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' The following reflects the findings of the ‘ ’ Reviowed By YES ,-\M"ES
. California Department of Public Health-Licensing ; :
- and Certification, during @ RECERTIFICATION | Fax .
sUTVERY. . Origingl
i Representing the California Department of Fublic '
' Health-Licengsing and Certification by Federal :
_Survey ID: # 28631 RN, HFEN and # 36057 RN, i
' HFEN. :
Capaciy: 70 i :
Census: 9 ! Fa53 |
 Gample! 5 " e)Maintenance issues identified have been !
F 253! 483,15()(2) HOUSEKEEPING & F 253, corructed ai follows:
§5=8 ' MAINTENANCE SERVICES " -Hallways repainted throughout the facility
i . . - -Pillow returned to soiled linan uposa :
 The (acility mugt provide hausekeeping and  dentiBeation. |
| maintenance services necessary to maintein a | “Tile in shower roorn repeired o
i sanitary, ondérly, and comforiable Interior. | “Cavds wets secured and new covers placed.
! -Linoleum in bathzoom zeplacsd
o ~interior of patient rooms repainted foliowi
This REQUIREMENT is not met &s avidenced * \optopriats smpping ofdpnt
oy ' | ! -Bracket for thermostat replaced.
Based on observations, statf interviews, and -Plumbing repaired leaks in hathroom.

administrative dooument raviews, the fagility
failed to provige an orderly, comfortable and
homelike environment for residents of the fagility
when the east wing hallway, resident rooma, :
restrooms, and showet reom, were nof well ;
maintained. -

gt rigk of depression due fo ponry kept

 Thesa failures had the potential to place residents
’ surroundings and Injury due to safely hazards.

 Findinge:

-Area surrownding south exit door was re-

painted following appropriate stripping of old
aint.

- «Outlet & cords above door secured and

eavared.

~Missing area of wall vepaired following

plumbing repeirs.

-Bulletin board and tv cabinet wars regaoved

: and disposed of Room received terminal :

. cleaning,

* -Nalls cemoved from wall upon identification.

. ~Policy for facility maintenance revived

Any deflciency statemy with en astbifk (%) denctas a daficiensy wh
pther safeguards pro

folowing the dais of 5
days follewing the

program particlpation.
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On 4/26(16 starting at 9:50 a.m., cbservations on

the inttial tour and & concurrnt Interview with the

Interim Director of Nurses ((IDON) was

conducted. Standing near the nurses station

looking down the hall, every wall had multiple
_areas which had been touehed up with paint. The |

IDON confirmed the observation and stated, ‘It is
- unattractive. |t louks like they've mixed enamel
_and flgt paints. You shouiin't be able to see 1
 every area they repainted.” ' \

| On 4/26/16 &t 10:03 a.m,, & pillow was observed
! lying on the shower room ficor. Flaor tiles were

! missing In two areas; one area was six inches by
 ong inch and the other area was three inches by |
| 1inch. The IDON confirmed these observations
! and stated, I don't knew why the pillow is there, it

shouldn't be on the floor, | dign't kaow there were
| tiles missing. It needs fixed."

On 4/26/18 at 10:05 a.m., Room  nad covered
| corde running back and forth, and up and down,
1 on the walls. An uncovered telephone card was
! secured to the wall &t one end, &nd the portion
i that was not secured was partially colled and
| dangled from the receptacie. Psint wes applied
| 4o walls over unpatehed and pesling paint, sume
| areas wene not covensd completely, Paint was
" allowed to get o the basa boards and the cord

covers In spots, The IDON confirmed the
. observations and stated she couldn't explain why
the cords were all over the walls. The IDON

stated, "The room had not bean maintained to
industry standards. Paint was applied without any
! surface prep of patching, and applied on top of
' peeling paint.

- On 4/28/16 at 10;1Q a.m., the restroom betwsen
Room and Room  had a twa inch triangle

b) Upon transfer of owaership all resideat
rooms were agsezsad by maintenance and
construction team to 356288 any remaining
| issucy within the facility. Additjenal issues,
: when found, ware repaired prompty.
Al sew housekeeping staff have been oriented
to the facility and participsted in a facility-wide
round sonducted with administration to assess
for any immediate issues with clounliness.
A deep cleaning was performed on ull sesident
“vooms, and each room will undergo deep
clesning once per month going forward.
€
' Maintenance stuff will xound on one hallway
. per week to monitor for any structural,
electrical or other issues that fail 1o meet code,
:epmmafacyrisk,ordiminisheuhe :
facilivy’s aesthetic. Any issues discoversdwill
be schedwled for immediate repair, A written
-summary of issues identified, and thely sub-
' sequent repairs will be completed by the maint |
supervisor and submitted ta the administrator |
iatthe end of éach month.
: The environmental sapervisor will zound with
housekcuping staff in conjunction with the deep
cleaning schedule to assess for compliance with
| facility policies regarding the cleanliness of
: resident rooms, showers, and social/common
| areas.
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shnped plece of inoleum missing in the doorway;
"the door jam at the floor was scuffed,and
: cracked; unaven and discolored caulking filled a
i half inch to one inch gap between the sink and
" the wall;, and three pleces of wadded up paper
towe! ware on the floor, The IDON confirmed
these observations. The IDON stated, "The
maintenance’is not up to par” The IDON stated
the area where the linoleum was missing and the
duor Jam was ¢racked appear 10 be "dirty". The
IDON stated, *There is no excuse for the paper
towels to ba on the fioor."

. (
On 4/26/16 at 10:15 a.m., the south exit door
leading to the patio, had covered cord at both l
gldes and around the top of the door. Thecord |
 cover was not gontinuous. Cord and unpainted |
' sreas were observed where the cord cover was 1
! Interrupted. A two by two inch plug was
i permanently secured to the electnc outlet witha |
j bent metal bracket scrawed to the wall. Thare |
: was peeling paint above the door which exposed
. black and pink fiowe:ed wall paper. The IDON -
: stated, "The building maintenance leaves a lut to
' be desirted. | don't krnow how or why this kind of
"work is toleraiad. 1t sioppy and it looks bad.”

On 4/26/1& at 10:18 a.m., & thermostat on the
- wall neer Roem  was observed. A metal bracket
. attached it to the wall and thers was
' approximately one inch of play that allowed the |
. Your by four by twa inch box to fall forward and not;
- it fiugh with the wall. The IDON cenfirmed the
: pbservation and stated, "I don't know who did that !
: or anyone that would think that is okay." :

: On 4/26/16 at 10:21 a.m., an observation and
- eoncurrent interview with the Registersd Nurse
i on duty, Licensed Nurse (LN) 1 was condugted.

+ d) Reports detailing any issues discovered

i during detailed i © will be submittad to the

- admin. monthly. Administrator will compile

© sttisrical data regarding repairs, structuzal

- issmes, and the status of the facility's
deapliness at quarterly QA/COY committee

 meetings. This report will be a permunent

; componant of the CQI process. Any trends

| identified with any of these sreas will be

l tracked monthly with subsequeat action
Plans to be submitted by ESS & Maint with

‘ reports on resolvtion to the committee.

; ¢) Completed 5/19/16
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LN 1 ststed the tollet did nat work. An eight by
gight inch araa of wall behind the teilat was

| issing. LN 1 confirmed these observations and !

‘ stated the toilet had “not worked well for awhile”
1 and had required multiple repalrs.

-On 4/27(16 &t ¢ a.m., an observation and
concurrent interview were canducted with the :

| iDON In uneseupied Room  The bulletin board

| was cavared with wrinkled, blue paper with hales
and white marks on &, The TV cabinet had = four '

| Inch raund hole, with nail holes in the front of the

' cabinet, The base board was scuffed, had

. darkened areas, and the paint was not yniform. A:
mat was cn the floar and a bed alarm remained
on the bed. The window blind hagd braken and

: bent slats. Thera were two thin panels,
approximately 2 feet wide, fastened to the wall

uhder the window with a serew every three

inchas. The IDON confirmed these observations

| und stated, "This room wes terminelly cleaned

" (deep cleaning between residents) they should

- have removed and replaced the bulletin board
cover and removed the fioor mat snd bed alarm.
Thase items were the previous resident's and
sheuld not still be in the reom after terminal
cleaning.’ The IDON stated she did not know
why thig raem and others had the panels

- fastened to the walls, The IDON stated the TV

: gabinet needed thrown away.
On 4127116 at 9:20 a.m., an chservation and

. concurrent Interview was conducted with the
Mainterance Mar: (MM) 1, (berrowsd from i

. ancther facility! in unoccupied Room He also |

; stated he did not know why the panels were ,

 altached to the wall.

- On 4/27/18 &t 2110 &.m., observation and
: concurrent interview was gonducted with the
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! TOON in unoccupied Reom . The dresser was

F 283

! goratched, and had chipped and missing laminate
- venesr. The IDON stated the dresser was in poor
| eonditian and (ooked “very bad."

{ On 4/26/16 at 7 a.m., an observation and

: coneurrent inteiview with Resident 2 was

i condueted In Reorm Room  had coversd

! cords running back and forth, end up and dawn,
* on the walls, and across the top and down both
. sldes of the closet Three feet of cord cover was
" broken and wire hung and draped below the

- window, (A broken prong remained inside an

| electrical sutizt which was not identified until after
| the survey). Ona electric outlst was not secured

| tg the wall and paint was chipped and peeling

" around the outlet. The cever on another cutlet
hag been screwed down excessively which
caused the lower right corner to lift. (nside the

: clothes closat, on the figar, there wes a two to

' three inch area which was moist and wabsr
_damaged. Resident 2 confirmed these
observatlons and stated, 'l can't pelieve a
building inspector apptoved this work."

| On 4128/16 at 7:30 a,m., an abservation and
concyrtent interview with the Administrator
(Admin) was conducted. The Admin confirmed
| the observations in Room 38 Indicated gbove. |

On 4/28/16 2t 7:40 a.m,, an vbservation and '
concurment interview with the Admin was
eonducted in Room . Thers were two naiis
which protruded on the wall, above and behind
 the head board. Two mare nail were protruding
higher up on the wall. Yellow paint showed
through the beige paint in an area near the light
| gwiteh. The Admin canfirmed theses

 observations and etated, "What nails? as he

3\
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F 253 Continued From page 5
, pulled nails out of the wall with his hand.

On 4/28116 at 10 am., the Admin stated the
. Maintenance Assistent (MA) assumed

| regponsibiilty for maintenance to the facility on
- 16186, and that the Admin was ultimately
responsible for the facility and it's oversight

: The "Maintenance Assistant” job description,
datsd §/11/14, indicated, "Assist the Maintenance
Suparwsor in ensuring the building{s), squipment

I - and utifities are maintained In goed working order

| and facility grounds are properly maintained in

| agcardance with facllify policies."

On 4/28/15 at 11 a.m., the Admin stated, "We do
l not have a policy and procedure that covers
! buiiding malntenance.”
F 329, 483.25() DRUG REGIMEN IS FREE FROM
88=D UNNECESSARY DRUGS

- Each resident's drug ragimen must be free from .
i UNNecessary drugs, An unnecessary drug is any '
[ drug when used in excessive doss (including ‘

; duplicate therapy); or for excessive duration; or

- withaut adequats monitoring; or without adequate ;
. indications for its use; or in the presence of !
| adverse consequences whish indicste the dose

should be reduced or digoontinued; or any

cambinations of the reasons above.

Based on a comprehengive sssessmentof a
* resident, the facliity must ensure that residents
*who hawvs nat used antipsychotic drugs are not
given these drugs unless antipgychotic drug
therapy is necessary to treat a specific condition
. as diagnosed and dosumented in the clinical
record; snd residents who use antipsychotic

F 253

1
328 w39

#) All residents with ordera for psychotropics
were assessed for the appropriateness of dowe
reduction ln conference with resident, their

- physician, and family members. Where
medically and behaviorally appropriate, dose
redoetivy teils were enacted, and continue.

b) Upon transfer of ownership a reassessment
of all psychotropic orders in-house was
completed and any additional residents
appropriate for dose reduction trials werce
placed on ove, following consaltation with
the resident and their physician. l
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drugs receive gradual dose reductions, and

behavioral interventions, unless elinieally

contralndicated, in an effert to discontinus these
drugs.

This REQUIREMENT is net met as evidenced
by:

. Based on starf intervisw, clinical record and

: administrative docurnent review, the facility failed

' to ehsure residenis were free of unnecessary

{ drugs when one of four residents (Resigant 4),

I had ne documented evidence a gradual dose
! reduction (GDR) had been atternpted for an

| anfipsyehetic medication (medication used to

| contrnl mental disorder) since the original order

i date, one year and four months ago.

' This failure had the potential to resuit in advarse
| gffects from an unnecessary medication,

i Findings:

! Resident 4's physician arders, dated 7/23/18,

| indicated an order for Trifluoperazine

t (antipsychotic medication) 20 milligeams to be
administerzd every night &t badiime. Tha

I physician's original erder was dated 12/15/14, for
I the treatment of Schizophrenia (mental iiness
wmh loss of reality) manifested as angry olthirats -
| of unpravoked anger with abusive Ianguage fo
 others.

' On 4/28/18 at 12:30 p.m., turing a conolrrent
intervisw and clinical record review, the Interim
Director of Nursing (IDON) stated there was no |
documentgd evidence ¢f @ GDR attempt for
Resident 4's Trifluoperazine or a clinical rationale !

. €) MD8 has drafted a schedule 1o alegt IDT when
- ebch resident with orders for peychotropic

: medication are due fox consideration ofa

© routine dote reduction trial. All pes psycho-

I tropic orders are forwarded to the DNS  for
. immedizie review, if on-site, or within 24hiy

: ! otherwise. A monthly report on curment

| | psychotropic orders, by clues, will be prepared

! by the DNS, including statistics on the number |
| of wttempted dose rednctions/sliminations
| apecifying how many were succepsful during
rhe report period.

d) The report putlined in c) will be submitted

" by the DNS to the QA/CQI commirtae
quarterly for monitoring of rends. Any
identified will require an action plan !
submyitted by the DNS detailing steps for ]
immedjate resojotion of the trend idegtified. |

e) Completed 5/16/16
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| been stronger.”

F 329 Continued From page 7

i by the physician which wolld heve explained the |
| absance of a GOR. The IDON stated na GDR
was done for Resident 4 and she did not know

| why. The IDON stated there was no documanted |
 clinical rationale from the physician to support ,

i and explain the benefit of continued use on the

 resident's functional stabilily in these medication

Regidant 4'c “Congultant Pharmacist's

" Recommendation To Infer-Disciplinary Team"
deted 1/6M8, indicated, "Please ask MD (medical

| doctor) to evaluating risk/benefits of the
‘l‘nﬂuoperazme. as reduction may precipitate
pravious behaviors...The iDT [InterDisciplinary
Team] evaluation and response: Resident has the .
| sume hehaviers and we agree with the above

| racornmendstions.” Tha DT and the MD signed

i and dated the form on 1/11/18.

On 4/28/16 at 3:10 p.m., during a telephone
interview, the facfiity's consultant phernacist read -
| the statement off the "Consultant Pharmacist's
: Recommendstion To Inter-Diselplinary Taam”
foren dated 1/5/16, (above). The Consuitant
' Pharmacist stated, "There is no statement of
| risks versus benefits. The statement could have

| Raview of the facility's policy and procedure titlad,
' "Reychoactive Madication intormed Consent,
 Dose reduction and Behaviar Monitoring," dated
/2819, indicated, *...5. The facility will attempt
gradual dose redactions (BDR) or dose tapering
uniess ¢linically cantraindicated in accordance
with appiicable state and feders) regulation ... 6. If
itis the detzmination of the phygician that
gradua! dose redction/dose tapering is clinically

F 3295_
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The facility muist -
{13 Procure fopd from sources approved or

consldered satisfactory by Fedsral, State or local

aythorities; and

- (2) Store, prepate, distribute and serve food

under sanitary conditions

This REQUIREMENT |s not met as avidenced
by
Based on observation, staff Interview and
administrative document raview, the facility failed
to store food under sanitary conditions when the
 following food items were refrigerated beyoncl the
. expiration dates:

1. Approximately twe quarts of egg salad with an
expiration date of 4/25/18.

2. Two oungces of whipped topping in a 16 ounce

pastry bag with an expiration date of 4/14/16.

3. Half of & 40 ounce pack of sliced even roasted |

- turkey breast, stored in the original zip lock beg,
. was merked with an expiration date of 4/24/16.

GENTERS FOR MEQIQARE & MEDICAID SERVICES ow@oﬁgﬁgo 31
7 T OF DEFICIENGIES %1} PROVIOER/BUPFUERICLIA ! = |
ERRICLOTEEGE | (M CRNOEATTSY | i consTcrin R
055385 B, WING wzarzmsg
NAME OF PROVIDER OR SLPPLIER ETREET ADDRESS, CITY, STATE, 2IP CODE |
5§15 EAST DRANGEBUR(G AVENUE |
AVALON CARE CENTER - MODESTQ
g MODESTO, CA 95350
D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF T . ]
%‘éﬂx i {EACH DEFICIENCY MUST BE PRECEDED 8Y FUM, PREFIX : {EAGH CORRECTIVE Amcgr?saﬁgu&l“aa cwﬂmu
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG *  CROSS-REFERENCEC TO THE APPROPRIATE GATE |
! DEF(CIENCY) '
F 828 Continued From page & F 328;
 contraindicated, the facility will request that the i
physician docurnent hisfher rational jn the
resident recard ..."
F 371 483.35() FOOD PROCURE, F 371 F371
58=F STORE/PREPARE/SERVE - SANITARY , 2) Outdated food disposed of inmediately
: upon identification.

i b) All perishable foods were checkesd to ensura
| they bad not been kept past thelr appropriate
date, Kitchen staff were on the
dapgers of serving food that hus been kept

past its’ tpacified date. Staff demonstrated

. proper veview and dating of perichable foods

| a6 part of the inservice,

<) Dietasy supervisor will complete daily

" rounds on all storage areas containing
perishable foods to detarmine if oomphann:

with dating and disposal is ocenming,

+ correcting any issues discovered at the time of

- discovery. A reportpertaining to the oagoing

l complispcde of kitchen staff on the facility's

| policy on the dating and disposal of perishable
i foods will be prepared monthly by the D88 and

| sabmitted to the admimistrator.

|

| d) Administrator and/or DSS will report 1o the
‘ QA/CQ] committee on the ongoing

! complanee with the perishable foods policy

¢ and tracking for any trends related to this

i compliznce will be dons by the commiittee.

. Any trends idantified will require an

. immediate action plan from the DSS with

. follow-up of resolution at the subseguent

meeting.
Thesa failures placed residents at risk of
_foodbaorne iiness from consumption of expired ¢) Completed 5/15/19
foods.
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STATEMENT DF DEFIGIENCIES (X1) PROVIDER/SUPPLIERICLIA (%2) MYLTIPLE CONSTRUCTION (R¥) DATE SURVEY]
AND ALAN OF CORRECTION IDENTIFICATION NUMBER: 4. BUILDING COMPLETED
055889 B. WING . 04MBI201E :
NAME OF PRQVIDER OR SURPLIER STREETADDRESS, CITY, STATE, ZIP CODE !
§15 EAST ORANGEBURG AVENUE i
AVALON CARE CENTER - MODESTQ MODESTO, CA 85380 :
41D SUMMARY ETATEMENT DF DEPICIENCIEE ‘ 10 PROVIDER'S PLAN 8F CORRECTION i P
FREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD BE | compLETON
A% REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSB-REFERENCED TO THE APPROFRIATE | €
. DEFICIENCY) ; .
F 371 Continued From page 9 F 371 § '
. |
Findings: !

1, On 4/268/16 at 8:20 a.m., a walk-in refrigerator
observation and a concurtert Interview with the - :
Regtaonal Nutritional Manager (RNM) was
conducted, An egy $alad container was
observed with a hand written date of 4/23/18,
' The RNM stated, "The salad was goed for three
days and the first day counts.” The RNM stated -
_the #gg salad expired on 4/25/16, The RNM ' !
- stated the kitchen management was responsible : :
| to monitor expivation dates. The RNM stated it !
. should be thrown out. ;

| On 4/26/16 &t §:27 a.m., duribg en Interview, the

! Dietary Assistant Manager (DAM) steted 1t wag :
" her responsibility to monitar expired foods but she §
: missed the egy salad. The DAM stated the egg ;
i salad had expired and shouid be tossed out. :
[

On 42616 at 3:68 p.m., during an Interview, the
' Clinical Dietitian (CD) stated the egg salad had
_expired and should be thrown away.

2, On 4/26/16 at 9;22 a.m,, & concurrent kitchen

walk-in refrigarator observalion and interview with .

the RNV was conducted. A bag of whipped - ,

topping was observed hand labeled with an open |

date of 4/9/16, and the & "use by" date of 4/14/16. | : |
“ The RNM stated per manufactory I '
. recommendation, whipped topping was good to |
: use for two weeks after Initial open dats, this |
: package had axceeded that and should be i
i thrown away.
| :
| On 4/26/16 at 9:27 a.m,, during an interview, the
| DAM stated I waa her responsiblity ta menltor ’
. expired foods but she missed It. DAM stated the 3

FORM CMS-2667(02.06) Provious Versiony Obsalut Even I@: 21WaN Fatiliy ID; CAG30000026 It eontinuation sheet Page 100f 15
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FORM APPROVED
MB NO. 0935-0 24

{X1) PROVIDER/SUPPLIER/CLA
IBENTIFICATION NJMBER:

055869

(%2} MULTIPLE CONSTRUCTION

A BUILDING

B. Wing

(%% DATE aunvz—:v ,
COMPLE
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NAME OF PROVIDER OR SURFLIER
AVALON CARE CENTER - MODESTO

STREET ADDRESS, CITY, STATE, 2iF CODE
§15 EAST ORANGEBURG AVENUE
MODESTO, CA 95350

x40 |
PREFIX ©
™G

EUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

v FROVIDER'S PLAN OF CORREGTICON ' {Xs)
PREFIX (EACH CORRECTIVE AGTION SHAULD BE . COMPLETGN
TAG . UROSS-REFERENCED TO THEAPPRORRIATE ' BATE -

DEFICIENEY)

F 371

J

|

. On 4/26/1€ at 3:55 p.m., durdng an interview, the
expired and should be thrown away.
| The facility policy and procedure (P&P) titled,

"DIETARY GUIDELINES MANUAL: LABELING
AND DATING OF FOQOD" revigad and dated

i  The facility (P&P) titled, "SNF (Skilled Nursing

Continued From page 10

" whipped topping was expired and should ba
; tossed out.

On 4/26/16 at 3:55 p.m., during an interview, the
- Clinical Dietifian (CD) stated the whipped mppmg
was expired and should be thrown away.

F‘ar original package, manufacturer
: rgcommenced storage for whipped topping is two -
weeks thawed and refrigerated.

3 On 4/26/16 at 9.26 a.m., during a concurrent
kitehen weilk-in rsfngerator observation and
Interview, sliced oven roasted turkey bresst dated |
only with a hand written "use by" date of 4/24/18.
The RNM stated she did not know how lang the
 glicad oven roastad turkey had been in the walk in
reftngerator The RNM stated it should be thrown
ou

On 4/26/16 at 8:27 a.m., during an interview, the
DAM stated it was her respensibility to monltar
expired foods but she missed it The DAM stated
the sliced oven roasted turkey was expired and
should be tossed.

CD stated the sliced oven roasted turkey was

2013, indicated, *...one dietary position showid be ;
assighed the regular task of discarding opened  ©
t food products which have pest their "use by" or
expiration dates.

F371:
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FORM APPROVED
QMB NO. 0933-0%

STATEMENT OF DEFICIENCIES: ¢ | (X!) PROVIDER/SUPPLIER/CLIA 1X2) MULTIPLE CONSTRUCTION {3) OATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & BUILOING COMPLETED
055369 3. WING 04/28/2016 |
NAME OF PROVIDER CR SUPPLIER ETREET ADDRESS. CITY, STATE, 1P COOE T
: 515 EAST QRANGEBURG AVENUE ;
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04 D SUMMARY STATEMENT OF DEFICIENCIES I PROVIBER'S PLAN DF CORRELTION | e |
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD BE | COMPLETION
786 - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARMROPRIATE  OATE |
. DEFICIENGY) ';
' {
F 371 Continued From page 11 Fan .
' Facility) MANUALSANUTRITION GUIDELINES!
SANITATION & FOOD SAFETY / FOOD USE BY .
" DATES," revised and dated 5/2043, indicated, ... :
In the Refrigerator All leftovers or preparad i
foods...[ghauld be Used In] 3 days THE FIRST i
DAY COUNTS." ; ;
F 514 483.750)(1) RES F 844 F514 :
gSe«E . RECORDS-COMPLETE/ACCURATE/ACCESSIR | {a) All residents MDS revised 1o reflect aceugute :
| LE assesement dat, aud submitted.
: The facility must maintain clinical records on each
: resident in accardance with aceepted professional b) A new, qualified MDS cogrdinator has been
| standards and practices that are complete; - employed and is besed in-house as of 5/17/19.
. accurately documented; readily accessible; and ‘Regident assessment schedule has been
|sy5tematcally arganizad, -drafted and YDT provided with » copy.
"DINS will monitor assesements fox new admits
i The clinleal reesrd must contain suffictent a5 well 26 quaztely, appnal and Simificant
! Infprmation to identify the resident; & recond of the iChange of Condition for aceuracy of
‘ resident's assessments; the plan of care and ‘ assesstaent dats with the sssistance of the i
" services provided; the results of any "MD$ Coordinator.
. preadmission screening conglicted by the State; <} A report spmmariving any issues ,
- and progress notes. . i relwtad to the ongoing accuracy and timeliness
» . ' of assessments will be completed monthly by
. ' ths MDS and submitted to the DNS for
This REQUIREMENT is not met as evidencad Keview.
by: d) DNS & MDS will repost on ongoing
Bazed on staff intetview ard ¢linical record Ecampli.aneewi:h assessment schedule and
- review, the facility failed to maintain aceurate  assegsment accnracy to the Q4/CQI Committee
tlinieal records when: ! ‘om a quartedy basis. Any trends identifiedin
i this area will require the sobmission of an
The Minimum Data Set (MDS} (an asseasment } immediate action plan from the MDS
tool for residen?s physical assessment and hewlth ; iwith dearly defined steps to address the
care needs) essessment had not accurately | trenda idantified ,
reflected the health status for 4 of 5 sampled | :
residents (Residents 1, 2, 3 and 4). | !e) Completed 5/17/16 |
|
. These failures placed the Resident 1, Resident 2, ' !
Resigent 3, anc Resident 4 at risk for Ingncurate |
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' care plans and not having their care needs met,
' Findings:

" For Resident 1; :

" On 4/27/18 &t 11:10 a.m., during a clinical record

; review, Resident 1's MDE assessmant dated :
2/18/1B, indicated Resident 1 was always
incantinent (no control) of bowel and his rangw of
motion (ROM) was Impaired on both sides, both
upper extremity {shoulder, elbow, wrest, hand)

_ana lower extremity (hip, knee, ankle, fool),
Registered Nurss {RN) 2 signed the MDS

_assessment and verified &t as complate and

- ACGrate.

' On 4/27/16 at 8 u.m., duting & coneurrent

! interview and clinical recard review, the Interim

' Birector of Nursing (IDON) stated the MDS nurse
" Incorrectly coded Resident 1's bowel control and

i ROM. The IDON stated Resident 1 was always

i continent of stoof and his ROM was not Impalred ;
| on either sice, for either upper or lower i
| extromities.

For Resident & ;
On 4/27/16 at Z:35 p.m., a review of Resldent 3's :
. Bignificant Change MDS, dated 3/7/16, (MDS
Nurse 1 signed the assessment as complete) and .
a concurrent interview with the IDON way :
i conducted. The Brief Interview for Mental Status -
| (BIMS) Summary Score indlcated 01 out of 13,
' indicating the resident was severely cognitively
. impaired. The IDON stated, "The significant .
| change was done because he needed more help
i with meale and to toilet” The IDON stated she

i
!
.
1

FORM APPROW
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(%e) 19 SUMMARY BTATEMENT OF DEFICIENCIES ! o PROVIOER'S PLAN OF CORAECTION o
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F 514 Continuad From page 12 F 514|
|

 digin't agree with the BIMS score, " don't get it... T
| He couldn't answar questions about memory and P \ B (z[“ = n V E
racall but he couid answer guastions about ! f ) I T .
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behavior.” The area G0400, for ROM, indicated

irnpairment on both sides. The 1DON stated, )
_don't agree with that. That is not correct. There -
- has been no loss of ROM." Section J, 200, agks -
1 If a pain assessrnent Interview shauid be ,
" gonductad, A dgsh indicated the response. The |
i IDON stated, "No pain agsessment is wrong.

- Bashes are not appropriate. They should have
 interviewed eteft.” g
| For Residert 2; _

| On 4/27/16 at 2:55 p.m,, a review of Resident 2's .
| Annual MDS dated 4/7/18, (MDS 1 signed the

| assesement 36 campiete 1) and a concurrent

| ‘nterview with the IDON was conducted. The

' Brief Interview for Mentat Status (BIMS)

Summary Score on Resldent 2's MDS had ,
 dashes filled in the blanks instead of @ numerical i
' score. The IDON stated, "l don't agree with that,
- he was 2 15 [indicating the highzst score :
- poesible] in January and there's been no changs. :
i C500 is an eror. He has good recall” The Moced
| section, D200, H, indicated Resldent 2 moved or i
! spoke slowly. The IDON stated, "He doesn't
| speak slowly, not slower than what is narmal for
,him." The Functional Status, G0110, indicated
; Residsnt 2 needed fimited asslstance for bed
i moblity, transfer, locomotion, dressing, toilet use, '

and personal hygiene. The IDON stated, “Heis '

ingependent. Turning the shower on s all the :
' halp he needs frem staff. Coding indicating staff
: is helping is not right. It's an error. He doesn't
| need help." Under section J, the MDS indicated |
: Resident 2 had not fallen since admission. The
" |DON stated, "That is an arror.” The IDON stated
. Resident 2 fell on 1113/16, which was not

E
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBC’.?&%ZZQ%VE?
ETAYEMENT OF DEPIGIENGIES ' |(¢1) PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONGTRUCTION (X8t DATE SURVEY | |
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F 314" Gontinued From page 13 F 514 . !

! reflected on tha MOS assessment. .
' Far Resldent 4: O - Y = N
i PRI ; \J . N
FORM GME<2887 (02:05) Frevisus Versions Obsalete Evant D: E1W211 L}F Tty 1B m&ggllm@é UV legonknlistbridnest Page 14 of 15

e

7

[

CADEFT. UF -5 FiEALTH
LICENSING & CERT' =04 7H)N - FRESNO




Jun, 16, 2016 4:52°M

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

No. 3672 P 17/17

PRINTED: 05/12/2016
FORM APPROVED

STATEMENT QF DEFIGIENCIES {X1) PROVIDER/GUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMSER:

055889

{X?) MULTIPLE CONSTRUCTION

COMPLETED

A BUILDING

B. WING

e e ——— A ———— A TP
RAME OF PROVICER OR SUPFLIER

AVALON CARE CENTER - MODESTO

STREET ADDRESS, CITY, STATE. ZIP CORE
515 EAST ORANGEBURG AVENUE
MODESTD, CA 85350

04/28/2016
CLC L X

}
%
1

(X0 1D SUMMARY STATEMENT OF DEFICIBNCIES
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F 514 Continued From page 14
' ©n 4/28/16 at B a.m., during a ciinical record
 raview, Resident 4's MDS assessment, dated
- 3112/18, indicated Residert 4 was noton a
: antipsychotic medication during the last 7 days.
| Resident 4's physician orders dated 7/23/15,
!indigated an order for Trifluoperazing (an
| antipsychetic madication) 20 mibigrams to be

physician order was dated of 12/15/14.
On 4/28/16 at 9 2.m., during a concurrent

- interview and clinical record review, the IDON
- stated the MDS purse incorrectly coded the

' gdministered every night before bed, The originei

|
)
1
i

nurnber of days Resident 4 received antipsychotic
: medication dyring the last seven days. The IDON'
' stated it should have indicated Rasident 4 !
received antipsychotic medication seven days aut
of tha lagt seven days.
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