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F 000: ,FOOO INITIAL COMMENTS 

,The following reflects the findings of the 

Department of Pubflc Health during a 

RecertificatIon and Complaint Survey, 


Complaint Number: CAOO305463 
Unsubstantiated 

Representing the Department of Pubfic Health: 

 HFE-II 

 RN, HFEN 


Total Population: 51 
Sample Size: 13 

Highest SIS' F -",
F 156 483,1O{b){4) RIGHT TO REFUSE; FORMULATE F 155 
SS=D ADVANCE DIRECTIVES 

,~ I"v"l , 
:"" ~..,..,. r-- ~,The resident has the right to refuse treatment, to t:> .. :;

refuse to participate in experimental research, 
""'-< 

~",,:>'.,- -,""j' ­&"and to formulate an advance directive as ......... !'11 

,oolftspecified in paragraph (8) of this section, 

",-0~ -So 
~ .­- 1.. ~-i 

"'......, -<This REQUIREMENT is not met as evidenced "" eby: 
Based on record review and interview, the facility 


failed to ensure that an inlbrmed consent was 

obtained prior to the administration of 

antidepressant medications to two of 13 sampled 

resident, (3 and 10). 


Findings: 

a. A review of Resident 3'$ medical record 

LABORATORY DiRECTOR'S OR PROVI&SUPPUER REPRESENTATIVE'S IDGNATiJRE TITLE (Xtll DATE 

(./...J. '.v-c. a..':..., ~L '"5 III rv 
Anv dafidencv statement endina with an asterisk (") denotes a defterenevwhlch the instltulion m<lv be excused frotr. correctinQ n !s determirnxf that 
other safeguards provide sufficient protection to U\S patients. (See insttUcUolIs.) Except fu;- l'Iu;sing homes, the findings slated above are disclosable 90 d<1ys 
following thee date of suMi}t whether or not a pl,lO of CQrreciion is provided. For nursing homos, the above fmdings ami plans of correction are dlsclosable 14 
days fullowing the deete these documents are made avahble to the facilIty. If defic1encies ere cited, an approved plan« oorrectlon is requiSite 10 CQrrtinued 
program partICIpation, 

--_... .. .. _-­
-------------""-.~.---, 
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,	inqicated the resident was admitted to the facility • , . 
on Septe with diagnoses that Resident 3 and to mfoITtled con~was 
included  On March completed. signed, and dated on 4112112 
30. 2012. the physician ordered Elfe"", 37,5 mg 
via gastrostomy tube every Q.ther day for All charts for resident on psychotropic_ ~ 
depression. were reviewed by D.O.N. for completion 0 

nfQrmed consent 
A review of the medication administration record 
(~R) fOftrn: month of April 2012, Indicated the All charge nurses were inserviced to obtai 
:'~~~~ived EffeXOf 37,5 mg as ordered by informed consent by D.O.N. on 4124112 q1M It" 
On April 22, 2012, at 12 noon, during an interview Medical Records wiJI audit for compJiano 
with the DON while reviewing the medical record monthly 
revealed there was no informed consent obtained 
form the responsible party prior to administration D.O.N. will audit monthly tor compliance 
of said medication. 

Overall compliance win be monitored 
b, A review of ReSident 10'5 medical record quarterly by QA Committee 

Indicated the resident was admitted to the facility 

on December 6, 2011, with dlagnoses that 

included on Apnl2. 2012, the 

physician ordered 10 mg daily 

for 


A revIeW of the MAR for the month of April 2012. 

revealed the resident received HCL 10 

mg daily for n as Ordered, 


There was an Informed consent for Fluoxetioe 

signed by the physician but was nat dated. The 

consent failed to document as to whom the 

consent was obtained (the name of the residents 

representative was blank). 


( and Effexor are medicattons 

used in the treatment-of major 


 and and there 
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F 155: Continued From page 2 

i was no consent obtained from Residents 3 and 
: 10 or their representatives. 

F 278, 483,20(g)· Q) ASSESSMENT 
ss-o 1ACCURACYICOORDINATIONICERTIFIED 

, 

The assessment must accurately reffect the 
residenfs status. ' 

A registered nurse must conduct or coordinate 
each assessmentwtth.the appropriate 
participation of health professronals, 

A registered nurse must sign and carti/'y that the 
assessment is completed, 

Each individual who completes a portion of the 
assessment must sign and certify the accuracy of 
that portiOn of the assessment 

Under Medicare and Medicaid, an individual who 
willfully and knowingly cerllfies a msterial and 
false statement In a resident assessment is 
subject to a ciVil money penalty of not more than 
$1,000 for each assessment; or an Individual who 

: willfully arl'l:l knowingly causes another individual 
to certify a material and false statement In a 
resident assessment is subject to a civil money 
penalty of not more than $5,000 tor eacl1 
assessment 

i Clinical disagreement does not constitute a 
, materia! and false statement 

: This REQUIREMENT is not met as evidenced 
, by: 

Based on observation, record review, and 
interview. the facility staff failed to ensure that the 
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, assessment accurately reflected the residents 

status for three of 13 sampled residents (2, 4, 9). 


Andings: 
278 

a. On April 20, 2012, at 7:30 p.m., during the 

initial tour, Resident 2 was observed lying in bed. 
 Resident 2,4.9. and 10 were reassessed
The bJlaterallower extremities revealed limitation MDS, nursing and rehab immediately 
In range of motion. 

MDS .nurse to coordinate with RehabA review of the Minimum Data Set (MDS) 
Director any observed changes in activeassessment dated February 15, 2012, indicated 


the resident's funct1ona! ijmitation in range of 
 and passive range of motion on a daily 
basismo1ion (ROM) was coded as 012 meaning no 

impairment on the upper extremity (shoulder, 

elbow, wrist, hand) and impairment on both sides 
 LI\ ~e.lrlCharge nurses, MDS and Rehab were 
of the lower extremity ( hip, knee, ankle, foot). inserviced by D.O.N. on 04123112 

regarding accurate assessments 
A review of the Rehabilitation screening dated 

February 6, 2012, Indicated the resident'. ROM 
 MDS consultant inserviced charge nurs S.was coded as 112 meaning impairment on one 

MDS and Rehab on accuracy ofside on the upper extremity (shoulder, elbow, 
assessment documentation on 4123/12wrist, hand) and impairment on both sides of the 

lower extremity ( hip, knee, ankle. foot}. 
MDS consultant wHi audit monthly on 

The Joint Mobility Assessment dated February documentation of assessment accuracy 
14, 2012, indicated the resident's ROM was monthly
coded as 2/1 meaning impairment on both sides 

on the upper extremity and impairment on one 
 Overall compliance will be monitored 
Side of the [ower extremity. quarterly by QA Cmnmittce 

b. On April 20. 2012, at 7 p.m., during the initial 

tour, Resident 4 was observed In bed with right 

hand flexed on the eIle't and fist tighlly closed. 


On Apn12Z, 2012, at 9:45 a.m., RNA 1 was 

observed applying right hand wrist orthosis and 

right foot orthosis, 
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A review althe MDS dated March 27, 2012, 
indicated the resident's functionallimilatian ROM 
was coded as 1/1 meaning impairment 011 one 
side for both upper and lower extremIties 

The Rel'labilitatian S""""'irl!J dated March 11, 
2012, Indicated the res!denfs ROM was coded as 
1/0 meaning Impalrmenton one side of the upper 
extremity and no Impairment on the lower 
extremity, 

The Joint Mobility Assessment dated March 27, 
2012, assessed the residenfs ROM was coded 
as having 211 meaning Impairment on both sides 
of the upper extremity and impalrment on one 
side of the lower extremity, 

c. On Ap~121, 2012 al3 p,m" Residenl9 was 
observed ambulating with a use of a front wheel 
walker in and around the facllfty. 

A review of the MDS dated January 2,2012, 
assessed the residenfs functional status as 
follows: 

1, Transrer. coded as 2J2 meaning limited 
assistance: lone person assist 

2. Ambulation: coded as 212 meaning limited 
assistance lone person assist 

3. Dressing: coded as 212 meaning limited 
assistance lone person assist 

4. Eating: coded as 1/1 meaning 
supervisionlsetwup 

F27S' 
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F278 Continued From page 5 F278 
The licensed nurses weekly summary dated Apnl 


, 16,2012 and April 23, 2012, however, 

: documented the resident required limited 

assistance on the areas of sit to stand transfer, 
ambulation. dressing and supervlsion on eating. 

The certified nursing assistant ADL Sheet for the 

month of April 2012, documented the resident eat 

by ••If and ambulatory. 


On April 23, 2012, at 2:15 p.m., in interview with 

Certified Nursing Assistant (eNA) 1, she stated 

the resident do hIS activities of daily living himself 

exoept shower. The DON stated the resident is 

Independent on his activities of daily living, The 

resident when asked stated he b••ical~ do hi. 

actiVities of dai~ living himaeil. 


d. A review of Resident 10'5 MOS assessment 

dated January 6, 2012, indicaled the resldanl's 

BladderlBowe! was coded as 1/1 meaning 

occasionally incontinent of both bladder and 

bowel. 

On AprJl23, 2012, al 10:30 a.m., during an 

interview with the resident she stated that she 

could feel when she need to urinate and move 

her bowel. In the daytime she does not use a 

diaper and able to wheel herself to the bathroom. 


, At night time she wore a diaper because she did 

: not want to have an accident How~, she used 

i the caJlllght.t night to be assisted to the 

, bethroom 


., A review of the certjfied nursing assistant 

acttvities of daily living sheet documented the 

residenl as incontinent of both bladder and 

bowel. The licensed nurses record 
 U
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documentation for both bladder and bow~ 
 . 

elimination was that the resident as continent.' 


F 279: 483.2O{d). 483.20{1<)(1) DEVELOP 
 F 279 

SS=D 
 COMPREHENSNE CARE PLANS 

A facility must use the results of the assessment 

to develop, review and revise the resident's 

comprehensive plan of care. 


The facility must develop a comprehensive care 

pian for each resident that includes measurable 

objectives and timetables to meet a residenes 

medical, nursing, and mental and psychosocial 

needs that are Identified in the comprehensive 

assessment 


The care plan must describe the services that are 

to be furnished to attain or maintain the residenfs 

highest practicable physical, mental. and 

psychosocial we1I..ooing as required under 

§483.25; and any se!Vioos that would otherwise 

be requued under §483.25 but are not provided 

due to the resident's exercise of rights under 

§483.10. Including the r~ht 10 refuse treatment 

under §483.1 0(b){4). 


This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview and record 

review, the tacilityfaUed to develop a care plan for 

a resident whO had a pacemaker and to ensure 

that the care plan Included approaches pertinent 

to the residents needs (6) for one of 13 sampled 

residents. 


: Findings: 

I 
• 

I 
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a1. A review of the medica! record indicated 
Resident e was initially admitted to the facility on 
March 19, 2012, and re-admitted on April 12, 

I
,

2012, with diagnoses that Included pneumonia, 
dysphagia, muscle weakness, gastrostomy tube, 11'279 
and slatus post pacemaker placement. , . , 

!The Minimum Data Set (MDS) assessment dated 
: March 31, 2012, indicated the resident had no 
! memory problem, Independent in cognitive skillS 
: for decisIon maldng, and needed limited to 
exte,nsive assistance In activities of dally living. 

A review of the prevJous admission indicated the 
resident has a pacemaker. However, there was 
no care plan in the active record regarding the 
use of a pacemaker. 

: On April 22, 2012 at 11:00 a,m" in an interview 
and record review with Registered Nurse (RN) 1, 
she stated that the resident has a pacemaker and 
confirmed that there was no care plan in the 
chart 

i a2 During the tour of the facility on April 20, 2012 
: at 7:00 p.m., Resident 6 was observed in bed and 
was noted to have skin dIscoloration and blisters. 

A review of the care plan dated April 12, 2012, 
indicated a problem of skin blisters on the left arm 

, and elboW. The approaches however, indicated 
'to appty of heel protectors at all times, to elevate 
feet with pmows, and to place a pillow in between 
the legs when on one side. The approaches in 
the plan of care were not appropriate since the 

I affecteq body part was the jeft arm and not the 
: heels and feet. 

I 

A plan ofcare was developed for Resident' 
regarding use of a pacemaker by D.O.N. on ' 
tll22112 

All charge nurse nurses were inserviced b' 
D.O.N. to careptan residents coDditions t 
to document appropriate approaches to th 
problem on 4123112 

uJ n/ rz., 
II 

Medical Records will audit monthly for 
compliance 

D.O.N. will audit random charts for 
compliance monthly 

Overall compliance win be monitored 
quarterly by QA Committee 
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: On April 22, 2012 at 3:0a p.m., during the record 
, review and InteMeW with RN 1, she stated the 
approaches were not appropriate for the problem, 

F279 

On April 23, 2012 at 11:00 a.m., after showing the 
care plan for the blister and the approaches to the 
director of nurses, he stated that he wllllnsslVice 
the staff to develop appropriate approach.. to !he 
problem. 

F 3091483.25 PROVIDE CARE/SERVICES FOR 
SS=D HIGHEST WELL BEING 

F 309 

Each residant must receive and the facUlty must 
provide the necessary care and services to attain 
or maintain the highest practicable physical, 
mentalf and psychosocial well-being, in 
accordance with the comprehensive assessment 
and plan of care. 

This REQUIREMENT is not met as evidenced 
by: 
Based on obseivation, interview and record 
review, the facility staff failed to ensure that a 
calendar was developed to indJcate a schedule to 
provide a coon:flnated care and to !dentify when 
the hospice personnel will visit the resident to 
provide the necessary care and services for one 
of two hospice residents (7), and failed to follow 
physlclan order to keep !he surgical sfte open to 
alr after providing treatment (5) for two oot of a 
sampled residenls (5,7). 

Findings: 

•• During the tour of !he facility on April 20, 2012 
at 7:30 p,m., Resident 7 was observed in bed 
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with gaStrostomy tube feedlng. 


: A review of the medical record indicated R.esident 
F3097 was readmitted 10 the IaclUty on Maroh 30., 


20.12, with the diagnoses thallncludod diabetes 

mellitus, hypertension. seizure disorder, 
 A calendar ofscheduled visits by Hospice rOT 
gastrostomy tube feeding and uncler hospice Resident 1 was completed immediately an 
care. placed in the chart 

A review of the Minimum Data Set (MDB) Social Services will -coordinate with Hospi~
assessment dated Aprl111, 2012, indicated the Agency during monthly lDT meetingsresident was  was 
totelly dependent on staff for actMle. of daRy 

Hospice Agency was contacted byliving, and was on feeding tube. 
Administrator to comply with requirements{ of 

A review of the hospice records revealed there the services on 4123112 :Y/z-,1rp 
was no calendar to indicate the scheduled visit of 
the hospice staff so that the care could be Medical Records will audit monthly for 
coQrdlnated with the lacility staff. compliance 

On April 23, 2012 at 11;35 a.m" during the record OveraU compliance win be monitored
review and Interview with the hospice staff, they quarterly by QA Commitree
confirmed that there was no calendar in the chart, 

They further stated that they will fax the catendar 

to the lacility. 


b. During the course of the survey days from April 

20,2012 through Aprli22, 2012, at various times, 

Resident 5 was observed wheeling himself in and 

around the facifrty. There was a dry dressing 

taped on the resldent's right knee. 


On April 22, 20.12, at 11 a,m, the treatment nurse 

stated she did the treatment of normal saline on 

the right knee surgical wound and covered It with 

dry dressing. 
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PREFIX 
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SUMMARY STA'I1i!MENl OF DEFJCIENG1ES 

(fACH DEFICIeNCY MUST BE f'RECE/.:)!;1:I gV FULL 


REGULATORY OR LSC IDENTIFYING INFOOMA.TIOlII) 


Continued From page 10 
During a """""rrent Interview of the record with 
the treatment nurse the medical record indicated 
a physician order dated Apo110, 2012, to cleanse 
the right knee arthroplasty incision with normal 
saline, apply Polysporln Ointment and leave open 
I!:I a~ for 30 dsys. 

A reVIew of the Treatment Record fOf the month 
ofApril 2012, Indlcaled that the treatment was 
consistently befng done, however, the physician 
order to leave the wound open to air was not 
implemented, 

F 3141483,25(0) TREATMENTISVCS TO 
8S=0 PREVENT/HEAL PRESSURE SORES 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who enters the facility without pressure sores 
does not develop pressure sores unless the 
individual's clinical condition demonstrates that 
they were unavoidable; and a resident having 
pressure sores receives necessary treatment and 
services to promote healing, prevent infection and 
prevent new sores from developing. 

This REQUIREMENT Is not met a. evidenced 
by: 
Based on observation, interview, and record 

review, the facility staff failed to ensure a excess 
!fnen would not be placed over the residenfs !ow 
air loss mattress (LAM) and caused the potential 
to compromise the pressure relieving effect of the 
LAM, a delay to promote healing of pressure 
sores and prevent the development of new 
pressure sores for one of 13 sampled residents 
(1), 

(X2) MtlLTIPLE COKSTRUCTION 

A. SillWING 

B. WING 

STREET ADDRESS. CITY. STATE, ZIP COOt 
2123 VERDUGO BLVD, 
MONTROSE, CA 91020 

10 PROVIDER'S PLAN OF CORRECTION ,XS, 
PREFIX 

TAG 
(EACH CORRECTIVE ACTION SHOUlD BE 

CROSS-ReFERENCEO TO THE APPROPRIATE 
COMPl!iJ10N 

om 
DEFICIENCy) 

PKIN 11:1.); U!illJ4J.!U1L 
FDRM APPROVED 

OMS NO, 0938-0391 
{X3} DAlE SURVEY 

COMPlETl'D 

0412312012 

F309 

F 309 

Residents S dressing was removed 
immediately and Jeft open to air as ordered 

Treatment nurses was inserviced 
immediatelybyD.O,N, on 4122/121l\\~\1 
following doctors orders 

F 314!D.O.N. ,:illrevi~w~tmentorders week~ 
and monitor for compliance 

Overall compliance will be monitored 

Quarterly by QA Committee 


i 
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F 3141 Continued From page 11 F314 I 

Findings: 

According to the Adrnission and Discharge iF314
Summary, Resident 1 was admitted to the facility 

on December 5, 2011, with diagnoses that 


Resident 1 diaper was removed immediate1 ;included  hypertension, left 

lower leg contracture~ and pressure ulcer. 


D.O.N. and DSD inserviced all Licensed 
The admission assessment docomented the nurses and C.N.A·s regarding single 

barrier 00 bed for residents on low air resident had a stage N pressure ulcer on his 't11..l]I2Isacro-coccyx area whIch measured 5 centimeters 

I 
mattress on 4/21112


(em) by 5 em by 3 em, The' physiciads order 

indicated to cleanse the pressure ulcer with 


I 

DSD on her daily rounds will monitor for 
I normal ssiine, pat dry, apply santyl ointment compliance

peck wound Iight/y with gauze, and cover witl1 dry 

dressing daily, and low air· loss mattress. 


! 

Treatment nurse will also monitor for 
c-ompliance when providing treatments On April 20, 2012, ate p.m., during !he Initial tour 


of the unit, Resident 1 was observed lying on a 

low air loss mattress and an lndweUing catheter in 

place. 
 Overall compliance witl be monitored 

quartcrly by QA Committee 

On April 21, 2012, at 1;30 p.m.. dunng the 

treatment observation, the resident was noted 

wearing a diaper and a bed sheet Over the low air 

loss mattress. The resident's Stage IV pressure 

ulcer had healed but had redness of the skin on 

the coccyx area that measured 7 em by 7 em. 


During a concurrent interview with the treatment 

nurse, she stated that the resident should not be 

wearing diaper while lying in a tow air loss 

mattress. 


On April 23, 2012, at 10 a.m., during an IntelView 

with the DON, he stated tIl.t for !he low air loss 

mattress to achieve maximum effectiveness, a 

single linen/sheet should be use to promote 
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F 314: Continued From page 12 
 F 314 
; wound healing. 


'F 315 483.25(d) NO CATHETER. PREVENT UTI. 
 . F 315 

s_ RESTORE BLADDER 


I Based on the resident's oomprehensive 

assessment, the faclfity must ensure that a 

resident who enters the faciJity without an 

indwelling catheter is not catheterized unless the 

residenfs clinlcal condition demonstrates that 

catheterization was necessary; and a resident 

who is Incontinent of bSadder receives appropriate 

treatment and services to prevent urinary tract 

infections and to restore as much normal bladder 

function as possible. 


This REQUIREMENT is nolmet as evidenced 
by; 
Based on observation, interview and record 


review. the lac,i!y staff failed to ensure that. 

resident with an indwelling cathelet was being 

monitored for signs and symptoms of urinary tract 

infection such as cloudiness and sediments in the 

urine and to assess the adequacy of the 

resident's fluid intake (1), ensure that the urine 

drainage tube connected to an indwelling catheter 

would not touch the floor to prevent the potential 

for urinary tract lnfectlon, and to provide the care 

and services to restore as much normal bladder 

function as PQSsible (6) for two 01 13 sampled 

reoidenls (1.6). 


Findings: 

e. On Aprlt20. 2012. at 6 p.rn.. during the initial 

tour of the unit, Resident 1was observed in bed 

with an indwelling catheter in place. The 

indwellmg catheter bag contained 400 cubic 
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F 3151 Continued From page 13 
centimeters (cc) of cloudy, yellow colored urine, 

On Aprn 21,2012, at 1:30 p,m" during the 
treatment obseNation with licensed Vocational 
Nurse {LVN} 2, the indwelling catheter bag was 
noted to have- 600 oc of cloudy, yellow co!ored 
urfne, 

On April 22, 2012, a14:20 p,m., together with the 
dlr1iClor of nursing (DON), the Indwelling catheter 
bag was observed draining 150 cc of cloUdy, 
yellow colored urine, 

A review of the medical record indicated Resident 
1 was admitted to the facility on December 6, 
2011, with diagnoses thai
Stage IV pressure ulcer on the sa~ 
area, and hypertenSion. 

A care plan developed on admission addressed 
the resident's indwelling catheter for the purpose 
of wound care management One of the 
approaches was to monitor urine for slgns and 
symptoms of urinary tract infection such as 
Increased sediments, change in color of urine 
(cloudiness), 

There was no documented evidence that 
indicated the resklent's fluid intake was assessed 
to evaluate the need to increase fluid 
consumption in order to prevent sedimentation 
and cloudiness of the urine, 

On Apnl 22,2012, at 4:30 p,m" In an Interview 
with the DON whfle reviewing Resident 1'S 
medical record revealed there was no 
documentation in lhe [icensed nurses notes that 
indicated the cloudiness and yeUow-cclored urine 

F 315 

F315 

Catheter bag ofresident 1 and 6 was cbangl 
'and tubing properly placed offtile floor 
immediately '-IjV'11 

IAlllicensed nurses were inservjced by nu~ 
consultant regarding catheter assessment ;~ 
monitoring On 04121112 i 

,I

AU licensed nurses were inserviced by D'O'[.
n infection control on 4121112 

II licensed nurses were inserviced by D.O. , 
n proper documentation of intake and OUtp[ 
n 4121112 

~lIlicensed nurses were inserviced by D.O. . 
pn 4121112 regarding documentation of ! 
~onjtoring residents on Coumadin therapy fpr 
'-jgns and symptoms of bleeding. I 

P,O.N. will randomly check catlleter care Jd 
ptonitoring on daily rounds I 
~ plan ofcare was immediately developed for 
i esidenl6 by D.O.N, on 4122112 
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F 3151 Continued From pag.14 
was identified from April 20 !hrough 22, 2012, 

, b1, On April 20, 2012 at 7:00 p,rn.. during !he tour 
01 the facility, Resident 6 was observed lying in 
bed with a GT feeding and an indvielling catheter 
in placa The resident's bed was in a low position 
with Ute catheter tubing touching the floor and the 
urine was dark amber in color. The licensed staff 
stated that the tubing should not touch the floor. 

A review of the medical record indicated Resident 
6 was initially admitted to the facility on Marcil 19, 
2012, and re-admitted on Apn112, 2012, wilh 
diagnoses that included pneumonia, dysphagia, 
muscle weakness, gastrostomy tube, and status 
post pacemaker placement. 

The Minimum Oat. Set (MDS) assessment dated 
March 31, 2012, indicated the resident had no 
memory problem, independent in cognitive skills 
for decision making, and needed limited to 
extensive aSSistance in activities of dalty living, 

On April 22. 2012 at 10 a.m" the resident was 
observed _ Licensed Vocational Nurse (LVN) 2 
and the urine was noted to be reddish in color. At 
2:00 p,m" Registered Nurse (RN) 1 was asked to 
check the resident'S urine and after checking the 
urine, she stated that the urine was bloody and 
the staff should be monttorlng the urine for 
hematuria as the resident was on Coomadin 
therapy (blood thinner that reduces the formation 
of blood clots). 

A review of the medical record' with RN 1 
reveaied no documentation that the staff was 
continuously monitoring the resident for signs of 
bleeding, 

F315

I'm 
II licensed nurses were inserviced by D.OJtl. 

in appropriately care planning residents B&1B ' 
retraining program on 4/22/12 . I"'I"""" \Z 

~edical Records wUJ audit monthly fur 


rrnpliance 


,Pvera1l compliance will be monitored 

uarterly by QA Committee 
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F 315 iContinued From page 15 F 315 
! b2. The physician's orderdaled March 21, 2012, 
~ indicated order to remove Foley catheter and to 
I start Bowel and Bladder (BIB) retraining program 
, times 14 days. The care plan for bowel and 
bladder retraining was developed and the 
approaches included to toilel resident at specified 
times (did not Indicate the times) and encourage: 
adequate fluids, , 

A review of Ihe BIB Retraining Program did not 
indicate a plan of care with specified time andlor 
scheduted toileting program in order to achieve 
the goal to restore as normal bladder function as 
poss1ble, There was no documentation that the 
resident was assessed on the progress of the 
program nor was the reeident encouraged far 
fluid intake. 

A review" of the policy on Bowel & Bladder 
Retraining Program indicated that appropriate 
fluid intake shall be encouraged throughoul the 
study and Ihatweekly progress notes will be 
performed by a licensed nurse. 

F 3221 463,25(g)(2) NG TREATMENT/SERVICES ­
SS-E RESTORE EATING SKILLS 

Based on the comprehensive assessment of a 
resident, the facility must ensure that a resident 
who is fed by a nasoiJsstric or gastrostomy tube 
receives the appropriate treatment and seMces 
to prevent aspiration pneumonia, diarrhea, 
vomiting, dehydration, metabolic abnormalities, 
and nasal-pharyngeal ulcers and to restore, if 
possible, normaleaUng skills. 

This REQUIREMENT is not met as evidenced 
by: 

F 322 
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F 322 \ Continued From page 16 
Based on observation, IntervieW and record 

, review, the facility failed ID ensure a resident who 
was fed by a gastroslomytube (GT-tube 
surgically piaced Into the stomach through the 
abdominal wall into the stomach and is used for 
long-term enteral nutrition and medication 
administration} received the volume of feeding 
formUla es ordered by the physician for two of 13 
sampled residents (2, 3, 4, 7). 

FInding.: 

a. On AprIl 20, 2011, al7 p.m., during lIle inillal, 
Resident 4 was observed lying in bed with GT 
feeding of GJucerna 1,2 Cal infusing at 50 cc. 
The label on the bottle Indicated it was hung on 
April 20, 2012 a! a a.m. There was 1400 co left In 
1500 ce bottle. 

On Apr! 21,2012, at 4:30 p.m" Iogether with 
Licensad Vocational Nurse (LVN) 4, the 
resldenfs feeding was observed running at 50 00, 
The label on the bottle indicated Glucema 1.2 
Cat, hang on April 20, 2012, a! 8 a.m. (same 
bottie obsef\led a day earlier) with 300 00 left in a 
1500 co bottle. 


During a concurrent Interview with the staff was 

unable to grve an explanation for the occurrence. 
She furlher stated It should have bean finished by 
now. 

On April 22, 2012, at 6:25 a.m., the resident was 
observed in bed wfth hls feeOlflg running at 50 ce. 
The label on !he bailie indicated Glucema 1.2 Cal 
hang O!l April 21. 2012, at 8:45 P ITt, with 1100 co 
left !n a 1500 cc bottle. 

F322 


322 

esident 4 and 3 were both immediately 

weighed to monitor for weight loss 4121f12 


~~I'"Jrders were obtained from MD fur labs to 
C0itor if within nonnallimits on 5/08112 

hedule was instituted to start all GTF at thCe time fur monitoring of infusion. 

, llllcensed nurses were mserviced by nurse 
ronsul- regarding OTF Infusion as per 
hysician order on 4nJ112 

~O.N' IUld DSD will monitor for compll.aru e 
daily rounds. 

Overall compliance will be monitored , 
uarterly by"QA Committee. 

I 
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I A review of the medical record revealed a 

, physician order dated December 30, 2011 , tube 

; feeding ordere",,'Y shift Glucoma 1.2 at 50 mllhr 

!to provide 1000 mV1200 cal via GT ever 20 hours 

, via pump, start infusion at 12-1 p.m, and continue 
unll'_ volume Is Infuse<!, Set pump at 51) cclhr, 

b. On AprR 20,2012. at 6 p,m., during the initial 
tour, Resident 3 was observed lYing in bed wIth 
GT feeding 01 Jevity 1 Callnluslng at 60 cubic 
centimeters (ee). The label on the bottle 
Indicated th. feeding bottle was hang on Aprt119, 
2012, at 1:30 p.m. There was 250 cc left of the 
feeding In a 1500 ee bottle. 

On April 21, 2012, at 4:30 p.rn" together with 
LVN 4 the resident was observed in bad with the 
feeding off, The labellndlcafed Jevlty 1 Gal was 
hang on April 20, 2012, al9 p,m. The", was 60 
ee left in a 151)0 ce bottle. 

On April 22, 2012, at 8:35 a"m., the resident was 
observed In bed with his feeding running at 60 cc 
, The label: indicated Jevity 1 Cal was hung on 
April 22, 2012, at2 a,m" with 1200 co left of a 
1500cc. At3 p.m. an observation with the DON, 
the feeding and the pump was recheck which 
indicated that 1100 co was Infus.d. 

A review of tne medical record revealed a 
physician order dated December 13, 2011, tube 
_Ing order Jevlty 1,0 at 60 cc /hr x 20 hours to 
provide 1200 ml11200 !<cal start infusion 
between 12 -1 p,m. and continue until total 
volUme infused. 

c. On Apr" 20, 2012, at7:30 p.rn" during the 
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, initial tour, Resident 2 lying In bed with GT 

feeding of Glucema 1.Q Cal Infusing at 50 cc. 
 . 

The label on the bottle indicated the feeding was 

hang on April 20, 2012, at 6:30 p.m. 


On April 21, 2012, ot4:30 p.m" together with the 

LVN"4. the resident's feeding was infusing at the 

rate of 50 00. The label on the bottle Indicated 

tholeeding was hang on Apli120, 2012, ot 6:30 

p.m, There was 700 cc left in 01500 co bottle, 


A review of the medical record revealed a 

physician order dated November 11, 2011, 

Glucema 1.0 TID (three time. a dey) at 50 cclhr 

to provide 1000 mUIOOO coVday, per GT every 20 

hours via pump, start infusion at 12-1 p.m. and 

continue until total volume is infused. 


d. A review of the medical record revealed 

Resident 7 was readmitted to the facility on 

March 30, 2012, with the diagnoses that Included 

diabetes mellitUs, hypertension, seizure disorder 

and gastrostomy tube feeding. The resident was 

readmitted to the facility under hospice care. 


A review of the Minimum Data Sat (MDS) 
assessment dated April 11, 2012, indicated the 
resident was  was 
totally dependent on staff for activIties of dally 
living, and was 00.meding tube. 

The resident has a phySician's order for GT 
feeding of Glueema 1,0 al55 co per hour for 20 
hours, to start infusion at 12 ~ 1 p.m. and continue 
until total volume js infused. 

, 

On April 22,2012 at 9:55 a,m., the resident was 
observed sitting up in a wheelchair with GT ! 

--~ 
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feeding at 55 ccIhour. The label on the bottle 

Indicated that ~ was hung on April 22, 2012 at 

4:10 a.m. The bottle contained 1500 ce's and was 
stlll almost full. The pump indicat&:! that 1033 co 
of the feeding had been Infused. 

At 1:30 p.m., together with Registered Nurse 
(RN) 1, the", was aboUl1400 ce's left of the 
feeding. RN 1 .sked LVN 2 what time sIle turned 
on the feeding tube. LVN 2 stated that she turned 
the feeding tube on or at .bout 1:00 p.m. RN 1 
stated that 275 ee's of the feeding should have 
been infused . 

. , Based on the physician's order to start the 
infusion at 1:00 p,m, and con1inue until the total 
volume is infused, the total volume should have 
been finished by 9:00 a.m. to run for 20 hours. 
However at 9:55 a.m., the", was stlll67 co left of 
the feeding to be infused, 

F 327 483.25(j) SUFFICIENT FLUID TO MAINTAIN 
SS-D HYDRAnON 

The facitity must provide eacIl ",sident with 
sufficient Huid intake to malntaln proper hydration 
and health. 

ThIs REQUiREMENT is not met as evldenced 
by: 
Based on observation, interview and record 

",view, the facility fait&:! to ensu'" the ",sident 
was provided sufficient fluid by monitoring the 
Intake .nd output (1&0) accurately as ordered by 
the physlclan for two of 13 sampled residents (6, 
7) 

Findings; 

F322 

F 327 
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a. During the tour of the fatUity on April 20, 2012 
at 7;00 p.rn., Resident 6 was observed ~Ing In 
bed with a GT feeding at 60 cubic centimeters 
(cc) per hour and an indwelling catheter in place, 

A review of the medical record reveaJed Resident 
6 was initially admitted to the facility on March 19, 
2012, and reradrnitted on April 12, 2012, with 
diagnoses that Included pneumonia, dysphagia, 
muscle weakness, gastrostomy tube (GT), and 
status post pacemaker placement. 

The Minimum Data Set (MDS) assessment dated 
March 31, 2012, Indicated the resident had no 
memory problem, independent in cognitive skills 
for decision making, and needed limited to 
extensive assistance in activities of daily living. 

The resident had the following physician's order 
on admission: 

1. Jevlty 1.2 at 60 CO per hour 

2. Flush GT with 250 cc every six hours and 30 
ee's post and pre medication administration 

3. Monitor intake and output times 4 weeks 

4. The flushing of GT with 250 cc of water was 
held on April 14 and 15, 2012, and a physician 
order to flush 250 CC ofwater every four hours 
times two days was received. There was also an 
order for water bo1us of 500 cc times one. 

A review of the Intake/Output Flow Sheet 
Indicated that on April 14, 2012, the resident 
receMKI2200 cc of fluid. However, the resident 

10 PRoVIDER'S PLAN OF CORREC'l"ION (lO'
PREFlX (EACH CORReCTIVE ACTK>N SHOULD BE COt.lf>lE'TION 


TAG CR{)SS-REFERENCEO TO THE APPROPRIATE "re 

DEFICIENCY) 


F327 


327 

rtiers obtained from MD to monitor jf labs 
rlbin normal limits fur residents 6 and 7 //1 p:/ 1:.­
in SIt)8112 '" I 

~censed nurses. were inserviced by D.O.N. ~ 
iroper documentation ofintake and output 
In 4121112 

:edical Records will audit monthly fur 
lompliance. 

pverall compliance will be monitored 
luarterly by QA Committee 
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F 327 iContinued From page 21 F 327 
: should have received 3130 cc of flUid. On April 
15,2012, it was documented that the resident 
receNed 2280 co of ftuid, However, the resident 
should have received 2680 cc of fluid. 

On AprB 23, 2012 at 11 :00 a.m., in an interview 
and record review with the director of nufS8S, he 
stated that the intake information probably did not 
include the flushing and he wfillnsetVk:e the staff 
to document accurately. 

b. During the tour 01 the facility on April 20, 2012 
at 7:3() p.m.! Resident 7 was observed in bed 
with gastrostomy tube feeding. 

A review of the medical record revealed Resident 
7 was readmitted to the facility on March 30, 
2012, with the diagnoses that included diabetes 
mellitus, hypertension, seizure disorder, and 
gastrostomy lUbe feeding. 

A review of the Minimum Data Set (MDS) 

assessment dated April i 1, 2012, indicated the 

resident was  was 

totally dependent on staff for activ~ie. of daily 

living, and was on feeding tube. 


The resident had the physician's order on 
admission as follows: 
1. GT feeding of Glucema 1.0 at 55 cc per hour 

for 20 hours 

2. Flush feeding tube with 200 ml of water every 

shift 

3. Flush feeding tube with 30 cc of water pre and 

post medication administratIon 

4. Monitor Intake and output 

A car. plan daled April 11 , 2012, Identified the 
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problem of at risk for dehydration related to tube 

feeding. One of the approaches was to monitor 

intake and output daily. 


A review of the medical record' relfeaied there 

was 00 documentation that intake and ouiput was 

monitored, 


On April 22, 2012 .t 6:20 p,m" in an Interview 

with Licensed Vocational Nurse 3, he stated that I 

& 0 should be done wIthin 30 days of admission 

and that the monttoring was not dona 


F 3281 483,25(k) TREA TMENTICARE FOR SPECIAL F 328 
SS=D NEEDS 

The facility must ensure that residents receive 

proper treatment and care for the following 

special services: 

Injections; 

ParenteraJ and enteral fluids; 

Colostomy, ureterostomy, or ileostomy care; 

Tracheostomy care; 

TrachealsuCllonlng; 

Respiratory care; 

Foot care; and 

Prostheses. 


This REQUIREMENT Is not met asevidenced 

by: 

Based on obserVation, interview and record 

review, the nursing staff failed to ensure the 

resident received the voulme of oxygen as 

ordered by tihe physician for one of 13 sampled 

residents (11), 


Findings: 
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, On Aprl120, 2012 at 6:45 p.m., Resident 11 was 
observed with oxygen via nasa! cannula at 3.5 
liters. 

F328 

F 361 
ss=o 

A review of tf1e medical recom with Licensed 
Vocational Nu"", (LVN) 1 _the observation, 
revealed Resident 11 had a physician's order tor 
OlJygen at 2 liters par na..,t cannula. LVN 1 
stated ohe willadJuot the oxygen as par 
physrclanls order. 
483.35(e) THERAPEUTIC DtET PRESCRIBED 
BY PHYSICIAN 

Residents 11 Oxygen was atliusted 
immediately per physicians order 

412l!12 <-/
All charge nurses were inservice by D.O.NtOll 1'Z.t I~ 

F 367lre: residents to received volume ofoxygen 
ordered by physician 

Therepautlc diets must be proscribed by the 
_edlng physician. 

, 
D.nN. and DSD wiU monitor forromplianbe 
on daily rounds 

This REQUIREMENT is not met as evidenced 
by: 
Based on observation, Interview and record 
review. the facility failed to ensure that a resident 
who was on 1800 calories aie! was was provided 
the lIlerapautic diet as ordered by he physician 
for one of 13 sampled "",ldents (11). 

Overall compJiance will be monitored 
quarterly by QA Committee 

Findings: 

A review of the medical record revealed Resident 
11 was flHldmitted 10 the facility 011 April 12, 
2012, with diagnoses that included coronary heart 
failure, anemia, hypertension and seizure 
disorder. 

The Minimum Data Set (MDS) •••••sm.nt d.ted 
February 21, 2012. Indic.ted the resi"'n! usu.lly 
made self understood and could understand 
olllem. totally aepandent on staff for dressing and 
needed extensive assistance with the rest of her 
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F 367 ; Continued From page 24 
! activities of dally I1vlng, had limitation on one sfde 
, of the upper extremity, and on therapeutic diet 

A revfew of the physician's order on admission 
indicated the resident.,.. to receive 1800 
calories diet 

On April 23, 2012 at 7:15 8,m" an observation of 
the tray line revealed there was only one resident 
on 1800 diet. The dietary staff gave the ••me 
amount of food as the regular diet. 

A review of the menu spread sheet indicated that 
residents on 1sao calories was to receive 1/2 cup 
of the oatmeal while the regular diet gets 314 cup. 

On the same date at 7:30 a.m., the diemry 
supervisor stated in an interview that their poJiCy 
calls for the same portion for breakfast. 
However, when she was shown the spread sheet, 
she stated that she will inMservice the staff to 
follow the menu spread sheet. 

F 4251 480.6O(a),(b) PHARMACEUTICAL SVC ­
SS=E ACCURATE PROCEDURES, RPH 

The facility must provide routine and emergency 
drugs and biologiCals to its residents, Of obtain 
them under an agreement described in 
§483.75(h) of this part The facility may perm~ 
unlicensed personnel to administer drugs if State 
law permits, but only undef the general 
supervision of a licensed nurse. 

A faCIlity must provide pharmaceutical services 
{including procedures that assure the accurate 
acquiring, receiving, dispensing, and 
administering of all drugs and biologicals) to meet 
the needs of each resldent 

F 367 

1<367 

tSident 11 portion was corrected and was 
've ~ cup of oatmeal immediately 

ietar)' Staff was :inserviced by DSS on 
l23/l2 on oorrect portion for therapeutio di 

rvic¢ on proper portion control for ~ 11 ,~ 
erapeutic diet was given to all dietary ~ -J J 
Y RD on 511112~ 

pailycompliance will be monitored by DSS 

Pverall compliance will be monitored 

uartedy by QA Committee 


F425 

i 
, 
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: The facility must employ or obtain the services of 
a licensed phannacist who provides consultation 
on aJl aspects of the provision of pharmacy 
services In the facility. 

This REQUIREMENT is not mel as evidenced 
by; 
Based on observation, interview, and record 

review, the facility failed to prevent omission of 
medication ordered by the physician, ensure 
liquid medication poured In excess would not be 
returned to the bottle to pfll\lent the polonUsl for 
con!amlnaflon. 

Findings: . 

s. On April 21, 2012, at aa.m., during the 
medication pass observation, the following was 
noted: 

1. licensed Vocetlonal Nurse (LVN) 1 was 
observed preparing medicatlons for Resident 2. 
The: medications were Metronidazole 500 mg, 
Aspinn 81 mg, Amlnophyllne 200 mg, Melropolol 
25 mg, Cranberry pili 405 mg, Tylenol 325 mg, 
Vitamin D1000 IU and MVI5 ce, The above 
medications were administered via gastrostomy 
tube, 

A revieW of the .resident's medical record 
revealed a phYSician's order dated February 11 > 

2012, tor a ProMod 30 ml dally fur low albumin. 
This was not observed admInistered during the 
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IF 425 

LVN was inserviced immediately by D.O. 
·n administration ofmedication and 
isposable of unused medication 

PO' 
COMPi.E:TION 


DA'" 


II cbarge nurses were inserviced by D.O.~. "II......\! 
·n administration and disposable of unused 

imedication on 4122112 

Consul:tant Phannacist win follow medicatiiJn 
and observe for compliance montbly 

'erall compliance will be monitored 
arterly by QA Commitree 
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F 4251 Continued From page 26 F 425 
~edication pass observation, 

2. LVN 1 was 00_ poured the MVI to a 
plastic medIcation cup whfch was more than the 
ordered dose for Resident 2. The licensed nurse 
poured back to the bottle the excess medication. I 
A review of the faCility's policy on Procedures for 
Ail Medications stipulated once removed from the 
container or package, unused doses should be 
disposed of In accordance with the medication 
destruction policy. 

During a concurrent interview with the DON. he 
stated unused doses of medication should be 
disposed of in the medication waste container. 

F 431 I483.6O(b), (dl, (el DRUG RECORDS, F 431 
SS=E LABELISTORE DRUGS & BIOLOGICALS 

The facllity must employ or obtain the serVices of 
a licensed pharmacist who estabtishes a system 
of records of receJpt and disposition of all 
controlled drugs in sufficient detail to enable an 
accurate reconciliation; and determines that drug 
records are In order and that an accoontof all 
controlled drugs is maintained and periodically 
reconciled. 

Drugs and biologicals used in the facirlty must be 
labeled in accordance WIth currently accepted 
professional principles, and include the 
appropriate accessory and cautionary 
instructions, and the expiration date when 
applicable. 

In accordance with State and Federal laws, the 

facility must store aU drugs and bJo.1og1cais In 

locked compartments under proper temperature 
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F 431 Continued From page 27 
controls, and penni! only authorized personnel to 
have access to the keys. 

The facility must provide separately locked, 
pennanently affixed compartments for storage of 
controlled drugs listed In Schedule II of the 
Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and o\l1.r drugs sUbJeetto 
abuse, except when the facifJty uses single unit 
paoI<age drug dlstibutlon systems in which the 
quantity stored is minimal and a missing dose can 
be readily detected. 

This REQUIREMENT is not met as evidenced 
by: 
based on observation interview and record 
review, the facrlity failed to ensure the proper 
storage of medication in the right temperature, 
ensure mutHdose medication was labeled with 
date opened, and ensure expired medications 
wem removed from storage to prevent: the 
administration of expired medloation, 

Findings; 

•. OnAp!l21, 2012, at 11 '.m., during the 
medication storage inspection the following was 
observed. 

1. The medication storage refrigerator in the 
medication room had heavy accumulation of ice 
in the freezer. 

2, The medication storage refrigerator had a 
temperature of 32 degrees Fahrenheit 
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f 431/ ! 
: 

L 
~edication refrigerator was defrosted and
leaned immediately 4i21112 '111-!ltl­

11 medications were ordered and replaced 0 

:
121/12 
: 

imrvice was given to all licensed nurses to 
keep refrigerator clean, defrosted and 


aintain acceptable temperature for 

edication on 4121112 


eruperature ofmedication refrigerator was 
djusted to be in complianc-e 

i 
: 

: 
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F431 Continued From page 28 F 431 , 
, 

which was open and untfated. 
3, The", was a bottle of 2 mglml 

4: There were two bottfes of sterile saline solution 

which had an expiration date of August 2010, 

Review of the dally log check revealed it was 

checked on April 21, 20t 


b, The First Aid KIt in the Disaster Kit was found 

to contain the following medications: 


431 

1, A vial of Ocu Fresh Eye Wash with expiration 

date of 2128/11 
 U expired medication were disposed and 

placed immediately 4121112 

2, Individuals packets of Povidone Iodin. Prep 

Pad with expiration date of May 201 t 
 eotraI Supply and licensed nurses were </'1,~I r>­

. serviced by D.O.N, regarding replacement 3, Individual packats of Insect Sting Rellefwith 
f expired medication on 4/23/]2expiration date of July 2011, 

,O.N. and DSD wiIl monitor for complianc 
expiratiOn date of october 2011. 
4, Individual packets of Quick and Clean with 

ontbJy 
, 

5. Individual packets of antibiotic ointment teral1 compJiance will be monitored 
(Bacitracin Zinc Ointment) with expiration _ of mtrterly by QA Committee ,May 2011, 

6, Individual packats of bum Cream. with Aloe 
Vera with expiration date of February 2011, 

F465 483.70(h) F465 
SS=B SAFEIFUNCTIONALISANITARYICOMFORTABl 


EENVIRON 


The facility must provide a safe, functional, 

sanitary, and comfortable environment for 

residents, staff and the public. 
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This REQUIREMENT is not met as evidenced 
by: 
Based on observation and interview, !he facility 

failed to maintain the environment In good 
worldng conditJon. 

Findings: 

On Apfi12, 2012 at 5:00 p.m" during 1116 lour of 
I11e environment I11e following was ob<;e!vad: 

a. The door leading outside from the laundry 
room had about a 112 inch gap from the floor that 
could be a potential for vermin enlly, 
b, The waH by the dryer was buckled. 
c, The screen door in Room 11 was warped. 
d, The refrigerator in the employees lounge was 
dirty and the shelf was broken, 

The maintenance supervisorstated at the time of 
the observation that he win have the above items 
fixed. 
483.75(1)(1) RES 
RECORDS-COMPLETEIACCURATEIACCESSIB 
LE 

The facility must maintain clinIcal records on each 
resident in accordance with accepted professional 
standards and practices that are complete; 
accurately documented; readily accessIble; and 
systematically organized, 

The clinical record must contain sufficient 
Information 10 iden~fy the resident; a recor<! of the 
resident's assessments; the ~n of care and 
services provided; the results of any 
preadmission screening conducted by the Stale: 
and progress notes. 

FORM CM$-256T{02-99) ~V1mloN ~ Ewmt!O;OLCS11 
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PROVIDER'S PLAN OF CORRECTION 
(EACIi CORRECTIVE ACTION SHOUlD Be 

c 

465 

e gap in the door was installed with a 
ieron 4123112 

e wall was patched and fixed on 4123/!2 

The screen door was straightened and instal 
en 4123112 

Shelfwas removed and refrigerator cleaned 
~mmediately on 4122112 
,,, 
Maintenance Supervisor will monitor for 
~ompliance on daily rounds 

F 514 ~erall compliance will be monitored 
~uarterly by QA Committee ,, 
, 
,,,,,, 

(XS) 
COMPLETION 

4f;1 r,. 


Fliduty 10: CA92OOOOO2a Ifcontinualion sheet Page 30 of 31 



PRli'lTED: 0510412012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
t;t:N I t:K::i ,..UK Mt::UII...iAtu: ~ Mt:U!Vi'\IU ;:)t::t'Wlvt:b VM!:1 NU. w~w~:n 

, 

STATEMENT OF OB"'ICtENCtES ~1i ~E~PPU~ 
AND f>I.AA Of CORRECTION IOENTiRCATlON NUMBER: 

055135 

HAME OF PROVIDER OR sUPPUf!R 

MONTROSE HEAi.THCARE CENTER 

, 
(X4) ID ! SUMMARY STATEMENT OF DEftCIENCIES 

I PREFIX (EACH DEFfClENCVMUST BE PRECEDED BY FULL , 
TAG : REGULATORY OR lS¢ IDENTIFYING INFOFl:MA11ON} 

(X2i MULTiPlE CONSTRUCOON 

A. BUilDING 

S. WING 

STREET AOORESS. CITY, SfATE, ZIP CODE 
2123 VERDUGO BLVD. 

MONTROSE, CA 91020 

(X3) DA11;: SURVEY 
COMPLETED 

0412312012 

I P~IX I PROVlDERS PlAN OF CORRECTION 

"'" {EACH CORREOTIVE ACTION SHOUI.O BE COMPLETlOtf 

: TAG ~EFERENCEOTOTHEAPPROPR~TE om 
, DEFIC1ENCY), 

,, 

F 514! Continued From page 30 

,, 
!TIlls REQUIREMENT is not met .. evidenced 
• by' 

Based on observation, interview, and record 
revieW, the facility failed to ensure that the 
mediCal records were accurately documented for 
13 of 13 sample residents. 

Findings: 

On Aplil22 and 23, 2012, a review of the 
Certified Nursing Assistant (CNA) ADL Sh..t 
indicated the CNA were documenting under 
personal hygiene that the residents were provided 
bed bath every $/lIlt 

On April 23, 2012 .t 10:30 a.m., the direclor of 
nurses was shown the documentation that the 
residents were given a bath every shift on a daily 
basis. He stated that it was inaccurate and that 
all the CNAs will be in-serviced to document 
accurately. 

FORM CMS-2561{02-99) Previous Ven!IoruI Obsolete Even! ID:OlCS11 

,
i 

F 5141 

! 514 

DL sheets were modified to minimize 
i accuracies in documen:tatioll 

icensed nurses were inserviced by D.O,N. 
n proper docwnentation on C.N.A. ADL 

on 4/24112 

11 C.N.A·s were inserviced by DSD on 
opec documentation on ADL sheets on 

124112 

fedical Records \\-ill audit monthly fot 
ompliance 

crall oomp)jance will be monitored 
uarterly by QA Committee. 
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