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F 000 INITIAL COMMENTS F 800
The following reflects the findings of the ; ; "
Department of Public Hesith during a This piazz*cf Correction shall constitite
Recertification Survey. our credible allegation of compliance.
, ‘ The facility will be in compliance by
Representing the Gapartment of Public Healih: 01-30-12. The responses contained
RN-HFEN herein ¢o not represent an admission
. RN-HFEN of guilt on bhehalf of the faciity,
, RN-HFEN . o
Yolal Population: 103 '
Sample Gize: 21
Highest SIS = #
F 308 | 483.25 PROVIDE CARESERVICES FOR F 308 ,
an=p1 HIGHEST WELL BEING
£309: The facility shall ensure that the
Ezch resident must receive and the facility must cave and services provided to a
provide the necessary cars and servicas i aftain . . , .
of maintain the highest practicable physical hospice resident s based on a
mental, and psychosocial wel-being, in coordinated pian of care developed
accordance with the comprehensive assessment between the hospice agency and the
and plan of care, LY
nursing home, including the hospg:e
staff schedules visits releted w;{hi;i;e v
lan, L .
This REQUIREMENT is not met as evidenced resident care plan 2 :
by. ' . Cat :
Based on interview and record review, the facility The licensed nurse will ensure that-a -
failed 1o ensure that the care and services residents’  under hospice  care | .
provided to g hospice resident wers based on a nall have an integrated cag: o
soordinated plan of care and designated program sha ) °6 h ;ﬂ? o
responsibilities that included scheduled visits for plan developed including an schedige | «-
-1 the hospice agency and the vare (o be provided of hospice visiting personnel and st @’;
for fwo out of 21 sample rasidents {12, 14). monitor the attendance consistency
Findings: with proper documentation recording.
ema v HIRECTOR'S OR PROVILER/SPPLIER REPRECENTATIVES BIGRATURE TILE X3 DATE
AL /%/W G &l Fe 7

¥ iency statement ending with un aatemk {*) denstes a deficiency Which the lastitution may be excused from corragting providing # i determined that
safeguards provide sufiicient protastion to the patfents. (Bae ingfructions.) Fxcept T nursing horas, the Sndings staled shove are disclosabls 80 days

dwing the date of survey whather or net 2 plan of correction is provided. For nursing homes, the above findings ang plans of correction are distlogable 44
5 Tollowing the date thase documants are made available to te fGoliity. ¥ deficiencies are oifted, an sppraved plan of serresiion s requisite o condinued
gram participaiion.
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a. Aucording to the ssimission record, Rasident
! 44 was admified to the facility on June 20, 2068,

l with diagnoses that included hislery of breast
| Cancer pmgr&ss%vem,#
pongestive heart taiure, an mcemak&r1

| placemant.

Tre Minimum Data Sef (MDS}) assessment datad
October 8, 2011, indicated the resident was
maderataly impaired with cognitive skilis for daily
decision making, was totally dependent on siff in
activities of daily living except in sating.

The resident had a physicians order dated
| October 18, 2008, for hospics admission.

{ There was A hospice calendar for the month of
December 2011 with check marks Monday
through Thursday and Registerad Nursas (RN}
initials twice per week throughout the manth of
December 2011, There was no explanation for
the check marks and the calendar did not include
scheduled visit for the ¢haplain and the medicsd

| sorial worker. The calendar did not indkate when
s ihe chaplain or medical sooial worker would visit,
these ficids were leff blank on the palendar, The
hospice staff documentation wae incomyplete with
mranimal and repetitive information.

. On December 16, 2011 at 1130 a.m. during a
record review, the calendar for the month of
Decamber 2011, ndicated an RN was to visiton
Decamber 13, and 15, 2011, However, there was
ri docwmentation in the medical record o
mdicate a hospice staff nurse had visited the
resident on these dates.

{¥: 304 coming from previous pags)

Resident 14, hospice calendar for
the chaplain and the medical sodial
worker  visits  schedules  were
reviewed with the hospice agency
and the ficensed nurse wifl monior
the attendance and recording
cansistency.

Resident 12 was discharged from
hospice program on 12/12/14.

The Direcior of Nurses to give in-
service to the licensed nurses in
regards “Hospice Care Program =,

The Director of Nurses will monitor
during routine licensed nurses staff
meetings for contingance

compliance.

The facility will be in compliance by
01-30-12.

A l;%

|
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On December 18, 2011 at 11:40 a1y, during an

1o provide documented svidenge frowm the
medical record o indicate that he licensed nurse
had visited the resident on Becember 13, 15,

: 2011, although there was an RN initial on the

explain the significance of the RN initials on thoss
daips bacause there wers also the same RN
inifizls an the calendar on future dates in
Dacemiber 2011,

b According to the face shest Resident 12, a 87
year old male, was re-admitted io the faciBly on
Novernber 23, 2011, with diagnoses that includead
- end-stage renal disease,

2011, indicated the resident is totally dependent
; on siaff for all activities of daily fiving.

Review of physician's order, dated December 7,
2811, indicated the resident was detenmined to
have a terminat diagriosis and was entered in
Hogpice dus o end stage congestive keart

i failsre.

| The integrated Plan of Care, dated December 7,
2011, indicated the Hospice provider determined
; a ptan of care for Resident 12, However, réview
| of the last page, falled to indicate the faility
represaentative signature. The care plan, tiled
Anticipatory Grieving Related to the Diagnosis of
End-Stage Terminal Hiness of Coronary Artery
Disease, Congestive Heart Failure and the

| resident is under Hospice Care, dated December
|7, 2011, failed 1o record any of the Hospice team
had reviewed the facility’s care plan.

interview, Regisiered Nurse 2 {RN 2}, was unabie

calendar on those dates. RN 2 was also unable to !

Review of MDS assessment, dated December 6,

o
|

-
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| On December 16, 2011, at aporoximately 10:35
( P, i an interview with LVN 2 who was in
f charge of Resident 13, he said he does not
! review the Mospice notes and or their care plans.
g \
| Review of facility's policy titied Core Seivices, 5
l reveaied the Hospice will develop the care plan,
the faciiity staff wil modify the care plan and they
! both jointly will hold care confergnces snd
- develop integrated plan of care,
F 322 | 483.25(q){2} NG TREATMENT/SERVICES - F 372

$5=0 | REGTORE EATING BKILLE

Based on the comprehensive assagsment of a
resicent, the facility must ensure that a resident
who is fed by a naso-gastric or gastrostorny tubs
receives the appiopriate treatment and services
o prevent aspiration pneumonia, diarrhea,
vomiting, dehydration, nwetabolic abnormaliiies,
and nasal-pharyngeal uleers and to restore, if
possibie, normast eating skills.

i
| This REGUIREMENT is not met as svidenced
by:

Based on observation, interview and record
review, the Bcensed nurse faled o ensure that

| exXnassive air would not enter the resident's
stomach during the procedure of madication pass
through a gastrostomy tube (GT1 o prevent the
potential for compliications %or eng random
sampie resident (22).

Findings:

On December 14, 2011 at 10 a.m,, during the
medication pass observation, Rasident 22 wag

i

F322: The facility shall ensure that .
air would not enter the resident’s
stonsach fed by a naso-gastric or
gastrostomy  tube during  the
procedure of medication pass
through the gastrostomy tube 1o
prevent  the potential for
complicatioas

The licensed nurses shall ensure
when administering  medications
through a resident’s gastrostomy
tube using a syringe, to pinch the
feeding tube or close the stop-cock
valve {vaive for regulating the flow
of a fluid} between the medication
administrations or water flushes (o

prevent air from entering the
resident’s stomach,

W OMS2887(02-651 Previous Varsions Ubsslota
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F 322 CORTIHUE&(% From page 4 ‘ _ F 322 {F: 322 coming from previous
obsarved in bed with a G in place, Licensed
Vocational Nurse 4 {(LVN 4) waz observed page)
administering the moming medications to the Residant 22, feeding tube i
resident through a 6T using a syringe. LVN 4 did inched or water fhushed when
nat pinch the feeding fube or ¢lose the stop-gock o . ] . 4
valve {valve for ragulating the flow of a fluig) | medication  is  administere
between administration of medications or water through the gastrostomy tube.
flushias fo prevent air from entering the rasident's
stormach. The Director of Hurses to in-service
The end of the feeding tube is io be pinched-off the licensed nurses in regards
when a catheterfip syringe I8 used and the “gastrostomy tube proper
plunger of the syringe is removed to administer . dministration
medications or fluids. Pinching the feeding fube medit.tatlo? 8
witt prevent excess air from entering the stomach techaique”.
angd causing distention {The Lippincolt Manual of
Nursing Practice 5th Edition, Page 450}, The Director of Nurses will monitor
\ : durin routine  rounds  for
During an interview with LVN 4 on December 14, ‘g .
2011 &t 10 am. he siated he should have ! continuance compliance.
pinched the fgeding tube when administering ) ) )
madications o prevent excess air from enlering The facility will be in compliance by 3
the resident's stomach. 01-30-12 f fﬁ
F 323! 483.25(0) FREE QF ACCIDENT £ 323
as=f | HAZARDESBUPERVISIONMDEVICES :
The faciity must ensure that the resident
environment remains &s ree of accident hazards
as is possibig; and each resident receives
' adaquate supenvision and assistance devices fo
prevent acgidents. :
|
This REQUIREMENT is not mt as evidenced
by:
Based on ohservation, interview and record

W CM3.2557162-97) Previous Varsians Obsolete
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[ review, ths faciiity failed to monitor 3 resident

 fall i the 31-180 days and unsieady gait The

assessed at risk for falls for one out of 21 sample |
residents {6), falled to rmaintain the resident's
environment free of potential hazards by not ;
maintaining water temperature at a safe range of |
104 degrees FaFwenhelt {F1 to 120 degrees Fin
aceording to regulatians in the residents’ hand
washing basins, and by aot securing a eievision
sets that could cayse the potential for accidents
in the avent of an earthquake.

Findings:

#. Aggording o the clinical record, Resideni 8
was resdmitted o the facility on May 17, 2011,

with diagnoses that included hyperiension '
anermia, morbid obesity. S,
A raview of the Fall Risk Assassment dated May
17, 2611 indicated the resitdent had a total score
of 8 out of 10, a stowe of ten indicates the
resiient is gt high risk for falls. Fhis record afso
indicated the resident's amblitory status was

normal, and did net have a history of falis in the
past 3 months.

The Minimum Data Set (MDS) assessment dated
May 30, 2011, idicated the resident had
independernt cognitive sidils for daily
decision-making, required & one-parson physiosl |
assist for fransfers, dressing, smbuilating, and
tollet use, was occasionally incontinent of
bladder, and had a history of falls within the last
2-8 months prior to admission.

The plan of care dated May 30, 2011, indicatad
the resident was at rigk for falls manifested by a

F323

£323: The facility shall ensure that the
resident enviranment remains as free
of accidents hazards as is possibie;
and each resident recelves adequate
cupervision and assistance devices to
prevent accidents.

The Interdisciplinary Team  shall
include falls prevenijve megasures
when developing a resident care plan
with high rigk of fall, and document
when the resident refused for
assistance to discuss care assessment.
The maintenance supervisoy shail
maintain  the bot water heater
avtonatic  thermostat  temperature
leve! to not excead 120 degrees F
water temperature in the hand
washing sinks resident rooms. The
maintenance  staff shall maintain
resident’s television set properly
secure 1o prevent accidents in & ase
of an earthguake.

B CMS. 25802533 Previous Versions Chsolely
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‘ goal i the care plan stated the resident would

inside the bathroom and the resident was found
Lin a sitiing position on the foor and the resigdent

FHeft side of the fyrehead and leR scapular ared

have no incidence of fells or injuries every shift
The approaches in the plan of care included 0
assess degres of orientation and safety
awareness of resident fo determine safely needs,
assist with transfer/robility as needad and ;
encourage resident fo ask for assistance if
resident is able, review medications for side
affects that causes falis/dizziness and reportto
the physician if side effects ars noted, physical
therapy and ocoupational therany will evaluate &
safely precautions and training as indicated.

The restdent had a physician's order Juna 15,
2011 ko Losartan 50 milligrams (mg) to ba
adminisiered every hour of sieep. Losartan is an
antihypertensiva medication with a central
nervous system side effect of dizziness ard
syncepe [fainting Lippincolt's Nursing Drug Guide
2016, Pages. 712, 713}

According to the Nurse's Notes on July 11, 2011
at 11:20 a.m,, g inud erash sound was heard

stated she felt dizzy afler tolisting and fell on the
floor and hit the left side of her head and body on
he trash can. According to the same Nurse's
Notes the resident sustained an abrasion on the

and a bruise on the lef elbow that measured 7.0
rentimelers (om) by 1.5 om.

The resident’s physivian was nofifiad of the fall
anvl gave the following orders dated July 11,
2811 to do neurgiegical checks (a neurciogic
aexarringtion invaiving an assessmernt of the
patienf's mental status, speech, and physical

{F: 323 coming from pravious page}

a)| Resident 6, care plan fall assessment
wil  be revise, review and
implemented.

b} The water temperature at the hand-
washing basing in the resident rooms
109, 139, 142 snd 141 are below 120
degrees F.

chi The television sef at room 104-C, 165-
A, 107-A and 118-C will be properly
secure.,

The Director of Nurses 1o in-service
the licensed mgses in regards “care
plan fall prevention assessment”, The
Maintenance Director 1o in-service
* the maintenance staff in regards
“water heater thermostat setiing in
relation with the water temperature
state  regulations and  proper
monitoring” and “ television sets
plaged on  a nightstand safetly
installation”.

{To continue next page}
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examenation} for 72 hours and & cleanse

abrasion on left side of forehead and left scapular |

area with normal saline and pat dry, apply
bacitracin and o isave open to air for three days.

Accordiag to the Neuro Flow Sheet dated July 114,

2091 at 1120 a.m. to July 14, 2011 at 11:20 a.m,

the resident did not have any neurplogical deficits

On Becember 16, 2011 at 1:50 p.m. guring an
nterview with the resident in the prasence of RN
2, the ragident stated she had two falls In the

bathroom on July 11, 2011, one in the moraing at

approximaiély 7:30 a.m. and another one out
door on the side walk by the parking ot of the
facility. According to the resident she felt a
"plackness come pver” and el forward off her
wheelchal and stated she sustained a bruise on

. her right knee. A light discolored area was

observed on the resident’s inner past of her right
knee approximately five to sit inches in length,
also varfied by RN 2. The resident stated she
did raport the first f48l to Licensed Vocational
MNurse 8 (LVN 5} after LYN 5 found her in the
mathroom after her fall on July 14, 2011, The

 resident also reported that she had not besn

assisted to the bathroom by anyons, even though

}a Certified Nursing  Assistant {resident doesn't
| remember her name ) and LVN S were in the
room,

Buring an infetview with BN 2 on December 18,

2011 at approximately 2:30 p.m., she stated the
resident does not call for assistance because she
wants to do things on her own. During this
irterviaw she ndicated there wag no documented
gvidence i the miedical record that a care plan
had heen developed to address the issue of the

§

H

Tha Director of Nurses will monitor
during routing staff meetings for
continuance compliance. The Director
of Maintenance will monitor during
routine rounds for continuance
compliange.

The facility shall be in compliance by
{31-30-12

w
a
|

1)
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F 323! Continued From page 8

resident nat asking for assistance.

| A raview of the Resident Care Conference
Review dated May 30, 2011, there s no idication
; fall prevention issues were discussed; the
subsecton for Areas Reviewed such as
physiclans orders, MDS Assessments, and Care
: Plan weare jgft blank; tha Resident Cars
Conference Review dated August 30, 2011
indicates hal nursing will continue % monitor for
safety and comfort, however, it does not indicate
how and who will ba doing the monitoring,; the
subseation for Areas Reviewsd such as

Pian were left blank.

According to the facility's Fall Prevention Policy,
with: no date, the Inferdisciplinary Team wil be

the Fail Risk Assessment and will e discussing
appropriate measures to impose the prevention
of falls, However, the Fall Risk Assessment did
not reflect the information nacessary for the IDT
team to discuss appropriate measures to prevent
falls as indicated in this policy.

b. During a general observation of the facility on
Dacember 14, 2811, between 140 pm. and 215

n.m, the following was observed:

| The water temperature at the hand-washing basin

in the bathrooms measured: 122.3 degrees Fin
Room 1092, 124.3 degrees F in Room 138, 123
degrees ¥ i1 Room 142 and 123 G degrees F in
Room 141,

After the tour, the maintenance supervisor stated
that the water temperatures ware out of range

; physician's orders, MDS Agsessments, and Care

informed of high risk for falls residents, based on

F 323
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| water delivered to plumbing fidures usad by

Cortinued From page 9
and they would correct the problemn immediately.

On Decamber 15, 2011, the maintenance
supervisor siated that the water temperatures
were fixed right away by adjusting the thermostat

According to the Uniform Plumbing Code of
California Chanter 6 Section 1011 {e) indicales
temperature control valves shall be provided i
automaticaily regulate the temperature of hat

patients to & range of 105 degrees F minirmum to
120 degrees F maximum.

o. (n December 1, 2011 batween 8:35 am. and
10:25 a.m., during the initial tour of the facility
islevision sets were observed unsecured in

| Rooms:104-C | 105-A, 107-A and 118-C.

According to the California Governor's (Office of
Emergency Services eathguake preparedness
should include securing any fabision objecis
heavy enough 1o cause injury ifthey fallon a
parson {Memorandum, State of California
Governors Office of Emergency Services),

! On Decamber 14, 2011 at 1:40 p.m,, during an
irterview and ghasrvation tour of the rooms with
the Maintenance Supervisar, he stated that the

tefavisions on the nightstands needed 1o be

| secured and agreed thal this was a potential
hazard,

483.25{(1 DRUG REGIMEN {8 FREE FROM

UNNECESSARY DRUGS

£ach resideni's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (inciuding

F323

i 329
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duplicate therapy), or for excessive duration; or
withourt adequate monitoring; or without adequate
indiogtions for its use; or in the presence of
mlverse gonseguances which indicate the dose
should be reduced or discontinued; ar any
combinations of the reasong above.

Based on a comprehensive assessment of a
residant, the faciity must ensure that residenis
whe have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is negessary {o reat & specific condition
3% dimgnosed and documented in the clinical
recard; and resittents who use antipsychotic
drugs receive graduat dose reductions, and
behavioral intersentions, uniess clinically
confraindicated, i zn effert fo discontinue these
drugs.

| This REQUIREMENT s not met as evidenced
Py

Basead on ohservition, interview and recors ;
vaview. licensad nursing siaff fziled to ensure that
S
aginis without acediate indisation for use
and in the presence of adversa side effects that |
included sedation (10), failed to ensure sleeping
madications (Ambien) was used for gshort-term
ant within the geviatric doge fimit and not
administared for excessive durgtion, without
adaguate monitoring and without sttempis for
non-pharmacologics! interventions such as siesp
hygiene program with or before the administration
of high dose of sieeping medication {11), falled o

F328: The facility shall ensure that
residents  whoe have not  used
antipsychotic drugs are not given
these drugs untess antipsychotic drug
therapy is necessary 10 treat a specific
condition  as  disgnosed  and
gocumented in the ciinical records;
and residents who use antipsvchotic
drugs receive gradual dose reduction,
and behavigral interventions, unless
ciinically contraindicated, In an effort
to discontinus these drugs.

The ticensed nurses shall ensure that
- an antpsychotic meadication would
not  be  administered  without
adequste indication for use and in the
presence of adverse side effects that
induded sedatlon, shall  ansure
siegping medicstions are used for
short-terms and within the geriatric
dose limit and not gdministered for
excessive duration without adeguate
monitoring and attempts for aon-
pharmacoiogical Imterventions, and
shall ensure prescribed medications

! {To continue next page}
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ansure that a resident (11} was fres of duplicate { glome page)
therapy (Ambien 10 my and Ativan 0.8 mg) for . . .
two out of 21 sampie residents (10,11). (with same sedative properties} are
not administered when side-effects
Findings: sedative behavior are manifested by
a. Review of face sheet indicated Resident 10, an the resident unless contra-indicated
82 year old male was aimitled (¢ the faciity on by the attending psychiatrist,
July 13, 2005, with diagnosses which included
ergariic brain syndrome, and cerobral A] Resident 10, attending psychiatrist will

- The Minimum Data Set (MDS) assessment,

| 2. Monitor side effects of for
statﬁ*s an miingﬂa & ugh—st 2%, 2009,

vascuiar accident {stroke] with left sided
Wegkness.

dated October 26, 2011, indicated the resident
has short and long term memory probiems and is
severgly impaired in cognitive daily decision
making.

The resident had the following physician's crders:

1. [ one tiltigram {mg), one tablet orally
three times a day for agitation manifested by
persistent screaming dated Aprit 25, 2011,

The aare plan for manifested by
periots of persistent screaming, dated August 28,
2008, indicated a goal that the residert would not
have adverse effects from medication. The
approachiplan was 1o monilor side effacts aryl
report (o the doctor promptly and 0 see sticker
for adverse reaction of central nervous system,
which indicated sedation {reduced excitement) as
part of some common side effects,

be inform about . the meditation
{Haldal} sedative behavior side-effect
manifested by the rasident to review

current  prescribed  medications
and/or dosage.

B1} Resident 11, behavior and
sleeping patteras will be maonitor and
dogumented including the
fnterventions to promote comfort and
sleep withioi drugs.

B2} Resident 11, sttending psychiatrist
will be inform about the medication
{Ambien & Altivan] duplicate sedative
properties and the non-responsive
behavior side-effect manifested by

the residernt 1o review current
proscribed  medications  and/or
dosage.

{To continue next page)
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On December 14, 2011 at approximately 3:25
a.m,, during the mesfication pass observation, the The Director of Nurses and/for |

resident waséubsemed seatad in 3 gerichair with pharmacy consultant to give in-service
a lap tray and with both eyes closed Licensed ; " “
nurse {LVN 1) crushed one mg {ablet and i © itceftsefi nurses in regards “drug
mixed it with the apple sauce. Then, LVN 1 tried regimen side-effect and unnecessary
o wake the resident up sevéral times by calling drugs administration”.

his name. At one point Resident 10 opened his

gyes and mouth and LVYN 1 administered (placed The Director of Nurses wil monitor

the crushed medication mixed with apple souse in . R
fo the resident's mouth. However, the resident | during monthly pharmacist consultant

just kept the medications in his mouth, LYN 1 f audits  wisits  for  continuance
kept cailing the residents name teliing him to compliance
swallow and attempted o assist the resident in )

| swallowing by rubbing his throat The residents e ] ]
eyes was closed and he was not fully responding The facility wilt be in compliance by 143
After a approximataly ten minute the resident {31-30-12.

finally swallowed maost of his medication, The
rosident was then obssrved with his ¢yes closed
L and did not respond anymere to LYN 1's
cormmands, Yhile the resident was not
responding, and did not exhibit behaviors of
sgitation manifested by persistent screaming,
LN 1 administered the medication without iis
ndication for uss. LVN 1

i pot hold the andfor notify the physiclan
to obtain instruchion.

On Decembar 14, 2011 at approximately 230
p.m., in an interview with the Director of Nuirsing
{DON3, she said LVN 1 shauld have not
aiministered the [Jfccause the resident
was ko slesny.

b. 1. A review of face sheet indicated Resident 11, ;
an 88 vear okl fermale, re-admitted to the facility
an March 23, 2008, with diagnoses that ingluded |

A CME-2567(02-98; Pravious Varsions Glisclels Evant 15 CYLMEH Faciity #y CAR2H09049 i continugtion shest Page 150f 38
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i

] approximately thirty-one months ago, there was

histcr-/ of knes placement and ||| EGEGzN

Accarding o the MBS assesgment, dated Aprit §,
2011, indicated Resident 11 usually undersiands
and or is understeod and has froubie sleeping.

The resident had a physician's order for Ambien
10 g as neaded ot night for insommia (inabllity to
sleep), dated May 30, 2008

Ambien is 8 hypnoticisedative drug for short-term
freaiment for insominia and the usual geriatric
dose of Ambien is 5 mg and should be limited to
a shart-term use of 7-10 days. (Geratric Drug
Therapy Hamdbook, Page 871}

Cn Decernber 14, 2011 &t approximafely 7.20
a.m., ihe resident was observed to he in bed.
When the evaluator knocked the resident's door
and introduced harself tedce, the resident was not
responsive and did not gpen her gyes

A raview of the fzoility's record tifled Use of
Faychotropic Drugs as Requued by OBRA for
Accountabifity form indicated the initiaf dose fiy
Arnbien dated April 27, 2009, was 8 mg and was
increased fo 10 mg on May 3D, 2008, to be
administered as neaded evary night. However,
since tha dose wag increased 1o i mg

no docwmentad svidence that indicate the
resident was assessed for dose reduction and/or
the need for the continued use of the Ambien,

The: plan of care for use of hypnotic due fo
ingbility ¢ sleep {insominial and potential for
devsioping adverse reaction of hypnofic

|
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medication, dated Aprif 27, 2008, indicated a goal
that the resident would sleep at least 68 hours
e night and will have no adverss reactions. The
intarventions were to encourage resident o stay
!up during the day for sleep at night, monitor
causes forinsomnia such 85, madication,
caffeine, over stimulation, “and or

. discourage naps during the day, offer
nen-cnemical interventions such as reading,
watching television, warm milk and relaxation
remedies, |

[ A review of the Nurse’s Madication Notes and the
Monthly Summary of Effact of Medication for
Anbien Fehruary 2011, to December 20114,
ingicated the residend had sxhibiied insomnia
between 18 and 30 occasions and received
Amblan 10 mg. However, here was o

- dogumented evidence ha! indicaled
nor-pharmacoiogical interventions were
aitermpted prior o the adminishation of Ambien
1mg.

b.2. According Io the physician's orgders,

| Resident 11, in addition to Ambien 10 mg ordered
{o be administered as needed at night for
insomnia, dated May 30, 2009, the resident also
had & physician's order for Ativan 0.25 mg as
needed twice a day dated March 23, 2009, On
May 13, 2009, the dosage of the Ativan was
increased to 0.5 mg every 8 hours,

Adivan is a drug listed under benzodiazepine (is a
psychoactive drug-anxiolytics-sedative ypnotic)
medication classified as a Schedule IV Controiled
substance. Alivan has a halllife of 15.¢ hours in
the elderly and both Ativan and Ambien hava
sedative properties (Geriatric Dirug Therapy

iR M 2587102-99) Previous Versions Obsolete Event Hx OYLMH Foridly Iy CAS2000004% i condinustion sheot Page 15 of 38
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handbook Pages 539-8403),

Accordirg to Siate Qperations manual {SOM), the
. concurrent adrainistration of mullipie medications
of the same pharmasological dlassicategory ar
any medication therapy that substantiaily
duplicates a particular effect of another i
medication that the individual is taking is
considered duplicate therapy (SOM 201D, Pages
3393,

A review of the Nurse's Medication MNotes and
tAonihly Burnmary for Ativan Trom March 2011,
Dacember 2011, indicated the resident had
episotdes of * ranging from 12 % 29
peourrences and received Ativan as ordered
while the resident also received Ambien 10 mg.

On Becember 14, 2011 at approximalely 7:20
am., ihe resident was observed o be in bed,
When the svaluator knocked the resident’s door
and introduced berss!f fwice, the resident was not
raspansive and did not open hae eyes.

A review of the facilily's recoud fitled Use of
Psychotropic Dalgs as Required by OBRA for
Agcountabllity form indicated Resident 11's Afivan
was incressed on May 13, 2000 from 0.25 mg as
needead twice a day t0 0.5 myg as neaded every l
i six hiours. f

A plan of care hitiated forF dated March
23, 2009, indicated the resident will have less
than (blank) episodes of {bfank) per week and will
not have any side effects from medication. The
approash plan was 1o assess daily for behaviors
manifested and notify doctor if medication can be
reduced, monitor behavior and report monihly to

Ih3 UM 8- 2567 (0299 Previous Versions Obrdele Eoend ID: CYLE Faility 1 CARZ00G0049 # continuation shee? Page 180F35
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- physician to assist to assure iowest ivle
therapeutic doses given. The
- medication sticker indicated 0 summatize
gffectiveness and side effect data monthiy for
' physicias peeroiicy and the

commaon side effacts of the central nervous
system were sedation, confusion,
axciteriont, restiessness and

On December 14, 2011 at approximately 2:15
P, i an interview with the DON, she said the
facility does not document the less reskrictive
megsures {non-pharynacoiogical interventions)

prior to administering as needed and
ord‘

A review of facility's procedures, tilled [

H

Psychotherapsutic Drug/Chemical Restraint,
indicated the licensed nurse's notes require the |

following: date, ime, description of the resident's
condition for needing the — i
or chemical restraint, 2 less restrichive measures |
atternpied and the restits. E
F33 ‘ 483 25(mX1} FREE OF MEDICATION ERROR |
8= | RATES OF 5% OR MORE |
The facility must ensure that it is free of
rredication error rates of five percert or greater,

This REQUIREMENT is not met as evidenced l
by:

| Eased on observation, inferview and retoed
ravigw of the 9 a.m. medication pass on
December 14, 2011, the facility failed to ensure
that it was free of g medication errorrata of 5

[ percent or greater, as evidenced by the

2

F 328
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identification of 3 medication errors out of 40
apportunities for errors, to vield a facility

foliowing medication errors were identified:

1. Licensed Vocational Nurse 1 {LVN 1) was
obzerved to crush Resident 3's four solid
medications and placed all the ¢rushecd
medications in one cup. Then she mixed the
orushed medications with waler, poured the
medications inte e barre! of a sydnge attached
to & gastrostomy tube {G7) and administared the
medications to the resident through the GT. The
ficensed nurse falled to administer each
mudication separately and flush the G7 following

the administration of each medication. 1) Resident 3, medications are crushed
and administered separate by the

According to the guidelines for administering . e resident

medication through an enteral feeding tube (GT), licensed nurse through th

each medication should be crushed separately gastrostomy tube,

aral administered separalsly through the 2 Regident 22, multivitamin solution

apprapriate gocess site, Crushing meddications ; ;

results in improved dissolution when mixing with prior to pour is shake by the licensed

a solvent such as water and decroases the nurse hefore is administered ta the

fikelihoed of tube ohetruction (American Journal | resident.

of Nursing, October 2608, Vol 108, No 10, pages 3) Resident 9, gastrostomy tube is

.34, 35, 34,

On the same day at 8:05 a.m. during an interview
with LWN 1, she stated, ™I know | shouid
seperate them but that's the way I've been doing
thei heare "

medication error rate of 7.5 parcent. percent or greater,
L The licensed nurses shall crush and
! Firnlings: o
administer gach medication
a. On Decenber 14,2011, at8am., and 10am. | separately through the appropriate
duning & medication pass observation the access  site  when  administering

£312: The facility shall ensure that it is
free of medication error rates of five

medication through and enteral
feeding tube (GT}, shall shake the
bottle prior to pouring liquid vitamin
solution before administering and
shall flush the gastrostomy tube {GT}
with at least 30mi, of water after the
fast medication was administered
through the gastrostomy tube.

flushed with at least 30 ml. of water
by the licensed nurse after the last
medication is administered through
the resident gastrostomy tube.

{To continue next page}
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FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SHOULD 68 COMPLETION
TAG REGLLATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED YO THE APFROPRIATE DATE
DEFIGIENCY)
F 332 Continuad From page 18 F 332
2. Licensed LVN 4 was observed to pourad 8 co
of liquid Muiti-Delyn (multivitaming from g 18 . ing from previous page}
cunce confainer and was about to administared it (F: 332 caming P vags
to Rasident 22, The evaluator intervensd and . he
asked LVYN 4 why she did not shake the bottle The Director of Nurses mé{ o t,
prior to pouring e medication, pharmacist consultant to give -
ice to the licensed nurses in
According 1o thie manufacturer's instructions the serviee Sication etror
bottle that contained the vitamin soksion should regards “Free of medicatio
ba shacked before pouring. rates of five percent or greater”. The
Lo % will monitor during
| On the same day at 8:50 a.m. during an Director of Nurse irant
intarview, LVN 4, staled he staied he should have monthly pharmacy cons
shaked the botfie before pouring the vitarmin meetings for continuance compliance.
solution and at this time he re-poured the
vitaming. facifity will he in compliance by '
3.0n December 14, 2011, during the 9 am. | The faciity ° Y23
medication pass observation, the following $1-30-12
| Lisensed LVYN 2 srepared and administered ‘
mgdications for Resident ¢ through &
gastrostery fube (GT). LVYN 2 did not flush the
GT with at least 38 ml of waler after the |ast
medication was administered in order io maintain
the patency of the GT.
F 3671 4B3.55{e) THERAPEUTIC DIET PRESCRIBEDR F 357
§3=0 | BY PHYSICIAN
Therapeulic digts must be prescribed by the
attending physisian,
This REQUIREMENT is not met ag svidenced
by
Based on observation, interview and record :
meview, the facility staff failed fo carry a
physician's onder for 2 puree die? with no added
sali for ona out of 21 sampiled rosidents (13}
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F 387 | Continuad From pages 19 F 387

Findings'

A review of the tace sheet indicated Resident 13,
was re-admittexd fo the facility on November 21,
2011 with giagrioses which inciuded dysphagia,

The Minimum Data Set (MDS) assessment dated
November 19, 2011 disaled shori term memory
probiam, with some/all naturat teeth lost and does
not use dentures.

The physician's order dated October 24, 2011,
indicated the resident had an order for for a puree
giet with no added salt.

The nuiritional status as manifesied by
therapeutic diet care plan, dafed November 8§,
2011, indicated the approach/pian was to provide
digt or nutrifional suppoit as ordered and o
expiain rationale of diet/nutrition for better
compliance.

The: oralidental care related o somedsli naturat
taath iost, dated November 8, 2011, indicatad the
! approachipian was to provide resident with
dist/nutrition as ordered and record intake and o
monitor for diet texiure tolerance.

A review of Dysphagia BEvaluation form, dated
Navember 30, 2011, indicated Resident 12 was
evaluated by the speech therapist because the
resident wanted 1o upgrade her pures, no added
saft diet with thickened liquids o mechanical sof
diet, Aceording 1o the gvaluation the resident was
given a mechanical soft textured diet {luna
sancdwich and chopped vegetables), however, tha
rasident stated several Emes that she feif like she

{

was ‘choking' on the tuna sandwich and that i el

F367: The facility shali ensure
therapeutic dist prescribed by the
attending physician s carried out as

indicated.

The certified nurse shall inform the
ticensed nurses when a family
member brings food to a resident
contradicting the therapeutic  diet
prescribed by the attending physician.
The licensad nurses shali ensyre that
the jssua Is care planned and
diseussed with the resident and family
menbers,

Resident 13, care plan was reviewed
and the therapeutic diet monitored.
Additionally, the resident’s family
member was explained about the
importance of the therapeutic diet
ordered by the attending physician
and compliance.

The staff developer to give in-service
to the certified nurses in regards
“Therapeutic diet ordered by the

attending physician”.

{To continue next page}
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F a7

F 371
SS=F

Continued From page 20

ke it was stuck in her throat. Tha
recommendations from the spesch therapist was
for the rasident to remain on puise dietas is the
sufost ioast restrictive texiure,

On December 12, 2011 st approximately 11:48
a.m., Resident 13 was observed lying in bed, next
to her on the bedside table, there wag 2
Siyrofomn ood containers. One contained fries
arit half eaten hamburger patiies and the other
cordagined fries and hadf ealen cooked chicken
treast and thigh. At the same time Reasident 13
was asked if the fond belonged 1o her, Bhe said it
was hers and she had eaten.

On December 12, 2011 at approximately the
sarme fime, in an interview with CNA 1 he said he
faod belongs i the resident and is brought in by
her famiy.

On December 12, 2011 at approximately 2715
rom, inan intecview with the DON, she said the
facifity was not aware of the food being brought in
by the family, the staff should not have been
giving the resident & reguiar textured diet and the
facility staff should have care plannead this
probiem.

483351 FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facibty must -

(1} Procure food from sources approved or
consideed satisfactory by Federal, State or local
avthorities; and

(2) Store, prepare, distribute and serve food
under sanifary conditions

F 367

F 37t

{F 367: coming from previous page}

The staff developer will monitor
during weekly rounds for continuance
compliasnice,

The facility will be in compliance by y}g fﬂ
01-30-12
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F 371 | Continued From page 21

£

This REQUEREMENT s not met as evidenced
by

Based on cbservation, interview and record

| review, tha distary staff feiled o ensure the low
ternperature dishwasher provided 50 parts pey
rmilfion {pprm} ypochiorite (chioring) on dish

. surface in the final rinse. The facility staff also
faled to ensure that sweeping and mopping of

| the kifchen floor did not cocur at the sama ime
the food was being dished from the steam table
on to He plates. The small can openar Made had
brown and biack particies, the juice dispenser
spoit had yellowishvblack substance and the e
créam freezer had brown sticky substance on the
bottom part of the freezer.

Firdings:

On December 16, 2011 at approximately 11:45
a.m., aucompanied by the director of digtary, the |
Hillowing was obsarved: ;I

1. The disfary staff members were obigerved
serving the food from the stearm table on fo the
plates. Al the same time a dietary/dishwasher
staff member was observed 10 be sweeping, then
i mopping e foor approximately 4 feet away from
 the stean tabile,

2. The blade of the small can opener had brown
and black particles. According to the direcior of
dietary the can opener needed fo be thoroughly
cleaned.

3. The juice fountain beverage dispensing wand,

F 37 F371: The facility shall easure that the

fow temperature dishwasher provides
50 parts per million {ppm} hypochiorite
{chlorine} on dish surface in the final
rinse, sweeping and mopping shalf not
occur at the same time the food is dish
from the steam tabie on to the plates,
the can opener blade doesn’t have
twrown and hiack particles, the juice
dispenser  spoul  doesn't  have
yellowish/black substance and the ice |
cream freezer doese’t have brown
sticky substance on the bottom part of |
the freezer.

The dietary supervisor shall mionitor the
low temperature dishwasher sanitize
level provides S0 parts per million
{ppm} hypochlorite {chicrine] on the
dish surface in the final rinse, shall
ensure that sweeping and mopping
shall not occur when the food is dish
© from the steam table on to the plates,
replace the can opener blade a5 need |
and shall ensure the juice dispenser
spout and bottor part of the freezer is
cigan.

{To continue next page}
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Fert C?Z:wad sz‘n page 2; b  had F 37 {F 371: coming from previous page}
which was ayuipped with a rubber spout, ha )
yeliowishblack substance iaside of the spout. 1} (The dietary staff member zafas
The director of dietary said in order o clean the counseled and encouraged regarding
dispenser and spout, the rubber epout should ing and mopping shall not oceur
have been taken apart from the spoul which then SWEEpIng . Zp hgf the steam
can be soaked in hot water for better cleaning. when the food is dish from the s
table on 1o the plates after observation
4. Aceording to the director of diefary, the fauility . the  surve
uses a low temperature dishwasher, The was tfﬁade during y
distary/dishwasher staff member procseded to conduction,
check the chemical sandtizer in the final rinse by 2) | The can openec blade was replaced fer
shicking a pracision chioride test strip on the smail | 2 new one

[ said he is not respansible for the disliwaster, The

that services the dishwasher.

can epener. However, the presision chioride test
strip did not change colors t ndicate
hypechloriie was ¥ the final rinse. The diractor of
dietary then ran the maching ehe more tme by
placing a cup in the dishwasher, She then
pracesded o stick the precision chioride test strip
in the cup, the test skrip again did not change
caolor. Gn the hird afterrpt, the tost sirp was st
oolorless, indicating there was no hypochlorite in
the final rinse.

in the same day st approximately 12:08 p.m,,
the director of dislary called the Mamntenance
Director in order to diagnose the problam. He

facility then notified the maintenance company

¢in the sarme day at approximately 145 pon, the
director of dietary said the problern with the
dishwasher not dispensing hypochionie was dus
0 a plug in the tubing leading from the sanitizer fo
the dishwasher, which was corrected.

Review of the faciiities policy for Sanitation and

infection Controf under Dishwashing Procedures

3) The juice dispenser spout and battom
part of the freezer was cleansd.

4) | Tha dishwasher machine was serviced
and repaired by the cordractor right
after the surveyor and  dietary
supervisor findings were made during
the survey conduction.,

"The Dietary  supervisor andfor
| dishwasher contractor representative
to give in-service 1o all the dietary staff
in regards 7 _monitoring of the low
temperature  dishwasher maching
proper sanitizing monitoring control’,
and the Dietary superviser andfor
Pietitian consultant to give In-service to
all the dietary staff in regards “Sanitary
food serving procedures”.

{To continue next page)
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[F37TTEORNG (Fom previous page’
£ 371 | Continued From page 23 £ 371 The dietary supervisor will monitor
(Dishimachine) revealed that a low temperaturs during daily rounds for continuance
sthmmm must use @ c{zamzml sanitizing comgilance.
rinse to achieve and maintain 50-16¢ ppm of o . ;
chioring at the dish surface. The facility will be in compliance by 01- *’/?’ﬂ ‘A
F 431 483.60(b), (d), {8} DRUG RECORDS, F431| 30.12

58=D

LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or oblain the services of
a ficensed pharmacist who establishes a system
of records of raceipt and disposition of ail
nantreied drugs in sufficient detall 1o enable an
accurate raceneiliation; and detsrmines that drug
recards are in order and that ant acoount of all
conirolled drugs is maintained and periodically

recanciled,

[rugs and biologisals used in the facility must be
labeled iy accordance with currently accepiad
professional principles, and include the
apprapriate accessory and cautionary
ingtructions, and the expiration date when
apnlicable,

in accordance with State and Federad faws, the
faciity must store all drugs and biohgicals in
lotked compartmenis under proper temperature
controls, and permit only guthorized personnsl o
have aoeess o the keys,

The facility must provide separately locked,
permanently affixed compartments for storage of
condrolled drugs lisied in Schedule i of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 aind other drugs subjadt to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quaniity stored is minimai and a missing dose can
be readily detecied,

F431: The facility shall ensure that open
multi-dose vials of insulin are labeled
with the date opened and that muiti-
dose Humalog insulin vials would not be
stored andfor used beyond 28 days
after the date openad.

The licensed nurse shall ensure that a
multi-dose vial of insulin are labeled
with the date when opened and shall
not store for use multi-dose Humalog
insufin vials beyond 28 days after the
apened date,

{To continue next page)
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F431| Cantined From pege 24 F 431}k 431 coming from previous page)
; 1) {The multi-dose vials found on Station 1
This REQUIREMENT is not met as evidenced of Humalog Lispro insufin 100 units/ml
| by: o opened on November & was disposed.
rgfiieﬁ on ohservation, interview and record 2) iTh ¢ bottle of Novolin regular found on
the facility fafled to ensure that spen multi-dose ‘Station it of insulin 100 units/mt with no
vials of insulin were labeied with the date opened, date indicated when opened was
and ensure that multi-dose Humalog insulin vials disposed \
wouid not be siored andfor used beyond 28 days " ’ T S
afer the dale epened.. 3) |The two bottles of Humalog insulin
opened on Navember 8 were disposad
Fingdings: as well.
. On December 12, 2011, at 8 am,, during the
medication room inspection on Station {, this was The Director of Nurses and/or
sbserved pharmacist consultant to give in-service
1. There was an opened multiciose viais of to the Heensed nurses in yegards
Humaleg Lispro insulin 100 units/ milliliter {ml) “Insuiin Storage Recomynendations”,

which was apaned on November 6, 2011 shilt

iside the refrigarator. i “The Director of Nurses will monitor

On that same day on Station if Megication room during monthly meeting  with  the
the following were observed: pharmacist consaftant for continuance
| 2. There was one bottle of Novolin Regular compliance.
nsulin 100 uniis/mifliter spened with no date of i o . .
opening still in the refrigerator, The facility will be in compliance by 01- }/&? 4,
30-12

3. Two boitles of Humalag Insulin was apened
ot Novernber 8, 2011, st in the refrigerstor,

During an inferview with the LVN 1 on the same
date st approximnately 10:50 a.m. she stated
opaned muiti-dose insulin is considsrad expired
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;
F 431} Continued From page 25 F 431
30 days after open date of the vigls,
A review of the fzcility's quideling titled "insulin
i Storage Recommendations” dated Oclober 6,
| 2011, indicated all insulins required an epening
i date which would be dated nmediaiely upon
| opening and Humalog Insulin is used for 28 days
after date opened.
F 4411 483.85 INFECTION CONTROL, PREVENT Fdat
s8=8 | SPREAD, LINENS
The facility must estabiish and maintain an %

of dissase and infection.

| {a) Infection Control Program

! {1) When fhe Infection Control Program
: determines that a resident neads isglation fo '

Infection Contro! Program designed fo provide & |
safe, sanitary and corsfordable emdronment and
to help prevent the development and trangmission

Tha faciity must eskablish an infection Control
Program under which if -

(1} lnvestigates, controls, and prevents infections
in the facility;

(2} Diecides what procedures, such as fsolafion,
shisuld be apphed to an individual resident; and
{3} Mzintains a record of incidents and corrective
actions refated t0 infections.

(b} Preventing Spread of Infaction

prevent the spread of infection, the faciity must
isciate the resident,

{2) The facilily must prohibit employees with 8
communicablie disease or infected skin jesions
from direct contact with residents or their food,
diract contact will transmi the disease.

{3) The facility must require staff o wash their
hands after each diregt resident contact for which [

M CRES-2567RE0% Presvious Varsions Dbsciate

Ehgr 10 SYLM1E

Fagdity 10 CARI0000049

If cantinuation shest Pags 26 of 38



PRINTED: 91/2072012

DEPARTRMENT CF HEALTH AND HUMAN SERVICES EQRM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NG 0938-0391
TATEMENT OF DEFICIENGIES {013 PRCVIDERSUPPLIERCLIA (X23 MULTIFLE CONSTRUCTION (X3} DATE SUBVEY
MEs PLAN OF CORRECTION IDENTIFICATION NUMBER; COMPLETED
A, BUILLENG
B, VANG '
56253 | $211612011
NAME OF PROVICER OR BUPPLIER STREET ADDRESS, CITY, 8TATE, ZiP CODE
6506 SEPULVEDA BLYD.
HLEY VALLEY CONV HOSPITAL
BER LLEY CO VAN NUYS, CA 81411
T SUMMARY STATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF GORREGTION (%53
PREFIX (EAGH DEFICIENGY MUST §E PREGESED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULS BE LOMMET
TAS HEGULATORY OFf LSC IDENTIFYING INFORMATION: TAG CROGS-REFEAENGED YO THE APPROPRIATE BATE
: CEFICIENGY)
, |
F 441! Continued From 2 26 F 4 - .
Pag 41 441, The facility shali establish and

hand washing s indicated by accepted

professional practics. maintain an Infection Control designed

| to provide a safe, sanitary and

(c) Linens comiforta i

Personne! must handle, store, process and ™ ble environment and o help
fransport linens so as to prevent the spread of prevent  the  development  and
infectiorn. transmission of dissase arad Infection,

The licensed nurses shall ensurz

This REQUIREMENT is not met as evidenced isolation precaution are maintained by

laBy: . X on intervi g ] monitoring the persons entering a room
ased on observation, interview and recor . u . .

review, the facility failed to observe infection posted  with  “contact isofation

control procedures by not using isolation gowns precautions” are wearing an isolation

when in solation room {13}, failed to maintgin g gowns and gloves when assisting a
sanitary environment by not ensuring that iaundry i divecth

; staff follow the facility’s policy when pracessing resident wectly  person-to-persen
sofled linens in the laundry, failed to ensure that disgnosed with a contagious disease
the housekeaping personnel knew the proper which  requires  contact  isolation

cleaning and disinfection of a room occupied by a
resident with C-difficile, Iziled 1o abserve hangd
washing procedures and 1o sanitize health care exposure with indirectly contact with

 equipment in order to prevent the potential for the contarinated surfaces such as bed side

apread of infection for three out of 21 sampled . ]
rosidents {9,10,15), rails, bed linens and/or cubicle curtains,
§ ! Additionally, they shall ensure the
. Findings: et . o .
medication tray is sanitized when is

tbrought fram a resident room back o

measuring  precautions,  including

a. On December 12, 2011 during the initial tour of |

e tacility in tha presence of Licensed Vooational the medication cart and shall washed
Nurse 1 (LVN 1), itwas noted that Resident 18 . pas

was in contact isolation for ESBL [Extended his/her hands after lifting the trash can
Spectrum Beta-Lactamase organisms are beside the medication cart before
bacteria that are found in the bowel, urine, bltod, proceeding  with  the medication

- skin wounds or spultim and can be spread \
dirgctly by persor-to-persen contact and indirectly administeation procedure as part of
from contaminated surfaces to a person of the infection contro! in the facility.

: Lo connnk
FCH:
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vrine]. LVN 1 when asked stated that a gown and
gloves wouwld be needed io be used by persons
entering the rasident's room. There was a three
drawer st containing isolation supplies such us
gowns g goves outside the resident's room. in
tha middie of the room were two conlainers one
for solied linen and the other for used arotective
personal equipmsasi such as gowns.

The resident had a physician's order dated
December 4, 2011 for coniact isolation secondary
o ESRBL in the urine,

Agcording o the adraission record the resident
was readmitted fo the facility on Juns 20, 2011,
with diagnoses that included Parkinson’'s diseass,
, weakness of the left arm and hand and
urinary iract infection.

Thie Minimum Data Set (MDS) assessment dated
{iecember 8 2011, indicate ths regident was

for daily
decisian raking, needed fotal assistance from
the: staff for the activities of daily iiving, was
incontinent of bowel and biadder and did not have
any type of urinary catheter.

O Decernber 13, 2011 at 7:45 am., Certified
Nursing Agsistant 2 {CNA 2) was observed in the
room at the residents roommate bedside without
a proteciive gown as per the fagility's polisy, On
the same date and fime during an interview CN&
2 stated he didn't think he needed o weear a gown
since he was assisting the resident in Bed-A and
it was the residest in Bed-C who was on isolation,

On December 13, 2011 at approximately 11:30

a.m., # Spanish languags speaking family

{F: 441 coming from previous page)

The Laundry/Housekeeping supervisor
shall ensure the laundry staffs when
sorting soil linen wears gowns and
gloves as part of infection control in the
facility. Alse shall ensure that sofled
finen, personal cloth and mops are sort
and place on separate containers and
inad washed and dried separated as
well. Also shall ensure that the
housekeeping staffs are trained and
possess  knowledge  of  proper
disinfection procedures of an isolation
room with C-diff as part of infection

control in the facifity.

Resident 15, contact  isolation

precaution was clear on 12/18/11.

The Director of Nurses and/or staff
developer t0 in-service the nursing
personnel in regards “contact isolation
precaution policy and procedures”. The

laundry/housekeeping supervisor  will
n-service the laundry personnel in
regards “sorting the soiied linen related
with infection controlf’ and “Proper C-
diff disinfection related with infection
control”,

{To continue next page)
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tnember was gbservad in the room wearing
gioves and assisting the resident with
repositioning her pillow and adiusting the covers
for the resident. The family member was in
contact with the resident, bed finens and
resident's furnifure. On the same date and time
during an intarview, the family member, siated
ghe was instructodd by the facity staff to wesr &
gown only wher she was assisting the resident
with her meals,

A raview of the a Resident Care Pian dated
December 24, 2011 for contact isolation related
to ESBL in the uline had as a goal to monitoyr
isalation precautions every shift and an
intervention fo maintain isolation precautions per
the facility’s policy and procedure.

[ A review of the facility's policy of infection control

- of anfibiotic resistaryt microorganisms such ag
ESBL, indicated o wear gowns when coniact with
soiled surfaces such as side ralls or bed lingns of
an infected resident is anticipated. The facility's
policy did not address when visitors should use
protective personal equipment,

[hiring an interview with the Director of Nurging
{DON} on December 18, 2011 at 12:45 p.m,, she
stated that & is the facility’s responsibility that

. contact isolation procadures be foliowed.

l b, On Decerber 14, 2011 between 3:20 p.m. and
3356 p.m., during inspection of the laundry room,
in the prasence of the Mainfenance Supervisor
the foliowing was observed:

| Laundry Service Staff 1 demonstrated how he
' sorfs solled laundry, puts the sofled isundry into

The Director of Nurses will monitor
during weekly rounds for continuance
compliance. The Laundry/Housekeeping
supervisor will monitor during weekly
rounds for continuance compliance,

The facility will be in compliance by 01-
3012

Vi
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: the washing machines, takes off his gloves and
| washes his hand and forsarms, takes the laundry |
out of the washing machines, puls the laundry
linto the driers, and takes the ¢iean dry laundry
| | into the clean izundry area to be folded. Laundry
Service Staff 1 stated ha wears gioves whenhe |
. sort soiled jatindry to protect his clothing from he
| soiled laurdry. According to Laundry Service Staff|
i 1the ordy time he wears gowns is when he s
1 sorting infectious soiled laundry to protect his
- clothing. The Maintenanoce Supervisor stated he
- ’ was ot sware the laundry staff should wear g
| gorwen gt all fimes while gorting sailed laundry,

The facility's Laundry Departiment pokicy and
1 procedure does not address the issue of wearing !
a gown while sorling soiled laundry. l

i . AL this same fime Laundry Service Staff 1 was

; observed unloading @ washing maching of [
. washed aundry which included sheels, towels, |
blue chux pads, several items of residents’ l
personat clothing, and a mop head. The g
Mairtenance Supervisor stated that the taundry l
s should have been soried and washed as

| indicated in the facllity's policy.

A review of the faciiity's Laundry Depariment

| policy and procedures, indicated laundry staft is

| to wash and dry residents’ clothing separately 1
f{{)m facility's linen.  The policy and procedure

 also indicated the laundry staff is to sort and

wash isndry In the following manner

3} Sheets and pilow cases

b} Biapers and draw sheet

¢} Towel and washeioths

d} Residents’ personal clothing

:

H

F 441
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&) Mop heads, ciganing cloths
{i Kitchern lneng, aprons, 139%

During an interview on Decembar 14, 2011 at
approximately 3:40 p.m. with the Maintenange
Supsevisor stated different sorted calegories of

faundry should not be mixed together in the i
washer oy drigr,

¢. On December 14, 2011, at approximately 416
g, during a telephone inderview with
Housakeeping Staff 1 who performs the cleaning,
sha stated she uses the commercially premixed
bieach spray 1o olean rooms with "strong
infectiong”. The Maintenance Supervisor
confirmed that Housekesping Stalf 1 was
referring to the Clorax Commercial Soiutions
Germicidal Spray. The iabel on the hotlle dows
not st C.d4H as an organism 1 is elffective

| against

During an interview with the Maintenance
Supervisor on December 14, 2011, at
approxirately 4:15 p.m., he was asked about the |
| proper disinfection of an isolation room for C gif.
| The Maintenance Supervisor siated the

¢ housekeeping staff should use a solution of §_
| bleach and water in & 1:10 ratio.

Avcarding to Transmittal 55 dated December 2, |
2009, sent by the Centar for Madicald and j
Medicare Services (CMS), C. diff, can survive in

| the environment {on floors, bed rails or sroums 1
oilet seats) it #s spore form for up (o % months,
Rigorously cleaning the anviroament removes G,
dif. spores, and can help prevent fransmission of
the crganism. Cleaning equipment used for
residents with G. diff, with a 110 dilution of

M CRAS- 258702 98} Pravivus Visrsions Obviidele Euant IDCYLT Faciiy £ CABRGLNG0LE ) i cantinuation sheef Page 31 of 38
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sodium hypochlorite {bleach} and water will also
reduce the spread of the arganism, Onoe mixed,
the sofution is effective for 24 hours.

d. On December 14, 2011 at approximately 8:45
a.m,, during the observation of medication
administration for Resident 8, LVN 2 was
obssrved bringing the medication tray back o his
madication cart, without sanitizing it first.

On the 3ame day at approximately 928 am,,
LVN 3 was observed bringing the medication tray
back to her medication cart from Resident 10°s
raom, without sanitizing it first. She was then
observed Eiing the trash can besids her
medication cart and proceaded with medication
 adminisiration, without first washing her hands

| On December 14, 2011 at approximately 3 p.m.,
RN supervisor dhuring an interview stated they

[ {LVN 2 and 3] shoult have sanitized their frays

: with the bleach wipes and LVN 3 shouid have

i washed her hands prior to medication {
administration,

483,70}
BAFE/FUNCTIONALISANITARY/COMFORTABL
B ENVIRON

F 488
38=F

The facility must provide a safe, functional, |
sanitary, and conoriable environment for
residents, staff and the public.

!
.I
_i This REQUIREMENT is not met as evidenced

| Maintenance Supervisor {MS), the facility failed to
mainizin the environment in 2 clean and orderly

|
| by; |
| Based on observation and interview with the i
manner. g

F 441

F 465

F465: The facility shall provide 2 safe,
tunctional, sanitary, and comfortable
environinent for residents, staff and the

public.

maintenance supervisar  shall
:
| ansure to maintain the eavironment in
. a clean and orderly manner.

[ The

(To continue next page}
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Findings:

During a general obasrvation tour of the faciity on
December 14, 2011, the fallowing was observed: l

1. The closet next io Room 107 did nothave a
seiling vent cover and had accumulated dust.

2. The ceiling in Room 122 had water damage in |
an area approximatsly 1.5 feet by 2 feel. The wall |
next {0 the closet had paint pesling off In an aroa [
approximately 11 feet by 2.5 teet. %

| 3. The Infectious Waste closel had trash on the
finor and dust clumps on s floor and walls.

i 4. The toilet howd In the bathrpom of mom 132
had rust streaks ail araund the inside of the bow!. |

| &. Shower room 1l had an unpainted cenerete
: pansi on the ceiling over one shower stall and on
I the wall over a seconid shower stall.

* & Inrpom 139 the wall aext 16 the closet had

| chipped paint and biaek markings In an area
’ approximately 11 feel by 4 feet.

H

| 7. in toom 142 2 wall had the paint chipped off in |
| an area approximately 11.0 feet by 2.0 feet.

8. In room 141 the frap pipe of the hand-washing
bagin in the bathroom was ieaking water and
there was puddie of water on the floor at the
bathroom door entry way, on & wall there was an
area that measured approximately 11.0 feat by
4.0 feat that had tha paint chipped off and
blackened.

F4es {F: 455 coming from previous page)

1} Room 107, ceiling vent cover was
installed and dust was cleaned.

2} |Roorn 122, celling watet damage will be
repaired and wall paint fixed.

3} The infectious waste closed trash was
deaned and dust on the floor and wall
tu0.

- 4} | Room 132, toitet bowl in the bathroom
Twas replaced.

2y Shower Iil, unpainted concrete panel on
the ceiling and wall will be paint fixed.
8) | Room 138, wall chipped paint and black
marking wilt be patched and paint fixed.

patched and paint fixed.

8} Room 141, hand washing basin trap
water jeakage was repaired; wall paint
chipped and blackened will be patched
and paint fixed

9} taundry room, accumulated dirt on the
hase boards and dust on the floor was
' cleanad.

{To continue next page)

Roam 142, wall paint chipped will be .
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8. In the ¢lean clothes area of the laundry room, The Maintenance Director to in-service
there was accumulated dirt on the base boards maintenance personnel in  regards
and dust o the floor. “epvironmant maintenance routines”,
The MS stated that the housekeopars ware The Maintenance Director will monilor
responsibie for the cleaning that should have during weekly rounds for continuance
been done and the mainlenance crow was ompliance
responsible for the plumbing repairs that should comp : ¥
have been done. However he was responsibla o L i /é&’ g;’;f
ensure they completad the kib, The facility will be in compliance by 01- _

F 517 { 483.75{(m}{1] WRITTEN PLANS TO MEET F 517)30-12

=F | EMERGENCIES/DISASTERS

The facility must have detailed written plans and
procedures fo meet all potential emergencies and
disasters, such as fire, severe weather, and
missing residents. '

This REQUIREMENT is not met as evidenced

Based on observation, inferview, and record
review, the facility staff failed o keep a detailed
written plan and procedures that inchuded
inventory of all the disaster food supplies as
indicated in ifs policy that would match the
facility's disaster reny, in order fo daterming how
much food is on hand, how many people B will
serve and for how g,

Findings:
On November 18, 2011 af approximately 12118

p.m., accompaniad by he director of distary, the
facility's disaster food, which is stored in the

kitchen, was inspected.

F517: The facility shall kegp a detsiled
written plan  and procedures  that
included inventory of disaster food
supplies that would match the facility
disaster menu, in order to determinate
inventory on-hand, how many people it
will serve and for how long.

The Dietary supervisor shall maintain &
detailed emergency food supplies on-
hand inventory that will maich the
facility disaster menu inchuding how
many peonles and days i will serve,

{To continue next page}
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A review of the disasier menus indicsted the
- od supplies
facility i to have supplies of the following items ?Wm‘ﬁt emergency o pp
fast the faciiity for up to 7 days: canned tuna, inventory on-hand will be revised,
pearsdt butier, beef stew, macaroni & cheese, ‘reviewed and iraplemented to match
chili con carne, mashed potatoes, rice, orange | . e At
1 ]‘lﬁ.ceg apple }!}ice. aw!ejui{:e hase, ag}wesaﬁ%, inij\ the facility disaster menu.
peaches, pears, sliced beets, green beans, green ) ) ) fiel
neas, pures meat, puree vegetables, vanilia The UDietary supervisar and/or Dletician
pudding, dry cereal, vanilla wafers, crackers, consultant to give in-service to the
nanfat dry milk, coffee and tea bags, However, in  regards
the director of dietary was not able fo verbalize cooks staff members . " reg |
how much supply was on hand, how many pegple “emergency food supplies on-hand
it would serve, and for how iﬁngA ‘ inveniory controi®, The Dletat‘*{
] Accarding to the facility's Emergency And . supervisor will monitor during weekly

Disaster Procedures, the facility is fo maintain an food supplies inventory purchasing
; emergency food supply on the premises i last i orders procedures for  continuance
for a three day period,

| compliance.
On November 16, 2011 at approximately 1 p.m., | o o C s/
the director of dietary said she shouid be counting | The facitity will be in compliance by 01- %f VA
 her supplies on hand and comparing o the 3012,

facitity's disaster menu in order to determine if the
: faciiity has ensiigh food in case of an emergency,
“for oMl the residents, staff and visitors. i
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