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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 survey for the investigation of
complaint #CAQ00807673.

Representing the Department of Public Health:
Health Facilities Evaluator Nurse, 32096

The inspection was limited to the specific
complaint Investigated and does not represent
the findings of a full inspection of the facllity.

The Departrent substantiated complaint
#CAD0907673 and aviolatin of regulations was
written under tag #F-580.

F 580 | Notify-of Changes (Injury/Decline/Room, ete.) ¥ 580
$8=0 | CFR(3): 483.10(g)(14)()-{v}(15)

§483.10{g)(14) Notiflsation of Changes,.

(i) A faciiity must immediately inform the tesident;
consult with the restderit's physiclan; and notify,
consistent with his or her authority, the resident
represefitative(s) when there jg-

{4y Anaciderit involving the. resident which
results In Injury and has the potential for requiring
physlaian intafvention;

(B). A significant shange.in the: resident's physlcal,
thental, or psychosatlal status (that is, a
deterloration in health, mental, or psychosocial
status in either life-threatening conditions or -
elinical complications);

(G} A need to alter treatment significantly (that s,
a nead to discortinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) A dacision to transfer or discharge the
resident from the facliity as specified In

LABORATORYDIRECTOR'RS;JB FROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTITLE
e ks gl A m . QQ\ P A, e Y _ Tl N
Any deficlency statement ending with an asterlsk (*) denotes a deficlenoy which the institution may be exaused from gotrecting providing it is determinad that

other safeguards provide sufficient protection ta the patients. (See Instructions,) Except for nursing homes, the findings stated above are disslosable 90 days
the above findings and plans of correction are disclosable 14

following the date of survey whether or not a plan of carrection Is provided, For nursing homes,
days foilowing the date these documents are made avallable to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.

{X6) DATE

FORM CMS-2667{02-99) Previous Verslens Obsolete Evant ID:WR8D11 Facility 1D; CA030000071 If continuation sheet Page 10of5




PRINTED: 07/23/2024
FORM APPROVED
OMB NO. 0938:0291

555153

{X2) MULTIPLE CONSTRUCTION
A. BUILDING

(X3) DATE SURVEY
COMPLETED

C
07/16/2024

NAME OF PROVIDER OR SUPPLIER

FAIR OAKS HEALTHCARE CENTER

FAIR OAKS, CA 95628

STRECTADDRESS, GITY, STATE, ZIP GODE
11300 FAIR OAKS BLVD,

X4 ID
PREFIX
TAG

SUNTIARY GTATEMENT OF DEFIGIENGIES
(EACH DEFICIENGY MUST BE PRECEDED BY FULL
ReGLILATORY OR LSC IDENTIFYING INFORMATION)

PREFIX

PROVIDER'S PLAN OF CORRECTION (X8)
(EACH CORREGTIVE ACTION SHOULD BE GOMPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 580

| This REQUIREMENT s not met as evidenced

: Bésed on intetview and record review, the

Continued From page 1

§483.15(c)(1)ii).

(i) When making notification under paragraph {(g)
(14)(i) of this section, the facllity must ensure that
alt pertinent information specified in §483.15(c)(2)
is avallable and provided upon request to the
physician. :

(iil) The facliity must also promptly notify the
resident and the resident representative, if any,
when thera [s-

(A) A change in room or roommate assignment
as specified in §483.10(e)(6), or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
[ {e)(10) of this section.

(iv) The facllity must record and periodically
update the address (malling and emali) and
phone number of the resident

representative(s).

§483.10(g)(15)

Admission to a composite distinct part. A facility
that Is a composite distinct part (as defined In
§483.5) must disclose in ite admission agreement
‘its physical configuration, Including the various
locatlons that comprise the composite distinct .
part, and must specify the policies that apply to
room changes between Its different locations
under §483.15(c)(9).

by:

facllity failed to ensure one of three sampled
residents (Resident 1's) rights were exercised
timely when the facility discontinued an
antipsychotic medication (used for treating -
psychosis or disconnection from reality) for
'Resldent 1 without notifying the resident's
representative (RR).

F 580
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ahiaty disorder and legal blinaness. In the
' Adimigsion Record, three family members were
‘Jisted as the emergency contacts, one of them

 resident arid Indicated the discontinuation of the

‘not have consented because the medication had

This fallure resulted in Resident 1's family '
members being frustrated and baffled by the
resident's change in behaviors.

Findings:

Review of Resident 1's medical record,
"Admission Reoord *, indicated Resident 1 was a
long térm resident in the facllity with diagnoses
that ingluded memory problem with agitation,

being the RR for Resident 1.

In 4 telephone Interview on 7/16/24 at 1:36 p.m.,
Realdent 1's famlly member stated that the
facility discontinued Seroguel, an antipsyctiotic
medication, that had “wortked weall” for the.
resident without notifying the RR or any of thie
resident's- famnly membera. Hé statéd the resident
changed in bahaviors Th the absence of Seraquel
administration: screaring to the extent of losing
her voice and refused to listen to him when he
visited the resident. The family member stated he
was frustrated and did not understand why the
resident changed In befiaviors-uritil the facllity
contacted him when they reinstited Seroquel
back to the resident in June. The famlly member
stated Seroqusl had "worked well" for the

medication caused the resident's screaming
behavior. He voiced that had the facility notified
the discontinuation of Seroquel, the family would

been working fine for the resident,
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F 580 | Continued From page 3 F 580

Review of Resident 1's medical record, '
"Physiclan Order History ", indicated Seroquel
was discontinued on 4/23/26 and reinstated
B125/24. withthe target behavior for yelling and
sGreaming out loud, Thare was no dooumented
evidence n the medieal record that Resident 1's
'RR and/or family member was notifled when
Seroquel administration was stopped.

In an interview on 7/16/24 at 10:18 a.m, In the
hallway, Licensed Nurse (LN 1) stated Resident
1 had behaviors of yelling and screaming and
stated the resident did not stop screaming until
Shie got tired. LN 1 stated Resident 1 was "really
serganing”.and staff were unable o stop the
resident when she started to-séream. LN 1
indlcated Resident 1 had a medication for the
bahavior and stated when the resident took the
medication, the resldent was "fine",

Review of the facility's revised 2/2021 policy and
pravedure, "Changs Jn a Resident's Condition o
Status ¥, stipulated, "Our faility ptemptly hotifles
the residant...and the resident representative.of
changes In the resident's medical/imental
condition and/or status (e.g., changes in level of -
care...resident rights, ete.)."

In a concurrent interview and record review on
7/16/24 at 1:36 p.m., in the foyer of the facility,
the Director of Nursing (DON) stated it was the
facility policy to nofify RR whén there was
change In resident's care. The. DON explained
this nciuded resldent’s change Inmedications
either discontinuation or reinstatement of the
medication. The DON stated Resident 1's RR
should have been notified when Seroquel was
discontinued.
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Continued From page 4

In a telephone Interview on 7/16/24 at 3:27 p.m,,
Resident 1's RR expressed the same concerns
as the family tembist who reported over the
phone on 7/14/24 regarding the residarit’s
behaviors and medications and stated she was
not aware that Seroquel had been discontinued
because the facility did not notify her.

F 580
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“This plan of correction Is prepared in response to the deficiencies identified In the CMS Forn 2567, It s intended to address
the concerns ralsed by the survey findings and to outline the corrective actions taken or planned to ensure compllance with
regulatory requirements. This document serves as a formal acknowledgement of the deficlencles cited and our commitment to
rectify them promptly and effectively. However, it does not constitute an admission of fault or llabllity on the part of Falr Dak
Healthcare Center, It Is provided for informational purpases only and should not be construed as a waiver of any rights or
remedies available to Falr Oaks Healthcare Center under applicable laws and regulations.”

F580 Notify of Changes:

How corrective action(s) will be accomplished for those residents found to have been gffected by the
deficient practice.

A licensad nurse had notified the RN Nurse Practitioner on 4/22/2024 at 10:10 hours and ordered to
monitor the site. The licensed Nurse assumed that since the resident called and spoke with her son
while the Licensed Nurse was witnessing the phone conversation, there was no need for him {Licensed
Nurse) to speak with the son {RP). ,

The DON provided immediate re-education to the Licensed Nurse the importance of notifying the RP/ or
family member with the change of condition. Date completed 04/26/2024

How the facility will identify other residents having the potential to be affected by the same deficlent
_practice and what corrective action will be taken.
' All residents have the potential to be affected by the same deficient practice. The clinical team are
reviewing and updating the list for the responsible party for immediate notification, if needed.

Date of completion; 07/09/2024

What measures will be put into place or what systemic changes will the facility make to ensure thot the
deficlent practice does not recur.

The Director of Nursing conducted re-education Inservice to the Licensed Nurses on the Policy and
Procedure “ Change in a Resident’s Condition or Status”.

Date of completion: 06/28/2024

How the facility plans to monitor its performante to make sure that solutions are sustained.
‘Medical record staff will conduct a regular audit for change of condition 5x a week for 4 weeks to assess
compliance and identify areas of improvement, then randomly as determined by QA committee.
Findings will be brought to QA committee monthly and quarterly.

The director of Nurses and Jor her Designee will be responsible for monitoring compliance.

Date of completion:07/09/2024




