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F0000 INITIAL COMMENTS F0000 F0000
The following reflecis the findings of the California Please accept this nl f correction as
Department of Public Health during the Investigation of . P P an 0 ction
o complaints. our Credible Allegation package. The
_ cited will be corrected as specified and
Complaint numbers: 2691165 and 2694720, will be monitored to prevent
The inspection was limited to the specific compiaints recurrences. Prepar ation and/or
investigated and does not represent the findings of a execution of this plan of correction
full i fi f the facility. . ..
ul nspection ofhe faclity does not constitute admission or
One deficlency was issued for complaint numbers: agreement by the provider of the truth
2691165 and 2694720 (refer to F580). of the facts alleged or conclusions set
FO580 | Notify of Changes (Injury/Decline/Room, etc.) F0580 forth on the Statement of Deficiencies
8S =D and Plan of Correction. The provider

CFR(s): 483.10{g)(14)(i}-{lv}{15)
§483.10(g)(14) Netification of Changes.

(i) A facility must immediately inform the resident;
consult with the resident's physician; and notify,
consistent with his or her authority, the resident
representative(s) when there is-

{A) An accldent Involving the resident which results in
injury and has the potential for requiring physician
intervantion;

(B} A slgnificant change in the resident's physlcal,
mental, or psychosocial status (that is, a
deterioration In health, mental, ar psychosocial status
in either life-threatening conditions or clinical
complications);

{C) A need to alter treatment significantly (that is, a

need to discontinue an existing form of treatment due

to adverse consequences, or to commence a new form of
treatment); or

(D) A decision to transfer or discharge the resident
from the facility as specified in §483.15(c){1)ii).

(i) When making notlfication under paragraph
(@){14){i) of this section, the facliity must ensure
that ail pertinent information specified in

submits this Plan of Correction with
the intention that it is inadmissible by
any third party in a civil or criminal
action or proceedings against the
Provider, its employees, agents,
officers, or directors, or sharecholders
to meet requirements established by
state and federal law,

F0580 Notify of Changes (Injury /
Decline / Room, etc.)

CFR(s): 483.10(g)(14)(i)-(iv)(15)

On 12/11/25 resident 3 was transferred
to the General Acute Care Hospital
(GACH) via 911.

On 12/21/25 resident 3 was readmitted
to the facility and is currently safe and
comfortable.

ny deficiency statement ending with an asterisk (*) denctes a deficiency which the Institution may be excused from correcting providing i is determined that other
afeguards provide sufficient protection to the patients. (See reverse for further instructions.) Except for nursing homes, the findings slated above are disclosable 80
ays foliowing 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
llowing the date these documents are made available to the facllity, If deficiencles are cited, an approved plan of correction Is reguisite to continued program

articipation.
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F0580 Continued from page 1 FO580 To identify other residents with the
35=D §483.15(c)(2) is avallable and provided upon request to potential to be affected, the DON

the physician,

(iti} The facility must also promptly notify the
resident and the resident representativa, if any, when
there is-

- (A) A change in room or rcommate assignment as

spacifled in §483.10(e)(6); or

(B) A change In resident rights under Faderal or State
law or regulations as specified in paragraph (e}10) of
this section.

(iv) The facility must record and periodically update
the address {mailing and email) and phone number of the
resident

representative(s).

§483.10(g)(15)

Admission to a compeosite distinct part. A facility that

is a composite distinct part {as defined in §483.5)
must disclose In its admission agreement its physical
configuration, including the various locations that
comprise the composite distinct part, and must specify
the policies that apply to room changes between its
different locations under §483.15(c)(9).

This REQUIREMENT is NOT MET as evidenced by:

Based on interview and record review, the faciilty

staff failed to assess and nofify the physician
immediately when the resident had a change of condition
with severe weakness, unable to eat, and unable to
speak on 12/11/2025 AM shift for one of three sampled
residents (Resident 3).

This fallure resulted in Resident 3 declining further

and raquiring a transfer to General Acute Care Hospital
(GACH) via 911 (a telephone number used to reach
emergency medical, fire, and police services) for
further evaluation and treatment.

During a review of Resident 3's Admission Records, the
Records indicated Resident 3 was initially admilted to
the facility on 11/20/2018 and readmitted on 10/21/2025
with diagnoses including type 2 diabetes (a long-term
condition in which the body has trouble controlling
blood sugar and using it for energy), hypertensive

heart disease (when the heart had to work too hard,
making its muscle thicken and stiff ieading to probiems

reviewed any changes of condition for
the last 30 days and no other residents
were found to be affected by this
deficient practice.

On 12/29/25 the DON in-serviced
licensed nurses regarding the facility’s
policy and procedure titled “change in
a Resident’s Condition or Status” with
emphasis on the nurse
supervisor/charge nurse will notify the
resident’s Attending Physician or On-
Call Physician when there has been a
significant change in the resident’s
physical/emotional/mental condition.

On 12/29/25 the DON in-serviced
licensed nurses regarding the facility’s
policy and procedure titled “Vital
Signs” with emphasis on vital signs are
indicators of health status and licensed
nurses are responsible for knowing the
usual range of a resident’s vital signs,
analyzing and interpreting routine vital
signs, and notifying the physician of
abnormal findings.
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like chest pain and heart attack), anxlety disorder {a
mental health condition with feeling of worry, anxiety,
of fear interfering with one’s daily activities),

During a review of Resident 3's Minimum Data Set (MDS-
a resident assessment tool), dated 10/28/2025, the MDS
indicated, Resident 3 had intact cognitive skills

{mental action or process of acquiring knowledge and
understanding) to make decislons on self-care

activities, Resident 3 was dependent on staff partially
(Helper does less than half the effort. Helper lifts,

holds, or supports trunks or limbs, but provides less

than half the effort) for rolling left and right,

sitting fo lying, toilef transfer {the abillty fo get

on and off a toilet or commode), uses a manual
wheelchair for mohility,

During a review of Reslident 3's History and Physlcal
(H&P) dated 12/5/2025, the H&P indicated Resident 3 was
alert and verbally responsive, able to make needs

known. Resldent 3 had a history of schizophrenfa (a
disorder that affects a person's ability to think,

feel, and behave clearly), chronic obstructive

puimonary disease {(COPD - a lung disease characlerized
by long term poor airflow), hypertension (when the
pressura In your blood vessels Is too high),

During a review of Resident 4's Progress Note dated
12/15/2025, the Progress Note indicated, on 12/11/2025
around 7 AM, Resldent 3 did not verbally respond, and
did not sat breakfast. Vitals signs {body temperature,
blood pressure, pulse [heart rate], and breathing rate

to help assess the general physical health of a person)}
indicated, Blood pressure 118/62, heart rate 59, Oxygen
saturation 94%. Respliration rate (how many times you
breathe in and ouf in one minute, measured when you're
resting) not indicated. The same Progress Note
indlcated at approximately 8:20 AM Resident 3's vital
signs were checked due to change In behavior and
bradycardia (slow heart rate, defined as fower than 60
beats per minute in adults) noted earlier. Repeat vitai
signs indicated Blood prassure 115/85, heart rate 40,
respiration rate 186, oxygen saturation 89% on nasal
cannula {a small plastic tubs, which fits into the

person's nostrils for providing supplemental oxygen).
Resident 3 continued to be quiet with limited verbal
output.

During a review of Resident 3's Change in Condition
Evaluation daled 12/11/2025, The Change in Condition
Evaluation indicated Resident 3 had altered level of
consciousness {ALOG), primary physician recommendations
to transfer Resident 3 to GACH via 811.

FO580

To ensure that the system in place are
sustained and maintained, the DON or
Designee will conduct a random audit
of five residents weekly for twelve
(12) consecutive weeks. These
residents will be reviewed to ensure
that if there was any change of
condition that has been identified, that
they were properly evaluated and
communicated to the appropriate
people.

DON will report any negative findings
to the Quarterly Quality Assurance and
Assessment (QA&A) Committee for
review and recommendations for the
next 3 months,

Corrective Action Completion Date
12/31/2025.

Ilel‘wu{
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During an interview on 12/15/2025 at 1:36 PM with
Llcensed Vocational Nurse (LVN) 2, LVN 2 stated, during
the morning shift of 12/11/2025 “| was informed by

staff that Resident 3 was refusing to eat food, his

heart rate was trending down” LVN 2 also stated, “when
| Spoke to Resident 3, he was not verbal, he was not at
his base lina. | called the physician and sent Resident

3 to hospital by the physician's order.

During an interview on 12/15/2025 at 2:20 PM with LVN
1, LVN 1 stated, on 12/11/2025 morming, Resident 3 was
not communicating verbally, he (Resident 3} was slow to
respond, his (Resident 3's) heart rate was gradually
going slower. LVN 1 stated, “I left Resident 3 to rest
more, | though he needed more time to sleep, | didn't
think he was having a change of condition." Later in

the morning the desk (charge or resource nurse sitting
at a nursing station) nurse was nofified by one of the
staff members that Resident 3 was not fesling well and
needed licensed staff's attention. When LVN 1 went to
Resident 3's room to assess vital signs, Resident 3's
heart rate was 40 (normal heart rate 60-100 beats per
minutes). LVN 1 stated, "l asked the desk nurse to

notlfy the physician, [Resident 3] was transferred to
hospital via 811 for slow heart rate, decline fram
baseline, refusing to eat, unable to speak.”

During an interview on 12/15/2025 at 2:58 PM with the
Director of Nursing {(DON), the DON stated, Resident 3
was transferred to GACH (acute general hospital) for
change of condition and slow heart rate” The DON also
stated, ‘it Is a rasident safety risk o delay resident
assessment and notification of change of condition to a
physician.”

During a review of the facillty's Policy and Procedures
(P&P} titted “Change in a Resident's Condition ot
Status” revised 1/8/2025, the P&P Indicated “The Nurse
Supervisor/Charge Nurse will notify the resident's
Attending Physician or On-Call Physician when here has
been a significant change In the resident's
physicallemotionalfmental condition.”

During a review of the facility's P&P titfed "Vital

Signs" revised 1/9/2025, the P&P indicated "Vital signs
are indicators of health status, inciuding temperature,
pulse, blood pressure, respiratory rate, oxygen
saturation, and pain. Licensed nurses are responsible
for knowing the usual range of a resident's vital

slgns, analyzing and interpreting routine vital signs,
and notifying the physician of abnormal findings.
Acceptable ranges for adults: Pulse {heart rate) 60-100
bsats per minutes.”

FO580
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