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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
Department of Publrc Health during a 
re--oertificatloo survey. 

Representing the Department of Public Health: 

RN - HFEN 
RN - HFEN 

RN - HFEN 
RN ~ HFEN 

REHS - HFE I 

Total Resident Population: 121 
Total Resident sample: 24 

Hlghes! Severity and SCOpe: E 
F 166 483.10(1)(2) RIGHT TO PROMPT EFFORTS TO 
SS-E RESOLVE GRIEVANCES 

A resident has the right to prompt efforts by the 
facility to resoJve grievances the resident may 
have, including those with respect to the behavior 
of o1her residents. 

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

failed to resolve grievances the residents had 
related to the long waiting time for the nursing 

F 000 

PROVIDER'S PlAN Of CORRECTION 
(EACH CORRECTI\IEl ACTION SHOULD BE 

CROSS·REFERENCED TO THe: APPROPRIATE 
DEFICIENCy) 

Please accept this plan of eOrneUon as 
our crtdible allegation of compliance. 
Preparation andfor execution of this plan 
of correction does not constitute admission 
Or agreement by the provider ofthe 

I
, statement of deficiencies, This plan of 

correction is prepared and/or executed 
solely because it is required by the 
provisions of the Health and Safety Code 
Section 1280 and CFR405,1907. 

F166 !'TAGle6 SS-E 

Di:t"tlctor of Nursing initiated an in~ 
service on 7/5/11 and 7}6111 to licensed 
nurses and Director of Staff 
Development (:ondu¢ted an in~smice to 
CNA'S and other staffon 718111 and 
7/12111 respectively regardjng prompt 
response to call lights. 

&leisl Strviee Designee n:-interviewed 
resident # 4,9.14,26,6~ and ZQ on 7nlt1 
regarding call1igbt proropt response and 
vcrbali7.ed its improvement in Jength of

staff to answer the residents' call lights, The I 
residents complained about the delay in I i response. 
answering call lights In three coosecutive council ! Assistant Administrator randomly 
meetIngs, and by 6129/11, the grievance was not , i interviewed alert residents on 7n/ll and 
reSOived. This deftcient practice caused the i ! no sJgnificant issues on call light were 

I <"I 
, COMPLETION
I DA11i 
I 

res~dent lengthy wait for assistance, : I identified. i 

~ 0 f fJ1::;" PRQVlOERISUPPWER REPRESENTATIVE'S SIGNAT !7.l1l1 M";~s.-~"-~-""'m=LE""'-----2;-"S-'-\lj=OACCT£"'-.....J..... 

~~ncy ~ent ending with an asterisk e) denotes a deficlen<;y whiCh the iMtltutiOO may 00 excused from correcting providing it iood that 
Xher s provide sufflclent protection 10 the patients. (See insOuctloos.) Except for nursing homes, the findings stated above ~;11Scl:~ 90 da)'$ 
'olklwmg the date of surveywhether or not a plan of rorreclion is pwvlded. For nUt$ing hOmes, too above findings and plans of ~ton are- dtsclO$ab!e 14 
lays followillg the date these documents are made i!vaUabie to the facility. If deflciendo$ are cUed, an tlpproved plan of oorrection m requisite 10 continued 
xogram participatIon. 
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Diredor of Nursing did visual rounds andF 166 
 Continued From page 1 F 166 

observation 00. 117/11 anclno other Findings: residents were affected by the deficient 
pra<:tice identified.On 6129/11, at 1:30 p.m., during a group 


intervlew, four of 16 residents attending the 

RN Supervisors. wi11 do visual rounds andmeeting (Residents 4, 9, 14, and 26) complained 
observation every shift and document, their main problem IMng In the facility, was 
findings to the 24 hours endorsement logwaiting for extended periods of time before I 

for oompliaru:e and report fmdings to thenursIng staff responded to their cali for I 

Director of Nursing.assistance. The residents stated they were 
Director of Nursing "'ill do randomfrustrated waitIng for so long, Some of the I 

visual observation and rounds weekly to residents further indicated that at times, the staff 
ensure compliance and report findings todid not respond at all. I 

the daily stand up Department ManagersI I 
meeting..On 612ll111. at 11:30 a.m., on 715111, at 10:15 


3"m., and on 115111, at 10:45 a,m., individual I 

Administrator will follow up findingsinterviews conducted with Resident 6, 2, and 20, I 

from the Resident Council meetingrespectively, revealed the residents complained I 

monthly and disJ:uss updates andthe staff response time to ca Qfig hts was 

I improvemems to the daily stand up
frequently poor. I' Department Managers Meeting. 

Adminhtrator will follow up and discuss \ A review of the Resident Council Meeting Minutes 

I findings to the Quality ASSW1lDce meetingdated 4/11/11, on the page titled Qld Business i 

mOflihly.
Needing Further Actions, the following note was 

found under #1: "Call flQhts - Still a problem ~ Not 
to 15 minutes yet:. I DATE OF C9RR~gJON 717111 

The Resldent Cound! Minutes dated 5/16/11 on i I 

ttle page titled Old Business Needing Furthe; ! 

Actions, the following note was found under #1; I I 

"Call Ilghts improved to 15~20 but would like us to I I 

continue to focus on." 

The Resident Council MInutes dated 6/13/11, on ! 

the page tiUed Old Business Needing Further i 

Actions, the following note was found under #1: I


i"Call lights -improvIng, 3-11 mostly now, I
particularly from 10·11 p.m: I 

I
, On 7fl111, at 2:30 p.m., during an interview, the 1 


: adminrs~torwas ~:~~ to explain why the 1 
 I 

_._'--'--------.~--
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F 166 : Continued From page 2 i, F 1661,
, ,!residents' continued complaints/grievances , ,1 related to call lights had not yet been resolved. 

F 241 483,15(a) DIGNITY AND RESPECT OF ! F241', FTAG 241
, SS' E ,INDIVIDUALITYSS=E , 

1 Resident #20 ",,-as reassured immediately:The facillty must promote care for residents in a i, , of assistance v.'hen needed on 7/5111.
: manner and in an environment that maintains or i , , Resident # 25 and #. 27 was covered 
~ enllances each residenfs dignity and respect in , 

, immediately for privacy on 71511 t.ifull recognition of his Of her individuality, I , Director of Staff Deveklproent initiated , , 
: 

i, one 011 one in-servic-e to CNA assigned tQ
i , resident # 25 regarding privacy.II This REQUIREMENT IS not met as evidenced : 

by, i, ! Diredor ofNursing and Director ofBased on observation, Interview, and record i Staff Development initiated an in-service i ,review, the facility failed to provide care in a , 
to Licensed Nurses Mia CNA'S on 7/6111,!manner that maintained eaCh resident's dignity i, 
718111, aud 7/12/11 respectively regarding : and respect for two of 24 sample residents (9 I : !7/H]V 

, Dignity, incontinence care and Privacy as 20), and two randomly selected residents (25: ! , per Facility Policy and Procedures. 27). ~esid.ents 9 and 20 were told by nursing staff I , 
,to unnate m bed rather that assisting them to use , : 

, Director of Nursing followed up withthe toilet. Residents 25 and 27 were not provided , random visual ob.<>erVation on 7/6111 andwith ViSOtN privacy. This deficient practiCe caused i , , 7/t1111 and no other residents wereresidents to feel upset about the lack of I
I affected by the deficient practice aSSistance received and subjected residents to , : 

: identified.,be unnecessarily exposed. , , I Assistant Administrator did random 

Findings; , , 
,.1. On.6129/11,. at 1:30 p.m., during a group 
I1~~rv!eW, Resident 9, with tears in ner eyes and 

V!SfbtE:: upset, complained that she frequently i 
expenenced waiting for extended periods of time ibefore nursing staff responded to her call rof 
assistance with toUet use. only to have that staff I 
member tell her, "Just go ahead and relieve I 
yourself, I will dean you up later." 

iA review of!/ta clinical re<:Ofd reve~ 
, 1DRM CMS-2567(02-99) PreYiOUS Vernions Obsolete Evem:fD:MGJll1 

lntervrew to alert residents regarding i 
, dignity and privacy and no <rther issues 

, , identified. 
, A$$mant Director of Nursing and RN 

I Supervisors "'ill do daily rounds and 
visual observation to all residents andi report findings to the Director of Nursing.


I Administrator ~111 follow up and discuss 

findings in the Quality Assurance Meeting ! Monthly. 

DATE OE'QRRECII2N Zllllil 
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F241 	 Continued From page 3 
resident was readmitted to the facility on 811111 0, 
with diagnoses which !ncluded knee joint 
replacement hypertensfon, disc degeneration, 
and anemia. 
The Minimum Data Set (MOS R standardized 
assessment and care planning tool) dated 
8122111, Indrcated the resident had no memory 
problem, was incontinent of bowel and bladder 
functions, required extensive assistance with 
transfer, locomotion, and toilet use. 

2. A review of the clinical record revealed 
Resident 20 was readmitted to the facility 6/17111, 
with diagnoses that included muscle weakness, 
convulsions, chronic airway obstruction, and 
hypertoosk>n. 

On 7'5111, at 10;45 a.m., during an individual 
interview, the resident was alert and oriented to 
person, time. place, and circtlmstances. Resident 
20 stated he needed assistance by nursing staff 
to use the toilet. The resident's physical 
demeanor, facial expression, and verbalizations 
changed markedly as he began descnbl1g how 
he felt when a nursing staff member told him, 
"Just urinate In the bed. , will get you cleaned up 
when I get here." The resident, trembling with 
anger, stated he was, "Outraged that anyone 
would suggest that he should do such a thing." 

3. On 7/5/11, at 8:50 am., Resident 25 was 
observed In the hallway, sitting jn a shower chair 
and covered with a bath blanket. Certified nursing 
assistant 1 (CNA 1), wheeled the resident from 
the shower room, back to the resident's room.
iOnce in the room, eNA 1 handed a towel to the 

10 PROVIDeR'S PlAN OF CORRECTION 

PREfiX , (EACH CORRECTI\IEACTKJH SHOULD BE
I !+
TAG 

, CROSS-REfERENCEl) TO THE APPROPRIATE 
DEFICIENCy)ii 	 i 

F 2411 
j 

i 
, 
, 

i 
,I 
, 
, 

, 

, 
, 

i 
, 
, 

i 

j. 
I 

I 

, 
I 

I 

I,I resIdent to dry herself and CNA 1 made the 
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F 241 
 Continued From page 4 I F 2411 

residenfs bed. The privacy curtain was not closed; 

and the bedroom door was left open. The I 

resident could be vfewed from the halfway drying 

her uncovered body with a towel 


A review of the clinical record revealed the , 

resident was readmitted to the facility on 8121109, 

With diagnoses that included difficulty in walking, j 

osteoporosIs, and arthropathy, 

A care plan dated 212111, Indicated the resident 

had impaired cognitive function, required 

extensive assistance with transfers, walking, 
personal hygiene, and dressing. 

On 7/5111, at 3:15 p,m., during an interview, 
CNA 1 stated she knew the resident's privacy 
shoUld be protected. CNA 1 stated she gave the 
resident a to"",1 to dry herself but forgot to pull 
the window curtains, privacy curtains, and to 
close bedroom door. I 

4. On 7/5/11, at lla.m" Resident 27 was i 
observed sitting in a wheelchair at Nurses Station, 
A. Next to the resident, there were two staff 
member from a transportation van, getting ready 
to transfer the resident unto a gurney to an 
outside dialysis center, The resident was 
dressed In a thin short cotton dress, with three 
buttons missing at the bottom of the dress. The 
extent of the resident's thighs were exposed. 
At the time or the observation, the resident stated 
she was cold and would like to have a cover over 
her legs. 
A Registered Nurse (RN) supervisor, was 
standing by the Nurses Station desk, and when I 
the Evaluator brought to the RN's attention the I 
reskfenfs request, she agreed that the resident's , 
upper legs and thighs needed to be covered. The I 

I 

I. 
I 

Event IO.MGJl11 



PRlNTED: 0712912011 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

F241 Continued From page 5 
RN got a bath blanket to cover the resident's 

CENTERS FOR MEDICARE & MEDICAID SERVICES 	 OMS NO. 0938'()391 ,(Xl) PROVIDERISUPPUER/CUA (X2} MOLTIPLE CONSTRUCTION (X3) DATE SURVEYI~ATEMENTOf OEFlCIENCIES 
IDENTIFICATION NUMBER: COMPLeTeDAND PlAN OF CORRECTION 

A. BUILDING I 
, •

B. WING056195• 0710712l1ff 
·I NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE. ZIP CODE · 

50S N. LA BREtA AVENUE · 
i HANCOCK PARK REHAI!!UTAlON CENTER 

LOS ANGELES. CA 90036• 

I 
· 

10 PRO\IIDER'$ PLAN OF COAAECnONSUMMARY STAT£MEIff Of DEFICIENCIES{X.4} 10 i 
CIlMPtEnON(EACH DEfICIENCY MUST BE PRECEDED BY FI.)U. (EACH CORRECTIVE ACTION SHOULD BEPREFIXPREFIX "" 

",TO 
, TAG REGULATORY OR Lse IDENllfYING INFORMATION) CROSS-REFERENCED TO THE APPROPRIATE 

OEFKAENcy} 
TAG 

• • 
· I 
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legs. I 

,·A review of the clinical record revealed the 

resident was admittad to the facility on 6/28/11. 

with diagnoses that included renal failure, chronic 

kidney disease Stage V, on hemodialysis 

treatment three times per weak, and arthritis. 

A care plan dated on admission indicated the 

resident required encouragement to particfpate !n 

activities of daily living (ADL's) care. 
 · 


F246 483,15(e)(1) REASONABLE ACCOMMODATION I F246 

FTAG 246 SS '" D

SS=D OF NEEDS/PREFERENCES 	 . 

I 


Resident # 12 bed was replaced into a 

· 
·A resident has the right to reside and receive lungeI bed on 6/29111 .services In the facility with reasonable Maintenance Supervisor checked allaccommodations of individual needs and residents bed and no other'residents were·preferences, except when the health or safety of affected by the deficient practice identifiedthe individual or other residents would be 

endangered, 

I 
All CNA's and IJcensed nurses will 
report daily any issues ofbed upon 
admiss.ion. 
Maintenance Supervisor will do randomThis REQUIREMENT is not met as evidenced 
rounds weekly to ensure aU beds areby: b\?-~ \ It· appropriate <rod report findings to theBased on observation, interview, and record 
Administrator.review, the facility failed to accommodate the 

resident's needs fur one of 24 sample residents 
Administrator will do follow up rounds(12). Resident 12 was not provided with a bed 
weekly for compliance and discussthat accommodated to his height, causing his feet 
findings to the daily stand. up Departmentto be against the footboard. This deficient I Managers Meeting. practice had the potential to cause injury and ,discomfort to the resident's feet • 	 Administrator will discuss findings and 
follow up in the Quality Assurance. 

I 
meeting Munthly. 
, Findings; 
• 	 i 

l!aTE Q[ CORREC'IlQ1! 6129111On 6129/11, at 9:35 a,m., during an observationi I I 	 I 
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Resident 1112 was reassessed and updated 
records accordingly on 7nJll,F 309 
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With the presence of the treatment nurse, 
Reskfent 12 was lying in bed, with his feet against I 
!he footboard of !he bed. The treatment nurse 
repositJoned the resident to the upper part of the \ 
bed, however, the length of the bed was about 
the same length of the resident. I 

: The resIdent was noted with redness on the soles I ,of the feet (the area against the footboard). The 

,A review of the clinical record indicated theI I 

Iredness disappeared after few minutes. The 
treatment nurse stated the resident needed a 

I
I 

: longer bed. , 

I 
. resident was readmitted to the facility on 3/25111, I 
: with diagnoses that induded history of stroke,,diabetes mellitus, and altered mental status. 
The Minimum Data set OdDS - standardized Iassessment and care pfanning tool) dated 415111, I 

: indicated the resident had memory prob!ems, was . 
severely impalred for daily decision-making, had ! 
pressure sores, and required extensive II,,,",!anc. with bed mobility, I 

iAn Arterial Study of Lower Extremities report 1Idated 6/3/11, indicated !he residenf$ arterial 
. perfusion distal to bIlateral ankles may be I 
I markedly to severely compromised with i 
increased severity on the right. 
A care plan dated 617111, indicated the resident I 
was at risk for skin breakdown. I 
A Nurses Progress Notes form dated 6128/11. I 
indicated the restdent's family requested for the 1 
footboard of the bed to be removed, because the 
resident was tall and his feet touched' the 
footboard. 
A physician's order was given on 6128111, to 
remove the footboard In the morning. 
483 

,_F_3_...L-_ _'2_5_PRO_V..,ID_E_C_AR_El_S_E_R_VI_C_ES_F_O_R_c---"I._ SS=D HIGHEST WELL BEING . ~ 

ORM CMS·2561(e2·GG} Prewm'S 'krsJOn$ Obsoleta E...ent ID:MGJL11 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 

CE RS Fe EDICARE & MEQI9AI!t§"BV,.I",CE",S~ 


STATeMENT OF DEFICIENCIES ltX1) PROVlOERISUPPUe:RICUA 

AND PLAN OF C~EC11ON iDENTIfiCATION NUMBER: 


r:=-::c==::-::===J.I__­ 05619_5___ 07ml2O...11'-.--; 
NAME OF PROVIDER OR SUPPLIER ISTREET ADDRES$, CITY. STATE, ZtP ConE 

HANCOCK PARK REHABILITAJON CENTER ~ 505 N, LA BREA AVENUE 
LOS ANGELES, CA 90036 

0(4) f() I SUMMARY STATEMENT OF OE.FfCIE:NClEs--- 10 I PROVIOER'S Pwi'~O"FO:C"OR:::R::E:::;CTlON~' "'" 
PREFIX 

TAG 

F 309 


PRI~clii"~;:~~.J:!6 
___.--____________.-"O",M",B_N(O".0"9",38",-0,,,039..,11 

(X2) MULTIPLE' CON$TRVCTION 1((X3) DATE SURVEY 
COMPt.E'TED

A. BUILDING 

iBV.NG~_______ I 

(f.ACH DEFICIENCY MUST BE PRECEDED BY FULl.. 'PREFIX (EACH CORRECTIVE ACTION SHOlJU) BE 
REGULATORY OR LSC IDENTIFYING INFORMATION) ! TAG I CRO$5-f!EfERENCEO TO lHEAPPROPRIATE 

I
and plan of care. II 

I I 
!~:iS REQUIREMENT is not met as evidenced I 
I Based on obs6fVation, interview, and record I
i review, the facility failed to ensure adequate 
Imooitorlng of an stasis ulcer for one of 24 sample I 
; residents (12}. Resident 1Zs right heel arterial 
I ulcer weekly assessment was incomplete In order I 
j to determine progress of the wound and 
: effectiveness of treatment This deficient practice 

j had the potential for lack of Identification of care l 
, needs. , 

: Findings: 

I 
i 
~ On 6129/11, at 10:10 a.m" a treatment 
observation r9Vi!aled Resident 12 had a 
superficial wound on the right heel with a whitiSh 

Icolored wound bed. 

A clinical record review revealed the resident was : 
readmitted 10 Ihe facility On 3/25/11, with the 
diagnoses that incfuded Clostridium Difficile 
infection (C-Diff - a type of bacteria that can 
cause lower abdominal discomfort, bloating, and 
loose stools), hypertensIon, and atrial fibrillation, 
The Minimum Data set (MDS -standardized 
assessment and care plannIng too!) dated 415111, i 
indlC8teQ the resident had memory problems, ......as 

i 
' 

, 

Event 10- MGJll1 

~ 

"'~"~~~~~I-
Continued From page 7 

I 
. . . I

Each resident must receIVe and the facility must . . 
provide the necessary -care and servICeS to attain I 
or majntain the highest practicable physical, 1 
menta!, and psychosocial well-being, in Ithaccordance wtth e comprehensive assessment ' 

DEFICIENCy) 

I 
F 3091 rnr<,t., .rNursing and T...,.tme.t 

Nurse reviewed resident l'eC<lrds and 
reassessed residents on 1nll1 and 718111

d th 'd t -=-ted.y~-an no 0 er res} en s were ,"1""-' u- U\OO 

d fi 'em met' 'dentifierlI e Cl p lce I 1. 

Director of Nursing Initiated an io­
1 service on 7/5fH .7/14/11 and 7120/11 to
I all treatment nurses and lioonsed nurses 
1 regarding documentation and assessments 
I per Facility Poliey and Procedmes. 

II Director of Nursing will do follow up in-

I service to licensed nurses and treatment 
nurses for updates quarterly and as 
needed. 
Director of Nunlng win do random 

observation to' all treatments and review 
documentations weekly. 

Medical Rewrds Director will do audit 
__ -" 

weekly on treatment assessments lUlU 

documentation weekly and report findings 
to the administrator and Director of 
Nursing for compliance. 

Administrator will do follow up up and 
discuss fIDdings to the Quality Assurance 
Meeting monthly. 

pAn; OF l:;QRRECTlQN 712M1 

COMPI..ETICH 
DATE 

,7!~/I, 
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severely Impaired for daily decision making, W as 1 ,I 


: continent of bowel, and required extensive to total ,I
1

I care, 1 


'I An Arterial Study of Lower Extremities report 1 1 
I 


, dated 613111, indicated the residenfs arterial 1 
I 


Iperfusion distal to bilateral ankle. may be 1 
I 

1 


, markedly to severely compromised with 1 
1 


1 
,increased severity on the right 1 


1 
 1 


According to the Non-Pressure Ulcer Weekly , 1

, 

i 
,Skin And Wound Report lann dated W111, IIIe i
resident was identified with an arterial stasis 1 


i ulcer, a redness, on the light heet The size 0fthe; , 


I	
1 ,,	ulcer was not doCumented, The physician 

ordered treatment to the affected area. 
, 

I 
 1

1 , 

: A plan of care dated 617/11, developed for the 1 
I 1 


,1
resident's risk for further breakdown due to ktW i

tNood flow in the lower extremities and presence I 1 


, 1

of a right hee1 stasis ulcer, included in the I

approaches to monitor the skin ror signs and , 1 , 

symptoms of infection, provide treatment as 1 

I 


ordered, and monitor for effectiveness of the 1 

1 , I 

I treatment. 	 I 


1 

1 i , 

Further review of the weekly progress of the r Ight i 

1 

1 
1 


heel stasis ulcer dated 619111, 6117/11. 612411 1, I
1 	 i
and 7/1111, Included the size Of the wound, I

however, there was no assessment of color, I 

1 


depth, odor, and drainage, in order to determioe I 

the progress of the wound, effectiveness of the I 

treatment, and presence of complications suchasl i 

infection. I 


I 

nursing stated the assessment of the stasis u leer 

On 7f7/11 at during an Interview, the director 01 

1

should be complete, 

I
I 
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F 309 Continued From page 9 
The undated policy and procedure for Pressure 
Ulcer Management indicated to document the 
status at of the ulcers. The documentation ! 
documentation should include depth, wound base I 
color, drainage, odor, i 

F 309 

The undated No-Pressure related Wounds And i 
Skin Conditions indicated to perform a complete 
assessment of the wound. 

F 314 483.25(0) TREATMENT/svCS TO 
SS=D PREVENTIHEAL PRESSURE SORES 

Based on the comprehensIVe assessment of a 
resident. the fSCflity must ensure that a resident 
who enters the facility without pressure sores 

F3141 
Resident # 16 was immediately provided 

I heel protector on 115111. 
Resident # 12 \\'Ss immediately provided 

I heel prote<:tor and wheelchair pad on 

PROVIDER'S PlAN Of CORRECTION ! (X5) 

(EACH CORRECTIVE ACTION SHOULD BE i ~, 
CROss"REFERENCED TO THEAPPROPRIATE "'" 

O€ffCIENCY) 

FTAG3I4SS~D 

7/till.does not develop pressure sores unless the 

I Resident;; 11 back was kept off fromindividuars clinical condition demonstrates that 
pressure immediately on 7/5111 and Lowthey were unavoidable; and a resident having 

I Airtoss Mattress was provided.preSSure sores recetves necessary treatment and 
services to promote healing, prevent infection and 

Diredor of Nursing and Treatmentprevent new sores from developing. 
nurse reviewed and checked all residents 7/11JI(
needing pfC:S$UTe relieving devices and 

I special mattresseS on 7/5/11 and 7/6111 
, 

This REQUIREMENT IS not met as evidenced 
and no ()ther resident were affected by theby: 
deficient practice identified. Based on observation, interview, and record I 

review, the facility failed to implement measures I 
Director of Nursing initiated an in­to promote heaNng of pressure sores and prevent: 
service on 715/11 and 7n4f11 to licensedfurther skin breakdown for three of 24 sample I 
nun>es and treatment nurses regarding r.sidents (11, 12, 16). Resident 16 was not 

I application of. and providing pressure provided with a heel protector as ordered and as 
relieving devices and special mattresses toindicated in the plan of care. Resident 12 did not 
high risk residents.have a pressure relieving device applied to the 

feet when in the wheelchair and the care plan did 
RN Supervisors will do visual rounds: not include approaches to relieve pressure and 
daily and report findings to the Director of!monitor incontinence while he sat in the I 
Nursing,I wheelchair. Resident 11 had a Stage II pressure ,Director of Nursing will do random I: ulcer (fun thickness tissue loss} on the I , visual observation weekly for compliance , 

FORM CMS-2561{02-99) Prev!¢UII Verskm& OOOolnte Event JO;MGJU 1 FadHly ~ CA97000002:1 If oontinuation $tiBet Page 10 of 33 
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F 314 Continued From page 10 

sacrococcygeal area, and the area was not kept I 
off of pressure. This deficient practice may detay 
the- healing of pressure sores and may increase 
the residents' risk for skin breakdown. 

Findings; 

i 1. On 715111, at 2 p.m., and at 5 p.m., with the I· 

I presence of licensed Vocational Nurse 1 (lVN , 
·1), Resident 16 was observed awaKe, lying in bed I 
with a stage I pressure sore (intact skin with 
non-b!anchabfe redness of a focaiized area i 
usually over a bony prominence) on the left heef. i 
The resident was not wearing a heel protector , 
and the feft heel was not kept off pressure. At the I' 

time of the observation, the resident stated she 
did not U$EI heel protectors or any other deviCe for 
the foot While ill bed, 

On 715111, at 2:20 p.m., during an interview, the 
assistant director of nursing (ADON) 
acknOwledged the resident was not provided with 

, a pressure reiieving device to keep off the I 
pressure sore when the resident was In bed. I 

, 
A review of the clinical record revealed the 
resident was admitted to the facility on 6120111, 
with diagnoses that indude<! diabetes mellitus, 
end stage renal disease, status post right above 
knee amputation, atrial fibriltation, and 
hypertension, 
The admission Minimum Data Set (MOS - I 
standardized assessment and care planning tool) 
dated 7/1/11> indicated the resident had memory i 

problems, was moderately impaired in cognitive 
skiHs for daily decrsion~mak!ng, and needed total 
~ssis~nce with all,activities of daify living {AOLs) 

I Includlllg bed mobility and transfers, The res1dent 
• 

and discuss findings to the daily stand upF 3141 
, Department Managers Meeting, 
, Diredor of Nursing will do follow up in· 
1 service on procedural updates quarterly 
i and as needed. 

Quality Assurance Nurse will do random, 
visits and visual observation monthly and 

I report findings to the Director of Nursing
I and Administrator for follow \ijl. 

I Administrator will do follow up and 
discuss fmdings. to the Quality Assurance 
Meeting monthly. 

DATE OF CORRECTION 7114/11 
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was incontinent of bowel and bladder functions, I' ,
Iand was assessed at riSk for deveioping pressure ~ 
ulcers. I 

IAccording to the nurse's notes and physician's i i 
orders, on 7/1/11, the resident was identified with 1 I 

aStage I pressure sore on the left heel I 
measuring 7 centimeters (em) in length by 6.8 :l, em. in width. The physician ordered treatment I 

Iand to provide a heel prote_. I 
' A plan of care developed on 6121/11, for the I 
resident's high risk for skin breakdown, included : 
in the approaches the USe of heel protectors as I 
pressure relieving device 

2. On 6129111, at 9:47 a.m" during a treatment 
observation, Resident 12 had a superficial open IIwound on the right heel, approximately 1 ,~

Icentimeter (em) in length. The residenfs lei! leg 
, and right toot had dry and thick peeling skin, 1 

!During observations on 6129111, at 11:10 a,m., 
'I and "" 711111, at 8:10 '.m., and at 8:35 8.m., tM I 
resident was sitting in a wheelchair witt! the feet I 

Iresting on the footrests of the wheelchair without 
ii a protective padding or pressure reducing 


devices applied. 


On 7/1/11, at 10:40 a.m., during another 
observation and an inteMew wltI1 the director of I 

nursing (DON), she ind1cated the resident needed! 
heel protectors. ' 

i 
, 

A review of the clinical record revealed tile i I' 

l resident was readmitted to facility oOn 3/25111, with: I',diagnoses that Included hypertension, atrial ; 
fibrtilatlon, and altered mental status. i I' 

According to the admjssion nursing assessment, i I
Ithe resident was admitted with Stage II pressure I 
I

_--,-__~__~___...L ._____.,~. 

DEfiCIENCy) 
--~----~--~ 

___,___-'---_..J 
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F314 Continued From page 12 I F 314 
sores to the sacrococygeal area (resolved on 1 

5123111), and the right and len heels, 1 

The MDS dated 4/5111, indicated the resident had, I 
memory problems, was severely impaired for 

Idaily decision-making, had pressure sores, and 
' required extensive to total assistance with all 
IADls, 
/vi Arterial study of Lower Extremities report 
dated 613111, indicated the resident's arterial 
perfuSion distal to bilateral ankles may be 
markedly to severely compromised with 
increased severity on the right 
The Braden scale-Predicting Pressure Sore Risk 
form dated 6117/11, lndlcated the resident was atIhigh risk to develop pressure sores. 

Further record review revealed the plan of care 
Isince admission, developed for skin integrity
Iproblems, did not include the use. of pressure 
relievrng devices on the feet to prevent pressure 
when the feet rested directly on the footrests. 

In addition, the care plan indicated in the 
approaches to follow a turning and positioning 
program, and to keep the resident clean and dry. 
However, on 7J1111, at 11:48 Rm., during an 
interview, the certified nursing assistant (CNA) 
assigned to the resident, stated the resident was 
usually up in the wheetchalr from 8 a.m. untfl after 
lunch., when he was assisted back to bed. The 
CNA indicated the resident remained in the 
wheelchair for over a four-hour period. The CNA 

PRINTED: 0712912011 
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did not say she monitored for incontinence and/or I I 
repositioned the resident to reUeve pressure while I 
the resident was sitting In the wheelchair. 

!
I I 

IAccording to the facility's policy and procedure on : I 
IPressure Ulcer Management, the interdisciplinary I 
I __ ~____L..__ 
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team will assure preventative measures for , 
i 


residents at risk for skin breakdown including 
 I 

pressure-reducing devices for chair, turning and j 


repositioning in chair, USe of heel protectors, and i 

moisturize skin to prevent dryness as appropriate. ' 


I 
, 

3, On 6126111,at9:30a,m~,on6J29111,at9:10 i 

a.m" and on 7/5/11, at 10:35 a.m., Resident 11 i 

was observed lying in bed over a foam mattress, 


IOn 612 8111, at 1:40 p,m., the resident was lying 
In bed on her back with the head of bed elevated i 
to approximately 30 degrees. I 
A review of the clinical record revealed the I 
",sident was readmitted 10 tile facility on 6117111, I 

with diagnoses that included heel pressure ulcer, 

atrial fibrillation, and rheumatoID arthritis. I 

The Nursing Admission Assessment dated 

6117/11, Indicated tile resident had a Stage II I 

pressure sore on the sacrococcygeal area, a right I 

heel Stage I pressure sore, and a left heel 'I 


cellulitis, ~ 

The MDS assessment dated 6128/11, indicated 1 


the resident had memory problems, was I 

Incontinent of bowel and bladder functlons, and ' 

required extensive assistance with transfers and I 

bed mobUity. i 

A care plan dated 6118111, developed for tile ' 

resident's alteration of the skin (pressure sore) i 

related to poor bed mobility and bedfast, included ; 

in the approaches the use of pressure relieving I 


devices (specified a low air loSS mattress) and to i 


I follow a tuming and positioning program, ! 

, However, there was no low air loss mattress in )' 

the bed but a foam mattress and the positioning 

program did not include to keep the resident off of , 


Iher back to promote healing of the i 
E\1enllO:MGJLl1 if continuatlon sheet Page 14 cf 33 
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I

sacrococcygeal pressure sore, I
,I 

on 715111, at 1:40 p. m,. during an intervieW with I I 

Charge Nurses 1 and 2, and the Certified Nursing I 
 I
Asslstant (CNA) assigned to the resident. they , 

confirmed the restdent was repositioned (Nery i
I
two hours inctuding resting on her back. I FTAG323SS"D
483.25(h) FREE OF ACCIDENT F323
 

S8=!) 

F323 

1
Ht>ZARDSISUPERVISIONIOEVICES I 
 I Resident # 1 is no longer in the facility
The facUity must ensure that the resident and was. discharge to home 00 7/19/11.I
environment remains a8 free of accident hazards 

I 
Resident # 29 was reassessed 

as is possible; and each resident receives immedlately on 6128!1l and no injury
adequate supervision and assistance devices to I i noted from transfer,
,prevent accidents. I 


I Director ofStllffDevelopment initiated I I 

one on one in-servioCe immediately to theI
I CNA assigned to resident # 1 aad # 29 


I I and to all CNA'S on 6118111 regarding

This REQUIREMENT is not met as evidenced I trnnsfers using gait belts and Mechanical 
by: I · liftsBased on observation, jntervtew, and record "14\1I

review, the facility fa!led to ensure each resident I 


Director ofSt1lffDeveiopment initiated
receives adequate assistance devices to prevent I i 


visual round.. and observation on 61281UI
acckIents for one af 24 sample residents (1) and and no other residents were affected by theone randomly selected resident (29). Resident 1 I · 

• deficient practice identified. was transferred wMlout the use of a gait bett, I I 


resulting In the certified nursing aSSistant {CNA) i
I 
I 

RN Supervisors and Charge Nunes will
accidentally stepping on the resident's foot. 
i do ~'isual rounds daily and report findings Resident 29 was transferred by one person using : 
I to the Director of Nursing..a mechanical lift Instead of being transferred by : 

Di:ret::tor o(Nursing \\111 do follow upi
two persons and the mechanical lift. This I 

visual observation weekly for compliancedeficient practice caused the resident to have i ,I 

and discuss findings to the daily stand up pain on the light foot and placed the resident at , 

i 
, department managers Meeting. risk for injury by not using two persons assist , I 

Quality Assurance Nurse will do random when transferring the resident using a mechanlcall , I visits and 'visual observation monthly andlift. I report findings to the Administrator and • , I 
 Director ofNursing.I I 


• I 

Evo."I1: /O,MG.IL11 
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F 323 COntinued From page 15 
Findings 

t On 6128111, at 10 a.m., Resident 1, who was in I 

the room, could be heard from the hallway yelling, i 

''Your hurting me, 00, stop your hurting me!~ : 

Upon entering the room to investigate why the I 

resident was yelling, the reSIdent was observed I 

sMog in a wheetchrur and certified nursing 

assistant 1 (eNA 1} was standing by the resident. I 

The resident staled CNA 1 hurt her by stepping I 

on her foot, when CNA 1 assisted her into the 

wheelchair The resident sakf, "That's my bad I 

foot (pointing at the right foot) you stepped on, oh, 'I 


It hurts." , 


A review of the elin ical record re~ed the \ 

resident was admitted to the facility on 6116/11, II 

With diagnoses that included diabetes mellitus, 

rheumatoid arthritis, and pertpheral neuropathy. 

The Minrmum Data Set (MDS -slandard1zed II 


assessment and care planning torn) dated 

6126/11, indicated the resident had no mernory I· 


problems, was not able to walk and required one 

. _ physical extensive assistance with II 
transfers (between bed and wheelchair), 
dressIng, and personal hygiene, 
A plan of care dated 6124111, indicated the I 
resident required extensive assistance with 'I 

i transfer and the use of a front wheel Mriker when 
~ standing. : 

I
IAccording to the facmtys policy and procedure on ! 
I Lifting and Transferring of ReSidents, residents ! 
who require assistance in transferring are , 

! transferred using a gaftftransfer belt or with a I ,	mechanical !ift,lifting and transferring of : 
residents !s Indicated in the resident's plan ofIcare and MOS, 

I 

F 323: 
i Administrator will follow up and dis<:uss 
i findings to the quality assurance Meeting 
! MMthly. 

1 pATE OF !;;ORRECTION 6128/11 
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F 323 1Continued From page 16 -r F323i 
iOn 6128111, at 10:30 a.m., during an interv]e\Ii, I 

,I CNA 1 stated she put the resident in the 
 I 
' wheelchair and acknowledged she did not use a I 

galt belt and a front wheel walker while 

transfening the resident. 


, 	 I 
i2. On 7/5111, at 10:45 a.m., CNA 1 was observed I 
Ibansfemng Resident 29 from bed to the I 

wheelchair with a mechanical lift The space next i 

the the resident's bed was small and crowded I· 

with a bedside table, and over-hed table, a 

wheelchair, and various medical equipment 

CNA 1 seemed to have trouble maneuvering the 


!resident in the mechanical lift to safely lower the i 

; resident mto her wheelchair. CNA:2 yelled from I 

(another room asking if CNA 1 needed assistance, 

i CNA 1 just continued to struggle and I 

I maneuvering the resident in the lift to !ower her i

Idown to the wheelchair, eNA 2 came to the room I 

i to assist CNA 1 I 

'I 	 A review of the clinical record revealed Resident 

29 was readmitted to the facility on 1fl!08. with 

diagnoses that included chronic pain syndrome, 

generalized muscle weakness, osteoarthritis, 

mental disorder, and SeWs palsy. 

The MDS dated 611111, indicated the resident 

had impaired ~mory, was unable to 


icommunicate, had contractures to the upper and 

Ilower extremities, required total care, and two 

persons assistance with transfers. 

A ptan of care dated 1212110, developed for the 

resident's impaired physical mobility, indicated 

the resident needed total assistance by two 

persons. 
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F 3231 Continued From page 17 I F 323'

iThe facility's polfcy and procedure on lifting and I 
 I
Transferring of Residents, indicated residents I 

who require assistance In transferring are I 

tmnsrerred using a gaitttransfer bert orwith a I 
 I, mechanical lift. Lifting and transferring of Iresidents fs indicated in the resident's plan of I 
care and MOS. 

FTAG 328 SS'" D 
F 328 4S3,25(k) TREATMEillTlCARE FOR SPECIAL F 3281 

SS=D 
 NEEDS Social Service Designee and Tnmtment i , nurses revJewed and checked residents 

Th~ facility must ensure that residents receive I 
needing podiatry consult on 7/5/11 aDd

proper treatment and care for the following I I 1/6111 respectively and nQ other residents special services: I I were identified and affected by the
Injections: deficient practice identified. Parenteral and enteral ffuids; I 

Colostomy, ureterostomy, or ileostomy care: I
I Dlrector of Nursing Initiated an in-Tracheostomy care; I service on 7151111lnd 7/14111 TegardingTrachea! sucooning; I, I podiatry consult per Facility Policy andResplralory care; 

procedures, 7i l 'fi ~ Foot care; and I 

Prostheses.. I 


I 
! I Medical Records Director will do audits 

and review on resident records weekly

I regarding timeliness of podiatry services Th1s REQUIREMENT is not met as evtdenced 
, and report findings to the Director ofby: 
i Nursing and Administrator. Based on observation, interview, and record i

, review, the facility failed to ensure proper foot , 
Director of Nursing will do randomcare for one of 24 sample residents (9). Resident I 

, Review and visual observation on9 was first seen by the podiatrist four after 
residents needing podiatry consult weeklyadmlsston. This deficient practice posed a risk for i 
and discuss findings to the daily stand upcomplJcations from lack of foot care. i 
Department Managers Meeting. I I Social Service Designw will reviewFindings: 
resident logs after admission for residentsI I needing podiatry consults andOn 7/5111, at 11:30 a.m" during a treatment I 

, I communicate updates to nursingobservation, Resident 9 was observed with a 
department monthly. dressing on the left great toe. licensed IVocational Nurse 1 (lVlN 1), removed the 

i ,I 
&rot !D:MGJU1 F~ 10: CA.97W00021 If contlnuatlon sMlet Page 18 of 33 



PRINTED: 0712912011 
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENT RS F MEDICABE & MEDICAID ERVICEs 

STATEMENT OF DEFICIENCIES (X1) PROVID£:R/$UPPUERJClIA 
!DENTfFICATION NUMBER:AND PiAN Of CQRRECTION 

~________________L-____~_~_li_5__ 

{X3} DATE SURVEY 
COMPLETEO 

I 0J'!II712011 

PROVIDER'S PlAN: OF CORRECiION , ,''''I (EACH CORRECTIVE ACTION SHOULD BE 1'_
CROSS-REfERENCeO TO THE APPROPRfATE OAn;

I DEfIC1EMCY} , 
--~-~-

I 
F32S1 

Administrator will follow up and discuss 
findings to the Quality Assurance Meetmg 

! monthly, 

NAME OF PROVIDER OR SUPPLIER. 

HANCOCK PARK REHABILITAlON CENTER 

{X4) 10 
 SUMMARY STATEMENT OF DEFICIENCIES 
PREFIX (EACH OEFlCIENCY MUST BE PRECEDED BY flfU. 

TAG REGULATORY OR LSC iDENTIFYING INFOOMATIOIN) 

, ­

, 

F 328 iContinued From page 18 I
, 

: dressing, and the left gteat toe was noted swollen I 

!and with d!'afnage. : , 

,! At the time of the observation, the resident stated I 

1 she had an infected ingrown toeoalL The resident ' 
: complaiMd that after she was initIally admrtted tol 
!the facility was not seen by a podiatrist for several!, 
I months. , , 

IA revrew of admission record revealed the 
, 
I 


, resident was admitted to the facility on 3/16110, 
, 
,
iand readmitted on 8111110, with diagnoses that I 
,

: included anemIa. status post joint knee I 
,: replacement depressive disorder, and 

Ihypertension, I 

I The Minimum Data Set (MDS ~ standardized I 

I assessment and care planning tool) dated I 

6124111, indicated the resident had no memory I
problems and required limfted to extensive 

assistance with all activities of daily living (ADLs), I 

except eating. 

A physician'S order dated on admlssion 3116i10, 'I 

Indicated podiatry car. as needed (PRN), 

However, further record review revealed that the 

first podiatry evaluation was dated 7/28110, lour 
 I 

months after admission, I 

The last podiatrist evaluation was dated 6/28/11, 
 I
when the resident was identffied with a left 


i ingrown toenail and a treatment was ordered I 
, I 

00 715111, at 2:20 p_m" during an intervieW, the I 

assistant dIrector of nursing (ADON) stated the 
 I
resident should have been referred to the 

,! 
I 

podiatrist by the social service after her 
I 


:: admission to the facility. , , 
,IOn 7/5/11, at 3:40 p.m., during an Interview, th. 


!made the referral 
social seMces assistant stated she would h 

to the podiatrist, if nursjng 
ave ,I 

had ,
, 

' ­
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1COntinued From page 19 
notified her upon admission. 
483.30(.) SUFFICIENT 24·HR NURSING STAFF 
PER CARE PLANS 

The facUfty must have sufficient nursing staff to 
provide nursing and refated services to attain or 
maintain the highest practicable physical, mental, I 
and psychosocial well-being of each resident, as 
determined by resident assessments and 1 
indMdual plans of care. 

The facility must provide services by $uffK::ient 
numbers of each of the following types of 
personnel on !l24-hour basis to provide nursing I 
care to aH residents in accordance with resident i 
care plans: 

I	Except when waived under paragraph (0) of this I
section, licensed nurses and other nursIng 
personnel. I 

I
Except when waived under paragraph (c) of thfs 
section, the faciUty must designate a licensed I 
norse to serve as a charge n ursa on each tour of I 

. duty. I 
i 	 II . 
;ThIS REQUIREMENT Is not met as evidenced i 
,by: i 

Based on observation, interview, and record ! 
review, the facility failed to have suffICient nursing , 
staff to provide nursing and related services for I 

seven of 24 sample residents (2, 4, 6, 9, 14, 20, ; 
22), and one randomly selected resIdent (26). For I 

, these residents, the staff did not respond I 

promptly, when the: resident's called for help ! 
ve~tly or by activating the call light system in I 
their room because they needed assistance, This i 

PREFIX 
TAG 

F 328 


F353 
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FTAG353 SS=E 

Director of Nursing initiated an In­
service immediately on 7/s/11 and 7/6/]1 
to licensed nurses and Diret(or ofStaff 
DeVelopment conducted an m*servKe m 
NA'S and other staffon 7/8/11 and 

I 	
7/12ll1 respectively regarding prompt 
response to call lights. 

I Social Service Designee re-interviewed 
resident # 2,~6, 9t14~, and 22 on 7ntU 
regarding call light prompt response and 
verbalized its improvement in length of 
response, 

Assistant Administrator randomly 
interviewed alert residents on 7 n11] andI no significant issues on call light were 
identified. 

1 Director of Nursing did visual rounds and 
observation on 7n/11 and no otherI 

\ residents were affected by the deficient 
i practice identified. 

RN Supervisors will do visual rounds. and 
observation every shift for compliance and 
report findings to the Director ofNursing. 
Diredl)r of Nursing will do random 
visual observation and fOunds weekly to 
ensure compliance and report fmdings to 
the daily stand up Department Managers 
meeting. 

Director of StaffDevclopment wilt do 
follow up in~service 00 can light prompt 

EventID:MGJV~~---;;F'~;"';;;;;';;;.;:C;;A"';;OOO;;;;"";;;:;:I:-----:'-:_:::;;'::-ntJ='t.::n-:':-h...=i~"'--:20:-0t:-33.J 
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response and updates monthly and asF 353 IContioued From page 20 	 ! F 3531 ,Ideficient practice impeded the residetrts to , 
iIreceive prompt aSSIstance when needed. : 

I , 
Findings; ! 
1,00711111, at 12:34 p,m" Residen!22, who i 

I was in the room. was heard from the hal ,""", ,, caUlng for heip_ There were nursing staff in the ,!hallway, however, no staff member respondedIC 
iIthe resident's cal! for help. Upon entering the

iresident's room, ttle Evaluator observed the I 
, resident in bed lying on his baci<;, statlng he had : ,Ijust vomited and needed help. The Evaluato r ! , 
I called the nursing staff in the halfway and a 
licensed nurse supervisor went into the room to i 

assess the resident There was brownish Uquld , 
1 
I 

on the floor by the resident's head of the bed , 

iA review of the dinical record revealed the , 
resldent was admitted to the facility on 5/2411 1, i 

with diagnoses that included altered mental , ,status, diabetes mellitus, and hypertension. ,
i The Minimum Data Set (MOO - standardiZed
I 

i

Iassessment and care p(annlng tool) dated 6r-m 1. ,
indicated the resident had memory problem and I 

, required lim~ed assistance by staff with all , 
activities of dally living (ADLs), !A plan of care dated 5125111, indk:ated in the 
approaches to answer the resIdent's call light i 

; promptly, 
, 
I, 
,,On 715/11, at 2:10 p.m., during an intefvlew, the : 

charge nurse stated nursing staff is to respond to iI	 , 
: residents' calfs as soon as possible. I 
iI The resident was transreffed on 7/1111, at 3:30 i 

, 

Ip.m., to an acute care hospital due to intracta~I 

EvenliD:MGJl11 

505 N. LA BREA AV!:HUE 

lOS ANGELES, CA 90036 

I 	
needed, 

I, 	 Administrator will follow up findings 
from the Resident Council meeting I 
monthly and discuss updates andI improvements to the daily stand "Up

! department managers Meeting moothly.
I Administrator will fullow up and discuss 

findings to the Quality Assurance meeting 

I monthly. 
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!6122111 
problem, was incontinent of bowel and bladder I , i ,Ifunctions, required extensive assistance with 

I ,Itransfer, locomotion, and tOilet use. 
Ii 

Ii13, On 6129111, at 1:30 p.m., during a group I 
I i ,I interview > Resident 4 stated he frequently I 

i~ experieneed long wafts before nursIng staff i 

iIresponded to his caUlight. The resident indicated I , 
the situ ation was not unusual and most often iI ,

! times heppened in the evenings and weekends, 
, I I 

~ A clfnica1 record review Indicated the resident was i I 
i admitted to the facilily on 6114110, with diagnoses i
!that inc luded schizophrenia, osteoporosis, !imsomnia, muscle weakness, and hypertension, 

I -~9111 at 1:30 p.m" during a group I I-~-.--. 
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ed From page 21 
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111, at 1:30 p.m., during a group 
, Resident 9, with tears in her eyes and 

pset. complalned she frequently 
need walling for extended periods of time 
nursing staff responded to her can for 
nee with toilet use, only to. have that staff 

tell her, "Just go ahead and relieve 
, I will clean you up later", 

of the clinical record revealed the 
t was readmitted to the facility on 8/11/10, 
gnoses which included knee joint 
ment, hypertension, disc degeneration, 

ia, 
tmum Data Set {MOS ~ standardized 

ment and care planning toot} dated 
, indicated the resident had no memory 
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F 353 	 Contlnued From page 22 i F353 1 


interview, Resident 14 stated that in his i 

experience, staff response to call lights has 

improved and was down to an average of fifteen !

I 


minutes wait However, he went on to state that i 

the response time was significantly longer in the i 


past and has been an on going priority concern 
 1 

I for the residents counciJ, I 

: 	 i 
II 

I 

A ctinical record review revealed the resident was i 

readm"1tted to the facility on 412/10, with !


Idiagnoses that included convulsions, multiple I' 


isc!erosls, and neurogenic bladder. ~
IThe MDS dated 5/8/11, indicated the resident • 

required limited to extensive assistance with i 

transfer, eating and personal hygiene. i 


Ii5. On 6129111 at 1:30 p,m., during a group 


IInterview. Resident 26 stated she had 

experienced waiting for up to an hOUf before


i	facility staff responded to her call light and long 

waits were not unusual. She also stated that she ! 

had observed another resident's caJllight that I 

was activated for 30 minutes before any staff 

member responded, 


On 115111, at 10:45 a,m., during an individual 

lnterview, the resident stated that she has 

obServed her roommate, Resident 18, 

experiences waiting for up to forty five minutes 

before staff responded to the call light in their 

room, The resident further stated there- was not 

enough staff to care for the residents who lived 

there. 
 I 
IA clinical record review revealed the resident was : 


admitted to the facility on 12111/10 , with j ! 

diagnoes that included chronic osteomyelitis,' i 

hypertenmn, and atrial fibrillation. I i
I 	 , 

OMS 

__-; 
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I 

F 353: 

: 6. On 6129/11, at '11.30 am., durtng an indiVidual II 
i interview in the reSident's room, Resident 6 who 
( was alert and oriented, stated that the staff 
i response tlme to caU lights was frequently poor 
: and the facility needed to hire more people. The II

i resident also stated the problem was common 
: during the evening and night shifts, and I 
: weekends. 
I 
i A review of the Clinical record revealed the 
1resident was admitted to the facility on 516111, 
! with diagnoses that included acute respiratory 
: failure, tracheostomy. end stage renal disease, 
; and hypertension, 

i 

1
1
7. On 115111, at 10:15 a.m., dun'ng an individual 

, interview v.rith Resident 2, who was alert and 
, oriented to person, place, and cifCumstanceS, 
stated he had experienced waiting for up to an 
hour before staff responded to the call light and 
that sometimes they did not respond at alt The 
residerllalllO stated the facility did not have 
enough help to take care mall the residents. 

i 
I 
I 
I 
I 
I 
I 
I 
i 

I 
A clinical record review revealed the resident was I 

i 

readmitted to the facility on 6116/11, with 

Idiagnoses that included status post fracture of lett 
leg with cenulms, coronary artery bypass, , 

I 
diabetes mellitus, morbid obesity, and 
hypertension, 

I 
I 

I I 
S.On7f5f11,at10:45 •.m.,duringanindivldual I I 
interview in the residents room, Resident 20 1 
stated few months ago he experienced waiting for ! I 
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the caQ nghl He stated staff have been better and I 

the wait was down to fifteen to thirty minutes. I 
 I 
A clinical record review revealed the resident was Ireadmitted to the facility on 6117/11, with 
diagnoses that included muscle weakness, acute I 
kidney failure, chronic airway obstruction, 

hypertension, cerebral artery occlusion, 

convulsions, and pulmonary embolism 


According to the facility's policy and procedure on 
CaUlight, all pelSOnnet will respond to. resident's I 
requests and needs, Call lights are answered 
promplly~ 

I 

A review of the Resident Council Meeting Minutes \ 

dated 4111/11, on the page titled Old' Business 

Needing Further Actions., the foJlowfng note was 

found under #1: "Call lights • Still. problem - Not 

to 15 minutes yer~ 


The Resident Council Minutes dated 5116111, on 

the page titled Old Business Needing Further 

Actions, the following note was found under #1: 

"Cal! Ughts Improved to 15-20 but would like us to 

continue to focus on," \ 

The Resident Council Minutes dated 6113111, on I 

the page titled Old Business Needing Further 

Actions, the following note was found under #1: \ 

"Call lights - imPioving, 3-11 mostly now, \ 

particularly from 10-11 p~m~" I 

483~35[i) FOOD PROCURE, F 371,F 371 

Walk in refrigerator was cleanedSTOREIPREPAREISERVE-SANITARY I ISS=D 

I 

immediately on 6/29/11. 


The fadlity must ­ Dietary Supervisor checked and(1) Procure food from sources approved or 
inspected other storage areas potential forconsidered satisfactory by Federal, State or loca~JI unsanitary conditions on 6129111 and noauthorities; and i 
other similar areas identified and affected., (2) Store, prepare, distribute and serve food i, , 

, . ~ ~==:--.----::c-:'-'~:--::-:-::' 
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F 3711 Continued From page 25 
, under sanitary conditiO!1s , 

I 
!This REQUIREMENT is not met as evidenced 
' by: 
) Based on observation and interview, the facility 
i failed to ensure food was stored, prepared and/or
i distrtbuted under san italY conditions by failing to 

ISTREET ADDRESS: CITY, STATE, ZiP core 
505 N, LA BREA AVENUe 


I lOS ANGELES, CA 90036 


10 	 PROVIDER'S PLAN Of CORRECTION
1 1 {EACH CORRecTIve: ACTION SHOULl) BEPREfIX 	 '! CO~JnoN 

. DAn;TAG CROSS-RefERENCED TO THEAPf/ROPRtATf1 :, 	 DEFICIENcy) 

I 
 No residents were affected by the deficient 
F 371 1 

practice identified. I, 
1 	 Dietary Supervisor gave iu~$ervice on 

6Il91l 1 regarding appropriate cleaning andI i 

, ,, I 	
inspection ofstorage areas. 

·I~III, :, Dietary Supervisor will do daily visual 
I inspection in all kitchen areas and storage 

1 

\ 
· , 	 spaces to routinely identify potential 

unsanitary conditions and report findings 
iI to the administratoc. I 

i 

i 

F 441 
$S.E 

I ensure the walk-in refrigerater was maintained in \ 
!a sanitary condition. Th e wall and ceiling of the I 
, walk-in refiigerator were covered with mold-flke 
substance, This de_nt practice had the 1 

, potential to place \he residents at riSk for 
1i foodbome illnesses-. 
1" 

!Findings: i 

IOn 6129/11, at 2:52 p.m., dunng the kitchen 
inspectIon, the walk~in refrigerator was observed 

, to have a black colored mold-like substance 
: accumulated. fOUf to five feet, on one side of the 
I wall and ceiling of the refrigerator. The rest of the 
iwan in the refrigerator had a light pina.wood color. I 

At the time of the obse rvanon, when Intervfewed, I 
the dietary manager d id not know what the growth 
substance was. 
4S3,65 INFECTION CONTROL,PREVENT I 
SPREAD, LINENS 

I 
The facility must estab lish and maintain an 1
Infection Control Program designed to provide a I ,safe, sanitary and comfortable eovirooment and 
to help prevent the de velopment and transmission ~ 
of dIsease and infection, I , , 

i 
I Administrator will do foliow up rounds , 

and visual inspection weekly for
• , compliance and discuss findings to the 

! daily stand up Dcpart:rnent Managers 
i meeting. 
I 
i, Administrator will follow up and discuss , findings in the Quality Assurance Meeting
i monthly.i, 
·, 	 DATE OF CO!Ul,l;CfJQN@9!!1 , 
:, 
I 
I 
, 

i, 
i 

FTAG44! SS-EF 441 (, 

I 
, Resident # 21 was discharge on isolation 
I on 7/17111 with no further signs and 

symptoms of infection identified, i 
Resident # 21 room mate did not develop i any sign and symptoms ofiufe<.;tion and 

1 was discltarged to home, 

I 

I 


,
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F 441 Continued From page 26 

(a) Infection Control Program 
The facility must establish an Infection Control 
Program under which it - i 
(1) Investigates, controls, and prevents infections; 
in the facIlity; I 
(2) Decides what procedures, such as iSOlation, i 
Should be applied to an Individual residen~ and i 

(3) Maintains a record of Incidents and corrective i 
I actlons refated to infections. I , 

I
(b) Preventing Spread of Infection i 
(1) When lhe Infeclion Control Program I 

I determll1es that a resident needs isolation to i 

I prevent the spread of Infection, the facility must :' 
i isolate the resident ' 
i (2) The facility must prohibit employees witl1 a : 
f communicable disease or infected skIn lesions I ,from direct contactwrth residents or their food, jf i 

~ Infection Control Nurse will do random 
i review ofresident records weekly fur 
1 complian<;e and report findings to the 
I Director ofNursing. 

Medical Reeords wiU do audit review
i
I 

00. resident record.~ weelcly and report 

I
direct contact w!iI transmit the disease. i 


, (3) The facflity must require staff to wash thejr ! 
: hands after each direct resident contact for which ' 
: hand washing is Indicated by accepted 
professional Practice. 

I 
1 

(0) Linens 
Personnel must handle, store, process and 
transport linens so as to prevent the spread of 
infection. 

IThis REQUIREMENT ls not met as evfdenced 
by: 
Based on Observation, Interview, and record 

review, the facility failed to Implement measures i 

to prevent the development and spread of 
Iinfeclion for one of 24 sample residents (21), i

:1 

i findings to the Director of Nursing and 
i Administrator. 
1 infection Control Nurse will do follow 
I up ie-service on infuction rontrol updates 
I and procedures monthly and as needed, 
1 Quality Assurance Nurse will do random 
i visits and review of records monthly and 
i report findings to the D~tor ofhwslng
! and Adrnittistrator. 

Administrator will do follow IIp and 
discuss findings to the Quality Assurance 
Meeting monthly. 

D.'\IE OF CORRECTION 7/l0m 

I 
!
i 
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!F 441 
 Continued From page 27 	 , ,
Resident 21 who had ESBl (extended-spectrum
Ibeta lactamase, a multi-drug resistant infection) ; 
, in urine, was not placed on contact isolation when ' ,!the Infection was identified and the infection was 

I
not investigated. This deftdent practJce caused I

\ delayed interventions and placed other residents , 

at risk of Infection. 	 I 

I 


Findings: 	 I 

I 

I
On 6129111, at 1:30 p.m.. Resident 21 was 


observed sitting in a wheelchair and able to I 

communicate her needs. 
 I 

A review of the clinical record revealed the I
resident was readmitted to the facility on 515111. 

with diagnoses that included diabetes mei!itus, I 

chronic obstructfve pulmonary disease, and atrial I
fibnfiatloo. 

Tn. Minimum Data Set (MDS - standardized I 

assessment and care planning torn) dated 

5/15111. indicated the resident had 00 memory 

problem, required extenSive to total assistance 

wltl1 all actMtles of daily living (ADls), and was 
 1
incontinent of bowel and bladder functions" 

I
!A urinalysis report dated 5118111. Indicated the I 
,urine was cloudy in appearance and had many 
,

bacteria. The urine culture dated 5120/11, 

Indicated the resident was poSItive for ESBL. The : 

physician ordered the antit»otic MacrobKl 100 I 
,milligrams (mg) twice a day for five days for


!
I 

urinary tract infection, 
I 

I 


, A physician's order' fur COntact Isolation , 

I precaution was obtained on 616111, 16 days after 


1 

I the resident was identified 'Mth ESBL 

I 

I 
,A facility's policy and procedure on Antibiotic 
I
1Resistant Microorganism (ARM) dated 411108, 

I 


I 


F 4411 


I 


, 
, 

I 


I 

I 

! 

I 

I 

I 

I 


I 

I 

I 

I 

I 
, 
I 

I 
 I 


Evert JO: MOJL11 	 If GOlItinuatton sheet Page 28 Of 33 




PRINTED: 0712912011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTER F R ME I ,>.RE & ME ICAID SERVlCE§C OMS !:!Q. 09~8-o391 

1(X3)~ ~--STATEMENT OF OEFlCIEfIIC!ES (Xl) ~PPUERlCt.!A J(Xl) MUlTIPLt'; CONSTRUCTION 
AND PlAN OF CORRECTION IDENTlACAT10N NUMBER; 

A BUILDING 

~_~'WlNG_~~~~_~~~~ I 0110712011 
STREET AOORESS, CITY, STATE, Zip COOl." 

505 N. LA BREA AVENUE
HANCOCK PARK REHABILITAlON CENTER 

LOS ANGElES, CA 00038 

((4) fO SUMMARY STATEMENT OF O£FICIENCIES PROVIDER'S PlAN. OF CORRECTION 

PREfIX 
 (EACH OEFIC1ENCYMUST BE PRECEDEO BY FULL {EACH CORRECTIVE ACTION SHOUlD BE 


TAG REGUlATORY OR I.SC IOEtmfY1NG INfORMATION} 
 CROSS-REFERENCED TO THE Af'PROPRfAre 
DEFICIENCy) 

F 441 Continued From page 28 F441 
indicated prevention and control of ARM


!transmission Included to implement standard 

Iprecautions including contact precautions, 


) A review of the Infectfon Controi Surveillance ! 

, Inrormatlon to< the month of 512011, revealed the I 

form did not fist Resident 21's infection. I 


On 716111, at 11:30 a.m" during an Interview, the II 

( Infection Control Nurse stated she was not aware 

i the resident had ESBL infection in the urine, 

: therefore, she did not identtfy the resident in the 

surveIllance form. The Infection Contrel Nurse 

stated the charge nurse was supposed to (nform 

her regarding the infection, so she could 
 Iinvestigate the infection. 

I 
An undated {nfecHon control policy and procedure I 

I on Control, Monitoring and Surveillance, indicated 
I to monitor and investigate the cause of infections, , 
, infection trends, and implement corrective: I 
I measures, as needed. The charge nurse will I 
report aU infectlons to the Infection Control Nurse 

and may use the Resldent Infection Control , 

Surveiltance Form as a method of Informing. The I 

Infection Control Nurse will investigate for I 


:infection and record infection data for the monthly , ,
Iinfection report. I I 

F 456 483.70(0)(2) ESSENTIAL EQUIPMENT, SAFE I F456 1 

FTAG456 58 " E$S-E OPERATING CONDITION I I 

I, 
TIle first floor machine room wasThe facUlty must maintain all essential I , , immediately cleaned and oxygen tank Wasmechanical, electrical, and patient care I placed back to the secured wall mountedequipment in safe operating condition. , 

, area on 711/11., 
All Oxygen identified on the seoond f100t 
neat room i8 oxygen storage closet wereThis REQUIREMENT IS not met as evidenced I i 

I 
 secured immediately in ra£lG.
~y: ; I 
~~==~~_~__~______~__~~L____~.I~~________________~__~ 
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Continued From page 29 
Based 011 obselVation, interview, and record I 
review, the fiacility faiJed to ensure all essential I' 

mechanical, electrical, and patient care 
equipment were maintained in safe operating \ 
condition, Flammable and combustible materia!s 
stored in the elevator engine/generator room \ 
were not safely stored. Three of five oxygen I· 

cyflnders were not secured in one of two oxygen 
storage room. This deficient practice may cause I 
or contribute to explosion or fire. \ 

Findings; I 
1. On 7/1/11, at 3 p.m., while with the director of 
maintenance, the first floor machine room that I 
contaIned the elevator engine generator, was 
observed to have a very hot temperature. 
The machine room had the following: I 
~ a fire extinguisher stored on the floor, and not 
wall mounted. 
- a five-gallon container, labeled lubricant oil and 
flammable. The container had a smatl amount of ! 
lubricant liquid. 

, -cardboard boxes stored next to the engine
Igenerator 

' 
I 
1 

IM the time of the observation, when Interviewed, : 
the director of maintenance stated that 00 7/1111, I 
staff from the elevator service company left the 
-tire extinguisher, the cardboard boxes, and the oil : 
container on tria tfoor, next to the engine I 

generator. I 

2. 00 7/1/11, at 3:28 p.m., the oxygen storage I
i 

closet, located on the second froor, near Room i 

18, was observed to have three of 15 emergency f 
portable oxygen tanks not firmly secured. They I 

F 4561 

I 

I 
\ 

1 

I 


I 


Maintenanec Supervisor checked all 
equipment storage rooms on 712fll atld 
no other areas were identified and 
affected. 
No residents were affected by the deficient 
practice identified , 

Maintenance Supervisor win 00 daily 
rounds and visual inspection daily and 
report findings to the administraror. 

Administrator will do fullow up rounds 
and visual inspection weekly fur 
compliance and report findings to the daily 
stand up Department Managers Meeting. 

Administrator will foUow up and discuss 
findings to the Quality As,<;urance Meeting 
monthly. 

DAT!> OF CORRl!CTl,QN 712111 

easily rocked when touched, 
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F4S6 Continued From page 30 F 4561
I
I 
, ! 

I 


I 
 I 


, At the time of the observation, when interviewed, 
the director of housekeeping services, confirmed I I 

the tanks were not secured. 

I 
I 


,On 7/1111, .t3:33 p.m" when Interviewed, a I I

, registered nurse supervisor stated the tanks I 


I FTAG465 SS=D I
,I should have been chalned or placed In racks. ,
F 46sl483.70(h) I F 4651 
 The third floor machine room wall was re­
SS=D SAFElFUNCnONAUSANITARYICOMFORTABL I 
 I plastered and the ceiling to the roof

EENVIRON , I 
 opening was patch and sea1edon 7111lt. , 


The faciHty must provide a safe, functional, 
 I , 
, 7f1i \\The $Quth stair case from the first floor tosanitary, and comfortable environment for , 

tbe roof was cleaned and v.1llls was re-I ,residents, staff and the public. plastered and painted on 7nlll.I 

I Maintenance Supervisor will do randomThis REQUIREMENT is not met as evidenced I 


I I visual rounds in all areas in the facility
by: 
daily to ensure all areas. are maintained Based on observation and Interview, the facility I 


I 
 and report findings to the administrator. faired to maintain the environment in good repaIr. i 


There were walls and ceifings in disrepair and a 
Administrator will do follow up rounds.soiled staircase. , I 
 weekly for compliance. 

Findings: I 
I 

I,
I Administratur will follow up and discuss 
I findings to the Quality Assurance Meeting 1. On 07101111, at 11:10 am" the third floor I 

I ruontbly. I
machine room, wh!ch contained the hot water I 


!::~e:~a:~~~~::~~~a~~~~ wall I DATil OF CORRECTION 7n111
I
I 


I 

I

open/cracked. 

I
In addition, the machine room had an opening in 
the ceiling to the roof, large enough to allow the I
I
entry of rodents. I 


I 

I 


,At the time of the observaboo, when interviewed, 

: the director of housekeeping services stated they 
 I I 
, 
~ had a rodent trap located in the machine room, I ,I 


I
I I i

~ .~ 
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(E'ACH CORRECTIV€ ACTION SHOULD BE ~ION 
CROSS.REFERENCEC TO THE AF'fiROf'RIATE DATE 

OEFiC!ENCY)
----t. --+ --_._--'--_.-+---j 

Director of Nursing initiated in~$ervice to 
licensed nurses on 6i30fJ 1regarding 
iO"~g of laboratory order;; per facility 
policy and procedures. 

Dire1:tor of Nuning 81ld Medical 
Reoords Di-reetor checked and reviewed 
residents laboratory records and no other 
residents were affected by the deficient 
practice identified. 

RN Supervisor wiU review laboo-atory 
log daily to ensure all1aboratory orders are 
done and results were in the resident charts 
. Findings will be reported to the Director 
ofNursing. 

Medical Records Director will do Audits 
weekly and rC'pOrt findings to the Director 
of 1'-'ursing and Administrator. 

Director of Nursing win do random 
record review v.'Cekly and report fmdings 
to the daily sland up Dep.artment Managers 
Meeting. 
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CENTERS FOR MEDICARE & MEDICAID SERVICES 
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HANCOCK PARK REHABIUTAION CENTER 
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: 2. On 7/6/11, at 11:40 a.m" the south staircase, 

one of the two sets staircases located in the 
facility, from the first floor to the roof levels, the 
floors and walls were observed with 
accumulations of dirt. 
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i The walls plaster and paint were bulging out from i 

I 
I the waif surface. ' 

At the time of the observation, the director of ! 

maintenance stated he bel1eved the water was 

entering the wans from the roof, over the 

: staircase. 
F 502 i483.75(j)(1) AOMINISTRATION 
SS=D· 

: The facility must provlde or obtain laboratory 
, seMces to meet the needs of itS residents. The 
I facility Is responsible for the quality and timeliness I' 
II of the services, 

This REQUIREMENT is not met as evidenced 

by: . 

Based on interview, and record review, the ; 


facility failed to ensure timeiiness of the laboratory i 

service for one of 24 sampled residents (21). I 

Resment 12'5 order for a laboratory test to rule I 

out an infection was done six days after it was I 


I
ordered. This deficient practice had the potential 

for delayed Interventions. I 


IFindings: I 
II A clinical record review revealed Resident 12 was I 

. readmitted to the facility on 3125111. with the
!diagnoses that included Clostridium Oifflciie 

. infeetioo {C-Diff ~ a type of bacteria that can I 

~ cause lower abdominal discomfort, bloating, and \
!loose stOOls}, hypertension, and atrial fibrillation. I 
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, 
Administrator will follow up and discussF502 Continued From page 32 F 502 
rmdings to the Quality assurance

The Minimum Data Set (MDS -standardJzed Committee meeting monthly;
assessment and care pianning tool dated 415/11, 

Iindicated the resident had memory problems, was DATE OF CORRECTION WWIiseverefy impaked for daily decision making, was , 
, 


care. 

continent of bowel, and required extenslve to total 

I	The attending physician ordered on 6/23/11, to 

check the stool for C. Dift 

According to the activities of daity living record 

dated from 6123111 to 6128111, the resident had 
 , 

bowel movements daily, 


iHowever, a sample was not obtained for the I 

laboratory test unfiI6129111. ,I i, 


i 

On 6129111, at 3:10 p.m" during an interview, a 

licensed vocational nurse (LVN) stated the 

laboratory test should have been been done 

when the resident had bowel movements SOOn 

, 

,

!after the order was obtained, 	 ,
I , 

I I 
I I 

,I , 
I 

, II I 

, 


I I 
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