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PROVIDER'S PLAN OF CORREGTION

X4yl SUMMARY STATEMENT OF DEFICIENCIES i o
PREFIK (BACH DEFICIENCY MUST 8F PRECEDEDR BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE ‘
ARG REGULATORY OR LS IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE ARPROPRIATE i
: ! [ Toni 7Y
| DEFICIENCY) :
F 000 INITIAL COMMENTS ‘ F 000

K ‘ This viar of cor-ection is prepared as

. The following reflecis the findings of the ‘ required by aw. By submitting the Plan of
Department of Public Health during a Correciion. Regency Oaks Post Acute |
Recertification Survey. Care Center does riot admit 11at the ;

; ¢ deficiency listed in this form euists. nor |

does the center admit 1o any clatements.

CImdings, facts or conclusionsg that form the |

. basis for the alleged deficiency Tne

Representing the Department of Public Health:

 Surveyer ID No: 33638, RN, HFEN Cenater teservas the foht to cheli :
Surveyor 10 No' 34178, RN, HFEN loera g o e e bt o chalenge in
Surveyor 10 No: 36904, RN HFEN edla and-or regulatory or administrative

: - : : oroceedings the deticiency stacements,

o N ] ) ‘acts, and conclusions that from the basis

7 Highest Severity and Scope: E 0 the defiziency.”

Total Resident Population: 55
Total Resident Sample: 16
Total Randomly Selected Residents 6
Total Closed Record Samples® 2
F 640 Encoding/Transmitting Resident Assessments F 840

ss=£ CFR(s) 483.20(M)(1)-(4) E Taq identifier: F 640

Immediate corrective action(s) for !
" those Residents atfected by the ;

§483.20(f) Automated data processing
deficient practice: ‘
{
f

. requirement-

§483.20(f)(1) Enceding data. Within 7 days after
a facility completes a resident's assessment, a 4 .
 facility must encode the following information for MOS comprettons for Residents

each resident in the facility: jrfnz,::,g; ;O&C?%egi Z!ic(it?gm”y i
. (iy Admission assessment. ' ’ TR ;
(liy Annual assessment updates. |

- {iii) Significant change in status assessments. Plan ! Process to identify other

{iv) Quarterly feview assessments. - residents potentially affected by the |
{v) A subset of items upon a resident's transfer, same deficient practice and corrective
reentry, discharge, and death. ‘ . action(s) to be taken:

(vi) Background (face-sheet) information, if there

1s no admission assessment. -MOS Coordinalor reviewed and checked

other resident assessments and
submission dates. No other residents were

§483.20(1)(2) Transmitting data. Within 7 days

“after a facility completes a resident's assessment, affected
a facility must be capable of transmitting to the . : |
i
LABORATORY DREETOR S ov} PROVIDER/SUPPLIER REPRE SENTATIVE'S SIGNATURE T TTE ; (X5) DATE
7 . L - i "‘ /3 {w) ., . 1/ . ]/5.
W J S m e g /-2

Any deficiency statement anding with an asterisk (*) denotes a deficiency which the mstitution may be excused from correclln’g proviging it 1s determined thal
uther safeguards provide sufficient protection to the patients. (See instructions.) Except for nurging hiomes, the findings staled above sre disclosable 90 days
lollcwing the cate of survey whether or not a plan of cotrection is provided. For nursing hames, the above findings and plans of correction are discicsable 14
days fo'cwing the date these documents are made availatble to the facility !f deficiencies are cited, an approved plan of correction is requisite to continued
prageam parlicipation. .

If corlinuation sheet Page 1 of 37

Faciity ([} CA340000C23

APR 02 2018

FORM TMS-2567(02-09) Previous Versicns Obsalete Event D HIGO

By




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

PRINTED: 03/22/2018
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STATFYENT CF BLAITIENCIES

(X1} PROVIDERICUPPLIERICLIA
HOLNTIHICATLON NUMBER

(X2} RAULTIPLE CONSTRUGTION

(X3) DATE SURVEY
COMPLETED

- CMS System information for each resident

. contained in the MDS in a format that conforms to
! standard record layouts and data dictionaries,

. and that passes standardized edits defined by
CHS and the State.

1 §483 20(1)(3) Transmittat requirements. Within

: 14 days after a facility completes a resident's

: assessment, a facility must electronically transmit

! encoded, accurate, and complete MDS data fo

. tne CMS System, including the following’ i

! ()Admission assessment.

(i) Annual assessment. i

i {1} Significant change in status assessment

 {iv) Significant correction of prior full assessment. |

i (v) Significant correcticn of prior quarterly

' assessment. |

{ (w1} Quarterly review

{ (vii) A subset of items upon a resident’s transfer,

1 reentry, discharge, and death, i

. (viil) Background {face-sheet) information, for an
initiat transmisston of MDS data on resident that

* does not have an admission assessment

§483.20(hH{4) Dala format. The facility must
transmit data in the format specified by CMS or,
for @ State which has an alternate RA! approved
by CMS, in the format specified by the State and
. approved by CMS.
This REQUIREMENT is notmet as evicenced
by:
Based on interview and record review, the facility
failed to complete and submita Minimum Data
Set ((MDS] a standardized assessment and care
screening tool) to the Center for Medicare and
Medicaid Services (CMS) timely foreightof 8 !
sampled residents (Residents 1,2.3,4,6,6,7, |
; and 8). i !
i

F Taq identifier: F 640

F 640!
i
Facility measures and systemic

changes to ensure the deficient
' practice does not recut:

ARG TLAN OF CORRECTION A BUILDING
!
055378 5 WikG _ 03/11/2018
NAME (F PROVICER OR 5uPPLIER STREET ABDRESS, CHTY, SIATE, 7P COCE
REGENCY OAKS POST ACUTE GARE CENTER 880 E EETHER ST
; ACUTEG NTE LONG BEACH, CA 90804
(14310 SUMMARY STATEMENT OF DEFIC.LNGIES : i} PROVIDER'S PLAN OF CORRECTION L
SREFIX (LALH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX {EACH CORRECTIVE ACTION SHOULD BE UJ&;;’}‘CF"O“
TAG REGULATORY OR LSG IDENTIFYING tNFORMATION: TG CROYS-REFERENGED T THE APFROPRIATE *
i GFFICIENGY)
. .
| F 040 Continued From page 1

MEOIS cocrdinator was provided education

- fromthe Administrator on 3-12-18
regarding the importance of electron

watly

" transmithing the completed assessments 10

- CMS ir a hmeiy manner MDS

coordinator was also educated again on 3-

21-18 by the DON to confirm the
understanding of the education provi

ded

by the administrator and to confirm tha

process is complete and effective.

MOS Coardinator will print out weekly
submissions and keep them in a binder in

the MDS office.

Facility plan to monitor corrective

actions & sustain compliance: integrate

QA Process:

-Admunistrator, DON or designee wil!

review the MDS birder weekly 10 assure

! continued compliance

i -Findings from audits and quality
assurance checks will be orought fo

1
rward !

ta the marnthly Quality Assurance and i

Performance Improvement meelings and

wilt be subimitted, discussed and

Completion Date(s): 4/02:2018

documerted for further recommenrdations. !
I

f%—z:/ 5

i
i
i
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{‘?.T/“{l: T OF SEFICIENGIES X1} PROVIDER/SUPPUIERICUA
ARD PLAN TF CORIECTION INENTIFICATION NUMBER

L 086378

XIHALTIPUE CONSTRUBTION %3y DATE SURVEY
e e
A HUILDING COMPLETED

B WING

[ — 93/11/2018

KARE OF PROVIDER OR SUPPLER

! REGENCY CAKS POST ACUTE CARE CENTER

STREET ADORESS, CiTy, STATE. 2P CGOF
3850 E ESTHER ST,
LONG BEACH, CA 30804

Xaylp SUMMARY STATENENT UF DEFICIENCIES
PREFIX 15 ACH DEFICIENGY MUST RE PRECEDED BY 7 &
TSR REGULATURY OR 1 SC IBUNTIFYING INFORMATION

0 : PROVIDER'S PLAN OF CORRECTION ix5)
PREFIX (EALH CORRLUTIVE ACTION SHCULD BE ‘;‘)M)’.Li_,“[)ﬂ

(XTI CROSS-RIFERENCEDS 10 THE APPROPRIATE Date
UEHICIENCY]

© 240 Continyed From page 2

! “and may result in not identifying a potential
“decline in their functional and psychosocial
; status

| Findings'

- 0On 3/10/18, during a review of the facility
~Minimum Data Set ((MDS) a standarcized
i assessment and care screening lool) dala
- compietion and submission activities, the
. Administrator was asked to provide CMS

! “and 8.

“0n 3/10/18 at 8 p.m., during an interview, the

. Administrator stated the facility's MDS
Coordinator could not come to work during the

- survey period. The Administrator could not

their MDS completions and electronic

. The following revealed:
1. Areview of Resident 1's CMS Submission
Repart - MDS 3.0 NH Final Vatidation Report
indicated "Record Submitted Late: The
submission date (to CMS) was more than 14
days after Z05008 (The date RN Assessment

the new assessment.” The 205008 indicated a
cate of 1/5/18. The report indicated the MDS
assessment for Resident 1 was submilted to
CMS on 3/10/18

L

: This dgeficient practice placed the residents at risk
‘ - of not receiving needed care, access to services

provide information about how the facility tracked

submission/transmission of MDS records to CMS.

i . submission reports of Residents 1,2, 3, 4,5,6. 7,

|

i

P
1

Coordinator signed assessment as complete) on i

'

J

FORL CMS-2567(02.99) Previous Versions Qbsolele Event D BIGC1Y
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2. Areview of Resident 2's CMS Submission
Report - MDS 3.0 N Final Validation Report

" indicsted "Record Submitted Late: The
submission date {to CMS) was more than 14

" days atter Z0500B (The date RN Assessment

- Cocrdinator signed assessment as complete) on

i the new assessment " The 205008 indicated a
date of 1/12/18. The report indicated the care
plan and MDS assessment comgletion dale was

late. The repert indicated Resident 2's MDS
record was submitted to CMS cn 3/12/18.

3. Areview of Resident 3's CMS Submission !
Report - MDS 3.0 NH Final Validation Report
! indicated "Record Submitted Late: The :
" submission date (to CMS) was more than 14 ]
days atter Z0500B (The date RN Assessment |
. Coordinator signed assessment as complete) on |
. the new assessment " The Z0500B indicateda |
_date of 1/12/18. The report indicated Resident |
: 3's MDS record was submitted to CMS on i
13112118 j

|

4. Areview of Resident 4's CMS Submission

' Report - MDS 3.0 NH Final Validation Report

| indicated "Record Submitted Late' The

- submission date (tc CMS) was mare than 14

i days after Z0S00B (The date RN Assessment
Coordinator signed assessment as complete) an

: the new assessment.” The report incicated that

‘ the MDS assessment completion date was late. |

; The Z05008 indicated a date of 1/12/18. The

_reportindicated Resident4's MOS record was |
submitted to CMS on 3/12/48. |

|

[starcmen: o orrcENcEs (X1} PROVIDERISUPPLIERICUA {X2) LAULTIPLE CONSTRUCTION (%2) SATE SURVEY
AKD HLAN DF CORRECTION IDEMTIFICATION NUMBER ARULDNG ~ CONPLETED
056378 8 MING 03/11/2018
RAL OF PHOVIOER OR SUPPLIER ' STREET ANDRESS CiTY, STATE, 217 CONE
« RE CENTER 3850 €, ESTHER ST,
ENCY OA CUTE CA T
REGENCY QAKS POST ACU LONG BEACH, CA 90804
¥4y D SURMARY STATEMINT OF DEFICIERCIES : 10 ; PROVIDER'S PLAN DY CORRECTION k x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL !OPREFX (EACH BORRECTIVE ACTION SHOULD BE § U LU
Tag ! HEGULATORY OR LSC IDERTFYING INFORMATION) 1AG CROSS-REFERENCED TO THE AFPROPRIATE DA
: . ‘ ! OEFIGIENGY) !
F 640 Continued From page 3 f 840 |
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i

(X1} PROVIDCR:SUPPLIERIC LA

STATRMENT OF DEFICIENCES
IDENTIFICATION NUMBER

AND PLAN OF CORRECTION

056378

T
(X2) MULTIPLE CONSTRUCT'ON
A BUILDING

(K3) DATE SUHVEY
CONMPLETED

— 03/11/2018

NAME CF FROVIJER OR SUPPLIER

REGENCY OAKS POST ACUTE CARE CENTER

STRELT ADDRESS, CITY, STATE, ZIb COPE
3650 E. ESTHER ST.
LONG BEACH, CA 90804

SUMMARY STATEMENT OF DEFICIENCIES

Xayin
PRUFIX ZACH DESICIFNCY IUST BE PRECFDED BY FLULL
T4AG REGULATORY ORLSC IDANTIFYING INFORMATION)

PROVIDER'S PLAN OF CORKECTION o)
{EFACH CORRECTIVE ACTION SHOULD BE CO?»!!';‘EET'Crt
CROSS-REFERENCEQ TO THE APPROPRIATE CATE
CEFICIENTY)

F 640 Continued From page 4
15 Areview of Resident 5's CMS Submission
'Report - MDS 3.0 NH Final Validation Repert
indicated "Record Submitted Late. The
' submission date (to CMS) was more than 14
days after Z05008 (The date RN Assessment

Coordinator signed assessment as complete) on
the new assessment.” The report ndicated that
. the MDS assessment completion date was late.

The 205008 ind:cated a date of 1/12/18. The
report indicated Resident 5's MDS record was
submitted to CMS on 3/12/18.

6 Areview of Resident 6's CMS Submission
Report - MDS 3.0 NH Final Validation Report
irdicated "Record Submitied Late: The
submission date (to CMS) was more than 14
days after Z0500B (The date RN Assessment

- Coordinator signed assessment as complete) on
the new assessment." The report indicated that
' the MDS assessment completion date was late

i The 205008 indicated a date of 1/12/18. The
" report indicated Resident 68's MDS record was
. submitted to CMS on 3/12/18.

l 7. Areview of Resident 7's CMS Submission
| Report - MDS 3.0 NH Final Validation Report

i indicated "Record Submitted Late: The

’ submission date (to CMS) was more than 14

: days after 205008 (The date RN Assessment

" The 205008 indicated a date of 1/12/18. The
report indicated Resident 7's MDS recard was
!'submitted to CMS on 3/12/18

|

, Coordinator signed assessment as complete) on
i the new assessment.” The report indicated that
: the MDS assessment completion date was late.

FORK CMS-2587(02-99) Previous Versions Qbunisle

Event {0 63GO1!
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FORM APPROVED

OMB NO. 0938-039 1.

STATERENT OF DEFICIENCIES X1) PROVIDER/SUPPLIERICUIA
AN FLAN OF CORRCCTION INENTIFICATION NUMBER

056378

HAMD OF PROVIGER OR SUPPLIER

REGENCY OAKS POST ACUTE CARE CENTER

(X4)10 SUMESARY STALEMENT OF DEFERCIES
PREFIX (EACH DEFIZIENCY MUST BE PRECEDED BY FULL
TAG RECULATORY QR LEC IDENTIFYING INFORMATION)

F 640 Continued From page 5
8 Areview of Resident 8's CMS Submission

: Report - MDS 3.0 NH Final Validation Report

. indicated "Record Submitied Late: The

" submission date {to CMS) was more than 14

: days after Z0500B (The date RN Assessment

. Coordinator signed assessment 3s complete) on -

“the new assessment.” The report indicated that

; the MDS assessment completion date was late
!  The 205008 indicated a date of 1/12/18 The
report indicated Resident 8's MDS record was
i submitted to CMS on 3/12/418.

According to CMS's Resident Assessment
instrument (RALl) Version 3.0 Manual, Chapter 5:
Submission and Correction of the MDS
Assessments, indicated the foliowing limelines

- crileria to meet: ‘

; 8. MDS Completion Date (Z05008) must be no

!later than 13 days alter the Entry Date (A1600). |

'b. The CAA (Care Area Assessments)

; Completion Date (V0200B2) must be no later

. than 14 days from the ARD (Assessment

: Refererce Date - A2300).

I'c. Comprehensive assessments must beg

 transmitted electronically to CMS within 14 days

; of the Care Plan Completion Date (V0200C2 + 14

- days). Ali other MDS Assessments must be
submitted within 14 days of the MOS Completion
Date (205008 + 14 days)

i
H

' The CMS's RAI Version 3.0 Manual indicated that |
the facility was responsible in evaluating each !
. fatal and non-fatal errcrs and warnings reported |
in the CMS Final Validation Report to identify '
; necessary corrective actions. ?
F 686 ! Treatmen!/Svcs to Prevent/Heal Pressure Ulcer
|

X23 MULTIPLE CONSTRUGTIOR (X33 DATE SLRVEY
TORIPLETED
ADUINONG COor
B WING 03112818
STRELT ADDRESS, CITY, STATE. 2iP CODE
3850 E. ESTHER ST,
LLONG BEACH, CA 380802
19 PROVIDER'S PLAR OF CORRECT OR xhy
PRENX {EACH CORRECTIVE AC TION SHOULD BE t‘»OW't:' rioh
TAG CACSH-REFERENCEN TO THE APPROPRIATE | DATE
DEFILIENGY) !
F 640, ‘
|
|
;
|
I
: i
! 1
=’ [
|
!
!
i
i
!
1
i
F 685

{

FOMRM CMS-2567 (02-99) Previous Versions Obsolefe Event 10 BICO1HY
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§483.25(b) Skin Integrity

§483 25(b)(1) Pressure uicers.

Based on the comprehensive assessment of a
resident, the facility must ensure that-

. (i} Aresident receives care, consistent with
crofessional standards of practice, to prevent
pressure ulcers and does not develop pressure
uicers unless the individual's clinical condition

i demonstrates that they were unavoidable, and

| (i} Aresident with pressure ulcers receives
recessary treatment and services, consistent

- with professional standards of practice, to

! promote healing, prevent infection and prevent

I new ulcers from developing.

" This REQUIREMENT s not met as evidenced

by

* Based on observation, interview and record :

: review, the facility talled to ensure one of 16 :

: sampled residents (Resident 1) remained free |

“from a pressure injury (localized damage to the

- skin and underlying soft tissue usually over a

i bony prominence or related to a medical or other

: device) o the left posterior (back) ear by failing to :

! - promptly assess the ears while receiving oxygen

I through a nasal cannula (flexible plastic tubing
usad to deliver oxygen through nostrils and the

[ tubing is fitted over the ears).

| Resident 1, who was using oxygen requiring the
i use of a nasal cannula was observed on 3/8/18 at
1 8:58 p.m., with a Stage il pressure injury {partial
i thickness loss of dermis} to his left pasterior ear.

; This deficient practice had the potential for

‘ Resident 1's left posterior ear Stage !l injury to
: not be discovered and had the potential to get
. farger, become painful, ard ge! infected.

.

!

|

¢ obtained a treatment order for the
. reopened stage I on the left posterior ear.

- administered via nasal cannula tubes have

Immediate corrective action(s) for
those Residents atfected by the
deficient practice:

Resident 8's prysician was notified :

. ]
immediately of the reopening of his stage |
Il an the lelt posterior ear Nursing staff

It was noted and cartied out immediately
LVN 11 aiso applied the cannuia ear
cushion to the tubing of the nasal cannula
as an intervertion immediately the evening |

of 3-8-18.

Plan/Process to identify other residents
potentiatly affected by the same
deficient practice and corrective ;
action(s) to be taken: ;
b

-All res:dents who have oxygen

the potential 1o be affected.

-All residents were assessed by RN

: Supervisor and the ¢harge nurses the

evening of 3-8-18 and ro other residents

. were affected by the deficient practice

-All residents who were receiving oxygen
via nasal cannuia were also given cannuia
ear cushions as an intervention on 3-8-18
to prevent skin breaxdown or decubitus
tormation to their pesterior ears.

!
|
j
i

STATEMENT CF DEFICIENCIES {X1) PROVIDER!SUPPLIERICLIA (X2 MULTIFLE CONSTRUCTION 1X3) DATE SURVEY {
AND FLAN OF CORRECTION IDENTIFICATICN NUMBER DING COMPLETED !
A BULDING
!
056378 5 VMING 03/11/2018
NALIE OF PRUVIDLR OR SUPPLIER STREET ADDRESS, CITY, STATE. ZiP COUE
3850 E. ESTHER ST.
REGENCY QAXS POST ACUTE CARE CENTER
LONG BEACH, CA 30804
XA SUMIMARY § IATEMENT OF DUFICIENCEES E R PROVICER'S PLAN G+ CORKECTION XE)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY # ULL PREFIX (EACH CORRECTIVE ACT/ON SHCLIL D BE . eamLeTny
1AG REGULATORY OR | SCIDENTIEYING INFORMATION] . CROSS-REFLRENCED TO THE APPROPRIATE DAY
DL TIENGY)
—— - T i
IF 686 . Continued From page 6 F686. F Taq Identifier: F 686 !
- g | i
58=0 CFR(s) 483.25(b){1){Hn) ;

FORM £#S.2567,02 96) Provious Versions Obsolete Evenl ID:B3G0ON

Facity 1D CA240000023
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Findings:

During an observation on 3/68/18 at 858 pm.,
Resident 1 was lying in bed and had a nasal
“cannula that was fitted over the ears. During the

same observation, a licensed vocational nurse

(LVN 11) removed the nasal cannula and stated |

Resident 1's ieft posterior ear developed a
" "reopened Stage 1" and required a “cushion,”

i behind his ears to protect from pressure while he
~used the nasal cannula.

Areview of Resident 1's Record of Admissions
indicated readmitted to the facility on 11/28/17
with a diagnosis of severe sepsis (a potentially
hfe-threatening complication of an infaction).

A review of Resident 1's History and Physical

form dated 12/2/17, indicated the resident did not .
have the capacity to understand and make
decisions.

A review of Resident 1's Minimum Data Set ’
' (MDS), a standardized resident assessment and
care screening tool, dated 12/24/17, indicated the |
resident had severe impairment in cognitively
: skills and was total dependent for bed mobility,
transfers, and personal hygiene. I

~ A review of Resident 1's Physician Orders, with ‘
an crder date of 11/28/17, indicated oxygen via
nasal cannula at two liters per minute as needed

i

STATENENT OF CEFICIENTIES iX') PROVIDER/SUPP ER/CLIA }(x2) WULTILE CONS TRUCTION 1X1) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER NG COMPLETED
A BUILDING
056378 ! B WNG S 03/11/2018
| NAYE OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE 2P CODE
REGENCY OAKS POST ACUTE CARE CENTER 3850 €. ESTHER 57 '
REGENCY OAKS POST ACUTE C € LONG BEACH, CA 30804
SUMVARY STATERENT CF DEFICIENCIES ) FROVIOFR'S P11 AN OF CORRECTION N
{FACK DFF'CIENCY MUST BE PRECEDED BY / ULt PREFIX {EACH CORRECTIVE ACTION SHOULD BE oL Ton
REGULATORY OR LSCIDENTFYING INFORMATION) TAG CROSS REFERENCED 1O THE #APPROPRIATE i M
DEFICIENCY) ;
i :
l !
. 886 Continued From page 7 F 686

| Facility measures and systemic
' changes to ensure the deficient
: practice does not recur:

-Nurging staff (zonsisting of CN.A's &
-Licenced nurses) were educated on 3-23-

i
i

|

18 regarding importance of skic ¢hecks ta
oe done on thier shift as well as the
importarce of turning and repositioning

depnndent residents and also the risk for
potential nfection of pressure ulcers per |

i the pciicy and procedures Thorough
¢ comimuynication between C N A's and !

|
|

|

i

Licensed statf was also emphasized i
regarding any skin breakdown ‘indings 1o

assure treatment was ordered promptiy to
avoid pelential infection :

-Treatment nurses were inserviced on 3-
1618 reqarding the importance of
assuring that carnula ear cushions ware
apoled to all these residects thal receive
oxygen via nasal cannuia

-Charge nurses wall also do daity rounds
duting medication pass 10 ensure that
cannuia ear cushigns are applied for their
patients who are receiving oxygen via '
rasal cannula. If ear cushions are missing
charge rurses will immediately acply the ‘
interventicn and report to DON and
Administrator at caily stand up meetings

FORM CrS5.28567(02.99) Previous Versions Dhsciste

Event 1D B3GHY

tacihty 10 CAI40059023

If continuation sheet Page 8 of 37
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CEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRCOVED
CENTERS FOR MECDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF BEFICENCIES (X1 PROVIDERISPPLIERICLIA (X2) MLLTIPLL CONSTRUSTION {X3) DATE BURVEY
ANIEDUAN OF CORRECTION IDERTIFICATION NUMBER A BULDING COMPLE LD
056378 B WING 03/11/2018
NAME OF PROVIDER DR SURPLIER STREET ADDRESS, CITY SIATE, 2P CUGE
REGENCY OAKS POST ACUTE CARE CENTER JS0 €, ESTHER ST
- LONG BEACH, CA 906804
xou SUMMARY GTATEMENT OF DEFICIENCIES 1D | PROVIDER'S PLAN OF CORRECTION |
HWREFIX (FACH DEFICIENCY MUST 3E PRECLDLD 8Y FULL Pk {LACH CORRECTIVE ACTION SHOUL D BE |
NG REGULATORY OR LSC IDENTIFYING iNFGRMATION) TAG GROSS-REFLRENCED TO THk APPROPRIATE
‘ CEFICIENCY) |
T 1
; &
I- 686 Conlinued From page 8 X F 683 . |
3 i ili ni ctive :
{PRNj for oxygen saturation {a test that Facility plan lo monitor correctiv i
measures the amaunt of oxygen being carried by ! actions and sustain compliance; |
AR ygen being cz ¥ ‘ integrate QA Process:

red blood cells) less than 90%.
DON Designee or DSD wi'l do random
clinical rounds and follow up approoriately |

Areview of Resident 1's Physician and Telephone ; o ersure continged complignce of i
; Order, dated 3/8/18 at 9:30 p.m., indicated to cannula cushions. :
" cleanse reopened healed 'eft posterior ear Stage : ‘
S with normal saline (sterile water), pat dry. and to [ Ary defisient practice will be corrected
: appily Venelex (medication used to promote Commediataty, and the indings of the
“wound healing) ointment, I quaity-assurance checks will be i

documerted and suumitted at e Morinly |
Quality-Assurance ang Pertormance

Areview of Resident 1's Muitidisciplinary Improvement meetng.

 Progress Record, dated 3/8/18 at9:30 p.m .
ndicated treatment initiated as ordered to
Resident 1's reopened healed left posterior ear

- Stage {1,

Date of Compliance: 40218

i

i

"tited "Pressure Ulcer Risk Assessment," with a
I revised date of September 2013, indicated
| pressure ulcers were usually formed when a
resident remained in the same position for an | |
extended period of time causing increased i '
| pressure or a decrease of circulation (blaod flow) |
to that area, which destroyed the tissues and that !
' the most common site of pressure ulcer was
l‘where the bone was near the surface of the body
including the back of the head around the ears.
| The same policy indicated that if pressure ulcers |
were nct treated when discovered, they had the
potential to tecome larger, painful and infected.
F 688 Increase/Prevent Decrease in ROM/Mobility F 688
55=D CFR(s) 483 25(c)(*)-(3)

- Areview of the facility's policy and procedure ‘
i
1
i

i
|

§483.25(c) Moblity.

i : :
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PROVIDFR'S PLAN (OF CORREGTION

§483.25(c)(1) The facility must ensure that a
rusident who enters the facility without limited
range of motion does not experience reduction in |
range of motion unless the resident's chnical i
condition demonstrates that a reduction in range !
of motion is unavoidable; and i

- §483.25(c)(2) A resident with limited range of s‘
~motion receives appropriate treatment and :
- services lo increase range of motion andlor to !
- prevent further decrease in range of motion.

§483.25(c)(3) A resident with limitad mobility
receives appropriate services, equipment, and
assistance to maintain or improve mobility with
i the maximum praclicable independence unless a
. reduction in mobility is demonstrably unavoidable.
¢ This REQUIREMENT s not met as evidenced
by
! Based on observation, interview, ard record
I review, the facility failed to provide range of
f motion ([ROM] the full movement potential of a
I'joint) exercises as indicated in the plan of care for
i one of 16 sampled resldents (Resident 26). |

|
i
' Resident 26 was assessed with impairment to !
: one upper (left) and one lower (left) extremities, !
* but did not receive ROM exercises to help ;
“ircrease joint mobility. !

|

[

This deficient practice had the potential for

. Resident 26 to experience a decline in ROM and

- the potential not tc be evaluated by a physical

" therapist ([PT] health professionals use a variety
of techniques, called modalities, to restore
function, improve mobility) to ensure services
were provided if deemed necessary

(X4: 10 SUMMARY STATEMENT OF DEFICITNCIES [te]
PREFIZ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF:X {EACH CORRECTIVE ACTICN SHOULD 8E
TAC REGULATORY 03 L2C IDENTIFYING INFORIMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE
DEF:GIENCY;
i i
F 688 Continued From page 9 ! F 588 !

- F Taq Identifier: F 688

. Immediate corrective action(s) for
those Residents affected by the
deficient practice:

Residen: 26 was re-assessed on 3-14-18
ny Rehab Specialist and nursing staff with
nofurther decline ohserved. Due tothe
potential of decline because of resident's
diagnosis, MD was notified of assessment
done by Rehab Specialist and nursirg and
1D did agree to start resident on
Restorative Nursing Program for Rarge of
Motion on 3-15-18.

Plan’Process to identify other residents
potentially affected by the same
deficient practice and corrective

! action(s) to be taken:

" -Alresiderts who have decreased mobitity
have the potential to ve affected.

-Rehab Speciatist, Nursing Staff and
i Restorative Nursing Aides did rounds on
3-14-18 emphasizing range of mation and
no other residents were atfected by this
deficient practice

FORK CMS.2987(02.05) Pravious Versions Obsolete Event 1D B3GO1t
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PRINTED: 03/22/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVEC
 CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO_0938-239
| AL SURVEY

(X2 MO IPLE CONSTRUCTION
A BELOING
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ANED FDAN CF CORRECTION

|

Findings

: Ouring an observation on 3/8/18 at8:15 a.m.,

- Resident 26 was observed lying In bed awake
and couid not move her left arm.

During an interview on 3/10/18 at 11:23 a.m., a

certified nursing assistant (CNA 2} stated she did .
: nctdo any ROM exercises for the Resident 26,

A review of Resident 26's Record of Admissions
indicated readmitted ta the facility on 6/10/17 but
did net indicate the first admission date.

Areview of Resident 26's History and Physical
Examination form dated 6/27/17, indicated the
resident did not have the caracity to understand
and make decisions and had diagnoses of
dementia (a chronic or persistent disorder of the
mental processes caused by brain disease or
injury and marked by memory disorders,
personality changes, and impaired reasoning},

' and generalized weakness.

' A review of Resident 26's Minimum Data Set

(MDS), a standardized resident assessment and
care screening tool, dated 1/2/18, indicated the

resident had severe impairment ir cognitively

skills and was total dependent for transfers and
personal hygiene. The MOS indicated Resident
26 had impairment to one side of her upper
extremity (shoulder, elbow, wtist, hand) and one
side of her lower extremity (hip, knee, ankle,

; foot).

056378 8 VaNG 031112018
NAME CF FROVIDER OR SUPPLIFR STREET ACDRESS, CIFY, SIATE, 2P COCE
ENCY OAKS POST ACUTE CARE CENTER 350 £, ESTHER ST.
REGENCY OAKS P - LONG BEACH, CA 50804
e " SUMMARY STATEMENT OF DEFICIENCIES LD PROVIDER'S PLAN OF CORRECTION Lo
PREFIX . (CACH DERICIENGY MUST 88 PRECEDED BY FULL LOBRERX | (EACH CORRECTIVE ACTION SHOULD BE "”"l‘f‘f"“'
G RLGULATORY OR LSC IDEMTIFYING INFORMATION i TAG | CROSS-RIFERZNGES TO THE APPROPRIATE | AlE
: i DEFICIERLY) 5
! i |
rFese ¢ : L FBe8 . |
Continued From page 10 i 588 Facility measures and syslemic '
‘ ;

©treatment and services o increase or
L omairtain range of motion to appropriate

i Date of Compliance: 4/02/18

changes to ensure the deficient i
practice does not recur: i

-Renab specizlist provided re-educationr to
icensed staft as well as restorative
nUESIngG assistants reqardirg appropriate

residents on 3-16-18 & 3-23-18 |

Facility plan to monitor corrective
actions and sustain compliance; : !
integrate QA Process:

-Rehab Specialist and nursing staff will
perform quality of li‘e rounds emohasicing |
range ot motion weekly, Findings will be
reported to the DON or designee on a
weekly basis. The collections of findings
for the month will then be presented, i
discussed and documented at the monthly |
Quality Assurance and Performance {
improvement meetings for further review
and recommendations

|
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1 ; PROVIDER'S PLAN OF CORREUTION (X}

F 688 Contnued From page 11

| Areview of Resident 26's care plan for Activities
| of Daily Living Function {ADL) dated 10/3/17,
indicated that resident was at risk for decreased
i functional mobility and the interventions were to
‘ render ROM exercises as tolerated.

A review of Resident 26's weekly Progress Notes
“dated 3/4/18, indicated the resident was not
: receiving rehabilitation services and was not in
! the restorative nursing assistant program ([RNA]
- he'ps patients gain an improved quality of life by
increasing their level of strength and mobility).

: During an interview on 3/10/18 at 11:30 a.m.,

i licensed vocational nurse (LVN 5) stated

| Resident 26's medical record did not contain any
| PT evaluations for ROM and did not have

| physician orders for ROM exercises. LUN §

| stated there was 3 potential for decline for

| Resident 26's ROM if the ROM were not dene

{
{
{ A review of the facility's policy and procedure
; titled "Range of Motion Exercises,” revised
i October 2010, indicated the purpose of the
I procedure was to exercise the resident's joints
; and muscles and to verify there was a physician
: order for the procedure and if there was no order
- for treatment, to contact the attending physician
i 10 obtain treatment orders.
F 689 Free of Accident Hazards/Supervision/Devices
55=0 CFR(s): 483.25(d)(1)(2)

§483.25(d) Accidents.

PREFIX | (EACH CORRECTIVE ACTION SHOUILD BE CON;"'LE'::GN
[T CR0ES-REFERENCED TO THE APPROPRIATE NATe
: EFICIENCY)
Fces,
i
i i
i i
i |
| i
i ]
! H
i
| I
: |
i :
i |
‘ |
! i
i ]
i i
| |
3 |
{ !
! 1
; |
‘ !
| i
| 1
i
| ! !

|
l
5 |
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F 689 Continued From page 12 : F GBY o
oniinued From pag . F Taq Identifier: F 688
The facility must ensure that - ;
§483.25(d)(1) The resident environment remains Immediate corrective action(s) for
i : as free of accident hazards as is possible; and ¢ those Residents affected by the

: deficient practice:
: §483.25(d)(2)Each resident receives adequate

supervision and assistance devices to prevent . ‘Resident 148's bathroom attic access
accidents : dour was closed on 3-8-18. Residentn
This REQUIREMENT s not met as evidenced 1485 incontirent and does nct use the
by bathroom and did not have a roommata at
Based on abservation, interview and record the ume.

review, the facility failed to ensure the attic/ceiling
i access door in one of 16 sampled residents
_bathroom {Resident 148) was closed and there
' was no wire exposed to protect the safety of the
residents, visitors, and or the staff

Plan/Process to identify other residents
potentially affected by the same
deficient practice and corrective
action(s) to be taken:

; -~ ; : -Administrator did de factity rourds on 3
This deficient practice had potential to exocse Administrator did de 'acility rourds on 3
8-1810 be sure that all attic access doors

hazardous electrical shock to the resident, visitor, o N ac
and or the staff : were closed after the necessary work was
° o compieted

D i -No other residents or resident rooms
: Findings f were atlected by this deficient practice.
|

. On 3/08/18 at 7:15 p.m., during the initial tour Facility measures and systemic
 Resident 148's attic/ceiling access deor from the changes to ensure the deficient

bathroom was open. There was exposed wire | practice does not recur:
i
|

i extending out from the opening down.
: -Admimistrator and:or Mainterance director

' wiil do faciity rounds after contracled
On 3/08/18 at 7.20 p.m, during tour with director workers are al the facility doirg work

of stalf developer (DSD) while in Resident 148's . Sualf fem ime N .
bathroom, observed attic/ceiling access door was | “Stalf was alsa inserviced on 3-23-18
: regarding safety rounds and educated 10

i left open. The DSD stated they fixed wire upon 100k oul for exposed wires and open attic
! the ceiling for WIF! and the door should not have doors whi'e pertorming care. They were
i been left open. ; also educated on the electrical hazardous

nsk when wires are exposed.

 On 3/08/18 at 8:00 p.m., during a tour with
FORK CMS-2567(02-99) Previous Versions Obsolets Event 1D B3GON Faciity ID. CA940000023 It continuation sneet Page 13 of 37
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.l § 483.25(i) Respiratary care, including
tracheostomy care and tracheal suctioning.
| The facility must ensure that a resident who
| needs respiratory care, including tracheostemy |
: care and tracheal suclioning, is provided such ;
. care, consistent with professional standards of
' practice, the comprehensive person-centered
care p'an, the residents’ goals and preferences,
and 483 65 of this subpart.
This REQUIREMENT is not mel as evidenced
- by:
. Based on observation, interview and record
, review, the facility failed to ensure the
| supplemental oxygen was correctly administered
. per the physician order for two of 16 sampled
| residents (Reslidents 68 and 1), when oxygen i
| saturation (a measurement of blood oxygen) was |
| measured above 90 percent on room air. |
; i

Immediate corrective action(s) for
those Residents atfected by the
deficient practice:

-Resident 98 & Resident 1's PRN oxygen
was immediately removed as the
saturation was above 90.

Plan/Process to identity other residents
potentiaily affected by the same

| deficient practice and corrective

i action(s) to be taken:

I
i

i -All residents with PRN oxygen orders
i have the potentia’ (o be alfected by the
deficient practice.

-Ail other residents who had orders for
oxygen PRN were monitored by the

charge nurses and no other residen's
were affected by the deficient practice

|
i
i
I
|
I

FORM CMS-2587(02 68) Previcus Versions Chsolete

Event 10-33G011

3

achty 10 CAC400C0C23
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i
i

056378 BVING e 03/1112018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, SIATE. 2IP CODE
Y TACUTE CARE CENTER SO, ESTRERST
2 p A R
REGENCY OAKS POSTACU LONG BEACH, CA 90804
A
X410 SUMMARY STATEMINT QF DEFICIENCIES 19 PROVINDER'S PLAN OF CORRECTION X m(;(‘n.
PREFIX IEACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BL comp o
CTAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPHRUPRIATE R
DEFICIENGY) i
- 68¢ Centinued From page 13 F 689 Facility plan t it .
: . . . . i aciltty pian to monttor corrective
H S b lols A . .
2dmx€|strator ;’vhle r.n/Ret:ndent 148 sdbat 1;0; n, actions and sustain compliance:
~he cbserved the attic ceiling access door left Integrate QA Process:
“open He slated the ceiling should not have been
left open. : -Findings from facility rounds by
admiistrator, mainterance, DS, DON.
: i and charge nurses will be reported to daily
' On 3/09/18 at 6:27 p.m., during an interview with ' ogtand up meetings. Findings will then be
- mainlenance supervisor, he staled the i collected for the month will then be
attic/ceiling access door to the atiic in Resident ©presented. discussed and documented at
148's hathroom was a metal dcor. When the attic . tne moniniy Quality Assurance r-,.nd '
access door was opened, there was a blue wire . Performance Improvement meetings for |
visible. The maintenance supervisor stated the | further review and recommendations |
" attic/ceiling access door should have been closed ; i . o) f s
: al the time. The maintenance supervisor further - Date of compliance: 4/02/18 w2y
. stated "We don't have policy on ceiling attic
- Admnistrator told me this morning about the attic
j access opening in Resident 148's bathroom.” :
AQ 1 t i i ! . qn i
F 695 Respiratory/Tracheostomy Care and Suctioning F 6955 F Taq Identifier: F 695 ;

i continuation sheet Page 14 ¢f 37
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F 695 Continued From page 14

' This deficient practice had the potential to cause

i the residents adverse effects from receiving too

much oxygen such as; toxicity resulting in
damage to the lungs. causing pain and difficulty in

: breathing

Findings:

a. Areview of Resident 98's Record of
" Admissions indicated the resident was admitted
to the faci’ity on 3/5/18.

The History and Physical form dated 3/6/18
indicated Resident 98's diagnoses included i
congestive heart failure (a chronic condition in
which the heart doesn't pump blood as well as it

should) and atrial fibrillation (an irregular, often

' rapid heart rate that commonly causes poor blood |
flow). !

H i

; |

| A review of Resident 98's Physician and !
Telephone Orders, dated 3/7/18 indicated orders |

i to monitor the resident's oxygen saturation every

! shift while breatning room air and to administer:

. supplemental oxygen via rasal cannula as

i needed (PRN) when oxygen saturation fell below

! 60 percent (normal oxygen saturation is 95 to

' 89% in healthy adults),

! Areview of Resident 98's care plan dated 3/6/18
. indicated the resident’s respiratory status was

i impaired. The interventions included monitoring
. oxXygen saturation, observing signs and

SIATS NTOF NEFICIENCIES t il
AND PN RECTION (OENTIFICATION NUMBER b B LENG CONPLETED
) 056378 B WING l 03/11/2058 |
SARE 07 FRGY DER OR SUPPLIER STREET ADDRESS CITY, STATE, 2P CODT
REGENCY OAKS POST ACUTE CARE CENTER 3990 £, ESTHER ST.
- 1LONG BEACH, CA 80804
Tkt SUMIARY STATCWENT OF DEFICIENGIES 0 PROVIDER'S PLAN 5F CORRECTION Loy
(EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX [EACH CORRECTIVE ACTION SHCULD BE i COMPLETON
REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED 10 THE APFROPRIATE | DATE
DLFICIENCY; H
F 695v Facility measures and systemic

changes to ensure the deficient
practice does not recur:

Licersed nurses were re-educated by tne
DON regarding the risks and benefits of
oxygen admirmstration using the policy and
procedure on 3-23-18. Importance of
mawirg sure the ordered amount of
oxygen was aiso explained. Return
demonstration on obtaining oxygen
saturatbon was aiso perfarmed during the

¢ educanonal session. Fmphasis ¢n
hyperaxygenation and hypooxygenation
was presented with signs and symptoms
tolook for

-Dunng tha inservice on 3-23-18 DON
aso explaired the importancze of accurate
PRN documentatior. of all medication
including the administration of PRN
oxyger as it is also a medication

-Charge nurses will make daily rounds

upon their med 0ass to assure that avygen

that is being delivered is necessary and is

! matching the physician's orders. DON or

' designee and’or DSD will make random
clinical rounds weekly to assure that
oxygen beinq administered is a'sc
matching the physician orders,

-Findings of deficient practice will be
brought forth to daily stand up meetings
and pbe reported by charge nurses DSD
and’ar DON and or designee.
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i
F 635 Continued From page 15 FB895; ’

symptoms of respiratory dislress, and assessing
‘'ung sounds

.
DOuring an observation and interview, on 3/8/18 at
8:20 p.m., Resident Y8 was awake, verbally
. responsive and was lying in bed with |
. supplemental oxygen via nasal cannula. The |
! licensed vocational nurse (LVN 3) stated !
| Resident 98 receives the supplemental oxygen as
: needed for oxygen saturation of less than 80%.

1 . N
N t
1}
:l During an observation and interview, an 3/8/18 at |
i 8:30 p.m., Resident 98's assigned licensed nurse ;
"{LVN 1) was asked about the resident's oxygen
{ saturation during her shift (3 to 11 p.m. shift).
"LVN 1 read from what she had documented in the
. MAR and stated itwas 94%. LVN 1 was asked |
: why Resident 98 needed supplemental oxygen
for a 94% oxygen saturation. LVN 1 stated "l wil |
check it again right now, and remove it." LVN 1
was observed checking Resident $8's oxygen
' saturation level when breathing room air after
several minutes of removing the oxygen. The
resident's oxygen saturation was 98% while ‘
_ breathing room air.
f
I
|
1
\

During the course cf the observation and
i interview. Resident 98 stated she felt alright
“ without the supplemental oxygen and she was not ;
- short of breath or uncomfortable.

\
: Areview of Resident 98's Medication Records
tindicaled the resident's oxygen saturation while
: breathing room air every shift was between 94 to -
; 98%. The MAR did not indicate the resident had

Facility plan to monitor corrective

' actions and sustain compliance;

| Integrate QA Process:

|
|
1
|
;

Findiegs from facility rounds by DSD.
DON, and charge nurses wi \, he reported

| Date of Comptance: 4/02/18

:0 daily stand up meetings. Findirgs wit!

then be colected for the mont will then

pe presented, discussed and documented ‘
at the monthly Quality Assurance and |
Performance Improvement meetings for
further review and recommendations.

f-2-/8
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F63E Continued From page 16 !
- any documented oxygen saturation below 90%. !
The Nurse's Notes at the back of the MAR did not
"indicate assessments of respiratory distress or |

lurg sounds and documentation sbout a reason
~for oxygen administration {if oxygen saturation I
was less than 90%)

Areview of the facility's policy and procedures ‘
fitled "Oxygen Administration,” revised on October
12010, indicated after completing the oxygen
set-up for the resident, the facility staff should
record all assessment data (signs and symptoms
: of respiratory distress and lung sounds) obtained
“ before, during and after the procedure, and the
" reason for the PRN administration.

b. During an observalion on 3/8/18 at 8:58 p.m.,
Resident 1 was lying in bed receiving oxygen via
nasal cannula (flexible plastic tubing used to
deliver oxygen through nostrils and the tubing is
fitted over the patient's ears) at 2 1/2 liters per
minute. During the same observation, a licensed
vocational nurse (LVN 7) removed Resident 1's
nasal cannula and stated she (LVN 7) did not
know if Resident 1 required the oxygen. i

" During an inlerview on 3/8/18 at 9:20 p.m., a

i certified nursing assistant (CNA 1) stated she was

. assigned to Resident 1 and he (Resident 1) had

- the oxygen since she (CNA 1) arrived at3o.m
until LVN 7 removed the oxygen.

A review of Resident 1's Record of Admissions !
| indicated Resident 1 was readmitted to the facility |
on 11/28/17 with a diagnosis cf severe sepsis (2
| potentially life-threatening complication of an
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i infection)

" Areview of Resident 1's History and Physical :
. form dated 12/2/17, indicated the resident did not |
" have the capacity to understand and make
: decisions,

" A review of Resident 1's Minimum Data Set
({IMDS] a standardized resident assessment and
care screening tool, dated 12/24/17, indicated the
resident had severe impairment in cognitively
skilis for daily decision making and was tolally
dependent on staff for bed mobulity, transfers, and
parsonal hygiene.

i
A review of Resident 1's Physician Orders dated |
11/28/17, indicaled for resident to receive Dxygen |
via nasal cannula at 2 liters per minute as needed !
(PRN) for oxygen saturation (g test that |
- measures the amount of oxygen being carried bv ;
" red blood cells) less than 90% ]

! Areview of Resldent 1's Physiclan Orders daled
1 11/28/17, indicated to monitor oxygen saturation -
requency every shift on room air. ;
i
i Areview of Resident 1's Medication Records
: dated from 3/1/18 through 3/31/18, indicated on
3/9/18 the resident's oxygen saturation was 96%
dunng the 7 a.m. tc p.m., shift while on room air.

During an observation on 3/8/18 at9:14 p.m.,
LVN 7 stated Resident 1's oxygen saturation (a

J
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F B8 Continued From page 18
. test that measures the amount of oxygen being
i carricd by red blood celis} was at 97% on room
air and Resident 1 did not require the use of
oxygen based on his level of oxygen saturation.

Areview of the facllity's policy and procadure
titled “Oxygen Administration,” revised October
2010, indicated the purpose of the procedure was
to provide guidelines of safe oxygen
I administration and for staff to verify thatthere |
i was a physician's order for the procedure and to
! review the physician's orders or the facility
i protocol for oxygen administration,
F 758 Free from Unnec Psychotropic Meds/PRN Use
CFR(s): 483.45(c)(3)(e)( 1)-(5) )

7
SeE

: §483.45(e) Psychotropic Drugs.
§483.45(c)(3) A psychotrapic drug is any drug that
affects brain activities associated with mental

. processes and behavior. These drugs include,
but are not limited to, drugs in the following
categories.

(i} Anti-psychatic;

(i) Anli-depressant;

(i} Anti-anxiety; and

{iv) Hypnotic i

. Based on a comprehensive assessment of a ]
i resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used
i psychotropic drugs are not given these drugs
i unless the medication is necessary to treata
i specific condition as diagnosed and documented |
i in the clinical record, i

! §483.45(e)(2) Residents who use psychotropic

F 685

F 758

i
1

F Taq Identifier: F 758

Immediate corrective action(s) for
those Residents affected by the
deficient practice:

-Resident 37's psychialrist was contacted
on 3-9-18 and it was confirmed that & visit
was made on 3-6-18 by the nurse
practitioner. His progress note was
emailed tc the Socia! Service Director on
3-10-18. The order for her Ativan was
renewed for another 14 days

-Resident 41's nurse praclitoner was
contacted and due to the continued

restless behavior, { resident 41, her order
for Ativan was renewed on 3-14-18 for 14

days by her NP.
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drugs receive gradual dose reduclions, and
behavioral interventions, unless clinically |
contraindicated, in an effort to discontinue these |
. drugs.

- §483.45(e)3) Residents do not receive
psychotropic drugs pursuant to a PRN order
unless that medication is necessary to treat a

§ diagnosed specific condition that is documented
! in the clinical record; and i

i

i

: §483.45(e)(4) PRN orders for psychotropic drugs

I are imited to 14 days. Except as provided in

' §483 45(g)(5), if the attending physician or

. prescribing practitioner believes that it is

: appropriate for the PRN order 1o be extended ‘

: beyond 14 days. he or she should document their
rationale in the resident's medical record and

. indicate the duration for the PRN order.

§483.45(e)(5) PRN ¢rders for anti-psychotic
. drugs are limited to 14 days and cannot be
. renewed unless the attending physician or
¢ prescribing practitioner evaluates the resident for
the appropriateness of that medication. !
: This REQUIREMENT is not met as evidenced
s by:
: Based on interview, and record review, the
 facility failed to ensure as needed (PRN) orders
i for two of 16 sampled residents who was :
feceiving psychotropic medications were limited |
to 14 days, except if the prescribing practitioner |
extended the order beyond 14 days the
practitioner shouid document their rationale in the
I resident's medical record and indicate the
duration for the PRN order. (Resident 37 and 41)

!

This deficient practice had the potential to result

i in unnecessary use of psychotropic medications i

X4 e g . . R - Lo OnPLE TN
PREFIY | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTIUN SHOULD BE | RORTLE TN
1RG0 KEGULATORY OR LEC IDENTIFYING INFORIMATIONS 1AG CROSS-NEFERENCED TO THE APPROPRIATE ] LRt
) DEFICENCY) :
S '
F 758 Continuec From page 19 F 758

Plan/Process teo identity other residents
potentially affected by the same
deficient practice and corrective
action(s) to be taken:

- RN supervisor and ¢charge nurses
reviewed and completed a facility caart
audit of those recerving PRN psychotropic
medicalion belween 3-10-18 and 3-14-18
Those residents that needed PRN
renewals. their physicians were contacted,
ard arders were ‘enewed as reeded.

Facility measures and systemic
i changes to ensure the deficient
. practice does not recur:

-Pharmacist inserviced the nurses who
were at the facility on 3-12-18 regarding

" the new Mega rule regarding PRN
psychotropic medications and the
necessity of them being rerewed every 14
days

-DON re-educated he licersed staff on 3-
23-18 regarding new requlation and the
importance of reassessing patient for the
ase of any PRN psychotropic medication
after 14 days. Emphasized the
importance of contacting the physician,
nurse pracutioner or the psychiatry team
assiared to get tne medication re-ordered
it necessary.

-Medicai Records Director or designee wili
do random aucits to assure that PRN
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beyond tho 14 days.

| Findings:

indicated the resident was admitted in the facllity
on 1/1/18, with diagnoses that included end stage
renal disease and altered mental status.

Areview of Resident 37’s History and Physical

form dated 1/9/18, indicated the resident had

diagnoses of paranoia and bipolar disorder. The

History and Physical indicated the resident does

not have the capacity to understand and make
decisions.

A review of the Physician and Telephone Orders
indicated a handwritten order of the resident's
psychiatric physician fo administer one milligram
of Ativan (antianxiety) every six hours as needed
for anxiety manifested by inability to relax for 14
days.

A review of Resident 37's Physician Orders
between 3/1/18 to 3/31/18 (recapped physician
orders) which was reviewed by a licensed nurse
on 2/27/18. The Physician Orders indicated the
I physician ordered one milligram (mg) of Ativan

| every six hours for anxiety manifested by overly
. cancerned with non-health related issues to be

' given for 14 days, dated 2/21/18.

T
i
i

| Areview of Resident 37's Medication

a. Areview of Resident 37's Record of Admission
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psychiotropic medication is being rerewed
or discontinued in a timely manner.

‘Pharmacy consuitant will also continue to
do the monthly recommendations and
send notes to the following physicians and
rursing will follow up with physicians as
needed

Facility plan to monitor carrective
actions and sustain compliance;
Integrate QA Process:

- Findings from facility random audits will
be reported to daily stand up meetings for
corrections. Findings will then be collected
for the month will then be preserted,
discussed and documented at the monthly
Quality Assurance and Performance
Improvement meetings tor further review
and recommendations.

Date of Compliance: 4/02/18 Yo 2y
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! Admiristration Records (MARs) for February and | i
: March 2018 indicated the resident had been i i
‘ receiving one mg of Atvan as needed for anxiety
~from 2/1/18 and discentinued on 2/17/18. The i
MAR indicated the Ativan was reordered on ;
1 2/21/18 and started receiving Ativan again as 1
" needed for anxiety from 2/21/18 up to 3/9/18 (17
“days). The MAR did not indicate the physician
reordered the Ativan after 14 days when the I
" Ativan was restarted on 2/21/18. The MAR
“indicated Resident 37 received five doses {3/7/18
“to 3/9/18) more after the 14th day (3/6/18) when |
- the Ativan was supposed to be discontinued per x
| | physician's order l

. During a concurrent review of the MAR, on

1 3/10/18 at 3:30 PM with the licensed vocational
i nurse (LVN 4), stated the facility staff should have |
! called the physician to find out if Resident 37's

| Alivan medication should be reordered  LVN 4

! stated the facility protocol was to notify the

. physician if the medication was still helping the

i resident's anxiety of being overly concerned with
! non-related heatth issues. LVN 4 stated the

i resident should not have received the Ativan on
1317118 and onward. J

. During an interview with the social services

j director (SSD), on 3/10/18, 8t 1 p.m., stated the

. psychiatrist would email the progress note, dated
:2/21/18, to her that day. SSD stated the

: psychiatrist would usually see residents in the

| facility and email the progress noles to the SSD

i after a few days. The SSD stated she did not

- know why the psychiatrist did not provide the

! facility with a progress note. At around 3:30 p.m.,
| the SSD handed over the psychiatrist progress
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F 786 . Continued From page 22
note, with date of service 2/21/18, and indicated
the facility's psychiatrist efectronically signed the
progress note on the same day, 3/10/18 at 3:12
cpam.

 Areview of the facifity policy and procedures titled
| "Psychotropic Medication Use," dated 10/2017,
|indicated PRN psychotropic drugs were fimited to
1 14 days and would receive the medication if

- that was documented in the clinical record. The
| prescribing practitioner should indicate their

i rationale for ordering PRN (as needed)

| psychotrapic medications and document in the

. resident's medical record and indicate duration
 for the PRN order

| b. Areview of Resident 41's Record of

| Admissions indicated admitted to the facility on

| 9/30/15. with diagnoses that including Alzheimer's
| disease {is progressive metal deterioration of the

and behavicr), and hypertension (high blood
pressure),

A Minimum Data Set (MDS), a standardized
assessment and care screening tool, dated

/ staff for the daily activities.

[

! A Physician Orders for Resident 41 dated
1 12/14/17, indicated to administer Ativan 0.5
 milligram (mg) by mouth two times a day as
‘needed for anxiety manifested by random

! necessary to lreat a diagnosed specific condition

: daily decision making was severely impaired, and '
required timited to tolal dependence support fram -

!
|
|

|

F 758 :

| brain that cause problems with memary, thinking

| 1/13/18, indicated Resident 41's cognitive skill for |

|
|

|
|
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: agaressive olitburst with dry apparent reason t
; | | |
On 3/10/18 at 539 p.m., during a review of ! i

. Resident 41's clinical records with director of statf : :
‘ developer (DSD), OSD stated physician ordered
' the Ativan an 12/14/17. The DSD stated the

* Ativan 0.5 mg by mouth two time a day PRN :
“ manifested by aggressive outburst with dry i

apparent reason.

| A review of the Medication Administration

. Records (MAR) dated for month of February, and
! March 2018, indicated Resident 41 received

i Ativan 0.5 mg PRN on 2/17, 2/18, 2/22, 3/1 and

g 3/8 for the reason outburst and restlessness

! On 03/10/18 at 05:39 p.m., while continued
- reviewing Resident 41's Physician Progress
! Notes, the DSD stated on 12/21/17, 1/4/18, :
1/11/18, 1/18/18, 1/25/18, and 2/1/18, physician i !
did not give new order for the Ativan be v i f
administered. The DSD stated on 12/20/17 ‘ ;
Resident 41 had seen psychiatrist and there was g \

no new orcered for Ativan order to be renewed.

On 3/10/18 06:16 p m , during a telephone
interview with the facility's pharmacy consultant,
stated the new regulation limited psychotropic
medications as PRN orders to 14 days. The
pharmacy consultant stated "l would recommend
_physician duration to document in the charge,
t'and | tell the nurse to call physician.” ‘ ;

. The facility's policy and procedure titled
FORM CMS-2667{02-99) Previous Versions Obsolete Event 1D: B3G01 Faciity ID CA940000023 It continuation sheet Page 24 of 37
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i "Psychotropic Medication Use” dated October
- 2017, indicated the faciiity should comply with the 1
| State Operations Manual, and all other applicable | ¢
i faw relating to the use of psychoactive ‘
- medications, including gradual dose reductions. ;
The policy indicated the psychotropic medications |
to treat behaviors will be used appropriatelyto |
; address specific underlying medical or psychiatric |
! causes of behavioral symptems. Resident do not |
! receive psycrofropm drugs pursuantto a PRN |
“arder unless that medication is necessary to treat |
- a diagnosed specific condition that is documented
~in the clinical record. PRN orders for i
- psycholrapic drugs are limited to 14 days. For
psychotropic PRN medications, excluding :
antipsychotic, if the atlending physician or
: prescribing practitioner believes that itis !
: appropriate for the PRN order to be extended
. beyond 14 days, he or she should document their |
'rationale in the resident's medical record and :
i indicate the duration for the PRN order. 4
Food Procurement, Store/Prepare/Serve-Sanitary |
[CFR(s): 483.80(I){1)(2} i

F 812!
58=0

§483.60(i) Food safely requirements.
The facility must -

; §483.60(i)( 1) - Procure food from sources
approved or considered satisfactary by federal,
state or local authorities.
(i) This may include food iterns obtained directly
i from local producers, subject to applicable State
- and local laws or regulations,

(it) This provision does not prohibit or prevent
facilities from using produce grown in facility
. gardens, subject to compliance with applicable
i safe growing and food-handling practices.

(m) This provision does not preclude residents

o] }
PREFIX " (EACH CORREC TIVE AGTION SHOULD BE ; COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
J
F758:
1
i
i
|
i
:
F812: Lo
. F Taqg Identifier: F 812
immediate corrective action(s) for
those Residents affected by the

deficient practice:

¢ .Noresidents were aifected by this
| deficient practice as dinner was over and
no food was present at time of rounds
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" from ccnsuming foods not procured by the facility.

§483.60(i)(2) - Slore, prepare, distribule and
serve food in accordance with professional
standards for food service safety.
This REQUIREMENT s not met as evidenced
by:
: Based on observation, interview and record
_review, the facility staff failed to wear a hair net
while in kitchen at all times ta maintaining a high |
standard of food service for cne of three dietary
aids.

|
i ,
[ Tnis deficient practice had pctential for cross
| contamination from hair and hair particle falling

‘onto foods

i Findings:

On 3/08/18 at 6:41 p.m., during an initial tout of
the kitchen there were two female dietary aid and
one male dietary aid (1). The male dietary aid 1
was observed with no hair net when washing

: dishes. A concurrent interview male dietary aid 1.
when asked why he was not wearing a hair net,
did not answer but just shook his head.

1 On 3/09/18 at 6:27 p.m., during an interview with
dietary supervisor, stated 'l told dietary ald 1to
use hair net all time while in kitchen. | gave him
an in-service."

! The facility policy and procedure titled "Dress
; Code for Women and Men” dated 2018, indicated .
{ hair restraints are important to avaid cross '

(x40 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN Cf CORRECTION X
SREFIX | (FAZH DEFICIENGY MUST 8E PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHCULD RE ! ton::&mcr‘
TAG | KEGULATORY R LSG IDENTIFYING INFORIMATION! : T4G CRUSS-REFLRENCED 10 THE APPROPRIATE RY
! ! DEFICIENCY;
| ! Plan Process to identify other ,
residents potentially affected by :

F 812

the same deficient practice and
corrective action(s) to be taken:
Al -esidents of the facility have
the potential to be affected by this
deficient practice.

‘No foocdborne iiiness was notet
in the facility at this time, therefore
no residents were affected by this
deficient practice

Facility measures and systemic
changes to ensure the deficient
practice does not recur:

-Mate dietary aide that was
observed withou! hair net was
given 1.1 in-service by the Dietary
manager on 3-9-18 regarding ;
importance of wearing a hair net
whife in the kitchen,

-All kitchen statf were given

! inservice on 3-9-18 by the Dietary

T manager using the policy and
procedure regarding dress code
and irfection contro. as weil as the

. risk for cross contamination
Facifity plan to monitor

" corrective actions ang sustain

comgliance; integrate QA

Process:

- Findings from random audits
from Dietician and Administrator
will be reported to daily stand up
meetings for corrections. Findings
will then be collected for the
month will then be presented,
discussed and documented at the
i monthly Quality Assurance and
i Performance Improvement
meetings for further review and
. recommendations
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contamination with feod.
F 842 . Resident Records - Identifiable Information
sa=F CFR(s). 483.20(f)(5), 483.70()){1)-(5)

§483 20(f)(5) Resident-identifiable information.

(1) A facility may not release information that is
- resident-identifiable to the public
i {ii) The facility may release information that is
| resident-identifiable to an agent only in '
accordance with a cantract under which the agent |
agrees nol to use or disclose the information
axcept to the extent the facility itself is permitted
' to do so.

. §483.70() Medical records
© §483.70(i)(1) In accordance with accepted
. professional standards and practices, the facility

" must maintain medical records on each resident
that are-

i (i) Complete;

Accurately documented,

| {ill) Readily accessible; and

i {iv) Systematically organized

1
1 §483.70(1)(2} The faciity must keep confidential
| all information contained in the resident's records, |
i regardless of the form or storage method of the

: records, except when release is- !
(i) To the individual, or their resident I
representative where permitted by applicable law; |
(i) Required by Law; !
i (i) For treatment, payment, or health care i
operations, as permitted by and in compliance ’
I with 45 CFR 164.506; i
: {iv) For public health activities, reporting of abuse, |
| neglect, or domestic violence, health oversight

| activities, judicial and administrative proceedings,

! law enforcement purposes, organ donation

| i i
. !

L

H

F 842 F Tag Identifier: F 842 !

Immediate corrective action(s)
for those Residents affected by

the deficient practice:

-Residents 1. 26, & 31's orders

-Resident 37's psychiatrist was
cortacted on 3-9-18 and nt was
confirmed that a visit was made
on 3-6-1¢ by the nurse
practitionar, His progress note i
was emailed to the Social Service :

for “may crush all crushable
medications could be crushed
together and administered
together” were disconlinued
petween 3-12-181¢ 3-16-18

Director ¢n 3-10-18. The order ior
her Alivan was renewed for
another 14 days per psychiatrists

progress note

|
|
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! purposes, research purposes, or to coroners,

_ a serious threat to health or safety as permitted
" by and in compiiance with 45 CFR 164.512.

! ' §483 70(i)(3) The facility must safequard medical
i - record information against loss, destruction, or

! unauthorized use.
1

. §483 70(i)}{4) Medical records must be retained

i for-

§ (i) The period of time required by State law, or

i (1) Five years from the date of discharge when

| there is no requirement in State faw; or

(i) For a minor, 3 years after a resident reaches

{ legal age under State law

! §483.70(i)(5) The medical record must contain-

-{1) Sufficient information to identify the resident;
{11} A record of the resident's assessments;

(iiiy The comprehensive plan of care and services
provided;

: {iv) The results of any preadmission screening

i and resident review evaluations and

determinations conducted by the State;

. {v) Physician's, nurse's, and other licensed

: professional's progress notes; and

i (vi) Laboratory, radiology and other diagnostic

| services reports as required under §483.50.

' This REQUIREMENT is not met as evidenced

by: .

- Based on interview, and record review, the
facility failed to ensure the Physician Orders for
four of 16 sampled residents (Resident 1,

‘ Resident 26, and Resident 31) contained the

i most current standard of practice guidelines for

- the administration of crushable medications and

| Resident 37's medical records contained actual

I experiences of the resident and included enough

" medical examiners, funeral directors, and to avert |

i
i

residents potentiatly aftected by
the same deficient practice and
corrective action(s) to be taken:

-Charge nurses. RN supervisor
MOS coordinator and DON as well
as DSD contacted primary care
physicians of ali residents tha! had
ine order of "may crush all
crushabte medications and
administer together” 1o expiain the
risks for administering

medications together and received
orders to giscortinue the order
between 3-12-18 through 4-2-18

- RN supervisor and charge
nurses reviewed and completed @
facitity chart audit of those
receiving PRN psychaotropic
medication between 3-10-18 and
3-14-18. Those residents that
needed PRN renewals, their
physicians were contacted, and
orders were renewed as needed

(Xa: L . - ¢ -
PREFIX (EACH CEFICIENCY MUST BE PRECEOFD Y Full . PREFIK (LACH CORRECTIVE ACTION SHOULD BE : BRIL
JAG REGULATORY QR LSC IDEN TIFYING INFORMATION) ; TAG CROSS-REFERFNCED YO THE APPRCPRIATE N

| i DEFICIENCY) i

; i i

F 842 Conlinued Fiom page 27 ! FB842' plan'Process to identity other ’

i
i
|
i
,
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I

- information {o provide a picture of the resident's

| progress. including response to treatments and/or
" services, changes in hisfher condition, plan of

: care goals, objectives and/or interventions.

Resident 1, Resident 26, and Resident 31's
Physician Orders indicated ail crushable
. medications could be crushed and administered
" together.

! This deficient practice had the potential for the
licensed nurses to follow the Physician Orders

- which could potentially cause a chemical drug
interaction and could cause side effects to the
residents.

Findings:

: |
| a. Areview of Resident 1's Record of Admission ‘
-indicated that Resident 1 was readmitted to the |
, faciiity on 11/28/17 with a diagnosis of severe ;
! sepsis (a potentially life-threatening complication |
| of an infection).

i A review of Resident 1's History and Physical

i form dated 12/2/17, indicated the resident did not
| have the capacity 1o understand and make

i decisions.

! Areview of Resident 1's Physician Orders dated
- from 3/1/18 through 3/31/18, with an order date of ;
- 11/28/17, indicated alf crushable medications

could be crushed and administered ‘ogether.

DON educated Licensed nurses

changes to ensure the deficient
practice does notrecur:

or 3-23 18 on the risks of mixing
alt medications togetrer and the
potertal for a chemical drug

reaction which could cause side

effects,

-DON re-educated the licensed
staff on %-23 18 regarding new
regulation anc the importance of

reassessing patient for the use of

any PRN psychotropic medication
after 14 days. Emphasized the
importance of contacting the
physiciar, rurse practihoner or the

' psychialry team assigned to get
the medication re-ordered if

necessary.

-Director of Medical Records wili
also audit charts upon monthly

[ recaps to be sure that order 1o mix
{ al medications are discontinued

-Medical Records Director or
designee will do random audits to
assure that PRN psychotropic
medication is peing renewed or
discontinued in a timely manner.

{
{
{
i
i
i

I

i
i
|
]
{
|
|
1
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: from 3/1/18 through 3/31/18, with an order date of :
*6/10/17, indicated that all crushable medications
could be crushed and administered together.

¢. Areview of Resident 31's Record of Admission |
i indicated that resident was admitted on 1/8/16 |
. and had a diagnosis of muscle wasting and facial

: weakness. i
N i

| Areview of Resident 31's History and Physical |
dated 1/8/18, indicated that resident had !

. fluctuating capacity to understand and make

, decisions.

i
i

i Areview of Resident 31's Physician Orders dated
§ from 3/1/18 through 3/31/18, with an order date of ;
: 1/8/16, indicated all crushable medications could
- be crushed and administered together. i

i

AND OLAN CT CORRECTION A SUILGING
056378 B WING } $3/11/2018
NALIE CF PROVDER OR SUPFLIER SIREET ADDRLSS, CITY, STATE, 2IP CODE
REGENCY QAKS POST ACUTE CARE CENTER 9850 £, ESTHER ST.
i ” LONG BEACHK, CA 90804
(X400 - SUMKMARY STATEMENT OF DEFICIENCIES ; in PROVIDER'S PLAN OF CORRECTION ; "i’
PREFIX (EACH DEFICIENCY MUST UL PRECEDED BY FUIL i PREFIX (EACH CORRECTIVE ACTION SECULD BE I comPLETION
T8G REGULATORY OR LSC DENTIFYING INFORMATION) iOTAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
i DEFICIENCY; |
:' z §
F 842 ! Continued From page 29 F 842
'b. AReview A review of Resident 26's Record of i Facility plan to monitor
s Adimussion indicaled the resident was readmitted corrective actions and
| to the facility on 6/10/17 ! compliance; tntegrate QA
: I Process:
H H
{ Areview of Resident 26's History and Physical - Findirgs from facility fa”dol'“
! H H indi i 5 H y
, Examination form dated 6/27/17, indicated that ¢ audits will pe -SDOT“‘?" 0 da}'ﬂ’on
. N . r 4 ong.
resident did not have the capacity to understand | standup mfe“"gs o cf’ Cl;d for
and make decisions and had diagnosis of . Findings ‘W"' I»hti ‘Eié‘;‘riﬁc;md
i cementia (a chronic or persistent disorder of the . the ”‘O”éd W,‘]d dgnmémevd at the
I mental processes caused by brain disease or ; d'i%“‘ijf Oﬁa(ity Assurance and
Uinjury and marked by memory disorders, ;]e;‘otr:an"e mprovemen:
| persenaity qhanges.'and impaired reasoning), meelings for turher review and
; and generalized weakness recommendations.
i )
Areview of Resident 26's Physician Orders dated | Date of Completion: 4:02/18 3(7{'92'/5

|
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F 842 Continued From page 30

During an interview on 3/10 18 at 8:46 a.m.,
: licensed vocational nurse (LVN 10), stated

- could cause a bad reaction

i

i

' A review of the facility's policy and procedure

: revised date of 3/6/03, indicated all physician
' check recaps.

According to the Centers for Medicare and
 Medicaid Services {CMS) State Operational

was that crushed medications should not be
and combining medications could result in

an altered therapeutic response.

. indicated that the resident was admilted to the
" facility on 1/1/18, with dlagnoses that included
! end stage renal disease and altered mentat

| status.

" Areview of Resident 37's History and Physical
. form dated 1/9/18 indicated the resident has

i have the capacity to understand and make
| decisions,

i crushed medications should not be administered
| together because mixing different medications -

titled "Health Information Record Manual,” with a

: orders would be reviewed and recapped once a
. month and that nursing staff were responsible to

Manual (SOM), indicated the standard of practice
_combined and given all at once and that crushing !

physical and chemical incompalibilities leading to

i

i

i
i

d. A review of Resident 37's Record of Admission

. diagnoses of paranaia and bipolar disorder. The '
; History and Physical indicated the resident did not

'
|

'

|
|
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F 842§ Continued From page 31

" Areview of Resident 37's Medication ,'
| Administration Records (MARs) for February and
 March 2018 indicated the facility had been
- monitoring the resident's behavior for receiving Il

one mg of Ativan as needed for anxiety i
. manifested by overly concerned with non-health |
; related issues. The MAR also indicated Resident |
£ 37 was monitored by facility staff for behaviors of |
; making false stalements accusing staff and other
" residents of coming into her room and taking |
! things and striking out. The MAR indicated :
I Resident 37 was receiving Serocquel 100 mg for ‘
| these behaviors, i

i

. A review of Resident 37's Physician and

i Telephone Orders dated 2/21/18, indicated a

handwritten order signed by the physician that
indicated to administer one milligram (mg) of

: Alivan every six hours as needed for anxiety

! manifestea by inability to relax far 14 days.

i

| A review of Resident 37's medical records did not

“indicate a physician evaluated the resident on

: 2121118 for anxiety before writing an order to
administer Ativan 1 mg as needed for 14 days.

i During an interview with the social services

‘ director, on 3/10/18, at 1 p.m., social services

i director (SSD) stated that the psychiatrist would

| email the progress note, dated 2/21/18 to her that |
day. SSD stated the facility's psychiatrist would !

- usually see residents in the facility and email the

| progress notes to the SSD after a few days. The

| SSD stated she did not know why the psychiatrist ;

-
X434 SUMMARY STATEMENT OF DEFICIENCIES i 10 ‘; PROVIDER'S PLAN OF CORRECTION i e
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX {EACH CORRECTIVL ACTION SHOULE BE i C‘J**‘f"-f;"«”“
TAG | REGULATORY OR LSC IDENTIEYING INFORMATION) I YR CROSS-REFERENCED TO THE APPROPRIATL | P
: i DEFICIENCY) :
|
T ;
F 842

|
i
i
1
|
i
{
[
i

i

!
J
i

i
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; did not provide the facility with the progress

i notes. The SSN handed over a psychiatrist

| progress note dated 1/31/18. The SSD stated.

~“This is all | have for now and will come back for

. the other progress notes.” At around 3:30 p.m,,
the SSD handed over the psychiatrist progress

. note dated 2/21/18, that indicated, "Electronically

signed by the facility's psychiatrist on 3/10/2018,

timed at 3:12 p.m * Ataround 3:55 p.m., the SSD ;

handed over another psychiatrist progress note

dated 3/6/18, that indicated, "Electronically signed -

by the facility's psychiatrist an 3/10/2018, timed at :

(4:12pm”

. Areview of the facility's policy ancd procedures |
. titled "Psychotropic Medication Use," dated |
©%0/2017, indicated the prescribing practitioner |
should indicate their rationale for ardering PRN ’
(as needed) psychotrepic medications and
. decument in the resident's medical record. |
F 908 | Essential Equipment, Safe Operating Condition |
Ss=k : CFR(s): 483.30(d)(2)

- §483.90(d)(2) Maintain all mechanical, electrical,
and patient care equipment in safe operating i
* condition. !
: This REQUIREMENT is not met as evidenced !
by

i Based on observation, interview and record

| review, the facility failed to ensure the atticiceiling |
; access door wire was not exposed and a call light
| (@ bedside button tethered to the wall, which

| directs signals the nursing station) was in good

| condition for two of 16 sampled residents

| (Resident 148 and 198) as indicated in the

| facility's policy.

F 908

i

i
|
|
|
i
j
|

056378 BWING 03/14/2048
NARE OF PROVIOER OR SURPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
REGENCY OAKS POST ACUTE CARE CENTER 3050 €, ESTHER ST.
=4
LONG BEACH, CA 90804
X410 | SUMMARY STATEMENT OF DEFICIENCIES 12 : FROVIDER'S PLAN OF CORRECTICN ; $34]
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N ! ; " DEFICIFNCY} ;
F 842 1 Continued From page 32 F 842 ?

F Tag identifier: F 908 ]

immediate corrective action(s)
for those Residents affected by
the deficient practice:

--Resident 148's bathroom attic
access door was closed on 3-8-
18. Resident in 148 is incontinent
and does not use the bathroom
and did not have a roommate at
the time.

-Resident 198's call light was
immediately replaced by the DSD
on 3-8-18
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F 908 ; Continued From page 33 L Fo0s .
| This deficient lice had potential t ] i Plan.Process to identity other
nis deficient practice naa potental to expose 1 ~ residents potentially affected by

azardous electrical shock ‘o the resident, visitor, | | the same deficient practice and
- and or the staff : " ' corrective action(s) to be taken:
-Administratar did do facility

Findings: : | rounds on 3-8-18 10 be sure that ;

alt attic access doors were closed. :

- On 3/08/18 at 7.15 p.m., during the nitial tour DSD and charge nurses did
: Resident 148's attic/ceiling access door from the facility reunds on 3-8-18 to assure
i bathroom was open. There was exposed wire that call lights in each room and
" extending out from the opening down. : bed did not have exposed wires

! -No other residents or resident
i rooms were affected by this
aeficient practice.

i

| . ) |

i On 3/08/18 at 7.20 p.m., during tour with director i

i of staff developer (DSD) while in Resident 148's |
bathroom, observed attic/ceiling access door was ! - .

"left open. The DSD stated they fixed wire up on ,‘ ss::gi s";ia:: ;3;5:;;11 Sd);sf:g::‘f

: g;eegelgxfr]%;t;rnwm and the door should nct have I practice does not recur:

-Staff was also inserviced on 3- |
) . 1 . 23-18 regarding safety rounds and :
On 3/08/18 at 8:00 p.m., during a tour with : educated 1o look out far exposed
- administrator while in Resident 148's bathroom, . wires and open attic doors while
1 he observed the attic/ceiling access door left ; performing care. They were also
open. He stated the ceiling should not have been - educated on the electrical
left open. | hazardous risk when wires are
i exposed. Staff was asked to use
Maintenance Log book at the )
stations to document any findings :
and Mamtenance Director witl
replace hazardous objects

|

- On 3/09/18 at 6:27 p.m., during an interview with
maintenance supervisor, he stated the
attic/ceiling access door to the attic in Resident |

148's bathroom was a metal door. When the attic ' immediately.
‘ access door was opened, there was a blue wire ! Administrator and/or
; visible. The maintenance supervisor stated the " Mainenance director will do
: attic/ceiling access door should have been closed | | facility rounds at least twice a 3
j all the time. The maintenance supervisor further | | week 10 assure no wires are i

stated "We don't have policy on ceiling attic. ' © exposed H
{ Administrator tofd me this morning about the attic i 1
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F 608 ' Continued FFrom page 34 F 308 Facility ptan to monitor
| access opening in Resident 148's bathroom.” corrective actions and sustain
; compliance; Integrate QA
‘b. During an observation on 3/8/18 at 6:58 p.m., . Process:
: Resident 198 was lying in bed and the call light I‘ ‘
was within reach. Resident 198's call light was | ;. -Findings from facility rounds by
| torn and wires were exposed. During the same ; administralor, maintenance, pso,
| observation, a licensed nurse {LVN 7} stated the | | DON, and charga nurses will be
" call light shou!d be fixed because the wires were | | reported to daiy stand up
i meetings. Findings will then be
exposed. ‘ . cotlected tor the month will then
be presented, discussed and
; o documaenied at the monthly
Areview of Resident 198's Record of Admission Quality Assurance and
~indicated that resident was admitted to the facility Performance Improvement
on 3/1/18 with diagnoses of constipation (a © meetings for further review and |
- condition in which there is difficulty in emptying I recommendations.
the bowels) and being underwelght. i i
" { Date of Completion: 4/02/18 | .
i LEPR x4
A review of Resident 198's care plan dated ! | !
1 3/1/18, indicated the resident was at risk for fall or ,
mjury and one of the interventions were to i :
- encourage resident to use the call light. |
!
: During an interview on 3/9/18 at 6:28 p.m., the
facility's maintenance supervisor stated the call |
lights should not have torn wires and the call llght ' :
should be maintained at all times ]
i |
f i
A review of the facility's policy and procedure ! !
titted "“Electrical Safety for Residents," revised : f
“January 2011, indicated the facility staff would i |
: inspect electrical cutlets, extension cords, power |
i strips, and electrical devices as part of routine ﬂre 1 |
| safety and maintenance inspections. : '
F 921, SafefFuncuonal/Sanltary/Comfonable Environ F g21
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i
F 921 Continued Frem page 35
| i
{ §463.50()) Other Environmental Conditions '
The facility must provide a safe, functional,
I sanitary, and comfortable environment for !
‘residents, staff and the public. ;
‘ This REQUIREMENT s not met as evidenced |
by
i Based on observation, interview, and record
: review, the facility failed ‘0 ensure to clean a lint
| catch/screens every two hours as scheduled, and
| document the laundry hot water temperature log
: per facility policy and procedures to provide a [
! safe, functional for two of two dryer machines. !

| This deficient practice had potential fire
+ hazardous from the lint catch/screen. i

Findings:

On 3/10/18 at 7:25 a.m., during an inspection the |
i facility's laundry department, observed house
i keeper 1 put clothes into two drier and house
| xeeper 2 folded linens, and pads. House keeper
| 1 put dirty clothes into washer machine. During
! an inspection with house keeper 1, observed two
! dryer machine lint catch compartment were full of .
liint, House keeper 1 stated it is time for clean

i and the lint may be cleaned every 1-2 hours.

: On 3/10/18 at 7:50 a.m., during an observation
- and interview with maintenance supervisor,

| question what happen with the Laundry Hot

| Water Temperature Log which had been

| documented in advanced. The maintenance

| supervisor stated Laundry Hot Water

| Temperature log should not be logged ahead of |

| F.Tsqdentitier: £ 921

Immediate corrective action(s)
' for those Residents affected by '
' the deficient practice: ;

-No residents were affected by
this deficient practice

-Lint catch compartment was
emplied immediztely and logged :
at 7.45 am on 3-10-18 {

Water temp log for the 3-10-18
was re-done correctly for the day
on a separate log.

Plan/Process to identify other
residents potentially affected by
the same deficient practice and
corrective action(s) to be taken: !

-Other logs were reviewed

immediately by the Maintenance i

supervisor and no other logs were !

documented in advance. |
I
i
;
i

Facility measures and systemic
changes to ensure the deficient
practice does not recur: j

‘Maintenance Supervisor gave |
the housekeeper 1:1 inservice on 3
310-18 regarding the importance |
of logging in accurale information i
at the right time. }

i
|
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FS21 f Continued From page 36 [ S i
: ; Mainten: > Supervisor also :
| time for today 3/10/18 at 12:00 p.m.. and 2 p.m., ] Mantenance Supervisor o |
; i 1 i : gave the Fousekeeping staft an !
:and the Lint Trap Log was not logged in on ) an Crd e 1
i 310118 at 6 = irservice on 3-22-18 regarding the
| a a'm' importance of the togs and
: emphrasized the importance of
: , o { timely log s
According to an undated facility's policy and |
- prozedure titled "General Maintenance of Dryer” “Maintenance supervisor and
- indicated hint catch/screens should be cleaned . Admiristrator will do random
every two (2) hours, every few months, remove i checks of the 10gs at different
the lint catch and with a bristle hrush, wash the | i times of the day (o assure on
: screen ciean. All directives pertaining to laundry | | going complance. v
. procedures and cleaning schedules will be in | i . ] :
, wiiting. Every laundry and housekeeping staff | | Facility plan to monitor .
| member will be trained to follow them. ! correc}lve actions and sustain
! : compiiance; Integrate QA i
Process: ‘r
i !
!\ Findings from random checks by |
administrator and maintenance [
director wili be col'ecled for the :
month and will then be preserted,
discussed ard documented at the
monthly Quality Assurance and ,
! Pertormance improvemant :
H ‘ f
; meetings for further review and I
recommendations. ‘
|
i Date of Completion: 4:02:18 ‘ ,
;
Yoz 14

f
i
i
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