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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during an 
abbreviated survey for the investigation of 
complaint number-CA00416244. 

Representing the Department of Public Health: 
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- -- -The -inspectlorYwas limited to the specific 
compJsint(s) investigated and does not represent 
the findings of a full inspection of the facility. 

F 157 483.10(Q)J.:!1J NOTIFY OF CHANGES 
SS.:::D (INJURY/DECLINE/ROOM, ErG) 

A facility must immediately inform the resident; 
consult WIth the resIdent's physician; and if 
known, notify the resident's legal representative 
or an interested family member when there is an 
accident Involving the resident which results in 
injury and has tile potential for requiring physician 
intervention; a significant change in the resident's 
physical, mental, or psychosocial status (i.e., a 
deterioration in health, mental, or psychosocial 
status in either life threatening conditions or , 
clinical complicatIons); a need to alter treatment 
significantly (Le., a need to discontinue an 
eXisting form of treatment due to adverse 
consequences, or to commence a new form of 
treatment); or a decision to transfer 01" discharge 
the resident from the facility as specified in 
§483.12(a), 

The facility must also promptly notify the resident 
and, if known, the resident's legal representative 
or interested family member when there is a 
change in room or roommate assignment as 
specified in §483.15(e)(2); or a change in 

. -- -accOmplish-cd -foi'th-Q'sc-te-iiide-1"ifs--------- _.-
found to have becn affected by the 
deficient practicc; 

F 151. .• !.._Residen.t.L:.e.c.eiY:ecLc.on.tinua.tiotLoL1---­

therapy SC1-v:1ces on 9/15/14, 
• Re~iden t 1 ;t;esponsible party has not 

been cha;t;ged and/or had to Fay fOI: 

thcraFY sCl'Vices, 

How the facility will identify other 
~'esidents having the potential to be 
affected by the same deficient 
practice and what corrective action 
will be taken; 
II All residents hflve the potential to 

be affc:ctcd by this deficient l?r:tcticc: 
of failing to notify the resident 
flod/ or resident's responsible party 
that the;t;flPY seli"lces ;\IC being 
terminated. 

• The Dkector of Rehab audited aU 
residents .re<;:civillg physician 
ordered therapy orcieJ;s and found 
that all physical therapy orders wert 
being provided and had not been 
terminflted without notification to 
the patient andlor responsible 
party. 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE iITLE: (XBJ DATE 

.. ,~ ~ .& e'?AU'd-!:5 ~n6~ /"/dc/:I'" 
Any deficiency statement ending with an asterisk (0) denotes a deficiency which the institution may be excused from correcting provIdIng It Is determined that 
other safoguards provide sufficient protection to the patients_ (See Instructions.) Except ror nursing homes, the findIngs stated above are dlsclosable 90 days 
following the date of survey whether or not a plan of correction is provided, Por nursing homes, the above findings and plan$ of correction Ilre disclosable 14 
days following the dOltl;l t!lase docum~nts are made avallabl~ to the fllcillty. If deficiencies are cited, an approved plan of correction is req~ls!te to continued 
program participation. 
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F 157 Continued From page 1 
resident rights under Federal or State law or 
regulations as specified in paragraph (b)(1) of 
this section. 

The facility must record and periodically update 
the address and phone number of the resident's 
legal representative or interested family member. 

10 
PREFIX 

TAG 

STREET ADDRESS, CITY. SlATE, ZIP CODE:; 

2200 GRAMERCY DRIVE 

SACRAMENTO, CA 95825 

f'~OVIDE:R'S PLAN OF CORRECTION 
(I:;ACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERENCED TO ,HE APPROPRIATE 
DEFICIENCY) 

F 157 What measures will be put into place 
Qr what systemic chungC$ the facility 
will make to ensure th,(t the deficient 
practice docs not recut; 
• The Di.t:ecto:t: of Rehab $hnll 

pJ:Qvide the "Resident Notification 
of Non -Coverage ofTI1~rapy 
Services" form to th~ Business 
Office Manager when therapy 
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_____ 1-____________ . _________ . ___ 1 ______ 1--. -. -m:. 'r'Vi-Ci,.er: .. ~~. 'l) .. et.m~.t .. l1g-721.1.-.t;S'-.. -. -- .. ~- .•• ," ........... -
·This REQUIREMENT is not met-as evidenced' ...............-. 
by: !II TIle Btlsiness Office Manager shall 
Based on observation, interview and record provide notification to the pat.ietH 
review, the facility failed to notify the responSible and( or responsible p\l.J:ty 72h1;S 

-1-----iP,art;rfor-J-of"S-sampled-residents-(Residel1rrrof ·-pl:iono""the-errd-oMherapy-s'crvices-:-. -1-----1--

the termination of physical therapy services for • The Director of Rehab shall ill" 

non-coverage. This failure denied the responsible Setv1ceS therapy ~taff members 
party her right to appeal for payment of therapy. (11/6-11/21/14) on thl: facility 

revised "Resident End of Thernpy 
Findings: Services Notification P & P" 

• Therapy staff who arc not in" . 
Resident 1 was admitted to the facility on 8/7/14, serv.iced by 11(21(14 shnl1 be 
according to the Resident Admission Record. taken off schedule until in-erviced 

In an observation of Resident 1, on 10/14/14 at 11 on the facility "Resident End of 
a.m., she was awake and in bed. In a concurrent Therapy Sel.'Vices Noti£kation T:> & 
interview Resident 1 stated, "Someone has to 1'. 
help me get up." 

Review of a physfcfans order, dated 817/14, 
indicated the resident did not have capacity to 
make health care decisions for herself. 

Reviewof a physicians order, dated 9/15/14 for 
phySical therapy. indioated evaluation and 
treatment 3 to 5 times weekly for 4 weeks, 

The clinical record also included a physical 
therapy Observation Report, dated 9/15/14, which 
documented the therapy evaluatIon by the 

FORM CMS·2667 (02·99) Previous V1IrSlOM O!Y.;OIBffl Event ID; NJS111 Facility 10: CAoaOOD1 001 If continuation sheet Page 2 of 3 



11-06-14;03:52PM; # '10/ 10 

PRINTED: 10/24/2014 
F,ORM APPROVED 

OMB NO 0938-0391 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

srATEMENT OF DEFICIENCIE:S 
AND PLAN OF CORRECTION 

(Xl) PROVIDER/SUPPLIER/ellA 
IDENTIFICATION NUMBER; 

(X2) MULTIPLf! CONsmucrlON 
A. BUIl.DING __ ~ ____ _ 

(XJ) DATE; SURVEY 
COMPLI!TED 

,_ I 

555459 B.WING 
C 

10/24/2014 
NAME OF PROVIDER OR SUPPLIER SrREET ADDRESS. CI'I'Y, srArE. ZIi=' COD~ 

220() GRAMERCY DRIVE 

SACRAMENTO, CA 95825 
GRAMERCY COURT 

(X4)ID 
PREf!IX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECeDED BY FULL 

RE;GULAiORY OR LSC IDENTIFYING INFORMATION) 

10 
PRIEFIX 

rAG 

PROVIDE:R'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFERENCED TO THEAPPROPRIA'rE 
DEFICI~NCY) 

F 157 Continued From page 2 F 157 How the facility plans to monitot its 
performance to mal.::e sure SOll.ltions 

Physical Therapist which included, "Patient was arc sustained: 
just in therapy and is being referred back to --

• The Rehab Director shall condu<;:t therapy for short duration of skilled therapy and 
[caregiver/RNA] training." The assessment monthly in·~ervice5 On the facility 
indicated the resident required maximum "Resident End of Therapy Services 
assistance to sit up in bed; she was unable to Notification l? & P" and fOl'ward 
stand and had poor balance while seated. The the in,-services to Quality A$surancc 
report section titled, "Progress Report for end of & Assessment Com.mittee until the 

(X5) 
COMpLI:TION 

DAT~ 

__ I ____ -l-biIUDg_period:-jnclude~DlC_[dJscontin-uedJ.E...'L--I_--____il--~mLL!T..s.ubs-tantia.tcs-co1T)pli:\nce;_once__-I----I-
-[physical therapyldue to lack of improvement in ---- - - - - c-6rifitiri-ed-compliiu1:t;-Eiid-of 
functional mobility, Now ready for RNA 'Therapy P & :r in-services shall be 
[restorative nursing aide} maintenanoe program conducted randomly to sustain 
to try to maintain current functional status." The compJii\.t;!&~ 

-----I-c(eporrde-s-cribt;d-th·e'residenfa"s-req"Cllring ---------1-----1--

maximum assistance to sit up In bed and to • The Admini~t:r:ator shall ensu:t;e 
stand. rehab personnel are being in­

Therapy treatment notes, dated 9/15/14 to 
9126/14, indicated the last PT session was on 
9/26/14, 

In an interview wIth the Business Office Manager 
(BOM) on 10/14/14 at 9:55 a.m., she stated, 
"Therapy didn't tell me she ended PT," Tlie BOM 
stated her files did not include a copy of a 
non-coverage notification to the responsible party 
about the discontinuance of PT. She stated, 
"Notice was not given to the famny," 

In an interview with Physical Therapist 1 (PT 1) 
on '10/14/14 at 10:15 a.m., he stated he did not 
notify Resident 1's responsible party that PT was 
discontinued on 9/26/14. PT 1 stated, "I told 
[BOM] 'she's done with therapy,' 2 days before 
9/26. I don't do denials, [BOM] does." PT 1 
verified the responsible party had not been 
notified therapy was discontinued on 9/26114, as 
required. 
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