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F 000 i INITIAL COMMENTS 

i 

I The following reflecls lhe findings ollhe 
1 California Department of Public Health during an 
1 abbreviated survey regarding an entity reported 
1 inciden~ conducted on 7/25/121hrough 8/16112. 

I . i For Entity Reported Incident CA00318769 
regarding Accidents, F:~eral deflciencle& were· 
i•tilled (see Federal tags 279, 2&1 and 514~ 

I Inspection was fimited to lhe specific entity 

I 
reported incident Investigated and doeS nat 
represent !he findings of a lull Inspection ollhe 
facility. 

Representing lha Department: 29766, Heallh 
Fecllllies EvaiJator Nurie, and 26903, Heallh 
Facilltfe·s Evaluator Nuise. 

F 279 483.20(d), 483.20(k)(1) DE:'IELOP 
SS=D ! COMPREHENSIVE CARE PLANS 

I A facility must use the reJults of the assessment 
i to develop, review and revise the resident's 
i comprehensive plan of care.. · 
I 

i Th&.facility must -develop: a compfeh~sive care: 

i ~=:!;~:~t~=:~~. 
1 
niecllcal; nutsing, and men"-land paychosOCiat 

: neeCit.ll>at are identified lri !lie. comprohimsiva ·--1. 

FORM CMS-2567(02-99) Previous Versions Obsolete Event IO:MIEHF11 

F , DISCLAIMER STAIEMENT: 
· This Plan of Correction constitutes 
' written credible allegation of 
i compliance. Prepamtion and/or 
!' execution of this plan of correction 
lj does not constitute admission or 
!: agreement by the provider of the truth 

1
'1 of the facts alleged or conclusions set 

CAL liilA>MWII!AI!ement of deficiencies. 
Pilllllq>illlllllf correction is prepared 
~~ OjiAAUted solely becsuse the 
PioViilimlll'of federal and state law 

j8:C1Joirlsli:IN 
lfOAI'IX>SE 

I 
F 279 :.F-279 COMPREHENSIVE CARE 

I PLANS 
~Corrective action- Care plan for 
i: resident I with diagnosis of diabetic 
i neuropathy and peripheral vascular 
i' disease was put in place on 8-15-12. 
I Other residents-Medical records staff 
r conducted an audit regarding core plan 
1 on 8-28-12. None of the oth•or residfnls'' 
I were affected by the same deficient 

I pmctice. i 
I Newly ~tted/~admi~ residfnt's ,'' 
1 charts will be ""'lewed dunng · 
11 rrii\rning meeliDg to eusure thai 
' resident with diagnosis of Diabetic , 

nouropatb.y and PVD, plan of core has i. 
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DEFICIENCY) 

,,, f·~F~2~7s~c~o:.:ti:.u:ed:;:F:no:m:;:_:~1~-------r~F~27~sn:::::~m~eeting~-:~to:ensme::~tbat:J--I 
!:: I due1o 1he resldanrs exen:ise of righ1s undl!l' resident with any new diagnosis and 
• · §483.10, including 1he right 1o refUse treatment skin condition has been care planned I 

under§483.10(b)(4). ontimelymanner. 1 

This REQUIREMENT is not met as evidenced 
by: 
Based on obearvatlon, lntetvlow·ond 
review, the fatllil)' failed 1o ii!Welop . 
one o1111ree sampled' reslcflln1s (1) 
vascular disease (PVO, · 
vessels lociotad outildo1ho heart and ~n) and 
neunopathy (abnormal condition ofporiphll,lal• 
nervoa). Findings: 

Resident 1's clinical record was revlowe!1. on. 
8/18/12. Residant 1's 5/11/12 Minimum Dat8 Set 

assessment tool) lndlcaled he was CC!I~IIl!lely 

I
' self-ri!lsponslbUt for his decisiOns. 

His admitting diagnosis included PVD. 

I During an interview on 7125112 at 11:05a.m., . 
i Rssldont 1 slated he sustained burns ·JS· q a 
i cupofhatcolta&wi1hbo1holhish~ · . ·,Out 
on i>Hs.lor a medK:al &pliO~. Hi . . .. 1!8 
~ 1o 1e<11 the bllm• ~use !if hft .. : .. 
m . . ~Cl!!~l~n ~u~di!f report the bif~)!!f 

' stalf ~ ,,,ell hll. relilmed 1o the lactl!lliJil" 
: tho ovan(lig shlti. · ·· · 

FORM CMS-2587(02·99. Pre_wioul Versions Oblolale 

Resident with any new skin condition • 
will be placed on 24 hrs report for 72 
hrs monitoring as per protocol and 
plan of care will be develop 
...,.,..W,giy. Resident comprehensive 
care plans will be reviewed during on 
admission, quarterly, annually and 
during care conferences by 
interdisciplinary team. Any changes 
with resident plan of care, MD and 
responsible party will be notified and 
plan of care wiU be updated 
accordingly. 
Systemic cbanges-lice:nse: nurses: we«11 
in service by Director of nursing on 8-. 
15-12 regarding plan of care with I 
resident wbom has disgnosis of 
Diabetic neuropathy and peripheral 
vascular disease plan of care. 
Monitoring- Direc1or of 
nursing/Designee will be responsible 
to monitor the process and any 

OF PUBLIC HEALTH 

AUG S 1 2012 

L II< C DI'II~ON 
SAN JOSE 

from audits wiU be 

is 
12 

If CQntinualion sheet Page 2 of 8 



'Nt.:.,,X:"· , ... ..._,\ 

:, . I;)EPARTMENT OF HEALTH AND HUMAN SERVICES 

'' :·· E T RS FOR MEDICARE & MEDI 10 ERV CES 

STATEMENT OF DEFICIENCIES 
~D PLAN OF CORRECTION 

(X1) PROVIDERISUPPLIERICUA 
IDENTIFICATION NUMBER: 

PRINTED: 0812212012 
FORM APPROVED 

0 N .. -091 

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED 

A BUILDING 

, .-
&IMNG C 

~~~~~~==~~l_ ____ ~o~~~1~a ______ ~::~~~~==~~~==~--l__Jo~W~1~W2~0~12L__ 
,-,_-. tiAME OF PROVIDER OR SUPPLIER STREET ADDRESS, ctTY, STATE, ZIP CODE 

2081 FOREST AVENUE 

~- · SKYLINE HEAL THCARE CENTER· SAN JOBE SAN JOB!i CA HUB 

. (X4) ID 1 
" PREFIX I 

TAG I 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFtCIENCY MUST BE PRECEDED BY FUU 
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F 2791 Continued From page 2 

'c. • · where there was third dagree bum (effects layers 

,c- ·., ! of the-skin and ~to a deeper level Qf tiSsue 

' 1 resu·ltlng in wh!te or btackened skin). on the right 

I 
hand. The MD recalled another Incident when 
Resident 1 bumedhls hand while hoJding a cup of 

, s.oup hi heated in the m~e. THe MD·stated 
Resident 1 did not feel n beCause of his 

. . 

J •· .... ' 

:· ,..; ·~· 

F 281 
SSotD 

neuropathy. · 

During an lnW'ileW on B/1!1!12 at 9:45a.m., the 
Unit manamtr verified 00 c8re plans addressing 
Resident 1's pVD or neuropathy problem• were 
in place in th8 clii'llcal recOrd . 
483.20(k)(3)(1) SERVICES PROVIDED MEET 
PROFESSIONAL StANDARDS 

' '.. . 

The servi!>OS provided or arranged by the lacilny 
I must meefprofeelldltalstandards of qualny, 

I This REQUIREMENT is not met as evidenced 
I 

FORM CM$-2587(02-118) P~s VONIORI Obsolete 

I 

ID 
PREFIX 

TAG 

F279 

PROYIOER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEACIENCY) 

F 281 Cmrective action-
Resident I skin assessment was 
done oo 7-19-2012 by a license 
nmse and treatment order was done 
as per physician order. 
No other skin issues identified. 
Other residents· Medical record staff 
conduct an audit on resident whom 
recently went out oo pess regarding 
skin sssessmeot before leaving the 

I facility and upon return, no other 
i issues were identified. 

I 
Resident with any new physician order 

. for out on pass, chart will be brought 
i to morning meeting to ensure that · 

i to toe skin assessment was completed 
before ..,.;dent left the facility and 

• uPOit return, Any new skin cdlldltion 1 

identified durin& sssessment will be · 

reported to MD immediately and plan I 
of care wi1l be developed. Telephone i 
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._,·-

~ : •'' 

or blackened skin) on his right hand: The stall 
failed to fo- the physician's order to change 
Resident 1's dresSing twice a day. The cere plans 
for Resident 1 indicated. stall was to monitor lor 
~l{j~s'and syrilptolll$ of lnlactlon o( sfOn l@atsln 
hiS h81!d$.. ThUtalldkt ~ls·dul1ng the 
dflloalng chaliqe b~t.!allsd to oo .-....rilailt · 
when m. order for \1nSSSing challge wa.. miaaed. I Flndlngll: ' 

.-;_ '· 
,.,._ !' 

' ._ .. 

Resident 1'8 clinical record was novll!Wed on 
8/16/12. ResldO!lt 1's 6111/12 Mll!lmum D.t8·$e\ 
(an 8Si888ment toot) Indicated he,.. ~n!W;;Iy 
in~ and was sell-respor~slbltHor deciS161!s; 

, Dunng an interview on 712611~ at11 :o~ a.m., 
1 ReSident 1 - he sustaitted bunlat1olding a 
1 cup of hot cctree·w111\ both of his hands while out 

I 
on pan for a madicalappolntment: He also 
recalled. hljVing burned his hand preiliously about 

I 
six to eight month ago by hQiding his hand over 

·hot soup as he tried to maneUver his-wheelchair. 
! Residant 1 stilttlct lie tl>ld a stall rilember on 
1· eveil~ ~hift but hll <iOUid nOt remembiit; who. 

I .... 

I 
I ,., . '[ii.ilt! ., 
I 

• 
r.·-i . . - .,. ·, 

' 
DUring ~n lntetvleW dn 8/18/12 at7: 10 a.m., CNA ' 

. ! 

FORM CM$-2567(02·118) Prev1c1uJ Version~ Oblolele Evenii0:MEHF11 

0 
(X2) MUL TIPI..E CONSTRUCTION 

A BUILDING 

(X3) DATE SURVEY 
COMPlETED 

8. WING 
c 

0811612012 

STREETADORE$8. ~.STATE. ZIP CODe 

2081 FO .. ~ AVENU& 
SAN.IOIIif;CA .... 28 

' ' ·'' 
!0 

PREFIX 
TAG 

PRO\ildEI;ft PLAN OF CORRECTION 
(~~VEACTION ~ULD BE 

CR0$8.Riaf.$ENCED TO ll'IE APPROPRIATE 
DI!FtCIENCY) 

. 'OrileiS willbe"fu'Oughffu morning 

' ""' 
I """""""" i DATE 

: 

F 281 meeting with new physician order for I 
out on pass to ensure the plan of care 
was reviewed during morning meeting 
and updated as needed. 
Systemic changes- License nurses 
were in-service by Director of nursing I 
regarding resident with out on pass 
policy and procedure on 8129/12 
Monitoring- Director of 
nursing/Designee will be responsible 
to monitor the process and any new 

I 
findings will be brought to the facility 
QA&A meeting monthly until 

1 compliance is sustained. 
Completion Date- 9-10-12 
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·' ... F 281 Continued From page 4 . 
lt_~-

,_, .. ~'·. 
~ .; -

" , 

B stated when sending a ~!.out on pass, 

I she makes sure the resktent Is stable: · 
Transportation has been arranged, She will get 
the rasldent ~Y. giving the reoiltentthe . 
rnoinlng ~and ""!'ing l!!il!!~ ~ '*l" 
~- Cl'j(l. B uSulltf. ~k jlifill slgn11, b.~tthls 
is nat lll(llijl!id. Slle 8l8o iftiOI'SI<In u~nt · 
for brulileoi at tirille,, but ill ... , not required. ' 

Dunng In lt\l!illii<IW ori 8116112 at 7!3il'1i. ll!cWIIh 
ilcstised nur$ii S (LN B), sh!> $!!lied rasklarits 

I usually.gp opt qn, pa$8 ~il!P\111[ed by.• family 
member. ~ sta«iG the c:ttm.n~(<;N) · 

. =~;n':"~t•ttr.J;~wilh 
during the.cllill'CMsll. The CN &1M...,.. blank 
dactof•ordar sh'Ht and ~ nor.a far 

! instrucllor1s wha!l ~!>Y return to·th•l'a<ilily. When I 
I 
they come baCk, tftey aasssa for any chango In , 

I 
condition. 1 

1 During an interview on 6116112 at8:45 a.m .•. LN C I 
, steled when a ~nt returns fi'Qm pass, she 
I ·~ lflily usU&Jiy doCUrillllllhotdme. Sht' staled I' 

! :~:~~.=~=:~~Lm,14 , 'folldw J, . 

I 
.... 

. 
! 

i 

:-
EventiD:MEHF11 
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11 F 2~1 Continued From page 5 
't:,i ··... infectiOn on his fingSrs and hands . 

. . 

f,¥- -., -~, 

·>' . ' 

d·, ., .,., . 

,. :. 
,;_. 

F 514 
SS=O 

E...,...IIO:MEHF11 

2011~TAYe«JE 

SA!'I JosE, ¢A .lien• 
10 

PREAX 
TAG 

F2B1 

F 514 

Pfq)VIb&R'S' Pt.AN OF CORRECTION 
~.COFiRECTJVEACTION SHOULD BE 

CROSs-RefERENQ~ T6 THE APPROPRIATE 
' . OEFICIENCY) 

- __ :~-

Corrective action- I: I 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 

. 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 
physician orders are being carried out 
on timely manner and followed by a 
license nurse as per protocol Resident ' 
Wlllrtdlloal oftreatment onlen will be 
communicated to MD and RP. Any 
missed or resident with refusal of 
tnatment order, License nurse will be 

""' . ......,.. .. ,. 

Faeiily IQ; cAo70ooooao' If continuation sheet Page 6 of 8 
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PREFIX 

TAG 
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F 514 Contin~ed From page 6 F 514 docurpent on back of the treatment 

,;_'_' 

,,,_ 

.. 
·; ·, 
~/ ., > 
;, •.-. . ' _,, 

I change was mar1ced In 1he Trea1ment record sbeet with explanstion of 
AdministratiOn Record (TAR) as belog completed ~---• f and tan f 
on 1he evening shltlof7/18/12. Rasldent 1's "''"""' 0 treatment P O care 
treatment administration Alcord 1~ a will be developed and reviewed as 
dressing chOnlJO was dpne on 7/1 !!!) fp.m. ~1ft needed. Risk VS. benefits will.be 

· b~t a, staff me!"~* s1alild she did nJt(1)11o1!fttl& discussed by IDT and it will be . 
physician's order and mjssed dolilg ~ d~~ .· <~~•m""'..t in nurse's notes. l 
change. Thlslali!lnl· fed !6 bums on bQ1h lilllldt.' · 'Sy-stemi--:-c c:-hanges- License nurses will I. 

not belilg dise!)V8red and assetalicl.untifiho ri8)tt 
day wtien 1he i>hvsic:lan assessed R4llilidont 1'1i · be in-serviced by Director of nursing : 

• hands. Findings: on 8-29-12 regarding following i 
physician orders and treatment policy · 

Resident 1's clfnicat Alcord was~ on 
8116/12 ... Rolsident 1's Minimum D$ set (MI\)S, . and procedure,_ . 
an assessment !!Jol), lnd,lcated ho( ... eognltive.!Y Monitoring- Director of 
intact and soil responsible for his decisions. · · nursing/Designee will be responsible 

to monitor the process and any 
During a reco!d review on 7121i/12, 1ho 7/18/12 fro audl 'II b 
physician's order lndlcsted 1ho sldn tear on the' negative findings m t WI e 

I 
right ring finger neil bed. nght middle finger nali ' brought to facility QA&A monthly 
bad and loft ring finger noll bed were eloanslad meeting until compliance is sustained. 
wi1h normal saline, triple antibio& !IPPiied and Completion Date- 9-10-12. 
covorad with dry dressing twice a dll)'. 

CALiFORNIA DEP. 
Ot PilBL/C H:i;1ENT 

AUG 81 2012 
L & C OIVISJorv 

SAN .JosE 
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F 514 i COntinued From p_age 7 . 

II Duri.n~ an Interview on 7125112 at11 :05 a.m ... 
Resident 1 stated he suo!alned bums holding a 
cup of hQI co-with b9tl1 of his .h~nds,while out 
on ~Jijr a mal\101!1 il~po~ntl'!lltlidenf 1 · 

· otate<!)lil ~ a Stllfl ~~ .. lin ihe <Mnlfiilohift 
but he'COiiJd 'riot illmeJiitiet'Wilo>. . ·· . . . 

·.-~.;·~·-· ~ ~.' ·.: 

~~="tr;~::=-=~· •"*ell""" tot ~li'l• and symr,itlllns ofinleclfort· 

I during d,....i11Q c~III]Q<!J and 1110Uki ~ocui~Jant the 
a~IS 1~ thlfnQi'$6's ndles . 

• . '• .r , , • ' 

ounO!I:aitJntltrvrew.en ei16112at'4:05p.l11:, LN A 
viotiliedill~fah!i on TA~ llateii 7/18112 weR! hers. 
She irii!IIIJ8<I .. 111,-TAl\ prior. to the' ~-lng 

I 
cfjang~t, She"*"' to cll):le her Initial indicating 
trelllrrlollt was not dona but never got back to the 
I TAR. 

I an IntervieW at 4:35 tile 
· dlreetbi. Is a 

' " '_ ~ 

FORM CMS-2587(02-18) Pfev10uS VersiOns Obsolett e:v,m ID:Mf;HF11 
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