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F 000 | INITMAL COMMENTS F 000f DI R STA NT:
- This Plan of Correction constitutes our
The following reflects the findings of the | written credible allegation of
California Department of Public Health during an- * compliance. Preparation and/or
abbreviated survey regarding an entity reported ' execution of this plan of correction
1 ; us p \misci
incident, conducted on 7/25/12 through 8/ 6!1? not constitute ssion or
"1 For Entity Reported Incldent CA0031876¢ | agreement by the provider of the truth
regardmg Accidents, Federal deﬂclanciesware | of the facts alleged or conclusions set |
" Inspection was fimited to the specific entity PRGNS correction is prepared
reported incident investigated and does not Awm. solely because the
| represent the findings of a full inspection of the provi f federal and state law  §
facility. | s Dinsiin !
. . —SAN JOSE g
Representing the Department: 29766, Health ; B
_ Facililes Evaluator Nurse; and 26903, Health I
- Faciliies Evaluator Nurse. f : i
" F 279 483.20(d), 483.20(k)(1) DEVELOP F 276, F-279 COMPREHENSIVE CARE |
§8=D, COMPREHENSIVE CARE PLANS PLANS '
| A facility must use the results of the assessment I; Correct x;e acttﬁodli' Care pla;:l dfgiaeuc :
| to develop, review and revise the resident's | resident 1 wi agnosis o I
i comprahensiw plan of care. i neuropathy and peripheral vascular
! i - disease was put in place on 8-15-12. |l
Thefacimy must develop & comprehenswc care : ' Other residents-Medical records staff
; Plan for ﬁmeswﬂﬂt- ~=-£‘$%?’ neaslal * . ' conducted an audit regarding care plan
| objachves . @ : '_
.I medjcat, nursing‘ a,nd me“ta-.l and‘ psychosﬁal !. on 8"'28'12 Nom Ofthe O’thel’ res].den !
.| needathat are identified iri the comprehensive  were affected by the same deficient
 asgessment, _ | practice, I
: ’ ‘ Newly admitted/re-admitted resident’s I
i charts will be reviewed during
iRosning meeting to ensure that
| resident with diagnosis of Diabetic
| neuropathy and PVD, planofca:ehas L
i been developed and put in place. i

. oo provide sufi - AETS - o e - . 4 5
hdﬂ“ufwmymﬂiﬂwnolaplmofmmumm Fernwsmghm M 'mandplmdMnaredlmu
plogram parisipanon.
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Telephone orders will be reviewed
- F 279 | Continued From page 1 F 279| during morning meeting to ensure that
due to the resident’s exercise of rights under resident with any new diagnosis and
S:g:'r"&a'gcwg? 4t)h° right o refuse treatment. skin condition has been care planned
‘ ' on timely manner.
_ ' Resident with any new skin condition
This REQUIREMENT Is not met as evidenead... will be placed on 24 hrs report for 72
by: " hrs mork 1 and
_ : monitoring as per protoco
roviw e fociy el 1o dovelo & oare i | plan of care ill be develop
p a care pi _n fbr \ id hensi
one of three sampled residents (1) for peripheral accordingly. Resident comprehensive
| vascular digease (PVD, diséases of the Blood' cate plans will be reviewed during on
vessels iocated outside the heart and braln) and admission, quarterly, annually and
neuropathy (abnormal condition of | paﬁphbral during care conferences by
nerves). Findings: _ _ . fiscipli eam. Any changes
Resident 1's clinical record was rewiewd!d an. - with resident plan of care, MD and
8/16/12. Resident 1's 5/11/12 Minimurm Data Set responsible party will be notified and
(an assessment tool) indictited he was cognitively plan of care will be updated
intact and was seif-responsiblé for his decisions. according]
His admitting diagnosis included PVD. Systemic yl ’ ges- license nurses were
During an interview on 7/26/12 at 11:05 a m', _ in service by Director of nursing on 8-
Resident 1 stated he sustained burns hoiding a 15-12 regarding plan of care with
cup of hot coffee with both of his kiands resident whom has diagnosis of
on pags for a medical appointivient. H s Diabetic athy and peripheral
3. unable to feel the burms hecause of neuropatty £ ;
megical cqndixean but did report the bis vascular disease plan of care. |
: staff mambier wheh he. refumed to thu-facl iy nn Monitoring- Director of
' ' nursing/Designee will be responsible !
to monitor the process and any I
| negative findings from audits will be {
bmught to facility QA& A monthly -
untgl compliance is sustained. |
! ompletion Date- 9-10-12 o
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F 278 | Continued From page 2 F279
{ where there was third degree burn (effects layers
| of the.skin and goes to a deeper level of tissue
resulting in white or blackened skin) on the right
hand. The MD recalled another incident when
Resident 1 burned his hand while Holding a cup of
soup he heated in the microwave. The MD-stated
Resident 1 didt not feel it bacause of hiis
neurcpathy. -
During an intgrirfdv'an 8716112 at 9:45 a.rmn., the
unit manager verified no care plans addressing
Resident 1's PVD or neuropathy problems were
in place in the clinical record. u Cor 1
483.20(k)(3)() SERVICES PROVIDED MEET F 281| Corrective action-
PROFESSIONAL STANDARDS Resident 1 skin assessment was i
The services provided or arranged by the. facility done on 7-19-2012 by a license
must meet professidrial standards of quality. nurse and treatment order was done
as per physician order.
. - No other skin issues identified.
'II)';\_ts REQUIREMENT is not met as evidenced Other tesidents- Medical record staff
B conduct an audit on resident whom
recently went out on pass regarding |
skin assessment before leaving the
facility and upon return, no other
issues were identified. :
Resident with any new physician order
for out on pass, chart will be brought
| to moming meeting to ensure that ¢
| to toe skin assessment was completed
before resident left the facility and
. updh retutn. Any new skin condition
identified during assessment will be
reported to MD immediately and plan
_ T R _ | . of care will be developed. Telephone
FORM CMS-2567(02-99) Pravious Versions Obsclete Event ID: MEHF11 Facilty X cmmuom if continuation sheet Page 3 of 8
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" orders will be Brought to morning
" -1« F281| Continued From page 3 ' | F281| meeting with new physician order for
A or blackened skin) on his right rand. The staff out on pass to ensure the plan of care
1 failed to foliow the physician's order to change iewed during morning meeting
O Resident 1's dressing twice a day. The care plans ;f; eV ted o
for Resident 1 indicated staff was to monijtor for updated as needed.
signs and syinptoms of infection of skin tears in . Systemic changes- License nurses
his'hands: The staff did assessments dudﬂg the were in-service by Director of nursing |
| dressing change but failed to do essesrtient regarding resident with out on pass
m tt‘:&rder for dressing °ha“9° was. rmssed - | policy and procedure on 8/29/12
" - - Monitoring- Director of
Resident 1 clinical record was rwlqwad on | nursing/Designee will be responsible
8/16/12. Realdcwttﬂ:,I s 5/11/12 Mlnkw Data &ﬁ:l - | to monitor the process and any new
(an assessment tool) indicated he Was coghitivety | findings will be brought to the facility
intact and was sa!f-r'eeponsiblefor decisions; - QA®&A meeting monthly until
During an interview on 7/26/12 at 11:06 a.m., - | compliance is sustained.
Resident 1 stated he sustained bums tiokiinga | Completion Date- 9-10-12
cup of hot coffée with both of his hands while out
on pass for a médical appointment. He also |
| recalied having burned his hand previousty about !
 six to eight manth aga by hotding his hand over
hot soup as he tried to maneuver his- wheeichair.
Resident 1 stated he toki a staff member on -
‘eveniing. Shlft but he aould not rememhar who
- l;:uung an intgmew BB TOS A,
A(CN*NSW“-,
1@ reside L Gfv.paeg she QW .-

 Dliring &in ifterview 6n 8/16/12:4t 7:10 a.m., CNA | |
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Continued From page 4 ‘ F 281
B stated when sending a resident out on pass.
she makes sure the resident is stable.
Transportation has been arranged, she will get .
the resident ready, giving the resident the
moning care and seeing bréakast has bean
served. CNA B

usually. chéckvw sign 8, butthls

Dunng an intawm on 811 6!12 a7 3&% . with
Hcefiged Myrse B (LN BY, she stated residerits
usually 9o out qn.pass amompanled by.a family

mermiber. Sl'miktedthedt ge nurse(CN) -
sends the resident to a medic :appnlnmn;wnm
, | copis of néaded information; for tiia dactor. '
BT | during the cﬂni’tviait-The EN alsosma Bldrik
1 R doctor's.order sheet and prog

instructioris when they return to- thd facility. When
they come back, tfiey assess for any changs in
condition..

During an interview on 8116112 at 845 a. m., LNC
stated when a résident returns from pass, she

i | statad they usually docurnent th&tlme. ShtsT stated
oo |the stefido tinge 6n & case by cake
i i no spécill sﬁndam of pmgﬁm&(ey

ans;tﬁ‘&;#'""qzmwem it
I Wﬁiﬁ%ﬁfﬂ@ﬂsaﬁdwﬁpﬁomw
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- |, PREFIX
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- SUMMARY STATEMENT OF DEFICIENCIES
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PREFIX
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. F281

sam_shedi‘ not do dressing ohange on

Continued From page §
infection on his ﬁn’g"ers and hands.

During an mterview with the mfechon control
nurse on §/16/12 at 10:15 a.m., she stated the
staff checks for signs and symptmns of infection
qumd essing changes and would document the

iew 16!12 a:m&nm LNA'
10n 7/18/12 evening shift asprd&red
Sha als stated no asgessment on Resident 1's
firigets and han&wer»‘i done whien he returned
from pass that night.
483.7! am RES - '
RECORDS- GMPLETEIACCURATEIACCESSIB
LE .

The facility must maintain clinical records on each
resiient in accordance with accepted professional
standarda and practices that are compiete;
accurately documented; readily acoesslbie, and
sysfematlcally organlzocl

Theclinical it muat oonhin suMnt

F 281

F 614

Corrective action- 1:1 in-service was |
done on 8-29-12 by Director of *
Nursing regarding skin assessment, |
following physician orders, and
treatment policy and procedure as well,
as documentation |
Other residents- Medical record i

. conduct a random audit on resident |
with receiving skin treatments, no

+ other issues to be identified.
Resident with any new treatment
orders, charts will be brought to
morning meeting to ensure that

i physician orders are being carried out
on timely manner and followed by a
. license nurse as per protocol Resident

i with refusal of treatment ordérs will be

. communicated to MD and RP. Any

_ missed or resident with refusal of ;

treaunentorder Lmensenursewﬂlbe _

=+

|
i
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Residant 1's clinical record was on
8/16/12. Resident 1's Minimum DmSet (MBS;
an assessmant tool), inqieamd hey ougnitivaty
intact and self responsible for his dec sions e

During & record review oh 7/25/12, the 7!181‘12
physician's order indicated the skin tear on the:
right ring finger najl bed, right middle finger nail
bed and left ring finger nail bed Were cleanséd .
with normai saiine, triple antibiotic apphed and

covered with dry dressing twice a day

On 7126412 a review of the TAR indisqm the.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE cousmucﬂon (X3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
: A BUILDING c
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91D SUMMARY STATEMENT OF DEFICIENCIES 1o ~ PROVIDER'S PLAN GF CORRECTION L)
- PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX " (EAEH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoss-REFERsﬂcen TO THE APPROPRIATE DATE
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. responmble to circle the initial and .
-+ F 514 Continued From page 6 F 514| document on back of the treatment
: change was marked in the Treatment record sheet with explanation of
Administration Record (TAR) as being completed refusal oftreatme;txznd lan of care .
on the evening shift of 7/18/12. Resident 1's : P !
treatment administration record indicated a will be deyeloped and reviewedas
dressing ghange was done on 7/18/12 p.m. shift needed. Risk vs. benefits will be I
b::t ::itanf!' member ns‘r}ata'd shaddig’ n%goldlow s;lhneﬁ discussed by IDT and it will be i
physician's order and missed doifig res documented i
change. This fallure led t5 burns on Both Kand __:,,'-' < n nursf s notes. m :
ot being dlsewerad and assessed until the riéxt ystemic changes- License nurses wi
day when the physician asseséed Resident 19 be in-serviced by Director of nursing |
hands. Fmdlngs _ on 8-29-12 regarding following |
physician orders and treatment pollcy

Monitoring- Du'ector of
nursing/Designee will be responsnble
to monitor the process and any
negative findings from audit will be
brought to facility QA&A monthly
meeting until compliance is sustained.
Completion Date- 9-10-12.
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Continued From page 7

: durlnq dréasing chdnge and would dacument the

_ Duringan[nterviewﬁn 8/16/12 at4: Oﬁp M., LN A

| During an intervlew on 8/15/12 at4:35 p.m., the

During an interview on 7/25/12 at 11:05 a.m.,

Resident 1 stated he sustained burns hokiing a

tooffae with both of his hands while out
adical agg "'lntmeni ‘Résident 1

Duingenir P ﬂi@i,’; ecton contith
nurse o 8/16/12 af 10:15 am;, she atahd fg
staffchisck for SIgnﬁ and symphmm of infaction”

_“=t3inthq__'_.,"_'sno¥es

vetified iNdlals on TAR dated 7/18/12 were hem
She initiajed the TAR: prior. to the' dresaing
change, She meant to circle her initial indicating
treatment was fiot done biit never got back to the
TAR."

assi_stant dlractor of'ri'lturses (ADON) stgted it isa |

F 514
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