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58-8 PALATABLE/PREFER TEMP

Each resident receives and the faciiity provides
food prepared by methods that conserve nuintive
value, flavor, and appearance; and food that is
palatable attractive. and at the proper
lemperature.

Tris REQUIREMENT 15 not met as evidenced
by

3ased on observation, resident. group and staft
terviews, and doowment review, the faciity
{alled to ensure residents received food tems at
temperatures considered palatable for 1 of 18
sampled residents {12} and 4 randoim residents
{21, 22,19, 20} of a census of 88 when the
residents complained they received food that was
cold

Thus failure to serve ford considered unpalatable
;gy the reaidents had the potenlial to rasult in the
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X4y SUMBMARY STATEMENT OF DEFICIENCIES |83 FROVIDER'S PLAN OF CORRECTION K5
PREG [CACH DEFICIENGY KUST BE DRECEDED BY TULL PRLFIX {EACH CORRECTIVE ACTIGN SHOULD BE COMPLETION
TAG REGULATORY GF LS IDERTIFYING (NEORBATION: TAG CRUSS-RFFERENCED TO THE APPROPRIATE BATE
DEFKSIENCY)
F oo INITIAL COMMENTS F 000 The prepuration and;or excondion of this
plas of correction does not constitule
) ) admtssion of agreethent by the provider of
Th_e fO!E.OWIHQ reflects the fmd.mgs of the ‘ the taih of the facts alleged or conclusions
Califarnia Department of Public Health during a set fortd i the starement of deficiencies.
Receriification survey Thes plain of correction is prepared andior
axverivd solvly becanse the provisions of
Represeniing the Department of Public Health Federal and State Law require it.
HFEN, 31701
HFEN, 24980
EN. 3
HPEN, 34271 F364 JB33S(d)(1)-(2)
HFEN, 3‘_497? NUTRITIVE VALUE/APPEAR,
HFE,N‘ 31979 PALATABLE/PREFER TEMP
Nutrition Consultant, 31472
How the corrective action(s) will be
The facility's census was 88, with a sample size accomplished fir thosc residents found to
of 18 and 4 random residenis have been affected by the deficient
F 364 4873 35(d)1-12) NUTRITIVE VALUE/APPEAR, [ 364 practice.

Food trays were passed and the food
teimperatures coutd not be corrected for the
date in guestion.

How the fucitity will idensify other
residents having the potential to be
affected by the same deficient practice and
what correetive action will be taken.

Al residents have the potential 1o be
attectod by the temperature of the tood.

What measures will be put inte place or
whiat spstemic changes the facility will
mike to ensire that the deficient practice
dies not recur.

Dictary staff members were in-serviced on
June 18,2013, The in-service included. but
was ot limited 1o “Meat Service and
Acceptalde Serving Temperatures.”
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“residents not eating their meals and experiencing
| weight foss, :
| Findings:
5 During resident interviews conducled during initial
6/16/15, the following four residents complained
about the temperature of their food being cold:

> At 7:05 a.n., Resident 21 stated the food was
cold at times.

> At 7:06 a.m., Resident 22 stated the food was
i too cold.

= At 710 a.m., Resident 19 stated the food was
" ooid.

> ALTI15 a.m,, Resident 20 stated breakfast was
cold.

> During the group interview on 6/17/18, at 10
ra.m., 1 of 10 residents presenl (12) complained
about the termperature of their bregkfast was
cold..

: During a samiple of & reqular diet test tray

s fransported from the kitchen on cart 3 to the

nursing unit where residents 21, 22, 19, 20, and

12 resided on 6/18/15 at 740 am_, the

" Adiministrator (ADM), Director of Dietary Services

“(DDS), Nutrition Services Director (NSD), and two !
surveyors were present when the temperatures of :

: the food was taken and tasted.

A review of the tray line temperature log for
| breakfast dated 6/18/15 indicated, the initial
| temperature for the breakfast meat (sausage) |
- was recorded as 190° F. The sausage on the test |

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVLY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: \ COMPLETED
A BUILDING
056098 B. WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
625 COTTONWOOD STREET
COTTONWOOD HEALTH CARE
WOODLAND, CA 95695
(%4310 | SUMMARY STATEMENT OF DEFICIENCIES 3 D [ PROVIDER'S PLAN OF CORRECTION | 8y
PREFIX | (EACH DEFICIENCY MUST BF PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE © COMPLETION
AG REGULATORY OR LEC IDENTIEYING INFORIMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE ¢ DATE
i DEFICIENCY}) :
i ‘ 1 !
| i !
F 364 | Continued From page 1 F 364 Dietary staff members will provide food i

prepared by methods thet conserve nulritive
value, flavor and appearance; and food that
is palaiable, attractive and at the proper
{emperatyre.

Dictary staf{ members will use the facility
“Test Tray Evaluation™ form {o record
temperatures of food produets on the
trayline prior to serving food.
Additionally, dietary staff members will
evaluale the food for acceptable flavor,
texture, portion size and ensure the
accwracy of the diet order from the

physician.

Trays will be delivered to-the residents in a
fimely manner i ensure the proper
terperature is achieved and excecded on
the umit,

How the facillty plans to monitor its
performarice to make sure that selutions
are susiained,

Detary supervisor will monitor frayline to
ensure compliance with the Tacility policies
and procedures related to preparation of
foods, food quality and serving
femperature.

Distary supervisor will follow a test tray on
the unit three times per week. The fond
temperafures of the test way will be
measured for compliance. Additionally, the
food will be tasted for flavor, palatability
aind texture.

The temperatures will be recorded on the
“Test Tray Evaluation”™ form. This form
will be revicwed Ly the dietary supervisor
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sg«p . STORE/PREPARE/SERVE - SANTTARY

' The facility must -

1) Procure food from sources approved or

| considered satisfactory by Federal, State or loca
! authorities; and

{2) Store, prepare, distribute and serve food

- under sanitary conditions

“ This REQUIREMENT s nat met as evidenced
by

- Based an observation, staff imerview, and
~document review, the facility failed o prepara
food in a safe, anitary manner for a census of 88

STATEMENT OF DEFICIENCIES (X1 PROVIDERISUPPLIERICLIA (X2} MULTIPLE CONS TRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION HUMBER: A BUILDING COMPLETED
056098 B WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, 2IP CODE
625 COTTONWOOD STREET
COTTONWOOD HEALTH CARE
WOODLAND, CA 95695
oy | SUMMARY STATEMENT OF DEFICIENCIES i) f PROVIDER'S PLAN OF CORREGTION X8)
PREEIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (FACH CORREGTIVEE ACTION SHOULD BE COMPLETION
TAG REGULATCRY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEFICIENCY)
i :‘
F 364 : Continued From page 2 Fagq]  andadministrator for compliance and
e . . _ 1 ! ToHow up as needed.
tray was 116% F. This represented a temperature !
: drop of 74" F. The focility must develop a plan for
i A _ : ensuring that correction is achieved and
gAccordmg to the tray “”f? temperature tog for i sustained. This plan must be
+ breakfast dated 6/18/15 indicated the French E implemenied, and the corrective getion
s toast was 180 F prior {o leaving the kitchen. The - evaludied for ity effectivencss. The POC
| temperature of the french teast on the test tray is imtegroted into the qualily assurance ;
fwas 102° F. This represents a drop in systes,
{emperature of 58° F, -y . .
; p This plan will be evaluated for its
s . : » elfectiveness. Discrepancies noted will be
| N?‘ther thL.S?L‘f3ag‘?3 tinks nos th.E f't'nch toast o reviewed by the QA Committee at the next
-was palatable to the testers in temperature due to quarterly meeting,
them tasting iukewarm,
Correetion date: July 18, 2015
' Review of the facility undated document titled
. "Test Tray Evaluation”, from [Name of
: organization) indicated, "Acceptabie temperature § )
| for hot enfree greater than or equal ta 120° F, and F371 483.336)
French foast gr‘eater than or equal to 120° F" . FOOD PROCURE,
R R R . STORE/PREPARE/SERVE-SANITARY
- 371, 483 35(1) FOOD PROCURE, F 371!

How the eorrective action(s) will be
: accamplisfied for these residents found to
i have been affected by the deficient
1 praciice.

N residenis were affected as the uncut
cantatoupe was discarded by the dietary
stalf, There was no negative outcome.

i How the facility will identify other

‘ vesidents having the potentiol 1o be
affected by the same deficient practice and
what eorractive action will be aken.

No other residents were affected as the
uncut cantaloupe was discarded by the

i
i
!
i
1

FORM CMS-2567(02-80) Previous Varsions Obsolete Event D 8B20YT

Facility ID: CAS30000008

If continuation sheet Page 3 of 17



I“rom: Noe:2I1626 05811 O8/21/201H 14:51 #7656 P.O05/018

PRINTED: 08/10/2015

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0351
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2 MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMPER: A BUILDING COMPLETED
056098 B. WING 06/18/2015
NAME OF PROVIDER GR SUBPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
625 COTTONWOOD STREET
WoOD HEALTH CARE
COTTON ¢ WODDLAND, CA 95695
e NI SUMMARY STATEMENT OF DEFIGIENCIES [ i FROVIDER'S PLAN OF GORRECTION )
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i DEFICIENGY)

- 377 ‘ Continued From page 3 F 374 dietary sieff. There was no negalive
residents when the cook thawed raw chicken L ouleome.

- under continueus running water next to a sink Wohat measures will be put into place or

: containing fresh uncut cantaloupe. i what systemic changes the fucllity will
o _ . wake to ensure that the deficient practice
 This faiiures placed the residents at risk for food | © does not recur,

borne iliness dus to cross contamination,
| Dictary staff members were in-serviced on
Findings: the following topics:

: During an observation of food production in the *  “Thawing und Storage of Raw

. ; 1 ) Meut™ - in-service completed on
5 0 @ | .
kitchen on 6/16/15 at 1:20 p.m., one sink : | e 17, 2015,

: containing several fresh uncut cantaloupes with

bruiseq spots and broken skjn. Was Iogated . * | s “Preventing Food-Borze Iliness”

immediately next to 2 sink with raw chicken in ! - in-service completed on June

- plastic bags subrmerged in & pan being thawed hy ‘ ; 17, 2015, !
continuous running water. The pan was located at | 1,

i the Hp of the sink and water, with the potentiat for ! f Dictary staff will follow the policies and

: splashing as the water ran over the raw chicken + procedures ouflined in the above two

“onto the camtaloupe. i referenced in-services.

. y . | | Dictary supervisor will review dad
Raview of the undated facility documant ¢ited | | Dictary supervisor will review daily tenus
|

to identify ineats to be thawed. Staff will be

| "Food Preparation” indicated, "Policy: Thawing Of ! ubserved thawing and storing the meat to

i Meats ... 3C avoid cross-contamination from the ‘ " ensure compliance. Dietary supervisor will
swater dripping from foodd or splashing onto other | : follow up with staff members Lo ensure that
. foods or preparation sites..” ; the thawing and storage procedures arg

; heing followed. Additionally, this will

- Ageording to the Federal Food Code 2013, fo _ inctuede following the policies and

~avaid cross-contamination, sinks and food " T’“’fmﬁ'es relited to preventing food borne
) | uthreaks,

preparation areas should not facilitate 3
opportunities for crozs-contamination. It further |
i states, foed should be protected from

Hlow the facility plans to monitor its
performance fo make sure that solutions

 crogs-contamination by separaling raw animal  are sustained.

: foods during preparation from other raw foods i

- such as fruits and vegetables. Thess items ‘ Dictary sapervisor wilt follow up with sinff
‘ should be prepared at different times arin members (o ensure that the thawing and

- different areas. Contaminates may be prasent on storage procedures are being followed.

: the qutside of packaged food containers through |
t the packing, storing, and handing process, ! i
" Whenever water comes into contact with fresh '

FORM CMS-2567(02-99) Previous Versions Dbsclete Event 1D:8R801 Facility I); CA030000008 if continuation shest Page 4 of 17
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KD SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION | o
BREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETION

TAG REGULATORY OR LEC IDENTIFYING INFORMATION) ; TAG CROSS-REFERENCED TO THE APPROPRIATE ¢ DATE
; 1 : DEFIGIENCY)

| |

F 371 Continued From page 4 F 3711 RD will moniter thawing and storaye
I procedures when in the facitity. This also

pmduce?‘ it&? guality dictates the potential for its ‘ includes moniloring procedures related (o
- contamination. ; i preventing foud bore ouibreaks,
‘ A concurrent inferview with Registered Dietiian | ‘ Any diserepancies will be correcled
~(RD) 2 and Direclor of Dietary Services (DDS) an | L immediately and reporfed (o the
B/16/15 at 1:20 p.m. When asked if it was okay | administrator.
to have fresh uncut cantaloupe in the sink next to | L
1he raw chicken thawing under running water, § The facility must deuf:'lnpla plan for
they said, "It's rot ok to do this." ensuring that cl‘arreman &5 achieved anid
F441| 483.66 INFECTION CONTROL, PREVENT | Faat] el bl mistbe o
5%=0 - SPREAD, LINENG 5 evaluated for fis ¢ffectiveness. The POC
. ix integroted into the quulity ussurance
Tha facility must establish and maintain an © o spstomi.
s Infection Contrel Program designed to provide a
: safe, sanitary and comfortable environment and The plan will be evaluated for its
to help prevent the deveiopment and transmission | cffectiveness. Discrepancies noted will he
' of disease and infection. reviewed by the QA Committee af the next
! auarterly meeting.

(a ) Infeqt_ion Control Prqgram . Correctivn date: July 18, 2015
The faciity must establish an Infection Control

. Program under which it - ? i

{1} Investigates, controls, and prevents infections . P41 483.65)

in the facility; i INFECTION CONTROL, PREVENT
| (2) Decides what proceduies, such as isolation, | SPREAD, LINENS
“should be applied to an individual resident; and :

{3) Maintains a record of incidents and corractive L How the corrective action(s) will be

! accomptished for those residents found rfo

actions related to infections. :
: s have been affected by fhe deficient

« () Preventing Spread of Infection practice.
(1) When the: Infection Control Program | Resident 3’y wheelchair was repaired
determines that a resident needs isolation to : " within 10 minutes of being identified by the

" prevent the spread of infection, the facility must . surveyor, The wheelehair in question had
istlate the resident. ¢ been idengfied the need 1o replace the arm
{Z) The facility must prohibit employees with a © rests. The facility had already ordered the

- communicable disease or infected skin lesions - hocessary replaceiment am tests. The new |

from direct contact with residents or their food, if
direct contact will transmit the disease.

1{3) The facility must require staff to wash their ;
: i |

FORM CMS-2567{02-99) Previous Versions Obsalete Evert 1D: 8BS0 11 Facilily D CA030090008 If continuation sheet Page 5 of 17
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hands aftar each direct resident contact for which
* hand washing is indicated by accepted
! professional practice.

- {c) Linens

i Parsonnel must handle. stare, process and

stransport iinens so as (o prevent the spread of
infection. :

' This REQUIREMENT is not triet as evidenced
'
. Based on observations, staff interview, and
 facility document review, the facility faited to
' provide a sanitary environment to halp prevent ¢
the development and transmission of disease and
infection when both arm rests of a wheelchalr
twere cracked and unabie to be adequately ‘;
- sanitized for 1 of 18 sampled rezidents (3).

- This fallure had the polential of skin tears and
i transmission of disease.

: Findings:

Durmg the Initial Tour on 6/16/16 beginning at

L 7:30 a.m., the covering of the arm rests on

| Residant 3's wheelchalr were observed (o have
been cracked

* During the Environmental Tour with the
‘Maintenance Supervisor (MS) on 8/17/15
| heginning at 7:20 a.m., MS verified Resident 3's
t wheelchair arm rests were cracked, MS siated
: the arm-rests would not be able o be cleaned
prope;ly due to the cracks exposing the foam and : .
: the cleaning solution going down into the foam.

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {(%2y MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
0566098 B WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
COTTONWOOD HEALTH CARE 625 COTTONWOOD STREET
WOODLAND, CA 956695
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [8) : PROVIDER'S PLAN OF CORRECTION (X5)
PREEN (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE AGTION SHOULD RE CoMMETION
TAG REGULATORY Ot LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TQ THE APPROPRIATE DAI'E
DEFICIENCY)
i i |
F 441 Continuad From page & : F 441 arn rest was delivered and it was installed

wminediately.

Haw the facility will identify other
residents having the potential 1o be
affecied by the same deficient practice and
whtat corrective eeifon witl be taken,

Within the first hour of the survey process
commencing, a complete sweep of the
facility was conducted 0 visually inspect
all tacility wheelchairs for tom o missing
armrests. Additionally, the visval
ingpection included the entire wheelchair
and not just the armrests. No additional
wheelchairs were Wdentified.

Whar measures will be put into place or
what systeniic changes the facility will
make fo ensure that the deficient practice
does not recur.

Staff members were in-serviced on “How
to Property Repont Broken or Wom
Equipinenl.” Additionally, the in-service
inctuded notifying their supervisor of any
equipment that posed a salety hazerd or
risk to any resident or employee.

Hew the facilitp plans o monitor its
performance fo muke sure that solutions
ure sustapied, The facility must develop a
plant for ensuring that correction is
achioved and sustained. This plan nrust
be implemented, and the carrective aclion
evaluated for Iy effectiveness. The POC
is integrated info the guality assurence :
svsicnn. :

Pacility employees wilt continue 1o
communicate wdentified equipment or

FORM CMS-2567(02-99} Previous Versions Obsalete

Event [0: 8BO011
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In a staff interview and facility document review
Ton 617715 at 8:30 a.m. with Rehab Alde (RA), RA
. stated she was responsible for identifying
: wheelchair repairs.

- During review of 8 facility document titled Audit
“wic {wheelchair), dated 8112415, and audited by
RA, the RA did not identify Resident 3's

- wheelchair arm rests as heing cracked and in
i nead of repair of repiacemant,

465 ! 483.70(h)

ss=p | SAFE/FUNCTIONAL/SANITARY/COMFORTABL
| E ENVIRON

: The facility must provide a safe, functicnal,
“sanitary, and comfortable environment for
residents, staff and the public.

i This REQUIREMENT is not met as evidenced

| by

| Based on observation and staff interview, the

| facility failed to provide a safe envirenment when
 paper stored in boxes in a storage: closet were

" stacked below an automatic sprinkler system, not
allowing for an 18" vertical clearance.

This failure had the potential to lead to death due
o not allowing the sprinkler system to properly
function to extinguish a fire.

Findings:

During the Environmentat Tour on 6/18/15

. beginning at 7:20 a.m. with the Maintenance

" Supervisor {M8), a closet identified as "Storage”
between Rooms 108 and 110 was opened by the

tMS. In the closst were boxes stacked from the

STATEMENT OF DEFICIENCIES (X1) PROVIBERISUPPLIER/CLIA X2} MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION INENTIFICATION NUMBER: COMPLETED
A BUNLDING
056058 B. WING 06/18/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, §TATE, 7IP CODE
COTTONWOOD HEALTH CARE 26 COTTONWOOD STREET
WOQODLAND, CA 95695
puo | SUMMARY STATEMENT OF DEFICIENCIES i i PROVIDER'S PLAN OF CORRECTION {x6)
PREFIK | (EACH DEFIGIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION $HCULD BE COMPLETION
TAG RECGUEATORY OR LSC IDENTIFYING INFORMATION) T CROSS-REFERENCED TO THE APPROPRIATE DATE
: : DEFIGIENCY)
@ | ;
F 441" Continued From page 6 F 441 physical plant repairs to the dirgctor of

maintenance through the use of the
maintenanee logs, telephone, lexting or
face to face interactions. Random visual
auditz will be condueted by the
manpgement team to dentify facility
cquipment and physical plant items in need
of repair,

Any discrepuncies will be reviewed at the
Quarierly Quality Assurance Comnittes
Mecting,

F 486 Correction date: July 18, 2015

FAG5 483,700
SAFE/FUNCTIONAL/SANITARY/COM
FORTABLE ENVIRON

How the corvective action(s) will be
accomplished for those residents found to
have been affected by the deficient
practice,

The box was removed immediately to
allow for the required 187 clearance below
the fire sprinkler.

Hew the facility will identify other
residents having the potential 1o be
affected by the same deficlent practice and
what corrective aetion will be taken.

A facihity sweep of all clusets, rooms,
offices and other facility areas was
conducted fo wdentify Gre sprinklers not
having 187 clearance below the fire
sprinklers.

|

FORM CMS-2507(02.99) Previous Versions Obsolele Event 10 BRSC1Y
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LE

The facHily must maintain clinical records on each
resident in agcordance with accepied professional;
standards and practices that are compleate; i
-accurately documented; readily accessible; and
systematically organized. i

" The clinfcal record must contain sufficient _
. Informaticn to identify the resident; a record of the :
“resident's assessments; the plan of care and

s services provided, the results of any

" preadmission screening conducied by the State,
"and progress notes.

| This REQUIREMENT is not met as evidenced |

-

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
. 3 —
056098 B. WING 06/18/2015
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xa)io | SUMMARY STATEMENT OF DEFICEENGCIES n PROVIDER'S PLAN OF CORAEGTION (%5)
PREFX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLUETION
TAG | REGULATCRY DR LSC IDENTIFYING INFORMATION) TAL CROSS-REFERENCED T0 THE APPROPRIATE bATE:
: DEFICIENGY)
F 465 | Continued From page 7 - 465E Neo additional fire sprinklers were identified
floor to approximately 10" balow the celling. On | + asbeing out of compliance. !
: the ceiling was a fire sprinkler. What mieasures will be put into place or
o _ . o wihat sysremic changes the facitity will
- Review of the National Fire Protection Association make to ehsure that the defieient practice
- (NFPAY 13, 2002 Edition titled Instaliation of does not recur.
' Sprinkier Systems indicated. ".. Sprinkiers shall
| be located so as to minimize obstructions to Facility si2ft members were in-serviced on
| discharge as defined in...8.5.5.3...Continuous or the key requirements in providing o safe
“noncontinuous obstructions that interrupt the ’_‘_?‘fﬁ_rh“’g“‘?“.‘:! e for residents,
“water discharge in a horizontal plane mors than S anC ViSRS, LIS -servise WaS
18 In. [inchas] (457 mm, {a unit of measure)) centered arourd the requirements of NFPA
: T AT ' ) o A "Sprinkiery shall e located 5o as to
 betow the sprinkler deflector in @ manner to limit mininsize obstructions 1o discharge as
; the distribution from rgachmg the"protected defined in 8.5.5.3.. Contintious or non-
hazard shall comply with 8.5.5.3. continvows abstryctions that interript the
: water discharge in a hovizontal plane more
. During the continued interview with the MS on than 18" below the sprinkler deflector in o
[G/18/15 al 7:20 a.m., the MS stated the boxes manner 1o lwit the disivibution from
contained medical and financial records and reaching the proiccted hazard shall comply
verified they were not 18" below the fire sprinkler. with 8.3.5.3.
F 514 483.75(1) RES Fhi4: o ,
' . " : How the fucility plans to moniiar its
O ‘\- -y - Y il o o) . - g
gs=f | RECORDS-COMPLETE/ACCURATE/ACCESSIB performance to make sure that solutions

are susiained,

The director of maintenance will conduct
random audits of the facility storage
closets, offices, rooms and common nreas.
These randomn checks will be completed bi-
woekly to ensure compliance in providing &
sefe, functional, sanitary and cormfortable _
environment for residents, staff and the
public. 3

The facility must develop a plan for
ensuring that correction is gchiaved and
sustained, Thiv plan must be
implemented, and the corvective action
evaluated for s effectiveness, The POC ;
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© Based on staff interview and clinical record
: review, the facility failed to ensure clinical records

1 indwelling urinary catheter care was not
» consistently decumented for Resident 12;

| 2. Indwelling urinary catheler care was not
" consistently documented for Resident 13;
! consistently documented for Resident 4, and

. 4. The facility falled to completely and accurately

“vital medical information, potentially affecting
' clinfcal decision-making and ensuring safe,

1. Resident 12 was admitted for rehabilitation
- foliowing a fracture and had an indwelling urinary

- month of Mareh 2015 for Resident 12 indicated
. care was provided:

. = Day shift: 3/19, 3/20, and 3/23 through 3/26/18

by

were complete for 3 of 18 sampled residenis (12,
13, and 4) whern:

3. Indweling vrinary catheter care was not

nota physician's orders for

Resident 4 when orders were not noted and
browght forward.

These fallures prevented other members of the
healthcare team from baving access to accurate,

effective care.

Findings:

catheter.
a. Review of the catheter care records for the
the fallowing shifts did not documeni that catheter ?

NOC (night) shift: 3/27 and 3/28/15

PM (afternoon/evening) shift: 3/19, 3/22, 3/25

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SLRVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER- ; COMPLETED
A BUILDING
056098 B WING 06/18/2015
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2P CODE
. 625 COTTONWOOD STREET
COTTONWOOD HEALTH CARE
WOOCDLAND, CA 95695
{(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 1 E PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PRESN | (EACH CORREGTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE
! : DEFICIENCY)
| !
F 514 | Continued From page 8 F 514 is integrated inte the qualily assurance

spstem,

Any discrepancies from the random audits
wil] be nofed and reviewed ot the next
Cuality Assurance Meeting.

Correction date: July 18, 2015 ‘

514 483.75¢0(1)
RESN RECORDS-
COMPLETE/ACCURATE/ACCESSIBLE

How the corvective acrion(s) will be
wccomplished for those residents found to
have been affected by the deficient
pracrice,

The clinical recowds for those patients
identified cannot be completed due e
timehness.

How the faciliey witl identify other
residents having the potendial to be
affected by the same deficient praciice and
what corrective action wifl be taken.

The ctinical records fur other paticnts
identified cannol be conpleted due to
timeliness,

What measures will be put into place or
what sypstemic changes the facility wifl
make to ensure that the deficient praciive
does not recur.

Education will be provided by the Director
of Staff Development or designee to {NAs
regarding the process of providing foley
catheter care and the requirement (0
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XD SUMMARY STATEMENT OF DEFICIENCIES i 1D ; PROVIDER'S PLAN OF CORRECTION ]

COTTONWODD HEALTH CARE

PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ' OPREFIX (EACH CORREGTIVE ACTION SHOULD BE ¢ COMPLETION

TAG . REGULATORY OR LSC IDENTIFYING INFORMATICN) ' TAG CROSS-REFERENCED TO THE APPRQPRIATE ) DATC
! : : DEFICIENCY)
| —

F 514 Continugd From page 9 ; F 514 document the care provided in Care i
through 3/28 al'ld 3/31/1 5 ; Tracker [liuc clectronic Systen for CNAs 1o |
i ; document the care provided). The CNAs :
‘ Of 59 total shifts, 15 shifts 25 (%) did not ¢ will provide catheter care each shify and
“indicated catheter care was provided. i . documenl that care in Care Tracker. If the
; CNA identifies impeived skin integrity,
i b. For the month of April 2015, catheter care - they will notify the charge nurse :
recorded by the CNA was documeanted in two | immediztely. ;

parts on the form. The following shifts did not
have documentiation indicating catheter. care was !
provided: ; : How the faciliy plans f6 monitor its

- NOC Shl%t 4}1 4”2 4}‘7' 4/8, 4]"‘ 3‘ 4’1114 ‘_1/1 9 . l‘ ];’E’P‘ﬁi!‘ﬂlﬂ}l(?ﬂ t0 make sure that solutions
| 4720, and 4721 through 4/30/15 | aresustained

;/?C?/)‘/I ;‘:hlﬂi 411 through 4/9, 4718, 4125, and E Menitoring shall be angoing by the

: . © Direstor of Medical Records or designes
> PM shift: 4/1 through 4/3, 4/11, 4/13 through ; th?‘il;}: t;:e C:;?ac:zft l?;gﬂﬁi?
"4/19, and 4/21 through 4/30/15 UED LIS fare Tracker system. bue

: patient with a feley will have special

' : instructions (o the CNA regarding the

. : catheter cere and the ONA will document
; in Cave Tracker when catheter care is
defivered, Medical Records will andit the
documentation of patients with foley

_ Ot 90 tolal shifts, 7 (63%) did not document
| catheter care was compleled.

c. For May 2015, the following shifts did not
tindicated catheter care was provided:

= NOC shift: 5/1 through 5/22, and 5/24 through ¢ catheters Monday-Friday with the
513115 . ; exception of holidays. Any audit fonnd to
. > Day shift: 5/1 through 5/13, /15 through 5/17, © beoutof compliance will be forwarded to

: 5/19, and 5/28 through 5/31/15 © the Director of Nursing for follow up.
f= PM shift & through 5/18, 5/22, /23, and 5/27 k
tthrough 5/31/15

The facitity must develop a plan for

Of 93 total shifts, 78 (87%) did not docurment : ensurFing that corvection is achieved and

catheter care was provided for Resident 2. sustained. This plan must be . ;
implemented, and the corvective aetion :

- According to the undated facllity policy Catheter :“; ﬁ;‘;,tfi{ffl::;g?;iz;:;&,i”g;;:L?C

Care, Urinary, the policy described, under spstern, ’

Catheter Care, Steps in the Procedure, .7,
- Wash the resicent's genitaila and perineurn ;
L thoroughly with soap and water. Rinse the area | :
Pwedl and towed dry. 8, Use a clean washcloth with

| warim water and soap to cleanse and rinse the ;

FORM CMS-2867(02-09) Previous Versions Obsolete Even! 0 6RG01 Fagdity 10, CAO300000048 If continuation sheet Page 10 of 17
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(XAV1D | SUMMARY STATEMENT OF DEFIGIENCIES 10 PROVIDER'S PLAN OF CORRECTION L e
PREFIX | (EACH DEFICIENCY MUST RE PRECEDED BY FULL . PREFIX ! (EAGH CORRECTIVE ACTICN SHOULD BE COMPLETION
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DEFICIENCY)

|

| _
F 514 Continued From page 10 F514: Any discrepancies will be noted and

| catheter from insertion site o approximately four - reviewed at the next Quality Assurance

Hinches outward, 9. Check drainage tubing and | Meering. g
bag to in.f:;ure that the catheter is draining ' Correction date: July 18, 2015 ‘
Fproperly.”

| During an interview with the Director of Staff _ © ST 483.750m)(1)
Development (DSD) on 6/18/15 at 11:45 a.m, the WRITTEN PLANS T0O MEET |

- DSD stated the new forms were instituted in - EMERGENCIES/DISASTERS
| March 2015 when the computerized systermn for :
L,_NA charting CO.LM not be Changeid tO‘ add ! How the corveciive getion{(s) will be
. catheter care. The CNAs were inserviced on the U accomplished for those residents found to
{new forms and were to document the cleansing U have been affected by the deficient
of the perineum and catheter, amptying the j praciice.
catheter bag, and securing the tubing to prevent |
injury each shift,

% The dictary disaster plan that was located in
_ | the dictary depariment (with the key to the

During an interview with the Acting Director of  emergency food closet) was copied and
Nursing (ADON) on 6/18/15 at 11:15 a.m., she : placed with the emergeney foctd in the
 slated she monitored and interviswed the CNAs cergency food closet. The dietary
regarding cathater care and knew the care was | ::z:iiﬁlff;:};zxw located in twe separate
being given, though not dozumented completely. | o v

| When asked what her expeclation was forthe L How the facility will identify other

: documentation, she stated, "They [CNAs] should residents having the potential fo be

: document their care every shift on the new ADL ! © affecred by the same deficiont practice aml
: factivities of daily tiving) form [same as the : I what corrective action will be taken,

- catheter care form named in this docurent].” |
Nu other regidents were atleeted,

, . y sasieres will be put § .
2. Resident 13 was admitted for multiple health What casures will be put inta place or
wirt spstemic changes the facitity will

: ;5‘3“65 _‘”C'UQ‘I19 chronic pain and had an i ; make 1o cnsure that the deficient praclice
. indwelling urinary catheter, L does not recur,

\ .

: The form, used by the Certified Nurse Assistants The dietary superviser will keep 2 copy of

. (CNAs) to document the catheter care they : the dietary disaster plan in both locations as
i performed each shift, was reviewed for Resident | previously noted in this plan of cosrection.

| 13. The forms for March through June 2015 were | - When the disaster plan is updated, it will be
- Incomplete or missing regarding catheter - updated in both Jocations.

1 provided during each shift. i

FORM CMS-2567(02-09) Previous Versions Obsolete Evend 10 8B0011 Faciiity (B: CAG3DD0000A If continuation steet Page 11 of 17
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STATEMENT OF DEFICIENCIES X1y PROVIDERISUPPLIER/CLIA
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056098
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i & There were no March or April 2015 catheter
- care documentation provided upon request for
‘Residant 3.

" b. During the month of May 2015 the following
“ shifts did not document catheter care was
i coinpleted:

524, 5i25, 528, and 5/31/15

> Day shift: 5/1 through 5/18, §/21, 5122, 5727,
(B30, and 5/31/15

"> PM shift: 5/1 through 5/17, 5722, 5/23, and

“ 5285

L Of 93 total shifts, 67 shifts (72%) did not
document catheter care was completed.

‘e From June 1, 2015 through the NOC shift of
- June 16, the following snifts did not document

that catheter care was provided:

> NOC shift: 8/1 through 6/12/16

= Day shift: 6/1 through 6/10, 8/15, and 6/16/15
> PM shift: 8/1 through 8/11, 6/15, and 6/16/15

- Of 52 total shifts, 37 (71%) did not document
: catheter care was provided.

: During an interview with the Director of Staff

DSD stated the new forms were instituted in
: March 2015 when the computerized system for
CNA charting could not be changed to add

" Development (DS0) on B/18/15 at 11:45 a.m., the

- » NOC shift: 5/1 through 5715, 5/18 through 522,

cathater care. The CNAs weré inserviced on the
: new forms and were to document the cleansing
i of the perineun (The area betwean the anus and |
. the scrotum m the male and between the anus ‘
and the vulva in the female) and cathater,
temptying the catheter bag, and securing the
“fubing o prevent injury each shift.

{xa) ib SUMMARY STATEMENT OF DEFICIENCIES In PROVIDER'S FLAN OF CORREGTION "
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 514 Continged From page 11 | F514] How the facilicy plans to monitor its

! performance ro make sure that solutions
are sustained,

Each quarter the administrator or designee ;
will audit the dietary disaster plan for
completeness and 1o ensure that there is a
copy in the dietary department and the
emergeney food closet,

The facility must develop a plan for
ensuring that corvection is achfeved and
sustained. This plan must be
implemented, and the corrective action
evalyated for its offectiveness. The POC
Is integrated into the qualify assurance
spstem,

[ Any discrepancies will be noted and
reviewed at the next Quality Assurance
Meeting.

Correction dates July 18, 2615
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'3, Resident 4 was admitted for diabetes, heart
disease, and dementia. Resident 4 had an
indweling urinary catheter,

shifts did not document catheter care was

| provided for Resident 4:

c» NOGC shift 3/26, and 3/28/15

> Day shift: 3/13, 3/15, 3/16, 3/22, 3/23, and
3/28/15

through 3/31/18

. care was nof documented as being provided.

" During a review of clinical records, & new for‘n*n'
. created to enable Certified Nurse Assistants
| (CNAg) to document the catheter care they

4

“were found. The newly implemented form
 indicated the following shifts did not document
| catheter cara:
¢ > NOQC shift: 4/1 through 4/30/15

= Day shift: 4/1 through 4/6, 4/8 through 4/27/,
- 428, and 4/30/15
= PM shift: 4/1 through 4/19, 4/21 through 4/27,
ang 4/30/15

- ¢, Asecond, handwritten April 2015 "Catheter
no documentation of catheter care;

P21, 4726, and 4/27/15

2. During the month of March 2015, the foliowing |

» PM shift: 3/13, 8/18, 319, 3/22, 3726, and 3/28

This represents 17 shifts (28%) in which catheter !

| performead each shift, was reviewed for Resident

b. For April 2015 twe different catheter care forms

Care" document, included the following shifts with -

<> NOC shift, 4/, 412, 477, 4/8, 4714, 4/15, 4/20,4/

- Day shift: 4/1 through 4/3, 4/6 through 4/6, 4/15, .

STATEMENT QF PIEFIGIENCIES X1y BROVIDER/SUPPLIERICLIA X2} MULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
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056048 8 WING 06/18/2015
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oo SUMMARY STATEMENT OF DEFICIENCIES D ; PROVIDER'S FLAN OF CORRECTION (X5
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x40 SUMMARY STATEMENT OF DEFICIENGIES i : PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX | {EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {(EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG CROBS-REFERENCED TO THE APPROPRIATE DATE

;
F 514 Continued From page 13
1 4/18 through 4/21, and 4/26/15
> PM shift. 4/1 through 4/ 3, 4/9, 411 through
- 4/15, 4117, and 4/18 through 4/30/15
|0 90 total shifts, 45 shifts (50%) failed to
_tocument catheter care was completed.

d. During the month of May 2015, the following
“shifts did not document catheter care was
completed.

and 5/20 through 5/31/15

. » PM shift; 5/1 through 5/11, 5/16 through 5/18,
cand 5/20 through 5131415

- 0OF 93 total shifts, 62 shifts (67%) falled to
f document catheter care was provided.

g, For June 2018, the following shifts did not
Vindicate catheter care was provided:

> NOC shift: 641, 8/2, 8/11, and 8/12/15

| » Day shift: 6/1, 6/2, 8/6, and 6/12/15

> PM shift- 6/1 through 6/6. 69, 6/10, 6/13, and
B/1415

| OF 42 total shifts 18 shifts (43%) did not
" document catheter care was completed.

! During a raview of the undated facility policy
. Catheter Cara, Urinary, the policy described,
under Cathefer Care, Steps in the Procadure,

s thoroughily with scap and water, Rinse the area

warm water and soap o cleanse and rinse the

| inches outward. 9. Check drainage tubing and
" bag to insure that the catheter is drairing

> NOC: 5/1 through 5/11, 5/14 through 5/16, 5/18,

> Day shift 1,2, 3,7 11,17, 26, 27, and 5/31/15

v...7. Wash the resident's genitalia and perineurn

“well and towel dry. 8. Use a clean washcloth with

' catheter from insartion site to approximately four

FORM CMS-2567(02-08) Pravious Versions Obsolele Event ID:8BBO11
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: properly.”

During an interview with the Acting Director of
Nursing (ADON) on 6/18/15 at 11:15 am., she

" stated she monitored and interviewed the CNAs

: regarding catheter care and knew the care was

" being given, though not documented completaly.

When asked what her expectation was for the

i documentation, she stated, "Thaey [CNAs] should

' document their care every shift on the new ADL

[activities of daily living] form [same as the

catheter care form narmed in this document]." |

4. Resident 4 was admitted for diabetes,
dementia, and urinary retention,

i During a review of Resident 4's clinical record,
the following orders lncated on the Telephone
 Orders Sheet and Physician Orders for Resident
4 did not include the date, time, and /or sighature
- of the nurse recelving the orders:

a. DIC (discontinue) Med Pass/FSBS (fasting
| blood sugar) and sliding scale Humolog (insuiin to
' decrease biood sugar),

t b, May be comfort care. Resident refuses {0 eat
and drink. Low intake and cutput;

¢ DC (discontirue) Coumadin orders and labs;
and

-d. May crush all meds {medications) unlzss
otherwise specified.

A review of the facility policy titled Adiministrative
: Manual revised 4/28/2004 included, “12,
Physician's Treatment Plan (Phyeician's Orders)
and Progress Note b, Verbalflelephone ordars for
drugs and treatment wilt be accepted/received
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F 514 Continued From page 14 . F514 |
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F 514! Cantinued From page 15 : F 514!
Lonly by licensed minses... g. Telephone orders are |

tto be recorded immediately in the residenti's ‘

| record by the person receiving the order(s) and :
“shail be dated and included the time of the order™: . i

Durfng an interview with the DON on 8/16/15 at :
2:35 p.m., the DON verified the physician's orders
for Resident 4 iocated on the Telephone Orders i
Sheet and Physician Ordars did not include the
date, time, and jor signature of the nurse ,
receiving the order. The DON stated, the :
physician orders were to be "noled” which was to |
L included the date, time and signature of the nurse
‘raceiving the order. :
F 517 1 483.75{m){ 1) WRITTEN PLANS TO MEET : F 517!
38=0 | EMERGENCIES/DISASTERS

* The facility must have detailed wriiten plans and | :
s procedures to meet all potential emergencies and :
dizasters, such as fire, severe weather, and
i missing residents.

- This REQUIREMENT is not met as evidenced

by

[ Based on staff interview and document review,
the faciiity falled to have a detalled, accessible,

- and complete emergency and disaster plan when: !

The dietary disaster pian did not include
Jinstructions for spacial distary needs for residents
- who were on gluten free, renal, and vegetarian

: diets.

These faifures had the potential to cause staff ' : i
- canfusion during an emergency or disaster i
| situation.

FORM CM5-2557(02-88) Previous Versions Qbsolete Event 1D 8BS0 Faciity 110: CAD3000000S If continuation sheet Page 16 0f 17




I-rom: I 00162603581t

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

QB/21/ 2015 +1:59 #7HE F.018/018

FPRINTED: 08/10/2015

FORM ARPPRQVED

OMB NO. 0838-0391

f Findings.
Review of the dietary emergency plan indicated

- with special dietary needs such as gluen free,
renal, and vegetarian diets.

During an interview with Registered Dietitian (RD)

20n6/16/15 at 1.40 p.m, RD 2 stated these

: Instructions were developed and availabie in the
distary office, but further stated they were not
included in the dietary emergency plan, and

s facility's staff did not have access to them, RD 2

further stated, "The disaster plan should be kept

in with the emergency food supply.”

there were no instructions or menus for residents
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PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREC TIVE ACTION SHOULD BR | COMPLETION
TaG | REGULATORY DR LSC IDEMTIFYING (NFORMATION) TAG CROSS-REFERENGED TO THE APPRQFRIATE . DAIL
3 . DEFIGIENCY) :
| |
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A 000 Init  Comments A 000
A969
The following reflects the findings of the California T22 DIV 5 CH3 ART5-72543(a)
Department of Public Health during a PATIENTS’ HEALTH
Recertification survey. RECORDS
Eg%ﬁsgqggﬁl the Department of Public Health: How the corrective action(s) will
HFEN, 34980 be accomplished for those
HFEN, 34271 residents found to have been
HFEN: 34979 affected by the deficient practice.
HFEN, 31979 .
Nutrition Consultant, 31472 The Discharge Summary was
signed by the physician. The
The facility's census was B8 with a sample size of signature and date cannot be
18, and 4 random residents. corrected.
A 969 T22 DIV5 CH3 ART5-72543(a) Patients' Health | A 969 How the facility will identify other

Records

(a) Records shall be permanent, either
typewritten or legibly written in ink, be capabie of
being photocopied and shall be kept on all
patients admitted or accepted for care. All health
records of discharged patients shall be completed
and filed within 30 days after discharge date and
such records shall be kept for a minimum of 7
years, except for minors whose records shall be
kept at least until 1 year after the minor has
reached the age of 18 years, but in no case less
than 7 years. Ali exposed X-ray film shall be
retained for seven years. All required records,
either originals or accurate reproductions thereof,
shall be maintained in such form as to be legible
and readily available upon the request of the
attending physician, the facility staff or any
authorized officer, agent, or employee of either,
or any other person authorized by law to make
such request.

This Statute is not met as evidenced by:

residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken.

Medical records audited discharge
files over a 30 day period to
identify any discrepancies
pertaining to the physician
signature and date on the Discharge
Summary.

What measures will be put into
place or what systemic changes
the facility will make to ensure
that the deficient practice does not
recur.

ification Division
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Based on staff interview, clinical record review,
and facility policy review, the facility failed to
complete a health record within 30 days of a
residents discharge for one of 18 sampled
residents (16).

This failure resulted in insufficient information,
which may be necessary to facilitate future care
needs of the residents,

Findings:

In a concurrent clinical record review and staff
interview for Resident 16 on 6/17/15 at 3 p.m.
with Medical Records {(MR), MR verified a facility
document titled Physician's Discharge Summary
and Physician QOrders for April 2015 were signed
and dated by the physician nine days after the 30
day requirement.

A facility policy titled Health tnformation/Record
Manual revised 7/11/2003 indicated, "The
physician shali complete, sign and date a
Discharge Summary upon discharge/within 30
days of discharge..."

Medical records provided the
physicians with a copy of the
facility policy pursuant to
Discharge Summary requirements.

How the facility plans to monitor
its performance to make sure that
solutions are sustained.

Medical records will conduct audits
on discharged medical records.
This audit will include, but not be
limited to the physician signing the
Discharge Summary within 30
days.

Any discrepancies will be noted to
the administrator and to the
physician who was not in
compliance.

The facility must develop a plan
Jor ensuring that correction is
achieved and sustained, This plan
munst be implemented, and the
corrective action evaluated for its
effectiveness. The POC is
integrated into the quality
assurance syste.

Any discrepancies will be noted
and reviewed at the next Quality
Assurance Meeting.

Correction date: July 18, 2015
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A 000 WE&I 15655 Initial Comments A 000
A002
The following reflects the findings of the Caiifornia W&I 15655 W&I 15655(a)(2)
Department of Public Health during a
Recertification survey. How the corrective action(s) will
) . be accomplished for those
Eg;érssg?%% the Department of Public Health: residents found to have been
HFEN, 34980 affected by the deficient practice.
HEEE gig;; Upon hire and on a yearly basis all
HFEN. 31979 employees are trained pursuant to
Nutrition Consultant, 31472 the Department of Justice
curriculum titled, “Your Legal
The facility’s census was 88, with a sample size Duty...Reporting Elder and
of 18, and 4 random residents. Dependent Abuse.” The
emnployees in question were not
A002] W&I 15655 W & | 15655(a)(2) A 002

15655. (a)

(2} Each long-term health care facility as defined
in Section 1418 of the Health and Safety Code
and each community care facility as defined in
Section 1502 of the Health and Safety Code shall
comply with paragraph (1) by January 1, 2001, or,
if the facility began operation after July 31, 2000,
within six months of the date of the beginning of
the operation of the facility. Employees hired after
June 1, 2001, shali be trained within 60 days of
their first day of employment.

This Statute is not met as evidenced by:

Based on staff interview, document reviews, and
facility policy review, the facility failed to provide
complete training for reporting of elder and
dependent adult abuse within 60 days of hire for
30 of 43 employees hired since the previous
survey.

This failure placed the residents at risk for abuse

given the post-test after completing
the referenced pre-test and required
training program. These
employees were given the post-test
and this document is in their
employee file.

How the facility will identify other
residents having the potential to be
affected by the same deficient
practice and what corrective
action will be taken.

Employees not completing the
post-test assessment after
completing the referenced pre-test
and required training program were
given the post-test. The completed
post-test is in their employee file.,

AT

[=1=1- FRR1

e AT

uLuHnuanun anegt 1 uf 2



)

PRINTED: 07/01/2015

' FORM APPROVED
California Department of Public Haaith
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
CA030000008 8. WING 06/18/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

625 COTTONWOOD STREET
COTTONWOOD HEALTH CARE
WOODLAND, CA 95695 .
{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPAOFPRIATE DATE
DEFICIENCY)
A002| Continued From page 1 A 002

going unreported to the facility, Ombudsman, and
reguiatory agencies.

Findings:

During document reviews on 6/17/15 at 2:30
p.m., the facility's employment records indicated
that 30 of it's empioyees hired since 7/11/14, had
not received a post-test for mandated abuse
reporting.

According to the facility's policy titled
"Elder/Dependent Abuse" dated 5/6/13, all
employees must receive training on abuse within
60 days of employment, "utilizing the Department
of Justice (DOJ) training materials."

Review of the Department of Justice curriculum
Titled *Your Legal Duty... Reporting Elder and
Dependent Abuse" indicated the training program
was to include a pre and post-test and must be
administered to all employees within 60 days of
hire.

During an interview with the Director of Staff
Development (DSD) on 6/17/15 at 10 a.m., she
stated, "No employees had a post-test for abuse
given within 60 days of hire since the last survey”
on 7/11/14.

What measures will be put into
place or what systemic changes
the facility will make to ensure
that the deficient practice does not
recur.

DSD has been instructed to follow
the training requirements for the
Department of Justice curriculum
entitled, “Your Legal
Duty...Reporting Elder and
Dependent Abuse.” This includes,
but is not limited to the pre-test,
training program and post-test. This
process will be followed for all new
hires within 60 days of hire.
Additionally, this training protocol
will be followed annually for all
employees.

How the facility plans to monitor
its performance to make sure that
solutions are sustained,

The administrator will review new
hire employee files to ensure that
all required training programs have
been completed. This includes, but
is not limited to the Department of
Justice curriculum entitled, “Your
Legal Duty...Reporting Elder and
Dependent Abuse,” pre-test,
training program and post-test.
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The administrator will review
annual abuse training for
employees for compliance pursuant
Findings: to the pre-test, training program
and post-test.

going unreported to the facility, Ombudsman, and
regulatory agencies.

During document reviews on 6/17/15 at 2:30

p.m., the facility's employment records indicated The facility must develop a plan
that 30 of it's employees hired since 7/11/14, had Jor ensuring that correction is

not received a post-test for mandated abuse achieved and sustained. This plan
reporting. must be implemented, and the

. - o corrective action evaluated for its
According to the facility's policy titled

effectiveness. The POC i
"Elder/Dependent Abuse" dated 5/6/13, all ige rated into the auali :S
empioyees must receive training on abuse within & X 1 y
60 days of employment, "utilizing the Department assurance systent.

of Justice (DQJ) training materials. Any discrepancies will be noted

Review of the Department of Justice curriculum and reviewed at the next Quality
Titled "Your Legal Duty... Reporting Elder and Assurance Meeting.

Pependent Abuse" indicated the training program

was to include a pre and post-test and must be Correction date: July 18, 2015
administered to all employees within 60 days of '

hire.

During an interview with the Director of Staff
Development (DSD) on 6/17/15 at 10 a.m., she
stated, "No employees had a post-test for abuse
given within 60 days of hire since the last survey"
onh 7111/14.
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