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The following refiects the fiddings of the
Department of Public Health during 8
Receriification and Complaint Survey.

Compliaint Number: CAD03054583
Unsubstantiaied

Reprasenting the Depariment of Public Health:
HFE-
, RN HFEN

Totai Popuistion: 51
Sample Size: 13

Highest $/5= F o
F 155 483.10(b){4) RIGHT TO REFUSE; FORMULATE F 185
§8=n | ADVANCE DIRECTIVES

The resident has the right to refuse freatment, {o
refuse to participate in experimenial resaarch,
and fo formulate an advance directive as
specified i paragraph (8) of this secfion.

3
53
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g6l WY "1 ATHE.
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wg;mw

This REQUIREMENT is not mat as evidenced
by

Based on record review and interview, the facility
failed to snsure that an informed consent was
obtained prior to the administration of
antideprassarnt medications to wo of 13 sampled
regidents (3 and 10},

Findings:
a. A review of Resident 3's medical recort
LABORATORY DIRECTOR'S OR mmﬁsuma REPRESENTATIVE'S SIGNATURE TITLE (%8) DATE

b enn, Mﬁw-}m&w ’5’[);/ iz

Arvy deficiency statement anding with an astersk {*) denoles e deficianny which the institidion may be excused from comecling pmvﬁcsiag it is detervised thal
otfier safeguards provide sulfisient protection 1o ihe patients. (Sew instructions.) Except for missing homes, the fidings stated abows are disclosable 88 days
fotlowing the date of survey whather or not a plan of comection is provided. For nursing homes, the above findings and plans of norection are disclosable 14
days foliowing the date Ihese documents sre made svatable to the fadliity. ¥ deficlincies are ciied, a1 Bpproved plen of somection is requisite i continued
program paticiation,
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indicated the resident was admitted to the facility

on Sep i ses Hhat
irciudad . On March
30, 20112, the physician ordered Effexor 37.8 mg

via gastrostormy tube every other day for
depression.

A review of the madication adrminigtration record
{(MAR]) for the month of Apri 2012, indicaled the
resident received Effexor 37.5 mg as ordered by

the physician,

On April 22, 2012, at 12 noon, duwing an interview
with the DON while reviewing the madical record
reveaiad there was no informed cansent obigined
form the responsible party prior to administration
of saidl medication.

b. A roview of Resident 10's medical racord
indicated the resident was admitted 1o the facllity

an: P2ecember 8 2011, with diagnoses that
inoluded On Aprij 2, 2012, the
physician ordere 10 mg daily

for

A review of the MAR for the month of Aprii 2012,
revealed the tesident receivad #ch 10
&8s orderad.

myy daidly for|

There was an Informed Congent for Fluoxetine
signed by the physician but was not dated, The
consent falled o document as to wham the
consent was obtained (the namme of the resident's
repressniative was blank).

- - and Fffexor are madications
uged in th girn

st of ma
and and there

Resident 3 and 10 informed conserit was
completed , signed , and dated on 4/12/12

W

All chants for resident on psychotropic drug
were reviewed by D.OXN. for completion of
inforimed congent

All charge nurses Were inserviced to obtaih
informed consent by D.ON. on 4/24/12 f.}lfa& ‘&'}/

Medical Records will audit for compliancy
menthly

D.O.N, will andit monthly for compliance

Qverall compiisnce will be monitored
quarterty by QA Committee

FORM CMBW2587102-98) Provious Versions Obeoiste

Evend IhOLGRY

Eactity {5 CARDOOGO0E if confinuation shest Page 2 of 31




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

STATEMENY OF DEFICIENCIES {X1] PROVIDERFEUPPLIERACLIA
AND PLAN OF CORRECTION NENTIFICATION HUMBER:

BRIl 0oL
FORM APPROVED

OMB NQ. DR38-0381

55135

{223 MULTIPLE CONSTRUCTION
A, BUILDING

B WIRG

(X3} DATE SURVEY
COMPLETED

0472372042

NAME OF PROVIDER OR SUPPLIER
MONTROSE HEALTHCARE CENTER

ETHEET ADDRESE, CITY, STATE, 2P CODE
2423 VERDUGD BLYD,
MONTRGSE, CA 81020

4} D
PREFX
TAG

SUMMARY BTATEMENT OF DEFICIENCIES
EACH DEFICIENCY MUST BE PHECEDED BY Filld
REGULATORY OR LS IDENTIFING INFORMATION:

0 PROVIDER'S PLAN OF CORRECTION X5
PREFX (EACH CORRECTIVE: AQTION SHIAAD 85 CORPLETION
TAE GROBSREFERENGED TO THE APPROPRIATE ba

DEFICIENGYS

F 185

k278
£8=D

"1 A registered nurse must condugt or coordinate

Continued From page 2

was no consent obtaingd fom Residents 3 and
10 or their representstives.

483.20(g) - (1) ASSESSMENT
ACGURACY/COORDINATION/CERTIFIED

The assessment must socurately reflect the
resikient’s status.

sach agsessment with the appropriaie
participation of health professionals,

A registered nurse must sign and cartify that the
assessment is compieted.

Each individual who completes & portion of e
assessment must sign and certify the accuracy of
that portion of the assessment,

Linder Medicere and Medicaid, an indhddual who
willfully and knowingly cerifies a material and
false statement In & resident assessment is
subiect to a civil money penalty of not more than
$1,000 for each assessment; or an individual who
willfully arfd Knowingly causes another individual
to certify a material and false statement in a
resident assassment is subject to a civil money
penalty of not more than $5,000 for each
assessment.

Clinical disagreerment does not constitule a
maieris! and foise statement,

This REQUIREMENT it not met as svidenced
by

Based on observalion, record raview, and
interview, ihe facility staff failed 10 ensure that the

F 155

F278
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assessment accurately refiected the residents
stalus for three of 18 samplegt residents (2, 4, 9).
Findings.
278
a. On April 20, 2012, at 7:30 p.m., during the - =
initiat four, Resident 2 was observed lring in bed. Resident 2.4.9, and 10 were reassessed b
' wr ; P P Ly
?;;ﬁﬁ;ﬁﬁ;% exiremities revedied imitation MDS, nursing and rehab fmumediately
A review of the Minimum Dats Set (MDS) MDS nurse io voordinate with Rehab
assessment dated Fabruary 15, 2012, indicated Director any observed changes in active
the resident's functionat limitation in range of and passive range of motion on a daily
motion {ROM) was coded as (/2 meaning no Isasis
impaimment on the upper exiramity {shouider, Gl s ﬁ‘
elbow, wrist, hand) and impairment on both sides Charge nurses, MDS anmd Rehab were }‘ 2,3’1
of the lower extremity { hip, knee, ankie, foot). inserviced by DION. on  04/23/12
ding ate s
A review of the Rehabilitation Screening dated regarding accurale assessme
February 8, 2012, indicated the resident's ROM L .
| was coded gs 1/2 meaning impalrmment on one MBS;? sultant inserviced °ha'g" hurses,
side on the upper extremity ( shoulder, elbow, MDS Rehab on accuracy of
wrist, hand} and impairment on both sides of the assessment documentation on 4/23/12
lower extremity { hip, knee, ankie, foof}. »
MDS consultant will audit monthly on
The Joint Mobility Assessment dated Febroary documentation of assessment accurscy
14, 2012, indicated the residents ROM was monthly
coded as 2/1 meaning impairment on bolh sides
on the upper extremity and impairment oh one Overall compliance will be monitored
side of the lower sxtremily. quarterty by QA Committee
b. On April 28, 2012, &t 7 pum., during $he indial
tour, Resident 4 was observed in bed with right
hard flexed on the chest and fist tightly closed.
On Aprit 22, 2012, at 9:45 a.m., RNA 1 was
phzerved applying right hand wrist orihosis and
righi foot orthosis,
Event I OLCEN Faciity 1Y, GAS20050029 i continiation sheet Page 4 of 31
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Candinved From page 4

A review of the MDE dated March 27, 2012,
indicated the residgant’s functional Imitation ROM
was coded 85 111 meaning impairment oh ong
side for both upper and lowsr exdremities.

The Rehabiltation Sereening dated March 11,
2012, inchicated the residents ROM was coded as
110 meaning impairment on one side of the upper
extramity and nt impairment on the lower
exiremity.

The Joint Mobility Assessment dated March 27,
2012, assessed the resident's ROM was coded
as having 2/1 meaning impairment on both sides
of the upper extremity and impairment on one
side of the iower extremily.

6. On Aprit 21, 2012 81 3 p.,, Reskient 8 was
phserved ambulaling with a use of & front wheel
walker in and areund the facility.

A review of the MDS dated January 2, 2012,
assessed e resident's funclionat status as
follows:

1. Transfer, coded ag 2/2 meaning limited
assistance fone person assist

2. Ambulation: coded as 22 meaning Bmited
assistance fone person assist.

3. Dressing: coded as 2/2 meaning limited
assistance /one persan assist.

4. Eating: coded as 1/ meaning
supervisionisetup

Farg
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| The certified nursing assistant ADL Sheet for the

The censed nurses weekly summary dated April
168, 2012 and April 23, 2012, lowever,
documented the resident required limited
assistance on the areas of sitto stand transfer,
ambulation, dressing and supervision on eating.

mgnith of April 20042, documented the resigdent eat
by self and ambudatory.

On April 23, 2012, at 2215 pom., in interview with
Certified Nursing Assistant {CNA) 1, she stated
the resident do his activitias of daily living himself
except shower, The DON stated the resident is
independent on his activities of dally fiving, The
resident when asked stated he basically do his
activities of daily living himself,

d. A review of Resident 10’s MDG assassment
dated January 8, 2012, indicated the resident's
BladderBowe! was coded as 1/1 meaning
occasionally incontinent of both bladder and
bowsl.

On April 28, 2012, at 1030 am., during an
interview with tha resident she stated that she
coud el when she need io grinate and move
her buwel. In the daylimesha does notuse &
diaper and able to whea! herself to the bathroom,
Al night time she wore a diaper because she did
niat want to have an accident. However, she used
the call ight st night to be assisted to the

hathroom.

A review of the certifisd nursing assistant
activities of Gaily living sheet documented the
resident as inconfinent of both bladder and
bowel, The linensed nurses record

FOTM ChES-Z56702.-98) Previous Versions Ohsolste
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documentation for both biadder and bowsl
glimination was gt the resident ag continent,:
F 279 483.20{(d}, 483.20(k3){1} DEVELOP F 279
$s=p | COMPREHENSIVE CARE PLANG

| §883.25; and any services that would otherwise

A faclity must use the resuits of the assessment
i develop, review and revise the resident's
comprehensive dlan of care,

The facility rmust develop a comprehensive care
pian for each resident that includes measurable
objectives and timetables o meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive
assessment,

The cars plan must gescribe the services that are
o be furnished o atbain or maintain the resident's
highest practicable physical, mental, and
paychosocial well.being as required under

be required under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, inciuding the right (o refuse treatment

under §483.10(014).

This REQGUIREMENT is not met as evidenced
by.

Basad on observaiion, interview and reaprd
revipw, the facility failed to develop a care plas for
a regident who had g pacemaker and (o enswe
that the care plan included approaches pertinent
i the residents needs {6) for one of 13 sampled
residents.

Findings:
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a1l. A review of the medical record indicated
Resident 8 was initially admilted fo the facility on
March 18, 2012, and re-agmitted on Apri 12,
2012, with diagnoses that included prieumonia,
tysphagia, muscle weakness, gastrastomy tube, F279

and statug post pacemaker placement.

The Minimum Data Set (MDS) assessment dated
March 31, 2012, indicated the residant had no
menory problam, Independant in cognitive skills
for decision making, and neaded limited to
extensive assistance in activities of dally living.

A review of the previous admission indicated the
resident has a pacemaker. Howaver, thers was
no care plan in the active record regarding the
use of & pacemaker. _

On April 22, 2042 at 11:60 am., in an interview
and record review with Registered Nurse (RN} 1,
she stated that the resident has a pacemaker and
cordirred that there was no care plan in the
chaft,

22. During the tour of the facility on Apri 20, 2012
8t 700 p.m., Resident & was observed inn bed and
was noted to have skin discoloration andg blisters.

A review of the care plan dated April 12, 2012,
indicatad a problem of skin blisters on the left arm
ahd efbow. The appeoaches however, indicated
to apply of heel protectors at 4l times, o elevate
feet with piiows, and o place & pillow in between
the legs when on one side, The approaches in
the plan of care were not appropriate since the
affected body part was the iaft arm and not the
hesis and feet.

A plan of care was developed for Resident 6
regarding use of a pacemaker by D.ON. on
4/22/12

All ¢harge nurse nurses were inserviced by
D.ON, to careplan residents conditions and

to document appropriate approaches to the P2} ’ 12
problem on 4723712 q’

Medical Records will audit monthly for
compliance . ~

D.0.N. will audit random charts for
compliance monthly

Overall compliance will be monitored
quarierly by QA Commitiee
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On Aprit 22, 2012 at 3:00 p.m,, during the record
raview ard irterview with BN 1, she stated the
approaches were not appropriate for the problem,

On April 23, 2012 at 11:00 a.m., after showing the
cara plan for the blister and the approaches to the
direstor of nurses, he stated that he will ingetvice
the staff to develop appropriate approaches fo the
probiam,

F 308 483.25 PROVIDE CARE/SERVICES FOR F 308
Ss=01 MIGHEST WELL BEING

Each resident must receive and the facliity must
provide ihe necessary care and sarvices o attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive agsessment
and plan of care.

This REQUIREMENT is not met a3 evidencoed

by:

Based on cheervation, inerview and record
review, the faciiity staff falled to ensure that a
calendar was developed to indicaie a schedule to
provide a coordinated care and to identify when
the hospice personnel will visit the resident to
provige the necessary care and services for one
of two hospice residents (7), and failed to foliow
physician order {o keep the surgical site open to
air after providing reatment (8} fer two st of a
sampled residents (5,7}

Findings:

& During the tour of the facifity on April 20, 2012
at 7:30 p.m., Resident 7 was observed in bed

FORM CMS-Z56T(02.88) Provious Versions Obsolete Eveont 10 OLCS1 Fagility 10: CAS20000028 If continuation sheel Page 8 of 31
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F 308 | Continued From page 9 F 309
with gasirostomy tube feeding,
A review of the medical record indicated Resident
7 was readmitted to the facility on March 30, F309
2012, with the diagnhoses thatingiuded diabetes
melfitus, W&i{m} g;&izu;g dimarder, A calendar of scheduled visits i}y Hospice for
gastrostomy tube feeding and under hospice Resident 7 was completed immediately and
cars. placed in the chart
AR PESAS || St Seves il o i T
resident m%, was gency during monthly IDT meetings
iotally dependent on stalf Tor a @6 OF aaily .
iving, and was on feeding tube. Hospice Agency was contacted by
Administrator to comply with requirements of

A review of the hospice records revealed there the services on 4123112 y 331 124
was no calendar to indicate the scheduled visit of
the hosplce staff so that the care could be Medical Records will audit monthly for
coordinated with the facliity staff, compliance
On Aprif 23, 2012 at 11,38 am,, during the record Overall compli i :
review and interview with the hosploe staf?, they quarterty by %ﬁ*’g Z; ig;manmé
gonfirmed that there wag no calendar in the charl
They further stated that they vAll fax the calendar
1o the faclity.
b. During the course of the survey days from Apiil
20, 2012 through Aprdl 22 2012, at various times,
Rasident § was observed wheeling himself in and
around the facility. There was a dry dressing
taped on the resident's right knee.

| On April 22, 2012, at 11 am, the treatment nurse

' stated she did the treatment of normal saline on
the right knee surgical wound and covered it with
chry dressing.

Evert Hn QLOEH Fuliy I CASR0000028 i sontinugtion shest Page 1D of 34
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F 308 Continued From page 10 F 308
Buring a concurrent interview of the recond with
the freaiment nurse the medical record indicated ¥300
2 physician order dated Aprd 10, 2012, o cieanss
the right knes arthropiasty ihcision with normal . )
safine, apply Polysporin Ointment and lsave open Residents 5 dressing was removed
to air for 30 days. immediately and left open to air as ordered
A review of the Treatment Record for the month Treatmont nurses was inserviced
of April 2012, indicated that the treatment was immediately by DON, on 4722412 u.,\'z:v‘t%
consistently being done, however, the physician following doctors orders
ordar to leave the wound open o aif was not !
implemented, F 51 4’ D.ON, will review freatment orders weekly

85=0

F 314 | 483.25(c) TREATMENT/SVCE TO

PREVENT/MHEAL PRESSURE SORES

Basad 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
individuals clinical condition demansirates that
they were unavoidable; and 2 resident having
pressure sores rectives necessary treatment and
services {0 promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced

by

Based on observation, interview, and record
review, the tacilily siaff falied o ensure & excess
linen wouid not be placed over the residents low
alr loss maitress {LAM) and caused the potential
to compromise the pressure relieving effect of the
LAM, a delay to promote healing of pressurs
sores and prevent the development of new
pressure sores for one of 13 samipled residents

(1).

and monitor for compliance

Overall compliance will be monitored
Quarterly by QA Committee
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Findings:
According fo the Admission and Oischarge F314
Sumimary, Resident 1 was adimitted to the facility
on December 8. 2011, with diagnoses that . . . .
included Eyp&&%@ian, oft Resident 1 diaper was removed immediately
lowes lng contracture, ang pressure Licer. ) ) .
DO, and D3I inserviced all Licensed
The admission assessmeant dosumented the nurses and UN.A’s regarding single
resident had = Stage IV pressure vicsr on his barrier on bed for residents on low air ;’ il
sacro-cocoyx area which measursd § cantimeters tmattress o 4/21/12 !
{cm} by & cm by 3 om. The physician's order
indicated to cleanse the pressure ulcer with 1381 on her daily rounds will moenitor for
normal safine, pat dry, apply santyl ointment, compliance b
pask j.vounq fightiy with gauze, and cover with dry
dressing daily, and jow gir loss mattress., Treatment nurse will also monitor for

On Aprl 20, 2012, at 8 p.m, during the initial four compliance when providing treatments

of the urit, Resident 1 was observed lying ona

low air loss rmatiress and an indwelling catheter in
place. Overaill compliance will be monitored

quarterly by QA Committee
On Aprii 21, 2042, at 1:30 p.m,, during the
treatment oheervation, the resident was noted
wearing a diaper and a bed sheet over the low air
loss matiress. The resident's Stage IV pressure
uicer had healed bt had redness of the skin on
tw cocoyx area that meassured 7 em by 7 am.

During a conaurrent interview with the treatment
nurse, she stated that the resident should notbe
wearing diaper while iing in a low air ioss
mafiress,

On Aprii 23, 2012, at 10 a.m., during an intendew
with the DON, he siated that o the low air ioss
mattress to achisve maximum effectiveness, &
singie linen/sheel should be use to promote
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wound healing.
F 315 483.25(d) NQ CATHETER, PREVENT UT, - F3s
gs=r RESTORE BLADDER

Based on the residents comprehensive

_ i assessment, the faciify must ensure that a
resident who enters the facility without an
indweiling catheter is not catheterized unless the
resident's ciinical condition demonsirates that
cathaterization was nessssary; and a resident
wha is Incontinent of bladder receives appropriale
reatrment and services o prevent urinary &act
infactions and to restore a3 much iormat biadder
funclion as possible,

This REQUIREMENT is not met as evidenced
by
Based on observation, interview and record
review, the faciily staff failed to ensure that a
resident with an indwelling catheler was being
monitored for signg and symptoms of urinary tract
infection such as cloudiness and sediments in the
uring and o assess the adequacy of the
resident's fluld 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 infection, and & provide the care
and services to restore as much normal bladder
function as possible (6) for two of 13 sampled
residents (1,6).

Findings:

a. On Aprit 20, 2012, 8t B pam., during the initial
tour of the unit, Resident 1 was observed in bed
with an indwelling cathelerin place. The
ingweiling catheter bag sontained 400 cubic
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centimelers {oo) of cloudy, yellow colored urine, F315
On Aprlt 21, 2012, gt 1:30 pam., during the
treatroent observation with Lizensed Vocational Catheter bag of resident 1 and 6 was changed
Nurse (LVN} 2, the indwelling catheter bag was land wbing properly placed off the floor
noted o have 600 oc of cloudy, yellow colored immediately \_”?),1 >4

wine,

On April 22, 2012, 21420 p.m., togather with the
director of nursing (DON], the indwalling catheter
bag was cheerved draining 150 cc of Cloudy,
yellow colored urine,

A raview of the madical record indicated Resident

1 was admitted to the facility on December 6
2017 with disgnoses ot SN
Stage IV presslire uicer on the sacro-GoeCyx
aream, and hypertension.

A care plan developed on admission addressed
the resident's indwelling catheter for the purpose
of wound care management. Ons ofthe
approsches was 1o monitor uring for signs and
symptoms of uninary tract infection such as
increased sediments, change in color of urine
{cloudinees),

There was no documented evidence that
indicated the resident's fluid intake was assessed
{0 pvzluate the nead to increase fuid
consumption in order o prevent sedimerdation
and cloudiness of the urine.

On Aprit 22, 2012, at 4:30 p.m., in an inferview
with the DON while reviewing Resident 1'g
medical record revésled there was no
gocumentation in the licensed nurses nodes that
indicated the cloudiness and yeliow.colored urine

All licensed rurses were inserviced by nn
consultant regarding catheter assessment arfji
imonitoring on 0472112

All licensed nurses were inserviced by DLON.
on infection control o 4/21/12

All licensed nurses were inserviced by D.ON
on proper documentation of intake and outpit
on 4/21/12

Al licensed nurses were mserviced by D.ON.
on 4/21/12 regarding documentation of |
menxtormg residents on Coumadin therapy for
igns and symptoms of bleeding. !

QO N, will randomly check catheter care mid
onitoring on daily rounds

Plan of care was immediately developed for
Resident 6 by D.ON. on 4722/12
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b1, On Aprdl 20, 2012 at 7:.00 p.m., during the tour
of the faciiity, Resident 6 wag observed lying in
bed with a (T fesding and an indwetling catheter
in plase. The resident's bed was in & fow position
with the catheter tubing touching the fioor and the
urine was dark amber in color, The licensed staff
stated that the {ubing should not ouch the fioor.

A review of the medical record indizatad Resident
£ was initially admitted to the facility on March 19,
2012, end re-admifted on Aprl 12, 2012, with
diagnoses that included praumonia, dysphagia,
muscle weakness, gastrostomy tube, 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 skilis
for decision making, and needed limited to
extensive assistance in activities of dally living.

On Aprit 22, 2012 at 10 a.m., the resident was
obzerved with Licensed Vooaiional Nurse {LVN; 2
and the urine was noted to be reddish in color. Al
2:00 p.m., Registered Nurss (RN} 1 was askad &
check the resident’s urine and gfter checking the
wrine, she gtated that the urine was bloody an
the staff should be monioring the uring for
hematuria as the resklent was on Coumnadin
therapy (blood thinner that reduces the formation
of blood clots).

A review of ihe medica! record with RN 4
revesied no documenistion that the siaff was
continucusly monitoring the resident for signs of
bigeding.

STATEMENT OF DEFICIENCIES {433 PROVIDER/SUSPLIERICLIA X2 MULTIPLE CONSTRUGTION (X3) DATE BURVEY
AHD PLAN OF GURRECTION DENTIFICATION ¥UMBER: COMPLETED
A BURDING
B. WING
055135 04/23/2612
NAME GF PROVIDER OR BUPPLIER | STREET ADORESS, GITY, STATE, ZIP GODE
- L 2123 VERDUGO BLVD,
MONTROSE HEALTHCARE CENTER :
. ; MONTROSE, CA 31920
A D SUMMARY STATEMENT OF DEFICIENCIES w PROVIGER'S PLAN OF CORRECTION e
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREF(X {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) PTG CRUSS-REFERENCED 770 THE APPROPRIATE DATE
| DEFICIENCY)
F 315 | Continued From page 14 F 316
was identified from April 20 fhrough 22, 2012, 2315

pompliance

All livensed nurses were inserviced by D.O .
in appropriately care planning residents B&
retraining program on 4/22/12 qrwf\ 121

Medical Records will audit monthly for

.Dwverall compliance will be monitored
quarierly by QA Committee
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Continued From page 15

b2. The physician's order dated March 21, 2012,
indicated order fo removs Foley catheter and b
start Bowel and Bladder (B3] retraining program
imes 14 days. The care plan for bowel and
bladder refraining was developed and the
approaches included to tollet resident at specified
times (did not indicate the times} and encourage
adequate fluids.

A raview of the B/B Retraining Program did not
indicate 8 plan of care with specified time andfor
scheduled toileting program i order to achieve
the gosai 1o restore as normal blagder funclion as
n0ssible. There was no documentation that the
resident was assessed on the progress of the
program nor was the resident encouraged for
fluid intake.

A revisw of the policy on Bowsl & Bladder
Retraining Program indicated that appropriate
fiuid intake shall be encouraged tiroughout the
study and that weekly progress notes wil be
performad by a icensed nwse. .
AB3.25(5}2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive sssessment of a
resident, the faciiity must engure that a resident
who is fed by a naso-gastic or gastrostomy tube
receives the appropriate treaiment and services
te prevent aspiration pneumaonia, dlarchea,
vomiting, dehydration, metabolic abnormalities,
and nasal-pharyngeal uicers and fo restore, if
possibie, normal eating skills,

This REQUIREMENT is not met as evidenced
by ~

F 315

F 322
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Based on observation, interview and record
reviaw, the facility fajled fo ensure a resitdent who
was fed by a gastrostomy tube (GT-lube
surgicelly ptaced info the stomach through the
abdominal wall into the stomach and is used for

long-tens enderal nuirition and madication - k327
administration) received the volume of fesding :
;%z;a;;a darswo;g;gd (gy ghﬁ p;z}ysician for two of 13 Resident 4 and 3 were both immediately

P b weighed to monitor for weight loss 4/21712
Findings: : I3

" Drders wers obiained from MDD for labs to 4)%1
a. On April 20, 2011, at 7 pm., during the initial, proaitor if within normal Jimits on - 5/08/12
Resident 4 was observed ling in bed with GT
fosding of Glucerna 1.2 Cal infusing st 50 cc. Bohedule was instituted to start all GTF at the
The label on the botile irlivated it was hung on same time for monitoring of infusion.
April 20, 2012 gt 8 a.m. There was 1400 ¢o leftin
1500 ¢¢ bottie. All Ticensed nurses were inserviced by nuorsdl
. consultant regarding GTF infusion as per

O Apiit 21, 2012, at 430 pm., together with L hysician order on 423712

Licensed Vooational Nurse {(LVN) 4, the
resident's feading was observed ninning at 50 ¢,

The iabs! on the bottie indicated Glucema 1.2 2.0.N, and D3I will monitor for compliance

1 Cat, hang on Apai 20, 2012, 2t 6 a.m. (s8me * pn daily rounds.
botie chserved a day earlieri with 200 ccleftina
1500 zo botile. Crverall compliance will be monitored
quarterly by QA Commitiee.

During a consument interview with the staff was
unable {0 give an explianation for the occurrence.
She further stated it shouild have been finished by
now.

On Apri 22, 2012, at 825 a.m., the resitent was
obsarved in bed with his feeding running at 50 ©e.
The fabel on the botlis indicated Glucema 1.2 Cal
hang on April 21, 2012, st 845 p m,, with 1100 cc
left ina 1500 co botfle,
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A revigw of the medical recard revealed a
physician order dated December 30, 2011 | fube

the feeding and the pump was recheck which

feading order every shift Glucerna 1.2 at 56 mifty
to provide 1000 mi?1200 cal via BT ever 20 hours
via pump, start infusion at 12-1 p.m. and continue
until total volume s infused, Set pump at 50 coihr,

b, On Aprit 20, 2012, at 6 pan., during the initial
iour |, Resident 3 was observed lving in bad with
GT teading of Jevity 1 Cal infusing at 64 cubic
centimeters (cc) . The jabel on the bottie
indicated the feeding botlle was hang on Aprit 18,
2012, at .30 p.m. There was 2580 o lefiof the
fseding in a 1500 ¢ botlle.

On Apri 21, 2012, at 4:30 p.m., together with
LWN 4 the rasident was observed in bed with the
feeding off. The label indicated Jovity 1 Cal was
harg on April 20, 2012, at 8 p.m. There was 80
gt left in a2 1500 ¢ bottle.

On April 22, 2012, at 8:35 am,, the residenl was
observed in bed with his fesding running 8160 oc
. The lzbel indicated Jevily 1 Cal was hung on
April 22, 2042, atZ a.m,, with 1200 cc leftof 3
1800 ce. At 3 p.m. n observation with the DON,

indicated that 1100 eo was infused.

A review of ihe medical record revealed a
physician order dated December 13, 2011, tube
feeding order Jevily 1.0 8t 80 cc /v x 20 hours o
provide 1200 mi /1200 Keal start infusion
batween 12 - 1 p.m, and continue until total
volurne infuserd.

<. On April 20, 2012, at 7.30 p.m., during the
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Continued From page 18

initiai tour, Resident 2 fving in bed with &GT

F feeding of Clucerma 1.0 Cal infusing at 50 cc.
The label on the bottle indicated the feeding was
hang on April 20, 2012, at6:30 p.m.

On April 21, 2012, a1 4:30 p.m., fegether with the
LVIN'4, the resident's fesding was infusing at the
rate of 50 26, The label on the bottle Indicaied
the feeding was hang on April 20, 2012, 4t 8:30
a.m. There was 700 ¢¢ keft in 2 1500 oo botile.

A review of the medical record revealed a
physician order dated Noversber 11, 2011,
Giucerna 1.0 TiD Ghree imes a day) at 50 oo/hr
fo provide 1000 miF1000 cabiday, per GT every 20
hours via pump, start infusion st 12-1 p.m. and
continye until total volume is infused.

d. A review of the medioal record revesled
Resident 7 was readmitted to the facility on
WMarch 30, 2012, with the diagnosss that included
dliabetes melfiitus, hypertension, selzure disorder
and gastrostomy tube feeding. The resident was
readmittad to the facility urkier hospice care.

A review of the Minimum Data Set (MDS}

assessment dated Aoril 11, 2012 indicated the
resident was H was
totally dependenton s r activibes of dally

living, and was on feeding fube.

The resident has a physician's order for GT
feading of Glucerns 1.0 al 88 co per hour & 20
hours, to start infusion at 12 - 1 p.m, and continue
urttil totatl volume is infused,

On Aprit 22, 2012 &t 8:55 aum., the resident was
observed sitting up in @ wheelchair with GT

F 322
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1 At 1:30 pam,, together with Registerad Nurse

1 Based on the physician's order to start the

Gontinued From page 18

feeding at 88 cofmour. The abel on the botlie
indicated that it was hung on Aprii 22, 2012 at
4:10 a.m. The bottie contained 1500 ¢o's and was
still aimost fUll, The pump indicated that 1033 oo
of the fesding had been infused,

(RN} 1, there was about 1400 co's left of the
feeding. RN 1 asked LVN 2 what time she furned
on the feading tube, LVN 2 stated that she tumed
the feeding tube on or at about 1:00 p.m, RN 1
stated that 275 ce's of the feeding should have
been infused.

infusion at 1:00 p.m. and confinue until the total
volume is infused, the total volume should have
been finished by 8:00 a.m. to run for 20 hours.
However at 9:55 a.n., there was still 87 ¢c left of
the feeding 1o be infused,

483.26()) SUFFICIENT FLUID TO MAINTAIN
HYDRATION

The facitily must provide gach resident with
sufficient fluid intake 16 maintain proper hwdration
argd health,

This REQLEREMENT i not met a8 evidenced

by:

Based on observation, inlerview and record
review, the facility falled to ensure the resident
was provided sufficient fluid by monitoring the
intake and output {I&0) accurately as ordered by
the physician for two of 13 sampled rasidents (6,

7)
Findings:

Faz22

B 327
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a. During the tour of the facility on Aprit 20, 2012
at 7:00 p.m., Resident 6 was observed lving in
bod with a (5T feeding at 60 cubic centimeters

{co) per hour and an indwelling catheter in place. E 377

A review of the meédical record revealed Resident . .

& was initially admitted to the facility on March 18, Qrders obtained from MD to monitor if labs

2012, and re-admitted on April 12, 2012, with thin normal limits for residents 6 and 7 é} 3/’ i

diagrioses that included pneumania, dysphagia, n 5/08/12

muscle weakness, gastrastomy hube (GT}, and

slatus post pacernaker placement. icensed nurses were inserviced by D.ON. on
roper documentstion of intake and oulput

The Minimum Data Set (MDS) assessmeni dated dn 421712

March 31, 2012, Indicated the resident had no

memory problem, independernt in cognitive skills s I Ten . .

for decision making, and needed limited o fﬁ:;‘;f;nﬁf‘” ds will audit monthly for

extensive assistance in activities of dally living.

(verall compliance will be monijtored

The resident had the following physician's order ‘
varterly by QA Commitiee

o1 admission:

)

1. Jevity 1.2 at 60 ¢ per hour

4. Fiush BT with 250 o2 every siX hours and 30
cc's post and pre medication adminisiration

3. Monitor intake and output 8mes 4 weeks

4. The flushing of BT with 250 cc of water was
held on Aprif 14 amd 15, 2012, and a physician
order to flush 250 cc of water every four hours
fmes two days was recelved. Thesrs was also an
order for water bolus of 500 cc times one.

A review of the Intake/Output Fiow Sheet
indicated that on Aprii 14, 2012, the resident
received 2200 oo of fluid. However, the resident
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should have received 3130 o6 of fluid. On April
18, 2012, it was dooumented that the resident
received 2280 oo of fdd, However, the resident
should have received 2880 ¢¢ of flid.

On Aprl 23, 2012 at 11.00 a.m,, in an interview
and record review with e director of nurses, he
stated that the intake information probably did not
inciude the flushing and he will nservice the staff
o document scourately,

b. During the four of the faciity on April 20, 2012
at 7:30 p.m,, Resident 7 was observed in bed
with gastrostomy tube feeding,

A review of the medical record revaaled Resident
7 was readmitted to the facility on March 30,
2012, with the diagnoses that inchided diabstes
meliitus, hypertension, selzure disorder, and
gastrostomy wbe feeding.

A review of the Minimum Data Set (MDS)

assessment dated April 11, 2012, indicated e
L R -
fotadly dependent on r activities of daily
living, and was on feeding tubs.

The resiient had the physician's order on
admission as follows;

1. GT feeding of Glucemna 1.0 at 55 ¢¢ per hour
for 20 hours

2. Flush feeding tubs with 200 mi of waler every
shift

3, Flush feeding fube with 30 ¢o of water pre and
post medication administration

4. Monitor intake and outpi

A care plan dated Apel 11, 2012, identified the
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Continued #rom: page 22

probiem of at risk for dehydration related to tube
feeding. One of the approachas was to monitor
intake and oulput daily,

A review of the medical record revealed there
was no dogumentation that intake and cuiput was
monitored, )

On April 22, 2012 2t €20 p.m., in an interview
with Licensad Vacational Nurse 3, he stated that |
& O should be done within 30 days of admission
and that the monitoring was nof done.

483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The Tacility must ensure that residents receive
proper reatment and care for the foliowing
special services:

Injections; _

Parenteral and entera! fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheosiomy care;

Tracheai suctioning;

Respiratory care;

Foot care; and

Prostheses.

This REQUIREMENT is not met a5 gvidenced

by:
Rased on observation, intendew and record
review, the nursing staff failed to ensure the
resident received the voulme of oxygen us
ordered by the physician for one of 13 sampled
residents {11}

Findings:

F3z7

F328
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483,35} THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN

Therapautic diats must b presoribed by the
attending physician,

This RECUIREMENT s not met a5 evidenced
by

Basod on abservation, iMerview and record

review, the facility falled to enswre that g resident
who was on 1800 calories dist was was provided
the therapeutic diet as erdered by he physician
for one of 13 sampled residents {11},

Findings:

A review of the medical record revealed Resident
17 was re-admitted to the facility on April 12,
2012, with diagnoses that included coronary heart
fallure, aremiy, hypentension and seixure
distirder,

The Minimum Data Set (MDS) assessment dated
February 21, 2012, indicated the resident usually
made seff understood and could understand
others, totally dependent on stalf for dressing and
needed extensive assistance with the rest of her

F 387

(X4 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDEFR'S FLAN OF CORRECTION )
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On April 20, 2012 at 8:48 p.m,, Resident 11 was
observed with oxyaen via nasal cannulz at 3.5
fiters, ri28
A raview of the medical record with Licensed ’
Voocational Nurse (LVN) 1 after the observation, Residents 11 Oxygen was adjusted
revesled Resident 11 had a physician's order for immediately per physicians order
oxyygen at 2 ters per nasal cannula, VN1
stated she will adiust the oxygen as per All charge nurses were inservice by D.ON.lon
physician's order. AD1/12 b L{lﬁ , 1 4

re: residents fo received volume of oxygen as
ordered by physician

D.0.N. and DSD will monitor for compliange
on daily rounds

Overall compliance will be moniiored
quarterly by QA Committee
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| activities of dally living, had fimitation on one sids
| ot the upper extremity, and on therapeutic diet.
A review of the physician's order on admission F367
indicated the residert was 10 receive 1800 . \
calories diet Resident 11 portion was corrected and was

F 425
£8=E

On Apri 23, 2012 at 7.15 a1, an observation of
the tray ling revealed there was only ona resident
on 1800 diet. The dictry staff gave the same
amount of food as the regular diet.

A review of the meny spread sheet indicated thal
regidents o 1800 calories was to receive 12 cup
of the oatmea! while the regular dist gets 3/4 cup.

On the same date at 7:30 a.m,, the distary
supervisor stated in an interview that their policy
callg for the same portion for breakfast.

However, when she was shown the spread sheet,
she stated that she will in-sepvice the staff to
{oliow the menu spread sheet,

483.80(a}, (b} PHARMACEUTICAL SVC -
ADCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to its residents, or oblain
them under an agreement described in
§483.75(h) of this parl. Ths facility may permit
unlicensed personne! to administer drugs ¥ State
kaw permits, but only under the general
suparvision of a licensed nurse.

A facility st provide pharmaceutical sarvices
{inchuding procedures that assure the accurste
acquiring, receiving, dispensing, and
administering of &ll drugs and dlogicals) to meet
{he needs of each resident.

ive % cup of oatmeal immediately

Digtary Staff was inserviced by DSS on
1723712 on vorrect portion for therapeutic dist

rvice on proper portion control for '-;] ! 3 K
crapsutic diet was given (o all distary staff '
by RD on §/1/12 =
Daily compliance will be monitored by DSS
verail compliance will be monitored
fuarterly by QA Commities

F 425
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The faciity must employ or obtain the services of
a ficansed pharmadist who provides consuitation
on gl aspects of the provision of pharmacy
services in the faciity.
This REQUIREMENT s niot met as evidenced
by: . ) F 425
Based on ohservation, interview, and record
review, iy failed o ent oenigsion of . . ]
the faciity prev LVYN was inserviced immediately by DLON

medication ordered by the physician, ensure LY S vl
Bt medication poured In excess would not be on administration of medication and

returned fo the bottle 1o prevent the potentfal for disposable of unused medication

contarmination,
All charge nurses were inserviced by D.ON. L»!‘%“?-’i ¥

on administration and disposable of unused

Findings: medicationon  4/22/12

a. On Apnil 21, 2017, at 8 am., during the et : e
medication pass observation, the following was Cﬁa&akflbphm? 181 Wi I‘;‘fonow medication
noted: pass and observe for compliance monthly

1. Licensed Vocational Nurse (LVN) 1 was Overall compliance will be monitored
observed preparing medications for Resident 2, cpuarterly by QA Commitiee

The medications were Metronidazole 500 my,
Aspirin 81 mg, Amincphyline 200 mg, Metropeis!
25 my, Cranbeny pill 405 mg, Tyleno! 325 myg,
Vitamin D 1000 I and Mvi § ¢¢. The above
medications were administered via gastrostomy
tube.

A review of the resident's madical record
ravealed a physician's order dated February 11,
2012, for a ProMod 30 ml daily for low albumin,
This was not cbsarved administersd during the
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medication pass observation,
2. LVN 1 was observed poured the MVl oz
plastic medication cup which was more than the
wrdered doss for Resident &, The ligensed nurss
poured back o the bottle the excess medication.
A review of the facility's policy on Procedures for
All Madications stipuiated once removed from the
container or packags, unused doses should be
disposed of in accordance with the medication
destruction policy.
Daring & concurrent interview with the DON, he
stated unused doses of medication should be
disposed of in the medication waste container.
F 4311 483,604, (), (e) DRUG RECORDS, F 431
LABEL/STORE DRUGES & BIDLOGICALS

S§8=E

The facility must smploy or obtsin the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
oontrolied drugs in sufficient detail te enable an
asocurate recanciiation; and determines that drug
records are in order and that an account of all
controlled drugs is mainained and periodically
recorpiied,

Drugs and biologicals used in the facility must be
iabeled in acoordance with currenily accepled
professional pringiples, and include the
appropriate acoessory and cautionary
instructions, and the sxpiration date when
applicabie,

In accordance with State and Federsl laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
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controls, and permit only authorized personnai to
have access o the Keys,
The facility must provide separately kocked, F431

permanently affixed compartments for storage of
controlfed drugs listed in Schedule )l of the
Comprehensive Drug Abuse Frevention and
Control Act of 1878 and other drugs subject to
ahuse, except when the facility uses single unit
package drug distribution systems in which the
guantty stored js minimat and a missing dose can
be readily detected.

Thiz REQUIREMENT is not met a8 avidenced
by

based on observation interview and recaord
review, the facility failed to ensure the proper
storage of raedication in the right temperaturs,
enaure muBidose medication was labeled with
date opened, and ensure expired madioations
were remmoved from storage to prevent the
administration of expired medication,

Findings,

& On Apri 21, 2612, at 11 a.m,, during the
medication storage inspection the following was
chsarved,

1. The medication storage refrigerator in the
medication roorm had heavy accumulation of ke
in the freezer.

4. The medication storage refrigeraior had a
ternperature of 32 degress Fahrenheit

Medication refrigerator was defrosted and
gleaned immediately  4721/12 Yo ’f 2

Al medications were ordered and replaced on
21012

B

Ihservice was given to all licensed nurses to

keep refrigerator clean, defrosted and
aintain scceptable temperature for
edication on 4/21/12

emperature of medication refrigerator was
diusted to be in compliance

FORM CMS-3567(02-94) Previous Versions Qbsolele

Event il OLES 14 Faclity D CASEREDOLE # continuation sheet Page 28 of 31



http:Or:.n.VI

PRINTEL: (5/4/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENGIES {(X1) PROVIGER/SUPPLIER/CLIA £42) MULTIPLE DONSTRUCTION (X8} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
055135 B.WING 0412312012
NAME OF PROVIGER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

NMONTROSE HEALTHCARE CENTER

2123 VERDUGO BLVD.
MONTROSE, CA 31020

(A 10
PREFIX
TAG

{EAGH DEFICIENGY MUSYT BE PRECEDED BY EIILL

SIMMARY STATEMENT OF DEFICIENCIES
REGULATORY OR LSC HIENTIFYING INFOFGRATION;

PROVIDER'S PLAN OF CORRE(TION
{EACH CORRECTIVE ACTION SHOULD BE
CROSE-REFERENCED TD THE APPROPRIATE
DEFICENGY}

i
TAG

{X5)
COMPLETION
GATE

F 431

F 465
E5=0

Continued From page 28
3. Thare was & botlle

Qﬁde 2 mg/mi
which was open and undated.

4: There were two botfies of sterile safing solution
which had an expiration date of August 2610,
Review of the daily log check revealed it was
checked on Aprit 21, 201.

b. The First Ald Kit in the Disaster K& was found
to contain the following medications:

1. A vial of Ocy Fresh Eye Wash with expiration
date of 2/28/11

2. Individuals packels of Povidone ledine Prep
Pad with expiration dale of May 2811

3. Individua) packets of Insect Sting Refief with
expiration date of July 2011,

4, Individuat packets of Quick and Clean with
sxpiration date of Qctober 2011,

4. Individual packels of antibiotic gintment
{Bacitracin Zinc Qintment) with expiration date of
May 2011,

8. lndividual packets of bum Cream, with Alce
Vera with expiration date of February 2011.
483.70(h)
SAFEFUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility rust provide a safe, funclional,
sanitary, and comfortable environment for
residends, staff and the public,

F 431

H 43]

L

i expired medication were disposed and
teplaced immediately  4/21/12

(lentral Supply and licensed nurses were
mserviced by D.ON, regarding replacement
af expired medication on 4/23/12

BON. and DSD will monitor for m;:iiazzc?
monthiy

Fam.}

Dverall compliance will be monitored
sarterly by QA Committee

i

F 4565

tﬂz&} kg
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This REGUIREMENT 18 not met as evidenoed
by: .
Based on observation and inlerview, the facitty
failled o maintain the envitonmend in good
working condition,
F 465
Findings: -
) The gap in the door was installed with a
Orn April 2, 2012 st 8:00 pam,, during the four of hatrier on 4723412 q’w? Y34
the environment the following was oheserved:
a. The door leading outside from the laundry !111& wall was patched and fixed on 4/23/12
room had about a 12 inch gap from the floor that . \
could be & potential for vermin entry. The screen de;or was straightened and mmﬂ@d
b. The wall by the dryer was buckled, on 423112
. The s¢reen door in Room 11 was warped,
d. ‘The refrigerator in the employees lotinge was Shelf was removed and refrigerator cleaned
dirty and the shelf was broken. immediately on 4722712
The maintenance supervisor stated at the time of 'Maim,,ance Supervisor will monitor for
the observation that he will have the above iterns tompliance on daily rounds
fixed.
F 5141 483.75((1) RES F 514 yverall compli . .
i pliance will be monitored
§8=F EEECORDSCOMPLEETEJACCU RATE/ACCESSIB Quarterly by GA Cormittee
The facility must maintain clinical records on gach
resident in accordance with accepted professional
standards and practices that are compiete;
accurately documenied; readily accessible; and
| systernatically organized.
The clinkeal record rust contain sufficient
Information to identify the resident; a record of the
resident's assessmants; the plan of care and
services provided, the resulls of any
preadmission soreening conducted by the Siste;
and progress noles.
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On Apri 23, 2012 at 10:38 a.m,, the direcior of
nurses was shown the documentation thal the
residents were given a bath every shift on a daily
basis. MHe stated that it was inaccurate and that
all the CNAs will be in.gerviced 16 document
acourately.

on proper documentation on CNLA. ADL
sheet on 4/24/12

All C.N.A’s were inserviced by DSD on
proper documentation on ADL sheets on
/24112

Medical Records will audit monthly for

STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (2} UL TIPLE CONSTRUCTION {3} DATE SURVEY
ANO PLAN OF CORRECTION CESTIRCATION NUMBER: COMPLETED
A BUILEING
055135 B. WING 04/23/2012
HAME OF PROVIDER QR SUPPLIER STREET ADDRESS, SITY, §TATE, ZIP CODE
2123 VERDUGO BLYD,
MONTROSE HEALTHOARE CENTER MONTROSE, CA 81020
(%4} 1D SLIAMARY STATEMENT OF DEFICIENCIES i) FROVIDER'S PLAN OF CORRECTIDN s}
PREFIX (EACH DEFICIENSY MUST BE PRECEDED BY FULL PREFIX HACH CORREGTIVE ACTION SHOULD BE COMPLETWGH
TAS REGULATORY OR LBC IDENTIFYING (FORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICAENCY}
F $14 | Continued From page 30 F&14
This REQUIRENMENT is not met a8 evidenced
Based' on observation, inferview, and record
review, the faciiity failed to ensure that the
medical records were aoourstely documented for
13 of 13 sampis residents.
Findings:
On Apri 22 and 23, 2612, a review of the ¥ 314
Certified Nursing Assistant {CNA) ADL Sheet |
indicated the CNA were documenting under AD1. sheets were modified 10 minimize
bed bath every shift. _
Licensed nurses were inserviced by D.ON. | U [2”1 ln’ [
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