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Preparation and execution of this
F 000 | INITIAL COMMENTS F Q00 Plan of Correction does not
The following reflesta fhe find - constitute an admisslon or
o following reflects the findings of the ment ,
California Department of Public Health during a ?r%r;eof th et?;ggeaﬁg;:ge;rd the
ificati )
Federal Recertification survay conclusions set forth in the
Tha facility's census was 33. The sample siza Statement of Deficlencies. The
was 72 Plan of Correction Is prepared
F 584 | Safe/Claan/Comfortable/Homelike Environment Fss4| and/or executed because it is
$89=D | CFR(a): 483.10()(1)~(T) required by the provisions of
Federal and State law. This
§483.10(i) Safe Environment. response and plan of correction
The resident has a right tc a safe, clean, constitutes the facility’s allegation
comfortable and homelike environment, including of compllance in accordance with
::t “;t_tg";c':r“g:i‘;" "]'?‘z:“":gf:eatmem and section 7305 of the State
Pk y ving saiely. Operations Manual.
The facility must provide- I o
§483.10(i)(1) A safe, clean, comfortable, and Z Q\Zoq.;
homelike environmaent, allowing the resident to F584 safe/Clean/Comfartable/
uss his or her personal balongings to the extent Homelike Environment
possible, :
(1) This includes ansuring that the resident can
recelve care and services safely and that tha Maintenance staff fixed residents
Physical layout of the facility maximizes resident drawer and light switch so
indapendence and does not pose a safety riak. .
| (i) Tha facility shail exercise reasonable care for resident could use independently.
| | the protection of the resident's property from loss ' ‘
| |orthet. - : { Maintendnce supérvisor
t §483.10(1){2) Housekeeping and malntananse performed an audit on all drawers
sarvices necessary to maintain a sanitary, orderly, and light switches in residents
and comfertable interior; rooms and no ather deficient
§483.10(1)(3) Claan bed and bath linens that ars practice was noted.
in good condiflon;
The Safe Environment policy
5483.10(1)(4) Private closat space In aach - .
resident room, as spacified in §483.90 (e)(2)(iv); states the facility will provide a
LABQRATORY DIREC () DA'F:ﬁ
YAy Y " \ '3 \ {?ﬂ i
Any deficiancy statament ending with An asterisk (*) denotes g deficiency which the institutlon may be excused from worrecing providing it is determinad that

other safeguards provide sufficiant prbtention te
following the dite of survey whethar br not s ple
days following the date theae docyments are m

program pariclpation.

n of correction |a provided, For nursing homes,

he patients . (3ee instructions,) Exoept for nursing homas,
tha above findings and pians of cerection are discloaabls 14
ude available ¢ the faclity. If deficlencles ars cited, an approved plan of camection is réguisite fo continued

the findings stated above are disclosable 60 deys
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F 584 | Continued From page 1 ‘ F 584 safe, clean, comfortable and

£483.10{))(5) Adaquate and comfaortable lighting
lavels in all areas;

§483.10(i}&) Comfortable and safe temperature
levals. Facllities Initially certified aftar October 1,
1990 must maintain a temperatura ranga of 71 to
B1°F: and

£483.1i)(7) For the maintenanca of comfortable
sound |evals,

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, interview, and racord
review, tha facility failad to provide a homelike
anvironment for one of 22 sampied residents
(Resident 248), when ths light switch bahind
Resident 248's bad was broken and Kept in a
non-operational drawer.

This failure had the potential to nagativaly impact
Rasident 248's paychosocial well-belng, ability to
raad, and acceas to parsonal belongings.

Findings:

A review of Resldant 248's "Resident Faca Sheaf"
indicated she wasa admifted to the facility on
12/28724 with a diagnosis of right femur (the large
bona in the upper part of your lag) fracture.

Araviaw of Resident 248'a "Physician Ordar
Report,” dated 12/1/24-12/31/24, indicated sha
had the capacity fo understand choices and make
haalth care declgions.

During a congurrent abaervation and interview on
1/8/25 at 10:67 a.m. with Resldent 248 in her
room, Resident 248's wall light bahind her bed

homelike environment, allowing
the resident to use his or her
personal belongings to the extent
possible, Staff was provided an
in-service by the administrator on
the Safe Environment policy on
1/21/25-1/23/25 to include how
to alert Maintenance Department
of any needed repairs via TELS,
email or phone call,

Maintenance Supervisor will add a
Monthly Inspection for all safe
functioning of furnishings in a
patient room to the TELS
maintenance system. The results
of the inspection will be given to
the administrator. Results will be
reported at QAPI for the next 3
months or until 90% compliance is
reached,
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F 584

Continuad From page 2

was broken and the light's awitch was kapt in the
nightstand's top drawer. Resldent 248 stated the
nightstand's top drawer was "stuck" and she
could not open It on har own. Residant 248
further statad it botherad her that she could not
turn on the light fo read or reach her personal
itams without calling for azsistance and she
askad staff to fix the light and drawaer savaral
times.

During a concurrent observation and interview on
1/06/25 at 1:05 p.m. with Licensed Nurse 2 (LN 2)
in Resident 248's room, LN 2 confirmed the
nightstand's top drawer was "vary hard" to open
and the light switch was not operational. LN 2
stated Resident 248 should he able to open the
drawar on her awn to reach her parsonal ltems
and to turn on the light. LN 2 further stated it was
vary impartant that Resldent 248 faels welzomed
and comfortable and to malntain as much
independencs as possibla,

During & concurrant observation and interview on
1/8/25 at 10:18 a.m, with the Director of
Environmental Services (DES) In Residant 248's
room, DES conflmnad tha light switch was broken
and stated the expectation was it should have
been a prionty repairing the ltems bacause it
might have affected the quality of residents' stay
at the facllity, DES furthar stated the goal was 1o
keap residents’' anvironment as comfortable and
homalike as posslible.

A reviaw of the facility's policy titiad, "5 afe
Environment,” ravised 1/2025, Indicated, “The
facility will provide: A ... homalike environmant,
allowing the resident to use his or her persanal
belongings ... adequata lavals of llumination
sultable for tagke the realdent choosas to parform

F 584
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§483.21(b) Comprehenslve Cara Plans
§483.21(b){1) The facility must develop and
implament a comprehensive person-centered
cara plan for aach resident, consistant with the
resident rigihts =et forth at §483.10(¢)(2) and
£483.10(c)(3), that includes measurable
objectives and timeframes to mast a resident's
madical, nureing, and mental and psychosocial
neads that ara identifisd in the comprehensive
agsessment. The comprehansive care plan must
describe the following -

(i} The servicas that are to be fumnished to attain
or maintain the resldent's highest practicable
physical, mental, and pasychosacis| well-baing as
required under §483.24, §483.25 ar §483,40; and
{ii) Any servicas that would otherwise be required
under §483.24, §483.25 or §483.40 but are rot
provided dua to tha resldent's axercize of rights
under §483.10, including the right to refusa
treatment under §483.10{c)(8).

{lli) Any spacialized services or specialized
rehabiiitative servicas the nursaing facility will
provide as a rasult of PASARR
recommendations, If a facitity dlsagraes with the
findinge of the PASARR, it must indicate its
raticnale n the residant’s medical raocord.

(iv}in consultation with the resident and the
resident's rapresantative(s).

(A) The resident's goats for admisaion and
deslred outcomes,

(B) The resldant’s preference and potantial for
futura discharge. Facilitios must document
whaethar tha resident's desire to return to tha

CENTERS FOR MEDICARE 8 MEDICAI RVICES QMB NO. 0838-0301
STATEMENT OF DEFICIENCIES {*1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONETRUGTION (X3) DATE BURVEY
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION EHOWLD BE GOMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TG CROSE-REFERENGED TO THE APPROPRIATE oaTE
DEFICIENCY) '
F 584 | Continued From page 3 F 584
... maintain all mechanical, alactrical ... aquipmant F656 Develop/Implement
... In safa oparating condition.” Comprehensive Care Plan
F 656 | Davalop/implamant Comprehensiva Cara Plan F 656
§8=D | CFR{(s): 483.21(b)(1)(3) 2l 'Zozﬁ

Resident 148 care plan was
updated to reflect use of
continuous oxygen at two liters
per minute. Resident no longer
resides in the facility,

Comprehensive care plans of
residents on oxygen were
reviewed by the Health
Information Coordinator and no
other residents were affected by
this deficient practice.

Licensed Nurses were in-serviced
by the Director of Staff
Development (DSD)/Health
Information Coordinator (HIC) on
the development and
implementation of a
comprehensive care plan, per
policies: Baselina Care Plan and

_Interdisciplinary Team/ Care Plan
Process on 1/24,25. The Q) Nurse
will also in-service licansed nurses
on individualized care plans.
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X4 D SUMMARY STATEMENT OF DEFIGIENCIES ‘ it PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EAZH DEFICIENGY MUST BE PRECEDED BY FULL PREFLX (EACH CORRELTIVE ACTION SHOULD BF EOMPLATIGN
TAG REAULATORY OR LEC IDENTIFYING INFORMATION) TAG CROAH-REFERENCER TOY THE APPROFRIATE DATE
DEFICIENGY)
F 856 | Continued From paga 4 F 856 The Health Information
community was assessed and any referrals to Coordinator will audit oxygen care

local contact agencies and/or other appropriate plans for residents utilizing

entities, for this purpose. :
{C) Diacharge plans in the comprehensive care supplemental oxygen weekly. The

plan, as appropriate, In accordance with the audit findings will be submitted to
requirernenta set forth in paragraph (c) of this the DON. The resuk of the audits
saction.

§483.21(b)(3) The services provided or arrangad will be rePOrFEd at quarterly QAPI
by the facliity, a5 outlined by the comprahensive and will continue for 3 months
care plan, must- time or until 90% compliance Is

(iii) Be culturally-compatent and frauma-informed.
Thiz REQUIREMENT I not met as avidenced
by:

Baged on obgarvation, interview, and record
review, the facility failed to develop a
person-centered cars plan for one of 22 sampled
regidents (Resident 148), whan Resident 148's
gare plan did not indicats he was recelving
oxygen therapy,

reached.

This faifure decreased the facility's potantial ta
meet Reaidant 148'a care needs.

Findings:

A review of Residant 148's "Regident Face Shest"
indicated he was admitted ta the faacility in
Dagember 2024 with diagnoses including chronic
tbatructive pulmonary disease (COPD-a chronic
lung dizeass causing dificulty in breathing) and
dependence on supplamental oxygen.

During an obsarvation on 1/6/25 at 2,35 p.m. in
Rasidant 148's room, Rasident 148 was observed
recaiving oxygen at two litars per minuts via nasal
cannuta (a device that gives you additianat
oxygen through your nogs),

A raview of Resgidant 148's "General Order,"
FORM CME.2867(02-66) Pravious Versians Crheolala Evant (D 01WN Facility I0; CA030001134 It eontinuation sheat Page 5 of 30
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F 656

F 658
85=D

Continued From paga &

datad 1/3/25, indicated Rasidant 148 was on
oxygen at two liters per minute every ghift,

During concurrent interview and record review on
1/8/25 at 1218 p.m. with Licangad Nursa 4 (LN
4), Rasident 148's care plan was reviewad. LN 4
confirmed there was no oxygen care plan in the
clinical record and stated a care plan was neaded
50 staff would know Reasidaent 148's care needs.

During an intarviaw on 1/8/25 at 1:08 p.m. with
the Interim Director of Nursing (IDON), IDON
stated his axpectations were all residentz shauld
have care plans; otherwisa, there was a potential
for nurses not to be able to provide the residents’
CHre nagds,

A review of the facllity's policy fitled, “Care Plan
Process," revisad 12/15/21, indicated, "Each
regident willhave a care plan that is initiated upon
admission ... to assure that the residents
immadiate care naeds are mat and maintained.”
Services Provided Maet Professional Standards
CFR({a); 483.21{b)3 X1

§463.21(b)(3) Comprahensive Care Plans

The services provided or arranged by the facility,
as outlinad by the comprehensive care plan,
must- )

(i) Maet professional standards of guality.

This REQUIREMENT s not mat as evidenced
by: ‘
Based on cbaarvation, Interview, and record
raview, the facility failad to providae services
according to profeasicnal standards of quallty for
ona of 22 sampled rasidents (Resident 198),
whan Licenged Nurse 1 (LN 1) prepared & .
medication for Rasident 188 taken from another

F 656

F 658

Professional Standards

facility.

deficient practice.

F658 Services Provided Meet

Rasident no longer resides at the

Any resident has the potential to
be affacted by the same aileged

2lahogt
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F 658 | Continued From page & F 658 . . .
resident’s medication supply. 1 on 1 in-service was given to LN1
on 1/6/25 by RN- infection
This failure dacreased tha facility's potential to Praventionist on Medication
safely administar medications to residants, Administration General
Findings: Guidelines, including the five
rights of medicati
A reviaw of Resldant 198's "Resident Face Shast” g ts? m R ‘cation
indicated Resident 198 was admitted to the administration.
facility in Dacember 2024 with diagnoaes
including right hip fracture and chronic Licensed Nurses given an In-
constipation, . .
P service by Director of Nursing on
A raview of Resident 198's "Prescription Order," 1/24/25 regarding Medication
dated 12/22/2024, indicated an order for Administration General
polyethylena glycol (medication used to treat Guideli includi h i
constipation) once a day. videlines, Including the 5 rights
of medication administration.
During & concurment obaarvation and interview on .
1/8/25 at 9:17 a.m, with LN 1, LN 1 was observed DON will parfo ki
praparing polyethylene giycol for Resident 198, will pertorm weekly med
LN 1 removed the medication from a plastic bag pass observations with licensed
and the bag's label indicatad a differant resident's nurses x 1 month, then monthly
name, LN 1 confirmed she preparad Resident
198'a medication after taking it from another for3 months. The pharmacy
rasident's bag and statad sha should have taken nursing consultant will perform a
it rom the facility's madications stock; otharwise, med pass observation quarterly
the medication might have the wrong dose and . .
Resident 198 might have an adverse effect. with results given to the DON,
The results of the audit will be
During an interview on 1/8/25 at 12:38 p.m. with glven to the DON/SNF
the Interim Director of Nursing (IDON), \DON Administ Resul il
stated his expactations ware nurses should have ministrator. Results will be
followad the five rights of medication reported at quarterly QAP for the
adminigtration (right patient, right madieation, next 3 months ar until 90%
right time, right dose, and right routa); otherwise, .
thera was a potential for residants experienging compliance is reached.
adverse affects if given madicaiions that did not
belong to them.
FORM CMB.1507{02-88) Previcus Versions Cpsolela Evant (DWW Fagtity 1D; CADS0009131 If continuation sheat Pegs 7 of 30
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F 858 | Continued From page 7 F 858
A raviaw of tha facility's poliey and procedure
(P&P) titled, "Medication Administration Genarai
Guidelines," datad 1/21, indicated, "Read
madication label thres times bafore preparing
madication, when pulling medication package
from med cart, when dose is prepared and bafora 677 ADL Care Provided for
dose is administered.” P&P further indicated,
"Madications supplied for one resident are nevar Dependent Residents 2.‘41 ‘7;1&"
administarad to another resident.”
F &77 1 ADL Care Provided for Dependant Residents F 677 Resident 248 no longer resides at
85=0 | CFR(s): 483.24(a)(2)

£483.24(a)(2) A resident who is uneble to carry
out actlvities of dally living receives the necessary
s@ryices to maintain good nutrition, grooming, and
personal and oral hyglens;

This REQUIREMENT is nof met as evidenced
by:

Basad on observation, interview, and record
reviaw, tha facility failed to provide adequate
assistance with activities of dally living (ADLs-
activities such as bathing, dressing and toileting a
parson parforma daily) for ohe of 22 samplad
rasidants (Residant 248), when Residant 248 was
not offered or givan showers as acheduled.

This fallure had the potential to negatively impact
Resident 2468'a cleanliness, discomfort, and
psychosocial well-baing.

Findings:

A review of Residant 248's "Rasident Face Shaat"
Indisated she was admitied to the facilty on
12/20/24 with a diagnesis of tight femur {the targa
bone in the upper part of your leg) fracture.

the facility.

The Director of Staff Development
completed an audit on other
residents and no other
deficiencies were found, All
residents have the potential to be
affected by the alleged deficient
practice.

The Director of Staff Development
performed an in-service for
Licensed Nurses and CNA‘s on
1/14/25 ragarding residents
shower schedule and reviewed
the policy of Necessary Care and
Services: Actlvities of Daily Living.

Director of Staff Development will
review shower sheats weekly for 3
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A raview of Rasident 248's "Physidian Order
Report,” dated 12/1/24-12/31724, indlcatad ghe
had tha capacity to understand choices and make
health care dacisions. Tha report further indlcated
Resident 248 should have showared twice a
weeak on Menday and Friday.

Curing a concurrent abservation and interview on
1/6/25 at 10:57 a.m. with Resident 248 in her
room, Resident 248 was lying in bed and wearing
a hospital gown with a large brown area on the
upper chast site, Rasidant 248's hair was
unkempt and matted on the back of her haad.
Resident 248 stated she did not have a shower
gince her accident and would "love" to have a
showar and her hair ta be washed. Resident 248
furthar stated she asked staff on several
ocoasions for a shower and nons of them
discussad a showar schedule with her,

A reviaw of Resident 248's "Care Plan,” dated
12/29/24, |Indicated Resldent 248 neadad
assistanca with bathing and personal hygiena and
{o be showarad/bathed two times a week as
schaduled.

During a cancurrant interview and record review
on 1/7/25 at 2:28 p.m. with Cerlified Nursing
Azsistant 1 (CNA 1), Resident 248'e shower
shants and clinical recard were reviewed. CNA 1
stated sha did not recall offaring a ahowar or bath
o Resident 248 during her stay and could not find
a documentation in the clinical record that a
showaer ar hath was offered, refusad, or given on
the shower's scheduled dates 1 2/30/24, 1/3/25,
and 1/8/25. CNA 1 stated it was tha CNA's
respongibility to check Resident 248's shower
schaduls, to offer her a showsr or bath and asalgt
her as neadad,

F&77

months and report findings to
DON/SNF Administrator. Resuits
of the audits will be reportad at
QAPI for the next 3 months or
until 90% compliance is reached,
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Caontinuad From page 9

During a concurrent intarview and record review
on 1/7/25 at 2:33 p.m. with Licensad Nurse 1 (LN
1), Resident 248's shower sheats and clinical
record ware reviewad. LN 1 could not find a
decumentation In the clinical record that a shower
or bath was offered, refused, or given on the
shower's gcheduled dates 12/30/24, 1/3/25, and
1/8/25. LN 1 stated CNAS should have offerad
Resident 248 a showar or bath according to the
shower calendar and documanted on tha
"Showar Day Skin Ingpaction Sheet" whethar it
was given or refused. LN 1 further stated
Rasidant 248 might becorme depressed or might
develop skin [ssues because of uncleanliness
and not buen offered a shower.

A reviaw of the faciiity's policy titlad, "Necassary
Care and Services: Activities of Daily Living,"
dated 11/2024, indicated, "The fadiiity will ensure
that a resident who is unable to carry out activities
of dally iiving recaives the necessary servicas to
rmaintain good ... greeming ... and parsanal
hygiene."

Frae of Accident Hazargs/Supervision/Davices
CFR(s): 483.25(d){1)(2}

5483 25(d) Accidents,

The facility must enaura that -

§4683.25(d)(1) The resident environment remains
as free of acgident hazards as is possible; and

§483,25(d}{2)Each resident receivas adequate
supervision and astistance devices fo prevent
accidents,
This REQUIREMENT is not met as svidenced
by:

Based an observation, interview, and record

F 677

F 689

FE89 Free of Accident
Razards/Supervision/Devices 2-' 4| l‘hls*

Resident 15 was assessed and
sent to the acute hospital to for a
follow up assessment.

The sling that broke during the
transfer was immediately
removed from service, All other
slings were inspected by the DON,
DsD and maintenance supervisor.
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review, the faciiity fajled to ensure safety
measuras ware in place for ona of 22 sampled
razidents (Rezident 15), when Rasident 15 fall to
the floor during transfer and sustained a blunt
haad injury (when the head hit a hard objact or
surface without breaking the skull) and a scalp
abragion (cut of the scaip).

This fallure decreasad the facility's potential to
prevant Residant 15's fall 2nd injury.

Findings:

A review of Residant 15's "Residant Faca Sheet"
indicated Rasident 15 was admitted to the facility
in 2019 with a diagnosis of paraplegia (loss of
movement and/or sensation, to some degres, of
tha lags).

A reviaw of Resident 15' "Physician Order
Repont," datad 1/1/25 to 1/31725, indicated
Ragidant 15 had no capacity to understand
choices and make haalth care decisions due to
demantia (a progressive state of decline in
mental abillties). Resident 16 had an order ta ha
"up in chair dally as toleratad."

A review of Residént 15's "Johng Hopkinz Fall
Riak Assegsmant Tool" dated 11/18/24, indicated
Residant 15 had modarate fall tigk.

During an interview on 1/8/25 at 11,56 a.m, with
Carified Nurging Assistant 4 (CNA 4), CNA 4
confirmed witnassing one of the loops from tha
head of the sling broke during Rasidant 15's
transfer and as a raavit, Resident 15 fall to the
floor and hit his head. CNA 4 statad thers was no
writtan expiration date on the aling during
inspaction,

inspected by the maintenance
supervisor. No other slings were
noted to have a tear, but undated
slings were removed from service.
New slings were ordered and a
start date was placed on all new
slings. An inspection log was
created on paper and in the EHR
system for sling inspection prior
to use of a sling,

In-service provided by the

Director of Staff Development for

CNA’s on 1/15/25 to staff on the
mechanical lift policy and fali
prevention policy.

Maintenance created a monthly
inspection to mechanical devices
and slings in use in the TELS
maintenance system

Director of Staff Development wil!
audit sling sheets daily for 3
months to ensure that all slings
have been inspected prior to use.
The results of the audits will be
given to the DON/SNF '
administrator. Resuits will be
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F 689 | Continued From page 11 F 689 reported to quarterly QAPI for the
next 3 months or until 100%
A raviaw of Resldent 15's "Observation Detail List compliance is reached.

Raport," dated 11/17/24, indicated Resident 15
had a fell on the morning of 11/17/24 during a
machanical lift from bed and sustained a bleading
from head,

A review of Resident 15's "Resident Progress
Notes," dated 11/17/24, indicated, *... [Resident
18] felt during transfer from [mechanical lift's]
sling ... The sling from [mechanical lifi]
malfunctioned and [Raesident 15] fell landed on
the floor ... hit his head and is bieading."

A review of Resident 15's hospital "Diacharge
Instructions Document,” dated 11/17/24, indicated
Resident 15 was in the hospital for fall, scalp
mbrasion, and blunt head injury.

A review of Residant 15's "Care Plan History,"
datad 11/17/24, indicated Resident 15 had a
"witnegsed fall with haad injury.”

Duting an interview on 1/9/25 at 9:59 a.m. with
the Director of Staff Development (DSD) and
Interim Director of Mursing (IDON), DSD
confirmed Resident 15 fall during transfer due to
a broken sling, IDON atated the expectations
ware staff shauld have Inspocted Resident 15'a
giing to make aure it was intaet, had no damage,
no break, and was not expired.

A review of the facility's policy titled, "Mechanicat
Lift Policy," dated 10/30/22, indicated, "Slinga will
be maintained in approptiate condition for usg
with resldents. Slings will be documentsd with a
(in usa start date) upon initial use by community.,
Elings will be inspacted prior to each use for
compromised matenal including frayed sling
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loops, frayedfloose seams, and weakness in
fabric.”

A review of the facility's policy titiad, "Fail
Pravention Program," dated 5/25/21, indicated,
"Residents will be pravided an environmant which
wlll reasonably maximize safsty while maintaining
an optimal level of ndependance,”

F 761 | Label/Store Drugs and Biologicals F 761
S5=E | CFR(s). 483.45(g)h)(1)(2)

§483.45(9) Labeling of Drugs and Blologlcals F?
Drugs and biologicala uged in tha facility must ba 61 Label/Store Drugs & Z’ﬂ|m1§
labeled in accordance with currently sceepted Blologicals

profassional princlples, and include the
appropriate accessory and cautionary
instructions, and the expiration date when

applicable. Residents 14, 148 and 149
undated medications was

§483.45(h) Storage of Drugs and Biologicals discarded

§483.45(h)(1) In accordance with State and

Fedaral laws, the facility must store all drugs and New medication was delivered for

biologicals in locked compartments under proper Residents 14,148 and 149. New

termpearaiure gontrols, and permit only authorized . .
personnel to have accass to the keys. medications were dated with
open and discard dates,
§483.45(h(2) The facility must provide separately
Inckad, permanently affixed compartiments for .
storage of controlled drugs listed in Scheduls I of Licensed nurses inspected all

tha Comprehansive Drug Abuse Prevention and medication and treatment carts
Conirol Act of 1976 and other drugs subject to for any undated and expired

abuse, except when the facility usas single unit .
package drug distribution Bystems in which the medications and treatments. No

quantity stored is minimal and a missing doae can other undated or expired

be readily datacied, medicati

This REQUIREMENT is not met as evidenced edication or treatments were
by: found,
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Based an cbservation, interview, and record
review, the facility failed to properly store
medications for threo residents (Resident 14,
Resident 148, and Resident 149) of a cengus of
33, whan threa opened inhalers wera not dated
with open and discard dates.

This failure decreased the facility's potential to
properly store residents' medications and ensure
medication potency.

Findings:

A raview of Resident 14's "Resident Face Sheet"
indicated Resident 14 was admitted to the facility
tn Octobar 2024 with dlagnoses including chronle
obatructive pulmonary disease (COFD-3 chronic
lung dissase causing difficutty in breathing) and
asthma (chronic diszase of the lungs that mekes
it difficult to breatha),

A review of Resident 148's "Resgident Face Sheet"
indicated Residant 1458 was admitted to the
facility In Decemnber 2024 with a dlagnoss of
COPD,

A review of Resident 149's "Resident Face Sheet"
indicated Resident 149 was admitted to the
facility in January 2025 with a diagnesis of COPD,

During a concutrant obsarvation and interview on
1/7/25 &t 1:01 p.m. with Licansed Nurga 4 {LN 4),
LN 4 confirnad the fellowing opened medications
wearg stored in madication cart thres without open
of discard dates:

« Rasident 14's fluticasona furoate, umeciidinium,
and vilantero! inhaler (treats asthma and COPD)
indicated {o discard six waeks after opening the
fail tray;

Any resident could potentially be
affected by this alleged deficient
practice.

Licensed Nurse 4 was given a 1 on
1 in-service on Medication
Administration General
Guidelines, included dating when
inhalers are opened/put into
service and discard dates by RN-
Infection Preventionist.

Licensed nurses in-serviced by the
infection Preventionist RN on
1/7/25 on Medication
Administration General Guidelines
to included dating when inhalers
are opened/put into service and
discard dates. Pharmacy nursing
consultant will conduct med cart
audits quarterly to ensure that
medications and treatments ara
dated and not expired, The
results will be presented to the
DON.

The DON will perfarm weekly
audits oh propetly dated
medications in carts x 1 month,
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F 761 | Continued From page 14 £ 781 then monthly to ensure that
- Resident 148's fluticasona and salmaterol outdated, contaminated,
inhalar (treats asthma and COPD), Indicated to discontinued, undated medicine
g:n:ard one month after opening the foil pouch; in medication and treatment carts
- Residant 149's fluticasone furoate [nhaler (treats are removed. Resuits of the
asthma and COPD), indicated to discard six audits will be presented to the
waaks after apening the foil tray. administrator and reviewed at
LN 4 statad opened madications might not be quarterly QAPI meetings. 90%
affactive if given past the discard date and might compliance for 3 manths will
nat freat the respiratory condition. LN 4 further achi P :
stated open and discard dates should have been eve substantial compliance,
writian an the medications according to
manufacturers racommendations.
During an Interview on 1/8/25 at 12:40 p.m. with
the Interim Director of Nursing (IDON), IDON %
stated madications should have apen and discard
dates to ansura baan given for the maximum
affect. IDON further stated residentg might not
get the maximum effect of medicationa if given
past discard date.
FB04 Nutritive Value/Appear,
A raview of the factlity's policy and procedure Palatable/Prefer T /Appear, Zhlbl_g
titted, "Medication Administration General atable/Frefer Temp
Guidslines," datad 1/21, indicated, "The nurse
shall placa a 'data opened' sticker on the
medication .., and cartain products have specifled N \
shortened end-of- use dating, once apenad, to No spe:-clflc resident was identified
sngure Medication purity and potency. , as having been affected by the
F 804 | Nutritive Value/Appear, Palatable/Prefer Tamp F 804 alleged deficient practice,
S9wE | CFR(s): 483.60{d){1)(2)
£463 60(d) Food and drink Any resident could potentially be
Each resident receivas and the facility proviges- affected by the allegad deficient
actice,
§483,60(d)(1) Food prepared by meathods thai practice
consarve nutritive value, favor, and appearanca;
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5483 .60(d)X2) Food and drink that is palatabla,
attractive, and at a safe and appetizing
tamperatura,

This REQUIREMENT is nof met as evidenced
by:

Basad on observation, interview, and record
review, tha facility failed to ansure the nutritive
valuas of food were consarved during preparation
for a census of 33 residants, when Cook 1
preparad quicha (an entrée for lunch) without
measuring the ingredienis and following the
reclpe.

This failure decreased the facility's potential to
meet the residents' nutritional neads,

Findings:

Durlng a coneurrant obgervation and intarview on
1/8/25 at 9:45 a.m. with Cook 1 jn the main
kitchan, Cook 1 was obsarved mixing the
Ingredients whan cooking quiche. Cook 1 did not
follaw the raclpe and poured unmaasurad
amounts of liquid aggs and heavy cream in a pot.
Cook 1 confirned she did not follow the recipe to
cook quiche and stated she did not nead to
measune the amounts of liguid eggs and heavy
craam. Cook 1 also stated ahe was unable to tel!
the axact numbers of servings to be praparad.

A raview of the facility's recipe titled, "Quiche Du
Jour," datad 2024, indicated, onm gallon (a unit of
measure) plus three and quarter of a quart (a unit
of measure) of liguid eggs, and thrae quarts plus
three cups (a unit of measure) of haavy cream
shouid be used to prapare 180 servings of
guiche,

Director of Culinary Experience in-
service all chefs on 1/10/25 on
following recipes, per policies
Menus and Recipes and Food
Preparation and safety.

The Registered Dietician and/or
Director of Culinary Experience
will monitor food preparation one
meal per week for one month and
then minimum monthly thereafter
to ensure chefs are preparing
food according to recipes.
Findings of audits will be provided
to the administrator for review,

The Registered Dietician and/or
Director of Culinary Experience
will present findings at the
quarterly QAP for follow up as
needed. 100% compliance for
two quarters will achieve
substantial compllance.
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Cantinued From page 16

During an interviaw on 1/8/25 at 10 a.m. with
Executive Chaf (EC), EC stated Cook 1 should
have followed the quiche recipa with correct
maasured amounts of both Ingredients, EC alzo
statad tha unmeasured amounts of ingrediants
might have altared tha nutritive values of food.

During an interviaw on 1/9/25 at 8:28 a.m, with
the Adminlstrator (ADM), ADM stated the
axpectation was Cook 1 should have followed the
recipe and measurad the amounts of ingradients
to maintain tha nutrtive valuas of quiche cooked
for the residents. ADM further siated foods with
altered nutritive values might not mast the
residants’ nutritional neads.

A raview of the facility's policy titled, "Menus and
Recipes," revigad in 2017, indicatad, ...
Standardized racipes will bs uged in preparation
of the manu ..*

A raview of the facility's policy titled, "Food
Preparation and safaty," revisad in 2015,
indlcated, "... Foods arm prepared par the recipes
which include ... amounts of ingredients ... basad
on tha diat counta which are available from the
computarized tray card aystem ..."

Rasidant Allergies, Preforances, Substifutes
CFR(z): 483.60(d)(4)(5)

§483.60(d) Food and drink
Each rasident recaives and tha facility provides-

§483.60(d}(4) Food that accommodates rasident
allergieg, Intolarances, and preferences;

§483.60(d}(5) Appealing apticns of similar
nutritive value to residents who choose not ta aat

F 804

F 806

F806 Rasldent Allergies, ' s
Preferencaes and Substitutes 2l L

Resident 15's historical food
preferences were reviewed with
his responsible party and
preferences were noted in the
tray system. The resident
continues to receive food of

FORM CME-2507(02-90) Pravious Versians Obsoisie Event ID: 011w
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food that is initially served or who raquast a
diffarant meal choice;

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility falled to ansure food
preferences were accommadatad to one of 22
sampled resldents (Resident 15), whan Resident
15's meal ticket did not match with lunch's meal
tray.

This failure had the potential to negatively impact
the resident's nutritional status.

Findings:

A raview of Resident 15's "Residant Face Sheet"
indicated Resident 15 was admitted to the faciiity
fn 2019 with a diagnosis of paraplegia (loas of
movernent and/or sensation, to some degree, of
the iags).

A review of Resident 15'a "Physician Order
Report,” datad 1/1/25 to 1/31/25, indicated
Resident 15 had no capacity to undarstand
choices and make haalth care decisions due to
dementia (a progreasive state of decline in
mental abilitias), The repart furlher indlcated
Resaldent 15 had fortifisd diet {food that have
nutrisnts added to them), mechanical soft (food
that ia sasy to eat and doms require lutg of
chawing} chopped, and bit size texture.

During & concurrent obaarvation and (nterview on
118/25 at 12:38 p.m. with Certifiad Nursing
Assistant 2 (GMA 2} in the dining raom, CNA 2
confimed Residant 15's meal tray had chicken
lamales with green sauce, refried beans, sxtra
8auce, orange julce, mitk, and water. CNA 2 also

X4 o SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTION {8
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETIGN
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DEFICIENCY)
F 806 | Continued From page 17 Fagg| Distorical preference and diet

orders for medical and nutritional
needs,

Any resident could potentially be
affected by the alleged deficient
practice.

An in-service was performed by
the Food and Nutrition Manager
to the dietary staff On 1/29/25
and 1/30/25 on the Nutritional
Care, Screening and Assessment
palicy to include honoring
resident’s preferences and
meeting medical and nutritional
needs

Food and Nutrition Manager
and/or designee will perform daily
audits for 2 weeks, then monthly
for 2 months to ensure that the
diet slip and meal match prior to
delivery to a resident. Results of
the audit will be given to the SNF
Administrator. Results will be
reported at QAPI for 2 months or
until 100% compliance is reached.
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confirmad tha meal tray had different foad
chaleces compared to the meal ticket,

A raview of Resident 15% Junch meal ticket, dated
1/6/25, indicated the noon meat was patata soup,
chicken supreme, herbad quinoa, green paas,
garlic bread, coffes, whola milk, orange juice,
apple juice, cranberry Juice, and margarine with
axtra gravy sauca.

During an intarview on 1/9/25 at 2:01 p.m. with
the Interim Diractor of Nursing (IDON), IDON
stated the expectation was Resident 15's meal
ticket should have reflected the food cholcas in
the meal tray.

A review of the facility's palicy titied, "Nutritianal
Care, Screening and Assssamant,” dated
2/9/2017, Indicated, "Foad Preferénce will ba
maintained in the tray card system."

Food Procurement,S{ore/Prepare/Serve-Sanitary
CFR{as): 4B3.60(1){1)(2)

§483.80(i) Food safsty requiraments,
The facility must -

§483.60(i)(1) - Procure foad from sources
approved or considered satisfactory by federal,
state or local authorities,

(i) Thie may Include food items oblained dirsctly
from local preducars, subject to applicable State
and local laws or regulations,

(il} This provision does not prohibit or prevenl
facillties from using produce grown in fagility
gardens, subject to compliance with applicabla
safa growing and foad-handling practices.

{lil) This provision does not preclude residants
from eansuming foods not progured by the facility,

F BOB

F812

F812 Food Procurement, lﬂ
Store/Prepare/Serve — Sanitary 2 hm“
No specific resident was identified
as having been affected by the
alleged deficient practice.

Any resident could potentially be
affected by the alleged deficient
practice.

Unlabeled and/or undated food
items were discarded
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§483.60(i)(2) - Store, prepara, distribute and
sarve food In accordance with professional
standards for food service safety.

This REQUIREMENT is not met as avidencaed
by:

Basad on ohservation, intarview, and racord
reviaw, the facility failed to ensure food was
stored and preparad in accardance with
professgional standards for a census of 33
residents, whan;

1. Unlabeled, axpired, incorrectly dated, and
solled food items were found stored in the
raady-to-cook area in the main kitchen;

2. Wet, dirty, and damaged cooking pans were
found etored on the ready-to-use rack next to
cooking ared in tha maln kitchan,

3. A can-openar was found dirty, ready-to-use,
ahd attached to the Kitcthen countar in the main
Kitchen,

4. The intarior dispenser of ica machine had
black, brown, and white substancag on its
surfaces in Skillad Nuraing Facility {SNF) kitchan,
8. One kitchen staff touched the clean cutting
board and knifs with soiled gloved hands after
touching multiple surfaces In the main kitchan;
and

6. lce buildup was found on the edgas and
frames of entry doors and on foed boxes inside
the walk-in freezars in the SNF and main
kitchens.

Thase failures decraasad the facility’s potential to
provida sanltary conditions to store and prepare
faod far its residents,

Findings:

panhs were removed from service,
Can opener was deep cleaned

The interior dispenser in the ice
machine was deep cleaned by an
outside contractor on 1/6/2025,
The ice machine was removed
from service until after the deep
cleaning and new ice was
produced.

The kitchen staff was in-serviced
on Personal-Sanitary and Dress
Standards by the Director of
Culinary Experience on 1/8/2025.

Registered Dietician/Director of
Culinary Experience provided in-
service to dietary staff on Food
Storage, Ware washing, Sanitation
and Cleaning, Ice, and Personai-
Sanitary and Dress Standards on
1/8 and 1/10/2025.

The Registered Dietician and/or
Director of Culinary Experience
will canduct weekly audits of the
kitchen areas to ensure that food
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1. During a concurrent observation and interview
on 1/6/25 at 9:54 a.m. with Executive Chef (EC),
foods and spices ware obzarved in the main
kitchan's caoking araa, A bottle of citrug
seaaoned dressing and sauce was found partially
used but unlabelad for opan and expiry dates. A
fish sauce bottle was found expired in 2024. A
dark chill pawdar contajner was found with two
Izbels indicating two different open and expiry
tatas, A box of kosher salt was found crumbled
with moistenad salt inside it. EC confirmed thera
ware unlabeled, expired, incorractly labalad, and
soilad food items stored In the ready-to-cook area
in the main kifchen.

During an interview on 1/9/25 at 8:28 a.m. with
Adrinigtrator (ADM), ADM stated any unlabelad,
axpired, incorrectly labelad, and solled food items
atored In tha ready-to-cook area were Unsafe,
ADM also stated unsafe food iterna might cauea
food born {linesses and kitchen staff should have
labeied all food itams correctly once baan
opaned.

A raview of the facility's palicy titied, "Food
Storage," dated 10/20/18, Indicated, °... Opaned
packages of dry foad whigh ara to be storad will
be dated upon opening ..."

2. During s concurrent obssrvation and interviaw
on 1/8/25 at 10:05 a.m, with EC, cooking pans
ware observad on tha ready-to-use mack next to
the main kitchen's cooking area. Fiftaen hotel
pans gize glx and 20 hotal pans siza thrae wete
found storad wet, Saven frying pans ware found
storad dirty with intarior surfaces covarsd with oil
and food crumbs, Twanty nonstick frying pana
were found stored with erodad interior surfaces.
Cne by cooking pan was found stored with

requirements meet professional
standards for food service safety,
Findings of weekly inspections will
be provided to the administrator
for review,

Maintenance will place ice
machine cleaning monthly
inspection in TELS and increase
contractual cleaning to every 3
months, versus the 6 month
manufacturer recommendations,

The Registered Dietician, or
Director of Culinary Experience
will present findings at quarterly
QAPI for foliow up as needed.
90% compliance for two quarters
will achleve substantial
compliance.
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intarior surface covered with yellowish-orange
colorad substance, EC confirrmad wet, dirty, and
damaged pans wera gtored on the raady-to-use
rack next to the main kitchen's cooking area.

During an Interview on 1/2/25 at §:28 a.m. with
ADM, ADM stated staff should have not stored
wat, difty, and damaged cooking pans. ADM also
stated wal, dirty, and damaged pans might
become sources of food contamination and all
cooking pans stored on the ready-to-use rack
should have bean undamaged, clean, and dry.

A review of tha facility's policy titled, "Wara
Wagzhing." dated 7/17/15, Indicated, "... pans ...
washad .., rinsad ... sanitized ... Invarted on draln
board. Let air dry ..."

3. During & concurrent observation and interview
on 1/8/25 at 9:37 a.m. with EC, a can-opener was
obaarved attachad to the kitchen counter and
ready to be used in the main kitchan, The
can-opanar tip and other parts wera found
coverad with brownish-black substancs. EC
confirmed the can-openar was difty and naaded
te be cleanad.

During an interviaw on 1/8/25 at 8:29 a.m. with
ADM, ADM stated a didy can-opener should have
neot baen placad for ready to use, ADM further
gtated dirty aquipment might cauga food
contaminatlon end food born illnesses among
rasidants and expected all equipment 1o be kept
claan for food salety.

A raview of tha facllity's policy titled, "Sanitation
and Cleaning," dated 10/26/18, indicated, ".., All
equipment ahall be kapt cloan ,,.°

F 812
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4. During a concurrent observation and interview
on 1/8/25 at 10:21 a.m. with Dietary Manager
{DM) and Diractor of Environmental Sarvices
(DES), the interlor dizpensar of lce machine in
SNF kitchen was obgarved. The surfaces of
interior dispensar ware found covarad with black,
brown, and white substances. Both DM and DES
confirmed the interior dispanser of Ice machine
was dirty and ice was exposed to ite dirty
surfaces. DM stated the interior of ice machine
needad immediate cleaning,

Buring an interview on 1/8/25 at 8:20 a.m. with
ADM, ADM stated dirty Interior of ica machine
might cause contamination of the ice. ADM also
stated contaminated ice could cause food borne
fineases among residents and expectad the
intarior of lceé machine to be maintained clean at
all times,,

A reviaw of the facility's palicy titled, "lce," dated
10/29/18, indicated, *... Maintenance is
reaponsible for thoraughly cleaning the ice
magchine ... and will kesp a cleaning log ..."

8. During a concurrent ohaarvation and interview
on 1/08/25 at 8:35 a.m. with Cook 2 and EC Jn
tha main kitchan, Cook 2 was ubaerved wearing
sinale Use gloves in the cooking araa, Cook 2
touchad the clean cutting board and knifa with
soilad gioves after tauching multiple surfaces,
Capk 2 confirmed he cleaned the kitchen counter,
tovched his apron and face with same pair of
gloves, did not changs the soiled gloves and then
fouched the clean cutting board and knife, Cook 2
sialed he was gofting ready to use that cutting
board and knife to chop the sausage, EC
eonfirmad Cook 2 touched the clean cutting
board and knife with sciled gloves and the foed
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praparation surfaces might have been
contaminated.

During an intarview an 1/9/25 at 8:29 a.m. with
ADM, ADM stated Cook 2 should have not
touchad the food preparation utensils and
surfaces with soiled gloves because touching
food preparation arags and surfaces might have
caysad cross contamination to the food cooked in
the main kitchen, ADM also statad Cook 2 should
have changed his single-use gloves after aach
task,

A review of the facillty's policy titled,
"Parsonal-Sanitary and Drass Standards,” datad
3/24724, indicated, "... Gloves are not to be used
as a replacemant for frequent, proper hand
washing and gloves must be changed when
going from dirty to clean operations ._."

8. During a concurrent ohaarvation and interview
on 1/8/26 &t 8:45 a,m., with DM in SNF kitchen,
the walk-in freezer was observed. Ice built-up
was found on the door adges and frame of
watk-in freezer, Big chunka of ica wers alao found
on boxes containing faod. DM confirmed tha door
edges and frame of walk-in freezer wera coverad
with ice buill-up and ice chunks were found on
tap of foud boxes Inside the freezer,

During a concurrent abservation and interview an
1/6/25 at 3:07 p.m. with EC in main kitchan, the
walk-in freézer was observed. The door sdgas
and frame of walk-in freazar were found covared
with ice built-up. lce was alse found accumuylated
on the food boxes inside tha fregzer, EC
conflirmed tha walk-in freezer dogr in main
kitchen was not ¢losing properly due to ice
built-up and ice accumulated on food boxes,

Fa1z
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§483.80 Infection Cortrol

The fagility must establish and maintain an
infection pravention and contral program
dasigned to provide a safa, sanitary and
comforiable environment and to halp prevent the
development and transmission of communicable
disease\s and infections.

§483.80(a) Infaction prevention and control
program.

The facllity must establish an infaction prevantion
and control program (IPCP) that must include, at
& minimum, the following slements:

§483.80(a)(1) A aystem for preventing, idantifying,
reporting, investigating, and controlling infactions
and communicable diseases for all resldanis,
stalf, volunteers, visitors, and other individuals
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Cwring an interview on 1/9/25 at 8:29 a.m. with
ADM, ADM stated no built-up ice should have
been on the doors, framas, or food boxes inside
the walk-in fraezars in the SNF and main
kitchens. ADM axpected kitchen staff to report
this izsue to the maintenance staff on & routine
basis and statad [ce built-up on tha edges and
frames of walk-in freezer doars intarfere with door
cloging and might affact the quallty of food stored
insida.
A review of the facility's policy titted, "Sanitation
and Cleaning,” dated 10/29/18, indlcated, "Al
kitchens, kitchan areas ... shall be kept clean,
maintained [n good repairs ... and freezers to be
cleaned maonthly ..."
F 880 | Infection Pravention & Control F 880 F&80 Infaction Prevention &
55=D | CFR(s): 485.80(a)(1)(2)(4)(e)(f) Control Z./q ,232:?

Preventionist provided

proper use of PPE,

Resident 31 has the potential to
be affected by the alleged
deficient practice. Infections

service to CNA3 on 1/06/25 on
All residents assigned to CNA3

have the potential to be affected
by this alleged deficient practice.

aloniin-
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Infection Preventionist (IP)

F 880 | Continued From page 25 F 880
providing services under a contractual performed an in-service to
arrangement based upon the facility asgessment licensed nurses and CNA staff
conducted according to §483.71 and following Categories of Isolation

accepted national standards;
Precautions and the use of PPE on

§483.80(a)(2) Written standards, policies, and 1/24/25
proceduras for the program, which must include,
but are not limitad to:

{i) A system of surveillance designed to identHy IP will perform daily rounds for 2

ipt:;:sible cobrr}m unicable disaasaz or weeks, weekly thereafter for 2

nfections before they can spread to other .

persans In the faclty months to manitor col_'npllance of

(ii) When and to whom poasible incidents of proper PPE use, Deficient

communicable disease or infactions should ba practices observed will be

raported; ¢ : -

(iii) Standard and transmission-based precautions provided im.mednate re-education

to be followad to prevent spread of infactions: and corrective action will oceur.

{iv)When and how izolation should be used for a

resident; including but not limited to: 4

(A} Tha type and duration of the igolation, Data will be summarized weekly

depending upon the Infectious agant or organism while analyzing for patterns and

i(révolved. and trends. Results of the audit will be
) A requirement that the isolation should be the n ‘

least restrictive possible far tha resident undar the given to tr'e DON/Administrator.

clreumstancas. Resuits will be reported at

(v) The circumstancas under which the facility quarterly QAPI for the next 3

must prohiblt employees with a communicable months ar until 90% compliance is

disaaga or infected skin lasions from direat
contact with residents or their food, if direat
contact will iransmit the dissase; and

{vi)Tha hand hygiane procadures to be followed
by ataff invelved in diract rasidant contact,

reached,

§4B3.80(a)(4) A systom for meording incidents .
tdentified under the facllity's IPCP and the
oorrective actigns taken by the fagility,

§483,.80(e) Linens.
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Personnel must handie, store, process, and
trangport linens so as to prevent the spread of
infection,

§483.80(N Annual raview,

The facility will conduct an annual review of its

IFCP and update their program, as necessary,
This REQUIREMENT s not met as evidenced
by:

Basad on observation, intarview, and record
raview, the facility falled to maintain infection
control practices for a cansus of 33 residents,
when Caerlifisd Nurging Assiztant 3 (CNA 3) did
not use gown and gloves in an isclation
(zeparation of residants with an infection from
residents without an infection) room.

This fallure had the potential to increase the
spread of (nfection amaong resldents.

Findings:

A review of Resident 31's "Residant Face Shest,”
indicated Resident 31 was admitted to tha facility
in 2023 with a dlagnosis of pneumonis {an
infection/inflammation in the lungs).

During a eoncurrent ebservation and intarview on
1/8/25 at 9:30 a.m. with CNA 3, Rasident 31's
room had a cantact isolation sign on the door.
Tha sign indicated staff to use gown and gloves
whan entering the room, CNA 3 went inside
Resident 31's room and collected the maat tray
from the bedaide without uaing gown and gloves,
CNA 3 eonflrmed she should have usad gown
and glovas while providing cara in an isclation
rasm.

During an intarview on 1/8/25 at 10:48 a.m. with

F BBG
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the Infection Preventionist (IP), IP stated the
expectation was staff to wear gown and glaves
when providing care to residents in isolated
pracaution raoms. IP further stated thera could
have bean a chance for cross contamination to
other residants when not using gown and gloves.

During an interview on 1/9/25 at 2:01 p.m. with
the Intarim Director of Nursing (IDON), IDON
stated staff should have used gown, gloves,
and/or face shield when providing care to
rasidents in contact isclation rooms. IDON further
stated there could have been cross contamination
of infectlon among other residents whan staff did
nat usa gown and glovas,

A review of the facility's policy titlad, "Categories
of |solation Precautions," dated £/24/2024,
indicated, "... All staff mugt wear appropriate
Personal Protective Equipment (PPE) o inelude
glove {claan, nonstetile) when entering the roem,
regardiess of tasks being performed ... Waar a
gown (clean, nonaterile) whan antering the room
w

Essential Equipment, Safe Oparating Condition
CFRia): 483.90(d)(2)

§483.090(d)(2) Maintain &l maghanical, electrical,
and patient care equipment in safe oparating
candition.

This REQUIREMENT ie not met as evidensed
by:

Basad on observatian, intarview, and racorg
raview, the facility faillad to safely operate the
dryer for a caneua of 33 rasidents, when the
dryer's lint compartment waa not cleanad
accordingly.

F 880

Operating Conditlon

No specific resident wa

F 808 as having been affected by the
alleged deficient practice.

affected by the allegad
practice.

discarded,

F90B Essential Equipment, Safe

Any resident could potentially be

Excess lint was removed and

Zlalzac

s identified

deficient
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Thig failure decreasad the facllity's potential to
prevent a firm hazard.

Findings:

During a concurrant chsarvation and interviaw on
1/8/25 at 11:04 a.m. with Laundry Staff (LS) in the
laundry room, the three lint compariments of the
dryers wars inspacted. LS opaned the lint
compartment, rolled up two thick layars of lint,
and discarded it. LS confirmed she did not clean
the lint compartment at the beginning of her shift.

Buring a concurrent interviaw and record review
on 1/8/25 at 8:47 a.m. with tha Housekeaping
Supervisor (HS), the lint compartment log was
raviewad. HS expecied staff to clean the lint
compartmeant avary two hours and stated it would
have been a fire hazard if staff did not ciaan tha
lint compartment frequently.

A raview of tha facility's "Claaning the Lint
Compartments Log" for January 2025, indicated
morning and evening laundry staff should have
cleaned the lint trap.avery two hours and

| documented it. The log further Indicated there

was missing documentation of removing lint avery
two houra on saven occaaions al avenings during
the month of January 2025.

A revisw of the facility's policy titled, "Supplies-
and Equipment,” dated 12/28/18, Indicatad,
*Housakeeping/Laundry/Nursing department
supplias, and equipment shaell bs readily avaitahie
o that depariment parsonnel can parform
necessary tagks. Equipment must be ready for
use at all times of the day and night to serva the
residents’ ngads, Care should ba axercised In the
handling and in the use of equipment {o prevent

performed in-service to laundry
staff on the cteaning of the lint
trap and completion of the 2 hour
logs and policy on Supplies and
Equipment on 1/18/25,

Housekeeping supervisor will
review cleaning logs daily for 2
weeks, then weekly for 2 months
to ensure compllance. Results will
be given to Administrator. Results
will be reported at QAPI for the
next 3 months or until 30%
compliance is reached.
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