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F 000 | INITIAL COMMENTS F 000
The following reflects the findings of the
California Department of Public Health during an
abbreviated standard survey for the investigation
of one complaint.
Complaint number CA00489770.
Representing the California Department of Public -
Health: = s & [Ty
Surveyor Federal ID number 33841, HFEN. o -
The inspection was limited to the specific % 5
complaint investigated and does not represent - =
the findings of a full inspection of the fadility. "] w i
W“ﬁg‘?‘ v B
One deficiency was issued for complaint number |(y \k\%U d{xb‘
CA00489770. nﬁ" :
F 309 | 483.25 PROVIDE CARE/SERVICES FOR #W"F 309/ F 309 483.25 PROVIDE
ss-D | HIGHEST WELL BEING CARE/SERVICES FOR HIGHEST
WELL BEING
Each resident must receive and the facility must | ik 13
provide the necessary care and services to attain Corrective Action/s:
or maintain the highest practicable physical, LP"‘\" Resident A was re-assessed by
mental, and psychosocial well-being, in Director of Nursing on 05-28-2016 o5 23- (L
accordance with the comprehensive assessment regarding concern on the bed pan use
and plan of care. and informed of measures being
implemented by facility to reduce
further incidence and resident
verbalized understanding. An IDT
This REQUIREMENT is not met as evidenced meeting was held on 06-01-2016 with O6-0t- L
by: Resident A and family member along
Based on interview, and record review, the with the Ombudsman and discussed
facility failed to provide the necessary care and care concerns and plan of care.
services to maintain the highest practicable
physical well-being when Resident A was left on a
bedpan unattended for 30 to 45 minutes. This
LABORATORY DIRECTOR'S OB-FROVI LIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

AOMINISTRATTYZ — Ob- lp- 2O/

Any deficiency statement mﬂith an astefigk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide gufficient protectiont0 the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following 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
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: T82V11 Facility ID: CA240000148 If continuation sheet Page 1 of 3



PRINTED: 06/06/2016
FORM APPRQOVED
OMB NO. 0938-0391

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

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
555492 B. WING 06/02/2016

NAME OF PROVIDER OR SUPPLIER

MIRAVILLA CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
9246 AVENIDA MIRAVILLA
CHERRY VALLEY, CA 92223

failure had resulted in feeling of discomfort and
back pain for Resident A.

Findings:
On May 27, 2016, at 2:15 p.m., an unannounced

visit was conducted at the facility to investigate a
quality care issues.

. 1. Anin-service training was 05 27-16
On May 27,2016, at 3:05 p.m., Resident A was provided by the Director of Staff
interviewed. Resident A stated on May 25, 2016, Development to all nursing staff
around 6 p.m., he was'placed on a bed pan by on 05-27-2016 on the Importance
Certified Nursing Assistant (CNA) 1. Resident A of Communication &
stated CNA 1:|eft. He stated he only needed the Endorsement as to the Needs of
bedpan for about 10 minutes. Resident A stated the Residents to Prevent
he called for CNA 1 using his call light and Misunderstanding & Mishaps
nobody came in to help. He stated he called his 2. A walkie-talkie radio system v.vas
mother using his cellphone, because he had been instituted and distributed for use
on a bedpan for a long time and nobody had 0530

come in to help him out. Resident A stated his
mother was 30 minutes away from the facility. He
stated he was still an the bed pan when his
mother got to the facility which made her very
upset. Resident A stated it was very
uncomfortable being left on a bed pan for a long
time, and said it was painful for his back.

On May 27, 2016, Resident A's record was
reviewed. Resident A was admitted to the facility
on March 15, 2016, with diagnoses which
included muscular dystrophy (characterized by
progressive skeletal muscle weakness).

The "Physical Therapy Plan of Care," initial
assessment dated March 16, 2016, indicated
Resident A was dependent with bed mobility due
to functional deficits.

On May 27, 2016, at 4:15 p.m., CNA 1 was

Other resident who uses the bed pan
for continent care are affected by this

assessed affected residents with no
noted deficient practice.

Systemic Changes:

on 05-30-2016 to all nursing staff
to aid in their communication in
providing care to the resident.
The radio system efficiently helps
when a Certified Nursing
Assistant is requiring help with a
resident or requires the
assistance of a Charge Nurse.

Monitoring:

The Director of Staff Development will
monitor compliance through
observation of employees and
interview of residents pertaining to the
quality of their care and concerns.
Any deficient findings of practices will
be submitted to the QA committee

deficient practice. Licensed nurses re-
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interviewed. CNA 1 stated she left Resident A on

a bedpan before she went on her break on May Facility will be in compli

25,2016. CNA 1 stated she was not able to notify o 201%. Plianes oyl
another facility staff she was leaving Resident A

on a bedpan and would be taking her break. She
was not able to let Resident A know she would be
taking her break after she placed him on a bed
pan. CNA 1 stated she came back from her
break after 30 minutes and found Resident A still
on a bed pan.and upset because he had been
asking for help for a long time.

On May 27, 2016, at 4:40 p.m., the Director of
Nursing (DON) was interviewed. The DON stated
somebody should be covering the hallway if a

staff went on a break to ensure residents' needs
would be provided at all times. She agreed CNA 1
should have not left Resident A on a bedpan

without endorsing the situation to any staff on the
floor.
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