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. F 000} INITIAL COMMENTS F 000
The foliowing reflects the‘findings of the . e
California Departmant of Public Health during an  Preparation and/or execution of
abbrevialed standard survey regarding two entity - this plan of correction does noi
reported incidents conducted on 717/12. " constitute admisgion by the
. provi th of the
Far Ently Reported Incident CADO316063 provider of the truth
regarding Quallty of Care/Treatment, Federal  facts alleged or conclusions set
deficiencies were ldentified (Code of Federal + forth on the statement of
Regulationg, F241 and F275). . deficiencies. This plan of -
_ . : correction iz prepared and/or
For Entlly' Reported Incident CA00316985 .
regarding Resident Abuse, Federat deficiencies - executed solely as required by
ware identifled (Code of Federat Regulations, _ the provisions of Health and
F241 and F278). Safety Code, Section 1280 and
" 42 CF.R. .
Inspection was limited to the specific ERIs S R 483 - ..
investigaled and doas not represent the findings
of a full Inspection of the facillly )
Representing the Californla Dapartment of Publlc
Health was 20260, Health Facilities Evalyator
| Nurse. ) ,@‘N\"—m
F 241{ 483.15(s) DIGNITY AND RESPECT OF F 241 FORWA 2 et
$8-D | INDIVIDUALITY P puBC W
. : T
The facilily must promote care for residents in a zx\hG 21
mapner and In an environment that maintains or CDN\S\ON
enhances each resident's dignily and respect in L ¥ J0SE
full recagnition of his or her individualily.
This REQUIREMENT Is not met &s evidenced
by _
Based on observation, inlerview, and record
review, the faciity falled o treat two of three
samplad residents (1 and 2) with dignity and
raspect when Resident 1 alleged certified nurse 2 !
S S ann ol s an e e e e B (X&) DATE

Any deﬂnbmy statemen| andmg with
olher eafoduards provide sufficlent protection [o the palionts, (39 Insirectione.) Excapt for nurging homes, the findinge statad above are disclozabls 80 days

following' tik ateof survay whether or not a plan of comrection ¢ provid

&0 fiz

Al terisk (*) danolas a deficlancy which the inslitlion may from cosrecling providing Il is delenmined that
rd" For nurelng homag; the above fAndings and pians of corraciion am disclossble 14

days following the dale thase documehls ara made avalieble 1o the facifly. i deficknclos am citad, an appioved plan of oorrestion ls requisile to conlinued

program paricipation,
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assistant A (CNA A) was rough with her and F241 #1
cauged a brulse to the top of her right hand. Also, .
Resident 2 alleged CNA A was rough with her - Training arding transfer and-
when he threw her remote coniro! and a plate . handling tm Bart and trcat-?d
cover, hitting her leg and causing brulses. ; an echniques and treating
Resident 2 further alleged CNA A swore at the ' residents with respect will be
chair she was sitting in, threw itlema on her bed, | completed for Resident #1°z
and disrespected her parsonal items, Findings: | cavegivers, (CNA A no longer
1. Resident 1 was admilted with diagnosas  works f::- the facility) CNA’s
including arthritis (painful; inflammatory joints). i caring for other residents will be |
Resident 1's clinical record was reviewed on inserviced regarding tramsfer and
7H7M2, | handling techniques and resident
Resident 1's minimum data set (MDS, an mg ht:ng ed m('iﬂlmost:eate d
gssessment tool) dated 6/28/12 indicated she | an propecy
was cognitively intact, It further indicated she , with respect and dignity. Follow-
nesd extensive assistance with transfers and . up for resident bruising and
activities of daily living (ADLa). : resident reporting will continue to
During an Interview and observation on 7/17/12 at ‘ g;cmf)‘.“m;d P‘;’ m‘%ﬁ“
7:05 a.m. of Resident 1 while she was fying in her wreclor o op-
bed, a black and red bruise was observed on the ment ‘f’m monitor proper handling
top of her right hand. Resldant 1 stated about compliance through observation -
three weeks ago certified nurae assistant A (CNA "and b ino 1 of the
A) was rough and grabbed her by the hand and rcmdenfs as:fn Jgnont(l):l% regarding -
stated his {CNA A'g] thumb hit her "hers," . _ per . 8
pointing to the bruise on the top of her right hand. their safisfaction with transfers,
Resident 1 further stated CNA A had his thumb handling techniques and respect- -
on her hand and "put a tot of pressure” on It when ful treatment. The DSD will
he swung her legs off the bed. Resident 1 stated ‘. i Quali
CNA A told her she was "too heavy” for him. She | ir:s&nt finé:lomgs .tt;ethe th ty . 86112
stated duning her shower he turned her around in - Assurance Lomimifies mon ly. .
the chair to rinse her off fast. She staled after
she was done with her shower, CNA A stood her
up and pulled the commade chair out from under
| her before "l can get my balance.” Resident 1
turther stated she ignored CNA A's roughness "a
Evenl 1D; BESSY1 Facily I0; CAO7DD00049 If conlinuation aheel Page 2 of B
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| 714112 and was reported by the resident to staff

lat of imes, bit this was the straw that biroke tﬁa
camel's back. It was oo much.”

Record review was conducted on 7/17/12 at
10:26 a.m. "IDT Post-Occurrence Review" dated
7/6/12, indicated Resident 1 reported bruising to
the top of her right hand, approximately 3 x 4
centimeters (cm} in size, It further indicated
Resldent 1's allegad bruising resulted from a
transier during activities of daily living {ADLs) oh

on 7/6M2.

A "Repont of Incident SBar-Physical Injury” dated
7/6M2, indicated Resident 1 had a bruise or
discoloration located on her top right hand and it
was from an "Injury During ADL Care." The size
of the wound/injury was documented as 3 ¢m
long by 4 cm wide,

"Nurses Progress Nole & Caré Plan" dated
7/8/12, Indicatad & certified nurse assistant {CNA)
Informed a nuree Resident 1 had a purple
discoloration on the top of her right hand and
stated a previous CNA had caused the bruise
during ADL care,

During an interview on 7/17/12 at 10:35 a.in,,
liceneed nuree B (LN B) stated she was told by
certified nuise assistant C (CNA C) Resident 1
hed a bruise on her right hand and stated CNA A
had caused it

During an interview on the above date at 10:46
a.m., CNA G stated she had her day off and when
ghe relumed she noticed the brulse on Resident
1's hand, She further slated Resident 1 stated

CNA A had held her hand too-hard. She stafed
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Resldent 1 told CNA A to be gentle with her and
he raplied to Resident 1, she was loo heavy. CNA
C then slated ghe needed lo report this
Information to her nurse and Resident 1 should
teil the nures "sverything that happened"
2, Resident 2 was admitted wilh disgnoses 24l
including dagenerative arthritls IF(l‘nﬂamrnatmn ofa _
joint). Resident 2's clinicat record was reviewed " .
on TH7I2. . Training  regarding  proper
handling of resident’s belongings
Resident 2's MDS dated 6/15/12 indicated she will be completed . for Resident
had no cognitive impairment. 1t further indicated . #2"s caregivers. (CNA A no
_;Igll:aaded extensive assistance with most | longer works at the facility)To
) ensure compliance for other
During an Interview on 7/17/12 at 8:36 a.m,, residents, CNA’s will be inservic-
Resldent 2 stated & couple of monihs ago, CNA A ed by the Direclor of Staff
threw her remote control, 1§ hit her leg and ‘development regarding d’
bruised it. Resident 2 stated GNA A removed her il har:dling o?rm
clothes from the closet for the day and threw Tespect L gl
them on the hed. When Resident 2 asked CNA A belongings, Followup for resident
fo have some respact for her clothes, she stated bruising and resident reporting
CNA A'just laughed. Resident 2 also stated Cl;l:l - will continne to be monitored per
A awore at the chair she was sliting an a coup . faeili . :
of weeks ago and he threw a plastic plate cover : ]f:ﬂlt{] 1;(:::;:}'. ac(i}lomgnthhanc; wﬂ
- | on her leg, causing another bruise to her leg. * Do qvaluaied €acl m Yy
| Resident 2 =ialed GNA A elso threw piles of Dlrector Of Staff Development by
towels ori the bed. interviewing 10% of the residents
- regarding their satisfaction with
During an Interview on 7/17/12 at 8:45 a.m,, : : _
Resident 2 stated CNA A wanted her to have her . Staff handlmg of their belongings. -
clothes ready for the day and did not want to . The Director of Staff Develop-
wheel her an the commode to the closet to pick ment will present findings to the
out her clothes. Resident 2 stated CNA A would Quality Assursnce Comm‘htec
813112

ask, "What costume do you want lo wear today?"
She stated CNA A's style was rough :

ach month,
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‘cussed in fronk of her.

- | neads that are identified In the comprehensive

Continued From page 4

Ouring review on 7/i7/12 ai 11:45 a.m., of
"Report of Incident SBar - Physical Injury,” dated
7612, it indicated Residant 2 had scaltered red
areas over 1/2 of her left leg and 1/3 of her right
leg. The progress note included In the above
report indicated Resident 2 stated scallered
red/purple erythema was "caused by ADL care
over the past 3-6 months."

During an interview on 7/17/12 at 7:40 a.m. with
the éxecutive director (ED), she stated Resident 2
complainad CNA A was always nished, ina

harry, stressed out and careless. She further
stated the remote conlrol got tossed on Reskient
2's lsg. Another time Regident 2 stated CNA A

Review on 71712 at 1:30 p.m. of "Residenls’
Righte" policy revised 01/01, Indicated, “Each
resident must be treated with respect . .
Employees are axpacted to protect the nghm of
each resident at atl imes.” It further indicated,
“Each resident has the right to have their '
belongings irealed with respect .. "

A483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the residents
comprehensive plan of care,

The facllity must develop a comprehensive care
plan for each reskdent that includes measurabie
objectives and timefables to mest a resident's
medical, nursing, and mentai and psychosocial

assessment.

F 241

F 279
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The care plan must describe the services thal are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as raquired under
§483.25; and any services that would otherwise
be required under §483.26 but are not provided
due to the resident'a exercise of rights under
§483.10, including the right to refuse treatment
under §463.10(b){4). ' '
F27%1
This REQUIREMENT is not met a5 evidenced ‘ 5emdam: #'s care plan and
by. 0
Based on Interview and record review, the facility mcfouc:r ct;'ag:;:r ben updated to
fated fo develop activities of dally fiving (ADL) mstructions, All
care plans including the level of assistance for residents will have their care plans .
traneferring the residant for two of three sampled and Vacollect - audited by the
residents (1 and 2). These omissions could Dursing supervisors to ensure the
potentially result in unsale transfers and Injuries ' inclusion of each residents
} . Fin : :
fo residenis. Findings transfer instructions by the ot
1. Reaident 1 was admilted with diagnoses:  supervisors.Care plans found to be
- | ncluding artheitis {painful, inflammatory {swollen) insufficient will be comected.
.| Joints): Resident 1's clinical record was reviewed Licensed Nurses will be
on 71712, inscr_vioed by the Director of
Resident 1's minimum data set (MDS, an Nursing regarding updating care.
assessment tool) dated 6/26/12 indicated she - plans and Vocollect acouracy. -
was not cognitively impalred. It further indicated Nursing unit supervisors will.
she needed extensive assistance with transfers. t audit 10% of the residents’
An "Activities of Daily Living (-ADL)" cars plan monthly i for the inclusion  of
daled 9/21/41, Indlcated Rasident 1's transfer transfer instructions on the care’
instructions were not listed on the care plan. plan and Vocollect, Findings will .
be presented rursi
During en interview on 717/12 at 8:50 a.mn. with supefmors af th: y thﬂcl a]:ng .
licensed nurse D (LN D), she asked the vocolfect y Quality - A2
(head set system telling staff specific care Asgurance Connmttea
Even! }0: BEOSTY Facliity 10: CAD70000049 If conlinuglion sheet Page & of 8
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: instructiong for each reskdent) to revlew {ransfer
instructions for Resident 1. LN D stated {here was | -
“no transfor cara raduired.”
During an interview on the above date at 9 a.m.,
licensed nurse £ (LN E) stated transfer
ingtructions for Resldent 1 ehould be on her ADL
care plan and was not. She further stated there
wera no vocoliest Inslructions for fransfer of
Resident 1
Resident 1's "Nurse's Notes" dated 7/6/12 at F279#%2 ,.
2230, Indicated tha licensed nurse reminded C -
CNAs to be careful when assisting Resident 1 - Residents #1 and #2 have had -
with her ADLs. ‘ _ their care plans uwpdaied to -
- include transfer instructions, All
Review of Regident 1's care plan for bruising . . . ’
dated 7/6112 Indicated there wese no updated residents will have their carc plans
approaches lisied for direct care staif to handle evaluated by the  nursing
the rasidant gently dunng ADL, cars, supervisor for inchusion of
2, Resldent 2 was admlwad with d!agnoses mstrucholnsnmﬁiAnymm s
Ir;cludlng degeneralive arthritia (inflammation of a Ela:;ﬂfgu;% thJ‘bc od N wﬂ]}
]alnl}.‘lr{ﬁszident 2's clinical record was reviewed . bﬁ- o ol ;‘;nt’iw DP‘““;"I y
on TH7ML. erviced mector of
: ' Nursing regarding the process. of
Resident 2's MDS dated 6/15/12 indicated she updating care plans ffrm transfer
had no cognitive impairment. It further indicated instructions. Nursing su
.| she neaded extensive assist with transfers. g supervisors
. will sudit 10% of the residents
An "Activities of Dally Living" cars plan dated monthly for inclusion of transfer
8/1111, indicated Resident 2's ransfer - instructions on the care plan.
instructions were not #sted on the care plan.  Findings will be preaented at the
During an interview on 7/17/12 at 1:15 p.m., the monthly  Quality  Assurance
ED stated there were no tranafer instruciions Committee by the nursing,
noted on ADL case plans for Resident 1 or 2. supervisor. | asvize
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3. During an interview on 7/17/12 at 8:35 a.m.,
Resident 2 stated a couple of months ago, CNA A F279 #3
threw her reen:tde contrel It hit her leg and '
bruised it. Reaident 2 also stated CNA A threw a
plastic plate cover on her leg, causing another Resident #2 has had her care plan
bruise to her hg upl'lﬂted to mclllde that Sfa.ff WIll
encowrage her to communicate
During review on 717112 at 11:45 a.m., of prefezences regardm ADL care
*Report of Incident SBar - Physlcal Injury," dated and transfers; Tt IE a facility
7/8/12, it indicated Reskisnt 2 had scattered red taff
areas over 1/2 of herleftleg and 1/3 of her right - expectation that staff will bo
lag. The progress nots Included in the above gentle with residents. The care
report indicated Residant 2 stated scaltarad * plans for all residents that have
red/purple erythema was “caused by ADL care had bruising in the last 30 days
over the pﬂat 3-6 months." t will be raviewed by the =
Review of Resident 2's care piart for bruising supervisorto ensure that there is a
dated 7/6/12 indigated thers were no updated current  approach  regarding
approaches listed for direct care staff lo handle handling duting ADL care.
the resident gently during ADL care, Licensed Nurses will be
During an interview on 7/47/12 at 10:15 am., the inserviced by the Dixector of
executive director (ED) stated it would be a good Nursing regarding the process of
care plan intervention lo have CNAs be careful updaﬂng care plans w1th handling
Review on 7117142 at 2 p.m. of policy, "Care Plar, with bI.Uis“ will be avdited ﬁ”
Comprehensive® dated 2008, indicated, “The appropriatc approaches by the unit
care plan is directed toward achleving and - supervisor each month.Findings
maintaining optimal status of health, functional will be reported by the wunit
ability, and quality of life . . .It is reviewed and ' ; :
revised .. .quarterly . . " It further Indicalsd, "The supervisors  fo " the  Quality -—
Care Plan is.individuslized by identifled resident Assurance Cormittee manthly. |
| probiems . .Resident progress Is regularly
evaluated in each category with approach
revigions and updales as appropriate. . "
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