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pionped F156
f STATE2 | The following refiects the findings of the
1 "1 Catfomia Department of Public Health during a .
recertification survey conducled from 10/22/13 The appropriate phone
... tirough 10/25/13, numbers and the staff
J The facilfty was licensad for 59 beds. The census ‘ perspr} who Can. assist with
wens | gt the time of the survey was 55. The sample slze recewving a Medicare ”/7//5
| was 14, ‘ and/or Medicaid refund
Rapresenting the Callfornia Department of Public were posted on 11/7/13.
Heatth: 32398, Health Facilties Evaluator Nurse,
“1"17538, Health Facilities Evajuator Nurse, and The facility consumer
~g 3. 38087, Hedlth Faclities Evaluator Nurse, hoard was reviewed and
-F-156 | 483.10(b)(6) - (10), 489.10()(1) NOTICE OF F 156 : i / 115
~-88<C | RIGHTS, RULES, SERVICES, CHARGES revised to ensure that all
e | _ . required information is
The faciity must inform the resident both orally available
- and in writing In a language that the resident *
... .|understands of his or her rights and ail rules and
e regulatio;? gcwgming ﬂrﬁﬂgfant w;%ug all:t; T An audit of the consumer
. | responsibilities during the sty in the facility. The
facity must also provide the resikient with the board will be conducted ) J
notice (f any) of the State developed under quarterly by Medical ON -t /
§1916(e)(6) of the Act. Sugns notification must be Records and Office
made prior to or upon edmission and during the ‘
____ _resident's stay. Recelpt of such Information, and Man?ger to ensure that
any amendments to f, must be acknowlsdged in required consumer
- fwriting. . R information remains
€.} The facilty must inform each resident who is posted Any discrepanc
' - | entttied to Medicaid benefits, in writing, at the time will be reported to the
of admisslon to the nureing facillty or, when the Administrator for review
' resident becomes eligible for Medicaid of the - DEPARTME% d correction
iterms and services that are included in nursing 8L HEALTH '
facility servieas under the Staie plan gnd for
which the rasident may not be charged, those
gther items and services that the facility offers

LABORATOFN_ DIRECTQR'S OR PRO!

Any deficiancy statement ending wi
other safeguards provide sufficient e IO T RITTL Th e Oty dLOVEe IS dieciosania B0 Jays
toliowing the date of survey whether or not a plan of comection Js provided. For nursing hames, the abova firdfings and plane of comaction are disciosabie 14
W"’m’mﬁdﬂ theze documents are mads availabie to tha faciity, If defidlancies are cited, an approved plan of 2orrection is requisiie 10 continuad

FORM CM$-2357(02-89) Previous Virsions Obsalsie . EventiD:KBKSM Facility 1D: CAI70000012 if continvation shast Page 10f 3




! . - Acagled TOC Witk cauroRNIA DERARTMENT

“IBLIC HEALTH !
. DEPAHTMENT OF HEALTH AND HUMAN -_RV|053= P e, \i30/2013
CENTERS FOR MEDICARE & M 13 2013omBNO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTAU DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABuone oo 7i 7’,473 L&CDMSION  [*F 28 PLETED

@ II-QJA‘M ~SAN JOSE
555363

NAME OF PROVIDER OR SUPPLIER g 1 , ZiP CODE

2671 PLUMMER AVENUE
LINCOLN GLEN SKILLED NURSING SAN JOSE, CA 95125

(%4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL 'PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPRGPRIATE DATE
DEFICIENCY)
EEF%B INITIAL COMMENTS F 000
CEMIEZ
Ta : F156
L ann .-, ¢ The following reflects the findings of the
’ Califomia Department of Public Health during a .
recertification survey conducted from 10/22/13 The appropriate phone
... | through 10/25/13. numbers and the staff
""" | The tacility was ficensed for 59 beds. The census person who can assist with
-+ | at the time of the survey was 55. The sample size receiving a Medicare /I/]//g
e (was 14 ' and/or Medicaid refund
s f'; : Representing the California Department of Public were posted on 1 1/7/13.
' Health: 32398, Health Facilities Evaluator Nurse,
T 1175836, Health Facilities Evaluator Nurse, and The faci[ity consumer
w2, | 33087, Health Facilties Evaluator Nurse. ;
oy 1
£ 156 | 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F 156 board was reviewed anc:l jt / 7/!5
- §8=C | RIGHTS, RULES, SERVICES, CHARGES revised to ensure that a
o required information is
The facility must inform the resident both orally available
and in writing in a language that the resident '
understands of his or her rights and all rules and
r regulations governing resident conduct and An audit of the consumer
responsibilities during the stay in the facility. The ; X
facliity must also provide the resident with the board will be Con.duaed @' 2
notice (if any) of the State developed under quarterly by Medical N - /
§1919(e)(6) of the Act. Such notification must be Records and Office
| made prior to or upon admission and during the F
. resident’s stay. Receipt of such information, and Mangger to ensure that all
| any.amendmenls to it, must be acknowledged in requwed consu mE.EI‘
g, | wng. , information remains
I - H :
£t5- .| The facllity must inform each resident who is posted. Any discrepancigs
entied to Medicaid benefits, in writing, at the time will be reported to the
- of admission to the nursing facility or, when the Administrator for review
i resident becomes eligible for Medicaid of the .
tems and services that are included in nursing and correction.
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers

LABORATORY DIRECTOR'S OR PROVIDEE

Any deficiency statement ending will - .
other safeguards provide sufficient pmtecﬁon -4 e patients (See mstructlons ) Except for nursmg homes, the ﬁndtngs stezed above are cﬁsclosable 90 days
following the date of survey whether or not a plan of comection is provided. For nursing homes, the above findings and plans of comection are disclosable 14
gays foliowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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- | the amount of charges for those services, and
'l inform each resident when changes are made to

the items and services specified in paragraphs (5)
(){A) and (B) of this section.

The facility must inform each resident before, or

t .0y at the time of admission, and periodically during
...,.the resident's stay, of services available in the
+ | facility and of charges for those services,

including any charges for services not covered

" | under Medicare or by the facility’s per diem rate.

The facility must furnish a written description of
tegal rights which includes:

A description of the manner of protecting personal
funds, under paragraph (¢) of this section;

A description of the requirements and procedures
for establishing eligibility for Medicaid, including
the right to request an assessment under section
1924{(c) which detaermines the extent of a couple's
non-exempt rasources at the time of
Institutionalization and attributes to the community
spouse an equitable share of resources which
cannot be considered avaitable for payment
toward the cost of the institutionalized spouse's
medical care in his or her process of spending
down to Medicaid eligibility ievels,

A posting of names, addresses, and telephong
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a

. complaint with the State survey and certification

e g SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (xs)
iowpgrbe  (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
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| DEFIGIENGY)
56 | Continued From page 1 F 156
.= 20 1 and for which the resident may be charged, and
. F166

The Social Services
Director (SSD) met with
resident 6 to discuss her
concerns and review the
facility's grievance
procedure. Resident was
reminded that time in
resident care conference
can also be utilized to
discuss concerns.

11/"/6

SSD will review Grievanc
Procedure and noise leve
with residents during
Resident Council Meetings )
quarterly. Assistant
Administrator will review
Grievance Procedure wit
residents during monthly
QAPI Resident Meeting.
Facility Staff will conduct
investigations and provide
follow-up reports on all
concerns as indicated.
QAPI Performance
Improvement Project (PIr)
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F 166
88=D

agency concerning resident abuse, neglect, and

- misapproptiation of resident property in the

facility, and non-compliance with the advance
directives requirements.

"| The facility must inform each resident of the

name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently display in the facility
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid bensfits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to post information as to how 10 receive
refunds for previous Medicare/Medicaid
payments made. Findings:

During review of mandatory federal postings on
10/23/13, a posting was not found as to how to
receive refunds for previcus Medicare/Medicaid
payments.

During an interview on 10/23/13 at 8 a.m., the
director of nursing and the medical records
coordinator stated they did not see a posting
related to refunds for Medicare/Medicaid
payments.

483.10(f)(2) RIGHT TO PROMPT EFFQORTS TO
RESOLVE GRIEVANCES

F 166
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‘will be established as

required to ensure prope
systems are evaluated ar
modified in order to
ensure resident
satisfaction.

Families and responsible
parties will be notified of
Grievance Policy annualiy
in the year end letter fro
Assistant Administrator.

The Grievance Policy an
Procedure will be review
and revised by Assistant
Administrator to ensure
that the procedures in
place are implemented
appropriately.

All Lincoln Glen Staff will
be inserviced on Lincoln

Glen's Grievance Policy L
r

and Procedure by Directg
of Staff Development &
DON.

d

u/If/’3'

Il/q/@
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by:

s Based on interview and record review, the facility
failed 1o follow-up on a noise grievance for one of
14 residents (6). In January 2013, Resident 6 had
complained to staff about noise on the night shift
but had never heard back from the facility.
Findings:

During an interview on 10/24/13 at 9 a.m,,
Resident 6 stated that shift change for night shift
was too nolsy. She stated in January 2013, she
told the soclal setvice director (SSD) during &
resident council meeting, but the noise level had
not changed and the SSD never brought her any
information of attempts for a resolution.

During an interview on 10/24/13 at 10:45a.m.,
the SSD stated after a resident had brought a
compiaint about the noise level at shift change for
night shift, she spoke to the director of nurses
(DONj). She was not able to find any notes
regarding the grievance in the minutes for any of
the resident council meetings after January, or of
her getting back to Resident 6 about her
grievance.

During &n interview on 10/24/13 at 11 a.m., the
DON asked the SSD what was her response in
the minutes for the resident councll meseting. SSD
stated she did not write it down. After looking in

her notes she stated she could not find any

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTI
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8 | Continued From page 3 F 166
™ . | Aresident has the right to prompt efforts by the E279
4" facility to resolve grievances the resident may Statement: F483.20(d),
: have, including those with respect to the behavior 483.20(k)(1)
i N of other residents. DEVELOP
COMPREHENSIVE CARE
This REQUIREMENT is not met as evidenced PLANS

It is the policy of Lincoln
Glen Skilled Nursing
Facility to develop, review
and revise a plan of care
for each resident.

Identified corrective
action:

Post fall reviews had bee
completed with new
approaches identified after
each of the listed falls for
Resident 6 and 8. On ll/‘l %
11/4/13 the care plans o
both residents were
updated to reflect the
approaches that had bee
put in place.

Resident 9's care plan was
updated by the Social
Services Director to refle

=}
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Afacility 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 resident 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 pkan must describe the services that are
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 treatment

STATEMENT OF DEFICIENGIES 1) PROVIDER/SUPPLIER/C
AND PLAN OF CORRECTION oo IDENTIFICATION NI{IEA%EH? m:;;:r;r.s CONSTRUGTION ”’SSLEfET“é’DE"
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F 186 | Continued From page 4 F 166
indication any attempt at resolution was
implemented. The SSD was unable to find any app'_'oaChes that had been
indication of the noise grievance in her grievance put in place on 10/25/13 / ,/zr/;?
binder. Rsdt 9 had been referred
T Acraview on 10/25/13 of the facility’s 5/20/05 to pSYCh()lqu s_,e:mc_es_ of
"Grievance Policy and Procedure" indicated the 9/30/13. His initial visit
facility will make prompt efforts to resolve with the psychologist was
grievance or explain why the facility cannot
reasonzably resolve the problem. The on 10/8/13 and he has
Administrator or designse will give an oral report had subsequent
10 the person filing the grievance or complairnt appointments as well.
within ten working days of the initial filing of the
grievance. A written summary will also be . ind f
provided, and a copy will be filed in the business Application to remainder of
office. , residents:
F 279 | 483.20(d), 483.20(k)(1) DEVELOP F279 ve
s3=D | COMPREHENSIVE CARE PLANS The care plans of every

resident who has had a fall
in the past 90 days will
audited and updated as
needed by the IDT by
11/15/13.

The individual care plans
of all residents admitted |jn
the last 4 months who are

sl resdents will be | 15|13
audited by the MDS Nursre
and SSD by 11/15/13 to
ensure any items triggered
on the MDS are care
planned as needed.
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under §483.10(b}{4).

This REQUIREMENT is niot met as evidenced
by: :

Based on record review and interview, the facllity
failed to revise and implement care plans for 3 of

- | 14 residents (6, 8, and 9). For Resident 6 and

Resident 8, the facility did not revise the care plan
after falls with new interventions. For Resident 9,
the facility did not implement a care plan after the
resident expressed suicidal ideation. Findings:

1. Resident &'s clinical record was reviewed on
10/24/13 at 8:05 a.m. it indicated witnessed falls
on 5/25/13 at 5:30 p.m. and 10/18/13 at 7:40 p.m.
There were nurse's notes on hoth days relating to
the falls, as well as Post Fall Assessments and
iDT notes. A review of the fall care plans dated
3/2/12 indicated no new revisions after the falls.

During an interview on 10/24/13 at 12:25 p.m.,
licensed nurse B stated they already had
everything on the care plans. "We add what
happened, but we don't usually change the
interventions."

2. Resident 8's clinical record was reviewed on
10/24/2013. The 9/26/2013 Interdisciplinary Team
{IDT} Notes record indicated Resident 8 was
found reclining on & chair and slid down from the
chair. The 10/6/2013 IDT Notes indicated a
second fall when Resident 8 was found on the
floor of the resident's bedroom.

The 8/12/13 *At Risk for fallfinjury” care plan
problem was updated and indicated falls on
9/26/2013 and 10/6/2013. Prior to the fall on
9/26/2013, Resident &'s care pian indicated to
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System application:
The licensed staff were

inserviced on 11/4/13 by

the DON regarding the | If /9/13
facility fall procedures and
updating care plans as
needed after falls or othe
events.

The fall protocol will be |
reviewed by the IDT and| 4 /;s/ﬂ
administrator and updat
if needed by 11/15/13.

oy

Monitoring:
Compliance will be

monitored quarterly A
through audits of falls by
the medical records N ‘Gﬂ”’j
designee and audits afte
admission MDS by the
MDS Coordinator and SSD.
The SSD will complete a
checklist whenever there
is a yes response to the
mood interview question
about suicidai thoughts.
Any issues identified will
be addressed in the

7
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< - | remind to use the call bell. No new interventions ;
were added to the care pian after the falls on quarterly QA meetings as
9/26/13 and 10/6/13 axcept to keep reminding the needed.

resident to call for help.

During an interview with licensed nurse F (LN F) Date: oN-Gu “y/
on 10/24/2013 at 9:30 a.m., LN F stated the care
plan was not updated due to Resident 8's ability
t¢ ambulate independently and the resident baing
a low risk for falls.

3. On 10/25/2013, Resident 9's clinical record
was reviewed. The Resident Mood Interview of
the 9/12/2013's initial Minimum Data Sheet (MDS,
an assessment tool) indicated Resident 9 had
thoughts of being better off dead or hurting ssif.
Resident 9's §/12/2013 MDS section V indicated
the need to develop a Mood/Behavior care pian.

During an interview on 10/25/2013 at 10:45 a.m.,
ficensed nurse M {LN M), the MDS coordinator,
stated the Mood/Behavior care plan had not been
developed for Resident 9. LN M stated the
charge nurse would initiate the care plan
according to the "New Admission Checklist," and
then the director of nursing (DON) or LN M would
follow-up to verify any missed care plans based
upon the Initial MDS. LN M stated the triggers in
section V of the initial MDS needed to be
tfranscribed onto a care plan.

The record review an 10/25/2013 about the
facility's 7/7/2009 "Health Information/Record
Manual” policy indicated the facility must develop
a comprehensive plan of care for each resident
based on the neeads identified in the Resident
Assessment Instrument, of which the MDS is one
of the thres basic components.
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A 10/25/13 review of the facility's 7/7/03 "Falls"
policy indicated to start a care plan immmediately
after each fall, and identify the fall, goals, and
appproaches to provide care and to prevent
future falls,
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