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Eskaton Care Center Fair Oaks
F 000 | INITIAL COMMENTS F 000 ; o oo
without admitting fault submits the
) o following plan of correction in
The following reflects the findings of the accordance with the regulatory
California Department of Public Health during a requirements found in Title 42, Code
Recertification Survey. of Federal Regulation (CFR).
Representing the Department of Publlc Health:
HFEN, 29817
HFEN, 29108
HFEN, 33361
HFEN, 32476
HFEN, 33423
The facility census was 145 and the resident
sample size was 24.
Entity Reported Incident #CA004 34668 was
investigated during the recertification survey.
There were no viclations of requlations identified
for this entity reported incident.
F 160 483.10(c)(6) CONVEYANCE OF PERSONAL F 160, F180 412005
ss=£ | FUNDS UPON DEATH e Refunds for Residents H, I, K, 1 i
th
Upon the death of a resident with a personal fund & L were allocated on the 11
deposited with the facility, the facility must convey of March during the survey
within 30 days the resident's funds, and a final process. Resident I's refund of
accounting of those funds, to the individual or $6.00 is pending due to the
probate jurisdiction administering the resident's inability to locate immediate
esfate. famll\/
e No other residents were
This REQUIREMENT is not met as evidenced affected, since all residents
by: with balances were requested
Based on interview and financial record review, during the survey process.
''the faqhty fqlled to convey the personal funds e A monthly audit, we be
deposited with the facility to the appropriate conducted by the 4% K of
parties within 30 days, and give a final accounting onducted by the 4~ week o
of those funds for 5 of 11 random residents (RRs each month by the Business
J. K, and L) upon death of the residents, and office manager. The purpose
LABORATO%ZR S /é’?vvmemsupm ER REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE
| i fn e
AN ﬁc{d‘/lth K'J‘(‘Q‘l?}f\ 9/52/20"’

Any deficiency slétemenl/endmg with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient profection fo the patients. (See insfructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a pian of correction is provided, For nursing homes, the above findings and plans of correcticn are disclosable 14
days following the date these documents are made availatle to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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{RRs H and !) ugon discharge. This failure
resulted In funds not being returned to the
appropriate parties within the 20 day required
time frame, and the appropriate parties nof given
a final accounting of the funds:

Findings:

During a raview of the residents’ trust accounts
on 3/12/15, at 2:55 p.m., there were five accounts
remaining in an open staius for residents who
were either deceasad or discharged from the
facility.

Accounts with balances for deceased and
discharged residents;

RR H (discharged on 8/15/14}
halance: $30.00

RR | {discharged on 7/6/13)
balance; $6.00

RR J {deceased an 2/1/15)
balance: $30.01

RR K {deceased on 12/25/14)
balance: $240.31

RR L {discharged on 12/8/14)
batance: $5.00

During a concurrent interview with the Business
Office Manager (BOM), she stated the accounts
shauld have been closed within 30 days of the
residents leaving ‘he facility, and a final
accounting of the funds given to the apprapriate
parties. BOM confirmed there was no
documented evidence of the faciiity's atternpts to
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F %80 | Continued From page 1 F 160 of the audit will be to identify

discharged residents having
trust balances and to ensure
that all money is returned to
the responsibyie party within
the 30 day window. This
audit wiil be monitored by the
QA committee for 3 months
and then again at 6™ manths
to ensure the corrective
action is achieved and
sustained.

s Anin-service was given on by
the Administrater ta the
Business office manager on
the 27 of March outlining
the expectations. Suhstantial
campliance wili be achieved
by Aprit 13" 2015.
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F 160 | Continued From page 2 F 180
reach the residenis or the executors. F164
F 164 1483.10(e), 483.75(1)(4) PERSONAL F 184 - L J3ET
s8=0 | PRIVACY/CONFIDENTIALITY OF RECORDS *  The deficiency was noted due | */
‘ to failure of the employee to
The resident has the right to perscnal privacy and take a specific action when
confidentiality cf his or her personal and clinical working within the electronic
records, health record (EHR). When
) _ . deficient practice was noted
Personal privacy includes accommodations, by the survevor, it was
medical treatment, written and telephone by ) yor, )
communications, personal care, visits, and reught m’l_he attent;qon of
meetings of family and resident groups, bui this the offending party with
does not require the facility to provide a private immediate corrective action
room for each resident. talen.
’ ~ = Theoretically, beca
Except as provided in paragraph (e}(3) of this Eskat t h v, EHRuseti
section, the resident may approve or refuse the skaton has an toe, ai-
release of personal and clinical records to any patients could be potentially
individual outside the facility. affected by the same deficient
. ‘ practice. Therefore,
Ths r?s!delr\ts riggt :jo refuaoet re;e;siﬁér??;sonal immediate inservice training
and clinical records does not app e - .
resident s transferred to ancther health care was ;mtaater:l during :]he
institution; or record release is required by faw. survey to reinforce the use of
the “Walk Away” task button
The faciiity must keep confidentiai all informaticn and/or lowering of the screen
contained in the rasident's records, regardiess of to ensure the protection of
the fornl or storage methods, except when the residents/ patients EHR for
release is required by transfer ta another all emolovee who utifize both
hea'thcare institution; law; third party payment p Y
contract; or the resident. the Point of Care system
{CNAs) as weil as Matrix ® (All
- other healthcare team
This REQUIREMENT is not met as evidenced members).
by s Confidentiali
Based on observations, staff interviews and + O, ﬁ, er?t;ahty an;.i HEPPC;A d
document review, the faciiity failed to ensure the raining is currently conducte
confidentiality of resident clinical records when annually for all staff. This
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F 164} Continued From page 3 F 154 inservice training will increase
computer screens with resident protected In frequency to two times a
healthcare information ware unattended and year and will incorporate
within public view, specific training related to the
: . EHR and measure to maintain
Thi‘sdfaijtuz'e_hﬁtdtthe potentia!dio cofrgprc;milie tl;e confidentiality.
residents’ right to privacy and confidentiafity o .
protected healthcare information. *  Allstaff with access to the
EHR will he re-educated on
Findings: the procedures for protecting
, the EHR no later than
During an Initial Tour on 3/10/15 at 10:10 a.m., an 04/02/2015. All department
unattended medication cart was observed in the managers supervisors, and
haltway. A laptep computer was observed on the h have b
medication cart with the monitor screen open. charge nurses have been
The residents name, photo, diagnoses, and trained to assist with
medications were visible on the monitor screen. monitoring for cempliance in
i ‘maintaining confidentiality
I31}1a0r}1§2te2v§%\\; gith Licms;ad Nkurse E1 éLNd”th and protection of the
at10:12 a.m,, zcknowledged she res| .
ieft the monitar screen open and unattended, t‘emden;s/g.atler'\ts EH? and
which included confidential resident information, given the directive an
LN 1 explained and demonstrated the "Step/Walk authority tc immediately
Away" option on the computer screan. LN 1 address deficient practices.
stated she should have "clicked” on the Violations wilf escalate to a
LSt:JpN‘JaIk IA\;;'?;_,:" %cond_to l?_lack-oxt Utheﬁscrgetrj\ final written warning within
efore she left the medication cart unattended. the organizations progressive
On 3/41115 at 11:65 am., an unattended disciplinary policy.
computer monitor was observed at a nurses’ e Date of implementation of
station. On the monitor display, within view from corraction was 03/13/2015.
the nurses’' station counter, was a residen{'s care Corrective action is now
conference note. facility operational process
I an interview with the Director of Staff that is ongoing to continue
Development (DSD) on 3/13/15 at 9 a.m., the indefinitely.
DSD stated that all facitity taptop and computer
screens shouid be out of view of all staff,
residents and the public, to ensure resident
confidentiality. :
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This REQUIREMENT is not met as evidenced

An individual resident may self-administer drugs if
the interdisciplinary team, as defined by
§483.20{d){2}{il), has determinad that this
practice is safe.

by

Lg:ased on observation, staff and resident
interview, clinical record and facility policy review
the facility failed to ensure that 1 of 11 random
residenis (RR A} self-administered medications
safely when multipie medications that were not
determined by the interdiscipinary team as safe
‘or the resident to self-administer were left at the
bedside, :

This faiiure had the potential to result in infection
or harm to RR A should the resident not corractly

Fi176

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPELIER/SLIA X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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F 164 | Continued From page 4 F 184
According to a 2012 facility policy titled, "Access
to Medical Records,” access to resident's medical
recards wilt be limited to the staff and consultants
providing service to the resident. Resident
records, whether medicai, financial cr sacial in
nature, are safequarded to protect the
confidentiality of the information.
A 2012 facility pharmacy policy and procedure
titled, "Medication Administration; General
Guidelines™ was reviewed. It indicated, "[A]
resident's health information needs fo remain
private. The pages of the Medication
Administration Record {MAR} must remain closed
or covered when nct in direct use."
F 178|483.10(n) RESIDENT SELF-ADMINISTER F176
s5=0 | DRUGS IF DEEMED SAFE

W fB s
A self-administration '
observation was compleied
for RR & on 03/11/2015,
which indicated that the
resident was safe for the self
administration of
medications, No corrective
action may be made for the
affected resident as the
resident has discharged and
medical record is closed.

Alt residents/patients were
reviewed and discussed with
the interdisciplinary team. No
other residents currently self
administer medications. No
other residents noted to he
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STATEMENT OF DEFICIENCIES

apply or care for topical medications, miss a dose
of her oral medications, take multiple doses of
her oral medications at once, or choke on a pill
and could potentially cause harm fo a wandering
resident that gained access io the unsecured
medications at the bedside of RR A.

Findings:

RR A was admitted to the facility in 2010 with
diagnoses including heart faiiure, hypothyroidism,
urinary bladder hypertonicity, corneal dystrephy,
lactose intolerance, gastroesophageal reflux, and
debility. According to the most recent Annual
Minimum Data Set (MDS- an assessment tool)
RR Ascored 15 aut of 15 on the Brief Interview
for Mental Status Exam (a score of 16 indicates a
resident is cognitively intact).

During a Medication Pass observation on 3/11/15
at 8:10 a.m., Licensed Nurse {LN} 1 prepared the
following medications for administration to RR A
acetaminophen {Tyiencl - a pain medication} 500
mg (milligrams - a unit of measure), lactaid (a
dietary supplement for milk intolerance} 1 tab,
furosemide {lasix - a water pill} 40 mg,
levothyroxine (synthroid - a metabolic hormone)
25 mcg (micrograms - a Unit of measure),
mullivitamin 1 tab, omeprazole {prilosec - a
gastrie acid reducer} 20 mg, oxybutynin
{anticholinergic - treats urinary bladder problemsj,
potassium chloride liguid (replace pofassium lost
with water piils) 10 mEq {millieguivalents - a unit
of measure}, and vitamin d3 {dietary
supplement). LN 1 prepared the medications and
9 pilis were verified in the medication cup and
there was one figuid medication prepared as well.
LN 1 stated RR A had her eye drops at the
bedside and would self- administer them because
she has a "care plan for leaving medicaticns at

practice,

The interdisciplinary Team
was re-educated to include a
formal discussion on the self
administration of medications
during each resident care
conference. Care conferences
are conducted upon
admission, quarterly, annually
and when a significant change
in condition occurs based on
the Resident Assessment
Instrument. The
appropriatenass of self
administratian of medications
is discussed. For
patients/residents expressing
a desire to self administer
medications a “Self-
Administration of Medication
Observation” will be
completed. Based onthe
assessment and DT
determination a physician’s
order will be obtained to
maintain medications at the
bedside and a care plan
developed. The team will
proceed to provide a secure
compartment or device for
medication storage. The
rasident will be reassessed
guarterly, annually, and with
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the bedside.” LN 1 took the prepared medications
to the hedside of RR A and asked the resident if
she would mind taking the pills now. RR A stated
she needed to take the medications on an empty
stomach and would "wait until 10:30" to take
them. LN 1 then left the pills and the liquid on the
bedside table of RR A and stated "she is okay ~
that's her norm {normal}."

During an interview with the Unit Manager (UM} 2
on 3/11/15 at 8:25 a.m., she stated RR Ahas a
self- administration care plan. UM 2 stated RR A
was assessed for knowledge of each topical
medication and location of administration. UM 2
stated that a Medical Doctor (MD) order would be
written based on assessment. UM 2 indicated
that RR A stored her "creams (topical
medicationsy* in a drawer at her bedside.

During an observation at the bedside of RR Aon
3/41/15 at 835 a.m., a bottle labeled “artificial
tears”, a tube iabeled "estrace” cream, and a tube
tabeled "proctocream/HC (hydrocortisone}” were
noted in her possession, RR A stated "] keep
them in the {unlocked; drawer.”

Revigw of the clinical record of RR Aincluded a
document titled Medication Self- Administration
Assessment dated 1/5/15 which disclosed; "Can
corectly administer eye drops or eye oiniments
according to proper procedura...NA...Can apply
tapical ointments, creams, of transdermal
patches according to procedure? ...Fully
Capable. Approval granted lo self-administer:
[both yes or no boxes are blank]."

Review of the document titled DT
{Interdisciplinary Team) Conference Summary
dated 1/7/15 in the record of RR Alincluded the

assessment.

A QAPI tool has been created
to randomly audit residents
who self administer
medications as wel| as the
interdisciplinary process and
continued compliance.
identified concerns will be
forwarded to the Quality
Assurance and Performance
Improvement Committee for
resofution,

Facility inservice training has
been initiated and the facility
will be in substantial
compliance no later than April
13, 2015.
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following notatian; "Sslf- Administration of
Medications: Inappropriate...Nurse will
administer.”

Review of the MD arders in the clinical record of
RR Aincluded the following orders: "Apply
estrace 0.01% cream fo perineum and fabia Q
{every) night. Resident able to seif administer
med. May keep med at bedside...ProctoCream
(hydrocortisone) cream; 2.5%; amt:-; rectal
Special instructions: Apply peri rectal, Resident
able to self administer med. May keep med at
bedside...matricidal tears (hypromellulose) [OTC]
Orops; 0.4%; amt: 1 Drop into both eyes for
comeal gystrophy [sic] and expasure TID - Three
Times a Day...” There was no MD order noted in
the record for self-administration of eye drops or
any of the oral medications of RR A.

Review of the document litted Care Plan dated
147115 in the clinical record of RR Aincluded the
following problem, goal and approach; "Resident
wishes to administed [sic} cream to perifrectal
area. Riek for inappropriate seif administration of
medication...Resident wilf self administer the
correct cream amaount to the correct
areas...Resident will self administer the following
creams: Estrace 0.01% cream to perinelum and
labta Q PM (evening) and Proctocraam HC 2.5%
to peri rectal BID (twice daily}.” There was no
care plan noted in the record for
self-administration of eye drops or any of the oral
medications of RR A,

During an interview with the Consultant

Pharmacist {Pharm D} on 3/11/15 at 1 p.m,, she
stated if a resident refuses oral medications (Rx)
or requests later administration, the nurse takes

the Rx back to the med cart and then returns with
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Continued From page 8

Rx at the time the resident requests. She stated
the nurse should not leave the Rx at the bedside
with a resident to seff-administer later. Curing a
subsequent interview at 1:30 p.m. Pharm D
stated RR A had self-administered all of her Rx
(topical and oral) since 2012 and the
documentation had not been updated.”

During an interview with the Director of Nurses
(DONj on 3/11/15 at 4 p.m., she siated that RR A
had been allowed to self-administer all of her Rx
{topical and oral) "since 2012."

During an interview with RR Aon 3/13/15 at 8:10
2.m., she stated her "creams" and "eye drops”
were now being stored in the cart. RR A siated
she wouid like to keep her creams, eye drops,
and her tyleno} at her bedside because its "not
always convenient for me {to ask for them)."

Review of the faciiily policy titied
Self-Administration dated 10/07 included the
following pertinent parts: "Residents who desire
to self-administer medications are permitted to do
so with a prescriber's order and if the nursing
care center's interdisciplinary team has
determined that the practice would be safs.”

Review of the facility Clinical Nursing Skilis
Manual published by Pearson Education in 2012
included the following Medication Safety Measure
on page 579: "Do not leave any medicatian at the
client's bedside uniess there is a specific
physicians order o do sa.”

Review of the facility poiicy titled Medication
Adminisiration dated 12/12 included the following
instructions: "Medications are to be administered
at the time they are prepared.., The person who

F 175
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ENVIRCNMENT

The facifity must provide a safe, clean,
comfortable and homelike environment, allowing
the resident to use his or her personal halongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, resident and staff
interviews, the facility failed to maintain a safe
homelike environment, in good repair, when:

1. When a hole in the wall was obsel;ved below
the sink in resident room C 8,

2. The walls in two resident rooms, D 5-Aand D
17-A, were heavily scratched and had loose and
tarn wall paper, and

3. Awooden dresser drawer in a resident room B
2-B, was in disrepair and had a large piece
broken off exposing splinters.

The failure to keep resident rcoms safe, homelike
and in good repair, caused residents and visitors
concern and to notice.

Firdings:

1. During the General Observation tour of the
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F 176 | Continued From page F 176
prepares the dose for administration is the person
who administers the dose... The resident is always
observed after administration to ensure thaf the
dose was compietely ingested. F252 oj3ei5
F 2527 483.18(h){(1) ‘ F 252 » Al of iterns {dentifled {golf
S8=£ | SAFE/CLEAN/COMFORTABLE/HOMELIKE

bali sized whole, scratched
wall and dresser with exposed
splinters} were repaired the
same day they were
identified.

¢+ Maintenance has made
additional rounds throughout
the buiiding to identify any
other rooms or residents that
may be affected,

= The Director of Environmental
Services or designee wil}
inspect afl resident rooms
manthly { 1 wing per week)
and alf icgs daily to ensure
they are maintained properly.
Staff was in-serviced {on the
3/31,4/1and 4/2} and
reminded that any holes,
chips, cracks, tares or
potentially dangerous items
seen in a resident area should
be written in the maintenance
iog book,

+ The Director of Environmental
Services or designee wiil
report to the QA committee
as outlined. Logs will be
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F 252 Continued From page 10 F 252 inspected by the committee
facility, accompanied by the Director of and inspected for completed
Environmentai Sarvices (DES), conducted on actjon items. This Report will
3/12/15 at 10 a.m,, resident room C 6 was be monitored by the QA
inspected and was observed to have a large hole committee for 3 months and
was asked about the hole, he responded that he t :
did not know that it was there and said that it may Of”su,re t';ft Cod"ecé've
have been kicked by a resident. action s achieved an
sustained.
During the Initial Tour of the facility conducted on Recommendations for
3/10/15 at B:30 a.m., the resident expressed in a continued inspections or
El’ilef i%n%ﬁlwiew”thatgtt;}otthered hefr Se.ieing thatf modification will be made by
ole in the wall, and that even a family member, h . ,
who was a contractor, had frequently commented the QA committee if the
about it : outcomes do not reveal
improvement,
2. On continuation of the peneral observation = Substantial compliance will be
tour, resident rooms D 5-A and D 17-A were achieved by April 13" 2015,
inspected, Wails In these rooms had lose and
torn wall paper with deep scraiches and scrapes
on the side of the walls. VWhen the DES was
questioned about the damaged walls being in
need or repair, he said that the deep scrapes on
the wall could have been caused by the constant
ralsing and lowering of the beds, and/or the head
of the beds. He added the scrapas could be
repaired and protected by placing a plastic of
metal plate on the wall.
3. inspection of the furniture in resident room B
2-B, revealed that the wooden dresser, which was
the property of the facility, had a corner of 2
drawer that had been broken off exposing
spiinters. When this potential hazard was shown
to the DES, he acknowledged the splinters and
gaid he was not made awars of it. F281 35
F 281 483.20(ki(3){1) SERVICES PROVIDED MEET F 281/ Initial findings — Corrective actions: H- ‘
56=F | PROFESSIONAL STANDARDS
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The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff and resident
interview, clinical record and facility policy review
the facllity failed to meet professional standards
of quality for 3 of 24 sampled residenis {4, 5, 19}
and 1 random resident (RR G) when!

1) Oxygen was administered to RR G without &
physician order and;

2) Two medications were ordered for pain for
Resident 19 and there were no specific
indications for administering one versus the other
and; .

3) The site of administration for two medications
for Resident 4 were not specified or clarified and;
4) Medications were left unatiended at the
bedside of Resident 5.

These failures placed residents at risk for harm
due to unsafe administration of medications.

Findings:

1) Resident G was admitted ta the facility in
February 2015 with diagnoses including atrial
fibrillation {irregular heart rate and rhythm}, kidney
disease, anemia {decreased oxygen carrying
capacity of blogd}, and altered mental status.

During an observation and concurrent interview
on 3/10/15 at 8:50 a.m., RR G was noted o have
a nasal cannuia {oxygen delivery device}
connected to an oxygen concentrator ai a flow
rate of 2 lifers/minute. Certifled Nurse Assistant

STATEMENT OF CEFICIENCIES {X1} FROVIDER/SUPPLIER/CLIA X2 MULTIFLE CONSTRUCTION {X3} DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFIGATION NUMBER: s P COMPLETED
A, BUILDING
c
555153 B. WING 03/13/2015
NAKME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, ZIP CODE
11300 FAIR DAKS BLVD.
TON CARE GENTER FAIR OAKS
ESKA FAIR OAKS, CA 95528
(%41 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L s
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F 264 Continued From page 11 F 281 * Resident G was discharged

home. His medical record is
closed therefore, no changes
will be made.

= Resident 19 has been
transferred back to the acute;
therefore no changes have
heen made to his medical
recerd,

* All orders for resident 4 were
clarified to specify bath eyes
and each nares.

* Resident 5 is unable to self
administer medications. The
ficensed nurse was inserviced
tc not leave medications at
the resident’s bedside under
any circumstances and to fully
observe the administration
and verify the ingestion of
medications as ordered.

[dentification of other potentially
affected residents:

s  All residents receiving oxygen
were noted and staff verified
to ensure that oxygen orders
were in place. No other
residents were affected by
this deficient practice.

» Al PRN analgesic orders for
the facility have been
reviewed to ensure that sach
order indicates specifically
when to administer the

FORM CMS-2587/02-89} Previous Versions Obsclete

Event ID:FNWiit

Faeciiiy ID: CACE0C00074

If comtinuation sheet Page 12 of 34



DEPARTMENT CF HEALTH AND HUMAN SERVICES

PRINTED: 03/23/2015

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES | (X1} PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COMPLETED
C
555153 B.WING 03/13/2015

NAME OF PROVIDER CR SUPPLIER

ESKATON CARE CENTER FAIR QAKS

. STREET ADDRESS, GITY, 8TATE, ZIP CODE
11300 FAIR DAKS BLVD.
FAIR DAKS, CA B3628

(X411D SUMMARY STATEMENT OF DEFICIENCIES o PRCVIDER'S PLAN OF CORRECTICON ¥5)
PREFIX {EACH DEF(CIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTVE ACTiON SHOULD BE COMPLETION
TAG REGULATORY DR LEC IDENTIFYING INFORMATICN} TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICENCY!

F 281| Continued From page 12 F 281 medication. Any orders noted
{CNA) 2 verified the presence of the nasal that did not specify when to
cannuia, give was clarified with the

physician.
l‘[juring ezgg;;:}urregt ilptgrv!iew wi:jh thg D%refci;;tg = Ali medication orders were
urses and clinical record review o ‘ .
. viewed f h
on 3/11/15 at 3:50 p.m., the DON was Unable to b o lre"flde“t
locate a physician order for the administration of with nasal, ophthalmic, and
OXygen. otic medications to ensure
that the arder specifies either
During an interview with the Medical Records right, left, or both. Any ordars
Exrectar (M%F}EDI}SQ 315 3t 1fp.m,, MRD' sttera]%ed which did not specify the
cgn\';\ch ;réirdeoi?Rilg Ga" order for oxygen in ine route was clarified with the
) nhysician.
Review of the facility policy titled oxygen Measures put into place:
administration dated 6/27/11 included the e Each licensed staff nurse was
following statemeant: "The Iicenfed nurse will carry provided the organizational
out the oxygen therapy orders. policy for medication
Review of the facility Clinical Nursing Skills book administration. Medications
published by Pearson Education in 2012 are to be administered at the
disclosed the following on page 1182: time that they are prepared.
"Procedure...1. Check physician's arders for The nurse will not leave any
mode of oxyger delivery and prescribed oxygen medications at the
liter flow. ‘ resident’s/patient’s bedside.
2) Resident 19 was admitted to the facility in ¢ Alllicensed staff and unit
March 2015 with diagnoses in¢luding ehronic secretaries have been
pain, polyarthritis {many inflamed joints}, and pain educated on the arder entry
in multiple joints. process and to ensure
) ‘ . appropriate selection of
Review of Resident 19's document titled PRN rc?ftespfrom thee”d § d
Medication Administration History (MAH) dated > e rop down
3/1/15-3/12/15 in the clinical record included the menu W’Fh ”_TE EHR.
following orders; "tramadol Schedule [V tabiet; 50 Performance monitoring
mg {milligram- a unit of measure}, Amount to ¢ A QAP!tool has been created
édmin;sther: 2 T?ER?J !(’is 00 njgg)!or?if Ft(equ?Eg/fR to randomly audit staff with
very 4 hours- pecial instructions for violati
PAIN. . Tylencl-Codeine #3 | or violation of the
FORM CMS-2567(02-88} Previcus Versicns Onsolete Evant {D; FNWH1 Facility 10: CAQ32000071 1# continuation sheet Page 17 of 34
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{acetaminophen-codeine)} Scheduie il tablet;
3A00meg-30mg; Amount to Administer: 1 TAB oral/
Freguency/ Every 4 hours FRN/ Special
instructions FOR MODERATE TO SEVERE
PAIN.."

During a bedside interview with Resident 19's
spouse on 3/12/15 at 1:20 p.m. while Resident 19
was sleeping, she stated Resident 19's arms hurt
to the touch and were very sensitive. Resident
19's spouse stated he received tramadol for pain
and tylenol #3 {medication containing a narcotic
medication for pain) if the tramadol was
ineffective. Resident 19's wife stated she had
spoken to staff about Resident 19's pain
medication.

During an interview with CNA 1 on 3/12/15 at 1:50
p.m., she stated Resident 19 always complained
of pain in his arms and she had to be "really
gentle with him.”

During an interview with Licensed Nurse (LN} 2
on 3/12/15 at 1:55 p.m., he stated when Resident
19 requested pain medication he had
administered {ramadol! every four hours at first
but Resident 19 was getting really drowsy so he
had switched to Tylenol #3 in the afternoon and
would only give tramadol at night.

During an interview with Resident 19 on 3/13/15
at 8:50 a.m,, he statad "hey keep felling me | am
getting Tylenol # 3 with codeine {for pain}"
Resident 19 denied knowledge of taking any
other type of pain medication. Resideni1% stated
the pain medication "helps but it doesn't take care
of it.”

During an interview with LN 3 on 3/12/15 at 8

standard of practice. Nurses
will also be randomly
observed during their
medication passes to identify
trends and/or patterns to be
addressed through the
progressive disciplinary
pracess, The Health
Information Manager (HIM)
will randomly audit orders by
route to ensure that all
elements of the orders are
appropriate as well as
licensed nurses administering
medications will verify all
elements of the order are
appropriste including the
route of administration,

Corrective action:

Facility inservice training has
been initiated and the facility
will be in substantial
compliance no fater than April
13, 2015.

A BUILDING COMPLETED
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a.m., he stated when Resident 18 requested pain
medication he would offer him a preference of
which pain medicaticn to take, would administer
whichever medicaticn was dug [if it was to early
for onel, or wouid aiternate the two different
medications to prevent drowsiness.

During a concurrent interview and record review
with Unit Manager {UM) 1 on 3/12/15 at 3:30
p.m., she verified there were no specific physician
{nstructions in the medication orders to indicate
when to give tramadol versus tylenol #3 to
Resident 18. UM 1 stated that the two
medications should be alternated to decrease risk
of Resident 12 getting too much acetaminonhen
in a 24 hours period,

During a concurrant interview and record review
with Pharmacy Consuttant {Pharm D} on 3/13/15
at 10;30 a.m., she stated "usually they alternate
[the pain medications]" and "the providers orders
should probahly be mere specific...alternate or
resident choice." The Pharm D reviewed the
administration history {as noted below) and
verified the tack of evidence that the two
medications were routinely alternated.

Further review of Resident 19's FRM MAH
disclosed the foliowing documentation of
medication administration:

"3/1/15 11:54 a.m. tramadol..3/1/15 6:33 p.m.
tramadol...

34215 812 p.m. tylenol #3, .,

3/3/15 5:29 p.m. tramadol...

3/4115 8 a.m. tramadol...3/4/15 8:18 p.m.
tramadol...

3/5/15 4:39 p.m. tyelnol #3... .

3/6/15 1 a.m. tylenol #3...3/6/15 5:57 a.m. tylenol
#3...3/6/15 1:54 p.m. tylenol #3...3/6/15 5:08 p.m.
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tramadoi...

3715 2:58 a.m. tramadol...3/7/15 4.42 p.m.
tylenct #3...3/7/15 8:17 p.m. tramadol..,

3/8/15 B:1B a.m. tylenol #3..,3.8,15 5 p.m. fylenol
#3.,.3/8/15 10:24 p.m. tramadol...

3/9/15 1:29 p.m. tylencl #3...

3/10/15 1.07 a.m, tylenot #3,.3/10/15 5:30 a.m.
tramado!...3/10/15 2,33 p.m. tylencl #3...3/10/15
7:39 p.m. framaddt,.,

3/11/15 12:558 a.m. tylenol #3..:3/11/15 1:54 p.m.
tylenol #3...3/11/15 10:27 p.m. tylencl #3
3/12i15 4:14 a.m. trarmadoel...” :

Review of the document titted Care Plan dated
2/25/15 in the clinicai record of R 19 included the
following intervention: "MEDICATION(S) AS
ORDERED." There was no entry indicating when
to administer which pain medication.

Review of the facility policy titled Medication
Administration General Guidelfines dated 12/12
included the following statement; "Medications
are administered as prescribed in accordance
with manufacturers' specifications, good nursing
principles and practices...”

According to the American Saciety for Pain
Management Nursing: "To promote patient safety
and reduce medication errors, 1t is critical that
physicians, nurses, and pharmacists share a
common understanding of how to properly write,
interpret, and carry out PRN range orders.”
Retrieved on 3/1B/15 from

http:/fAvww, aspmn.org/documenis/RangeCrderPu
blished2014.pdf,

Review of the facility Clinical Nursing Skills book
published by Pearson Education in 2012 included
the following notafion under Administering
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Medications Safely: "if a written order is illegible
or is quetionable for any reason, the phsyician
must be notified for clarification.”

3} According o the Resident Admission Record,
Resident 4 was admitted {o the facility in August
of 2014 with diagnoses inciuding stroke and
glaucoma (an eye disease characterized by
increased pressure in the eye resuiting in atrophy
of the optic nerve and possible biindness).

Areview of Resident 4's March 2015 Physician
Order Report revealed two medication orders; 1.
“Latanoprost drops {antiglaucoma medication}
0.005% amount: 1 drop ophthalmic (eye) at
bedtime.” 2. "Dymista {@ medication for seasonal
allergies) spray, non-aerosoi 137-50 micrograms
{mcg)/spray nasal twice a day."

The first order did not specify which eye(s); right,
left or beth, the drops shouid be administered.
Similarly, the second order did not specify right,
teft or both nostrils,

Resident 4's Medication Administration Record
(MAR} was reviewed. "Latanoprast drops 0.005%
1 drop ophthalmic at bedtime” had been
adminiztered by licensed staff since 8/28/14,
without any specification about which eye(s)
required the medication. Administration of the
medication "Dymista spray, non-aerosol 137-50
mcg/spray 1 spray nasal' as evidenced by the
MAR, was aiso initiated 8/28/14 and also
non-specific,

According to the 2015 drug reference Lexicamp
(www.crionfine.com}, suggested adult dosing for
Latanoprost was specific: "Ophthalmic: one drop
in the affected eve(s) once daily in the evening."
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The suggested adult dosing for Dymista was also
specific: "One spray per nostril twice daity."

In an interview with the Director of Staff
Development (DSD) on 3/13/15 at 9 a.m,, the
DSD acknowledged it was a standard of nursing
practice to question and clarify non-specific
physician orders. The DSD stated the facility used
the 8th Edition of "Clinical Nursing Skills-Basic to
Advanced Skills" as a reference for clinical
nursing standards of practice.

A chapter titled "Medication Administration” from
the facility's 8th Edition of "Clinicai Nursing
Skills-Basic to Advanced Skills" was reviewed.
The reference indicated that "If a written order
is...questionable for any reason, the physician
must be notified for clarification. In many
agencies, it is the pharmacist's responsibility to
contact the prescriber to clarify unclear or
guestionable orders....Common communication
breakdowns leading to medication errors
include...incomplete orders." The book went on to
describe "Seven Parts of Medication Orders"
which included, "route of administration and any
special instructions for administration...When
administering medications, follow established
safety rules, known as 'The Six Rights'
[including]....the right method or route of
administration..."

A 2013 facility policy titled "Orders-Processing
Recapitulation" indicated, "If an order is not able
to be read, or unclear, the order will be clarified
with the ordering health care provider by the
nursing staff.”

4) During the initial tour of the facility conducted
on 3/10/15 at 8:50 a.m., the medication nurse,
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License Nurse 1 (LN1}), was observed [eaving
Resident 8's room and entéring another room to
continue passing medicaticns. While interviewing
Resident & in har room, a medication cup was
ohserved on the resident's over-bed table
containing multiple capsules and piils, which had
been left unattended.

Five minutes into the interview, the medication
nurse re-entered the room and asked the resident
if she had finished taking her medications. When
LN 1 was asked if it was a common practice io
leave medications behind unattended for the
resident to take them later, she replied,
"Sometimes | leave them at the bedside when
she has frouble taking them. But, | return fo
check in on her perindically to see if she has
taken them.” '

The facility's Policy and Procedure titled,
"Medication Administration General Guidelines,"
revised December 2012, indicatesin Section 7.1
that, "Medications are to be administered at the
time they are preparad.” The Pglicy continues,
“The person who prepares the dose for
administration is the person who administers the
dose." :

The book the facility uses as a clinical standard
titted, “Clinical Nursing Skilis," Eighth Edition,
pubiished 2012, under Medication Safety
Measures, instructs the following, "Do not lzave
any medication at clieni’s bedside uniess there is
a specific physician’s order to do 50." Review of
the resident's medical record failed to show a
physician's order aflowing her medications to be
left unattended at the bedside.

F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 323

FORM CMS-2587(02-88) Previals Versians Cbenlste  EventID:FNWITt Facifity I: CAR3600007 4 If conginuation shaet Page 19 of 34




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

PRINTED: 03/23/2015
FORM APPROVED
OMB NO. 0838-0381

STATEWEMT OF DEFICIENCES (X1} PROVIDER/SUPPLIER/CLIA {2 MULTHPLE COMETRUCTION 1X21 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
' C
365153 B.WING 0311372015

NAME QF PROVIDER OR SUPPLIER

ESKATCN CARE CENTER FAIR CAKS

STREET ADDRESS, CITY, §TATE, ZIP CODE
11300 FAIR OAKS BLVD.
FAIR QAKS, CA 95628

The facility must ensure thai residents receive
proper treatment and care for the following
special services!

injections;

Parenterai and entera! fluids:

Colosiomy, ureterostomy, or lirostomy care;
Trachecstomy care;

Tracheal suctloning;,

Respiratory care;

Foot care: and

Prostheses.

This REQUIREMENT is not met as evidenced
by; '

Based on observation, staff interviews, clinical
record and document review, the facility faited to
ensure 1 of 24 residents (Resident 13) received
proper care and treatment of her peripherally
inserted venous catheter after the administration
of an antibiotic infusion.

This failyre left Resident 13 at risk for an
occluded {formation aof a blood clot) peripheraily
Inserted catheter. :

Findings;

During an Initial Tour of the facility on 3/10/15 at
10 a.m., Resident 13 was observed sitting up in
bed. An empty 100 miliiiiter {ml} bag of an
intravenous {IV) antibiotic was ohserved hanging
from an |V pole to the right of her bed. Tha
pharmacy label on the bag read,
"Imipenem-Cilastatin 500 milligrams {mg).
Activate and Infuse intravenously every 8 hours
over 60 minutes x 7 days.” A handwritten note on

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDERS PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
F 326 | Continued From page 19 Fagg TO28 , , "}“ 1345
¢ The peripheral intravenous
88=D | NEEDS

catheter for Resident 13 was
discontinued on 3/10/2015 (for
reasons unrelated to this
deficiency).

+ There are no other residents
currently on the long term care
units receiving intravenous
{infusian) therapy.

» The tempiate for intravenous
therapy orders has heen
incorporated into the EHR to
eliminate dual documentation
{electrenic documentation hy
the Licensed Vocational Nurse
and documentation by the
Professional Registered
Nurse). The Registered Nurse
will now document medication
infusions in the EHR, effective
April 1, 2015, The Licensed
Nurse that is certified in
infusion therapy will ohserve
and document tasks within the
legal scope of practice of the
intfravenaus therapy
certification. Medical Records
staff, as well as. Licensed staff
will be educated on the
process of entaring the
infusion orders into the EHR.

= This system pracess change
which will improve the
communication and the
documentation of task
completion, by eliminating dual
documentation. A report will
he printed out each business
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F 329 | Continued From page 20 F 323 day x 4 weeks and then

the label was identifiad as well, indicating the IV
antibiotic infusion was starled at 8 a.m. on
3710415, The 100 mi bag had been infused at 100
m‘hr, as evidenced by the rate dial on the tubing,
indicating the intermittent infusion finished at 9
a.m. The antibiotic bag was still connected, via
tubing, to the peripherally inserted venous
catheter in Resident's 13 right hand.

A review of Resident 13's March Physiclan
Orders revealed an order for
“Imipenem-Cilastatin 500 myg intravenous...every
8 hours: 0000 {midnight) , 0800 (8 a.m.}, and
1800 {4 p.m.J" was written on 3/9/15.

Resident 13's March Medication Administration
Record {MAR} was reviewed. On the MAR,
Licensed Nurse 1, a licensed vacational nurse (a
licensed vocational nurse is not licensed to
administer IV medications), documented with har
initials that she administered
"Imipenem-Cilastatin 500 mg intravenous” on
3015 at8am, :

In an interview with Licensed Nurse 3 {LN 3} on
3/11/15 at 10:25 a.m,, LN 3 acknowiedged she
hung Resident 13's IV antibictic on 3/10/15 at 8
a.m. LN 3 stated, as a registered nurse, she
initiated the IV antibiotic and then retumed to her
assigned job on another unit, leaving the
antibiotic in the care of the licensed nurse
assignad to Resident 13. LN 3 stated the nurses
"shouid have been keeping an eye on {the
infusion]”, disconnected the tubing, and flushed
the catheter when it was finished,

According to a 2008 facility pharmacy Infusion
Therapy Policy and Procedurs Manual, a policy
titled, "1V Site Care and Maintenance: Flushing,

weekly x 4 weeks to validate
the efficiency, accuracy, and
efficacy of process
implementation.

s Process impiementation and

education wili be initiated on
4/1/2015
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The facility must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as avidenced
by ,

E);ased oh ohservations, interviews and document
review, the facility failed to maintain the kitchen
under sanitary canditions when the floor was
observed fo be wet, slippery and soiled with fond
and garbage. '

Thig failure had the patential to create an unsafe
environment and could potentially lead to
contamination of clean ftems (dishes, uiensils
and equipment), food preparation and/or storage,

Findings:

STATEMENT OF DEFICIENCIES {¥1) FROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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DEFICIENCY]
F 328 | Continued From page 21 F 328
Considerations and Technique", identified the
"luse of a] saline flush immediately after sach
dose or therapy o maintain patency and prevent
drug interastion.”
During an interview with the Pharmacy Consultant
an 31115 at 12:45 p.m., she stated "the nurse
should have gone by at 3 am. to check if
[Resident 13's] IV was done."
F 3711 483.35(i) FOOD PROCURE, : Far1) Fazl TN T
ss=k : STORE/PREPARE/SERVE - SANITARY ) ¢ No residents were known to ” 7

be effected by the deficient
practice,

s All residents that eat food
fram the kitchen have the
potential to be effected.

= Anin-service has been
conducted by the Dietary
supervisor on the importance
of maintaining the kitchen in a
clean and sanitary manner.
This included the importance
of picking up dropped packets
of food like sugar, salt, pepper
and syrup as well as any other
substances that could cause
slips, trips or falls. Dietary
staff will maintain a safe
amount or water on the floor
in the dish room, keep anti-
slip mats on the floor and be
careful to ensure al! food goes
in the harrel when plates are
being scraped. Dietary will
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F 371! Gontinued From page 22 F 371 continue to have dietar\‘j
During an Initial Tour of the itchen on 3/10/15 at employees wear non skid
8:55 a.m., the floor was observed to be wet and shoes and will post the ‘wet
slippery. Puddies of water were Identified to the floor sign” during dish washing
right of the entrance near the dishwashing area times. If the floor appears to
gnd_fjo :he left thrsvlhentiﬁy Z?r:]s Wzaeinkeg} ;I"he be ‘too wet’ dietary will get a
orridor running between the dishwashing are )
and the remainder of the kitchen was also wet dry mop head and wipe the
and slippery. excess water off the floors,
Dietary was in-serviced on
Qn 3/12/15 beiween 10:30 a.m. and 12;30 p.m,, 8 3/31
Kitchen and Food Service Obse:rvatéon was s The Dietary supervisar will do
performed. Upon entert_ng the kitchen at 10:30 random inspections two times
a.m., as lunch preparations were made, the K on the cleanti ;
following was observed: the floor near the Rerweek on the cleanliness o
entrance to the kitchen had copious amount of the floor at various times
water puddles, sugar and/or salt packets were throughout the day and
observed onthe floor and, the di;hwash§ng area dacument the inspection. This
did not have a matt (to prevent slipping}. Report will be monitared by
. . h i
During an interview with Food Service Worker 1 the O‘: con;mr:ttee for 3 h
(FSW 1) on 3/12/15 al 10:30 a.m. FSW 1 manths and then again on the
acknowledged the floors needed to be wiped 6~ meonth to ensure the
down and was observaed soaking up the water corrective action is achieved
with her mop, and sustained.
e Substantial compliance will be
In an interview With FSW 2 on 3/12/15 at 12:40 o theiia?fclsth
a.m., FSW 2 acknowledged the maitt for the ¥ pr
dishwashing area had been ramovad. FSW 2 2015
stated he was at risk for slipping due to the water
on the fioor, :
Further observations of the kitchen floor revealed
an area near two trash barrels and a floor drain
with food crumbs and trash, such as a plastic {id
from a beverage and packets of sugar/sugar
substitute, The area of the floor leading to the
back of the kitchen was wat with wet foot prints
observed continuing toward the dry sforage area.
Trays of uncovered coffee cups and other clean |
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F 371 | Continued From page 23 F 371

items were observed in this area. The floor in tha
back of the kiichen, where food preparation was
in progress and dry bin storage was logated, was
observed fo have food crumbs and trash,

On 3/12/15 at 11:20 a.m., the plating of food from
the tray line began, On one side of the tray line,
the floor was observed {o have food crumbs and
irash {small disposable syrup or jam packet). As
evidenced by a review of the March 89th through
15th 2015 resident breakfast menu, on Monday,
March 9th, "pancakes with warm syrup” was
served and on March 10th, 11th and 12th
"buttered wheat toast” was served.

in an interview with the Dietary Manager (DM) on
3M2/15 at 2 p.m., the DM explained the kitchen
floor was cleaned after every meal.

During a final cbservation of the kitchen an
3/13/15 at 11:30 a.m. during trayline, the floors
were observed ta be slippery with pooling water.
Paper trash ard food were noticed ocsiuding the
drain near the dishwashing sinks.

According to a 2012 facility policy titled,
"Sanitation and Cleaning,” "The food service area
shall be maintained in a clean and sanitary
manner, Afl floors in the food preparation and
storage areas are washable, have non-slip finish
and cleaned daily." :

F 372 | 433.35(i)(3) DISPOSE GARBAGE & REFUSE Fa72, F372

g5=E | PROPERLY EREY

* No residents are known to be
) ffected ici
The facility must dispose of garbage and refuse arecte by the deficient
practice.
properly. ,
e Transporting uncovered waste
barrels within the facitity is no
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This REQUIREMENT is not met as evidenced
by:

Based on observaticns, staff interviews and
document review, the facility falled fo fransport
and/or sftore garbage and refuse proparly,

This fallure had the potential to compromise
sanitary conditions of the facllity and invite pests.

Findings:

Upon initial Tour of the facility on 3/10/18 at 5:30
a.m., a housekeeper was ohserved getting off the
efevator pushing a gray garbage can with wheels.
No lid was observed. When asked if the can
contained garbage, the housekeeper answered,
ﬁYes‘l? B

On 3/11/15 at & a.m, an observation was made of
the utifity closet on B Wing in the presence of
Certified Nursing Assistant 4 (CNA4), CNA 4
unlocked the door at the back of the utility closet.
Behind the door was a small closet with four gray,
fined, uncovered trash cans with wheels, The
trash inside each bin was observed to be In clear
piastic bags, but no lids were ohserved. Ared
hiohazard bin was noted in the comer of the
closet with a red fid.

During a concurrent observation and interview of
the utility closet on C Wing with Housekeeper 1
{Hskpr 1) on 3/11/15 at 10:30 a.m., no lids were
observed on the gray frash cans stored behind
the locked door. Hskpr 1 siated, "{The trash cans]
should have lids,” Hskpr 1 explained the cans

| contained items like soiled "diapers”, that cauld
. spread infection; lids would heip prevent the

spread of infection.
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. nger a practi i
F 372] Continued From page 24 Fa72 longer 3 practice and will not

affect any future residents,

¢ To reduce the risk of
spreading infection, the
facility will ensure that all
trash transported through the
facility will be cover with a iid
or contained within a tied off
plastic bag. This will be
foliowed when transporting
waste from a resident room
and from the trash barreis to
the dumpster.

» The facility has in-serviced ali
staff on the importance of
keeping trash contained in
plastic or covered when
transperting. The Director of
Environmental services and
unit managers will inspect for
comphliance by doing random
inspections 2 x week, The DES
will report to the QA
committee and evaluated for
effectiveness, This report will
he monitored by the QA
committee for 3 months and
then again at 6 months to
ensure the corrective action is
achieved and sustained.,

» Substantial compliance will be
achieved by the Aprii 13"
2015
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F 372 Continued From page 25 F 372

The Director of Environmental Services (DES)
was interviewed on 3/11/15 at 10:50 a.m. The
DES stated that, in the past five years, the gray
garbage cans have never been covered with {ids.
The DES explained the gray cans were stored
behind locked doors on the units and his siaff
spray the inside of the cans with an all purpose
disinfectant that kills C. diff {a strain of bacteria)
after trash was emptied from them.

In an cbservation and interview with Hekpr 2 on
3/12/15 at 10:20 a.m., he was chssrved pushing
a gray garbage can on wheels without a iid off the
elevator and into the downstairs foyer of the
facility. Hskpr 2 stated he had just emptied the
frash and acknowledged the garbage can had no
lid. The inside of the can was lined with a plastic
trash bag. At the bottom of the can, liquid and
small pieces of trash were observed.

In a concurrent observation with the Dietary
Manager on 3/12/15 at 12:20 p.m., one of the two
dumpsters (unattended} outside the kitchen had
its lid propped open with a leng bar of sheet
metal, The Dietary Manager was observed
removing the bar of sheet metal, closing the lid,
and placing the bar on the ground next to the
dumpster.

Despite request, the faciiity did not provide the
Department with 2 policy and/or procedure
regarding the transport and storage of garbage
inot including the kitchen}.

F 431 483.60(b}, {d}, {e} DRUG RECORDS, F 431 Fa3q
sg=n | LABEL/STORE DRUGS & BIOLOGICALS , ‘
* The nurse responsible for L{qgg, 75"
The facility must employ or obtain the services of medication administration has
a licensed pharmacist who establishes a system been re-educated on the
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F 431 Continued From page 26 F 431 zglrlrf]:iymgrr:gglc?:tgnmq A EMESET
of recards of receipt and disposition of all medications were removed
controlled drugs In sufficient datail to enable an from the bedside. IDT
accurate reconciliation; and determines that drug convened and determined that
records are in order and that an account of all resident is safe for self
controiled drugs is maintained and periodically administration of medication.
reconciled, A locked box device was then
. . - installed and secured fo the
Drugs and biolcgicals used in the facility must be inside of the fap drawer of the
labeled in accordance with currently accepted bedside table. The iwo keys
professional principles, and include the were made far the device.
appropriate accessory and cautionary One key was given to the
instructions, and the expiration date when resident and the licensed
applicable. nurse has the second key on
‘ ] . the medication pass key ring.
In accordance with State and Federal [aws, the Medication and treatment
facility must store ail drugs and biclogicals in orders reviewed. Orders far
locked compartments under proper temperature self administration of
controls, and permit only authorized personnel to medications were modified to
have access to the keys. include ophthalmic drops,
o , » No other residents self
The fagility must provide separately locked, administer medications and
permanently affixed comparimentis for storage of therefore. are not at risk for
controlled drugs listed in Schedule I of the being affected by this deficient
Comprehensive Drug Abuse Preventicn and practice
Control Act of 1876 and other drugs subject to « Theln tér disciplinary Team
abuse, except when the facility uses single unit was re-educated to discuss on
package drug distributicn systems in which the the self administration of
quantity stored is minimal and a missing dose can medications upon admission
be readily detected. quarterly, annually and when a
significant change in condition
occurs based on the Resident
This REQUIREMENT is not met as evidenced g;;f;;gfg;g;?g}”;:gt The
by CE -
Based on observation, resident and staff ;d;?;';ij;;a;?nl:gfr medications
interview, clinical record and facility policy review . - ,
the faciiity failed to keep all medications in locked I;adtaeer;tsr;zs%ceiﬁngg e’.‘P.rfSS‘“g
compartments for 1 of 11 random residents (RR stre 1o s minister
A), when fopical madications were stored in an
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. medications a "Self-
F 431 Continued From page 27 F 431 Administration of Medication
unlocked drawer at the bedside and 9 pills and a Observation” wilt be
liquid medication were left in medications cup on completed. Based on the
a bedside table. This failure had the polential {o assessment and IDT
result in infection or harm to RR A should the datermination a physician’s
resident not correctly apply or care for topical arder will be obtained to
medications, miss a dose of her oral medications, maintain medications at the
take multiple doses of her oral medications at bedside and a care plan
once, or choke on a pill and could potentially developed. The team will
cause harm to a wandering resident that gained proceed to provide a secure
access to the unsecured medications af the compartment or device for
bedside of RR A. medication storage. The
o resident will be reassessed
Findings: ‘ quarterly, annually, and with
] , o significant change of condition
Random Resident A was admitied to the facility in assessment.
2010 with diagnoses including heart failure, «  Each unit manager wil
hypothyroidism, urinary biadder hypertonicity, maintain a list ngail patients
corneat dystrophy, lactose intolerance, that self administer
gastroesophageat reflux, and debility. According medications and perform an
to the most recent Annual Minimum Data Set audit monthly of the storage of
(MDS" an assessment tOOI) RR Ascored 15 out the medications that are salf
of 15 on the Brief interview for Mental Status. administered monthiy x 3
Exam (a score of 15 indicates a resident is months and then quarterly with
cogniively intact). the RAI instrument schedule.
During a Medication Pass observation on 3/11/15 ) gg;r?rﬁ!i;?e?ds: rggggigg |1n5|ng
at 8:10 a.m., Licensed Nurse {LN) 1 prepared the '
following medications for administration to RR A:
acetaminophen {Tylenol - a pain medicaticn} 500
mg (mitiigrams - a unit of measure), lactaid (a
dietary supplement for milk intolerance) 1 tab,
furosemide (lasix - a water pill} 40 mg,
levothyroxine (synthroid - a metabolic hormone)
25 meg {micrograms - a unit of measure},
muitivitamin 1 tab, cmeprazole (prilosec - a
gastric acid reducer) 20 mg, oxybutynin
(anticholinergic - treats urinary bladder problems),
potassium chloride liquid {replace potassium lost
with water pills} 10 mEq (milliequivalents - a unit
FORM CM3-2567(02-00} Previous Versions Dbsolete Evant ID: FRWI1
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of measure), and vitamin d3 (dietary
suppiermnent}. LN 1 prepared the medications and
9 pills were verified in the medication cup and
there was on liquid medication prepared as well,
LN 1 stated RR A had her eye drops at the
bedside and would self- administer them because
she has a “care plan for leaving medications at
the bedside." LN 1 took the prepared medications
to the bedside of RR A and asked the resident if
she would mind taking the pills now. RR A stated
she needed to take the medicalicns on an empty
stomach and would "wait untit 10:30" {o iake
them, LN 1 then left the pills and the liquid on the
bedside table of RR A and stated "she is ckay -
that's her norm {normal}" and then LN 1 [&ft the
room of RR A,

During an interview with tha Unit Manager (UM) 2
on 3/11/15 at 8:25 a.m,, she stated RR Ahas a
self- administration care ptan. UM 2 stated RR A
was assassed for knowledge of each topical
medication and location of administration. UM 2
stated that a Medical Doctor (MD) order would be
written based on assessment. UM 2 indicated
that RR A stored her "crearns {topical
medications)" in & drawer at her bedside.

During an observation at the hedside of RR A on
3/11/15 at 8:35 a.m., a bottle labeled “arificial
tears”, a tube labeled "estrace" cream, and a {ube
labeled "proctocream/HC (hydrocertisone}’ were
noted in her possession. RR A stated "I keep
them in the {uniocked) drawer."

Review of the MD orders in the clinical record of
RR Aincluded the foliowing orders; "Apply
estrace 0.01% cream to perineum and labia Q
(every) night. Resident able to self administer
med. May keep mad at bedside...ProctoCream
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{hydrocortisone) cream; 2.6%; amt.-; rectal
Special Instructions: Apply peri rectal. Resident
able to self administer med. May keep med at
bedside...matricidal tears (hypromeliulose) [OTC]
Drops; 0.4%; amt: 1 Drop into both eyes for
corneal oystrophy and exposure TID - Three
Times a Day..." There was no MD order noted in
the record for self-administration of eye drops or
any of the oral medications of RR A.

During an interview with the Consultant
Pharmacist (Pharm D) on 3/11/5 at 1 p.m., she
stated if a resident refuses oral medications (Rx)
or requests later administration, the nurse takes
the Rx back to the med cart and then returns with
Rx at the time the resident requests. She stated
the nurse should not leave the Rx at the bedside
with a resident to self-administer later.

During an interview with RR A on 3/13/15 at 8:10
a.m., she stated her "creams" and "eye drops"
were now being stored in the cart. RR A stated
she would like to keep her creams, eye drops,
and her tylenol at her bedside because its "not
always convenient for me (to ask for them)."

The facility policy titled bedside medication
storage dated 02/11 included the folllowing
statements: "bedside medication storage is
permitted for residents who are able to
self-administer medications, upon the written
order of the prescriber and when it is deemed
appropriate in the judgement of the nursing care
center's interdisciplinary resident assessment
team...Bedside storage is indicated on the
resident medication administration record (MAR)
for the appropriate medications...permitted only
when it does not present a risk to confused
residents who wander into rooms of, or room
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F 431 Continued From page 30 F A31
with, residents who self-administer, the manner of
storage prevents access by other residenis.
Locakable drawers or cabinets are required only F441
if unlocked storage is ineffective...” *» When this deficient practice Llf‘]gg/g*
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 was noted during the survey, !
§s=E | SPREAD, LINENS immediate corrective action
The facility must establish and maintain an was taken and all n‘asal
Infection Control Program designed fc provide a cann‘u?as for all re}sidents N
safe, sanitary and comfortable enviranment and receiving oxygen in the facility
to help prevent the development and transrission were changed.
of disease and infection. + Al residents potentially
. affected by this defici
{a} infection Controt Program Cfc Y E. g © {?E;t
The facifity must establish an Infection Contro practice were identitied
Program under which it - threugh a visual inspection on
(1) Investigates, controls, and prevents infections each unit of
in the chéééty; _ . patients/residents receiving
{2} Decides what procedures, such as isolation, oxygen and the nasal cannulas
shouid be applied to an individual resident; and were changed
(3) Maintains a record of incidents and corrective , '
actions related to infections. * Anursing order was entered
into the EHR for all patients
(b) Preventing Spread of infection with oxygen orders for the
(1) Whgn the |nfect10[1 Control Prggran:I nasal cannuia to be ChﬂngE‘d
determines that a resﬁent r!eeds isolat:pn to on Sunday nights to facilitate
prevent the spread of infection, the facility must documentation and
isolate the resident, i -
{2) The facllity must prohibit employees with a accountability. This is the
communicable disease or infected skin lesions measure put into piace that
from direct contact with residents or their food, if will ensure that this deficient
direct contact will transmit the disease. practice does not reaccur.
{3} The facility must require staff to wash their . .
hands after each direct resident contact for which * Eac‘h ur‘ut rrlgnagfer”wﬂi .
hand washing is indicated by accepted maintain a list ot all patients
professional practice. : actively receiving oxygen.
Weekly x 4, then biweekly x 2,
{c) Linens each unit manager will visually
FORE CMS-2587(02-99) Previous Versigns Obsolete ' Evari ID: FNWIt Facility |0 CAM3000007 4 . If continuation sheet Page 341 of 34



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

PRINTED: 03/23/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GOMPLETED
A, BUILDING
C
565153 B. WING 03/13/2015

NAME OF PROVIDER OR SUPPLIER

ESKATON CARE CENTER FAIR OAKS

STREET ADDRESS, CITY, STATE, ZIP CODE
11300 FAIR OAKS BLVD,
FAIR OAKS, CA 95628

(X4) ID SUMMARY STATEMENT OF DEFIGENCIES D PROVIDER'S PLAN OF CORRECTION (x5!
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIF/ING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE™ |~ DATE
‘ DEFICIENCY)

F 441 Continued From page 31 F 441 ins_pect each resident on the
Personnel must handle, store, process and unit for oxygen usage. The
transport linens so as to prevent the spread of unit manager will also verify
infection. that there is an active order to

administer oxygen and to
change the nasal cannula on

. Sund i i
This REQUIREMENT is not met as evidenced unday and that it was signed
by: : off as completed hy the
Based on observation, interview, and facility charge nurse who worked on
policy review the facility failed to ensure oxygen Sunday night. A QAPItool has
tubing was changed routinely when 4 of 11 been created to assist with
ItRar?dom R(cjesidgnts (RtFj) tB,dC, D& Ct% vt\)/gre .found this process.
o have undated or outdated oxygen tubing in . I
use. This practice could cause respiratory ¢ Tra|r.11hg has been initiated for
infections in oxygen dependent residents which all night shift staff and
could then potentially spread to other residents in Substantial compliance will be
the facility. , achieved by the April 13"

o 2015
Findings:
1. RR B was admitted to the facility in February
2015 with diagnoses including stroke, blood clot
in the iungs, and anemia (decreased oxygen
carrying capacity of the blood).
During a concurrent interview and observation on
3/10/15 at 10:15 a.m., Unit Manager (UM) 2 and
Certified Nurse Assistant (CNA) 3 noted RR B
had a nasal cannula deliveting oxygen via an
oxygen concentrator at a flow rate of 2 liters (unit
of measures}/minute. UM 2 and CNA 3 also
verified the nasal cannula was dated 3/2/15 with
black ink.
2. RR C was admitted to the facility in 2014 with
diagnoses including respiratory failure, heart
failure, and pneumonia,
During a concurrent interview and observation on _
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3/10/15 at 10:15 a.m., UM 2 and CNA 3 noted RR
B had a nasal cannula (oxypen delivery device) at
her bedside attached {0 an-oxygen concentrator,
UM 2 and CNA 3 also verified the nasal cannula
was dated 3/2/15 with black ink.

3. RR D was admitted to the facility in February
2015 with diagnoses including heart failure,
kidney disease, and an open wound.

Dutring a concurrent interview and obsarvation
with CNA 2 on 3/10/15 at 8:50 a.m., CNA 2 nated
RR D had a nasal cannula delivering oxygen via a
partable oxygen tank at a flow rate of 2 L/min.
CNA 2 aiso verified the nasal cannula tubing had
no sticker or date written on it, CNA 2 stated the
sticker "fell off.”

4. RR G was admitted to the facility in February
2015 with diagneoses including atrial fibrillation
(irregular heart rate and rhythm), kidney disease,
anemia, and altered mental status.

During an observation and concurrent interview
on 3/10/15 at 8:5C a.m., RR G was noted to have
a nasal cannula {oxygen delivery device)
connected ta an oxygen concentrator at a flow
rate of 2 liters/minute. Certified Nurse Assistant
(CNA} 2 verified the presence of the nasal
cannula and was unable to ocate a sticker ar
date an the tubing.

During an concurrent policy review and interview
with the Director of Nurses {DON}) on 3/10/15 at
4:30 p.m., she stated "our policy is kind of vague
about changing tubing...there is some variation in
dating practice among staff." The DON aiso
stated "oxygen tubing dated 3/2/15 shauld have
been changed on 3/9/18."
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During a subsequent interview with the DON on
3M1/45 at 3:35 a.m., she stated facility process is
oxygen tubing is usually changed weekly on
Sunday night shift and one nurse missed them.
The DON also indicated there was no way to
verify the date tubing was changed if it was not
dated,

Review of the faciiity policy titled Oxygen
Administration dated 6/27/11 included the
following intervention: "...Change tubing every
seven {7} days and as needed.”
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A DO Initial Comments A 000
The following reflects the findings of the California
Department of Public Health during a
Recertification survey,
Representing the Department of Public Health;
HFEN, 29917
HFEN, 29108
HFEN, 33361
HFEN, 32476
HFEN, 33423
The facility census was 145 and the resident
sample size was 24,
A1205 T22 DIV5 CH3 ARTB-72625(b) Clean Linen A1205
A1205
(b) Clean linen shall be stored in clean, ventilated e No residents were affected by | &+ 1% /5
closets, rooms or alcoves, used only for that this deficient practice. :
purpose. _
e All residents on Codman Court
had the potential to be
affected. Allclean linen was
This Statute is not met as evidenced by: removed from the shower
Based on observation, interview and document rOom.
review, the facility failed to store clean linenin a . Cod c i o
clean, ventilated closet, room or alcove, odman Court linen will now
designated only for that purpose when three carts be stored in a closet -
of clean linen were being stored in a shower room dedicated for the purpose of
on Unit C, next to soiled linen bins (hard plastic storing clean linen only.
containers}). This failure had the potential for Laundry staff will be in-
contaminating the clean linen. serviced on the storage
Findings: procedure and will only place
the clean linen in the storage
During the General Observation tour of the closet.
facility, accompanied by the Safety Manager and * The housekeeping supervisor
the facility's Director of Environment Services - ;
will monitor the pla
(DES), conducted on 3/12/15 at 10 a.m., the m placement of
shower room on Unit C was being used to store
Licensing and Certification Division
LABORATORY DlRE%ZOVDERJSUPPUER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/’ ’ 1/,?;4 ,ﬂ-r;/_ﬁﬂ/m‘gﬁb"[v;’ /-2 /s
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A1205 Continued From page 1 ' : A1205 the clean linen 2 x week for
equipment, bins of soiled linen as well as three one month in a random!
linen carts with clean linen. Alf these items were manor, The housekeeping
stored 80 close to each other that the soiled linen supervisor as well as the unit

bins were touching the clean linen cars. if
anyone needed to get clean linen, they would
have to roll the bins of solled linen away from the

tmanager on the Codman
Court will report to the QA

carts, in order to reach inside and grab the ciean commttte:e for that month on
T the effectiveness of the new

system, Additional monitoring
When CES and the Safety Manager were will be impiemented if
guestioned about the condition of the room and needed.

the storing of clean linen, they said, "Il sgems a . i i .
litle crowded in here.” When asked if they saw a S”:.“a”;";' C:mf’l“la;ff wiil be
problem stering clean linen carts in the shower achieved by April 13th 2015,
room, the Safety Manager respanded by asking,
"Do you have a recommendation as to how we
should store them?

The facility's policy titled, "Storage Areas,”
implemented on 05/01/97, addressed the storage
areas in the laundry but, failed to address the
importance of storing clean finen in specific
areas, designated only for that purpose within the
facility.
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