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H
F 000, F 000 - This plan of correclion serves as |

i my credible ailegation of compiiance. 1

| Tha facility will be in substantiz

| compliance no fater than 07/§/2011,

F 000 | INITIAL COMMENTS

|

' The foliowing reflects the findings of the
| Department of Putlic Health during 2

' Re-cartification Survey and Complaint

| Investigation visit.

1 | Roya! Qaks Survey completad on

(_, | 1 06/10/2011 1
| Complaint Intake # CAGU271867 - Substantiated %
i f 5 3
l Representing the Department of Public Health, | ' = >4 ?’é
| SELE-ADMINISTER DRUGS M6 &= ZmZ
, RN, HFEN | DEEMED SAFE e ;%1;_‘
: ’ oy V0
. , RN, HFEN | ttis the policy of this Tacility ta@sug& S !g?f‘
| : . { . that residents who prefer 10 seibe i el
. ?"g g:;gggi gzzf z.;z‘ Saiga’ 37 % | administer medications, is detéfnined =2
! pi Sz g by intercisciplinary team (10T) fo have 28
E Highast Scope and Severity: £ | the capacity to safely self acminist =2
F 176 | 483.10(n) RESIDENT SELF-ADMINISTER L 176| mecicatons.
$8=D | DRUGS IF DEEMED SAFE ; 1. Resident 2 had a tare pian
’ i ting with the IDY ang was
| An individual resident may self-administer drugs if| | leferrod to the primary  physician.
| the interdiscipiinary toam, as defined by | | hvsician's orders were carried out
| §483.20(e(2)(i}, has determined that this : } Physioln s ofuers we f
R ' i | accordingly. Completed on ;
; practice is safe. | O8I 71, ;
g | : 2. Ajl facitity residents with
| Th.'s REQUIREMENT is not met a8 evidenced | ‘; preference for seff-administration of
! %{ased ono ion. interview. and record ‘ medication were schizduled f(gfr: a .
bservation, : [ i ian mesling with the DT, @n i
l review, the facifity falled to ensure that residents § ﬁ,ﬁ f;emd to g;e;f prnany ;
may seif-administer medications If the [ hysician. Physician's orders are
interdiscipinary team (DT} has determined this ; géfried out 88 i)rﬁefed. Cornplgted
. practice is safe for 1 of 17 sample residents (2} i % an 068117411, Hesidents cg}pa(';f{y to
| Rosident 2 had a medication cup with a s | Rl e e T an e
; will be: assess e|DT o
morming medications at bedside. Resident 15 had ety busis and 2 needed.
1 three botties of over-the-counter medications on | :
LABDHRATORY DIRCLTOR'S OR PROVID RISE}PP ER REPRESENTATIVE'S SIGNATURE : TITLE DATE
1< T A S‘ffé{li’ 1 / ;7,301)

4
k ¢ liindtos a deficiency which the institution may be excused from correcting providing it is determingd tiat
other safeguands provide sulficient pibiaction ¢ the patiants. {See nstructions.} Except for sursing homes, the findings stated above are disclosable 80 days
fodlowing the dalte of survey whether ot not a pian of cowrection is provided. For nursing homes, the abiove findings and plans of correction s dissiosable 14
days following the date hese documents are made availabio to the facility. If deficiencies are gited, an approved pian of comection is requisife to continued
program pardicipation,

Any deficency statemant ending withfa
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i ' :

F 178 3 Gontinued From page 1 Fi76! 3. DON or designes wilt conduct 5
| his bedside table. . random QA rounds of residents that

i This deficient practice has the potential for the
| residents o take medications in an unsafe
| manner.

salf admimster medication {6 ensire
. safety and compliance, Afl findings
" will be reperied to the Administrator
and 10T, The Pharmacy Consuliant
s ; i and DON in-serviced all licensed
Findmgs ' - siaff regarding the facilities policy an
' residents whe self administer their
own medication. Conipisied on
124120111 and to be conducted
quanerly thersafer,

; 1 During an observation on 8741411, at 10015
a.m., Resident 2 was in his room, sitting ity his
wheetchalr There was 3 medication cug on the ]
over-bed table with several medications, The 1
resident stated he would take the medications | |
tater, but was not able to identify what : ‘t
medications were in the cup, The resident

4 Tre DON will repart findings of
(A rounds on self medication

incli i | admiristrating residenis to the QA
gggfated he had blurred vision and could not see | ! commitiee on a gusterly basis and 6 i H [ i
‘ . asneaded. {

|
The treatment nurse, who entered the room at g
the time of ihe observation, stated the cup t

E

contained the resident's moming medications.

% A review of the resident's record indicated he was |
 admitted on 1043108, with diagnoses including é
hypertension (high blood prassure), diabsles ;
| melitug, and glaugoma,

| There was no documarnied evidence the res}denz

| had been assessed for self-administration of |
! medications. There was nio physician's order for
1 the resident to self-administer his medications. |

40{&6!11!1‘1 at 10:26 am,, during an interview, & | :
| Registered Nurse (RNJ supervisor stated §
medications should not be left at the bedside and | ‘ f
| the medication nurse had to make sure the
: residert swallowed his medications before %
| leaving room. The RN also stated the resident
| was not able to seif-administer medications due | ' ' 1
’ ; |

1 o his eyesight proldems,

i ;
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F 178 § Continued From page 2 F176
i

O 81111, at 10:30 a.m,, during an interview, | z_
| the medication nurse stated she Jeft the

| medications in the resident's over-bed table
| because she was busy.

E The facility's undated policy and procedure on |
¢ Self-administration of Medications indicated the
1 IDT will assess the safoty of the resident ?
; self.administering his or her cwn medication.

' The facility's undated policy and procedyre on
5 Medication Administration indicated 1o ensure the
l resident has enough fluids to swallow his or her
| medication and never leave medication at the bed !
sxia

3

E ¥
1 2. On 6/9/11, at 6:40 p.m., during the initial tour of | | g
! the faciity, Resident 18 was observed lving in bed | .'
i walching TV. The resident's bedside table had | z_
' multipie personal items and three botiles of ' ?
| over-hecounter medications, one bottle ofron | i
' supplement, one bottle of Vitamin C and one | §
| bottle of Caicium-Magnasium-Zine. *
( OnBM 1A, at 1100 a.m, the sams three botties
- of over-the-counter medications were observed | |
| again on fop of the resident's bedside table. The !
. resident stated he took one tablet of each | %
; medication every ceup%e days.
(On 6810711, a reviaw of the medical record
' revealed an initial admission o the facility dated %
‘ 6/18/04, and & readmission dated 1/13/11, with | ’
I diagnoses that inciuded PSYChnsis, csepressm §
T and night sided wealness, _ i
| The Minimum Data Set {(MDS - standardized f.
aasessment and care planning tool) dated 5/3/11, i
| indicated the resident required limited assistance | =
! ]
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£ 176 Continued From page 3 | F178iF228, 485 13ic) DEVELOPMENT
with activities of daily living activities. | ABUSENEGLECT, ETC POLICIES
Further record review revealed no physician's | g o
arders for setf-adminisiration of the ahove : L is the palicy of this facility to implament
manfioned over-the-counter medications. | written poiicy and procedures and
% A setf-administration of medication assessrent {prolect the resident from being in
 dated 2/16/07, revealed the resident was nota | . contact with the afleged perpetrator
. sandidate for safe self-administration of :  during the investigation of an allegec
| medications. “abuse.
( On 811711, at 11:30 am,, during the interview, a | ; y .
| RN supervisor stated the resident was assessed | 1. Resident 1 condition was |
! by the {DT for seit-administration of medication | . evaiuated, and careplan was reviewed
and determined hie was not a candidats due to | [ by the IDT and referred to the primary
 poor eyesight and diagnosis of psychosis. The - ohysician. CNA #1 was reassignead to
RN also stated she was not aware the resiient | t ensure that there will be no contact
l had three botties of medications on his bedside | . with resident 1, Compieted on
{ahie. 3611711,

'T'he undated facility's policies and procedure on )

| Self-Administration of Medications indicated staff 2. DON gonducted a general in-

. was o ensure that a resident may self-administer ¢ service on 06/22824{2071 to all staff

| medication if the IDT determined that this practice | | of the facilities poficy and procecure

s safe. _ onatuse and incidents, Any incidents
F 226 483.13(c) DEVELOP/MPLMENT F22p| ©f sbuse allegaticn were reviewed by

$5=p | ABUSENEGLECT, ETC POLICIES the Administrator and the 10T o
ensure complience, Completed on

| . oS

| The faciiity must develop and implemant written B A AN

| policies and proceduwes that prohibit ; . )

? gish’e&tmanﬁ neglect, and aguse of residents - | 3 The facilites policy on abuse and

| and misappropriaticn of resident pro ) 1 . incidents will be included in resident
; P property ! council meeting on a quarterly basis,

j | All aliegations of abuse will be
| This REQUIREMENT s ot met as evidenced . Teported fo the Administrator or
by ; . designee o ensure compliance.
. Basged on interview and record review the facility |, i
| fadled to implement written poiicy and procedures ; : : ¢ foa)

é on abuse for one of 17 sampie rasidents (1} 1 . committes sl allegatinns of agbuge on 5124{ i

4 Adrminisirator will review with QA

| Resident 1 was not protected from being in © &quarierly hasis.
i contact with the alleged perpetrator during the | gl
| investigation of an alleged abuse. This deficient : %
i i :
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F 226 : Continued From page 4
| practice caused the resident o be upset about

J day.
‘ Findings:

i
!

Resident 1, who was alert and criented, she

herin bed. The residert fusther stated she
immediately notified a supervisor of the CNAs
; rough handiing.

Resident 1 also stated that the day after tha
incident, 8/58/11, the CNA wentin her rgom to
defiver a food tray.

[ an admission 1o the facility dated 8/6/11, with

disbetes and congestive heart faliure.

and personal hygiene.

- when conducting an abuse investiggtion,

| duties that do not involve resident cordact,

;
:
|

| the resident normally frequents,

 admindstrator stated he was the abuse
' coardinator for the faciiity, but the investigation

| seeing the staff member in her room the following

. On B/8111, at 7:18 pm., during an interview with

| stated that on 618711, Cerdtified Nursing Assistant
g 1 {CNAC1) rotighly handied her while repgsifoning

| A review of the resident's clinical record reveaied

| The nursing admission assessment indicated the
resident was otented, was abie 10 communicate
' her needs and reguired assistancs with transfers

1 disgnoses that inciuded acute renal insufficiency,
i
;

! Acwadmg o the faciity's Elder/Dependent Aduit
' Abuse policy and procedure revised on 523711,

'mmeéiatefy reassign any involved empioves to
| Agsignment will not be in a part of the fagility that

' On 81141, at 845 a.m., during an interview, the

L and interviews were conducted by the Director of

Fé28
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F 226 | Continued From page 5

Staff Development (DSD).

E During an interview on 6/11/4%, at &6 am,, ihe

| DSD stated the CNA shouid not have bsen in the

regident's room because that could make the
resicgent fes! uncomiortable,

On 613111, at 814 a.m,, during an indervisw
CHNA 1 stated that on 8/8/11, he assisted
Regident 1 t0 use the bed and the resident told

her he was sorry that € was not his intention
- hurt her and had not done it on purpose. When
the resident comiplained 10 & supervisor, he was
! removed from the assignment The next day,
619711, the DBD instructed him o pass the food
frays, what was not told not fo go into Resident
'8 rovin.
CNA 1 stated when he went inside the room with
the food tray the resident yelled at kim (o get out
of her room.
F 241 1 483.15{2) DIGNITY AND RESPECT OF
80 | INDIVIDUALITY

The faciity must gromote care for residents in a
manner and in an environment that maintaing or
anhances gach resident's dignily and respect in
{uli recognition of his o7 her individuality.

' This REQUIREMENT i not met as evidenced

by

. Rased on observation, interview, and record
| review the Facility failed o promote care ina

| manner that maintasined and enhanced the

: Rasident 1 complained Certified Nurging

| Assistant 1 (CNA 1} roughty handled her while

E

i
H

him he had hurt hee. GNA 1 further stated he told

rasident’s dignity for 1 ¢f 17 sample residents (1} -

t
i

F 2061 F 247 453.115(a} DIGNITY AND
'RESPECT OF INDIVIDUALITY

; itis the policy of this faciiily to promote
' care in a manner thal maintaing and
emarzce the resident's dignity,

‘ Rasident 1 condiion wag avalusted,
- and careplan was reviowed by the IDT
g and referred 1 the primary physician,
| ONA#1 was reassigned the next day to
: grsure that there wil he no conlact with
, resident 1, CNA 1 was counseied about
| the taciities policy i treat resident with
t care, dignity and respect. Completed
FOBMBI.

t 2. DON conducted a general m-service
: 1o all staff of the facilities policy anc
1 pfz}cedwe o trealing residents with,
: Care, dlgnaty and respact, af staff were
s informes of the sonsequence regarding
1 1 anyane’s faiiure to strictly adhere to this
: policy. Any incidents of complaints will
: bo reviewad by the DON and the 1DT to
| ensurg compilance. Completed on
| 06/22524/2011.
'3 Tra faciifies policy on freatment with
| car, dzgmty and respect as wel as
% residenis grievances, will b included in
- the resident's councd mesting on a
: quar‘gfty basis. All complainis and
. grievance will be reviewed by the DON
| of designee with the IDT to ensure
. compiiance,

| 4. DON will raview with QA committee _
* all complaints and grievance o a A !24 Ju
| quarterly basis and as needed. i
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; DEFICIENGY}

{ i
F 241 Continued From page 6 l
. repositioning her in bed. This deficient practice |

| caussd the resident to feel upset and sad about |

: the way CNA § realed her. )
ill

!

Findings:

On 67811, 21 7:16 p.m., Reskient 1 was observed |
sitting in bed, was alert, ofiented, and was able to |
verbalized her needs. The resident stated on
| 818111, she was roughly handied by the CNA 1
while he maoved her in bed. Fhe resident stated
CNA 1 lifted her too fast and pulied her body up In
the bed roughiy. She further stated she was

| upset, sad and immediately notified 2 supenvisor

i of the incident,

A review of the resident's clinica! record revesisd |
an admission to the facility dated 8/8/11, with |
diagneses ncluding acuie renal insufficiency,
 diabetes, and congestive heart failure. ;
| The nursing admission assessment indicated the

resident was oriented, was abi {0 communicate |
her needs and required assistance with transfers |
ard persongt hygiene.

A plan of care dated 6/7/11, developed forthe |
resident's afteration in comfort/pain due fo i
complaints of pain all over the bady, included in

| the approaches o maintain good body alignment,
. and gently handdie affected areas and position 1o

i comfort.

- During an interview on 6/11/11, at B:45 a.m., with
E! the administrator, he stated an investigation was
: conducted by the Director of Staff Development
(DSD).

i

i
{On 611711, at 9:15 am,, during en interview, the

r

|
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F 241 | Confinued From page 7

DSD stated ail CNAs are to careiully handle the '
residents when assisting them with any activity of
cially fving.

On 6/13/11, at 8:14 am,, during an interview,
{CRA 1 stated on the morming on 6/8/11, he
asgisted the resident with using he bedpan and
was told by the resident be had hurt her, CNA 1
stated he apologized and informed the resident it |
was not hig intention to hurt her. j
F 253 | 483.15(h)(2) HOUSEKEEPING &
58=£ MAINTENANCE SERVICES

The facility must provide housekeeping and
reaintenance services nesessary to maintain a
sanitary, ordery, and comfortable interior.

This REQUIREMENT is not met as evidenced |
by 1
Based on observation and interviews, the facility |
faited to provide housakeaping and maintenance 3
sarvices necessary to maintain a functicning, _
sanitary, orderly, and comfortable interior. %

| Finings: |
1, During a genssal envirgnmenial inspection of ;
| the facility on 6/8/11, from 740 p.m. taapm in ;

the presence of the housekeeping supervisor, the '
_ fai%awmg was observed.

i
i - The laundry reom had bwe fans covared with |
lint. One of the fans, iocated above the washing |
machine was oparating and was facing a blue bm
containing <lean iinens,

The other fan, which was facing an opened cieafz

H
i

F 241 F 253 483 1€(n)(2) HOUSEKEERING &
| MAINTENANCE SERVICES

i it is the poiioy of this facitity to provide
l housekeegping and maintenance
| services necessary to maintain a
+ functioning, sanitary, orderly, and
uomfoz‘tabie interior,

; F’ind%ngs
z

1

F 25:->fi

@) The two Tans of the latindsy
ranm wers cleansd by the
nousekeeping sta¥f on 06/12/11,

b1 The scraen door inthe
lmunstiey room ieading o the
sutside of the bullding was
repaired by the mamianansce
staff on $6M13711.

¢} The light above the enirance
doar of shower mom 2 were
repiaced by the maintenance
staff on 087437111,

d} Rooms 8, 10 and 34 calt

light reset bulb and
pratective cover wersg
replaced by fhe
maintenance staff on
06115711,

&) Roos 14 and 18
baihroom tissue dispensers
ware placed by e
maintenance staff on
8T

fi Reooms 21 and 25, the light

rezset bulb were repaired by the

maintsnance sialf on §6/17/11.

H

H
i
%
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AN AN OF CORRECTION 1 IDENTHICATION NUMBER: COMPLETED
| A BELDING
‘ 555348 5 e 0811112011
RAME OF FROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 2P CODE
3665 B, IMPERIAL HWY,
ROYAL OAKS CARE CENTER L YNWOOD, CA 90282
o643 1D SUMMARY STATEMERT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION I
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL DopRERX {EACH CORRECTIVE ACTION SHOULD 8E ! COMPLETION
TAG ] REGUIAATORY QR LSC HIENTIFYING INFORKBATION) E TAG | CHOSS REFERERGED TO THE APPROPRIATE | PATE
- | g DEFICENCY]
T H
F 253 | Continued From page 8 . Fzs3 g) Room 26 bed C call lights
inen cabinet, was next to a door that had the | f was repaired by the
soreen open angl the air was bigwing from the : mainienangs staff §8/17/11.
oulside towards the opened cabinet. %
: The mamienange supervisor
- The screen door in the iaundry room leading fo ;' conducted a full facility
the outside of the buililing had two holes that ' ; inspectun of ait fans, screen
measured two inches in width and one inch in ‘. doors, ¢all ights, bathraom
i length. The holes in the sgreen door would not tissue dispensers and lights, alf
| protect from dust and small animals entering the : findings will be reported io the
: laungry room, ‘ administrator and cleaned.
repaired of replaced as needed.
- Shower Room 2 had a non-functioning ligit : All faciity staff were ingerviced
above the entrance doer. The light did not : by the maintenance superviso’
funclion when the ¢all lighis on the three stalls | regarding the facilties policy o
were turned on. At the time of the observation, 1 | orovide mainenange and
the housekeeping supervisor stated the light bult : housekeeping services, and ihat
above the shower room door needed to be i part of the employees
: replaced. ! regponsibility to report any
? ’ : areas, uliities or ecuipment that
3. needs cleaning or repair. The
| 2. During an environmental inspection of the : : siaf was also reminded that a
- regidents’ rooms conducted on 6440111, from 720 . maintenance sommunication oy
p.m. fo 7:50 p.m., with the housekesping and ? iz available at he nurse sigtion
malntenance services supervisors, the following | j t@ report their findings.
was observed: i Completed on DBI22/11.
i -in Rooms § and 34, the call light reset bulh did Ths maintenance supsnistr will
| not have @ protective cover. 3 conguct random QA rounds 16
f ' 3 snsure compliancs,
| -in Room 10, the call light reset bution had a ; ,
E rilgsing buth and missing protective cover. : ; 4. The Administrater of designee
§ ;, j wili review with QA commities all
| - in Rooms 14 and 15, the Yssue dispenser in the | . findings of QA rounds on a quarterly é/?.;?,fff
% bathroom had no cover, i 3 basis and as nesdad '
| in Rooms 21 and 25, the call light resetbulb | ;
% was not working. _‘ 'f
%
FORM CME-2587(02-99) Pravious Versians Obscisty Event iD: 143011 Faily 10, CAS40000076
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| because the resident did not axtend the right arm
i to aliow the [V administration of antibiotic. This
! faiture caused the rasident io undergo repeatsd,

S

serviced by the DON and
Pharmacy consuftant regarding
i the facitifies policy ¢ ensure that

< FOR 1CAR éﬁ@ﬁé!ﬁ SERVICES OMB NO. 0938.0301
STATEMENT OF DEFICIENCIES {X1) PROVIDERSUPPLIERICLIA §X2) SULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND FLAN OF CORRECTION IDENTHFICATION NUMBER: COMPLETEL

A BUILDING
5os5348 > e 08/11/2011
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X&Go | SUMMARY STATEMENT DF DEFICIENCIES AT PROVIDER'S PLAN OF SORREGTION [
PREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL | preFR | {EACH CORRECTIVE ACTION BHOULD BE COMPETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) P JAG | CROSS.REFERENCED TO THE APPROPRIATE DATE
_ _ DEFICIENCY)
F 253 | Continued From page 9 - F2s3
|- I Room 26, one of the call ighis {in Bed C) was § LF 308 453.28 PROVIDE
 rmatfunctioning. | CARE/SERVICES FOR HIGHEST
1‘N8LL BEING
During an inferview on 6M0/11, 8t 7:50 p.m. the |
mainignange supgrvisor stated the iz is the podioy of this facility to ensure
- missing/malfunctianing reset bulbs and protective E s each resident recelvas care and |
covers wouid be replaced. “services in acceordance with the
¢ | comprehensive assessment and plan of i
On 8110114, at 7.82 p.m., during an interview, ihe Lcare. !
housekeaping supervisor staited the tissue ; -
digpensers in Rooms 14 and 15 would be g
replaced, 1. Residant 17 and responsible
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 308 party were invited for a carepian
$&=D | HIGHEST WELL BEING % meelng with the 10T slaff
! cargplan was reviewed and
Each resident must receive and the facility must ; pmary physician was informed
provide the necessary care and services o attain and irmplemented accordingly.
or maintain the highest practicable physical, i Completed on 06/1&/11.
merntal, and psychosocial well-being, in : ) _ _
 accordance with the comprehensive assessment | 2 RN#1iwesirservicedbyine |
1 and plan of care. DON and Pharmacy consuitant
: | ragarding the facilifies policy to
% ; ensure that each resident f
5 receives care and services [
| This REQUIREMENT is not met as evidenced | according to the comprenensive |
' by, ; assessr}?ent and plan of care. l
. Based on interview and record review, the facility | ; Emphasis was placed on the g
failed to snsure each resident recsives care and | necessity to inform the family, ‘;’
. services in accordance with the comprehensive | ihe physician and the DON g
| assessment and plan of care for 1 of 17 sampled | about any canges of condition
! residents (17). Resident 17, who was confused '; of the patient including refusat of
i and was admitted {o the facility with a peripherally % a treatment or medication prior
, Inserted central catheter (PICC) line on the rAight | : to change of service.
arm for intravenous (1IV) administration of : Completed on 08/24/11.
] gntibiotics, was inserted an additional IV catheter | ' _
] ; 3. Aflicensed nurses were in- !
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1 ; DEFICIENCY)
1 1
F 308 Continued From page 10 . F308 each resident receives care and
urmecessary nsertion of another IV catheter, : : servicas according 1o the
comprehensive assessment and
Findings: | f pian of care  Emphasis was
placed on the necessity to _
- According to a complaint, Reskient 17 underwent | ' nisem the family, the physician |
unnscessary insertion of an IV catheter when the | ; and the DON about any
regident had a PICC line inserted in & acute changes of condition of the
hospital for IV antibiotic therapy, é patient including refusal of a
: treatment or medication prior to
A closed clinical record review revesaled Resident ; change of service. Compieted
17 was admitted on 672111, from an acute ; on or nefore $6/24/11 DON wil
hospital with diagnoses that included dementia, ; conduct randorm QA rounds of
prieumania, chronic obsiructive pulmonary ; 5 rmadication pass'and reatmert
disease (COPD), asthma, and status post PICC 10 ensurg compliance,
. fine placement on the right arm for intravenous : o
| antibiokics. _ : 4, DON will review with QA
i 1 . cominittee all QA rounds findings on | 6 fZ!—} ! 1
The admission assessment dated 6/2/11, at§ . a quarterly basis and as needad. ]
p.m., indicated the PICC fine on the right arm was |
intact with ne sign and symptoms of infaction. | i
The physician's admission orders indicated o
give iV antibiotic therapy with Zithromax 500

starting on 8/3/11, and Ceftriaxone one gram {gr)
every 24 hours for five days starting on 6/3/11.

. The physician also ordered to assess the site of | i
the PICC fine on the right arm every sight hours
and document,

miligrams (mg} every 24 hours for three days l
|

a.m,, for an insertion of a heplock {peripheral VY |
on the left arm because the resident refused o
exigng the right arm for the 1V therapy,

A physician's order was obtained on 8/3/11, at 8 E
|
i

| Aceording to a nurse's note dated 6/311, at 8 ;
- a.m,, the resident was cooperative during the ;
| placernant of the heplock on the left hand, !

FLFAE CMIS-2887{02-99) Previouy Versions Dbsoleis Evant 10 X301 Faciiity 1D: TADIODGTE If continuation sheet Page 11 0f 20
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; DEFICIENGY)
F 308 Continued From page 11 Fang
continued to refuse having tha right arm touched, F 312 483.28(a)(3) ADL CARE !
and wierated the IV antibiotic infusion via the left PROVIDED FOR DEPENDENT ;
hand heplock. g_ RESIDENTS
 On 8711411, at 10 a.m., during an interview, l it iz the poticy of this facifity to ensure
Registered Nurse 1 (RN 1} siated she atterrtad | : that approprigte care and servicas are
} three times o encourage ihe resident o extend | provided o residents who require
the right arm which had the PICC ting forthe IV assistance with ther activities of daily
antibiotic invfusion. When the resident continusd Iving i the areas of grooming and
: to refuse and covared her arm with a blanket, she | - persona! hyglene.
spoke with the on-call physician's assistant (PA}
- and obtained an order to place a peripheral IV on | ¢ 1. Resigent 2's careplan was
: the other arm. RN 1 stated she did notcalithe | | reviewed and implemented
farnily/responsible party to request for assistance | accordingly. Completed on
in obhaining cooperation from the resident. RN 4 : 067711, The CNA's assigned
did not have another staff membaer atternpt to get ! i to resident 2 on 06/08/11 — 3pm
the resident's cooperation, RN 1 did not inform | | © 1ipm, 06/10/11 - 3pmto
: the resident's responsibile party about the _; $4pm and §6/11/11 - Tam
insertion of another IV tine, 5 g 3pm were in-serviced by the |
RN 1 further stated that once a family member | DED on 0672282412011 |
spoke with the resident, she aliowed the use of | ,' regarding the faciiiigs polity o -
the PICG ting, g ensure that apprppriale care is
E provided to residents who g
Thare was no documented evidencs the RN % 5 require assistance with their =
attempled alternative measures to gain | activities of daily living in the
cooparation from the resident for the antibictic | ; arggs of grooming and personal
administration through the PICC fine, ; hygiere.
F 3121 483.25(a)(3} ADL CARE PROVIDED FOR O FE312; \ _
§8=p  DEPENDENT RESIDENTS E 2. AL CHNA's were in-serviced by

A resident who i unable to carry out activities of
daily living raceives the nocessary senvices ©
maintain good nutrition, grooming, and personal
and oral hygiene.

t

i

i This REQUIREMENT is not met as avidenced

:

; e DSD regarding the facilitios
policy to ensure thal appropriate
care s providad 1o residents
who reguire assistance with
their activities of daily living in
the areas of grooming snd
parsonal hygiens. Compigied
on 08247114,

;

K
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| Findings:

| During observations on 8/9/111, 2t 8:00 pm_on |
6/10/11, at 455 p.m., and on 811714, at 8:30
- a.m., Resident 2 was observed wearing a pair of |
| gray sweat pants visibly soffed with food particles. |

3
b

| During an interview on 8/11/11, st 8:30 am., the |
i resikiant stated that he was unable s see what he |
| was wearing due to his eyesight problems and he |
was only able to see black shadows. Me further
stated he did not like wearing disty clothes and he
needed assistance from staff for dressing. :

A record review revealed the resident was !
admitted to the faciiity on 10/2/08, with diagnoses
{ that included high blood pressurs, diabetes, §
glaucoms and old cerebrovascular accident.
The Minimum Data Set (MDS - standardized i
| assessment and care planning tool) dated f;
| 4/28/11, indicated that the resident had range of |
| motion limitations and requirad assistance from
‘ staff for dressing, hygiene and bathing,

{ An Activities of Daily Living cara plan dated 5‘
| 4729411, indicated that the goal was for the ;
§ resrdeni o be welt groomed, clean, and dry dally. -
- The approaches included o assist the resident |
i anci o encourage him to stay neat and clean, !

H

' F 228 483.25(k) TREATM {T/CARE
g FOR SPECIAL

i H i the policy of this Racility fo ensure

| that residents receive proper respiratory
. Care reatmant as ordered by the

| physisian.

. Resident 7 and 13 cars plan's
were feviewed and condition was
evaluated by the DON and the 107
and refarred to the grimary
i priysician careplan was fovised as
needed and mplemented (o ensurs
that resident receives the prescribed
rate of oxygen tc meet the patienis
neads, ang humidifier botfles and
uing's are labeled according o the
faciities policy and procedus.
i Completed on D817/11.

Al resident's recuinng
raspiratory cars were reviewed and
thair corditions were evaluated by
| the DON and the IDT and referred to
' their primary physician, their
cargplans were revised as ngeded

|

FORM APPROVED
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Xam i SUMMARY STATEMENT OF DEFICENCIES D PROVIDER'S PLAH OF CORRECTION 8
PREFIX {EADH DEFIGHENCY 88UST BE PRECEDED 8Y FULL |  PREFIX EADK CORREDTIVE ALTHON BROULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) . TAG | CROSS-REFERENTED TO THE APPROFPRIATE DATE
: f : DEFRICIENCY)
% ' !
F 312 | Continued From page 12 | F312 3 DONend DSD will conduct
by: E | random QA rounds during
Based on observation, interview, and record E provigion of care and services
review the facility falled to ensure appropriate | !. regidents, as well as conduct
: care ang services were provided o a residgent { | checks of resident hygiene o
who needed assistance with his activities of dadly . ensure compiiance.
iving in the areas of grooming and personai %_ E
hygiene for 1 of 17 sampled residents {2). | : 4. DON witl review with QA
Resident 2 was wearing a pair of solled sweat | | committes alt QA rounds
'l pants for three consscutive days. findings on & quarterly basis and |
| | as needed. 6] E‘HI
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DEFICIERCYY ;

F 312 | Continued From page 13

! away.
8$=b: NEEDS

! gpecial services:
injecHons;

Tracheostomy care;
Tracheal suctioning;
Respiratory care,
oot care; and
Prostheses.

by

physician,

Findings:

; Parenteral and enteral fivids;
Colostomy, ureterostomy, or Hegstomy care;

On 8711711, at 10:35 am,, during an intarview,
the Director of Staff Development (S0} stated
| the Certified Nursing Assigtants (CNAg) were 1o
| sncourage the residents to make decisions on
! what kind of ciathing they want to wear and made
sure it was weather appropriate. She further =
stated that if the resident's clothing was soiled the
CHNAs had fo change the resident’s clothing right

F 328 | 483 25(k) TREATMENT/CARE FOR SPECIAL

! The faciiity must ensure ihat residents receive
| proper treatment and care for the following

This REQINREMENT is not mot as svidenced

. Based on observation, interview, and record

| review, the facility failed to ensure residents

| receive proper respiratory core treatimant for 2 of
| 17 sample residents {7,13). Residents 7 and 13

¢ did not receive oxygen as ordered by the

F 1. A review of Resident 7's clinical record review

H

1
|
i
|
:
i
|

i

1
F312 and implemented to ensure that

3 resident receivas the prescribed rale
of prygen and other respiratory care
services 1o meet the patients ness
as per faciities policies and
pracadures, Compietad an
G4 TH. All icensed nurses were
in-serviced 8/22824/2011 by the
QON and DS regarding the policy
of this facility to ensure that
residents receive proper raspiratory
F 328 care freatmant as ardersd by the
physician, and implement the
sanvices accorcing to faciities
policies and procedures. Sompleted
on Q872472011 ;

i
i

H
i
L
¢
H
i
5
H
|
!

3 DON or designee D50 will

conguct randoem QA rounds durng
: of residenie recaiving respiratory
care to ensure compliance with
physician’s orders and fatities
policies and procedures.

4. DON wilt review with QA commiltes ;
all A rounds findings on & quarterly | ¢ 24/ I
basis ang as necded.
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XA BALIMMARY STATEMENT OF DEFIDIENCIES 143 : PROVDER'S PLAN OF QORRECTION 51
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX LEACH CORRECTIVE ACTION SHOULD S8 COMPLETION
TAG REGULATORY OR LT IDENTIFYING INFOREMATION ooTas CROSSREFERENCED T( THE APPROPRIATE BATE
| iI BEFCIERGY}
! i H
r ; |
F 328 Continued From page 14 | Faz8

| revealed she was admitted to the facility on i z
| 5/19711, with disgnoses that included acute '
| congestive heart failure and chronic ohstructive E
pulivonary disease {COPD), 1
Th Minimum Data Set (MDS - standardized :
| assessment and care planning tool) dated 6/1/11, :
| indicated the resident was abie 1o undersiand ; k
| others and te understood, and required limited | ;
| aissistance with aclivities of daily living activities
 {ADLs). r
A physician's order dated 5718/11, indicated
oxygen at 2 liters per minute via nasal cannda t
continuous for shortness of breath,
Op 6/9/11, at 7.20 p.m., during the initiai tour, and |
o 8710711, 2t 4.30 pomn., the resident was }
! observed lying in bed with oxygen atthree liters |
par minute via nasai cannula, The humidgifier
| bottle and the oxygen fubing had no label
'1 wdicating the date they were changed,

| On 6110/11, at 5:47 p.m., during an interview, a | i
 fieensed nurse had no explanation why the f
| oxygen flow rate was not adiministered as the
| physician had ordered. '

i i i
1 2. A revipw of Resident 13's clinical record

revealed the resident was readniited to the '

faciity on 2/15/11, with diagnoses that included

coronary artery disease {a narrowing of the smail '
blood vessels that supply biood and oxygen 1o the |
heart), and diabetes. i :
The MDS dated 6/2/11, indicated the resident j :

;&gzzired ictal assistance with all activities of gally |

wving.
A physiciar's order dated 2/18/11, indicated ;
oxygen at twe liers per minuts via nasal cannuia. |
However, on 8/9/11, at 7.85 p.m., the resident
| i
FORM CMS-2567(32-99) Pravious Versions Qbuokets Ewvast € IX3D14 Fagility Er SAMCOLEITS it continuation shaet Page 15 of 20
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i
|

TAG
BEFCIENCY

F 328 : Continued From page 18

was abserved lying in bed with oxygen at 2.5
2iters per minute via nasal cannufa.

§ The facility's policies and procedures titled

| "Oxygen Administration” revealed humidifier

. botties and oxygen tubing shouid be replaced

| every seven days. Hurmidifier botties need to be

| dated, and oxygen fiow rats should be on as the

| prescribed amount. i

£ 333 | 483.25(m)(2) RESIDENTS FREE OF |

s$8=D | BIGNIFICANT MED ERRORSE l
H

!

j The facility must ensure that residents are free of

| any significant medication arrors.

| 1

. This REQUIREMENT is not met a8 evidenced

 by: 1

{ Based on observation, interview, and revorg |

; review, the tacility failed to ensure that residents |

; are frae of any significant medication error for two |

l rangomly selected residents (18, 20 Residenis l

i 18 did not receive a complete dose of the

1 medication Diftiazem Mydrochioride. Resident 20

; did not reseive the hypoglycemic medication i

| Metformin. This dedicient practice has the
potential for complications from inadequate 'g

1 treatment of a disease.

J

2

Findings: _r

' 1. On 678111, at 8:20 p.m. during a medication i

: pass observation, ihe medication nurse was

| ohserved pouring Diltiazem Hydrochioride via
' gastrostomy tube (GT), particles of the §

| medication were [ell remalning in the medication

| up.

|
I
F 328! F 333 483,25(m)(2) RESIDENTS FREE
E OF SIGHNIFICANT MED ERRORS
it iz the policy of this facility to ensure
| that residents are free from any
 significant medication ermors.

%

i 1. Residerts 18 & 20 were relered

; «© their primary physicians and

‘; careplans were reviewsd by the

' DON and 10T argd implemenied

: acoordingly. Medication nurse

! assigned 1o resident 18 and 20
was in-sarviced by the DON and

! Pharmacy Consuitant mgarding

the facities medication

adrmnistratian policy and

_ pracedure. Completed on

i 0672402011

F 333

[ 2. Allresidends on BT feeding and

; i digbetic patienis medications

were audited by the DON or

designes for accuracy of

; mudication pass and referred 10
their primary physician as

i nesded. Al Hcensad nurses

) were in-sgrviced by the DON

? regarding the faciities

medication administration policy

; and procedurs and scheduled

! with & follow-up n-service by the

% pharmacy consufant.

: Completed on 08/24/71.

Tab

DA or desigree wilk conduct
random medication pass QA

| reunds o ensure compliance.
’ Pharmacy consuliant wil

i coaduct medication pass QA

1
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AND PLAR OF CORRECTION TOENTIFICATION NUMBER: COMPLETED
A BUILDIRG
555348 B e 0611112011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3585 €. IMPERIAL MWY.
ROYAL ODAKS CARE CENTER Ly _CA 90282
R | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX | (EACH GEFICIENGY MUST BE PRECEDED BY FULL | OPREFIL | {EACH CORRECTIVE ACTION SHOULD BE DOMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION} | TA8 | CROSS-REFERENCED TO THE APPROPRIATE OnTE
| ; ) DEFCIENGY)
} ; ~
F 3331 Continued From page 18 L OF 333 rounds on a quarterly basis and
: = provide in-services an
l A review of the clinical record revealed the i 1 medication pass as neaded.
! resident was readmilted to the facility on §/113M0, ;
| with diagnoses that included diabetes, | 4 DON wil review with QA
1 hypertansion, and status post gasirostomy tuba, i cornniitiee all QA rounds )
i | findings on 2 Quartedy basis and (1;314’ 1
| A physician’s order dated 5/3/10, indicated the | ; as nesded
1 administration of Ditlazem Hydwchfarzde 80 | |
1 milligram {mg) tablet via GT every 8 hours for % !
hypertezzszon | 2
i i
| Durzng an interview on 6/11/11, at $:30 am,, with | ‘;
the Diractor of Staff Development (O3S0} she ! f

stated that when medication is given via G7, the | ; !
nurses are to make sure the medication has a :

. completely digscived and ne residuais are el n
ihe medication cups.

The undated facility's policy and procedure on ‘ ]

Tube Administration {Nasogastric, Gastiic, and |

Jeiunostomy) indicated to rinse the medication | ,

cup and administer rinsing 1o assure compiete 2 ;
|

;dc»se.

i

§ 2, On 6A0/11, at 5:15 p.m., during the medication
observation pass for Re»sider;t 1B revealad the
g licensed nurse did not administer Metforminto
| the resident. %
| On the same day, at 7:00 p.m., during a
- medication reconciiiation, a roview of the climcal |
| record revealed the resident was readmitted to |
! the facilly on 8/14/10 with diaghoses that :
| included depression and diabetes. %
| A physician's order dated 4/30/11, indicated ; : 1
* Metformin Hydrochloride 1, 000 mg by mouth %
1 twice & day with meals for diabetes. i |
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RGIo SUMMARY STATEMENT OF DEFICIENCIES Cowm PROVIDER'S PLAN OF CORRECTION D o
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL . eREFIX (EACH CORRECTIVE ACTION SHOULDBE | COMPLENION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION | Tag | CROSS.REFERENCED TO THE APRROPRIATE | PATE
R | DEFICIENGY) 1
3 | |
F 333 Continued From page 17 | F333 £ 385 483.35(d)(3) FOOD IN FORM TO |
| On the same day, st 8:00 p.m., dusing an il MEET INDIVIDUAL NEEDS l
interview, the ficensext nurse who administered |
{ the resident's medication ackrowledged she 1 it Is the policy of this faciity to ensure I
, forgot 1o giva the tablet of Metformin to the | * the mane had & variety of food choices |
| resident. The licensed nurse stated she got l aceording 1o the resident’s fond |
 interrupted by other staff member during the | preferences. i
i The facility's policies and procedurs on ! 1. The meny was reélerred to the g
i Medication Administration indicated staff wasto | : Registered Dietitian consuitant |
i assure residents receive the ordered medication | i for raview and revision (0 meet
| in & imely manner. g ! resident request and needs.
F 385 1 483 35(d)(3) FOOD IN FORM TO MEET Pk 3&5E The poticy for menu
SS=E 1 INDPDUAL NEEDS : replacement was also referred i
o the RD consuitant for review, |
, Each resident receives and the facility provides % Compisted on 06/30/11.
 food prepared in a form designed to mest E ‘ ,
| individual needs, ? Z. A guestonnaire was developed
; ! 5 by the dietary supervise! to
. randomly inquire the residents
| This REQUIREMENT is not met as evidenced | % avout the food provided by the
. . i dietary department on a woekly
Based on interview and record review, the facility | z basis. Completed by 07/10/11.
. failed to ensure the menu had a variety of food | ; , ——
| choices according to the residents’ preferences. | L3 Menuand food quality witl be
| Six sut of nine residents in the group meeting ; included in the monthiy
complained they had to eat sandwiches for dinner | | resident’s council meeting.
 four fimes a week, The dietary menu had not % Digtary supetvisor will conduct
| been changed for the past three years, This i random QA rounds during
¢ deficient practice has the polential for not meeting meals to Inquire aboul the
ﬂ‘;e rasidents’ needs. resident’s comments and
suggeston about the food
E Findings: | choices.
| On 8710711, at 8:30 p.m., during the group ! 4 Dietary supervisor will review
‘[ meeting inferview, sixout of nine residents in | with QA cormittes all QA
| attendance, complained that they were tired of | rounds findings on a quarterly 7 f f*/ i
 eating sandwiches for dinner. The residents | basis and as neaded. ¥
, stated that they have complaingd to the staff but
_k I i
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FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO, 0938-0391
STATEMENY OF DEFICIERCIES %1} PROVIDERSUPPLIERICAIA ‘{x:?; W TIPLE CONSTRUGTION X3) DATE SURVEY
AND PLAN OF CORRECTION DERNTIFCATION NUMBER: COMPLETED
A BLUL MG
B WikG
556348 1 ‘‘‘‘‘ 06/11/2011
RAME CF PROVIDER OR SUPPLIER

ROYAL CAKS CARE CENTER

STREEY ADURESS, OITY, STATE, ZiP CODE
3565 B, IMPERIAL HWY.

LYNWOOD, CA $0262

’ SUMMARY STATEMENT OF DEFICIENCIES

¥

4 10 : OB PROVIDER'S PLAN OF SORRECTION 8
PREE[X {EACH DEFICIENCY MUST BE PRECEDED BY FULL L PREFIX § {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | REGILATORY OR LSC IDENTIFYING INFORMATION) tTAG | CROS$-REFERENCED TO THE APPROPRIATE DATE
% ; : DEFRCIENTYS i
| ;‘ '» |
F 365l Continued From page 18 . F 385 |
| nothing has been done about i ’ |
] F 371 483 38} FOOD PROCURE, ;
i A review of the planned menu for Spring, | BTOREPREPARE/SERVE - SANITARY |
| Summer, Fall, and Winter indicated sandwiches | z
E were served three 1o four times a week for the | 1] is the policy of this faciiity (o ensume
 evening meal, | that s fuod was stored and served
| L under sanitary conditions, and food
On &711/11, at 1:30 p.m., after reviewing the " tems stored in the refrigerators are
meny, the dietary supervisor statad the distitian Habeled and served befors the
planned the menu and the menu had not been | recommended date of expiration.
revised for the past three yaars. The dietary ; ;
supervisor aiso stated the facilty did nothave 1. Ths dietary supervisor audited
policies regarding how often the menu shoyld be | E the refrigerater and checkad the
revised. ; : date of apening or preparation ,
F 371 483.35{) FOOU PROCURE, fOF3N then labeled and dated the foog |
STOREMAREPARE/SERVE - SANITARY ' dams. All food in all siorage

8=

| The facility must -

r {1} Progure food from sources approved or

| considered satisfactory by Federal, State or ocal
 authorities; and

i | {2) Store, prepare, distribute and serve food
| under sanitary conditions

This REQUIREMENT is not met as evidenced
by

Based on observation, interview, and regord
raview, the facility falled 10 ensure food was

| stored and served under sanitary conglitions,

| Food #tems stored in the refrigerators were not

i inheied ard some tems were expired. This

| deficient practice has the potential for serving

: food itemg that are no fonger safe to be

! consumed by the residents piacing the residents

were inventoried and checked
for expiration. Any expired
kems are 1o be disposad of
immediately.

Al distary porsonnel wers
inserviced by the Disttian
regarding the polioy of the
facility 1o gnsure that ity food
was siored and served under
sgnitary condiions, ang food
itams stored in the refrigerators
are tzbeied and served hefore
e rgcommended daie of
expiration. Complsted on
08/3011,

Dietary supervisor will conduct
random A rounds of all food
storage to ensure comphance.
RO wiit corduct random GA
roungds and provide msorvice
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STATEMENT OF DEFICENCIES X1) PROVIDER/SUPPLIER/CLIA X2) MIATIFLE CONSTRUCTIONR {X3} DATE SURVEY
AND SLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
A BUILDING
| 586348 B VNG 08/11/2011
NAME OF PROVIDER OR SUPPLIER SYREET ADRRESS, CITY, STATE, 23 CODE
3585 E MPERIAL HWY.
NTER
ROYAL OAKS CARE CENTE LYNWOOD, CA 90262
0 | SUMMARY STATEMENT OF DERICIENGIES Lo FROVIDER'S FIAN OF CORRECTION I s
PREFX {EACH DEFICIENCY MUST BE PRECECED BY FULL | prerx | {EAGH CORRECTIVE ACTION SHOULE BE | COMPLETION
AG | BEGULATORY OR LSC DERTIFVING INFORMATION) . TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
I i DEFICIENCY:
_'
F 371 i Continued From page 19 Fan; regarcing food fandiing ;_
| at risk of foodborne jinesses. i practices and facility policy
i procedure,

Findings:

H

§. Dietary supervisor will review E

,' B with QA commitiee alt QA !
:‘ rounds findings on a quarterly ki I fl/ i
basis and as needed.

| On 6/9/11, at 6:05 p.m. during the initial kitchen

| tour, in the presence of the cook, it was observed
| that food items were stored in the refrigerator and
. freezer with no tabels indicating the opening date
land their expiration date as follows:

H

- Four cups of milk

|- Two cups of juice

- - One bax of pasteurized cream cheese with 1o
| opening date and an expiration date of 5114119
|- One uniaheled water botlle containing juice that | {
- according 1o the cook belong to one of the
: Kitchen staff

A

At 822 p.m., during an interview, the cock stated
' it food jtems should be labeled with the date and |
! time they were opened.

;
| The facility's infection Control for the Food z
| Service Department policy and procedure dated |

i

| 512006, indicated all opened food shall be labeled |
| and dated.

l
i
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