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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health -
Licensing and Certification during an abbreviated 
survey for Entity Reported Incident CA00368150. 

Representing the Department of Public Health ~ 
Licensing and Certification: FederallD #26618 
RN HFEN 

The abbreviated survey was limited to the specific . 
Entity Reported Incident and does not represent 
the findings of a full inspection of the facility. 

One deficiency was issued for Entity Reported 
Incident: CA0036 8150. 

F 241 483.15(a) DIGNITY AND RESPECT OF 
SS""D INDIVIDUALITY 

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances eacr residenfs dignity and respect in 
full recognition of his or her individuality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on resident/staff interview, clinical record, 

'and administrative document review, the facility 
fi;l.iled to promote care in a manner and 
environment that maintains or enhances each 
Residents' dignity in full recognition of her 
individuality f9r one sampled resident, (Resident 
1) When Resident 1 was yelled and screamed at 
by the dietary staff. 

For Resident 1 this failure resulted.in emotional 
distress and disrespect of individuality. 
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DISCLAIMER STATEMENT 
This facility objects to the allegations of non. 
compliance in this statt:lIlent of defiCiency and 
disagrees with both the findings of non­
compliance and the level of deficiency cited. 
Submission of this ltesponse and Plan of 
Correction is not a legal admission th<lt a 
defiCiency t:Xists or that this Statement of 
Deficiency was correctly cited, and is also not 
to be oonStlued as an admission of interest 
against the facility •. the Administrator or any 
employees. agents, or other individuals who 
draft or may be discussed in the Response and 
Plan of Correction. In addition, preparl.\tion and 
submission of this Plan of Correction does not 
constitute an admission or an lIgI'eement of allY 
kind by the facility ot" the truth of any facts 
alleged or the corl'ections of ImY conclusions 
set forth in the allegation oy the slJ,tVey agetJcy. 
Accordingly, the facility has prepared and 
submitted this Plan of Correction prior to the 
resolution of iIl'IY appeal which may be filed 
solely because of tht: requirements undel' State 
and Pederal law thaI mll.Il(iatt submission of II 
Plan of Corl'ection within ten (l0) days of the 
sUrJey as a COlldition to pruticipl.\te in the 'fitle 
18 arid Title 19 programs. The submission of the 
Plan of Correction within this time frame should 
in nO way be considered or construed as 
!l.gI'ecment with the allegations of non­
compliance or admission by the facility. 
This Pllm of Corl'ection is submitted as the 
facility's credible allegation of compliance. 
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F 241 Continued From page 1 

Findings: 

The Clinical record review was conducted on 
9/17/13. Resident 1 was admitted with diagnosis 
including Hip Fracture, Osteoporosis, Wound 
infection, and Depression. Resident 1's Minimum 
Data Set (MDS) assessment (federally mandated 
process for clinical assessment of reSidents in a 
nursing home) dated 8/26/13, indicated Resident 
1 had no short or long term memory problems, 
and was assessed as cognitively intact. Resident 
1 was capable of understanding others, able to 
communicate and make her needs known. 
Resident 1 was totally dependent on staff for 
activities of daity living such as dressing, toileting 
and personal hygiene. 

On 9/17/13 at 2:30 p.m., during an interview in 
Resident 1'sroom, Resident 1 stated, she had 
been disrespected when one of the Dietal)' Staff. 
DS 1 had yelled and screamed at her after she 
[Resident 1] had thrown a coffee mug to get their 
attention. Resident 1 stated OS 1 was yelling at 
her and she [Resident t1 could not get a word in 
so she went back to her room and talked about 
the situation with her room mate. The roommate 
was unable to confirm the allegation because she 
has since been discharged. Resident 1 stated 
she went to report the incident to the Dietary 
Supervisor. 

On 9/17/13 at 1:45 p.m., during an interview in 
the Administrators (ADM) office, the ADM stated, 
Dietal)' staff (OS) 1 had been accused of yelling 
and screaming at [Resident 1] after the resident 
had thrown a cup in the kitchen. DS 1 was 
placed on administrative leave and ultimately 
terminated from employment. 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCI:D TO THE APPROPRIATE 
DEFICIENCY) 

The facility will ensure residents 
are hi an envirorunent that 
maintains or enhances each 
resident1s dignity and respect in 
full recognition of his or her 
individuality. 
lmnlediatelyon 8/30/13 resident 
was separated by the UIJit manager 
from the kitchen staffrnembers. 

Resident was interviewed by the 
Social Services Director on 
8/30/13. Resident was monitored 
for changes in behaviors x 72 
homs by charge nurse through alert 
charting. No changes in behaviors 
were noted. 

No other residents were affected by 
this deficient practice. Employee 
did not have any disciplinary prior 
to this incident. 
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F 241 Contillued From page 2 

The facility provided written declaration 
statements from witnesses related to the incident 
which revealed the following: 

Registered Nurse (RN) 1's written deolaration 
dated 8120/13, indicated [Certified Nursing 
AsSistant] (CNA) 1 called her "because of a loud 
oommotion going on in the hallway. I saw [OS 1] 
standing in the hallway pointing finger, yelling and 
screaming to [Resident 1] telling her on top of her 
voice that throwing dirty cup on the floor is not 
acceptable. [Resident 1] was trying to tell her (OS 
1] in a soft voice that she wants some attention 
from them in the kitchen but [DS 1] continue to 
scream and yell on her. I immediately pushed 
[Resident 1] who was in her wheelchair to her 
room and try to calm her down ... " 

DS 1 IS written deolaration dated 8/30/13, 
indicated "We were all standing in the kitchen 
when all of the sudden a'white glass mug off of 
social cart COmes flying into the kitchen smashes 
on the ground and shards of glass fly and hit (O.S 
2] and I. I went to the door to see where it came 
from and it was [Resident 1J ._.1 told her ... what 
she did was unnecessary and not ok ... I do not 
believe I was out of line. I was not rude but I was 
stern with her [Resident 1] and proceeded to tell 
her that was not ok. She then began to get 
upset... I was already walking away." 

CNA 2'g written declaration dated 9/4/13, 
indicated ", .. [OS 1J spoke to me in regards to the 
inCident that occurred with [Resident 1 J ... [DS 1] 
told me that [Resident 1J threw a cup inside the 
kitchen and she [DS 1] stated, Whoa and then 
came out of the kitchen and told the resident that 
was inappropriate and throwing that cup is not 
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the investigation. Dignity in 
service was done by the Social 
Services Director on 9/25/13 for 
staff. 

The facility will continue to ensure 
all residents rights are posted in the 
facility for viewing. The facility 
will ensure all new hires have 
received reference checks, 
background checks. The facility 
will ensure all new hires will 
receive orientation which includes 
training on customer 

.'," ... _ ... --_ .... '", 

: service/residents rights by the 
DSDlDesignee. Staff will also 

. receive retraining each year 
regarding customer 
service/resident rights per in­
service schedule by 
DSDfDesignee. Residents/families 
will be interviewed through the 
abaqis process by the department 
head/designee quarterly for 
satisfaction and followed through 
the QAA process ongoing monthly. 
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F 241 Continued From page :3 F 241 
okay. but while she was teiling me, I explained to 
her that if her tone of voioe was the same as she 
was explaining her story to me. I explained to her 
that she seemed very hostile and yelling and if 
she was speaking to the resident in that tone as 
she was telling me then this was inappropriate ... 
there will be some investigating because the . 
resident was upset and crying" 

OS 2's written declaration dated 9/4J13, Indicated 
"[DS 1] told [Resident 1] why did you do that 
(meaning throw the cup in the kitchen) It was not 
acceptable. [Resident 1] was Llpset because she 
spoke with the supervisor multiple times about 
getting something ... [OS 11 said she was going to 
report it to the charge nurse ... " 

A facility policy procedure titled "Prevention of 
Abuse" dated 1/10, indicated "Policy The facility 
must use all practicable means to prevent 
resident abuse ... c. supervision of staff to identify 
inappropriate behaviors, such as inappropriate 
language ... " 
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