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F 000 INrrlAL COMMENTS 

Tho followll19 refleots the findil19s of the 
Department of Public Health during a 
Recertification Su~. 

Representing the Department of Public Health: 

Surveyor ID 1/27680 

Surveyor ID #28074 

SurveyOl' ID #30258 

Surveyor 10 #16279 


Total Resident Population: 68 
Total Resident Sampte Size: 15 

Highest Severity and Scope: E 
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 483.15(0) DIGNITY AND RESPECT OF 

SS=E 
 INDIVIDUALITY 

The facility must promote care tor residents in a 
manner and in an environment that maintains Of 

enhances each resldenfs dignity and respect in 
full recognition of his or her individuality. 

This REQUIREMENT Is not met as evidenced 
by: 
Based 011 obserVation, interview and record 
review the facility failed to ensure a bucket was 
underneath the shower chair to contain the feces 
and urine of Resident 10, Consequently, the 
resident's unne and feces dropped direct~y onto 
the carpet and tile on the floor, while the CNA 
wheeled the resident down the hall in a shower 

I chair, and the facility failed to ensure that Staff 

Ispeak in a language that four of fIVe residents 
, attending the group interview, could understand, 
; especially while providing care. This resulted in 
I 
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 PROvtOE~S PLAN Of CORRECTION 

(EACH OOfV~ECTIVEACTiON' SHOUlD tm 


TN:! 

PREFIX 
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Co~lveAction(s} Specified tl! Resideqt(s) \,:',' ll-J.l2 
1d~tlRed : ," 
A bucket was placed immedmtcly underneath tru!.,\ 
shower chair ofresident #10. 
C9rm:tire Actio.ls) tor P{ltmtiaUy Affected 
Residentfs) 
An in-scrvice was provided 10 the CNAs on 
10118112 bythl.l DSDthat a bucket should always 
be placed underneath the shower chair prior to 
use t(l catch resident's urine or fecal matter in 
cue of residents incontinency episode. 
SYStemic CorJ'ectin Actio. 
An annual llHie!Vice will be provided by DSD to 
nursing staff on maintaining resident's dignity. 
including proper use ofshower chair. 
M!i!itming PToem 
The DON, DSD, Subacute Coordinator, 3IId RN 
Supervisors will «mduct random l:heek during 
care by CNAs to residems to ensure that a bucket 
is placed tmdemeaJh the shower l.!haiT during 
transport ofresidtnts to and from the shower 

I Toom. The OON witl report all negative findings 
, to the QA Committee quarterly. 

i ~ible PO$itiou(s} 

, DON, DSD, Subacute Coocdinatur. RN 

; Supervisor 
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I 

:her safegua«;ls provide svfflclent Il(ot&etion to the pat/ems. (S.,e instrlJ<:ijQns.) Except for nursing homes, the l'IDdings stated above am dfsclosable 90 days 
Iflowing the tkrle of 8\1M1y whelliet or not a plan of amecllOil Is prOVided. FOl nurs!1'l9 hOll'le$, the above findings and plans of correction are dlsdosable 14 
~ys foUQwing the date these documents ate mOldtt avalllll:lfe to the: facHity. Ifdeflclencfes are cited, an 8pPl"lmld plan of couection Is requisite to ~ 
"Qgram partk:lpallon. 
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the patienrs feeling they were treated with a Jack 
of dignity and disrespect. 

Findings: 

a Resident 10 was admitted to the: facility on 
October 13,2007, and re-admitted 00 June 6, 
2011. with diagnoses that included depression, 
dementia and galt disturbance. According to the 
Minimum Data Set (a standardized assessment 
form} dated June 17, 2012, Resident 10 usually 
was able to malee herself understood and was 
able to usually understand others and was totally 
dependent on staff fOf ner ADts. The MDS also 
revealed that Resident 10 was always incontinent 
of bowefand bladder. 

DUring the general observation on October 15, 
2012. at 10 s.m. Resident 1Q was observed being 
wheeled by a certified nurse assistant (CNA) 
along the hallway in a shower chair. Resident 10 
was having a bowe! movement and the feces 
dropped directly onlo the floor Hies and the 
carpel During an interview with the CNA, at the 
same time, she stated that she forgot to check if 
the shower chair had a bucket underneath to 
catch the urine and fecal matter In case the 
resident had an incontinency episode. During an 
intervieW with the facility supply manager and the 
Director of Sfaff Development (OSD), on the 
same day, they both stated that the staff were 
supposed to check that a bucket was under the 
shower chair all the time. 

( b. During a group interview on October 15, 2012, 
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f'ROVfOER'S PLAN OF CORRECTION10I PREf!)( (EAcH CORRECTIVE ACTiON SHOUlD BE COMFI£l1ONI "" ' DAlECROSS-REFERENCEO TO THE APPRt..:iPRfATE

I 
TAG ,DEOOENCY) , 

!;.ol'Tectivg ActIDn(s) s~med to ResidSntl'i1F 241 fdentified 
An in-aervice was provided by the DON and 
DSD to the nursing staff on 101l8l12 regarding 
resident's right to have staff not speak iii my 
Innguage tttat the resident does not understand 
especi8lly while providing care fur them 
~rrectiv! Action'!) f(lr. PoteBtiJlly A««ted 
It@!identls) 
Same as above 
Sn;temic CiUtedM AditlD 
An in«rVice will he provided anrulally by DSD 
to all sl1lffregarding maintaining Or enhllnCing 
each resident's dignity and respect, including the 
need for staffnot t;) speak i.n any language that 
the resident does not understand. especially while 
providing Ca/'¢ ror tbem. 
Monitoriug ~ 
The DON, DSD, and Subacute Q.lOrdinalm' WIll 
conduct randooi checks during rounds on nursing 
staffto ensure that 00 other fureign language 
except English should be used when talking with 
oo·wotkers in ftoot ofre.sldcnts or when in 
TeSident ~ DreIlS. DON will report aU negaUve 
findings to the QA Committee quarterly. 
Toe Actlvib' Director, during monthly Resident's 
Cooncil meetings,. will reiufnrce residents rights 
to be treated with dignity and respect and will 
foxelve feedback from resident's regarding this 
issue. Any m:gativefe.edback win be-~ 
immediately and win be presented to the QA 
Coounittee quarterly. 

11-1-12 
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EveRllO:lZZP11 



PRINTED: 1013112012 
DEPARTMENT OF HEAlTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0931l-0391 

STATEMENT OF O!';FlcIENcrEs r(>(1) PROVlDERlSUPPLlERICllA 
AND PlAN OF CORREc'OON , IIJENTtFICAnON NUMBER;. 

055104 


NAME. OF NiOV!OER OR SUPPLIER 


SUNSET MANOR CONV HOSP 


(Xo1) 10 
PREFiX 

,AG 

F 241 

F 246 

SS<I<B 


SUMMARY STATEMENT Of DEF'lctafClES 

{tiACH OEFlCIENCYMUST BE PRECEDED IlY FULL 


REGULATORY OR LSC lDENTIFYtNG INFORMATION) 

Continued From page 2 
at 10 a,m., four out of five alert and oriented 
residents who attended the meeting stated that 
some of the staff, especially the Certified Nursing 
Assrstants (CNAs}. speak in different languages 
other than English, and this bothers them, 
especially when the staff are in their rooms 
providing care. They further stated that they had 
brought this concern to the staff's attention and 
to the charge nurses. but it has not been 
resolved. However, the residents could not 
remember the date and time they told the staff 
about this issue. 

During an interview with the Director of Nursing 
(DON) on October 15, 2012, at 11:30 a.m., she 
stated the staff should not speak any language 
that the residents would not be able to 
understand especially while providIng care for 
them, 
483.15(e)(1) REASONABLE ACCOMMODATION 
OF NEEDSIPREFERENCES 

A resident has the right to reside and receive 
services In the facility with reasonabte 
accommodations of individual needs and 
preferences, except when the- health or safety of 
the lndMdual or other residents would be 
endangered. 

This REQUIREMENT is not met as evidenced 
by: 
Based on interview, and record review, the 

facility failed to promptly answer the call lights of 
four of five alert residents. 

(X2) WLTwtE CONSTRUCTION '(X3) DATE SURVEV 
COMPLETED 

ABUILDING 
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Corrlldive ActjQn!s} Sl!!d(1ed to BuJdent/s) 11-1-12IdiIDJified 
None identified 
~!l!:!:IlsJ.i~ Actiott{J:l nil: I:!it~ti!!lb: Affected 
ItWdtmtfs} 
A.tl in~rvice was ptovided by the OSD and 
DON «tfue nursing staff on 10/}8/12 ,..ning 
unswenng cali lights in a timely manner. In 
additioo. all caU lights were checked to. ert$Ute

F 246 that they are within resident's reach and property 
fimctionlng. 
§rnemic Corrective <\.ctmn 
An in-service will be provided to all nursing staff 
by DSO quarterly on answering call lights in a 
timely manner. 
Moniturin& lrO«S$ 
The DON. DSD and Subacute Coordinator Wl1J 
«mduct rnndmn o:hedl.s during daily rounds to 
en5I.IM that call fights are being answered 
promptly. are properly functioning and within in 
reach ofthe resident The DON will report all 
negative findings to the QA Committee meeting 
quartetly. 
The Activity Dir'ector. during monthly Resident's 
Cuuncil meetings, will ask fur feedback from the 
residents regarding timely answering ofcali 
lijlhw. 
Raoogf!l!* p!si.tiu(sl 
The OON. DSD, and Subacute CoordinatorI 

.
E....l 10.tzlP11 If conUnu.llion sheet Page 3 of 34 
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Findings: 


During the group meeting 011 October 15. 2012. at 

10 a.m., four of fNe residents stated the staff on 

ail shifts (7 •.m. 10 3 p.m., 3 p.m. ro 11 p.m. and 

11 p.m. ro 7 a.m.) would take approximately 30 

minutes ro respond 10 !he oaillighl One of !he 

four residents stated that when he was in bed 

with a soiled diaper he would wait at least 30 

minutes for a staff on duty during the three shifts 

to assist him. He also stated that this would take 

place at least once to twice a week. Another 

resident stated she was used to it now a!1d was 

just happy that someone would come after she 

$he put her can light on. The other two alert and 

oriented residents stated that the time varies 

when the call lights were not answered promptly. 


During an interview With the director of nursing on 

October 15. 2012, at 11 a.m., the Evaluator 

asked about the residents' concern regarding 

their can fights not befng answered promptly and 

the DON stated that she would took into the 

issue, 


The fadllly's undated policy and procedure titled 
"CaD Lights, Answeling", indicated that the 
resident's call lights should be answered as soon 
as possible. 

F257 483.15(h)(6) COMFORTABLE & SAFE F 257 
TEMPERATURE LEVELSSS=E 

The facitity must provide comfortable and safe 
temperature levels. Facilities ioitiaHy certified 
after October 1, 1990 must maintain a 
temperature range of 71 ~ 81" F 

, 
, 
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IdentifiedThis REQUIREMENT is not met as evidenced 
Resident 9'5 r.xtm temperature was adjustctlby: 
immediately.Based on observation and interview the facUity 
~rrect:i.ve AdioUls} for PutenttatJl: Affeswlfailed to provide safe and comfortable 
}tesid!!nt(s)temperature levels (between 71 and 81 degrees} 
Upon the Surveyor's findings., tile Maintenancein eight randomly sampled rooms. Rooms 30, Diudor adjusted the t.emperatures in the facllity 

31, 32, 33, 35, 38, 42, and 44, to provide a comfort:abk: tempcruture [eve!. 
Wlndow Air conditioning units in rooms were 

Findings: also adjusted or turned off to bring some ofthe 
tempet'atUte levels higher. 

During an initial tour on October 10, 2012. at ~tqpk C!l[f)sfu'~ Action 
11:17 am., Resident 9 stated his room gets very An mservice has been given ttl all nursing staff 
cold at night. on 10/18112 regardingtbe tmporlallec of 

maintaining a comfortable temperature level. 
Many ofthe rooms n.ve window air conditioning On Oc!ober 12, 2012 at 7:45 a.m" the 
units and can he easily adjusted immediately. [fmaintenance supervIsor, accompanied by the 
the o~1l temperature is not comfortable,. tllettevaluator, took random temperature readings 
the nurses must document this so the using an infrared thermometer, in eight randomly 
Msmtenance Director can adjust it in thesampled rooms. The foIJowlng rooms were found morning. If the t~rateres are very to be outside the federal regulation temperature uncomfortable. then tile Maintenance Director or 

range of 71 -81 degrees Fahrenheit (F). hi;: designee will come in to adjust it 
Rooms Degrees F immediately.
30 70 MOlli!!!!:!!!g Process 
31 68 The Maintenance Di!'t'li.:t« will check the 

32 66 
 temperatures in the building every morning and 

eve!)' evening hem he goes ftome and will 
35 70 
33 68 

adjust tempenrtures accordingly. He will felXlrt 

38 64 temperatures that are ooWde of t.fle requimd 
levels to the RN supervisors $(t they C1Ill42 68 
document ro the other shifts tile findings and the44 00 
need to keep the temperature levels comfortable. 
Re&I!2!!1!illle Pgitron{s}During an intervieW on October 12, 2012, at 7:45 
RN Supervisors and the Maintenance Director a.m., the maintenance $upervisorwas asked 


I"boullne facility's poliCy regarding accep1abl. 
 ,
temperature range for resident rooms. The 

: maintenance supervisor stated he was not sure 
! but he would find oul The maintenance Isupervisor was also asked if he kept a log of the , 

.Event 10; LZZP11 If continualkm sheet Page 5 of 34 
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F257 Continued From page 5 F257 
temperatures in the rooms. He stated he dkl not. 

During an observation of the medication pass on 
October 12, 2012, at 6 a.m., licensed vocational 
nurse 2 (L VN 2) stated, '1fs so cold in here I'm 
shakIng." Also, during a group meeting on 
October 15, 2012, at 10 a,m., one of five 
residents stated hislher room is always too cold. 
48325(0)(3) ADL CARE PROVIDED FOR.F 312 F312 

SS=D DEPENDENT RESIDENTS 

A resident who is ui1;l1ble to carry out activities of 
daily living receives the necessary services to 
maintain good nutrffion, grooming, and personal 
and oral hygiene. 

This REQUIREMENT is not met as evidenced 
by: 
Based on obselVation, inteMew, and record 

review, the facility failed to ensure good oral 
hygiene was provided for one (Residents 13) of 
15 sampled residents (Resident 13), who had • 
gaslrostumy tube feadlng. This has the potential 
to result in periodontal disease and heart disease. 

Findings: 

A review Of the admission record of Resident 13 
indicated the resident was oogfnany admitted to 
the facility on March 24, 2010 and was readmitted 
on March 21, 2012, with diagnoses thai Included 

I PROVIDER'S PlAN Of CORReCTION 
: (EACH CORRECTIVE ACTION SHOULD a£ 
, CRQSS·fl:EFI'!RENCEO TO THE APPROPRIATE 
I DEFICIENCY), 

,Corrective Ac!;!2DtU SQedfHlo WResideRUs} 
Identified 
Upon the surveyor's findings, the C.NA 
immediately rendered 0011 care to Re.sident 13. 
Com:dive Acti!!!!lJl for Potentia"x Aawed 
Itesident(s} 

All residen!:> were clrecked to Cf1SlU1:: that good 

ornl hygiene was provided, and that their 1lWJUths 

were clean and Ups/oW tissues were moist An 

in-service was provided by the DSD on 10118112 

to the nursing ~affon providing good oml care to 

all residents at all times, 

m!~mk: COJ"f'tttm AsU!!!! 

An <UUluai in-servil;e will be provided by the 

DSD to nursing staff(m proper oral care of the 

residents. 

Motrltoriot Pruce:ss 

The DON, USD, and Subacute Coordinator will 

randomly monit;,;r during their rounds to ensure 

resident's mouths are cleaned. DON will report: 

all negative findings to the QA Committee 

meeting quarterly, 

OSD will rondU(:t quarterly evalrn¢ion and 

teaching demoostration on CNAs. focusing on 

proper oml -care teclmiques, 

af:m(l:Mi~R PHitiuft!!l 

DON, DSD, Suba<:ute Coordinatorihypertension {high blood pressure}! Parkinson's , 

disease (a brain disordef that leads to tremors 
· 
· 

and difficulty with walking, movement, and · 

. 
COMPtETtQH "'" 
!>An 

11-1-12 

icoordination). dementia (105$ of brain function). . 
and dysphagia (difficulty swallowing) with 

, I .EvenlID:LZZf't 1 f-!!clRIy 10; CA1l5OOOO1OS If cootinuatfon sbeet Page 6 of 34 
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gastrostomy tube feeding (GT - a tube inserted 
through the abdomen that daiivers nutrition or 
medication directly to Ihe stomach), 

A review of a care plan dated March 21, 2012, 
indicated that the resident had self care deficits 
due to physical disabilities, cognitive impairment, 
contractures. and medical condition, and required 
total assistance with AOL The care plan goal 
indicated that the resident would be clean, free 
from body odor, and dressed appropriately daily 
for three months. ihe nursing interventions 
included to assist the resident with oral cam every 
shift and as needed. 

The Minimum Data Set (MDS), • standaroized 
assessment and care planning tool, dated 
September 16, 2012, Indicared that the resident 
had a short and long term memory problem, was 
severely Impaired In his cognitive skills for daily 
decision making, rarefy!never understood others 
and rarely/never made himself understood, and 
required total assistance with activities of dally 
living. 

During an observation on October 15, 2012, at 
11:20am., the resident was observed in bEldwith 
his eyes dosed and his mouth opened. There 
was a thiok yellow substance on the resident's 
tongue and on the right corner of his upper mouth 
and lower lip, The resident was recefving 
Pulmocare at 50 milliliters per hour (mllhr) via an 
enteral pump machine, 

During an intelView on October 15, 2012, at 11:21 
a,m" the surveyor and registered nurse (RN) 1 
went Inside the residenfs room to check on the 

10 PROVIDER'S PlAN (IF CORRECTION 
PREFIX , {EACH CORRECTIVE ACTION SHOOLO BE I~~/I'JN 

I Mll! :CROss.REFERENCED TO THe: APPROPRIATETAG ,
OEfTCtENCy) , 

F 312 

, 

I i ,resident RN 1 stated that the resident's mouth 

Event It;!; LZZP11 Ifeontlnuabon sheet Page 7 of 34 
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was ~dirty~ and she would have the certified 

nursing assistant (CNA) clean the resident's 

mouth, 

During an interview with the CNA on October 15, 

2011, at 1 :45 p.m., she stated that she cleaned 

the resident's mouth between 7 s.m, to B a.tn. 

that morning. She further stated that the resident 

has a lot of oral secretions and requires frequent 

oral care. 

The facility's policy and procedure titled "Mouth 

Care" dated Oeleber 2010, indicated that th<l 

purposes of mouth care is to keep the residenfs 

lips and oral tissues moist, to cleanse aod 

freshen the resident's mouth. and to prevent 

infections of the mouth. The potiey further 

indicated to review the resident's care plan to 

assess for any special needs of the resident 


A lack of good brushing and flossing habits 

frequently leads to periodontal (gum) disease. 

Bacteria from periodontal disease have been 

found in the plaque that clogs the arteries of 

people with heart disease. When oral bacteria 
enter the bloodstream, the Immune system 
response causes inflammation and narrowing of 
the arteries. AH of trns greatly increases the risk of 
heart dlsease, heart attack and stroke. 
<htlp:JiYNIw,colg_oomlapp/CoigateIUSIOCltnfo 
rmation 
IOralHeruthBasics/CommonCoocernslGumDisea 
seiPeriodontits.cvsp<htlp;/IwwW.mayoclinic,com/ 
healthlperiodOfltltisIDSOO369/DSECTION=compll 
cations>, 

F 315 483.25(d) NO CATHETER, PREVENT UTI, F 315 
,iRESTORE BLADDER SStD , I 
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Based on the resident's comprehensive 
assessment. the facility must ensure that a 
resident who enters the facility without an 
indwelling catheter IS not catheterized unless the 
resident's clinical condition demonstrates that 
catheterization was necessary; and a resident 
who is incontinent of bladder receives appropriate 
treatment and services to prevent urinary tract 
infections and to restore as much normal bladder 
function as possible. 

This REQUlREMENT is not met as evidenced 
by; 
Based on observation, Interview and record 
review, the facirltyfailed to ensure an indwelling 
catheter was securely anchored to facilitate urine 
drainage and to prevent a potential for accidental 
dislodgement leading to injury and urethral tear 
for one of three sample residents (1) with an 
Indwelling catheter. 

Findings: 

During a genera! observation round on October 
11,2012, at 1 p,m, wiI11 the Registered Nurse 
(RN) Supervisor, there were 4 residents with an 
indwelling catheter on the Sub Acute Unit of the 
facility, One of the four resident's, lndwelUng 
catheter, was not anchored securely to prevent 
accidental dislodgment. 

ldentifted 

A Catheter leg strap was immediately applied on 

resi&nt with 00 leg strap to securcly anchor the 

cathett:r. 

~m-redi!£ Action,§.} fur Potenfillll AfT~ 


ReJiids6t(s) 

All residents with Fuley Catheters were c~k.ed 


to ensure that leg snaps were in place. 

SYStemic Corrective AcWU! 

An annual m-st:rvice will be provided by the 

DON aud DSD tu nursing staffon catberers and 

propet use ofcatherer leg straps. 

Mo!!ibu:igg Promi 
DON, DSD. Subacute Coordinator, Treatment 
Nurse and RN Supervisors will ran<lomly 
rnonit()f during their rounds placement of kg 
straps on all residents with indwelling catheters, 
The DON will report aU negative findings to the 
qrnlrtedy QA Committee meetings. 
Resooa$lhle Pfl!iW!:u(s} 
DON, 050, Subacute Coordinator. Treatment 
Nu~ and R.lI,{ Supervisor 

During an Interview with the RN SupelVisor on 
I October 11, 2012, at 11:45 a,m" she stated that 

,
i the the urinary, collection bag is to be positioned , 
! below the resktent's tHadder all the time and there : 
; was no risk for a backfJow of the urine. The RN 

EwmllD:;lZZP11 FaclI!ly 10; CA9500001G5 If continua.!!Qn sheet Page 9 of 34 
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Supervisor atso stated the urinary catheters were 
placed for management of Stage III pressure 
ulcers {wounds that are so deep that there is 
damage to the muscle and bone, and sometimes 
to tendons and joints and aU catheter tubing's 
should be anchored with a strap on the resident's 
thigh, 

According to the admission record, Resident 1 
was admtlted to the facility on October 5,2012, 
with diagnoses that Included pneumonia, 
dysphagia (difficui\y in swallowing) wilh 
gastrostomy tube ( surgically inserted tube- to the 
stomach for the purpose of nutrition and 
medication), and pressure ulcers, 

According to the Minimum Data Set (MDS) dated 
October 12, 2012, Resident 10 usuaily 
understood oUlers and was able to make himself 
understood by others. The MDS also assessed 
that the resident was totall)' dependant with all 
aspects of his activities of dally living (AOls) and 
had an mdwelfing catheter. 

A review of the undated portcy and procedure 
titled, Catheter (Indwelling), Insertion, 011 October 
11, 2012, at 1 p.m., indicated" In order to avoid 
tension on catheter tubing. attach tubing to 
resident's leg using a leg strap. Ensure strap is 
applied comfortably and is not too tight During 
an interview with the RN Supervisor, she stated 
that she was not aware that Resident 1'$ 
indwelling catheter tubing was not strapped. 

It is recommended that all urinary catheters 
should be se<:Ured to the thigh for women and to 
the upper thigh or !ower abdomen for men. 
Unsecured urInary catheters can lead to b&eeding, 

EvemlO:lZZPl1 Facility 10: CA9SOOOO1115 
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trauma, pressure sores around the meatus, and 

I bladder spasms from pressure and traction. 
, (JoAnn Mercer Smith, Catheter Securement 
• November 8. 2008). 

f 322 483.25(g)(2) NGTREATMENTISERVICES­
S8=!) RESTORE EAT1NG SKILLS 

Based on the comprehensive assessment ot a 
resident, the facUity must ensure that a resident 
who is fed by a naso~gastric or gastrostomy tube 
receiVes the appropriate treatment and servlces 
to prevent aspiration pneumonia, diarrhea, 
vomiting. dehydration, metabot1c abnormalities, 
and nasal~pharyngeal ulcers and to restore, if 
possible, normal eating skills. 

This REQUlREMENT is not met as evidenced 
by: 
Ba.sed on observation, interview, and record 

review the facility failed to check residuals prior to 
administration of medica.tions for one randomly 
sampled resident (RSR 16). This fallure had the 
potential to resuft in aspkalion of stomach 
contents. 

Findings: 

The admission record indicated that RSR 16 was 
admitted to the facility on August 11. 2009, and 
readmitted on June 24, 2012, with diagnoses that 
included dysphagia (difficulty swallowing), and a 
history of tongue cancer. 

A Minimum Data Set (MOS). a standardized 
assesslT\eflt and care screening tool, dated 

: August:24. 2012, Indicated the resident was isometimes understood and sometimes able to 

F315 

Cfl:nfctlv. Aetiimfs) Sm:.;ifu:d to BesidelHldF 322 11-1-12 
ldcutifjs:d 
Upon ,Ile $(lf\!\O)\Jr's findings. the Ucensed hlll$' 

checked gastrostomy's rcsaiual of Resident 16. 
CQrr~ive AMn!)l for Potentially Alf,-,sblsl 
Rllsident(s) 
An tn-service was provloed by the DON on 
!{i/17J12 to all licensed nursing staff regarding 
guidelines on checking fJf gftStt'ic l.::sidual prior t{) 
administration ofmediCl1tions nr fluids via 
gastrostomy tube. 
fu'stemic:; CorrtStiV£ Astion 
An annual in·se-rvke wUl be pmvidetl by the 
DON regarding guidelines on admInistering 
medications tltroug!J an ctltenll \1:!be, including 
proper checking ofgastric residual thr01Jgh 
enteral tubes. 
MU.I!~in!! Pl'o«s§ 

The DON. Subacute Crnmiinator and RN 

Supervisor will cooot!ct medicalion puss 
 .-­
observation randomly every month. The 
Ph:1mJal;Y Norse Crulsultan: will nlso conduct 
medication pass observation every 3 mont.!}s. 
The DON wilt report aJl negative findmgs to the:; 
quarterly QA Committee meetin~ 

, Respon~ibJe Pgsifiim!SI


I DON, 'ob""" Coo""nal" ~d RN Sopcrv;,o, 
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f322 Continued From page 11 F322 
understand others. The resident was totally 
dependent on staff for eating, dressing, toilet use, 
and personal hygiene. According to the MOS the 
resident was receiving nutrition via a 
gastrostomy~tuba 

A physician's order dated June 24, 2012, 
indicated to check and record the residual every 
shift. The order also Indicated to hold lIle loading 
if the residuals are above 100 mililiters (mllcc), 
then re-chec:k in one hour, if residuals are stlt! 
over 100 cc's after one hour the physician should 
be notified, 
During an interview on August 12, 2012, at 9:00 
a.m.; ticensed vocatlona! nurse 2 (LVN 2) stated 
she knew she should have checked the residuals 
prior to administering medications to the resident 
via g~tube, however, she had forgot to check. 

Review of the facility's policy titled, "Administering 
Medications through an Enteral Tube", revised 
October 2010, Indicated the purpose of !he policy 
ts to provide guidelines for the safe administration 
of medications through an enteral tube (feeding 
tube), The policy Indicated for an gastrostomy 
tubes, check placement and gastric contents. 

F327 483,250) SUFFICIENT FLUID TO MAINTAIN F327 
HYDRATIONSS=D 

The facility must provide each resident with 
sufficient fluid intake to maintain proper hydration 
and health, 

, 
This REQUIREMENT Is not met as evidenCed 

,, by', 

; Based on interview and record revJew the facUity 

I failed to notify the pbyslclan of recommendallons 

, 

. 
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made by the registered dietician (RD) for one of 
15 sampled residents (Resident 4} to increase 
water flushes from three times a day to four times 
a day. This faHure had the potential to result in 
inadequate hydration for the resident. 

Findings: 

The admission record Indicated Resident 4 was 
admitted to the facillty on August 19, 2.010, and 
readmitted on September 6, 2012, with diagnoses 
that included diabetes (a group of metabolic 
diseases in which result in high blood sugar), and 
dysphagia (difficulty swallowing). 

A Minimum Data Set (MOS), a standardized 
comprehensive assessment and care screening 
tool. dated August 20, 2012. indicated !he 
resident was totally dependent on staff for 
transfers, dressing, eating, and personal hygiene. 
The MDS also indicated the resident was 
receMng nutritlon via a gastrostomy tube 
(g-tube). tn addition the care area assessment 
(CM) summary triggered dehydration as a 
concem. 

Review of a physfcian's order dated September 6, 
2012, Indicated to flush feeding tube with 200 
miHilitErs (mVoc) of water every eight hours (3 
times per day). 

Review of an untitled care ptan dated September 
6,2012, indicated the resident was at risk for 
alteration in hydratIon related to open wounds. 
The listed interventions included to flush the 
g~tube with 200 cc's of water every eight hours. 

Review of the, "Dietary Progress NotesM 
, dated 

i 

• 
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F327 CDrr:~ctive A~t!~!s) §~ecified ~ RWhntcll 11-1-12 
IdtRtified 
The Attending Physician f01 Resident -4 was 
immediately notified ofthe Registered 
Dietician's recol:lltlle!ldation to increase water 
flushes and a new order was received from (he 
Physician, 
!;orru:tb:s Aetlom) lOT ~£B!!a1l1 Affected 
Re.sidwt(s} 
AU recommendations from tile Registered 
Dieticirul from last month to present were 
reviewed to ensure that they have been followed 
aru:l Physicians were infonned. 
Systemic Ca.-n:sl!u Aston 
An lImUla[ in-scrvice will be provided by the 
DON to all licensed nursingsmff on the policy 
regardiog following and completion of 
Registered Dietician's recommoodations. The 
RN SupeMsur will follow tip with the: Physician5 
on all Registered Dieticioo's recommendations 
within 7 days after being received.. 
Monitoring Prgseu 
The DON and Subacute Coordinator will review 
all recommendations afme Dietician every 
month to ensure that Physicians have been 
infttrtn,ed rutd the response oftl:K PhysiCian will 
be documcuted on the nurses notes. The DON 
will repOO all negative findings to the quarterly 
QA Cmrunittee meetings. 
J;ti;:p,!nsibilt Positi.) 
DON, Subacute Coordinator and aN Supervisor 

• •, 

I I 
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October 2,2012, indicated the RD recommended 

to increase the water flushes from 200 ee's every 

eight hours (three times a day) for a totar of 

600CC'5 per day, to 20Occ's afwater every six 

hours (four times a day) for a total of 800 cc's per 

day. There was no documented evidence the 

physJciao was notified of the RD's 

recommendation. 


In an Interview on October 11, 2012, at 11:25 

a.m., the registered nurse coordinator (RNC) 

stated the licensed staff had received the 

recommendation from the RD to increase the 

water flushes. However, the staff had failed to 

notify the physician therefore the 

recommendation had not been carried out, 


In another interview on October 12, 2012, at 
11 :05 a.m., the director of nursing (DON) stated 

the facility's policy is to notify a physician of any 

RD recommendations within seven days, 


Review of the fa<;IUtys policy titled, "Making a 

referral to the consultant dietician", dated May 

2007, indicated the DON is responsible to 

Institute action on recommendations. This may 

be delegated to the licensed nurses however, a 

time frame of seven days is to be specffied to 

follow up on the recommendations, 


F 332 483.25(m)(1) FREE OF MEDICATION ERROR F 332 
RATES Of 5% OR MORE SS=E 

The facility must ensure that it is free of 

medication error rates of five percent or greater. 
 I. 

I, 

This REQUIREMENT is not met as evidenced 
 . 
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F 332 Continued From page 14 
by; 
Based on observation, interview, and record 
review, the facility failed to ensure that it was free 
of a medication error rate of five percent or 
greater. During the medication pass observation, 
six medication errors were observed out of 42 
opportunities for errors, to yield -a facUity 
medication error rate of 14.28 percent 

F332 {:ill'req!ve AUi2UlU Sv«ifi!1Y 12 R~lideJltW 
-

!.d¥otified 
The heart rate of Resident 7 'was chec.Wd by {he 
Licensed IlUrse using a stethoscope lltkr the 
Surveyor's findings. In. addition, Llpon the 
SurveyQr's findings, the Licensed nurse 
administered Cipro antibiotic to resident VIA 
gmfot1:Qffi}' lube, 
C{lff~tive Ac!i2!!{sl fOT PotentiAlly: Affectoo 
gesiden4s) 

11-1-12 

Findings: 

a. During a medication pass observation on 
October 11, 2012, at 8:26 a.m" licensed 
vocational nurse (LVN) 1 was observed as she 
prepared and administered the morning 
medlcations of Resident 7 via a gastrostomy tube 
(GT). LVN 1 poured 1S ml of Potassium Chloride 
{supplement} into a medication cup without 
diluting the medication with water or juice prior to 
administering it to the resident. The bottle labet 
indicated "dilute w[tfl4-8 ounces of water Of 
juice." In addition, lVN 1 crushed and 
administered Cardizem 60 milligrams (mg) and 
lopressor 2S mg to Resident 7 without checking 

An in-service Willi provided by the DON to the 
Licensed nursing staff on 10/17112 regarding 
guidelines for proper medication administration 
including, rights (right patient, right dose, right 
time, right drug, and right route) lUld j:X}licy 
regarding flushing (If gastro&omy tubes. 
In addition, the paniwlat Licensed nurse 
involved was col,lrt$Cled by the DON and (me on 
vne teaching was provlded with emphasis on 
proper medn:ation pmlSll'lg procedures. 
Sill.!!; Corfl!c!b:~ Action 
An annual in·5CfVilXl will be provided by the 
DON on propcrmedication administration to an 
licensed rlllrSing staff. Lice.'1sed nurses 
proficiency evaluation vii II be conducted by the 
DON annually to ensure that licensed nurses are 
maintaining properfsafe rued-pass techniques. 

.-­

the resident's heart rate before medication 
admfnistraUoo. The label on the Card!zem and 
Loptessor bubble pack Indicated to hold the 
medication if the resldenfs heart is is less than 
60. Furthermore, l VN 1 was observed 
administering two drops of artificial tears into the 
resIdent's left and right eye" 

Upon reconcUiation of the physician's orders, the 
, physician's orders dated August 14, 2012. 
: indicated to admlnister the following mediCations: 

: 

MflltitoriRg PI"9W$ 
The DON and Subacute Coordinator will rondm:t 
medkation pass observation randomly every 
mootk The Pharmacy Nurse Consultant '>'rill 
conduct medMpass obsef'Yati(m every 3 months. 
The DON wilt report all llegative findings at the 

: 
quarterly QA Committee Meetings. 

I RS!H!.2!!~i~!i:i ~iti!m($) DON and Subacute COQrdinator 

, 
: 
: 
: 

: 
: 

; Potassium Chlor"lde 20 mEq liquid via GT daily for 
! supplement, Cardizem 60 mg via GT for 
: hypertension and hold for a heart rate (HR) of 
: I 

E",enllD: L.ZZP1 1 FaGitlly 10: CA95OO\lO:t06 If cominuatlon &heel Page 15 of 34 



PRINTED: 1013112012 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO . 0IJ38-0391 

(X:) OA.TE SURVEY 

ANO f>t.AN Of CORRECTION 


iXtj PROVIOERISUPPUERKlUAI;TATEMENT OF OEFlctEHClES 
IDEtHlflCATlON NUMBER: COMPLETED 

i 
055104 1011612012 

, NAME OF PROVIDER 00 SUPPLIER STREET AODRESS. ctrY, STATE, ZIP CODE 

i 
, 

2120 NEVAOAAVEHUE 
SUNSET MANOR CONY HQSP 

EL MONTE, CA 91133 

SUMMARY STAiEMENT OF DEFiCIENCiES 10 r PROVIOER'S PlAN OF CORRECTION(X4}lD <"J
(EACH OEFICIENCYMUST BE PRECEDED BY FULL PREfl)( (EACH CORRECTIVE ACTION SHOULD BE """",nONPREf1)( 

OA'"REGULATORY OR LSC IOENl"IF'('tNG INFORMATtON) TAG CROSS-REFERENCEO TO THE APPROPRIATE: 
OEFlCIEOOYj 

TAG 

Evoot lD:tZZP11 

I 
i 

{X2) MUlTIPLE CONSTRUCTION 

A, aU1LOING 

..-
_. 

F 332 Continued From page 15 F 332 

jess than 60 and a systolic blood pressure (SBP) 

of less than 90, Lopressor 25 mg via GT twice a 

day for hypertansion and hold for HR leo. than 60 

or SSP less than 100, and artificiai tears 
ophthatrnk: solution one drop to both eyes four 
times a day for eye dryness, 

During an interview with LVN 1 on October ii, 

2012, at 10:30 a.m., she stated that she should 

have administered one drop of artffk::ial tears as 

ordered by the physlciafl, instead of two drops, 

LVN 1 further stated that the residenfs HR was 

99 when she checked it while simultaneously 

measurmg the resk.ienfs blood pressure uSing a 

manual brood pressure cuff. 

During an Interview with the director of nursing 
(DON) on Ocloberl2, 2Q12, at 3:15 p.rn.. she 
stated that the heart rate is not checked through 
the use of a manual blood pressure cuff, The 
DON further stated that L VN 1 probably just got 
nervous, 

A review of the manufacturer's instructions for 
administration of potassium chloride ora/liquid 
solution indicated that the medication must be 
mixed wtth a full glass (443 ounces) of cold water 
or Juice before taking to prevent stomach upset 

The faciffty's policy and procedure titled 
"Guidelines for Mecftcat!on Administration" dated 
Janua/)l2009, indicated that In the actminl$ttatlon 
of all mecfteations, the five rights which Include 
right patient, right drug, right dose, right time. and 
right route must be observed. The !abel on the 
medication container must be read three times 
before administering the medication. , 

I_. 
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b. During observation of a medfcation pass on 

October 12. 2012, at 8:10 a.m. licensed 

vocational nurse:2 {lVN 2} failed to flush the 

g~tube with water, as ordered by the physician. 

prior to the administration of the resident's 

medication as weU as after finishing the 

medication admioislratioo. The LVN also failed to 

administer the antibiotic Ciprofloxacin ([Cipro] an 

antibiotic) a. orelered by the physician, 


The admission record indicated RSR 16 was 

admitted to the facUlty 00 August 11, 2009, and 

readmitted on June 24, 2012, with diagnoses that 

Include<! dysphagia (difficulty swallowing), and a 

history of tongue cancer. 


A Minimum Data Set CMOS). a standardized 

assessment and care screening tool, dated 

August 24, 2012, inotcated the resident was 

sometimes understood and sometimes able to 

undersfand others. The resident was totally 

dependent on staff for eating, dressing, toilet use, 

and personal hygiene. According to the MDS the 

resident was receiving nutrition via g-tube. 


Review of a physician's order dated June 24, ,2012, indlcated to flush the fee<Sing tube with a 

minimum of 50 ml water before and after 

medication administration. Review of another 

physlolan'. order dated Ocrober 6, 2012, 

Indicated to administer Cipro 500 mg via g-tobe 

for seven days for dysuria (pain with urination). 


The Nurses Notes, dated October 6, 2012, 

Indicated lhe resident complained of pain when 


,voiding, The physician was notified and a new 
I,order was given for Cipro 500 mg to be , 

I 
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administered to the resident 

During an interview on October 12, 2012. at 8:45 
B,m., the registered nurse coordinator (RNC) 
stated the Cipro should have been given during 
the medication pass however it had been missed 
by the licensed nurse. 

In an intervlew on October 12, 2012 at 9 s.m., 
licensed vocational nurse 2 (LVN 2) stated she 
had missed giving the Cipro because the page of 
the medication adminIstration record had been 
face down and she had missed it When asked 
about the Hushing of the g-lube the LVN st.1<ld 
she had flushed with approximately 5 ee's of 
water tn between each medication. The LVN 
acknowledged she had not flushed the g-tube 
with 50 oc of water prior to and after medication 
administration, as ordered by the physician. 

In another interview on October 12, 2012 at 10:10 
a,m., the direc\orof numing (DON) stale<! the 
nurse should have informed the evaluator that 
she had missed giving the Cipro as soon as she 
realized her mistake. The DON also stat~d the 
purpose of flushing the g~tube With water before 
and after administering a medication is too 
ensure the tube $tays patent. 

Review of the facility's policy titled, "Administering 
Medications through an Entera! Tube", revised 
October 2010, indicated !he purpose of the policy : 
is to provide guidelines for the safe administration 

, of medications through an enteral tube (feeding 
: lube), The poliCy indicated that the g-tube should 

be flushed with at least 30 cc of warm water (or ,,
prescribed amount) prior to administering 
medications. The poiicy also indicated to flush 

, , 

, 
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: with at least 30 ce's of warm water (or prescribed 1 
I amount) when the last medication begins to drain ! 
, from the tubing. 

F 333 i 483.25(m)(2) RESIDENTS FREE OF 
SS=D i SIGNIFICANT MED ERRORS 

\ 
~ The facility must ensure that residents are free of 
j any significant medication errors.! 
,Thi$ REQUIREMENT Is not met as evidencedI, by: 
l Based on observation. intelView, and record 
I review the facility failed to ensure that it was free 
: of aoy significant medication errors. The licensed 
! staff failed to check the heart rate of Resident 7 I 
' prior to administering Cardizem (antihypertensive 1 

1and anti-arrhythmia) and lopressor l 
: (antihypertensive) as ordered by the physician. j
!These medications have the potential to lower the I 
I resident's heart rate, 

I Findings: 

'II 8. During a med!catlon pass obseIVation 00 ! 
October 11, 2012, at 8:26 a.m., licensed 
vocational nurse (lVN) '1 was observed as she 

; prepared and administered the morning 
!medications of Resident 7 via gastrostomy tube 
, (GT). LVN 1 was observed crushing and 
) administering Gardizem (used to treat high blood 
I pressure, chest pain, and heart rhythm disOrders}
!60 miUigrams (mg) and Lopressor \ 
!(antihypertensive) 25 mg to the resldentwithout 1 
!checking the resident's heart rate before .
!administration. There was an instruction on the 
i Cardizem and LopresSOf bubble pack to hold the!medication if the resident's heart is tess than 60. 

, Upon reconciliation with the ptJysidan's orders, 
_--,I ,~~_ 

!
I 
i 

F 333' 	 {.;orredive At.tio!iOO Specifkd tu ResUjegt{s) ,~ 11-1-12 
~!ified I 
After the Sa.rveym's findings, the heart tate of 
Resl<klot'1 was clttcl;cd using astethoscope by 
the Licettse<t nurse. 
Corrective Acti9Al!l fue P1lteuiliJJy Afl't:ttt:d 
~It(sl 
An in.-.setVice was provided to the Licensed 
nursing staff by the DON on lOli1/12 regarding 
the policy furproper medication ndministration 
with emphasis on ctuI¢king vita! signs (I.e. blood 
pressure, heart rate based on parameters ordered 
by the Pbysician). The particular Licensed ourse 
involved was ooul'lseled by the DON 1U1d one on 
Me reaching was provided emphasizing prop« 
medkatioo pass procedures. 
~mic Cm-redive Awsm 
An annual in-service will be provided by the 
DON 01'1 proper medication admifiismnkm. Also, 
U~ nurses proficiency evaluation will be 
conducted by the DON and Subacute 
Coordinator to ensure tItat licensed nurses are 
maintaining proper/safe medication pass 
t<!Cimiques. 
Mgnitorigg [!'.!!S!!!!?! 

The OON. Subacute Coordinator llfld RN 

Supervisor will condoot medication pass 

observation randomly every month. The 

Phanllacy Nurse Consultant wiU cunduct 


I medication pass observatioo every 3 months. 

! TIn:- DON will report ail negative findings to the

I quarterly QA Committee meetings.

I Rgl!9n§ible PflSitjwJ{l!) 


DON, Subacute Coordinator. RN SuperviSIJr 
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the physician's orders dated August 14, 2012, 
indicated to administer the following medications: 
Cardizem 60 mg via GT for hypertension and 
hold for a heart rate (HR) of less than 60 and a 
systolic blood pressure (SSP) of less than 90 and 
lopressor 25 mg via GT twice a day for 
hypertension and hold for HR less than 80 or SSP 
less than 100. 

During an interview with LVN 1 on October 11, 
2012. at 10:30 a.m., she stated that the resident's 
HR was 99 when she checked it while 
simultaneously measuring the resident's blood 
pressure using a manual blood pressure cuff. 

During an interview with the director of nursing 
(DON) on Oerober 12, 2012, at 3:15 p.m., she 
stated that the heart rate is never checked using 
a manual blood pressure cuff. The DON further 
stated that -lVN 1 probably just got nervous. The 
DON added that the blood pressure and heart 
rate should be taken prior to givIng medicatiOn 
that has parameters on when to give or when to 
hold. 

According to Lexi-Comp's Geriatric'Dosage 
Handbook (2007), Cardizem and Lopressor can 
cause bradycardia (heart rate Jess than 60) and 
hypotension (low blood pressure}. Monitoring 
parameters should include checking the 
resident's btood pressure and heart rate. The 
handbook further indicated to take the medication 
exaclly as dlrected,lake pulse (heart rate) daily 
prior to medication and follow the prescriber's 
instruction about holding medication. 

F 431 
 483.60(b), (d), (el DRUG RECORDS, 
 F 431 

LAllEUSTORE DRUGS & BIOLOGICALS ,ss=o , ,i 

, 
, i , 
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F 431 Continued From page 20 F 431 Cor[c;&li:'£!l Actiontsl §liI!S;ified to R§i!ea!fal I1-1-12 
The facUlty must employ or obtain the seMces of I4eut!tisd 

None identified a licensed pharmacist who establishes a system 
Corrmive- ArtI!!u(s} (or Putelll1la!!y Affe£tedof records of receipt and disposition of all 
Residentfs)controlled drugs in sufficient deta~ to enabie an 
An opened tu~HD (PPD) vial found inside theaccurate reconciliation; and determines that drug 
refrigerator without an "opened date" wasrecords are in order and that an account of all 
illlU'lCtliatcly removed and di.$;:wdtd. An In-

controlled drugs is maintained and periodically service W<IS provided on 1()l!1112 by the DON to
reconciled. all Licensed nursing staffregardmg policy for 

medications "open dahl' procedures.
Drugs and Wologicals used in the facility must be §vsttmic: Correct!Y£ A£ti!!!! 
labeled in accordance wIth currently accepted An annual in~service will be provided by the 
professional principles, and include the DON on polky fur medications "date opened" 
appropriate accessory and cautionary procedures. The RN Supervisor-will check all 

medications inside the refrigerator weekly for 
applicable. 
instructions, and the expiration date when 

medication expiration and to ensure ail opened-
medications has an "opened date" written on the 
bottldconlttmer,In accordance with State and Federal laws, the 
Moftito:riM!; Processfacmty must store ail drugs and b!okigfcals in 
The DON and Subacute Cootdinal:or will conduct locked compartments under proper temperature 
random checks on atl medications in the medcontl"ms. and permit only authorized personnel to crut, medication room Md medication W:ide: thehave access to the keys, reDigerator to ensure that opened medications 
bave "upened date" written on it The DON win

The facility must provide separately looked, report all negative findings to the quarterly QA
permanently affixed compartments for storage of Committee Meetings. 
controlled drugs listed in Schedule II of the Resllonaiids: PosffioIt(S)
Comprehensive Drug Abuse Pre~tion and DON, Sub!tl;:ute Coordinator and RN Supervisor 
Control Act of 1916 and other drugs subJect to 
abuse, except When the facility uses single unit 
package drug distribution systems In which fhe 
quantity stored is minimal and a missing dose can 
be readily detected. · 

, 
I, 

This REQUIREMENT Is 001 met as evidenced I iby: 

I 
.· Based on observation, Interview, and record , 

,review, the faciUty fatled to ensure that residents , 

· . .
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were not administered expired medications by 
faDing to labal previously opened and used 
multi..jjose vIals of Tuberculin Purified Protein 
Derivative (PPD- aid in the detection of Infection 
with Mycobacterium tubet"C1Jlosls), in accordance 
with the f"ciUly's policy and procedure, This 
deficient practice ha,d the potential to result in 
inaccurate Tuberculosis skin test results or cause 
complications in an event that an expired 
medication is administered. 

Findings; 

During an inspection of the medication room In 
Station 2 on OCtober 10, 2012, at 11 :25 a.m., one 
opon vial of PPD was observed wfthout an open 
date label stored inside the medication 
refrigerator. ' 

During an interview with the licensed staff on 
October 10, 2012, at 11:26 a.m" she inspected 
the viaj of PPD and could not teU when the vial 
was first opened. She stated that the PPO vial 
shouf~ have been labaled' with an open date. 

The facllity's policy and procedure titled "Date 
Open Procedures" dated January 2009, indicated 
that certain products have Hmlted expiration dates 
after the product has been mixed or opened for 
the first time, The poficy indicated that on 
containers that do not have a space to record the 
opening date on the manufacturers' label the 
pharmacy will affix a blank "Date Opened" sticker 
to the container, It wm be the rasponslbility of the 
nursing staff to enter the opening date on all 
manufacturers' labels or blank pharmacy labels. 
According to Appendix D of the same policy, PPD 
vial expires 30 days after opening. 

: STREET AODRf:SS. crrY. STATE. ZIP CODE 

. 2m NEVADA AVENUE 

I EL MONTE, CA 91733 
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F 441 483.65 INFECTION CONTROL. PREVENT F 441 
C-DJ]:'tlCtiw Ast~!!l.!l SoecilW! to Resl~ I H.12SS=D SPREAD, LINENS Id~ntificd 

The DON Imd DSD provided s. verbal counseling
The faci5ty must establish and maintain an an.d discussion to the C.N.A, involved regarding
Infection Control Program designed to proVide a fuilure to follow infection control procedures. 
sate. sanitary and comfortable environtrlent and !.::(I~ix~ Acti~gL~) fur Putt'JfffaJb: At[e(:ted 
to help prevent the development and transmission ResidJ!!!ttl 
of disease and Infection, An in~Scrvicc was provided by the DSD 011 

10/18112 to aJJ CNAs regarding maintaining 
infection comtol during atn: ofresidents with 
emphasis on proper utilization ofpetSUDsl 

(a) Infection Control Program 
The facility must estabUsh an Infection Control 

protective equipment (,'PPE", I.e. gtoves and Program under which it • 
:frequency (Ifchanging PPE in between bed bath(1) Investigates, controls, and prevents inf-ectlons 
procedures).in the facilfty; 
~tem~ Corrective .4£t!!i:!!(2) Decides what procedures, such as isolation, 
An annual m-scn'lce will be provided by ttlCshould be applied to an indtvidual resident; and DSD to nurning mffon infeetion control and

(3) Maintains a record of incidents and corrective proper tectmiques on bow Wperi'onn bed bath 
actions related to infections. pwcedure$, with :return denwnstratiro by each 

C.NA 
(b) Preventing Spread of Infection Monitorine Prg~ 
(1) When the Infection COfltrol Program The DON. DSD and Subacute Coordinator wlii 
determines that a resident needs isolation to conduct random checl:.s ofCN&: when giving 
prevent the spread of infection, the facility must bed hath to residents to erlstI.!'e that proper 
Isolate the resident techniques are used and infuction control is 

maintained.(2) The faciUIy must prohibit employees with a 
Res~$ible P!WW:mOO ' communicable disease or infected skin lesions 
DON, Subacute Coordiflator and DSDfrom direct contact wfth residents -or their food, if 


direct contact will transmit the disease. 

(3) The facility must require staff to wash their 

hands after each dIrect resident contact for which 

hand washing is indicated by accepted 

professional pra<:tice. 


(c) Linens 

Personnel must handle, store, process and 

transport rmens so as to prevent the spread of 
 ,
infection. 
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This REQUIREMENT is not met as evicrenced 
by: 
Based on observation, Interview, and record 

revfew, the facinty failed to ensure that the staff 
wash their hands and ch~nged fheir gloves after 
providIng persona! care for one·sample resident 
(Resident 1) and faUed to ensure that the tip of 
the eye drop medication boUle did not touch the 
bed linen for one sample resident (7). This 
deficiency had the potentlal to cause 
cross~contamination and spread infection. 

FindIngs: 

a. A review of the admission facesheet and 
admission information of Resident 3 indicated 
that the resident was originally admitted to the 
facility on November 6, 2011, and re-adm!tted on 
September 28,2012, with diagnoses that 
included respiratory failure with tracheostomy ( a 
tracheostomy is a surgical procedure to create an 
opening through the neck into the trachea 
(windpipe), A tube is usually placed through this 
opening to provide an airway and to remove 
secretions from the lungs) and stroke. 

The Minimum Data Set (MDS). a standardized 
assessment and care planning tool, dated 
October 5, 2012, indicated that the resident 
rarely or never understood others and rarely or 

, never made self understood by others and 
required total assistance from the staff with aU 
actiViUes of daily living that includes dressing, 
toilet use- and persona! hygiene. 

During an observation on October 11, 2012, at 

F 441 CorrectlVt! ActIDnfs) S~ifted tg Resident!)) II-I-12 
Identified 
Artificial Tt'm'S bmtlc \\l1';l immcrliate!y r{,J11tw>!d 
;md discarded nnd repJaced with a new one. 
OmyHve At.l;oo"'$) for POb:ntjally Afftct;;d 
Residellt(s) 

An in~scrviCe was providOO to Licensed nursing 
hlllffunlOll11l2 by the DON 00 maintaining 
infection control during mediqrtion 
administration. 
Systemic Cot'rt;::fiyp Action 
An annual in«rv:ice will be provided by the 
DON and DSO to Licensed nursing staffon 
maintaining infection cootrol'during medication 
administration. 
lYionitoriug Process 
The DON and Sul:nteute Coordinator and RN 
Supervisor will conduct random medication pass 
observation every month. The Pharmacy Nurse 
COIlSUttarJt will conduct medication pass: 
observation every 3 months. The DON will 
repon alillegtttive findings at the quarterJy QA 
Committee Meetings. 
RqJH)lIsibte PosiUon(s) 
DON, Subacute Coordinator slid RN Supervisor,,' 

Event fD:LZlP11 If continuation sheet Page 24 Of 34 



Pf{lNltU: 1UfJ1rLQ12 
DEPARTMENT DF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391 

STATEMENT OF DEfiCIENCIES 1(X11 PROvtOERlSUPPllERICUA (X2) MULTIPLE CONSTRUCTtQN (X3) DATE SURVEY 
COMPLETEDAND PLAN OF CORRECTION IDENTifiCATION HUMBER: iA 6UlIJ.)fHO 

a, WING055104 10/1612012 I ,
NAMEOFP~ERORSUPPUER STREET ADORESS, CITY, STATE, ZIP CODE , 

2720 NEVADA AVENUE
SUNSET MANOR CONV HOOP 

EL MONTE, CA 91733 

SUMMARY 5TATEMEN'T OF DEFICIENCII,;$ 10 PROVIDER'S PlAN OF CORRECTION 
(EACH OEFICU:NCY MUST oe PRECEDED BY fULL PREFIX (EACH CORRECTIVE AC110N SHOULD BE "'"c"""""""~I I 

TAG , REGUlATORY OR L.SC lDENTIFYfNG INFORMATION) TAG CROSS·REFERENCED roTHE Af'f"ROPruA1E ""'" OEflCIENC'f), 

F 441 Continued From page 24 F 441 
9:15 a.m., certified nursing assistant (CNA) 3 and' 

CNA 4 were observed as they provided Resident 

3 morning care and a bed bath. During the bed 
 . 

bath observation, CNA 4 was observed washing 

the resident's back. chest, arms, underarms, 

legs, feet, and perineal area using the same pair 

of gloves, Without changing her gloves, CNA 4 

then proceeded to rinse and dry the resident and 

app1iE:d a new hospital gown. CNA 4 then 

changed the resident's bed linen using the same 

soiled pair of gloves, CNA 4 failed to change her 

glo_ for the multiple tasks done during the bed 

bath procedure, In addition, during the same bed 

bath observation, CNA 4 touched the prtvacy 

curtain without removing the same soUad pair of 

gloves. 


During an interview with CNA 4 on October 11, 

2012. at 10:30 a,m., she acknowledged that she 

did notchange her gloves between providing the 

.resident a bed bath and changing to clean 

hospital gown and bed linens, 


During an Interview with the director of nursing 

(DON) and director of staff development (0$0) 

on October 11, 2012, 11 a.m., they stated that 

the CNA should have taken off the soiled pair of 

gloves after providing perineai care. 


The facility's 2001 poIlcy and procedure titled 

"Handwashing/Hand Hygiene," indlcated that the 


! employees must wash their hands after removing: 
gloves and after handling items likely potentia«}, ,
contaminated with biood, body fluids or 

, secretions," 
, , 

i b. During a medication pass observation on , 
! October 11, 2012, at 8:26 2.m,. licensed 

I , 
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vocational nurse (LVN} 1 was observed as she 

administered artificial tears (lubricant eye drops) 

into the eyes of Resident 7. LVN 1 placed the cap 

and the uncovered' artifical tears bottle on the 

resident's bed while she assisted the resident in 

opening his eyes. The tip of the artlficial tears 

bottle was observed directly resting and touching 

the residenfs blanket. LVN 1 then proceeded to 

administer another drop of artificial tears into the 

resident's eyes without cfeaning the tip of the eye 

drop. 


During an Interview with LVN 1 on October 11, 

2012, at 10 a.m., she acknowledged that the tip 

of the artiftcal tears boUle could be contaminated 

because it touched the resident's bfanket and bad 

the potential to cause infection to the resident's 

eyes. LVN 1 then discarded the medication bottle 

and stated she wnl get a new artificial tears for 

the resident 


F 4.57 483.70(d)(1)(Q BEDROOMS ACCOMODATE NO F 457 
C~iY£Actiones) S(!!cified tll: ByjdenU:lilMORE THAN 4 RESIDENTS 11·1·12 
fdelltj(j£Sl 

SS::B 

,I.Bedrooms must accommodate no more than four 
~nrreetive AgiQ!!(J) ror Potl!ntbl!l~ AfIemttJresidents. 
RMidflJrts) 
A "IIaiver has been requested fur Room #44, The 
residents in these rooms have a reasonable This REQUIREMENT is not met as evidenced amount of privacy as well as closet and storage

by: space. The facility will ensure that the limited
Based on observation, interview and recor"d area in Ihl3. room wilillOt compromise with the 

review, the facility failed to ensure tnat resident provision of care: and qtlality ofUfe ofthe 
bedrooms accommodated no more than four residents. 
residents in 1 of 28 bedrooms. Room #44 had ~stemicC!!t'ttS!ixt: AsWu! 

fIVe beds inside the room, 
 rVa 


, 
 Monitoring ProcSlii 
nla 
Resl!:onsible posnw..u,l

: Findings: 

nI.On October 10, 2012, between 10:20 a.m. and 
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11:15 a.m., during the initial tour, the evaluator 

observed that <me of the 28 resident rooms 

(Room #44) had five resident beds Closer 

observation showed that Room #44 room had 

sufficient space for the beds, ventilators, tube 

reooing pumps and dressers. All the residents in 

this room were bed-bound and did not ambulate. 


On October 10, 2012, at 11:20 a.m" an interview 

was conducted with the administrator regarding 

the five-bed room, The administrator stated that 

Room #44 had always had five beds and that 111. 

room did not present any problems with the 

provlslon of care to residents. The administrator 

also indicated that a room wavier would be 

submitted for this room. 


On October 10, 2012, at 1:10 p.m., the 

administrator submitted a waiver for the five bed 

room, A review of the wavier indicated that Room 

#44 had sufficient room for provisions for nursing 

services and that the waiver would not adversely 
 OlrreetlVfl Action'li} ~cifie!1 tn Resid~Difil lI-I-!2
affect the resk:fents' cars, safety and security. J!jeatified 


F 458 
483.70(d)(1)(il) BEDROOMS MEASURE AT F458 01. 

ss=a 
 CNn.:ctive Mtl9iJ,sj fu:" t>!2!cgtU::lb: A{icGted 

Resldentfs) 
LEAST 80 SQ FTIRESIDENT 

A waiver has been requested for these !3 rooms..Bedrooms must measure at kmst 80 square feet 
TIlt rdilUettts ill th~ n"-'IO$ have a reasl)I1l1bil]per resident in multiple resident bedrooms, and at 
amount of privacy as well a:'l closetand Stonlgcleast 100 square feet In single resident rooms. 
spm:e, The fud!ity will ensure that the limited 
;area in t.lJis room will not compromise with the 
provh:l00 ofcure and quality of lif«: urthe 

This REQUIREMENT is not met as evidenced w;idel1ts,
by: m!eDtic Corr~ AC'tiQ:n
Based on observation, Interview and record , 01, 

review, the facility failed to ensure that 13 of 28 I 
Mooiwl!u! Prot:~1i ,

reSident rooms (Room 16, 17, 19, 20, 21, 22, 23, , w.,I25, 26,27, 32, 33 and 35) met the minimum Rt!ipomibJe Pos!Wm(s) i , 
requirement of 80 square feet (sq. ft.) per "aI i 

Ev4nt 10; tzzP11 
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Continued From page 27 
resident in multiple resident ('ooms. Seven of 
these rooms had two beds in each room and six 
other rooms had three beds each. 

Findings; 

On October 10, 2012, between 10:20 a.m. and 
11:15 a.m., during a general observation, the 
evaluator observed that 13 of 28 resident rooms 
(noted above) did not meet the mrnimum 
requirement of 80 sq. ft. per resident in multiple 
resident rooms. ihe majority of the residents in 
these rooms were able to move treaty around in 
their rooms and the other residents In these 
rooms were in wheeichairs to move around in 
their rooms. The evaluator also observed that the 
nursing staff had enough space to provide care to 
the residents, the privacy curtains provided 
privacy for each resident and the rooms: had 
direct access to the corridors. 

On October 10, 2012, at 11 :23 a.m., the evaluator 
conducted an interview with the administrator 
regarding the 13 resident rooms that did not meet 
the minimum requirement of 80 sq. it per 
resident in multiple resident rooms, The 
administrator stated that a room walller would be 
submitted for these 13 resident rooms. 

On Ocrober 10,2012, at 1:15 p.m., the evaluator 
reviewed the room waiver which stated that there 
was enough space for each resklent's care, 
dignity and privacy, It also stated that these 
rooms were in accordance witfl the special needs 
of the residents and that the waiver would not 

i adversely affect residents' health and safely. 
, .
, The room waIVer showed the fotlowing . . 

!tx2l MULTIPLE CONSTRUCTION 

A. BiJILOIHG 


B.WJNG 


STREET ADDRESS, aITY, STATE. ZIP COOE 

I I() 

I PREFIX , 
TAG 

F458 

, 
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Rm# #ofBeds Sq. Ft 
16 2 140 
17 2 155 
19 3 216 
20 2 149 
21 3 218 
22 2 146 
23 3 230 
25 2 147 
26 2 135 
27 2 142 
32 3 235 
33 3 232 
35 3 231 

The minimum sqliare footage for a 2-bedroom IS 
160 sq, ft and a 3~bed room is 240 sq. f1, 

F 465 483.70{h) 
SS=D SAFEIFUNGTIONAUSANITARYICOMFORTABL 

EENVIRON 

The factlify must provide a safe, functional, 
sanitary, and comfortable environment for 
residents, staff and the public, 

This REQUIREMENT I. not met as evidenced 
by: 
Based on observation and interview, the facility 

faile<l to 
ensure that the shower drainS were not 
unseoorect This had the potential to result in an 
unsafe environment and potential for a hazard. 

: Findings: 
I , 
On October 15, 2012, at 9:30 a.m., during a 

1 

PRINTED; 1013112012 
. FORM APPROVED 

OMS NO. 0938-03a1 
0(3} OATE SURVEY 

COMPLETEO 
(X2) MUtlRE CONSTRUCTION 

A. BUilDING 


B.WlNG 

10116/2012 

STREET ADDRESS. CITY. STATE, ZIP COOE ,
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1:1- MONTE, CA 91733 

PROVIDER'S f'LAN OF CORRECTION ,10 I COW'!.ET!OI< ,(EAc.l CORREC11VE ACTION SHOUlD Be "'"i PREfiX I DAmTAG , CROSS-REFERI!NCED TO THEAPPROPRIATE , 
, DEFlCl£tlCY) 

F458 

F455 un:redivSl Adioo(s} Soecified to Res~lW 1l-1-12 
Identified 
None identified 
Correetiv£ Acti2!ll:sl for Pott:stilllf Affect!:d 
Re$ldent(s) 
The unsecured shower room floor drain cover 
was immediately secured by the Maintenance 
Director. 
Sl::stemic ~!U:rective Actmu 
The Maintenance Director will conduct weekly 
rounds ofthe shower rooms and other areas to 
ensure that a safe environment is provided and to 
eliminate any p<jtential ha:zaros. 
M!!:nitoriBg Process 
The Maintenance Director will itnrnediattly 
wrrect any hazards found and will report all 
negative findings 81 the quarterly QA Committee 
meetings. 
Res(!onsilHe Posltio!!illl 
Maintenance Dircet(!r 

, 
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general observation, the evaluator observed that 


,the shower room next to Room 3B had one 

unsecured floor drain cover. and the shower drain 
 Currective ACij2!!!~} S~ified ta Res!'Si!!!!tt;U 11-1-12Identifiedoover measured 3-inches jn dlamere•. 

None identifred ,, ,
Corrective ~ttIDn{sl fu,. Pote!!!illb:.A{fectedOn October 15, 2012, at 9:33 a.m., the evaluator 
Resident!s)conducted an interview with the maintenance ,
Upon finding the ants, the Maintenance ,

supervisor regarding the unsecured shower room 
Supervisor immediately rerooved and discarded 

floor drain cover. The evaluaror mentioned that the opened lunch bag aM arty other food that wa,<;
this unsecured floor drain coYer was unsafe if attracting the ants. The lockers were removed 
residents are transported into the shower room, from the employe<; break rOom lIIld was cleaned. 
using a shower chair, a wheel might enter the The employee hreak Toom was immediately 
unsecured floor drain that could cause the cleaned by the housekeepers. The pest control 
shower chair to tip over, and the resident could wmpany was aiso immed.iately called to come in 

and spray the area.fall down and be injured, The maintenance staff 
Systemic CMTective Acti!!D stated he would secure the floor drain covers, 
An [nservice was given to all pcrst:lonel by the 
DSD regarding the proper s!tlruge of tOOO in the 

immediately. 
F 469 483.70(h)(4) MAINTAINS EFFECTIVE PEST F 469 

facility and to clean up any spillage oftood andCONTROL PROGRAMSSl"E 
drinks that may occur in order to prevent anI:> ar-.4 
other pests. They were also reminded that food

The facility must maintajn an effective pest eannot be S\ored overnight in the employee break 
control program so that the facility is free of pests room and they must discard or take their food 
and rodents. home after ,heir shift. staff \\"Cfe also asked t<> 

~-

fl!port any ants that may be found to the 
Maintenance Director so that the area can be 
eiWled and the pest control company can be , 
notified. Once per- Wttk, the honstkeeper willThis REQUIREMENT is not met as evidenced ,, 
dean out the refugenoor and discard ofanyby: ,, 
foods that have not been properly labeled andtorBased on observation and interview, the facility 

failed to maintain an effective pest control """".MonitGri!!ll PrGCeSSprogram so that the facility is free of ants. LIVe 
The ~aintenance Director and DSD will coo<iuct ants were seen crawling on the employee break 
daily munds of1he facility, including theroom wall. employee break room, to lTIIlke sure that food has 
been properly -Morco and pests aren't present. If. 

Flodin95: pests are fOLo'Ild, the pest control company WlII be 
called . 

. On October 15, 2012, between 8:30 a,m. and Resoonsible P9sitlOrl($) 
! 10:30 a.m., the evaluatOr conducted a general Maintenance Director and DSD 
, 
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observation accompanied by the maintenance 
supervisor. At 9:48 a.m., the: evaluator noticed 
that between 190~200 five ants crawling (single 
file) on the wails of the employee break room, 
The ants crawled (5-feet) on one wan from the 
srKffng grass doors to the second wall and then 
(15-I""t) to the third wall and then (5-reel) to the 
employee lookers. The maintenance supervisor 
opened one of the lockers and found an openoo 
lunch bag with an'" on the bag, This employee 
break room was adjacent to the facility's kitchen. 

On October 15, 2012. at 9:50 a.m., the evaluator 
conducted an IntervIew With the maIntenance 
supervisor regarding the ants, The maintenance 
supervisor stated he was un~re of the ants and 
that he would contact the pest control company to 
come to the facUlty and elimInate the ants, 
immediately, 

F 505 483,750)(2)(11) PROMPTLY NOTIFY PHYSICIAN 
SS=D OF LAB RESULTS 

The facility must prompily notify the attending 
physician of the findings. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on Interview and record review the facifity 

failed to notify the physician of one of 15 sampled 
resident's {Resident 12) refusal to have lab work 
drawn, This failure had the potential of resulting 
in inapPfopriate care and services for the 
resident. 

Findings: 

, The admission record indicated Resident 12 was 
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, 
, , RN Supervisor, DON and Subacute Coordill8ior 
, I 

PROVlOEA'S RAN OF COfl:ReCTION COM~TlON(FACH CORRECTIVE ACTION SHOUlD BE 
DATECROSS-REFERENCED TO THE A,PPROPRJATE 

DEFICIENCY} 

~ortedive ActiOl!;{S} SQ!dfied to Resident{sl 11-1-12 
Identffieq 
The attending Physieian was immediately 
notified ofresident's refusal oflah work to be 
drawn. 
£llrredlve Acti~nc!i fil:r Potentialll Affected 
Res:jdenffg} 
An in"servicewa.~ provided by the DON m 
licensed tlursing staffon 10/17112 regaoiing 
promptJiess (Ifnotifying the PhysidM regarding 
refusal oflillY p~dures ordered D$ per facili1;y 
policy. 
SYI~!!!ic Coin:£Un Adigo 
An annual in~setVlce will be provided by the 
DON to nursingstaffret,ardIl1g policy and 
procedttre on Mtification ofthe Physician for any 
refusal ofpfO«JdUIl!S, 
Monitoring Process 
.'I1le RN Supervisor (1 1-7 and 7-3 shift) will 
continue to monitor lab tests on It daily basis to 
ensure schOOuled tab tests are being -=anied out 
and refusals, if any, will he addressed and 
reported promptly to the Physician. 
B!mtJlll!!l~ ~gsigg!!(sl 

EvenliD:lZZP11 lfoonHnuatiOtl sheet Page 310134 



PRINTED: 1013112012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391 

STATEMENT OF QCFrCIENCIF"S 1~11 PR~OE~vPPUE~C~ r(X2) MUlTIPLE CONSTRUC11ON (X3) DATE SURVEY ! 
>\NO PLAN Of CORRECTION , IOENTIFlCAlION NUMBER; COMPlETED 

ABUILDING 
~---

8. WING055104 10/16/2012 
NAME OF PROVIDER OR SUPPUER StREET ADDRESS, CITY, STATE, ZIP CODE 

2120 NEVAOA AVENUE
SUNSET MANOR CONY HOSP 

eL MONTE, CA 91733 
~------

SUMMARY STATEMENT OF DEFICIENCiES 10 PROVIDER'S PlAN OF CORRECTION ! {X5}(X4) 10 ,
iEJ\C}l OEfIC{t;NCYMUST Sf: PRECEDED BY FULL (EACH CORRECTIVE ACTION SHOUlD BE ICOMPlETION 

TAG 
PREFIX PREFIX 

REGULATORY On LSC IDENTIFYING fNFORMArJON) CROS5-REFERENCEO TO THE APPROPRIATE ,""TAG 
OEFtClENCYj 

F 505 Continued From page 31 F 505 11-1-12
admitted to the facility on June 1, 2012, and 

readmitted on June 21, 2012, with diagnoses that 

included respiratory failure and brain tumor. 


A Minimum Data Set (MDS), a standardized 

comprehenslve assessment and care screening 

tool, dated September 28, 2012, indicated the 

resident was able to make himself understood 

and able to understand others, and required 

extensfve assistance with transfers, dressing, 

toilet use, and personal hygiene. 


Review of a physician's order dated June 25, 

2012, indicated to dtaw blood work for a baslc 

metabolic panel ([BMP] blooo tests used to 

measure levets of sugar, fluids and electrolyte 

Jevels in the blood) every three months (March, 

June, Sept, Dec) and a complete bk>od count 

([CSC1 measures the concentration of white 

blood cells, red blood ceHs, and platelets in the 

blood) every three months (Ma"*,, June, Sep~ 

Dec). 


Review of an untitled care plan dated June 1, 

2012, indicated the resident was prone to skIn 

breakdown. Interventions Included to monitor 

pertinent labs including BMP and CSC every 

three months and notify the physician of any 

abnormal values, Review of another care plan 

dated June 25. 2012, indicated the resident had 

the potenllal for a low hemoglobin (the molecule 

in red blood cells that carries oxygen) and 

hematocrit (blood test that measures the 

percentage of the volume of whole btood that Is 


: made up of red blood cells) due to anemia. 

IInterventions included to draw laboratory blood 
 I 

work as ordered, including esc every three 
imonths, and report the abnormal results to the 

f! 
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physician promptly. 

In an interview on October 15, 2012 at 11 a.m., 

the registered nurse coordinator (RNe) stated the 

resident had episodes of refusing to allow blood 

work to be drawn, According to the RNC the 

resident was supposed to have a 8MP and C8C 

done in September however the resident had 

refused, The RNC also stated there was no 

dQcumentation indicating the resident had 

refused the blood work nor was the physician 

notified. According to the RNC the licensed staff 

should document when a resident refuses [Wood 

work to be drawn. The RNC also stated the 

physicIan should have been notified. 


In an interview on October 16, 2012, at 9:45 a.m., 

the director of nursing (DON) stated when a 

resident refuses blood work to be drawn the staff 

should make three attempts at coilecting the 

blood work. The DON also stated there shoUld 

be documentation from the fJcensed staff 

indicating three attempts were made and the 

number of times the resident refused. 


Review of the undated facility's policy titled, 

"Refusal of Medications and Treatmeffi", 

indicated should a resident refuse h1s or her 
medications andlor treatments, appropriate 
documentation relative to such refusal must be 
recorded in the resident's medical record. 
According to the policy documentation pertaining 
to a resident's refusal of treatment shaH include, 
as a minimum: date and time treatment was 
attempted, resident's response, that the resident 
was mformed of the purpose of the treatment and 
the consequences of not receiving the I.medlcation/treatment, the date and time the , 
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physician was notified as well as the physician's 
response. 
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