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EﬂxJ SUMMARY STATEMENT OF DEEICIENCIES ] PROVIDER'S PLAN OF CORRECTION o8
(EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
'm; . REGULATORY OR [LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: : DEFICIENCY)
F 000 ' INITIAL COMMENTS f goo| This POC is not an agreement by
’ | the facility as to the validly of any
+ The following reflects tha findings of the element of the listed deficiencies.
; Cafifornia Department of Public Health during a This document is intended as a
| complaint investigation conducted on 8/18/11 and . Plan of Correction {0 the DPH as
82401, required by law. This plan of
 For Complaint CA00279918 regarding Admission, | correction constitutes a written
I Transfer & Discharge Rights, Federal deficiencies credible allegation of compliance
| wera identifiod (see F203 and F204). for the deficiemcies noted and
Inspection was limited to the specific complaint w;hmtllln R eguth]i:l Compliance
| investigated and does not represent the findings ™ ns.
. ofa full inspection of the facility. Axnr,},;e-m
Representmg the California Department of Public j q/ﬂ [t
! Health was 29258, Health Facilities Evaluator ;
| Nurse.
F 203 483.12(8)(4)-(6) NOTICE REQUIREMENTS ORacility shall comply with the
$se0 | BEFORE TRANSFER/DISCHARGE before
u'msfer/dJscharge The facility
 Before a facility transfars or discharges a shall and did notify the resident,
| | resident, the facility must noiify ihe resident and, family member or legal
L if known, a family member or legal representative | representative of the requ
' of the resident of the transfer or discharge and E requested
| the reasons for the move In writing and in a ‘| discharge ox 'l‘ﬂ!leﬂ'ﬂld the reason
: language and manner they understand; record | for the action ip writing and
" the reasons in the resident's clinical record; and document same in the record
- include in the notice the itemns described in : : .
. paragraph {a)(6) of this section. including the items of paragraph
‘ (aX(6).
Except when specified in paragraph {a}{5){if} of -
. this section, the notice of transfer ar discharge The facility thru the DSD shall
st be made by the acity t sast 30 sy provide an in-service to the
m e facility at lea Ve . . .
. before the resident is transferred or discharged. B°I ﬂ."kﬁf“‘gﬁ a”dc:‘:::‘;::em“m
. Notice may be made as soon as practicable ensure that the place of proposed
. before transfee-or jfischarge when the health of
! . _
PLIER REFRESENTATIVES SIGNATURE S (X&) CATE
la
Euu.ug.w Oyee t Qfeolt

djtg with an asterisk {*} denotes 2 deficiency which the instilution may be excused from comecting providing it is detsrminad that -
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sfficiant protection ta the patisnts. (See instructions.] Except for nursing homes, the findings stated sbove ara disclosable 90 days
py whather or hot a plan of comedion is provided. For nursing homeas, the above findings and pians of correction ana disciosable 14
gse documents are made avallable to the facility. | deficiencies are cited, an approved plan of comection is reguisite to continued
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| _ DEFICIENCY)
j [
F 000 i INITIAL COMMENTS l Fo00|| This POC is not an agreement by
‘ the facility as to the validly of any
: ' The following reflects the findings of the o PT;MA DEPAﬁ; ent of the listed deficiencies.
California Department of Public Health during a Blic HeAllFhis document is intended as a
complaint investigation conducted on 8/18/11 andp 29 | Plan of Correction to the DPH as
|I 8/24111. . | . 20‘- | required by law. This plan of
For Complaint CA00279918 regarding Admission M%’S’ONE correction constitutes a written
Transfer & Discharge Rights, Federal deficiencies SE | credible allegation of compliance
were identified (see F203 and F204). | || for the deficiencies noted and
| : bstanti .
" Inspection was limited to tha specific complaint ‘ ! ovi:hrat]lll S; t:l Compliance
investigated and does not represent the findings 1V ¢ Regulations.
of a full inspection of the facility. ;
Representing the California Department of Pubiic | 1 F203 9 /z;/q
Health was 29258, Health Facilities Evaluator :
Nurse. j rre .
F 203 | 483.12(a)(4)-(6) NOTICE REQUIREMENTS F 203| he Facility shall comply with the
s5=p | BEFORE TRANSFERMISCHARGE notice requirements before
transfer/discharge. The facility
Before a facility transfers or discharges a shall and did notify the resident,
resident, the facility must notify the resident and, family member or legal
if known, a family member or legal representative .
of the resident of the transfer or discharge and n?presentatwe of the requested
the reasons for the move in writing and in a || discharge or transfer and the reason
language and manner they understand; record | for the action in writing and
the reasons in the resident’s clinical record; and || document same in the record :
| include in the notice the items described in including the items of paragraph '
+ paragraph (a)(6) of this section. e 0 ‘
| (a)6). |
Except when specified in paragraph (a)(5)(ii) of ‘ N !
this section, the notice of transfer or discharge i| The facility thru the DSD shall i
R AT || e o
. mu @ by the facilty at least 30 days Bookkeeping and Social Service ||
before the resident is transferred or discharged. | | taff with ref; to the ito |
| Notice may be made as soon as practicable | | ensure that the place of proposed ||
ischarge when the heaith of i | |
IER REPRESENTATIVE'S SIGNATURE I(xa) DATE
~
Enacie Drec.{[;: QfLs /1

a)ng astenisk {*) denotes a deficlency which the institution may be excused from comecting providing it is determined that -
hicie protecbontothepaﬁems (See instructions.} Except for nursing homes, the findings stated above are disclosable 90 days
¢ whether or not a plan of comaction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

hese documents ame made available to the facility. If deficiencies are cited, an approved plan of comection is requisite to continued
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oD | SUMMARY STATEMENT OF DEFICIENCIES | D i PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] | DEFICIENCY)
| F203; Continued From page 1 F 203, discharge is clear and contains an
+ individuals in the facility would be endangered | address or other appropriate
 under (a)(2)(iv) of this section; the resident's | | indication of the location to be
heaith improves sufficieritly to allow a more ! discharged or transferred to.
immediate transfer or discharge, under paragraph ;
i (@){(2)(i) of this section; an immediate transfer or The Administrator shall be

 discharge is required by the resident's urgent

g section; or a resident has not resided in the
; facility for 30 days.

| or discharge; the effective date of transfer or
i discharge; the location to which the resident is

of the State long term care ombudsman; for
nursing facility residents with developmental
disabilities, the mailing address and telephone
' number of the agency responsible for the

- protection and advocacy of developmentally

of Rights Act; and for nursing facility residents
who are mentally ill, the mailing address and
the protection and advocacy of mentaily ilt

Advocacy for Mentaily Iil Individuals Act

Bésed on observation, interview and record

| medical needs, under paragraph (a)(2)(ii) of this

| The written notice specified in paragraph (a)(4) of ;
this section must include the reason for transfer

" transferred or discharged; a statement that the
 resident has the right to appeal the action to the
' State; the name, address and telephone number -

| disabled individuals established under Part C of
the Developmental Disabilities Assistance and Bill

telephone number of the agency responsible for
individuals established under the Protection and

. This REQUIREMENT is not met as evidenced

review, the facility failed to indicate the location to -
which a resident would be transferred, when one
| of one sampled resident (1) was to be discharged

| responsible for ongoing monitoring

i| shall be accomplished by a review
| of any and all discharge notices.

for continuing compliance. This

Should there be any issue it shall be
referred to the QA team for
resolution.
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!
F 203 | Continued From page 2 F 203

home with no specific address. Findings:

Resident 1 had a diagnoses including seizure
disorder (involuntary series of contractions of
group of muscies).

The Minimum Data Set (MDS, an assessment
toot) dated 4/7/11 indicated, Resident 1 had long
and short memory problem and moderately ,
impaired decision making. The same MDS also ’
indicated Resident 1 required total assistance |

from staff with his activities of daily living (ADLs) |
including transfer and ambulation {mobility),

eating, dressing and hygiene.

A notification of Resident Transfer or Discharge |
sent by the facility to the Public Guardian dated
8/11/11, indicated the fransfer location as "home" i
with no specific address.

Buring an interview on 8/24/11 at 8:30 a.m., the
activity assistant (AA) stated, that Resident 1 had |
no family, and no home. I
During an interview on 8/24/11 at 9:45 am., the .
social service (SS) stated, "There was no family
living locally, his Public Guardian was the only
contact. We don't know where he lived and | don't
think he has a home.™

During record review on 8/25/11 at 9:30 am., the |
facility policy and procedure dated 12/08 on
Notice of a Transfer and/or Discharge indicated,
| "The resident, and/or representative (sponsor) will
i be provided with the following information '
including the location to which the resident is
being transferred or discharged”.

F 204 | 483.12(a)(7) PREPARATION FOR : F 204
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F 2049 Cdntinued From page 3 F 204‘ F 204
s+ SAFEJORDERLY TRANSFERIDISCHRG The facility shall have preparation for | §-254
i a safe/orderly transfer/discharge.
A faclity must provide sufficient preparation and Amberwood Gardens shall provide
' orlentation to residents to ensure safe and orderly sufficient preparation and orientation
transfer or discharge from the facility. to resident or their responsible party
| or conservator to ensure safe and
| This REQUIREMENT Is not met as evidenced orderly transfer or discharge from the
by: facility.
| Based on record review the Tacility fatled to
! prepare a resident for discharge, when one of . :
| one sampled resident (1) clinicai records did not The res!dent was nqt fi:scharged nox
I contain documentation about orientation for a was a discharge antlmpat‘bfl, thus no
. safe trensfer and discharge. Findings: plan was made under facility’s
policy.
{ Resident 1 had a diagnoses including seizure
O Criany o ios of cortrachons of The DSD will provide an in-service
! to the Social Service staff with
| The Minimum Data Set (MDS, an assessment - reference to the planning requirement
' tool) dated 4/7/11 indicated Resident 1 had long and the facilities policy.
" and short memory problern and moderately
" impaired decision making. The same MDS also .
indicated Resiient 1 was a total assist with his The Adwinistrator shallbe i % 4
+ activities of daily living (ADLs) including transfer responsible for 1ing monitoring 15
: and ambulation (mobility), eating, dressing and and compliance. The'b¥ a review of pA )
[ hygiene. any and all related documentation for UJ‘Mp‘d’
' A notification of Resident Transfer o Discharge any resident who is actually being |17 44
was sent by the facily to Resident 1's Public discharged or transferred within the "
- Guardian dated 8/11/111. regulations for same. qlﬂo 4
_ a2
- During record review on 8/24/11 at 11:00 a.m., . .
. Social Service Progress Notes last entry was Any issue that may arise shall be
- dated 8/5/11 and did not contain transfer and directed to the QA team for action
: discharge information. No further documentation and resclution.
| after 8/5/11.
|
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