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F 000 | INfTIAL COMMENTS F 000
The fallowing represents the findings of the Preparation and/or executive of t!‘is
Galifornia Department of Public. Health duting an plan of correction does not constitus
? annual Recertification Sunvey. . admission or agreement by the
i Representing the California Department of Public provider of the truth of the facts
' Heaith: Heaith Facilities Evaluator Nurses:20797, alleged or conclusions set forth in
28521, and 33232, the statement of deficiences. The
The Facmty census on the date of entry, 11/4/1 3, plan of corraction is prepared and/
was 46 with no bed holds. _ o
i . or executed soley because it is
There were 12 sampled residents and 11 . .
un-sampled residens. required by the provisions of Health
There were no complaints or ERls investigated and Safety Code Section 1280 and
during the survey. 42 CFR 405.1 Section 7
F 164 | 483.10(s), 483.75())(4) PERSONAL F 164
$8=0 | PRIVACY/CONFIDENTIALITY OF RECORDS : :»v ,-e
: . Administrator's Initials
The resident has the right 1o personal privacy and
confidentiality of hls or her personal and ciinical
recards: The plan of correction will serve as
F,e@na! privacy includes accommodations, tge fa?.lhfy s Credible Allagation of
medical treatment, written and telephone ompliance.
communications, personal care; visits, and
meetings of family and resident groups, but this
does not requira-the facifity 1o provide a private
room for each resident.
EXCtBPt 8;1 provu:’edmm paragfaph (&)3) f%f ﬂ"i F 164 The facility will maintain the residents'
section, the resident may-approva or rotuse the rlght to personal privacy and
release of personal and clinical records to any e, “l‘ﬂ' 3
individual outside the facility. (_:onfld_er_ltlalrty of his or her personal
and clinical records.
The resident's right to refuse release of personal
and elinical records does not apply when the
resident is transferred te another heatth care
instiution; or record release is required by law.
The facility must keep corfidential all informatian
ATIVE'S. SIGNATURE

o
EATORY DECTOR'S OR FROVIY
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Any deficiancy statement ending with an astarisk (*) denctes a daﬂcbencjwhlch the institytion may be axcusadfrom correcting providing it 18 ddermlne & thet
other. safeguards provide sufficient protection to'the pemants {See Instructions.) Except.for nureing:homes, the findings stated above are dieciosabls 00. days
following therdate of survey-whethsr or not a plan of correction is provided. For nursing-homes, the above findings and plans of comrection are disclosahia 14
days following the date these documents are made availahile to the facility. 1f deficlencles are cited, B approved plan of carrsetion is requisite to comtinued

program participation.
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cortained, In the resident’s records, regardless of
the form or storage methods, excepi when
release is required.by transfer to another
heafthcare. institution; lew; third party payment
contract, or the resident.

This REQUIREMENT is not met as evidenced
by: :

Based on observation, staff interview and review
of faeility decumentation, the facility falled to
protect and uphold confidential, personal and
clinfcal Information-for ong -of 12 sampled
residents {Resident.#5) and two Random
Residents #18 and #19. This failure had the .
potential to reveal personal information of the
tesidant to outsids visitors,

Findings:

Observation on 11/07/2013 at 9: 15 AM. it was
noted that there were two sfgns posted in the
residents ' room in view fur all to read. One sign
atthe head of her bed on the wall and the other
on the outside of her storage closet stating how to
position her and her bed. The sign stated, * Do
not-put the bed against the wali:and the blinds. [
#5:CANNOT see out and is condemnied to lie in
the.dark. "

During an interview with Manage.ment Staff G on
11/07/2013 at'9:20 regarding the signs posted.in
the raom of #5, Management Staff 3 stated that:
the: family of resident #5 wants jt: posted so that
the blinds remain.open.

On 11/08/2013 at 10:40 in the room of resident
#18 a sign was posted on the wall next to
residents bed instrueting to handie gently -
orthepedit surgery on left arm with metal plate’.
On 11/08/2013 at 1045 in the room of resident
#19-there was a sign pested at the head of thier
bed stating "She has:a shoulder injury. Handle

g lDEN’TxFchTION NUMBER: A.BUILDING COMPLETED
|
, ' 056430 B. WING 1104/2013
" NAME OF PROVIDER-OR SUPPLIER STHEET ADDRESS, GITY, STATE, ZIP CODE
NORTHGATE CARE CENTER 40 PROFESSIONAL CENTER PARKWAY
- NORTHGATE GARE CENT SAN BAFAEL, CA 94503
- py0 " SUMMARY STATEMENT OF BEPIGIENCIES D PROVIDER'S PLAN OF CORREGTIEN " o)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING: INFOHMATION) " TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F 164 | Continued From page 1. F 164

The signs posted in the rooms for
Residents #5, #18 and #19 were
removed.

The Director of Nursing made rounds
to ensure no other residents were
effected by this deficient practice.

The facility implemented a practice
of posting a sign directing staff to the
nurses station in cases of special
request by families or special needs
regarding plan of care.

No posting of signs will be done
without the consent of the
Administrator or Director of Nursing.

All staff was inserviced by the
Director of Staff Development
on the implemenation of the
new practice. -

The Director ot Nursing will conduct
weakly rounds to ensure the facility
remains in compliance.
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NAME OF PHQVIDER OR SUPPLIER : STREET ADDREBS, CITY, STATE, 2P CODE
o ‘ _ 40 PROFESSIONAL CENTER PARKWAY
.~NORTHGA..T;I§ CARE CENTER | AN RAFAEL, CA 94903 u
£64).10 SUMMARY: STATEMENT OF DEFICIENCIES D " PAGVIDEI'S PLAN OF CORRECTION (&)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG . REGULATORY OR LSC IDENTIFY!NG INFORMATION) - TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICENGY)
F 164 | Continued From page 2 F 14| Ongoing issues will be referred and
gentty” ' reported during the monthly QA
F 248 | 483. t5(f)(1) ACTIVITIES MEET F 24| Committe for fallow up and
§8=D | INTERESTS/NEEDS OF EACH RES recommendations.
The faclllty must provide for an ongoing program
of‘activities -designed 1o meet, in accordance with
the compréhenisive-assessment, the interests and ; )
the-physical, mental, and psychosocial well-being | F248 | The facility will provide for an ongoing
of each resident. program of activities to meet the
interests and needs of each resident.
This REQUIREMENT is not met as evidenced
by: R
Based on observation, interviews and record Resident #5's activity careplan was
reviews the facility falled to provide activiies or an updated to reflect an ongoing
ongding program of stimuli to meet the interest program to ensure the interests, the
and well-belng for 1of 12 sampled residents physical, mental and psychosocial
whér well-being of the rasident.
Individualized activities were: not developed for
this resident which had the potential to increase
depréssien, isolation, lethargy and preverrting the The following changes were made to
resident from reaching their highest practical . Ee&degtxﬂ# 'scareplan: TN oyl
psychasocial well-being. - ) s
Findings: . _ Resident's ipod to remain plugged in
During an initial tour on 11/04/13 at 9:25 A M. and on during the day and evening.
residfent #5 was in in bed facing the window. .
There was a radio by her bed that was not on nat y T of her
was it plugged Ih. No one was interacting with ‘iﬁ%‘;anws ef;\ai;eb\élglblhty out iz "’b\ , vy
i résident at this time. There'was fio TV in her :
room. . . :
At16:00 A.M. on 11/04/13 a group activity was Resident to receive daily half hour
being condudted by staff in the dining room. The one on ane room visits.
m__geractwe attivity was a qulz game where the .
activity lsadier would ask questions and the , Resident to have visibility of her
I‘BSIUGF;IS g&ulc: ;ns:vgr T her:a w?re 13 residents family photographs and to be within
presen af the Six were's eapmg, r #f nimals.
were awake but just sittin in thelr whéelchairs regch of her stuffed a
with no participation, one was reading a week old |

=
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STATEMEN‘T Ok BEFIIENCIES 123)) PROVIDEFVSUPPU%R/(ELIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
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: o410 " SUMMARY STATEMENT OF DEEICIENCIES ID PROVIDER'S PLAN OF GORREGTION )
PREFIX {EAGHDEFICIENGY MUST BE FRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG RERUIATORY OR LEC IDENTIFYING INFOAMATION) TAG CACSS-REFERENCER TO THE APPROFPRIATE DATE
: DEFICIENCY)
| e o Fom g Fase| o SodlSondooDincarmade |
: n r ing to k to her room . V2 | 3oy
P aﬁ:ﬁt&g%erg%ea?uﬂ%g%ng ?r? tz?acactNZy res!dg_nts were effected by this >
;‘ At 12:45 P.M. on T1/04/13 resident #5 was in the deficient practice.
same: position facing the window. No radio on; -
i nor-gry interaction being conducted by staif with The Activity Director ensured the
i resident. . o . :
At 4500 .M. on 11/04/13 resident #5 briets were reading materials in the activity | 12.{1c|iy
changed-and she was placed on her back by a program were current to date.
CNA, The radic was not on. THe cuitains were '
closed'for privacy. After resident was cleaned T .
and changed shcé' was placed on Her left side The Activity Dl‘re.x;tor will plan and
towards the:window. The curtains remained implement activities that have a wide
closed: spread interest or otherwise generate 1 ‘ “
According to Management Staff G there was no indivudual activities for residents in the| ' 1 =11
&Gﬁ‘_’w’bg bo‘gfgf!fighe BGSV?’ dife%OTA actvitly room who may not want to
Aanagemant St provided Jogs for Auguost, ; ; i
September and November. Octebers was not 22: :é%?::j in the group activity that s
| accessible. '
DUring a review of the clinical records of Resident _
#5 the-Activities In Room Visit fecord indicated The Activity Director will supervise the
that #sré were five socializing visits made to the . activities of all residents including -2 "30 /
resident in the month of August and September, Resident #5.to ensure the facility 13
no record for the month Q¢tolier and no vikits ins in compliance
thus far'for the morith of Nevember. The same remains { pllance.
recortis also indicated that in August the TV or
mitsic had béen on nine tithes and thus far in the Ongoing issues will be reported
menth of November, three tirfiés - two days of and reviewed during the monthly
whith survey was being perforined and no miisic QA commitee meeting.
Aor TV were operating.
Actérding to resident #5' September Activity '
Care Pian it stated, the resident ' will be provided
room visils two tirfies & wieek if not more ' and The Activity and Social Service
will'be encouraged to atténd musical Director is rasponsible for ongoing
entertainment ' . The Activity Plan alse stated compliance.
that the ' resident will be up at least twice a week
* and thdt ' music will be played-'. Neither of
thest activiies were withesséd durlhg this survey.
On Nevember 8, 2013 a1 9:15 AM. resident #5
| was positisiied an her ieft side in béd. Her call

FORMCMS2667{02:99) Privioue Veralona Obsolete EventD: MOWO1 Fagillty |D: CAZZ0000075 #f continuatlon shest Page 4 of 23
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L , DEFICIENCY)

| F 248 | Continued From page 4 F 248

; belF was within reach, there was no music, no
b +stijuli other than light from thewindow. Resident
- | #5-has some small stuffed animals up high above
the-closet bshinds some phaotos of her family
meimbers which were out of her sight and touch
| plus they were not visible for the residentto see.
On Novermiber 8, 2013 at 10:40A.M. a CNA was
caring for the resident #5. According to the CNA,
residant'#5 used to be very active (singing,
prayihg ang Taikatlve) and that she loved music
and 1ovd 1o sing.  Actordingto CB resident #5
could hear arid she would blink and move her
eye’s in fésponse:to voice. CNAdid not know why
her radio was not plugged up with the cord in her

drawers

$8=D NEEDS recieve proper treatment and care for
The facility must ensure that residents receive special services
propier tredtment and care for the following: ) . .
spetiaiservices: Resident #5 in room 6b and Resident
Injections; #18 in room 23 tubing was changed \\VS vz
Parentaral and enteral flulds; and labeled with the date in accordanqe
Colostémy, uretsrogtomy, arileastomy care; with the facility policy.
Trachgostomy care;
Tracheal suctioning; The Director. of Nursing made rounds
?gg{’gﬁg%ﬁgre' to ensure no other residents were | 12[30)12
Prosmeses ' effected by this deficient practice.
This REQUIREMENT Is not met as evidehiced The Director of Nursing provided an
by: inservice to the licensed nurses to \

| Based on observtion, interview, and palicy ensure the nurse on duty Jabels the “1 I W\

rovibw, the oxygen concentrators for two : tubing with the date tha tubing is ‘
résiderits digl not Have a labél on thé tubing

changed.

ingicatthg when the tubing héd been changéd.
An okiytién conhcelitrator is & iigchine that i used

FORK CME!2667(02-95) Previous Versions Ctisbrete Evanit 1D: MDWOTH Fachifty 1: CAZ20000075 If contingition sheei Page 5 of 23
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£ OENTEHS.FOH MEDICAHE & MEDICA|B.SERVICES : _ OMB NO. 0958-0891
i | STATEMENT, OF DEFICIENCIES (k1) PROVIDER/SUPPUER/CLIA [X2) MULFIPLE CONSTRUGTION (X3) DATE SURVEY
| | ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: A, SLILDING COMPLETED.-

- 056430 B Wika 1/04/2013
¢ NAMEOF PROVIDER ORBLFPLIER : STREEY ADDRESS, CITY, STATE, ZIP CODE '
e o _ ‘ ' 40 PROFESSIONAL CENTER PARKWAY
' NORTHGATE CARE CENTER SAN RAFAEL, CA 94903
& SUMMARY STATEMENT OF DEFICIENCIES ) " PROVIDER'S PLAN-OF CORRECTION x8)
! RRErX (EACH DEFIGIENGY NUST BE PRECEDED. BY FULL PREFIX {EACH CORRECTIVE'ACTION SHOULD BE STl
; TAG: REGULATORY. ORLSG IDENTIFYING INFORMATDN) TAG CROSS-AEFERENGED TO THE APPROPRLATE
v DEFICIENCY)
5 F 328 | Continued Frorn page 5 F 328| Ongaing issues will be reported and.
to frovide oxygen to a resident in a steady evan : reviewed during the QA Committee
flow by means of a mask or nasal cannula meeting.
connected to the concentrator via tubing. Oxygen :
is ordered by thie plysician. This failurs had the _ . I .
patential tu résutt in the tubing for the oxygen The Director of Nursing is responsible
congentrator being used for longer than allowed for ongoing compliance.

per pilicy to preverit contamination by disease |
calsing organisins.

Fi'ndi'ngs:

Duririg an observation on 11/4/13 at 9:15 a.m., an
oxygen congetrator in use for unisampled
Resident 18 in Room 22 did not have a label on
the wbing indicating whsn that tubing had been
changed.

During an observation and coneurrent imerview
on 11/5/13 at 10a.m., the oXygen concentrator for
Redident § in toom GB did not have a label on the
tubirg Indicating the date & was changed. -
Mﬁna‘gement Staff G stated that the tubing for the
oxygen concentrators was changed every
Ménday by the Licensed Nufse an-duty-for the
day shift.

Duririg review of pohoues for oxygen
admihistration o 11/6/13, a facility documem
titledl WS of Oxgigan Humidifles ( humidfiers)
Indicated * Open sealed’bag of cannula‘or oxygen
mask. Labekmask oF cafinula with daté opensd.
CREnge ridsk or cannula tlibirig every week."

F 371 | 483:35() FOOD PHOCURE, F 371
§8-F | STORE/PAEPARE/SEHVE - SANITARY

Thie facliity mast -
(1} Procure food from sources approvsd ar

FORM CMS:2687{02490) Previdls Veralona oaéamm}a EvenitID; MDWQ13 Fatllity 107 CA220000075 If cortinueiion shadt Page 6of 23
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under sanitary conditions

:area"

authorities; and
{2) Stofe, prépare, distribute and serve food

This REQUIREMENT is not met as evidenced
by: :
Based on food service obssrvations, dietary staft
intérview, dietary document review and the
facllity's palicy ani procedures, the facility falied
to ensure safe food handling and distributing
practices’ were followed as evidénced by:

13} Dietary staff were working from a designated
sbiled area o a designated cléan area where the
warée washing (is the collective tefm usad to clean
commetclal dishies, pots, pars and dtensils) are
processed-and preparing residents' meais without
washiifg their hands and/or changing their
aprons;
1b) wareweishing racks filled with soiled-dighes

JETE Hged to-slide waréwashing racks with clean
dishiés throtgh fhe miechanical warewashing
maghine to'the clésn side of the dishwasting

1) WaraWashmg racks used fér tie residents'

food preparation and-distribeition were'placed on

ttie dietary depétent's floor next to the

mechdaniesl warswashmg machine,

2)- Cartons of hiealth shakeé that were in a soiled

plastic crate co "‘tamer was résfing on top of a

waréwa‘shmg rack with clear drinking dlasses;

3} Untledh k area-

4. the It maehine's exterior pandl was covered

WI' “dark browmsh black pamcles and the insit 9 :
manufactirer’s specifidations,

KR A‘f AENT 1) PRDVtﬁEHJSUPPuEH/cLIA {2): MULTIPLE CONSTRUGTION - |(X3) DATE SUHVEY
. |-AND PLAN OF CORREGTION' " IDENTIFICATION NUMBER;: ‘ _ COMPLETED
A, BUILDING _
058430 | B WiNG _ 11/04/2013
_ NAME 6F PROVIDER:OR'SUPPLIER STREET ADDRESS, CITY, STATE, 2IP GODE
NOFITHG ATF. CARE CENTER 40-PROFESSIONAL CENTER PARKWAY
SAN RAFAFL, CA 94903
WI D _' SUMMARY:STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN.OF CORRECTION 0E)
PREFIX (BACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD:BE COMPLETION
T TAG REGULATORY DR L3C IDENTIFYING INFORMATION}) TAG CROS5-REFERENGEDR TO THEAPPROPRIATE DATE
DEFIGIENCY)
F 371 | Continued From page 6 F 371

The facility will ensurs it procures
food in accordance with the
requlation.

Dietary staff wers inserviced on the
following proceedures to ensure
residents would not be further
effected by their deficient practice:

1a) Working from a designated soiled
area to a designated clean area
requires washing hands and changing
aprons.

1b) Clean warewashing racks are not
to come in contact with warewashing
racks with solid dishes. -

1c) Warewashing racks will not be
stored on the floor next to the
mechanical warewashing machine.

2) Health shakes will be properly
stored prior to satving.

| 3a) The ice machine's exterior panal

wads cleaned and the interior filter was
replaced to comply with the
manufacturers specifications.

3b) The metal ventilation hood over
the gas stove was cleaned.

HEAIT
\‘3\\“\

Hajwy
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and
b. the metal ventilation hoad over the gas stove
had a dark brown sticky residue on it.

Laek. of effective systems 0 ansure resident
moals and snacks were prepared and distributed
utilizing practices that prevented the.cross
contamination of food may result in residents

ilnesses may resuit in gastroirmestinal distress,
weight loss, hospitalization, a compromise in
clinieal- status and in severs instances may result
in death,

Findings:

1, 1b, 1¢} During a distary observation on
11/6/13 at 8:20-a.m., Dietary Staff 1, wearing a
cloth apron pulled the cover ofi the air
conditioner, walked over to the mechanical ‘
warewashing.equipment, lifted tha right handle
with a terry cloth material, pushed clean dishes
that were in the warewashing rack through to the
¢lean side; grabbed another warswashing rack
from its' shelf, and placed the air conditioner
cover into the warswashing rack and into the
mechanical warewashing equipment. Dietary
Staff | washed her hands with soap and water,
gloved, placed the glean kitchenware.and
tableware in their respective-locations and then
returned to preparing food for the:lunch meal
without changing her apron,

During this samae observation-on the floor next to
the clean side of the mechanical warewashing
equipment (dishwasher) one warewashing rack
was lying on its side. Dietary Staff..] wore a white
' plastic apron. He-emplied aut the tray carts,
.disearded the upused faod, sprayed off the
kitchenware and tableware and placed:them in

Being expasure to food:bome iliness. Foed borne

NORTHGATE GARE CENTER SANRAFAEL, CA 84903
(x4) o SUMMARY STATEMENT OF DEFICIENCIES - D PROVIDER'S PLAN OF COHREGTION . (%8},
PRERIX (EACH DEFICIENCY. MUET BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMELETION:
TAQ REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-BEFENENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 7 F ar1

.The Maintenance Supervisor will
maintain a schedule to ensure the
stove hood is cleaned weekly o
ensure compliance.

—

Dietary manager will be responsible fo
monthly inservices to ensure the staff
are educated on proper storage,
preparatiof, distrubution and serving
of food in sanitary conditions.

Ongaing issues will be reviewed and
discussed in the monthly QA
Committae meeting.

FORM CMS-2587(02199) Pravioua Veratons Obsolate

Event |D: MDWG11

Facllty iD: CA220000075 If continuation shest Page 8.0f 23
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the empty warewsshing racks. During a same
observatign-at 10:05 a.m., Dietary Staff J opened
the-right side (soiled) handle of the rmechanical
warewasfiing equipment and pushed the soiled
ware ek fllled with blue cups apaihst the clean
ware rack through to thie clean side of the
mechanical warewashing equipifient. At this
$oirt in time there were two ware racks resting on
theidiatary fioor. .

During the same observation period, Digtary Staff
K, wearing a cloth apron, leftthe dietary
depariment and came back minutes later with a
loaf of bread. Dietary Staff K applied gloves, but
falled to wash her hands before applying the
gloves and proceedsd {0 poll out siices of bread
to prepare sandwiches for the residents' lunch.

Duririg ah interview on 11/6/13 at 8 a.m.,
Managekent Staff C stated; "! would expect themn
[staff & change thelr aprons when ehanging from
dirty 1o cléan areas."

It would be the standard of practice fo ensure that
friployoos wear clean: outer clothing to préverit
camtamination of food, equipment, utens:ts

ihens... (Food Coade 2009)

Review of the RDs For Healthicare, Inc Policy-and
Progédure Section 8:2 "Sariation® indicated
under Brogedirs #20, "A minimum: of two
erfiployees will'be tised when dishes are méaching
washéd. Ove will handle the sofled area and cne
wilt handle ttis cléan side. Ifan employee does
nead t0go from s "led end to clean end, a strict

2) Durmg observanon of fuod preparation on
11/5/18 at 11:40 a.m., Dietary Staff K sét a soiled

l

'STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GUIA - (X2) MULTIPLE CONSTRUGCTION {(X3) DATE SURVEY
AND PLAN OF coanecnou IGENTIFICATION NUMBER: "A BUILDING COMFLETED
056430 | 8. winG 11/04/2013
% NAME OF PROVIDER-OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
{ORTHGATE CARE CENTE 40-PROFESSIONAL CENTER PARKWAY
. NORTHGATE CARE CENTER SAN-RAFAEL, CA 94903
{X4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (xs)
PHREFIX (EACH'DEFIGIENCY MUST BE PRECEDED BY FULL PAEFIX (EACH CORRECTVEACTION SHOULD BE _ cou&%egvon
TAG REGULATORAY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED T THE APPROPRIATE
DEFICIENCY)
F 371 | Gontinued From page 8 F 371

FORM CMS-2587 (02-99) Prévdys vérsions Obsotste

Everit [D: MDWO

Facity {D: GA220000076
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| plastietarate containef did not belong on top of

| départivient will assist dietary as nocessary in |

‘Mariagement Staff B stated he wis fict aware fie

__hood .

plastic crate continer with cartens aof heatth
shakes on top of a wargwashing rack with clear
drinking glasses.

During an interview on 11/7/13 at8 a.m.,
Managérient Staff C corroborated that the soiled

clean glasses.

3a) During a general observation of the Dietary
Departmant with concurrant imerview on 11/6/13
at 8 a.m., a white paper towel was dampened and
swiped across the front edge of the gas range
stove's metal vent higod. A dark brown sticky
regidueadhered to the white paper towsl,
Management Staff C stated that staff should
clean the steve's hood every week. In reviewing
the "Dlétary Department Weekly Cleaning
Schedule® Management Staff € corroborated
that cleariing the stove’s hood was not includet in
the schedule,

The facmtfs Dietary Department follows the RDs
for Hedltficate, fnc.’s (*...is a Caifornia company
of dietitiaris-and difice staff that.. [prowdes]
professioral seivice...Jof] exténded care rmenus
and consulting services) policies-and procedrés.
3licy énd Procedure Section 8.1 "Sanitation”
indicated under Protedure # 6, "The mainténantce

maln%aihmg equipiment and in domg janitonal
dities which the digtiiry emplbyees cannot do."
gid # 14 *._and the hoad over the stove which
will be clearied by the maititenance staff.”
During ary intéfview with oty 11/7/13at 8 a.m.,

was responsibie for cieamng the matal ventliation

STAYEMENT 6F DEFICIENGIES fX1) PROVIDER/SUPPLIER/CLIA £(2) MULTIPLE CONSTRUCTION (X3) DATESURVEY
AND'PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
k 056430 | 8. wime 11/04/2013
NAME OF PROVIDER.OR:BUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE :
. - NTE 40 PROFESSIONAL CENTER PARKWAY
NORTHGATE CARE CENTER SAN RAFAEL, CA 94803
(41D SUMMARY STATEMENT OF  DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION o5
PREFIX " (EACH DEFICIENCY MUIST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD-BE OOM&L;EEHON
TAG AEGULATORY OR LSC-IDENTIFVING INFORMATION) TAG CAOSS-AEFERENCED TO THE APPROPRIATE
DEFIEIENGY)
F 371 | Continued From page 9 Fari

}

FORM CNS-2567{02 99) Privibus Viiraions Obeoiete

Event ID: MDWOT

Faciiity I5; GAZ20000075
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F DEFICIENQIES X1 PHOVIDER/SUPPUEFVCLIA

AND PLAN DF COHHECTION . IDENTIEICATION NUMBER:

056430

(X2) MULTIPLE CONSTRUCTION (x3) gATEP SUHVEY
A. BUILDING OMPLETED

B. WIRG _ 11/04/201:3

"NAME OF PAOVIDER GR- SUPPLIER.

NOHTHGATE CARE CENTER

STHEﬁMUﬂESS, CITY, STATE, 21P CODE
40 PROFESSIONAL CENTER PARKWAY
SAN RAFAEL, CA 94503

POID
PREFIX
TAG

SUMMAFRY: STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY. MUST BE PRECEDED BY FULL
ABGULATORY-OR USG IDENTIFYING INFORMATION)

) PROVIDER'S PLAN:OF COARECTION o)

PREFIX (EACH COFlHECTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-AEFERENGED TO THE APPROPRIATE DATE

DEFIEIENCY)

F 71

F 431
$8=D

Continued From page 10

In addition, Under Section 8.1, "Moods, Vents and
Fitters" inchides, 'Hoods' "Hoods must be cleanéd
every twd weeks and must be free of dust and
grease.”

3b. During a dletary observation on 11/6/13 at 2
p.ih., thie icé machine's outside panel was
covered with dark brownish biack particles.

During an observation with concurrent interview
on 11/7/13 at 8 a.m., Management Staff B
corroberated that the outside panel needed to be
cleaned. Management Staff 8 added that since
his recent empioyment he had discovered this
particular icermachine has two filters, one of
whichi Were missing, so he hand crafted a filter for
the inside of the Hoshizaki America, inc.
*Seff-Cortained Flaker® Modsi # F-330BAH{-C).
Review of the facility’s Policy and Procedure
titted, "Policy for I¢e Machiiies and ce-Storage
Containers” from the 'Infection F’i'e'\]éﬁﬁbn' Manual
for Liong-Term Care Facilities' 1998, indiczitéd, "A
maihtefiance inspection of ice machines should
be corhpleted-on a fegular basis, and any
necessary rapairs made, to ensure that water
cdnt‘am:inéﬁbn withii the machinery does not
octir...

483.80(b), (d), (ey DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licens&d pharmacist who estahliShes a system
of recoris of receipt and disposttion of all
contrblled drugs in sufficient detail-t6 enable an

frate iliation; and determines Mat drug
records aré in order and that an accourit of all
cdntrolled druigs is mdintained and periodically
reconciled.

F 371

FA431) The facility will distribute drugs and
biologicals in accordance with
professional principles, instructions

and expiration dates.

The vial of Humulin ingulin 70/30 was
immediately removed from the . Mujig
medication rafrigerator.

FORM CMS-2567(02-95) Flewduy Vattians Otacte

Event (D: MDWO11 Facilty 10: GAE000007S 1f cantifiuation sheet Pege 11 of 23
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PRINTER: . 1?,/20/2013 :
. "FQRM APPROVED'

- DEPARTMENT OF HEALTH AND HUMAN-SERVICES _
OMB NO. 0938-0391

CENTERS FOR.MEDICARE & MEDICAID SERVICES

(X2) MULTIPLE CONSTRUCTION

:GTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X3) DATE SURVEY
"AND:PLAN OF CURRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
' . 56430 | B WING _ 11/04/2013
NAME OF PAOVIDER.OR-SUPPUER STREET ADDRESS, CITY, STATE, 2IP CODE
E NORTHRGATE CAR ER 40 PROFESSIONAL CENTER PARKWAY
NORTHGATE CARE CENT _ SAN RAFAEL, CA 94903
1 x4y 1o SUMMARY STATEMENT OF DEFICIENCIES D PAOVIDER'S PLAN oF CORRECTIGN *5)
! - PREFIX ({EACH:DEFICIENCY MUST 8E PEECEDED BY FULL PREFIX {EACH CORREETIVE ACTION SHOULD BE GomELETION
; TaG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CRUSS-REFERENCED TO THE APPROPRIATE ATE
: DEFICIENGY)
F 431 | Continued From page 11 F431| All other medication with an
' _ " expiration date was checked 1o
Drugs and biclogicals used in the facility must be ensure no other residents were
labeled in accordance with currently accepted sffected by this deficient practice.
professional principles, and include the ‘ o
apgropriate aceessory and-cautionary The resident's insulin was replaced
instruictions, and the expiration date when with a new vial.
applicable. : :
In accardance with State-and Féderal |aws, the j’he hqensed ngrses Yver?h ial
facility must store alk.drugs and. biologicals in Inser\nc_ed on discarding the via \ l
locked compartments tifider proper temperature after being opened for use 28 \'5 WM

controls, and permit only authorized perscnnel fo
have dccess to the keys.

The facility must provide separately locked,
permaneéritty-affixed campantments’ for Smrage of
controllgd driigs listed in Schedule |i of the

. Comprehenswe Diug-Abuse Prevention and

Cantroi Act-of 1976 and ottier drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
Guantity $tored-is miinimal ard a missing dose can
be readily detected.

This HEGUIREMENT i not met as evidenced
by:

Baséd dh observaﬁon irterview, sihd policy
review; a vial of MHumalin Insulm 76/30 for one
resident, unsampled Resident 20, had been
operigd for more than 28 days arid was still in
use. [fisulfin is a protein that is used to regjulate
the use of sugdr ini the human body. A residerit
with the diagnosis of instifin dependent diabetes
i not abla to produca insulin and must be given it
overy day Via injection. Avial of Htimulin Ihsulin
70/30 that has been in tge for 28 days rmust te
dtscarded 'to fréevent contaminatiofi from disease

days. The licensed nurses were
aiso inserviced on the policy
regarding expired medication.

Pharmacist will continue to audit the
med cart and medication refrigerator
monthly.

Ongoing issues will be addresed
during monthly QA committe meeting
and Quarterly meeting which thr
Pharmacist attends.

Director of Nursing is responsible
far ongoing compliance.

FéHM'CM:S-Q%T(OQ-W) PHivicus Versions Obsalete

Evem ID: MDWO11

Faciity 10: CAZZ0000075

If continuatibn sheet Page 12 of 23
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# HEPARTMENTOF HEALTHANBIHUMAN: SERVICES © S FORMAPPROVED

CENTERS FOR: MED!CAF!E & MEDICAID. SERVICES OMBNO. 0938- 0391

. QTATEMENT OF DEFIDIE.NCIES

) PROVIUJ_ERISUPPLIEH/CLIA (%2) MULTIPLE CONSTRUCTION 0(.3} DATE SURVEY
AND PLAN OF CORRECTION

IBENTIFICATION NUMBER: A. BUILDING . - COMPLETED

. . 056430 B.WING __ : 11/04/2013
NAME:OF FROVIDER OR SUPPLIER : STREETADDRESS, CITY, STATE, 2)P CODE -

i I " : : 40 PROFESSIONAL CENTER PARKWAY

| | NORTHGATE GARE:CENTER SAN RAFAEL, CA 94903 |

N ' SUMMAHY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN-OF CORRECTION @)
PREFIX- {EACH DEFICIENGY MUST BE PRECEDED BY FULL - PAEFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION

TAG REGUCATBRYOR LSC IBENTIFYING INFORMATION) TAG CROSS- HEFERENcgg’TO THE APPROPRIATE DATE
. DEFIGIENCY)

. F 431 | Continued From page 12 F 431
i catising, organisms. This fallure bad the potential
i to causencontaniination of the insulin vial resulting
P in- an mfecnon m the resident with & disease

Findings:

Durirtg an observation and concurrent interview
on' 11/4/13 4t'3:30p:m., there was a vial of

| Hurmulin lisulin 70/30 U-100 for unsam pled

. Resident 20 in the misdication refrigerator In the
medication raom that was dated 9/20/13
mdlcahng the daté&'the vial hid Beén opened for
use. Managemnt Staff G stated that the facility
policy indicated that vials &f instilin were o be
discarded 28 days after being opened for use.

During a telephons irterview an 11/6/13 at 8:45
a.m., Congutant Staff H stated that there is only
-+ | ohe brand of insulin, Levernir, that can be tised
ft¢ 42 days after the vial is operied for use. All
ottier brands of insulin must be discarded aftér 28
dys of use.

On 11/5/13 facility gl policies and procedures
pertainitig ta insully were requested from
Admifiistrative Staff A. The facility'did not provide
dny policy or procedure that addréssed how many

days ar insulin viak cotild be used’ affer beirig

F 441 FECT]ON CONTHOL PREVENT " F 441 The facm-ty will maintain an infe'cﬁon
88-F SPHE‘_ LINENS control program designed 1o provide

The faclllty miist establish and maintain an Saff," sanitary and comfortable
Infectian Gontrol Program designied 1o provide a environment and to help prevent the
Safé, saitary aiid comfortablé-enviranment &nd d_9V9|0pmem and ?ansmlss,on of

16 Help prevent the develdgnient and transmission disease and infection.

of diseate and infedtion.

23]

FORM CMS:R56702:88) Pravious Variions Ohactéte Event [D: MOWOT Facility I0: CA220000076 I continustion sheist Ffage 3ol 23
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F‘FIINTED 12/20]201 3

- DEPARTMENT OF HEALTH AND.HUMAR SERVICES : . FORMAPPROVED
CENTEHS rom MED!CARE & MEDICAID SFRVICES ' OMB NO-0938-0351
STATEMENT OF DEFIGIENGIES (X1) PROVIDER/SUPPLER/CLIA {2y MULTIPLE CONSTRUCTION ' (X3} DATE SURVEY
T/AND PLAN OF CORMECTION IDENTIFICATION NUMBER; A BUILDING - COMPLETED
. 056430 8 WING ' . 11/04/2013
. NAME OF PROVIDER OR SUPPLIER ' STREET-ADDRESS, CITY, STATE, ZIP CODE

40 PROFESSIONAL CENTER PARKWAY

. NQRTHGA‘I?E'GAHE--GEKFEH SAN RAFAEL, CA 94902
XepiD | - SUMMARY STATEMENT OF DEHGIENmEa p PROVIDERS PLAN OF CORRECTION ‘ ¥s)
PREEIX (EACH DEFICIENCY MUST BE F‘FIE'CEDED BY FULL PREFTIX [EAGH CORRECTIVE ACTION: SHOULD BE | COMPLETION
TAG REGULATORY GR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . DEFICIENCY)
F 441 Continued From page 13 : F 441! The staff was inserviced on hand
. . washing proceedurss and sanitizing
{a) infection Control Program betwsen residents when distributing \[ PRAL
The facility must establish an Infection Conirol water and were provided a copy of ‘
Program_tinder which it - the facility policy which states this.
(1) Inviistigates, controls, and prevents infections B »
in the facility;
(2) Décides what procedures, such as isolation, The staff was inserviced on proper |y
shaaid be applied 1o an individual resident, and storage of the scoop used to collect | -2 ,M
(S)Mamtalns aracord of incidents and corrective ico for the water pﬁchers as well as

actons related to infections. proper handling and of the scoop.
(b) Preventing Spread of Infection ' .
(1) When the fntection Control Program Director of Nurses made a count of

\ .
determines that a resident needs isolation to ; =«
prevent the spread of infection, the facility must all water pitchers to ensure there is I

isclaté thie resident. one for each resident. Exira water

(2) The faicifity must prohibit employses with a pitchers were ordered.

communicdble disease or inféetéd skin lesions

from direct contact with residents or their food, if Ongoing issues and will be addressed
direct €oiitact will transmit the disease. with the QA meeting to be for review
{3} The facility must require staff to wash theit and recommendation.

hani§ after each direct residert contact for which
{ hard washing is indicated by actepted

professional practice. Director of Nursing is responsible

(© Lingnis for ongaing compliance.

Perstnnei thust handle, store, process and
transport finens s6 4s to prevent the spread of
infaction.

Thig HEOUIHEMENT is hot met as svidenced

by:

Based on abservation, siaff interview, and review
of the facilitys pdlicy and procédure; the facility
falledf to protect residents from potential
nosgcomitl (facullty acguired) infections when

atsd an anVIronmentfbr Cross ] .
FOHMEMSIBAE7 [G7:80) Prévious Varilcne Obisclets Event (D MEWO 14 Fécility (D' CARS0GN00TS - it continpation shest Page 14 of 23
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DEPARTMENT OF HEALTH ANDHUMAN SERVICES FORMAPPROVED:
. GENTEHS FOR. MED10ARE & MEDICAID SERVICES . OMB NO.-0g938-0391 :
| QFATEMENT OF DEFICIENOIES o) PROVIDER/SUPPLIER/GLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
"AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING GOMPLETED
. _ 056430 B. WING. 11/04/2013
RAME. OF PROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
40 PROFESSIONAL CENTER PARKWAY
NOHTHGATE CARE CENTEHR SAN RAFAEL, CA 94903
SUMMARY sTATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN:OF CORRECTION o5
F?F(;)gé& {EAGH: DglgglENCY WUST BE PREGEDED BY FULL PREFIX (EACH'CORAECTIVE ACTION SHOUL-D BE CouFLETION
TAG 'REQULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE
BEFIGIENCY)
F 441 Gontinued Froin page 14 F 441

-contafingtion (is the pliysical movement or

transfer of haymiul bacteria figm one persen,
abjeet or place to anotlier.) when providing
residents with fresh water. Nosocomial infections
can be caused by viruses, bactaria, fungl or even.
parasites that ten cause tha'facility's-residents,
who arer already prone to infections because thelr
weakened immiune system, to requiire & longer
recovery period. or evén hospitalization.

Findfmgs:

During an abservation on 11/4/13 &t 2:40 p.m.,
Urlicensed Staff were providing fresh water fo the
residents. Uniicericed Staff were using a plastic
ttiree Shelf cart on whegsls which contained a
white plastic foe cheston the top shelf. An atm,
when pullédl ot from under the top shelf was
uséd to rest the water pitchers for conveniénce
whiile filling the water pitcher with ic8. There was
a round plastic container that rested-on the
middie shelf directly below fte reétractable arm.
The lidnd Scoop, which was being used to
retiigvé-ice from the ice chest, was being placed
ingide the-ite chest, restng in the ice wher nét in
use,

Upon further ohservation, Unlicensed Staff L

Ifited-the fid Off the-ice chiest, placéd the inside of

: Wi § rpandlculaftothe ice chast:
retriovad’thio ich getcp with ice'from insidé the ice
chestwith Unlicensad Staff L's ﬂhgers touchlng
’me inside of the S600p comarnmg the ice vsed for
the rdsidents” wiier pitchers. During thls
observation Unlicensed Staff | retGriigd the

picHer 1 Unisampled Resident 21's overhetid

1ble, affarged Unsarmpled Resident 21's stack
of pdpers, live plant, siall personal items and
wat' pltcher Unli"censed Staff then Fétricved ‘

Event (D! MOWO1 Faclitty ID: CA220000076 It cantinuation shiet Page 15 of 23
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e L T R PRINTED: 12/20/2013
DEPARTMENT OF HEALTHAND:-HUMAN:SERVICES ) " FORM APPROVED:

" _CENTERSFORMEDICARE & MEDICAID SERVIGES _ ' OMB NO, 0938‘0691
? STATEMENT oF DEEICIENCIES (%1) PROVIDERSUPPLIER/GLIA (X&) MULTIELE CONSTRUCTION (X3): DATE" SYRVEY
- | AND PLAN OF coanecnon IDENTHCATION NUMBER: A BUILDING COMPLETED
, 056430 -B.WING ‘ L . 11/04/2013
~ NAME OF PROVIDER OR-SUPPLIER " STREET ADDRESS, CITY, STATE. ZIP CODE
' e ‘ 40 PROFESSIONAL CENTER PARKWAY
| NORTHGATE CARE;CENTER , SAN RAFAEL, CA 94903
ka1 SUMMARY STATEMENT OF DEFICIENCIES D [ PROVIDERS PLAN OF CORARECTION %5)
PREEIX (EACH DEFIGIENCY MUST BE PRECEDED-BY FULL, PREFIX (EAGH GORRECTIVE ACTIGIN SHOULD BE COM;LT?ON
TAG REGULATORY QR L5C IDENTIFYING INFORMATION) TAG . CHOSS-REFERENCED TOQ THE APPROPRIATE A
DEFICIENGY)
£ 441 | Cantiriued From page 15 F 441

Unsarmnpled Resident 22's and 23's water pitchers
performing the Samedask of pauring the eld water
out of the pitchers and then filling the pitchers
with ice: Thig pattern was repeated when
Unlicensed Staff M-discarded the-water from the
pitchior that was retrieved fiom the residents’

) | roam before fitling the water pitchers with fresh
ice. During this whole process Unlicensed: Stafi L
andM dfd not wash their hands with soap and
water and did not sanitize their hangds between
residents.

Duriirg an observation on 11/6/18 at 2:30 p.m.
Uniicensed Staff were observed taking plastic
pitehers from the cupboard above the sink next to
the water dispensar by the nurse's station,
Unlieensed Staff were 1illing tiese pitchers with
ice fram a white plastic ice chest using a scoop.
The 5C00p was. initialty resting in a-holder that
was i a retractable heider under the top shelf of
the plastic cart. The scoop was being placed
insidé the ice chest: within the ice, when it was
not in use insterd of being placed in the holder
forwhich it was mtended

plabmg the reg:dems‘ pitthers which they had
reffieved fiom the residents’ rooms on the
woiden handrails out i in the hallway. These
pitchelts were placed on the second $helt of the
ea{t and Wwerébeing replaeed wnth the: pltcher‘s éf
Urilicensed Staff continued thee pfocess for the
East Wirig: Diring this protess of replacirig the
Witer pitetters from the residents' oom with the
pichers frim e clpboard the staff did not wash
tHeir hands with $66p and water or sanitize thelr
hands,

FORM CM$:Z8E1 0250} Pravidis Véisions Obsolats Event i3 MDWO'1 Féddity 0 CAZR0006075 If cortthuatiSi-shest Page 18 6123
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Unlicensed Stafi N was changing out the water
pitchiers in the West Wing. As she was walking
rooimito roem a resident in a wheelchair who was
out in te hall dropped a piece of paper in which
Unlicelised Staff N-picked up the paper for the
resident and coftinued on passing ‘out the water
fiteHers; without washing herhands with soap
and water or sahitizing her hands. This process
contifided threugh room 22 at which time
Uniicensed Staff Nused the hand sanitizer
located outsidé the resident's room. When
queried abeul the use of the hiand sanitizer
Utilicensed N responded, “Whet | saw you
watching me | started-to use the sanitizer and
confinued on to say, "There are net enough
dxspensers When asked who is respensible for
passing the water pitchers WUnlicensed Staff N
respanded, *All CNAs (certitled fiurse assistants
helps patients ar residents with heathcare needs
under the iperviston of a Registered Nurse (RN)
or a Licansed Vocational Nurse (LVN)) are
respansmle for passing-the watér pitctiers."

During an obgervation on 11/5/13 at 11am., the
ice thestivas outside in the yard behind the

_ krtchen Dletary Staff J stated he was

sible for cléaning and:sanitizing the ice
chist/cart. Dietary Staff J déscribied thé process
hé&foliows for cledning and sanitizing the ice
chéstfoart

 During.an irterviéw on 11/6/13 at 3:10 p.m.

Mangdgement Staﬁ G stated the current process
for'dsspensmg frelsh water to the residents "are
unacceptable.”

Heview of the faglity's policy and procédure titlsd,
"Phiicy f6r Ice Machines and lce S!orage

| Containéts" indicatad, "All: personnel Should be
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NAME OF PROVIDER: DR SUPPLIER STREET ADDRESS, &ITY, STATE, ZIF CODE
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‘NORTHGATE CARE CENTE SAN RAFAEL, CA 94903 .
(x4) D "~ SUMMARY STATEMENT OF DEFICIENCIES o - PROVIDER'S PLAN OF CORRECTION Xs)
PREFIX (EACH DERCIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION. SHOULD: BE comg;snow
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0936:0301

1 (i) PROVIDER/SUPPLIER/GLIA 6x3) DATE SURVEY
; AND PLAN-OF EORRECTION IDENTIFIGATION NUMBER: A BUILDING COMPLETED
056430 B.WiNG , 11004/2013
| i NAME OF BROVIDER OR SUPPLIER ~ STREETADORESS, CITY, STATE, ZIP CODE
| 40 PROFESSIONAL GENTER PARKWAY
! NORTHGATE CARE CENTER | SANRAFAEL, CA 94903 B
p(4) 1D SLIMMARY STATEMENT QF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX - {EACHDEFIQIENGY MUST BERREGEDED'BY FULL PREFIX {(EACH CORRECTIVE AGTION 8HOULD BE COMPLETION
TAG REGULATORY'OR'ESCDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPHIATE DATE
. . DEFICIENCY) -
F 441 | Continved From page 17 F 441
" | instructed on the followmg to reduge
contimipation of ice ...Wash hands before
abtamlng ice:..Hbld the scoap only by the handle
F 456 483 70(c) (2) ESSENTIAE EQLIPMENT, SAFE F 456
S8=E OPERATING CONBITION

The facility must maintain 2l essential
mechanical, elecirical, and patlent cara
equipmét in safe aperating condition.

This HEQUIHEMENT is not met as ewdenced
by:

Based on observation and staff interviews, the
facility 5iléid to ensura the residents' assistive
devices. (These are tools, products or types of
aquipiment that Felp residents perform tasks and
acﬁvmes [Medline]) were takén eare o through
sesuiiiyg a storaye space, routiné maintehanci,
arid cigan and ganitary equipment. The
equrpfhent being stared was without identifieation
of whether ther eqmpmant was’ clean soned or in

unsamtary and unsafe aquipment.
Findings:
Durmg an En\q_rpgm_z_antal Tour, obse' ation with

éancurrent intérview: : Hay N
revéaled thar lmmedlateiy outsitie the Wes‘t

14 the elements Was a whablchair, tWO
S, dnd two oommodes Inltlal mspection of
it It o

e'quupment as cIean, duty
or ift Hééd of repair. Management Staff B stated

The facifity- will maintain all essentis!
mechanical, electrical and patient care
equipment in safe operating condition.

The items stored outdoors were:
inspected, cleaned, labeled with the
date and properly stored.

The maintenace supervisor made
rounds to ensure all eguipment
outdoor was inspscted, cleaned
labsled and stored to ensure no
other resident equipment was
effected by this deficlent practice.

A cleaning schedule for wheelchaurs
and assistive devices was uodated
and added to the maintenace
supervsors monthly rounds.

The policy and proceedura
regarding assistive devices related
to cleaning was located by the
administralor and provided to the
maintenance supervisor.

Ongoing issues will be reviwed at the
QA Committe meeting for
recommendat:ons

1z a3
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(X4).10
PREFIX
TAG

SLlMMARY STAYEMENT.QF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED:BY FULL
'REGULATORY OR LSC MENTIFYING INFORMATION)

iy ‘ PROVIDER'S PLAN-OF CORRECT\DN

X9 i
PREFiX (EACH CORRECTIVE AGTION SHOULD BE COMSK-EEHON

TAQ CROS$-REFERENCED TO'THE APPROPRIATE
DEFICIENCY)

F 456

F 466
S8=F

Continued Froin page 18
that storage space is limited and he-had not had

he had* recenﬂy taken on the responslbllny of his
new pasition.

Buring the same tour, locgted in the back of the
facility befind the East Wing, & large storage
container hgid more equipment utilized by
residents. When Management Staff B was
gueried on howstalf dould identify which
equipfient was cleaf-andjer usable when

needed; he was unable to respond.

During & document review with a concurrent

“intarview on 11/6/18 at 7:35 a.m., Management

Staff B presentsd a:newly creatad cleaning
schedule for the residents’ whesichairs on the
*East and West sldé* of the facliity. Other
assistive devices were not included in the
schedtle,

A request was made. for the policy and
procédures regardmg assistlve ‘devites related o~

residerit wre eqmpment During thie course of
the sunvey ne policy and procedure was grovided.
483; 0¢n)(4) PHOCEDURES TO'ENSURE
WATER AVA LABIUTY

The ﬂacmtymust establish procediires to ensure
that water i avaliabie to essential aregs when

‘there is a Ioss of AoMmal water supply.

F 456

F 466

Maintenace Supervisor is responsible
for ongoing compliance.

The facility will establish procedures
to ensurs that water is available to
essential areas when there is a loss
of normal warer supply.

FORM CMS-2587 (D2-88) Previiis Virsdns Obsolete
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the ldundry (sach watsr heater contained 100
gallonsyin thé event ¢f a disaster.

Mafiagement Staff B was not able i demonstrate
the'procass on How tO dlscharge gontain,
transpart and dls‘n"bute witer from either of the
wiiter figaters. There were fo equipment, tools
or dirasitions avaiiatiie fogiide the- accessabnlw
containent, 1ransportatlon and distHtiution #r
the Emergenay water supply.

I additis, there was not a diéar sensé of the
locatidh of two of the four water heaters that were
| mentidned in te Policy and Procsdure titled,
"Effiergeiicy Watér Supply” deted With a revision
da‘té of /172011 indicdted: under siibtitle,
'DistiBition of Efnergendy Water' fullet si...In

e

e bVEnt that the water SUppIy in thie tilet Ard

to ensure they were current.

Ongoing issues will be addressed
during the QA committe meeting.

Maintenace supervisor is responsible
for ongoing compliance of the water

supply.

‘ NORTHGATE.CABE..CEN'FER SANR AFAEL, CA 94503
*4) ID SUMMARY STATEMENT OF DEF!CIﬁNClES D PROVIDER'S PLAN OF COHRECTION )]
~BREFIX (EACH DEFIGIENCY MUST BEPRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CHOSS—HEFEF!ENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 486 | Contiriued From page 19 F 466

by: ) page 5. The updated policy and
Based:on abservation, interview, and policy proceedure for the Emergency A |- 'h
review, the facility-failed to have.n policy and Water Supply was provided to the. Y
procediire that was-available for staff's reference staff in an'inservice.
on hew to discharge, contair, transport, and
d!s’tﬁbu’t’gz-watel_'- from :he:faéﬁhys four water The updated policy and \
heaters in the event there was & l0ss of normal proceedure was included in the [-bhq

_ | water supply in-an emergehcy or disaster. This Disaster M L ,

" | failure has the potehtial for staff to be unable 10 isaster Manua
estthe neéds of the-residents in an : . :
emergency/disaster, The outstanding materials needed to

remove and distribute water from the

Findings: four water heaters was identified, ! | N 1 W
Durinis an ahserved N . labeled and the location of items was
Juring an abservation and concurrant interview added to the disaster manual under
on 11/4/¥3 at 3 p.m., Kanadefent Staff B was .
askad to démonstrate tiow to discharge, contain, Emergency Water Supply.
trafisport, dhd distribute water from twe of the i
four water heaters In the tacilty's basement near All other disaster policies were audited, ' | 2 iy,

tanks dnd/or watér Heatars nesd-fo be bsed, the ;
Administrattr, & Jesgings will ensure thiat staff e

FORiM CMa:57 Ba.00) Pl Vaiafis Cbsoibte Evant1D: MDWO 11 Fally ID: GA220006575 If ésnilightion shiset Page 20 ot23
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056430
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B. WING
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11/04/2013
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(4} 10
PREFIX
FAG

summARY STATEMENT OF DEFICEENCIES
{EACH DEFICIENCY MUST BE PRECEDER BY FULL
 REGULATORY OR:LSC IDENTIFYING INFORAMATION)

9] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH:CORAECTIVE ACTION SHOULD BE
TAG GAOSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

. s}
COMPLETION

DATE

F 466

sesic

'demonstrane tHe plan i how’ to dlscharge
'contath transp""rl and dlstnbute the water fiom all

F 516 &
iue | SAFEGUARD CLINICAL RECDRDS

'Commued From page 20

has enough water prtchers o transport this supply

""" " (This policy was
prowded by Mendnan Foresight former
propristors of the facility.)

In addition, Administrative Staff A.provided g
policy which across the top'of the page-in hand
wiiting, statad, "Aditistrative Poliey Procadure”
with no'indic4tion &f d date for ifiitiation, review or
revision of this policy. At thie bottorn of the page,
*Fire énd Disastér Manual, WEBB Fire
Protection, Inc." is nanted. At the-top of this
pastieiduiar page the following information is
Isted:

Main Gas Stut Off Location

Main Water Shut Off Location

Main Electrical Shut ©ff Location
Ertiergeney Food Supply Location ___ .
Efnergency Water Supply Locatlou —
Disastsr Kit |.ozation

All 6f thie dbave bianks were not completed.

Diyrifig;an ebsgrvation and coneurTent interview
on 11}7/13 at 10; 30 a.m., Managment Staff B and
Mat

.75(»)(3) 483 20(f){5) RELEASE RES INFO,

A faclity may not release information that Is

_ res:dént—xdenhﬂable 10 e public.

The famhty mdy rel&dgd information that is
résident-identifidblé  an ag8nt only in

F 466

F516

The facility must safaguard dlinical
record information againat Joss,
dastruction, or unauthorized use. -

FORM CH{S:2687 m255) Pratiou Verdons Gbsowz

Event ID-MOWTH1

Faclity i CA22000007%

i contiflistioh stidét Page 21 of 23




12/31/2813

18:22

4155871741

NORTHGATE

F'AGE

28/30

12!20{201 3.

R , A o PHINTED
-DEPARTMENT OF HEALTH AND HUMAN SERVICES + FORMAPPROVED
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" NAME OF PROVIDER QR:SUPPLIER STREET ADPAESS, CITY, STATE, ZIFf CO0E
) ap PROFESSIONAL CENTER PARKWAY
'» NOHTHGATECAHE CENTER SAN HAFAEL CA 94903 o
| ' PROVIDER'S PLAN OF CORRECTION 045)
p";‘gé& ' (EACS: B"éﬁ%ﬁfzﬁﬁy Bg EE?E’S%%E‘?M PFI}I.[':)FD( [EACH cgn RECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY DR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFIGIENCY)
F 516 | Continued From page 21 Fsi6
' | accordancs with a contraet under which the agent The cabinets containing the medical | l€'| 2
agreds not to use or disciose the Information records were immediately locked. '
excapt to the extent. the tacility itgelf is permitted
todoso, - ; ‘
All other cabinets were chacked to n ,.o/ ha
The facility must safeguard clinical record ensure the meducal records were
information agéinst loss, destruction, or secured.
unauthorizéd use.
Administrative staff and management
‘ o . N staff was inserviced in keeping the |V} [&3
g;us REQUIREMENT i5 not met as evidenced records locked at all imes.
Based on observations, staff interviews and the
facility'spolicy and procedure the facility failed to _
saféguard one of 12 Sampled Residents The facility has hired back thair i | ,B
(Sammipled Resident 7) and four Unsampied previous medical records director. 1
Reésidents (13, 15, 16, 17) thinhed (Is when
solsctad documentation from the resident's
eurfent midical record is removed when the chiart ] .
becomies too largé fo handie) o closed charts The policy and proceedure will be
which were stored in the facility's shéred storage updated to reflect a date of \ h’\“&
ared inl the basément accessible 1 unauthorized implermentation and review at the QA
personmel. This mithod of storing residerits’ meeting next month.
ciinical regords has the potentlai for a breach of
carifidefitiality for all facilify residents.
ggg%g;e Enwirgnmental Tour with a eoncurrent Medical records director is
interview on 11/5/13'at 3 p.m. two of the file responsibie for ongoing compliance.
cabinets which conidined résidents' contidential
‘migdical records wete tnlocked:- Managenient
Staff Bistated he did not know anything about tie
unkecked filds,
Durmg an ifiterview on 11/7/13:at 11:50 a.m.
Administrative Statt O and Management Staff D
statod fhey currenﬁy do nidt have a desigriated
Me&lcar Records person; fiowever they ars In thie
hiring) procéss. Staff offered the expianation that
th' business office had been searchmg for
daéumeh‘cé requesiadiby another entity. e . , .
FOREN CMS—zSSﬂGE‘QQ)Ptevbb&mems Obicets Eveint ID: MOWOM Faciiity 1Y TA2I0000075 I oontinuation sheet Page 22 of 23
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F 516} Coritinued From page 22 F 518

: Adiinistrative Siaff O stated the file cabinet had
Pl probabiy:been open for 48—72 tours,

Review of the facxhty‘s pohcy and; procedure titled,
, *Retrieval, Access, Conﬁdenualrty by Facility
o St with o date indicating the implementation,

| reviewror. revigidn of this policy. The palicy state,
“The-Record Department or stofage: areas shall
not'be left uniocked or unattended at anvtime. *
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