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The fD”UWan T&ﬂeCtS fhe ﬁhdingg of the ' Prcpm“m and/or exacution Ofthls plan
California Department of Pubilic Haalth during 2 " of Correction doos not constitute
Compiaint investigation: CA3078€8. admission or agreement by the provider
: N o . of the truth of the facts alleged or
Representing the California Department of Public conclusions sct forth in the Statement
Health: Health Facility Evaluater Murse 28012. of deficiencies. The plan of
. L. , correction i3 prepared and/or executed
Inzpection was limited to the complaint | solely because it js required by the
investigation and does not represent the findings provisious of the Health and Safety
of a comlete inspeCtion Df the faci??ty. Code Section 1280

42 CFR
S 405 .1 Sect :
Two deficiency was written as a rasult of Entitiy 0 ection 7
Reported Incident CAQ0307868. Iy :

Administrater™ Tnitials

F 279 | 483.20(d), 483.20(K)(1) DEVELOP F 279 »
§5=D _COMP_REHENSNE CARE PLANS - This plau of correction will sexrve as
the facility’s Credible tion of
A facliity must use the results of thie assessment Clgm;l]ialrté: edible Allegation of
to develop, review and revige the resident's
comprehensive plan of care.

The faciity must develop a comprshensive care
plan for each resident that includes measurable
objectives and timetables to meata resident's
medical, nursing, and mental and dsychosocial
needs-that are identified in the corprehensive
| assessment,

The care plan must describe the sarvices that are
to be furnished to attain or maintain the resident's
hlghest practicable physical, mental, and
psychosacial well-being as required under
§483.25; and any services that would otherwlse
be requlred undér §483.25 but arenot provided
due to the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483,10()(4). ’

RORATORY D!RECTOW)R PRDVIDER/SUPPI JER F\EPRESENTATIVES SIGNATURE TITLE ) (X5) DATE

1y daficlency qate*reﬁt onding with an astensk [\ denotcs a deficlancy which the Institution may be excused from corracy
ner safeguards provide aufficient protection te the patieats, (See instructions.) Exceapt for nursing homas, the findings sta
lowlng the date of survey whethar or nat a plan of somettion is provided, For nursing homes, the above ﬁndtngs and plan
ys followiig the date these decuments are made édan"‘bla to the facility. If deficlancies are cnpd an approved plan of co
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This REQUIREMENT is not met as evidenced A coguitive and behavioral,
by: cotuprehensive care plan was developed
Based on interview and chart review, the facility that included interventions with
falled to develop & comprehensive plan of care instructions to direct care staff as how
for Resident 1, who demonstratec behaviors of to approach resident when carc is
yelling at staff during assessmants/examination provided and the resident is having
and making delusional statements.refusing care emotional outbursts or demonstrating
and talking to self, when the care plan did not delusional behavior.
inciude interventions with Instructibns to direct
care CNA staff as to how to apprcach the Staff were insetviced by the DNS &
resident when providing care, resulting in the DSD on reporting al) allegations of
potential for increased delusional behaviors and inappropriate behavior or abuse
emotional outbursts or distrass fof the resident. from the resident and specific
This fallure had the potential to cause an increase care plan iftefventions
in Resident 1's behaviors of yelling and striking to tale when resident has
out af staff and making delusional statements. emotional outhursts and
delusional behavior, including
Findings: approach resident calmly and
explain procedures before
Medical record review on 4/23/12, indicated that nitiating care; if resident
Resident 1's admission diagnosisincluded is yesistive to care, leave and
disease processas that include symptoms of approach Iater when calmer,
delusional behaviors and emotional outhursts, offer alternatives, document
Resident 1's medication included: Seroguel and hehaviors, remove from over-
Abillfy both medications are used ‘o treat the stimulating environment, use
symptoms of ilnesses that cause disturbed or consistent caregivers and
unusual thinking, loss of interest in life, and correct resident when using -
strong or inappropriate emotions and Depakote, inappropriate language or
used to treat mania (episodes of frenziad, racial e;Si-ﬂwts when dirccted
apbnormally excited mood). Resldent 1 was also, 1o other residents.
wheel chair bound and in need of axtensive
physical assistance for activities of daily living ‘Two Certified Nursing Assistants
eating and locomotion in her wheelchalr. (CNA’s) will provide-care to
‘ _ ‘ ' regident at all times.
During an interview on 4/23/12 at 8:40 am., :
\17Vesic_ient 1 was able to recall the day and month. The Director of Staff Development
) hen asked about an‘alleged incident, Resident (DSD) will monitor compliance daily,
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-} 1 stated that she was frighten by Gtaff A who was . - . od
in her room on the telephone and af the same Eiggtlg"g gﬁﬁiﬁﬁgﬁc o
time was grabbing at 2 long thing inside his pants .
and making movements with his Hips. Resident 1 On~0i din
denied harm or feelings of faar from other staff or M-BOINE CONCCINS IEATCINE
visitors at the failty. compliance will be presented at the
. facility’s Quality Assurance (QA)
During an interview an 5/156/12 at9: 35 am,, committes for review and follow up.
when asked about the Incident, Staff A stated that , ' i
it never happen and he did not know what Aﬁl} rgsngigntahhagefth; potential fo be
Resident 1 was talking about. He-stated :‘tzgt_c “%: ; GS t:r mzn: p:;;t;zz ;:Sncies
Resident 1 always made up things or said things HLE0 1, TLhe statement o1 el
that were not true. (2567).
During an interview on 5/15/12 a12:20 p.m., Staff Tho Di —
B stated that from what she has observad and - (Dils)l;:?gpzizg snf](i s;g;i;
heard (resisting care and makitg delusional complisnce '
statements) it was difficult to provide care to '
Resgldent 1 and that she had suggested to nursing
administration and the owner of tHe facllity that
CNAs go into Resident 1's raom two at a time to
provide care to the resident.
Record review on 5/15/12 reflected the following:
Resident 1's "Care Area Assessment Review
Repott” dated 9/25/11, section cognitive
loss/dementia summary notes refiected Resident
1 has periods of confusion. The care plan
decision reflected was not to addrass the
behavicr in the plan of care.
Resident 1's "Minimum Data Set” sighed 1/5/12,
in the category of behavior reflected verbal .
symptoms directed towards other(e.q.,
threatening, screaming and cursing at ofhers).
J The "Medication Administration Record” for
.
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‘yelhng out.

| CNAs to follow,

| information ta identify the resident; a record of the

Continued From page 3
41112012 - 4/30/12 reflected that Resident 1.had:
1, One-hundred thirty-one episodes of yelhnc
at staff during  assessments/examination.
2. One-hundred fifty-three episodes of
making delusional statements.
3. One-hundred twenty-five episodes of |

4, Sixty-two episodes of refusmg peri care,

5. One-hundred thirty-seven episodes of
talking to self,
During interview on 5/15/12 at 3:30 p.m,, when
asked about Resident 1's cognitive and
behavorial plan of care for the CNAS fo follow
while providing care, the Director of Nurses
stated that there was not a plan o* care for the

483.75(1)(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIR
LE

The facility must mainfain clinical fecords on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documentad; readily accessible; and
systematically organized.

The clinical record must contain sufficient

resident's assessments, the plan of care and
services provided; the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced
by:

Based on interview and chart review, the facility
failed to ensure accurate clinical rPcords for

F 279

F 514

- follow-up.

203 4

The DSD inscrviced the CNA’s
regarding required documnentation

of resident’s emotionsl outbursts.and
delusional behavior on the Activites
of Daily Living (ADL) formns,

The Medical Records Designes
(MRD) will audit the ADL forms
quarterly for compliance,

Negative findings will be repotted
to the DNS for immediate

On-going concerns regarding
compliance will be presented at
the facility’s QA committes for
review and follow up.

]
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Continued From page 4

Resident 1, whan unlicensed stafl repeatedly
charted in the activities of daily living records that
no negative behaviors occurred resulting in the
potential for inaccurate assessments by licensed
staff who utilized the Information in the record.

Findings:

Medical record review on 4/23/12 indicatad that
Resident 1's admission diaghosiginciuded
disease processes that often result in a Resident
suffering delusions or having outbursts of
amotional distress. Resident 1's medications
included: Seroqueli and Abilify boih medications
are used fo treat the symptoms of such disease
processes such as ilinesses thaticauses
disturbed or unusual thinking, loss of interest in
life, and strong or inappropriate emotions and
Depakote, used to reat mania (episodes of
frenzied, abnormally excited mood). Resident 1
was also whee| chair bound and i1 need of
axtensive physical assistance foractivities of daily
fiving eating and locometion in her wheelchair,

Ouring an interview on 5/156/12 at2:20 p.m., Staff
B stated that from what she has chserved and
heard (resisting care and making delusional
statements) it was difficult to provide care to
Resident 1.

During medical record review on §/18/12, the
"Medication Administration Record" for 4/1/2012 -
4/30/12 reflected that Resident 1 had:

1. One-hundred thirty-one episodes of yelling
at staff during  assessments/examination,

2. One-hundred fifty-three episodes of
making delusional statements.

3. One-hundred twenty-five episodes of

All residents have the potential

1o be affected by the deficient
practice as cited in, “The Statement
of Deficiencied (2567).

The Director of Nursing Services
(DNS) is responsible for on-going
‘cotapliance.

I
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yelling out. :
4. Sixty-two episodes of refusing peri care.
&. One-hundrad thirty-seven episodes of

'talking to self.

Durlng chart review on 5/15/12, the Certified
Nursing Assistance (CNA) chartirig far March
2012, Aprif 2012, and up to May 14. 2012,
reflected that Resident 1 did not exibit screaming,
refusing personal care, or demonkstrate
threatening behaviors,

During concurrent interview on 5/15/12, at 3;30
p.m., when asked about the CNA:¢charting, the
Director of Nursing stated that it zippeared that
some fraining was In order for the CNAs
regarding charting behaviors.

—
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