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Preparation, submission and impl i
F 000 : Implementation
) 00 of this Plan of Correction does not constitute

F 000 | INITIAL COMMENTS
' an admission of or agreement with the facts

Amended: and conclusions set forth on th

IDR Result: Delete F 223 . Our Plan of Correction is prepared and
R o executed as a means to continuously improve

The following reflects the findings of the California the quality of care and to comply with all

Department of Public Health-Licensing and . applicable state and federal regulatory i

Certification, during a RECERTIFICATION requirements, :

survey. R -

e This Plan of Correction shall constitute thi
Representing the California Department of Public facility's credible all .
Health-Licensing and Certification by Federal e . e egation of compnance'
‘Survey ID: 34310 RN HFEN, 29470 RN HFEN,
35688 RN, HFEN, and 31266 RN HFEN.

Capacity: 121 _ :
Sample: 21 : _ e . S

Random: 3 | v o |

' | : "0 20 |

: : . Reviewed By:
Entity Reported Incidents investigated during the ‘ Name
RECERTIFICATION survey: - st <
CA00453328- Substantiated with no deficiencies: : -

CA00456099- Substantiated, refer to F224 and o e wﬁ% Cneslead Herris

F241. E . _ Date:
F 241 | 483.15(a) DIGNITY AND RESPECT OF | F241) Time 120w 5 M
§8=D INDIVIDUALI.TY - . ’ | Notiied By: T | W -
The facility must promote care for residents in a s [
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality. = ?_(\_}“
b B

SN O -
[
This REQUIREMENT is not met as evidenced \ L) 6{_‘
by: 1
Based on resident and staff interview, clinical :
record and administrative document review, the

LABORA

R%R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

mEjT)o Ne A ebre

Any deﬁdency statement ending with-4n asterisk (*) denctes 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 disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosable 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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facility failed to maintain dignity for 2 of 21.

‘| sampled residents (Residents 16 and 17) and two

of thres random resrdents (Flesrdents 22 and 23)
when S L ‘.

1. Certrfred Nurse Assrstant (CNA) 4 repeatedly
belched (a release of gas from the stomach
through the mouth) and produced flatulence (a
release of intestinal gas from the anus) in the
presence of Hesrdents 16 and 17 :

2, CNA 1 took HeS|dent 22 (a female) into the
room of Resident 23 (a male) who was being
transferred from a toilet to a wheelcharr

These farlures created a Iack of drgnrty and
respect for HeS|dents 16 17, 22 and 23

1.0n 9/1 7/15 at 11 {45 a.m., durlng an mtervrew
Resident 16 stated CNA 4 regularly cared for him
and and his roommate, Resident 17. Hesrdent 16
stated CNA 4 would often belch and produce
flatulence while CNA 4 provided care for the two
residents. Resident 16 stated CNA 4 said, " | was
holding that for you." Resident 16 stated it was
funny at first, but it was not funny anymore, “I
don't like rt | tolerate rt " s

Resident 16's Mmrmum Data Set (MDS) (a
resident assessment tool) dated 7/5/15 indicated
a cognitive score of "15". Resident 16's score
indicated no cognitive deficits.

On 9/17/15 at 11:51 a.m., during an interview,
Resident 17 stated CNA 4 had produced
flatulence and beiched 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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. - her individually.

! providing care. (Attachment #2) 2. CNA #1

| by the Activity Director. .

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
dignity and respect in full recognition of his or

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

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
4’3 behavior per resident interviews conducted

3. The ED,DNS, and DSD will monitor O
‘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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£ 241 4, Any concerns expressed will be

F 241 | Continued Froni page 2
immediately addressed by the DNS
& ED.

his room anymore. Resident 17 stated CNA 4 Any negati
ignored his request. , . Comﬁe?ortrgﬁs Wﬂ‘ll;::df:g(f;edmto QAPI
action Plan developed. propriate

Resident 17's MDS, dated 8/30/15 indicateda -
cognitive score of "13". Resident 17's score 5. October
indicated no cogmtlve dEfICItS 15,2015.

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

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

On 9/18/15 at 10:30 a.m., during an interview,
Resident 16 stated he did not feel respected
when CNA 4 came in his room and beiched and
produced flatulence. Resident 16 stated, he could
not imagine walking into someone's room and
doing what he does. . ‘

On 9/1 8/15 at 11:15 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 contlnued with the
behavior.
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The facility policy tltled “Code of Conduct and
Business Ethics” undated, indicated, "Conduct
with Patients.. Treat patlents professmnally and
with respect W , o

2. On 8/28/15 at 5: 40 p. m durrng a phone
interview, the Housekeeper (HK) stated on

.8/26/15 at approximately 5:30 p.m. she observed
- | CNA 1 push Resident 22 (a female) in a
wheelchair, into HeS|dent 23 s (a male) room and

close the door

On 8/28/15 at 6 40 p m durrng an lntervrew, the
Administrator (ADM) stated on 8/26/15, CNA 1
took Resident 22 (a female) into Resident 23's (a
male) room. The ADM stated CNA 1 provided
care to Resident 23 when Resident 22 was in the
room. The ADM stated CNA 1 should not have o
done that. ; DR

On 9/1/15 at 5 20 p.m. durlng a phone mtervrew
CNA 1 stated on 8/26/15 during evening meal
service, he took Resident 22 (a female) into
Resident 23's (a male) room and removed
Resident 23 from the toilet while Hesrdent 22 was
rn the room v ’

On 9/1 7/15 at 11 a. m durlng an mtervrew, the
Director of Nursing (DON) stated CNA 1 took
Resident 22 (a female) into Resident 23's (a
male) 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 9/17/15 at 12 p.m., during an interview,
Resident 23 stated Resident 22 should not have

F 241
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The facullty 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 HEQUIHEMENT is not met as evidenced
by: :
Based on observation, staff and consultant
interviews, and administrative and professional
reference document review, the facility failed to
store, serve and distribute food under samtary
conditions when: :

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

2. Adry bulk food item was not stored in a
food-grade container.
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F 241 Contmued From page 4 F 241
been in his room and he is unsure why Flesndent
22 was in his room. _ -
‘The: facnllty pollcy and procedure tltled “Dlgnlty'
dated 02/26/2015 indicated, ". .. All residents will
be treated in a manner and in an environment
that maintains and enhances each resident's
dlgmty and respect .. . Assisting residents in daily
care in a dignified manner ensurmg re5|dents
are not exposed ... '
- F 371 483. :35(i) FOOD PHOCUHE F 371
SS=E STOHE/PHEPAHE/SERVE SANITARY
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‘not sure if thatis correct...

3. Abag of celery was found opened undated
and unlabeled in the walk in refrigerator.

4.A dark brown organlc substance was found
inside one of two’ ice machmes

These faIIures resulted in the risk of food borne
iliness for the reSIdents 2

Flndlngs

1. On 9/15/15 at 10:10 a.m., during a kitchen
observation and concurrent interview, the steam
table drain pipe touched the drain. The
Registered Regional Dietician (RRD) stated, "I'm
) " The steam table
drain pipe did not have an air gap '

On 9/ 5/15 at5: 53 p.m., dunng a phone
interview, the Dletary 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 tabIe drain. _

The 2013 Federal Food Code, Sectlon 5-202 13
titled, “Backflow Prevention, Air Gap," 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,
distribute 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 during the survey.

c. The celery was disposed of during the
survey.

d. The ice machine was scheduled to be
cleaned the day of the survey and was cleaned
per manufacturer’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 rnterview in the dry
food storage area, a large, white plastic bag
labeled Panko (a type of bread crumbs)
contained an opened, undated 25 pound bag of
Panko. The RRD stated, "I'm not aware if the
plastic bag... is food-grade (bags that will not
transfer noxious or toxic substances to food) "

.1 On 9 5/15 at 10 45 a.m., during an mtervrew, the

Assistant Dletary Manager stated, “The Panko
was stored ina trash bag

The facrlrty's policy trtled "Stormg Dry Foods,"
dated 2011, indicated, "Follow these guidelines
regarding opened items... Store bulk crackers,
cereal, cookies, pasta; etc., in properly labeled,
sealed containers or tlghtly closed food-grade
plastic bags after being opened.”

3. On 9/15/15 at 10:15 a.m., during a walk-in
refrrgerator observation and concurrent interview,
the RRD 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
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F 371 | Continued From page 6 - Fa7i| 4 Monthly reports will reviewed at monthly

QAPI Committee meetings for 6 months and
any neg.ative trends will be reviewed and an
appropriate action plan developed.

5. 10-15-15
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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 control... and sanrtatron
practices and procedures are followed

The manufactures gurdellnes trtled IlIce—O Matlc,
dated 06/15, indicated, "Cleaning will not remove
microbial... or slime."

483.70(h)

SAFE/FUNCTIONAL/SANITAHY/COMFOFITABL ‘

E ENVIRON

The facility must provide a safe, functional,
sanitary, and comfortable environment for

 residents, staff and the public.

This HEQUIHEMENT is not met as ewdenced
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

F 371

F 465
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for residents, staff and the public.
Findings:

1. 0On 9/17/15 at 11 a.m. during a shower room
observation and concurrent interview, the
Regional Facility Director of Maintenance (RFDM)
stated there were broken, chipped, and lgose 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 be a safety
hazard. The Housekeeper Manager (HM) stated
that's not good because the tiles were were
coming off. B '

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

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 foot 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 stated 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..."

It is the policy of this facility to provide a
safe', functional, sanitary, and comfortable
environment for residents, staff, and public.

1. 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 eliminate the safety
hazard. Bids are being obtained for the repair.

2. No residents were affected by the cited
issues.

3. The Facility Maintenance Supervisor will
make monthly and as needed inspections of
the f'acility for potential safety hazards. The
Regmnal Maintenance 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.

5. 10-15-15
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