
DEPARTM ENT OF HEALTH AND HU~lAN SERVICES 

3TAIE~,1E" 7 CF D!:F ~C :E 'J(:'E3 
.i.ND ?!_..l,N o:= COP.R::::r101-. 

,< · Pq '.)•/:OE "· S;JPPc'E". SLA 
IDE'< - IFIC,:1- ON NIJMBER 

056258 

NAl.lc 0" PR.J'/:DE~ OR SJ'""c;E~ 

WINDSOR REDDING CARE CENTER 

( X J 10 

PREFIX 
TAG 

SUMi\IAR' STA"E 1.IE~I- OF DE" CIENCIES 
(EACH DEF CIENSY MUST BE 0 qECEDED BY FULL 

REGU!..ATOR'( OR LSC IDENTIFYING INFORMATION 

F 000 INITIAL COiW1lENTS 

The fol:owing re ':ects ttie fird1ngs of the 
California Departmen'. of PJbl1c Hea'th dunrg an 
abbrevia'.ed standa:::J survey for one complaint 
and or.e entity repor'.ed 1rc1de11t 

Complain t nunber 497435 
Entity Reported lrcider.! 498307 

T he inspectior. w3s llr-1ted to the specific 
cornpla1r. ! and ent;ty reported .nc1dent 
1nves'.1gated a'ld does rot represent the f1rd1ngs 
of a ful! inspect•on of the fac:l1ty 

Re:;rese"':·rg T e De::::i-:'T'e": o ' Pu:: l1c He:i ,., 
29391 . H.=El\i 

Four federa deficiencies were writ en for 
complaint nu'ilber 4:37485 a: F 157. F24 7. F279 
and 51.d 

No def·c1ency ~1 as iss~ed for enm'/ reported 
incident 498307. 

F 157 NOTIFY OF CHANGES 
SS=D ( INJURYIDECLI NE/ROOrvl ETCJ 

CFR\S• 4831J(b ( 11 ) 

A fac1l1ty must 1mmed1ate ly inform the resident: 
con sult with the res ident's ph ysician; and if 
know'l . not1r; tre resident's legal representative 
or an interes'.ed family member when there 1s an 
accident involving the re sident wh ich results in 
injury and has the potential for requiring physician 
intervention. a significant charge in the res ident's 
physical mental. or psychosocial status (1.e .. a 
deterioration in health . mental. or psychosocia ! 
status in either life threaten ing conditions or 
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F 000 

F 157 

"Preparation, submission a nd/o r 
exec ution of this Plan of Correction 
does not constitute admission or 
agreement by the Provide r of t he truth 
of the fa cts a lleged o r conclusio ns set 
fo rth in this statement of de ficiencies. 
T he Plan of Corr ection is prepared, 
submi tted and/or executed sole ly 
because it is r equired by th __ e_,,_ _ _ 
of federal and state · 

Th is Plan of Correction co nstitu tes the 
facility's cr edi ble a llegation of 
co mpliance. 

F-157 SOT/Fr OF 
CH.1.VGES(l.YJCR r!DECLISE/ROO.H 
ECT. ) 

How Corrective Action will be 
accomplished for r es idents affected : 

Resident I no longer r es ides at the 
fac ility. 

Identification of Reside nts with the 
Potential to b e affec ted : 

All residents who had a room change or 
roommate change had the potential t o 
be a ffected. 
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F 157 Continued From page 1 

sign ificantly (i e . a need to discontinue an 
e dst;rg for11 of trea'ment due to adverse 
cons-::que1ces or to comil'"' erce 3 new forr.i of 
tre3 ~ii'ert or a dec1s·on t"D tr31s;er or discharge 
the res.de": f'om tre fac:I ~ as s~ec i 'ied 1n 
§433 121a) 

The fac1l1t; rr t.: s'. a!so proriptly n.Jtify t;ie resident 
and 1f krown. t1e res :dert·s legal represen~a:1ve 

or 1ntere3'.ec:l family membe~ w>ien there is a 
cra:ige i1 room or roorrrna':: assig1ment as 
spec1f!ed in §433 151eJ1 2J ora change in 
res:dent r1g1'.3 un·jer Fe·:Jera: or State law or 
re;;uiat.ons as soec1f'ed 1n parag'aph (bJ( 11 of 
ti"' ;s sect'on 

Tre facil1t; ~ust recorj a'1d period ically update 
t~ e address a~d pnor:: nulT'ber of the res ident's 
lega: represen:a:i1,e or ir:e' es:ed f3mil1 member 

Tr. is REQUIRErvlENT is rot met as evidenced 
by 
Based or, obseNa .:on. 1nterv1ew. and record 

review. for or.e of tt"iree sampled residents. the 
facil1t1 fa led to proriptly notrfy the resident's 
interes~ed family f'lembe' or res;:ons;ble part; 
when a decision to change her room assignment 
was made (Reside nt 1) 

Th s fa lurn had the potentia l for the rights of the 
res iden ts interested family members. and 
responsible parties to be denied as well as 
avoidable d1s'.ress of all parties involved. 

Find ings 

A facility policy titled "Room or Roommate 
Change." dated 12/1/13. was rev1ewed and read 
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F 157 Measures to PreYent Recurrence : 

Social Se rYices Director was educated 
by the Administrator on 1/22/2018 
r egarding the faci lity policy titled, 
" Room or Roommate C hange," and 
will follow this policy effective 
1122/2018 for all residen ts who r equire 
a room change and/or roommate 
change. 

Monitoring C orrecti,·e Action and 
ResponsibilitY: 

Medical Records will audit all room 
changes for proper notification and 
1-eport findings to stand up daily. 

Social Services Director will report 
findings to Q.-\ for 6 month s for further 
intervention and follow up as necessary. 

Date of compliance: l/29/ 18 

F-2-1 7 RIGHT TO 1'\iOTICE BEFORE 
ROO.H/ ROOJHI-1 TE CH -1.'\iGE 

How Corrective Ac tion will be 
accomplished for residents affected: 

R esident 1 no longer resides at the 
facility_ 
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"Purpose to ensure t:iat a res ident 1s able to 
exercise their rig'lt to crange rooms or 
r0or.-:ma'.es ... Pf'or to chang ing room or 
roorr ma'.e ass1g -inerit the res ident. the 
res:dent's representat11Je (if available1 the 
res1der.t's new roomma'.e and the resident's 
c urrent rool'T'nate wi ll be g:ven timely advanced 
not:ce of suer change . Information rega·d1ng 
room trari sfers wi ll be documented in the 
res 1den~·s mecical record " 

Resident 1 's record was re'1iewec Resident 1 
was a j m1ted ro tre facll1t; on 11 .11 /15 w:th 
d.agnoses t:ia: 1ncludej diace'.es and 
ParK1rsJri 's D·sea5e 1 a nervous S/ Stem disease 
w;'.h s;•p'.Jrris ircluding treriors r.it..scle 
rigid it/ 'st.ffnes5 rTuscle weakness pain a :.d 
e·1entua1 mot li t; proble01s a1d diff:culty in 
cornp1et1r.g act:vi t:es of da ly living'! Resident 1 ·s 
record also read that she was considered legally 
bli nd in both e; es 

Resident 1's "AdrT'l ss1on Record" dated 11 /11/15 
was reviewed a'ld identified that a family mer.1ber 
wa3 her Responsioie Part/ (RP) for health care 
decisions. Her last Minimum Data Set (MOS. a 
res ident as3ess;nent tool ). da ted 5/15116. 
identified that she had some mild m emory loss. 
unable to wa'k. and required modera'.e to 
extensive assist with hygiene 

A nurse's progress note. da~ed 7/29/ 16 at 6 1 O 
pm. whe n Resident 1 returned back to her 
orig ina l room. was reviewed and read "Res ident 
moved rooms she is ok with the room. getting 
along wit.1 roommate. no complaints at this time" 

An lnterd1scipiinar; Team (IDT) note. dated 8i 2/16 
at 8.59 am . was reviewed and read. "IDT rev iew 

E ,~~: IQ IDS'/ '· 
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F 157 Id entification of Residents with the 
Potential to be affected : 

.-\II resid ents who had a room or 
roommate cha nge had the poten tial to 
be affec ted. 

:\leasures to Prevent Recurrence: 

Social Sen ·ices Director was educated 
by the Administrator on l/22/2018 
r egarding the facility policy titled, 
"Room or Roommate C ha nge.'' and 
will follow this policy effective 
1/22/2018 fo r a ll reside nts who r equire 
a room change and/or roo mmate 
change. 

:\lonito rin!! Co rrective Action and 
Responsibility: 

:\ledical Records will audit all r oom 
changes for proper notification and 
report findings to sta nd up daily. 

Socia l SerYices Director will monitor 
tindings through Q.-\ for 6 months for 
furthe r in ter vention and follow up as 
necessary. 

Da te of compliance: 1/29/ 18 
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of room cha1ges Resident moved back to R'.:lom 
22 per her rec;ues~. Or l'vlonday 7-25 resident 
w:is ro11ed tc R'.Jom 11 C per he' reqJes to 
nave dJe to issues w•tr roomma:e " 

Dur;ng ar 1nte.,11ew or 8/ 10115 a'. 4 pm. Res1dert 
r s Fa fT11ly Me-rber (FM1 A stated that Res·ce1t 1 
was moved to a new room. without facili ty 
r.oti ' ica'.1on or corsent from e•ther Res1de1t 1 or 
her Respor. sible Part'/ (RPJ Frvl A stated that 
when s!le visited Re.s1d21t 1 on 7 27115 s'le ra::J 
lea·:-iej that Resident 1 W:!S moved in:o a ne•N 
roo~ Fi\1 A s'.a'.ed t~a'. s:-ie contacted Res.der '. 
1's RP or 712-:116 who s'.ated he w:is unaNa'e 
t~a : Res dent 1 raj !Jeen ;'10.,,ed 

Dt..r ;-i; ar; 1n '.er1iew or 8 11 ·15 a'. 8 30 ar.i. the 
D·rect:Y of Njs;ng (DON l sta:ed Resident 1 s 
RP 'IV33 not no t;fied on the da/ of the orgir.a l 
room Cra:ige and a fe N da/S later she had 
moved Resident 1 back 1r.'.o her ong:nal roorl' 
due to Fl'VI A's complaints 

During a1 in te"1:ew and observat1~n w:tn 
Res:dent 1 or 8,'1 1!15 a'. 11 15 ai1 . Res 'dent 1 
was obse~ed back 1n re' orig na r'.)om tha'. s:--e 
had been moved out of on 7/25/ 15 Resident 1 
s'.a:ed tha~ she had not "g iven perm1 ss1on" for 
sta~ to move her ard her belong ings on the first 
move 7/25/16 tha'. she felt that her roomma'.e 
s!iou !d hav-e r.oved due to their confl ict. 

During an interv'ew on 8.' 11 115 at 11 40 am DON 
acknowledged that no care planning or 
mon itoring was made related to the room 
changes and that when the decis;on to move 
Resident 1 was actually made that no contact 
was made with r,e- RP . DON sta'.ed that the 
facility did not follow it' s policy on room changes 

PR l\JTED 12:29.?n 17 

FOC!\1 APPR'J~i::D 
0~11 8 NO 0?'30 -GJ? ~ 

X2 Ml: LTIP~:: CCNS-? ·~-:;- 1'.) i -<3 er:: s J"''I<:. r 
: ::r,1?·_ct=;:'j 

A B'JILOING ---------

g 1J'/' '3 _ _ ___ ____ _ 
c 

12/29/2017 

ID 
PRE"IX 

TAG 

s-q:;::;:T AJC 0 :;33 CITY STAT:: z·o COCE 

2490 COURT STREET 

REDDING, CA 96001 

P=!C:'/ICER S PLO..N OF COR~::CT'ON 
1::ACH CORRECTl'/S ACTION SHOULD Bi: 

CROS3-R::rSRSNCED TO THE .OP"'ROPR'ATC: 
DEFICIENCY) 

F 157 
F-2 79 DEVELOP COi'1'1PRE H ENSIVE 
CA RE PLA. ."VS 

How Co rrecti \'e Action will be 
accomplished for reside nts a ffec ted: 

Resident t no longer r esides at the 
facility. 

Ide ntifica tion of Residents with the 
Potential to be affected: 

All r esidents who had a room ch an ge or 
roommate change had the potential to 
be affected. 

' Ieasures to Pr e,·ent Recurrence: 

I OT member s and social ser\' ices were 
ed ucated by the Administrator on 
1/22/2018 regarding c reating 
comprehe nsh·e care plans specifically to 
r oom changes and or roo mmate 
changes. 

"oni to ring Cor rec tive Action and 
Responsibilitv: 

;\ledical Records will a udit all room 
changes for co mprehensive car e plans 
and report findings to s tand up da ily. 

0 0:\ /Designee will monitor findings 
t hrough QA for 6 months for further 
follow up and in te rventio n as necessary. 

Date of compliance: 1/29/18 
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wl-ien no prog·ess rotes or ca~e plar:s were 
de;eloped 

D~r~ rg 3n inte~v1ew or 3. 11 15 a: 2 om Resident 
1 s RP. sta'.ed t!l a'. he w3s a,,gry aboct Res dent 
1 s rr.ove and : ha~ the facil ity did 0ot not1r; him 
w'1en tre facil ity decided to move her RP s:ated 
t:iat Resident 1 d'd not i.:nderst3nd wl-iy s:ie was 
being moved 

F 247 RIGHT TO NOTICE BEFORc 
SS= LJ ROOrvl;R001\l1\.IATE CHA,\JGE 

CFR1Sl 48315 e 12 J 

A re3 ce-:• has ~!le r.g"'. t::i re:e1•1:: no::ce cefore 
t'"'-= ,.~s C~r:' s '"~'== ........ 'Jr ,.-:~:~ """"a:-= r ~h~ Fae.'·:'/ 15 

c:- anged. 

This REOUl.~crvlENT snot r.e: 3s e·1·denced 
by · 
Based on observa'.1on 1rterv1ew a'1d record 

re.;·ew for ore of •hree sampled residents. the 
facility failed to proper'y not1r; the resident when a 
dec:sion to cha1ge he' room ass gnrr.e"t was 
made (Res.dent 11. 

This fa ;lure had the po~: n : 1 a l to cause res;dents 
a'101da:Jle ps1cholog1cal d stress 

Findings 

A facility provided pol:cy "Room or Roommate 
Change." dated 12/ 1/13. was rev•ewed and read 
"Purpose to ensure tl"at a res:den is able to 
exercise their ngh'. to cha:ige r'.)orrs or 
roommates . Prnr to cha'1ging mom or 
roommate assignnent. the res ident. the 
res idents represerita[1ve (1f ava ilable J the 
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F-51-1 RECORDS 
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How Corr ectiw Action will be 
accompli shed for residents affected: 

Resident I no longei- resides at the 
facility. 

Identification of Residents with the 
Potential to be affec ted : 

All residents who had a room change or 
roommate change had the potential to 
be affected. 

M easures to Prewnt Recurrence: 

Licensed :'iursing Staff were educated 
by the 00\/Designee on 1/22/2018 
r egarding appropriately documenting 
conflicts be tween room mates when 
they occur including but not limi ted to 
when they lead to a room change. 

.\loni to ring Correctiw Action and 
Respo nsib ilit\·: 

.\lcdical Record s will audit all roo m 
changes for d ocu mentatio n o f con flicts 
between room mates if the~· occurred 
and r eport findin gs daily in stand up. 

00\/Designee will monitor throu gh 
Q.-\ for 6 months for further fo llow up 
and inten·ention as necessary. 

Date of compliance: 1129/ 18 
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resident's new roommate and the resident's 
current room mate w ill be given timely advanced 
notice of such change .. .. Information regarding 
room transfers will be documented in the 
res ident's medical record . " 

Resident 1's record was reviewed . Resident 1 
was admitted to the facility on 11 /11 / 15 with 
diagnoses that included d iabetes. and 
Parkinson's Disease (a nervous system disease 
with symptoms including tremors. muscle 
rigidity/stiffness. muscle weakness. pain, and 
eventual mobility problems and difficulty in 
completing activities of daily living }. Resident 1 's 
record also read that she was considered legally 
blind in both eyes . 

Resident 1 's ''Admission Record". dated 11 /11/15. 
was reviewed and identified that her fa mily 
member was her Responsible Party (RP} for 
health care dec isions . Her last Minimum Data Set 
(MOS, a resident assessment tool ). dated 
5/ 15/16, identified that she had some mild 
memory loss. unable to walk. and required 
moderate to extensive assist with hyg iene. 

A nurse's progress note, dated 7/29/16 at 6 :10 
pm, when Resident 1 returned back to her 
orig inal room , was reviewed and read. "Resident 
moved rooms. she is ok with the room . getting 
along w ith roommate , no complaints at this time." 

An Interdisciplinary Team (IDT) note, dated 8/2/ 16 
at 8:59 am, was reviewed and read . "IDT review 
of room changes: Resident moved back to Room 
22 per her request. On Monday 7-25 resident 
was moved to Room 11 C per her request to 
move due to issues with roommate .. .. " 
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During an interview, on 8/10/16 at 4 pm, Resident 
1 's family member (FM) A stated that Resident 1 
was moved to a new room without facility 
notification or consent from either Resident 1 or 
her Responsible Party (RP). 
During an in terview and observation with 
Resident 1, on 8/11 /16 at 11 : 15 am. Resident 1 
was observed back in her original room that she 
had been moved out of on 7/25/16. Resident 1 
stated that she had not "given permission" for 
staff to move her and her belong ings on the first 
move 7/25/16. 

During an interview. on 8/11 /1 6 at 11:40 am. DON 
acknowledged that the facil ity had not 
documentation in Resident 1 's record related to 
the meeting with Resident 1 and her RP that had 
occurred on 7/22/16 . or her move on 7/25/16. 
DON acknowledged that when the decision to 
move Resident 1 was actually made that no 
contact was made with her RP. DON stated that 
the facility did not follow it's pol icy on room 
changes. 

F 279 DEVELOP COMPREHENSIVE CARE PLANS 
SS=D CFR(s) 483.20(d), 483.20(k)(1) 

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

The facility must develop a comprehensive care 
plan for each res ident that includes measurable 
objectives and timetables to meet a resident's 
medical. nursing. and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. 

The care plan must describe the services that are 
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to be furnished to attain or maintain the resident's 
highest practicable physical, mental , and 
psychosocial well-being as required under 
§483.25: and any services that would otherwise 
be required under §483 25 but are not provided 
due to the resident's exercise of rights under 
§483.10. including the right to refuse treatmen t 
under §483.10(b)(4). 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview. and record 

review. for two of three sampled residents. the 
facility failed to develop psychosocial care plans 
for addressing difficu lties between roommates . 
(Residents 1 and 2). 

This failure had the potential that residents' 
psychosocial needs may be neglected. 

F indings: 

A facility policy. "Room or Roommate Change," 
dated 12/1 /13. was reviewed and read, "Purpose 
to ensure that a resident is able to exercise their 
right to change rooms or roommates ..... Prior to 
changing room or roommate assignment. the 
resident. the resident's representative (if 
available), the resident's new roommate and the 
resident's current roommate will be given timely 
advanced notice of such change .. .. Information 
regarding room transfers will be documented in 
the resident's medical record .. .. " 

Resident 1 's record was reviewed . Resident 1 
was admitted to the facility on 11 /11 /15 with 
diagnoses that included diabetes. and 
Parkinson's Disease (a nervous system disease 
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with symptoms including tremors, muscle 
rigidity/stiffness. muscle weakness, pain, and 
eventual mobility problems and difficulty in 
completing activities of daily living). Resident 1 's 
record also read that she was considered legally 
blind in both eyes. 

Resident 1 "Admission Record". dated 11 /1 1/15. 
was reviewed and identified that her family 
member was her Responsible Party (RP) for 
health care decisions. Her last Minimum Data Set 
(MDS. a resident assessment tool ). dated 
5/15/16. identified that she had some mild 
memory loss. unable to walk. and required 
moderate to extensive assist with hyg iene. 

An Interdisciplinary Team (IDT) note. dated 8/2/ 16 
at 8:59 am, was reviewed and read "IDT review of 
room changes: Resident moved back to room 22 
per her request. On Monday 7-25 resident was 
moved to room 11 C per her request to move due 
to issues w ith roommate ... . " 

Resident 2's record was reviewed. Resident 2 
was admitted to the fac ility 8/22/15 with 
diagnoses that included metabolic 
encephalopathy (abnormalities of the water, 
electrolytes . vitamins, and other chemicals that 
adversely affect brain function). anxiety, and 
depression. Resident 2's care plans identified 
that she had thinking and memory (cognitive) 
problems with communication. and had a goal to 
stop taking things from other residents. 

During an interview on 8/1 1 /16 at 8: 30 am, the 
Director of Nursing (DON) stated that she was 
aware of a previous roommate incompatibility 
complaint made from Resident 1's RP. She 
stated the RP's complaint alleged there was an 
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ongoing conflict between Resident 1 and her prior 
roommate (Resident 2) over the window shades 
being open and AC unit being on. 

During an interview, on 8/ 11 /16at11 :40 am, DON 
acknowledged that the facility had no 
documentation in Resident 1 's record related to 
the meeting with Resident 1 and her RP that had 
occurred on 7/22/16. Also no documentation of 
the roommate conflict was made in either 
Resident 1 's or Resident 2's record . DON stated 
that the facility did not follow it's policy when no 
progress notes or care plans we re developed 
related to the res idents' conflicts. 

F 514 RES 
SS=D RECORDS-COMPLETE/ACCURATE/ACCESSIB 

LE 
CFR(s): 483.75(1)( 1) 

The faci lity must maintain clinical records on each 
resident in accordance with accepted professional 
standards and practices that are complete ; 
accurately documented; readily accessible; and 
systematically organized. 

The clinical record must contain sufficient 
information to identify the resident: a record of the 
resident's assessments ; the plan of care and 
services provided. the resu lts of any 
preadmission screening conducted by the State: 
and progress notes. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation. interview. and record 

review. for two of three sampled residents , the 
faci lity failed to document ongoing allegations of 
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problems between roommates (Residents' 1 and 
2). 

This fa ilu re had the potential that the medical 
record did not accurately reflect the status of 
residents and their care needs. 

Findings: 

1. Resident 1's record was reviewed. Resident 1 
was admitted to the fa cility on 11/11 /15 with 
diagnoses that included diabetes, and 
Parkinson's Disease (a nervous system disease 
w ith symptoms including tremors . muscle 
rig1d1ty/st1ffness . muscle weakness. pain. and 
eventual mobility problems and difficulty in 
completing activ it ies of daily living). Resident 1 's 
record also read that she was considered lega lly 
blind in both eyes. 

Resident 1 "Admission Record" dated 11111 /15 
was reviewed and identified that her family 
member was her Responsible Party (RP) for 
health care decisions. Her last Minimum Data Set 
(MOS. a resident assessment tool), dated 
5/15/16. identified that she had some mild 
memory loss, unable to walk. and required 
moderate to extensive assist w ith hygiene. 

An Interdisciplinary Team (IDT) note. dated 8/2/16 
at 8:59 am. read "On Monday 7-25 resident was 
moved to Room 11 C per her request to move 
due to issues with roommate .... " 

2. Resident 2's record was reviewed , Resident 2 
was admitted to the facility 8/22/15 w ith 
diagnoses that included metabolic 
encephalopathy (abnormalities of the water. 
electrolytes. vitamins. and other chemicals that 
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adversely affect bra in function). anxiety. and 
depression. Resident 2's care plans identified 
that she had thinking and memory (cognitive) 
problems with communication , and had a goal to 
stop taking things from other residents. 

During an interview on 8/11 / 16 at 8:30 am. the 
Director of Nursing (DON) stated that she was 
aware of a previous roommate incompatibility 
complaint made from Resident 1 's RP. She 
stated the RP's complaint alleged there was an 
ongoing con flict between Res ident 1 and her prior 
roommate over the window shades being open 
and AC unit being on. 

During an interview and observation with 
Resident 1. on 8/1 1 /16 at 11.15 am. Resident 1 
was observed in her room. Residen t 1 stated that 
she felt that her roommate should have moved 
due to thei r conflict. 

During an interview, on 8/11 /16 at 11 40 am. DON 
acknowledged that the faci lity had no 
documentation of the roommate confl ict in either 
Resident 1 's or Resident 2's records. DON 
acknowledged the missing documentation related 
to the roommate conflicts. 
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