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F 000 | INITIAL COMMENTS F 000 F 000
; Briarwood Post Acute shares
he following reffects the findings of|the the state’s focus on the
@aliforpia Departpent of Public Health during an health, safety and well-feing
abb;e;ngt;ed surve for the investigation of of facility residents. Th
cornip aint#CA00RB9329. statements made on thig
Representing the|Department of Public Health: plan of correction are nat an
ealth Facilities Fyaluator Nurse, 38528 admission to and do not
: constitute an agreement
he-inspection was limited to the spetific with the alleged deficiencies
;:orr;iplg!nt IﬂV?Stlf ]ted andtgoesfr:gt rl:nj?;ent herein. To remain in
) © indings of a tll inspection of the facility. compliance with all federal
F 625 | Notice of Bed Holl{ Palicy Before/Updn Tmstr F 625 P ity
58=D | GFR(s): 483.15(d){1)(2) ang Stateregulations iy
; _ facility has taken and wil
§483 15(d) Notice bf bed-hold policy and return- take actions set forth in the
| Plan of Correction. The Plan
§ 8?-75150)(; t}y TO e;ebefore t(gnsi';etr. Be:ore_fl | of Correction constitutes the
nursing facility trapsfers a resident to a hospital or facility’s allegation of '
the resident goes (gn therapeutic leave, {‘he t‘ll, Falleg h ho h
niirsing faclity must provide written information to sompllanicesuch that the
the resident or resiflent representative that deficiencies cited have been
specifies- corrected by the date
{iLTlfle duration of{the state be_d—hold policy, if certain. Although the facjlity
any, during which the resident is ;'JEHI itted to does not agree with some of
;zgijl?tr;'and resume residence in the nursing the findings and conclusions
(ij) The reserve bed payment policy in|the state _Of the surveyors, we have
pian, under § 447 40 of this chapter, if any; implemented a plan of
(ill) The nursing fagjlity's policies regardi g corraction to demonstrate
bed-hold periods, hich must be consjstent with our continuing effort to
p?(agraph (e)(1) of|this section, permitting a provide quality care to odr
resident to return; gnd .
(i\}) The information specified in paragraph (e)(1) res! en_ s'as‘ €l as .
|| of this section. maintaining its cleanliness
‘ : and infection control Health
§$83§.15(d)(2) Bedlhold notice upon transfer, At Care Facility.
thle time of transfet bf a resident for ‘
: )fRfSUBPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) Dn‘q E
i ESPEND CAlngd . ACOTmes (- 29 231
n risk () denotes a déﬁciency which the instifution may be excused from correcting praviding it is determined {hat
clion to the patients. (See instructions.) Except for nursing homes, the findings stated abqve are disclosable 90 ays
not a plan of correction is|provided. For nursing homes, the above findings and pians of cofrection are disclosabl% 14
s are made available tp the facility. If deficiencies are cited, an approved plan of correction is requisite to continugd
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AND PLAN | OF CORRECTION o IDENTIFICATION NUMBER: T;L:[LD,NGL © o "‘”33@5;%“
1 C
: 05595 B. WING 01/07/2421
NAME Off PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP COPE
| 5901 LEMON HILL AVE
1 ‘
BRIARIOOD ;POST ACUTE SACRAMENTO, CA 95824
4 In| | SUMMARY STATEMENT OF DEFICIENGIES ) - PROVIDER'S PLAN OF CORNECTION 5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY|FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMJLETION
TAG | REGULATORY OR n%c IDENTIFYING INFD%WTION) TAG CROSS-REFERENCED TO THE APPROPRIATE UﬁTE
DEFICIENCY)
F 625 | Gonfinued From pdge 1 F626) F625 - Notice of bed hold policy
I | nospitalization o fferapeutic leave, a hursing and re
acility must provide: to the resident and the
1 resident representative written notice Which ‘ective Action Injtiated for
| specifies the duratipn of the bed-hold licy gor; ht
t | diescribed in para aph (d)(1) of this sectian. Resident/s
[ { This REQUIREMENT is not met as elidenced
bﬁ" Resident #1 was discharged on
ased on interviely and document review, the 7/27/2020 with incomplete bed
|| facility failed to enstire a written noticd 0 hold notice
1 b d—potd or notice of discharge was p oylded to .
| one of three sampfid residents (Resident 1), . i
| { and/ér the residents responsible party {RP), [V} niial Other Residents
| when Resident 1 wias transferred to the hospital, Were Identified a ective
ol _ Action Talken,
1| This failure contritfited to Resident 1 e ng .
| uninformed of his okt to return to the|facility. Medical Records will complete an
| Ein dijhgs‘ audit of residents transferred to
j ) outside hospital for timely qand
Resident 1 was adritted to the facility|in| early complete bed hold notice. _
| 2020/and was disgharged in the middie of 2020 Bed Holds will be completefl on time
| | with giagnoses whigh included memoary of Discharge /Transfer to opitside
1 pairment hospital. DNS will assure completion.
] . - Social Services will follow up on
LA re\.glew of Residant 1's Minimum Data Set notification of ombudsmanwhen a
(MDS, an assessmpnt tool), dated 6/2 8/20, : :
}| indicated Resident || had moderate ma ory resndergglsltrﬁn?{;rred or discharged
|| iImpairment, to outside hospital.
A re»{few of Residet 1's Bed-Hold Notjce, dated Measure/Sysie anges
F?!.?O indicated nefification was not campleted. Initi Preve ¥e
j Recurrence,
|| Areview of Resml 1's Notice of Proposed
I nsfer/Discharge| dated 7/27/20, indicated no d hold polic
;&|alclent or responsible party signatures, jand no Tk.’:hDNS geviewt:\;;irl;e rlt;inrp ¥
nh:cated reason fgf the transfer or distharge. WIH ursing s garcing
completion and comimunication to
| Aleview of Residefjt 1's Physician's Ordérs, responsible party regarding transfer
|| diated 71120 - 7/314R0, indicated, "Resjddnt [1] and bed hold policy.
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STATEMENT QF DEFICIENCIES (*1) PROVIDER/SUPRLIER/CLIA {X2) MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING COMPLETED
.' C
‘ * 055956 B. WING 0110712021
NAME OF PRowipan OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF GUDE
| ! 5901 LEMON HILL AVE
IAR {
BR AR}WQOD 3I-“O.‘:‘.w'l' ACUTE SACRAMENTO, A 95824
) |Df i SUMMARY SJiTEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORREGTION xs)
PREFDE HEAGH DEFICIENTY MUST BE PRECEDED [BY FULL PREFIX {EACH CGRRECTIVE ACTION SHOULD BE cOMPLETION
TAG REGULATORY OR 45C IDENTIFYING INFOR MATION) T?G CROSS-REFERENCED TO THE APPROPRIATE YaTE
. ;‘ - | DEFICIENGY)
F 625 | Continued From 4 208 2 F 625
| | has bapacity to u derstand, sign consents and
make health care|decisions.”
In aﬁ intervisw on|8/17/20 at 10:31 a.m., the s . .
| The M
) (ioniplafnant indid4ted he evaluated Resident 1 at bed ho?g;;‘gﬁfg&iuﬂ daét& Rudits of
| the hospital, and glated, "l wrote a dis arge - 1S an |
| opdar..] called th facility several imels and they o muication to responsible party
| | t9ld me they cannpit re-admit the resigent Fmdl_ngs will be reported tq the
i becduse they canfbt take care of him|" Administrator and DNS for
_ :, appropriate corrective actigns,
I | In an interview on|$/17/20 at 11:21 a.t. | when the Mm‘;"’. P
| | Administrator (ADM)) was asked how the facility D will conduct daily discharge
| discharge process lwas, the ADM statéd] "We do audlits to review notification of
| | put them on seven [day bed-hald to m ke sure Ombuadsman to ensyre natification of
| that ihey can come back...shpuld ba ll:e.-d out and mpbgdsman of transfer/discharge
N ven {0 residents ‘i responsible party. ;;Itg:n 24 h;urs of transfer /discharge_
: ! lnaings i
| | In an interview on [§/17/20 at 12:38 p.rm., when Adminit:;tof: r:;%a;}*;e;l tolthe
| the Birector of St | Development (DSD) was 3 . na b or
asked if she had fplind a bed-hold and notice of Ppropriate corrective actiops.
discharge for Res nt 1, she stated, Y| did not )
| find a Bed-Hold Nolice or a Nofification for The SSD will provide a summary of
| T angfer or Dischatge in the resident’s cnart.” the findings to the facility’s monthly
I . CQI committee for further review and
In an; interview on &/20/20 at 10:23 a.m.,|when recommendations,
: agktﬁﬁ if the bed-hold notice or notificatidrt of
dischiarge notice were given or malled|t Complian :
1 Rgsigent 1, his R pr the Ombudsman, the anceD 25/2
|| Pjrector of Nursing (DON) stated, "I'm|not sure. |
|| haveito check.” Ng [documented evide, ‘
intlicated the bed-hild notice or the noftice of
discharge notice was mailed to the Resident 1
In|an;interview on B20/20 at 10:43 a.n. lthe DON
Indicated and confifned the bed-hold nofice and
the notice of fransfigr and discharge provided by
the facility was signed by the nurse, andVEhere
was 5o indication the notices were majled to
{] Resident 1 or the Ombudsman.
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055956 B. WING 01/07/2021
NAME QF PROVIDER OR SUPPLIE.T STREET ADDRESS, GITY, §TATE, ZIP CODE
1 5901 LEMON HILL AVE
B O
RIARWQOR POST ACUTE} SACRAMENTO, CA 85824
(X4} i SUMMARY i ATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CCRRECTICN (%5)
PREFIX (EACH DEFICIENEY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION FHQULD BE ! CONPLETION
TAG REGULATORY OR[LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)
F 845 30ritinued From page 3 F 625
I‘n a‘n interview on[8/20/20 at 2:20 p.m.,|when
gsked if there wefg available beds for Resident 1,

he DON stated, TThere were available peds for
he resxdent Y

I a‘h interview on [8/27/20 at 2:24 p.m.,'the
(Dmbudsman stage d, "l have not recejved any
otgﬂcahon of Trafjsfer or Discharge from the

cility."
/jf I l/iew of the fagllity policy and progequre titled,
Holds," revigged 2/17, indicated "Prior to
t ansfers and therapeutic leaves resifents or
fsment representhtives will be informe in
riting of the bedihiold and return poli

) eadmlssmn to the Famhty" dated Dedember
DOB indicated, " Medicaid residentlwhose
ospltallzatlon ar therapeutic leave exceeds tha

\hold period allbwed by the state

r admltted to the fiacility upon the first availability

a bed in a semi

| equwres the servites provided by th facllity, b)

asJ not discharggd for any reason o

‘ otlce of a Transfzr and/or Discharge’ polrcy "

F 625 errnlttlng Residefits to Return to Famhty F 626
SS=I§] R(s) 483.15(e}(1)(2)

L
2]
p
5 Z
<]
=
e
=]
3
=
-
==
&

| § 83 15(e){1) Permitting residents to return to
' facilty.
faémty must estaplish and foliow a w ritten policy
0 permuttmg resigents to return to thg facility
' a erpthey are hospitalized or placed on
t erapeutlc leave.|The palicy must prdvide for the
. f Howmg
A{@srdent whose hospitalization or; therapeutic

; i
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CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. 003B-05391
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPRLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTIGN IDENTIZICATION NUMBER: A BUILDING COMPLETED

c
! 055956 B. WING 01/07/2021
NAWE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

5501 LEMON HILL AVE

BRIARWOODD P
WO DD; OST ACUTE SAGRAMENTO, CA 95824
{X4) IDf i SUMMARY STIRTEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFTY {(EACH DEFICIEND|Y MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE AGTION SHOULD BE comMpLETION
TAG | REGULATORY GR ISC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE ATE
' DEFICIENCY)
: [}
F 628 | Conti ; .
61 Continued From page 4 . F626| ¥ 676- Reside tio ' to
lvave exceeds thelbed-hold period under the facili -sesident fo return to
State plan, returniito the facility to thair previous facility
om if available g [ immediately upon|the first N )
ailability of a bey in a semi-private foom if the The Facility was in care of the
| | resident- resident when he became very
| (A) Requires the ggrvices provided by the facifity: agitated and aggressive. Resident
d .

states he was going to attempt to take
his life and called his daughter to say
ses. : good bye. Nursing staff pladed him on

I | (B) 16 eligible for
| | services or Medica)
| nursjng facllity se

dicare skilled nursing facility

| (i) Hithe facility thal determines that a|resident 415 minute checks. Duriog g period of

1 | who was transferr with an expectation of 15 minutes’ resident took alrazor and

' ;itur’ning to the fagllity, cannot return fo the paperclip and atternpted to cut his

| facility, the facility ppust comply with the wrist. First aid was provideg and

| Tgquirements of patagraph (c) as theyl apply to resident was sent to Acute. Residents
d scl)arges. wias o be sent to Methodistiwhere hjs

mission o & complosite rect?rds state pis medical higtory.
the facility to which 4 resident Resident re-directed transpprt to VA
ite distinct part (as defined in medical center where his higtory of
'] §1483.5), the residEnt must be permitted|to return current behaviors and cognifive

i1t anjavailable bed|in the particular io aton of the status were docurnented. R
| composite distinct|jpart in which he or shk resided was not safe to come baclk tqd the

|1 5f183.15(e)(2) Re
| distinct part. Whes
returns is a compy

| p

| Previously. If a bed|is not available in that location facility as he had made multiple
1| at the time of returr], the resident must be given

t?—ie option ta return to that location updn the first statements and attempts to leave and
| here. ultiimately to end kis life, VA

availability of a bag . " .
1‘ T is not met as eyidenced ultimately gave him his caparity and

| This REQUIREME
Il by

oy deemed him self-responsibld allowing
! Basg%d on interview and document reviet, the him to discharge home in a taxi cab.
| faﬂcilitfy failed to pegmit one of three sam led
|| residents (Resideni1) to retum to the facility after
[ hispptal discharge
AT is failure increastd the potential to affect
| Resident 1's safety,
' i
|| Findings:
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I l )
1 |
F 62?:“ Continued From phge 5 F 626
| Resic;lent 1 was admitted to the facility|in| early
(| 2020 and discharggd the middie of 2020 with
|| diagnoses which intluded memory impajrment,
| {
A review of Resident 1's Care Plan, date
i| 6412420, indicated | risk for self-care deficit due
(| to memory loss.”
i
| A review of Residelit 1's Minimum Dath Set
(MD 2, an assessment tool), dated 6/2B/20,

indicated Residen] it had moderate memory
impajrment, maod|and anxiety problems, and
reiqul"ed supervision with activities of daity living
( DLFE}.

A revfiew of Resident 1's Physician's Oyders,
' dated 7/31/20, inditjated "Resident [1]
capacity to undersfand, sign consents
hialtp care decisi Is‘“

|| Ininterview on /1
| C mpiainantindic
thE hospital, and s

hs rge
: jnd they
| told me they cann

becalse they canngt take care of him. || ?xplained
to|thgm the resident is safe to go back ta facility
b it they insisted the facility will not take him

ne and he is not at alone

hackd Ha is living
| in histhouse. | wanlgd the facility to ta
| for his safety but t
back,."

y do not want to t

| Injan interview on

‘ 17120 at 11:21 a.n’.,JLhen the
A%mipistrator (AD

| ? was asked the facility
|| discharge process, the ADM stated, "We|do put
|l them|on seven day| bed hold to make gure that
“they can come bag...should be filled qut and

| giyenito residents &f responsible party,| Refusal
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1}
i
[
I ;
-
|
[
| ‘
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F 626

C-Jntiznued From p
Inlanjinterview on
stated, "[Resident
does

does[net hurt anyb

| the résident came

je 7

17120 at 12:58 p.m.,|[CNA 1
was a bit of confl ed He

not bother anyone. He was very ¢ajm. He

dy, staff or other residents. If
ack to the facility, le|is okay

F 626

i

{| to tan
{1 listens. ¥

I
C

cl

hi

Ir
as

st
the

In

aﬁked if there werg
th DON stated, "7}
i th

| A evgew of the fac
| titled |"Bed-Holds d
1 in
| to

th
an

| i
|| another distinct pa w’
2} prewous disting

the

1l av

)mplalnant indicg
schiarged from th
pared him for dis
rel-ad)
| h
- of

3 safety, He lives

3 d?mentia."

at he or she pre

Ke care of an

an

‘interview on

it him after

ste{te...He is not

antintewiew on

kegl if there was%
; Rasiqent 1 when
ateg

hi
“Nobedy frd
r?adent if he w

an“mtewnew on ¢

reES|dent "

ey manageable

19/20 at 9:30 a.m.

Resident 1 was
hospital, and state
arge... The facility
0 many calls...I'm v
lone and his siste
afe living alone be

20/20 at 10:48 a.r
ny attempt to asse

n the facility went
ds safe to come ba

3120120 at 2,20 p.m.
available beds for

ere were available

lity's Policy and Prog

icated "The resi
anfavailahble bed

available bed in
enjthe option to

allable "

id Returns,” dated

It
hat part, the reside
lake an available be
of the facility and i

part when a bed b

was ready to retu;ln

nt will be permitted
In the location of the eTaclllty
usly resided. If therd is not

ecause he

the

ed| "We
refused to
vorried with
s are out
cause of

1., when
55
the DON
D a55E85

ekl

?

when
Resident 1,
beds for

dure
S?t
o] re;tum

nf will be
] [in
eturn {o
2COmes
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[ /17/20 at 11:33 a.m., the
Director of Marke g {DM) stated, "[Re nldent 1]
vrasLsent to the hogpital. He is alert ahd
ariented. .l got a ¢all from the hospita) physician
thathe was dischirged and was ready to come
back."
" In an interview on| §/17/20 at 12:01 p.m.), the ADM
%ated "We have tfied to place [Resident 1].
hen he was alefl and verbalized a glan to harm
}msalf we did ngfjexecute any...| didn't think that
e was approprialg to come back here. [The MD
[ edlcal doctor] cglled back days later telling that
Vl Mias ready to cpme back "
I aq interview on|§/17/20 at 12:19 p.m.
L censed Nurse J|{LN 1) "I have takeE are of
{ édent 1] since| admission...We hag to send
ut. He was cgim...”
arg interview on|#/17/20 at 12:24 p.m.| LN 1
5 ated "There welg times whan he camps to tell
e He didn't haveldlementia,..He does ot hurt
any other residents|or staff. He s just
d pr%ssed I he ¢pries back to the facility, |
ouId be able to take care of him and|manage
him. 1 don't have % y problem with him..[The
| doctor from [the hospital] had been callig for him
td come back."
arjinterview on §/17/20 at 12:44 p.m. | Certified
Nursing Assistant :J(CNA 1} indicated |Resident 1
was upset after taliding to his daughter on the
| phone, and stated) 'Resident 1] did not want to
| 99 folthe hospital. |
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