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Amended;, 
!DR.Result: Delete F 223 

i 
The followi.ng reflects the findings of the California 
Department of Public Health-Licensing and 
Certification, during a RECERTJFICATION 
survey. 

Representing the California Department of Public 
Health-Licensing and Certification by Federal 
Survey ID: 34310 RN HFEN, 29470 RN HFEN, 
35688 RN, HFEN, and 31266 RN HFEN. 

Capacity: 121 
Census: 103 
Sample: 21 
Random: 3 

Entity Reported Incidents investigated during the 
RECERTIFICATION survey: 
CA00453328- Substantiated with no deficiencies. 
CA0045S099- Substantiated; refer to F224 and 
F241. 

F 241 483;15(a) DIGNITY AND RESPE.CT OF 
SS=D INDIVIDUALITY 

The facility must promote care for residents in a 
manner and in an environment that maintains or 
enhances each residenfs dignity and respect in 
full recognition of his or her individuality. 

This REQUIREMENT is not met as evidenced 
by: 
Based on resident and staff interview, clinical 

record and administrative document review, the 

PRINTED: 11/17/2015 
FORM APPROVED 

OMB N . 0938-0391 
{X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B.WING 09/18 2015 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3408 EAST SHIEl.DS AVENUE 

FRESNO, CA 93726 

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

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

FOOO ~tion, submission ~d implementation 
of this Plan of Correction does not constitute 
an admission of or agreement with the facts 
and conclusions set forth on the survey report. 
Our Plan of Correction is prepared and 
executed as a means to continuously improve 
the quality of care and to comply with all 

• app~cable state and federal regulatory 
reqwrements. 

This Plan of Correction shall constitute this 
facility's credible allegation of compliance. 

AMENDED u.;20-1s 
.. } .· ... 

RevlewedS,:-.liQ.W~~.w.....;...:.~~.:::::..i.. 

F•-~-~-..--~-------+ 
Original--~---~~~---------+-
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Any defi ency statement ending with asterisk (*) denotes a deficiency which the Institution may'be excused from correcting providing it Is determined that 

other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are dlsclosable 90 days 

following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are dlsclosable 14 

days following the date these.documents are made available to the facility. If deficiencies are cited, an approved plan of correction Is requisite to continued 

program participation. 
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F 241 Contir;iued From page 1 
facility failed to maintain dignity for 2 of 21 
sampled resid.ents (Residents 16 an.d 17) and two 
(Jfh.· ~hree random residents (Residents 22 and 23) 
wen:. 

1. Certified Nurse As~istant (CNA) 4 ~epeatedly 
belched (a rele~e of gas from the stomach 
thro~gh the rri6u,h) and produced flatuience (a 
release (Jf int~stinal gas from the anus) in the 
presence of Residents 16 and 17. · · 

2. CNA 1 took Resident 22 (a fem1;tle) into the 
room of Resident 23 (a male) who was being 
transferr~d from a toilet to. a wheelchair. 

Th~se failures created a)ack of dignity and 
respect for Re8idents 16, 17, 22, and 23. 

:, ·.,·. 

1. On 9/17/15at11 :45 a.m., during a~· interview, 
Resident 16 stated CNA 4 regularly cared for him 
and and his roommate, Resident 17. Resident 16 
stated, CNA 4 would often belch and produce . 
flatulence while CNA 4 provided care for the two 
residen~. Res.ident _16 stated CNA 4 s1;tid, " I was 
holding that for you. 0 Resident 16 stated it was 
funny at first, but it was .not funriy anymore, "I 
don't like it_, I tolerate it.• · · 

Resident 16's Minimum Data Set (MOS) (a 
resider:it assessment tool) dated 7/5/15 indicated 
a cognitive score of "15". Resident 16's score 
indicated no cognitive deficits. 

On 9/17/15at11:51 a.m., during an interview, 
Resident 17 stated CNA 4 had produced 
flatulence and belched in his room. Resident 17 
stated CNA 4 laughed after he produced 
flatulence and belched. Resident 17 stated he 
told CNA 4 not to produce flatulence or belch in 
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F 241 F24t 

It is the policy of this facility to promote care 
for residents in a manner and an environment 
that maintains or enhances each resident's 
I dignity and respect in full recognition of his or 
her individually. 

1. When Administration became aware of 
Resident 16 and 17's statements to the 
surveyor, CNA 4 was immediately called in to 
work and inserviced on Code of Conduct and 

! Professionalism while in resident areas 
1 providing care. (Attachment# 2) 2. CNA #1 
was also immediately inserviced regarding 
privacy and dignity when the incident 
occurred Documentation was provided 
during the survey (Attachment #3 ) 

2. No other residents were affected by CNA 
4 's behavior per resident interviews conducted 
by the Activity Director .. 

3. The ED,DNS, and DSD will monitor 
residents and staff through observation and 
staff interviews weekly. During Resident 
Council, the resident right regarding dignity 
and respect will be reviewed to ensure that 
residents are provided with an opportunity to 
discuss concerns. (Attachment #1) All staff 
receives inservice upon hire and annually on 
the Code of Conduct and Professionalism. 
Additional inservice was provided following 
the incident regarding Resident #22. 
(Attachment # 4) 
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F 241 Continued From page 2 
his room anymore. Resident 17 stated CNA 4 
ignored his request. 

I 

Resident 17's MOS, dated 8/30/15 indicated a 
cognitive score of •13•, Resident 17's score 
indicated no cognitive deficits. 

On 9/18/15 at 9:20 a.m., during an interview, CNA 
4 stated he had once in a while belched and 
produced flatulence in Resident 16's and 
Resident 17's room. CNA4 s~ted he did not 
think it was rude to belch or produce, flatulence if 
he felt comfortable with the residents, although 
other people could be offended. CNA4 stated it 
was not professional behavior to belch and 
p_roduce flatulence in the residents' room. 

On 9/18/15 at 1 :35 p.m., during an interview, the 
Director of Nursing (DON} stated CNA 4's 
behavior of belching arid producing flatulence in 
front of residents was not acceptable. The DON 
stated professional behavior was expected of all 
staff when interacting with residents and their 
families. · ·. · 

On 9/18/15at10:30 a.m., during an interview, 
Resident 16 stated he did not feel respected 
when CNA 4 came in his room and belched and 
produced flatulence. Resident 16 stated, he could 
not imagine walking into someone's room and 
doing what he does. 

On 9/18/15at11:15 a.m., during an interview, 
Resident 17 stated CNA 4 continued to belch and 
produce flatulence in his room even though he 
had asked CNA 4 to stop. Resident 17 stated 
CNA 4 was not respectful because CNA 4 had 
ignored his request and had continued with the 
behavior. 
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F241 ~-Any.concerns expressed will be 
llDmediately addressed by the DNS & ED 
~y n~gative trends will be reported to QAPI 
~ for 6 months and an appropriate 

action plan developed 

5. October 15, 2015. 
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; 

The facility policy titled, "Code of Conduct and 
Business Ethics" undated, Indicated, "Conduct 
with Pati~nts~rTreat patients professionally and 
with respeqt.. . . . 

2. On 8/28/15 at 5:40 p.m., during a phone 
interview, th~ Housekeeper (HK) stated on 
8/2Ei/15 at approximately 5:30 p.m. she observed 
CNA 1 push Resident 22 (a female) In a 
wheelchair, into Resident 23's (a male) room and 
close the door. · ·' ·· · .· •... · ·. .· ·.· · 

- ·,, .... ·· ... '>' ·,· - ' . ' 

On 8/28/15 at 6:40 p.m~. during ai:i interview, ttie 
Administrator (AOM) stated on 8/26/15, CNA 1 
took Resident 22 (a female) into Resident 23's (a 
mate) room. TheADM stated CNA 1 provided 
care to Resident 23 when Resident 22 was in the 
room: The ADM stated CNA 1 should not have 
done that.· ··. · · 

On 9/1/15 at 5:20 p.m., during a phone interview, 
CNA 1 stated on 8/26/15, during evening meal 
seniice, he took Resident 22 (a female) into 
Resident 23's (a male) room and .removed 
Resident 23 from the toilet while Resident 22 was 
in the room. · · .. 

On 9/17/15at11 a.m., during an interview, the 
Director of Nursing (DON) stated CNA 1 took 
Resident 22 (a female) into Resident 23's (a 
ma.le) room and removed Resident 23 from the 
toilet. The DON stated CNA 1 should not have 
taken Resident 22 into Resident 23's room, while 
providing care, because it is a dignity and privacy 
issue. 

On 9/17/15at12 p.m., during an interview, 
Resident 23 stated Resident 22 should not have 
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been in his room and .he is unsure why Resident 
22 was .in his room. 

The·fapjlit}t' policy and pr<;>cedure titled, "Dignitf 
dated.02/26/2015, in~icated, • ... All residents will 
be treated in a manner and in an environment 
that m'aintalns' and enhances each resident's 
dignity and respect .... Assisting residents in daily 
care i,n adignified manner ... ensuring residents 
are no~ exp9s,ep ... •. . 

F 371 483.35(i) FOOD PROCURE, 
SS=E STORE/PREPARE/SERVE - SANITARY 

The facility must ,. 
(1) Procure.food from sources approved or 
considered satisfactory by Federal, State or local 
aUthorities; and · 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff and consultant 

interviews, and administrative and pr(:>fes~ional 
reference document review, the facility failed to 
store, serve and distribute food under sanitary . 
conditions when.: 

1. The steam table drain did not have an air gap 
(backflow prevention measure). 

2. A dry bulk food item was not stored in a 
food-grade container. 
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F 371 Continued From page 5 ; 
3. A bag of celery was found opened, undated 
and unlabeled in the walk in refrigerator. 

4. Adark brown organic substance was found 
inside one of two ice machines. . 

These failures resulted in the risk of food borne 
illness for the residents. · 

Findings: 

1. On 9/15/15at10:10 a.m., during a kitchen 
observation and concurrent interview, the steam 
table drain pipe touched the drain. The 
Registered Regional Dietician (RAD) stated, "I'm 
not sure if that is correct ... " The steam table 
drain pipe did not have an air gap. · 

On 9/15/15 at 5:53 p.m., during a phone 
interviE!w, the Dietary Consultant (DC)(California 
Department-of Public Health) stated, "There must 
be at least a one inch gap between the steam 
table drain pipe and the rim of the drain. If the 
drains were to back up, it would back flow into the 
pipe of the steam table contaminating the food.• 

On 9/18/15 at 2 p.m., during an interview, the 
Regional Facility Director for Maintenance stated 
he was aware there was not an air gap on the 
steam table drain. '· 

lhe 2013 Federal Food Code, Section 5-202.13 
titled, 0Backflow Prevention, Air Gap, 0 indicated, 
"An air gap between the water supply inlet and 
the flood rim of the plumbing fixture, equipment, 
or nonfood equipment shall be at least twice the 
diameter of the water supply inlet and may not be 
less than 25 mm [millimeter-unit of measure] (1 
inch)." 
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It is the policy of this facility to store, prepare, 
distn"bute and serve food under sanitary 
conditions. 

1. No residents were affected by deficient 
practice 
a. The Regional Maintenance Supervisor 
corrected the backflow prevention measure 
the day of the survey finding. 
b. The dry bulk food item was placed in a 
food-grade container dming the survey. 
c. The celery was disposed of dming the 
survey. 
d The ice machine was scheduled to be 
cleaned the day of the survey and was cleaned 
per manutacturer's recommendations. 

2. No residents were affected by deficient 
practice 

3. The RD immediately inserviced that staff 
regarding proper labeling and storage 
requirements. (Attachment # 5) The Regional 
Maintenance Supervisor cleaned the ice 
machine with the facility Maintenance 
Supervisor to ensure proper technique. 
(Attachment #6 ) The RD developed, in 
serviced and posted a guide for staff to follow 
regarding storage and labeling. (Attachment 
#7). The RD and Assistant Dietary Manager 
will incorporate this guideline into monthly 
inservices for 3 months. The RD and ED will 
make routine sanitation checks monthly to 
include storage and labeling. 
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2. On 9/15/15 at 10:25 a.m., during an 
observation and concurrent interview in the dry 
fopd storage ar~a. a large, white plastic bag 
label.ad Panko (a type of bread crumbs) 
contained an opened, undated 25 pound bag of 
Panko. The ARD stated, "I'm not aware if the 
plastic bag ... is food-grade (bags that will not 
transfer nqxious or toxic substances to food).," 

On 9/15/15at10:45 a.ITI., during an interview, the 
Assistant Dietary'Manager stated, "T~e Panko 
was stored in a trash bag.• · 

The facility's policy titled, "Storing Dry Foods," 
dated 2011, indicated, "Follow these guidelines 
regarding opened items ... Store bulk crackers, 
cen~al, cookies, pasta; etc., in properly labeled, 
sealed containers or tightly closed food-grade 
plastic bags after being opened." · 

3. On 9/15/15at10:15 a.m., during a walk-in 
refrigerator observation and concurrent interview, 
the ARD stated, "Once opened, it (the celery) 
should be dated and labeled." 

The facility's policy titled, "Storage of Prepared 
Foods," dated 2011, indicated, "Label each item 
with product name and "use by" date." 

4. On 9/16/15 at 7:24 a.m., during an ice 
machine observation and concurrent interview, a 
dark brown biological substance was located 
inside the top compartment of the ice machine. 
The RFDM stated, "That looks like sludge, dirt. 
That shouldn't be there ... The maintenance 
director is responsible for maintaining and 

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID:531J11 

PRINTEO: 11/17/2015 
FORM APPROVED 

OMB NO. 0938-0391 
(X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMPLETED A. BUILDING _______ _ 

B.WING 09/18/2015 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

3408 EAST SHIELDS AVENUE 

FRESNO, CA 93726 

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

CROSS-REFERENCED TO THE APPROPRIATE 
. DEFICIENCY) 

F371 4. Monthly reports will reviewed at monthly 
QAPI Committee meetings for 6 months and 
any negative trends will be reviewed and an 
appropriate action plan developed. 

5. 10-15-15 

(X5) 
COMPLETION 

DATE 

Facility ID: CA040000049 .. . If continuation sheet Page 7 of 9 
,. 

:WV 2 0 2015 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND Pl.AN OF CORRECTION 

(X1) PROVIDER/SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

055996 

NAME OF PROVIDER OR SUPPLIER 

GOLDEN LIVING CENTER· HY·LOND 

(X4) ID 
PREFIX 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FUl,.L 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 371 Continued From page 7 
cleaning the ice machine." 

The facility maintenance supervisor job 
description, undated, indicated, "Ensure 
equipment ... are clean, safe ... and strict 
adherence to procedures regarding cleaners ... 
ensure ... infection oontrol... and sanitation 
practices arid procedures are followed ... 11 

The manufactures guidelines titled, "lce-0-Matic,• 
dated 06/15, indicated, "Cleaning will not remove 
microbial ... or slime." 
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F 465 483.70(h) F 465 
SS=E SAFE/FUNCTIONAL/SANIT)\RY/COMFORTABL 

EENVIRON 

The facility must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff interview and 
administrative document, the facility failed to 
provide a safe environment for residents, staff 
and the public when: 

1. The station three shower room had several 
broken, chipped and loose tiles on the center 
support wall in the second shower stall. 

2. The center patio had multiple areas of uneven, 
elevated and gaping cement. 

These failures created a risk for falls and injuries 
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for residents, staff and the public. 

Findings: 

1. On 9/17/15 at 11 a.m. during a shower room 
observation and concurrent interview, the 
Regional Facility Director of Maintenarice (RFDM) 
stated there were broken, chipped, and Jqpse tiles 
located on the side of the shOwer stall two wall (in 
the station three resident shower room). The. 
RFDM stated the loose tiles could ~e a safety 
hazard. The Hoµsekeeper Manager (HM) stated 
thars· not good because the tiles were were 
coming off. · 

The facility maintenance supervisor job 
description, undated, indicated, "Ensure ... areas 
are clean, safe ... a.nd promptly address any 
hazardous conditions ... " 

2. On 9/17 /15 at 11 :50 a.m., during a center patio 
observation and concurrent interview, the 
cement around one of the trees had a raised area 
approximately one foe~ in length. The raised area 
varied from one fourth of an inch to one inch in 
height. The walkways consisted of four slabs of 
cement. There were spaces, which varied from 
one and a half to two inches in width, between the 
slabs. The RFDM st~ted the uneven, raised and 
spaces between the slabs of cement could be a 
safety hazard. · · 

The facility maintenance supervisor job 
description, undated, indicated, "Ensure ... areas 
are clean, safe ... and promptly address any 
hazardous conditions ... n 
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It is the policy of this facility to provide a 
safe, :functional, sanitary, and comfortable 
environment for residents, smf1: and public. 

I. The Station 3, second stall in the shower 
room was sectioned off immediately during 
survey and will remain not in use until the 
shower room is renovated this year. 
(Attachment #8 ) The raised area on the center 
patio will be repaired to eHminate the safety 
hazard. Bids are being obtained for the repair. 

~· No residents were affected by the cited 
issues. 

3. The Facility Maintenance Supervisor will 
make monthly and as needed inspections of 
the facility for potential safety hazards. The 
Re~onal Maintenan~e Supervisor and Facility 
Maintenance Supervisor will make rounds 
monthly together to collaborate on repairs 
needed and report to the ED. 

4. The maintenance reports will be reviewed 
by the ED and taken to Monthly QAPI 
Committee Meetings and reviewed for 6 
months. Any negative trends will be reviewed 
and an appropriate action plan developed 
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