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F 000 INITIAL COMMENTS 

The following represents the findings of the 
California Department of Public Health during a 
recertification survey conducted 8/1512011 • 
8/18/2011 . 

Representing the Department: 

HFEN 17136 
HFEN 17332 
HFEN 18972 
HFEN 27788 

The facility census was 81 and the survey sample 
size was 17. 

F 156 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF 
SS~D RIGHTS, RULES. SERVICES, CHARGES 

The facility must inform the resident both orally 
and in writing in a language that the resident 
understands af his or her rights and all rules and 
regulations governing resident conduct and 
responsibilities during the stay in the facility. The 
facility must also provide the resident with the 
notice (if any) of the State developed under 
§1919(e)(6) of the Act. Such notification must be 
made prior to or upon admission and during the 
resident's stay. Receipt of such information, and 
any amendments to it, must be acknowledged in 
writing . 

The facility must inform each resident who is 
entitled to Medicaid benefits, in writing, at the time 
of admission to the nursing facility or, when the 
resident becomes elig ible for Medicaid of the 
items and services that are included in nursing 
fac;I;!y serv;ces under the ~ for 

it 
which the i r.,.ay not be those 
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10 PROVIDER'S PlAN :':, (X5) 
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION 

TAG CROSS·REFERENCED TO THE APPROPRIATE "'" DEFICIENCY) 

F 000 ~E ARE HEREBY SUBMITTING I.lO/03/ 1 
OUR PLAN OF CORRECTION 
FOR THE SURVEY COMPLET ED 
ON AUGUST 18 . 201 1. THIS 
!~ OUR CREDIBLE ALLEGATION 
OF COMPLIANCE. 

F 156 THE MEDICAID FRAUD UNIT 
HAS BEEN ADDED TO THE 
CONSUMER BOARD AND THE 
MEDICARE DENIAL LETTER 
HAS BEEN AMENDED BY T HE 1¥:sJII 
BUSINESS OFFICE . 
ONLY ONE DENIAL LETTER 
WILL BE USED HENCEFORTH 
WHICH THE CENTERS FOR 
MEDICARE AND MEDICAID 
REQUIRES . ALL POST I NGS 
OF CONSUMER INFO AND 
DENIAL LETTERS WILL BE 
MONITORED BY THE 
ADMINISTRATOR DURING 
POLICY AND PROCEDURE 
REVIEW. 

TITLE 

ADMINISTRATOR 09/07/11 
Any deficiency statement ending with i : ~) d '.~_o!~_s a deficiency which the Institution may be excused from correcting providing it is determined Ihat 
other safeguards provide sufficient . (See instructions.) Except fo r nursing homes, the findings stated above are disclosable 90 days 
following the date of sUNey whether or not ~·p·I;~· ·~f 'correction is provided. For nursing homes, the above find ings and plans of correction are disclosable 14 
days following the date these documents are made available to the facility. If deficiencies are cited , an approved plan of correction is requisite to continued 
program participation , 
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F 000 INITIAL COMMENTS 

The following represents the findings of !Me 
California Department of Public Health during a 
recertification survey conducted 8/15/201 1 • 
8/18/2011 . 

Representing the Department: 

HFEN 17136 
HFEN 17332 
HFEN 18972 
HFEN 27788 

The facility census was 81 and the survey sample 
size was 17 

F 156 483.10(b)(5) • ('0), 483. '0(b)(1) NOTICE OF 
SS~D RIGHTS, RULES. SERVICES, CHARGES 

The facility must inform the resident both orally 
and in writing in a language that the reslden! 
understands of his or her rights and all rules and 
regUlations governing resident conduct and 
responsibilities during the stay in the facil ity. The 
facili ty must also provide the resident with the 
notice (if any) of the State developed under 
§1919(e)(6) oflhe Act. Such notification must be 
made prior to or upon admission and during the 
resident's stay. Receipt of such information , and 
any amendments to it, must be acknowledged in 
writing . 

The facility must inform each resident who is 
entitled to Medicaid benefits. in writing, at the time 
of admission to the nursing facility or, when the 
resident becomes eligible for Medicaid of the 
items and services that are included in nursing 
facility services under the State plan and for 
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F MEDICAID FRAUD UNIT 
HAS BEEN ADDED TO THE 
CONSUMER BOARD AND THE 
MEDICARE DENIAL LETTER 
HAS BEEN AMENDED BY THE I¥:sjll 
BUSINESS OFFICE . 
ONLY ONE DENIAL LETTER 
WILL BE USED HENCEFORTH 
WHICH 'rHE CENTERS FOR 
MEDICARE AND MEDICAID 
REQUIRES . ALL POSTINGS 
OF CONSUMER INFO AND 
DENIAL LETTERS WILL BE 
MONITORED BY THE 
ADMIN ISTRATOR DURING 
POLICY AND PROCEDURE 
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Any deficiency statement ending with i :=) d ~a deficief\~ which the institution may be excused from correcting providing i! is determIned that 
other safeguards provide suffiCient t ,10 t . (See instructions.) Except for nursing homes, the findmgs stated above are disclosable 90 days 
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days fol lowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan 01 correction 15 requisite to con tinued 
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F 158 Continued From page 1 
other Items and seNlces that the facility offers 
and for wnlc;h the resident may be charged, and 
the amount of charges fO( those services; and 
inform each residenl when changes are made to 
the items and services specified in paragraphs (5) 
(i){A) and (9) of this seclion. 

The facllJty must inform each resident before, or 
al the time of admiSSion, and periodically during 
Ihe residenrs stay, of services available in the 
facility and of charges for those services, 
including any charges for services nol covered 
under Medicare or by the facUlty's per diem rate. 

The faclUty must furnish a written description of 
legal rights which includes: 
A descriplion of the manner of protecting 
personal funds, under parag raph (c) of this 
section; 

A description of the requirements and procedures 
for establishing eligibility for Medicaid, including 
Ihe righ llO request an assessment under section 
1924(C) WhIch determines the extBnt of a couple's 
non-exempl resources at the time of 
institutionalization and attributes to the community 
spouse an equilable share of resources which 
cannot be considered available for payment 
loward the cost of lhe Institutionalized spouse's 
medical care In his or her process of spending 
down to MedicaId eligibility levels. 

A postlog of names, addresses, and telephone 
numbers of aU pertinent Stale clienl advocacy 
groups such as the Stale sUlVey and cl!rtifiCC1tion 
agency, the State licensure office, the Slate 
ombudsman program, the protection and 
advocacy network. and the Medicaid fraud conlrol 
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F 158 Continued From page 1 
other Items and services that the facility offers 
and for which the resident may be charged, and 
the amount of charges for those services: and 
inform each resident when changes are made 10 
the ilems and services speclflE!d in paragraphs (5) 
(i)(A) and (8) of this section. 

The facility must inform each resident before. or 
at the time 01 admisskm, and perIodically during 
the resldenrs stay, of servIces available in the 
facil ity and of charges for those services, 
including any Charges for services not covered 
under Medicare or by the facility's per diem rale. 

The facUlty must fumlsh a written description of 
legal rights which includes: 
A descriplfon of the manner of protectlng 
personal funds, under paragraph (c) of this 
section; 

A descripvQn of the requirements and procedures 
lor establishing eUglbllity for MedIcaid, includIng 
the righlto request an assessment under section 
1924(C) WhIch determInes the extent of a couple's 
non-exempt resources at the time of 
institutionalization and attrIbutes to the communIty 
spouse an equitable share of resources which 
cannot be considered available for payment 
toward the cost of Ine Institutionalized spouse's 
medical care In his or ner process of spending 
down to MedicaId eligibility levels. 

A postiog of names, addresses, and telephone 
numbers of aU pertinent Stale client advocacy 
groups sucn as lhe State survey and certinciltion 
agency, the Stale licensure office, Ihe Stale 
ombudsman program, the protection and 
advocacy network. and the Medicaid fraud conlrol 
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F 156 Continued From page 2 F 156 

un!!; and e statement that the resident may file a 
complaint with the Stale survey and certification 
agency concerning resident abuse, neglect, and 
misappropriation of resident property In the 
facility, and non-compNance with Ihe advance 
directives requirements. 

The fac~ i ty must comply with the requirements 
specified In subpart I of part 489 of this Chapter 
related to maintaining written policies and 
procedures regarding advance directives. These 
requirements Include proVisions to Inform and 
provide written Information to all adult residents 
concerning the right to accept or refuse medical 
or surgicallreatment and, 211 the individual's 
opllon, formulate an advance directive. This 
Includes a Writlen description of the facility's 
policieS to Implement advance directives and 
applicable Stale taw. 

The facility must Inform each resident of the 
name, specialty, and way of contacting the 
physician responsible for his or her care. 

The facility must prominently display In the facility 
written informaUon, and provide to residents and 
applicants fOf admission oral and written 
information about how to apply for and use 
Medicare and MedicaId benefits, and how to 
receive reflJnds for previous payments covered by 
such benefits. 

This REQUIREMENT is not met as evidenced 
by: 
Based on staff interview and document review, 

lhe facility f!liled (0: 
1. Ensure residents received the COfreet 
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F 156 Continued From page 2 F 156 
un!!; and a statemenl thaI the resident may file a 
complaint with the State survey and certificallon 
agency concernIng resident abuse, neglect, and 
misappropriation of resident property In the 
facility, and non-compHance with the advance 
directives requirements, 

The facUlty must comply with the requirements 
specified In subpart I of part 489 of this Chapter 
related to maintaining written policies and 
procedures regarding advance directives. These 
requirements Include provlsions to Inform and 
provide written 'nformation to a~ adult residents 
concernin,g the rIght 10 accept or refuse medical 
or surgical treatment and, at the individuars 
option, formulate an advance directive. This 
Includes a written description of the facility's 
politieS to Implement advance directives and 
applicable Stale law, 

The faoility must Inform each resident of the 
name, specialty, and way of contacting the 
physician responsible for his or her care, 

The facility must prominently display In the facility 
written Informatlon, and provide to residents and 
applicants for admission oral and written 
information about how 10 apply for and use 
Medicare and Medicaid benefits, and how to 
receive refunds for prevIous payments covered by 
such benefils, 

ThIs REQUIREMENT is not met as evidenced 
by: 
Based on staH' Interview and document review, 

the facility felled to! 
1. Ensure residents received the correct 
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F 156 ConUnued From page 3 
notification letter, of their right to request 
submission of their bill to Medicare, following the 
delerminaUon by the facmty thai they no longer 
qualJfled for servIces under Medicare as required 
by Cenlers for Medicare and Medicaid Services 
(CMS). 
2. Ensure Informallon concernIng the MediCal 
Fraud Control Unit was posted fOr a census of 81 . 

Findings: 

1. The nolice issued to residents whetl Medicare 
no lOnger covers the slay was reviewed on 
8/18/11 . The notice being used by !he facility was 
nol the c:orred notice that eMS required. 

An interview was conducted with Business Office 
Staff on 8/18111 at 10 a.m. She provided the 
nolk:es currently being used by Ihe facility. She 
stated she was unaware of the notice required by 
eMS. 

2. Review of the facility's required federal 
postings was conducted on 8/15/11 . Consumer 
Information regarding how to contact lhe 
Medicaid Fraud and Abuse Unit was not posted. 

An interview was conducted with the 
Administrator on 8115111 at 9 a.m. The 
Administrator acknowledged the consumer 
Information was not posted for public access. 

F 221 463.13(.) RIGHT TO BE FREE FROM 
SS=D PHYSICAL RESTRAINTS 

The resident has the right to be free from any 
physical restraints Imposed for purposes of 
discipline or convenience, and not required 10 
treat the resident's medical symptoms. 

EvanlID. tSOK11 
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notification leiter, of IMir fight to request 
submission of their bUI to Medicare, following Ihe 
determination by the facility thallhey no longer 
qua/med for services under Medicare as required 
by Centers for MedIcare and Medicaid Services 
(eMS). 
2. Ensure InformatIon concernIng the MediCal 
Fraud Control Unit was poSled for a census of 81 . 

FIndings: 

1. The notice issued 10 resIdents when Medicare 
no longer covers the stay was reviewed on 
8/18/11. The noUce being used by the facUlty was 
nol the correct notice thai eMS required. 

An interview was conducted wilh Business Office 
Staff on 8/18/11 at 10 a.m. She provided the 
noUces currently being used by Ihe facilIty. She 
stated she was unaware of the notICe required by 
eMS. 

2. Review of the faejUly's required federal 
postings was conducted on 8/15/11 . Consumer 
Information regarding how to conlacllhe 
Medicaid Fraud and Abuse Unit was not posted. 

An interview Was conducted with the 
Administrator Or] 8115111 at 9 a.m. The 
Administrator aCknowledged the consumer 
Information was not posted for public access. 

F 221 463.13(0) RIGHT TO BE FREE FROM 
SS=D PHYSICAL RESTRAINTS 

The residei'll has the right 10 be free from any 
physical restraints Imposed for purposes of 
discipline or convenience, and 1'101 required 10 
treat the resident's medical symptoms. 
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This REQUIREMENT is nol met as evidenced 
by: 
Based on observation, staff inlerview and clinical 

record review, l/'Ie facUlty failed to ensure 1 of 17 
sampled residents (2) did not rseeive bilateral 
side rails in the raised position without an 
assessment andlor Physician's Order. 

Findings: 

Resident 2 was admitted 10 the facility on 7127111. 
She had diagnoses including rehabilitation for a 
fractured hip and dementia. 

An observation of Resident 2 was conducted on 
8115/11 at 8:40 a.m. She was lying In bed with 
both Side rails In the raised position with padding 
on both side ralls. A tab alarm was attached to 
the resident. 

An observallon of Resident 2 waS conducted on 
8118/11 at 9:20 a.m. She was lying In bed with 
the bed against the wall on one sida and the side 
rail of the other side in the raised positton with 
padding on the rall. A lab alarm was attached 10 
the resident. 

Residenl2's clinical record contained no 
documented evidence of a PhysIcian's Order for 
side rails in the raised posItion. There was no 
documented evidence of a Side Ralls 
Assessment In the clinIcal record. There was a 
PhysIcIan's Order, dated 812111, (or "overlay 
padding both side rails." 

A concurrent IntervIew was conducted with 
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F 221 ONTINOED FROM PAGE 4 0/03/1 
IMPLEMENTATION OF SIDE 
RAILS WILL BE GIVEN TO 
THE NURSING STAFF BY THE 
DIRECTOR OF STAFF 
DEVELOPMENT . SlDERAIL 
PLACEMENT WILL BE AUDITED 
MONTHLY BY THE TREATMENT 
NURSE TO ENSURE UP AND 
DOWN RAIL ORDERS ARE 
FOLLOWED. SIDERAILs WILL 
BE MONITORED ON EACH SHIF 
BY LICENSED NURSES TO 
ENSURE PROPER POSITIONING 
OF RAILS OCCURS. SIDERAI 
AUDITS COMPLETED BY THE 
TREATMENT NURSE WILL BE 
REVIEWED BY THE 
QUALITY ASSESSMENT 
COHMITTEE QUARTERLY TO 
ENSURE SIDERAIL 
POS IT10NING I S CORRECT. 

. 
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SUMMARY STATEMENT Of DEFICIENCIES 

P FIX (EACH OEFICIENCY MUST BE PRECEOeO BY FULL ,.G REGUlATORY Oft lSC IDENTIFYING INFORMATION) 

F 221 Continued From page 4 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, staff Interview and clinical 

record review, the facUlty failed 10 ensure 1 of 17 
sampled residents (2) drd nol receive bilateral 
side rails in the raised pos!tlon without an 
!ssessment andlor Physician's Order. 

Findings: 

Residenl 2 was admiUed 10 the fac;il ity on 7127111. 
She had diagnoses including rehabilitation for a 
fractured hip and dementia. 

An observation of Resident 2 was conducted on 
8/15111 a15:40 a.m. She was lying In bed with 
both sIde rails In the raised position wJth padding 
on both sIde ralls. A lab alarm was attached to 
Ihe resident. 

An observation of Resident 2 was conducted on 
8118/11 at 9:20 a.m. She was lying In bed With 
the bed against the walt on one side and the side 
ralt of the other sIde in the raIsed posilton with 
padding on the raIl. A tab alarm was attached to 
the resident. 

Residenl2's clinical record contained no 
documanted evIdence of a PhysIcian's Order for 
sIde rails in the raised poSition. There was no 
dOcUmented evidence of a Side Ralls 
Assessment )n Ille cUnlcal record. There was a 
PhysICIan's Order, dated 81211 1, for "overlay 
padding both side rails." 

A concurrent IntervIew was conducted with 
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F 221 ONTINUED FROM PAGE 4 0/0 3 /1 
IMPLEMENTATION OF SlOB 
RAILS WILL BE GIVEN TO 
THE NURSING STAFF BY THE 
DIRECTOR OF STAFF 
DEVELOPMENT. S!DERAIL 
PLACEMENT WILL BE AUDITED 
MONTHLY BY THE TREATMENT 
NURSE 'ra ENSURE UP AND 
DOWN RAIL ORDERS ARE 
FOLLOWeD. SIDERAILS WIt.L 
BE MONITORED ON EACH sHlr 
BY LICENSED NURSES TO 
ENSURE PROPER POSIT IONING 
OF RAILS OCCURS. SIDERAI 
AUDITS COMPLETED BY THE 
TREATMENT NURSE WILL BE 
REVIEWED BY THE 
QUALITY ASSESSMENT 
COHMITTEE QUARTERLY TO 
ENSURE SIDERAIL 
POSITtoNING IS CORRECT. 
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F 221 Continued From page 5 
Certified Nurses AsSistant (CNA) 1 and licensed 
Nurse (LN) 1 on 6/18/11 at 9:20 a.m. CNA 1 
stated Resident 2's side rails were not supposed 
10 be In the raised position. She slated some of 
the staff automallcalty put Ihe rails up after caring 
for the resldenl She stated Resident 2 had an 
order 10 have a lab alarm attached. IN 1 stated 
she had discussed with other staff members the 
conflicting order of "overlay padding both side 
rails" whl1e not having an order for Ihe side raUs to 
be in lhe raised position. 

An interview was conducted wilPl lN 2 on 8/18111 
at 9;25 a.m. Slle stated slle had conducted many 
Inservices regarding tM use of side rails. She 
stated slle is "constantly reminding staff" about 
keeping side ralls down. 

F 241 483.15(0) DIGNITY AND RESPECT OF 
ss=o INDIVIDUALITY 

The facility must promote care for residents In e 
manner and in an environment tllat maintains or 
enhances each residenrs dignity and respect1n 
full recognition of hIs or her Individuality. 

This REQUIREMENT is not mel as evidenced 
by: 
Based on observatlon and staff interview, the 

facility failed to ensure appropriate body coverage 
during transport from the shower for 1 of 4 
unsampled residents (21). 

Findings: 

On 8/15/11 at 9.40 a.m , Resident 21 sat In a 
shower ellair during transport from Ihe shower to 
her room. ApproXimately 4 Inches across 
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F 221 

F 241 ~HB RESIDE NT RIGHTS POLICY' 0/03/1 NO PROCEDURE WILL BE ~E-
VIEWED TO ·NURSING STAFF BY 
WHE DIRECTOR OF STAFF 
PEVELOPMENT SPECIfICALLY, 

ESIDENT PRIVACY DURING 
~HOWER TRANSPOkT. THIS 
R~VIEW WILL ENCOMPASS ALL 
RESIDENTS. THE LICENSED 
sTAFF AND· SUPERVISORS WILL 
MONITOR RESIDENT PRIVACY 
DAILY. LICENSED STAFF WILL 
REPORT RESIDENT PRIVACY 
COMPLIANCE QUARTERLY TO 
THE QUALITY ASSESSMENT 
COMNITTEE FOR REVIEW. 
THIS INSERVICE PLUS 
CONTINUED MONITORING WILL 
ENSURE RESIDENT PRIVACY 
~!D DIGNITY IS MAINTAINED 
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F 221 Continued From page 5 
Certified Nurses AssIstant (CNA) 1 and licensed 
Nurse (LN) 1 Oi'1 8/18/11 at 9:20 a.m. CNA 1 
stated Resident 2's side rails were not supposed 
to be In the raised position. She slaled some of 
the staff automatlcalty pul lhe rails up after caring 
for the resldenl She slated Resident 2 had an 
order to nave a lab alarm artached. IN 1 staled 
she had discussed with other staff members the 
conflIcting order of "overlay padding both side 
rails" whIle not having an order fOf the side raUs 10 
be in lhe raised position. 

An interview was conducted wittl LN 2 on S/1BJ11 
at 9;25 a.m, She staled she had conducted many 
Inservices regarding 1!'Ie use of sIde rails, She 
stated she is "constantly reminding staff' about 
keeping side ra lls down, 

F 241 463.15(0) DIGNITY AND RESPECT OF 
ss:so INDIVIDUALITY 

The faoility must promote care for residents In B 
manner and in an environment that maintains or 
enhances eacn residenh dignity and respeclln 
full recognition of his or ner Indivfduallly. 

This REOUIREMENT is not mel as evidenced 
by: . 
Based on observation and staft intervIew, the 

(acility (aited to ensure appmpriate body coverage 
during transport from the shower for 1 of 4 
unsampled residents (21), 

Findings: 

On 8/15/11 a19,40 a.m , Resident 21 sat In a 
shOWer chair during transport from the shower to 
her room. Approximately 4 Inches across 
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. 
F 241 HB RESIDENT RIGHTS POLICY 0/ 03/1 

NO PROCEDURE WILL BE RE-
VIEWED TO ·NURSING STAfF BY 
WHE DIRECTOR OF STAFF 
PEVELOPMENT SPEC IFICALLY , 
~~SIDENT PRIVACY DURING 
~HOWER TRANSPORT. THIS 
R~VIEW WILL ENCOMPASS ALL 
RESIDENTS. THE LICENSED 
STAFF AND· SUPERVISORS WILL 
MO~ITOR RESIDENT PRIVACY 
DAILY. LICENSED STAFF WILL 
REPORT RESIOE~T PRIVACY 
COMPLIANCE QUARTERLY TO 
THE QUALITY ASSESSMENT 
CDMNITTEE FOR REVIEW. 
THIS INSElWICE PLUS 
CONTINUED MONITORING WILL 
ENSURE RESIDENT PRIVACY 
~~D DIGNITY IS MAINTA.INED 
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F 241 Continued From page 6 
Resident 211s entire buttocks were exposed. The 
exposed area could be Viewed by other people 
who were In the hallway. 

An Interview was conducted with the 
Administra tor on B/15/11 at 9:41 a.m. 'vVhen 
asked what could be seen as Resident 21 
continued down the hallway, 'the Administrator 
responded it was "something you're not supposed 
to,~ referring to Resident 21 's buttocks, 

F 250 483.1S(g)(1) PROVISION OF MEDICALLY 
SS"D RELATED SOCIAL SERVICE 

The facility must provide medically-related social 
services to attaIn or maIntain the highest 
practicable physIcal, menial, and psychosocial 
well-being of each resident. 

This REQUIREMENT Is not mel as evidenced 
by: 
Based on staff Interview and clinical record 
review, the faciUty failed to ensure. a conSUltation 
appointment was arranged for 1 of 17 sampled 
residents (3). 

Findings: 

Resident 3 was admitted to the facility on 319111. 
She had diagnoses including anemls. 

Residenl3 had a Physician's Order, dated 7/2/11 , 
for a consultallon appoIntment with a 
hematologist (physician who specializes j~ 
disorders of the blood). There was no 
dooumented evidence a consultation appointment 
had been arranged for Resident 3. 
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.. 
F250 A CONSULT HAS BEEN RE- 10 /03/ 

QUESTED FOR RESIDENT 3 FOR 
A HEMATOLOG I ST CONSULT. 
AN AUDIT OF PHYSICIAN 
VISITS WILL BE COMPLETED 
BY THE MEDICAL RECORD 
DEPARTMENT FOR ALL 
RESID.ENTS. AN INSERVICE WI L 
BE GIVEN BY THE DIRECTOR 
OF STAFF DEVELOPMENT TO 
NURSING STAFF ON REVIEWING 
THE SOCIAL SERVICE RE-
QUEST FORM SPECIFICALLY, 
THE SCHEDULING OF DOCTOR 
APPOINTME~TS; A NEW 
MONTHLY AUDIT OF PHYSICIAN 
CONSULT REQUESTS WILL BE 
COMPLETED BY THE MEDICAL 
RECORDS DEPARTMENT TO 
MONITOR PHYSICIAN CON-· 
SULTANT VI SITS FOR 
RESIDENTS. THIS AUDIT 
WILL ENSURE NO DOCTOR 
APPOINTMENTS ARE MISSED. 
r10NTHLY DOCTOR visil· 
AUDITS WILL ALSO BE 
REVIEWED BY TH E QUALITY 
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SUMMARY STATEMENT Of OEFICL~CIES 
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F 241 Continued From page 6 
Resldenl21 's entire buttocks were exposed. Tile 
exposed area could be viewed by other people 
who were In the hallway. 

An InteMBW was conducted with the 
Administrator on 8115/11 319:41 a.m. When 
asked what could be seen as Resident 21 
conUnued down the hallway, loe Administrator 
responded it Was "something you're not supposed 
to,~ referring to Resident 21 's bullocks, 

F 250 483.1S(g)(1) PROVISION OF MEDICALLY 
SS.D RELATED SOCIAL SERVICE 

The facility must provide medlcally-related social 
services 10 attain or maln/ain the highest 
practicable phYSical, mental, and psychosocial 
well-being of eaCh resident 

This REQUIREMENT Is nol met as evidenced 
by; 
Based on slaft Interview and clinical record 
review, the facility failed to ensure.a consultation 
!ppo;nt~ent was arranged for 1 of 17 sampled 
,esWents (3). 

Findings: 

Resldenl3 was admitted to the facility on 3/9111. 
ShB had diagnoses including anemia. 

Residenl 3 had a Physician's Order, dated 712111 , 
for a consultation appointment with a 
hematologist (phy sician who specializes in 
disorders of the blood). There was no . 
documented evidence a consultation appointment 
had been arranged for Resident 3. 
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F 250 A CONSULT HAS BEEN RE- 10/03/ 1 
QUESTED FOR RESIDENT 3 FOR 
A HEMATOLOGIsT CONSULT . 
AN AUDIT OF PHYSICIAN 
VISITS WILL BE COMPLETED 
BY THE MEDICAL RECORD 
DEPARTMENT FOR ALL 
RESIDENTS. AN INSERVICE WI L 
BE GIVEN BY THE DIRECTOR 
OF STAFF DEVELOPMENT TO 
NURSING STAFF ON REVIEWING 
THE SOCIAL SERVICE RE-
QOEST FORM SpeCIFICALLY, 
THE SCHEDULING OF DOCTOR 
APPOINTMENTS: A NEW 
MONTHLY AUDIT OF PHYSICIAN 
CONSULT REQUESTS WILL BE 
COMPLETED BY THE MEDICAL 
RECORDS DEPARTMENT TO 
MONITOR PHYSICIAN CON- , 
SULTANT VISITS FOR 
RESIDENTS. THIS AUDIT 
WILL ENSURE NO DOCTOR 
APPOINTMENTS ARE MI SSED. 
MONTHLY DOCTOR VIS'I1' 
AUDITS WILL ALSO BE 
REVIEWED BY THE QUALITY 

feelily 10; CAD300Q0020 1/ conllnllllUon shel ' PUQI 7 of 16 

I 

'\ 
'i 



Sep. 23. 2011 2:45PM 

DEPARTMENT OF HEALTH AND HUMAN SE:RVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES (X1) PROVlOEIVSUPPUERfCUA 
AND PLA N OF CORRECTION l DENTl~ICATtON NUMBeR: 

055288 
NAME OF PRov'lOE'R OR SUPPLIER 

WINE COUNTRY CARE CENTER 

(X~) 10 SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH oEftC'ENCYMUST SE PRECEDED BY FULL 

TAG REGln.ATORY OR l SC IOe,mfYING INFORMATION) 

F 250 Confinued From page 7 

An Interview was conducted with Social Services 
Staff (SSS) on 8116111 at 3:45 p.m. He staled he 
had nol received notification 10 arrange a 
consultation appointment. for Resident 3. He 
stated Nursing was supposed to ~II out a referral 
slip and place II in his box. He slated no such 
notification had been placed in hi$ box. 

F 276 483.20(c) QUARTERLY ASSESSMENT AT 
SS=D LEAST EVERY 3 MONTHS 

A facUlty musl assess a resident using the 
quarterly reviflw Instrument specified by the Siale 
and approved by CMS nolless frequenUy than 
once every 3 monlhs. 

This REQUIREMENT is nol met as evidenced 
by: 
Based on staff In terview and clinical record 

review, the facility failed 10 ensure a quarterly 
MinImum Data Set (MDS - an assessment tool) 
was completed on time for' of 17 sampled 
residents (12). 

FindIngs; 

Resident 12 was admitted to the facility on 
8/1 8/10. He had diagnoses including Alzheimer's 
dementia. 

Resident 12's cl1nlcal record contained a quarterly 
MOS, dated 1011/10. The next quarterly MDS 
was dated 211/11, four months Jater. 

An interview was conducted with the MDS 
Coordinator on 8117/11 at 10:50 8.m She stated 
the quarterly MOS! dated 211/11. was one month 
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F 250 CONTINUED FROM PAGE 7 10/03/ 
ASSESSMENT COMMITTEE 
QUARTERLY TO ENSuRE 
COMPLIANCE . 

F276 RESIDENTS 1 2 QUARTERLY 10/03/ 
ASSESSMENT WAS C0JI1PLETED. 
AN AUDIT WILL BE DONE or 
ALL RESIDENTS TO DETERMI NE 
IF ANY OTHER ASSESSMENTS 
NEED COMPLETION ~I THIN 3 
MONTHS . A NEW AUD1T WILL 
OCCUR MONTHLY OF ALL 
MINIMUH DATA SETS 
AS SESSMENTS TO AUDIT T I MEL 
MINIMUM DATA SETS 
AS SESSMENTS. THE AUDITS 
WILL BE REVIEWED MONTHLY 
BY THE MEDICAL RECORDS 
CONSULTANT TO MONITOR 
TIMELY MINIMUM DATA SETS 
ASSESSMENTS SPECIFICALLY, 
QUARTERLY AS SESSMENTS . 
MINIMUM DATA SETS 
ASSESSMENTS WILL BE ADDED 
TO THE QUALITY 
A SSESSMENT COMMITTEE 
MONITORING MINIMUM OATA 
SETS ASSESSMENTS QUARTERL . 
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F250 Continued From page 7 

An Interview was conducted with Social Services 
Staff (SSS) on 8116f11 at 3:45 p.m. He stated he 
had not receIved notification to arrange a 
consultation appointment· for Resident 3. He 
stated Nursing was supposed 10 fi ll out a referral 
slip and place n in his bolo:;, He slated no such 
nollficalion had been placed in hi~ box. 

F 276 483.20(c) QUARTERLY ASSESSMENT AT 
ss"'o LEAST EVERY 3 MONTHS 

A facUlty must essess a resIdent using the 
quarterly review Instrument specified by the Siale 
and approved by eMS nol less freQuenlly than 
once every 3 months. 

This REOUIREMENT is not met as evidenced 
by: 
Based On staff Interview and clinical record 

revIew, the faciJ!ty failed to ensure a quarterly 
MinImum DiJla Sel (MOS· an assessment 1001) 
was completed on time for 1 0117 sampled 
residents (12). 

FindIngs: 

Residenl12 was admitted to the facili ty on 
8118/10. He had diagnoses InCluding Alzheimer's 
demen~a. 

Resident 12's clinical record ~ntained a quarterly 
MOS. daled 1011110. The nexl quarterly MDS 
was daled 2/1/11, four months later. 

An interview was conducted with the MDS 
Coordinator on 8(17/11 at 10:50 8.m She slated 
the Quarlerly MOS. dated 211 /11 , was one month 
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F 250 CONTINUED F'ROM PAGE: 7 10/03/ 
ASSESSMENT COMMITTEE 
QUARTERLY TO ENSURE 
COMPLIANCE. 

F27B RESIDENTS 12 QUARTERLY 10/03/ ASSESSMENT WAS CQlIIPLETED . 
AN AUDIT WILL BE OONE OF 
ALL RESIDENTS TO DETERMI NE 
IF ANY OTHER ASSESSMENTS 
NEED COMPLETION WITHIN 3 
MONTHS. A NEW AUD1T WILL 
OCCUR MONTHLY OF ALL 
MINIMUr.l DA'rA SETs 
ASSESSMENTS TO AUDIT TlMEL 
MINIMUM DATA SETS 
ASSESSMENTS. THE AUDITS 
WILL BE REVIEWED MONTHLY 
BY THE MEDICAL RECORDS 
CONSOLTANT TO MONITOR 
TIMELY MINIMUM DATA SETS 
ASSESSMENTS SPECIFICALLY, 
QOARTERLY ASSESSMENTS . 
MINIMUM DATA SETS 
ASSESSMENTS WILL BE ADDED 
TO THE QUALITY 
ASSESSMENT COMMITTEE 
MONITORING MINIMUM DATA 
SETS ASSESSMENTS QUARTERL . 
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F 276 continued From page a F276 
lale and was done when she discovered it had 
been missed. 

F 333 483.25(m)(2) RESIDENTS FREE OF F 333 AN AUDIT OF ALL NEW 10/03/ 1 SS=D SIGNIFICANT MED ERRORS EDICATION ORDERS WILL BE 
OMPLETED BY THE MEDICAL The facility must ensure that residents are free of ECORDS DEPARTMENT . any significant medication errors. THE DIRECTOR OF NURSING 
AN D THE DIRECTOR OF STAFF , DEVELOPMENT WILL PROVIDE This REQUIREMENT Is not met as evidenced INSERV ICE TO LICENSED by: 
NURSES ON MEDICATION Based on staff interview and clinical record 

review the facUlty failed 10 ensure Januvia (a ADMINIS TRATION. THE IN-
diabetic medlcaUon) was administered to 1 of 4 SERVICE \'lILL INCLUDE FAX , 
unsampled residents (18) as ordered by the VERBAL , AND PRONE 
Physlclan. PHYSICIAN OROERS ; FOR 

CONTROLLED AND NON- .~ . 
Findings: CONTROLLED MEDICATIONS, , 

INCLUDING RECAPPING OF Resident 18 was adtnltted to the facility on PHYSICIAN ORDERS ON 5120111 with diagnoses Including Juvenile onset MEDICATION RECORDS, THE diabetes. A medication regimen review PHARMACIST WILL REVIEW completed by the consuHanl pharmacist dated MONTHLY MEDICATION 5/25111 was reviewed. The pharmaCist ADMINISTRATION AND recommended that Client 18's oral diabetic DOCUMENTATION OF ALL medication (Aetos) be changed to Januvla MEDICATION INCLUSIVE O~ because Actos was nol recommended in patients DIABETIC MEDICATION. THE with symptomatic congestive heart failure or PHARMACIST WILL REPORT cardiac risk factors. . 
HIS FINDINGS TO TRE 

On 5125/11 faCIlity staff faxed the medication QUALITY ASSURRANCE 
r~lmen review to Resident 18'5 physician. On COMMITTEE QUARTERLY. 
5128111 Resident 18'5 physician responded with DAILY MONITORING OF NEW 
an order 10 change the Actos medication to ORDERS WILL OCCUR BY THE 
Januvia 100 mg daily, MEDI CAL RECORDS DEPART~1EN' 

ENSURING MEDI CATION Res ident 18's May 201 1 Medication Record and DOCUMENTATION OCCURS FROM ' Profi le was revIewed. The documentation PHYSICIAN ORDERS . THIS 
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late and was done when she discovered it had 
been missed. 

F 333 4B3.25(m)(2) RESIDENTS FREE OF F333 AN AUbIT OF ALL NEW 10/0J/ 1 S8=D SIGNIFICANT MED ERRORS ECIeATION ORDERS WILL BE 
OMPLETED BY THE MEDI CAL The facility must ensure Ihat residents are free of EeORDS DEPARTMENT. any signIficant medIcation errors. 
THE DIREc'rOR OF NURSING 
AND TH.E DIRECTO R OF STAFF . DEVELOPMENT WILL PROVIDE This REQUIREMENT Is not met ~s evidenced 
INSERVICE TO LICENSED by: 
NURSES ON MEDICATION Based on slaff interview and clinical recortl 

review the facUlty failed to ensure Januvia (a ADMINISTRATION . THE IN-
diabetic medtcatlon) was administered to 1 of 4 SERVICE WILL INCLUDE FAX, 
unsampled residents (18) as ordered by the VEItSAL, AND PHONE 
Phys\c1an. PHYSICIAN ORDERS; FOR 

CONTROLLED AND NON - ,. 
FindIngs: CONTROLLED MEDICATI ONS, 

INCLUDING RECAPPING OF Resident 18 was admitted to the facility on PHYSICIAN OhOERS ON 5120'11 WIth diagnoses Including Juvenile onset MEDICATION RECORDS . THE diabetes. A medication regimen relJlew PHARMACIST WILL REVIEW completed by the consultanl pharmacist dated MONTHLY MEDICATION 5/25/1 1 was reviewed. The pharmacist ADMINISTRATION AND recommended that Client 18's ora! diabetic DOCUMENTATION OF ALL medlcallor1 (AcIOS) be changed to Januvla MEDICATION INCLUSIVE OF because Aclos was not recommended in patients DIABETIC MEDICATION. THE with symplomatic congestive heart failure or PHARMACIST WILL REPORT cardiac risk factors. 
HIS FINDING S T O THE 

On 5125111 faCIlity staff faxed the medication QU ALITY ASSURRANC E 
regimen review 10 Resident 18'5 physiCian. On COMMITTEE QUARTERLY. 
5128/11 Resldenl18's physician responded with DAILY MO~ITORING OF NEW 
an order 10 change the Actos medication 10 ORDERS WILL OCCUR BY THE 
Januvia 100 mg dO!lHy. MEDI CAL RECORDS OEPART~lEN' 

ENSURING MEDICM.'!ON 
Re5idenl1S;s May 2011 Medication Record and DOCUMENTATION OCCURS FROM ' Profile was reViewed. The documentation PHYSICIAN ORDERS . THIS 

El'eflIIO:LElOKll 
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F 333 Continued From page 9 . 
indicated Resident 18 received Aelas daily from 
5120111 thru 5126111. Documentation Indicated 
from 5129111 thru 61311 1 the nurse's Initials were 
circled, which indicated the Aclos medicaUon had 
not been administered to Resident 18. Further 
review of ResIdent 18'6 Medication Record and 
Profile for June 2011 revealed Resldenl 1 B did 
not begIn receiving the Januvia medication until 
6/4/11 , six days alter the physician ordered jt to 
begin. 

An interview Was conducted with the Director of 
Staff Development (OSO) on 8118/11 a\ 9:30 a.m. 
The OSO stated the Aclos medication was 
disconUnued on 5128/11 as ordered by the 
physician. The DSD stated the Januvla 
medicallon was received from the pharmacy on 
5128/11, however staff did not note Ihe new 
medication order and did not begin adminIstering 
the Januvla medication unli16/4f11. The DSD 
acknowledged Resident 18 was r'IOt administered 
her oral diabetic medication for six days. 

F 356 483.30(01 POSTED NURSE STAFFING 
ss=c INFORMATION 

The facility must post the following Information on 
a dally basIs: 
o Facility name. 
o The current date. 
o The total number and the actual hours worked 
by the following categories of licensed and 
unUcensed nursing slaff directly responsible for 
resic!ent care per shift 

- Registered nurses. 
_ licensed practical nurses or licensed 

vocational nurses (as defined under Slate law). 
- Certified nurse aides. 

o Resident census. 
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F 333 CONTINUED FROM PAGE 9 0/03/1 
PROCESS wILL RESULT IN NO 
MEDICATION ERRORS OCC URRIN . 

F 356 UPON SURVEY COMPLETION, 0/03/1 
THE DIRECTOR OF NURSING 
AND THE DIRECTOR OF STAFF 
DEV ELOPMENT AND THE 
ADMINISTRA'l'OR MET TO 
DISCUSS STAFF POSTING 
RESPONSIBILITY. THE 
DIRECTOR OF STAFF 
DEVELOPMENT WILL POST 
NURSE STAFF DIRECT CARE 
HOURS DAILY AT THE 
CONSUMER BOARD . THE 
DIRECTOR OF NURSING AND 
THE DIRECTOR OF STAFF 
DEVtLOPMENT AND 
ADHHnSTRATOR 
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F 333 Continued From page 9 . 
indicated Resident 18 received Aclas daily from 
5120/11 thru 512611 t Documentation Indicated 
from 5129111 thru 61311 1 the nurse's Initials were 
ciroled, whIch indicated the Actos medicaUon had 
nol been admInistered to Resident 1 B. Further 
revIew of ResIdent 18'5 Medication Record and 
Profile for June 2011 revealed Resident 1 B did 
not begin receiving the Januvia medication until 
6/4/11, six days after the physiciaf! ordered it 10 
begin. 

An interview was conducted with the Director of 
Staff Development (050) on 8118111 at 9:30 a.m. 
The DSO slated Ihe Aclos medlcallOll was 
discontinued on 5128/1' as ordered by the 
physician. The DSD stated the Januvla 
medfcaUon was received from the pharmacy on 
5/26111 , however start did not note the new 
medication order and did not begin adminIstering 
the Januvta medication until6f4fl1 . The eso 
acknowledged Resident 18 was rlOt administered 
her oral diabetlc medication for six days. 

F 356 483,30(0) POSTED NURSE STAFFING 
ss=c INFORMATION 

The facility mlJst post the following Information on 
a dally basis: 
o Facility name. 
o The current date. 
o The total numbel and the actu!1 hours worked 
by the following categories of licensed and 
unlicensed nursing staff directly responsible for 
resident care per shift: 

- Registered nurses. 
_ Licensed practical nurses or licensed 

vocational nurses (as defined under Slate law). 
- Cer1lfied nurse aides. 

o Resident census. 
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F 333 CONTINUED FROM PAGE 9 0/03/1 
PROCESS WILL RESULT IN NO 
MEDICATION ERRORS OCCORRIN . 

F 356 UPON SURVEY COMPLETION, 0/03/1 
THE DIRECTOR OF NURSING 
AND THE DIRECTOR OF STAFF 
DEVELOPMENT AND THE 
AOMINISTRA~OR MET TO 
DISCUSS STAF~ POSTING 
RESPONSIBILlTY. THE 
D1RECTOR OF STAFF 
DEVELOPMENT WILL POST 
NURSE STAFF DIRECT CARE 
HOURS DAILY AT THE 
CONSUMER BOARD . THE 
DIRECTOR OF NURSING AND 
THE DIRECTOR OF STAFF 
DEVELOPMENT AND 
AmlINI STRATOR 
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F 356 Continued from page 10 

The facility must post the nurse staffing data 
specified above on a dally basis at the begInning 
of each shift. Data must be posted as fo!Jows; 
o Clear and readable format. 
o In a prominent place readily accessible to 
reSidents and visitors. 

The facility must, upon oral or written request, 
make nurse staffing date available to the public 
far review at a cost not to exceed the communIty 
standard. 

The facility must maintain the posted dally nurse 
staffing dala for a mInImum of 16 monthS. or as 
required by Slate law, whichever 15 greater 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation and slaff inteNlew Ihe 

facility fatted to post daily nurse staffing 
information. 

Findings: 

On 8115/11 at 9 a.m. Ille AdmInistrator was asked 
where thi! facility posted trJe daily nurse staffing 
infonnation. This information reflected the 
number of actual hours worked by nursing staff 
responsIble for dIrect resident care for each shift. 

The AdminIstrator stated. the facility had not been 
posting daily nurse staffing information. 

F 366 463.35(d)(') SUBSTITUTES OF SIMILAR 
ss,.o NUTRITIVE VALUE 

Each resident re ceives and the facility provides 
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F 356 CONTINUED FROM PAGE 10 0/03/1 

WILL MONITOR STAFF 
POSTING DAILY DURING 
RESIDENT ROUNDS. RECORDS 
OF NURSE STAFFING WILL BE 
XEPT FOR 18 MONTHS. 

. 

F 366 RES I DENT 20 FOOD 10/03/1 PREFERENCE HAS BEEN 
UP-DATED BY THE DIETARY 
SERVICE SUPERVISOR . 
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F 356 Continued f rom page 10 

The facility must post the nurse staffing data 
specified above on a dally basis at the beginning 
of each shIft. Data must be posted as follows: 
a Clear and readable format. 
o In a prominent place readily accessible to 
residents and visilors. 

The facility must, upon ofal or written request, 
make nurse staffing data available to Ihe public 
for review at a cost no! to exceed the community 
standard. 

The facil ity must maintain the posted dally nurse 
~ 

staffing dala for a minimum of 18 monlhs. or as 
required by Siale law, Whichever Is greater 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observation and staff jnteIVlew Ihe 

facility falli!d to post daily nurse staffing 
information. 

Findings: 

On 8115/11 at 9 a.m. the Administrator was asked 
where Ihe facility posted the dally nurse staffing 
information. This informa'tion reflected the 
number of actual hours worked by nursing staff 
responsible for direct resident care for each shift. 

The Admln!strator slaled.the facili ty had not been 
posting daily nurse staffing information. 

F 366 483.35(d)(4) SUBSTITUTES OF SIMILAR 
ss;;;;o NUTRITIVE VALUE 

Each resident receives and the facility provides 
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If conllno.llo", sheet Page 110116 



S. p.2J. 2011 2:46PM 

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

STATEMENT OF OE1ICIENCIES (Xl) PROVIDER/SUPPLIER/elLA 
AND PLAN OF CORRECTIOH IDENTIFICATION NUMBER: 

055289 
NAME OF PROVlDER OR SUPPLIER 

WINE COUNTRY CARE CENTER 

(X<I) 10 SUMMARY STATEMENT OF DEFICIENCIES 
PREfiX (fACH DEFICIENCY MUST BE PRECEDED BY FU~ L 

TAG REGULATORY OR LSC; IDENTIFYING INFORMATION) 

F 366 Gontlnued From page 11 
substitutes offered of similar nutritive value to 
resldenfs who refuse fC!od served. 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, resident interview. staff 

interview, and facility record reView, the facility 
failed to ensure food preferences were honored 
for 1 of 4 unsampled residents (20). 

Findings: 

Residenl 20 was observed in the Social Dining 
room on 8(15/1 1 at 12:53 p.m. Creamed corn 
Was on Residenl 20's plate. 

A review of Resident 20's food preference card 
was conducted on 8/15111 i:lt 12:53 p.m. The 
card indicated that com was one of Resident 20's 
dislikes. 

An interview with Resident 20 was conducted on 
8/15/11 at 12:53 p.m. Resident 20 stated she 
dtdn't like com off the cob. 

An interview wlttl Certified Nurses Assistant 
(CNA) 2 was conducted on 8/1 5/11 at 12:56 p.m. 
After IookirlQ at ResIdent 20's food preference 
card, CNA 2 stated Restdenl20 should not have 
corn on her plate. 

F 371 483.35(1) FOOD PROCURE. 
SS=E STORE/PREPARE/SERVE - SANITARY 

The facUity mLJst· 
(1 ) Procure food from sources approved or 
considered satisfactory by Federa~ State or local 
authorities; and 
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F 366 CONTINUED FROM PAGE 11 10/03/ 1 
THE DIETARY SERVICE 
SUPERVISOR WILL COMPLETE A 
ASSESSMENT OF ALL RESIDENT 
FOOD PREFERENCE TO ENSURE 
ACCURATE PREFERENCES ARE 
RECORDED. AN INSE~VICE WIL 
BE GIVEN BY THE DIETARY 
SERVICE SUPERVISOR TO ALL 
COOKS ON ABIDING BY FOOD 
PREFERENCES ON' ·. TRAY CARDS . 
THE REGISTEREC DIETITIAN 
WILL MONITOR FOOD PRE-
FERENCES MONTHLY DURI NG 
CONSULTING VISITS. THE 
QUALITY ASSURANCE 
COMMITTEE REVIENS 
REGISTERED DIETITIAN 
REPORTS QUARTERLY FOR 
RESI DENT FOOD PREFER.ENCE 
COMPLIANCE . 

F 371 THE REGISTERED DIETITIAN 10/03/ 1 
ON AUGUST 16, 20 11 
INSERVICED ALL DIETARY 
STAFF ON FOLLOWING TAE 
DEFROSTING OF FOOD POLI CY 
AND PROCEDURE. THE 
REGISTERED DIETITIAN WILL 
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F 366 continued From page 11 
substitutes offered of similar nutritNe value to 
resldenfs who refuse food served. 

This REQUIREMENT is not met as evidenced 
by: 
Based on ooservelion, resldenllnterview, staff 

Interview, and facility record reView, the faclUty 
failed \0 ensure food preferences were honored 
for 1 of 4 unsampled residents (20). 

Findings: 

Residenl20 was observed in the Social Dining 
room on 8/15/11 at 12:53 p.m. Creamed corn 
was on Residenl 20's pia Ie. 

A revIew of Resident 20's food preference card 
was conducted on 8/15111 at 12:53 p.m. The 
card indicated that com was one of Resident 20's 
dislikes. 

An Interview with Resident 20 was conducted on 
8/15/11 at 12:53 p.m. Resident 20 stated she 
dIdn't like com off tne cob. 

ArI interview willi Certified Nurses Assistant 
ICNA) 2 was conducted on 8115111 at 12:56 p.m. 
After IookirlQ at Resldenl20's food preference 
card, CNA 2 slated ResIdent 20 should not have 
corn on her pla te. 

F 371 483.35(1) FOOD PROCURE, 
SS=-E STORE/PREPARE/SERVE · SANITARY 

The facilily mLJs\ . 
(1) Procure food from sources approved or 
considered satisfactory by Federal, Siale Of local 
authorities; end 
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FOOD PREFERENCE TO ENSURE 
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RECORDED. AN INSERVICE WIL 
BE GIVEN Bl THE DIETARY 
SERVICE SUPERVISOR TO ALL 
COOKS ON ABIDING BY rOOD 
PREFERENCES ON, ·. TRAY CARDS. 
THE REGISTEREC DIETITIAN 
WILL MONITOR FOOD PRE-
FERENCES MONTHLY DURING 
CONSULTING VISITS . THE 
QUALITY ASSORANCE 
COMMITTEE REVIENS 
REGISTERED OIE~ITIAN 
REPORTS QUARTERLY FOR 
RESIDENT rOOD PREFERENCE 
COMPLIANCE . 

F 371 TH E REGISTERED DIETITIAN 10/03/ 1 
ON AUGUST 16, 2011 
INSERVICED ALL DIETARY 
STAFF ON FOLLOWING THE 
DEFROSTING OF FOOD POLICY 
AND PROCEDURE. THE 
REGISTERED DIETITI~~ WILL 
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F 371 Continued From page 12 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

This REQUIREMENT Is not met as evidenced 
by: 
Based on observaUon, slaff interview, and faciUty 

policy and procedure review, the facility failed to 
ensure food was stored under sanitary conditions 
according to facility pOlicies and procedures The 
failure resulled in frozen chicken breasts being 
improperly thawed. 

Findings: 

Initial tour of the faclUty's kitchen was conducted 
on 8115/11 at 8:30 a.m. Observations of 
refrigeralor #2 revealed a metal bin that 
contained multiple plastic bags containing 
chicken breasts. The bin was labeled as being 
taken from the freezer on 6/14 and was 10 be 
used on 8/15. The bags of chicken breasts were 
submerged In water and the breasts were not 
froze.,. 

The facility's policy and procedure titled "FOOD 
PREPARATION·MEAT, POULTRY. FI SH 
POLICY NO. 524~ dated 9/0B indicated "POLICY: 
... Dietary personnel use methods that ensure 
safe, sanitary food preparation to prevent food 
bome Illness .... PROCEDURE: .,. 2. 
Recommended method of thawing frozen meat is 
in the refrigerator. ThIs may take one 10 three 
days . .. . c. Frozen food may be thawed by 
completely submerging under running cold water 
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F 371 CONTINUED FROM PAGE 12 0/03/1 

CONTINUE PERIODIC 
INSERVICES ON DIETARY 
POLICY AND PROCEDURE 
SPECIFICALLY, FOOD 
PEf'ROSTING . THE DIETARY 
SERVICE SUPERVISOR WILL 
MONITOR FOOD DEFROSTING 
DAILY AND THE REGISTERED 
DIETITIAN WILL MONITOR 
FOOD DEFROSTING MONTHLY 
DURING CONSULTING VISITS. 
THE QUALITY ASSURRANCE 
COMMITTEE WILL REVIEW 
REGISTERED DIETITIAN 
REPORTS FOR IMPLEMENTATIO 

. OF DIETARY POLICY AND 
PROCEDURE INCLUDING 
rOOD DEFROSTING. 
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F 371 Continued From page 12 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

This REQUIREMENT IS not met as evidenced 
by: 
6ased on observaUon, sta ff intelYlew, and facurfy 

polley and procedure review, the facility failed to 
ensure food was stored under sanitary conditions 
according to facility policies and procedures The 
fallure resulted in frozen chicken breasts being 
improperly lhawed. 

Findings: 

Initial tour of the facUlty's kitchen was conducted 
on 8115/11 at8:30a,m. Observations of 
refrigerator #2 revealed a metal bin that 
contained mulllple plastic bags containln~ 
chicken breasts. The bin was labeled as being 
taken from the freezer on 6114 and was 10 be 
used on 8/15. The bags of chicken breasts were 
submerged In water and the breasts were not 
frozen. 

The facility's policy and procedure titled "FOOD 
PREPARATION·MEAT, POULTRY. FISH 
POLICY NO. 524' dated 9/0B Indicaled "POLICY; 
.. Dietary personnel use methods thai ensure 
safe, sanItary food preparation 10 prevent food 
borne Ulness .... PROCEDURE: ... 2. 
Recommended method of thawing frozen meat is 
in the refrigerator. This may take one to three 
days. . .. c. Frozen food may be thawed by 
comprelel~ submerging under running cold water 
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CONTINUE PERIODIC 
INSERVICES ON DIETARY 
POLICY AND PROCEDURE 
SPECIF ICALLY, FOOD • 
DEFROSTING . THE DIETARY 
SERVICE SUPERVISOR WILL 
MONITOR FOOD DEFROSTING 
DAILY AND THE REGIST~RED 
DIETITIAN WILL MONITOR 
FOOD DEFROSTING MONTHLY 
DURING CONSULTING VISITS. 
THE QUALITY ASSURRANCE 
COMM ITTEE WILL REVIEW 
REGISTERED DIETITIAN 
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OF DIETARY POLICY AND 
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F 371 Continued From page 13 
(70 (degrees) F or less). Place In colander and 
allow water 10 immediately drain. Do no! pool 
water in sInk Or Immerse food. Thaw food within 
two hours, then Immedialely begin preparation 
and cooking. U 

The facility's Dietary Services Supervisor (DSS) 
was present during the above observations. The 
OSS stated, -\ don't know why theyre in water.· 
A follOW-UP IntervieW was conducted with the 
DSS on 8115111 a11 ~45 p.m. regarding the 
chicken breasts described above. The DSS 
stated the chicken breasls were discarded 
according to the facility's Registered Dietician's 
instructions, "Our [plan of correction) " 

F 458 483.70(d)(1 )(11) BEDROOMS MEASURE AT 

S5=8 LEAST 80 SQ FT/RESIDENT 

Bedrooms must measure at least 80 square feel 
per resident in multiple resident bedrooms. and at 
lea51100 square feet in single resident rooms. 

This REQUIREMENT Is nol met as evidenced 
by: 
Based on observation and staff inlervlew, the 
facility failed to ensure seven resident rooms 
measured alleast 80 square feet per residant for 
a censUS of 81. 

findings: 

Requir~d versus actual square (sq.) feet (ft.) 
measurements: 

Room RequjredlActual sq. ft. Occupancy 
3 160/143 2 residents 
7 2401<16 3 residents 
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F 458 WE ARE H~REBY R~QUESTI NG 10/03/ 1 
OUR BEDROOMS MEASURING 
L ESS THAN 80 SQUARE 
FEET PER RESIDENT BE 
WAIVED FOR THE CURRENT 
CERTIFICATION PERIOD . 
EACH RESIDENT ~lILL HAVE 
REASONABLE AMOUNT OF 
PRIVACY AS WELL AS 
APPROPRIATE FURNISHINGS 
AND STORAGE SPACE IN THE 
AFFECTED ROOMS. THE 
ROOMs ALTHOUGH SMALLER 
THAN 80 SQUARE FEET. 
PROVIDE SUFFICIENT 
SPACE FOR NURSING STAFF 
TO PROVIDE CARE AND FOR 
RESIDENTS TO AMBULATE 
AND USE ASSISTIVE DEVICES, 
SINCE THE HEALTH AND 
SAFETY OF RESI DENTS IS 
NOT AFFECTED/WE ARE ,,; 
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F 311 Continued From page 13 
(70 (degrees) F or less). Place In colander and 
allow water 10 immediately drain, Do not pool 
water in sink Or Immerse food. Thaw food within 
two hours, then Immediately begin preparation 
and cooking." 

The facilily's Dietary Services Supervisor (DSSJ 
was present during the above observation!. The 
OSS stated, ~I dan" know why they're in water.· 
A follow-up InlelVlew was conducted with the 
DSS on 8115111 at1 ~45 p.m. regardiog the 
chiCken breasts described above. The DSS 
slaled the chicken breasts were discarded 
according 10 the faci lity's Reglste(ed Dietician's 
instructfons, ~Our [plan of correctlOflJ " 

F 458 463.10(0)(1)(11) BEDROOMS MEASURE AT 

SS=8 LEAST 80 sa FTIRESIDENT 

Bedrooms must measure at leasl 80 square feet 
per residenl in multiple resident bedrooms. and at 
le3s1100 square (eel in single resident rooms. 

This REQUIREMENT Is nol met as evidenced 
by: 
Based on observation and slaff Interview, the 

facility failed to ensure seven resIdent TOon'IS 
measured at least ao square feet per resIdent for 
a censuS of 81. 

Findings: 

Requlr~d Versus actIJal square (sq,) feet (ft.) 
measurements: 

Room Required/Actual sq. ft. Occupancy 
3 1601143 2 residents 
1 2401216 3 resIdents 
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WAIVED FOR THE CURRENT 
CERTIFICATION PERIOO . 
EACH RESIDENT ~nLL HAVE 
REASONABLE AMOUNT OF 
PRIVACY AS WELL AS 
APPROPRIATE FURNISHINGS 
AND STORAGE SPACE IN T HE 
AFFECTED ROOMS. THE 
ROOMS ALTHOUGH SMALLER 
THAN 80 SQUARE FEET. 
PROVIDE SUFFICIENT 
SPACE FOR NURS I NG STAFF 
TO PROVIDE CARE AND FOR 
RESIDENTS TO AMB ULATE 
AN D USE ASSISTIVE D~VIC ES . 
SINCE THE HEALTH AND 
SAFETY OF RES IDENTS IS 
NOT AFFECTED/WE ARE 
D.'" 
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. F 456 Continued From page 14 
41 2401226 3 residents 
43 2401224 3 residents 
44 1601156 2 residents 
45 2401226 3 residents 
47 2401228 3 residents 

ObservatIons made during tne Initial facility tour 
on 6/15111 revealed each res ident had 
appropriate furnishings, personal belongings, and 
storage space. There was sufficient space ror 
nursing staff 10 provide care and for residents to 
ambulate or use 8ssistive devices in their rooms. 
The residents' health and safety were not 
affected by the variances from required to actual 
square footage. 

No complaints were received from residents 
regarding the size of their living space In their 
rooms. The Administtalor acknowledged the 
room waivers and agreed to a continuance. 

The Department recommended the continuation 
of the room waivers for the above Hsted rooms. 

F 465 483.70(h) 
SS· C SAFElFUNCTIONAlISANITARYICOMFORTABl 

EENVIRON 

The facility must provide a safe, functional. 
S;;Initary, and comfortable environment for 
residents. slaff and the public. 

This REQUIREMENT Is not met as evidenced 
br 
Based on observation and staff Interview, the 

facility failed to ensure handrails were free from 
splintering for a census of 61 . 
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F 465 ALL HANDRAILS HAVE BEEN 0/03/1 
SANDED DOWN SY THE 
MAINTENANCE DEPARTMENT AND 
ARE FREE OF SPLINTERS . 
HANDRAIL INTEGRITY WILL 
BE PLACED ON THE MONTHLY 
MAINTENANCE ROUND SHEET 
COMPLETED BY THE 
MAINTENANCE DEPARTMENT . 
THE ROUND SHEET WILL BE 
REVIEWED MONTHLY BY THE 
ADMINISTRATOR TO ENSURE 
HANDRAILS ARE FREE 
OF SPLINTERS. 
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F458 Continued From page 14 

" 2401226 3 residenls 
43 2401224 3 residents 
44 1601156 2 residents 
45 2401226 3 residents 
47 2401228 3 resIdents 

ObservatIons made during the InUla! facility tour 
on 8115/11 reveated each resident had 
appropriate furnishings, personal belongIngs, and 
storage space. There was sufficient space for 
nursIng staffta provide care and for residents to 
ambulate or use 8sslstive de\llces in their rooms. 
The residents' health and safety were not 
affected by Ihe variances from required 10 actual 
square footage. 

No complaints were received from resIdents 
regardIng the size of their living space In tllelr 
rooms. Tile Administtator acknowledged tile 
room waIvers and agreed to a continuance. 

The Department recommended the continuation 
of the room waivers for lIle abo\le listed rooms. 

F 465 463.70(h) 
ss",c SAFEIFUNCTIONAUSANITARYICOMFORTABl 

E ENVIRON 

The faoility must provide a safe, functional, 
sanitary, Bnd comfonable environment for 
residents. slaff and the public. 

This REQUIREMENT Is not mel as eVidenced 
br 
Based on observaUon and staff Interview, the 

facility failed to ensure handrails were free from 
splintering for a census of 81 . 
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BE PLACED ON THE MONTHLY 
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THE ROUND SHEET WILL BE 
REVIEWED MONTHLY BY THE 
ADMINISTRATOR TO ENSURE 
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F 465 Continued From page 15 
Findings. 

During the Initial and Environmental loUrs, 
handrails lfiroughoul the facility were rough at 
randomly selected areas. 

An inlerview was conducted with the Maintenance 
Supervisor (MS) on 6f16f11 at 1:10 p.m. The MS 
acknowledged the handrails were rough and 
could be sanded. 
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F 465 Continued From page 15 
Findings. 

During the Initial and Environmental tours , 
handrails ttkoughout the facility were rough at 
tsndomly selected areas. 

An interview was conducted with the Maintenance 
Supervisor (MSJ on 8116/1' at 1:10 p.m. The MS 
acknowledged the handrails were rough and 
could be sanded. 
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