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The following refiecis the findings of the
Depariment of Public Health during a
re-certification survey.

Represeanting the Depantment of Public Heaily:

N-HFEN
RN - HFEN
RN - HFEN
N - MFEN
EMS - HFE

Yotal Resident Populations 121
Total Resident Sampie: 24

Highest Severily and Scope: &

Please accept this plan of correetion as
sur credible aflegation of complisnce,
Preparation andfor execution of tis plan
of correction does not constitute admission
or agreement by the provider of the
statement of deficiencies, This plan of
corraction is prepares and/or executed
solely becanse it is required by the
provisions of the Health and Safety Code
Section 1280 and CFR 403.1907.

F 168 [ 483.10(6}{3) RIGHT TO PROMPT EFFORTS TO F 184 AL 166 SSwE
ss=t | RESOLVE GRIEVANCES F1 ¢
; b Diveetor of Nursing initiated an in-
A resident has the right to prormpt efforts by the service :,z 7;5;‘131 aﬁa 7611 to licensed
facility 1o resolve grievances the resident may nugses and Direcier of Staff
have, inciuding those with respect to the behavior Development conductad an in-service o
of otfier residents. CNA’'S and other staff on 7/8/11 and
7/12/11 respectively regarding prompt
iohts.
This REQUIREMENT is not met as evidenced response o call ligh "
by . . — ( 71
; ) 1 Designee re-interviewed
Based on interview and secord review, the facility f:;j:iamﬁr:;;uﬁgs,zzad i on 771 7
failed to resolve grievances the residents had regarding call light prompt response 2 d
relatad fo the long waiting time for the nursing v ﬁrb&l;;fd its improvement in Jength of
staff to answer the residents’ call fighis. The rOSIOSE.
residents compizinad about the delay in P
answaring cafl lights in three consecutive council i domly
meelings, and by 6/25/11, the grisvance was not m?ﬁfgig? :;;g;;;?‘z; 14311 and
resgivedu This deficient prat{tiﬁe caused the a0 significant issues on call light were
resident lengthy wait for assistance. ‘dentified
NTEDTRS OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNAT TTLE f " 58; natE
M: 153 otun @&[ Sl
aternent anding with an astensk {*) denotes a deficiency whigh the instiiutinn may b sxcused from correcting providing it ‘F’ ined that

ger '*I% P%ﬁ sufficient protectisn to the patinnts. (Sae instructions.) Excapt for nursing homes, the findings stated sbove s disciosable 90 days

nliowing the sdale of survey whether of not a plan of corection is provided. Por aumsing humes, the shove findings ang plans of corrgotion ars disclosable 14

lays following the date these documents are imude availabls to the faciBy, If defivlencies ars oited, #n approved plan of carection s requisite to confinued
wogram padicipation.
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| A review of the Resident Council Meeting Minutes

On 6/2%11, at 1:30 p.m., during a group
imerview, four of 16 residents aitending the
meeting (Residents 4, §, 14, and 26) compiained
| thedr main problem iving in the facility, was
waiting for extended periads of Hime bafore |
nursing siaff respondsd 1o their call for
assistance. The residents stated they wers i
frustrated walting for so long. Some of the !
residents further indicated that at times, the staff |
did not respond at all. !
|
|

L On 6/20M11, at 1130 a0, on 7/5/11, at 10015

| 2., and on 75741, at 10:45 am., individug
interviews conducted with Resident &, 2, and 20,
respectively, revealed the residents complained
the staff responsa time to call Bghis was

frequently poor,

dated 4/41/11, on the page titled Qld Business
Needing Further Actions, the following nole was
found under #1' "Call fights - Still 2 problem - Not
o 15 minutes yet".
The Resident Council Minutes dated 5/18/14, on
the page titled Old Business Needing Further
Actions, the following note was found undasr #1;
"Call lights improved 1o 15.20 but would like ys fo
confinue to focus on.®
The Resident Council Minutes dated 6/13/11, on |
the page titied Old Business Needing Further |
Actions, the following note was found under #1;
“Cali Hghts - improving, 3-11 mostly now, !
particularly from 10-11 p.m.” 1
l

On 777114, al 2:30 p.m., during an mterview, the
administrator wes unable to expizin why the

residents were affectzd by the deficient
practics identified.

RN Supervisors will do visual rounds and
obaervation every shift and docnment
findings to the 24 hours endorsement log
for complisnce and report findings to the
Director of Nursing.

Director of Nursing will do random
visual ebservation and rounds weekly to
ensure compliance and report findings to
e daily stand up Departinent Managers
meeting.

Administrator will follow up Sndings
fromm the Residert Councll meeting
monibly sisd discuss updates and
tmprovemerts to the daily stand up
Department Managers Meeting .
Adunxinistrator will follow up and discuss
findings to the Quality Assurance mesting
monthly.

A3 E) SUMMARY STATEMENT OF DEFICIENCIES i ! PROVIDER'S PLAN OF CORRECTION X5}
PREEDE EACH DEFICIENCY MUST RE PRECEDED By L), PREFIX Ii (EAOH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG RESULATORY IR LS IDENTIFYING INFORMATION: TAG CROSE-RRFERENCED TO THE AFPROPRIATE oATE
OERICIENCY)
F 186} Continued Froms page 1 F 1gg! Director of Nursing did visual rounds and
Findings; sbservation on 777/11 and no other
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¥ 166 | Continued From page 2 F 166
residenis’ continued complaints/griavances
related to call lights had not yet been resolved.
F 241, 483, 15¢(a) DIGNITY AND RESPECT OF : F 241 -
@s=£ | INDIVIDUALITY i FTAG241 3S=E
. . . } 4 mnediate
The facility must promote cave for residents in a gﬁfgﬁfg{z‘;ﬁx on 7/, y
ranngr and in an enviroriment that maintaing or Resident & 25 and # 27 was covered
snhances sach resident's digaily and respactin immediately for privacy on TIS/I1.
fult recognition of his or her individuality, i}ir:dr:tamr og’ Staff Develapment nitiated
ane on one in-service to CNA assigned
This REQUIREMENT is not met as evidenged resident # 2§ regarding privacy.
Based on observation, inferview, and record | g:?g;gﬁﬁgﬁﬁﬁ;guxgﬁ ,
review, the facility failed to provide care in 2 % o Liconse d‘;‘; o CNA'S on ;{5' nﬂz
. . v _t{zgﬁg ]
ranner hat maintained each resident’s dignity TAA1T, nnd 712711 respectively regarding ,?’i{];’{
and respect for two of 24 sample residents (8, Dienity, i nence care and Privacy as
20), and two randormiy selected residents (25, ‘%‘;:zii}“?‘l’,‘;mm “m | Poocodiaes
27). Residents ¢ and 20 were fold by nursing staff per Faciiity Policy :
o urinaia in bed rather that assisting them to use _ .
the tollet. Residents 25 and 27 were not provided Director of Nuraing oot and
with y:aualmw;g?. This deﬁc;ﬁnt W caused ’;‘; m a"‘;‘:’;“m "ther residents wers
resideris dpset sboirt the lack o ' \ X
assistance receivedd and subjected residents to ?‘gi‘?;i?y the deficient practice
be unnecessarly exposed. i ssistant Administrator did random
| T ’ interview to alert residents regarding
Findings: dignity and privacy and no other issues
1. On 829111, at 1:30 p.m., during a group identified.
titerview, Resident 8, with tears in her ayes and Assistant Director aéa Iz%;ursing A?dgzq
visible upset, compiained thaf she frequently Supervisors will do 3;1; Yri?ém Za
cxpernoad aing o ensed b e T B o i
t& MIrsing staft respon er call for S h ’ M ’
assistance with foliet use, only to have that staff Administrator will follow up and g;s‘;ig
member tell her, "Just go ahead and refieve E findings in the Quality Assurance Meeting
yourgelf, | will clgan you up later.” - Maonthly.
A review of the clinfcal record revealod the DATE OF CORRECTION 7/11/11
QM CNIS-258702.99) Pravisis Yersions Obsointe Bvent i #3811 Favility i CARTHOON021 i continuziion shwet Page 3 of 33
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resident was readmitted {0 the facility on 811710,
with diagneses which included knee joint
repiacement, hypertension, dise degenaration,
and anemias,

The Minimum Date Set (MDS - standardized
asseasment and care pianning tool) dated
8722111, indicated the resident had nd memory
problem, was incontinent of bowel and bladder
functions, required extensive assistance vith
transfer, locomotion, and toilet use.

2. A review of the ¢linical record Tevealed
Residant 20 was readimittad 1o the facilily /17711,
with disgnoses that inclutied muscle weakness,
comvulsions, chronie sirway obstructing, and
hypertansion,

On 715411, at 1048 s, during an indiidual
interview, the resident was alert and oriented to
person, time, place, and circumstances. Resident
20 stated he needed assistance by nursing stalf
e use the ilet. The resident's physical
demeanaor, facial expression, and verbalizations
changed markedly as he began describing how
e felt when a nursing staff member told bim,
"Just winate in the bad. | will get you cleaned up
when | get hera.” The resident, trambling with
anger, stated he was, "Quiraged that anyone
would suggest that he should do such a thing.*

3. On 7M1, at BED am, Resident 25 was
observed in the hallway, sitting in a shower chair
and covered with a bath Glanket. Cerlified nursing
assistant 1 {CNA 1), wheeled the resident from
the shower room, back to the resident's room.

| Cnce in the room, GNA 1 handed a towel to the

| resident to dry herself and CNA t made the %

i

FORM OMS-2667{02-99} Pravioyg Versions Obsalste Svent i ML Faciily 10 CAS7000002 If continuation sheet Page 4 of 33
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F 241 | Continued From page 4 F 241

resident’s bed. The privacy curtain was not closed
and the bedroom door was left open. The
resident could be viewed from the hatlway drying
her uncovered body with a fowel,

A review of the clinical record revealed the
resident was readmitted to the facility on 8121708,
with diagnoses that included  difficuily in waiking,
ostecporosis, and arthropathy.

A care plan dated 2/2/11, indicated the resident
had impaired sognitive function, required
extensive assistance with transfers, walking,
personal hygiens, and dressing.

On 7/8/11, at 3:15 p.m., durng an interview,
CNA 1 stated she knew ihie resident's privacy
should be protected. ONA 1 stated she gave the
resident a fowel to dry herseif but forgot to pull
he window curtains, privacy surtains, and o
close bedroom door.

4, Gn 7511, at 11 a.m,, Residert 27 was
observad sitting in a wheeichair at Nurses Siation
A. Next to the residend, there were two staff
member from 2 Fansportation van, getting ready
to transfer the resident unto a gurney to an
outside dialysis center. The resident wase
drassed in a thin short cotion dress, with three
buttons missing at the bottom of the drass. The
axtent of the resident’s thighs were expozed.

At the time ¢of the obiservation, the resident stated
she was cold and wouid tike fo have a cover aver
her legs,

A Regigtered Nurse (RN} supervisor, was
standing by the Nurses Station desk, and when
the Eveluator brought 10 the RN's attention the
resident's request, she agreed that the resident's
uppes ags and thighs aeeded o be coversd. The

FORM CMS-2867{02-3%) Previous Yersions Obisolela Hvant [ M3E 11 Fagiiy # CAG70000921 if continuativg sheetPags o833
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RN got a bath blanket to cover the resident's
fegs.
A review of the dlinical record revealed the i
resident was admitted to the facility on 6/28/11,
with diagnoses that included renal failure, chronic
Kidney disease Stage V, on hemodialysis
freatment hree times per week, and arthritis,
A care plan dated on admissgion indicated the
resident required encouragement o participate in
activities of daiy living (Al3L's} care.
F 246 1 483.15{e}{ 1} REASONABLE ACCOMMODATION b 248 -
5= | OF NEEDS/PREFERENCES | FTAG 24655 =D
A resident has the right to reside and receive ?ﬁidcg;: 12 Eg{;;? roplaced info 2
services in the facility with reasonable Mo o rvisor checked all
accernmodations of individual needs and M i m?::i z;gmmhcr‘mi Sonts wre
preferences, except when the health or safety of g e‘?b s d{;’« : m Hiee identifiod
the individual or other residents would be eted by tie delicint p denify
endangered. Al CNA’s snd Licensed nurses will
report daily any issues ofbed upon
admission.
: Maintenance Supervisor will do random
g:;fs REQUIREMENRT is not met as evidenged rounds weekly to snsure all beds are M 1 ;\
Based on obiservation, interview, and record appropriate and report findings to the H
review, the facility failed to accommodate the Administrator.
rasidont’s needs for one of 24 sample residents .. .
(12}. Resident 12 was not provided with a bed Ag;;;m;ﬁf;’;;‘;’gg ﬁéﬁ;ﬁ;ﬁmﬁ
that accommodated to his height, causing his feet Wockly 10 ) _
to be against the footboard. This deficient findings to the daily stand up Department
practice had the potential to cause injury and Managers Meeting.
discomiort to the resident's foef. .
I Administrator will discuss findings and
follow np in the Quality Assurance
 Findings: meeting Monthly,
On 820711, at 8:35 a.m,, during an cbservation

PO CRS-286 {11259} Pravitass Vargions hisclela

Fegrd 1D MGJLH

Fagit 0 SARORIN0TE
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Condinued From page 8

with the presence of the teatment nurse,
Resident 12 was lying in bed, with his feat againgt
the footboard of the bed, The raatinent rrse
repositioned the resident & the upper part of the
bed, however, the fength of the bed was about |
the same lengih of the resident. [

Thae resicdent was noted with redness on the soles |

of the feet (the area against the foolboard). The |
redness disappeared after few minutes. The %_
fraatmient nurse stated the resident needed a !
longer hed. ;

E
Areview of the clinical record indicated the !
resident was readimitiad o the facility on 3728/11,
with diagneses that included history of stroke,
diabetes mellitus, and altered mental status.
The Minitnum Data Sef (MDS - standardized
assessment and oo pianning ool) dated 4514, |
indicated the resident had memory problems, was
sgverely impaired for daily decision-making, had
pressure sores, and required extensive _
assigtance with hed mobility. E
An Arterial Study of Lower Extremities raport
dated 6/3/11, indicated the resident's arterial ]
periusion distal to bilateral ankies may be |
markedly to severely compromised with E
|
g
|

increased geverily on the right.

A vare pian dated 8/7A1, indicated the resident
was af rigk for skin breakdown.

A Nurses Progress Notes form dated 6/28/11,
indicated the resident's family requestsd for the
footboard of the hed 0 be removed, becsuse the
réssident was tall and his feet fouched the
fociboard,

A physician's order was given on 8/28/11, o
remove the foatheard i he moming.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

F 2468

F300] Resident #12 was reassessed and updated
racords socordingly on THLLL

FTAG 309 88 =D

OREE CMG-2567{02.09} Pravioys Versions Jbsalets Event I RAGILTS
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%
H
|
Each resident must receive and the facility must [
provide the necessary care and services 10 attaln |
or muintain the highest practicable physical, |
mental, and psychosocial weil-being, in =
accordance with the comprehensive assessmant E
and plan of care. 5

t

|

| This REQUIREMENT is not met as evidenced

by:
i Based on obssrvation, interview, and record
| reviaw, the facility falled to ensure adequate
monitoring of an stasts ulcer for one of 24 sampie
residents {12}, Resident 12's right heel arterial
i plcer weekly assessment was incompiate in order
| te: determine progress of the wound and
: effectiveness of eatment. This deficient practice |
hzgd the potenfial for lack of identification of care
needs.

Findings:

O 8129111, at 1010 a.m,, a fregtment ;
observation revealed Resident 12 had a 1
superfivial wound on the right heel with 3 whitish
colored wound bed.

A clinical record review revegled the resident was
readmitiad to e facility on 325711, with the

| dliagnoses that inciuded Clostridium Difficile
infection {C-1if - 2 type of bacteria that can
cause lower abdominaf discomfort, bioating, and |
loose stoals), hypedension, and atrial fibrifalion,
The Minimum Data Set (MDS -standardized
assessment and care pianning tool) dated 475111,
indicated the resident had memory probiems, was

H

| Nurse reviewed residert records and

. deficient practice identified,

M0 | SUMMARY STATEMENT OF DERCIENGIES ) PROVIDER'S PLAN OF CORRECTION (53
BREFX EACH BEFIGIENCY MUST BE PRECEDED BY EULL PREFIX (EACH CORRECTIVE AGTIOHN SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING ISFORMATION) FAG CROSSREFERENCED TO THE APPROPRIATE DATE
DEFIGIENSY)
- -
F 309 | Continued From page 7 F300{ Director of Nursing and Treatment

renssessed residents on 7/7/41 and 7/8/11
and no other residents were affected by the

frirector of Nursing Initiated an -
service on 75741, 714711 and 7/20/11 o
all treatment nurses aod licensed nurses
regarding documentation and assesgments ?{:’d Hi
per Facility Policy and Procedures. U

Director of Nursing wilt do follow up in- |
service to Heensed nurses and freatment
purses for updates quarterly and as
needed.

Divector of Nursing will do random
ohservation to sl treatments and review
dociunentations weekly .

Medical Records Director will do audit
weekly on treatment assessments and
documentation weekly and report findings
to the administrator and Director of
Nursing for compliance,

Admipistrator will do follow up up and
discugs findings to the Quality Assurance
Meeting monthly.

PATE OF CORRE N 772
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Centinuad From page 8

severely impaived for daily decision making, was
continent of bowel, and required exensive fo total
care.

An Arteriai Study of Lower Extremities report
dated $/3/11, irglicated the rasiient's artenal
perfusion distal 1o bilaterat ankles may be
markedly o saverely compromised with
increased severity on tha right.

According o the Non-Pressure Ulcer Weekly
Skin And Woilind Report form dated 8/7/11, the
resident was identified with an arterial siasis
wicer, a redness, on the right heel. The siza of the
ulcer was not dogumented. The physician
ardered treatmant 1o the affected area.

A pian of care dated 6/7111, devedoped for the
resident's rigk for further breakdawn due 1o kw
bicod flow in the fower extremities and presence
of g right heel stasis ulcer, inCluded in the
approaches to monitor the skin for signs and
symptoms of infaction, provide reaiment as
ordered, and monitor for effectiveness of the
fraatment,

Further review of the waekly progress of the right E

fpei stasis uicer dated 6/, A7, B4, E
and 7/1/11, Included the size of the wound, |
however, there was no assessment of co lor, =
demh, odor, and drainage, in order to determine !
the progress of the wound, effectiveness of the |
treatrment, and presence of complications such as !
infpction.

On 77111 at during an inferview, the director of
nursing siated the assasgment of the stasis ulcer
shouid be compilete,

F 304
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The undated policy and procedura for Pressure
tilcer Management indicated to document the
status of of the ulcers. The dosymentation
dooumentation should inciude depth, wound bass
color, draingge, odor,
The undated No-Pressure retated Wounds And
&kin Conditions indicated to perform a complete
assessment of the wound,
F 314 | 483,25(c) TREATMENT/SVCS TO Fata] FRAGI4S88=D
38=n | PREVENTHEAL PRESSURE SORES Resident # 16 was immediately provided
Based on the comprehensive assessment of 2 heel protector on T//11.

regsident, the facility must ensuee that 3 resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individuaFs clinicat condition demonsirates that
they were unavoidabie, and a resident having
pressure sores recaives hecessary treatment and
services to promote healing, prevent infection and
prevent new soras from developing.

This REQUIREMENT ig not met as evidenced

by
Based on observation, Intervdew, and record
raview, the faciiity failed fo implement measures

to promote healing of pressure sores and prevent
further skin braakdown for three of 24 sample
residents {11, 12, 16}, Resident 16 was not
provided with a heel protector as ordered and as
indicated in the plan of care. Resident 12 4id nof
have a pressure relieving device applied to the
feet when in the wheselchair and the care plan did
ried include approaches {o refieve pressure and

monitor incontinence while he gat in the
wheelchair. Resident 11 had a Stage H pressure
atcar (il thickness tissue loss) an the

Resident # 12 was immediately provided
hee! protector and wheelchair pad on
1L,

Resident # 11 back was kept off from
pressure immedistely on 7/5/11 and Low
Airtoss Matiress was provided.

Divestor of Nursing and Treatment

nurse reviewed and checked all residenss | 7 /]’{] i
needing pressure refieving devices and
special mattresses on #3511 and 6711
and no other resident were affected by the
deficient practice identified.

Director of Nursing initiated an in-
service em T/371T and 7784711 to Teensed
nrszs and teatment nurses regarding
application of, and providing pressure
relieving dovices and special matlresges to
high rizk residents.

RN Supervisers will do visual rounds
daily and report findings to the Director of
Nigsing.

Birecior of Nursing will do random
visual observation weskly for compliance

FOFE CMB-2587102-99) Previsus Versiang Obacdele Ewert I MG
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sacrococcygeal area, and the area was not kept
off of prassure, This deficient practice may delay |
the haealing of pressure sores and may increase
the rasidents® dgk for skin breakdown.

Findings:

1.0n 7/BH4, at 2 pom., and at 5 pao, with the
presence of Licensed Vooational Nurse 1 {(LVN
1}, Resident 16 was observed awake, lying in bed
with & Stage { pressure sore {iniact skin with
non-bignchable redness of a locelized area
usually over a bony prominange) on the leff hest.
The resident was not wearning a hee! protector
and the left heel was not kept off pressure, Atthe
time of the ohiservation, the regident stated she
did not use heeoi protectors or any other device for
the foot whiie in bed.

On 758411, at 2.20 p.m., durng an inferview, the
assistant diractor of nursing (ADGN}
acknowledged the resident was not provided with
a pressura refieving device to keep off the
pressure sore when the resident was in bed,

A review of the clinical record revealed the
resident was admitted io the facitity on 6/20/11,
with diagnoses that included diabetes meliitus,
gnd stage renal diseasa, status post right above
knee amputation, atrial ibsitation, and
hypertension.

The admission Minimun Data Set (MDS -
standardized assessment and care planning tool} |
dated 771711, indicated the resident had memory
problems, was moderately impaired in cognitive
skils for daily decision-making, and nesded tutal
assistance with aif activities of daily fiving (ADLs)
including bed mability and transfers, The resident

Department Managess Meeting,

Director of Nursing will do follow up -
service on procedural updates quarterly
and a3 needed,

Quality Assurance Nurse will do random
visits and visual observation monthly and
report findings to the Director of Nursing
and Administrator for follow ep.

Administrator will do follow wp and

discass findings to the Quality Assimance
Mecting monthly.

DATE OF CORRECTION 7/14/41
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was incondinent of bowel and bladder fungtions,
and was assassed at visk for developing prassure
uieeis,

According to the nurse's notes and physician's
grders, on 77111, the resident was identified with
a Stags | pressure sore on the left hael
measuring 7 centimeters {om)inlengih bv 6 8
urn. in wigth. The physician ordered restment
and to provide a heel protsctor.

A plan of care developed on /2111, for the
résident's high rsk for skin breakdown, included
inn the approaches the use of hee! protectors as
pressure refieving device,

2. On 6297114, at 947 a.m , during a treatment
cbservation, Rasident 12 had a superficial open
wound on the right heel, approximately 1

% certimeter {cm} in length, The resident’s ieff leg
. and right foot rad dry ang thick peeling skin.

1 During shservations on §/28/11, at 1110 am,,
rand on 71, at 810 am,, and at 835 am,, the
l resident was sitling in a wheelchair with the feet
resiing on the footrests of the wheeichair without
a protective padding or pressuce redusing
devices applied.

On 711711, 8t 1G:40 a.m., during another
ohsarvation and an intarview with the director of
nuesing (DON}, she indicated the resident needad
fied protectors.

A review of the clinial record revealed the | !
resident was readmitted to facility on 3/25/11, with g
dingnoses that included hypertension, atrial
fibrillation, and aftered mental status. %
|
|

Acgording o the admission nursing assessment,
tha resident was admitted with Stage it pressure

|
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i
sores o the sacrococygeal area (resolved on 1
BIZ31), and the right and left heels, 1

1

The MDS dated 4/5/11, indicated the resident had !
memary problems, was severely impaired for
daily decision-making, had pressure sores, and
raquired extensive to fotal assistance with all
AllLs.

An Arterial Study of Lower Extremities report
dated 8/3/11, ingicated the resilent's arterial
perfusion distal to bilateral ankles may be
markediy 1o severely compromised with |
increased severily on the right,

Thes Braden Scale-Predicting Pressire Sore Risk
form dated 811741, indicated the resident was at
high risk to develop pregsure sores.

- Further record review revealsd the pian of care
| since admission, developed for skin integrity
| problems, did not inciude the use of pressure
| relisving devices on the feet to pravent pressure
when the feet resied directly on the footrests.

in addition, the care pdan indicated in the
approaches to follow a turning and positioning
prograrm, and to kesp the resident clean and dry,
However, on 741114, at 11:48 am., during an
intarview, the cerfified nursing assistant (CNA}
assigned to the residant, stated the resident was
usuaily up in the whesichair from 8 a.m. un#i afier |
tunch,, when he was assisted back to bed. The |
CNA indicated the resident remainad inthe %
wheelchalr for gver a fout-hour period. The CNA
digd not say she monitorad for incontingnce andlor ]
repositioned the resident o refieve pressure while
e resident was sitting i the wheslchair,

i
|

According o the facllity's policy and procedure on f 1
Pressure Uicer Management, the inferdisciplinary | | g
| ’
e "
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tegm will assure preveniative measuras for
residents at risk for skin breakdown including

{0 approximately 30 degrees.

A review of the clinical record revealed the

alrial fibrillation, and rheurnatoid arthritis.
The Nursing Admission Assessment dated
817111, inddicated the resident had a Stage §i

hes! Stage | pressure sore, and a left heel
celilitis,

The MDS assessment dated 828711, indicated
the regident had memoty problems, was
incontinent of bowel and bladder functions, and

bed mobdity.
A care plan dated 6/18/11, developed for the
resident's alteration of the skin {pressurs sore)

in the approaches the use of pressure relfeving

fallow g furning and positioning program.
Hrwever, there was no fow gir loss mattress in

her back o promote healing of the

prassure-radicing devices for chalr, fuming and |
reposifioning in chair, use of heal profectors, ang |
moisturize skin to prevent dryness as appropriaie.

3. On &/28/11, at 836 am., on 82811, et 210
am,, andon 75411, at 10:35 am., Resident 11
was observed lying in bed over a foam matlregs,
O 812 8/11, at 1140 pam, the resident was lying
in bed on har back with the head of bed elevated

rasident was readmittad fo the facility on 6/17/11,
with disgnoses that included hee! pressure uicar, |

pressire sore on the sacrococcygesi area, 2 right

requirad sxiensive assistance with fransfers and
refated to poor bed mobiiity and bedfast, included
devices (specified a low air loss mattress) and to

the bad but a foam mattress and the positioning
program did not include to Keep the resident off of

|

i

|
|
|

F 314
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sacrecoctygeal pregsurg sore, i
On 715111, at 1:40 pom,, during an inferview with l !
Charge Nurses 1 and 2, and the Certified Nursing ;
Assistant (CNA) assigned to the resident, they | |
confirmed the resident was repositioned every i
two hours including resting on her back, - o
F 303 | 483.25(h) FREE OF ACCIDENT | Fagzs TTAGIBSS=D
513 | MAZARDS/SUPERVISIONADEVICES 1
- . | Resident # 1 is no Ionger in the Feility
The faclity must ensurs that the resident a0 wes dischatge to horne o5 191,

environmeni remains as free of accident hazards
as is possibie; and sach resident recelves
adequate supervision and assistance devites to
prevent accidents,

This REQUEREMENT iz not me! as evidenced

Based on observation, inferdew, and record
raview, the facilify falled o ensure each resident
receives adequate assistance devices to prevent |
agcidents for one of 24 sample residents {1} and ’
nne randomily selected resident {29). Resident 1 |
was transferred without the use of a gait belt,
resulting in the cadified nursing assistent {ONA)
accidentally stepping on the resident’s foot.
Resident 22 was trangferred by one persan using
a mechanicst Iift instead of being ransferred by
two persons and the meghanicst iift. This
deficient practice caused the resident o have
pain on ihe right foot and placed tha resident az
risk for injury by not using fwo persons assist
when transferring the resident using a mechanical |
B,

_1
i
l
|
|
|
|
i

|
|

Resident # 2% was resssessed
itnmediately on 6/28/11 and no iury
neted fom transfer,

Director of Staff Development initiated
one on ong in-service immecdiately to the
ONA assigned to resident # § awd #29
and to all CNA'S on $/28/11 regarding
transfers using gait belts and Mechanical
iifts

Director of Staff Development initiated
visual rounds and observation on 6/28/11
and mo other residents weee affected by the
deficient prastice identified.

RN Supervisors and Charge Nurses will
do visual rounds daity and report fndings
{0 the Director of Mursing.

Direetor of Nursing will do follow up
visual sheervation weekly for compliance
and discuss findings to the dafly stand up
department managers Meeting.

Guality Assarzace Nurse will do random
visits and visual observation monthiy and
report findings to the Administrator and
Director of Nursing.
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Firgdin : - Administrator will follow up and discuss
nangs findings to the Quality assurapce Meeting
1. On 828111, at 10 a.m, Resident 1, who was in Monthly.
the room, could be heard from the hallway yeling, | ATE o [ON 672

"Your hurting me, oh, stop your hurting mel”

' Upon entering the room to investigate why the
rasiient was yelling, the resident was obsetved
sitiing inr & wheselchair and ceriified nursing i
assistant 1 {CNA 1) was standing by the resident. :

The resident stated CNA 1 hurt her by stepping
on her foof, when CNA 1 assisted herinfo the |
wheeichair. The resident said, *That's ray bed l
oot {pointing af the right foot} you stepped on, oh, |
it hurtg”

|
A review of the glinical record reveaied the i
resident was admitted 10 the facility on 8/18/11, 1
with diagroses that included diabetes mealitus, 1
rheumatold arthritis, and peripheral neuropathy. i

|

The Minirmum Data Set IMDS -standardized
assessrment aod care planning tool) dated
glz2eit1, indicated the resident had no memory
problems, was not able fo walk and required one |
person physical extensive assistance with
transfers (betwaen bed and wheelchal),
dressing, amd personal hygiene,

A pian of care dafed 624/11, indicated the
regident raquired extensive assistance with
franafer and the use of a front wheel walker when
standing.

Accarding to the facility's pelicy and procedura on |
Lifting and Transferring of Residents, residenty
who require assistance in transferring are
transferred using a gaitfiransfer belt orwith &
reechanical lift. Lifting and transferring of
residents Is indicated in the resident’s plan of
care and MDS,
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F 323 ¢ Continged From page 16

On 6128111, at 19:38 a.m., during an interviaw, E
CNA 1 stated she put the residant in the
wheelchair and acknowledged she did ot use a 5
gait belt and a front whee! walker while !
transfaming the resident, [
|

|

2. On 7811, at 1048 am., CNA 1 was obsérved l
ransierring Resident 28 from bed to the
whaelchair with & mechanical lit. The space next |
the the resident's hed was smalt and crowded
with @ bedside table, and over-bed table, a |
wheelchair, and various medical equipment. !
ONA 1 seemed to have frouble maneuvering the |
regidernt in the mechanical B o safely lnwer the g
resitient into her wheeichair. CNA 2 velled from
another room asking # CNA 1 needed assistance, E
CNA 1 just continued to struggle and !_
maneuveting the resident in the ift to lower her |
down to the wheeichair, ONA Z came to the room |
| to assist CNA 1. i
A review of the clinical record revealed Resident |
29 was readmitted to the fasility on 1/7/08, with
diagnoses that included chronic pain syndrome,
generdiized muscie weakness, ostecerthritis,
mental disorder, and Ball's palsy.
The MDS dated 8/1/11, indicated the resident
vad impaired mamory, was unable to
| cammunicate, had contractures fo the upper and
iower extramities, required total care, and two
persons assistance with transfers.
A plan of care dated 12/2/10, deveioped for the |
resident's iimpalred physical mohility, indicated
the resident nasded tolal assistance by two
{arsons,

|
|
|
2
|

F 323

: o
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The faciiity's policy and procedure on Lifting and 1
 Transferring of Residents, indicated residents |
who require assislanoe in trangfarring are :
transferred using a gaitftransfer bettorwith a i
mechanical ift. Lifting and transferting of ] e
residents Is indicated in the residents olan of =, ]
care and MDS, ; -
F 308 | 483 25(k) TREATMENTICARE FOR SPECIAL papg| FTAG328SS-D
§s=0 ) NEEDS Social Service Desigree and Treatment
- Lo . ! ked restdent
The facility must snsure that residents receive | g::;g;;"iﬁ%acﬁym 28711 and
proper treatment and care for the following ! F6i11 respoctively and 1 other residents
;ﬁ%fgmms’ 1 were identified and affected by the
| . i deficient practice identified.
Parenteral and enteral fuids;
Colostomy, vreterostomy, or ileastomy care, '; Direstor of Nursing Initiated a0 in-
;ggm; secgonz . service on 775711 and 7/14/11 regarding
Respiratory care‘ﬂg’ podiary consult per Facility Policy and '
Espiralof ; proceduras. 7 |l ¥
Foot core; and :
Frostheses.

This REQUIREMENT s not met as avidenced
by:

‘Based on ¢bservation, inferview, and record
raview, the facility fafted to nsure proper foot
cars for one of 24 sampie residents {3). Resident
© was first ssen by the podiairist four after
admigsion, This deficlent practics poged 4 risk for
cotmpiications from lack of foot care.

Findings:

On 7/8/11, at 11:30 a.m., during 8 freatment
observation, Resident 9 was observed with a
dregsing on the jef great toe. Licensed
Vocational Nurse 1 {LVN 1}, removed the

|

Medical Records Director will do audits
and review on resident records weekly
regarding timeliness of podiatry services
and report findings to the Direstor of
Mursing and Adsministrater.

Director of Narsing will do randem
Review and visual observation on
residents nending podistry consult weekiy
and discuss findings to the daily stand up
Prepartmant Managers Mesting,

Social Service Designes will review
yesident logs after admission for residents
needing podiatry consulls and
comnunicate updates to nursing
depariment monthiy.

ORM TMG.2587(02-59) Previous Versions Obsalete
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!, ; Admrinisteator will follow ap and discuss
F32 : ;
328 C"“ﬁ'f‘m From page 18 k328 findings to the Qualiy Assuranice Meetmg
dressing, and the lgft great tog was noted swollen | monthly.
ared with drainage. |

" | when the resident was identified with 2 left

At the time of the observation, the residert stated
she had an infected ingrown toenail. The resident
cornpiained that after she was initially sdmilted to
the fagilily was not seen by a podiatrist for sevaral
months,

A review of admission record revesled the
resident was admitted to the facliity on 3/18010,
and readmitted on 8/11710, with diagnoses that
included anemia, status post joint knee
replacement, depressive disorder, and
hypertensian.

i The Minimom Data Set (MDS - standardized

| asssssment and care planning tool) dated
624711, indicated the resident had no memory
probiems and required imited fo extensive
assistance with all aclivities of dady fiving (ADLS),
except eating.

A physigian's order dated on admission 31610,
indicated podiatry care as needad {(PRK).
However, further record review revealed thal the
first podiatry evaluation was dated 7/28M0, four
mianths after admission.

The iast podiatrist evaluation was dated 6728/11, 1

! ingrown: toenail and a treatiment was ordered.

On 778411, 3t 220 p.m., during an inderview, the
assistant direcior of nursing (ADON) stated the
resident should have been referred 1 the
podiatrist by the social service after her
admission to the facility.

On 7/5/11, at 3:40 p.m., during an Interview, the
| social services assistant stated she would have
} made the referral {5 the podiairist, if nursing had

17 17 g

N 114/

E OF COR

WM CME. 28870399} Previous Versiony Obsulele

Event MG

Snciity 10 DAGIE000821

If cordinuation sheet Pags 19 of 33




PRINTED: 07/26/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. (838-0391
STATEMENT OF DEFICENGIES {£1) PROVDER/SUPPLIERIOLIA £42) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND BLAR OF CORRECTION IDENTIFCATION NUMBER: . BUILOING COMPLETER
B.WING
056198 0710712011
RAME OF PROVIDER OR BUPPLIER STREET ADURESS, ITY, STATE, 2P CODE
50§ 8. LA BREA AVENUE
K REHA
HANCOCK PARK REHABILITAION CENTER LOS ANGELES, CA 90036
) SUMMARY STATEMENT OF DEFICIENCIES Iy} PROVIDER'S PLAN OF CORRECTION [P
PREFIX {EACH DEFICIENGY MUST BE PRECFDED BY FULL PREFIX {EAGH CORRECTIVE ADTION SHOULD BE COMPLETION
TAG REGQUIATORY OR L3G IDENTIFYING HFORMATION) TAG CROSS REFERENGED TO THE APPROFRIATE oATE
NEFICIENGY)
F 328 | Continued From page 19 F 328
notified her upon admission. ,,
FTAG 35388 =E
F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF|  F 353 358
8= | PER CARE PLANS
: e irector of Nursing initiated an In-
The facility must have sufficient nursing staff to ?;ﬁg;n ed‘;g’;;g% /11 and T
provide nursing and refated services to atlain or o licensed nurses and Direstor of Staff
raaintain the highest practicable physical, mental, 1 Development conducted au inservice 1o
and psychosocial well-baing of each resident, as CMA'S and other staff on 7/8711 and
. determined by resident assessments and 1 .

| these residants, the staff did not respond

individuat plans of care.

! The fagiity must provide services by sulficient

numbers of each of the following types of
personnal on a 24-hour biasis to provide nursing
care to afl residents in accordance with resident
carg plans:

¢ Except when watved under paragraph {2) of this

personnel.

Except when waived under paragraph (¢} of this
section, the facilily must designate a licensed
nurse to serve as a charge nurss on each tour of

1
{
section, icensed nurses and other aursing }
|
_1
1
duiy. :

This REQUIREMENT s not met as evidenced
by:
Based on observation, interview, and racord
review, the facility fafled to have sufficient nursing
staff io provide nursing and related services for
seven of 24 sample residents (2, 4, 8, 8, 14, 20,
22), and one randormiy selected regident (28}, For
promptly, when the resident's called for help %
verbally or by activating the call ight system in
their room because they needed assistance. This

:

E
H

J

1412711 respectively regarding prompt
regsponse to call lights.

Saciat Service Designes re-fnterviewed
resident # 2,46, 9,14,20, and 22 on 777741
regarding call Hight prompt response and
verbalized its improvement in length of
response,

ol

Assistant Administrator randomiy
interviewed alert residents an 7711 and
no significant issues on call light were
identified,

Director of Nursing did visual roussds and
observation on 7/7711 and no other
residents were affegted by the deficiest
nractice identfied.

RN Supervisors will do visual rounds and
observation every shift for compliance and
report findings to the Director of Nursing.
Divector of Nursing will do random
visual obseryvation and rounds weekly (o
gistre compliance and report Andings o
the dadly stand up Department Managers
mesting.

Director of Staff Development wili do
follow up in-servive on call light prompt

)
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F 353 | Continued From page 20 F 353 rosponss and updates monthiy 2ad as
deficient practics impedad the residents to j needsd,
recsive prompt assistance when needed. Administrator will follow up findings
from the Resident Council meeting
Ce monshly and discuss updates and
Findings. % impsovenents to the daily stand up
i . " department managers Meeting montbly.
f. Qr.‘ ?;.1 /i1, at 12:34 p.m,, Resident 22, who i Administrator will follew up and discuss
was in the room, was heard from the halhway, | findings 1o the Quality Assurance meetin
' caliing for help. There wers nursing staff in the | m’*ﬁ"‘i’s &4 g
| haltway, however, no staff member responded to | mOny
the resident’s call for help. Upon entering the ;
resident's room, the Evaluator abserved the | DATEOF TION
resident in bed Ying on his back, stating he had l
just vornited and needed heip, The Evaluator ]
caffed the rursing staff in the haitway and 2 ;
licensed nurse suparvisor went irdo the room to i
assess the resident. There was brownish liguid
on the ficor by the resident's head of ihe bed, |
A review gf the dlinical record revagied the %
resident was admitted to the facility on 824711,
with diagnoses that inchuded altered mental 1
status, diabetes mellitus, and hypertension. 1
The Minimum Data Set (MDS - standardized _ |
assessment and care planning tool) dated 673411, | ;
indicated the resident had memory problem ang | 1
required imited assistance by staff with al |
activities of dally iving (ADLs}. %
A plan of care dated 525/, indicaled in the )
approaches to answer the resident’s call light |
promplly, ;
O 755414, at 210 pon., duing an inferview, the gi |
charge nurse stated nursing siaff is to respond to | ?
residents’ caits as soon as possible. %
The resident was transferred on 771744, at 3:30 f
p.m., {0 an acute care hospital due to intractable | |
] ;
IRM CMS-2567 12-96; Previous Versions Obsclels Fvant o MGH 11 Fachity H): CARTOO0002E i condinuation sheet Page 27 of 33
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SONPLETION
GAYE

F 363

Continued From page 21

7353

vomiting.

2. 0On B2611, at 1:30 p.m., during 2 group v
interviow, Resident 9, with tears in her eyes and '
vigibie upset, complained she frequently
experienced watting for extended periods of ime
before nursing staff responded to et call for
assistance with toflef use, only to have that staff
mesnber telf her, “Just go ahead and relieve
yoursell, | will clean you up iater”,

A review of the ¢linical record revealed the
residert was readrritted to the facility on 8/11/10, .
with diagneses which incitided knee joint )
replacement, hypertension, disc degeneration, -’{
[ and anemia, -y
The Minimum Data Set (MDS - standardized e
azsessment and care planning fool) dated

| 6/22111, indicated the resident had no memory
3 probtem, was incontinent of bowel and bladder

l functions, required extensive assistance with

i transfer, locomotion, and foliet use.

3. On 6/29/11, at 1:30 p.m., during a group

| interview, Resident 4 stated he frequently
experigncad iong waits before nursing staff
respanded to his call light, The resident indicated
the aituation was not unusual and mast often
times happened in the evenings and weekends,

A clirical record raview indicated the resident was |
admitted to the facility on 8714710, with dlagnoses | g
that included schizophrenia, osteoporosis, [
mnsomnig, muscie weakness, and hyperiension, f

4. On 6729711 at 1,30 p.n., during a group 1
j
Fazility 10 CAS0000024
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! diggnoses that inciuded convulsions, multiple

inferview, Resident 14 sfated that in his
axparienca, siaff responge 1o ¢all iights has
mproved and was down to an average of fifteen
minutes wait. Howaver, het went on 1o siafe that
the response time was significantly longer in the
past #nd has been an on going priority goncern

E for the residents coungil,

E A clinical record review reveaied the resident was

| readmitted to the faclity on 472410, with

| solgrasis, and neurogenic bladder.

The MDS dated 5/8/11, indicated the resident
regiitired limited to extensive assigtancs with
transter, eating and personal hygiene.

|5 On 829111 at 1:30 p.m., during a group
interview, Resident 28 stated she had
experienced waiting for up t© an hour before
facility staff responded (0 her call iight and fong
waits wara not unusual, She also stated thet sha
had observed another resident's aalf fight that
was activated for 3¢ minutes before any staff
member responded,

On 7/5/11, at 10:45 am., during an individuai ;
interview, the resident stated that she has
observed her roormmale, Resident 18,
experiences waiting for up to forty five minutes
bafore staff responded io the call fight in their
roott. The resident further siated tere was not
encugh staff to care for the residents who lived
thore.

A ciinleai rocord review revealed the resident was
admitted fo the fuciity on 12/11/10 |, with
diagnoses that included chronic osteomyealiis,
hypertension, and atial fibrillation.

H

i
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- readitmfted fo the facility on 816/, with

8. On 828114, at 11:30 2 m., during an individua! |
interview in the resident's room, Residant 8 who
wag alert and oriented, stated thaf fhe staff
rasponse time to call tights was frequentiy poor
and the facility needed to hire more people. The
resident also sialed the problem was comman
turing the evening and right shifts, and !
weekends,

A revigw of the clinical record reveeaied the
rasident was admitted to the facifity on 58/11,
with diagnoses that included acule respiratory |
faitlure, tracheostomy, end stage rena! disease, |
ardd hypertension.

é
E
7. On 715111, at 1615 am., during an ingividual !
interview with Resident 2, who was glertand |
orignted {o person, place, and circumsiances, g
siated he had experienced watingforup inan |
hour before staff responded to the cali #ight and g
that sometimes they did not respond at ali. The ;
resident also stated the facility did not have E
enough help to take came of all the residents. l

A clinical record review ravealed the resident was

diagnoges that included status post fracturs of ieft
leg with celilditis, coronary artery bypass,
diabetes mellitus, morbid obesity, and
hypertension,

8. On 7514, at 10:45 a.m,, during an individuat ’
intenview i the residents room, Resident 20 :
stated few months ago he experienced waiting for i
up to forty five minutes before staff responded to ?
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the cal light. He stated staff have been belter and
the walt was down to fifteen io thirty minutes.

KHo | SUMMARY STATEMENT OF DEFICIENCIES 33 PROVIDER'S PLAS OF CORRECTION 8
FREFR (GAGH DEFIIENCY MUST BE PRECEDED BY FULE PREFIX (EACH CORRECTVE ACTION SHOULD BE CUMPLETION
TAG REGULATORY O LAC IDENTIEYING NFORMATION; TAT CROSS-REFERENCED 70 THE APPROPRIATE DATE
DEFIRIENGO
F 353 | Continued From page 24 | Fas3

A 2linical record review revesied the resident was ‘
readmitted to the facility on 81711, with
diagnoses that included muscle weakness, acute |
kidney failure, chronic aireay obstruction,
hypertension, cersbral artery occlusion,
corvissions, and suimonary embalism.

| Ancording to the facility's policy and procedure on
Call Light, all parsannet will respond (o resident's
requests and needs, Call Bghts are answered

promply. i

A review of the Resident Council Meeting Minutes
dated 4711414, on the page titled QO Business

| Needing Further Actions, the fallowing riote was i
found ynder #£1; "Call fights - S4B 2 probiem - Not ?
 to 15 minutes yet". :
The Resident Courncit Minutes dated §16/11, on
the page titled Old Business Needing Further
Actions, the following note was found under #1.
*Call lights improved 10 15-20 bt would fike us to |
continus fo focus on.”

The Resident Council Minutes dated 8/13/11, on
the page fitled Od Business Needing Further
Actions, the following note was found under #1:
"Call iights - improving, 3-11 mostly now,
particuiarly from 10-91 p.m”

F 371!483.35() FOOD PROCURE,

88=0 | STOREPREPARESERVE - SANITARY

FTAG 371 S8=1

F 371
E Walk in refrigerator was cleaned
| immediaely on 6229711,

. The facifity must -

{1} Procure food from sources approved or
considered safisfactory by Federal, State or local
authorities; and

{2} Store, prepare, distrie and serve food

[ Dietary Supervisor checked and
. inspecied other storege aress potential for
t unsanitary conditiony on 6/28/11 and no

other similay areas identified and affected.
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(XA 1D SUMMARY STATEMENT OF DEFICIENCIES E PROVIDER'S FLAN OF SORRECTION £X5)
PREFIX H DEFICTENCY MUSY BE PRECEDED BY FULL PRER {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATURY OR LSC IDENTIFYING (NFORMATION] ! TAG SROSS-REFERENCED TO THE APPROPRIATE | DATE
11' DEFICHNGY)
F 371} Contlrued From page 25 1 Fary Ne ngsidg(ziz;sgﬁezz affected by the deficient
under sanitary conditions | practice dentille
Dictacy Supervisor gave n-service on
l 6/29/11 regarding eppropriate cleaning and
l inspection of storage areas, E
| o 62401
This REQUIREMENT i8 not met as evidenced | gs‘;*:gj“gggéhﬁ‘ do dally s;’;i‘;
by . ACN areas .
Based on observation and inferview, the faciity | spaces to mut”j;;? ldmt’ify ?{)?gjia .
tailed to ensure food was stored, prepared andfor “nfha"m?g condiuons and repa &
distributed under santtary conditions by faili ing to 5 to the admimstraior,
ensure the walk-in refrigerator was maintained in - :
a sanitary condition. The wall and ceiling of the E Ai"‘f’;ﬁ’?‘m 9?11 do f‘*g"“;ip rounds
walk-in refrigerator were covered with mold-fke an ";_ msf’ff ziii? W“ﬁg. “ 0 the
substarce, This deficient practice had the | 3‘3%;‘? m‘;’ aﬁ{} “"‘”M mdmgs e
potential to place the residents at risk for l aily staad up Lleparime g
fondbomne Hinesses. [ DResHNg,
tyelin g Adrministrator will follow up and diseuss
Findings: | findings in the Quality Assurince Meeting
On 6720711, at 262 p.m., during the kitchen motithly.
inspaction, the walk-in refrigerstor was observed
to have a black colored mold-Bke substance
seoumulaied, four to Hve feet, on one side of the
waill and cailing of the refrigerator. The rastof the
wall in the refrigerator had a light pine-wood color |
At the time of the obsarvaiion, when inferviewed,
the dielary manager did niot know what the growth
subsiance was.
F 441 | 483,85 INFECTION CONTROL, PREVENT Fa4q; FTAGHAlSS=E
Seats; SPREAD, LINENS ] | Resident # 21 was discharge on isolation
The facility must establish and maintain an | on 717111 ";‘hfzg:m}gr St"gzm
infection Contro! Program designed to provide 5 | ?ﬂgjﬁsgoﬁnmmﬁ;é&ég not develop

] of disease and infection, s

safe, sanitary and comioriabie environment and %
o help prevent the development and transmission,

I
;

% any sign and symptoms of infection and
| was discharged to home.

I
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i | . DEFIGENGY)
F 441 | Confinued From 28 [ Director of Nursing 2nd Infection
page | Fad1 Control Narse reviewed and check
, i ident yecords on 6729/11 and no other
{a) Infection Control Program = redk ;
The facility tnust establish an infeation Control E msgiﬁgg;iem by the deficient
Prograrm under which i - g pra '
fr: 1;;‘;?3;{%3?95’ controfs, and prevents infections : Director of Nursing and Infection
: * . | Conirol Norse Inkiated in-service on
(2) Dacides what procedures, such as isolation, | 6/30/11 1o CNA’S and Licansed nurses on
should be applied fo an individual resident, and | 716711, 7/14/11 and 7120711 respectively i
h . - 1,
{3} Mainfains a record of ingidents and gorective regarding Infection control per facility - f: Pf%

actions melated o infections.

{b} Preventing Spread of Infection

(1) When the Infection Control Program

| determines that a resident neads isciation o
prevent the spread of infection, the facility must
isolate the resident,

{2} The faciity must prohibit employees with =
commiunicable disease or infeciad skin insions
from direct contact with residerds or their food, i
direct contact will transmit the disease.

{3} The facility must retjuire staff to wash their
hands afier each direct resident contact for which
hand washing iz indicated by accepted
orofessions! practice.

{c) Linens

Personnal must handle, store, process and
transport finens so as 1o prevent the sprasd of
irfaction.

This REQUIRERENT s not met as evidencsd
by:

Based on obsorestion, inferview, and record
raview, the facility failed o implement measures
te prevent the development and spread of

j infection for ane of 24 sample residents (21).

policy and procadures nchuling
. surveiliance and reporting.

Infection Control Nurse will do random
review of resident records weekly for
camphiancs and report findings to the
Director of Nursing.

Medical Records will do andit review
on resident records wedkly and report
findmas to the Director of Nowsing and
Administrator,

infection Control Narse will do foliow
up ie-service on infection vontrot updates
and procedures monthly and as needed.
Quality Assurance Nurse will do random
visite and review of records monthly and
report findings to the Director of Nursing
and Administrator,

Administrator will do follow up and
discuss findings to the Quality Assurance
Meeting monthly.
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XD 10 SUMMARY STATEMENT OF DEFICIENCIES ] R PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENGY MUET BE PRECEDED Y FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETON
TAG REGLULATORY OFf L5 DENTIFYING INFORMATION) | TAG CROSS-REFERENCED T0 THE APPROPRIATE PaTE
DEFICIENCY} :
F 441 | Continued From page 27 F 441
Resident 21 who had ESBL (extended-spectrum
beta lactamase, a multi-drug resistant infection)

lint grine, was not placed on contact isolation wiven |
1 {he infection wars identified and ihe infection was |

not investigated. This deficient practice caused |
1 delayed interventions and placed ofher residents
| at risk of infection. ]

Findings:

On 6728711, at 1:30 p.m., Resident 21 was
i observed sifing in a whaelchalr and able to
| communicate her peeds.

A review of the clinicai record revealad the
resident was readmitiad to the facility on 5/5/11,
with diagnoses that inciuded diabetes melitus, |
chronic obsfructive pulmonary disease, and atrial
fisrifiation.
The Minimum Data Set (MDS - standardized ;
assgssment and care pianning tood) dated ;
| 581, indicated the resident had no memary |
problem, required extensive to total assistance
with ali activities of datly living (ADLs), and was
incortinent of bowel and bladder funcions.
A urinalysis report dated 5/18#11, indicated the
urine was ¢loudy In appearance and had many
bacteriz. The uring culture dated 5200114,
indicated the resident was positive for ESBL. The
physician orderext the anlibiotic Macrobid 100 1
rifigrams (mg) twice a day for five days for :
| urinary tract infection, i
A physician's order for contact isoiafion ’
|
|
:
|

precaution was olidained aon 6/46/11, 18 days after
the resident was identifed with ESBL.

A faciiity's policy and procediure on Antibiotie
Resistant Microorganism (ARM) dated 4/1/08,

|
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A BURDWMG

056195 5 WING - — 971072011

NARE OF PROVIDER OR BURPLIER STREET ADGRESS, CITY, STATE, 1P CCDE

§06 N. LA BREA AVENUE
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oD PROVIDER'S PLAN OF CORRECTIGN T o
PREFIX {EAUH (DRRELCTIVE AGTION SHOULD BE COMPLETION
ta5 SROSS-REFERENCED TO THE APPROPRIATE DATE
EFICENGY)

;XA SUMMARY STATEMENT OF DEFICIENCIES
PREFIX [EACH DEFIQIENCY MUST BE PREGEDED 8Y FULL
TAG REGULATORY OR LEC IDENTIFYING INFORMATION,

F 441 | Cantinued From page 28

indifcated prevention and controf of ARM
transoission includad to irnplement stendard
precautinns including contact precautions.

A review of the infection Conirgd Surveillance :
information for the month of 522011, revealed the |
form did not list Resident 212 nfection,

Or 7/6711, at 11:30 a.m,, during an inferview, the
Infection Control Nurse stated she was nof awsre |
the regident hiad ESBL infection in the uring,
thersfore, she did not identify the resiient in the
sutveillance form. The Infection Control Nurse
stated the charge nurse was supposad fo inform
hier reganding the infection, s she could i
investigate the infection. :

Ar undated intection control policy and procedure
on Conteal, Monitoring ang Surveiilance, indicated
to monitor and investigate the cause of infections, |
infection trends, and implement corrective |
measures, as needed. The charge aurse wili :
report ail infactions to the infection Control Nurse
ang may use the Resident infection Contrel
Surveiffance Form 28 a8 method of informing, The
infection Controf Nurse will investigate for ‘
infection and record infection data for the monthiy |

infection report. _i

F 456 { 483.70{c)(2) ESSENTIAL EQUIPMENT, SAFE F 456

|
5= | OPERATING CONDITION | |

FIAG 456 S8 =E

Thie first flaor machine room was
immediately cleaned and oxygen tank was
placed back te the secured wall mounted
area on T7E/11.

The facility must maintain ail essential i
i
|
| ARl Oxygen identified on the second floor
§
!

mechanicsl, electrical, and patient care
aquipment in safe operating condition.

Bear room 1% oxygen storage closet weore

| This REQUIREMENT is not met as evidenced
15 BLas secured innmedistaly in racks.

by

|
RM CMS.Z58TH2.89; Frevicus Yersions Obadlets Evart 18434111 Facitty I0: CASTOO0N024 i cantinuation sheat Page 284133



http:JO:MGJL.l1
http:CMS-zre7(02.99

PRINTED: 07720/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE 8 MEDICAID SERVICES OMB NQO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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stored in the slevator enginefgenerator room
were not safely stored. Three of five oxygen
eylinders were not seclred in ong of two axygen
storage room. This deficient praciica may cause
or contribute o explosion or fire.

Findings:

1. On 77411, at 3 p.m., while with the director of
maintenance, the firgt loor machine room that
contained the alevator engine generator, was
cbserved to have a very hot tamperattre.

The machine room had the ollowing:

~ & fire extinguishier stored on the flowr, and not
wall mounted.

- & fve-gallon container, iabeled lubricant oif and
flammable. The container had a small armount of
{ubricant figuid.

-cardboard boxes stored next io the angine
ganersior,

At the fime of the ohservation, when interviewed, |
the dirgctor of maintenance stated that on 77411,
staff from the ¢levator service company feft the
fire extinguisher, the cardboard boxes, and the oil
container on the floor, next 1o the engine
generator,

2,00 74111, at 328 pam., the oxygen storége
cioset, incated on the secand fiogr, near Room
18, was observed t0 have three of 15 emergency
portable oxygen tanks not firmiy secured. They |
easily rocked when touched. [

X410 SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION ey
PREFX {EALH DEFICERGY MUST BE PRECEDED 8Y FULL PREFEX {EACH CORRECTIE ACTION SHOILO BE COMPLETION
TAG REGULATORY OR LSC IRENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPHIATE HATE
DEFIIENGY)
F 456 | Continued From page 29 Fagg| Muintenaoeo Supervisor chicked all
Basad an chservation, interview, and record zié?g:f{; resams “gmee idanzigizd and
review, the faciiity failed o ensure all essential affected
mechanical, electical, and patient care ) ot :
equipment wers maintained in safe operating x{;éézﬁgg ;.";z affected by the deficient
condition. Flammalsie and combustible materialy pr ' 7{ Y

Maintenance Supervisor will do daily
rounds and visual inspection daily and
report findings to the admindstratos.

Admipistrator will do filew up rounds
and visua! inspection weekly for
compiance and report findings to the daily
stand up Department Managers Mesting,

Adminisirator will follow up and discuss

findings to the Quality Assurance Meeting
monthly,

DATE OF CORRECTION 7/2/11
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(43 10 SUMMARY STATEMENT OF DEFICIENCHES o PROVIDRER'S PLAN OF CORRECTION x5}
PRERR (BACH UEFICIENCY MUST BE PRECEDER BY FLL PREFE {EACH GORREC TIVE ACTION SHOULT BE COMBLETICN
TAG REGULATORY OR LG OENTIFYING INEORMATION; TAG CROSS REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)
F 458 | Continusd From page 30 F 456
AL ihe time of the observation, when interdewed,
the director of housekesning services, confirmed
tha tanks were not secured. 1
On 7/1/11, at 3:33 p.m., when interviewed, a l
registered nurse supgrvisor stafed the tanks ; s
should have been chained or placed In racks, FTAG 465 S5-D
F 455 483.70(h) F 465 , .
5520 | SAFEFUNCTIONAL/SANITARY/COMFORTABL 3;*;;? fﬁ‘ﬁi@?ﬁggﬁfﬁiﬁ” re-
E ENVIRON ' opening was patch and sealed on UL
The facility must provide a safe, funciional, ' Ihe south staie case from the firs floarte | f'?; i

sanitary, and comfortable environment for
reskients, staff and the public.

This REQUIREMENRT is not mst as evidenced
by

Based on chservation and interview, the facifily
failed to maintzin the environment in good repair.
Therg were walls and ceilings in disrepair and a
soited stairoage.

Firdings:

1. On 078141, at 1110 am,, the third ficor
machine room, which contained the hot waler
boilars was obsarved with broken walls. The wall
had three areas where the wall plasters was
opericracked,

in addition, the maching rotm had an opaning in
the ceiling to the roof, large enough 1o alfow the
antry of rodents,

Al the ime of the ohiservation, whan interviewed,
the direcior of housskeeping services staled they
nad & rodent frap located in the machine reom,

the roof wag cleansd and walls was re-
plagtered and painted on 7/7/11.

Maintenance Supervisor will do random
visual rounds in 2l areas in the facility
daily to easure all areas are maintzined
and report findings to the administrator.

Administrator will do follow ap rovads
wiekly for sompliance,

Administrator will follow ap and discuss
findings to the Quality Assurance Meeting
; manthly,

I DATE OF SCTION Y77
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0@ 1D SUMMARY STATEMENT OF DEFICIENCIES Lo PROVIDER'S £1LAN OF CORRECTION %5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LS5 IDENTIEYING INFORMAYION TAG CROSE REFERENCED ?Eme APPROPRIATE DATE
DEFI
»
F 486 | Continuad From page 31 . F 465
1 2.0n 7/6411, at 11:40 am,, the south staircase, %
one of the two sels slaircases beated inthe |
faclity, from the first floor to the roof lsvels, the
floors and walls were ebserved with
aocumulations of dirt. i
The walls plaster and paint were hulging out from k
the wall surface. |
At the time of the observation, the director of !
maintenance stated he believed the water was
entering the walis from the roof, over the i _
Staime, : FTAG 502 SS =D
F 502 | 483.75(}1) ADMINISTRATION F502) |\ ctor of Nursing inifiaied in-service to
5‘830 3 ) 4 2 .
The fagility must provide or obtain laboratory ;‘mef n;;j’i;;n 6‘;“:: 2%%%},
services to meet the needs of its residents, The e e et o
f facility is responsible for the quality and timeliness | polcyand proceiues.
of the services. Director of Nursing snd Medieal
Records Divestor chiscked and reviewed ﬁ‘&ﬁ
This REQUIREMENT Is not met as evidenced | el im‘%z;ﬂgs  and 1o oer bl
by S
Based on interview, and record review, the E practice identificd.
facility failed to answre imediness of the iaboralory : . \ , ,
service for one of 24 sampled residents (21). | ‘ ?‘Négﬁyzwmr w;ilil ;gzew }ab({?ét:gam
Resident 12's order for a laboratory test to ruls | galyro “"‘zs."“’ : m"‘a"’r? bt
out an infection was done six days after it was done and T T e wﬁiﬁg’f ks
ordered, This deficient practics had the potential . Findings will be roported 10 the Director
for delayed interventions. g of Nursing.
Findings: I | Medical Records Director will do Audits
) | weekly and report findings to the Director
A dlinical record review revealed Resident 12 was | of Nursing and Administrator.
readmitted o the faciilfy on 32811, with the . .
diagnases that included Clostridinm Difficile Director of Nursing will do random
Infection (C-Diff - a type of bacteria that can l record review weekly and report findings
cause lower abdominal discomfort, bloating, and | to the daily stand up Department Managers
iooss stoals), hypertension, and afrial fibriflation. | Meeting.
ORM CMS-ZE5TI0205; Provious Versions Obstlste Fvent MG Faudfity £): CASTOO6007 ¥ eontination shest Page as s A3
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(%41 1D SUMMARY STATEMENT OF DEFICIENCIES y PROVIDER'S PLAN OF CORRECTION (%53
PREF {EACH DEFICIENGY MUST B PRECEDED BY FULL PREFIX (EACH CORRECTIVE AUTION SHOULE BE COMPLETION
TADG REGUEATORY OR L5C IDENTIFVING INFORMATI S TAG CROSS.AEFERENCED 10 THE APFROPRIATE BATE
:, DEFICIENGY)
F 802 | Confinued From page 32 £ 502 i‘i‘{i"f’i"i&*" g;’;ilifﬁﬁw s az‘é discuss
. \ indings 10 uatity assurane
‘The Minimum Data Set (MDS -standardized Committee meeting monthly,

assessment 2nl care planning tool dated 4/8/41,
wdicated the resident had memaory problems, was ;
severely impaired for daily decision making, was ?
continent of bows!l, and required extensive ko tolal
cate.

The attending physician ordered on 8/23/11, to
chack the stool for . DI,

According to the aetivities of daily iving recerd
dated frotm 6/23/11 to $728/11, the resident had
bowel movements daily.

Mowever, a sample was not ablzined for the
{faboratory test untif 6/29/11,

On 6128711, ot 3:40 p.m., during an inferview, g
licensad wocational nurse {LVN) stated the
faboratory test should hiave been been done
when the resident had bowel movements soon
after the arder was obfained,

H

|
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