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Shea Rehabilitation Healthcare
F OO0 | INITIAL COMMENTS F 000 Center makes its best affort o
; . operate in full complignce with both
The %ﬁmﬂg faﬁec:& the mdfﬂg& of the Fadoral and State Law. Noth{ng
Department of Public Health during a I included in this Plan of Correction
Recertification survey. [ isan admission otherwise. Shea
. _ Rehabilitation Healthcare Center
Representing the Depariment of Public Health: has subimitted this Plan of
Corrgction in order 1o comply with
. RN - HFEN its regulatory obligation and does
RN - HFEN not waive any abjections to the
marits or form of any allegations
-HFE ) contained herein. Please nate that
. ‘ ) Shea Rehabilitation Healthcare
Total Resident Population: 97 Center may contest the merits
Total Resicdent Sample: 20 and/or form of any of the deficlency
) ) - findings alleged below and may
Highest Scope and Severity. E take reasotable steps 1o appeal
F 226 483.13(c) DEVELOP/AMPLMENT F 226 hem,
§8=0 | ABUSENEGLECT, ETC POLICIES .
[F228] 483.13{c¢) DEVEOP {
The facility must develop and impiement written INPLAMENT ABUSE / NEGLECT, g/ o
policies and procedures that prohibit ECT POLICIES
mistrestment, neglect, and abuse of residents Corractive Action
and misappropriation of resident property. Nesidents
: Finding 1 & 2: On or bebore
st 11, 2012, he three
by: soreened for potential higtory of
Based on inferview and record review, the facility sbuse. None were rioted 1o have
failed to implement policies and procedures on had a history of abuse, neglect or
abuse prevention by not conduct screening on mistrestment of residents. The one
three out of five new hired employees fora | License Vocational Nurse license
abuse. | standing.
Firtings:
According to an undated facility's policy and )

Any deﬁcaenoy statament emiing .
other safeguards provide sufficle
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BN asterisk ™ denotes a deficiancy which tha institution may ba excised froms gomecting providing it is determined that
protection {0 the patients. {(See instructions.) Exc:ept for nursing homeg, the fAindings stated alsove are disciosable 86 days

{5} DATE

Z

follawing the date of survey whether or not a plan of correction is provided. Far nursing homes, the above finglings and plans of correction sre disclosabie 14
days following the date thase documsnts are mada available to the facility. M deficiencies are cited, an approved plan of currection is requisite to continued

pragram panticipation.
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STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION D63} DATE SURVEY
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HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
7718 § PICKERING AVENUE
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(X8} SUMMARY STATEMENT OF DEPICIENGIES ) PROVIDER'S PLAN OF CORRECTION P
FREFIX (EAGH DERICIENGY MUST BE PRECEDEC 8Y FULL PREFIX EATH CORRECTIVE ACTION SHOQULD BE COMPLETION
ey REGULATORY OR LEC IDERTIFYING INFORMATION) TAG cmssaamemg CT%E APPROPRIATE
Cmanued From page 1 F228
; procedure on Pravention of Resident Abuge and "
Mistratment, prior to hiring any employee, the Findings 1-2: On or before
feciity shall ensure provisions covering Augus{gﬁ 2012, under the
smployment screenings for potential history of supervision of the Administrator,
abuse, neglect or mistreatment of residents, the DSD has be in-sarviced
 Once authorization to secure information has regarding the facility's policy and
beean thazned i is the respongibility of the facility procedure prior to hiring any
stalf {18 admimm, éepamen? Wpemm, empieyee shall consider the
 efc.) to call ot least one of the previous smployers prevision on screning for potential
; ard current empioyers and inform them of the history of abuse, neglect or
potent:a! hiring of the empioyse. Licenses and mistreatment of residents and
' certifications shall be verified before hiring by the caliing current and previous
| director of nurses and diragtor of staff employers prior to hiring any
development, respectively. employes, also the DSD will be in
. served on Licenss gad Cortification
On 7/21112, at 3110 p.m., a review of the : :
i parsonnel recards of five new employees hired Board shall be verified hefore hire.
withirs the previous four months ang who were : i .
girgady working in the facility was conducted with * o
the director of staff developrient (DSD). Three of fﬁﬁg ?f;";ﬁpg‘;ggg ;ﬁi’z
the five empioyee flles were incomplote and Administrator, the facility wil foliow
lacked pre-employment screening, The file of 3 the palicy and procedure on
| social s&rﬁc& s;aff ’”?_E ;ﬁedmr! a "W%’ ocatianal scresning for potential history of
nurse (LVN) and a certified nursing nt abuse, calling current and previous
{CNA) chdx not have evidence of reference check | employers and verified License and
from previous or current employers. The LVN Certification with the License and
license had not been verified with the state Centification Board priar o hiring
licensing board. any employee.
{ At the time of the review, the DSD stated thet the f
admiristrator or the DSD are responsible (o call
the previousfourrent empioyers for screening and
the DSD s in charge of the license verification
before hiring.
F 280 A83.15{0)1) PROVISION OF MEDICALLY F 250
85=0 | RELATED SCGCIAL SERVICE
The facility must provide medically-related social
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X4) 10 SUMMARY STATEMENT OF DEFICIENCIES Mp PROVIDER'S PLAN OF CORRECTION 83
PREFIX {EALH DEFICIENCY MUST BE PRECEDED BY FURLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAS REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
¥ 280, Continued From page 2 F 280 :
services 1o atiain or maintain the highest * ;
practicable physical, mental, and psycl 0l Ona quarterfy bes&s under the
| wll-being of each resident supervision of the Administrator the
; DSD or designee will present all
; reviews of all potential new hires
will be presented to verify that the
, . . facifity’s policy and procedures
Z?iﬁ REQUIREMENT is not met ag evidenced screening, background checks and
ssed ; fon. i : verified License and Certification of
rﬁview. g’?:fmiiity faile;:!mtﬂmmvi ézﬂd record potentiai employee prior to hire,
medically-related social services to asgsist a ‘f‘::gzgsugts of s;zc;zegva iugtm?s
resident with hearing difficulties for one of 20 R b8 docurTentan on Ay
sample residents (12). Resident 12 was hard of o e be by
hsanng, did ot use hearing &ids and had no [ the Quailty Assurance Gommitt
' hearing svaluation. This deficient practice | for roview and evaluation of am -
{ resuited in the resident having problems mrﬁﬁm&zzgﬁm as any
: commuricating witts others, necessary.
Findings: [F250] 483.15(g)(1) PROVISION Y/ftlﬁmz
On 7M9/12, 3t 6:50 p.m., during the initial tour of OF MEDICALY RELATED
the facility and an attempted interview, Resident SOCIAL SERVICES
12 was ohsarved lying in bed and was able o Corrective Action for
communicate, however, the resident stated she 8_eg;i_qmt§ .
could not hear well and the speaker had to repeat Resident 12 was referred in June,
sach word loud and close to the resident's ear, 2012 and this appointmentis
A ficensed nurse present at the time of the pending with the ENT/Audiclogist
observation and the attempted interview for evaluation. Pending the resuits
explained the resident was hard of hearing, of the evaiuation the faciity wil
pw& as ordered by zhe
On 7/20/12, at 8:50 p.m., during the medication physician. A communicafion board
pass observation, the resident had difficulty was given to resident ta ease
understanding what the medication nurse was communication.
telling her. The medication nurse had fo speak
loud and repeat each word but the resident stated
| she could not hear and did not understand what :
- the nurse was telling her. %
[
FORM CME-258782-94) Previous Versions Otegniete Evert (0D KKOL1Y Facitity I £A940000148 # continuation sheet Page 3 of 29
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SUMMARY STATEMENT OF OEFIGENCIES PROVIDER'S PLAN OF CORRECTION x5
?R% EACH asmtzgycy MUST BE FRECEDED BY FuiL PREFIX JEACH CORRECTIVE ACTION SHOLLD BE COMRLETION
TAG REGULATORY OR L83 IDERTHIFYING INFORMATION) | TAG oss-asramggg& ;%ga APPROPRIATE
F 250 Continued From page 3 F250
A raview of the dlinical record reveaied the On or hetore Avaust 11 2012
resilent was readmitted to the facility on o ihe sﬁgﬁﬁﬁm chhe
- 10729/11, with diggnoses that included dementia Administrater the Social Servies
- {progressive koss of memory and other inteflectuat staff has been In-sefviced the
 funclion) and anxiety. regarding providing medicaliy~
- The Minimum Data Set (MDS-standardized related social services 1o asst
| assessment and care planning tool) dated 5/2/12, residents with hearing difficulties
3 indicated the resident had memory problems, had ' ’
: moderate difficulty in hearing (speaker has fo Mo of Corrective
{ increase volume and speaks distinctly) and had O Aaust 11 3815
no hearing aid or other hearing appliance used. unr;g:. ?f;ﬁg;ggg; ;f ﬁg’z
The resident was assessed as requiring limited to Administrator or a designee, will
, total assistance with activitios of daily living observe and monitored for four
{ADLs). ‘ _ weeks for three months, and thern
Thare was no documentation the resident was randomly. The Social Service staff
;S;eﬁ by ::; ;:d;c!ogust %8 “’?‘"9" professional will use & vender book to refer and
0 eva earing logs). N ; i
The social secvice notes from 129111 1o 6/8/12, ;&ﬁf;ﬁg‘éﬁmﬁgﬁ lg;ed
did not address the resklent's hearing defiait and needed all medically-related social
did not indicate f there was a plan to refer the service referral
resident for & hearing evaluation, )
On 7221412, at 11 a.m., during an interview, the Change and Qualify Assuranc
: ) ange and Qual rance
sociat service designee (SSD) stated she was not These observations will take place
aware the resilant had sny hearing problems. for four weeke for thee months
F 257 48315036 COMFORTARLE & SAFE F257 odthen randomily, under the k
388=D TEMPERATURE LEVELS :

The facility must provide comioriable and safe
famperalure levels. Faciities initialty certified
after Getober 1, 1990 must maintain a
temperature range of 71 - 81°F

This REQUIREMENT (s not met as avidenced

! by

i Based on observation, interview and record
review, the facility failed to ensure a comfortable

supervision of the Administralor the
D80 or designes will conduct
unannounced ohasrvations o
verily that the Social Services are
use g vender ook, 1o refer and
tack ali pending medically-related
sotlal services and as nooded care
pian all medically-related social
sorvice referrals. The results of
such svaluations shall be
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064) 1D SUMMARY STATEMENT OF DEFICIERGIES 5 O PROVIDER'S FLAN OF CORRECTION X8
PREFIX {EACH DEFICIENCY MUST B PRECEDED BY FULL . PREFIX EACH CORRECTIVE: ACTION SHOWLD BE COMPEETION
TAG | REGULATORY OR (ST IDENTIFYING INFORMATION) TAG CROSSREFERENCED TS THE APPROPRIATE DATE
DEFICIEHGY)

Assurance forms. The resuits of
sich gudits shall be submited to
the Quality Assurance Commitiee

room temperature level for one of 20 sample
rasidents {3}, Resident 3's room temperature was

69.8 degrees Fahrenhe® {F}. This deficient

| practice resulied the resident having difficulty
sieaping due to the ¢old environment.
Findings:

Qn 7THMBN2, at 6:45 p.m., during the initial tour of

the faciiity in the presence of Registered Nurse 1 |

| {RN 1), Resident 3 was observed ling in bed
covered with a sheet and & blanket.  An air
conditioning vent in the middle of the celling was
biowing cold air directly on the resident

i Al the time of the cbservation, during an
interview, the resident stated the roont is very
cold at night especially between 3am. iodam.
The residant compiained that since he was
admitted to the facility, he has a difficult ime
sieeping due to the low room temperature, The
resident further stated he would get out of the bed
at approximately 4 a.m. and go to the Freplace in
the activity room o keep warm. Upon hearing the
| resident's statement, RN 1 responded by saying

+ she wonild tell the maintenance personnst o
adjust the room temperature. The resident
replied he has been 10id by several other staff
members that they would have the maintenance
personnel adjust the room tamperature but the
maintenance personnel never came o chack his
room temperature of {o adjust the temperature
jevel. The resident pointed aut how the curtain
moved from the pressure of the blowing cold air,

AL 7:18 p.m,, the room femperature was
measured at 68.8 degrees F and not between 71

for review and svaluation of any '

further corrective action as
Necessary.

[F257) 483.15(h){6)
COMFORTABLE AND SAFE
TEMPATURE LEVELS

Corractive Action for Affected
Residents

The thermostat was adjusisd to 72
tdegrees and the air condition vent
was adjusied to direct the air flow
evenly on 71182012, Resident 3
maved to ancther room in the
facility.

Corrective Act

Affected Residents

On or before August 11, 2012,
under the supervision of the
Admiristrator the: staff has been in-
serviced regarding assuring

and providing a comfortable and
safe temperature levels between
71«81 dagrees F.

.- B1 degree ¥ range as required.

b
|
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085764 B VNG 0712472012
RAME OF PROVIDER OR SUPPLIER STREET ADDRESRS, CITY, STATE, 2P GODE
7748 S PICKERING AVENUE
SHEA REHARILITATION HEALTHCARE WHITTIER, CA 80602
i SUMBARY STATEMENT OF DEFINIENCIES I PROVIDER'S PLAR OF CORRELTION s
,%’;‘2;& {(BACH mimcimi; MUST BE PRECEDED 8Y Futt PREFIX (EACH CORRECTIVE ACTION SHOULD BE mé“““
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) 1AL CROSS REFERENCED 10 THE APPROPRIATE D&
DEFICIERSY:
Monitori f tiv i
F 257
257 | Continued From page § F 257 On or before August 11, 2012,
| & roview of the clinical record revealed the under the supervision of the

] Administeator, The Maintenance

! resident was admittest to the facility on §/15M12, ; ;
| with diagnoses that included brain mass (tumor), ;%;ﬁ;z;gﬁtggfggggngn{g
Kidney cancer, status post chematherapy | the thermostats and interview
 tregtment and currently receiving radiation E residents to detsrmine that the
thempy, e - g
The admission Minimum Data Set (MDS - b dod s et
' standardized assessment and care planning tool) between 71 - 81 degrees F
dated 6/21/12, indicated the resident was able to '
make his needs known and reguired supérvision
to extensive assistance in activilies of daily living
{ADLs). -
F 309 | 483.25 PROVIDE CARE/SERVICES FOR Fagp| Tese obsen ‘fg’ ;2::;‘ ;a{;gg;
$5=0 | HIGHEST WELL BEING and then randomly, under the
Each resident must receive and the facllity must &%ggg gﬂ;ﬁ?g?mr the
provide the necessary care and servicss to attain designee, will repost all
or maintain the highest practicable physical, unannounced observations will be
mentad, and psychosaclai W&ii%&{ﬂg, in : reported that verify the facility's
accordance with the comprehensive assessment implementation of its policy and
and pian of care. proceduras regarding assuring
and providing a comfortabie and
safe iemperature levels between
This REQUIREMENT is not met as evidenced s Qogreas F e results of
by. documentsd on Quality Assurance
; Based on observation, interview and record forms. The results of'gmt audits
i review, the facility failed to provide the necessary shall be submitted to the Quality
care and services for eye dryness for one of 20 Assurance Committee for review
sampls residents (5). Resident 5, who was and evaluation of any further
unable to communicate his needs and kept his cotrective action as necessary
left eye open, had no treatment 1 prevent eve ’
dryness and irritation and there was no

documentation the nurses relayed this concem fo
the physician for Rirther grdersdintervertions.
This deficient practice had the potential to regult
in aye discomfort

FORM CHE.2867(02-09; Pravious Versiong Obaoicte Evint &3 KROG Faciiity 13, CAS4U000116 If continuation sheel Page & of 53
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X4y SUMMARY STATEMENT OF DEFICIENGIES ['»] PROVILIER'S PLAN OF CORRECTION [115]
PRETE {EALH DEFCIENCY MUST BE PRECEDED BY FliL PREFIX {EACH CORRECTIVE ACTION SHOLED BE COMPLETE N
TAL REGULATORY DR LSC INENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
DEFICIENGY)
F 308 Continued From page & | paog| [F309}483.25 PROVIDE ?/;; /zo: ¢}
CARE/SERVICES FOR HIGHEST
Findings: [ WELL BEEN&

During observations conducted on 7/48/12, at

510 pm., 7720112, st Sp.m. and 820 pm., and |

T2, at 815 am. and 11 a.m., Resident &

, was lying in1 bed on his right side, with his right

I eye closad and the left eye open and not hiinking,
‘There was gsoma redness in the left eve. The

regident was non-verbally responsive, had a

trachecsiomy {a tube surgically inserted into the

trachea for purposes of airway access and

s rernoval of secretions) and was receiving oxygen

: vig & tracheostomy collar,

On 7121112, & 915 p.m. during an interview,
Certified Nurging Assistant 1 {CNA 1) stated the
| resident rarely blinked.

| A review of the clinical record revealed the
resident was admitted {0 the facility on §/20/12,
with diagrioses of end stags cancer of the throat
and neck and acute respiratory failure with
trachesstomy.

The Minimum Data Set (MDS - stendardized
assessment and ¢are planning ool dated

P 7119112, indicated the resident was alert and

| reqguired exiensive to tolal siaff agsistance with ait
i of his activities of daily living (ADLs).

There was no physician's order for eye
medicationsireatment,

There was ne plan of care of nursing notes
addressing the resident's open left eye, lack of
blinking and presence of redness and the

: resident’s risks to devslop eye imitation and pain,
| There was no gocumentation the nursing staff

i refayed to the physician the resident's inability to
close his ieft eye, lack of blinking and the

Finding 1: On July 24, 2012 under
the supervision of the DON, the
resident physician and order for
ariificial tears was given. All other
residents in the facility were
gvaluated far the simiar eye
coratiiion. None were identified,

Corrective Action for Pote
Affected Residents

Findings '1: On or before August
11, 23012, the license nursing under
i sypervision of the DON,
icensed nursing siaff has been in-
serviced moarding the imporiance
of proper eye / visual assessments
upon admission and as ngeded to
pravent complications the
rasident’s eyes,

Onor be»‘?ore August 1, 26’%2
under the supervision of the DON
of designee, they will perform
unannounced audits and
observations for four weeks for
three months, and then randomly,
to venfy that the proper gye / visual
aasessments upon admission and
A& eeded o pravent compdications
the resident's gyes.

FORM GME-Z867(02-08) Frarvinus Versions Dbsohete
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o SUMMARY STATEMENT OF DEFICIENCIES ity PROVIDER'S PLAN OF CORRECTION ]
PREFIE (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ATION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CRUSS-REFERENCED T0) THE APPROPRIATE baTE
DEFIGIENCY)
F 308 Continued From page 7 309 ._ npted ' %
Change and Quality Assurance
presence of radnese on the eye. These observations will take place
On 7/21/12, at 9:20 p.m., during an interview, the f"rdf‘;t‘;” m{g’ f"? ﬂ‘m&“ﬁ’s*
| subacute unit clinical coordinator stated the and tnen ra fat;ney' unaer tie
' resident should be receiving Artificial Tears as a supervision of the Administrator the
comfort measure. DON or diﬁgniﬁg ?ﬁg‘;”"
F 314 | 483.25(c} TREATMENT/SVES TO F314] Hn@nnounced aucils wi
: congucted o verify that the proper
8= PREVENT/HEAL PRESSURE SORES eye / visual assessments upon
Based on the comprehensive assessment of 2 fﬁ%&g&oé ; t:;?g to
resident, the facility must ensure that 2 resident resident The lts of such
who anters the facility without pressure sores o enﬁ-;fs yes. FoSURs O Su
doesg niot develop pressure sores untess the evaluations shall be documerted
- individual's clinical condition demmonstrates that ;’ggggggﬁgz“gggg forme. Ve
they were unavoidable; and a resident having submitted to the Guality Assurance
pressure sores receives necessary imatmem and Committes for review and
services to promote heating, prevent infection and evaiuation of any further correcti
ravent new sores from developing. ; y Ve
P action as necessary.
i /Zw&.
. | [F314] 483.25{c) TREATMENT 4
Based on observation, interview and record | PRESSURE SORES
review, the faciiity failed to ensure nacessary care & osi ot
and services for two of five sample residents with m_dents .
pressure uicers aut of 20 sample residents (8, 0 7/18/2012 the DON adjusted
13). Resident 8, who had a sacrococcygeal (tai the sheet removing the wrinkles,
‘ bone area) Stage I} pressure sore {full thickness On or before August 11, 2017,
tissue loss), was lying on a LAL {iow air loss under the supervision of the DON/
mattress which reduces pressure on the body DSD, The treatment nurse was
tissues) mattress over a wrinkled sheet which given one on one in service on
had the potential to result in further skin propar hand washing procedure
' breakdown. For Resident 13, the treatment per the faciiities policy and
! nurse did not follow the facility's policy on dean procedre.
dressing change which had the potential o resuit
in contamination and infection.
Findings:
FORM QMB.255702-04) Prrdoun Versions Obsolets Event B)-KKODT Fouingy 1D CAQAM0OO01 18 if comtinuation sheet Page 8 of 29
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1. On 7A9/12, at 7:30 p.m. during the initial tour,
and on TROMZ, at 5:25 p.m., Resident 8 was
ohserved lying in bed on a LAL mattress over a
wrinkled sheét that left marks on the resident's
skin on the buttocks and back areas.

A review of the clinical record disciosed the

| resitiont was admitted (o the faciiity on /3112,

. with disgnoses that Included Stage i prassure

| sore of the sacrococcyx area, congestive heart
tatiure ang Parkinson's disease. The Mintmum
Data Set (MDS - standardized assessmaent and
care planning toof) dated 4/10/12, indicated the

! resident was confused, was incontinent of bowei
s function, had an indwelling urinary catheter for
wound management and required extensive staff
assistance with her activities of daily living
{AEN.8),

On 718412, at 7.356 p.m,, during an interview, the
director of nursing stated the sheet should not be |
wrinkiad 1o prevent further sikin breakdown,

H
H

i 2. Avreview of Resident 13's clinical racord
disclosed the resident was readmilied (o e
facility on 4118712, with diagroses which included
acute respiratory fallure, fracheostomy (tube
surgically inserted info tracheafwindpipe for
purposes of airway access and ramoval of
excess secretions), history of stroke, gastrostomy
tube (GT - tube surgically inserted into the
stomach through the abdominal wall for the
purposes of nutriion and medication
administration) and Stage ] iefl buttock pressure
sore,

On or before August 11, 2012
under the supervision of the
CONDSH, licensed nursing staff
has been in-serviced regarding
proper fitting of sheets on a low alr
loss mattress assuring that sheets
on the residents’ beds are not
wrinkied.

Manitoring of Corractive Action
On or before August 11, 2012,
under the supenvision of the
Administrator the DON/DSD or
designee will moniior for four
waeks for three months, and then
randomly, the low air loss mattress
sheets are proper fitted and
assuring that the sheets are not
wrirkled. DON/DSD or designee
will randomily monitor the treatment
nurse was givenonsonone in
service on proper hand washing
procedure per the faciiies policy
and procedure.

Chgnge aad Quailgg &ssw_'gggg
These observations will take place
for four weeks for three months,
and than randomiy, under the
supervision of the Administrator the
DON of designee will present the
unannounced evaiuations to verify
that the fazilly's policy and

The MDS assessment dated 5/15/12, indicated pracedures regarding that the fow
the resident had moderately impaired cognition,
FORM SME-258703-9%) Previout Versions Dosaioee Evony i Kxcm? Fadlity 15, GASA0O00011E ¥ confinualion shoet Page S of 24
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F 314 Continued From page 9 F314) (oonfinue) ait loss mailiess seets
. . ) . are proper fitted properly. The
_ ::gg%?g? ?éméﬁ%ﬁémf’gﬁ results of such avaluations shall be
dependent on the GT for feeding and was totally pocumented on Qualty Assurancs
gapendent on sta# for ali ADLs, 1 . : A
shalf be mbm:tted‘ 16 Hhe Quafrty
 On 7721112, 8t 9:45 a.m., during a treatment R surance Gomimifies for review
bservation of the resident’s GT insertion site and rant : !
;e left buttock pressure sore. the oot corrective action as necessary.
nurse did not wash her hands betwoen the i /&;)2_.
v o e oo oot et e [F3151483.25(0) N CATHATER, £
; soiled GT dreasing) and donning clean ones, did | ’
not use gloves during repositioning of the regident e
and did not wash her hands after reposiioning ——
the resident and before donning clean gloves o m
remove the solled dressing over the buttock i Finding 1: on 7/20/2012 the
' pressure sore. indwalling catheter was
discgnﬁnues by the resident
An undated facility's policy and procedure on physician.
Treatmaents stipulated 10 remove the oid dressing, ¢
then remove gloves, wash hands, re-giove, and QERECLs
pmceed wiﬁ'z mmt order“ AT OLIGE S A
Findings 1-2: On or before
On 7/21/12, 3t 10:30 a.m., during an interview, August 11, 2012, undier the
' the treatment nurse acknowiedged she should suparvision of the DOM 7 DSD the
' have washed her hands following the removal of license staff has been in-serviced
the GT dressing and after repositioning the regarding valid medical justification
resident, in order to prevent wound for a indwelling catheter and an
contamingtion. axplgnation to the physician of the
F 315 | 483.25(d) NO CATHETER, PREVENT UT}, Fa15;  Sonlinued use of the indweling
ss=D RESTORE BLADDER catheter.
Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
ragident's clinical condition demonstrates that
catheterization was necessary, and & resident
wheo ig incontinent of bladder receives appropriate
FORN GME-255702-98] Pamdnus Versions Dhsolets Evant ID:KKOD1 Fazdity 10, CABADDDOT 1S it sordinuation sheet Page 10 o420
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1-‘ This REQUIREMENT is not met as evidenced

Bassad on observation, interview and record
review, the facility faited to ensure an indwelling

; urinary catheter was nol used unless thers was a
vahid medical justification for one of 20 sample

| rasidents {4). Resident 4, who had a healed

| pressure sore, had an indweling urinary catheter
for skin management since admission. The
interdisciplinary team determined the cathater
was no longer needed but did not discuss it with
the physician for discontinuation or further orders.
This deficient practice had the potential for
racurrence of urinary tract infaction,

Firdings:

On 719712, at & pum., during the initial four,
Resident 4 was cbserved Wing in bed with an

| | indwelling urinary catheter connected o a

, drainage bag hanging under the metal frame of
- the right side of the bed,

. A review of the clinical record revealed the
| resident was admitted to tha facility on 5724110,

and then randomly, the residerts
charts for valid medical justification
for a indwelling catheter and an
explanation to the physician of the
continued use of the indwelling
catheter.

These ab@awanans will take plac&
for faur weeks for three months,
and then randomly, under the
supervision of the Administrator the
DON and Medical Records or
designee will report audit findings
of the random obgarvations o
venfy that the facility's is providing
valid medical ustificgtion for an
indwelling catheter and an
expianation to the physician of the
continued use of the indwelng
catheter. The results of such
evaluations shall be documented
on Quality Assurance forms. The
results of such audits shall be

i

and readmited on 5/3/12, wih diagnoses tha Sibmitted to the Quality Assurance
ncluded urinary tract infection (UTI), diabetes evalustion of sy Rurther Comective

maii:tus and paraplegia (paraivsis of the lower
 extramities).

| According to the annual Minimuam Data Set (MDS
~ standardized assessment and care planning

| tool} dated 7/5/12, the resident was able to

| communicate needs, did not walk, required

action gs nevessary.

(X4) ID SUMMARY STATEMENT OF DEFICENCIES oo PROVIDER'S PLAN OF CORRECTION R
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) . ¢ CROSS-REFERENCED TO THE APPROPRIATE BAYE
‘ DEFICIENCY)
F 315 | Continued From page 10 F 315 gvn.i.t.@m?agwgw
treatment and services to prevent urinary tract zz: {g ?;0;2 Aﬁggg; ;e 2
infections and o restore as much normal biadder T e Supery ,
function as possible Administrator ihe DON 7 Medica!
) Records or designee will monitor
for four weeks for three months,

FORI CAE.2H07TNE-55) Pranious Varsions Disoisis

Evard (03 KOO

Faciity 100 CABAODONE 216

if continuation shest Page 11 6720




PRINTED: oBO1/202
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391

STATEMENT OF DEFICIENCIES {X1} PROVIDERSUPPLIERICLIA X2y MULTIPLE CONSTRUGTION (%3) DATE SURVEY

| : MPLETED
AND PLAN OF CORRECTION IGENTIFICATION NUMBER A BUILDING co

B. WANG
055764 orau2012 |
NAME OF PROVIDER OR BUPPLIER STREET ADDRERS, LOIYY, STATE, Z1P CODE

7716 8 PICKERING AVENUE
SHEA REHARILITATION HEALYHCARE WHITTIER, CA 80802

£0d) 1 SUMMARY STATEMENT OF DEFICIENCIES iy PROJAGETICE PLANOF CORRECTION e
BREFIX {FACH DERCENGY MIST BE PRECEDED BY FuLl, PREFEX EACH CORRECTIVE ACTION SHOULD &E UM TN
TAG REGULATORY OR LS80 IDENTIFYING INFORMATION) TAG c&asmgmsgg% zezc ‘!?}E APPROPIEATE BATE

F 318 | Continued Fram page 11 F 315

 imited assistance with sating and needed ttal

| assistance with dressing, transfers ardd personal

i hygiene.

A physcian's order since readmission indicated
the use of an indwelling cathefer for pressure
sore managernent,

The Admission Assessment form dated 5/3/432,
indicated the presence of scars on the
sacrococeyx (ail bone) area. Thers was no
documented assessmant the resident had
pressure sores upon readmission.

An Interdisciplinary Catheter Assessment and
Care Plan form dated 5/3/12, documented a

| Stage [V pregsure sore to the sacroooccyx area

| was hegled and there was no further need for the
indwaelling urinary catheler.

By 7710412, the resident had no further pressure

: After the Evaluator inquired about the need of the
L indwelling catheter, the nurses obfained a ¢
! physician's ordar on 7/20/12, to discontinue the
| indwelling catheter due to the sacrococtyx wound
| had epithelialized (covered with epithelial tissue).

. On 7/21712, at 12:20 p.m., during an interview,

' Livensed Vocational Nurse 2 (LVN 2} aould ot
expia n why the continued use of the indweling

. catheter was not relayed 1o the physictan for
further orders since the resident's readmisgion to
the facility on 573/12.

F 322 483 28{0M72) NG TREATMENT/SERVICES - _ F 322
s8=0 | RESTORE EATING SKILLS

Based on the comprehensive assessmentofa |

| resident, the facility must ensure that a resident

Iwho is fed by a naso-gastric or gastrostomy tube
| feceives the appropriate treatmant and services

|

FORM CRG-2887(02-85; Previous Vemions Obsoien Evert 1D KKDD 14 Ezndity I GASSDDOOY B i contimation steet Page 12 of 28
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| to prevent aspiration preumonia, diarrhes, RESTOITVE EATING SKlkzﬁ
' vomiting, deflygdration, metabolic abnormatities, ’ for Affe
and nasal-pharyngeal ulcers and to restore, if Residents cted
possible, normal eating skis. The syringe for resident 2 was

This REQUIREMENT is not met 33 evidenced
by:

Based on abservation and interview, the facility
failed to ensure & syringe plunger did not get |
contaminaied during administration of
| medications through & gastrostomy tube (GT -
| tube surgically inserted into the stomach through

the abderinal wall for the purposes of matriion
and medication administratian) for one randarnly
selected resident (21). Medication Nurse 1
placed the GT syringe plunger directly onto
Resilent 21's bedside table, then placed the
pilunger back in the GT syringe without first
clzaning it, and proceeded 1o administer the ,
resident's medications through the GT the :
syringe. This had the potential to resuit in GT
contamination and infection.

I Findings:

[ On 720112, at 5:55 p.m,, during the evening

, medication pass cbservation for Resident 21,
{who had a GT for medication administration,
Medicafion Nurse 1 used & B0-cubic centimeter
{oe) irrigation syringe. Medication Nurse 1
connected the syringe to the 37, removed the
syringe plunger {the part of the syringe that fits
inskia the fube or barred of the syringe and once
depressed forces fiuid out of the syringe) and
placed it directly on the bedside table which had
not been sanitized an hadd no protective fisld,
Medication Nurse 1 proceaded to administer

!

replaced immediately. The
Medication nurse was provided in-
service on medication
adminisiration through the GT per
the facikties policy and procedure,

Corrective Action for Potentiaily
Affectod Residents

On or before August 11, 2012,
under the supervision of the DON
the DRSO has bean in-serviced
icense sta¥f on medication
admirgstraion through the &7 per
the faciliies policy and procedure.

Manitoring of Corrective Acti
On or before August 11, 2012,
under the supervision of the DON /
D30 or designee will monitor for
four wesks for ivee months, and
then randomiy, the medication
nurses during madication
admiristration through the 8T ©©
assure the facility's policies,
procedurss, and practices of
medication administration through
the GT are followed.
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DEFICIENCT}
F 322 | Continued From page 13 F32z2{ Measures Adopted for Systemic,
- several medications through the syringe barrel by Change and Quality Assurance
gravity, ramoved the syringe from the 8T and These observations will take place
' then placed the contaminated plunger into the for four weeks for three monthes,
syringe barrel to aspirate into the syringe the and then randomly, under the
ining medicaticns from 2 medication cup, supervision of the Administrator the
and pushed the medications through the GT. DON / DSD or designee, will
Following the medication administration, the present the evaluations {6 verdy
medication nurse rinsed the barrel and syringe that the medication administration
the facility's policy and procedures
A review of the clinical record indicated the 1Ne resufts of such evaluations
resident was readmitted fo the facility on 5/16/41, i all be documented on Quality
with diagnoses that included respiratory failure, ssurance forms. The results of
congestive heart failure and history of stroke. such audits shall be submitted to
The Minimum Data Set (MDS - standardized the Quaiity Assurance Committee
assessment and care planning tool) dated for review and evaluation of any
8121712, revealed the resident was severely further corrective action as
cognitively impaired and required total cars. hecessary.
#i /ZW 2
On 720042, ot 7:20 pm., during an interview, [F323] 483.25(h} FREE OF 3 Z
- Medication Nurse 1 acknowladged the surface of ACCIDENT HAZARDS/
| the bedside table was considered contaninated SUPERVISION DEVICES
. and he should have placed the barrel on a paper LTSRNV ACHD ATTe
towel or on the sanitized medication tray in order 140 )
to prevent contamination. The hot water was adjusted on
F 323 | 483.26(h) FREE OF ACCIDENT Fa23| 7192012 to a temperature below
$8=E | HAZARDS/SUPERVISION/DEVICES 120 degrees and the identified
areas were re-inspected where the
The facility must ensure that the resident results were below 120 degrees.
environment remains as free of accident hazards The metal side rails that were
as is possible; and each resident receives entified were padded as ordered
adequate supervision and assistance devices 1o by the physician,
provent accidents.
This REQUIREMENT is not met as evidenced
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? i
?ﬁ&i%u&dﬁmg&g&% I F323 :
by. i i}rz or mfzzremgust 11, 2012,

Based on obsarvation, interview and record
review, ihe facility falled io ensure the resident
environmentremaing as free from hazards as is
possible by having hot water temperatures above
120 degrees Fahrenhsit {F) In five hand washing
sinks and by not padding the metal side raiis of
the bed for two of 20 sampile residents {1, 161
Resident 1, who had a seizure disorder and had a2
behavior of banging his upper extramities on the |
side rails, had unpadded bilateral upper sida rails.
Resident 16, who was at risk for injuries, did not ’
"have padded side rails. This deficient practice
. had the potential to regult in injuries such as bum,
’.- scalding, bruising and skin breakdown. !

i

' Findings:

1. On 710012, between 7:30 pm. snd 840 p.m,,
during the genaral environmental inspection of
the facility, in the presence of the maintenance |
supervisor, the terperglurss of the hot water '
| deliversd ko plumbing fixturss used in the

| residents’ bathrooms were measured.

The unsafe hot water temperatires in the hand
washing sinks in the residents’ restrooms were as
follows:

1. Ropm 10 - 1220 degrees F
2. Room 20 ~122 0 degress F
3. Room 25 «123.7 degrees F
4, Room 30 -122.8 degrees F
5. Rooms 14115 - 122.5 degrees F

There were a total of 13 residents residing in the
above affected rooms, however, none of the
residents sustained any injuries related to the hot
water and none of the 13 resident voiced

urder the sugerasion of the
Adminisirator, The maintenance
staff has heen ingerviced on
maintain an environment free of
accident hazards by assuring water
temperatures are botwean 105 -
120 degrees F. The nursing staff
has been in-serviced on the
aoplication of side ralls as ordered.

nito! of Corrective Action
On or before August 1 1, 2012,
under the supervision of the
Administrator, The maintenance
staff will monitor for four weeks for
{hree months, and then randomly
the facilities water temperatures to
assure that they arg thermostats
aryd interview residents to
determing that the facility is
between 105 120 degrees F. The
GON 7 DSD or designee will
motor for four weeks for three
months, and then randomily the
apphcation of side rails as ordered.

Z‘hes«e Qmwatms mki take place
for faur weeks for three months,
and then randomly, andar the
supervision of the Administrator the
DON 7 DSD or designes will report
the performed inspections to verify
that the facility's in compliance with
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F 323 Continued From page 15 Faga (oninue) gg;egﬁ’gggﬁg’:g and
concemns regarding the water temperature, ordered. The results of such
evaiuations shail
On 7/18/12, at &30 p.m., during an interview, the Q: Quality Assﬁﬁﬁ?&ﬁf’;ﬁg
| maintenance supervisor stated he will adjust the resulis of such audits shall be
‘ high temperatures to 120 degroes F or beiow. submitted 1o the Quality Assurance
' The maintenance supervisor explained he kepta | Committee for review and
- record of daily water temperature and had no evaluation of any further corrective
| prior problem with the water temperaturs, fion as necessary
A review of water temperature by revealed the
teraperatures taken dailly prior o 774 Q??Q were

below 120 degrees F.

The faciity's maintenance department policy and
procedure on Water Temperature indicaled the

¢ water temperatures in resident bathrooms and

- shower room must be between 105 and 120
degrees F.

2. On 719112, a1 6:35 p.m., during the initial tour
of the facility and on 7/20/12, at 46 p.m,,
Resident 1 was cbserved lying in 8 low bed. The
four metal side rails of the bed were raised, Only |
the right lower side rail was padded.

A review of the ciinical record revealed the
resident was admitted to the facility on 12/6/08,
and readmitted on 7/268/11, with diagnoses that
included seizure disorder and schizophireniz (a
maenial itness),

According fo the guartery Minirum Datz Set
(MDS - standardized asgessment and care

! planning tool) dated §/312, the resident was

- severely impaired! in1 cognitive skills for dally
decision making and required tolal assistance
with aclivities i dally iving (ADLS).

An informed Consent form dated 2710412,
documented the residient's legsl repregentative
consented the use of bitateral upper padded side
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F 323 Continued From page 16 F323

| upper padded and iocked side rails when the

" breakdown and bruiging.

| A record review revealed the resident was

rails 1o reduce the risk of injury refsted o
resident’s episades of banging the side rails ysing
his upper extremities,

A physician’s order dated 2720712, indicated
bilateral padded upper side rails up and locked
when the resident was in bed, There was no
order & use the bilateral lower side rails.

A plan of care developed 0 raduce the residents
risk of falls and injury indicated 10 apply bilateral

rasident was in bed.

On 712012, at 9:35 p.mi., during an interview,
Licensed Vacation Nurse 3 (LVN 3) could not
explain the lack of padding on the side rails to
prevent tha resident from injuring self and couid
not explain the use of four rails instead of the
ordered upper side rais,

3 On 771832, 21 .50 pm., during the initigd tour
of the facility and on 7729412, a8t 854 am. and &
2:08 p.m., Resident 18 was observed lying in bed
with four metal side rails up that were not padded,
'z‘he mskisnt hagd purplish and greenish skin
colorations on tha right forearm and a skin taar
%Mﬁg?}tm There were no devices o
protact the residant's upper axtremitios from
hitting the rails,
On 12, at 2208 pan., during an interview, the
medication nurse stated the resident needad
geri-sleeves {geriatric elastic protective amm
sleeve} for skin protection ared io prevent

" admitted to the facility on 3/14/12, with diagnoses
that included seizure disorder {convulsions),

FORM CMS-ZW?{QM) Frevious Versions Qimolote

Evant ID: KKOD11

Fagifity I0: CAS400001 18

If continuation ahast Page 17 of 20



http:APPRoPtM.TE

PRINTED: 2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES RFGRgAg%ORj{}\?ED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NQ. 0638-0381

] BTATEMENT OF DEFICIENGIES 1) PROVIDERISUPPLIERICLIA X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF SORRECTION DENTIRCATION NUMBER: COMPLETED
A, BULDING
056764 8 e 07/21/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, $ITv, STATE, 2iP CODE
7716 S PICKERING AVERUE
SHEA REHABILITATION HEALTHCARE WHITTIER, CA
XGo SUMMARY STATEMENT OF DEFICENCIES e PROVIDER'S PLAN OF CORRECTION 8y
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION; TAG CROSS-REFERENCED TO THE APPRGPRIATE BATE
: DEFICIENCY}

F 323 | Continued From page 17 333
05eoporosis (bone tissue that is thin, brittle, and
micre vuinerable to fracture), legally biind and
dementia,
The MDS assessment dated 6721112, indicated /
the resident hag memory problems and required {F328] 483.25(k) TREATMENT / Ynf2eigd
total assistance with all ADLs, CARE FOR SPECIAL NEEDS
A plan of care dated 6/21/12, developed for the Corrective Action for Affected
resident's risk for injury secondary to invaluntary Residents
muscle movements related to seizure disorder, Resident 5 IV was discontinued
included in the approaches to provide a safe and a new IV was inserted. The
environment, free of safety hazards and to pad date and time of the IV insertion
the side rails if indicated. was documented on the dressing.
Another plan of care dated 7/16/12, developed for Resident 3 oxygen was restarted
the resident's risk for bruising and bleeding 771972012 the O2 saturation was
related to the use of anticoagulant (blood thinner) ¢hecked with no sign or symptoms
medication {Coumadin), fragile skin, diabetes of respiratory distress noted.
meliitus and aging process, did not include in the
approaches the use of skin protective devices Gorrective Action for Potentially
{i.e. geri-sleeves, pillows, etc.). Affected Residents
A Licensed Nurse Record form dated 71812, i Other residents with oxygen were
timed at 2:48 p.m,, indicated the regident wag | checked and ali concentrators
noted scratching, had blood on lop ofthe right were gn. Other residents with |V's
hargd angd an open skin measurad two ‘ weare checked all properly dated
centimeters {om) in length by 1 om in width, , and timed. On or before August 11,

F 328 | 483.25(k) TREATMENTICARE FOR SPECIAL - F328] 2012 under the supervision of the

S8=0 | NEEDS DON, ficensed nursing staff has

been in-serviced regarding proper
| The faciiity must ensure that residents receive IV site labeling and assuring that

proper treatment and care for the following Oxygen concentrators are in yse
special services: per physician orders.
iniections; ;
Paranteral and enteral fluids; §
Colostomy, ureterosiomy, or Heosiomy carg;
Tracheosiomy care,
Tracheal suctoning;
Respiratory care;
Fact care; and
Prosthesss,

FORM CMS-2557{02-94) Frovidus Vemions Obsolets Bt 00 KRODHY Faciity 1 CARAGOGOT1E i continuation sheet Page 18 of 28
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| 50 miliiliters {ml} per hour. The dressing over the
: IV catheter ingerion sile was not dated 10 indicate
 when the IV catheter was inserted.

; During & concurrent interview, the clinical

| insertion site should indicate date and time of the
- 1V insertion, as the site would need 1o be changed

This REQUIREMENT is not met as evidenced
by

Based on obsarvation, inferview and recond
review, the facility failed to ensure a resident :
received proper intravenous (1V) and respiratory
treatrnent and care for two of 20 sample residents
{5, 9). Resident 5's IV inserton site did not have
date and fime of insertion, which had the potential .
1o result in posgible infection, Resident9 had a
nasal cannula connected to an oxygen
concentrator that was tumed off and was not
receiving axygen at a rate of two liters per minute
{2 Limin} continuously as ordered. This deficient
practice had potential to resuit in shortness of
breath.

Findings:

1. On 7912, &t 6:10 p.m. during the initial towr
with the subacute clinical coordinator, Resident 5
was observed lying in bed and was non-verbally
responsive. An IV bag with Normad Sgiine
solution was connected 10 an iV catheter o the
resident’s right hand and was infusing st a rate of

coordinator stated the dragsing over the IV

every 72 hours in order o prevent complications
including possible infection.

A review of the clinical record revealed the
resident was admitted to the facility on 8/20/12,

On or before N.zgusz ‘2? 26?2
under the supsevision of the
Administrator the DON 7 DSD or
desigree will check for four weeks
for three months, and then
randoemiy, IV sites for proper
labeling and that oxygen
congentrators are in use per
physician orders.

Change and i &ssurance
These observations will take place
for four weeks for three months,
and then randomly, under the
supervision of the Administrator the
DON / D8D or designes, will
present the reports from reviews,
o verify the facility's policy and
procedures regarding IV labeiing
and oxygen cormmeniralors are in
use per physician orders. The
results of such svaluations shall be
documented on Gualily Assurance
forms. The results of such audils
shall be submitted o the Quailty
Assurance Committes for raview
and eyaiuation of any further
corrective aclion as necessary.
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F 328 Continued From page 19

< with diagrioses that included end stage cancer cf
the throat and neck and acute respiratory failure
" with tracheostomy.
: The Minimum Dala Set (MDS - sterdardized
| gssassment and care planning tool dated
7H9/12, indicaled the resident required extensive
oy todal care,

According o the faciiity's policy and procedura on
IV Therapy dated 32013, the iV site will be
laketed with the date and time.

2. 0n 711912, at 7 p.m., during the initial tour of
! the facility in the presence of Licensed Nurse 1,
! Resident 9 was observed lying in bed wesring a

i o dediver oxygen through the nostrils) connecied
| 10 an oxygen concentrator that was not delivering
| OXYQEn since it was tumed off,
| At the time of the observation, Licensed Nurse 4
; proceaded (0 tum on the oxygen concentrator
L gng stated the resident needed oxygen at a rate
i of 2 Limin.
i A review of the clinical record revesled the
| resident was readmitted to the facility on 6/31/12,
- with diagnoses that included acute respiratory
 failure, pneumonia and dementia {progressive
loss of remory and other intellectual function).
“i‘he Minirmum Data Set (MDS - standardized
 assessment and care planning todl) dated 6/7/12,
¢ ingicated the rasident had memory problems,
; rarelyinaver communicaled and required total
, assistance in activities of dally living (ADLS).
A physician's order dated 5731412, indicated to
| administer oxygen at 2 L/min via nasal cannula
[ every shift continuously for acute respiratory
; failure.
F 371 rj 483.35(i) FOOD PROCURE,

, nasal cannula (narrow, flexible plastic tubing used

F 328

F 371
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F 371 | Continued From page 20 Fari]  [F371] 483.35(1) FOOD it /2o
$8=D STORE/PREPARE/SERVE - SANITARY PROCURES, STORE /

The faciity must -

{1} Procurs fond from sources spproved or
considered satigfactory by Federal, State or local
authorifies; and

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

This REQUIREMENT is not met as evidenced
by

. Based on abservation, interview and record
review, the facility failed to ensure food was
stored, distributed and served under sanitary
conditions. There were no labels identifying food
stored inside the <ty kood storage room, there
was a broken sink faucet, there were missing
ceramic tie on the kitchen wall and a fly sround
e food preparation area. This geficient practice
hatd the polential Tor cross contamination and
foodbome liness.

Findings:

E O‘n 7HSM2, a1 6:18 p.m., during the mmaitoﬁmf
| the kitchen in the presence of the dietary senvice |
supemsor {88, the following was observed: |
f 1. Two food trays were siored inside the dry
. food starage room had not labels.
‘2. A faucet fixture above the two compartment
f manual dish washing sink was broken.
i 4, The wail underneath the dish washing
| | machine had missing ceramic tiles.
;4. House flies were noted in the food

PR&?AR&IS&R% WW&R"{

?i’t& mzzﬁw food trays were
discarded. Cin 720/2012 the faucet
fixture was repaired and the
missing ceramic tile underneath
e dishwasher was replaced. The
mairtenance person checked the
pest conirol devices and found the
A working order on 772012012, No
flies were noted in the kitchen on
that date,

Carrective ﬁg;ign for Potentially

On or befom August 11, 2012,
under the supervision af the
Digtary Supetvisor, kitchen staff
has been inserviced on labeling
fems: foad must be stored and
dated with labels identifying the
food #ern, Alse the kKitchen staff
has been in-serviced on reporting
neaded repairs and pest concems
in the maintengnue book.

Onor be?cre éugzzsi’ ﬁ 2812
under the supervision o?' the
Distary Supervisor, the facility will
monitor for four weeks for thige
months, and then randomly, for
compliance of proper abeling
ftems to assure that food must be
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F 371 " . continue; stored and dated with
3 Con&nugd From page 21 F 37 labels identifying the food itemn is.
preparation area. Also monitor the reporting needed
Acoording to the facility's policy and procedures gﬁmﬁm&?nwm in the
on labeling items, food must be stored gnd dated ‘
with labels identifying what it is. mums Ad ﬁm for § E i
At the time of the observation, during an ; o RS
interview, the DS could not explain the tack of | g‘:“éﬁ rm%agﬁgi gg;g?ce
labels on the food items, the faucet and wall ] and then, under the supervision of
disrepair. and the presence of flies in the food | the Admi'nistrat of the Dietary
preparalion area. E Supervisor wilt submit a report of
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - . FA425]  Godings refated to proper tabelin o
$8=0D | ACCURATE PROCEDURES, RPH i of food items and the reporting
, ) needed repairs and pest concer
The facility must _provide- routm_e and emergency i in the mair?tennoe goak fo verifr;s
drugs and biologicals to its residents, or obtain that the facility's plan of correctian
them under an agreement described in ‘ is implemented the results of such
&33'?5“') of this part. The faqlilty may perrit evaluations shall be documentad
unficensed personnel to administer drugs if State on Quality Assurance forms. The
; law permits, but only under the general results of such audits shall be
supervision of a licansed nurse. subrnitted to the Quality Assurance
- . Committee for review and
A facility must provide pharmaceutical services evaluation of any further corrective
{inciuding proceduras that assure the acourate action as necessary
agquining, receiving, dispensing, and )
administering of ali drugs and biologicals) ¢ meat [F426] 483.60{a) (b)
the needs of each resident. PHARMACELITICAL SERVICES ?} i /?cri
The facility must employ or oblain the services of ?;ﬁ:iii’iim P‘.“’cf’f?*‘m:;g“"'
a licensed pharmacist who provides consultation
:ﬁmﬁwm of pharmacy (}rztar b&fom August 11, 2012,
: under the supervigion cf the DONY
8D or designee has been in-
; servics nurse 1 on the fasifies
j
!
| This REQUIREMENT is not met a8 evidenced
: by:

-
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pharmaceltical services (¢ meet the needs of
- each resident for one of 20 sampie residents (18) |

: and one randomly selected resident (21). For
Residents 18 and 21, Medication Nurse 1 signed
the medication admir:istmtian record (MAR) !
: during greparation and before the administration ¢
. of the medications, instead of at the compigtion of |
the medication adminigtration. This deficient

i practice had the potential to result in medication

' Findings:

1. On 7020112, 8t 8:358 p.m, during observation of
the avening medication pass for Resident 1§,
Medication Nurse 1 prepared five medications
and two nulritional supplements. After preparing
each medication, the madication murse initigled
the MAR and then administered the medications
o the resident.

A review of the dlinical record disclosed the ?

: resident was readmitted 1o mm;zyonsmm

{ with diagnoses which inciuded psychosis, mzzzm
: disorder and history of stroke,

. The Minimum Data Set (MDS - standardized

assessment and care planning 1ool) dated

8712112, indicated the resident had periods of

 forgetfulness and required extensive staff

assistance with most daily living activities.

2. On 7/20/12, &t 5:55 p.m. during observation of |

Resident 21’s medication pass, Medication Nurse .

| 1 prepared five medications and signed the MAR

| after sach medication was prepared. Medication |
|

] Nurse 1 then administered the medications
|
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{X4) ID SUMMARY STATEMENT OF DEFICIENCIES e PROVIDER'S PLAN DF CORRECTION 5
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F 425 | Continued From page 22 E 425 (cozﬁnus} policy and procedure on
e medication pass.
Based on observation, interview and record pa
review, the facility failed fo provide

i&ents
On or before August 11, 2012,
urider the supsrvision of the
Adrrinistrator e DON/DSD or
designees has in-service the
cense nurges on the faciiities
policy on medication pass
protedure,

onitoring of Corrective Action
{}zz or befora &zzgzzsi 11,2012,
under the supervision of the
Agministrator the DUON/DSDor
designee will randomly perfonm g
fradication pass assessment for
four weeks for three months on
medivation nurses,

ned al
These observations will take piace
for weeks for Hhiree months, and
ther randomly, under the
supervision of the Administrator the
DON / DBD or designes, will
present the reporis from reviews,
o verify the facility's policy and
procedure on medication pass
procedure. The results of such
evalyations shall be documented
on Quality Assurance forms, The
results of such audits shall he
| submilied fo the Quality Assurance
Committee for review and
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The drug regimen of each resident must be
reviewed at least once 5 month by a ficensed
pharmacist.

The pharmacist must report any irreguiarities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

|

KD SUMMARY STATEMENT OF DEFICIENCIES E ID PROVIDER'S PLAN OF CORRECTION (X&)
PREFIX {EAGH DEFICIENCY MKST BE PRECEDED BY FULL, PREFIX {BACGH CORRECTIVE ACTION SHOULD 8E CONPLETOR
7AG | REGUUATORY OR LSC IDENTEYING INFORMATIONS TAG GROSE-REFERENCED TC THE APPROPRIATE DATE
_ DEFICIENCY)
!
¥ 426 Continued From page 23 F 425 (continue} evaluation of any further
through the resident's gastrostomy tube (GT-a comective actian as is
tube which is surgically inseried info the stomach
for purposes of nutritional support and medication
administration).
| A review of the clinical record reveaied the
; resident was readmitied 10 the faclity on 8/16/11,
! with diagnoses that inciuded respiratory failure,
' congestive heart fallure and history of siroke.
The MDS assessment dated 5/21/12, revealed
the resident was severely cognitively impaired
and was lotally dependent on staff for all of his
daity living needs,
Ths faciiity's policy and procedure tited _
“Procedures for All Medications” dated 4/2008, /
stipulated to document medication adrministration [F428] 483.60(c) DRUG RIGIMEN giHflor
; on the MAR feliowing medication administration. REVIEW, REPORT IRREGULAR,
: ACTION
- On 712012, at 7:20 p.m. during an interview, | Corrective Action for Affected
: Medication Nurse 1 acknowledged the MAR E iden
| should be initialed/signed off following . The medication order was carified
administration of the medications. with the aitending physician. A new
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT ¥ 428 order was given 10 address the
88«0 | IRREGULAR, AUT ON resident's pain levels.

On or before August 11, 2012,
under the supsrvision of the DON
the Pharmagist has been in-
serviced on e importance of
identifying and reporting drug
ireguiarities and reporiing them to
the physician and DON.
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F 428 | Continued From page 24 F 428 orrective Action

. This REQUIREMENT i3 not met as eviderced

Based on ohgervation, interview and record
| review, the pharmacist failed 10 identify and report

- drug irregularities for one of 20 sample residents

| (3), Resident 3 had an order for Tylenol and E
'; Vicodin for moderate pain, the pain scale reguired |
i {o give the Vicodin was not indicated, and the
pharmagcist did not identify the drug irreguiarities.
This failure had the potential to residt in :
medication error and adverse consequences.

| Findings:

On THOM2Z, at §:45 p.m., during the inital tour,
Resident 3 was observed lying in bed and stated |
he had cancer, (ost his hair due 1 chemotherapy
treatment and had frequent headaches and body
aches.

& review of the clinical record revealed Resident
3 was admitted to the facility on 6718/12 with
diagnoses that included brain mass {fumor),
kidney cancer, status post chemgtherapy :
treatment and was currently receiving radintion !
therany.

The admission Minimum Data Set (MDS -
standardized assessment and care planning loof)
dated B/21712, indicated the resident was able i
i make his needs knowrns, was able 10 understaxé
othars and required supervision to extensive
assistance in activities of daily living (ADLg).

The physician's orders on admission included
gostaminophen 325 milfigrams {mg) two tablets
orally every four hours as needed (PRN) for mild |
pain {1-3 on a pain rating scaie from zero to 15,
zero indicating no pain and 10 the worst

pain}, acetaminophen 560 mg two tabiels orally

i

On or before August 11, 2612,
under the supervision of the DON,
The Pharmacist reports will be
evaluated monthly angd disgussed
i Exit with the DON and
Administrator ¢ address needsd
intervantions.

| Meagurus Adopted for Systemic

G e and Quality Assurancs
On a quarterly basis for six
months, under the supervision of
the Administrator the DON or
designee, will present the reports
. from reviews, o verify the steff is
complying with Pharmagist reports.
The resulis of such evaiuations
shall be documentad on Quaiity
Assuranca forms. The resulis of
such augits shail be submitied to
the Quality Assurance Commitiee
for review and evalustion of any
further corrective action as
pecessary.
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every four hours PRN moderate pain (4-6/10) and
an arder for one tablet of Vicoadin §/600 mg by
mouth svary four hours PRN for maderste. There
were two pain medications for moderate gain but
there was no pain medication ordered for severs
pain,

Acconding 10 a Pain Assessmernt Flowsheef, he
resident received Vicodin for general bady pgin
and headache for 2 pain rated 8/10 {severe pain}
on TI0M2, 742, TMENM2, 7H8M2 and
TNen2

of 7/2012, were stamped, sioned and dated on
7748112, by the pharmacisl indicating the orders
were revimwad by the pharmacist,

On 7120112, ot €.40 p.m., after reviewing the
physician's order snd the medication
administration record (MAR), Licensed Vocational
Nurse 3 (LVN 3} stated the physician would be
contacted ¥ clanfy the resident's pain
medications,

On 77220012, at 8:45 p.m., during an interview, the
director of nursing stated the pharmacist
performs medicalion review for sach resident
once & manth and thers was no report of any
irregularity relaied to the resident's pain
medications. The director of nuraing further
indicated Vicodin shouid be given for severe pain,
483 70[d){ 1}(1} BEDROOUME MEASURE AT
LEAST 80 8Q FT/RESIDENT

Badrooms must measure at least 80 squars feat
per resident in muliiple resident bedrooms, and at
ipast 100 square feat in single resident rooms,

F 428

[F458] 483.70(d)(1}{5) BEDROOM
MEASURES AT LEABT 80 5O FT
' Resmﬁ‘t

mm

. On 72172012 the facility submitted
a variance rexpuest for
astommodation.
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4 measure 8O square feet per resident. Rooms 44,

Rooms Number of Beds Sguare feat
§ 3 204.24
8 3 202.02
8 3 22032
g 3 220.32
11 3 22284
12 3 20.32
14 2 156.04
18 2 156.08
i1 4 288.80
17 4 288 80
18 2 153.00

This REQUIREMENT is not met a8 evidenced
by:

Baseé on dhaervation and record raview, the
facility failed 1 ensurs al bedrooms measured at
least 80 square feet per resident in muliiple
regident badrooms.

Firxdings:
A total of 11 mustipia resident rooms did not

15 and 18 accammodated two residents, Rosms
8 & 8 9, 11, and 12 accommodated three
residents and Rooms 18 and 17 aecommaoadated
four rasidents.

According {0 the facility’s submitted variance
reqquest and the Analysis of Cliant
Accommodation deted 7/21/12, the following
raoms were balow e 80 square feet

Luring the survey period from 7/18/12 o 722112,
ehsarvation of the above listed rooma revealed
the space available for the residents was
sufficierd to provide access and freedom of
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Sxaff will assure thal the listed
oams mainigin the apace avaisbis
for the regidarn has sufficient to
provide access and freadom of
moveraent

under e supervision of the
Maintenance staff or designee, vAll
monitor randoemly, for compliancs
of the listed rooms are maintained
so the space available for the
resident’s is sufficient i provide
00865 and freadom of movement,

Cna t;zzmy under the
supervision of the Admsinistrator the
Maintenanos etaff or designee, will
pregent the reports from reviews,
to verify that monitoring to assure
that the listed rooms are
maintained so that the space
availabie for the resident's is
sufficient 1o provide access and
freadom of movament. The results
of such evalyations shall be
gocumented on Quality Assurance
forms, The results of such audits
shail be submitted o the Quality
Assurance Committes for review
and evaluation of any further
vorrective action as necessary.
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i movernent. PROGRAM
F 469 | 483.70(h)(4) MAINTAING EFFEGTIVE PEST F 469
ss=n | CONTROL PROGRAM Corrective Action for Affected

The facility must maintain an effective pest
control program so that the facility is free of pests
and rogents,

.[ This REQUIREMENT is not met as evidencad
by:

Based on obsarvation, inferviews and record

| review, the facility failed to maintain an effective

of 11 resident attending the group meeting
complained of having flies in their rooms and one
randomly selected resident (22) was observed
with a fly on the bed covers.

| Findings:

F1. On 7M9M2, at 810 p.m,, during the initial tour
‘of the Subacuta Unit with the subacute dlinical

. coordinator, a fiy was observed crawiing on
' Resiient 22's bad covers. The resident was
unable 1o participate in an interview, had physical
fimitations and could not remove the fiy from his
bed.
During a concurrent inferview, the clinical
coardinator stated fiies should not be In residents’
rooms and proceeded 1o remove the fiy from the
resident's bed,

A revigw of the clinical record revegied the
resident was readmitied {o the fadility on 311312,
| with diagnoses which included respiratery fallure
with tracheostomy {tubs swgicslly inseried info

pest control program and be free of pests. Three .

Residents

On or befare August 11, 2612,
under the sypervision of the
Administrater the pest conirgl
persan: has inspected and
eyaiyated the facilidy for sources
amd or cause of the noted flies.
There was no source of flies noted
from the facifity.

Affectad Residanbs
On or before August 11, 2012, "
under the supsrvision of the
Administrator, the Maintenance
and Environmental Services and
other staff has been in-serviced
regarding maintaining an effective
pest control program to be free of
pest. The coniracted pest control
person was instructed to include in
her reports any issues regarding
nest including Ries.
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the trachea, or windpipe, for purposes of airway Monitoring of Corrective Action

access and removal of secrations), ventiator
{breathing machine} dependent and gastrostomy

fube {GT).
The Minimum Data Set iMDS - standardized
assessment and ¢are planning tool) dated

< 5123132, indicated the resident was severely

cognitively impadred (rarelv/never makes
decisions}, was incontinent of bowel and bizdder
and was completely dependent on staff for all
activities of daily ving (ADLS).

On 712112, at 11 am., an chservation of one of
the exit doors close to the resident” room
revealed no insect trap devike o prevent figs
from entering the facifity.

2.On 7R1NM2, at 10 a.m., during the Quality of
Lie Group interview with 11 alert and oriented
rasidents in attendance, three residents
compiained about having fies in their room. The

: resident stated having fes in their room made

them upsst,

A review of the Pest Management Reports dated
EA1BAM2, 6/20112 arwd 8/20/12, revesied the
reparts by the confracted pest controf company
did not address the fly infestation.

i
:
i
H

On or before August 11, 2012,
under the supervision ¢f the
Administrator, the facility will
mmonitor the environment 1o assure
that the faciliies pest prevention
interventions gre in place,
functicning and maintaining an
effective pest contrl program
aceording to the faciiity's policies
and procedures and quality
assurance program.

On a qzzaftertg bams uncéef e
supgrvision of the Administrator the
Maintenance Director or designee
will present a report of the
inspections to verify that the
facility's policy and procedurss
regarding the pest control program
is implemented and effective. The
results of such evaluations shall be
documented on Quality Assurance
forms. The resuits of such audits
shall be submitied to the Quality
Assurance Committee for review
and evaluation of any further
torrective action as necessary.
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