L

DEPARTMENT OF HEALTH AND HUMAN SERVICES
' D & MEDICAID SERVICES

PRINTED: 12/05/2013
FOAM APPROVED

STATEMENT OF DBFIGIENGIES p¢1) PROVIDER/SUPPLIER/CLIA {¢3) MULTIPLE CONSTRUCTION
AND PLAN OF CORFECTION IDENTIFYSATION NUMBER: A BUILDING N
055318 B. WING
NAME OF PROVIDER DR SUPFLIER . STREET ADDREBS, CITY, STATE, 2F CODE
' 2065 FOREST AVENUE
SKYLINE HEALTHCARE CENTER - SAN JOSE SAN JOSE, CA 95128
NT PROVIDEA'S PLAN OF CORRECTION
PR | EAGH DERGENGY MUST B PREGEDED 2Y FuLL PREFX | - (EACHCORRECTVEACTIONSHGULDBE | oMAMoN
TAR AEGULATORY OF LSC IDENTIFYING INFORMATION) TAG cnoss-ﬂe TO THE APPROPRIATE DArE
F 000 | INITIAL COMMENTS F000{ R STATE
The following reflects the findings of the This Plan of Correction constitutes a
Cafifomia Depariment of Public Heaith during an written credible allegation of compliance
abbreviated standard survey regarding two entity for the deficlencies noted. Preparation
reported incidents and one complaint, conducted and/or execution of this Plan of
on 11/25/13 through 11/26/13. c :om do ot constifute admission i
Entity Reported Incident CA0D376504 regarding W‘“W“W?ﬁ’;ﬂ
Quality of Care/Treatment was substantiated with of the facts alloged or canclusion set
no Federal or State regulatory viclations. on the statement of deficiencies. This plan
. of correction is prepared and / or execuded
Entity Reported Incident CA00378511 regarding . | solely because required by provisions of
Gualtty of Care/Treatmant resulted in a Fedarai Fedoral and State Law.,
deficiency (F514). . :

Complaint CADD378681 regarding Quality of
Care/Treatmant was substartiated with no CALIFORNIA DE

Federal or State reguiatory violations. OF PUBLIC HEALTH
inspection was limited to the specific entity DEC 15 2
reported incidents a;:.; complaint investigated and 013
does not represent the findings of a full inspection
of the facility, L mbméwéo"'
Representing the California Department of Public
Health: 31388, Health Facilities Evaluator Nurse
and 32398, Health Faclliies Evaluator Nurse.
Findings:
F 5141 483.750)(1) AES F 514| License Nurse A was given a 1:] in- 12-18-2013
$s-8 | RECORDS-COMPLETE/ACCURATE/ACCESSIB seqvice regarding assuring accuracy of “
| : coding in the Minimum Data Set by the
The facility must malntain clinical records on each MDS Coardinator on November 26, 2013.
e ! Resident 2 Minfimum Data Set record will
resident in accordance with accepted professional be .
standards and practices that are complete; opened, corrected, and will be resent.
accurately documented, readily accessible; and
systematically organized.

'rjsal'agu RSTeCHon 1o the patients. (See Instnctions.) Exoept for nursing hame ngiil:duwhhmm
AN EIOT e SULEISIT INTHeLE vii , n B8, are 4 )]
wing the date of survey whather or not a plan of comrection is provided. anmmgmammmmmmdmwmmmmuﬁ?

:funmmedmﬂme documerts are mada avallshie 1 the faciity. If deficiencies are cited, ar approved plan of correcsion Is requicha to continuad
ram participation,
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F 514! Continued From page 1 F 514| The MIDS Coordinator and team
. . completed an audit to ensiwe proper
The clinical record must contain sufficient coding regarding falls. No other fssties
information to identify the resldent; a record of the noted
resident's assessments; the plan of care and )
services provided; the results of any . .
preadrriission screening conducted by the State; The l\ldDS Cnmm ;’n“n?dm“ﬂ
and progress notag, dou'h L] CheCk v mﬂ mt'md i
accident log prior to documenting falls in
order to scourstely code it in the
This REQUIREMENT Is not met as evidencad Minipmrm Data Set.
{by:
Based on staff interview and record reviews, the
facility falled io ensure aceurate documentation " . .
for one of three sampled residents (2) when {he M“'”’.E Dota et Coordinator will
Resident 2's muitiple falls were not documented - responsible td monttor the process
in the quarterty Minimum Data Set (MDS, a through the morning mecting, incident
comprehensive assessment tool) and nursing end accident reporting specifically on
weekly summaries. falls. Findings from the moming meeting,
incident and accident reporting will be
Findings: brought to the facility QA&A meeting
Review of Resident 2's Admission Record ™ cels
revenled he was readmitted in the faciiity on
10/7H11 with the diagnoses of convulsions and
history of falls,
During an interview on 11/25/13 at 2110 a.m.,
licensed nurse A (LN A} stated Resident 2's
incidence of falls should have been coded int the
MDS and nursing weekly summarles. LN A stated
she did not receive a verbal report that Resident
2 had falls and did not ook at any notes before
completing the weekly summary report dated
10710/ 3.
Review of Resident 2's clinical record Indicated
three unwitnessed Talls which occumred on 4/13,
4/16, and 4/18/13. The quarnery MDS dated
5/23/13 indicated "1* fall since the iast MDS and
M CMa-2857(02-85) Pravious Vorsione Obaclato Event iD: BRASTY Fe:®ty ID: GAS700000R0 1f continuatian ghest Fege 2 ofa
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*0" fults with or without injury.

Review of Resident 2's clinical record Indicated a
fall on 5/26/13 with an abrasion to the right knes,
falls on 8/17, 6/23, and two falls on 8/6/13, The
secohd fail on 8/6/13 resulted in an abrasion to
the midforehead and below one nostril. Resident
2 had four falls and one fall with injuries. The
quarterly MDS dated 8/15/13 indicated ona fafl
gince tha last MDS and "0* falls with or without

Injury.

Review of Resident 2's clinical record indicated
falls without injury on 9/25/13, 10/5/13, 11/2/13,
and 11/7/13. A fail with Injury on 10/20/13. The
quarterly MDS dated 11/10/13 indicated "1" fal,
and *1" fail without injury.

The Caniers for Medicare and Medicaid Services
(CMS) Long Term Care Facility Resident
Assassment Instrument Manua!, revised 2010,
indicated, "Any Falls Since Admission or Prior
Assessment” must be documented on the MDS.
The review period is a look- back period since the
last MDS was completed.

1GMG-2067 R ) Previous Vorsions CRsclete

Evert 1D, 884311

Facity ID: GASTO000088

d
If continuation sheat Page 3 o3






