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The following reflects the findings of the
California Department of Public Health during a
staffing audit visit for 24 randomly selecied days
from 10/01/2020 to 12/31/2020.

Representing the Department:. B.T., Associate
Governmental Program Analyst.

Welfare and Institutions (W&I) Code section
14126.022 sets forth the Depariment's authority
to conduct audits of direct caregiver nursing
services provided to residents of skilled nursing
facilities, and to establish procedures for
conducting such audits through All Facility Letters
{(AFLs).
<http./leginfo.legislature.ca.gov/faces/codes_dis
playSection.xhtml?sectionNum=14128.022.&law
Code=WIC>

AFL 21-11, setling forth the audit process and
guidelines for facilities is available through the
following link:
<https://www.cdph.ca.gov/Programs/CHCQILCP/
Pages/AFL-21-11.aspx>

Health and Safety Code (HSC) 1337-1338.5,
sets forth the requirements for Certified Nurse
Assistants is available through the following link:
<https://leginfo.legislature.ca.govifaces/codes_di
splayText.xhtmi?division=2, &chapter-z &lawCod
e=HSC&article=5>

WA section 14126.022 requires the Depariment
to assess an administrative penalty to a SNF if
the Department determines that the SNF fails to
meet the DHPPD requirements pursuant to HSC
sections 1276.5 or 1276.,65. The Department
shall assess an administrative penalty to any
facility that fails to meet the applicabie standard

1 director, or stakeholders. The provider
i reserves the right to challenge the dted

| facility desires that this plan of correction
| be considered the facility’s allegation of

Oakland Healthcare and Wellness Center
submitted this response and Plan of
Correction as part of the requirements
under state and federal law, The Plan of
Correction is submitted in accordance
with specific regulatory requirements. It
shall notbe construed as admission of any
alleged deficiency cited or any liability.
The provider submits this plan or
correction with the intention that it s
admissible by any third party to any civil,
criminal action, or praceedings against the
provider or its employees, agents, offers,

findings If at any time the provider
determines that the disputed findings are | i
relied upon in a manner adverse to the ‘*
interast of the provider either by the

governmental agencies or third party. The |

{ compliance.
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. . Staffing requirements and current staffing

for Slf‘aﬁlrl‘g rte;“ére';’?”?;gagﬁgve“ddzaﬁ The ratios are reviewed daily by managers,

applicable standard is 3. and 2. . ; I,

DHPPD (CNA), unless an approved Workforce :niludmgt'fhe DO:}' banFl Acilm|n|s'ira;m:c. th

Shortage, Patient Needs, or COVID-19 Waiver is nterventions wilt be Implemented atthe
time of review. A list of shift needs for

granted.

_ : CNAs and LNs will be reviewed weekly by ’1?9
The statute was not met as evidenced by the nursing management (DON or designee: d&vﬂ
foliowing findings: MDS, DSD, IP, Unit Managers) and staffing

coordinators will ensure proper staffing
Final Audit Result: ratios are scheduled each week.

Total Distinct Non-Compliant Day(s) = 14 |

The DON and Administrator will monitor

Date 35 2.4 staffing needs and review staffing ratios
10/01/2020 376 258 dally to ensure compliance with statutes
10/02/2020 370 240 | and regulations. The daily staffing ratios
10/05/2020 365 221 - { will be reviewed for three months
10/06/2020 368 227 ; through the QAP program and evaluated
10/10/2020 357 219 | by the Administrator weekly for
10/16/2020 *3.40* 2.28 ) ) .
10/17/2020 362 9218 " | sustainable compliance, Additienal
10/20/2020 354 217 I interventions of reduction of census, use |
10/23/2020 *3 A3* 204 of registry staff, increased advertiserent
1042412020 3.60 254 will be utllized as necessary.

10/27/2020 364 222 ‘

11/06/2020 35 221

1171312020 :3'16: 1.80 Corrective actions will be completed by
11/17/2020 3.38* 2.05 : - 06/30/2023.

11/24/2020 *3.17* 1.98 ' ‘
12/01/2020 *3.40% 2.05
1211112020 *3.36* 2.09
12/12/2020 *3.21* 1.93
12/13/2020 *3.35* 2.03
12/16/2020 *2.18* 1.38
12/17/2020 *2.57* 1.65
1212212020 *1.59% .71

121252020 *2.44* 1.40
12/29/2020 *3.43* 1.86
*X.XX* = non-compliant date
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HSC 1276.85(c)(1)(B) SAS - 3.5 Standard

(B) Effective July 1, 2018, skilled nursing
facilities, except those skilled nursing facilities
that are a distinct part of a general acute care
facility or a state-owned hospitai or
developmental center, shall have a minimum
number of direct care services hours of 3.5 per
patient day, except as set forth in Section 1276.9.

This Statute is not met as evidenced by:
Facility failed to meet 3.5 Direct Care Service
Hours Per Patient Day {DHPFPD), Pursuant to
HSC 1276.65(c)(1)(B) for 14 of 24 days.

The statute was not met as evidenced by the
following findings:

The total number of actual direct care nursing
hours performed by direct caregivers per patient
day divided by the average census during the
patient day failed to meet DHPPD Staffing
Standard(s).

The Director of Nursing (DON) failed to delineate
time spent providing nursing services to skilled
nursing care patients beyond the hours required
to carry out the duties of the DON position.

Time spent providing nursing services could not
be verified. Failure to provide the information
has resulted in the exclusion of all service hours
for such employees.

Facility failed to maintain current, complete and
accurate personnel and payroll records for ali
employees in accordance with CCR Title 22,

A 200
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section 72533. Time spent providing direct care
could notf be verified. Failure to provide the
information has resulted in the exclusion of all
service hours for such employees.

Facility failed to replace staff that did not work as

scheduled, and/or did not schedule to meet the
minimum staffing requirements.
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