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SUMMARY STATiMENT OF DEFICIENCIES 
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Fl:EBULA'rORY OR LSC IDENTIFYING INFORMATION) 

INITIAL COMMENTS 

The following reflect• the findings of the 
California Department of Public Health during a 
Federal Recertification survey. 

The facility's census was 33. The sample si,e 
was 22. 
Safe/Clean/Comfortable/Homelike Environment 
CFR(o): 483.10(1)(1 )-(7) 

§483.1 O(i) Sate Environment. 
The resident has a right to a safe, clean, 
comfortable and homelike environment, including 
but not limited to receiving treatment and 
supports for daily living safely. 

The facility must provide-
§483.10(1)(1) A safe, clean, comfortable, and 
homelike environment, allowing the .re•ldent to 
use his or her personal belongings to the extent 
possible, 
(I) This includes ensuring that the resident can 
receive care and services safely and that the 
physical layout of the facility maximizes resident 
independence and does not pose a safety rlsk, 
(ii) The facility shall exercise reason,iable care for 
the protection of the resident's proptrty from loss 
or theft, ·: : ! 

§483, 10(1)(2) Housekeeping and maintenance 
services necessary to maintain a sanitary, orderly, 
and comfortable lnterlor; 

§483, 10(1)(3) Clean bed and bath linens that are 
in good condition; 

§483.10(1)(4) Private closet space In each 
resident room, as specified In §483.90 (e)(2)(iv); 
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FOOO Preparation and execution of this 
Plan of correction does not 
constitute an admission or 
agreement by the provider of the 
truth of the facts alleged or 
conclusions set forth In the 
Statement of Deficiencies. The 
Plan of Correction Is prepared 
and/or executed because it Is 
required by the provisions of 
Federal and State law. This 
response and plan of correction 
constitutes the facility's allegation 
of compllance In accordance with 
section 7305 of the State 
Operations Manual. 

F584 

F584 Safe/Clean/Comfortable/ 
Homelike Environment 

Maintenance staff fixed residents 
drawer and light switch so 
resident could use Independently. 

I 

Malnten~nce supervisor 
performed an audit on all drawers 
and light switches In residents 
rooms and no other deficient 
practice was noted. 

The Safe Environment policy 
states the facility will provide a 
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F 584 Continued From page 1 

§483.10(1)(5) Adequate and comfort•ble lighting 
levels in all areas; 

§483.10(1)(6) Comfortable and safe temperature 
levels. Facilities Initially certified after October 1, 
1990 must maintain a temperature range of 71 to 
81'F; and 

§483.10(1)(7) For the maintenance of comfortable 
sound levels. 
Thi& REQUIREMENT is not met .. evidenced 
by: 
Based on observation, Interview, and record 

review, the facility failed to provide a homelike 
environment for one or 22 sampled residents 
(Realdent 248), when the light switch behind 
Resident 248'& bed was broken and kept In a 
non-operational drawer. 

Thia failure had the potential to negatively impact 
Resident 248's psychosocial well-being, ability to 
read, and access to personal belongings. 

Findings: 

A review or Realdant 248's "RHldent Face Sheet" 
indicated she was admitted to the facility on 
12/29/24 with a diagnosis of right femur (the large 
bone in the upper part of your leg) fracture. 

A review of Resident 248'9 "Physician O11:ier 
Report," dated 12/1124-12/31/24, Indicated she 
had the capacity to understand choices and make 
health care decisions. 

During a concurrent observation and interview on 
1/6/25 at 10:57 a.m. with Resident 248 in her 
room. Resident 248's wall light behind her bed 
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F584 safe, clean, comfortable and 
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 Continued From page 2 
was broken and the light's switch was kept in the 
nightstand's top drawer. Reoldent 248 stated the 
nlghtstand1s top drawer was "stuck" and she 
could not open It on her own. Resident 248 
further stated it bothered her that she could not 
turn on the light to read or reach her pemonal 
items without calling for assistance and she 
asked staff to fix the light and drawer several 
time•. 

During a concurrent observation and interview on 
1/06125 at 1 :05 p.m. with Licensed Numa 2 (LN 2) 
in Resident 248'• room, LN 2 confirmed the 
nightstand's top drawer wa• "very hard" to open 
and the light switch was not operational. LN 2 
stated Resident 248 should be able to open the 
drawer on her own to reach her personal Items 
and to turn on the light. LN 2 further stated It was 
very important that Resident 248 feels welcomed 
and comfortable and to maintain as much 
independence as poHible. 

During a concurrent observation and interview on 
1/8125 at 10:16 a.m. with the Director of 
environmental Services (DES) In Resident 248's 
room, oes confirmed the light switch was broken 
and stated the expectation was it should have 
been a priority repairing the Items because it 
might have afflicted the quality of residentlil' stay 
at the faclllty. DES further stated the goal was to 
keep residents' environment as comfortable and 
homelike as possible. 

A review of the facility's policy titled, "Safe 
Environment," revised 112025, Indicated, "The 
facility will provide: A ... homelike environment, 
allowing the resident to uu his or her personal 
belongings ... adequate levels of illumination 
suitable for tasks the resident chooses to perform 
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... maintain all mechanlcal, electrical ... equipment 
... In aafa operating condltlon. 11 

F 656 Develop/Implement Comprehensive Care Plan 
SS•D CFR(s): 483.21 (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, consistent with the 
resident rights set forth at §483.10(c)(2) and 
§483.1 O(c)(3), that includes measureble 
objectives and tlmeframes to meet a resident's 
medical, nunoing, and mental and psychosocial 
needs that are identified in the comprehensive 
assessment. The comprehensive care plan must 
deso~be the following -
(i) The services that are to be furnished to attain 
or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.25 or §483,40; and 
(ii) Any service• that would otherwise be required 
under §483.24, §483.25 or §483.40 but are not 
provided due to the resident's exercise of rights 
under §483.10, including the right to refuse 
treatment under §483.1 O(c)(6), 
(Ill) Any specialized servloes or specialized 
rehabilitative services the nurelng facility will 
provide H a result of PASARR 
recommendations, If a facility disagrees with the 
findings of the PASARR, It must Indicate its 
rationale In the resident's medical record. 
(iv)ln consultation with the resident and the 
resident's representative(•)· 
(A) The resident's goals for adminion and 
desired outcomes, 
(B) The resident's preference and po1l!tntial for 
future discharge. Facilities must document 
whether the resident's desire to return to the 
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F656 

F656 Develop/Implement 
comprehensive Care Plan 

Resident 148 care plan was 
updated to reflect use of 
con~inuous 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 
pollcles: Baseline Care Plan and 

. interdisciplinary Team/ Care Plan 
Process on 1/24.25. The QI Nurse 
will also in-service licensed nurses 
on Individualized care plans. 
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F 656 Continued From paga 4 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose. 
(C) Discharge plans in the ,comprehensive car,, 
plan 1 as appropriate, In accordance with the 
r,,qulrements set forth in paragraph (c) of this 
section. 
§483.21 (b)(3) The services provided or arranged 
by the faclllty, •• oulllnad by the comprehensive 
care plan, must-
(ill) Be culturally-competent and trauma-Informed. 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observatl01'1, interview, and record 
review, the facility failed to develop a 
person-centered care plan for one of.22 sampled 
residents (Resident 148), when Resident 148'1 
care plan did not Indicate he was receiving 
o•ygen therapy. 

Thi• failure decreased the facility's potential to 
meet Resident 148's care needs. 

Findings: 

A review of Resident 148'• "Resident Face Sheet" 
indicated he was admitted to the faclllty In 
December 2024 with diagnoses including chronic 
obstructive pulmonary disease (COPD-a chronic 
lung disease causing dlftlculty in breathing) and 
dependence on supplemental oxygen. 

During an observation on 1/6/25 at 2:35 p.m. in 
Resident 148's room, Resident 148 was observed 
receiving oxygen at two liters per minute via nasal 
cannula (a device that gives you additional 
oxygen through your nose). 

A review of Resident 148's "General Order," 
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F656 The Health Information 

Coordinator will audit oxygen care 
plans for residents utilizing 
supplemental oxygen weekly. The 
audit findings will be submitted to 
the DON. The result of the audits 
wlll be reported at quarterly QAPI 
and will continue for 3 months 
time or until 90% compliance Is 
reached. 
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dated 1/3/25, Indicated Resident 148 was on 
oxygen at two liters per minute every shift. 

During concurrent interview and record review on 
1/8/25 at 12:16 p.m" with Licensed Nurse 4 (LN 
4), Resident 148'• care plan was reviewed. LN 4 
confifTTled there was no oxygen care plan in the 
clinical record and stated a care plan wa& needed 
so staff would know Resident 148's care needs. 

During an interview on 1/8/25 at 1 :06 p"m" with 
the Interim Director of Nursing (IDON), IDON 
stated his expectations were all residents should 
have care plans; otheiwise, there waa a potential 
for nurses not to be able to provide the residents' 
cars needs, 

A review of the faelllty's policy titled, "Care Plan 
Process,'' revised 12/15121, Indicated, "Each 
resident will.have a care plan that I& initiated upon 
admission ... to assure that the resident's 
immediate care needs are mat and maintained." 

F 658 Services Provided Meat Professional Standards 
SS•D CFR(s): 483.21(b)(3)(I) 

§483.21(b)(3) Comprehensive Care Plans 
The services provided or arranged by the facility, 
as outlined by the comprehensive care plan, 
must- , 
(i) Meet profeaslohal standards of quality. 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, Interview, and record 

review, the facility failed to provide services 
according to professional standards of quality for 
one of 22 sampled residents (Resident 198), 
when Licensed Nurse 1 (LN 1) prepared a 
medication for Resident 198 taken from another 
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F658 Services Provided Meet 
Professional Standards 

Resident no longer resides at the 
faclllty. 

Any resident has the potential to 

be affected by the same alleged 
deficient practice. 
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F 658 Continued From page 6 
resident·• medication supply. 

This failure decreased the facility'& potential to 
safely administer medications lo residents. 

Finding•: 

A review of Reoldent 198's "Resident Face Sheet" 
indicated Reoldent 198 was admitted to the 
facility in December 2024 with diagnoses 
including right hip fracture and chronic 
constipation. 

A review of Resident 1981s "Prescription Order,11 

dated 12/22/2024, Indicated an order for 
polyethylene glycol (medication used to treat 
constipation) onca a day, 

Ouflng a concurrent observation and interview on 
1/6/25 at 9:17 a.m, with LN 1, LN 1 was observed 
prepaflng polyethylene glycol for Resident 198, 
LN 1 removed the medication from a plastic bag 
and the bag's label Indicated a different resident's 
name, LN 1 confirmed she prepared Resident 
198's medication after taking it from another 
resident's bag and stated she shOuld have taken 
It lrom the facility's medications stock; othetwlse, 
the medication might have the wrong dose and 
Resident 198 might have an adverse effect. 

During an interview on 1/8/25 at 12:38 p.m, with 
th11t Interim Director of Nursing (IOON), IDON 
stated his expectations were nurses should have 
followed the flve rights of medication 
administration (right patient, right medication, 
right time, right dose, and right route); othetwlse, 
there was a potential for residents experiencing 
adverse effects if given medications that did not 
belong to them. 
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F658 
1 on 1 in-service was given to LNl 
on 1/6/25 by RN· Infection 
Preventionlst on Medication 
Administration General 
Guidelines, Including the five 
rights of medication 
administration. 

Licensed Nurses given an In­
service by Director of Nursing on 
1/24/25 regarding Medication 
Administration General 
Guidelines, Including the 5 rights 
of medication administration, 

DON will perform weekly med 
pass observations with licensed 
nurses x 1 month, then monthly 
for 3 months. The pharmacy 
nursing consultant will perform a 
med pass observation quarterly 
with results given to the. DON. 
The results of the audit will be 
given to the DON/SNF 
Administrator. Results wlll be 
reported at quarterly QAPI for the 
next 3 months or until 90% 
compliance Is reached. 
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A review of the facility's policy and procedure 
(P&P) titled, "Medication Administration General 
Guidelines," dated 1/21, Indicated, "Raad 
medication label three times before preparing 
medication, when pulling medication package 
from med cart, when dose is prepared and before 
dose is adrninlatered.11 P&P further indicated, 
"Medications supplied for one resident are never 
administered to another resident." 

F 677 ADL Care Provided for Dependent Residents 
SS•D CFR(s): 4B3,24(a)(2) 

§483.24(a)(2) A resident who is unable to carry 
out activities of dally living receives the necessary 
services to malntein good nutrition, grooming, and 
per11onal and oral hygiene; 
This REQUIREMENT is not met as evidenced 
by: 
Based on ob&ervation, Interview, and record 
review, the facility failed to provide adequate 
assl&tanc:e with activities of dally living (ADLs­
activltles such as bathing, dressing and toileting a 
per11on performs daily) for one of 22 sampled 
residents (Resident 248), when Resident 248 was 
not offered or given shower11 as scheduled, 

This failure had the potential to negatively impact 
Resident 248's cleanliness, discomfort, and 
psychosocial well-being. 

Findings: 

A review of Resident 248's "Resident Face Sheet" 
Indicated she was admitted to the facility on 
12/29/24 with a diagnosis of right femur (the large 
bone in the upper part of your leg) fracture. 
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F677 ADL Care Provided for 
Dependent Residents 

Resident 248 no longer resides at 
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 regarding residents 
shower schedule and reviewed 
the pollcy of Necessary Care and 
Services; Activities of Daily Living. 

Director of Staff Development will 
review shower sheets weekly for 3 
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F 677 Continued From page 8 
A review of Resident 248'• "Physician Order 
Report," dated 12/1/24-12/31/24, indicated she 
had Iha capacity to understand choice• and make 
health care decisions" The report further indicated 
Resident 248 should have showered twice a 
week on Monday and Friday. 

During a concurrent observation 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 chest site. Resident 248'• hair was 
unkempt and matted on the back of her head. 
Resident 248 staled she did not hava a shower 
since her accident and would "love" to have a 
shower and her hair to be washed. Resident 248 
further stated she asked staff on several 
occasions for a shower and none of them 
dioou&&ed a shower schedule with her, 

A review of Resident 248's "Care Plan," dated 
12/29/24, lndlt'Jatad Rea/dent 248 needed 
aHlatance with bathing and personal hygiene and 
to be shOwered/bathed two times a week as 
scheduled. 

During a concurrent interview and record review 
on 1n125 at 2:28 p"m, with Certified Nun;iing 
Assistant 1 (CNA 1 ), Resident 24B's shower 
sheets and clinical record were reviewed. CNA 1 
stated she aid not recall offering a shower or bath 
to Resident 248 during her stay and could not find 
a documentation in the clinical record that a 
shower or bath was offered, rafused, or given on 
the shower's scheduled date& 12/30/24, 1/3/25, 
and 1/6/25, CNA 1 stated it was the CNA's 
responsibility to check Resident 248's shower 
schedule, to offer her a shower or bath and aHl&t 
her as needed. 
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months and report findings to 
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of the audits will be reported at 
QAPI for the next 3 months or 
until 90% compliance Is reached. 
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F 677 Continued From page 9 

During a concurrent interview and record review 
on 1 f7/25 at 2:33 p.m. with Licensed Nurse 1 (LN 
1), Resident 248'• shower sheet& and dinical 
record were reviewed. LN 1 could not find a 
documentation In the clinical record that a shower 
or bath was offered 1 refused, or given on the 
showe(s scheduled dates 12/30/24, 1/3/25, and 
1/6/25. LN 1 stated CNAs ohould have offered 
Resident 248 a shower or bath according to the 
shower calendar and documented on the 
"Shower Day Skin Inspection Sheet" whether it 
was given or refused. LN 1 further stated 
Resident 248 might beoome depressed or might 
develop skin Issues because of uncleanliness 
and not been offered a shower. 

A review of the facility's policy titled, "Necessary 
Care and Services: Activities of Daily Living," 
dated 11/2024, indicated, "The facility will ensure 
th,1 a resident who is unable to carry out activ/tlea 
of dally living receives the necessary services to 
maintain good ... grooming ... and personal 
hygiene." 

F 689 Free of Accident Hazards/Supervision/Devices 
SS•O CFR(s): 483.25(d)(1 )(2) 

§483.25(d) Accidents. 
The facility must ensure that• 
§483.25(d)(1) The resident environment remains 
as free of accident hazards as is possible; and 

§483.25(d)(2)Each resident receives adequate 
supervision and assistance devices to prevent 
accidents. 
This REQUIRE:MENT is not met as evidenced 
by: 
Based on observation, interview, and record 

FORM CM$•261;'17(0:Mfll) PNl:III0l.l.1/tl"IIOOII Qbl!IQl♦ll Evant 10: 01Iw11 

(FAX) P.011/174 

PRINTED: 01123/2025 
FORM APPROVED 

~MR NO. 093A.n391 
(X2) MULTIPLS CONSTRUCTION (X3) DATE .SUFtVEV 

COMPLETED A. BUILDING ______ _ 

10 
F'AEFIX 

TAG 

STREET ADDRESS, CITY, STATE;, ZIP CODE 

3'39 WALNUT AVE. 
CARMICHAEL, CA 90808 

PFtOVIDER'S PLAN OF CORRECTION 
(EACH CORFl:ECTIV~ ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPR.OPRIAH~ 
OEFICll!;:N(::Y) 

F677 

F689 

F689 Free at Accident 
Hazards/Supervision/Devices 

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, 
DSO and maintenance supervisor. 
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F 689 Continued From page 1 o 
review, the facility failed to ensure safety 
rneaoums were In place for one of 22 sampled 
resident• (Resident 15), when Resident 15 fell to 
the floor duMng tranofar and sustained a blunt 
head Injury (when the head hit • hard object or 
surface without breaking the okull) and a scalp 
abrasion ( cut of the scalp). 

This failure decreaoed the facility's potential to 
prevent Reoldent 15'• fall and Injury. 

Findingo: 

A review of Reoldent 15'• "Resident Face Sheet'' 
Indicated Resident 15 was admitted to the facility 
in 2019 with a diagnosis of paraplegia (Joos of 
movement and/or !lansatlon, to some degree, of 
the legs), 

A review of Resident 1 S's "Physician Order 
Report," dated 111125 to 1131/25, Indicated 
Resident 15 had no capacity to understand 
choices and make health care decisions due to 
dementia (a progre&alve state of decline In 
mental abilities). Resident 15 had an order to be 
"up In cl'!air dally as tolerated," 

A review of Resld.nt 15's "Johns Hopkins Fall 
Risk AsseHrnent Tool," dated 11119/24, indicated 
Resident 15 had moderate fall risk. 

During an interview on 1/9/25 at 11:56 a.m. with 
Certified Nursing Assistant 4 (CNA 4), CNA 4 
oonfinned witnessing one of the loops from the 
head of the &ling broke during Resident 15'• 
transfer and as a result, Resident 15 fell to the 
floor and hit his head. CNA 4 stated there was no 
written expiration date on the sling during 
Inspection. 
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F689 
The mechanical lift was also 

Inspected by the maintenance 
supervisor. No other sllngs 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 sllng. 

In-service provided by the 
Director of Staff Development for 
CNA's on 1/15/25 to staff on the 
mechanlcal 11ft pollcy and fall 
prevention policy. 

Maintenance created a monthly 
Inspection to mechanical devices 
and sllngs in use In the TELS 
maintenance system 

Director of Staff Development will 
audit sling sheets daily for 3 
months to ensure that all sllngs 
have been Inspected prior to use. 
The results of the audits will be 
given to the DON/SNF ' 

administrator. Results will be 
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F 689 Continued From page 11 

A review of Resident 15's "Observation Detail List 
Report," dated 11117124, indicated Resident 15 
had a fall an the morning of 11117124 during a 
mechanical 11ft from bed and sustained a bleeding 
from head. 

A review of Resident 15'& "Resident Progress 
Notes," dated 11117124, indicated," ... [Resident 
15] fell during transfer from (mechanical lift's] 
sling ... The sling from [mechanical lift] 
malfunctioned and [Resident 15] fell landed on 
the floor ... hit his head and is bleeding." 

A review of Re&ldent 15's hospital "Discharge 
Instructions Document," dated 11117124, Indicated 
Resident 15 was in the ho&pltal for fall, scalp 
abrasion, and blunt head injury, 

A review of Resident 15's "Care Plan History," 
dated 11/17/24, indicated Resident 15 had a 
"witnessed fall with head injury," 

During an interview on 1/9125 at 9:59 a,m, with 
the Director of Staff Development (D$D) and 
Interim Director of Nursing (IDON), DSD 
confirmed Resident 15 fell during tran&fer due to 
a broken sling, IDON stated the expectations 
were staff should have Inspected Resident 15's 
sling to make sure it was Intact, had no damage, 
no break, and was not expired. 

A review of the facility's policy titled, "Mechanical 
Lift Policy," dated 10130122, indicated, "Slings will 
be maintained in appropriate condition for use 
with residents. $lings will be documented with a 
(in use start date) upon initial use by community. 
Slings will be Inspected prior to each use for 
compromised material including frayed sling 
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F 689 Continued From page 12 

loops, frayed/loose seams, and weakness in 
fabric." 

A review of the facility's policy titled, "Fall 
Prevention Pr0gram1

11 dated 5125/21, Indicated, 
11Residents will be provided an environment which 
will reasonably maximize safety whlle maintaining 
an optimal level of Independence." 

F 761 label/Store Drug• and Biologicals 
SS•E CFR(s); 463.45(g)(h)(1)(2) 

§483.45(g) Labeling of Drugs and Blologlcels 
Drugs and biological& used in the facility must be 
labeled In accordance with currently accepted 
professional principle&, and include the 
appropriate accessory and cautionary 
instruction&, and the expiration date when 
applicable. 

§483.45(h) Storage of Drugs and Biological& 

§483.45(h)(1) In accordance with State and 
Federal laws, the facility must store all drugs and 
biologicals In locked compartments under proper 
temperature controls, and pennit only authorized 
personnel to have access to the keys. 

§483.45(h)(2) The facility must provide separately 
locked, pem,anently affixed compartments for 
storage of controlled drugs listed in Schedule II of 
the Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility uses single unit 
package drug dl&trlbution systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected. 
This REQUIREMENT is not met as evidenced 
by: 
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F761 Label/Store Drugs & 
81ologlcals 

Residents 14, 148 and 149 
undated medications was 
discarded. 

New medication was delivered for 
Residents 14,148 and 149. New 
medications were dated with 
open and discard dates. 

Licensed nurses Inspected all 
medication and treatment carts 
for any undated and expired 
medications and treatments. No 
other undated or expired 
medication or treatments were 
found. 

01/D9/2025 
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F 761 Continued From page 13 

Based on observation, interview1 and record 
review, the facility failed to properly store 
medications for three re&ldents (Resident 14, 
Resident 148, and Resident 149) of• census of 
33, when three opened inhalers were not dated 
with open and discard dates. 

This failure decreased the facility's potential to 
properly store resldent&1 medications and ensure 
medication potency. 

Findings: 

A review of Resident 14's "Resident Face Sheef' 
indicated Resident 14 was admitted to the facility 
In October 2024 with diagnoses including chronic 
obstructlw, pulmonary disease (COPD-a chronic 
lung disease cau•ing difflcu~y In breathing) and 
aathma (chronic disease of the lungs that make& 
it difficult to breathe). 

A review of Resident 148'• "Resident Face Sheet" 
Indicated Resident 148 was admitted to the 
facility In December 2024 with a diagnosis of 
COPP, 

A review of Resident 149'& "Resident Face Sheet" 
indicated Re•ident 149 was admitted to the 
facility In January 2025 with a dlagno•i• of COPO. 

During a concurrent observation and Interview on 
117/25 at 1:01 p,m, with Licensed Nurse 4 (LN 4), 
LN 4 confim,ed the following opened medications 
were •tored in medication cart three without open 
or discard dates: 
• Resident 14's fluticasone fiJroate, umeclidinium, 
and vilanterol Inhaler (treats asthma and COPO) 
Indicated to discard &Ix weeks after opening the 
foil tray; 
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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 f>reventionlst. 

Licensed nurses In-serviced by the 
infection f>reventionlst 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 are 
dated and not expired, The 
results will be presented to the 
DON. 

The DON will perform weekly 
audits on properly dated 
medications in carts x 1 month, 
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F 761 Continued From page 14 

• Resident 148's flutlcasone and Hlmaterol 
inhaler (treats asthma and COPD), Indicated to 
discard one month after opening the foll pouch; 
and 
- Resident 149's fluticasone furoate Inhaler (treal!i 
asthma and COPD), indicated to discard six 
weeks after opening the foil tray. 

LN 4 stated opened medications might not be 
effective If given past the discard date and might 
not treat the respiratory condition. LN 4 further 
stated open and discard dates should have been 
written on the medlot;itior,s according to 
manufacturer'9 recommendations. 

During an Interview on 118/25 at 12:40 p.m. with 
the Interim Director of Nursing (IDON), IDON 
stated medications should have open and discard 
dates to ensure be&n given for the maximum 
effect. !DON further stated residents might not 
get the maximum effect of medications If given 
pHI discard date. 

A review of the faclllty's policy and procedure 
titled, "Medication Administration General 
Guidelines," dated 1/21, indicated, "The nurse 
shall place a 'date opened' sticker on the 
medication ... and certain products have specified 
shortened end-of- use dating, once opened, to 
ensure medication purity and potency." 

F 804 Nutritive Value/Appear, Palatable/Prefer Temp 
SS•E CFR(s); 483.60(d)(1 )(2) 

§483.S0(d) Food and drink 
Each resident receives and the facility provides-

§483.60(d)(1) Food prepared by methods that 
conserve nutritive value, flavor, and appearance; 
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outdated, contaminated, 
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F804 

in medication and treatment carts 
are removed. Results of the 
audits will be presented to the 
administrator and reviewed at 
quarterly QAPI meetings. 90% 
compliance for 3 months will 
achieve substantial compliance. 

F804 Nutritive Value/Appear, 
Palatable/Prefer Temp 

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. 
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F 804 Continued From page 15 

§483,60(d)(2) Food and drink that is palatable, 
attractive, and at a safe and appetl2ing 
temperature. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, Interview, and record 

review, the facility failed to ensure the nutritive 
values of food were conserved durir1g preparation 
for a census of 33 residents, when Cook 1 
prepared quiche (an entree for lunch) without 
measuring the ingredients and following the 
recipe. 

This failure decreaaed the facility's potential to 
meet the realdents' nubitional needs, 

Find Inga: 

During a concurrent observation and interview on 
1/8/25 at 9:45 a.m, wHh Cook 1 in the main 
kitchen, Cook 1 waa observed mixing the 
Ingredients when cooking quiche, Cook 1 did not 
follow the recipe and poured unmeasured 
amounts al liquid eggs and heavy cream in a pot. 
Cook 1 confirmed she did not follow the recipe to 
cook quiche and stated she did not need ta 
measure the amounts of liquid eggs and heavy 
cream. Cook 1 also stated she was unable to tell 
the exact numbers of servings to be prepared. 

A review of the faclltty's reclpa titled, "Quiche Ou 
Jour," dated 2024, Indicated, one gallon (a unit of 
measure) plus three and quarter of a quart (a unit 
of measure) of liquid eggs, and three quarts plus 
three cups (a unit of measure) of heavy cream 
should be used to prepare 180 servings of 
quiche, 
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F804 The Registered Dietician and/or 

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 E><perlence 
will present findings at the 
quarterly QAPI for follow up as 
needed. 100% compliance for 
two quarters will achieve 
substantial compliance. 
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F 804 Continued From page 16 

During an interview on 118/25 at 10 a.m. with 
Executive Chef (EC), EC stated Cook 1 should 
have followed the quiche recipe with correct 
measured amounts of both Ingredients, EC also 
stated the unmeasured amounts of ingredients 
might have altered the nutritive values of food. 

During an interview on 119/25 at B:29 a.m. with 
the Administrator (ADM), ADM stated the 
expectation was Cook 1 should have followed the 
recipe and measured the amounts of Ingredients 
to maintain the nutritive values of quiche cooked 
for the residents. ADM further stated foods with 
altered nutritive values might not meet the 
residents' nutritional needs. 

A review of the facility's policy titled, ''Menus and 
Recipes,'' revised In 2017, Indicated," ... 
Standardized recipes will be used in preparation 
of the menu ... " 

A review of the facility's policy titled, "Food 
Preparation and sal'aty," revised In 2015, 
indicated, " ... Foods are prepared per the recipes 
which Include ... amounts of Ingredients ... based 
on the diet counts which are available from the 
computerized tray card system ... " 

F aoe Res/dent Allergies, Preferencas, Substitutes 
SS•D CFR(s): 483.60(d)(4 )(5) 

§483.60(d) Food and drink 
Each resident receives and the facility provides-

§483.SO{d)( 4) Food that accommodates resident 
allergies, Intolerances, and preferences; 

§483.BO(d)(S) Appealing options of similar 
nutritive value to residents who chooaa not to eat 

FORM CMS-2567(02 ... i) Prevlol,!I verall'Jn, Obaoll!tt. ewnt to: 011w11 

(FAX) P.018/174 

PRINTED; 01/23/2025 
~ORM APF>ROVEO 

OM!'< NO ™"38-03<>1 
(X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY 

COMPLETiO A, BUILDING ______ _ 

8.V\IING 

10 
PREFIX 

TAG 

SlREF;f ADDRESS, Cl"rY, STAT!, ZIP CODI: 

JIii WALNUT AVE. 

CARMICHAEL, CA 96808 

PROVIDER:'$ PLAN 01- CORRl:!CTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·AEfEijENC:l::D TO THE APPROPRIATE 
DEFICIENCY) 

F804 

F 806 
F806 Resident Allercles, 
Preferen~es and Substitutes 

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 
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F 806 Continued From page 17 

food that Is Initially served or who request• 
different meal choice; 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 
review, the facility tailed to ensure food 
preferences were accommodated to one of 22 
sampled residents (Resident 15), when Resident 
15'• meal ticket did not match with lunch's meal 
tray. 

This failure had the potential to negatively impac1 
the residenfo nutritional status. 

Findings: 

A review of Resident 15'& "Resident Face Sheet'' 
indieated Resident 15 was admitted to the facility 
In 2019 with a diagnosis of paraplegia (loss of 
movement and/or sensation, to some degree, of 
the legs), 

A review of Resident 15's "Physician Order 
Report," dated 111125 to 1/31/25, indicated 
Resident 15 had no capacity to understand 
choices and make health care decisions due to 
dementia (a progreaslve state of decline in 
mental abilities), The report further indicated 
Resident 15 had fortified diet (food that have 
nutrients added to them), mechanical soft (food 
that is easy to eat and does require lots of 
chewing) chopped, and bit size texture. 

Curing a concurrent observation and Interview on 
1/8/25 at 12:38 p.m, with Certified Nursing 
Assistant 2 (CNA 2) in the dining room, CNA 2 
confinned Resident 15's meal tray had chicken 
tamales with green sauce, retried beans, extra 
sauce, orange Juice, milk, and water. CNA 2 also 
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F 806 historical 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 1/29/2S 
and 1/30/25 on the Nutritional 
Care, Screening and Assessment 
policy to include honoring 
resident's preferences and 
meeting medical and nutritional 
needs 

Food and Nutrition Manager 
and/or designee will perform dally 
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 3 months or 
until 100% compliance Is reached. 
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F 806 Continued From page 18 

confirmed the meal tray had different food 
choices compared to the meal ticket. 

A review of Reoldent 15's lunch meal ticket, dated 
1/6/25, indicated the noon meal was potato ooup, 
chicken supreme, herbed qulnoa, green peas, 
garlic bread, coffee, whole milk, orange juice, 
apple juice, cranberry Juice, and margarine with 
extra gravy sauc:e. 

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

A review of the facility's policy titled, "Nutritional 
Care, Screening and Asseument," dated 
2/9/2017, Indicated, "Food Preference will be 
maintained In the tray card system." 

F 812 Food Procurement,Store/Prepe.re/Serve-Sanitary 
SS•I! CFR(s): 483.80(1)(1)(2) 

§483.80(1) Food safety requirements. 
The facility must. 

§483.60(1)(1) - Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities. 
(i) This may Include food Items obtained directly 
from local producers, subject to applicable State 
and local laws or regulations. 
(II) This provision does not prohibit or prevent 
facllltles from using produce grown in taclllty 
gardens, subject to compliance with applicable 
safe growing and food-handling practices. 
(Ill) This provision does not preclude residents 
from consuming foods not procured by the facility. 
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F 806 

F 812 F812 Food Procurement, 
Store/Prepare/Serve - Sanitary 

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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F 812 Continued From page 19 

§483.60(i)(2) - Store, prepare, distribute and 
serve food In accordance with professional 
standards for food service safety. 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview, end record 

review, the facility failed to ensure food was 
stored and prepared in accordance with 
professional standards for a census of 33 
residents, when; 

1. Unlabeled, expired, incorrectly dated, and 
soiled food Items were found stored in the 
ready-to-cook area in the main kitchen; 
2. Wet, dirty, and damaged cooking pans were 
found stored on the ready-to-use rack ne~t to 
cooking area In the main kitchen; 
3. A can-opener was found dirty, ready-to-use, 
and attached to the kitchen counter in the main 
kitchen; 
4. The Interior dispenser of Ice machine had 
black, brown, and white substances on Its 
surfaces in Skilled Nursing Facillty (SNF) kitchen; 
5. One kitchen staff touched the clean cutting 
board and knife with soiled gloved hands after 
touching multiple surfaces In the main kitchen; 
and 
6. Ice buildup was found on the edges and 
frames of entry doors and on food boxes Inside 
the walk-in freezers in the SNF and main 
kitchens. 

These failures decreased the facility's potential to 
provide sanitary conditions to store and prepare 
food for its residents. 

Findings: 
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F 812 
Wet, dirty and damaged cooking 
pans 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 Personal­
Sanitary and Dress Standards on 
1/8 and 1/10/2025. 

The Registered Dietician and/or 
Director of culinary Experience 
will conduct weekly audits of the. 
k!tchen areas to ensure that food 
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F 812 Continued From page 20 

1. During a concurrent observation and interview 
on 1/6/25 at 9:54 a.m. with executive Chef (EC), 
foods and spices were observed In the main 
kitchen's cooking area. A bottle of citrus 
seasoned dressing and sauce was found partially 
used but unlabeled tor open and expiry dates. A 
fish sauce bottle was found expired in 2024. A 
dark ctiill powder container was found with two 
labels Indicating two different open and expiry 
dates. A box of kosher salt wH found crumbled 
with moistened salt inside It. EC confirmed there 
were unlabeled, expired, incorrectly labeled, and 
soiled food items stored In the raady-to-cook area 
in the main kitchen. 

During an interview on 1/9/25 at 8:29 a.m. with 
Administrator (ADM), ADM stated any unlabeled, 
expired, incorractly labeled, and soiled food Items 
atored In the ready-to-cook area ware unsafe, 
ADM also stated unsafe food items might cause 
food born Illnesses and kitchen staff should have 
labeled all food item& correctly once been 
opened. 

A review of the taciltty's policy titled, "Food 
Storage," dated_ 10/29/18, Indicated," ... Opened 
packages of dry food which are to be stored will 
be dated upon opening .. , " 

2. During a concurrent observation and Interview 
on 1/6/25 at 10:05 a.m. with ec, oooklng pans 
ware observed on the ready-to-use rack next to 
the main kitchen's cooking area, Fifteen hotel 
pans size six and 20 hotel pans si%e three were 
found stored wet. Seven frying pans were found 
stored dirty with Interior surfaces covered with oil 
and food crumbs. Twenty nonstick frying pans 
were foul1cl stored with eroded interior surfaQEls. 
One big cooking pan was found stored with 
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F 812 
storage and sanitation 

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 follow up as needed. 
90% compliance for two quarters 
will achieve substantial 
compliance. 
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interior surfaoa covered with yellowloh-<>range 
colored subotance. EC confirmed wet, dirty, and 
damaged pans were stored on the ready-to-use 
rack next to the main kitchen's cooking area. 

During an Interview on 1/9/25 at 8:29 a.m. with 
ADM, ADM stated staff should have not stored 
wet. dirty, and damaged cooking pans. ADM also 
stated wet, dirty, and damaged pans might 
become sources of food contamination and all 
cooking pans stored on the ready-to-use rack 
should have been undamaged, clean, and dry. 

A review of the faclllty's policy titled, "Ware 
Washing," dated 7/17/15, Indicated," .. , pans ... 
washed ... rinsed ... sanitized ... Inverted on drain 
board. Lat air dry ... " 

3. During a concurrent observation and Interview 
on 1/8/25 at 9:37 a.m. with EC, a can-opener was 
observed attached to the kitchen counter and 
ready to be uoed in the main kitchen. The 
can-opener tip and other parts were found 
covered with brownish-black substanc::a. EC 
conflmied the can-<>pener was dirty and needed 
to be cleaned. 

During an Interview on 1/9/25 at 8:29 a.m, with 
ADM, ADM stated a dirty can-<>pener should have 
not been placed for ready to use, ADM further 
stated dirty equipment might cause food 
contamination and food born illnesses among 
residents and expected all equipment to be kept 
clean for food safety. 

A review of the facility's policy titled, "Sanitation 
and Cleaning," dated 10/29118, indicated," ... All 
equipment shall be kept clean .. ," 
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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 Director of Environmental Service• 
(DES), the Interior dispenser of Ice machine in 
SNF kitchen wao observed. The surfaces of 
Interior dispenser were found covered with black, 
brown, and white substance•. Both DM and DES 
confirmed the Interior dispenser of Ice machine 
was dh1y and ice was exposed to its dirty 
surfaces. DM •toted the interior of Ice machine 
needed immediate cleaning, 

During an Interview on 1/9/25 at 8:29 a,m. with 
ADM, ADM stated dirty Interior of ice machine 
might cause contamination of the ice. ADM also 
stated contaminated ice could cause food borne 
lllneues among residents and expected the 
interior of Ice machine to be maintained clean at 
all times .. 

A review of the facility's policy titled, "Ice," dated 
10/29/18, indicated," ... Maintenance I& 
responsible for thoroughly cleaning the Ice 
machine ... and will keep a cleaning log .. ," 

5. During a concurrent observation and Interview 
on 1/08125 at B:35 a.m, with Cook 2 and EC In 
the main kitchen, Cook 2 was observed wearing 
single use gloves in the cooking area, Cook 2 
touched the clean cutting board and knife with 
soiled gloves after touching multiple surfaces, 
Cook 2 confirmed he cleaned the kitchen counter, 
touched his apron and face with same pair of 
gloves, did not change the soiled gloves and then 
touched the clean cutting board and knife. Cook 2 
stated he was getting ready to use that cutting 
board and knife to chop the NUHge, EC 
confirmed Cook 2 touched the clean cutting 
board and knife with soiled gloves and the food 
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preparation surfaces might have been 
contaminated. 

During an inteiview on 1/9/25 at 8;29 a,m, with 
ADM, ADM &lated Cook 2 should have not 
touched the food preparation utensils and 
surfaces with soiled gloves because touching 
food preparation areas and surfaces might have 
caused cross contamination to the food cooked in 
the main kitchen, ADM also stated Cook 2 should 
have changed his single-use gloves after each 
task. 

A review of the facility's policy titled, 
"Personal-Sanitary and DreH Standards," dated 
3/24/24, indicated, " ... Gloves are not to be used 
as a replacement for frequent, proper hand 
washing and gloves muat be changed when 
going from dirty to clean operations ... " 

6, Duling a concurrent obseivation and Interview 
on 1 /6/25 at 8:45 a,m, with OM in SNF kitchen, 
the walk-in freezer was observed, Ice built-up 
was found on the door edges and frame of 
walk-In freezer, Big chunks of ice were also found 
on boxea containing food, DM confirmed the door 
edges and frame of walk-In freezer were covered 
with ice built-up and ice chunks were found on 
top of food boxes lnalde the freezer, 

During a concurrent observation and interview on 
1/8125 at 3:07 p,m, with EC in main kttchen, the 
walk-in freezer was observed. The door edgea 
and frame of walk-in freezer were found covered 
wtth ice built-up, Ice was also found accumulated 
on the food boxes Inside the freezer, EC 
confirmed the walk-in freezer door in main 
kitchen was not closing properly due to ice 
built-up and ice accumulated on food boxes, 
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During an interview on 1/9125 at 8:29 a.m. with 
ADM, ADM stated no built-up loe should have 
been on the doors, frames, or food boxes inside 
the walk-in freezers In the SNF and main 
kitchens. ADM expected kitchen staff to report 
this issue to the maintenance staff on a routine 
basis and stated Ice built-up on the edges and 
frames of walk-in freezer doors interfere with door 
closing and might affect the quality of food stored 
Inside. 

A review of the facility1s policy titled1 
11Sanitation 

and Cleaning," dated 10/29/16, indicated, "All 
kitchens, kltohen areas ... shall be kept clean, 
maintained In good repairs ... and freezers to be 
cleaned monthly ... " 

F 880 Infection Prevention & Control 
SS•O CFR(s): 483,80(a)(1 )(2)(4)(e)(f) 

§483.80 Infection Control 
The facility must establish and maintain an 
infection prevention and control program 
designed to provide a safe, sanitary and 
comfortable environment and to help prevent the 
development and transmission of communicable 
diseases and Infections. 

' 
§483.80(a) Infection prevention and control 
program. 
The taclllty must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the following elements: 

§483.SO(a)(1) A system for preventing, identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other Individuals 
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providing services under a contractual 
arrangement based upon the faclllty osaessrnent 
conducted according to §483.71 and following 
accepted national standards; 

§483.80(a)(2) Written standards, policies, and 
procedures for the program, which must include, 
but are not limited to: 
(i) A system of •urveillance designed to Identify 
possible communicable diseases or 
Infections before they can spread to other 
persons In the facility; 
(ii) When and to whom possible incidents of 
communicable disease or Infection& should be 
reported: 
(iii) Standard and transmission-based precaution& 
to be followed to prevent apread of infections: 
(lv)When and how isolation should be used for a 
resident: Including but not limited to: 
(A) The type and duration of the isolation, 
depending upon the lnfectloua agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 
(V) The circumstances under which the facility 
must prohibit employees wtth a communicable 
disease o~ Infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and 
(vl)The hand hygiene procedures to be followed 
by staff Involved in direct resident contact. 

§483.80(a)(4) A system for recording incident& 
Identified under the fac/llty's IPCP and the 
corrective actions taken by the facility. 

§483.S0(e) Linens. 
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Data will be summarized weekly 
whlle analyzing for patterns and 
trends, Results of the audit will be 
given to the DON/Administrator. 
Results will be reported at 
quarterly QAPI for the next 3 
months or until 90% compliance Is 
reached. 

01/09/2025 

(XO) 
COMPU!TION 

°""' 

Faellll)l 10: CA0:,0001131 If (.Ontinuatlon shoot Peg• :26 of 30 



01/31/2025 15:29 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTER" ~OR MEDl'"'"E & MEDICAID SERVICES 

STATEMENT OF OEFICIENCIE$ 
ANO PLAN OF CORRECTION 

(Xi) PROV1DER/SUPPLIER/CLIA 
IDENTIFICATION NUMBEA:; 

666666 
NAMS OF PROVIDER OR SUPPLIER 

ESKATON VILLAGE CARE CENTER 

(X')IO 
PFl:EFIX 

TAO 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED av FULL 
Fl:EGULATORY OR LSC IOENTJFYING INFOfit:MATION) 

F 880 Continued From page 26 

Personnel must handle1 store, proces&1 and 
transport linens so as to prevent the spread of 
Infection. 

§483.80(1) Annual review. 
The facility will conduct an annual review of its 
IPCP and update their program, •• necessary. 
This REQUIREMENT lo not met as evidenced 
by: 
Based on observation, interview, and record 

review, the facl/lty failed to maintain Infection 
control practices for a census of 33 residents, 
when Certified Nursing Assistant 3 (CNA 3) did 
not use gown and glove& In an isolation 
(separation of residents with an infection from 
residents without an infection) room, 

lhis failure had the potential to increase the 
spread of Infection among residents. 

Findings: 

A review of Resident 31'• "Resident Face Sheet," 
indicated Resident 31 was admitted to the facility 
In 2023 with a diagnosis of pneumonia (an 
Infection/inflammation in the lungs), 

During a concurrent observation and interview on 
1/6/25 at 9:30 a.m. with CNA 3, Resident 31'• 
room had a contact isolation sign on the door, 
The sign indlceted staff to use gown and gloves 
when entering the room. CNA 3 went inside 
Resident 31's room and collected the meal tray 
from the bedside without using gown and gloves, 
CNA 3 conflnned she should have used gown 
and gloves while providing care In an isolation 
room. 

During an interview on 1/8/25 at 10:46 a.m. with 
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the Infection Preventionist (IP), IP stated the 
expectation wao staff to wear gown and gloves 
when providing care to residents in isolated 
precaution rooms. IP further stated there could 
have been a chance for cross contamination to 
other residents when not using gown and gloves. 

During an Interview on 1/9/25 at 2:01 p.m. with 
the Interim Director of Nursing (IDON), IOON 
stated staff should have used gown, gloves, 
and/or face shield when providing care to 
residents In contact isolation rooms. IDON further 
stated there could have been cross contamination 
of Infection among other residents when staff did 
not use gown and gloves, 

A review of the facility's policy titled, "Categories 
of Isolation Precautions," dated 6/24/2024, 
indicated, ", .. All staff must wear appropriate 
Petsonal Protective Equipment (PPE) to Include 
glove (clean, nonsterlle) when entering the room, 
regardleu of tasks being performed ... Wear a 
gown (clean, nonsterlle) when entering the room 

" 
F 908 Essential Equipment, Safe Operating Condition 
SS=E CFR(s): 483.90(d)(2) 

§463.90(d)(2) Maintain all mechanical, electrical, 
and patient care equipment in safe operating 
condition. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and racord 

review, the facility failed to safely operate the 
dryer for a census of 33 residents, when the 
dryers lint compartment was not cleaned 
accordingly. 
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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. 

Excess lint was removed and 
discarded. 
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This failure decreased the fac/llty's potential to 
prevent a fire hazard. 

Findings: 

During a concurrent observation and interview on 
1/8125 at 11 :04 a.m. with laundry Staff (LS) in the 
laundry room, the three lint compartments of the 
dryers were inspected. LS opened the lint 
compartment, rolled up two thick layers of lint, 
and discarded It. LS confirmed she did not clean 
the lint compartment at the beginning of her shift. 

During a concurrent Interview and record review 
on 1/9/25 at 8:41 a.m. with the Housekeeping 
Supervisor (HS), the lint compartment log was 
reviewed. HS expected staff to clean the lint 
compartment every two hours and stated It would 
have been a fire ha~ard If staff did not clean the 
lint compartment frequently. 

A review of the fac/llty'a "Cleaning the Lint 
Compartments Log" for January 2025, indicated 
morning and evening laundry staff should have 
cleaned the lint !rep.every two houra and 
documented It. The log further Indicated there 
waa missing documentation of removing lint every 
two houra on seven occasions at evenings during 
the month of January 2025. 

A review of the facility's policy titled, "Supplies· 
and Equipment," dated 12129/18, Indicated, 
"Housekeeping/Laundry/Nursing department 
supplies, and equipment shall be readily available 
so that department personnel can perform 
necessary tasks. Equipment must be ready for 
use at all times of the day and night to serve the 
residents' needs. Care should be exercised In the 
handling and in the use of equipment to prevent 
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next 3 months or until 90% 
compliance Is reached. 

(XIS) 
COMPUITIQN 

OAT& 

FaQII~ 10 CA.030001131 If continuation 'JhHt Page 29 of 30 



01/31/2025 15:30 

DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID "'"RVICES 

$TAT5MENT OF DEFICIENCIES 
AND Pt.AN OF CORRECTION 

(X1) PROVIDERISUPPUER/CLIA 
IDENTIFICATION NUMBER: 

NAME OF PROVIDER OR SIJPPLIEfit 

!!$KATON VILLAGE CARE CENTER 

666666 

iX4)I0 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDE:O ev FULL. 
REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 908 Continued From page 29 

damage or breakage." 

Evant 10:011w11 

(FAX) P.031/174 

PRINTl;D; 01123/2025 
FORM APPROVED 

0MB NO 0"'0 n391 
(Xl) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A, BUILDING _______ _ 

B. WING 

ID 
PREFIX 

TAG 

STREET ACICIAESS, CITY, STATE, ZIP COCIE 

3139 WALNUT AVe. 

CARMICHAEL, CA 96808 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS•REF'EAENCED TO TH~ APPROPA.IATE 
DEFICIENCY) 

F908 

01/09/2026 

(X5) 
CQMPI.ITION 

DAT! • 

Facllty ID CA030001131 11 contlnuauon ahaet P1ge 30 of :30 




