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The following reflects the findings of the :
California Department of Public Health during the
investigation of a compiaint.
!
' !
Complaint number : CA00619230 | |
Representing the Deapartment of Public Health: l
i
. 1
i
Health Facilities Evalustor Nurse ID: 38469 ‘ F656 l
i !
' a. OnMarch, 9, 2019 the IDT
pectio imited to the specific . '
g’:‘g‘lgm inv:sﬂmand s mot represent ’ reviewed Resident 1's activity
the findings of a full inspection of the faciity. | current activity assessment
i | and plan of care. The activities
: |  Director completed a new
A defictency was issued for complaint number " activity assessment in
CA00618230. | conjunction with physical
F 656 Davelo?nmprnent Comprehensive Care Plan F858! therapy to complete a
§8=D | CFR(s): 483.21(bX1) ! | ﬁomprehgnsive; care plan. '
. on review of current
21(b) Comprehensiva Care Plans | wpon rev ,
§483.21(b)(1) The faclitty must develop and | | interventions and residents
implement a comprehensive person-centered | | current physical abilities the ,
care pian for each resident, consistent withthe | |  IDT team determined that |
resident rights set forth at §483.10(c)(2) and a ;  resident only wants to attend i
§483.10{c)(3), that includes measurabie ‘ | activities of choice. Resident
objectives and timeframes to mect a residents | | frequently goes out with
medical, nursing, and mental and psychosacial | family, he returns tired and |
needs that are identified in the comprehensive | | only attends activities
assessment. The comprehensive care plan must | ;
describe the following - ; i ‘
(i) The services that are to be fumished to attain § _
of maintain the resident’s highest practicable ; g !|
i 1
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F655\C:onﬁnued From page 1 . F658 !
ical, mental, and osocial well-being as ! :
required under §483.24, §483.25 or §483.40; and | :
(i) Any services that would otherwise be required | :
Undlr §483.24, §483.25 or §483.40 but are not ?
provided due to the resident's exercise ofrights | :
under §483.10, including the right to refuse ; ;
treatment under §483.10(c)(6)- : : .
(if) Any specialized services ar specialized |  of choice. no change to
rehabiiitative services the nursing faciiity will : : current interventions was
| provide as a result of PASARR ; ! warranted. No ill effects ,
recommendations. if a facility disagrees with the | i noted. ;
findings of the PASARR, it must indicate its ; ; '
rationale In the resident's medical record. : !
{iv)in consultation with the resident and the : ‘ '
resident's represantative(s)- ; :  b.On march 9, 2019 =,
&Ags 'lrr:de msi;:;:t’s goals for admission and f 'i the Director of Nurses and i
outcomes. ' | Assistant Di .
(B) The residents preference and potential for % | along w?:hegzﬁgrr?;mrses
fature discharge. Faciiiies must document ; i members am
whether the residents desire to retum tothe ; s conducted areview
community was and any referrals to ; i of all residents comprehensive |
| local contact agencies andlor other appropriate | care plans .and assessments 1
entitis, for this purpose. ; | toensure timely completeness |
(C) Discharge pians in the comprehensive care | . and accuracy. Also to ensure |
plan, as appropriate, in accordance with the g | all devices and interventions '
reqcltllmeﬂis gat forth in paragraph (c) of this ' identified for current use are in |
section. : | ' place and updated on the plan !
'g;is REQUIREMENT is not metas evidenced % ‘ of care. No other residents 1
Based on observation, interview, and record i . were found to be affected. |
revieW.ﬂxefe:iﬁtyfa%dhbdevelopa ! 3 . o |
comprehensive parson-centered activities care . C It is the responsibility of the i
plan for one of three sampled residents (Resident | . DT to ensure that all i
1, 2 and 3). This deficient practice resulted in | i comprehensive assessments ‘
tailure in promoting and providing an acivity thet E * and care plans reflect the %
reflects the choices and interests of Resident 1. i resident's current condition,
| Findings: ‘! i ‘
‘ | : !
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F 656 | Continued From page 2 b gss|  and have measurable goals
Areview of the Face Sheet (Admission Record) . that are realistic. ltis alsothe
indicated Resident 1 was admitted to the facility, ‘ responsnblllty of the IDT to ensure!
on 1.2,18, with diagnoses including hypertension | i review and update if appropriate !
(high blood pressure), pneumania (infection that | interventions that will be used in ;
ma: ag saa:‘l‘p onlzn;:.?m jungs, which may 1 | obtaining the st goals. Any '

ith fuid) and Type etas mellitus (a | . changes in resi iti i
chronic condition that affects the way thebody ! i 9 resident's condition will
processes blood sugar [glucose)). ! §
Areview of the Minimum Data Set (MDS, a i be
standardized assessmant and care-screening ; addressed and reflected in
tool), dated 1/9/19, indicated Resident 1's . an updated plan of care as
cognitive skils (mental action or process of ‘ | they occur. The IDT will meet
acquiring knowledge and understanding for daily ! . and invite the resident or
decision-making) were intact. The MDS indicated 3 responsible party at a
Resident 1 required extensive assistancefor ! minimum of every 3 months to
dressing, tollet use, and personal hygiene. The review and update a resident's
MDS indicated Resident 1's activity preferences . plan of care
weret:fkesptgmmmenaws.todoftrhei:tg‘sa;rmm ; ’
group of peop! , to go outside fo get : . .
when weather was good, and to pgarﬁclpate in d. On a daily basis the
religious acitivities. =. Ilcepse vocational nurse will

i review orders for any

On 2/26/18, at 8:52 am., during an interview In | '~ changes and ensure that the
Resident 4's room, Resident 1 stated hewasa | . plan of care is reflecting all
certified public accountant and it felt like hewas | . interventions ordered and
incarcerated at the facility. Resident 1 stated he : i warranted to maintain the
had nothing to do except lie longer inbedand . residents safe
watch the television. | s safety and are

: 1 i appropriate in obtaining
Areview of the care plans and activily atiendance | . there goal. The ADON and x
logs, for the months of January, February,and l |
March 2018, with the Assistant Director of : .
Nursing (ADON), indicated there was no activity i

! care plan developed for Resident 1. The activity , -
attendance log for the month January 2018 : ) §

| (admission date was 1/2/18), Indicated Resident | i |
1 attended activity on 1/15, 1/21, and 1/26118. ' i i
For February 2019, the attendance log indicated | | i
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F 666 | Gontinued From page 3 rgss,  DSDonaweekly basis will |
H ' m H
Resident 1 attended activty on 2111, 2113, 2118, ake round and randomly :

had not attended activities from 3/1 to 3/6/19. On
3/6/19, at 3:38 p.m., the ADON stated and
acknowledged the absence of an activity care
plan and the entries in the activity atiendance

2/19, and 2/22/18. For March 2018, Resident 1 {
|

logs. }
Areviewofﬂxefadﬂty’spoﬁcyﬁﬁad,“;\cﬁvity g
Evaluation,” revised May 201 3, Indicated that in

order to promote the physical, mental, ang
psychosocial wall-baing of residents, an activity
evaluation was conducted and maintained for  :
each resident Theacﬂvﬂyevaluatbnwasusedto;
devalop an individual activities care plen that i
would aliow the resident to participate in activities !
of his/er cholice and Interest. Each resident's
care pian shall relate to his/er comprehensive !
assessment and should refiect his/er individua!
needs. :

Areview of the facility's policy titled,
sComprehensive Assessments and the Care !
Dalivery Process,” revised Dacember 2016,
indicated comprehensive assessments would be !
conducted to assistin daveloping '
person-centered care plans.

A review of the facllity's policy titled, "Care
Planning- Interdisciplinary Team,” revised :
September 2013 indicated the faciity's Care
| Planning/interdisciplinary Team was responsible
' for the development of an individualized |

i
1
!

 developed within seven (7) days of completion of ,
} the resident assessment {MDS). %

l
‘1 A review of the facility's poficy titled, "Usingthe |

check that all devices and !
restraints and interventions

i are being used as ordered. ‘
And review admitted
residents charts no later then
7 days after comprehensive
MDS has been completed to
ensure that the RAIl process
has been completed timely
and to ensure accuracy of
the comprehensive plan of
care. Findings of these
reviews will be reported to
the QA committee quarterly
for review and

|

i recommendations. All nurses

{  and IDT were in serviced on

. Comprehensive care planning
and delivery process.by the

i DSD and ADON on March 10,
| .2019. ; 3'301\6\
’ !
! i
%
\ f
| |
|
1 .
i
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