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DEF!
A 000| Initial Cormments AQO0  Ipreparation and or/ execution of this
) o ) ) Plan of Correction does not constitut
The following reflects the findings of the California admission or agreement by th ns? u.z
Department of Public Heaith during investigation 'o the truth g ¥ the provider
of a complaint conducted 4/1/11 to 5/5/11. 0 1he truth of the facls alleged or
conclusions set forth on this Statement
For Complaint CADDZ63608 regarding Quality of of Deficiencies.
| Care, the Department identified State deficiencies This plan of Correction is prepared and/or
(Sseet ICaI|f_c:f>2rr91'|1a1(€o)c(i$)?;)R_e,g;l“afl(or)\?*i ){gl]e 22, executed solely because of the Pravisions o
ections a ' a ; Health and Safety Code Section 1
72313(a)(1)). A Class "5" State citation was also PR 485 ot s} 0de Bection 1260 and
identified {see California Code of Regulations, ) qareq i en )
Title 22, Section 72527(a)(11)). This Plan of Correction constitutes our
credible allegation of compliance.
Investigation was limited to the complaint . .
investigated and does not represent the findings A 163 Comreclive Actions:
of a full inspection of the Facility. The Licensed Nurse initiated and
completed bed rail assessment for
Representing the California Department of Public Resident 1 on April 1, 2011,
Eealtg was 28150, Health Facilities Evaluator The Interdisciplinary Team assessed
urse. Resident 1 for a least restrictive measure
by replacing the full split rai
A 163] T22 DIVS CH3 ART3-72311(a)(1)(A) Nursing | Atea | Y (SP2CM9. plit rails to wo (2)
. upper half rails for functional mobility on
Service--General A
April 1, 2011.
(a)} Nursing service shail include, bul not be ) .
limited to, the following: How other residents having the polential
(1) Planning of patient care, which shall include at 10 be affected by the same deficient
least the following: practice be identified, and what corrective
(A} ldentification of care needs based upon an action will be taken:
initial written and conlinuing assessment of the . _
patient's needs with inpu!, as necessary, from The Licensed Nurse assessed residents
health professionals involved in the care of the requiring bed rail/s begining April 1, 2011 and
patient. Initial assessments shall commence at completed on April 7, 2011 to ensure that |
the time of admission of the patient and be residents are assesed for bed rail/s necessity.
completed within seven days after adrmission. , .
The Director of Nursing and
This Statute Is not met as evidenced by: Director of Staff Developement reviewed
Based on observation, interview, and record pelicy and procedure for bed rails to
review, the faciiity failed to assess one of five nursing staff to ensure awareness and
sampled patients (1) for the use of full side rails. compliance an 5/16/2011 till 5/18/2011. r
Licensing and Certilication Div]
TITLE . 8) DATE
- 1 ' e .
LABORATORY DIRECTOR'S OR SIGNATURE D oY o My SIAX) 5 ho / it

STATE FORM
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DEFICIENCY)
A 163 | Continued From page 1 A 163 SYSTEMIC CHANGES
Findings: The MDS Coordinator will assess
_ each residen! for bed rails and attempt for
Patient 1 was admilted to the facility with least restrictive measures cn quartery,
diagno'sgs including dementia and depression. annual, significant change in condition and
The Minimum data Set {(MDS), an assessment PRN as resident MDS is due.

loo! dated 2/6/11 indicated Patient 1 had both

short term and long term memory problems. The The Licensed Nurse will initiate a

MDS indicated the patient needed assistance with bed rails assassmant at the time of resident
transfer and mobility and had no decreased range admission and musi be completed within
of movement in all exfremities. seven (7) days afler admission,

A Resident profile is placed on each

i i 1at2:10p.m. lent )
During observation on 4/1111 a p.m., Patien resident begining May 16,2011 and on

41 was lying in a bed high off the ground with full

side rails on both sides of the bed. She was going as a o0l in making staff aware
awake, alert and answered questions correctly. of resident’s need for bed rail/s or other
Patient 1 stated "come here--l want to falk to devices. This will be found in each

you." resident’s ADL baok and will be updated

During interview on the same date and time, PRN by the Licensed Nurses.

Patient 1 stated certified nurses assistants (CNA)

wheeled her from the dining room and put her in Haow the facilty plans to monitor its

bed. She stated she was upset because they did perform'ance 1o ensure corrections
this all the time. She stated they made her think are achieved and sustained:
she was "Going crazy.” When asked how long The Registered Nurse Supervisor/Designee

this had been going on she stated "It's the culture
here," She pointed ta the side rails and slated she
was 80 years old and they want to "Keep me from

will conduct daily rounds and review at
least two (2) residents daily if there is an

getting out of bed." She said the CNAs did not assessment for bed rail’s, this will be done
ask if she wanted to be in bed after lunch. She through observation of care, review of
stated "He just left me here and walked away." clinical records and interview with

She stated "|s something wrong with me? resident and staff.

Someone sheuld please tell me." She indicated

Issues of i i
she liked to be around people and talk. non compliance will be brought

lo the attention of the QA Commitee

A record review on 4/1/11 indicated Patient 1 was during monthly meetings for tracking,

also not assessed for full side rail use. A "Fall trending and further resolution.
prevention and management" assessment dated

2/16/11 completed by a licensed nurse indicated Dates When corrective Action
Patient 1 had no falls in the last quarter. The side will be completed:

rails were not coded in the MDS assessment. May 20, 2011,

Licensing and Cearlification Division
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A 1831 Continued From page 2 { A163 r

The "Resident Data Set" assessment form under |

devices and restraints was not checked off for |

side raits. The record also indicated a least ! ‘
' restrictive alternative interventions was not | |
" attempted prior to placing side rails

During interview on 4/1/11 at 2:05 p.m., certified | |
nurses assistant A (CNA A) stated the side rails '
were placed to prevent Patient 1 from falling He |
stated "That was routine for her. On 4/6/11 at |
8:45 a.m., CNA A stated sometimes Patient 1 i
i tried to climb out of bed because she wanted to ’
go home or use the bathroom.

During interview on the same date at2:10pm., | .' ‘

i licensed nurse A (LN A) stated she was aware | |
Patient 1 had both full side rails raised on her .
bed. She also stated the side rails were not r
|

[

coded in the MDS. She did not respond when
asked if Patient 1 was assessed prior to placing
the side rails.

During interview on the same date at 2:40 p.m., !
i the director of nurses {(DON) reviewed the record
; and stated Patient 1 was nol assessed pnor to
" placing side rails.

' The facility's policy and procedure "Side rails”
daled 4/10 indicated the following

-A side rail assessment should be completed by
the licensed nurse

. -Other least restrictive approaches to side rails i
wili be utilitzed prior to the use of side rails, for | :
- example; low bed, mattress on the floor. pain
assessment and prompt management, use of
toileting program, and bed alarms

i
It also ndicated that side raiis should be reviewed .

periodically to make adjustments to the plan of |

| care. i

Licensing and Gerfication DIVISIoN
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rCaiifornia Department of Public Health

PRINTED: 05/10/2011
FORM APPROVED

STATEMENT OF DEFICIENCIES

tx1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION

IOENTIFICATION NUMBER:

CAD70000086

{X3) DATE SURVEY
COMPLETEO

C
05/05/2014

{X2) MULTIPLE CONSTRUCTION r
A. BUILDING ‘

6. WING

NAME CF PROVIDER OR SUPFLIER

SAN TOMAS CONVALESCENT HOSPITAL

STREET ADDRESS, CITY, STATE, 2IP CODE

3580 PAYNE AVENUE
| SAN JOSE, CA 95117

limited to, the following:

{1) Planning of patient care, which shall include at
least the fallowing: :
{B) Development of an individual, writlen patien
care plan which indicates the care to be given,
the objectives lo be accomplished ard the
professional discipline responsible for each
element of care. Objectives shall be measurable
and time-limited.

This Statute is not met as evidenced by:

Based on observation, interview and record
review, the facility failed to develop an
individualized care plan for one of five sampled
patients (1) who had bilateral side rails. Findings:

Patient 1 was admitted to the facility with
diagnoses including dementia and depression.
The Minimum data Set (MDS), an assessment
tool, dated 2/6/11 indicated Patient 1 had both
short term and long term memory problems. The
MDS indicated the patient needed assistance with
transfer and mobility and had no decreased range
of movement in all extremities,

Curing observation on 4/1/11 at 2:10 p.m., Patient
t was lying in a bed high off the ground with full
side rails on both sides of the bed.

During recaord review on 4/1/11, there was no
care plan for full side ralis found in the record.

During interview on the same date at 2:40 p.m.,
{he director of nurses (DON) reviewed the record
and stated there was no care plan.

During interview on 4/6/11 at §:30 a.m., licensed

X4} 10 SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION (x5)
PREF!X (EACH DEFICIENCY MUST BE PRECEDED BY FULI, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENGY) :
A164| T22 DIVS CH3 ART3-722311(a}(1)}{B} Nursing A 164 A 164
Service--General ) )
Correclive Aclions:
{a) Nursing service shall include, but not be The Resident 1 care plan was updated by the

Registered Nurse on April 1, 2011 after
bed rail assessmnet was done.The care pia
includes measuieahle goals/chjectives

to meet resident’s medical, nursing and
psycholegical needs.

=

How the other residents having the
patential to be affected by the same
deficient praclice be identified, and
what corrective aclion will be taken:

The Licensed Nurses reviewed and
and updaled resident's care plan
pertaining with the use of side rails
on April 1, 2011 and completed on
April 8, 2011.

The Director of Nursing Services
reviewed with Licensed Nurses
regarding comprehensive care
planing which includes developing
care plan with measureable goals
and objeclives to meet resident's
needs on May 16, 2011.
SYSTEMIC CHANGES:
The MDS Caordinator and Interdisciplinary
Team will review, update resident's accuradg
of care plan within 14 days of admission thd
guarterly, annual and Significant changefPF‘
following MDS due date,
The Licensed Nurse will initiate a
care plan after assessment completion on
daily basis for updates or revisions if
applicable.

=

N
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Service--Administration of Medication

(a) Medications and treatments shall be
administered as follows:

{1} No medication or freatment shall be
administered except on the order of a person
lawfully authorized 1o give such order.

This Stalute is not met as evidenced by:
Based on observation, irterview, and record
review, the facilily failed to obtain a physiciat's
order for side rails for one of five sampled
patients {1). Findings:

Patient 1 was admitted to the facilily with
diagnoses including dementia and depression.
The Minimum Data Set (VIDS), an assessment
tool, dated 2/6/11 indicated Patlen! 1 had both
short term and long term memory problems. The
MDS indicated the patient needed assistance with
transfer and mobility and had no decreased -ange
of mavement in all extremities.

|

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION S}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC [CENTIFYING 'NFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
A 164 Continued From page 4 A 164 How the facility plans ta momtqr its
performance to ensure corrections are
nurse B (LN B) stated sfaft should have care achieved and sustained:
d { i ils. . . .
planned the side rails The Registered Nurse Supervisor will
The facility’s undated policy and procedure review at I?aSt twa (2) resident's clinjcal
"Comprchenswve care plan™indicated the [(ucility records daily to ensure that bed railfs are
should develop care plan with measurable care planned when applicable.
objeclives and goals to meet the patient's Issues of non compliance will be brought
medical, nursing and psychological needs. to the attention of QA Committe during the
manthly meetings for tracking, trending
A 178] T22 DIV5 CH3 ART3-72313(a)(1) Nursing A8 | and further resolution.

Dates when correclive actions
will be completed:
May 20, 2011

A178
CORRECTIVE ACTION:
The Licensed Murse obtained
a physician's order from
allending physcian for Resident's
1 bed rails for functional mobility
on April 1, 2011.

How olher residenls having the potential
lo be affected by ihe same deficient
practice be identified, and what corrective
aclion wil be taken:

The Licensed Nurses reviewed

| residents using bed rail/s on
April 1, 2011 till April 7, 2001 to

\ ensure that resident's requiring
bedrail/s have physician order

‘ in placed. Orders were obtained

‘ from resident's attending Physician

if needed.
|
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During observation on 4/1/11 at 2:10 p.m,, Palient
1 was lying in 2 bed high off the ground with full
side rails on both sides of the bed, She was
awake, alert, and answered guestions carrectly.

A record review done on 4/1/11 indicated there
was no physician arder for the side rails.

During interview on 4/1/11 at 2:05 p.m., certified
nurses assistant A (CNA A) stated the side rails
were placed to prevent Patient 1 ‘rom falling.
When asked if there was an order for the side
rails, he stated "No one have said anything. J
don't know."

During interview on the same date al 210 p.m.,
licensed nurs¢ A (LN A) stated she was aware
Patient 1 had both side rails raised on the bed.
She reviewed the record and stated she could not
find a physician crder for side rails.

During interview on the same date at 2:40 p.m.,
the director of nurses {CON) reviewed the record
and stated there was no physician order for side
rails, :

During interview on 4/6/11 at 8:30a.m., LN B

|| stated a physfcian order was needed before the

use of side rails.

The facilily's undated policy and procedure
"Physician's arders" indicated all treatments for
patients should be ordered by a licensed
physician,

(X4) 1D I SUMMARY STATEMENT OF DEFICIENCIES ) PROVINER'S PLAN OF CORRECTION {8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATF

LEFICIENCY)
A 178| Conlinued From page 5 A 178 The Director Of Nursing reviewed

policy and procedure on Administration
of Medication and Trealment to nursing
staff gn May 16, 2011,

SYSTEMIC CHANGES:

The Regislered Nurse Supervisor

will conduct daily rounds and will at

least review (2) two charts daily to ensure thHat

physician order is in placed if resident
is reguiring a bed rail/s,

How the facility plans to menitor
ils performance to ensure correctiions are
achievec and sustained:

| Issues of non compliance will

be adcressed by the Director
of Nursing with the Licenscd Nurses
and progressive discipline will be
followed.

Issues found of non compliance

will be reporied monthly to the QA
committee for further discussion and
resolution

Dates when corrective action will
completed: May 20, 2011.
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I STATEMENT CGF OEFICIERGIES (x1) PROVIDERSUPPLIER/CI 1A [®2) MULTIPLE CONBTRUCTHON {X3) DATE SURVEY
AND PLAN DF SGRRECTION IDENTIFICATION NJMBEKR: COMPLETED
A, BUILING -
055884 B WING OS /05!2011
NAME DF PROVIDER OR SUPPLIER STREET ADDRERS, élrv_ STATE 2IP COOE
54N TOMAS CONVALESCENT HOSPITAL 3580 PAYNE AVENUE, SAN JOSE, CA 95117 SANTA CLARA COUNTY
x4 SUMMARY STATEMENT OF DEFICIENCIES D PROVIJER'S PLAN OF CORRECTION ix8)
PREF X {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE CROSS- COMPLETE
TAQ REGULATORY OR LSC DENTIFYING INFORMATION) TAG REFERENCEQ TO THE APPROPRIATE OEFIGIENCY) DATE

The following reflects the findings of the
Department of Publlc Heallh during a Complaint
Invastigalion visit:

-

Preparation and/or execution of this
Plan of Correction doos not constitute
admission or agreement by the provider

CLASS 8 CITATION -- PATIENT RIGHTS 2 to the truth of the facts alleged or

07-2346-0008139 & conclusions set forth on this Statement
" of Deficiencies.
. 26 .
Complaint(s). CAI0263608 This Plan of Comection is prepared and/or
executed solely bacause of the Provisions of
Heaith and Safety Code Section 1280 and 42
CFR 433 et seq require it.

. . - , This Plan of Correction constitutes our
The inspection wes limited to lhe specific facllily credible allegation of compliance

event investigated and does not represent the £ AFCRMIA DEPARTMEN"
findings of a full inspection of iha facility. S PUBLIC HEALTE

Representing the Depanment of Public Health:
Surveyor ID # 28150, HFEN

Tie 22 | MAY 1 0| 201 korrective acTions:

72527(a)(11) Patients’ Righis

{a} Pattents have ihe rights enumaraled in this
section and the facility shall ensure 1hat these
rights ere nmot  violaled. The faclily shall
eslablish end implement written policles and
proceduras  which  include  these «ghts  and
shall make a copy of lheso policies evailable lo
the patient and to any representalive of the
pallent. The policies shall be accessible to the
public upon reguesl. fatienls shall have the
right:

{11) To be teated with consideration, respect
and full recognmifion of dignity and individuality,
includipg  privacy in troatment and  in care  of
perscnal needs.

’ ?"L IUNI Hg’faciliw purchased and installed water
ShN lﬁ"isuzater in Unit 2 on March 17, 2011.

|The Maintenance statf monitor functioning of
‘the new installed water heater through testing
of the water temperature daily beginning May
9, 2011 jor 30 days then weekly thereafter,

The department heads interview residents in
Unit 2 te ensure the proper functioning of the
new installed water heater and discussed

In the merning stand up meeting for any issues
beginning May 9, 2011.

The Director of Staff Development conducted
inservice to Certified Nursing Assistants
beginning May 9, 2011 and ongoing regarding
resident’s rights and dignity. Topit include;

The (acilily faijed 1o respect individuality whon
three of five sampled patients (3, 4, and 5)

waited In e line in the hallway io take a shower. testing of water temperature prior to shower
L The facility failed to treat patents with dignity -
Every (0:Z7QA11 5/9/2011 11:37:25AM
ER REPRESENTATIVE'S BIGNATURE TTLE {8} DATE

[y s ndeetn o nfown

nolas a deticiency which the InsUtution may be excused fram correcling providing K la delermined
that othar safeguands provide sufficlent proteclion to the patients. Excapl [or nursihg hemes, e lindings above arm disclosabla 80 days following (he dale
of survey whether or not 8 plan of correctlon is provided, For nursing homes, the above findings and plens of correclion are disclosable 14 daya falowing
the dain lhage documenls are mada swallable Lo tte lacillty, I deficiénc'as ara clted, ap approved plan of coreclion is requisie 1o coniinued program
parlicipalion.

el i sm e 2 R




CALIF ORNIA HEALTH AND HUMAN SERVICES AGENGY
DEPARTMENT OF PUBLIC HEALTH

STATEMENT OF NEFICIFHZIES

%4) PROVIDER/SUPPLIER/GLIA

(M2) MULTIPLE CONSTRUCTION

[X2) OATE SURVEY

AMD PLAN OF CORRECTION IDEMTIFICATION MUKMBER; COMPLETED
A. BUILDING
055884 a4, WG 05/05/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZF CODE
SAN TOMAS CONVALESCENT HOSPITAL 3380 PAYNE AVENUE, SAN JOSE, CA 55117 SANTA CLARA COUNTY
{X4) 10 r SUMMARY STATEMENT OF DEF CIEMCIES (=} PROVIOER™G PLAN OF CORRECTION X&)
PREFIX | |EAGH DEFITHNEY MUSY Bt PRECEZDED BY FULL PREF (X {EACH CORRECTIVE ACTIGN SHOULO BE CROSS- COMPLETE
TAG REGULATORY OR LSG I0ENTIF YING INFORMATION) &G REFERZNCED TO THE APPROPRIATE DEFICIENCY) OATE
’» Continued From page { by using staff own hands in testing water
when thay failad lo provide a comforable water temperature to avoid any complications
temperature for one of five sampled patients relating fo out of range water temperatures,
(22 A cerified nuise assislent sprayed ot Lo repon any uncomfortable water
water on Patent 2's scrotum, and on different | temperature Lo maintenance Staff_“ saon as
vccasions, sprayed cold waler en his body. \ possible and inform Certified Nursing
Assistants of possible adjustment of shower
The facilly's watsr heater on nursing Station 2 SChTfju'? fn ‘:Ze the problem arises, proper
broke on 3/15/1. Patients tfined ug in the a!:lp !catmn'o ody rfover to maintafned
Slation 1hallway every morning and wailed f{o dignity / privacy dn_mng transport to shower
take a shower. The water healer was nol room and approfiiate approach in Informing
replaced unti 3/17/11 residents of any issue involving their care.
1. Patiert s Minimum Data Set (MDS, en T""d[’""f‘” of Staff Development will |
assessment  tool) dated 27221 indicated  ste m".ua in service beginning May 10, 2011 to
had no memory problem and was able o maks #ll Licensed Nurses to ensure that in case of
her own decisions water heater problem that shower schedules
) must be adjusted to accommodate individual
During inlerview on  4/1A1al 232pm, Patient resident needs/ prevent waiting in line for
3slatad they have been "Oul of hot water for shower and Ehat all Centified H‘ursmg
2.3 weeks" She slaled (he water had been \ Asslstants will be informed of issue and plan
cold and they had been tlakng showers in of care.
station 1where everybody waited o line 1o take fhe interdisciofi Wi
a shower In the morning. She stated it was not ?m erciscip rnar?vteam wulm' orm_
e good experience, She stated she was upset resident or responsible party if similar issue
that the faclily allowed thal to oceur. of hot water arlses and action plan.
2 Palient 4's MDS dated 3/9A1and 7/15/10 \ \ The Spcial Service 5taff interviewed Resident
Indicaled she had short-lerm memory loss  bul \ 2,3, 4 and § regarding any care [ssues
was cogniiively intacl. During infervlaw on the partucu_larly n ac_mmmOdatlon of needs
same date at 234 pm., Patient 4 staled it was according to their greference an May 9, 2011
not @ nice experfence lo line up every morning R?s'de"t,z' 3. 4_a"d 5_verba|!zed contentmen
father away from her Toom just to lake a with their care including thefr scheduled
shower., She stated after waiting several times l shower's w'thO.Ut w?'ting ".1 line 'and staff
she fequested fo bDe bathed in her room . respecting their individuality, privacy and
Instaad of golng 1o stalion 1. ‘ dignity.
Event ID:Z70B14 5012011 11:37:25AM
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S 5IGNATURE TITLL [X8) DATE

Any defclency statemeant endng with &n asigrisk (*} denotas a deficiancy which The insilullon may be excused from corracling providlng It s defermined
that othar safeguards provide sufficlant pulection 1o tha gatisots, Excepl kof fursing homes, the findings atove are disosabla 90 deys Ioliowing he date
of survey whelher or not a plan of correclon [a prowided. For nureling homes, Ihe above Andings and plans of correction are disclosable 14 days followlng
tha dale lhese docymarnls are made evallabila lo the faclilty, IF deficlancles are cted, an apnroved plan of corraction bs requisibe wo continued srogram

paricipalion.

Stale-2587

2ol



@5/11/2011 11:32 4pB2d*" BEG SAN TOMAS PAGE B2/83
CALIFORNIA HEALTH AND HUMAN EERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH
STATEMENT GOF DEF ICIENGIES (A1) PROVIDERSUFVLIER/GLA X2} MULTIPLE CONSTRUCTION (X3 DATE SURVEY
ANG: PLAR OF CORREQTIOR IDEHTIFICATION KUVRER, COMPLETED
A. BUILDIAN
1

DEGARY B, WANG 05 /05/ 201

[ MAME OF FRGYIDER OR SUPPLIER STREET ADGRESS, GITY, STATE, ZiP CODE T

SAN TOMAS CONVALESCENT HOSPITAL

1580 PAYME AVENUE, 34N JOSE, CA 05117 SANTA CLARA COUNTY

o | SUNMARY STATEMENT OF DEFICIENCIES 1 o PROVIJERE MAN OF CORRECTION o)
EREFTY {EAGH REFIGIEMGY MUET AE PRECEETHD RY FLAL PREFIX (EACH CORRECTIVE AGTION AHOULD BE CRQEG- COMPLETE
TAQd REGULATORY DR LSC MENTIFYING INFIRMATION) \ TAG REFERTNCED TO THE APPROFRIATE DEFIGIENGY) OATE
Continued From page 2 8. THE TITLE GR POSITION OF THE
PERSON RESPONSIBLE FOR
Is. Patient 5% MDS dated Z/7/11incicated ahe CORRECTION:
had h nd was  cogniive
ir:act na emamary problm e gniively Tha Administrator and Malntenance are
. _ _ |responsinle for the correction,
Dufng inlerview on &5118! S:3EDaAm., Patlent
Salated to  imegne patants  wrappad  with
shower blenkets sal in the hallway walting te ¢ E:gig;%ﬂpg:\:?:#;s:&z:m oF
take @ showar. Sha stated Ttz gumpy” Pallent THE DEFICIENCY:
Sglatod phe wap sScheduled 1o shower  two :
him sha .
fr:::g t':u ag:t“.; e;‘oﬁof s:gwr;‘h;gswno? oK ;:: The Maiitenance Staff will develop a dally
’ §
stated she wes concerned for other petlemta ;lus;;o:::i::;;l::: 5 ?.DF ::1 for the next
who ware also waiting 1o be Ehowered, _ )
\Th: Adminlstrator ¢r designoe will do at laast
4, Durlng otsarvellon on  4/1M1at  Tiddpm, one (1} $h
Patient 2was aler, aowake, end sal n the mm;e":,ﬂ;::;ed‘ ﬂ:gi::a w:km
wheeichar in his room. Hie MDS dated ¥4 ensure eompliance.
indicated Patlen! 2wat moderately Itipaiced
with declaion making. The Drectar of Statf Developmen of
) dasignee will randomly monltar resident’s
ZD”““Q ]“’em‘” o 4 1”1:‘ fiad P Pal":"‘ shower five times 8 week to ensure that
te:;:ralu:: He ;af:tti lhae ter:::mlu:'es \':::; resid:r;t;s“:fghts are respacted/maintainad
. ) on resi 2 perspectives which indudes
:faTaZuma:na Go::'nean:uﬁ::n GLN'I'-e:hm:O:r h:t ' 5:: prapet aPFIIEtion of bady cavers during
S transport to the shower room, w
operwid the &hower hesd and tprayed  cold wmp:'rature withis camfortable ::en;g and
water on him, He otated he told the ate¥f he maintalalng resident’s (ndivicuality, this will
Iked :.uam water for a shower. On apother da?. be done through resident’s interview and
. - " : | thack will be disaissed in the standup
|I’eels?_l That v\::as cryel” He statad "I dont think me&ting every Mondsy to Friday with the
you wil ke hal. department hazds and documented in the
Dally Standup Meeting Minutes starting May
During Inlarview on 6/5/11 at B30 a.m,, 11, 2001,
EventID:Z70B11 S0 11:AT:25AM
LABORATDRY DIRECTOR'S DR PRUVIDERGUPPLIER REFRESENTATIVE'S SIGNATURE TTLE (%8) DATE

Any dofidongy sitement snding with en aniarek (*) dencies a defioRNcy which the iNAEILASN may be axcosed Kom cirmecting providing k ls determinad
[hat oifer safeguardt povide suficient srowntion b tha patients, Excepd for numing homas, the Mcings abeve ary disconabia 90 duys fllowiyg Tha dais
of survey whethas or ot & plen of conmection & provided. For nursing homas, tha above findlnge 2nd plans of noreetion wrd disconabla 14 days following
tha date hoko documants ara made svhiable to tha lachiy, (f deficioncien are clad, an appeoweed plan of corestin 18 mquisits b conlinuod program
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A5/11/2811 11:32 48824R" ’56 SAN TOMAS PoGE 93/83
CALIFORNLA HEALTH AND HUMAN SERVICES AGENCY
DEPARTMENT OF PUBLIC HEALTH
'_G?ATEMEN‘F OF DEFIGIENCES M) PROVIDER/SUPPLIERICLLA (X2) MULYPLE CONETRUCTION XA} DATE SURVEY
AND PLAN OF CORREZTION IDENTIFICATION MIMBER: GOMPLETED
A BUILOING
| casass i 05/05/2011
NAME OF PROVIOER DR SLIPPLIER 8TREET ADDRESS, CITY, STATE, 2IP CODE
SAN TOMAS CONVALEBCENT HOBPITAL 3580 PAYNE AVENUE, 9AN JOBE, CA 95117 SANTA CLARA COUNTY
(M3 0 EUMMARY STATEMENT OF DEFICRENCIES ] PROVIDER S FLAN GF CORRECTION ]
PREF {EACH DEFICTENGY MUST BE PREQEEOED WY FULL i pREFIX {EACH CORRECTIVE ALTION BHIULD BE CROES- COMPLETE
TAG OEGULATOAY OR LSC MENTIFY MG RFCRMATION) TAG REFERENCED TO THE APPROPRIATE DEFIGIENCY) DATE
Continued From pege 3
fcensed nurse A (LN A) staied she wes aware The Social Service Statl will interdew at
there was na hot waler for two days on nursing least ona (1) resident daity (Mon-Fri)
station two (2). She steted there was & walting regarding staff racognition of thair privacy,
lina 0 Staion one (1) due (o the exre number respect of individualtty and dignity.
of pationts coming from Station 2to take a o .
shower. She stated thare was only Dne shower A"‘I'me'PI:““ Mues.pertarntnsto
room on Stallon 1. LN A acknpowledged lhe hot resldent’s rights and dignity will be brought
waler Ghut-of (n  Stalion 2 Incopvenjanced the out1o the QA Committes for review and
netienis cotrective actions wlll be disoissad during
| ) the QA meeting every manth for six months
Dufing interview on tha same date at 8:50 am, then quarterly thereaftar.
cortfied nhurse nmesistamt B (CNA H) stated
Station 2hed fouwr showsr rooms whils  Slation
1bad only one shower ypom. CNA B siafed b
. DAT
when the hot water heater wes shut off, they of T::H Di:g;:gﬁ;":&zz“mo"
were mshtucted to take patents o Siatlon 1 for | ACCOMPUSHED:
showers. She stated unlike Stafion 2which had '
four showers, the shower room in Station 1 May 19,2011
accommodated ong patent &t B Ume: As = |
result, many patients lined Up and waited for
their turn to showsr. CNA B sfated the waler
was shut off from &MSMfle IMIM1.  Bhe
stoled one of the patients wes upset becausa
pacple were knocking on the door, so sha falt
she was belng rugshed. CNA B etated most
patients warled fo know when the shower wae
golmg to be fixed She ptated some pstenis ‘
slso complained of cold durng the wailing Hme
dus tn the "Afr."
A  record mview on  5/5/11 indlcated  the
following shower schedules for patlenls In
Station 2;
a. 3/15/19 (Tuesday) 14 patienls wers|
scheguled for ehowsr,
Event ID:Z70B1 1 B0t 44:32:25AM
LABDRATORY DIRECTOR'S OR PROVIOER/SUPPLIER REPRESENTATIVE'S GIANATURE o TNE (8) DATE

Any Seficlency stafernent snding with an askorisk (") denotas 1 dafidancy which the insftution Mey be excusad from cameesivy providing # [s detsrmined
that olher safequards provide suficiant protscion to tha palents, Excep! for nursing hames, he Mndinga shove ey dissiosable 87 days folowing tha dat
of survey whether oF not @ plan of cormaction 'e prvidad. For norsing hamed, the abova findings ard plene of eoneeton are dipcdcabio 4 days inllawing
tha data theas documants aro Made avelabia {o the factity. i deficlencied are ciod, an approved plan of comecion (2 réquisile to comtinund pogrm
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A BUILDKNG
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NAME OF PRGVIDER UH SUPPLIER
5AN TOMAS CONVALESCENT HOSPITAL

STREET ADDRESS, CITY, STATE. ZIF CODE
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{(xay 10 SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEF CIENCY MUST BE PRECEEDED BY FLLL
TAG REGULATCRY QR L5C ICENTIFYING INFORMATIQIM)

| T
[a] PROVIDER'S PLAK OF CORRECTION x8)
PREFIX (EACH CORRECTIVE aCTIDN SHOULD BE CROSS- COMPLETE

TAG REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE

i Continued From page 4

b. 3M16/M11, (Wednesday)
scheduled lo shower.

13 patients  were

The facility's undated
"Resident/Patient  rights"
would prolect lhe
dignified exisiente.

policy and procedure
indicated  the facility !
rights of patients to a

The facility's waler healer in nursing station 2
was brcken and palients were directed lo lake
showers in stelion ore. There were several
patients needing showers during that time
| period.  The facilily failed to lreal palients as
[individuals when patients wailed In line to take !
a shower. Hol waler can cause scalding and
burning in thc elderly. The facility failed to IFeat
the palient with respect and dignity when
Patient Zhad cold water and lhen hot water
sprayed on him during his snower.

occuried  under
significant
oinher

i The sabove viglation caused or
circumstances likely to  cause
humiliation, indignity, anxiety, or
emotional trauma to patienls.

—

Fvent IL:270R11 5i9/2014

11.37.25AM

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TIT.E (X6) DATE

ANy deficiency slalemert ending wilh an asterisk {*] denolas a deficiancy wh'ch the institulion may be excused lrom zgmecling praviding |t 1 determined
that cther safeguards provide sufficienl protection o ithe patienis  Except for nursing homeas, the findings abowe are disciosable 99 days followng he date
of survey whether of not s plan of comection |¢ provided. For nursing homes the above findings and plans of correcton are disclesable 14 days following
lhe date thase documen's are made gvailabla to the facility. If defisiencies are citad, an approved plan of corrachon fs renuisite i continuad program
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