11/05/2020 THU 11:58 FAX 9167829759 @002/006

FPREINTEDD TU£lleudy

DEPARTMENT OF HEALTH AND HUMAN SERVICES ‘ FORM ARPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMEB NO. 0938-0391
STATEMENT OF DEFICIENCIES — |{X1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE GONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A —— COMPLETED
C
_ 565801 B. WING 10/21/2020
NAME OF PROVIDER OR SUPFLER ~ )2 a ¢ \Ol_ W[ S > ) STREETADDRESS, CITY, sm;fzsﬁi ‘
1139 CIRBY WAY ] AL 2T g,
N \
RINE CREEK CARE CENTER ROSEVILLE, CA 95661 . H| 5!
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION =4
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVE ACTION SHOULD BE 755
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DERICIENCY)
' Nothirg In this Plan of Correction %
F 000 | INITIAL COMMENTS F 000 Id be interpreted as an admission 4 g
of gullt or error, Rather this ls part of : @
The following reflects the findings of the _ our process to Improve the gutcomes at ~—
Galifornla Department of Public Health during an Pine Creek Care Center.
abbreviated survey for the investigation of
complaint #CA00888874. How corrective action will be

Representing the Department of Public Health: accomplished for those residents found

Health Facliities Evaluator Nurss, 32096 to have been affected by the deficlent
practice.
The inspection was limlted to the speciflc
complaint investigated and does not represent The resident was assessed for any
the findings of a full inspection of the facillty. neurological deficit and was found to be
F 684 | Quallty of Care F 684 i th diti bef
$9=0 | CFR(s): 483.25 e same condition as before the fall
occurred,
§ 483.25 Quality of care o
Quality of care is a fundamental principle that How facility will icentify other resldents
applies to all freatment and care provided to having the potential to be affected by
facility residents. Based on the comprehensive the same deficient practice and what

assessment of a rasident, the facility must ensure
that residents receive treatment and care in
accordance with professional standards of
practice, the comprehensive parson-centerad

corrective action will be taken

The MDS nurse will do a search of all

carae plan, and the residents’ cholces. falls in the month of October to verify
This REQUIREMENT is not met as evidenced our policy was followed when there was
by: an unwitnessed fall.

Based on Interview and racord review, the facility
failed to monltor 1 of 3 sampled residents

(Resldent 1's) neurologlcal status after a fall per A eEensuTEs will be put into place er

Resident 1's Fall Care Plan when there was no what systemic changes the facility will
neurclogical assessment completed which make to ensure that the deficient
included vital signs, level of consciousness, motor proctice does not recur

functlon of hand grasp, and pain response.

There was no Licensed Nursa (LN's) follow up Our team will review the Fall Care Plan

Progress Notes prior to Resldent 1's emergency

room transfer, and Neurological Assessment Flowsheet

to make sure that we have an

“Thig fallure had the potential to place the resident

LABORATORY DIRECTOR'S OR PROVIDER/S REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
oy, el Mﬁm_ul:m.ﬁrf W/3/tpre

Any deflclency statement anding with an asterlsk (*) denotes a deficienoy which the inatitution may be axcusad from corracting providing it is detarminad that
ocher safeguards previde sufficient protection to the patlents. (See Instructions.) Excapt for nursing homes, the findings stated above are disclozable 80 daye
follawing tha date of survey whether or not @ plan of sorrection 18 providad. For nuraing homas, the above findinge and plans of corractlon are disclosable 14
days following the date thesa documents are mads avallable to the facility. 1f deficlancles are cited, an approved plan of corractlon is regulshe to continued
program participation.
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at ik for a delayod idertifloation of change of
condition after the fall and Increased the potentlal
for unmet care needs for Resident 1.

Findings:

Resldent 1 was admitted o the faclliity on
6/6/2020 with diegnoses that Included heart
disgase with an advanced age and muacle
weakness,

Raview of Residant 1's olinical record, Clinical
Admisslon, dated 6/6/20, Indicated har basalina
vital signe (basellne status of the body's vital
functions) were all within normal range upon
admisslon. Resident 1's oxygen saturation {8p02,
numbar of hemaglabin sound fo oxygen in the
blood, narmal rate 85% < In room alr] was 87% In
room air. Resident 1's respiration rate {the
number of braaths per minute, normal rate for an
acult at rest is 12 to 20 breaths per minute] was
18 and the body tempaerature was 97.7°F [normal

| 97°F (36.1°C) to 89°F (37.2°C)].

Review of Residant 1'a clinical record, "ESI-Fall
Scene Investigation Report,” dated 6/0/20,
indioatad the resident had an unwithessed fa!
and was found on the floor in her room at 4 am,

Review of Rasideht 18 elnical raoord Included;

= 8/9/20 at 4:30 a.m.: LN 1 documented, Vitals
Results, Sp02 28%, Resplration 18

= 6/2/20 at 434 am.: LN 1 documantsd,
Resldent Progress Notes, "patlent had
unwlitnessed fall at 3:60 a,m. and the patient on
floor, the patient said that | try to go home..."

() 1 SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORREGTION (6)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL: PREFIX {EAGH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATORY OR L.5G IDENTIFYING INFORMATION) TAD GROSS-REFEREBJSE% I'éﬂ JHE APPROPRIATE DATE
appropriate response to an
F 684 Continued From page 1° F &84, Unwitnessed fall.

Nursing leadership will in-service
Licensed Nurses on use of Fall Care Plan
and Neurological Assessment
Flowsheet,

How the facliity plans to monlitor its
performance to make sure that
solutions gre sustained, The facility
must deveiop o plan for ensuring thiat
correction is aehieved and sustained,
This plan must he implemented, and the
corrective action evaluated for its
effectiveness, The POC Is Integrated into
the quality assurance system

DON or designee will menitor 1o verify
that unwitnessed fails follow Fall Care
Plan. After any unwitnessed fall, IDT will
meet together and review the fall and

- |verify that policles are followed, MDS
will report 7o the QA teamona

| quarterly basis any issiies with our .
unwitnessid falls program.

Inclide dates when correctivé action

campletion dates must be acceptable to

" \the State Agency.._

All corrective will be completed b
11/13/20. -

will be completed, The corrective action
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‘| Regldent Progress Notas, "Patient noticed at 830

Gdntinued From page 2

w B/9120 wt 5:33 a.m,, Ceriifled Nurse Asslatant
{GNA 1) documented, Vitals Result, urine 200
millllitar, No vital signe entered.

= §/0/20 at 7:38 a.m.: LN 1 documented,

g.m. diffioulty breathing and notleed her hand wes
gwollen, then check her spO2 that time her spo2
i 71 [71%] then etart the o2 at 2% (sic)
[supplemental oxygen at 2 llters] her saturation is
82 [62%), then Increasa the o2 at 3% (sle) [3
lters], her saturation is 84 [84%), then increase
02 at 5[5 litars) her saturation le 96 [95%, with &
liters of supplementary oxygen supplyl..to call
911 send the patient to the emergency..”

Review of Residant 1'a ollnical record, Fall Care
Plan, Inlflated on 8/8/20, Indicated Resldent 1 wag
at rizk for talls. On 8/2/20, the Cars Plan indicated
nuralng staff to start Resident 1's neurologicel
segegsmant, "Started Neurochecks [Neurological
Assozsment Flawsheat]” after the fall.

Review of a blank Neurolcgiosl Assesamant
Flowsheat instructed nursing staff 1o check the
rasldent every 15 minutes x 4 times for the first
hour, then evety 30 minutes x 2 times for the
second hour followad by every hour x 2 fimes and
go on. The neurslogical assessments delineated
vital gigns, level of coneciousness, motor function
of hand grasp, and pain regponee to be checked.
The flowsheet indicated staff to documant the
date and time of asch asgassment,

Reviaw of Resident 1's ¢linical rectrd did not
Include the Neurslogloal Assesament Flowsheet
as Indicated in the Fall Care Plan or any
documented evidensca that Resldent 1's

neurclogloal status was monltored post fall on

F 684
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8/0/20. Rosldent 1's ciinical record did not
indicate when Resldent 1’2 oxygen saturation
started to deterlorate or how long the resident
had had shartness of breath priet to her difficulty
kbreathing &nd har swollen hand noted at 6:30
&.m.

Review of the hospital Emergency Reom
Physician's Notes, [Res(dent Name] dated 8/9/20,
indicated, ... Temg [temperature] (1) 83.9
°F..Resp [respiration) 42...8he had low oxygen
safuration at the skllied nursing facility and so
they transferred her in. On arrlval, she [Resident
1] stilt was working somewhat {o breathe...The
paflent's temperature was alse found to be low at
93.¢ dogrees ractaliy.”

In & telephone Interview on 8/3/20 at 8:52 a.m.,
Resident 1's family member siated Resident 1:
was trangferred to the amergenty rogm after she
fell early morning of 6/8/20 and passed on
8/11/20 in the hospltal, The famlly member volcad
when Resldent 1 arrived at the hospital her body
temperature was very low. The family member
questionsd how long Resident 1 had been on the
floor befors she was found by staff. The family
member expressed har frustration and stated she
wendered whether the facility staff made periodic
rounds ta check the safety of resldents in the

! tachity.

In a telephone Interview on 8/27/2C at $.22 a.m.,
the Assistant Dlrector of Nursing (ADON) verified
Rasldent 1's Care Plan for Fall risk that isted
neurochecks to be started after the fall on 6/9/20.
The ADON stated the facility was not able to
locats Resident 1's Neurologleal Azsessment
Flowshest and verified thers was ne vital signs or
LNs Progress Notes documented In the clinical
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racord between the fall and the haspltal transfer.
The ADON scknowladged there was a potential
for daleyed identification of Resident 1's change
of canciitlon since it was unknown when and for
how long Rasldent 1 had shortness of breath
and/for low oxygen saturation bafere Resldent 1
was noted to have diffioulty in bréathing at 6:30
a.m, Tha ADON indicated the facllity practlce was
to provide residents care according o the care
plan.

F e84
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