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F 000 | INITIAL COMMENTS F 060

The foilowing reflects the findings of the ‘

Department of Public Health during & | THIS PLAN OF CORRECTION

re-certification survey. \ CONSTITUTE QUR WRITTEN CREDIBLE

ALLEGATION OF COMPLIANCE FOR THE
SEFICIENCES NOTED.

RN - HFEN

Representing the Department of Putiic Heaith:

., REHS - MFE ¢

' Total Regident Population: 30
| Total Resident Sample Size: 10

! Highest Scope and Severity; E

F 2211 483.13{a} RIGHT TO BE FREE FROM i F 221
ss=n | PHYSICAL RESTRAINTS

The resident has the right to be free from any
physical restraints imposed for purposes of
dhiscipling or convenience, and not required to
treat the resklent's medical symptoms.

aIAA03N
ne IR S1OMY 1l

This REQUIREMENT s not met as svidenced
by
Based on observation, interview, and record
review, the faclity fafied to ensure a physical :
: restraint is only used to freat the resident's |
madical symotoms for one of 10 sample g
rigsidents {10}, Resident 10 had a right hand §
mitten without & physician's order, without an '
initial and an ongoing assessment {o justify the i
" need of the restraint, and without less restrictive
measures attempted prior 10 the application of the I
right hand mitten. This deficient practiCe has the t

notential {0 resylt in the resident's declineg in
functioning.

N s/

L ABCRATORY (RRESTOR'S OR PROVIGERSBUPPLIER REPRESENTATIVE 'S SISNATURE TITLE ;B) RATE
DN Qolrrpaoleadsr

Any deficiency sf

S 1a/v

ending with an asfarisk {*} denates a2 deficiency which the institution may be excused from tomracting providing it is deternined that

uther safeguants pro sutficiend protection to the patients, {Sse ingtrictions ) Dxeept far mursing homes, the findings stzted above e disglosable 30 days

toliowing the date of survey whether or not 2 pian of correction is provided. For nursing homes, the above findings and plans of corection sre disclosabia 14

days following the date thess dosuments are made available o the faciity. If deBoiencies & cited, an approved plan of correction is reguisite to continusd
program pariicipation.

FORM CME. 255?‘{02&@} Previous Yergions mdete

Event Il OMXV1 1 sty 1 CAGR0000077 If continuation sheet Page 1 of 27


http:reYiOl.lf

PRINTED: 88/53/2011

DEPARTMENT OF HEALTH ANE HUMAN BERVICES EORM APEROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
BTATEMENT OF DEFICIENCIES (X1) PROVIDES/SUPPLIERICLIA (X2} MULTIPLE CORSTRUCTION (X3} DATE SURVEY
AND FLAN GF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING
555787 B e 0712212011
HAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
7926 § PAINTER AVE
DOCTORS CONVALESCENT HOBPITAL WHITTIER, GA 2
a1 | SUMMARY STATEMENT OF DEFICIENGIES VD PROVIDER'S PLAN DF CORRECTION X8
PREFIX | (EACH DESIGIENSY MUST BE PRECEDED BY FULL PREFIX EACH CORRECTIVE ACTION SMOULD BE GOMPLETION
TAG REGULATORY OR LSC INENTIFYING INFORMATION) TAG CHOSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY}
F 221 Continued From page 1 F221, 221
Findings: -Charge nurse secured orders for hand
i i nsfer orger
! On 712011, 6t & am., during the inftial tour, mittens together with transfer orders
Resident 10 was observed lying in bed weating a o 7720713, s0 as to prevent pulling of
right hand mitten. The resident was unable to hile 4 1o h ihouzh
participats in an interview due to confusion. GT while in transit to hosp. Athoug
: . . L resident came in the fagility with
A review of the medical record indicated the ) )
resident was admitted to the facility on /30110, hantd mitten, resident did not use hand
and rsadmitted on 648/11, with diagnoses that spr. :
| included bufious dermatoses (2 skin disorder), mitten until transfer back to hosp.
. dysphagia rdiggig:dwallowing}? and Inservice to all charge nurses by DON
gashrostomy iFuy. .
The admission Mmzmzzmgi)aia Set (MDS - On 7/25/11 re: securing MD orders
dated 6/19/11, indicated the resident was for any therapeutic devi i
moderately impaimd in cognitive skiis for daily firation of nacessity,
decision making, was rarefy/never able fo make . . . .
himestlf ﬁﬁdefstﬂo‘j, did not Wﬁlk, and was mlf}f -DON ¢ ideaﬁf‘f al! other residends with
?E&i‘fﬁm on staff for activities of dally living therapeutic devices like hand mittens
The clinical record had no physician's order for during admission, quarterly, annually
the use of the hand mitten and no interdiscipiinary 2_ e
iaam aseassment to justiy the need of the § and change of condition assessments .
restraint, - -DON to monitor ail identified residents
According to the undatext facility's policy and to have MD orders and justification for
procedure fitled “Restraint Devices, Physicat,” for therapeutic devices during daily rounds!
2l restraint devices include assessing the . X
resident's need for restraint device use, abtaining and daily chart review.
informed consent, and abtaining physician’s order . -mmediate corrective action for any
for rastraint device,
! findings by evaluating justification, offer
On 712211, at 10 a.m,, during an inteitview and ) , ,
after reviewing the medical record, the director of ing least restrictive measures first, then
nursing {DON) acknowledged the lack of
I physician's order for the use of the restraint and | @ / ) / T
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F 221 Continued From page 2 C F221 B271 cont
the lack of assessment. The BON explained the . L
hand mitten was applied to prevent the resident obtaining physician orders for
from scratching himssif and from putiing out the therapeutic device.

feeding tube. The DON stated the resident was

already wearing the mitten when he was -Alf findings to be addressed in monthly

i 226! ﬁﬁiz;{m;g}ggcék:g ;l;; fgg;ﬁéﬁ“r ‘ " Fase nurses OA and evaluated for
A3t : ,
ss=£ | ABUSE/NEGLECT, ETC POLICIES effectiveness in quarterly OA.

The tacility must develop and implemént written
- poificies and procedures that prohibit

| ristreatment, neglect, and abuse of residents
and misappropriation of resident property.

This REQUIREMENT is not met as evidenced

Based on interview and record review, the facility
falled o implament palicies and procedures in
prevent abuse by not screening potential
employees for histoty of abuse. The crimingl
1 background was not checked during the hiring

provess for five of five employee personnal files
seviewad. ,

Findings:

On 7R1A 1. and 77122111, & review of the files of
five recently hired employees, conductad with
licensed vocationat nurse 1 {LVN 1), who was
also the business office manager, revealed the
foliowing information:

- For Emplovee 1, a LVN hired on 8/22/11, there
was no evidence of a criminal background check
in the ompioyee e, When asked for :
gocumentation thal & background chegk had
been done, LVN 1 obtained information online / /

‘| b ki
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i was no evidence o ¢riminal baskground chack

i had obtgined the information.

: from the Board of Vocational Nursing dated
7122111, and siatad i was the frst ime he had
raguested information on the empioyes.

- For Employee 2, a certified nursing assistant
{CNA} hired on 310711, there was no evidence a
criminal background checic had beern completed
priot to, or during the hiring process. When asked
for dosumentation of & background check, LWN 1
obtained online information from the California
Department of Public Heaith Licensing and
Certification Verification dated 7121/11,

i - For Employee 3, 2 CNA hired o %/7/10, there

had been compiated prior to or during the hiring
process. When asked for documaentation, EWN 4
| obtained oniine infarmaltion from the Califomia

' Department of Public Health Licensing and
Certification Verification dated 772111,

- For Employee 4, a housekeeper hired on
12/6/10, there was no evidence a criminal
packground check was conducted prior o or
guring the hiring process, On the Application for
Empioyment form, the guesiion of whether the
employee had ever been convicted by a colrt of a
felony or crime other than a mingr traffic violation,
was left blank, LN 1 obtainsg information from
2 background screening service agency dated
#21111, and verified that was the firgt ime he

- For Empicyee 8, a dietary wotker hired on
814110, there was no evidence a ¢rimingl
hackground check had been completed prior to,
or during the hiring process, no personal
references were obtained, Documentation of a

|

X43 B SUMMARY STATEMENT OF DEFICIENGIES L PROVIDERS PLAN OF CORRECTION (x5}
FREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD 88 COMPLETION
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F 226 | Continued From page 3 F228 g

-Lrimins| background check , including
verification of licenses and certifications
with DHS on ali ereployee files reviewed
and completed by DD on 7/28/11.
[nservice by DON to D5D on 7/22/11 re
compieting of Faderal and State require
ments in hiring process for prevention
of abuse of residents.

-DS0 to develop a logging form to ident
fy all employees new and ofd, due dates
for criminal background and updating
all credential in a timely manner,

-DSD to monitor identified staff for due
crirninat background check by reviewing
new employee file for completeness
hefore start of employment,
-tmmediate corrective action by DSD
completing all crimingt background and
credential updates upon weekly review
of employae log,

-Al findings to be addrassed in guarter
Iy QA for evaluation of effectiveness.

ofily
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F 226 | Continued From page 4 F 28
background check was dated 72211,

The facility's undated volicy and procedure litled
“Parsonnel Records,” indicated personnel
records st be kept current and complets io © This page intentionally
comply with Title 19, Title 22, and with Abuse and

Pravention regutations. The policy further Left blank

gtpidated that screening of employees for
finensed and cortified emplovess ¢an be done
through the Department of Heallh Services
website, and for non-licensed or non-certified
employees will be done through referenses and
recornimendations.

On 7122111, at 1710 p.m., during an interview with |
LVH 1, he stated he was the staff member
responsgible for obtaining criminal backgroursl !
checks instead of the director of staff
devetopment {O3D) because he had computer
access. He further indicated that criminal
background checks should he done within two
weeks of hirs, but he was very busy with running
the business office and was unable 1o conduct

: the chacks.

On T2, at 4:35 p.m. during the exit
confgrence, the administrator stated the DSD had i
repeatedly asked LVN 1 for the background
checks, hut he had not given the DSD the
insforration. ;
F 241 483.15{a) DIGNITY AND RESPECT OF ¢ F 244
§8=03 1 INDIMIDUALITY ;

The facility must promote care for residenisin a
manrer and in an environment that maintains or
@nhances sach resident’s dignity and respsct in
full recognition of his or her individuality.

Sha/ [

| |
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This REQUIREMENT s not et as evidenced 3

by

Based on observation, interview, and record I
review, tha facility falled to promote care for
rasidants in a manner that maintained or
enhanoed sach resident's dignity and respect for
one of 10 sample resident (8}, Restorative
nursing assistant 1 (RNA 1) spoke roughly and

- acted in an impatient manner with Resident 8
during dining. This deficient practice had the
potential 1o result in the resident feeling
disrespected and embarrassed.

Findings.

Orn 720011, at 12:20G s, during & lunch meal |
obsarvation, 10 residents and RNA 1 were inthe
dining room. Resident 8 was observed pitking up
a small dish of ice cream and attempting to place
a spoot inn the bowl, but the dish was covered
with plastic wrap. RNA 1 appreached the

! resident, then grabbed the bowd out of the
rasident's hand, ioudly stating, "No™. The RNA '
then proceeded © feed the resident har lunchin &
hurried and impatient manner while standing next
o the resident, When the resident attersted to
pick up 2 fork, RNA 1 again stated, "No® isudly,
ant grabbed the fork from the rosident's hands,
Additionaily, while the resident was still chewing,
RNA 1 fed the resident another spoonful of food.
At one point, RNA 1 was feeding the resident
chopped salad in such a hurry, pleces of salad
wera obstived falling into the resident's lap.
Approximately fve minutes after starting to feed
ihe resident, RNA 1 obtained a chair but did not

- git down. After a olal of 10 minutes, RNA 1 satin
the chair and continued fo feed the resident,

SBRA immediataly inserviced by DON
on 7/20/11 re: addressing resident in a

manners to promote dignity and

respect,

-DON to identify all staff for same
deficient praciice by observing staff's
manner of addressing residents during
patient care daily.

~880 to identify any sta¥ with concerns
of dignity and respect through
grievance session in resident

councit meeting every month.

-DON to menitor identified staffs for
addressing all residents with respect
and dignity during daily rounds
-immaediste corrective action by

one an one inservice and issuance of
warning.

-All results of corrective action (o be
Addrassed in monthly nurses GA and
Evaiuated in guarterly QA

Dl
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¥ 241 Qontinued From page 8 ¥ 241
The resident was unable o participale in an :
interview due 1o confusion and inability to
communicate her needs.

A review of the glinical record revesied the This page intentionally
resident was adnutted to the facility on 8//09, Laft blank

with diagnosas which included failure to thrive, eit bian

Alzheimar's Diseasse, and dementia, :
The Minimarm Data Set (MDS - slandardized
assessment and cara plaaning tooh dated
8122111, wudicated the resident was seversly
cognitively impaired, was incortinent of bowe!
anel bladder, and required extansive assistance
with all activities of daily living {ADLs]) including
eating.

A physician's order dated 813/11, ingicated RNA
feeding program for breakfast and Junch five
times a wesic

The resident's ordered diet was mechanical soft
. et with finely chopped meats and vegetables.

On 7720111, at 1,45 pm., dudang an interview,
HNA 1 stated she was not awarg she had been
| gruff and impatient with the resident. RNA 1 giso -
stated she shouid be seated at eve isvel when
feeding a resident in order 1o put the resident at
ease.

F 250 483.15{g} 1) PROVISION OF MEDRICALLY
$s=g | RELATED BOCIAL SERVICE

F 250

i

The faclity must provide medically-related social i
services o atlain or maintain the highest
practicable physical, mental, and psychosociat
well-being of each resident,

This REQUIREMENT is not mef as evidenced g é?f n [(jf

i
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- the neck down}, did not get assistance from the
| hersaif arsund the faciiity. This deficient practice

of independence in incomuotion.

. repaired. The resident, wha was sitting in regular

i satidened she no fonger whee! harself around her

. solerosis with quadripiegia, depressive disorder,

|

Based on observation, nterview, and record
review, the facility faileqd to provide
medically-related social services to meet the
resident's needs of independence, sosiglization,
and comiort for 1 of 10 sample residents (7).
Resident 7, wheo was quadriplegic (paralyzed fom

social services staff to have a broken slecttic
whesichair repaired. The regident could not wheael

resulted in the resident experiencing feelings of
frugiration, ingreased fime spent in bed, and lack

Findings:

On 7722111, at 10:50 a.m., during an interview,
Resitent 7 stated she felt frustrated because the |
elactric wheelchalr she owned was broken for

over d year ang nobody helped her with having i

wheeichair, stated she was unable to move her
arrs {0 propel the wheelchair and needed her
eiectiic wheeichalr, The resident stated she wasg

roor and the facility. The resident added the

wheelchair she was using was uncomfortable and
she could only tolerate an hour or two sitting In
ihe wheelchair and had o go back @ bed.

According to a clinical record review, the residernt
was admitted to the facility on 2/23/10, with
diagnoses which incluged history of muitiple

and disbetes.

The quarterly Minimum Data Set (MDE -

i

K4} 10 SUMMARY STATEMENT OF DEFIGENGIES T PROVIDER'S PLAN OF CORRESTION {55
PREFIX (EACH DEFIGIENCY MUIST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SMOWLD BE COMPLETION
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i DEFICIENGY)
3 EH
F 250 | Continued From page 7 F 250 F254
by‘

-Faxed totter to the facility from ATG
Behab Co on 6/22/11 stating © approval
for repairs and/or modification to
patient owned equipment is onty for
patients who get out of the facility into
the community”, An activity log show
ing that the resident regularly goes out
into the community was reeded to
Justify necessity of the electric whee!
chair. $SD & DON spoke with daughter,
Katie, & stated in the previous place,
the resident visited a family member
the facility, but even then, the resident
would get stuck in the middie of the
street and run over people’s toes singe
resident’s motor functions is progres
stvaly deteriorating due to MS,

35D documented results of assistance

given for repaiy of slectric WC to
resident on 7/25/11.

glialu
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:

dated S/I271M1, indicated the resident was alert,
oriented, sbie to make her needs known, and was
totally depercient on staff for aft activities of daily
tving (ADLs). The resident had s suprapubic

! urinary catheter (tube ingerted inlo the bladder

through the gbdomen in arder to drain the uring)
due to neurogenic bladder.

On 72211, at 11.50 am., during an intervisw,

the sociaf service designee (DSS)actvity diractor |

stated the resiftent was admitied from another
skilled pursing facility and brought an slectric
wheselchair with her. However, the whesichair was
ngt funclioning upon the resident's admission,
The SSL further indicated the maintenance

{ director tried but was unable to ix the wheelchair,

The 8SD then stated she was unaware of the
cugrent status of the resident's wheelchair,
The S8D was unabie o provide Jocumentation

: the resident was assisted in making

arrangements for obitaining repair of the
wheelthair since the faclity's maintenance staff
was unabie to rapair the wheelchair,

On 70211, 8t 12:06 p.m., during an interview,

' the mainienance director stated 3 technician from

the wheelchair manufacturer vigited the faciiity
spprovimately two to three months ago and
informed him the wheelchair reduired a part

“which was not approved by Medicare. The

maintenance director dig not hear back from the
wheelchair company since the technician's vigit

- On 772211, at 1215 p.m., during an imterview,

the director of nursing (DON) stated the
whaelchair technician had informed her the
hattary was unabile 10 hold a charge, and the

|

inservice by Social Service Consultant
10 550 on 7/25/11 on proper and timely
documentation of all assistance in

medical-related sacial service pravided
fo any resident,

é’/:‘&/f{
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58=8  MAINTENANCE SERVICES

The fagiiity must provide housekeeping and
maintenance services necessary o maintain a
sanitary, orderly, and comforiable interior.

This REQUIREMENT is not mel a8 avidenced
by.

Based on obsarvation and interview, the facilily
failed o provide housekeeping and maintenance
services noecessary o mainiain a sanitary,
orderly, and comicriable interior. Therswas a
broken hot water pedal underneath the hand
wash sink in Room 21, A dangling Hight fixture
was abserved in Room 11, A "N Smioking” sign
was missing outside the oxygen siorage room

scheduled for repairs.
Maintenance supervisor 1o identify any

equipment and fixture that needs repalr

during morning rounds.,
-ADM 1o monitor maintenance Jog book
daily for repairs to are performed 8t 2
reasonebie time frame,

-immediate corrective action by sche
duling any needed repairs with MS.

-All results of findings and corrective
action 1o be addressed in monthly dept

XD SUMMARY STATENENT OF DEFICIENCIES it PROVIDER'S PLAN OF CORREUTION 1£8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMELETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION TAG CROSS-REFERENCED 10 THE APPROPRIATE DATE
DEFICIENCY)
F 256G Continued From page 8 F 250 £753
company needed a gl from Medicare for the
repa?Yze OON w;pi}:abse to provide -Dangling light fixture in room 11 Bxed
docurnentation regarding ﬁ?ﬁ technician visit, the On 7/21/11
avaluation of the wheefchalr, and the sialus of the
gpproval request, Placed no smoking sign on dogrof 02
There was no docurpentation that the facility was
finding options to meet the resident's need to go room on 7/20/11.
arsund the facifty independently. There was no Broken hot water pedal faucet in ronm
evidence that additional information was provided
to Medicate for an approval, 1 fixed on 8/4/11.
On 7122011, at 4:30 p.m. during the exit -All staff inserviced by DON on 7/25/11
conference, the administrator stated the facility re: timely reporting of any equipment
could not afford to repair the resident's electric , h
wheelchair, and that the resident did not need or fixture that needs repair by
one. The administrator also stated there was not maintenance supervisor will be entered
a physician's arder for ain electric wheelchair, i h X loz book and
F 253! 483.15(h){2) HOUSEKEEPING & F253| Intothe maintenance log book an

door.
Findings: @/ 13 /‘ ’
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F 253 : Continued From page 10 P F283 g
On 7/20/11, 8t 2 p.n., and on 7421711, at 11 am., Cont
the presance of the mainienance supeiviser, the ‘
following was observed: iy Qa.
1. A broken hot water faucet pedal undemeath
?ge har;d wash sink in the bathroom iogated in -All results of findings end corractive
aom 21,
At the time of the observation, the maintenance < action to be addressed in monthly dept.
;:g:zl*visw stated he was not aware of the broken head meeting and evaluated in quarter
2. Roorn 11 had a dangling fight fixture above the | by (A,

head board of the resident in Bed [

3 A "No Smoking” sign was not posted outside
the door of oxygen storage room located near
Room 28

Inan interview, on 72111, et 1410 am, the
maintenance supernvisor stated the "No Bmoking”
sige was missing and would be replased. -
F 329 ; 483.28{)) DRUG REGIMEN IS FREE FROM F 329
§8=0 | UNNECESSARY DRUGS |

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
: drugg when used in sxoessive dose {including
duplicate therapy); or for excessive duration; or
withowt adequate manitoring; or without adeguate
indications for 45 use; or in the presence of
adverse consequences which indicate the dose

- should Be reduced or discantinued; or any
cambinations of the reasons above,

flased on a comprehensive assessmentof a
rasident, the facility must ensure that residents
who have not used antipsychotic drugs are st

. given these drugs unless antipsychotic drug |
therapy is necessary to treat a specific condition d 9/ Y
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F 329 | Continued From page 11 F320| 379
as diagnosed and documented in the clinical
drugs receive gradual dose reductions, and  laboratory on 7/22/11.

hehavioral interventions, uriess clinically
contraindicated, in an effort i discontinue thess
; drugs.

This REGUHREMENT is not met as evidenced
oy

Baged on interview and record review, the facility
failed to mionitor drug levels as ordered for one
rardnmiy selected rasident {12). For Resident 12,
the blood levels of Tegreto!l {anti-seizure
medication} was not done monthiy as ordered by
the physisian, This deficient practice had the !
potential to resudt in unidentified abnormal blogd
tevels of the medication and lack of prompt
interventions.

: Findings:

On 7122114, o clinical record review revealed
Resident 12 was readmifted to the facllity on
131110, with diagnoses that included nistory of
grand mal seizures and history of sircke with
hemiplegia (weakness on ong side of the body).
A physician's order dated 12/1/10, indicated
Tegrets! level every month.

The qurrent physician's order for Tegretol was
dgated 12/30/10, an indicated to give Tegretol 500
milligrams {mg) orally every moming,

A review of the labgraiory tests revealsd no
Tegreto! biodd level results for the months of
12/2013, and 212011,

insarvice to all charge nurses by BON
on 7/25/11 re: proper tab procedure
from requisition, documentation of

¢ collection of specimen, to relaying of
resuits to MD within 24 hour time
frame.

Laboratory company set-up to receive
rasults of lab work on fing for easier &
faster access.

~Charge nurse to identify all residents
due for lab work for the day on a daily
basis. All idertified residents wili be
entered in laberatory log book docu
mented as blood drawn or refused,
charge nurse to mark all results
received with a cherk and relay resuls
1o MD.

-Medical Records to monitor that all
recults marked with 2 check are relayed
to MD and filed In chart.

quarterty GA for evaluation. f / /Q/
4
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F 320 | Continued From page 12 F 328  raze
Cn 702211, at 10 s, during interview and after -
rursing (DONS stated she could not find the ) ) Y
taboratory test resulis for the months of 122014, Medical records designee by

{ and 212017, and coultt not explain the iack of

monthly monitoring of the Tegretol level as foltowing up any results w/o a check

ordered by the physician. | mark with iaboratory company by
F 332 | 483.25(m)(1) FREE OF MEDICATION ERROR F332)  ternoon
88<0 I RATES OF 5% OR MORE ‘

--Ali findings to be discussed in monthly
The facility must ensure that it is free of .
medication grror rates of five percent or greater, nurse QA and addressed in

guarterly QA for evaluation of
effectivensss

This REQUIREMENT is not met as gvidenced
by:

Based on observation, interview, and record
revigw, the facifity fafled to ensure it was free of
medication ermor rate of five percent or grealer, as
evidenced by the identification of three
medication errars, out of 42 opportunities for g
arror, to yield & cumulative medication enorrate
of 7.1 for one of 10 sample residenis {4) and one
i rendomly selected regident {11).

For Resident 11, Procell {profein supplemernt)
and a muitivitarmnin were not administered as
ordered. For Resident 4 an incorrect number of
i eye drops was adminigtered. This deficient
practice resulfed in the residents not receiving
prescribéd medications as orderad by the
physician, :

Findings:

1. On 7422111, at 7:30 a.m., during the morning '
| medication pass observation, Medication Nurse 2 ; § Ad}/;;
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igivenatBam.

. scheduled time {1 hour before and 1 hour after), |

administered Resident 11's morning medications. |
At the end of the medication pass, at 330 am.,
during reconcifistion of the medication
adminéstered with the physiciar's orders, it was
noted that two medications ordered on S5
were not administered 1o the resident:

-~ Procell twe scoops three times daily, mix with
120 cubic centimetars {¢n) of juicedwater with
med pass

- Multivitaming one tablet orally daily,

According o the medication administration record
{(MAR), the two medications were scheduled to be

On 7422441, at 8,30 a.m. during an interview,
edication Nurse 2 stated she had overlogked
the Procell and the multivitarin orders written in
tha MAR,

The faciily's undated policy and progetiurs on
Medication Administration, indicated medications
wers {0 be administered within 80 minutes of the

and routine medications were 10 be administered
according fo the established meadication
administration schedule for the facility.

2. On 72111, st 818 a.m., during a medisation
pass observation, Medication Nurse 1 pulisg

Resigent 4's right lower eyaiid down with & finger
and placed three drops of Timolol 0.6%.

A reviow of the medical record indicated Resident
4 was admitted to the Facility on 6/4/02, and
readmiited on 718108, with disgnoses that
included glaucoma {eye digsorder marked by

X431 SUNMMARY STATEMENT OF DEFICIENCIES ! I PROUVIDERS #LAN OF GORRECTION (%5}
sagrx [EALH DEFCIENCY MUST 88 PRECEDEL BY FULL © PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETIONR
TAG REGIEATORY OR LAC IDENTIFYING iNFORMATION; TAG CROSH-REFERENCED T4 THE APPROPFIATE DATE
§ DEEICENCY)
F 332 | Continued From page 13 332

£332 1,2
-MD natified of missed medication for
Resident 11, with orders to still adminis

ter Procelt 2 scoops and give
Muitivitamins on 7/22/11,

MD notified of medication error for

Resident 4, moenitor for untoward
effects with 72 hours, Medication error
incident report completed for both,

report eompleted on 7/22/11.
Inservice to sl charge nurses by DON/

Pharmacy Consultant on 7/25/11 re:
proper medication administration,
including infection control measures,

-DON to identify licensed staff with
Medication errors including cbserva-
tion of infection control measures by
periodic observation of med pass

during DON's daily rounds., at different
shifts.

Pharmacy consuitant to identify
ticensed staff with mediation error
during monthly drug regimen review

and med pass review.

e/ufy
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F 332 | Continued frpm page 14 F 3321 r332 comt
unusually high pressure withia the eyeball),
hypertension, and osteoporosis. 1,2
A physician’'s order dated 72408, indicated © ' _DONt itor identified licen £
administer Timelg! 0.5%, {cphthalmic solution to | g © monitor identified license sta
reduce the intraccular pressure within the eveball} | é and ali gther license staff on proper
one drop on bath eyes twice a day for glavcoma . Medication administration including
On 721711, 28 820 s.m, during an inferview, . observation of infection control
Medication Nurse 1 siated the ophthalmic 5 . ;
medication was for glaucoms ang he should have | ,  measures z‘iwmg dally med pass at
placed only one drop of the medication into the | random shifts.
resident's right eve. .
£ 371 483.350) 00D PROCURE, F 371 Pharmacy consultant o monitor
8= STOREPREPARE/SERVE - SANITARY Licensed staff for medication error

The facility reust -

{1} Procure food from sources approved of
considered satisfactory by Federal, State or locad
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

'tl;his REQUIREMENT s niot met as evidenced
i

Based on observation, interview, and record
review, the faciily falled o siore, prepare, and
dislribute food under sanltary corclitions Food :
tems in the refrigeraldr and fragzer were
preparediopeanad and not labeied 10 idendiy
content and date. A distary worker ¢id not wash
hands before opening food sontsiners, The
dishwasher machine chemical senitation did not |
meet the manufacture's requirernent. The food in
the tray line did not hold safe temperstures, This

during med pass review monthly,

-immediate corrective action by DON/
Pharmacy Coensultant an any

findings by notification of physician
of medication error, monitering of

patient for untoward effects of
medication errar, completing an
incident report for medication error

and further insarvices,

-All findings 10 be addressed in monthily
nurses QA log and svalyated in

Quarterly 0A for effectiveness.

;Q /NA;
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F 371 . Continued From page 15 F371.  pan
; deficient practice may result in preventable 1
[ a

foodborme dness,
Findings:

1. On 72014, at 8:10 a.m., during the initial
kitchen inspection, with the presence of Dietary

. Alde 1, the foliowing was observed:

1a. The reach-in refrigerator contained six
glasses of kive that were not igbeied to indicats
tha type of juice and the date of preparation.
Therg were nine glasses with mik that were not

! identified as to whether they were reguiar, nonfat,

or iowiat. There were two other glasses that were
marked with an "X°, which Dietary Aide 1
identifing as regular mitk. A gation container of
bartacus seuce was vpenad and undated,

1, The reach-in freazer had thres dishes of ice

cream that had no date when they wers prepared.

Al the time of the ohservation, Dietary Aide 1
stated each tem in the refrigerator and fraezer
shoukd be tabalad with the contents and open
date in order io prevent contamination.

42, Dietary Alde 1 was observed sweeping the

dried food storage room, then procesded to open

threa small bins containing packets of salf
papper, sugar and artifizial sweeteners, thrae

i dried food bins which contained flour, rice, and

sugar, without first waghing her hands.

During a concurrent interview, Dietary Alde 1
stated she should have washed her hands
immediately after using the broom fo prevent

| contarrination.

i

!

-5 glasses of juice labeled with date
apenad and type of juice on 7/20/11.

Mine glasses of milk klentified to be
non-fas with date prepared on 7/20/11.
Two glasses marked with X identifies as
regutar milk and marked with date prepares
on /211

Gallon of barbecus sauce dated with

date opaned on7/20{/11.

b

Three dishes of ioe gream in freszer

dated with date prepared on 7/20/11.
la,b,0,4,2,3

Inservice by Registered Digtary Consultant
1o ali dietary staff on 7/20G/11 re:
handwashing and usage of gloves as a
measure of infection Cantrol, before
handing any clean food, condiments and
kitches items. Maintaining sanitary
conditions in storage, preparation and

Q/fﬁ}/g
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. The faciiity's undated policy and progedure on

Safety and Sanitation: Handwashing, stipulated
hands will be washed after handiing or removing

frash.

1¢. The low-temperature dishwasher chiorine fest
strip {festing method 0 ensure adequate fina!
rinse chemical sanitation} had a reading of 10

| parts per million (ppev} of chiorine on two

separate cycies.

Dietary Aide 1 stated the strip should read
between 50-100 ppm, and that it usually ook to
run the dishwasher three times before the
chigrine test sirip indicated 50 - 100 ppm.

A0S am, during an intarview, the registered

distitian (RD) stated the dishwasher had o be run!

o to three tines in order (o obiais 2 chiorine
reading that was between 50 -100 ppm.

AL 40 am, during an inferview with a
! dishwasher technician, he indicated the chlorine

strip shouddd read 50 100 ppm after the first run.
The technician further indicated the chiorine
priming pump needed to be repaired.

| The undated facifty's policy titled "Dishwashing

Machine With Sanitizing Agent” stipulated the
sanitizer must be dispersed af the rate ¢f no less
than 50 ppm and no higher than 100 opm. This
must be monitored on @ daily basis,

2. On7200M1, 6t 2 poo, and at 218 pan., Distary
Aide 2 was observed slicing potatoes without
gloves then placing the sices in 2 bawl of water,
uccasionglly stirring the potato slices with her
hand.

H
H

H

serving of fod as required by Federsl and
Sate lavws, including maintaining propsr
remparature of food and proper range of
chloring tast resuits,

1o includs date opened and date prepared for
pyary item In refrigerator and freezer,
Santtary preparation of food to inciude
wearing of gioves during food preparation.
1d

Authochior .immedistely notified for servicd
after initial reading of chlgrine test strip
resd 10ppm. Lunch served on disposable
utensils and paper piates. Dishwasher up
and runining with chiorine test reading

7% pprs within 30 mins. Authochlor report
subrmitted to surveysrs, indicating repalr of
chlorine priring pump done,

Inservice by Registered Disrary consultant
to atl dietary staff on 7/20/11 re: procedure
10 notify Aute Uhdor for chlogine testnot
within range of SOppm-160ppm. Disposable

321814 SUMMARY SYATEMENT OF DEFICIENCIES i PRCVIDER'E PLAN OF CORRECTION (X8
PREFY {EACH DEFICIENTY MUSY BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE AGTHON SHOUL: 88 COMPLETION
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OEFICIENCY)
F 371 Continued From page 16 F 371 £371
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| tHetary senvice supervisor (DES], e ollowing

! -Glass of whole mikk: 45 degrees F

{ AL 2:15 p.m., she was observed slicing oranges
without wearing gioves. Atthe time of the
obgervation, an interview with Dietary Aide 2
reveaigd she was aware she should be wearing
gloves in order o prevent food contamination.

The facility's undated policy on Safety and
Sanitation: Glove Use, stipulated gloves must be
! yorn when direct skin contact with food oocurs.

3. On 7722011, at 11:55 a.m., during obearvation
of the kinch tray line, in the presence of the

food temparaturas were ghtained:

-Chicken Hied steak; 110 degrases Fahrenhei (F}
-Pureed spinach: 120 degrees F
-Pureext chicken fried steak; 120 degrees F

During an interview with the DSS al 1 p.m., she
stated that due fo the emall size of the faciiity, the
kitchen was not equipped with @ steam table to
maintain food temperature between 140 to 160
degrees F. The DES stated e Kiichen staff
attempls 10 maintain the hot food temperatures
by pacing the food items aver a iow flame on the
stove.

' The facility's undated policy and procedure on ;
Fouod Froduction - Food Temperatures, stisulated
temperatures for hot products should be no fess
than 140 degrees F, and told products shall
semch temperatures ng greater than 40 degrees
F. The policy alst indicated that foods faiiing to
register ihese temperatures must be
reheatedichiiied untit acceptable temperatures
are rpached,

paper plates and utengiis to be usad in the
avent chiprine test results fall out of range,
Daiby testing of chiorine levels on first cycle
£0 be maintained in 50-160 ppm range.

3

Chicken fried steak, pureed spinach, pureed
chickarn fried steak reheated 1o accepiable
temperature of 140 F, Glass of whole milk
diszarded and prepared angther glass from
refrigerator with temp of 35 F

-Dietary supervisor to idemify deficient

practice of kitchen staff in maintaining
sanitary conditions during storage,
preparation and distribution of food,
irnctuding maintaining ehiorine test fevels
and maintaining hot foods hot and cold
food coid, during daily work schegule,
Steam pans to be used during tray Hne and
roid Hguids to be pulled out of refrigerator
as last item to maintain coid temp.

oD SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION 145
PREFIX [EACH BEFICIENCY MUST SE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E
TAL: REGLAATORY OR LEQ IDENTIFYING INFORMATION) TAG CROBSREFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 371 | Continued From page 17 F371:  man
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#e D SUMMARY STATEMENT OF OEFICIENGIES Lo PROVIDER'S PLAK OF CORRECTION X5}
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DEFICIENCY;
%
F 425 483.60(a) (b} PHARMACEUTICAL 8VC -~ | F425] g3y
5= | ACCURATE PROCEDURES, RPH , ;
Cont

The facility must provide routing and emergency
' drugs and biologicals to s residents, or obtain
them under an agreement deseribed in g
§483.76(h} of this part. Tha facility may permit
unlicensed personnel {0 administer drugs if State |
law parmils, but only undsr the general
supsrvision of a licensed nurge.

A facility must provide pharmageutioal services
{including procedures that assure the accurate
acquinng, receiving, dispensing, and
agministernng of all drugs and biclogicals o mest
| the needs of each resident,

The facility must employ or obtain the services of
a2 licensed pharmacist who provides consultation
on all aspects of the provision of pharmagy
services in the facllity,

This REQUIREMENT i not met 88 evidenced
by:
! Based on observation, interview, and record "
. review, the facility falied to ensure accurate
dispensing andg administering of medications for
for one randomiy selected reslent {12). The
madication nurse failed to sign off Resident 12's
medications on the medication administration
record (MAR) immediately after adminisiaring
them, as per faciity policy, This deficient practice
reay resull in medication errors,

H

Findings: !
H

]

-0IS5/ADM to maonitor during daily work
| schedule and tray line sbservation, that
i all Federal and $tate requirements for
sanitary conditions in storage,
preparation and distribution of food be
maintaingd,

-immadiate carractive action by
DSS/ADM through continuous
inservices of any findings noted.

~- &l results of corrective action to be
addressed in monthly department QA
for further management and evaluated
in guarterly GA.

&”'/ =y
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o SUMMARY STATEMENT OF DEFICENGIES i PROVIDER'S PLAN OF CORREGTION x5
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TAG REGULATORY OR LSC IDENTIEYING INFORMATION; TAG GROSS-REFERENCED T4 THE APPROPRIATE DAt
DEFICIENCY)
F 425 Continued From page 18 F425 pass
On 7722111, at 7:356 a.m., a moming medication " _
Medication Nurse 2. After admirisiering the 3t 930 am for medication administered
medications to the resident, Medication Nurse 2 .
returmed to the medication cart, sanitized her 1o residant 12.
?gngzﬁztg?mded to prepare medications <insarvice by DON to staff concern on
' ' 7726/11 re: proper procedure for
AL 930 a.m., the same morning, a review of the medication administration and
AR with Medication Nurse 2 revealed the v
adntinistration of the resident's medications was documentation.
not yet documenied, After it was brought to her Inservice to all charge nurses by
attention, Medication Nurse 2 hegan initialing the _
medications on the MAR, When asked why she Pharmacy Consuitant on 7/25/11 re:
dict not sigr the medications off immediately after nroper medication administration to
administaring them to the residant, Medication : i leation errors, inclidin
: Nurse 2 stated she had forgotten. i émld ’med om errars, 8
infection contral measures.
The facility's undated Medication Administration DON to identify licensed staff with
Policy, stipulated the purpose of the policy was to i
administer the ordered muedications in & safe and Medication errors including observa-
accurate manner, The procedurs indicated : . .
individuai who administers the madication dose tion of infection cantrol measures by
Wﬁ the ad Miﬁifsﬁ?ﬁﬁ'ﬂ Ol:l th@ rgsident's MAR periodic abservation of med pass
directly after the medication is given. . s o
F 441 | 48385 INFECTION CONTROL, PREVENT F441]  during DON's daily rounds., at different
s8=£ | SPREAD, LINENS shifts.
 The facility must establish and maintain an Pharmacy consultant to identlfy
Infettinn Control Program designed to provids & licensed staff with medication error
safe, sanitary and comfortable environment and ; ;
to help prevent the development and transmission during monthly dfug regimen review
of disaase and nfection. and med pass review,
{a) infection Control Program
The faciity must establish an infeglion Contral
Program under which it - .2 Llnly
{1} investigates, controls, and prevents infections
FORM CMS-2587H12-33) Pravious Varsions Obsolels Event 1 OMXV1 Facilly W) CAL40G0G577 If cordinuation sheet Page 20 of 27
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F 441 Continued From page 20 F441|  ras5cont
in the facility, i

| actions related 0 infections.

! prevent the spread of infaction, the faciiity must

- $rorn direct contact with residents or thedr food, if

i hands after each direct resident contact for which

. {¢) Linens

| review, the facility falled to provide a safe,
- sanitary environment for two of 10 sampie

{2} Decides what procedures, such as isolation,
should be applied to an individual resident; and
{3} Maintains a record of incidents and corrective

{b) Preventing Spread of infection .
{1) When the Infection Control Program
determines that a resident needs isolation to

isolate the resident,
{2) The facility mwust prohibit empioyees with &
communicabla dissase or infected skin lesions

direst contact will irangmit the disease.
{3) The facility must require staff to wash their

hard washing is indicated by acrepted ;
professional practice,

Parsonnel must handle, store, process and
fransport linens so as &0 prevent the spread of
infection.

This REQUIREMENT is not met as evidenscad

by:
Baset on sbservation, interviow, and recond

residents. Medication Nurse 2 failed o wash or
sanitize her hands after soughing into her hand
prior to {ake Resident 8's blood pressure.
Medication Nurse 1 failed to wear gioves during
adminigiration of Resident 4's ¢ye drops. This
deficient practice had the potential to resull in the

-DION to monitor alt licensed staff for
timely documentation of medication
administered during daily med pass at
randorm shifts.

Pharmacy cansuitant to monitor
licensed staff for documentation of
madication administration during
monthiy med pass review,
-Imimediate corrective action by
DON/Pharmacy ¢onsultant by further
inservices upon findings,

-All findings to be addressed in monthly
nurses GA and evaluated in QA
guarterly for further management.

9lnjy
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Findings:

1. On 7722714, at 715 a.m., during observation of
the moming medication pass, as Medication
Nurse 2 was preparing to administer medications
o Resident 8, she was obsarved coughing into
ker hand. Medication Nurse 2 then paured ke
from & piicher into & disposable cup, picked upn a
blood pressure ouff, and obiained the resident's

; bood pressure. Medication Nurse 2 retuined to
the medication cart, then oblained hand sanitizer
from a dispenser located on the medication cart,
rubbed her hands {ogether twice, then wipsd her
hands with a paper towel,

On the same day, at 9:30 am., during an
interview, Medination Nurse 2 siated she was
ynaware she had coughed into her hand,
Medication Nurse 2 also stated when using the
hand sanitizer, she should have rubbed her
hamis tegether several tmaes, then allowed her
hands 1o air-dry, prior 10 continuing with the
mgdication pass.

The instructions on the bottie of the hand
sanitizer indicated o place a thumbnall size
amournt in the paims and rub hands logether
briskly unti

: dry,

2. On 7721111, at B:15 aum., during a madication
pass cheervation, Medication Nurse 1 pulied _
Resident 4's right lower evalid down with a finger
and placed three drops of Timolol £5.5% (an

-Inservice 1o gl charge nurses by
DON/Pharmacy consultant on 7/25/11
re: proper medication administration
inciuding infection control measures.

Resident © abserved for any cross
contamination due to charge aurse
coughing times 3 days, none noted,
-BON to identify deficient practice
during daily med pass on different shift.

-DON 10 monitor daily during her
rounds the deficient practice of charge
nurses coughing in hands during med
pass

-Immediate corrective action by DON
insgrvices licensed staff to wash hands
or sanitize hands hefore resuming med
pass.

-All resuits of corrective action 1o be
addressed in nurse monthly OA and
evaiuated in guarterly QA

(XA} D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'Y PLAN DF CORRECTION ol
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFHC . (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFURMATION) LTAS CROSS-REFERENCED TO THE APPROPRIATE oRTE
‘ DEFICIENCY)
F 441 Continued From page 21 Fa41!  ragt
spread of infections. N

9l bly
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F 441 Continyed From page 232 ¢ FA4Y a4l com
ophthalmic medication for glaucoma}, without
wearing gloves. b2
_ : -Inservica o aft charge nurses by DDN/Pharmacy
AL820am., du ting an interview, Medication ronsultant on 7/26/11 re: proper mudication
Nurse 1 stated he does not wear gloves when admisistration including infection control
| administering medicated eye drops to the measuces in eye instillation freatments.
resident, i Resitfent 4 observed for any oross contamination

during ave drop instiflation. According 1o
Frcyclopedia Britannics {30111 the mugous
membrane §ne (inside § many stnstures s the
hody inciuding eyelids which primarily consist of

A review of the medical reoord indicated Resident
| 4 was admitted to the faciity on €/4/02, and
regdmitted an 7546, with diagnoses that

| includded glausoma (an eve disorder marked by

| unusually high pressure within the eyebali and | skin and muscle that acts a5 protective
hypertension, epithelia! cel covering,
-Charge nurses will wear gloves if contact with
According to the Centers for Disease Corntrol mucous membrane is imninent
{COC) infection prevention includes to wear Charge nurses will contimue 1o hand wash heforg
gloves when in contact with mucous membrane. and after eye drop administration where no

Encyciopedia Britannica {2011} ratrieved from |
hiip: Awwew britannica. comvEBcheckedftapic/3958
' B7fmucous-membrane, noted that mucous
| mambrane line many structures in the body,

contact with mucous membrane or éye drainage
oledl: >N
DN 13 identify and moniter during har daily

including the eyedids, rouads #? time of med pass handwashing for
F 458 ' 483.70(d)( 1} BEDROOMS MEASURE AT F 458  eyedropinstillation and use of gloves for
35=8 | LEAST 80 SQ FY/RESIDENT draining eyes and mucous membrane contact.

; -imrnadiste carrective setion by DON by

Bedrooms must measure ot isast 80 sauare feet inservicing licensed staff o infection contrel

per resident in mudtiple resident bedrooms, and gt policy i ave instiation treatrments,

least 10G square feet in single resident rooms. | -All rasults of carrective action to be addressed

' in nurse monthiy GA and evafuated in quarterly
GA

This REQIHREMENT is not met as evidenced

H b-y‘

Based an observation and record review, the
facility failed 10 provide at least B0 square fest per | -
resident in multiple resident bedrooms. = ﬁ}/&/@’

Finding:
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DEFICIENGY)
F 458 | Continued From page 23 Fag8  rqng
Rooms 1,2, 3,4,56,8, 7,8 10,12, 13, 14, 15,
and 16 accommodate two residents, Rooms 2, 4, -Waiver was requested for rooms below
5 7, and 1% had each one regident and one .
unoccupied bed. The space available for the the 80 square footage required per
resident is sufficient 1o provide access and resident On 7/22/11.
f f ‘
reedom of movement -The present space available for
ROOMS SQUARE FEET rasidents and their care is sufficient o
5 146 52 provide comfartable access and
2 14552 freedom of moverment,
i jzgg ADR/DON 1o monitor that access and
5 149 16 freadom of movement for resident and
6 4121 their care is maintained.
7 147.84 o .
8 133.32 -Periodic evalugtion to provide
10 147.84 sufficient access and freedom of
12 147 .84 : 3
13 147 84 movement will be addressed in
14 133.32 quarterly QA
1% 147.84
16 147.84
F 465  483.70{h)}{4)} MAINTAINS EFFECTIVE PEST F 469
s&=0) . CONTROL PROGRAM
The facility must maintain an effective pest
- qontral program so that the facifty is free of pesis
and rodents,
This REGUIREMENT iz not met &8 evidenced
by
Based on ohaervation interview, and record
| review, the facilily falied {0 ensure an sffsctive
pest confrol program to maintain the facifity free ; %?/ i&/ ¥
FORM GMS-2557{02-95) Previous Yarsions Obsoiat Event I SNV

Faciity i3 AS40000077 # continuation sheet ?W??




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

FRINTED: 08/03/2011
FORM APPROVED
OMB NO. 0938-0391

DOCTORS CONVALESCENT HOSPITAL

7928 § PAINTER AVE
WHITTIER, CA 80502

STATEMENT OF DEFIIENCIES (1) PROVIDERISUPPLIERICLIA {X%) MIALTIPLE CONSTRUCTION 15031 DATE SURVEY
AND AN OF CORREDTION IDENTFICATION NUMBER: COMPLETED
& BUILDING
555767 B S 0772212011
HAME OF PROVIDER OF SUPPLIER SYREET ADDRESS, CITY, $TATE, 2P CODE

%4 (D SUMMARY STATEMENT OF DEFICIENCIES iy PROVIDER'S PLAR OF CORRESTION B}
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1
F 489 ' Continued From page 24 . F489.  raen
of pests. There were adult cockroaches and %
nymphs in the employee lounge room. This
deficient practice had potential to spread geras in -tnservice 1o ail staff by DON on 7725/11 ve:
the environment. continized reporting of any presence of pest
Findings: and rodents by informing Maintenance sup
and documenting report on maintenance
On 7120111, at 2 p.m,, during the general g baok,
ebservation of the facility, in the presence of the )
rmgintenance supervisor and a charge nurse, live Pest control treated emploves lounge with
, adult sockecaches and nymphs were obiserved in gas spray insida crevices along base hoards.
the empioyee totz{tge. The wckroacpes and the it was followed with boric acid powder and
nymphs were aclive and werg crawling on the mieant to burn tentades of roaches. The
walis and floors A .
burning is what makes them active
A review of the facility's pest preventive service Although the surveyors indicated they saw
' report from the pest control company dated 3 rogches in the lounge roorm this was 2
- 7718111, indicated roaches were found in break days after the pest control, and no roaches
areas and three resident's rooms. ;
has been sesn: since that time.
In an interview, on 720011, at 2:30 p.m., the Pest controt in place every month with
maintenance supervisor stated the facility had a Stanley Pest Contral.
pest sontrol service but was not able 1o state the ]
reason w?}y adiilt cockroaches and nymphs Were -AlE staff to monitor and repart any pest or
: still present after the pest control company ' rodents to charge nurse aad or
already treated the facility. Malntensnce supervisor and document in
5;2{_12 | 483780 1) ADMINISTRATION F 802 maintenance log book.
The facility must provide or obtain laboratory ; -immediate corrective action by
services to meet the needs of its residents. The mainterance supervisor netitication of pest
fagility is responsible for the quality and timefiness ; control company.
of the services, :
Al findings to be addressed in mionthly
i ) ) department head meeting and evaluated in
I;:zs REQUIREMENT is not met as evidenced quarterly QA.
| Based on interview and record review, the facility g / s /
failed to promptly obtain labaratory test result and i 4
POFM CRS-2567(02-09) Previeus Versions Obsolots Event #3, (MY Facilty §7 CAQ40000077 #f continuation shest Pagn 25 of 27
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F 502 | Continued From page 28 FS02  gs02

! inform the physician of the results in a timely

in delaved inferventions,

| Findings:

: The annual assessment Minimum Data Set (MDS |

| The clinieat record did not cortain the most

| the test was done. The report indicated the

26.3 mogim! {below the reference range).

manner for ane of 10 sample rasidents (8). :
Resident ¥'s valproic acid level was last drawn on |
318711, but the result was requested and reported
tothe physician on 721N, four monthe after the
test was done. This defivient practice may result

A review of the medical record indicated Resident
9 was admitted to the faciliy on 977107, and
readmitted on 8/22/08, with diagnoses that
included bipoiar disorder, diabetes melitus, and
hypetension,

- glandardized assesamaoent and care planning
tooh dated 6/19/11, indicated the resident was
able to communicate, did not walk, and required
extensive assistance with ransfer, dressing, snd
personai hygiene.

A physicians order dated 8/272/08, indicated
Depakote {vaiprole acid) BR {exiended release}
2043 milkigrarm {mg} every day at night Another
prder dated 9/8/08, indinated Depakote level
gvery 8 months.,

recent valproie acid leve] result, due on 372011,
On 124111, at 4:30 p.m,, after requesting the
laboratory test result, the director of nursing
{DHON) submitied z report printed on 721/14,
indicating the vaiproic acid leve! wasg faken on
378111, The report was printed four months after

refersnce range was 50-100 microgram per |
mifiliter {mog/mi), and the resident's level wasg

-Notification of fabs results for resident 9 1o
8413 done on 7/21/11. No new orders given
by MDD,

Na ustoward effects noted with resident 8.
Inservice to ¥ charge purses by DON on
7/25/11 re: proper isb procedure fram
reguisition , coliecting of speciman,
receiving results to retaving results to MD
o1y & tirely manner,

Laboratory compary satting up on fine
aceess of aboratory results for easier access
by next month,

-Meadical records designee o identify
rasidents with isb works for the day by
auditing lab o dadly.

-Medical records designee to monitor daily
atl iah wark done for day to have results in
by aftzrnson, during daily lab audit.
Jmmediate corrective actinn by MR for any
findings by retrieving results fromon line or
notification of iab £¢ 10 fax resudts,
-All resuits of cerractive actions 1o be
addressed in menthly nurses QA and
evatuated In quarterly QA

3y
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F 502 | Continuad From page 26 F 502
A handwritten note on the laboratory report
indicated the physician was notified on 70221111, at.
420 s and gave no new orders,
| At 4:35 p.m., during an interview, the DON stated This page intentionally
the morning shift charge nurse was supposed to Loft blank
ensyre the laboratory resull was obtained at the e tian
end of ihe day. The DON aiso stated tha
i physictan is 1o be informed of abnoemal test
resylts immediately,
§ } 13/ i
1 2
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