were initiated during the 10 minutes

Level of Harm - Actual harm when Resident 1 was found unresponsive with critically low oxygen saturation until the resident
became pulseless and not breathing. The ADM stated, This resident was a large woman.and it would

Residents Affected - Few take 3-4 staff to get her to the floor and start CPR. The ADM stated the facility was well staffed, had

an RN on duty on that day and the staff was [would have been] able to move Resident 1 to the floor
and start CPR, but it was not done. The ADM validated that Resident stayed in her wheelchair where
she died, and no life-saving measures were provided. The ADM added, From what is documented, | do
not see that RN [LN 2] was involved to administer oxygen and any help with CPR. | don't see that RN
was assisting LVN and CPR [was] not started.A review of the facility's P&P titled, Emergency
Procedure - Cardiopulmonary Resuscitation and Basic life Support [BLS], dated 2001, indicated that
personnel must complete the training on the initiation of cardio pulmonary resuscitation (CPR) and
basic life support (BLS) for victims of sudden cardiac arrest [means the heart suddenly stops beating
and pumping blood effectively to the rest of the body]. The P&P indicated, Staff are trained to follow
current American Heart Association (AHA) guidelines and recommendations for the sequence of
resuscitation.If an individual (resident, visitor, or staff member) is found unresponsive and not
breathing normally, a staff member who is trained in CPR/BLS shall initiate CPR.The facility select
and identify.designate a team leader on each shift who is responsible for coordinating and directing
other team members during rescue efforts.A review of the current American Heart Association (AHA)
guidelines published 10/22/25, retrieved from cpr.heart.org on 7/8/26 indicated that resuscitation
should be started immediately once cardiac arrest is recognized. The AHA indicated the following
sequence for a healthcare provider: 1. Recognize cardiac arrest (the person is unresponsive), not
breathing normally or is only gasping); check for a pulse for no more than 10 seconds and if no pulse
begin CPR. 2. Activate the emergency response system; call for help, have someone bring the crash
cart. 3. Begin high-quality CPR immediately, starting with chest compressions. The AHA emphasized
that any delay in initiating resuscitation efforts should be minimized because every minute without
CPR decreases the chance of person's survival.
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