
PRINTED: 06f2912011
FORM APPROVED

IfPblHllhDC Ifa I orma enartmen 0 u 'c e.
STATEMENT OF DEFICIENCIES (Xl) PROVlDERlSUPPUERlCLlA (xt) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PlAN OF CORRECTION IDENTIFICATION NUMBER COMPLETED

A. BUILDING
B WING C

CA230000030 06/2212011
NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY. STATE. ZlP CODE

WINDSOR REDDING CARE CENTER
2490 COURT STREET
REDDING, CA 96001

(X-4) 10 SUMMARY STATEMENT OF DEFICIENCIES '0 PROVlDER·S Pt..AH OF CORRECTION lX"
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTK>N SHOULD BE """"'-'"TAG REGULATORY OR LSC rOENTlFY1NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE 0''''

i DEFICIENCY)

A 000 Initial Comments A 000

IThe following reflects the findings of the California
Department of Public Health during the

Iinvestigation of a complaint.

H!'rcp:lrlliioll "mllor eHculioll nf lhi~ I'["n uf
Complaint: 273201 Corrcclion does ""I nlll~IIIUI~ "Ihni~sionor

I ~grctmCIl1 b" Ihl' pl'ovldt~ of llo~ lrolh of lh~ fllcl~IThe inspection was limited 10 the specific alltgetl or IIII' tOlldusions Stl forlh on IIII' Slalrlll~1I1

complaint investigated and does not represent of Deficiencies. This I'bn of Curn·clion is prtparttl

the findings of a full inspection of the facility.
Ind/or txtcultd sold)' ~elll)C il is n:qnirttl by IIII'
pro.·isiolls of Ill'lIllh and Safel)' CudI' Seclion IUlO
Ind "2 CFR 483 el Sfft.~

Representing the Department 26842, HFEN ---.&U t4JJIa +ldM._
A defiCIency was issued for complaint 273201 at

Sig,lalUrt j

A164. A 164 T22 l>IV SCIIJ ARTJ 72JII (.)(1)(8) Nursing
Srrvit~-Gtlltnd

A T64 T22 DlV5 CH3 ART3·72311(a)(1)(B) Nursing A 164 Corrtel;\"t Atlion for Re~;dulfJ) Arreelttl:
Service-General RCSldenl I Care plan W~ ul'dlllc:d 10 renecl ht( plan of

care ofHllllOlerancc odol'sH \lIld behavIOrS rc:aChOliIO

(a) Nursing service shall include, but not be ~llt'W roomm:lIt·'

limited 10, the following:
ldtIII;fitalion or Re.~idtlll~ ...jth Iht l'oltlliial 10 II('
Arr(clcd:I(1) Planning of patient care, which shall include at All resIdents have the potclll!11110 bc affected b)'lIlt

Ileasl the following: Issue allcged 111 lhe St:llcmcnl of DeflClcne)'
(B) Development of an individual, written patient /'.kasure_~ lU I're\'fll! H.ecWulIce

care plan which indicates the care to be given, In-serviced for lhe Ilccn.'II."d nlHsmg will be COllduC1Cd

the objectives 10 be accomplished and the
~J\lIY;'5 • 2011 hylhcl1irccluror

llrsinl; Services regurdllll; dOl:UIHCnlalioll, illilialing
professional discipline responsible for each cure platl and updating lh\· resident care plan. to relleelIelement of care, Objectives shall be measurable lhe plan or can: ror rCSldelllS

and time-limited. Muniloring CorrrCl;'·t Aclilill HUti H.cS!!I",~ib;lill';

The facilily Quality Assessmcnt &. AS~llnI11Cl.: (QA&A)

This Statute is nol met as evidenced by:
CQlIlmlUet mcClS mOlllhly to 1ll()II110r compliance to
ensure: lhallhe resldenl's carr plan rdlcCiS luslher plans

Based on observation, interview, and record of care: ThIs is done IhlOligh cumpkllon and rev.c.\ of

review, the facility failed to develop an individual, illlhts condueled b) MedK:al Records/designee: monlhl"

written care plan which instructed the facility staff
The QA&.A commlllC't: wIlllllah rccommendallOllS flH
1Il1pro\"C,mC:11l as needed 1l1c Dlreclor ofNursmg

how to care for a patient {Patient 1) when Patient SeJv,et" IS pnmanl) responSIble to ensure liIal resident.>
1 did not have a care plan for her stated Can: reflect his/her plan or can:

intolerance to odors and a care plan for
behaviors/reactions to a new roommale.

Compli:tnce tl~le: Ju ly .:15, ~Oll

These failures could potentially result in a patient
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not receiving the appropriate interventions and
medical treatment.

Findings:

Patient 1's record was reviewed on 6/22111.
Patienl 1 was re-admitted to the facility on
4/25/11 with diagnoses Ihat included kidney
failure, morbid obesity, and stroke,

On 6/22/11 at 2 pm, Patient 1 stated that a new
roommate had moved into her room on 6/14/11.
She stated that the nurse on 6/14/11 had applied
a topical medication which had a strong odor, and

I that the "odor had caused my eyes to burn and
caused difficulty in breathing.~ She also stated
that she was "upset about having a roommate
and I want to be alone."

On 6/22111 al3'15 pm, Social Service (SS) A and
license Nurse (LN) B stated that Patient 1 was
upset aboul having a new roommate and had
difficulties in the past with previous roommates.
Both reported that Patient 1 had complained
about multiple issues with her roommate. Social
Service Staff A and LN B further stated that
when Patient 1 complained Dn 6/15/11, of the
odor from her roommates topical medication, an
odorless medication was ordered and replaced
the previous topical medication, LN B stated thai
Patient 1 had continued to report that she cannot
tolerate odors of any kind.

Patient 1's care plans did nol instruct nursing staff
how 10 care or manage for Patient 1's stated
mtolerance 10 odors or how to manage Patient 1's
complaints and adjustment to having a new
roommate.

On 6/22/11 at 3:15 pm Social Service Staff A and
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