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F 000 INITIAL COMMENTS

The following reflects the findings of the
California Department of Public Health during an
abbreviated survey to investigate a complaint.

Complaint number: CA00346484

Representing the California Department of Public

Health:
26774

The investigation was limited to the specific
complaint investigated and does not represent
the findings of a full inspection of the facility.

One deficiency were issued for complaint
number. CA00346484

-
Acronyms .
g T
COC- change of condition =0
DON- director of nursing I8 w
LVN- licensed vocational nurse e T
P&P- policies and procedures -n= o
PMD- primary medical doctor - (=
F 514 483.75(1)(1) RES F 514 P
8s=p RECORDS-COMPLETE/ACCURATE/ACCESSIB ‘ @
LE -
The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented; readily accessible; and
systematically organized.
The clinical record must contain sufficient é 3
information to identify the resident; a record of the l
BORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
WOV @73\3"5

iy deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
1er safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
lowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
ys following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

xgram participation.

Event ID:SJVCH Facility ID: CA240000365 If continuation sheet Page 1 of 4

RM CMS-2567(02-99) Previous Versions Obsolete



PRINTED: 05/23/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
» C
555251 B. WING 05/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

16890 GREEN TREE BLVD

KNOLLS WEST CONVALESCENT HOSPITAL VICTORVILLE, CA 92395

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES 0y 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)
F 514 Continued From page 1 F 514
resident's assessments; the plan of care and A.
services provided; the results of any Resident no longer residing at Knolls < 2o =)
preadmission screening conducted by the State, West Convalescent. After full chart
and progress notes. reviews by Medical Records/DNS/QA,

no other residents found to be

This REQUIREMENT is not met as evidenced affected by deficient practice effective

by: 03/27/13.
Based on interview and record review, the facility
failed to document an assessment of Resident B.

: status prior to notifying the Medical Records to review charts for o oav=,
pnysician as per their facility policy and residents every day (Monday-Friday)
procedures (P&P). This had the potential to result with review of new orders with cross
in the physician having inadequate information on comparison to nursing notes, to
which to base "~ orders. assure all new orders received have
Findings nursing assessments documgpted in

regards to all change of conditions,
During an unannounced visit to the facility to effective 04/01/2013.
investigate a complaint regardina the care
provided to Resident on . 2013 at C. : GRZNw
a tour of the building was taken with the 1. DNS to in-service Licensed staff
administrator. It was observed that Resident . regarding change of condition
was no longer at the facility. assessments, documentation with
. i - _ review of Policy and Procedure.
During a review of the clinical record for Resident Effective 03/06/13 and 03/27/13.
facilty fram outof state on s o Lo e 2. DNS in-serviced medical record sz
with diagnoses to include . . su 4 .M department regarding importance of
kv Cw T g auditing all new orders with
B sepmeer s v appropriate documentation in nursing
. )ana ‘ L . low notes and timely notification to
and .. wuw.  savay,. 1€ had been admitted for physicians in regards to all change of
¥ With -and conditions. Effective 03/27/13.
A review of the nurses notes dated by,
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F 514 Continued From page 2 F 514 )
a' “indicated “Call out (C/O) to MD re: 1. DNS will monitor medical records

(regardina) . (new order’ ... audits for compliance and timely

' ‘ T " completion every day (M-F). Effective

04/01/13. Continued in-servicing will

R be based on audit reviews by DNS or
medical records consultant as

-

Resident is awake up in'

doctor's anpc ~tment. No signs and symptoms needed. Effective 04/01/2013. SABNDS
v ‘ofac. s. No complaint of - M : ‘

' a second entry was made by tne 2. Administrator will review second
same nurse that indicated " [Name of ~ , made and third request audits to assure
aware o' w« pe medical records, DNS and nurses are

mplyi ith above system

During a review of the clinical record for Resident Eﬁan‘;‘g‘g gfggcﬁve 04/3,1 /13. N>
A with the DON at 3,

was asked to show where there had been
any documentation of Residen: 1,
and where any assessment had been chaneu of

3. Effectiveness of system in place
will be incorporated into the Quality

the recidant'e Assurance meeting 04/09/2013 with
_ g e prior to further review as needed based on
notification of the . e was unable to locate compliance and completion.
any documentation.
. . _ ) E. Corrective action completion date ¢ o, =)
During an intansiaw: with the DON af - effective 04/09/2013.
stateg, | ~ww . The
ix the one who told the nurse ... el had
The nyrses didn't notice any . «.
or: ' was 2} the
nurse fused LVN 1's name] got an order fora
ind should have

written assessment.”

During a review of the facility P&P titled, "Acute
Condition Changes" , indicated
under "Assessment and kecognion” |, "Before
contacting the physician about someone with an

. acute change of condition, the nursing staff will
make pertinent observations and collect
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appropriate information to report to the
Physician..."

During an interview with the DON at ' 1,
was asked why the 4 would order 1
medication and ar of Resident

¢) if there was no evicence of a
or other signs of w.n e eiithoyt an
assessment of Residen.. .. __. 2said 2
would discuss it with the staff who called and
spoke to the physician.

During review of the facility's policy with the DON
titled, “Charting and Documentation”, undated,
the purpose for documentation is listed as
“Guidance to the physician in prescribing
appropriate medications and treatments.”
confirmed that LVN 1 should have documented
1 nersemem—ton with the as :described

R and written an assessment of

what s nad observed.
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