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F 000 | INITIAL COMMENTS F 000
The following reffacts the findings of the
California Department of Public Health during an O
abbrevisited standard survey regarding two entity >
‘repartad incidents conducted on 10/26/12. = LA
e o 5
Entity Reported Incident CAC0330358 regarding gg -; E ¢
Quality of Care/Treatment was not substantjated. - oa f
Entity Reported Incident CADDS30308 regarding ‘ E% =2 d
Quality of Care/Treatment was substantiated and ~
a Federal deflclsnicy was identifisd (see F241).
inspeciion was limited to the specific entity
raported Inclident Investigated and does not
represent the findings of a full Inspection of the
facility.
Representing the Depariment of Healih Services:
10918, Health Facillties Evaluator Nurse, ) :
F 241 483.16{(a) DIGNITY AND RESPECT OF Fa241i) .. .
S8s lNDN?EJt)JALlTY - 1 Dignity and Respect of Individyality
The fachity misst promote care for reskients in a Residents affectad:
mannaer and in an environmant that maintains or
anhances each rasident's dignlty and respect in Resident 1 re-interviewed by the DON
full I'BCDQHMO['I of his or het individuality. and indicated no psychological hor
. ' physical harm was sustalned from
This REQUIREMENT Is not mat as evidenced lincident,
by:
Based on abservation, interview and record How to identify other residents having
review, the facility falled to ensure a residenfs \potential to be sifected and corrective
right to receive care in a respectful manner for | action taken:
ohe of lwo sarmnpled residents {1). Resident 1's . , i
syshrows were partially shaved by an unknown -
person, The-incident was distressing to the Facility rounds were done by DON and ED
resident's family. Findings: and no other residents were identified to
[ABGRATORY DIREGTORY

TTITLE (%6} DATE

Any defiokency stateme: ‘!l?"‘

X s e institution may be uxcucod from pmﬂdlng 1= detenmined that
oihor safeguards providesuffitidnt proleclion to the patients {See h‘!ﬂ\mﬂiuns.) Except for uasing homes, the ﬁmmeatm above ang disciosabk 90 days
fallowing the date of suwey whether or nat o plan of correction is previded. For nursing homas, meabuvefhdmgsand plans of estreciion are disclosable 14

days followind the dale these documents are made avallable to the fucility. fdoflolencles are diled, an approved plan of correction ls requisiie to centinued
progrem participation.
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F 241 | Continued From page 1 F 241 |have had their eyebrows shaved. Random { 10/26/12
: "~ |rasident checks will be conducted by all | & ongoing
Resident 1's record was reviewed on 10/26/12, managers By utilizing the QA tool and Findlrigs
The Minimum Dats Set (MDS, an assessment will be reviewed daily at stand up meeting.
tool) dated 8/16/12 indicated Resldent 1 had ‘

ghort and long term memory problems and
moderats dlifflculty in daity decision making skills,

During an obeervation on 10/26/12 at 8:30 a.m.
with the administrator (ADM), approximately half
the length of Rasldent 1's eysbrows were without
hair. The ADM stated Resident 1's eysbrows
“laoked shaven.” Resident 1 offered no comment
on what heppened.

In an Interview on 10/25/12 at 10:45 am.,, the
director of nurses {DON) stated the following. On
10/20/12, Resident 1's responsibie party (RF 1)
spoks to her regarding the family's observations
that Resident 1’s eyebrows had bsen shaven. A
dark eyebrow linar (make-up) was applied over
the length of hoth eyebrows. The DON
intarviewed staff members and found no witness,
or any staff member who admitted to shaving the
rasident's syebrows. The DON stated it was likely
done by & certified nurse assistant assigned o
provide care to the resident. The DON also stated

there was no facility policy and procedure
regarding staff sheving residents,

During an interview on 10/26/12 at 1(:45 a.m., a
ficensed nurse (LN A) recalied Resident 1's family
members were “upsef” about the shavan
eyabrows. LN A stated staff ware not allowed to
shave without asking permission from tha
resident or family.

In an interview on 10/25/12 at 1:40 p.m., RP 1
stated the family was upset and thought it was

‘ﬂndlngs of QA audit will be discussed in
quarteriy Mestings for 2 quarters,
I _

Systemic changes:

The CNA staff member who was identified 10/26/12
As assigned to resident’s care during the % ongoing
Incident was placed on administrative Jeave
for the period of investigation of four days)
from 10/22-10/26/12. The CNA recelved
disciplinary action to include suspension
nd probation with recommendation for
termination if further issues arise. The DSD
rovided an all shifts CNA in-service on
10/25/12 & 10/26/12 on Dignity and Respect
individuality, This in-service will ba
fovided quartarly as a prevention measure.
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F241] Continued From page 2 F 241
dangerous, "they could have cut' [Resident 1), No
one asked permission to shave the resident, and
if they had, RP 1 "would have sald no"
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