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INITIAL COMMENTS

The following reflects the findings of the
Department of Public Health during an

Abbreviated survey. -

Complaint Number: CA004451 36 - Substantiated
Complaint Number; CA00445590 - Substantiated

Inspection was limited lo the spsclfic complaint(s)
Investigated and does not represent the findings
of a full inspection of the facility.

Representing the Depariment of Public Health:
Surveyor: 06816, REHS, HFE 11

Highest Severity and Scope: D
483.20(d), 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
lo develop, review and revise the resident's
comprehensive plan of care.

The facliity must develop a comprehensive care
plan for each resldent that Includes measurable
objectives and timetables to mzet a resident's
medical, nursing, and mental and psychosocial |
naeds that are idenfifled In the comprehensive
assessment,

The care plan must describe the sarvices that are
lo be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosoclal well-being as required under
§483.25; and any seivices that would oltherwise
be required under §483.25 but are not provided
due fo the resident's exercise of rights under

"F 000

F 279|

Centinela Skilled Nursingand
Wellness Centre West submitsthis| - | .
Plan of Correction as the part of
the requirements under state and
federal law. The plan of correction
is submitted in accordance with
specific regulatory requirements. it
shall not be construed as
admission of any alleged deficiency
cited or any liability. The provider
submits this'plan of correction with
the intention that it Is Inadmissible
by any third party in any civil,
criminal action or proceedings
against the provider or its
employee, agents, officers,
directors, or shareholders.

The provider reserves the right to
challenge the cited findings if at
any time the provider determines
that the disputed findings are
relied upon in 2 manner adverse to
the interests of the provider either
by the governmental agencles or
their party. '

F279

Caorrective action for residents
found to have been affected by
this deficlency:

Comprehensive care plan was
immediately developed to address
the medical, nursing, mental, and
psychosocial needs of the resident. |
Speciflc care plan developed to
address resident’s specific needs

y 4
LABORATORY DIRECTOR'S OR PROVIDE|

LIER REPRESENTATIVE'S SIGNATURE

. Jﬂ/ﬁ”l/&ﬁ?ﬁ/

(%6) DATE

13/L5

TITLE

f la tending with an aslerisk (*) denotes a deficloncy which the Institullon may ba excused from corraciing providing A I dstermined that
g?tyerd:ar‘;m; ptrc;vn;: suﬂkxlgm proleciion to m(;)paﬁents. (Seo mm:lion&) Excep! for nursing homes, the findings slaled abave ate disclosable 80 days
foliowing ihe dale of survey whether or not a plan of coraction Is provided. For nursing homas, the above findings end plans of correcllon era disclosable §4
days lollowing Ihe date thase documents are made avallable lo the facliily. If deflctencles are clied, an approved plan of carreciion Is requlsiie to canlinued

program pariicipallon. \
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during transfers from bed to
F 279 | Continued From page 1_ Fare wheelchairr and vice versa. Care _—
. 5‘?%%%%‘?1%4‘“9&&“9“‘ to refuse freatment |- "~ plan indicated step-by-step praces:
under §483.70(b)(4). during resident transfer from one

surface to another. The Director of
Nursing and Director of Staff

is REQUIREMENT I3 not met as evidenced ‘
;;‘;s EQ NT meta Development also in-serviced staff (a//&)/j
Based on observation, interview and record to transfer resident to wheelchair

review, the facility falled to develop a three times a week as tolerated fory b / k&) / ﬁ
L comprehensive plan of care that addressed socialization and activities on /
specific inlervention on how to transfer a resident 6/19/15 and 6/30/15.

who was totally depehdent on staff for one of one

resident (1). This deficient practice had the Corrective action for residents

potential for the resident ta experience discomfort o that maybe affected by this

and possible Injury during transfer. deficiency:

Findings: ' The MDS coordinator and the

According 1o the admission record, Restdent 1 assistant MDS coordinator will

was admitted to the facliity on 5/16/2015 with review residehnts‘ initial care plans

diagnoses that included chranic obstructive with in the 5" day of admission.

ulmonary disease (COPD, lung disease), The Director of DON will review

p ry

abnomalily of galt, muscle weakness, paralysis : the care plans for newly admitted

agitans (involuntary tremors), lumbosacral and readmitted residents on a

spondylosis and general osteoarthrosis. weekly basis.

_ The Director of Nursing Servi

Arwi ot i Ot St DS, Dreser ot e pivion | ol
assassment care screaning tool) dated 5/22/2015 : have In-serviced staff regardin )
indicated the resident was Independent with her > = garding

cognitive skills for daily decision- making. The appropriate transfer techniques b/ga/,;
resident was totally dependent on staff for using the lift and lifter sheet on

transfer with one person physical assist, 6/19/15 and 6/30/15.

There was a care'plan dated May 16, 2015 lor Measures that will be put into

impalred physical functioning, as manifested by , place to ensure that this

required extensive assistance during transfer. deficiency does not recur:

The goals indicated the resident wili be able to
attain highest functional mobility/ADLs daily within |
three months, The approaches included provide

assistance wilth ADLs performance every shift |
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F 278 | Continued From page 2

and as needed, malntain safe and hazard free
T = |environment, and assist during Iransfar with
safely, and provide enough support during
transfer. The care plan did not address speclfic
interventions on how to transfer a resident who
was lotally dependent on slaff.

During an interview and record review, the
director of staff development on June 16, 2015 at
4:45 p.m., he was unable to provide care plan
that addressed how (he resident will be

. | transferred from one surface (o another.

F 312 [ 483.25(a)(3) ADL CARE PROVIDED FOR

$$=D | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
 daily living receives Ihe necessary sevices fo
maintain good nulrition, greoming, and personal
and orel hygiene.

This REQUIREMENT Is not met as evidenced
by:

gased on observation, interview and racord
review, he facilily failed to ensure a resident who
was assessed as totally dependent on staff for
transfer was assessed for safe and comfort
transfer for one of ona sample resident (1). This
deficient practice resuited in the resident
complaining of discomfort during transfer.

Findings:

According to the admission recard the resident
was admitted o the facifty on 5/16/2016 with
diagnoses that includad chronic obstructive
pulmonary disease, (COPD, lung disease),

The Director of Nursing and

F279 Director of Staff Development will

~ 7~ spot-check staff during resident
transfers from bed to wheelchair
and vice versa on a weekly basis.
The Director of Nursing and
Director of Staff Development will
conduct on-the-spot in-service If
inappropriate technique is noted
upon transferring the resident.

Measures that will be
Implemented to monitor the

F 312 continued effectiveness of the
corrective action taken to enisure
that this deficiency has been
corrected and will not recur:

Trends and concerns will be i
communicated to the quarterly QA
steering committee by the Directod
of Nursing for further review and
recommendations.

F312
Corrective action for residents
found to have been affected by
this deficiency:
"Interdisciplinary Team meeting
: was immediately conducted with
the resident to address resident’s /
preference to be transferred to (2/” /j
wheelchalr for socialization and
activities on 6/17/15. Social worket
was able to recover the resident’s
personal wheelchair. IDT
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developed a care plan to safel
F 312 inued Fro P P y and
Conl nuesl m p age 3 . F 312 comfortably get the resident out-
| abnarmelity of gail, muscle weakness, paralysis | " of-bed threetimesa weekas |
R agitans (Involuntary remars), lumbosacral tolerated for socializati o
spondylosis and general ostecarthrosis, activities rsqcafzation an
A review of the Minimum Data Set (MDS, an )
assessment care screening tool) dated 5/22/2015 Corrective action for residents
Indicated the resident was independent with her that maybe affected by this
cognitive skills for daily decision-making. The deficiency:
resident was (otally dependent upon the nursing !
staff for Irang.fer with one person physical assist, Interdisciplinary Team will review
The resldapls functional renge of mation the residents’ needs related to
limitations indicated right and left lower ) getting out-of-bed (OOB) with in
extremities impairment, and used wheelchair as th . I
il I 5" day of admission. Nursing will
assistive device for locomolian on and off the create an appropriate plan of care
unit. .
to carry out QOB orders and
Puring an interview on June 16, 2015, at 3:40 update quarterly and as needed.
p.m., Resldent 1 stated, "she would love {o get up . '
out of bed and socialize with other residents, but Measures that will be put into
the staff have a hard lime transferring me from place to ensure that this
the bed using the mechanical lift to the deficiency does not recur; .
f wheelchair." The resident further stated, “I had
bm;; own ‘\n(hee.lctl;a:;:;llhe !c;;l;e’r _ﬁ]ﬁli{y | ;:'ast in The Director of Nursing and
efore going n ospltal.” The residen Director of Staff Devel t
staled she was uncomfortable In the facility's ‘do spot chec,; to :;‘;fof::;r; wil
wheelchalr and staled, | am upset that | cannol resident transfers from bed to
have my wheelchair from the previous facility.” wheelchair and vice versa on a
In an Interview with the director of staff developer weekly basis. The Director of
on June 16, 2016 al 4:30 p.m., when asked if why Nursing and Director of Staff
he sald the resident was confused and was spotin-service if inappropriate
unable to make her needs known. technique Is noted upon
F 323 ( 483.25(h) FREE OF ACCIDENT F 323 transferring the resident.
§8=D | HAZARDS/SUPERVISION/DEVICES ~ .
Measures that will be
The facllity must ensure that the resident Implemented to monitor the
environment remains as free of accident hazards
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N continued effectiveness of the
F. 323 | Continued From page 4 F 323 corrective action taken to ensure

| review, the facility falled to ensure the staff were

resident (1),

as Is possible; and each resident receives ,
adequate supervision and assistance devices to
prevent accldents,

This REQUIREMENT is hot met as evidenced

by: :
Based on observation, interview and record

Iralned on how to transfer restdent appropriately
to prevent injuries and [o ensure the resident was
Iransferred comfortably for one of one sampled

Findings:

Duwiing an interview on June 18, 2015 at 3:40
p.m., Resldent 1 slated, "she would love to get up
oul of bed and socfalize with other residents, but
the slaff have a hard {ime transferring me from
the bed using the mechanleal lift ta the wheel
chair.” The resident further stated, she was
placed backward in a swing that lifis her out from
her bed in a "hogtled position.” . :

in an interview with cerlified nursing assistant A
(CNAA), on June 16, 2015, on the 3-11 shift, at
4:00 p.m., when asked how residents are
transferred from the bed fo a wheelchair, CNAA
staled, "l get another staff member lo asslst and
we do a two person assist. " When the surveyor
aska If they use a mechanical lift for transferring
residents? CNAA slated she does not use the i,
and it is much faster to transfer residents with the
assistance of anothsr CNA.

in an interview the Director of Staff Development

— - | ———thatthisdeficiency hasbeen

corrected and will not recur;
Trends and concerns will be
communicated to the quarterly
steering committee by the Directo
of Nursing for further review and
recommendations.

F323

Corrective action for residents
found to have been affected by
this deficiency:

Interdisciplinary Team meeting
held immediately to assess
resident’s concerns during
transfers on 6/17/15. Care plan
was developed to provide
appropriate transfer techniques
using the [ift and lifter sheet.
Resident educated regarding risk
and benefits of getting out-of-bed
and resident verbalized
understanding on 6/17/15, .

LIS

e/

Corrective action for residents
that maybe affected by this
deficiency:

Nursing will assess the residents’
needs for safe transfers from and
surface. Care plan for transfers will|
be initiated with in the first 5 day
of admission and quarterly and as
needed.
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F 323 | Conlinued From page & - F323 Measures that will be put into
(DSD) at'4:15 p.m. stated, “Staff are provided — - —place 16 ensure that this o
" |'niialiraining during thelr orfentation. No further deficiency does not recur:
training fs provided regarding the use of :
mechanical lift. However, when asked to review . .
the training records for the mechanical lift used The Director of Nursing and
for resident iransfer, the DSD stated, the Iraining Director of Staff Development will
is provided upon inillal orientation and in-service | in-service staff regarding safety in
training does not include the mechanical lift. transferring residents from any
When asked to réview he lraining logs, there surface. The Director of Staff
were no legs avallable for review. A Development will provide staff
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 training related to appropriate use
§8=p | NEEDS : (of the lift and lifter sheet during o/l q (
. . the new hire orlentation. Existing
The facliify must ensure that residents receive staff members have been oriented (9/ Z bl /
E;‘;:’?arl tsrz?é?;:gt and care for the following on 6/16/15 and 6/30/15. 4
Infections; .
Pirent,eral and enleral fiulds; Measures that will be
Colostomy, ureterostomy, or lleostomy care; lmptlieme:tefc: et; ‘:Inonits:;tfrli
Tracheostomy care; ‘ Continued e ene. e
Tl'"acheal su";gonmg’; corrective action taken to ensure
Respiratoty care; that this deficiency has been
Foot care; and corrected and will not recur:
Prostheses. Trends and concerns will be

This REQUIREMENT is notmet as evidencad

Based on chservation, interview and recorg
review, lhe facillty failed to ensure resident
recelving oxygen has warning signs posted
outslde the resident's room for one of one
sampled resident (1). This deficient praclice had -
a potentia! for fire,

Findings:
On 6/16/2015, at 2:30 p.m., an unannounced visit

|

tommunicated to the quarterly
steering committee by the Directo:
of Nursing for further review and
recommendations.

F328

Corrective action for residents
found to have been affected by
this deficiency:

The charge nurse placed
precautionary oxygen in use sign

A
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F 328 | Continued From page 5 F 328 outside the door for room 28 on

was conducled to investigale a complainl. During
ﬁeinftiaﬂouroﬁhe‘faﬁmtﬁccompanled by the
facikity's administrator, the resident in room 28A
wes observed recelving oxygen. During ,
obsarvation, there were no warning signs posted
on the door oulside the room lo Indicate oxygen
in use.

At 2:45 p.m., In an Interview during the facility
tour, the administrator was asked if warning signs
are posted oufside the room whils oxygen was in
use. The administrator replied, "Yes, warning
slgns should be posted outside the reslden('s
room when oxygen is in use."

Areview of the facillty's policy and procedure
dated January 2012 for Oxygen therapy
stipulated to place "Oxygen in use" sign on
resident's deor when oxygen is in use, However,
there were no signs posted.

Corrective action for residents
that maybe affected by this
deficiency:

The administrator and both charge|
nurses checked all other rooms
throughout the facility and no
similar deflciency noted.

The Director of Nursing in-serviced
staff on keeping precautionary
oxygen in use sign outside of any
room that has an oxygen
concentrator inside on 6/19/15.

Measures that will be put into
place to ensure that this
deficiency does not recur:

The Director of Nursing and
designee will conduct daily
inspection to monitor compliance.

Measures that will be
implemented-to monitor the— |-
continued effectiveness of the
corrective action taken to ensure
that this deficiency has been
corrected and will not recur;
Trends and concerns will be
communicated to the quarterly
steering committee by the Direc?g ’
of Nursing and-Administrator for
further review and
recommendations.
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