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California Department of Public Health during a deficisnsies noted.
recertification survey.
Reprasenting the Depariment of Public Healih:
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N, HFEN
RN, HFEN
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Yotal Popuiation: 126
Bample Sire: 24
gy | Highest Scope and Severity: E
F 248 | 483 15(0{ 1] ACTIVITIES MEET F248) « Resident4 s nolonger aresidentin  |&/112
86g0 | INTERESTS/NEEDS OF EACH RES thig facifity. Upon verbal notification
o : . . of the alleged deficient practive, the
The facility muwst provide for an angoing program RN Bupervisor immediately
the Gﬂmf?rﬁhenSive assessment, ﬁie‘ inferests and resident was p;i}md&d with dagéy
of gach resident activities based on his needs and
individual preferences. The residant
was fed according & the order of th
This REQUIREMENT is niot met as evidenced res?dm.s‘f:ggﬁﬁﬁg pﬁ;&an erine
by: ‘
Based on observaillon, interview, and record . .
review, the facility's nursing staff failed 0 involve ‘;j:gg; ﬁfi;g’ uﬁz{};;z:;ﬁ of
one of 24 sampled residents {4) in activities activities and those residents whose
according o the physician's order by faifing to phys%cia m's orders are not followed
feed the resident in the wain dining reom for gt are at risk 1o be affected by the
three meals and {0 take the resident fo activities same noted alleged deficient
daity, placing the rasident;soﬁi risk for decreasedt oractice. The Activity Diitector and
socialization and depression. ?ze{'asaisfaﬂts r_eas,sassed all otr}&r
Findings: residents’ activity needs o identify
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On Apri 20, 21, and 22, 2012, Resident 4 was
abserved in his room during breakfast, lunch and
dinner. He was observed not lsaving his room.

On April 21, 2012, at 7:16 a.m. and 12:35 p.m.,
Resident 4 was observed sitting in his bed being
fed by & ceriified nursing assistant {CHNA).

On April 21, 2042, at 12:45 v, during an
interview, Registered Nurse {RN) Supervisor 1
siated Resident 4's white bleod count was low
arwd as a precaution, staff entering his room ware
directed to wear mask, gown, and gloves for his
protection against infection and that was the
reason why he had nat left his room.

Qn Aprit 22, 2012, at 2.26 p.m., during an
interview, the director of nursing (DON] stated
she was not aware of any reason why the
rasident was not being taken {o tha dining room
fo sat mea!s but stated i was possibly due to his
risk for infection.

A review of Regident 4's Admigsion Recoids
indicated he was admitted to the fasilify on April
10, 2012, with diagnioses including
myeloproliferstive syndrome {& group of diseasss
of the bone marrow), late effect of ghioke with
right sided hamiplegia {paralysis on one side of
e body) and dysphagia {difficully swallowing).

Physiciay's orders for Rasident 4, dated April 14,
2012, indicated the following:

i Feed all meals in the main dining room.

Mo eating In bed for safety.

Altend activities dady from 10 a.m. fo 2 p.m.

F 253, 483.15(h){2) HOUSEKEEPING &

4D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTVE ACTION SHOULD B2 | compiemon
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 4G CROSS-AEFERENCED T0 THE APPROFRIATE DATE
DEFICIENCY)
€9 : same noted alleged deficient
~248 | Continued From page 1 F 248 practice. No simitar findings were

noted.

The RN Supsevisor wifl give a list of
residents with orders to eat in main
dining room and aftend activities.
And alse deniify resitents with
isolation precautions. Activity staff
and ficensed nyrses will provide
activities for sach resident tased On
residant’s comprehensive
assassment and resident’s interesis
ard resident's physical, mental and
psychosocial welibeing. DON and
Achvity Supervisor provided training
o respective departments on
430112 to strangly emphasize the
carrection of the deficiency noted
here to prevent igcuirgnce,. The
training will be done monthly for the
first 3 months then quarterly
thergafier.

The impiementation of the plan of
corraction will be monitored by the
Activity Direcier and RN Supervisors
through direct observation and
interviews with regidents and staff
during thek daily Quality Circle
Reunds. The effectiveness of the
oian of cormaction will be evaluated
by the QA Nurse Consuliants during
their monthly facility vis#s through
tandom direct observalion, resident
and staff imterviews and record
reviews. Significant findings will be
submitted fo the Admmistrator and
shalt be forwarded to the QA
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a3 1) SUMMARY STATEMENT OF DEFIGIENCIES | PROVIDER'S PLAN OF CORRECTION 8
PREFEX EEAGH DEFICIENCY MUST 8 PRECEDED BY FULL FRERX {EACH CORRECTIVE ACTION SHOULDBE COMPLETION
TAG REGULATORY OR LBC IDENTIFYING INFOEMATION) TAG GROSS-REFERENGED TO THE APPROMRIATE DATE
DEFICIENCY)
' ) Committee for frending analysis,
F 2831 Continued From page 2 recarnmendations, corrective actions
8=k | MAINTENANCE BERVICES and Continuous Quatity
improvemeant,
The facilily must provide housekeeping and
maintenance services necessary to maintain a » Tha corractive action was completed
sanitary, orderly, and comfortable interior. on 8/4112. ‘
This REQUIREMENT Is niot met as evidenced F282 |« a Upon verbal notification of the sM12

by: .
Based on chsarvation and interview, the faciiity's
maintenance and howsekesping staff fafled to
ensure the residents’ snvironment was
malntained in 2 sanitary, safs, and orderly
mannet. Thig deficient pratlice dogs not sromots
quality of ife for the residents.

Findings:

a. On April 20, 2012, at 4:30 p.m, during the
jragial tour of the Tasility and throvghatit the
remainder of the survey, the following weara
ahgerved:

1. In Room 17 Bed A, the light bulb over the
regident’s bed was out. The resident's privacy
curizin was stained and there was a hole in the
wall behind the residents bed,

Z.1n Room 64 Bed €, the paint on the wall nextio
the bed was missing.

3, In Hoom 10, the floor was sticky and the
screan on the patio doorwas tom,

4. In Rooms § and 17, the closet door would not
tlose.

5. in Room 38, peeling paint was observad on the
wall near the window,

On At 20, 2012, at 5:30 pon,, dusing 3

aliaged deficient practice,

1. Room 17A light bull and privacy
curiain was replaced and hots in wall
behind resident bed was fixed on
4727112,

2. Room 84C wall was painted on
4130792,

3. Room 10 floor was waxed andg
patio door screen was fixed on
4723112,

4. Room % and 17 cioset doors werg
fixed on 4723412,

& Room 39 wall nagr window was
painted On /25012,

b, Upon varbal notification of the
afeged deficient practice;

1. Room 31 bathroom fioor ties
were repiaced on 472712

2. S&nower room figor tiles were
replaced on 412812

3. Room 84 window soreen was
replaced on 4122112,

4. Room 23 closet door hinges were
replaced on 4/25/12,

5. Room 70 hathroom fixture cover
it shanged and Hoor tie and hole
were rapaired on 4724412,

6. Crackad line on Room 24, 26, 27
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{X4} 1D SUMMARY STATEMENT GF DEFICIENCIES 0 FROVIDER'S FLAN OF CORRECTION g
PREFIX {EACH DEFICENGY BUSY BE PRECEDED BY FULL BREFIX EACH CORRECTIVE ACTION SHQULD BE COMPLETON
TAG RESULATORY OR LEC IMENTIFYIRG INFORMATION) TAG CROSS-REFERENCED T1) THE APPROPRIATE DeiE
: ' DEFICIENCY)
© linterview, Licensed Vocational Nurse 3 stated ;a;g{;%d{}?}ezg;ggﬁ removed and
she would take care of the issues. 8. Room 25 faucet was replaced o
, o0 412212,
b. Diring a general observation of the facility on .
- ; 8. The wheelchalr armrests for
212 at 2 pom., the following were chservad, Room 388, 300, 20A, 234 and 285
1. One of the bathroom fioor tiles in Room 31 was were all replaced an 4/23/12,
haif cracked. . .
2, The shower room next to the main dining room = Al other residents are atrisk 1o be
had 2 cracked floor ties. affected by the same noted alleged
8. The window screen in Room 64 was dented. deficient practice. The Physfcal
4. The closet door hinges in Roow 23 had hinges Environment Supervisor reassessed
coming off the wood. ali other resident rooms and
5. The batfiroom fight bull in Room 70 had no equipments to identify same alfeged
fixture cover, There was also a missing floor file deficient practice. No siméar
and a hoie found in the bathroom. findings were identified,
i 8, The cement plastsr between the bathroom wall o )
and sink of Rooms 24, 28, and 27 had big « The PES along with bis assistant
cracked line. wili conduct weekly sweeps of the
7. The wood banchitabia locatsd at the front patio facility 1o assess and identify
was broksn and falling apait coneerns and to ensure fhat
B. The faucet in Room 25's bathreom had rust residents’ environmaent is makstained
and a hole at the base area. in a sanitary, safe and orderly
8. The wheslchairs’ feft and dght arm rest manner.
uphoisteries for Room 38 B, 30 ¢, 20 A, 23 A,
and 28 B, were toin. » The implementation of the plan of
F 2811 483.20()(3)(i} BERVICES PROVIDED MEE&T corregtion witl be monitered by the
§8= | PROFESSIONAL STANDARDS PES and Depariment Heads during

The services provided or arranged by the facliity
must meet professional standards of quality.

This RECUIREMENT is not met as evidenced
by:

Based on obssrvation, interview, amg recornd
review, the facility’s nursing slaff failed to oblain a

blood pressura for ene of 24 sampled residents

kel daily Qualty Cirzle Rounds,
The effectiveness of the plan of
cotrection will be evaluated by the
Q4 Nurse Consuitant through
random direct observation during
scheduled monthiy fasility visits,
Significant fingings will be submitted
o the Administrator and shall be
forwarded o the QA Commitiee for
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O Aprit 22, 2012, at 8:48 a.m,, Licensed
Vocational Nurse (LVN) 4 was observad during
medication pass. LVN 4 took Resident 13's biood
prassure by placing the blood pressure eulf gver
a thick jacket that the resident wore, The
resident’s blood pressure reading was 118/58
miliimeter mercwy {mmHg).

Cr April 22, 2012, st 10:45 am., LVN 4
acknowledged, after it was brought o her
attention, that taking blood pressure aver thick
glothing could possibly alter the results of the
reading, and i the clothing was able fo be
removed then it should bs rempved,

A roview of Resident 18's Admisston Records
indicated she wag readmitied to the facility on
November 28, 2008, with a dingnosis of

4 hyperiension,

Physiclan's Ordars, dated November 29, 2008,
indicated Resident 18 was to receive anlodiping
besviate {freats hypertension} 5 milligrams {mg)
daily and o hokd medication for systolic blood
pressure {the top number i a bload pressure
raading) beiow 110 mmkHg.

Accarding 1o About.Com "High Biocd Pregsura”,
Proger Technique for Bicod Prassure Monltoring”

blood pressure readings. The

covectly,

alisged defivient practice, Resident :
18 was immediately assessed by the
DON. The involved licensed nirse
was provided training by the DON on
4724112 on how to properly oblain

resident is ¢losely monitored o
ensite that the rasident’s biood
pressure is taken properly and

» Al pther residents are al risk to be
affected by the same noted alieged
deficier pradtice, The BON along
withy Pharmacy Consultant provided
fraining on 425012 to al licensed
mirses on the Proper Teohmigue for
Blowd Pressure Moniforing. Skills
compelency was done i evalusie
staff's performance ¥ ensure that
the deficient practice does not recur,

« The DON and DSD wil conduct
skills proficiency training for nursing
personnel monthly for the first 3
months then guarnerly thereafter,

Continvation on Page 5A of 34
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(X4 1D SUMMARY STATEMENT OF DERCIENCIED n PROVIZER'S PLAN OF CORREGTION x5
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED 8Y FuLL. PREFIX (EACH CORREDTIVE ACTION SHOULD BE GOMPLETIGN
TAG REGULATORY OR LSC IDENTIFYHG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 Continued From page 4 trending analgsis, racommengiationsi
(19), using a correct method, Resident 19 corrgczzve actions and Continuous
blood pressure was taken with the blood pressure Quality Improvement.
" | cuff applied over a thick jacket, placing the ) ,
resident at risk for incorrect bleod pressure + The currective action was completed
readings, which could lead to inappropriats on &/1/12.
medication management,
Findings: :
g F 281 |« Upon verbal notification of the 81412
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F 281 This i¢ to snsure that setvices
provided by nurges meet
professional standards of gualify.
Random return demonstration will be
conductad during ADL cares and
datly performance of nursing
nrocadures. Performance
evaluation will be done yearly.

+ The implementation of e plan of
correction will be monitored by the
D50 and RN Supervisors through
evaiuation of staff's performance
during cares and freatment. Tha
effectivengss of the plan of
correction wilt be evaluated by ihe
QA Nurse Consuitart during her
scheduled faciity visits through
random review of the Skills
Proficiency Checkdist validated by
random direct obsarvation of staff's
performance. Significant findings
will be submitied {0 the Adminisirator
and shail be forwarded to the QA
Committee for rending analysis,
recommendations, corrective actions
and Continuous Quaiity
improverrent,

« The corrective action was compisfed
on 8112

Page 5A of 34
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SURMARY STATEMENT OF DEFICIENQIED
(EACH DEFICIENCY MUSY BE PREQEDED By FULL
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Continued From page §

From Crafg Weber, M., updaisd February §,
2067, Blocd pressurs should be measured while
you a@re seated comforlably. The arm being used
should be relaxed, uncoverad, and supported at
the lavel of the heart

483.28 PROVIDE CARE/BERVCES FOR
HIGHEST WELIL BEING

Each residant must recelve and the faclity must
provide the necessary care angd services 1 aftain
or maintain the highest praclicable physical,
menizl, and psychosocial wellkbeing, in
aocordanes with the comprehensive assessment
and plan of care,

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, and record
revipw, the facility's nursing slaff failed o provide
the necessary care and services for two of 24
sampled rasidents (4, §) and one randomily
selacted (R8 1) resident
The nursing staff falled {o apply A and D cintment
to Regident 4's left knee and left foot plantar
{sole) according to physician's order, They failed
o keniily, rmonitor, and followed up on the stelus
of Resident &'s reddened eves with discharge,
They failed o clanify physician's order for
nutritional supplemant for RS 1L RS 1's
physician's order for Prostat {nutritional
supplement for wound healing) did not specify
what type, These deficient practices had the
potential to cause dslay in treatmont and/ior
worsaning of residerds' condiion,

! Findings:

!

10 PROVIDER'S PLAN OF SORREGCTION oS3
PREFIX {EACH CORRECTIVE ACTION SHOULD BR COMPLETION
TAG GROSS-REFERENCGED TO THE APPROPRIATE DATE
DEFICIENCY)
¥ 281
F 309! « a} Resident 4 s no longer a resident (61112

of the facifity, Upon verhal nolification
of the alleged deficlent practice,
Resident 4 was immediiately visited by
the RN Supervisor. The involved LVN
applied the A&D oiatment on resident
4's left knea and teft (oot plantar (sole}.
The resigent was closely monitored to
ensura that tha resident receive the
fregtment 25 ordered.

bY Upon verbal notification of the
alteged deficient practice, Resident b
was immediately visited by the RN
Superviser. The resident's eyes were
assesged and are ¢losely monitored
by the charge nurses dafly, The MD
was Immediaiely notified with orders
for treatment i both eyes.

c) R81 s no longer » resident of the
facility, Upon verbal notification ¢f the
alleged defivient practice, the order for
the nutritional supplerment for RS 1
wae clarified with the resident's
physician, The RS recaived PraSts
84 and was closely momiorad,

» All other residents whose physician
orders are not followad, whase
medical pondition are not assessad,
monitored and followed throuah ard

DR CHS256TR2-28) Pavious Versions Obsoiete
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X4} 3 SUMBSARY STATERENT OF DEFICIENCIES n PROVIDERS PLAN OF CORRECTION 5
PREFIX (SACH DEFICIENCY MUET BE PRECEDED Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDERTIFYING IFORMATION) TAG CROSS-REFERENGED TD THE APPROFRIATE DATE
DEFCIENGY)
residents with uniclear physician's
F 309 Continued From page 6 F 3G8| orders are at rigk {o be affected by he

& OnApiil 21, 2012, a1 41:51 am,, during a
treatment observalion, Licensed Vooations!
Nurse (LVN) 8 naglectad to apply vitarmin Aand D
gintment 1o Resident 4'q left knee and Isft ool

On Aprit 22, 2012, at 2238 p.m., during an
interview, LVN 5 stated she miust have {
overionked iha treatment order for Resident 4's
left knee and foot,

A review of Resident 4's Admission Recortds
indicated he was admitted fo the &cllity on April
14, 2012, Physician's Orders, dafed Apri 10,
2042, indicated 1o apply vitamin A aned D ointment
to Resident 4's ieft knes for dry reddish
granulation tissue and to the resident's l¢ft foot
piantar for dry flaky skin,

b. On Apris 21, 2012, at 730 am,, 800 a.m.,
10:28 am., and 2:15 p.m., and on Aprii 22, 2012,
#t 918 s, sl 1020 poan., Resident 5 was

ohsarved {0 have redness and discherge from
both of her eyes,

On April 22, 2012, a2 1:25 p.m., during an
observation and infervisw, LVN §, after inspecting
Resident 5's eyes, stated she had not noticed the
redness and dischargs from the resident's eyes.

A review of Resident 5's Medical Records found
no written documentation the redness and
discharge from the resident's ayss had been
agsassed, monitorsd, and followsd up,

The Admission Records indicated she was
readmitied o the facility on Oclober 29, 2010,
with diagnuses including demsntia {ioss of mantal

same nated alleged deficient practice.
The RN Supervisors assegsed
regidents with changes in conditions
and those that reguire reatment, and
reviwed the physician's orders for
clarity and acouracy o identify same
noted alteged deficierd practice. No
similar deficient praciice was noted.

s The DON provided training to licensed
nyrses on S22 on the Provision of
Necessary Care and Services o alf
rasidenis 0 ensure that a resident
attain or maintain his or her highest
practicable physical, mental and
psychosoeial well being in accordance
with tha comprohensive assessment
and plan of care. The fraining strongly
amphasized the comection of the
defigiencies noted hers to prevent
recurrence, The irgining will be done
monthiy for the first 3 months then
quariesly thereafter.

» The DON and RN Supervisor will
mornitor the implementation ¢f the plan
of correction through direct
observation and evaluation of staffs
performancs during cares and
treatment daily during their Quality
Circle Rounds dally, The
sffectiveness of the plan of correction
will be evaluated by the QA Nurse
Consultant through raadorn
ohmervation of siaff parfrmanze and
vaiidaled by Interviews and record
reviews during her scheduled monthiv

H

i
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XA D SUNMARY STATEMENT DF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION £z
PREEX {(EACH DEFICIENCY MUST 88 PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE SOREPLETION

TAG REGULATORY OR LEC IDENTIFYING INFORMATION AL CROSS-MEFERENCED 0 THE APFROPRIATE Daze
DEFICIENGY}

(23 2AILTIPLE CONSTRUCHION X33 OATE BURVEY
COMPLETED

faciiity visits. Significant findings will
F 302 Continuad From page 7 Fang| be sybmiﬁed 1 the Administrator and
abiiities). The Minimum Data et (MDS), an f;’ai* hﬁig"fﬁ*’fdé‘f the Qf‘ .
assessment and care sereening tool, dated Apil orimitae Tor rending analysis,
11, 2012, indicate Resident 5 was cognitively recommendations, cofrective actions
Impaired and was totally dependent on the and Continuous Quallty Improvement.
facility's etaff for her activiies of daily living. X X ’

» The correclive action was completed

¢, During the 9 a.m. madication pass on April 22, 0N &/1/12.

2012, Licensed Vocational Nurse (LVN) €
administersd 30 cubic centimelers{co) of Prostaf
101 ta RS 1.

During an interview and record review with LN
2, on Aprll 22, 2012 at 10:30 a.m., he said Prostat
111 is for non-diabstic residents and Prosiat 64
was for diabstio regidents, howsver he was not
able to explain why there was n¢ spedific dosage
irdicated on the physician's order.

The clinical record for RE 1 was reviewed on April
22,2012 211020 a.m, The resident was
admitied to the facility on March 18, 2012, with
diggnoses that included presswe sore (areas of
damaged skin caused by staying in one position
far too long).

A review of the physician's order, dated March
16, 2012, indicated Prostat 30 cc twice daily,
there was no specific indication what typs of
Progtat fo be given 101 or 84,

A review of the Medication Shest for March 2012,
indicated the licensed nusses documeanied
Prastat 30 oc twice dally from March 17 to 31,
2012, without indication what typé was givento
RS 1, 101 or 684,

Agcording to
http:aww pro-stat.comipro-stat_fags.asp bythe |

Event 1 FLISH Fantity - GAA10000844 If contirugtion shest Page 8 of 34
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F 308 ] Continued From page 8

Medioa Nubrifion USA, Inc, Pro-Siet 84 has 18

grams of protein and 66 calories per 30 mi (one

ounce). Pro-Stat 161 has 15 grams of protein per

30 mi {one ounce) and 101 calories per 30 mi.

The addiional caiories per dose in Pro-Stat 101

come from 10.2 grams of fruclose, Pro-Stat 84 is

sweetenad with sucralose (SPLENDIA No Caloris
e | Bweelener), which Is non-nutritive.

- F.312 | 483.26(2)(3) ADL CARE PROVIDED FOR

7. §&=n | DEPENDENT RESIDENTS

A resident who is unable to cany out solivitizs of
daily fiving receives the necessary services fo
maintain good nuirition, groaming, and persoral
and oral hygiens,

This REQUIREMENT is nct met as evidenced
by

Based o observalion, inferview, and record
review, the fasility's nursing stalf failed to ensure
a bed bath for one of 24 sampled residenis (5}
included complete cleaning of the body and the
perineal ares {he region below the palvis and
batwaen the upper thighs). Faillure to conduci a
torough bed bath places residents at risk for mai
odor of the body, skin breakdown and
uncleantiness,

Findings:

On Apill 22, 2012, at 915 am., Resident 5 was
observed during her bed bath, Certified Nursing
Assistant 4 (CNA 4) neglected to wash the
resident's hanels, inside and behind her ears, her
chest, and bgbveen her oy, The resident's

| perineal area was not opaned for thorough

F 308

F 312

*

s The DS will conduct Skils

Upon verbal aatification of the 81712
alleged defivient practice, Resident 5
was visited by the RN Supervigor.
The resident was immediately
provided with a2 complete bed baih
that included complete cleaning of
the resident's body and perinest
area. The invoived CNA was
provided one-on-ong fraining by the
BSD on provision of necessary
services 1o maintain good grooming
and hygiens. The residant is now
closely monitored by the Charge
Nurses to prevent recurrence of the
alleged deficiert practive

All other resident who are not
arovided with necessary care and
service to maintain good grooming
and personat and oraf hyglene are at
risk o be affected by the same
noted alieged deficient practice. The
D8O and RN Supervisor conducted
a random observation during ADL
cares to identify same noted alieged
deficient practice. No similar
fintlings were noted,

|
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F 312 Continued From page 8
cleaning,

On April 22, 2012, at 1:10 g, dluring an
interview, CNA 4 siated he was nervous and that
may have been why he did nof clean the resident

completely.

A review of Resident 8's Admission Records
indicaied she was readimitied to the facility of
October 28, 2014, with diagnoses of clostridium
difficile (bacteris causing diarthea} and dementia
{ioss of menial abifiiss),

According to a Minimum Data Set (MDS), an
assessment and care soreening oo, dated Aprd
114, 2012, incicaled Resident 5's cognilive skills
for daity degision-making were seversly impalred,
Ehe required sxtensive assistance with personal
hygiene and bathing and was assessed with a
functional kmitation in range of mation (ROM} to
her upper and lower extremitiss,

A faciiity policy on Peringal Care, not dated,
indicated the purpose of this procedure s to
provige cleantiness and somfort to the resident, fo
prevent infections and skin Iritation, and to
absearve the resident's skin condition, Wash the
serineal area, wiping from front o back,

Ssparate the labia and wash the ares downward
from front to back,

F 314 | 483.25{z) TREATMENTSVCS TO

s8=£ | PREVENTHEAL PRESSURE SORES

Hased on the comprehensive asgessmaniof a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sofes unless the

! individuel's olinfeal condition demonstrates that

H

F 312 Froficiency and Competency training
for direct care staff to evaiuate staffs
performance in providing necessary
are and services fo each resident to
mairtain good grooming and
persorsal and oral hygiense, The
DON and DSD provided in-service 16
nursiryg staff on §/29/12 on ADL care
ingluding corplete cleaning of the
body and perineal area. The training
will be dohe monthly for the first 3
months then quarterly thereafter.

+ The implementation of the plan of
correction wil be monitored by the
280 and RN Supervisors through
dirsct observation and evaluation of
staff's performance during ADL
cares. The effectiveness of the plan
of correction will be evaluated by the
QA Nurse Consuitant through
random review of the skills
competency checklist vaiidated by
direct ohesrvation during ADLL cares,
Significant findings will be submitted
to the Administrgtor and shali be
forwarded to the OA Commities for
trending analysis, recommendations,
corractive actions and Continuwous
Quality improvement

= The corrective acion was compieted
an 112,

FORM CRS2587(05-99) Previous Yersions Jbsolate Evsat iD: FUSIY

Fauility #): £A816000048 if confinuation sheef Pags D of 34




- DEPARTMENT OF HEALTH AND HUM__ SERVICES

PRINTED: taM1/2012
- FORMAPPROVED
-~ OMB NO, 0838-0381

CENTERS FOR MEDICARE & MEDICA, SERVICESD !
STATEMENT OF DEFICIENCIES (1} FROVIDERAUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {3 DATE SURVEY
AND PLAN OF CORRECTION IBENTIRECATION NUMBER: COMPLETED

A, BUILDING
056308 B. WING 0472212012
NAKIE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, ZIF QODE
1o 21414 §, VERMONT AVENUE
CE
HERITAGE REHABILITATION CENTER TORRANGE, CA 90502
a0 SUMISARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION xe)
FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY Of L3C IDENTIEYINS INFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
DEFICIENTY)
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1) Resident 7 is no longer a resident | §/1/12

they were unavoidable; and a resident having
pressure 30098 recsives necessary treatment and
aervices o promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as sevidenced
by:

Based on chservaiion, terview, and resord
review, the facility's nursing siaff failed fo ensure
three of 24 sempied residents {5, 7, 13), who had
pressurs sores {areas of damaged skin caused
by staying in ons position for foo long) andfor
wers at hiph risk for developing pressurs uoers,

| were tumed svery two hours in accordance with

the residents’ pians of care. This deficient
practios placed the residents af risk for
devejopment of new skin break down andlor
non-healing of existing pressure sores,

Findings:

1. On Apii 21, 2012 at 2230 pm. and 5:30 p.m,,
for a total of three hours, Resident 7 was
observed lying on bis right side.

The clinfcal record for Resident 7 was reviewsed
or April 21, 2012, The Admission Face Shest
indicated the resident was admitied (o the facilily
anJanuary 21, 2012,

A review of the MDS, dated February 2, 2012,
indicated Resident 7 cognitive siafus was
seversly impaired, and the resident was lotally
dependert on staff for activities of daily living and

bed mobllity.

A review of the plan of care addressing Resident

at the faciiity. Upon verbal
notification of the alleged deficient
prastice, Resident 7 was
irmadiataly repositioned on his left
side. The resident was closely
monitored by the charge nurse to
ensure that the resident was
repositionad every 2 hours,

2} Lipon verbal notification of the
aileged deficient practice, resident
13 was immadiately repositioned
and was reassessed by the RN
Supervisor and the freatment nursa.
The skin assessment dosuments the
resident's skin condition acourately.
The resident is closely monitorad by
the RN Supervisors 1o ensure that
the resident is repositioned timely
and the skin assessment is
documertied accurately.

3z and 3b) Upon verbal notification
of the alieged deficient practice,
residerd & was immediately
repositionsd with adequate
fepositoning devices to maintain the
desired position which inciude the
use of reposifioning devices. The
rasident is closely mordtored by the
gensed nurses at least every 2
hours to ensure that the resident is
repasitionad properly with the use of
repositioning devices to maintain the
desirad position,
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‘ « Al other residents who are not
F 314 | Continued From page 11 F3t14)  properly repositioned timely and

7's Stage Il {full thickness skin loss involving
damage o or necrosis {tissue death] of
subcutansous tissue [the third of the three fayers
of skin]) right buHlock pressure sore, dated
February 13, 2012, indicated stalf would
reposition the resident every two hiours. The care
ptan addressing the resident's Stage 1f fefi
huttock pressure sore, dated A 6, 2012,
indicated the staff would reposition the resident
gvary two hours. Ansiher care plan, dated
Fabruary 22, 2012, addressing the resident’s
Stags ¥ cocoyx (lower back) pressure sore,
indicated the facility staff would reposition the
resident every two hours. The gare plan, dated
March 24, 2012, addressing the resident's Stage
1 {intact skin with pemistent redness) i hip
pressure swe, indicated the staff would reposition
the resident every two howrs. These were not
implemented.

On Aprit 22, 2012 &1 2:30 p.m,, during an
inferview, CNA & stated Resident 7 was on
uming schadule every fwo hours,

The undated faciity policy and procedire titled,
"Repositioning,” indicated repositioning is writical
for a resident dependent upon staff for
repositioning.  The policy further Indicated
residents who are in bed sheuld be on an every
two hour tuming program, and for those residents
with a stage 1 or above pressure sore, avery two
hour furning Is ingdsgusts.

2. The ciinicad record disclosed Resident 13 was
re-admitted t the facility on 574731 with
ghagnoses that inciuded pressure sora Stage |
{partial thickness skin loss involving epidermis,
dgermis, or both {top layers of the skin]} and

those not provided devices and
souipment fo maintain desired
positions are at risk to be affected by
the same noted alleged deficient
pracice. The RN Supervisors
conducted ingpaction across af
shifts 1o identify same noted alleged
deficient practice. No simiar
findings were obgerved,

The DSD together with Wound
Consuitant provided training fo direct
caregivers on 4/30/12 on the
Provision of Necessary Treatrent
ard Services 1o residents with
axisting pressure sores and i
residents assessed as at risk o
develop pressure sores to prevent
development of pressure sores and
o pramote healing. Tha training
strongly emphasized Pressure Bore
Prevention with Proper and Timely
Repositioning with the use of
repositioning devices or squipments
and on the correction of the
deficiencies noted here. The
training will be done monthly for the
first .3 months the quarterly
twereafter. The staff's performance
will be periodically evaluated by the
DS,

The iriplementation of the plan of
correction wili be monitored by the
D80 and licenssd nurses through
direct observation of staff
performance and steff ntervdow
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during ADL cares and during their
F 314 | Continued From page 12 F314 Cualdy Circle Rounds. The
hemiplegia (paralysis of one side of the hody). effectiveness of the plan of
correction will be evaluated by tha
A review of Resident 13's Minimum Dafa Set QA Nurse Consultant through
(MDE), en assessment and care screening tool, random review of the Competency
dated 271112 indicated the resident was saversly Checkiist validated by randor: direct
impaired with cognitive skifis {mental ability) for observation and evaluation of staff
daily decision making and was totally dependent performance. Significant findings
on the staff with bed mobility {moving from side to will be submitted to the Administrator
side while in bed), with fransfer {io move from and shall be forwarded to the QA
ons place to ancther), and tollet use. The resident Committee for trending analysis,
was incontinent of biadder and bowel, recommendations, corrective actions
and Contirmious Quality
There was a physician's order, dated 371312, to Improvement,
cleanse Resident 13's left and right butiocks
multiple sciatches with soap and water, pat fo dry « The corrective action was completed-
ard apply b paste twice dafly. on 81112,
A review of the Nursing Progress Noles, dated
3812 at 11 p.m, indiosted Resident 13 was
noied to have right and lsft butfocks muliipie
scratohes and wound freatment wag provided as
vidersd,
A review of the Waekly Summary Nurses
Frogress Nofes, dated 3/20/12, 327112, 4/13A2,
411012, and 4717112 indicated Resident 13 was
assessed having existing multiple soratches on
her left and right buitecks,
A revigw of the Pressure Uiner Record, dated
813712, 3020M2, BTHZ, 411012, 4113112, and
41712 indicated Residant 43 had Stage i
pressure sores on her left and right buttocks.
Ondi20/zai 418 pm, Spm, Som, and 8
p.m., for more than threa hours, Resident 13 was
observed in bed, lying on her right side and was
ot furned.
Everd 1 FUSIA Faeifity #h CAIDIOOD4R K contuation sheef Page 13 of 34
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During an interview with Ceriified Nursing
Assistant (CNA)Y 1 on 4/20/12 2t 830 p.m,, she
stated she was so busy aftending ancther
resident that she forgot to fum Resident 13 every

2 liors.

On 472412 at 12 p.m., during a wound care

-t ghservation with Licensed Vocoational Nursa

{LVN) 1, Resident 13 was observed with a Stags
i1 right buttocks pressurg sore measuring 1.3 cm

| centimeters) in length by 1 om in widih.

Duging aninterview with LWN Z on 42112 2t 2
p.m., she agreed the licensed nurses were doing
an incorrect assessment of Resident 13" skin

sondition.

A review of Resident 13's care plan, dated
3413/12, for Stage H pressure sore on the left and
right budtocks interventions included for the
livensed rurses to reposition the resident st least
gvery 2 hours and to kesp the area clean and dry.

A review of the faciiity's policy and procedure for
Pressure Ulcer Mansgemend dated /7/11
indicated to prevent further skin braakdown, staff
must ensure residents are furned and
repositioned in bed or chair, and siin will be
assessed for the presence of developing
pressure vicers on a weekly basis or more
frequently if indicated,

3a, On Aprii 21, 2012, 8t 805 am,, during a
wound fresiment pheervation, Rasgident 5 was
ohservad with excorigtion (superfiial skin logs)
snd rediness to her bullosks,

On April 21, 2012, st 880 am., 1028 am., 10:40
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F 314

Continped From page 14

am, 1210 pm, 2tbpm, and 418 pm, fora
totai of six howrs and on Aprii 22, 2012, at 6:85
a.m., and 9 am., Resident 5 was observed lying
in bed, on her back, Al times, the resident ' s
upper body was positioned slightly turned to the
rigit or left, however her buttocks and feet were
pressing on the mattress.

On Aprit 22, 2010, at 115 pom., durning 86
Interview, CNA 4 stetad he tumed Resident 8
every two hours but may have 1o use pillows to
make sure she is completsly off of her back,

A review of Hesident 5's Admission Records
indicated she was readmitied fo the facility on
Oetober 28, 2010, with diagnosis of demertia
{loss of mental abilities and pressure ulceron
her hutincks.

According to the MDS assassment, dated April
11, 2812, Resident 3 was tofally depandent on
the facility's stall with & two + person assist for
kead mobility. Another MDS sssessment, dated
January 3, 2012, indicated Resident 5 was
asgessad with Stage 1 and Stage ii pressure
ulcers.

3b, On April 21, 2012, at .05 & m., during the
wound trestment pbservation, LVN 8 uncoverad
Resldent 5's legs and were observed with pillows
under thern however, the resident’s right medial
{insidel heel was observed B be pressing on the
matiress. Upon closer examination of the
resident's right heel, # was observed t¢ have
farge, sijver dofiar size eddened area. When
LVN & compdetad Residont 8% wound treatment,
ghe placed piflows urider the resident's legs;
howaver har right hael remained preasing on the

F 314
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F 314 | Continued From page 15 F3i4
mattress.
On April 22, 2012, &t 815 a.m., during Resident
&'s bed hath, CNA 4 removed the covers from the
rosident's Bgs to clean her leys and fesl. The
resident's legs were observed with plliows under
them but her heels were pressing on the
matirass, Observation of the resident's hesls
showsd radness,
On April 2, 2012, 8t 116 pm., during sn
interview, CNA 4 slated foating hesls while inthe
bed meant the resident’s heels should not touch
the mattress 10 keap pressure off of them.
According to the Braden Scale for Predicting
Pressure Sore Risk, dated Apri! 11, 2012,
Resident § was identified high dsk for developing
Pressure sores,
Physician's Orders, dated November 30, 2011,
indicated to fioat both Resident €'s heels whils in
- . the bed. This was not followed.
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315} = & Upon verbal notification of the 811112
s5=p | RESTORE BLADDER aiteged deficient practice, Resident 5
was asseszed by the RN Supervisor.
Based on the resident’s comprehensive The resident was immediately
assessmant, the facility must ensure that a provided proper indwelling catheter
resident whao enters the facility without an care and monitored for signs of
indwelling catheter Is not catheterized unless the infection. The assigned ficensed
resident's olinical condiion demonstrates that nurse was apprised by the RN '
catheterization was necessary; and a resident Supervisor of the alleged deficient ’
who is incontinent of bladder recelves appropriate practice and was provided ona-on.
freatment and services o prevent utinary fract one raining by the DSD on 427412
infections and {o restore as much normal bladder on the Provisions of Foley Catheter
function as possible. Care properly. The rasident is
clossiy monitorsd by the eatment
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Fa Continued From page 1 FO15 recenves proper Foley catheter care

This REQUIREMENT is not met as evidenced

by

Baged on observation, interview, and record
review, the faclity's staff Talled o provide proper
indwelling urinary catheter {fubs used to deain
urine from the bladder} care for two of 14
sampled residents (Resident 5 and 7), which had

-{ the potential to cause urinary frect infections
infections of the urinary bladder),

|| Findings:

a, Qn Apsit 21, 2012, at 845 a.m., Licensed

| Vocational Nurse (LVN) 6 trealed Resident §'s

woury! bul did not look at or clean her indwalling
cathster.

On April 22, 2012, at 8:16 a.m,, during Resident
8's bad baih, Certified Nursing Assisiant (ONAY 4
cipaned the resident by wiping the top of her
perineg| area {the region of the body helow the
pelvis and betwaen the thighs). CNA 4 did not
ciggant the reskdent's indwelling vrinary cathelsr.

On April 22, 2012, gt 1:10 pm, during an
interview, CNA 4 stated he had not been
instructed o do indweliing unrinary catheter care
for regidents with petheters.

On April 22, 2012, &t 1:28 pam, during an
interview, LVYN 6 siafed it was the freatment
nurses’ responsibiiity to do indwelling winary
catheter care, which included checking for skin
redness, excoration (superficial skin loss),
wetness, leakaye, odor, sedimernts and oolor of
uring. She stated & was har responsibiily 1o clean
the indweliing urinary catheter. LYN 8
acknpwledged she had not done indwelling

daity,

b} Resident 7 is no longer a resident
at the facility. Upon verbal
naotification of the afleged deficient
practice. resident 7 was assessad by
the RN Supervisor. The resident
was immediately provided proper
indweliing catheter care and clossly
monicred for any signs of infaction,
The assigned licensed nurse was
apprised by the RN Suparvisor of
ihe alleged deficient practice ang
was provided ong-on-one tralning by
the DON on 4/23/12 on the
Provisions of Foley Catheter Care
and Perineal Care. The resident is
closely monitored by the treatment
nurses i ensure that the residers
receives proper Foley catheder care
daily.

= Al other residents who are not
provided proper Foley catheter care
are at risk to be affected by the
same noted alleged deficient
practive. The RN Supervisors and
the treatment nurses visited ali
residents with Foley catheters to
identify sarme alleged deficient
practice. No simiiar findings were
aoted,

» The facility has a Utinary Catheter
Managemant Systems. This system
grovides clear guidelines on how to

f confinuation sheet Page 17 of 34;
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' perion proper Foley catheter care,
F 315 | Continuad From page 17 F318]  AFoley catheter care procedurs is in

urinaty catheter carg with Resident &,

A raview of Resident 5's Admission Recoeds
indicated she was readmitisd to the fadility on
Oclober 28, 20140, with diagnoses inciuding
elostridium difficile (a beclerium that causes
diarrhea) and demantia (Joss of menial abilitiss).

According to the Minimum Data 8et (MOS), an
assassmaent and care scresning tocl, dated April
11, 2612, Resident &s cognitive skills {meantal
ability) for daily decision-making were ssverely
impaired, Shawas iniaily dependenion tha

i nursirg staff for personal hygiene and bathing

fnd was assessed with functionst imitation in
range of motion (ROM) to her upper extremiiies,
was incontinent of bowel funclions and had an
indweliing urinary cathetsr.

Physictan's Orders, dated Oclober 29, 2010,
indicated to do indwslling catheter care to
Resident ' indwelling urinary catheter daily. This
was not followead.

b, On Apri 21, 2012 at 825 am, CNA S was
abserved wipitg Resident 7's indwelling catheter
with 2 wash cloth using an upward (loward the
resident) and downward (away from the resident)
motion,

During an interview, on Aprit 21, 2012 at 145
p.m., ONA B stated he does indwelling urinary
catheter care by wiping the catheder using
downward motion, When asked alwut the
obeerved procedure, wining the catheter using
upward and downward motion, CNA 5 stated he

was folding the washcloth,

:

;

Pace and is baing implomernted,
Training on the established system
was provided to reinforce the P&P
by the DON and DSD to licensed
nurses on 57287112 and will continue
manthly for the first 3 months then
quarternly thereaiter,

The implementation of the plan of
correction wili he monitored by the
BN Supervisors and DSD thiough
diract cbeervation during Foley
cathater care across all shifts. The
gffectiveness of the plan of
carrection will be evaluated by the
(A Nurse Consultant during her
scheduled facility visits through
random dirgct sbservation and
evaluation of staff's performance
when randering Foley catheter care,
Significant findings wilt be subritted
to the Administralor and shatt be
forwarded (o the QA Commities for
trending analysis, recommendations,
corractive aolions and Condinuous
Quality Improvement.

The correntive action was completed
on 873112,
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F 315 | Continued From page 18 F3th
Tha cliniesf record for Resident 7 was reviewed '
on April 21, 2012, The Admission Face Sheet
indicated the resident was admitted to the facility
onJenuary 21, 2012, with a diagnosis of urinary F318 | » Upon verbal notification of the 6/1/12

F 318
‘88=D

fract infection,

A review of g physician’s order dated January 21,
2012, Indicated for the resident to recgive
indwelling urinary catheter care daily.

On Aprd 22, 2012 &t 148 p.m,, the director of
nirsing {(DON) stated indwelling urinary catheter
care is o be done by ficenssd nursing steff.

AB3 26002 INCREASE/PREVENT DECREASE
IN RANGE GF MOTION

Based on the somprehensive sssesament of 8
resident, the facility must ensure that a reskisnt
with 2 limited range of motion receives
approprizte treatment amd services to increase
range of motion andlor to pravent further
dacrense in range of motion.

This REQUIREMENT is not met as evidenced
by:

Hased on obssrvation, inderview, and record
raview, the faciiity's nursing staff falied to ensure
one of 24 resitdenis {19} joints were completely
ranged or moved to s foll potential during range
of motion (ROM) exercises, placing the resident
al risk for development of condraciures.

Findings:

Cn April 22, 2012, at 845 a.m,, Resident 18 was
cbserved in her room sitting in a wheelchair,

H

alleged deficient practice, resident

19 was visited by the Physica
Therapist and {he involvad RNA,

The Physical Therapist apprised the
RNA of the alleged deficient practice
and the Physica) Therapist provided

all RNAs with training on 4728112 on
how te conduct zomplete and proper
range of motion exercises to the
resident. The resident is closely
manitored o ensurs that the resident
is provided with the proper range of
metion exercisas to prevent

functionat decline of range of motion. .

Ail gther regidents who do not
raceive proper and adequate range
of motion exercises are at risk to be
affected by the same noted alleged
deficient praciice. The DSD arl
some of the rehabilitation personne!
canducted direct chservation of
RNA's performance in rendering
rarge of motion exerpises to
regitdents to identify same alleged
deficient practice. No similar
findings wers noted.

The Director of Rehab Services
provided in-service on 4/26/12 to all
RNAs on appropriate enviranment
for residents with limited ROM for
affective ROM exercises. The
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F 318 Cortinued From page 18

Restorative Nursing Assistant (RNA) 1 attemplad
to provide ROM exercises to the resident’s lower
axfremities while the resident was sitfing in her
wheelchair, RNA 1 wag not able 1o slrolch the
residents left and right hip joints while doing
abduction {away from the body} strefches
because the armrest of the whaelichair would not
allow full range of modion. n addition, the
wheeichair's wheel would not lock and #he
whesaichalr would rolf every fime RNA 1 aliampted
to abdict the resident's lower extreniities.

On April €2, 2012, at 1,57 pm., duding an
interview, RNA 1 acknowledged ROM exercises
are best done when the resident i3 in bad
becauss she can then fully strefch tha joints of
the lowsr sxirornities. She stated she fried o lock
Resident 19's wheslchair but it would not lock,

Areview of Residen 18's Admission Records
indicated she was readmifled o the facility on
November 28, 2008, with & dingnosis of altered

mental status.

Physician's Orders, daled November 28, 2011,
indicated Resident 18 was o receive aclive
assisted ROM exercises {the residant performs
the exerciss but requires some help) fo both of
her lower extremitios seven days @ week, daily,
as folerated,

F 323 | 483.25(h) FREE OF ACCIDENT

$8§=k | HAZARDSISUPERVISION/DEVIGES

The facility must ensure that the resident
gnviconment remains as free of accident hazards
a3 is possible, and each resident receives
adequata supervision and assistance devices {o
prevent accidents.

faciiity's Reslorative Nursing

F 348 Management System was reviewad
and hecessary revisions were made
with regard to Provision of Range of
Maotion exercises fo the rasidents
aecurately. The Physicat and
Occupational therapists will provide
fraining to nussing personnel oa
Range of Motion exarciges with

. strong emphases on the corredtion
of the deficiency noted here. The
training will be done monthiy for the
first 3 months then quarterly
thereafter. A Skills Proficiency and
Competancy Evaluation will be done
at least guarterly.

+ The implementation of the plan of
comection wilt be monitored by the
D8O through randorm dirent
observation and evaluation of the
staff's parformance when rendering
ROM exercises {0 residents. The
effectiveness of the plan of
correction wilt be evaluated by the
QA Nurse Consultant by reviewing
the Skills Competency Evaiuation
validated by random direcs
observation of staff's performance
during her scheduled facllity visits.
Sigrificant findinge will ba submitted
to the Administrator and shall be
forwarded o the QA Commitiee for
trending analysis, recommendations,
corrective actions and Continuous
Chuglily Improvement,

» The corrective aclion was compieted
on 8112,
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a} Upan verbai notification of the 81412

| aspiretion foreign materials jusually food, lquids,

This REQLAREMENT is not mat as evidenced

Based on observation, interview, and record
review, e facility's nursing staff failed to ensure
the safety of four of 24 sampiled residents (4, 8,
and 11).

Residant 4, whip had dysphagia (difficully
swallowing), was fed in his bed despile s
physiciar's order to feed the resident with alf
thrae meals in the dining room for safety. This
deficient practice had the potential fo cause

vomit, or fiuids from the mouth] are bresthed inic
the lungs}.

Residant 5, who had the habit of rubbing and
soratohing her face, nose, and eyes, had
fingemails that were not maintained at a safe
iength, This definlent practice hed the potential in
sause skin tears and potential eve iniury.

Resident 11, when he held onlo a rolling
television cart, caused him to fall against the side
fails of tha bad sustaining & Jaceration to his right
forganm.

The facilily falled lo secure ielevisions placed on
top of the {able, Some tables wobbled when
touched andfor were on roliers, The facility faiied
to ensure items on top of the sheives (affixed to
the walls) were secured. This practics had the

potential for the television and ltems fo f3¥ and hit
the residents causing injuries.

5
H

aileged deficient practics, resident
8's fingernails were trimmed ang
fied.. The resident's behavior habit
of pulling and twisting her hair,
scratching her face, nose and eyes
area was assessed by the RN
Superviser, A plan of care was
developed and is implemented o
prevant and reduce the risk for
injury. The resident is closely
manitored

bi Upon verbal nofification of the
allsgent deficient practice, the
otgerved miscellaneous tems on
the shelves in room 17 and 20 were
properly secured by the Fhysical
Ervironment Supervisor, The
observed television an top of
lable/carts in rooms 8, 10, 12, 14,
18, 18 and 68 are now properly
secured. The wheals of the carts
are provided with focks {0 prevent
from wabbling when touched.

¢) Rssident 4 is no longer a resident
at the facility. Upon verhal
notification of the aileged deficient
praciice, resident 4 was immediately
assessed by the RN Supervisor,

The resident was being fed sitting up
iry & chair during all meals, The
resident was assisied and closely
manitared for signs and symploms
of sspirafion during meals,

*ORM CRIS-2567{52-89) Privious Yersions Obsclete
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# 323 | Continued From page 21

Findings:

a OnApril 21, 2012, a1 805 am., 730 am, 8§40
am., 08 am, 1028 am., t40 a.m., and 2:158
p.n. and on Aprid 22, 2012, at €55 a.m., and $:15
a.m,, Resident § was observed using her el
hand to pull and twist her hair, scratch her face,
nose, and eye area, Red lines could be szen in
the ¢reases of the resident’s nose. The resident's
fingemails wers observed to be long for the
resident with this kind of behavior,

On April 22, 2012, at 125 p.m,, during an
intervisw, Licensed Vocational Nurse {(LVR) 8
stated it was Resident 5's habit of fidgeting,
pulling her hair snd rubbing her face with her left
hand. LN & sialed she had not thought about
the resident's fingernalls possibly eausing injury
o her skin or eyes.

A review of Resident &§'s Admission Recards
indicated she was readmitied to the fagility on
October 29, 2019, with @ diagnosis of dementis
{kess of mental abiiities).

According to the Minimum Data Sat {MDS}, an
assessmert and care scresring tool, dated Apel
11, 2612, indigated Resident 5's cognitive skills
{rental capability} for daily decision-making were
severely impaived and she reqiired exiensive
assistance for personsl hygiens,

b, On April 20, 2012, &t 4:30 pm,, during the
initial tour of the Fagility, in Rooms 17 and 20, the
shelves attached to the walls ohserved fo have
multipie miscelianeous items inciuding a water

|

filled vase and a taps player on fop and were not

E 333 g} Upon verbal notification of the
alinged delicient praclice, the
observe TV sat that was placed an
top of the TV cart for resident 11
was immediately securad and the
wheels of the TV cant was ocked,
The faciiity staff was instructed to
always lock the wheels of the TV
cart to keep it steady 1o pravent
andfor decrease risk of acoident or
niury, There is a written care pian
i resident's propansity for ascidents
that includes by not Emited to the
risk factors or possible cause
factors, how the resident is being
monitored to reduce risks for
accidents and pravent injury.

= Al other residernis whose
environment & not free of accident,
hazards and those residents who do
net raceive adedguate supervision
and agsistive devices to prevent
acridents are at risk to be affected
by the same noled alleged deficient
practice. The Adminisirator and
PES sonducted environmental
rounds to identify same alleged
deficient prastice. No similar
findings wers observed.

The facility reviewed the existing
Accidgent Prevention Program, The
acsidlent provention program now
provides speciic and clear
guidelines in reduging risks and
praventing accidents. Training on

QR CRAS-2BE7402.99) Previous Viarsiona Dtolele Evert #x FUSHE
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(%4

| tables/earts. ’

seturad,

in Rooms 9, 10, 12, 14, 15, 18, 18, and 85,
televisions were observed placed on {op of
isbiefcarts thatl either wobbilsd when touched
andfor had wheels and rolled during contact,
Televisions were not securad on top of the

On Aprll 20, 2012, 22 5:16 p.m., during an
intBrview, LVN 3 stated she would notify the
respensible depariment.

c. On April 20, 21, end 22, 2012, Resident 4 wiis
observed In his room during breakfast, lunch and
dinnar. He was observed not leaving his room.

On April 24, 2012, 81 7:15 am. and 12:36 p.m,,
Resident 4 was observed sitting in his bed being
fed by a certified nursing assistant {CNA).

Cin April 24,2012, 2t 12:48 p.m., during an
interview, Regislered Nurse (RN} Superdsor 1
stated Resident 4's white blogd count was low
and as a precaution, staff entering his room were
directed 1o wear mask, gown, and gloves for his
protection against infection and that was the
feasan why he had not ieft his room, '

On April 22, 2012, st 2:26 p.m., during an
interviaw, the director of nursing (DON stated
she was not aware of any reason why the
resittent was not being faken to the dining rcom
i eat meals but stated it was possibly due to his
risk for infection.

A review of Basident 4's Adnission Records
indicated he was admitted to the facility on April

staff by the DSD and PES monthiy
for the first 3 months then quaniery
hareafter. The IDT will continue to
review all incident reports during
thelr stand up meeting to address all
resitdents with incidents.

+ The implementation of e plan of
carrection will be monitored by the
Department Supervisors through
direct observation o inspaction of
the resident's enwironment during
their daily Quality Circle Rounds io
gnsure immeadiate corrective actions.
The effectiveness of the plan of
correction will be evaluated by the
QA Nurse Consultant through
random environmentat tour during
her scheduled facility visits,
Signifivant findings will be submitted
o the Administrator and shall be
forwarded to the QA Commitize for
frending analysis, recommendations,
corresiive actions and Continuous
Tuaifly improvemsnt

on 8112,

:

+ The cormctive action was completed

REm
e £AGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD B :
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F 323 | Continued From page 22 E 394 the newly revised Accident
#ag Pravention wili be provided to faciiity
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18,2012, with diagnoses including
myeloproiferafive syndrome (a group of diseages
of the buna marrow), fate effect of stroke with
right sided hemiplegia (paralysis on one side of
the body) and dysphagia (difficulty swaliowing).

Fhysiciar's orders for Resident 4, dated Apedl 11,
2012, indlicated the foliowing:

Feed gli meals in the main dining room.

No sating in bed Ry safefy,

o. On 4721412 at 9 am., Resident 11 was
obsarved silting on his wheeichalr in hig room

.t watehing television {TV), The TV set was plzced

on top of tha TV cart that had rofling wheels. The
TV carl was unlocked and was moving when
pushad. Resident 11 was chserved to have a
dressing on the right forssgm,

A review of the admission record indicated
Resident 11 was admitled to the facllity on 2/8/12
with dizgnoses that included general muscle
weakness.

The Admission Minimum Data Set 4D8), an
assessment and care screening tool, dated
2A6/12, indicated Resident 11 was assessed with
moderately impaired cognitive skilis {mental
ability) for daity dacision making, hed short and
long terar memory problems, and required limited
assigtence with one person physical assistance
with bed maobiiify, ransferring, toflet use, personal
hygiens, sngd bathing.

Revigw of the investigative report on the tncident
reveaind that on 471512 at 4:30 a.m., Resident
11 was trving to get up from bed and wanting
go to the bathroom without assistance, The

F 323
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F 323 | Conlinued From pags 24

resident took off his tab alaem in bod, got out of
bed, hald o the TV cart with rollers and cgused
to move him against the side rails where he

sustained g sikin laceration on his right foreanm.

Further review of Resident 11'¢ clinics! chart
revealed the facifity falled to develop a care plan
gfter the incident addressing the causs of the
injury, monitoring of the resident, keeping the TV
get secured ardl TV oart stabis for resident's
usEge,

During an interview with the director of nirsing on
Af21712 at 2 pm,, she gtated she wiil make the
TV cart safe and stable foruse by the resident
without causing an injury.

483,35(c; MENUS MEET RES NEEDS/PREP IN
ADVANGEFCLLOWED

F 353
SSwE
Menus must meet the nutritivne! needs of
residents in acoordance with the recammended
dietary allowances of the Food and Nutrition
Board of the Nalions! Research Gouncll, Nationsi
Acadsrmy of Sciences; be prepared in advance;
andd be followed.

This REQUIREMENT is not met as evidenced

by

Based on observation, Interview, and record
review, the dietary staff falied to follow the
desigried dietary spread sheet menu while
preparing the residents’ food frora the kitchen
steam tabie. The non-compliarce has the

potential for residents not fo teceive food in the
correct amotnt or parfion sizes to maintsin their

normal body weight. '

F 323

+ Upon verbal notifivation of the B2
alieged deficient practice, the Food
Service Supervisor and the involvad
Covk was apprised of the alleged
deficient practice. The Food Service
Supervisor provided training o all
dietary cooks on 4124712 on Food
Preparation with strong emphasis on
strictly following the dietary spread
sheet menu and on the corsstions
of the deficiency noted here.

F363

+ Aliother residents who ars not
providad with the right amount or
nght partion sizes of fond are at risk
to be affocted by the same noted
alisged deficient practice. The F&&
conducted & tray line observation on
$1112 to identify same alleged
deficient practice. No gimilar
findings were observed,

¥ continuation sheet Page 25 of 34
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) + The Dietary Consuitant wili provide
F 363 | Continued From page 25 F 383 training to ali Dietary Cooks on Food
Findings: Preparation with sirong emphasis on
following sirictly the assigned dietary
On 42212 at 12 p.m., during the iray lins spread sheet meny when preparing
observation, Cook 1 wat askei! how she the residents” foods and on the
prepares the regular serving and largs servings of correction of the deficiency noted
tha pot roast besf, Cook 1 stated for the noon here. The training will be done
meal, she serves 2 slices for a regular serving monthly R the next 2 months then
and 3 slices for a large serving. When asked to quarierly thereafter, The Fonpd
weigh regular slices and large sices of the pot Service Supervisor will conduct tray |
roast beef, tha following weight resuils were fine observations daily to ensure
obtainad: immediate cotrective actions for any
) idantfied deficient practice with
Regular cut skiced of pot roast beet: regard to food preparation,
1. 4.1 ounces (ez) The implesnentation of the plan of
2. 3.7 0z cotrection is monitored by the FSS
3. 430z through ray line chservations
) weekly, The effectiveness of the
Large cut sficed of pot roast beef, plan of carrection will be evaluated
by the Registered Dietitien during
1620z her scheduied weekiy visits to the
2.540z faciity through direct tray line
37202 sbservation and interview with the
) . distary cooks. Significant findings
Actording {o the facilitys wee_xiy lunch mazal‘ wil hgsubm?ﬁed ?o the &dmin%stgrator
Smd sheet, dated 4722712, indicsted tha dfet;’:'il’y and shail be forwarded to the QA
staff should be serving 8 OZ for a reguiar porticn Committee for trending analysis
and 4 3 oz for a large portion, recommendations, corrective actions
During an interview with a distary supsrvisor on ?;ﬁggg:;iﬁus Cualty
4122112 at 12:40 pam., she agreed the distary ’
staft should follow the comregt weight per senving . .
hased on the dietary spread sheets, Z':%;;‘i;rf"h"’e action was completed
F 425 | 483.60{a}.(b) PHARMACEUTICAL 8V - A
g8 | ACCURATE PROCEDURES, RPH

"The faciiity must provide routine and emergency

drugis and biclogicals to its resikients, or obtain |

CHiks CMS.255702-09) Pravious Vargions Dbiokis

Fvent Hx Flalit

Faoility 13 CASTOHNGES
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them under an agreament described in
§483.78(h) of this part. The facility may penmnit
unlicensed personnel to administer drugs ¥ Stale
faw permits, but only under the general
supervision of & licensed nurse.

A facility must provide pharmageutical sorvices
fincluding procedures that assure the acourate
acquiring, receiving, dispsnsing, and
adrministering of &l drugs and blologicals) to mest
the needs of sach resident.

The facility must employ or oblain the services of
& licensed phammacist who provides consultation
on oll aspecis of the provision of pharmacy

| services in the fagility.

This REQUIREMENT {5 not met as evidenced
by:

Hased on Observalion, hterview, and record
raview, the faciiity's aursing staff failed to
admirdster medication as prescribed by the
physician and acoording o the facility’s pulicy and
pracedure for twa of 24 sampled residents {3,
16). Resident 5 received plaln multiple vitamins
when multiple vitamins with minerals shauld have
hasn administered. Resident 16 was
administered sye drops thaf were nolin
accordance with the facility's policy and
procedure. This deficient practice placed
residents at risk for decrease in the effect of the
medication administered and potr management
of health conditions.

i Findings:

781D SUMMARY BTATEMENT OF DERICITNCIES T PROVIGER'S PLAN OF CORRESTION )
PREFEX {EACH BEFICIENCY MUST B8 FRECEDED BY FiiL, PREFIX EACH CORRELTIVE ACTION BHOULD BE CERPLETION
TAG REGULATORY OR LEC IDENTIFANG INFORMATION; TAG CROSS-REFERENCED T THE APPROPRIATE BATE
BEFLHENGY)
F 428 | Continued From page 26 gaosl * @ Upon verbal notification of the Brif2
allsged doficient practice, resident

18 was immediately assessed by the
RN Supsrvisar for any possible
adverse effects such as rgk for
decreased effect of the medication
administered. The invoived LYN
was apprised by the DON of the
alieged deficient practice. . The DON
provided one-on-ong fraining fo the
involved LVN on proper
administration of eye drops on
4122112, The resident is now closely
moniored.

b} Upon verbal notification of the
afleged deficient practice, resident &
was immedisiely assessgd by the
20N, The involved LVN was
apprised of the alisged deficient
practica and was provided one-on-
ane training by the DON on the
propar and aceurate adrministration
of medication. The resident is now
closely monitored.

» All other residents whose mediations
are not administered correctly and
accurately are at risk to be affected
by the same noted alleged deficiant
practice. The DON, DSD and
Pharmacy Cons conducted random
medication pass ebservations on
4i27H2 o identify same alieged
deficient practice. No similar
findings were cbsarverd.

« The DON, DD, RN Supervisors will
conduct anannounced medication

ORM CMS 280206} Pravious YVershons Obsciste

Event IDFUBILE
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. F 425 Continued From page 27

a. During the 5 a.m. medication pass on April 22,
2012, Licensed Vocationa! Nurse (LVN) 2 instilled
two drops (one after another) of arlificial sars into
Resident 18's right eye then proceeded to instili
two drops into the resident's ieft eye,

Buring an interview with LVN 2, on Aprit 22, 2012
at 10:30 a.m., he said he was nervous during the

madigation pass.

The clinical record for Resident 16 revealed a
physiciars order, dated Aprit 1, 2012, for artificial
tears two drops sach eye four dmes daily,

Tha facility policy and procedure fitled
“Administration of eye drops" without a date,
indicated to wail three % five minufes betwsen
each drop and each drug, which was not foliowed
during the instillation of the eye drops, This was
not foliowexd,

b On April 22, 3012, at 645 am,, LVN 7 was
gheerved administering medication to Resident 5.
LVN 7 administersd gl presoribed medications,
including a multiple vitamin, Following the
observation, all medications administered o
Resident § were reconciied against the
physician's orders.

Physician's Orders, dated Novermber 1, 2010,

indicated to give Resident 5§ a rmulfiple vitamin
with minerals, The resident was given a multiple

vitarsin without minerals,
F 441 [ 483,65 INFECTION CONTROL, PREVENT
58=5 i BPREAD, LINENS

The facility riust establish and mainiain an

oHD i SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORKRECTION 18]
PREFIX {EAGH DEFICIENSY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BB &
TAG SEGUHATORY OR LS80 DENTIFYING INFORMATION A6 OROSS-HEEESENCED TO THE APPROBRIATE BaIg
DEFICIENCY)
F425]  Pass observation across all shifts fo

evaluate staff's performance in
rmgdication adminisiration. An in-
service was provided by the
Pharmacy Consultant on 4728412 to
alt licensed staff on the Proper
Administration of Eye Drops and
Frescribed Medications including
mufte-vitaming, In addition, the
FPharmacy Nurse Consuftant will
provide fraining 10 icensed nurses
on Medication Administration Policy
and Procedure with strong emphasis
an the correction of the deficiencies
noted here, The fraining will be
dane monthly for the frst 3 months
then quarferly thereafier,

The implementation of the plan of
correction witt be monitored by the
DON and DSD through random
giract abservation, staff interviews
and record review during medication
passes on a monthiy basis, The
effectiveness of the plan of
correction wilf be evaluated by the
(3A Nurse Consultant through
random mediation pass ohservation
during schaeduled monthly facility
visits. Significant findings will be
submitted to the Administrator and
shail be forwarded 1o the QA
Commitiee for trending analysis,
recomeendations, torrective actiong
and Continuous Quality
impravement.

The corrective action was completed
on &1,

FORM CMS-2567(00-06; Previous Vergions Obstialy Evant D FUoM1
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Infeation Conirol Program designad fo provide =
safe, sanitary 2nd comforiable savitonment and

of diseass and infection,

{&)} Infection Gonirpl Program

The aciity must establizh an infection Conirel
Program under which it ~

(1) investigates, controls, and prevents infections
in the fachiity;

{23 Decldes what pracedures, such 8% isolation,
shouid be applied to an individual resident and
{3) Maintains a record of incidents and comrective
actions related to infections.

{b} Preventing Spresad of infaction

(1) When the infaction Control Program
determings thal a resident necds isglation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facifity must prohibit employess with
communicable disease or infectad skin kesions
from direct contact with residents or their food, if
direct contast will fransmit the disease,

{3) The facilify must require staff to wash their
handls after esech direct resident contact for which
hantd washing is indicated by accepled
profassional practice.

{c} Linens
Personne! must kandle, siors, process and
transport inods 80 as o mevert the spread of

infaction,

This REQLEREMENT is not mgt as evidenced
by

o help prevent the development and Fanemissioni |

(X4} 10 SUMMARY STATEMENT OF DEMCIENCIES s | PROVIDER'S PLAN UF CORREUTION o5
PREFIX {EAGH NEFICIERGY MUST BE PRECEDED BY FULL PREFEE . {FADH CORREQTIVIE ACTION SHOULD BB :
TAG REGULATORY OR LG IDENTIFYING INFORMATION TAG CROSS-REFERENGED 70O THE APPROPRISTE AR
DEMTIENCY)
F 441 1 Continusd From page an ;444 L f’l) U;‘.}Qn verhal .notiﬁcagiﬂﬁ of the 671712
- alleged deficient practice, the

involved CNA who provided the care
to rasident 8 was apprised by the
DD of the alleged noted deficient
practice. The invalved CNA was
provided 1-0n-1 training by the DBD
o 412312 on infection Conirol
Procedures with strong emphasis on
the alleged deficient practice and on
;he carrection of the deficiency noted
Bre,

&y Upon verbal notification of the
alleged deficient practica, the noted
uniabeled urinal in bathroom 38 was
immediately disposed of,

¢} Upen verbal notification of the
alteged deficient praciics, the
invoived CNA was apprised by the
DS0 of the alleged deficient
practice, The invelved CNA was
provided 1-on-1 training by the DSD
on 423112 on bfection Control
Procadures with sizong emphasie on
rand washing and on the correction
of the deficiency noted here.

d} Upon verbal notification of the
alieged deficient practics, the

inveived CNA was apprised by the
IS0 of the slisged deficient

practice. The invaelved CNA was .
providad 1-on-1 iraining by the DSD
on 423112 on Infection Conlrol
Procedures with strong emphasis on

SRS TNES-2E87102-86) Pravious Verskans Ohsolets Event i{nFUoH1
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F 441 Continued From page 29

Based on observation, interview, and record
raview, the facility's nursing staff failed to wear
personal protective equipment (PPE) while giving
direct care to one of 24 sampled residenis
{Resident 8), who was on isolation precautions,
ard washed hands; they fafled o ensure
resident's urinais was Iabeled; they alled to wash
their hands after handling soiled inen with bare
hands and before picking up clean finen from the
clean finen carl, These deficient practives had
the potential 1o spread infection to other residents
in the facility,

Findings:

a, On April 21, 2012 2 10:25 a.m,, Certified
hursing Assistant (CNA) 7 was observed nside
the room of Resident 8, who was on isolation,
and was moving objects on the overbed fable
without wearing PPE, such as a gown and gloves.
ONA 7 then exited the room fo rebiieve a straw
from the hydration cart then went to the resident's
bedside and assisted the rasident to drink from a

cup.

During an interview on April 21, 2012 at 10:30
a.mn., CNA 7 stated she forgot to wear PPE when
she went Inside Resident 8's room. 3he also
stated she did not sae the isolation cart oulside
the room because the hydration cart was
obstructing her viow.

The ciiniced record for Raskden! 8 was reviewed
on April 21, 2012, The Admission Face Sheet
indicated the residant was admitiad {6 the faciilty
on April 1, 2012,

A review of the physician's order, dated April 10,

of the deficiency noted here.

&) Upon verbal notification of the
alipged deficient practics, the
invaleed CNA was apprised by the
DS of the alleged deficient
practice. The involved ONA was
provided 1-on-1 training by the DSD
on 4723712 on Infection Control
Procedures with sirong emphasis on
hand washing and on the correction
of the deficiancy noted here.

- All residents are af risk o be

affected by the same noted alleger
deficient practice. The Department
Supervisors will cbserve the direct
caregivers performance during ADL
cares %o kentify same alloged
deficient practice during their Cuatity
Circle Rounds to ensurs that the
ateged deficient practice does not
rechr,

The Department Supervisors
including ficensed nurses will
ocongtantly remind ail direct care
givers 10 observe good Infection
Control Practices by following the
established policies and procadures
when garing for residents on
Isclation which include but not
lirmitexi to wearing PPE and to
prevent spread of infection by
handwashing in between residents’
care and labeling of bedpans and

FORM CMS-2587(02-95) Privious Varsions Obsolsle Evend W FUSHE
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F 441 Continued From pags 30 £ 441 urinals. The Infection Control Nurse

2(1Z, indicated Resident 8§ was placed on shict
isclafion for Clostridium diffcile ([C-giff] bactera
causing symptoms that range from watary
tiarrhea ko life-trreatening colitis [swelling of the
large infestines]),

A review of Resident 8's care plan addressing
C-diff, dated April 10, 2012, indicated the facilly's
staff would inpiement isolation precautions whils
cariryg for {he resident.

On Apri 22, 2012 2t 1:20 p.m,, during an
interview, the director of nursing (DON) stated
PPE ought to be worn by staff giving direct cars
as long as the resident is symptomatic, that s
havirg diarhea and was recelving antibiotics.

Crr Apni 22, 2012 at 1:30 p.m., durdng an
interview, CNA 8, who was assigned to the
resident, stated the resident hasg diarrhes episode

daily.

A raview of the physician's order, dated April 10,
2012, indicated the resident was to reneive
antibiotics vancomydin and Flagy! for the C.diff
for a total of 14 days.

The undated facility poiicy and procedure tled
“infection Control™ gloves and a gown shouid be

wars: when giving direct care or having contact
with the resident’s environment,

b, Qn Aprii 20, 2012 at 430 p.an., during the
fasliity’s room-t-room initial tour, an uniabeled
urinal was observerd in the bathroom of Room 38,
There were two male rasidents fiving in the room.

On April 20 2012, at 5:16 p.m., during en

i

Consultant with DSD held a training
1o facility staff on 5/1/12 on the
infection Condrol Program with
strong emphasis on Pravention,
Control and Spread of Infections and
on the correction of the deficiencies

. hoted here 1o prevent recurrence,

The training will be done monthly for
the first 3 months then quarterly
thereatter,

The implementation of the plan of
cofrection will be monitored by the
DON and RN Supervisors through
direct obsarvation of slaff's
performance during their Quality
Circle Rounds. The efloctivenass of
the plan of correction will be
evaluated by the GA Nurse
Consuitant through rarciom direct
observation of staff's performanca
ad randor inspection of resident's
parsonat ilems during scheduled
facility visits. Significant findings wilt
he submitted 6 the Administrator
and shall be forwarded o the QA
Committee for frending analysis,
recommendations, corrective actions
and Continuous Quality
Impravement.

The corrective action was completed
an Br1M 2,
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F 441

Continued From page 31

interview, Registarsd Nurse (RN} § observed fhe
wrinal and stated normally winals were labsled
with the roor and bed information,

The undated facility policy and procedure fided
*Disinfection of Badpans and Udnals,” indicated
gisposable urinals are for single resident use
only, and to mark with the resident's name and
discard upor; dischargs.

¢, On 420712 at §:45 p.m., CNA 1 was observed
holding 2 soiled wet towsl with het bare hands.
CNA 1 piaced the solled wet fowel inside a solled
bin container that was parked near Room 20,

CMNA 1 then proceeded to pick up towels and bed
sheets from a clear nen carf parked next o
Room 17 without washing her hands, CNA 1
placed the clean towels and bed sheel on iop of
Room 17 A's bed,

During an interview with CNA 1 on 4/20/12 &t
5:55 p.m., she stated she was busy aad forgot ©
wash her hands afler holding the soiled linen.

d. On 4721/12 & 9:50 a.m., CNA 2 was observed
coming out from Room 31 holding a bag of soiled
linen with his bare hands, TNA 2 piaced the bag
of sofled tnen in the chute. CNA 2 went back to
Room 31 and picked up & clean sheet on top of
an overhed fable and prepared Room 31 A's bed
without washing his hands.

During an interdew with CNA 2 on 4721412 at 10
#.7., he gtated he was busy and forgot fo wash
his rands affer holding the solied finen.

8. On 4722112 a1 9:30 a.m., CNA 3 was cbserved
goming out from Room 24 B holding a bag of

F 444
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solied iinen with her bare hands. CNA 2 placed
the bag of soiled linen inside g sofied linen cart,
CHA 3 went back to Room 24 B and fouched the
rasident, who was seating in her wheelehalr,
without washing her hands. ONA 3 pushed the
wheelehair and took the resident to the aotivity
rooem, _
During an inferview with CNA 3 on 4/22/12 at 10
a.m,, she stated she was in a hurry and forgot to
wash her hands after holding the soiled linen,
According fo the faciiity's undated policy and
procedurs titfled "Hand Washing®, the siaff should
wash their hands with water and soap afler each
direct resident contast and after handling solled
nens. « Upon verbal notification of the 811112
F 802 4837501131 ADMINISTRATION Fgoz| alleged deficient practice. resident 5
8B=D wag assessad by the RN Supervisor,
The facility must provide or obtain laborstery The resident's attending physicien
services to meel the needs of its residents, The was notified accordingly. The
facility is respongible for the quality and $meliness resident is closely monitored by the
of the gervices. RN Supervisor io ensure that all

This REQUIREMENT s not met as gvidenced
by:

Based on interview and record review, the facifly
nursing staff failed o obtain iahoratory et as
crdered by a physician for ong of 24 sampled
residents (8], placing the resident at risk for delay
in diagnosis and treatment,

Findings:

A review of Resident 5's Admission Records
indicatad she was readmitted o the facilily on
Dciober 29, 2010, with diagnoses ingluding

ordered laboratory tests are done as
ordered,

Al other residents whose laborsiory
tests are not done as ordered are at
risk 10 be affected by the same
noted alleged deficient practica, The
MRD and her ward clerks conducted
a qualitative iaboratory audit to
entify same allsged deficient
practice, No simifar findings were
noted.
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pressure uloers {areas of damagad skin caussd
hy staying in one position for foo bngl.

Physician’s Orders, dated March 13, 2012,
indicated io draw lab for pre-afburnin {a test fo
determine protein deficiency),

A review of Resident B's iahoratory test rasulis
indicated no pre-albumin were complated on
March 13, 2012, as brdered,

On April 22, 2012, at 2:16 p.an,, during an
interview, Registered Nurse (RN} Supervisor 1{
stated the pre-albumin for March 13, 2012, had
not besn drawn,

D
EALH DEFCIENCY MUST 85 PREGEDED B FULL, PREFIY o
???fg * Rtmﬁmom O LSC IDENTIEYING INFORMATION TAG CROSS-HEFERENCED T0 THE APPROPRIATE
; DEFICHENGY)
+ The DON pravided in-servise to
F 802 | Continued From pege 33 F 502 licenssd nurses on 5/2/12 regarding

the qually and timeliness of
faboratory services, The Medical
Records Department developed a
new system on conducting
quaiitative laboratory test audgit. This
new system provides clear
guidelines to the ward clerks in
conducting daily laboratory test
audits and prompt and timely
notification of the licensed nurses of
any missed or omiftad laboratory
st 10 ensure immediate corrective
ations,

* The implementation of the plan of
correction will be monitored by the
MRD and RN Supervisor by
shecking the laboratory test log
books daily every shift. The
effectiveness of the Plan of
Correction will be evaluated by the
QA Nurse Consultant through
randoem review of the laboratory
tests audits validated by randem
record reviews during monthly
scheduled facility visits. Significant
findings will be subrnitted fo the
Adinistrator.and shalt he forwarded
to the QA Committes for trending
analysis, recommendations,
corective actions and Continuous
Quality improvemsnt.

« The corrective action was sompleted
on 61412,
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