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38=0 | OF NEEDSPREFERENCES Resident 1 was immediately offered usfgr  10/8712
the refrigerator in the lounge which is £
Acresident has the right to reside and receive specifically designated & use by residents
sarvices in the facility with reasonabie oniy.
accommodations of individua! needs and
preferences, except when the healih or safely of All needs for refrigerator use by rexidents 10714712
the individual or other residenis would be were agsessed and svaluated by the facitiny
endangersd. nterdisciplinary tezm to znsure
sompliance with accommadation of
resident needs,
Thiz REQUIREMENT is not met as svidenced The entire faciity staff was in-serviced by 10730712
by: the assistam administrator regarding
Based on cbservation and inferview, the faciily accominodation of resident needs
failed 10 acooinmodate the residents nesd by not inchsding need for use of the resident
aliowing the resident to continye using a small refrigeraior,
persynat refrigerator in her room and menitor the
tarnperature as needed for ohe out of 13 sample The Assistarst Administrator and Director F&Q&f 12
rasidents {1). of Nursing will monitor compliance on a
monthly basis through quality assuraace
Findings. fawility rounds to ensure susiained
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On October 8, 2012, at &: 30 p.m., during the
initial tour of the igcility the Surveyor observed in
Room 3 a personal refrigerator that belonged io
Resident 1. inside the refrigerator there were
thres small cartons of milk shaka containing 118
milifiters {ml) each and two bottles of Glucema
milk shake containing 237 mil's each. There was
no thermosiat inside the refrigerator and/or
temperatre log mainzined by the faciiity fo
ensurg the foods inside the refrigerator were
stored af the right temperature i order {o prevent
the potential for food borne diseasss.

On the same day and ime, during an interview
with Resident 1's family member who was sitling
in Room 3, Bed-8, she stated the milk shakes
and Giycema shakes wers for her the resident
girice she was not eating very well

During an inferview with the Director of Nurses
{DON) who was prasant during the our stated
the facility does not have a thermostat for
residents personal refrigerator and there was no

dafy log mainiained,

On Qctober §, 2012, at 7: 86 am,, during rounds
the resident's refrigeratnr was remaoved from her
room. Yhen asked, the DON indicated since the
facility did not have a policy to monitor the
resident’s personal refrigerator and no one to
maintain the dafy log, the Taciity instructed the
residant's family to take the refrigeraior away

from the room,

On Coicher §, 2012, &t &15 am,, during an

Interview with the Maintenance Supervisor, he
stated the facility do not have a policy for

(%4 SUMMARY STATEMENT OF DEFICIENCIES ; s} PROWVLOER'S PLAN OF SORRECTION : X8
PREFX (EACH DEFIGIENDY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ALTION SHOULD BE | COMPLETION
TAL | RESQULATORY OR 150 IBENTIFYING INFGRIATION) TAZ CRUSS-REFERENCED T4 THE APPROPRIATE DATE
DEFICIERCY)
. practices,
F 24€ ) Continued From page 1 248

The Quality Assurance Committes will 10/20/12
mandtor compliance on a quarterly basis o
evghunte sffectiveness,

i
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F 248 | Continyed From page 2 i F 246
residants personal refrigerator monitoring or o
raintain a daily temperature monitoring og. The l
resident was not allowed the continuied uee of her
parsonat refrigerator. ‘
F 278 483.204g) - () ASSESSMENT ? F 278
38=D| ACCURACYICOORDINATIONCERTIFIED | 1
Tbedasnstessg&ﬁt must accuraisly reftact the ’ VDS ,
‘rasident's slatus, A correction was innediately 10/106/12
i submigted for Resident #12 and Resident
- Acregistered nurse must conduct or coordinate | #13 with the status of the preumonia
each assgssment with the appropriste l | vaccine codes correstly coded 1,
participation of health professionals, ' :
' ! 1 The Director of Nursing reviewed all 10720/12
A registersd nurse must sign and certify that the i current facility residepts MDS vaceine
assessment is complatad. status section to identify if any other
resident MDS vaceination status updale
Each individual who compietes a portion of the was indicated to ensure compliance,
tar?:{essgxent ?1;31 sign and cetrtify the accuracy of
gortion of the asgessmeant. The Ditector of Nussing provided 5 one- 10726412
X B on-one in-service with the MDS Licensed |
| Under Medicare and Medicaid, an individual who Vocational Nurse regarding assessment ’
willfully and knowingly certifies a materat and accuracy and accurate MDS coding to
false statement in & residant assessmant s : ensure systentic change.
subiect {o a oivil money penalty of :*zfct more than |
$1,000 for each assestment; or an individual who The facility DON and Interdisciplinary 10726/12
willfully and knowingly causes another individusl Team will monitor sustained compliance |
to cerlify @ material and false statementina through monthly MDS Quality Assurance |
resikient assesement is subjsct to & civii money 1 Audits,
penaity of r;;‘)t mgre than $8,000 for each 1
aBSesEMEN The facility Quality Assurance Commitiee 10720712
_ ) : will evatate achieved effectiveness
| Clinival disagreement does not constitute a | quarterly,
material and false statement. 1 1 :
This REGUIREMENT iz not met as gvidenced i
oy, i
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Based on interview and record raview, the facility
failed to ensure that the residents' pneumo
vacaination stalus were assesss accurately i
reflect the aclua! status of the residents on the
Minimal Data St (MDS) assessment for two out
ot 13 sample residents {12, 13,

Findings:

a. Angording o the admission record, Resident
12 was admitted to the faciily on October 24,
F011, with diagnoses that incheded alrial
fibriflation, diabeles melitus, and coronary anery
disease.

A review of the resident's MDS dated November
6, 2011, and August 8, 2012, indicated the
prigume vaocine was soded 043 which meant the
resident’s pnauma vaccing was not updated
because the pnaumo vagcingtion was not offered,

A review of he Prgumonia Veocing
Adrdnistration Record Sheet indinatad the
Prisums vaccine was administered on October

28, 2011
On October 7, 2012, at 12:40 p.m. during an

interviaw with Licensed Vocational Nurse 2 (VN

2}, she siated the pneumo vaccination was
administered on Oclober 29, 2011, so the
praumo vacgingtion status of MDE dated
November 8, 2011, and August 8, 2012, were
coded incorrectly, and should have been coded 1,

b. According to the agmission record, Resident
13 was admilfed o the faciiity on Jung 7, 2012,
with diagnoses ihat included chronip obstructive
pulmenary disease, diabetes mellitus, and End

COLLEGE VISTA CONV HOSHITAL
LGOS ANGELES, CA 300414
(%410 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5
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Stage Renal Disease.

E

| A review of the resident's MDS dated Novermbsr
B, 2011, and July 4, 2012, mdicated the preume
vaccing was coded 0/2 whict: meant the
resident's pneumo vaccine was not updaled

' bacause it was offerad but declined.

3

F 278 | Continued From pags 4 , F 278/
%
i

A review of the Prieumonia Vaccination
Scraening indicated the résident had received the '
pnoumonia vaceination on April 8, 2012,

On Oetober 7, 2012, at 1245 p.m. during an z
interview, LVN 2, stated the resident had received
the pneumo vaceination on April 8, 2012, and the
MDS dated July 4, 2012, was coded incorract and
it should have been coded 1.

F 308 483.25 PROVIDE CARE/SERVICES FOR F 308
§3=0 | HIGHEST WELL BEING

Fah st must oot and e oottt || Resdnes 11,2 3w provida 01072
or maintain the highest practicable physical, imamee iaiely Witk m emergency kitat
mental, and psyehosorial welkbeing, i bleeding in méﬁn g’ﬂw - zge;i A
ﬁcgorﬁza:}ng? ;&:z tha comprehensive assessment l; located in the treatment cart and.
o p emergency sapplies in the medication
FOO1E.
. . . The care plan for Resédent #2 for care and 52 #10/12
;;:s REQUIREMENT is not mst as evidenced precention of hemodialysis intervention
¢. According o the admission record, Resident secf‘;n ;«as &‘?dmd zmmeétazelg;& .
11 was admitted 1o the facilty on September &, ;ﬁﬁ us}f aniiing emergency bieeding from
2012, with diagnoses that included diabetes ¢ SH,
mellitus (DM li, End Siage Renal Disease . o
2 ' reviewed the need for bedside emargency
The Minimum Data Set (MDS} assessment dated kits and care plang of all cursent retiderts i
. raceiving hemodiaiysis ay well as facility
Ewgryt 1008311 Fackiy i), CAF7O00008D it sonfinuation sheat Paga & of 31
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SUMMARY STATEMENT OF DEFEIENCIES ; 9]

provided in the regident’s room. LYN 2 stated the
emergency kit was located in the treatmant cart.

On Qoinber 7, 2012, at 748 a.m., the resident
was in her bed and her parmacatheter with
dressing was cheerved on her right upper chest
During an interview with certified nursing
assistant 1 {CNA 1] at the sama Hime, CNA 1
siated there was no emergency kit in the
resident's room and she would yse the bed linéns
or Yissues or paper lowels from the bathroom
whaern there was blgeding sbserved from the
resident's permacatheter.

On Ociober 7, 2012, gt 3:40 p.m. during an
interview with Registered Nursg 1 {RN 1), he
agreed the emergency kit shoukd have been
provided in the residant's roam.

A review of the faciity’s policy of the Nursing
Emergency of Memorrhage indicated the supplies
o control hemorrhage were included thick pads
of sieriie gauze, sanitary pads o alxdominal pads,
fourniguats, blood pressure cuff, scarf or belt

will evaluate effactiveness quarterly.

X4 0 ! PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ! prEFIX EACH CORRECTIVE ACTION SHOULD BE FOMPLETION
TAS REGULATORY OR L3C DENTIEYING INFORMATION) TAG CROSS-REFERENCED 1O THE APPRUPRIATE TRTE
| DEFICIENGY)
E: 309 Cﬁﬂﬁﬂﬁed F{am p&g& $ [ F 3&9 p{ﬁicy and ?wurﬁs compiiﬁ:twﬁa
Septembar 18, 2012, Indicated the resident had , , . N
lintact cognition, and needed extensive assistance The Director of Nursing and Director of — 110/10A12
; ' muses and UNA’s regarding assessment,
The resident had 2 physician's order dated “}d‘mm;’ gﬁons’ m‘“ﬁ?“’ngﬁmﬁ
Seplember 13, 2012, for dialysis scheduled three pians, M‘; Wi{;emerf"’tﬁm} it at bedslde
fimes a week and not 1o take shower dus o ASSOTIAL possible smergency
permacathater. Meeding fron: 2 shunt or permacathsters.
On October 5, 2012, at 6:10 p.m. during a tour The DON, Nursing Supervisors, Chiarge 102012
with Licensed Vecational Nurse 2 (LVN 2), there M”S*‘;% and DSD will monitor S‘jf‘?]‘m
was no emergsney kit observed in the resident’s ccxr;p HOCe mtegr?izg?_t ough daily
room, During an interview with LVN 2 at the same quality assurance facility resident rounds.
firme, she confirmed there was no emergency kit ro: . .
gency The Gacility Quality Asswrangs Commitiee 10728712
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gloves,

Based on cbservation, interview and record
revigw, the facility failed (¢ ensure that reskients
with grigripvenous shunt (AV shuntfisa
passageway, artificial or natural, that allows bigod
to flow from an artery fo a vein without going
through a capiliary network) for hemodialysis

1 treatment and had and permacatheter {used for
temporary access for dialysis) had an Emergancy
Kit at the bed side to manage a potential
emargency dleeding for three out of 13 sampie
residents {2, 3, 115

Findings:

a. According 1o the admission record, Resident 2
was adrmitied o the facility on June 1, 2012, with
diagnoses that included diabetes mailitus {DiA)
type i, End Slage Renal Disease (ESRD), renal
diatysis status,

The Minimum Data Set (MDE] gssessment daled

Seplember 13, 2012, indicated the residert had
m, and neaded extensive assistance

o the staff for alt her activities of daily living
{ADLY,

The resident had a physician's order dated Jung
1, 2612, for hemodialysis scheduled three timss a
week on Mondays, Wednesdays and Fridays.

The care plan dated June 1, 2012, &1 care and
precaution of Hemodialysis, the approach
indicated if the shuni site is bleading call the
attending physician. Howsver, the plan of care did
not include interventions or how to handle

FORM URIL2557/02-98] Previcus Vemsions Obaviete Zvent H, (BK31Y
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F 3¢a

Continued From pags 7
amergancy associated with bleeding from the
shunt.

On Qetober &, 2012, a1 6:10 p.m. during & tour
with the Director of Nurses {[DON], there was no
emergency kit observed in the resident's roam.
During an infervisw with DON af the same time,
he confirmed there was no emergancy kit
providged in the resident's room, DON stated the
emargency kit was iocated In the treatment Cant.

On Ogtober 7, 2012, at 7.48 a.m., the resident
was in her bed and her AV shunt was observed
o her left upper arm. During an intervisw with
certified nursing assistant 2 (CNA 2) at the same
time, CNA 2 stated there was no emergenay Kit in
the resident's room and she would use the bed
linens when there was blesding observed ffom
the resident's shunt or she would runto the
nurses station %o tall the charge nurse,

b. According to the admission record, Resident 3
was admitted 1o the facility on June 1, 2112, with
diagnoses that included diabeles metifus {DM)
type i, £nd Stage Renal Disease (ESRD), renal
dialysis status and chronic shstructive pulmonary

Uigease {COPD}

The Minimum Data Set (MDS) assessment dated
May 30, 2012, indicated the resident had intact

_cognition, and needed imited assiztance from the

staff for all her activities of daily living (ADLY

The resident had a physician's order dated April
t, 2012, for diafysis scheduled threa times a
weak on Tuasdays, Thursdays and Salurdaye

On Qoiober 8, 2012, at 710 p.m. during a tour

F 309
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with the Director of Nurges {DON;}, there wagno
graergency kit obsarved in the resident's reom to
manage potentila besding.

|
308 | Continued From page 8 F 309[
|

On the same day and fime during an interview
with the X3, ha confirmed here was no
grmergency kit provided in the resident's room.
The DON stated the emergency Kit was located in
the treatment cart af the nurses station. Also
there gre fourniquetls in the madication room that
can be use.

F 314 483.25{c) TREATMENT/SVCE TO F314
88=0 ' PREVENTAEAL PRESSURE SORES

Resident 415 physician was immediarely HUS U ¥4

Based on the comprahensive assassmert of a contacted with recommendation in a
resident, the facility must ensure that a resident pressure refieving mattress, The

who eniers the faciity without pressure sores physician’s order was obtained and carried
does not develop pressuwrs sores unjess the out tmely. The care plan approach was

individual's slinical condition dampnstrates that appropriately updated fo reflect positive
I they wers unavoidable; and a resident having action.
pressyre sores receives necessary traatment and
services to promote healing, prevent infection and i The faciity interdisciplinary team 110712
prevent new sores from developing. - reviewed all care plands and physician’s

orders of all current residents to identify |
any residents needing additional pressure |

This REGUIREMENT is not met as evidenced relieving devices, and ensure compliance.

by

Hased on cbservation, interview and record The Direcior of Nursing in-sgrviced ali 1714/12
raview, the facility failed to ensure & pressure licensed purses and CMA’s regarding

relieving device was providad (o a resident who pressure sore prevention ard healing

had developed Stage i pressure ulcer o promaote | promotion to ensure systemic changss

wound healing and prevent the development ¢f | promote positive outoame resident

naw uiver for one random resident {15}, practices,

The DON, Nursing Supervivors, Charge 16/19/12
‘ ' | | Nueses and DSD will moniter sustained
E}rf Coiober 7, 2012, at 1.05 p.m. during Resident | . periormance through quality assurance
18's traabment observation on both buttocks ares, | daily resident rounds,
|

Evernt 113 085511 Fasiity 113 CAGFOMOD0RY if sonfinpsbion shee! Page § of 34
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F3ld

- somelimes i to make hersaif understood and
twas able to understand others. The resident

| bed.
F 315 | 483.25(d) NO CATHETER, PREVENT UT!,
ss:Di RESTORE BLADDER !

Continued From page 9
the resident was observed lying in a regular bed
with viny! biue Chux under her body

Accarding to B admission racord, Resident 15
was admitled o the facility on July 2, 2012, with
diagnoses that included hypertension, arthritis,
and wrinary retention.

The Minimum Data Set (M08) assessment dated
July 15, 2012, indicated the resident was |

nesded extensive (o total assislance from the
staft in the activities of daily hiving, but did not
have unhealed pressurs ulcers.

A review of the Drecubitus Report dated Oclober
2. 2013, indicated there were Slage H pressure
sore ideniified on both right and left buliodks.

There was a plan of care developed on October

2, 2012, for ihe presence of prassure sore Siage

i on buttocks. However, the approach plans did
not include provrding pressure religving device in
the bad.

(i Getober 7, 2012, 2t 240 pan. during an
interview with Registerad Nurse 1, he statsd the l
pressure ralisving mattress should have been
provided io the resident to prevent further
deterioration of the skin,

A raview of the faclity's Skin and Pressure Ulcer
Protocol for Stage H Pressuire uicer indicated to
provide pressure reducing/relieving devices {0

F314  The Quality Assurance committes will 10720712
monitor and evaluate sffectiveness on a

quarterly basis.

F 315

FORM CMS.2567(02.99; Pravious Versions Obscists
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bag for ong random sample resident {18}
Findings.

According 10 the admission record, Resident 18
was admitted t¢ the facility on July 2, 2012, with
diagnoses that included hypertension, arthriis,
and urinary retention.

The Minimum Data Set (MES) assessment daled I
July 15, 2012, indicated the resident was
sometimas asbie o maks herself undersiood ang
was able to understand others, The resident
needed extensive 1o tolal assistant in the
activilies of daly Bving, and was always

H
H
H
;
:
H
H
H

i

svalugie effestivenesg quarterly.

(%6} 1D SUMMARY STATEMENT OF DEFICIENCIES t o [ PROVIDER'S PLAN OF GORRECTION x5
BRERK (EAGH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION] TAG CROSS.REFERENLED TO THE ARPROPRIATE DATE
E DEFICIENLY)
F 318 Continued From page 10 | F315] theindwalling catheter for Resident #15  10/10/12
g was immediately secured per fucility
Basad on the resident’s comprehensive j nursing policy and procedure. Resident
asssssment, the facility must ensura that 2 1 #15 physician was immediately contacted
resident who enters the facility without an ! regarding the assessment of the drainage in
incwelling catheter is not catheterized unless the | the urinary drainage bag. The phvsician
résident’s clinical condition demonstrates that i orders were carrfed out timely.
catheterization was necessary, and a resident l ’
who i incontinent of bladder recaives appropriate The Interdisciplinary Team reviewed all 10410432
freatment and services to prevent urinary tract residents with indwelline cathetars o
infections and to restore as much normai biadder determine if any resident care actions wers
funchion as possibie, needed 1w ensure compliance,
The DON and DSD in-serviged the FBHO/12
This REGUIREMENT is not mist 45 evidenced Heensed nurses and CNA’s on indwelling
by o ) catheter resident care practices including
Based on chservation, interview and record securing, assessment and notifying the
reviaw, the facility failed to ensure a resident's physician to ensure systemic changes.
urinary indwelling catheter was secured to
prevent potential dislodgement of the cathater The DON, Nursing Supervisors and 1071012
that may result in a trauma to the urethra, and Charge Nurses will menitor sustained
failed to assess and to notify the physician the performance through quality assurance
resident's tea colored cloudy urine with resident rounds every shift.
sedimentation ¢oliacted into the urinary drainage
The Quality Assurance commitige will HY28/12

FORSM CMB-2557 (02850 Previpus Versions Dhsclete
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incontinent in uring and howe!,

A review of the Decubiius Repord dated Oclober
2, 2012, indicated there were Stage )l pressure i
sore identifisd on both right argl left bultocks.

The resident had a physician's order dated
Getober 3, 2012, for indwelling catheter 14
Franch {Fr)/5 cublo santimeter {cel.

There was @ plan of zare developed on Ociober
13, 2012, for the use of indwelling catheler
sacondary {o presence of pressure ulcer on
hittocks, The approach plans inciuded to do
indwelling catheler care as ordered and fo
menilor urine for color, sediments, binod and to
call the physician &s necessary.

On Qetober 7, 2012, at 1:08 pm, during Rasident
18’s treatment observation on both buttocks area
by Licensed Vocational Nurse Z {LVN 2}, the
rasident was ohagrved Ying in her ad with
indwelling catheter i place. The resident’s urine
had sediments and was tea colored. Ths
indwelling catheter was nol secured and it was
tensed becauge a part of the wdweiling catheler
was stuck under the rasident's butiocks making
the catheter taut from the urethral meatus
{opening). The resident's urine coflscted in the
drainage bag was cloudy and had
sedimentations. l

Puring an infgrview with LYN 2 who was
performing the treatment, sne stated the
indwelling catheter should have besn secured. |
Also, there was 1o documented evidance the tes
oolored urine with sedimentation was notified fo
the physician as care plan indicated, i

XA 1D | SUMMARY STATEMENT OF DEFICIERCIES T PROVIDER'S PLAN OF CORRELTION T
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG HEGULATORY OR L 8C IDENTIEYING INFORMATION) TAG CROSSREFERENCED T0 THE APPROPRIATE oA
l DEFICIENGY)
3
F 315 Continued From page 19 F ::7.‘151E
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Evart £ 485311
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(%) ID SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF CORRECTION X8y
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F 315 Continued From page 12 F 315
A review of the facility’s poticy fprocedura of
indwetlling catheter care indicated to secure the
catheter fo thigh with tane or catheter strap.
F 322 483.25(g3 2} NG TREATMENT/BERVICES - F3z22:
so=0 | RESTORE EATING SKILLS
Based on the comprehensive assessment of g
resident, the facifity must ensure that g resident | Resident #8 gasfrostomy tmbe {GT) was 16/8/12
wito is fodl by a naso-gastric or gastrostomy tube | immediately checked for placetent and !
raceives the appropriate treatment and services [ § patency I¢ ensure appropriale lreatment, |
to prevent aspiration pneumonia, diarrhes, i prevention and services,
vomiting, dehydration, metaboiic abrormalities, § !
and nasal-pharyngeal Wlcers and o restore, if ; ‘ The Director of Nursing evaluated all 16720412
possible, normal eating skills, | licensed nurses clinical practices with ;
] residenits with G in regards to medication
administration, slacement check znd
This REQUIREMENT is nof mel as evidenced patency check along with Lopez valve
by; ; practives to identify any other practice
Based on sbservation, interview and record I actions.
review, the facility falled to ensure clacement of
gastrostomy tube {3T) was checked before I ! The D2ON and enteral consuitant conducted  14/20/12
medications were administared via GT, faliadio | an in-service $or all licensed purses
ensyre 3 licensad nurse who administered | ' regarding all aspecis of GT clinica) pursing
medications through a resident’s gastrostomy [ l practice to ensure comphiance, ©
tube {31} foliowed procedures ty prevent the
entrance of excess air into the resident's stomach | i The DON and enteral consuitant will 10520/12
and potentially causing distention for one oul of g | monitor systemic changes through quality
% 13 sample residents (8). | assurance resident rounds specificaily g
o ] I residents with (3T on a random weekly
Findings: ! basis,
a.1. According to the admission record, Resident | % The Ouality Assuzanc i i 12
8 was admitted to the facity o May 26, 2011, | A egmmig;‘;f;‘:;? vl 0eon2
with diagnoses that included cardiovaseular | .
accident (CVA) with hemiparesis, dysphagia and | |
gastrostomy status.
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X430 | SURIMARY STATEMENT OF DERICIENCIES | o PROVIDER'S PLAN OF CORRECTION s

PREFIX, {EACH DEEICIENCY MUSY 8 PRECEDED BY FULL PREFiX | {EACH CORRECTIVE ADTIDN SHOULD 8F COMPLETION
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F 322 ; Continued Frorm page 13 F 322
. The Minimum Data Sat {MDS) Assessment dated

012 indicatad the resident wasF l
; ﬁee{:e! E'}XIEJ. risive 1o iola: agsistance §

from the staff in activities of daily living, and !
reeded feeding tube for nuintion. ]

The resident had a physiclan's order dated May
28, 2011, to check fubs fsading placement and
patency every shift l

On Oclober 8, 2012, 8t 8 a.m. during medication i
pass chsarvation via GT for Residen{ 8, Licensed
Vocgtional Nurse 2 {LVN 23 did not check |
plasement/patency of the resident's GT. During

arn interview with LYN 2 2f tha same tims, she l
stated she should have checked the placement of

the GT.

A review of the facility's procssiure of the Enferai
Medication Administration indicated to verify {ube
placement by inserfing a srmall amount of air inte
the wbe with the syringe and to listen i the
stomach with a stethescope for gurgling sounds. ‘ }
|

a2 On October 6, 2012 &1 7:55 am,, during the |
medication pass observation, Resident 8 was
shserved in his bed with a GT i place, and thers l

was a Lopez vaive connhected. Licensed '
Vooational Nurse 2 {LVN 2) was observed I [
administering the gleven morming medications

using 2 syringe barrel. LN 2 tumed cff the i

pumping machine and adminisiered the !
medications, Between administering medications, l ;
LVN 2 did not pinch GT or turn off the Lopez ; I
valve to prevent air from enlering the resident's | _
stomach. LVN 2 clamped the Logez vaive when i
she flushed GT with water. Howsver, she allowed | '

| |

Faciiity 1D CAGTINIG05S if continuation sheet Pagae 14 ot 31
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F 322

F 323
88=E

Continuedd From page 14
the air to enter the resident’s stomach by opening
the Lopaz valve first and then pouring the water,

During an interview with LYN 2 at the same time,
she stated she should have pinched or clamped
the GT betwssn administering diffarent
medications and fushing the GT with waler,

A raview of Nursing Siandard Practics indicates
that in order to prevent air om enfering the
stomach during administration of medications, the
nurse should pinch the BT before all the
madication drained from the neck of the syringe
barrel ther, peur the next dosage of medication
inty the barrel. (Swearingen & Howard, Proto
Atlas of Nursing Procedures, Third Edition, Pages
257-264).

483.25(h FREE OF ACCIDENT
HAZARGS/SUPERVISIGRAIEVICES

The facility must angyre that the resident
srwvironment remaing as Fee of accident hazards
a3 Is possible; and esch resident receives
adequate supervision and assistancs devices to
preven! accidents.

This REQUIREMENT is not met as evidenced
by
Based on observation and interview, the faciiity
failed to mainiain the residenis’ environmeni fee
of agcident hazards by not securing televisions
{hat could cause the potential for acaidents in
ragident’s rooms,

Findings:

l'

The televisions in rooms -4, 4-C, 6-8, 8-
A S A 88 18-B, 20-A, 20-C and 22-C
were inunediately seoured 1o pravent
potential accidents,

All current facility televisions ware
inspected to identify other potential
hazards and onsure compliancs,

The Administrator provided & one-on-one
in-service with the maintenance worker
regarding securing of all facility
televisions to ensurg systemic changes,

The Adpranistrator wili monior sustained
performance through facility quality
assurance spviranmental rounds on a2
random weekiy basis.

10710412

10/20/12

18728712

[

1672012
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DEFICIENCY)
|
F 323 | Continued From page 15 F323| The Guality Assurance committee will 1720412
evaluate effectivensass on a quarterly hasis.
On October 8, 2012, between 5,50 p.m. (0 6:30
n.m. during a tour of the facility, with Licensad
Voeationat Nurse 2 (LVN 23, the televisions in
Rooms 1-A, 4-C, 8-B, 8-A, §-4 8-B, 10-B,
128, 204, 20-C, 22-C werg observed not
secured 1o prevent potential acgidents. _2
During an interview with LVN 2, she siatad the ?
televisions should have been secured.
A raview of the facllity's Maintenance and Piant |
operaiions indicated o make a ouline dally
ingpaction of the facdity 1o ensure all fixtures are |
seourely Tastened, that the facility is clean and in
gond repair.
F 328 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
s8=F ] KEEDRS
The facility must ensure that residents recsive
praper treatment and care for the following The oxygen flow rate for Resident 5 and 10/1¢/12
special services, Resident 6 were immediately adjusted to 2
injections; liters per minute via nasal cannula.
Parenteral and anteral fluids; '
Colostormy, uretferpstomy, or ileostomy care; The HHN tubing for Residsnt 6 was H£0 2
Tracheostomy care, immediately changed and appropriztely
Tracheat sustioning; labeled.
Respiratory care;
Foot cars, and § The HHN tubine and oxygen for Resident  1O/10/12
Frostheses. 5 was immediately roplaced and
I appropristely labeled,
This REQUIREMENT is not mel as evidenced | All current residents with orders for 10720112
by §- oxygen and’or HHN treaiments were
Based on observation, inlerview and record assessed fo identify other resident clinical
review, the facility falled fo ensure residents : practice needs and any action o be taken
received the sorrect volume of oxygen as directad I with rate admiaisiration, placement or
in the physician's order and fajled lo ersure ; lubeling, i
Evert D BEKAYY If continuation sheet Page 15 of 31
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?REFZX

F 328 | Continued From page 18

respiratony care squipment such as oxygen i

tubes, andd harnd held nebulizer (MM} tubes wers |

propetly labsled with dates and changed to ;

prevent potential infection for two oul of 13 |

sampié residents (5, 8. !
i

3
i
I The DON in-serviced #ll Heansed nurses 10/26/12
regarding oxygen administration, oxygen

tizhing and HHN fubing, treatment angd
izbeling to ensure compliance.

The DON will monitor throngh quality 62012
L assurance resident reunds oo a weekly

Findings:
basis to ensure sustalned clinical practices.

[ a. According to the admission record, Rasident 5
was admitted io the facifity on October 3, 2012,

i The Quality Assurance commitize will 10720712
with diagnoses that includesg pneﬁmon%& atsial i
i

' gvaluate effeciivenass quarterly.

fibritation, and congestive heart failure.

The resident had a physician’s prder dated

Ogtober 3, 2012, 0 adminissr oxygen st two
[fers per minuie via nasal cannula as necessary :
for shoriness of braath. i E

I
|
There was & plan of care developed on October | :
3, 2012, for the use of pxygen dug to shorthess of, 1
braath and one of the aporoach plang was to i 1
have oxygen available if needed -=
On Qcteber B, 202, a1 6 p.m. during an initial ; 1
four with Licensed Vocational Nurse 2 (LYN 2, i
the resident was in his bed sleeping reqeiving
oxygen at 4 lifers per minute. f
|

Gn Oclober 7, 2012, at 7358 am, the resident
wag observed receiving Oxygen at 3.5 liters per
minute. During an interview with Registered

: Nurse 1 ot the same day at 785 am., after
reviewed the physiciars order, he stated the
residant ghould have received the oxygen at2
Hters per minute as the physician ordered.

| b. Acoording to the adrmission record, Resident 8 1
| was admitted i the facility on September 21,
|

FLRM CMS-2587{02.59) Previous Vissions Jhaoieis Event i1 paKE 11 Facility 1D DAB?oOOCLES i cosinuation sheet Pags 17 of 31
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]
Z 3
F 328 Continyed From page 17 §i F 3281
2012, with diggnoses hat included aspirgtion ‘
pheumonia, acule respiratory fallure, and | ;
hypertensive heart disease, l
The resident had a physioian's order datsd
September 21, 2012, 1 administar oxyygen 3t two E
| liters per mrzute viz nasal canmula as recessary
* for shortness of breath. E

Thers was a pian of care developed on

Saptember 21, 2612, for the use of oxygendue to | 5
shoriness of breath and one of the approach

plans was o have oxygean agvailsbie i needed.

1

1

|
|

1

i

On Celober & 2012, 31 8 pum. during an initiz!
tour with LVN 2, the recident was in his bed
sieaping and receiving oxypen at 4 iers pay
minute,

interview with RN 1, hé stated the resident should
have received the oxygen af 2 liters per minute as
the physician ordered.

¢ On QOctobar 5, 2012, during a tour of the facility
between 5. 58 p.m. o §:30 p.m. In the presence
of Licensed Vocationa! Nurse 2 {LYN 2}, the
foliowing was observed.

|
|
!
On October 7, 2012, at 3:40 p.am. during an I
E
i

| 1. Resident &'s HHN tubing was labeled on
| September ¢, 2012. !

2. Resident 8's MHN tubing and oxygen tubing |
wore not labeled with dale applied or changed, t

i
:

During an interview with LYN 2, she stated the | - ;
M+N should nave been changed every 7 days | 1
and ihe respirateny equipment shiculd have been i
lzbeled with datss, t

; ;
Event tD: 08K311 Faoilly 1), CASFON0508S If comtinuption sheet Fage 18 of 51
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(%43 1D SUMMARY STATEMENT OF DEFICIERC'ES 1 o PROVIDERS PLAR OF CORRECTION .
PREFIX FACH DESICIENGY MUY BE PRECEDED BY FULL L OPREFIX {EALH CORPECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION! 1 A3 CROSS-REFERENCED TO THE AFPROPRIATE PATE
DEFIGIENGY)

: i

|
F 328 ; Continued From page 18 § B 328f

| A review of tha facliity's policy for the Oxygen E
equipment indicted the tubing should be replaced |
avery week or a8 needed. i

F 3711 483.35()) FCOD PROCURE,

48« | STOREPREPARE/SERVE - SANITARY

H

The expired Kitchen dry food and food in 10/8412

refrigerator were itmmedistely disposed of

appropriately.

|
}
| The faciity must - ‘

{1} Procure food from sources approved or ;
considerad satisfactory by Federal, State or iocal ‘
authorities; and
{2} Store, prepare, distribute and serve food t

under ganitary condifions The expired food in the resident’s food 138712

refrigerator in the nurses lounge were
disposed of approprisiely.

resident’s food refrigerator in the nurses
founas,

This REGUIREMENT s not met as evidencad
hy:

Hazed on shservation, inlgrview and record
raview, the facility failed 1o ensure the kdchen
was in gogd repalr, and o ensure that foods were |
not siored heyond expiration date and uzsed
during best by date.

The wall chip above the sink inkitchen  10/8/12
wag repaired immediately. ;
|‘

The 14 inch gap betwoen floor and screen 22 0784372

door leading outside the itchen was ¢

replaced quickly, i
f

Findings:
The Distary consultant assessed the 10/10/12

kirchen as 2 whole identifying any

On Qclober 8, 2012, at 5:10 p.m., folowing was
potential conditions needing action,

abserved at the Kitchen In the presense of dietary
; assistant 1,
The Distary eonsultant in-serviced the o012

!
- 1, There was chipping on the wal right above extirg Kitchen staff regarding dry and

sink sized {hres inch by one inch, ‘ refrigerated foud, storing food, expired
{ond monitoring and disposal, kitchen

|
|
|
|
|
; A temperaturs log was placed on the 182
|
|
|
|
| |
| |

2. Two cans of Chow Mein Noodle (one pound] | repairs and sanitary conditfions to ensure
was found in a dry storage room indigated best by compliance,
Aprii 29, 2012,
Event ITy CEK311 Faciiay 1) CASTORDONEE If ontinuation sheet Page 19 of 34
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KA BLMMARY STATEMENT OF DEFICIENCIES : I | FROVIDER'S PLAN OF CORRECTION { (K5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED 8Y FULL l PREFIY 1 {FAGH CORRECTIVE AGTICN SHOULD BE QUMPLETION
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A0 REGULATORY SR LEC INENTIFYING INFORMATION
DEFIGIENSYS

|

F 3714 ! The Dietary consuitant will monitor the 10420412
dry and refrigerated food on a random

weekly and monthly basis to ensore
systemic changes are ocourring.

F 371! Continued From page 18 2

3. One bag of Parmesan cheese (8 pound) half
filad and opened on July 28, 2012, was found In
a refrigerator,

The Quality Assurance conunitles will 1820412
evaluate effectiveness on a quarterly busis.

4. One box of coconut flakes {10 pounds) opened |
oy January 30, 2012, wes In refrigerator, l

8. One bag of corn todilia (8,15 poundY was ina
3 refrigerator expired on Sepleimber 26 2012,

8. Thare was an approximately 1/4 inch gan
observed between the kilchen floor and screen
door leading cutside, and one fiy was observed
fiving and landing on the kitchen eguipment,

|

|

|

|

E

|

During #n interview with Distary Assistant 1 at j
the same time, he stated the expired food should | !
faven been removed. |
|

i

i

|

|

|

%
A review of tha facility's policy and procedure of |
the Food Storage {additional policies for shelf iife
of dry and refrigerated sigrage; indicated as !
follows: §_

i there is no expiration date on the package for ]
the tems such as cheese, discard packing, label
date, ardd add a use by date not o exceed ore %
moath from the dats opened. Bxpired foods shall |
be discarded immediately. 1

b. £ Qotoher 8, 2012, &t 8 a.m., during the
observation of the Resident's food refrigeraterin
tha Nurses Lounge, inside the refrigarafor were 1

three jars of yogurt 8 ounices of 170 grams each

ihat belonged to Resident 18, the yogurt had

expired on August 1, 4, and 12, 2012, ;
respectively. There was no temperature 10g | |

|
, | i

Facly LY CADTEI008S ¥ cortinuation shoet Pags #af 3
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a bottie of quid muit-vitamin with minerals

policy and progedures will be revigwsd for

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFIGIENCIES (X1} PROVIDERISUPPLIERICLIA {X2) MULTHIPLE CONSTRUCTION [%31 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATHON NUMEBER A SUILDING COMPLETER
B MING
$35030 1010712812
HAME OF PROVIDER OR SUPPLIER 5 STREEY ADDRESS, OITY, STATE, ZIP CODE
4881 EAGLE ROCK BLYD,
COLLEGE VISTA CONV HOSPITAL LOS ANGELES, CA 90041
(X415 EUMMARY TTATEMENT OF DEFRICIENDES : Hal FROVIDER'S PLAK OF CORRECTION X5
PREFIX {EACH DEF(CiENEY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ALTION SHOULD BE GOWPLETION
TaAL REGULATORY OR LEC IENTIFYING INFORMATION? 1 TAG i GROZE-REFERENCED YO THE APPROPRIATE CATE
BEFICIENGY
]
F 3711 Continued From page 20 F 371 I
maintained to ensure that foods siored inthe : i
refrigerator were maintained at the right !
temperature. 1 |
F 425 | 483.80{2).(b} PHARMACEUTICAL 8SYC - ! F 425
&gz | ACCURATE PROCEDURES, RPH | f
The facility must provide rouline and emergency I L \
drugs and biologicals to its residents, or obtain | ?isszdz:;;;#& #10, i‘*? #16 “’i’;‘ , 1048112
them under an agregment described in | 1OImeniatsy 8558560 SOF POSSIoIE Signs oF
§483,75(h} of this part. The facility may permit - symproms of potential deug interactions
unlicensed personnel fo administer drugs ¥ Siate l | and for possible gastrastomy tube (G7T)
law permits, but only under the general 1 clogging.
supervigion of a licensed nurss.
pe | All carrent facility residents with GT and | 1020/12
A facility must provide pharmaceutical services | swith physician’s orders for sye drops and
{inctuding procedures that assure the accurate | i liguid medication arders were assessed for
acquiring, receiving, dispensing, and ; ldﬁf‘ltlﬁrjai}en of putential needed practice
administering of all drugs and biologicals} o mest | actions.
the needs of each resident.
i The Pharnmacy consnitant conducted an ine [ 10720/12
The facility must employ or obtain the services of | service with all licensad nurses regarding
a ficensed pharmacist who provides consultation | nursing practice and procedures for
on all aspects s (:;f iﬁlf; provision of pharmacy i ; ?‘?ﬁﬁm%‘miglg:ﬁzﬁmm; into 2
services in the facility, rl, ing Hg" 1CAK0N, an
; nursing practise and procedure of
; . administration of eve drops W ensure
] 1 compliance.
|
Thiz REQUIREMENT is not met as evidenced | | The {33 znd Pharmacy consuitant will 10720412
by, l monifor compliance through quality
Based on obsetvation, inlgrview and recgrd assurance medication pass observations on
review, the facility falled 1o ensure multiple I a random weekly and monthly basis for
medications would not be crushed ogetherand | sustzined systermic changes with nursiog
administered *rrough a gastrostomy tube (GT) in | [I practice znd procedares.
order fo preven? the Clogging of the &7 ard the
potential for drug interactions (8), failed fo shake i . The fzcility medication administration 16726/12

befotre pouring the medication in accordance with |

any need for revision or amendm e,

FORM GRS 2587102.08) Frevious Versions Lbeolele

Fragnt 183, 368211
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(%4 1D SUMMARY STATEMENT OF DECICIENGIES = ‘ PROVIIER'S PLAN OF GORRECTION (s
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREQTIVE ACYION SHOULD BE COMPLETION
TAG REGUILATORY QR LSE IDENTIFYING INFORMAT DM} TALG CROSHE-REFERENCEH TO THE APPRUPRIATE SATE
; GEECIENGY)
;
F 428 | Continued From page 21 F 428  The Quality Assurance committee will 15720412

the the manufacturer's instructiong (10, for two
out of 13 sample residents and failed to ensure
eye medication wasg administered in accordance
with accepted standard of nursing practice for
onhe random sample resident (16),

Findings:

a. According to the admission record, Resident 8
was admitted to the facility on May 26, 2011, with
diagnoses that included cardiovascular accident
{CVA} with hemiparesis, dysphagia and
gastrostomy status.

The Minimum Qata Set (MDS) Assessment dated
June 8 2012, indicated the resident wasF
!, ang nee!e! ex!ens ve 1 total assistance

rorn the staff in activities of daily living.

On Cotober 8, 2012, at 7:85 a.m., during
medization pass observation for Resudent 8,
Licensed Vocational Nurse 2 {LVN 2§ crushed the
following medivations togethér in a small plastic
envelope,

1. Norvase 10 milligranss {mg) one tablet,
Z. Metoprolnl Tartrate 50 my one tablet
2. Fhiamin 100 myg two tablets,

4. Lasix 20 mg one fabdet
&H {25 mg ore tablet,
8. Cagium g with vitamsin D one tablet.

LVN 2 transferred all the crughed six crushey
medications 0 8 thiry culsic centimeters (€0}
medication cup and added water, then poured the
medicalions inle 2 barrel of syrings connested &
a&r,

i

evaivate effectiveness quarterly,

i
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F 425 | Continued From page 22 i

1 Agcording to the current standard of nursing
. practice # is required to "Aveid mixing

or syringe without first ensuring the drugs’ stability
and compatibility; the same rule applies for solid
and fauid dosage forms. B is hard enough o
nredict the stabllity for any one drug product
aliered for administration through 2 feeding tube;
when morg Han ane drug is adminisiered at the
same time, predicting stability and comrpatibiity

fhan one drug is ssheduled for agdministration,
they rust be given saparately. The polential for
drug-drug interactions fas well for those invalving
excipienis {ensuring that the active ingrediant
stays “active ] increases when two or mors
dosage forms are crushed together. Crushing
involveg applying significant force fa 3 drug
product, and i increases the amount of

Either can acceferate changes in the molecular
structure and resuit in atered physical and

expenentially when more than one drug, with it
excipients {active ingredient} is crushed.”
tAmerican Journa! of Nursing: Drug

Joseph | Boulista, PharmD. Ootober 2008, Vol
158 No. 1) pages 34-42).

During an interview with L¥N 2 on Oclober 8,
2012, at 830 a.m ., she stafed that she was n¢t
aware of e need to crush and administer the
gifferent medications separately o prevent

|
|
:;
H
:
bhacomes even more difficult. Thus, when more !
i
|
|
:
i

chemical properies; such risks increase |

Administration, Through Enterai Feeding Tube, I

' medications infended for administration through g
an enteral feeding tube. Most cilnicians know they |
shouid not mix different drugs in the same IV bag 1

parficulates surfgce area available for inferaction.

X4 0 SUMMARY STATEMENT OF CEFICENCIES e PROVIDER'S PLAN OF CORRFLTON T e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | eaeRlx {EAOH CORRELTIVE ACTION SHOULD 58 COMPLETION
TiG KEGULATORY OR LSS IDENTIFYING BIFORMATION ; TAG i CROBGREFERENCED T4 THE APPROPRIATE DATE
| ! DEFICIENCY)
| !
425

FORM CIS-2567/02-22) Provious Varsions oso'ele Evant I DBK31Y

Eacility 1 CASTOION0NY

# sontinuation sheet Page 23 of 31




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTER: 10/1 ?!2':312
FORM APPROVED
OMB NO. D938-0391

F 425 | Continued From page 23
compatibifties hefwesn pmdications and o

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFCIENGIES (X1} PROVIDERGUPPLIERILIA (K23 MMULTIPLE CONSTRUCTION {X3; DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: _ COMPLETED
A, BUILDING
B waNG
555030 10/0712012
BAME OF PROVIDER O BUPPLIER STHEET ADDRESS, CiTY, STATS, 2P CODE
4581 EAGLE RQUK BLVD.
COLLEGE VISTA CONV HOSPITAL
LOS ANGELES, CA 90041
(X411 SUMMARY STATEMPNT OF DEFICIENCIES } i ! PROVIDER'S PLAN OF CORRESTION X8
PREFIX | (EACH DEFICIENSY MUST BE PRECEDED 3Y FuLl \ eRERIE EACH CORRECTVE AGTION SHOU BE SOMPLETION
TAL RECULATORY OR L5 IDENTIFYING INFOHMATION ! TAG g CROSE-RECERERCED TO THE APPROPRUATE DATE
t 3 GEFICIENCY)
§ |
1" F 422}[‘
i H
i

prevent possible clogging.

b. According fo the cilnical record, Resident B had l
a physician's order dated June 23, 2011, for ]
rrasftivitamin with minerais solution S e io be

adminisiered daily. |

On October 8, 2012, at 7,55 a.m., during a i
madication pass cheervation, LVN 2 poured 5 cg i
of fiquid multivitamin with mineral from a bottle. |
However, LYN 2 did not ioliow ‘he manufactura's |
insfruction that indicated tc shake the botle well l
| before pouring. LVYN 2 read the instructions on
| the bottles andg stated she made a mistake and |
; should have shaken the bottles befors pouring. :
|
|
|

¢. Agcording to the admission record, Random
Resident 18 was admitted {o the facilty on Juiv 2,
F012, with diagnesas that included atrial

fibritlation and glaucoma.

2012, for Timelol 0.5 miliigram () one drap in
both eyes wo times g day. There was another
order dated Septermber 12, 2012, for Dorzolamide |
HMCL 2 pereent one drop to both eyes two imes g |
day, and Brimonidine 0.45 percent one drop o
both eyes fwo times a day.

The resident had a physician's order dated July 2, |
%

On Qetober 6, 2612, a1 .05 am. during an
obsarvation of eye madication administration for
Resident 16 by LVN 3, she instilled frst eye
medication directly on eye tall of the right ard teft |
eye after she pulled the resident's upper lid %
upward one by one. LVN 3 let go of the upperiid

right after she instilisd the eye medication, LVN 3
repeated two more Himes for twe other eye ‘

i

|
|
|
|
|

FORM CMS-Z3567002-99) Previons Vorsiung Ohsoleie Event i) k311
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TAS REGULATORY OR LEC IDENTFYING INFORMATION;

DEFCHIENGYY

F 425 | Continued From pags 24
medications after she had waited five minutas
each ims.

A review of the current standard of nursing
practice indicates that the nurse expose the lower
conjuncliva sac by exerting gentie frastion on the
area that is distal to the center of the lower ey
tashes, This wiil form 4 pocket inlo which the
nurse would instll the medication inic the center

I of the conjunctiva sag. At tha same time, apply &

| gentie pressure to the inner canthus to minirmize

[ the potential for systemic absorplion through the
izar duct (Swearingen & Howard, Photo Atlas of

O Qolober 7, 2012, at 340 p.m. during an
interview with RN 1, he stated the eye drop
shouid have been instilled in the lower eyeiid
pocket instead instiling directly on the eyeball

A review vaf the facility's policy and procedure of
Eyve Drops Administration Indicated to pull the
ivwer eyelid down ard away from the eyeball to
form a pocket. To instucgt resident 1o look
upward, and place one drop indo the pocket,
continging to maid the eyelid for a moment to
allow e medication (o diskribule.

d. According fo the Admission record Resident
10, was re-admitied (o the Taciiily on March 18,
2812, with diagaosis thatl included diabetes
meliitus, dysphagia and gastrostonwy tube
placement,

a On Qetober 6, 2012, at 7 38 a.m., during the
medication administration shsarvation, the
Licensed Vocational Nurge 1 {LVN 1) was
observed administering muitipie medications 1o
Resident 10, LVN 1 was observed crushing 10

Nursing Procedures, Third Edition, Pages 83-88).

|
|
|

H

:
i
i
i

|

|
|

|

|
|
|

dgifferent tablets madications together and poured

!

F 428

|
f

|
|

i
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i

555030 B kG [ 101072012

: T
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L TA '3
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o | SUMBMARY STATEMENT OF DEFICIENCIES Iy} ‘ PROVIDER'S PLAN CF SORRECTION £485)

SREFIX {BACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (FACH CORRECTIVE AGTION SHOULD BE | COMPLETIUN

TAG REGULATORY OR LSG iDENTIEYING INFORMATION S £ CROSS-HEFEREKCED TO THE APPROPRIATR | UATE
: DEFEHENCY)

F 425 ! Continued From pags 25 1 F 425
| all of them into one cup. LVN 1 siirred the mixture |
| togather and administered through Resident 10's i
GT. The foillowing medications were crushad l !
i
I

{ogether
1. Clonidineg 04 mg 1 ebletvia ST two tunes &
day.
2. Norvase 10 mg 1 ablet via BT daily
3. Altace 10 mg 1 capsiue via GT dally
4 Asprin §1 vy 1 tabletvie GT daily |
8. Plaviy 75 mg 1 tablet via GT daily ]
6. Colace 100 mg 1 tablet via BT two imes a day | |
7. Gozaar 100 mg 1 tablet via GT daily |
§, Lopressor 25 mg 1 taliet via OT two times a ;
day .
8. Rantidine 150 mg 1 fablet via GT two times g
day |
10, Oscal with Viamin £ 800 mg 1 tablet via GT !
two times a day. These medications were afl
crughed together and administersd together
through GT. ' ]
On that same day at 11 a.m., during an interview |
with LVN 1, sha stafed according 1o the facility's |
phamacy consultant tha licensed nuises no ’
jonger have to crush and agminister muiliple
medications separalely becauss these
medications wauid be mixed in the siomach !
@ithar way ssparately or not |
On thet same day at 11 15 a.m., during an %
interview with the Director of Nursing {DONj ke i.
stated according to the guideiines for enteral
adnuinistration of muitiple medications through 5
GT, each medication has 10 be crush and
administerad separately, however, the facility's |
consulting pharmacist verbally ingiructed the !
ficensed nurses 1o crush and administer multiple |
|
i

medications tagether. The Don indicated this
verbal statement was never corfirmed inwriting
by the consulting pharmacist

%
|
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o | SUMMARY STATEMENT OF DEFICIENCIES % 0 PROVIDER'S PLAN OF CORRECTION X5
PREF(X {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY O LEC IDENTIFYING INFORMATION: | TAG c&oss-a&r—*&ae;ggré rgg éf}f‘ APPROPRIATE DATE
|
F 425 Continued From page 28 I F 4258
According fo the faciiity's poficy ey I
*Administration of Medications through an Enteral |
Tube” not dated indicated if administering more l
than one medication, flush with 8 to 10 ml of
warm water between medications. I
Sea literature reference under (@) above. |
F 441 | 483,68 INFECTION CONTROL., PREVENT F 4471
‘g [ SPREAD, LINENS
The facility must establish and maintain an The basin, urinal and HHN whing for LO/8/12
Infection Contsat Program designed ta provide 3| Resident 3 were disposed of and the new
safe, sanitary and comfortable environment and ¢ health care equipment were fabeled with
to help prevent the developrment and fransmission © the resident’s room and bed number
of disease and infection. immediately.
{a) infaction Control Program The facility drafted a policy and procedure 10720712
The faciity must establish an infection Contrel for health care equipment identification to
Program under which it - gnsure prevention of potential spread of
(1) Investigates, controls, and prevents infections | infection.
in the faciiity; :
23 [}ggi(}eg what proceduras, such as isolation, The infection control coordinator made 10726412
shoulkd be applied to an Individual resident; and I quality assurance infection cantrol faciiity
{3} Maintains a record of incidents and corrective reamds 1o iderify any and a¥ possibie
achons relaled fo infections, afferted care area equipment neads,
{ts} Preventing Spread of Infection The DON ineserviced the licensed nurses 10720412
{1} When the infection Controi Program and NA's on infection conirol practices
determings that a resident needs isolation to ] including disposal of and iabeling of heaith
prevent the spread of infection, the facility must care equipment 10 ensure compliangce.
isolate the resident.
(2} The facility must prohibit employaes with a The DON will monitor sustained resident  10/26/12
comrmunicable disease or infected skin leslons i care equipment infection conirol
from direct contact with residents or thelr food, if ' performance practices on a random weekly
direct contagt will transmit the disease. i and monthiy basis through quality
{3) The facility must require staff io wash thelr l | asswrancz resident rounds.
hands alter each direct resident contact for which §
hang washing is indicaled by steepiad | The Qeality Asswance committee will 16720712
professionsi praclice. I evaluate effeciiveness guarierly.
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{c) Linens
Pegrgonnel must handle, store, process and
transport linens so &s 10 prevendt the spread of E

insfmetion, 1

This REQUIREMENT is not met as evidenced |
by.
Based o observation, interview, and retord
review, the faciiily failed 1o ensure that heaith ;
care equipments such as basin, urinat and hang
heid nebulizer tubing were properly ideniified ang
dated W prevent $e potential development and
franamission of infaction for one random selected

ragidents (14). ‘

Findings:
On Oclober 5, 2012, 8t 8 pam., during the initial
tour of the facility, the following was observed: |
1. In Room 1 there was 2 basin §itting an the
fonr under the resident's dresser with residents
glothing inside that was not labeled o identify the |
user, There wers two esidenis residing inthe
raom. '
2. There was a urinal Residert's 3 bad side The ‘
urinal was not labeled o identify the user. The
roorn was shiared by two residanis,
3. There was g hand held nebulizer tubing inside !
a plastic bag hanging af the bed side with Tabei or |
date of use and whan it should be changed on i
During an inlerview with Resident 3 on October 5, |
2012 3t §: 20 p.m., Resident 3 stated he has the
urinal for one year and ha ook i o dislysis '
tresniment three day 3 week. He used the urinal ot ‘
the center, washed it and brought it back o the
facifity 1o be used again when he went for dialysis |
i

F 441
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rgaiment, Resident 3 want on 10 Indicale he had
been in the facility for two years now and he was
given orinals, the first one was very dirty and
was thrown away.

Qwring an interview with the Director of Nurses
{DON), he stated the basin and the urina!
belonged to Resident 3 but it should have been
labeled with the resident's room and bed number
for identification. The DON did not comment
abowd Residant using ane disposable urina! for
ane yaar.

The facility was not able 1o provide policy and
provedure on how to ensure that health care
equipment such as bedpans, uringls and hand
held nebulizer tubing should be identifiad in order
to prevent the potential for spread of infection.
483 75(h) QUTSIDE PROFESSIONAL
RESOURCES-ARRANGE/AGRMNT

if the facility does not employ a quealified
professional persen fo furnish 2 spacific service
1o ba provided by the faciilly, the fagdlity must
have that service furnished o residenis by a
person or agency ouiside the facility under an
arrangsment described in section 1881wl of e
Act oF an agreement describad in paragraph (h)
{2} of this section.

Arrangements as described in section 1881(w} of
the Act or agreements pertaining to services
furnished by ouiside rescurces must spacify in
writing that the facility assumes resporsibility for
obtaining servives that meet professional
standards arul pringiples that apoly 1o
professionals providing services in such a faciilty;
and the Umeiiness of the services.

|

PREFIX !
TAG [ CROSS-REFERENCED TO THE APPRUPRIATE
BEFICIENGY)

F 441

|

:

i

H

I An immediate catl was placed 1o the
dialysls conter for Resident #1171 to confirm
; the physician’s order for Wednesday
subewtaneous injection &t the dialysis
senter of Darbepostin Alfa for Resident
#11's physician,

physician’s orders for all current residents
' reseiving hemodialysis to identify any
| practice needs or a¢tion 1o be taken.

l The tnterdisciplinary Team reviewed

| The DONX gave an in-service to i Hoensed
nurges reparding hemaodialysis center

. communication, physician’s orders and

. docameniation 1o ensure compliance.

d0/8/12

19/20/12

20712
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Based on inferview and record review, the faeilily |
falled o communicate willy the Oialysis Center
staff regarding administration of Darbepoetin Alfa
injection 25 microgram (meg 70,42 milfilter (mi at |
{he dialysis center every Wednestiay for one cut
of 13 sample residents {11).

_ Findings:

was admitied o the facility on September 8,
2012, with diagnoges that included diahetes
mellitus (DM} type I, End Stage Rengl Disease |
{ESRD), renal diaiysis status, ‘

|
According o the admission record, Resident 11 I
%

The Minimum Data Set (MDE) assessment dated |
September 19, 2012, indicated the resident had
intact cogrifion, and neaded extensive assistance I
frorm the staff except in eating. '

The resident had a physician's order indicated the |
foliowing: i
1. Hemodialysis treatrent three times per week |
(Munday, Wednesday, Friday] dated September [
13,2012
2. Darbepoetin Alfa injection 23 mizrogram
{mog .42 miiar {ml) to be given |
subicutaneously every week on Wednesday at the |
dialysis center September 8, 2012,

{ There was a plan of care developed on

hemogiobin and hematocri as the resident had
aneria. One of the approach plans was to give

i
September 19, 2012, for the dsk of low i
medication as ordered, §

|

|
|
|
I
;

%43 1D SUMMARY STATEMENT OF DEFICIENCIES | 13 E FROVIDER'S PLAN OF COFRIEOTION X%
SRERR (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX I {EAGH CORRECTIVE ACTION SHOULD BE COMPLE TN
TAG REGULATORY OR LSC {DENTIFYING INFORMATION; | TAG GHOSS-REFERENDED 10 THE APPROPRIATE DATE
CEFICIENGY)
f |
F 6001 Continued From page 29 I F&00; The Medica! Records designee will 10720412
This REQUIREMENT is not met as avidenced | | monitor performance compliance and !
by: ' E systemic changes through quality i
l assurance medical record review audits on |

2 random weekly and monthly basis.

The Qualtty Assurance committee will 1020412
ovaluate effectiveness on a quarterly basis.
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A review of the Nurses Dizlysis Communication
Record dated September 12, 19, 28, 2012, ang
October 3, 2012, indicated there was no
documented evidence the facility and the dialysis
center had communicated regarding the
administration of above medication, \

On Qctober 7, 2012, at 3:40 pom. during an :
inferview with Registered Nurge 1, he was not :
abde to find documented evidence that ndicated
the meadination was administered at the dialysis |
center, RN 1 stated the facilily nurss should have |
| communicated with the diglysis staff regarding
the adminisfralion of that medisation to ensure

fhe resident was sgministered that medication.

!
|
A review of the Nursing Home Dialysis Transfer |
Agreement indicated the dialysis center shall
pravide 1o the faciity information on aspects of |
the management of 2 desigrated resident s care l
related 1o the provision of diaivsis services.

%

A,
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