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F 000 INITIAL:COMMENT 

The following reflects the findings Of the 
Department of Public Health daring an Entity.  
Reported Incident (ERI) durtng an Abbreviated 

,sUrVey.. 

ERI Nurnber: CA0,0501723 - Stlbstantiated with 
regulatory. viblatiori. 

Representing the Department of Public Health: 
Surveyor ID: 353E15, RN, I-IFEN, 

CONfrEktON; 
IJAT 

F 000  ImPerlat Crest Healthcace..C.entersub.smits this.  Plan of 
CorrPctibn as the part:of the requiterpents understate. 
and federal Jaw, 
The plan of correction 4.su hnlItted- accbrclante with 
specific regulatory red).Jirernent, it shall not be 
construed as'acirnI5sion of any alleged deficieni:y cited 

.or any liability. The provider' submits thik plan .of 
correction with the intention that it is inadmissible.by 
Orly third party.in .any 	crIrnIn'al action or 
proceedings against the prcicie( 	it4rriFiloyee, 
agents; officers, directors; or Shai-eholders. 
The provider reserves the right to challenge tine Cited. 
findings lf at ny lima the provider determines that the 
disputed findings are relied upon In a rnanner•adyerse 
to theinteosts,  of :toe provider either by the 
governmental agncies Or their pa.rty. 
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Theinspection was limited to the Specific 5131 and 
does not represent, a full Inspection of the facility. I 

!One deficiency was written for ERI Number: 

I 1  CA00501.•723'. ' 	 ' 	. 
F 27 i 483,2Q(d):i  483.20(k)(1) DEVELOP 
SS.•=p1COMPREHEN5IVE CARE: PLANS 

: 
) ,facilityrriuSt use the results .Of the assessment; [ 
tO develb0, riii\rii4w.E811.1i eeViS6 the re$ideht's 

1.; 00nipr6.171rii.Ve plan of care_ 

1

The facility must develop a 'Comprehensive Care , 
plan kr each resident that lholtides !I.iatorable. 
i;-_Ojectfvos and tinnetableStO meet a resident's 

irriedical, nursing,. arid 'Menial and paydnosOcial 
peeds that are. Identified..in the.  corripreheriSive. 
assessment 

The care plan must describe the services that are,  
to be 'furnished to attain or maintain the: resident's 
highest practicable physical,. mental, and 
psychosocial well-being as required under 

F' 279,F279 

Correttive aOlon for reiidents found to heyelkeen 

affected by this deficiency; 
Immediately an 9O26/16 a care plan wa 5' done for 

Reidenrt 3: and Resident 2 by the. MC4 Coordinator. 

Measures to Identify potential affected residents 

Resident Care PlansWere reviewed by FIN members 

and all cart pitons, were complete and updated: 

corrective•action for residents that mayloe.affected 

by this defitiencY: 
NO other.resle.fents were found to be out of 

compliance: 

10/27/16 
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r*.! deficiWIPy statement ending with.  an asterisk (1 denotes a deficiency which the institution may be excused frorn correcting •prtIvidirig.  it is determined that 
her safegueros provide sufficient protetion to the patients. (See instructions:) Except for nursing homes. the findings Stated above are discioseble 90 days 
lowing the dare of survey wheiner or not a plan or correction Is provided. For nursing ,homes, the above findings and plans of correction are discleable '14 
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yarripartfet
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F 279 Continued From page 1 
§483.25; and any services that would otherwise 
be required under §483.25 but are not provided 
due to the resident's exercise of rights under 
§483.10, including the right to refuse treatment 
under §483.10(b)(4). 

This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the facility 
failed to develop a plan of care that included an 
assessment and documentation of an incident for 
one of two sampled residents (Resident 1) after 
being struck accidentally on the shoulder by 
another resident (Resident 2). This deficient 
practice had the potential to place the resident at 
risk for lack in continuity of care. 

Findings: 

During an unannounced visit for an Lntity 
Reported Incident (ER!) on September 26, 2016 
at 10:15 a.m., it was reported to the Department 
that Resident 2 struck Resident IS shoulder 
while agitated, which took place in front of 
Nurse's station 1. 

A review of the facility's incident investigation 
form indicated Resident 2 became very agitated, 
tried to leave the facility, and she began to strike 
out by swinging her arms. According to the 
investigation, Resident 2 accidentally made 
contact with Resident l's shoulder, Resident 1 
remained in the facility. Resident 2 was 
transferred to the acute care hospital for further 
evaluation. 

[

During an interview and record review with the 
Director of Nursing (DON), dated September 26, 

F 279  Measures that will be put into place to ensure that 

this deficiency does not recur: 

Under the supervision of the DONt  Licensed Nurses 

were in-serviced regarding facility policy for resident 

care plans and Importance of nursing assessments and 

documentation which are to be done on care plans in 

a timely manner. 

Medical Records will audit on a daily basis for any 

change of conditions to ensure that care plans are all 

done and completed.  __.. 
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2016 at 2:56 p.m., indicated there was no injuries 
to either of the residents. However, Resident 1's 
care plans did not include documentation about 
the incident that took place between him, and 
Resident 2. The DON stated she did not initiate a 
care plan for Resident 1 after the incident 
because Resident 1 was okay. 

A review of the facility's undated policy titled 
"Reporting Accidents/Incidents" indicated 
incidents and accidents shall be reported to the 
charge nurse and documentation on the 
accident/incident report as soon as they occur. 
The charge nurse handling the report shall be 
responsible for the completeness and accuracy of 
the information contained in the report. Nursing 
assessment and documentation of incident shall 
be done on care plan entry. 
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