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How corrective action(s) will be
The following reflects the findings of the accomplished for those residents
Caltfornia Dapartment of Public Health during an found 10 have been affected by the
abbraviated survey for the Investigation of ‘ deficient practice;
complaint #CAQ00480119. -

Representing the Department of Public Health; " Residentis no longer in faciliy.

HFEN, 31979 ' ' ‘How the facility will identify other
-tesidents having the potential to be

The Inspection was limlited to the specific ,affected by the same deficient

complaint Investigated and does not represent " practicc and what cortective action

the findings of a full inspection of the facllity. will be taken;

F 275 483.20(d), 483.20(k)(1) DEVELOP F27e| .
$8an | COMPREHENSIVE CARE PLANS ! @ DON Reviewed residents from

A faclity must use the results of the assessment Octobet 1, 2016 ~ present, with

to develop, review and revise the resident’s known wounds, to Ys.hda?e care

comprehensive plan of care. plans were preseat in patient

: records,
The facillty must develop a comprehensive care
plnfor e otk st What s wil b put i place
hat systemic changes the faeili

medical, nursing, and mental and psychosoclal Of what 8y 8¢ ty

needs that are {dentified In the comprehensive will make to ensure that the deficient

aasesgment, practice does not cecur;

The care Ipl:g’must dascribe t!lwe alarvlcas that are , *  Staff education occurzed by

fo ba fumished to attain or malntain the resident's

highest practicable physical, mental, and ‘ EQSQ?ONESD on

psychosocial well-being as required under / tegarcing wound cate

§483.25; and any services that would otherwise plans and care plan process.

be required under §483.25 but are not provided * Implemented process to have .

due to the rasident’s exercise of rights under teeatment nutses initiate all

§483.10, including the right t¢ refuse treatmant

under §483.10(b)(4) wound cate plane of residents

upon admission.
ECTORS DR R

‘ q RPLIER WIGNATUHE TITLE (X8) DATE
= — Aﬁlmﬁ\uyi she v to i hb

Any deﬁulond’a&m ending witk an astertsk (] denotes & deficiancy which tha Institution may be excused from coreeting providing itis detarminkd that
sther safaguards p sufficlent protection o jhe/patients. (Sae instructions.) Except for nureing homes, the findings stated above ara disciosable 90 daya
olicwing the dats of survey whether or not a pialef corrastion la provided. Fer nursing hames, the above findings and plane of corraction are discioeable 14
jays following the tﬂah thege documents ere made avaliable to the facllity. |f deficlencles are clted, an approved plan of porreciion ! raquisite to continued-
wogram paricipatien.
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F 278 Continued From paga 1 Fare, . . :
& ghis REQUIREMENT i not met as evidenced How the facility plans to mondtos its
Rased o iitarview and racord review, the facilty performance to make sute solutions
falied to develap a tomprahensive plan of care are suetaine
for 1 of 3 sempled residents (1). This fallure had _ _ ) )
the potential to esult in Resident 1 not recalving * DON/designes will conduct
the recessary cara and s&rvicés to atiain their 0 randem audits of five residents
highest practicable phiysical, mentsl, and a week, who have woundg, to
peychosaclel wellbeing. - " validate care plans present are
L S . reflective of cutrent treatment.
FIRINGBE .o D e Reaults oF sudits will be 42344
Resldent 1 was admmad to the faudity in Aprl < forwarded jo QA undl three
2018 with diagnasia that inciuded a displassd - zonsecutive months of 100%
fracture of the right famur (upper ieg bene), " complisnce is obtgined.
Resldent 1 had three surgical-incislans with .
— staples on her right upper leg.: There waa na '
documented evidence 2 tare plan for wound care
nf the inclslons hae! been developsd for Resident
An Inferview was conducted with the Directar of
Nursing (PN} on 8/16/18. gt 11 am, The DON
was unable to [otate & care: p!an for waund cars.
An intarview was mnduxnad with Licensed Nurse
{LN)3 on 7/21/16 &t 2:48 p.m. When asked
abaut Resident 1 nothavinga cere plan for
wound tare, she sald, "The ball waa dropped.”
F 281 483.20(k)(3X} SERVICES PROVIDED MEET F 281
55| PROFESSIONAL STANDARDS |
Tha services pruvidud or arranged by the fad ity
must meat profasslonsl slandards of quaﬁty
Thia REQUIREMENT is nol met as evidenced
by:
FORM cua-:nazee;Prwm Varsions Obsolsts EventiDiGdaR1 Fapifty ID: CAOBO001Bb3 it continuation shaat Page 2 of 8
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{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFENENDED TO THE APRROPRIATE
DEFICIENGY)

mugﬁmu

DATE

Basad on interviaw and record review, the facility
faited to ensure 1 of 9 sampled rasidenta (1) did
not recelva anothar residant's madication upon
discharge. This fallura had the potentiai tv couse
;n adverse- reactlan 1&ad§ng fo hlrm and possible

ea!h S ;

Flnding& B

Resident 1 was edmittad to the faci ity in April
2016 with diagnosis that included ' dispiacad
fractura of tha right femur (upper lag bona).

Upan discharge from tha facllity, Resident 1 was
sant homa with lavefiracetam (a medicsilon used
fo treat seizures), that was not prascribed for har,

Resldant 1'a Skliied Nursing Fagility Discharge

Summary, dated &/17/18 at 3:14 p.m., reflactad
Medical Doctor (MD) 1 dlid not Inciuda an ardsr
for lavetiracatam. '

A Progress Note, dated 5/211’1& at, 8:12 p,m. and
written by Licensed Nurss {LN) 2, indlcated
Resident 1's family member came to the fasliity
and staried accusing the nurses of giving the
wrong medications to Residerit 7, LN 2 stated it
was poselble the nuree accidentally grabbed the
wrong medication when: paeking tha medications
for homa,

An interview was cunductau wlth LN 1on 8/1618
af 8:50 a.m. LN verifiéd she was thé one who
discharged Reaident 1. Shs éxplained she went
aver the medications with Resldent 1, LN 1
explained to the family member that Reaident 1
had her medications at fime of discharge. The
family member come hack after discharge and
wanted to know why Resident 1 was taking the
medication levatiracatam. The family membgr

X4 io
é')é Fﬂ (BACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATGRY DR L0 IDENTIFYING INFORMATION) TAG

F 281} Continued From page 2.

F 281

i

|

- How the facility will identify other
residents having the potential to be
- affected by the same deficient

“will be takeny: 0L

How corrective action(s) will be
aceomplished for those residents
found to have been affected by the
deficient practice;

"' Resldent is no lotger in faciliry.;

practice and what cosgective action
* DON Reviewed discharged |
tezidents from Ogtober 1, 2(]16
— pregent, to coufim ao
additional resldent was sent

home with incorrect
" medicatiang.

What measutes will be put into place
or what systemic changes the facillty
will make to ensure that the deficient
ptactice does not recur

" - Staff education oceurred by
DON/ADON/DSD on
9/23/16 regurding discharge

: process,

* Double check system
implemented on 9/23/16, A
double signatute requited for all
patient dischatges to validate
dischatge medleations by two
licensed nurees.

FORM CMS-2207(02-68) Previous Varstons Obciate

Evaxt ID:543R14

Faglity 10: CADINCDT0M

if continugdcn shoet Page 3 of §
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F 281 : Continued From page 3 F 281 ] -
presented & bublle pack (madicafion pack) of How the facility platm to monitor its
Keppra (brand narme for levetiracetam). LN 1 told P“ﬁmﬂﬂf’“ to make sure solutlons
the famlily member Realdent 1 did not get that ute sustained;
madication. Resident 1's family member refused
to return the medication; -LN-1:denjed aver = DON/designee will conduct
edministering Iavatlranatrim to. Haaldent % esndom audite of five residents 1\“,
An interview was cnnduot - the Director of & week, to aazess that two m’
Nurelng (DON) on B/45/16 at 10:38 a.m. When - people have double checked the
asked aboul Resldent 1's rocsiving levetiracetam dischacge mecications. Results
with her diacharge medications, the DON seld * . of andirs will be forwasded to
Bhe: mﬂﬂﬂm ‘themadications ware prabably not " QA uptil thiree consecutive
checked with the order and just sccoped up and months of 0% complinnce is
put In & plastic bag. When agkad if an error btdined,
vocyrred, she sald, "Dh, yeah” prTaned. '
~ Ateiephona !n’ésrview was aonducted with the
DON on 6/23/1€ at 8:56 5.m. The policy and
procedure on discharge medications was
requasted. The PON atated they had no palioy
and procedura. She Indicated they had
guidelines; but they ware nof writtan.
Tha Nursing Practice Act Businesa & Profassiong
Code Chapter 8 Nurging Sectlon 2725 indicated,
...{b) The practicé of nursing within the meaning
of thig chapter means those.functiohs, including
basic healih care, that help people cope with
difficulties in dally iving that &re associated with
thelt actual or potential health or finess prablems
or the treatmant thereof, and that require a
substantial amount of solerilfic Knowledge or
technical skill, In¢liding =il of the following (2)
Dirmct and Indirect patiani care services,
ingluding, but not limited 1o, the. adminisiration of
maedications and therapeutic agents, necessary to
impiement a reatment; diseass preventicn, or
rahabllitstive ragimen ordered by and within the
scope of llcenaurs of & physician, dentist,
FORM SMB-287(02-00) Previouo Vergions Obacinbs Evant 12; 543K 14 Faeflty [0 CAG30001003 If continuation shest Paga 4 of §
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F 281 Continued From page 4 - F 281

podlatrist, or clinical psychologist, as defined by
Saction 1318.5 of the Health and Safety Code.
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