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F 000 | INITIAL COMMENTS F 000

New Vista Nursing & Rehabllitation
Center makes every effort to comply

The following reflects the findings of the with the State and Federal regulations 1212524
Callfornta Bepartment of Public Health during the and submits this response and Plan of
fnvestigation of a Facility Reparfed Incldent and a Correction as part of the requirements
Complaint. under the State and Federal law. The
' Plan of Corraction is submitted in
FRI Number: CAO0934611 accordance with specific regulatory
Complaint Number: CA00934662 requirements. 1t shall not be construed
as admission of any alleged deficienc
The inspection was limiied to the specific citad or any Iiabilityy Thtg provider 4
complaint and FRI investigated and does not submits this Plan of Correction with the
represent the findings of a full inspaction of the intention that it is inadmissible by any
facilty. third party in any civil, criminal action or

proceedings against the provider, its
employees, agents, officers, direclors,
or shareholders. The provider reserves
the right to challenge the cited findings
if at any time the provider determines
that the disputed findings are relied
upon in a manner adverse to the
interest of the provider either by the
governmental agencies or third party.
Any changes to provider policy ot
procedures should be subsaquent
remedial measures as that concept Is
employed in Rule 407 of the Federal
rues of evidence and California

There was one deficiency [ssued for the Facllity
Reported Incident: CA00934611 and Complaint:
CAQ0934862, See FB0Y.

F 608 ] Repotting of Alleged Violations F 609
58=D CFR(s): 483.12(b}B){i}A}B)c){1){4)

£483.12(c} In response to allegations of abuse,
neglect, exploitation, or mistreatment, the facility
must:

§483.12(c)(1) Ensure that all alleged violations
involving abuse, neglect, exploitation or
mistreatment, including injusies of unknown
source and misappropriation of restdent property,

are reportad immediately, but not later than 2 evidence code section 1151 and should
hours after the allegation is mads, if the evenls be In any proceeding on that basls.

that cause the allegation involve abuse ar resultin

serious bodlly Injury, or not Iater than 24 hours if This Plan of Carrection is New Vista

the events that caUse the aflegation do not involve : Nursing & Rehabilitations Centar's
abuse and do not result In serious bodily injury, to credible allegation of campliance.

the administrator of the facliity and to other
officials (including to the State Survey Agency and
adult protective services where state law provides
for jurisdictian in long-term care facliittes) in

LABORATORY DIRECTOR'S OR PROVIDER/SUPRLIER REPRESENTATIVE'S SIGNATURE . TITLE {X6) DATE

Wit st Dippogs ] (i) EXeCUlve Director 12125024

Any deflciency stalement ending with an aslerlsk (*) denotes a deficiancy which the inalfution may be excused fram correcting providing it Is determined that
other safeguards provide sufficlent protection 1o the pallents , (See Instructions.} Exaepl for nusing hames, the findings stated abova are disclosable 80 days
following the date of survey whether or not & plan of correction is provided. For nursing homes, the abova findings and plans of carreclion are disclosable 14
days following the dale these documents are made availabla {o the facliity. If deficiencies are ciled, an approved plan of corraction is requislte to confinuad
program participation,
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F 609 | Continued From page 1 F gog | Immediate corractive action:

accordance with State faw through established The alleged incldent was not reported to the 12125124
procedures, facility Administrator when it allagedily

happened and was only known when the
§483,12(c)(4) Report the results of all Callfornia Department of Health (CDPH)

survayor was in the facllity for an unrelatad
follow-up visit. As soon as the alleged Incident
was reported to the Administrator, the facility
sonducted lts immediate reporting and

invastigations to the administrator or his or her
designated representative and fo other officlals in
accordance with State law, including to the State

Survay Agency, within 5 warking days of the investigation per facllity protocal.

incident, and if the alleged violation Is verified

appropiiate corrective actlon must be taken. S0C 341 form was submitted to the CDPH
This REQUIREMENT s nat met as evidenced and Office of LTC Ombudsman via facsimile
by: on 1211024 and acknowledged recelpt the

sama day via the Transmission Verlification

d on i ew, and d review,
Based on intervi and record review, the Report at 15:42 (COPH) and 16; 44

i faclllty falled to ensure an aflegation of resldent

i abuse {when staff infentionally prevents a (Ombudsman}.
resident from having contact with friends, farnily, The Los Angeles Police Depariment (LAPD}
or olhers) by facilily staff was reported to the Officer #43479 was in the facliity on 12/10/24
State Survey Agency (SSA) immediately, but no at 14:55 after the Soclal Services Director
tater than two hours after the allegation was (SSD) reported the alleged incident. The

LAPD Officer indicated that he will not
escalate It to further investigation affer the

. . alieged victim was Interviewed and wrate on
This deficlent practice had the potential to result his business card "No avidence of neglect".

In a delay In the abuse allegation Investigatior.

mada for one of three sampled resldents.

Resldents and staff interviews were
Findinhgs: immediately conducted per facility protocol,

The Cerifled Nursing Assistant {CNA} who
was identifled on the anonymous note handed
to the CDPH surveyor as a withess to the
alleged Incident was interviewead via telephone

Duting a review of Resident 1's Face Sheef, the
Face Sheet indicated the resident was admitted
to tha facility on 12/31/2022 and re-admitled on

3/07/2023 with diagnoses that included by the Administrator and SSD and denled
sehizophrenia (a chronic mental lliness that wilnessing the alleged Incident,

affects how paople think, feel, and behave) and

anxiety (a condition In which a person has The Social Services Asslstant (SSA) who
excessive waorry and feelings of fear, dread, and handed the note to the CDPH surveyar was
Uneasiness). also Interviewed by the Administralor, 85D

and Director of Staff Developmant (DSD) on
, " . . . 12/10/24 at approximately 2:30 pm to get

Dusing a review of Resident 1' s Minimum Data more details ggout the allﬁged 1§ciden?‘ Sha
Set (MDS, a resident assessment tool), dated

10/04/2024, the MDS indicated Resldent 1 was

FORM cmsnzsa'f(nz-sis}) Pravious Versions Ohsojste Event ID:U2RJ11 Facllity ID: GAS20000028 if continuatlon sheel Page 2 of &




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 12/23/2024
FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0938-0391
STATEMENT OF DEFICIENCIES {¥1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSYRUCTION (X3) DATE SURVEY
AND PLAN OF GORREGTION IDENTHFICATION NUMBER: A, BUILDING COMPLEYED
058031 B. WING 1211142024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
NEW VISTA NURSING AND REHABILITATION GENTER 8647 FENWICK STREE!
SUNLAND, CA 91040
{X D BUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION] TAG OROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
stated that she was not a withess 1o
F 609 [ Continued From page 2 F 809 | the alleged incident, and there was ho (2125124

severely impaired in cognition (the process of
acquiring knowledge and understanding through
thought, experlence, and the sensas) with skills
raquired for dally decision making, The MD3
indicalad Resident 1 required selup or clean-up
assistance with eating, and supervision with
personal hygiene.

During a review of Resident 1's Situation,
Background, Assessment, Recommendation
Report (SBAR, a communication toof usad by
healthcare workers when there is a change of
gondition ameng the residents), dated
12/11/2024, the report indicated |t was reported
that Resident 1 was locked Inslde the famlly
raom. The report Indlcated staff assessed the
resident's psychosocial wellbeing related to the
allegation; physician made aware with order far
psychologist consuitation.

During a review of Resident 1's Care Plan for
Psychosocial Well-being, Inltlated 12/11/2624, the
cars plan indicated there was an allagation of
Isolation. The care plan indicated a goal that the
resident wilt be able Lo interact with family, and
aother residents or staff daily. The care plan
indicated an intervention to have a psychology
consult and follow up.

During a concurrent observation and interview In
the Station Two Hallway, on 12/10/2024 at 11:30
a.m., observed Social Services Assistant {S5A)
hand surveyor a piece of folded up paper. The
paper indicated that the Director of Nursing
{DON) locked Resldent 1 in the family room, it
happened In the afternoon and was witnessed by
Certified Nursing Assistant 1 {CNA 1), The SSA
stated on 12/9/2024 at around 1 p.m., a CNA
raported to her on the phone that the DON Jocked

mention of any dale and time of its
occurrence during ite discussion in
passing with an unnamed CNA who
told her about it. She preferred not to
name the CNA she discussed it with
even if she was reminded that they
were both mandated reporters and
they were both In violation of the facility
policies and procedures on Abuse.

She stated that she was aware of the
facility policies and procedures an
Abuse and being a mandated reporter.
She confirmed that she attended
in-service trainings on Abuse, When
asked why she did not report the
alleged incldent to the facility Abuse
Coordinator (Administrator), she
remained quist.

The SSA was given a written warning
on 12124124 for Violation of Company
Rules/Policy. Failure to report
knowledge of an alleged abuse
incident towards a resident per facility
policies and procedures which delayed
its investigation and reporting to
approprlate agencies.

She is no longer an employes of the
facility effective 01/01/2025.
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Resident 1 In the family room because the
resldent was yelling. The S3A stated she did not
know what day the alleged incident accurred.
When asked wha reporied the alleged incldent,
the SSA stated she would not tell the nams of the
CNA (unnamed CNA),

During a second interview with the SSA on
12110/2024 at 11:50 a.m., she (SSA) stated the
unnamed CNA tald her that the Incident had
oceurred after they had left the facility at 4:30
p.m. The SSA stated It happened after 4:30 p.m.
but before dinner at 5:00 p.m. The S8A stated
she (SSA) did not know what day of the week it
was. The SSA stated she (S5A) thought this was
abuse and should be reported right away. The
SSA stated the Administrator (ADM) is the first
person they are raqulred to notify. The 85A
stated the ADM was busy and she did hot teli the
ADM because she {$SA) was not present during
the alleged incldent and did not withess it.

During an intetview and record review with the
ADM on 12/11/24 with 2:26 p.m., reviewed the
facility's policy and procedure "Abuse
Prevention/investigatlon/Reporting and
Resolution.” The ADM stated an allegation of
abuse should ba repotted to tha Department of
Public Health na later than two hours, The AADM
stated the SSA notified her (ADM) that the
unnamed CNA notifled the SSA of the alleged
ahuse incldent on 12/10/2024 (Adm did not
indicate tha time). The ADM stated the process Is
to repart any alleged abuse to the ADM
immediately. Tha ADM stated the SSA and the
unnamed CNA should have reported the alieged
incident to the ADNM Immediately as soon as thay
wora aware of the alleged incidant so that they
could repott timely to the Department of Public

1, Notliication of altending physlcian and
resident representative

2. Change of Condition (COC)/Situalion
Background Appearance Review (SBAR)
3, The accused was not In the facility for
thrae days pending investigation

4. Interview and monitoring of the alleged
victim to ensure that he felt safe, and no

psychologleal disturbance observad ralated to

the alleged Incident,

5, The alleged victim was seen and examined

by his attending physiclan on 12111 124
withaut any significant changes in his
psychological status.

6. The Psychiatist conducted a telehealth
visit on 12/13/24. There were no slgnificant
changes in hls psychological status and
denied the alteged incident when asked.

7. The SSD provided emotional suppart and
continued to observe for any psychologleal
changes for 72 hours,

8. On 12/11/24, the DSD conducted an
in-service tralning of staff raegarding facliity

Abuse policles and procedures with focus on
raporting of any suspected abuse incident for

immediate investigation.

identification of Potentially Affecied Resldents:

On 12# 1424, staff in-service training was

conducted by the DSD regarding the facliity's
pollcies and pracedures on Abuse with focus

on its immediate reporting to ensure
campllance with reporting to appropriate
agencles and facllty lnvestigation,
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Facility Protocol was initlated, and the '
F 609 | Continued From page 3 F gog | following were taken by the facllity: ’
12/25/24
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During a review of the facility's poliey and
procedurs titled, "Abuse
Preventlenfinvestigation/Reporting and
Resolulion," last reviewed 2/29/2024, the policy
indicated any mandaled reporter who, in his or
har professional capacity, or within the scope of
his or her employment, has observed or has
knowfedge of an incldent that reasonably appears
to be physical abuse, abandonment, abduction,
isolation, financial abuse, or neglect, or
reasonably suspects that abuse, shalfl reporf the
known or suspected Instance of abuse as follows:
All alleged violations Involving abuse, neglect,
exploitation, or mistreatment, wili be reported by
the facility Administrator, or hisfher designes, to
the State licensing/certification agency
responsible for surveyingflicensing the facility.
The policy Indicated abuse will be reparted
immediately, but later than two (2) hours if the
alleged violation involves abuse.

receiving ongolng training on

allegation of abuse,

any resident.

deficlent practice.

Changes:

ansure compliance.

On 12/10/24, six {6) staff members who
worked during the assumed alleged
incident were interviewed and there
were no residents repoited affected by
the allegation of abuse, They all
indicated that they have knowledge of
the facility's policies and procedures of
abuse, awara of who the facility Abuse
coordinator is and acknowledged

recognizing and reporting of any

On 12712124, four (4) random residents
were interviewad and indicated that
they have no knowledge of the alleged
incident and have no knowledge of any
resident baing mistreated in any way,
They also indicated on reporting
procedures to take if they have any
knowledge of any mistreatment towards

While all residents have the potential to
be affected by the same deficient
practice, based on interviews conducted
with staff and residents, there ware no
residents identified affected by the

Preventive measures/Systemic

The DSD and DON will condiict
ongoing in-service fraining of staff to
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During the in-service training, no new ;
F 608 | Conlinued From page 4 F 609} allegations of abuse were reported. 1295124
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Health.

During a review of the facllity's palley and
pracedure titled, "Abuse
Prevantion/investigation/Reporting and
Resolution," last reviewed 2/20/2024, the policy
indicated any mandated reporier who, In his or
her professional capacity, or within the scope of
his or her employment, has observed ot has
knowledge of an Incident that reasonably appears
io be physical abuse, abandoniment, abduction,
isolation, financial ahuse, ot neglect, or
reasonably suspects that abuse, shall report the
known or suspected Instance of abuse as follows:
All alleged violations inveolving abuse, naglect,
exploitation, or mistreatment, will be reported by
the facitity Adminlstrator, or hisfher designee, to
the State llcensing/certification agency
responsible for surveying/flicensing the faclity.
The polley Indicated abuse will be reported
immediately, but later than two (2) hours if the
alleged violation involves abuse.
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Resident Rights and Grievance Program willi
F 609 | Continued From page 4 F 609 continue to be discussed during monthly

Resldent Council Mestings and concerns will 12125124
be addressed accordingly by each department
concernad,

Tha Departiment Managers will conlinue to
roemind the staff under them to report any
suspectad/aliegation of abuse to them and/or
Facility Abuse Goordinator to ensure
compillance and timeliness of reporting and
investigation per facility protocol.

The SSD and Activity Director {AD) will
randomly query residents regarding any
concerns during room visits of residents for
immediate intervention.

Quality Measures/Monitoring:

The Interdisciplinary Team (IDT) members will
discuss any concerns with residents during
quarterly meetings to ansure identification of
any alleged Incldents and encourage fo report
such incidents immaedtately to the facliity
Administrator and/or any Departiment Manager
for tlmsliness of reparting and investigation.

The Social Services Constltant will query the
55D and review Grlevance reports to ensure
compliance during monthly facillty visits.

Any trends identified will be brought to the
QAPI commiitee members by the Administrator
during monthly QAP] meetings for discussian,
avaluation, recommendations and Immediate
Intervention if neededfindicated,
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