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-The foliswing reflects fhe fingdings of the
Deparirment of Public Health during a Licensing

1 and Recerfdication Survey,

ting the Department of Public Health:

RMN-HFEN

Total Pepulation: 132
Sampie Size: 24

Highest 8/8= F
F 184 | 483.10{e), 483.75(}{4) PERSONAL F 164 '
88=0 ! PRIVACY/CONFILENTIALITY OF RECORDS ; &

The residerd has the right fo pemsonal privacy and
canfidgniislity of his or her personal and ¢linizal

tecors,

Parsonal privacy includes accommodations,
metical raatment, wiilten and tgiephone

communications, persona! cars, visits, and i
maotings of family and resident graups, buf this
does not reguire the faciily @ provide 3 privals
room for gach resident, :

Except as provided in paragraph (e33) of this 3
| seotion, the resident may approve or refuse the
release of personal and clinical records o any
individual ouiside the facifity.

F The resident's ight to refuse ralease of personal
and <linical records does not appiy when tha
resident is transferred to another health care }

ORATOHY DIRECTORT OR PROVIDERBUPPLIER REFRESENTATIVE'S BIGNATURE THLE [ R6) OATE
P T f 3
Fhanmaber v A7 e sl 2602
deﬁcian::;y sigiement en:ﬁgg with s astensk {*} dencles 3 deficiency which fhe Ingtivtion mey De excused from cotrecting sroviding it iz determined tnat
* safeguards provide suficient profection {0 the pationts. (Sce inshuctions.; Ewnsnt for nursing bames, the fndings stated sbavg are dinciosable 90 days
ving the date of survey whather of not a plan of cortection 8 provided. For nursing homes, the gbove Sndings end plans of cormotion ars disgiosatie 14
folipwing the date these documsniz sre mads avaiisble to the faciifty. If deficienciss arg aited, an approved pian of coraction s recuisita to sontinued

ars pariiioation,
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| catheter for bladder control due o urinary
| retention.

release i reyuired by fransier 10 anpther
hesithcare institution; faw; third party payment
contract or the resident.

This REGUIRERENT is not met as evidenced

Based on obsarvation, interview, and record
review, the fachity {alied io ensure the licensad
nursing staff member obsgrved residenf's
personal privacy by fully drawing the privacy
curtain while observing the resident's indwelling
gatheter for ang aut of 24 sample residents (14},

Findings:

Agcording to the admission record, Resident 14
wasg originally admitied to the facility on April 25,
2608 and readmitted on Juns 18, 2012, with
diagnoesss that included acule renal fallurs,
diabetes mefilus, atony of bladder, and
hemodialysis,

The Minimum Data Sef (MDS) assgssment dated

June 23, 2012, indicated the resident was
activities o7 gaily living, and has indwelling

O duly 9, 2012, &t 8.356 a.m,, during the initial
tour of the faciiity, the Registered Nurse 1 (RN 1)

s i e

The DN matde rounds and feund that
akt resident’s persormal privaty was
respected,

Thee ONS and D50 will periodically
perform rounds throughout the facility
to ensure that nrivagcy rights are
respected. Tha DD performed anin-
service i ztaff zhout restdents’ privacy
rights,

The Adeninistrator will perform random
rounds on sach shift o make sure that
residents’ privacy righis are respacted,
Admirustrator will report trends and
findings to the QA Commities a5
neadad,

X4 10 SUMMARY STATEMENT OF DEFICIENCIES ' PROVIDER'S PLAK OF CORRECTION 46y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE AZTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS.-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCT)
 F 184 Continued From page 1 164, Fib4
instituiion; or record release is reqguired by law.
: d The Hoensed staff immediately 7-9-12
The facility must keep confidential all information proviged privacy to resident 14 by '
| contained In the resident's records, regardless of | pulting the privacy curtain.
the form or storage methods, except when i )
7-27-12
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F 164 Continued From page 2 F 164|
was asked to assist with observing the resident's g
ingwelling cathater site whie the resident wag ’
fying i his bed in the room, RN 1 did not puii the '
resident's privacy curiain io prevent exposure of |
the resident (o others. There was one other
residert sharing the rgom and the resiklent was in
view of his roommate.
On duly § 2012, &t B 50 a.m. during an interview
with RN 1, she stated that she shouid have
closed the privacy curiain to ensure the rgsident's
privacy.
A rgview of the faciity's policy on Privacy {not
dated), indicatad in order {0 pressrve personial
privacy, staff shall keep privacy curtaing pullsd
¢losed when adminisiering persenal procedures
{shufiing resident's doof is insuffigient),
F 241 483.15(a) DIGNITY AND RESPECT OF F241) F2a1 7-09-12
&6=01 INOIVIDUALITY )
The CNA immediately shaved the
The facility must promota care for residents in & resident.
manner ang i an erwvircnmerd that maintsins o
enhances gach resident's dignity and respect in *he USE made rounds and found that
full recognition of his or her indivichality, ne ather residents were in need of 7-08-12
grooming assisiance.
;‘I;‘is REQUIREMENT s not met as evidenced The DSD will in-service staff abaut the J712
Based on abservations, interview, and record grooming palicies anc pracrices.
raview, the faciiity failed to provide pwropst ‘ -
grooming to 8 maile resident by not ramoving The DNS will mak_e periadic rounds ;a
facial hair for one out of 24 sample residents {13} make sure sit residents are groome
properly, She will report aif findings 1o
Findings: the DSD.
On July 9, 2012, at 8 85 am. during the initial
L tour of the facility with Registered Nurse 1 (RN 1},
i OMS- 2068 H02-H6; Pravious Vamsions Obsiele Svant D DMXE f’a:ﬁ?tg it CABRRBODLO82 # contnugtion sheet Page 3 of 32
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Continued From page 3
Resident 13 was observad in bed with fzcial hair,
This was brought io the attention of RN 1.

On July 8, 2012, at 8 aum., during ah interview
with the resident, he stated he would like to have
hig facial hair removed. At 3:45 p.m., during
another interview with the resident, he was
smifing and siated that the staff had just shaved
him: and he liked &,

| According 1o the admission record, Resident 13

| was admitted to the facility on Faibruary 18, 2010,
with diagnossas that included multiple sclerosis,
amoce> I <

The Minimum Data Set (MDS) assessmaent dafed
Aprii 18, 2012, indicated the resident was

assisiancs in

of daily #ving.

| The facilily had no policy for shaving bul the

| Gartified Nursing Assistant's {CNA) undsied ioh
description indivated assist ragident with dressing
and grooming including shaving and hair care,
483 15(e){1) REASONABLE ACCOMMCDATION
OF NEEDS/PREFERENCES

A resident has the right to reside and receive
services in the facility with rsasonable
accomimiodatons of individual needs and
preferences, excapt when the health or safety of
the individual or other residents would be

sndangered.

| |

F 241

F 246
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24) 1D SUMMARY STATEMENT OF DEFICIERCIES o PROVIDER'S PLAN OF CORRECTION X8
BAEFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX | [EACH CORRECTIVE AGTION SHOULD BE COMPLETIN
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This REQUIREMENT is not met aa avidenced I . ) .
. Facility provided resident 25 with g low
Based on phservation, inferview and renord aver bed 30z 1o use In the front dining | 70912
review, the facility staff falled to provids an ' room. Resident was satisfied with this
appropriate seat Asight for & resident at the dining eccommodatian and was positioned
room table it order o reach her foud and to : d !
rraintain her independence white eating for one | COfTectly.
Randomiy Selgcted Residen! (RER 281 The Occupational Therapist performed 7.12-12
o rounds while residents were dining and
Findings: found no other residents who needed
A review of the Face Sheet indicated RSR 25, a accommedations to eat.
100 year old female, was admitted i the facility

o Jamrary 28, 2007, with disgnoses which

inciude:h and osiecpornsis.

A review of the Minimum Dala 32t (MDS «

!" standardized comprehensive assessment of the
resident's problsms and conditions), deted

j‘ January 5, 2012, indicated the resident had
i el
|

anwi needed limited assistance from staff
r sel up of meals and eating.

A review of the Physician Order, dated January 2,
2010, indicated two chicken legs for lunch and on
February 14, 20012, the digt order indicated
mechanical soff diet, finaly chopped with ne
added sail.

O July §, 2012, 28 12:20 p.me, during the dining
ahsarvation, RER 28 was observed hunched over
in her wheelchair which was placed infront of 8
round {abig while she was irying to eat her lunth,
The round table was directiy &t her nose level,
The resident was trving to reach her food by

g

H
H

trying to extend the end of her fork ail the way

The Occupational Therapist, S0 and
DNS will perindically perform rounds
while residents are diving to ensure
proper positioning and that dining
needs are accammogaiad,

The DN will repart findings to
Administrator,

I CMB2BET(H2-6% Provious Versitrs Obsciate Eyent DrOMNETY
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Continued From page 5

arel every time the resident wanied io take a sip
of har coffee she had o push her wheelchalr
back in order 1o treats space to G the coffes
cup.

On duly 8, 2012, at 1248 pn,, in an interview
with s Registered Nursa {RN) 2, saic the
resident was not positioned comrectly becauss ihe
table was at her chin javel.

A raview of the facility's policy and procedures
titled Positioning Residents During Meal Times
indicated the obiective of the pulicy is o ensure
proper positioning during meals t¢ accommodate
rasidenis’ needs by asssssing the resident before
meal imes, ensuring that resident is in the

correst seating position prior to serving the meal,
and by ensuring the table baing used for the
resident is gt appropriaie height,

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the &eilily must
provide the necessary care and services i attain
or maintain the highest practicable physical,
mental, and psychosacial well-being, in
aceordance with the comprehansive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Eased on observation, interview, and recard
review, the facilily failed to ensure thata
resident’s pain was continuously assesssd,
monitered, promptly and effectively manaysd as
lory as e pain persisted to prevent suffering

F 248

F 304
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F 304 Continued From page 8 F308  gang
from pain and failed o immediately notify the '
physician and obiain teatrnant instructions when Facility roceived a new arder to
e scheduied pain medications were not . - . _
increase the pain medication {or

| effestive o achisve sustained relisf until the next

scheduled pain medication administration time for resident 8. The resident was seen by

one in a sampie of 24 regidents (8} her attensding physician and care neetds 7-31-12
o waere identified. After the pain
Findings: Mmedications wera changed, the

resident was reassessed for pain ang

Agcording to the admission formalion, Resident

1 & was atdmitted o e fguility on December 12, the resident’s pain was 2.3 out of 18,
1 2014, with diagnieses that included chronic pain, | Wwhich s ber tolerable level of pafn.
| debiity, cachexis SRR c3sicesoskiages
| refiux diswseﬁ di";ﬁ culits C:igz W‘:ﬁﬂ"?t 1 The DNS checked other residents
agf q hi?szi';enzﬁ% asteoporosis [N receiving pals madications and found 7-11-12
i * that thelr pain management was
The physician’s orders deted December 12, appropriate.
2011, indicated the resident was 1o 1eCoive
Fentany! patch 12 megitr every 72 hours 1o pain, oS will periadically audi pain
Lidoderm 5% pateh to be applied to the affected assessments G ensure that resident’s
area, on at 9 a.m., off at 8 p.m., Neurontin 300 o o 1ot
milligrams (mg) orally, fwice 2 day for pain and Pait IS ISANDESE ApPropriaiely.
Tyienol 328 myg 2 tablets 850 mg) every 4 hours _
as necded for miid pain, : The Pharmacy Tonsultant will review
residesnts on pain medications monthly
?he ain %SQSES%’Z’%&I‘!‘V Mana‘gemeﬂi f?{m fjm and {epgg{ ﬂn{j}g}gs to DNS and
Decemiber 12, 2011, indicated the resident had Administrator
gengralized hody pain. The form did not indicate o
the present level of pain as indicated. The plan
recommerdation was {o monitor the pain as ;
indicated, administer pain medication as odered,
nofify the physician for any thanges in condition
2% indicated, and monitor the effeclivenass of
pain medication grd document as indicated.
The Pain Risk Assessment form upon admission
dated Dscember 172, 2011, March 21, 2012 and
AR cms,zés?{cz«sé} Pravigus Varsions (bsolets Evers 1D CRXS1 Faniity 10: GROZONUTREZ it continuation shee! Page 7 of 32
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F 308 | Continued From page 7 P30
June 14, 2012, indicated the resident was at 9
high risk for pain, ,

The Mirdmum Qata Set (MDS- 5 standardized
comprehensive assessmant of the resident's
problems and conditions) dated Decernber 25,
2011, indicated the resident was modifisd in her

_*.EM’ fad
cledr speech, was understood and ungerstand

others.

The physisian's order dated Apri 23, 2012,
indicated the Fentanyi patch was increasaed o 50
mcg. The order dated May 23, 2012, indicated
the Fentanyl patch was inCreased 1 75 meg
evary 72 hours for pain rnanagement. The order
deted June 20, 2012, indicaled the medication
was increased to 87 meg every 72 hours for pain
managemsnt,

According o the Pain Assessment Flowshests for
May §« 31, 2012, June 7- 28, 2012, and July 1 -
g, 2012, the resident was in pain aimaost daily,
The pain was not tolally ralieved afier the
administration of the pain medication.

The ¢are plan dated June 14, 2012, indicaied the

resident hazﬁo_ related to pain and
discomfort. One of the appreaches was to notify

the physician for any increase in painfdiscomfort
guring mobilization attempf not refieved by the
current pain medications.

On July 8, 2012, at §:55 a.m., during the tour of
the faciity the resident was complaining of pain to
the Evaiuator,

|

During an nigrview on July 9, 2012, at 12:40 i

RM GMS-2567{02-5%) Provious Varsions Chsokle Everd |IDx CMEG 1Y Facility \D; CASZORE0082 i continuation shest Pags 8 of 32
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pom,, the resident told the evalusior she was in
pain avery day alt day. She went on to say the
pain raedication ¢id not help,

On July 10, 2012, 8t 7:48 a.m., the resident told
the evaluator she was in chronic pain all night
lorg.

On Jduly 11, 2012, at 10:48 am. the evaluainr

| went into the resident’s rpom and noticed a
strong uring and body odor smanating from the
resident, Mer teath were aiso costed with a
yellowish substance. The evalugior asked the
resdent If she had a shower recently. Ehe
repiied, "no", She want oo 10 sav she had a bed
Lath vesterday. The regidend said she does not
like to take showers bacauee the seat on the
shower ohair was too hard and made her whole
body hurt, The resident said, "t is time forms B
go lo heaven because | am i 50 much pain”

During an interviaw on July 41, 2012, st 10:50
a.ra,, Certified Nursing Assistant (CNA) 2 said the
resident complained of pain everyday afl day. She
aiso said the resident refused showers. The
evaiugior asked CNA 2 if she khew why the
resident refused showers, she said, "no”,

Dhring an interview on Judy 11, 2012, at 1110
a.m.. Licensad Vocational Nurse (LVN} | saif hs
was going o call the hospice nurse and get an
orger for @ beter pain medication. The gvalualor
asked why they were not calling the physician, he
said they call the hospice nurse. However, the
care plan indicated the physiclan was o be
notified,

F 3157 483.25(d; NQ CATHETER, PREVENT UT], F31&
sg=F | RESTORE BLADDER

S
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F 3151 Continued From page ¢ F 348 P35
Based on the resident's comprehensive The catheter strap was immediately 7-10-12
assessmant, the faciity must ensure that a | secured for resident 14, Facility ‘
| resident who enters the facility without an reassessed 4 rasidents for bowel and
mdwii{z}g z:gzt.fxeter 3 'w*{ satheterized unless the biadder retraining 2nd a training
resident’s clinical condition demonstrates that carted. DNG
catheterization was necessary, and a resident progrm was r‘?s‘a‘z : gave an 7-18-12
whe is incontinent of bladder receives appropriate in-service for licensed staff an 7-18-12  7.37.12
treatment angd senvices fo prevent urinary trant and CRAs an 7-27402. all catheter bags ;
infections and to restore as much normat bladder were chacked for correct placement
funclion as possible, )
and storage.
This REQUIREMENT is not met as evidenced DN 2nd MDS Nurse reviewed the last 7-10-12
by: montl’s resident bowel and bladder
. Based on Obs_ﬁf_l"faﬁ?& interview and record X assessments and no deciines were
! review, .zﬁe faql.lty ‘ailed to ensure a resident’s noted. Litensed staff was in-sarviced
urinary ndwaliing cathster was secured i identification of resid
prevent the potential for trauma to the urethra due on proper identilicatior: of residents
to accidental dislodgement of the catheter (14}, | with a decline in bladder function and
faiigd to ensure the tres fowofurine by inftiating interventions 1o stiempt 1o
positioning the urinary drainage bag bsiow the restore as much bowel and bladder
ievel of the bladder {12}, failsd to provide bowel function -
and bladder {B/B) retraining program to improve unction as possisie.
urinary incontinence and resiore as much normal : " . . e
bladder funciion as possible (3, 11}, for four out i DONS wil! perform peristdic chart reviews
of 24 sample residents (3, 11, 12, 4] t ensure that bowet gnd biadder
o relraining programs are provided
Findings: residents with 2 gegline in function,
a. According to the admission record, Resigent j i
s N ' DHS wil ot tist
1 11 was initially admitted on March 5, 2010 and > WI reRo mmﬁ_ and statistics ta
| was readmitted on October 7, 2611, with Administostor as needed.
diggnoses that insiuded fracture of neck of femur,
osteoporosis, [ o oiFicuy
walking,
The Minimum Cats Set (MDS] assassment dated )
| ;
UM CMESILEY RSB0 Previous Varsions Dbaoiete Event ID: OMES1T Facility 1f3, Cag2iiii0e2 if continuation sheat Pege 5 of 32
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April 23, 2012, indicated the resident could maxe
self understond and understand others, was |
always incontinent of bowel and bladder, and ‘
reguired exténsive assistance from staff for all
achivities of daily living except eafing and
locomotion. '

% The Bladder incontinence Assessment dated

: Qataber 7, 2041 1o April 23, 2012, indicsted a
total score of 17 & 18 fespectively, if the resident
had multile daily episodes (itlle or no controly for
bladder continense,

The resident had a ghysician's order dated June
29, 2012, 8t 3 30 p.m., for bowel and bigdder
retrairing for 14 days,

There was @ plan of care for B/B refraining ,
program for 14 days dated June 28, 2012, The
approaches included o monitor level of
awarensss io astablish potendsl for a formalized
bladder and bowsi ratraining program and to offer
use of bed pan or {oilat in the moming, after each
| meals or before bad time.

|
| A review of the B/H Retraining Program form

dated June 28 - July 12, 2012, indicated the
resident was niot provided toileting program as
, ordered hy the physician.

The Licenss Nurse Record dated July 7, 2012,
indicated the resident was checked for tladder
refraining program and assisted with foilsting
PRN {zs needed) checked gvary two hours.
Thers was no docurmentation that the licensed
HuUrses were assessing the resident's progress in
the B/B redraining program,

Evert {3 {IME81 Faclity 13, CAR2QUO00HZ I¥ continuation sheat Page 11 of 32
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F 3'%5§ Continued From page 11
COn July 9,2012at 11 am., end July 10, 2012 at
10am, during absewatzons the resident was
1 wearing incontinent brief. On July 10, 2012, st 1.
35 am., during an interview, Registered Nurse 1
{RN 1} statea’ the resident upon admission was
assessed and determined fo be incontingnt, and
sornetimes sontinent. She was placed by the
| physician on & 14 days bowel and bisdder training
program. However, the staff did nat folow tup,
1 mositor and documented properly in tha stcurale [
forms. :

The facility's policy and procedurs tilted "Bladder
& Bowel Refraining Program,” undatex, indicated

bowel and bladder patterns will be monitored for |
time of day, amount, and frequency of l
vecurrsnee. Observe and record votdmg patern |
10 establish a defintie schedule, idaally toiie! l
evary WG hours around fhe clack for five 1o Sevan l

duys. Weekly progress notes will be parformed by
a2 licenssd nwrse, As a guideline, program will iast
for two weeks, but each resident will bg assessed |
weekiy for progress. However, thess were not

done,

b, Ascording to the admission record, Besident
12 was initiatly admitted ko the facifity on
November 9, 2011 and was readmitted on March
30, 2014, with diagnoses that includad diabetes
meilitus, prostate cancer, Alrial Fibritiation and
| gastrostomy tubs {GT) placement.

il

The Migirnurn Data Sef {MDS} assesament date
Slay 7, 2012, indicated the resident wa

y #
physical mobility and activities of daily living and
- had an ingwelling urinary catheter.

|
|
|
|
|
|
|
[ [

F 318
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The resident had a physician’s orgder dated March
31, 2012, for an mdwelling cathater for urinary
retention.

A plan of care dated Aprit 12, 2012, adoressed :
the problem of urinary retention and the
niervention was o maintain proper alignment of
Fuoisy catheter i promate broper drainags and
he cathater drainage bag should be balow the
jevel of the bladder.

Qn July §, 2612, at 9:05 a.m. during the initial our !
of the facility, the resident was obsarved with an |
indwelling urinary catheter connected o a
drainage bag. The catheter drainage bag was
lying on the bed with the reskient. The indwelling
catheter was not Hlace below Resident's 12
piadder to promate proper drainags,

o, Asearding to the admission repord, Resigant
14 was originally admitisd to the facility on April
25, 2008, and readmitted an June 18, 2012, with
disgnoses fhat included acule renal fallure,

| giabetes meditus, siary of bladder and

| hermodialysis,

! The Minimum Data Set (MDS) dated June 23,
_; | 2012, indicated the resident was

¥
ity iving and has indwelling catheter for biadder
canirot gue 10 urinary retention,

The resident had 2 physician's order dafed June
18, 2012, for an indwelling catheter, for
neurdgenic bladder.
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|

| when indicsted and ensure that the catheter bag

| Unsecurad cathelsr can lead to bieeding, rauma,

- abdomen for men. The lower abdorninal or upper
g thigh position in men gently curves the penis up

| and i the side and decreases the polential for

| pressure necrosis and urettwal srosion af the

- penile-sorotal junction, (Swearing, Pamela DL.

| Gurrent concept in catheter management, Pages

i’

A plan of care dated June 18, 2012, addressed
the problem of alteration in wrinary elimination }
serondary to use of Foley Cathelsr, Qne of the 5

{interventions was to mantain proper afignmsnt c:ff

Foley cathater o promate proper drainage.

On Juty 8, 2012, 8t 8:.05 a.m,, during an initial tour
of ihe facility, the resident was observed with an
indwelling urinary catheler connected 1o 8
drainage bag. The residents indwelling cathster
was not secured to the resident's thigh and/or
strapped to prevent pain from pulling and
accidental distodgement thal could cause rauma
o the urethra.

During an interview with the Director of Nursing
{DONjon July 8, 2012, at 10:10 a.m. she stated |
that the catheter should be secured o the thigh |

is hanging freely,

The facility's undated Policy and Prosedure, litied
"Urinary Catheter Care,” indicated secure the
Foley catheter to the thigh.

biadder spasm from pressums and traction.
Securemant devices stabilize that catheter and
prevent tension and drag, thus reducing friction
and trauma within the wrethra and the bladdar, It
s recommended that catheter be secured to the
thigh for woomen and o the upper thigh or lower

]
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H

i

Cortirtued From pags 14
446-443}.},

d. A review of Resident 3's Face Sheetl indicated
the resident, 8 73 vear old male, was admitted to
the facility on March 28, 2012, with disgrioses
which inciuded pressure ulcer Stage f, Foley |
cathetar {a thin stariie lube inssrtad into the
htadder to drain utine ints a bag), muscle
weakness, and resolving pnewnonia.

A review of the Minimum Dta S8et (MRS - a
standardized comprehensive assessment of the
resident's problems and cenditions) dated Apri
22, 2012, indicaied the resident was gled and
oriented, required exitensive assiglance from staff
for ransfarring and ioiiet use, had a Foley
patheler and wag not on any nileting program,

A review of the Physician's Orders datad June 5,
2012, indicated to discontinue {June B, 2012) the
Foley satheter per faciiiies profocol by clamping
the catheter for 2 hours, release for 15 minules
for a total of 24 hours and then discontinue the
cagheter. The orders also indicated 1o start bowel
and bladder re-training for the next 2 weeks,

The Care #lan for Bladder and Bowel Refraining
dated Juns 8, 2012, indicated the resident has
yrirmry and bowst alimination, aiteration in
patterns as maniested by actugl incontinence of
urine and bowel and that regident was on a
bladder and bowel refraining program for the next
two weeks. The approaches wers to monitor fevei
of awareness o sstablished poteniial for a
formalized biadder and bowel retraining program

F 315
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and (0 offer yse of bed pan ¢ foliet in the
maorning, after each meals or before bediime.

The Physician's Order dated June 11, 2012,
indicated the resident was started on Cipro
{antibiotic), 500 milligram {my}, twice a day for
wrinary tract infection, On June 12, 2012, the
orders indicated to ra-insert the Foley catheter
due fo urinary reiention {the lack of ability %o
drinate:, and o use Cardura {is used in men 1o
fraat the sympioms of an enlargsd prostate which
include difficully urinating) 2 myg itwice a dav.

On June 18, 2012, there was & physician's orger
to do biadder training and © disconlinue the
Foley catheter again, On June 18, 2012, the
orders were clarifisd to discontinue Foley catheter
par faciidies protocot {Juna 18, 2012}, sfarton
June 18, 2012 ot 8 a.m., clarmp Foley catheter for
2 hours, release for 15 minules for a total of 24
hours and then discontinug the catheter,

The Bowel and Bladder Retraining Frogram form
dated Juns 8- 19, 2012, indicated the resident
had some episodes of blatdsr continence mixgd
with incontinence. There was no weekiy progress |
rapart of the resident’s performance in ragaining
biadder cantrol, The Bows! gnd Bladder
Assessment form dated June 19, 2012, indicated
the resident score was 15 {8 score of 15 or above

indicated the residant is not a candidate for
toileling program nor bowel and biadder training),

Qn July 9, 2012 at 8:38 g, inan intarview with
Residert 3, #2 said he is currently somewhat
incontinen? of uring ang wears an ingontinent brisf

becauss he can nol gtand up (o use the tollet. |

The resident said he would ke to be able to |
!

H

|
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F 315! Continued From page 16 I F 315
zontrol his uring, j ) |

On July 8, 2012 al 3115 pan, in an interview with
the Minimumn Datz Set (MDSB) Coordinator, he §
i said the resident had been on a bowel and
| bladder re-training program, however, the l

facility's licensed nurse did not assess the ;
progress of the bivwel and bigdder retraining :
pragram.

A review of the facility's poiicy and procedures ;
#itled Bladder and Bowe! Refraining Program, |
indicaled the purpose of the bowel ang bingdsr j

|

retraining program g io assist the residernt in
gaining contrat of bowel and Biadder function and
& waekly progress notes and an assessment wil
be performad by 2 ficansed nurse for progress. I
& 229 | 483.25{; DRUG REGIMEN 18 FREE FROM F 323
$5=p | UNNECESSARY DRUGS I!
|

Each resident's drug regimen must be free from
unnecessary drugs. An unnscsssary drig s any
drug when used in excessive dose (ingluding
duplicate therapy), or for gxcessive duration; or
without adequate moniiorning, or without sdequate
indications for #s use; or in the presence of %
adlverse conseguences which indicate the doss '
should be reduced or discontinued; or any
combnnations of the reasons ahove.

| Based on a comprehansive assessment of 4
resident, the faciiity must ensure that residents
who have not used are nnt
gue drugs unless
is necessary to freal 8 spacific condition
osed and documenied in he cinical
retord: and residanis wis use
receive gradual dose requotions, and 1

H
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bshavioral interventions, uniess clinically § o _
confraindicated, in an effort io discontinue these | Facility asked the resident’s primary 7-12-12

care phisician to ravisit the resigent
snd make changes H ngressary. The
PCF dugreased the PRN dose for Ativan.

drugs.

M5 checked ather restdents recaiving 7-12.12
psychotherzpeutic drugs to sea if 3

This REQUIREMENT i nol met as evidenced
dose retdyelinn can be mada,

by.
Based on inferdew and resord review, the facilty

fziled to ensure thet & graduel dose reduction The faciity holds a behaviera!

i %31 {;sgfz?;gg? Mg, 0 managemen: mesting twice monthly 1o .
i H -
| maniestad by recurent restiessness) ana was identify resicients or, psychotherapeutic

drugs and make reductiong a5
indizated, g

3
i

monitored for the rationals & was wriften for,

Firglings: !

According to the admission inf o, Residert The DNS witt report findings monthly at
coording e admission information, Resident ire i

| 5 was admitted to the faclty on December 12, the QA Commiittes meeting.

2011, with diagnases that included chronic pain,

debility, cachexis, gasiroesophagea!

refiux disease, diverticulills oolon wihouwt
} hemerﬁzaial hiperterzsimz osteoporosis, and

The physician's order dated December 12, 2014,
indinated the resident was o receive Ativan 1 myg
at bedtime routingdy for manifesidy by
recuirent restiegsness eating to shorthess of
hreath. The order also indicaled the resident was
{0 reteive + myg svery 4 hours a8 needed
for anxisly, manifesisd by recurrent outbursis of
anger. The staff was fo monilor the episodes of
autbursts of anger and recurrent restlessness
wmading to shoriness of breaity,
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The Consuftation Report comaletad by the
pharmacist dated June 12 2012, indicated the
resident had been z:srqj mg at badtims
gince Degember 18, 2817, The report glso .
indicated that the physician should consider 2
gradual dose reduction, ¥ appropriate. If the
therapy is t¢ continug at the current dose, provids
a rationale describing & dose reduction a3
glinically contraindicated.

The Registered Nurse Case Managsr (RNCM) for
rospice wrote on the form, "No change at this 3
firme”, bt div not write g rationale i

On July 12, 2012, ot 2:30 p.m. during an intgrview
the evaluator asked the RNCM why the physican
didf nof respond to the pharmagists’
mweommandation with a rationale for no change In
the dosags, The RNCM wrois 5 rationaie
indicating the resident compizing of anxiely and
slaaplessness. He piso iIndicated the resident anly
sieens 3 few hours at night and compiaing of
chronic severe pein. The RNOM indicaled the
current dose was appropriate for the resident’s
eorrfort ard sleep pattern.

A review of the Madication Record for the months
of May and June, 2012, and July 1 1o §, 2012,
revesled no documentation o show the resident
was monitored for sleepleseness. Howaver, the
resident was monitorad for restleasness and !
outbursts of anger and had exhibited no behavior,
483.35{1 FOOD PROCURE,
STOREAREPARESERVE - BANITARY

Thae faciity must -
{1} Procure food from sources approved of |

considered satisfactory by Federal, State or iocal i

F 328

F 374
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NAME OF PROVIDER OR BUPPLIER
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X410 SLIMARY STATEMENT OF DEFICIENCIES ID EROVIDEIFS PLAN OF CORRECTION (X5
PREFY (EACH DEFIGIENCY MUST BE PRECEDED 8 FULL | PREFIX i {(EACH CORAESTIVE ASTION SHOULD BE COMPLETION
TAG BEGULATORY OF L8 IDENTIFYING HEORMATION) L TAG | CROSEAEFERENCED T4 THE APPROPRIATE baTe
f | DEFICIENG ¥}
| |
£ 371! Gontinued From page 18 Fary; #3721
authorities; and . - : -11.12
i ’ tetri 3 The rusted fan guard was rémoved 31
{2) Store, prepare, distribute and serve food ' b
' P r with a new fan guard b
under sanitary conditions and replacec & Y
1 maintznance siaff
: 2.The pepfing paint was cleaned ug and 7-11-33
' ] re-painted by maintenznce staff. :
! | 34l dust was cleaned up from the #10-12
refrigerator and steamer with gleaner
1 This RECGUIREMENT is nof met a5 evidenoed by dietary staff,
by: 4 The dust and grease on the pipes and 2.40-12
Based on ohservation, interview, and record wall behind the flow girnuiating hest
review, the faciifly failad to maintain the kitchen in | oven was dleaned up with cleaner and
& clean and sanitary manhar, brusk by dietary staff.
P 5. The dust, cirt, and debris urider the )
Findings: oven was alse clesned with Cleaner by 71012
. . . . dietary staff
During the kichan observation on July 10, 2{3 1 2 & The duct tape on the wall inside the
at @ a.m,, the avalugor ohsarved the following, _ ,
walk-In refrigerstor was removed by
inei 3 maintenance steff 711-12
1. The fan guard inside the four door refrigerator ramtenance siel,
had an accumulation of rust. 7 The company for the juice dispanser
came to the faciiity twige to to deep
2. There was pesiing paint around the spoaker in clearing. When the company first came
the ceiling. in on 7712 they were unsatistied with 7-12-12
the way the cieaning was done, & 716
3. There was dust on the wall between the four sherefore, the company sent another 12
goor refrigeralor and the steamer, There was also rearm on 7/16 to coraplete the deep
dust on the back of the steamer. ceaning. The company aise promised
. ¢ . ' to contirue wsiting the fucility on 3
4. Thers was an acscumuizstion of dust and ronthly basis to cantinue a deep
greass on tha pipes and wall hehind the flow cieaning process
stroulating heat oven, N Y et
&.The staintess steel prep counter ana 741412

5. There was an accumylstion of dust, dirt and
debris under the oven,

8. There was duct fape on the wall inside fhe

walk-in refrigerator.

splagh guasd bohind the Jice dispenser
was cleared wig cleaning agents by
dietary staft,

!

H

|
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A BUALDING
056133 B. WiNG 0711312012

NAME (OF PROVIDER OR SUPPLEER
WEST HILLS HEALTH & REHAB CENTER
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X430 SUMMARY STATEMENT OF DEFIDIENCIES : 1D PROVIDER'S PLAN OF CORRECTION (%)
PREFIX (EACH DEFICIENCY MUST BE PRECGEDED BY FULL | PREFIX | HEACH CORRECTIVE ACTION SHOULD B8E COMPLETION
TAG REGULATDRY OR LG (DENTIFYING #FORMATION) COTRG [ CROSS-REFERENCED TO THE APPROPRIATE ATE
DEEIGIENDY;
l {
£ 874! Continued From page 20 I . Q.The dost ventdation fanin the ceiling
Fag _ 57 was cieaned by maintanaace staffto 7-11-12
7. The pice dispenser had an atoumuiation of 1 ;emm z%if“‘sz L ks v ’
dust, dirt and debris around the motor, Co ONew dishwasher tacks were ordered
on /11 to repiace o dishwasher racks _
8. The stainiess stee! prep counter and splash 5 Wf{if? %Cﬁ-ff’i‘é“*f’-"{*” 9§ black sy ’-’{Sfﬂﬂte 7-31-12
guard behind the huce dispenser had an ' ] - and dirt. The facility Is sl awaiting )
accurmulation of dust and debris betwesn the i L delivery,
splagh and the wall, it 11.The dutt tane arpund the edges of
o . E i the tray paldey was romoved ang 71112
§; The ventilation fan in the ceifing had a build up l " replaced with obher sophag to bloek
of dust [ sharp edges.
. ) ) 12.AM starage carts in the kitchen with
10, The cishwasher racks had an accumuiation of; ascumulstion of stains ang debris we
black subsiance and dirt | HIEHON G ST Sk Ie- e 7-11-12
4 ’ ©ordarsd on 7711 The Tacfity s still
. . iting dalivory,
11. The tray holder had guct tape arpund the awarling :
sdges ¥ U P ? 1% Tha blanksis bing an the fioorinthe
¥ e maching Jinrngss weore gisaned up 7.18-12
12, All of the storage cards in the kitchien hagd the day ey veree found, The
ascecumuiation of stains and debris. maintenangs donartmend regiaced the
| broker tiles. The maintenance
| 13. The ice machine storage room had abouf 10 depariment alse ciesned the vent
wafer sGaked blankals lving on the flogr. The fior above the ice maching to remove dust
tiles were stained, cracked and rofting away, The and repainted behind the ite machine,
| vent above the ice machine had an accumulation Fhe floor was clesned by housekesping
ot dust. The fioor had an accumulation of dust, . bz
, : . , staffh. Furthermore, distary staff
dirt and cdebris. There was peeling painfon the ) he | hife
wall behind the ice machine. removed ali Ice from the ice machin
and compieted 3 deep Ceaning of the
14. The Janitor Closet had a musty ador ang the ice machine. 741312
walls and Hioor had an accumutation of dust, dirt 14.The janitor closet was cleanad by -
and debris. | hausekeening staff |
| 15.The dry storage room with
18, The dry storage oo housing the emerganay emergency food was deaned (o
food, had an accumulation of dust, dirt anc debris remaove dust, dier, debris, and cobwebs 7.19.12
on the fipor and cobwebs on the wall. The room E oy sousekeeping staf Ths room was
ggi ;;20{;’?}?;9:;;? and in disafray with boxes I re-organized by dietary staff.
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H
2410 SUMMARY STATEMENT OF DEFICIENCIES 0o PROVIDER'S PLAN OF CORRECTION 8
PREFIX {EACH DEFIGENCY MUST BE PRECEDED BY FULL l PREFD, | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
Al REGULATORY DR LSC IDENTHYING INFORMATICHN : YAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
| ] DEFICENTY)
I
¥ 371 Continusd From page 21 | F 37 |
8. The floor in the room used for storing paper 16.The Hiorin the reom used for - 7.11-12
aouds had cracked fioor tiles, stains, dust, dint storing paper goods was cleaned by '
- and debris. housekeeping staff. The tiles were also
' . repiaced by maintenance staff, _
17. There was no janitorial sink in the kitchen. 17.The dietary staff was in-serviced by 71713
According te the Distary Service Supervisor the Dietery Supervisor or proper disposal
staff threw the dirly water in the parking lof after of dirty mop water .
rspping the Kiteher floor.
F 431 483.60(b), (9), () DRUG RECORDS, F43%, T Distary Suservisor made rounds to | 7-17-12
X e ot
The facility must employ or obtain the services of Fﬁﬁlﬂﬁm?mf‘:m,f& gsakef and
a licensed pharmacist who establishes a system ImplemEnted. and no piher issyes were
| of records of receipt and disposition of all tdentified.
. controfied drugs in sufficient datall fo enable an ) o
| accurate reconciliation; and determines that dreg The Bietary Supervisor will make daily
| records are in order and that an sccount of all rourids throughout the kitchen to make
controlied drugs is maintained and pericdically sure the enviconment and equipment
reconciled. are clean. The Kitchen will be also be
maonitgred by Dictary Supervisor to
Drugs and biologinals used in the faciity must be ensure it 15 grpanized throughout sach
Eabﬁiﬂdm acco’rdance with currently accented shift, The Distary Superviser will
| professional principles, and include the perform periodic in-service to distary
 appropriate scoessory and cauticnary si2ff o make sirz af distary and
znstrf.rctiens, and the expiration date when L kitehern golicies nre followed through.
applicable,
In accordance with State enc Federal laws, the | - The Administrator will perform random
facility muss store alt drugs and bioksgicals in | - ounds throughout the kitchen to
locked cormpartments under propsr temperature ensyre cleaniness and erganization.
gonirals, and permit only authorized personnel 1o
have scoess o the keys.
The faciity must nrovide separalely acked,
permanently affixed compartments for storage of
! sonfrolied drugs Ested in Scheduls § of the
[i Comprehansive Drug Abuse Prevention and |
T4 LUME.29ET(02-09G) Previcus Versiang Disolete Event |03 (3XE11 Faulity 1 CARRUNINE ¥ confinuation sheel Page 22 0f 32
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STATEMENT OF DEFICIENCES X% PROVIDER/SUFPLIERICLIA %23 NULT#LE CONSTRUCTION £33 DATE BURVEY
ANE PLAN OF CORRECTION DENTIFICATION NUMBER: COMPLETED
A, BUELISNG
& WING
055133 © 077132012
KAME OF PROVIDER OF SURRLIER STREET ADNRESS, ST, STATE, 2IF OD5E
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e 1 SUMMARY STATEMENT OF DEFICIENCIES ! T | PROVIGER'S PLAN OF CORRECTICN £x5)
PREFIX (EACH DERICIENGY MUST BF PRECEDED BY FULL i PREFIX g {EACH CORRECTIVE ACTION SHOULD 88 CIRELETICN
TAG REGLLATORY OR LEC HENTIFYING INFORMATION) 1 TAG 1 CROSS-REFERENCED TO THE APFRCPRIATE BATE
BEFICIENG
431 | Continued From page 22 Faq3y F431
Contrei Act of 1876 and other drugs subjet to '
d g 1ee Faciity checko:l ail medications sad no 710-12

ahuse, except when the facility uses single urit
package drug distribution systems in which the
quandity stored is minimal and a missing dose can Cigentified. Far iy investipeied the
be readily detected. ) “surveyers cons <25 apd foung tat all
the correet mirdaations were given
ppropriately. Doturmentalion wis

This REQUIREMENT fs nol met as avidenced sorrectad o refoct this, |
by: ; :
Based on observation, interview, and recard ;
review, the facility failed o

gther explred modications whre

The DS checked all nercalic 7-10-12
metications amd reconciied them with -
the narrotic zount shest and there
were no slher discrepancias, No other
sxpired meds were identified,

1. ensure expired medications, sixty-eight counts
of "magic huillets” fbisacadyl 10 mg supposiiories,
medications used a8 izxatives), wers not
available for use in Nursing Stalion 2;

2. ensure controfied subsisnce count on ;
residents’ madical records maiched the actusi
narcetic suppies for twe aut of twe maedingtion
carts at Nursing Station 2, affecting at least three
residants;

Fharmacy consuitant will check
marzotic Lount Sheets twice monthly a8
wedl a3 sxpired medications and report
findings to DNS gnd Administrator,

3. ensure nuesing staff foliowad the facility’s policy
and procedures on inventary sontret of conirofied

sUbstarnte,

' Pharmacy consultant will report (o the
. (A Committes guarterly with summary
findings of her audits,

Findings: 1

a On.uly 9, 2012, at 1117 am,, during an
inapection of the medication room {med reom} of
Nursing Station 2, the assistant direcior of
nursing (ADUN] found six-eight counts of "magic
huilets”, marked with expirstion dates of "32012°,
in the medication refrigerator.

A review of the "gquality improverment: consuliant
|

i

R4 G &-265T(02-B%; Previous Versions Obsalste Tueen Il Chdug 1

Fagdity ity CARZDDOONS2 # continzation ghest Page 2% of 32



http:OMBNO.09

PRINTED: /|
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STATEMENT {0F DEFIDIENGIES X4 PROVIDERISUPPLIER/CLIA MBI MULTIPLE CONETRUCTION {X5) DATE SURVEY
AND PLAN OF CORREDTION HENTIFICATION NURBER A SLILONG COMPLE TED

056133 n 07M3/2012

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. DITY, STATE, 7iP CODE
7540 TOPANGA CANYON BLVD,

WEST HILLS HEALTH & REHAB CENTER CANOGA PARK, CA 81304

{430 SUMMARY STATEMENT OF DERIENCIES s} PROVIDER'S PLan OF CORRECTION {X5)
PREFE {EACH DEFICIENGY MUBT BE PRECERED BY FULL FREFIX {EACH CORRECTIVE ACTION §HOULD BE COMPLETION
TAL REGULATORY OF L8E ICENTIFYING INFORMATION) TAD CROES-REFERENCED TO THE APPROPRIATE UATE
DEFICIERY;

F 431! Contirued From page 23 F 431
pharmacist summary”, signed by the pharmacist l
on Jung 12, 20612, pags 2, reveslad ihere was

"&0-88%" compliance in " out-of-date medications |
are not available” and the pharmacist” discussed |
with facility sadership "

A review of the faciiily policy and procedure, tilled
"medication storage i the facility”, undated,
undegr #em "M, Touidsied] medications are
immediately rarmoved from slock.

b OnJuiy 8 2012 gt 1120 2. m., during an
inspeciion of the megication cart 1 for the Nursing |
tation 2, the chargs RN {registered nurse]
counted three bubble packs containing 2 folai of
88 counts of hiddrocodonelacataminophen 5/328
{generic for Noret: 51325, a conirciied substance
Liged o relieve pain} for Residani 28; however,
the controlisd drug record showed the last entry
on July 8, 2012, at 10 p.m., indicated there should
be B0 counts. Resident 28's medication record
indicated the last dose (2 tablets) given was at 6 |
a.m., on July § 2012 The sta¥ couid not answer

why there was a discrepancy.

AL 11:40 g.n,, during an ingspection of the
madication cart 2 for the Nursing Siation 2, the
charge LVN (licensed vocationai nurse]
preseniad a botile coniabing morphine sulfsle (a
schedule | controlled drugs for treatment of pain)
20 myimi and labeled for Resident 27, LVN
made a visual inspaction and steted the boitiz
contained approximaiely 48 millililers (mi). The
iabset of the boltle indicated the pharmacy
originglly dispensed 60 mi on "5.23-12". The
perpetial inventory log shest for the morphing
sulfate labsled for Reskient 27 indicated the
inventory count starled at 30 mi with the first dose

A DMS-250TI02-99) Prawvieyy Versions Obeviete Event L OMXE14 Fauility 101 CASZLOON0ES i centinustion sheel Page 24 of 32
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{543
PREFIX
TAG

SUNMBARY STATEMENT OF DEFICTENSIES
(EADH LESCENTY MUST BE PRECEDED BY FULL
REGULATORY OR LBC HENTIFYING 2R ORMATION)

D ; PROVIDER'S PLAN OF CORRECTION
PREFIX fEA0H CORRECTIVE ACTION SHOULD BE
AL CROSS-REFERENCED 10 THE APPROPRIATE
DEFIGIENGY?

{%5)
COMPLETICH
DATE

43

Continuead From page 24

given on May 24 at 17 a.m. and there should be
28 miremaining. There was no other iog sheet
for the same medicalion and residdent The LYN
couid 1ot explain the discrepancy.

At 12:55 p.m., continuing on the madication cart
inspection, the LYN stated there weare three
patches of 12 microgram (meg) fenfany! patch (a
Scheduie 1 controlied deugs for treatment of pain)
and three patches of 75 mcg fentanyl for
Resident 8. However, the “perpetual inventory
log sheet” for both of the fentanyl strengihs
irddicated there should be 4 palches remaining for
the 12 miog and 4 paiehes remaining for the 75
meg patchas. The log sheets also Indicated the
most recent dose administersd was on July &,
2012 at 9 a.m. for both strengihs, The LVYN
stated she remembersed the packages were
aready opened when she administered the
patzhes but she couid nol answer why she gidnt
notice the difference in counts.

A review of Resident &5 medication record for
July 2012, Resident 8 was to receive fentany! 87
meg every 72 hours (e, 12 mog plus 75 mog
patches} and the fontany! patohes ware
acministeraed on 71312, 718112, and 77472012

Acgording to the "narcatic and hypnatic inventory
sheal”, there were thres shiff sounts per day and
Wwo nurses were required 1o perform ang
doeument in each shift cours. Therefore, at least
nina shift counts missad the discrepanay
descried above.

At 2:40 pom, during an interview, the DON sialed
four differeni stafl initialed on the shifi court
shaet between the period of July 8, 2812 and July

|
|
!
|
|

|

431

-
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X4y D SUMMARY STATEMENT OF DEFICIENCIES ] ' PROVIDER'S PLAN OF CORRELTION 05
PREFI (EACH DEFICENCY MUIST BE PREDEDED BY FliL ! pREED [EACH CORRECTIVE AGTION SADIED BE COMPLETOR
TAD REGULATORY OR LEC IDENTEYING INFORMATION I OTAG CROSS.REFERENCED TD THE APPROPERIATE PATE
§ DEFICIENTY}
F 431 Continued From page 25 F &34

9, 2012, The DON agreed the nurses performing
e shift counis were suppossd o sount
accurately on the narcotics inventary.

o On Jduly &, 2012, at 1158 p.m., during an
interviaw, the LWN stated she pedormed the shift
oount with the oul-going nurse at 7 a.m. of tha
same data. The LVN presented the "narcotic and
hypnotit: invertory sheet” and pointed out her
inftial. The LN simitted she and the out-going i
nurse did not do a thorough count. Therg was no |
avidence tha! the discrepancies mentioned ahove !
had been rescived.

AL 240 p.m,, during an interview, the DON

| agreed the nurses performing the shiff counlis

irventory.

Al 338 pam, the DON stated an in-sarvice had
beer: provided io the seff on April 16, 2012 and
May 31, 2012, on topics including expired
medications and shift counts,

|
were stippased to count accurataly on narsotics l
|

On 771072012, at 11.30 a.m., during a felaphone
interview, the sonsultant pharmacist stated she
noticed the inconsistancy in confrolied
substances documerndation and hag reporiad 1o
ihe faciity’s leadership in her monthiy visif report.

A review of thg facility's policy snd pronediire,
adopted from OUmnicare, Ing,, titled “inveniory
control of controlled substances”, dated May 1,
2010, faciiity shouid ensure that the incoming and
atgoing nursss count all Schedule  controfied
substances and other medications with a risk of
abuse or diversion at the change of each shift
reconcite the total number of confrelled §
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X4 D
PREFIX
TAR

SUMMARY BTATERENT OF DERICIENCES
I {EACH DEFICIENCY MUST BE PRECEDED BY FLRL
REGULATORY OR LED IDENTIFYING INFORMATION:

i
PREFEC
TAG

PROVIDER'S PLAN QF CURRECTION
{SACH CORRECTIVE ACTION SHOWLD BE
CROSSREFERENCED T THE APPROPRIATE
DEFIIENTY}

{55
COMPLETION
DATE

F 431

¥ 441
88=F

Continued From page 28

medicaiion on haad and reconciie the numper of
doses remaining in the package to the number of
remaining deses recorded on the [count shiget].”
According o the sams policy and procedure, the
facility should also conduct an investigation o
getermine whether a dose was administered, the
reason the administration was not charted and
whether 2 dose was refused.

| A review of another fagility’s poficy and

| procedurs, adopiad from Omnicars, ing, flied

| "General Dose Preparation and Medication

l Administration”, dated 5/01/13.", After medication
| administration, facility staff shouid document

{ ngcessary medicalinn administration information
L on appropriate forms,

: Referencing the applicable reguiatory
§ requirement fisted under California Code of

| Regulation, Title 22, section 72368 (b, the
recards of use for all Schedule i drugs "sigli be
maintained scourately” and the inveniory of
sordrofied drugs are readily fraceable.

483,55 INFECTION CONTROL, PREVENT

SPREAD, LINENS

The facility must establish and mainiain an
infaction Control Program designed 1o pravide 2
safe, sanitary and comforiable environment and
to help prevent the development and transmission
of disease and infection,

(a3 Infection Control Program

The facitily must establish an infection Conirol
Program unger whigh i -

{1} invastigales, corlrols, and prevents infactions
in the fackity;

{ (2) Decides what procedures, such as isoiation,

H

F431]

F 441
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AN PLAN OF CORRECTION ERTIECATION NUMBER: A BUILDNG COMPLETED

gk
: B OWING
; 258133 07113/2042
NAME DF PROVIDER OR SUPPLIER ! STREEY ADDRESS, $ITY, $TATE, ZIP CODE
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man | SUMARY STATEMENT OF DEFICIENCIES ' o ? PROVIDERS PLAN OF CORREDTION (X6
PREFX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EACH CORRESTIVE ACTION SHOULD B8 COMPLETION
TAG | HEGULATORY OR LEC IDENTHYING INFORMATION) TAS CROBB-REFERENCED TO THE APPROPRIATE LATE
; I [ NEFICIENGYS
| [ |
F 441! Continued From page 27 | Fa41 s
| should be applied to an individual resident; and }
J {3) Mainlains a record of incidents and corrective | | Facility immedistety checked rooms 7812
| actions ralated to infections. 2 X )
% . #nd properly plated urinals in sanitary
(4} When the Infection Control Program l to maintain dever lenperatures at I80
| determines inat a resident needs isblation to ) degrees.
: prevent the spread of infection, the facifity must |
| isolate the resident | DSD performed rounds and § '
o . . i ¢ irs-sepvicerd »
(23 The fagility must prehibll sraployess with a ! s ffp th ot ‘ ® 7812
communicabie disease or infected skin lesions s an the proper pletement o 7.43-12
from direct contact with residents or their food, i uranals. Housekeeping supervisor
dirent contact will ransmil the disease. i checked drygr temperatures and they
(3} The fzcility roust require staff to wash their were found to he in compl
. ) . . . ;Du&ﬂfl&
hands after each direct resident contact for which |
hand wgshmg is zz?dmted by accepted D50 witi perindically round with DNS to
professional practise. . . o
gnsure compiiance with faciiity
{2) Linens sanitation policles. Housekseping
Pmonnei‘must handle, store, process and . Supervisor will perindically check dryer
transport linens so as to prevent the spreat ol temperatures to ensure compliance,
infection.
D50, BHS, and Housekesping
i Supsrvisor will report sonitation maues
E Thrs REQUIREMENT is ot met as evidenced © tothe Administrator,
-
%%d oh ohsarvation and interview, the fadiity
fafied to establish an infection control program for
cleaning, disinfacting, and sforing of residents’
garg equipments o prevant the potentia! of cross
contamination ang the polential to spread
infection, and failed to meiniain acoeptabls
ternperatures for processing the finen.
Findings:
During the inftial tour of the faciiity on July 8,
B4 DMB3-2567{02-58] Freviows Versions Obsoists Evant {11 CMK511 Faclity 1) CABR0OURED if sontinuation sheet Page 280832
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:; B, VING
| 055133 07/1372012
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DEFICIERGY)
| r
F 441

F 441! Confinusd From page 28

L2042, from &30 am. o 10 am., the following
was observed,

!. on the floor with no identification |

! b. in Room 45-B were two dirly pontainers glored

- on fop of the bedzide drawer 1ot labeled. The

- Director of Nursing (DON) was not able to identify

‘ what those contginers were used for and on

whtich resident. There were three residents in the |

FOOm.

¢, A uringl was on the bathroom ficor with no
identifipation in Room BD,

l with inscriotion bed B.

#, In Room 53 bathroom had & bed pan and
wrinat on the flogr with no identification.

Cn the same 48y during an interview with the
DON, she stated that containers, badpans and

According to the faciliity undated policy titled

certfied nursing assistants will mark al basin,
vrinals, and bedpan, with (e resident's nams.
Alsg, Licensed nurses will make dafly rounds to
ensure those equiprman are iabelied.

h, On Jduly 13, 2002, at 11 a.m., during an
observation of the laundry room, one of the
washers only reached 128 degrees Fahrenheit,

b seen insivs the washer Swough the glass on

' a. In Room 44 a canister for urine ooltaction was

d. in Room 51 bathroom had a uringl on the fioor

uringls should be iebeisd with room # and bed #
 for idesiifination to prevent oross eontamination.

"Labsiing Equipment’ indicated upon admission,

During the observation of the laundry, feces couid

£
|

5
i
H
H
i
i

|

!
|
|
|
|
|

|
|

1
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A BURDING
B WING
058133 0771372012
NAME OF FROVIDER OR SUPPLIER STREET ADGRESS, CITY, STATE, 2IP 0008
7649 TOPANGA CANYON BLVD.
TH
WEST HILLS HEALTH & REMAR CENTER CANOGA PARK, GA 81304
X4 D SUMMARY STATEMENT OF DEFICIENCIES %_ 0 PROVIDER'S PLAR OF GURRECTION 8)
PREFIX (EACH DEFISIERCY MUST BE PRECEDED BY FULL PREFIX [ EASH CORRECTIVE ACTION SHOULD 85 SOMPLETION
TAG REGHLATORY OR LSC BIENTIEVING INFORMATION ] TAG CROSESEFEASNGED T THE APPRUPRIATE UaTE
i ] BEFICIENGY}
5 |
F 441 Continued From page 20 F 441 ! :
the door during the wash cycie. The faciiity had |’
severat residents in isodiaiion,
| According to the California Uniform Plumiing
' Code, Section 1011-1612, page ¥5.1, The
raguired temperature of 180 degrees Fahrenhei ;
in the laundry is that measured in the washing [
machine and shall be suppiied so that the
temperature may be maintained over the entire %
wash and rinse periogd. A lowsr temperature of :
' 140 degrees Fahrenheait may be ulitized, provided |
s inens are subsequently passed through a l
| purabler dryer at 180 degrees Fanrenhsitor a
flabwork troner at 300 degress Falrenheil
F 485 | 4BL.70(h) l Fask raed
sa=f | SAFEFUNCTIONALSARITARYICOMFORTABL
E ENVIRON iFatlity painted cabinets under the 7-16-12
The facil _ e funcion sink in Station | Utility Room, '
¢ fanility must provide a safe, funclional, 2.The storage room ceili et
sanitary, and comfortable environment for near the Ci“agﬁi’? cart i-;L ﬁé: Zﬁﬁd 7-36-12
resiients, staff and the public, 3.The medicai Records Sterage room 7-13-12
has bger cleaned.
This REQUIREMENT is not met as evidenced | 4. The Facility has scheduled a date 1o
Dy \ _ paint and fix the walls in the water 71612
| Based on observation and mlerview the faciity heater room.
failed to maintain the environment in a clean and . The ares behind the laundry has 7
sanitary KanTor. been cieaned an organized. -16-12
! 1 ey feasy in the staff
Findings: : E;::;;WS wera cleaned in the 7.43.12
: - : helvas in The chemical storage
During & general obsarvation of the facility on July 7. The sheives in | 7.46-12
18, 2012, the following was observed: room will be replaced when the
shelving is received.
Station 1 8. The pigster in the pxygen room has 7-16-12
1. The cabinet undes the sink in the ity room been repaired,
| had stains and was rotiing away.
Svent I GMRETT Fagiliy {3 CASZOLNOOER # continuation sheet Page 30 of 32
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storing dirly clothes barrels) hat Approximately
five storage carts oulside that had an
actumulation of dust, dirf and debris.

1

& The staff lounge had an accumulation of dust
i in the venls,

‘ 7. The shelvas inside the chemics! storage room
werg rofling away and had an accumiialion of
dust dirt ared debris.

Siation 2

8. The oxygen tank storage room had an
accumulation of dust, dirt ard debris on the floor
and peeling plaster on the wall,

9. The sooial service storage room had an
aecumulation of dirt and debris on the fleor, The

fight was not working.

10. The ventiaticn fan was not working in the
’ shvwwer roam next 1o room 41,

11, The distary storage room had oracked floor
| tiles that were coming up from the Hoor. There

l was aiso peating plaster and dehris on the floor,

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIR SERVICES OMEB NO, 08380301
STATEMENT OF DEFILIENCIES (X1} PROVIDERSUPPLERDLIA (A8} WMUVLTIPLE QONSTRUGTION {XF) DATE SURVEY
AND PLAN OF CORRECTION [CENTFIDATION NUMBER: COMPLETED
A BYILDING
H
B. WiNG
056133 e 07/13/2012
MAMS OF PROVIDER OR SUPRLIER STREEY ADDRESS, CilY, STATE, 2P COIE
7940 TOPANGA TANYON BLVD.
WEST MILLS HEALTH & REHAB CENTER .
CANCEA PARK, CA 51304
(X4 12 SUMMARY STATEMENT OF LEFICENDIES ol PROSIDER'S PLAK OF CORRECTION 1x8)
PREFIX EACH DEFINIENGY MUST BE PRECEDED §Y Rl PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TG REGULATORY OR LEC IDENTIFYING INFORMATION; TAG CROSE-REFERENCED TO THE APPROPRIATE GATE
DEFICIENGDY)
F48 i F 465
465 Continued From page 30 . _ Fag 4. Holisekeaping cizaned the sociat
2 T{le storage room h(_)ysmg the c‘fas?;‘aart Pt service storage room and maintenance 7-13-12
pesling peint on the cafing around the fight | replaced the light bulb.
Nah I 10 The ventiletion fan was repaired in
%, The medica! records storage room had @ large :h& &hm‘fgf reom et Lo ronm 41. 7-16-12
amount of dust dirt and debris on the ficor, 11.The dietary storeroom was
thoroughly cleansd and the liles will be 7-15.1%
4. The room housing the water heater had 1 repairet,
peeling plaster on the wall and an aceumulation ] 12. The fioor inside the cabinets in the 7-13-12
of dust, dirt and debris. 2 rebabilitation room has been cleaned.
: ‘ 13 Hpusekeering staff ware in-serviced i
5. The area behind the laundry room (used for | to use the appropriate sinks to discard 713132

dirty water.

The Housekeaning Supsrviser ang
Maimtenance supsrvisor performed
reunds and found that other facility ;
argas wars cigan and in good working i

grdar,

The Housekaaping Superviser ang
sfaintenance supervisor will make
rourds periotlically and identify facility
argas thay need cleaning and for
rapair,

The Hpusekeeping Superviser ang
tAaintenance supervisoy will report
areas of concern 10 Administrator as
negded.
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055133 g WING L o7Ma2012
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F 485 | Continuad From page 31

12. The fioor inside the cabinets had an
gooumulation of girt, dust and dehris in the

rahabiiitation room,

13. The housekesping staff were using the
happer in the LBy room 1o dump the didy mop
' water and refrigve cioan water instead of using
| the janitorial sink that waz designed for that

| purposge.

|

|

|

T40 TORANGA CANYQON BLVD,
WEST HILLS HEALTH & REHAS CENTER :
¥ | CANOGA PARK, CA 81304
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BREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | OPREFIX | {EACH CORRECTIVE ACTION SHUULD BE COMPLEYIN
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i
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