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This plan of correction constitutes cur
_Fooo 3 INITIAL COMMENTS ) E 000 writtan credible allsgation of

: compliance for the deficiencies noted,

. ———

?
Bt B I
3 ; compliance no later than 9/5/11.
! .
Total resident populetion: 41 =
Total ragident sample: 1 pasee
Highest Scope and Sevarity: G g 5
1 |
Reprasanting the Department of Public Health: -
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Survayor 22458, RN-HFEN el
Surveyor 25487, RN-HFEN 3
Surveyor 12007, REMSHFE ! &
F 221 [ 483.13(a) RIGHT TO BE FREE FROM F221
$8=D | PHYSICAL RESTRAINTS - F221
oo s one It 1s RGECH pollicy that ali residents
rasigent hag the dgit o from any
physical testraints impased for puIpases of hava’tbe right 1o be free from any
discipling or corvenierice, and not required o physical restraints imposed for !
rast the residants m symptoms. ‘purposes of discipline or convenlence, i
: -and not regquired to treat the g
Tris REQUIREMENT i not met s evidenced residents’ medical symptoms. t
by: & On B/6/11, the licensed nurse
aasai en observation and %&w facility immediately removad the Lap Buddy
m SNSUIR 3 Tesidart was Q?M - .
Iﬁﬁ‘ﬁ‘ﬁ‘rmaoﬁ‘: sainpled residents 185 T~ | xrestramt fram Rasident #8.whan.
Resident 8, who had a Lap Buddy restraint for her informed of the deficient practice,
i wheelchsir, wae cheerved In the dining rosm | while the resident was being fed by o
| under direct supervision of staff with the Lap ;
Bﬁdﬁ’y {feam restraint which is placed around a staff r;;e:‘nb;r T::ctap Buddy was
! residents midsection while up in the wheelchalr reappiled aiter '
! to prevant the resident from tanding). o On 8/6/11, the Diractor of Staff
i  Findings: Development {050} checked all i
; Findings: residents with restraints and no ?
Lmﬁso PR mm%ﬂtﬁs VIS BRINATLRE !tm BATE
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ser safaquards provide sufficlent arstection (o the patiens tnstructions,) Excep for nucsing homes, the findings steted above a7 o m
mmmmxmmam:xmamamfsw For nursing homes, the sdova fladings &t pians of comrection ws ¢
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SREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFIGIENCY)
This plan of correction constitutes our
£ 900  HNITIAL COMMENTS FO00 . written eradible allegation of
I compliance for the deficiencies noted.
~ The foliowing refiects ths SRAIRGs of the T  Thi ?a i i be i betantisl o
B Depariment of Public Health during a 18 faciity will be in substantia
Recertification sunvey, SR Bt - compliance no laterthan 9/5/11. P
Total resident population: 41 =
Total resident sampie: 11 =
"
Highest Scope and Severity, & = o
1 -
Representing the Depariment of Public Health: ! :
2 b
Surveyor 22458, RN-HFEN i"f I
Surveyor 25487, RN-HFEN - ,
Surveyor 12007, REHS-HFE A
F 221 483.13(a) RIGHT TO BE FREE FROM F221
55=D | PHYSICAL RESTRAINTS F221
It is RGECH policy that all residents
gggg:ﬁ:ggiglﬁgggéffgfgyrg;g? 2oy have the right to be free from any
discipline or canvenience, and not required to physical restraints imposed for
treat the resident's medical symptoms, purposes of discipline or convenience,
and not required to treat the
This REQUIREMENT is niot met as evidenced residents’ medical symptoms.
by » On 8/6/11, the licensed nurse
f&agg?ﬁ on absawaﬁa? and inw;view‘;ﬁiy fa{.%%?f immediately removed the Lap Buddy
At ensurs a resident was free o PYYSICE: H H
restraints for one of 11 sampled rasidents (8). f’estmm from Resident #8 when
Resident 8, who had & Lap Buddy restraint for her informed of the deficient practice,
wheelchair, was obsarved in the dining room while the resident was being fed by a
;ng ?%ﬁ?&?&%ﬁi@ g‘e Lagd staff member, The Lap Buddy was
¥ i i wed around 2 .
resident’s midsection while up in the wheelchair reapplied after Euwm:h.
to prevent the resident from standing). s On 8/6/11, the Director of Staff
Findings: Development {DSD) checked all
indings: residents with restraints and no
MR 5 OR PROVIMPLIE%W TITLE X5 DATE
L
fomiwshakor  po/w fo4f

other safeguands provide suffickent protection 10 the patien

Any deficiency statemnent endmg with an asterisk {} dehk%i%@dency which the institution miay be exabsed from cotrecting providing It is deten‘nmad that

6e instructions ) Except Tor nurging homes, the indings stated sbove are disclosable 80 days

follewing the date 9f survey whether or not & plan of conection is provided. For nursing hornes, the above ﬂndmgs and plans of correction are disclogable 14

days foflowing the dule these documents o made svailshile to the faclilty, W deficlencies are cited, an approved plas of correstion is requisite to continued
program participation.
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PREFIX
TAG
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PREFIX
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F 221

F279
88=D

Continued From page 4

On 8/6/11 at 12115 p.m., during & dining
“Dbservation, Resident 8 was observed sitting in
her wheelchalr, A Lap Buddy restraint was
ciig@rved ontlte whgslohairThe residert wag
being fed by & staff member.

A review of Resident &8s admission sheest
indicaied the resident's dagnoses inciuded
dementia and chronic ghstructive pulmonary
disease.

Review of the quarntserdy MDS {minimum dafs
setfiresident assassment tool) dated 572411,
indicated the resident was confused, was
incontinent of bowe! and Bladder, and was
completely dependent on siaff for all of her dally
livityy activities,

Review of the physician orders indicated an order
dated 10/1/40 for 2 Lap Buddy when up in chair
tor safety secondarny 16 poor safely awareness.

During an interview with LN 2 immediately
foliovaing, he stated the resident did not require
the Lap Buddy when under direct supervision.
483.20(d}, 483,20(K)(1} DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assassment
i¢ develop, review and revise the resident’'s
comprehensive plan of care.

The faciity must develop & comprehensive care
plan for each resident that includes measurable
objectives and timetables to meest a resident's
medical, narsing, and mental and psychosocial
neads that ars identified in the comprehensive
assessment.

F 2zt

F 278

other residents were found 1o be
with a restraint during feeding. On
_8/8/11 the DSD inserviced all C.NLAS

and by the D.ON. to the licensed

~mursing staff oo 8710/1Tand -—
B/12/11 to ensure the residents are
not with restraints while supervised
by a siaff member.

« (On a daily basis, the licensed nursing
staff will ensure that all residents
with restrainls are not restrained
while being directly supervised by a
staff member.

¢ On a daily basis, the D.O.N./R.N.
Supervisor will monitor through
rounds that 2l residents are not
restrained while being directly
supervised by a staff member.,
Findings wili be discussed during the
Quarterly Quality Assurance and
Assessment for compliance and
corrective action, if needed.

Fz79

it is RGECH’s policy to use the results

of the assesament to deveiop, review

and revise the resident’s

comprehensive plan of care.

« On 8/7/11 the treatment nurse
reassessed resident #2 and a new

s i
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43 1 SUMMARY STATEMENT OF DEFICIERCIES 0 PROVIDER'S PLAN OF CORRECTION {589
PREFIY HACH DEFIGIENGY MUST BE PRECEDED BY FULL FREFIX [EACH CORRECTIVE ACTION SHOULD BE SOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
] CEFICIENGY)
' care plan was developed to refiect
F 27¢ . Continued From page 2 Ry

-\ highest practicable physicalmentalend —

- “The gare planmust describe the services-that are-

fo b Bernighed to aflain or maintain the residemt’s

psyshosocial well-being as requived under
§483.25; and any services that would otherwise
be required under §483.25 hui are not provided
due fo the resident's exercise of righis under
§483.14, including the right fo refuse reatment
under §483.10(b)(4).

This REQUIREMENT is not met as evidenced
by-

Based an observation, interview, and record
reviaw, the factiity failed io ensure that 1 of 11
sampied residents (2) had a care plan deveioped
tos address a Stage i pressure sore. For Resident
2, who was currenily being treated for a Stage Il
pressure sore, no care plan addressing the
woud was in avidence i the clinical regord, This
deficient practice created the polential for the
wound to worsen and possibly become infecied.

Fingings:

Residant 2 was admitted to the facility on 828710,
with diagnoses that included degenerative joint
dispase, diabotes, and Alzheimer's disease with
dementia. According fo the Minimum Data Set
{MDS, an assessment ool dated June 23, 2011,
Residant 2 haxl severely impaired cognitive skilis,
was lotaily dependent on staff assistance for ail
activities of dalty dving, was incontinent of bowsl
ard blgdder, and had bilateral range of motion
fimitation to both upper and lower axdremites.

the pressure sorg,
» On 8/7/11 the D.O.N. checked all
residents with pressure sores to
ensure all residents have-acare plan-
for each site and no other deficient
practice was found.
On a weekly basis during the weekly
wound meeting all pressure sores
will be reviewed and checked to
ensure all sites for each patient have
a written ¢care plan,
The D.O.N. will monitor weekly to
ensure all pressure sores have a
written care plan in the resident’s
chart during the weekly wound care
meeting. Al findings will be
discussed during the Quarterly
Cuaality Assurance Committee
meeting on a gquarterly basis for
compliance and corrective action, if
needed,

aishi
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PREFIX
TAG

SUMMARY STATEMENT DF DEFIGIENGIES
{EACH DEFICIENDY MUST BE PRECEDIED BY FULL
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FREFIX
Thiz

PROVIDER'S PLAN OF CORREDTION
{EACH CORRECTIVE ACTION SHOULL BE
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DATE

+ 279

F 308
58=E

Continued From page 3

Durirg numerous cbservations from 8:30 p.m, on
AugustStire 4 pm. onAugust 7, 2011, Resident
£ was seen lving in bed, Durning & wound
treaimant-observation onAugust 7, 2011 2t 825
a7, he resident was obsarved fo have a Stage
il pressure sore on her right buttock cleft,

The clinical record for Resident 2 wag reviewed
o August 7, 2011, A physician’s order dated July
15, 2011, indicated o ¢leanse pressure sore o
right miecial butiock with normal saline, pet dry,
apply hydrogs! drassing and cover with a dry
chrassing daify for 30 doys, However, no care plan
atdressing the pressure sore was in evidence in
the dinical record.

During an interview with the Treatment Nurse on
August 7, 2011 st 10 2.m., she stated she was
certain that she had written the care plen
addressing the Stage (| pressure sore, but could
not locate it i the clinical record.

The acility's undated policy and procedure fitled
"Residant Care Planning”™, indicated resident care
planning included continual reassessment and
updating, at lesst quarterly, and upan change of
condition. And each diagrosis will be listed and
updated as necessary,

483.256 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident musi receive and the faciiity must
provide the necessary care and services ip attain
or maintain the highest practicable physical,
mental, and psychososial well-being, in
accordance with the comprehensive assesgment
and pian of care,

F 308

F308

1t is RGECH's policy that each resident
must receive and the facility must
provide the necessary care and
services to attain or maintain the
highest practicable physical, mental,
and psychosacial well-being, in

SORM CMS-2587(02.55) Previvus Vorsioss Obsilate

Eyant IDKYVY 14

Pacilify i CASSIDNN104

i sordinuation shest Page 4 of 37



PRINTED: 08272011

DEPARTMENT OF HEALTH AND MUMAN SERVICES FORM APPROVED
CENTERS FOR MED! E & MEDICAID SERVICES OB NO. 0938-0
STATEMENT OF DEFICIENCIES X4 PROVIDERSURPLIEI/GLA £ ML TIPLE GONSTROCTION {%3) DATE SURVEY
AND PLAR OF CORRESTION § T IRENTIFICATION NURBER: COMPLETED
é . A BLELDING
| 055818 B NG 08/07/2011
NAME OF PROVIDER OR SUPPUER STREET ARDRESS, CITY, §TATE, ZIP CODE
233 W, VALLEY BLVD.
ROYAL GARDEN EXTENDED CARE H
€ ko o8 ALHAMBRA, CA 91803
X4} 0 SUMMARY STATEMENT OF DEFICIENCIES in PRUVIDER'S PLAN OF CORRECTION (K8}
PREFIE (EAGH DEFCIENGY MUIST BE PRECEDED BY FULL PREFIX {EACH QURRECTIVE AGTION SHOULD BE COMPLETI0RN
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAL CROBBREFERERSED T4 THE APPROFRIATE DATE
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accordance with the comprehensive
assessment and plan of care.
________ & On 8/2/11 the BSD reviewed the

This REQUIREMENT is ot rnet as evsdamed assignment sheet and noted that

--—-tzg* ;;— ;: o - . —~;; o 2 T -—another C.N:A-was-providing patient—
ased on chservation, intervisws and documen §
review, the factity failed to ensure that six of 11 care to the resident although not

F 309 | Confinued From page 4 F 308

sampled residents received necessary care (8, 2, assigned on the assignment sheet.
3,7, 1, 4) ang 3 randomly selected residents (12, The resident was found to have

14, 151 ’ i

For Résident 8 was not assigned a CNA for 2.5 received ali the care e quired. On
shifts (8/3/11, 11 pom. to 7 am., 8/68/11, 7 am. to 8/7/11 the RNA applied the knee
3p.m., and §/7/11, 7 am. to 11 am.} which had brace to resident #2; the left ankle,
the potential to result in neglect of care for the left elbow and the left wrist splints

resident. The facility faliad to ensure RNA

(restorative nurse aide} services were provided to resident #3; the left hand,

acmrding i physician*s orders for 6 residenis hilateral knee and ankle Sﬁﬁniﬁ

who required splint/brace services (2, 3,7, 12, applied to resident #7; the left ankle
14, 15). For threa sampled residents {2, 3,7 ; 3 ;
and Hree random sampled residents {12, 14, )1 5) and left hand splints to res:derft #12;
the facilily failed to provide RNA splintbrace care the left knee and left elbow spints tq
per physician's orders, which resulted in creating resident #13; and the bilateral ankle
the potential for new confrachures and increased extension dynaspints o resident

saverity of present confractures &y afl the

residents. The facility failed to ensure #14. On 8/7/11 the charge nurse

vasopressure leg wraps {anti-embolism devices) called the resident’s wife {o bring
Wg’i&gﬁf?ﬁi ;’t"ng[ ﬁd%?mi?@?ﬁfﬁa:d a back the vasopressure machine with
gia{?arm stand was carried out forons of 15 the leg Vc{rap for res;fiant ?1‘ The
sampled residents {1}, For Resident 1, tve Skilled DON advised the resident’s not to
Nurse (SN} documented that the leg wraps were bring the device bome and explained
applied as ordered by the physician, however, the the importance for the machine.

rasident's wife had taken the leg wraps home with .
her and they were not seen in the resident’s room The machine and leg wrap were
during numercus cbservations during the survey. returned the same day.

The physician's order 1o stand the resident with a s On 8/7711, the DSD reviewed the
platform stand was nod initiated for 3 days afier . . 8
the order was regeived. Thase deficient practices assignment sheets aga ',nSt the daily
resulted in creating the potential for the resident roster and all other residents were

“ORM CMS-256702-33; Praviows Versions Ubsolsie Everd 1D XYV Faclity 10, CAQSGO0GID4 ¥ sordinuation sheet Page 5 of 37




PRINTED: 88272011

DEPARTMENT OF HEALTH AND HUMAN SERVIZES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 6838-03%1
STATEMENT OF DEMCIERCES X1y PROVDERISUPPLIERACLA () MR TIPLE CONSTRUCTION {£3] DATE SURVEY
AWND PLaR OF CORRECTION IDENTIFIGATION NUMBER: COMPLETED
& BULDING
055818 b 08/07/2011
HAME OF PROVIDER GR SUPPLIER STHREET ADDRESS, CITY, STAYE, ZiIP 200

ROYAL GARDEN EXTENDED CARE HOS

2339 W. VALLEY BLVD,
ALHAMERA, CA 91803
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DEFICIERCY)
account for having an assigned
F 308 | Continued From page 5 F 308

-1 physiclan’s order o insert a reetal whe v expel--

io suffer further strokes and debilily and fail {0
reach his-highestpractical physicsl state-of- -~
wisll-being: and the facility felfed to ensure &

gas and deflate the abdomaen and to call and
inform the physician of resulls for one sampied
resident {4} was camied out and documented. For
Resident 4, the physician's order was not carried
i, and record review and staff interviews failed
te provide a clear understanding of the regident's
outcome, which resutted in the pofential for the
resident to fail {o reach her kighest practicable
leve! of physical well-belng,

Findings:

a. On 81 gt 1028 a.m., during an
vhservation, Resident 8 was chserved asleep in
her whaeichair in the activities room, When the
suveyor inquired as to whorm the rasident's CNA
{certified nursing assistant) was, the CNAs each
stated the resident was not assigned o them.

At 10:35 a.m., during interview and review of the
staffing asgignmert with the DED {diractor of staff
development) and LN 1, # was discovered that |
there was no assigned CNA for Resident 8 for
that particuiar day on the 7-3 p.m. shift. A review
of the pravious day's assignment (8/8/11) also
indicated the resident’s room number had not
been assigned to a CMA,

A review of Resident &'s admission sheet
discinsed the rasident was an 87 year old famale
readmitied & the facility on 107110 with
diagnoses which included dementia, chronic
ahstructive pulmonary disease, and generalized
weakness,

CNA, On B/8/11 the nursing staff
was inserviced by the DON on

ensuring that all residents in the

~ fadility are-assigned a C:N:A-to be-—

providing patient care. Al residents
with an order for splints were
checked by the DSD to ensure ali
residents with a physicians order
have the splints/braces applied as
ordered and all other residents were
found not to be affected with the
deficient practice, On 8/7/11 the
DSD reviewed all residents with DVT
devices to ensure that the facility
had the equipment in-house to be
appiied and no other deficiencies
were noted,

A room change form was created to
ensure that all departments
including the nursing department
will be made aware of any room
¢hanges of the patients, The charge
nurse on a daily basis will notify the
C.N.A. receiving the patient of the
change. The charge on a daily basis
will review the assignment sheet
against the facility roster and make
rounds to ensure all residents are
accounted for to prevent recurrence,
The RNA will be responsible for

ORM CRE-2887{02-09) Pravious Vergions Dhsolely

Event [0 KYVYis
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X431 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION %8}
PREFIE {EACH DEFICIENCY MUSY BE PRECEDED #8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOWD B8 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING RIFORMATION: TAG CROSS-REFERENCED TO THE APPROPEIATE DATE
DEFICIENCY)
) applying the splints/braces on a daily
F 309 | Continued From page 8 F300  hasis and the license nurse will
'The quanterly MDS (minimum data setjdated - - — | -Snsurethatallresidents withan |
824111, revealed the resident was soverely order have the device applied during
- ‘nmpa%ged i cognitive status with confusion, was- | — 1 rounds. The RNA will be responsible
requirad extensive (o total assistance with all of p{plv g P .
her daily living activities. machine with the leg wrap foliowing
physician’s order and report missing
The resident was unable to be interviewed due to equipment immediately to the
her confusion, .
charge nurse. The charge nurse will
On 8/7/11 at 10:45 am., LN 1 and the DSD ensure the vasopressure machine
reviewed the assigniment and gtated the resident and the leg wraps are applied as
was transferred 10 her current room near the i
nurses station from a room located in the ordered by the physu:aa.n. .
adjacent wing, due to the resident's atternpts to * The D.O.N./R.N. Supervisor will
get up from her wheelchair, monitor the C.NLA, assignments to

ensure 2l patients are assi a
A review of the staffing assignments for 8/6/11 re 2ii patients are assigned

and 87711, 7 a.m. to 3 p.m. shift, indicated CNA C.NLA. to receive patient care during
2 was assigned to the resident's previous room daily rounds. The DON/RN
and bed. The resident's present room number Supervisor will monitor the

was not on the assignment. CNA 2 siated he ‘et
was ungware he was assigned to Resident 8, a5 appizcatfan of all spiints and braces
his resiients wers In the adiacent hall, and are appfied as ordered by the
Resident 8 was in the other hall. physician on a daily basis during

rounds. The DON/RN Supervisor will

AL1050 am, duning an interview, the DSD

indicated it was each charge nurss's monitor daily of the vasopressure

responsibifity to make the assignment for the machine and the leg wraps are

incoming shit, o the 11 a.m. 16 7 a.m, charge anolied as ardersd by the cian. } /
nurse had made the assignment forthe 7am. fo PP 4 phys q 5 / J’

3 p.n, shift. When asked who was responsible
for ensuring the accuracy of the assignments, the
DS stated it was the responsibility of the charge
rnurse. The DSD further stated she did not
normally work on weekends.
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Euring an inferview with the Y am. to S pam.

indicated it was the DSU's responsibiiity & check
. the Smu;@ when She WA mm!ng AAAAAA — -l PR— U [ N P - J— U B

During a second intarview with the DSD at 11,08
a.m., she indicated ghe oversaw the CNAs, and
checked the assignments "once in a while”.
Mowever, as she was not usugily there onthe
weekend i was the responsibilify of the RN
supervisor 1o check the assignment. The DSD
further indicated she was busy making rounds of
{he facility the pricr day, so did not have the
ppporiunily to review the assignments, and she
hag toid the ONAs they must check the
assignment sheet and inferm the charge nuse &
a bed was emply,

During an interview with the RN supervisor
following the above interview, he indicated the
DED and charge nurse wera primarily responsible
for ensuring the assignment was corrett. The BN
supervisor then stated since the DSE wag not
usually present on the weekends, the charge
nurse and RN supervisor checked the
assignment, but he had not had an apportunity
the pravicus day (8/6/11} to check the
assignment. The RN supervisor was unable to
state who had actually cared for the resident the
prior day. A review of the staffing assignments
with the RN supervisor for 83 11 p.m..-7 am,
shifl also indicated the resident's current bed had
not beearn assigaed,

On 8711 at 11:40 a.m. during an interview, CNA
4 staiad that mistakes in the assignment have
ocetrrad, that 2 resigent would not be assigned a
CNA, or a resident may be assigned twice.

chargenurse (LN-1) immadiately-following she — - - —e e e S S
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- During-an interview with CNAS-at 12:05 p.my;she
ingicated when she came on that moming &t 7
- | &y she observed that Resident 8- was gdready | -

dressad and up in her whaeichair in the hall
outside the dining room, CNA 5 also indicated

the assignment was made out incorrectly on very

rere SLasions,

On 8/7/11 at 12 p.m., an interview with CRA 3
revealed she was assigned o Resident 8's
roenmate that day, but dig not see another CNA
in the room iat morning.

On 877741 at 1250 p.m., duning a telephone
interview with LN 2, she venfiad that she had
made out the assignments forthe 7am, to 3
g1 shift for 88411 and 8/7/11, When informed
that Resident 8'a bed had not been assigned, LN
2 stataed she made a misteke, and had ihe room
numbere mixed up,

During an interview with the S8D (social service
directon) at 1110 p.m,, she indicated when there is
& reguest from the nursing staff for a room
change, she completes a room change form, and
informs the rssident, famidy members, kilchen
staff, activities director, and medical record
departrment. The medical record sta® then
rakes a new census kst with the current resident
narmes and room numbers. The DSD then
indicated she would give copies of the room
change form: o the Kitchen siaff, activities
dirgctor, and medicat records, it not 1o the
nursing staff.

At 115 pan., during an interview with the DON
{director of nursing), she stated the room changs

TORM (MB-2B67{02-98) Previous Varsisns (beolels
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Continued From page 9
should be decumented in the 24 hour

- communication-book which eachcharge nurse

was supposed 1o review at the beginning of their

T+ shift, -A-review ot the communication-book-willy

the DON indicaled that on 8/3/11, Resident 8 had
changed rooms.

On 87711 at 2:45 p.n,, during a telephone
intervigw, CNA € verified she had taken care of
Residert 8's roommates the prior day, and had 6ot
noticed ancther CNA, then stated she really had
nof paid aftentionn. CNA 6 farther stated Resident
8 usually stayed in the dining/activities room all
morning, and the 11 pum. to 7 a.m. shift got the
resident up and dressed due to the resident’s
aftempts {o get out of bed unassisted. CNAB
also indicated that there had been several
oesasions when a resident wig not assigned fo &
ONA, or was assigned to two different CNAs.

A raview of the Nursing Assistant Daily Flow
Sheet for the 8/6/11 7 a.m. 1o 3 p.m. shift
indicated no charting was done for that particular
shift.

b. 1. Resident 2 was sdmitled to the faclity on
§/28/10, with diagnoses that included
degenerative joint disease, diabetes, and
Alzheimer's diseass with dementia. According o
the Minimum Data Set (MD'S, an assessment
tood) dated June 23, 2011, Resident 2 had
seversly impaired sogniibve skillg, was iotally
dependent on staff assistance for all activities of
daily living, was inconiinent of bowel] and biadder,
anil had bilateral range of molion limitafion fo
both upper and lower extremities,

During numercus cbservations on August §,

F 309
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2011, from 8:30 p.m, through 4 p.nt. on August 7,

2041 no kneebraces wers seen-on Residant 2. ——

The clinice) record for Resident2 was reviewer)

on August 8, 2011. The physician's orders
recapifulation dated 8/01/11 w 9/15/11 includer
orders for the RNA (restorative nurse aide) 1o
piace splints to bath knees for 1-8 haurs on
Monday-Wednesday-f riday-Saturday-Sunday as
olarated by the resident. The physician order
waes inifiated on 19718740, The Joint Mobility
Assessmenis dated 12/07/10, 372311, and
8123711 indicated Resiient 2 was tolerating
application of splints/braces well and no
adiustments were needed, A care plan titled

L imitation in Joint Mobility" dated 6/23/14,
wlicatad to position a pillow betwesn the
resident's legs to prevent further contragtors
{such an intervention would mof prevent
confracior developmentworsening). The care
plan did rot include the knee splinis as an
intarvention. The RNA flow sheels & the month
of August 2011, indicated Resiient 2 "refused”
appiication of the knee splints on /01, 03, 05,
06111,

2. Resident 3 was admitted to the facility on
8721138, with diagnoses thal included
dagenerative joind disease, diabsetss, and
dementia. Actording o the Minimurm Data Set
{(MD'S, an asgessment tool) dated 6082011,
Resident J had seversly impaired cognitive skills,
was {olatly dependent on staff assistance for all
activities of dally living, was incontinent of bowel
and bladder, arsf had bilaieral range of motion
Hmitation io both upper and iower extremities,

During numercus observations on August 5,

SO CNS-2587(02-58; Frevious Versions Dosolsis

Event £y KYYY 11

Facuity 10: CADSGUDTINS

If continuation sheat Page 11 of 37



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEMCAIND SERVICES

PRINTED: {8R27/2011
FORM APPROVED
OMB NO. 0938-0391

STATERENT OF DEFICIERGIES X1} PROVIDER/SUPPLIERIGLIA X2 MULTIPLE CONSTRUCTION {%3) DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: SURPLETED
A BUELDING
055818 5 vanG 08/07/2011
RARE OF PROVIDER OF SUPPLIER SYRELT ADDRESS, QITY, STATE, 2P CQDE
2336 W. VALLEY BLYD,
ROYAL GARDEN EXTENDED CARE HOS
ALHAMBRA, CA 91803
{¥4) 1D SUMMARY STATEMENT OF DEFICIENSIES i PROVIDER'S PLAN OF CORREGTION 241
FREFIX {EACH DEFICIERCY MUST BE PRECEDED BY FLiLL PREFX {EATH CORREDTIVE ACTION SHOLWHD BE
TAG REGULATORY OR L3C IDERTIFYIRG INFORMATION! TAG CROSS-REFERBENCED TD THE APPRMUATE BAYE
BEFIGIENCY)
¥ 308 | Continued From page 11 F 308

——-201trno-ankle-sihow orwrist splints were-seen -

2011, from 8:30 p.m. through 4 p.m. on August 7,
on Resident 3.

The clinica record for Resident 3 was reviewed
on August B, 2011. The physician's oeders
recapitulation dated 8/G1/11 to 8715/41, included
orders for the RMNA {restorative nurse aidej to
place splints o the resident’s left anide, ieff
elibow, and ieft wrist for 1-8 hours daily as
tolerated by the resident. The physician order was
initiated on 1724711, The Joint Mobility
Assessments dated 30811 and 80511,
indicatsd Resident 3 was tolerating application of
the splints well and no adjustments were needed.
The RNA fiowsheets dated August 2011,
indicated Resiient 3 “refused” application of the
splints o left anide, loft elbow and wrist on 8/1/11
0 611,

3. Rasident 7 was admited to the facliity on
523108, with diagnoses that included stroke,
Farkinson's digsease, and dementia. According &
the Minimum Data Set (MDS, an assassmeant
tool) dated 8/0872011, Resident 7 had severely
impaired cognitive skills, was folally dependent on
staff assistance for aif activities of dally living. was
incontinent of bowe! and bladder, and had
bilateral range of motion Emilation to both upper
and lower gxtremities.

Buring numerous gbservations on August 5,
2011, from 6:30 pom. thru 4 p.m. on August 7,
2011, no left hand and bilateral knee and ankde
splints were seen on Residem 7.

The clinical record for Resident 7 was reviewsd
on August 8, 2011, The physician's orders

SR CMB-2007(02-9%; Previous Versions Qbeslete
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‘| orders-forthe RNA-(restorative-nurae aide) 10—

| knees-and bath ankies for 1-6 hours day as——

! tolerating application of the splints weli and no

Coniinued From page 12
recapitutation dated B/01/11 to 81511 included

piace splints on the resident's teft hand, both

jolerated by the resident. The order was initiatad
10817116, Joint Mobllidy Assessments dated
12708110, 3110411, and 6/08/11 indicated Resident
7 was tolerating appiication of the spiinis weil and
no adjusiments were neaded. RNA flowshesls
dated August 2011 ingivated Patient 7 “refused”
application of the splints on 8/1-8/11,

4. Resident 12 was admitted to the fadility on
7I07/08, with diagnoses that included stroke with
paralysis, dimbates, and ostecporosis. According
to the Mirdmum Data Set (MDS, an assessment
fool) dated 5/01/2011, Resident 12 had
medarately impaired cognitive skilis, required
extensive staff assistance for all activities of daily
fiving except sating, and had range of motion
fimitation o both upper and lower extremities on
one side,

During numerous observations on August §,
2011, from 8:30 p.m. through 4 p.m. on August 7,
2011, no left arm and teft hand splints were seen
on Resident 12.

The ciinicat record for Resident 12 was reviswed
on August 8, 2011, The physician’s orders
recapitulation dated 80111 1o 971571 ¢ included
orders for the RNA {resioralive nurse aidei o
place splints on the resident’s left arm and o
hand for 1-4 hours dally as tolerated by the
resident. The physician order was initiated on
2122111, The Joint Mobility Assessmenis dated
3101111 and 6/41/14, indicated Resident 12 was

F 308
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Continued From page 13
adjustmerts were needed. The RNA flowsheels

- dated August 2091 indicated Patient 12 -refused” |-

application of the splints on 8/1/11 {o 8/11.

5. Resident 13 was admitied o the facility on
5126710, with diagnoses that included stroke with
Aizheimer's disease with dementia, degenerative
joint disease, ostecarthsitis, and osteoporosis.
According to the Minimum Data Set (MDS, an
assegsment tool) dated 8/08/2011, Resident 13
had seversly impaired cognitive skills, required
axiensive staf assistance for o activities of daily
living, and had range of motion limitafion to both
upper and lower extremiting.

During numerous observations on August §,
2011, from 8:34 p.m. through 4 p.m. on August 7,
2011, loft knee and left eibow splints were not
ween on Resident 13,

The clirmeai record for Reskdent 13 was reviewsd
on August 8, 2011, A Documentadion Record and
Profile form daled 7724111, indicated o apply
spiint fo left knes and lsft elbow 1-4 hours daily 7
days a wesk as toierated. The RNA intials
inchcated the splints were appliedon 7/ 28 10
7127111 and refused on 728411, No further
documentation regarding the splints was in
evidancs in the clinical record and no narative
explanation was provided by the RNA for
slopping the reatment.

8. Resident 14 was admitted to the faoillity on
811175 with diagnoses that included giroke with
diabetes, dementia, and ostecporosis. According
fo the Minimum Date Set (MDS, an assessment
tool) dated 57192011, Resident 14 had severely
impaired cognitive skills, required extensive staff

F 308
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assistance for ail activities of daily living, and had
range of molior-imitation-to both upper-
exiremities and a iower extremity on ong side.

During numerous cbservations on August 5,
2011, from 6:30 p.m. through 4 p.m. on August 7,
2011, bilateral ankle extension dynaspiints were
not seen on Resident 14,

The clirdcat secord for Resident 14 wag reviewed
ars August 8, 2011, The phvsician's orders
racapitulation dated B/01/11 to 871511, includexd
physician onders for the RNA {resiorative nurse
mide} to place dynasplints on the resident’s left
and right ankies for 1-6 hours as tolerated by the
resident 5 days a week. The physician order was
initiated on 1/21/11. The Joint Mobility
Assessments dated 2/18/11 and 5A19/11,
indicated Resident 14 was lolerafing application
of the spiints welt and no adjustments were
needed. The RNA flowsheets dated August 2011
indicated Paliert 14 "refused” application of the
splints on 8/1/11 jo 8/11,

During an interview with the RNA on August 7,
2011 &t 840 am,, he stated that he had npt baen
applying any splints/braces to any of the patients
for "about 2 weeks". The RNA stated that the
Physical Therapist (PT) visited the facility about 2
weeks ago and instructed the RNA nof to apply
any of the splints/braces to any of the residents
bicause they were al the wrong size. The PT
re-assessed all the residents for new
devicesfapparatus. The RNA stated he was
instructed by the PT to document that each of the
residents “refused" application of the
splints/braces. The RNA further stated that ail the
splints/braces for all the residents were the wrong

DRM CME- 25687 02.99} Previous Vissions Olwolote
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size. The RNA stated that the PT visited the
facility when he had aresidenttoseer —

During an interview with the'DON (Directorof -~ -
Nurses) on 8/07/11 at 10:45 a.m., she stated that
the PT and the orthotics specialist visited the
facility on 8/02/11, and stated that they had
reassessed all the residents with splints/braces
and decided that all the devices needed to be
replaced. The DON stated the PT did not explain
why he had decided to reassess all the residents’
splints/braces and why they all needed fo be
replaced. The DON stated she was unaware that
the PT had instructed the RNA to document that
the residents refused the service. Both the DON
and the RNA denied that they had called the PT
to come out to the facility regarding this matter.

The facility's policy and procedure guiding RNA
services was requested but was not provided by
the facility.

¢. Resident 1 was admitted to the facility on April
1, 2011, with diagnoses that included
quadriplegia, paraplegia, diabetes, and high blood
pressure. According to an MDS (Minimum Data
Set, an assessment tool) dated July 13, 2011,
Resident 1 was alert and oriented,
non-ambulatory and totally dependent on staff
assistance for all activities of daily living.

A physician's order dated April 1, 2011 indicated
vasopressure machine to bilateral lower legs for
DVT maintenance, monitor each shift. During
observations on the initial tour of the facility on
August 5, 2011 at 6:30 p.m. and from 8:30 am.
to 6:30 p.m. on August 6, 2011, Resident 1's
vasopressure wraps were not applied and were
not found anywhere in his room.
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Dauring an inferview with the Charge Nurse on
TTAUGUSTS) 2011 sT 2530 5 She stitsy thatthe B e e I
RNA {resiorative nurse aide} was responsible for
applying (he I8g wraps. Howeéver, durngan ™ 17— o o R
interview at the same ime, the RNA stated he did
net have anything to do with the leg wraps, that
they were the responsibility of the treatment
nurse. The RNA then stated that Resident 1's
wife had taken the leg wraps home and he had
not seen them for about a month.

During an interview with Resident 1 on August &,
2011 at 2:50 p.m., he stated hat his wife had
{aken the wraps home a month age, Resident 1
further stated that the wraps were hot and vary
ungcemioriable for him.

The clinical record for Resident 1 wag reviswed
on August 8, 2011, A Treatment Record and
Profile dated August 2011, was inifisled by the 2
p.ne11 poan, Treatment Nurse on August 5,
2011, and by the 11 p.m.7 3.m, Tregtment Nurss
on August 8, 2011 indicating the wraps had been
apphied as ordered. The 7 am.~ 3 p.m. Treatment
Nurse on August 6, 2011, initialed the Treatment
Record and documented that the resident refused
piacement of the wraps three {imes. Yai the
wraps were not available to be applied during
these three shifts.

g, Resiisnt 4 was admitted o the facility on July
8, 2006, with diagnoses that ingluded stroke with
right sided weakness, dementia, selzure disorder,
and high blood pressure. According to the
finimum Data Set {MDS, an assessment tool)
dated July 7, 2011, Resident 4 had long and short
term memory problems, severely impaired
cognitive skills for daily decision-making, was
incontinent of bowel and bladder, and was totally
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Continued Front page 17

dependent on staff assistance for gl activities of
daii?ﬁ?{ing, ———m - - .

Duniny the iniflal tourof the facility on August 5,
2511 a1 8320 o, Resident 4 was observed lving
in bad. During the course of the siyvey the
resident was observed sitting up in & gerl- chair,

The clinical record for Resident 4 was reviewed
uh August 8, 2011. A physician's order dated July
27, 2011 indicated. "May insert rettal tube fo see
if gas will pass and abdomen deflates-call and let
me know {30 minutes) PRN (as neaded)" The
Licensed Nurse Progress Notes contained no
anires on that date to indicate a possible concern
{hat the resident's abdomer was distended and
why the physician's order was given, A Trealment
Record and Profile form daled July 27, 2011,
indioated e rectal tube fregtment was PRN, and
aiso indicated that the eaiment was 1o be done
on July 27, 2011,

However, no documentation was in evidence in
the clinical record 1o ingicate that Resident 4's
abdomen was distended, i she was having
discomfort/pain, why the order was given and why
the treatment was not carried out as ordered by
the physician.

During an interview with the Charge Nurse on
August 7, 2011 at 2 pom, be stated that the
treatraent was not carried out per the physician's
order. The Charge Nurse could not provids any
further explanations,

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the comprehensive assessment of 2

# 309

F3i4

F314

it is RGECH's policy to ensure that 3
resident who enters the facility
without pressure sores does not
develop pressures sores unless the
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T ndnilival's clinical comdition demonstates that™

resident, the facliity must ensure that a regident
whyantgrs e facility without pressure sores—
does not develop prassure soras unless the

they were unavokiabie; and a resident having
pressura sores receives necessary treatment and
sendces i promote heatling, prevent infaction and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced

Rasead on ohservation, interview, and record
review, the fauifity falled to ansure that 1 of 11
sampied residents {2} roceived the necessary
treatment and services (o prevent development of
and promote healing of pressure sores, For
Resident 2, who was currently being treated fora
Stage #l pressure sore, Tagility staff placed
excessive amounts of cloith diapars and cioth
pads betweern the resident and the siternating
pressure meltress (APP). This deficient practice
defeated the purposa of the APP mattress gnd
created the potendial for worsening of the wound
anii development of additional pressure sores.

Findings:

Resident 2 was admitted & the fBcility on 528/10
with diagnoses that included degenerative joint
disease, digbates. and Alzheimer's dissase with
damentia. According fo the Minimurm Data Set
{MDS, an assessmen tool) dated June 23, 2011,
Fesident 2 had severely impaired cognitive skills,
was lotally dependent on steff assistance for all
activities of daily living, was incontinent of bowsi
and bladder, and had bilateral range of motion

demonstrates that they were
unavoidabie; and a resident having
Pressure sores redeives necessary

treatment and services to promote

healing, prevent infection and prevent

new sores from developing.

» On 8/7/11 the zloth diapers and
pads were immediately removed
from resident #2 and a new diaper
and pad were replaced on the
patient to ensure only one diaper
and one pad was used for the
patient,

e On 8/7/11 the DSD chacked all other
patients to ensure only one diaper
and/or one pad was used for each
patient requiring them and no other
residents were found with the
deficient practice.

» The licensed nursing staff will check
each resident during their shift to
ensure only one diaper and/or one
pad is appropriately applied on a
daily basis,

s On a daily basis the D.ON /AN,
Supervisor will randomly check
residents to monitor only one diaper
and/or one pad is used appropristely
and is necessary for that particidar
resident. Al findings will be
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e discussed during the Quarterly
314/ Continued From page 19 By F314)  quality Assurance and Assessment
______ imitation 1o both upper and lower extremities, | __meeting for compliance and R
During numarous observations on August 5, corrective action, if needed. Cﬂ [ / i
T 2011, 1RGIR6.30 U IRFOUG 4 gL on August 7, - T — o
2011, Resident 2 was seen lying in bed on an
APP mattress. During & wound treatment
observation on August 7, 2011 at 8:25 a.m., the
resident was observed to have a Stage il
pressure sore on her right butiock cleft. After
wound care was completed, CNA 6 {Cerified
Nurse Aide 8) was observed as she applied 2
cloth diapers o the resident and placed 2 thick
cloth pads under the resident,
During an interview with CNA § at the same time,
she stated that somelimes she applied 2 doth
dizpers 0 Resident 2 because she had frequent
diarrhaa.
The faciiity undated policy and procedure fitled
*Prassure Reduting/Relioving Devices to the
Bed", indicated dynamic alr matiress systems
(APP grid Low Alr Loss Therspy) require "limited”
inen protosgls, The policy provided ne further
guidance o explain “limited finen protocols™
regarding APP matiress therapy. F325
66 | UNLESS UNAVOIDABLE » s palicy
a resident maintaing acceptable
Based on a resident’s comprehensive parameters of nutritional status, such
assessment, the facility must ensure that a as body weight and protein levels,
resident - P + . ™
(1) Malitains acceptable parameters of nutritional unless the resident’s f:llnical condupon
status, such as body weight and protein levels, demonstrates that this is not possible;
unless the resident's clinical condition and receives g therapeutic diet when
demonstrates that this is not possible, and there is a nutcitional problem.
(2} Recelves a therapeutic diet when thergis a 1% & nutan P
nutritional problem,
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Continued From page 20 F325  immediately checked patient #5
P — e w1 phigsiclan's ordectoverifythe.. | . .

This REQUIREMENT is not met as evidenced
by:

Based on observalions, clinical record review,
review of facility policy and procedure and staff
interviews, the facility failed to ensure that sne
sampled resident (Regident #8) maintained his
body weight. The facility also failed to properly
assess the nutritional needs and identified
problems. In addition, they failed o follow the
physician ' s tube feeding order. These failures
resulted in a severe weight Ioss of 14.5 pounds or
11% of his body weight.

Findings:

1. Areview of Resident 6's clinical record
conducted on 8/6/11, indicated that the resident
was initially admitted to the SNF facility on
2114411, and readmitted on 7/28/11, with
diagnoses which included history of stroke with
right sided weakness, insertion of gastrostomy
tube, dysphasia (difficuity swallowing), diaheles
mellitus, congestive heart falfure, anemia,
cerebrovascular accident with right-sided
hemiparesis, malignant connective tesue
neopiasm of the abdomen and dementia.

The Quarterly MDS {Minimum Data Set, a
reésident assessment tool) dated 7/23/11,
indicated that the reskient's cognitive status was
saverely impaired (unable 1o make decisions for
himself), and was totally dependent on staff for ail
daily iving neads. The resideni was aphasic
{unable tv speak dus o stroke) bul was alert

correct infusion rate that was

immediately adjusted to 60ce/hour.
On August 6, 2011 the Registerad
Dietician, via phone call, reassessed
resident #6°s nutritional needs and
caloric requirements and
recommended to continue current
plan of care and to monitor weight.
The D.O.N. updated the resident #6's)
plan of care to ensure all
interventions and implementations
are accurate and effective following
physician orders to ensure
compliance.

On August 6, 2011, the £.Q.N.
reviewed all residents’ monthly
weights and there were no
significant weight loss noted. On
August 8, 2011 the D.O.N. reviewed
all tube feeders for the appropriate
flow rate and all residents were in
compliance, On August 7, 2011 an
in-service was given by the D.ON, to
all licensed nurses on the policy and
procedures on enteral
administration with regards to the
guidelines, the appropriate flow rate
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e ] with the correct labeling of the
325 Confinued From page 21 F325]  formula to be hung, the method of
Resident 8 was 5 4" and 132 b8 5n admission, T th&-faed,mg pump, mdlihe o
_______ His physician ordered dietwas apureed NAS (no | | appropriate water flushing.
added sait). The nulritional assessment form also » A new system was introduced and

indicatad the resident had a tendency to hold his

food i his mouth. There were no implemented for those patients with

rscommendations of interventions made for this a weight loss will be noted by the
identified problem of evaluation of the resident ' s D.0.N. and 2 weekly weight x4 will
nutritional needs. be initiated. These residents will be
A review of the Monthly Record of Vital $igns and discussed during the weekly weight
Weights indicated the following! vatiance committee for further
Date Weight intervention and monitoring. The

| .
21411 132 Ib. (Admission) D.ON. Director of Staff
3304 132 i, Develppment,, Social Service
472111 126.5 b (loss of 5.5 1k in one month) Designes and the Dietary Supervisor
ggg? :g ?é%:sf;'g Iiibib) will be involved in the committee.
112114 117.5 i {inss of 4'!b) All interventions will be discussed

with the Registered Dietician for the

The RD ¢ did not include fh further recommendations angd
est?m at&?&ﬁsﬁggn d th?;"p;;ein fwg red (0 interventions for nutritional and
meet the resident's needs. caloric requirements, All residents

The vsician order dated March 26 with significant or non-significant
re was a physician order da a \ ; . :

2011, for a pureed NAS (o added salt) NCS (1o weight joss, will be weighed weeldy
concentrated sweets) diet with extra sauce/gravy x4 and will be monitored during the
to moisten food, weekly Weight Variance committee

mgeting until the resident’s weight is

The resident's weight on 472711 was 1268 b

This is a loss of 5.5 1b or 4.1% in one month}. A stable. A new form and log was
sare plan was developed on 421411, created 16 include residents with
Documentation indicated that the physician was specific weight problems with weight

aware of the weight ioss and no new orders wera - . .
given. The care plan approaches included to %mg and weight gain. ’th‘g form s
roniior intake, record and report intake that fell intended as a communication
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¢ 325 | Continusd F 2 £ 35 between the Registered Dietician,
nunued From page Dietary Supervisor and the D.ON,
| balow 70%, ¥ 2upe

further lost 2.5 ibs in a month, afotal of §1bs
since admission or 8% of his tolal weight. This
was a significant weight ioss, A quarterly
assessment dated 5/256/11, documented by the
DS, indicated that the resident's weight was 124
i, which reflected a difference of eight 1b for that
guarter, The DSS recommended the same diet
as ordered in March and plan to continue to
monitor the resident, There was no avidence of
an RD assessment for May 2011, for the
resident, There were no new interventions.

The resident's weight on 6/8/11, was 121.5 lbs.
Resident 6 had lost an additional 2.5 Ibs in one
month, and 2 total loss of 10.5 ibs since
admissior. This is 2 ssvers weight koss of 7.5%
inl three months.

A review of the ONA iogs for June 2011, indicated
that the resident’s meal inlake was between
80-80% consumed. The faciiity Tailed to follow
Resident 8's care plan, The care plan intervention
datad 4112711, indicated 1o report i intake fefl
below 70%. The care plan approaches ingiuded
0 monitor infake, record and report intake thet
ot below 70%. There was no documented
evidance ha! the facility reported when inlgke fail
below 70%.

There was physiclan's orders dated 7/8/11, for
Megace {an appetite stimulant) 400 mg
{miligrams) orally every day.

The 10T meeting dated 7/8/11, indicated there

-~ -—i- The Registered Dietician referral........ S

form will be initiated by the D.O.N.
1o alert the Registered Distician of
residents who needs immediate
intervention. The Registered
Dietician will exit with the Dietary
Supervisor and the D.O.N, to very all
recommendations.

s The D.0.N./00.8.D./RN Supervisor will
manitor daily that all enterais hung
are on the appropriate flow rate and
the formula label is properly dated
with the appropriate flow rate and
signed by the Licensed Nurse. The
D.ON. will monitor weekly during
the weekly Waight Variance
committee meeting to ensure
compliance, All findings will be
discussed during the Quarterly
Quality Assurance and Assessment
commitiee meeting for compliance
and corrective action, if needed. | 4 l g / i
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F 325 | Continued From page 23 F 325

member on the issue of weightloss. A S L B
. __irecommendation was made for the resideni o
have a registered digtiian (RD) assessment, and e T T T T -
o monilor weight siatus,

There was a physician order dated 7/811,
indicating the resident was o have wealkly
weights Tor four weeks, Giucems 1.5 calories per
millliters {a nutritional suppiement) one eight
ounce can, b.ld, (wice daily) batween meals,
This order for weekly weight was not carried out.

The RD made a entry on the nutritional progress
notes of 7112111, recommending to change the
resident's diet 1o a large portion fortified pureed
NAS {n0 added salf) NCS (no concenirated
sweels) diet with extra saucelgravy. Therewas a
physician order gated July 13, 2011, foralarge
portion forlified pureed NAS (no added saity NCS
{no concenirated sweets) dist with exira
sauceligravy.

On 7012111, the resident weighed 117.5bs. This
was an slditional 4.8 b weight loss for the
month; 14.5 ibs since admission or 11% fotal
weight 1088 in four months, This & considered a
sevare weight loss,

The review of RD progress notes dated 7/20{11
revealed to conduct a calorie count for three
days, and to obtain laboratory fests (sodium,
potassium, BUN-blood urea nitrogen,
HE&H-hematocrit and hermnoglobin} for evaluation,
{laboratory tests are used to determine the
resident's nufritional status).

l The physician order of 7/21/41, indicaled the
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F 325 | Continued From page 24
__| resident was to have a calorie count for three

days and to have laboratory tests of sodium,
potassium, glucose, BUN, hemogiobin and
hematocrit. The facility initiated the calorie count
and did the laboratory tests as the physician
ordered. There was no evidence that
inferventions such as Megace, Glucerna, weekly
weight monitoring, or laboratory tests (sodium,
potassiurn, BUN-blood urea nitrogen,
H&H-hematocrit and hemoglobin) had been

provided to the resident in July 2011.

On 8/6/11 at 4:40 p.m., during an interview and
record review, the DSS confirmed the resident
was nhot placed on a nutritional supplement until
July 2011. The DSS stated she thought she
spoke with the RD in June 2011, and stated ... "l
don't know what happened." The DSS also
indicated she was unable to recall if weekly
weights were carried out.

On 8/6/11 at 5 p.m., during an interview and
review of the clinical

record, the director of nurses (DON) was unable
to locate any documented evidence that the
physician had been notified on 4/2/11 of the
resident's 5.5 pound weight loss. (there was
indication earlier that the MD was nctified) The
DON could not explain why weekly weights were
not done for Resident 6 in spite of having already
experienced a weight loss of approximately 11%
over a four month period.

During an interview with CNA 2 on 8/7/11 at 3:15
p.m., she indicated that the resident's appetite
had declined 1-2 months prior to his admission to
the general acute care hospital on July 23, 2011,

F 325

FORM CME-2567(02-98) Previous Vergions Obsolete Event ID: IKYVY11

Facility ID: CA250000104 If continuation shest Page 25 of 37


http:CMS�2567(02.99

PRINTED: 0872772011

DEPARTMENT OF HEAL'TH AND MUMAN SERVICES FORM APRROVED
CENTERS FOR MEDICARE & MEDMCAID SERVICES {OMB NO. 0838-0391
TATEMENT OF DERICIENCIES K1) PROVIDERISUPPLIERVOLIA X2 MULTIPLE CONSTRULTION {X3; DATE SURVEY
\ND PLAN OF CORRECTION IFENTEIDATION NUMBER: COMPLETED
& BLHLDING
055818 B NG 08/0712011
NAME CF PROVIDER OR SUPPLIER STHREEY ADDAESS, CIFY, STATE, 2P CODE

2339 W, VALLEY BLVE.

ROYAL GARDEN EXTENDED CARE HOS ALHAMBRA, CA 91303

{X4) ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION X8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLATORY OR L8 IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE PATE
DEFICIENCY)
F 3258 Continued From page 25 F328

..... - During an intendew with CNA 3 on 87/41 2t 380 | . - o
p.m. she statedd that the resident’s appetite T
implement any interventions for weight loss untit | EN n Tt T o
718,

Thers was ng evidence o indicaie the UNA 2 or 3
had reported the resident's dacline in meal intake
percaniage o the licensed nurse,

A review of the facility's undated poficy titled
*Foliow-up on Significant Weight Loss
.-stipulated the DSS would ... note resident's
weaight loss ... for the R.D. to asgess on the next
vigit, Thers was no evidence in the clinical record
that this policy was followed.

The licensed personnel progress notes of
7/23111, indicated that Resident G was to be
fransferrad to an acute care hospita! for further
evaluation and the resident was difficult fo
arouse.

The physician orders indicated the that resident
was readmitted 1o the SNF from an acule care
hospital on 7728011, wilh a gastrostomy tube
feading (GTF) with a physician order of Glucerna
1.2 caipries per mifliliter forrnida, 40 milllters (m)
gvary hour (nryuntit 8 pom, and ic increase the
GTF o 10 mt every 12 hours unt! goal of 80 mitAr
is reachad, Thens maintain 60 mi fhr of Glucema,
Resident 6 was not receiving anything by mouth,

7128111, indicated that the resident would have
the tube feeding as ordered.

‘ The care plan approach for having a GT dated
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at8.a.m. the BTF rate was o be increasad from
40 mi per hour to 50 m! per hour, and on 7728711,
at 8 p.m. the GTF rats was {o be increased from
50 mithr to 60 mithe,

On 8/5/41 at 6:30 p.m,, arwd 8/6/11 at 815 am.,
Resident § was observed ying In bed. A wbe
feeding formula was infusing via a gastrostomy
tube at a rate of 40 ml par hour via an enteral
faading pumn.

On 8/6/11, a review conducted of Resident §'s
ohinigal record indicated that the resident had
been readmilted to the ENF from the genersl
acute care hospital on 7/728/1%, and a
gastrostomy tube had been insarted into the
resident's siomach for nutntional purposes during
the resident's hospital stay,

On 88711 at 215 pan., duwring observation and
interview, the 7 am. 0 3 p.m. charge nurse
stated she had noted the physician admitiing
orders on 7/28/11, and the wbe fsading rate
ghould be 60 mi per hour. After the surveyor
asked about the resident's BTF, the charge nurse
increasad the GTF rate from 40 mi to 80 mi per
hour.

The resident had already experienced a recent
severe weight loss of more than 10% over a four
month periad from 3711, when the resident
weighed 132 1b, o 778111, when the resident
weighed 117.51b.

The facility falled to follow the physician's order.
There was a systemic failure by the facility staff
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F 325 | Continued From page 27 F 325
that resuited in the severg weight ioss, There
were no intarventions whan problems of N T B B B
_____ | pocketing of food, or the initial weightlosswas |+ S
identified, there was no proper nulrition b i B
assessment complated, they failed to implament
care pian strategies, and did not provide Resident
§ with adeguate nutrition,
F 3281483 258(k} TREATMENT/CARE FOR SPECIAL Fazs
8= 1 NEEDS F328

| was given for one of 11 sampled residends (31

The faciiily must ensure that residens receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or deostomy care;

This REQUIREMENT is not meat 2% evidenced
by:

Based on observation, interview and recard
review, the fasiily tailed to angurs proper cars

1. Resident §'s LV. {intravenous) ling had
infitrated {catheler became distodged fom the
vain and LY. fiuid had infused inln the
surrounding soft ssue). This deficient practive
had the potential to resull In discombort for the
fesigent.

2. The LV, solution hing was daled as being hung
on BiAM1 at 8:30 a.m., almost 368 hours prior,

it 8 RGECH's policy to ensure that
residents receive proper treatment
and care for the following special
services: Injections; parenteral and
enter fluids; colostomy, ureterostomy,

Tracheostomy care; or lleostomy care; tracheostomy care;
E?:;’fg'o;“it;orgmgi tracheal suctioning; respiratory care;

I ; i
Foot care; and foot care; and pf\osthases. ’
Prostheses, » On 8/5/11 resident 5's [V line was

immediately reassessed by the
D.ON. and the IV line was reinserted
properly to correct the infiltration,
the LV. sniution was immediately
removed once noted and the oxygen
concentrator was regulatedto 2
{iters/minute,

s On 8/5/11 the DO N, reviewed all
residents with IV and/or using a
concentrator to ensure all residents
have accurate IV insertion, IV
solutions being hung with
appropriate time limits and the
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“ oxygen concentrator is set at the
F 328 | Continued From page 28 F 328

. which had the pptential to result in contamination.

-.i-3_. The resident, who had an arder foroxygenat |
two liters per minite, was receiving oxygen at %

liter per minute, which had the potential to result
i hypoxia (abnormally low level of oxygen in the
blooid}.

Findings:

On 88111 at 7 pm. during the initial tour,
Resident 5 was abserved lying in bed. A family
member at the bedside pointed out that the
resident's gown and bed linens were wet, then
pointed to the resident's rght hand. A plastic LV,
catheter was ohserved king on top of the hand,
which was reddened and swollen. The resident
was alse receiving oxygen per nasal cannula at a
tlow rate of & Wers per minute via an oxygen
concentrator uait

A review of Resident 5's admission sheet
discioged the resident was a 102 year old femaie
who was admitied [0 the facliity on 7/23/11, and
readmitted on 7/28/11 with diagnoses of ESBL
{extended-spactrum ¢iass A betadactamases) of
the urine, MRSA (methicillin-resistant
staphylocooous aureus) of the nares, and s Stage
Il pressure alcer of the coceyx. The resident had
#lso been admitied to bosgice care on 7/23/11,
and was in condact isulation for the diagnoses of
MRSA and ESBL infections.

Review of the Nursing Admission Assessment
dated 7/28/11, indicated the resident was
confused and disoriented i person, time and
place. The resident was incontinent of bowe! and
bladder, and was completely dependent on staff

appropriate rate. No other deficient
practice was found.
» The licensed nurses on a danly baszs

will check each resident withan v
for the appropriate insertion to
prevent infiltration and 10 prevent
contamination of the IV bag and 10
check for residents with an oxygen
concertrator for the appropriate
rate is set,

¢ The D.ON/RN. Supervisar will
monitor dering daily rounds for
proper [V insertion, to prevent
cantamination of the IV bag and for
the appropriate rate for the oxygen
concentrator. Findings will be
discussed during the Quarterly
Quality Assurance and Assessment
meeting for compliance and
corrective action, if needed,
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. Review of the physician's orders indicated an

{ontinued From page 28
for ailof her dally Bving nesds.

order dated 7/23/11, for continuous oxygen af two
liters per minute vig nasal cannula.  There was
also an order dated 8/4/11, to insert a peripheral
LV, catheter and start infusion of Dextrose §% in
% normal saline solution one liter to infuse at rate
of 20 ml {milliliters) per hour continuously for
hydration until 5T (speech therapy) svaluation
was done, then call Hospice MD.

A review of the care plan titled "LV, Thermpy
Hydration & Medication”, undated, stioulated &
observe the site frequently for signs arnd
symptoms of complications such as redness,
sweling, pain, drainage, and leakage.

During an intorview with LN {Bsensaed nursel fon
B/ gt 7.20 nm,, she siated she monltored e
resident’s 1V, site every hour. When asked how
lonyg o bag of LY. solution was allowed i hang,
he iensed nurse slated it depended upon the
ordared fiow rate. When questioned regarding
signs and symptoms of LV, infiltration, LN 1
stated the resident's hand “was like that befare ”

During an interview with the DON (director of
nursing) on 8/5/11 at 8:05 p.m., she initially stated
it depended ory how much 1.V, fluid had been
ordered. $he then indicated it was 48 hours, but
she needed to check the facility's policy.

On 86411 at 915 a.m., Resident 5's family
member siated the resident's right hand had not
been swollen pror i nsertion of the 1V, catheler,

A raviow of the undated policy ttled "Policiag anyd
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F 322 | Continuad From page 30 F328
_____ - Procedures for LV indicated an intermittent LV, - — SRSV
iharapy administration sel je changed every 24 - —
S ¢1: " - S — _ - s 0 s eoesneeeesnen S -
On 88711 &t 9:25 3.m., during interview and
review of the physician's orders with the DON, the
DON indicated the oxygen rate was supposed o
pe two fitars per minute,
F 371 | 48535 FOO PROCURE, F 371
28=C | STOREPREPARESERVE - BANITARY

The facility must -

{1} Procure food from sources approved or
considered satisfactory by Federal, State or iocal
authorities, and

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

This RECULIREMENT is not met as evidenced
by:
Based on obssrvation, interview and record
revisw, the facllity failed to ensure that foods were
stored, distributed and sarved under sanitary
conditions. There ware no inbels and dates
identifying left-over foods and thickened fiquids
{consisfency} stored inside the kitchen reach-in
refrigorator. Thers was tust on refrigerator
sheblves, Accumulation of dust particles wers
arabedded in and ground the refrigerator cooling
system fanwquard,.  Ioe cream was observed at
14 degrees Fahranheil inside the kilchen ice
gream freezer. This had the potential o resultin
improper sanitation and ood handling practices
that coudd sad 1o the oulbraak of foodbome

Fin

i1 is RGECH's policy 10 procure food
from sources approved or considered
satisfactory by Federal, State, or locai
authorities; and store, prepare,
distribute and service food under
sanitary conditions.

» On 8/5/11, the food trays containing
glasses of thickened soy-milk and
thickened orange iuice, regular milk,
regular orange juice, apple juice and
prune juices, low-fat milk, high
peotein nourishments and tortitlas
not properly labeted were
immediately discarded, On 8/5/11
the fan guard in the refrigerator was
thoroughly cleaned, the shelves in
the reach-in refrigerator was
cleanad, and the e-cream in the
fregzer were discarded. Dietary
supervisor checked the temperature
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of the freezer and reviewed the log
F 371} Continued From page 31 F 37

Findings,

dlness,

On 8811, at 6:30 p.am., during the intial tour of
the facility’s kifehen in the prasence of the dietary
supervisor, the following were pbeerverd,

1. There were no iabeke and dete klentified on
the foliowing food sigred inside the Kiichen
reach-in refrigerator

{a}. Food trays condaining glasses of thickened
soy-milk and thickensd crange juice. Glasses of
regular milk, crange, apple and prune juice were
not labeled.

The dietary supervisor in an interview was unable
1o identify the consistency of the thickened
soy-milk and thickened orange juice.

(b). There were no dates on left-over bags of
tortillas, and glasses of low -fat milk. There was
no label identifying a food tray conteining glasses
of high protein nourishrment,

2. Accunwiation of dust particies were
embedded in and arsund the kitchen reach-in
refrigarator copling sysiem fandguard.

3 There was rust observed on shelves ingide
the large reach-in refrigerator located near the
kitchen stove,

4. The temperaiure of vanilla ice-crearm inside
the ice-cream freezer was 10 degroey
Fahrenheil The thermometerwas lefiingide g 4
0z cup ice crsam for 30 minutes.

The facifity policy and procedures on food storage
indicated that ail food tems that are out of the

and found the tempearature of the
freezerand refrigeratorwas—.. . -
maintained at the correct
temperature.

* On 8/6/11, the dietary checked all
food stored in the refrigerator and
all other food was properly labeled
and stored at the appropriate
temperature. Refrigerator and
freazers were checked for any other
cleanliness issues and none were
found. On 8/6/11 the Dietary
Supervisor inserviced the dietary
staff on the proper procedures on
labeling and storing of food in the
refrigerator and freezer and to
ensure the refrigerator and freezer
are maintained in a clean manner
and cperating properly,

» The dietary supervisor will ensure
through weekly checking of the
refrigerator and freezer for proper
labeling and storage of food and the
cleanliness of starage area. Anon-
going inservice willbe givenon a
quarterly basis to dietary staff 1o
ensure compliance,

» The Registered Dietician and/or the
administrator will monitor monthly
through random checking of the
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, refrigerator and freezer for
Far ;?;i‘;‘:w Fr?;rp;%ebizpmper%y . in the F371)  continued compliance. Findings will
| refrigerators and shall be coversd, labeledand -_be-da'scusseddunngtbaaua rierty
dated. Quality Assurance and Assessment
ﬁmhmn ;:zxi;d shali be stored at 0 degrees © | meeting for compliance and o
ahranheit. : P
corrective action, if needed. ! (
F 441 | 483,85 INFECTION CONTROL, PREVENT F 441 ! 4 {-; ”
$8=0 | SPREAD, LINENS

The facility rmust establish and maintain an
Infection Contral Program degigned to provide &
safe, sanitary and comforizble asnvironment and
o help prevent the deveiopment and transmission
of dispase and infection.

{a} infogtion Control Program

The faclity must establish an infection Control
Program ynderwhich # -

{1} Investigates, confrols, and prevents infections
it the facility;

21 Decides whal procedures, such as isciation,
should be applied o an individual resident; and
{3} Maintains a record of incidents and comrective
actinns related to infections.

(b} Preventing Spread of Infection

(1} When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infaction, the facility must
isolate the resident.

{2) The facility rmust prohibit emplovees with a2
aormmunicable disease or infected skin lesions
from direct contact with residents or their food, i
dirgct contact will transmi the disesse,

{3} The facility must require staff 1o wash their
haris afier each direct resident contact for which
hand washing is indicated by accepled
professional practice.

F441

It is RGECH's policy to establish and

maintain an Infection Control Program

designed to provide a safe, sanitary
and comfortable environment and to
help prevent the development and
transmission of disease and infection,

o On 8/6/11 the medication nurse was
counseled on hand washing
pratocols after pushing a resident’s
wheelchair, after abtaining blood
pressure and after dropping
medication hottles on the fioor.
C.N.A. 1 was counseled on 8/6/11 to
not return linen to the clean linen
cart after it has been removed from
the cart. The linen returned was
immediately removed from the clean
linen cart and was inserted into the
dirty linen barrel,

& An inservice was given to the
licensed nursing staff by the DLON,
on 8/10/11 and 8/12/11 in regards
to the proper hand washing
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. ) protocols, specifically after touching
?a;::ﬂt‘mued From page 33 ‘ F441)  notentially contaminated surfaces,
¢} Linéng ..
_______ bersonne! Fust RERAIE. stors Fiotess &~ ~ | — . ..Aa.ndvafter:vob@mmg,hlmd gmssum e ©
N ﬁ‘gﬂgp{){&]igens 50 38 '{Q. preve!}t the spread of and medication bottles falling to the
infection. ’ - i T floor, AR InseRVICE wEs giVER o T T

C.N.A. staff on B/8/11 regarding the
proper handling of linen cutside of
This REQUIREMENT is not met as evidenced the clean linen cart and to prohibit

by: the returning of linen back to the
Based on obssrvation, staff interview and record lean linen 8 t

raview, the facility failed to ensure the residents' clean inen cart.

environment waz free from contamination. ¢ During daily rounds, the RN

Supervisor will ensure the

1. During the medication pass, the medication medication nurse is in compliance

nurse failed to wash her hands after pushing a

resident's wheelchair into the resident's room, with all hand washing protocols. The
after oblaining the resident's bicod pressure, and licensed nursing staff will ensure the
after dropping a bottle of multivitaming on the ; ing b 3
fioor. This deficient practice had the potential fo CN.A. staft is following infection
result in contamination of the medication cart. control protocols by ensuring any
_ ' ' linen taken out of the clean linen
i;z:; Céiﬁ (Wfﬁﬁiﬁ;:mﬁg 33%132?3%?2”%3 cart is not being put back to the cart,
ean towels from a resident's bedside an ) . o
placed thern back on the clean linen cart, which instead to be put into zhe-dirtynlmen
had the potential to result in contamination, barrel. A quarterly inservice will be
o given by the Director of Nurses and
Findings: the DSD to the licensad nurses and
1. On 8/6111 at 7:55 a.m., during observation of the C.N.A. stalf, respectively,
the momning madication pass, LN 1 pushed reganding infection control
Residant 15's wheelchair from the hatlvay into protocols,
the resident’s room, then relurned o the . .
medication cart and began preparing the + The DLON/RN, Supervisor will
resident's medications without first washing or monitor daily and the pharmacy
sanitizing her hands. After preparing the consultant monthly during thelr visit

medications, LN 1 oblained the resident’s blood . N
pressure reading, then again retumed fo the to ensym m‘fect:fm control )
medication cart, touching the cart, and botties compliance is being met during
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» medication pass. The
F 441 ?Qf::’;f‘g F’fﬁégwt% bin her hands, Wi F441  p.0o.N.fLicensed nursing staff will
inside the carl, without washing ber hands. While X . . :
preparing Resklent 7's medications, LtN1~ — monitor.daily for. infection control . ..
accidentally dropped a bottle of multivitaming on compliance regarding the clean linen
the floor, picked up the hottle, thenplaced Fback @ ™7 and the clean liven cart, All findings |
in the medication cart. She continusd fo prepare ; 2 d duri
the resident's medications without washing of will be d'scuss‘? uring the
sanitizing her hands. Quarterly Quality Assurance and
Assessment committee meeting for
Cn8fitat1lam, LN S’t&t&d she shouid ) {:Qmpﬁan{;e and corrective action, if e[g{”
have washed her hands after direct contact with needed
Resident 15, and immaediately after picking up the -
bottie of muliivitarnins due to potential for
contaringtion,
2. On 86741 at 836 a.rm. dyring observatlion of
the msdication pass for Resident 7, CNA 1 was
cheerved ramoving two clean foweis from the
bedside table of Resident 7's roommate, then
sefuming the towelds 1o the ciean linen cart in the
hallway.
During an interview with CNA 1 immediately
following, she indicated she should not have
refurned the towels to the linen cart due to
potential for contaminationfinfection control,
F 456 | 483.70(v)(2) ESSENTIAL EQUIPMENT, SAFE F 455
a5=0 | OPERATING CONDITION EAGE
The Tacility must maintain ali essential ftis RGECH's p"ﬁ?” fo maintain all
mechanical, electrical, and patient care essential mechanical, electrical, and
aquipment in safe operating condition. patient care equipment in safe
operating condition.
This REQUIREMENT is not met as evidencad = On 8/8/11, the maintenance
%&d o g " ity supervisor repaired the water leak
on observation and interview, the fzoili
foitad fo mairdain essenlial mechanicad laundey from laundry washer #2.
room equipment in a safe operating condition.
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4 _ » On 8/8/11, the maintenance
F 456 %:mtmued Frotm Tag: 35ﬁ_° N h F458|  supervisor inspected alt washing
ere was water leaking from the laundry washer .
- | oo the floar i ‘machines.and no other water leak | _
was found.
~ {Findings | & Theé mainténance supervisor
On 8/6/11, at 11:40 a.m., during the general inserviced taundry staff on 8/10/11
observation of the facility's laundry room, in the to promptly report of any repair
presence of the maintenance supervisor, there issues with the washers to the
was water leaking from the laundry washer #2 maintenance supervisor. A log was
onto the fioor. . .
provided for any repairs to be
A cloth towel was observed being used to catch resolved.
the water leaking from the washer. o The administrator will monitor
During an interview on the same date at 11:41 j(hrough a.udltlng the repair log and
a.m., that maintenance supervisor stated he was interviewing the laundry staff
not aware of the leaky washer. monthly to ensure all repairs are ?/ 5[ f
F 458 | 483.70(d)(1)(ii) BEDROOMS MEASURE AT FA458| ompleted timelv. All findings will
$s=B | LEAST 80 SQ FT/RESIDENT P Y- 4

Bedrooms must measure at least 80 square feet
per resident in multiple resident bedrooms, and at
least 100 square feet in single resident rooms.

This REQUIREMENT is not met as evidenced
by:

Based on observation, the facility failed to ensure
that all bedrooms measured at least 80 square
feet (sq. ft.) per resident in multiple resident
bedrooms for 12 of 17 resident rooms.

Findings:

On 8/7M11, at 3:25 p.m., during the general
observation of the physical environment of the
facility in the presence of the maintenance
supervisor noted that 12 of 17 resident rooms did

be discussed during the Quarterly
Quality Assurance and Assessment
committee meeting for compliance
and corrective action, if needed.

F458

It is RGECH's policy to have at least 80
square feet per resident in multiple
resident bedrooms, and at least 100
square feet in single resident rooms.

e The facility submitted a room
variance to the surveyor on 8/7/11
for rooms 101, 102, 104, 106, 109,
110,111, 112, 114, 115, 116, and
117. All rooms had ample space for
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’ residents to move arcund freely in
F 458 | Continusd From page 38 F 458

not measures B0 sguare feel per resident. On

877711, the administrator submitied & room waiver

maet the mininum reguirament. A review of the
room walver includad the foliowing information.

; Room No. of Beds Square Feet

| ™ 2 145
102 3 238
104 4 309
108 4 289
109 4 303
110 2 150
111 2 150
112 2 150
114 2 154
115 2 150
116 2 145
17 2 145

The minimum square footage for a 2-bed mwom is
B0sq . adbedrmomis2dd sqg i, anda
4A-ped room is 320 8. L.

The evaiustur noled ihat the residents were able
i move freely around in thelr rooms and there
wers suifisient spaces for regident care
equipment. The rooms had adeguatle privacy
ourtain for each resident and the rooms had
direct aocess o the corridor. The rasidents stated
that thay did not have any problemes with thelr
fOOMmS,

the rooms and for resident care
—— |- -equipment. Allthe roomshad....
adeguate privacy curtain for each

corridor,

» On 8/7/11 the maintenance
supervisor measured the remaining
rooms and all those were found to
be i compliance with agpropriate
square footage.,

= The facility will continue 10 ensure
the residents in the variance rooms
to have ample space to move around
freely and have sufficient space for
resident care equipment.

« The administrator/assistant
administrator will monitor monthly
the rooms 1o ensure residents have
ample space to be able 10 move
around freely and for the resident
care equipment. All findings will be
discussed during the Quarterly
Guality Assurance and Assessment
meeting for compliance and
carrective action, if needed,

q/s [z/
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The following reflects the findings of the
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