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(X4)jO i
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DEFICIENCY) 

F OIl{) INITIAL COMMENTS 

The following reflects the findings of the 
DOfl8rtment of Public Heelth during a 
Recertification survey. 

Shea Rehabiloation He.llhcare 
Center makes its best effort to 
operate in full compliance with both 
Federal and State Law. Nothing 
included in this Plan of Correction 
is an admission otherwise. Shea 

Representing the Department of Public Health: 

 RN - HFEN 

 RN - HFEN 




 REHS - HFE I 


I 
, Total Resident Population: 97 

Total Resident Sample: 20 


Highest Scope and Se\rJlrity: E 
F 226,483.13(0) DEVELOPIIMPLMENT FZl6 
$S=D: ABUSEINEGLECT, ETC POLICIES 

RehatHlitation Healthcare Center 
has submitted this Plan of 
Correction in order to comply with 
Its regulatory obligation and does 
not waive any objections to the 
merits or form of any allegations 
contained herein. Please note that 
Shea Rehabilitation Healthcare 
Center may contest the merits 
and/or form of any of the deficlency 
findings allegad balow end may 
take reasonable steps to appeel 
them. 

The facility must develop and Implement written 
. policies and procedures !hat prQhlbit • 
: mistrea1ment, neglect, and abuse of residents 
: and misappropriation of resident property. 

This REQUIREMENT is no! met as evidenced 
by 
Baaed on in\1lfV!ew and record review, !he facility 

failed to implement policies and procedures on 
abuse PI'JV'!f1!Ion by not conduct screening on 

: three out of fIVe new hired employees for a 
potential hislory of abuse. This deflcIent practice 
had !he potantial to hire Individuals with history of 
abuse. 

Findings: 

According to an undated facility's pollcy and 

[F226)483.13(c) DEVEOP I 
INPLAMENT ABUSE I NEGLECT, 
EeT POLICIES 
CQrrectlve Ac!Io!! !w Affe<:!ed 
Residents 
Finding 1 & 2: On or barore 
August 11, 2012. !he three 
identified employfis were 
screened for potential history of 
abuse, None were noted to have 
had a hiatol)' of abuse, neglect or 
mistreatment of resident!:t The one 
LJcense Vocational Nurse license 
has been verified with the State 
Licensing Board and is in gOOd 
standing. 

• 


(~) denotes a defidency Mlieh the institutiOn may be excoaed from oomlcting provlding it IS o.rmineo that 
safeguardS to the patients. (See InstructioM.) Except for nursing hOmes, the flrn:fing$ stated above are d!$cloUbfe 9Q da1& 

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plaO$ of ~.,. di$ClQablc 14 
days fOllOwing the date these documents are made available to the facility. It defi.ciencies ate Cited, an approved plan of colWetiOn i$ requisite to COfItlnued 
program par1icipation, 

.~-~--- ~........... -- ............. .....- ­
fORM CMS-25e7(02·9t) Prev\ou$ VerWne; Ot.llKIkM Even110: KKOO11 F.,;:iIitylD: CAil40000116 
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(EACH CORRECTIVE ACTION SHOULD BE 
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OEf1CISNcy) 


F 226 i Continued From page 1 F226 ltllrrec!jyt Mlloo for P2llnljally 
: procedure on Prevention of Resident Abuse and I,, Al!te!td R!!!!IdenIs , Mistreatment. prior to hiring any employee, !he Findings 1-2: On or before 
,! facillty shan ensure provisions covering August 11. 2012, under the 
, employment screenings for potential hiStory of supervision afthe Admll'l!strator, 
'I abuse, neglect or mistreatment of residents, tM DSD has be in-serviced. Once authorization to secUAt information has regarding the facility's policy and 
1 been obtained, " is the responsibility of the facility , procedure prior to hiring any 
, staff (i.e, administrator, department supervisors, employee shall consider the; etc.) to cali at least one of lIIe previo!Js employers prevision on screening for potential
! and current employers and inform them of the history of abuse, neglect or
i potential hiring of the empioyee. licenses and ' mistreatment of residents and 
~ certifications ""ali be verified before hiring by the i caning current and previous
: director of nurses and director of staff employers prior to hiring any 
: developmen~ ~. , employee, also the DSD will be in

I served on License and Certification IOn 7121112, at 3:10 p.m., a review of the ' Board shall be verified before hire, 
i personnel records of five new employees hired i 

:within the previous four months and Who were I 
 Mstnitoring of Correctlu Action
, already worklng in the facility was conducted willi I On or before August 11, 2012, !lie director of staff development (05D). Three of under the supervision of the
lIIe five employee files were incomplete and ' Administrator, the facility will folloW
lacked pre--emptoyment screening, The file of a i the policy and procedure on 

j social service staff member, a licensed vocational: screening for potential history of i nu,,", (LVN) and a cerotiad nursing assistant abuse, calUng current and previous
(CNA) did not have evidence of reference check ! employers and verified License andfrom previous or current empi0yer3. The LVN Certification with the License aodlicense had not been verified with the state i Certification Board prior to hinnglicensing board. i any employee.I • 

, AI the time of !he review, the DSD stated that !he I 

administrator or the DSD are responsitMe to cal! 

the previous/current empk)yers for screening and i 

!he OSO is in charge of the license _ i 

before hiring. : 


F 250 i 483.15(g)(1) PROVISION OF MEDICALLY F 250 
ss"" I RELATEO SOCIAL SERVICE 

IThe faciI"r must provide medicaliy_ social i 
I 

Ever'lt IQ Kl«'JOl1 Fa_IO;CMMOOOC11e 
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SUMMARY STATEMENT OF OEFICIENCIES 10 PROVWER'S pLAN OF CORRECTION 

PREFIX 

(X4) ID 

{EACH OEFfClENCY MUST BE P~ECEOEO BY FUll. 	
: 

{EACH CORRECTIVE ACTION StiOUI.D BE J~Km 
REGULATORY OR!.SC IDENTIFYING INFORMA,TtONi TAG 	 , CROSS-REFEREHCED TO THE APPROPRIATE j !)ATETAG """"" : 	 DEFICIENCy}

I 
: 	 : 

: 
:F 250 : Continued From page 2 	 I

: F 250' 

: 

~ures Adopted for Systemic 
: 


: 
Change and Quality Assurance 
services to attain or maintain the highest 

:On a quarterly basis, under the 

I 
,practicable physical, mental, and psychosocial 

supervisiOn of the Administrator thewell-being of eech reSident i DSD or designee will present all, 
reViews of all potential new hires,I 
will be presented to vertfy that the 
facllity's policy and proceduresi This REQUIREMENT is not met as evidenced 
screening, background checks andIby: verified License and Certification of :I Based on observation. interview and record potential employee prior to hire, : 

: 
:: review. the facility "'lied to provide : 

: The results of such evaluations Imedically-relallid social ••_ to .ssist • 
shall be documented on QualityIresident - heering difficu_ for one of 20 	 : 

: Assurance forms. The results of sampie residents (12,) Resident 12 was hard of 
such audits shall be submitted to!hearing, did not use hearing alds and had no 

: healing evaluation. This deflclent practice
i f1!SU1led In the resident having problems 
; communicating with others. 
: 

Findings: 

On 7119112, at 6:50 p.m, du,lng th<Ilnltial tou' of 
the "'dlity and an attempted Interview, Resident 
12 was obse!ve<l lying In bed and was able ro 
communicate, however, the resident stated she 
could not hesr well and the speaker had to repeat 
each word loud and dose to the resident's ear, 
A licensed nurse present at the time of the 
observation and th<Iatlempied interview 
explained the resJdent was hard of hearing, 

: On 7120112. at 8:50 p:m., during the medication 
•pass observation. 1he resident had difficulty 
, understanding what the medication nurse was 
telling he!. The medication nurse had to speak 
loud and ropeat eech word but the resident stated 
she could not hear and did not understand what 

•the nurse was toling her. 

the Quality Assurance Committee 
for review and evaluation of any 
further corrective action as 
necessary" 

[1'250)483.15(0)(1) PROVISION 
OF MEDICAL Y RELATED 
SOCIAL SERVICES 
Corrective Action for Af'fectMJ 
Residents 
Resident 12 was referred in June 
2012 and this appointment is ' 
pandlng _ the ENTIAudlologist 
for evaluation. Pending the .feSUlts 
of tile ..01",,1ion the "'cillty will 
proceed as ordered by the 
physician. A communication board 
was given to resident to ease 
communication, 

EV\V1t ID:KKOO11 	 If Ctmtlnu8tion $Met Page 3 of 29 
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IDeNTIFICATION NUMBER: ,,,,, 

055764 

: NAME Of PROVIDER OR SUPPUER 
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(X2) MULTIPLE CONSTRUCTION (XS) OATE SURVeY 

A BUILDING 
COMPLETED 
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0712112012 

STRfeT AOORESS, CITY, STATE, ZIP COOE 

,SHEA REHABILITATION HEALTHCARE ,
WHITTIER. CA 90602 ,, 

(X4}1O : SUMtN<RY STATEMENT OF O£FICtENCIES PROVIDER'S PLAN Of CORRECTION 
PREFIX : (EACH OERC1ENCY MUST BE PRECEOEO BYfUU I PREF" ~H CORRECTIVEACnON SHOULD BE COMI'l.ETKlN ''''''" REGULATORY OR t.SC IOEf(fIFYING INFORMATION) TAG OSs-REFEReNCEO TO THE APPROPRIATETAG : ! I ""'" , OEFIC1EI\fCYi 

, 
COITOCIiv! Action for Ee-I!¥F250!F250 Continued From page 3 
_Residents

A review of th. clinical record revealed the On or before August 11. 2012. ,resident was reedm_1ll the facility on under the supervision of the10/21111, with diagnoses that included dementia Administrator, the Social Service 
, (prog_ loss of memory and other intelleotual slaf! has been In......_ the
function) and anxi<>ty. regarding providing _"",lIy·
The Minimum Data Set (MDS-standardized 

relaled social """'''''''' Illasst , ......m.nt and car. planning tool) deled 512112, residents with hearing difficullies.
) indicated the resident had memory problems, had 

, moderate diffloulty In hearing (.peaker has to 


Moci1e!lDII of Corrective &alieD l increase volume and speaks diStinctly) and had On or before Augu.t 11,2012. Ino hearing sid or other hearing appliance used, under the supervision of theThe resident was assessed as requiring.limrted to Admfnistrator or a designee. will: total aSSistance with activities of daily liVing observe and monitored for four(AOIJ;). weeks for three months, and thenThere was 00 documentatiOn the resident was randomly. The Social Service staff 
..en by an audiologi.t (s trained profoss""sl will use a vender book to refer andwho evaluates hearing loss). track all pending medically-relatedThe socIalservica notes from 10129111 to 618112, SOCial services and care plan asdid not address the re.ident's he.ring a.HOi! and 

needed all medlcally.... lat.d socialdid not indicate If !hera was a plan III refer the service referral.resident for a hearing evaluation. 

MoasYID AdoDled for Svstemlc On 7121112, at 11 a.m., during an in_, the 
Change and quality AuY­socialservlca designee (SSD) staled she was not These observations will take placeaware the resident had any hearing problems. 
for four weeks fur three: months,F257 483.15{h)(6) COMFORTABLE & SAFE F257 and then randomly, under the 

SS=D TEMPERATURE LEVIELS supervision of the Administra.tor the 
DSD or designee will conduct

The facility must prOVide comfortable and safe unannounced observations totemperature levels. FacilitieS initially certified verify that the Social SefVices are, aller October 1, 1990 must maintain a I use a vender book, to refer andtemperature range of 71 • 81' F tacI< aU pendIng medlcally·related 
Social services and as needed care 
plan all medicany~reJated social: This REQUIREMENT is not met as evidenced .ervice relenrel•. The results of 

! by: such evaluations shall be: Based on observation. Interview and record 

I review, the facility failed to ensure a comfortable 

, 

EventID.KKOD11 facility IO:CAIMOOOO11((1 If continuation sheet Page "of 29 
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QOi MULTIPlE CONSTRUCTlON {X3} OATE SURVEYjX I} PROVlOEPJSl/PPUERICUA,;rATEMENT OF DEFICIENCIES 
AtlD PLAN OF CORREC11ON IOENllFtCATlON NUMBER: c~ , A_ BUILDING 
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NAME Of ~OVIDER OR SUPPUER STREET ADDRESS, CITY, STATE. ZlP cooe 
7718 $: PlCKERING AVENUE

SHEA REHABIUTATlON HEAl.THCARE 
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SUMMARY STATEMENi OF DEFICIENCIES 10 PROVIDER'S PLAN: OF CORR£cnow I {X$j(X4) 10 ! 	 · .~PREFIX I (EACH OEFtCIENCY MUST BE PRECEOEO BY FUlL PRI!FlJ( (EACH CORRECTI\I'E ACTION StiOOLO BE 
REGULATORY OR lSC IDENTIFYING tNFORMATION) , TAG CROS&4ilEFERENCED TO THE APPROPRIATE I DATE

TAG 'i I DEFICIE>IC'I) · ,
I I 	 I(continue) documented on Qualit)tF 257 ; Continued From page 4 F257 

Assurance forms. The results ofI room temperature !avel for one of 20 sample i 	 I, such audits shall be submitted to
I residen'" (3). Resident 3', room temperature was , 	 · the Quality Assurance Committee
i 69. e degrees Fahrenheit (F). This deficient I I for review and evaluation of any , 
I practice resulted the resident having difficuft;< further corrective action as ,; sieeping due to the cold environment necessary.· 	 I, 
I Findings, 	 , 'lill/e."[F257] 483.15(h)(S) I COMFORTABLE AND SAFE · On 7119/12, at 6:45 p.m.. during the Initial tour of · 

TEMPATURE LEVELSi the facility in the presence of Registered Nurse 1 II ~ye Action fgr Affected' (RN 1), R_nt 3 was obs!lM!d lying In bed 	 · Residentsi covetlKl with a sheet and a blanket. An air 	 I The thermostat was adjusted to 72: conditioning vent In the middle of the ceiling was I · degrees and the air condlbon ventIblowing oold.~ <l1rec1ly on the rMident. I 
was adjusted to direct the air flow ,I 	 I, evenly on 711912012. Resident 3 i At the time of the observatIOn, during an , moved to another room in the I,~ intervlew", the resident stated the room is very , facility.· cold at night especialty between 3 a.m. to 4 am. 


IThe resident complained that since he was i
I , 
C9Il!!Ctive Mlion for Wenlioll. I

I admitted to the facility, he has a difficult time I , Affected Residents 	 ,I sleeping due to the low room temperature. The , : On or before August 11, 2012,' resident further stated he would get out of the bed ! · under the supervisjon of the, at approximately 4 a.m. end go to the fireplace in I 
Iithe activity room 10 keep warm. Upon hearing the, Administrator the staff has been in- I 

serviced regarding assuring ·!residenrs statemen~ RN 1 respondad by saying : 
and provtding a comfortabJe and, she would tell the maintenance personnel to i 	 I 

,
, adjust the room temperature. The resident , I safe temperature levels between 

71 ·81 degrees F.i	replied he has been told by severa! other staff i I 
members that they would have the maintenance ! , , 
personnel adJust the room temperature but the , 

i ,maintenance petSOI1ne1 oover came 10 check his i , 
room temperature 0( to adjust the temperature I ,,level. The resident pointed out how the curtain \ 


moved from the pressure of the blowing cord all', I , · 

,i At 7:15 p.m., the room temperatura was ,, measured at StU! degrees F and not between 71 . 


: ~ 61 degree F range. as requlre<t 
 I 	 I , 	 I ,· 
EVfMt 10' Kl(0011 F8CiIlly 10: CA~ 1$ 

I 
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, $TArtMENT OF DEf'ICiENCIES ~1) PR~OE~SUPPUErucUA : (X2) MULTIPl£ CON$TRUCTIOJof (Xl) DATE SURVEY 
lOENTIFlCATlON NUMBeR: COMI'lETEDiAND PLAN' OF CORReCTlON 

!A BUILDING , 

; a, WINGomM , 0712112012 
,

I NAME OF PRtMOER OR SUPPlIER STREET ADDRESS, CITY, SlATE. ZlPGOOE , 
1718 SPICKERING AVENUE ,,SHEA REHABlUTATION HEA~THCARE 

, WHITTIER, CA 90602 
,(X4r 10 ! SUMtAARY STATEMENT OF DEFIClEHCtES I 10 , PROVIOER'S PI.AH OF CORRECT\OH 

i 	
, ~.PREfiX , (EACH DEFICIENCY MUST BE PRECebED flY FUll , PREflX (EACH CORRECTIVE ACTKm SHOUlD BE 

REGULATORV OR lSC IDENTIFYING INFORMATION) TAG , CRO$$.({EFERENCED TO THEAPPROf'RIATE.TAG """ DEFICIENCY) 

, 
Monitori!!S) gf Correc:tiv! ActlsmF 2£,7 , Continued From page 5 F 257 , 

, On or before August 11, 2012, ,, under the supervision of theiA review of the clinical record revealed the 
I Administrator, The MaintenanceI resident was admitted to the faclli1y on 6115112, i ! staffwfl! monitor for four weeks for; wfth diagnoses that included brain mass (tumor), 

three months, and then randomly,II kidney cancer, -us post chamo!l!erapy the thermostats and interviewtreatment and currently receiving radiation I residents to determine that the,t' heropy, 	 Ii 
, facility is providing a comfortable 

! The admission Minimum Dala Set (MOS - I , and safe temperature levels 
i standarlilzed as......,.",t and care planning tool) 

, between 71- 81 degrees E1datsd 6121112, Indicated the resident wa able to 

i make his needs known ~nd ~~ired su~rv~s~on I 
 Menu!:!! As!gld!d f2t §!m~, to exten~ assistance In actMties of d611ty hYing i 

Change and Quality AssurlOCl
i (ADI$), 

These observations wil! take place F 3091483,25 PROVIDE CARElSERVICES FOR F309,, for four weeks for three months, ,ss-o : HIGHEST WELL BEING and then randomly, under the 
, supervision of the Administrator the ,i Each resident must receive and the facility must Maintenance Supervisor or Iprovide I!le necessary ""'" and servicas to attain designee, will report all,' or maintain the highest practiCable physical, unannounced observations win be!i mental, and psychosocial well--being, in reported that verity the facility's,! accordance with the comprehensive assessment , ,, implementation of its policy and , and plan of care. 

procedures regarding assuring 
, , and providing a comfortable andI I 	 ,safe temperature levels between ,I , , , 71 - 81 degrees F The results ofThis REQUIREMENT is not mel as evidenced such evaluations shall be :I by: 	 : documented on Quality Assurance 
, Based on observation, interview and record I I forms, The results of such audits
; review, the facility failed to provide the necessary : , shall be submitted to the Quality,; carEt and services for eye dryness for one Of 20 ; Assurance Committee for review II	sample residents (5). Rastdenl 5, who was I , , and evaluation of any further ,,
unable to communicate his needs and kept his ! corrective action as necessary.110ft eye open, had no treatment to prevent eye • , ,
dryness and irritatiorl and there was no ; I, ,

Ithe physician for further ordersJinterventions. : 

This deficient practice had tho potential to reSult i 


lin eye discomfort I 


Idocumentation the nurses relayed this concern to 1 

I, 
Even ID.KKoo11 FacIIIly 10; CA94OQQQ116 If «M'Itmuatfon ,heet Page 6 of 29 
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?'/I,jJ.OI!F 309 1 Continued From page 6 

iFindings:,, 
I~uring observaHOns conducted on :119112, at 
.6.10 p.m.,7120112. at 5 p.m and 8.20 p.m., and 
! 7121112, at 8:15 a.m. and 11 a.m., Resident 5 
iwas lying in bed on his light side, with his tight 
: eye closed and the leI! eye open and not blinking.
IThere was some nedne•• in the left eye. The 
I reSident was non-verbally responsive, had a 
• tracheostomy (a tube surgically inserted Into the 
i trachea for purposes of airway access and 
: removal of secretions) end was receiving oxygen
IIlia a tnroheostomy collar. 

: On 7/21/12, at 9:15 p.m. during an Interview, 
!Certified Nursing Assis1llnt 1 (CNA 1) stated the 
! resident rarely blinked. 

I A rfSllieW of the clinicat record revealed the 
I resident was admitted to thelacility on 6129112, 
: wi\tl diagnoses of end .tage cancer of thalhroat 
I and neck and acute respiratory failure With 
:tr_y. 
: The Minimum Data Set (MDS ••tandaldized
Iassessment and care planning tool) dated 
· 7119112, indicated the resident was alert and 
: required extensive to total staff assistance with aIt : 
: of his adivllles of daily lilling (AOls). i 
·There was no physlcian's older for eye : 
, medicationsltreatment. , 
There was no plan of care Of nursing notes Iaddressing \tie residents open left eye, lack of 

,blinking and presence of redness and the 
I. 
, 

, ~ =8"!~:U~ti:e~~~~:n:=m. 
, 

! F 309 

I 

I 

,
: 

, 
i 
I 

,. 

, 

I, 


[F309) 483.25 PROVIDE 
CARE/SeRVICES FOR HIGHEST 
WellBEING 
st,grrective ~ for Affe;cttdj 
Rftidents 
Finding 1: On July 20. 2012 under 
the supervision of the DON, the 
resident physician and order for 
artifICial tears was giVen, All other 
residents in the facility were 
evaluated for the similar eye 
oonrlltlon_ None were identified. 

, 	 Correctix! ~!i.!lon IIU Potentially, 
~ffected Residents 
Findings 1: On or before August i, 11,2012, the license nursing under 
the supervision of the DON,

I licensed nursing staff has been In­. 
serviced regarding the importance 
of proper eye I visual assessments 
upon admission and as needed to 
prevent complicatiOns the 
resident's eyes. 

, Mo[!itoriWl of Correctiv!! Action 
I On or before August 11, 2012,, 

under the supervision of the DON ,, Of designee. they will perform 
unannounced audits and 
observations for four weeks for 
three months, and then randomly,i , to verify that the proper eye I visual 
assessments upon admisSiOn and: 
as needed to prevent compiications 
the resident's eyes. 

. 


, 

. 

, 

I , 

:
, 

, 
I 

i , 

: 
I ' relayed to the physician the residenfs inability to , 
, 

close hi. left eye, lacK of blinKing and \tie 
I 

I 
I i 

ewntlD: I(K0011 
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F 309 i Continued From page 7 I 
i p- of redness on !he eya , 
, I 
"On 7121/12, at 9:20 p,m., during an interview, the Ii 

~ subacute unit clinical coordinator stated the 
, resident should be receiving Artificla1 Tesrs as a , 
; comfort measure 

F 314 I 483,25(c) TREATMENT/svCS TO ' 
S8=!) IPREVENTIHEAL PRESSURE SORES 

: Based on the comprehensive assessment of a ' 
I resident, the facility must ensure that a resident 
: who enters the faciuty without pressure sores l 
! does not develop pressure sores unless the I 
: Individual's dinical condition demonstrates that 
I mey were unavoidable; and a "",'dent having ; 
, pressure sores receives necessary treatment and; 
; services to promote healing, prevent in1eetion and!
iprevent new sores from developing. I 
, ' 

i This REQUIREMENT " not met as evldenced i 
i by: ' 

Based on Observation, interview and record , 
review, ~e facility failed to ensure necessary care ! 
and _ for two of five sample residents with ' 
pressure ulcers out of 20 sample residents (8 i 
13), Resident S, w\lo had a sa""""""'Y9eai (i,ul : 

: bone area) Stage III pressure sore (fuM mlckn... ' 
tissue loss). was lying on a tAl (low air loss 
mattress which reduces pressure on the body 
tissues) mattress over a wrinkled sheet which 
had the potential to resu~ In further sid" 

'breakdown, For Resident 13, til. treatment 
I nursa,did not follow the facility's policy on clean 
dreSSIng change which had the potential to result 

Musu!!S Adopted for SYstemic 
~.~ngt and Quality AssurJnc! I These observations will take place 
for four weeks for three months, 

i and then randomly, under the 
, supervision of the Administrator the 

DON or designee will perform 
unannounced audits will be 
conducted to verify that the propar 

i eye I visual assessments upon 
, admission and as needed to 

Pfevent compJications the 
resident's eyes. The results of such 
evaluations shall be documented 

i on Quality Assurance forms. The 
, results of such audits Shall be 

I 
i submitted to the Qu.'ity Assurance 

Committee for review and 
evaluation of any further corrective 

! action as necessary. 

I 
i [F314) 483.2540, TREATMENT 

SERVICES TO PREVENT 
: PRESSURE SORES 
, CQrrective Action for Affutest 
: Residents • 

On 7/1912012 tM DON adjusted 
the sheet removing the lNfinkles, 
On Or before August 11, 2012, 
under the supervision of the DONI 
DSD, The treatment nurse was 
given -one on one in service on 
proper hand washing procedure 
per the facilities policy and 
procedure. 

in contamination and infection, 
, 
, Findings: 

Evant I~KKO011 

mailto:OM~IlU!lQ.Jlli@�;8'()~39~1
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F 314 : Continued From page 8 

FORMCM 

i 

1, On 7/19112, at 7:30 p,m, during the in~I.1 tour, 
and on 7120/12, at 5:25 p,m" Resident 6 w.s 
observed lying in bed on a LAL mattress over a 

•wrinkled sheet that left marks 011 the resident'. 
skin on the buttocks and back areas, 

, 
i A review of the dlnical record disclosed the
i_t - admitted to the fiilcill\Y 011 0413/12 
i d diagnoses that Included Stage III pressu;' 
, sore of the """"""'" area, congestive haart
Ifailure and Parkinson's disease, The Minimum 

Data Set (MDS - standardized assessment and 
care planning i00i) dated 4110112, Indicated the 

!resident was confused. was incontinent of bowel 
~ function, had an indWelling urinary catheter for 
! wound management and required extensive staff 
: assistance Yl'ith her activities of daily living 
•(ADLs), 

On 7J19/12, at 7:35 p.m" during an interview, the 
director of nursing stated the sheet should not be 
wrinkled to prevent further skin breakdown, 

, 
i 2, A review of Resident 13'. clilliCal record
Idisctosed the resident was readmitted to the 

I 

I,
, 
I 

I 
: 
! 

I 

: 

facility on 4/16112, with diagnoses which Includad • 
acute respiratory falura, tracheostomy (tube I 
surgically Inserted into trach&afwindpipe for 
purposes of airway access and removal of 
excess secretions), history of stroke, gastrostomy 
tuba (GT· tuba surgiCally inserted into th. 
stomach through the abdomillal wall for the 
purposes of nutrition and medication 
administration} and Stage III left buttock pressure 
sore, 

, Tho MDS assessment dated 5115112, Indicated 
!the resident had moderately impaired cognition, 
, ,i 

'" e"",,.,t 10 KKOOl1 

ID 

P!OEfJJ( 


TAG 


F 314 

,, 

I 
i ,,, 

, 


PROVIDER'S PLAN OF CORRECTION 

{EACtf \X'lRREC'fNE ACTlON SHOULD BE 

~EAf.NC£D TO THE APf'ROPRt<\TE 


0£flCIEHCY) 


CorrectiXI Acli2!1 fm:: PotentiallX 
Aff..,ttd Residents 
On or before Augu,1 ", 2012 
under the supervision of the 
OON/OSD, licensed nursing staff 
has been jn~serviced regarding 
proper fitting of sheets on a low aIr 
loss mattress assuring that sheets 
on the residents' beds are not 
wrinkled. 

Monitoring of Corrective Action 
On or before August 1" 2012, 
under the supervision of the 
Administrator the DON/DSO or 
designee will monitor fOl' four 
weeks for three months, and then 
randomly, the lOW air lOSS mattress 
sheets are proper fitted and 
assuring that the sheets are not 
wrinkled, DON/OOD or designee 
will randomly monitor the treatment 
nlJrse was given one on one in 
service on proper hand washing 
procedure par the facilities policy 
and procedure, 

M_ylU t,doDted for _!!lie 
Chlnge and Quality Assurance 
These observations will take place 
for four weeks for three months 
and then randomly, under the • 
supervision of the Administrator the 
DON or designee will present the 
unannounced evaluations to verify 
that the facility's policy and 
procedures regarding that the tow 

,, 
I 

I 
,, 
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F 314 1 Continued From page 9 
, was incontinent of boWel, had an inOweliing 
urinary catheter for wound management, was 
dependent on the GT fur feeding anti was totally I 
dependent on staff for aI! ADLs, ,I, , 

: On 7121112, at 9:45 a.m., during a treatment 
observation of the resident's GT insertion site and 
the Iefl buttOCk pressure sore, the1realmant 
nurse did not wash her hands between the 

. removal of SOiled gloves (used to remove the 1
!soiled GT dressing) and donning clean ones. did ! 
not use gloves dunng repositioning ·of the resident I' 

, An undaied facility'. policy and procedure on 

and did not wash her hands after repositioning 
the residant anti befure donning clean gloves to 
remove the soiled dressing over the buttock 

' 
! 

: pressure sore" 
! 
II Treatments stipulated to remove tho old dressing, 
then remove gloves. wash hands. re-glove, and 

~ proceed _treatment order. 

! On 7121112. at 10:30 8.m", during an interview. 
: the treatment nurse acknowledged she shoukl Ihave washed her h.nds following the removal of 
. the GT dressing and after repositioning the 
: resident, in order to prevent wound 
i contamination. 

F 315: 483.25(d) NO CATHETER, PREVENT UTI, 
SS=Il; RESTORE BLADDER 

I 
! Based on the residant's compreheneive 
i assessment, the facility must ensure thai. 
, resident Who enters the facility without an i 
; intiwelling catheter is not catheterized unless the ' 
, residant's clinical condKion demonstrates that I 

(continue) air loss mattress sheets 
are proper fitted properly. The 
results of such evaluations shall be 
documented on Quality Assurance 
forms" The results of such audits 
shall be submitted to the Quality 
Assurance Committee for review 
and evaluation of any further 
corrective action as necess"uy 

[F315) 483.25(d) NO CATHATER, 
PREVENT UTI, RESTORE 
BLADDER 
Correctiu Action for Alftcted 
Rt$ldents 
Finding 1: on 712012012 the 
indwelling catheter was 
discontinues by the resident 
phYSician, 

Correctivt Action for Potentially 
I\ffect!d Ruld.nts 
Findings 1-2: On or before 
August 11, 2012, under the 
supervision of the DON I DSD the 
license staff has been in-serviced 
regarding valid medical justification 
for a indwelling catheter and an 
explanation to the physician of the 
continued use of the indwelling 
catheter" 

, 

I 
i 

, (XS) 
, COMPLEllOH 
, ...IT 

catheterization was necessary; and a resident i 
who is incontinent of bladder rece1ves appropriate: 

i i 
Event 10:1'\1(0011 Facility 10; CAD40000116 
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1 
Continued From page 10 
tree!ment and servi<les to Pf""""t urinary tract 
infections and to restore as much normal bladder 
functiOn as possible, 

; This REQUIREMENT is not met .. evidenced 
, by:
! Based on observation, interview and record
Ireview, !he facility failed to ensure an indwelling 
i urinary catheter was nOi used unless there was a 
!valid mediCal justificaOon for one of 20 sample
:.-m.(4). R_01114, who had a healed ,,,I	pressure sore, had an I_ing urinary eatheter , 
for skin management since admiSsion. The 
interdisciplinary team determined the catheter i 
was no longer needed but did not discuss it with 
the physician for dlsoontlnuation or further orders, 
This deficient pracllce had 111. potential for 
recurrence of urinary tract infection, 

Findings: 
,...On 7/19112, at6 .m,p, during !he IOi1iaI tour, , 

ReSident 4 was observed lying fn bed with an 
indwelling urinary catneter connected to a 
drainage bag hanging under the metal frame of 
!he right Side of the bed, 

: A review of the clinical record revealed the
Iresident was admitted to the facility on 5124110, 
: and readmitted on 513112, with diagnoses that 
; included urinary tract _on (UTI), diabetes I 
: mellitus and parapiagia (paralysis Of the tower 
'extremities), ' 
, According to the annual Minimum Data Set (MDS I 
~ standardized assessment and care planning I 
tool) da~ 7/5112, the resident was able to i 

:eommunk:ate needs, did not walk, required 

10 ! 
PREFIX 


TAG 


F315 

,, 

PROVfDER'$ PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 


CROSs-REFERENCEO TO tHE APPROPRIATE 

DEFICIENCy) 


Mog!~Qring of Corrective Action 
On or bet"'" August 11, 2012, 
under the supervision of the 
Administrator the DON I Medical 
Records or designee will monitor 
for four week$ fO( three months, 
and then randomly, the residents 
charts for valid medical justification 
for a indwelling catheter and an 
explanation to the physician of the 
continued use of the indwelling 
catheter. 

_ures Adopted for Systemic 
Cb;!_ 100 Q~!11tv Assura..... 
These observations will take place 
for four 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 Observations to 
verily that the facility's is providing 
valid medtCal .ustification for an, J 
!ndwelling catheter and an 
explanation to the physician of the­
continued use of the indwelling 
catheter. The results of such 
evaluations shaU be documented 
on Quality Assurance forms. The 
results of such audits shall be 
submitted to the Quality Assurance 
Committee for review and 
evaluation of any further correctiVe 
action as necessary. 

"" 
""""""'" 
...>E , 
, 
, 

,, , 

, , ,, 

,, , 

FadllIy 10; CAlHO(lO(Utt\ 
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F 315! Continued From page 11 

~ limited assistance with eating and needed total 
, assistance with dressing, transfers and personal 
, hygiene, 
Aphysiclan'. order since readmission indicated 
the use of an indwelling catheter for pressure 
sore management 

, The Admission Assessment form dated 513112, 
: indicated the presence of scars on the 
•sacrococcyx (tail bone) area, There was no 
: documented assessment the resident had 
pressure sores upon readmission. 
An InterdiscipJlnary catheter Assessment and 
Care Plan furm dated 513112, documented a 

,: Stage IV pressure sore to the sacroooccyx area 

, was healed and there was no further need for the ' 

; indwelling urinary catheter, 

I By 1119112, the resident had no further pressure , 


!scwes. ! 
: After the Evaluator inquired about the need of the ~ 
i indweUing catheter, the nurses obtained a f 
: physician's order on 7120112, to discontinue the ' 
! indwelling catheter due to the sacrococeyx wound i
Ihad epithelialized (covered with epithelial tissue), i 
, 
, On 7121112, at 12:20 p.m., during an Interview, !

I 

, IJc<msod Vocational Nurse 2 (LVN 2) could not , 
, explain why the oootinued use of the indwelling 1 
oatheI!Ir was not relayed to the physiclan for : 
further orders since the resicanrs readmission to I 
the facility on 513112, I 

F 322 4113,25(9)(2) NG TREATMENTISERVICES- : F322 
SS=Il RESTORE EATING SKILLS 

IBased on the comprehensive assessment of a 

I resjdent, the facility must ensure that a resJdent 

!who is fed by a nascrgastric or gastrostomy tube 

i receives the appropriate treatment and services 


event 10: KKOO1~ 
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[F322[483.25i91(2) NGF322 Continued From page 12 I, F 322 , 0t/1-c11­TREATMENT I SERVICES-to prevent aspiration pneumonia, diarrhea. 
RESTOITVE EATING SKILLSi vomiting, dehydration, metabolic abnormalities, 
Corl'Gllvi Aet!on for AffectedaM nasal-pharyngeal ulcers and to restore, ~ 
Residents: poss,bIe, normal eating skill., ,The syringe for resident 2 was 
replaced immedia~y. The 

: Medication nurse was provided in· : This REQUIREMENT is not met as evidenced , 

iby I 
 service on medication 

administration through the GT per I,Based on obseNation and interview. the facility I ,the facilities policy and procedure. ,failed to ensure a syringe plunger did not get I,,,contaminated during administration of , 
CQrrectlve Action for Potential!!I medications through s gastrostomy tube (GT ­
_ted _idents: tube surgically inserted into the stomach through 
On or before August 11, 2012,! the abdominal wall for the purposes of nutrition 
under the supervision of the DON: and mediCation administration) for one randomly 

the OSD ha. been in-servlced
. selected ....ident (21). Medicstion Nurse 1 

license staff on medication 
: placed the GT syringe plunger directly onto !, administration through the GT per !i Resident 21's bedskie table, then placed the i the facilities policy and procedure., plunger back in the GT syringe WithOut first 

cleaning tt, and proceeded to admlnlSl!!Or the I 
,: ....idenr. medications through the GT the ,,syringe. This had the potential to result in GT , 

contamination and infection. 

!Findings: 

!On 1120112, at 5:55 p.m., during the evening 
; medication pa.. observation for Resident 21, 
i who had a GT for medication admin_, 
j Medication Nurse 1 used a 6O-cubic centimeter 
(cc) Irrig.oon syringe, Medication Nurse 1 

conneeted the syringe to the GT, removed the 

.yringe plunger (the part of the syringe that flts 

insk:le the tu~ or barrel of the syringe and once 

depresssd forees fluid out of the syringe) and 

placed tt directly on the bedside table which hod 

not been sanitized sod had no protective fleId, 

Msdlcation Nurse 1 proceeded to administer 


I,,,Monitoring of Corrective Acticm 
On or before AUgus111, 2012, 

, under the s~pervlsion of the DON I
: DSD or deSignee Will mOnitor for 

four weeks for three months, and 
then randomly, the medication 
nurses during medication 
administration through the GT to 
assure the facility's poiicies, 
procedures, and practices of 
medication administration through 
the GT are foIioWed 

EYeltll0:KKOO11 It eonttnuatlon $heet f>«ge 13 of 29 
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F 322 1 	 Measures Adopted for S~steml9: 
Change and QuaUty Assurance 

F 3221 Continued From page 13 
...vera! medications through the syringe barrel by 

These observations will take place"gravity, removed the syringe from the GT and 
for four weeks for three months,•then placed the contaminated plunger into the 
and then randomly, under the •syringe barrel to aspi_ Into the syringe the 
supervision of the Administrator theIremaining medloalioos from • med,cation cup, 
DON 1DSO or designee, willand pushed the medications through the GT, 

, present the evaluations to venfy IFOllowing the medication edministrallon, the ,, that the medication administration medication nurse nnsed the barrel and syringe , through the GT are followed per with water. 
the facilitY" pOlicy and proceduresI 
 The: results of such evaluationsA review of the clinical record indicated the i 
shall be documented on Quality resident was readmitted to the facility on 5116111 
Assurance forms. The results ofwith di~noses that included respiratory failure, ' 
such audits shall be submitted tocongestive heart failure and histnry of stroke, 
the Quality Assurance CommitteeThe Minimum Data Set (MDS • standardized 
for review and evaluation of any assessment and care planning tool} dated 
further corrective action as 5121/12, revealed the resident was MveralY 
necessel)lcognitlvely impaired and required IOta! "",." 

8'/1./20,1F323) 483.25(h) FREE OFOn 7120112, at 1:20 p.m., during an Interview 
ACCIDENT HAZARDSIMedication Nurse 1 acknowledged the surfaCe Of 

SUPERVI$ION DEVICES
, the bedside table was oonSlde,.,d oontaminaled 

, and he should have placed the barrel on a paper C!!!rectll!l a!ilill!! !l!! MWe<I 
towel or on the sanitized medication tray in order Relid·ms 

to prevent contamination. 
 The hot water was adjusted on 

7/1912012 to a temperature belowF 323 483,25(h) FREE OF ACCIDENT F 323 
120 deg"",. and the identifiedSS=E •HAZARDSISUPERVISIONIDEVICES 

areas were re~nspected where the 


: The faejjjty must ensure that the resid&nt results were below 120 degrees. 
The metal side rails that wereenvitonment remains as free of accident hazards , ,,,, idenljfted were padded .. ordered..i.~; and Oedh teSident reoeives 	 ,i , by lhe physician,adequate supervision and._-.Io 

pf'&Vent accidents. 

,i ,, 

,,This REQUIREMENT is not met as evIdenced 
,i 

FORMCMS-U67 ee)p~v~ 	 EVent ID, KK001 .• If contJnuation $/'\ftt P*s" 1. of 29 
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F 323 Continued From page 14 ! 
I by:I Based on _ervatlon, Inllwiew and reCOId 

! 
I 

review, the facility failed to ensure the resident. 
environment remains as free from hazards as is l
possible by having hOI_temperatures above I 
120 degrees Fahrenhe~ (F) In five hand washing 'I 

sinks and by not padding t.he metal side I'ails of 
the bed for two 0120 sample reSidenm (1, 16), , 
Resident 1, who had a sOizu", disOfdet and had al 
behavior of banging his upper extremities on the ! 
side rails had unpadded bUstersl upper Side raUs. 

, Resldenl' 16, who was 01 risk lor Injuries, did nol 
I have padded side rail., This deficienl practice 
; had the potential to result in injuries such as bum, 
I scalding, bruising and skin breakdown. ' , 
, Findings: 

.1, On 7/19112, between 7:30 p,m, and 8:10 p,m" 

. dUring the generatenvlronmenl2l inspecl!on 01 
the facility, in the presence of the maintenance 
supervisor, the temperatures of the hoI_ 
deliverad k> plumbing flxIureo used In the 
residents' bathrooms were measured. 
The unsafe hot water temperatures In the hand 
washing sinks in the residents' restrooms were as 
follows: 

t Room 10 - 122.0 degrees F 
2, Room 20 -122.0 degrees F 
3, Room 25 - 123,7 degrees F 
4, Room 30 - 122.8 degrees F 
5 Rooms 14/15 - 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 reJated to the hot 
water and none of the 13 resident voiced 

Everl11D.1O(0011 

" PROVIDER'S Pl.AN OF CORRECTION : (X5) 
(EACH CORRECTIVE ACTION SHOULD BE , COMPI.ETlONPREFIX 

: GATETAG CROSS-REFERENCED TO THE APPROPRIATE 

t:lEF1ca.Cy) 


F323 
 eo"",,1Iyt Actjon for Pol!!nlially 
A!f!cI!d Bulan!! 
On or before August 11, 2012. 
under the supel'Vlsion of the 
Administrator, The maintenance 
staff has been in...serviced on 
maintain an environment free of 
accident hazards by assuring water 
temperatures are between 105 ­
120 degrees F. The nursing staff 
has been in-serviced on the 
app lication of side ralls as ordered. 

Monitoring of Corrective Action 
On or before August 11,2012, 
under the supervision of the 
Administrator, The maintenance 
staff will monitor for four weeks for 
three months, and then randomly 
the facilities water temperatures to 
assure that they are thermostats 
and interview reside1'lts to 
determine that the facility :is 
between 105 -120 degrees E The 
DON / DSD or designee wm 
monitor for four weeks for three 
months, and then randomly the 
application of Side rails a. ordered, 

Measures ADopted for 8y&temic 
Cl!l!ll!It lind QUIIIi\y Assuranee 
These ObSalVatlons will lake place 
for four weeks for three months, 
and then randomly, under the 
supervision of the Administrator the 
DON 1DSD or designee will report 
the performed inspections to verify 
that the facUlty's in compliance with 

If continuation sheet Page 15 of 29 
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I 
(continue) water temperatures andF 323 ' Continued From page 15 	 F 3231 ,, the use of side raU padding as 

concerns regarding the water temperature, 	 ,, ordered. The results of such 

On 7119112, at 8:30 p,m" during an InlefVlew, the 
I maintenance supervisor stated he wiI! adjust the 
i high temperatures to 120 degrees F or below. 
, The maintenance supervisor explained he kept a 
, record of dally waler temperature and had no 
•prior problem wI!h the water temperature, 

evaluations shall be documented 
on Quality Assurance forms. The 
results of such audits shal! be 
submitted to the Quality Assurance 
Committee for review and 
evaluation of any further corrective 
action as necessary_ 

A review 01_ temperature log _tile 
temperatures toKen dally prior to 7119112, were 
belOw 120 degrees F. 

The facility's maintenance depanrnenl policy and 
procedure on Waler Temperature indicated tile 
water temperatures in resident bathrooms and 

: shower room must be between 105 and 1:20 
degrees F. 
2, On 7119112, atS:35 p,m" during til. IMlal toor • 

• of the faoillty aM On 7120/12, at 5:45 p,m" i 
Resident 1 was Observed tying in a tow bect The 
four metal side rails of the bed were raised, Only 
the right lower side rail was padded. 

A review of the clinical record revealed the 
resident was admitted to the facility on 1216106, 
and readmitted on 7126111, witll diagnoses tliat 
Included seizure disorder and schizophrenia (a , 
mental illness). 
According to the quarterly Minimum Data Set 

, (MOO - standardized ......ment and care 
; plannin9 tool) daled 513112, tile residenl was 
: severely impaired in cognitive sldlls for dally
Idecision malting and required total assistance 
I	wI!h actM!ies in dally filling (ADLe). 
An Informed Con-'form daled 2110/12. 
documented the resident'slegal_nlative 
con_til" use of bllateflll upper padded side 

EvenIID-IQ(QC11 
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•F 3231 Continued From page 16 • 
• 

F323' 
rails 10 nsduce the risk of injury _10 

r_t's episodes of banging the side ralls using 

ois upper extremilies. 

A pO)'Slclan'. order dated 2J2i)/12, indicated 

bilateral padded upper side rails up and locked 

when the resident was jn bed, There was no 

order to use the bilateral lower side rails,


IA plan of care developed to reduce the resident's I 
IIrisk of faUs and injury indicated to apply bilateral 

,· upper padded and looked side ralls when the I, 

resident was In bed. 


On 7120/12, at 9:35 p.m., during an interview, 
Licensed Vocation Nurse 3 (LVN 3) could not 
explain the lack of padding on the side rails to 
prevent the resident from injuring self and could 
not explain the use of tour /'aJ1s instead Of the 
ordered upper side rails, 

3. On 7/19112, at 6:50 p.m., during the initial tour 
althe fscilll:; and on 7121112. at 9:54 a.m. and at 
2:05 p.m., Resident 16 was observed lying in bed 
with four metal side rails up that were not padded. 
The resident had purplish and greeniSh Skin 
discolorations on the right forearm and a skin tear 
on the right !>and. There were no devices to 
protect the l'Il$idenrs upper extremitleS from 
hitting the rails. 
On 7/2112, a12:05 p.rn.. during an Interview, the 
madicatlon nurse stated the resident needed 
geri-sleeves (geriatric elastic protective arm 

: sleeve) for Skin protection and to prevent 
· breakdown and bruising. 

iA record review revealed the resident was 
, admitted to the facility on 3114/12, with diagnoses 
: that included seizure disorder (eonvutslons), 

Event ID: KKOD11 F~ 10: CA1MOOOO11e. If continuation 3tlctM Pag* 17 of 29 
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F 3231,Continued From page 17 F323 

I osteoporosiS (bone tissue that is thin, brittle, and 

more vulnerable to fracture}, legally blind and 

dementia:, 

The MDS ......ment dated 6I21112,lndlcated 


I the resident hod memory problems and required X/II llo t[F328J 483.25(kl TREATMENT I 
CARE FOR SPECIAL NEEDS 

IA plan of care dated 6121/12. developed fortha 
Itotal .sslstance with all ADLs. 

Corrective Action for Affected 
I resident's risk for injury secondary to involuntary ReSidents 

muscle movements related to seizure disorder, 
 Resident 5 IV was discontinued 
included in the approaches to provide a sa'" 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 7116112, developed for Resident 9 oxygen was restarted 
the resident's risk for bruising and bleeding 7/1912012 the 02 saturation was 
related to the use of anticoagulant (blood thinner) check.ed with no sign or symptoms 
medication (Coumadin), fragile skin, diabetes of respiratory distress noted. 
mellitus and aging proce.., did not Include in the 
approaclle. the use of skin protective devices ~2[[lm!ve Action for Potentiall:w: 
(i.e. geri-sleeves, pilloWs, etc.). Affected ResidentsIA Licensed Nurse Record form dated 7/16/12, , Other residents with oxygen were 
timed at 2:45 p.m., Indicated the resident was ! checked and all concentrators 
noted scratcIling, had blood on top of the right were on. Other residents with IV's 
hand and an open sldn measured two were checked aU properly dated 
centimeters (em) in length by 1 em in width. . and timed. On or before August 11, 


F 328 I483.25{k) TREATMENT/cARE FOR SPECtAL F328 2012, under the supervisIon of the 

8;;.0 . NEEDS DON, licensed nursing staff has 


been Irrserviced regarding proper 
The faciltty must ensure that residents receive IV Site labeling and assuring that 
Propel' treatment and care for the following , oxygen concentrators are in use ,, per physician orders. 

Injections; ,, 

special services: , 

,Parenteral and enteral fluids; 

COlostomy, ureterostomy, or ileostomy cat<>; 

TracI1eostomy care; 

Trachea! suctioning; 

Respiratory care; 

Foot cere; and 
Prostheses. 

http:check.ed
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F328i 

,of 
I On 	 11 ...I under the I'll 

I Administralor the DON I DSD or 

i 

F 32ll Continued From _18 

This REQUIREMENT is not met as evidenced 
. by: 
· Based on obseNation. interview and record 

,review, the facility failed to ensure a resident .received proper intravenous (IV) and respiratory 
treatment and car. for two of 20 sample residents . 
(5, 9). Resident S', IV Insertion site did not have i 

, 

date and time of insertion, which had the potential: 
to result ill possible Infection, Resident 9 had a 
nasal cannuta connected to an oxygen 
concentrator that was turned off and was not 
receiving oxygen at a rate of two liters per minute 
(2 Urn!n) contlnuolJsly as ordered, This deficient 
practice had potential to result In shortness of 
breath. 

i 
i 
i 

Findings: 

• 1. On 7/19112, at 6:10 p.m. during the Initial lour 
•with the subacute clinical ooordinalor, Resident 5 ! 
was observed lying in bed and was oon~verbally 
responsive. An IV bag With Nomlal SaHne 
solution was connected lo an IV catheter to tile 
resident', right hand and was infusing at a rate of 
50 mmilite", (ml) per I10uL The dressing over the 

: IV catheter insertion de was not dated to indiCate 
· when the IV catheter was Inserted, 
! During a conourrent Interview, tile clinical 
, coordinator staled tile dressing over the IV 
: insertion site should indicate date and time of the 
IV insertion, .. the site would n<!ed to be changed . 

: every 72 hours in order to prevent complications 
~ including possible infection. 

; A review of the clinical record revealed the 
: resident w.. admitted to tile facility on 6129/12, 
i 

designee wilt check for four weeks 
for three months, and then ,,, 	 randomly, IV sites for proper , 

, 	 labeling and that oxygen 
concentrators are in use per 
physician orders.I 
Measu!:!! ASlgDted for SVi!!!!:DliC 
Chlnge and Qualitv Assurance 
These observations will take place 
tor four weeks for ltlree months, 
and then randomly, under the 
supervision of the Adminjstrator the 
DON J DSD or designee, will 
present the reports from reviews, 
to verify the facility's polley and 
procedures regarding IV labeling 
and oxygen concentrators are in 
use per physician orders, The 
results of such evaluations shall be 
documenied on Quality Assurance 
forms. The results of such aUdits 
shall be submitted to the Quality 
Assurance Committee: for review 
and evaluaoon of any further 
corrective action as necessary. 

. , 

FORM CM5-26e7(OZ-99) P~OI.I$ VnQl'1* Ob$(lle\e E~ntl[)"KKOO11 
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F 3281 Continued From page 19 , F 328\ 
I with diagnoseslhal included end stage caneer of ; , ,,
the throat and neck and acute respiratory failure ~ 

, with tracheostomy. 
: The Minimum Data Set (MOS· standardized 
I __, and care planning tool) dated 
7/19/12, indicated the resident required extensive 
to total care. 

1 

According 10 the facility'. policy and procedure on 

IV Therapy dated 3/2010, the IV site will be 

labeled with the date and time, 


I 
2. On 7/19112, al 7 p.m., during the initial tour of 

1 the facility in tile presence of Licensed Nurse 1,
!Resident 9 was observed lying in bed wearing a I 

: nasal cannula (narrow, flexible plastic tubing used 1 

i to deliver oxygen tIlrough the noatril.) connected 
i to an oxygen concentrator tI1at was not delivering 1 

i oxygen Since it was turned oft 
I At tile time of the _n, Lioensed Nurse 1 i 
. proceeded to tum on the oxygen concentrator 
and slated Ihe resident needed oxygen at • rale 
of2LJmln. 
A review of the clinical record revealed the 
resident was readmitted to the facility on 5/31/12, 
wlth diagnoses thai Included acute respiratory 

: failure, pneumonia and dementia (progressive 
, loss of memory and other intellectual function), 
: The Minimum Data Set (MOS· standardized 
I .."""""'''''tand care planning tool) datsd 617/12, : 
! indicated the resident hed memory problems, I 
mrely/never communicated and required total 'I 

' ...Isllilnce in activities of dally living (AOLs). 
, A physician'. order dated 5131112, indicated to 
!administer oxygen at 2 Um!n via nasal cannula t 
!every shift continuously for acute respiratory i 
I failure, i 

F 37t ; . 483.35(1) FOOD PROCURE, ,I F 371 

Ev$I'\1Ifr.I(KOO11 FadIlty 10: CA$)40000116 If o;:mtlnl,latlon sheet Page 20 of 29 
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SS=D STOREIPREPAREISERVE • SANITARY 

The facility must ~ 

B.WING 
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I 
10 MOVIOER'S PlAN OF CORRECTtON ~m 
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[F371]4Il3.35(J) FOODF 371 'l1a/lD/ (
PROCURES, STORE I 

,,PREPAREISERVE· SANITARY , -- ,
C2ff!Ctive AgtIon for Affegted : ,,(1) PrOCOf& food from sou"""' approved or ,,, The 1den!lfied food trays were: oons_ satislaetory by Fedoral, Stat. or local , 


authorities; and 
 dlscaroed. On 712012012 the faucet 
(2) Store, prepare, distribute and serve food fixture was repaired and the 


missing ceramic tile underneath
: under sanitary conditiOns 
, the dishwasher was replaced. The , maintenanee person checked the ,: 
i i 

pest control devices and found the 
I ,I 

I 
lin working order on 712012012. No 

I flies were noted in the kitchen onI, 
thai date.IThis REQUIREMENT Is not met as evidenced I

: 
j by: :, 

Corrective ActiQn fgf PotentJill~ 
I review, !he facility fallad to ensure food was I: Based on observation, interview and record 

A!fteted ResisllDIi 

stored, distributed and served under sanitary 
 On Of before Augus! 11, 2012, 

conditions. There were no labels identifying food I 
 under ttle supervision of the 

I Dietary Supervisor, kitchen staff 

was a _en sink faucet, there were miSsing 

stored Inside the dry food storage room, mere 

has been in~serviced on labeling 
, items: food must be stored andceramic tile on the kitchen wall and a fly around ! 

dated wi!hlabels identifYing !he 

had !he potential for cross contamination and 

!he food preparation area. ThiS _! practice 

foo<lltem. Also !he kitchen staff 

foodbome Illness. 
 has been in-serviced on reporting 

needed repairs and pest COncerns! 
in the maintenance booK.Findings: i 

Monltori!lll 21 COI"1IeCIlvt Action 
I the kitchen in !he presence of the dietary service 
IOn 7119112, at 6:15 p.m., during !he inilial tour of 

On or beloreAugus! 11, 2012.• 
! supervisor (DSS), the following was obse<ved: under the supervision of the 
: 1. Two food trays were stored Inside the dry Dietary Supervisor, the facility will • 

monitor for four weeks for three 
'2. A faucet fixture above the two compartment 
; food storage room had not labels. 

months, and then randomly. forI
, compHance of proper labeling
!3. The wall underneath the dish washing 
!manual dish washing sink was broken. 

Items to assure that food must be 
1machine had missing ceramic tiles, 
j 4. House files were noted in the food 
, 

Event 10:1(1(0011 
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continue) stored and dated withF 371 Conlinued From page 21 
labels identifying the food ttem is.preparation area. Also monltor the reporting needed 
repairs and pest concerns !n the

•According 10 the facilit)ls policy and procedures maintenance book
: OIlI.beling items, food must be stored and dated 
•with labels identifying what it is. Measures Adopted for Systemic 

At the time of the observation, during an 
interview, the DSS oould not explain the lack 01 
labels on the food ~ems, the fauoot and wall 
disrepair and the presence of flies !n the food 
preparation area. 

F 425 483.60(a),(b) PHARMACEUTICAL SVC ­
SS=D ACCURATE PROCEDURES, RPH 

The facility must provide routine and emergency 
drugs and biologicals to its residents, or obtain 
them under an agmement described in 
§483.75(h) of this part The facility may penmit 
unlicensed personnel to administer drugs if State 

~ law permits, but only under the general 
I supervision of a licensed nurse. 
I 
i A facility must provide phanmaceutical services 

I{including procedures that assure the accurate 
acquiring, receiving, dispensing, and

Iadministering of all drugs and biologicals) 10 meet
Ithe needs ofeach resident 

IThe facility must employ or oblain the se_ of
Ia noon,ed pharmacist who provides consultation 
; on all aspects 01 the provision of phanmecy
Iservices in the laclity. 

I 
i 
I '.j This REQUIREMENT is not met as eVh..ooced 
; by: 

F 

Chanae and Quality Anurance 
These observations wlli taka place 
for four weeks for three months, 
and then, under the supervision of 
the AdminiStrator the Dietary 
Supervisor will submit a report of 
findings related to proper labeling 
of food items and the reporting 
needed repairs and pest concerns 
in the maintenance book to verify 
that the facUlty's. plan of correction 
is implemented the reSults of such 
evaluations shall be documented 
on Quality Assurance forms. The 
results of such audits shall be 
submitted to the Quality Assurance 
Committee for review and 
evaluation of any further correcttve 
action as necessary, 

[F425) 483.60(a).(b) 
PHARMACEUTICAL SERVICES 
ACCURATE PROCEEOUR, RPHP 
Corrective Action for Affected 
Restdtnls 
OJ) or before August 11, 2012, 
under the supel'Vision of tI'le DONI 
aso or designee has been jn~ 
service nurse 1 on the faCilities 

F~ /0, CA94OOOO1 10 
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F 425 Continued From page 22 F425 
Based on observation, intervlew and record 

review, the facility failed to provide 1 
!pharmaceutical services to meet the needs of ; 
: each ,esident for one of 20 .ample r ..idarts (18) 
: and .one randomly selected resident (21). For 
!Residents 18 and 21, Medication Nurse 1 signed 
! themedication adminis1ra1lon record (MAR) , 
: dunng preparation and before the administration . 
: of the medications, Instead of at the completion ar 
i the medication adminis1ra1ion. This defi<:ienl 
! practice had the potential to resutt in medication 
; errors, 

, FlOdings: 

i 1. On 7120112, at 5:35 p,m., during obsetvation ar 
i the evening medication pass for Resident 18 
Medication Nurse 1 prepared five medlCSlioll. 
and two nutritional supplements. After preparing 
eedh medication, the medication nurse initialed 
the MAR and then administered the medications 
10 the resident 

I 
A review of the clinical record disclosed the I 

i reside.nt was readmitted 10 the facility on 8/20111, . 
i with d"'9l1OSeS which included psychoSiS, seizure ' 
i disorder and history of stroke. 
i The Minimum oats Set (MDS - !llandafdized 
: assessment and care planning tool) elated 
6112112, indicaled 11\0 resident had periods ot 
forgetfulness and required extensive staff 

: assistance with most daily living activities. 

' 

• 2. On 7120112, &15,55 p.m. during obseIVation of • 
: Resident 21's medication pass, MediCation Nurse: 
i 1 prepared five medications and Signed 111. MAR
!after each medication was prepared. MedicaftOn j
!Nurse 1 then administered the medications : 
I ! 

FORM CM&-2567{02-99) PrevIW8 Vet8iOl1. Obeolete EV$nt 10:1<1<0011 

PROVIDER'S PLAN OF CORRECTION 

(EACH CORRECTIVE ACTION SHOULD BE 


CROS5-REFERENCEO TO THE APf'ROPRIATE 

DEFICIENC'I') 


(continue) policy and procedure on 

medication pass, 


C\IITl!e!lYI A&liI1n for PotentiallY 
AI!!c!td Rpidents 
On or before August 11. 2012, 
under the supervision of the 
Administrator the DON I DSD or 
deSignees has in-service the 
license nurses on the facilities 
policy on medication pass 
procedure. 

Monitorina of Corrective Action 
On or before August 11, 2012, 
under the supervision of the 
Administrator the DON I OSD or 
designee will randomly perform. 
medicailon pass _t for 
four _. for three monthe on 
medication nurses, 

Measures A!!9!!1t\t tor §¥otami£ 
Change and QualitY Assurance 
These observaijons witllal<e place 
for weeks for three months, and 
then randomty, undefthe 
supervision of the Administrator the 
DON I DSO Of designee, will 
present the reports from reviews 
to verifY the facility'. policy and ' 
procedure on medication pass 
procedure, The results of such 
evaluations shall be documented 
on Quality Assurance forms. The 
results of such audits shall be 
submitted to the Quality Assurance 
Committee for review and 

http:reside.nt
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{X4) ID SUMMARY STATeMENi OF DEFlCIBiCIES i 10 PROVIDER'S PlAN OF CORRECTION ,()(!;) 
PREFIX' {EACH DUlCIENCY MUST 5E PREEDED BY FUl.I. I F'REAX ' (EACH CORRECTIVE ACTION SHOULD BE ; COIIIfI'WIQK 

TAG REGULATORY OR LSC IDENTiFYING INFORMATION) TAG i CROss-REFERENCEO TO THE APf'ROAAIATE O,ATtE iI' 

DEFICIENCY) ,I 
(continue) evaluation of any furtherF 425 ; COntinued From page 23 F425 

corrective action as necessary.
, I' Utrough the residenfs gastrostomy tube ((IT - • 


tube which is surgically inserted into the stomach , 

for purposes of nutritional support and medieatlon ! 

administration}. 


i 
: A review of !he clinical record revealed the 
: rRdent woo readmilled to Ute facility on 5116111,
!with diagnoses that included respiratory fa~ure,Icongestive heart failure and history of stroke. 
The MDS.-..ment dated 5121112, revealed 

the resident was severely cognitively impaired 

and was totally dependent on staff for all of his 

daily living needs, 


The facility's policy end procedure titled 

"Procedures for All Medications~ dated 412008, 

stipulated to dOCUment medication administration : 
 [F428] 433,60(0) DRUG RIGIMEN 

i on the MAR following medication administration. I REVIEW, REPORT IRREGULAR, 
ACTION 

On 7120112, at 7:2:0 p.m, during an lnterview, ! Corrective Action for Affected 
; Medication Nurse 1 acknowledged the MAR i Re.identi 
: should be initialedlsigned off following , The medication order was clarified
i administration of the medications, ! with the attending physician, A new 

F 428 483,60(0) DRUG REGIMEN REVIEW, REPORT 
ss-o IRREGULAR, ACT ON 

, 
: The drug regimen of each resident must be 
reviewed at least once a month by a licensed 

, pharmaclst 

The pharmacist must report any irregularities to 
, the attending phySician, and the directoc of 
: nursing, and these reports must be acted upon., 

' F428 
 order was given to address the 
residenfs pain levels, 

C9!'!!C!iv! Action mr Potentially 
AffoC\!d Residents 
On or before August 11, 2012, 
under the supervision of the DON 
the Pharmacist has been in­
serviced on the importance of 
identifying and reporting drug 
irregularities and report.ing them to 
Ute physician and DON, 

Event 1{):1O«)011 

http:STR.e.ET
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Si.IMMAAY STATEMENT OF DEFICIENCIES PROVIDER'S PlAN OF CORRECTION(X4) 10 1 , ID I 
PREfiX : (EACH DEFICIENCY MUST se PRECEDED BY fULL I PREFIX : (eACH CORRECTIVE AC'TION SHOUlD Sf; 


TAG REGULATORY OR l$C IDENT1FYING INFORMATION) , TAG 
 CROSs-aEFERENCEO TO THe APPROPRIATE 
DEFICIENcy) 

F 4.28 ; Continued From page 24 I F42B Monitoring of Corrective Action 
On or before August 11, 2012. 

: ~iS REQUIREMENT is not met as evidenced i 
 under the sUpefVislon of the DON, 
The Pharmaeist reports will be 

I Based on observation, intelVlew and record ­ evaluated monthly and discussed 
· review, the pharmacist failed to identify and report i In Exit with the DON and 
: drug ifTegularffies for one of 20 sample residents I Administrator to address needed
i (3), Resident 3 had an order for Tylenol and I interventions.
i Vicodio for moderate pain, the pain scale required : 

i to give the Vicodin was not indicated, and !.he I 


Mea$Ures Adopted for SlJ§temic 

I
phanmacist did nO! identify the drtJg irregularities. ! 

Change and Quality Assurance , This failure had the potential to resutt in I 
On a quarterly basis for six: medication error and adverse consequences. months, under the supeJVision of, the Administrator the DON or: Findings: 
designee, will present the reports 
from 1l'Wiews, to verify the staff is,On 7/19112, at 6:45 p.m .• during the initial tour. 
complying with Pharmacist reports. IResident 3 was observed lying in bed and stated 
The results of suCh evaluations: he had cancer, lost his hair due to chemotherapy ; 
shalt be documented on auallty, treatment and had frequent headache. and body 
AssUrance forms. The results ofi aches. , such audits shall be submitted to 
the Quality Assurance Committee 

·1 A revfew of the dinical record revealed Resident 
for review and evaluation of any, 3 waS admitted to th. facility on 6/15/12 with 
further corrective action as•diagnoses that included brain mess (tumor), necessary.: kidney cancer, status post chemotherapy 

:1 treatment and was currently receiving radiatlon 
•therapy. 
, The admission Minimum Data Set CMOS ~ 
i standardized assessment and care planning tooi}
!dated 6121112, indicated the resident was able to i 
i make his needs known, \VaS able to understand ' 
! O!hall! and required lIUparvision to extensive 
•assistance In .ctiv~ of daily living (ADLs).
i The physician'S; orders on admission inctuded 

acetaminophen 325 miHigrams (mg) two tablets ' 

orally every four hours as needed (PRN) for mlid I 

pain (1-3 on a pain rating scale from zero to 10, 

zero Indicating no pain and 10 the worst possible :
Ipain), acetaminophen 500 mg two tablets orally ! 

EViJI'IIID.KKOO11 ff oo~inuaUon 5f'IMt P8fje 25 of 29 
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• CENniR" FOR MEO & DSE.. 
stATeMENT OF DEFDENCIES (X1) PROVIf.lIffiISUPPUfI!AIC1..lA 
NID PLAN OF COM£CTlON IDeNTIFICATION Nur.teeR: , 

I 

OMS NI'>. 093 

, 
, -, 	

(X2) MLIlTlPU! coNsTRuCTION :~DATESURVEY 

..- ' """"""'" 
"WING 

.- 0112112012 ,,~ 	 AAME OF PROVIDER ott 8VpP{jER STREET ADORESS. CITY. STA1E. ZJP cooe 
771. S PlCI<E""'B AVIlNUE

SHEA REHASlUTATION HEAlTIIC"aE 
WHiniER, CA _2 .,SUMMAAY STATltdIiNT OF DEFlCIENClES PROVIDER'S PI.AI\I OF CORReC1101!l(X4i lD 

(EAOtI DEffCfEMCY MOtif H PRECEt)El8Y FULL i, P!\efll( (&A.eti CORRECm/E AC'f'K)N -SH()IJI..D Be i "'"PRl!I'1l( ' """""""" CR09S-A!FIIRBNCED 10"I"Hf! APPRQPfUATE , ""T!REGt.lLATOftY OR LSC 10EHTlF\'1NG INFORJM1'tON) TAGTAG 
, , """"""""Yl I 

F428 Condn.ed From page 2S F428 
every four hours PRN moderate palo (4<1110) and 
an Qrderfor one tablet of\llcOdln 51500 mg by 

rnout!\ f!Nery four hou", PRN lot moder.!ta There 

were two pain medicalion. fer modera!l! pain but
I	Iller. was no palo medicatlon en:!ered for severe 

pain. 

Aooo«lin9 to • Pain Aasesoment FIOW$heel, Ihe 


Iresldenl received VlOOdil'l fOf gene..,' body pein , 

end headache for a pain raled 8/10 <-.ore pain) 

on 7110112, 7111/12, 7/15112, 7I161129nd 

7/19/12­
A ~on phy$lClan's orde", lot th. month 

,of712012, were stamped, signed and deled on 

7/18/12, by the phormaciot Indicating the 0«1... 

we", _ by !he pharmaolst 


On 71W112, ol6:40 pm., _ reviewing II\e 

physician's O«let end the medlcatlon 

adminl_ record (MAR), Lioensed Voootional 

Nu.... 3 (LYN 3) &tated the phyaician woUld be

I	contaotad to clarifY the ...eldeI\I's pain 

medications. 
 I 

i 
O. 712OJ12, at 8:45 p.m" during an In_, the ,
director of nursing stated the phannaoist (F4IIIl483.70(d)(111ii) BeDROOMparfo(l1lO _lion review for _h resident i/II!?'

MeASURES AT LEAST 80 SQ FTonce a month and there was no report of any 
~ESIDI!NTilre9u1ar!ty related to the rHldenr. pain 

_tio.s. The d_of nureing furiher , 
Indicated ViOO<fl!l should be given for .....re pain'l , ~12 the faciiily ...bmilledF458 483.70{d)(I)(ii) BEDROOMS MeASURE AT ' F458 a variance requut forLEAST 80 SQ FT/RfSlDI!NTSQ-B , accommodation., , 

Bedrooms must measure at least 80 square feet ' , 


per resident In mullip/8 resident bedrooms, and at i I 
,
• IollSt 100squa.. feet in .lngle residentrooms. 

,I, 
I 	 , 

Ii:\I!mt ID: 1(1«»)1 f "1IQIt~jD: ~"e 

http:Condn.ed


PRINTED: 08IIl112012 
DEPARTMENT OF flEA!.TH AND HUMAN SERVICES . FOR MEDICARE & MEn!..';' ~'~RVlCES ol.1S~:il;:OVEO 

(Xl) PRO\'IOElIWUPPiJERICUA (X2) JAULl1Pli CONSTRUCTI0t2 {Xl} DATI!! &UR\IEY 
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, 
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,SUMMARY STATEMENT 01" 0EPIa1'i:'WClEe PROVIDER'S PLAN 01" CORRECTION 
PREFJl( .=1 (EACH I>EAClENCYMUST sePld!C!DEO BY FUll. '" I (EACH CORRECTNEACTION aHOUlO IE "" """""''''' RE.Ql,ll,A.TOf\Y OR LSC JOENTIP"'flNG INF'ORMAT1ONj TAG C~TOTH£APPR.OPA.IATI!TAO , ""'" 

CiF1CIENCY)i 

,Cor!!Cf!ve AcI!l:l!l Ill!: PoIentlll~F458 Continued From page 26 F468 AffJeIod _!denioThl. REQUIREMENT is not me! a. evidenced S1aff will il$SUre that the listedby, 
rooms maintain the space availabJeBased on obaervatlon ond """,rd ",IIIIIW, lhe for the ....i<lent has sll1'lieie!lt to

facility failed 10 "","Ire all bedrooms mesoured at provide access and freedom 011_80 .q...... feel per resident in muliipl. movementrestdent bedrooms. 

Monitoring !II: Comctiltll ~ Findings: On or_.August 11, 2012. 
under 1he supervision of theA _I of 11 multiple resident rooms did not Maintenance staff or designee will measure 80 square feet per resident Rooms -14 monitor randomly. for compJiaOOe. 15 and 18 acoommodoted two ....id.nls. Rooms' 01 tho listed rooms are maintained5,6,8,9,11, and 12 aecommodoted throe so tho _ available lOr the_to..,d Rooms 16 and 17_oted 
residenfl is suftlc!ent to provldetour residents. 
~ and freedom of movement, 

According to the facility'. submitted variance 
1I""~Yros Ad_ for -lUli!o.requos! and the Analysis 01 Cnent l.ihange and Quality Assu.....tt_atl... doted 7/21112, the following 
On a quartel1y under theroom. were _ 1M 80 squ.re feet 
suparviolon of the Admlnl$l1ator the 
Maintenance staff or designee, wiURooms Number 01 Beds Squareteel 
"",sent the reports from revi<lws.5 3 204.24 to """fY that monitoMng to assure6 3 202.02 that the listed rooms are8 3 220.32 maintained so that tho spaoe9 3 220.32 
available. for the resident's is11 3 222,84 
suffICIent to ptOlJide access and12 3 220,32 
freedom 01 movement Tho results14 2 155.04 
of such evaluations sholl be15 2 lS6JlEl , documented on Quality Assumnc:e16 4 266,80 
forms, The results of such audIts17 4 21!1l.80 
shall be submined to th.. Quality18 2 153.00 
Assurance Committee for review 
and evaluation of any furtherIDuMng the survey period from 7119112!o 7121112 conective action as necessary.observation of the abovalisted rooma revealed • ,i ,, ,, the space available for the residents was ,, ,, sufficient!o provide access and freedom of 


I 
 i , '. - 1 I 
fOlWCl.M$.~~~~ f!venlll); KI(QD11 f __1b> 10; ¢""00C\t)t1$ 
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SUMMARY STATEMENT OF DEfICIENCIES PROVlOfR'$ PlAN Of CORRECTION 

PRffI)( I (EACH OEF\CfENCY MUST BE PRECEDED BY FULL 

DUI!O . 

'0 I (EACH CORR£CTM!ACTfON SHOUlD BE "'" PREFIX 	 C~ 
TAG REGUlATORY OR LSC WENTIi"YlNG IWORMATIONi TAG • CRO$$-REFmENCEO TO THE APPROf'RIATE 

I • OEFICIEHCY) 	 ""'" 
• 

·· 	 · rF469] 483.70{h)(4) MAINTAIN sit!1"'12F 458 ; Continued From page 27 	 F 458: · 
efFECTIVE PEST CONTROL , movement 
PROGRAM

F 469 i483.70{h)(4) MAINTAINS EFFECTIVE PEST F469 Co_e Action for AffectedCONTROL PROGRAMSS"D 
I 	

Residents 
On or before August 11, 2012, I The facility must maintain an effective pest : under the supervision of the Icontrol program so that the "'dUty Is free of pests i Administrator the pest control and rodents. person has inspected and 
evaluated the facility for sources , 
and or cause of the noted flies., There was no Source of flies noted!This REQUIREMENT is not met a. _enoed I from the facility.

I by: 	 , 
,I Based on observation, Interviews and record 

Correctlv!: Asai20 m[ Potentill~i review, the facility failed to maintain an effective : , Affected Resldenls Ipest control program and be free of pests. Th",. • On or before August 11, 2012,of 11 resident attendmg the group meeting I 
under the supervision of the , compJained of haVing flies In their rooms and one 
Administrator, the Maintenance i ranciomly selected resident (22) was observed 
and Environmental Services and,!with • fly on the bed cov.... 

• other staff has been in-serviced 
regarding maintaining an effective 

,

iFindings: , pest control program to be free of,• 	 ,, , pest. The contracted pest control , 1. On 7119112. at 6;10 p.m., during the initial tour ; 
person was instructed to include in· of the SUbacute Unit w~h the SUbecute clinical 
her reports any issues regarding · coordinator•• fly was observed crawling on pest including flies. , Resident 22's bed covers. The resident was 


unable to participate: in an interview, had physical : 

limitatiOns and could not remove the fly from his 

bed. 

During a concurrent interview, the clinical 

coordinator stated frIeS should not be in ""'ldents' ; 

room. and proceeded to remove the fly from the 

resident's bed. 


A review of the clinical record revealed the 

resident was readmilied to the facility on 3113112. 

with diagnoses which included respiratory fIlIllI'" 

with tracheostomy (tube surgically insel1ed in10 
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F _I, Continued From page 28 

: the trachea, or windpipe, for purposes of airway 
i access and removal of secretionS), ventilator 
: (breathing machine) dependent and gastrostomy 
. tube (GT). 
'I' The Minimum 0... Set (MOS - standardized 
assessment and care planning tool) dated 

, 5123/12, indicated the resident was saverely 
1cognitlveiy impaired (rarely/never makes 
! decisions), was incontinent of bowel and _.r 
: and was completely dependent on staff for all 
•actiVities of daily living (ADLs). 

On 7121112, at 11 •.m.. an observation of one of 
the exit doors close- to the residenf room 

1 revealed no insect trap device to prevent files 
I from entering the facility. 
, 

12. On 7121/12, at 10 a.m., during the Quality of 
'I life Group interview with 11 alert and oriented 
residents in attendance, three residents 
complained about having flies in their room. The 

; resident stated having ffles in their room made, 
! them upset 

, A revieW of the Pest Management Reports dated 
5118112,6120112 and 6129/12, revealed Ihe 
reports by the contracted pest control company 
did not address the fly infestatkln. 

i I 
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Monitoring of Corrective Acti2!) 
On or before August 11, 2012, 
under the supervision of the 
Administrator, the facility wiIJ 
monitor the environment to assure 
that the- facilities pest prevention 
interventions are in place, 
functioning and maintaining an 
effective pest control program 
accordIng to the facUlty's policies 

and procedures and quality 

assurance program. 


Musure' Adopted for SVttemtc 
!;;llInge and gUIIib: Ass!UIDS:* 
On a quarterly basis, under the 
supervision of the Administrator the 
Malntenance Director or designee 
will present a report of the: 
inspections to ~ that the 
facility's policy and procedures 
regarding the pest control program 
is implemented and effective. The 
results of such evaluations shall be 
documented on Quality Assurance 
forms. The results of such audits 
shall be submitted to the Quality 
Assurance Committee for review 
and evaluation of any further 
COr1'ecuve action as necessary. 
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