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STATEMENT OF DEFICIENCIES (X1} PROVIDER/BUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: A BULDING
055819 B. WING
NAME OF PROVIDER OR SUPPLIER sZn: ET ADDRESS, OTTY, BTATE, 2IP CODE
80D EAST FIFTH STREET
PLOTT NURSING HOME ONTARIO, CA 91764
X4 1D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX (EACH DEFIGIENCY MUAT BE PRECEDED BY FULL PREFIX (EACH CORREGT VE AGTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROGS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENGY)
F 00Q | INITIAL COMMENTS F 000/ | Plott Nursing Center ("PNC”) makes Ita best

effort to operate In full compliance with bo

The following reflacts the findings of the Federal and State Law. Nothing Included |

California Department of Public Hesith during an this Plan of Correction Is an admission

abbreviated survey to Investigate a complaint, otherwise. PNC has submitted this Plan o
Corraction in order to comply with its

Complaint number. CAOC361696 regulatory obligations and does not walve
any ebjections to the merits or form of any

Representing the Callfornia Department of Public allegations contained herein. Pleage note

Health: that PNC may contest the merits and/or foim

28774 of any deflolency or findings alleged below
and may take reasonable staps 1o appeal

The investigation was fimited {o the specific them. This Pian of Correction constitutes

complalnt investigated and doss not represent PNC's allegation of substantial compliance,

the findinge of a *ull inspection of the facillty.
[F300] 483.26 Provide Care/8ervices

One deficiency was [ssusd for complaint number: for Highast Weli Being
{A00381595 It is the policy and practice of PNC 1o
F 309 | 483,26 PROVIDE CARE/SBERVICES FOR F 30e| oparate and provide services in com-.
gg=D | HIGHEST WELL BEING pliance with all applivable Federal, Stafe,
and Iogal laws, ragulations, and codes,
Each reaident must receive and the facility must and with accepted professlonal standards
provide the necessary care and esrvices to attaln and principles that apply to professianals
or maintain the highest practicable physlcal, providing sarvicae in
mental, and psychosocial wellbeing, In such s faclity.
aceordance with the comprehenalve assessment
snd plan of care, Corrective Actlon
Findings 1-2; On or before - 08/12/13

§ undser the supervigion of the DUON,
Resident A will have a*

This REQUIREMENT Is not met aa evidenced and will wear shoss befere sitting in

by: | 7. Nursing staff will ke In-serviced aa/20/1a
Based on observation, Interview, and recerd reqerding resident/ needfora

review, the facility falled to ensure that one of n anda for weering shoes

three sampled residents (Resideni  cara pian
intarventions to pravent falls were l.emanted,
which placed Resident at rigk for repeat f

and il

USHVET

LABORATORY DIREGTOR'S OR PROVIDER/BUPPLIER REPAESENTATIVE S GIGNATLRE TITLE T K8 DATG
e é [/' Administrator 08248 .

Any doficiency sttement seitiing wi ssterisk (*) denotes & daficlency which the institutidn may be sxcuwed from camec|n pnnwic!lr{gT # s defamnined thsd

othar safeguards provide sufticient protaction to tha patisnts. (8as instructione.) Excap! for|nursing homas, the findings atated abova are discioSable 60 days

foll the date of survey whedher or not @ plan of corraction Ia provided. Fornursing horpes, the above findings and plans of coraction are disclbaable 14
days following the dale thass documents are mads avallable to the faciiity. If deficisnclas de cited, an approved plan of correction is requisite to continuad

pragrem particlpation,

%QRM GME-2667(02-09) Pravious Varsions Chsoiste Event 1D LTN24 Facllity 10: CA40000004 it santinuation shast Page 103
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luncn. There wars no ataff visinie In the haliwvay,
and | - had no call ight withir reach to summon
help Ir nesded. Rasldent was nateg {0 have 8
bandaga on the top of was wearing
socke whhout shoes, and . r was not
locked, There was no alarm davice absarved on

During a review of Reaident . clinioal racord st
1 , the racerd indlcated
thet Resigent  was aomitted with dlagnoses that
In¢' 1 ' -

cefbul @ veaow eI ﬂbcluﬂlu D VU v
, : wes on Ho: 8,

During & review of the nurees notes dated
i, the nurse had dogumented,

"\ (visem signe) {blor ,
i . ';I

. i PN PESiDOnt saw8
pain to yyeorow. voed cut opsh area.." A
smeond note had bean written on the same day at
: M, from the Intardiscipiinary team (IDT)
who mat to review Resldent; fail. The IDT
documented the " had rggujtad from "Resident
was upin: and slowly fall forward

| towards the floor sustaining @ emall «  to the

yabrow,” The IDT recommencded Resident
Apapiaced beckint  after lunch,

During & roview of hle eara nian fitlee " " and
Iniliated on rantions hadl
bean liated to prevent a reoccurrsnce of falls on

' _.nosl

ETATEMENT OF DEFICIENCIES %1 mownewsum.mmcm (X2 MRATIRLE CONSTRUCTION 8
AND PLAN OF CORREGTION wh {DENTIEICATION NUMBER: A BUILDING Mgg‘{&g%ﬁ
C
pssatn B, WING 07 13
NAME CF PROVIDER OR BUPPLIER EET ADDRESS, CITY, BTATE, ZIP GODE
800 EAST FIFTH §TREET
PLOTT NURSING HOME ARIO, CA 01784
x4} I BUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'E PLAN OF DORRECTION g&’m
PREFIX tw:a DEFICIENGY MUBY BE PRECEDED BY FULL PREFIX ACH CORRECTIVE ACTION BMOULD BB oM N
TAG REQULATCIRY OR LEG IDENTIFYING INFORMATION) TAQ @ nassnsucntéE Tgér%l ABPROPRIATE
when . hair, as well as
F 308 Continuad From page 1 F 308 jother interventions !n Reeident A's care
Findinge: plan,
Purines 5 four of the Fesliity oh at Procadurs for Identlying Potentiall
in: outside of  ;oorn eating

As all rasidants may ba potantlally affectsd
by the allegied deflclent conduct contalned
herein, PNC will iake corrective action in
relation (o &ll resldents. Therefors, no
procedura for identlfying potentlally
affected residents (s nacessary.

Corrective Action for Patentially
Affected Pationts
On or befors Av nder the | 08/20/13

suparvision of the DON, nursing statf will ba
In-serviced regarding implementation of carg
pian interventiona to prevent falls.

iMeasures Adopted for Systemlc Change
Systemic change will be achieved through
the new procadure for monktoring
correctiva actions and qualty sesurance ag
set forth below,

Monitaring of Corractive Action and
Quality Assurance

'The Quality Assurance Nurse or designae
will obrerve whesl chalr residents who are
1at risk for talls to verify Implamentation of
care plan Interventions te prevent fealls.
Obsorvations wiil ba unannounced and &
report of the findingas will be submitted to
the DON, who will raview the resulis and

FORM CME-3587{03-69) Pravious vereiona Obsolsts Event ID: LTNZ11

Flflﬂv 15; CA2400C0084 If cantinuation shest Page 2 ¢f3
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STATEMENT OF DEFICEENCIER {X1) PROVIBER/SUPPLIER/CLIA {%2) MULT PLE GONBTRUCTION (X9) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED

c
046618 B, Wikg 07/28/2013
NAME OF BROVIDER OR 8UPPLIER STREET ADDRESS, OITY, 8TATE, Zip OORE
540 EAST FIFTH §TREEY
PLOTT NURSING HOME ARIO, CA 91784
<40 BUMMARY STATEMENT OF DEFIQIENOIES b PROVIDER'S FLAN OF CORRECTION "
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULI, PREFX EACK CORRECTIVE AGTION SHOULD BE COMPLRTON
el REGULATORY OR L8G IDENTIFYING INFORMATION) TAG ¢ osa-neﬁanagg‘g i’g\:‘ gg}e APPROPRIATE oATR
lbring the report to the Quanterly Quailty
F 800 | Continued From page 2 F 308 |Assurance Commities, which will also

, which Included,

r. Snoes on &nd socks to

prevent rom siuainu v N wheelchalr," A second

care plan dajed iollowing a fall with
)13, reisiea w Resident, use

or e G ugnn 118 Intarventions listed inciuced:

“Fragquent visual chacks at loast every two hours

to ensure the call iight was in reach...”

recently, on

"o
e

During an Interview with the charge nurse (LVN 1)
at the same {ime of the ohaervation on .
20 PM, she confirmad that ResidentA

did not nave an Algrmon | . WES

' 185, BNO mera was not &
call light within reach. LVN 1 also acknowladged
that the csre plan Interventlons wera not
Implemented,

review the results and racommend any
changes es necessary,

FORM CMB-2587(02-89) Previous Vanslons Obsolow

Rvent ID; LTN2M

Fegilily 162: CAR4C000004 Hf sontinuation

sheet Page 30r3



