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INDIVIDUALITY

The feailly must pramate care for rasidentz ina
manner and in an environmant that malptaing or
anhancee each resldant's dignlly and raspect in
full recognitlan of his or her indlviduslity.

L THE REQUIREMENT I not mat a3 evidencad

by:p e .
Basad on rasidant Interview and documsnl

| revigw, the Skiled Nuraing Faciifly (SNF) failed to

provide cara with respast and dignily when cal
ight responses wara not tmely for 1 of 24
sampled reaidants (Rasident 18} and 13
confidantial random rasldanis,

This failure nagailvaly affacled residenis Ina
variaty of ways Including, but nol fimited te, loss
of bladder sonteet rasulttog In Incldanie of
satt-goiting, iying in solled briafs lor uncomfariably
fang me periods, and dignity-refaled lssues.

Findings:

1. F{e 8 W]TE deﬂlad In the BNE for

reliance upon privileged
peer review information
and/or reports and as such
are protected from
discovery.”

“This plan of carrection is
prepared, submitted and/or

required by local, state
and/or federal regulations,
codes, and or guidelines,
As this transmission is
required by law, it is not a
waiver of the provisions
within applicable laws and
regnlaticos or any other

codes, Hatutes or
regulations,”

executed solely becawse itis | - |
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.| tool describing each resident, Confidential

rehabilitation services following hip surgery. On
11/2/15, a physician order noted, " Resident is
capable of understanding rights, responsibilities
and Informed consent. "

During an interview conducted during the inifial
facility tour on 11/3/15 at 7:57 a.m., Resident 18
stated the previous night had been "the worst
night of {her] fife." The resident indicated she
rang her cafl light at 12 a.m., 14/3/15 but it was
not answerad until 1:30 a.m., 11/3/15, Resident
18 staied she normally maintained bladdar
confrol but an this night "wet the bed” twice
becaussa “(she] couid not hod IL" She expressed
feeling that staff members had neglected lo
answer her light in timely fashion which causad
her to wet the bed, a situation which she
described as "undignified” and which led her to

cry. -

2. During the initia! facility tour at 8:18

a.m,, 1143115, Confidertial Resident C expressed
concern that because her roormimate’s call light
was not aiways answered in timely fashion, the
roommalte endurad lying in a wet brief for
axtended pericds of fime.

In the facilty's 11/3/15 "Roster/Sample Matrlx," a

Resident C was not noted fo have cognitive
impairment.

3. Confidential Resident D was admitted to the
facility with several chronic disease processes.
Review of her medicai record indicated a score of
15 of 15 on the Brief Interview for Mentat Status
{BIMS) exam, an evaluation of mental procasses
including perception, memory, judgment, and
reasaning.

Resident 18, 5 day minimum
data assessment (MDS) dated
11/9/15 and Activity of daily
living (ADL) documentation
indicated that she remained
continent at the facility and
into her discharge on
11/10/15.

For all other residents listed
as confidential/current/future
residents, the facility '
implemented the Patient
Advocate Representative
program (PAR) as a tool to
identify affected resident and
implement corrective actions.
Each of the department heads
is assigned a few rooms (6-8
residents) to visit at least
twice a week and inquire
about any concerns to include
call lights, The department
heads will report the resident
feedback at the daily
department head meeting and
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During the initial facilily tour at 8:42 a.m., 11/3/15,
Cenfidential Resident D stated that when she was
placed cn a commode ang left by staff members,
a call light was not always left within her reach.
She stated i took up o 30 minutes for her call
light to be answered.

4. During the initial facility tour at 8:42 a.m.,
11/3/15, Confideniial Resident E estimated it took
"half an hour" {o respond to her calt light “if they
come at all.” :

Review of her medical record indicated a 8iMS
score of 15.

5. During the initial facility tour at 8:56 a.m.,
11/3/15, Confidential Resident F stated call fights
took *a long fime to get answered." She added
that call ight response issues existed at "ali imes
of the day.” '

Review of Confidential Resident F's clinical
record indicated a BIMS score of 14,

8, During the inifial facifity tour at 8:56 a.m,,
111315, Confidentiai Resident G related that cail
fights took "much too long” fo be answered
"almast every fime you put on the light." She
added that when staff did not respond fo her call
light in timely fashion, she would involuntasily
urinate in her bed. .

Confidential Resident G was not noted to have
cognitive impairment according to the
“Roster/Sampie Mairix."

7. During an Interview at 11:45 a.m., 11/4/15, &
family member of Confidential Resident H stated,

F241)  {he DON/DSD will follow up
accordingly,

For all residents, to include
the confidential residents that
have been affected by this
deficient practice, the
Director of staff development
(DSD) in serviced staff on
11/25/15 to ensure to answer
call lights are responded to in
a timely manner. '
The facility policy indicates
that call lights will be
answered in a timely manner,
A brief resident council
meeting attended by 10
random residents held on
11/25/15 lead by the resident
council president, reported
back to the DON indicated
that call light are responded
to in a timely manner. He
indicated that the residents
stated that once they turn on
the light, the staff will come
into the room in a timely
fashion and meet their needs.
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‘minutes, She [urinates] really fast. There's na

" showed up ons night after 11p.m., and found
ithe resident] had called [nursing staff] and no
one had answered her. She was wet from the
neck down. | could wring out urine from her linen.
With State [surveyors] here, all is well. Call lights
are answered. But after 11 p.m,, it s totally
different, [Resident H} calls and no one comes to
answar [the call lightl."

The famnily member stated she had brought the
problem to the atéention of the resident's Certifled
Nurse Assistanis (CNAs) as well as a member of
facility leadership. However, she added that she
would nol want stafi to know she complained o
surveyors for fear of what would happen fo [tha
residant's] care.

8. In a 8:35 a.m., 11/6/15 Interview, Confidential
Resident O expressed concern that her
roommate wag ieft on the commode "for up to 45

reascn they can't stand there and wait for her."

Review of Confidential Resident F's clinical
record indicated a BIMS score of 15,

Resident Cauncll minutes from 7715 - 10/15 were
revlewed with permission from the group's
resident chairman.

Minutes from the 7/7/15 Resident Council
meeting steted, "Old Business..Moc [night] shift
call lighis take 30 minutes - 1 hour (100, 200, 300
halis) - (improved)..." Minutes were signed by the
Resident Councif Chairman and the Activilies
Supervisor and stamped as having been
reviewed by the Administrator on 7/10/15,

check on call lights and
ensure the staff responds to
resident needs in a timely
fashion.

The Director of Staff
Development (DSD) and
Director of Nursing (DON)
will do random visits with
resident( sample of 10-15
residents) weekly times 4
weeks and monthiy thereafter
to inquire about call lights.
Any concerns identified will
be addressed/in serviced
accordingly. _

The Activity Director (AD)
will continue to address the
timeliness of answering call
lights at each of the monthly
Resident council meeting and
have the DSD, DON attend
as needed.

Any concerns identified at
this meeting will ne brought
forward to the DON or
designee for follow up.
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8/4/15 meeting minutes, however, reflected, "200
Hall, 300 Hail and 500 Hall - Day shift & p.m. shift
- Sometimes no CNAs avait [avallable] to help
residents to go fo the Rest Room." Minutes were
signed by the Chairman and Activitias Supervisor
and stamped as reviewad by the Administrator on
BI7H8,

Review of "0ld Business" during the 9/11/15
Resident Council included, "Call Lights from Day
shift and PM shift (200, 300, 500 Halls) -
Sometimes CAs ...not avail fo help residents for
Toileting. Stit ongoing.” "New Business”
included, "Suggestions from Absenlee .
participants...More help to answer call lights,
especiaily noc shift...." Nursing deparirent's
response io the concern read, "DSD {Direstor of
Staff Development] and DON [Director of
Mursing} will attend...next resident counc|
meeting to discuss resojutions and wilt inservice
staff o answer call lights on timely manners {sic}."
Minuies were signed by the Chairman and
Aciivities Supervisor and stamped as reviewed by
the Administrator on 8/15/15.

The 10/6/15 "Resident Council Minutes Report -
Old Business” reflected, "Call Lights from Day
shift - Impsoved, PM shiftyNOC Shift (100, 200,
300, 500} Halls - Call lights takes [sic] 30 - 45
minutes...," "New Business" read, "DON and
DSD invited by President of the resident council
to discuss call lights...D5SD wil be hate this
coming Friday 10-16-15 and meet Nurses and
CNAs to discuss PM and noc shit call fights and
will follow up with resident [sic] after that date."

During the suivey Group Interview, begun at
10:45 a.m., 111415, Confidental Residents
expressed the following continuing concemns

compliance to the Quality
Assurance Committee for
recommendations.

'ORM CMS-2687(02-0%) Previous Versians Obsolele
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| they felt acceptable,

.| Light" policy reflected, “Answer the resident's call |
light as soon as possible...Turn off the signal lght.

regarding staff response to call lights:

7 of 8 Confidential Residents indicated that CNAs
did not realize the urgency of answering call lights
in timely fashion; Confideniial Resident D stated
lights were not answered quickly enough to get
residents to commodes or fo the bathroom in
time to prevent incidents of soiling,

Residents had to lie in wet briefs for longer than

Call lights "frequently" nof responded to for over
30 minutes, with Confidential Residents D, J and
M reporting usual response times of 30 - 46
minutes,

Confidential Resident J stated call lights tugned
on during shift changes were responded to by
staff who tumed them off, indicated they would
return "after rounds” or ofher tasks, then did not
return,

Confidential Resident J also indicated night shift
call lights remainad unanswered sufficiently fong
enough that activating residents fell back asleep;
responding staff then tured off lights without
inquiring about resident needs,

Staff sometimes “"rude” to or “short” with residents
when answering call lights,

Fear of retribution if call light response concerns
ware voiced to staff.

Review of the facility's 9/03 "Answering the Call

ldentify yourseif and calt the resident by his/her
name...Listen to the resident's requast. Do what
the resident asks of you, if permitted...."

Inan 11:05 am., 11/6/15 interview, the facliity
Administrator acknowledged that call light
response {me had been a resident issue, but
noted the situation had been "improved.”

Vi
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changed.

" This failure caused emolional distress fo these

A resident has the right to receive notice befors
the resident's room of roormmate In the facility Is

This REQUIREMENT Is not met as evidenced
by:

Based on interview and decument review, the
facility failad to give notice prier.to room change
for 6 of 24 sampled residents, (Residents 1, 4, §,
11, 12 and 15).

residents.

Findings:

Review of the facifity's palicy "Room to Room
Transfers", revised 4/07, indicated, "A resident
wlll be provided with an advance notice of the
room transfer. Such notide will include the
reason(s) why the mave is recommended...Prior
to the room transfer, the resident, his or her
roormmate {if any) and the resident's
representative will be provided with information
concerning tha declsion to move...Documentation
of the room lransfer is recorded in the rasident's
medical record.”

This policy was underscored during the 8/11/15
Resident Counclt meeting. Minutes reflected
review of varlous resident rights, including, "The
faciiity will notify you and interesied family
member of & room of roommate change.”

1, Resident 1's megical history inciuded
diagnases of vascular dementia (brain damage

“her current room/roommate.

Resident 1 1s deemed
incapable; tire Responsible
Party (RP) is satisfied with
the current room/roommate,

Resident 4 is deemed capable
and has no concerns about
her current room and '
roommate.

Resident 5 is deemed capable
and has no concemns about

Resident 11 is deemed
incapable and his RP has no
concerns about his current
room/roommate.

Resident 12 is deemed
capable and she has no
concerns about her current
room/roomimate.

Resident 15 was discharged
from the facility on 11/18/15.

'0RM CMS-2567(02-09) Pravious Yersions Obsolele
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from impairad blood flow which may cause
fmpaired reasoning, planning, judgment, memory
or other thought processes), anxiety and major
depressive disorders.

Resident 1's medical record (MR) ravealad her
room had been changed 6 times {4/20/14, 7/7/14,
12/26/14, 1123715, 5/28/15 and 6/3115] since her
initial admission in 4/14, excluding reom changes
resulting from returns from acute care hosgital
admissions. Revisw of her MR refiected room
change notification docurnentation for only 1 of
the & moves on 7/7/14.

2. According to the Minimum Data Set {(MDS- a
resident assessment tool}, dated 4/3/15, Resident
4 was cognitively intact with a Brief Interview for
Mental Status score (BIMS, & test score of 15
indicates resident is cognitively intact) of 15.

Arecord review revealed Resident 4 had roem -
changes 6 times [4/28/45, 5/1/15, 5/28/15, 6/2/15,
£/12/15 and 11/6/15] since her 4/15 admission,
exciuding roorm changes after readmissions, Her
MR contained room change notifications for only
2 of the moves on 4/28/15 and 11/6/15.

[n an interview on 11/6/2015 at 1:30 p.m.,,
Resident 4 stated she had not requested any of
her room changes. She stated the facility had
nofifled her prior to room change only the first and
last times.

Resident 4 stated she was never given fhe
opportunily fo see the new rooms or meet
potential new reommates prior to the room
shanges. She stated sne was notified of the room
changes only after the moves had already been
initiated.

. resident that have the

For all current and future

potential to be affected by
this deficient practice, the
Director of Social Services
(DSS) in serviced his
assistant and the admission
team on 11/24/15 regarding
notification and
documentation of toom
moves,

When a resident or facility
plans on a room change, the
social service department will
meet with the resident or
communicate via telephone
with the RP regarding the
room change prior to any
roorn moves and show the
resident/RP the room
available if requested. Once a
room has been agreed upon,
they will be orientated to the
new room/roommate, The
SSD or designee will create
an observation as
documentation to notate the
room notification.

‘DR CMS-2567(02-95) Previous Versions Obsaleta

Event [D:MRD111

Facllity [D: CAG30000105

If confinuation sheet Page 8 of 24



" DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEOICARE & MEDICAID SERVICES

PRINTED: 11/18/2015
FORM APPROVED
OMBNO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION [X31 DATE SURVEY
AND FLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
056410 B, WING 41/06/2015

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, $TATE, ZiP CODE
3529 WALNUT AVENUE

WHITNEY OAKS CARE CENTER
CARMICHAEL, CA 95608
1%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o} PROVIDER'S PLAN OF CORRECTION {5}
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY QR L5C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE . DATE
DEFICIENCY)
. pl-24-15
F 247 | Conlinued From page 8 F247|  Each week time’s 4 weeks,

In an interview on 11/6/2015 at 2:00 p.m.,

Resident 4 recalled one mave in which she was
awakened as her Certifled Nurse Assistant {CNA)
was carrying her belongings out of her room,
When the resident asked what the CNAwas
doing, she was told that she was changing

rooms. When Resident 4 asked why, she was not
given an answer and her bed was pushed into her
new room. '

3. According to an MDS dated 8/21/15, Resident
5 had a BIMS score of 15, A record review
revealed Resident & had 4 room changes
[8/27/13, 3M10/14, 12/8/14 and 5{12/15] since her
9/13 admission, excluding room changes after
readmissions. Her MR contained room change
notifications for only 1 of the 4 moves on 3/10/14.

Resident 5 indicated she requested most of her’
room changes, but the facility had notifled her
prior to room changes only ence; the rasident
stated she was ndfified of that room changes
while In the process of being movad. Resldent 6
stated she was never given the opperiunity to ses
the new room or meet her new roormmate in
advance of the moves. .

4. According to an MDS dated 8/17/15, Resident
11 had a BIMS score of 14, Arecord feview
reveated Resident 11 had room changes 5 fimes
(118114, 12012014, 12131114, 5/13/15 and
5/14/15} since admission in 1/14, excluding raom
changes after readmissions, His MR contained
room change notifications for oniy 1 of the b
moves on 12/1214,

5, According to an MDS dated 10/7/15, Resident
12 had a BIMS score of 11. Arecord review

“Any discrepancies will be

and monthly thereafter, the
Medical Records Director
(MRD) or destgnee will audit
a list of residents that have
had room changes and ensure
there is room change
notification on the resident
record.

reported to the SSD for
correction, and corrected
copies returned to MRD.

The S5D will report any non-
compliance to the Quality
Assurance Committee for
recommendations
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Continued From page 9

revealed Resident 12's room had been changed
4 times [7/1814, 3/2/15, 5/28/15, and 6/3/15)
since her admission in 2/14, exciuding room
changes after readmissions. Her MR caniained
no roam change nolifications.

[n an intenview on 14/6/2015 at 2:15 p.m.,
Resldent 12 stated she did not temember being
told of room changes,

6. A facility provided Roster Sample Mabix did not
indicate Residant 15 had cognitive impairment, A
record review revealed Resident 15 had one
room change [9/30/15] since his 9/15 admission,
excluding room changes after readmissions. His
MR did not Inciude a room change notification.

in an interview on 11/6/20%5 at 3:30 p.m.,
Resident 15 stated he had not requested a room
change and denizd the facility had nofified him
prior to the room change. Resident 15 stated he
was not given an opportunity fo see the hew room
not meet his new roommate prior to the froom
change.

483.15(h){1)
SAFE/CLEAN/COMFCRTABLE/HOMELIKE
ENVIRONMENT

The facifity must provide a safe, clean,
comfortablz and homelike environment, allowing
the resident to use his or her persenal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on observaticn, interview and record
review, the facilify failed to provide and maintain a

F 247

Fesal  F-252

11/5/15

Resident 13 was provided
with a new television on

For all current and future
resident that have the

N-26- )5
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in an interview with the Director of Nursing (DON)

hometike environment with use of resident's
personal belongings when Resident 13's
television had major sereen damage and was not
replaced or repaired. This failure had the potential
to cause psychosocial discomfort and
compremise the resident's ability to reach or
maintain his highest fevel of practicable
well-being:

Findings:

1. On 11/4/15 at 7:52 a.m,, Rasident 13's flat
screen television in his room was observed fo
have muitiple large cracks and over haif the
screen was black, The only visible and functicnal
portion of the screen was a small section in the
right jower corner.

on 11/4/15 at 3:20 p.m.; she stated the felevision
was "broken" and was unsure "how it happened.”
The DON explained the television was removed
from Resident 13's room with permission.
Resident 13's responsible parly was alse notified.
The DON further siated the facility would probably
be financially responsible to replace the
tetevision,

In an interview with the Social Services Director
(88D) on 11/5/18 at 2:40 p.m., he staled he was
unsuie of how the television was damaged or
how long it had been damaged. The S50 further
stated the television was Resident 13's personal
possessian and was not broken when brought to
the facility.

On 11/6/15 and 9:30 a.m., a review of the
maintenance log kept at nursing station 2 did not
indicate an enlry for a broken television.

. least 3 times a week and

this deficient practice, the
DSD in serviced the staff on
11/25/15 to report and
document any broken
equipment in the
maintenance log.

The maintenance supervisor
(MS) or his designee will
review the maintenance log at

replace/repair equipment as
needed,

The MS or designee will do
environmental rounds weekly
times 4 weeks and monthiy
thereafter tc inspect
equipment and foilow
through as needed,

The MS will report any non-
cempliance to the Quality
Assurance Committee for
recommendations
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Additionally, Resident 13's clinical record kept at
nursing station 2 indicated walching television
| was frequently marked as an activity of choice, F 328
F 328 | 483.25(k} TREATMENT/CARE FOR SPECIAL F 328 32
58=0 | NEEDS

_ | Tracheal suctioning;

The facility must ensure that residents receive
proper treatment and care for the following
special services:

injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or llsostomy care;
Tracheostomy care,

Respiratory care;
Feot care; and
Prastheses.

This REQUIREMENT is not met as evidenced
by: _

Based an observatian, staff interview, and facility
policy review, the facility faffed to ensure oxygen
administration fubing was changed timely when
nine days elapsed since it had been changed for
Randam Resident A {RR A). This failure had the
potential fo cause an infection or ilness in RR A.

Findings;

in a concusrent observation and inferview with LN
1 on 11/3116 at &35 a.m., RR A's oxygen tubing
was dated 10/28/14 with black marker. LN 1
confirmed the written date as 10/26/15. LN 1
stated cxygen tubing was to be changed on
Sundays by night shift staff. LN 1 also stated that
ti:bing was lo be changed every seven days,

Radom resident A was
discharged home on 11/3/15.

For all current and future
residents that have the
potential to be affected by
this deficient practice, the
DSD in serviced the Licensed
Nurses (LN) on 11/25/15
regarding changing oxygen
tubing on a weekly basis.

Once a week, the night shift
LN will change the oxygen
tubing label/bag it by the
resident bedside.

Weekly times 4 weeks and
monthly thereafter, the
central supply designee will
do rounds to verify that
tubing is labeled accordingly.

IS
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CoTREESE . Audits will be provided to the
The facility policy tited 'Oxygen Administration”; DON 1o follow as needed.
revised Cclober 2014, Indicated under seclion
"Care of Equipment", "...1, Change tubing every )
week. " The DON will report any
F 371 483.35(i} FOOD PROCURE,. F371} non-compliance to the

55=E | STORE/PREPARE/SERVE - SANITARY

The facltity must -

authoritles; and :

under sanitary conditions

by:

clean and sanitary manner when food

Findings:

dishwashing machina was inspected.
explained the process of how the dirty

{1) Procure food from sources approved of
considerad satisfactory by Federal, State or local

(2) Store, prepare, distribute and serve food

This REQUIREMENT is not met as evidenced

Based on observations and sta interviews the
facliity falled to maintain thelr dish racks in a

heavy water deposits were noted on and
surrounding most of the dish racks. This failure
had the potential of contaminating clean dishes
which cama in contact with residents' food and
creating = food safefy hazard for many residents,

During a tour of the kKitshen, conducted on
11/4/2015 al 7:30 a.m., accompanied by tha
facility's Dietary Supervisors (D51 & DS2), the

moved through the dishwashing machine, then
how the clean dishes were remaved and placed

debris and

D52
dishes

removed.

Quality Assurance
Comimittee for
recommendations.

F-371

The dish racks were power
washed on 11/5/15 and food
debris/hard water deposits

The Registered Dietician
(RD) in serviced the dietary
department staff on proper
washing of the dish racks on
11/25/15.

The Dietary manager (DM)
has created a schedule to
have the dish racks power
washed on a weekly basis by
the dietary staff
(dishwashers).
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F 371 Con:m;t‘ethronl: page 13 F3M|  The RD will inspect the dish
on the dish racks. racks on a weekly basis times
When the dish racks were inspected, they were 4 weeks then monthly
dirty, stained and unsanitary. The stack of dish thereafter to ensure the dish
racks centalned stuck-on food debrls, and what racks are cleaned and follow
DS2 described as, "hard water deposits." When
guestloned as to how often the dish racks were up as needed.
cleaned, DS1 & DS2 concurred that crrently, A .
they do not have a cleaning schedule, but would The RD will report any non-
be power-washed. compliance to the Quality
' . Assurance Commi :
On 11/5/2015 at 4:15 p.m., abrief walk-through of d o_mm tee for
the kitchen was conducied to follow-up on recommendations.
previous obsarvations that were made,
Accompanied by DSY, the dish racks were
inspected gain. Upon obiservation, they stilt had
not been power-washed or sanitized and
contained food debris and "hard water deposiis."
This obiservation showed that fhe facility had not
yet worked o ways to sanitize or eliminate food
debris/contaminants from the dish racks. F-425
F 425 483.60(a),{b) PHARMACEUTICAL 3VC - F 425
ss=0 | ACCURATE FROCEDURES, RPH .
1. The facility was able to
The facility must provide routine and emergency account for the missing
drugs and biclogicals to ifs residents, or obtain Ceftriaxone from the
them under an agraement descrited in .
B483.75(h) of this part. The faciity may permit emergency drug kit on
unlicensed personnel to administer drugs if State 11/4/15 and notlﬁcatl_on
law permits, but only under the general given to the pharmacist.
supervision of a licensed nuyse.
A faclilty must provide pharmaceutical services The DON in serviced the
(including procedures that assure the accurale licensed nurses on 11/25/15
acquiring, receiving, dispensing, and :
administering of all drugs and biologicals) to meet
the needs of each resident.
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The facility must employ or obtain the servicas of
a fleensed pharmacist who provides consultation
on ali aspects of the provision of pharmacy
services in lhe facility.

This REQUIREMENT is nof.met as evidenced
by '

2. During on observation on 11/3/16 at 12:07
p.m. in the medicatlon room at nursing station 1,
the smergency madication kit (E Kit} sunply
description indicated three vials of ceftriaxone (an
antibiotic to treat infections) were fo be stocked,
During a concurrent observation and interview
with the Assistant Direclor of Nursing (ADON),
only 1 vial of caftriaxone was present in the E Kit
- supply. Only ane record was found inside the E
Kit. Additionally only 1 entry was noted in the
emergency medication administration log to
accouat for  vial of ceftrlaxone that was used on
10/30/15 at 14:30 (2:30 p.m.). The ADON
confirmed 1 vial was removed from the E Kit and
1 vial was not accounted for in the leg or within
the E Kit.

The facility policy titlad "Emergency Medications",
revisad April 2014, indicated "... 8, Any
medication that is removed from the emergency
kit must be documented on the emergency
medication administration log...".

on use and docurnentation of
medication from the
emergency kit.

Once the nurse receives
orders to give a medication
and remove injtial dose from
the emergency kit, the nurse
will document in the
emergency log; the name of
the resident and dosage used.

The Assistant Director of
Nursing (ADON) will check
the use of the emergency kit
and compare against the
emergency drug log 3 times a
week times 3 weeks and
weekly thereafter to ensure
proper documentatior.

Any discrepancies will be
presented to the DON for
follow up as needed,

The DON will report any
non-compliance to the .
Quality Assurance
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implement procedures for safe medication

Based on cbservation, interview and document
review, the Skifled Nursing Faciiity (SNF) falled to

decumentation when:

4. An admission medicafion order for 1 of 24
sampled residents (Resident 4) was incorreclly
transcribed, and

2. Medication removed from the emergency
medication kit {E Kit) was not documented on the
emergzancy medication administration log.

These faflures had the potentiai for:

1. Resident 4 to have received 1000 times the
ordered dose of a medication, and

2, Amedication to not be available for a resident
in an emergency situation. '

Findings:

1, Resident 4's medical record review revealed
an order for "Levothyroxine tablet (a thyrold
hormone repfacement), 150 meg {micrograms, a
unit of measure), amount 150 MG (milligrams, a
unit of measure), orally QDNOFD (every day
except on Friday). ”

150 mcg equals 0.15 mg when converted; 150
mg is 1000 Hmes more than 150 mag.

Review of Residant 4's etectronic Medication
Administration Record (eMAR) revealed the

recommendations,

2. The levothyroxine order
transcription error was
corrected on 11/5/15.

For all current and future
residents that have the
potential error to be affected
by this deficient practice, the
DON in serviced the licensed
nurses on 11/25/15 to ensure
they read the entire
medication order and if any
discrepancies are noted to
notify M} and correct as
needed.

Medical records staff
reviewed the medication
orders and clarified any
discrepancies.

Upon admission of new
patients, or changes in
medication orders, the Unit
clerk will input the orders in
the electronic system.
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same order.

During an 8:30 a.m., 11/05/15 interview, Licensed
Nurse 2 (LN 2} slaled she did riot nolice that the
physician order indicated an amount 1000 imes
the standard dose for levothyroxine. LN 2 stated
that when she had questions about a medication
order, she verified the eMAR order with.the mast
recent physician order,

A coneurrent observation of the fevothyroxine in
the rasident's medication drawer reflected small,
biug 150 mcg tablets.

Review of the medical record revealed an eriginal
3/27/15 SNF physician admission order, written in
the acule care hospital discharging Resident 4 to
{he SNF, which read "Levothyroxine (Synthroid),
150 meg tab, oral QDayNOFD; 150 meg = 0.16
my; take on empty stemach.” When initially
transcribed by the SNF, however, the order was
wiltten as "$50 meg = 150 MG;" on 5/07/15 and
8/21/15, the order was renewad as franscribed.
eMARs throughout her stay reflacted the incarrect
MG dosage.

During an 835 a.m., 41/6/15 interview, Resident
4 indicated she'd received "anly one smali biue
plil" (fevothyroxing) that morning and previous
mornings. Resident 4 confirmed she has never
received more than one blue pill at a time,

During a 3:30 p.m., 14/6/15 interview, the Director
of Nursing {DON) stated admission orders were
transcrived and entered into the electronic
medical record by the unit secretary or the charge
nursa. Perihe facifity's 12/13 "Physician
Medication Orders" poficy, "The Licensed Nurse
wiil verify or note order electronically by electrenic

The Licensed nurses will then
compare and verify the
orders by comparing the
order input in the system
verses the original orders and
make any necessary
corrections.

Medical records staff will
audit new orders input
weekly times 4 weeks then
monthly thereafter. Any
discrepancies noted will be
given to the DON for follow

_up.

The pharmacist will review
residents’ medication
regimen monthly and final
report given to the DON for
foliow up.

The DON will report any
non-compliance to the
Quality Assurance
Committee for
recommendations,
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The DON Indicated the medication order was
then recelved electronically by the dispensing
phartnacy. If thers was a question or concern
regarding the order, the pharmacy faxed or called
the facility to verify the order..

The DON stated that when orders were renewed,
exlsting orders autopopulated so that only the
date change had o be entered. Afler review, the
physician signed or electronically signed the
renewal.

During a phone interview with the SNF's
consulling pharmacist (CP}, she verified the
admission order entry procedure. She stated that
if the dispensing pharmacist had an order
concern after discussing it wih a licensed nurse,
the dispensing pharmacist contacted the CP; the
CP would then disguss the order with the
physician, ’

The CP visited the SNF monthly for 6 days and
reviewed every patient's medication orders for
accuracy and appropriateness; GP
recommendations were then documented in the
electronic medical record system and concerns
reported fc the DON. Monthly reviews of
Resident 4's medication regimen by CP from 4/15
through 10/15 failed to note the levothyroxine
order discrepancy,

In a 10:30 a.m., 11105115 interview, the DON
stated the medication order had been changed {c
reflect the correct dosage of 150 meg. She also
verlfied tha resident had noi received any
incarrect doses. In addition, the nurse practitioner
ordered a laboratory test for 11/6/15 to check

F 425

W-26é -
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Resident 4's thyroid hormona level. F-441
F 441 | 483.55 INFECTION CONTRQL, PREVENT F 444
gg=n | SPREAD, LINENS

The facility mustestablish and maintain an
Infection Control Program designed fo provida a
safe, sanitary and comfortable environment and
to help pravent the development and kransmission
of disease and infection.

(a) infzction Controi Program

The facility must establish an infection Control
Program under which it -

(1} Investigates, centrols; and prevents infections-
in the facility;

{2) Decldes what pracedures, such as isolation,
should be applied to an individual resident; and
(3)-Maintains a recerd of incidents and corrective
actions refated to infections.

{b) Preveniing Spread of Infection

(1) When the Infection Contro! Program
determines thal a resident needs isolation to
prevent the spread of infection, the facility must
isolate the residant.

{2} The faclity must prohibit employees with a
communicable disease or infected skin leslons
from direct contact with residents or their food, if
diract contact will transimit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is Indicated by accepted
professional praclice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection,

~ While handling resident food,

C.N.A 1 was in serviced by
the DSD on 11/3/15 on food
handling.

For all current and future
residents that have the
potential to be affected by
this deficient practice, the
DSD in serviced the stalf on
proper food handling on
11/25/15. '

the staff will have a barrier
between the food and their
hands.

The DSD will perform
rounds 3 times a week times
4 week, and weekly
thereafter to ensure the food
handling policy is followed
accordingly. :
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pag F The DSD will report any

This REQUIREMENT s nct met as evidenced
by:

Based on observaticn, staff inferview and facilily
document review, the facliity falled to maintain
safe food handling technique while feeding
Resldent 12,

This faflure had the potential to transmit disease
and cause infection in a poputation whose
immunity may be compromised.

Find'mgé:

During the Initial Tour of the facility on 11/3/15 at
1:20 p.m,, Certified Nurse Assistant 1 {CNA 1)
was setting up the lunch tray-for Resident 12, As
the surveyor walked into the resident's room,
CNA 1 was observed holding Resident 12's
cheese sandwich with her bare hands, CNA 1
commented to Resident 12, "1t is vary hot" and
put the sandwich down an the plae. She then
picked up the sandwich again with her bare
hands and again repeated, "It is very hot" while
dividing the sandwich with her hands and handing
a piece fo Resident 12.

In a concurrent interview when CNA 1 was asked
if she shouid be handling the resident’s food with
her bare hands, she responded that she had
washed her hands. When she was further asked ,
what was the expected practice, she responded {
that she shoutd have worn gloves,

During an interview with the Director of Staff
Development on 11/6/15 at 8:10 a.m., she was
asked ahaut her expeclation of staff handling

non-compliance to the
Quality Assurance
Committee for
recommendations.
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F 4411 Continued From page 20 F 441 ‘
residents food with bare hands when assisting
them. She concurred that staff should wear
gloves when directly handling resident foad.
During a review of the facility's 2012 "Assistance
with Meals" poficy, it stipulated, "Employees
assisting rasidents during meals and handling
food will practice safe food handling techniques
by ensuring that food materials are not handied
with bare hands...."
F 465 | 483.70(h) ' : F485|  W.465
5s=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL

E ENVIRON

The facilitytmust provide a safe, fur;ctionai,
sanitary, and comfortable environment for
residents, staff and the public,

This REQUIREMENT is not met as evidenced
by: _

Based on observation, staff interview, and
document review, the facility failed to maintain a
safg, functional, clean and homelike envircnment
for residents, staff and visitors when there was;

1. Uneven flooring in foom 207,

2. Achipped and broken window sill in room 110,
3, An overbed tabie with chipped and missing
laminate in room 208 B, '

4, A chipped and scraped bathroom daor in raom
100, and an

5. Unsanltary chair in room 106 A,

These failures had the potential to decrease the
homelike experience for residents and incraase
the patentlal for Injury for residents, siaff and
visitors.

1. The uneven floors were
replaced on 11/10/15.

2. The window siil was
replaced on 11/9/15.

3. The overhead table was
replaced on 11/10/15.

4. The parts to fix the
bathroom door were ordered
on 11/23/15.

5. The unsanitary chair was
removed from room 106 and
a new chair was provided on
11/6/15.

ORM CMS-2567(02-99) Previous Verslans Obsolele

Evenl 12:MND111

Facilty I0: CAG30000105

If conlinuaticn sheat Page 21 of 24



a

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

PRINTED: 1i18/2015
FORM AFPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES [X1) PROVIDER/SUPRLIER/CLIA {42} MUCTIPLE CONSTRUCTION [¥3 DATE SURVEY
AND PLAN OF CORRECTION |DENTIFICATION NUMBER; A BUILDING COMPLETED
: . 0564180 B. WING . 1110612015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
' 3529 WALNUT AVENUE
WHITNEY OAKS CARE CENTER
CARMICHAEL, CA 95608
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORRECTIGN X5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROS5-REFERENCEQ TO THE APPROPRIATE DATE
DEFICIENCY)
W -2&-1
F 465 | Continued From page 21 F465] The staffs were in serviced
o by the DSD on 11/25/15 to
Findings:

1. Buring the Environmnental Tour with the
Maintenance Supervisor {MS) on 11/4/15 at 11,30
a.m,, uneven flooring was cbserved in room 207,
The resident in 207 B commented that the
uneven fiooring, the resuft of a crack, caused her
wheelchair to become caught in the crevice and
fed Certified Nurse Assistants (CNAs} to trip at
night, :

During a concurrent interview with tha MS, he
stated the crack was caused by a tree-raot in the
patio outside the residents' room. He said he had
piaced yellow tape over the crack to decrease the
potentiat for tripping; however, the tape was nat

was uneven. The crack measured 80 inches in
length and extedrded from the middle of the
resldents’ room to thelr bathyoom door.

2. During the Initial Tour of thé facility on 11/3/18
at §:45 am., the window sill in room 110 was
observed to be scraped and chipped.

in an interview on 11/4/18 at 11 a.m., the MS
stated, "We knew about {the condition of the
window sill], ordered the materials and have
been waliing for them.” However, the MS was
unable to provide doctimentation that repalr
materials had been ordered.

3, During a faliow-up of the Initial Tour an 1174115
at 11:30 am., an overbed table in 208 B was
obsarved fo be chipped, with splinterad edges
and exposed materials,

In a concurrant interview with the MS, he

observed over the crack during the tour and floor |-

* the MS on [1/24/15 to

-therealter to inspect

report and document in the

maintenance log equipment
noted to be broken or worn
out.

The maintenance supervisor
(MS) or his designee will
review the maintenance log at
least 3 times a week and
replace/repair cquipinent as
needed.

The administrator in serviced

perform rounds and inspect
equipment and make any
niecessary repairs.

The MS or designee will do
environmental rounds weekly
times 4 weeks and mouthly

equipment and follow
through as needed.
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€5pon at a new ianle was ne : .
:cuo?n n S Needed forine compliance to the Quality

" Assurance Committee for
4, During the Initial Tour on 11/3/15 at 7:30 a.m., recommendations

Ine lower 1/4 of the bathroom door In roorm 100
was observed 10 be scraped and chippad

During an interview on 114115 at 11:30 a.m., the
MS commented, "It is ugly, We are going fo
replace the door, It may be from the wheelchairs.”

5. During the Iniial Tour of the facilily at 11:40
a.m., 1173115, & very dirty cloth-covered foiding
chair was observed in rcom 106 A, near the head
of the bed.

During a conctrrent interview, the MS
commented, "It needs {o be washed. Ifis vary
dirty, The CNAs should have let the maintenance
staff know and put a request in the Maintenance
Log at tha nurse's station." No request was
observed In the nursing station maintenance leg
book,

In a concurrent interview with CNA 2 who was
assigned to the resident, she commented that
"The chair looks oid and dirty. [t should have

been taken to Maintenance te get it washed."

During review of the facility's 2603 policy and
procedure fifled "Maintenance Service," it
stipulzted, "Maintalning the building in good
repair,..mainfenance log will be availabie at beth
the nursas [stations] to document ancmalies.”

During an Interview with Director of Staff
Development on 11/4/15 at 8:30 a.m,, she
indicated that during staff erlentation, employees
were instructed to wrlte any needed repairs in the
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rnaintenance log/and or communicate them to the
Charge Nurse if the situation was serious and
requied immediate aftention.
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The following reflects the finidngs of the California CORRECTIONS
Department af Public Haalth during a
Recertificalion survey. “This plan of correction is
R b ¢ Publ | prepared as part of the
epraseniing he Depariment of Publle Health: quality assurance process
HFEN, 20617/1958 ' .
HFEN, 35598/2004 for the provider, This plan
. of correction and any
A 246 T22 DIVE CH3 ART 3-72344(a) Dislelic A 345 attached documients are
| Sarvice--Equipment and Supplies prepared with substantial
lianc ivi .
(#) Equipment of the type and in the amaunt re n_"e u pop i]?rmleged
necessary for the propar preparation, serving and peer review information
storing of faad and for praper dishwashing shall and/or reports and as such
ba provided and meintatned in goud working are protected fram
order, diSCOVEl'y."
_ ‘ " “This plan of correction is '
This Statute is not met as evidenced by prepared, submitted and/or
Based on obsarvations, document review, stalf executed solely because it is
and pafient Interviews, the Tachity falled to provide : TN
sufflclent equipment and supplies for petlents' required byllou.ll, “at'?
use to meat their dining needs. On different days and/or federal regulations,
of the survey, the faclity ran qut of sliverware and codes, and or guidelines.
B ounce {0z} bowls and falled ta provide pallants As this transmission is
with the propar eating utenslis, Patients who s .
were unable to cut and/or easily consume thair required by law, it is not a
meals were ai fisk for nulritional deflzit. waiver of the provisions
within applicable laws and
This was a great inconvenience to patients who regulations or anry ather
were Unatle to cut thelr food and/or easlly .
consume (hair meal, codes, statufes ox
regulations.”
Findings:
During the laltlat tour of the faclity, conducted on
114312015 at 7:30 a.m., Patients 4, § and Random
Patlent G, complained abnut ihe utensﬂs they
ware gIVan turing breakfast, All three patients '
Teeneing and Carmcation Divialon -
AGORATORY DRECTOR'S OR PROVDER/SUPFYER REPAESETATIVEGEIONATURE T'ﬁ{\/ 8} DATE
’ { / ' I = ly~te -

3TATE FORM
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£2345| Continued Fram page 1 A5 A 345
hac a table spoon in place of & teaspoon, and & : [A=2f+ 1%
butter spreader in place of a knils, Patlents Titbar 7
cormplalnad not belng able (o cut thelr waties with gg‘" .g“cﬂ]‘ty I’T““"hmd the
a bulter spreader and expressed having difficult z bowls. They were
sating thelr yogurt and cereal with & large table delivered on 11/10/15.

gpoon rather than a teaspoon. The patlents also
shared that they wers not servad coffee with Lheir

breakfast that motning hecaiise there were nat .The facility had extra silver

ehough claan ceffas cups in the kitchen, ' ware in stock. They were
On 11/0415 at 7:20 a.n1., accompanied by the pulled and added to current
fachity's distary supetvisor (DS 1), the breakfast tnventory on 11/3/13.

fray lIne was observed. The hot careal, which
consisted of cream of wheat, was balng served

| Bz, bowls: Howeer, befora sl the patentrays | | - The registered Dietician (RD)
had baen served, tha facility ran out of bowls and | - in serviced the dietary staff
stoppad the tray [ine to seerch for more bowla. on 11/25/135 to notify her ar

Singa none were found, they began eerving the

hot careal in 2 separate servings, in two 4 oz i designee if shortage of

howig, supply/equipment is noted. '
Whelin 05 { was asked aboutfthair supply of The Dietary manager

bowls, ha repliad that many of thelr bowls were ' '

dirly and had not bean washed. But, when D 1 P farfonned an inveniory of

and the diglician were later questionet If they had dictary supplies/equipment

enough supply of bowla and sliverwars, thay on 11710135 and added

acknowledged that they were short on sdme suppHes as needed.

supplles and would have te bring out irnare
silverwara from thelr stock, and purchage mare 8 _ ,
az. bowls. P The RD or designee will

perform routine inventory,

for 9711418, cohduetdd on 11135, showed that ol
pallents hee complained in Septamber, that ha Pe ordered end added to
faclity ditl not heve erough slverwars for al the uventory.

palignts. So, the Resldant's Councll suggested
that the fachity obtain mare sllverware. The
Diglary Dapariment wag mads aware of the
patients' complaints and pratniasd they would
ragolva the ssue by mastling thel requests,
Thalr plan of action was {0 obtain more

Teensing and Carfication Division
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Cunllnue§ From pege 2 ~ The RD will report any non- ]
sllverware, compliance to the Quality | €-26
On Novernber 3, 2015, two months aftar the. Assurance Committee for
patients hed inttizlty complalned to the faciity of recomnendations.
the shertages of kitchen supplies, they still did not
hava enough teaspoons or mugs to serve coffes,
and patlenis wers #tlil belng given a butter
spreadar n place of a knlfe, Thisconfinued |
| shortage of supplles demansiraled thel the faciily
did nat make an effart to accommodate and meet
all patients' distary needs. -
A438) T22 OIVE CH3 ART3-72377(D)(2) A48 A-438

Phartnaceutioal Bervcs—~Equinment and Supplla

() Emergency supplles a5 approved by patlent
care polley comraitiee or pharmaceutical service

-| committae shall be readlly avallable to sach

nursing stallon. Emdrgency drug supplies sheall
mest the following requirements:

(2) The smergency drug supply shall ba stored In
4 portable contalner which is sesled in such a
manner thal the tamper-proof seal must ba
broken to oein accass {o the drugs. The director
of nurslrig seivice or charge nursa shalt natlfy the
pharmaoiat when drugs have besh used from-the

emergancy kit or when the seal has been broken.

Drugs used from tha kit shall be replaced within
72 hours and ths supply resealud by the
pharmaclst.

This Statule Is not met as evidancad by:

Basad on cbservation and steff interview, the
faclity failed to enstire smergency medication
supplies were replaced withitt 72 hours which had
(he potenlisl to cause patlents to not receive
neceasary madleations in a iife threatening
gltuation or cause a delay in freatmet.

" is apened, they are to notify

The emergency drug kits
were replaced on 11/3/15,

The Director of Staff
development in serviced the
licensed nurses on 11/25/15
to ensure that once a drug kit

the pharmacy and request for
the kit to be replaced.

The Assistant Ditector of
nurses will check for e kit use
at lenst 3 timey a week. If the
kit is opened and medication
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A428| Continued Fram pege 3 A 43 removed, they will contact ‘ A
the pharmasy and request for | U

Findings: a replacement.

| During an observation on 11/3116 at 12:07 p.m., T
the Emergency Madication it (E Kit) at ntiralng The Director of nurses will
station medication room number 1 wes observed. perform routine random
to heve had nine documents indicating nine checks of the emergency kit
medlcations were remaved from the kit. In & and ensure they ave ordeted
concurren inferview and observation with the 'a coordingl
Assisiant Dirsctor of Nursing (ADON), she COraingly.
carfirmed nine medicaticns had been
documented as rergc?gec! The first madication The DON will report any
removed from the E Kit was lnrazepam {a . i
imedication used to keat anxisty) on 10/24/16 af aon ;-:Dnglmnme o th.E
1800 (7:00 pm.). The ADON stated the Quality Assurance ~
medication shouid have been repleced by Cormmuttee for.
10/27M 8. Tha ARON confiimead 10 days had recommendations.
glapzad since the medications ware tu be ‘
replacad by pharmacy.
During = concurrent abservation and Inteiview

[ with 1N 3 2t noralng slation medication room 2 on

{ 1173116 at 1246 p.rm,, the E Kit had medication
firsf removed oh 10/30/45, LN 3 stated that
medlcation should have been replucad by
11218, LN ¥ confirmed 1 day had elapsed aince
the medicallons were to be raplaced by the
pharmacy.
During an interview with the consultant
pharmaclston 11/3/15 at approximately 3:00
p.m., she stated the sxpectation was for nurses
lo calt the pharracy far E Kit medicatlon
teplacemant "immadiataly”, She further statad
medication was typically raplaced wilhin 24 haura,
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