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. e DEFICIENCY)
{F 000} | INITIAL com'MENTs ' " {F 000} Fm -. -
"This plan of correction
v The following-refiécts the f indings-of the | camstitutes the facility’s
. | Califorrila Department of Public Heéalth during a eredible allegation of
Revisit Survey. ; ¢ewnpliatce for the deﬁc1encxes i
Rep‘re.senfiﬁ'g-me Department of Public Héalth: rated, 5
Sur.ve or ID: 31331 Pasadena Meadows Nursing
SuneyoriD. 36317 f Center makes its best effort to
Surveyor ID; 38502 ; operate in full compliance with
Total Resident Cénsus: 120 ; both Federal and State law.
Totdl Resident Sample: 14 : Nothing included in this plan of
correction is -an admission
Higheist SéoperSeverity: D : | o:hrr on I;S d ]\(/jlm ! 9
F 224/ 483.13(c) PROHIBIT . F2zq) O'BRrwise. [Fasadena Meadows
gs= MISTREATMENTINEGLECT/MISAPPROPR!ATN ' Nugsing Center has submitted,
“The facility must.develop.and lmptement written this plan O.f correction In order;
‘policies.arid procedures’ that-prohibit ; to comply with its regulatory.
mistréatment, neglect, and abuse. of res:dents soats : :
and mlsappropnatlon of resident pro;ierty : :obhgatlon and does not waive
- any objections to the merits or
fasn  of any allegaﬁons
gys REQUIREMENT Is not met as ewclenced ‘Corrective action for residents
Based on Interview and record rev«:‘\b; the facility found to have heen affected
faifed to-ensure that mistreatment w prevented . '
for one of thifteen sarpled residents; i(Resident by ?h's deficierey:
19): For Resident 9; thie facility failed’ to ensure that . ) . _
staff di ot close Resident-9's room door against reviewing ‘abuse st their .
Resident 9's will. This caused Residdnt9to thiv i '
beconis.upsét and had'the potential for Resident monthly meetng.
9 to become isolated and expenence’ adeclins in i
Resident 9's psychosoclal wellbeing. - .
L S
ABORATORY DIREGTOR'S OR PROVlb (X&) DATE
A4 LA AANLA DT HTBN -8 fCo

hg e date of: Burvey whether orml a plan’of corme:
layg: following tha'dste these dacurhents are made- ava'lable
iregram particlpation.

-

' ( /t .note§ a deficlancy which the insttutfon- midy.be enccused from comecting providing it is determined that
;to the patlentd, (See mshuctlens ) Exdept fog nursing homes, the findings statad above are disclosable:90 days
n Is provided. * For fursing homes, the above findings and plans of correction are dlstlogable 14
to the facxﬁty H deﬁdenmes are cited, an approved plan of comaction is requisite to continued

ORM-CMS-2587(02-99) Prevous Versions Obsolate

——ner—— .

Event [D: P7UQ13

" Eadiy I0; c:woooom

if continuation sheet Page ‘1 of 8



closing: er door against her wishies dnd stated

1 Diring.a seopra‘ revieiw of the faellitys

indicated: Resxdent 9was restless and was -

plan indicated: thsit gotitributing faétors included
‘beiig alone.” An intervention listed ircluded to _

During:an interview op 7/19/16 at 1 140 PM, ,
Res:dents stated the fact!r;y staff had closed her
reom door agalnst her will fer 30ccaszons
Resxaent 8 stated she was upset: about the staff -

she had-wiitien letigrs to_ complain. about the
misteéatment she -experienced. Reszdent 9 stated
in her intervieiw shi felt the staff did not care.
Résident 9. had tWo other roommates

investigation, e simnigry of the facmty's
findingsindicated staff'did in fact eloge Resident
9's reom door. o other- rcﬁmmates:who were in
the-room.with Resident 9. weré: unable to be
tntervieWed

During a rewew ofthe furses note$, it was
indicated on' 7/112016, the: date that the alfegation
occurred; thatRe'siéle‘nt’ 9 was. comp!ammg of
pain at zAM and was- -experientirig an eplsode of -

anxiety. Doguménitation in the clinicsf record

yelling. The note also indicated * Engouraged to
verbalize feelings and concerns. " -

Resident 9's Caré Plan dated 7/1/16; a care plan
indicated "inappmpnate yelling/ screémmg
behavior during the nightfor yelling "HELP" once
pnvate caregiver has left-for the day., The care
dragnoses of depressmn anx:ety,*and "fear of

"listen’ aftenbvely and provnde reassurance o

| During & phosieiinterview: by the fac:ldy with RN 1

ragueired agencies.

Amty  statf comfirmed to i@
gsusive will be terminated and
thadr action will be reported o
thgir boged. N
Me@sures “that  will  be
_implemented to monitor the
centinued effectiveness of the
corrective action -taken to
engure that this deficiency has
been corrected am® will mot

PRRET

Administrator will give "a
monthly  report to - QA
Commmittee on any reported

H;»w the facility will identify

 |Petential to be affosted by the
samre deficlent pracice:
Fhere were no other residents

sffected by ‘the  defishomt

practite as no other residient
""" continuously

throughout

other 'residents having the
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' ST C chisturbing etfier vasidents. ‘
F 224 | Continuéd:From page 2 F 224 o
on 71/16 at5 PM; RN 1 indicated ” RN Measures that will be puti-*;ﬁ"-_ .
supervisgr stated last night.she observed the 2 to epswre that this |
door closed. It was the charge Nurse'(LVN3) who | phace :
closed the door dueto the residents screammg defigiency dogs mot recus:
' Unsure ho lorig tie doorwas: c!gsed " On 7/19/16 to 7/21/16, staff 17/21/16
’ i She di rPtto be T
:2{?2{!;,‘: a”!so ndicsted * She didn "¢ wa " {was re-in serviced on Faqlmv‘. Y 5
5 Hong iriter by the-facilty with CNA Abuse  Policy, emphasnzmg
uring .a phone interfview by the facllity w ] , . .
3 on 7/1/16 at6730 PM, CNA 3 stated “Around 3 neglect/isolation. Department |
AM, the door was closed." heads will talk with residents | . |
During’s: chiotie. mtennew by the facllity with CNA and families and ask questions
4 on.7/1/16 after 6:30 PN, the interview-indicated regarding staff treatment of
" CNAtéted she obsetved the door to room . .
[Resident9 ' s room] closed before CNAwent to them or their family me"{bef - :
unch (3 am - 3:30 am). " Residents Council wifl continue i
LVN 3 wrote 4 statement on 7/2/16 Indicating F282 C
Resident 9 "was mfomecl by CN (Charge Nurse) { | _ ——- ’
the door needs fo be partially closed for few Cosrentive aviign for resndents !
minutes as not o disturb the. sleep of other ORERG : :
residents. " LVN 3.documented throughout the f to have been affected
writteti stétement that the dodrwas “partially . by s deficiency:
: cloged." On 7 R '
{F 281}| 483.20(k}(3)(1} SERVICES PROVIDED MEET. {F 281) FA9{16, Resident 46, W |7/19/16
$5=D | PROFESSIONAL STANDARDS site was infiltrated on ot
forearm. i
The setvices provided or arranged by the facility RN. Sup er\(lsor
must-meet professional standards of quality. | removed and reinserted on the
right forearm " and properly
This REQUIREMENT is.not met as evidenced labelled by ADON and v
by: solutio
Based on obsetvation, interview; and record © . n, was labelled with .the
review, the facility failed to have a system.in place resident’s name, date, time
| to-ensure that licensed nursing staff will assess and r
the |V site (IV, or mtravenous, site'is where a nd rate as . ?rder ed bY MD.
| MD was notified and- without
*ORM caas-zss‘r(gz-se).wewm Varsrw.opaulete " Event ID:P7UQ13 ,‘Fa'ciii!y D: CAS70000075 i eomhuaﬁon sheet Page 3of9
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{F 281}| Continued From page 3 o {F 281} ‘ .
small tube'is placed into the vein with a-metal hew erder. Left forearm with IV
needle fo infuse ‘medications or fluids directly Into | - infiitration was elevated with

the bloedstream) at lgast every hour for one of . : .
thirtsen Sampled residents (Resident 46), pillows, offered pain
- medication and patie
For Resident 48, the facility failed to assess d . P . nt refused
Résident 46 I¥/.site evety hour; which resuited in and monitored continuously by
‘Resident 46 10 develop  complication from . RN Supervisor and no adverse
therapy known &g dn infiltration (infiltration of - :
flulds into thie stirroundinig tissues, according to @come observed.
Fulcher and Fraziér's Intfoduction to Intravenous
Therapy for Health Professlonals; acecurs when
the device,used fol l'nsertio?l of the'IV line ish .
displaced fromt the-vein, or fluid. leaks from the How acili i if
vein, allowing the fiuid to flow into the tissue). ' the f cility will .'dent'fy
, other residents having the

The facility’s faiture to also identify the infiltration '| potential to be affected by the

by assessirig the IV site st least every one hour .. _

has-the potential to result in serious harm. same deficient practice:

According to Hadaway in the American Joumnal of .

Nursing, an infiltration can.have “serious On 7/19/16, DON and/or 7119116
consequences: the patient may need surgical . i 4

intervention resuiting in farge scars, experience | .- |">SSiBNee - reassessed  all

lifnitation of function, or even require amputation.” residents with order for |V

fluids to ensure no other

Findings: ey
residents were affected.

During an observation on 7/19/16 at 9:07 AM,
Resident 46 was observed lying in bed, restless

and anyious, calling out "grandma.” Resident ' On 7/19/16 ~ 7/21/16 in- | . /2:& 16
{ appeared restiess and was grimacing. Resident . - .

was lying flat-on her back in bed. Resident 46 Service training was given by ! ;

obsetved to havé an IV on her left forearm. There the DON to licensed regarding

a small amount of blood underneath the : e N

tranisparent covering over the insertion site of the the Facility’s  Policy &

IV. There was no-date, time, or initials indicated Procedure on I Therapy

on the tranisparent IV covering. Resident 46's left
| am was swollen, the skin near the insertion site

'ORM CMS-2567(02-39) Provious Verslans Obsoleto - EventlD:P7TUQIS . Facllity ID: GASY0000075 " if continuation shéet Page: 4 of @
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FORM APRROVED

| 5% Dextriose, an.IV solittion preseribed by the

of Resident 46 ' s IV was retidengd. Resident 46
was observed pulling atthe IV. The IV was
connected to tubing that connected t6. a bag of
solution at the top.of the IV: The: )V sélution
hanging was D5 1/2 N& (Half Normal Saline with

physician to re-hydrate Resident 46). There was a
manual flow rate device attached to the IV'tubing

below the-bag set for an infusion rate: of 76 mi per | | |

hour (the amount of fluld thatResident 46 wil
receive per hour). “The IV-infusion wasnot
reguiated by an autothatic pump.with:an alarm
system. There was rio labg] on IV solution bag
indicating the date and time the IV solution was
hung or who-the 1V selution belonged to. The
tubing clamp near the 1V solution bag was
clamped. The IV tubing elamp closest to Resldent
46 was not clamped.

On7/19/18, at 9:12 AM, CNA 1 who was at the
bedside verbalized " Resident was lying on her
arm " when asked about the conditian of
Resident 46's left arm. CNA 1 verbalized " it
looks swollen. "

On 7/19/16, at 9:15 AM, RN 2 was asked about
Resident 46's- IV -condition, RN 2 stated " |
stopped the hydration because the IV site was no
good. RN 2 indicated Resident 46-hag the IV -
infusion grdered-because.of weight loss and poor
appetite over the last month. RN 2 entered the
room of Resident 46 to observe Resident 46's
arm. It was observed RN 2 clamped the 1V tubing
clamp closest to Residerit 46's IV insertion site at
this time. RN 2 stated there was no date, time, or
inftials on the transparent:dressing of the IV and
indicated it should have'it documented on the .
dressing. RN 2 confirmed there was no label on
the IV solution bag and confirmed that it should

“monitor for compliance and

‘been corrected and will not’

| The DON or Designee will
monitor for compliance and

CENTERS:FORMEDICARE & MEiDiCAlQ SERVICES OMB NO. 0958-039 }
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{F 281} | Continued Erom page 4 {F 281} Measures that will be put into

place to ensure that this
deficiency does not recur:

RN Supervisor’s will monitor all
IV sites, flow rate as MD
ordered, proper labelling of IV
bags, dressing sites and
documentation every shift.
DON and/or Designee will |
report any negative findings to
the administratol for review
and follow up.

Measures that will be
implemented to monitor the
continued effectiveness of the:
corrective action taken to' |
ensure that this deficiency has:

recuyr:
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{F 287)

Jindicated that she atiempted to start a new IV

.1 The intravenous therapy record form-indicated

Record for Resident 46 for her IV hydration, RN 3

Continued From page 5

have been labeled. RN 2 verified the swelfing of
Resident 48' s-arm and indicated that it was
infittrated.- RN 2 ¢oafi rrmed-that Resident 46 was a
confused res:dent. RN-2 indicated that
reinforcement may bé applied over the IV to
protect it with a-confused resident. RN confirmed
there was ho extra relnforcement over the |V site
for Resident 46.

On 7/1918, at 09:30; during an interview with RN
2 indicated that the condition of Resident 46 ' s
IV site.was found bya LVN.at 8:25 AM and
reportsd tg RIN'2 at8:30 AM. ‘RN 2.indicated that
the night shift nurse left at 7:30 AM, RN 2

twice dind-was unsuccessful. RN 2 stated she
would ‘endorse a different nurse to start a new IV,
RN 2 statetl she was not told during report from
the night shift that thare were any problems with
the IV-site. RN 2 stated she received the order for
an IV infusion for Resident 46 at 3:15 PM on
7/18118, and the infusion was started by the
evening shift'nurse on 7/18/16 at 8 PM.

On 7/19/16, a review of Resldent 46's care plan
with RN 2 corifirned the care plan for IV therapy
did not have any interventions to indicate when
the IV site should be assessad. RN 2 described
the IV site “was infiltrated. " It should have been
assessed 8 hours.according to the " intravenous
therapy record-peripheral catheter" form used
for Resldent 46, The last time the IV was
assessed on the form was at midnight. It was
documented with [a 1 (indicated problem free)).

that the IV was assegsed at 8 PM and 12 AM.

During a review of the Change of Condition

{F 281}

repert any negative findings to
the Administrator for review| |
and follow up. ' '

The DON will report the
findings to the "UR/QAPI|
committee monthly for review !
and follow-up. | |

FORM CM$-2567(02-09) Previous Verslons Obselate . Event (D:P7UQ13
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"at this ime’

Continued From page 6

also ‘documented.an assessment of the IV site for
Resident 46 at 10 PM. THere were ro-problems
dbgumented-on the Changsé of CQndmon Record

During.an: inteiview with LVN. 2 on 7/'! 9716 at
10:18 AM, LVN 2.indicated Resident46 was .
offered pain. medication * abéut 30 té 456 minutes

ago. "

Duririg-a record - review of. the Med:catmn
Administration Review.on 7/19/16 at 10:16 AM,
there was po-documentation of pain on 7/19/16
for the. méming shift. There was no -
deciumentation indicating the pain medication was
offered or refused. The Medication Administration
Record indicated a ficensed nurse was at
Resident 46's ‘bedside to provide a morning
medmhon at 6:30 AN There was.no
dogumientation the nurse observed or assessed
the I\ site of Resident 46 at this time:

At 10:40-AM, on 7/19/16, a phone interview was
conducted with RN 3.who worked.the evening
shift. RN 3 indicated that the IV site was not
infiltrated: during-her shift. RN 3 was asked how
often she checked IV sites and what was .
assessed for residents who have an IV. RN 3

stated " I'will cheek it every 2 hours for infiltration |.

" and check the sdline lock (an [V that does riot
having anything flowing through it and the tubing
is clamped) every shift.

At 3:36 PM, on 7/19/16, at the bedside of
Resident 46 the resident was observed lying in
bed. New IV site was initiated on her right
foréarm. Right arm was elevated on apillow. The
DON was in the room.at this time. The.DON
confirmed theleft am was swollen and the IV

{F 281}
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‘Continued From page 7

was reddened -and- should have beenelevated
-with piliow. .

At 341 PM on 7/1 9/16 the ‘medical record of |
Resident 46 was révieveed with the QGN at the
_nursing station, DON confirmed that no new
orders werewmtén 1h-the miedical record. A care
plan for the infiltration was. nok: ‘established at this -
time: A Change of‘cnnditxen Tormi wag not
established:at this firfie, BON:confrmed that the
initial TV ‘caiginlan.did not feftect How:oen the IV
site shoutd: beassessad atthis:time. DON
indicatéd thatthe assessmient and mainténance
of IV ! s'dre the recponslbmty of the RN
Supervisor.

During arni Intemew w;th RN 2 at4 PM on
7/19/16, RN'2 stated; the: Mﬂwas called and
ordered d freatment protocol pei faeihty -policy for
tha infiltratioR. RN.2 stated the MD: 6édered for
monitéring of the infiltration and to.elévate the
effectéd site'with 1.10.2 plllows:. RiN Zstated ‘she
did not - apply any pillows heléw Resident 46's
fareditm. diring her shift- RN 2’ oanﬁrmed

- Resident46's laft-foréarm thabwais infiltrated was’

elevated by the DON gt.3:41- PM. Thé intfiltrated
arm was nof eievatedf for 7 hours Sinee the

. discavery of the infiltration for Resident 48. RN 2
confirmegkthat shie did not complete the.care plan
for themﬁftraﬁen of the change of condiﬂbn form
at the tlme of the interview, .

The fagility' s pohcymmcedure fan!ea‘to meet
currentprofessnonal standards of practice: The

: pollcy!procedure indicated to aobsefve the site

every eight hours and-document condition. * For
the policy:indicated; the fécllity did nat observe
and document the site for over eight’ hours before
the infiltration was discovered.

{F 281)
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| Itravenous Therapy For Health Professionals;

 heedle or catheter for infusion is removed. * The

According te Fundaméntals of Nursing by Potter

& Periy, indicated IV infusion should be
mornitored by qualified personriel at least every
ofie hour. The nursé shoufd * sbseive the client -
every'hour to deteimine ¥ fluid is infusing - -
correctly; Check if cotfect-amount of solution is
infused'as’ préscribéd. by-lookirig at time tape.
Count flow: rate or ehieck raté ion Iiifusion purnp.
Check patericy.of 1V catheter or needle. Observe
client for sigris:of:diseormfort; inspéct.insertion
site-for-absence of phicbitis {inflammation of the
veiri), infiltegition, or inflamration. Observe client
every hour to.deteriine fesponse to therapy (l.e.
measire vital signs, conduct post-procedure
assessments). -

According to. Felcher & Frazier® s Infroduction to

the literdture Indicated that " the IV site.should be
observed every hour and the tubing shoutd be
secured in a manner as'to preverit movernent of
the-tubing ard the hub.of the cannula (thé pat of
the IV'that connécts the big IV tubing from'the
solution bag to the small tube that goes into the -
blocd vessel). " The literature indicates that for
an infiliration, “ the-1V'is discontinued and the

literatyra indicates " the affected imb will need to
be elevated-and covered with warm-compresses
or other therapy as ordered by the physician or as
dirscted by-the local policiés. Observations and
actions should be-documented, and the iV
infusion sholld be restarted at another site.

The literature indicates * The health'care )
professional hag the responsibility of caring for
these compiltcation's in a timely. manner to prevent
furthér traurha to'the tissues. " .

i

“ORM CMS-2567(02-69) Pravious Visrsione Qbsslete

Event ID:P7UQ13

Facllity ID: GAS70000076 If continuation sheet Pag | 9of 9



