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F OG0 L INITIAL COMMENTS F OG0! The signing of this plan of correction is aot
an admission or agreement by this facility of
The following refiects the findings of the the truth of the facts alleged on this
Depatiment of Public Health during & staternent of deficiency and plan of
Recertification survey. correction. In fack, this plan of correction is
subimitted exclusively to comply with state
Representing the Depantment of Public Health: and federal law. 'This plan of correction
serves as the allegation of compliance.
™l o=
Total resident population: 103 > X
X - P
Total regiert sample: 21 z & ©Yn
m X Eer
O — £
Highest Scope and Severity: D 0w von
F 241 | 483.158{2) DIGNITY AND RESPECT OF F 241 ;§ 5 BTE
ss=0 | INDIVIDUALITY Fa1 o xRSeI
How eorrective actions are accomphished: éff ~
: ; b Ly
The facility must promote care for residents in a Afl staff members have been in-servicegpn S
manner and in an environment that maintains or é’ llf"zf on factlity Policy and Procedufor - 33 ¢
enhances each resident's dignity and respect in all Lights. Emphiasis placed on call lights
full recognition of his or her individuality. are (o be answered promptly by any staff
moasber,
This REQUIREMENT is not mat as evidenced I‘;:”f:i;i’*g residents/ares potentially
by affected:
Based on abservation, interview, and record Resident’s requests are to he promptly
review, the facility failed to promate care to communicated 1o appropriate staff member
residents in @ mannar and in an environment that to accommodate the needs of the resident.
maintains each resident's dignity and respent in _ .
full recognition of his or individuality for 2 of 21 Systematic changes to avoid recurrence:
sample residents (19, 20). Resident 19 All staff members are cducated in keeping
complained that & certified nursing assistant the residents call light within the residents
{CNAY during 3-11 shift hid the call Bght, and did
not pusition the call tight within her reach. ;
Resident 20 complained that he had to wait 20 g
: e {X8) DA'TE
o ADUIAGTRATOR. g{f%l?gﬂ_
deterrined that

R e ST
Ary geficiency s:mw;&ﬂﬁfwith g asterisk {*) denotas 2 daficiency which the iestitution may be excusad from sorredting providing i is
othar saloquards provide sufficient protection & the patients. (Ses instructians.) Exeept for nursing homes, (he Bndings stated sbove are disciosable B0 days
folivwing the date of survey whather or not a plan of comection is provided, For musing homes, the above findings and plans of corection are discinosable 14
duys foliowing the date these decummnis are made avaiabie o the faciity. H deficlencies are ollad, an approved plian of correution is requisiie 1 continusd

program periicipatica,
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headache. This deficient practice has the
potential to cause delayed services and not
megting the residents’ needs.

Findings:

1. Buring a Quatlity of Life Assessment Group

interview on 4/6/11, at 10:20 a.m., Resident 18 {1 ]

of 11 regidents in the group interview) was
obgerved sitting in a wheslchair, slert, orientsd
and verbady responsive. The resident compiained
that on two ocoasions, 8 GNA during 3 pom, o 11
p.re. shift hid the call light and she could not
reach &

During snother intendew with the resident on
A2, at 825 a.m., she statend she could not
name ihe ONA, since the CNA was not her
regularly assigned staff, The ONA placed the call
iight i the badside tabla drawer, The resident
statedd she foll uncomtortabie when the call light
was ot of bar reach and was not able in call
when she needed something durning the might.

A review of the clinios! record revesied Resitent
15 was re-admitied 1o the faciity on 2024/08, with
dizgnoses of diabetes meliitus, hypertension,
rheurnakaid arthritis, and hislory of
cerabrovascular sooldent (giroke) with right sids
heminlegis {(paraivsis of one side of e body),
The Minimum Dats Set (MDB - ¢ slandardized
assessment and care planning fool) dated
HBM Y, indicated Resident 18 had no memory
problems, required extensive assistancs in all
activiies of daily iving, and was frequently
incondinent of bowe! and bladder.

(X4} 10 SUMMARY STATEMENT OF DEFICIENCIES LD PROVIDER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL b PREFIX EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-HEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241 Continued From page 1 i F241] reach while in bed and while using the
minutes for staff to answer his call light during the bathroom, Nursing staff alse be re-educated
11-7 shift to request for pain meadication for his on siaff assignments for coverage during

H
£

nurse breaks and lunches.

Moaitor so solutions are sustained:

All statf will manitor with vizaal roands to
insure all cal} lights are answered promptly.
DON, CCC. & DSD will monitor for
compliance, All findings will be discussed
in monthly COQT meeting.
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During an iderview with the 3p.m. o 11 pm
shift Registered Nurse {RN) on 4/11/11, at 3:35
p.m., she stated she mads sure that call lights
werg positioned where residents can reach and
cali lights were answared prompliy.

A review of the facility's policy and procedure on
Calt lights indicatad nursing is 1o assure call ights
gre within the resident's reach when i hisfher
roor or when on the iilet,

2. O 412111, 8t 8:28 a.m., Reskdent 20 was
observed awake in bed, alert, and verbally
responsive. The resident did not speak English,
but using & Licensed Voeational Hurse (LVN) as
an interpreted complained to the Evaluator that
e nurges did not answer the call fighds promptly
during the night The resident stated that during
the night shift {11 p.m. to 7 2.m.} he was calling to
reguest a pain pill for his headache and there was
delay of 20 minuies. The regident siated he felt
bad for not gelling his pain medication on time,

A review of the Admission and Discharge
Summary fem {face sheet) indicated Resident 28
was readmitted to the facility on &/7/10, with
diagnoses that inciuded diabetes meliitus,
hypertension, chronic kidney disease, seizure
disorder, and history of spinal stenosis.

The Minimum Data Assessment Set (MDS -
stardardized assessmert and care planning ool
dated 1/20/41, indicated the rasident was
moderately impaired in cognitive skills with daily
dacision making and required exiensive
assistance with activities of daily fiving.

A review of the minutes of the Rasiden? Coundll
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Continued From page 3

Moaetings dated 21411, and 341111, revealed
Resident 20 had problems with his call fight being
removed fom the wall.

On 4112111, at 825 a.m., during an interview, the
Director of Staff Development (DSD) stated the
call ighis should be answared promplly within two
o three minutes.

The factiby's policy and pracedure po Call Lighis
indicated staff to monitor the call lights and make
sure that call Eghis are answerad oromptly,
regardiess of who is assigned ¢ the regident.
483.20(d), 483200k 1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resigent's
comprehensive plan of carg.

The facility must develop a comprehensive care
ptan for each resident Hhat includes measurable
ohjectives and timetabdes o meet a resident’s
medical, nursing, and mental and psychosocisd
needs that are identified in the comprehensive
assessment.

The cars plan must describe the sevices tha! ars
o be fumished (o attain or maintain the resident's
Highest practicable physical, mentgd, and
paychososial well-being as required undar
§483.25; and any services that would otherwise
be required under §483.25 but are nof provided |
due in the resident’s exercise of rights under
§483 10, inctuding the right 1o refuse treatment
undaer $483.18{b)(4).

F 241

k278

F 279

How corrective nctions are accomplished:
O 476/ when identified by evaluator,
Resident #11 Care Plan was updated to
include Plan of Care specific for vantilator
dependent residents,

Elentifying residents/area potentially
affected:

All ventilator dependent residents care plans
were urslated to inclode the plan of care
specific to ventilator care.

Systematic chaages to avoid recarvence:
On 4/15/11 all nursing staff members were
in-serviced on facility Policy and Procedure
on assessment and care planning of
ventilator dependent residents.

Monitor so solufions are sustained:
DON, CCC will monitor for ali ventilator
dependent residents have a plan of care

841124
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This RECUHREMENT is not me! as evidensad

Based on oheervation, intarview, and record
review, the facility falled to use the results of the
assessment 1o develop 2 plan of care to ensurs
the resicent’s needs are met & 1 of 21 sampie
residents (11), Resident 11 who was dependent
on a1 ventilator for breathing, had no plan of care
agdrassing interventions fo be implemaented for
proper respiratory reatment and care, énd the
objectves io be achieved, This deficient practice
has the potential for the residend not o receive
adequate respirsiory care.

Firglings:

O 476111, ¢t 8§ a.m., Resident 11 was observed
in bed, had a tracheostomy wbe sonngcted to a
vantilator Breathing maching), receiving feeding
through & gastrostomy tube, and intravenous {1V}
fluids infusing via a central IV line.

A review of the clinical record revealed the
resident was admilted to the facility on 32811,
with giagnoses that included acute respiratory
failure, ventiiator dependent, fracheostomy, and
shronic airway obstruction,

A review of the resident's care plan Hfed,
"Respiratory” dated 3728711, did not reflect
intarventions specific to #he resident's needs due
to the mechanical ventiiation.

On 4/6011, at 2:20 p.am., during an interview with
fne clinicat care coordinator of the Subacite Unit,
she sisted there shouid be g care plan for the
resident's use of a ventilator. The clinical
coordinator frther reviewad the dlinical record,

by awdits done by Medical Records o
ensure compliance, Al findings will he
discussed in monthly CO1 meeting,

: : QOMPLETED
AND PLAN JF SORRECTION ISENTIFIGATION BUMBER 4 BULOKG O
055764 B. WING 8411212011
NAME OF PROVDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2P QUDE
7116 3 PICKERING AVENUE
SHEA REHABHITATION HEALTHCARE
WHITTIER, CA 30802
X410 SUBAMARY STATEMENT 0% DEFICIENCIES In PROVIDER'S §#1 AN OF CORRECTION e
PREEIX [EAGH DEFICIENCY MUST 8B PRECEDED BY FULL PREFIX (EACH CORBECTIVE ACTION SHOLLD 88 COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENSY)
F 279 | Continued From page 4 F 278 specific to ventilator care und assesstent,
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38=D

Continued From page 5

and did not find a care plan for the use of the
ventifater.

A review of the faciity's policy and procedure
Hied, "The Resident Care Plan", indicated for
staff to complete data on resident's care plan at
the time of admigsion and that nursing care pign
acts as a sormmunication instrumsnt between
rirses and other disciplines. The care plan
contains information of importance for concerning
nursing approach and problam solving,

483 250833 Al CARE PROVIDED FOR
DEPENDENT RESIDENTS

A residant who is unable 1o carry oul activities of
daily fiving receives the necessary services to
maintain good nufrition, grooming, and personat
and grat hygiene.

This REQUIREMENT 15 not met as evidensed
by,

Based on abservation, interview, and record
review, the faciity falled to engure that a resident
who ig unable (o carry cut activilies of daily living,
was assisted with personglt hygiene and grooming
for 1 of 21 sample reskiant {12; Resident 12's
fingernails were not trimmec and ¢lsaned. This
deficient practice has a potentia! for skin
breakdown and poor persanat hygiene,

Findings:
A review Of Admission and Discharge Summary

form indicated Resident 12 was admitted o the
facility on 4/1410, with diagnoses that included

ghronic dermatitis. The Minimum Data Set (MDS |
]

F2a79

Fa12; F 312 04/15/11
How corregtive actions ave accomplished:
On 4/6/11 apon identification, resident #12
had his fingermails cleaned and trimmed. At
that time resident was assessed for any other
grooming needs, Resident #12 was also
assessed by the Occupational Therapist for
the need of a hand roll o prevent the
resident’s hand of potential breakdown.

Identifying residents/ares potentially
affected:

All eesidents were assessed for grooming
needs La.; fingernail care and the need for
any devige te.; hand roll, heel protecior to
aid in reducing pressure on arcas prone to
skin impairment,

Systematic changes to avaid recurrensce:
Nursing staff members were in-serviced on
ADL and groonsng skills on 4/18/11,
Nursing staff mernbers were eseeducated in
include nail care as a part of grooming on &
daiiy basis and as needed.

FOR CMS-2587{02.83) Pravious Versions Diosiste Event i NOFEN

Faciity 100 CAGAGG0RT 18 if continuation sheuat Page € of 32



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

PRINTED: 0B8R0
FORM APPROVED
OMB NO. 0838.0301

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA {21 MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF GORRECTION DENTIFICATION NUMBER: COMPLETED
A, BUILDING
055764 B e 04/12/2011
HARE OF PROVIDER (R SUPPLIER STREET ACDRESS, (ITY, STATE, 219 COUE
T716 S PICKERING AVENUE
SHEA REHABILITATION HEALTHOARE WHITTIER, CA 90602
X4 0 SUMMARY STATEMENT OF DEFICENGES n BROVDER'S PLAN OF DORRECTION x8)
BREFIX {FACH DEFICIENCY MUST BE PRECEDED BY FUEL PREFIX . {EADH CORRECTIVE ACTION SHOULD 88 CONPLETION
TAD REGULATORY OR LBC IDENTIFYING INFORMATION TAG CROSE-REFERENCED TO THE APPROPRINTE AT
DEFICIENCY)
F 312 | Continued From page 6 F 312
- stardardized assessment and care planning Munitor so solutions are sustained:
taol) dated 1/13/11, indicated the resident had no Charge Nurse, RN Supervisor, DON, CCC,
speech and required extensive assistance by DRD, will moaitor during rounds tat
staff with personal hygiens, residents grooming needs are met, also o
sonitor appropriate pressare reducing
The care plan dated 1/13/11, developed for the devices are used to reduce pressure on
resident's problem of self care deficit, included in pressure prons areas. Findings will be
the approaches to {rim the resident’s fingemalls discussed in monthly CQI meeting,
s nesded.
On 46111, gt £20 a.m., the resident's fingermalis
ware observed long with blackish substance
undemeath. The resilent's fingernails were
pressing against the skin of the pairn of the hand,
posing & risk for skin breakdown.
On 477711, at 11:30 a.m., during an intendew, the
certified nursing assistant (CNA} assigned 10 the
resident, stated the resident did not refuse (o
have his fingernaiis {rimmed. _
F 315 | 483 25{d) NO CATHETER, PREVENT T, F315 F315 84154
ss=p | RESTORE BLADDER ! How varrective actions sre accomplished:
At the time of identification, Resident ¥7
Based on the resident's comprehensive Trestment Administration Record (TAR}
assessment, the facility must ensure that a weas 85}4551585}0 include monitoring
resident whe enters the facity without an resident’s arine via urinary drainage bag for
ingweliing catheter is not catheterized unless the signs and symptoms of Urinary Tract
resicent's clinical condition demonstrates that infection every shift.
catheterization was necessary, and a resident L ] )
who is incontinent of bladder receives appropriate Identifying residents/aren potentially
freaiment and services to prevent urtnary tract affected: .
infections and to restore as much normal biadder All residetits with a Foley catheter were
function as possible. reviewed & insure proper documentation for
Lirinary Traet Infection on Treatment
Administration Record per Policy and
This REQUIREMENT is not meat as evidenced
by
Based on observation, interview, and record
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F 35| Continusd From page 7 F 315 Procedure,
review, the facifity failed 1o ensure that a resident ) ]
with @n indwelling catheter recetves appropriate Systematic changes (o avoid recurrence:
treatment a services to prevent urinary tract All nursing staff members were in-serviced
infection (UTD for for 1 of 4 residents with urinary an 4/15/11 on Palicy and Procedure for
catheters out of 21 sample residents (7). prevention of Urinary Tract Infection,
Resident 7's characteristics of the urine output required documentation in the nurse aotes, -
was not monitorsd a5 stated in the plan of care mongoring of Treatment Administration
and physician’s order. This deficient practice has Record, and importance reporting any signs
the potential for comphication from unidentifisd or symptoms 1o Physician in a timely
uririary fract infection (UTH, Taner.
Findings: Manitor so solutions are sustained:
: DOM, CCC and Licensed Murses will
On 5/8/11, vt 8:50 p.m., Resident 7 was observed moniter by audits done daily by Medical
o have an indwelling catheter for urinary 1 Records for new orders and Foley catheter
drainage. audit done on monthily basis, Findings will

be discussed in monthiy CQI meeting.
According 1 a review of the clinical record,
Rasident 7 was readmitted to the facilily on
31411, with disgnoses that inciuded ventiisdor
dependent, gastrostomy tube (GT) feeding, and
UTI.

A care plan dated 3/11/11, was developed for the
resident's alleraiion in urinary elimination with the
use of 2 urinaty catheter and the potential risk for
infection. The approaches included to moniior for
signs and symptoms of UTH such as: increased in
ravcous, sediment, and change in solor of urine.

A physician's order dated 3/12/11, indicated to
manitor the urinary drainage bag every shift for
signs and symptoms of U1

A physician's order dated 472111, indicated the
administration of the antbiotic Levaguin 500
milligram (mg) through the GT daily for seven
days, due 16 elevated lemperaiure.
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F 315 Continued From page 8 F3is
A unngdysis {urinary 2boratory fest] dated 4/3/11, "
irgiicgted the resident's urine had turbid
appearante, many bacleris, 2+ ocoult blopd {with
a negative reference range) and 1+ protéin (with
a negative reference rangel
On 446411, the Levaguin wes discontinued and
the physician ardered the antibiotics Macrobid
100 mg every 12 hours for seven days and
Mitrofurantoin 100 mg four times a day for seven
gays through the GT for UTI.
Further record review and an inferdew on 477711,
al H:10 am. with 2 licensed nurse supervisor,
reveaied that during the month of 472011, there
was ro monitoring of the urine charactenistic as
stated in the plan of care and the physician's
order,
F 3221 4B3.25{g}2) NG TREATMENT/SERVICES - F 32z 322 Q471541
85=0 RESTORE EATING SKILLS Hew corrective setions are accomplhished:

Based on the comprehensive assessmentof a
resident, the facility must ensure that 2 residert
wha is fed by a naso-gastric or gastrostomy tube
receives the appropriate reatment and gervices
io prevent aspirstion preumonia, diarrhesa,
vormniting, dehydration, matabolic abnonnsiities,
and nagal-pharyngeal uivers and to restore, if
pogsible, normat eating skiis,

This REQUIREMENT is nol met as evidenced
by:

Based on observation, interview, and record
revisw, the faciiity falled o ensure that 3 resident
whe was fed through g gastrostomy tube {GT)
receives appropriate treatment and services o

|

When identified by the evaluator, the
regident’s head of the bed was evalnated as
ordered, and the LVN repositionsd the head
of the bed to 30 to 45 degrees.

Ideniifying residentsiarea potentinlly
affeeted:

RN Supervisor and Charge Nurse made
ropm rounds to ensute all residents
receiving enteral feeding and Water flush
had head of the bed elevated 30 0 435
degrees.
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prevent aspiration pneumonia for | of 7 residents
with tube feedings in @ sampie of 21 {12},
Reswlent 12's head of bed was not elevated to &
30 10 45 degree angle while recelving fluids
through the GT. This deficient practice create a
potential for the resident fo have complications
from the GT {a tube placed directly into the
stomach for jong term feeding and agministration
of medications).

Fingdinge:

n 47811, 8t 8:37 &am., during the initial tour of
the facility, Resident 12 was observed lying on his
back in bed. The head of bed was slightly
slevated while receiving waler at 40 millfiter {mi}
per hour Hrough the GT.

At the time of the observation, the Evaluator
summonad a icensed nurse supervisor o check
on the resident's positioning. The Foensad nurse
supervisor slated the resident’s head of bed was
slevated to 5 25 degree angle instead of 30 o 45
degese angie, and procesded o raiss the
resilent's head of bed.

A review of the Admission ard Discharge
Burmmary form {iace sheet) revealed Resident 12
was admittes & the facility on 4714418, with
diagnoses that included status post &7 insertion
andi regpiratory failure.

The Nirimum Data Set (MDE - standardized
asspsament and gare planning fool) dated
113011, indicated the resident had mamory
problems and required limited o total assistance
with af activities of gaily ving.

The physictan's entera! feading orders dated
4114114, ingicated aspiration precautions and i
slavate the head of bed to a 3045 degree angle

Al mrsing stafl members werg inrserviced
e 415/ E on Policy and Progedure for
residents receiving enteral feeding
positioning of head of the bed should be
evaluated 38 1o 45 degrees during feeding or
during water flush,

Monitor so sphutions are sastained:;

RN supervisor, charge nurse, COC, DSD
and DON will monttor by visual rounds
done on an ongaing basis. Findings will be
correcied immediately: zlf findings will be
taken to monthly COQI reeeting,

A D BUNMBARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {45}
PREE {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICH
TG REGULATORY OR LEC {DENTIFYING NEORMATION) TAG CROSS REFERENCED T THE APPROPRIATE DATE
DEFCIKEREY]
F 322 | Continued From page 8 F 3220 Systematic chanpes to avoid recurrence:
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# 3221 Continued From page 16 F a2
at afl fimes.
A care plan developed 1/13711, for the resident's
(37 feedings for nutrition and hydration secondary
to dysphagia (difficuity in swallowing}, included in
the appreoaches to keep the head of bed elevaled
10 a 30-40 degreas at all imes,
A Diagnestic imaging Report {chest x-ray) dated
4724719, indicated the rasident had a hisiory of
glight lower lobe infiltrate.
F 326 | 4B3.25(1) MAINTAIN HUTRITION STATUS F3z2s5 K325 Q4715711
as=0 | UNLESS UNAVOIDABLE How corrective actions are accomphshad;
When identified by the evalustor that
Based on a resigent's comprehensive resident #67s Pre Albumin was ot
asssessment the fam%;{y et ensure thata addressed, the results were immedistely
resident - catled in to MD and an order was obtained
(1) Maintaing acceptable parameters of nutritional to start resident #6 on a protein supplement.
status, such as body weight and protein levels,
untess the residents clinical condition ldentifying residents/area potentially
demonstrates that this is not possibie; and affected:
{2) Receives a therapeutic diet when thers is 8 Al rasidents with Jow Pre Albumin were
nuiritional probiem, identified and forwarded to the RD fior
mutritional consult if necessary, And lab
resalts and orders for supplement as
recommended by the RD wers reported to
resident s WY,
This REQUIREMENT iz not met as evidenced
by Systemmtic changes to avoid recirreace:
Based on ohesrvation, intarview, and record All s1aif members were in-serviced on
review, the facility failed to ensure a regident 4/15/11 on reporiing abnormal labs fo the
maintained acceptable parameters of nutritional MD in a timely manner, emphasis placed on
status for 1 of 21 sample residents (8), Residant documentition of & physivian response fo
£ had abnormal preatbumin and albumin levels abnormal tab or recommendation from R
and the Registered Dietician (RD) did not address on abiormal labs,
the abnormal levels. This deficient practice has
the potential to result in lack of nutritional Mouoitor so solutions are susizined:
intervertions 0 meet the resident's nutritional
needs,
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Daring an obsarvation on 47741, at 811G am,,
Resideni & was in bed, awake, and eating
breakiast The resident who was alert and
oriented stated he gets up on g wheelchair avery
day aind goes i physical therapy.

A review of the ciinical record revealed Resident
& was admitted to the faciiity on 3110741, with
diagnosis hat included status post motor
vehicuiar ascident (aute vs, pedesivian accidents,
with multiple fraumatic injuries,

A review of the Minimum: Data Set (MDS -3
stanciardized assessment and care planning ool
dated 3/73/11, indicater Resident 8 was able to
eat without assisiance and requirsd axtensive
assistance with drassing, follet use, and transfars,

According to the weight record, the resident
weighed 180 pound upon admisgion on 30711,
and by 31711, the rasident's weight was 155
pounds 5 potinds weight 1088 in ane week),

A laboratory test resultl dated 3/14/11, indicated
the albumin level was 2,1 gram per deciliter (gid)
with & reference range from 3.5 10 5.0 g#dl.
Angther lahoratory test result dated 3714411,
indicated the pre-albumin level was 10.8
milligremydeciliter (ing/di} with a reference range
from 18 to 38.0 mgill.

On 3122111 the pre-gibumin leval was 12.7 my/dl

Alburnin ks the most abundant protein in blood
serurn. Decreased level of Alburmin may indicate
severe mainuirifion. Prealbumin is a protein
produced primary by the liver and decreased

{x4] ID SUMMARY STATEMENT OF DEFIMENGIES 0 PROVIDER'S PLAN OF CORREGTION s
SREFH (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAn REGULATORY DR LSC IDERTEVING BFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGYS
F 325 | Continued From page 11 £ 3251 DON, CCC, 1388, and RD will montior on
¥
Findings: an ongoing basis to nsuee oll residents

requiriog nufritional nterventions by daily
telephone order audits. Findings will be
taken to moutity COI for disgussion at
monthly meetings.
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F 325

F328
88=0

| duplicate therapy); or for excessive duration; of

|

| adverse Consequences which indicate the dose
should be reduced or discontinued; or any

Continued From page 12

levele may indicate mainutrition {Lippincoft
William & Wilking, Diagnaosiic Tests Made
Incradibly Easyl-2nd edition, 2008, Pages 44-47},

A review of the RD noles revesied the RD had
o documentation, one on 3711, angd the lggt
note dated 728/, The RD did not address the
resident's low albumin and prealbumin levels,

According 1o a rutidisciplinary progress record
dated 3/28/41, the resident would be referred to
the RD due to the low prealburnin level of 12.7
rrg/dl,

Howaver, by 4/11/11, there was na documented
svidence the R avalyaied the residents low
pregtbumin level,

During an inferview with the distaty supervisor an
4/14411,81 4:48 pm., she stated she did nat
nolily the regislered diglician (RD) about the
pre~aibumin level 12.7 mgidl.

A review of the facility’s policy and procedure
fitled, "Communication to Registered DQistician®,
indicated that the distary supervisor will inform
the RD any changes in resident's condition for
nuiritioral congultation

483 25(1 DRUG REGIMEN IS FREE FROM
UNNECESBARY DRUGS

Each resident's drug regimen must be free from
unnacassary diugs. An unnecessary drug is any
drug when used in excessive dose {including

without adequate monitoring; or without adequate .
indications for its use; or in the presence of :

F 325

Fi9 4718/
£ a7g:  How corrvective actions are accomplished:
When idemified alf rosidents recelving
Antipsychotic medications were reviewed to
insure momtoring of TCAP and orthostatic
hypotersion and specific behgviors in which
medication was prescribed.

Identifying residents/area potentially
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F 329 Continued From page 13
combinations of the reasons above.

Based an a comprehangive assessmentofa
resident, the faciiily must ensurs that residents
who have not used antipsychotic drugs are not
given these drugs uniess antipsychotic drug
therapy is necessary 1o ireal & speclic condition
as diagnosed and donumented In the cliinical
racorg; and residents who use antipsychotic
drugs receive gradusl dose reductions, and
behavioral inferventions, unless clinically
contraindicated, in an effart (o discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on ohservalon, inlerview, and record
! review, the facility falled {0 ensure adequate
moniloring of side sfiecis/adverse reactions of
ardipsycholic medications for 1 0f 21 sample

residents {131, Resideni 13, who was racelving
the antipsychotic Abilify was not monitored for
side effects including postral hypatension {2 low
blocd pressurs &s a resulf of positional changes),
and adverse effects such as tardive dyskinesia,
cognitive impairment, akathisia and Parkinsonism
(TCAP). The effectiveness of the antipsychotic
Abilify and Depakote (anticonvulsant used as
mood stabiiizer} was not monitored. The
resident's behavior mapifestation was nat
documented from /2011 fo 3/2011.

Findings:

F 3291 affected:

Adl residents receiving Antipsychotic
medication were reviewad to insure
behaviers, TCAP, orthostatic hypotension
are being menitored per Policy and
Procedure,

Systematic changes to aveld recurrence
On #/13/11 2l RNs and LVYNs were in-
serviced on Policy and Procedure of
manitoring residents on Psychotropi¢

hypotension and any adverse reactions.
Included in the in-service was the
importance of monitoring the behavior of
the resident receiving psychotropic
medication.

Monitor so sohations are sustained!

Will be monitored by DON, CCC and 1DT
on an ongoing basix through chart reviews
and andits provided by Medical Records.
Findings will bo taken to monthly (4
mestings 1o insure compliance,

medications requiring TCAP and arthostatic

Evan 3 HEFBYY

FORM CME-285 70255 Pravious Versions Obatlels

Fachity Hy SAS40000148 ¥ continuation shaet Page 140 32




PRINTED: 05082011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NOQ. 09380381
STATERENT OF DEFICIENGIES (X1) PROVIDERISUPPLIERIG A X2 MULTIPLE SONSTRUG THON X3 DATF SURVEY
AN PLAN OF CORREGTION IDENTECATION NUMBER: COMPLETED
A BULDING
. WING
055784 s 0414212011
NARE OF PROVIDER OR SUPPLIER STREET ADDRESS, &Iy, §TATE, 2P CODE
TFIE S PICKERING AVENUE

SHEA REMABILITATION HEALTHCARE WHITTIER, CA 90602

(X4} 30 SUMNARY STATEMENT OF DEFICIENCIES s PROVIBER'S PLAN OF CORRECTION £5)
PREFIX (EACH DEFICIENCY MURT BE PRECEDED BY #UL PREFIX EALH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGLLATORY OR L&D DENTFYING INFORMATION: TAG CHOSS-REFERENCED 10 THE APPROPRIATE DaTE
DEFICIENTY?
P 338 ! Continued From page 14 F 325

On 488M1, at 48 am., Regident 13 was
chzerved sitting in g whesichair, wheeblng !
himself. |
A record review indkeated Resident 13's '
diagnoses included psychosis (severe menisl
flness in which a person loses touch with reality,
exparignces ynyusual perceptions, and holdy faise
beliefs salled delusions) and bipciar
disorder{mental illness characterized by mood
SWiINgs}:.

The Mirdmum Data Set (MBS - standardized
assassment and care planning o) dated 2/3711,
indicated the resident was able to communicate
and required limited assistance by staff with
transfer and walking.

A phiysician's order dated 2/25/10, indicated
Abilify 2 maligram (mg) orally every night for
paychosis manifested by paranoid, grandiose
delusional ideas and statements. The ordsr also
indicated to monitor the behaviors and any
adverse reactions every shift. The Abilify was
disconfinged on March &, 2011,

An prier datad 6/17/10, indicated Depakote ER
textended releass) 1000 my orally at aight time
for psychosis manifested by sexualy
insppropriate hehavior,

On 477781, ab 11:80 a.m., during an interview, the
director of nursing stated the nurses aie t¢
monitor and doocument every shiff prasence of :
adverse reactions (TCAP) from the use of Abilify, |
Tardive dyskinesig i a neurclogic syndrome
marked by siow, rhythmical automatic
sterestyped movement. Akathisia is z distressing
fesling of internal restiessness that may appear
as constant motion, inakility to sit still, fidgeting,
pacing, or racking. Parkinsonism like symptoms
neiudes tremors, shuffling gait, sicwness of
movement, exprassioniess face, drociing, :

l
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F 328

F 369
85=D

Continued From page 15

postural steadiness and rigidity of muscles in the
smbs, neck and trunk. The presence of the
above adverse reactions (known as TCAP were
io be documented in the medication {
administration record every shilt.

The DON atso stated the posiural hypotension
had to be monitored daily for two weeka, then
waekly, by taking the blood pressure in sifting and
standing pogition.

Further racord review rgvepiad there was no
documarnted evidence the nurses monitored the
resident for TCAP and orthosiatic hypotension
from the use of Ahilify from 11741 to 378711, when
the Abilify was discontinuad, ;
it wes aiso noted that from /411 to 38711, there
was no documentation of the nurses were
monitoring the resident's behavior manifestation
{paranoid, grandicse delusional ideas and
statemants) to determine effectiveness of the
Abilify,

In axidition, there was no dogumentation from
1111 o 3731711, the nurses were monitoring the |
resident’s sexually inappropriate behavior for i
which he was raceiving Depakoie.

483 250y ASSISTIVE DEVICES - EATING
EQUIFMENTAITENSILS

H

The facility must provide spacial eafing equipment
and vlensils for residenis who need them.

This REQUIREMENT is not mel as evidenced
by

Based on absersations, interview, and record
review, the facilify falled fo provide assistance in
proper use of a speciai esting equipment for 1 of
21 sampie residents (3}, Residen! 3 was
ohserved eating lunch with 2 plate guard

H

F 328

F 363

F 388 How correclive actions are accomplivhed;
When it was identified by the evalaator,
resident #3°s plate guard was immediately
adiusted by the nurse 16 the praper
placement (o enable the resident to feed

inklependently.

affected:

Identifylay residents/ares polentially

All residents using assistive devices for
menls where reviewed to insure proper

84/11/H
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F 388 Continued From page 16 F 389 plecement and asage of device to enabie

positioned away from the resident impeding independent feeding.

scooping of food, This deficient practice has the

potential to affect the resident's ability v eat Systematic changes to avoid recarrence:

independently, All nursing staff members wore in-serviced

ont 4711711 by Occupational Therapist, on
| using assistive devices fo enable resident
Findings: independence with feeding, Mursing staff
members were also reminded to eheck alf

On 46111, at 12:30 p.m., and on 477741, &t 12:40 assistive devices & proper positioning

p.m., Resident 3 was observed siting on her bed, when setting up trays while serving

eating her lunch, The main digh had @ plate guard residents meals,

which was positioned away from the resident.

‘The resident had difficully scooping food to the Manitar o solutions are sustained:

spoon and keeping the food on the piate. There Charge nurses, RN supervisars, CCC, DAD

was no staff asgisling the rasident with proper and DON will moniter by daily rounds

pesitioning of the plate guard. during meal time. Findings will be

discussed in monthly COT meetings.
A review of Resident 3's admission record
intficated she was admiited to the faciiity on
82410, with diagnoses that inciuded muitipie
scieresis, and dishetes mediifus.

The Mintrmum Data Set (MDS - standardized
assessmeant and care pianning tool: dated 4511,
: indicated the resident had shon and long-term
mamory problems, and reguired extensive
agsisiance with eating.

A physician’s order dated 3/3/11, indicated the g
uge of a piate guard during meals to prevent food t
spilling off the piate. z.

On 471111, at 12:30 pam., during an inlerview,
Licensed Vocationa! Nurse 1 (LUN 1} stated plate
guards were usad to prevent the residents with
impaired coordination from spilling food ¢ff their
plates, and io accommodate the rasident's

| scooping motion,
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On 419, ati pm., during an interview, a
restorative nurse assistant {(RNA) stated at plate
guards must be positioned lowards but not away
from the resident when piaced on their piates o
aid them in kgeping food on thelr plates and for
sasier SCooping. F 428 11711
F 428 | 483.80(¢) DRUG REGIMEN REVIEW, REPORT F 48| How corrective actions are accomplished:
$6=p| IRREGULAR, ACT ON Not Applicable

The drug regimen of each resident must be
reviewed gt lsast once a month by a licensed
pharmacist

The pharmacist must report any iregularities to
the aliending physician, and the direcipr of
nursing, and these reports must be acted upon.

This REQUIREMENT ig not met as evidenced
by:
Based on intgrview and record raview, the faciity
failed {0 ensufe & drug regimen muust be reviewsd
at teast once a month and to report to the
attending physician any irregularities for 1 of 21
sampie residenis (18}, Resident 18's multiple use
of anti-iuberoulosis medications was not brought
to the physician's attention from 11/2010 to
2/2011. This deficient practice has the potentis
for medication irreguiarities,

Findings:

A review of Resklent 18's admission record
indicated an admission to the facitity dated

| Hdentifying residenic/area poientisfly
affreted;

All other residents receiving Anti-
Tubereulosis medication were reviewed by
the pharmacist and recommendations were
somniunicated to Los Angeles Public
Health Nurse and Physician.

Syzicmatic changes {0 avoid recurrence:

We continne to keep Los Angeles County

Public Haalih informed of residents

receiving Amti-Toberculosis medications
regunlarly and when discharged.

Manitor so solutinng are sustained:

30N, €CC and pharmacist wiil review on
angoing basis residents that raceive Anti-
Tuberculosis medications and nform
pharmacist for review and recommendations
to Los Angeles County Public Heslth
Department and Physician on a monthly
hasis. All findings wili be reported to Los
Angeles County Pubilic Health Department
and TG monthly,
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F 428 | Continued From page 18 rADE
1472110, with diagnoses of pleural sffusion,
generziized weakness, dysphagia {difficulty

swallowing], and gasirostomy tube (GT).

The Minimum Data Set {MIS - 2 standardized
assessment and care planning tool} dated
1112110, indicatsd Resident 18 had no memory
problems, had modified independence in
cognitive skils for daily decision-making, and was
totally dapendent on staff for activities of daily
living {ALH.8).

Since admission, gn 11/2/16, the physician
orderad Pyrazinamside 1,500 milligrams (mg)
daily, Rifampin 600 mg daily, Isoniazii 300 mg
daily, Ethambutol MCL £,200 myg daily, and
Pyridoxineg 50 mg, all five medications & be
administersd through the GT

On 41811, at 13:45 a.m., during an inlerview,
the infection condrol urse stated the ahove
medications were given as anti-tuberculosis (TB)
freatment. The infection control nurss aiso stated | i
all the sputumn smears {cuttures) and chest w.rays
dong friom aimission wers gl negative, but did
niot know the reason the resident was still on
anti-TB medications.

On 418111, at 1115 am., during an interview,
the pharmacigt consuitant stated, Resident 18
should not use five anti-TB medications st the
sarfe e, but it was the physician's decision o
reaf the resident conservatively, :
HMowever, thers was no documentation, the
pharmacist brought o the altention of e
attending physician, ihe concern related to
muitiple anfi-TB medication use from 112070 0
272011

F 4311 483.80{b}, {4}, (&) DRUG RECORDS, F 431
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38=0 | LABEL/STORE DRUGS & BIOLOCGICALS i How corrective actions are accomplished:
A. When temperatare of 30 degrees was
The facility must employ or obtain the services of identified by the evaluator, the refrigerator
a licensed pharmacist who establishes a system was placed on defrost moude. Reftigorator
of records of receipt and disposition f al since has been replaced on 4712711,
conirotied drugs in sufficient detall to enabie an Refrigerator temperature in all medication
acoutate resoncillation; and determines that drug refrigerators was checked to insure a
resords are in srder and that an account of all temperature of 36 — 46 degrees.
controlled drugs is maintained and periadioally B. Narpotic count sheets on each
reconciled, medication cart were checked fo insurs
signatures of 2 Hoensed nurses were present
Drugs and bioiogicals used in the faclity must be to reconcile narcoties at shift change,
izbeled in accordanse with currently accepted C. When it was ideniified by the evaluator
nrofessional principles, and inglude the that medication seeded to be destreyed
apprapriate accessory and cautionary medications wers logged, counted aad
instructions, and the expiration date when slaced i a medical waste container by 2
applicable. Heensed nurses.
in accardance with State and Federal laws, e Identifytag residentsiarea potentially
facifity muusi store all drugs and hiologicals in affected:
iockad compariments under proper lemperatyre The ypedication room in the other unit was
i ponirols, and permit only authorized personne to checked for medications that need to be
have sccess to the keys. destroyed.
The facility must provide separately iocked, Sysiematie changes to aveld recurrence:
permanegntly sffixed compartments for storage of On 4/16/1 1 an ineservice was given to all
confroliad drugs listed in Schedule H of the licensed murses on medication storage, drug
Comprehensive Drug Abuse Prevention and destruction, drug recenciliation of narcotios,
Cortrol Act of 1976 and other drugs subject to MNursgs were re gdacated t0 policy and
abuse, except when the facility uses single unit procedure on medication destruction and
package drug distrbution systems in which the storage, {.e.; refrigerated medications to be
guantity stored is minima! and a missing dose can kept at 36 to 46 degrees, refrigerator
be readily detected. temperature jogs 1o be done dadly and
actions taken when refrigerator is not within
required parameters, daity sipning of 2
This REQUIREMENT is not met as evidencad
wy:
FORM CME-2687{02-28) Provious Versions Obsclete Evant L NOFBTS Facility 10: GARLO080118 #f comtinpaation ghott Page 20 of 32
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| two medication rooms (Nurse's Station 1) had
| medications stored in the refrigerator with

Hased on ohservation, interview, and record
raviaw, the faciiity fsiled to ensure that one of the

temparatures betwaen 36 to 46 degrees
Fahrenhsit {F); failed to ensure accurate account
of Scheduie i drugs; failed to ensure safe
storage and handiing of discontinued

nargotics daily doriay shift change. Policy
andl procedure on narcotic reconkiliation on
a shifi to shift time frame and must be
signed by 2 Heensed nurses,

Monitor s¢ solubions are sustained:
DON, ©CC, DSD, KN supervisor will
meniicr by daily rounds to check

medications. temperaturs logs for completion and to
insure refrigerator temperatiire within
Findings: required parameters. Mudival records wil

& On 47711, at 830 a.m,, during the inspection
of the medication storage room in Nurse's Station
1 with Licensed Vocational Nurse 2 {LWN 2}, the
temperature of the refrigerator was 30 degrees F,
and had thick ice on the freezer section,

Al T1 a.m., turing & subsequent ohservation, the
same refrigerator as a temperature of 32 degrees
F. The refrigerator contalned 10 vigls of insulin,
six hoxes of Biscolax suppositories, ong vigl of
Purified Brotein Derivative (PRPD) injaction, six
unopened vials of Procrit 3,000 units, and two
insulin emergency kits,

On 4711711, at 9:30 am., during an interview,
LVN 2 stated she did not know why the faciily's
medication refrigerator in Station 1 had a
tamperature below 36 degrees F. She further
siated that temperature monitoring should be
done and recorded everyday in the Rafrigerator
Temperature Loy,

On 4111/41, 8t 11 am, durng an interview, the
girector of nursing {DON) stated the proper
refrigerator temperature was between 36 o 46
degrees F {o preserve the integrity, potancy and
efficacy of e medications.

audit every week, findings will be discussed
at CJ monthly meeting.

STATERMENTY OF DEFICIENGIES X1 PROVIDERISUPPLIERICLIA Rz MULTIPLE CONBTRUCTION (%3 DATE SURVEY
AND PLAN OF CORRECTION IENTIFICATION KIBHER: _ LOMPLETED
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X810 | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S Pt AN OF CORRECTION x5
PREFIY {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B8 LOMPLETHOR
TAL REGUIATORY OR LB IBENTIFYING INFORMATION) TAG CRUSS-AREFERENGED 70 THE APPROPRIATE DaTE
DEFICIENGY:
F 431 Continued From page 20 F431) ticensed nurses for reconciliation of
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F 43 Continued From page 21 F 431

A review of Station 1's Refrigerator Temperature
Log, indicated a temperature reading of 30
degrees F on 4/5/11, and on 48711, There was
ne dogumented tempersture from 4711
4/6/11,

A review of the faciity's undated policy and
procedure, tited "Drug Storage and Labeling”
indicated that drugs stored under refrigaration wil
be stored between 36 degrees Fahrenheit to 43
degrees Fahranhell,

b. A review of the facility's undated policy end "
procedure, ttied "Medication Security System®
indicated that Schegule if Drugs (grugs that have
& valid medical use, but are highiy habit forming)
miust have a proof of narcotic count by signatures
of licensed nursas on the change of shift, and
resoords st be somplete,

On 4/6/11, at 9:30 a.m., during the medication
storage inspection with LVN 4, it was cbserved
that the Narcotic Check Sheet used by the aurses
for narpolic count at the change of shifts, was
incomplete on 14 days during the year 2011,
tacking prof of narcotic count. There were
migsing signatures of the nurses changing shifis
on 1712111, 118111, 4438011, 121111, 122M 1,
P01, 2H601, 202301, 321, 3B, 33,
s, 335, and 33111 ,

On 4741111, at 945 a.m._, during an interview,
LVN 2 stated narsotic count must be done by two
Fcensed nurses on the change of shift, must have
a proof signahires, and records must be
compiste.
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¢. According to the facility's undated policy and
procedure, tiled "Drug Disposition™ indicated that
giscontinued and outdated drugs that sannotbe
refurned o the pharmacy ¥or credit are & be
properiy marked and disposed of in accordance
with the California's Medical Wasls Managemert
Act and documsnigtion of the drugs is to be
maintained. The policy further indicated the drug
container is {0 be flagged with a "Discontinued
DOrug Sticker”, 8 "Not in Currant Use" sticker or
similar, as well as the date the drug was
discontinued. Qnee the container is ready for pick
i by the licensed pharmaceutical waste service,
the container must be securely taped, clossd, or
& tamper-proof fape may be used for additional
security, if doemed necessary,

On 4441/11, al © a.m., during a rsdication
storage inspection with LVN 4, it wag obsearved
that the medication room contained four large
hoxes and one sabinet filed with different
discontinued medications which were riot iabaled
and thers was no documentation of the
dizcontinued drugs.

The drugs were not in @ securely taped and
closed container,

On 471111, at $:358 am, during an interview,
LVN 2 stated that discharged medications must
have 2 iog with medication names, their
quantities, and are o be kept and maintained gt
the facitity's storage room 1o ensurg proper
reconciliation of a# doses. She furiher siated she
did not know why the medications were stored in
the medication room.
F 441 483,85 INFECTION CONTROL, PREVENT : F 441
88=03 | SPREAD, LINENS
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The faciity must establish and maintain an
infection Contrel Program designed to provide a
safe, sanitary and comforiable environment and
o hisip prevent the development and transmission
of disease and infection.

{a} irdection Control Frograt

Thie Tacility must establish an infection Control
#rogram under which if -

(1) mvestigates conlrnls, and prevents infections
in the faciity;

{21 Decides what procedizres, such as isolaion,
should be applied to an individug! residant; and
{3} Maintaing a record of ngidents and corrective
actions rafated 1o infections.

{b) Preventing Spread of Infection

{1} When the Infection Control Program
determines tal a resident nesds isolation i
prevent the spread of infaction, the faciity must
isolate the resident

{2} The facility must prohibit emplkiyees with 2
communicabie disease ar infected skin lesions
from direct contact with residents or thelr food,
direct contact will ransmit the disease.

(3} The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indizated by accepted
profassional practics,

{¢t Linens

Perscnnel must handie, store, process and
franggort linens so as o prevent the spread of
infection.

i

X415 SUNRBARY STATEMENT OF DEFICIENCES ) PROVIDER'S PLAN OF CORRECTION s
PR (EACH DEFICIENCY MUST BE PRECEDED Y Filtl PR (EACH CORRECTIVE ACTION SHOULD BE TOMPLEYIOH
TAG REGIATORY GR LAC IDENTFYING BFORMATION) TAG CROSS-REFERENCED T THE APPROPRIATE BATE
DEFIGHENTY)
F 441 Continued From page 23 . F441] Fa4a O4/15/13

How corrective actions are accomplished:
fmmedigtely aficr being informed of the
lack of follwing the infection control
polizy and pracedures of the faciiine the
Phirector of Nursing and the Director of
Staff Development, in serviced and
sdugated ali Ticeased nurses on proper
nfgction gonirel palicy and procedurss,
The medication nurse was individually in
serviced by the Director of Nursing on
proper hand washing techaiques.

Identilying residents/area potentiatly
affected:

Al staf¥ members shserved to insuys proper
pracedures for infection conire! arp
adiministered.

Systematic changes fn avoid récurrence:
All staff members were in-serviced on
infection centro! an 4/15/] 1, Hand washing
- emphasis placed on stafl must wash their
hands aBler each direct contact resident
including during medication administration
to prevent spread of infocrion,

Muonitor 5o solutions are sustained:
Administratgr, RON, CCC, 38D, RN
supervisor, charge niwses and HYT will
monitor all staff members having direct
resident cordact. Al findings suggostions
wili be discussed in CQY monthity teetings,

FORM CMS-Z587(02.88; Pravipus Versions Dipsointe

Event ID: HEFETY

Facility 10 GABSO0A116

¥ ponfinastion sheet Page 24 of 32



+

PRINTED: Q84822011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {%1) PROVIBERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN DF GORREGTION IDENTIFICATION NUMBER; COMPLETED
&, BULDING
085764 (5 5411212044
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, GITY, STATE, 21P 8008

T718 § BUKERING AVENUE

SHEA REHABILITATION HEALTHCARE WHITTIER, CA 80602

{xay SUMMARY STATEMENT OF UEFICIENCIES o ! PROVIGER'S PLAN OF CORRECTION £45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIK | (EADH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG KEGLLATORY OR LET IDENTIFYING INFORMATION; 125 CROSS-BEFERENCED TG THE APPROPRIATE 2aTE
PEFICIENGY)
F 44¢ | Continugd From page 24 £ 441
This REQUIREMENT iz no! met as evidenced
by:

Based on obsgrvation, merview, and record 3
review, the faciiity failed o ensure implementation
of infaction control policies 1 lelp prevent the
development and fransmission of diseases and
infection for 1 of 21 sample residents (18).
Licersed Vocstional Murse 3 (LVN 3 failed to
change gloves and wash her hands before and
after giving eye drops medication to Resident 16,

Findings:

Qn 48711, at 8 a.m., during the medication pass |
observation, LVN 3 was observed preparing and
administering Resident 16's oral medications
wearing disposable gioves. LVN 3picked up a
boy of tissue paper from the floor, and wag about
i administer the resident eye drops {Timolol
0.8% Uphthaimic Solution) without removing the
soiied ginves and without washing har hands prior:
ta giving the medicalion, when the Evahator
intervened,

LN 3 stated she shiould have changed gioves or
wash her hands before giving the eye drops o
Resitient 16 to prevent cross confamination.

A review of the admission sheet reveaind
Resicien! 16 was admitted to the facifity on
8730410, with diagnoses that included congestive
heart failyre, pleural efiusion, and hyperiension

A physicians order dated %3010, indicated
Timolol .8% Cphthaimic Solution one drop fo
both eyes daily,

A review of the facility’s undated policy and
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procedure titled "Administration of Bye Drops”
indicated that 2 stalf members were o wash
helr hands thoroughly.
F 458 | 483, 70{d 1}l BEDROOMB MEABURE AT F 4583 FA458 64/12/11
3s=5  LEAST 80 SQ FT/RESIDENT How corrective aefions are avcomyslished:
A fetter to request a waiver was submitted
Bedrooms must measure 3t leas! 80 square feet on April 12, 2611 for the rooms 5, 6, §, 9,
per resident i multipie resident bedrooms, and at 1,12, 14,15, 16, 17, and 18 for approval.

teast 100 syuare fest in single resident rooms.
Identifying residents/area potentially

affected:
This REQUIREMENT is ot met 25 evidended Facility wiif insure proper space is provided
. to the residents, and will insure that resident
Based on observation and record reviaw, the privacy and digaity are maintained.
faciity falled to provide at leagt BG sguare feef ner
resident. Systematic changes to avoid repurrence;
Administrator will monitor for comphiange
: Findings intiude: and report any issugs or congems with the
CO members at the facility monthly O
Rooms 14, 15, and 18 acoommodate fwvn meeting,
regidents. Roomns 5,6, 8,6, 11, and 12
accommodate three residents. Rooms 18 and 17 Monitor so solutions gre sustained:
accommuotiate four residents. The space Monitoring will be on an ongoing basis i
avaiiable for the residents is sufficient to provide insure faciity compliance.

aocess o freedom of movement

ROOMS SQUARE FEET

& 204.30

8 208.15

& 204.50

8 20143

11 201.40
12 201.40

14 151.20

15 161.20

16 278.48

17 278.48

|
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F 488 | Continued From page 26 F 458
18 151.20
F 485 | 483 70(h} F 488 .
880 | SAFEFUNCTIONAL/SANITARYICOMFORTABL F 465 ) 0412
£ ENVIRON How corrective sctions are accomplished:
The accumulation of lint is the dryers and
The facility must provide a safe, functional, the identifiad melted items in the dryers
have ait been cleased and cleared of debis,

sanitary, and comforiable environment for
residents, siaff and the public. i

|
This REQUIREMENT is not met as avidenced
by
| Based on ohservation, and interview, the facility
failec o provide a safe and saniiary environment
by having sxcessive amount of lint in the fint
compartment to the drvers, and by having an
acoumutation of melted Hems on the drums o the |
dryers. This deficient practice poses a risk for firg.

Findings.

On 478111, at 9 am., during the general
observation of the facility tour, in the presence of |
the maintenance supsrvisor, i was ohserved that
the lint compartment (o the dryers had an
accumulaiion of lint on the soreen and on ihe
floor of the compartrnent. The drums i the :
dryers were observed with anr acoumulation of ]
meited fems stuck fo the drums. i

On 4/5/11, at .15 a.m., during an inlerview with a
taundry staff member, she said that she cleanad
the firit traps at 6 2a.m.. She aiso said that the
drums fo e dryers are wiped down daily. A
facitity poficy was requested 2t this ime.

On 4/8/11, st 1 am., during an inferview, the
- maintenance superviseor stated the dryer drums

ldenfifving residents/ares poteatially
affected:

All dryers and dryer drums have been
isspected to be clgared of melted-on ftems
and free of aceamulated fint,

Systematic changes to avoid recarrence:
All housekeeping and laundry staff have
been in-serviced on maintaining dryers free
of limt and melted muterials,

Monitor 20 solutions are sustained:
Maintenancs supervisor and his designoe
moniter by direct ohservation on a weekly
basis all lsgsdry machinery for cleaniiness
and functionality, Any problems will be
brought 1o the attention of the
Admisistrator, who will becoms mvolved i
resalving the probles. This plan of
correction has been integrated into the
quality assuyance system, and is reviewed
quarterly by the quality assutance

compliance,

H

cormmitiee for its effectiveness and to insure
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Continued From page 27

with melted on items will be replaced with new
ores, angl the old drums will be cleaned and
saved for fiture use,

By 4712111, the faciiity did not produce 3 policy
and procedure on maintairung the dryers free
from accumulation of lint,

483, 70(h)(3) ADEQUATE QUTSIDE
VENTILATION-AHINDOW/MECHANIC

The: fagitity must have adeguaie outside
ventilation by means of windows, or mechanica
wvendilation, or @ combination of the two,

This REQUIREMENT i act met as evidenced
by
Based on observation , interview, and racord
review e faciity failed 0 provide adequate
wentilations {0 bathrooms in resident Rooms §,
18, 25, 27, 30, 35, and 39, and the Subacute Unit
Shower Room 4. There was no negative air fiow
wheri tested,

Findings:

Qn 4)5714, et 10:30 a.m., during the gengral
phsesvation of the fecifity tour, in the presence of
the muintenange supervisor, Rooms 8, 18, 28,
27, 30, ang 39, and the Subacute Unit Shower
Roorn 4 had no negative alr flow. The exhaust
vents in the bathrooms © these rooims were
tasted with o plece of Hsgue, and were ungble i
hold the tssue 1o the vent.

On 44841, 8t 12 p.m., during an interview, the
mginienance supervisor stated some rooms in
the older part of the facility had individual exhaust

F 465

F 487

F 4407

How corrective actions are sccomplished:
The ventilation systers in rooms 4, 18, 25,
27, 30, 33, and ihe sub acute showes room
4, all have heen re wired and are all
functionsl fo produce a negative #ir flow,

Hentifying residents/area potentisily
sifected:

All veneilation systems throughout the
favility kave been inspected to be fanctional
snd opergtional (o produce 3 nepative #ir
flow.

Systematic changes to avoid recurrence;

Al maintenance staff has been in-serviced

on checking, for operational functionally on
a monthiy basis.

Maonitor se sointions are sustained:
Maintenance supervisor and his designee
muoniter by direet chservation on a monthly
Pasis all bathrooms and ventijation systems
for operational functionality. Any problems
will be brought 1o the attention of the
Administrator, who will become involved in
resaiving the problem, This plan of
correction has been integrated into the

04/12/11
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The faciity must maintain clinical records on each
residant in accordance with agcepted professional
stankigrds and practices that are compiste;
accurately documented; readily accessibie; and
systematically organized,

The ciinical record must contain suffisient
information o identify the rasident; a record of the
resiien!'s assessmerds; the plan of cars and
senices provided, the results of any
preadmission screening conducted by the State,
and progress notes.

This REQUIREMENT is not met as evidenced
By.

was addressed to prevent sredication
sdmintstration signed in error,

All medication administration records
{(MAR) were reviewsd to identify any
discomtinued medications net marked as
discontinued.

When identified by evaluator, Resident 7
order for Ferrous Sulfate was corrected. MD
was notified and appropriate dosage was
ardered and medication adminisiration
(MAR] was cortected to reflect corrected
dosage.

STATEMENT OF DEFICIENGIES £X1} PROVIDERISUPPLIERICUA {X2) MULTIPLE CONSTRUCTION (X3 DATE SURVEY
AND PLAN OF CORRECTION DENTIFICATION [UMBER COMPLETED
A BUILDING
055764 e 0411212011
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, $TATE, 2IP SODE
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£X4) 10 SUMMARY BTATEMENT OF DEFICIENCIES 0 PROVIDER'S FLAN OF CORRECTION (X8
ERELIX (EACH DEFIGIENCY MUST BE PRECEDED BY FuLl, PREFIX IEACH SORRECTIVE AGTION SHOULD 88 COMPLE 1IN
TAL HEGULATORY OR 80 IENTIEYING INFORMATION] TAG CROSS-REFERENCELD 7O THE APPROPRIATE bate
DEFICIENCYY

F 467 Continued From page 28 F 467, quality assurance system, and is reviewed
mators, which could be the problem. However he guarterly by the guality asswance
was unshie to provide explanation for the lack of commiitee for its effectivencss and 1o insure
negative flow in the bathrooms tocated in the new compliance.
secton of he facility.
On 45751, a review of the fagility's policy an
vantilation, revealsd that a dally check of ail
veniiiation systems is ¥ be done to verify air
cirguiates freely through the faciity. The palicy
aigo indicated 1o do maonihly check of al! fans to
verify that they are in good operating condition
and to replace as necsssary,
O 418111, at 10:30 a.m., during another
interview, the maintenance supsrviser staled he
chacks the veniilation system dally and monthly, _
hewever, he did not have documentation of the F 814 04715711
daily and monthly checks. How corrective setions are accomplished:

F 514 | 4837541 1) RES FA14 ] Upon identification, Resident #13

88=n | RECORDS-COMPLETE/ACCURATE/ACCESSIB medication administration record (MAR)
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F 514 | Continued From page 28 F &14) Identifying residents/area potentially
Based on interview and record review, the faciity affocted:
failec to maintain clinical records on each For all other residents receiving Ferrous
resident in accordance with acoepie Sulfate, MID was notified and appropriate
professional standards and practices that are erders obtained 1o reflect corrected dosages,
compiste and accurately documented for 3 of 21 All orders were transeribed to medication
sample ragidents {1, 7, and 13). Resident Vs : adninisiration record (MAR} to insure
medication admiristration record did not refiect residents are receiving the correct dosage.
the time of administration of Tyieno! and Vicodin,
For Resilent 13, the icenssd nurses Systematic changes 1o aveld recurrencs:
documented the adminisiration of Abilify after it All Hicensed nurses were in-serviced on
was discontinued. For Resident 7, the dosage of 4/15/11 en medication dosage calculations
Ferrous Sulfate was wrongly decumenied in the and admisistration. Emphasis was placed
medication administration record {MAR), This accurate transcription of MD arders to
deficient practive had a potential for medication medication adntinistration records when
By order recetved and on monthiv recap of

arders.
Findings:
Maniter s0 solutisng are sustained:

a. According i the physician's dated 88110, DON, CCC will monitor daily for
Resident 1 was 1o raceive Tylenol §50 milligrams vompliance by daily audits of telephone
{mg} orally every four hours as heeded (PRN) for orders and monthly recap reports done by
mild pain. Another physician's orter dated 4/3/11, Medical Record Department. All findings
indicated for the resident to have Vicodin 500 mg witl by taken to monthiy CQ# for discussion
po svery § hours PRN for pain, and recommendations,

On 7114141, &t 10 am., during a review of the
NAR revealed Tyienol 850 milligrams (g} was
given 4/5/11, and Vioodin 500 mg was given on
41871 1, and on 411711, but the ime the
medications wera given was not decumented.

Cn 47111, at W20 am., durlng an irterview,
Licensad Vocational Nurse 2 (LVN 2) siated that
e date and time of medication admiinistration
should be written spegifically in the MAR to
prevent medication errors.

A review of the facility's undated policy and
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procedyre titled "Medication Administration”
indicated PREN drug adminisiration requires the
date and time of administralion, dosa, and route
of ardministration,

b. A record review indicated Resident 13'g
diagnoses inciudad psychosis. A physician's
order dated 2/25/14, indicated to give Abdlily 2
mithigram {mg) by mouth every nighl. The Abilify
was discontinyed on 38711,

However, a tecord review and intenagw with the
Diractor of Nursing (DON) on 477714, 5t 1150
a.m. revealed the MAR for tha month of 472011,
still motuded the order for Abllify, and the licensed
nurees ware signing from 4411 to 4/8/11, the
madication was administered every night The
DON stated the nurses did not give the
medications but ercnegusly sighed the
adminigtration of the medication,

¢. A review of the admission record revesled
Residiem 7 was reasdmitted 1o the faciiily on
31711, with diagnoses that included anemia and
ventilator depandent,

A review of the recapituiated physician's orday
datect March 11. 2011, indicated Ferrous Sulfate
300 mg/S milliiters (mi} through the gastrostomy
tube (GT) everyday for suppiament,

On 4/8#11, at 9:55 a.m., during 2 medication pass
nbservation, the medication nurse gave Ferrous
Sulfate 7.5 mi of Ferraus Suifate liquid through
the gastrostomy tube, inatead of &5 mi

The MAR for the month of 472011, indicated
|
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Ferrous Suifate 300 mg!7.5 mi, instead of the
recapituiated order for Ferrous Sulfate 300 mgls
.
On 47711, 8t 530 nom., further record review and
interdew with the DON, revealed the physician's
order on readmission dated 3311, was for
Ferrous Sulfate 325 mg/7.6 mi The DON stated
the nurse who ranscribag the order made a
mistake.
i
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