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F 000! INITIAL COMMENTS F 00D .
! Preparation andfor execulion of thig
. lan of action do not consatitut
The foliowing raflects the '!ﬂdlﬂgﬁ of the zd?'nlssinu??:r; theQProvldg? of the ‘Irutﬁ
California Dapartment at Public Health durlng an of the facts slleged or conclusions set
annual Federal Recerification survey. foth on  the ‘Statemert of ]
i Defici . This Plan of Correction
: Rapresenting the Department of Public Heallh. mef:)n::g:::z ancﬁor zrlaimeg solely k
‘ :;E::: ggg&i’ 133’: becauss it's required by the pravisions '
LEEN. 3018/ 25508 of Heaith and Safety Code Section |
' 1280 and 42 C.F.R. 483" ]
HEEN, 2560 / 31321 |
"HFEN, 38177 |
Pharmaceutical Conayltant, 16278 F.246 :

The facility census was 107 with 22 sampled 1. Reszident 1 has a picturs

residents. comrmunication in his native

F 2461 483 15(e){1) REASONABLE ACCOMMODATION F 245, language at his badside that was !
sgmE | OF NEEDS/PREFERENCES provided by the activity department i
on 11/3/18,

A care conferance was held with
the resident daughter and son In
law on 11/15/16, to address and

A residant has the right o reside &nd receive
sarviees in the facility with reasenable
accommadalions of individual needs and

preferences, axcept when the haalth or safety of Inform them about hie
the individual ur other residents wauld be communication boak and exercise
| endangered,

program amongst other itams.
! Resident 7 has 4 picture

l communication book In her native

i larguage provided by the activity

: This REQUIREMENT s not met a6 evidenced department on 11/8/18.

i by: Alelephone conferanca was held
with resldent 7 DPOA to discuss the
most affective means of
communicatian due ta her

1 Basad on observation, inlerview and resident
; raview the facilily failed to provide a means of
communication fos 2 of 22 sampled Residents,
(Resldent 1 and Resldent 7). Eoth Resldents demantiafiygiens and meals on
were non-English speaking residents. This fallure 11/28/16. Cara plan was updated to
prevantec the rasidents fram sommunicating to reflect itlems discussed.

the staff and had the patential of the facllity not

mesting their needs.

o j

LABORATCRY DIRECTQR'S © 4 Ja PREBENTATIVE'S ZIGNAT TITLE ‘{KG} QRTE
- LaJ )~ 19~ 17

KF\)T deflcloncy stolernant affdling with an asterisk {*) dansles a seficiency whikh the nstitulian may be sxctaad from sanacting providing i s determined thai
olher saleguards provide suMiciant protection 1o the patienty. (Sae lnaltuctions.) Excepl far nursing kemes, the findings sieted abova are disckesabie BY deys
following tha date of survey whalhar or nal a plan of sartection i provided, Fer nursing homes, ths sbove findings and plens of corradiion are disslosable 14

days tollawing the daie thass docunents are made avallable o the faciily, i deficiencies am ciled, an approved plan of gorrection i raguisile to contlnuad
pragrarn partlclpatian,
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25687(02-80) Previoya Varsiona CGhealsle Event (0 FENS41

Facility i0: QAOROM00DS I comtinuation sheet Page 1 of 32



01/20/2017

16:11Walnut Whi tney

S (

PEPARTMENT OF HEALTH AND HUMAN SERVICES
_ CENTERS FOR MEDICARE & MEDICAID SERVICES

(FAX)916 634 7171

T (

P.003/033

PRINTED: 0171212017
FORM APPROVED

STATEMENT OF DEFICIENCIES (%1) PROVIOERISUPPLIERICLIA (A2} MULTIFLE CONBTRUGTION {%Y) DATE SURVEY
AMD PLAK OF CORRECTION WENTIFICATION KUMBER: 2 BULLOING GOMPLETED
: D56410 B, WING 11/08/2018
MAME OF PROVIDER UR SUFPLIER

WHITNEY OAKS CARE CENTER

STREET ADDRESS, CIT'Y, ATATE, 2IP COUE
3922 WALNUT AVENUE

CARMICHAEL, CA 96E0R

‘o | SUMMARY STATEMENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORREGTION £
PREFIX | (EACH DEFICIENGY MUST B¢ PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BB coMb,ETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION! TAR CROSS-REFEAENGRD TO THE APPHOPRIATE DATE
DERICIENCY)
'
F 248! Continuad From pags 1 L P 248

i Findings: ,
i :
'1, Resldant 1, who Is nun-English speaking, waa
i admitiad to the tacility on 742014 with Pneumonia
| {Primary dlagnasis) per madical record.
! In &n interviaw and an obkervation with the
Cerified Nurse Assistant {CNA4) on 11/2M8 at
12:20 pan, GNA 4 aald, refarring to Resldent 1, ")
i don't knew Bnyohe in the facility that spaska [his

i native language]. CNA 4 2lso gonfirmed that

+ there was na communlcation book (A hook for

i nen-Ecgllsh speaking Residents for translalian
© | with pictures) &t Resident 1's bedside,

|

| 1n &n interview with Licarmsed Nurse (LN} 4 on

| 14/216 at 12:41 p.m. she stated, "If | need to

| communioats with him | waald look at our palicy.”

t During an Interview on 11/3/18 at 210 am. thy

1 Asgistant Director of Nurging (ADON) 2 wae

+ asked to arrange an interview with Resident 1 {a

| non-English speaking Regidart). The ADON 2

i caled the family requesting them to transiate for
Resident 1. The family was not available to assiat

- with thie Interview. The ADQN 2 called the

i Director of Nuralng (BON) and she advised her to

} cali the family agaln for sssistance with

I transiating for Resident 1. The farnily was af H

i work. In a cancurrent interview with the: DON, she |

| #sid wa have & phone number for translatars but |

; we have not used this translation process yet.

| During & Residant Interview with Resident 1 and

i his Reprasentative (daughter) on 11/3016 a1 9115
i a.m., he said whan his CNA was changed ha lvad
s diffiality communicating with them, Resident 1

i said he would like t geat up in his whaslchalr

{ more often and exerclsa raere on the bicycl.

For current and future tesidents that
hava the patentiat to ba affected by
thiz daficiant praclice the AD
updatad the communication book

« for retdants that are non English
speaking with asslaiancs from
farily members on 11/28/18,

The Director of Staff Davelopment
(DSD) In eerviced the staff on
14/26/16 through 11/30/16 on
means of communication with
resident that are nen-English
spe=king,

LUpon admission and querterly, the
Activity Director (AD) will meet with
‘resident and thalr responstble party
{o establish & stmmunication
book/or other means of
commurication to accommodate
the resldend needs, The
communication book will be placad
at the resident bedside,

The AD.and Minimum Data
Assessmant Nurse (MDS) will
orodta 3 care plan to address the
regidents need. Tha DS0 will in-
sarvice the ataff on the
tommunication books,

Each quarter and as needad, the
AD will ensure that the resident
maang of communication s mal
through & Care conferenca with
Rasponsible famly mambars

4
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Residant 1 and his Repragentative said they
would like for him to have a "sommunication

book" and they had never had anyong offer thie to
them.

i In a2 record review of Rasident 1's medical recard,

; Gare Plan, dated 9/25/8, undar Problam,

; Category: Communicallon, [t stated At risk for

{ Atterad Communieation R/T: Language barrier

i Speaks [native language], may miss part or all of
i message.” Under "Approach” i stated, "...ask
rasident to repaat what has been sald tn confirm
the massage was understood.” And, "Face the'

1 residant when speaking.”

! 2. Review of the document titled History and
! Physical indicated Resident 7 waa.non Engllsh
| spaaking.

During an opservation on 11/2/19 at 12:46 p.m,,
Resident 7 wasg in the dining roam far Jureh.
Residant 7 was seated in her wheel 2hair and
sitting alona at the table. Gertifled Nursing
Assistant (CNA) 2 came to table with Raesident 7's
lurich, GNA2 made numerous atiempts to
encourage Resident 7 {0 eat. Resident 7 was
observed pushing GNA 2 away while speaking (n

her native languape. CNA 2 spoke lo Residznt 7
in English.

in & conourrent interview, CNA 2 stated sha did
not know what language Resident 7 spoke, She
further stated she did not know if Resident 7 had
a comnimunication hoard, During tha interviaw, a
surveyar, who knew some wortds in Resident 7's
native language, approached the table and asked
tha rasident if she was hungry in her natlve

! language. Resident 7 immedistely It up, smiled

, and regponded In her native language, and freely

{X2) MULTIPLE CONSTRUGTION {¥3) DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: CONPLETRD
A, BULDING
066410 B, WING 110612016
NAME OF FROVIDER OR 3UPALIER STREET ADQRESS, CITY, STATE, ZIP CQDE
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(%4110 SUMMARY GTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%51
PREFIX (EACH DEFICIENCY MuJST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
ey REGULATORY OF LEC IDENTIFYING INFORMATION) TAG CROSEHEFERENCED TQ THE APFRORRIATE DATE
DEFICIENGY)
'F248] continued From page 2 F 248

Iresigent and availability of

Tha AD will report any non
compliance |seuas to the quality
assurance sommittes for
recormmendations as naadad.,

nommunication books at badside.
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‘mothar used lo gpeak English, bus after both falls

aliowed CNA 2 1o fead her,

On 1173118 at 10:45 a.m., Residant 7 waz
oheerved giting in front of the nursing station in
her wheelchalr, as a staff mamber unsuccesstully
atternpted (o hava har drink water from a glaas.
After seversl falled attempte, the survayor who
knew gome wards in har native tongue,
mpproached the resident and asked her in her
native language if she was thirsty. The resident's
fate lit up, and she began to drink from the glass
urtll onsuming the whole 6 ounces.

th & telaphone Intarview on 1144718 at 3:00 p.m.,
Resldant 7's younger daughler stated that her

thig year, she seemed {o only remembar ber
native language except to say *Thank-You." She
furthar stated her mom answered shott questions
appropriately In her cwn languags, hut longer
convarsations became jumbled and confused,

In an interview on 11/8/16 al 1 a.m., Resident 7's
oldest daughter stated her mether did not speak
much English anymore. Sha expressed concarn
about her mother's care regarding eating and
hygtena. She further stated har mother "doesn't
always eat well."

Record raviow of the'document titted Resident

Prograss notes for Resident 7 indicated the
following:

AAQMQ3/16 3t 12:10 p.m., "She has
somimubication book at her bedslde and uses
gestures to communicate nogds,."

B. 10/0816 at 1:12 a.mi., "Alert with confusion...,

BTATEMENT OF DERICIENCIES {x1) PRCVIDER/SUPPLIERICLIA {%2) MULTIPLE GONSTRUCTION {¥3) DATE SURVEY
AND PLAK OF CORRECTION IDENTIFIGATION NUMBER; A, BUILDING COMPLETED
056410 B. WING 11/08/2018
NAME OF PROVIODER OR SURPLIER STREET AQDRESS, QITY, 3YATE, ZIF GDOE
3529 WALNUT AVENUE
0 E
WHITNEY OAKS CARE CENTER CARMICHAEL, CA 95608
®aio SUMMARY BTATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN UF CORRECTION e
PREFIx - {EACH DEFICIENGY MUST BRE PRECEDED BY FULL PHEFIX {EACH CORRECTIVE ACTION SHOULD RE COMPLETION
TAQ | REGULATORY R LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T THE APPRAOFRIATE DatZ
: DEFIGIENGY)
F 248 | Continued From page 3 F 248

speaks [native language) with few words in
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Continied From page 4
English...",

C. 101318 &t B:40 &.m,, "Quarterly
assesament.. Communication: Res {ragident]

has clear spaech and spaak and understand
[natiye language].”

D, 10/22M16 at 15:28 (3:25 p.m.), "Resldent is
alart and verbally respongive with confusion,
speak few English worda at tmes, mostiy in
{native language] "

Review of {he document tilled Resldent Fragress
nates dated 10/21116 at 10:52 a.m, - 107 (Inter
Discipfnary Team) Wt (waight) Meeting Indicated
Resident 7 had a § pound welght 1038 in one
week with an average meal intake of 50%. "Goal
1o deter further fwelght] loss from accurring."”

Review of the desument ttled Care Plan, dated
10/1218-under Problem, indicated "Resident
daes not apeak in the dominant languaps of the
facllity...Residant will establish # rellable means
of communication kg evidenced by: happy factal
expresslons., Encourags resident o use
gestures, basic English when axpreszing self."

Raview of the dogumnent tited Gare Plan datad
a/28A1& indicated, "Retum to Community Reterral
weight 1055, weight ko ramain stable.”
Approaches included "Encourage food/
supplements/ fluids as ordered, offer substitutes if

resident has protlam wi [with) foods halng
seved.."

The facility's policy Hiled, "Communization,
Transiation andfar Interpratation of Fatillty
Sarvices" revisad June 2013 indicated, "Thia

F 245

facility's [anguage access prograim will ensure

!

FORM Ci8-2507{02-99] Peavious Virsions Olimolety Evenl ID:FFNS11
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Rasad on interview and racord review, the faclilty
falled to conduct 8 comprehensive assessment |
1 for 1 of 22 samplad Resldents (Resident 1) within |

the required time frame, g
_This failure hed the potential for unnaticed |
changs in stalus for Resident 1. ‘

i
|
Evant (D: FFNB1$

CARMICHAEL, CA 5608
x| | SUMMARY STATEMENT OF DEFICENCIES - ! |p FROVIDER'S PLAN OF CORREETION T o)
FREFIX {EAGH DEFICIENCY MUST BE PREGEDER BY FULL ¢ PHEFI {EAUH CORRECTIVE AGTION BHOULDBE . TOMPLETION
TG REQULATORY OR LEC IDENTIFYING INFORMATION) I caass-nepﬁﬁegg‘gg ]'(FE?JTHEAPPRUPHIATE ,  OME
! IGIENGY)
¥ |
: l
F 2463 Contihued From page 5 | F2de p— ]

I ! that Individuals with Limited Engfis Proficisncy | - i
{LEP) shall hava meaningful access to i :

j information and serviges provided by the ‘; I Jgiéﬁcgﬁﬁﬁdﬁsg l;::;gﬂ:gé!;?

| ity The faiity nolfies non-English speaking ) l and documented on the Qualit i
 residents of the avatlabllity of Residents' Rights in ' | sesuran e minutes dated 4!20},16 .
their Iangl.laga1 .Competent iranslation of vits! rance m : )
information Wil be provided in a kmely manner |
and at no coat o the resldent through the Em cl{;“rent ?n%fl.llt;.lr%rea}? eTt‘v&tgal
folicwing means. A stafi member who is trained , lt:;?:leﬂ?:lgﬁte:réillga ?m“ 1??293 H BV
and compatant in the skilf of ' :
Interpreting.., Contracted Interprater & 1”29:15' tp:tg%s cmrdi?im:‘
service,., Voluntary community interpreters who 9’“9’““9 ook ue ;;epnl[d Py
are frained sind competant in the skill of manualy ahecked sac rebzoén
interpreiing.. Talephone intarpratation service.,.t retyrd to ensura that the weg

| is understood that praviding meaningful seoass to completed accordingly.

i gervices provided By this facllity reguires also that \ .

' the LEP ressident's needs and questions arg The Diractor of Nursing (DON) In
nc.nurately communicated o the staff. Oral, serviced tha MDS gmrdtnamrs on
wrltten or piclure cormunication or Interpretation double chacking mizzed
* garvicys thersfore include Interpratation from the aasessrients by means of
' LEP resident's primary langusge back to Englizh.* generating the MDS due report and

F 275, 463, 20(%){%)211) CDMPHEH&NSIVE AGSESSAT | Fars ?ﬂﬂﬁa‘:&?\fﬁﬁ;&:’,}fgﬁf.:.,he
=D ' LEABT '
S8=D - VERY 12 MONTH completed In the required fime
A fachity must condue! @ comprehensive frame,
assess*rnent ol & yesident not less than once Eaah month. the MD& coordinator
i svary 12 months. :

) " will generate the MDS due raport

! and manually compare d with the

! This REGUIREMENT is not met as evidenced complated monthly nasessment to

by vetlfy all due assessmenls are

completad as required.

Any discrepancias will be corracied
accordingly.

The completad audit/report will be
given to the DON for vanfication.

L

ECRM CMS-2857(02-85) Pravious Versighs Cbsd|sta
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Findings: Montity tines 3 morths then

According to the medica! record, Resident § was g';:‘fﬁf;y;':g:\;zf:: ';Atgg 2&';{3[‘1:
admiited to the facllity with Pneumonia as his enaire that the MDS ars complated
primary disgnoets, '; as required.

Reviaw of Rasldant 1°s Minimum Data Set (MDS !‘

i - 8N aasessment lool) there was no annual ; Igg gao?ns ﬁ::t:gl?:;:;;\lt[g mgort any

| comprehensive assazsment MDS conductad for L aallty aveuranse sommities for
{ Residant 1, for the yaer 2015, In & concurent ! qacon?\’m rione an e /

! interview with the MDS Nurse, she confirmes that | f ations .

l It was not done and sald, thete was a gliteh In the F-279

: gystem. -

| In an interview with the Diregior of Nursies (DON) Resldent 18 reported acute pain of
on 1412116 al 530 p.m. she too confirmed, there 810 ‘?" TW wf;‘? i"l‘lzlwgn"nﬁl? d
was 2 "missed” annual comprehensive MDS for mrraapr;'flo:r::&:ﬁﬂ:s nTI:]a ga?'a .

t9, :
20?5 far Residant 1 plan was updated to refisct these
in a raview of the facility patiay tited, "MDS intetvantions.
Completlen and submission Timeframe's" Resident 5 next lab dl.l.le ls 1128418,

: Revised on Qotober 2010, "The Asseasment to avaluate resident blood |evels In |

| Coordinator or Jesignes shall be rasponsible for } refatlon to her anemia. ‘
ensuring that realgent assassments are ‘ Resident 5 care plang were updated |
submitied to-...in accordance with current fedaral | on 11/5/18 to refiect her diagnosla. !
and state guldelines, . The following timeframe wilt ] :
be obierved by this fciity: Re:lmg g ;::rgspiaonfa were in place
Assezsment Type on s
Anpual {cgm-gghengm} psychotherapeutla madications, _
Submissicn of MDS records .. will b by Sha was transferred to ths scute on -

! elocironic meane, A hard zopy of ¢ach recard | 1114/18 and returned ta facility on
submitted will be malntained in the resident's | 11/7/46. Naw care plana ware then |
glinleal record for a perlod of fittesn (18) months i davalopad‘ to addrass uge of :

i from the data such data was submitled ‘ psychoactive medications.

F 279 482.20(d), 483.20(k)(1} DEVELOP F279
agnp | COMPREHENEBIWE CARE PLANS
i
A facillty must use the results of the gsseasmeant
|

FQORM CMBS-2087(02.48) Pravious Varsions Obsaletn

Evanl ID:FENEN

Eacifty 102 CACIDNOMDS
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- o develop, review and revise the residant's
' enmprehensiva pian of care,

' The facllity must develop e comprehensive care

-, plan for aach resident that includes meagurable
* objeclives and limatables to meet a resident's

| medical, nursing, and mertal and peychosgalal

1 needs that ara Idanllﬂed In the comprahensiva
assesament

i Tha care plan must describe the services thal are
| ! to be furhished ta attsin or raintain the resldents ;
i highest practicable physical, mental, and :
! psyehpgoclal well-being as required under
| §483.2%; and any services that would otherwise
he requmad undey §483.28 bul are not provided
dug to the resident's exarcisa of rights under
§483.14, including the right to refuse treatment
urkler §483.10{)(4).

This REAUIREMENT s ot met 45 evidenced
by:

Based an observation, staff intarview, and
documeni review the facility failed lo ensure that
cara plang had specific and measureble
l comprngnts ko be monitored in order te achleve
i the: Infentied goals of the care plans for 3 of the

{ 22 sampled residents {Resident 5, Resident g,
‘l and Ragident 18).

E Thiz Failure had he potential to compromige the
| qualfty of cars for ragidents,
i

i Findings:
|
1, Resident 18 Is bed baund, hay had narva paln

{neuropathy) and ather paln lesuas since 2012. In
an intervlew on 1H2A6 at 10;50 a.m,, Resident

3520 WALNUT AVENUE
w Y0 RE G
HITHEY OAKS CARE GENTER CARMIGHAEL, GA 95808
%) 1D § SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S FLAN OF CORREGTION o
PREFD | (EACH DBFIIENGY MUST BE PRECEDED BY FULL, PREFR {EACH CORRECTIVE ACTION SHOULD 4 SO ETION
TAG | REBULATORY OR L30 MENTIFYING INEQRMATION) TAZ - CROZSAEFEHENCED TO THE APPROPRIATE DATE
i DEFICIENGY)
1
F 278 Conlinued From page 7 F278 !

For current and future residentz that
have the potentiad {0 be affactad by
thia deficient practice;

a) The nurzing department
menagets interviewed and updsted
the resident pain care plans on
14728118 through 11/3DM16.
Licerzed nurses will assess
residert pein on an angalng basls
=nd updale care plans as needed,

b) During the November medication
maonthiy regimen review- 11/28
through 12/2/15, the pharmadist wil
review medications and make
fagormmendations for labs and
manthly tharesfter

a) Tha MDS coordinator will updata
the rasldants’ cara plans to reflect
currant dlagnasis with @ cemplation
date of 12/1/18.

d] Tha Sovial Sarvices Director
{580} will review residents an
paychaotropio medicstions and
onsure each has a care plan that
reflacts their care/use of
medications thraugh 12/216.

The DON in serviced the licensed
nurses on Bss63sing pain and care
planning on 11/28/ 6 and 11/28/14.

Emch querar, the MDS ruree will
assess and update the pain care
plan as naadad.
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18 giated that most of tha lime, she kad & pain
fevel of 8/10, on a pain scale of zere (no pain at
alj to ten (woret pain), Yhen Resident 18 was
asked if she told fachlity staff sbout her pain, she
satd ghe has loid the dostor ahout the pain and
the doctor gald, "there ls nothing they can do
abiout it When asked if har pain ever went down
{0 a zaro, Residant 18 sald, "No" ard indleated

 that she was always In pein and that sha "can't
% walk,"

| A review of the Minimum Data Set (MDS), a toal

! for aasessing realdants phyalcal and peychozaalst

" wall-being, Rsgessment for Resident 18 an
819418 noled, "No Complaints of Pain” was
documented for Resident 18, The MDS
assesament also had a 'Yes' cheekad for the

quastion regarding, "Received non-medieation
Intarventign?"

In an interview with the Minfmum Data Sat
| Assistant (MDSA) on 117316 at approximately .
Y 11:15 am,, gueslions ware asked about tha MDS
| pain assassment for Resldant 16, Vhen asked
; about Resident 18'a nan-medication intzrvention
| for pmin, she statau, "the residant has o osl
{ phore, a tv., and famlly..."

A review of the care plan on 117316 at

t approximately 4:30 p.m. dhowad that the care

i plan wag written on 11/23/12 andg the las! 1

1 reviswedirgvised date was on 818M8. The plan

" had seven entrias, and all of them were dated

1024112, The Medlosl Recards Director (MRD),
in an intarviaw on 11/4M8 &t approximately 11:00

* e, confirmed that the care plan for Resident 18

i had not been updatad recently,

: The goat far managling Resident 18' paln in the

Upon admit and quarterly the MDS
coardlnatara will ansure that the
rastdent dlapneosis listed eon the
resilents face shasel is also care
planned accordingly.

Each quarter the S5D will update
the care plan for residents on

psycho troplos to enaure It tneets
residants’ nacda.

The Medical Record Direcior {MRD)
will parfarm niordhly audits tmes 3
rnenthe then guarterly thereafter on
completed MDS' and ansure that
cars plans hava heen updatad
accordingly,

The audit is ther handed to the

DON for follaw up #% needed.

' The MDS nurse will report any non
compliance maues to the guality

; @asurance committee far
recommencatians as needed
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Contirued From page §

care plan indiceded: "Regident will verbalize
reduction of pain.*

The tacility's policy, Pein Assessment and
Managament, revised March 2015, included,
"Raviaw tha resident's {reatment record ar regent
nursss’ notes to identify any situatlons or
interventions whare an incrasge In tha resident's
pain may be enticipatad...* and “The pain
management interventiony shall be consistent
with the rasldent's goals for treatment” n
uddition, the policy Ingluded, "Effactlvely
recagnizing the prasence of pain... Monitoring for
the efectiveness of interventians; and Modifying
approaches ag necessary,”

2. Review of Resident 6's madication
adminfatration racord (MAR), noted Rasident 5
had been placed on ferrous aulfate (A medication
givan 1o treat decreased irgh in tha blood) 325
riy. (unit of reasure) by mouth once per day for
anemla (& low level of red biood callg), since
36,

Further review of Resident §'s records showed no
current blocd level to avaluate Resldant 5's
anemis.

The ragerd for Resident 8 had no anemia listed
on the diagnosis Vist, though Rasidant 5 was
belng traated for aneria, Blood leval for
hamogiobin and hatmatocrit (H/H - the ratio of red
blood celig to the total volume of blood) were
checked on 4M/16 and 8/1/18 but there was no
care plan for anemia,

On 11416 at 4:30 p.m., the Medical Records
Director (MR} waa asked abaut developmant of

—

F 278
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F 279 Continued From page 10

care plans, she stated that the ¢are plans wera
taveloped when the Minimum Data Sheel (A
resident assessmeant tool) is completed for any
new diagriosis o indicated, MRD waa azked for
all care plans for Resldent 5. Review of the care

plans provided, for Residant & showead o care
plan for anamia.

During an interview with tha DOM and MRD on
1114118 at 4:63 p.m,, they cunfirmed the absence
of & written care plan addregsing the ansmia, In

both paper and elecironic medical records for
Resident 5,

3. Resident § was'admitted to the facllity on
Fabruary 2018 with Bipolsr disorder, dapregsion
and multiple atomach aad liver disorders,

Raview of iha desument fitled Physician Ordey
Report dated 10/8/16 - 112116, irlclluqtad
Rasident 9 waw on three psychothapgpautic [
medizations. i
] .
* During & raview of the documents titled Care
¢ Plang on 11/4/16, there wse no care plan found
far Residant 8 for care of 2 residant with
peychiatie disorders or care plan pedainlng 10
tha care of a resitent on peychotherapeutic
medlnalioss,

In a Interview on 11/81& at 10015 a.m., the
Dirattor of Mursing confirmed the care pians ware
not done,

F 323 483,25(h) FREE OF ACCIDENT
55=-€ | HAZARDS/SUPERVISION/DEVICES

The facilty must ensura that the realdent
anvironment remaing as free of accident hazards

F278

F 323
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&% is possible; anc each resident roceives |
a?:&unatt: s;;ggmsmn and ageistande devices to The uneven areas in tha courtyard |
| prevent # ' were grinded by the maintensnce
i department staff,
{ On H1/30/18 through 122116, tha
'; facilgy Jnéalrrtenanun suparvlat:;
f grinded down the un-even surfaces
| ;?:is REQUIREMENT Is not met aa evidenced in the patio area.
i Based on ohesrvalion and Inter_viaw the facility | The facility adiiristcator in serviced
{ falled o properly maintain ihe gidewalk of the the malnt aupervi
! courtyard, potentially used by the 105 of 107 rfmﬂu] E"E"G?m pe ";EW un ol
residents in the facliity, I & safe conditlon when pa OJMIn% mOTL_ y anviranments
parts of the sidewalk was slovatad causing & trip rounds an maoi[r;% necessary
hezard, This feilure had the potential tu cause repairs on 11/30/16.
Injury. The Faclity administrator and the
Findings: rnaintenance suparviser will parform
anvirohmental rounds manthly
During tha completion of enviranmental tour on times 3 montha then quartarly
14316 at B:00 a,m. The resident courtyard wag { thereafter to ensure that any
obsarved with the Maintenance Supsivisor (M), uneven surfaces in tha faallity
There wera multiple arees of the sidewalk tha? grounds are fepairad as needed.
were uneven, and soma parts were alevated 1 to . ) .
3inches. The maintenance suparvigor will
rapart any nan compliance j8s08s to
'n 8 concurrent interviaw tha MS stetad the the quality assuranda committea for
wneven areas were caused by the surface tree recommendations as needed.
roots damaging the sidewalks and the building.
Ha further stated he has had 1o help some i
1 rasidents with their whaelehalrs when they coma :
| cutside and cannot roll frealy over the slevated , F329
areas, The ME stated the facillty ls "aware of the ‘
protlem and has phns to reds the entire 1. Resident 18 pain medication
courtyard and possibly replace the iraes. He regimen waa reviewad by the
acknowledged the uneven pavsrment was # trip physician on 11/4/16.
hazard and in need of reparr. ) .
F 328 483.25(!} ORUG REGIMEN |S FREE FROM F 329
FOEM CMS-2887(02:05) Pravioun Veraiohk Dhaolate
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88=E | UNNECESSARY DRUGS

 Each residents drug regimen must bz fra from
; unnecesgary drugs, An unnacessary drug is any
drdg when usad in excesaive dose {including
duplicate therapy); or for excessive duration; or
witheut adequate mohitoring; or without edequals
indications for ite uee; or It tha prasence of
atlvarse consaduences which indicate the dose
ghould ba raduted or discontinued; or any
¢oembinations of the repsona above,

Baged on a comprehensive assessmant of &

reakdent, the faclity must ensure nal resldents

; who have not used antipsychotic drugs are not

i glvert thesa drugs unless antipsychotic drug
therapy 19 neoassary to treat a spacific condition

as disgnosgd and dogimented in the glinical

! record; and resldents who use anlipsychatic

| drugs recelve gradual dosa reductions, snd

; behavicral interventions, unless c.hmcally

| contraindionted, in an affort tu discontinue these
'_ trigs,

I

'|

r .

E This REQUIREMENT 15 not met as evidenged
by:

I

i

Baaed on observation, staff ang resldent
irterviews, and record review the facllity falled to
j Bnsura that four of 22 sampled residants were
i free from unnacessary medications as defined by

; nadequate monioring (Realdants 5, 8, 17 and
i 1a)

i This faiiure had the poteniia) to put residents at
i Inoramsed risk for developing adverse

¢
H
| congequencas, therapy fallute and negative !

2. Resident 178 hypnotic arder was
dizcontinued on 10/19/18,

3a) provider reviewed the use of
Lopid on 11/20/6 for resident 6.
Orders for Lipid pane) wara placed.
ab) provider reviewed the use of
ferrous sulfate on 11/28M8 Jor
resident 8. Crders placed
HemeglobinfHemaloarlt,

30} lab result for TSH dated 1/6/16
was ravlewsd by the providar. New
labs were ordered,

{3 attempls ware made on 10/28,

10-30, 11/1, 8nd resident refused to
nave labg drawn. Care plan was
ppdated to reflaat refuses).

4) For resident 5, provider

reviewed uze of Lipitor on 11/20/16
and labs ware orderad.

Tha consultant pharmacist will
raview resident drug regiman for the
above rasidants and other current
resldents and make nacessary
recommendationa to the providers
11/28M16 through 121218,
Recommendations made will be
given to the DON who will then
follow up with tha providers for”
needed orders.

Maonthly, the consuliant pharmacist
will raview the residana’ medicalion
deug reglmen and make necessary
recommeantdations,

OMB NO, 0938-0381
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1. On 442M8E st 690 arn, during abservatlon of
! the medization administration, Licensed Nurse 6
; {LN 8) gava Resident 18 two medications for

i pain, gabapentin (knawn as Neuroniing and

i ramadol (knawn as Ultram).

Rezident 18 Is bed bound and has had ngrve pain
 (neuropathiy} and other pain lesuee sincs 2012, in
i an interview op 111216 at 10:50 a.m., Resident

18 stated that moat of the ime she had a paln

leyel of 8710, on 3 paln scale of zero (no pain al

all) bo ban (worst paih}. Whan the Resldant 18

was asked If aha iold facility stafi about her pain,

| she: said 5he haa told the dactor about the paln

! angd the docter said, "thara s nothing they can du
about t.* vhen askad if her pain aver went down

to 4 zero, Rasident 18 said, "No" and indicated

that ghe was always in pain and that she "gan't
walk,"
{

| & raview of Resident 18's medical admhistration

« record (MAR) on 11/216 showed that she wag

| receiving scheduled doses of tremadol 50

¢ milfigrames (myg) three imes a dsy and gabapentin

$ 500 mg three times & day. In addition, Resident
18 recalved Tylanol 850 mg evary Tour hours ug
negded for pain, On 1172118, further review of the|

I MAR during the four months prior (July, Auguet, |

| Septembar any Ostobar of 2016) shawed |

; tocurmantation of zero on dally basis on every

! shift, wilh & few axnaptions,

i Om 1112116 at 10:50 a.m., Licensed Nurse (LNE)

i and Licensad Nurse 7 (LNT) stated that pain
; sasessmant (3 documentad at the end of the shift, !

{X¥} MULTIPLE GONSTRUCGTION (%) DATE SURVEY
ANC PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
056410 B, WING 11108/2616
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1 [ i
i i
F 228 Continyed From page 13 ! Fae !
outcome. Montthly times 3 montha then
Findings: quarterly therasfter, the DON will

perform 10 random chart audite to
enaure rasidenia’ medicatian
regimen i2 reviawed to Include
recamnmendations for needead labe
or reylew of medioations.

The DON In servicad the LN on
11/28/16 & 11/30/16 regarding

&) Monitoring and documentation of
residents’ paln lavels.

b). Monitoring and docurmenting
therapeutic effects of PRN
madications administared

Charing thelr shift, the llcansed
nurses will monitor resident pain
level and therapeulic effeats of’
othar PRN madications
administered and document
aocordingly.

The Medical recard dapartmeant wil
audit tha Electronic Medication
Adrviniatration Record (EMAR)
weakly fimes 4 wagks and monthly
thereafler to snsure that
medications administerad that
require monitoring are adequately
manlarad and documented.

The MROD wik hand the audits to the
DON for follow up 2a neadad
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F 329 Continued From page 14 F 328!
a
{ LN & pdded that the pein scora may be madified i The DON wil repart any non
 after it is enterad infa the system. : compliance fssues to the quality
:! | assurance commiitee for
{ On 11/3/16 at 4110 p.m,, Reskdent 18 was asked recommendations as resded,
i about her pain level and she indicated that it was
| an & aut of 10. Resident 18 stated hey pain level
|was 8/10 on three diffarent oooasions on 112118

{ and 11/3/16. The pain monitoring for Realdent 18
| was [naocurate because the medical record
+ showed documentation of zero pafn level even on
: daya thi resident was given Tylendl for pain,

-2, On 112018 e 1212 pom, expired or )
: diseontinued controlled substaness stared nt the
' DON'g office were evaluated, Temazepem (@

- medicatlon given for inabillty Lo sleep) for sample
+ Realdant 17 was randomly selected for

" avaluation. Temazepam 15 mg wes ordsred to

i be giving at bedtime for alding sleep, and may
rupaat times one as neadad,

: Ravlaw of the accountablity record (also kaown

' an gontrollad substance record) for temazepam

! showed docurmentation $hat three diffarent doses

, were slaned aut: gn 95118, 9/8/16, and 8M2M8.

_Review of the medication agdminisiration record
' {(MAR) for Residant 17 showed three out of threa
: imea, the azsessments were documanted as |
" (Not Effaative), Thare was no documeniad
| mvidence that a follow-up action was kaken to
_address the lack of effactivaness of the

r . madigation administargd, such 83 adninistering
- another dose &% crdered by the physielan,

|

. For the doge signad out and administared on

 021/16, temazanam was givan 2t 9:45 p.m.,, and
the assessment was documented six bours later

| 8t 3:39 a.tn. There waa ne clinical Justifeation for
| lack of imely assessment.
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F 329{ Gontinued From page 15 F 329

3a) Resident 8 was admitied by facility with
diagnosea Including, high cholester| (Cholesterol
is & fat-iike subslance that, at high levals, ik
deposited on the walls of blood vessels and
increase the risk of heart digease.)

Review of Rasident &'s MAR's showed a
physician order for Lopid (s medication to lower
the cholestero! level) 600 mg. (2 unit of measure),
to be given lwice a day since 1211114,

The (MAR}, for Resldent 8 showed that the
resident has beeh on Lapid B0O mp twie 4 dey '
since 12/1114, Review of the record showad no

chotesterol panel {2 hlood test 1o show lavels of
cholesteral) slnoe 12441144,

During an intarview with the Director of Nursing
(DON) Hn 11/4116 st 4:48 p.m,, the DON
confirmed {he absence of Lipid panel for Resldent
& (A lipld panel mezasures - fate and fatly
substances ysed as a source of energy by your
bady- in the blood.}

3b) During & review of Resident 6's MAR's,
hoted resident wag presaribed farus sulfate (A
medication to treat decreased ron i the blood.)
325 myg. {(Unit of measure) by mouth onoe per day
for anemia, Anemia g a deficlency of red biood
calls or of hemoglobin i the kipod. Further
ravigw of R 8's records showed the mast recent
iab in check for improvemant for anatia wae on
8MB/2018. Ona of the fabs test thal check for
anemla ts HH: Hermogiobin (oxygen carrying
protein) and Hematocrit {the ratio of red blood
celle to the total volume of blood.)

FORM CMS-2467(02-85) Fravious Versioni Cbnolsty Fvank It FRNSH Faciiey [0, CARYDONO10S
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F 328

| During an interview on $1/4/18 at 5:10 p.m., the

‘| Review of Resident §'s medical racord showed a

Continugd From page 16 ‘ F 329

During an interview with the DON, and tha MRD
on 111416 at 4:53 p.m,, thay confirmed thaj there

was na other lavels or more current ones afer
8182045,

3c) During further review of the resords for
Resldant 6, It was noted that the rasident was
raceiving levothyroxing (medication used to fraat
low levels of thyroid harmans in the blood) 25
microgram every day since 12111/14, The moat
racant Thyrold Stimulating Hormone (TSH) level
{A binced test used to avaiuate response to thyreld
therapy) done was on 1/6/16, and it was elevated.
The level was 6.57, and the narmal range 1s 0,34
- 4,82 Thers was no documented avidance that
the: facility took any actions reparding the
slevated TSH laval. .

Moanitoring T8H |s used to guide traatment and
avaluate effectivenags, hawever the facllity did |

nat use the lab result to gulde Residenl &'s
treatment,

DON acknowledgad absence of action related o
the TSH elevated lavei.

€

4, Rasgident & wag preseribad 2 medicetion
(etarvaslatin) for high cholesteral (Chatesteral Is a
fat-ike substance that, If tha level ia high, wil
accurnulzte In the walis of the blood vessels snd
may increase the risk of heart dlaaass),

physician arder from 3/34/16, for afprvastatin
{also known as lipltar) 40 my., {o ba given avary

FORM CMB-2887(01-95) Plaviaus Veraions Chaclels Cvent IO, FFN31 Faciity 12 CAG200DO106
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T
F 329 | Continued From page 17 F 32¢ F-433
| day st bad time. The Medicatlon Administration )
{ Record (MAR), for Resident & showed that the
' ras‘m{ent had been on atorvastalin singa A medication adminlatration error
admission, 3/31118, report was completed by the DD_N
Raview of the record showed no cholesterp) ) and Licansed Nurse 10 an 11/8/16.
pangi had been done since 3/31/1€ to chack the ,
rasident's levals of cholestere), During an Eg;:'i;':":?:r?tlg:ttgi;ﬂ:#;;&tggl i
interviaw with the Director of Nursing (DON) an this deﬂnlg ol practios, the Madlcal
/4118 &t 4:45 p.m., the DON confirmed the Rucord staff com |aléd an audit on
absence of Lipid panel far Realden 5 (A tpid 1212116 o dlhet?u ragidents, to
panel measures - fats and fatly substances used ansure thal te rasidents re cé‘wad
4 8 S0utce of enetgy by your bady, the correct dose of insulin that
F 333 | 483,26(m)(2) RESIDENTS FREE OF F 333' corralates to the MD orders as per
85~D | SIGNIFICANT MED ERRORS ! tha insulin sliding scale.
The facillty must onsure that tesidents are frog of ‘fz'i"g‘:?‘f'e given to the DON for
any significant medlcetion errora. : The DON i serviced the Licensed
Nurses {LN) on 14/28/1@ & f
‘ 11730/16 regarding the & rights o ,
mis REQUIREMENT s not mei as eviderced medication administratlon.
Based on interview and record review the faclity
falled to ensure that the reaidents wera free of :}:‘39}‘%“"’3‘3 4Mw;§‘$ﬂ|aggr;n?ntt:w
any significant medication erors when the wrong aél‘:a ar.d. § o residents E“_gﬂ
dose of nsulin was documented an the HL_J” 8 0n ll-; atic rr:j& ants. na)\,i
| Madication Administrallon Record {(MAR) for 1 of “;l ii&msn.lre:l Al d{as an wdom @
1 22 samplad Residents (Residant 1), This fafure sliding scale |nr ers ’30‘3"{: MS
hadd the potential to jeopardize the resldents' g:g:;:d insulin dose per the
| \ '
health and satety Competad audils will be handed to
Findings: ' the DON for fellow up as naeded,
| Resident 1 was aditted to the facilty with The MRD will repart any non
| Peumenia. In a yeview of the MAR for 10/18/16 compliance issues to the quality
| a phyeicians ordat indicated, "Humulin R {Regular
human Insulin) sotution; 100 unitml: Injection, i
Before Meals for DM [Diabetes]. Liss than 60 If !
i

FORM CI4G-2067(02-54) Fravloyr Varsions Obiniste Euan) I FENS1Y Eaelily 10 CADICOODI 05 1t continuafion sheel Pags 18 of 32
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AND PLAN OF CORREUTION IDENTIFICATION MUMBER: A BULDING GOMELETPD
p56410 B WING 11108/201§
NAME GF PROVIDER O SUPPUER STREET AUORESS, GITY, STATE, 21 GODE
WHITNEY OAKS GARE GENTER A o cesns
!
40 | EUMMARY STATEMENT GF DEFICIENCIES b PROVIDER'S PLAN (F GORRECTION "
Selex | (EnCHDEFICIENGY MUST BE PREEORD BY FULL PREFI (EAGH GORREGTIVE ACTION SHOULD BE COMPLETION
Taa | REGULATORY OR LG IDENTIFYING INFOANATION) G GROSS-REFERENGED TO THE APPRORRIATE OAYE
; DEFICIENGY)
. . .
e ;:rrlti,wg;:a'::;?ﬁfaer:heck 30 min, Hakd P53, assurance commitisa fo
insukin, if unresponsive call MD, BS (blood sugar) recommendations 8 needed
80-180=0 BS 151-200=2 unit BS 201-250m4 BS
251-300=5 unit BB 301-350=8 unlt 85
351.400=10 ynll BS 401-460=12 unit Notify MD. F431
IF greater than 450=14 units & cheak in 2 ks, call
MO it st greater tan 450, | 1. For residant 14, the LN that
N lonad for lhe Narco an the narcolic
The MAR indicated on 10/15/16 at 7:00 am, | &
Licensed Nurse (LN) 10 gave Resitdent 1 14 unita i Iogg;n;ﬁlﬂe;g}?ﬁmedjcaﬂon arrar
rather than 12 it of Humulin R insuiin, when  reporion '
his Blaad Sugar reading was 446 mp/dl, 2. Ran dom Rexldent J was
I 0 Intervigw with tha Dirsctor of Nurses (DON) “dz""l‘::;';;g“oﬁg'g‘ﬁ:e:“ 916
on 11/411B &l 1:4b p.m. sha Stated, "Yes, that js 8 '?Tr‘.a Uscontinued < o‘l’w olled dru
mad error, wa filled out & med error form 0 5;?“" o glored In e oo
| yesterday wfter | spake lo the nurse." ina ’"fﬁ cation ':'Qtﬂhs ared In
[subsaquent interview with LN 10, sne could not a 'é?df;“ “;“ “":'fa"” ot J
| be exctly sure it sha gave the Incarrect dose, or medications logged for resivent J.
b IF it was malnly » decumentation error,
! The MRD parformed an audit on
F 431 1 483 80(b), {d), {¢) CRUG RECORDS, F 431 _ \
cort || ADELIBFORE DRUGS & BIOLOIEALS e :;ggl‘i‘ihs}:!;’;ﬁmgf"V
. book are alsp
The faciity must employ or obiain the services of narcotic log
a licenenf pharmacist who establishes o system documented on the EMAR
of racords of recaipt and disposition of aff aocordingly. \ e DON
controllad drugs in sufficient detail to enabie an Thf audit wes glven o the or
accurate racondilintion; and determings hat drug follow up.
reconds are In order and that an account of &ll . )
cuntrnlladd drugs Is maintained and periodically : '1“;‘?2 QD’?;“;“;?{E;;STG‘* r?:u‘r-:l\:n;nthe ;
aconcile .
r rights of medicatior, administration.
i Drugs and biclogicals used In the faciity must be ,
- labsled in accordarioe with ourrently accepted Weekly times 4 weeks then monthly
i profassional principles, and inolude: the thereafter, the MRD wilt perform
appmpr%ate accessary and ceutionary .
! instructions, and the expiration date when
applicable.
FORM CM-280702.98) Previgua Yarslons Qbkclaly

i continualion sheat Paga 10 of 32




0172072017 1B6:id4¥alnut Whitney (FAX}916 634 7171 P,021/033

lr‘ 1 I 1 {
0 01y
DEPARTMENT OF HEALTH AND HUMAN SERVICES PRl;lgEM Appgéz\?éé
__GENTERS FOR MEDICARE & MEDICAID SERVICES - OMB NO. 0838.0383
STATEMENT OF DEFICIENCIES {%1) PROVIDER/GUPPLIERICLIA {2} MULTIRLE GONSTAUETION {X3) DATE SURVEY
ANO PLAN OF GORREGTION BENTIFICATION MUMBER; A BUILOING CUMPLETED
058410 B, WING 110842016
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1o | SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF GOURRECTION N
PREFIY, | (EALH DERIGIENCY MUAT BE PRECEDED BY FULL PREFIX {BAGH CORRECTIVE AGTION SHOVLD BE GOMPLETION
TaG | REGULATORY QR L3C IDBNTIFYING INFORMATION) ™a | CHDBE-REFEﬁEggﬁg ;éa g\gt}a APPROPRIATE DaTe
F 4311 Gontinued F ange 19 .
on fom pag F 434 audits to compare the narcolic log
In accordance with State and Federal laws, the veraes the EMAR. i
. The audits will be handed {0 the
Faciiity must store all drugs and biclogleals in DON for follow up as needed
locked compartiments under proper tamperatire )
conirols, and permit only Authorized personnel to ™
e DOM will regart any non
have access to the kays. compliance lsaues to the quality
ittee for
The fecifly must provide separaiely locked, - BSSUENGE Bomm
permanently affixed compartments for storage of recomimendalions as naaded,
coniroliad drugs listed in Schatule 1 of the
Comprehensive Drug Abuse Pravention and
Control Aat of 1978 and other drugs subject lo
abuae, gx¢ept when the facllily uses eingle unit
package drug distribution gystams in which the

quantity stored is minimat and a missing dosa can
be resdily detacted, {

This REQUIREMENT is nat met as avidehced
hy:
Based on medical record and aiaff interview, the :
facility failed to mnsure accurate accountablity of !
all controlled substances when it failed to detect :
and identify potential miguse or abuee in a timely ]L
manner. Lack of agcountabliity facilitates misuse ]
or abuse of controlled substance, end i
subsequantly places patients at flsk for pain and
sutfering when the medications Intended to treat
them 19 not administerad of 4 inacourately
documentad,

Findings .

1. On 1172714 at approximately 41 a2.m,, the
confralied drug record for Noreo (a nargotic pain
- medication) for Resident 14 was randemly
salecied for evatuation. The order was wrilten to
administer ohe lablet avery four hours oh hesded |

FORM CME.2861{02-98) Fraviayy Vinlona Dbsoiale Evant I FFNEN
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for moderate pain and two tablats avery four
hours 38 needed for gevera pam, According to
the controlled drug record, on 10/22/16 at .00
p.m,, two tablats of Noroo were signed out,
Howsvar, raview of the medication administration
recid (MAR) showed no documentation thet the
twa iablets were administarad. This finding was
confirrmed in an Interview with the Medica!
Rerord Director {(MRD) an 41/4/6 &t 10.50 a.m.

The cortrolled drug record for Resldent 14 also
showed that on 10/22/18 ai 6 p.m., two tablets
ware signed out, The MAR showad that the
medication was adminlstered about an haur
hefore the medication was signed out at 4:41
p.m. Addiflonally, the controlles drug racord aleo
ghowed that on 10/17/18 at & p.m,, two tablets
ware signad out. The MAR showed that the
medication was administered at 5:04 p.m,, about
an hour bafors the medication was gigned out,
Thiz finding was confirmed in an Interview with
the MRD on 11/4116 at 10:50 a.m., and no
justification was pravided for the disgrepanay In
the record,

{t is not peasibie ¥ adminiater medications before
ohiaining them. Thig practice of decurnentation
allows for ingscuraalza and can lead to
madication administration arrore. b also
freflitates misuse or abuse of controlled
gubstance, 1 would be imposaible to know i the

controlled tablets wera actually administered or
not.

2, On 11216 at 12:12 p.m., axpired or
discontinued controlled drug substances stored- at
the DON's office wers evaluated, A vandomiy
selected eontralled drug record was chosen far
Resldent J. The controllzd drug record for Narco
(nargotic pain medication) was eveluatad, The

(ddy 0 SUMMARY STATEMENT OF OEFICIENGIES [[+] PROVIDER'G PLAN OF CORRECTION [ 13]
PREFIX (FAGH DEFIGIENDY MUST AE PRECEDED BY FULL PREFIX (EAGH GORAECTIVE ACTION EHOULD BE COMPLETION
TAG REGULATORY QR LEC IRENTIRYING INFORMATION) TAG CROBY-REFRRENGED TO THE APPROPRIATE DATE
DRAICIENGY)
F 431 | Continugd From page 20 F 431
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F 431 Continued From page 21 F 431
. F-441
+ order wes written fo administer one Lablat every |
; four hours as needed for moderate paih and two 1. The ham identified in the
| tablets avary four hours a5 needed for severe refirigerator was disposed off on
| e, 11718,
The vonttalled drug record ahawed thaton ; di
10/8M8 at 5:00 a.m., two fablels were signed out Eggaﬁ?ng‘:tﬁ;?::; ';iph:tg ?t;ud
and mmoved from the car, The MAR showed ltemsa on 11/8/16
thal the controlted medioation was administerad '
at 112 a.m., about twa hours befars the '
medication was obtained. In addition, the IE%&E;: :;r;;l;:ﬂi;gﬁa;ﬁ&y taft
ehntrellad drug record ahowed that on 10/5H16 at dispasition after its expiration date
2:00 3,m., wo dobes ware signed out. The MAR on 11/8/16 & 11/2816.
ghowed that the medication was adiministered at '
1:38 e:m. abow & half an hour befors the : )
— Weeldy the RD will Inspect the
mexdication was obtained. rafrigecatar far complianca.
\When the facility's poliey on contralled ' .
substanoas was requested, the policy on :";‘; H;g r\\:llal I':?f::";; ?;%Tg uality
Controfled Substonces, ravised December 2012, o up Rt for
was given alang with a "Controlled Madlcations” o "a"";’ c"'l"’t'?"m oedsd
policy from Pacilic-West Pharmacy, version 1.0, TeCOMMENCRNaNS 4% n :
effective date: June 2016, A review of thase 2 DI  Staff !
voficles showed procedurad that included, "When N Thiﬂ rectc'll':)GSD ia wed th
a controlied medication Is adrinistersd, the Deveiopment (DSD) “:ﬁ"é"a 2
(lcensed nirss administering the medisation dietary staﬂl;ml proper 13_';'1 816
immediately enters the following informatian, . washing h‘f 1“ guas on 112
! Date and time of sministration...” | theaugh 12/1/10.
! 1
| There was evidence that the facility failed ta . Waeldy timex 4 weeks then monthly
! ftiow thalr written policy when administering m"::ﬁg:}:hfgfggz ﬁgﬂg”'“"
. cantrofied substances, !
F 441} 483,85 INFECTION CONTROL, PREVENT F 41| Washing skilt checks on the cletary
gs=E + SPREAD, LINENS staff.

| The facility must establish and mainain a0
! nfection Contrel Program designed to provide a
| snte, senitary and comfortable environment and

et s e s

.
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NAME OF FROVIDER OR SUPPLIER |

t¢ helg prevent the devalopment and transmission
of disease and infackion.

(a) Inteclion Control Program ;
The fachily must establish an infection Control
 Program under which it -

| {1} Investigates, conirols, and prevents infections :
j in the facillly,

{2} Dracides what procedures, such as isolatlon,
shoutd be applied to an individual resident; and
{3) Mainiains a record of incldents and cotractive
sctions related Lo infections,

(b} Preventing Spread of infection

{1) When the Infection Control Program
determines that @ rasident nesds lsoiation o
prevent the spread of infection, the fachity must
i=otate the resident,

{2) The facility must prohipit employees with a
comimunlcable diseasa or infected gkix leslons
from direct contact with resldenis or thelir food, if
direct cantaot will tranamit the disaase. !
{3) Tha fagiity muat require staff to wash thelr
hands after sach direct rasident contact for which
hand washing is indlvated by scoepted
professional praclice.

{c) Linens
Personnel raust handle, store, proceas and

transport linens 50 ag to prevent the spread of
infection.

'} This REQUIREMENT s not met as evidenced
{oy:

! Rased on obearvation, interviews and record
| review, the faciiity fsiled to maintaln & proper

{ Infegtion Contral Program when: li

3529 WALNUT AVENUE
WHITNEY OAKS CARE CENTER CARMICHAEL, CA 95608
D) D SUMMARY STATEMENT UF DEFIGIENGIES 1) PROVIDERS PLAN CF GORRECTION Vol
PREFIX' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREEYIVE ACTION SHOULD AE | COMPLETION
TAG REQULATERY DR L3C IDENTIFYING INFORMATION) TAG CHUBB'REFERENQE&Z% g\va APPROPRIATE .  DATE
DEF! ) )
F 441 ¢ Continued From page 22 F 441

Any concerns identifled wil be
forwarded to the DSD for follow up
an neated,

Each Quarter the DSD will vigit the |
diatary department and parfarm

hand random hand warhing skill

cheaks with the distary staff.

The DSD will report any non
compliance issues ta the quality i
assurance comimittes for

recommendations as needad,

3. Tha IS In serviced the staff on
proper dispassl of garbage in the
kitchen on 11/28H8 through
12116,

The RO wili perfarm daily rounds
timea ona week, weakly raunds
times 4 weaks and monthiy
thareafter to ensurg that the
garbage ls disposed of accordingly.

The RD will repart any non
compilance issues to the quallty
assurance committes for
recommendations as needad.

4. Tha Directar of Staff
Developmaent {DSD) in serviced the
house keaping staff on proper hand
washing technlques on 11/28/10
through 12/116.

FOAN CME-2967(02-08) Frevious Yersiony Ohaoleys

Exvarit 10: FFNAY

Fycitiy I0; CAQI0000108

I cantinuaiteh sheat Pege 29 of 32




0142042017

16:15Walnut Whitney

(

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

(F&x)916 634 7171

P.0D25/033

PRINTED; Q4/12/2017
FORM APPROVED

1. Food was stored in the rafiigerator bayand it's
expiration date,

2. Proper hand washing was nat Implemented in
¢ he kitchen;

i 3. Garbags in the kitchen was improparly
handiad,

; 4. I:mpsr hard washing was not Implemeriied:
tang,

; 8 Medical devices wete not properly hamdied
; after cleaning.

Thess failures had the pofentisl io affect the

- gafely of afl stafl and residents, and failed to

i provide a sanitary and comfortable enviranmean}
by exposing residenly and staff (¢ irahsmisslon of

possible disease and infection,

Findings:

1. Durlng the Initial Tour of the faciliy's kitchen an
141118 at 8:36 a.m., ham was observed in the
walk-in refrigerator with a date of 10/28/16.
During @ acneurrant interview with the Diafary
Supervisor (DS), the DS statad that the ham was
golng to be ysad for the chef salad.

During an interview with the facliity's Diatitian on
14/1M16 at 810 a.m., tha Distitian responded thet
the hant should be Lsed three days afler the date

¢ it was spand, by 10/34/14, it was opened
" 10/26116.

i During # revisw of the facility dooument fitled,
| REFRIGERATED 8TORAGE GUIDE dated,
20'15 it stipulated that, ... "Left aver coaked meats
. Maximum Refngeration Tima, 3 days."

' 2, During tha same initlal Tour of the (acllity an

monthly thereafter, the house
keaping supervisor will perform 4
tandom hand washing skill checks
with the houraekeeping staff.

Any concerns ldentifisd will be
forwarded ta the DSD for follow up
as neaded,

Bach Quarter the DSD will perform
random hand washing skil chegks
with the hougekeeping staff.

The DD will report any ton
compllance isguas to tha quality
assurance commites for
racornmendations as needed

5. Tha DSD in serviced the siaff on
propar handling of medical devices
after cleaning on 11/28M6 through
11730116,

Waekly times 4 weeks, the DED wil
perform faohity rounds and obsarve
{or proper deaning of madical
devices,

Manthly during tha licenzed nurses
meating, the LN will be able ig
demonsirala proper cleaning of
medical devices.

The DON wilt rapart any non
aompliance issues to the quality
gasuranee commitles for
recommendations as needed.

QMA NO, 093801381
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FREFIX l [EACH DEFICIENCY MUAT BE PREGEDED BY FULL FREFIX EACH DORRECTIVE AGTION BHOULD BE QOMPLETION
TAG REGULATORY DR LEC IDENTIFYING INFORMATION) a5 CROSSHEFENENGED TO THE AFPROPRIATE OntE
; ; DEMCIENCY)
'
F 441
Continued From page 23 F 441 Weekiy fimes 4 wasks then

FORM GMB.246702.89) Praulous Verslons Dhsofala

Evani |Ox FFNBTY

Facllity ¥ CAOQDO00105

1 conlinuation sheet Page 24 of 32




. D1/20/42077 16: 15 Walnut Whitney

' {

DEPARTMENT QF HEALTH AND HUMAN SERVICES

(FAX)816 B34 7171 P.026/033
roa {

PRINTEER: 01/12/2017
FORM AFFROVED

_ CENTERS FOR MEDICARE & MEDIGAID SERVICES
STATEMENT OF DEFICIENGIES

HAME, at 140 a.m,, obseived five of the
dietary staff including the Dietitian, use improper
hand washing technigue, They were obaarved
plecing lather first an their hands then guickly
rinaing the hends with water, During 8 concurrent
interview with the Dietary Supervisor (DS), when
askad whai was the aceeptable hand washing
technique, the D8 responded, and acknowledged

the lack of proper technlgue obeérved with the
digtary staff,

Shortly after this, fmproper hand washing
techniqua was observed io continue, the 0S
called altention o the kilchan staff 26 io the
expected and proper hand washing technique,
"“Water first, lathar and wash for 30 seconds.”

, During review of the fachity's policy and

i procadurs tiled "HAND WASHING .
PROCEDURE, dated, 3/13, i stipulaied, .."Wet
hands, and forearms first, Add soap, and rub
hands together forming lather, .. for 20 seconds.”

3. During the sama [nitlal Tour of the facility on
144/16, &t 10:35 a.m,, the Diztary Alde (DA) was
cbearved placing a leaking plastic bag of garbage
on top of a garbage can near the staffs hand
washing sink, During & guneurrent interview with
the DA, when askad the propet way to handle &
laaking garbage bag, the DA respondad, the
reason of placing the plastlc garbage bag on top
of the garbage can was because thare wae more
gswhage to add to bag,

Further interview wih the DA, on the proper and
diffarent way to handle leaking garbage bag, the
DA responded, "t shouid not taak on the flaor,
and should take it outside to prevent cross
gontamination.” A concurrént Interview with the

OMB NO. D938-0381
{X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (3% DATE SUAVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BULCING COMPLETED
058410 B. WiNG 11/08/2016
WAME OF PROVIDER OR SUPFLIER BTREET ADDRESS, CITY, STATE, ZIP CODE
; 1649 WALNUT AVENUE
WHITH
ITNEY QAKS CARE CENTER CARMICHAEL, CA 05608
) 0 SUMMAFHY BTATEMENT OF OEFIGIENCIES 0 'PROVIDER'S PLAN OF CORRECTION )
PREFIX [EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE EOHFLETION
Al REGULATORY O LSC: IDENTIFYING INFORMATION) ™G CRO$S.REFERENCED TO THE APPROPRIATE oaTE
DEFIGIENCY}
F 441 Continued From page 24 F 441
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F 441 | Continued From page 25 F 444
0S, tha D8 addad that the DA should have asked '

for help and then add more garbage to the

garbage bag to prevent eross contamination,

Naither the DS nor the DA mentionad the need to
wipe the floor of the dripping substance, or
disinfagt the top of the garbage cen.

During &n intervigw with thea Diractor of Staff
Devalopmant/infaction Preventienist (DSDAF) on
114218 at 848 p.m., the DSDAP confirmad the
sarne hand washlrg procedurs putlined in the
facility's policy and procedure,

DSIMP furthee added that "All parbage s
considered potentially infectious and thergfore
should ba disposed of appropriataly, DSDAP

" added that another non lesking bag should have

, been used to prevent leaking on the floor, and the
watness on the ficor and the top of garpage tan
should have been wijied cleaned and disinfected,

4 a) Durelng initlat tow an 19/1H6 at 9:09 am., a
Certified Nurslng Assistant 3 (CNA 3) was
sbaarved axitng a privete rasldent's room, which
nad Isolation precautions for Clostridium difficlle
{C.. Diff, an infactious intastinal bacteria). Prior ta
exlting the room, CNA 3 did not wash her hands,
GNA 3 proceeded to ge to the Utility Room across
the hall from the resident's room o wash her
hands; this obaervation was confirmed by &n
interview with Licensed Murse 8, on 1471116 at
g15a.m. Tha handle on the utility room door
had a key code to unlock the door, The CHA3
pushed the buttons pn the Keypad with her
pontaminated hands to uniock Iha door, opaned
the door, and entered the room o wash her
handa, Lsing the Utity roam to wash har hands
resulted In & potential infactious site on the doar J

FORM CM3-2ER7(02-80) Pravioys Varsiona Dhigleis Ewvint (0: FPNSA1 Faciity 1D; CAC300001068
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4 b) On 111116 at 3:24 p.m,, Housekegping Staff
1 and Housekeeping Staff 2 {H81 and HE2) were
seen olzaning raom 402 for a resident on
lsclation precautions with C.Olif. HS2 was
standing puiside of the room, clenching a roll of
garbage bags under har arm, and holding onta
garbage bags, & container of bleach wipes and a
spray bottls of bleach, VWhen asked to axplain
her role in cleaning the room, H52 atsted that she
was handing clesning implemants to HS1 who
was cleaning within raom 402, "as ha needad
them". |

It was axplained that upon hayding the spray
hotlle of bleach, HS1 would yse the spray inside
aof tha reorn &nd hand the bottle tack to HS2,
HS2 seid that she would take the bottle and using
the bleath wipes that she was carrying, would
wipa the bottle clean, HE1 was observed n tha
room aleaning the roormn Bng upon axiting, did nof
wazh his hands naither in the resident's raom nor
auslida In the utility room, HS1 was observed
pushing the housekeeping cart dowr the hal) with
potentially conteminated hands an the handie of
the cart. He than continued to take dirty trash
bags outside the facility through a public door,
toushing the handle by of the door. HE1 stated
in an interview on 1171716 at 3;35 p.m. thal *he
was nervous and forget to wash hls hands™

&, On 11/216 at 758 a.m. during medication
pass phservations, Livensed Nurse 7 (LN 7)
complated har administration of morning
medicafions and after axiting the residents raomn,
placad har difly stethoscops and blood pressure
cuff on the oraok of the sharps contginer located
on the side of the medication carl, She
proceeded to take bleach wipes from the botlom

FORMAPPROVED
CENTERS FOR MEDIGARE & MEDICAID $ERVIGES OMB NO. 1938-0391
HTATEMENT OF OEFICIENCIES {*1] PROVIDER/GUPP LIEFICLIA {F2) MULTIPLE CONSTRUCTION [¥3) DATE SURVEY
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TAG REQULATORY OR LEC IDENTIFYING INFORMATION) ) CROSE-REFERENGED TO THE APPROPRIATE CaTa
DEFICIENGY)
F 441{ Conlinued From page 268 F 444
handle and keypad for subsacuent staff.

FORM OMS-2467(02-29) Pravivus Veralons Cbstiaiy

Evanl |0 FFNSY

Fai{iy I0: GAQI0000IDS

If continualion aheet Paga 27 of 22

P.028/033




0142042017 16:168Walnut Whitney

(Fhx)916 B34 7171 P,029/033

BEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: Olt2/aadr

FORM APFRGVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 09380391
STATEMENT OF DEFICIENGIES (#1) PROVIDERIZUPPLIERICUA X2) MULTIRLE CONSTRUCTION |X3} DATE SURVEY
AND PLAN QF GORRECTION IDENTIFGATION NUMGER: A, EUILDING COMPLETED
058410 B, WING 110812018
NAME OF FROVIDER OR SUPFLIER, BTREET ADDIREAS, CITY, STATE, 2IF COLE

WHITNEY QAKS CARE CENTER 3575 WALNUT AVENUE

CARMICHAEL, CA 86508

D |
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REGUUATORY OR LEC IDENTIFYING INFORMATION)

(k4
COMPLETION
BatE

;
|
F 441 Continued From page 27

 drawar of the medication cart and clean the blood
| pressufe eufl and siothoscope, She then placed !
: the cleaned medical daviges back onto the diny
| 1 surtace of cronk of the sharps conlalper,
F 456 483.70(c){(2) ESSENTIAL EQUIPMENT, SAFE
55wtz | , | OPERATING CONDITION

The Faciity must maintaln all egzsndal
. mechanical, wlactrical, and patient care
| Bguipment tn safm operaling condition,
!

l

i This REQUIREMENT 15 not met as evidencad
by.
i Based on observation and intarview, the facllity
*failed to maintaln a safe and seritary fioor in the

 Kitehen. This faflurg had the potential infection

! rlek and potential to jeopardize the safety of those '

‘ entering the Kitchen,

!| Findings,
i During the Environmental Tour of the facility on

i 11/2/18 baglnning at 3:00 p.m., accompatiiid by
' ' the Malmenance Stupervisor (MS) tha following

| was pbservad in the kiiohen service arga [ocatad
 between the maln kitchen and tha dining reom:

* 1. In tha far cornar of the room adjacent to the
 putside wall and the dining rogm, 8 large square

: appruxlmately 10 inchasz by 10 inohes and ralsed
i approximately 3 inches off the ground wae hoted,
' When the tray carts are notin use, It wag

: obsarved that they ara stored in this ares ta cover
! the profruding abject, However, when the carts

! are in ues, the objest is exposed. In a concurrent
| interview with the Mg, he stated the ab]acl WAS

! the old drain from the okd small ice machma "We
J

Iio PROVIDER'S PLAN OF GORREGTION
PREFI {EACH CORREQTIVE ACTION BHOULD 8E

TG GROSI-REFERENTED TO THE APPROPRIATE

DEFICIENGY)
F 441
i F-458
1. The raised grea identified in the
F 456 Kiichan was fixed on 11/29/1 6,

2. The rubbér area identiflad in the
kitchen ares was fixed on 11/29/14.
3. The cracked tie in the kichen
area wae fixed on 11/30/16.

i
4

The Facllity administrator in
sarviced the maintanance
suparvisor on petforening monthly
tacilty rounds and maklng
necessary repaira on 11/30/18.

——

Menthiy times 3 manihs than
quarterly theraafter, th Taclity
adminieirator-along with the
maintenance supervisor, will make
round through out tha fagllity ta
idantify areas that may nesd repair
and have rapairs completed &%
neadad,

The malntenance supervigor will
report any non compliance 1ssues o
the quality assurance committes for
racommendations as needad,

FORM CMB.285T(02.99) Pravious Varsions Chyalele
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rasidanls to wail for long perinds of time bafore
| | thair el Mights ware answerad,

| Findings:

[; Dn 11/8116 &t 8:05 a.m., the call light razponse
[ time was belng monitored al Nutsing Station 1,
I The light above Raom #310 was on, and staff

| were observed pasaing by the roam without

|

FORMAPPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICESR OMB NO. 0B3R-0391
STATEMENT OF DEFICIENGIES (%13 PROVIBERISUPPLIGRIGLIA {¥2) MULTIPLE DONBTRUGTION (#3) TIATE BURVEY
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g0 8 WiNo 11/08/2048
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T
F 458 | Continued From page 28 F480] ¢ sua
gtore fhe carts here, 5o no one Yrips over iU
When the carts are nol In the area, thara iz The call light s'stam by station 1
nothing ta mark it aa & potenttel tripping hazard. was ad}uagled g',., 11 ,g,%’ 6 to produse
an audible sound.
2, In the far comer of the room adjacent to the | anaudib
outsfda wall and tha dining room, the rubbet wall The DSD in serviced the staff on
cover was not altached o the wall with staining 14/288 through 11/30/16 to :
and pesling wall board noted, In a conaurrent ansure they rezpond to the call
intarviaw the M stated that it would need to be | Yights and the audible call system to
repaired. | meet our residents’ needs in a
3, The flie in front of the lce maching by the right timely mandier.
base was crackad with some loose pissas noted, ; ;
In @ congiirrent Intarview, the MS stated the Ule Eg;;‘;'ré‘;?; ﬁfﬁiﬁﬂ?ﬂ;r i
+ would need to b repalred, waek, weokly rounds times 4 waeks
55“5 RODMS” OILET/BATH the call system ramalns audible,
Any dlscrepancies will be reported
Tha nurses' station must be equipprd to regaive
restdenl calls through a communication system antgg La:rﬂlétzdadm!nia}rator for follow
" fram resident rooms;, and tofiet and bathing The ma]ntena'nce supervisor wil
-. j Tacilttes. report any non compliance ssues to
: the quality assurance committes for
| This REQUIREMENT Is not met as evidenced recommendations as needed,
I by:
| Bagad on ubaawatlons. and siaff Intervisws, the
: facility faited to equip Siation 2 with an audibie !
: resident call system. This fallure ciused

FORM CME-2BE7(02:80) Previguy Versions Qbyokile

Event [0:FFNS1Y

If eontinuation gheet Page 29 of 32

Faciily 10; CAp3anoo10a




01/20/2017

16: 16 Walnut Whi they

'

!

DEPARTMENT OF HEALTH AND HUMAN SERVICES

(FAZ)S16 634 7171

(

P.031/033

PRINTED: 01H2/2017

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID BERVIGES
STATEMENT OF DEFICIENCIER %1y PROVIDER/BYPRLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
058410 6. WING 11/08/2018
NAME OF PROVIDER OR SURPLIER STREET ADURBSE, CITY, 3TATE, ZIF CODE,
- 8529 WALNUT AVENUE
WHITNEY OAKS CARE CENTER CARMIGHAEL, CA 86608
{x9) Ip SUMMARY STATENENT OF DEFIGIENCIES ™ PROVIDER'S PLAN OF GORRECTION sy
FREFI% {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORREGTIVE AGTION $HOULY Bt COMPLETHM
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG {  CROBH-REFERENCED TQ THE APPROPRIATE fare
TEFIGIENEY)
F 463 | Continuad From page 29 F 483

[ accompznled by the Diregtor of Murzes (OON),

entering or asking if anyone needad aysistance,
At the nursing statlon, there was no audibie
sound indicating that & call lght was ringing of
buzzing, The Speech Therapist (5T), who was
documenting at the nursing station at the tme,
was asked If she heard.a sound like a ringlng call

light. She repllad, "I don't hare any souhce.
Should thers be ana?”

When a second call-ight lit up ebove another
residents' raom dbwr the opposite slde of the
hall, and no sound was heard at the nursing
statien, & search for the nureing call ight panel at
the nursing station was conducted, Both Rghts
wore obssrved slaying on for over 10 minutes
without being snswered, Nelther of the twe
roewis with their call lights on triggered & sound at
the nursing station. Tha call light panel, whigh
was found mounied on the wall hehind the
nirsing station, was obsarved with the volume
knob =&t on "Low." The soutd emitied at the low
position wea £o faint that no audible sound was
heard unless one was standing by the wall, with
an ear naxt to the pansl.

During a subzanuent observation at ¥ a.m.,

she confirned that a couple of resident call lights
abova raskdent roonys in Station 11, ware "On."
However, when we approached the nursing
statlen, the sound was very faint snd could not be
easily heard with the minimal surrounding nolse.

As the DON approached the walkinounted gall
light panal, she placed ner aar close to the panel
and movad the knob from "Low” 1o "High* In
doing 20, immaediately an intermitant buzzing
sound was heard at a low to medium volume,

when the velume knob was switched back {o

FORM CME-2507¢02-88) Praviaus Verslons Ohanfate
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Hindlicated that, "Be sure that the call light is
; puggad in at alt rmes,” And, "Answar the 4
ragldent’s call as soon as posalble.” ;
F 514 | 483.75()(1) RES ;
(300 REECDRDS-COMPLETEtACGURATEIACGESSIBi
L |

| The faciiity must maintain olinical records on each |

resident in acoordance with acceptad professional
standarda and practines that are complete;
accurataly dogumented; readlly accessible; and
systematically organized,

Tha clinical record must zontaln sufficlant
informaticn to idantify the rezident; a resord of the
rasident's aszagsmanis; the plan of care and
services provided; the resudts of any
preadmission sereening conducted by the State,

- and progress natas,
i
i

;Thls REQUIREMENT is not mat &3 evidanced

Based ot ohaarvation, staff intarview and i
' document review, the facility falled fo maintain |
i cornplate and acuurate Infarmation on one
. resident’s clinicai record, whan ordars for
i [godailon werg not belng followed. This fuilurs
i reflactad an {necowrate asaessmnent of the
I resident affeating hia plan of care, placing ather
tesidents and family merabers at risk of cross

oy, |

confamination.

FORMAPPROVED
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. T [ !
F 463 i Continued From page 30 [ F483 F.514
1 "Low," ancother surveyor standing at the nursing |
! itfztﬁg cggﬂ;‘?ad that sha could not hear any | The isolation order for resident 13
11 g * E was dizcontinued an 11/116,
| 'The fagitity's poficy and procedure ttisd, ' i
1"Answering the Call Light " revised August 2015, The MRDIdesignee will complate 2

review of resitient orders by 121218
te varlfy orders are current and
necessary, Any discrepancies wifl
FE14 be forwardad to the providers for
corragtion.

The PCN in sarvieed the LN on
1172816 & 11/30/16 regarding :
discantinuing order when the !
tesident eondition Is ragolved. '
Ordera for discontinuation wiil be
obtalned from the providers,

Waekly tmes 4 weeks then maonthly
thereafter the MRD/Xesignes wil
perform 40 random EMAR sudits to
chock and varlly accuracy In current
orders,

The audits will ba given to tha DON
for foliow up as neaded.

Monihly the Nursing Management
{mam will review resident orders o
verify they reflect the current
resident assessment,

Any discrepanvigs noted will be
forwarded to the providers for
carraction.

FORA GMB.2597,02-08} Pravioys verslons Obsglete Evan) [T FFNEY
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CENTERS FOR MEDICARE & MEDICAID, SERVICES OMB NO, 0938-0381
STATEMENT OF DEFICIENCIES {%1) PROVIORAISUPPLIERICUA 147 MULTIFLE SONSTRUCTION {¥3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMDER: A, BULDING GOMPLETED
0gsain B, WING 11/08/2016
NAME OF PROVIDER OR SUPRLIER ' STREET AQDRERE, CITY, ETATE, 2% CODE
3520 WALNUT AVENUE
WHRITNEY QAKS CARE CENTER CARMICHAEL, CA 95608
Rayio i SUMMARY BTATEMENT OF DEFICIENGISE ; PROVIDER'S PLAN OF CORRECTION (Xt
PREFX | {EACH DEFICIENCY MUSY BR FRECEUED BY FULL PREFIX [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAQ ' REGULATORY OR L5G IDENTIEVING INFGRMATION i GROS8-REFERENCED TO THE APPROPRWIE natE
; DEFICIENGY)
!
}
F 514" Continued From page 31 . 7314} 1he DON will report any ton
: compliance izzues to the qualit
, Findings: - p ety

assurance committee for

{ I andations as nepeded.
Resident 13 wae admitied to the faclity on i seemm

10!911 5 with diapnoses of traumatic sutydural
. | hemorrhage, difficully walking end muscie :
i weakness. A few months after admission, ha
| developed symptams of shingles and was placed
: on contact laplation far hig skin leslons, on 2120186,

1 Following a 30 minute Inferview with the resident,
| conducted on 111716 at4 pam,, the resident was
| observad sittng up in his wheelchair, He was
; also obeerved to ba frea to leave his room at his
own frae will, and had asoess to various pars of
the facitty. When Resident 13e olinival record
was reviewed an 11M/18, it was discovered that
the residant had current orders to be In isolation.
However, there was no Contact isolation slgn on
his door warning those entefing his raom, and no
resirictions on hls whereabouts through ot the
faclity. The arder, dated 2/2/16 read, "Maintain
Contact tzclalion unti Shingles lesiohs dry out,,"

On 11216, after not finding a ourrer
agzessment on the shingles, In an inlorview with
the faciity's Myrge Practitioner (NP), he wag
asked i the renklant still had shingles and, ghauk
' ha stilt be in contact Izolation. After glancing
through the resident's clinioal record, he came to
an endry dating back saveral months age
; (2/18/18) that the resident had been clearad of
 ghingles and was o longer contaglous,
However, the NF Iatar added that ihe isolation
! arder wrilten on 3/2/16, remained sctive and was
i naver dizcontinued in the aiinical cecord.
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