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Sunnyview POCINITIAL COMMENTS FOOD F 000 
Disclaim.,.: 
The signing of this plan ofThe following reflects the findings of the 
corrections is nat an admission orDepartment of Public Health during a 
agreement by this _omen! ofRecertificatioo survey. 
deficiencies and plan ofcorrection. 

Representing the Department of Public Health: In fact, this plan ofcorrection is 
submitted ••elusively to comply 

10207, RN, HFEN with stJrte and federal law. The plan 
25997, RN, HFEN ofcorrection serves as an allegation 

ofcompliance.Total Population: 93 
Sample Size: 18 

Highest Scope and SeYerill' F 
F153F253 483,15(h)(2) HOUSEKEEPING & F253 

MAINTENANCE SERVICES 
1-30,13 

S6=E 
Immediate Corrective-Action: 

The faciJity must provide housekeeping and 
maintenance services necessary to maintain a Immediateiy upon notification on 
sanitary, orderly, and comfortable interioL 111 0113 the Maintenance Supervisor 

on:Iered item, to repelr specified 
items. The Maintenance Supervisor This REQUIREMENT is not met as evidenced 


by: 
 insWled a weather strip on 1-22-13 
Based on observation and interview, the to repair gap between exit doors, 

housekeeping and maintenance staff failed to installed new window ai11s 
ensure that residents' rooms and common areas on1130/13 :to replace cracked and 
were maintained in a sanitary and orderly manner rusted window sills in specified
by having rooms With window sills and screens !n rooms, installed now window screen 
disrepair, Boiled privacy curtaIn, soiled floors and 

frames on 1/30113 to repair bont gaps between the double exit dOOfS. Equtpment 
window screen frame in specifiedand common areas no~ maintained clean and in 
rooms and installed new window ongood repaIr may create an unsafe and 


uncomfortable environmenl that may lead 10 
 1130/13 to. replace cracked window 
injury, and attract pests due to unsanitary in specified room. Upon notification 
conditions. . the privacy curtain in specified 

rooms were removed, washed and 
Findings: 

• ____• __11___• ·_11·, , 	 • - II:..A6Qf'lAlOf':Y OIRecrOR s O~ ~REsaJ.ATM:'S SIGNATURE 	 Tm.E 

aw/teL 	 ~_ J:M/fNlS~~_!!--:-_--:c_::,:L~-/5-c.::/"-'_
II 

Any deficiency s1aterront ending wIth an asterisk n denotes a deficiency Which the los~itution may be excilSOO from correcting providIng II !!t determlned that 
other safeguards provide $ufficll'mt pro\ectlon Ie \he patten:!;, (See lnstwctiot'$.) Except for nursing homet., the findlngz $Iated above lire disclosabk: 90 days 
following the date ef SUlVey whether Of not 11 plan of correction 1s provided rOf nU'sing hOme!;, lhe abOve (hl1il'l95 and plans 01 Cl)rrecUon are disclosable 14 
days followi~g the dale these do::ume(rt$ are made available \0 the fac:!ity. If del1~endes ate cited, Eil approved plan of correctiol'l)5 requisite \0 continued 
program pa<ticipaUon. 
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replaced with clean privacy curtains, 
F 253 Continued From page 1 F 253 floor was mopped in specified areas 

to remove stains and debris from 
A On January 10, 2013 from 8;00 a.m. to 10;00 
a,m" durlng a general observation touf, the 
surveyor, in the presence of maintenance staff, 
observed the follOWing deficiencies with the 

specified resident room floors, 
bedside tables were cleared and 
cleaned:in specified rooms, stains on 

physical environment batbroom wall in specified room 
was cleaned. and trash can was 

1, There was a 1/2..jnch vertical gap between the emptied in specified room. 
exit doors located by me smoking area. 

Ideutillcation or _ at risk: 
2. The window sills in Rooms 27 and 28 were 
cracked, rusted, had sharp edges, and had Upon identillcation on 1/10113, 
chipping paint visual assessments were completed 

on all resid<>nt room. to identilY 
3. The windOW" screen frames to Rooms 27 and 
28 were bent and not properiy Installed in the 
window frame. 

needed repair ofwindow Ollis, bent 
window screen frames and cracked 
windows. A mon1hly CQJ 

4. The privacy curtaln to Bed 2BA was soiled and housekeeping and mainterumoe 
stainecC ohmli" will be implemented ., 

identify repairs, This will be 
5. The window was cracked in Room 28 completed by the Maintenance and 

Housekeeper Supervisor. 
During an interview with maintenance and Visual observations by the 
housekeeping staff at the time of the observation, 
they indicated they were unaware of the problems 
but would clean and repair the areas of concern. 

Housekeeping Supervisor were also 
completed on aU f;;;sident rooms to 
identify soiled privacy ourtains, 

B. During the initial tour and during general stains on floors, over flowing trash 
observations of the facillty on January 6, 2013 cans, debris on bedside tables. and 
between Ba.m., to 11:45 a.m" the surveyor noted stains on bathroom wans. 
the following: 

1. Room 35~ privacy curtains had brown and grey 
stains and dark sticky stains on floor. two trash 
cans Qvertlmving. 
2. Room 32~ dark sticky stains on floor, food 

~.~~=,d~e=bri~·s~o~n~b_ed~S~id~~_m~b~I~~a_nd ll_o_or_.--~.c=~~'----~~:~~~~~------~~~~~~l=-~ 
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F 253 Continued From page 2 
3, Room 31~ food debris on bedside tables and 
floor. 
4, Room 26~brown and grey stains on privacy 
curtains, dark grey stains on floor, brown stains 
on bathroom walls and ffoors. 
5. Room 26~ large sticky purple stain on floor. 
Trash can overflowing. 

On January 8, 2013 at 9: 1 0 a.m., Resident 2 
apollgized to the surveyor, In the company of LN 
30, for her floor being dirty, 

Review of the facility's "Daily Cleaning CheckHsr', 
indicated between 6 am to 11 a,m. the trash cans 
In the resident rooms would be emptied, the 
resident bathroom walls, slnk, and toilets would 
be cleaned, resident room table tops cleaned and 
the resident room floors would be cleaned, 

On January H, 2013 at 11:10 a.m, Resident 2's 
floor was noted to still have the large sticky purple 
stain. 

Review of the November28, 2012 Resident 
CouncJl Meeting minutes indicated residents 
attending the meeting requested t.~e 
housekeeping staff dean the bathroom floors. 

F253 Process to Prevent Recurrence: 

An in-service w&; given on 2113/13 
to bousekeeping stall'by the 
Housekeeping Supervisor. Weekly 
rounds will be conduoted by the 
Housekeeper SuperviSQf to ensure 
all resident rooms are free of soiled 
privacy curtains, stained floors, 
overflowing trash cans, debris 00 

bedside table and stains on 
bathroom walls, 

MmIitoring P......... 

The process will be monitored by 
the Admini_ and 
Housekeeping Supervisor by 
conducting visual ohecks and using 
CQl checklist of all areas on a 
monthly basis, Findings wilt be 
reported to the Quality Assurance 
Committee monthly for review and 
further action as needed 

On January 15, 2013 at 3:5{) p.m., the 
Housekeeping Supervisor stated the dirty floors, 
food debris, and dirty bedside tables were left 
from the night before. In addition, the supervisor 
stated the facility wouid be implementing 
something where the resident rooms were 
cleaned more regulartj, 

Review of the facllJty's undated Housekeeping ISupervisor job description indicated he would 
I I , 

, 
~, 

Fad!lty 10. CA970000u17 If continuation Slleet Page 3: 011$ 
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f253 Continued From page 3 F 253 

oversee and supervise aU aspects of the 

housekeeping service for the faC/llty. 


F258 1-8-13F 258 483.15(h)(7) MAINTENANCE OF F258 
COMFORTABLE SOUND LEVELSS8:::::!:: 

Immediate Corrective Aeiiom 
The facility must provide for the maIntenance of 

comfortable sound levels, 
 Upon identUication on 118113. the 

maintenance supervisor received the 
proper wheels and immedi...ly 
insIlilled them on the barre]S.ThIs REQUIREMENT is not metaa evidenced 


by: 

Identification of othel"l at risk: OnBased on observation, interview and record 


review the facility failed to maintain comfortable 

noise levels for six of ten residents attending the 
 118113. the MainJenance Supervisor 
group meeting. This deficient practice had the evaluated allbarrels and .-by
potential of impairlng resklent sleep patterns, . using visual checks throughout the 
ability to concentrate, and SOCialization 'With other ! facility to identifY ifno).,y wheels
residents. needed lD be replaced. The 

Maintenanco Supervisor will oddFindings: 
visual observation ofbarrels to the 

. monthly environmental checklist toDuring the initial tour on January B, 2013 at 8 

a,m., licensed Nurse (LN 30) had to stop talking 
 ensure compliance. 
five times due to the excessively loud noise made 

when the staff rolled laundry and trash barrels. 


Proeeas to Prevent Reeurren~ 
On January 8, 2013 at 10:1 0 a,m., when the 

Maintenance Supervisor (MS) was asked why the 
 An In-service was conducted oncarts made so much noise, he showed the 

2113113 to tlle Maintenance surveyor a copy of an Invoice dated Nc.wemoor 
Supervisor by the Administrator2012, and stated he was waiting for an order of 


wheels to replace the very loud v.1iee!& The MS 
 :regarding identifying items within 
showed the surveyor a cart with new wheels that the facility that may ~ the 
rolled silently, When asked why the faclllty had comfortable sounrllevels within the 
not yet received the wheels, the MS stated the facility. 

I person that was supposed to deliver the wheelsI 
L 

Iwas on vacation. i , I. 
EvenllO:JeJUti Fdly In CAW0000017 If COl'llinuaUol) sheet Page 1\ of 13 
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F 258 Continued From page 4 

Review of the facility's Maintenance Supervisor 
Job Description indicated he would have the 
ability to apply commonsense understanding to 
carry out instructions and the ability to deal with 
maintenace problems in the faCility. 

On January 8, 2013 at 1:40 p.m., the MS stated 
he had picked up the whee$s and wouk:l start 
changing the cart wheels to the quieter wheels. 

On January 10, 2013 at 1:30 p_m" eight of the ten 
residents attending the group meeting 
comp!alhed about the nOise of the carts being 
wheeled throughout the facility day and night Six 
of the ten resic:kmts stated they had been 
awakened dUling the night by the sound of the 
carts being pushed by the facility .laf!. 

Review of the facUlty's undated "Comfortable 
Sound Levels" policy indicated the facility would 
provide comfortable sound levels to' ensure the 
residents were able to concentrate, ensure sound 
levels 'lNere kept at a comfortable level during the 
evenings and nights. and the sound levels would 
be maintained at a comfortable {evel for resident's 
with dementia {loss of brain function affecting 
memory, thinking and behavior), 

On January 15, 2013 at 2:30 p.m., the MS gave 
the surveyor a copy of the receipt for the wheels 
he had purchased, and stated he would be 
changing the wheels on all of the carts. 

On January 15, 2013 at 3;10 p.m" two residents 
from the group meetiClg stated they had noticed 
the carts dld not wake them up anymore, 

F441 483.85 INFECTION CONTROL, PREVENT 

10 PROVIDER'S PlAN OF CORRECTION ,
PREFIX I' \EACt-I CORRECTIve ACTION SHOULD BE ICOMPtEnON 

TAG CROSS-REFl:RENCED TO THE APPROPRIATE DATE 
DEFIClENCy/ 

F 258 Monitoring l'roceos: 

The process will be monitored by 
the Mai:ntenance Supervisor by 
conducting visualehecks ofall 
facility areas on • monthly basi•. 
Findings will be reported In the 
Quality Assurnnce Committee 
ll10nthly for review and furlh ... 
action as needed. 

F 441 
.~_.--L__________-1--~~~~._._._._______,_.L-_::_:c:'1 
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1-22-13 .S8-0 SPREAD, LINENS 
Immediate OtJTeetive Action: 

Tije facility must establish and maintaIn an 

Infection Control Program designed to provide.a 
 Upon no_ion on 1-14-13. the 
safe, sanitary and comtortabte environment and Director ofNursing Services and the 
to help prevent the developtnent and transmission Admin_nlpOI1»d the 

of disease and Infection. 
 symptomatic residents to the 

Deportment ofPublic Health, Acute
(aJ Infection Control Program Communicable Disease Control The facility must establish an Infection Control 

Public Health Nurse visited fsciJi1yProgram under which it ~ 
on 1122113 to ensure the facility was (1) investigates, controls, and prevents infections 


in the facility; 
 in compliance. 'The Director of 
(2) Decides what procedures, such as isolation, Nursing Services submitted 
should be applied to an iruJrvidua! resident; and supporting documents to the 
(3) Maintains a record of incidents and corrective Department of Public Health as 
actlons related to infections. requeste<l The Director ofN,""lug 

Services revised the policy and 
(b) Preventing Spread of Infection procedure fQl' jnfection control (1} When the Infection Control Program 

program related to surveiUance anddetermines that a resident needs isolation to 
tracking.prevent the spread of infection, the facility must 


Isolate lhe resident. 
 IdentiucatioJl of Otben at Risk 
(2} The facility must prohibit employees wrth a 
communicable drsease or infected skin leSlOns. A monthly decubitus! skin ulcer 
from direct contact with residents or their food, if OOItlmittee will be implemented by 
direct contact will transmit the disease. the Director ofNursing Services and (3) The facility must requIre staff to wash their Treatment Nurse to review all bodyhands after each direct resident contact for which 

checks and skin assessments andhand washing is indicated by accepted 

professional practice, 
 will evaluate on a monthly basis. 

The Director o:fNuTsing Services,. 
(c) Linens Charge Nurses and Treat:Jnent Nurse 
Personnel must handie, store process and will be resp()fISible for evaluating 
transport linens so as to prevent the spread of i ood assessing current residents for 
infection. I 

I 
____ ____ ____Li __L_.._~~__~ ~~ 
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F 441 Continued From page 6 

This REQUIREMENT [5 not met as evidenced 
by: 
Based on observation, interview and record 

F441 
signs and symptoms of..abies suclI 
as rashes and akin itching. A wound 
care consultant will conduct weekly 
assessments and observations will 
be done on a monthly basis. 

revtew the facllIty farled to implement an infection 
control program that Included surveiUance, 
tracking and reporting for 2 of 18 sampled 
residents (12, 15). Residents 12 and 15 were 
symptomatic of, and treated for scabIes (an 
infestation of human skin by a microscopic itch 
mite that burrows under the top layer of skin 
where it Uves and lays eggs} within a two week 
time period. The facilities failure to implement an 
infection control program that included reporting 
to the appropriate agencies, placed other 
resIdents at risk for developing the infection. 

Procesl'i to Prevent Reeun'CllC:c: 

The Director ofNursing Services, 
Charge Nun;es and Treatment 
Nurses will reviev.r resident's 
weekly skin report, analyze trends 
and provide appropriatl> 
interventions as needed. In-service 
was provided by Th. Director of 
Nurning Services on 2-14-13 to staff 

Findings; 

1a, During the initial tour on January 8, 2013 at a 
a.m., Resident 12 was Identified as being on 
isolation fur a positive scabies skin scraping. 

Review of Resident 12's Admlsskm and 
Discharge Summary indicated he was admitted to 
the facility on October 3, 2011, with diagnoses 
that included hypertension (high blood pressure). 
Huntington's Chorea (a genetic disease 
characterised by abnormal movement and 
reflexes of the extremities and loss of brain 
function), and diabetes mellitus (elevated blood 
sugar levers). 

Review of Resident 12'& minimum data set (MDS) 
a comprehensive assessment tool, dated January 
2, 2013, indicated he was mildly cognitively mildly 

regarding scabies pnwention and 
cOntrol 

Monituring Process! 

The Administrator, Director of 
Nursing Services and Treatment 
Nurse will attend the monthly 
decubitus! skin ulcer committee 
meeting Illld the findings will be 
presented to tbe monthly Quality 
Assessment and Quality Assurance 
Committee for review and follow 
up. 

impaired, and required extensive assistance with I
i, 

I 
bathing, eating, and personal hygiene. i 

.-­ I .~ 
fivenllD;J9JUl1 Fae~r.y 10: CA97::t1)OOO17 
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R:eviewofResident 12'8 Dermatology Consults 

indicated he had a positive skin scraping for 

scabies on January 4, 2012, for which he was 

placed on 24 hour Isolation, and medtcated with 

ehmlte cream (a cream applied to the skin to treat 

scabies Infestation) and tvermectin (an oral 

medication admjnistered to treat scabies). 


1b. Review of Resident 15'5 Admission and 

Discharge Summary indicated she was admitted 

to the facility on December 19, 2012 with 

diagnoses that included schizophrenia (mental 

Illness characterized by breakdown of thought 

processes and poor emotional responses), 

hypertension, and hypertipedemia (elevated bjoocJ 

lipid levels), 


Review of ReSident 15's MDS dated December 

31,2012., Indicated she was intact cognltiveiy, 

at»e to understand and make herself understood. 

Further review of the MDS Indicated the resident 

required one person physical assistance with 

persona! hygiene. 


Review of a Dermatology Consult dated 
December 26, 2012, indicated R_ent 15 had 
Itching and a rash, was placed on isoiation, and 
treated with eiimite cream and lvermectin for 
scabies on December 20, 2012. The 
Dermatology Consult Included an order for the 
resident to receIve a second, foJlow-up treatment 
with eHmlte on December 27, 2012. 

On January 14, 2013 at 2:45 p.m" the director of 

nurses {DON) stated it was the facility's policy to 

report a scabies outbreak to the Department of 


I 
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two or more residents have positIve skin 
scrapings. 

Review of the facility's undated "Policy and 
Procedure: SCables~, indicated the facility would 
report to Licensing and Certification and the local 
Public Health Nurse any two or more persons 
diagnosed with scabies and circumstances 
indicate tt has been acquired Within the faclUty. 
10 addition, the facility's policy indicated person's 
who have been previously infested can deveiop 
symptoms 1 to 4 days after re-exposure. 

_Resident 12 had a hIstory of having been treated 
for scabies on three occasions prior to the 
positive skin scraping on January 4, 2013" 
Resident 121s positive skin scrapjng was obtained 
six days after Resident 15 received a second 
dose of elimlte for scabies. 

Revje;.v of "Management of Scabies Outbreaks In 
California Health Care Facilities" published 1n 
1999 by the CaUromla Department of Health 
Services, Division of Communicable Disease 
Contra! hi conjunetJon with Licensing and 
Certification I indicated the definitions of an 
outbreak as: 

-Two or more residents, staff, and/or family 
members with confirmed positive skfn scraplngs, 
or 

-One confirmed (positive skin scraping) and 
at least two clinically suspect cases in residents, 
staff, and/or family members, or 

-At feast 2 clinically suspect cases identified 
, during a two week lime period. 

I 
. 	 Resident 12 and Resident 15 were both cllnicaHy 
syptomatic for scabies within a six day time~ 
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F 441 Continued From page 9 F 441 
period. 

On January 28, 2013 at 9:~5 a.m., a 
F456representative from the Department of Public 

Health, Acute Communicable Disease Control 
stated two or more symptomatic cases should be Immediate Corrective Action: 
reported as an outbreak. In addition, the Upon notification on 1/10113, the 
representative stated their dePartment had not Maintenance Supervisor replaced 
been notified there were 2 residents in the facllity the hot water temperature alarm 
symptomatic of scabies within a two week time sensor with a new sensor. 1-16-13period. 

F 456 483.7Il{c)(2) ESSENTIAL EQUIPMENT, SAFE F 456 Identification of Othen at Risk: 
SS=F QPERAT1NG CONDITION 

The faciHty must maintain all essential a. On 1/10/13~ the Maintenancemechanical, electrical, and patient care 
Supervisor measured theequipment in safe operating condition. 
temperature of all ""ldent 
restroom sink faucets and 
shower rooms to ensure water 

by: 
This REQUiREMENT is not met as evidenced 

1!lmperoture did not"- 120 
Based on observation and interview, the faci!lty degrees.

talJOO to provide a safe, sanitary, and b. The drain lines from the top of 
comfortable environment for residents by having the floor sink for the water
the hot water temperature alarm not functionai, by beater and the water softener not provlQing an air gap from the drain lines to the 

was lifted by tho Maintenance floor sinks for the hot water heater and water 
Supervisor on 1/10/13 to allow asoftener, and by having the drain line for the 

reach...Jn refrigerator unit not property secured and 1 loch air gap. 
maintained in the kitchen. Equipment and alarm e. The wooden block was removed 
devices that are not maintained In good operating by the Maintenance Supervisor 
COildltion do not allow proper drainage of waste from the drain line of the reach~ 
water and/or alert staff when the hot water in refrigerator. The Maintenance 
exceeds 120 degrees Fahrenheit thal may cause Supervisor installed andscalding, and have the potentia) to affect all 
residents_ mounted new drain line with 

approved material on 1/16113. 
Findings: I 
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Process to Prevent Recurrence: 

In-service was completed on 2-14~ 


13 by Admini_ to Mainrenll11ce 

Supervisor regarding identifying 

and conducting visual checks on the 

hot water temperature alarm, drain 

lines with no 1 inch air gap and 

properly mounted dnUn lines during 

wwkly environmental rounds, 


Monitoring Process: 

The Maintenance Supervisor wiU 

monitor the hot water temperature 

alarm to ensure it is opmrting" 

monitor all drain lines to ensure they 

are property mounted and monitor 

drain lines to ensure they have 1 

inch air gap from ground during 

monthly environmental rounds, 

F..nvironmental coucerns will be 

evaluated on a monthly basis during 

the Quality Assurance Committee 

for compliance. 


F518 

1-10-13lmmooiate Corrective Action! 


Upon identification on 1110113, the 

. Maintenance SUpervisorpuTcnased 

all missing items for the disaster kit 
and replaced the items immediately. 
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F 518 Continued From page 11 
periodically review the procedures with existing 
staff; and carry out unan.10unced staff drlUs using 
those procedures. 

This REQUIREMENT is not met as evidenced 
by: 
8ased on observation, interview, and record 

,review. the facility failed to have procedures in 
. place for the preparation of a disaster by not 
having one of one disaster kits complete and 
organized. In the event of a natural disaster such 
as an earthquake, immediate access to items in a 
disaster kit would allow for quick emergency 
response for residemts'/occupants' safety in the 
facility. 

Findings: 

On January 10, 2013, from 8:00 a.m. to 10:45 
('tm., during a general observation tour, the 
surveyor, in the presence of the maintenance 
supervisor, observed that the disaster kit located 
In Station 2 was incomplete and disorganized. 
The equipment and suppnes that were mlsmng 
according to the disaster kit inventory listed in the 
disaster manual: 

1. safety glasses 
2. rope 
3. coins 
4. wrenches 
5. saw 
6. extension cords 
7. sugar packets 
8. orange juice 
9. 50 person first aid kit 

F 518 Identification ofOthers at Risk: 

The MainUmance Supervisor and 
Director of Staff Development will 
be responsible fur conducting visual 
checks using a disaster p tan check 
Jist to ensW'e ail items are in the 
disaster kit on a monthly basis, 

Process to Prevent Recurrence: 

The Maintenance Supervisor and 
Director of Staff Development were 
in-serviced on 21131J3 by the 
Administrnlor regarding monitoring 
the _ kit on a quarterly basis 
to ensure aU items in disaster kit are 
available and neatly organized. 

Mooitaring hocess~ 

The Maintenance Supervisor will 
monitor the disaster kit on a 
monthly basis by checking ifall 
items are present OJ) tile supply list. 
The Maintenance Supervisor will 
replace any missing Of' expired iteml.l 
from the disaster kit when 
identified. The Maintenance 
Supervisor will sign a log at tile 
completion ofthe disaster kit 
review. 

, 
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During an interview with the maintenance 
supervisor at the time of the observation, he 
stated he didn't know who was responsible for the 
maintenance of the disaster kit. He also indicated 
that there was no system in place to ensure that 
all the supplies were accounted to; on a routine 
basls. 
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