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Total Reskient Popuiation: 68
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F 241 { 483.15(a) DIGNITY AND RESPECT OF F 241] A bucket was placed immediatoly undemeatt the.

ss=t | INDIVIDUALITY shower z:hazr of resident 14,

The facility must promote care for residents in a %ﬁ"?ﬁiﬁ“}w s provided o the CNAS

manner and in an environment that maintains or viees o on

enhances each reskient's dignity and respect in ;31 ;ﬁi%&g fg E:‘s;ﬁgw;gﬁ?’;m

full recoggnition of his or he individuality, as¢ 1o cateh fesident’s urine or fecal wutter in

case of rwdznts maezztwmey episode,

This REQUIREMENT is not met as evidenced A st servica i be provided by DSD to

: sursing stiff or madntaining resident’s dignity,
Based oh cheservalion, inferview and record including proper use of shower chajr.

review the facility failed to ensure 3 bucket was Manitariue Process

undemeath the shower chair to contsin the feces The LON, DSIY, Subacute Coordinator, and RN

and wine of Resident 10. Consequenily, the Supervisors will conduct randotn check during

resident's urine and feces dropped directly onio sars by CHA 1 residents to eosurs thit 2 bucket

the carpet and e on the ficor, while the CNA is placed undemneath the shower chair during

whesled the resident down the hall in & shower e paents to and from the shower

chair, and the facility faited to ensure that Staff :;?“;{; OA Corumition oty o radings

speak in & language that four of five residents esponsible Positiou(s] Y

attending the group interview, could understand, DO, DSD, Subcite Caordinator, RN

espm%aity while providing care. This resulted in Supervisor
(M9} DATE

SBORATORY DfR& & HDERISUFPLIER KREFPHESENTATIVE'S SIGHRATURE TILE
m Bortn, Saevresl. Ji &5 i b

1y mn&ﬁmz grding with an astedsk {*) denotes # deficienty which the insitation may be excuset rom correcting providing # is detormined that
ther safaguurds provide sulfictent prolection o e palients. (See instnucions.] Except for nursing homes, the findings stated above we disclosuble 90 days
iowing e date of survey whelher o ot a plan of correction Is provided, For norsing iomes, the sbove findings and plans of cottection are disclosable 14
ays following the date these doctments are made avaliabis to the facility. I doficiancies are cled, an approved plan of correction is requisite % continued

ogram parficisstion.
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the patient’s feeling they were treated with a lack An inmservice was provided by the DON and
of dignity and digrespect. DSE to the nursing staff os 10/18/12 regarding
resident’s right 1o have staff nof speak in any
tanguage thai the resident doas not understand
Findings. especially while providing care for them

a. Resident 10 was admitted {o the faclity on
Qgtober 13, 2007, and re-admitied on June 8,
2011, with diagnoses thal included depression,
dementia and galt disturbance. According fo the
Winimum Data Set {a standardized assessment
form} dated June 17, 2012, Resident 10 ususdly
was abie to make herseff understood and was
akde to usually understand others and was totally
daependent on staff for her ADLs. The MDS also
revealed that Resident 10 was always incontinent
of Bieswel and bladder,

Churing the general cbservation on Oclober 15,
2012, at 10 a.m, Resident 10 was observed being
wheelad by a certified nurse assistant {CNA}
along the halbvay in a shower chalr. Resident 10
was having a bowel movament and the feces
droppad directly onie the floor tiles and the
earpet. During an interview with the CNA, at the
same time, she siated that she forgot to check f
the shower chair had a bucket undemeath i
cafch the uring and fecat matter in casa the
resident had an incontinency episode. During an
interview with the facility supply manager and the
Director of Staff Development (DED), on the
game day, they hoth siated that the staff were
supposed {0 check that a bucket was under the
shower chair all the ime.

b, fxirinig & group inferview on October 18, 2042,

by Affected

Corrective Action{s for Poteatiy)
Besident{s)

Same sz above

Svstemic £ eli

An in-service will be provided anausily by DSD
ie all stnff regarding maintainiiy or enhancing
zach resident’s dignity and respect, including the
ned for staff not io speak in any Tangeage that
the residont does nnt anderstand, sspecisily while
pseviding cang for them,

Monitoring Process

The DO, BSD, sod Subacute Coordinator will
condict randorm hecks during rounds o0 Aursing
staff to ensure that ro other foreign janguage
except Enghish should be gsed when talking with
co-workers in feont of residenty or when in

Tinsfings to the QA Committee quarierly.

‘The Activity Director, duting monthly Resident™s
Coancil mestings, will reinforee residents righty
to be treated with dignity and respect and wiit
reccive feedback from resident’s regarding this
issue. Any negative feadireck will be addregsed
immedintely and will be presented & e QA
Coimmittet guartery.

Besponsible Pasition(s)

DON, BED, Subacute Coordingfor

resident care ureas. DON will seport off negative

IR CMSRERTI0Z-69) Pravious Versinns Shavlete
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at 10 a.m., four out of five alert and oriented
residents who attended the mesting steted that
same of the staff, especially the Certified Nursing
Assistards (CNAs), speak in different languages
other than English, and this bothers them,
especiaily when tha staff are in their rooms
providing vare. They further stated that they had
brought this concem o the staff 's attention and
to the charge rurses, but it has not been
resclved, Hawever, the residents could not
remember the date and time they told the staff
about this lsaue, Corrpetive Action{s) Spevified to Restdent(s) 11-1-12
. Igentified
During an interview with the Director of Nursing None identified
{DON} on October 15, 2012, at 11:30 a.m., she Correct
stated the staff shauld not spegi any language M )
that the residents wouid not be able o An in-service was provided by the DS and
undersiand especiaily while providing care for DON to the nursing staff oo 10/18/12 regarding
them, ?&gfn"g ﬁ;;; ??;éf&?fﬁﬁ&‘f&
246G | 483.15(e){ 1) REASONABLE ACCOMMODATION F 248 R *
88=g | OF NEEDS/PREFERENCES gfe?:lfiiz bR esident’s reach and property

A resident has the right o reside and receive
services in the facility with reasonabie
accanvnadations of individual needs and
preferences, except when the health or safety of
the individual or other residents would be
gndangerad,

This REQUIREMENT is not met as eviderced
by:

Based on interview, and record review, the
faciiity failled (o promptly answer the call &ghts of
four of five alert residents,

Systemic Corrsctive Action

An in-service will be provided to all awsing siaff
by DSD goarterly on answerkng cafl lights ing
fimely manner.

Muonitoring Process

The DON, DSD and Subacute Coordinstor wifl
conduct raadom chivks during dadly rounds 1o
ensure that oail Hghts are being answered
promptiy, are properly functioning and within: ia
reach of the resident. The DOM will report al]
negative findings to the QA Comnitice meeting
quirterly,

The Activity Directer, during monthly Resident®s
Council meetings, wilt ask for fuedback from the
residents regarding timely snswering of cal!
ixghts

i€ sible Position
’l'imi){’)N ﬁ‘&ﬁ and %b@cutc Covrdinator
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F 257
88=E

Continued From page 3
Findings:

During the group meeling o Oclober 15, 2612, at
10 a.m., four of five residents stated the siaff on
al shifts (7 sun. to 3 p.m,, 3 pan. 0 11 pom. and
11 pom. 0 7 a.m.) would take approximately 30
minwtes 1o respond to the calt light. One of the
four residenis stated that when he was in bed
with a solled diaper he would wait at feast 30
minutes for @ staff on duly during the three shifis
to ausist him. He algo stated that s would take
piace at lpast once (o twice a week, Anciher
resiieni stated she was used 1o it now and was
just happy that someaone would come after she
ghe put her call lighi on. The other twa glert and
oriented residents stated that the time varles
when the call lights were not answered promptly,

During an inlerview with the director of nursing on
October 8, 2012, at 11 a.m., the Fvaluator
asked ahout the residents’ concerm regarding
their cafl lights not being answered promplly and
the DON stated that she wouid ook info the
issue,

The faeility's undated poficy and procedure Hitled
*Cal Lights, Angweting”, indicated that the
resident's call lights should be answered as soon
as pussibls,

483 15{h){6) COMFORTABLE & SAFE
TEMPERATURE LEVELS

The facility must provide comforiable and safe
temperature levels. Facilities initigly ceriffied
after Qctober 1, 1990 must maintain 2
femperature range of 71 - 81° F

E 248

F 257

RN CMS-ERE70e-29) Previous Versions Obeolsts Evert 1D L 22811
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F 257 | Continued From page 4 F257) Corvective Actionis) Specified id 11.1-12
This REQUIREMENT is not met gs evidenced Mdentified )
by: Resident &5 roomm temperature was adiusted
; immediatety.
Based on observation and intendaw the faility Carrective Action(s) for Potentislly AZS

faited to provide safe and comforlable
ternpargture levels (between 71 and 81 degrees}
int Right randomly sampled rooms. Roome 30,
31, 32, 33, 35, 3B, 42, and 44,

Findings:

Puring an inifiad tour on October 10, 2012, &
1117 sm., Resident 9 stated his room gsts very
celd at night,

On Golober 12, 212 at 7:45 g.m., the
maintenance supesvisor, aocomipanied by the
evaiuator, took random fempersture readings
using an infrared thermometer, in eight randomiy
satnipled rooms. The following rooms were found
to be outside the federal reguiation temperalure
range of 71 -81 degrees Fahrenheit (Fi.

Rooms Degrees?t

30 70
31 €8
3z 65
33 68
35 76
38 64
42 89
44 &8

During an interview on Qotober 12, 2012, at 7:.45
am., the maintenance supervisor was asked
abaut the facility’s pelicy regarding acceptabie
temperature range for resident rooms. The
maintenance supervisor stated he was not sure
but he would find out. The maintenance
supervisor was also asked if he kept a log of the

es
Upon the Surveyor's findings, the Maintensnce
idrector wiiusted the termperatores in the faclihyy
to provide 4 comfortubic wrperature evel.
Window Alr conditioning units in rooms were
abso adjusted or tumed off ko bring some of the
wimperabure levads higher,

Systemic Corrgeiive Action

An inservice has been given fo all nursing staff
va 10788712 regarding the bnportance of
maintaingg a comforiable temperatars level,
Many of the rooms have window air conditioning
units and can he easily adjusted immodiately, If
the overall temperature is not comfortable, then
the purses mest document this so the
Mabstenance Director can adjust i i the
morning. I the roperateres are very
ancomfbrtable, thes the Maintenance Dirsctor or
hix designes will come: in to ajust it
imrmedistaly,

Monitoring Process

The Maintenanee Director will check the
temperatures in the buildiag every moening and
every ovening before he gous Bome and wil
adhust temperatures acenndingly. He will report
terperatures that are outside of the required
Tevels to e RN supervisors so they can
document to the uther shifts the fadings el the
need to keep the temperatire leveds comfortable.

RN Supurvisors andd the Maintenance Director

RN CHAS-268702-89% Pravious Vemions Cheolele Evant {3 122P 71
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Continued From page 5
temperatures in the rooms, He siated he did not.

During an observalion of the medication pass on
Cclober 12, 2012, ot 8 an, licensed vooational
nusse 2 {LVHN 2) stated, *if's so cold in here I'm
shaking.” Also, during a group meeting on
Odclober 15, 2012, at 10 a.um., ane of five
residents stated Bsfher room is always 100 cold,
483.25(a}{3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resident who is ungble to carry out activities of
daily living receives the necessary services to
maintain good nutrifion, grooming, and persenal
and oral hygiene.

This REQUIREMENT is not met as evidenced

by:
Based on obsarvation, inlerview, and record
raview, the facility failed o ensurs good ora!
hygishe was provided for one {Residents 13) of
18 sampled residents {Resident 13}, who had a
gastrostomy Wube feeding. This has the potential
to result in pariodontal disease and hesn dissase.

Findings:

A review of the admission record of Resident 13
indicated the resident was orginally admitted 1o
the faciiity on March 24, 2010 ard was readmitted
on March 21, 2012, with diggnoses that included
hypertension {high blood pressure}, Parkinson's
disease (a brain disorder that leads to remors
and difficuity with waiking, movement, and
coordination), dementia {loss of brain function},
and dysphagia (difficully swallowing) with

F 257

Faiz

Corrective Action(s) Specified to Resideni(s)

dentified
Upon the surveyer's Sadingg, the CNLA
nmzmdmlely mnden‘.d o care to Reslrimt 13,

Rwﬂ eat{s}

Al residents were chiecked to ensure that good
oral hygiens was provided, and that tieir mouths
were clean and lips/oral Hegues wers moist. Agn
ingervice was provided by e 8D on /18712
to the rursing taff on providing good oral cure to
all residonts at aii zzm

An annial in-service w:il haprovldf:d by the
IS0 to nursing staff on proper gral vare of the
mzéem&

The I){)K‘ E’SB m{i Subacute Coordiastor will
randomly moniter dering their rounds fo onsure
regidont’s mouths are cleaned, DON will repert
a1 segative findings to the QA Committes
meeting quaristly,

DSD will eouduct quarterly evaluation and
feaching dernonstration on ONAS, focusing on
;;mper oml cane mimzqm

E}(}N {35{3 Subacutc ix}erziwaw?

11-1-12

SRM OMS-28EH02-50; Previous Versions Obspigin

Evend 1D LZZP
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gastrostomy lube feeding {GT- 2 fube inserted
through the abdomen that defivers nudrition or
medication directly to the stomach).

A review of a care plan dated March 24, 2042,
indicated that the resident had self care deficits
due to physical disabilities, cognitive impairmend,
contractures, and medical condition, sind reguived
total assistance with ACL. The care pian goal
indicated that the resident would be clean, free
from body odor, and dressed appropriately dgaily
for thres months, The sursing interventions
included & agsist the resident with oral cars every
shift and as needed.

The Minirum Data Set {(MDS8), a standardized
agsessment and care planning tool, dated '
Septernber 1§, 2012, Indicated that the resident
had a short and ong term memory problem, was
severely impaired in his cognitive skifls for daily
decision making, rarefyinever urdersiood others
art rarelyfnever made himself understood, and
regiired total assisiance with activities of dally
lving.

During an observalion on October 15, 2012, st
1120 am., the resident was obgerved in bad vilh
his eyes closed ang his mouth opened. Thers
was a thick yellow substance an the resident's
tongue and on the righf corner of his upger mouth
and lower lip, The resident was receiving
Puimocare 2t 50 milliliters per hour {mifhr} vie an
eneral pump machine,

During an inderview on Ocloher 158, 2042, at 14:21
a.m., the surveyor and registered nurse (BN) 1
want inside the resident’s room 1o check on the
resident, RN 1 stated that the residerd’s mouth

O CMS-2567{02-99) Previous Versions [bsolete

Bvent {31 ZEP14

Fanllty ID: DASS0000105
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Conlinced From page 7

was "dirly" and she wauld have the cerlified
riarsing assistant {CNA] clean the resident’s
rmouth,

During an inte rdew with the ONA on Ocigber 15,
2011, af 1:45 p.m., she siated that she deaned
the resident's mouth betwesn 7 2.m. 3 8 am.
that morning. She further stated that the resident
has a It of oral secretions and requires frequent
aral Core,

The facility's policy afd procedure fitted "Mauth
Care” dated Oclober 2010, indicated that tha
purposes of mouth care s to keep the resident's
lips and oral lissues moist, to cleanse and
freshen the resident's mouth, and to prevent
infections of the mouth. The policy further
indicated to review the resident's cere plan to
assess for any special needs of the rasident.

A lack of good brushing and flossing habils
frequently leads to periodontal {gum) disesse,
Bacteria from periodontal dissase have been
found in the plaque that clogs the arlerfes of
peopie with heart disease, When oral bacterla
enter the bicodstream, the immune system
response causes inflammation and narrowing of
the arteries, All of this greatly increases the visk of
heart diseass, heart atiack and stroke,
<hitpfaww colgate. comfappiCoigateUSIOCAR
mation
fOrgiHeaithBasics/CommonCencerns/Gumlisea
sefPeriodontits. ovsp<htip. iwew. mayocinic.com/
heslth/periodonitis/OS00369/DSECTION=compk
cations>,

483.28(d} NO CATHETER, PREVENT UTI,
RESTORE BLADDER

CF 31z

F 318

RN CAAS-2567 (02-89) Provivus Yersions Dbsolele:
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Based on the resident’s comprehensive
agsessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheler = not catheterized unless the
resident's clinical condition demonsirates (hat
catheterization was necessary; and a resident
who is incordinent of bladder reosives appropriate
freatment and asrvices to prevent udnary tract
infections and to resiore as much normal bladder
funcion as poessible.

This REQUIREMERNT is not met as evidanced
by:

Based on shservation, interview and record
review, the facility falled fo ensure an indwelling
catheter was securely anghored i faciitate urine
drsinage and {o prevent 2 potential for accidental
dislodgemsnt leading o injury and urethral tesr
for one of thres sample residents (1) with an
indwelling catheter.

Findings:

Duging a gensral observation round on October
11, 2012, at 1 p.n. with the Registered Nurse
{RN} Supsrvisor, there were 4 residents with an
indweliing catheter on the Sub Acute Unit of the
facility, One of the four resident's, indwalling
catheter, was not anchored securely fo prevent
accidental dislodgment.

Dyaring an interview with the RN Sugervisor on
Gctober 11, 2012, at 11:45 a.m., she stated that
the the urinary. collection bay is to be positioned
below the resident’s bladder all the fime and there
was no risk for a backflow of the urine. The RN

Ideati{fed ol
A Catheter teg stiap was immedizioly applied on
rasident with no fap strap to secarely snchor the

Resideasfs)
Afl residents with Foley Catheders were ehecked
o enswre that iog straps were n place.
Systemic Corrective Action
An annual rsorvice will be provided by the
DON and DEE to nursing staff on cathetors and
groper use of catbezsz‘ $op steaps.

p Proge;

I)f)?‘i Z)Sf) Subacuie Coorditmtor, Treatmen
Nurse and BN Supervisors wili randlomly
monitor during thedr rounds placeinent of lep
straps on afl residents with Indwelling catheters.
The DON will report alf segative findings fo the
qmﬁe&y QA Cnmm:ﬁcﬁ meetings.

e Pos

D(N DSDSnbaczm: Coordinator, Treatmient
Nurse, and BN Supervisor
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Sugpervisor also statad the winary catheters were
placed for management of Stage 1 prassure
ulcers {wounds that ars so deap that there s
damage o the musale and bone, and sometimes
to tendons and joinis and &t catheter fubing’s
shoukd be anchored with o sirap on the resident's
thigh,

According to the admission resord, Resident ¢
was scimifted o the faciiity on Qctober §, 2012,
with diagnoses that inciuded pneumonia,
dysphagia {difficulty in swallowing} with
gashrostomy fube ( surgically inserted tube to the
stamach for the ptirpuse of nutrftion and
medication}, and pressurg uicers,

Acgording to the Minimum Data Set (MDS) dated
Uetober 12, 2012, Resident 10 ususdly
understood others and was sbie to make himself
understood Ly others, The M alsp assessed
thal the resideni was tofally dependant with all
aspects of his activities of dally living {ADLs} and
had an indweiling catheter.

A revisw of the undated policy and procedure
tifled, Catheter {Indwelling), Insertion, on Oclober
11, 2012, at 1 p.m., indicatad " in order {o avold
tension on catheter tubing, attach tubing o
resikient's leg using = leg strap, Ensure sirap is
apphied comfartably and is not toe tight. During
an inferview with the RN Supervisor, she slated
that she was not aware that Resident 1's
indweliing catheter tubing was not strapped,

It is recommaended that ol urinary cathaters
shaudd be secursd {0 the thigh for women and &
the upper thigh ot lower ghdomen for men.
Unsecuied urinary catheters can lead to bleeding,

F 316

i
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rauma, pressure sores around the mesatus, and
biadder spasms from pressure and traction.
{(JoAnn Mercer Smith, Catheter Securemant
Novernber §, 2008). -
F 3221 483.25(0)(2 NG TREATMENT/SERVICES - F 322] Cerrective Actioa{s) Speeificd to Residentis} 11-1-12
58=0) | RESTORE EATING SKILLS dentificd

Based on the comprehensive assessmeniof g
resident, the facility must ensure that a resided
who i fed by 8 naso-gastric ar gastrosiomy tube
raceives the appropriate trestment and services
0 prevent aspiration pneumonia, diarthea,
yorniting, dehydration, metabolie sbnormalities,
and nasal-pharyngeal ulcers and to restore, if
possibis, normatl eating skills,

This REGUIREMENT s not met as evidenced

Based on obseryation, interview, and record
review the facility falled to check residuals prior {0
adriinistration of medications for one randomiy
samptad tesident (RER 18}, This failure had the
petential 16 result in aspiration of stomach
sontents,

Findings:

The admission record indicated that RER 18 was
admiited 1o the facility on August 11, 2008, and
readmitted on June 24, 2012, with diagnoses that
included dysphagia (difficully swallowing), and &
history of tongue cancer,

A Miniim Data Set {(MDS), a standardized
assessment and care screening tool, dated
August 24, 2012, indicated the resident was
sometimes ureisrstood and sometimes abie io

Uipon the surveyor’s Gadings. the Heeased murge
checked gastrostomy’s regigual af Reszétm Iﬁ
Correciive Action(s) 1zl
Hegident(s}

An in-serviee was proviges by the DON on
HMITRE 10 al) dieensed nursing staf¥ regarding
guitielines on checking of gasteic residual prior o
adrsiniztestion of medications or fluids via
gastrastomy mbhe,

Systemic Corrective Action

An annual in-servioe wilk be provided by the
DON regarding guidelines on adwminisiering
madications through an eatem? tube, incloding
Feoper checking of gastric residusl through
enicral tubes.

Muoaitorine Process

The DON, Sebuenie Coordinator and RN
Supervisor will easdust medication puss —
observarion rgndomiy every month, The
Pharmacy Nurse Consuitant will also conduc
medication pags observation every 3 moriths,
The DON will report ali segative findings 1o the
qua:rtz:w{x QA Cmnmntee meeting,

BCW Suba{:u& {l’mzﬁmamr and BM Superviser
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understand others. The resident was totally
dependent on staff for eating, dressing, oilet use,
and personal hygiene. According to the MDE the
resideni was receiving msdrition via s
gastrostomy-ithe,

A physician’s order dated June 24, 2012,
indicated o check and record the residual svery
shifl. The order also Indicated to hold the feading
it the: residuals are above 100 mililiters {mifes),
then re-check in one howr, §f residuals are st
awver 100 ¢o's affer one hour the physician should
ba notified.

During an interview on August 12, 2012, at .00
a.m., icensed vocational mirge 2 (LVN 2) sisted
she knew she should have checked the residusis
prior ta administering medications to the rasident
vig g-ube, however, she had forgot to check,

Review of the Tacilily's policy titled, “Administaring
Medications through an Entersd Tube®, revised
Qctober 2010, indicated the purpose of the policy
is to provide guidelines for the safe administration
of medications through an enteral fube {feeding
fubsa}. The policy indioated for all gastrostomy
tubes, check placement and gastiic contents.
483.28{) SUFFICIENT FLUID TO MAINTAIN
HYDRATION

The facility must provide each resident with
sufficient fluid intake {o maintain proper hydration
and heaith,

This REQUIREMENT is not mst as evidenced

by
Based on interview and record review the facility
failed o notify the physician of recommendations

F 322

F 327
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mzde by the registered distician (RD) for one of Identified . )
15 sampled residents (Resident 4) o increase The Attending Physician for Resident 4 was
water fiushes from three tirmes a day to four times immediately notified of the Registered

@ day. This fallure had the polential to resuli in
inadequate hydration for the resident.

Findings.

The admission record Indicated Resident 4 was
admitted fo the faciiity on August 18, 2010, and
readmitled on September 6, 2012, with diagrioses
that included dighstes (a group of metabolic
diseases in which resul{ in high blood sugar), and
dysphagia {difficulty swallowing .

A Minimum Data Set (MDS), a standardized
comprehensive assessment and carg soreening
tool, dated August 20, 2012, indicated the
resident was tolally dependent on staff for
fransfers, drossing, eating, and personal hyglene,
The MDS aiso indicated the resident was
recefving nulrition viz g gastrostomy lube
{g-tube}. In addition the care area assessment
{CAA) summary triggered dehydration as a
CONGE.

Review of & physisian's order dated Ssplember 8,
2012, Indicatad (o flush feeding tubs with 260
mitifiters (mifoo) of water every eight hours (3
times per day).

Review of an uniitied vare plan dated September
8, 2012, indicaled the resident was at rigk for
alteration in hydeation related to opeh wounds.
The listed interventions included v flush the
g-tube with 200 co's of water svery sight hours,

Raview of the, “ietary Progress Notes", dated

Dietician’s recometendation 3 increase water
fhughes and a new order was reseived Hom the

Al recomrendations from (e Ragistered
Digtichan fram st month to presant wete
reviewad to ensare that they biave been followed
gt Physicians were informed.

Bystemic Corrective Action

An snnaal in-seevice will be provided by the
DON w zll licensed nursing staff on the policy
regarding fallowing and completinn of
Registored Dietician’s recomnendations. The
RN Supervisar will foflow up with the Physicians
on &1 Registered Dictician’s recommprulations
within 7 days after belng recoived.

Mopltoring Proress

The DON and Subacute Coordinator will review
all recomraendations of the Distician every
month t ersure tht Physicians have been
informed and e response of the Plysicin will
be documented on the norses notes, The DON
will reprort all negwiive findings to the quarterly
DAC ithee meatings.

3 gy zitaks '.- ‘.&it

ute Coordinater and BN Supervisor

RN CMS-256T7{02-39; Provious Verslons Ghaotete
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Quclober 2, 2012, indicated e RO recommendad
o increass the watsr flushes from 200 oc's every
sight hours (ihrse times a day) for a total of
800o¢'s per day, t0 200cc’s of waler every six
hours {four times a day} for a total of 800 ¢¢'s per
day. There was no documented svitlence the
physician was netified of the RD's
recommendation.

In an interviow on Qolober 11, 2012, at 1128
a.m,, the registered nurse coordinator (RNC)
stated the licensed staff had received the
recommendation from the RD {o ingrease the
water Hushes. However, the staff had failed o
notify the physician therefore the
recommendation had not bess carred out,

in another interview on Qctober 12, 212, at
11:05 a.m., the director of nursing (IGN;] stated
the faciity's policy is lo nofify a physiclan of any
RD recommendations within seven days.

Revisw of the faciiity's palicy 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
{ime frame of seven days is to be specifisd
folicw up on the recommendations,

£ 332 | 483.25{m}{1) FREE OF MEDICATION £RROR F 332
88=f | RATES OF 5% CR MORE

The factity must ensure that it is free of
medication emmor rates of five porcent or greatey,

This REQUIREMENT I not met a5 evidenced

ORM CME-2667{02-99) Previcus Versions Obsointe Evert Xiz2e1t Facliity 1x CASE0000105 If contlnuation sheat Page 14034
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b

Based an observation, interview, and record
review, the facility failed to ensure that it was free
of & medication error rate of five percent or
greater. During the medication pass observation,
six medication errors were observed out of 42
apporiunities for errars, to vield ¢ fagiliy
medication error rate of 14,28 pergent,

Findings:

&. During a medication pass observalion on
Qetober 11, 2012, at £:26 a.m., licensed
wvocationat nurse (LYN} 1 was obgorved as she
prepared and administered the moming
medications of Resident 7 via o gastrostomy tube
{37, LN 1 poured 15 mi of Polassium Chloride
{supplement} into 2 madication cup without
diluting the medication with water or jusice prior to
administering it to the resident. The bottle iabel
indicated "difufe with 4-8 sunces of water or
ice.” In additiog, LVN 1 crushed and
administered Sardizem 60 mikigrams {mg) and
Lopressor 28 my io Resident 7 withaid checking
the resident's heart rate beigre medication
administration. The Izbai on the Cardizemn and
Lopressor bubble pack indicated 10 hold the
medication i the rasident’s heart s is less than
0. Furthermoge, LVYN 1 was observed
administering two drops of artificial tears into the
resident's fefl and right sye,

Upon reconciliation of the physician's orders, the
physician's orders dated August 14, 2012,
indisated to administer the following medications:
Potassium Chloride 20 mEq liquid via GT daily for
supplemend, Cardizem B0 mg via GT for
hypertension and hold for ¢ heart rate (MR) of

fdentifiad
The heart rate of Resident 7 was checked by the

Livensed nurse using a stethoscope afler the
Surveyor's findings. Ir addition, spon the
Surveyor'sy fuudings, 1he Licensed nurse
admivigsisrad Cipro gntibiotic to resident via

gasrogomy tube,
Corrective Action(s) Tor Potentially Alfecied
Resident{s}

An in-service was provided by the DON 1o the
Licensed nursing staff on 1017712 regarding
guideiines for proper medization administaton
including ¥ rights (right petient, right dose, right
time, right drug, and right route} and policy
regarding flushing of gastrostomy fubws,

In addition, $he paricular Licensed nurse
mvalved was coupssied by the DON and duc en
one twaching was provided with exnphasis an
preger medivstion passing precedures,

Svstemic Corrective Action

An annuat in-servive will be provided by the
DUN on proger mwsticaiion administratisn to ait
Hoensed nursing staff. Licensed nurses
praficiency evalustion will be conducted by the
DO annuslly to ensure that Heensed nurses me
maintaining proper/saf med-pass technigues.
Mowiioriag Provass

The BON and Sudmoute Coordinator will canduct
snedication pass ohiservation randomly every
mesyth. The Pharmacy Nurse Congultant will
condict wed-pass observation every 3 monihs,
The DOM will report all nogative Sodiags of the
quarterly A Conwnitiee Meatings,

exponsibiie Pasitionds

and Suai& (?rdirzat-:}r

IRM CRG-ZSE7 (025 Previous Versions {bgoiets

Event KL 22P4

Fagitty Kk CAS0009Y

i confinugtion sheet Page 15 of 34




PRINTED: 10/31/2012

iess than 60 and a systofic blood pressure {(SBF)
of tegs than 30, Lopressor 25 g vie BT twice a
day for hypertension and hold for HR less than 80
or SBP less than 100, and artificia! toars
optihalmic solution one diop 10 both eyes four
times a day for eye dryness,

Dizring an interview with LWN 1 on Oclober 14,
22, gt 10:30 5.m., shs stated that she shoyld
have administered one drop of arfifivial tears as
ardered by the physician, instead of two drops.
LVN 1 further stated that the resident’s HR was
48 when she checkad it while simuitaneously
measuring the resideni's blood pressure using a
sanual blood pressure cuff,

During an interview with the director of nursing
{DON} on Gelobar 12, 2012, & 3115 pam., she
stated that the heart rate is not checked through
the use of a manuai bicod pressure cufl. The
OON fusther stated that LVN 1 probably just got
NBIVeUS,

A raview of the manufaclurer's instructions for
administration of potassium chioride oral liguid
solutios indicated that the medication must be
mixed with o full glass (4-8 ounces) of cold waler
or juice before taking o prevent stomach upset.

The faciiity's policy and procedurs titled
*Guidelinegs for Medication Administration” dated
January 2008, indicated that in the gdminisiration
of all medications, the five rights which inchide
right patient, right drug, right dose, right time, and
right route must be observad,. The label on the
medication container must be read three times
before administering the medication.

DEPARTMENT OF HEALTH AND HUMAN SERVICES EGRM AFPFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 089380391
STATESAENT ¢ DEFICIENGIES X1) PROVIDERISUPPLIERICIIA £X2) MULTIPLE SONSTRUCTION (%3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIEICATION NUMBER; COMPLETELD
A, SILDING
055404 B.WANG 10/16/2012
RAME OF PROVGER OF BUPPLIER STREET ADDRESS, CLYY, STATE, 2P CO0E
FY20 REVADA AVENUE
. SUNSET MANOR CONV HOSP £L MO CA 91733
X410 SUBMARY STATEMENT OF DEFICIENCIES ) PROADERS PLAN OF CORRECTION (x8)
PrEF {(EACH DEFICIENGY MIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY QR LSE NENTIFVING INFORBATION; TAG CROSS-REFEREHCED TO THE APPROPRIATE DATE
GEFICIEREYS
F 332 | Continued From page 18 F3az

JERE CRAS-2087 (G0 89; Peavities Vergions Chaulele

Event D0 1Z2P1

Fachity |D: CABSG0001 68

H oontinuation shast Page 46 of 34




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

PRINTED: 10/8172012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DERCENCIES {£4) PROVIDERISUPPLIERICUA
N0 PLAN OF CORREGYION HIENTIFICATION HUMBER:

455404

(X2} MULTIPLE CORSTRUCTION
A, BULDING

8. Wikl

{X¥) DAYE SURVEY
SOMPLETED

1611612012

NAME OF PROVIDER OR SUPPLIER
SUNSET MANOR CONV HOSF

BTREET AUDRESE, CITY, 8TATE, 2% CGBE
2720 NEVADA AVENUE

EL MONTE, CA 91733

e
PREFIX
TaG

SLUAARY STATEMENT OF DEFICIENOIES
(EACH DEFIDIENTY MUST BE PRECEDED AY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION

D PROVIOER'S PLAN OF CORRECTION s
PREFIX (EACH CORKRECTIVE ACTION SHDLRD BE COMPLETION
TAS CROSS-REFERENCED T THE APPROPRIATE BATE

DEFICIENGY)

F 332

1 b, During observation of a medication pass on

(ontinzed Feom page 16

Oelober 12, 2012, & 810 am. licensed
vocational nurse 2 (LN 2} fatled to flush the
g-tube with water, as ordered by the physician,
prior to the administration of the resident's
medication s well as gfter findshing the
medication administration, The L VN aiso failed to
administer the antibiotic Ciprofloxacin {Cipro] an
antibintic! as ordered by the physician.

The admission record indicated RSR 16 was
admitted o the faciily on August 14, 2008, and
readmitted on June 24, 2012, with disgnoses that
inchsded dysphagis {(difficulty swallowing), and a
history of tongue cancer.

A Minimurs Data Set (MDS), g standardized
assessment and care screening oo, dated
August 24, 2012, indicated the reskient was
sometimes understood and sometimes able o
understand others. The resident was totally
dependent on siaff for eating, dressing, toilel use,
and personal hyglene. Accortiing to the MDS the
raskient was recelving mudrition via g-fubs.

Review of g physician's order dafted June 24,
2012, indicated to flush the feeding ube with a
minimum of 58 mi water before and afler
madication adminisiration. Review of anather
physician's urder dated Oclober 6, 2012,
indicated o administer Cipre 500 my vis g-tube
for seven days for dysuria {pain with urination}.

The Nurses Noles, dated Oglober §, 2012,
indicated the resident complained of pain when
voiding. The physician was notified and & new
orderwas given for Cipro 50 mg to be

F 332
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Continued From page 17
administered to the resident.

Duting an iiterview on Oclober 12, 2012, at 845
a.m., the registered nurse cooedinator (RNC)
stated the Cipro should have boen given during
e medication pass however # had been missed
by the licensed nurse,

In an interview on Qctober 12, 2012 et 8 aum,
fvensed vocational mase 2 (LVN #) siated she
had missed giving the Cigro because the pags of
the medication administration record had been
face down and she had missed it. When asked
about the fushing of the g-tube the LVN stated
she had flushed with approximately 5 cc's of
water in between sach medication. The LVN
acknowledged she had not flushed the g-tube
with 50 oo of water prior to and after medication
administration, as ordered by the physiciar.

In ancther interview o Oclaber 12, 2012 af 1010
a.m., the divector of nursing {DON) stated the
nurse should have informed the svaluator that
she had missed giving the Clpro as soen as she
reralized her mistake, The DON also stated the
prirpose of flushing the y-tube with watar before
and after administering a medication is oo
ensiive the tube slavs patent.

Revigw of the facility's policy tithed, “Administering
Medications through an Enteral Tube", revissdd
Qotober 2019, indicated the purpose of the poiicy
is to provide guldelines for the safe adminisiralion
of medications traugh an enterat ube (feeding
wbe). The policy indicated that the g-tube should
be flughed with i jeast 30 co of warm water (or
prasoribed amount) prior to administering
medications. The policy also indicated fo flugh

Faaz
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The facility mugt ensure that residents are free of
any significant medication errors.

This REQUIREMENT is not et as evidenced
by

Based on observation, interview, and record
review the facifily falled lo ensure that it was free
: of any significant medication errors. The licensed
! staff failed to chack the heart rate of Resident 7

prior to administering Cardizem (antihyperiensive
and anti-arrhythimia) and Loprassor
{antihypertensive) as ordered by the physician,
These medications have the potential to iower the
resident's hear raie.
Findings:
a. During a medication pass observation on
Qctoner 11, 2012, at 828 am,, feensed
vocatiorst nurse (LVN) 1 was observed as she
prepared and administered the morning
medications of Resident 7 via gastrostomy tube
{GT. LVM 1 was abserved crushing and
administering Gardizem {(used to treat high blood
pressure, chest pain, and heart thythm disOrders)
60 miltigrams {mg) and Lopressor
{antihypertensive} 25 mg to the resident without
checking the resident's heart rate before ;
administration. There was an ngtruction on the
Cardizem and Lopressor bubble pack to hold the
medication if the resident’s hearlis less than 60

Upon reconciliation with the physician's otders,

STATEMENT OF DEFICENGIES (%1} PROVIDER/SUPRLERICLIA 042) MULTIPLE CONSTRUBTION o (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFEGATION NUMBER: COMPLETED
A BURDING
8 WING
o <. 955104 — 10/16/2012
NanE OF PROVIDER OR SUPPLIER STHEET ADDRESS, CHY, STATE, 2P CODE
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x| SUMMARY STATEMENT OF DEFIGENCIES i~ PROVIGER'S FLAN OF CORREGTION o
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[ |
F 332 | Cantinued From page 18 , Fa3z
with at least 30 cc’s of warm waler (or prescribed |
amaount} when the last medication beging to drain |
fror the {ibing,
F 333 483.25{m){(2) RESIDENTS FREE OF F333; Coreective Action(s) Specified to Resident(s) ! 1i-1-12
58=0  SIGNIFICANT MED ERRORS igentified '

After the Surveyor’s findings, the heart rate of
Resident 7 wae checked using a stethoscope by

the Licensed aurse,
Corrective Actienls) for Potentisliy Affected
Regident(s)

An r-sorvics was provided to the Licensed
nussing staff by the DON oe 16/17/12 reganting
the policy & proper medication edministration
with erphasis on chiesking vita! signs (Le. blcod
preasure, hewt e based on parameters ordered

i involved was cgunseled by the TDON and one on
one eaching was provided emphasizing propes
medication pass procederes.
Sestemie Correetive Action
An anmual iservice will be provided by the
$XON on proper medicalion: administration. Algo,
| Rdvensed nurses proficiency evahuation will be
i conductyd by the DON and Subacute
Conrdinator 10 snsure tist Livensed wurses are
maittzining properfsafe medication pags
sachrigues.,

aitori TOCESEDY
The DON, Substute Coordinator and RN
Sugrervisor will conduct medication pags
observation readomiy every month, The
Pharmisey Nurse Consultant will canduct
inedlication pass cbservation every 3 monts.
The DON will report all negative findiogs o the
suarterly QA Commitiee mestings,
Regponsible Positionis)
DON, Subacute Coordingtor, RN Superviser

by the Physicran}. The pariicular Livensed wurse

i
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Continued From page 19

the physician's orders dated August 14, 2012,
ndicated to adminisier the following medications:
Cardizem 60 mg vis GT for hypertension and
hold for a heart rate (HR) of jess than 60 and a
sysiolic biood pressure {SBP) of less than 90 and
Lopressor 26 mg via GT wice a day for
hypertension and hold for HR less than 80 or 88P
less than 100,

Duwring an interview with LVN 1 on Qclober 11,
2012, at 16:30 a.m., she stated that the resident's
HR was 8% when she checked it while
simultanaously measuring the residents blood
pressure using & manuat blood pressurs Uit

During an interview with the director of nursing
{L0N) on Gelober 12, 2012, at 315 pan., she
stated that the heart rate is never checked using
a manuatl blood pressure culf, The DON further
stated that LVN 1 probably just got nervaus. The
DON added that the bload pressure and heart
rate shouid be taken prior to giving medication
that has parameters on when {0 give of whes io
hold.

Agcarding to Lexi-Comp's Geriatric-Dosage
Handbook {2007}, Cardizem and Lopressor can
cause bradycardia (hearl rate lese than 60) and
hypotension {ow blood pressure). Monitoring
parameters should include checking the
rasident's blood pressiye and heari rate. The
handbook furiher indicated o teke the medication
exactly as directed, take pulse theadt rate) daily
prior o medication and follow the prescriber's
instruction about holding medication.

48361y, (4}, () DRUG RECORDS,
LABEL/STORE DRUGS & BICLOGICALS

F 333

F 431
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The faciily must employ or abiain the services of
a Heensed pharmacist who establishes a syslem
of records of receipt and disposition of all
controlted drugs in sufficiant detail {o enable an
accurate raconciliation; and determines that drug
records s in order and that an account of aif
controlled drugs & maintained and periodically
reconciled,

Drugs and biclogicals used in the faciiity must be
labeled in secordance with currently accepted
arofessivnal principles, and ncluds the
appropriate ascessory and cautionary
instructions, and the axpiration date when
apgiicable,

fr: accordanos with Stale and Federgl laws, the
facility must stare ail drugs and bislogicals in
locked sompariments vneder proper lemperature
contols, and permit only avthorized personnel o
have access © the keys.

‘The facility must provide separately locked,
permanently affixed cormpartments for sterage of
controlied drugs fisted in Schedule §l of the
Comprshensive Drug Abuse Prevention and
Gantrol Act of 1976 and other drugs subjest to
abuse, except when the facility uses single urit
package drug distibulion systems & which the
quantity slored is minimal and a missing dose can
be readily detected.

This REQUIREMENT i not met as evidenced
bay:

Based on ebservation, inferview, and record
raview, the facility fafied to ensure that residents

arrective Action
An opened tuberetic (PP vial found inside the

refrigernior without an “opened daie” wag
amenedistely removed and discerded. An ine
service was provided on ¥/ 12 by the DON o
ali {icensed nursing staff regardiag policy for
medications “open date” procodures.

Svstemic Corvective Action

An aanual in-service will be provided by the
DON on policy for medications “date opened”
procedires. The RN Supervizer will check it
miedications inside the refrigerator weekly for
medication expirstion and to eisure #if epened
miedications fre an “opencd date” wiiten on the
botilv/eontainer,

Monifering Process

The BON and Subacute Coordinator will conduct
ratdot cheoks on all medications in the med
zan, tedication room and medicution jaside the
rofrigerator to ermute that openad medications
vt “opensd date” written on 8. The DON wilt
repont 2 nepative findings 1o the quarterly (JA
Cummztz&e sz;mgs

¢ Position
{}(}N Subm‘;a{e Cecr&imatar and RN Supervisor

11-1-12
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were nof administered sxpired medisatians by
falling to label previously opened and used
trilti-dose vialy of Tubercudin Purified Protein
Derivative (FPD- aid in the detection of infaction
with Mycobacterium tuberculosis), in accordance
with tha facllity's policy and procedure. This
deficient practice hagd the potential to resuitin
inaccurate Tubercuiosis skin test results or cause
complications in an event that an expired
medication is administered,

Findings;

[Dhring an inspection of the raedication room in
Station 2 on Qctober 10, 2012, at 1126 a.m., ong
open vial of PPD was abserved without an open
date labef stored inside the medication
refrigerator,

During an interview with the licensed staffon
Quetober 16, 2012, at 11:28 a.m,, she inspecled
the vial of PP and couid not &l when the vial
was first opened. She stated that the PP vial
should have been labeled with an open date,

The facility's policy and procedure tifled "Date
Open Procedures” dated January 2009, indicated
hat certain products have fimited expiration dates
after the product has been mixed or opened for
the first tirme, The policy indicated that on
conlainers {hat do not have a space 1o record the
opening date on the manufacturers’ label the
pharmacy witl sffix a blank "Date Opened” sticker
o the container, it will be the responsibility of the
rirsing staff to enter the opening date on all
manufacturers' labeis or blank pharmacy labels,
According o Appendix D) of the same policy, PPD
vial expires 30 days after opening.

431
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a&=n i SEREAD, LINENS ;f;“m ive Actionfs) Seecified ¢ Resideni(s) t1-1-12
- ) L The DON and 115D provided & verbal i
The faciity must establish and maintain an atd discussion to zisz 2‘&& invojved m:g
infection :‘C}mtmi Prograim ciasig;zzsgf fo provide 3 Tailure 1o follow infortion conteal procedires.
safe, sanitary and comfortable environtnent and Cerrently ois) for Potentially Affecter
to help prevent the development and franseission Resident(s}
of disease and infection. AL ineservice was provided by the D3SD on

HYI812 w all CNA= regarding maintaining
infection contro! during care of residents with
criphasis on proper atilization of personat
protective equigment (“PPE”, Le. gloves and

{8} Infection Conirol Program
The facility must establish an Infection Coniro!

Program under which it - . ]

{1} Investigates, controls, and prevents infections m“mw‘z;;fwg PPE in between bed bath

in the facility; i . .

’ ek Systemie Corrective Action

{2} Dacides what procedures, such as isolation, An ; AN ,

should be applied to an indvidual resident; and %Iﬁ?ﬁéﬁi%iﬁﬁ&ﬁfﬁ:@ 2:;

(et et o || o S

. P res, with ion by

CNA Y each

{b) Preventing Spread of infestion Monitoring Process

{1) When the Infection Candrot Program The DON, DSD and Subacuts Coordinator sdit

determines that & resident neads olation (o conduct randorm checks of CNAs when giving

prevent the spread of infection, the facilily must bed bath to residonts to ensues that proper

isolate the resident, techniques ase wsed and infection control is

(2) The favility must prohibit employees with 2 gﬁm’:f:;; -

communicable disease or infected kin lesions DON, S5 Coordratos ad I35

from direct contaat with residents or thely food, if
direct contact will transmit the disease.

{3) The faciity must require staff to wash thel
hands after sach direct resident contact for which
hand washing is ingicated by sccepted
professions! praciice.

{c} Linens

Parsonnel must handle, store, process and
transport linens so as o prevent the spread of
infection.

3RA CMS2567(02-84) Previous Viersions Obsclete Event £:122P11 Faciiity £, CA95000GY05 If continuetion shast Page 23 of 34



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

?ﬁiﬁ?&ﬁ: 101317218
FORM APFROVED
OME NO. §938-0301

ITATEMENT OF DEFICIENCIES %13 PROVIDERSUFFLIERIGUIA 38 ML TIPLE CONSTRULTION X3} DATE SuRvEY
WL PLAN OF GORRECTION DENTIFICGATKN NUMBER: e e COMPLETED
M TELFELAALIVEY
2 B. ®HG e
#55104 10162012
NAME OF SOORARER OR SUSSUES TREET ADORESS. OITY, STATL, 2P CODL!
2720 NEVADA AV&NUE
SUNSET ARGR CONY HORS
EL MONTE, CA #1733
Mo SUMMARY STATEMENT OF DEFRIENCIES o PROVIDCRE PLANOF O ATION %
PREFIX EACH DEFIRIENCY MUST 8§ PRECEDED BY FUlL PREFIX (SACH CORREDTIVE ALTION SHOULD BE COMPLETOR
TAG REGULATORY OR LBG IOERTIFYING INFORMATION) TAZ CROSS-REFERENCFD ™ 4F APPROPRIATE oRie
BEFY LG
F 441 Continued From page 23 F 441! Cocrective Action(s) Specified to Resident(s) | 11.1-12
Idgntified
This REQUIREMENT i nof mat as avidenced Artificiol Teas Soidle was immediaiely reumvad
by: ard discarded and replaced with a new one.
Based on nbservation, irterview, and record Catrective Actinnis} for Potentially Affected
review, the facility falled to ensure that the staff Resident(s)

wash their bands and changed their gioves after
providing personal care for one sample resident
(Resident 1) and falied o ensure that the tip of
the eye drop medication botltle did not ouch the
hed finen for one sampde resident (7). This
deficiency had the potential to cause
cross-contamination and spread infaction,

Findings:

a. A review of the admission facesheet and
admission information of Resident 3 indicated
thiat the resident was originally admitted to the
facilily on Noversher 8, 2011, and re-gdmitted on
Beptembar 28, 2012, with diagnoses that
included respiratory fallure with frachecsiomy (a
tracheostomy is a surglcst procedure {0 creats an
opening through the neck inte the trachea
{windpipe). A wwbe is usually placed through this
apening 1o provide an airway and o remove
sgcretions from e lungs) and siroke,

The Mintmum Data Set (MDS), a standardized
assessment and care planning tool, dated
October 8, 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 ali
aciivities of daily iiving that includes dressing,
tuilet use and personat hygiene,

During an ecbhservation on Catober 41, 2012, &t

Asn Ine-service was provided 1o Licensed nursing
sl on H/17/12 by the TX3H o maintaining
infection coatrel during medication
administration,
Systemic Correciiy
An annual m-&::mm wz[i be provided by the
30N and 18I to Licensed nursing siaffon
mainiainiag infection coateob during medication
adaduisiration,

Munitering Process

The DON and Subacute Coordinator and RN
Supervisor wif! conduct random medication pass
obszrvation evéry month. The Pharmacy Nurse
Canstltant will eandect medication pass
obssereation every 3 months, The DOM wili
report all negative Rodings ot e quarterdy GA
Committos Meetings.

Regpousible Pasition(s)
DON, Subacuete Coardinator and RN Siipervisor

IR GME-2E8702-99) Previews Vesions Obsolste

Event [DiL£2041

Faciily X, CAS50000105

1€ continualion sheel Page 24 oF 34



FRINTRLL TURZENZE

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES CGME NO., 0838-0381
STATEMENT OF BEFICIENGIES £} PROVIDERSUPPLIERICIIA £42) MULUTIPLE GONSTRUDTION {X3) DATE SURVEY
AMD PLAN OF CORRECTION HOENTIFICATION MUMBER: COMPLETED

A, BUILDSHG
| 055104 8. winG 10/16/2012
NARE OF PROVADIER DR BUPPLIER STREEY ADDRESS, CITY, BTATE, 2iF CODE
2720 HEVADA AVENUE
SUNSET MANOR CONV HOSP EL MONTE, CA 91733
£ 10 SUMMARY STATEMENT OF DEFICIENCIES its PROVIGERS PLAN OF CORRECTION )
PRET {EACH BEFICIENCY MUST 85 PRECEDED BY FULL PREFTX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TALS REGULATORY OR LEC DENTIFYING INFORMATION TAG CROSS-REFERERCED 10 THE APPROPRIATE DATE
CEFKENCY)
F 441 | Continued From page 24 £ 441

918 a.m,, cerlified nursing assistant {ONA} 3 and
CNA 4 were observed a¢ sy provided Resident
3 morning care and a bed bath. During the bed
hath observation, CNA 4 was observed washing
the resident's back, chest, arms, wsderams,
legs, feel, and perineal area using the same pair
of gloves, Without changing her gloves, CNA 4
then pracesded to rinse s diy the resident and
appiied & new hospital gown. CNA 4 then
changed the resident's bed linen using the same
soiled pair of gloves. UNA 4 falled o change her
gtoves for the mudtiple {asks done during the bed
Lath procedure. In adidition, during the same bad
bath observation, CNA 4 touched the privacy
curtain without removing the same solled pair of
glaves,

Durdng 2n interview with CNA 4 on Coiober 11,
2012, at 10:30 a.m., she acknowledyed that she
did not change her gloves hetween providing the
rasident & baxt bath and changing fo clean
hospital gown and bed finens,

Lxing an interview with the director of nursing
{DON} and director of staff development (DS
on Celober 11, 2012, 11 auamn., they slated that
the CNA shiould have taken off the soiled pair of
gloves after providing perinesi care,

The facility's 2001 policy and procedure titled
"Mandwashing/Mandg Hygiene,"” indicated that the
employees must wash their hands after removing
qloves and after handling ilems likely potentisily
contaminated with blood, body fiulds or
secretions.”

b, fxaning a madication pass observalion on
Qotober 11, 2012, at 828 aum,, licensed

RN GHAG-2B67{02-95) Previous Versions Ohaolele BEvant ([:LZZP11 Facily 10 CASEOMUNG if continuation sheet Page 25 of 34
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vocational nurse (LYN} 1 was observed as she
administered artificial tears {ubricant eye drops)
into the eyes of Resident 7, LVN 1 placed the cap
ard the uncovered arlifica! tears bottle on the
resident’s bed while she assisted the resident in
apening his eyes. The tip of the artificial tears
bottle was observed directly resting and touching
the resident's blanket. LYN § then proceaded to
administer another drop of artificial 8ars inta the
resident's eves without cleaning the tip of the eye
diop.

During an interview with LVN 1 o Ootober 11,
2012, at 10 a.m., she acknowledged that the tip
of the arfifical tears bollie could be cantaminated
because ¥ ouched the resident's hianket and bad
the potential to cause infection o the resident's
ayes. LWN 1 then discarded the medication potile
and stated she will got s new avificial tears for
the resident.

F 487 1 48370610 BEDROOMS ACCOMODATE NG F 457
gn=p | MORE THAN 4 RESIDENTS Correets ion{s) Specified § ident(s) 1i-i-12

Bedrooms must accomimagate ao more than four
residents.

Resident{s]
A waiver hay been requested &v Room #44, The

residerits in these rooms have a reasensble
arnonnt of peivacy as well as closet and storage

This REQUIREMENT s not met as aevidenced

by: oy as ROT
Based on observation, interview and record m :f:: i‘;ﬁ:ﬁ;} f: w:;;?: 322‘?&
review, the facility falled to ensure that resident provision of care and quality of fife of the
bedrooms aecommadsted no more than fowr residents.
resicdents in 1 of 28 bedroome, Room #44 had Systemic Corrective Astinn
five beds inside the room. Y
Monitaring Procesy
Findings: wa
Responsible Position(s)
On October 16, 2012, between 10020 a.m. and Wi

IRM UnG-2587{02-29) Previous Versions Obsolele ot L LZZP 4 Eacilty ID: CASSH000108 ¥ vonfiruation sheet Page 25 0f 34




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

PRINTEG: 10/31/2012
FORM APPROVED

OMEB NQ. 0938-0391 :

STATEMENT OF DEFICIENCIES {41} PROVIDER/SUPPLIERICLIA {2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER; COMPLETED
A BLILDING
B, WING
656104 10/16/2012

HAME OF PROVIDER OR SUFPLIER

BYREET ADDRESS, OITY, $TATE, 2IP COLE
2720 NEVADA AVENUE

SUNSET MANOR GONV HOSP EL MONTE, CA 91733
2N SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN QF CORRECTION ]
PREFIX {EATH DEFICIENCY MUST BE PRECEDED 8Y P FREFIX {EACH CORRECTIVE ACTION SHOULD nis
TAG REGULATORY OR LSC IDENTIFYING INFORMATTON; TAG CROSS.REFERENCED TO THE APPROPRIATE OATE
DEFCIENCY)
F 457 | Continued From page 26 F 457
11:18 a.m., dizing the inilial tour, the svaiuator
observed that one of the 28 residerd rooms
{Raom #44} had five resident beds Closer
cheervation showed that Room #44 room had
sufficient space for the beds, ventilators, tube
feading pumps and dressers. All the residents in
this room were bed-bound and did not ambulate,
On Delober 19, 2012, at 1120 4.y, an inferview
was conducted with the administrator regarding
the five-bed room, The adoinistrator stated that
Room #44 had always had five beds and that the
raom did not present any problems with the
provision of care fo residents. The administrator
alsc indisated that a room wavier would be
submitted for this room.
On Ootober 10, 2012, at 1:10 p.m, the
adminisirator submitted a waiver for the five bed
raom. A review of the wavier indicated that Room
#44 haal sufficient room for provisions for nursing
services and (hat the waiver would not adverssly Carrective Action{st Specified to Resident(s) 1§.1-132
affect the residents’ care, safety and securily, Ideatified
F 458 | 483.70{d)(1)}{#} BEDROOMS MEASURE AT F 458 o
88=p1 LEAST 80 8Q FT/RESIDENT ' ive Astiont
Resident(s}
Bedrooms musi measure at least 80 sguare feet A waiv?; has beer mqmsimf far these t} roosms,
per resident in multiple resident bedrooms, and at gﬁﬁ‘ﬁ?“% in ‘*‘ﬁ:: o Zﬁ?ﬁ?“‘b‘:
least 100 square feet In single resident rooms. o ngzgy o il e et the giﬁ‘:i‘;ﬁi
ares in this room will nat compromise with the
, . provision of cure und gquelity of s of the
This REQUIREMENT is not met as evidenced residents.
bry: tentic Corrective Action
Based on observation, interview and record %{f Action
review, the facifity falled to ensure that 13 of 28 Moni Procoss
resident rooms (Room 48, 17, 19, 20, 21, 22, 23, nfa
26, 26, 27, 32, 33 and 35} met the minimum Responsible Positionts)
requirement of 80 square feet (sq. 1t.) per wa
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resident in multiple resident rooms. Seven of
these roomss had two beds in each room and six
other rooms had three beds sach.

Findings:

On Cetober 10, 2012, between 10:20 s.m. and
11:186 aumn, during & general observation, the
evaluator observed that 13 of 28 resident rooms
(noted above} did not meet tha minimum
requirement of 80 sq, ft, per resident in miuftiple
resident rooms. The majority of the residents in
these rooms were ablke o move freely ground in
thaelr rooms ik the other residents in these
rooms wera.in wheeichailrs (0 move arcend in
thelr rooms, The evaluator siso observed thatthe
nursing staff had enough space to provide care to
the residents, the privasy curlaing provided
srivacy for each resident and the rooms had
diract access o the aomidors.

On Qoiober 10, 2042, at 1123 a.m., the evaluator
conductad an interview with the administrator
regarding the 13 resident rooms that did not mest
the minknum redquirement of 8O sa. i per
resident in multiple resident rooms, The _
adminisiraior siated that a room wavier would be
submitted for these 13 resident rooms.

On Cctedaar 10, 2012, at 1118 pan,, the evalugtor
reviewed the room walver which stated that there
was enough space for each resiient's care,
dignity and privacy. )t also sfated that these
roDms Were in acoordance with the special needs
of the residents and that the walver would not
adversely sffect residents’ health and safely,

The room walver showed the following:
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Rm# #ofBads Sq. FL
K5 2 140
17 2 185
18 3 218
20 Z 148
21 3 218
22 2 148
23 3 230
25 2 147
26 2 135
27 2 142
32 3 Z2A8
33 3 237
38 K| 251
The minimum square footage for 8 2-hedroom is
160 st #, and 3 3-bed room is 240 sg. .
F 465 483‘?0{?2} F 465 {o tive Action{s} Specified to Residentls win
s8=0 | SAFEFUNCTIONAL/SANITARY/COMFORTABL FFr s H-1-12
£ ENVIRON None identified
Corrective Action(s) for Poienti Affect
The facility must provide a safe, fubclional, Rezident(s}

sanitary, and comfortable environment for
residents, staff and the public,

This REGUIREMENT is not met a8 evidencad

by

Basad on observaiion and interview, the faciity
faded o

ensure that the shower draing were not
unsecured. Tais had the potential to resull in an
unsafe envirenment and potential for a hazard,

Firdings:
On Gotober 18, 2012, at 330 a.m,, during &

The unsecured shower room floor disin covey
wias immediately secured by the Maintenanice
YHirector.
SBystemic rective Action
The Mamtenznce Direator will condust weskly
rounds of the shower rooms and other urees {o
enzoes that 8 safe environment s provided and ¢
eliminate any potential hazards,

nitoring Process
The Maintenange Sivector will immediately
garvect any hazards found and will report aft
negative findings at the guarterly QA Conunittee

RECHD S,

Maiatenance Dirgetor
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general observation, the evaluator observed that
the shower room next to Room 38 had one ] ) .
unsecured foor drain cover, and the shower drain Carrective Action(s) 11-1.12
cover measured 3-inches in diameter, Ideqtified
None identified
On October 15, 2012, at $:33 am., the evalualor WMM&&M
conducied an inferview with the mainlenance {;*—z.f? he Mai
X ding the unsecured shower room pon fﬁ g e gziis, H M&m&mmm&;
SUpSIVISOT regaraing > Superviser immediately removed and discarded
floor drain cover. The evaluator mentionad that the opened tunch bag and any other food that was
this unsecured floor drain cover was unsafe if attracting the ants. The fockers were resnoved
res_zdems are tfans;gorted into the shawer room, from the employes bresk room and was cleaned,
using a shower chalr, a wheel might enter the The employce hreak Toom was inunediately
unisecured floor drain that could cause the cleanad by the housekespers, The pest control
shower chair {o tip over, and the resident could Company was alse immediately called 20 come in
fall down and be injured. The maintenance staff and spray the area.
stated he would secure the fioor drain covers, Systemic Corrective Action
immediately, An inservice was given to all personne] by the
F 469 | 483.70(h)(4) MAINTAINS EFFEGTIVE PEST F 4g9| DSD regarding the proper storage of fond in the
ss=E | CONTROL PROGRAM facitity and te clean up any spillage of tood and

The facility must maintain an effective pest
conirot program so that the facility is free of pests
and rodenis.

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the faclity
{atied fo mainiain an effective pest conirgl
program so that the faciity is ree of anis. Live
ants were seen crawiing on the employse hreak
rotin wall,

- Findings:

On October 16, 2012, between 8:30 am. amg
10030 a.m,, the evaluator conducted a general

drinks that may oceur i order to pravent ants and
ather pests. They were also reminded that fend
cannot be stored overmight in the employes bresk
room arel they rust discard or ke shedr Tood
home after their shift. Saff wore wiso agked o
repoyt any anss that may be found o the
Mainterance Diirector 50 that e arsa can be
cieaned and the pest control compsny ©8n be
aotified. Once per week, the honsckesper wil
clean out the refrigerator and discard of uny
foads that have not been properly labeled andior
stored.

Maniioring Provess

The Mairtenance Director and D81 wit! conduct
daily rounds of the facility, incloding the
employes break room, o mnke sute that food has
been properly stored and  posts area’{ presend. IF
pests are found, the pest control company will he
calied.

Responsible Position(s

Maintenance Director and £S5
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abservation accompanied by the maintenance
supervisor. At §:48 z.m., the evalualor noticed
that between 180-200 five ants crawling (single
file} on the walls of the employes break room.
‘The ants crawled {8-feet) on one wall from the
shiding glass doors o the second wall and then
{15-feet} to the third wal gl then (5-feel) o the
emplovee inckars. The maintenance supervisor
spened ohe of the fockers and found an opened
funch bag with ants on the bag. This employes
break room was adjacent to the facfliy's kitchea,
On Outober 15, 2012, at 9:50 a.m., the evaluator
conducied an interview with the mainienance
supervisar reqarding the ants, The mainlenance
supervisor stated he was unaware of the anfs and Corrective Action(s} Specified to Resideniis} 11-1-12
that he would contact the pest control company o {dentified . ) )
come to the fadiity and eliminate the ants, The attending Physician was tmmediately
immediately, notified of resident’s refusal of Jab work @ be
4 drawn,
%;5?5 té}%sgfg}gé(sﬁg}zﬁghwﬂ? NOTIFY PHYSICIAN F 05 Correstive Actioa(s) for Potentially Afferted
5=0 Residentis} e DON
e . An in-service was provided by the! 10
The faclity must promptly netify the aftending ficensed nuesing staffon 10/17712 regarding
physician of the findings. promptmess of notifying the Physician regarding
refusat of any procedurss ordersd as per Bacifity
potiey.
This REQUIREMENT Is notmet as evidenced
by: An anmual in-servies witl be provided by the
Hased on interview and record review the faciiity DON to nursing staff sogarding policy and
tailed to nolify the physician of one of 18 sampled procedure on notification of the Physician for any
resident's (Resident 12} refusal to have lab work ;ﬁﬁ{i of ?mxm
drawn. This fallure had the potential of resuiting BRonttorang Lrocass o s
i § 3 TThe RN Supervisar (11-7 and 7.3 shif¥) wiit
;g;?éﬁﬁf opriate care and services for the somtine to monitar lab tesis on a daily basizto
’ engare scheduled lub tests are being carred out
L pr g and refusals, if any, will be addressed and
Findings: soporied prompely to the Physician.
The admission record indicated Resident 12 was RN $?W;T- %ON ;1};;{ Suhacute Coordinator
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admitted o the faoility on June 1, 2012, and
included respiratory fatlure and brain umor,

A Minimum Dgla Set (MDS), 2 standardized
comprehensive assessmeit and care sereeting
tool, dated Seplamber 28, 2012, indicated the
resident was able to make himself underslood
and able te undersiand others, and required
extensive assistance with transfers, dressing,

| ilet use, and personal hygiene.

Review of @ physician's order dated June 25,
2012, indicated to draw blood work for g basic
metabolic panel ([BMP)] bl tests used fo
mensure lavels of sugar, fluids and electrolyle
ievels in the biood) every three months {March,
June, Sept, Dec) and a complete blood count
(ICBC] measures the concentration of white
blood celis, red blood cefis, and platelets in the
blood} every three months (March, June, Sept,
Bec).

Review of an untitied care plan dated June 1,
2017, indicated the resident was prone 1o skin
breakdown, Interventions included fo monitor
pertinent labs including BMP and CBC every
three months and natify the physiclan of any
ghrormai vaives, Raview of another care plan
dated June 25, 2012, indicated the resilent had
the potential for a iow hemoglobin {the molecule
in red biood cells that cardes oxygen} and
hematoorit (bivod test that measures the
rercantage of the volume of whole blood that is
made up of red blood celis) dug to anemia.
Interventions included o draw izboratosy blood

| wiork as ovdered, including CBC svery three

% months, and report the abmprmsd resulis 10 the

readmitied on June 21, 2012, with diagnoses that
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physician promptly.

in an intesview on Cotober 15, 2012 a1 11 2.m,,
the registered nurse soordinator (RNC) stated the
resident had episades of refusing fo alfow blood
work {0 be drawn, Acpording o the RNCihe
resident was supposed to have & BMP and GBCG
done in Seplember however the resident had
refused. The RNC aiso stated there was no
documeniation indicafing the resident had
refused the biood wark nor was tha physiclan
nofifled. According to the RNC the licensed staff
should document when a resident refuses bload
work (0 be drawn, The RNC also stated the
physician should bave been nofified.

In an interview on Gutober 16, 2012, 8t 45 a.m.,
e divecior of nursing (DON) stalsd when a
resident refuses biood work fo be drawn the staff
should meke three attempts al collscling the
bigod work. The DON also stated there should
be documentation from the ficensad staff
indicating three atterpts were miade and the
ntmber of mes the resident refuged.

Review of the undated facility's policy titled,
"Refusal of Medications and Treaiment®,
indicated should g resicient refuse his or her
medications andfor treatments, appropriate
documentation relative to such refusal must be
recorded in the resitdent’s medical record.
According to the policy documentation pertaining
1o & resident's refusal of reatrent shall include,
as g minimur: date and time reatment was
attempled, resident's response, that the resident
was informed of the purpese of the reatment and
the sonsequences of nol receiving the
medicationfireatmant, the date and time the
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physician was notified as well as the physician's
response.
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