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TAG REGULATORY OR LSC [DENTIFYING INFORMATION) | T ’
_ ! DEFICIENCY)

F 000-' Playa Del Rey Center subnlits this

f
F 000 ; INITIAL COMMENTS ; !
, o
] response and Plan of Correction as

| part of the requirements under state

and federal law. The plan of l
correction is submitted in j::cordgnce

The following reflects the findings of the
California Department of Public Health during the
investigation of an entity reported incident.

Entity-reported incident number: 480865 S with specific regulatory
requirements. It shall not be

construed as admission of any alleged

deficiency cited or any Iiabf'lity. The

. provider submits this plan of ‘
correction with the intention that it is

. .. . [ |

inadmissible by any third pclzrty zrﬁ any

civil, criminal action or proceedings

Representing the Department: HFEN #‘341 78

The inspection was limited to the specific
entity-reported incident investigated and does not
represent the findings of a full inspection of the
facility.

i One deficiency was written not related to against the provider or its emp one e,

entity-reported incident 490865.
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! agents, officers, directors, or |
F 241 | DIGNITY AND RESPECT OF INDIVIDUALITY ! F 241 f h' Id ’ " |
8S=D | CFR(s): 483.15(a) ! Sharehoiaers. ‘ *
i The provider reserves the right to
The facility must promote care for residents in a N challenge the cited findin gs' if at any
manner and in an environment‘ that maintains or i time the provider determines that the
enhances each resident's dignity and respect in disputed findings are relie dl upon in a
full recognition of his or her individuality. ! Pu p & 10 the int. ’; o th
' manner adverse to tne interests of the
B . . }
‘ i provider either by the governmental
'tl"his REQUIREMENT is not met as evidenced agencies or third party.
y: .
Based on interview and record review, the facility F 241 !
.| failed to respond to the need of one of three
sampled residents (Resident 2) by not answering . How corrective action(s) will be
his call fight in a timely manner, when he needed accomplished for those residents found
to go to the bathroom. Resident 2 soiled his bed, to have been affected by the deficient
which resulted In Resident 2 feeling upset. practice,
Findings: .
On July 6, 2016, at 12:00 p.m., an unannounced - The resident no Ignger resides at our
visit was made to Investigate an entity-reported ; facility. Al staff will be re-educated to
incident (ERI). : : respond to call lights in a timely manner,
On July 6,_201 6, at 7:07 a.m., Resident 2 was ‘ |
LABORATORY DIRESTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE J d ; TITLE . ; \ {X8) DATE
f PNl 2dF) g2t~ / / g
V)79 2018

Any deficiency statement ending with an asterisk (%) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 dais
following the date of survey whether or not a plan of cerrection is provided. For nursing homes, the above findings and plans of comrection are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of comrection is requisite to continued |
program participation. : ‘
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| - T ? ]
* F 241, Continued From page 1 ; F 241 How the facliity will identify otherb 1
, observed on a wheelchair in the activity room. ' T ef?’dg';i gat;?gatr[:;%:tf?gei;’t ::ra:tlce |
' sident was abl ropel hi elchai artec
i Iir:s:f ident was able to propel his wheelchair by and what corrective action will be taken.

On July 6, 2016, at 12 p.m., during an interview, . A review of all residents in the facility was

_Resident 2 stated, "The night staff does not done by the Social Services on | January .

_answer the call lights in a tir?'lely manner. Hg said : 19" 2018. No other residents were found
, the staff would answer call lights after 15 minutes - to affected by this practice. ‘

- and say, ” I'm not your nurse.” All the certified ; i | |
i nurse assistants (CNAs) would say, " Wait for * What measures will be put mto place or i

! your CNA." Resident 2 stated that last night he what systemic changes the fac,my wil |

! wanted fo go to the bathroom very badly. He said ) . make to ensure that the deﬂcient ‘

' he did not make it to the bathraom and had wet * practice does not recur. ‘ i

. his diaper, which leaked out into his bed sheets. ' {

i He added, "The staff had to change every thing " On January - 19, 2018 all staff were in .

; Resident 2 stated, " | felt very upset last night." ' ."serviced regarding answering call lights '
Areview Resident 2's Admission Record promptly with emphasns on assistlng ‘
indicated the resident was re-admitted to the ; residents to the toilet in a timely manner

! facility on February 11, 2014, with diagnoses that i The in service was given by ou Nurse‘
: included depressive disorder (is a mood disorder : Practice Educator. |

« in which feelings of sadness, loss, anger, or

! frustration interfere with daily life for weeks or i
l longer.), diabetes mellitus (high blood sugar) | How the facili ty plans to monitor its ;
' |

| :?:;Eti:)usorder and hypertension (high blood . \ performance to make sure thiat solutions
{ AMinimum Data Set (MDS) is a standardized : are sustained. The facility must develop

: . a plan for ensuring that correcﬂon Is
i i resident assessment and care screening tool, i : ined. This fan must
i dated on May 1, 2016, indicated resident's o achieved and susta p

: * be Implemented, and the corrective = |
: cognitive skills for daily decision making was o . action evaluated for its effectiveness.
 intact. He was assessed to require limited ' : |

The plan of correction is Intqgrateq into
1 assistance from the staff for bed mobility, transfer the quality assurance system.
" ' to or from bed, wheelchair and standing position. ; |

l
|
\
i

i He required supervision for toilet use. ' Residents will be asked if their, call lights
A review of Resident 2's Care Plan (revised : are answered timely during dajly partner
11/10/15) addressed the resident as requiring ' rounds. Additionally the Centep' Nurse !
i assistance and/or supervision for activities of } Executive or designee will make random o
| daily living (ADL) care, which included toileting. : rounds to ensure call lights are being! '
; Dunng an interview with Birector of Nursing | answered promptly. Compllanfze will be '
! (DON) on July 6, 2016, at 12:55 p.m., she stated L discussed daily at the standuq meetmg for
- anyone can answer call light. She stated that if a . any immediate interventions and reported
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F 241 Continued From page 2 : F241’ ! monthly for 3 months toI the ngllty ,
I I Assurance Committee. Issues or
CNA answered a call light, that CNA should help , l . noncompliance will be reviewed by the \ 3
the resident. ! Quality Assurance Team for ‘ !
| The facility policy and procedures, titles “Certified ‘ | uirl:uyme nsdations g l i
i Nursnng Assistant (ACN1)/ Geriatric Nursing : | fec T ) ’ l
Assistant (AGN1)/ Licensed Nursing Assistant ]
; when corrective action wijll be
(ALN1)" date November 8, 2012, included l : g:rt:pleted The corrective action l i
answering call lights or bells promptly and i : completion dates must be acceptable to
assisting patients with or performing ADL. The X * the State. T | :
responsibilities/Accountabilities indicated to I | L
provide patient care in @ manner conducive to l i l !
safety and comfort. | | 1January - 18, 2018 ‘ :
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