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The following reflacts the findings of the = S
Department of Public Health duding 2 Licenging e Foy
and Recerfification Survey. % o
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Total Population: 180 -
Sample Size: 27
Highest §/8= D
F 252 483.15(h){1}) F282) OsHPD Official will be on site on 4/5/12. His | 04/08/12
55=0 | SAFE/CLEAN/COMFORTABLEMHOMELIKE recommendation will be implemented and
EW&O&ME\N_T submitted to DFHE. Al admissions in rooms

115 & 1185 will be informed about the doors.

[ 2
The Tacllity must provide a safe, ciean,
comfortatde and homelike envirenment, allowing
the resident to use his or her personal belongings

s the extent possible,
This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the faciiity
failed to provide a home likke environment by not
having a daor io Rogms 15 and 16,

Findings:

On March 13, 2012, at 7:45 &.m,, # was noted
that Rooms 15 and 16 were observed without
doors. During an interview with the facility's
administrator, she stated that the (we rooms
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naver had doors and were approved as is. She
stated the resigent in those rooms were provided
orivacy with privacy curfaing However, the rooms
did not have doors like the restofthe rooms in
the facility.
F 281] 483.20(0G{3)((} SERVICES PROVIDED MEET £ 281] Resident #4 and ali disbetic residents were | 04/06/12
ss=n| PROFESSIONAL STANDARDS wientified. MD orders were recapped, ]
) N implemented ant documented. AR RNs/LVNS
The services provided or arranged by the facility were in-serviced to recap orders accurately
must meet professionat standards of quality. | and notify M0 when blood sugar isiess than

This REQUIREMENT is not met as evidenced

Based on interview and record review, the facility
failed (e follow the physician’s arder 10 be notified
when the residenf's blood sugar becomes less
than 70 mitligrams/deciter {ma/dl} and 1o provide
the resident with nursing interventions when
blood sugar drops 1o 70 myidl, for ane out of 27
gample rasident {4).

Findings:

Ascording to the admission record, Residert 4
was originally admitted to the facility on
Leptember 7, 2010, and readmitted on June 8,
2011, with diagroses that included insuiin
dependant disbetes meailitus and hypertension.

The resident had a physician's order dated
Fabruary 9, 2011, {o check the blood sugar (BB)
by a finger stick and o administer sliding scate
Novolog Insidin subcutaneously ($Q) before
breaktast for the following parameters:

B8 121 - 150 = 2 units.
BS 151 - 200 = 4 units,

Fomg/dand document interventions includin
orange juice on MaAR, Director of Clinicat
Services will monitor ML) orders, blood sugar
results and mterventions of all diabetic
residonts and report findings to Qi Comemitte
auerterly. Compliance threshold — 100%

ORM CRAS-2567(02-48) Previnus Vergions Ginglels

Evert (3 58KCH

Fachity Iix Sastooniies

¥ continuption shaet Page 2018



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

PRINTED: 03272002
FORM APPROVED
OMB NO. 0938-0391

STATEMENTY OF DEFICIBNCIES 201 PROVIDER/SUPPUERR/CLIA
AND PLAN OF CORRECTION IBENTIFICATION NUMBER:

555879

{X2) MULTIPLE CORSTRUGTION
A BULDING

B VANG

{X3) DATE BURVEY
COMPLETED

03/19/2042

NABE OF PROVIDER OR BUPPLER
ARARAT NURSING FACILITY

T
| STREET ADDRESS, {ITY, STATE, ZIP CODE

15083 MISSION HILLS ROAD

MISSION HILLS, CA 91345

PREFjX
TAS3

ey |

SUMMARY STATEMENT GF DEFICIENGIES
EALH DEFICIENCGY MUST 8E PRECEOED BY FUlLl
REGULATDRY DR LSC IDEMNTIFYING INFORUMATION:

i PROVIGER'S PLAN OF CORRBESTION - X
PREFIX {EAGH CORREDTIVE ADRTION SHOUWD BE ? COMPLETION
TAS CROSS-REPERENDED 1O THE APPROPRIATE | DATE
CERIGIENDT)

281

g dl.

Continued From page 2
8BS 201 - 250« 6 units.
B85 261 - 300= 8 units,
BS 301 - 350= 10 units,
B8 351 - 400= 12 units.

‘The order aiso indicated o notify the physician for
bioed sugar over 400 mg/dt and less than 72

myfdi,

On March 15, 2012, at 2:.30 p.m. a review of the
rnedication gdministration record indicated the
foliowing:

1. On February 29, 2012, the resident's BS was
8O mgidlat 7 a.m,
2. 0n January 18, 2012, the resident's BS was 84

3. On December 28, 2011, the resident's BS was |
63 mgid,

There was no documsntation that indicated the
physiclan was notified. In addition, the licensed
staff did not provide nursing intervention when the
regident’s blood sugar drops in order to prevent
complications associalad fo low biood sugar,

On March 15, 2012, at 3 pum., during an intervisw
witty the Livensed Vocationad Nurse (LVN) 1, and
& review of the resident's physician's order dated
March 2012, February 2012 and December 2011,
indicated that the physician's order did not include
the statement o notify the physician's for bivod
sugar less than 70 mg / df. However, gecording o
e LVN 1 and the origingl physician’s order
{hand written felephone order) there was
physician's order to cail the physician for blood
sugar over 400 mg/dl and less than 70 mgidl,
Agoording to the LVN 1 the order was not

Fza1
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accuratsly transeribed in the curvent physician's
order and the licensed nurses nesded to notify .%
the physician regarding the resident's BS being
less than 70 mg/dl,

On March 18, 2012, at 740 a.m., during an

interview with the LYN 2, she stated that as per

faciity’s policy. the rasident should have been

provided orange juice when the tiood sugar

drops o 80 mg/dl, if not in conflict with the

physician's order.

£ 308 | 483.25 PROVIDE CARE/SERVICES FOR F308 resident #12 and 2)i other red¥ents on

§8=01 HIGHEST WELL BEING Kayexaiate were identified and fab valuss

. . reviewed, Signs and symplonss of

Each resident must receive and the facility must hyperkatemia maniwg:g were care planned

provide the necessary care and services to atfain and documented. All RNs/LVNs were in-

or mz;‘t&‘“? dih"-‘ ?*‘Qhest‘?;;mm@ P'"‘iysi"a‘f serviced. Director of Clinical Services will

men ;ﬁge ?ﬂidmme cce:u wemﬁ bggg* n ont . manitor residents on Kayexalate for

g‘:‘c’ pfad n of care pre Bgsessm hyperkaiemia and report findings to (8 )
’ Committee quarterly, Compliance threshoid -

100%

04/06712

This REQUIREMENT is not met as evidenced

by:

Based on interview and record raview, tha facility
fallad to ensurs that Resident 12 whe had an
elevated level of Potassium was monitored for
sigres and symptoms of hyperkalemia {abnormally
high fevels of potassium in the biood), for ong out
of 27 sample residents (12).

Findings:

a. Avcording to the admission record, Resident
12 was admitted 10 the faciiity on September 1,
2008, with diagnoses that ingiuded congestive
heart failure, tiabetes meliitus and hypsrtension.

IRM CMIS-2567{02-09) Previous Versions Obsolete Event I SIKCEY Facility ID: CAS20000282 If continuation shest Page 4 0f3
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According to the Minimum Data Set (MDS) ;
assessment dated December 30, 2012 the

resident had maderately impaired cognitive skilis l
for dally decision making and required assistance |
with activities of daily living.

A review of the resident's izboratory test report
dated March 8, 2012, indicated the residert had a
Potassium level of 5.8 millequivalents per liter
{meq/mi) (reference range 3.5 to 5.0 meg/mi}.

According 10 the physitian's order dated March §,
2012, and review of Medication Administration
Racord (MAR) the resident was realed with
Kayexalate 15 gram {(gm) daily for three days for
an slevated potassivm level.

There was a short-term plan of care dated March
6, 2012, for the Kayoxalaie therapy secondary o
slevated potassium, The interventionwas in
motitor the resident for signs and symptoms of
hyperkalemia such as numbnessftingling of
extremitios, menial confusion, weakness of imbs
and flacdd paralysis,

A raviaw of the resident's ciinical record and and
ain interview with the Director of Nursing {DON)
on March 14, 2012, at 11:30 a.m., did not provide
documenisd evidence the resident was monitored
for signs ard symploms of hyperkaiemia as
stated on the plan of care, During the interview
the DON stated the Feansed nurses shouid have
monitored the resident as care planned every
shift.
F 322 483.25(g){2) NG TREATMENT/SERVICES - Faz2
8= ; RESTORE EATING SKILLS
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Based on the ccmpm}mﬁwﬁ ammeﬁt Of& Resident #27 was evalusted h’? S{?ee(;h
therapist {ST) on 4/3/12. Her documantation

resident, the faciity must ansure that a resident f
who is fed by a naso.gastric or gastrostomy tube i resident’s medical record states to continue

receives the appropriate treatment and services pMiree with regular texturs liguid, No sigms and
to prevent gspiration pneumonia, diarthea, symptoms of aspiration. Al other residents
yomiting, dehydration, metabolic abnormalities, with gastrostomy tube [GT) were klentified.
and nasal-pharyngeal uicers and to restore, Feedings were provided as ordered by §T, Ali
possible, normal sating skills. BNs/LVNS were in-servited not to discontinue
thickened Aluids without an arder by 37,
) . ) Direcior of Clinical Services will monitor
Based on interview and record review, the facility “;;‘;;‘;;ﬁ;f;’g?gf;’;?;:j;fmm _
falted 0 engure that a resident fad by a 100%

gastrostomy tube {GT) was evaluatad by a
speech therapist (ST) before the resideri was
provided oral food and un thickened Buids in
order fo prevent the potential for aspiration for
one out of 27 sample residents (13).

Findings:

On March 14, 2012, at 2 p.m,, Resident 15 was
obsgrved in bed with the GT in place. The
resident was receiving Glucerma at 70 cubic
centimeters (co) per hour, H was wted the
resident had a meal ray at bed side with purred
foud and un-thickened reguler milk, coffee and
juice. The resident was not eating at the time of
abservalion.

According to the admission record, the resident
was admitted to the facility on February 3, 2009,
with diagnoses that included dinbates
and congestive heart fallure.

The Minirmum Data Set (MOS) assessment dated :
Jangary 23, 2012, indicated the resident had . |
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moderately impaired cognitive skilis for daity
decision making and was otaily dependent on
staff for activities of daily living. The MDS also
indicated the resident was receiving nufrition
trough the GT.

The physician's order dated August 11, 2011,
indicated resident was on Glucerma at 85 oc per
hour for 22 hours t provide 1430 c0/1430
calories daily and purred diet with no added sal
and no concentrated sweet for eral gratification
with nectar thickened fuids as ardered on
November 3, 2041.

Accarding to the plan of care dated November §,
2011, for the swatiowing difficully, the resident
was identified to be at fisk for aspiration,

On Februgry 1, 20112, there was a physician's
order 1o increase Glucerna to 70 tx per hour for
22 haurs o provide 1540 ccl/1540 calries daily
and on February 2, 2012, there was a physiclan's
order 1o discontinue thickened fluids.

A review of the resident's record indicated there
was the 5T's evaluation dated November 3, 2011,
itwas documented the ST was evaluating the
resident for the safest diet texture for the
resident's swallowing. The 8T documented the
resident had a delayed swalipwing and
recommended for the resident o have pursed
food with nectar thickened flulds {o prevent
aspiration, ST also documented that according to
i the resident's son the resident's was gagging at

' times when he was feeding the resident. In the
progress note dated November 3, 2014, the 8T
indicated that she will re-evaiugte the resident's

FORM CMS-2867 (0299 Prevous Vamions Obsolate Event 1):68KCH Faciity 10y CA920000292 Heontinualion shaet Page 7oil
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swallowing abiilty upon the residents
improvement, '

A review of the resident’s clinical record and an
irderview with the DON on March 15, 2012, at
12:260 p.m., revealed that after November 3,
2011, the 87 did not evatuate the resident's
swallowing skills for improvement and safety to
advance fluids to a regular unthickened fiuids,
The DON during the interview confirmed that the
resident’s nsctar consistency fuids were
discontinue without the 87 evaluation. The DON
further stated the resident had the GT placed per
family decigion due 1o the resident’s exireme
fatigue, weakness and poor food intake and not
because of swallowing probsiern and the resident
hardly consume food offered o her for oral
gratification.

A review of the resident’s meal inlake record for
the month of March 2012, indicated the resident's
oral food intake ranged from 10 10 35 percent.
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