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F 000 | INITIAL COMMENTS F 000
The following reflects the findings of the Preparation and/or saentbian. ot iis Bl
California Department of Public Health during an of Correction does not constitute
abbreviated standard survey. admission or agreement by Poway
. _— . o Healthcare to the allegation or
The investigation was limited to the specific T —
complaint and does not represent the findings of nelusions set mer
a full inspection of the facility. Deficiencies. This Plan of Correction is
prepared and/or executed solely because
Complaint num_ber: CA00705902 it is required by provisions set forth in
Category: Quality of Care/Treatment Federal and State law. None of the
A deficient practice was identified. actions taken by the facility pursuant to
the Plan of Correction should be
Health: Health Facilities Evaluato_r Nurse 38512. deficiency existed or that additional
F 656 | Develop/Implement Comprehensive Care Plan F 656 T ——
55=D | CFR(s): 483.21(b)(1) measUres shollia-ha prac

§483.21(b) Comprehensive Care Plans
§483.21(b)(1) The facility must develop and
implement a comprehensive person-centered
care plan for each resident, consistent with the
resident rights set forth at §483.10(c)(2) and
§483.10(c)(3), that includes measurable
objectives and timeframes to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
describe the following -

(i) The services that are to be furnished to attain
or maintain the resident's highest practicable

| physical, mental, and psychosocial well-being as

required under §483.24, §483.25 or §483.40; and
(ii) Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exercise of rights
under §483.10, including the right to refuse

the time of the Survey.

This Plan of Correction serves as our
credible Allegation of Compliance with
Federal and State Regulations.

RECEIVED
CADEPT OF PUBLIC HEALTH

LICENSING & CERTIFICAT
LICENSING § CE ATIO
SAN DIEGO DISTRICT OFF'ICE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
Electronically Signed

TITLE (X6) DATE

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 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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treatment under §483.10(c)(6).

(iii) Any specialized services or specialized
rehabilitative services the nursing facility will
provide as a resuli of PASARR
recommendations. If a facility disagrees with the
findings of the PASARR, it must indicate its
rationale in the resident's medical record.

{(iv)In consultation with the resident and the
resident’s representative(s)-

{A) The resident's goals for admission and
desired ocuicomes,

{B) The resident's preference and potential for
future discharge. Facilifies must document
whether the resident's desire to return to the
community was aseessed and any referrals to
local contact agencies and/or other appropriate
entities, for this purpose.

(C) Discharge pians in the comprehensive care
plan, as appropriate, in accordance with the
requirements set forth in paragraph (c) of this
section.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to develop an effective care plan for -
management of a nephrostomy tube (a tube
leading out of the kidneys to outside of the body
for urine) for one resident (1).

This failure resulted in Resident 1 experiencing
four separate incidents of the nephrostomy tube
becoming dislodged.

Findings:

Resident 1 was admitted to the facility on 4/25/15
with diagnoses to include pyelonephritis (an
infection of the kidneys), per the Resident Face
Sheet.

How corrective action(s) will be
accomplished for those residents found
1o have been affected by the deficient
practice,

Resident | with nephrostomy in place and
immediate, direct care staff education
provided regarding nephrostomy care.

No other Residents in the facility with a
nephrostomy tube at this time.

How the facility will identify other
residents having the potential o be
affected by the same deficient practice
and what corrective action will be taken,

All residents have the potential to be
affected by this deficient practice. Sweep
of the building conducted an no other
residents identified with nephrostomy
tubes in place at this time

What measures will be put into place or
what systemic changes will the facility
make to ensure that deficient practice
does not recur,

All staff educated regarding nephrostomy
care. In addition, upon hire and annually
all new staff will be trained on
nephrostomy care. Within 24 hours of new
admission, patients admitted with a
nephrostomy will receive 1:1 nephrostomy
care training.
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On 11/16/20, a record review was conducted.

On 1/3/20, Resident 1 returned to the facility after
hospitalization for placement of a nephrostomy
tube.

On 1/3/20, a care plan was initiated for care of
the nephrostomy tube. Long term goals wera
listed as, "Will have nephrostomy care managed
appropriately as evidenced by: not exhibiting
signs of infection or...trauma." Nine approaches
fo managing the tube were listed, five of which
were exclusive to nursing care. Four approaches
to managing the tube listed Certified Nursing
Assistants (CNA's) as the discipline responsible:
1. Monitor [&O (intake and output, the amount of
liquids consumed and the amount of urine
output,)

2. Cleanse the tubing site with soap and water,
3. Observe the tubing to make sure it was intact
and draining, and )

4. Place bag below the bladder and observe
every shift.

On 4/2/20 at 2:52 P.M., the Director of Staff
Development (DSD, a nurse responsible for
education and training of CNA's).documented
Resident 1's nephrostomy tube had fallen out
while a CNA was assisting her in the bathroom.
Resident 1 was sent to the hospital to replace the
tube. :

The nephrostomy care plan was.updated with an
approach to, "Ensure fubing is secure prior to
transfers/turning resident to prevent
dislodgernent." Nursing was the discipline
assigned.

How the facility plans to monitor ifs
performance fo make sure that solutions
wre sustained.

DON or designee to evaluate staff that are
caring for residents with nephrostomy
tubes 3x/week x 4, then weekly ongoing,
Any negative findings to be reported to
the QA committee to ensure facility
compliance.

Individual responsible:

Director of Nursing

Date of completion:

February 4, 2022
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On 4/2/20, a shortterm care plan was
implemented by the DSD regarding the dislodged
tube. The care plan included three nursing
approaches to maintain Resident 1's tube. The
approaches were;

1. Monitor site for signs of infection,

2. Noftify MD of any changes,

3. Secure tubing before moving/transferring
resident.

The three interventions listed Nursing as the
responsible discipline. No additional interventions
were listed for CNA's.

On 5/27/20 at 3:38 P.M., LN 1 documented the
tubing had, "...came off by accident..." while a
CNA was assisting Resident 1 into bed. Resident
1 was sent to the hospital to have the tube
reinserted. LN 1 added a short-term care plan,
listing the goal to not have any complications
from the tube removal. Seven approaches were
listed, all were the responsibility of nursing staff.
None of the seven approaches involved
transferring of the resident. None of the
approaches were assigned to the CNA's.

On 7/26/20 at 6:27 P.M., LN 2 documented the
nephrostomy tube had come out. No explanation
was given for the dislodged tube. Resident 1 was
sent to the hospital to replace the tube.

On 7/27/20, a shori-term care plan was
implemented by LN 3 regarding the dislodged
tube. The care plan included four nursing
approaches to maintain Resident 1's tube.
Nursing was the discipline assigned to the
approaches.

On 9/20/20 at 5:15 P.M., LN 4 documented that a
CNA had asked him to assess Resident 1's
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nephrostomy tube. LN 4 documented the tube
was leaking, and had been pulled out of Resident
1's body approximately 20 centimeters (7.8
inches). No explanation was given for the
dislodged tube. Resident 1 was sent fo the
hospital to replace the tube.

On 8/21/20, the DSD implemented a short-term
care plan regarding the dislodged tube. The care
plan included one approach, with the discipline of
Nursing assigned. The approach was, "Send
resident to (hospital) for further assessment." No
further interventions were listed.

On 11/16/20 at 3 P.M., an intarview was
conducted with the Director of Nursing (DON).
The DON stated she investigated each incident of
dislodgement. The DON stated, "Probably the
DSD did education for the CNA's..." The DON did
not have evidence of the education. Per the DON,
the care plan should have been updated with
approaches appropriate for the CNA's, such as
checking the tubing before transferring the
resident. Per the DON, the care plans were,
"Mostly for nursing." The DON stated the
Interdisciplinary Team (IDT, a group of healthcare
professionals who work with the resident to
create an individualized plan of care) did not meet
to discuss the dislodged tube. The DON stated
she had not considered an 1DT regarding the
nephrostomy tube.

On 11/16/20 at 3:30 P.M., an interview was
conducted with the DSD. The DSD stated the
CNA's report to her. The DSD stated she had not
done any education or training for the CNA's
regarding the nephrostomy tubing, and she was
not aware CNA's were involved in the tubing

disiodgement except for the 4/2/20 incident. Per
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the DSD, the DON was responsible for
investigating the reasons for the tubing coming
out. The DSD stated the DON had not informed
her of any additional investigations for Resident 1.
The DSD stated the IDT would need to
investigate the rationale, and update the care
plan to reflect any changes for Resident 1. The
DSD stated the IDT could discuss different ideas
for maintaining the tubing among all of the
caregivers, especially CNA’s. Per the DSD, "The
role to investigate, and t6 conduct an IDT, is the
DON's,"

On 11/16/20 at 4:40 P.M., an interview was
conducted with the DON. The DON stated she
had interviewed Resident 1 following the first
incident, but nobody interviewed Resident 1 or
the other caregivers after that. The DON stated,
"We absolutely did not investigate the reasons for
the dislodgement, We should have. And we
should have held an IDT to determine the best
way to prevent it from happening again."

Per a facility document, revised 3/1/14 and
entitled Cerlified Nurse Assistant (CNA) Job
Description, "...Transfer-...Use correct transfer
technique and equipment according to pian of
care.. Assist with the planning, implementation
and evaluation of plans of care for assigned
residents and report information about
conditions...and suggestions for alternative
approaches..."

Per a facility policy, revised January 2011 and
entitled Care Planning - Interdisciplinary Team,
"Our facility's Care Planning/Interdisciplinary
Team is responsible for the development of an
individualized comprehensive care plan for each
resident...2. The care plan is based on the
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resident's comprehensive assessment and is
developed by a Care Planning/Interdisciplinary
Team which includes...j. Nursing Assistants
responsible for the resident's care..."

Per a facility policy, revised August 2006 and
entitted Using the Care Plan, "The care plan shall
be used in developing the resident's daily care
routines...2. The Nurse Supervisor uses the care
plan to complete the CNAs daily/weekly work
assignment sheets...3. CNAs are responsible for
reporting...any change in the resident's condition
and care plan goals and objectives that have not
been met..."

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES fa) PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
™G REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
FF 656 | Continued From page 6 F 656

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: E51511

Facility ID: CAQS0000012

If continuation sheet Page 7 of 7




"JU2pISal
SUIAOUI 2I0Jaq PAIND2S ST Jurqng ATLIDA
0] YN “Parnoas St 90IAJD 2InSU 01

N1 ‘juswasowr SuLmp paBpofstp 108 pagposip
10U $20p FuIgn] SIMSUD 0] JUTIPISAI JO s1 Suqmy ;1 ampesoad oy
Suruonisod 79 JuTiing “19fsuen 41943 | pueisispun [[im Jyers SwsmN g
o1 Jo11d pand9s 9q pPoys 3uiqgm ], e /soe|d Ul SUIRWIAI
Suiqny Suumsus pue Fuqm
areo eqm Awojsomgdau | Suumoes Jo sourpodun a1}
UTOTRNSTOWS(] J0J TWI0] THOUISE3SS Y %OQBUQBOO puzsIspun J|im JJels wcmmh_ N T
Awoysomdou ~Fugm
UOIBNRBAT [BITUL) mQ puegy Joamo fagny Ui sjuapIsal Jo oreo sedoxd

Awroisorydap] 10] 2Mpad01d % A0104 puBISIopUn {[Im Jeis SusmpN |

IOMSTY 29 UOTISII) UOISSTIOSK(T ‘@IM}0a]

yd
.E\\EVNMM /\.V @w@sw‘s&"?_:«mcw_m NOQ M3iqieg Ylagezia/asa oxsu] AJ[ays 2l /oweN Jonasy] .04 Haquunp Jopiaod Asipney

Awoisouydan-Suigny :1afgns asanon)

NV1d NOSS31
ze/8e/1a1va WVYED0Hd NOHYING3



(0107 1290090 pasiAy) *ou] ‘SSVI-TUHEW 10070

280 1xat U sanuiuoD
“3eq aisEM,
pue ‘oderp o[uslg
‘pedispun ojqesodsi(]
‘ade) oArSOYpPY
159403 olI01S
182A0(8 UBa[D
‘PaIapI0 ST SN JI sdodioj/uiseq o[LIeIS/azned HXip/oul[es ojlIolS
SqBMS QUIPOI-SUOPIAO]
STUISSOIP UTRIP Xy ALINIS
1so8uey)) Sussaa( 10,4

~ e v G e o

sorfddug pue ywomdinby

'soBueyo Fuissaap unmp enbutoe) ojuols 98] ‘6
"PRIBpPIO S8 IO ‘SARp - Aioas sBuissaIp efusyn) g
sinoy yz urpm uid 1y8y o) 98ueys pnoys nq Apoorq oq Aeu yndino ‘uoriesul aqny Awosorydou oy /.
) ("AroreIedas
- indyno Awoysorydeu pue Areurm pioosy) “Ajojeredss sksuppy o1 pue 1ySu oy woxy jndino QINSBA] "9

'SINOY § Amag D

uay) {SINOY 7 X SINOY § AIAT  'q

UL} {SIN0Y § X IOy AJ0Ad Aj[Bniu] ‘v
'$MO[O] s Indino vinseajy g

"poposu se 1o ‘Ajyiuow Jeq aFeurerp ouwy)
"Papaau sk pue Jiys Jod souo Feq oFeureip Hdwry ¢

~ApeieIpouwu
ueloIsAyg SuIpuoNy oyl AJHOU pUB Xy S[MA)S UHM BWOK J9A00 ‘poSpofsip st Fuiqny o) j; 0
"BUIqN} SY} UL SYUR] OU 9q PINOYS 810Y], 'Q
"SADUPIY Y} JO [9A9] BT} MOTAq 2q pInoys afeures e
syuowssasse Suunp ode} o1 Jo AjBsur pue Furqny ot Jo Juswooed Yooy 7
A ‘SINOT} § A19A2 BAY] ‘aqn) Awojsorydau
91} JO UOTHasUL Joye 7 X SIN0Y  AIoAs BaIR YUR]} oY) Ul BuIpes[q JO SUOIIESIPUI J0F JUSPISI OU} SSASSY
SOUI[IPIND) [BIINIL)
‘Axessooau se sorjddns pue juowdinbe sjquisssy ¢
"JUSpISol o) JO Spesu [eloads Aue J0} §s05s8 0] up]d areo S, JUOPISII Oy} MAIATY 7
*20psood s111 103 Jopio s, uroIsAyd e ST o1oU) ey AJLIDA  °y

noyeavdasg

'aqn} Aurojsoaydou
snosuginosod € Yim JUSpISSl O} JO 918D ) 10] sourpepind apraoad o) st ampeooad sy Jo esodind eyj,

asodang
II1 [9427]

Jo axe)) ‘oqn I, Amoysoaydon




{010Z 1990100 PAsIANY) dUl 'SSVI-TEIN 10070

(FOEOATYINSH) 11

1694 ‘#894

(9 YvO) {H uonoag

"poSposIp seWI0aq agni Y} J]

10 {2915 BUISSaIp Syl PUNOIB UMOPNBIIG UR|S JO SuBig

‘oqn] oy JO UOIONAS]O JO SUFLS J0 oqn} ojedLIL 01 Ajqeu]

‘stejaureaed paysigeise mojeq mdmo Jo ndino paonpay

{0)1S TONIASUT 91} 18 UOKDAJUT JO sudis 1eyjo 1o ‘uted Jo s)10dad ‘UONBWIEIEUL *SSaUPay]

S
14
't
T

!

yetorsAyd o1 01 swojdwiAs 1o sugis uImoljo] oy jo Aue jodey

Sun.iodoy

"oanpacod o) Furinp JUepisal o) wolj sjurepdmiod 1o swerqod Auy
PuB ‘oS uIssaIp OUI PUNOIE UMOPIBIIQ BIYS JO sudig

‘uoponnsqgo equl jo sudig

‘(ssotrapua ‘Gurioms ‘ssaupal ‘sad) suonosyul Jo swoydwiAs pue suSg
{(ndno uopeSial 10) oeuresp Jo wnowe pue Apferb ‘ojon
:aanpaocad o) Funnp pouTEIGo BIRD JUSTISSASSY

'ampaooad e o3 esuodsar s Juapisal oy,

"21npaooid ouy pauriofrad oym (S)uosiad oy} JO aIn). puw dweN

‘pouriopiad sem ampoooad oyl ewmn pue 91ep oY,

S5 sd &

b
€
C
1

‘PIOORI [BOIPSU § JUSPISAI O} Ul PAPI0OAT 3¢ PIROYS UOTIRWIOIUT FUIMO[]0F 8y,

UoneIua uwmo(y

"AjIARIS Aq UTRIp 01 UOTIN[OS S} MO[[8 Pue oqny s3euteIp oy 0] aqn) Awojsosydeu
Ayt yoeneas pue oFuLIAS U} 2AOWRI ‘D0URISISAT §1 2101 J] “0SULIAS SU} ojul Yorq Sul[es oY) ojerdse A[Mo[g

HNITVS 40 TN
£ NVHI 70N HIIM E1VOTIHI LON O "oqu Awojsorydau o) oju ouijes Jo [W ¢-7 [HSUl A[molg

‘Aressooat J1 “reydepe opew v Buish aqn) Awoisoaydou oy} 0 S3ULIAS 3] 100UU0))

'sdno o1193s 11 53qn) )0q JO spus 9y 208]d pur sAGN] B1)) 109UUISIT

'SQBMS [OTJOO[R JO QUEPOT YIra oqul ageuresp oyl pue aquny Awojsoaydou ous usemioq uonoun( oyl esues]n)
's8A0[3 11038 uo nd pue spuey Jnok Ysem

‘o3uL14s payij-eid pue ‘sqems Joyoo]s Jo aurpor ‘spud ozned uadQ

en o Wi B e oo




2 7 s L gy
227?22?@%- QX Ua°”>?(:// sy
Z.Qx/ ’6/} j/;:jm‘g}?j/ﬂ ;\’Wz c_fﬂ*l a4 .
/C’C»//é"zl { W}/% ‘e :}")-ﬁ‘fwo L vf?/#?@h/ 77 W}M‘V g
*f’f/ﬁ// = /W/?’W/@g‘ 01
<= 77 IR PN
/M/ b j) ). 274y Lol 1=y o
“7/ Lz e D M
CUEZIT[ fetf mffuette) T Todo T wiussary.,,
2C/§2/70 GG ST A G
WU /U= | NP7 RpulBy) 1101
71 //M’/ / CLTOp S T
74 Tyt | ryeg A
wgle, | i g oy ey
w/ﬁ/ / : o LA WjSUY) |
w//(ﬁ//ﬂ ot Wﬁiff = %W.m%«/ Vs ,,/
Y NN Al o,
[y i/ e
65/ 86{1 ———-:“" 7 %U@\W% WA
€e|8ti] O K yopg ot*r']

UOISSNISTP ‘IN1087T 190[AIG-UT/SUTUTRIT, JO POYIRIA

U Og YIBueT 77/8T/1 19re(

2IBUIIS (JSA OYSUT AJ[OYS QWeN] J0)onIsu|

ODH ABMO WOWEN A8 $€£0-4 IequINN JOPIACIJ ANTIR,]
s Al/sIorerie))/AwoisorydoN-3uign [, :OfILL, 9SIn00) 991410S U|

1997 § U USIS 9JIAXSG-U]



0T
‘61
‘81
‘LY
‘91
ST
0!
€1
4!
Ty
‘01

N £ P -
LNV ETRS ) | A Reh W
eI 7 TINIG ) 2 B2 N AL I

1247 , Ay, . V@ 20 s
FEL )| el eyl
<E 19 )| A s | R MMWLF,
c\eV | BB N T R YO )
-zz/ ;9/‘5 74 IV E

UOISSTOSIP “0IN09 100TAIOS-U/Burures JO poulaN
UIW Q¢ [8uS] 7Z/87/1 21e(l

M AR 10InIBUSIS (TSI OYSUL AJ[9YUS DWBN] J0IONNSU]
QQH &Bmod QWEBN ANI98] $€L0~ IOqUINN] IOPIACIJ AlI[1oR ]
SAl/sIejeyren /AwolsorydaN-Suiqn, ], (97T, 9SIN07) 901AIS U]

1994 S uI UsIS JIALGS-U]




