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The following reflects the findings of the California
Department of Public Health during the Abbreviated
Survey for Complaint Number: 2626668.

The survey team entered the facility on 10/8/25 at 0755
hours.

The facility identified the census as 52.

The survey sample size was 4.

Inspection was limited to the complaint investigated
and did not represent the findings of a full inspection
of the facility.

* FOR COMPLAINT NUMBER: 2626668, DEFICIENCIES
WERE IDENTIFIED AND CITED AT F684.

IN ADDITION, DURING THE ABBREVIATED SURVEY,
ADDITIONAL DECIFIENCIES WERE IDENTIFIED AND CITED
AT F558, F656, FBB0 AND F909.

GLOSSARY AND DEFINITIONS:

% - percent

ADON — Assistant Directar of Nursing

AHA — American Health Association

Anticoagulant — also known as blcod thinners, are
medications administered to prevent blood clots

BIMS - Brief Interview for Mental Status {a
standardized assessment tool)

BP -~ blood pressure
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bpm - baals per minute

CNA — Cerflfisd Nursing Asslstant

COG - Change of Condiltion

DON - Director of Nursing

PSD - Director of Staff Developer

EBP - Enhanced Barrier Frocautions

ER « Emargency Room

FDA — Focd and Drug Administration

HA&P - History and Physlca)

IP - Infaction Preventlonist

LVN - Llcensed Vocational Nurse

MDORO - Multiple Drug-Res|stant Organism

MDS ~ Minimum Data Set (a standardized assessment tool
MRD ~ Medical Records Director

mmHg - millimeter(s) of mereury

NP - Nurse Practiticner

P&P ~ Policy and Procedure

PPE - Parsonal Protective Equlpment (specialized goar
lke gloves, gowns, masks, and eys prolectlon fo create
a barrler belween healthcare workers and potantial
hazards to prevent mfaction and injury)

QA — Quality Assurance

RN — Registored Murse

SBAR ~ Sttuation/Background/Assessment/Recommendation
(8 communlieation tool)

Reasonabla Accommodations Needs/Praferences
CFR(s): 483.10{e)(3)

£483.10{8)(3) The right to reslde and receive services
in the facllity with reasonable accommodation of

resident needs and preferances except when to do so
would endanger the health or safsty of the resident or

F0000

F0558
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FO558 Continued from page 2 F0558

88 =D other residents.
This REQUIREMENT Is NOT MET as evidenced by:

Based on abservatlon, interview, medical record review,
and facility P&P review, the faclity falled to provide

the reasonable accommeodations to meet the nesds of one
of four sampled resfdents (Resident 2) reviewad for
communication needs.

“The faclllty falled to ensure Resident 2 was provided
with the means to communicate her dally needs. This
fallure had the potential to negatively impaot the
resident's psychosocial well-being or result In delayed
provision of care,

Findings:

Review of the facillty's P&P titled Translation and/or
Interprefation of Faclily Services revised 5/2017
showad the following:

- when gncountering LEP (Limited English Proficienay)
Individuals, staff members wili sondusct the initlal
language assessment {e.g., "l Speak Cards"} and natify
the staff person in charge of the language access
program;

- the coordinator of this facility's language access
program Is the Direstor of Social Services, or hisfher
designee;

- all LEP persons shall racelve a written nolica In
thelr primary language of their rights to eblaln
competent oral translation services free of charga, If
written notice Is not possible, suck notice shall be
given orally;

~ this facility shall provide written translation of

vital information perlaining to heailh services,
residant rights and facility polley If the LEP

population represents at least flve {5) percent of the
population or 1000 peaple allglble to be served by the
facllity (whichever Is fawar);

- famlly members and friends shall not be relled upon
to provide interpretailon services for tha resldent,
unlass explicitly requested by the residant, If family
or friends are used o Interpret, the rasident must
provide wiltten consent for disclosure of protected
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health informatlon;

~1t ls understood that providing meaningful access to
services pravided by this facllity requires also that

the LEP resident's needs and qusslions are acouratety
communicaled to the staff. Oral Interpretatlon services
tharofore Include interpretation from the LEP
resldent'’s primary language back to English; and

- Itis understood that to provide meaningful acsess o
sarvices provided by this facility, translation and/or
interpratation must be provided In a way that Is
ouiturally relevant and appraprlate to the LEP
individual.

Raview of the facliity's PAF litled Resldent Rights
revised 12/2016 showed the following:

- federal and state laws guaranioe certaln baslc rights
to all residents of this facllily. These rights Include

the resident's right tv communication with and acoess
to people and sarvices, both inslde and outside the
facility and exsrsisa hls or her tights as a resldent

of the Tacility and as a resident or cilizen of the
United Statea,

Medlcal record review for Resldent 2 was Intiated on
10/9/25, Resident 2 was admiifed to the faaliity on
9/14/25, and readmitied on 9/27/25. .

Review of Resident 2's Admission Scresn and Baselne
Care Plan dated 9/27/25, showed Resident 2's marital
status was alert and crlanted to neme, place, and time,
nead or want an interpreter to communicate with a
doctor of health care siaff, and preferred languags Is
Cantonese.

Raview of Rasident 2's MDS assessment dated 9/30/25,
showsad Resident 2's Brief Interview for Mental Status
(BIMS) score was 12, whish meant the rasident had
modarate cognitiva Impalrment.

On 10/8/26 at hours, Residant 2 was observed sitting up
in wheelchair awake, alert, and Vietnamese and
Cantonese speaking. Rasldent 2 was abls to speak and
understand very limited English, Resldent 2 was asked
how long she has bean staying In the faclity and the
regason for her stay in the facllity, Rasldent 2

gesturad with her hand and stated, "No" and was not
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aszlstance of the tranalation serviees via phong for
Vietnamese [anguage . Resldent 2 was asked how she
communicated her daily needs to tha staff and how the
staff understood her since Resldent 2 spoke mainly
Vietnamese and Canionesse. Residen! 2 stated there were
no Vielnamess or Cankinese speaking staff to transtats,
communication board provided and avallable to usa In
her teom, and the facillty staff did not use any

transfator via telephone. In addition, Reaident 2

stated slnce ho ohe can understand, speak, or translate
In her language, she had ta wait for her family to

arrive and communicate her neads.

Gn 10/8/25 at 1132 hours, an observation and concurrént
intarview for Resident 2 was gonducted with LVN 1, LVN

1 was asked which was the preferred language of
Resident 2 and how the resldent communicated her dally
needs. VN 1 stated Resident 2 spoke Chinase or Korean
language and able to axpress her needs, LYN 1 stated
Residant 2's family member visited the resident every
day from morning unfil badtime, al arourd 2100 hours,
LVN 1 was asked how the facility staff would understand
and ecommunlcate with Resident 2 when the family member
was not around ¢r between the hours of 2200 to 0700
hours, LVN 1 stated if a family membar was not present,
there were staff from rehabliitatlon depariment who can
translate, use a communication beard, or use the

facllity’s telephone 1o transtate. In addltion, LVN 1

was asked to show Rasldent 2's communication board. LVN
1 was loflowed o Resident 2s room to look for the
communication board conslstent with the resident's
praferrad languaga; hawever, LVN 1 falled to show a
cormunicatlon boerd was present and avallabie for
Rasident 2 to use lo communicate her nasds. LvN 1
stated the communication board was not necessary to be
avaflable inside Rasident 2s raom. Furthermora, when
LVN 1 was asked how lo use the language lina using the
taciity's talaphons, LVN 1 wasg not abls to show how to
use the language line via facility's telephong and

walked away.

On 10/8/25 at 1140 hours, an observation and concurtsnt
Interview for Resldent 2 was condusled with CNA 2. CNA
2 was asked to show the communleation board for
Resident 2. CNA 2 was observed locking for the
communication board inglde Resldent 2's room. CNA 2
stated she could not flnd the communlcation board and
was not available inside Resldent 2's reom. CNA 2

stated if any resident was not able to communicate

their ngeds, tha resldent's needs might not ba met.
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Cn 10/8/25 at 1145 hours, an observation and concurrant
Interview for Resident 2 was conducted with the DSD.
The DSD stated the nurses use the languags line
golutions and there were staff who spoke Karean, The
8D was asked to show the communlcation board Inside
Resfdent 2's roem; however, the DSD falled to show the
communication board was available for Resident 2 and
facility staff to use,

Cn 10/8/26 at 1217 hours, an Interview was conducted
with Famlly Mamber 1. Famlly Member 1 stated Resident 2
spoke Chinase and Vietnamese language and very limited
English. Famlly Mamber 1 stated Rasident 2's famlly
member visited dafly and stayed untll 2200 hours so the
famlly member ¢an be there to communicate Resldent 2's
dally needs because the resident could not understand
English, Howevar, during the family's absense or night
hours (2300-0700 hours), Famlly Member 1 stated she was
concerned If Resident 2's needs were met because she
dld not know how the facility staff could undarstand
Resldent 2 and vice versa. Family Member 1 was askad
how the facllity slaff communicated with Resident 2, if
facllity staff have used a communlcation board ora
language line to translate. Family Mamber 1 stated she
has not seen a communicaticn beard in Resident 2's
proferred language(s) provided and available in the

room, ner did the facllitly staff have used a

communication board during Resident 2's stay. In
addifion, Family Mamber 1 staled she has not cbsarved
any facllity staff using the language line transiation

with Resident 2,

On 10/ 0/25 at 1536 hours, an intervlew was conductad
with the [XON. The DON was Informed and acknowlsdged tha
above findings.

Develop/implement Cornprehensiva Care Plan
CFR(s): 483.24{b){1){3}
§483.21(b) Comprehensive Care Plans

§483.21(b)(1)} The facility must develop and implement a
comprehensive person-centered care plan for each
resident, consislent with the resident rights set ferlh

at §483.16{c){(2) and §483.10(c)(3}, that includes
measurable objectives and fimeframes to meat a
resldent's medleal, nureing, and mental and

peychesoclal needs that are ldentified in the
comprahetislve assessment. The comprehensive care plan
must describe the followlng -

F0558
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() The services that are o be furnished te attaln or
malntain the resldent's highsst practicable physical,
menital, and psychosoolal well-being s requirad under
§483.24, §483.25 or §483,40; and

(1) Any services that would otherwlse be required

under §483.24, §463,25 or §483,40 but are nol provided
due {o the resident's exarclse of rights under §483,10,
Inciuding the righl to rafuse treatment under
§483,10(c)(B). -

(ill) Any speclallzed services or spacialized
rehabilitativa services the nursing facility wil

provide as a result of PASARR recommendations, If a
facllty disagrees with the findings of the PASARR, It
must (ndlcate Its ratlonale In the resident's medical
record,

{Iv}In consultation with the resident and tha
resitdent's representative(s)-

(A} The resldent's goals for admissien end desired
culcomes,

(B) The resident's preference and potential for future
discharge, Facllitles must document whather the
resldent's desire fo return to the community was
assessed and any refatrals to local contact agencies
and/or other approgriate entitles, for this purpose,

(C) Discharge plans In the comprehensive cere plan, as
approptlate, In accordance with tho ragulrerrients sat
forth In paragraph (¢} of this section,

§483.21(b}(3) The servieas provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(ill) Ba cuituralty-competent and trauma-fnformed,
This REQUIREMENT Is NOT MET as evidenced by:

Based on observation, Interview, medical record review,
and facility P&P review, the faclllty falled {o ensure

the comprehensive care pians were davelapad to refleat
the indlvidual care needs for one of four sampled
resldents (Resldent 3) revlewed for care plans,

* The faullity falled to snsure a care plan was
devaloped for the use of the anficoagulant medication
orderad by the physliclan. This falfure had the
potential for the resident to not be provided with

Callfornfa, 92653
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appropriate, conslstent, and Individualized care,

Flndings:

Review of the facllity's P&P fitled Comprahsnsive
Parson-Ceantered Care Plans revised 12/2016 showed the
fallowing:

- A comprehensive, person-cantared care plan that
includes measurable objectives and timetables to maet
the resident’s physical, psychosodal and functional
naeds |s daveloped and implemented for each resident;
ang

- The Interdisciplinary Team {IDT}, In conjunction with
the resident and histher family or logal
repraseniative, develops and Implaments a
comprehensive, person-cadered care plan for each
rasldent,

Medlca! record review for Resident 3 was Inltiated on
10/10/25. Residant 3 was admitted to the facility an
10/5i26.

Review of Resldent 3's Order Summary Report dated
10/6/28, showed a physiclan's order dated 10/5/28, for
aplxaban (medlcation to prevent blood clots) oral
tablel 2.5 mg, to give one lablet by mouth one time &
clay for Atrlal Fibrillation (a commeon haart rhythm
disarder whero the uppar chambers of the heart {atria)
beat irregularly and rapldly).

Review of Rasident &'s H&F examination dated 10/7/25,
showad the resident had the capaclly to understand and
make declsions.

Further review Resldent 3's med!cal racord falled to
show a care plan was developed to address the use of
the anticoagulant medleation.

On 10/10/25 a1 1007 hours, an Interview and congurrent
heajth record raview for Resldent 3 was conducted with
RN 1, RN 1 verifiad there was a physiclan's order for
the apixaban medication, RN 1 also verifled thers was
no carg plan developed for the use of the antlecagulant
medteation for Resident 3. RN 1 steted she was not
reapensible for developing care pians for the use of

the anticoagulant medication upon admlssion. In

F0656
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additien, RN 1 stafed the DON, ADON, and MRD were
responsible for audlting new admissions for ecompletion,

On 10110725 a1 1212 hours, an interview was conducted
with LVN 2, LVN 2 was asked about the importance of
inltiating & care plan for a resldent receliving an
anticoagulant. LVN 2 stated the antlcoagulant
medlcatlons must have a care plan fo show goals and
Intervantions such as menitering for side affects and
re-assess outcomes,

On 10/10/285 &t 1251 hours, an Interview was conductad
with the MRD, Tha MRD stated she would review and audit
new admisslon charls for the completion of medication
entrigs, baseline assessments, and care plans; however,
the ADON and MDS Caordinator would be responsible in
reviewing ard Initiating the vare plan for medications.

On 10/10/25 at 14083 hours, an Interview was conducted
with the MD& Coordinator, The MBS Coordinator was asked
when the care plan for enticoagulant use must be

inltiated for Rasident 3, The MDS Coordinator stated

the cara plan for the use of anticoagulant must be

Inltlated as sooh as possible, The MDS Coordinator

verlfied Rosldent 3's madical record falled to show a

cara plan for the use of antlcoagulant was developed.

On 10/10/25 at 1536 hours, an intervisw was conducted

‘with the DON, The DON was Informed and acknowledged the

above findings.
Qualléy of Care
CFR{e): 483.25
§ 483,25 Quality of cara

Quallty of care |5 a fuhdarmentaf principle that applles

to all treatment and care provided to facllity

residents. Based on the comprahensive assassment of a
rasldent, the facility must ensure thet restdents

recaive treatment and cara In accordarice with
professional standards of practice, the comprshanslve
person-gentered care plan, and the residents' cholces.

This REQUIREMENT Is NOT MET as evidenced hy:
Based on abservation, Interview, medical racord review,

and facllity P&P review, the facllity falled to provide
the necessary care and services to attaln or malntain
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85=0 the highest practicable well-being for one of four
sampled resldents (Residant 1),

* The facllity failed to ensure the follow-up

assessmant, physician natitleaticn, and dosumentation
were completed when Resldent 1 had low pulse rate and
poor oral intakes.

Thesa fallures posed the risk of the resident not
receiving the appropriate care and delay in the
provislon of care to the resident.

Findings:

Raview of the facllity'’s P&P titled Ghangs In a :
Resident’s Conditlon or Status revised on 6/2017 showed i
the following:

- tha hurse will notlfy the resident's Atlending
Physician or physician on call whan there has baen a
signifitant change In the resident's
physicalfemotlonat/mental condition;

~ & "significant changa” of condition Is a major
decline or Improvement In the resident's status that
will not normailly resolve itself without Intarventlon !
by staff or by Implementing standard disease-related
elinical intervention and Impaeis more then one area of
the resldent's health stajus;

- prior fo notifylng the Physlclan or healihcare
provider, the nurse wlll make detalled obsarvations and
gather relevant and partinent informatlon for tha
provider, including (for example) information prompted
by the Interact SBAR Communicalien Form; and

~ the nurse will record in the resident's medical
record Information relative to changes in the
ras|dent's medical/mental condition or slatus,

Closed medical record review for Resliden! 1 was
Initiated on 10/8/25, Rasldent 1 was admitted to the
facliity on 9/5/26.

Review of Resldent 1's MDS assessment datad 9/8/25,
showed Residont 1's BIMS score was 14 (cognitively
intact).
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Continued from page 10

Review of Resident 1's M&P examinatlon datad 9/10/28,
showed Residant 1 had the capacity o understand and
make declslons.

a. According to AHA (American Heart Asgoclatlon)
document tifled Bradycardla; Slow Heart Rate revised on
9/25/24, showed bradyeardla is 8 heart rale that s teo
slow, usually less than 60 begls per minute.

Revlew of Resldent 1's Admlsslon and Baszline Care Plah
datad 2/5/25, showed a blood prassure of 118/78 mmHg
and pulse rate of 76 bpm (beats per minute).

Review of Resident 1's Welghts and Vital Summary for
September 2025 showed ihe follawing pulse rate
teadings:

- dated 9/9/26 at 0830 hours, the pulse rata was 55
bpm;

- dated 9/9/26 at 1848 hours, the pulse rate was 50
bpm; and

- dated 9/13/25 at 2026 hours, the pulse rate was 57
bpm,

Review of Resident 1's medical records failed to show
documentation i the follow up assessments were done
and the physlelan was notlfled of the low pulse rats.

On 10/8/26 at 1429 hours, an Interview and concurrent
medioal record review was conducted with RN 1. RN 1
verified Resident 1's abnormal pulse rates dated 9/9

and 9/ 325, BN 1 verified Resldent 1's medioal record

It failed to show the follew up assessments,
intarventions, notiffealion of the physician, and
documentation when Resldent 1 had low pulsa rate, RN 1
was asked whalt she considars a change in condltion In a
resident and RN 1 stated I ¢could be abnormal vital
slghs, altered level of consclousnass, weakness, skin
problems, fall, Increased pain, and any changes In
resldent's condifion from his or her basaline.

b. Revlew of Resldent 1's Meal Intake from 8/5to
9/12/25, showad the percentage of the meals eaten by
Resldent 1 on tha following dates:

- dated 8/13/25, breakfast = 0 - 26%, lunch = 26-50%,

FO684
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Contlnued from page 1
dinner = 26 « 50%;

- dated 9/14/25, breakfast = 26 - 50%, lunch = 0-26%,
dinner = 0 - 25%;

- dated 8/15/15, breakfast = 0 - 28%, lunch = 0-25%,
dinner was refused;

- dated 5/18/25 breakfas! = 0 - 26%, lunch = 0-25%,
dinner = 81-75%; and

- dated 9/17/26 breakfast = 0 - 25%, lunch = 0 - 26%,
dinner = resident not avallabls,

On 10/10/25 at 0930 heurs, a follow-up interview and
concurrent medical record review was condusted with RN
1. Resldent 1's meal intakes daled 9/13-9/17/25, was
reviewed with RN 1 which showed gacreased meal
consumption with refusal. RN 1 varifled there was no
documented evidence If the follow up assessments,
physlcian notification, change of conditlen evaluation,
and care plan was develcped when Roesident 1 had poor
meal intake. Furthermore, RN 1 stated the negative.
outcome would cause Resldent 1's condltion to desline
bacailse e was not consuming the apprepriale nutrients.

Gn 10/10/25 at 1100 hours, an interview and concurrant

-medicel record review were conducled with CNA 1. CNA 1

varified Resldent 1's poor meal intakes dated 8/13 to
9/17/25. CNA 1 staled Resldent 1 became weakar, rafused
to particlpate with activitles, and refused o gat up

in wheaslchalr after four to five days of admisslon. CNA

1 slated she reported Resident 1's change of condition
including the significan! decrease In meal inlake ta

the charge nurses,

On 10/10/25 at 1212 howrs, a telsphonbe interview was
conducted with LVN 2, LVN 2 was asked what she would
consider a change of condlflon, and stated fever,
abnormal lahs, decline In activitias of dally living

(ADL}), new paln or increase paln, ALOG (altered leval

of congclousness), abnormal vital signs bload prassure
below100/60 mmHg or pulse rate below 60 bpm or above 80
bpm, and refusal of meals or below 25% meal
consumption, LVN 2 stated the assigned llcensed nurse
must assess tha resident, complete the shange of
condltlon evaluation, notify the physician, noflfy
responsible party or familly, inlilate & care plan, add

to the alert charting, and documint the monftaring

every shift for 72 hours, Furthermare, VN 2 stated the
negative outcome would be not heing abla to provide the

F0684
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restdent's change of condlticn and resldent's condition
could become werse,

On 10/10/25 at 1636 hours, an interview was conducted
with the DON, The DON stated abnormal vital sighs were
not a signifieant change and rot consldered a COC
(Change of GondRtion). The DON stated she did not
expect her Hoarsed nurses to do & follow up entry when
there are abnosmal vital signe and after providing
Interventions to reflact resident’s current condliion.

The DON was askad how she would know when the
resideat’s abnormaf vital signs {pulse rate) Improve if
thers wara no follow up asseasments and documentation
of the outcoma, the CON stated the nurses cannot .
document every hour since they had & lot of residents.
The DON stated she considerad a significant COC if the
residont’s maal Intake was 0 - 25% consecutively with
refusal for three to four days. The DON was Informed
and acknawledged the above findings. '

F0as0 Infection Prevention & Control FO880

88=D
CFR(s): 483.80(a)(1)(2){4)(e)()

§483.80 Infaction Control

The facility must establish and maintain an Infection
preventien and control program designed to provide a
safe, sanitary and comfortable environment and o help
prevent the development and transmission of
communicable diseases and infections,

§483.80(a) Infection preventlon and control program.

The facility must establish an infection prevention and
control program {IPCP) that must include, &t a minimum,
the followlng elements:

§483.80(a)(1) A system for preventing, Identifying,
reporting, Investigating, and controlling Infections

and communlcable diseases for all residents, staff,
volunlears, visitors, and other Individuals provlding
servlces under a conlractual arrangement based upen the
facility assessment conducted according lo §483.71 and
follewing aceepted national standards;

§483.80{a)(2) Written standards, policies, and
proceadures for the program, which must Include, but are
not Hmitad to:
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I FROVIDER'S PLAN OF CORRECTION

(I} A system of surveillance designed ta Identify
posslble communicable diseases or

infectlons before lhey can spread to olher persons in
the facilily,

(1) When and to whom possible incldents of
cemmunicable disease or infactions should be reported:

(i) Stendard and tranamission-basad pracautions to ba
fellowed to prevent spread of Infections;

(iviwhen and how lsolatlon should ba used for a
resident: ingluding but net limited to:

(A) The type and duratlon of tha Isolation, depending
upon the Infections agent or arganism involved, and

{B} A reguirement that the Isolation should be the
least resirictive possible for the resident under tha
circumstances,

(V) The clreumstances under which the facllity must
prohibit employees with a communicable disease or
Infeoted skin leslons from dirset contact with
resldents or thelr food, If direct contact wil

transmit the diseass; and

{v)The hand hyglene procedures to be foliowed by staff
Invelvad In direct resident contact,

§483.80{a){4) A system for recording Incldenls
Identiflad under the facllity's IPCP and the corrective
actions taken by tha faclilty.

§483.80(e) Linens.
Personnel must handle, store, process, and transport
linens so as to prevent the spread of Infection,

§483.80(F) Annual review.

The faellity will conduct an annual review of its IPCP
and update their program, as necessary,

This REQUIREMENT |s NOT MET as evidenced by:
Basged on observation, interview, medical record review,

and facillty P&P review, the facliity falled to
Implement the Infection control practices designed to
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Continued from page 14

provide the sefe and sanltary environment and help
prevent the development and transmisslon of diseases
and infections for one of four sampled resldents
(Resident 3).

* The facllily falled to ensure GNA 3 wore the
approptiate PPE when providing high-contacl resldent
care for Resldent 3. This fallure had the potential to
transmit communicable disoass to other residents
throughout the fasllity,

Findings:

Reavlew of the faclllty's P&P litled EBP daled 6/20/24,
showed the following:

- EBP used In conjunstion with the standard precautlons
and expand the use of PPE 1o donning of gown and glovas
during high-tontact resldent care activities and In
sltuatians of expectad exposurs to blood, body flulds,

skin breakdown, or mucous membranses that provide
opportunities for transfer of MDROs to staff hands and
clothing reduce transmisslon;

- facllity staff shall post a “visual alert” by the
restdent’s door indleating the high-contact resident
care actlviies requirlng the use of gowns and gloves
for residents with the following criterla for the
duratlan of a resident's stay In the facllity or unil
resolulion of the targetod criterla that placed them at
higher risk lika indwelting medioal devices with or

-‘without secretions or excretions even If the resldent

Is not known to be Infacted or oolonlzed with a MDRO
such as central lines, urlnary catheters, foading tube,
and frachaostomles;

- tha facilily shall provide required PPEs and
aloohol-based hand rub (ABHR) raadily avallable, and
PPEs may ba disorestly accessible (o staff o Use to
help maintain & home-llke environment as long as staif
are aware of which resldents requlre the use of EBP
priar to providing high-cortast care activiies; and

~ facility staff shali perform hand hyglene and will

don gown and gloves before performing the following
high-contact rasident care activities like drassing,
bathing/showerlng/lransfarring, providing hyglens,
changing linens, changing briefs or sssisting with
tolleting, device care of use of central fine, urinary
catheter, feeding tuba, tracheostomy or vantilator, and
wound care on chronle wounds requiring a dressing.
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Medlcal record revisw for Restdent 3 was inltiated on
10/10/25, Rasident 3 was admitied to the facliity on
10/6/25. :

Revlew of Res!dent 3's Order Summary report showed a
physlclan’s ordar dated 10/6/25, for EBP ralatad to the
indwelling devices.

Review of Resldent 3's H&P examination dated 10/7/25,
showed Resldent 3 had the capaclly to understand and
make decisions.

Qn 10/10/25 at 0865 hours, an observation of Realdant 3
and concurrent Interview was condugled with CNA 3.
Resldant 3's doar had signage Indicating the resldent's
roommate was on EBR Upon entering Resldent 3's room,
CNA 3 was observed wearing only gloves and transferred
Rosldent 3 to the wheelchalr, CNA 3 stated he assisted
Resident 3 with the morning cara like brushing his

teath and transfarring to the wheelehair in preparation

for dialysls plek up. CNA 3 stated he was aware

Resident 3 has dialysis and verified he wore only

glovas. CNA 3 verlfied the signage cutslde the door
showed Resident 3's roommate was on EBP and should have
worn the proper PPE,

On 10/10/25 at 0904 hours, an observatlon, interview

and concurrent madlcal record raview for Resldent 3 was
conducted with RN 3. RN 3 verified Resldent 3 had a
physlclan’s order for EBP related to the Indwelling

devies dua to having a central line for dlalysis

access, RN 3 stated the EBP sign outside Resident 3's
room should bave shown Resldent 3 was also on EBP per
the physlelan's order. RN 3 stated the sign must be
updated by the DSD because the D[} was responsible for
chocking and updating residents. who have orders for
EBP. RN 3 gtated all the staff should den gowns and
gloves during high-contact resident's care activities

like morning care and transfers to prevent the spraad

of Infection.

On 10/10/25 at 1360 hours, an Intervlew was conducted
with the IP nurse. The IP nurse stated for any

residents who have an crder for EBP, all staff must

wear gloves and gown when providing morning care and
transferring the residents. In addltion, tha IP nurse
stated she was responsible for placing the EBP signage
and PPE carts with the help of her assistant,
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Continued from page 16

Furthermere, the P nurse stated the negative cutcome
of the staff net following EBP would ba spreading the
staff's germs o the rasidents.

On 10/10/25 at 1536 hours, an interview was conducted
with the DON, The DON stated It was Imgortant for all
the staff to follow the EBP to pravent direct caregiver
transmission of any Infaction to the residsnls, The DON
was informed and acknowladged the above findings.

Resident Bad
CFR(s): 483,90(d)(3)

§483.90(d){3) Conduet Reguler Inspection of all bed
frames, matiresses, and bed ralls, if any, as part of a
regular maintenancae program to Identify areas of
possible entrapment. Whan bed ralls and malirassos are
used and purchased separately from the bed frame, the
facility rmust ansura that the bed ralls, maltress, and

bed frame are compatible,

This REQUIREMENT Is NOT MET as evidencad by:

Based on obsarvatlon, interview, madical record review,
fachity document review, and facflity PRP review, the
facllity falled to ensure the residents’ entrapment
asssssments were scourate arid complete for one of four
sampled residents (Resident 2) and che nonsampled .
resldent (Resident A} reviewed for grab rail use,

* The faclllty falled to ensurs the entrapment
assessment of the grab ralls were accurately completed
for Resldents 2 and A. This fallure had the potential

to negatively impact the residents resulting in

possible entrapment, serious Infury, and desath.

FindIngs:

According to the FDA's Hospltal Bad System Dimenslohal
and Assessment Guldence to Reduce Entrapment dated
3/10/06, the term "entrapment” describes an eventin
which a patientiresident Is caught, trapped, or

entangled In the space in or about the bed rail,

maliress, or hospital bed frame, Patient entrapment may
result in deaths and seticus Injurles. These entrapment
events have agcurred In openings within the hed ralls,
batween the bed rails and maliresses, under bed ralls,
hetween split rails, and hetwesn the bed ralls and head
ot foot boards. The population mast vutherable to
antrapment are elderly patients and residents,
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88 =D especlally those who are frall, confused, restless, or

who have uncontrolied ody movement. The seven areas in
the bed system whars there is potential for entrapment
are; ‘

- Zong 1: within the rall;

- Zone 2: under the rall, betwesn tha rall supports or
next to a single rall support;

- Zona 3; between the rail and the mattress:
= Zone 4: under the rall, at the onds of the rall;
= Zone 5: batween split bed ralls:

- Zene 6: betweon the end of the rall and the sids edge
of the head or foo! board; and

~ Zone 7: belwesn the head or foot board and the
mattress end,

Review of the facility's P&P titled Bad Safely ravised
12/2007 showed the following:

- {0 try to prevant deaths/Injurtes from the beds and
relatad equipment (including the frame, mattress, side
ralls, headboard, footboard, and bad accessorles), the
faclity shall promote the fellowing approaches ke
Inspection by maintanance staff of all beds and related
equlpment as part of our regular bed safety program (o
Identify risks and problems including potentlal
entrapmeant risks and review that gaps within the bad
system are within the dimensiens established by the
FDA; and

~ the maintenance departmant shall provide a copy of
Inspeciions to the Administrator and report resulis to
the QA Committee for appropriate action. Coples of the
Ingpection results and QA Committge recommendations
shall be maintalned by the Administrator andlor Safely
Committes,

a, Medloal revord review for Resldent 2 was Initlated
on 10/8/25. Resldent 2 was admilted lo the facility on
9/14/25, and readmilled on 9/27/25.

Review of Resldent 2's Order Summary report showed &
physiclan's order daled 9/29/286, for the bllateral grab

ralf for ease and comfart In bad mobillty, transfer,

and repositioning as enabler avery shift.
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Continued from page 18

Review of Resldent 2's MDS assessment dated 3/30/25,
showed Resklent 2's BIMS score was 12, indleating
moderate cognltive impalrment.

On 10/8/28 at 1117 hours, an observation of Resident

2's bed and cencurrent Intarvisw was conducted with CNA
2, Resldent 2 was nol present In her rcorn, Resldent 2's
bed had elavated halo style bilateral grab ralls, CNA 2
stated Resldent 2 used the bilateral grab rafls to

transfar. i

On 10/8/25 at 1125 hours, an observation and concurrent
interview was conducted with Resident 2, Resldent 2 was
awake, alert, and sitting up in wheelchaly In the

lobby. Resident 2 stated she used tha grab rails from

the bed to transfer to the wheelchalr,

b, Medical record raview for Resident A was Iniliated
on 10/10/25. Resident A was admittad to the facllity on
918/23,

Review uf Resident A's H&P examination dated /10725,
showed Resident A had the capaclty to understand and
make dacisions.

Review of Resldent A's Order Summary repori showed a
physician's order dated 8/12/25, for the bilateral grab

rell for easa and oomfort in bed motiily, transfor,

and repositloning as enakler every shift,

Raview of Residant A's MDS assegsment dated 9/14/28,
showed Resldent A's BIMS score was 15, indicating
cognltively Intact,

On 1010/26 at 1455 hours, ari cbasrvation and
concurrent Interview was condusted with lhe DON.
Resident A’s bad hed elevated hilateral grab rails, The
DON verified the findings and siated Rasident A would
use the bitateral grab ralls for bad mobllity and

‘during physical o occupational therapy ireatments.

On 1010/26 at 1603 hours, an interview and concurrent
facility document reviow was eenducted with the
Maintenance Supervisor,
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Continued from page 19

- Review of Resident 2's Bed Rall 7 Zones Entrapment
Assesament dated 9/16/25, showed Zones 1 through 7 wers
marked pass. Further review of Resident 2's Bed Rail 7
Zones Entrapment Assessment showed must assess the
entrapment for Zones 1, 3, 8, and 7, However, Zonas 2,

4, and 5 should have been marked as not applicabla

(N/A),

- Reviow of Resldent A's Bed Rall 7 Zones Entrapment
Assessment dated 9/12/25, showed Zonas 1 through ¥ wera
marked pass, Further raview of Resldent A's Bed Rall 7
Zones Entrapment Assessment showed must assess the
entrapment for Zonas 1, 2, 3, 6, and 7. Howevet, Zonas

4 and 5 should heve bean marked as not applicable

{N/A).

The Maintenance Suparvisor stated he was respensible
for completing the entrapment assessments of the grab
ralls after recelving the physlclan's order to apply

the grab rails fror the ADON. The Maintenance
Supervisor stated he used the tape measure to measure
the zohas and referred to the FDA Bed Syster guide for
entrapment. Tha Malntenance Supservisor was asked to
explain how to measure Zone 5 using the faclllty's

gulds of Bed Rall 7 Zones Entrapment Assesament gulde
with phola of the zones. The Malntenancs Superviscr
staled for Zone 5, he measurad from the top of the rall
to the top of the mattress. The Maintenance Supervlsor
was informad the correct and accurale prosess 1o
measure Zons § was to measure the langth of betwean
split bed ralis, which both Residents 2 and A have
bilaterail upper grab ralls only. The Malntenance
Bupervisor verified the above findings and statad the
anfrapment assessments were Inaccurate.

On 10/10/25 at 1836 hours, an Intervisw was conducted
with the DON. The DON was informed of Resident 2 and
A’s entrapment assessments, which all the zones were
marked "pass.” The DON stated st [zast the facility did
maote than it was suppased to agsess, Tha DON verifled
the Malntenanse Supervisor's assassments wara
Inaccurate and verifled the findings.
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This plan of correction constitutes the licensee’s written credible allegation of compliance.
Preparation and/or execution of this plan of correction does not constitute an admission of the facts
alleged or the conclusions set forth in the statement of deficiencies. The plan of correction is
submitted as part of the statutory requirements set forth in the Code of Federal Regulations, Title 42,
Section 489.13; State Operations Manual, Section 2612; and California Health and Safety Code,
Section 1280 and the facility does not waive its right to contest or pursue an appeal of the deficiency
as allowed under Federal and State Law,

F558

How corrective action(s) will be accomplished for those residents found to have been affected by
the deficient practice:

Resident 2 discharged to home on 10/30/2025 without negative impact to psychosocial well-being.
Facility provided reasonable accommodation of residents needs with health and safety as a goal.
No care issues identified during residents stay at the facility.

How the facility will identify other residents having the potential to be affected by the same
deficient practice and what corrective action will be taken:

On 10/24/2025 an audit was conducted by the Director of Nursing (DON) to identify residents
whose primary language is not English. These residents were assessed for their ability to
communicate their needs and to determine if there is a need for an interpreter, communication
boards, or other accommodations. No other residents affected by this deficiency.

What measures will be put into place or what systemic changes will the facility make to ensure

that the deficient practice does not recur:

On 10/21/2025, the DON and designee re-educated the staff and direct caregivers regarding residents
who do not primarily communicate in English to ensure the residents’ needs are met via an interpreter,
communication board, or other accommodations.

On 10/21/2025 the Administrator re-educated the staff during Monthly All Staff Meeting regarding the
availability of translator services in the facility.

How the facility plans to monitor its performance to make sure that solutions are sustained:

The Sacial Services Director (SSD) or their designee will conduct a weekly audit for the next three
menths of residents whose primary language is not English to ensure their needs are met, including but
not limited to providing communication boards and interpreter services as needed. The SSD or their
designee will report any findings at the stand-up meeting. Any issues identified will be corrected. The
SSD or their designee will report any trends to the monthly Quality Assurance Performance
Improvement Committee Meeting.

Completion Date 10/30/2025
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How corrective action(s) will be accomplished for those residents found to have been affected by the
deficient practice:

Resident 3’s care plan initiated on 10/6/2025, was reviewed and updated by the MDS Nurse on
10/17/2025. Apixaban side effect monitoring been ongoing thru Black Box Warning in MAR during daily
med pass by Licensed Nurses.

How the facility will identify other residents having the potential to be affected by the same deficient

practice, and what corrective action will be taken:

On 10/31/2025, MDS Nurse conducted audit of residents on Apixaban to ensure a care plan was in
place that addressed the use of the medication. No other residents were affected by the deficient
practice.

What measures will be put into place, or what systemic changes will the facility make to ensure that
the deficient practice does not recur:

On 10/28/25 and 10/31/2025, the Director of Nursing Services re-educated the licensed nurses and MDS
nurses on reviewing and updating care plans, including, but not limited to, the use of Apixaban.

How the facility plans to monitor its performance to make sure that solutions are sustained:

The Medical Records Director (MRD)/designee will audit the care plans for all new admissions daily,
Monday to Friday, for the next three months to ensure there is a care plan for Apixaban. The
MRD/designee will report any findings to the DON for follow-up. Any issues identified will be corrected.
The DON or their designee will report any findings/trends to the monthly Quality Assurance
Performance Improvement Committee Meeting.

Completion Date: 10/31/25
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How corrective action(s) will be accomplished for those residents found to have been affected by

the deficient practice:
Resident 1 discharged 09/17/25.

How the facility will identify other residents having the potential to be affected by the same
deficient practice and what corrective action will be taken:

On 10/27/2025 residents on dialysis were reviewed by DON and ADON to ensure that any changes
in condition, such as abnormal vital signs or meal refusals occurring three or mare times, were
reported to the attending physician. No other resident was affected.

What measures will be put into place or what systemic changes will the facility make to ensure
that the deficient practice does not recur:

On 10/28/2025 and 10/31/2025, DON provided In Service to Licensed Nurse to re-educate on the

following:

1) Abnormal Vital Signs(Pulse)- reassess resident for signs and symptoms of any significant decline
then initiate a change of condition (COC) to include but not limited to reporting new onset of COC
to physician and family AND monitoring of vital sign in a timely manner to include documentation
of reassessment in the residents medical record.

2) Oral Intake/Meal Consumption- review residents usual meal intake and history of refusal of meals
of 3 or more if any then initiate a change of condition (COC) if finding is significant to include but
not limited to notification of Physician and family.

How the facility plans to monitor its performance to make sure that solutions are sustained:

The ADON and or Designee with Medical Records will review the 24-hour report for any changes in
condition to ensure the physician was notified. Any issues identified will be corrected. The DON or their
designee will report any trends to the monthly Quality Assurance Performance Improvement
Committee Meeting.

Completion Date: 10/31/25
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How corrective action(s) will be accomplished for those residents found to have been affected by
the deficient practice:

On 10/10/25, IP Nurse added a visual alert sign of Letter “A” to designate the resident on EBP,

How the facility will identify other residents having the potential to be affected by the same
deficient practice and what carrective action will be taken:

On 10/10/25, the IP nurse reviewed the surveillance log to ensure that any resident requiring EBP
has the appropriate sign on the door. No other issues identified.

What measures will be put into place or what systemic changes will the facility make to ensure
that the deficient practice does not recur:

On 10/27/2025, the DON re-educated the IP nurse and the nursing staff on EBP, including but not
limited to, the residents' conditions that require EBP, and when to don PPEs during contact with
residents on EBP and to provide visual alert sign by the door to designate the resident requiring EBP.

On 10/13/2025, the IP nurse provided an InService on Enhanced Barrier Precaution (EBP)to direct care
staff especially to C.N.A. including but not limited to proper use of PPE during high contact activity i.e.

when providing ADL's.

How the facility plans to monitor its performance to make sure that solutions are sustained:

The IP and/or designee will conduct a random review of five (5) residents who require EBP to ensure
the signage is installed correctly. Observation will be conducted weekly for the next three months to
ensure staff are donning the appropriate PPE at the right time. Any issues identified will be corrected.
The IP and/or designee will report any trends to the monthly Quality Assurance Performance
Improvement Committee Meeting.

Completion Date: 10/31/25
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How corrective action(s) will be accomplished for those residents found to have been affected by
the deficient practice:

Resident 2 discharged 10/30/25.
Resident A discharged 10/16/25.

How the facility will identify other residents having the potential to be affected by the same
deficient practice and what corrective action will be taken:

All residents who use the bedrails are affected. On 10/13/2025 the Maintenance Director (MD) and
Designee inspected all residents’ beds with bed rails to identify areas of possible entrapment and
document the findings accordingly. No other resident affected by this deficiency.

What measures will be put into place or what systemic changes will the facility make to ensure
that the deficient practice does not recur:

On 10/13/2025, the Administrator re-educated the Maintenance Director (MD) regarding the regular
inspection of all bed frames, mattresses, and bed rails, if any, as part of the regular maintenance
program to identify areas of possible entrapment. The MD will conduct the bed entrapment
measurement/inspection every time a bed rail is installed on the bed. The results of the
measurement/inspection will be submitted to the Administrator.

How the facility plans to monitor its performance to make sure that solutions are sustained:

The Administrator or their designee will conduct a random audit of the bed inspection log once a week
for the next three months to ensure that bed inspections are performed according to schedule. The
Administrator or designee will report any findings to the stand-up meeting. Any issues identified will be
corrected. The Administrator or their designee will report any trends to the monthly Quality Assurance
Performance Improvement Committee Meeting.

Completion Date: 10/31/25



