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, ' , ' PRINTED: 09/20/2018
— DEPARTMENT.OF HEALTHAND HUMAN SERVICES - = R ORMAPPROVED—

CENTERS FOR MEDICARE & MEDICAID SERVICES . ) _____OMBNO. 0938-0391
STATEMENT OF DEFICIENCIES | (x1) PROVIDERISUFPLEERICLA | (X2) MULTIPLE CONSTRUCTION .+ |3 DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BULDING COMPLETED

. ' .o
: . 55507 - B Wit : . 02/20/2019 -
| NAME OF PROVIDER GR SUPFLIER ' .| STRESTABDRESS, CITY, STATE, ZIP CODE '
; 2000 W WASHINGTON BL ‘

SUNNYVIEW GARE GENTER - LOS ANGELES, CA 80018,

(X410, SUMMARY STATEMENT OF DEFICIENCIES © - _PROVIDER PLAN OF CORRECTION o
PREFX {EACH DEFICIENCY MUST BE FREGEDED BY FULL PREFIX {ERCH CORRECTIVE ACTION SHOULD BE COMALETION
TAG |° REGULATORY OR LSO IDENTIYING INFORMATION) TAG CROSE-REFERENCED TO THEAPFROPRIATE * ONIE
. . -, DEFIGIENGY),

FO00|INITIALCOMMENTS F 000 -
' - . S The signing of this plan of

‘The following reflects the findings of the . h - o

Department of Public Health (DFH) during the correction is not.an at?r{usswn or

investigation of a complaint.” k : agreement by this facility of the

T ) truth of the facts alleged in this
Complalnt number. CAL0847187 s statement of deficiencies and plan
Repressniing the DPH: HFEN #18152 : of correction. In fact, this plan of
* L : correction is submitted

The lné%ieqﬂon sg;:t lir‘rllgzg tg the Spteciﬂ?ss . exclusively to comply with state

COmpaInt Nve: € 086 NOL IBpPresen ’ : f

. the findings of & full Inspaction of the faciity. and fed'cral law. This plan of .

. g L correction serves as the allegation
Five deficiencles were lssued for camplaint of compliance.
. |#CA00B47187 ~ »

F 580 Notify of Changes (Injury/Decline/Room, etc.) F 58
88=D | CFR(s): 483.10(g}{1(R)-(iv}{15)

§483.10(g)(14) Natification of Changes.

| @ A facility must immediately inforrn the resident;

consult with the resident’s physician; and notify, . : 10/08/19
tonslistent with his or her authority, the resident” F-580
representative(s) when there is- : :
{A) Anaccident involving the resldent which y . .
_ | resufls in Injury and has thae potential for requiring | Corrective Action
. ?gyﬁclfﬁ mﬁﬁf\'feﬂgg’f&_’nﬂé e I T e
slghificant change In the resident’s physical, i ; )
tmental, or psychusocial status {that is, & . Res'de{'f A discharged to acute |
deterioratian in health, mental, or peychosccial general pare on October 26, 2018,
slt_al_uslin eithp;r ﬁ?—ﬂ'tr}eataning conditions or . I?Rel‘ atteriding physician order.
clinical compfications); esident A is n i
(C) Aneed toslfer reatment signifcantly (hat s, of Sunmyilon Comnger & residont
aneed to discontinue an exdsting form of - . yview Convalescent
treatment due to adverse consequences, or o : Center after his last discharge,
| commence a new form of treatment); or 10/26/18,
(D) Adecision to transfer or diacharge the
resident from the facility as specifisd in’
§483.15{c)(1){li). . ,
RECTCH'S OR WLWMWAM SIGNATURE — - e
° g a [ i ‘ 9 \ O% \q

Any deficlency siatement arding With an asterick {*) dencias s deficlency which (he Ins.,tﬂu!iun he excuged from cormactimy praviding & is datarmined that
) : aitis provide sufficient protection to the patisnls. (Sea instructions.) Excepl for nursing homes, the findings stated above ara diselessbla 80 daya

follawing the dale of survey whether or nota plan of conestion ls provided. For numstag homas, the ahove findings and plans of comeciion &re diéclosebla 14
days faliowing tim dale these documents s mado avaiighla {o the factlly. ff deficiencies arm cited, an approved plan of comséiion I requisits o continued
program parficipation. - . .

FORY] GG-2057(02:56) Preslous Verstana Gfieclete Evant Io:BWNG ) Fatcity I; CASTOLDDOS7 if contimuation sheet Page 1 of 18
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7122

- DERARTNMENT.OFHEALTH AND HUMAN.SERVICES

PRINTED: 09/20/2019

FORMAPPRAVED—

CENTERS FOR MEDICARE & M 8 . .
STATEMENT OF DEFICIENGIES {X1) PROVIDERISUFPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A SULEING
. 555071 " B.wiNg - .
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GiTY, STATE, ZIP CODE
ENTER 2000 W WASRINGTON BL
sUh!.NYV!Ew CAREC LOS ANGELES, CA 50018
o4)m SUNMARY STATEMENT OF DEFICIENCIES . D ! . PROVIDER'S FLAN OF CORREGTION . 05)
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD EE CoMPLETION
TAQ ' REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS-REF.ERENGEDTDTHEAPPRQPRIATE DAE
) . DEFIGENCY),
F 000 | INITIAL COMMENTS " F 000 N
_ - : , The signing of this plan of 10/03/13
The ?Qllowlng reflects the findings of the correction is not.an ac}rfnss:on or
Department of Public Health (DPH) during the agreement by this facxht)t of t!le :
investigation of a complalnt. - truth of the facts alleged in this
. B ’ statement of deficiencies and plan’
Complalnt mhar: CASGALT18F of correction. In fact, this plan of
Representing the DPH: HFEN #19152 correction is submitted
The ingpection w'as g to.the speclfic exclusively to comply with state
e s .
complaint investigated and does not represent and fed-eral law. Th':hplal? of .
the findings of a full Inspection of the facility. correction serves as the allegation
. . : of compliance.
_| Five deficiencies were issued for complalnt
| #CA00847487
F 580 | Netify of Changes (Injury/Decline/Room, etc.) F 580
85=p | CFR(s): 483.10{g)(14)}{)-(iv){15)

§483.10(g)(14) Natification of Changes.

() A facility must immediately inform the resident;
cansult with the resident's physiclan; and notify,
consistent with his or her authority, the resident
representative(s) when there |s- )

(A) An accident invelving the resident which

| resuits in injury and hes the poteniial for requiring |

physician intervention; .

(BY A significant change In the resident's physical,
mental, or psychosagial status (thatis, a
deterioration in health, mental, or psychosoctal
status In either life-threatening conditions or
ciinical complications);

{C) Aneed to aiter reatment significanty (that is,
a need to discontinue an existing form of .
treatment due to adverse consequences, or o

1 commence a new form of traatmant); or

() A decision to transfer or discharge the
resident from the faclity as speciffed in

§483.f15(c)(1)(ﬁ)..

T

Ao

Any deficiency statement ynding with an asterisk ()
. other safenuards provide

(REBR e . DATE |
natss & deficiency which the institutlgn may ba mw‘geu from comecting providing it E deteminsd that . {

ent protection to the patlents. (Ese instructions,) Except for nursing homas, the findinge stated above are discinasbla 80 duys

follovsing the date of survay whether or not a plan of comection is provided, For nursing homes, the abave findings and plans of comsction re distlosabla 14

days follgwing the date
program particlpation.

these documants are mads availabla to the facifly, I deficlencies are clied, an approved plan of comsttion Is saquisiie ta continuad

FORN CME-2857(02-99) Previcus Versions Ofisclsts

Event ID:BWNG11

Faclity [D: GABZ0000017

If contlnuation shaet Page 1 of 16
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RECEIVED 08/20/2019 05:03PM

DPH 02:06:56p.m.  09~20-2013 8722
—DEPARTMENT-OF HEALTHAND. HUMAN.SERVICES PRINTED: Soia0ra0g
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 083
STATEMENT OF DEFICIENCIES | (X1} PROVIDERISUPFUERICLIA {X2) tATIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION " IENTIFICATION NUMBER: A BULDMG P
. . * c
. S56071 B. WiNG . 082012018
NANE GF PROVIDER OR SUPFLIER STREET ADDRESS, GITY, STATE, 2P CODE T
 SUNNYVIEW CARE CENTER Los ANGELES, on s0bta
{%4) ID SUVMARY STATERENT GF DEFICIENGES L ) FROVIDER'S PLAN OF GORRECTION o
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL FREFIX « _TEACH CORRECTIVEACTION SHOULD BE COMFLETION
., TAG REGULATORY OR I..sclﬁEerFWNG INFORNMATION) TAG cnmasgenzggeum WAI?PROPRFATE oaE
" F 680 | Gontinued From page 1. Fsgo| F-580
- | () When making notification under paragraph (g) | N
(14X of this seclion, the facllity must ensure that Corrective Action 10/03/19
all pertinent irrformaﬂgn dspeciﬁed, In §483.15(v){2) !
™ . . = . ; to . . .
_ h?:;éi’ggfe a"d_ provicec upan "'aq"est te Upon notlf:iC&tIOI;l, thirty three
() The facility must also promptly nofify the current residents’ charts with a
resident and the resident tepresentative, if any, change of condition were audited
when there is- 7/19 & 09/11/19
- | (A) Achange in reom or roommate assignment gn ! (Zg.l /iﬁfe%zﬁ t/ o Z nsure
as specified In §483.10(c)(6); or - Yy mecical reca cr
{8) Achange in resident Hghts under Federal ar primary physician and residents
?tigeﬂ !)av; o reg:ézﬂbns as specified in paragraph representative were notified.
8)(10) of this section. 3o i
(iv) The facilly must recard and perlodically Resident S representative :,:32 od
update the address (mailing and email) and primary physician were notii
phane number of the resident when change of condition noted
representafive(s). and documented in resident’s :
§483.10(g)(15) . o clmm?.l chzirts. _ .
Admisslon o a composite distrct part. A faciity Identification of other resident
that is & compusite distinct part (as defined I and corrective actions
%16%5) musczdn?closz;g its, t‘:ladmissgp egreement .
physical touration, Including the various . . . .
locations that comprise the composite distinct Thirty three current charts with
part, and must spacify the policles that apply to change of condition audited by
room changies between its different locations medical record to ensure medical!
under §483.15(c)(8). : doctor and resident’s :
This REQUIREMENT Is hot met s evidencad . .
by: ' : representative notified. :
Hased.on interview and record review the . No other residents were affected.
facility's nursing staff fallsd to ensure they notifled |- :
the responslhle party for one sampled resident
{Resldent A) when the resident had a change in . o
candition (blisters to the resident’s right inner :
knee). This deficient practice resulted In the Addendums  copy of change
respensible party (RP) not knowing the resldent of condition audit and in-
had 3 change In condifion, :
.o service sheet attached.
Findings: ' -10/03/19.
FORM CMB-2587(12-8%) Previous Versiona Checlsta Evont ID:BWNC11 Facltty [0: CA970000017

IF contimuation sheet Paga 2 of 18
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02:07:10 p.m. 08~20-2019 9/22
__ DEPARTMENT OF HEALTH AND HUMAN SERVIGES i PR eD: Sarz0/2018
cE FOR MEDICARE & MEDIGAID SERVICES _ . OMB NO. 0838-0891
STATEMENT OF DEFIGIENGIES PROVIDER! SURVEY
AND PLAN OF CORRECTION o0 snmm%“oﬁ‘ﬁﬁ?’a‘é‘i? g:&&m GONSTRUCTICN “”3875@
. . C
. . 555071 . | B-WiNG 09'2'0’2019
WAVE OF FROVIDER OR SUPRLIER STREET AUDRESS, CITY, STATE, ZIF CODE o
" SURNYVIEW CARE CENTER 2000 W WASHINGTON BL
. ) LOS ANGELES, CA 90018
) SUMMARY SYATEMENT OF DEFIGIENGIES® - D PROVIDER'S PLAN OF CORRECTION - o)
REFIX (EACH OEFICIENCY MUST BE PRECEDED BY, -
TAG REGULATORY OR LSC IDENTIFVING INF%%) : Pﬁsﬁx ﬁﬁ%ﬁéﬁ%ﬁﬁm | o
. DEFICIENCY)
F580| Ga nﬂi{ue d Frcmi page 2 F580 Measures to prevent recurrence
A review of Resldent A's Admission Recard The director of nursing provided
:‘:diﬁ;ted tgz ar?f;dawxmm wg; neau:lmitite’;!t tottha in-service to fifteen license nurses
facility on A ghoses including , on 09/25/2019 and fifteen
dysphagia (difficulty swallowing), malnutrition (a s i
conditln thet results from eating a dict in which llcel}sed on 10/01/19 mn (egards to
one or mora nulrients are elther rof ancugh or the importance of noﬁfyms
are btfo much sugh that the diet causes health” resident and/or representative and
prokiems), dehydration (when there iz foo much ici nge of condition
water lost snd not enough water taken n), 8 physician on change o & ~
urinary tract infection {[U'TI] an nfaction affecting and involvement o 1y
partor all of the urlnary tract), and a gastrostomy member in plan of care as well as
t!:be (a 'ma!! tu'!i{e gurgtl plageﬂ ig th% - documentation of discussion in
stomach thru which n and medication ara . :

* L residents chart. A
edmitlgtered). ) Monitoring performance and
AMultidiscipfinary Progress Record, dated integration into quali
10/21718 at 10:30 a.m., indicated Resident A’s assurance system
w?d??ied ?dritl; :ma!l closed blisters to s right .
medlat (inside) knes, and the physiclanwas : i i
nofified. There was no writtsh documentation of Me(.:ilcal reco'rds/de‘mgnee will
the change of condition and the responsible parly audit charts with change of
(RP) was noffied. . o condition on weekly basis to

‘oo licensed are in compliance.
On 8/10M9 2t 3:11 p.m. during a telephons ensure flcen
Interview, Licensed Vosational Nurga 1 (LN 1) Findings will be reported monthly
:&atzﬁ sll;té\;vgs tffon 1 3!21/18. On1 0/23118 the times three to Q.A committee for
eatment orders were clariflad and she did not i '
mobfytheRP. - ‘LE arther review.
1 An tindzted facliity policy titled "Change of
Conditlon” did not Indicate to notify the residenta
responsible parly.
F 876 Activities Dally Living (ADLs)Mntn Abllities Fe78! Ad :
S~ | CFR(s): 483.24(a)(1){bX 11-E)-iD) 0 s dendum . copy of change
. ' . of condition audit and in-
§483.24(a) Based on the camprehensive service sheet attached.
asspssment of a resldant and conslatent with the 10/03/19
FORM CMS-2587(02.95) Previors Versians Obsclsts Fecify i0; CAF70000017

Event ID: BWKC11

IFeontinustion sheetPage 8 of 16
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3105231081 DFH 02:07:24 pm. 08202019 10/22
- ' PRINTED: 03/20/2019.
—-DEPARTMENT OF HEALTH AN HUMAN SERVIGES : I. ,mmnevga-
CENTERS FOR MEDICARE-& MEDICAID SERVICES , . OMB NQ. 0938-0381
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPUER/CLIA X2} MULTIPLE CONSTRUCTION {X2) DATE SURVEY .
AND PLAN OF CORREGTION IBENTIRGATICN NUMBER: A ELLDING . . COMPLETED
. Cc
_ 555071 B, WING 09/20/2019
NAME OF PROVIDER OR SUPFLIER * | STREET ADDRESS, LITY, STATE, ZIF CODE K
26U W WASHINGTON 8L -
sunuvvuew CARE CENTER . LOS ANGELES, CA 81016 :
) iu SUMMARY STATENENT OF DEFICIENCIES ) " PROVIDER'S PLAN OF CORRECTION 1y
PREFI {EACH DERCIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECYIVE ALTION SHOULD BE COMSLETION
TAG REGULATORY OR LSC MENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE ORIE
- . _ ., DEFICIENCY) :
o : F-676
F 676 | Continued From page 3 F676 10/03/19
resident's needs and choices, the facility must . .
provida the necessary care and services to Corrective Action
ensure that a restdent's abilities in activites of
dally living do not diminish unless cicumstances Upon notification, C.N.A 1,2,&3
of the individual's elinicel condition demangtrate in serviced by director of staff
that such diminution was unavoldable, This : development on 09/20/19
includes the faclfity ensuring that elop n
- 3 regarding the updated oral care
§48324(?)(1:)tl\re-=;¥dent 8 giwl/etggle anpropﬂa:f:s policy (Oral Care on Gastrostomy’
*| treatment and services to malntaln or improve hi ot
or her ability to carry out the activitles of daify :leSIdent) ton ga(silro omy gc:(:g;? t
living, including those specified In paragraph (b) o prevent gum disease an
o this section .. decay and to facilitate a clean and
fresh mouth.
§483.24(0) Activities of dally living. Resident BC &D assessed by
The facility must provide cere and'services in \ : . di
accordance with paragraph (a) for the foﬂowing licensed to identify gum disease
achivitles of daily ilving: and there was no concern noted.
§483.24(b){1) Hygiene -bath!ng, dresslng.
grooming, and oral care, . Identification of other resxdents
and corrective actions
§483.24(b)(2) Mobility-ransfer and ambulatmn. '
Including walking, . Director of staff developer
.| g483. 24(b)(3) Elimination-talieting, ObS'GI'VCd ten random .CNAS
during oral care to reinsure proper
§483. 24(b)(4) Dining-sating, including mesls Snd oral care provided based on
gna CJ ‘ - policy “Oral Care on (Fastrostorny
5483.24(b)(5) Communication, including Resident™,
(%SP'?BC h
() Language, £ )
| (1) Oter fanetional commanication s ysterns No other areas were affected
This REQUIREMENT s not met as svidenced .
by: - . e g
Basad on observatlon, interview and record - Addendur: additional in
review the facllity's nursiig staff falled to ensire 3 service sheet. 10/03/19
of 3 sampled residents (Resident B, G, D) with a *
FORM E8-2587(02-58) Prsviouss Verelona Gbssisto Event ID:BWNGT1 Faciity ID: CAG70000017

if continuation sheet Pags "4 of 16
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3105231031 DPH 02:07:38 pum. . 09-20-2019 niz
DEPARTMIENT OF HEALTH AND HUMAN SERVICES - e 2020
— CENTERS-FORMEDICARE- A MEDICAID'S , __OMBNO.
" | STATEMENT OF 1) PROVIDER/SUPPLIERICUIA (X2} MULTIPLE CONSTRUCTION DATE SURVEY
DENTEFCATION NUMBER:. A BULDING . M)COMPLE‘!'EO
) c
. B65071 B WING 08120120189 -
NAME OF PROVIDEK GR EU!?PUER BTREET ADORESS, CITY, STATE, 2P CODE
. . ) 2000 W WASHINGTON BL
EW GARE C .
BUNNYVIEW GARE CENTER . LOS ANGELES, CA 80016
oI SUMMARY STATEMENT OF DEFICIENCIES n " PROVIDER'S PLAN OF GORRECTION x5}
BREFIX (ERCH DEFICIENCY MUST BE PRECEDED BY Run.L RRECTIVEACTION SHOULD LETOR
TAG | | REGUIATORY OR LSC ISENTIFYING INFORMANION) m‘}?ém cr%zgnce?-msmso TOc'r;-l"E :P}L%OPRWE?'E gwm .
. . . . . DEFACIEN

F 676 | Continued From page 4 : .

gastrastomy tubs ({GT] a small tubs surgleally

placed in the stomach thru which nutriten and

medication are administered) recelved

appropriate oral care. This deficlent practice

- | placed rasidents at risk for-mal odorous oral
cavities, infection and tooth bullg up.

.{ Findings:

8. Areview of Resident B's Admission Record
indicated the was readmitted to the faciity on
12/4118, with disgricsis of dysphagla {difficulty.
swallowing) witha BT, . - .

On 916/18 at 2:25 p.m, CNA1 was chserved

temon Glycerin Swabsticks to clean the
- | residents mouth, - .

On 9/18/19 gt 2:30 p.m, dusing an inferview, CNA
1stated somelimes she use a toothetie with -
. { mouth wash to clean the residents mauth,

b, Arevisw of Resideht G's Admisslon Records
indicated he was readmitted to the faciiity on
7118718, w;th dfagndq!a of dysphagia with 3 GT,

On Br18/18 at 2:35 p.m. CNA 2 was ohserved

providing oral vare to Residant G. CNA2 used a
Lemon Glycerin swabsticks to claan the

resident’s mouth, - . .

On SMEHS 5t 2:40 pm. during an Interview, GNA
2 stated she was instructed 1o use the Lemon
Gly:glﬁn swabsticks to clean the residents

mO . . .

& Areview of Resident D's Adrilssion Records
indicated he was readmiitted fo the fawility on

providing oral care to Resldent 8. CNAjuseda |~ -

Measures to prevent recurrence

“The director of nursing provided
in-service to fifteen certified
nursing assistant on 09/25/2019
and director of staff development
in serviced thirty one C.N.A. on
10/01-10/02 regarding proper
way of performing oral care for
residents with G-tube followed by
policy of “Oral Care on
Gastrostomy Resident”.

F 676

Monitoring performance and
intepration into guality
assurance system

CNA team leader will check
daily to ensure CNAs’ are in
compliance and report findings
to DSD. DSD will make a weekly
visual oral care check and in
service/reinforce CNAs as
needed. .

Findings will be reported to Q.A

" committee monthly X3 months
for further review.

| Addendum; additiona) in-
service sheet. 10/03/19

FORM CM3-2567(02-68) Eravious Versions Obsokte Event ID:8WNCTY

. Faclity 1D: CA70600017

lfconﬁnuam thoat Page 8of 16
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3105231031 DPH 02:07:52pm.  09-20-2019 12/22
' ED:
_DEBARIMELEOE.BE:QELHAND.HUMAN.SEEMCFQ i OBIZOIZO'IQ
ENTERS FOR MED! D SERVICES
STATEMENT OF DEFICIENCIES {X1) FROVIDER/BUPPLIERICLIA. | (X2) MULTIPLE CONSTRUCTION
AND PLAN OF GORRECTICN {DENTIFCATION NUMBER: A BULBING :
t 555074 | & wane_
NAME OF FROVIDER'OR SUPPLIER STREETADDRESS, CITY, BVATE, ZIF COfiE
NNVVIEW GAF 2000 W WASHINGTON BL
sy EW.GARE CENTER LOS ANGELES, CA 80018
UL 21 DEFIGIENGY MUST BE PRECESED £ ¢ e e SRR AN SHouAR B COMPLETON
e HEGULATORY OR 160 DENTIFYING mronm%'i) PR °R%B‘E§m -r%r-:wmrawe DATE
F 676 | Continued-From page 5 - F 678 F-684 o
\ diagnosis of dysphagla with a GT. el
9/6118, with & diagnosis of dysphag GT. - Corrective Action 10/
On 8/18/19 at 2:46 p.ra. CIZIA 3 gascc;'l:ﬁmed
providing oral care to Resldent D. used a Upon notification, director of
Lemon Glycerin swabsficks {o clean the staff development in-serviced/
resldent's mouth.
. . demonstrated/return
On 9/18/18 et 2:50 p. hl: during an Intervm/; CNA demonstration to C.N.As for
3'stated sometimes ha usa atoothette residents B, C, and E &F in
‘mouth wash to clean the residants mouth. regards to proper repositioning
Instructions for use of fhe Lemen Glycerin including pressure reducing
Swaﬁ;““'f tgnd;ca\fd thegl;d are uss; to refrtes:ddw device/pillows to completely turn
mouth and threat by providing 2 pleasant a
refreshing cirus flaver, Swab froehy about the ulr)es:dents from off their back to
mouth area. Residents may suck on swab head uttocks every two hours and as
fo obtain mare citrus ﬂavor. : needed,
Treatment nurse assessed
An undated fécilty pollcy tited “Oral Care on 2 residents B, C, E, & F s
Gestrostomy Resident”, indicated to prevent qum on
disease and taoth demy and faciitete a.clean 10/03/19 to ensure if any skin
at!?ed fre;'h mguth Moi?tt‘en etgt? toothstte, brush breakdown and there was no
teeth and gums with gentle pressure whils fi
roving in short horizantal ar clr]gular strokes, f? dmg: s;iee attzg:/ged Assessment
gently brush the testh and the surface of tha sheet dated on 10/03/19,
tongue for approximately 2 minutes, gently wige
inside the resldent's mouth, rinse the resident's . . .
mouth with a damp toothette, lubricale the Identification of othex residents
regident’s mouth and fps w‘rﬂ1 a lemon swab. and corrective actions '
F-684 | Quality of Care £ 684
‘s‘s-:e OFRie 483'2-5 . Director of staff development
§483.25 Quaity of care made a random rounds daily to
Guaég of gre is & fundamental principle that reinsure residents are properly
eppliss fo all reatment and care provided fo - itioni OF as
facility residents. Bassd on the comprehansive rei?l;mnmg Q2 hours
assessment of a resldent, the faciity must ensure needed.
that residents receive treatment and care In No other residents affected.
FORM mmm-bsjmmm Ololats Evant [0 5WNGTH Fecily (0; CAS70000017 Fcontinwation shaet F;age 8of 18
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3105231031 PPH 02:08:07 p.m, 13/22
) ' - * PRINTED: 08/2072018
. — DEBARTMENT OF HEAI TH AND HUMAN SERVICES. FORMAPPROVED—
CENTERS FOR MEDICARE & MEDI GES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCISS (X1) PROVIDER/BUFPLIERICLIA {X2) MULTIFLE CONSTRUGTION (X3) DAYE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMEBESR: A BUHLDING COMFLETED
. ' o
555071 B, Wiia, - 09/20/2019 _
NANE OF PROVIDER GR SUPPLIER " STREET ADDRESS, CITY, GTATE, ZiP CODE 3
S : 2000 W WASHINGTON BL
SUNNYVIEW CARE GENTER LOS ANGELES, GA 80018
{%4) ID SUMMARY STATEWENT QF DEFICIENGIES | 1 PROVIDER'S PLAN OF CORRECTION o)
PREFIX {ERCH DEFICIENGY MUST BE PRECEDED BY FULL (EACH CORRECTVEACTIONSHOULD BE - | compLEnan
TAG REGULATORY OF LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE AFPROPRIATE DATE
) _ . . '~ DEFICIENCY)
F 684 | Continued From pags & 'F684| Measures to prevent recurrence
acccxdan&e with prof:séional standards of :
practice, the comprahensive person-centarad The director of nursing in-
care plan, and the residents' cholees, . : ;
This REQUIREMENT Is not met as evidenced serviced fifteen certified nugsmg
by: R | assistants on 09/25/2019 and
Balsed art ahservation, wwiaw arlt:d recard ’ director of staff development in-
review the facility's nursing siaff falled to ensure saed thi e CN.As
four out of six sampled resldents {(Residents B, C, serviced ﬁ;;:ty on rtance of -
E and F) were tumed at least every two hours. regarding the impora di
This defislent praciice placed the residents at iisk proper repositioning 'mclu mng
for skin breakdown. : ‘using pressure reducing
o device/pillows to completely
Findings: residents from off their back to
a. Areview of Resident B's Admission Record buttocks every two hours and as
tnd!?l?yig_d‘%a’ ;asident was readmlittetli t;me needed and reporting skin
facility.on 12/4/18 with diaghoses including v ‘ dition
diabetes (a chronic candifion assoclated with }'Jreakd?wn/change of condt
ebnormally high lavels of sugar in the blood) and immediately to charge
" | dementia {progressive loss of mental ability). nurses/supervisor.
AMinimum Data Sat (MDS) Assesement and
Care Screéning, dated 9/30/19, indicated
Resldent B's cognitive skils for deily
decision-making werd severely impaired and had
a functional iimitstion in range of motian (ROM)
the distance and direstion & joint can move to its
full potential) to one of the upper extremities,
On 9/18/18 at 11:55 am., Resident B was
observed lying on his back, at 2 p.m., and 3:15
p-m., Resldent B was observed with his torsop .
g:artof the body talatg:étend; from the neck to
2 groin), slightiy-turned to the left with his .
buttocks on the mattress. Addendum: cotrection made
. iti information
b. A review of Resident C's Adirission Record vand addltlog;'cgs /19
, Indlcated the resident was readmitted fo the | addedonl :
FORM GMS-2587(02:68) Previous Varalons Obaciets EBVEntID:BWNGH Pty I CASYDOODTY IFcontinuation sheet Page 7 of 16
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- @)D SUMMARY SIAYEMENT OF DEF [HE PROVIDER'S PLAN OF CORRECTION - I, 8
PREFIX (EACH DEFRCIENCY MUST BE PRECEDRD BY FUI.I. PREFIX- {EACH CORRECTIVEACTION SHOULD BE CORPLETTON
YAQ REGULATORY OR LEC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE |

. . o * 'DE'-'IO(ENCY)
'F 884 | Continued From page 7 F&84| Monitoring performance and

facllity on 7118189, with dlagnoses including tack

of casrdination (the abilily to use different parts of | E

the body together smoothly and efficiently),
generalized muscle weakness and dementia.

AMDS Assessmant and Cere Screening, dated
7/2118, Indicated Resldent C's cognitive skills for -
daily decision-making were séverely Impaired,
iotally dependent on the faclity staff for bed
mobliity and had a functional imitation in range of
motion ([ROM)).to upper and lower extremities.

On B/1919 at 11:55 a.m., 2 p.m., and 3:15 p.m.,
Rasidant C was ghserved lying on his back.

| ¢, AReview of Restdent E's Admission Record -

indicated the resident was readmitted to the
facility on 8/23/18 with diagnoses of generallzad

muscle weakness, lack of coordination (the abﬂlly ’

1o use different parts of the body tenether
smoothly and efficlently, and dementia (a loss of
brain functlioning {memory, thmkmg. !anguage.
judgment, and behavior}).

.| AMDS Assessmentand Care Scresning, dated

8/30H9, Indleated Resident E cognitive skills for
daily decision-making wera severely impairment -
and required extensive gssistance for bed
mobility,. -

" | On 917119 &t 14:56 am.,, 2 p.m., end 3:15 p.m.,

Resident E was observed lying on her back.

d. Areview of Resldent Fs Admxswon Record
Indicatéd the: resldent was madmlﬂed tothe -
facility an 7/1/18 with diagnoses of generalized
muscle weakness, fack of coordination (the ability

integration into quali
assurapce gystem

Ditector of staff development/
supervisor will make daily
random room visit to ensure

least every two hour and as
needed.

Findings will be reported to Q.A
committee monthly X3 months
for further review.

Addendum: correction made

to use different parls of the sther and additional information
smoothly and efficiantly, a“mt:g“ﬂ (& loss of added on 10/03/19

| residents reposition properly at

FURM CMS 2567(02-98)-Provious Verelofs Obsplato

EventID:BWNCT)

Faciity I0: CAS70000017

If continuation sheat Pags 8 of 16




RECEIVED 09/20/2019 05:(3PM

: §38325(e) lncanﬂnence.

83.25(¢)(1) The facility must ensure that

.| resident who is continent of bladder and kowelen | ©
-| adrmission recelves jseivicss and assistance to

maintain continence unless his or her clinleal
cendition is or becomss such that conlinence is
not poésible o maintain,

§483.25(c)(2)Fer a restdent with urinary
incontinence, based on the resident’s
comprehensive assessment, the fachily must
shsure that-

{) A resldent wha enters the facliily w'nthnut an
indwelling catheler is nat catheterized unless the

floid intake and output correctly
recorded. No other issues were

noted and no other residents were
affected.

Addundum: correction made
and in-service dated
10/01,10/02 & I/O audit copies
attached.

3105231031 DPH 02:08:36pm.  09-20-2019 52
C . ' PRINTED: 08/20/2019
~=-DEBARTMENT.OF HEALTH AND HUMAN SERVICES FERMAPFROVED—
CENTERS FOR MEDICARE & MEDICAID SERVICES o OM2 NO. 0938-0391
STATEMENT OF DRFIGIENCIES {X1} PROVIDER/SUPPLIERIGLIA (X2) MULTTPLE CONSTRUGTION {X5) DATE SURVEY
AND PLAN OF GORREGTION IWENTIFIGATION NUMRER: A BULONG COMPLETED
A o -
, . 535071 B. WING . 39120’@19
NAME OF PROVIDER OR SUFFLIER STREET ADDRESS, CITY, BTATE, 1P CODE '
* 2000 W WASHINGTON BL
SUNMWIEW CARE CENTER LOS ANGELES, GA 50018
BUNMARY STATEMENT OF DEFICIENGIES o FROVIOER'S PLAN OF CORREGTION . ()
pnénx (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOLLD BE COMPLETION
. T8 REGULATORY OR LSG {DENTIFYING INFORMATION) TG msmmmgg‘o*ro THEAPPROPRIATE DATE
F 684 | Continued From page 8 F 584 F ~690
brain funicianing fmemory, thinking Ianguage .
judgment, and behavior]). ' ' Corrective Action 10/03/18
Qﬁ%&ﬁ'&ﬁgg :tf;:idfg;’%,;% indicated Upon notiﬁca'tion, resident A
declslon-making were severaly impairment and chart was reviewed for accurate
reguirad extensive assistance for bed mobility, intake and output. Resident A was
: voided 2-3 times per shift durin
On OMBHE 2t 11:85 a.m., 2 p'm., and 316 pm., st eriog S eoord o
Resldent F was observed lying on her back. p p
’ o , no bladder distention, or ¢/o pain -
(n 8/18H9 at 3 p.m., during an interview, the noted.
Director of Nursing (BON) stated resldant's
-ghould be tumed at least every fwo hours.
On 9/18/18 at 4:16 p.m., during an interview, the Identification of other residents
Director of Staff Development (DSD) sleted she n = : i
* | in-service with demoansiration to staff on and corrective actions
repositioning resident off thelr buttocks using . ] A
extra pillows 38 necessaty to kesp the residents Licensed designee reviewed two
off fht;-’!fs;?&di"f I of current residents’ charts with
F 690 | Bowel/Bladder Incentinence, Cathater, UTI F680 .
CFR(s): 483.25(e)( 1)_(3) i 1 _ G-tube on 10 /01/19 to ensure the

’ FORM OMS-%.’BG?(UR—SB)WWM Obsolats

Event ID:BWNC1t

Faciify ID; CAS70000047

if continuatlon sheet Page "8 of 16
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mmamemweamunﬂumamm FORM-APPROVEB—
RS FOR MEDICARE & MEDICAID SEF S - GMB 0. 0938-0391
STATEMENT OF DEFRICIENGIES [¢0)} ovmzwswvuawm 1 (X2 MULTIPLE CONSTRUETION (%3] DATE SURVEY
AND FLAN OF CORRECTION msmmcxrm NUMBER: A-BULDING® ¥ complEreD
d — e
i : 555074 B.WING : " 09202019
NAME OF PROVIDER R SUFPLIER : "] STREEYADDRESS, GITY, STATE, ZP CUDE ,
000 WWASHINGTONBL
SUNNYVIGW CARE GENTER -| LoS ANGELES, cA s0018:
- gD | SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAN OF GORREGTION )
PREFIX (EACH CEFICIENCY MUST BE PRECEDED BY FLLL, PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LS6 [DENTIFYING INFORMATION) TAG msmeamcsammmcmm DATE
- )  Measures to prevent recurrence
¥ 680 | Continued From page 8 : F 630 :
: resldent’s clinical condition demanstrates that - e
catheterization was hecessary; - The nursing consultant in

{ii) A resident who enters-the facllity with an :
indwelling catheter or subseguently recelves one
I assessed for remioval of the Catheter ag'soon
as possible unless the rasident’s clinjeal condition
de:’nonstrates that GzthEledzsﬁbn Is niecessary;
ani

{ifi) A resident who is Incanﬂnent of bladder

.| receives appropriate trestment and gervices o
prevent urinary trect infections and to restore
continence to the extent passible,

§483.25(e)(3) For & resident with facsl
Incontinence, hased on the residenf's
comprehenslve assessment, the facllity must
ensure that a resident who is inconfinent of hows}
receives appropriata ireatment and services fo
testore =3 much normal bowe| furickion as

posshie. .o
This REQUIREMENT is not met as evidenced

Based on intsrviel and record revisw the
Tacilily's nursing staii failed 1o corectly document
the fuid out put for ane of four sampled residents
{Resldent A). This deficlent praclice placed the
resident at nsk for unremgmzed fluid imbalance.

Findi{!gs.

Areview of Rasldent A's Admilssion Record
indicated the resident was readmitted to the .
facllity on 8/26/18, with dlegneass ircluding
dysphegia (difficully swallowing), malnutrition: (s
condition that résults from eating & diet in which
tne or more nutrlents ave either not enough or
are too much such that the diet causes health

serviced director of nursing on
.1 10/01/19 regarding monitoring in-
P take and output for G-tube
residents for the first thirty days
and frequency of change for G-
tube/incontinent residents to be 2-
3 times/as needed per shift; and
when change noted including
color & odor of output to be
immediately notified to charge
nurse/supervisor.
Director of nursing in-serviced
fifteen licensed nurses on
09/25/19 and 10/02/19 regarding
policy of intake/output and
importance of monitoring
intake/output per shift for G-tube;
residents for the first thirty days ;|
and frequency of change 2-3
times per shift for G-
tube/incontinent residents and
properly dot\umenting for pain,
bladder distention.

Addundum: correction made
and in-service dated
10/01,10/02 & YO audit coplcs

problsms), dshydfztion (when there Is oo much 'attached
water lost and not enough water taken in), a
FORM CMS-2867(02-58) Provious Vierelons Gbsolets Evant ID: BWNC11 Facity I CAB7GR00017 - Heontinuation sheel Page 10 of 16
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—__DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM-APPROVED
__GENTERS FOR MEDICARE & MEDICAID SERVIGES - . 0038
STATEMENT OF DEFICIENGIES [+5)) PROVIDER/SUFFUERICLIA T {X2) MULTIFLE CONSTRUGTION %3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A-BUILDING? GOMPm
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SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORREGTION (%3)
iggﬁ)f!‘l?ﬁ (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH ccnnicmsnuﬂou SHOULD as mﬂngm
AEGULATORY OR LSC IDENTIFYING INFORMATION) - TAS CRDSS-RE{ERBI THE'AP?RG
. . ¥ ENCY}
- | Mleasures to prevent recurrencé
F 880 | Continued From page 9 F &80

_ | rasidant's clinical condition demanstrates that

catheterization was necessary, -

{ii) A resident who enters-he faciliy with an
indwelling catheter or subsequently receives one
Is assessed for removal of the Bstheter agsaon
as possible unless the resident’s tlinical condition
demanstates that cathetarizahon is necessarny,
and

(i} Aresident whois inconimeni of bladder

.| eoeives appropriate frestment and sevices to -

prevent vrinary tract Infections and ta restore
continence to the extent pussible,

§483.25(){3) For & resident with fecal
Incantinence, based on the resident's
comprehenslve assessment, the facility must
ensure fhat a resident who is incontinent of hows)
reoelves appropriata treatment and sarvices to
restore as much normal bowel function =s
possible.
Thls REQUIREMENT is notmetas evidauced

by:

Based on intervisl and record review tha
Tacility's aursing staff falled to correctly document
the fluid aut put for one of four sampled residents

(Resldent A). This deficient practice placed the |

resident at nsk far unrecogn!zed fiuid imbalancs.
Findings:

Areview of Resident A's Admisslen Record
indicated the resident was readmiited to the .
facility en 9/26/18, with disgnoses Including
dysphagia (difficulty swallowing), malnuirition (a
condition that résults from eating a diet in which
ona or more nutrients are elther not enough or
are too much such that the diet cavses healih
problems}, dehydration (when thers is too much
water lost and rot erough water faken in), /

Director of nursing and staff
development in-serviced a total of
thirty seven licensed and C.N.As
on 10/16 and 10/17 in regards to
monitoring the output incontinent
resident with G-tube by looking
lines on briefs such as 300cc
showed 2 lines indicates light,
450cc showed 3 lines indicated .
moderate and 600cc showed 4
lines or more indicated heavy,
approximately. The output will be}
monitored every shift by Ixcensed !
nurse/designee, :
Addundum: 10/17/19,
correction made and in-service
dated on 10/16 & 10/17.

"

P
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{Ti) A resident who enters-the facility with an
indwelfing catheter or subsequently recsives one
Is assassed for ramoval of the Gatheter as'soon.
as possible unless the resident's clinical condition
demonsiraies that cathelerization is necessary;
and .

{iil) A resident who is incontinent of bladder

.| receives appropriate trestment and services to

prevant urinary tract Infections and ta restore
continence to the extant possible.

§483.25(e)(3) For & resident with fecal
Incontinence, based on the resident's
comprsheneive assessment, the facility must
ensure that a rasident who is incontinent of bowel

restore as much normal bowel function as
possible, :

This REQUIREMENT is not met as.evidenced

Based on infervielv and record review the
facility's nursing staff falled fo carrecty document
the fiuld out put for one of four sampled residents
(Resident A). This deficlent practice placed the
recident at risk for unrecognized fluld Imbalance.

Findings:

Areview of Resldent A’s Admission Reeord
indloated the resident was readmitted io the -
facility on 9/26/18, with dizgnoses including
dysphagla (difffcully swallowing), msinutrition (a
conditivn that résults from eating a diet in which
one ar more nutrients are either not enough or
are ton much such that the diet causes health
prablems), dehydration (when there is too much

watsr lost and not enough water taken In), a

receives appropriate treatment and servicesto " §

FORMAPPROVED—
CENTERS FOR MEDICARE & MEDICAID SERVICES a8 NO. 0938-0391
STATEMENT OF DEFICIENCIES. | 0tf) PROVIDERVSUPPLIERICLIA | (X2) MULTIFLE CONSTRUCTION . o) DATE SURVEY
AND PLAN OF CORRECTION IENTIFIGATION NUMBER: ABULDING' COMPLETED
. 7 ‘ e
. . 555071 B, WING : | _09/20/2019
NAVE OF FROVIDER OR SURPLIER : STREET ADURESS, CITY, STATE, ZIP CODE .
2000 WWASHINGTONBL
SUNNYVIEW GARE CENTER -] LOS ANGELES, CA Bt018.
© (X4)10 . SUMMARY STATEMENT OF BEFICIENCIES I [1» PROVIDER'S FLAN OF CGRRECTION X5}
PREFIX {EACH DEFICENCY MUST B PRECEDED BY FULL FREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TG |  REGULATORY GRLSCIDENTIFYING INFORMATION) - |  TAS m“*“’fm{:g%@g%?mm“ ATE
a . | Measures to prevent recurrence
F 690 | Continued From page 9 F &80
resident's clinical condition demanstrates that : ltant in-
catheterization was necessary; . The nursing consu

serviced director of nursing on
10/01/19 regarding monitoring in-
; take and output for G-tube
residents for the first thirty days
and frequency of change for G-
tube/incontinent residents to be 2-
3 times/as needed per shift; and
when change noted including
color & odor of output to be
immediately notified to charge
- nurse/supervisor.
Director of nursing in-serviced
fifteen licensed nurses on »
09/25/19 and 10/02/19 regarding
policy of intake/output and
importance of monitoring
intake/output per shift for G-tube,
residents for the first thirty days :
and frequency of change 2-3
times per shift for G-
tube/incontinent residents and
properly documenting for pain,
bladder distention.

Addundum: correction made
and in-service dated
10/01,10/02 & /O audit copies
‘attached.
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-.—DEPARTMENT QF HEALTH AND HUMAN SERVIGES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 09/20{2019
FORM-APFROVED -

OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES {X1) PROVIOEFUSUPPLIERICUA (x2) MULTIPLE CONSTRUGTION {X8) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIOATIGNNGMBER:  { , o e | compieTED
. : G
556071 B.WING o 08/20/2019 -
NAME OF PROVIDER OR SUFFLIER - $YREET ARDRESS, GI1Y, STATE, 2P CODE .
: . 2000 WWASHINGTON BL
SUNNYVIEW GARE GENTER LOS ANGELES, CA 90018 o
o) SUMMARY STATEMENT OF DEFICIENGIES i’ - PRQVIDER'S PLAN bF CORRECTION X5}
PREFIX {EACH DEFICIENGY NUST BE PRECEDED BY FULL PREFX (FACH CORRECTIVEEACTICN SHOLILD BE oolFLETION
TAQ REGULATORY OR L€ (DENTIFYING INFORMATION) TAG cnoss-nsensgg?& 'ES Btgempaommm DATR
F 890 Continued Fram page 10 : F 890
urinary tract infecton (JUTH) an Infection aifecting ,
part or all of the urinary trac), and a gastrostomy : . .
ke (2 small tube surgically placed In the - Evaluation of intake/output 10/08/18
ma;'; thru which nutrtion and medication arg includes frequent perspiration,
inietared). s o change in body weight, odor, and
ga Minimum DatadSet (MDS) gtssessmsnt and blood in urine, UTY, edema, dry
re Screening dated 10/3/18, indicated - mouth and dry lip and skin turgor,
aRéqld;ntAuogqlﬂve skills fordally " will be com(}l:g’,teg by licensed || °
Bolslon-making were severely IFBWWME nurse weekly for a minimum of
A drgvlew of & Physiclan's Order, g;g( or26ha, . 30 days for resident with new G- -
indicated to manitor Resident A'S Intake and tube to assess signs of
cutput (120) for two wesks and to discontinue the . : .
orterwhen siable, . dehydration, fluid retention e}nd
other problems refated to fluid
Areview of an Intake/Output flow Sheets, dated imbelance,
review of an u eets, da ill take
8/26/18 through 10/26/18, indicated Resident A's S;a“df d m".’:h 13; ];l;thwg_ fubo to
fluld cutput wes documented as x 2 each shift place Tor residents wit
‘ detect dehydration, kidney
A éﬁﬁm% the Evaluations ;?;;’"ta’f"’g“mftm involvement, and anemia and
indicated there was no weskly svalugtion o : :
Resident A's luld Status orthe wesk of 10/22/18, gﬁgig’:u‘grﬁbgz?‘f:ﬁgcj’n?fﬁ :
gln /1815, at 1:40 (p,rgi\,"dzgng ag f:x%er\{i.ew, the . result, licensed nurse immediately: N
" | Direttor of Niffsirig (DON] sizited Resident A does ti ician and follow the
not have an mdwelling urinary catheter (a small nod:fy to physicis l
tube inserted Into the bladder that rermains there orcer.
to provide continuous wrinary dralnags) and Is
Ineantinent (invohintary volding of urine and
stool). Tha facliity do not have & way to :
measuring fiuld sutput for residents without an
indwalling uringry catheter, The documentation x '
2indicate how miany imes the resident urinated
not the'amount of urine. .
An undated facifity policy fitled "Fluid Intake & -
Output® indicated fluid intake and output shall be

FORM CMS-2567(0265) Previous Versions Obsale " Bvent ID:BWNGH

Facilily ID: CAG70000017 if confinosfion sheet Pags 11 of 16




RECEIVED 09/20/2019 05: 03P

3105231031 DPH 02:09:05p.m.  09-20-2019 1712
. . ' ) PRINTED: 08/20/2019
— REPARTMENT.OF HEALYH AND HIIMAN SERVIGES FORMAPPROVED-
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-D381
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. 555071 B.WING sy 09/20/2018
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X4 m SUMMARY STATEMENT OF DEFICIENCIES o’ +PROVIDER'S FLAN OF CORRECTION -(X)
PRERX (EACH DEFICIENGY MUST BE PRECEDED BY FULL, FREF (EAGH CORRECTIVE ACTIDN SHOULD BE COMPLETIO
TAG REGULATCRY OR LBG IDENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE ARPROPRIATE DATE
; . . ) . DEFICENCY)
F 630 | Continued From pags 10 F 830{ Monitoring performai:ee and

{ decision-making were severely impalrment.

. fiuld output was documented as x 2 ench shift,

urinary tast Infection ([UTH) an infection affecting
part or all of the urinary trast), and a gastrostemy
tube (2 small tube surgically placed in the -
stomach thru which nutrition and megdieation are
administerad). '

AMinimur Data Sat (MDS) Assessment and
Care Screening daled 10/3/18, indicated -
Resldent A cognitive skills for dally

Araview of a Physfclan's Order, dated 9/25/18, .
Indicated to ménitor Resident A'S ntzke and
ouiput (1&0) for two wesks and o discontinus the
order when stable. .

Arevigw of an intake/Output flow Sheets, dated
8/26118 througth 10/26/18, indleated Resident A's

Areview of the Evaluations of intake/Cutput form
Indicated there was rio weekly evaluation of
Resident A's fluld status orr the wesk of 10/22/18,

On 8/18/18, at 1:40 p.m., during an inferview, the
Director of Nursing (DON) stated Resident A does
not have an indwelling urinary catheter (a small
tube inserted into the bladder that remains there
to provide continuous urlnary drainage) and is
incontinent (invaluntary voiding of urine and
stoof).. The facility do not have a way to
measuring fluid output for residents without an
indwelling urinary catheter. The documentation x
2 Indlcate how many imes the resident urinated
not the' amount of urine, .

An undated faciity poficy tited "Fluid Intske &
Outpi indicated Auld intake and output shall ba

_integration into quakh

Medical records designee will
audit charts with G-tube
residents on a weekly basis to
ensure intake and output
recoded properly. Findings
will be reported to director of
nursing to address if any
concern arise and reported to

Q.A committee monthly X3 for
further review.

FORM CME 2587{02-65) Previoas Verslons Obselcly
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STATEMENT OF nsmesmas 041) PROVIDERISUFPLIERICLIA - {2) MUETIPLE CONSTRUGTION
AND PLAN OF CORRECTION . IDENTIFICATION 'SUMBERZ A BUNLDING
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NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZP CODE
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SUNNWIEW CARE CENTER LOS ANGELES, CA- 80018
Clfik | (2AGH DEFICIENCY HUSY B8 PREGEDED BY FgL | e agapns | conbadn
P-;ng REGULATORY OR LG [DENTIFYING mmrwmom ) P%:’Fem muam%@%gw%mm BAE-
- F 880 | Continued Frompage 11 F 880
' recordsd for resident with GTe. Daily intake and - .
| output shall ba recorded for a minimum of 30 F-842
days as ordared by the pliysician. At the 9
complation of the 30-day perlad, a licenssd nurse ) . 10/03/3
shall evahuate ihe resident to determine further Corrective Action .
Trn'a;ed for! dgtcum;?atﬁag of tn!rggg an%g:&ut'.(
= avaluation recordad on take ; ; i
' and output assessment farm.. Licensed nurses Upon ngtxﬁcan?nl, lécensf_l nuxc'_‘se :
shail assess for fluid balance and shall document called diagnostic labs, retrieve
. assessment on weekly licensed progress notes. mlssmg lab results and placed
Note: the facllity's palicy dees not address how fo them in resident’s A chart.
obtain fivid output,
F 842 | Resldent Records - identifiable information Faaz

+ 88=F

| §483.70() Meidical records.
A{ professional standards and practices, the facility

) regardless of the form or storage methed of the

CFR(s): 483.20(f)(5), 483.70()(1)5)

§483.20(7}{5) Resident-ldenfifiakle infarmation,

(1) Afacility may not relesse information that s
resident-ldentiffable fo the pubile,

() Thie facility may release information that is
resident-identifisble to an agent only in
accordance with 2 contract under which the agant
agrees not to use or disslose the Information
except 1o the exight the facility iselfis parm'ttad
fo do s0.

§483.70(1)(1) In accardance with accepted

must
that are-
(i) Compiate; :
(i) Accurately documentead;
(i) Readtly accessible; and
(i) Sys!amatmaﬁy organized

§483. 70(1)(2) The facifity must keep confidential
#ll Information contalned In the resident's records,

tain medicat recurds an each restdent

Identification of other resudents
and corrective actions

Nurse designee did a random

chart review to ensure lab and X-
ray results are placed in the chart
in a timely manner and abnormal

lab results are reported to MD and.

responsible party. Missing lab
and X-ray results were retrieved
and placed in residents’ charts.

No other issues were noted.

FORM GMS‘&WM»GQ) Previous Verslona Chaolete .

Event ID:BWNCH
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—-DEPARTMENT. QOF HEALTH AND HUMAN SERVICES FORM-APPROVED-
__CENTERS FOR MEDICARE & MED!CA_ID SERVICES . OMB NO. 0938-0331
STATEMENT OF DEFICIENGIES | (X1) PROVIDERUSUPPLIERICUIA {X2) MULTIRLE CONSTRUSTION {X3) DATE SURVEY
AND FLAN DF CORRECTION « " IENTIFICATION NUMBER: A BUILIING ' COMPLEYED |
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. 558074 B WING 09/20/2018
NAME OF FROVIDER OR SUPPLIER ’ SYREET ADORESS; GITY, STATE, ZIP GODE
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o8 D SUMMARY STATEMENT OF DEFICIENCIES ' ™) PROVIDER'SPLAN OF CGRREGTION - - 05
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EAGH CORRECTVEACTION SHOULDBE | COMPLEmON
T REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO m‘l;)iEAPPROFR!A‘I'E PATE
F 842) Continued From page12 F 842
reoards, except when ralsase is- Measures to prevent recurrence
{1} To the Indivigual, or thelr resldent ' ‘
;?)p;e:‘t:&igvgy WLIL?.VN permitied by applicable law, The director of nursing provided
i) For treatment, payment, or health cara+ in-service to License Nurses on
operatluns, oz permitted by and in compliance 09/25/2019, regarding the
with 45 CFR 164.506; ) - importance of following up with
(iv) For pubtic heafh ar:nvihes reporfing of abuse o
neglect, or domestis violence, health oversight ' lab l'eS}ﬂtS, notlfymg the resu}t to
. gctivities, judiolal and administrative proceedings, | physicians and placing them in
. law enforcement purposes, organ donation residents charts,
PUIpOEes, research purpases, orto corenars, H : :
medical examiners, funerel directors, and fo avert zués'“g de?“gl“ee r’“ °he‘.}k labs
a serious threat to health or safety as permitied - & R-ray results when result
by and in compliance with 45 CFR 184.512. received, notify the result to
: hysician and sign off in the iab
§483.70()(3) The facllly must safeguard medicel ot &
. { record information against loss, destmc&on or )
mauthonzed 136! '
' Monitoring performance and
5483.703)(4) Medical recards must be retained integration into guality
ur-
- (iy The period of ime required by State law; or assurance system
(T} Five years from the date of discharge when . . .
-gﬂe)xg is o requirement ig%fta Iavird ar Medical records designee will
0F @ minor, 3 years a resident rmaches 3
legal age under State law. a.udlt monthly to cn§ure
licensed nurses are in
%4963“%0(0&?) ‘t;he mgdmzl) flgcogy ngtl::l corgafm - compliance. Medical records
- cient information en resident; . : :
{f) A record of the resident's assessments; will rep‘or’t ﬁﬂdmgs to director
1)) 1;33 comprehensive plan of care and services of nursing to follow up and
provided; report to Q.A committee monthly
() The tasults of any préadmission screening ! :
and resident review evaluafions and X3 months for further review.
determinations conducted by the State;
{v) Physician's, nurse's, and other licensed’
. pmfessiunai’s progress notes; and
FORM CMS-2867(02-96) Frovious Vessions Obaclole " Event f0:BWNGTH Facllty {0%: GAS7000A17
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CENTERS FOR MEDICARE & SEDICAID SERVICES

STATEMENT OF DEFICIENGIES. (1) PROVIDER/BUPFLIERICLIA
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{(X2) MULTIFLE CONSTRUCTION
A BILDING

(X8) DATE SURVEY. .
COMPLETED

c
09/2012018

NAME OF FROVIDER OR SUPPLIER
SUNNYVIEW CARE CENTER

2000 W WASHINGTON BL
108 ANGELES, CA 80018

STREET AGIIRESS, CIVY, STATE, ZIP CODE

(X4} 1o
PREFIX
' YAB

SUMMARY STATEMENT OF DEPICIENCIES *
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L8C IDENTIFYING INFORMATION)

PREFIX - {EACH CORREGTIVE ACTION SHOULD BE

| b - PROVIDER'S FLAN OF CORRECTIDN m‘g@}
COMPLETION
TAG CROSS-REFERENCER TO THE APPRUFRIATE BAYE
DEFICIENCY)

F 842

Continued From page 13 .
(v} Laboratory, radiology and other diggnostic

services raports as required under §483.50,

This REQUIREMENT is not met as evidefced

by.

.| Based on interview and record review thé
facllity's nursing siaff falled to ensure laboratary -

and x-ray results were avaflsbls in the clinleal

.| record for one of two sampled restdents
| (ResidentA). The facifty failad to accurataly
document wound traatments for the resident. This

deficient practice incarrectly documented the
current medicat statug of the resident, placed hor
at fisk for non-continuity of care and delay in
freatment. : .

| Findings:

1 Areview of Resident A's Admission Record

Indicated the resldent was readmitted fo the
faclllly on ©/268/18, with diagnoses including
dysphagla (dificulty swallowihg), malnutrition (a
condition that results fram eating a diet Iy which
one or more nublents are either not enough or
are too much such that the dist causes health
probigms), dehydration (when there Is too much
water lost and not enough water taken in), a

{ urihary tract irtfection QU] an infection affecting

part or all of the rinary tract), and a gastrostamy
tube (a small tube surgically placed In the '
stornach thiu which-nuirition and medication are
administered), .

A review of Resident A's ¢linical record indicated
the following Physician's Orders

daled 10/22/18 - X-ray right leg (ibiaffibula) and
on 10/24718 - Labe: CBC, BMP, Pre-albumin,
albumin, serum iron, serur famitin

Areview of Resident A's clinical record indicated

" Fa4g

FORM CMS-2587(02-68) Previoua Verslens Obsalotn

.
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(%3) DATE SURVEY
COMPLETED

c
09/20/2019

{X4) 1D SUMMARY STATEMENT OF DEFICIBNCIES
PREFIX {EAGH DEFICIENCY NUST BE PRECEDED RBY FULL
TAG REGULAYGRY OR LSC IRENTIFYING INFORMATION)

10 PROVIDER'S FLAN OF CORRECTION 1X8)
PREFIX (EACH GURREGTIVE ACTION SHOULD BE cou&rsﬁnou

e CROSS-REFERENCED mggemmpme
. . - 0B E

F 842 Continued From page 14

‘t the x-ray and leboratory results were not avaitable
| for review. , -

On 9/18/19 at 1:20 p.m. during an interview and
clinical-record revisw with the Director of Nursing
(DON) she was not able fo looate the x-ray and -

fab results, ’ ' )

On 8/1919 the undated fackily policies {itied
“Laboratory Test” and "Reporting Critical
Laboratory Values" did not address where to
place laboratory or radiology restilts in thé ciinleal.

b, Wound treatment orders ware as follows:
dated 9/26/18 - GT site cleanse with normal -
saling, pat dry, cover with dry dressing, 9/26/18 - .
Monitor pain daily.during treatment on a scale of
0-10; 1-3=mild pain, 4-6= moderate paln, 7-10 =
severe paln, 9/26/18 - Monitar dressing intearity
dally, 10/22/18 - Right medlal knee, cleanse with
normal sterfle safine, pat dry, apply Bacitracir (a
medicated ointment), and cover with a dry
dressing daily for 21 days.. 10/24/18 - Left inner
buttecks Stage-2 pressurs ulcer; cleanse with
normal sterile saline, pat dry, apply Hydragel and
cover with a dry drassing daily for 30 days, .
10724718 - Right inner buttocks Stage-1 pressirs

-| viesr; cleanse with nomal sterife saline, pa dry,
" | apply Hydragel and cover with a d slng
datly for 30 days, .

On 10/26/18 the physlclan ordered ResidentAto

be transfened to the General Acute Care Hospital
(GA(:H) for evaluation of abnormal lebargtory

rasults. -, -

‘According to a Mutiidisciplinary ng}ess Retord
dated 10/26/18, Resident A was transferred to the

F 842
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F 842 | Continued From page 15 .| Esag|-

GACH 2t 11:10 am. -

Arevisw of Treatment Record for Septeiber
2018, indlcated two licensed vocational nurses
(LVN) Inltisled for the wound and GT trestmant,
monitoring of paln and the Integrity of the
dressing on 8/27, 8/28, 9/28, and 9/30/2018.

On 9/17/19 at 12:45 p.m. during an intervisw with
LVN 1, she said she should have not decumented
the wound cars after the resident had been
transferved fram the facility. However, she was )
not sure why.she did it ) . ‘
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