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F 000 | INITIAL COMMENTS F opp| Ereparation and execution of this plan of
cormrection does not constitute admission or
The following reflects the findings of the et by the provider of the tuth of the
: cts alleged on conclusion set forth on the
Department of Public Health during a statement of deficiencies. This plan of
Re-certification survey. correction prepared pr exectted solely
. o ) becanse it is required by the provisions of
Representing the Department of Public Health: Health & Safaty Code Sections 1280 & 42
RN. HEEN CFR 483 et seg. This plan of corvection —
N, serves as our written credible allegation of €2 i
42 4
REHS, HFE ! compliance for the deficiencics zwi&ém g g;g?
WQ
m -4
Total Resident Population: 69 AN gﬁx
Total Resident Sampie Size: 15 m o~ G325
-y > i Ty
Highest Scope and Severity: £ g oK PIE
. F250 | 483.15(g){1} PROVISION OF MEDICALLY F250] Souial Service Desi | S
Servi ignee called the son and A
=0 | RELATED SOCIAL SERVICE requested him to bring resident #10 dentur “ﬁ.’m
The facility must provide medicallyrelated social Zi?;cﬁ?m ;Tmat;lge:dn g;?gjhzsmﬁﬁfg: ly
servig:es 1Y atnaiq of maintain the highest ‘ for resident #10 on 05/18/12. Dental
Prﬁmb‘eoghwga" mental, and psychosocial Consultation scheduled for 06/05/12.
we ng of each resident. Meanwhile, resident continuas to have parce
det which she is tolerating weil,
Resident has no weight bost since admission
This REQUIREMENT is not met as evidenced fo date,
by: Socisl Service Desi
. . Znee reassessed and
Based ?ﬁém?p%?d record checked all residents who has denture to find
medically-related social services for one of 15 out if moy other resident is affected by the
sample residents {10). For Resident 10, sodial sarue problem as that resident #10 for
ices failed to arrange a dental consuttat ummediate intervention, None was netsd,
due o ilfiting dentures.  This deficient practice
resuited in delay in readjustmentffiting of the
reskienl's dentures.
Findings:
i ey
LABQ TOR'S OR TITLE (XBY DATE

Any deficiency staterent ending

DER/S PLTEEPRESENTA%GMWRE

ADMaNIsTRATOR  06/07] 2

#n astensk {*) denotes a deficiency whish the institulion may be exsused from comrscting providing s determined that

cthes safequards provide sufficient protecticn io the patients. {See instructions.} Except for rarsirgg homaes, the findings stated above are disclossble 31 days
followsng the date of murvey whother or not a plan of corection is provided. For nursing homes, the sbove findigs and plans of carection are disgiosable 14
days fuflowing the date these documents swe made avaiiable T the faciity. ¥defitiancies oo olled, an approved plan of comrection is requisite to continued

program padicipation.
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Administrator reemphasized and ren-
F 250} Continued From page 1 F 280] serviced Social Service Designee to be
On 5M6/12, at 12:18 p.m, during a dining consistent assessing resident to ensure that ali
obsarvation, Resident 10 was chserved in the psychosocial services and needs are provided.
restorative nursing assistant (RNA) program Tt included but not fimited to dental nesds
diring area, eating by herself with supervision. such as dental consuliation and dentures. 05722112
The resident’s lunch aonsisted of puread food.
On BMBFM2, at 12:38 p.m,, the resident was DON, DSD and Sosial Service Designee will
eating her lunch with the assistance of the acivity monitor daring meal time when resident is
diractor, who served as interpreter. eating to find out if he/she has diffieulty in
Al the time of the observation, during an sating secondary to having no denture or
interdiew, the resident indicated she gid not have needing dental copsultation for fitting
any teeth and needed new dentures, but could adjustment. CNA will monitor while assisting
not afford them. She ther stated she had not resident during meal time and report 1o
used her dentures in several years because they License Nurse if any resident [s noted with
did ot fit properly. problom.
A review of the clinical record disclosed the
resident was admitied to the facility on 30612, DT will monitor during weekly resident care
pressure and anxiety. . reviewed and updated.
The Minimum Data Set {MDS - standardized
assessment and carg planning tool) dated
317112, indicated the resident had pericds of QA wiil be done monthly to check the
confusion and required minimal to exteasive effectiveness of system
assistance with most of her daily living activities, :
The Nutritonal Assessment form dated 3/6/12,
docurnented the resident had 2 machanica! soft
diet due fo probiems with chewing. An enfry
dated 3/12/12, indicated to change diet to pureed,
due o difficuity eating & mecharnical soft giet.
The Social Secvices Assessment form dated
376112, indicated the resident had a full set of
dentures, but the resident's Tamily member
informed e social services designes (8SD] that
the resident had not used them in five or gix years
and was able fo eat without them,
Cn 5/18/12, at 12:45 p.m., during an interview,
FORM CMB-2367¢02-99) Pravious Versiors Ohsolete HEvent 10 BWYTE Facility [ CABANN0GGTE if continustion sheet Page 2 of 28
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F 250 | Continued From page 2 F 250
the S8 confirmed she did not make
arrangements for a dental consuitation for the
resilent The 88D also indicated thero was 2
possibility the residant's dentures could be
refified.
- F 314 | 483.28(c} TREATMENT/SVCS TO F 314| DON and Treatment Nurse immediately
88=p ( PREVENT/HEAL PRESSURE SORES reasseused resident #7 and heel protectors

Based on the comprehensive assessment of 4
resident, the facility must ensure that a resident
who entars the facilify without pregsure sores
does not develop pressure sores unless the
individuat's clinical condition demanstrates that
they were unavoidable; and a resident having
pressire sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new scres from developing.

This REQUIREMENT is not met as svidenced
by.

Rased on ohservation, interview and record
review, the facility faied to provide necassaty
freatrnent and services to prevent the
development of pressure sores, promote healing
and prevent infection, for two of 15 sample
residents (7, 1). Resident 7, who had a history of
radnegs on the heels, was not wearing hee!
protectors when in bed in accordance with the
care plan and physician's order, Residett 1's
heels were not off-loaded froim the bed in
aucordancs with he care pian. Additionally, the
treatment nurse falled {0 wash his hands during
wournd treatment. This deficient practice had the
patentiatl for pressurs sore development and
wound contaminatiorn.

Findings:

were immediately applied to both heels.
While resident #1 foam pillow was put under
resident legs to keep the heel off pressure
Hom bed. 05/16/12

CKA agsigned to both residents wers
immediately confronted by DSD and rein-
serviced regarding the vital importance of
applying pressure relieving devices to
resident such as heel protectors o foam
piliow,

DON gailed the atiention of the Treatment
Nurse congern regarding compliances on
handed washing protocol according 1o CDC
guidiine during treatinent.

I3ON, IDSD and treatment rurse made round
to find out if any ether resident who could be
affected by the same problem as that of
resident £7 gnd #1 for immediate
intervention.

BON and 55D made round 16 find out if
treatment nurse and other license nurse
coinglied with hand washing protecol
sesording so CDC guideline for immediate
redizection.
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F 314 Continued From page 3 F 314| DSD) rein-serviced CNAs regarding close
shservation of the resident while providing
1. A review of the clinical record revealed the care and to report w charge nurse any
Resident 7 was admitted 1o the facility on 10/3/11, change of condition noted. It inclade but not
with diagnoses that included dysphagia (difficulty limited o resident with skin discoloration /
swallowing), status post gastrostory fube (GT - redness especially heel, buttock and cocoyx
fube surgically inserted hrough the abdominal areas and the like. And make sure that
wail into the stamach for the purpose of nutrition resident with special pressure refieving
and medication adminisiration} placement and device are apply such as heel protectors or
anemia. foam pillows atc. Report should be done to
The guartedy Minimum Data Set (MDS - charge nurses if resident had no pressure
standardized assessment and care planning fool) relieving device if he/she need one. 0872212
dated 4/13/12, Indicated the resident had
impaired cognitive skills in daily decision-making DON rein-serviced license nurses on the
and was folally dependent on staff for activities of “must” of complying and applying CDC
daily Rving (ADLs). guidsline regarding protocol hand hygiene
A physician's order dated 10/3/11, indicated to including but not limited hand washing
apply both heel protectors when in bed. gspecially during treatment. It is important to
breakdown, skin discolaration and skin tears pauze and the like. 0572212
indicated in the approaches to apply heel
protecitors when in bed. DON and DSD will monitor during their
. \ daily round while license nurse Q shift duriog
During muitiple chservations from 5/15/12 medication pass or treatment by checking
through 6/16/12, the resident was not wearing resident with pressiee relieving device order
heet protectors when in bed. to ensure such are complied with.
On 5/16/12, at 3 p.m., after checking the DON and DSD will check license nurses
resident's feet while the resident was in bed, daily during treatment to find out if they are
Certified Nursing Assistant 1 (CNA 1) staled she practicing hand hygiene according to CDC
did not know if the resident S'}Qil?ﬁ be wearing guideline in hand washing protocol.
hee! protectors. CNA 1 explained the charge
nurse would tell her ¥ the resident needed 1o wear QA will be done monthly to check the
them. After searching the resident's bed area and effectiveness of system.
closet, there ware no heel proteciors found, )
At 305 p.n., duting an interview, the treatment
nurse, Licensed Vocational Nurse 2 (LVN 2)
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F 314

Continued From page 4

stated the resident needed to wear heel
protectors for maintenance of skin integrity
because he had a history of redness on his heels.
LVN 2 expiained the ONA assignment book
should indicate any extra treatinent and services
the resident needed. However, after reviewing the
CNA assignment book, thers was no inglication
the resident needed heel protectors when in bed,

Za. A review of the glinical record reveaied
Resident 1 was readmifted o the facility on
36112, with diagnoses that inclutied recent
history of pneumaonia, history of stioke with
dysphagia, Stage | sacro-cuccygeal (tailbone)
pressure sore {a defingd area of persistent
redness) end Stage l| pressure sore
{hdl-thickness Ussue loss; may include
undermining and tunneling} 1o the right heel.
The MDE assessment dated 577712, indicated the
rasident was severaly cognitively impaired, was
incontinent of bowe! and bladder and was totally
dependend on staff for gl of her ADLs,

The Pressure UHeer Risk Assessment, updated
4M2/12, indicated the resident was high risk for
pressure ulcers.

A care plan developed on 2126112, for the
ragident's risk for further siin hreakdown,
included an approach plan to keep pressure off
sftected areas.

During an chsarvation on 8/46/12, at 8588 am.,
the resident wag lving in bed, awake, restiess and
gdid not respond o her name,

A foam pillow (to off-lead pressure areas) was
located at the hoad of the bed, instead of urdder
the resident’s iegsfieet.

At 1:55 p.m. and &t 3 p.m. the same day, the
resident was observed asiegp in bed. The foam

F 314
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F 314 | Continued From page & F314

pifiow was observed on the resident's chalr,

On 6116112, at 3 p.m, during an inlerview, CNA 2
stated the pillow was supposed to be placed
under the resident's legs in order to keep the
hzgé off the bed and prevent pressure on the

h .

2b. On SATMZ, at 10030 am,, during observation
of Resident 1's Stage Uil right heel pressure sore,
the freatment nurse removed e soiled dressing,
ramoved his gloves, applied new gloves, then
clearned the woung with normal safine solution
and gauze. He then removed and replaced
gloves, applied treatment cintment, changed
gloves, apphied a dry dressing, then secured the
dressing with gauze and washed his hands, The
freatment nurse failed to wash his hands duning
e course of the wound freatment.

On 517112, at 12:10 p.m., during an interview,
the treatment nurse siated he should have
wagshed his hands after removing the soiled
drassing, prior 1o cleansing the wound and
applying the ointment, and prior to application of
the dry dressing, in order to prevent wound
contamination,

Acoording to the CDC gov website Protocal for
Hand Hygiene, the use of gloves doas not replace
the nead for cleaning hands. Discard gloves after
each task and ¢lean hands. Hand hygiene should
be performed after removing any form of material
offering protection {napkin, dressing, gauze,
sanifary towel, elc)

F 322 | 483.25(9)(2) NG TREATMENT/SERVICES - F322
as=g | RESTORE EATING SKILLS
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- F 322 Continved From page 6 F 322} DON and trestment nurse immediately
Based on the comprehensive assessment of a reassessed Resident # 1 and abdominal binder
resident, the facility must ensureg that o residert was appied to resident 05/13/12
who is fed by @ naso-gastric or gastrostomy wbe
receives the appropriate treatment gnd services Resident #3 fpeding formula was reduced
to prevent aspiration pneumonia, diarrhea, fram 60mi‘hour to S5mihour as Physician
vomiting, dehydration, metabolic abnormalities, order. The order rate of 3Smihouy was
and nasal-pharyngeal ulcers and 1o restore, ¥ transcribed in MAR per order, 05/18/12
passible, normal eating skills.
DN called attention of treatmsni nurse and
license nurse concem regarding M order of
This REQUIREMENT is not met as evidenced abdomina! binding that resident #1 was not
by wearing it. It was stressed out to them the
Based on cbservation, interview and record vital importance of the abdominal binder for
review, the facility failed to ensurg that a resident the resident in order 1o prevent puliing oot of
whao s fed by a gastrostomy tube (GT - tube the GT. Furthermore, it was emphasized that
surgically inserted info the stomach Hwough the M3 order for resident #3 reduction of tube
abdorminal wall for purposes of nutrition and feeding formula should be carried out as
meadication athninistration} received appropriate order,
treatment and servicas for two of five residants
with tube feeding in 2 sampie of 15 residents (1, DON and DSD made round to find out if any
3}. Resident 1 did not have an abdominal binder of resident is affected as that of resident #1
in place at 2l imes as ordered. Resident 3's and #3 for further intervention.
feeding formula was not administered as ordered.
This deficient practice had the patential to resuft DON and QA consultant rein-serviced ticense
it compilications such as dislodgment of the GT nursed on the siriet compliance nd
and unwanted weight gain. implementation of MD order. 1t includes bur
L not limited to order for abdominal binder,
Findings: treatment and diet such gs rate of mihour sic.
. . 1t i mportant that such order should be
1. Areview of the clinical record revealed carried out accordingly as specified in MD
Resident 1 was readmitted to the facility on order. 1 should be part of responsibility to
32, with diagnoses that included recent check znd ensure that the 3;};}2 ication and
history of pheumonia, history of stroke with implementation of MD order is i place at all
dysphagie (difficulty swallowing) and GT, times. Al needed information or data should
The Minimum Datg Set (M[?ﬁ - standardized be reflecied in resident medical record {a alj
assessment and care planning tool) dated 57712, appropriate area such as MAR, treatment
indicated the resident was severely cognitively sheet and the tike. 08739/12

TORM OHS-256T02-98) Previdus Versions Obsoletn

Evert 10 BT

Factity 10: CAO00007S

i condinuation pheet Page 7 of 25



http:assossment.nd

PRINTED: 05/20/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APEROVED
CENTERS FOR MED! & MEDICAID SERVICES _ OMB NOC 06380301
STATEMENT OF DEFIGIENCIES D01} PROVIDERZSUPRIERICLIA I (X2} HULTIPLE CONSTRUCTION {%3; DAYE SURVEY
ANG PLAN OF CORRECTION IENTFICATION NUMBER; ; COMPLETED
A, BUILDING
B, WING
956458 g 051872012
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, €ATY, STAYE, ZiF CODE
£455 STAYE BTREET
EN OF UTH GATE
GREENFIELD CARE CENTER OF SOUTH GA SOUTH GATE. CA 80280
a0 SLHBMARY STATEMENT OF DERQIENCIES [[#] PROVIDER'S PLAN OF CORRECTION 5
PREFR {EACH DEFIGIENCY 3UST BE FRECEDED BY FULL PREFIX {EACH CORBECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC MENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE BATE
DESICIENCYS
F 322 Continused From page 7 F 322} DON and DSD will monitor during daily

functions and was tolally dependent on staff for
2l of her activities of daily living (ADLs).

A physician's order dated 1/26/12, indicated o
provide feeding with Glucernma 1.2 Cal ai 60
milfiliters per hour {mifhr} for 20 hours 1o provide
1200 mif 140G calories per day, The grder aiso
stuted to apply an abdominal binder (bandage or
elasticized wrap spplied around the lower part of
the torsa to support the abdomen) at all fmes o
nrevent resident from pulling out the GT.

A care plen dated 172812, developed for the
resident's problem of episodes of trving to puli out
the 3T, stipulated o provide the abdominal
hinder as ordered.

O 8A1TM2, &t 12 pan., during an observation, the
resident did not have an abdominal binder in

piace. By 3710 p.m., the same day, the resident
was not wearing an abdominal bindes.

. AL 312 p.m., during an inferview, cartified nursing
assistant 2 {CNA 2) indicated she was unaware
of the ordar for 2 binder.

Al 315 pam, Licensed Nurse 1 was ynable io
lncate an abdominal bindsr during a search of the
resident's bedside stand and closet. She was
then able & iocate the binder in the laundry and
stated S binder had been removed during the
resident's moming ¢are, it ordec to have it
washed, Licensed Nurse 1 further indicated a
replacement binder shoudd have been provided in
order to prevent the possibility of the resident
puliing out the GT,

2. On §M15/12, at 2:30 p.m,, during the initial tour
of the facility, Resident 3 was chserved lying in
bed with an enteral feeding pump 2t the badsids,
delivering a feeding formuda at a rate of 85 misr
through the resident's GT.

round and Heense nurses € shift while
passing medication or doing reatment. And
QA consaltant twice a month during
censaitation visit by checking resident with
special device order and on tube feeding (o
make sure that MIF orders are carried o,

Medicat Record Designee will monitor
during weskly audit 1o gnsure compliance,

QA will be done monthiy to check the
effectiveness of sysiem.

FORM SMS-25E702-00) Previous Versions Obsolste

Evert {0yt

Faciity £ GASIOUNRTE

¥ continustion sheet Page 8025



http:STATEME.NT

PRINTED: 08292012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 20280381
STATEMENT OF DEFICIERGES 13 PROVIDER/SUPPLIERICLIA £X21) MULTIPLE CORSTRUCTION {X3) DATE SURVEY
ARD PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED [

A BUILDING
B WING
056458 05/1812012
NAME OF PROVIDER OR SUPPLIER BYREET AGDRESS, CITY, $TATE, ZiP CODE
8455 STATE SYREET
o]
GREENFIELD CARE CENTER OF S0UTH GATE SOUTH GATE, CA 90280
X4} 10 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTTION x5
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIL (EACH CORMECTIVE AGTION SHOULD e COMPLETION
TAG REGULATORY OR LBG IDENTIFYING iNFORMATION) TAG TROSS.REFERENGED TO THE APPROPRIATE RATE
DEFICIENSY)
F 322 | Continued From page 8 F 322

A review of the clinical racord revealed the
resident was readmittad to the facility on 9715711,
with diagnoses that included history of stroke with
dysphagia, GT ingertion and dementisn. :
The MDS assessment dated 3/21/12, indicated
he resident was moderately impsaired in her
cogrifive abilities {decisions poor; cues,
supervision required) and required tolal
assistance with ali of her AQLs,

A review of the Weight Log form indicated the
resident's ideal bady weight range was 104-127
pourgds {ibs}). The resident had an increase in
weoight fram 133 tbs on 8/15/11 {admission) o
140 s, on 472412,

By 572112, the resident's weight was 148 s,

A review of Ihe registered dietitian (RD)
Nuiritional Progress Noles from September 2011
to May 2012, revealed the tube feeding rate was
gradually decressed in conjunclion with the
resident's weight gain.

The most current order was dated 54712, snd
indicated to decrease Glugema 1.0 Cal feeding
rate from 60 mihr to 55 emifhr for 20 hours to
provide 1100 mif1 100 calories per day.

A care plan developed for the resident's GT
feeding, revised on 3/2012, stipuisted in the
approaches to provide the (T fseding as
ordered.

According to the medication administration record
{MAR} from 5/4/12 to $#1612, the nurses
gocumenied the administration of the feeding
forrisda at a rate of 60 mifhr instead of the
ordered rate of 88 mifhir. In addition, the resident
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NAME OF PROVIDER OR SUPPLIER
GREEMFIELD CARE CENTER OF SOUTH GATE

STREET ADDRESS, CITY, BTATE, ZiF CODE
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$OUTH BATE, CA 30280

BUMMARY STATEMENT OF DEFICIENCGIES

PROVIDER'S PLAN OF CORRECTION

é’é?rzge {EACH DEFIGIENCY MUST BE PRECEDED BY FULL m?m {EACH CORRECTIVE ADTION SHOULD BE fir
TAG REBULATORY OR LEC HENTIFYING INFORMATION,) TAG CROSS-REFERENDED TC THE APFROPRIATE OATE
BEFICIENCY?
F 322 | Continued From page 8§ F 322
was abserved on §/15/12, at 2:30 p.m,, receiving
the feeding formula at a rate of 85 mifhr 2nd net
the ordered rate of 55 mithr.
During ancther observation on 5/17/12, at 8:35
a.m., the resident's lube feeding was observed
running 2t 60 mi per hour, and the bottle iabel
aiso indicated a rate of 80 i per hour, AL 3 pm.
the same day, the pump was observed infusing at
a rate of 80 ml per hour.
On 5118712, at 12:186 pav, during an inferview,
Liesnsed Nurse 1 explained the order dated
5/4/12, o decrease the rate from 60 mifr to 65
mifhr was not franseribed to the MAR.
According o the facility's policy on Tube Feading
revised 272011, the obisctive was fo stsure gach
resident receive the proper nutrition and
hydration, and that enteral feeding will run based
on resident needs and physician's onders.
, F 323 483.25(h) FREE OF ACCIDENT F 323} Mamtenance Supervisor immediately strap
$5=€ | HAZARDS/SUPERVISION/DEVICES felevision sets on fop of the build-in closet
. X and night stand to secure them in Room
The faciiity must ensure that the resident #4557 H9,H10,#12, #17,826 428429430
efvironment remains as free of accidest hazards and #31. Residents’ belonging were properly
a3 is possible; and each resident recaives store with resident’s spproval by social
adequate supervision and assistance devices to servive designee. 08/16 /12
prevent acsidents.
Admunigtrator and  Maintenance Supervisor
made round in the interfor and exteeior part of
This REQUIREMENT is not met as evidenced ﬁ‘;ﬁggy sti.g;i :f m iﬁgﬁ‘%ﬁ;ﬁ?m
by‘ ; , . -
Based on observation and interview, the facility [eSident ot roperty storo for Lrmediste
failed t¢ maintain an environment free from
accidental hazawds by not securing the television
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DEPARTMENT QF HEALTH AND HUMAN SERVICES FORM APEROVED
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STATEMENT OF DEFIGIENCIES £X9) PROVIDER/SUPPUERALIA {X2) MLALTIPLE CONSTRUGTION X3 DATE SURVEY
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A BUILDING
056458 5 WING .. 05/18/2012
NAME OF FROVIDER OR SUPPUER STREET ADURESS, (ITY, STATE, ZIP CODE
B455 BTATE STREEY
GREENFIELD CARE CENTER OF SOUTH GATE SOUTH GATE, CA 80280
A SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFD: {EACH DEFIGIENCY MUST BE PRECEDED BY FuL PREFIX (EACH CORRECTIVE ACTION SHOULE 8E COHPLETION
TAG REGULATORY OR LEC IDENTIFYING BNFORMATION) TAG CROSSAEFERENCED YO THE APPROPRATE DATE
DEFICIERGY)
. Adminisirator inserviced maintenance
F 323 | Continued From page 10 F 323 supervisor 1o be consistent in checking fixture
sets on top of the bulit-in closets and nightstands required strapping for immediate application
in the residents’ rooms and by having residents’ while social service designes to ensurs
belongings not properly stored. This deficient resident belongisgs/items is properly stored,
practice had the potential to result in injury in Furthermore, resident and resident
gase of earthquake or accident fall of the representative will be met 1o discuss the value
telavision gsets and the clutter posed a fire hazard, of personal belonging to be properly stored.
Those extra belonging which are not being
Findings: wsed are to be kept in their home, 05/21/12
On B8/ 2, from 205 p.m, through 2225 o, Adntinistrator, Maintenance Sepervisor and
durirg the environmental inspection, the Social Service Devizgnee will monitor digring
residents’ roomis wers inspected with the their daily rounds by checking the fixture
presence of the maintenance supervigor, such as TY and by checking resident room
Televigion sets on top of the buill-in closets and for any personal belonging/items that are not
on top of night stangds were observed not secured properiy store,
inRooms 4, 5,7, 9, 10, 12, 17, 28, 28, 28, 30,
and 31.
i was glso noted that the residents’ reoms were QA will be done monthiy to check the
clutterad with mulfiple residents’ personal itemns sffectivaness of system,
ware stored piled up on tables and on top of the
closets.
AL 2:2B pm,, during an interview, the
mairtenance supervisor stated the television sets
ghould be secured and the facility would acton it
right away.
Al 2:30 p.m., during an interview, the
administrator stated the facility had to figure gut a
way to properiy store the residenis’ personal
belongings.
5g=p0 | NEEDS and called his attending physician. Physician
previous order of Oxygen 34 Linsin via nasal
The facility must ensure that residerts receive eannala PRN was discontinued and was
proper treatment and care for the following changed to oxygen 4 L/min via nasal cannula
spacial services: for SOB, 03/17/12
injections; ;
i
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058458 - 05/18/2012
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, §TATE, 2IP CODE i
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GREENFIELD GAR ER SOUTH GATE, CA 90280
X4 D SUMBARY STATEMENT OF DEFICIENCIES "R PROVIDER'S PLAR OF GORRECTION %5
PREFIX (EACH DEFIGIENCY MUST SE PRECEDED BY R, PREFIK {EAUH CORRECTAE ACTION SHOULD 8E COMP BTN
TAG REGULATORY OR 180 IDENTIFYING INFORMATION) TAG CROGS-REFPERENCED 1O THE APPROPRIATE DATE
DEFICIENSY)
- F 328] Continued From page 11 F 328 ticense Nurses concerned were reoriented by

Parenteral and enteral fluids;

Colostomy, urelerostomy, or ileostomy care;
Tracheostomy care,

Tracheal suctioning;

Respiratory care;

f-oot care; and

Prostheses.

This REQUIREMENT s not met as evidenced

by:

Based on observation, intenview, and record
review, the facility failed to ensure proper
regphratory care for one of 15 sampie residents
{14). Resident 14 had been recealving confinuous
oxygen since readmission when the order was 1o
provide oxygen as nesded for shorness of
breath, This deficient practice had the potential i
result in unnecessary oxygen administration,

Findings;

A review of the dlinical record revealed Resident
14 was admitted fo the facility on 6/28/03, and
readmitied on 4/7/12, with diagnoses that
included chronic sbstructive puimonary discase
(COPD) exacerbation, pneuamonia, chronic
regpiratory failure and emphysema (a long-term
progressive disease of the lungs that causes
shortness of breath).

According to the significant change in status
Mininvisrn Data Set (MDS - stardardized
asgessment and care planning tood] dated
418742, the resident was able o make his needs
known, did not waik, indepsndent in eafing and
required extensive assistant in the rest of the
activities of daly living (ADLs).

A physician’s order dated 4/7/12, for oxygen at

the DON on the comprehensive sssessment of
resident. proper aotification of assessment o
physician, carrving out physician order,
inchuding but not limited to order for oxygen.

DON and DS made reand 1o find out if any
resident with the MD order of oxygen is
affecied by the same problem of that of
resident? 14,

PON and RN consultant rein-service license
nurses on the consistency of fellowing and
carrying out M order, }t includes but not
Hmited to resident with oxygen order. # way
emphasized to them the vital necessity of
enstring that MD order is carried owt and
appiied acourately.

DON and DSD will monitor during theie
during round while license aurse will monitar
) shift dyring medication pass or trestment
while QA consultant twice 3 month during
vonsultation visit by assessing resident to
make sare that accuracy of MIT order is
properly carried out and implemented

QA will bs done monthly to check the
effectiveness of system.
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STATEMENT OF DEFICIENCIES 27 PROVIDERISUPPLIERIC|IA (%23 MULTIPLE GORSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION WENTIFICATION NUMBER: COMPLETED
A, BUILEING
058458 B WING 05/18/2012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, 1Ty, STATE, 2IP CODE
8455 STATE STREET
GREENFIELD CARE CENTER OF SQUTH GATE SOUTH GATE, CA 90260
P SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN DOF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGIAATORY OR LSC MERTIFVING SNFORMATION) TAG CROSS-REFERENCED TO THE APPROPIGATE LatE
DEFICIENCY)
F 328 | Continued From page 12 F 328
four liters per minute (L/min) via nasal cannvia as
needed (PRN] for shoriness of breath.
During muitiple observations from 8M5/12
through $/17/42, the resident was receiving 3 o 4
Linin of oxygen vig nasal cannula widle in bed.
Further record review revealed no documaertation
the resident had episodes of shortness of breath
raquiring continued oxygen and that the physician
was informed the resident needed oxygen at all
tirnes and not just as needed,
On 811712, at 12:30 p.m., during an inferviow,
the girector of nursing (DON) stated the resident
was dependant on oxygen. The DON siated the
resident needed continuous Gxyaen o he would
axperience shorness of braath, After reviewing
with the DON the current physician's order for the
use oxygen only on as needed basis, the DON
stated she will caff the physician for update and
correction of the order.
£ 365 | 483354331 FOOUD IN FORM TD MEET F 3858 nONand Dietary Supervisor reassessed
ss=£ | INDIVIDUAL REEDS resident #10, #16, #17 and #18 respectively
of their diet arder and the foed served to
Each rasident recaives and the facility provides them. Pareed diet is now being provess and
food prepared in a form designed to meet prepared in accordance of pureed diet process
individual needs. to mest these residents needs, Administrator
called the attenstion of the Dictary Supervisor
ta be vigilant reparding diet preparation for
This REQUIREMENT is not met as evidenced each resident as BD recommendation and
by MDD order. Furthermore that those who have
Bmd an Ob%l\‘aﬁbﬁg ?iiewiew aﬂd M‘if sp_ecial diﬁ Gfdﬁf Eikg pureeé m
review, the facility failed fo ensure residents comsistency and fexture should be in
received food prepared in a form to meet accordance 1o resident needs and as MD
individual needs for one of 16 sampile residents order. 05717412
{10} and three randomiy selected residents {16,
17, 18). During a dining observation, Residents
16, 18, 17, and 18, who all had orders for pureed
FORM CHS-256T{00-98) Previctis Versions Ghisiele Ewant 13 90NY 11 Facitty T CASA0600G78 if enntinuation shaet Page 13025
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG, 0938-03491
STAYEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA {X2} MULTIPLE CONSTRIKIFION (X3} DATE SURVEY
AND PLAN OF CORRECTION ISENTIFICATION NUMBER: COMPLETED
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056458 B. NG o5/182012_ |
NAME OF PROVIDER OR SUPPLIER STREET ADDREES. CITY, STATE, 2P CODE
B455 STATE STREET
GREENFIELD CARE CENTER OF S80OUTH GAYE SOUTH GATE, CA 90280
(Kd3 113 SUMMARY STATEMENT OF DEFICIENCIES w PROVIDER'S PLAN (OF CORRECTION x5
BREFIX [EACH DERCIENGY MUST BE PRECEDED BY FUL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSEREFERERCED TO THE APPROPRIATE DATE
DECICIENGY)
F 365 | Continued From page 13 F 385| Administrator had conversation with R[
diet, were sgrved cubed hread instead of puresd. consultant to make sure that during
This deficient practice had the potential 1o resutt consultation visit emphasis should be base on
i1 the residents ¢hoking. diet consistency with MD order especiafly for
residest who have modifiad diet such as
Findings: mechanical soft, purred diet and the Tike,
On BMEHZ from 1215 pm 012458 pm,, 8 Administrator further had salk to DON o
dining observation in the restorative nursing ensure that proper notification of dietary
assistant {RNA} program dining area, Residents supervisor of the diet of all resident admitted
10, 16, 17 and 18, ware observed having lunch and in house as well as any changed made in
and the following was noted: diet order of the resident.
1. Rasident 10's jurch gonsisted of pureed beef, DON and DED checked other resident’s food
pureed mixed veqetaebles and mashed potatoes. tray 1o find out if any of {he residents &s
There was also & bow! containing cubes of cut-up affecied by the same problem: of resident #10,
bread. There was no liguid in the bowi. #16, #17 and #18 for immediate Intervention.
The RNA supervising the resident indicated the
bread was usually soaked in miik but the nesident Administrator and RD consultant in-serviced
preferred the bread be served dry. Digtary Supervisor regarding strict
compliance and implementation of the policy
A review of the chinical record disclosed the on therapsutic diet ¥ includes but not Jirnited
resident was admitted to the faniity on J05/12, to the must of complying in the preparation of
with diagnoses that included dementia and high ruodified diet like purecd food in the
blowd pressure, consistency and textre desired to megt
The Minimum Data Sel (MDS - standardized resident dietary needs and as MD order. It
assessment and care planning tool) dated was forther emphasized to her that her
3MTHZ, indicated the resident had perieds of present during preparation and food serving is
confusion and reguired mirimal io extensive required. A timely and appropriste
assistance with most of her activities of daily commanication with nursing department is
kving {ADLs). o needed in order to be updared with resident
A physician's order dated 3/14/12, indicated a diet order by atending physicia 8523712
puresd diet
_ . DON in-serviced ticense nurses 1o be
At 12:40 p.m. during an interview, the dietary consistent in notifying dietary departiment /
service superviscr (DSS) stated pureed bread supervisor for all MDD orders for resident diet
consisted of cubed bread with added milk. The at all times. It is order for admission or any
0SS aiso stated she was unaware milk was not changes in diet order if applicable. 08/22/12
added to the resident's braad and nursing staff
FORM CMB-Z557(02-99) Previous Versions Obsolate Event 1000y 14 Faciity ik GA940000078 ¥ continuation sheet Pags 14 of 25
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X4 | SUMMARY BTATEMENT OF DEFICIENCIES o FROVIDERS PLAN OF GDRRECTION ; %5
FREFIX {EACH QEFICIENCY MUST BE PRECEDED BY FiRtL, PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TED REGULATGRY OR LSC IDENTIFYIRG INFORMATION; TAG CROSS-REFERENCED 1O THE APPROFIATE BATE
DEFIGIENCYS
) Ihglary Superviser, DSD and License Nurse
F 365 | Continued From page 14 F 385| will menitor during their during resident meal

had not informed her,

The DSS stated she eonducted meal
phsersations, but had not noticed the resident's
hread was served without milic

2. Resident 18, who was being assisted with
ealing by a staff member, had puresd beef,
pureed vegatable, and mashed potatoes. There
was also a bowd of cubed bread, with milk at the
battom of the bowd. The bread on top was dey.

A review of the clinical record revealed the
resident was regimitted to the Teofity on 80511,
with diagnoses whick inchuded Paridnson's
Disease (s progressiva disorder of the nervous
system that can affect the muscles used for
chewing and swaliowing) and demernitia.

The MDS assegsment dated 4222/12, indicated
cognitive impairment and the resident required
axtensive sta¥ assisiance with all of his AllLs.
A physician's order daded 7/11/11, indigsle
fortified puree no concentrated sweels disl

3. Resident 17 who was also being assisted by a
staff member, had z plate which contained
pureed food, and a bowd of cubad bread, with milk
iny the bottom of the tawl,

A raview the clinical record revealed the resident
was admitied to the facility on 4/223/12, with
diagnoses which included stroke with dysphagia
{difficuity swallowing), as well as multiple joint
contraciures.

The MDS assessment dated 5512 indicated the
resident's cognitive skills were seversly impaired
and required total staf? assistance with alt of hig
ADLsg.

A physician's order dated 4/23/12, indicated

time by checking resident’s food consizstency
per physician order while RID cansubtant Q
month during consultation visit by checking
food preparation process for accuracy of food
consistency especially for resident who have
modified diet such as mechanical soft, purred
diet and the like and to make sure that diet
consistency acouracy of MDD order is properly
catried out and implemented

A will be done monthily to check the
effectiveness of system,
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(%430 SUMRMARY STATEMENT OF DEFICIENGCIES :
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY QR LEC iDENTFYING INFORMATION)

IC PRIVIDER'S PLAN OF CORREGTION {X5)
PREFIY EAGH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG CROSS-PEFERERCED TO THE ARPRGPRIATE bare
GEFICIENGY)

F 385 ; Continued From page 15
pureed fortified diet.

4. Rasident 18 had a puresd unch which included
& bowl of cubed bread with milk noted in the
bottom of the bowi and dried tread on fop.

A review of Resident 18's clinica! eecord indicated
the resident was readmitted to the facility on
10111708, with diagnoses which included history
of stroke with left sided weakness and dysphagia,
The MDS dated 3/26/12, indicated the resident
was severely cognitively impaired and required
extensive assistance with his ADLs.

A physician's order dated 1/20/08, indicated
purgad diet with honey- thickened liquids.

On 81612, at 2:45 p.m., during & tsiephone
inferview with the registered diatitian (RD}
consultant, she explained two acceptabie
methods for preparing pureed bread included
pouring milk aver bread which had been finely
crusnbled, or 1o puree bread slices and milk
together i a blender.

According to the facility policy fitled "Therapeutic
Diat’ revised 08/2011, pureed food is modified in
congistency and texture by msasuring the desired
number of servings into the processor container,
add liquid or thickener 1o obtain desired
oonsistency, and o process food o desired
gonsistency. The policy further indicated the
Dietary Supervisor will establish a tray
dentification system to insure sach resident
received hisfher diet as per physigiar's order.

F 371 48%.3580) FOOD PROCURE,

as=0 | STOREFPREPARE/SERVE - SANITARY

The tacility must -

365

Fan
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CENTERS FOR MEDICARE & MEDICAID SERVICES OME NOQ. 0938-0381
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICLIA 2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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056458 By 0511872012
NAME OF FRUVIDER OR SUPPLIER SYREEY ADDRESS, CITY, STATE, ZIP CORE

GREENFIELD CARE CENTER OF SGUTH GATE

#4355 STATE BTREET
SOUTH GATE, CA 9028¢

{1} Procure food from sources approved or
considerad satisfactory by Federal, State or local
authorifies; and

{2) Siore, prepare, disiribute and serve food
under sanitery conditions

This REQUIREMENT i3 nol met as evidenced

by

Based on ohservation, interview ang record
review, the facilily failled to ensurs food was
stored, distributed and served under sanifary
conditions by having no iabels identitying foods
stored in ths Kichen walk-in refrigerator and
having rust on the cooling system fan-guard.
Thers was a teaky hot water faucet above the
kifchan two compariment sink and dred food in
the can opener, This deficient practice had the
potentiat for food contamination and foodborne
iliness.

Findings.

On 5M8H12, at 1:64 p.m,, during the initial
inspection of the kitchen In the presence of the
dietary service supervisor (D88}, the following
was observed:

1. There were no labels identifying food stored
inside the kitchen reach-in refrigeraton.

a. Food frays containing different kind of food
items inside individual bowls and glasses of milk

{X4) I SUMMARY STATEMENT OF DEFEMENCIES n PROVDER'S PLAN OF CORBECTTION H
PREFX (EACH DEFICIENGY MUST BE PRECEIED BY FULL PREFIX {EACH CORRECTIVE ADTION SHOULD BE COMPLETION
TAG REGULATORY OR 130 IDENTIFYING INFORMATION) TAG CHOSS-REFERENCED TD THE ARPROPRIATE ORTE

DEFICIENCY)
: Dietary Supervisor immediately separated
F 371 Continued From page 16 ¥ 371 B

food items in the food tray such as bowis /
glaszes and juices of various colors. The tray
of slices bread was labeled and dated. The
tray of dessert with dessert like yogurt and
custard was labeled sod dated as well.
Glasses of regular milk were separated inone
fray and habeled and dated, Hspecial type of
milk glasses tike low fat, non-fat and mocha
mix wers individually labeled and dated,
Same was done to the glassed of cranberry,
orange and prung faice. 05/15/12

Maintenance Supervisor cleaned rust in walk-
in refrigerator cooling system fan —guard and
repaired jeaky hot water faucet above the
kitchen two compartments. While dietary aids
cleaned dried food residue in and around the
large kitchen can opener. 05/153/12

Administrator immediately called attention
dietary supervisor to he vigilant in complying
with pelicy and procedure on food storage,
fabeling, dating and sanitation.

Administrator and QA consultant went to
check kitchen condition fo fisd out if there is
any other food / juice not properly kabel and
dated and any arca requiring
cleaning/repsairing for immediate
interveation.

Adminisirator in-serviced dietary supervisor
consisiency in performing her duties and
responsibitities as head of dietary department.
it includes but aot limited to ensuring that all

- policy and procedure on food storage
and juices of various colors. indicating foods and food drinks stored in
The DSS identified the food ilems inside refrigerator are labeled and dated.
individual bowis as blackbeny yogut, custard and
FORM CMS- 256701298} Previous Versions (baciete Eert 1 AWY11 Faniity ), CAB4DD000TE If continuation sheet Page 17 of 25
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F 371, Continued From page 17 F 371| Furthermore cleanliness, sanitation should be
shces of bread. observed at all times. Equipment and devices
b. Classes of diinks and juice which the DSS used in the kitchen should be all in good
identified as regular milk, fow fat millk, mocha mix, aperating comdition, repair or replacement
cranbeny, orange and prune juice. shouid be done if applicabie. 05/21/12
2. There was & significant amount of rust on the Administrator and Dictacy Supervisor or
walk-in refrigerator cooling system fan-guard. designee will monitor during daily ronnd
while RD consultant during the monthly visit
3. There was 3 leaky hot water faucet above the same as QA consultant twice o month during
kitchen two compartment sink. their consultation visit by visually checking
kitchen for sanitation, equipment condition,
4. There was dried food residue in and around refrigerator for food labeling/dating and the
the large kitchen can opener. like.
A review of the facility's policy and procedure on A will be done monthly fo check the
Food Storage indicated foods and food drinks gffectiveness of system.
storad in the refrigerators need to be labeled and
dated.
F 425 | 483.60{a).ib) PHARMACEUTICAL SVC - F 425 DON and license nurse assessed resident #7
ss=0 | ACCURATE PROCEDURES, RPH ta find out if there was aay adverse side
sffect of multivitamin suspension when
The facility must provide routine and emergency Heense murse fatled to shake well the bottle
drugs and biciogicals to its residents, or oblain hefore administering the medication, None
fhem under an agreement described in way nated. MDD and resident representative of
§483,75(h) of this part. The facifity may pemit restdent #7 was sotified by the license nurse
unlicansed personnel o administer drugs if Siate O8/16712.
law permils, but only under the generat
supservision of 2 lcensed nurse. Resident#13 wus like wise assessed by the
same. No adverse gide effect was noted. MD
A faciity must provide pharmacsutical services and resident representative of resident #13
{inciuding procadures that assure the accurale was notified by Hoense nurse G8/17/12.
aequiring, receiving, dispensing, and
administering of all drugs and biologicals) {o meet Resident #19 was assegsed by DON and
ihe needs of each resident. license nurse involved for any side effect
secondary 1o license nurse failed fo wait 3.5
The facility must employ or obtain the services of minutes befora the second eye drops were
a licensed phamacist who provides consuitation instilled. Note was noted, 05/16/12
on ol aspects of the provision of pharmacy
FORM CMS-2567(02:9%) Pravious Versions Staclete Event 0: SIWY11 Facility T3: GAS40000078 ¥ continuation sheet Page 18 of 25
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 371 | Continued From page 17 F 371| Furthermore cleanliness, sanitation should be
siices of braad, observed at all times, Equipment and dovices
b. Glasses of drinks and juice which the DES used in the kitchen should be all in good
identified as regular milk, low fat milk, mocha mix, operating condition, repair of replacement
cranberry, orange and prune juice. should be done if applicable.
2. There was a significant amount of rust on the ﬁ;ﬁ% ;Eig% ?gfgjﬁigl‘d
aik-in refrigerator cooll em fan-guard. : el .
w ng syst "I while RD consaltant during the monthly visit
3. There was a leaky hot water faucet above the same as QA consultant twice a month during
kitchen fwo compartment sink. their consulintion visit by visually checking
kitchen for saniiation, equipment condition,
4. There was driad food residue in and around refrigerator for food labeling/dating and the
the large Kifchen can opener. like.
A review of the facility's poficy and provedure on QA will be done monthly 1o check the
Food Storage indicated foods and foad drinks effectiveness of system.
stored in the refrigerators need 1o be labeled and
F 425 | 483.60{a},{p} PHARMACEUTICAL 8VC - F 425| DON and license nurse assessed resident #7
55=0 | ACCURATE PROCEDURES, RPH to find out if there was any adverse side
effect of mubtivitamin suspension when
The facility must provide routine and emergency license nurse fziled fo shake well the bottie
drugs and biologicals to its residents, or obtain before administering the medication. None
them under an agresment described in was noted. Attending physician and resident
§483.75(h) of this part. The facility may permit representative of resident #7 was notified by
unlicensed personnel to administer drugs if State the license nurse 05/16/12.
law permits, but only under the general ) L
supervision of a licensed nurse, Resident#13 was like wise assessed by the
same. No adverse side effect was noted.
A facility must provide pharmaceutical services Attending Physician and resident
{including procadures that assure the accurate representative of resident #13 was notified by
acquiring, receiving, dispensing, and license nurse 5/17/12,
administering of all drugs and biviogicais) o meet
the needs of each resident.
The faciity must smploy or obtain the services of
a ficensed pharmacist who provides consuflation
on aff aspects of the provigion of pharmacy
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F 425 | Continued From page 18 F 425! Resident #19 wes assessed by DON and
sarvices in the facility. license murse involved for any side effect
secondary fo Boense nurse fafled o wait 3-3
minwes before the second ove drops were
instilled. None was noted. Afionding
Physician and resident representative of
This REQUIREMENT is not met &s evideroed resident 19 was sotificd by license nurse,
by: Q5116/12
Based on observation, interview and record
revigw, the facility failed to provide safe DON and RN sonsuliant assessed and
pharmaceutical services, ingiuding procedures reviewed other resident with MDD order of
that assure the accurate dispensing, multivitamin liquid saspension and cbserve
administering and trangeribing ait medications for license nurse while passing the medication to
two of 15 sample residents (7, 13) and one find ouf if any of them that not comply with
randomily selected resident {19). direction per manufucture fsbel md / or MD
Resident 7 received Multivitamin liguid order or if anvone signed MAR before
suspansion withisut shaking the botlle as directed administration of medication for immediate
b? the manufactur&f» Resident 13 received inmg;;{igﬁ‘ Nome was nofed.
acetarminophen (Tylenol} but its administration
wag documentet before it was actually gheen, DON, KN consultant and Pharmacy
Resident 1€ had an order for two different eye constiant will in-service Hoense nurse on
drops for glaucoma, T‘M li‘ceﬁsa‘*{? nurse instified policy and procedure on medication
the second eye drop without waiting three 1o five administration, It inchudes but not mited to
optimal eye drop absorpion. This failure had the manuficture guideline such a5 shaking the
potentiat for medication error and ineffsctive drug bottle of multivitamin liquid suspension
therapy. before its administration, waiting 3-5 ménutes
L before the second eve drops instilied for
Findings: optimal absorption and ensure medication
administered re signing /
1. On 6/16/12, 21845 am. an obsarvation of Somsmenting i VAR o e e
Medication Narge 1 administering the morni Aicittes | . o s B s
odiogtion (o Resident T wes oooduchee ig medication is actwally given and the ke, 0372212
Medication Nurse 1 prepared & total of six
medications mcluding Multivtamin Squid
suspession. Medication Nurse 1 failed t0 shake
- waell the boltle as directed on the manutaciurer's
 labet of the bottle before administering the
medication via 4 gaskostormy tube (BT
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F 428 | Continued From page 19 F 425 DON or dasignee will monitor daily during

At 8:22 a.m., when asked i the Multivitamin liquid
suspension botfle needed to be shaken well
before use, Madication Nurse 1 stated the
medication administration record (MAR) did not
provide an instruction to shake the boftle well.

A review of the clinical record revesied the
resident was admitted to the facllity on 1613711,
with diagnoses that included dysphagia (difficulty
swallowing), status post 3T placement and
anemia.

The guarterly Minirmum [ata Set (MDS -
atandardired assessment and care planning tool)
dated 4/13/12, indicated the residernt was
cogritive impaired in dally decision- making and
was {otally dependent on staff for activities of
daily fiving {(ADLs).

A physician's order dated 10/3/11, indicated
Multivitarnin § cubic centimeters (co) via 3T daily
2% supplement,

The manufacturer's label on e bottle of
Multivitamin quid suspensics, instructed the user
o shake well before use.

2. On&M7NM2, at :08 a.m., while observing
Medication Nurse 2 administer morming
medications 10 a resident, Livensed Vocation
Nurse 1 {LVN 1) approached Madication Nurse 2
and stated she would be giving pain medication o
Resident 13 for pain on the budtocks area.

Aher verifying on the MAR a physiclan's order for
acetaminophen (generic name for Tylenol} for
pain, LVN 1 proceeded o document in the MAR
the administration of the medication timed 2t $:08

medication pass while RN consultant twice a
month during consultant visit and pharmacy
consultant monthly during consultant visit by
following license purse while passing
medication to ensurs compliance,

QA will be done monthly t6 ¢heck the
effectiveness of system.
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BEFCIENCY)
F 428 | Continued From page 20 F 425
am.

Madication Nurse 2 proceeded o ook for the
Tyienol in the medication cart but thers was none.
Medication Nurse 2 gave LVN 1 a set of keys for
LVN 1 tv get a new bottle from the supply room.

AL 5 am., during an ohiservation, LVH 1 inok
one fabiet of Tylencl from ihe now botllle, stored
the new hoitle inside the medication cart and left
the ares.

A review of the clinical record revealed the
resident was admitted to the fagility on 6/30/05,
and re-admitied on 4/25/12, with diagnoses that
included diabeles mellitus and degenerative
arthritis,

The quartedy MDE assessment dated 51712,
indicated the resident was able to make her
needs kaown, did not walk and required
extensive assistance in bed mobility and personal
hygiene.

A physician’s order dated 4/25712, indicated
avataminophen 325 milligram {mg} by mouth
every four hours as needed for pain.

QOn 5/7/12, af 845 a.m., during an interview,
LN 1 repotted she administered the pain
maedication 10 the resident at 8118 am,, stead of
008 a.m. LVN 1 stated she should have signed
the MAR after giving the medication and not
before.

According to the fagility's policy and procedure on
Medication Adrrinistration, revised on 11/2008,
medications must be immediately chanted
foliowing the administration by the person
addinistening the drigs,
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F 425 Continued From page 21 F 428

¥ 441
S8=0

3. On 811612, at 8:10 a.m,, during the
medication pass observation for Resident 19,
Medication Nurse 3 atiministered ane drop of
Timolol 0.5 prereent (%) to the resident’s feft and
the right eyes.

After one and a half minutes, Medication Nurse 3
appiied Azopt one drop 1o the lefl eve.

A review of the glinical record disclosed the
resicent was admitied to the faciilly an 16/258/11,
with diagrioses that included psychosis and feft
aye blindness.

A physician’s orders dated 10/25/11, indicated
Timgiol 0.5 percent {%], one drop to both eyes
twice daily for glaucoma {increased pressure in
the eys).

Ancther order dated 423712, indicated Azopt
ophthaimic one drop to the Jeft eve twice daily for
slaucoma.

A review of the faciiity’s policy and procedure on
Eyedrop Administration, revised §/2009,
stipulated o wait three to five minutes between
multipis eye drops.

On 5/1712, at 2 p.m. during an interview,
Medication Murse 1 skated she shouil have
waited three (o five minutes & administer the
Azopt, after administration of the Timolol.
483 85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facility must establish and maintsin an
Infection Confrof Program designed to provide a
safe, sanitary and comfortable environment and
o help prevent the development and rensmission
of disease and infection.

CNA | and 2 were immediaely confronted
F441; by the DSD. They were re-oriented and
rein-serviced the policy and procedure of
infection control. |t includes but not limited
to mainggin a sefe, sanitary and comforiable
epvironment that prevent transmission of
diseass and infection. B can easily be

| demonstrated by not carrying a clean fem
likg box of glove in one hand and not
holding direy fesm in other hand.

SORM CRS- 2587002595 Pravious Varsions Sbeoiete Event 3:9WY11

Faciity IO: CAS4D00007R

¥ contirzation shent Page 52 of 25



PRINTED: 0672972012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFIGENCIES X1} PROVIDERSUPPLIER/CLIA (X2} MULTIPLE QONSTRUCTION (3} DATE SURVEY
AND PLAN OF CORRECTION CENTIFICATION NUMEBER: COMPLETED
A B DG
056458 B-WING gR/1812012
NAME OF PROVDER O SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

GREENFIELD CARE CENTER OF SOUTH GATE

8455 STATE STREEY
SOUTH GATE, CA 80280

o 1D SUMMARY STATEMENT OF BEFICIENCIES . D FROVIDER'S FLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFDC {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY OR LSC IDERTIFYING INFORMATION TAG CROSSREFERENCED TO THE APPROPRIATE Late
DERGIENCY)

F 441 Continued From page 22 F 441! rFurthermore, any clean ftem should not be
{a} infection Controf Program place on the top of any resident fixnure like
The facility must establish an Infection Control over bad tuble and be transported and put
Program under which if « on the top of clean item Hke clean liner
{1} Investigates, conirals, and prevents infections cart ar clgan incontinent briefs. 05/16/12
in the facility,

(2} Deckdes what procedures, such as isciation, PON and DSD made round to find cug if

should be applied to an individual resident; and shere is any other CNA had been doing

{3} Maintaing 3 record of incidents amnd comective what CNA I and Z had done for proper

asotions related t© infections. redirection.

{b) Preventing Spread of infection DSD rein-serviced CNAs on infection

{1} When the infection Control Program sontrol policy and procedure. i includes

determines that 2 resident needs isofation to but not Himited to providing safe, sanitary

prevent the spread of infaction, the faoiity must environment to prevent development and

isciate the resident. sransmission of disesse and infection it was

{2) The facility must prohibit employees with emphasized to them #hat clean item can net

communicabie disease of infected skin lesions be mixed with dirty item. 1f &ty Item is

from direct contact with residents or their food, if being rerspved from its origin ike resident

direct condact will transmit the disease. roorm, shower room or closet, such should

(3) The facility must require staff to wash their be disposed/discardad, washed CNA hand

hans affer each direct resident contact for which then touch the clean item. Any item to be

hand washing is indicated by accepted use by any resident should not be brought

prefessional practice. from one resident room to other room since
it could be a good soures of infection

{¢} Linens copamitation and the like. 05/22/12

Personnel must handie, store, process and

transport linens 50 as to prevent the spread of DON and DSD or designee will monitor

infection. during their daily round while license nurse
Q) shift during medication pass QA
consnliant twice a month of mare doring

. i i consukation visis by checking UNA while

by

Based on abservation and intendiew, the facifity wi e th

failed to provide a safe, sanitary environment 1o fﬁf‘mii:;“;‘; sg‘:ﬁ‘m_ ¥ 1o check the

prevent davelopment and ransmission of

infection. Certified nirsing assistant 1 {ONA 1)

was observed carrying a new box of disposable
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Continued From page 23

gloves in the same hand with 2 bag containing a
soiled incontinent brief, This deficient practice
had the potentizl to result in contamination to
pther regidents.

Findings:

On §16/12, a1 8:15 a.m., CNA 1 wag observed in
Nursing Station 2 hallway, holding in one hand an
unopened box of disposable gloves anid g plastic
bag which contained & soiled incontinent brief and
pushing 2 showsr chair with the other hand,

CNA 1 disposed of the plastic bag in the dirly
utiity room, walked back up the hallway, enterad
Room 28, then immediately rebumad to the
hatiway without the box of gloves.

At 1:80 p.m. the same day, during an intenview,
CNA 1 stated she had piaced the box of gloves
on the over the bed {able of one of the residents
in Room 26 so that she and her partner could
access the gloves. When asked the current
iocation of the gloves, CNA 2 pointed o the side
of a small linen cartin the hallway,

The box of gloves had been placed on top of
several clean incontinent briefs.

CMA § thern ¢tated she shouk not have cartied
cipan and solled fems at the same time and the
gloves should not have been piaced on the clean
iinen cart, due i contamination risk,

483 70(c){2) ESSENTIAL EQUIPMENT, SAFE
OPERATING CONBITION

The facility must mainiain 2l essential
mechanical, electrical, and pationt care
equipment in safe operating condition,

F 441

F 458

Maintenance Supervisor immudiately
ordered two Iaundry dryer lint filiers which
arrived on 05/18 /12 and installed
immediately by the same.
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On 5715/12, at §:45 p.m., during the tour of the
laundry room in the presence of the maintenance
supervisor, Drykr # 2 had 2 forn and broken fint
filter.

On 571612, at §:60 p.m., during an inferview, &
igundry gide cotid not explain the reason the
broken lint fiterhwas not repaired or replaced.

Administrator and Maintenance Supervisor
or designes will monitor during their daily
round by checking st mechanical
equipments inclading but not Jimited to
lamdry drver tint filter to ensure that all
essential mechanics! equipments are in safe

and good operating condition.

GA will be done mounthly 1o check the
effectiveness of system.
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. There was no other dryer in the factlity bt
F 456 ; Continued Frop page 24 F456| these wo with newly replaced laundry
This REQUIRHMENT is not met as evidenced dryer tint filter,
by:
Basedon o tion and interview, the facility
falled to maintdin sssential mechanical Administrator in-serviced i be congistent
equipment in asafe operating condition by having in checking the dryer for any broken filter
one of twg lauridey dryers with a forn ang broken for immediate replacement, Maintenance
fint filter, Accurpulation of fint may pose 4 firs dsk. Supervisor in-serviced laundry parsonal to
- clean the tundry dryer lint filter as
Findings: scheduled and report for any damaged that
requires repair / replacement, 05721112
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