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04) ID * SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S mo;coanac&%nu o cn
P?,ggx mummm% NFORBJA‘I%%) . TAG caoss-n%gmm chg momme DATE '
F 000 | INITIAL COMMENTS FO00: This plan of correction (POC)
- . |- constitute my written credible
The following reflects the findings of the aliegations of compliance to the
Department of Public Health during the deficiencies noted. This POC is
Investigation of a complaint. submitted to’ meet requirements
Compiaint number; 566644 .established by existing federal,
plei . . ‘ state, and local statutes, rules and
Representing the Department: Health Facllittes regulations. '
Evaluator Nurse ID: 36526 - . . —_—
.| The inspection was limited to the specific
entity-reported incident/complaint investigation
and doas not represent the findings of a full
inspection of the facility,’ .
Four deficlencies were written as a resuit of
complaint 555644, ‘
.F 167 | NOTIFY OF CHANGES . ) F 1587} F 157
§8=D | (INJURV/DECLINE/ROOM, ETC) N .
CFR(s): 483.10(g)(14) - 1/29/18 DON had 1:1 in service
14) Notification of Chanaes. _about notification of family if any
(0)(t4) ang . change of condition. On 9/13/17
(i) A facility must immediately inform the resident; "an IDT was done with responsible
cansult with the resident's physician; and notify, party and other family regarding .
consistent with his or her authority, the resident incident and plan of care.
representative(s) when there is- -
(A) An accident Involving the resident which
results in injury and has the potential for requiring
physiclan intervention;
(B) A significant change in the resident’s physical,
mental, or psychosccial status (that is, a :
deterioration in heaith, mental, or psychosocial
status in either life-threatening conditions or
clinical complications); .
LABORATORY DIRECTOR'S ORAROMBER

mia OB Jge

@37/&,/)3/

Any deficlency statames-ehding with(ap/asterisk () denotes a deficiency which the Institufion may bo Gxcused from conecting providing it is determinet that  ~

other safeguards provide sufficlent {
fallowing the date of survey whether or not a plan of comection is
days {ollowing the date these decuments are mada avai
program participation. -

protaction to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
provided. For nureing homes, the above findings and plans of comection are disclosable 14
lable to the facility. (f deficlencies are cited, an approved plan of correction is requisite to continued
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F 157/ Continued From page 1 F157| - By 2/8/18 alt licensed nurses will

*| {(14)(1) of this section, the facility must ensure that

* | when there is-

- phone number of the resident representative(s),

(C) A need to alter treatment significantly (that is,
a need to discontinue an existing form of
treatment due to adverse consequences, or to
commence a new form of treatment); or

(D) Adecision to transfer or discharge the
resident from the facility as specified in
§483.15(c)(1)().

(if) When making notification under paragraph (g)

all pertinent information specified in §483.15(c)(2)
is avaliable and provided upon request to the
phys!gi?n. :

(ili) The facility must also promptly notify the
resident and the resident representative, if any,

(A) A change in room or rcommate.assignment
as specified in §483.10(e)(6); or

(B) A change in resident rights under Federal or
State law or regulations as specified in paragraph
(e)(10) of this section. .

(iv) The facility must record and periodically -
update the address (mailing and emall) and

This REQUIREMENT is not met as ev;dencad

by: .

‘Based on interview and record review, the facllity
failed to follow its policy by not notifying ane of
three sampled residents (Resident 1)
family/responsible party of an allegation of rough

be in-service by the: DON

regarding notifying a résident’s

physician and or with hisher

authority the _resident’s -
representative of any accidents,

significant changes, and change in

treatment including any alleged

abuse and or a decision to transfer

or discharge the resident fiom the

facility. DON also emphasized .
informing family/responsible on

any possible abuse allegations and

- reporting to Abuse Coordinator
immediately. »

No other residents were affected
by the same deficient practice.

Medical records will audit daily
up to 90 days for any COC and
bring up to daily stand up. DON
-will monitor at random after the
90 days. '

DON will monitor COC binder -
-and notifications daily up to 90
days or until deficient practice is
resolved. Any findings will be
. brought up to monthly QA

handling by a Certified Nurse Assistant (CNA 1). meeting up to 90 days.
This deficient practice placed Resident 1 and Completion date 2/28/18
other residents at risk for further harm. L o .
FORM CMS-2667(02:99) Previous Viersions Obsolete Event ID:KGFK11 Faclity [D: CAB40000078 1f continuation sheet Page 2 of 15
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PREFIX
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TAG CROSS-REFERENCED TO THE APPROPRIATE care

F 167

-} the face sheet, Family Member 1 (FM 1) was

" | On 10/6/17 at 3:30 p.m., during a telephone

Continued From page 2 .
Findings:

Areview of the facility's Final investigation report,
dated 9/15/17, indicated the facility reported an
allegation of physical abuse that occurred on
9/6/17 to the Department on 9/11/17. The report
indicated that on 8/10/17, Resident 1's family
contacted the Police Depa:tment (PD)to
investigate an alleged abuse of CNA 1 holding
Resident 1's hands down to prevent Resident 1
from striking out at CNA 1 during lunchtime,
According to the report, Resldent 1 did not want
to eat, but was being forced by CNA 1.

Areview of the Resldent 1's Admission Record
(face sheet) indicated resident was admitted to
the facility on-3/6/12. Resldent 1's diagnoses
included dementia (decreased in abliity to
remember) and anemia (deficiency of red blocd
cells or of hemoglobin in the blood). According to

listed as Resident 1's Responsible Party (RP). ~

Areview of Resident 1's Minimum Data Set
(MDS), a resident assessment and
care-screening too!, dated 10/10/17, indicated
the resident was severely impaired of cognition
(thought process) and had a brief interview for
mental status (BIMS) score of 4 (0-7 severe
impairment). The MDS indicated Resident 1
required extensive assistance from one person
with eating and all activities of daily living (ADL's),
and was dependent on a wheelchalr for
lecomotion.

interview, FM 1 stmdthatheconﬁmdme PD
because Resident 1 had injuries to both arms.

F 157
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F 157

F223

' the note, FM 1 was immediately contact.

| or injury and/or prior to implement any

Continued From page 3

On 10/5/17 at4:22 p.m., during an interview, the
Birector of Nursing (DON) stated that she told
Licensed Vocational Nurse 1 (LVN 1) to contact
Resident 1's family and notify them about the
Incldent of alleged abuse.

A review of the licensed progress note, dated
9/6/17 to0 8/12/17, indicated there was no -
documentation of attempts made by the facliity
staff to contact FM 1.

Areview of the Interdisciplinary Team ([IDT}
group of disciptines that meet for a common goal
for the resident) note, dated 9/13/17, indicated
that on 810/17, FM 2 inquired about Resident 1's
am injuries. The IDT note indicated that Resident
1's roommate (Resident 2) notified FM 2 of the
Injuries that were caused by CNA 1. According to

Areview of the facliity’s policy titled, “Plan of Care
for Resident Concem and/on Change of '
Condition,” dated 7/2012, indicated that the famlly
or RP must be notified if there was any concern

planftransferring the resident from the facility. If
the license nurse was unable to notify the famlly
or RP and resident must be transferred, a few
hourly documentation on the nurses' notes was to
be done regarding the attempt to notify unti the
notification has baen completed.

FREE FROM ABUSE/INVOLUNTARY
SECLUSION

CFR(s): 483.12(a){(1)

483.12 ' -
The resident has the right to be free from abuse,

- F187

F 223

) Cna 1

was immediately -

F223|  suspended upon notification of

alleged abuse.  After’ further
investigation Cna was terminated
for not following proper abuse
prevention: protocol. :
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044) iD SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION x5 -
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FULL | eREFIX EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG | . REGULATORY ORLSCIDENTIFYING INFORMATION) - |  TAG S-REFERENCED TO THEAPPROPRIATE | OATE
. DEFICIENCY)
F 223| Continued From page 4 , F223| Oh 2/2/18 Abuse binder made
neglect, misappropriation of resident property, immediately available for all staff
and exploitation as defined in this subpart. This located at the nursing station. By
includes :Utghm mt?lttedoito ftraeed:etg ff:!g\n 4 :| - 2/9/18 all staff were in-serviced
corporal punigshment, involuntary seclusion an i roced
tar:yat pg’exsw o@'ctpemical restraint not required to : of Abuse policy and procedures.
toms, : ;
residents symptoms | DSD and Administrator will in
483,12(a) Theifacllity must- . : service all staff by 2/9/18
(a)(1) Not use verbal, mentsl, sexual, or physical | - - regarding Abuse policies and
wmm‘a’ punishment, or involuntary. prpcedures  emphasizing on
usion; ' prevention,  identification and’
,';‘ly:is REQUIREMENT is ot met s evidenced reporting. In-service will stress
Based on cbservation, interview, and record ‘ th'e‘ importance of all - serious
review, the facility failed to ensure one of three injuries to report within 2 hours to
sampled residents (Resident 1) was free from DERH and Ombudsman and
fough handling and abuse. Cerﬂﬁed.Nurse ' immediately to law enforcement.
Assistant 1 (CNA 1) held Resident 1's arms down .
while trying to force her to eat, : _ .
T By| 2/9/18 Treatment nurse will
This deficient practice resuited in Injuries to petform a skin sweep of any
Resident 1's bilateral (both sides) forearms; right suspicious skin injuries. Licensed
hw:)"';' skin ﬁ%";ﬁ“{:’d 14 centimeters (cm) nufses will monitor every shift for.
:ys(an em, a earm measuring 11cm behavior manifestations. Also
' dufing monthly resident council
Findings: : mgetings and department head
A revie of the faclity's Final Investigation ' dajly room rounds, if any
‘A review facility’s Final investigation - copcerns  rtegarding  possible
Report, dated 9/15/17, indicated the facility allegations of abuse will be
reported an allegation of physical abuse that rted to  Administrator
occurred on.9/6/17 to the Department of Public ' reportex .
Health (DPH) on 9/11/17. The report Indicated imediately. No other residents
that while feading Resident 1, CNA 1 held , haYe been affected by the same
Resident 1's hands down to prevent Resident 1- deficient practice. - :
frmnsh'ildngoutatCNAtApoordIngtothe . . :
report, Resident 1 did not want to eat, but was
being forced by CNA1. -

- FORM CMS-2507(02-68) Previous Verslans Obsolste Event [D:KGFK11 Facility ID: CAG40000078 . " f continuation sheat Page 5 of 15
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F 223 | Continued From page § ; ' F2231 on - 2/13/18 Psychology
Areview of the Resident 1's Admission Record . representative will perform in-

(face sheet) indicated resident was admitted to
the facllity on 3/5/12 with diagnoses that included
dementia (decreased in abiiily to remember) and

s service with all nursing staff

| anemia (deficiency of red blood cells or of  resjdents with dementia and or
hemoglobin in the blocd). | behavior. DSD and Administrator
. o - will conduct monthly Abuse in-
A review of Resident 1's Minimum Data Set . ¥ seryices up to 3 months.

(MDS), aresident assessment and :
care-screening tool, dated 10/13/17-indicated

brief interview for mental statuis (BIMS) score of 4 Ay incidents will be brought up
(0-7 severe impairment), indicated Resident 1 .| at daily stand up meeting and will
was severely impaired of cognition. The MDS be jreported to Administrator and
indicated Resident 1 required extensive - or DON. Administrator and all .

assistance from one persori assistance for eating Department heads will conduct
and all activites of daily living (ADL's), and was ' ranlom daily spot checks with
dependent on a wheeichalr for locomotion, ensuring they are

Areview of Resident 1's care plan titled, "At risk ~ | knowledgeable  of  abuse

for further ADL's decline,” dated 6/11/18, prevyention, identification and

mdic'ieeadgaid mgt m?.got:l Waslﬁl'ores‘f'denu to have reparting up to 90 days or until

no decline in ADL's through 10/13/17. The staff -deficient practice is resolved.

::W"::k"gﬁgtgegiﬁmmm participation _ .| Any findings will be brought up to . ‘
perfo sident's capability .

Including washing face, combing halr, feeding monthly QA meeting up to 90

self, and dressing, days. T

On 10/5117 at 2:42.p.m., during an (nterview, - | Comlpletion date 2/28/18

Resident 1's roommate (Resident 2) stated that
CNA 1 hit Resident 1 hard on the resident's bad
hand, Resident 2 stated that Resident 1 just
wheeled herself aut of the reom blesding and
dripping blood over the floor, Resldent 2 stated
that CNA 1 walked out of the room when she .
asked why she had hit Resident 1. Resident 2
stated that Resident 1 was yelling and
complaining that it hurt her.

Areview of the Resident 2's Admission Record )
FORM CMS-2567(02-85) Pravious Versions Obsclete Event [D:KGFK11 Faclity 1D: CAS40000078 | If continuation sheet Page 6 of 15




. DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/29/2018
FORMAPPROVED
MB NO. 0938-0391

| and a concurrent interview, Resident 1 was noted
- | stated, “What happened to my arms was bad,*

(face sheet) indicated the resident was admitted .
to the facility on 12/10/15 with diagnoses that

Included hypertensioni(high blood pressure) and |

dizziness.

Areview of Resident 2's MDS, dated 7/2/17,
indicated the resident had a BIMS score of 14
(13-15 cognition intact) and did not have any
memory problems. .

On 10/5/17 at 2:54 p.m., during an observation
with bilateral forearms|bandages. Resident 1
and proceeded to whee! herself away.

On 10/6/17 at4 p.m,, during an interview,
Licensed Viocational Nurse (LVN 1) stated that cn
9/6/17, during lunchtime (approximately 12-12:30
p.m.), CNA 1 called her into Resident 1's room.
Upon entering the room, LVN 1 stated that i
Resldent 1 was biseding from her bilateral
forearms. LVN 1 stated that CNA 1 was not able
to state why the resident was bleeding, LVN 1
stated there was no dacumentation in‘the Nurses
Progress Notes regarding Resident 1's injuries.

During the review of the Licensed Progress Note,
dated 9/6/17, indicated: there were no
decumentation regarding Resident 1's injuries.

Areview of a LioensedéProgress Note, dated
9/11117, and timed at 11 a.m., indlcated that on
9/6/17 at approximately noontime, CNA 1 called
LVN 1 into Resident 1's room. The Progress Note
indicated that Residenti1 had sustalned bilateral

forearm skin tears. The Director of Nurses (BON) | -

and Supervisor were notified regarding the left

STATEMENT OF DEFICIENCIES - (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE comfraucmn (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING . COMPLETED
. * . . " c
. _ _ . 056458 8 WING 0t/29/2018 |
NAME OF PROVIDER OR SUPPLIER | - STREET ADDRESS, CITY, STATE, Z(P CODE . ]
‘ 8455 STATE STREET
GREENFIELD CARE CENTER OF SOUTH GATE SOUTH GATE, CA 80260
. /] A
(%4) D SUMMARY STATEMENT OF DEFICIENCIES [} ) PROVIDER'S PLAN OF CORRECTION 8
PREFIX EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (BACH CORREGTIVE ACTION SHOULD BE COMPLEION
TAG R(Esuwom: ORLSC [DENTIFYING INFORMATION) TAG smegcé%g&zemmm 2ATe
F 223 | Continued From page 6

F 223

skin tear measuring 11¢m x 3cm and the right
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F 223 Continued From page 7 . F223
skin tear measured 14'cm by 3cm.

Areview of the facllity itmda’ted CNA 1's written
declaration indicated, on 9/6/17 at lunchtime,
CNA 1 was getting Resident 1 ready to eat when
resident hit CNA 1. The declaration Indicated that
CNA 1 held Resldents 1's hands down when
resident attempted to hit her a second time. CNA
1 stated she was trying to prevent harm to herself
and walked out the roém. CNA 1 then retumed to
the room to attempt to feed Resident 1 when she
observed the resident{b!eedlng from her arms.

Aneview of a second undated writteh declaration
by CNA 3, Indicated that CNA '3 was told by CNA
1 on 8/9/17 that she hetd Resident 1's hand down
to prevent her from hlttmg her,

On 10/5/17 at 4:22 p.m., during an interview, the
Director of Nursing (DON) stated she reported to
the administrator (ADM) on ©/6/17 regarding
Resident 1's skin tears. The DON stated that’
physical abuse.n to be reported to DPH
within 24 hours of the alleged abuse, The DON
stated that during the facility's investigation, CNA .
1 stated that she held Resident 1's hands down to

protect herself from betng hit by the restdent !

On 10/5117 at4 52 p. m during an interview, the
ADMstatedmatshewasmadeawareofme
incident the night of 9/6/17. The ADM stated she
failed to report to DPH timely because she
thought there was a possibility that the injuries
were caused by Resident 1 not wearing her Geri
sleaves while in the wheelchair

On 1/10/18 at 9:45 a. m during a telephone
interview, CNA 2 stated that on 9/8/17 during
: lunchﬁme, she was fegdlug a resident when CNA

- FORM CM5-2667(02:68) Previous Versians Obsoleto Event (D:KGFKi1 Facilly (D: GAS40000078 it continuetion sheet Page 8 of 15
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F223 ConﬁnuedFrompagéB +F223
1 came to the nurses' station stating that
Resident 1 was bleeding from her arms, CNA 2
stated that CNA 1 told her that she was trying to
feed Resident 1 because she was refusing, when
Resident 1 attempt toihit her. CNA 1 proceeded
to hold Resident 1's arms down and accidentally

" | tore the residents' skin from both arms. CNA 2
stated when a resident refused to eat, the staff
was supposed to leave the resident and rotify the
charge nurse or supervlsor immediately. .

Areview of the facility’s Interdisciplinary ((DT] ;
group of disciplines that work toward a common P
goal for a resident) Team Meeting Note, dated
9/13/17, indicated that the facility initiated the i
lnvesﬂgaﬁon on 9!6/17 by asking CNA 1 what had
happened. The IDT note did not indicate that the
facility' the reommates on
9/6/17 and per Resident 1's family member, '

, CNA 1 cause the injuries to
the resident's-am.

Areview of the s policy and procedure i
titied, "Preventing Resident Abuse," revised
712012 indicated to enforce and maintain an
abuse free environméint for all residents.

| Areview of the facility's policy and procedure _
titted, “Abuge | tion,” revised 12/2014 )

indicated that all reports of Resident abuse, - | F22§
neglect and mjuﬁ:‘s f ::;'l'(lnown e::;xd sgyaumbe .
immediately and y v e .1/29/18 Clinical nurse consultant
mm‘&eg‘gﬁ o reeklent’s roommates, had 1:1 in service with
F 226 | INVESTIGATE/REPORT " Fa2zs| Administrator and DON regarding
' §8=D ALLEGATIONSIINDIYIDUALS _following policy on investigating
CFR(s) 483 12(a)(3)(4)(c)(1)-(4) “and reporting any injuries and
accurate assessment of i m_|ur1es
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' : B c
. 056458 _| - Wika : 01/20/2018
NAME OF PROVIDERORSUPPLER | STREET ADDRESS, CITY, STATE, ZIP CODE T
' - . i 8466 STATE STREET _
; QREENFIELD CARE CENTER Or SOUTH GATE SOUTH GATE, CA 80280
44) ID. * SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY GR LSC|IDENTIFYING INFORMATION) TAG GCROSS-REFERENCED TO THE APPROFRIATE DATE .
. : ; : " DEFICIENCY) )
F225 ﬁmued:h@;lapage; 9 F225 DSD and Administrator will in
+12(s) The faciity must- service all. staff by 2/9/18
(3) Not employ or otherwise engage individuals regarding Abuse p({lilees and -
who- s Y procedures  emphasizing on
o - prevention, identification,
() Have been found gullty of abuse, neglect, - investigating and reporting within
exploltation, misapprapriation of property, or 24 hours to DPH.  An Abuse
Mistrestment by & court of law; binder will be held at the nursing
(8) Have had a finding entered into the State station contain?ng . poli(':ies and
nurse aide registry conceming abuse, neglect, procedures making it available for-
exploitation, mistreatment of residents or ~ all staff.
misappropriation of their property; or o
‘ : -No other residents have the -
(i) Have a disciplinary action In effect against his .
‘or her professicnal license by a state licensure potential t.° be affected by the
body as a result of a finding of abuse, neglect, - same deficient practice.
exploitation, mistreatment of residents or e
misappropriation of resident property. - DSD and Administrator ©owill
(4) Report to the State nurse aide registry or gonduct__monthly  Abuse _in-
licensing authorities ahy knowledge ithas of e e o o months.
actions by a court of law against an employee, .Administrator wi'l ensure that agy
which would indicate unfitness for service asa - unusual occurrences related to
nurse aide or other facility staff, abuse will be reported within 24
N : . hours to DPH.
_ 1 {c} In response to tions of abuse, neglect, - —
expioitation, or mistreatment, the facility must:
H
(1) Ensure that ail alléged viclations involving
abuse, neglect, explof or mistreatment,
Including injuries of unknown source and
misappropriation of resident property, are
reported immediately; but not fater than 2 hours
after the allegation is‘made, if the events that
-| cause the allegation invoive abuse or result in
serlous bodly injury, or not later than 24 hours if
' | the events that causaithe allegation do not involve
FORSA CMS-2667(02-88) Previous Versians Gtiscleta - Event ID:KGFK1Y Fecity tD; CA840000078 If continuation shest Page 10 of 15
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. DEPARTM FORM APPROVED
CENTERS F OMB NO. 0938.0391_
STATEMENT OF DEFICIENCIES 4 (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND FLAN OF CORRECTION - - “i A BULDING COMPLETED
. c
. 1 8. WG 01/29/2018
NARE OF PROVIDER OR SUPPLIER g , STREET ADDRESS, CITY, STATE, 2IP CODE :
9 8456 STATE STREET '
GREENFIELD CARE CEl;ﬂ'ﬁR OI; SOUTH GATE SOUTH GATE, CA 90280
41D SUMMARY STATEMENT OF DEFICIENGIES 0. PROVIDER'S PLAN OF CORRECTION . )
SRie (EACH DEFICIENCY MlIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULDBE | COMPLETION
™6 REGULATORY OR LSO[DEN“FY(NG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
: . 3 . ' ‘ DEFICIENCY)
. ] : ;
: 1
F 225 | Continued From page 10 F225{ Any incidents will be brought up

Based on interview and record review, the facility

abuse and do not result in serious bodily injury, to
the administrator of the facility and to other
officlals (Including to the State Survey Agency and
adult protactive services where state law provides
for jurisdiction in long-term care facilities) in
accordance with State faw through established
procedures, - .

(2) Have evidence tha allalleged violations are
tharoughly investigated. '

(3) Prevent further potential abuse, neglect,
exploitation, or mistreatment while the
investigation is In progress.

(4) Report the results of ali investigations to the
administrator or his orher designated
representative and to other officials in accordance
with State law, including to the State Survey
Agency, within 5 working days of the incident, and
if the alleged violation is verified appropriate
corrective action must be taken.

This REQUIREMENT : is not met as evidenced

falled to investigate and report within 24 hours to
the Department of Putific Health (DPH) an
elleged allegation of pliysical abuse with injury by
Certified Nurse Assistant (CNA 1) as indicated in
the facility's pollcy and procedure for one of three
sampled residents (Resident 1).

' |

This deficlent practice fesulted in injuries to
Resident 1's bilateral forearms; right forearm skin
tear measured 14 centimeters (cm) by (x) 3 cm,
and the left forearm measuring 11 cmx 3 cm. .

Findings:

. Any findings will be brought up to -

at daily stand up meeting and will
be reported to Administrator and
or DON. Administrator and all
Department heads will conduct
random daily spot checks with

staff  ensuring  they are.
knowledgeable of abuse
prevention, identification and

reporting up to 90 days or until
deficient practice is resolved.

monthly QA meeting up to 90
days.

Completion date 2/28/18
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STATEMENT OF DEFICIENCIES' | (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION - (DENTIFICATION NUMBER: A, BUILDING
. . 056458 . B. WING i
NAME OF PROVIDER OR SUPFLIER * STREET ADDRESS, CITY, STATE, 21P CGOE
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(4) D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSCDENTIFYING INFORMATION)

) PROVIDER'S PLAN OF CORRECTION x5)

PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONMPLETION
- TAG ‘CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

F 225

" | 9/6/17 to the De, ent of Public Health (DPH)

| dementia (decreased|in ability to remember) and

| the resident had severe impaired cognition (ability

10n 10/5/17at4zzp‘ , during an Intervisw, the

 that she held Resideqt 1's hands down to protect

Continued Frc;_m page 11 : :
Areview of the}aanl Final investigation report,

dated 9/15/17, indicated the facility reported an .
allegation of ph use that cccurredon -

on 9/11/17. The report indicated while feeding
Resident 1, CNA 1 the resident’s hands
down to prevent the resident from hitting CNA 1.
Aeoordhg to the repoit, Resident 1 did not want

Areview of Resident {'s Admission Record (face
sheet) indicated the resident was admitted to the
facility on 3/6/12. Resjdent 1's diagnoses included

anemia (lack of red blood cells).

Areview of Readent ‘s Minimum Data Set
(MDS), a resident assessment and.
care-gcreening tool, dated 10/10/17, indicated

to think and reasen) and a brief interview for
mental status (BIMS) score of 4 (0-7: severe
impalrment). The MDS indicated Resident 1
required extensive from one staff for
eating and activities of dally fiving and was
dependent ona Ir for locomotion.

Director of Nursing (| ON) stated on 8/6/17, she
reported Resident 1's/skin tears to the
Administrator.. The DON stated physical abuse
needed to ber to DPH within 24 hours of
during the facility's investigation, CNA1 stated
herself from béing hit py the resident.

On 10/6/17 at 4:52 p.qn., during an interview, the

F225
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CENTERS FOR MEDICARE & MEDICAID SERVICES
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- | AND PLAN OF GORRECTION -

NAME OF PROVIDER OR SUPPLIER

PRINTED: 01/20/2018
FORM APPROVED
OMB NO

) PROVIDER/SUPPUERICLIA
| IDENTIFICATION NUMBER:

| 088458

(X2) MULTIPLE CONSTRUCTION
A BUILDING

8, WiNG

GREENFIELD CARE CENTER Of SOUTH GATE

STREET ADDRESS, CITY, STATE, ZIP CODE
8455 STATE STREET
SOUTH GATE, CA 80280

{EACH DE’IGIE:& M BEOFFREGEDED 8y Fl:ll.l.
REGULATORY OR LSC IBENTIFYING INFORMATION)

ek .
EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
Pe CROSSREFERENGED 10 THE APPROPRATE 0ATE

F 226

F 250
§8=D

| (d) The facility must provide medically-related

) I
Continued From page: 12 -
Administrator stated that she was made aware of
the incident the night of 9/6/17. The Administrator
stated that'shé falled to report the incident to
DPH because there was a possibiiity that the
injuries were caused By Resident 1 not wearing
her Geri sleeves whild in the wheelchair,

: !

Areview of the facility|Policy titled, “Unusual
Occurrences,” dated 12/2007 indicated that the
facifity would report allegations of abuse, neglect,
and misappropriation pf property. Unusual
cceurrences will be reported via telephone to
appropriate agencies as required by current law
and/or regulations, and within 24 hours of such
incident or as atherwise required by federal and
state regulations. |

PROVISION OF MEDJCALLY RELATED SOCIAL
SERVICE |

CFR(s): 483.40(d) !

soclal services to attain or maintain the highest
practicable physical, mental and psychosocial
well-being of each resident.

This REQUIREMENT !is not met as evidenced

by: ;

Based on interview and record review, the facility
faited to follow its poficy by not providing
medically-related social service interventions after
an injury caused by a certified nurse assistant
(CNA 1) for one-of three sampled residents
(Resident 1). s

This deficient practice had the potential for
Resident 1 and other residents to not receive
psychosocial and emotional support.

F225

F250| F250.

.2/5/18 Administrator in-serviced
SSD regarding providing
medically-related social service
interventipns after an injury
,caused by staff. If SSD
unavailable on weekends, then
Manager pf the Day will provide
interventions. IDT and care plan
will be created upon notification
of injury. .

No other iresidents were'féurid to
be affected by this deficient
practice.

\ .
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 DEPARTMENT OF HEALTHAND HUMAN SERVICES PRINTED: 0112672018

o FORM APPROVED
CENTERS FOR MEDICARE QIM EDICAID SERVICES i ! OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES. | (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTEPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION - IDENTIFICATION NUMBER: A BUILDING ! : COMPLETED
' I - c
056458 B. WING i 01/29/2018
NAME OF PROVIDER OR SUPRLIER smeermoneqs CITY, STATE, ZiP CODE |
GREENFIELD CARE CENTER OF SOUTH GATE ' m:;‘gm aoze0
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES . 1D PROVIDER'S PLAN GF CORRECTION 5
FREFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTICN SHOULD COMPLETION
" TAG REGULATORY CR LSC|IDENTIFYING INFGRMATION) TAG caoss-amenceoromemrs oATE
: . DEFICIENCY)
F 50| Cantinued From m‘{ 3. | - F280| Any allégation of abuse and or
Findings: . : : injury, |will be brought wup
Aroview of the Resident 1's Admission Record - immediately ta ?e(ﬁf(‘lmmlst;a;g .
(facesheet) Indicated [resldent was admitted to the or DON will inform SS
factlity on 3/6/12. Resident 1's diagnoses included . immediafely to provide social
dementla (decreased|in ability to remember) and * services interventions.
anemia (deficiency of red blood cells or of : .
hemoglobin in the blood). Administrator will monitor any
Areview of Resident ‘I s Mintmum Data Set _ allegations of abuse- during daily
(MDS), a resident assessment and  stand upjand daily room rounds up
care-screening tool, dated 10/10/17, indicated the to 90 days. Any findings will be
resident was severely Impaired of cognition brought ! up to monthly QA
(thought process) and had a brief interview for . meetings: up to 90 days.

ment:al statt):s 1{:11\&33 ;QE:S? of 4 (0-7: seveu:le
impalrment). The cated Resident 4

required extensive.assistance from one staff with ~Completion date 2/28/18
eating and activities of daily living and was : .
dependenton a wheghhaw for locomotion.

Areview of the Nurses Progress note, dated : n
8/11/17, and timed at|11 a.m., indicated Resident | - :
1 was noted bileeding from both forearms. The i
note indicated that the left forearm injury :
measured 11 centimeters (cm) by (x) 3 cm and :
thetightarmstnjuvy easured 14 cm x 3 cm. i

On 10/617 at2.34 p.m., during an mteMew. :
Resident 1 was unable to recall the incident on
9/6117 Involving CNAI1. . ‘

On 10/6/17 at 2:42 p.m., during and interview,

Resident 2 stated CNA 1 hit Resident 1 on her

hand hard, ‘Resident 2 stated that Resident 1 was

dripping blood all over the floor when she was

;meeang herseif out cf the room and saying that it
urt. [

On 10/6117 at 4 p.m.,i during an interview, LVN 1

WMMMMWW Event (D:KGFK11 Faciity.ID: CAS40000078 1f continuation shest Page 14015




. DEPARTMENT OF HEALTH AND HUMAN SERVICES PR i
_CENTERS FOR MEDICARE & ] 0

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIERICLIA  * | (X2) MULTIPLE OOﬁS'I'RUOTl:ON
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BURDING i
058458 . |e.wine
NAME OF PROVIDER OR SUPPLIER STREGTADDRESS CITY, STATE, ZIP CODE
84885 STATE S‘I'REET :
GREENFIELD CARE CENTER Or SOUTH GATE SOUTH GATE; CA 80280
K)o |- SUMMARY STA' OF DEFICIENCIES . ] PROVIDER'S PLAN OF CORRECTION . (X8)
.. PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION S8HOULD BE COMPLETION
TAG REGULATORY OR LSC|IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE - DATE |
: L : DEFICIENCY)
F 250 Continued From pagg 14 | F2s0

stated that CNA 1 notfified her that she found
Resident 1 bleeding her arms.

On 10/6/17 at 4:23 p.m., during an interview and
concurrent record review, the Social Services .
Coordinator (SSC) stated that he did not follow up ’
with Resldent 1 until 9/11/17, five days after the
alleged abuse, SSC stated that he did not
document any of the follow-ups he had wtth the
resideiit after the all incident. . .

Areview of the faclility’s policy and procedure
titled, “Soclal Services,” revised 2/2008, indicated |
the soclal services designee was responsib!e for
maintaining an adequate record system of social
services data and to maintaln or improve each
resident's abiiity rlatcm every day physical '
needs (i.e. approp adaptive equipment for -
eating, ambulation, efc.) and mental and
psychalogical needs {l.e. sense of identity, coping
abilittes, and sense of meanlngfumess or
purpose).

FORM CMS-2667(02-88) Previous Versians Chsolete Event [D:KGFK1t Facilty [D: CAB40000078 if continuation shest Page 1§ of 18




