
• 
i;lEPARTMI;NT OF HEALTH AND HUMAN SERVICES 

COURTYARD CARE CENTER 

F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of PubHc Health during 
investigation of an abbreviated survey regarding a 
Complaint conducted on 5/19/14 end 5/20/14. 

For Complaint CA00398444 regarding Resident 
Neglect, Federal detJolenoles were identified (See 
F241 and F246). 

llnsp<>cti•>n was limited to the specific complaint 
investigated and does not represent the findings 

·of a full inspection·ofthe faciflty. 

Representing the Cslifomia Department of Public 
Health: 29260, Health Facilities Evaluator Nurse, 

F241 483.15(a) DIGNilYAND RESPECT OF 
SS.O INDNIDUALITY 

.The facility m'ust promote care for residents In a 
I manr1erand in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her indMcluality. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation and Interview, the faci!lty 

failed to ensure one of two residents {1) was 
I tNlattld with dignity and respect when her. hair 

was not combed slnce she returned to.the fac"ility 
In November, 2013 and was not showered on ~ 
n!gular basis. Findings: 

Resident 11S clinical record was reviewed on 
5119/14. Her minimum data set (MDS, an 
assessment tool) dated 5/1 0/!41ndlcated she 
needed extensive assistance with combing her 
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Acronyms: 
CCC- Courtyard Care Center 
DON- DireCtor of Nurses 
UM- Unit Manager 
DSD- Director of Staff 
Development 
LN- Licensed Nurse 

I 

QAPI- Quality Assurance and 
Performance ImprOvement 
CNA -Certified Nursing Assistant 
FM1- FamilY Member 1 
MOD- Manager of the Day 
SSD- Socia:! Service Director 
PCC- Point Click Care 
HIM-Health, Information 
Manager 

F 241 Dignity and Respect of 
Individuality 

It is the policy of CCC to ensure 
that each resident will receive 
the necessary assistance to 
maintain ga:od grooming and 
personal hygiene. 

Corrective Action 

On 5/19/14, SSD called FM1 
via phone to follow up on 
resident 1's:hair cut appointment 
and cost. FM1 replied that she 
was still looking around and will 
let SSD know as soon as she 
has the infolmation. SSD 
responded and told her to let 
facility know as soOn as-possible 
for follow up. Attempts were 
made by SSD to contact FM1 

c 
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F 241 Continued From page 1 
hair. 

During an Interview on 5/19/14 a12:37 p.m., 1he 
director of nurses {DON), stated staff complete a 
skin integ(rty sheet each time a resident has a 
shower. She reviewed Resident 1 's medical 
record and stated she did not find any 
documentation indicating she had a shower or a 
skin check during May, 2014. Resident 1 's 
shower days were scheduled for Wednesday and 
Saturday. 

During an Interview on 5/19/14 at 2:10p.m., 
oertlfled nuJSe assistant B (CNA B) stated when 
Resident 1 returned to the facility in November, 
2013 from the acute care hospital, her hair was 
very tangled and could not be combed. She 
stated she then reported it to the charge nurse, 
registered nurse C (RN C). She further stated 
family member (FM) 2, stated she was coming to 
cut the resldenrs hair, but did not. She further 
stated she tried to comb Resident 1 's hair, but it 
was 100 tangled. 

During an interview on 5/19/14 at 3 p.m. wtth the 
social service manager (SSM), she stated it was 
brought1o her attenton on 5/S/14 by FM 1, 
Resident 1's hair had not been combed. She 
stated the next day FM 2 stated she would take 
Resident 1 to the hair salon as her hair was too 
ourly to be brushed. SSM stated FM 2 wanted to 
lake the resident to the salon and have the facility 
pay for it. SSM further stated she was waiting for 
a quote from FM t on how much It would cost to 
have Resident 1 's hair professionally oombed out, 
but FM 1 never got back to her. She stated 
Resident 11e hair had not been brushed since 
November, 2013. 
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F241 untiiS/6/14, when SSD left voice 
mail for FM1 if she will allow 
facility to initiate hair cut 
appointment. On 6/16/14, FM1 
agrees. On 6/24/14, an 
appointment is set with Image IE 
Salon at 46 W Julian St, Ste 
225, San Jose CA95110 at 
10:00 am. 

other Residents Affected 

Current residents were reviewed 
for grooming and no other 
residents were found to be 
affected. 

Systemic Change 

DSD/Designee will in-service 
licensed staff (LN's and CNA's) 
on the policy on nursing rounds. 
This includes but not limited to 
the following: ensure safety and 
comfort of the residents, to 
assist in continuity of care, and 
to identify potential change in 
condition. The procedure will 
include observing residents on 
grooming and dressing i.e. hair 
combed (men and women), oral 
care, and lack of odor. 
Moreover, a review of the policy 
on routine resident care will 
also be in-serviced with 
emphasis on daily personal 
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F241 Continued From page 1 
hair. 

1 ~::~~a~n1lntervlew on 5119/14 at 2:37p.m., the 
1 • i nurses (DON), stated staft complete a 
skin Integrity sheet each time a resident has a 
stlower, She reviewed Resident 1 's medical 
record and stated she did not find any 
documentation indicating she had a. shower or a 

days were scheduled for Wednesday and l
s~k~ln~c~hoo1~k during May, 2014. Resident 1's 

I 
;;1~:~an interview on 5/19/14 at 2:10p.m., 

nurse assistant B {CNA B) stated when 
1 returned to the facility in November, 

2013 from the acute care hospital, her hair was 
very tangled e.nd could not be combed. She 

I 
stated she then reporte-d it to the charge nurse, 
registered nurse C (RN C). She funher stated 
family member (FM) 2, stated she was ooming to 

1 cut the resident's hair, butdld not. She further 
stated she1rled to oomb Resident 1 's hair, but ~ 

100 tangled. 

During an interview on 5/19/14 at 3 p.m. with the 
social service manager {SSM), she stated It was 
brought to her attention on 518/14 by FM 1, 
Resident 1 's hair had not been combed. She 
stated the next day FM 2 stated she would take 
Resident i to the hair salon as her hair was too 
cuny to be brushed. SSM stated FM 2 wanled to 
take the.resfdent to the salon and have the facility 

1t. SSM further stated she was waiting for 
from FM 1 on how much ~would oost to 

Reslaern 1'$ haJr professionally combed out, 
but FM 1 never got back to her. She otated 
Resident 1 's hair had not been brushed since 
November, 2013. 
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hygiene. This will include 
combing of resident's hair every 
morning. OSO/LN's will do 
random daily checks for 
personal hygiene Issues. 
Assigned MOD's will do rounds 
on weekends. MOD's will 
include any trends or 
discrepancies In their MOD 
report on the next business day. 
LN's willlnltJate an assessment 
for newly admitted/re--admitted 
residents. This is to include the 
general appearance of the 
resident via the nursing 
admission data collection form. 
Grooming needs will be added 
in the PCC communications tab 
(24 hour report) and will be 
discussed In the daily morning 
stand up meeting. 

Monitoring 

OSD/Designee will report any 
grooming/ personal hygiene 
issues during the dally stand up 
meeting. 
HIM will audit the nursing 
admission data collection within 
72 hours of admission or re­
entry. Moving forward, resident 
shower schedules will be 
reflected in the TAR(treatrnent 
administration record) 
UM!De.signee will do a weekly 
audit of the TAR to identify 

Investigate as to cause 

c 
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F241 Continued From page 2 
During an Interview on 5/19/14 at 4:45p.m. with 
the director of nurses, she stated It was too long 
for Resident 1 to go without l'lavlng her hair 
combed. She further stated It should have been 
combed before.thfs. 

Revlewoftholaclllty'S policy, revised 0912011 for 
routine resident care indicated, noauy personal 

I 
hygiene minimally includes assisting or 
encouraging residents wlth ••. combing their hair 
aaoh momfng ... ~ 

F246 483.15(o)(1) REASONABLE ACCOMMODATION 
ss.o OFNEEDwPREFERENCES 

A raeldent has the right to reside and receive 
·services In the facility With reasonable 
acoommocfatfons of fndMdual needs and 
preferences, except when the health or safety of 
the Individual or other residents would be 
endangered. 

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

-'' 
review the facility failed to accommodate the 
needs ot one of two residents (2) 'Mien his call 
light was not visible or positioned Mthln reach. I Inability to access the call light had the potential 
for a delay in care end a risk of falling. Findings: 

Resident 2's clinical record was reviewed on 
I 5/20114. ' r 

During an observation en 5/19/14 at 145 p.m., I 
I 

Resident 2 was up in his wheelchair, positioned 
on the right side of his bed facing the head of his 
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F241 and update the care plans as 
appropriate. Any trends, 
discrepancies andlor non~ 

~ffll1 compliance of staff will be 
discussed in the monthly QAI'I for 
evaluation and resolution. 

Completion Date 
6/19114 

F248 F 246 Reasonable 
accommodation of 
needs/preferences 

It is the policy of CCC to ensure 
that call lights should always be 
placed within easy reach of the 
resident. 

Corrective Action 
On 5119114,Upon 
identiflcation,CNA-A positioned 
the call light within reach of 
Resident 2 while in room. The 
following day, DSD and UM did a 

&lf1/14 facility round to ensure that all cell 
lights ere within reach. UM 
verbally coached CNA-A to place I 
call lights within reach at all times 
when residents are In their rooms. 

Other Reaidents affeetad 

Residents currently residing ln 
CCC may be affected by this 
deficient practice. 
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bed. His call light was not visible or wi1hin his 
reach. 

DLirlng an interview on the above date and time 
with Resident 2, he stated he ooold not reach the 
call fight in an emergency as it was over on the 
left slde of his bed and he was parked on the right 
side. He stated, "1 can't reach the call light if I'm in 
trouble.• 

Curing an interview on the above date and time 
with certified nurse assistant A. he stated he was 
not aware of Resident 2's needs regarding 
positioning of the call light. He further stated he 
should have placed the call light in the mldcfte of 
the bed where the resident could use h, but 
1-ad.left ~hanging off the left side of the bed. 

Review of the facility's policy, revised 09/2011, 
Resident Care indicated, acan lights should 
I always be pla<*l within easy reacll of the 
resident.~ It further indicated, "The callligh1 
should be easily aceessible to the resident at all 
times.• 
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F 246 Systemic Change 

DON/Designee will in..service 
licensed staff on Routine Resident 
Care policy that include: 
'call lights should always be 
placed within easy reach of the 
resident" In addition, the 
OSDILN's wlll do dally rounds on 
different times of the day to check 
if the call lights are situated 
appropriately and within reach of 
residents when they are in their 
rooms. Assigned MOD's will do 
rounds on weekends. MOD's will 
include any trends or 
discrepancies in their MOD report 
on the next business day. 

Monitoring 

The DSD/Designee will include 
call light checks In his/her report 
during the morning stand up 
meetings. 
Non- compliance of staff, trends 
and discrepancies will be 
discussed durln'g the monthly 
QAPI for evaluations and 
resolutions. 

Completion Date 

6/19/14 

DATE SURVEY 
CCt.4PLET!O 
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