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F O0h | INITIAL COMMENTS F J00giew Park Convalescent Hospita) makes
. i#s bast efforts to aperate in Tull
The oliowing reflects the findings of the epmpliance with both Federal and State
Caiifornia Department of Public Health during a rpgutations. Mathing Included in this plan
recertification vist. df correction is an adrission otherwise,
Repragenting the Deparirmsni of Public Haalth; frameda Care F:enjzer has submitted m.s
rlan of correction in order to comply with
Its regulatory obligation and does not
walve any objection w the meritor forngd
of allegation contained herein. "?
.. . _ M 3&
Tota) P«:ng%?g@x %0 “The submission of this plan of & gm
Sample Size: 18 : X I s L
r c{errectimn constitutes our atlegpyon e
| Highest scope and severity: E ; fpr compiiance. \ gg ;
F 246 482,15(e){ 1} REASONABLE ACCOMMODATION | F 246! C I
a8 | OF NEEDSPREFERENCES F ; . e
I ! — 0
i et s b vt , ; Ao4g -
A rasident has the right {o reside and reteive a£40
services in the facility with reasonable
accommadations of individual needs and g Corrective Action:
preferences, except when the health or safety of The DON immediately made the nurses aware
fhe individual or gther residents would be I . . s .
endangered, zf the findings and gave 1:1 in service on the
rolicy and procedurs of accommodation of
peds inchide the call light ang hydration
This REQUIREMENT s not metl as evidensed anagemeant.
by,
Baserd on obsarvation, interview, andg racord . Iderdifcation of others
review, the faciity failed to ensure the call bght ,
was within reach Jor 1 of 18 sampled regidents jhe B?w" and the DSD made dend* chacked
{Resident 8). This had the potential fo cause i residernts, 1o ensure compliance.
Hesident 8's needs nof to be mel.
Findings: z
On duily 17, 2011, al 70:30 a.m., Resident 8 was | !
.()(B} DATE

RATORY HRECTOR'S OR PROVIDEH!SQP?LIE%E REPRCEENTATIVEES SIGRATURE
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ehcignny stalement ending wmn asleris?} {*: genctes ¢ deliciency which Ie institulior may be expused from cong vy providing i i determined thal
safaguards provide sufficlent profection o the patents. (See nstrughons.} Except for musiag homes, the findings sigled above are disdosable B0 days
ing the date of survay whether of not g plan of correction is provided, For nursing homes, the above indings and plans of coreclion sre disclogebis 14
foliowing the date these doburments ate made evaiiable fo e faciily. If deficiencies are clted. an approves plan of correction is requisite 1o continued
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F 253
S8l

faciity on Margh 15, 2011, with diagnoses that

gasirostomy ube piaceme {8 fube placed in the

According to an annual Minimum Data Set
{MOS), & stondardized assessmant 0], dated
March 12, 2011, the resilen was moderately
Impaired in cognilion. The resitent was usually

. understood others. The resident was {otaliy ;
degpengent on staff for aclvities of dally inving
{ADL). :

A facdlity poficy Hlied, "Call Lights System”
undated indicated the call light wouid be withins
the resident reach at &l imes.

AB315(hi2) HOUSEREEPING &
MAINTENARNCE BERVICES

The facility must provide housskesping and
mantenance services necessary fo maintain a

obsarved sitting in her whesichair, ber call figit
was nat within her reach. The resident saw the
sinvayor and asked her for assistance with
gelting her water.

O duly 47, 2041, at 10038 a.m, during an
interviaw, the dirsctor of staff develanment stated
Resident 8's call light should have been within
resch of the resident,

A review of Regident &8s Admission Faoe Shest
revasied the resident was re-admitied o the

included cerebrovascular gozident (& stroke) and

stoiviach through the sbdomen fo provids
rutrition;,

able 10 make himss!i undersicod and usually

sanitgry, nrderly, and comforiabie inlerior,

The DSD replaced the bed pans and drinking
slasses that not labeled, the maintenance
supervisor repaired the broken wooden clogkt
foors and changed the window curtains for
oom 114, changed the shower curtain,
epaired the wheeichairs and Geri chair arm
rests, and the grab bar in the hallway

- dentifivation of ofhers
fhe administrator, the DSD, the housekeeping
and maintenance supervisor made round to!

%ali rooms, chacked ail medical equinments, :io
Fmbtem identified. i

H

g;— Measures 1o prevent recurrence: ;
;r?;e administrator gave in service to staff rmi
ﬁnv:mnment and madical equipment mr;iad&s
satety, infection control. The hausekeepmg
sapemsor the maintain supervisor will che(ﬁ:
Lhe medical egquigments and environrment
aily, the DSD and RN supervisor will check
resigents’ personal Rerms and will labe! items$
during daily round if necessary. ﬁdministrz?apr
F 253and DON will randomly check for com;ﬁiancﬁ:‘

|

!
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E 'ﬁzis REQUIREMENT i not met a5 evidanced

Ea&ec’ on abearvalion and interview, the fagiiity's
| housekesping, nursing, ant mairtenance staff
| fefed to ensure Yhe facility was kapt in an orderly
S ant somfortable manner, The facllity falled o
1 bl residents’ persong! used items, Sloset doors
would not slose, curtaing were stained, ralis were
Wwose, and whesichairs and Gad ohairs’ arm rusts
| were cracked and tom whith had the potentia! to

| cause skin tears. Falfure toprovide housekeeping

3 I' #nd maintenancs sefvicss places residents st
' | Hig¥ for Biving in an unkemip! environment andg
' f%%“mg& of low self vatpem,

IE Fodings:

On July 18, 2091, a1 7:30 am,, during the initia!
tour of the facility, the following ware ohgerved:

1. Multiple bed pans and wesh basins in
: vesitlents' bathwooms and o the floor wers
| unlabaied.
2. Drinking glasses in mesldents’ bathiraoms on
* 1 the window sifl,
3. Multiple waodsn clisel doors off the Yeck,

H

bmk&ﬁ fwith splintesed wood) and that woule not

4 Racm 114 window curtaing stained
. § §. The ghower room near Room 135 had a
shower curtain that was stained with what
appsared {c be moid
6. Muflipe wheelehalrs zad Gerl chairs' srm rests
| witre o ard cfacked
7. Multiple areas along the wall in the halwsy hug |
2 rai along the bofton of i wall (blue) that was
taose and pulling away from the wail,

:
i

|
|
|

H

F 253/

- Monitoring performance:
2 admintstrator wilt presant the

eeapitulation of the findings daily for review
nd action as indicated,

Fid

£

8/5/11

L U

- Corrective action wit be completed on

| PEmAED 1mes  a-.3-266-2039 VIEW FaRK S PASE 85726
PRINTED. 08/24/2014
DEPARTRENT OF HEALTH AND HUMAN BERVICES FORM AP?;R%VEEQ%
CENTEHRS FOR MEDICARE § MEDICAID SERVICES _ _ IMB RO, 09380381
STA OF DEFCISNOES (X% PROVIDERISUSPLIEFVOLIA 8 MULTIFLE CONSTRUCTION X H %TESELgerg?
. ARD PLAN [3F CORRETHON JERTIFICATION NUMBER: 5 BULBNG COMPLETE
__ SE50B5 (B wiNa. 071772011
NAME OF PROVIDER OR SUPPLIER ' | SYREET ADDHESS, CITY, STATE, ZIP CUDE
| v o | 3737 DON FRLIPE BRIVE
| VIEW PARK CONY HOSP f L5 ANGELES, s $5008 _
P SUMRARY STATEMENT oF DEFICIENCES T | BROVIDEARE MAN OF CORRECTION e
REPY { (SAOH DEFIENCY MUST BE PRECEDED BY EULL PREFIX | {BACH SORRECTIVE ACTION SHOULD Bk CORPELETION
?m@ 1' W’rw (0] Lsg ICERYIEYING INFURMATION) TAG | m&&-gss&ﬂ:gg?& e m ABDROPRIATE DATR
F 253; Contined From pags 2

FORM DMBIZ567(0248) Praviriz Verskate Qbsolats

Evemnt I3; S84

Fauiity [x GAS75800009

¥ continlation shest Page 3 or 17


http:OM~557(02.u9

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

PRINTED: O8f24/2011
FORM AFPROVED
OMB NO_0838-0361

STATEMENT OF DEFICIENIIES | 001 PROVDERISUPPLIERICLIA
WD PLAK OF CORRECTION | IDEKTFICATION NUMBER

| 555085

1322 MULTIPLE CONBTRUCTION
A. BUILDING

B WING

(X3) DATE SURVEY |
COMPLETED

(HEkELY ik

NAMIE OIF PROVIDER £ SURPLIER
VIEW PARK CONV HOSR

3737 DON FELIPE DRIVE
LOS ANGELES, CA 80068

BTREET ADDRESE, CITY, 8TAYTE, 7IP QODE

{X43
PREFIX
TAG

(BACH DEFICIENCY MUST 38 PRECELED BY FULL
REGULATORY GR LS IDENTIFYING INFORMATION)

SLAMARY BTAYT EMENT OF BEFICIENCIES :

o PROVIDERS FLAN OF GORBECTION

PREFIX
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EEAGH GORRECTEVE AUTION BHOULD 88 COMPLETION

DATE

F 253

G { 483.20(dj, 483.20(k)(1) DEVELOR

Continued From page 2

Gn duly 16, 2011, &l 81 am, Licensed
Vocationat Nurse 1 {LVN 1} scknowledged the
findings found on tour and stated she would ;
inforen the mainteriancefhousekeeping siafl.

On July 17, 2017, at 350 pan, the nousekeeping
surervisol was mades aware of the bose blus
rafls siong the wall and stated be would repair

them,

COMPREHENSVE CARE PLANS

A facility must use the results of the assessment
10 develop, revipw and revise the resident's
comprehensive pian of care.

The farility must develop a compreheansive Care
plan for each residant hat includes measurable
pbiectives and tmetables (¢ meet a resident's
medical, ntrsing, and mental &2 psychosocial
neads that are entified in the comprehansive
assoesgmeant

The care plan must describe the seraces that arg
& be fumished & aliaie or maintain e resident’s
highest practicable physical, mental, and |
psvchosotigh well-being as requirgd under
§483.25; and any sarviges thal would otherwise
be reauired under §483.25 but ares not provitied
due 1o the resident's exercise of rights under
§483.1C, ingluding the right to refuse treadment
under §8483,105{b)4}

This RECIUIREMENT s nit mel as evidencern
by
Baged on ohsarvatian, interview, and record

% review, the facility falled io notify the physician

F 283

F279

%
}:
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i DEFIGIENDYS
F 27¢ | Dontinued From page 4 F27%
and ensure & plan of care was created for a £279

regident, who had & changes in condiion farone
of 18 sampled residents {Resident 113, This had
the potential i cause further decline in the
rasident's cordition.

Findings:

On July 17 2011, at 11 aum,, Resigent 17 was
ohserved lying in her bad complaining L was hot.
A fan was ohserved on Residend 11's bed side
{able that was on,

On July 17, 2011, at 1415 aam., the maintenance
slipervisor checked the room lemperaturs in
Resident 11’5 room. The room lempearsiuis was
73 degreps Fahrenheail

On Juty 18, 2011, at 10:30 2.m., Resident 71 was
abserved ing in bad compizaining it was hot and
the fon was on.

OnJuly 18, 2011, at 10:35 am,, during an
mierview, Resident 11's roommais siated the
room temperature was fine. She stated Resident
11 abways complained about bamyg hot,

On July 18, 2011, &t 1048 s, during an
interview, Registersd Nurge 2 (RN 2} siated
Rasident 11 started complaining of baing hot
approximatety o months age. She siated the
resident would some lime pull her clothes off
whern she was hot and the family brought the fan
to keep the resident cuol RN 7 siated the
physician had not been netfied nor did they nave
7 care plan in place regarding Resident 1178
change of congition,

# Corrective Action:

The MDS coordinator did comprehensive
assessments Tor resident 11, updated the care
pians for compiaint of being hot,

b- Identification of others -
The MDS coordinatoy and the RN supervisor
raviewsd clinical records for all residents, nd

srabiem identified

£ Measwres {0 provent recurrence;

The DON gave in service to the MDS
coordinator and all license nurses on the |
nalicy and procedure of change of oom:titioni
Includes assessments and care plans, the MBS

consuitant will review the resident’s

pssessments and care plans monthiy for 3
month then quarterly, the DON will randomly
raview the clinical records for compliance,

- Monitoring performance:
The M5 coordinator will present the

recapitulation of the findings to the monthly
(34 meeting for review and action as

tadicated-

o- Corrective action wil be completed on
8/5711
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F 278 | Continued From page 5 F 279K 288
- - . . - T
A review of Hesidernt 11's Admission Face Shest, ;
revesled the resident was agmiled o the facility & Corrective Action: ’
on April 17, 2011, with diagnoses thet moludsd " - : .
+ ; n ty
cerebrovascular accident {a shoke), i%h MDS coo é:natt?r did comprehensive !
hyperiension, and gastrostomy twbe placemant (a | pssessments for resident 12. f
tbe placed in the stomach through e abdomen | i i
provide nutribion), }}- identification of others
The MDS coordinator and the RN supervisot
According to an annual Minimem Data Sel }ﬂ Towed MDS )
{MDB), & standardized assessment ool Caled reviewse assessments for ali msademsi
Jung 28, 2074, Rasident 11 was modesgtely afl in compliance. !
impaired In cognilion. The resident was usually !
able to make himself understoad and Lsually k- Meastres Io prevent recurence;
ungerstood oters. The rasident was wlaly : . . ;
dependant on sta¥ for solivities of dally ving fhe D.C}N gave ﬁ‘sem{fe to the MDS
; caordinator on the policy and procedure of
i £ . . e : . . .
A fachity policy fited, "Change of Condilion ™ resident assessments include the admission
undated indiated upon change of amy condiion L . : !
. e nurses woulg do the fellowng Motify the assessments, change of condltion as‘ses.smelnt, |
b physician prompliy, daly assessment, care plan tuarterly assessments, ete, the medical |
| the change. [ record will audit the assessment complation
F 286 [ 483.2D(ch) MAINTAIN 15 MONTHS OF F 286 i !
: " il or gl residents, the MDS consuliant will
35=D | RESIDENT ASSESSMERTS for @ _ ) |
check assessment compietion montidy and

A facility must maintain ali resident assessmants
completed within the previous 48 months in the
ragident's active record,

! This REQUIREMENT s nol met as evidencer
by
Based on intervisw and record review the
tachites nursing stafl faiiod to ensure they

{(MLE} Assessmant for one of 18 sempied
mesidents {121 Falivre to complete an
nifialadmission assessmant places residents at
sk for non assessment and non continuity of

compieted an inHaladmission Minirmum Date Set

i

H

the DON will randomly review for cnmpﬁ&z’ie:e,

?
d- Monitoring performance: J
The DON will present the recapituistion of the

findings to the monthly QA meeting for ;
review and action as indicated. |

o Corrective action will be compieted on
8/5/11

|
f

E
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PREFIX {RACH DEFIGIENCY BUST BE PREGEDED BY FULL i PREFX {EACH CORBECTIVE ACTION BHDULD BE COMPLERON
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i DEFIGIENG Y]
F 286 | Continued From page 8 F 286
CHIE,
Findings:

Onduly 17, 2041, at 1125 pom., during an
irterview, Registersd Nurse 1{RN 1) stated
Kesident 12's admission MDE Assessmant
ghould have been compleisd within 14 days from
adridesion (July 13, 201 1) but becsuse of the new
3.0 syslem, her other job responsibiliies and the
jarge volume of MDS assessmants hat nesded
{0 be completeq, she was unable fo compiate i

O Hime,

A review of Resident 12's Admission Record
indicated she was admilted o ihe facility on June
129, 2011

|

A review of Resident 12's Medical Recorgs
indicated no written gocumentation that an
inffatfadmission MDE Assessment was
compiated. The rasident was admilted o the

facllity on Juns 28, 2011, ar intialadmission
MDS should have been compieted by July 13,
2011,

A facility policy filed, “Assessmeni of Residents”
undated indicated the Minimum Datls Set shall be
somplete for each resident regardiess of payer
status in fagiidies cerified by the
Medicare/Medicaid programs. The initial
assessmant is {o be complste within 14 days after
adrission.

F 315§ 482.25{d) NO CATHETER, PREVENT UT], £315
atan | RESTORE BLADDER

Rased on the residents comprehensive
aesasament, the facilty must ensure that g

FZvent (D JADE 1Y Facilily {3 CAZHGEC00

¥ continuatien sheet Page 7 of 17
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resident who enters the facilty without an
inawsliing catheter i not catheterizad unless the ¢
resident's clinical condition cemanstrates thal
cathaterization was nesessary, ardl a résidant
whiz is incontinent of bladder eeeives appropriste
traatment and services o praven! urnary tragt
wfections and o resiors as much normal bladder
furction as nossibia,

Thic REQUIREMENT 15 naf met as evidenced
by
Based gn observation, intervisw, and resord
reviow, the facliy's nursing stalf falled fo ensure
| two of 18 sempled residents {8, 8}, who nad an

s Indwetiing Urinary catheters, hat the inlake and
Coutpu {1&0) monitored Bnd pvaiuated anglor had
L inptr drainsge bag placed in the corent position,

" below the bladder  Failure to cbtain, calouiate
land evaluate the 180 anc fo place & residents
incwsliing urinal catheter balow the residents
bladder places residents unrecognized Winary
probierms, infactions ard dehydration,

:

Findings:

2 On auly 16-17, 2011, Resident 3 was observed
with an indwelling urinary cathieter Banging o the
side of the bedd, OnJuly 16, 2011, al 358 pom
the catheter was noled with Clear urine ang
sediments.

On July 17, 2011, at 230 p.m,, during an |
inierview mnd after reviewing Resigent 3's i
medical recorls, Licensed Vocational Nurge 1 i
{LVN 13 stated she remembered completing the
resident’s 1&0 but could notfing the _
! documentation, [

H
H

Carrective Action:

e BN supervisor did comprehensive
assessments for resident 3, 8, updated the
iéﬁarmatét}ﬁ with the MD, and initisted the
intake and ouiput for hoth residents for 30

ays

i

3! entification of others :
he RN sugervisor reviewad the residents

vE;hQ are on intake and ouiput monitoring, E
and all %0 monitoring records are tomplete;

a‘l~ Wieaswres B preven: recurrence:
D50 gave in-service ta CNLA's on proper :
ﬁositianing of the drainage bag, DON gave in;
ggervice 16 ficensed nursas on the policy and
srocadure of 180 record includes the
alculation and evaluation. Miedical Records
Dirsctor will audit the 1&0 monitering record
:tor&h!s,{, the 8N supervisor witl check the
cord monthly argd the DON will randomly |
review for compietion,
|

H
:
i
!

d- Monitoring performarice: |
The DON will present the recapitulation of ti‘}f&

?férzdings 1o the monthly QA meeting for .

review and action as indicated. '

é Corrective action will be completed on

Eded gl

if coniinuation shes! Bage 8 af 17
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! no writen doowmentalion thal 1&0s had been

A reaview of Resident 3's Admission Records
fndicatad she was admitled o the Facility on June
46, 2811, }

Fhysisian's Orders, dated Jure 17, 2011,
incicated Residant 5 was to have an inowaliing
urinary catheler (o bed side diainage.

A revigyy of Resident 3's Medical Record :
| {multidiscipiinary progress record, assessments,
Pmedication assessment record [MAR]) indicatad

P aptained and monitored.

i

Il

+ A facility policy titted, "Fluid intake and Ouput”

undated indicated fluid mtake and outpul will be
recorded on gl esidents with an mdweling i
catheter, Dally intake and output will be recorged |
for 2 minimum of 30 days, Al e compietion of
the 30-day peripd a licensed nurse will svaluate
the patient to deterrnine further need for
docurnentation of inlake and oulipt The |
evaluation will be recorded on fhe intake and

sulpul assessment form, The completed inlaks
and output assessment form will be mainteined in |
the patient's reedical record,

b. O July $7, 2011 &t 11 05 =i, Residerst 8
wak ghserved ing in bed with an indweling
urinary catheter affached o the sed frame. There
was ufine ohsarved in the dralhage wbing. When
Certitied Nursmg Assiatant 2 {CNA 2} wat
shserved changing the resident's digper, she
placed the indwelling catheter Bag, with iting in 1
the dralnage fubing in ihe resident's bed causing
e wine (o bask up inte the badder, The cerfified

nursing sssistant ief the drainage Bag in the bed

t
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Fath

E 337,
H5=E

‘ catheier and drainage bag in {he bed,

' RATES OF 5% OR MORE

- medicabon errof rates of five perpers or greater,

Continued From page 9
until she finishad changing the resident's diaper,

A review 0f the resident's sdmission record
disclosed Resident & was reagmilied fo the
facllity on June 24, 2014, with & diagnosas that
inchuied dysphagis difficully swallowing and
cerebrovassulay aocident {stroke).

The Minimiim Data Set, an easesament and care |
goreening tool, dated July &, 207 1 indicaiad the
resident's cognition was seversly impaired and
was totally dependent on siaff ¢y her care needs.
Tha resident had ar indwelling catheler and was
intontnent of howsls,

Wher interviewed on July 17, 2011 at 12:30 o,
GhA 2 stalied she should no? plase the indweiling

483 28{rmM 1) FREE OF MERICATION ERROR

The facility traust ensure that it is free of

This REQUIREMENT 1 not met a6 gvidencad
by:
Based on abservabion, interviaw, and record
review, the facility's nursing sisff failed to ensurs
they had a medication error rate no greater than
five parsent (%), On July 1817, 2017,
tedication pass observelions were condusiad in
ifree ficensed vocational purses {LVR), 47
apporiunities for error were observed with eighi
errors, vielding a medication enor rate of 17%.

Findings:

o
PREFIX | {EAGH DORRESTIVE ATTION SHOULD BE ! QOMPLETIGH
TAE  ? CRUES-REFERENCED 14 THE APPROPRIATE OATE
i DEFILIENCY}
F 315
|
! §
! ;
F a3z :
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F 3321 Continuad From page 16 F ggp@-borrective Action:
he BON made the licensed nurses aware of
a8 OnJuly 17, 2011, 8t 825 am., LVN 1 was he findings and gave 1.1 inservice on the
chserved administering medication to Resident - " :
12. Resident {2 received all medications oiic‘y ?nd p ,dum of mez%zcatmn N
reduce the risk of siroke in peopis who have had g lic»sage, right time, etc.
hicod olots} 25-208 milligrams (M) (s rediwiie
capsule], which was gpened and the contents of *:»k!emﬁcaﬁzm of athars -,
the capsule was crushed and mixed with :
appiesauce. Following the medication pass the he DON and RN supervisor observed
medicalions administered {o the resident were edication adminisiration on all shifts to
reconciled againgt the physician's grders. énsure all compliance.
On July 17, 2041, at 3120 p.m, duwring an
interview, LYN 1 stated the resident couid not p Measures To prevent recurrence: i
swaliow the capsule and there was no other form | TFhe DON gave in service to licensed nurses u[m
of the medication that could be substiiuted. She th& solicy and procadure of medication
acknowledged she had not contacted the :
resident’s physician in order to obtain an | administration includes the right patient, nght
amended arder. dosage, and right time. Also, add the list of do
— Ordars. dated June 29, 2641 ot crisshied medications In the MAR. The
] ‘s {3 ! % , 2611, .
nysician's rders, da vne pharmacy consultant will follow medication

indicated Resident 12 was fo recsive Aggrenox

200728 mg o timas daily for deep vein administration procedure monthiy for &

thrombosis {& condition in which a blood ¢lot month then as indicated, the DON will
{fhromibus} forms n one or more of the deep dorml the medicati
veing in the body, usually in the legs) prophylaxis. randomly observe the medication
: adreinistration for comphance. in addition,
ﬁfg{;ﬁngﬁ;gzz‘%egf;cmiig?g;ag:é) ook 3 licenses nurses will parform a 3-way audit
G ! SL0 ; ;
J hen they do their weekly summary that wli

Monitoring Guigelines, 12th Edition, 2007, p.
126-127; Aspitin and Dipyridamoie (Agirenox)
Antiglatelet Agant

Administzation: Capsiie stould be swaliowed
whele, do not orush or Chew

Patient Information; Swallow capsuie whole 1

onsist of checking the doctor’s order,
madication sheet and the medication.

- without chewing or crushing

i ' Event 10y JEEH$ Faciiy #¥ GAITHHH0ED i continuation shept Page 11 of 17
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F 332 | Continued From page 11

A faclity Do Not Crosh Medication List, dated ;
Jangary 31, 2008, indicated AggrenoX was a siow
release madication and should net be crushed.

b OnJuly 18, 2071 at12:10 am., dusing the
madication pass observalion, LVN 2 was
abserved adminisiering multivitarvins with
miserals to Resident &.

LN 2 crushed Diovan 820 miiligrams (g} mixed
with waler, and powred the medication into the
gastrostomy tube (GT, a tube surgically placed
through the abdomingl wall dirgclly to the
stamach), The powdared medication did not
complately dissolve, balf of the madication was
2ftin the medication cup, and the medication ‘
nurse poted water in the madication Cup with the §
powdered medicine. The narse picked up the '
medination cup, the cup fell out of her hands and
spifled o the floor, therefore the resigent did nos

get all of her medication,

A review of the physician’s orgers, dated July 18,
2011, disciosed the following arders; :

1. Muttivitarnins § mi fiquid by gastrostomy tube
dally. However, muftivitamins with mingrais was

gives,
2. Diovan 320 mg by gastrosiomy twbe.
3. Zme suifate 220 mg by 5T dally for 8 weeks for

wound healing. LVN 2 falled to administer zine
sulfate 224 my as orderad by the physician,

On July 16, 2011 at 3 p.m., during a chinical |
record review, there was no documaentation tha
LVN 2 reporied (o the physician that Resident 8

F 332 .
- Monsitoring performarnce: trl
]

¥ha DSD will present the recapitulation of
indings to the monthly (A meeting for
review and action as indicated. Competancy
nerformante check will be done every month
for the next § months and guarterly
;{?zereafte{ for 1 year, then yearly,

8- Corrective gction wil be completed on
9/5/1%

34 TME.JS87{02-98) Prevdous Versians Obsoiels Evary D) JEDKTT
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dlied 50t recaive all her Diovan dose during the
ragdicstion pass,

Orn July 17, 20341 at 4 p.m,, during an intorview
LVN 2 had & biank stare whes guestioned about
the medication errors.

e O duly 17, 2071 8t 830 am,, during the
reedication pass obeervation for Resident 7, LVN
2 gave the foliowing mesdivations: Actes 16 my
by mouth, muiiiviaming ong tabist by mouth, and
Miralax one saspoon by mouth,

A review of the physician orders, daled Aprdl 28,
12077, reveaied orders for the following |
- medications: '

1. Actos 18 myg by mouth daily with meals.
2. Muliivitaming with minerais 1 fablet by mowth |
daily.
3. Ability 10 g laldet by mouth daity for i
psychosis. LVN 2 fgliad i administer tha Abilify |
10 mg as ordered by the physician,

There was g physician’s order, dated May 18,
2011, for Mirgaax 1 tablespoon by mouth thres
times 2 day for canstipation.

Yhen inlerviewed on July 17,2011 at 2 p.m.,
LYN 2 did nat have a response to the medication
BTG,

F 3711 483,38 FOOD PROCURE, 371
85=E | STOREAPREPAREISERVE - BANITARY

The facility mus! - -f
{13 Procure fopd from sources approved of i
considered satisfactory by Federal, State or locad
authorities; and

Fvart {3 JSDKR1Y Fasilily [0 CABPONOO00R ¥ continuatior sheet Page 12 ¢f 17
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s e et e oot et
The Dietary Suparvisor immediately mad
¢ digtary staff aware of the findings
Ipi&ced alf food that wers not labeled,
eiénzﬁ replaced all drinks that were not

Ll

This REQUIREMENT s nof me! as evidenced

by tored in the right Yemperature, and

Based on observation and interview, the facility N

falled to snsure digtary staff wore gloves and hair hecked food expiration da‘te: The
dministrator gave 1:1 in service on food

nets during the prepargtion of food: they faliad 1o
ensure food placed In the refrigerator was
igheled, they falied o ensure ey were able i : .
vartfy expirafion dates of canned food ftems ; sroper use of gloves and hairnet.
siored i the pandry, they falled Is ensure drinks ! -
were within 2 safe femperature rangs; and they g&«fggntiﬁggi' inn of oihers:,

faiizd to ensure residents receved an appropriae Thc administrator and the diztary

|
portinh of meal with thelr meals. These praclices |
; ﬁuperwscr ohserved the food pre;zaratiarz

preparation and infection controf includes
I

f

had the sotential to cause food bomne finesses,

hiunger and weight se. é;hecked food storage, no probiem

Findings: igdentiﬁed;

On July 16, 2011, at 7 a.m., during the inifial four | é_Mwwfes to prevent recurence:

of the kitohen the following were observed: Jma Dietary Supesvisor gave in service ta

1. Btafls 1 and 2 were observed preparing food the dietary staff on the dietary manual

and were nof wearing gloves or hair net ncludes the food preparation, storage, i
temperature, proper use of glove and hdir

2. A bow! of apple sauce was onserved in the
relrigerator without & date. ? net, labeling, etc. The dietary supervisor

will check food storage, meal preparation
aily, the registered dietitian will check

1. 8ix cans of gold-n-sweet pan release and two the kitchen and observe food preparati
cans of Heinz condensed 1omato soup was monthly, the administrator and registered

m& BrsyTLant will Y?%ﬁ ﬁ@%ﬁage 4ot 17

for cmm;}ﬁanc&,

On July 17, 2011 at 11:30 a.m., the foliowing was
ghserved:

M OIS 256H02-29; Previous Vetsions Cisoltle Evgnl 1D, 285K
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stored on the shelf without expiration dales. The
istaty suparvisar was unabie to vertfy when the

niahs expired, J Monitoring performance:

ha Dietary Supervisor will prasent the

Cn July 17, 2017, at 1945 .., during an | N .
interview, the distary supervisor &taieagﬁ‘ne staft recapituiation of the findings to the monthiy
should waar gloves and hair nets. She stated the A meeting for review and action as
appiesaice should have besn labeled and che ydicated.

should have been abie i verly wher the canned

gooeds expires, d-
i
On Jduly 18, 2011, at approximately 1245 pin,, | !
the temperatures of the milk end juice were
tested; they were on the last trays served 1o the r
{regidants. The temperatures of the milic and juice
P were 65 degrees Fahrenhat, f
F

Corrective action will be completsd on
945711

;E Oy Jduly 18, 2019, at 12:50 pon., during an
Limgrview, the distary supenvisor siatad e i
iemgerature of the milk and juise showld have : !
bgen 41 degraes Fahrenhslt or balow. [ ; i

A review of an undated facility policy Hited "Dally i
Food Temperature Control” indicated colt! fouds r
shali be less than 41 degrees Fahrenhst, : "

L duby 18, 2019, gt 1218 pm., during a tay lne
ckservation (iunch), & distary stafl was observed
measuring, picking up footl and piacing iton the
residents’ trays using tongs {2 gtarsil use to pick
up food). The fongs were used for the first two
carts hefore the dietary staff was told by the
disfary suparvisor i Use 8 sooDp.

On July 18, 2011, at 12225 p.m., during an
interview, the distary supervisor siated the stafl
: mamber should have used the scoop for all the
fray e,

Fpofity D CAS7D000008 i confinuption sheet Page 15 of 17
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a5eb | RECORDS-COMPLETE/ACCURATEACCESSIB

LE

& Corrective Action:
& DON compieted the consent after
. C updated t Seft g ti ith th
The fatilty must maintain sisicat records on each) J?da e ’he fxfn ent information &'v F the
resident in accordance with accepied professional pitzmary physician and the responsibie party
for residenti. 3, and 12

stangards and practices that sre complote;
acourately documeniad, readily accessitle; and |

systematically organized. |: hi.ldentificaiion of others:,
The cinicel record musl confain suffinient ,I The MDS coordinatot and the BN Sngf\ﬁsor
inforrtation to identify the resilent; o record of the | rbviewsd the consents for all residents, all sTj

resident's assessments; the plan of care and
genvices providead; the results of any
=15 ving cunguzt e
g:;iagg;g; s;;gfmng anducted by the State; ¢} Measwres t prevent recurence:
! The DON gave n service to licensed nurses on

the poticy and procedure of the infarmed
consent, the medical record will sudit the

Hased on inferview and record review, th corapletion of informed consent for all ;
fﬁ;}C?”W‘S ﬁfws;}? siaff ggiled o zezsureﬁcorlser;mz \ residents monthly for 3 month then quarteriy,
obtained for fhwee of 18 sampled regidents {1, 3, | e .
and 12) were comiplete. Failure fo complets NMADS coordinator and BN supervisor will

rpview the informed consent guarterly and

consenis places the facility out of compiiance with
e informed consent requirements. t}me DON will randomly check for compliance

jﬂmamgzlianca‘

This REQUIREMENT i aot met as avidenocad
fy

i
H

Findings:
On July 17, 2011, &t 1:20 p.m., during an " wiliguresent the |
nterview, the director of nursing {DON) stated | mdsngs 1o the mamhiy

carsents should be fully compisted with the

Cap £ {4
ﬂlA meeting for review and action as

mmsponsible party ngwned, who gave consent and
 the ph ;ssczan s signature and date they signed. | ipdlcateé

| a. A review of Resident 1's medical records ] !

ndicaied consents for bilateral side rafis, dated - Corrective action will be completed on

Novemnper 28, 2010; a lap bugdy across the /5011

wheelchair for safety from: felis and injunes, dated
f February 1, 2011, Haldol 0.6 mifligrams (mg) &t
i ¢

Eypat 100 JRDK Y Eacillly 10 CAZ70000803 i continualion sheet Pags 36 of 17
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bed Hime for screaming and yslling ¢ut, dated
November 29, Z010; and Ambien 10 my @ bed
time for inability 16 sieep ali night, dated

November 28, 201G, Thne tonsents were missing
dates the physician signed. the name of the
regponsibie parly who gave the Gonsent for the
physical or chernical rastraint andfor confirmation |
of how the physician obtained the authorizatian,

b. A review of Resident 3's medical records
inginated consents for bilweral sive rails o :
prevent flidnjry from bed and up on Geri chayr |
for proper body alignment both dated June 17, |
2011, The consents were missing dates the
physician signed, andior how fie consent wag |
obtained by the physician. :

1

;l . A review of Resident 12's medical records

| indicated a consent for Desvrel 12.8 g 8t bad
fime 8¢ needed for insomnia, dated June 30,
2011, The consen! was signed by the physician
witno a date.

|

H

:

b o s

$
!
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