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F 000 | INITIAL COMMENTS

The following reflects the

Evaluator Nurse
Evaluator Nurse
Evaluator Nurse
' Facility Census: 48

| Resident Sample Size: 14

§S=D | CFR(s): 48

self-determill'lation, and col

this section.

promotes maintenance ar

promote the rights of the

findings of the

Department of Public Health during the
Recertification Survey conducted on 3/21/2024.

Represenu'rpg the Department of Public Health:
Surveyor ID No. 38549, Health Facilities

Surveyor ID No. 38469, Health Facllities

Surveyor ID No. 48142, Health Facillies

Highest Seventy and Scope: E
F 550 | Resident Ri ?htS/EXQTCISE of Rights
10(a)(1)(2)(b)X1)(2)

§483.10(a) Resident Rights.
The residen* has a right to a dignified existence,

mmunication with and

access to persons and services inside and
outside the facility, including those specified in

with respect and dignity and care for each

§483.1 O(a)(r A facility must treat each resident
resident in a manner and in an environment that

enhancement of his or

her quality of life, recognizing each resident's
individuality., The facility must protect and

esident.

§483.10(a)( ’) The facility must provide equal
access to qqality care regardless of diagnosis,
severity of condition, or payment source. A facility
must es h and mai?sin identical policies and

F 000

F 550

A

LABORATORY DIRECT@R'S % PROVIDER/SYRPLIER REPRESENTATIVE'S SIGNATURE

M%ﬁ'

‘/7/?2)»,

Any deficiency statsment ending wmvé\ asterisk (*) denotes a deficlency which the institution may be excused from corrscting providing it s determined that

other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made available to the facility. If deficlencies are cited, an approved plan of cormrection is requisite to continued

program participation.
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practices regarding transfer, discharge, and the
provision of services under the State plan for alf
residents regardless of payment source.

1

§483.10(b) Exercise of Rights.

The resident has the right to exercise his or her
rights as a rTesident of the facility and as a citizen
or resident of the United States.

§483.10(b)(11) The facility must ensure that the
resident can exercise his or her rights without
interference., coercion, discrimination, or reprisal
from the facility.

§483.10(b)(?) The resident has the right to be
free of interﬁerence. coercion, discrimination, and
reprisal fron} the facility in exercising his or her
rights and ta be supported by the facility in the
exercise of his or her rights as required under this
subpart. ‘

This REQUIREMENT is not met as evidenced
by:

Based on opsewation, interview, and record
review, the facility failed to ensure Certified Nurse
Assistant 1 (CNA 1) knocked and asked
permission prior to entering two of two sampled

residents' rooms (Resident 98 and 28).

This deficient practice had the potential to affect
the residents' sense of self-worth and
self-esteem.

Findings:

During a concurrent observation and interview on
3/17/2024 at 11:27 a.m., observed CNA 1 walking
in the haliway and went inside Resident 98's room
without knoc}(ing and asking permission,
Observed CNA 1 exit Resident 98's rgom and

i
i
1
!
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i which mcluded their right to a dignified existence

|

Continued From page 2

proceeded to go inside Resident 28's room
without knocking and asking permission, Upon
exiting Res:dent 28's raom, CNA 1 was asked
how the facnllty promotes and ensures dignity and
respect for {he resident's private space such as
when aocess(ng their rcoms, CNA 1 replied that
prior to entering a resident's rcom, staff should
knock, introduce themselves and ask permission
to come into the resident's room. CNA 1 stated
that they penod:ca[ly receive in-services (training
intended for those actively engaged in a
profession) regardmg respecting resident's rights

and knocking and asking permission prior to
entering thelr rooms as a way to promote their
dignity. CN/‘\ 1 acknowledged by stating that she
did not knock and ask permission from the
residents when she went into Resident 98's and

Resident 28's room.

A review of L‘ne facility's policy and procedure
titled, ”Resndent Rights," last reviewed on 1/2024,
indicated, "Residents shall be examined and
treated in a manner that maintains the privacy of
their bodies. A closed door or drawn curtain
shields the Resident from passers-by. People not
involved in the care of the Resident shall not be
present without the resident's consent while they
are being examined or treated. Staff members
shall knock before entering the Resident's room
Reasonable Accommodations Needs/Preferences
CFR(s): 483.10(e)(3)

§483. 10(e)(3) The right to reside and receive
services in qre facility with reasonable
accommoda}:on of resident needs and
preferences {exoept when to do so would

F 550

F 558

{
i
i

i
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endanger the health or safety of the resident or
other residents,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to ensure that a
resident’s call light (a remote control that allows
patients to {equest assistance from nurses or

 other staff) was within reach for one of one

sampled reﬁdent (Resident 150) investigated

! under the Tre area of accommodation of needs.

This deficient practice had the potential to cause
a delay in resident care and for the residents’

| .
needs to remain unmet.
1

Findings:

A review of Fesident 150's Admission Record
indicated the facility admitted the resident on
3/15/2024 with diagnoses including pneumonia
(an infection that affects one or both lungs) and
unspecified fall.

A review of Resident 150's History and Physical
(a formal dopument that a physician produces
through a pgtient interview, physical exam, and
summary of‘ any testing), dated 3/17/2024,
indicated th? resldent has fluctuating (to vary or
change irregularly) capacity to understand and
make decisions.

A review of Resident 150's Care Plan (a written
document that outlines a patient's needs, goals,
and the step:s to address them) for risk for falls,
initiated on 3/15/2024, indicated that the resident
will be free ‘% falls through the review date and
will not sus! |in serious injury through the review
date. An intervention included to ensure the call
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light is within reach and encourage the resident to
use the cail light for assistance as needed.

During an observation on 3/18/2024 at 9:50 a.m.,
observed Resident 150 in bed with their call light

under the Iged.

During a c“)ncurrent cbservation and interview on
3/18/2024 ‘Et 9:55 a.m., with Certified Nursing
Assistant 2[ {CNA 2), CNA 2 verified the
observation by stating that Resident 150's call
light was under the bed. CNA 2 stated the call
light shoulq have been within the resident's reach,
so he could call for help when needed.

During an ipterview on 3/21/2024 at 9:59 a.m.,
with the Director of Nursing (DON), the DON
stated that call lights should always be within
residents’ reach. The DON stated they should be
clipped to tpe resident's sheets. The DON stated
itwas important for call lights to be within reach
so that residents can call for help in case of an
emergenc;). The DON stated if residents were
unable to use their call light, there can be a
potential risk of an accident occurring.

A review of the facility's policy and procedure
titled, “Call Light,” last reviewed on 1/2023,
indicated itlis the policy of the facility to provide
the resident a means of communication with
nursing sta{‘f. Place the call device within
resident's reach before leaving room.

F 578 Requesth’gfuse/Dscntnue Trmnt;Formite Adv Dir
$§=D | CFR(s): 483.10(c)(6)(8)(g}(12)(i)~(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treatment, to participate in or refuse
to participate in experimental research, and to

1

j 1

F 5581

F5678

t
}
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Continued From page 5
formulate an advance directive. |

§483.10(c]?(8) Nothing in this paragraph should be
construed as the right of the resident to receive i
the provision of medical treatment or medical
services df-:emed medically unnecessary or
inappropriate.

{

§483.10(gi(12) The facility must comply with the
requirements specified in 42 CFR part 489,

subpart | (Advance Directives). i;
(i) These requirements include provisions to j
inform andl provide written information to ail aduit
residents concerning the right to accept or refuse
medical or; surgical treatment and, at the
resident's option, formulate an advance directive. i
(i) This inciludes a written description of the
facility’s palicies to implement advance directives
and app!iclable State law.

(lii) Facilities are permitted to contract with other
entities to flurnish this information but are still
legally res;l)onsib!e for ensuring that the
requirements of this section are met.

(iv) If an adult individual is incapacitated at the
time of adnlﬁssion and is unable to receive
information or articulate whether or not he or she
has executed an advance directive, the facility
may give advance directive information to the
individual'sf resident representative in accordance
with State faw.

(v) The facility is not relieved of its obligation to
provide this information to the individual once he
or she is able to receive such information.
Follow-up ;I)rooedures must be in place to provide
the information to the individual directly at the
appropriate time.

This REQUIREMENT is not met as evidenced j
by: !

Based on Interview and record review, the facility

F 578;

H
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failed to ensure a copy of the resident's Advance
Directive (AD- a written statement of a person's
wishes regarding medical treatment) is kept in the
resident's qhart and easily retrievable for one of
five sampled residents (Resident 7) investigated

for advancé directive.

|
This deﬁcie:nt practice has the potential to create
confusion which could lead to confiict with the

resident's v}ishes regarding his/her health care.

Findings:

¢ A review of Resident 7's Admisslon Record

indicated th)E facility admitted the resident on
1/18/2024 with diagnoses that included

. gastro-esophageal reflux disease (stomach

contents flow backward, up into the esophagus,
the tube that carries food from your throat into
stomach) al?d chronic kidney disease (gradual
loss of kidney function).

Areview of Resident 7's Minimum Data Set (MDS
-a standarqized assessment and care screening
tool) dated 1/24/2024, indicated that Resident 7
had the ability to make self-understood and had
the ability to understand others.

During a oo?current interview and record review
on 3/20/2024 at 2:46 p.m., with the Director of
Nursing (DON), reviewed Resident 7's Social
Setvices Assessment/Evaluation dated 1/19/2024
and Resident 7's electronic chart and physical
chart in regards for Resident 7's AD. Resident 7's
Scociat Services Assessment/Evaluation dated
1/19/2024, indicated Resident 7 had issued an
advance directive about her care and treatment
with a note that indicated, "Obtain a copy of such
directives to!be included in the resident's medical

F 578,
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record.” Ttlre DON was not able to locate from the
physical cl?an and electronic chart the actual copy
of Resident 7's AD. The DON stated that if there
is an existing AD, it should be kept in the physical
chart so it can be referenced in case of an
emergency because without it, the resident's
wishes for health care treatment may not be
followed o | treatment provided may conflict with
the residen‘t's wishes,

A review of the facility's policy and procedure
titled, "Advance Directive,” last reviewed on
12/2023, indicated, "It is the policy of the facility
that a resident's choice about advance directives
will be recaognized and respected. Further, the
facllity recognizes and respects the resident's
rights to choose their treatment and make
decisions albout care to be received at the end of
their life ...obtain copy of the Advance Directive
and conserbatorshiplguardianship documents
and place in the resident health record ...
Pharmacy Srves/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b)(1)-(3)

§483.45 Pl,armacy Services

The facility ‘must provide routine and emergency
drugs and l‘aiologimls to its residents, or obtain
them under an agreement described in
§483.70(g).‘ The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of

. |
a licensed nurse.

§483.45(a) Procedures. A facility must provide
pharmaceutical services (including procedures
that assureithe accurate acquiring, receiving,
dispensing, and administering of all drugs and
blologicals)ito meet the needs of each resident.

F 578

F 755
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§483.45(b) Service Consuitation. The facility
must employ or obtaln the services of a licensed
pharmagcist who-

§483.45(b)(1) Provides consultation on all
aspects ofithe provision of pharmacy services in
the facility.

§483.45(b)(2) Establishes a system of records of
receipt angﬁ disposition of all controlled drugs in
sufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and tlhat an account of all conirolled drugs
is maintained and periadically reconciled.

This REQUIREMENT is not met as evidenced
by: i

Based on interview and record review, the facility
failed to:

1. Ensure licensed nurses held (did not give) a
resident's blood pressure (the force of blood
pushing against the walls of the arterles)
medications when the resident's biood pressure
was outside of the physician's prescribed
parameters (a set of defined limits) for one of one
sampled resident (Resident 39) investigated
under pharmacy services.

This deﬂcie»[ t practice had the potential to place
the resident at increased risk of adverse side
effects (undesired harmful effect resulting from a
medication or other intervention).

2. Ensure the 9:00 p.m. dose of cefepime

(antibiotic- l‘t can treat bacterial infections) was
administered on 2/16/2024 per physician's orders
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for one of :one sampled resident (Resident 20)
investigated under Antibiotic Use.

This deficient practice placed the resident at risk

or antimicrobial resistance (antimicrobial
resistance happens when germs develop the
ability to defeat the drugs designed to kill them
and continue to grow).

Findings:

1. Areview of Resident 39's Admission Record
indicated tl:xe facility admitted the resident on
2/5/2024 with diagnoses including hypertensive
chronic kidhey disease (a condition that occurs
when high blcod pressure [the force of the blood
pushing on the blood vessel walls is too high)
damages the kidneys).

A review ofiResident 39's Minimum Data Set
(MDS - a standardized assessment and care
screening tpol), dated 2/8/2024, indicated the
resident had severely impaired cognition (a term
for the men;tal processes that take place in the
brain) and was dependent on staff for toileting
hygiene, showering/bathing, dressing, bed

mobility, an;d transferring.

A review of}Resident 39's physician's orders
indicated the following:

- Metoprolo] tartrate (medication used for high
blocd presQure) 50 milligrams (mg - unit of
measurem Int). Give one tablet by mouth two
times a day related to essential (primary)
hypertensian (high blood pressure) with food,
hold for systolic blood pressure (SBP - the first
number in @ blood pressure reading, which

for unintended complication of not completing the
entire anli?iotic course that could lead to antibiotic

i

F 755
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measures the pressure in the arteries when the
heart beat;) less than 110 millimeters of mercury
(mmHg - unit of measurement) and pulse less
than 60 beats per minute (BPM - unit of
measurement) ordered on 2/5/2024.

- leedrplne (medication used for high blood
pressure) extended release (ER - designed to last
longer in the body) 30 mg. Give one tablet by
mouth two'I:lmes a day for hypertension, hold for
SBP less than 110 mmHg, ordered on 2/5/2024.

Areview oI Resident 39's Care Plan (a written
document that outlines a patient's needs, goals,
and the steps to address them) for risk for high
blocd pressure level related to hypertension,
initiated o 2/6/2024 indicated an intervention to
give anti-hypertensive medications as ordered.

During a concurrent interview and record review
on 3/21/2024 at 10:01 a.m,, with the Director of
Nursing (DON) reviewed Resident 39's
Medicatrcq Administration Record (MAR - a report
detailing the drugs administered to a patient by a
healthcar:] professional) dated 2/2024. The DON
verified by stating the following:

-On 2/10/2024 at 9 a.m,, the licensed nurse
admlnistered metoprolol 50 mg when Resident
39's blood pressure was 107/66 mmHg.

- On 2/10/2024 at 9 a.m., the licensed nurse
administer(:ad nifedipine 30 mg when Resident
39's blood pressure was 107/66 mmHg.

- On 2/28/2024 at 9 a.m., the licensed nurse
administered metoprolo! 50 mg when Resident
39's blood pressure was 100/60 mmHg.

- On 2/28/2024 at 9 a.m., the licensed nurse
admrnrsteréd nifedipine 30 mg when Resident
39's blood pressure was 100/60 mmHg.

The DON stated that based on Resident 39's
blood pres'sure parameters, metoprolol and

|
i
|
|
!
i

FOR
S FOR MEB CARE & MEDICAID SERVICES QMB N(h)a %Zg';%\és?
STATEMENT OF DEFICIENC! {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ‘ ‘
AND PLAN OF CORRECTIO! DI : O o eren
| ENTIFICATION NUMBER: A. BUILDING COMPLETED
f 056180 B. WING
NAME OF PROVIDER s!u Raizeiaces
IDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZiP CODE
LAKE BALBOA CARE CENTER 16955 VANOWEN STREET
! VAN NUYS, CA 91406
t T -
(X4) 10 BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF COR
PREFIX (EAG‘H DEFICIENCY MUST BE PRECEDED BY FULL { PREFIX (EACH CORRECTIVE Acr%?v :r-fgtz.%"se : coMP(XL?TmN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSS-REFERENCED TO THE APPROPRIATE DaTE
‘ | DEFICIENCY)
] ! ! ;
F 755 Contmued'From page 10 F 755 ’

i

FORM CMS-26567(02-89) Previous Varsions Obsolste

Event ID:CRHY11

Facifity ID: CA920000059 If continuation sheet Page 11 of 17




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/04/2024

FORM APPROVED
_CENTERS FOR ME
pr—— I —
IES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIFLE CONSTRUCTION )
STATEMENT C ICIENG : (X3) DATE SURVEY
CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
056180 8. WING 03/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CCDE
LAKE BALBOA CARE CENTER 16955 VANOWEN STREET
\ VAN NUYS, CA 91406
(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION !
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . Dame
| ‘ DEFICIENCY)
F 755 | Continued From page 11 F 755

nifedipine should not have been administered.
The DON |stated that if the resident already had
low blood pressure, then giving them
anti-hypertensive medications can cause the
resident to experience increased hypotension
(low blood pressure).

A review of the facility's policy and procedure
fitted, "Medication Administration,” last reviewed
on 112024[ indicated it is the facility's policy to
accurately prepare, administer, and document
oral medi : tions. Take vital signs if required. Hold
drugs if indicated.

2.A revie\:ﬂ of Resident 20's Admission Record
indicated the facility admitted the resident on
2/6/2024 \}llith diagnoses including hypertension
and type 2| diabetes mellitus (a chronic condition
that affects the way the body processes blood
glucose [sugar]).

A review of Resident 20's MDS dated 2/9/2024,
indicated the resident’s cognitive skills for daily
decision-making was moderately impaired. The
MDS further indicated Resident 20 required
partial/moderate assistance with toileting hygiene,
shower, Io‘{lver body dressing and putting on and
taking off footwear.

A review of Resident 20's physician's order dated
2/6/2024, indicated an order for cefepime
hydrochloqide injection solution reconstituted one
(1) gram (gm- a unit of measurement)
intravenou;s!y (usually refers to a way of giving a
drug or other substance through a needle or tube
inserted into a vein) every 12 hours for urinary
tract infectiion (an infection in any part of the
urinary tract, the system of organs that makes

urine) until 3/12/2024.
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. \ . . .
During a concurrent interview and record review

on 3/20/2024 at 3:20 p.m., with the Director of
Nursing (DON), reviewed Resident 20's MAR for
the month of 2/2024. Resident 20's MAR dated
2/2024 indicated that the cefepime 1 gm
intravenous dose for 2/1 6/2024 at 9:00 p.m. was

i not docu iented as given. The DON stated that if
, the medic?tion dose is not documented that

means it was not given. The DON stated that a
complicatibn of not completing the antibiotic
course ca|:1 resuit to an untreated infection. The
DON statqd that untreated infection will require
more antibiotic doses which could result to
antibiotic resistance making the infection hard to

treat.

A review °|f the facility's policy and procedure
titled, "Nursing Services,” last reviewed on
1/2024, inqicated, "It is the policy of this facility
that medications and/or fluids shall be
administeréd as prescribed by the attending
physician .,."

Food Procurement,Store/Prepare/Serve-Sanitary
CFR(s): 483.60(i}(1)(2)

§483.60(i) Food safety requirements.
The facllity must -

§483.60(i)(1) - Procure focd from sources
approved or considered satisfactory by federal,
state or local authorities.

(i) This ma%( include food items obtained directly
from local producers, subject to applicable State
and local laws or regulations.

(i) This prc%vision does not prohibit or prevent
facilities fro;m using produce grown in facility
gardens, sgbject to compliance with applicable
safe growing and food-handling practices.

i

F 812
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(i) This provision does not preclude residents
from consuming focds not procured by the facility.

§483.60(i)(2) - Store, prepare, distribute and
serve food in accordance with professional
standards for food service safety.
This REQ!TIREMENT is not met as evidenced
by:

Based on observation, interview, and record
review, the facility failed to follow proper food
handling pr"actices by feiling to ensure a bag of
raw beef located in one of two facility refrigerators
(Refrigerat%:r 1) was labeled and dated when
taken out of the freezer and placed in the

refrigerator to be thawed.

This deﬁciqm practice had the potential to place
46 out of 4§ residents living in the facility at risk
for foodborne iilnesses (refers to illness caused
by the ingestion of contaminated food or
beverages)

Findings:

During an observation of the facility's kitchen and
concurrent interview on 3/18/2024 at 8:11 a.m,,
with the Diétaw Supervisor (DS), observed one
transparent|plastic bag containing a slab of raw
beef inside Refrigerator 1. Upon closer
inspection, the slab of raw beef did not have a

| date as to when it was placed in the refrigerator

for thawing.| The DS stated that if there is no date
on the meaﬁ item placed in the refrigerator for
thawing, the kitchen staff will not know when the
meat item w:as pulled out from the freezer. The
DS stated that meat items that have no thawing
dates are not safe to be consumed by the
residents and if ingested could result to
foodborne illnesses.
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: During the| resident council (a group of nursing

CFR(s): 483.90(e)(1)(ii) |

§483.80(e)(1)(ii) Measure at least 80 square feet f
per resident in multiple resident bedrooms, and at '
least 100 square feet in single resident rooms;

This REQl'JIREMENT is not met as evidenced

by:
Based oniobservation, interview, and record
review, the facility failed to meet the required

room size of 80 square feet (sq ft - unit of

measurerqent) per resident for 10 of 23 multiple

resident raoms (Room 101, 103, 105, 107, 110, i

| 112, 115, Lﬂ, 119, and 121).

This deﬁcil nt practice had the potential to resuit
in inadequate space to provide safe nursing care

and privacy for the residents.

Findings:

home residents who meet regularly to discuss
their n'ghtsl, quality of care, and quality of life}
meeting on 3/18/2024 at 2:31 p.m., when the
residents vbere asked about their room space,

there Were no concems or issues brought up.
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A review of the facility's policy and procedure
titted, "Food Storage,” last revised on 8/29/2023,
indicated, "Thawing: Thaw meat preferably by %
placing in deep pans and setting on lowest shelf
in refrigerator. Develop guidelines detailing ;
defrostin;Tprocedure for different types of food.
Date meat when taken out of freezer. Follow
meat pull schedule when available in menu i
program .." : |
F 912 | Bedrooms Measure at Least 80 Sq F/Resident F912
ss=B :
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During the l‘recertiﬂcation survey from 3/18/2024

to 3/21/2024, observed that the residents residing
in the roorﬁs with an application for variance had
sufficient a[nount of space for residents to move
freely inside the rooms. There was adequate
room for the operation and use of wheelchairs,
walkers, and canes. The room variance did not
affect the care and services provided by nursing
staff to the residents.

On 31 8/20%4. the Administrator (ADM) submitted
the "Client Accommodation Analysis® and a letter
requesting }or continuation of their room waiver, A
review of the “Client Accommodation Analysis™
indicated thfat 10 out of 23 resident rooms did not
have at least 80 square feet per resident.

The rcom walver request and Client

Accommecdation Analysis showed the following:

Ft. per Resigent

101 15155 2 75.78
103 153.67 2 76.84
105  159.30 2 79.65
107  155.58 2 77.79
10  310.66 4 77.67
12 31205 4 78.01
115 15§.48 2 78.24
17 153.67 2 76.84
119 157.60 2 78.80
121 15468 2 77.34

The minimurLl requirement for a 2-bedroom
should be at/least 160 sq. ft.

The minimum requirement for a 4-bedroom
should be at|least 320 sq. ft.

A review of the room waiver letter, dated

Room No. | Square Footage Bed Capacity Sq.
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3/18/2024, indicated, "No patients in these rooms
are hindered, nor adversely affected by the
limited room size. There is adequate room for the
operation ernd use of wheelchairs, walkers, and
other like aides. All of the following are available
to each patient: they all have sufficient closet,
drawer, and storage space. Bathrooms are easily
accessible “to all patients. The rooms are close to
the nursing‘ stations and exit doors, This makes it
very accessible to the evacuation areas. The
rooms are weil-lit and aerated. A denial of this
waiver wou‘ d cause a severe financial hardship,
which would jeopardize the continued operation
of this hcilﬁy. After careful evaluation of this

| facility’s building plan, the Quality Assurance
Committee has reached the conclusion that the
waiver on raom size will not in any way threaten
the health, safety, or happiness of any of the

patients.”

A review of Ithe facility's policy and procedure
titled, “Resigent Rooms,” last reviewed on
1/2024, indiFated it is the policy of this facility that
a resident room must measure at least 80 square
feet per resident in multiple resident bedrcoms,
and at least| 100 square feet in a single resident
room.

F 912

i
i

FORM CMS-2567(02-99) Previous Versions Cbsolete

Event ID:CRHY11

Facility ID: CA820000059 If continuation sheet Page 17 of 17



i

%

|

\
FTAG 550

Correctie.

Corrective action(s) accomplished for those residents found to have been affected by this alleged
statement of deficient practice:

1. CNA 1|was provided a one-on-one verbal in-service education on March 17, 2024, by Director of Staff
Development regarding the facility policy that all residents be treated with respect and dignity and staff
members shall knock before entering the resident’s room. Resident 98 and 28 overall status was not affected
by the deficient practice after being assessed.

2. Directo“r of Staff Development and / or Director of Nursing Services conducted an in-service education
to staff oxﬂ‘ March 19, 2024, March 27, 2024, and April 08, 2024, respectively regarding strict adherence to
the facil'ty policy on resident rights that all residents must be treated with respect and dignity and care for
each resident in a manner and in an environment that promotes maintenance or enhancement of his or her
quality of life, and staff members shall knock before entering the resident’s room.

Corrective action for other residents found to have been affected by the same deficiency:

1. No other residents were found to be affected with the deficient practice after assessment on March 17,

2024.
Systemic Lvisions completed by the facility to decrease risks for recurrence of alleged statement of
deficient %ractice.

1. The abci)ve in-service education will be included in the orientation of the newly hired Licensed nurses
and CNA and will be repeated as deemed necessary by the Director of Staff Development and / or designee.

2. Directox}' of Staff Development and / or designee will observe randomly compliance of CNA and Licensed
Nurses thqt all residents must be treated with respect and dignity and staff shall knock before entering the
resident’s room.

3. Directm[' of Staff Development and / or designee will observe randomly on a weekly basis to ensure
compliancf by Licensed nurses and CNA and will report nonadherence of staff to the Director of Nursing
Services and / or designee for further re-education and disciplinary action as appropriate.

Facility plans to ensure alleged deficient practice correction is achieved, sustained, evaluated
for effectiveness and integrated into the QAPI program.

1. Director of Staff Development and / or designee will be responsible to report all findings to QA&A
committee monthly times three on the status of ongoing compliance. The QA&A committee shall determine
agenda for further revision and /or revision to plan of correction.

2. The Administrator / and or designee is responsible in ensuring compliance is achieved and sustained.

Date of completion: April 10, 2024
|
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Corrective action(s) accomplished for those residents found to have been affected by: this alleged

statement of deficient practice:

1. Resident 150 was assessed immediately on March 18, 2024, and placed the call light within reach before
leaving the room. CNA 2 was provided a one-on-one verbal in-service education on March 18, 2024, by
Directori of Staff Development regarding the facility policy to provide the resident a means of
communication with nursing staff and place the call light within resident’s reach before leaving the room.

2. DirectPr of Staff Development and / or Director of Nursing Services conducted an in-service education
to staff on March 19, 2024, March 27, 2024, and April 08, 2024, respectively regarding strict adherence to
the facility policy to provide the resident a means of communication with nursing staff which is a call light

and musﬂ be place within resident’s reach before leaving the room.

Corrective action for other residents found to have been affected by the same deficiency:

1. No otlJler residents were found to be affected with the deficient practice after assessment on March 18,
2024.

Svystemic revisions completed by the facility to decrease risks for recurrence of alleged statement of

deficient practice.

1. The above in-service education will be included in the orientation of the newly hired Licensed nurses
and CNA and will be repeated as deemed necessary by the Director of Staff Development and / or designee.
2. Director of Staff Development and / or designee will observe randomly compliance of CNA and Licensed
Nurses that all resident’s call light within reach before leaving the room and reminded resident to use the
call light/to communicate with nursing staff for any needs.

3. Director of Staff Development and / or designee will observe randomly on a weekly basis to ensure
compliance by Licensed nurses and CNA and will report nonadherence of staff to the Director of Nursing
Services'and / or designee for further re-education and disciplinary action as appropriate.

Facili S i i
for effectiveness and integrated into the QAPI program.

1. Director of Staff Development and / or designee will be responsible to report all findings to QA&A
committee monthly times three on the status of ongoing compliance. The QA&A committee shall determine
agenda for further revision and /or revision to plan of correction.

2. The Administrator / and or designee is responsible in ensuring compliance is achieved and sustained.

Date of completion: April 10, 2024
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Correctlve action(s) accomplished for those residents found to have been affected by this alleged
statement of deficient practice:
]

1. SocialLServices Director and assistant was provided in-service education on March 20, 2024, by the
Director | f Nursing Services regarding facility policy on Advanced Directives to obtain a copy and place
in the resident’s health record. On March 20,2024, Social Service provided Resident 7 with written

information regarding advanced directive and Scocial Services Assessment/Evaluation was completed.

2. Director of Nursing Services conducted an in-service education to Social Services on March 20, 2024,
March 25, 2024 and April 08, 2024 respectively regarding facility policy on Advanced Directives that a
resident’s choice will be recognized and respected; the facility recognizes and respects the resident’s right
to choose their treatment and make decision about care to be received at the end of their life; obtain copy

of Advance Directives and conservatorship/guardianship documents and place in the resident health record.

Corrective action for other residents found to have been affected by the same deficiency:

1. No other residents were found to be affected by the deficient practice on March 20, 2024.

Systemic| revisions completed by the facility to decrease risks for recurrence of alleged statement of
deficient practice.

1. The above in-service education will be included in the orientation of the newly hired Social Service, full
time or part time, and the Social Service Assistant and will be repeated as deemed necessary by the Director
of Staff Development and / or designee.

2. Director of Medical Records and / or designee will conduct audit after each admission on a weekly basis
to ensure compliance of Social Services on Advance Directive to obtain a copy and place in the resident’s
health record.

3. Director of Medical Records and / or designee will conduct audit after each admission on a weekly basis
to ensure compliance of Social Services and will report nonadherence of Social Services Department to the
Director f Nursing Services and / or designee for further re-education and disciplinary action as
appropnate

Facility plans to ensure alleged deficient practice correction is achieved, sustained, evaluated
for effectiveness and integrated into the QAPI program.

1. Director of Medical Records and / or designee will be responsible to report all findings to QA& A committee
monthly times three on the status of ongoing compliance. The QA&A committee shall determine agenda for
further revision and /or revision to plan of correction.

2. The Administrator / and or designee is responsible in ensuring compliance is achieved and sustained.

Date of completion: April 10, 2024
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Corrective action(s) accomplished for those residents found to have been affected by this alleged
statement of deficient practice:

1. Licensed Nurses was provided an in-service education on March 20, 2024, by Director of Nursing
Services regarding the facility policy to accurately prepare, administer, and document oral medications,
take vital signs if required, hold drugs if indicated. Medications and/or fluids shall be administered as
prescribéd by the attending physician and medications must be administered in accordance with the written
orders o;f the attending physician following parameter indicated on the order prior to medication
administration. Resident 39 was assessed, and vital signs was checked on March 20, 2024, not affected by
the deficient practice. Reviewed and ensured resident medication order and parameter is being followed

accordingly prior to medication administration.

2. Registered Nurses was provided an in-service education on March 20, 2024, by Director of Nursing
Services regarding the facility policy that medications and/or fluids shall be administered as prescribed by
the atteqding physician and current drugs and dosage schedules must be documented on the resident’s
electronic medication administration record (EMAR). Resident 20 was assessed on March 20, 2024, not
affected |by the deficient practice. Reviewed and ensured resident medication order drug and dosage
schedulel is being administered timely and documented on the resident ‘s electronic medication
administration record (EMAR).

3. Director of Nursing Services and / or designee conducted an in-service education to licensed nurses on
March 26, 2024, March 25, 2024, and April 09, 2024 respectively regarding strict adherence to the facility
policy to} accurately prepare, administer, and document oral medications, take vital signs if required, hold
drugs if indicated, medications and/or fluids shall be administered as prescribed by the attending physician
and medications must be administered in accordance with the written orders of the attending physician
followiné parameter indicated on the order prior to medication administration and resident medication order
drug and dosage schedule is being administered timely and documented on the resident ‘s electronic

medication administration record (EMAR).

Systemic revisions completed by the facility to decrease risks for recurrence of alleged statement of

deficient practice.

1. The above in-service education will be included in the orientation of the newly hired Licensed nurses
and will be repeated as deemed necessary by the Director of Nursing Services and / or designee.

2. Medical Records Director and / or designee will conduct weekly audit for compliance of Licensed Nurses
regarding the facility policy that medications and/or fluids shall be administered as prescribed by the
attending physician and medications must be administered in accordance with the written orders of the
attending physician following parameter indicated on the order prior to medication administration and
resident medication order drug and dosage schedule is being administered timely and recorded on the
resident ‘s electronic medication administration record (EMAR).




3. Medical Records Director and / or designee will conduct audit to ensure compliance of Licensed Nurses

on a weekly basis. Medical Records Director and / or designee will report nonadherence of Licensed Nurses
to the Director of Nursing Services for further re-education and disciplinary action as appropriate.

Facility plans to ensure alleged deficient practice correction is achieved, sustained, evaluated

for effectiveness and integrated into the QAPI program.

1. Director of Nursing Services and / or designee will be responsible to report all findings to QA&A
committee monthly times three on the status of ongoing compliance. The QA&A committee shall determine
agenda for further revision and /or revision to plan of correction.

2. The Administrator / and or designee is responsible in ensuring compliance is achieved and sustained.

Date of completion: April 10, 2024
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Corrective action(s) accomplished for those residents found to have been affected by this alleged
statement of deficient practice:

1. Di | Supervisor immediately discarded the raw beef that was found not labeled and dated. On March

21,2024, Dietary Supervisor provided in service education with dietary staff regarding the proper procedure
for labeling thawing meat,

2. Dieta.ry Supervisor and / or designee conducted an in-service education to dietary staff on March 21,
2024, and April 09, 2024 respectively regarding strict adherence to the facility policy on thawing meat
preferably by placing in a deep pan and setting on lowest shelf in refrigerator; following guidelines detailing
defrosting procedure for different types of food; date meat when taken out of freezer; and follow pull meat
schedule when available in menu program.

Correctiive action for other residents found to have been affected by the same deficiency:

1. No m§idents were found to be affected with the deficient practice after assessment on March 18, 2024.

2. Dietat{y Supervisor and / or designee will observe and check completion daily of each facility refrigerator
for correct Pull by date, "meat pull” sign off sheet posted on facility's refrigerator and "refrigerated audit
log".

Systemic revisions completed by the facility to decrease risks for recurrence of alleged statement of

deficient practice.

1. The above in-service education will be included in the orientation of the newly hired dietary staff and
will be repeated as deemed necessary by the Dietary Supervisor and / or designee.

2. Dietar!y Supervisor and / or designee will conduct audit on a weekly basis to ensure compliance of dietary

staff and will report nonadherence of dietary staff to the Administrator and / or designee for further re-
education and disciplinary action as appropriate.

Facility p’ lans to ensure alleged deficient practice correction is achieved, sustained, evaluated

for effectiveness and integrated into the QAPI program.
1. Die:L Supervisor and / or designee will be responsible to report all findings to QA&A committee monthly

times three on the status of ongoing compliance. The QA&A committee shall determine agenda for further
revision and /or revision to plan of correction.

2. The Administrator / and or designee is responsible in ensuring compliance is achieved and sustained.

Date of iomgletion: April 10, 204






