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The following refiects the findings of the
California Department of Public Health during an
abbreviated survey for the investigation of facllity
raported Incldant #CAQ0552449,
Repragenting the Department of Public Health:
HFEN, 38881 PLAN OF
The Inspestion was limitad to the specific CORRECTIONS
somplaint Investigated and does not reprasant
tha findings of a full inspaotion of the fachlity, %This plan of correction ls
F 281 | SERVICES PROVIDED MEET PROFESSIONAL | F281| nranared as part of the
85D | STANDARDS : pual;lt ﬂ&SUfﬁl‘lCﬁo roce
CFR(g): 483,21(b)(3)() quallty Process
for the provider. This plan
(b)(3) Comprehensive Cara Plang of correction and any
attached documents are
The gervicas providad or arranged by the faglity,
as outlined by the comprahensive care plan, prepared with substantlal
oy rellance upon privileged

peer review information
(i} Meat profasslonal standards of quality.

and/or reports and as such
EQ-H REQUIREMENT Is not met as evidanced are protected from
Based on interview, and clinlcal record review, = | discovery,”

the facllity failed to meet professlonal standards

“This plan of correction 1s
of quality for 1 of 3 residents (Resident 1) when

repared, submi
the physiclan’s order was not followed an tha prep ¢ g’ 16} bmd ant:h;r
administration of pain medication, This failure executed solely because it s
.| Inoreased the risk of Inappropriate paln required by oca), state
management. ' and/or federal regulations,
Findings: ' codes, and or guidelines.

Resldent 1's diagnosis included épondylollstheshs ,
{& forward slip of one of the bones of the spinal
golumn relative to another) In the lumbar region
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Any daﬂclonifﬁalamem anding withap sstersk (* ddnoths shisfislenay which tha Inatitition may be excused from comacting providlhg It i datarthived that
othiar safeguards provide sufficlent protection to the patigmts, (Sae (nstructione,) Except for nursing homes, the findinga atatad above are dlscloaabls 80 daya

following the date of survay whather or not a plan of correglion Is providad, For nursing homes, the above findings and ptane of correction ara disolosabla 14
days following the dats thess doguments are madse avaliabla to tha facility. If deficlancles ars ofted, un approved plan of corraction |a raguisite to continyed
program participation, .
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Resldent 1's physiclan order dated 7/18/17
Indicated, "Manitor for presence of pain q [every}
shift using scale of 3«10

0=no pain

1-2 = |aaet paln

3-4 = mild pain

5-6 = modarate pain

7-8 = savere pain

8-10 = vary severa/hotrible/worst pain

A physialan's order dated 7/18/17 indicatad an
order for & narcotic pain medieation to ba given
PAN (as neadad) q 4 hours for severe pain,

The Medication Administration Record (MAF) for
July 2017 indicated Resldent 1 was providad with
the PAN narcotlc pain mediaation on 7/24, 7/25,
and 7/26 with & paln scale of 8 out of 10.

A talephone Intarview was conductad with the
Supervisor Nurse (SN) on 10/10/17 at 2:45 pm,
Tha 8N conflrmed the above paln medioation
wag adminlgtarad on 3 consecutive days for a
pain level of & (equivalent io moderate paln) and
the physiclan's order indicated to adminlater sald
madlcation for sevare paln.

APain Care Plan dated 7/18/17 indivated on the
approach, “Administer medication as ordered..."

A policy titled “"Pain Assassment and
Managament”, revisad Ogtobar 2010 indicated
under Deatining Goals and Appropriate
Interventions: ".,,2. Paln managamant
interventlona shall reflect the sources, type and
severity of pain,"

As this transmission is
required by law, it1s not a
waiver of the provisions
within applicable laws and
regulations or any other
codes, statutes or
regulations.”

Resident 1 has discharged
from the facllity.

DON/designee reviewed all
resident charts in the
facility on 10/10/2017 for
compliance with prn pain
medication orders.

DON inserviced licensed
nurses of pran pain
medication parameters per
physicians orders following
pain scale mild, moderate,
severe and worst pain on
10/16/2017
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Acoording to the California Nursing Practice Act In
the Business and Professiona Code, Chapter 6 ,
Nurslng, Section 2725, "(b) The practice of Medlcal Records/designee
nursing within the maanlnci} of thlsbd::i’:ﬂ means will review all pro pain
those functions,.that require a substantiz
amount of sclentific knowlsdge ar teohnioal kil meldlcatiqns adniinistered
including &l of the following: (2} Diract and daily for 1 week, then
indirect patlent care services, Including, but not weekly x 4 weeks to make
limlted to, the administration oftm;adlciatiunstand sure all physician
therapautic agents, nacessary to Implement a
traatrgant. disease prevention, ar rehabilitative parameter orders are being
reglmen orderad by and within the scope of correctly followed.
llseneure of a physiolan.” COMPLETION DATE:
' November 7th, 2017
If any parameters are
found to be not followed
correctly, Medleal Records
will notify DON, DON will
follow up with coaching
and or disclplinary action
for any incorrect parameter
administration.
Findings will be discussed
in next Quarterly QA
meeting scheduled for
January 26th, 2018
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