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Preparation and execution Qfthis plan ofFOOO INITIAL COMMENTS FOOO 
correction does not constitute admission or 
agreement by the provider of the truth ofthe 

The following reflects the findings of the facts alleged on conclusion set forth on the 
Department of Public Health during a statement ofdeficiencies, This plan of 
Re..certification survey. correction prepared pr executed solely 

because it is required by the prOVisions of 
Representing the Department of Public Health: Health & Safety Code Sections 1280 & 42 

CFR 483 et seg. This plan ofcorrection 
RN, HFEN serves as our "Antten credible allegation of = -Z:rRN. HFEN "'<I'mcompliance for the deficiencies noted, ;; 0-'".REHS. HFE I ,.. :1:"''­_0....... ; 

(') ITotsl Resident PopuIaIioo: 69 ~=x
<1>0-.,....Total_ent sample Size: 15 -1211­-'" "'0<"',)l>_,_< ::l!Highest Scope and Sevemy: E ...... <!:C '" -- ....·F250 483.15(9)(1) PROVlSION OF MEDICALLY F250 - 0"'_Social Service Designee called the son and •• 
:.!:OI'11RELATED SOCIAL SERVICESS=O requested him to bring resident #10 dentur~ .. '" 

to the facility. Furthennorc, she' immediately -The facility must provide medicalry..retated social contacted and arranged dental consuhation 
services to attain or maintain the highest for resident #10 on 05/18112. Dental
practieabl. physical, mental. and psychosocial Consultation scheduled for 06/05/12.
welJ..being of each resident Meanwhile. resident continues to have pw-ee 

diet which she is tolerating weil. 
Resident has no weight lost since admission 

to date, 
This REQUIREMENT is not met.s e_ 

by: 
 Social Service Designee reassessed and
Based on observation. interview and record checked aU residents who has denture to find

review, the facitily failed 10 provide out if any other resident is affected by the
medical~ social services for one of 15 same problem as that resident #10 forsample residents (10). For Resident 10. social 

GHATtJRE mLE (Xtl}OATETO~DE;IV$\PLvrEPRESENTA~ J,.."':::. A'l>m"NI~I2'ATOR 06/0711 
An , deficiel1cy endingI\vHh an asteosk r) denotes a defiCiency 'NfI1C:h the ir'!$tlMioo may be excused from COfTeding providing It Ie. determined thai",­othel .safeguaros provId& sufficient protection to tile- patients. (See il'l:StlWtioR$,) Except for nl.tl"$lng home&, the findjngs stated above amdlselosabfe 9(J QilY$ 
fOllOWing too date of sl..IlVey whether or not a plan of correction l.s providett Fer nul'$iOg homes, in. aA:KIW: findlflgS and plan& or eorrcotlon MI d~ 14 
days following tbe date the$e documents ate made available to tile facility Ifdefieltr!elM are ~. <Ht 'PProved plan of correction. is mqufsite to ~ 
program p~n, 

servlces failed 10 arrange a denial consuffatlon ,, 
, due 10 lli-fit!ing dentures. This deficient practice 
: resulted In delay in readjustmentlfitting of the 
resident's dentures. 

Findings: 

f1 

immediate intervention. None was noted. 

EvooIID:9lWY11 
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, 

i Administrator reemphasized and rein-
F 250 Continued From page 1 F250 serviced Social Service Designee to be 


On 5116112, at 12:15 p.m, during a dining 
 consistent assessing resident to ensure- that all 
observation, Resident 10 was observed in the psychosocial services and needs are provided. 
restorative nursing assistant (RNA) program It included but not limited to dental needs 

dining area, eating by herself _ supervision. 
 05122112 
The resident's lunch consisted of pureed food. 

such as dental consultation and detltures. 

On 5118112, at 12:35 p.M., the resident was DON, DSD and Social Service Designee will 
.aHng her lunell _ the assistance of the actMty monitor during meal time when resident is 
director, who served as inte~. eating to find out ifhe!she has difficulty in 
At the time of the observation, during an eating secondary to ha\'ing no denture or 

interview, the resident indicated she did not have 
 needing dental consultation fur fitting 

any teeth and needed new denrures, but could 
 adjusnnem. CNA will monitor while assisting 
not afford !hem. She then stated she had not resident during meal time and report to 
used ner dentures in several years because they License NIJl"SC ifany resident is noted with 
did not fit properly. problem. 

A review of the clinical record disclosed the 
resident was admitted to the facility on 3105/12, IDT will monitor during weekly resident care 
with diagnoses that included dementia, high blood conference where resident concerns are 

pressute and anxiety. 
 re\'iewed and updated.
The Minimum Data S<lt (MDS - Sfandardized 

......sment and care planning tool) dated 

3117112, Indicated the resident had periodS of 
 QA will be done monthly to check the 

confusion and required minimal to extensive 
 effuct.iveness ofsystem.
assistance with most of her dally living activities. 

The NutritiOnal Assessment form daled 316/12, 

documented the resident had a mechanical soft 

diet due to problems with chewing. An entry 

dated 3/12112, indlca!ed to sheng. diet to pureed, 

due to difficulty eating a mechanical soft diet. 

The Social Services Assessment form dated 

31a112, indlca!ed the resident had. full set 01 

dentures, but the residenfs family member 

inloomed the social services designee (SSD) that 

the resident had not used them in five or six years 


,and was able to eat without them, 

IOn 5118112, at 12:45 p.m" during an interview, , I 
Ev9nt !D:9lWYtt . 
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F250 Continued From page 2 
the SSD confirmed she did not make 
arrangements for a dental consultation for the 
resident The SSD also IndiCSted there was a 
possibiUty the resldenfs dentures could be 
refitted, 

F250 

• F 314 483.25{c) TREATMENTISVCS TO F 314 DON and Treannent Nurse immediately 
SS.D PREVENTIHEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual'S clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing, 

reassessed resident #7 and heel proteCtors 
were immediately applied to both heels, 
While resident -# I foam pillow was put ooder 
resident legs to keep tlie heel off pressure 
from bed. 05/16/12 

CNA assigned to both residents were 
immediately confronted by DSD and rein-
serviced regarding the vital importance of 
applying pressure relieving devices to 
resident such a.~ heel protectors or foam 
pillow. 

This REQUIREMENT Is not met as evidenced 
by; 
Based on observatiOn, interview and record 
revieW, thelaciHty failed to provide necessary 
treatment and services to prevent the 
development 01 pressure sore., promote healing 
and prevent Infection, for Iwo of 15 sample 
residents (7, 1). Resident 7, who had a history of 
redness on the heels, WEiS not wearing heel 
protectors when in bed in accordance with the 
care plan and physician's order, Resident 1'$ 
heels were not off-loaded from the bed In 
accordance With the care plan. Addmonalty, the 
treatment nurse failed to wash hiS hands during 
wound treatment. ThiS deficient prac!lco hed the 
potential for pressure sore development and 

, wound contamination. 

!Findings: 
, , 

DON called the attention ofthe Treatment 
Nurse concern regarding complianees on 
banded washing protocol according to CDC 
guideline during treatment. 

DON, DSD and treatment nurse made round 
to find out if any other resident wbo couid be 
affected by the same problem as that of 
resident i+7 and #1 for immediate 
intervention. 

DO!>l and DSD made round to fmd out if 
treatment nurse and other license nurse 
complied with hand washing protocol 
according to CDC guideline for innnediate 
redirectiQtl. , 

i , 

I I, 

FORM CMS-2567{02-H} PreVious Vet'5IOIIS ~ Event 1D:9lW'f11 If (')Ontinuation sheet Page 3 of 25 
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F 314 Continued From page 3 
 F 314 DSD rein~serviced CNAs regarding close 
observation of tile resident while providing 

1. A review of the clinical record revealed the care and to report to charge nurse any 
Resident 7 was admitted to the facUlty on 1013/11, change of (;(.lIlditwn noted. It include but not 
with dlagn"""" that included dysphagia (difficulty limited to residenr with skin discolQl'1rtion! 
swallowing), status post gastrostomy tube (GT .. redness especially heer, buttock and coccyx 
tube surgically Inserted IIlrough I!le abdominal areas and the like. And make sure that 
wall iOto the stomach for the purpose of nutmion resident with sp«:ial pressure rel1eviog 
and medication administration) placement and devkc are apply such as heel protectors or 
anemia. foam pillows etc. Report should be done to 
The quarterty Minimum Data Set (MOO .. charge nurses ifresident had no pressure 
standardized assessment and care planning tool) relieving device ifhelshe need one, 05122112 
dated 4/13112, indicated I!le resident had 
impaired cognitive skills In daily decision-making DON rein~s-erviced license nurses on the 
and was tOlaIly dependent on staff for aotiv~ies of "'must" of complying and applying CDC 
daily living (ACts). guideline regarding protocol hand hygiene 
A physician's order dated 1013111, indicated to including but not limited hand washing 
apply belll heel prolectors when In bed. especially during treatment It is important to 
A care plan v.ith a re-evatualion deted 712012. hand wash after removing any form of 
develOped for the resident's risk for skin materia.I offcrlng protection such as. dressing.,
breakdown, skin discoloration and skin tears 05122112 
indicated In the approaches to apply heel 
protectors when in beet 

gauze aod the lilre. 

DON and [)SD will monitor during their 
daily round while license nurse Qshift during 

During multiple observations from 5115112 medication pass or treatment by checking
IIlrough 6116/12. the resident was not wearing resident with pressure relieving device order 
heel protectors when in bed. to eJlSlI.fe such are complied with. 

On 5/16/12. al3 p.m.• afler chec!<ing the DON and DSD wi11 eheck license nurses 
resident's feet while the resident was In bed, daily during treatment to find out if they ate 
Certified Nursing Assiaiant 1 (CNA 1) stated she practicing hand hygiene a.coording to CDC 
did not kl1<lW ~ I!le resident should be wearing guideline in hand washing protocol. 
heel protectors. CNA 1 explained the charge 
nurse would tell her If the resident needed to wear QA will be done monthly to check tbe 
them. After searching the resident's bed area and; effectiveness ofsystem.
closet tiler. Wil'" no heel protectors fouM. I 

I i,At 3:05 p.m., durtng an inteMew. the treatment · 
nurse. Licensed Vocational Nurse 2 (LVN 2) iI 

Evant IO:9iW'f11 Facility 10. CA940000018 If contlnualiOO sheet P3Qe 4 of 25 
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DEFICIENCY}, 

I , 
F314 Continued From page 4 F 314 

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 explained the CNA assignment book 
should indicate any extra treatment and services 
the resident needed, However, after reviewing the 
CNA assignment book, there was no indication 
the resident needed heel protectors when in bed. 

2a. A review of the cfintcal record revealed 
Resident 1 was readmrtted to the facility on 
316112, _ diagnose. that Included recent 
history of pneumonia, history of stroke with 
dy$pI1agia, Stage I sacro-coccygeal (tailbone) 
pressure sore (a defined area of persistent 
redness) and Slage III pressure sore 
(fuH-threkness tissue loss; may indude 
undermining and tunnefing) to the right heat 
The MDS assessment dated 517112, indicated the 
residant was """rely cognitively impaired, was 
incontinent of bowel and bladder and was tetafty 
dependent on staff for an of her ADLs, 
The Pressure Ulcer Risk Assessment, updated 
4112112, indicated the resident was high risk for 
pressure ulcers. 
A care plan deveklped on 2126112, for the 

resident's risk for furttler skin breakdown, 

Included an approach plan to keep pressure olf 

affected areas. 


DUring an observation on 5116112, at 8:55 a.m., 
the resIdent was lying in bed, awake, restless and 
did not respond to her name. , 

A foam pillow (to off-load pressure areas) was 
located at the head of the bed, instead of under I 
the resident's iegslfeet. 

i , 
I resident was observed asleep in bed, The foam 
1M 1:55 p.m. and at3 p.m. the same day, the 

I 
Event to: 91WYt1 FaaRty 10: CA9-4000Q078 If continuation sheet Page. 5 of 25 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
PRINTED: 0512912012 

FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936-039 

STATEMENT OF DEf1CtENCiES , {X2j MUlTfPlE CONSiRUCTION {X3) OA1£ SURVEY 
AND PLAN OF CORRecTION IOENT1FlCATION HUM6ER: COMPlETED 

A BUILDING ... I,
,8 WING056458 0511812012 I 

NAME OF PROVIDER OR SUPPLIER STREET AODRESa CITY, SiATE, ZIP CODE 
84S5STATESTREET

GREENFfELD CARE CENTER OF SOUTH GATE 
SOUTH GilTE, ell 90280 I 

S!JMMI\RY STAT£MENT OF DEFICIENCIES 10 . PROVIDER'S PLAN Of CORRECTION(X4) 10 1 
""",,","ONtEACtl DEfICIENCY MUST BE PRECEDED BY FULL {EACH CORRECTIVE ACTION SHOUlD BEPREFfX PREFIX "'" REGULATOF!:¥ OR l SC IDENTIFYlNO mFORMATION) CROSs..REFER€NCED TO THE APPROPRIATE ""noTAG TAG 

OEf'ICH;Ncy)! . , ,i ,
F 314' Continued From page 5 . F 314 

pillow was observed on the resident's chaiL 

On 511&12, at 3 p.m. during .n intervieW, CNII 2 

stated tf1e pillow was supposed to be placed 

under the resident's legs In order to keep the 

heels off the bed and prevent pressure on the 

heels. 

2b. on 5117/12, at 10:10 a.m" during observation 

of Resident 1'5 Stage III right heel pressure sore, 

the treatment nurse removed the soiled dressing, 

removed his gloves, applied new gloves, then 

cleaned the wound with normal saline solution 

and gauze. He then removed and replaced 

gloves, applied treatment ointment, changed 

gloVes, applied a dry dressing, then secured the 

dreSSing wlth gauze and washed his hands, The 

treatment nurse failed to wash his hands dUring 

the course of the wound treatment 


On 5/17/12, at 12:10 p.m .• during an inteNiew, 

the treatment nurse stated he should have 

washed his hands after removing the soiled 

dressing, prior to cleansing the wound and 

applying the ointment, and prior to application of 

the dry dresslng, in order to prevent wound 

contamination, 


According to tf1e CDC.gov _ Protocol for 

Hand Hygiene, the use ofgroves does not replace 

the need for cleaning hands, Discard gloves after 

each task and clean hands. Hand hygiene should 

be penonned after removing any form of material 

offering protection (napkin, dressing, gauze, 

sanitary towel, etc.) 


F322 483.25(g)(2) NG TREA TMENTISERVICES • F322, I 
SS=E. RESTORE EAllNG SKILLS i 

I . 
, 
, 

I I 
, 

Event IO;91WY11 FadIly ID: CA940000078 If cootitwatioo $tIeet Page 6 of 25 
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F322 	Continue<! From page 6 
Based on the comprehensive SS5eS$fTleOt of a 
resident, the facilty must ensure that a resident 
who I. fed by a naso-gastric or gastrostomy tube 
receives the appropriate treatment and services 
to prevent aspiration pneumonia, diarrhea, 
vomiting. dehydration, metabolic abnormantles, 
and nasal-pharyngeal ulcers and to restore, if 
possible. normal eaHng ..ms. 

This REQUIREMENT Is not met as evldenoed 
by: 
Based on observation, intefview and record 

review, the facility failed to ensure that a resident 
who Is fed by. geslrostomy tube (GT • tube 
surgically inserted into the stomach through the 
abdominal wall for purposes of nutrition and 
medication administration) receiVed appropriate 
treatment and services for two of fiVe residents 
witll lube feeding in a sample of 15 residents (1, 
3). Resident 1 did not have an abdominal binder 
In place at aU times as ordered. Resident 3'$ 
feedIng formula was not administered as ordered. 
This deficient practioe had tile potenti., to resun 
in complications such as dislodgmerrt of the GT 
and unwanted weight gain. 

Findings: 

1. A review of the clinical record revealed 
Resident 1 was readmitted to the facility on 
316112, with diagnoses that included recent 
hlswry of pneumonia, history of stroke with 
dysphagia (difficulty swallowing) and GT. 

, The Minimum Data Set (MDS - standardize<1 

F322 	 DON and treatment nursc- irm:nediately 
re~ Resident # 1and abdominal binder 
was applied torcsident 05/t7/12 

Resident #3 feeding formula was reduced 
from 60mllhourto 5Smllbout as Physician 
order. The order rate of 55ml!hour was 
transcribed in MAR per order, O.5!l8/12 

DON ca1led attention oftreatment nurse and 
license nurse concern R;lgarding MD order of 
abdominal binding that resident # I was not 
wearing it It was: stressed out to them the 
vital importance of the abdominal binder for 
the resident in order to prevent pulling out of 
the GT. J1urt.nermore. it was etnpb.wJized that 
MD order for resident #3 reductioo: oftube 
feeding foonula should be carried out as 
order. 

OON and DSD made round to find out if any 
ofresident is affected as that of resident 11 1 
and #3 for further intervention. 

DON and QA consultant rein-serviced license 
nursed on the strict compliance and 
implementation ofMD order. It includes but 
not limited to order for abdominal binder, 
treatment and diet such as rate ofmllhour etc. 
It is important that such order should be 
carried out accordingly as specified in MD 
order. It should be part ofresponsibility to 
check and ensure that the application and 
implementation ofMD order is in place at all 
times. All needed information or data should 

I be reflected in resident medical record in all!assossment.nd care planning tool) dated 517/12, : appropriate area such as MAR, treatment
i Indicated !he resident was severely oognitively i OS/221l2\ sheet and the like,: impaired, was incontinent of bowel and bladder i 
I 	

, 

. If OOI'Ittnoatron sheet Page 7 of 25 
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F 322 Continued From page 7 F322 DON and DSD will monitor during daily 
functions and was totally dependent on staff for round and license nurses Q shift wbile 
aU of her activities of daily living (ADLs), passing medication or doing treatment, And 
A physician's order dated 1126112, indicated to QA oorumltant twice a month during 
provide feeding with Gluoerno 12 Cal at 60 consultation visit by cnecldng resident with 
milliliter& per hour (mllhr) for 20 hours to provide special device order and on tube feeding to 
1200 m1/1400 calolies per day, The order also make sure that MD orders are carried out. 
stated to apply an abdominal binder (bandage Or 
elasticiZed wrap applied Ol1)Ond II1e lower part of Medical Record Designee will monitor 
the toroo to support the abdomen) at aU times to during weekly audit to ensure compliance, 
prevent resident from puHIog out II1e GT. 
A care plan dated lrn1112, developed for the QA will be done monthly to check the 
resident's problem of episodes ofhying to pull out effectiveness ofsystem. 
the GT, stipulated to provide the abdominal 
binder as ordered. 

On 5117112, at 12 p.m., during an observation, the 

resident did not have an abdominal bindet in 

place. By 3;10 p.m., II1e same day, !he residant 

was not wearing 3n abdominal binder . 


•At3:12 p.m., du~ng an Interview, certified nursing 

assislant 2 (CNA 2) Indicated she was unaware 

of the order for a binder. 

At 3;15 p.m., Liceosed Nurse 1 was unable to 

locate an abdominal binder during a search of the 

residenfs bedside stand and _ She was 

then able to iocate the binder in the laundry and 

stated the brnder had been removed during the 

resident's morning care, in order to have It 

washed. Licensed Nurse 1 further indicated • 

repracement binder should have been provided in 

order to prevent the possibility of the resident 

Ipullfflg out the GT, 

: 2. On 5115112, at 2:30 p.rn., during the inttlallour 

Iof the !acinly, Resident 3 was observed lying In 


II bed with an enteral feeding pump at the bedside, 
II delivering a feeding formula at a rate of 85 mllhr 

I 
•I I,i through the resident's GT. I , i 

.
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A review of the clinical record revealed the 

resident was readmitted to the facility on 9/15111, 

with diagnoses that included history of stroke with 

dySphagia, GT insertion and dementia" 

The MOS assessment dated 3121/12, indicated 

the resident Was moderately impaired In her 
 I 
cognitive abilities (decisions poor; cues, 

supervision required) and required total 

assistance With all of her ADLs, 


, A review of the Weight log form indicated the 
, resident's ideal body weight range was 104-121 

pounds (fbs). The resident had an increase in 

weight from 133100 on 9115111 (admi'-l to 

140 lb. on 4i2I12. 

By 512112, the resldenf. weight was 1481bs. 


A review ofme registered dietitian (RO) 

Nu!lilional Prog.... Noles from September 2011 

to May 2012, revealed !he tube feeding rate was 

gradually decreased in conjunction with the 

resident's weight gain. 


The most current order was dated 514112, and 

Indicated to decrease Glucema 1,0 Cal feeding 

rate from 60 mllhr to 55 mVhr for 20 hOurs to 

provide 1100 mUll00 calories par day. 

A care plan developed for the resident's GT 

feeding, revised on 312012. stipulated in the 

approaches to provide the GT ""'ding as 

ordered. 


According to the medication administration record 

(MAR) from 514/12 to 5116112, me nurses 


i documented the administration of the feeding 


I 
, 
,Iformula at • rate of 60 mllhr instead of!he I,: ordered rate of 55 mJlhr. In addition. the resident 


I 
 i 
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Continued From page 9 F322 
was observed on 5115112, at 2:30 p.m., receiving 
the feeding form"I••t a rate of 85 mllhr and nol 
the ord...-ed rate of 55 mVhr. 

During another observaoon on 5117/12, at 8:35 
a.m., the residenf. lube feeding was observed 
running at SO ml per hour, and the bottle label 
also indicated a rate of 60 ml per hoUf, At 3 p.m. 
the same day, the pump was observed Infusing at 
a rate or 60 ml per hour. 

On 5118112, at 12:15 p,m., during an interview, 
Licensed Nurse 1 explained the. order dated 
514112, to decrease the rate from 60 mllhr to 55 
mUhr was not transcribed to the MAR. 

According to the facility's policy 00 Tube Feeding 
revised 212011, the objective was to ensure each 
resident receive the proper nutrition and 
hydration, and that enteral feeding wH! run based 
on resrdent needs and physician's orders. 
483.25(h) FREE OF ACCIDENT F323 
HAZARDSISUPERVISIONIDEVICES 

The facility must ensure that the resident 
envtronment remains as free of accident hazards 
as is POSSible; and each resIdent receives 
adequate supervision and assistance devices to 
prevent accidents. 

This REaUIREMENT is not met as evidenced 
by: I :esidetrt ~t properly store for immediate 
Based on observation and inteMew, the facility intet"ientlon,,failed to maintain an envfronment free from i 

accidental hazards by not securing the television II I .Event 10; 9M'Y11 If eontiOUatiOr'l sheet Page ill or 25 

Maintenance Supervisor imtnedia1ely strap 
television sets on top of the build-in closet 
and night stand to secure them in Room 
#1,#5,#1,#9.# W,# 12. #17,#26,#28.#29.#30 
and #31. Residents' belonging were properly 
store with resident's approval by social 
service designee. Q!i/16/12 

Administrator and Maintenance Supervisor 
made round in the interior and exterior part of 
the facility to find out if any other fixture 
requiring strap or perwna1 belonging ofthe 
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F323 	Continued From page 10 
sets on top of IIle built~n closets and nightstands 
in the residents' rooms and by having residents' 
belongings not properly stored. This deficient 
practice had the potential to result jn injury in 
case of earthquake Of accident faU of IIle 
television sets and the dutter posed a fire hazard. 

findings: 

On 5116112, from 2:05 p<m< IIlrough 2:25 p<m<, 
during the enYironrnental inspection, the 
residents' rooms were Inspected with the 
presence of the manenance supervisor. 
Television sets on top 01111. built-in closets and 
on top of night stands were observed not secured 
in Rooms I, 5, 7, 9,10,12,17,26,28,29,30, 
and 31< 
II was also noted that IIle residents' rooms were 
cluttered with multiple residents' personaj items 
were stored piled up on tables and on top of the 
_ets. 

At 2:25 p.m., during an interview. the 
maintenance supervisor stated the televiSion sets 
should be secured and lIle faciUty would act on ff 
lighl away< 

At 2:30 p.m., during an interview, the 
administrator stated the facility had to figure out a 
way to properly store the residents' personal 
belongings< 

F 32. 483<25(") TREATMENTICARE FOR SPECIAL 
SSoD NEEDS 

The facility must ensure that residents receive 
proper treatment and care for the following 

, special services:
IInjections; 

I PROVIDEIrS PLAN OF CORRECTION 
10 ",,",LE11ONPREFIX (EACH CORRECTIVE AC110N SHOULD BE "'" TAG < CROSS-REFERENCED TO THE APPROPRfAiE ""TIi 

OEFtCtENCy) 

Adminis.tr:ator in..serviced maintenance 

F323 supervisor to be consistent in cbecking fixture 


required strapping for immediate application 
while social service designee to ensure 
resident belongings/items is properly stored. 
Furthermore. resident and resident 
representative will be met to discuss the value 
ofpersonaJ belonging to be properly stored, 
lnose extra belonging whfcb are oot being 
used are to be kept in their home. 05121112 

AdmiuiiltratOf, Maintenance Supervisor and 
Social Service Designee will monitor during 
their daily rounds by checking the fixture 
such as TV and by checking resident room 
for any personal belongin8/ilems that are not 
properly store. 

QA will be done monthly to check the 
effectiveness of system. 

F 328 DON immediately assessed the resident #14 
and called his. attending physician. Physician 
previous order ofOxygen 34 Umin via nasal 
cannula PRN v.'as discontinued and was 

I changed to oxygen 4 Umin via nasal cannula 

for SOn. 05/]1112 


, 

i 
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. F 328 Continued From page 11 
Parenteral and enteral fluids: 
Colostomy, ureterostomy, or ileostomy care; 
Tracheostomy care; 
TracI1ealsuclionlng; 
Respiratory care; 
Foot (;are; and 
Prostheses. 

This REQUIREMENT is not met as evidenced 
by: 
Based on obserVation, interview, and record 

revieW, the facility failed to ensure proper 
respiratory care for one of 15 sample residents 
(14). Resident 14 had be.n """'iving oontinuous 
oxy{Jen since readmission when the order was to 
provide oxygen as needed for shortness of 
breath. This defICient practice had the poten1ial to 
result In unnecessary oxygen administration. 

Findings: 

A review of the ciinical record revealed Resident 
14 was admitted to the facility on 6125103, and 
readmitted on 4rt/12, wUh diagnoses that 
incJuded chronic obstructive pulmonary disease 
(COPD) exacerbation, pneumonia, chronic 
respiratofy failure and emphysema (a long-term 
progressive disease of the lungs that causes 
shortness of _h). 
According to the significant change in status 
Minimum Data Set (MOS - standat<llzed 
assessment and care planning mol) dated 
4/19112, the resident was able to make his needs 
known, dkl not walk, independent In eating and 

, required extensive assiStant in the rest of the 

F 328 License Nurses concemed were reoriented by 
the DON on the comprehensive assessment of 
resident, proper notification of assessment to 
physician, carrying out pbysician order, 
including but not limited to order foc oxygen, 

DON and DSD made round to find out if any 
resident with the MD order ofoxygen Is 
afftX:teU b)i the same problem "fthat of 
residentt!14. 

DON and RN consultant rein·service license 
nurses on the consistetlCy of following and 
canyingout MD order. It includes but not 
limited to resident wi1h oxygen order, It was 
emphasized to them the vital necessity of 
ensuring that MD order is carried out and 
applied accurately. 

DON and DSD will monitor during. their 
during round while license nurse will monitor 
Qshift during medication pass or treatment 
while QA consultant twice a month during 
consultation visit by assessing resident to 
make sure that accuracy of MD order is 
properly carried out and implemented 

QA will be done monthly to check the 
ctr«tiveness of system. 

Evvnt 10:9WiY11 FaclIItyID: CA94OOOO076 ff continuation sheet Page 12 Qf 25 
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F328 Cootinued From page 12 F328 

four liters per minute CUmin) via: nasa! cannula as 

needed (PRN) lor _.ss of brea!h. 


During muillple observations from 5115112 

through 5117/12, the resident was receiving 3 to 4 

Umin of oxygen via nasal cannula .mIle in bed. 

Further record review revealed no documentation 

the resident had episodes of shortness of breath 

requiring continued oxygen and that the physician 

was informed the resident needed oxygen at all 

times and not lust as needed. 


On 5117112, at 12:30 p.m.. during an interview, 

the director of nursing (DON) stated the resident 

was dependent on oxygen. The DON slated the 

resident needed continuous oxygen or he would 

experience shortness of breath, After reviewing 

witll the DON tile current physician'. order for tile 

use oxygen only on as needed bssls, the DON 

stated she will call the physician for update and 

correction of the order" 


F 365 483.35{d)(3) FOOD IN FORM TO MEET F 365 DON and Dietary Supervisor reassessed 
INDIVIDUAL NEEDS resident #10, #16, #17 and #18 respectively 

of their diet order and the food served to 
Each resident""""""" and the facility provides 

55"" 

them, Putced diet is now being process and 
food prepared In a form designed to meel prepared in accordance ofpureed diet process 
individual needs. to meet these residents needs. Administrator 

called the attention of the Dietary Supervisor 
to be vigilant regarding diet preparation fOT 

This REQUIREMENT is not met as evidenced each resident as RD recommendation and 
by: i MD order. Furthennore that those who have 
Based on observation, Interview and record $pedal diet order like pureed foodIreview, the facility failed to ensure residents • consistency and texture should be in 


received food prepared in a fotm to meet 
 · acrordan<:e to resident needs and as MD
i, individual needs for one of 15 sample residents order.OS/17JI2

(10) and three randomly se"'cted residents (16, 

17,18), During a dining observation, Residents 
 i 
10, 16, 17, and 18, who afl hed orders for pureed 

· 
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F365 Continued From page 13 

die!, were served cubed bread instead of pureed. 

This _ient practice had the potential to resutt 

in the residents choking. 


Findings: 

On 5116/12. from 12:15 p.m. to 12:45 p.m.. a 
dining observation 1n the restorative nursing 
assistant (RNA) program dining area, Residents 
10, 16, 17 and 18. were observed having lunch 
and the following was noted: 

1. Resident 10'5 lunch consisted of pureed beef, 
pureed mixed vegetables and mashed potatoes. 
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F36S 	 Administrator had conversation with RD 

consultant to make sure thai during 

consultation visit emphasis should be base on 

diet consistency with MD order especially fur 

resident who have modified diet such as 

mechanical snft, purred diet and the like, 


Administrator further had talk to DON to 
ensure that proper notification of dietary 
supervisor ofthe diet ofall resident admitted 
and in bouse as well as any changed made in 
diet orde:c of the resident 

DON and DSD checked other resident's food 
tray to find out ifany of the residents is 

There was also a bow! containing cubes of cut-up affected by the same problem of resident #10, 
bread. There was no liquid in the bowl. #16, #17 and #18 for immediate intervention. 
The RNA supervising the resident indicated the 
bread was usualfy soaked in milk but the resident Administrator and RD consultant in-serviced 
preferred the bread be SOlVed dry. 

A review of the clinical record disclosed the 

resident was admitted to the facility on 3/05112. 

v.ith diagnoses that Included dementia and high 

blood pressure. 

The Minimum Data Set (MOO - standardized 

assessment and can! planning tool) dated 

3/17112, indicated the resident had periods of 

confusion and mquired minimal to extensive 

assistance with most of her activities of dally 

living (ADLs). 

A physician's order dated 3/14/12, indicated a 

pureed diet 


At 12:40 p.m. during an interview, the dietary 
service supervisor (DSS) stated pureed bread 

, consisted of cubed bread with added milk.. The 
! DSS aCso stated she was unaware milk was not 
i added to the residenfs bread aod nursing staff I 

Evool1D:1l1WY11 

metary Supervisor regarding strict 
compliance and implementation ofthe: policy 
on therapeutic diet It includes but not limited 
to the must (If complying in the preparation of 
modified diet like pureed fOod in !he-
Coosistency and texture desired to meet 
resident dietary needs and as MD order, It 
was further emphasized to her that her 
present during preparation and food serving is 
required. A timely and appropriate 
connnunication with nursing department is 
needed in order to be updated with resident 
diet order by attending physician. 

DON in~serviced license nurses to be 
coosment in notifying dietary depart:ment I 
supervisor for all MD orders for resident diet 

: at all times. It is order for admission or any 
i changes in diet order if app1icable. 

, 

05123112 

I 05122112 
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, i Dietary Supervisor. DSD and License Nurse , ,F 365 Continued From page 14 F365 will mollitor during their during resident meal 
had not informed her, time by checking resident's food consistency 
The DSS stated she conducted meal per physician order while RD oonsultant Q 
observations, but had not notiCed the residents month during C(lnsultrtion vis.it by checking 
bread was served without milk. food preparation process for accuracy of food 

consistency especially for resident who have 
2, Resident 16, who was being assisted with modified diet sucb as mechanical soft, purred 
eating by a staff member. had pureed beef, diet and the like and to make sure that diet 
pureed vegetable, and mashed potatoes. There consistency accuracy ofMD order is properly 
was also a bowl of cubed bread, with mnk at the carried out and implemented 
bottom of the bowl. The bread on top was dry, 

QA wilt be done monthly to check the 
A rev!ew of the clinical record revealed the etI'ectiveness of system. 
resident was readmitted to thelaeility on 6105111, 

with diagnoses which inciuded Parkinson's 

Disease (8 progressive disorder of the nervous 

system that can affect the muSCleS used for 

chewing and swallowing) and dementia, 

The MOO asse..ment dated 4122112, Indicated 

cognitive impairment and the resident requIred 

extensive staff assistance with an of his ADLs. 

A physician'. order dated 7111111, indicate 

fortified puree no concentrated sweets diel 


3. Resident 17 WhO was also being assisted by a 

staff member, had a plate which contained 

pureed food, and a bowl of cubed bread, with milk 

in the bottom of the bowl, 


A review the clinical record revealed the resident 

was admitted to the facilily on 4123112, with 

diagno.e. which inciuded stroke with dysphagia 

(difficulty swallowing), as well as multiple joint 

contractures, 

The MDS as....m.nt dated 515112 indicated the 


iresident's cognitive skills were severely impaired 

I and required totat staff assistance WIth an of his 
 ,I 
'ADLs. 

i A physician's on:Ier dated 4123112, Indicated 
 , , i , 



PRINTED: 05l2SJ2l)12
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

{X2} MOLTI?lE CONSTRUCTION 

A BUILDING 

B WING 

CENTERS FOR MEDICARE ~ MEDICAID SERVICI'S nMB NO. 0936-0391 
81ATEMENT OF DEFICfENC1ES ~t) PRO~~UPPU~~ (X3) DATE SURVEY i,IDENTIFICATION NUMBER·AND PLAN OF CORRECTION COMPLETEO 

: 
056453 0511812012 

NAME Of PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE 
, 8456 STATE STREET

GREENFIELD CARE CENTER OF SOUTH SATE 
SOUTH GATE, C/o. 90230, 

, I ,, SUMMAAY STATEMENT OF DEfICIENCIES , ID PROVIDER'S PLAN Of COAA:ECTlONI(X4} 10 (EACH OEFJCIENCY MUST BE PRECEDED BY f'Ul.l COMPlETIONPREflX (EACH CORRECTNE ACTION SHOULD BEPREFIX "'" 
OAT<, 

TAG REGULATORY OR lSC IDENTIFYiNG INFORMATION) TAG CR()$$..ftEFERENCEO TO THE APPROPRIATE, 
OEFtCIENCy), 

,
1
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pureed fortified diet, 


4. Resident 18 had a pureed lunch which included 

a bowl of cubed bread with milk noted in the 

bottom of Ihe bowl and drted breed 011 top. 


A review of Resident 18's clinical record Indicated 

the resident was readmitted to the facility on 

10111108, will1 diagnoses which included history 

of stroke with left sided weakness and dysphagia, 

The MOS deled 3/26112, indicated the resident 

was severely cognitively imparted and reqUired 

extensf\le assistance with his ADLs. 

A physician'. order dated 1120109, indicated 

pureed diet with honey- tliickened liquids. 


On 5116/12, at 2:45 p.m" during a telephone 

interview with the registered dietitian (RD) 

consultant. she explained two acceptable 

methods for preparing pureed bread Included 

pouring milk over bread whicll had been finely 

crumbled, or to puree bread slices and milk 

logethe!' in • blender, 


According to the lacliity poicy titled "Tl1erapeutto 

Diet' revised 0912011, pureed food is modified in 

consistency and texture by measuring the desired 

number of servings into the processor container, 

add liquid or thickener to obtain desired 

consistency, and to process f()()fj to desired 

consistency. The poticy further inateated the 

Dietary Supervisor win establish a tray 

identification system to insure each resident , 


, received hislher diet as per phySician'S order. 

F 371 4jl3,35(i) FOOD PROCURE, F 371 

,ISTOREIPREPAREISERVE - SANITARY ,SS=D i 
The facility must ­ ,, ,I 
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Dietary Supervisor immediately separated
F 371 ,Continued From page 18 F371 food itctm in the food tray such as bowls / 

glas.~ and juices of varioos colors. The tray 
considered satisfactory by Federal, Slate or local 
(1) Procure food from souroes approved or 

ofslices bread was labeled and dated. The 
authorities; and tray of dessert with dessert like yogurt and 
(2) Store, "",pare, distribute and serve food , custard was labeled and dated as well. 
under sanitary conditions ' 	Glasses of regular milk were separated in one 

tray and labeled and dated, Especial type of 
milk glas.'ieS like low fat. nOll-fat and mocha 
mix w¢r¢ individually labeled and dated, 
Same was done to the glassed ofenmberry, 
orange and prune juke. 05/15112

This REQUIREMENT I. nOl met as evldanced 
by; .Maintenance Supervisor cleaned rust in walk~ 
Based on observation, interview and record in refrigerator cooling system fan --guard and 

review, the facility failed to ensure food was repaired leaky bot water faucet above the 
stored, distributed and served under sanitary kitchen two oompartments. While dietary aids 
conditions by having no labelS identifying foods cleaned dried food residue in and around the 
stored in the kitchen watk...4n refrigerator and large kitchen tan opener. 05/15/12 

having rust 01'1 the cooling system fan-guard, 

There was a leaky hot water faucet above the 
 Administrator immediately called attention 
kitchen two compartment sink and dried food In dietary supervisor to be vigilant in complying
the can opener. This deficient practice had the with policy and proeedure 00 food storage, 
potential for food contamination and foodbome labeling, dating and sanftation. 
illness. 

Administrator and QA oonsultant went to 
Findings: check kitchen condition to find out ifthere is 

any other food i juice not properly label and 
On 5115112, at 1:00 p.m .. during the initial dated and any area requiring 
inspection of the kitchen In the presence of the deaningfrepa.iring for immediate 
dietary service supefVisor (DSS), the following inter'>'ention. 
was observed: 

Administrator in-serviced dietary supervisor 
1. There were no labels identifying food stored consistency in performing her duties and 
inside the kitchen reach-In refrigerator. responsibilities as head ofdietary department. 
a. Food trays conlaining different kind of food 1t includes but not limited to ensuring that all i 

, Items inside indMdual bowls and glasses of milk , policy and procedure on food _ I
' and juices of various colOrs. indicating fuods and food drinks stored in 

,IThe DSS Identified the food Items inside , refrigeraror are labeled and dated. ,: individual bowls as blackberry yogurt. cu,lard and ' I, 	 , , 	 , 

Event 10:1lIWY11 If eontir\witloo sheet Page. 17 of 25 
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•• 

F 371 • Continued From page 17 • F 371 Furthermore cleanliness, sanitation should be 
.Iices of breed. observed at all times. Equipment and devices 

used in the kitchen should be all in good 
ider!tffied as regular mUk, low fat milk, mocha mix, 
b. Glasses of drinks and juice whiCh the DSS 

operating oondition.l'q)8ir or replacement 
05121/12should be done if applicable. cranberry, orange and prune juice. 

Administrator and Dietary Supervisor or 
walk-In refrigerator cooling system fan..guarcL 
2. There was a significant amount of rust on the 

designee will monitor during daily round 
while RD oonsulmnt during the monthly visit 

3, There was a leaky hot water faucet above the same as QA consultant twice a month during 
their consultation visit by visually checking 
kitchen for sanitation, equipment condition, 

kitchen tNo compartment sink. 

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 QA will be done monthly to check the 
Food Storage indicated foods and food drinks effectiveness ofsystem. 

stoned in the refrigerators need to be labeled and 

dated. 


F425 483.60(a),(b) PHARMACEUTICAL SVC ­ DON and license nurse assessed resident #7 

SS-O 


F425 
ACCURATE PROCEDURES, RPH to ftnd Qut ifthere was any adverse side 

effect of multivitamin suspension when 
The facility must provide routine and emergency license nurse failed to shake well the bottle 
drugs and biologicals to its residents, or obtain before administering the medicatkm. None 
them under an agreement described in was noted. MD and resident representative of 
§483.75{h) 01 this part. The facility may permit resident #1 was notified by the license nurse 
unlicensed personnel «> edminister drugs W S1ate 05/16112. •••law permits, but only under lhe general 

superviskm of a licensed nurse. 
 Resident# 13 was like wise assessed by the 

same. No adverse side eff~ was noted. MD 
A facilil;y must provide pharmaceu1ica1 se!Vices and resident representati'""t of resident #- 13 
(ioeluding procedures that assure the accurate was notified by license nurse 05/11/12. 
acquiring. receMng. dispensing. and 
edministerins of all drugs and biologicals) «> meet Resident #19 WllS assessed by DON and 
the needs of each resident license nurse involved fur any side effect 

secondary 10 license nurse failed to wait 3~5 
The facility must employ or obtain the se!Vices of minuteS before the second eye drops v\,ere 
a licensed phannacist who provides consultation instilled. None was noted. Q5(16/12 

00 all aspects of the provision of pharmacy 
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F 371 Continued From page 17 
slices of bread, 
b. Glasses of drinks and juice which the DSS 
identified as regular mill<, low fat milk, mooha mix, 
cranberry. orange and prune juice. 

(X2j MVlT1PlE CONSTRUCTION 

A BUILDING 

(Xl) DATe $lJRVa 
COI.lPtf:TEJ) 

"WlNO 
05118/2012 

STREETADORESS, CITY, STATE, lJP CODE 
8455 STATE STREET 

SOUTH GATE, CA 90280 

PROVIDER'S PLA.N OF CORRECTION 
{EACH CORREC11VE ACTtON SHOULD BE 

10 
~,""""IX 
 "'"
DAreCROSS-RfiFERENCEO TO THe APPROPRIATE 


DEFtCIENCV) 

TAG 

Furthermore cleanliness, sanitation should be 
obselVw at all times. Equipment and devices 
used in the kitchen should be all in good 

, operating. condition, repair or replacement 

F 371 

,,, should be done if applicable. 
, 

2. There was a signifICant amount of rust on the 
walk·in refrigerator ooo/lng system fan-guard. 

3. There was a leaky hot water faucet above the 
kitchen two compartment sink. 

4. There was dried food residue in and around 
the large kilchen can opaner. 

A review of !he facility's porlCY and prooedure on 
FOOd Stornge indicated foods and fOOd drinka 
$!Ored in the refrlgeralim need to be labeled and 
dated. 
483.60(a),(b) PHARMACEUTICAL SVC· 

SS=D 
F425 

ACCURATEPROCEDURES,RPH 

The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agreement described in 
§483.75(h) of this part, The facility may panmlt 
unlicensed personnel to administer drugs if State 
law pennlts, but only under the general 
supervision of a licensed nurse, 

A facility must provide pharmaceutical services 
(including prooedures that ...ure the .ccurate 

Administrator and Dietary Supervisor or 
designee '.\oill monitor during daily round 
while RD consultant during the monthly visit 
same as QA consultant twice a month during 
their consultation visit by visually cl\ecldng 
kitchen fQf" sanitation, equipment condition, 
refrigerator for food )abelin~daring and the 
like. 

QA will be done monthly to check the 
effectiveness of system, 

DO~ and license nurse assessed resident #7F425 
to find out if there was any adverse side 
effect of multivitamin suspension ",hen 
license nurse failed to shake well the bottle 
before administering the medication. None 
was noted. Attending physician and resident 
representative of resident #7 was notified by 
the license nurse 05/16i12. 

Resident#13 was like wise assessed by the 
same. No adverse side effect was noted. 
Attending Physician and resident 
representative of resident #13 was notifted by , 

acquiring, receiving, dispensing, and 
administering of all drugs and biologicals) to meet • 
the needs of each resident 

• The facility must employ or obtain !he services of i 
•• licensed pharmacist who provides oonsu_ Iion aa aspects of !he provision of pharmac:y 

license nurse 05/17/12. 



PRINTED: 0512912012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391 

i 
i, 
, 

I 

'STATEMENT OF DEFICIENCIES (X1) PROVlDERlSUPPl.JEflJCllA 
;AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 
I 
, , 

05645/1, 

NAME OF PROVIDER OR SUPP!.JER 

GREENFIELD CARE CENTER OF SOUTH GATE 
, 

(X4}!O: ! SUJAMARY STATEMENT Of DEFICIENCIES 
PREfIX (EACH DEFICIENCY MUST BE PRECEOe'o- BY FUll 

REGULATORY OR lSC IDENTIFYING INFORMATION}TAG ' , , 

F 425 Continued From page 18 
services in the facility, 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interView and record 

review, the facility failed to provide safa 
pharmaceutical sesvK:es. including procedures 
that assure the accurate dispensing, 
adminlstering and transcribing all medications for 
two of 15 sample residents (7. 13) and one 
randomly selected resident (19), 
Resident 7 received Multivitamin Uquid 
suspension without shaking the botUe as directed 
by the manufacturer. Resident 13 received 
acetaminophen (Tylenol) but Its administration 
was documented before it was actuaUy given. 
Resldenl19 had an order for lwo different eye 
drops for glaucoma. The licensed nurse instilled 
the second eye drop without waiting three to five 
minutes afterinsliHIng the first eye drop for 
opUmal eye drop ebsorplion. This faHure had the 
potential for medication error and ineffective drug 
therapy. 

Findings: 

1. On 5116112., at 6:45 a.m., an observation of 
Medication Nurse 1 administering the momlng 
medication to Resident 7 was conducte(t 
Medication Nurse 1 prepared a total of six 
medications inCluding Multivitamin liquid 
susperu;fon. Medication Nurse 1 failed to shake 

I ' well the bottJe as directed on the manufacturer's 
II.beI of the bottle before edmlnisterlng the 
medication via a gastrostomy lUbe (GT), 

, 

I 
i 
,I 

{X2j PAUlTIPlE CONSTRUCTION (X3) DATE SURVEY 

AOOltDING 
COMPlETeO 

8. WlNG __ 
05J1812012 

STREET ADDRESS, CITY, STAte. ZIP COOf 
8465 STATE STREET 

SOOTH GATE, CA 90280 

10 PROVIDER'S P!.AN OF CORRECTIOH "",PRefIX {EACH COR:FlECTlVEAC'flON SHOULD BE COMI'I.ET10K 
TAO CROSS-REFERENCEO TO THE APPROPRIATE "''''DEFICIENcy} 

F 425 Resident #19 v.'US assessed by DON and 
license num involved for any side effect 
secondary to license nurllc failed to wait 3-5 
minutes before the second eye drops were 
instilled. None was noted. Attending 
Physician and resident representative of 
resident #19 was notified by license nurse. 
05/16/12 

DON and RN consultant assessed and 
reviewed other resident with MD order of 
multivitamin liquid suspension and observe 
license nurse \ ....hile passing the medieation to 
findoot if any of them that not comply with 
direction per manufacture label and ! or MD 
order or if anyone signed MAR before 
administration of medication for immediate 
interventioo. Nooc was noted. 

DON. RN wrurultant and Pharmacy 
consultant will in-service license nurse on 
policy and procedure on medication 
administration. It includes but not limited to 
cumplying in (:arty out MD order and letr 
manufacture guideline such as shaidng the 
bottle of multivitamin liquid suspension 
before its administration. waiting 3-5 minutes 
before the second eye drops instilled for 
optimal absorption and ensure meditation 
was administered before signing! 
documenting in MAR to make sure 
medication is actually given and the Jike. OS/22Jt2 

i 
I I 
, 

i 
, 
, ,, 
i 
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{EACH OEFtclEI'(CV MUST BE PRECEDEO BY fUll PfIEFJ)( . (EACH CORRECTIVE ACTION SHOUtD BE, "'"PReFIX i
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F425 Continued From page 19 F425 DON or designee wilt monitor dally during 

At 9:22 a.m., when _ if the Multivitamin liquid 
suspension bottle needed to be shaken well 
before use, Medication Norse 1 stated the 
medication administration record (MAR) did not 
provide an instruction to shake the bottle welt 

A review of the clinical record revealed the 
resident was admitted 10 !he facility on 1013/11, 
with diagnoses that included dysphagia (difficulty 
swallowifl9), status post GT placement and 
anemia. 
The quarterly Minimum Data Set (MDS ­
standardized assessment and care planning toot) 
dated 4113112, indicated the resident was 
cognitive impaired in dally decision- making and 
was totaUy dependent on staff for activities of 
daily living (ADLs). 

A physician's order dated 1013111, indicated 
MUltivitamin 5 cubiC centimeters (eel via GT daily 
as supplement 

The manufacture(s label on the bottle of 
Multivitamin liquid suspension, instructed the user 
to shake well before use. 

2. On 5117112, at 9:05 a.m., while observing 
Medication Nurse 2 administer' morning 
medications to a resident, Licensed Vocation 
Nurse 1 (LVN 1) approached Medication Nurse 2 
and stated she would be givifl9 pain medication to I 

medication pass while Rc~ consultant twice a 
month during ooosuhant visit and pba:rmacy 
(QrlSuitant monthly during consultant visit by 
fullowing license nurse while passing 
medication to C1'ISUTe compliance. 

QA will be done monthly to check u... 
effectiveness ofsystem. 

,, 

Resident 13 for pain on the buttocks area. 

After verifying on the MAR a physicIan's order for : 

acetaminophen (generic name for Tylenol) for I 
,
pain, LVN 1 proceeded to document in !he MAR ,, , 

,the administration of the medication timed at 9:06 ;.
, 
Event rO;iIWYH if contil'lUatron sheet Page 20 of 25 
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, 

OERCIENcy) 

F425 Contlnued From page 20 F 425 
a.m. 

Medication Nume 2 proceeded 10 look for tho 

Tylenol in the medication cart but there was none, 

Medication Nurse 2 gave LVN 1 a set 01' keys for 

LVN 110 get • new boHie from tho supply room. 


At 9:15 a.m., during an observatiOn, lVN 1 took 

one tablet of Tylenol from the new bottle, stored 

the new IooHIe Inside the medlcalioo cart and Iefl 

the area, 


A review of the clinical recoro revealed the 

resident was admitted 10 the faciflly on 6130/05, 

and re-admitted on 4125112, _ diagnoses thaI 

included diabetes meUitus and degenerative 

arthritis, 

The quarteny MDS assessment dated 5/1112, 

indicated the resident was able 10 make her 

needs known, did not waJk and required 

extensive assistance in bed mobility and personal 

hygiene. 

A physician" order dated 4125112, indicated 

ecatamlnophen 325 milligram (ms) by moulh 

every four hours as needed for pain. 


On 5117/12, at 9:45 a.m., dUri"llan Interview, 

LVN 1 reported she administered the pain 

medication to the resident at 9:16 a.m., Instead of 

9:06 s.m, L VN 1 stated she should have signed, 
the MAR after giving the medication and not ,,before. 

According to the facility's policy and procedure 00 

Medication Administration, revised on 1112008, 
 , 
medications must be immediately charted 
foIIo:wing the administration by the penson 
administering the drugs. ,, ,, 

EwmtlO:Q1WY11 FaciiIy 10: CA94000007S 
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F 425 ContinU<ld From page 21 F 425 
3. On 5116112, at 8:10 a.m., during the 

medtcat!on pass observation for Resident 19, 

Medication Nurse 3 administered one drop of 

TimOlOl 0.5 percent (%) to the ",sideor.left and 

the right €!fOs. 

After one and a half minutes, Medication Nurse 3 

applied Azopt one drop to the left eye. 


A revieW of the clinical record d_sed the 

resident was admitted to the facility on 10125111, 

with diagnoses that included psychosis and left 

eye blindness. 

A physician'S orders dated 10125/11, indicated 

Timolol 0.5 percent (%), one drop to both eyes 

twice daity for glaucoma (Increased pressure in 

the eye). 

Another order dated 4/23/12, indicated Azopt 

ophthalmic one drop to the left eye twice daily for 

glaucoma. 


A review of the facility's policy and procedure on 

Eyedrop Administration, revised 612009, 

stipulated to walt three to five minutes between 

multiple eye drops. 


On 5117112, al2 p,m. during an intervieW, 
Medication Nurse '1 stated she should have 
waited three to five minutes to administer the 
A:zopt. after administration of the Tirno!ot CNA I and 2 were immediately confronted 

F 441 483.65 INFECTION CONTROL, PREVENT F 441 bytbe DSD. They were re-<lriented and 

SS=D 
 SPREAD, LINENS rein-serviced the poliq and procedure of 

infection control. It includes but not limited 
The facility must establish and maintain an to maintain a safe. sanitary and comfortable 
Infection Control Program designed to provide a environment that prevent lran$ll1ission (If
safe, sanitary and comfortable environment and , , disease and infection. It can easiiy be 
to help prevent the devek>pment and transmission! : demonstrated by not canying a clean item 

i of disease and Infection. I like box of glove in one hand and not 

I 
, 

I 
: holding dirty item Dl. other hand. 

EVIIIl1tK):9f\NV11 Fdt(ID:<.:A9COOOOon If contIn1,Wllon sheet Page 22 of 25 
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F441 Continued From page 22 F441 Furthermore, any clean item should not be 

place on the top of any resident fIXtUre like 
The faclrlty must establish an InfectIon Control 
(a) Infection Control Program 

over bed table and be transported and put 
Program under which it ~ 011 the top of clean item like clean linen 

cart or clean incontinent briet:,," 0511 6/12(1) Investigates., controls, and prevents infections 
in the faciRly; 
(2) Decides what procedures, such as isolation, DON and DSD made round to find out if 
should be 3Pf)fied to an individual resident; and there is any other CNA had been doing 
(3) Maintains a record of incidents and oorrective what CNA 1 and 2 had done for proper 
actions related to Infections. redi.redion. 

(b) _ling Spread of1_ OOD rein-serviced CNAs on infection 
(1} When the Infection Control Program control policy and procedure. It includes 
determines that a resident needs isolatiOn to but not limited to provlding safe. sanitary 
prevent the spread of Inli>ctlon, the faeitlly must environment to prevent development and 
isolate the resident. transmission ofdisease and infection It was 
{2) The faCIlity must prohibit emplOyees with a emphasized to them that clean item can not 
communicabfe disease or infecteQ skin lesions be mixed with dirty item. Ifdirty Item is 
from diroet contact with residents or their food, If being removed :from its origin like resident 
direct contact will transmit the disease. room, shower room or closet, such should 
(3) The facility must require staff to wash t_ be disposed/discarded. washed CNA hand 
hands after each direct resident contact for whIch then touch the clean item. Any item to be 
hand washing Islnd_ by accepted use by any resident should not be brought
professional practice. from one resident room to other room since 

it could he a good SOUl\ie of infection 
(c) Linens contamination and the like. OS/22/12 
Personnel must handle, store, process and 
m",sport linens so as to prevent the "I'f'l'!d of DON and DSD or designee will monitor 
infection. during their daily round while license nurse 

Q shift during medication pass QA 
consultant twke a month or more during 
consultation visit by checking CNA while 

This REQUIREMENT Is nol mel as evidenceQ providing resident care tor compliance,
by: 

Based on observation and interview, the facility 
 QA will be done monthly to check the Ifailed to provide a safe, .anitary environment to effectiveness ofsystem.,iprevent development and transmission of i,

Infection. cartlfied nursing asslslant 1 (CNA 1) 

was observed carrying a new box of disposable I 


· I 
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gloves In the same hand with a bag containing a 

soiled II1eontinent brief, This deficient practice 


, had the potential to result in contamination to 

i other reSiden1S, 


!Findings: 

On 5116112, at 8:15 a,m" CNA 1 waS_Ned in 

Nursing Station :2 hallway, holding in one hand an 

unopened box of disposable gloves and a piastic 

bag which contained a soiled incontinent brief and 

pushing a shower chair with the other hand, 

CNA 1 disposed of the plastic bag in the dirty 

utility room, walked beck up the hallway, entered 

Room 26, then immediately returned to the 

hallway without the box ofgloves, 


At 1:50 p.m. the same day, during an intetvlew, 

CNA 1 slated she hod placed the box of gloves 

on the over the bed tabte of one of the residents 

in Room 26 so that she and her partner could 

aocess the gloves. When asked the current 

location of the gloves, CNA 2 pointed to the Side 

of a small linen cart In the hallway. 

The box or gloves had bean plaoed on top of 

several clean incontinent briefs. 

CNA 1 then stated she should not have earned 

clean and soiled items at the same time and the 

gloves should not have been piaeed on the clean 

linen cart, due to contamination risk. 


F456 483,10(0)(2) ESSENTIAL EQUIPMENT, SAFE F456 Maintenan<:e Supervisor intmediately 

$S-S OPERATING CONDITION 
 ordered two laundry dryer Hnt filters which 

arrived on 05/lS 112 and installed 
Thefaci!ity must maintain .11 essential immediately by the same. ,
mechanical, electrical. and patient care 

,equipment in safe operating condition. I 

I, 
, 
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Continued Fro ~ page 24 
This REQUIR MENT is not met as evidenced 
by: 
Based 00 (I tion and intervieW, the facility 

faUed to malnt in essential mechan!caI 
equipment in <safe operating condffion by having 
one of two lau ry dryers with a torn and broken 
lint filter, Accu ulation of Hnt may pose a fire risk. 

Flndin!}S: 

On 5115112, at :45 p.m., during the iour of the 
laundry room i the presence of the maintenance 
supervisor, Dry r #- 2 had a tom and broken lint 
filter. 

On 5115112, at :50 p.rn.. during an in1erview, • 
laundry ~ cc k.I not explain the reason the 
broken lint filter Was not repaired Of' replaced. 

F456 

There was- no ocher dryer in the facility but 
these two with newly replaced \au.ndry 
dryer lint filter. 

Administrator in-serviced to be consistent 
in checking the dryer for any broken filter 
fer immediate replacement. Maintenance 
Supervisor in-serviced laundry persona! to 
clean the laundry dryer lint filter as 
f,Cheduled and report for any damaged that 
requires repair / replacement. 

Administrator and Maintena.nce Supervisor 
or deslgnee wm monitor during their daily 
tound by checking aU mechanical 
equlpments including but not limited to 
laundry dryer lint filter to ensure that all 
essential mechanical equipments are in safe 
and good operating condition. 

QA will be done monthly to check the 
effectiveness ofsystem, 

OS/21/12 
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