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reasonable access to the use of a telephone,
including TTY @nd TDD services, and a place in
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overheard, Thi$ includes the right to retain and

| use a cellular phone at the resident's own
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days following the date these docliments are made available 1o the facility. If deficlencies are cited, an approved plan of correction is requisite to continued

program participation.
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&h a means other than a postal

g the right to:

ltch communications consistent
with this sectidh; and :
(if) Access to glationery, postage, and writing ;‘
implements atjthe resident's own expense, ‘

§483.10(g)(9) ‘ he resident has the right to have i
reasonable acfless to and privacy in their use of

elactronic co ' unications such as email and ;
video commurf{cations and for internet research. !
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; (if) At the residpnt's expense, if any additional
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Gsident.
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This REQUIRH;
by:
Based on obsBrvation, interview and record
review, the faclity failed to provide a reliable
communicatiofi channel to one of three sampled
residents (Resfilent 1), when phone calls to the
facility were nof picked up in a timely manner.
These multiplefunanswered phone calls resulted
in difficulties Infestablishing communication
between Residant 1 and her family, causing
frustration and fistrust.

ENT is not met as evidenced

Findings:

liew on 8/29/24 at 10 a.m., Family |
jjated phone calls to the facility |
it answered, FM stated she did not
live in the arealiand calling ihe facility was the

only way to corjfact her mother, Resident 1. FM
stated she triedito call the facility in the evenings
after her work, knd added it was very frustrating
when she was nable to get ahold of any staff for

During an Inte
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An internet sedirch of the facility indicated a |
publicly listed #ddress and phone number. Calls

were made to the facility on 8/1/24 at 6:30 a.m. i
and on 9/2/24 il 4:30 p.m. Nelther of the calls i

were picked up

During an int& iew on 8/29/24 at 4:30 p.m.,
Confidential Staff stated the facility ' s phone
system was "p i. bad". Confidential Staff
because the plione system was not provided by
traditional fand{lne companies, phone service was
dependent on {he strength of the Internet signat,
which affectedithe calls' reliabllity and
consistency. Chnfidential Staff stated not only
were there preyious issues with Internet signal in
ivd, but there were also areas in

During an Interl}
Licensed Staff}

front desk duri tt‘

stated a receptionist sat by the
the day and answered phone
less phone would be handed to
| ould a call come in for them.
During the confiurrent observation of the front
desk, License
charger on the ¥
"usual” locatio
the resldents.

calls, and a cogd
the residents s

taff 8 pointed to an empty phone ;
esk and stated that was the !
tiof the cordless phone used for
llcensed Staff B stated he did not

flow on 8/29/24 at 5:01 p.m., DON
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stated a rece Eonist worked during business
hours (betweesh 8 a.m. to 5 p.m.) during the
weekdays (Mdhday to Friday), and part of her role
was to answenithe phones. DON stated the
phones were ghswered by the staff afterhours,
During a tonctitrent observation of the of the
empty front degk, DON stated it was not unusual
for the area tojhot be staffed at times, such as :
ice and med (medication) pass. |
8 facility was aware of pravious '
¥ a resident with dementia picked
ask phone. DON proceeded to
cross the fronfdesk area, took a phone from the
desk counter, find placed it behind the counter.

3

ki

DON stated & il- scted the staff fo keep the
phones out of E ach of the residents. DON stated
she understoo] how frustrating unanswered
phone calls co Ict feel. DON stated the facility had :
no current poli liy on answering calls and/or ‘
assisting residgint with calls.
Pharmacy SrvlF'roceduresfPharmacisURecords 1
CFR(s): 483.48(a)(b)}(1)-(3) -
§483.45 Phar acy Services ;
The facility mult provide routine and emergency |
drugs and biol@gicals to its residents, or obtain l
them under anlpgreement described in '

cedures. Afacility must provide |
services (including procedures
ibocurate acquiring, receiving, i
g administering of all drugs and

? egt the needs of each resident.

dispensing, an
biologicais) to
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Record reviewirevealed Resident 1 was admitted |
to the facility 'th diagnoses including acute :
transverse myilitis (a neurological disorder that
ocecurs when gisection of the spinal cord is
inflamed, caugjng pain, weakness, sensory
problems, andidysfunction in the body) and an
unspecified injiiry to the lumbar spinal cord
(section of thellspinal cord in the lower back). l

Ateview of Rdsident 1 ' s "Medication
AdministratiorjiRecords (MARs)", dated "AUG i
2024", on 8/24(24 at 2:30 p.m., indicated an order |
for "Lyrica Cagsule 75 MG Give 1 capsule by ?
mouth two timgis a day for Chronic pain®, with
codes markedion the following scheduled doses:
“8/2/24 0900 (§ a.m.} = 9, and 8/6/24 2100 (9
pm.)=9" |
Further reviewjiof the MARS revealed a "Chart
Codes{Follow il Codes", indicating, "[9] =
Other/See Nuises Notes",

During an intefllew on 8/29/24 at4:11 p.m., !
Licensed Nursg A stated the pharmacy delivers |
medications dily to the facility three times a day,
Licensed -1“ A stated in the event of a resident :
' s medication Bupply running out, emergency kits | 1
could be accegsed, but added, "not all
medications age there." Licensed Nurse A stated
part of a nurse]} s role was to pay attention to the !
residents " meglications, making sure there wara !
enough dosesjjLicensed Nurse A stated the :
physician, andjlhe pharmacy should be notified if
a medication igjunavailable, and request for a stat

(immediate) mdication delivery.

1

i
i
!

i
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‘ Resident 1 ' s{pain got "so severe" that she
: requested to lip sent out to the emergency room.
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|

Resident 1' s{MARs on 8/29/24 at 4:16 p.m.,
Director of N
s Lyrica doses
avening of 8/§
Resident 1 did

on the morning of 8/2/24 and the
124 were marked "9". DON stated
not received her Lyrica doses on
said dates. (;‘ stated the morning shift nurse
shouid have reo lized there were no more Lyrica
left in Reside ‘ 1" s supply after giving the last
unit that morniizg and should have notified the
physician to reyiaw the order. DON confirmed
thers was no qocumentation showing any
Interventions dgbne by the nurse to ensure the
next Lyrica do§ies were available. DON stated
had the nurse motified the physician and had the
order reviewed, the pharmacy would have been
able to deliver]Patient 1 ' s Lyrica, in time for the
next schedule IDON stated stopping Lyrica
abruptly could |
pain and anxi
symptorns.

y, among other withdrawal

Areview of th
Medications”, ated "April 2019", indicated,
"Policy Statemgnt: Medications are administered

£
in a safe and ,é’ ely manner, and as prescribed...
AL i

potentially result in residents to feel |

) facility policy titled, "Administering é

sing (DON) confirmed Resident 1 '

;
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ANTA ROSA

OFT ACUTE

Santa Rosa Post Acute
Plan of Corfgction

* Complaints LA 00909586 and CA00913590

F 576— Riglkt to Forms of Communication w/Privacy

hat correfitive action(s) will be accomplished for the patient(s) identifled to have been
affected bviithe deficient practice?

Resident 1 b longer resides in the facility.

How the fadjlity will identify other residents h aving the potential to be affected by the
same deficlent practice be identified, and what corrective action will be taken.

During the diipartment head meeting on 10-14-24, the Administrator spoke about how any
resident canfbe affected by this deficient practice. The Administrator said that every staff
member is rgsponsible for answering the phaones. The receptionist is usually at her desk, but
especially if ghe is not, the staff members must work together to answer the phone calls to
ensure family members, vendors, hospitals etc. are answering their concerns., '

Immediate Measures and systemic changes will be put into place tg ensure that the

deficient prictice does not recur.

Santa Rosa Host Acute reached out to our IT team on 10-9-24 and spoke to them about our
phone issuegland how some phones are not working. The [T guy was able come to our facility
that same d%f to fix the phones that were not working, ensured all the phones had their volume
on, and mad sure the phones were not on “Do Not Disturb”.

We also havet a cell phone at the front desk that residents can use in private if they need to.

ator gave an in-service training (1% attachment) to all staff on 10-14-24 to talk
pugh it is the receptionist’s main job to answer phones, it is every employee's

0 answer the phones, The Administrator trained the staff on how to use the
phones and gnsured that there is a list of phone numbers (extensions) next to or near each
phone so thaf staff members know who to transfer a call to, The staff understood the impartance
of answeringthe phones and understood the Administrator's expectations.

14650 Hoen Ave, Banta Rosa, CA, 95405-9407 | Phone: 707-546-0471
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A descriptidin of the monitoring process and positions o persons responsible for
monitoringlfi.e.. Administrator. Director of Nursing, or ofher responsible superviso

personnel f! ow the facility plans to monitor its performance to en lre corrections are
achieved afid sustained.

Since this isfsuch a critical issue, the Administrator will mention this topic every day for one
month (and #s needed thereafter) during our morning meeting to ensure that any issues are
being monit ed and any problems are resolved immediately. The Administrator and .
Maintenancg Director will be the main people responsible for monitoring the phone system and
staff will als repart any issues to them as needed. This topic of the phones will also be

discussed difring our quarterly QAPI meeting and as needed.
Dates whe l ective action will be completed.
The correctiye action will be completed by 10-14-24,

| End of POC for Tag F 576
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F 755~ Phaﬂmacy Services/Procedures/Pharmacist/Records

What corrdét) tionis) wil accomplished for the patient(s) identified to h eer)
affecte th fent pra 7

Resident 1 flo longer resides in the facility.

How the fagilfty will dentify other residents having the pote itial to be affected by the
same defidient practice be identified, and wha cotrective action will be taken.

A facility wige audit was conducted on 10-10-2024 by the nursing and medical records
departments to identify any resident who had missed any dose of medications. The resuits of
the audit 2 whose medications were not administered. The physician(s) of the identified

residents wiire notified, and the pharmacist was told to expedite the provision of unavailable
medications; '

nmediate Ineasyres and systemic changes will be put into place to ensure that the
deficient practice does not recur.

An in-servicg training {27 attachment) to licensed nurses was initiated on 10-1 1-2024 by the
Director of Nurses andfor designee regarding the following topics:

1) The §nportance of ensuring medications is available by ordering at least 7 days prior to
the Igst stock of medication dose,

2) The gteps necessary when medications are unavailable which includes but not fimited to
2.1 rétrieving the dose from the pharmaceutical emergency kit when avallable
2.2i jorming the physician that medications are unavailable and request orders for the
next zourse of action

2.3 nitifying the pharmacy about missing medication and requesting to expedite the
delivgry of the medication,

3) Ton ify the Director of Nurses when pharmacy has not delivered the medication stock
prior jo the next medication dose.

On a daily basis, the Director of Nurses will track the number of medications that have not been
reordered bylithe nursing staff nor been delivered by the pharmacy. The nursing staff who are
responsible jpr reordering will be counselled immediately and the Director of Nurses will
escalate the goncern directly to the pharmacy manager for immediate resolution.

14650 Hoen Ave, Santa Rosa, CA, 95405-9407 | Phone: 707-546-0471
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In addition, [Dmnicare Pharmacy will activate the Omnicell {machine that dispenses medications
including cdpirolled substances) on 10-23-2024. The Omnicell will carry a broader spectrum of
medicationdfthan the previous E-Kits including Lyrica 50 mg & Lyrica 75 mg. Training to access
the Omnicelf was completed (3¢ attachment) on 10/15/24 by pharmacy technician,

A descriptibn of the monitoring process and positions o paersons responsible for
monitoringi(i.e.. Administrator, Director of Nursing, or other responsibie superviso
personnel)liHow the facility plans to monifor ifs performance to ensure corrections are

achieved aljd sustained.
The facility fharmacist will review resident records for medications that were not reordered

timely nor dglivered immediately and report results of the review to the Director of Nurses and/or
Administratdrr monthly during hisfher monthly pharmagcy visits.

The Pharmdgist will report any ohgoing concerns to the Quality Assessment and Assurance
(QA&A) corfimittee quarterly to ensure processes remain in compliance.

Dates whetl|corrective action will be completed.

The facility Ell achieve full compliance by 10-23-24.

End of POC for Tag F 755
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