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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during a 
Recertification SL11vey 

Representing the Department or Public Health 
HFEN, 31701 
HFEN, 34980 
HFEN, 34271 
HFEN, 34979 
HFEN, 3'1979 
Nutrition Consultant, 314 72 

The facili ty's census was 88, with a sample size 
of 18, and 4 random residents 

F 364 483.35(d)(i )-(2) NUTRITIVE VALUE/APPEAR. 
SS=B PALATABLE/PREFER TEMP 

Each resident receives and the facility provides 
food prepared by methods that conserve nutritive 
value. flavor. and appearance: and food tha t is 
palatable, attractive. and at the proper 
temperature. 

This RE:.OUIREMENT 1s not met as evidenced 
by. 
Based on observation, resident , group and staff 

interviews. and docuinent review. the facility 
failed to ensure residents received food items al 
temperatures considered palatable for 1 of 18 
sampled residents ( 12) and 4 random residents 
(21 , 22, 19, 20) of a census of 88 when the 
residents complained they received food that was 
cold 
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PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE r,CTION SHOULD BE 

CROSS·RFFEHE.NCED TO THE APPROPRIATE 
DEFICIENCY) 

F 000 711<: f'rt'f'mWio111111d/or excn11io11 of this 
pla11 <f cvrrfffio11 does 110/ conslitutc 

ad1111~.1io11 c!f af!1 ecmttnt hy tire pmvidC'r <if 
1/1t lni//r r~{ lir<' j i11:t.1 alleged or co11c/11s io11s 

~cr.fnrrlr i11 the statc•111e111 of dC'.ficie11cies. 
'/111s plc111 of con Tction is prepared and/or 
•'.\c"C111cd so/,·~1 · bn.mtse the pmvi.1io11.t of 
Federal and Srme Law require ir. 

F 364 

t-:~64 ./83.35(d)(I )-(2) 
NUTRITJVE VALUE/APPEAR, 
PALATABLE/PREFER TEMP 

flow the corrective action(s) will he 
accomplished for tlwsc reside11ts f ound to 
ltm·c been affected by the deficient 
JlrOctiC<~ 

Food trays were passed and the food 
tempcraturCl' could not he corrected for the 
dale in question. 

Holl' the facility wt11 identify otlter 
rcsident.t having the potential lo be 
aflreted hy the same deficient practice and 
what cvrrcctive actio11 will b1~ taken. 

All rc\idcnt> haw the poten tial to he 
affcctccl hy th1.: tempern1urc of the food. 

Wizar mearnri·s will be put illfo place or 
what ~}'Slemic dia111:es the faci/i.ty will 
make w ensure tltat the deficient pracrir.:e 
doe.1· not recur. 

Dietary ~faff members were in-serviced on 
June t8 , 2015. 111c i n-service included. but 
"as not limited tu ' 'Meal S.:rvice and 
Actcprnhlc Sen ing T1:mpcralun:s." 

06/18/2015 

{X!.i) 
COMPLETION 

DAiE 

This failure to serve food considered unpalatable 
1~y the residents had the rotent1a~~~:esult in the 
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lol!owmg I e ate ot su1vey whether or not a plari of cor1ecl1on is provided For nursing l101nes. the above findings and plans of correction are disclosable 14 
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F 364 1 Continued From page 1 

residents not eating their meals and experiencing 
, we1gl1t loss 

I Findings: 

.. 

1

· During resident interviews conclucled during initial 
. 6/16115, the following four residents complained 
· about the temperature of their food bei1»1 cold 

' >At 7:05 a.rn .. , Resident 21 stated tl1e food was 
l cold at times .. 

>At ?:OG a.111., Resident 22 statecl the food was 
. too cold .. 

1 >At '7:10 a .. m, Flesident 19 stated t11e food was 
cold .. 

>At 7:15 a.111, Resident 20 stated breakfast was 
'cold .. 

.. >During the group interview on G/17115, at 10 
: a.m., 1of10 residents present C12) complained 
i about the temperature of their breakfast was 
. cold .. 

During a sample of a regular diet test tray 
, transported from the kitchen on cart 3 to the 
' nursing unit wl1ere residents 21, 22, 19, 20, and 
' 12 resided on 6/18/15 at 140 a m , t11e 
'Administrator (ADM), Director of Dietary Services 

(DDS), Nutrition Services Director (NSD), and two 
surveyors were present wl1en 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 

i temperature for the b,-eakfast rneat (sausage) .. 
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WOODLAND, CA 95695 -,--
ID 
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F 364' Dietary staff 1ucmbers will provide food 
prcpanxi by n1cthods lha1. conserve nutritive 
value, fl<ivor <ind appearance; und food that 
is palawblc, :Jttractive and at the proper 
(e1npcraturc. 

Dietary ~taff rne1nbcrs will use 1hc facility 
''Tc:;t Tray Evaluation" fonn to record 
te1npcraturcs of food products on the 
traylinc prior to serving food. 
Addi!ionul!y, dietmy staffn1en1bers will 
cvalual!;: the fOod for acceptable flavor, 
texture, p011ion size and enstire the 
accuracy of the diet order from the 
physician. 

Tniys \vill be Jcllverc<l to ihc residents U1 a 
tirncly inann(;r t.o ensure the proper 
tc1npcraturc is achieved and exceeded on 
th1.; unit 

flon1 tlte facill()' pla11s to 1nonitor its 
petf(>rttuuice to 111ake sure that solutio11s 
tire suslal11ed . 

Dietary supcrvi~or will 1nonit.or trayline t() 
ensure cnrnpliance with the fncility polkics 
and procedures related to preparation of 
foods, food quality a11d serving 
te1np0rature. 

Dietary supervisor will follow a test Lray on 
the unit three t.ilnes per week '1110 iOod 
teinperatures of the test tray will be 
1neasurcd for con1pliance. Additionally, the 
food will be tasted for fh.lvor, palatability 
and t~xture. 

The temperatures \Vil\ be recorded on the 
"'Test Tray Evaluation" form, This fOnn 
will be revie\ved by the dietary supervisor 

{Xil) 
COMPLETION 

DATE 
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F 364 Continued From page 2 

tray was 116" F This rcpreS<ented il temperature 
, drop of 74" F. 

· According to the tray line temperature log for 
breakfast dated 6/18/15 ind1catecl the French 
toast was 160'' F prior to leaving the kitchen. The 

' temperature of the french toast on the test tray 
: was 102° F. This represents a drop in 
, temperature of 58' F. 

Neitt1er the sausage links nor the trench toast 
was palatable to the testers in tetnperature due to : 

' them tasting lukewarm. 1 
' 

' Review of the facility undated document titled 
"Test T1·ay Evaluation", from [Name of 
organization] indicated, "Acceptable temperature 

i for hot entree greater than m equal to 120° F, and 
'trench toast greater than or equal to 120° F." 

c 371'48335(1) FOOD PF,OCURE, : 
SS,,D STORE/PREPARE/SERVE - SANITf\RY 

· The facility must -
(1) Procure food from sources approved m 

· considered satisfactory by FecJeral, State or local 
, authorities; and 
· (2) Store, prepare, distribute and serve food 
under sanitary conditions 

Tl1is REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview, and 

. document review, the facilrty fallecl to prepare 
! food in a safe, sanitary rr1anner for a census of 88 

F 364 i 
I 

F 371 

and f!drninisln1l•ir frir co1npliance and 
f(1!low up as nec<led. 

Tltt~ facilil)' must devt~!op a plan .for 
t'tauri11g tltut correction is achieved and 
sustained. This p/(ln 1nust he 
imple111e11te1l, 111ul the corre4:ti~·t' action 
e1'·ahu1tet!fi1r it,\· effectiveue,\'S, The POC 
is integrated it1to the 11ua/i~)' ussurancf! 
.\y.~·te111. 

This plan will he evaluated for its 
(;ffcctivcnemt J)iscrepancies noted will he 
reviewed by the QA Con11nittce at the next 
t11iartcrly n1ccting. 

('orre.ction dote: July 18, 1015 

1"371 483.35(1) 
FOOi> PROCURE, 
STORE!l'liBPARFJSERVE-SANn;rny 

JJ(}w the cornY:tive action(.V will be 
acco11tplislred for those reside11tsfot11td to 
ha•'e bt•en affecte<I b)' tile tlejlcie11t 
prt1ctice. 

·No residents ¥.'ere affCctcd as the uncu1 
cantaloupe \VUS discarded by the dietary 
s1.aff. TI1ere V.'!l.5 no negative outcon1e. 

f/(JHJ lhefOcility will ident(/Y other 
re!f.idents ha11ing the potential ft> he 
{1ffected by the sa111e deficietlt practil't! an(/ 
what ClJrrective action will he tak1N1. 

No otber r~:sidents were affected as tht: 
uncut cantaloupe \Vern discarded by the 

-------L--------·-----------'------' 
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F 371 i Continued From page 3 

: residents wl1en the cook thawed raw chicken 
under continuous running wate1· next to a sin!< 
containing fresh uncut cantaloupe 

' This failures placed the residents at risk for food 
borne illness due to cross contamination. 

Findings·. 

· During an observation of food production in the 
kitchen on 6116/15 at 1 20 pm .. one sink 
containing several fresh uncut cantaloupes with 

: bruised spots and broken skin, was located 
· immediately next to a sink with raw r;h'1cken in 
plastic bags submerged in a pan being thawed by ' 
continuous running water. The pan was located at! 

: the lip of the sink and water, with the potential for ' 
: splashing as the water ran over the raw chicken 
onto the cantaloupe. 

· Review of the undated facility document titled 
i "Food Preparation" indicated, "Policy Tl1awing Of , 
' Meats ... 3C avoid cross-contamination from the 
' water drippin[J from food or splashing onto other 
foods or preparation sites ... " 

According to the Federal Food Code 2013, to 
avoid cross-contarnination, sinks and food 
preparation areas should not facilitate 

; ~i!~~t.ur;~~~s ;~~~r~~~~~~i:~~:i~~~n 11 ruriher 
cross-contamination by separating raw animal 

, foods during preparation from ot11er raw foods 
· sucl1 as fruits and vegetables. These itemi: 
; should be p1·epared at different times or in 
! different areas. Contarninates rnay be present on 
: the outside of pacl<aged food containers through 
: the packing, storing, and handling process 
Whenever water comes into contact with fresh 

FOF~M CMS .. 2567(02-99) Previous Versions Otisol81e Event 10. 389011 

F 371 dietary stuff There wns no negative 
OlllCOII\C. 

11'hat 111ea.u1re.s u•ill be put bao place 01• 
wll11t !i)'.'ite111ic chu11Rt?S the fad/ity will 
ma/it to e11sur11. that the deficient practice 
daes not recur. 

Dicuiry staff inernbers were in-serviced on 
tbe f'Ollowing topics: 

• "Thawing rmd Storage of Raw 
l\tfellt" -- in-se1vice completed on 
Juni; 17,20[5. 

"Preventing Food· Borne Illness'" 
in .. service con1pletc<l on June 

1?, 2015. 

Dietnry ~t.aff will follow the policies and 
procedures outlined in the above two 
reference(] in~stxvices, 

Dietary supervisor will review daily tnenus 
to identify 1neats to be thawed. Staff will be 
observed thawing and storing the 111eat to 
cnsl1re con1plfa.ncl;l. Dietary superviso1· will 
follo'v up witl1 st:'1ff 1nernbcrs to ensure that 
the thawing <md storage procedures are 
being followed. Additionally, this will 
include fo!Jowing the policies and 
procedures related to preventi1ig food borne 
outbreaks. 

lltHI' the facility pla11s to 11u1nitor its 
pt!tf1Jn1ta11ct~ to make SlU'e that solutio11s 
are sustained. 

Dietary sllpcrdsor will follow up with stnff 
111en1bers to ensure that the thawing and 
storage procedures arc being followed. 

! 

-1-~·----·- ------------~------' 
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F 371 Continued From pago 4 
1 produce, its quality dictates the potential for its 
: contarninatlon. 

! A concurrent inte1v1ew with Registered Dietitian 
·(RD) 2 and Director of Dietary Services (DDS) on 
i 6116115 at 1:20 p.m. Wl1en asked if it was okay 
i to have fresh uncut cantaloupe in the sink next to 
· the raw cl1icken thawing under running water, 
, they said, "It's not ok to do this." 

F 441 I 483.65 INFECTION CONTROL, PREVENT 
SS"D' SPREAD, LINENS 

The facility must establish and maintain an 
Infection Control Program dec.igned to provide a 
safe, sanitary and cornfortable environment and 
to help prevent the development and transmission I 

of disease and infection. · 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which 1! · 
(1) Investigates, controls, and prevents infections 
in the facility: 
(2) Dc;cides what procedures, such as isolation, 
should be applied to an individual resident: and 

I (3) Maintains a record of incidents and corrective 
, actions related to infections. 

· (b) Preventing Spread of Infection 
I (1) When the Infection Control Program 
: determines that a resident needs isolation to 
prevent the spread of infection, the facility must 

i isolate the resident. 
: (2) The facility must prohibit employees with a 
comrnunicable disease or infected skin lesions 

, from direct contact with residents or their food, if 
I direct contact will transmit the diseolse. 
: (3) The facility must require staff to wash their 

625 COTTONWOOD STREET 

WOODLAND, CA 95695 

ID 
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PROVIDER'S PLAN OF COHHECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS· REFERENCED TO THEAPPliOPRIATE 
DEFICIENCY) 

RD wi!l rno11ilor thnwing and storngi; 
ptoccdurcs whi.:n in the facility. Thi.s also 
includes 1nonilori11gpnH;cdures rc!utcd lo 
pn:vLn(ing food borne outb11·.aks, 

Any <liscrcpunci~::; will be corrected 
immediately and tcpor!cd h.l the 
;1dn1i11istra!or. 

T/iej'acili(r must rlt·~·elop a plan for 
ensuring that fOrredion is achieved 1J111/ 
~·u6·tab1ed. This plan n11ut be 
inipfe,nented, and rlw cor;-ectiJre at'tion 
t•valuafe(/ j(1r its tffective11ess. 1'ht~ POC 
is integru.ted lnto the quall(I• aJ!iUYOf1ee 

.\)!.'lfi!f1J. 

The plan V.'i!l be evaluated for it1> 
effCctivt:ness, Discrepancies noted will be 
n.:vic\vccl by !11c QA Connnitlec at the next 
qumtcrly tnecting. 

('orrectlo11 date: July 18, 2015 

F44148J.65) 
/Nf1X'110N CONTROL, PREVENT 
SPREAD, LINENS 

flow the corrective actitni(s) will be 
ac!'o111pli.'ihed for tlwse reside1ttsfou11d to 
have been ajjecte1l by the deficie11t 
practice. 

Resident 3 ':; wheelchair wus repaired 
within l 0 ininutes of bi;ing identified by the 
surveyor. The wheelchair in question hnd 
been identified the need to replace the enn 
rests. 11H.i facility had already ordered the 
necessary replacement ann rcsls. The new 
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l1ands after each direct resident contact for which 
. hand washing is indicated by accepted 
• professional practice. 

(c) Linens 
Personnel must handle. store, process and 
transport linens so as to prevent t11e spread of 
infection. 

i This REQUIREMENT is not rnel as evidenced 
by 
Based on observations, staff interview, and 

. facility document review. the facility failed to 
' provide a sanitary environment to help prevent 
the development and transmission of <lisease and 

', infection when both arm rests of a wl1eelchair 
i were cracl<ed and unable to be adequately 
sanitized for 1 of 18 sampled residents (3). 

I 

' This failure had the po(ential of skin tears and 
transrnission of disease. 

: Findings: 

':During the Initial Tour· on 6/Hi/15 beginning at 
· 7 30 a.m., the covering of the arm rests on 
: Resident 3's wheelchair were observed to have 
· been crackecl 

During the Environmental Tour with the 
Maintenance Supervisor (MS) on 6/1m5 
beginning at 7:20 a.m., MS verified "esident 3's 
wheelchair anr1 rests were cracked. MS stated 
the arm rests would not be able to be cleaned 
properly due to the cracks exposing the foarn and 
the cleaning solution going down into the foam. 

F 441 
I 

arm rest was delivered and it wns installed 
i1111ncdiu1ely. 

/low the facifify will ;dentijji otht?I' 
re_~'/dcmts h(lvi11g tht! pate11titrl to be 
aj(eett•d by the wuue df!jicie11t pl'actlce a11d 
what corrf'cth'e ottion will be taken. 

Within the first hour of the surV'-')' pn.l(~ts~ 
CClll1n1endng, a co1nplcte sweep of !.he 
facility was. ~'.onductl.X! to visually inspe(:t 
<ill facility wheelchairs for ton1 or n1issing 
annrests. Additionally, the visual 
inspection included the entire whe1.-·lchair 
and not just the armrests. No additional 
wheelchairs were identified. 

H-'hat n1easures will be put into phn'!' or 
what syste111ic chauges the facili~r w~ll 
111akt? fo ensure that the dejlcie11t practice 
does 1101 recur. 

SI.a ff rnembers Wt.c!re in·servicf>..d 011 "How 
to Properly Rcpor1 Brokc11 or Worn 
Equipment.'' Atltlitionally, lhe in·servicc 
included notifying their s11pervi!1or of any 
c.quip1nent that posed a safr:ty lwzard or 
risk lo nny resident or ernploye.e. 

lltnv the ft1ci/ity plan\- to 11unlitor its 
peift)n1uu1ce to mllke ... ure tlu1t solutions 
are su.~"tainetl 711e,facilr~J' 11iust devel<JfJ a 
plan fin• ett.r;11d11g that con·ectio11 is 
achic~·ed atiJ .'iu.\·tai11ed. 111is ph111 111u.st 
be imple111e11ttHl, and the corrective actiliu 
evtiluated for irs effectiveliess~ Tiie PO(' 
is integrated into the quulity 11ssu1·a11ce 
sysle111. 

h-Kility e.tnployccs will cont\nue to 
communicale identified cquipn1ent or 

~--"----·~---·---------·~------·------~--
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F 441 ' Continued From page 6 
In a staff interview and facility document review 
on 6/17/15 at 8:30 a.m with HehabAide (RAJ, RA 
stated she was responsible for identifying 
wheelchair repairs. 

During review of a facility document titled Audit 
w/c (wheelchair), dated 6112/'l 5, and audited by 
F<A, the RA did not identify Resident :J's 
wheelchair arm rests as being crncked and ir1 

need of repair or replacement. 
1= 465 483.70(h) 
SSmD SAFE/FUNCTIONAL/SANITARY/COMFORTABL 

E ENVIRON 

The facility must prnv1de a safe, functional. 
sanitary, and comfortable environment for 
residents, staff ancl the public 

This HEQUIREMENT is not met as evidenced 
by 
Based on obse1vation and staff interview, the 

facility failed to provide a safe envirnnment when 
paper stored in boxes in a storago closet were 
stacked below an automatic sp1-inkler system, not 

· allowing for an 18" vertical clearance. 

, Tl1is failure had the potential to lead to death due 
to not allowing the sprinkler sys tern to properly 
function to extinguish a fire. 

Findings: 

: During the Environmental Tour on 6/18/'l 5 
beginning at 7:20 a.m with the Maintenance 
Supervisor (MS), a closet identified as "Stornge" 
between Rooms 1 Otl and 1 'IO was opened by t11e 

· MS. In the closet were boxes stacked from the 

! 
F 441 

F 465 

physical plnn! repairs to the director of 
muintcnance lhruugl1 the use or the 
rnnintenancc logs, telephone, tcxting or 
foce to face interactions. R11ndom visual 
1n1dit.~ will bt" conducted by the 
inanngcrncnl lcmn to identify facillty 
c,g\1iprncnt and physical plnnt ilCll)f> in need 
of repair. 

AJ1y discri.:pancies will bt: reviewed at the 
Quri.rterly Quality Assurance Co1nmittee 
Meeting. 

Corret!tiot1 datl!." Ju(v J 8, 2015 

F465 483. 70(1<) 
SAFE!FUNCTIONAVSANl1:4RY/COM 
FORTAllLE E'NVJRON 

Jlow the corrective aetio11(s) will be 
ucco1nplishcd for thm;e reside11ts_found to 
ha1•e been (ljfected by the t/~fit:it~nt 
practice. 

The box v11H,r.; ren1ovcd irnn1edii1tely to 
nllov .. · for the required 18" dcnrance belo\\' 
the fire sprinkler. 

/ifH1• thl! jiu~ility will ide111ij)1 other 
n>.~·fdents having the pote11tial to be 
t{(fected t~v the sa1t1e fhtjicient practice u11d 
whar l.'orr,~cave t1c1io11 will be uike11. 

A foci lily swe.,ep of all dusets, rooms, 
offices nnd other facility areas wo.<> 
conducted lo i(kntify fire sprinklers 11(\t 

having 18"' ckanuH;c helo\V the -fire 
spl'ink1ers. 

----------~-------·--"·--- ------·--·------------'----' 
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floor to approximately 1 O" below the ceiling On 
the ceiling was a fire sp1inkler. 

Review of the National Fire Protection Association 
(NFPA) 13, 2002 Edition titled Installation of 

. Sprinkler Systems indicated. " ... Sprinklers shall 
: be located so as to minimize obstructions to 
: discharge as defined in ... 8.!i.5.3 ... Continuous or 
noncontinuous obstructions that interrupt \lie 
water discharge in a hori20ntal plane more t11a11 

. 18 in. [inches) (457 rnm, [a unit of measure)) 
: below the sprinkler deflector in a manner to limit 
the distribution from reaching the protected 
hazard shall comply with 8.5.5.3." 

During the continued interview with the MS on 
6/18115 at 7:20 a.n1, the MS stated the boxes 
contained medical and financial records and 
verified they were not 18" below the tire sprinkler. 

F 514 483.75(1)(1) RES 
ss~E RECORDS-COMPLETE/ACCUF<ATE/ACCESSIB 

LE 

! The facility must rnainlain clin!caf records on each 
resident in accordance with accepted professional, 
standards and practices that are complete; 
accurately documented; readily accessible; and 

: systematically organized. 

The clinical record rnust contain sufficient 
information to identify the resident·, a record of the 
resident's assessments; the plan of care and 

, services provided; the results of any 
: preadmission screening conducted by the State; 
· and progress notes. 

F 465. 

F 514 i 

No additional fire sprinklers were idt~nli11e<l 
n~ being out of cninpliance. 

H'luu nu1asures will be put iuto pface or 
what !)J1ste111ic changes the.fa<"ili(1i will 
111ak(~ to <~11sure that the deficient practice. 
doe~· ttot rt~cur . 

Facility stnff n1embcrs were in-serviced on 
the key rcquireinents in providing a safe 
nnd fi.mctimw.I environniont for residents, 
~taff and visitors. 'Chis in-service was 
centered around the requirements ofNFPA 
''Sprin/ders shall he localed so as to 
minimize obstructions to discharge as 
dtjined 111 8.5 . .5.J. Continuous or no11-

co11ti11uou.~ ohstniclions that interrupt the 
n·a1er discharge in a horizontal plane mo1·c 
than I 8" be/aw t!u> sprinkler di' flee tor i11 o 
manner to !irnit the distribution from 
reaching the prou:cted hazard .shall comp(v 
wf!h 8.5.5.3. ,. 

lfow thejilcili~l' pltuts to nuntitor it!>' 
pe1j(1rnu11tce to niake !iUre Jhat solut/.Ons 
are sustained 

The director of tnaintenance will i;.~ond1.1ct 
r11ndon1 audits of the facility storage 
closets, offices, roo1ns and co1nnloll nre11s 
These rnodo1n checks will be cmnplc!e<l b!" 
w~~ddy lo ensure co111pliance in providing a 
sofe, functional, sanitary and co111fortable 
environment for residents, staff and the 
puhlic. 

Tiu~ jllcili~J' tnust de~·clop a plt1n for 
t't1suring thut C(H-rectfrni is flchievt~d t111d 
sin;tab1ed. TIU:~ p/0111nust be 
bttph;111ented, a11d the corYecth•e action 
f!i'afuutetl for it.-. t'.ffective11ess. The POC 

i This REQUIREMENT is not met as evidenced 

.. ___ I___ _ ______________ ,_i -------------· 
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by 
F 514 i.~· integraterl into tltc qu(lfit)' assurance 

,i,yste11t. 

flased on staff interview and clinical record 
review, the facility failed to ensure clinical rernrds 

I wNe complete for 3 of rn sampled msidents Cl 2, 
; 13, and 4) when: 

1. Indwelling urinary catheter care was not 
; consistently documented for Resident 12; 

2. Indwelling urinary catlleler care was not 
consistently documented for Resident 13; 

i 3. Indwelling urinary catl1eter care was not 
' consistently documented for Resident 4; and 

, 4. The facility failed to completely and accurately 
I note physician's orders for 
Resident 4 when orders were not noted and 
brought forward. 

: These failures prevented other members of the 
i healtllcare team frorn havinn access to accurate. 

vital medical informalion, potentially affecting 
. clinical decision··rnaking and ensuring safe, 

effective care. 

Findings: 

. 1. l'\esiclent 12 was adrrntted for 1·eha1Jilitat1on 
following a fracture and had an indwelling urinary 
catheter. 

: a. Review of the catheter care recmds for the 
· month of March 2015 for Resident 12 indicated 
the following shifts did not document that catheter 
care was provided: 

; >NOC (night) shift 3/27 and 3/28/15 
' >Day shift: 3/19, 3120, and 3/23 through 3126115 

/\ny discrepancies fi·orn tile nrndom audits 
\Vill br noted mid reviewed at the next 
()unlity Assurance t-,.fecting. 

l'ornYtio11 date: .lu(v 18, 2fJ15 

PS 14 4~3.75(/)(/) 
RES l/ECORDS­
COMPLETE!ACCUJIATE!ACCESSIBLE 

Jlow the correctiw: a(Jfio11(s) will be 
1u'co111plishcd j(>r those residenf,5 found to 
Jun1e been affi'<'ted hy tlu! di'ficie11t 
practice, 

The clinical record!.' for those patients 
identified cmlHOl be conipleted due to 
ti1nelincss. 

/_{(1w the facility will i.d<!Jf.tijj' othe1· 
residents lun1i11g tht! potential to bl!. 
affected by the sunu.> dejlcient practice and 
what i.'OrrectivC' action will b~! taken . 

The dinical records fOr other paticnls 
idt'nlified cannot be cornpleted due to 
dnH~liness. 

1-f'hat mea.~ures will be put into ph1ce or 
what ~yste111ir changes the facility will 
111uke to e11su1·e tlu1t the deficient pnu:tfre 
1h1es not rLYtJJ: 

}education wi!I he provided by the Director 

of Staff Devclop111enl or designee to CN.As 
regarding the process of providing folcy 
cathcti..·r care and the- requirement to 

(X5) 
CCJMPl.ETIOI~ 

DATE 

: >PM (afternoon/evening) shift 3/19, 3/22, 3125 -------- ----------------·---------------------'-----' 
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. through 3128ancl 3131115 

i Of 59 total shifts, 15 shifts 25 (%)did not 
indicated catheter care was provided 

b. For the month of Ap1·il 2015, catheter cam 
. recorded by the CNA was documented in two 
parts on the form. The following shifts did not 
have documentation indicating catheter. care was 

: provided: 
i >NOC shill 411, 412, 417, 418, 4/13, 4/'14. 4/19, 
I 4120, and 412·1 througl1 4130115 
> Day shift 411 tlirough 419, 4119, 412fi, and 
413011 G 

'>PM shift: 411through419, 4111, 4/'13 through 
4119, and 4121 throug114130115 

0190 total shifts, 57 (63%) did not document 
catheter care was completed. 

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

. >NOC shift: 511 tl1rough 5122, and 5124 through 

. 5131115 
>Day shift: 511 through 5113, 5/15 through 51'17, 

: 5119, and 5126 through 5131115 
: > PM shift 51 through 5118, 5122, 5123, and 5127 
i through 5131115 

Of 93 total shifts, 78 (87%) did not document 
catheter ca1e was provided for Resident 12. 

According to the undated facility policy Catheter 
Care, Urinary, tr1e policy described, under 
Catl1eter Care, Steps in the Procedure, " ... 7. 
Wash the resident's genitalia and perineum 

' thol'Dughly with soap and water. Hinse tt1e area 
well and towel diy 8. Use a clean washcloth with 
warm water and soap to cleanse and rinse the 

~---~------"·-----·~·~------· 
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(EAC!f CORRE.CllVEACTION SHOULD BE 
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OEFICIENCY) 

document the care provided in Cil!'e 

Trnckcr (ll1c electronic syst.en1 for CNAs to 
<IOC\llncn\ the cure pnividcd). The CNAs 
will provide catheter c~1rc each shift and 

clc)cumcn! thflt cnrc in Care Tracker. If the 
CNA idcnlifies impHired skin integrity, 
tl1cy will notify the charge 11urse 
hnrnediate\y. 

Jlow the facility plans to 111011itor its 
perfor111u.11ce to 111alle sure that solutions 
al'!? sustained. 

Monitoring shall be ongoing by the 
Director of Medical Records or de~ignee 

through the Care Tracker Syf1te1n. Euch 
palicul with a folcy will have ~peciaJ 
instructions lo the CNA regarding the 

o-1thctcr n1re and tbc CNA \viii docurnerit 

in Cat'C Tracker wb!;ln catheter cure is 
ddivcn:xL Medical 'Records will audit tho 

documentation of patients v.'ith fo1ey 
cathe!.c..:rs Monday-Friday wilh lhc 
exc.cption of holidays. Any audit fi:mnd (o 
be nut of co1nplinnce \.Vil! be forv.'ardcd to 
the Diret;ior of'Nursing for follow up. 

Tlte ji1cility u111st develop a plan.for 
ensuring that correction is achievetf and 
sustained. This plan 111ust be 
imple11te11tt~d, und tire corrective action 
e1•a/11ated for its effectiveness. The POC 
b,: integnued into the quali~)' assurance 
,\y.~·te1t1. 
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F 514: Continued From page 'IQ 

i, catheter from insertion site to approximately four 
, inches outward, 9. Cl1eck drainage tubing and 
: bag to insure that the catheter is draining 
: prope1·1y," 

! During an interview with t11e Director of Staff 
! Development (DSD) on 6118/15 at 11:45 a.1r1, the 
DSD stated t11e new forms were instituted in 

j March 2015 when the computerized system for 
' CNA charting could not be changed to add 
catheter care. The CNAs were inserviced on the 

! new forms and were to document the cleansing 
of the perineum and catheter, emptyinq the 

, catheter bag, and securing the tubing to prevent 
: iniury each shift 

During an interview with the Acting Director of 
, Nursing (ADON) on 6/18115at11:15 am., she 
: slated she monitored and interviewed the CNAs 
regarding catheter care and knew the care was 

: being given, though not docurnentec! completely, 
! When asked what her expectation was for the 
, documentation, she stated, "They [CNAs] should 
document their care every slllft on the new ADL 
[activities of claily living] form [same as the 

, catheter care form named in this document]" 

! 2, Resident 13 was admitted for multiple health 
issues including chronic pain and had an 
indwelling urinary cat11eter. 

i 

: The form, used by the Certified Nurse Assistants 
(CNAs) to document the catheter care they 

: performed each shift, was reviewed for Resident 
i 13. Tl1e forms for March througl1 June 2015 were 
incomplete or missing regarding catl1eler 

: provided during each shift. 

ID 
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F 514 Any discn~paucies 1,vill be noted and 
n~vic,ved al the nex1 Quali1y Assurrnicc 
Meeting. 

Correction dull!: .fu~J·' 18, 2015 

f'5 I 7 483. 75(111)(1) 
WRITTEN PLANS TO MEET 
EMERGENCIE.VD!.l'ASTERS 

l!oJv the COl'rective actiot1(!<i~ will he 
acco,,1pli.'IO!zedj(1r thost~ residimtsfou11d to 
/lave been ajJ'eclt''d by the deficient 
practice. 

The dk1ary disaster plan tlutt wa~ located in 
the dietary dcpart1nenf (with the key to the 
cnicrgcncy food closet) was copied and 
plnccd \vith the e1nergcncy i-Ood in the 
crncrgcn~:y food clost~t. The dietary 
disaster plan is now located in two separate 
areas of1he facility. 

flow the faei/ily will ide11ti/y other 
residents having the potential to be 
ajf'ected l>y the same dt'ficic11t practice attd 
what corrective action will be take1t. 

No other residents were affected, 

H'hat 111e(ISUr,:s will he put int<> place or 
wlua :.;1wtett1ic cha11ges the facility will 
111ake to e11su.rti that the dejieient practice 
doe.\' not recur. 

The dietmy supervisor will keep a copy of 
the dietary disrrnter plan in hoth locations as 
previously noted in this pla!l of l'.Otrection. 
V.'hcli the disaster plan is updated) it i,vi!J be 
updated in b1)th locations. 

_____________________________ _._ ___ _, 
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F 514 Continued From page 11 
a. There were no March or April 2015 catheter 

. care documentation provided upon 1equest for 
· Resident 'l'.l 

b. During the month of IVlay 20·15 the following 
shifts did not document catheter care was 

; completed: I 

· > NOC shift 5/1 through 5115, 5/18 through 5122, 
: 5/24, 5125, 5/28, and 5/31115 
·>Day sh:ft: 511 thmugh 5/18, 5/21, 5122, 5127, 
5130, and 5/31/15 

· > F'M shift: 511 through 5117, 5122, 5123, and 
5/28/15 

, Of 93 total shifts, 67 shifts (72%) did not 
document catheter c<ire was completed. 

c. From ,June 1, 2015 through the NOC shift. of 
June ·16, tl1e following shif1s did not document 

! that catheter care was provided: 
' > NOC shift: 611 throu9h 61'! 2/15 
: >Day shift: 611 through G/10, 6/15, and 6116/15 
·.>PM shift 611 through 6111, 6/15, and 6/16/15 

'Of 52 total shifts, 37 (71%) did not document 
; catheter caf'e was provided. 

; During an interview with the Director of Staff 
'Development (DSD) 0116/18/·15at11:45 a.m., ti1e 
DSD stated the new forms were instituted in 

:. March 2015 when the computerized system for 
: CNA charting coulcl not be changed to add 
· catheter care. The CNAs were inservicecl on the 
new forms ancl were to document the cleansing 
of the perineum (The area between the anus and 
the scrotum in the male and between the anus 
and the vulva in the female) and catheter, 
emptying the catheter bag, and securing the 

F 514 i liow the fllci/i.ty pluns to 111011iror it~· 

pe1:f()r11u111ce lo ma/1e sure tlwi solutions 
are sustained . 

E:1cli qt1a1icr the adn1inistrator or designer 
\vitl a\1dlt lhc dietary disaster plan for 
con1plctcn~~ss and to ensure tha1 there is a 
copy in tht:: dict~ry dcpartn1ent and the 
en1ergcncy food closet. 

1'he j(1cility 1n11.~·t develop a pla11 fot 
e11suring tltat correctio11 is achfe)•ed and 
,\·u.•;tai11ed. J'his plan 11u1st be 
b11ple111e11ted, a11d th£~ correctil•e action 
ew1/uat(;d for its ej}'ectivenes,~. The POC 
is integ1·ated into the q1Jality assurance 
systeJt1. 

Any discrepancies \Vlll be noted und 
rcviewe.d at the next Qualitv Assurance 
Meeting. · 

Correctl.011 dale: July 18 .• 2015 

tubing to prevent injury each shift. ; 
-·---·-~·-·------------·--•"----••-·•-~·---~-•·w--------------·-------------'------' 

FORM CMS-25(l7(02·99) Previous Versions Obsolete Event ID: BB9011 l'.acility ID: CA030000008 If continuation sheet Page 12 of 17 



oa1:::>11201b 14:b7 #7b6 P.01Ll/018 

PRINTED: 08/10/2015 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPllOVED 

CENTERS f.QR MEQICARJ:; & M EJ2!Q.AI D :?_ER\l_LQ5§ ____ ----------------------"'-O'i'M-"B-'-N'-"0~09""3""8-""0"'39"--1'-o 
STATEMENT Of DlYIGIENClfS (X1) PHOV!OE:FVSu1~r1.1Er{/CLIA {X2) MUl TIPU~. CONSTHUCTJON (X3) DATE SUHVEY 

ANO PlAI~ 01'' CORRECTION IDENTIFICATION NUMIJFf~ A BUILDING----,"~·-----··- COMPLETED 

056098 8. WIN(;------------------------ 06/18/2015 

625 COTTONWOOD STREE r 
COTTONWOOD HEALTH CARE WOODLAND, CA 95695 

f--N-A·M--E-0-F-PR_O_V-10-E--r<_O_R_S_U_P-PL-IE-.R--'---·--------·----'----I·S ! HEEl ADDRt::SS Cl fY SlATE, ZIP CODE'.: 

~)·I;--- -~---·-·-slJMMARY_s_1A1E-r.,JE-N--r 0-F 0E-Ftc-:1ENC1E-s ---------10---, ---~·- --P-RO_V_1DER-s--P-L-AN_O_F _CO_R_R-,E-CT-IO-N-----.,-,--1-X5-) -~ 
PF\EFIX (Ei'iCH DE'.f'ICIENCY MUSl' BE PRECEDED BY FULL PREF.IX ! (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION 

TAG • REGULATORY OR LSC IDENTIFYING INl~ORMAT!ON) 1AG CROSS-REF'ERE:NCED TO THE l\PPfiOPRIATE DATF. 

F 514] Continuecl From page 12 

3. Flesident 4 was adm)tled for <1iabetes, heart 
dist)ase, and dernentia Resident 'l had an 

I indwelling urinary catheter. 

a. During the month of March 2015. the following 
1 
shifts did not document catheter care was 

I provided tor Resident 4: 
> NOC shift 3126, and 3/28115 
>Day shift 3/13, 3115, 3116, 3122, 3123, and 

I 3128115 
1 

> PM shift: 3/'13, 3115, 3119, 3122. 3/26, and 3128 
through 3131115 

This repi-esents 17 shifts (29%) in which catheter 
care was not documented as being provided. 

During a review of clinical records, a new forni, 
. created to enable Certified Nurse Assistants 
(CNAs) to document the catheter care they 
performed each shift, was reviewed for Resident 
4. 

: b For April 20'15 two different catheter care forms 
were found. The newly implemented form 

i indicated the following shifts did not document 
· catl1eter care: 
· > NOC shift: 411 through 4130115 
> Day shift: 411 through 4/6, 418 through 4/271, 
4129, and 4130115 
>PM shift: 411 tl1rough 4/19, 4121through4/2.7, 
and 4/:J0/15 

c. A second, handwritten April 2015 "Catheter 
Care" document, included the following shifts with 
no documentation of catheter care: 

: >NOC shift 411, 4/2, 417, 418, 4/14, 4115, 4120,41 
: 2'1, 4/26, and 4127/15 

DEFICIENCY) 

' : 

F 514! 

> Day shift 411 through 4/3, 416 tlirough 4/8, 4115, . 
'---~ ~---~·-----.. -~.--""----'--------~·-------------------------' 
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F 514, Continued From page 1'.J 

14/18 through 4/21, and 4/26/15 
'> PM shift 4/1 through 413, 419, 4/11 through 
4/15, 4/17, and 4/18 throun11 '1/30/15 

'Of 90 total shifts, 45 shifts (50%) failed to 
document catheter care was completed 

cl. During lhe month of May 2015, the following 
shifts did not document catheter care was 
completed: 

1 

>NOC: 5/1 through 5/11, 5/'14 through 5/16, 5/18, 
1 and 5/20 through 5/31/15 
'>Day shift 1, 2, 3, 7, 11, H, 26, 27, onc15/3V15 
>PM shift: 5/1 through 5/11, 5/16 through 5/18, 
and 5/20 through 5/31/15 

Of 93 total shifts, 62 shifts (67%) failed to 
, document catheter care was provided. 

, e. For June 2015, the following shifts did not 
' indicate catheter care was provided· 
' > NOC shift: 6/1, 6/2, 6/n, and 6/12115 
: > D<Jy shift: 6/1, 6/2, 6/6, and 6/'12/15 
i > PM shift 611 through 6/6, 6/9, 6/10, 6/13, and 
' 6/14/15 

Of42 total sliitts 18 shifts (43%) did not 
document catheter care was completed. 

' During a review of tile undated facility policy 
Catheter Care, Urinary, the policy described, 

: under Catheter Care, Steps in the Procedure. 
" .. .?. Wasl1 the resident's genitalia and penneurn 

· thoroughly with soap and water. Rinse the area 
well and towel dry. 8. Use a clean washcloth with 

i warm water and soap to cleanse and rinse the 
: catheter from insertion srte to approximately four 
i inches outward 9. Check drainage tubing and 
bag to insure that the catt1ete1 is draining 

' F 514' 

'------------------------· ·---------------------------~---~ 
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properly," 
' 

I During an interview with the Acting D1recto1· of 
~Nursing (ADON) on 6/18/15 at 11:'15 am,, she 
, stated she monitored and interviewed lhe CNAs 
rega1·ding catheter care and knew the care was 
being piven, though not clocumented completely. 

:, When asked what her expectcition was for the 
: documentation, sl1e staled, "Tl1ey [CNAs] should 
document their care every shift on tl1e new ADL 
[activities of daily living] form [same as the 
catheter care form named in !his document]," 
4. Resident 4 was admitted for dic;betes, 
dementia, and urinary 1·etention. 

' During a review of Resident 4's clinical record, 
' the following orders located on the Tellephone 
' Orders She,et and Physician Orders for Resident 
! 4 did not include the date, time, and /or signature 
• of the nurse receiving the orders: 

; a D/C (discontinue) Med Pass/FSBS (fasting 
' blood sugar) and sliding scale Humolog (insulin to 
: decrease blood sugar): 

i ll. May be comfort care. f-{esident refuses to eat 
: and drink. Low intake and output; 

, c. DC (discontmue) Coumadin orders and labs; 
! and 

d. May crush all meds (medications) unless 
otherwise specified. 

A review of the facility policy titled Administrative 
Manual revised 4/28/2004 included, "12, 
Physician's Treatment Plan (Physician's Orders) 
and Progress Note b, Verballtelepl1one orders fm 
drugs oltld treatment will be accepted/received ---

FORM CMS-2567(02-99) Previous Ver~:on::; Obsolete Event 10.8[%1011 
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F 514 1 Continued From page 15 

: only by licensed nurses ... g. Telephone orders are, 
to be recorded imrnediately in the resident's 

! record by the person receiving the order(s) and 
shall be dated and included the time of the order" 

. During an 1nterv1ew with tl1e DON on 6116115 at 
! 2:35 p.m., the DON verified the physician's orders 
! for Resident 4 located on the Telephone Orders 
Sheet and Physician Orders did not include the 
date, time, and /or signature of the nurse 

j receiving the order. Tho DON stated, the 
1 pl1ysician orders were to be "noted" which was to . 
1 included the date, tirne and si9nature of the nurse : 
receiving the order. 

F 517 [ 483.75(rn)(1) WRITTEN PLANS TO MEET 
SS•C [EMERGENCIES/DISASTERS 

The facility rnust have detailed w11tten plans and 
. procedures to meet all potential emergencies and 
i disasters, such as fire, severe weatl1er, and 
! n1issing residents. 

·This REQUIREMENT is not met as evidenced 
by: 

· f3ased on staff interview and document review, 
the facility failed to have a detailed, accessible, 
and complete emergency and disaster plan when 

· The dietary disaster plan did not include 
instructions for special dietary needs for residents 
who were on gluten free. renal, and vegetarian 
diets. 

' These failures had tile potential to cause staff 
confusion during an emergency or disaster 

' situation 

F 514 ! 

F 517' 
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F 517. Continued From page '16 
· Findings. 

I Review of the dietary emergency plan indicated 
: there were no instructions or menus for residents 
with special dietary 11eecls such as gluten free, 
renal, and veget;:1rian diets 

I 
During an interview with Registered Dietitian (RD) ' 
2 on 6/16/15 at 1:40 p.rn, RD 2 stated these 

. instructions were developed and available in the 
dietary office, but furt11er stated they were not 
included in the dietary emergency plan, and 

· facility's staff did not have access to them RD 2 
further stated, "The disaster plan should be kept 

· 1n with the emergency food supply" 

r'Of~M CMS-2567(02-89) PreviOL1$ Versions Obsolete Evt::rii 10_888011 
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A ooo Initial Comments 

The following reflects the findings of the California 
Department of Public Health during a 
Recertification survey. 

Representing the Department of Public Health: 
HFEN, 31701 
HFEN, 34980 
HFEN, 34271 
HFEN, 34979 
HFEN, 31979 
Nutrition Consultant, 31472 

The facility's census was 88 with a sample size of 
18, and 4 random residents. 

A 969 T22 DIV5 CH3 ART5-72543(a) Patients' Health 
Records 

(a) Records shall be permanent, either 
typewritten or legibly written in ink, be capable of 
being photocopied and shall be kept on all i 

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. All 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: 
Lie ' ns1ng and Certification Division 
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A969 
T22 DIV 5 CH3 ART5-72543(a) 
PATIENTS' HEALTH 
RECORDS 

How tile corrective action(s) will 
be accomplished for those 
residents found to have been 
affected by tile deficient practice. 

The Discharge Summary was 
signed by the physician. The 
signature and date cannot be 
corrected. 

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

Medical records audited discharge 
files over a 30 day period to 
identify any discrepancies 
pe1taining to the physician 
signature and date on the Discharge 
Summary. 

What measures will be put into 
place or what systemic changes 
tile facility will make to ensure 
that tile deficient practice does not 
recur. 
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DATE 
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A 969 Continued From page 1 

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. 
w'ith Medical Records (MR), MR verified a facility 
document titled Physician's Discharge Summary 
and Physician Orders for April 2015 were signed 
and dated by the physician nine days after the 30 
day requirement. 

A facility policy titled Health Information/Record 
Manual revised 7/11/2003 indicated, "The 
physician shall complete, sign and date a 
Discharge Summary upon discharge/within 30 
days of discharge ... " 
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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 andits 
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 
for ensuring that correction is 
achieved and sustained. This plan 
must be implemented, and the 
corrective action evaluated/or its 
effectiveness. The POC is 
integrated into the quality 
assurance system. 

Any discrepancies will be noted 
and reviewed at the next Quality 
Assurance Meeting. 
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Aooo W&l 15655 Initial Comments 

The following reflects the findings of the California 
Department of Public Health during a 
Recertification survey. 

Representing the Department of Public Health: 
HFEN, 31701 
HFEN, 34980 
HFEN, 34271 
HFEN, 34979 
HFEN, 31979 
Nutrition Consultant, 314 72 

The facility's census was 88, with a sample size 
of 18, and 4 random residents. 
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15655. (a) 
(2) Each long-term health care facility as defined 
in Section 1418 of the Health and Safety Code 
and each community care faci lity 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 , shall 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 
sing and Certification Division 
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How the corrective action(s) will 
be accomplished/or those 
residents found to have been 
affected by the deficient practice. 

Upon hire and on a yearly basis al l 
employees are trained pursuant to 
the Department of Justice 
curriculum titled, "Your Legal 
Duty ... Reporting Elder and 
Dependent Abuse." The 
employees in question were not 
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. 
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going unreported to the facility, Ombudsman, and 
regulatory 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 employees hired since 7/11/14, had 
not received a post-test for mandated abuse 
reporting. 

According to the facility's policy titled 
"Elcier/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. 
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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 pro grmn and post-test. This 
process will be followed for all new 
hires within 60 days of hire. 
Additionally, this training protocol 
will be followed mrnually for all 
employees. 

How the facility plans to monitor 
its pe~formance to make sure that 
solutions are sustained. 

The administrator will review new 
hire employee files to ensure that 
all required training progrmns 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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going unreported to the facility, Ombudsman, and 
regulatory 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 employees 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 1 O 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. 
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The administrator will review 
annual abuse training for 
employees for compliance pursuant 
to the pre-test, training program 
and post-test. 

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

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