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F 000 IINITIAL COMMENTS 


! 
The follow!ng reflects the findings of the 


Department of Public Heatfu: during a THIS PLAN OF CORRECTION
I I. re--certfficatioo survey. CONSTITUTE OUR WRITTEN CREDIBLE I 
ALLEGATION Of COMPLIANCE fOR THE'\ Representing the Department of Public Health: I DEflCIENCES NDTED. I 

 RN ~ HFEN 

- HFEN 

 REHS - HFE I 
 I 

\ Total Resident Population: 30 I ,ii Total Resident Sample Size: 10 

~IHighest Scope and Severity; E I - ,.l%
F 221!483.13(0) RIGHT TO BE FREE FROM -,... '" ,.

c:; ::t¢">r"ss-o PHYSICAL RESTRAINTS - ... - ~H"....I '" '" 
U1 

t~, <"> '"13--::\ The resident has the: right to be free from any ·4~.; .> 
, physical restrain1S imposed for purposes of I '"- ';'')1""1 C< ;>-I-=-;.­
'I discipline or convenience, and not required to rr, ~ ~<~.

I 
 C ....,,-.-'
, treat the resk:lent's medical symptoms. 9 Cl"'_
~Or"'· 

&" "'-<I>I '" i ­i This REQUIREMENT is not met as evidenced 

, by: 
 I, 
I Based on observation, interview, and record 

i ,i review, the facility faiie<l to ensure a physical 
, restraint is only used to treat the resident's , 

, 
: medical symptoms for one of 10 sample 
I r._15 (10). Resident 10 had a right hand 
I mitten without a physiCIan's order, without an i 
i initial and an ongoing assessment to justify the ' 
need of the restraint, and withOut less restrictNe i !i measures attempted prior to the application of the : 


! rtght hand mitten. This deflcient practice has the ' 

I potential to result In the resident's decline in 

: functioning. 


lA80RATORY DIRECTOR'S OR PROVlDERlSUPPllER REPRESENTATIVE'S SIGNATORE TITLE 

ending wlt+l an asterisk {j denotes a deficiency which the irtstitutlon may be excused from correcting providing ills determined that 
ether safegutu'd$ pro $Uff\cIen( protectiOn to the P<ltients. (See instrucVooS} Except fur nursing hOmM, the findings sw.d ab<Ive are di$CIOMbie 90 days 
foJlowlng the date of sLIfVeY whether or not l,I. plan of correction is provided. FQI' oor5ir'lg homes. tlte above find!rtg$ aAC! plans of OOt'mCtion _ dlsClosab!e 14 
days foJowing the date these documents are made available to the l'acikty. If 4efiaencles af$ cited. an approved plan of eorrootlon i& fGquisl!e to continued 
program participation. 

-~~ -~.- -~.-~ ~ -~ ~-.- ~.~ ~.-' -~ ~-~~'-~'~-'-~--~-~'~-. ­
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F 221 : Continued From page 1 , F 221, , , F221 ,, 
-Charge nurse secured orders for handIFindings: 

, mittens together with transfer orders 
: On 7120/11, at 9 a.m., during the [omal tour, !

IResident 10 was observed lying in bed wearing a on 7/20/11, so as to prevent pulling of : 

right hand mitten. The resident was unable to i 

IIparticipate in an interview due to confusion. ' 

: A review of the medical record Indicated the 
rMkient was admitted to the facility on 9/30/10, 
and readmitted on 616111, with diagnoses that 
included bullous dermatoses (8 skin disorder), 

: dysphagia (difficult:; swallowing), and ' 
gastrostomy tube feeding. ' 
The admission Minimum Data Set (MOS - II, standardized assessment and care planning tool) 

, dated 6/1911'. indicated the resident was ! 

moderately impaired in cognitive skills for daily 
dedskln making, was rarefy/never abJe to make iI 

i himself understood, did not walk, and was totally , 
dependent on staff for actMties of dally Hving i 
(AfDLs). ' 
The cUnical record had no physician's order for ; 
the use of the hand mitten and no interdisciplinary I 
team assessment to justify the need of the 
Irestraint. 

i According to the undated facility's poliCy and ! 
: procedure titled "Restraint Devices, Physical," for I 
; all restraint devices include assessing the
!resident's need for restraint devfceo use, obtaining , 
; informed consent, and obtaining physician's order, 

GT while In transit to hosp. Although 

resident came in the facility with 

hand mitten, resident did not use hal'Kl ' 

mitten until transfer back to hasp. 

lnservice to all charge nurses by DON 

On 7/25/11 te: securing MD orders 

for any therapeutic device after just1 

fic:ation of necessity, 1 
-DON to identify all other residents wit 

therapeutic devices like hand mittens 

during admission, quarterly, annually 

and change of condition assessments _ , 

-DON to monitor all identified residen~ 

to have MD orders and justification fO:.J 

therapeutic devices during daily rounds. 


and daily chart review, 


-!mmediate corrective action for any

! for restmlnt device, 

findings bv evaluating justification, offer 
I; On 7/22111, at 10 a.m., during an inteMew and 

ing least restrictive measures first, the~: after reviewing the medical record, the director of ' 
: nursing (OON) acknowledged the lack of 
physiCian's order for the use of the restraint and 19>1/~hl 

Event 10: OMXV11 Faalily 10: CA~77 
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I · F 221 i Continued From page 2 F221' F221 cont 

the lack of assessment. The DON explained the 
 . 
 obtaining physician orders for hand mitten was applied to prevent the re$jdent 

from scratching himself and from pulling out the 
 therapeutic device. ,i ,!feeding tube, The DON stated the resident was 

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

! re..adm!tted back to the facility, , 
 nurses QA and evaluated for 


F 226 483.13(0) DEVELOpnMPLMENT F226 

effectiveness In quarterly QA,ss=e ABUSEINEGlECT, ETC POLICIES 

, The facility must develop and implement written 

: polides and pr<x::edures that prohibit

i mistreatment negtect. and abuse of residents 

and misappropriation of resident property. 

ThiS REQUIREMENT is not met as evidenced ,
'by: 
, Based on intervIew and record review, the facflity 

failed to implement policies and procedures to 

i 
, 


,prevent abuse by not screening pater'l)ial 

employees for history of abuse. The criminal 
 I 

; background was not checked during the hiring , 

process for five or five employee personnel files I i,
,reviewed. , 

, Fjndings: i , · · , , , 

, On 7121/11, and 7122111, a review of the files of 


I ,i five recently hired employees, conducted with , 
, ,, Ii licensed vocational nurse 1 (LVI>! 1), who was ,, 


; also the business office manager, revealed the 

: following Information: 


, 
, I , , 
, - For Employee 1, a LVN hired on 6122/11, 1I10r. 
; was no evidence of a criminal backgfound check 
: In the employee file. When asked for 
: documentation that a background check had 
: been done, LVN 1 obtained information online 

FORM CMS.2567(02-99) Prtl'iiouS Versions Obsolet.t Fadllty 10: CA940000077 
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F 226 i Continued From page 3 
; from the Board of Vocational NutSing dated I 
17122111, and stated it was the first time he had 
, requested infonnatlon on the employee. 

1- For emplOyee 2, a certified nursing assistant 
, (CNA) hired on 3110111, there was no evidence a
Icrimina! background check had been completed ' 
prior to, or during the hiring process. When asked 

: for documentation of. background check. LVN 1 
; obtained online information: from the California 
, Department of Public Health Licensing and 
CertlftcetiOn Verification dated 7121 f11 , : 

: - For Employee 3, a CNA hired on 9f7110. there 
I was no evidence a crimina! baCkground check I 
had been comp4eted prior to or during the hiring 
process. When asked for documentation, L VN 1 , 
obtained online Information from the California 

" Department of Public Health Licensing and I
Certification Verification dated 7/21/11. 

I, ,
- For Employee 4, a housekeeper hired on 

:1216/10, there was no evidence a criminal :
background check was conducted prior to or 
during the hiring process. On the Application for , 

,Employment form, the queslion of whether the , , 
~ employee had ever been convicted by a court of iii 
; felony or crime other than a minor traffIC violation, 
was left blank. lVN 1 obtained information from 
a background screening service agency dated , 
7J21f11 , and verified that was the first tima he I, ,; had obtained the information. 

Ii-For Employee 5, a dietary worker hired on , , 
6114J10, there was no evidence a criminal 

, ; background check had been completed prior to, 
I or during the hiring process, no persona! 
: references were obtained. Documentation of a 

,F 226! F226 	 ,, ,
I -Criminal background check, including J 

verification of licenses and certification 

with DHS on all employe~ files reviewe1 
, ,and completed by DSD on 7/29/11. 


Inservice by DON to DSDon 7/22/11 re I 

completing of Federal and State require; 
,, 

ments in hiring process for prevention 


I 	 of abuse of residents.
I 	 , 

-DSD to develop a logging form to ident: 


fy all employees new and old. due datei 
i 
! for criminal background and updating 

all credential in a timely manner. : 

·DSD to monitor identIfied staff for due~ 
I criminal background check by reviewin 
,i 	 new employee file for completeness . 

: 	 before start of employment. 

-Immediate corrective action by OSD 
, 

I completing all criminal background and , 

credential updates upon ~kly review 
I, 	 ,, 	 of employee log. 

·AII findings to be addressed in quarter Ii 
Iy QA for evaluation of effectiveness. ,

I, 	 I , 	 , 

€:/~fl 
Event !D:OMXVl1 Facilltv 10: GAtI4OOCIOO'TT It cootinuaUon shMt Page 4 Of 27 
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F 241 

SS=D 


Continued From page 4 

background check was dated 7122111. 


The facility's undated policy and procedure titled 
"Personnel Records," indicated personnel 
records must be kept current and complete to This page intentionally 

, comply with Tille 19. Title 22, and with Abuse and ; 
left blankprevention regulations. The policy further 


Sbpulated that screening of employees for 

IJcensed and certified employees can be done 

through !he Department of Health Services 


'I 	 website, and for non-licensed or non-certified 
employees will be done through references and 
recommendatiOns. 

'\' 	 On 7122111, at 1:10 p,m., duling an Interview with ! 
l VN 1, he stated he was the staff member" : 
responsible for obtaining criminal background : 

! checks mstead of the director of staff 
! development (DSD) because he had computer
Iaccess. He further indICated that criminal 
. background checks should be done WWiin two 
I weeks of hire, but he was very busy with running 
: the business office and was unable to conduct 
! the checks. 
, 

ion 1122111, at 4:35 p.m. during the exit \ 
~ conference, the admlnistraror stated the OSD had 
Irepeatedly asked LVN 1 for the background ' 
~ checks, but he had not given the 050 the 
i Information. 
'I' 483,10(2) DIGNITY AND RESPECT OF F241 

INDIVIDUALITY 


, 
The faciNty must promote care for residents in a 

manner end In an environment that maintaIns or 

enhances each resident's dignity and respect In 


\, fult recognition of his or her Individuality. 

I 
FORM CMS-25t7(02-iK1j Pnmt:rus lfel1!!on$ Obsolete 	 f'aeilw 10: CA940000en If continuation Sheet Page 5 of 'Zl 
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F241 Contlnued From page 5 F 2411 ,
F241 

IThj$ REQUIREMENT Is. not met as evidenced 
I ~RNA immediately inserviced by DON II 

·,by' on 7/20/11 re: addreSSIng resident in a : · . 	 I! Based on observation, interview, and record · manner to promote dignity and 

, residents tn a manner that maintained or 

: review, the facllity failed to promote care for 

I respect.enhanced each resident's dignity and respect for 
one of 10 sample resident (8), Restorative ~OON to identify all staff for same 
nursing assistant 1 (RNA 1) spoke roughly and I 

I deficient practice by observing staff's , acted in an Impatient manner with Resident B 

during dining, This defiCient practice had the , 
 manner of addressing residents during 
potential to result in the resident feeling ,, 
disrespected and embarrassed, patient care dally. 

II -SSD to Identify any staff with concerns: !• Findings: 
I 	 · of dignity and respect through 

'On 7J20111, at 12:2() p.m" during a lunch meal I 

observation, 10 residents and RNA 1 were in the grievance session in resident
· dining room. Resident 8 was observed pf(:king up · · council meeting every month. a small dish of ice cream and attempting to place · · 
a spoon in the bowl, but the diSh was covered ·DON to monitor identified staffs fur 
with plastic wrap. RNA 1 approached the · ,: residen~ then grabbed the bowt out of the · , addressing all residents with respect ,

, resident's hand, loudly stating, "No". The RNA and dignity during daily rounds i then proceeded to feed the resident ~r lunch jn a . 

hurried and impatient manner While standing next 
 -Immediate corrective action by 
to the resident. When the resident attempted to 

one on one inservlce and issuance ofpick up a fork, RNA 1 again stated, "No" loudly, 
and grabbed the foti< from the ra.idonf. hand•. warning.
Additionally, while the resident was still chewing, : ., RNA 1 fed the resident another spoonful of food. • -All results of corrective action to be , 

•: At one point, RNA 1 was feeding the resident 	
• 

· Addressed in monthly nurses QA and
•chopped salad In such a hurry. pieces of salad I · 

; were observed faUlng into the resident's lap. 
 Evaluated in quarterly OA. 

· 	 ,i	Approximately five minutes after starting to feed I , · 
the resident, RNA 1 obtained a chair but did not · · 

· 

sit down. After a total of 10 minutes, RNA 1 sat in : , 
the chair and continued to feed the resident. PiIJ./I'i 

EVM1: ID:OMXV11 If continuation sheet Page 6 of Z'1 
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1F 2411 Continued From page 6 F241 
; The resident was unable to participate in an 

I interview due to confusion and inability to 

Icommunicate her needs. 


This page intentionally 

~ resident was admitted to the facility on 619100. 

: A review of the clinical record reveaJed the 

Left blank 
'I with diagnoses which included failure to thrive, 

Alzheimer's Disease, and dementia. ' 

The Minimum Data Set (MOS - standardized 


: assessment and care planning tool} dated 
:	6122111, indicated 1tJe resident was severely 

cognitive!,. impaired, was incontinent of bowel 

and bladder, and required extensive assistance ' 

with all activities of daily living (ADls) including I' 


, eating. 

A physician's order dated 513/11, indICated RNA 

feeding program for breakfast and lunch five 

times a week. ' 

The resident's ordered diet was mechanical soft 
 I', 

: diet with finely chopped meats and vegetables. 

On 7120111, at 1:45 p.m., during an interview, 

, RNA 1 stated she was not aware she had been 
 i, gruff and Impatient with the resident. RNA 1 also 

stated she shoold be seated at eye level when 

feeding a resident in order to put the resident at I 

ease. ' 


F 250 4S3.15{g)(I) PROVISION OF MEDICALLY F 250 

SS'E IRELATED SOCIAL SERVICE 


1 

, The facility must provide med1cally....-elated social ! 

: services to attain or maintain the highest 

: practicable physical, mental, and psychosocial 

Iwell-being of each resident 


•This REQUIREMENT is not met as evidenced 

Even1ID:OMXVH Fae~ilY to: CA940000071 
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F 250 IContinued From page 7 
by: 
Based on observation, Interview, and record 
review, the facility failed to provide 

; medically..related social services to meet the 
, reskient's needs of independence, socialization, 
and comfort for 1 of 10 sample residents (7), i 
Resident 7, who was quadriplegic (paralyzed from ~ 

: the neck down). did not get assistance from the ' 
social services staff to have a broken electric 
wheelchair repaired, The resident could not wheet i 
herself around the facility. This deficient practice I 

; resulted in the resident experiencing feelings of I 

I
frustration, increased time spent in bed, and lack 
of independence in locomotion. ! 

, 
; Fll1dings: I 

!On 7122111, at 10:50 a.m., during an interview, i 
! ReSkient 7 stated she felt frustrated because the 
; electric wheelchair she owned was broken for I 
lover. year and nobody helped her with having it ' 

i 
F 250: 

I 
F2S0 

-Faxed letter to the facility from ATG 

Rehab Co on 6/12/11 stating" approval 

for repajrs and/or modification to 

patient owned equipment is only for 

patients who get out of the facility into 

the community", An activity log show 

jng that the resident regularly goes out 

into the community was needed to 

justify necessJty of the electric: wheel 

chair, SSD & DON spoke with daughter,; 

Katie, & stated in the prevIous place, I 
the resident visited a family member : 

the facility, but even then, the resident I 
; repaired. The resident, who was sitting in regular 
I wheelchair, stated she was unable to move her I 
; arms to propei the wheelchair and needed her 
Iefectlic wheelchair. The resident stated she was ' 
; saddened she no longer whee! herself around her' 
I room and the facility, The resident added the I 
: wheelchair she was using was uncomfortable and 
I she could only tolerate an hour or two siWng in ; 
• the wheelchair and had to go back to bed, I 

would get stuck In the middle of the ! 

street and run over people's toes since 

resident's motor functions is progres 

slvely deteriorating due to MS. , 
-SSD documented results of assistance : 

'I! According to a clinical record review, the resident 
, was admitted to the facility on 2123110, with 
: diagnoses which induded history of multiple 
,! sclerosis with quadriplegia, depresSIve disorder, 

given for repair of electric we to 

resideoton 7/25/11. 

Iand diabetes. 
,, 
The quarterly Minimum Data Set (MOS· 

I 
Fadlity 10 CAl)4OOOOO11Event 10: OMXVH If continuation Sheet ~of 21 
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F250 Continued From page 8 F250i f250 
standardized assessment and care planning toot) I 

cent' dated 5/27/11, indicated the resident was alert, .Ioriented, able to make her needs known, and was Inservi,e by Social Service Consukant J 
totally dependent on staff for all activities of daify ; 
fiving {ADls}. The resklent had a suprapubiC toSSO on 7/25/11 on proper and time! I I 

.' urinary catheter {tube inserted into the bladder 
documentation of all assistance Inthrough the abdomen in order to drain the unne) 


due to neurogenic bladder. medical~related social service provided

I to any resident. , On 7122)11, at 11;5Q a.m .. during an Interview, I 


the social service designee (DSS)!actfvity director : 

stated the resident was admitted from another 


;
skilled nursing facility and brought an electric I i 

' wheelchair with her. However, the wheelchair was 

not functioning upon the resk:lent's admission. , 

The SSD further indJcated the maintenance 
 I

. director tried but was unable to fix the wheelchair. I 	 I 
.
. The SSD then stated she was unaware of the ' , 
,current status of the residerlt's wheelchair, , 


The SSD was unable to provide documentation I 

;, the resident was assisted in making I,arrangements for Obtaining repair of the , 
,wheelChair since the facifity's maintenance staff ,, 
. , was unable to repair the Wheelchafr. 

Ion 7122/11, at 12:05 p.m" during an interview, : I 

: the maintenance director stated a technician from i 


I! the wheek;hair manufacturer visited the facility , , 

; approximately two to three months ago and 
 i, II	informed him the wheelchair requi...a a part 

which was not approved by Medicare. The 
 II maintenance director did not hear back from the I, . 

; wheelchair company since the technician's visit. I,I 
: On 7122111, at 12:15 p.m., during an interview, I,· i the director of nursing (DON) stated the 
: wheelchair technician had informed her the 
Ibattery was unable to hold a charge, and the 

FadJrty 10: CA940000077 If continuation sheet pa;;;,;rE 



PRINTEO: 0810312011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE. & MEDICAID SERVICES OMS NO. 0938-0391 

STATEMENT OF DEFICIENCIES 
ANtI PLAN OF CORRE:CTION 

(X11 PROVIDERlSUPPL1ERICL1A 
IOENTIFtCATION NUMBER 

(X2) MUlTlPLE CONSTRUCTION 

A. BUILDING 

(X3) DATE SURVEY 
COMPLETED 

555787 B.WING 
07/2212011 

NAME Of PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE 

DOCTORS CONVALESCENT HOSPITAL 
1926 S PAINTER AVE 

WHITTIER, CA 90602 

(X4) 10 i SUMMARY STATEMEtff OF OEFlClENCIES .0 PROVIOER'S PlAN Of CORRECTION 
PREFIX i {EACH OEFlCIENC¥ MUST 8E PRECEOED BY FUll PREfiX , (EACH ~RECTf\IE ACTION SHOULO BE 

fAG i REGULATORY OR LSC ID£.NTIFYlNG INfORMATION) TAG : CROSS,REFERENCEO TO THE APPROf'R4ATE 
: DEFICIENCy)· · · 

F 250 Continued From page 9 F 2501 
company needed approval from Medicare for the 
repair. The DON was unable to provide I 

: documentation regarding the technician visit, the : 
: evaluation of the wheelchair, and the status of the : 
: approval request ' 
: There was no documentation that the facility was 
: finding options to meet the residenfs need to go 
: around the facility independently. Thete was no 
evidence that additional information was provided : 
to Medicate for an approval. . 

On 7122111, at 4:30 p,m. during the exit 
conference, the administrator stated the facUfty 
could not afford to repair the resident's electric­
wheelchair, and that the resident did not need 
one. The administrator also stated there was not 

, a physician's order for 3n electric wheelchair, 
F 253 •483.15(h)(2) HOUSEKEEPING & F253 
86-6. MAINTENANCE SERVICES 

, The facility must provide hOusekeeping and 
, maintenance services necessary to maintain a 
sanitary, orderty, and comfortable interior. 

This REQUIREMENT is not I"r'!et as evidenced 
by. 
Based on observation and interview, the facility 

failed to provide housekeeping and maintenance 
services necessary to maintain a sanitary, 
orderly, and comfortable interior. There was a 
broken hot water pedal undame.ath tho hand 
wash sink in Room 21. A dangling lightfixtore 
was observed in Room 11. A "No Smoking" sign 
was miSsing outside the oxygen storage room 
door. 

Findings: 

F253 

-Dangling light fixture in room lll1xed 

On 7/21/11 

Placed no smoking sign on door of 02 


room on 7/20/11. 


Broken hot water pedal faucet in room : 


1 fixed on 8/4/11. 


-All stalf inserviced by DON on 7/25/11. 


re: timely reporting of any equipment : 

,, 

or fixture that needs repair by ! 

maintenance supervisor will be enteredl 

into the maintenance log book and 

scheduled for repairs. 

Maintenance supervisor to Identify any 

equipment and fixture that needs repair 

during mO'rning rounds, 

·ADM to' monitor maintenance IO'g boo~ 

daily for repairs to are perfO'rmed at a 

reasonable time frame, 

-Immediate corrective action by sehe 

duling any needed repairs with MS. 

·A!i results of findings and corrective 

action to be addressed In monthly dept 

FORM CM$.2567(02-99} Previous Version. 0bII01e1e EYef1t 10: OtdXVll Facility 10: CA940000077 If contirwatloo sheet Page 10 of 'fl 

JAfl 



PRINTED: 0IlJ()3/2011
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBNO. 391 

$T A TEMENT OF DEFICIEt4ClfS (Xl) PROVIOERISUPPLIERlCllA (X2) MULTIfILE CONSTRUCTION !AND PlAN Of CORRECTION IDENTIFICATION NUMB€R: 
A BUILDING 

OWlNG555787 07122/2011 
W1ME OF PROVIDER OR SUPPLIER STREET ADDRESS. CfTY, STATE, ZIP CODE 

7926 5 PAINteR AVE
DOCTORS CONVALESCENT HOSPITAl. 

WHITTIER, CA 90602 

I SUMMARY STA.TEMENT OF DEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION 

PREFIX ' 

(X<4) 10 

(EACH DEt=lCIENCYMUST BE f'REceDEO BY fULL l'REFlX (fACH CORRECTIVE ACTION SHOUtD BE 
REGULATORY OR LSC IDENTIFYING INf{'lRMAT!o~ TAG CROSS-REFERENCEO TO THe APPROPRIATETAG i OEF1CIENCY) 

F 253: Continued From page 10 F 253 1 F253 

i , 
 Cont. On 7120111, .t2 p.rn.. and on 7121111, at 11 •.m., 

; during the general observation of the facility, in 
 head meeting and evaluated in quarter i 
I the presence of the malntenance supefYjsor. the 

: following was observed: 
 lyQA. 	 ' 

11. A broken hot water faucet pedal underneath I I,: the hand wash sink in the bathroom located in -All results of findings and correctivE! 
Room 21. 

action to be addressed in monthly dept.ii At tile time of the observation, the maintenance 
,, superviSOf'stated he was not aware of the broken . head meeting and evaluated in quarter I'

i pedal. . 

I2. Room 11 had a dangling light fixture above the i 
 IyQA. 

i head board of 1M residentin Bed D 
 i, 
: 3_ A "No Smoking" sign was not posted outside 
! the door Of oxygen storage room located near 

Room 28'I 	 In an interview, on 7121111, at 11:10 a.m., the i 

maintenance supervisor stated the "No Smoking" I 


i stgn was missing and would be replaced. 

F 329: 483.25(1) DRUG REGIMEN 1$ FREE FROM . F 329 

SS=D 
 UNNECESSARY DRUGS 	 ! 

Each resident's drug regimen must be free from 

unnecessary drugs. An unnecessary drug is any I' 


-drug when used in excessive dose (induding 

duplk:ate therapy); or for excessive duration; or 

without adequate monitoring; or wIthout adequate I 

indications for its use; or in the presence -of ' 

adverse consequences which indicate the dose 


; should be reduced or discontinued; or any 

combinations of the reasons above, . 


eased on a comprehensive assessment of a 
resident, the facility must ensure that residents 


) who have not used antipsyehotic drugs are not 

, given these drugs unless antipsychotic drug

Itherapy is necessary to treat a SpecifIC condition ! 


EV8flt ID:OMXV11 Facility 10: CA940000077 
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PREFIX 
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F 329 iContinued From page 11 

I 
F329 IF329 , 

: as diagnosed and documented in the clinical 
·Lab results for 12/10 & 2/11 refaxed b~: record; and residents who use antipsychotic , 

i drugs receive gradual dose reductions, and , laboratory on 7/22/11. I,,: behavioral interventions, unless clinically 

, contraindicated. in an effort to dIscontinue these 
 Inservice to all charge nurses by DON 
: drugs. , 0117/25/11 re: proper lab ptocedure , ,, 

from requisition, documentation of 
, I , 

, , collection of specimen, to relaying ofI, , I, ,, 
results to MD within 24 hour time IThis REQUIREMENT IS not met as evidenced : 

by: . frame. 

: Based on interview and record review, the facility 
 ,

Laboratory company set-up to receive, failed to monitor drug levels as ordered for one 

i randomly selected resident (12). For Resident 12, 
 ,, results of lab work on Hne for easier & 
I the blood levels of Tegretol (antl ...,zure , I 

medication) was not done monthly as ordered by 
 faster access, ,the physician, This deficient practice had the , -Charge nur5e to identify all residentsIpotential to result in unidentified abnormal blood 

: levels of the medication and lack of prompt I, due for lab work for the day on a dalty ,,
, Interventions. 
, basiS. All Identified residents will be , , , 
; Findings: entered in laboratory log book docu 

,,On 7/22/11, a clinicat record review revealed mented as blood drawn or refused. 
Resident 12 was readmitted to the facility on 

charge nurse to mark all results , 1211/10, with diagnoses thatincluded hiStory of I , , 
: grand mal seizures and history of stroke wfth received with a check and relay results ,
hemiplegia (weakness on one side of the body). ,I, ,A physician's order dated 1211f10, indicated to MD. ,iTegretollevel <Ner'f month. , ~Medical Records to monitor that all The current physician's order for T egretol was ,, ,,: dated 12/30/10, an indie.ted to give Tegretol500 , results marked with a check are relaye

I, milligrams (mg) oralty every morning, , 

to MO and filed in chart.
A review of the laboratory tests revealed no , 


Tegretol blood level results for the months of I,
, quarterly QA for evaluation. , 1212010, and 212011, , I I/~I 
FORM CMS-2567(ONIQ) Pmvioos ~ OOsolete €ventIO:OMXV11 FacilIty KJ. CA940000077 if continuation sheet P.a~27 
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F 329 Continued From page 12 I F 3291 F329 
, 

; On 7/22111, at 10 a,m., during tnterview and after, , ­
reviewing the cUnlcal record review, the director o.f: ~lmrnediate corrective action bV
nursing (DON) stated she could not find the 
laboratory test results for the months of 1212010, Medical records designee byI ,, ,! and 212011, and could not explain the lack of 1 following up any results w/o a check monthly monitoring of the Tegretollevel as 
ordered by the physician. mark with laboratory company by 

F332 483.2S(mX1) FREE OF MEDICATiON ERROR F 3321 afternoon. 
SS=O. RATES OF 5% OR MORE ,I 

--All findings to be dis<usseO in monthll 
The facility must ensure that it is free of I , nurse OA and addressed in
medicatiOn error rates of five percent Of grMter. I 

quarterly QA for evaluation of,I , , 
, effectiveness 
I ,

This REQUIREMENT is not met as evidenced I
by, . 

,
i Based on observation, interview, and record : ,, ,Ireview, the facility failed to ensure (twas fret!' of ' 
medication error rate of five percent or greater, as i , 

, evidenced by the identification of three ~ , 
; medication errors, out of 42 opportunities for ,, , 

,Ierror, to yield a cumulative medication error rate ,
of 7.1 for one of 10 sample residents (4) and one 

I randomly selected ....ident (11). i I,I ,,I For Resident 11, Procell (protein supplement) ,iand a multivitamin were not administered as I,, i 
I,ordewt For Resident 4 an incorrect number of 

, e~ drops was administered. This deficient , 
,, 

, prescribed medications as ordered by the , , 
! practice resulted in the residents not receiving I , 

, 1, i physician. , , , I 
i Findings:
I , 
, 1, On 7122111, at 7:30 a,m" during the morning 
i medication pass observation, Medication Nurse 2 ' 

Evwrt to: or.iXV11 Facility In: CA940000077 
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F 332 i Continued From page 13 F 332' , F332 1,2 i 
I administered Resident 11'5 morning medications. , 

-MD notified of missed medication for iAltha end oflhe medication pass, .19:30 a,m" I

Iduring reconCl1iation of the medication I 
 Resldent 11, with orders to still adminls: 
: administered with the physician's orders,'it was 

ter Procell 2 scoops and give 
'I were not administered to the resident ­
j noted that two medications ordered on 5/19110, I 

Multivitamins on 7/22/11. 
~ Procell two scoops three times daily, mix with ' 

120 cubic centimeters (cc) of juicefwater with 
 MD notified of medication error for 

: medpass Resident 4, monitor for untoward ,
: - MuttMtamlns one tabfet orally daily. 

effects with 72 hours. Medication erro~1 
According to the medicatiOn administration record i incident report completed for both. 
(MAR), the two medications were scheduled to be I 

: given at 8 a.m. report completed on 7/22/11. ' 

Inservfce to all charge nurses by DONI ' 
On 7122111, at 9;30 a.m. during an Interview, 
Medication Nurse 2 stated she had overlooked ' Pharmacy Consultant on 7/25/11 re: 

the Procell and the multivitamin orders written in 
 I', proper medication administration, ,

'IheMAR 
Including infection control measures. 1 

The ~ity's undated policy and procedure on -DON to identify licensed staffwitn
Medication Administration, indicated medications 

were to be administered within eo mjnut~ of the Medication errors includIng observa­
,I 

. scheduled time (1 hour before and 1 hOOf after), 
tion of infection control measures by ,, and routine medications were to be administered 

Iaccoo:fing to the established medication , periodic observation of med pass
administration schedule for the facility. 


during nON's daily rounds., at different 


, shifts. 
2, On7121!11,at8:15a.m.,duringamedication ! 

, pass obsetvation, Medication Nurse 1 pulled Pharmacy tonsultant to identify 
: Resident 4's right lower eyelid down with a finger licensed staff with mediation error 
:1 and placed three drops of Timoloi 0.5%. ! 


during monthly drug regimen review 

A review of the medical fecord indicated Resident i 


and med pass review.I 4 was admitted to the facility on 6/4102, and : 

: readmitted on 7115/06, with diagnoses that 
iincluded glaucoma (eye disorder marked by I i f€/,*, 


Even1ID. OMXVi1 FacHlty 10. CA940000017 
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F 332! Continued From page 14 
: unusually high pressure within the eyeball), 
: hypertension, and osteoporosIs. 
: A physician's order dated 7/2/08, indicated to 
, administer Timolol 0,5%, (opir:.halmic solution to. I 

: reduce the intraocular pressure within the eyeball} i 
, one drop on both eyes twice a day for g!aucoma 

On 7121/11, at 8:20 a,m,. during an interview, 
Medication Nurse 1 stated the ophthalmic 
medication was for glaucoma and he should have! 
placed only one drop of the medication into the i 
resident's right eye, 

F 371 483.35{i) FOOD PROCURE, 
SS=E' STORE/PREPARE/SERVE· SANITARY 

: The facility must - I 
: (1) Procure food from sources approved or i 
: considered satisfactory by Federal, State or IOCEl1 
: authorities; and 
I (2) Store, prepare, distribute and serve food 
under sanitary cOnditions 

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

review, the facility failed to store, prepare, and 
distribute food under sanitary conditions Food 
items in the refrigerator and freezer were 
preparedlopaned and no! labeled to identify 
content and date. A dietary worker did not wash 
hands before opening food containers. The ,

: dishwasher machine chemical sanitation did not I 
: meet the manufacture's reqUirement The food in 
, the tray line did not hold safe temperatures. This 

PROVIDER'S PLAN OF CORRECTION
10 I r ~" (EACH CORRECTIVE ACTION SHOULD BE I COt,lP\.ETJONPREFIX 

: DATECROSS-REFERENCED TO THE APPROPRIATETAG ,,DEFICIENCy) 

F 332 F332 cont 

1,2 

-DON to monjtor identified license staff 

and all other license staff on proper 

Medication administration including 

observation of infectIon control 

measures: during dally med pass at 

random shifts. 


Pharmacy consultant to monitor

F 371 

Licensed staff for medlcation error 

during med pass review monthly. 

-Immediate corrective action by DONI 
Pharmacy Consultant on any 

findings by notification of physician 

of medication error', monitoring of 

patient for untoward effects of 

medication error, comple1ing an 

incident report for medication error 

and further inservices. 

-All findings to be addressed in monthly 

nurses OA log and evaluated In 

Quarterly QA for effectiveness, 
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, 

F371 
I deficient practice may result in preventable , ,

1.! foodbome Illness. : , 
-6 glasses of Juice labeled with date 

Findings: ,, opened and type of Juice on 7/20/11, 

1, On 7120111, at 8:10 a,m., during the initial , Nine glasses of milk identified to be ,,!kitchen inspection, with the presence of Dietary ,
non-fat with date- prepared on 7/20/11., AIde 1, the following was observed: . 
Two &''''.' m.,k.d with X Id.ntifl.,,, 1, :1a. The reach·'n refrigerator contained six 
regular milk and marked with date prepare glasses of juice that were not labeled to Indicate 

the type of juice and the date of preparatiOn. i on 7/20/11. ,There were nine glasses with milk that were not I Gallon of barbecue sauce dated with ,. identified .010 whe!her they were regular, nonfat, , ,, , ,or lowfat There were two other glasses that were ! date ope-ned on7/20/11. 
marked wHtI an "X", which Dietary Aide 1 

, : lb
identified as regular milk, A gatlon contaIner of , , 

bamecue sauce was opened and undated. Three dishes of ice cream in freezer 


I dated with date prepared on 7/l0/11.
1b, The reach-in freezer had three dishes of ice I 

cream that had no date when they were prepared, la,b.c,d,2,3 ,, . ,: , 

lnse:rvke by Registered Dietary Consultant'At the time of the observation, Dietary Aide 1 . to all dietary staff on 7/20/11 re: stated each item in the refrigerator and freezer I, : , 

Ishould be labeled with the contents and open handwashing and usage of gloves as a 
< date in order to prevent contamination. meQ$ure of Infection Control, before 

i handling any dean food, condiments. and : 
kitchen items. Maintaining $anltary 

i ic. Dietary Aide 1 was observed sweeping the , 

dried food storage room, then proceeded to open : 

three small bins containing packets of salt, , 
 conditions in stOt'age, preparation and , 
pepper, sugar and artificial sweeteners, three i ,,! dried food bins which contained flour, rice, and , I,: sugar, wHtIout first washing her hands. 

:IDuring • concurrent Interview, Dietary Aide 1 I, , ,: ,,
stated she should have washed her hands : 

immediately after using the broom to prevent 


: contamination. 
 <2;'01/1
: i 
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I 
 iserving of food as reql,lired by Federal and ' 
, The facility's undated policy and procedure on State la~, including maintaining proper I!Safety and Sanitation: Handwashing, stipulated ' 

temperature of food and proper range of; hands will be washed after handling or removing ,I 

I trash. 
 chlorine test re$Uits:, 

to lru:loo>? date opened and date prepared fur :
!1d. The low-temperature dishwasher chlorine test :1 every item In refrigerator and freeu!(.
; strip {testing method to ensure adequate final 

Sanitary preparation of food to include! rinse chemical sanitation} had a reading of 10 i
Iparts per million (ppm) of chlorine on two wearing of gloves during food preparation.: 
, separate cyCles. ld ! 
; Dietary AIde 1 stated the strip should read Authochlor Jmmedlately notified for 5ervi(:~
I between 5()'100 ppm, and that it usually t_ to 

after initial reading of chlo(jne test strip ,i run the dishwasher three times before the 
!chlorine test strip indicated 50 - 100 ppm, 1 read 10ppm. lunch served on disposable ! 

utensfls and paper plate$. Dishwasher up 
! At 10:15 8,m., during an interview, the registered iand running with chlorine test reading ,
,d_n (RO) stated tne dishwasher had to be run' 

75 ppm within 30 mins. Authochlor (eport \ ! two to three times in order to obtain a chlorine 
; reading that was between 50 -100 ppm. submitted to surveyors, indicating repair of: 
I chlorine priming pump done. ! 

: At 10:40 a.m. during an interview with a Inservice by Registered Dietary consultant ; ,: dishwasher technician, he indicated the chlorine 
to all dietary staff on 7/10/11 re; procedure: , strip should read 50 -100 ppm after the first run. 
to notify Auto Chler for chlorine test not iI The techniCian further indicated the chlorine 


: priming pump needed to be repaired. 
 within range of 50ppm·l00ppm, Dl$posab!~ 
i I, The undated faclllty's policy titled "Oishwashing , 

i Machine With Sanitizing Agent," stipulated the i 
, 
: sanitizer must be dispersed at the rate of no less I'
I than 50 ppm and no higher than 100 ppm. This 
: must be monitored on a daily basis. I 

I 
: 2. On 7120111, at2 p.m. and at 2:15 p,m., Dietary 
IAide 2 was observed slicing potatoes without 
: glOves then placing the slices in a bowl of water, 'I' 

i occasionally stirring tile potato slices with her 
, hand, 
I 
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,At2;15 p.rtt, she was observed slicing oranges i paper plates and utensils to be used in thewithout wearing gloves. At the time of the , , event chlorine test results fal! out of range.Iobservation, an interview with Dietary Aide 2 , 
revealed she was aware she should be wearing Daify testing of chlorine levels on first cycle 
gloves in order to prevent food contamination. to be maintained In 5Q-.100 ppm range.i 

,
The faclli1y's undated policy on Safety and , I 3. J 
Sanitation: Glove Use, stiPUlated gloves must be Chiden fned steak, pureed spinacn, puree 

, worn when direct: skin contact with food OCCtlrs. , I chicken fried steak reheated to acceptable 
, 
I , temperature of 140 F, Glass of whole milk 3, On 1122111, at 11:55 a.m., during observation I , ,· of the lunch tray Une, in the presence of the discarded and prepared another glass from,

Idietary service supervisor (DSS), the folloWing , I refrigerator with temp of 36 FI 

food temperatures were obtained: 	 I 
, 
I ~Ojetary supervisor to identffy deficient 
I I,• -Chicl<en fried S1eak: 110 degrees Fahrenheit (F) practice of kitchen staff in maintaining 

, -Pureed spinach: 120 degrees F i ! sanitary conditions during storage, 
!-Pureed chicken fried steak: 120 degrees F , 

preparation and distribution of food. 
I 	

I ,, 
; -Glass of whole milk: 45 degrees F 	 I, 

including maintaining chlorine test levels 
: During an interview with the DSS at 1 p.m., she I .and maintaining hot foods hot and cold Istated that due to the small Size of the facility, the: 

i 
food cold, during dally work schedule. 

, kitchen was not equipped with a steam table to I I 	 I 
I Steam pans to be used during tray line and!,: maintain food temperature between 140 to 160 
,; degrees F. The DSS stated the kitchen staff I cold liquids to be pulled out of refrigerator i

Iattempts to maintain the hot food temperatures as las: item to maintain cold temp, . 
i by placing the food Items over a low flame on the I I 

I i-: stove. 
: , 

I ,: The facility's undated policy and procedure on I 

; Food Production ~ Food Temperatures, stipulated I I
! temperatures for hot products should be no less 

, 
than 140 degrees F, and cold products shall 

i reach temperatures no greater than 40 degrees 
i F. The policy also indicated that foods failing to 
· register these temperatures must be 
: reheated/chflJed unti! acceptable temperatures 
i are mclled. 
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F 425 • 483.eO(a),{b) PHARMACEUTICAL SVC • F 425 
8$=0 i ACCURATE PROCEDURES, RPH 

The facility must provide routine and emergency

Idrugs and biologicals to its residents, or obtain 

: them under an agreement described In 

: §483.75(h) of this part. The meiFIy may permIT 

unlicensed personnel to administer drugs If State , 
law permits, but only under the general I 
supervJsion of a licensed nurse. ' 

: A facUlty must provide pharmaceutical services I' 

: (including: procedures that assure the accurate , 
I acquiring. receiving, dispensing, and ; 
, administering of all drugs and biologicals) to meet i 
the needs of each resident. " 

IThe facility must employ or obtain the services of ' 
! a licensed pharmacist who provides consultation 

'I' on all aspects of the provision of pharmacy 

, services il1 the facility. 


This REQUIREMENT is not met as evidenced 

1by: 

, Based on observation, inteIView and record 

, review, the facility failed to ensure accurate 

dIspensing and administering of medications for 
for one randomly selected reSIdent (12). The 
medication nurse failed to sign off Resident 12'$ 
medica1Jons On the medication administration 
record (MAR) imlMdiately after administering 

them, as per facility policy, This deficient practice 


i may result in medication errors. 


Findings: 

PROVIDER'S PlA~ OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROss.REFERENCED TO THE APPROPRIATE 
DEFICIENCY: 

I ""J~N 
om 

F371 

Cant 

-OSS/ADM to monitor during daily work I;. 
schedule and tray llne observation, that 

all Federal and State requirements for , 
I

sanitary oondltians in storage, ! 

preparation and distribution of food be 

maintained. 


-Immediate corrective act10n by 

DS5jADM through continuous 

[nservices of any findings noted 

- All results of corrective action to be 

addressed in monthly department QA 

for further management and evaluated 

in quarterly QA. 
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F 425 •Continued From page 19 

! On 7122111, at 7:35 a.m., a morning medtcatioo 
: pass for Resident 12 was conducted with 
IMedication Nurse 2. After administering the 
, medications to the resident, Medication Nurse 2 
i returned to the medication cart, sanitized her 
hands, then proceeded to prepare medJcaOOns 

: for Resklent 11. 
, 

: At 9:30 s.m., the same morning, a review of the 
; MAR with Medication Nurse 2 revealed the 
! administration of the resident's medications was 
. not yet documented. After it was brought to her
Iattention, Medtcation Nurse 2 began initialing the 
I medications on the MAR. When asked why she I 
; did not sign the medications off immediately after 
! administering them to the resident, Medication iNurse 2 stated she had forgotten. ! 
, 
, The facmty'$ undated Medication Administration 
; POlicy, stipulated the purpose of the pOlicy was to 
I administer the ordered medications in a safe and
Iaccurate manner. The procedure Indicated 
individual who administers the medication dose 

: records the administration on the residenfs MAR 
; directiy after the medication is given. 

F 441 483.65 INFECTION CONTROL, PREVENT 
SS"'E SPREAD,LlNENS 

I: The facility must establish and maintain an 
lnfection Control Program designed to provide a i 
safe, sanitary and comfortable environment and 
to help prevent the development and transmission i 
of disease and infection, ' 

, (a) Infection ControJ Program i , 
The facility must establish an Infection Control 

, 
, ,: Program under which it - , 
, I(1) Investigates, controls, and prevents infections 

, 

F42S1 f425 
, i , -Charge nUr'$e initialed MAR on 7/22/U 

at 930 am for medication administered j 
to resident 12. , 

, I , -Inservice by DON to staff concern on , 

7/20/11 re: proper procedure for 

medication administration and i 
documentation. i, 
Inservice to all charge nurses by 

,IPharmacy Consultant on 7/25/11 re: , 
proper medication adminIstration to 

i ,, avoid medication errors, including , 
infection control measures. ,I , 
~DON to identify licensed staffwfth 

Medication errors indudlng observa- I , 

. 
tion of infectlon control measures by 

perlodic observation of mea pass 
i,, 
, 

during DON's daily rounds,. at different 
F 4411 

shIfts. 
, , , Pharmacy consultant to identify , 
, licensed staff with medication error 

during monthly drug regimen review I 
and med pass review.i, 

,, 
, 
, I!2/PiIf 
, 
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I, 
, 

F 441 IContinued From page 20 F 4411 F425 cont 

, In the facility; , I 

: (2} Deddes what procedures. such as IsoJatIon, I, i
I , ,
: should be applied to an individual resident and -DON to monitor all licensed staff for 

,i(3) Maintains a record of incidents and corrective I, 
timely documentation of medication, actions related to infections. 


, 
 administered during daily med pass at 
1(b) Preventing Spread of Infection I, random shifts. 
; (1) When thelnfecbon Control Program I,Idetermines that a resident needs isolation to Pharmacy consultant to monitor 
: prevent the spread of infection, the facility must I

licensed staff for documentation of 
I isolate the resident. I, i,

medication administration duting , (2) The facilily must prohiM employe •• with a
icommunicable disease or Infected skin lesions I monthly med pass review. 

,Ifrom direct contact with residents or their food, If 
-Immediate corrective action by; direct contact will transmit the disease. I 

! (3) The facility must require staff to wash their 
: handS after each direct resident contact for which ,
Ihand washing is indicated by accepted , 
; professional practice, 
I 
: (0) Linens
IPersonnel must handle, store, process and 
: transport linens so as to prevent the spread of 
i infection, I 
I, 
.' This REQUIREMENT is not met as eVIdenced I 

by: 
Based on Observation, intervlew, and record ; 

, review, the facility failed to provide a safe, 
: sanitary environment for two of 10 sample I 
residents. Medication Nurse 2 failed to wash or , 
sanitize her hands after coughrng into her hand 
prior to take Resident 9's blood pressure. 
Medication Nurse 1 failed to wear gloves during I 
administration of Resident 4'$ eye drops This , 1deficient practice had the potential to result in the, 

I DON/Pharmacy consultant by further 1 
, 

inservices upon findings. ; 
; 

~A!I findings to be addressed in monthl~ 
Inurses QA and evaluated in QA , 

quarterly for further management. 

I ,I 

i 

I I, 
, 

I 
, , , 

, 
I 
I, 

, 
i 1?h~1I 
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,F 441 i Continued From page 21 I, F 441: 	 ,F441 ,Ispread of infections. , 	 It 
i Findings; 	 ,~Inservit:e to all charge nurses by,, I, I, 	 , ,DON/Pharmacy consultant on 7/25{11 , 1. On 7!22J11, at 7:15 a.m., during observation of 

,,re: proper medication administration i the morning medication pass, as Medication 
; Nurse 2 was preparing to admimster medications ! ,iincluding infection control measures. 
: to Resident 9, she was observed coughing into 
: her hand_ Medication Nurse 2 then poured tulce 
i from a pitcher into a disposable cup, picked up a 
: blood pressure cuff, and obtained the residenfs 
, blood pressure. Medication Nurse 2 returned to
Ithe medication cart, then obtained hand sanitizer 
: from a dispenser located on the medication cart, 
rubbed her hands together twice, then wiped her 

i hands with a paper towel. 
,

IOn the same day, at 9:30 a.m., during an 
interview, Medication Nurse 2 stated she was 

, unaware she had ooughed into her hand. 
: MedicatiOn Nurse 2: also stated when using the 
hand sanitizer, she Should have rubbed her 
hands together several times, then allowed her 
hands to atr..ciry, prior to continuing with the 
medication pass" 

, The instructions on the bottle of the hand 
sanitizer indicated to place a thumbnail size 
amount in the palms and rub hands together 
briskly until 

i dry. 

, 


2. On 7121111, at 8:15 a,m., duling a medication ,, 	 ; pass Observation, MediCation Nurse 1 pulled 
: Resident 4's right lower eyelid down with a finger 

, : and placed three drops ofTimok>l O.!)O/(,I (an 
, : 

i 
Resident 9 observed for any cross , 
contamination due to charge nurse I, 

,, coughing times:3 days, none noted. I 
-OON to identify deficient practice I, 
during daily med pass on different shift.: 

, 	 ,
·DON to monitor daily during her I 

i rounds the deficient practice of charge! 

nurses coughing 1n hands during med 

pass I, 
-Immediate corrective action by DON, 
inservlces licensed staff to wash hands 

,, or sanitize hands before resuming med I 
pass.I , I 
~A11 results of c:orrective action to be, 

: 
,I, addrc:»ed in nurse monthly QA and , 

evaluated in quar.terly QA , 
,

i, i , 
, 
I,, 	 , , 

, 
i t>/tl/Iji 

I i 	 : 
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F 4411 Continued From page 22 	 F 441 i , F441cont i 

'I' ophthalmic medication for glaucoma), without 	 iI 2wearing gloves. , ·Inservice to all charge nurses. by DON/pMrma~ 

consultant on 1125/11 re: proper medbtinnAt 8:20 3.m", during an intervieW, Medication I ,i 

I, administratloo mcluding infection control Nurse 1 stated he does not wear gloves when I : 	 , 

:1administering medicated eye drops to the 	 I meaSU~$ in eye ',nstillation treatment!... ,,
'resident i ReSident 4 observed for atw cross wntaminatlo~ 

i during ~ drop Instillation. Accordlogto ,1A review of the medical record indicated Resident I 	 ,Encyclopedia Britannica (lOti} the mucous.I ,,4 was admitted to the facility on 614102, and I 	
, 

membrane liM (inside) many stru<ture5 in the i:readmitted on 7/15106, with diagnoses that 
body inti!.ldlng ey€'lids which primarily consist of;Iincluded glaucoma {an eye disorder marked by 	 ,
skin and mustle that acts as a prol:et:tMt 

I	
,,unusually high pressure within the eyeball) and I 	 ,i 

, epithelial eel! covering. ihypertension. , 
-Charge nurses will WE',U gloves if contact with 

I 	 I,According to the Centers for Disease Control , mucous membr,ln$ is imminent 


(CDC) infection prevention includes to wear , Charge nurses will continue to hand wash ~
I , 	 ,gloves when in contact with mucous membrane. I and after eye drop administr.rtion where no ,
I,Encyclopedia Britannica (2011) retrieved from I', (ontact with mucous membfill'le or~ve drainag, 

http://www.blitannica.comIEBcheckedJtopicl3958 
OC<:\lI'$. 	 ,187/mucous-membrane, noted that mucous 
..vON to Identify and monitor during her dally i,

'I membrane line many structures in the body. 	 I , rootlds at time of mN pass handwashing totincluding the eyelids, I 	 i 
eye drop instillation and !.lSi' of glO>1'es forF 458· 483,70(d)(t){ii) BEDROOMS MEASURE AT , F 458
 

SS=B ILEAST 80 sa FTIRESIDENT I ' ,i draining Cl'(lS and mucous membrane <ontact. I, 

-Imrrnldiate corrective a<tJon by DON by,

Bedrooms must measure at least eo square feet , in~l'Yking licen~d staff on Infection control 
,per resident In multiple resident bedrooms, and at : I policy In Cl'f instillation treatments. I,,
I, least 100 square feet in single resident rooms, I -Ail results Qf corrective action to be addressed ~ i, in nurse monthly QA and evaklated in quar.rer 

, ,IThis REQUIREMENT is not met as evidenced I OA 

by I 
; B~sed on observation and record review, the l I
IfacUity failed to provide at least 00 square feet per I i , 

, resident in muftiple resident bedrooms. I, 	 , 12/1/1/1/ 
, 

IFinding: 
I 	 I I 
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F 458 ! Continued From page 23 I, 
, Rooms 1, 2, 3, 4, 5, 6, 7, 8, 10,12, 13,14,15, 1 
i and 16 accommodate two residents, Rooms 2, 4, 
: 5,7, and 15 had each one resident and one ! 
, unoccupied bed. The space available tor the 

1 

' resident is sufficient to provide access and 
i freedom Of movement. , 

iROOMS SQUARE FEET 

i 1 146.52 
12 146.52 , 
3 143,88 

'4 143,88 

1i 5 149.16, 
' 6 141.21 
i7 147,84 , 

I8 133,32 
i 10 147,84, 

147,84112 

1 

, 13 147,84 
14 133,32 

, 15 147,84 
116 147,84 

IF 469, 483,70(hX4) MAINTAINS EFFECTIVE PEST 

88·0 ICONTROL PROGRAM ; 

The faCIlity must maintain an effective pest i 
, control program so that the facfUty is free of pests : 
and rodents, ,, 

,, , 
This REQUIREMENT is not met as evidenced i 
by: 

, 

Based on observation,interview, and record i 
review, the facility failed to ensure an effective 

i 
pest control program to maintain the facility free , , , , 

OMS ,0938·0391 
i (X2) MULTIPLE CONSTRUCTION (X3j DATE SURVE,( 

COMPLETED, 
I A, BUILDING 

Ig WING: 
07/2212011 

STREET ADDRESS, crw STATE, liP COOE 
79Z6 S PAINTER AVE 

WH.mER, CA 90602 

PR~FlX ! PROVIDER'S PlAN OF CORRECTION 
' "" (EACH CORRECTIVE ACTION SHOulD BE ! C0'4Pt.Enoo 

TAG CROSS·REFERENCED TO THE APPROPRIATE I .,'" 
I 

DEFICIENCY) , 

F 456 
1 

F458 

-Waiver was requested for rooms beloyJ 

the 80 square footage required per I 
resident On 7/22/11. 

-The present space avallable for i 

residents and their care is sufficient to ! 
provide comfortable access and i, , 
freedom of movement, I 
~ADM/DON to monitor that access and, 

freedom of movement for resident and i 

their care is maintained, I 
-Periodic evaluation to provide 

, 

I 
sufficlent access and freedom of 

movement will be addressed in 
, quarterly QA. 

F 469 
1 

I, 
I 

I 
, 

I , 

i 

i 

\!II~/¥, 

1 

, 
, 

I 
i 
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DEFICIENcy) 

. 

I , I, I 
F 469 ' Continued From page 24 ,

Iof pests. There were adult cockroaches and ! 
nymphs in the employee lounge room. This i 

, deficient practice had potential to spread germs in ' 
; the environment I 
IFindings: i 

: On 7120/11, at2 p.m., during the general IIobselVatiOn of the facility, in the presence of the 
maintenance supervisor and a charge nurse. live !, adult cockroaches and nymphs were observed in 

F4691 
i , 

i,, 
i , 

I,, 

i , 

I, 

F469 

I 
-!nservice to all staff by DON on 7/25/11 re:! 
continued reporting of any presence of pe~ 
and rodents by Informing Maintenance sup 
and documenting report on maintenance I 

logbook. 

Pest control treated em~oyee lounge with I 
gas spray inside crevices along base boards·i 

I: the employee lounge. The cockroaches and the
Inymphs were active and were cra'Ming on the 
: walls and floors 
i 

, 
I 

: A review of the facility's pest preventive service Ii report from the pest control company dated 
: 7/18111, indicated roaches were found in break 
i areas and three resident's rooms. 

I
, 

: In an interview, on 7120/11, at 2:30 p.m.• the 

, 
, 

I,, 

I, 

It was followed with boric acid powder and; 

meant to burn tentades of roaches. The I 
burning Is what makes them active 

i 
Although the surveyors indicated they saw: 
3 roaches in the lounge room this was 2 ! 
days after the pest control, and no roaches; 
has been seen since that time. I 

Pest control in place every mooth with 
.,, 

: maintenance sUpeM$Or stated the facility had a 

Ii pest control service but was not able to state the 
: reason why adult cockroaches and nymphs were 
; still present after th& pest control company 
i already treated the facility" 

I 
I 
I 

Stanley Pest Control. 

-All staff to monitor and report any pest or ! 
roden~ to charge nurse and or I, 
Maintenance supervisor and document in 

, 

i , 

I 

F 502 i 483.750)(1) ADMINISTRATION 
SS=D·

IThe facility must provide Dr oblain laboratory I 
: services to meet tt1e needs of its residents. The
Ifacility is responsible for the quality and timeliness • 
oftheseMces. , 

• I
IThis REQUIREMENT i. not met as evidenced • 

by' i 
Based on Interview and record review, the facility I

Ifailed to promptly obtain laboratory test result and I 

F 502' 

I 
, 

I 
i 

I 
i , 
i 

maintenance log book. i 

I-Immediate corrective action by , 
maintenance supervisornotmcation of pest; 

control company. 

-All findings to be addressed in monthly , 
department he.d m ..tlngood ev.luated '1 
quarterly OA 

I ~h4¥ 
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F 502 i Continued From page 25 
 F 502, F502 
!	inform the physician of the results in a timely , 

manner for one of 10 sample residents (9). 

Resident 9's valproic acid levet was last drawn on i 
 -Notification of lab results for resident 9 to 
318111, but the result was requested and reported MO done on: 7/2.1/11. No new orders gl~n 
to the physician on 7121/11, four months after' the by MO.!test was done. This deficient practice may result · , No untoward effects noted with resident 9.: : in delayed interventions. 

Inservke to aU charge nurses by DON on ,. 	 ,.Findings: 7/25/11 re: proper lab procedure from 

requisition, collectIng of specimen,
A review of the medical record indicated Resident 

receiving resuits to relaying results to MD9 was admitted to the facility on 9rt107, and 
readmitted on 6122109, with diagnoses that on a timely manner. 


Included bipolar disorder, diabetes mellitus, and 
 Laboratory company setting up on line 
: hypertension, access of laboratory results for easier acce~ 
: The annual assessment Minimum Data Set (MDS I 

by neld: month, 	 ,; - standardized assessment and care planning , 
-Medical record~ designee to Identifytool) dated 6/19/11, indicated the resident was , 


able to communicate, did not walk, and required ' 
 residents with lab works for the day by 
extensive assistance with transfer, dressing, and auditing jab 10 daily,

personal hygiene. 


-Medical records designee to monitor dally, A phySiCian', order dated 6122109, indicated 

, 
Depakote (valproic acid) ER (extended release) '" "'-'....~.--,.'1by afternoon, during daily lab audit. 
order dated 918J{)9. indicated Depakote level -Immediate corrective action by MR for an 
every 6 months. 

500 milligram (mg) """fY day at night Another 

findings by retrieVing results from on line 0 

notification of lab co to fax results. I The clinical record did not contain the most . 
: recent Valproic acid level result, due on 312011. 
•On 7121/11, at 4,30 p.m., alter requesting the 
; laboratory test result. the director of nursing
I(OON) submitted a report printed on 7121/11, 
: indicating the valprQic aCid leve! was taken on 
, 3l8J11. The report was pnnted four months after 
, the test was done. The report Indicated the 
reference range was 5O~100 microgram per 
milliliter (mcglml), and the residant's level was 

, 28.3 mcg/ml (below the reference range). 

EVflnl !D:OMXVll 

i . ,-AI! result~ of corrective actions to be 

addressed In monthly nurses QA and 

, evaluated In quarterly QA.. 

If continuation sheet pag;JjJ' 27 
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A handwritten note on the laboratory report 
 , 

i: indicated the physician was notifted on 7/21/11, at , , 
4:20 p,m. and gave no new orders, i , : 

At 4:35 p.m" during an interview, the DON stated , This page intentionally , 
,' the morning shift charge nurse was supposed to , , Left blank ensure the laboratory result was obtained at the I ,

end of the day. The DON also stated ttm 

physicfan is to be lnfonned of abnormal test , . 


, i,results immediately, 

i 
, 

,i , , 
,I , 

, 

,, 

, 

I 
, ,, , 

I 
, 

i 
, , 

I,, I ,

I, i 

, 

I , I,, ,, I ,, 

,, 
, 

I, , 

, 
,i 

I, 
I 

I 
, I ,, , , 
, I 

, 

I I, 
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I I I
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