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X6 SUMMARY BSTATEMENT OF DEFICIENCIES ([} PROVIDER'S PLAM OF CORRECTION X5%
PREFTX {EACH DEFICIENGY MUSY BE PRECEQED BY FULL PREFIX {EACH CORRECTWVE AUTION SHOWRD BE COMPLETION
AL REGIAATORY OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DAYE
_ . BEFIGIENCY)
F 000 INITIAL COMMENTS F Q00| 1 o5 palos Convaleseent Hospital submits this
respenze and Pian of Correction as par of the
The following reflects ths findings of the requiremens undes state and federal law, The
Department of Public Heaith during 3 plan of ¢ormection Is submitied in acoordance
Recertification survey with specific regulatory requirements. K shall
‘ not be eongtrued a8 admission of any alleged
: . . deficiency cited of any Hability. The provider
Representing the Dopartment of Public Health: submits this Plan of coreciion with the
intention that it Iz inadmissible by any thind
11812, RN, HFEN paty in any oivil or criminal action or
06646, REHS, HFE § proceedings againgt the provider of its
25042, Rz, HFEN &;@22;?;, agents, officers, diretiors,
30828, RN, HFEN sharehelders.
Total population: 82 The provider reserves the right to challenge
Bampie size: 17 thie cited findings if &t any time the provider
da;gnims that the dispat@dadvﬁnﬁiugs ?
Highest scope and severity: E rehed upan in @ mannor acversc & tie
F 155 | 483.10(b)(4) RIGHT TO REFUSE; FORMULATE |  F 185] Imeress of e provichr e by e
s=0{ ADVANCE DIRECTIVES
\ Any chunges to provider policy or procedures
The residont has the right ta refuse treafment, to showld be considered o bz subsequent
refuse to parlicipale in experimental research, remedial measures a5 Uit COnoSpt IS

and ta formulate an advarnce directive as
spacified in paragraph {8) of this section.

This REQUIREMENT & not met as evidenced
by:

Based on interview and record review, the faciity
dit not ensure that a resident/surrogate’s right to
formudate an advance directive was updated o
refiect residentsfsutrogate’s wishes to be A
code, This was evident for two of 17 sample
residents (Resident 1 & 8).

Residents 1 and §'s surrogates completed a
Physician Orders for Life-Sustaining Treatment
{POLST]} to change from “do not attempt

employved in Rule 407 of the federal rules of
gvidense and Cuslifornin  evidence code
saction 1151 and skould be inadmisgible in

any proceeding on that basis. :

F135 483,18 (h){4) RIGHT TO
REFUSE; FORMULATE ADYANCE
IHRECTIVE

Resmem

The attending physicians for Residents |

& 9 were immediately notified of the

RATORY DIRECTOR'E OR TWPF’UE}% REPRESENTATIVIES SIGNATURE

residents pew  code  stafus

12/30/2012, physician’s v
‘flT“fEE '

4; Af)m .

mncymntmgwﬁhmmﬁmem%%m&mnmmmmmnnwm ihd
afeguands provide sufficient profection to the patients, {See instmﬁms) ﬁmeptﬁmming homes, wmmwovamd'
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F 155 | Continued From page 1

rosuscitation” {DNR {allow natwral death o a
"full code" status (attempt to revive). Howsver,
both residents’ clinical records were not updated.

The failed practice of the facility to not update
Residents 1 & 9's code status could potentially
cause withholding treatment and not performing
cardiopuimonary resuscitation (CPR) In the event
the resident coded (a resklent whose heart has
stopped beating).

Findings:

a. On Decamber 5, 2012, & review of Resident

&'s dlinical record (Face Shest) indicated the

resident was admitted (o the Tacilty on November

24, 2011, Resident 9's diagnoses included

1 dementia (foss of brain funciion that affecis
meamory, thinking, language, judgment, and

behavior), - -

The Minimum Data Set (MD3S), a stundardized
assessment and carg screening fool, dated on
September 8, 2012, indicated Resident 9 had the
abllity ¥ understand others and made
seff-understood, According to the MDS, the
resident was folally dependent on staff for
aclivities of daily iving (ADLs) such as, dressing,
transferring, personat hygiene, and toilet use.

A review of e Physician Orders for
Life-Sustaining Treatment (POLST) dated on
October 11, 2012, indicated Resident 9's

surrogate requested o have Resident § on full
code.

A review of the recapitulated Physician Orders for

the months &f November and Decermber 2012
; L G

F 158 obtained snd the clmical records were
updated to reflect the change,

Pracedure for Kentifvior Potentially

Afected Rexsid and Correciive
Ag@n

Sacial Services Designiee and Medical
Records Directer conducted s joint
review of all residents” clinical rocords fo
ensure that the clinical records reflect the
carent code status of the residents. No
other resident is affected by similar

THe Director of Nurses gave, an ine
service to all licensed nurves and Medieal

Records Staff on 12/112012 on
informing the attending physician and
updating the cHpical records for any
changes in the residents’ code statug,

Changes in any resident’s oode status
will comtinue fo be discussed und
sommunicated during the daily stancup
meeeting and endorsement meetings.

Medical Records staff will contimue thew
daily  sudit of clinical records and
physician’s orders to ensure that changes
in the residents’ code starue are reflested
i the clinical records on an socurate and
timely basis.

i
17382013
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F 185 Continued From page 2 F 155 The Medical Records Drsctor will

-] dated Oclober 28, 2012, ne time indicated,

indicated the resident was 4dili a INR and never
got updated to full code,

b. A review of Resident 1's tlinfcal record
indicated the resident was admitied to the faclity
on Fetruary 21, 2012, with diagnoses that
inciuded Parkinson’s disease {degenerative
disorder of the central narvous system) and
chronic obstructive pulmonary disease (persistent
obstruction of the airways).

A review of the Physician Orders dated February
22, 2012, indicated the resident requested a do
not attemript resuscitation {ONR).

A review of the Social Work Progress Notes

documented during an irdenview with Regident 1,
the resident requested {o update his POLET {0
attemp! resusciiation (full cods).

A review of the Physician Orders for
Life-Sustaining Treatment (POLST) dated
Oclober 28, 2012, indicated the resident was
changed fo Rl code. However, there was no
change in the physician's order for Resident T's
rode stalus,

During an inferview with the social service
dusignee on Decamber 6, 2012 a1 12:30 p.m.,
she siated when there is a change in the POLST;
nursing is {o notify the plysiclan. However, this
wis not done.

The facility policy and procedure titled, “Do Not
Resuscitate Order”, dated August 2008, indicated
the attending physician must be informed of the
regident's request to case the DNR order. 1

provide a summary trend analysis of the
findings from their clinical records andit
to the Administrator and  Quality
Assurance and Process  Improvement
Commities for Father ovaluation and
recorsmendstions.

Completion date
Samary 18, 2013
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F 157 ] 483.10(b}11) INO?%FY OF CHAN(&ES F 157
$5=D | (INJURY/DECLINE/ROOM, ETC) FIS7 483.10b)(11) NOTIFY OF
A facility must immexdiately inform the resident; ggg;‘fg%gfwwf DECLINE
consult with the resident’s physician ang i
known, notify the resident's legal representative _ - :
or an intorested family member when there is an Corrective Action for Affected
actident involving the resident which resuls in Rexident )
Injury and has the potential for requiring physician . . ; 3
intervention; a significant change in the resident’s §zzf§§ 55:': a‘“m‘zf:;eizz:zy re af:d%
physical, mental, or psychosacial status {ie., 2 &m e %ﬁl mf:w were
deterioration in heaith, mental, or psychosocial B ot and
status in either fife threatening conditions of Eﬁf&m zom mf;’ﬁfz 1 of the
climical complications); a need {0 aller ireatment m;x{ s Diopoler stust
significantly (i.e., a need to discontinue an ~concern and ordered a Doppler stedy, V1872017
existing form of treatment due to adverse Doppler study result dated 12/11/2012
consequences, of 1o commence a new form of ’?;’d;;ﬁig ' °,"§dme of DVT (Deep
11 trestment); or & decision to transfer or discharge ¢ 9S15)- :
g?aa 1 2;‘; the faciilty as s n Resideni’s care plan was apdated to
' " refiect the plan of care m’cwé&s& to the
The faciitty must also promptly notify the resident resident.
and, if known, the resident’s legal represeniative
or interosted family member when thersis a )
change in r0om or roominate assighment as g
speic:ﬁed rgh%% A 5{?{2) r:i{ # changs in.
resident rights under Federal o Stale law or
eé&ed parag Treatment Muzse and Director 'of Saff
;fgag;ggﬁ aagpe in raph (O)(1) of Development checked ol resident’s
fower ex@remities on 127112002 &
The facility must record and periodically update ensuro that 20 slmilar concem affects
the address and phone number of the resident's other residents, oottt
legal representative or interested family member. No other concern was ideatified.
This REQUIREMENT is riot met as evidenced Recurrenee
%;sed on observation, interview, and record The DON gave &n iﬁ“sg""m to all
; ; . ’ licensed nurses on 12/1172012 regarding
review, the facility's licensed staff fafled to notify | regulation snd facility protocol on
1 CHS-2567(02-59) Previcus Varsions Obsclels Event ID; DR4511 Foclity 10 CAS10000087 ¥ continuation shest Page 4 of 37
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DEFICIENCY)
F 157 Cmﬁn?w Fm p a;gﬁ 4 F 57| notification of resident’s s physician and
the resident's physician and responsible party responsible party,

- of changes in the resident's condition,

regarding indentation marks 1o the regident's
lower axtremities due i tight socks for one of 17
sampled residents (Resident 5),

This deficient practice had the potential for the
resident not receiving prompt and appropriate

freatment and does not promote
resident's/responsible party’s right to be informed

Findings:
A review of Kasident §'s admission records

- | diabetes (disease that affects how the body use

indicated she was admiited to the faciiity on
Novemiher 19, 2012, with diagnoses including

biood sugar), pressure ulcer Stage I (issue
damage causod by prolonged pressure), and
dementia (brain disorder).

A Minimum Dats Set (MDS), a stendardized
assessment care too], dated November 26, 2012,
indicated the resident had shost and long term
memory problems, and needed extensive
assistance with bed mobility, fransfers, dressing,
personal hygiene, and bagbing

An interview and record review with the direcior of
nursing {DON) “on December 8, 2012 at 3:45
p.u., there was no documantation of physician
and responsible party notification regarding the
indentation marks on the resident's bilateral lower
extremilios as observed during provision of
shower on Decamber 8, 2012 st 10 am. At the
#ime of the incident, the DON and Licensed
Vocational Nurse 7 {LVN 7} staeted the physician

would be nofified of the incident. The DON stated |

QA Nurse and Medical Records will
continue 1o review all SBAR forms for
any change of condition o ensurs that alf
noted changes are commurizated (o MDD
andt  all  protocols and  required
documentation are put in place.

DON andfor Designes will contihue o
conduct routine review of residents’
medical records to ensure that any noted
changes to residents are relayed to the
physician and sesponsible party and
:iocmnented m ﬂ‘iﬁ chart,

jzaaligxﬁgarauce o

The Dirsctor of Nurses will provide a
summary trend analysis of the findings
from their clinical records awdit to the
Administrator and Quality Assurance and
Process Improvement Committee for
further evaluation and recommendations.

Lompletion date

Jannary 18, 2012

§ CRES.2E67 (-4 Previcus Veralons Obsalete

Evert 13 DH451 4
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PREFIX
TAG
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F 1567

F 2563
§8=D

' in the cfinicat record on December 7, 2092 at 210

| documentation indicating the resident's

Continued From page 5

she did not check pedal pulse {twobbing of the
erteries indivating cireulation to the lower
extramities) to the resident's iower extremities,

A review of the Licensed Nurses Notes, dated
Dacember 6, 2012 at 10 am., 12:50 pm., 1:50
p.m,, and 3115 pm,, did not indicate the
resident’s physician was notified of the multipie
indesdation marks to the resikient's fower
exiremitiss due & the tight socks. The marks on
fhe resident's lower extremities was documented

p.m. after this was brought to the staff altention
on December 6, 2012, However, thare was no

responsible party or the physician had besn
rofified of the incident.

An interview and record raview was condutted on
December 10, 2012 at 8:45 a.m., with the DON
concerning the resident's responsible party not
notified of the incident, she had ne comiment.

A review of the facility's policy and procadurs
filed, Change In a Resident’s Condition or Status,
dated April 2007, indicated e nurse
supervisor/charge nurse will notify the resident’s
altending physician or on-call physician when
there had been an accident or incident involving
the resident, and a discovery of injuries of an
vnknown source. :

483, 15(h)2; HOUSEKEEPING &
mmmr{cﬁ sgamces i

The facilify must provide housekseping and
maintenance services recessary to maintain a
sanitary, orderly, and comforiable intarior,

F157

F 253

F253 483.3500)(0 HOUSEKEEMNG
& MAINTENANCE SERVICES

Correciive Actio Affected 118201
Resident

The matiress i Room 121 was
imisediately removed on 12/5/2812 from
the ropm and replaced with ancther
matiress.  No other concern was nowed
afterwards.

ECHE-2567 (0208 Provious Versions Ohacleie Evani i OM4511

P L
'
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Provedure for Identifving Potentislly

Affected Residents
Action

IDT members made  environmental
rounds o identify other residents who
may be potentially affected by simile
concern.  No  othor  concern  was
fdentifted.

Measures Adooied to Prevest
Recurrepce

DS gave an in-gervice on 12/11720123 0
nursing  staff  regerding mmediate
reposting  of any  comtern on
housskeeping and maintenanse sprvices.

Paysical Plamt Designee re-sducated
housekeeping and janitorial staff on
127112012 regarding policy on bed
disinfection io ensure that resident’s beds
are free of urine odor,

DT members and nursing  staff will
continue 10 ensure that suvironment i
safe and comfortable during their daily
rounds amd concerns are reported and
addressed on & Bmely basis.

Monitoring of Corrective Action and
Ouality Assurance

The Physical Plant ManagerBesignes
and Director of Staff Development will
provide a summary trend analysis of the
anvironmenta) rounds findings to the
Administrator and Quality Assurance and
Process Improvement Committee for
firrther evalnation and recommendations.
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o . DEFICIENCY)
F 253 | Continued From page § F 2583
This REQUIREMENT is not met as avidenced
by
Based or observation and intsrview, the facilify
failed to ensure a resident's bed was free from
strong unine vdor. Thers was a strong wine odor
in Room 121, This deficient practice had the
potential to spread disease causing organisms.
Finling:
Gn December 3-5, 2012, during the survey, there
was a strong urine odor observed in Room 121,
On December 5, 2012, at 9:00 a.m., during an
{ observation of a staff changing Bed B's linen, the
strong wrine odor was coming from the mattress.
On December §, 2012, at 9:30 a.m., during an
interview with the maintenance supervisor, he
siated he would change the matlress,
F 279 ; 483.20(d}, 483.20{k)(1) DEVELOP F 279 ]
58= | COMPREHENSIVE CARE PLANS
: . PN F279 4%3,20{d), 483.20(k){1}
A faclity must, use the resulis of the assessment DEVELOP COMPREHENSIVE
to develop, review and revise the resident's CARE PLANS
comprehensive plan of care,
O H ion for Affecte
The tacilfty must develop a comprehensive care parisetiie Action for Affected
plan for each resident that includes measurable
objectives and timetablos to mest a resident’s . Resident 5 was immediately re- 111872013
medical, nursing, and mental and paychosocisl 8 as;;:lswd Resident 575 sim
nieeds that are identified In the comprehensive were removed and resident’s
assessment. ' lower extremities Teet were
Jevated to promote corthfort and
The care plan musgl describe the services that are Z«i:culaxion. MDD WZ; notified of
o be furnished to atiain or maintain He resident's fie concern and ordered &
highest practicable physical, mental, and Doppler study. Doppler sudy
psychosogial well-being as reguired under resitlt  dated 121172612

1 CME2567(02-90) Provicus Varsioss (Mnciate

Svant ), DN4G11

Eaciify 1D; GAS 10000057
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F 279 | Continued From page 7 F 275 incicated ne evidence of DVT
§483.25; and any services that would otherwise (Deep Vein Thrombosis).
be required under §483.25 but are not provided
dug ¢ the resident's exerciss of rights unger Residents care plan  was
§483.10, including the right fo refuse treatment updated o refiect the plan of
under §483.10(b}4). cwre provided w the resident,

body).

This REQUIREMENT is not met as evidenced

by:

Based on observation, inferview, and resord

review, the tagility's icensed staff failed to

develop comprehensive care plans for two of 17

sampled residents (Residents 5 and 14). This

| deficient practice had the potentiat for
non-Gontinuity of care,

Resident § had no plan of care for monitoring the
uge of ight socks causing ndentation and edema
{swelling} to the lower extremilies that could
polentislly cause cireulatory compromise.

Resident 14 had no care plan for monitoring of
the resident’s arteriovenous {AV} shunt (a
surgically created connection betwearn an artery
and a vein to provide vascukar access for
hamodialysis; a troatment that cleans the blood
by removing wastes and axcess walsr from the

Resident 14's care plan did not specify moniordng
of the resident's Auld restriction {famount of fivid
that can be taken in a 24 hour period by the
resident a5 ordered by the physician as part of

‘i the treatment). This deficient practice had the
potential to cause accumulation of excess fluid in
the body between hemodialys
causing edema (swelling}, increased blood
pressure, and difficulty breathing.

is treatments

b, Resident 14's AV shuni was
checked and no bleeding o
swelling noted, bruit and thrill
present.  Resident’s care pian
was updated on 12/72012 1o
nclude monitortng  of  the
residend’s AV shunt and care to
be provided to the resident’s left
hand/are including no blood or
iab draw instructions.

¢. Resident 1478 clinical records

. waere reviewed and a physician’s
order  was  obiained  on
124772012 10. monitor resident’s
fluid iniake. The resident™s care
plan was updated to Inciude
specific amoont of fuid that
conid be taken by the resident to
prevent fuid pverload.

Procedure for Identifving Potentially
Affected Residents and Corrective

Agction

& Freatment Nurse and DSD
checked  ail resideni’_s lower
extremities 1o ensure that no
similar congcern affects other
residents. No other concers was
identified.

| WS- 2967 (02-95; Provious Yerions Gbeoists
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F 278 Continued From page B F279 b, Treatment Wumse and [SD
. checked the AV shundg of al
Findings: regidents  receiving  dialysis

| &. A review of Resident &'s admission records
indicated she was admitted o the facility on
November 18, 2012, with diagneses including
gisbales {disease that affects the body's use of
blood sugar), pressure uicer Stage 1l (tissue
damage caused by prolonged pressurg), and
demertia (a brain disorder),

A Minimum Data Set (MDS), 8 standardized
assessment care tool, dated November 26, 2012,
| indicated the resident had short and long term

. | memory problems, and needed extensive
aszistance with bed mobility, transfers, dressing,
personal hygiene, and bathing.

Buring & shower observation on December 8,
2012 at 10 a.m., the certified nursing assistant
{CHA 8} removed the long socks from Resident
§'s jower extramities, Both ower extromities had
multiple deep indentation marks and edema. The
resident stated she had pain in her fegs. The
director of nursing {DON) assessed the resident's
extremities at that time and stated she did not
fzel a pedal puise. The licensed vocational nurse
{LVN 7} was called {0 observe the ndentafion
miarks and stated she would notify the physician,

After Regident B's shower, CNA & went to get
clean socks from the clean linen cartand pitf on
the resident's feel. CNA § stated socks were
shared amony the residents. The socks from the
finen cart looked the same as the one laken off,
fong white ube socks.

b

During an interview and record review with the

freatments 1o ensure thal no
similar concern affects other
residents, Ne aiher concern was
idergified.

¢.  Cligicat records of residenis on
diatysis and those with order for
fhid restrictions were reviewed
to ensure that physician’s orders’
and care plans are in plaee io
address monitoring  of  the
resident’s fluid imake. No other

consern was entified.
Measores Ad yent
Recurrence

On or before 1/18/2012, the DON will
re-aducate all lcensed murses about the
policies and procedures on development,
review, and revision of residemt’s
comprehensive plan of care,

The DON/designee and QA Nurse will
continue to conduact
sdmission/quarterly/PRN  review  of
residont’s clinical records e ensure that

appropriate plans of care.

Daily Telephone Order Audit by Medical
Records inchudes verification that the
resident cave plan reflects the current
medivation/freatment  regimen rendered
1o the resident.

identified needs of the residents have

§OMS-2587(02-99) Previcus Versians Obsoteln Eveant I DN4511
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F 278 | Continued From page ¢ F 279
DON on December 8, 2012 at 3:30 p.m., there
was no care plan developad 10 address the use of
sovks during the night. The DON stated the sia#
were notto m socks on the residents at night. The Director of Nursing and/or designee
will provide a summary trend analysis of
Cn %cemher 10, 2012 at 8 30 a.m., while sitfing the findings clinical records audit and
In the aciivity room, Resident $’s’nght lower Medical Records  audis  to the
extremily was abseryed fo have indentation Administrator and Quality Assurance and
stated she would change the resident’s socks o for furher evalyaticn and
her right i8g. An interview with the DON at the rscommendations.

time, she stated the resiient was chacked o

previously and ibere was no indentation marks to

herleg.

On [Jacambe{ 7 and 10, 2012, during a review of
Resident 5's care plans, there was no care pian
deveioped o address monitoring of the resideat's
circulation to the lower extremities due to the use
of socks at night.

b 1. A roview of Resident 14's admission reconis
_lindicated he was admitted 1o the facility onr

"I November 30, 2012, with diagnoses including
s stage renal disedse on hemodialysis, and
diabetes melfitus Type i (disease affecting how
body uses biood glucose). The resident had an
AV shunt o his left upper anmn.

A review of the Minimum Data Set (MDS), 8
standardized assessment ool dated December
1, 2012, indicated the rasident’s cognitive skil
was impaired and nseded maximum assist to get
out of bed to a wheekshair.

On December 7, 2012 5t & aum., during review of
Resident 14's ¢linical rocords, there was no carg
plan developed to addrass monitoring of the

A CMS-256102-09) Prsdous Versions Qbsolete Evernt (D D451 Facaity 113 CATTOO00SY If continuation sheot Page 10 0f 37
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F 279 Confinued From page 10 F 278
regident's AV shunt A review of the Madication
Administration Record (MAR) did nat inciude
monitoring of the resident's AV shunt and care to
the left hand/arm including no blood or lab draws.
The resident had been in the facilily for seven

days.

During an interview and record review on
Devember 7, 2012 at 10118 a.m., LVN 5 stated
the staff document monitoring In the MAR
however, he had no comment why there was no
monitoring of the AV shunt in the MAR,

. _} Dudng an interview on December 7, 2012 at 2:50
1| pam, the director of nursing (DON] did not give a
comment why monitoring of the AV shunt was not
addressed. -

b 2. A review of Resident 14's clinical record
indicated there was no plan of care o gddress
monikuing the resident’s fiuld intake due fo his
diagnosis of end stage rensi disease and was
recolving hemodialysis three times a week

(Tuesday, Thursday, and Saturday).

A review of the MAR did not include monitoring of
the resident’s fluld intake.

During the medication pass on December 8, 2012
at 10:35 am., LVN 4 stated there was no
monitoring for Buid restriction for Resident 14,
The resident was admitied to the faciiity on
November 30, 2012, 3 total of five days.

A review of the plan of care for chronic renai
faliure, dated November 30, 2012, indicated the
resident was at risk for sdema, fluid overioad,
and elscirolyte imbalance, However, the care

M OMS- 256700240 Provious Versions Clsolete Evant ID:DNag 14 Faciity io: CAST00000ET #continuation sheat Fags 11 of 37
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F 279 | Continued From page 11 F 278
plan did not specify the amount of fluid that could
be taken by the resident {o prevent fluid overioad.
The physician's order was not obtained until
December 5, 2012, five days after his admission
fo the facility,
An interview with the registered nurse (RN 2} on
December 5, 2012, at 11 a.m., she stated the
resident was only admitted to the facility for five
days. RN 2 did not commient how soon a
physician's order for fiuid restriction was to be
oblained. RN 2 stated she would ¢all the diaiysis
unit to find out the amount of the fluid restriction
and then oall the physician to obtaln an order.
A raview of the facility's policy and procedure
titledd, "Care Plans Comprehensive”™, dated August
2008, indicated gach resident's cormprehensive
care plan has been designed {0 incorporate
identified probiem areas, ard risk factors : _
associated with identified problsms. 7349 483.25 FROVIDE
F 308 483.26 PRQVIDE CARE/SERVICES FOR F308] rARE/SERVICES FOR HIGHEST
§6=p | HIGHEST WELL BEING WELL BEING
Each resident must receive and the facility must Corrective  Action  for  Affected
provide the necessary care and services 1o atlain Resident
or maintain the highest pmm&a physical, 141872013
mental, and psychosocial well-being, in Resident 14’s AV shunt was checked and
accordance with the comprehensive assessment no bleeding or swelling noted, bruit and
and plan of care. thril} present.
o ,E | Resident™s care plan was updated 1o
includ itoring of th ident’s AV
This REQUIREMENT is not met as evidenced chunt and Gare 1o be provided to the
by: . resident’s left hand/arm including no
Based on interview and record review, the biood o lab draw instuctions. MAR
faciilty's licensed staff failed to ensure ane of 17 now inclodes monitoring of AY shunt by

sampled residents (Resident 14), arteriovenous

Hicensed staff gshift,

# GM5-2667(02-95) Provious Morsiony Obsokets Event I3, DNas11

Facliity 10 GAD1000D057
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enm | SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF GORRECTION 05
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F 308 | Continued From page 12 F 308 ; com : :
: Precautionary sign is now iIn place in the
shuni (AV shunt, & sargm&y creazed‘ connection resident’s room to indicate no drawing of
between an artery and a vein fo provide access blood for luhs or obfaining blood
dusing hemodislysis, a treaiment that cleans the pressure on the left hand/arm,
blood by removing wastes and excess water from
the body} on the left arm was assessed and
monitored every shift for proper function
according to the facility policy and procedure.
This deﬁééi:gé ?w% had the potential risk for On 121272012, DON and Medical
unrecognized unwanted signs and symptoms and Records Director reviewed  clinical
" { delayed provision of reatmenticare. reconds of all residents receiving dialysis
s ; treaiment to ensure that monitoring of the
Findings! AV shunt is performed and documented
hift eeded, and that
A review of Resident 14's admission records P ecionary ‘igig;s "o I place 10
indicated he was admitied to the facility on indicate no drawing of blood for libs o
November 30, 2012, with diagnoses including obtaiming blood pressure on  the
end stage renal dissass on hemodialysis and lefvhand/arm. No other concern was
diabetes mellitus Type It (dissase affecting how Lientified '
body uses blotd glucose). The resident had an o
AV shunt to his lefl upper arm.
;. |Areviewofthe Minirmum Data Set{MDS)}, &
standardized sssassment tool, dated Dscomber ;
e 2 : . On or before 17182012, the DON will
1, 2(%12, I?dl;:atgg the ?;‘Mt’? mgnmv? ?kﬂi!th re-educate  all  licensed nurses  and
was impaiired and needed maximum assist w . it :
transfers out of bed to the wheelchair. o e g g poliey
On December 7, 2012 at § a.m., a review of . ; . e syen
‘e A et g Nursing Leadership team will continue to
Resiklent 14's MW Adrnistration Regord monitor compliance during their clinical
{W} did not indicate monitoring of the AV shunt and endorsement rounds. Any pegative
site for presenco of brult and thiil, and The findings will be comrected immediately
signs/symptoms of liseding or infection. and reported 1o the Director of Nursing
resident had been admitled to the facility for for further setion
saven days. ’
L3 4
From December 3 to December 7, 2012 at 4 ng&*mmmmmu:;i rgssu: ;:;‘;mme Actio and
p.m., there was no progautionary sign in the Quality Assurance
Gvert IEn DNASYY Faciity iy, CAGIRNOGET ginuation shest Page 130137
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TAG REGULATORY OR L8C IDENTIFYING INFORMATION) YAG CROSSREPERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 309 Gonjnut?é From ;:ag: :a 3; ¢ . F 308 1he Director of Nursing will provide a
resident's room to indicate no drawing of blood surmmary rend analysis of the findings o
forlabs o obigiing bood pressura on te lf the Admnistrator and Quality Assurance
handigrm. and Performance  Impravement
Committee for Sether gvaluation and
During an interview on Decermber 7, 2012 st 10; roonmendations.
1§ a.m., licensed vocational nurse (LVN §) staled
iabs should not be drawn and biood pressures
should not be takern on the resident's arm where
the AV shunt was placed. LVN § stated he F311 483.25 (A)2
thought there was 4 8ign over Resident 14's bed TRE ﬂmrﬁéggwm TO
| 88 seen with other dialysis residents, but there IMPROVE/MAINTAIN ADLS
was none. LVN § siated the staff document :
monitoring in the MAR however, he had no '
| comment why there was no monitoring of the AV g::;ﬁi: 2 Astion for Affec
shunt, On 1262012, ﬁze speoch  therapist
During an interview on December 7, 2012 at 2:50 ﬁ;efaigszqa?;? rmﬁgnﬁ
P, ﬂ;;d;hm Q;zgm{g, g?o:i};{g ‘;‘?t givea . continug regular diet a5 ordered. Resident
comm y mon ng o unt was no " - ,
addressed. zza;&b?en a_b?e to tolerate regular dieg
A review of the facility's policy and procadure :
| Hitled, "Monitoring of AY Shuni®, dated Aprii 2008 171872013
indicated during daily rounds every shift made ‘Action
sure bruit by auscultation and thrill byﬂpai;xfwm All residents with order for sech
was working. check for signs of bleeding, no evaluation for the one month prior 1o
blood pressure or {V (infravenous) on the side of December 10, 2012 were reviewed by the
Z:% ﬁgﬁghunt. apﬁ o mcmd the presernce of bruit Mursing S isor and Medical Records
Ursing Supery oot evaluati
F 311 483.25(a)(2) TREATMENT/SERVICES TO F B e e, Tttt oo
s5=0 | IMPROVEMAINTAIN ADLS i Sommmented n the chvical-rcords,
A resident is given the sppmpna;e treatme ;;2 and Mo other concern was identified,
services to maintain or improve his or hor abilities
. . Measures Adopted to Prevend
specified in paragraph (a){1) of this secfion. Recurren ‘ ,
DON gave a onc-on-ong in-Servics on
This REQUIREMENT is not met as evidenced Ao ::; dg}*’ aﬁﬁ%&ﬁé e
vt 1D:DN4§4T Fociity 0, CAS S ' inasbion shoot Page 14 of 37
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TAG REGULATORY GR LSC IDENTIFYING INFORMATION) L 73 CROSSREFERENCED TO THE APPROPRIATE OATE
F 311 Continued From page 14 _ F 311 refernals for gpeech evaluation should be
by: , carried out and followed up completely.
Based on interview and record review, the facility
sampled residents (2) according to physician's all licensed wnarses on 12113012
order, This had the potential to result in g delay in emphasizing the importance of ensuring
treatment that all orders for referrals should be
. caried out amd followed up completely.
Findings:
. - Medical Records will contimee 0
A review of the clinical record for Rasident 2 conduict daily audit of
facility on Aprif 20, 2012, with diagnoses that inchude verification that all referrals have
included cerebrovascular accident {stroke]), right been dons and documentad in the clinical
side weakness, and dysphagia (difficulty in records. QA Nurse will review the daily
swallowing). telephone order audit.
The Physician's Progress notes had physician's During the daily stand sp meeting, all
doctmentation dated November 27, 2012, refm;ﬁs for spgach wa?fﬁm wlg?gg be
indicating the resident had her gastrostomy {a discussed and followed up.
tube surgically placed through the abdomen wall
and into the stomach for feeding) tube removed Vios
on November 21, 2012, and the resident’s diet Oualifv Assarance ;
| was upgraded iG regular diet. A chestx-ray anda The Director of Nurses will provide a
spasch re-evaluation morcggmd. On sinmary rend analysis of the findings
November 29, 2012, the physician ordered 2 from their clinical records audit to the
re-avaluation. Further review of the clinical Provess Tmprovement Committee for
2‘8@0!‘&; t}}eﬁ;ﬁ ‘::%’;& results of the speech further evaluation and reconmendations.
During an interview and record review with a F314 48325 (c)
ficensed vooalional nurse (L VN 1}, she was not TREATMENT/SERVICES 1”()
age to axplain why the speech re-evaluation was PREVENT/HEAL PRESSURE
not done,
F 314 | 483.25(c) TREATMENT/SVCS TO F314) SORES
$8=n ) PREVENT/HEAL PRESSURE SORES Corrective Action fected
Based on the wmpmmsw@ assessmentafa a. ton 12};10&{}12 Rﬂiﬂﬁ?ﬁt 9,

# MBS 2567 (02-95) Proviows Versions Obtolels Envet®t 153 DNASTY




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 0111072013
’ FORM APRROVED
OMB NO. 0938.0381

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA X2 MULTIPLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF GORREGYHION IDENTIFICATION NUMBER: COMPLEYED
A BUILOING
| , 0888527 8. WING 121102012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STATE, 210 OODE
1430 WEST 6TH STREEY
LOS PALOS GO .
NVALESCENY HOSP SAN PEDRO, CA 90732
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F 314 | Continued From page 15 F314 immediately & re-mssessed by

resident, the facifily must ensurs that a resident
who enters the facilily without pressure sores

does not develop pressure sores unless the
individual's clinical condition demonstrates that

they were unavoidable; and a resident having
pressure sores neoeives necassary treatment and
services to promofe healing, prevent infection and
prevent new sares from developing.

'} This REQUIREMENT is not met as gvidenced
by _

Based on ohservation, record review, and staff
interview, the facility's staff failed fo ensure two of
17 sampled residents (Residents 8 & 10), who
were high risk for developing pressure sores
{persistent redness to the skin and or break in the
skin due to prelonged pressure on the site) or had
axisting prassure sore, wors turned and
repositioned at lpast svery two hours. This
deficient practice had the polential fo cauge
development of new pressure sores or impede

/| the healing of exisling pressure sore.

Findings:

a. Puring observations on December 4, 2012,
from 11:20 a.m, until 3:42 p.m., Resident 8 was
observed on her back In bad with her head
gievated approximately 45 degrees. Resident &
ws%ww%m%mmﬁwnfwmm
fourhours. -

During observations on December §, 2012, from
8:35 a.m. until 10:50 a.m., Resident 9 was
ohserved on her left side,

A review of Rosident 9's Transfer Rocord dated

the Treatment Nurse and the
DON. Resident’s sagro-£ooeyvx
area was ¢lean and pressure sore
appeared to be improving.
Direct caregivers were
immediately giveni & (ne-o-ong
insiraction to ensure twrming and
repositioning i done purssam
i the resident’s care plan.

b. Resident 10 was wrned and
repositioned  immedisiely and
re-asgessed by the Ticatment
Nurse and DON and found no
new skin problem. Regident’s
pressure sore at both side of foot
and the diseelorstion in his
bustocks ares appear 1 be in

- stable  condition. Pireet
caregivers  were immediaiely
given 2 one-omeone instruction
o ensure tygning oand
repositioning is done pursuant
to the resident’s care plan.

o I~ ;mﬁ Corr Lot

Astion

Al residents are likely 1o be affected by
the deficient practice. IDT members
raade rounds fo ensure that the turning
schedule is being followed for residents
who need assisiance i tuming and
repositioning, especially those who are
identified to be high risk.

A CHME-2567(02-09) Pravious Varsions Obsoiste Event it DHA5 ¢
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%43 i SUMMARY STATEMENT OF DEFIOIENCIES 0 | PROVIDER'S PLAN OF CORRECTION o
PREFIX {EACH DEFICIENCY MUST B8 PRECEDED BY FULL (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTHTYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENCY)
F 314 Continued From page 16 F 31| Director of Staff Development gave 3
o December §, 2012, indicated the rasident had one-on-ofte  comnseling to the direct
a Stage |l pressure sore (partial thickness skin varegivers assigned to both residents on
loss involving epidermis, dermis, or both {top the days identified herein.
1/1872613

| assessment and care screening tool, dated

| healing ulcer wound dated October 16, 2012,

layers of the skin]) at the sacroaoccyx area
{tailbone}. .

A review of Resident 9's ciinical record (Face
Sheel} indicated the resident was admitied fo the
facilily on November 24, 2011, Reskiient 9
diagrioses included dementia (loss of brain
function that affects memoury, thinking, language,
judgrnent, and behavior.

The Minimum Data Set (MDS), s standardized

September 6, 2012, indicated Resident 9 had the
ability o understand others and made
ssif-understood. According to the MDS, the
reskient was totally dependent on sialf for
activities of daily living (ADiLs), such as, dressing,
transferring, personal hygiens, and toilet use.

A review of Resident 9's plan of care for siow

indicated the resident was at risk for delayed
healing due to incontinence (unable to control
bowel and bladder}, history of previous pressure
sores, poor bed mobifity, and bedfast with total
assist needed during ADL's indicated a nursing
approach o reposition the resident every two
hours. :

I

b. During observations on December 4, 2012,
from 10:00 a.m. undit 2:25 p.m., Resident 10 was
obsarved on hig right side with pillows hicked
urndferneath and his head elevated approximately

45 degrees. Resident 10 was observed in the
same position for more than four hours.

On or before Janvary 13, 2013, DSD will
also conduct follow-up I-services to all
direct caregivers about the importance of
turning and repositioning  high risk
residents.

DSD and Treatment Nurse will make
perindic announcement of the twmning
schedule via walkie- taltkies (carpiece
device provided to staff that allows them
to communicate with each other). This
announcement  will  remind  direst
caregivers fo turn  ang  reposition
residerts,  Amnouncement will  be
followed up by rounds 1o wverify
compliance. ‘

Monitoring of Corrective

yyan .
Treatment Nurse and DSD will provide a
summary wand analtysis of the findings to
the Administrator and Quality Assurance
and Process Impravemens Committee for
further evaluation and recommendations.

W CHES-2687(02-90) Pravioas Varsions Obsolet
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During observation on December 5, 2012, from
8:440 a.m. until 12:45 p.m. Resident 10 was
observed on his left side with pillows tucked
underneath, and his head elevated spproximetely
4% degress, Resident 10 was observed in the
same posibor for more than four hours.

A review of Resident 10's clinical record {Face
Shest} indicated the resident was admitted o the
facifity on February 3, 2011, Resident 10
diagnoses included encephalopathy (disease of
the brain).

The Minimum Dats Set (MOS), g standardized
assesement and care screaning tool, dated
Getober 27, 2012, ndficaled Resident 10 was

1 non-verbal and needed lotal assistance from stalf
o with his activities of dailly living including dressing,
L bathing, and personal hygiene. According fo the
MDS, the resident required two-person assist in
transferring and repositioning,

A review of Resident 10's pressure sore risk
assessmant dated October 27, 2012, indicated
the resident had a score of nine (a total score of
12 or less repmsents high risk).

A review of Résidam 10's pian of care for
pressune sore (Stage 4, full thickness skin loss
with extersive dwmcﬁm, tissue necrosis, or
damage to muscls, bone, or supporting structures
{e.g., tendon, joint capsule) at both side of foot
dated November 12, 2012, irdicated the resident
was gt risk due Y0 poor bed mobility, anemia {low
redd Slood cell cotrd), and history of previous
glcers included in the approachess was o

eposition the resident every 2 hours or as

KR CMS- 2587 (2093 Peavions Velelons Obaciels Event 1 DR4ZTY Fatiity Iy CARIODO008?
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needed, :

A review of the License Nurse's Notes dated
Dacember 3, 2012, indicated Resident 10
developed a new induration hard mass with red
discoloration, size measured 4.5 x 6 cenlimeters
on the left buttock,

On December 6, 2012 at2: 30 p m., during an

| interview, the certified nursing assistant {CNA 1)

stated, “The resident requires twe people to tum
him; sometimes we are short of staff.” When
asked what the facility's policy on turning
residenis whe are bed bound, CNA 1 stafed,
"Every two hours.”

A review of the facility’s policy tilied,
“‘Repositioning”, revised Aprit 2007 indicated
reposifioning is & common, effsctive infervention
for mnﬁng skin breakdown, promofting
circuiation, and providing pressure relief,
Repositioning Is criticel for a residentwho is
immuodiie or deperndent upon staff for
repositioning, The policy also indicated residents
who are in bed should be on an every 2 hour
fuming program,
483.26(h) FREE OF ACCIDENT
m&ﬁs;supﬁawsimmcﬁs

The fachity must ensure that the resident
environment remains as free of accident hazards
&8s is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents,

314

F 323

F323 483.25 () FREE OF
ACCIDENT HAZARDS
ISUPERVISION MEVICES

One-on-one in-service wag given by the
DON to LVN 6 on 12/11/2012 regarding
ensuring that no medication should be
left on top of the cart wnattended.

A CMS-2587(02-08) Pravious Vardlons Obaclets

Event ID: DN4S11
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This REQUIREMENT is not miet as evidenced Procedure for Identifying Fotentiall
by: Alffected Residents and Coryective
Based on observation, interview, and record Action ‘
review, the facility nursing staff failed to ensure All residents are likely to be affected by
the resident environment remained free of the deficient practice. On or before
accident hazards by leaving prepared 11822013 the DSD & Phanmacy
medications on top of the medicine cart, out of Consultant will conduct medication pass
direct view of the staff. This deficient practice had cbservation on licensed nurses (o identtly
the potential risk for confused residents having any deficient practices, especially that
access to the medications and cause harm. “’?ﬁh concerns medication storage and
: safety.
Findings:
On December . 2012 an o o of the & Measures Ado, Prevent
p.v. medication pass was conducted. Pharmacy Consultant gave an in-service 171822013
| fo all Yicensed numes en 1211872012
2. Tha ficensed vocationa! nurse (LVN 6) vegarding the importance of securing
prepared Resident 3's medications, LVN 6 left ‘medication ot and  not  eaving
the W medications on top of e medication an top of the cart unatiended.
madication cart, went {o the residents’ bathroom
o wash her handsg, DON, DSD, QA nurse sodd the Pharmacy
Consuitant will continue o conduct
b. LVN 6 then prepared Resident 4's medications, random and scheduled medication pass
Isft the prepared medications on top of the ohservation to ensurs thet licensed nurses
medication cart, went to the residents’ bathroom are observing safety procedures and not
fo obtain paper towels. leaving prepared medication on top of
the cart unattended.
During an inte,mewwith LW¥N 6 on December 5,
2012 at 5:45 p.m., the nurse gave no answer Monitering of €
when it was pointad out the medications were out uality Assurance
of visual site twice during the medication pass. DON and DSD will provide & summary
trend amalysis of the findings to the
The facility policy and procedure titied, Administrator and Quality Assurance and
"Preparation for Medication Administration” Process Improvement Commiitee for
without a date, indicated no madications are kept further evahuation sod recommendations.
on top of the cart. The cart must be clearly visible
1o the personnel administering medications. F328 483.25 (K) TREATMENTACARE
F 328 483.25(k) TR&ATIWENWC&RE FOR SPECIAL F 328! FORSPECIAL NEEDS

W CME-2587{02-99) Previcus Varsions Obstlote
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&8=D | NEEDS . live Action for
Resxdent
The facility must ensure that residents receive Resident was re-assessed immediately.
proper treatment and care for the following 07 sat level was 96, Resident 14 have
special services: oceasional complaints of shortuess of
Injections; breath. M3 was notified and ordered to
Parenteral and enteral fluids, administer oxygen at 2 liters via nasal
Colostomy, ureterostomy, or ileostomy care; canula PRN,
Tracheostomy care;
Tracheal suctioning;
Respiratory care;
Foot care; and Action
Prostheses, All residents receiving oxygen weore
reviewsd by the Nurse Sapervisor on
12012012 10 ensore thut there s a
This REQUIREMENT Is not met as evidenced | physisian’s order i place for the
by:
Based on interview and record rgview, the
faciiity's licensed siaff falled 1 snsure physician's ,
order was obtained for the admiristration of V182013
oxygen for one 17 samplad residents (Resident On 127112012, DON gave an in-serviee
14). This deficient practice bad the potential risk 1o ali Heensed nurses on ensuring that
for the deveiopment of advermse reactions from physician’s order is obtsined for the
oxygen therapy. sdministration  of oxygen and the
potential rigk for the development of
Findings: adverse reactions from oxygen therapy.
A review of Resident 14's admission records All residents with physician’s order for
indicated he' was admitted to the facility on Oxygen therapy ave listed on the
November 30, 2012, with diagnoses including facility’s Roster Matrix (a spreadsheet
end stage renal disease (kidneys unable to documnent that provides a list of special
termove waste products from the body) on needs and  snapshot  of  resident
hemodialysis {removal of toxic waste products information). Facllity will reinforce use
from the kidneys). of the Roster Matrix during daily rounds
and QA audit of the charts 1o ensurs that
A review of the Minimurn Dala Set (MDS), 8 medicationfireatment such as
standardized assessment tool, dated December administration of oxygen are only given
1, 2012, indicated the resident's cognitive skill pursiant to a physiclan’s order, -
Event IKx DNA%I4 Faciity 1D CARIINK0ST - ¥ ponfinuation shest Page 2§ of 37
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was impaired and needed maximum assisiance
from staff io get out of bed to 2 wheelchair.

During observations on December 3, 2012 at : .
12:15 p.m., and December 8, 2012 at 9:20 a.m., DON and D%D will ;m:}\’lde“ 2 SUIInETY
Resident 14 was receiving oxygen via nasal tend analysis of the findings to the

Process Improvemenr Committee for

1 A review of t;ha admission physician‘s prders, further evaluation and recommendations.
dated November 30, 2012, there was no order for

oxygen.

During an interviow on Degember 7, 2M2 &t 3115
a.m., the icensed vocational nurse (LVN 5)

i stated he did not know if oxygen was ordered for
the resident. LVN 5 stated he would sheck the
chinical record for the physician's orders. At the (e -
-1 sams timse, the Medication Administration Record

{MAR} was reviewed with LVN 5 for oxygen '
saturation (& measurament, using a speciai
device, of how much oxygen is bsing carried by
the biood as ¢ percentage of the maximum it
could carry} monitoring, none was found.

A review of the Licensed Nurses Notes indicated
documentation from December 3, 2012, of the
resident receiving oxygen at 2 liters per minute.

A review of the facility's policy and procedure
titted, “Oxygen Administration”, dated March 2004
indicated the purpose of the procedure is fo
provide guidelines for safe oxygen adminisiration:

1. Verify there are physician's orders, and review
the facility's profocot.

2. Review the resident’s care plan 10 assess for
any special need for the resident. ‘
Assessment Before administering oxygen and

W CHES-2567(02-99) Prewiouss Visrsions Obsotete Eveot 10 DN4514 Fackitty 10 CAPI0000057 If continuation sheet Page 22 of 37
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while the residant is receiving oxygen therapy

assess for signs and symptoms of cyanosis (biue
tone o skin and mucous membranes), hypoxia,
axygen foxicity, lung sounds, vital signs, oxygen
saturation, and other laboratory results, if
applicabie. ,

After completing the oxygen set up the following
information should be recorded in the resident’s
redical record: date, time, name and title of staff,
rate of the oxygen flow, route and ratiohal, the
frequency and duration of the treatment.

F¥72 483.35 ()(3) MSPOSE
GARBAGE & REFUSE PROPERLY

Corrective Action for Affected Areals
The trash bin was removed and the

F 3721 483.36(1)(3) DISPOSE GARBAGE & REFUSE F 372 ”
&8=D | PROPERLY surroanding area  was  cleansd
immediately on December &, 2012
The facility must dispose of garbage and refuse : . :
properly. v = g 9 [ Procedure for Hdentifving Potentinlty
: ' : Affected Areas and Corvective Action

Maintenance  Supervisor and  the
Administrative Assistant conductsd an

This REQUIREMENT is not met as evidenced 1 . A »
: envirommnental inspection of the facility

by :
Based on observation and interview, the facility grounds o identify any potentially
failed 1o dispose of garbage properly. The fallure affected  aress. No  concems  was
io properly dispose of garbage has a potential for identified.
harborags snd fesding of pesls. _
M pigg to rreved
gsf.' S Adminitrator had o ongeonine  in- 11872613
On Decembar 3 -5, 2012, during the survey, there service with the Maintenance Supervisor
was 8 large trash bin located in the parking iof on 12/6/2012 regarding proper garbage
used by visitors and siaff that was full of trash disposal.
aruf fumitive Hems, Thete was trash observed on
the ground. The trash items included food bags Maintenance Supervisor also discussed
and other unknown item inside yeliow plastic deficieney noted with the maintepance
bags located near the large trash. staff on 12/672012 io promote awareness
' ' of the regulation, o emphasize the
On Decemnber §, 2012 at10:30 am,, during an < Hmportance of misintaining & safe and
1 interview with the maintenance supervisor, he clean environment, and to epoourage
stated the large trash bin would be removed reporting of any identified concern.
M CRMS.ZEET02.09) Pravioys Versions Dbaolets Event [D:DN4511 Facility i): CAR10000057 K continuation sheet Page 23 of 37



Maintenance Sfl will contime o
conduct thelr dadly environmental rounds
and follow thelr scheduled groumdy
mainienance schedale o ensurs that the
protecol  on garbage  disposal  is
consistently followed.

Munitoring of Corrective Ax

Quality Assarance

Maintenance Supervisor and
Administrative Assistant will provide 2
surnmery trend analysiz of the findings w
the Administrator and Quality Assurance
and Process Improvement Committee for
further evalmation and recommendations.
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tomorrow, Dacember 8, 2012, He aiso stated he
waould have the parking 1ot cleaned.
F 386 | 433.40{h) PHYSICIAN VISITS - REVIEW F 388
5= | CARE/NOTES/ORDERS F386 483.40 (b) PHYSICIAN VISITS
~ REVIEW CAREANOTES/ORDERS
The - , ,
mifm gmﬁc ngm §:&mmwowns f;?;ta; Corrective Action for Affected
treatments, at each visit required by paragraph (c) Residents o
| of this section: write, sigz?gﬁd ziafey progress All physician orders that were identified
notes at ¢ach visit; and sign and date all orders in this deficiency bave already been
with the exception of influsnza and pneurnococeal signed by the physicians as of 1182012,
polysaccharide vaccines, which may be
administered per physiclan-approved faciff Procedure for Iden Potentially
per ph Ay Affected Residents and Corrective

policy afler an assessment for contraindications.
. Action

| On-goifig/daily audit of current clinical
This REQU!REMENT js not met as evidenced Tecords are being conducted by Medical
by: Records staff 16 ensure that all
Based on record reviews and staff interviews, the physician’s orders are signed within 5
facility failed to ensure the telaphone/verbal days.

orders were signed off by the responsible
physician within five days as indicated in the
tacility's policy for two of 17 sampled residents {9
& 100 and 12 randomly selected residents (RS

Mmures Adapt ed to Prevent

18, 19, 20, 21, 22, 23, 24, 25, 26, 27, 28, & 28). Al telephome: orders are now being faxed
\ daily to the physicians’ offices fwr 111872013
Failure of the facifity o ensure the physician sign signatures. Signed copies are faxed back
off their arders, could lead to an unsafe practice to the facilities and filed in the clinical
with potential risk for increased medical efrors. records.
Findings: Follow-up audit is made daily and copies
of telephone orders that remain ausigned
a. On December B, 2012, a review of Resident are physically delivered ot
's clinical record (Face Sheel} indicalad the physicians” offices seversl times 3 week
resident was admitied to the faciiily on November to ensure that physician ordars are signed
24, 2011. Reskient 9's diagnoses included history within 5 days from the date the telephone
of distal femur fracture (broken thigh bons), and order was made. .

dermentia {8 a loss of brain function that affects

Daily telephone order sudis will continue
Faciitfmbeadonment checked by tieidtndinsiatieot Page 24 of 37
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memory, thinking, language, judgment, and Telephone orders that are mot signed
behavior), withinn 4 days will be reported to the
Administrator for immediate
A review of Resident 8's Physician and intervention.
Telephona Orders dafed October 18, 2012, and
November 18, 2012, indicated the physician's Administrator gave an in-service to all
signature was left blank for at least 47 days. medical records staff on 1271142812
. regarding the policy and procedwre of
"1 b, On December &, 2012, a review of Residen! ensuring that kiephone orders are signed
10's clinical record (Face Sheet) indicated the off by the physician within 5 days. On
residant was admitted lo the faciiity on February 12/11/2012, the DON alse gave an in-
3, 2011, Resident 10's diagnoses included service 10 the licensed nurses regarding
seizure disorder, encephalopathy (disorder of this regulation.
disease of the brain), dysphagia {difficulty B ,
-| swallowing), and acute kidney failure. itoring of '
) Quaﬁtv Assuram
| A review of Resident 10's Physician and .
-| Tetephone Crders dated September 29, 2012, Medical Records Supervisor will provide
and October 14, 2012, indicated the physician's a summary trend analysis of the findings
signature was left blank for 86 days. to the Adnumisirator and  Quality
Assurance  and  Pracess  Bmprovement
¢. On Decamber §, 2012, a review of RS 18's Cormmittes for further evaluation and
clinical record {Face Sheel) indicated the reskient recommendations.
was admitted o the facility on August 18, 2012,
RS 18's diagnoses included chronic pain
syndrome, muscle weakness, and dementia.
A review of RE 18's Initial Physigian's Order
dated August 16, 2012, indicated physiclan's
signature was left blank for 110 days.
d. On December 8, 2012, a review of RS 19
clinical record {Fane Sheet} indicated the rasident
was admitted o the faciity on March 28, 2012,
RS 19's diagnoses included seizure disorder,
depress:an, and dementla
A review of RS 19's Physician and Telephone
Event 1D DHASTE Facilily 1D: CAFHOD000ST i continustion sheef Page 25 of37
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Orders dated from Novembaer 26, 2012, thraugh
November 28, 2012, indicated the physioian's
signature was left blank for at least 89 days.

€. On Dacember 5, 2012, a review of RS 20's
clindcal recond {Face Sheef) indicated the resident
was admittad to the facility on March 25, 2011,
RS 20's diagnoses inclyded high blood pressure,

I muscle weakness, and high cholesterol,

A review of RS 20's initial Physician's Orders
dated November 21, 2012, indicated the
physician's signature was it blank for 14 days,

£ On December §, 2012, a review of RS 21's

cinival record (Face Sheet) indicated the resident

was admitted o the facility on July 30, 2008. RS
21's diagnoses included high blood pressure and
anemia {low red blood cells),

A review of RS 21's Physician and Telephone
Orders dated from Novemnber 4, 2012, to
Novernber 14, 2012, indicated the physician's
signature was lefl blank for at least 31 days.

g. On December 8§, 2012, a roview of RS 22's

clinical record (Face Shaeet} indicated the resident

wag admitied {o the facility on May 10, 2011. RS
22's diaghoses included selzure disorder, high
blood pressure, and high cholestersl,

A review of RS 22's Physician Orders for
September 2012 indicated the physician's
signature was left blank for 95 days.

h. On December 5, 2012, a review of RS 23's

ciinical record (Face Sheet) indicated the resident

was admitted to the facifity on December 28,

F 388
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2008, RS 23's diagnoses included anxiety

«f Orders dated November 29, 2012, indicated the

disorder, osteparthritis, and hearing loss.

A review of RS 23's Physician and Telsphone
Orders dated November 29, 2012, indicated the
physician’s signature was left blank for six days.

i. On December §, 2012, a review of RS 24's
clinical record {(Face Sheet) indicated the resident
was admitied (o the facility on Aprii 24, 2012. RS
24's dagnoses inciuded Parkinson's disorder
{disease of the brain that leads to shaking
[tremors] and difficulty with walking, movermnent,
and ceordination) and high blood pressure.

A review of RE 24's Physician and Telephone
physician's signature was leff blank for six days.

j. On December 5, 2012, a review of RS 25's
clinical record {Face Sheet) indicated the resident
wag admitted {o the facility on November 18,
2012. RS 28's diagnoses included urdnary tract
infection, depression, and demantia.

A review of RS 25's Physician and Telephone
Orders dated November 20, 2012, through
November 30, 2012, indicated the physician's
gignature was left for at least & days.

k. On December 5, 2012, o reviow of RS 28
clinical record (Face Sheel) indicated the resident
was admitted to the facility on Mareh 9, 2008,
Ragident 26's diagnoses included ansmia, and
schizophrenia (mental disorder marked by
severely impaired thinking, emotions, and
behaviors), ' '
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" Novembaer 20, 2012, through Novernber 21, 2012,

Cordinued From page 27

A review of RS 26's Physician's Orders dated
month Geolober 2012 and November 2012, the
physician’s signature was lefl blank for af least 86

days.

L On December 5, 2012, a review of RE 27's
clirdeal record (Face Shesl) indicated the resident
was admitted to the faciiity on August 24, 2012,
RS 27's diagnoses included heart disease and
lung cancer.

A review of RS 27's Physician's Orders dated
November 4, 2612 through November 16, 2012,
indicated the physician's signature was left blank
for at least 31 days.

m. On Becember B, 2012, & ceview of RS 28's
ciinica! record (Face Shest) indicated the resident
was admitied o the faciiity on September 28,
2012, RS 28's diagnoses inciuded anemia and

schizophrenia.
A review of R§ 28's Physician's Orders dated

indicated the physician's signature was left blank
for a1 jsast 15 days.,

n. On Decembaer §, 2012, & review of RS 26's
clinical record {Face Sheet) indicated the resident
was admitted to the facllity on July 12, 2012. RS
28's diagnoses included chronic pain syndrome,
high blood pressure, and anxiety disorder.

A review of RS 20's Physician's Orders dated
Septermber 30, 2012, through October 6, 2012,
indicated the physician’s signature was left biank
for at least 68 days.

F 388
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| "Medical record personnel make rounds svery

i nged to sigh and the nurses are supposed fo do

Continued From page 28

During an interview on Dacember 10, 2012 at
14:20 a.m., the director of nursing {DON) steted
medical record and nursing were responsible i
ensuring the physicians sign off thair orders,
Whan asked what s the facility's poficy and
procadure about doctor's orders, the DON stated,
“The medical doctor (MD} has five days to sign

An irserview with medical record supervisor on
{ecember 10, 2012 at 11:30 a.m., she stated,

morning and ook at every chart in the facility and
put the red tags on the ones Hhat the doctors

that too when they have new orders.”

A review of the faciiity's undated policy titled,
"Physician Medication Orders,” indicated afl drug
and biclogical orders shall be writien, dated, and
signed by the parson lawhully authorized to give
such an order. The policy alsa indicated the drug
and freatment orders shall be sigred by the
prescriber within & days.

4§3.60{a),{b} PHARMACEUTICAL 8YC -
ACCURATE PROCEDURES, RPH

The faciiity must provide roufine and emergency
¢rugs and biclogicals to its residents, or obtain
them under an agresment described in
§4083.75(h) of this parl. The facilify may permit
unlicensed personnst o administer drugs if State
law permits, but only under the general
supervigion of a licensed nurse,

A facility must provide pharmaceutical services
{inciuding procedures that asswre the gocurate
souiring, receiving, dispensing, and

F 386

F 428

F425 483.60 (b) PHARMACEUTICAL
SVC-ACCURATE PROCEDURES
RPH

Corrertive Artion for Affected
Residents .

Resident was immediately placed on 72- . |
hour mondoring  for ]
reaction. No adverse rsaction noted and
resident remained i stable condition.

adverse  drug

b GIG.2687102-99) PrwvioLs Vaesions Obacketa

Event ik DHN4TH1
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F 425 Continued From page 28 F 428 4 hsici i ol
administering of all drugs and biclog to meet Auending physician and - respansiblo
the neads Qfgmh resit?ent’ icats) party were notified of the medication
) grror and resident’s stable condiion on
The facility must employ or oblain the services of 127572012,
a licensed pharmacist who providas consultation
of: alf aspects of the provision of pharmacy
services in the facilily.
Medication pass observation of licensed
nurses by Pharmacy Consuitant apd DSD
This REQUIREMENT Is not met as evidenced will be completed by 1/18/2013.
by:
| Based on observation, interview, and record Meagures Adopted to Prevent
review, the facility failed to ensure the residents . Beeurrence
were given medications accurately acconding {o K ) N
"+ | physician's order for one of six residents LVN 6 is 00 longer in the facility. ‘
observed during medication 4), Resident 4 /187200
was given a double dose of {a medication Pharmacy Comsultant  conducted 2
used o treat some psychotic gisorders). Thig general fn-service to all licensed nurses
deficient practios had the polential to result in on  12/187012  regarding  general
adverss side affecds, medication pass  guidelines,  with
emphasis on ensuring that medications
Findings: ars given accurately according to the
‘ physician’s order,
On Decamber 5, 2012, during an observation of o . )
the 5 p.m. medication pass, the licensed Med}cation pass  observation  will
vocational nurse (LVN 6)administered one cubic continus to be vonducted quarterly or us
centimater (o) [two milligrams per ¢e] ¢ i needed by the Pharmacy Consultant and
Norco {used to relleve moderate to gevers pan nsh.
one tablet, caloium 800 milligrams, vitamin D400
intemational units, and Colace {stool softener) grrective Action and
five & fo Resident 4.
A reconcifiation of the physician's orders indicated DON will provide » summary trend
an order dated November 18, 2012, to give analysis  of the findings 'to the
IR cre miligram (one haf oc) twice daily. Administrator and Quality Assirance and
' Process Improvement Committee for
.. further evaluation and recommendations.
¥ CMS-25687{02-99) Pravious Varsions Dbsolste Evont 1 DS Faciftty ID; CAINOGOST i vordinuation sheet Page 30 of 37
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During an imterview on December 6, 2012 at 545
p.m., LVN 6 stated she misread the label change K441 483.65 INFECTION CONTROL,
o the medication botile, PREVENT SFREAD, LINERS
F 441 1 483,65 INFECTION CONTROL, PREVENT F 441 .
sexp | SPREAD, LINENS Corrective  Action  for  Affecied
Residents
The faciiity must establish and maintain an Resident 8 was immediotely placed in
contact isolation on 12/672012.

| Program under which it -

Infection Control Program designed fo provide a
safe, sanitary and comforiable environment and
to help prevent the development and transmission
of disease and infection.

{a) infection Control Program
The facility must esteblish an Infection Conirof

{1) Investigates, controls, and prevents infections
in the facility,

(2) Deciies what procedures, such as isolation,
should be applied to an ingividual resklent; and
{3) Maintaing a record of ingigents and corrective
gotions related to infections.

{b} Preventing Spread of Infection

{1) When the infection Contral Program
determines that a resident needs isclation to
pravent the spread of infection, the faclily must
isolate the resident,

{2} The facility must prohibit empioyees with 2
communicable disease or infected skin lesions
from direct contact with residents or their food, ¥
direct confact will trapsmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident oontact for which
hand washing Is indicated by accepled
professions! practice. -

{c) linens
Pergonnel must handie, siors, process and

Frovedure for Identifving Potentially
Affected Residenis and Correetive

Action

Bowel movement records were reviewed
and CN.As were interviewsd by the
Treatment Nurse and DSD 1o identify
residents who has watery, foul-smeliing
stools and who are potentially infected
by C-diff. No ather resident was
identified.

to . Prevent

I-service was given by the DON @ all
licensed nurses on 12/7/2012 regarding
focility soloy and procedure titled
Infection Control Geidelings for sl
Nursing Procedure, with emphasis on
providing  immediste  precastionary
measure in the event of suspecied
presense of infectious disease such as C-
Dift.

Bowel movement reports will continue to
be submitted to by the CN.A3 w
licensed nurses on a daily basis and
dmcumé i zhe stand«zz;.a meetmg for

118726
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transport inens 5o a8 to prevent the spread of g‘*{ﬁ":ﬁfg&tﬁ’ W to have
infectian. - recantionary
measures {z.g., nurving staff to wear

;’his REQUIREMENT is not met as evidenced
V.

Basad on cbservaiion, interviow, and record
review, the facility's licenzsed staff failed to
practics Infection control measures for one of 17
'| sampled residents (Resident 8), while awaiting
test results for Clostridium difficile {C. difficile, 2
contagious bacterial infection in the stool), This
deficient Wﬂz}e had the potential to cause
spread of Ffection.

Findings:

A review of Resident B's admission records
indicated he was adimitied to the facilify un
November 19, 2012, with diagnoses including
small bowel obstruction) and chronic hepatitis C
(viral infection affecting ihe liver},

A Minimum Data Set (MDS), a standardized
assessment {ool, daied November 25, 2012,
indicated the resident understood others, and
was understood by others, The resident required
extensive assistance from staff with dressing,

bathing and personaj hygienae.

A review of the physician's orders, dated
Dacember &, 2012 at 9:10 a.m., indicated to
obtain laboratory tests for the detection of C,
difficite titer,

An inferview on December 8, 2012 at 3p.m,, the
registered nurse {RN 2} stated she had obiained

isolation gown during provision of care)
wit] presence of infection or lack thereof
5 confirmed.

Menitoring of Corrective Action and
Quaiity Assurance

DON will provide a summary trend
amalysis  of the findings i¢  the
Adminigirator and Quality Assurance and
Provess Dmprovement Cormitice for
further evaluation and recommendations.
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F 441 Continued From page 32

orders from the physician for laboratory lests due
{c the resident’s comiplaint of loose stools and
was waiting for the results, RN 2 had no
comment why there were no precautionary
mgasures observed such as wearing isolation
gown during provision of care {0 the resident
while waiting for the laboratory results.

On Decamber 8, 2012 at 4:15 p.m., at Nurses
Station 1, the ficansed vocational nurse (LVN 8)
‘1 siated he was contacting the physician of the
positive laboratory results for C. difficiie for
Residant 8. When interviewsd, the direclor of
nursing gave no comment ¥ the resident was o
be placed on contact isolation while awsiting the
aboratory resulls,

A raview of the fagility's policy and procedure
{P&P] titled, Infection Control Guidefines for all
Nursing Procedures, dated December 2007
indicated standard precautions would be used in
the care of gl residents in ali situafions
;. , | regardiess of suspected or confinned presence of
| infectious diseasss. in addition 16 these ganeral
guidelines, refer to procedures for any specific
infection control precavtions that may be
warranted.
F 502 { 483.75(){ 1) ADMINISTRATION

S8

The facility must provide or obtain laboratory
services 1o meet the needs of its residents. The
faciity is fespwsible for the quality and timefiness
of the senices.
This REQUIREMENT is not met as svidenced

by
Based on record review and interview, the facility

F 441

F 502
F502 48375 ADMINISTRATION

for  Affecied

m;dem 11%s antending physician was
notified and ordered STAT (BL and
BME, Resident continued w refuse iab,
Review of the resident’s most recent lab
results {Angast 2012) indicated that CRC
and BMP are 212 wzthm uormai finits,

| OMS.2567(102:99) Pravious Veesicns Obsolete Event D N4
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| dresw for complete bioad count (CBC) and basic

failed to ensure one of 17 sampled residents (11}
laboratory tests were drawn in accordance o the
physician's order. There was no documented
avideree the lab tests were drawn for the month
of February 2012 when i was ordered and for the
month of May 2012, This deficient practice had
the polential to cause the physician the inability o
monitor énd promplly atidress any lab
abnormalities for Resident 11,

Findings:

A review of the Physiclan's Orders datad
February 2, 20112, indicated an order for biood

metabolic pane! (BMP, blood test to evaluate
current statug of the kidneys as well as electrolyte
and acid/base balance and level of blood glicose
or sugar) to be done every three months.

On Dacembar 7, 2012, a review of Resident 11's
clinical record (Face Shest) indicated the resident
was admitted o the facillly on July 7, 2011,
Resident 11's diagnuses included paranoid
{menial iflness characterized by
swons], righ blood pressurs, and muscie
weakness,

The Minimum Data Set (MDS), 2 standardized
assessment and care soreening tool, dated Aprdl
4, 2012, inddicated Resident 11 had the abliity {o
undersiand others and made seifundersiood,
According to the MDS, the resident nesded
fimited assistance from staff with her aciivities of
dafly living (ADLs}, such as, dressing, walking,
and ket use,

During an interview on December 7, 2012, at 2,38

_. e ami o

Aclion

Al Iab srders for the month of December
ay well as those with orders for-routine
jab works were reviewsd by Medical
Eacords (o onsure that all scheduled Inb
orders are Jogeed in the facility’s Iab
binder nader the month/date that the labs
are ordered 10 be drawn and are estered
inte the lsboratory computer systern.

No other concern was reported.

171872013

In-service was given by the DON oa
121172012 to  licensed mnurses and
medical records staff regarding ensuring
that lab works are done ag ordered.

Medical revords will contine thelr audit
of Isboratory orders fo ensure that lab
orders are dore a3 scheduled dnd dhat
results ave cohtained/communionted to
Mivand fled and documenmed in the
¢linical records.

QA Nurse will review lab binders daily,
In addition, Medical Records supervisor
will perform a monthly reconciliation of
the facility list with laboratory list of
routine lab work, Lab requisition formg
for these rootine Jabs will be filed in the
facility’s lab binder under the respective
mordh/date  that  the labs  axe
-ordered/scheduled to be drawn.

1M CMS-2567(02-99) Pravious Varsions Obsolain Event I} DNAS11
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p.m. the license vocational murse (LVN 1) Maonitoring of Corrective Action and
supervisor stated, ™| cannot find the blood test Onslity Assurance
results for the months of February and May. We . .
can call the laboratory services to confirm if it was DON will provide a summary trend
done or not." When the registered nurse (RN) analysis of the findings 1o the
supervisor was asked what happens if a resident Addministrator and Quality Assurance and
Process  DImprovement Committee  for

refuse to have his/her bload drawn, she

responded, “The nurse has to document in the

license nurses notes to indicate that and to notify

the primary physician.” When asked if she could

1 find any documentation of Resident 11 refusing
hNer biood draws on those months, she stated,

. 0

During a telephone interview on December 7,
2012 at 2:50 p.m., the customer service
laboratory representative stated there were no
fabs drawn in the months of February and May
2012 for Resldent 11.

A review of the facility’s undated policy titied, “L.ab
Protocoi-Day 17, indicated charge nurse recelving
. | the order will carry out the order and prepare iab

firrther evaluation and recommendations.

request and will oblain spedimen.
F 514 4837501} RES F 514
ss= | RECORDS-COMPLETEACCURATE/ACCESSIB
LE F314 483.75((1) RES RECORDS.
COMPLETEACCURATE/ACCESST
The facillly must maintaln clinical records on each BLE

resident in accordance with accepted professional \
standards and practices that are complete; { ve . Acth Affected
mmwy fzfawmisd readily accessibie; and Residents

wgamzed As stated iIn the deficiency, Resident 15
‘ has already been discharged from the
facility on November 21, 2012, No

for

The ciinicel record must contain sufficient

information to ientify the resident; a record of the concern sbowt belongings was received
resident's assessments; the plan of care and from Resident 15 singe bhe lell the
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resident's admigsion to the facility, and
documented on the inventory lists. Individual's
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