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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during a 
Re-certification Survey conducted from 8126/13 to 
8129113 

Entity Reported Incidents 347228, 359167, 
360759, and 361877 were investigated during the 
survey 

No deficiencies were Issued for Entity Reported 
Incidents 347226, 359167, 360759, and 361677_ 

Represenllng the Department: 

127886. HFEN 
31602. HFEN 
29391. HFEN 
22707. HFEN 
29340. HFEN 

Census: 86 
Sample size: 18 

F 279 483.20(d). 483.20(k)(1) DEVELOP 
SS=D COMPREHENSIVE CARE PLANS 

A facility must use the results of the assessment 
to develop, review and revise the resident's 
comprehenSIve plan of care 

The facility must develop a comprehensive care 
plan for each resident that includes measurable 
objectives and timetables to meet a resident's 
medical. nursing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment 

The care plan must descnbe the services thaI are 
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F279 
-Care plans have been 
ilppropriately updated for all 

residen ts affected 
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F 279 Continued From page 1 
to be furnished to altaln or maintam the resident's 
highest practlcab!e physical , menta! , and 
psychosocial well-being as required under 
§483 25; and any services that would otherwise 
be required under §483.25 but are not provided 
due 10 the resident's exercise of rights under 
§483 10, Inc!udlng the right to refuse treatment 
under §483 10(b)(4) 

This REQUIREMENT IS not mel as evidenced 
by 
Based on observation, Interview and record 

reView, the facIlity failed to. 

, Implement a care plan for Resident 11's 
nephroslomy tube (a tube mto the kidney to dram 
unne) 
2. Develop a care plan for Resident 7's behaVIOrs 
related to unnary track infections. 
3. Implement care plan for Resident 15 related to 
availability of call light and bed alarm. 

These failures had the potential for the resident's 
needs not to be met and for their health status to 
decline for three of 18 sampled residents. 

F1ndings 

1 On 8126113, Resident 11 's medical record was 
reVIewed 

On 12120/12, Resident 1 1 was admrtted to the 
facIlity with dIagnoses which Included renal 
failure, metastatic prostate cancer, and left 
nephrostomy tube. Resident 11's Minimum Data 
Set (MOS). an assessment 1001, dated 5131 /13. 
noted thai Resident 11 had no memory or 
behaVior issues. 

FORM CMS·2567(02·99) Pr.'o'II)UI Venoonl Obsolete EVOOIIO BlXV1, 

PRINTED 09/1012013 
FORM APPR OVED 

OMB NO 0938 0391 . 
t(2) MULTIPlE CONSTRUCTION (Xl) DATE SURVEY 

A BUILDING COMPLETED 

C 
B WING 081291201 3 

STREEl ADDRESS CITY STATE ZIPCODE 

395 DORSEY DRIVE 

GRASS VALLEY, CA 95945 

'0 PROViDER'S PlAN OF CORRECTION I.JlSI 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAO CROSS-REFERENCED TO THE APPROPRIATE ... , 
DEFICIENCY) 

F279(cnnl .) 
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to be affected by th is defic ient 

practi ce. 

- Im plem en t standardized long and 

short term care p lan tem p lates for 

nursi ng (0 use and personalize to 

I each resident. 

-In-service stan- regarding proper 

use of long and short term care 

plan templates and 

personal ization of care plans to 

residents 1 needs. 

-Licensed stafT on noor to 

develop and implement short term 

care plans based on resident 

needs. 

·MD slalT/designee lo develop 
and im plem ent lo ng ternl care 

plans bosed 0 11 resident needs. 

-Medica l reco rds/des ignee to 

perfonn random audits of patient 

care plans to ensure proper 

implementation of developed p lan 

oreare 

-Director of nursing/designee to 

tJ/JJf3 report findings of care plan audits 

to QA commi ttee monthly X 3 

months. 
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F 279 Continued From page 2 

I 
DUring an Interview on 8/27/11 at 11 am, 
Resident 11 stated thai he went to hiS doctor's 
office every week to have hiS nephrostomy tube 
checkedJand or changed and the dreSSing was 
also changed allhal time In further reviewmg 
the medical record for Restdenl 11 there was not 
a care plan to address the Resident's 
nephrostomy lube care bemg provided weekly at 
an off·slte medIcal facility 

On 8128113 al 7 15 am. the Olrector of NurSing 
(DON) confirmed thai Resident 11 's care plan did 
not reneet the care bemg provided to Resident 11 
al an off site medICal faCIlity for hiS nephroslomy 
tube 

2 On 8126. ReSident 7's medical record was 
reViewed 

On 12120'12. ReSident 7 was admitted to the 
facility with diagnoses which Included depreSSion, 
anxiety, and dementia with behavIOrS. Resident 
7's Minimum Data Set (MDS), an assessment 
1001, dated 5/31/13 , noted thai Resident 7 had 
short term and long term memory problems and 
behaVior issues, ReSident 7 required extensive 
assistance In all functional actiVities. 

I The medICal record noted that Resident 7 had a 
unnary Iract mfectJon (UTI · bacteria in the unne) 
confirmed on 7122113 and on 5116/13 The 
nursing progress notes for both of these dales 
noted an Increase In behaVIOrs poor to the unne 
test for UTI A revIeW of the short term care 
plans for ReSident 7's UTls did not contain a 
reference 10 the Increased behaviors prior to the 
urine test The ReSident's care plan did not 
reflect a long term care plan for the observatJon 
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F 279 Contmued From page 3 

of an increase In behaViors. 

On 8/28/13 at 11 am, the DON confirmed that the 
behavior care plan for Resident 7 did not mclude 
the momtonng of an Increase In behaviors as sign 
of a potential UTI 

3 Resident 15 was fe-admitted to the facility on 
10115/12 wIth heart failure, muscle weakness, 
brittle bones and a history of faUs 

On 8126/13 at 10 16 am, Resident 15 was 
observed lying In her bed with oxygen flowing 
through a nasal tube She stated that she 
sometimes felt like she was unable to breathe 
ReSident 15 was observed to be unable to locate 
her caUlight On 8126/13 at 10:16 am, Acting 
Medical Records Director (AMRD), confirmed that 
Resident 15's call light button was on the floor 
outside of Resident 15's reach. 

Resident 15's record was reviewed 8/28/13. A 
care plan for fall riSk, dated 10/13112, read that 
Resident 15 was at risk for falls and fractures. 
The care plan interventions Included, HKeep call 
light in reach at all tlmesH and to use a, "Personal 
alarm for safety " 

On 8128/13 at 4:20 pm, no personal alarm was 
observed in use for Resident 15. licensed 
Vocatlonal Nurse (lVN) A stated that resident 15 
was not on her list for needing a personal alarm 
and that she did not have one in her room. 

On 8129/13 at 9 am, Director of Nursing (DON) I 
staled that Resident 15 should have had her call 
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I bell in reach and a personal alarm on for safety 
as was written In her fall risk care plan. 

F 329 483 25(1) DRUG REGIMEN IS FREE FROM 
SS=E UNNECESSARY DRUGS 

Each resident's drug regimen must be free from 
unnecessary drugs An unnecessary drug is any 
drug when used In excessive dose (including 
duplicate therapy). or for excessive duration; or 
WIthout adequate monitonng, or without adequate 
Indications for Its use, or m the presence of 
adverse consequences whICh indicate the dose 
should be reduced or discontinued. or any 
combmations of the reasons above 

Based on a comprehenSive assessment of a 
resident, the facIlity must ensure that residents 
who have not used antipsychotic drugs are not 
given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 
as diagnosed and documented in the clinical 
record: and residents who use antipsychotic 
drugs receive gradual dose reductions, and 
behaviorallntervenlions, unless clinically 
contraindicated, In an effort to discontinue these 
drugs. 

ThIS REQUIREMENT is not met as evidenced 
by. 
Based on interview and record review the facility 

failed to prOVIde adequate psychotropic drug 
monrtoring for three of 18 sampled reSidents 
when monthly psychotropic medication 

I summanes did not include cumulative tabulation 

I 

I 
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-For residents affected, monthly 

F 329 psychotropic sllIllInaries have 
becn updatcd with cumulative 

I 
tabulati on or behaviors in a 
consolidated Jllanner ror 

I comp;:\rntive analysis. 

-All residents 011 psychotropic 
medications are at risk of being 
alJected by thi s deficient practice. 

- In-service for psychotropic IDT 
members regarding requirement 
o f cumulati ve tabulation of 
behaviors in a consolidated 
manner on all monthly 
psychotropic summaries. 
-Monthly rev iew of monthly 
psychotropic sllmmaries by rDT 
to ensure compliance. 

-Social services/designee LO audit 

I monthly psychotropic summaries 
I to ensure compliance with 

cumulat ive tabulation of 
behaviors. 
-Social services/designee to report CJfoh findings to QA committee 
monthly X 3mollths. 
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F 329 Continued From page 5 
of behaviors in a consolidated manner for 
comparative analysis for Residents 2,5, and 17. 
This failure had the potential for the use of 
unnecessary psychotropic medication. 

1 Resident 2's record was reviewed on 8/27113 
ReSident 2 was admitted to the facility on 
11129/12 and most recently re-admitted on 
4111/13 for physical rehabIlitation, after an acute 
psychiatnc hospItalization for medication 
adjustment, WIth diagnoses that included 
Parkinson's disease, bipolar disorder, anxiety. 
depression, and chroniC pain 

Resident 2 was on fIVe psychotropic medications 
that reqUired mOOitonng, Celexa for depression, 
Seroquel for psychOSIS, Depakoie for Bipolarl 
mood disorder, Doxepln for anxiety, and 
Trazadone for Insomnia 

On 8127/13 at 10:15 am, the Director of Nurses 
staled that when she started her position in 
7/2013, she found that the monthly psychotropic 
reviews were Inconsistently done. 

On 8127/13 at 3 pm, during an interview, and 
concurrent record review, Director of Social 
Services (DSS) slated that she had been Involved 
in Resident 2's psychotropic medication meetings 
held over the past year She stated that no 
monthly tabulalion was made of behavior data for 
113113, 215/13, 3122113, and 6/5/13. She 
acknowledged that the record did not reflect 
cumulatIVe monthly data for comparison of the 
effectJVeness of the medications Resident 15 was 
taking 

On 8129/13 at 10 50 am, Consultant Pharmacist 
(Ph) stated that he had made at least four I 
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requests over the past year for the facility to 
develop a system for monthly psychotropic drug 
review. 

12 Resident 5 was admitted on 8/10/12 wllh 
diagnoses thal lncJuded Alzheimer's disease, I bipolar disease, depreSSion, and anxiety A 
review of ReSident 5's Minimum Dala Set (MDS-
an assessment 1001), dated 7/5113, indicated he 
had memory problems and had occasional 
hallucinations Resident 5 was prescribed 
Prozac, an antidepressant and Seroquel. a 
mediCine for bIpolar disease 

A review of ReSident 5's medtcation momtonng 
form mdicated the monitoring had been sporadic 
and did notlOdlcate what kind of behaviors the 
resident had exhibited There was no monthly 
tabulation of how many behaviors the resident 
exhibited. 

During an In terview with the DON on 8/28/13 at 2 
pm. she stated there was no consistent method 
for tabulating the number of behaviors per month. 
3. Resident 17 was originally admitted to the 
facility on 2/10/10 with diagnoses that included 
dementia with bipolar disorder. PSYChOSIS, and 
anxiety 

A record revtew conducted on 8128113, indicated 
that Resident 17 was taking RisperdaJ (an 
antipsychotic drug used to treat mood and mental 
disorders) Since her admission on 2110/10. The 
record review also indicated thai antipsychotic 
behavior momlonng was not documented in a 
consolidated monthly format. 

II" an Interview and concurrent record review I 
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F 329 I Continued From page 7 
conducted on 8/29f13 at 2:00 pm, Pharmacist 
produced a Monthly Regimen Review, dated 
11/2012 , that indicated consolidated monthly 
behavior monitoring was not made available for 
facility residents taking psychotropic medication . 
He stated that he gave the recommendations 
monthly to the DON. 

In an interview conducted on 8/29f13 at 10:45 
am, DON validated that consistent month ly 
monitoring was not done for Resident 17 with 
regard to antipsychotic drug therapy_ 

F 455 483.70(b) EMERGENCY ELECTRICAL POWER 
SS=E SYSTEM 

An emergency electrical power system must 
supply power adequate at least for lighting all 
entrances and exits: equipment to maintain the 
fire detection, alarm, and extinguishing systems; 
and life support systems in the event the normal 
electrical supply is interrupted. 

When life support systems are used. the facility 
must provide emergency electrical power with an 
emergency generator (as defined in NFPA 99, 
Health Care Facilities) that is located on the 
premises. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation , interview, and record 

review, the facility failed to maintain the backup 
generator with emergency fuel. This failure had 
the potential for the facility backup generator to 
be unable to provide power for the facility during 
both a power and natural gas supply failure . 
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-The backup generator emergency 
fuel lank was filled. 

4All residents have the potential 
to be affected by this deficient 
practice. 

-Maintenance di rector/designee to 
perform weekJy check and 
documentation of the emergency 
fuel tank levels to the backup 
generator to ensure sufficient fuel. 

·Maintenance director/designee to 
report emergency fuel tank levels 
findings to the QA committee 
monthl y X 3 months. 
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F 455 1 Continued From page 8 
Findings 

Or1 8/28/13 at 7 20 am, an environmental tour 
was conducted with Acting Maintenance 
Supervisor (AMS) 

AMS slaled thai he dId the roullne generator tests 
for the facility but did not check for fuel !evels In 
the backup propane tank that was attached to the 
generator for power if the city's nalural gas line 
was also compromised 

AMS staled that he was not aware of any regular 
I dellvenes to keep the backup propane tank full 

He confirmed that the tank was at the bottom of 
the fuel gage Indicating a near empty state 

On 6128113 at 12 pm, Administrator (Admin) 
stated that the backup propane lank should have 
been monitored and fuel levels maintained. 

The facility policy "Internal Disaster Loss of 
ElectrIcity," undated, indicated "The alternate 
power system is automatic, however the 
Maintenance Supervisor must make sure the 
alternate power system is operating" 
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