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F 000 INITIAL COMMENTS F 000 THE SIGNING OF THIS PLAN OF CORRECTION 1S

NOT AN ADMISSION OR AGREEMENT BY THIS

tollowing tefiects the findngs of the FACILITY OF THE TRUTH OF THE FACTS ALLEGED
The following ndings of th AN THIS STATEMENT OF DEFICIENCIES AND PLAN

California Department of Public Health during an OFf CORRECTION. IN FACT, THIS PLAN OF

abbreviated standard survey. CORRECTION 1S SUBMITTED EXCLUSIVELY TO
COMPLY WITH STATE AND FEDERAL LAW.

Complaint Number: CAD0966050.
Tis PLAN OF CORRECTION CONSTITUTES MY

. . 3 CREDIBLE ALLEGATION OF COMPLIANCE FOR THE
The inspection was limited to the specific DEFICIENCIES NOTED,

Complaint and Facility Reported hcident
investigated and does not represent the findings
of a full inspection of the facility.

Three deficiencies were Issued for the Complaint
Number: CA00966050 {Refer to Ftag F555,
F557, F550).

F 655 | Right 1o Choose/Be Informed Attendg Physician F 555
85=D | CFR(s). 483.10(d)(1)-(5)

§483.10(d) Choice of Attending Physiclan.
The resident has the right to choose his or her
attending physician.

§483.10(d)(1) The physician must be licensed to
practice, and

8483.10(d)}2) If the physician chosen by the

re5|d.ent refuses to_or dges r'aot meet F 555 RIGHT TO CHOOSE/BE
requirements specifled in this part, the facility may INFO ATT

seek alternate physician participation as specified RMED ENDING

in paragraphs {d)(4) and (5) of this section to PHYSICIAN

assure provision of appropriate and adequate CFR{s): 483.10(d)(1)-(5)

care and treatment. IMMEDIATE CORRECTIVE ACTION;
§483.10(d){3) The facility must ensure that each Resident 1 was discharged on 1/3/21.

resident remains informed of the name, specialty,
and way of cantacting the physician and other
primary care professionals responsible for his ar

her care.
LABORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE {X6) DATE
%Mﬁum N AOMUMETRATOR ES

Any deficlency statenfant ending with an aslerisk {*) denctes a deficiency which the institution may be excusad from corresting providing it Is determined that
other safeguards provide sufficient protection to the patlents . {See instructions.) Excapt for nursing homes, the findings stated above are distlosabls 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made availabie to the facility. If deficlencles are cited, an approved plan of correction Is requisite to continued
prograi participation.
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§483.10(d)(4) The facility must inform the
residant if the facllity determines that the
physician chosen by the resident is unable or
unwilling to meet requirements specified in this
part and the facility seeks alternate physician
participation to assure provision of appropriate
antl adequate care and treatmert. The facility
must discuss the alternalive physician
participation with the resident and honor the
resident's preferences, if any, among options.

§483.10(d)(5) If the resident subsequently selects
ancther attending physician who meets the
reguirements specified in this part, the facility
must honor that choice.

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure one of three sampled residents
{Resident 1) and/or their Responsible Party (RP-
a persen assigned to assist or make decisions on
behalf of the resident), was provided the
opportunity to choose or be informed of their right
to choose thelr attending physician (a medicat
doctor in charge of the gverall ¢care of the
resident).

This deficient practice resulted in Resident 1 and
Resident 1's RP not being made aware of
Resident 1's right to select her physician and had
the potential to interfere with Resident 1's RP's
ability o make an informed choice regarding
Resident 1's care and treatment.

Findings:

During a review of Resident 1's Admission
Record, the Admission Record indicated the

ACTION TAKEN TO _IDENTIFY ALL
OTHER _RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED BY
THE __DEFICIENT PRACTICE AND

CORRECTIVE ACTION TAKEN:

All residents had the potential to be affected
by this deficient practice. The Social Setvices
Director and Designee interviewed 10 newly
admitted residentis in the last two (2) weeks if
they were aware of their rights to choose an
attending physician and if they needed
assistance with changing their attending
physician. No other residents were found to be
affected by this deficient practice.

PROCESS AND ACTION TAKEN TO
ENSURE DEFICIENT PRACTICE DOES
NOTRECUR;

The Director of Nursing Services (DON)
conducted an in-service education with the
licensed staff on 6/30/25, regarding facility
policy and procedure on Change of Physician,
ensuring that residents are aware of their rights
and assistance is available when they request a
change of physician.

The Adminisirator conducted an in-service
with Social Services department staff on
717/25, regarding facility policy on Choice of
Atiending Physician focusing on the right of
the resident to choose his or her own aitending
physician,

Effective 7/7/25, the Activity Director will
review resident’s rights to inctude the right to
choese an attending physician during monthly
Resident Council meeting for the next three
months and quarterly thereafier. If the
resident subsequently chose another attending
physician who meets the requirements and
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facility admitted Resident 1 on 10/28/2020 with
diagnoses that included carebral palsy (group of
movement disorders that can cause problems
with posture, manner of walking (gait), muscle
tene, and coordination), altered mental status (a
distuption in how your brain works that causes a
change in behavior), and quadriplegia (paralysis
[complete or partial loss of muscle function] of all
four limbs}.

During a review of Resident 1's History and
Physical (H&P- a formal assessment by a
healthcare provider that involves a resident
interview, physical exam, and documentation of
findings) dated 10/29/2020, the H&P indicated
Resident 1 does not have the capacity to
understand and make decisions.

During a review of Resident 1's Minimum Data
Set (MDS - a resident assessment tool) dated
11/3/2020, the MDS indicated Resident 1's
cognition (ability to think and make decisions)
was not intact. The MDS further indicated that
Resident 1 required total dependence on staff for
assistance with activities of daily living
(ADL-include bathing or showeting, dressing,
getting in and out of bed or a chair, walking, using
the tollet, and eating).

During an inferview on 6/13/2025 at 12:45 p.m.,
with the Sccial Services Director {(S5D), the $SD
stated when the faclility has a resident that is
admitted to the facility, the facility goes over
resident rights which includes the option of
changling the aftending physician. The SSD
stated that the facility recently had two residents
that have requested a change in their attending
physician which we were able to complete. The
$58D stated that she was not working in the facility

facility will honor that choice.

Effective 7/7/23, the Social Service Director
or the Social Services Designee will notify
resident and/or resident’s RP during the
Interdisciplinary Team (IDT) meeting their
right to choose a physician and assist them as
needed. If the resident subsequently chose
another attending physician who meets the
tequirements and  responsibilities of an
attending physician, the facility will honor that
choice.

The DON and/or her designee will conduct
random review of five (5) residems or
resident’s RP, weekly for the next 30 days to
ensure that they are aware of their rights io
choose an attending physician and assistance
is provided if they need to change physician,

MONITORING __PERFORMANCE _TO

ENSURE __THAT CORRECTION IS
ACHIEVED AND SUSTAINED:

As part of the facility’s Continuous Quality
Improvement (CQI) program, the DON and/or
her designee will report findings of the weekly
random reviews to the Quality Assessment
and Assurance Commiitee ((QAA) at the next
monthly meeting, The DSS will also report
her daily findings at the next monthly QAA
meeting.

The Administrator will monitor compliance
through review of the DON’s report,
CORRECTIVE ACTION COMPLETION:

July 7,2025
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at the time Resident 1 was admitted to the facility.
During an interview on 6/13/2025 at 3:00 p.m.,
with the Director of Nursing {DON), the DON
stated that when a resident is admitted to the
facility, we will go over the residents' rights with
the resident or the resident's RP, including the
right to request a change of the attending
physician. The DON stated that the facility works
with residents to change their personal physician
if requested. The DON stated the DON does not
believe the facility ever received a request from
Rasidant 1 or Resident 1's responsible party
requesting a change in the atiending physician.
The DON stated that the facility does not have F 5§57 RESPECT, DIGNITY/
documentation to support that the facllity RIGHT TO HAVE PERSONAL
discussed with Resident 1 or Resident 1's RP PROPERTY
regarding changing of the attending physician. CFR(s): 483.10(e)(2)
During a review of tha facility's policy and IMMEDIATE CORRECTIVE ACTION:
procedure (P&P) titled, "Choice of Attending )
Physician," with an approval date of 1/8/2025, the Resident 1 was discharged on 1/3/2021.
Ghooss hi o her own atending physican. ACTION TAKEN TO IDENTIFY ALL
. 9 prysician. OTHER RESIDENTS HAVING _THE
Residents are not required o choose an POTENTIAL TO BE AFFECTED BY
attending physician ...The facility may not THE _DEFICIENT PRACTICE AND
interfere with the process by which the resident W‘W
choosas s or hef physician. Residents admitted from other facilities had
Fsgf; gi;?:;thg??g{é;g] tto have Prsnl Property F 557 the p.otential to be affected by this deficient
; : praciice. 'The Social Services Director and
L Social Services Designee interviewed 10
§483.10(e) Respect and Dignity, residents admitied in tghe last two weeks if
The resident has a right to be treated with respect assistance is needed in retrieving any
and dignity, including: belongings from prior facility. No other
residents were affected by this deficient
§483.10(e){2) The right to retain and use personal practice.
possessions, including furnishings, and clothing,
as space permits, unless to do so would infringe
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upon the rights or health and safety of other
residents,

This REQUIREMENT is not met as evidenced
by:

Based on interview and record review, the facility
failed to ensure one of three sampled residents
(Resident 1) was treated with respect and dignity
by failing to assist Resident 1 with obtaining
personal belongings from Resident 1's previous
facility.

This deficient practice had the potential to affect
Reslident 1's sense of identity, autonomy and
emotionhal comfort.

Findings:

During a review of Resident 1's Admission
Record, the Admission Racord indicated the
facility admitted Resident 1 on 10/28/2020 with
diagnosas that included cerebral palsy (group of
movement disorders that can cause problems
with posture, manner of walking {(gait), muscle
tone, and coordination), altered mental status (a
disruption in how your brain works that causes a
change in behavior), and quadriplegia {paralysis
[complete or partial toss of muscle function] of alt
four fimbs).

During a review of Resident 1's History and
Physical (H&P- a formal assessment by a
healthcare provider that involves a resident
interview, physical exam, and documentation of
findings) dated 10/29/2020, the H&P indicated
Resident 1 does not have the capacity to
understand and make decisions.

During a review of Resident 1's Minimum Data
Set {MDS - a resident assessment tool} dated

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAN OF CORREGTION (8)
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F 657 | Continued From page 4 F 557 PROCESS _AND ACTION TAKEN TO

ENSURFE DEFICIENT PRACTICE DOES
NOT RECUR:

The DON conducted an in-service education
with licensed staff and social services staff on
6/30/23, regarding facility policy on Residents
Right and Personal Property to ensure that
assistance will be provided in securing
belongings if the resident came from another
facility.

The Administrator conducted an in-service
education with social services staff on 7/7/25,
regarding facility policy on Residents Right
and Personal Property to ensure that assistance
will be provided in securing belongings if the
resident came from another facility

Effective 7/7/25, the Social Services Director
and the Social Services Designee will check
newly admitted resident’s inventory list to
ensure residents have personal belongings
brought to the facility and provide assistance
in obtaining personal belongings from
previous facility if needed.

The DON and/or her designee wiil conduct
random review of five (5) newly admitied
residents weekly for the next four (4) weeks,
then monthly for two (2} months of all new
admissions to ensure the belongings checklist
is completed and assistance is provided in
securing and locating befongings from other
facilities if needed.

MONITORING _PERFORMANCE __TO
ENSURE _THAT CORRECTION IS

ACHIEVED AND SUSTAINED:

As part of the facility’s Continuous Quality
Improvement (CQY) program, the DON will
report findings at the Quality Assessment and
Assurance  Commiftee (QAA) regarding
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F 557 | Continued From page 5 F 557 I\:r]ecl:_ly random checks at the next monthly
esting.
11/3/2020, the MDS Indicated Resident 1's & . ) .
cognition (ability to think and make decisions) The Administrator will monitor compliance
was not intact. The MDS further indicated that through review of DON reports.
Resident 1 required total dependence on staff for CORRECTIVE ACTION COMPLETION:
assistance with activities of daily living Tuly 7, 2025

{ADL-include bathing ar showering, dressing,
getting in and out of bed or a chair, waiking, using
the toilet, and eating).

During a review of Resident 1's inventory log (a
facility form documenting a resident's personal
property) dated 10/28/2020, the inventory log
indicated Resident 1 had no belongings.

During an interview on 8/13/2025 at 12:45 p.m.,
with the Social Services Director (3SD), the SSD
stated when the Tacllity has a resident that is
admitted from another facllity, we will contact the
other facility and attempt to have the resident's
belonging brought to the facility or we will have a
staff member go pick up the resident's belongings
and bring to our facility. The SSD stated that she
was not working in the facility at the time Resident
1 was admitted to the facilily.

During an interview on 6/13/2025 at 3:00 p.m.,
with the Director of Nursing (DON), the DON
stated that when the facility has a resident
admitted from another facllity, the facility will
attempt to bring the resident's beiongings to the
facility. The DON stated the DON does not recall
if the facility attempted to obtain Resident 1's
belongings from Resident 1's previous facility.
The DON stated that the facility does not have
any documentation indicating that the facility
atternpted to locate and bring Resident 1's
personal belongings to the facility.

During a veview of facility's policy and procedure
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F 559
38=D

Continued From page 6

{P&P} titled, "Resident Rights," with an approval
date of 1/8/2025, the policy indicated employses
shall treat al resident with kindness, respect and
dignity. Federal and state laws guarantee certain
basic rights to all residents of this facility. These
rights include the resident's right to ...retain and
use personal posseasgsions to the maximum extent
that space and safety permit.

During a review of the facility's P&P titled,
"Personal Property," with an approval date of
1/8/2025, the policy indicated residents are
permitted to retain and use personal
possessions, Including furniture and clothing as
space permits, unless doing so would infringe on
the rights or health and safety of other regidents
...Residents are encouraged to use personal
belongings to maintain a homelike environment
and foster independence.

Choose/Be Notified of Room/Roommate Change
CFR(s): 483.10(e)(4)(6)

§483.10()(4) The right to share a room with his
or her spouse when married residents live in the
same facllity and both spouses consent to the
arrangement.

§483.10(e)(5) The right to share a room with his
or her roommate of choice when practicable,
when both residents live in the same facility and
both residents consent to the arrangement.

§483.10(2){8) The right to receive written notice,
including the reason for the change, before the
resident's room or roommate in the facility is
changed.

This REQUIREMENT is not met as evidenced
by:

F 557

F 559

F 559 CHOOSE/BE NOTIFIED
OF ROOM/ROOMMATE
CHANGE

CFR(s): 483.10¢e)(4)-(6)

IMMEDIATE CORRECTIVE ACTION:

Resident 1 was discharged on 1/3/25.

ACTION TAKEN TO IDENTIFY ALL
OTHER RESIDENTS HAVING THE

POTENTIAL TO BE _AFFECTED BY

THE.__DEFICIENT _PRACTICE AND
CORRECTIVE ACTION TAKEN;

All residents had the potential to be affected
by this deficient practice. The Medical
Records Director (MRD) reviewed five (5)
residents with room change request in the last
30 days, to check if writien notice of room
change were provided to the resident and/or
resident’s RP. No other residents were
affected by this deficient practice,
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Based on interview and record review, the facility
failed to ensure that one of three sampled
residents (Resident 1's) comrect responsible party
(RP- a person assigned to assist or make
decisions on behalf of the resident) was
accurately documented in Resident 1's medical
record, and failed to notify the correct RP of
Resident 1's room change.

This deficient had the potential (o result in
miscommunicatlon regarding the resident’s care
and cause confusion for the RP.

Findings:

During a review of Resident 1's Admission
Record, the Admission Record indicated the
facitity admitted Resident 1 on 10/28/2020 with
diagnoses that included cerebral palsy (group of
movement disorders that can cause problems
with posture, manner of walking (gait), muscle
fone, and coordination}, altered mental status (a
disruption in how your brain works that causes a
change in behavior), and quadriplegia (paralysis
fcomplete or partial loss of muscle function] of all
four limbs).

During a review of Resident 1's History and
Physical (H&P- a formal assessment by a
healthcare provider that inveolves a resident
interview, physical exam, and documentation of
findings} dated 10/28/2020, the H&P indicated
Resldent 1 does not have the capacity to
understand and make decisions.

During a review of Resident 1's Minimum Data
Set (MDS - a resident assessment tool) dated
11/3/2020, the MDS indicated Resident 1's
cognition {abiiity to think and make decisions)

ENSURE DEFICIENT PRACTICE DOES
NOT RECUR:

The Director of Nursing Services (DON)
conducted an in-service education with the
licensed staff on 6/30/25, regarding facility
policy on Room Change, ensuring that
advance notice is provided to the resident
and/or RR prior to room change.

The Administrator conducted an in-service
with Social Services department staff on
7/7/25, regarding facility policy on Room
Change, ensuring that advance notice is
provided to the resident and/or resident’s RP
ptior to room change.

Effective 7/7/25, the MRD or her designee
will review weekly room change request to
ensure completion of the advance notice and
notification of resident and/ot resident’s RP.
The Bocial Services Director or the Social
Services Designee will immediately correct
any deficient practice identified in the andit.

The DON and/or her designee and the MRD
will randomly review five (5) resident charts
weekly for the next 30 days to ensure
resident’s RP  were  notified  and
documentation completed regarding room
changes,

MONITORING PERFORMANCE __TO
ENSURFE, THAT CORRECTION IS

ACHIEYED AND SUSTAINED;

As part of the facility’s Continuous Quality
Improvement (CQIL) program, the DON will
report findings to the Quality Assessment and
Assurance  Comunittee  (QAA)  regarding
weekly random reviews for the next 30 days.
The MRD} will alse report findings to the
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was not intact. The MDS further indicated that
Resident 1 required total dependence on staff for
assistance with activities of daily living
(ADL-include bathing or showering, dressing,
getting in and out of bed or a chair, walking, using
the toilet, and eating).

During a review of Resident 1's nursing progress
note dated 12/29/2020, the nursing progress note
indicated Resident 1 tested positive for
coronavirus disease -2019 (COVID-19, g highly
contagious viral infection that can trigger
raspiratory {ract infection) on 12/28/2020.
Resident 1 required a room change to the
COVID-19 unit. Resident 1's nursing progress
note indicated the facility notified a RP listed on
the Admission Record of the room change.

During art interview on 6/13/2025 at 12:45 p.m.,
with the Social Services Director (SSD), the SSD
stated that the correct procedure when a resident
neads to change rooms is the facility will speak to
the resident or the resident’s RP if the resident is
not able to consent. The 58D stated the facility
will complete the room change form, document
the reom change, and notify the ombudsman
{advocates for residents of nursing homes, board
and care homes, and assisted living facilities).
The 88D stated that she was not working in the
facility during Resident 1's room change on
1202912020,

During an interview on 6/13/2025 at 3:00 p.m.,
with the Director of Nursing (DON}, the DON
stated that when a resident requests a room
change or the resident needs to have a room
change, the facility will speak to the resident, or
the resident's RP, speak to the roommates of the
new room, complete the room change form, and
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 559 | Gontinued From page 8 F 550 QAA regarding weekly random reviews for

the next 30 days,

The Administrator will monitor compliance
through review of DON and MRD reports.
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nofify the ombudsman. The DON stated Resident
1 required a room change on 12/29/2020 due to a
new diagnosis of COVID-19 requiring isolation.
The DON stated that the nursing staff did contact
a listed responsible party of the room change but
did not verify that it was the correct RP. The DON
confirmed the correct RP was listed on the
Admission Record at the time of the room
change.

During a review of the facility’s policy and
procedure (P&P) tittad, "Room
Change/Roommats Assignment,” with an
approval date of 1/8/2025, the policy indicated
changes in room or roommate assighment are
made when the facility deems it necessary or
when the resident request the change ...Prior to
changing a room or roommate assignment alt
parties involved in the change/assignment (e.g.,
residents and thelr representatives) ...advance
written notice of such change.
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