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The following reflects the findings of the _ How comrective action(s) will be accomphancd for
Callfornla Dapartment of Public Health during an those residents fonnd to have beea affeotod by the
abbraviated aurvey for the Investigation of deflclent practice; f
comp laint #CAQ0487933. s Resident no longet in faciliy.
) " Alleged CNA was tenminated on 3/18/16,
Representing the Department of Public Health:
HFEN, 26663 : How the fagitity will identify other residents
having the potential to be affzcted !:y the same
The Ingpaction was limited to the spacific e pructice 4ad what cormactive astion will
complalnt Investigated and does not repregent ' : B
the findings of a full Inepaction of the facliity. * ' DON/ADON/Social Stevices interviowed
F 224 | 483.13(c) PROMIBIT E 274 current resicents to any addidonn] care
$5sD | MISTREATMENT/NEGLECT/MISAPPROPRIATN coneRmk
What meapures will be put into place or what
The facllity must develop and implément written systemic changos the facility will make to engure
e policies and preceduras that prohibit that the deficient praceice does not tecur;
mistreatment, neglact, and abuse of residents :
and misappropriation of rasidant property. *  Staff sducation occurred by DON, ADON D i Ilp
and DSD on 9/30/16 regerding smely care i
expectations and abuge training,
How the facllity plane to monitar it performance l
to make sure solutlons are sustained:
This REQUIREMENT Is not met as evidanced *  DON/designee will conduct a random
by: audf; :;15 five seaidents o week to guastion (\
On if thera art dny care CONCerns O any
Based on staff interview and clinical recard and uneeported abuse ailegations, ResuleBbe '
facllity policy review, the faciiity failed to engure 1 audita will be forwarded to QA untl three
of 3 sampled resldents (Residsnt 1) was not consecutive monthe of 100% complianse is
subjected to abuse when Resident 1 was __ Gbtained,
neglectad for more than 1.5 hours when "
requesting to be clsaned of faces, This failure
had the potential to result in skin breakdown, and
frustration.
Flndings:
Resident 1 was admitted to the Wzma
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. safeguards provida sufficlent pratsciion o tfs patients. (See Instructions.) Except for nursing homes, tha findings atated abova are disclosable 50 days
fordWwing the date of aurvey whathar or not @ plan‘ef'correction |s provided, For nursing homeaas, the ebove findings and plans of corrsetlon are disclonable {4
daya following the date thsse documents ara made availeisio ta the facliity. If daficlencles are cltad, an appraved plan of corraction Is requisite to continued
program particlpatior,

A Adefichincyetatdmgyt endingWith an asbrisk notaa a deflcleTay which the Institution may be exoussd from correcting providing 1t & determined that
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with diagnoses whizh included paralysie of his
legs.

Review of the clinical record for Resident 1
revaaled:

An MDS8 (minimurm data set, an assessment tool)
dated 5/20/16, that revealad Residsnt 1 did not
hava cognlt]va impairment, and was incont[nant
of bowel and bladder.

A5/12/16 History and Physicat progress note
documnanted the resident had the capacity to
make declsions and "C Difficils diarrhea.!
(Clostridium difficile, a bowel Infection whlch
caused frequent diarrhéa.) .

A 5/13/16 progress nota documented the, "Farmily
was raquesting that he be transferrad to a new
facility dus to lack of care given...family had
concerns ragardmg the previous night and the
care glvers.,." :

in an Interview with a family member of Resldent
1{FM 1) on 5/13/16 at 8,50 a.m., FM 1 stated the
resident had called her last night, "Very upset and
erying because he had heen sltiing In his own
feces for over 1-1/2 hours," and could not get
aggistanca from facility staff,

Review of the parsonnel file for Certifled Nurses
Assistant 1 (CNA 1) ravealed: -

A B/18/16 "Notlca of Parsanal Action," form
revealad CNA 1's employrnant had basen
terminated from the facliity on §/18/18 for
misconduct.

Atypad note, dated 5/17/16, and written by
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‘raported that his CNA [CNA 1's name] knawingly

‘| time. Each resident has the right to be free from

Continued From page 2

physical theraplat 1 (PT 1) revealed, "On the
aftarnoon of 6/13/168: st approximately 2 pm...
[Resident 1] reported to this theraplst.. that he
was vary upset from the evening prior....[he]

left him soiled in his brief for 2.5-3 houre after
requesting to be changed an multiple occaslons.
[Resident 1} also reported that [CNA 1) made an
indirect threat atating that, "sho keeps razor
blades In haer mouth...and that he should kesp
quiet", . e e

A printed emall carmmunication from the Director
of Nurges (DON), dated 5/13/18 Included,
"IResIdent 1] and three family members) have
reportad that ha was left in hls kowel movement
for abaut 2-1/2 hours on-PM shift. He reparted
that he repeatedly pressed the call light, and that
(CNA 1], would ga into his roam and turn the light
off. [t was also reported to me by his family
member that the CNA sald to the patient that she
keeps a razor in har mouth, The famlly membar
stated that she takes this ag a threat...[FT 1's
name] Infarmed me that the same patlent told
him the exact same story, Including the razor in
the mouth. He stated the resldent was almost in
tears." :

Review of facility pollcy titled, Rasident Abuse
Pravention Policy, dated as revisad an 10/27/14
diractad, "Abuse, naglact, abandonrment,
lsolation, misappropriation of proparty, or financiel
abuse will not be toleratad in this facillty at any

verbal, mental, physical and sexual _abuse...“
During an Interview with PT 1 on 8/29/16 at 12,08

p.m., PT 1 verified he had written the typed note,
dated 5M7/18. PT 1 stafed Resldent 1 was

F 224
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cognitively Intact and PT 1 wag confident the
resident's report to him was accurate, PT 1
statad, "Sha [CNA 1] was negligent.”
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