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F 000 | INITIAL COMMENTS F 000| Allegation of Compliance: This plan of correc- April 15,
| | tion is prepared and submitted as required by 234
. ) law. By submitting this plan of correction,
The following reflects the findings of the i Panorama Gardens Nursing and Rehabilita-
California Department of Public Health during the tion Center does not admit that
investigation of a complaint. | the deficiency listed on this form exist, nor

does Panorama Gardens Nursing and Reha-
| bilitation Center admit to any statements, find-
ings, facts or conclusions that for the basis for
| the alteged deficiencies. Panorama Gardens
Nursing and Rehabilitation Center reserves

Complaint Number: CA00888492

Representing the Department:
Health Facilities Evaluator Nurse(s): 39550

| The inspection was limited to the specific | the right to challenge in legal proceedings all
complaint investigated and does not represent deficiencies, statements, findings, facts and
the findings of a full inspection of the facility. | conclusions that form the basis of the defi-
ciencies.

One deficiency was identified for the Complaint
Number: CAC0888492 (Refer to Ftag 580).

F 580 | Nofify of Changes (Injury/Decline/Room, eic.) F 580
$8=D | CFR(s): 483.10(g}14)(i}-(iv)(15)

How corrective action(s) will be accom-

plished for those residents found to have
been affected by the deficient practice.

i §48310(g)(14) Notification of Changes. i On March 27, 2024, S5D informed resi-
(iy A facility must immediately inform the resident; dent 2’s family member (son) regarding
consilt with the resident's physician; and notify, the room to room transfer that was done
consistent with his or her authority, the resident on March 6, 2024. FM1 was informed
representative(s) when there is- that this was per resident's request. FM1
(A) An accident involving the resident which stated that he is okay with the room
results in injury and has the potential for requiring change.
physician intervention;

(B) A significant change in the resident's physical, How the facility will identify other resi-
mental, or psychosocial status {that is, a dents having the potential to be af-
deterioration in health, mental, or psychosocial fected by the same deficient practice
status in either life-threatening conditions or and what corrective action will be taken.

clinical complications); | ] .

(C) A need to alter treatment significantly (that is, - Allresidents have the potential to be
| & need to discontinue an existing form of | affected by this finding.

treatment due to adverse consequences, or to
| commence a new form of treatment); or |

(D) A decision to transfer or discharge the

resident from the facility as specified in

| |
LABORATORY DIRECTCR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X8) DATE

ety _of  Mursiag Oy~ /S W24
Any deficien b ending witn an asterisk {*) denoles a deficiency which the institution may be excused from correcting providing it is é&éfmined that

other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclesable 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 1o the facility. If deficiencies are cited. an approved plan of correcticn is requisite to continued
program participation.
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1 +
- 88D and designees conducted an audit
F 580 Continued From page 1 F 580 of the “Room Change Binder” for month '

§483.15{c){1)(ii}.
{il} When making nolification under paragraph (g)
{14){i) of this section, the facility must ensure that
all pertinent information specified in §483.15(c)H2)
is available and provided upon request to the
physician,
(If} The facitity must also promptly notify the
reskdent and the resident representative, if any,
when there is-
{A) A change in room or rocramate assignment
as specified in §483.10{e)(6}; or

| (B) Achange in resident rights under Federat or
State law or regulations as specified in paragraph
{e)10) of this section.
{iv} The facility must record and periodically
update the address (mailing and emall) and
phone number of the resident
representative(s).

8483.10(3)(15)
Admission o a composite distinct part. A faciiity

that is a composite distinct part (as defined In
§483.5) must disclose in its admission agreement
its physical configuration, inciuding the various
locations that comprise the somposite distinct
part, and must specify the policies that apply to
room changes between its different locations
under §483.15(c)X9).

This REQUIREMENT is not mat as evidenced
hy:

Hased oh Interview and record review, the facllity
failed to notify a resident * s responsible party
{FP) of a room change for one of three sampled
residents {Resident 2},

This deficient practice viclated the resident' s
and resident ' s RP " s right to be informed in
advance of a room change.

of March 2024 {o ensure that aff resi-
dents who recently had a room fo room
fransfer were informed and consent was
obtained. No other residents were af-
facted by this finding.

- On March 9, 2024, an in-service training
was provided to Social Services Depait-
mett (3SD) by the Assistant Administra-
for regarding the “Policy and Procedure
for Room to Room Transfer” with em-
phasis on notifying resident and / or res-
iderit representative in advance and ob-
taining consent prior to room o room
transfer. Room to room transfer will not
be conducled prior fo obfaining consent
with resident / resident representative.

What measures will be put inte place what

systemic changes the facility wiil to en-

sure that deficient practice does not recur.

- On Aprit 8 and 10, 2024, an in-service
training was provided v Licensed
Nurses by the Assistant Administrator
regarding the “Palicy and Procedure for
Room to Room Transfer” with emphasis
on notifying resident and / or resident
representative in advance and obtaining
cornsent prior {o room fo room fransfer.
{ivensed Nurses are aware that room fo
room transfer will nat be conducted un-
less consent is oblained from resident /
resident reprasentative.
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1 i i i
- Slartin rif 15, 2024, the facklity will ini-
F 580 Continued From page 2 F 580 e

Findings:

A review of Resident 2's Admission Record
indicated the facility admitted Resident 2 on
2{23/2024 with metabolic encephalopathy (a
condition in which brain furiction is disturbed
gither temporarily or permanently due to different
diseases or toxing in the body), dysphagia
{difficulty swallowing}, and cognitive
communication deficit (difficulty with thinking and
how somepne uses language). The Admission
Racord listed Resident 1° s RP as Family
Member § (FM1 ).

A review of Resident 2 ' s history and physical
dated 2252024 indicated Resident 2 did not
have the capacity to make their own decisions.

A review of Resident 2's Minlmum Data Sef
{MD$S- a standardized assessment and care
planning tocl) dated 2/27/2024, indicated
Resident 2 was abie o be understood by sthers
and was able to understand others. The MDS
indicated Resident 2 was dependent on staff with
toileting, shewers, upper body dressing, lower
body dressing, puiting on footwear, taking off
footwear, and personal hygiene.

A review of Resident 2 ' s Social Bervices
Progress Note dated 3/6/2024 at 3:39 p.m.,
indicated that Resident 2 was moved from Room
1 (R1) to Room 2 {R2) per resident * 5 request.
The form indicated that FM 1 was notified via
voicemail.

During an interview and congurrent record review

with Soclal Service ' s Assistant (88A) on

311412024 at 10:55 am., SSA reviewed Resident
. 2 ' s Social Services Progress Note dated

tiate ihe use of the "Nofification of Room
Change" form. This form will be com-
plefed by the 880 or designee prior to
conducting & room to room transfer. This
form wil be filed in the “Room Change
Binder” for tracking. The "Room Change
Binder" will be reviewed by the Assistant
Administrator weekly X 3 months,

Additionally, S50 will continue fo docu-
ment in the efectronic health record
{PCC) regarding room fo roum lransfer
including but not limited o resident and /
or representative communication about
the room transfer and wilf inciude resi-
dent or representafive consent to the
proposed room transfer.

Starting April 15, 2024, room to roon
trapisfers that was completed from the
previous day's will be discussed and
reviewed by the (DT including DON

and / or Assistant Administrator during
daily moming stand-up rmesting o ensure
compliance with the "Policy and
Procedure for Room fo Room Transfer”
Any issues will be reviswed by the
Agssistant Adminisirator {o review
compliance and evaluate need for further
fraining.

A
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F 580 Continued From page 3

316i2024 at 3:39 p.m. SBA stated that priorfoa
regident’ s roomn change, the facility will speak to
the resident and or the resident ' s RP to discuss
the room change and to get consent {permission}
for the room change, When asked if 88A spoke
o FM 1, $8A stated that she did not speak nor
get FM 17 s consent for Resident 2 s room
change. S8A stated that FM 1 did not pick up the
phone when S8A callad, so S8A left g volce
message. When asked why S5SA did not wait to
speak fo FM 1 priar to the room change, S5A
stated that Resident 2 was so persistent that 85A
moved Resident 2 without FM 1 ' s consent. S8A
siated that she should have waited for a response
from FM 1 prior to Residert 2 ' s room change
because Resident 2 ' s did not have the capacity
to make decisions.

During an intarview with the Assistant Director of
Nursing (ADON) on 3/14/2024 at 4:30 p.m., the
ADON stated that a resldent ’ s responsible party
should be made aware priof fo a room change of
a resident in order o get consent. ADON stated
that the facility cannot change a residents *
rooms without consent.

A review of the facility’s policy and procedure
titted "Rooim to Room Transfer”, revised Ogtober
2023, indicated that prior to the rootm transfer, the
resident, his or her roommate, and the resident's
representative will be provided with information
conceming the decision to make the room
transfer.

How the facliity plans to monitor its perfor-
F sgp matce 1o make sure that solutions are sus-
talned. The facility must develop a plan en-
suring that correction is achieved and sus-
tained. This plan must be Implemented, and
the corrective action evaluated for its effec-
tiveness. The POU is integrated into the

quality assuratice system.

- Assistant Administrator or designee will
perform weekly x 3 months inspection of
the “Room Change Binder” and review
*Notification of Room Change” form to en-
sure compliance, Any findings will be re~
ported to QA committes for review and rec-

ommendations.

- Findings and concemns regarding Room fo
Room transfer will be reported fo QA com-
mittee monthly x 3 months for revisw,
trending and recommendations. QA Com-
mitiee meefing is scheduted on May 13,

2024.
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