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“"(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION oS .
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIGH
TAG EGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRCPRIATE
: DEFICIENCY)
~ F 000 | INIT}A ’.COMMENTS F 000 This plan of correction as
i submitted shall serve as
Thejfallowing reflects the findings of the provider’s letter of credible
Califprnia Department of Public Health during an allegation in reference to the |
invegtigation of a complaint. : ' survey findings. Preparation . .yi: i

.. ' and/or execution of this plan
| int Number: CA00858397 ~ of correction do not constitute |

admission or agreement by
the provider of the truth of

Hea h the  facts alleged or
Health| Facilities Evaluator Nurse: 40541° conclusions set forth on the
: : statement of deficiencies. This

nspection was limited to the specific plan of correction is prepared
compiaint investigated and dces not represent and/or executed solely because
the findings of a full inspection of the facility. it is required by the provisions

e | . of Health and Safety Code
ficiency was issued for Complaint Number: Section 1280 and 42 CFR

0pg58397. | : : L
F 842 Res{dent Records - identifiable Information F 842 405.1907. !
§S=D | CFR{(s): 483.20(f)(5), 483.70(i)(1)~(5) :

§483.20(f)(5) Resident-identifiable information. ) :
(i) Ajfacility may not release information that is : :
eht-identifiable to the public.

e facility may release information that is

accd dance with a contract under which the agent !
ges not to use or disclose the information '
to the extent the facility itself is permitted '

§483.70(i) Medical records.

.‘{0(i)(1) In accordance with accepted
ssional standards and practices, the facility
S maintain medical records on each resident

Ac Elrately documented;

LABURATURY il DER/SUPPLIER REPRESENTATIVE'S 8IGNATURE (T o (X8) DATE .
Any deficlency statement ending an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing it is detennfnedilm.
pther safeguards ptovide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are disciosable 8D days
fotlowing thé date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 14

days following the date these documents are made available to the facility. if deficlencles are cited, an approved plan of correction is requisite to continuad

program participal In. ‘ - ‘
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391

(iii) Readlly accessible; and
(iv) Pystematically organized

§483.70(i)(2) The facility must keep confidential

ation contained in the resident's records,

: of the form or storage method of the
ds, except when release is-

5 the Individual, or their resident

BSe s where permitted by applicable law;

uired by Law;
(iii) oy treatment, payment, or health care
opefations, as pemmitted by and in compliance

with{45 CFR 164.506;

(iv) For public health activities, reporting of abuse,
neglect, or domestic violence, health oversight
actiyities, judicial and administrative proceedings,
law priforcement purposes, organ donation

Ses, research purposes, or to coroners,

al examiners, funeral directors, and to avert
grious threat to health or safety as permitted
and in compliance with 46 CFR 164.512.

B,70(i)(3) The facility must safeguard medical
information against loss, destruction, or

(i) The period of time required by State law; or
(i) Hive years from the date of discharge when
therp Is no requirement in State law; or

§488.70(i)(5) The medical record must contain-
ficlent information to identify the resident,

(if) A record of the resident's assessments;

(ii)) The comprehensive plan of care and services

—5
- SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION R
AREFIX alcn DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION" 2
TAG LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE A
! " DEFICIENCY)
.F 842 Confinued From page 1 F842| F842

LVN 1 in-serviced immediately by the

DON regarding accurate documentation
of the IDT progress notes and ensuring
that all attendees present are listed in the
IDT conference documentation. Resident
1 did have any adverse effect related to
Family Member 2 not being listed in the
IDT progress note documentation.
Completed 11/21/19.

Director of Nursing and Medical Records
Director reviewed resident’s IDT care
conference signature pages to ensure that
the people signed in were documented on
the IDT progress note. No findings were

- noted, Completed 12/11/19

Director of nursing in-serviced licensed
staff to ensure that the IDT progress note
documentation is accurate and reflects
people who attended the IDT meeting.
Completed by 12/11/19.

Medical Records' Director will perform'

IDT progress note checks versus signature
page of the attendees to ensure that people
present in the care conference are
documented in the IDT progress note
daily X 4 weeks then 1X a week X 3
months. Random spot checks will be
continuously performed by the Medical
Records Director or designee. On-going.

Medical Records Director, or designee to
report any findings to the IDT regarding
IDT progress notes not containing all of

!
!
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COI’I ued From page 2

(|v) e results of any preadmission screening
and re sident review evaluations and

det ninations conducted by the State;

(v) Rhysician's, nurse's, and other licensed

profpssional’s progress notes; and

aboratory, radiology and other diagnostic
ces reports as required under §483.50.

5 REQUIREMENT s not met as evidenced

fail o maintain complete and accurate care
pla f eeting (a meeting where the medical staff

g deficlent practice resulted in inaccurate and
Eete records of services provided to

~ v of Resident 1's Admission Record
ed the resident was admitted to the facility
8/2/19, and discharged from the faclliityon

sl infarction (dead tissue in the brain
g froma or narrowing in the
: supptylng blood and oxygen to the

1) PROVIDER/SUPPLIERICLIA . | (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
{DENTIFICATION NUMBER: A BUILDING COMPLETED
‘ Cc
| 056334 B, WING 12/05/2019
[ "NAME OF PROVIER OR SUPPLIER ~ STREET ADDRESS, CITY, STATE, ZIP CODE
1340 15TH STREET
BEACHWOOD 1S7-ACUTE & REHAB SANTA MONICA, CA 90404
X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION )
PREFIX cu DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG uwonv OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
ke F 842 l F 842| the attendees in the quarterly quality : . =il

assurance meeting. On-going.
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C
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NAME OF OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE '
EA I | AB 1340 16TH STREET
BEACHWOOD P?ST-AOUTE & REH SANTA MONICA, CA 90404
0%4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| ' ’ DEFICIENCY)
F 842| Continyed From page 3 F 842
Arexiew of Resident 1's Progress Notes dated
8/6/19 at 4:26 p.m., indicated no record of Family
Me ber 2 (FM 2) being present or participating in
| the gare plan meeting for Resident 1.
Duriggian interview on 11/21/19, at 11:53 a.m.,
Licel Vocational Nurse 1 (LVN 1) stated that
Family[Member 2 (FM 2) was present via
conference call for Resident 1's care plan
meefing on 8/6/19, at 4:26 p.m. LVN 1
acknpwiedged that they did not document on the
progtess notes that FM 2 was present and
partic in the care plan meeting on 8/6/19,
Duririg ‘an interview on 11/26/19 at 11:10 a.m.,
Registered Nurse 2 (RN 2) confirmed FM 2 was
not identified on Resident 1's progress notes as
being ntin person or via conference call for
the chre plan meeting dated 8/6/19. RN 2 stated
that IVN 1 should have documented that FIM 2
was p prese; and participated in the careplan
efing to ensure accurate and complete records
jces that were provided for Resident 1.
Areview of the facility's policy and procedure
G harﬂng and Documentation”, dated 2001
pvised April 2008, indicated all services
Hed to the resident shall be decumented in
the ~ ent's medical record.
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INSERVICE LESSON PLAN

Date: EI“ l\ﬂ Time: Total Time:

Name of Presenter: b Frage  DonN

Class: NQ_WNJA
Title: Qathrg 5 Doounesladion
J
I. asons for In-service: (Checka i ircle):

o New Equipment
o New Procedure

&~ Review due to identified need
o Others:

II. Pr m Outlin
A e Dot wim R Nuwet - Ehehone Feafh  flacods

B ___ﬁ.ﬂmmﬂ\‘w Stonlnds
Ootusesdudion  Chastac fers his

D.

Method (check appropriate circle)

pd
& Discussion o Demonstration .
o Written Materials o Lecture
o Video o Others

IIl. Educational Objective(s):
At the end of the in-servici staff will be able to:
1 &m w Mg;‘v‘\w &wu»m-}amv\ for (odiad
: ¥ s ol By 36

IV. Method g\fvﬁ%duation (check appropriate circle):

o Return Demonstration 4 JQ&A
o _Written Evaluation o_ Others
o PostTest o
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Beachwood Post-Acute & Rehab

1340 15" St. Santa Monica, Ca. 20404
IN-SERVICE STAFF ATTENDANCE
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Beachwood Post-Acute & Rehab
1340 15" St. Santa Monica, Ca. 90404

IN-SERVICE STAFF ATTENDANCE

PRINT NAME SIGNATURE SHIFT
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Beachwood Post-Acute & Rehab
1340 15" St. Santa Monica, Ca. 90404

IN-SERVICE STAFF ATTENDANCE
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Beachwood Post-Acute & Rehab
1340 15" St. Santa Monica, Ca. 90404

IN-SERVICE STAFF ATTENDANCE
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PRINT NAME
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edical Records Depa

n

BEACHWOOD CARE CONFERENCE AUDIT
E DISCREPANCY OF
DATE RESIDENT'S NAME ROOM!# ! |c ATIENDSERSIGHIR ve
NOTE (Y/N)
12/16/2019 217A YES
12/16/2019 220A YES
12/16/2019 513C YES
12/16/2019 210B YES
12/16/2019 508A YES
12/16/2019 416B YES




