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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
Abbreviated Standard Survey for a complaint. 

Complaint Number: 338999 

The inspection was lim!ted to the specific 
complaint investigated and does not represent 
the findings of a full inspection of the facility. 

Representing the Department 28650, HFEN. 

One deficiency was written for complaint 338999 
atF - 241 . 

F 241 483.15(a) DIGNITY AND RESPECT OF 
SS=D INDIVIDUALITY 

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each resident's dignity and respect in 
full recognition of his or her individuality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on interview and record review, the facility 
failed to ensure that care was delivered in a 
manner and environment that enhanced dignity 
and respect in full recognition of Resident 1's 
individuality. This resulted in Resident 1 feeling 
"antagonized and frustrated ," by facility staff. 

Findings: 

On 1/9/13 at 1:10 pm, the Department received a 
complaint of an alleged staff to resident abuse 
that occurred on 11/18/12, during the evening 
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This plan of correclion is prepared and 
executed solely because it is required by 
42 C.F.R. Part 483 ct seq. and Health 
and Safety Code 1280. This plan of 
correction represents our credible 
allegation of compliance. 

~ -

I. The resident discharged morc 
than two months prior to notice 
of complain! and complain! 

F 241 investigation. 
2. Involved CNA was inserviccd 

on proper customer care. CNA 
was inserviced on coord inating 
care to ensure comfort of 
resident for dressing changes. 

J. Inserv ice all stalT and new hires 
0 11 standards of professional 
conduct and customer care. 

4. DSD wi ll be responsible for 
illservicing and orientation and 
charge nurse will be responsible 
for monitor ing nursing staff. 
101' will review concerns 
during standlll>. Any trends will 
be reported to the Quality 

" 
A ssurance Committee and 
monitored for effectiveness. 

S. Corrective aCl'ion will be 
implemented by 2/1212013. 

LABORATORY DIRECTORS OR PROVlOER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITlE (XS) DATE 

J-Inf~ 
Any deflCienty statement ending with an asterisk (0) denotes a deficiency which the Institut!on may be excused from correcting providing Ills determined that 
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing I'Iomes, the findings stated above are disclosable 90 days 
following the date of survey whether or not a ptan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable t4 
days foUowing the date these documents are made available to the faciHty. If deficiencies are cited, an approved plan of correction is requisHe to continued 
program participation. 
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shift. 

Resident 1 was contacted and interviewed by 
telephone on 119/13 at 5:20 pm, she reported that 
on the evening of 11 /18/1 2 Certified Nursing 
Assistant (CNA) 1 positioned her on her side in 
preparation for a dressing change to her hip. 
Resident 1 reported :hat she was in this position, 
waiting for a prolonged period of time and was in 
a great deal of pain. Resident 1 expressed her 
pain and frustration loudly to CNA 1. 

Resident 1 stated that CNA 1 told her, "I was shot 
in Vietnam, and even I did not cry this much I" 
Resident 1 stated that she felt that this comment 
was rude, insensitive and unprofessional. 

Resident 1 reported that she told her nurse that 
she did not want CNA 1 taking care of her and 
CNA 1 followed her request. Although, Resident 1 
fell that CNA 1 made a big production of not 
being allowed to care for her when responding to 
her roommate's care needs. Resident 1 felt 
antagonized and frustrated by CNA l 's actions. 

On 1/11/13, Resident l 's record was reviewed. 
Resident 1 was admitted to the facility on 
11 /16/12 with diagnoses that included difficulty 
walking, rehabilitation following hip fracture and 
chronic pain. The facility's Minimum Data Set (an 
assessment tOOl), dated 11/20/12 , described 
Resident 1 to be cognilively intact and able to 
make her own decisions. 

A nursing progress nole dated, 11 /18/12 at 1 :32 
am, read, " ... Resident complaining about PM 
aide not being sensitive about her pain .. . " 
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During an interview with the Administrator and 
Director of Nurses (DON), on 1/11 /13 at11 am, 
they reported that CNA 1 is well liked by all the 
residents, but that he is stern and all military. The 
DON explained that CNA 1 can be very direct at 
times and this directness could be misinterpreted 
as him being insensitive or gruff. 

During an interview with CNA 1 by phone on 
1/11 /13 at 2:30 pm, he vaguely recalled 
positioning Resident 1 in preparation for a 
dressing change. CNA 1 remembered that she 
complained of pain but denied making that 
statement about his past military service. CNA 1 
confirmed that he had been shot during his 
service in Vietnam, but does not speak of that to 
anyone because it is a very private maUer. CNA 1 
had no explanation as to how Resident 1 would 
have even known about that. CNA acknowledged 
that he is very direct and perhaps Resident 1 had 
miSinterpreted his directness. 
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