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F000| INITIAL COMMENTS FO00 | This plan of correction is being

submi
The following reflects the findings of the California apoli ttgid F;uésualnt to the
Department of Public Health during the Annual ppdcabie fe eral and state
Recertification Survey conducted from 2/17/16 to regulations. Nothing contained
2/19/186. . herein shall be construed as an

admission that Valley Pointe

. B : .
Representing the Department Nursing and Rehab has violated

Health Facitities Evaluator Nurse(s): Federal ID

numbers any federal or state regulation or
33811,05189,15335,33375,36593,36736 failed to follow any applicable
The resident census at the time of survey was 40. standard of care. This Plan of
F 176| 483.10(n) RESIDENT SELF-ADMINISTER F176| Correction is the faciliti -
55=0| DRUGS IF DEEMED SAFE alleqati ) ‘fa.cmtle_s crednbfe
gation that it is in substantial
An individual resident may salf-administer drugs if compliance.
the interdisciplinary team, as definad by
§483.20(d) (2)(i)}, has determined that this F 176 483.10 (n) Resident 31/
ractice is safe. : i s ; . 2016
p Self-Administer Drugs if

, , , Deemed Safe
This Requirement is not met as evidenced by:

Based on abservation, Interview and records
review, the facility failed to to ensure that one of
two unsampled Residents (11), was assessed {o
determine if it was safe for to self-administer her
medications. Resident 11 had the Over-the-

Facility practice is to
implement written Policies &
Procedures, that which will be
followed, in order to prevent

counter medication Dristan(nasal spray) at her imPfF’F}Ef and unsafe self-
bedside. administration of drugs.
This failure resulted in Resident 11 self

administering a medication without an What corrective action (s)

assessment to show she was safe to self

administer her medication. for those patients identified

Findings: to have been affected by
During the initial observation of the facility on the deficient practice
2/17/16, at 9:30 a.m., Dristan nasal spray was '

found at the bedside of Resident 11, Resident 11 is a custodial
During an interview with Resident 11 on 2/17/18, patient at Valley Pointe with
at 9:35 a.m., she stated, " Sometimes | get so physician permission to go
plugged up, | will use it (Dristan nasal spray).” out on pass (OOP). During a
ADuriyg an interview with the director of nurses, on leave she acquired the

2
LABORATOAY DIFECTR'S, 8H PRAVIDER/SUPPLIER REPRESENTATIVE'S SIGRATURE TITLE 6 BATE
. Adviny ghpa dre ‘//Z‘i AS-
(

Any deﬂciéﬁcy slaieriem endin;g with an asterisk (*) denotes a deficlency which the institution may be excused from corracting providing it is deie:minéd that
other safeguards prowide sufficiant protection to the patients. (See Instructions.) Except for nursing homes, the findings stated abave are disctosable 90 days
following the date of survey whather or not a plan of carrection Is provided. For nursing homes, the above findings and plans ot correction are disclosable 14
days following lhe date these documents are made available to the faclity. If deficiencies are clted, an approved plan of correction is requisite to continued
program pariicipation.
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F176 2‘3103;;%“5‘: ::601[1; page 1h N F176 over-the-counter medication
,at 10010 a.m., she stated that a self- and did not | ili
adminlstration of medication form ls completed staff Depa rt?r]:OLT any facility
on the residents, discussed with the il Lepanmen; managers,
Interdisciplinary team and the doctor is notifled including the DON,have
for approval If & resident wantad to have self since Informed resident of
administer medlcation. facility P&P regarding self-
Puring & concurrant review of Resident 11's administration of meds. See
record and Intarview with the director of hurses, Attachment 1 for documen-
on 2/18/16 at 10:15 a.m., she was unable to tation, Futther. resider wa
provide the assessment conducted by the facility ey 1 L S
saying Resident 11 was safe to self-administer Informed of facility P&P
har medicatlons. She sald the assessment was regarding resident inventory,
nat done. which necessarily includes
A review of the facility's policy and procedure over-the-counter medications
titlad “Self -Administration of Medicatlons" dated obtained outside tha facill
12/2012 read, "Residents In our facility who wish by,
to self-administar medication may do so, if it is L
tetermined that they are capable of doing s0." Identification of other
F 458| 483.70(d)(1){l) BEDROOMS MEASURE AT F458| residents having the potential
55=p| LEAST 80 5Q FT/RESIDENT : to be affected by the deficient

Bedrooms must measurae at least BO square fest
per resldent in multiple resident bedrooms, and at
least 100 square feet in single resldent raoms.

This Requirement s not met as evidenced by:
Bassed on observation and Interview, the facility
had three multiple resident badraoms (Rcoms 19,
20 ‘and 21) that provided Isss than 80 square feet
per patlent for the residents who acoupled those

| raoms, This fallura had a potential te limlt the

space for providing resident cara by facllity staff
and Increased risk far resklents not heing able to
have sufficient space to accommodale thalr

‘| personal belongings and equipment.

Findings:

According to the Statement of Deflciencies and

practice

i
All residents who reside in the /?/;d J ?
facility have the potential to ¥
be affected by the alleged
deficient practice.

Measures that will be put
in place to ensure deficiency
does not recur

As part of ongoing facility

© improvements, and this Plan of
Correction, Valley Pointe will
amend our Room Rounds checklist,
which is currently in uss, to require
facility staff identify medications
at bedside.
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SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION (%5)
éﬁg;& (EACH PEFICIENGY MUST BE PRECEDED BY FULL REGULATORY|  PREFIX . A%Asg;nﬂcégﬁggﬁg%e %?gg ,fp“a%%&?fm COMPLEION
) TIFYING INFORMATION TAG 5-REFE :
TAG OR LSC IDENTIFYIN ) DeENG

F 458| Continued From page 2 F458 |  see Attachment 2, line items 9 &10

Plan of Correction report dated, 12/11/14 'c_md for Checklist. Moreover, our DON

observations during the survey, the identified and acting DSD have already

room measurements in Rooms 19, 20 and 21 conducted an in-service regarding

showed the following:

1, Room 19 measured 16 feet 6 inches by 19 fast
6 inches. The room had four beds, which
provided 73.56 square feet of space for each

self-administration of meds. See
Attachment 3. They will continue
educate our entire nursing staff not

) less than quarterly on facility P&P

resident. 7 : oh s

2. Room 20 measured 16 feet 6 inches by 19 regarding self-administraticn of

feet 6 inches. The room had four beds, which medications.

fégi‘ggﬁ? Htjatteqapriost ahs paee lonsath Measures that will be implemented

3. Room 21 measured 16 feet 6 inches by 19 to monitor the continued effective-

feet 6 inches. The room had four beds, which ness of the corrective action to

pro'\gde? 73.56 square feet of space for each ensure ongoing compliance

resident.

These roocms showed clutter-free areas, and N ) _

useable living space that provided sufficient Ehe facility Quality Assurance

space to move. Further, there were no complaints ommittee, aka QA, will maet at least

during the group andjar individual resident guarterly to evaluate and discuss the

interviews. progress of Room Reunds, and the
education of our staff for the presence

Recommend a waiver renewal, of medications at the bedside and self-

administration of medications.

F 458 483.7 (d) (1) (ii)
Bedrooms Measure at Least 2/19/2016
80 Sq ft/Resident

The facility will respectfully request a
room waiver from CMS to allow the
facility to continue to cperate with the
current bed square footage See
Attachment 4 for the letter provided
to survey staff for submission to
State Supervisor and CMS,
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