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The follwing reflacis the findings of the _ L . . o
Department of Public Health during 2 The signiug of this plan of cormection igf
Resadification survey. not sn admission or agreement by the
facility of the truth of the facts alleged in

this staternent of deficiency and plan of]

Representing the Departivent of Public Heaith:
correction. In fact, tivs plan is subnuited

A Ri‘:{. HFEN exclusively 1o comply with state and
E;“{NF 5§EN federal law, This plan of correction serves
S a3 the allegation of comphance,

| Tetal Pojiuldtion 82
Sampie Swe. 18

F 225 | 483,134} DEVELOPAMPLMENT £ 226
ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implersnl written
poficies and provedures that prohibit @
mistreatment, neglect, and ahuse of residents e -
and misappropriation of resident property. — gﬁ
e x . = ot
7 |ens
This REQUIREMENT is not met as evidenced ﬁi: ﬁ}f} m
e g, ™
Based on interview and record review, the facility - gggif
falled fo implement is policy procedures relsted - Lo
to Abuss Prevention arnd Prohibition by sot > S=E
conduching background soreening checks belore pers ‘”g
employess were hired andfor start working in the =
faqility for Sve newly hired cerdifiad nursing -’
gtiendants out of five epmplovee records
raviewad.
Findings: ’
On Novernber 11, 2017 at 12:08 Pum., during e
survey, a review of five direct cars employee files
far CNAS revesled that the facility did not )
TITLE {45} DATE

BIRATORY DIRECTORS ROVIDERASUPPLIER REPRESENTATIVES BIGNATURE

Ay lgroans Al e s dbomdnr }74’7} i

y deficfansy statement ending with an astedsk % denotes a defiviency which the instituion may be sxoused from miihg d‘widéag & is datormingd that
er safaguards provide sufficient protection (o the patients, (See instructionn.} Except for nursing homes, the findings staled above are disploasbis 90 days
owing ihe date of survey whether or not a plan of corraction s provided. For nursing homes, the sbove findings and pians of correction are disciosable 14
rs following the date these dosuments are made avallpbie o the faciiily. K defiviencies are oifed, an spproved plan of correction Is requisite to continued

gram particization,
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implement the Abuse Prevention and Prohibilion VELOF/IMPLEME
? ABUSENEGLET, ETC POLICIES

poiicy and procedures. For example:

1. CNA 1 was hired on Juns B, 2011, The
hackground screening dale was June 21, 2011,

2. CNA 2 was hirad Novamber 4, 2011, Thers
was not documented screening in the emiplovee
file.

3. CNA 3 was hired Juns B, 2011, The
background screening date was June 17, 2011,

4. CNA 4 was hired November 4, 2 011, There
was no documented background screening in the
employee file.

5. CNA §was hired Ocfober 12, 2077, There was
no documented screening in the emploves file

A review of the facility’s abuse policy and
provedure indicated that prior 10 hiring of any
ampioyes, the faciity shall ansure provigions
covering employment screenings for polentid
hisiowy of abuse, neglect or misheatnent of
regidents, this includes, but not iimited b,
disclosure of information via application forms,
obtaining information from previous and curent
empinyers, making appropriate inguiries to
applicable licensing boards and registries,

[hiring an interview with the Director of Staff
Development (DSD) on November 11, 2011 at
1:50 p.m., she stated that it is part of the faciliy's
procedure to do background screening befors
hiring CNAs, The DSD stated that because she
was 4 faifly new employee to the faciily, she did
not yet have accass to the facility's computer

All C.N.A’s Background screening was
compieted and filed on 11/15/11

D.5.I> was given aceess to program to do
screen of employees before hire on
11/10/11.

- Lonsultant will do random file audits to
monitor for compliance.

Overall compliance will be monitored
quarterly by QA Conmmities,
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Continuest From page 2

program to do the pre-hire background chacks
and had to depend on outside sources o do the
background checks. The D307 hire date was
April 16, 2011,

483 15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The Tacility must provide medically-related social
seyvives to attaln or maintain the highest
practicable physical, menial, and psychosoczal
weli-being of aach msideﬁt _

R

This REGUHREMENT i notmet as pvidenced
by

gasad on ahasrvation, interview, and record
review, the facility failed to ensure that a resident
assessed ¢ o possibie candidate for discharge
fo the community had a discharge plan in place
andfor reassessed by the interdisciplinary team
{iD7) v evaluate the feasibility for discharge for
one out of 18 sample residents (13).

Findings:

On Novernber 2, 2011, &t 3 p.m., the rasident
was ohserved sitting in the wheelichair waiching
he telavision in the activity room. He was aler,
awake, and vrignted,

According to the admission record, the resident
was readmitted o the facility on Aprit 1, 2011,
with diagnoses that included debility, symbalic
dysfunction, and contact dermatitis.

The quarterly review Minirmum Data S8et (MDS)
assessment dafed Octobar 8, 2011, Indicatad the

F 226

F 250
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rasident had a severe impairment for cognifive
pattens, needad supervision frem siaff mambers
for bed mobility, transfer, walking in room and o
corridor, locomotion on and off the unit, eafing, F 250 FROVISION OF MEDICALLY
and toilet use, needed extensive assistance from RELATED SOCIAL SERVICE
staff members for personal hygiens and bathing.
The resident was always continent of bows! and Discharge Plan was reviewed by 10T and
biadder. The discharge plan indicated discharge regident was assessed for discharge on
o community was determined o ba not feasible. 11714/11.
The Adrission Assessment dated Agelt 1, 2011, . .
indicated in the section of the discharge - 'lgigi‘.lfé s o e called by 22}
evaluation that long term care with discharge Tl SEVICES 10T evaluation on _
possible was marked with & check, 117221 Il*
A review of the clinical records did not indicate All residents appropriate for discharge to
hat the facility attermpted to assist the msident {o ALF’ s were evalnated for Medical waivey
be piaced on a lowear lave! of care as part of the program on [ 1/14/11.
discharge plan. There was no documented
evidence What a discharge planning was done. I will assess residents on an ongoing
. husis for approprizte discharge fo-lower
On November 2, 2011, at 3715 p.m., during an level of care.
interview with the Director of Sociaf Sarvice s . ,
(DSS), he stated the resident was appropriate to Overall Compliance will be monifored by
be placed for an assistive living. However, there QA Committee on a quarterly bagis.
was not documented evidence that indicated
sovial service staff mambers in cocrdinalion with
the: DT made an assessment to determing
whether the resident can be discharged o {o the
communily wag indicated on tha MDE
gssessment,
The facilitly's undated policy and procedure titled
“Gocial Services® , indicated the services of the
social staff shall be incorporated in the
development and implementatfion of the
! dischargs plan for each residant admitted © the
M %@6?@3«99} Previous Versions Chsolels Evertt I 837713 Facility i DATROS000TT it continuaicn sheat Page 4 of 38
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faciity. The social services designee parficipates
in the deveiopment of the resident care plan and
discharge plan and shares the information with
he resident andior persob aoling on hisfher
behalf. The residents response to the information-
is recorded in hisfher medical record and is
considersd in the Implementation of the plan.
F 2781 483.20(g) - (i) ASSESSMENT F 278

ACCURACY/CCORDINATION/CERTIFIEL

The assessment must accurately reflect the
resident's status. R

A registered nurse must conduct o coordinate

each assessment with the appropriate
parficipation of haalih professionals,

A registered nurse must sigy aref cerlify that the
assessment [s compleled,

Each individual who completes a porfion of the
assessment must sign and cerlify the accuracy of
that porfion of the assessment,

Under Medicars and Medicsid, an individual who
willfully and knowingly cerfifies & material and
false statement in & resident assessment is
subject to & civil money penalty of not more than
$1,000 for 2ach assessment; or an individual who
willfuliy and knowingly causes another individual
o certify 2 material and false statement in &
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assassment,

Clinical disagreement does not conaditute a
material and false siatement.
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COMPREHENSIVE CARE PLANS

A facitity must use the results of the assessment
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. . . F 278 ASSESSMENT ACCURACY/
H
g;'llzs RECHIIREMENT 13 not met as evigenced COORDINATION/CERTTFIED
Based on infarview and record reviaw, the facilily '

fafled to ensure that the resident's height was
assassed acourstely recorded an the onthe
Minimal Data Bat {MDS) to raflact the achual Residents height was reviewed. MDS was
height of #he resident for one out of 18 sample in-serviced by DON to accurately 1 i{;z{ )
residents (18] document on 11712711
Findings: Heights will also be reviewed by IDT
Actording to the admission record, the resident members during meetings for accuracy.
was admitied to the facility on November 28 . .
2040, with diagnoses that inciude Manthly heights will be recorded and
- and abnormality of gait. reviewed by DON for accuracy.
A review of the DS {(Minimum Data Sef) Overall compliance will be monitored
assessmerd dated December 3, 2010, indicaded quarterly by QA Committes.
the reskients height was §2 inches and the MDS
assessment dated August 28, 2011 3, indicated
the resident's height was 58 inches.
A revisw of the resident's admission height dated
Novamber 28, 2010, indicated the resigent's
height was §8 inches.
On November 12, 2011, at 310 pan,, during an
interview with Registered Nurss 4 (RN 4), she
staled that the MDS dated Decornbier 3, 2010,
wag not decumented corractly and should have
been documenied as 58 inchas,

F 2781 483.20(d), 4R3.20(k)}{1) DEVELOP F 279
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| The facility must develop a comprehensive sare
| plan for each resident that includes measurable
 objectives and timetables (o meet a resident's
medical. nursing, ang mental and psychosocial
needs that are dentified in the comprehensive
aassssment.

The care plan must desorilie the services that are
10 be furnished fo attain of meaintain the resident's
highest practicable physical, menéal, and
psychosocial well-being es required Undar
§483.25; and any services that would otherwiss
ba raquired under §483.25 hut are not provided
dus fo the resident's exercise of rights under
£483.10, including the right to refuse treatment
under §483,10(b%4).

This REQUIREMENT s not met as evidentad
by.

Based on interview and record review, the faciity
failed 1o ensure an integrated care plan was
developed with the facility and the hospice
provider to indicate designated responsibliities for
providing care and services o the resident for two
out of 18 sample residents (2.8},

Findings;

a. Ageording to the admission record, Resident &
was priginally admilted o the facility on
Septernber 8, 2040, and readmitied on August 7,
2011, with diagposes that included breast
malignancy and sexandary liver malignancy.

Tha Minimum Data Set (MDS) assessment dated
August 18, 2011 Indicsied 10 rosident was

WM CME-255THE-99) Previnus Yersions Dbeolele gyant I 967 Faclity |Dr CASIGODEETT if continuation shest Page 7 of 30
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q for daily
gecision making ad ne extensve

assisiznoe in achviies of dally hang

The resident had & physician's order dated
August 8, 2011, o adnst {0 the hospice under
routine lovel of care for breast concer with iver
metastasis,

Thers was a plan of care developed on August §,
2011, for admission to hospice program dus o
tenyical iiness of breast cancer metastasis fo
liver, and demantia, One of the approaches was
to provide fevel of ronting care and to see hospics
valendar for detailed hospice duty, respansibility,
and its frequency.

A review of the resident's calendar from August
2011, to November 2011, indicated there were
schedules when the skilled nurse or certified
home health aid were going to visit the patient.
On the calendar of November 2011, it was
indicated that the case manager will do
supervised visits once of iwice a month and the
patient will have one 1o bwo skilled narsing visits
per week and as needed for any changes.
Howsever, thers was no other dosumentsd
information related 16 dolalied hospice duly and
responsibiily as indicated in the facliiy's care
plan dated August §, 2011,

A revigw of the rosident's clinival record indivated
there was rn individualized and integrated care
plan develoged for the resident by the fadliity and
the haspice provider o indicate designsted
responsibilifies for providing care and services i
the resident,

M CMS-2557(0-99) Pravious Versicns Obsolate Event ID: 567751 Faciity [TX GASIOONM0TT (¥ continuation sheel Page B of 30
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- Lalarm attached to the wheelchair.

On November 11, 2011, at 5:35 p.m. during an
interview with RN 1, she was not able to provide
the documented evidence that integrated plan of
care was developed with the hospice agency
personnel indicating who was responsible for
providing what kind of care and services to the
resident, and RN 1 agreed the integrated care
blan should have been developed with the
hospice provider for the resident,

A review of the Contract Agreement between the
facility and the hospice provider dated August 8, -
2011, indicated both the plan of care and nursing
care plan developed by the agency will be part of
the patient's record in the facility. Both these will
be developed in collaboration with the agency and
facility staff.

b. On November 11, 2011, at 4:40 p.m., Resident
2 was observed sitting in the wheelchair in the
activity room and was able to converse with a tab

According to the admission record, the resident

was admitted on September 27, 2010, with
diagnoses that included )
paralysis, and .

The significant change Minimmum Data Set (MDS)
assessment dated October 1, 2011, indicated the

ezt N M
q, needed extensive assistance from staff

members for transfer, iocomotion on and off the
unit, dressing, eating, hygiene, and bathing. The
resident was always incontinent of bowel and
bladder.

The Physician's Orders dated September 19,
2011, indicated admit to hospice on routine level

F279 DEVELOP COMPREHENSIVE
CARE PLANS

DON and MDS met with hospice to
develop an integrated care plan for
resident on 11/23/11 and 12/2/11

In-service was given to licensed nurses by
hospice on developing an integrated care
plan on 11/23/11

Medical Records will audit monthly for
compliance

Overall Compliance will be monitored by
QA Committee on a quarterly basis.

| Z_lz,l ".: FER
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Continued Frompage &
of nursing home cara.

A review of the care plan reveslad thot the
resident had two gare plans, one from the faciity
and the other one was from the hospice provider,
Howevar, the facility's care plan was not
integrated in the haspice's care plan and both
plan of cares did not Indicate desigrated
responsibilities for providing care and services fo
the resident ,

On November 11, 2011, at 855 pm., during an
interview with Registered Nurss 1 (RN1), she
stated the hospice care plan should have been
integrated. On September 2, 2011, the resident
had a poor oral inlake and appetite.

The facility's undated palicy and procedure tithed
“Haospice®, indicated the plan of care shall
address the neads of the resident and all services
provided to the resident and will be updated 8
needed, However, it dd nof indicate that the care
pian needs o be integrated,

4B3.25(¢C) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE 80RES

Based on the comprehensives assessment of a
resident, the facility must ensure that a resident
who enters the facitity withou! pressuwre sores
does nof develop pressure sores unless the
indfeiduals clinkal condition demonstates that
they were upavoidable; and a resident having
pressure gores receives necsssary freatment and
seyvices {o promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT iz not et as evidenced

279

F314
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by,

Hased on cbservation, inferview and record
review, the facility failed 10 ensure & resident was
pravided haal profaciors (pressure relieving
devices) (o the heels as directed by the the
physician in order o pravent the polential for the
develnpment of pressure ulcers [ the heels for
one out of 18 sample residents {8},

Findings:

According o the admission record, Regident &
was griginally admitted to the facility on
Septemnbar 8, 2010, and readmifted on August 7,
2011, with diagnoses that Inchuezled breast
malignancy and secondary liver malignancy.

The Minimum Data Set (MDB) assessmend dated

August 19, 2011 ingicsted the resideni was
ecision g an o exlensive
assistanse in activities of daily living,

The resident had a physician's order dated
August 7, 2011, fo check both heels for redness
at svery shift and o apply hee! proteciors.

On November 11, 2011, at 345 n.m,, the resident
was obsarved lving in her bed without wearing
heel protectors in the presence of Registered
Nurse 2 (RN 2). As RN 2 assessed both of the
resident's heels, thers was redness noted on the
resident's right heal, BN 2 stated the gize of the
redness ssemed approxinssiely one inch by ong
inch and stated the heel proteciors should have
been applizd o the resident when the residant
was in her bed.

I TISZE6T(02-69; Provious Versions Staolkele Event En90rTH Faclitty £ CABZOD0OCTT If continuation shieat Page 11 of 30
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F 314 ; Continued From page 11 314
A revdaw of the trealment shest from August 7, vy _
2011, to Noverber 12, 2011, thers were licensed 314 TREATMENT/SVCS TG
nurses' Inikals docevented indicating hoth heels PREVENTHEAL PRESSURE SORES
were checked for radness at svery shifl L ‘
Howsver, thers was no result documented Heel protectors were applied immediately
whether the resident had redness on her hegls or 10 resident.
nof,
_ Al licensed nurses were in-serviced by gL
On November 12, 2011, at 310 p.m. during an DON on 11414711 and on care and !
intarview with BN 2 again, she stated she was not nertafi : imen
able 1o say if the resident had redniess on her doc ation of skin trea -
heels from August 7, 2011, & November 11, : . _
2011, by reviewing the residents clinical record Treatment order sheet modified to
and stated the ficensed nurse shoukd have indicate presence of reduess or not
documented in the treatment sheet whether the _
resident had redness on her heels. Al departnent heads, licensed nurses wilk
F 3231 momtor for compliance on daily rounds

F 323

483.25(h} FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environmernt remgins as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to

prevent accidents.

This REQUIREMENT is niot met as evidenced
by:

Based on obsetvation and interview, the facilily
falied to maintain the residents’ environment free
of accident hazards by not secudng televisions
sefs that could cause the potential for accidents
in four residerd’s rovirs, falled o keets & boflle of
pari-wash out of rpach the residents to prevent
from being swallowed by aceident, and falled {o
placa fioor mats an both sides of the bed Rra

for application of the heel protectors
PON will monitor for compliance weekly

Overall Compliance will e monitored by
QA Committee on a quarierly basis.
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resident who was af risk for fall as per physician's
order for one out of 18 sample residents (9%

Firglings:

a. On Novemnber 10, 2011, fom 8:20 pm. 1o 7108
p.m. during a lour of the facilify in the presence of
Repistered Nurse 3 {RN 3}, four televsion sets in
Rooms 16 Bed-C, 17 Bed-A, 22 Bed-A, 22 Bed-B
were observed not secured {o prevent potential
accidents,

During an infendew, RN 3 who was present

- during the observation stated stated the television
sais should have heen secured to prevent
pessible acoidents,

v On November 10, 2011, at £:35 p.a. during an
intal four with RN 3, a peri-fresh contained in a
betlle was observed unatiended in the residents
bathroom without cap. During an inferview with
RN 3 present during the observalion he skated
there was more than 100 cubic centimeters {co}

1 of perifrash solufion f2¥ in the bottle.He alag’
stated tho bottle should have been kept in the
Nursing Station because the residents could drink
it. On Novemiser 11, 2011, at 8110 a.m_ during an
derview with BN 1, she stated thare were
approximately 68 ambulatory residents in the

facility.

A review of the quideiine of the pari-fresh salution
providad by the faciity, indicated it would be
ititating if the solulion was plsced ineves or if
ingested. If the soiudion was haesied, the
guidaline direcied to drink large amounts of water
and cal the physician and to keep In closed
coniginer,

The television sets were secured
immediately by Maintensnse Supervisor | i \ ¥ \ 1y
IRER T

Social Services will alert Maintenance
Supervisor to secure when family brings
in television.

Maintenance Supervisor will monitor for
compliance on daily rounds

Department heads will montioe for
compliance on daily rounds.

Overall Compliance will be monitored by
QA Comnitiee on a quarterly basis.

M CMEZEEHGE23] Previous Versions Thaolata Everd 1, 8GT7 14

Facility ID: CAS2006687F # continuation sheet Pags 13 of 30




PRINTED: 14282014
FORM APPRUOVED

DEPARTMENT OF HEALTH AND HUMAN SERVICES
OMEB NO. 0538-0381

CENTERS FOR MENICARE & MEDICAID SERVICES
STATEMENT OF DEFIIENCIES ’{Xi} PROVIBERIGUPPLIERICLIA %23 MULTIPLE CONSTRUSTION !{X-ﬁ] [ATE BURVEY
AND FLAN OF CORRECTION i IDENTIROCATION NUMBER: COMPLETED
1A BULDING
B OWING
555680 1 L Agzont

NAKE OF PROVIGER OR SUPPLIER

ETREET AGDREGS, JiTy, $TATE, &P CODR
928 W, ALABEDA AVE

L NTER
ALAMEDA GARE CENT | BURBANK, CA 91508

e SUMMARY STATEMENT OF EFICIENCIES n PROVIGER'S PLAN OF SORRECTION T pm
BREFX {EALH DEFICIENCY MUIST BE FREDEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD HE COMPLESON

TAG REGLEATORY OR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFIGENCY)
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resident’s bathroom

H

i

¢ Agsording to the admission record, Resident 9
was originally admitted o the faclity on
Septernber 8, 2012, and readmitted on August 7,

2011, with diagnoses that included [
- and —

The Kioimuim Data 8et (MDS] assessment dated

August 18, 201% indicated the resident was
acision making and p gxiensive

ausistance in activities of daily living. A review of

tha Care Area Assessmant {CAA) dated AP !

Septernber 2, 2011, indicaled fall was triggered.

A review of the Fall risk assessiment dated
August 8, 20114, indicgted the dsk of fall was
scored 18, and the total score above 10
represents the resident was in high risk of fail.

The resident had a physician's order dated
August 7, 2041, for a low bed and the floor pad of
bedside for fal and injury precautions,

There was & plan of care developed on
September 14, 2010, for the potential of 2li and

njury related to unsafe ambuiation, poor eyesight,
forgetfuliconfused refated tﬂﬂ
One of the approsches was fo pul 2 1ab sfarm on

alower bed and o put non skid floor mattress at
bed sice.

On Movernber 10, 2011, at 7 p.m., November 11,
2014, at 12:30 p.my, and 3146 p.m., the resident
was obsorved ying In her low bed. There was
one foor mat on the resident’s lefl side of the
bar, but there was no oor mat o hey right side
of the hed,

;

The assigned C.N A was in-zerviced
immediately by DSD 11/10/11

All CN.A’s were in-serviced by DSD on
proper storage and risk of teaving peri-
wash unattended on 11/11/11

Compliance will be monitored daily by
DSD, licensed nurse and department
heads on rounds

Overall Compliance will be monitored by
QA Conmmittee on a quarierly basis,

F 323

Extra floor mat was provided and put on.
both sides on 11/13/11

ALl CN.A's and housekeeping staff were
in serviced to put back floor mats afier
clcaning of room by DSD on 11714711
and 11/16/11 ‘

Compliance will be monitored by DSD,
licensed nurse and department heads on
the daily rounds.

Overall Compliance will be monitored by
QA Comnmttee on 3 quarterty basis,

zs\u\a

%X\w\t{
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Continved From page 14

On November 11, 2011, af 3:45 p.m, during an
interview with RN 2, she stated the floor pads
should have been placed on both right and left
side of the bed.

483.25¢) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Faoh resident's dvug regimen must ba free from
unrsnassary drugs. An unnecessary drug s any
driig when used i excessive dose {ncluding
duplicale therapyv); or for excessive duradion; or
without adequate moniloring; or without adequate
indications for its use; or in the presence of
adverse conssquences which indicate the dose
should be reduced or discontinued; or any
usernbinations of the reasons above.

Based on a comprehensive assessment of 2
resident, the facility must ensure that residents
who have not used antipsychaotic drugs are not
given these drugs unless antipsychotic drug
therapy i$ hecessary to freat a specific condition
as diagnosed and documented in the dlinicat
record; and residents wheo use antipsychotin
drugs receive gradual dose reductions, and
behavioral nterventions, unless clinfeally
contraindicated, in an offort o disconiinue thase
drugs.

This REQUIREMENT is not met as avidencsd
Bésm on interview and record review, the facility

failed to monitor for the resident for baseline
seruti iron or ferritin levet and periodic laboratory

F 323

328
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tests such as complete blood count (CBC) or
hematocrit/ hemoglobin when Ferrous sulfate
was ordered for a long-term use to prevent the
potential of accumuiation of ron in the tissus f
used for & long duration for fwo months for o
out of 18 sample residents {1,315,
Eindings:
a. Acgording to the admission record, Resident 1
was readmifted on July 28, 2011, with diagnoses
tahaa; Ejn;étjﬁed acule upper respzz‘a?azy infection ¥ 329 DRUG REGIMEN IS FREE
Y FROM UNNECESSARY DRUGS

The: quarterdy review Minfmum Data Sef (MDS}
assassment dated August 28, 2011, indicated
e wes [

The physician's orders daled July 28, 20114,
indicated an arder tor fermous sulfate 330
ritligrams (mg) eguals seven and a half cubic
gentimetare (oo} fguid by gﬁs.trcstz}my {ube (G‘]"}
hwice a day for severs ahemia.

The Medication Record dated November 2071,
indicated the resident had been receiving ferrous
sulfats twice 2 day as ordered by the physician
for approximately four and one-haif mionths,

A review of the clinical record revealed thers was
no documented evidence that indicated the
clinicat rationale for the long-term use of ferrous
siifaie for more than fwo months,

On Novemnber 11, 2011, & 580 pm., during an
interview with the Director of Nursing (DON}, she
stated the physician should have writien a

jusfification and she was unable fo find

Resident #1 Ferritin level was checked or
11/17/11. Physician discontinued use of

Ferrous Sulfate. 11/30/11

e\l
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F 328! Confinusd From page 16

documentation by the physician on why the
farrous suliate should be used for more then hwo
months,

b. According to the admission record, Resident 3
was admitted on March 3, 2004, with diagnoses
that included | ] . ostcoarthits, and
chronic Kidnay dissase.

The guarierly review Minimum Data Set (MDS]
sesessment dated August B, 2011, indicaled the
resident was

The physician’s orders dated May 15, 2011,
indicated an order fro ferrous suifate 325 my by
moitth daily for severe anemia.

The dedicatipn Record dated Novembear 2011,
indicated e resident received ferrous sulfate
every day for approximately six months as
ordered by the physician.

A review of the clinical record revealed there was
ro documented evidence that indicated the
Clirdcal rationale Tor the long-term use of ferrous
sulfate for more than two months.,

According to the State Operation Manual (SOM),
clinical rationale should be documented if iron is
ordered for a lang-tarm use (greater than two
months), or if administered maore than once daily
{clady for greater than a week), because of sids
effects and the risk of accumuiation of iron in the
tissues, Monitoring of the baseline serum fron or
ferritin teve] and periodic complete bioad count
{CBCY or hematooritthemsglobin is nesdad,
Adverse consequenses includes constipation,

| dyspepsia, accumutiation of iron in stores that

Eeaident #2 Tron level results were
reviewed with physician, Ferrous Sulfate
was discontinned on 112111

In-service given by Pharmacist consultary
regarding Anemia, nse of Ferrous Sulfate
and Laboratory tests needed on 11/22/11

DON will monitor 21 residents on Ferrous

Bulfaie as neoded,

Overall Compliance will be montiored by
QA Committee on a quarterly basis.

izl
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F 329 | Continued From page 17 F 328
cause muifiple complications ¥ given shronically
despite normal or high iron stores (800, Qoloher
2010, page 3804
F 371 483.38{( FOOD PROCURE, F 371
STORE/PREPARE/SERVE - SANITARY F 371 FOOD PROCEDURE,
STOREPREPARE/SERVE ~
The facilly must - SANITARY
{1} Procurs food from sources approved of
considered safisfactory by Federal, Siate or foca! All items were dated and labeled
authorifies; and

{2} Store, prepare, dishibute and serve food
under sanitary conditions

This REQUIREMENT is hot met as evidenced
by

Based an observation, interview and recard
review, the facility failed fo ensure apened fond
items wers iabeled with apened dates, preparad
foods were lzbelad with prepared dates,

Findings:

On November 10, 2011, af 545 p.m,, the
foliowing was observed in the kilchen:

1. One box {20 dozen} of frozen il bread dough
was opened from the packages, and a box of
‘Garden burger patties’ was opsnsd without date
iabelad.

According fo the policy of sanitation and food
handling, all unused food must be securely

coverad with fresh piece of plastic film or
aluminum foil. All Rems are fo be dated and

immediately.

-Dieuny Staff ;;vasﬁ inwserviced by Dictaxy
Supervisor regarding dating and labeling
of feod on 11/11/11

In- service was also given by Dictary
Supervisor o Dietary Staff regarding,

accurate dating of food served for
breakfast on 11711713

Compliance will be monitored daily by
DIS

QA Commitice on 8 quartorly basis,

Overall Compliance will be rponitored by

\\\1_\ \n
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PREFIX
TAG
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F 371

F 425

Continued From page 18
fabeled as to theit content.

2. There were 60 cups of 4-ounce milk and 30
cups of 8-cunce milk in the walk-in refrigerator
coverad with plastic film and dated 11/11/11,

During an interview with the dietary assistant who
prepared the milk, stated he had prepared the
milk on November 10, 2011, at § p.m., but be had
labeled thosa cups of milk as November 11,
2011, because that milk would bo servad on
November 11, 2011, He stated he had bean
fabeling the date whan the milk were supposed In
be served.

Cn November 14, 2011, at 12 pove during an
interview with dietary supervisor, she stated the
dietary personns! should have labeled he same
that he had prepared the milk,

483 80{a) (b} PHARMACLUTICAL 8V ~
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals 1o its residends, or oblain
them under an agreement doesoribad in
§483.75{h} of this part. The facilily may parmit
unlicensed parsonnel to adminisler drugs i Biade
faw permits, butl andy under $he genergl
supervision of 3 Hoensed nurge.

A facilily must provide phammaceutical services
{incheding procedyres that gasurs the aocunsie
acquiring, recelving, dispensing, and
administering of aff drogs and blslogionls) to mest
the needs of each resident.

The facility must employ or obialn the services of
g licensed pharmacist who provides consuliation

F 371

F 425
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NARE oF PROVIDEE OR BUPFLIER

? STEEET ADDHRERS CITY, 8TATL, 7P CODE
[ 026 W, ALAKEDA AVE

ALAMEDA CARE CENTER . BURBANK, CA #1506
XA D SUMMARY BTATEMENT OF DEFIGIENCIES 7} PROVIDERS PLAN OF GORRECTION pis3
PREFIX {EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
AN REGLE ATIMEY OR 150 IDENTIFYING INFORMATICN TAG masa«rzzszﬁagggz& ?; g*t{jE APPROPRIATE DAL
F 425 | Continued From page 18 F428
on ait aspects of the provision of pharmacy _
Licensed aurse was in-serviced
mmmediately by DON,
This REGUIREMENT is not met as evidenced
by, Medivation order sheet was modified to
Based oit observation, interview and raconl add “rinse mouth after each use®
review, the facility {alled io ensure a regidents
mouth was rinsed ol with water after inhalalion 14 ; :
. ; L h \ icensed nurses were in-serviced on
of corticosteroid medicaion (Symbicor) to 11714/ medication pass by DON azzd on
minimize dry mowuth and locatl infection for ohie out 1171611
of 18 sample residents (17). v '
Findings: Pharmacy cezzgultant in-serviced Hoensed it\»z,ml“
nurses on administration of Symbicort
Acording 1o the adimission record, the resident shslation on 11722711
was originally admitted to the faciiity on
September 15, 2006, and readmitted on August DON will monitor for compliance
31, 2008, with diagnoses thal included pulmonary randomly at medication pass.
emboiism, ehronic obsiructive pulmonary disease '
{COPD) with exacarbation, and corzgestwe heart Overall Compliance will be monitored by
fatlure. QA Committee on a quarterly basis, * * .
The resident had a physician's order dated
November 13, 2009, for Symbicort 160 mxn#d.5
one pufftwo fimes a day for GOPD.
{Symbicort inhatation :s corticostergid
medication).
On November 1, 2011, at 8:35 a.m. dwring &
medication pass observation for the resident,
Licensad Vocational Nurse 2 {LVN 2}
administered one pufl of Syrnbicort inhalation 1o
the resident and gave her half cup of cranbarry
juice. The resident drank the cranberry juics
instead of Ansing her moutl il with water, and
; e
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Continued From page 20
LYN 2 stepped out of the resident’s room,

During an interview with Registered Nurse 1, on
he same day at 8110 am,, she stafed the
rasident shauld have besn instructed to rinse cut
her mouth with water instead of drinking juice
after adminisiration of Symbicort Ihalation.

A raview of the facilily's Administration
information of Symbicort indicated to instruct the
resident to rinse mouth with water to mindmize dry
routh and local infection after administration of
Symbicort

A review of e product information- "Spacing and
Proper Seguence of inhaléd Medications”
indizated to rinse g mouth ot foliowing use and
do not swallow the water afier administration of
gorticosieroids o belp praventing orophmyngeal
funga! infactions.

48345 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility st establish and maintain an
infection Contral Program designed to provide a
safe, sanitary snd comfortable environment and
o halp prevent the development and fransmission
of disease and infection.

{@) Infection Controt Program

The faciiity must establish an Infection Controt
Program under which it -

{1} investigales, controls, arxd prevents infections
in the facllity;

{2} Decides what proceriures, such as isolation,
should be applied to an dividual resident; and
{3} Maintaing a record of incidants and correntive
actions relaied t¢ infections.

F 426

F 441

B EME-2567/02-00) Pravinss Versions Obsolete Event |B; #EF74{1

Fandiy 10: CAS20000077

if sontinuation sheet Page 21 of 30




QMB NO. 08380381

LN | D T NMELANE & WELIIGATLE SERVICEDS :
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(K43 1D SUMMARY SETATEMENT OF DEFIGIERGIES : ol PROVIDER'S PLAN OF DORRECTION 5}
PREFIX (EADH DEFICIENGY MUST BE PREGEDED 8Y PFULL | PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
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BEFICIENCY)
E 441 | Continuad From page 21 F 444
{b) Preventing Spread of Infection
(1) Whern the iz?fection Control Program
Brovent the spread of echon, the faily st P41 NFECTION CONTROL,
solate the resident. PREVENT SPREAD, LINENKS
{2} The facility must prohibit employees with a
sommunicable disease or infected skin lesions ) .
from ditect cantact with residents or their food, ¥ Oxygen ubing and humidifier bottles
direst contact will transmit the dissasa, were changed and placed in a bag on
(3} The facility must regutre staff to wash their 1111711
hands aftsr sach direct resident contact for which
hand washing is indicated by accepted Treatment order sheets were modified to
professional practice. add instruction “Care of Oxygen Tubing /
, Hhupidifier.”
{c} Linens
Personnet must handis, store, process and n . . o licensed
transport fnens so as o prevent the spread of -service given 10 lcensed nurses on
infaction. dating and care of O2 mbing and
humidifier bottles by DON on 11/14/11 il{iq \l'

| two out of 18 sample residents (8,11).

This REQUIREMENT s not met as evidenced
by:

Based on obaervation, interview and record
review, the faciiity falled to ensure the respiratory
care eqguinmeant such &s an oxygan tube, and
humidifier bottle used for a residents were
propetly labeled with dates changed and pot
touch e floor (8) and falfed fo have an infection
contred program designed to disinfedt Clostridinm
difficile (C. difficiie} by rot mixing cleaning
disinfect and water mix ware in proper
proportiors accerdance with the manufacturer's
spacifications end falled to observe infection
precautions as ordered by the physician {11} for

Licensed nurses, DED, Department heads
and teasy lezders will check for
comphance during daily rounds

Overall Compliance will be monitared by
QA Commitiee on a quarterly basis.

]
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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555830 B s 1144212011

HAME OF FROMIDER OR SUPPLER
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(X4) I SLUMMARY STATEMENT OF DEFIGIENCIES Ity PROVIDER'S PLAN OF GORRECTION X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LST IDENTIFYING INFORMATION) TAG CROBS-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY}
F 441 Continued From page 22 F 441
Findings:
& Actording i the admission record, Resident 8
was originally admitted to the faciliity on The dei
September 8, 2010, and readmitted on August 7, e G fs clothes were washed and body
2014, with diagnoses that includad acute disinfected on 11/12/11
respiratory failure and congestive heart failure.
In-service was given to nursing staff by
The Minimum Data Set {MDS) assessment dated " DON on 11/14/11. To disinfect doll withl
August 18,201 indicaled the resident was use of alcokol wipes hand wipes or Sani- u\ i \ﬂ
far cally eloths,
ecision making and nesded exiensive
asslstence in activities of daily lving, Individual dofls will be provided to
On November 10, 2014, at 7 p.m, during an initial residents as needed to avoid sharing of
tour of the faciity in the presence of Registerad dolls.
Nurse 3 (RN 33, the resident was observed lying ) )
in her bed, There was oxygen michine All staff will monitor for compliance
cannected to a tubing next to the resident’s bed,
The oxygen tubing was cbserved coiled around Qverall Coropliance will be momitored by
the nxygen machine and a portion of the tubing (JA Committee on a quarterly basis,
was was observad on the fiogr, Therewas a '
hurnidifier boltle connectad o the oxygen
maching, Thore tube and the humidifier botlle
were riot lsbeled with dates o halp defermine the
dalel{s} the humidiierand the ubing has o be
changed.
Duiring an intendaw with RN 3 present at the time
of the observation when asked was not abie o
tell or provide evidence when the oxygen fube
and the humidifiar bottie would ba change or
replaced. RN 3 stated the oxyoen lubs should
have been stored in a plastic bay, notiouch the
Hisleld
A review of the facliity’s policy and procedure of
oxygen administration indicated the dale, time
T4 CMS-2557192-39) Previous Versions Dbacloie Evert 0907714 Fachity I CADROOONOTT If coptinuation shset Page 23 of 30
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TAG
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F 4441

¢ during the lunch meal holding the same doll that

Continued From page 23

and initial should be noted on oxygen equipment
when i was nifialy Used and when changed
When not in use, the oxygen tubing shoukd be
stored in @ Clean bag.

b, According to the admission record, Resident
11 was readmitted o the fachity on November 27,
2008 with diagnases that included

. -~

Tha Minimum Data Set dated Ociober 31, 2011,
indicated the resident wm
B (o c:ily decision-making, oh
needsd supervision with mobifity and some

activities of dally iiving, and neaded extensive
assistance with dressing, hygiene, and bathing.

The resident had a physician * s order dated
November 1, 2 011 to apply Elimite Cream 8%
times one doss from head to {oe, in between
fingors, to leave for 8-12 hours then shower in the
morting and {o Toliow infection precautions for
prophylaxis of rashes. The resident had 2 second
physician's order dated Novernber 8, 2011 fora
second freatment with Elimite Cream 5% for
prophylaxis trestment for rashes,

On November 11, 2011 af 18 am,, the resident
was chserved in the Large Dining Room soated
ata table. The resident was cuddiing and kissing
a doll,

On Novernber 11, 2011 at12:30 pan, dusing a
meal observation, the resident was in the Family
Girirag Room smtes:z at a table with two other
famale residants ane of these ferale residents
was Resident 18, Resident 11 was cbaerved

zhe had i her arms eariier in the day.

F 441
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F 441 { Continued From page 24 F 441

After finishing with her lunch the resident was
observed talking to the dall, putiing the dolf's
hands i1 her mouth and Kissing the dall, Resideni
19 stated that the doll was hers and that she
{(Resident 11} had laken the doll buf that they
take turns sharing it

The plan of care dated November 11, 2011 with a
targst date of Detember 1, 2011, for Resident 11,
indicated the resident was symplomalic and was
on prophylaxis refated to possible exposure ©
scabies. The goal in the care plan stated the
resident wouid have no rash or itching daily for
slght weeks, However the Interventions in the
care plan did not address how the facilly would
take infection precautions with tems that
restdent's share such as the dolt.

On Novembaer 11, 2011 at 8:10 p.m., Resident 19
was ohserved going by Nursing Station 1 holding
a dall in her arms and stated that she got her doli
back. § looked ks fhe same do¥ that Resident 11
had aarliet in the day. At the same time Social
Services staff stated that Residant 19 had taken
the doll from Resident 11, Registerad Nurse 2
{1’RN 2} who was also gt Nursing Station 1 stated
that the two residents shars the doll but that
Rasident 19 doesn't kiss the doil she just hold it

During art Inferview with RN 2 on November 11,
2011 gt 8:28 p.m,, shie stated that sharing a doll
belween residernds does hasome an infeation
control Issue and aglded that the doll should be
wipsd down with a disinfectant wipe.

According to the facilify's policy reated to Scabies
Prevention and Contral, non-washable personal
ciothes and items should be placed in a plastic

iR CMS-2587(02-89) Previous Versions Obsclets Tyent 1D 874
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that she uses the same process 1o do routine

He only knows that bleach is t¢ be used with
*scables Infection.” When asked how he used the
bieach he siated he uses eight ounces of bleach
o a galion of water (eight sunces equals one cup
snd there are 15 cups in g galion, therefore eight
ounces of bleach in a gallon of water would be a
4716 ratio). The HKS demonstrated how he mixes
the: bleach and water solution by filling an sight
uiinpe measuting cup with bleach and messure
the water in & one gallon container arg ohce
mixed he fills 2 sprayer boltle with the solution,
He sigten] he saves any solution that is e ovar to
use the folipwing days,

Ors November 14, 2011 at 5:20 pon, during an
idarview with Hausekeeping Staf 1 she ndicated
that to clean a room in contact isolafion she uses
gloves only and a disinfectant called 3m U-1 Plus.
To mop fhe fioors she uses either A U-1 Plus or
CHtrus Sclvent, and states they sre both the
same. She demonstrated with a measuring cup
hew she mixes haff-a-cup of 3M U-1 Plus or
Citrus Solvent and two galions of water in the
mop busket to mop the fivors. She also stated

12/1714.

Cleaning procedures will be mmonitored
and demos provided on a routine basis by
SETHOT FIAnAger

Overall Compliance will be monitored by
QA Commitice on a quarterly basis.

_CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NQ, 8938-0331
ZTATEMENT OF DEFIGIENCIES (K1) PROVIDERISUFPLIER/CLIA (X2 MULTIFLE CONSTRUCTION {03} DATE SURVEY
ARD FLAN OF CORRECTION IDENTISCATION NUMBER: GOMPLETED
A BUILDING
£, WING
555680 122013
NAME OF PROVIDER 08 SUPPLIER STREET ADDRESS, UITY, §TATE, 2P CODE
9285 W, ALAMEDA AVE
c ER
ALAMEDA CARE GERT BURBANK, CA 91508
0e8) ID SUMMARY STATEMENT OF DEFICIENGIES in PROVIDER'S PLAN OF CORRECTION 15
HREFIX {EAGH DEFIGIENGY MUST 58 PREGEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SMDULLI BE COMPLENION
TAG REGLULATORY OR LSC IDENTIFYING INFORMATICHN TAD CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFCIENCY)
F 441 | Continued From page 25 F 441
bag and keep sealed for seven days.
. On November 11, 2011 at & p.m., during an
irdarview, the Housakaaping Supervisor (HKS)
stated that his siaff uses gowns, gioves and )
mnasks to clean “isolation rooms”, He also siafed All Housekeeping/ Laundry employees
the Director of Nursing (DON} Informs him during have been in-serviced with demonstration
the daily stand-up meetings when fo use hleach provided on 11/12/11 by semior manager
{o ¢ipan "infection rooms”. When asked sbout on acourate mixing and selufion for room
¢ieaning & room that had been in contact isolation cleaning.
precautions for Clostridium difficile, he stated he }
doesn't know when fo use bleach hecause he iz : : ; .
h . . . h In-service for isolation rootn and regular
not familiar with the different types of infections. room eleaning has been provided on \ 5( i l Y

i GME-2BR5TI2.99] Frevicus Varsions Uheclate

Evert B 96771

Faclity |0 CABZOGISTY
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{%x4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSGC IDENTIFYING INFORMATION)

iD PROVIDER'S PLAN.OF CORRECTION . |  xs)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE .

DEFIGIENCY)

F 441 | Continued From page 28
cleaning of a room and a room in contact
isolation.

According to a U-1 Plus Efficacy Data sheet
provided by the Housekeeping Supervisor C.
difficile is not included in the list of organisms it is
effective against.

Accerding to a Housekeeping In-Service on
Chemicals: Use and Dilution U-1 is a germicide it
is to be diluted with two ounces to one gallon of
water and if used properly, it will ensure all
surfaces are cleaned and disinfected, and Citrus
Solvent is'&a heavy duty cleaner and degreaser, it
does not indicate if it is to be used straight from
the container or if it is to be diluted.

According to Transmittal 55 dated December 2,
2009, sent by The Genter for Medicaid and
Medicare Services (CMS), C. difficile can survive
in the environment (on floors, bed rails or around
toilet seats) in its spore form for up to six months,
Rigorously cleaning the environment removes C.
difficile spores, and can help prevent
transmission of the arganism. Once mixed, the
solution is effective for 24 hours.

According to the Housekeeping policy on
procedures for deep cleaning C. difficile infected
rooms a bleach sanitizing solution of 1;10 bleach
water rafion in a spray bottle is to be used and a
yellow apron, face mask and gloves are to be
worn. -

F 465 [ 483.70(h)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,

F 441

F 465
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DEPARTMENT OF HEALTH AND HUMAN BERVICES FORIM APPROVED
SENTERS FOR MEDICARE & MEDICAID SERVICES 3AB NO. 0938-08381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION (39 DATE SURVEY
AND PLAR 5F CORRECTION IDENTIHICATION NUMBER: e COMPLETED
& BIHLIOING
555650 B WING 1111272014

NAME OF PROVIDER OR SUPPLIER

f
i

:
1

| STREET AJDRESS, CITY, STATE, 2 CODE
SEE W, ALAMEDA AVE

ALAMEDA CARE CENTER BURBANK, GA 81508
(34} 15 SUNMARY STATEMENT OF DEFIENCIES 15 PROVIDERS PLAN OF SORRECTION )
| PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULL BE COMPLETION
TAG FEGULATORY QR LSC WENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
. BEFIGIENGY)
. F 465
F 485 | Continued From page 27 Fags| ¥
_ Pag , °| SAFRFUNCTIONAL/SANITARY/COM
sanitary, and comforiable environment for FORTABLE ENVIRONMENT
residents, stalf and the publin. / : -
This REQUIREMERNT is nol met as svidenced Linen closet was cleaned and debris
By removed from comer on1Z/1/11 iz] 1 i
Based on observation and inferview the facilily
faited to provide a sanitary environment for Dioor of shower roon: was sanded dowsn i i !
2z i ¥

residerds and staff,
Findings:

On Noveber 11, 2011 at 3.1& p.m,, during a
general phservation tour of the faciity in the
presencs of the Mainienance Supervisor and
Housekeeping Bupervisor the following was
shserved:

On Station 1
4. Clsan linen closet across o Room 4 had dirt

aryl debris acoumnuiated in the corners of the
fioor,

2. fn the Male Shower the door had water
gamage o the siie towards the Inside; the paint
was chipped off in an area covering
approximately 3 feet by 3 feel

3. Outside the door of Room 18 the wallpaper
was missing in an area approximately 3 feet by
D feet.

4. In the Emergency Food slorage room thete
was an accumidation of build-up dirt on the floor
around the enfry way.

5. Roon 15 the screen o the siiding glass door
was off ity track. ‘

and repaired and painted 13111

Wallpaper was replaced outside room 18
11711711 tH “l b
Dirt and debris cleaned around entry way
in emergency food storage 12/1/711 2] f H
Screen door was put back on track on Wwin I i
room 15, 1111711

BM OME-258T{02-32) Provicus Vegions Obsclcle

Event IDF37IN

Facilily 10: CARUO00677
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CENTERS FOR MEDICARE § MEDICAID SERVICES
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OMB NO. 0838-D331

(A2 MULTIPLE CORSTRUCTION

{%3) DATE SURVEY

TATEMENT OF DEFICIENCIZG 2493 PROVIDERSURPPLIBRICLIA
R PLAN OF SORRECTION IBENTFOATION NUMSER COMBETED
A BULDIHG v
' BLNNG =,
555890 e | 414202011
IAME OF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
926 W. ALAMEDA AVE
ALAMEDA CARE CERTER
BURBANK, CA #1508
(44310 SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S FLAN OF CORRECTION 45}
PREFIX H DEFIGIENGY MUSY BE PRECEDED BY FULL FREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPFLETION
TAG REGULATORY OR LSC IDENTIFYING IRFORMATION) TAG GROBS-REFERENGED TO THE APPROPRIATE OATE
BEFICIENGY)
- 46 o . i -
¥ 465 Gontinuad From page 28 FASY)  oreen door was put back on track in
. roorn 24, 11711711 Hytu
On Station 2 !

4. Room 24 the screen o the sliding glass door
was aff #s fragk.

2, The Bomge Room next {0 room 24 had the
door threshold with the paint peeling off and had
dirt stains; the door had water damage on the
side towards the inside, paint chipped off and
bare wood visible,

3, Clean fnen closet across from the employee
lnunge hiad accumulatsd dirt and deliris and the
shelvog had oid stains with buiki-up dirt,.

4, The Fernale Shower emitted a severely strong
feces-ype makodor, afthough, the only tam in the
shower room was a showsy chalr. The
Mairienance Supearvisor stated fhat it might be
the shower fioor #hat iad the malodor.

5. The wall paper was peeling off the wall by the

fime Clock in an area approximately 2 feet by 2
feat,

. In the Housekeeping Storage Room by the
Laundry Room there was a spray botfie labeled
3 Quart Disfafectant, however, the
Housekesping Supervisor identified the contents
of this botlle fo be 3M u-1 Pius disinfectant.

i Laundry Room

1. The washing machines had bulld-up detergent
stains and accumiglated detergent soum around
the area where the detergent and washing
soiutions pour into the machine,

2. There was accumulated lnt and dust behind

1

Storage room door was repaired and
painted 12/1/11

Linen closet was cleaned of stains and
debris and painted on 1271711

The shower room was eloaned

immediately and housekeeping will
continue o clean aad monitor, ! 1‘ i \ il
11/11411 . L

§{‘§‘%Iii

Housekeeping Supervisor was in-servickd
1o inzure all chernival spray bolties have

corresponding cheruicals to labels on " \‘;‘lf
i i H

LA1/11.
i 24 i' )

The wallpaper was glued onnear tife
clock. 11714711

‘Washing machines were cleaned and
serubbed on 12/1/11

Lint and dirt was cleaned behind the
washing wachines o 12/1/11

Housekeoping Supervisar, Maizzzensncg
Supervisor and Department heads will
moniter for compliance on daily rounds.

Overall Compiiance will be monitored by
(A Committes on a quarterly bagis.

4 CMES-2687702.85} Previons Vorgons Ghatlele

Fvent 108574
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| A BULDING
555690 S e 1111272011

| NAME OF PREADER OR SUPPLER

STREET ADDRRESS, GITY, 8TATE, 28 CODE
25 W, ALAMEDRA AVE

ALAMEDA CARE GENTER
BURBANK, CA 91508
(43 1D SURMMARY DTATEMENT OF DEFEMENCIES 10 FROVIDER'S PLAN OF CORRECTION {08y
PREFIX {EACH DEFICTENDY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION BHOULD BE COMPLETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION TAG CROSS-REFERENGED TO THE APPROPRIATE DAYE
DEFICENDY)
F 485 : Continued From page 24 i 465
{he washing machinas.
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