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F 000 INITIAL COMMENTS | F 000
: | This Plan of Correction

! The following reflects the findings of the ! constitutes the Facility's

California Department of Public Health during an credible allegation of
ABBREVIATED survey for COMPLAINT No. | compliance. St. Edna
CAQ0836059. | Subacute and Rehab.,
 Inspection was limited to the specific complair}{t hereinafter referred okas
‘ STESR, makes its best effort

investigated and did not represent the findings of : ;
a full inspection of the facility. Lo to operate in full compliance
f with both Federal and State

Representing the California Department of Public laws. Nothing, included in this
! Health: Surveyor 36872, HFEN. | Plan of Correction is an

; 5 ission otherwise. SR
/ FOR COMPLAINT No. CA00836059: THE | ﬁ:;msubmit?; d thiS]SF’ela?]-E)Ef
DEPARTMENT WAS ABLE TO SUBSTANTIATE o i

THE COMPLAINT ALLEGATION(S). FINDINGS orrection in order to comply

| WERE CITED AT F580 FOR RESIDENT 1. | with its regulatory obligation
& and does not waive any
GLOSSARY OF ABBREVIATIONS AND BRIEF objections to the merits or
: DEFINITION: P! form of any allegations

- ) T

i DON - Director of Nursing

contained herein.

; Please note that STESR may

P&P - policy and procedure f !
F 580 { Notify of Changes (Injury/Decline/Room, etc.) | | F 580 contest the merits and/or form
; of any of the deficiency

$5=D{ CFR(s): 483.10(g)(14)(i)-(iv)(15)

| findings alleged below.
§483.10(g)(14) Notification of Changes. i
(i) A facility must immediately inform the resident;
! consult with the resident's physician; and notify,
consistent with his or her authority, the residerit
representative(s) when there is- i
(A) An accident involving the resident which |
results in injury and has the potential for requiring
physician intervention; t
(B) A significant change in the resident's physical,
i mental, or psychosocial status (that is, a i

| deterioration in health, mental, or psychosocial i
H 1
|

I i
LABORATORY DIRECTOR'S OR PROVIDER/SURPLIER REPRESENTATNE’E;: SIGNATURE TW (XG6) DATE
| i 7023

Any deficiency statement ending with an asterisk (*) epztas a deﬁcienc}y which the institution may be excused from carrecting providing it is determined that
other safeguards provide sufficient protection to the Rajiénts. (See lnstn}:cl‘.inns.) Except for nursing homes, the findings stated above are disclosable 80 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 thgﬁ gc;&uglgr%tslﬁrg éﬂ dg 3;?,[35‘?53 gw,t- (f)‘a?)l‘:g)ﬁ}d%ﬂ(c)l%mgg caéep:%ie g?f ﬁ%ﬁ pzt%n807f i?rrection is requisite to continued

program parlicipation.
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F 5801 : Continued From page 1 : F 580‘
i | status i in either life-threatening conditions or * Corrective Action for
i clinical complications); : ;
I (C) Aneed to alter treatment significantly (tha&t is, i Residents Ident'ﬁeq to have
| a need to discontinue an existing form of {been affected by this
J treatment due to adverse consequences, ar to deficiency:
I commence a new form of freatment); or
[ (D) A decision to transfer or discharge the ) . .
f resident from the facility as specified in Resident 1 was identified to
+ §483.15(c)(1)(1i). have been affected by this
: (i) When making notification under paragraph (g) deficienc
i (14)(i) of this section, the facility must ensure that Y

{ all pertinent information specified in §483, 15(e)(2)
i is available and provided upon request to theg No immediate corrective

‘ : physician. | ;
; (iii) The facility must also promptly notify the ‘ actic_m can be tak.en G d
! resident and the resident representative, if any, Resident 1 was discharge
‘ when there is- from the facility on 4/9/2023.

} ((A)A change in room or roommate asmgnmer[lt
i as specified in §483.10(e)(6); or

deficient findings.

(B) Achange in resident rights under Federal ¢ or |dentification of other
o e ~State-law-orregulations-as-specified-irparagraph : ;

| (€)(10) of this section, Re&dgnts having the

i (iv) The facility must record and periodically potential to be affected by

; update the address (mailing and email) and | | this deficiency:

: phone number of the resident P
; representative(s). o

fFREEnEEeGE) On 5/1/2023, a facility LVN
|§433 10(g)(15) reviewed all 23 falls in the
'Admlssmn to a composite distinct part. A facility i previous 60 days for timely
g that is a composite distinct part (as defined in . ;
r §483.5) must disclose in its admission agreement dOCLf'men'ted nOt'ﬁca_tlon to

| its physical configuration, including the various Resident's Responsible party;
, locations that comprise the composite distinct representative of the fall |

 part, and must specify the policies that apply to incident i
| room changes between its different locations l ) ]
, under §483.15(c)(9). i N |
: This REQUIREMENT is not met as evidenced ' There were no additional i
i by:

l z

| Based on interview, medical record review, and |
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facility P &P review, the facility failed to ensure
the family for one of fwo sampled residents %
(Resident 1) was notified when the resident had a
fall. This failure had the potential for the resident's
family to not be able to make the appropriate)|
decisions for the care and treatment of Resident
1. ;

Findings:

Review of the facility's P&P fitled Incident
. Management dated 10/2017 showed the
i physicians and responsible parties will be
i promptly notified of the incidents involving the
remdents e

Ciosed medical record review for Resident 1 was
initiated on 4/27/23. Resident 1 was admittedifo
the facility on 3/13/23, and discharged on 4/9/23. ;

i
|
|
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recur:

On 5/12/23, the DON
in-serviced the facility's
licensed Nurses on the
facility's policy and
procedures on Incident
Management, including
timely notification and
documentation of that
notification to a Residen
responsible

What measures will be put
into plan to ensure that the
deficient practice does not

t's

—-———--;*R-eviemrof-ResidenHJs-Fa!Iﬂrncidentdated 41723~
i at 2319 hours, showed Resident 1 had an
unwitnessed fall. The physician was notified at
2342 hours. However, there was no dncumeqted

. evidence the facility had informed Resident 1's
family when the resident had a fall.

Review of Resident 1's Progress notes dated
418123 at 0800 hours, showed the resident had a

i fall incident last night, and the physician wanted a
direct admit Resident 1 to Hospital A and would
call back.

Review of Resident 1's Progress notes dated
| 4/8/23 at 1200 hours, showed Resident 1's family
l'was at the facility and was informed that the
: physician had not called back.
}

i

. On 4/27/23 at 1115 hours, an interview and i

party/representative.

that solutions are sustain

How the facility will ensure

ed:

I
|
\
!
i
|
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was a change in condition. The DON
acknowledged the family was not informed.

all Resident's fall incident
reports within 24 hours to
ensure timely notification and
documentation of notification
to the Resident's responsible
party/representative of the fall |
incident and document !
|

findings on the Quality
Improvement Audit Tool x 2 |
months. The documented ?
results will be forwarded to
the QA&A Committee monthly
x 2 month for further review
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F 580 | Continued From page 3 F 580 f
concurrent closed medical record review was . 5
' conducted with the DON. The DON stated it was The‘ DON a'ndlor-hls or her '
important to notify the resident's family if there designee will review and audit | o / 12/

|
|

and action planning as

indicated or until QA&A
Committee determines

compliance

[
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