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myg” was administered twice as indicated with an

signatures of the fult LN name.

i In & telephane interview with the Director of

| Nursing (DON) on 2/3/16 at 1:43 p.m., she

| verified the MAR records for Resident 1 did not

i have full signatures of LNs administering

" medications ¢r monitoring for pain. The DCN

i further stated the expectation Is for LN to

| completely document on MARs including the

! signature on the bottom. The DON confirmed LN
: 1 had omitted her signature on MAR documents.

In a telephone interview with LN 1 on 2/4/16 at
7:16 a.m., she stated "l do not remember if |
signed the bottom ornot”, LN 1 stated the
| expectation is the "bottom is sighed with your full |
pame”, %

Areview of the facility poficy titled "Charting and
- Documentation”, revised April 2008, stipulated

"6, Dogumentation of procedure and treatments
shail include care specHic detalls and shallat a
minimum....b. The name and title of the

s individual{s) who provided care...".

: 2} Areview of Resident 1's clinical recora !
document titled "Fall Risk Evaluation” inciuded

antries on 11/2/15 and again on 11/6/15, The

: document had a section in which the Resident's
 hame, attending physician, record no., and

' room/bed are to be completed. The line was

i blank, There was no Resident name on the

| document in any location,

| Additionally, a review of Resident 2's clinical
 record document titted " Fall Risk Assessment’
“with ar entry on 11/21/15 also did not have the

LN's initiats. The bottom portion has no L
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including the MAR and Fall Risk
Assessments,

4. How the facility plans to monitor
its performance fo make sure that
solutions are sustained. The facility _:
. musi develop a plan for ensuring that |
| correction is achieved and sustained. i
The plan must be implemented, and
the corrective action evaluated for its
effectiveness, The POC is integrated
into the quality assurance system.

Monitoring shall be ongoeing done by the
Director of Nursing or designee through
audits which occurs Monday-Friday,

Director of Medical Records or designee
through the audit process will ensure all
MAR and Fall Risk Asgessment’s are
completed and accurate. Any audit found
1o be out of compliance will be
forwarded to the appropriate license
nurse for action and o the Director of
Nursing for follow up. j

Any trends identified wil] be forwarded
to the QAPI program and a plan of
correction will be implemented and
tracked unti! threshold is met. 5_

5. Date when the corrective action will
be completed.

FORM CMS-2567(02-89) Previous Versions Obsolete Event 1D HPPY 11

Facity 1D: CAR300000CE if continuation sheet Page 3 of 4




From:

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

02/26/2016 15:01

#871 P.OO5/008

PRINTED: 02/12/2016
FORM APPROVED
OMB NO. 0838-0381

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
056098 B. WING 02/10/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
625 COTTONWOOD STREET
COTTONWOOD HEALTH CARE CENTER
WOODLAND, CA 956985
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES in] PROVIDER'S PLAN OF CORRECTION {%5)
PREFIX (EACH DEFICIENGCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION)

TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

i
|
|
1
i

F 514 | Continued From page 3

During a telephone interview with the DON on
2/3/16 at 1:43 p.m., she verdied there was no

: "Fall Risk Evaluation” or on Resident 2's "Fail
: Risk Assessment”, The DON stated the
expectation is for clinical record documents to
have Resident names to be complete.

| The facility policy provided did not include any

fon clinical record documents.,

Reasident name or identifier on either Resident 1's »

specific guidance on including a resident's name

\ . \ . . :
Resident's name in-any location on the document.

i

1
{

|
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