ST UULI2UTY
' DEPARTMENT OF HEALTH AND HUMAN SERVICES M\f\‘g " FORM APPROVED
.« CENTERS FOR MEDI EDICAI CES { . ds3
-STATEMENT OF DEFICIENCIES——] om-movmmmm—— OX2) MULTIPLE GONSTRUCTION M OGyDATESURVEY — ~*~
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SUILDING . COMFLETED
h | ., . osssa3. 5. wia 04/25/2018
NAME OF PROVIDER OR SUFFLIER . STREET ADDRESS, CITY, STATE, 2P CODE :
: 250 N. VERGUGO ROAD
GLENDALE PJOS‘I.'AOUTE CENTER GLENDALE, CA 91208
SUMMARY STATEMENT OF DEFICIEN FROVIDER'S PLAN GF CORRECTION g
m (EACH n&nq:swcmusr osasceoanlﬁs ) eagm (EACH CORRECTIVE ACTION SHOULD 8E KFLET
TAG REGULATCRY CR LSGDENTIFYING INFGRMATION) * 748 CROSS-REFERENCED TO THEAPPROPRIATE -
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: . Glendale Post Acute Center submits this | .
F 00.0 'NmAL COMMENTS . .Fo0 response and plan of correction as part
B of the requirements under state and
cm%m&%%g%ﬁmW a federal law. The plan of correction is
complaint investigation. submitted in accordance with specific
T regulatory requirements. It shall not be
.| Complaint Number: CA00572860 - construed as admission of any alleged
N Y . deficiency cited or any liability. The
Repres.gn fing the Department HFE_N# 36202 . provider submits this plan of correction
. | The Inspection was limited to the specific with the intention that it is inadmissible
complaints investigated and does not represent by any third party in any civil or criminal
the ﬂudlngs of a full inspection of the facility. action or proceedings against the
I provider or its employees, agents,
. g";:m mmmitmheuagsao of o officers, directors, or shareholders.
.F 552 | Right to be Informed/Make Treatment Decislons - F652| The provider reserves the right to
§S<D CFR(S) 483.1 0(03(1)(4)(5) ) . . . challenge the cited findings if at any
time the provider determines that the
%a3r;gg’;:ma“%t";ﬂ:eml : ng Care.m * nd disputed findings are relied upon ina
: par%c!pafe In, hls or hggtmaﬁnem, lndudtng* manner adverse to the interests of the
provider either by the governmental
 §483.10(c){1) The rightto be fully informed in agencies or third party. Any changes to
language that he or she can understand of his or provider policy or procedures should be
'l":;r m:'eh:?mn m' M‘?ﬁﬁdﬁ‘g but nat limfted to, considered to be subsequent remedial
] orher co measures as that concept is employed
" | §483.10(c)(4) The right to be tnformed in in Rule 407 of the federal rules of
advance, of the care to be furnished and the type evidence and California evidence Code
of care giver or professional that will fumish care. Section 1151 and should be
§483.10(c)(5) The ight to be !i:afo l. in inadmissible in any proceeding on that
advance, by, the physician or other practitioner or basis.
professional, of the risks and benefits of proposed
care, of treatment and treatment altematives or -
treatment options. and to choose the alternative or
option he or she prefers.
This REQUIREMENT is notmet as evidenced K . . '
 ABGRATORY GIREGTOR'S OR PROVIDER/SUFPLIER REFRESENTATIVE'S SIGNATURE T ORATE
: /}a/M/nrg /rg_z S/ e
deficlency statemsnt ending with an asterisk (") denctss a defician wﬁtdnﬂmbnﬂ&ﬁmmaybemdﬁmnwmdlmpwmnabdamm
:&yar mgnu:yrds provide sufficient pro‘::wo to ﬁg patients, (See uzsm?cunrm.‘) Emeptfc;nmfng lwmas the ﬂnd;ﬂhgdsm d “m;&%gm&‘?
the date of survey whether or nct a plan of comection s provided. ‘or nursing homes, the i of s to continued

faysﬁoﬂwlngmedateuwudcmsms ara mada availabia to the facility. Ifdeﬂdendesamdted. an app

sregram.particigation.
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SUMMARY STATEM CIENCIES ROVID, RRECTION
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F:552 Continued me | page 1 F §52] Resident was transferred to Acute
by: - Care on 02/05/2018.
Based on lnterv!ew and record review, the facmly - 05/
failed to implement its policy and procedure in .
change of condlﬁo:;a b"{nfyaﬂlng tge Infogned resgdent .| Medical records/Designee conducted
representatives or members forone of - . :
three sampled residents (Resident 1), an audi’; of in-house residents with
. change of condition for the month of .
gﬂs{dﬁﬂf 1&&%3%“%‘% April 2018 completed on 05/03/2018.
-2!3;?8 ::’a Re(sfden't-'%’:?aumy wag‘:ot l?tfom?:d. | No other residents were found to be
affected by this deficient practice.
This deficlent practice resulted In Resldent 1's
family was not hfomedofﬂ':e resident's .
'condltfen . An in-service to License nurses was
. provided by DON/DSD on
Findlngs. ’ 04/25/2018 on proper notification
On 2/21/18, at 10:30 a.m., an unannounced visit . :
" | was conducted to the facmty to lnvesﬁgate an of change of condition status to
| altegation regarding quality of care. family/Emergency Contact even if
Areview of Resident 1's Admission Record, resident is self responsible. The IDT
%mesident 1 wa:‘:tdlr:cﬂlte: to.facﬂ;tly on ° initiated and will continue to review
‘dlagnoses udes muscle .
weakness, and dementia (gradual decrease In all change of Fondltions during (DT
the abifity to tiink and remember that is great Clinical Meeting every morning to
enough to affect a person's dally functioning). ensure that notification of
"A review of Resident 1's Initial History and family/Emergency Contact is done.
Physlcal, dated 2/4/18, indicated Resldent 1 has Medical Records will continue to
the capecity to understand and make decisions, conduct Audits Monday to Friday to
A review of Resldent 1's Situat!on, Background, ensure compliancy. Findings will be
ﬁmet. Remmenﬁon w%SBﬁg:— a tool used reported to the DON for further
y care professionals when they . oo
: communicate with each offier about critical action if required.
. changes in & patient's status) Communication
Form, dated 2/4/18, Indicated Resldent 1 had a-
fall and the resldent's Physlclan was notified. The .
) Faciliiy ID: CA920000020° - If continuation shest Pege 2of4
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SBAR communication form indicated Resident
1's Physician recommended for staff to follow the
facllity's protocols. Resident 1's SBAR
communication form did not indicats an évidence-
that Resldent 1's family was: notiﬁed of the fall

| incident.

A revlewof Resident 1's Nursing Progress Notes,
dated 2/5/18, Indlcated on 2/4/18, at 11:10 p.m.,
Resident 1 was found on the ffoor beside the bed

| with minor brulse cn the loft eye brow. The notes

indicated Resldent 1 was alert but confused.
Resldent 1's nursing. progress notes did not
indicate Resident 1's family was made awsre of
Resident 1's fall. The notes indicated .on'2/5/18,
at 9:10 a.m., Resident 1 was observed letharglc
(weak) and unah!e fo grasp staff's hands. The

"| notes indicated Resident 1 was transferred to a

GACH via 911. The notes did not indicate

| Resident 1's family was notified regarding the fa{l

{ncident; the-change of condition, and the .
hospitalizaticn.

On 4/25/18, at 3 p.m., during a review of Res!dent'

J 1's record and a eoncun'ent interview with the

Diractor of Nurses (DON), she stated Resident °
1's family should had been informed of the fall

| incident and the hospital transfer due to a change

in condition. The DON stated there was an
admission record from a previcus GACH with
Resident 1's famlly member contact phdne

‘number but staff members did not attlempt .

contact the listed phone number,

Areview of the facility’s policy and prccedure
tited “Falls and Fall Risk," revised date 10/2010
Indicated when the resident falls the following
information should be recorded in the resident’s
medical record: notification of the Physician and |

Compliancy.

F 662| The Director of Nursing and or designee |
{ will provide a summary trend analysis

of negative findings to the monthly

QAPI Committee meeting. If there are

-l no negative findings reported after one
quarter, issue Is considered resolved.
DON/Designee will be responsible for
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family members.

A review of the.facility's policy and procedure
titlied "Change in Resident's Condition or Status,"
revised date 12/2016, indicated facility’s staff
shall promptly notify the resident, his or her
Physician and representative (sponsor) when
there is a changes in resident's medical/mental
condition and/or status (e.g. change in level of
care, billing/payment, residents rights).
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