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F 000 INITIAL COMMENTS F 000 

The following represents the findings of the 
California Department of Public Health during a 
RECERTIFICATION SURVEY. 

Representing the California Department of Public 
Health: Health Facilities Evaluator Nurses 38322, 
41175 and 41333. 

Ct:insus on the date of entry, 11/12/19, was 66. 

There were 17 sampled residents. 

Incorporated Into the survey process was Faclllty , 
Reported Incident CA00663390: 

( Facility Reported Incident CA00663390 was 
substantiated with one deficiency_ · 

F 550 Resident Rights/Exercise of Rights F 550 
SS=E CFR(s): 483.10(a)(1)(2)(b)(1 )(2) 

§483.1 0(a) Resident Rights. 
The resident has a right to a dignified existence, 
self-determination, and communication with and 
access to persons and services inside end 
outside the facility, Including those specified in 
this section. 

§483.10(a)(1) A facility must treat each resldent 
wlth respect and dignity and care tor each 
resident In a manner and in an environment that 
promotes maintenance or enhancement of his or 
her quality of life, recognizing each resident's 
individuality. The facility must prot€ct and 
promote the rights of tho resident 

§483.1 0(a)(2) The facility must provide equal 
access to quality care regardless of diagnosis, 

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER RF.PRF.SENTATIVE'S SIGNATURE 

COP 
F 550 

· How corrective actlon(s) will be 
accompffshed for thoso rol'Jldents 
found to have boon flffected by tho 
dallclent practice: 

Resident 96 no longer resides In the 
facility. 

Residents 98 and 203: Director of Staff 
Dovolopment (DSD) or deslgnoc wlll 
conduct weekly facility rounds to ensure 
privocy and dignity are being provided 
during toileting and privacy curtains are 
being fully utilized .. 

How the facfllty w/11 identify othor 
residents having tho pot0ntial to be 

TITLE 

C 

11/19/2019 

(Xii) 
COMl'L~l'ION 

J)IITE 

(X6) D/UC 

2- 2V 
A!lY._deficlency statement ending with an asterisk(') denotes a deficiency which the Institution may~ excused from corrocllng providing it is det rrnlned that 
'.. oofcguards provide sufficient protoclion to the patients. (See Instructions.) Except for nursing homos, thA findings stated above aro dlsclosablA 90 days 
·, An9 the dntn of 1111Nny whnlhnr or not " plan of com,ctlon I~ provided. For nurilng homeo, tho abovu flndingo 11nd plans or correction oro dluel<;1ijublo 14 
days following the dale these documents ore madr. available to the facility. If denclencles ,m, ~lte~J n a~proved pilm of correction 16 requisite to continued 

~rogrnm ~a:t,clpatlo11y OG, LUU~ f:,{ C~(,,,p/-:( !_( Dfl._ I/ I Z j ½:?.il:_~}!_L /'{ td[~)(_- A.{1-c_ LL,'tw t.~(--8H-~e-/l b:/ 
'

0

"" '"''"''"'"' '=•~~b'-"' 393'2~ '~ah.:'.'~ ';i;;;,A~J hit~'""' Pigo ' ot 30 



2020-01-15 16:35 Smith Ranch GHC 4154922126 >> 7075762418 P 3/31 
PRINTED: 12/09/2019 

FORM APPROVED 
0MB NO 0938-0391 

DEPARlMENT OF HEALTH AND HUMAN SERVICES 
CENlERS FOR MEDICARE & MEDICAID SERVICES 

I 
ST/I. TE!MENT OF DEFICIENCIES 
AND PLAN OF CORRECTION ,~ 

(X1) PROVIDER/SUPPLIER/OLIA 
IDENTIFICATION NUMBER, 

555595 
NAME OF PROVIPSR OR SUPPLIE~ 

SMITH RANCH SKILLED NURSING & REHABILITATION CENTE 

{X4)1D 
PREFIX 

TAG 

F 550 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

RSGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 1 
severity of condition, or payment source. A facility 
must establi$h and maintain identical policies and 
prnctices regarding transfer, discharge, and the 
provision of services under the State plan for all 
residents regardless of payment source. 

§483.10(b) Exercise of Rights. 
The resident has the right to exercise his or her 
rights as a resident of the facility and as a Citizen 
or resident of the United States. 

§483.10(b)(1) The facllily must ensure that the 
resident can exercise his or her rights without 
interference, coercion, discrimination, or reprisal 
from the facility. 

§483.1 0(b)(2) The resident has the right lo be . 
free of interference, coercion, discrimination, and 
reprisal from the facility in exercising his or her 
rights and to be supported by the tacilily in the 
exercise of his or her rights as required under this 
subpart. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, and record 

review, the facility failed to provide care 
promoting dignlly and respect for 3 of 17 sampled 
residents (Residents 96, 98, 203) and one 
anonymous resident.. This failure resulte\l in 
vulnerable residents feeling upset, almost in 
tears, and left in view of the public in undignified 
circumstances. 

Findings: 

During an interview on 11/12/19 at 10:39 a.m., 
Resident 96 staled she had waited up to 45 
minutes for assistance to the bathroom. Resident 
96 stated she took a diuretic (water pill) and had 
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F550 affected by the same deficient practice 
and what corrective action will be 
taken: 

Residents who are assessed with $elf• 
care performance deficit have the 
potenlial to be affected by this deficient 
practice. DSD has nol found any other 
residents to be affected by the deficient : 

. practice d~rlng his observations. i 
Interdisciplinary teani (IDT) will assess, 
review, and update care plans as 
appropriate with lhe leasl restrictive 
Activities of Daily Living (ADL) function 
Interventions for residents who are 
detennined to have self-care 
performance deficit. , 

DSD provided In-service !raining to 
licensed nurses, CNA's, and therapists 
on residenl's rights/preservation of 
resident dignity, provision for privacy 
focusing on importance offollowing 
required care assistance as noted in , 
r>lsidant's care PIM by November 26lli, i ' 
2019. 

, 
What measures will be put into place 
or what systemic changes the facility . 
will make to ensure that tho deficient ' 
practice does not recur: 

1 

DSD provided in-service training to 
licensed nurses, Certified Nursing 
Assistants (CNA's), and therapists on 
resident's rights/preservation of resident 
dignity, provision for privacy focusing on 
Importance of following required care 
assistance as noted In resident's care 
plan by November 26th

, 2019. , 

' 

(X6) 
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F 550 Continued From page 2 
an accident from waiting so long. 

Ouring an interview on 11/13119 at 10:18 a.m., 
Anonymous Resident stated she waited for one 
hour to be helped off a bed pan. She stated this 
made her s~ upset she was almost in tears. 
Anonymous Resident also slated she had to wail 
two hOurs for pain medication. She stated she 
had to cancel a therapy session one day because 
she was in so much pain. The therapist brought 
her back to her room, then the therapist went to 
tell her nurse she needed pain medication. She 
had to wait two hours for the pain medications to 
come. 

During an interview on 11/14/19 at 2:43 p.m., 
Resident 96 stated when she was having her 
adult incontinence brief changed on Friday night, 
her certified nursing assistant (CNA) hardly said 
two words to her, ana she was very hostile,. and 
she was not kind. Instead of asking Resident 96 
to roll over she waved her hand indicating she 
wanted her to roll. The CNA struggled to pull the 
tab on the new brief and when she ripped it she 
said "shit!" Resident 96 stated this didn't make 
her feel very good. Another CNA came in the 
room and chatted with her CNA like she wasn't 
even there. 

During an observation and concurrent interview 
on 11115/19 at 10;01 a.m., Resident 98 was 
visible from the hallway laying sideways in her 
bed. She had her pants pulled down around her 
knees and was wearing an adult incontinenc1;> 
brief. The door to her room was open and her 
privacy curtain was not pulled. When queried, 
Resident 98 stated she "can't pee." She slated a 
whole group of p1;>ople came in her room earlier, 
helped her pull her pants down, and then left 
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F 550 How the facll/ty plans to monitor its 
performance to make sure that 
solutions are sustained: 

DSD will randomly observe CNA's during 
ADL care for residents requiring tolleting 
assistance with focus on timely response 
and preservation of dignity and report to 
the Director of NUl'$ing (DON) for 
compliance. This wlll be done weakly for 
one month and bi-weekly for two months 
thereafter. 

Findings will be brought to the facility 
Quality Assurance Performance 
Improvement (QAPI) Committee and If 
there are concerns, an action plan will be 
developed, implemented and evaluated. 

IX5) 
COMPl.l;:TION 

DATE 
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without taking her to the bathroom. She stated 
she doesn't know why they left, 'They said they 
would come back but never did." When Informed 
Resident 98 was waiting for help to the bathroom, 
Licensed Nurse A stated she had already told the 
CNA to help Resident 98. Licensed Nurse A then 
went to Resident 98's room and started lo help 
her up. A staff member oame to the door and told 
Licensed Nurse A she had a· phone call. 
Licensed Nurse A left Resident 98 )n her bed and 
weilt to the nurses' station. The staff member at 
Resident 98's dootway asked Resident 98 what 
she needed, and Resident 98 told her she 
needed help to bathroom. The staff member 
stated she would find someone and left the room. 
Then Social Services Manager (SSM) came in, 
and asked Resident 98 how she was doing. 
Resident 98 repeated her need, and SSM stated 
she would find someone to help. Resident 98 
stated, "That will be a miracle!" At least five 
people were in and out of Resident 98's room 
before she got toileting assistance. 

During an observation on 11/12/19 at 10:38 a.m., 
Resident 203 did not have a lap cover while on a 
bedside commode, which exposed her buttocks 
and legs_ The curtain was opened to the other 
side of the bed, and her call light was not within 
reach. The door was wide open and no was CNA 
prasent for Immediate assistance. Resident 203 
was not provided with privacy and dignity while 
using a bedside commode. 

During an intervl.ew on 11/18/19 at 10 a.m., 
Infection Control Consultant (ICC) and the 
Diractor of Staff Development (DSD) stated 
residents were to be given privacy when using a 
bedside commode. The CNA must be present or 
in the room while the resident was on a commode 
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I' 578 
SS=I' 

for any immediate assistance and the curtain 
closed for privacy and dignity. 
The ICC staled that staff received in-service 
training on dignity and privacy. 

Review of facility policy, "Resident Rights," dated 
10/2009, indicated, "Employees shall treat 
residents with kindness, respect, and dignity." 
Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir 
CFR(s): 483.10(c)(6)(B)(g)(12)(i)-(v) 

.--·· 

§483.10(c)(6) The right to request, refuse, and/of 
discontinue treatment, to participate in or refuse 
to participate In experimental research, and to 
formulate an advance directive. · 

§483.10(c)(8) Nothing in this paragraph should be 
construed as the right of the resident to 1ecelve 
the provision of medical treatment or medical 
services deemed medically unnecessary or 
inappropriate. 

§483.1 O(g)(12) The facility must comply with the 
requirements specified in 42 CFR part 489, 
subpart I (Advance Directives). 
(I) These requirements include provisions to 
inform and provide written information 'tn all adult 
residents concerning the right to accept or refuse 
medical or surgical treatment and, at the 
resident's option, formtilate an advance directive. 
(ii) This includes a written description of the 
facility's policies to Implement 3dvance directives 
and .ippllcable State law. 
(Iii} F acilitic,,s are permitted to contract with other 
entities to furnish this information but are still 
legally responsible for ensuring that the 
requirements of this section are met. 
(iv) If an adult individual is incapacitated at the 
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How carractive action(s) w/JI be 
accomp/is/lod tor those residents 
found to have been affected by tho 
daf/clcnt practlco; 

Residents 98, 197, and 295 110 longer 
reside in Ille facility. 

C 
11/1912019 

(X(,) 
(';OMPlrTloN 

DATC 

How tt,e f~c111ty w/11 /dentify other ,. 
residents h~ving the potent/a/ to be 
affected by tile same deficient practice 
and what COt'toctivo actlon w/J/ bo 
takon: 

Any resident has the potential to be 
affected by the deficient practice. Madic,il 
Records (MR) hos not found any other 
residents to be affected by this deficient 
practice during their audits. 

Both the Social Servlncs Director (SSD) 
and the admi$slons nurses will ensure 
completion of the Physician Orders for 
Life-Sustaining Treatment 
(POLSn/Advance Directive on 
admission. 

F~CIHly 11): CM~OOlll)'/,'? If <~nntlr1u11tion shoel Pogo 5 of 30 



2020-01-15 16:36 Smith Ranch GHC 4154922126 >> 7075762418 P 7/31 
PRINTED; 12/09/2019 

FORM APPROVED 
OMl3 NO 0938-0391 

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

t
STATEMeNT OF DEFIC/ENCIES 
ANO PlAN 01' CORRECTION ,,..__ 

(X1) PROVIDER/SUPPLIER/OLIA 
IDENTlf'ICATION NUMBER; 

I 

555595 
NAME OF PROVIDE~ OR SUPPLIER 

SMITH RANCH SKILLED NURSING & REHABILITATION CENTE 

(X4)ID 
PREFIX 

TAG 

F 578 

SUMMARY STATEMENT OF DEFICll'!NCIES 
(EACH DEFICIENCY MUST BE PRECEDED BV FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 5 

time of admission and is unable to receive 
information or articulate whether or not he or she 
has executed an advance directive, the facility 
may give advance directive information to the 
individual's resident representative in accordance 
with State Law, 
(v) The facllity is not relieved of its obligation to 
provide this Information to the individual once ht, 
or she is able to receive such information. 
Follow-up procedures must be in p_lace to provide 
the information to the individual directly at the 
appropriate lime. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interviews and record reviews, the . 
facility failed to implement their policies iri the 
provisinn of written information cm Advance 
Directives (a legal document in which a person 
specifies what actions should be taken for their 
health if they are no longer able to make 
decisions for themselves because of illness or 
incapacity) when three out of 17 sampled 
residents (Resident 96, Resident 197, and 
Resident 295) had unsigned Advanced Directive 
Acknowledgment Forms upon their admission, 
This failure had the potential for harm if residents' 
wishes for end-of-life care were not respected 
and followed. 

Findings: 

During a medical record review on 11/19/19 at 
9:30 a,m,, Resident 96's face sheet revealed st,e 
had been admitted 11/8/19, Review of Resident 
96's document tilled Physician Orders for 
Life-Sustaining Treatment (POLST) revealed 
sections A, B, c, and D (areas where 
life-sustaining treatments should be ind.icated, 
status of advanced directives, and for the 

FORM CMS-2567(02-99) Previous Versions Obsolete Evon! IO:KUQQ11 

(X2) MULTIPLE CONSTRUCTION (X3) DA,e SURVEY 
COMPLETED A. BUILDING_· ______ _ 

B.WJNG 
C 

11/19/2019 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, STATE, ZIP CODE 

1660 SILVEIRA PARKWAY 
SAN RAFAEL, CA 94903 

PROVIDER'S PlAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F578 MR will audit POLSl/Advanced Directive 
comple!lon weekly for the duration of one 
month, and then bi-monthly for the 
duration of two momh$ to ensure 
POLST/Advance Directives are being I completed timely and accurately. 

' ; 
DON will ln-seivlce admissions nurses, i 
social seivlces staff, and MR staff on I 

.. proper completion of the 
POLST/Advance Directives. Attending 
physicians will be queried if there are any i 
l$oue.s completing the POLST/Advance ' 
Directive by December 31", 2019. i 

' 
What measures wlll b• put into place 
or what systemic changes the facility 
Will make to ensure that the deficient 

' practice <foes not recur: 

Both the sso and the admi$Sions nurses 
will ensure completion of the 
POLST/Advance Directive on admission, 

MR will audit POLST/Advanced Directive i 

completion weekly for the duration of one I month, and then bi-monthly for the 
duration of two months to ensure 

! POLST/Advance Directives are being 
' completed timely a11d accurately, 

DON will in·service admissions nurses, 
social services staff, and MR staff on 
proper completion of the 
POLST/Advance Directives. Attending 
physicians wlll be queried if there are any 
issues completing the POLST/Advance 
Directive by December 31'1, 2019. 

' 
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F 578 Continued From page 6 
patient's and physician's signatures) were left 
blank. Resident 96's document titled "Advanced 
Directive Acknowledgement'' indicated her room 
number. The rest of the form was blank. 

During an interview on 11119119 at 11 :08 a,m .• 
Social Services Staff J acknowledged Resident 
96's POLST and Advanced Directive 
Acknowledgement form were u_nsigned, Social 
Services Staff J confirmed both focms should 
have been completed at this point in Resident 
96's stay, 

During a record review on ~1/19119, Resident 
197's POLST dated 11/15119 was not signed by 
the Medical Doctor (MD). There was a note in 
the chart next to the signature which indicated, 
"Please sign", There was a note Inside the 
clinical record, on the POLST, for nurses, which 
indicated, please have the MD sign the POLST, 
Resident 197 was admitted on 11/12119. 

During a record review on 11113/19 at2 p.m., 
Resident 295's "Admission Record" indicated he 
was admitted to the facility on 11/9119. His 
POL ST and Advance Directive Acknowledgment 
Forms rem.iined unsigned by the physici.in. 

During an interview on 11118119 at 11:16 a.m., 
when queried how soon the forms were supposed 
to be signed, Licensed Nurse H stated, "as soon 
as possible." 

During a subsequent record review on 11/18119 at 
3:35 p.m., Resident 295's POLST and Advance 
Directive Aoknowledgment Forms had physician 
signatures, and was dated "1119119", 
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F 578 How the facility plans to monitor It,, 
performance to make sure that 
so/ut/011s are sustained: 

MR will audit POLST/Advanced Directive i 
completion weekly for the duration of one I 
month, and then bi-monthly for the I 
duration of two month• to en•ure 
POLST/Advance Directives are being 
completed timely and acourately, 

Findings will be brought to the facmty 
QAPI Committee and if there are 
concerns, an action plan will be 
developed, implemented and evaluated. 
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F 578 Continued From page 7 
A review of the facility policy lilied "Advance 
Directives §483.10(c)(6)", effective date October 
2017, indicated "Upon admission or a resident to 
our facility, the Social Services Director or 
designee will provide written information to the 
resident co1,cerning his/her right to make 
decisions concerning medical care ... " 

F 623 Notice Requirements Before Transfer/Discharge 
SS=[ CFR(s): 483. 15(c)(3)-(6)(8) 

§483.15(c)(3) Notice before transfer. 
Before a facility transfers or discharges a 
resident, the facility must .. 
(i) Notify the resident and the resident's 
representative(s) of the transfer or discharge and 
the reasons for the move in writing and In a 
language and manner they understand. The 
facility must send a copy of the notice to a 
representative of tM Office of the Stale 
Long-Term Care Ombudsman. 
(ii) Record the reasons for the transfer or 
discharge in the resident's medical record in 
acr,ordance with paragraph (c)(2) of this section; 
and 
(iii) Include in the notice the items described in 
paragraph (c)(5) of this section. 

§483.15(c){4) Timing of the notice. 
(I) Except as specified in paragraphs (c)(4)(ii) and 
(c)(8) or this section, the notice of transfer or 
discharge required under this section must be 
made by the facility at least 30 days before the 
resident is transferred or discharged. 
(ii) Notice must be made as soon as practicable 
before transfer or discharge when-
(A) The safdy of individuals In the facility would 
be end,mgered under paragraph (c)(1)(i)(C) of 
this section; 
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F623 F623 

How corrective actian(s) w/11 be 
accompllshod for those res/de11ts 
found to have been aff•clod by the 
deficient practlco: 

ricsidcnts 9, 102, and 40 no longer 
reside in the facility. 

How tho fac/1/ty will idontlfy other 
residents having the potential to bo 
affected by the same deficient practico 
and what corr•ctlve action will bo 
taken: 

Any resident has the potential to be 
affectacl by tills deficient practice. MR 
has not found any other residents to be 
affected by this deficient practice during 
their audits. 

Cflsr. manr.1gcrs will complete the 
discharg~ notice for planned discharges 
and provide the resident/ responsible 
party and fax tho Ombudsman a copy at , 
the time tho Notlc,e of Medicare Non 
Coverage (NOMNC) Is given. Licensed 
nurses will complete Iha discharge notice 

1 
and fax a copy to the Ombudsman at the I 

time that any residents transfer to the 1 

hospi1al. 

PC!iJ 
COM!'LCTION 
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continued From page 8 

(B) The health of individuals in t11e facility would 
be endangered, under paragraph (c)(1 )(i)(D) of 
this section; 
(C) The resident's health Improves sufficiently to 
allow a more immediate transfer or discharge, 
under paragraph (c)(1 )(i)(B) of this section; 
(D) An immediate transfer or discharge is 
required by the resident's urgent medical needs, 
under paragraph (c)(1)(i)(A) of this section; or 
(E) A resident has not resided in t~e facility for 30 
days. 

§483.15(0)(5) Contents of the notice. The written 
notice specified in paragraph (c)(3) of this section 
must include the following: 
(i) Tile reason for transfer or discharge; 
(ii) The effective date of traosfer or discharge; 
(iii) The location to which the resident is 
transferred or discharged; 
{iv) A statement of the resident's appeal rights, 
including the name, address (mailing and email), 
and telephone number of the entity which 
receives such requests; and information on how 
to obtain an appeal form and assistance in 
completing the form and submitting the appeal 
hearing request; 
(v) The name, address (mailing and email) and 
telephone number of the Office or l11e State 
Long"Term Care Ombudsman; 
(Vi) For nur\ling facility residents with intellectual 
and developmental disabilities or related 
disabilities, the malling ,i\nd email address and 
telephone number of the agency responsible for 
the protection and advocacy of individuals with 
developmental disabilities established under Part 
C of the Developmental Disabilities Assislaoc0 
and Bill of Rights Act of 2000 {Pub. L. 106-402, 
codified at 4?. u.s.c. 15001 et seq.); and 
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F623 C@.se management will in~service 
licensed nursos on pmper complctlon 
and submission ot discharge or transfer 
nolices by December 31'1, 2019. 

What maosures will be put into place 
or wh3t systemic changes the facility : 
wfll mflke to ensure that the doflclont 
practice does not recur: I 

! 
Case managers will cornplcto the , 
discharge notice for planned discharges 
and provide the resident/ tegponsible 
party and Jax the Ombudsman a copy at 
the lime the NOMNC is given. I .icansed 
nurses will complete the discharge notice 
and fox a copy to the Ombudsman et the 
time thal any res Iden ls (ransfer to the 
hospital. 

C1:1se management wlll inRsarvice 
llcensed nurses on propel' completion 
ond submission of discha.-ge or transrer 
notices by December 31"', 2019. 

Haw tho fac/1/ly plans to mo11itor its 
porfo,.mance to make sure that 
solutions are sustai11ec/: 

MH wHI audit notices of 
transfer/discharges daily Monday thr0U(Jh 
Thursday, and Friday through Sunday will 
be audited th~ following Monday to 
ensure lhey are being completed 
accurately. This will continue Indefinitely. ,, 

Findings will be brought to the facility 
QAPI Committee f.ln<t if ~h~re om 
concerns, an action plan will be 
dcvclopsd, implert1ented and evaluated. 
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F 623 Continued From page 9 

( ......... , 

(vii) For nursing facility residents wilh a mental 
disorder or related disabilities, the mailing and 
email address and telephOne number of the 
agency responsible for the protection and 
advocacy of individuals with a mental disorder 
established•under the Protection and Advocacy 
for Mentally Ill Individuals Act. 

§483.15(c)(6) Changes to the notice. 
If the information in the notice chaDges prior to 
effecting the transfer or discharge, the facility 
must update the recipients of the notice as soon 
as pmctlcable once the updated information 
becomes available. · 

§483.15(0)(8) Notice in advance of facility closure 
In the case of facility olosure, the individual who is 
the administrator of the facility must provide 
written notification prior to the impending closure 
to the State survey Agency, the Office of the 
State Long-ierm Care Ombudsman, residents of 
the facility, and the resident representatives, as 
well as the plan for the transfer and adequate 
relocation of the residents, as required at§ 
483.70(1). 
This Rl:QUIREMENi is not met as evidenced 
by: 
Based on record review and interview, the facility 

failed to properly notify, in writing, three of 17 
sampled residents (Resident 102, Resident 40, 
and Resident 9) and the Office of the State 
Long-Term Care Ombudsman {a public official 
who is charged with representing the interests of 
the public by investigating and addressing 
Qomplaints of violation of rights of long-terrn care 
residents) of discharges. This failure had the 
potential to result In unsafe discharges when 
residents and their responsible parties were not 
given enough time and information to decide if 
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F 623 Continued From page 1 o 
their discharge was safe, and the ombudsman 
was not given notice in order to advocate for the 
residents before the residents left the facility. 

Findings: 

During an interview on,11/15/19 at 10:56 a.m., a 
family member (FM) of Resident 102 slated she 
had been given verbal notice of Resident 102's 
discharge on a voice mail. FM sta,ted the voice 
mail informed her she had 48 hours to take her 
lmsband home, but when she called back, the 
staff member she spoke to changed it to 72 hours 
notice. When asked if any other discharge 
planning had taken place, FM slated 30 days 
prior she had been told she should s.tart looking 
for placement for Resident 102, but she had not 
been told what kind of placement to look for. 

During a review of Resident 102's medical record, 
Resident 102's face sheet revealed an admission 
date of Q/13119 and multiple diagnoses including 
intracerebral hemorrage (stroke), abnormalities of 
gait and mobility, and lack of coordination. 
Review of Plan of Care Note, dated 10125119, 
revealed, :•spoke with Patient and [FM] to discuss 
Patient's Weekly Progress, , . , Let Patientl[FM] 
know Rehab recommends continuing skilled 
services, with a possible DC (discharge) date to 
be set at. next weekly meeting on 10/31119 .... " 
Review of Plan of Care Note, dated 11/1/19, 
revealed, "Left [voicemail] for [FM] , •. lo set up a 
date/time to meet for a Care Conference to 
discuss Patient's LCD (last covered day) of 
11/5/19 with discharge on 11/6/19 .... " Resident 
102's physician order dated 1116/19 indicated, 
"Discharge home on 11/9/19 with remaining 
medications." 
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F 623 Continued From page 11 

During a concurrent interview and review of 
medical records on 11/15/19 at 10:33 a.m., Case 
Manager C staled Resident 40 and Resident 9's 
admission histories as: 

a. Resident 40 was admitted to the facility on 
10/19/19. Resident 40 had two facillly slays prior 
to his current admission: on 5/29/19-618/19, anc/ 
6/17/19-6/26/19. Case ManagerC stated 
Resident 40 went home both times. Case 
Manager C stated Resident 40's home discharge 
on 6/26/19 was self-initiated. 

b. Resident 9 was admitted to the facility on 
11/1/19. Resident 9 had six facility stays prior to 
his current admission: on June 2019-7/1/19, 
7/11/19-7/19/19, 7/30/19-7/31/19, 8/9/19-8/16/19, 
9/13/19-10/18/19, and 10/27/19-10/29/19. Case 
Manager C stated Resident 9's discharges were 
all lo acute care except on 7/19/19, when 
Resident 9's home discharge was self-initiat<ld. 
When queried about any written notices given to 
both residents prior to their discharge, Case 
Manager C stated a NOMNC (Notice of Medicare 
Non-Coverage !Medicare form that explains 
certain rights and costs of staying in lhe facility 
beyon~ the date covered by Medicare]) was 
provided for Resident 40 on 615/19. Case 
Manager C stated Resident 9 did not gel any 
written notice for his self-initiated discharge nor 
for his discharges to acute care. 

During an interview on 11115/19 at 3;07 p.m., 
Ombudsman B confirmed residents and his office 
had not been receiving discharge notificalioris 
from the facility. Ombudsman B stated he only 
received a list of planned discharges faxed lo his 
office on Fridays. Ombudsman B stated faxing 
this list was not the agreed upon arangement with 
the faclllty lo be ·informed of discharges. 
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Continued From page 12 
During an interview on 11118/19 at'11:20 a.m,, 
Case Manager C stated she faxed a list of 
transfers and discharges to the ombudsman's 
office every Friday, Case Manager C slated a 
detailed reason for a resident's disch;arge was 
only given to resld~nts who file an appeal, She 
stated the reason for discharge and location of 
where the resident was being discharged to are 
discussed in care planning meetings, but this 
information was not given to the resident or 
responsible party in writing. Case Manager C 
stated the only notices given to residents before 
they are discharged are the SNF ABN (Skilled 
Nursing Facillty Advance Beneficiary Notice 
[another Medicare form that lets residents decide 
whether to get the oare in question and to pay for 
the service out-of-pocket if Medicare denies 
payment]) and NOMNC forms, 

During an interview on 11/18/19 at 2:32 p,m,, 
Case Man<!gl;lr l stated sh"' w;as not aware of any 
other written notice given to residents upon 
discharge, aside from the NOMNC and/or SNF 
ABN forms, 

During a record review and concurrent interview 
on 11/18119 at 3:29 p,m., a blank document titled 
"Notjce of Transfer/Discharge" was found in 
Resident 102's chart with a sticky note attached 
that indicated, "Please complete 
transfer/discharge to home (and make a copy of 
completed signed form for chart)." Case 
Manager C stated she was not familiar with the 
document and confirmed she did not know who 
was responsible for filling it out or when it was to 
be filled out. 

During an Interview on 11/18119 at 3:45 p.m., 
Administrator stated his understanding was that 
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F 623 Continued From page 13 
they were following the regulliltion fo( notifying the 
ombudsman's office of discharges. He confirmsd 
sending a list on Fridays met the criteria. 
Administrator staled he did not know that the 
resident was supposed to get any other discharge 
notification other than the SNF ABN or NOMNC 
notices. 

During an interview on 11/19/19 at 9:08 a.m., 
Administrator stated he looked intq the regulation 
for discharge notifications and the "Notice of 
Transfer/Discharge" document. Administrator 
stated medical records suaff placed the 
documents In residents' charts, and had 
in-serviced the fioor nurses that they were to fill 
them out and give them to the residents. When 
asked if the nurses followed through on 
completing the forms, Administrator stater,1 it was 
something they were "working on." 

A facility policy and procedure for discharge 
notifications was requested, but not provided. 

F 657 Care Plan Timing and Revision 
SS•D CFR(s): 483.21(b}(2)(i)-(iii) 

§483.21(b) Comprehensive Care Plans 
§483.21 (b}(2) A comprehensive care plan must 
be-
(1) Developed within 7 days after completion of 
the comprehensive assessment. 
(ii) Prepared by an interdisciplinary team, that 
includes but is not limited to--
(A) The attending physician. 
(B) A registered nurse with responsibility for the 
resident. · 
(C) A nurse aide with responsibility for the 
resident. 
(D) A member of food and nutrition services staff. 
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the facility. 
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Continued From page 14 
(E) To the extent practicable, the participation of 
the resident and the resident's representative(s). 
An explanation must be included In a resident's 
medical record If the particip;,tion of the resident 
and their resident representative is determined 
not practicable for the development of the 
resident's care plan. 
(F) Other appropriate staff or professionals in 
disciplines as determined by the resident's needs 
or as requested by the resident. , 
(iii)Reviewed and revised by the interdisciplinary 
team after each assessment, including both the 
comprehensive 1md quarterly review 
assessments_ 
'This REQUIREMENT is not met as evidenced 
by: 
Based on observation, Interview, .and record 
review, the facility failed to develop and 
implement .a resident-centered care plan for three 
of 17 sampled residents (Resident 131, Resident 
203, and Re~ident 2) which rel.ulted in: 

1. Lack of a resident-centered care plan for 
individualized communication/hearing needs, 
(Resident 131). 
2. Lack of including ths- resident (Resident 131) in 
oommllnicating the daily plan of care, 
3. Lack of a pressure ulcer care plan that 
included prevention, care, treatment, and 
monitoring of pressure ulcers (Residents 131 and 
203). 

Findings: 

1. During an observation and concurrent interview 
on 11/12/19 at 11:27 a.m., Resident 131 was lying 
in bed wearing a hospital gown. Resident 131 
stated that he had difficulty understanding the 
facility staff due to a language barrier, Resident 
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F657 Any resident has the potential to be 
affected by this defielent practl¢e. MR 
has not found any other residents to be 
affected by this deficient practlce durlng 
their audits. 

Resident$ with oommunication/hearing 
needs will be accurately asses•ed and 
have individualized care plans that 

, address their speoifio needs upon 
adml .. lon. Any changes in care plans will 
be brought to affected residents as soon 
as praclica_ble. 

Residents with pressure ulcers will be 
assessed and have a care plan created 
that includes prevention, care, treatmenl, 
and monitoring of pressure ulcers upon 
admission. 

DSD will in-service licensed staff on 
acouraoy and timeliness of 
communicating any 
hearing/oommunlcation needs, and timely , 
completion of skin assessments, care , 
planning and documentation by 
December 31'1, 2019. 

What mea,;uras will be put inlO plac• 
or what systemic changes tho facility 
will make to on.,ure that tho deficient 
practice does not recur: 

DSD will In-service licensed staff on 
accuracy and timeliness of 
communicating any 
hearing/communication needs, and timely 
completion of skin assessments, care 
planning and documentation by 
December 31'1, 2019. 

' I. 
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F 657 Continued From page 15 
131 stated, "99% of the sMI can hardly speak 
English and are difficult to understand." On 
11/14119, Resident 131 stated his hearing aids 
were at home with his wife, and expressed 
concern of losing hearing aids if brought in the 
facility, 

During an inteiview on 11/14/19 at 3:22 p,m,, 
Social Seivices Slaff J stated that they have 
policies and procedures on securing resident's 
personal belongings including heailng aids. 

During a review of Resident 131's Care Plan, on 
11/15119, there was no documentation of a 
resident-centered care plan for individualized 
hearing/communication needs, 

2, During an observation and concurrent inteiview 
With Resident 131 on 11/14/19, 10:40 am., 
Resident 131 was eating breakfast in bed, 
Resident 131 stated, his appointment for a 
diagnostic test was canceled that morning after 
he drank Ensure prior to his departure, Resident 
131 expressed frustration with communication 
and lack of information regarding his daily plan of 
care. 

During an obseivalion and concurrent interview 
on 11/14/1!;) at 2:47 p,m, Unlicensed Staff M 
stated her shift started at 7 a.m, Unlicensed St<1ff 
M received report that Resident 131 had an 
appointment and needed to be In his wheelchair 
ready to go by 7:30-7:45 a.m. Unlicensed Staff IVi 
stated Resident 131 requested a drink of Ensure, 
Unlicensed Staff M stated Resident 131 had lo 
ask the nurse about having Ensure. 

During a concurrent observation, interview, and 
record review with Licensed Nurse A, on 11/15/19 
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F 657 MR will audit new admissions wilhin 72 
hours for identification or 
hearing/communication needs and timely 
and accurate skin ~/J~cssments ~nd core 
plao completion for U1e duration of one 
month. Thereafter, MR will continue lo 
condt1ct audits weekly for the duration of 
two months, 

.. How the fac/1/ty plans to monitor Its 
performance to make sure that 
solutions are sustained: 

DSD will in-seNice licensed slafl on 
aC".curacy and timeliness of 
communicating any 
hearing/communicatlon needs, and timely 
completion or skin assessment~. care 
planning and documenlatl.on by 
December 31'1, 2019. 

MH will audit new adJ'l'lis~ior'ls within 72 
hours for ldentifica1ion of 
hearing/c;ommunlcation needs and 1irnely 
and accurate skin assessments and cnre 
plan completioo for the duration of one 
monlh, Thereatter, MR will continue lo 
conduct audits weekly for the duration of 
two months. 

Findings will be broughl lo the facility 
QAPI Committee and if there are 
concerns, an action plarl will be 
d~vcloped, Implemented and evaluc1ted. 
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F 657 Continued From page 16 
at2:58 p.m., Licensed NurseAwas notable to 
locate the care plan for Resident 131. licensed 
Nurse A stated the reason for Resident 131 
receiving Ensure was because she was unaware 
of Resident 131's diet restrictions, due to a 
breakdown in communication and was not 
relayed during shift change report/ hand-off. 

3. During a review of Resident 131's, "Order 
Summary Report," dated 11/15/19, indicated, 
Resident 131 was admitted to the facility on 
10/11/19. There was a written order to "apply zinc 
oxide (topical medication) to sacrum, coccyx (tail 
bone - bottom of b,11;:k bone/ spine), and buttock 
after cleaning· up stool or urine." Furthermore, 
"monitor right buttock for breakdown (skin 
problems) every shift tor skin monitoring, and 
also "add foam dressing every shift to right 
buttock for skin care." 

During a review of Resident 131's, "Care Plan," 
dated 10/25/19, indicated Resident 131's risk for 
nutritional decline related to a diagnosis of sepsis 
and he was admitted with a suspected deep 
tissue injury (pressure sores that develop in the 
tissue deep below the skin) on right buttock. 1'he 
Care Plan did not indicate any documentation for 
pressure ulcer prevention, care, treatment, and/ 
or monitoring. 

A review of the-facility's "Resident Matrix" 
{document used to identify residents' pertinent 
care areas), dated 11/12/19, indicated Resident 
203 had a Stage I pressure ulcer (Skin break 
down caused by unrelieved pressure and staged 
by severity, 1-V. Stage I injuries have reddened 
skin, but no breaks or tears). 

A review of Resident 203's nursing care plan, 

EvonllD; KUQQ11 
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F 657 Continued From page 17 

F 761 
ss~E 

dated 11/14119, indicated Resldent203 was at 
risk for developing skin injury, but had no 
interventions for prevention of pressure ulcers. 

During an interview on 11119/19 at 1'1 a.m,, 
Admission Coordinator (AC) stated, Resident 203 
had a small redness on the buttocks (Stage I), 
and ii was treated with a topical cream_ AC was 
not able to find a nursing care, plan for the Stage I 
pressure ulcer that would provide ~ursing with 
interventions and a goal for improvement. 

A review of the facility's poliGY and procedure, 
"Care Plans, Comprehensive Person-Centered," 
revised 1212016, indicated the facility prepared 
comprehensive, person-centered care plans for 
each resident, and they included trl;!atment goals, 
timetables, and objectives. The procedure, page 
two, indicated nursing care plans also identified 
problem areas, their causes, and developed 
individualized interventions. The policy indicated 
resident assessments and care plans were 
revised as resident conditions changed_ 
Label/Store Drugs and Biologicals 
CFR(s): 483,45(g)(h)(1)(2) 

§483.45(9) Labeling of Drugs and Biologicals 
Drugs and biologicals used in the facility must be 
labeled in accordance wilh currently accepted 
professional principles, and include the 
appropriate accessmy and cautionary 
Instructions, and lh-e expiration date when 
applicable. 

§483.45(h) Storage of Drugs and 131ologicals 

§483.45(11)( 1) In accordance with State and 
Federal laws, the facility must store all drugs and 
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RBsidenls 'l nnd 23 no lo11ger residr. in 
the facility. · 
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F 761 Continued From page 18 

biologicals In locked compartments under proper 
temperature controls, and permit only authorized 
personnel to have access to the keys. 

§483.45(h)(2) The facility must provide separately 
locked, permanently affixed compartments for 
storage of controlled drugs listed in Schedule II of 
the Comprehensive Drog Abuse Prevention and 
Control Act of 1976 and other drugs subject to 
abuse, except when the facility US\!S single unit 
package drog distribution systems in which the 
quantity stored ls minimal and a missing dose can 
be readily detected. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, Interview and record 
review, the facility failed to ensure safe 
medication administration and administration of 
formula through a gastric tube (GT tube, a 
surgically inserted tube that allow$ nutrition to be 
given directly into the stomach for people who 
have difficulty eating) for one of 17 sampled 
residents (Resident 7) and one 1.m-sampled 
resident (Resident 23) which had the potential to 
result in medication error and harm when: 

1) Resident 7's tube feeding formula bottle was 
not labeled with resident's name, date, Ume and 
doctors order. 

2) Resident 23's tube feflding formula bottle was 
not labeled with resident's name, date, time and 
doctor's order, Resident 23's gastric tube was 
not verified for placement and checked for gastric 
residual vol_ume (GRV, refers to the volume of 
fluid remaining in the stomach at a point in time 
during enteral nutrition feeding. To measure GRV, 
nurses withdraw this fluid via the feeding tube by 
pulling back on the plunger of a large, usually 60 
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F 761 Any resident has the potential to be 
affected by this deficient practice. DON 
has not found any other residents to be 
affected by this deficient practice during 
their audits, 

An obseivational audit was conducted by 
the Infection Preventionist (IP) on all 
tesidents rec$iving nutrition via tube 
feeding. All residents were found to have 
proper labeling of Gastrostomy Tube 
(Gl) formula bottle (resident'• name, 
date, time, and doctor's order) 

Two medication carts were inspected by 
the IP and all opened medications were 
found to have proper labels. 

Lioensed nurses will be ln"serviced on 
proper labeling of GT formula bottles, 
opened medications, and proper 
prooedure of verification of GT placement 
and checking for gastric residual volume 
by the IP/DSD by December 31'1, 2019. 

What meas11n,s WIii be put Into place 
or what syswmic changes the faclllty 
will mai«J to ensure that the deficient 
practice does not recur: 

! 
An observational audit was conducted on i 
all residents receiving nutrition via tube 
feeding. All residents were found to have 
proper labeling of GT formula bottle , 
(resident's name, date, time, and doctor's : 
order) 

Two medication carts were inspected by 
the IP and all opened medications were 
found to have proper labels. 
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F 761 continued From page 19 
mL syringe before administering medication 
through the feeding tube), 

3) Medic.ition Carts #1 and #2 contained 
opened, undated medications. 

Findings: 

1) During an observation and concurrent 
interview on 11/14/19 at 9:42 a.m., Licensed 
Nurse Kw.is preparing to administer medications 
to Resident 7, Resident 7 had tube feeding 
formula being administered into a GT tube by a 
pump on a pole at his bedside, The bottle of 
formula and the tllbing were not labeled with a 
date or time the tube feeding was started. 
Licensed Nurse K confirmed the tube feeding 
was not labeled with a date or time, and 
confirmed that it should be. 

2) During an observation on 11/13/19 at 10 a.m., 
Licensed Nurse (LN) A was administering 
medications through Gl tube to Resident 23. A 
bottle of Jevity 1.5 for GT formula was hung on a 
pole and attached to a tube, The feeding tube 
was attached to an infusion pump set to deliver 
75 milliliters (mL) per hour. lhere was no 1,abel to 
indicate the name of the resident, date, lime or 
doctor's instructions, LN A did not verify 
placement of the GT lube by listening with a 
stethoscope. LN A did not check for GRV. 

Review of facility .POiicy and procedure titled 
"Enteral Tube Feeding via Continuous Pump," 
last revised 3/2015, under section "Initiate 
Feeding," number 5 indicated, "On the formula 
label document initials, date and lime the formula 
was hung/administered, and initial that the label 
was checked against the order." 
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F 761 Licensed nurses will be in-serviced on 
proper labeling of GT formula bottles, 
opened medications, and proper 
procedure of verification of GT placement 
and checking for gastric residual volume 
by the IP/DSD by December 31", 2019, 

IP will perform random audits weekly for 
the duration of one month to ensure GT 
formula bottle• as well as opened 
medications are labeled correctly, and 
GT placement and gastric residual 
volume wlll be performed to ensure 
compliance_ Random audits Will be done 
bi-monthly for the duration of two months 
thereafter. 

How the facility plans to monitor its 
performance to make sure that 
$Olutions are sustained: 

IP will perform random audits weekly for 
the duration of one month to ensure GT 
formula bottles as well as opened 
medl<:$tions are labeled correctly, and 
GT placement and gastlic residual 
volume will be performed to ensure 
compliance, Random audits will be done 
bi-monthly for the duration of two months 
thereafter. 

Finding• will be brought to the facility 
0API Committee and if there are 
concerns, an action plan will be 
developed, Implemented and evaluated, 

C 
11/19/2019 
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Review of facility policy and procedure titled 
"Administering Medications through an Enteral 
Tube," last revised March 2015, under section 
"Steps in the Procedure," number 18 indicated, 
"Confirm Placement of feeding tube. _ .. 20. 
Ch<,ck gastric res/dual volume (GRV) to assess 
ror tolerance of enteral feeding," 

3) During an obseivation and con,urrent 
interview on 11/14/19 at 2 p_rn., a random check 
of medication stock in Medication Cart #1 
revealed there were multiple opened medications 
wl1ich were not dated_ Undated, opened 

--• .. medications included a box of Mucinex, Gavilax 
I powder, Kayexalate powder, and fluticasone 

spray, A random check of medication stock in 
Medication Cart #2 also revealed multiple opened 
medications which were not daled. Undated, 
opened medications included Vitamin D, ,in 
atbuterol Inhaler, fluticasone, and Spiriva. 
Licensed Nurse C staled all medication 
containers must be dated when opened for use_ 
Director of Nursing stated medicalions should 
11ave a date when openlld. 

/I review of facility policy and procedure "Labeling 
Medication Containers," li!st revised April 2007, 
number three, revealed: "Labels for individual 
drug containers shall Include all necessary 
Information _ . __ " 

F 804 Nutritive Value/Appear, Palatable/Prefer Temp 
ss~E CFR(s): 483.60(d)(1)(2) 

§483,60(d) Food and drink 
ic:ach resident receives and the facility provides-

§483_60(d)(1) Food prepared by m0U1ods that 
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F 804 Continued From page 21 
conserve nutritive value, flavor, and appearance; 

§4B3.60(d)(2) Food and drink that is palatable, 
attractive, and at a safe and appeti~ing 
temperature. · 
This REQUIREMENT is not met as evidenced 
by: 
Based on observations and interviews, the facility 

failed to provide palatable and appeti~ing food for 
thn.,e unsampled residents (Resident 13, 
Resident 351, and Resident 296). This failure had 
the potential to cause a negative dining 
experience, loss of appetite, and a decrease in 
caloric intake lh\l,I could lead to unintended weight 
loss. 

Findings: 

During an inteNiew on 11/12/19 at 10:02 a.m., 
Unsampled Resident 13 stated, "The food is not 
the best." 

During an interview on 11/13/19 at 8:56 a.m., 
Unsampled Resident 351 laughingly stated, "The 
fooq Is not very good. You'll see." 

During.an interview on 11/13/19 at 10:24 a.m., · 
Unsampled Resident 296 stated the food was "a 
hit or miss". Unsampled Resident 296 stated her 
family brings in food from home, which she 
preferred to eat. 

During test treys of the regular lunch and pureed 
regular lunch on 11/16/19 at 12:51 p.m., with 
Registered Dietician E present, the lunch 
consisted ofcod; white rice, and peas and 
carrots. The cod tasted bland, and the rice had no 
fiavor. The pureed regUlar lunch consisted of the 
same food items, with gravy added on top of the 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE; ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

F 804 Residents 13, 351, and 296 no longer 
reside in the facility. 

How the faclllty will Identify other 
residents having the poten6al to be 
affected by the same deficient practice 
and what corrective action will be 
taken: 

. Any resident has the potential to be 
affected by !,his deficient practice. Dietary 
Supervisor (OS) has not found any other 
residents to be affected by this deficient 
practice during their audits. 

All food items will be prepared by to be 
palatable by melhods that have been 
prepared and cooked to recipe as 
provided by the menu to include all 
Ingredients, spice et. and at appropriate 
temperatures, This will conserve nutritive 
value, flavor and appearance. 

The DS conducted an in-service on 
December 19'", 2019 to dietary staff on ,. 
food palatability, compliance in following 
recipes, tray ticket accuracy, and 
monitoring food temperatures. 1 

! What measure$ will be p11t Into place 
or what systamic changes the facility i 
will make to ensure that the deficio11t i 
practice does not recur: I 
The DS conducted an ln,service on 
December 191

". 2019 to dietary staff on 
food palatablllty, compliance in following 
recipes. tray ticket accuracy, and 
monitoring food temperatures. 

IXOI 
COMPLETION 

DATE 

12/19/19 ' 

IM0/19 · 
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F 804 Continued From page 22 
cod. The scoops of p·ureed food plated together 
looked visually unappetizing. When asked if there 
were any seasonings used on the lice, the 
Registered· Dietician Estated, "No." 

A review Of the facility policy titled "Purpose and 
Objectives of the food and Nutrition Services 
Department", dated 2017, indicated "The purpose 
of the food and nutrition services department is to 
provide high quality, nutritious, pal~table and 
attractive meals in a safe, sanitary manner." 

F 812 Food Procurement,Store/Prepare/Serve-Sanitary 
SS-F CFR(s): 483.60(1)(1 )(2) 

~-- §483.60(i) Food safety requirements. 
The facility must -

§483.60(1)(1) - Procure food from sources 
approved or considered safisfactory by federal, 
state or local authorifies. 
(i) This may include food items obtained directly 
from local producers, subject to applicable State 
and local l;aws or regulations. 
(ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applic;able 
safe growing and food-handling practices_ 
(iii) This provision does not preclude residents 
from consuming foods not procured by the facility. 

§483.60(1)(2) - Store, prepare, distribute and 
serve food in accord;ance with profe1>sional 
standards for food service safety. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, inlerviews, and record 
reviews, the facility Mad lo adhere to 
professional standards for food safety when two 

FORM CMS-2507(02~99) Previous Version, Ob!;lol~la Event ID; KUQQ11 
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PREFIX (EACH CORRECTIVEACTION SHOULD BE COMf'LETION 
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F 804 The DS will conduct weekly meal 
preparation and service audit$ that 
include taste testing food prior to servic1;> 
to ensure palatability, recipe compliance, 
tray ticket accuracy, and food 
temperature compliance for the duration 
of one month. Audits will be cond<1C1ed 
bi•monthly for.the duration of two months i 
thereafter. ! 
How the facility plans to monitor Its 
performance to make sure that 
solutions are sustained, 

F 812 
The D$ conducted an in-service on 
December 191h, 2019 to dietary staff on 
food palatability, compliance in following 1211em1 
recipe•, ltay ticket aecuracy, and 
monitoring food tempelatures. 

The DS will conduct weekly meal 
preparation and ••rvice audits that 
include taste testing food plior to service 
to ensure palatability, recipe compliance, 
tray ticket accuracy, and food 
temperature compliance for the durati0Jl 
of one month. Audits will be conducted 
bi-monthly for !he duration of two months 
thereatter. 

Findings will be brought to the facility 
QAPI Committee and if there are 
concerns, an aC11on plan will be 
developed, Implemented and evaluatect. 

F' 812 

How corrective action(s) will be 
accomplished for those residents 
found lo have bean affected by the 
deficient practio$; 

Focllll)' ID: CM20000772 If continuation shoat Page 23 of 30 
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F 812 Continued From page 23 
dented cans were not removed from the food 
supply for three months, 'rhls failure had the 
potential of serving adulterated food to the 
residents, that could lead to exposure to bacteria 
;associated with foodborne illnesses, 

Findings: 

During the. initial kitchen tour on 11/12/19 at 9:34 
a.m,, two dented cans of tomato sauce were 
observed In the dry storage area. Both cans were 
labeled "Delivery D.ite: 8/5/19". 

During a concurrent interview with Dietary 
-· Supervisor D, when queried about the facility's 

process on ()hecking the quality of canned goods, 
she stated the delivery person checks the cans 
during delivery and removes the dented cans_ 
Dietary Supervisor D confirmed.that both cans 
had been delivered three months ago, Dietary 
Supervisor D slated, "These cans should not 
have been here," 

A review of the facility policy titled "l)ry Storage 
Areas", dated 2017, indicated "Food in broken 
packages or swollen or denied cans, cans will1 a 
compromised seal, or food wil11 abnormal 
appearance or odor will not be served." 

F 880 Infection Prevention & Control 
SS=F CFR(s): '183.80(a)(1)(2)(4)(e)(f) 

§483,80 Infection Control 
The facility must establish and maintain an 
Infection prevention and control program 
designed lo provide a safe, sanitary and 
comtort.ible environment and to help prevent lhe 
development and transmission of communicable 
diseases and infections. 
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F 812 No residents were found to be affected 
by this deficient practice. 

F 880 

How the faclllty will ide11tlfy' other 
residents hoving the potential to be 
affected by tt1e samo doflc/cnt pmctice 
nnd what corrective act/o11 w/11 be 
taken: 

·Any resident has the potential to be 
alrected by this deficient practice, tJS has 
not found any other re~idcnts to bs 
affected by this deficient practice during 
their audits. 

All dented cans were Immediately 
removed from the dry storage and placed 
in the designated area. 

All food items will be stored, prepared, 
cll.strlbuted, and served in accordance 
wllh professional standards for food 
safety. 

What measures w/11 be put into placo 
or what systemic changos tho facility 
will make to nns1,r11 that the deficient 
practlco docs not recur: 

Dietary staff were in-serviced on the 
facility food storage policy on December 
10th

, 7,019, 

·1 he IJS will perform weekly inspections 
to on~~Jro thcro src no dented cans in lhe 
dry storago ama. Any cl01)tecl cans that 
are /oijnd will be stored in the designated 
area amJ disposed ot properly. 

C 
11/19/2019 

(X!.i) 
COMl"l.l-:1!011 

n,m:-

1(/'HJ/1Y L 
I 
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F 880 Continued From page 24 

§483.BO(a) Infection prevention and control 
program. 
The faclllty must establish an infection prevention 
and control program (!PCP) that must include, at 
a minimum; the following elements: 

§483.80(a)(1) A system for preventing. identifying, 
reporting, investigating, and controlling infections 
and communicable diseases for all residents, 
staff, volunteers, visitors, and other Individuals 
providing services under a contractual 
arrangement based upon the facility assessment 
conducted according to §483.?0(e) and following 
accepted national standards; 

§483.B0(a)(2) Written standards, policies, and 
procedures .for the program, which must include, 
but are not limited to: 
(i) A system of surveillance designed to identify 

· possible communicable diseases or 
infections before they can spread to other 
persons in the facility; 
(ii) When and to whom possible incidents of 
communicable disease or.infections should be 
reported; 
(iii) Standard and transmission-based precautions 
to be followed to prevent spread of infections; 
(iv)When and how isolation should be used for a 
resident; including but not limited to: 
(A) The type ~nd duration of the isolation, 
depending upon the infectious agent or organism 
involved, and 
(B) A requirement that the isolation should be the 
least restrictive possible for the resident under the 
circumstances. 
(v) The circumstances under which the facility 
must prohibit employees with a communicable 
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F 880 How the fae/Jlty plans to monitor Its 
performance to make sura that 
solution$ are $ustained: 

The DS will perform weekly inspections 
to ensure there are no dented cans in the 
dry storage area. Any dented cans that 
are found will be $1ored In the designated 
area and disposed of properly. 

' 
The DS will perform audits weekly for one i 
month and bi-monthly for two months 
thereafter. 

Findings will be brought to the facility 
QAPI Committee and if there are 
concerns, an action plan will be 
developed, implemented and evaluated. 

F 880 

How corrective action(s) will be 
~ccomplished for those resldent!J 
found to have been affected by the 
deficient practice: 

Resident #198: Thi• resident is on 
regular monitoring for symptoms of 
Tuberculosis (TB) and has not been 
$ymptomatic since admission. Should 
resident 198 become sy111ploma1ic ofTB 
he will be sent back to the acute 
immediately. 

Resident 23 and 209 no longer reside In 
the faclllty. 

How the facility wlll Identify other 
residents having th~ potent/al to be 

Faclllly ID: CA220000772 If continuation sheet Page 25 of 30 
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F 880 Continued From page 25 

disease or infected skin lesions from direct 
contact with residents or their food, if direct 
contact will transmit the disease; and 
{vi)ihe hand hygiene procedures lo be followed 
by staff involved In direct resident contact. 

§483.80(a)(4) A system for recording Incidents 
identified under the facility's IPCP and the 
correctiva actions taKen by the facility. 

§483.80(e) Linens. 
Personnel must handle, store, process, and 
transport linens so as to prevent the spread of 
infection. 

( §483.80(1) Annual review. 
The facility will conduct an annual review of its 
IPCP and update their program, .is necessary. 
Tl1is REQUIREMENT is not met as evidenced 
by; 
Based on observation, interviews, .ind record 
review, the facility failed to establish and 
implement an effective infection prevention and 
control program'when: 
1) One resident (Resident 198) was admitted to 
the f;icillty without a tuberculosis clearance, and, 
2) LN A did not check tt1e bandage on t11e 
stomach where the feeding tube was placed and 
assess the site for sign and symptoms of 
infection for Resident 23, and, 
3) Isolation precautions were not provided for 
one resident (Resident 209) who was receiving 
chemolherapy, and, 
4) Clean laundry w;is stored and transported in 
an uncovered garment rack. 

These cumulative failures had the potential to 
transmit communicable diseases and infections 
lo the residents in a vulnerable population. 
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F 880 affoctad by tho samo dof/c/ont practlco 
imd whnt corrective action will b,;, 
taken: 

Any resident has the potenllal to be 
offocted by this deficient practice. IP has 
not fo~md any otbar residents. to be 
affected by this deficient pr~cticc during 
their audits. 

On p~Uant admission the licensed nurse 
will complcto the resident screen upon 
'adrnlssfon and annual screen for : 
Tube,·culin SKln Test [TSn converters or 
reactors for all ,,ew admissions_ If thete is 1 

a history of positive "fB test the I' 
admissions nurse or dr.t:,ignet:! will notify . 
Doctor of Medicine (MD) and obtain an 
order fora chest x-rny or if the patient 
already has a chest x-ray within 12 
months cleari,,g fo/TB tho MD will be 
notitied to review, If no history of positive 
TB test, aclminister 2-step Purified 
Protein De1ivat1ve (PPD). If patient has 
documentation of 2-step PPD in the last 
90 dayr:; It Is not necessary 1o repeat the 
lest. If PPD is refused ano the rcsiocnt Is 
not symptomatic a chest x-ray will be 
offered. If Ille chest x-ray is refused the 
MD will be notified and it will be 
documented in a progress noLe. If a 
rct;=ident Is symptomatic th~ MD, 
Administrator, DON and IP will be 
notified. If symptomatic, place a mask on 
the residr-mt and move tham to a private 
room tt,cn prepora poper work to transfer 
the resident to the acute hospital. 

An in, stt(Vice for licensed nurses on TB 
Policies and Procedures Uiat Included: 
proci:,dures for refusal and procedure on 
admission for clea1·ance will be 

(X!i) 
C0MPL~TI0N 

DA'JI: 
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Findings: 

1) Review of Resident 198's admission record 
indicated Resident 198 was admitted on 
10/24/2019-from an acute care hospital. 
Resident 198 was admitted under hospice care, 
Review of. Resident 198's immunization record 
indicated, "resident refused" a tuberculosis 
screening skin test (TST). (TB, a~ infectious 
disease caused by Mycobaclorium tuberculosis 
bacteria. It primarily targets the lungs but may 
affect any area of the body such as the urinary 
tract, central nervous system, bones, joints, 
and/or other organs.) 

During an interview on 11/18/19 at 3 p.m., 
Infection Control Consultant (ICC) and Infection 
Control Interventionist (ICI), when asked what 
was Iha facility's policy when a newly admitted 
resident rewseo a TS'f and CXR (chest X-ray), 
they stated the facility did not have a policy and 
procedure for newly admitted residents wl10 
refused TST or a CXR. 

During an interview on 11/18/19 al 4:30 p.m., ICC 
and ICT staled Resident 198 had an order from 
the hospice's Medical Doctor (MD) that Indicated 
Resident 198 refused TST and a CXR. There 
was no other instructions from the hospice MD 
regarding further TB screening. 

On 11/18/19 at 5 p,m, the Director of Nursing 
(DON) submitted a copy of MD's order from the 
hospice agency dated 11/18/19 at 3:55 p.m. 
Which indicated "Pt. refuses PPD (protein purifilad 
derivative-TST) and CXR" . 

Review of facility policy and procedure lilied 
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F 880 completed by December 31", 2019 by 
the IP. 

Licensed nurses wlll conduct 
assessments on feeding tube sites for 
signs and symptoms of infection every 
shitt and change dressings daily with an 
accurate date and inltial. 

I 
An in-service for lir~nscd nurses on tuba j 
feeding processes that included: labeling i 
Cubing and reeding, ~uscultation for I 
placamer\t, and daily Inspection of ! 
lnsertton site wllh site care was provided I 
by the IP on Llcccrnbcr 18'", 2019. 

Admissions Director (AD), DON, and/or I 
IP wlll lmplcrncnt chemotherapy 
prer' .. autlons upon ~dmission, 

ln-1:,ervlclng fur chcmo precautions that 
included: oral chcmo and when to 
establish chemo precaullon,s was 
completed for licensed nurses by the IP 
on December 19°1, 2019. i 

L~u.mdry f.ltaff will c::ovcr linen carts when 1 

transporting linens throughout tile faclllly 
to prevent contarnlnalian. 

/\n ln.sarvice on proper linen 
transportation was provided to loundry 
staff by Environmental Services Director 
(ESD) on December 4"', 2019. 

What moasuros wJII be put Into place 
or what systomfc changes the faclllty 
will make to onsura thut the daf/c/ant 
practice does not recur: 

(X5) 
COMrLl:.TrON 

UAH: 
.. .. 

12/1/J/10 

12/191"19 
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"Tuberculosis Infection Control Program," last 
revised 1/2012, indicated, ''The facility recognizes 
that tuberculosis (TB) transmission has been 
Identified as a risk in healthcare settings. To t1y 
to prevent nosocomial (llealthcare acquired) 
transmission of 1B, our facility has instituted a 
Tuberculosis Infection Control Program." 

Review of facility policy tilled "Tuberculosis, 
Screening Residents for," revised _i'/2013, 
indicated, 'This facility shall screen all residents 
for tuberculosis infection and disease (TB)." 

2) During an observation on 11/13/19 at 9:25 
a.m. in room 137, Licensed Nurse (LN) A 
administered medication imanitib 400 milligrams 
(m.g.) by mouth to Resident 209. This was a 
chemotherapy medication used for treatment or 
leukemia ( cancer or the blood) and tumor in the 
stomach. 

During an observation on 11/14/19 al 11:30 a.m., 
the Director of Staff Development (DSP) placed 
an isolation sign in the front of room 137 where 
Resident 209 was roomed. DSD and another 
Certified Nursing Assistant (CNA) rolled a earl 
with personal protective equipment (PPE) inside 
room 137 and a yellow plastic container for 
garbage c;;in, then closed the door. 

An interview with the Maintenance on 11/19/19 at 
11 a.m. stated, a yellow plastic container was for 
hazardous waste products. 

A review of the facility guidelines for 
Chemotherapy Precaution revised 2/11119 
indicated after receiving chemotherapy, residents 
should be placed on chemotherapy precautions in 
a single room for 48 hours. 
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F 880 On patient admission !he licensed nurse 
will complete the resident screen upon 
fldmlsslon and annual screen for TST 
converters or reactors for all new 
admissions. lfthere is a hrstory of 
positive TB tc$t the admissions nurse or 
designee will notify MD and obtain an 
order for a chesl x-,ay or if the patient 
already has a chest x-rny within 12 
months clearing for l13 the MD will be 
notified to review. If no history of positive 
TB test, administer 2-slep PPD. If patient 1 
hes docurnenlation of 2~step PPD in fhe 
last 90 days ii is not necessary to repeat 
the test. It PPD is refused and the 
resident Is not symptomalic a chest x-ray ; 
will be offered. If Ille chest x-ray is I 
refused tho MD will be notified and It will I 
be documented in a progress note. If a 
resident i.s syl'r'lf)to,~1atic the MD, 

! /\dministrato1 DON and IP will be notified. 
If symptomatic, place a mask on the 
resident :;ind move them to a private 
room ll1en prepare paperwork to transfer 
lhe resident to the acute hospital. 

An In-service for licensed nurses on TB 
Policies and Procedures Uiat Included: 
procedures fot refusal and procedure on : 
admission for clearance will be 
completed by December 31"1

, 2019 by 
the IP. 

I .iccn~cd nurs13s will conducl 
asscssmBnts on feeding lube sites for 
sig~s and symploms of infection e\fery 
shift f.lnd change dressings daily wl1h an 
accurate date and inillal. 

An in-service for licensed nurses on tube 
feeding processes that Included: labeling 
tubin~ and feeding, auscultallon for 
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An inteiview with Infection control consultant 
(ICC) and Infection control interventionist (ICI) on 
11118/19 at 4:30 p.m. stated, the isolation ,;ign for 
chemotherapy precautions Was placed when a 
resident began the chemotherapy. 

The facility did not follow the guidelines for 
chemotherapy precautions in a timely manner 
when Resident 209 began his chemotherapy 
medication. 

3) During an obseivation and concurrent 
inteiview on 11/13/19 at 10 a.m., Licensed Nurse 
(LN) A did not check or assess Resident 23's 
feeding tube site for signs and symptoms of 
infection. When the resident's gown was lifted, 
the bandage over the tube feedings was wrinkled, 
and had no date or initials that indicated when the 
bandage was changed. LN A stated the bandage 
was only changed as needed and not daily. 

A review of the clinical record for Resident 23 
indicated there was no doctor's order for 
changing Resident 23's bandage at his feeding 
tube site in the stomach area. There was no 
documentation of the skin around th!;l fo!;lding 
tube site. 

During an interview with Director of Nursing 
(DON) on 11114/19 at 1 p.m. stated, bandage 
changes were done by a treatment nurse. When 
asked who was the treatment nurse, the DON 
stated, the nurse who was in charge of the 
resident was to change the bandage. 

A review of facility policy titled "Dressings, 
Dry/Clean," last revised 6/2005, indicated," ... 
securing dressing atthe end of the procedure and 
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F 880 placement, and dally inspection of 
insertion site with site care was provided 
by the IP on December 181

", 2019. 

AD, DON, and/or IP will Implement 
chemotherapy precautions upon 
admission. 

In-servicing for chemo precautions that 
-!~eluded: oral ohemo and when to 
establish chemo precautions was 
co1npleted for 1/censed nurses by the IP 
on December 19"', 2019. 

Laundry staff will cover linen carts when 
transporting linens throughout the facility 
to prevent contamination. 

An in-service on proper linen 
transportation was provided to lau11dry 
staff by ESO on December 41

\ 2019. 

How the facility plans to monitor its 
pelformance to make sure that 
solutlons are sustained: 

IP will conduct weekly audits on PPD 
testing for the duration of one month. 
Audits will be conducted bi-monthly for 
the duration of two months thereafter. 

IP will conduct weekly audits on proper 
tube feeding processes for the duration of i 
one month. Audits will be conducted bl- , 
monthly for the duration of two months 
thereafter. 

IP will monitor proper implementation of 
chemo precautions upon admission 
weekly for the duration of one month. 

" ' 
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F 880 Continued From page 29 
add date and initials." 

According to Lippincott Nursing, 8th edition, 
copyright 2019, a feeding tube site needs to be 
assessed for skin breakdown, redness, swelling 
or presence of pus .... clean site daily and label 
the dressin~ with th~ date, time and initial. 

4) During a concurrent observation and interview 
on 11/15/19 at 2:21 p.m., Unlicens.ed Staff G was 
in the elevator transporting laundry in an 
uncovered garment rack. Unlicensed Staff G 
stated the clothes on the rack were clean. 

During a subsequent observation and interview, 
the Housekeeping Manager F was observed 
outside the elevator door as it opened, and 
acknowledged the uncovered rack and stated, 
"That should have been covered." 

A review of an undated facility policy titled 
"Laundry Room Procedures Smith Ranch" 
indicated "When linen or personal clothing is 
being delivered to the linen closets or resident 
rooms, it must be covered to protect it from 
possible contamination." 
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F 880 Monitoring will continue bi-monthly for 
duration of two months thereafter. 

IP wlll monitor proper linen transportation 
weekly for the duration of one month. 
Monitoring will continue bi-monthly for 
duration of two months thereafter. 

Findings will be brought to the facllity 
. QAPI Committee and if there are 
concerns, an action plan wlll be 
developed, implemented and evaluated. 
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