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F i}{i*ﬂg INITIAL COMMENTS

The following reflect the findings of the
% Department of Pubiic Health duting a
recertificalion survey.

Representing the Department of Public Health;

¥ 246 -
We will continue andd shide with ghe peli
! and practice of this facility that™ f.!!

Total Restdent Population: 146 Resident’s should be comfortablg snd

Total Resident Sample: 24 warai, with reasonable sccom bm§
individual needs, mcluding but pot Hafid

Highest Scope & Sevenity - E 1o bedside care, as well as in thEYiving S0y

F 246 | 483.15(e){1) REASONABLE ACCOMMODATION F 245] bed bath/showers. He/She shoulg be ~15
gg=r | OF NEEDS/PREFERENCES comfortable and warm by ushagextra o
towels or isisakets appropriatell o cov@® |
A residont has the righ! to reside and receive alt upcovered portion of hi ¥ 19 €2
services in the facility with reasonabie assure that Residents are comfortshle and
ascommodations of individual needs and warm. C.N.A's should likewise make sure

preferences, except when the health or safely of | that the room of the Resident or shower
the inglividuat or other residents would be room is warm and comiortable or else (o
endangered. refer to the mintenance supervisor for

adjastment of the thermostat control.
C.N.A.'s should Hikewise inform snd
expiain the procedure to the Resident prior
t the start of the said bed bath/showers.

!

This REQUHREMENT is not met g5 evidenced

Based on observation, interview and record | Bed baths and or Showers are given

review, the facility's nursing staff falled to ensure individually twice 8 weck on the 7-3 shift

one of 24 sample residents (12) was Keptwarm except Sundsys but should be given any 1

during & bed bath. Resident 12 complained of day or shift incieding Sundays if neoded, 1

being coid the entire $ime certified nursing hy the CN.ACS :

assistant 2 {ONA 2} bathed the resident, CNA 2

put a towel over the resident's chest area after The following Staff were jo serviced that it

bathing the upper body, however, the resident is the responsibility of all CN.As 1o |
BORATORY DIRECTOR'S OR W@% ?Re?ﬁ”éﬁ'mms SIGNATURE ' TME (X8} DATE

ROM M IMY T DL AP PTG, LAy

y gaficiency statement ending with an asterisk ( otes & deficigncy which tha instiution may be exoused from comecting providing # is delermined that

ar safeguards provide sulficient protechian to the patients, (See instrudions.) Except for pursing homes, the findings stated above are dEsclosable 90 days
swing the date of survey whether or not 3 plan of comection is piovidad, For nursing homeg, the above Tindings and plans of cogection are disclosable 14
v fottowing the dule these documents are msds avaiiable to the feciity, 1f geficiengies are cited, an approved phan of correction is mquisite to continuad

gram pasticipation,
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(e 10 SUMMARY STATEMENT OF DEFICIENCIES ST ] PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EADH CORRECTIVE ACTION SHOULD BE COMPLETION
TAL REGULATORY OR LSC IENTIFYING INFORMATION) TAG | caossasmggggég gz»\})s APPROPRIATE DATE
B i ped bath at
] ¢ A
F 248 | Continued From page 1 F 248 ﬁ;ﬁ?&%ﬁ?ﬂh trn
arms and shoulders were left exposed, Fallure to towels sad ar biaokets of all expoged hady
cover Hesident 12's entire uppar body left the parts at all times, except the face and the
regident cold, uncomforiable and as if her par; being cieanwa dgring bod bath to any
N Physical assistance and or sn fon in
Findings: their activities of daily living.
The Licensed Nurse will make sure that
On January 18, 2012, at 9 am,, Residen! 12 was this practice and or policy will be
abserved during her morning bed batk. From the jmplemented at sl times and can be N
time ONA 2 started giving the bath until the accomplished by their direct gcmﬁmz’
completion of the bath, Resident 12 complained all C.N.A.’s while giving the Residen
of being cvold. After the CNA finished bathing the medications/trentments on éh &
regident's face, neck, chest and amms, he covered i 3:00 PM shift, evervday, snd a5 at thdl o
the resident's chest and abdomen with a towel. | imitial rounds of all Resilents Mker =™
Resident 12's anms and shoulders were left | breakfast, at 8:30 AM zud untld
exposad 1o the air as the resident continued to 11 AM, when checking all Res m*:%ﬁ
gomelain of being oold, were scheduled on that particglar day bl
. : o . : received thely showers or bed Mith, 0
A raview of the medica! record indicated Resident | The D8I will sssure continued
12 was admitted to the facility on March 26, 2011, | compliance by in servicing all C.N.A.’s, and
with diagnoses including gastrostomy tube Licensed Nurse™s on the proper technigue
feeding and rheumadoid arthrilis. in givieg showers or bed bath including
rs like oxiva blankets/towels
The Minimum Date Set ascessmeni dated ::mmpemtum Also, to
December 22, 2011, indicated Resident 12 chesk/foliow up duriag daily rounds on
required extensive assistance with bathing and l Mondays through Fridays and at least
dressing. twice n dny.
In services of ali C,N.A's and

A raview of the Nurses Weskly Progress Noles

# Nursc’s was giver by the D.S. D in
dated January 22, 2012, indicated Resident 12 Licensed Nurse’s was given by

providing bed bath or shawers, propérly to

had ¢lear spaech, shvays made herself all Residents. Resident 12°s C.N,A. on
understood and was aiways understood by January 19, 2012, that was noted by the
others. Ktate Survey Team wis mnwm the
i : 4
| On January 24, 2012, at 12:26 p.m., CNA 2 D e strotion an horw o ive
| stated he shouid have covered up the Resident proper bed bath or shewers and was
12's arm and shouiders 16 make sure the resident eorrected and showed by the DSD of any
stayed warm. j incorrect procedurs, (3). t
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NAME OF PROVIDER OR SUPPLIER BYREST ADDRESS, GITY, STATE, 210 CODE
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DEFICENCY}
pe— 252
| In services 1o the rest of the Nucsing Staff
e | SAFEIL CANICOMFORTABLEHOMELIKE F25%) was give by the DSD with some refura
B8=E tions snd completed on - - - 1727712
ENVIRONMENT demonstrations 8 O 7 /
- . 1t is the practice and policy of this Iacility
' The facility must provide a safe, clean, _ to provide a safe, chean, comfortable, and
comforiable and homelike environment, aliowing | homalike eavironment as well #s
fhe resident to use his or her personal balongings maintaining furniture’siixture’s to be in
to the extent possible. good repnir, to sl Resident’s rooms and
| surroundings, inctuding but not fmited to
2 : . . i ir and replavement of the
| This REQUIREMENT is not met as evidenced | 533;"@’,;5’; was nofed by the Survey
by: , , ! | Team: A. RBrown water stains on the
Based observation and interview, the facility | | ceiling of Room 26 was cleansed and
homeilke environment. This deficient practice had g B. Stsios on Iamp shade covers in
2 potential to make the residants feel sad about room’s 76-8, 18- A, 34-A and 34-B were st
 environment, ; ’
i replaced. _
A L C. Dried food apg debris in Room
Findings: [ 19.B°s refrigerator. Were clesnsed
. ; ately. Broken er missi
| On January 16, 2012, at 12:30 pm., during the | e roeratoy therssometens in rooms 28-A,
- iniftad tour of the fzcﬁﬁy the "Qﬂmg wereg § 3-AISAKE, and room 29-5 were
observed: 'g i replaced.
1. There were brown water stains on the celling zl | The Housekoeps " i
: eeping/Janitorial Staff were in
‘ smmedi stains/debris or
2. There were brown stains noted on the lamp ‘ ml?wr g‘;’i’;ﬁ, any stains that is
. ; , jon t cedlin
3. The refrigerator in 19B had an accumutation of | z‘:;%e?;gg& any ;’:ﬂ of the
thermometers for the refrigerators in 254, 314, |
g . clesning/vepainting, or replacement.
36A, 35 B and there was 8 broken thermometer | Likewise it is their responsibility alse, to
In the refrigerator 288. ( log/write any items in the msintensnce Jog
. . . book tin ything that is
This deficient practice had a potential to make i hmk&f Zf mg;;;iz g‘ﬁgﬂﬁmr
the residents feet sad about environment. = thermometers or furnitare’ viirtyres so
F 279 483,20(d), 483.20(k){1) DEVELOP } F 279!
1
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION %8
PREFIX (EACH DEFICIERCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE .
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F23
Maintersnce Sapervisor. The above chores
F 279 | Continued From page 3 F279) ﬁ::mplgm o a daily busis, by
$8=D | COMPREHENSIVE CARE PLANS the Housekeeping/Janitorial Staff from
i Mondays ¢o Fridays between the hours of
| A facility rmust use the resulis of the assessment 5:30 AM 0 6:36 PM, & on Satardays to
g to develap, review and revise the resitent's Sundays from 5:00 AM o 9:00 PM
: pomprehensive plan of care. respectively.
1 The Maintenance and Jaaitorial
| The faoility must develop a comprehensive care Supervisors will make sure that the above |
| plan for each resident that inciudes measurable practice sud policy will be implemented by
; objectives and timetables to meet a regident’s checking the Supervisors Maintenance log
| mexdical, nursing, and mental and psychosogial on Stations 1 & 11 on & daily basiy, from
| needs that are identified in the comprehensive Mondzys to Fridays. The
 assessment. Administrator/Desipace will monitor for
continued compliasce by donbie checking
The care plan must desoribe the services that are the Sapervisors Maintensnce Log and s
to be furnished o aflain or maintain the resident's weekly rounds of the Reaident’s rooms and
highest practicable physical, mental, and the physicsi plant/building ose’s 8 week or
psychosocial weill-being as reguired under rangiomly between Mondays to Fridays.
8483 .25, and any services that would olherwise
be required under §453.25 but are not provided in service and counseling of the above Staff
due o the regideni's exarise of rights under in vegards to the above lssnex was done by
§483.10, including the right fo refuse treatment Administrator/Designee and completed on~| 2724713

under $483.10(b)(4).
f

!

This REQUIREMENT is not mst a5 evitgenced l
By

Bassad on observation, infervisw and record :
review, the facility's nursing staff falled to assess
one of 24 sample resklents (G}, Resident 6 who
haad a congested cough and a biack loenail on the
3rd toe of the left foot The deficient practice had
a potential for Resident 8 lo develop breathing
probiems and infection to the ieft third toe,

Findings

Or January 19, 2012, at .50 a.m., during the
trealrment observation for Resident 6, the

|

¥ 178

Fhe faciiy will continue & proviie
comprehensive care pian for esch Resident
that incindes messurable objectives and
timetables to meet their medical, nursing,
wmental snd psychosocial needs that are
identified it the compreliensive assessment.

iz order o prevest re-occurrence of the
above deficiencies, 1o any Residents, All
Charge/Treatinest Nurse’s were reminded
that it is their responsibility to
evalyate/usvess any Resident who has a

RM GRS 2587{02-59) Previous Veaesions Obsolsta Event 1D YR

Eaciity D: CATOG00133
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} A roview of the Licensad Nurses progress riotes
‘ tlated from January 18, 2012 {o Janusary 21,

!

| there had been a continuous assessment of the

at that ime. The resident was heard coughing l
with a ratiling sound in his chest. The resident's

coughing was heard various times during first two |
days of the survey,

A review of the olinica! record on January 18,
2012, 8t 11.30 a.m,, indicated Resident 8 was
readmitted {o the facility on December 30, 2011
with disgnoses that ingluded dementia and
possible aspiration pngumonia.

The resident's Minimum Data Set (MDS - care
and screening tool} dated January 13, 2012,
indicated the resident’s cognition was modersisly
impaired, and hig decision-making were pogr andd

dependent on staff for his care neads.

2012, indicated there was no documentation that |

resident's coughing and his third left toe. There
was no documentation that the physician had
been notified of the resident'’s black teenail,

Whaen interviewed on January 24, 2012, at 10:20
a.m., Registered Nurse 1 (RN 1) stated during
rounds they check the resident for coughing and
shortness of reath. However, he could not
provikie any documentation

A review of the Licensed Nurses progress notes
dated January 21, 2012, at 8:30 a.m,, twe days
after the initial observation the docisnentation
indicated the resident was awake with episodes
of coughing and was placed on three liters of

black/discolored tor. Like in the ause of
Resident 6, say congh that is poted should
bave thelr lungs evaluated throagh the use
of a stethoscope, by ausculiating through
aut the hung fields noting any sbnormal
Tung soands like wheeing, congestion, ete,,
- by a Liceased Nurse. Nursing measures
should be initiated like semi-fowlers
position in bed, encovrage increasing fluid
intake, Give all appropriate PRN
medication for any respirgtory problems.
¥ital sign shonld be taken with & pain
rating before calling or referving to the
attendiug Physician, Likewise, a care plan
should be initinted before the end of thelr
shifi while incorporating any MD's orders.
Alsg, to inform ie Resident amd or
responsible Party of the Resident’s carremt
condition incinding eurrent medication and
ofr treatments, Also with Resident 6, any
black toensil or change of condition should
be assessed immedintely, take the vital signs
and refer to the attending MD/Podiatrist
and Resident or Responsible Party.
Freatment shouid be initisted immediniely
after the attending MD/Podiatrist has been
notified of the above and given s treatment
prder. Treatment modalities and or
medications should be infiiated ASAP or
within 4 hours for non-avaiability
medicatioas/treatment hy any roste.

‘The KN Supervisers will make sure that the
absve measures are implemented but not
limited fo reports from the previoas shifl
Sapervisor, 24-hour endorsement/log bovk,
their rounds daity in all 3 shifis, which is

STATEMENT OF DEFICIENCIES (1 PROVIDERISUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION (GENTIFICATION RUMBER; COMPLETED
A BLILOING
056244 B WING 011252012
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, OITY, STATE, 2IP CODE
2312 WESYT 8TH STREEY
KD PARK CONVALESCENT ¥ It
GRA A o E NT HOSP LOS ANGELES, CA 96087
(%3 D SUMMARY STATEMENT OF DEFICIENCES ™ PROVIDER'S PLAN OF CORRECTHON e
PREFDX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIATORY OR L8C IDEMTIYING INFORMATION) TAG OROSS-REFERENCED T0) THE APPROPRIATE BATE
DEFICIENCY)
. | change of condition with the following
F 279 | Continued From page 4 ‘ | F 278] examoles but not limited to, cough and
resident’s left foot thirg toe, toenall was black and % Congestian/respiratory problems,
the reatment nurse did not provide any treaiment

s CMS-Z5T02-06) Prasvious Versions Clsolnie

Evant W, 9YRP1
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STATEMENT DF DEFICIENCIES 1) PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND FLAN OF CORRECTIGN IDESTIFICATION WUBABER: COMPLETED
A BULDING
056244 BWING __.. 01/25/2012
MAKE OF PROVIDER OR SUPPLIER STREET AUDRESS, CITY, STATE. 2IF GODE
2312 WEST 8TH STREET
D K CON
GRAND PARK CUNVALESCENT HOSPIT LOS ANGELES, CA 30057
x%4) 2  BUMMARY STATEMENT OF GEFICIENCIES n PROVIDER'S FLAN OF CORRECTION L
PREFIX {EACH DEMCIENCY MUST BE PRECEDED Y FULL PREFI 5 (EADH CORRECTIVE ACTION SHOULD BE ; COMPLETION
TAG REGULATORY QR LAC IDENTIEYING INFORMATION) TAG caass-aa;eaeggfen Eg g%e APPROPRIATE | UAIE
! 15T i
F-21%
. done st the siart of theiy shift, 2t the middie
cxygen by a nasal cannula, The resident was reporting/endorsiog to the on-coming shift.
transferred fo the acule hospital for faver, The DON cosnscled the Ejcensed Nurse for |
shortness of breath and congestion, Resident 6 just after the exit conference
F 308! 483.25 PROVIDE CARE/SERVICES FOR F 308 With State Surveyor in relation to the
5= | HIGHEST WELL BEING above deficiency. He will alse mositor for
continueg compliance by correcting any of
Egch resident must receive and the facility must the above on his daily rounds, between
privide the necessary care and servicas to attain | 9 AM to 8 PM from Mondays (o Fridays of
or maintain the highest practicable physical, i all Residests, stand-up meetings/RN
rental, and psychosocial well-being, in Sepervisors daily meeting and reading the |
accordance with the comprehensive assessinent 24-hour endorsementdog book. In services
angd plan of care, were given with the rest of the Liveased
Nursing Staff iy the DON aud compicied
L L L et 1727712

This REQUIREMENT iz not met as evidenced
by
Based on cbservation, interview and record
| review, the Tacility's nursing staff falled o assess
| Resident 7 who had a congested cough and to
+ administered the breathing treatment as ordered,
| {o get & madication order renewed for continued 5
use, and {o apply prevalon boods to the heels for
I three of 24 sample residents (7, 11, 12} A
% physicians order dated December 28, 2011,
inditated Calmosepting cream was 1o be used on
Resident 11 for a scrotal excoriation. The order
irdicated the medication was to be used for 14
days, or until January 12, 2012, On January 19,
[ 2i1 2, the nursing staff was cubserved still using
the Calmoseptine oream on Resident 11, A
physicians order dated December 16, 2011,
indicated Resident 12 was to wear prevaion boots
{pressyre relieving hesl protectors) on her
biigteral heels for skin managemen!. Multiple
observations were made at ditferent times of
each day, from January 18 through the 24, 2012,
where the resident did not have the bools on

¥ 309

The facitity will continue 1o provide the
necessary care and services Lo attain or
maintain the highest practicable physical,
menisi aad psychosocial well-being, in
accardapee with compprobensive assessment!
and plan of care including but not limited

to;

A. Resident’s having URT ar
cough/congestion should be
monitored far thelr vital sigos,
lung sonnds, respirations, eolor

#nd consistencies of Rasal and

RM CME-2567 {0298 Previnug Versions Ghsolete

vt 1D IYRPEY
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PREFIX {EACH DEFICIENGY $£387 BE PFRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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. #3040
. or phia | seeretions and refer
F 308 | Continued From page 6 g F 209 to gﬁ)ﬁ?ﬁy abnormality.
either of her heels. Failure to assess the residant |
respiratory status had a potential for medical B. Al treatments shoold have a
complications and failure to apply the boots current order, re-order/extension
created a potential for skin breakdown. or discostinustion sccording to the
aeeds of the Resident and or
o assesument by the Licensed Nurse
Findings and ultimately an MD order,
C. Medicated treatments unlbess i is o
2. On January 20, 2012, at 9 a.m., during the basic A & D sintment has to be
marning care observation for Resident 7, the applied by a Liccased Nurse,
resident was heard coughing with a raftiing sousl D. Prevalon boots has te be clarified
ins her chest. The resident's colghing was heard or ardered, when fo apply and
various times during first two days of the survey. when to fake it off. i Resident has
. . % tendeney o take off his/ber own
A review of the cinical record on Januaty 20, then it should be evaluated by the
2012 at 958 am,, iwdicated Resident 7 was Licensed Nurse accordiagly and
readmitied to the faciliy December 12, 2011, with veferred to the MD if nesded.
a diaghoses that included dementia and Liktwise it shoald be care planned and 2s
prieumonia. well 58 reporied to the MDD and responsible
. Party if refusing,
The resident's MUS dated December 24, 2011, To prevent re-aecurrence of the above
indicated the resident's cognition was moderately deficiencies thst was noted by the Stute
impaired, decision.making were poor and survey Team;
dependent from staff for her care nedds.
; . ¥t is the responxibility of the
A review of the Licensed Nurses progress notes Charge/Treatment Nurse to sssess or
dated from December 28, 2011 to January 20, evaiuate Resident fhe Jung sounds, give
2012, indicated there was 1o documentation that treatirents as ordered, be it voutine and or
there had been a continuous assessment of the PR and note or report back to M of the
resident's coughing. There was no documentation result of such medication and or trestneat,
the physician was notifisd of the resident's request to MD for extension, re-order and
congestion, or discontinuation of such medications and
or treatments, Likewise, all abnormai
There was a physician's order dated December parameters have to be referred to MD
12, 2012, for the nurses fo provide a hand held including initial outeomes of suck
nabulizer treatment every four hours if needed for medication and or freatment and also
shortness of breath or congestion. informing the cutcome to Resident or
Respousibie Party,

IR CMS-2567(02-99; Previous Varsions Cheokote Evant 1 ¥YRA1 Facilly |0 CAS70000133 if continuation sheat Page 7 of 28
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|

aursing approgohes included providing the
resident with treatment as ordered.

H
i
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! GRAND PARK CONVALESCENT HOSPIT f;;; fﬁz’;ﬁfé‘:i’:’fzw
X 10 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAS OF CORREDTION ok
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F 302, Continued From page 7 F 3051 It is also the responsihility of the Charge
A review of the Medication Adminisiration Regord Nurse to remind and sapervise the
{MAR) from Janwary 1 to 25, 2012, indicated the applicatioas of brace, immobilizers and or
| resident was not provided with the hand held application of a previlon boots to &
! nebulizing freatment for the congestion that had | particular Resident including the time of
been ordered by the physician. | app;;‘,:m and or W if any. gkia "
Hes t vefuses the application or £
' During an interview on January 23, 2012, at 9115 off or refesing to use it then the Atiending
| &.m., the Director of Nurses stated the ficensed Physician will be called snd advised what i
nurses should be documenting the resident's i going on with Resident and follow what is
condition, assessing the résident's lung sounds l ordered and the said Licensed Nurse will
and the effectively of the breathing treatment. | initiste ihe corresponding Care Plan.
} The RN Supervisor witl make sore that the
bi. On January 19, 2012, at 10 a.m., Resident 14 above Nursing service will be implemeated
was observed during a bed bath. Upon | through his/her daily rounds, and at least
completion of the bath, the registerad nurse . twice ot their respective shift.
supervisor gave CNA 1 Calmosepting oream, @ ved
skin treatmentiproteciant, to appiy to the The DNS will assare for contin
resident's skin. PRY | compliance through his daily rounds or at
% least twice » day on Mondays to Friduys.
A review of the medical record indicated Resident
| 11 was admilted o the facilty on December 28, Tn services snd counsefing of all the
20'2_‘; , gﬁz %}iasmes including cerebrovascular | me;:j ﬁf,ff R& Qm:m;z;;; z; s care,
accident wi SMPBIESIS. fmvo esident ‘s 7, ’
on the 7-3 & 3111 shifts, from January 15,
A physician's order dated December 29, 2011, 2012 to Javnwary 24, 2012 was done by the
indicated Calmoseptine créam was o be used on DON on January 25, 2082 and the rest of
Resident 11 for a s¢rofal excoriation. The ¢idet the Liceased Staff and C.NAE was
indicated the medication was {0 be used for 14 completed OB - - v v -mmocmwea .= 1727712
days, or untll Janvary 12, 2012, However, the
nursing staff confinued 1o use the medication
beyond the prascribed time which was seven
days after the treatment order was complieted,
A resident care plan dated Decamber 29, 2012,
addressed Resident 11 skin intagrity. The

WA CMS-268700-98) Pravioys Vergions Dhsolels
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A review of the Nurses Weekly Progress Notes
dated January 15, 2012, indicated Resident 11
had a scrotal excoriation and the area was being
treated with Calmoseptine.

On January 28, 2012, at approximately 10am., &
review of the resident's medical regord, with the
director of nursing, feilled to produce a physiclan’
s order for the continuedt use of the Calmosepline
cream. The director of mursing agreed a physician
' s order should have been renewed for continued
use of the Calmoseptine on Resident 11.

2. On January 19, 2042, at approximately 8
a.m., the registered nurse supervisor was
observed handing CNA 1 the Caimoseptine
oream 0 apply i Resident 11's excoriated
perineal aren. CNA 1 toak the Calmosspline
cream and spread it ingide of the resident's
diaper instead of on the skinfexcoriated area.

According to the erature, a fact and comparisen
sheet on use of Calmoseptine, the cream and/or
ointment should be applied to the sffected area
and rubbed in gently. Calmoseptine is for external
use.

Cn January 24, 2012, at 1210 p.m., the
registered nurse supervisor stated the
Caimoseptine cream was given to the CNA for
application on Resident 11 because the treatrment
mirse was busy with another resident, The
supervisor agreed he should have applied the
medication to the resident himsaelf if the treatmant
nurse was busy to ensure i was applied cotrectly.

& On January 18, 18, 20, 23 and 24, 2012,

TORRM CMG- 2587 02-88) Prevdous Versions Ulsoinia
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Resident 12 was cbserved at several intervals
without the prescribed prevalon hoots on her
bitateral heels. Observalions were made daily
between 8 a.m, and 4 p.m, where the pboots were
off of the resident more often than they were on,

A review of the medical record indicated Resident E
12 was admitted to the fagiiity on March 26, 2011, |
with diagroses including gastrostomy tubg
foeding and rheumataid arthritis.

A physician's order dated December 16, 2011,
indizated e prevalon boots were to be appiied 1©
Resident 12's heels for skin management.

A resident cara plan dated Decembar 16, 2011, l

addressed Resident 12's decline in physical

functioning requiring assistance froms staff with

her activities of dally living. The nursing

approaches incuded providing the resident with
pressure reducing devices,

On January 20, 2012, at 3:15 p.m., Resident 12
stated the staff doas not put the boots on alt of
the time, The rasident stated she would put themn
on herself but she cannct do it herself.

A faciity policy and procedure on “Heel
Protectors” {ho date) indicated the equipment
was io prevent skin irdfation and pressure sofss.
F 212 | 483.26(a)}{3} ADL CARE PROVIDED FOR F 312
a5« 1 DEPENDENT RESIDENTS

A resident who is unable 1o carry out activities of

daily fiving recelves the necessary services to

maintain good nutrition, grooming, and personat
and orat hygiene,

RN CRES-25687{02458) Provickss \ersions Obaciste Event ID:8YRPY1 Foacility iz CAGTOOH0132 # pontinuation sheet Page 10 of 28
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ghm REQUIREMENT is not met as evidenced
¥.

Based on gbservation, interview and record
review, the facility's nursing staff failed to use
soap on three of 24 sampie resikients {7, 11, 12)

! during their morming bed baths. Certified Nursing
| Assistant 1 used a cioth with water and vitamin A

& D ointrnent (A&D is a diaper rash cintrent and
skin proteciant) on it during a bed bath for
Hesident 11, ONA 2 used peri-wagh fo baths
Resident 12's entire body during a bed bath. CNA
3 used ¢lear water and no soap 0 bathe Resident
7. Failure o uge soap during a bed bath created
the potential for infection and skin breakdown,

Firglings:

a. On January 20, 2012, at § .. Resident 7 was
phserved during a bed bath, CNA 3 used 5 wat
cioth and no soap (o ciean the resident during the
bed bath.

A review of the clinical record on January 28,
2012, at 8:50 a.m., indicated Residant 7 was
readmitted to the facility on December 12, 2011,
with diagnoses that inclugdes dementia and
phsumonia.

The resident's Minimum Data Set (MDS) care
and screening tool dated Decsmber 24, 2011,
indicated the resident's cognition was moderately
impaired, had poot decision-making and
depandent on staff for her care napds,

An interview was condutted with the staff
geveloper on Janyary 23, 2612, a1 9116 8m,, he

| sctivities of daily Hiving receives the

! pecessary services to maintain pood

’ auirition, grooming, personsl and aral

. hygiene. Also, included in the above but not
Emited to using the sppropriste cleansing
solution or soap, with water, during bed
bath or showers. Likewise, toapply A& D
oiatment or lotion &t the appropriate time
after cleansing the Resident with scap and
witer.

ft is the responsibility of the Certified
Nurse's Ald, ((.N.A,), fo mee the
appropriate cleansing solution or soap
whes giving bed bath or showers, {The
facility uses “total bath”™ as a hsir shampoo
as well a3 & head 10 toe body skin cleanser
while the “perifresh” is use for
incontinenve and or the perinesl and
genitsl area, only). Likewise, bed baths and
regular showers showld be done properly
| from head to toe but not Hmited to,
cleansing with the saidl skin cleasser and
| rinsed with water properly, including in
| between the Residents legs that needs ¢o be
separsted during bathing and or perinesl
cleaning. Itis slso improper not 1o use 8
skin cleanser solution or just plein water. It
shouid be noted thai the perifresh perineal
cleanser does not need rinsing with water,

‘The Licensed Nurse’s will make sore that
the ahove practice snd or policy will be
fmplemenied and should be checked and
foliowed ap during their shift bours of ai
fenst twice on their respective shifts.

|
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F 312 * It is the policy and practice of this facility
Continuad From page 10 F 312 that Resident’s who are unable fo carry out
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X . . ! In addition to the above and as mentioned
stated thal the certified nursing assistants should ' in the previous deficicncy, AHl Certified

§ be using soap when bathing the residenis,

1

|5 On January 18, 2012, at 10 a.m., Resident 11
was observed during a bed bath. CNA 1 used & l
wet cloth with A & D ointment sprésd on the cloth
to wipe the resident off. CNA 1 did not use soap
o actually clean the resident during the bed bath,

A review of the medical record indicated Residant
11 was admitted 10 the facility on December 28,

2011, with diagnosss including cerebrovascular !
accident with ieft hemiparesis,

A resident care plan dated Decemnber 29, 2011,
addressed Resident 11's dechine in physical
functioning, needing assistance with his activifies
of dafly living. The nursing infgrventions inciuded
| assisting the resident with bathing and personal
hygiene,

The Minimum Data Set assessment daisd
January §, 2012, indicated Resident 11 required
extensive assistance from staff with hygiene and
tuthing. The Care Ares Assessment doted
January 5, 2012, was triggered due to Resident
11's seff.care deficlt with his activities of dally
living.

| On January 24, 2012, at12:40 pm, CNA 1

| stated she used the wet cloth with A & [ cintment
on it because the resident doesnt like to be
touched. She stated it's easier than using water,
then soap, then rinsing and then havinrg to apply
A & D or lotion. CNA 1 stated Resident 11 fights
oo much # she takes (0o kong 1 bathe him 5o

| she applas the water and ointment at the same

i

| Nursing Assistants are no longer aliowed to
1 apply miedicsted ointments and or creams

! to wny Residept’sunlesstisaplsin A& D
i ointments but it shoukd be applied on the
affected area of the Resident’s body, not on
a diaper and or clothes of the Resident,
regardiess of = difficult and or 3 time
conseming Resident. It should be noted
thet all medicated creams and or ointments
shouid be applied by the
Treatment/Licensed Nurse on duty at that
time.

The D.S.1. coneseled and in serviced the
Nurse’s who sttended Resident 7, 11, & 12,
from Jamuary 19, 2012 o January 24,2012
and follow proper procedure to maintain
goodd autrition, groomiag and personai or
oral iyeiene Likewise mny refer to their
flooy Supervisor for guidaace and proper
procedure . The rest of the Nursing Stafl
were in scrviced by the DS of the above
jssmes pud completed OB v - v cm v mm s 1727712

The DSIr will assure contineed complinnee
by checking and following up all of the

above Staff of at leust twice a day, Mondays|
to Fridays.
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time.

On January 24, 2012 at approximately 2 pm., the
diractor of stalf deveinpment (DB13) stated
rasidents are 10 be batheg with "Tolzl Bath", 2
lotionized cdeanser, The DBSD statad all regiients
should be bathed with the seap/tieanser,

A facility policy on "Bathing a Resident” {no date)
indicated the purpose of bathing is fo cleanse the
skin, prevent skin irritation and breakdown.

1. On January 18, 2012, at 9 a.m., Resident 12
was observed during a bed bath. During the bed
bath Resident 12 had a small bowel movement.
While bathing the resident private area, CNAZ
failed to open the resident's legs and Clean
thoroughly. Upon completion of the balh, the
surveyor had CNA 2 1o go back and clean the
resident private area and a small amount of stoot
appeared on the washcloth.

A review of the medical record indicated Resident
12 was admitted to the faciiity on March 28, 2011,
with disgnoses that includes gastrostomy tube
feeding and rheumatoid arthritis.

A resident care plan dated December 16, 2011,
addressed Resident 12's decling in physical
functioning requiring assistance with her activities
of daily living. The nursing interventions included
assisting the resident with bathing and personal
hygiens.

The Minimum Data Set assessment dated
December 22, 2011, indicated Resident 12
required extensive assistance from staff with !
bathing and hygiena, .
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% On January 24, 2012, at 12226 p.m,, CNA 2
agreed he shoukt have opened Resident 12's
lags and thoroughly cieanad the resident private
araa. He understood the potential risk for
infection by aot comipietely Sleaning the srea.
A faciiity policy and procedure on “Perineal Care” |
{with no date) indicated the resident's legs shouid
be separated/opened during perineal care.
¢Z. On danuary 18, 2012, at § a.m,, CNA 2 used ] 1
1 PeriFresh in the water to bathe Resident 12 2 | F314
instead of soap. 5 It is che policy and practice of this facility
| that Resident’s with & history of pressure
A review of the instructions on the botile of the ' sores and ar carrently harboring pressure
PeriFresh indicated the product was @ miid sare (53, will receive the necessary
cleanser designed for incontinence use. The treatment sud services io promote
directions indicated the product should be applied prevention of new ulcers from developing
1o the soiled and/or odorous areas. and healing of currest pressurs sores. In
addition, all treatment modalities and
On January 24, 2012, al approxdmateiy 2 p.m., Hesident respanses are assessed everyday
the DSD stated Perifresh shotld be used for during treatments and the length, width,
perinealiincontinent care, not for & complete bed depthuess or circnmference are measured
bath, The DSD stated aft residents should be on # weekly basis by the Trestment Nurse’s
bathed with the Total Bath soap/cleanser. aud likewise supervised by the Woundd
F 314 1 482.25{0) TREATMENT/AVES 1O £ 314| Consultant op 5 wonthly basis.

$6=0 | PREVENT/HEAL PRESSURE SORES

BBased on the comprehensive assessmentof 2
resident, the fatility must ensure that & regident
wha 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 treaimendt and
services to promote healing, prevent infection and
prevent new sores from developing.

The faciliiy believes in the principle of “an
ounce of prevention iy & pound of cure”, 5o
we reiteraie that the facility will do every
measure to prevent thie development ar
worscaing of pressure ulcer, Exampies of
those prevendive mensures and services sre
but not limited to;

1. pressmre relieving devices on
bed/eteair.
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£ 314 | Continved F 14 | Fa
rfin fom pagse F 314 2. Perindic elevation of the lawer
: extremities ss ordered by MD
i i and refer to the Attending MD
This REQUIREMENT g nof et as evidenced : i the said mepsure is
. s ineffective, not working,
Based on observation, interview and record Resident refusal or Resideat is
raview, the facllily nursing staff failed to ensure unable to maintain the said
twe of 24 sample residents (6, S}who had a % 5 preventive messure.

history of pressure sores and/or had pressure
sores recaive the necessary treatment and
services to promuote heating and prevent new
wleers from: forming by not providing preventive

measures.
Findings:

a. A review of the olinical record on January 19,
2012, st 11,30 am,, indicated Residen! 6 was
readmitted to the facility Decemnber 30, 2011 with
disgnoses that included dementia, & stage 4
BECTOCOCCYZ pressures and a ciosed biister on
the right heel,

The resident's Minimum Data Set (MDS a care

| and screening tool) dated January 13, 2012,

indicated the resident’s cognition was moderately
impaired, his decision-making were poor and
dependent on siaff for his care needs.

A review of the treatment records from January 1
o 25, 2012, indicated the resident was recelving
treatments for a closed blister on the right hesl,

There was a physician's order dated December
30, 2011 for both feet to be elevated with pillow
while in biad to off load pressure 1o haals. This
wag not observed on January 18 1o 20, 2012, &t
various times duning the survey process.

|

i

=

MeHSUres;

3.  Every 2 hour repositioning.
4, Keeping them clean snd dry at
afl times.
% Palsnced and adequste diet or
as ordered hy M
j 6.  Adeguate or enconrage o
drink more fluidy as long a3
tot eontraiadicated with ihe
treatment plan.
7. Refer to the Dictitian for a
dictary consult.
8 Deniat Covsalt and or Speech
Consalt if ordered.
Refer to MDD for any sign and
sympioms of infection, or
ineflective trestment modakity.
10. Rehab., Referral nud or daity
isemetric/ambulation exercises
with RNA as erdered
11. Medications and treatments as
ordered.
To prevent the re-accarrence of the above
deficiency the facility will continae to
institute and remind the following

%
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REFICENCY)
: Fa3d
F 314 Contiued From page 15 F 314 yis the responsibility of the CN.A'S ,
h. A review of the ciinicai record on January 23, Charge/Treatment Nurses that Resident’s
2012, at 9:30 a.m., indicated Resident 8 was  are kept clean, dry, probition of bed/chair
readmitted to the faciity Aprit 4, 2007 with pressure relieving devices, repositioned
diagnoses that inciuded congested heart failure every Z bours, sdeguate food and fukd
and diabetes melitus, sutake snd refervs] o the
Dictitlan/Pental/Behnb, ax well #s to the
The residents MDS dafed November 16, 2011, Attending MD or Vascular MD,
indicated the resident's cognition was severely
impaired, decision-naking were poor and totaly The RN supervisors will make save ihat the
dependent on staff for her care needs. abave is implemented. He/She will follow
up through 2very shift rounds and at feast
A review of the treatinent records dated for the twice per shift that above procedure is
month of December, 2011, indigated the residant being implemented.
had received treatment for a ciosed bGlistet on the
left heel. The DSH will assore continue compliance
through their daily rounds from Mondays
‘There was a physician's order dated June 13, g to Fridoys and at least twice per day.
2014, to elevate both feet with piliow while on bed | ¥ 314
to off ad pressure to heels for skin All Murses that was involved with Resident
management. 6 & 8 between January 19 & 20, 2012 a5
well 55 Janeary 23 &24, 2012, respectively,
Qn January 18, 2012, at 7.55 am., :80am., were counseled sad in servived, hy the
1030 am., 1048 am, 11:15am, 1125 pm. and ! DSD. He will follow up and cheek during
216 p.m. January 20, 2012 at 7:50am., 11 am, | his daily rouads, from Mondays to Fridays,
Resident 8 was cbserved lying in bed with both ! and bt least fwice per day,
heels fiat on the matress and not elevated.
In servicing of the rest of the Nursing Staff 2717713
On January 23, 2012, at 830 ans, &80 am,, waa done by the DSD and completed on - - -
11:45 a.m., and January 24, 2012, &t 010 am.
and 10:50 a.m., Resident 8 was chserved lying in
bed with both feet lying flat on the mattress and
not elevated.
: During an intenview on January 23, 2012, at 2:40
p.m., Licensed Nurse 3 stated the resident's
heels should have been slevated.
£ 315 ( 483.25(d) NO CATHETER, PREVENT UTI, F 315
ag=n | RESTORE BLADBER
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i Based on the residenft's somprehensive

- assessment, the faclity must ensure that a

| regident who enters the fapllity without an
indweiling catheter is nof catheterized uniess the
resident's clinical condifion demonstrates that
catheterization was necéssary;, and a resident
who ig incontinent of bladder receives appropriate
trestment and services (o prevent urinary tract

function a8 possible,

This REQUIREMENT is not met a8 evidenced

by:

Based on chservation, interview and racord
review, the faciily talled 1o ensure resident's
urinary Indwaeliing catheler was securely anchored
o prevent pain from polential pulling tractions
and disiodgerment of the catheter that may result
irs urethral (& mustular struclure that helps keep
uring in the bladder until voiding can occur)
traumna for one of 24 sample residents (6).

Findings:
On January 19, 2012, at 9:55 a.m., during a

morning care observation Resideni € hadan
indwelling catheler that was connested o s

infechions and to restore as much normat Pladder |

bedside drainage bag. The indwelling catheler
was not anchorad to provent excessive fension
on the catheter, which can iead fo uretheal tpars
or dislodying the catheter.

2012, at 1130 a.m,, indicated Resident § wag
 readmitted to tha facllity on December 36, 2011,
' with disgnoses that inciuded dementia and

|
|
A review of the clinical racord on Jantary 19, z
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F 315

F 315, 1t is the poficy of this facility that Resideats
are not catheierized unless the Resident’s
chinical condition demonstrates that
catheterization was necessary and a
Resident who is incontinent of bladder
receives appropriate treatient and services
1o prevent arinary tract infections apd fo
restore as much normal bladder fugction as
possible. [nchuding, but not limited to,
seeurely amchoring Resident’s indwelling
Foley catheter, to prevent pain from
poteatial puliing tractions and
dislodgement of the Foley cutheter that may|
resuit in uretheal tranma sad tears.

To prevent the re-pecurrence of the above
deficiency, Licensed Nurse’s were in
serviced that i & their responsibility to
anchor the indwelling Foley catheter’s 2.3
inches {rom the urethra and secure it on the
upper ihigh of the Resideat by using o
kypoaliergenic tape,

‘FThe RN Supervisor will make sure that the
above practice or policy is implemented by
checking and fellowing up throagh histher
shift rounds, and ai least twice a day, that
the said poticy is followed and
implemented.

| The DON counseled sad in serviced the
l Licensed Staff who were taking care of
| Resident 6, between January 19 to 24, 2012,
| on the proper care including anchoring the
said Folky cathetey properly to prevent
potentisl {rauss or injury.

The rest of the Licensed Siaff were in
sewieedhytﬁei)snandeﬁmnmeﬁm»-« 2120713

M DRES-256T10209) Pravious Varsions Obsolets Event L EYRPF1
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possible aspiration preumonia.

The resident's MDS care and screening tool

dated Jartary 13, 2012, indicated the esident’s

cognition was moderately impaired,

decision-making were poor and dependent on

staff for his care needs.

¥a28

During an iMerviewed on January 24, 2012 & : The tacility will contivue to honor the

10:50 a.m., Livensed Nurse 3 stated she did not policy und practice to ensure that

remember if the indwelling catheter was tapsd Resident’s receive propex treatment sad

and that the indwelling catheter should be care for the following speciul services;
arichored. infections, Parenteral and enteral finids,
F 328 483.258(k} TREATMENT/CARE FOR SPECIAL ¥ 3281 Colostomy, ureterostomy, or flsostomy
ss=g | NEEDS care, tracheostomy care, tracheal
. suctioning, respiratory care, foot care and

The facility must ensure {hat residents receive prosthetic care ncluding bat not limited to

| proper treatment and carg for the following : Podintry cave. Resident’s will be seen,

‘ spacial services: evaluated and treated if needed by the
Injections; . Podigtrist gt feust every 61 dnys or ns 500D
Parenteral and enteral fluids; | ss possible according to the Resident’s
Colostomy, ureterostomy, or lecstonty care; individas! aceds.

Tracheostomy care;
Tracheal suctioning, The contracied Podiatrist bas the

Respiralory care; ! obfigation (o decument Resident’s that was
Foot care; and : soen for that particalar visit, i their
Prostheses, individualized medicat fite under the

cousnit section, The contends of the said
l docmentgtion should inchede bat ot
This REQUIREMENT is not met as evidenced fimited {o Hesident’s
: treatments/medications, disgnosis,

Based on observation, interview, and record assessmeni/evaluntion, scceptance or
review, the taciiity's nursing sta¥ fajled o provide refusal of the said Resident or refusal to be
proper freatment for foot care for two of 24
sampie residents {7 and 11} by allowing the
residents to have long sharp toenails and not
sueing a bodiatrist. This had the polential to
cause injury to the residents.

4% CHS-255H02-98) Prentous Versions Obsolete Evant ([ &YRPT Faciity I CATOHRNAY if confinuation sheset Pags 18 of 28
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F 328! Continued From page 18
Findings:

a. OnJandary 19 and January 24, 2012, a1 8
a.m., Resident § was observed duning o bedd bath.
The resident had long sharp foe nails on both
feel The loenails ware approximately 1/4 inches
iong,

|

A review of the clinical record on January 19, '
20142, at 11:30 a.m., indicated Besident 8 was l
readimitted 1o the facility December 30, 2011 with
diagnoses that included demeantia, diabeles
mellitus and possite aspiration pneumonia,

The resident's Minimum Data Set (MDS a care
and screening tool) dated January 13, 2012,
indicated the resident’s cogaition was moderately
impalred, decision-making were poor and
dependent on siaff for his care neads. l

A review of the Licensed Nurses progress notes

dated from January 17, 2012 to January 20, !
2012, indicated there was no documentation that |
the resident had been seen by the podiatrist.

An interview was conducted with Registered
Nurse (RN 1} supervisor on January 24, 2012, st
10:20 a.rm. During the interview he stated the last
time the Podiatrist came {one day last week) we
ask hirm {0 see the resident and he stated he
osould not because he came to see certain
residents. However, RN 1 could not provide any
documentation of the conversation with the
Podiatyist and there wers no Podiatrist progress

F 328 ¢ven seen by the Podiatrist and skould be
itriad xgain in the next visit, Any refusal
shonid be reported to the Social Service
Staff gnd Divector of Nurses for follow up
 {o the attending Physician, assistance of the
Responsible Party sud or proper
disposition,

!?o prevent re-occurrence of the above

; deficiency or Resident’s from harboring
iqmg and unwanted tocuails the following
discipline’s or stafl were in serviced that it
is the responsibility of stt CN.As,
Treateaent’Charge Nurse'’s to advice the
RN Supervisor and in tura notifies the
Secial Service Staff of the need of &
Podiatry care ASAP of a particular

| Resident. The Social Service Staff will in
turs alert the Contracted Podistrist of the
| needs of a particulsr Kesident snd shouid
§ be seen #s soon as feasible.

’ | The DON will make sure that the above

g' protocol is implemented by following sud
. checking during his daity rouads, from

i Moudays to Fridays, Likewise, the DON
counscled and in serviced the CN.A'S,
Licensed Nurse’s, Social Service snd
Contracted Podiatrist of Resident 62
podiatry care needs and should be
addressed within 7 days, from the date of
antification and documented as such by the
professional disciplines mentioned above.

The Adizigistrator/Besignee wiil assure
continned compliance by randomliy

notes. 1 checking with Nursing and or Social
Service Staff on s weekly basis during his
daily ronnds, on Mondays to Fridays,
R CHAR-2867402-00) Previous Varsions Obsolate Event I3 2YRP13 Fracdiity I0: CAR7U00G183 if continuation sheet Page 18 of 28


http:Resident.ad

PRINTEL: 02/14/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0938-0391
STATEMENT OF DEFICIENCES (X1} PROVIDERISUPRLIERACLIA X7 MU TIPLE QORSTHRUCTION {£3; DATE SURVEY
AND PLAN OF CORRECTION HENTIFHCATION FMUNMBER, GOMPLETED
|A suLOmG
056244 8. WING 01/2512012

NARAE OF PROVIGER OR $UPRLIER
GRAND PARK CONVALESCENTY HOSPIT

STREET ACDRESS, CITY, STATE, 2IF CODE
2312 WEST 8TH STREET
LOS ANGELES, CA 906057

x4) I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IDENTIFVING IRFORMATION)

PREFIX
TAG

PROVIDER'S PLAN OF CORRETTION
{EAGH CORRECTIVE ACTION SHOIALD BE
CROSS-REFERENCED TO THE APPRUFRIATE
DEFICIERGY:

GATE

F 328

F 431
S8=E

Continued From page 19

<. On January 18, 2012, ai 8 a.m., Resident 14
was observed dudng a bed bath. The resident 1
had long toe nalls on the first, second and third
toe of the left fool. Each toe agif was between 174
and 172 inch fong.

A review of the medical record indicated
Resident 11 was admitted 1o the fagility on
Dacember 28, 20711, wilh diagnoses including
cerebrovascular accident with left hemiparesis.

A resident care pian dated Dacember 28, 20114,
addressed Resident 11's dadling in physical
functioning, needing assistance with his activities
of daily living. Tha nursing inferventions included
assisting the resident with biathing and personal
hygiene,

The Minimum Dala Set assessment dated
Janualy 8§, 2012, indicaled Resident 11 reguired
extensive assistance from staff with hygiene and
bathing. The Care Area Assessment dated
January §, 2012, was triggered due to Resident
14's seifcare deficht with his activities of dally
fiving.

483.50{b}, {d}, () DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must empioy or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detall to enable an
acourste reconciliation; and delermines that drug
records are in grder and that an account of all
controfied drugs is maintaingd and penodically
reconciled.

F 328

F 431

FM8
In services was done by the DSD of alf o

the concerned Staff and completed on - -~

2143

F 431
The Pacility will continue to sbhide with the

sdopted policy from the contracted
Pharmacy, that, Drugs and biclogieal used
in the facitity must be Iabeled in accordance
with cerrently sceepted professionsd
principles, sad incluge the appropriate
socessory and cauntionary instructions, and
the expiration date when applicable. The
following is siso included i the above
policy, but ot limited to;

i OMS-2558T{0R-09) Provious Versions Obsciete
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F 431 Continued From page 20 F 431 ;i g?ﬁ};:ﬂ;ﬁﬁ;?f&: ﬁﬁ:ﬁ ;n !
Drugs and biologicals used in the facility must be | contsminsted or deteriorated drogs
labeled in accordance with curvently aceepted | ghall be svailable for use.
professional principles, and inciude the = b, Contracted Pharmacy shall replace
appropriate accessory and cautionary ‘ or expired E-Kits in any form
instructions, and the expiration date when f,ﬁi?«;;hmi from n.,ﬁﬁmﬁia_
applicable. : 3. RN Supervisor’s and all Licensed
x | Nurse’s stall check afl E-Kits and
In accordance with Stale and Federal laws, the 'I gézx ms&m‘ ns in focked cabinets,
facility must store afl drugs and bislogicals in 1 medicatioa/treatment carts, ¢ least
locked compartments under proper temperature j ote’s a week, on Thursdays, and to
controls, and permit only authorized personnel to ! tske out and discard properly and
' have access to the keys. % sccordingly all expired medications and
o . binlogicals.
The faciiity must provide separaiely locked, P ;;ph;g,n medications that were
parmanently affixed compartments for storage of discarded through the Contracted
sontrolied drugs listed in Schedule ! of the Pharmacy and or the Facility’s Centra)
Camprehensive Drug Abuse Prevention and | supply staff.
Controf Act of 1976 and other drugs subject to ;
abuss, sxcept when the facility uses single unit | The followitg remedies have been
package drug distribution systems in which the | msﬁmt; PN gmem re-oecarvence of the
guantily stored is minimal and & missing dose can above:
be readily defected.

Yhat il is the responsibilicy of the Chsrge
Nurse’s on alt 3 skifts, to check their
assigned medication/treatinent earts 0nes 8
week ont Thursdays, and remove apy
expired mesdications/biclogicals and will be
ardered and replaced ASAP through the

This REGUIREMENT is not met as evidenced

Bésacl on observation, iderview, and record !

review, the facliity failed to remove and replace = tracted Phs or the Fueili

axpired medication §u§p!y. Surv_eycr found one gf:tzf;upw ;% Also to rent tf o all

emergency medication supply kzt»comasniag medicationsbiologicais that has beett used

expired rosdications and two expired boflies of ep, properly aud secordingly as per policy.

Bouse supply vitamin liquids, which had 2

potential io result in more than minimal ham to The RN Sapervisors witl ise check all

all of the residents resided in the facility. igzm’ {injg':m“ o Qﬁm&)’ ;':; o8 ocked
house sund remove

Piﬁdings: cahinets used as 8“’[!]!&03

|
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pag all expired medicationy/biologicals sad

On Janvary 18, 2012, 1045 am,, during an
inspection of the medication room focaled at the
nursing station 2 with the nursing supervisor,
there was &n emergency medication Kit {e-kit)
containing injectable medications stored ina
iockable cabingt. The label outside of the
container indicated the last exshangs was on

§

|
|

B2 (Ociober 22 2011) and an expirgtion

' the Rit for ingpection. Inside the kit, there were a

date of "12/11" {(December 2011). There was
also a content list of 48 medization counts. The
sturveyor asked the nursing supervisor 1o open

total of eight counts of emergency medications
that had expired: one vial of phytonadione 10
mg/mi {Vitamin K, uses include hemorrhagic
conditions}, expired on ™1 DEC 20117, one vial of
naioxone §.4 ma/mi, expired on "1 JAN 2012"
two viais of prochicrperazine & mg/ml, expived in
OEC 20117, we vials of Lash 10 moimil, expirad
on "1 DEC 2011" two vials of Sadium Chioride |
(.9%, expired on 1 Jan 20127,

On January 12,2012, at 1116 am, duringan |
inspection of the "overdhe-counter” cahinet inside
the medication room located at nursing station 2,
the nursing supenvisor confirmed there were two
bottles of Geravim liquid imulti-vilemin) inside the
cabinet, Both botlles were lnbeled fo expire in
November 2011, The nursing supervisor stated
the charge nurse or supervisor should have
inspected the medication room sboutonce a
wesk.

A review of the "Cornsullant Pharmacist Report”,
dated 1114712, indicated the pharmacist noted the
expirad e-kit,

During & telephone interview, on January 18,

nRIToties.

%

‘have it replaced ABAP through the
Contracted Pharmacy and or Facility’s
Central Supply Staff including
medication/bialogical that has been used up
and neads replacement. Likewise, it will be
done on Thursdays, on 2l 3 shifis.

The BON will make sure that the above
practice is implemented sod will check ones
# week in raadom manner of ol
Medication/Trestment caris ss well as
Iocked cabinets on both Nurses® Stations
say day from Mondays to Fridays. This is
done {o assure nona-issuance of expired
medications and biotogics! incloding

The Pharmacy Consuliant will assare
continued compiinnce through her monthly
vigits sud or in services.

- Ia services {g all Licensed Narses was done 12
by the DON and completed on » - 2« - wwnn 717712

I CMS-ZE8 249 Previous Versioas Cheolnte Everd X 0YRPH
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2012, at 1:35 p.m., the pharmacist stated she
notified the pharmacy about the expired e-kit on
11212, The pharmacist also stated the g-kit
should have been exchanged by the pharmacy
within 72 houwrs.

A review of policies and procadures adapted by
the facility, presented by the director of nursing,
dated January 2008, tited “Faciiity auditing &
removal of expired and discontinued
medications”, under the "PROCEDURE", number
8§, indicated "staff designee will document such
inspections with the date and signalure..™ No
such log was present for surveyor,

According to the California Code of Regulations,
Tille 22, section 72357 {I} Drugs shall not he kept
in stock after the expiration date on the tabel and
no contaminated or deteriorated drugs shali be
available for use.

483,85 INFECTION CONTROL, PREVENT
SPREAD, LINENS

F 441
SH=E

The facility must establish and maintaio an
Infection Control Program designed fo provide a
safe, sanitary and comfortable environment and
fo help prevent the development and transmission
of disease and infsction,

{a) Infection Control Program

The factlity must sstablish an infection Control
Program under which it -

{1) Investigates, conlrols, and prevents infections
in the faciity,

(2} Decides what procedures, such as isohation,
should be applied to an individual resident; and
{3} Maintains a record of incidents and corrective
actions related to infections.

F 431

F 441
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1 {b} Praeverting Spread of infaction

| (1) When the Infection Controf Program
determines that a resident neads isofation to
prevent the gspread ¢of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a

| commmunizable disease or infeciad skin lasions
from direct contact with residents or their foad, if
direct contact wil transmit the disease.

{3} The faciiity must require staff t wash their
handg after each direct residant contact for which
hand washing is indicated by accepied
professionat practice.

(c} Linens

#arsonnet must handie, store, process and
transport linens so as to prevent the spread of
infection.

! This REQUIREMENT is not met as evidenced

| Based on observation and interview, the facility’s
nursing staff failed to provide a safe and sanitary |
environment o prevent the gpread of infection. By !
faiting to date Resident 7's oxygen humidifier
hottle when # was initiaily used, this had the
potential to cause bacterial growth in the
humidifier. When s Certified Nursing Assistant 4
siored a contaminated shower chalr that was
usesd by a resident with methiciliin resistant
giaphyiocorcus aweus (MRBA) iis the shower
roor for two of 24 sample residents (8, 7) and
wo oxygen concentrators were stored in the
gaygen supply storage ares with openfused

i humidifier bottfes attached. This had a potential

 palicy and practice (o establish snd

, muintein an Infection Control Program
desigred to provide a safe, sapitary and
comfortable environment and to help
prevent the development and transmission
of disease and infoction, In addition to the
above, the follewing v added bat noi
Hmited to oxygen hamidifyieg hottles and
oxygen tabing are changed every week or 7
days o prevent the spreed of infection.
Likewise, any tubing or humidifving bottlen
that has been used or that the plastic
wrapper has been removed or opened, i
already considered used or contaminsted
and shonld be changed after 7 days or
changed before any nther Resident nges it.

Oxygen humidifying bottles and tobing’s
wiil be changed every week on
Wednesdays, whether it was changed less
than 7 days ago or uot Furthermore,
axyees humidifying botties and or exygen
fubing miay not be marked o the date it
was lust changed because all of the abeve
prrapherusiia sre all changed every
Wednesdays. This practice is the same if
the oxygen bumidifying bottle and or
oxygen tubing is nsed by an exygen tank of
any size or an oxygea concentrator. There
will be no opeacd or wsed oxygen
humidifying bottics and oxygen tubing that
will be stured in the oxygen reom at all
fimies.

Shower chairs should be disinfected
chemicatly by spraying with “U-1 Plus
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; (6" gnd wiping it dry with a paper
F 441 ! Continuad From page 24 F 441 Mint #1
d after wse by any Resident,
for widespread of infection for the residents in the | towel before and 2 i
faciily. ! "Thie following practice has been stitured |
. j to prevent the spread of infection among
Finding: Residents and Staff.
a. On Jenuary 18, 2012, at 12220 pm., during | s of e RNA™S, (o
initial tour, an undated humidifier botie was | o Bmenidifying bottles and
observed connected to the oxygen tank nextto | gxygen tubing’s that is in use or the plastic
Resident 7's bed. 1 wrapper is omfmmw’ LVRYY,
. the weel, §.ikewise any used
During an interview with the Licensed Vocational | gwﬁfgfuﬁmw bottles and tubing’s
Nurse (LVN), on January 23, 2012, at @45 am,, il e discarded before storing &l oxygen
the Director of Nurses stated the humidifier bottle I {ank 25d or concentraior inside the Oxygen
should be dated when opened. | Root, unless it is in sealed plsstic wrapper
A review of the clinical record on Jenuary 20, | or umopened plastic wrapper.
2012 at 9:50 a.m., indicated Resident 7 was @i re that
| readmitted to the facility December 12, 2011, with e eies wil be implesmcated and
: & diagnoses that included dementia and wil] be checked mndomty daring their
| peumonia. | dsily rounds of their Residents.
| | I —
| b. On January 19, 2012 at 11:16 am., certified T D e e Namtre ot infoctioa
nursing gssmfm»t 4 (C&fi‘ 4) was ob&e:ved contrel in relation fo, Resident’s 6 & 8, on
transferring Resident 8 in a shower chair o take Japuary 19, 23,& 25 respectively. Also, hie
him for & shower. Resident & was in contact will assure continued complinnce during bis
 isofation and the UNA took Resident & in the daily rounds from Mondays to Fridays aud
shower room in the shower chair and retumed fo in services.
the room. When the CNA was done with the
shower chair he took the chair and placed in the .
: . . oo I services was done by the DON to 3l
| shower room without disinfecting the chair, i | RN.ACs and Licensed Staff in regards to 2/22/1]

;

A review of the dlinical record on January 19,
2012, &t 11:30 am,, ingicated Resident & was
readmitted to the facility on December 30, 2041
with diagnoses that included dementia and
passibie agpiration pneumonia,

R .

infection control and rompleted on
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F 441 | Continued From page 28 P Faaq
During an interviewed on January 23, 2012, at | '1
| 10:20 a.m., Registered Nurse 1 stated the shower | |
! chvair shoukt have been cleaned before placing | 5
; the chair back into the shower room. ¢
|
| ¢. On January 25, 2012, at § a.m., during general |
| observations of the oxygen storage area there
L was one oxygen concentrator with openfused
humidifier altached with oxygen tubing on station
2b and on station 1bin the oxygen storage area
there was one oxygen concenirator with
| openfused humidifier aftached. F 514
ity will continue to maintain
On the same date during an interview with the 31?:&:: ?3@3 :fz each Resident in
staff developer he stated he did not know i the aceordance with accepied professivual
humidifiers were clean or not, He agreed the standards end practices that sre complete; |
g%mm?@zi& an opeigf ;seggéxygen ! scewrstely documented; resdily accessible; |
U er shoudd no placed & 1 ; red,
oxygen area. | and systematically organ
58= RECGQD&CGMPLEWACCURAY&!&CCESS‘E : information to adeuﬁfy the Resident; g
'i LE ! | record of the Resident’s assessments) the
. i . i plan of care andd services provided; the
The facility must maintain clinical records on gach z resutts of any preadmissicn screening
resident in accordance with accepted professional ducted by the State; and progress notes.
standards and practices that are complete; ol ) ’
- accurataly documented; readily accessible; and Included in the sbove protocol are the
systematically organized. follawing bt sot fmited i0;
. ) . . Residents who are receiving any form of
The clinical record must contain sufficient chemical restraints, physical restraints 8
information to idendify the resident; a record of the | well as projonged use of & device will have a
resident's agsessments; the plan of care and verified/confirmed informed consent at the
smic%‘ p(widsd; the resuits of any time of admission or ui the Hime it was
preadmission screening conducted by the State; ordered. AN of the above parties will be
and prograss notes. ! informed and approves the ussge of the
_1 | above, starting from the Attending
. | Physician/ hiat
This REQUIREMENT is not met as evidenced " Frychiatrist
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F 514 Continued From page 26 I F 514 Resident/Responsible Party and the Faciiity
by: g [Representative through the Licensed _
Based on absersvation, intervi :Narse. !
atlon, interview and resord { I'The Facility has revised the informed
i

review, the facility failed o maintain ciinical
records on gach resident in accordance with

y #ccepted professional standards and practices
 that are complete. There was 1o Informed
Consent for the use of physical restraint (bed side
tails) for one of 24 residents (2). This deficlent |
practice had the potential to make the resident be
not informed of the use of restraints.

Finding:

| On January 18, 2012, a review of the madical
record indicated Resident 2 was originally

- admitted to the facllity on November 10, 2011, |
t and was readmitied to the faciity on January 11, |
I

2012 with diagnoses that includes muscie ]
weakness and diabetes melfitus (high blood '
* sugark.

A physician‘s order dated January 12, 2012,

; Indicated Resident 2 was {o require the bed sids

: rails to be up when the resident is in bed. Record
review indicated there was no informed Consent
for the use of bedside ralls in Resident 2's
medicat record.

On January 24, 20142 st 16:45 a.m., review of
Resident 2's medical record with RN supervisor 1 |
j there was na Informed Consent in the record, RN

j superviser 1 stated the side ralls were used for

; mablity and consent is needed uniess the side
rafls are used for safely. |

| The facitity's Side Rail policy with no dats g

[consent form that will be used by the
i facility with g “Korean” translation st the

fback of the said consent form.

1t is the responsibility of the Attending
Phydician 10 secure a verified informed
conseni for the proposed treatmeni such 53
Physicat Restraing, Psychouctive

| Medication or Prolonged Use of a Device to

{i the Resident/Responsible Party. _

| He/She will cxplain and reviews the

| California Code of Regalations, Title 22
i Sections {2}, (b} & (¢} befare giving a
 verificd informed consent to the faciity,

é 1t is the responsibility of the Licensed

| Nurse to verify sod elarify the verified

i informed copsent from the

1 Resident/Surrogate Decision Maker. Upen
| vorification/clarification from the above

| Resident/Surrogste Decision Maker, the
Licensed Nurse fills out the verified
informed consent form property and then
the said proposed ireatment can pow start
to be given sud or applied. A Resident will
not be able (o receive/spply the sbove
groposed treatment, if the shave consent
form has wot beer properiy fliled outl by the
ficensed Nurse at the time of sdmission or
at the time it was ordeved,

The BN Supervisor will make sore thak the
abeve practice or pelicy is implemented by
going over mewly admitted Hesident's or

i
i
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F 514 | Continued From page 27 F 514 F 514 ders for & Ph Chemicnl
u Lo p . oW OGrdaers 1or a ym Rl Or n
indicated a physician's order and a consent is % Prolonged used of a device.

of as an enabler.

needed 1o slevate one or both side rails for safely

He/She should check and verify that the
consent form Bas been properly filled out.

The DON will assure continued camplisnce
by ehecking randemly 2il Resident’s that is
newly admitted or Resident’s who just had
& new arder for a Chemical/Physicsl
restraint as well as 8 Prolonged aseof 2
devive, and the verified and coafivwed
informed consent is i order before giving
the medicefion/trestment/device to the said
Kesident,

J—

Also, the word “mohility” that is reiated o
the use of & side rail has been changed to

: “enabler™ as define in the facility pelicies

[ aad procedure. Enabler is use to assist &

| Resident when repositioning self while in
bed by grabbing the side rail(s). A coasent
is not seeded if the suid bed rail s used as
as enabler and nof a physical resirsint.

Likewise, The Medics! Records Staff will
make sure that the shove forms will be
filled out properly aud timely or efse it will
be included in their daily sndits.

AH of the abave Personpel were in serviced
by the DON and completed on v v~ vm o 2/23/12

|
|
|
|
|
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