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F 000 This Plan ofCorroction constltutes my 
written credible allegation ofcompliance for 

, the deficiencies noted. Country Villa 

F 000 IINITIAL COMMENTS 

i The foifowing reflects the findings of the !Claremont Healthcare Center submits this i Department of Public Health during a ! response and plan of correction as pan ofthe, Recertification Survey, 
i requirements under state and federal law_ 
, The plan of correction is submitted in Representing the Department of Public Health: 

accordance with specific regulatoty 
requirements. The provider submits this·ptan , SUiveyor 10 #27785 

, of correction 'With the intention that it is : Surveyor 10 #17019 
, inadmissihle by any third part)' in any civil or! Surveyor ID #05379 
! criminal action or proceedings against tht"i. -_i Surveyor 10 #07598, I provider or its employees, agents, officers, __ 
i directors Of shareholders. :_ "ITotal Resident Population: 85 


i Total Resident Sample Size: 17 

.­
...:t...: Highest severity and Scope: E 

F167: Facility survey results have beenF 167 1483,10(9)(1) RIGHT TO SURVEY RESULTS­ F 167 
posted at locations which are readilyss=c 1READILY ACCESSIBLE 
accessible to residents and a notice ofthcif 
avaIlability has been posted in the Consumer IA resident has the right to examine the results of 

i Information Board. , the most recent survey of the facllity conducted by 
I All Residents have the potential to be,Federal or State sU!'Veyors and any plan of 
, affected by the deficient practice and they I, correction In effect with respect to the facility. 

will continue to be reminded ofme location 
of survey results during mnnthly Resident IThe facUlty must make the results available for 


, examination and must post in a place readily 
 Council meetings. 


'accesslble to residents and must post a notice of 
 Survey results will be inspected 
monthly to ensure they are intact and posted their avaitabillty.! as required to ensure the deficient practice 
dots not recur, 

CQI Committee shall review the 
Resident Council meeting minutes toThis REQUlREMENT is not met as evidenced 
evaluate the effuctivencis ofthe correctiveby , 


Based on observation, the facilitY failed to post 
 II-flo-It: the results of the most recent survey in a place 


!
readIly accessIble to resIdents and post a notice 


, of their availabHity. 


ABORATORY DIRECTOR'S OR PROVlDERlSUPPUER REPRE$ENTATIVE'S SIDNAT"".,--'-----"n"n.e;-;;---------,-''''''''''''OA'',...--' 
Ii-I -I~ 

\!'IV deficiency statement ending with an asterisk (") denotes a deficiency which the institution may be excused fmm correcting provlding if if detemlined that 
Ither safeguard$ provide sufficient protection to the patients. (Sal) iMtNc:(IOn$,) Exet:pt for nUI'$ifl9 OOn'\$$. H'Ie findings $tatad -ooV& aI'Q dlsclotable 90 days 
allowing the da~ of survey wtlether Df nm II plan cf wrrecfum is provided, For mnsinQ 1'1001$$. the above fJi'1dttlg$ and pIan& of correetion are disclo~ 14 
lay& follOWIng tM date theM ®wmen\$ are made available to the fae1llly, If deficiencies are cned. an approved pian of corred:ion II requisite to continued 
_rogram participaUon. 
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PREFIX 
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?"'AX 
<>ATE 

DEFlClENCY) 
TAG CROSs-REfERENCED TO THEAPPROf'RlATE 

, 

F 1671 Continued From page 1 F 1671 


; F"indlngs; i , 


: During the initial tour of the facility on October 10, : 
, 2012, at 9:15 a.m., the evaluator could not find 
i the sUlVay results posted anywhere near the 
: rooms or hallways where the residents 
I congregate or walk by. 

During an interview with a facility staff member, 

she stated the survey results were available for 

review in the front lobby. 


The evaluator observed the survey results were 
placed in a notebook that was inside a desk i 


, drawer near the front entrance of the facllity In the I 

; lobby area. There was no notice posted that the , 

I survey results were located In the desk drawer. I' 
, Upon closer inspection, there was a smafl label 
, 00 the outside of the desk drawer, measuring 3 , 
inches by one-half inch that read "survey book", 

The desk in the front lobby where the survey 

report was located was at least 60 feet away from: 

the nearest nurses' station where some of the I' 


: residents pass by. During the oourse of the 

survey on October 10,11,12, 15, 16, and 17,


I2012:, no residents were seen socializing near the 

front lobby. 


F 241 483.15(0) DIGNITY AND RESPECT OF 
 F 241 F241~ Facility conducted staff in-service on 
66=0 INDIVIDUALITY 10-19--12 to ensure the predominant language 

, of the residents is spoken in the facility by all 
The facility must promote care for residents tn a staff at all times to promote an environment 

Imanner and in an environment that maintains or in which all re~Hdents' dignity is respected in 
enhances each residenfs dJgnity and respect in full recognition ofbis or her individuality. 
full recognition of his or her indMduanty. The facility considers all residents to 

have the potential to be affected by the same 
deficient practice. The facility will carry out 

, This REQUIREMENT Is not met as evidenced 

Eventto:PWMR11 FIKildyIO:~2 If continuatIOn s/ieet Page 2 of 2Q 
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F 24 i Iprogressive counseling for any staff who failsF 241 
I
iContinued From page 2 , , to follow the guidelines and expectationsby: 

I ! regarding the use ofthe predominanti Based on Interview and record review of the

Iminutes of the resident council meeting, the , 

, i language ofthe residents. 

The facilit} will ensure the deficient· facility fai!ed to ensure that the staff 	 II practice does not recur by continuallyIcommunicated in the predominant language of , ~mindlng staff ofthe proper language to bethe resklents in the facUlty. Seven of nine alert 

spoken during daily shift huddles, quarterly, and oriented residents who attended the group 
staffln~services and during orientation ofaUmeeting stated that staff members spoke in their 


natlve (foreign) langua~ in their presence al)d 
 new employees. 
The facility will utilize feedback from 

, 
while providing care, which made them feel 

the Resident Council meetings, the disrespected and the residents did not like it The , 
Administrator's Resident AdviSOry mceting.~deficient practice had the potential to result in a I and the facility grievance process to monitordecline In the psychosocial well being of the ,

residents. 	 , , performance and ensure that solutions are , 
, ! sustained. The CQI Cummittee shall review 

! the Resident C-ounciJ meeting minutes, notesIFindings: i from the Administrator'S Resident AdviSOry 
' meerings and grievanee logs on a monthly 

1During the group meeting conducted on October basis to evaluate the effectiveness of the 

12,2012 at 10 a,m. nine alert and oriented 
 corrective actions. 1\-\ 10-1<­
resKients stated that the staff, mostly the Certified 

Nurse Assistants (CNA), would constantly speak 
 , 

,their native language in theIr presence and while 

in the room providing care to their roommates. 
 I 

· The residents further stated that at any given time I 
of the day the staff would speak their natiVe 

IIlanguage to each other while walking down the 
1hallway within their hearing distance. The I 

residents stated they did not like staff speaking 
, their native language to each other within their 
, hearing distance, because it made them feel
Idisrespected. The residents added, all staff must 
· speak EngliSh which is the major and oripredominant language of communlcatlon !n the 
facility. The residents further stated this issue 

IIhad been addressed in one of the resident 
council meetings, , 	 I 

, 
, 	 I, 

E""nt 10. PWMR1 ; F.aen.1y 10, CA9Wl:ll'J0042 If conttnuation $heel Ptge 3 of 29 
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F 2411 Continued From page 3 F2411
I •On 10110/12, at 2 p.m., and 10112112, at 3:30 

I 
I , p.m, and 4:40 p,m., staff were communicating


Iwith each other in their native language while 

, walking down the hallways with in hearing 

1distance of residents Who were sftting in thetr 
 I 

•wheelchair and family members v!slting the 

, residents at the time of these observations, On 

110/12112, at 5 p,m., the charge was made aware i I 

and stated staff members are required to speak · 


: English in the presence of residents and viSitors. 
 I I 
·!During an interview conducted on 10/16112 at · 

11:10 p.m., an alert and oriented sample resident I 
•stated the CNAs wouki communicate among
Ithemselves in Spanish while in her room. The 


resident stated the CNAs were rude and she did 

, not Hke It. 


A review of the facility's policy and procedure ! • 


titled "Residents Rights and Responsibilities" 

dated Apnl 01, 2001, indIcated "This facility will I I 

provide an environment that contributes to the I ·, 

resident's positfve self image and preserve dignity I 

and autonomy_ The facility shall treat each 
 I 

resident with consideration, respect and full : 

recognition of hisJher dignity and IndividuaHty," I 


F246 
483.15(e)(1) REASONABLE ACCOMMODATION . F246 F246: Residents' call lights are expected to 
SSt::E OF NEEDS/PREFERENCES I be answered within the time frame as 

indicated in the facility's policy and 
A reSident has the right to reside and receive procedure. The facility's monthly Resident 
services in the facility with reasonabfe Council meeting minutes dated January 2012 
accommodations of individual needs and I - October 2() 12 indicate ff$idents were 
preferences, except when the health Or safety of saHsfied wlth the call light response time 
the individual or other residents would be (please see auacherl documents) .. To helpIendangered. · 

i ensure residents' needs are met within a I 
I timely manner, Licensed Nurses were in~I 

, 

serviced on 10..24-12 to monitor and I · , 
. 

; I · I 
Event ID:PWMR1f 
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personally respond to all cal) lights whenF246 

I OGICOttlll'lETlON 

I OA'" 

I 

Ii This REQUIREMENT Is not met as evidenced , 

: by: I 
I Based on observation, interview and record I 
! review, the facility staff failed to answer the 

, 

a&igned C.N.A,'s are unavailable. In 
addition, all facility staff induding IO'partment Heads are exputed to promptly 
respond to all call lights while on the floor. 

i 
I 

I 
i residents' cal! lights in a prompt manner for five Of!
Inine alert and oriented residents who attended ! 

The facility considers aU residenu. as 
Ihaving the potential to be affected by the 

, the group meeting and for one randomly selected i
Iresident (RSR 19). This deficient practice : 

resulted in a delay of services. Additionally, the : 

same deficII;mt practice. Residents have been 
; and wi!! continue to be reminded during 
IResident Council and the Administnrtor's 

: facility faiied to accommodate for one sampfe
IreSIdent's preference to watch TV in a total of 17 I, 
sample residents (ReSident 13). Resident 13'5 i 

' Advisory meetings to immediately report !concerns: they may have, including staff's 
response to their cali tight, 50 that corrective 

1foot cradle hIndered his view to such an extent 
that he was unable to watch television shows. i 

' action can be initiated to avoid reoccurrence, 
I To ensure the deficient practice does 

: This deficient practice resulted in an environment I
Ithat hindered Resident 13'$ preference to watch : 
televiSion. 

IFindings: 

' not recur, staff was in-serviced on 10~24-12
Iregarding the necessity and importance of 

timely call light respon$e, 
: The facility will utilize feedback froM
I the Resident Council meetings, the 
I Administrator's Resident Advisory group 

a. Duling the group meeting conducted on 
, 

10/12/12, at 10 a.m., five of nine alert and I 
oriented residents stated that it tool< 
approximately over 30 minutes for all shifts to 

\ answer their call lights most especially when they 
needed assistance to use the bathroom and or!change their diapers. 

, During an interview wlth Charge Nurse 1 on 
110115/12, at 10 a.m., he stated that aU staff had 
, been instructed to answer cal! lights wIthin a 
Ireasonable tIme, within five to ten minutes to 

attend to residents' needs. 

Ib. A review of the "Admissfon Record" for 
I Randomly Selected Resident 19 (RSR 19),iindicated she was admitted to the facility on 

: meetings and all related resident grievances
I to monitor performauce and ensure solutions 
I are sustained, The CQI Committee shall 
I review the Resident Council meeting 
i minutes, notes from the Administrator's 
; Resident Advisory meetings and grievance 
I Jugs on a IOOnthly basis to evaluate for the 
! effu<:tiveness ofthe oorrective actions. 
i The facility will monitor its 
, performance to make sure solutions are 
I sustained by conducting resident satisfaction 

I questionnaires to obtain their feedback on 
I call light response, The facility will also . 

continue to utilize the Residents' feedback 
I obtained from the monthly Resident Council 
I meetings as well as the Administrator's 

: 
I I 

Evant ID:~Rl1 FlItiIity II>: CAS50000042 ff continuation sheet Page 5 of 29 
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Resident Advisory meetings to ensure 
correction i:s achieved and sustained. 

F 246 !Continued From page 5 F 246 

'110119/09, with diagnosis that included diabetes 
Resident 13 actually attends activities mellitus type II, chronic pain, and anxiety state, 

on a regular basis as is evidenced on the 
. 

attached Activity attendance logs. He is also , A review of the minimum data set (MDS, a 
i up for meats on most days. The TV in standardized assessment and care planning too!), 
: R~ident 13's room was mounted on the wall Idated 10/12112, indicated RSR 19 had the ability 
i on 1!}-17·12 to allow forunobstrutted, to make self undelQtood and understand others. 


, The MDS indicated resident fequired extensive 
 : viewing. 

I The Maintenance Supervisor
assistance from staff for bed mobility and 
; conducted room rounds on 10-17-12 topersonal hygiene, and was totany dependent on 


staff for transfer, dressing, tonet use, and bathlng_ 
 ~ ensure no other residents were affected by the 
MDS also Indicated that the resident was afways i same deficient practice. 
Incontinent of bowel and bladder, To ensure the deficient practice does 

j not recur, Supervisors and Charge Nurses 
IDuring an Intervfew with RSR 19 on 10110112 at will inspect rooms on a daily basis and 

I 

i 1:30 PM, she stated thaUt takes • long time immediately document any deficient findings 
I before nurses could answer her call light in the Maintenance Jog books for prompt 
-especially dunng the 3 PM to 11 PM shift The remedies. 
resident saJd that the week before, she waited for ; Facility Department Heads will 
a half an hour before her nurse could bring her to condnct weekly room checks to monitor 
the toilet.. The resident said her stomach was performance to make sure solutions are 
hUrting and ecuid not wait for the nurse to bring sustained, The CQl Committee shall review 
her to the toilet. Maintenance Ings and room rounds checklists 

on a monthly basis (} ensure all findings: are 
During an interview with the administrator on corrected in a timely manner and to evaluate 
10/16/12 at 11 AM, he stated that the reason the effectiveness of the corrective actions. 
RSR 19 has to wait for assistance to go to the \1·\\.q"~IL 

toilet, was because resident wants only her 
permanently assigned nurse to B$Sist and attend 
to her needs. The administrator further stated 
that sometimes when the resident calls for 
assistance, her nurse is busy and another nurse 
would offer to assist the resident However, the 
resident would refuse and insisted on having her 
permanently assigned nurse. 

I
i 
c, A review of the "AdmIssion Record" for 

EwmtID:PWMR11 If ccotlnuatilm sheet Page 6 of 29 
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F246 Continued From page 6 F246i . ,
Resident 13, 1ndicated he was originally admitted 
to the facility on 7/31!{;9, and was readmitted on 


, 1119/12, with diagnosis that incfUded diabetes I I, 

; meflitus type II, hypertension, cirrhosis of the liver, ' 


I 
: 

, 
Ineuralgia/neuritis, and bipolar disorder. 
. , 

A review of the minimum data set (MOS, a 
 istandardized assessment and care planning tool), 

dated 9130/12, indicated Resident 13 had the 
 i 

:abilrty to make self understood and understand 

others. The MDS indicated that it was very 

important for the resident, as part of his activity 

preference, to keep up with the news and do his 

favorite activibes. The resident required 

extenstve assistance from staff for bed mobility, 

transfer, and personal hygiene, and was totally 

dependent on staff for dressing. toilet use, and 
 , 

,balhlng. 
,.During an observation with the assistant care , 

I 
, 


AM, Restdent 13 was awake lying in bed, A foot 

cradle (3: frame placed over the feet to prevent 

sheets or blankets from touching the resident) 


coordinator for nurse station 2 on 10110112 at 8 

I 
i , 


was In place and was covered with a blanket. A 

television (TV) set was observed in front of the 
 , 

resident's bed, placed on top of a waist high. built I 

in table- by the closet The resident complained 

that the foot cradle prevented him from viewing : 


,and watching his TV, The assistant care 

coordinator stated that the foot cradle was used 

to prevent skin breakdown of the resident's feet, 
 , 

that can be caused by the pressure and friction or 

the blanket touching the feet. 
 , I 

\ During an interview with Resident 13 on 10/15/12 i 
,at 2 PM, he again comptained that the foot cradle i Iiprevented him from viewing and watching his TV, ; 

I 	 i 
fadll1y 10: CAe5/l000042 If contmuatlon bet Page 7 of 29 
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F 2461 Continued From page 7 F 248! 

i The resident stated that he is in bed most of the I 

iItime and watchIng TV would help him from ! 

, "Getting crazy for doing nothing and staring at the i i 

1ceiling," The resident said he told the nurses (on 
 Ian unspecified date)that he does not need the I 

I 
, 

foot cradle because hfs feet were flne and that I 
the foot cradle is covering his view of the TV, , ,,however, the nurses did not do anytfling, , 


I, 
,
I , 

During an mterview with the charge nurse for 

Station 2 on 10115112 at 2:30 PM, she stated that i 

the foot cradle was part of the resident's care I 


,plan to prevent skin breakdown. The charge 
,nurse further said she would ask the , 


\ maintenance staff to place the 1V higher, 
 I
(allowing for the "",Identto see the TV,) 


F 250; 483.15(g)(1) PROVISION OF MEDICAlLY F 250 
 F2SO: Responsible parties for discharged 

SS::D 
 RELATED SOCIAL SERVICE residents 16 and I 7 were contacted by thei 

facility's- Social Services Designee to obtain 
The faciUty must provtde medical!y~retated social : the appropriate signatures to acknowledge the 
services to attain or maintain the highest i receipt and/or disposition of the respective Ipracticable physical, mental, and psychosocial I resident's personal belongings. 
Iwell-being of each resident. ' The facility has identified all 

discharged residents as having the potentialI 
ofbeiog affected by the same deficient 
practice. The Medical Records Designee will 

, 

IThis REQUIREMENT IS not met as evidenced review discharged records 01'1 a weekly basis 
I by: to enSure all discharged residents' inventory 
: Based on jnterview and record review the facility forms are properly completed and signed byIfailed to have the residents' responsible party or the discharged resident or responsible party. 

,representative acknowledge the receipt or Social Services Designee will continue to 
; dispoSition of the residents' personal belongings follow up with any deficient findings to
Iupon discharge for two (Residents 16 and 17) 01 
 obtain proper signatUres acknowledging 

I three closed records reviewed. The residents' 
 receipt and/or disposition ofthe respective,; responsible parties did not sign the Inventory list resident>s persona! belongings. 
; forms upon discharge as required. This deficient I To ensure the deficient practice does. 
i practice had the potential to result in theft or loss not recur, Licensed Nurses were in-servi;;ed 
j of the rasidents' personal belongings. i 

Even! !D; P'NMRJ i If contlnualloo sheet Page 8 of 29 
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F 250 
 Continued From page 8 

Finding$;: 

a. A review of the admission information record 
indicated Resident 16 was admitted to the facility 
on 6129112, wlth diagnoses that included chronic 
airway 'Obstruction, renal (kidney) and urethral (Is 
a tube that connects the urinary bladder to the 
genitalS for the removal of fll.nds from the body) 
dysfunction, cachexia (wasting syndrome or loss 
of weight) and dementia. On 8121112, the resident
Iexpired. 

A review of the resident's inventory list on
I
I 

discharge indicated the resident's responsible 
; party and or representative did not certify or 
I acknowledge receipt of the resident's personal 
, belongings. The section for the signature of the 
resident's responsible party was left blank. 
including the signature of nurse releasing the 
belongings. 

In an interview with the socia! service designee 
(SSD) 01110116112 at 4:00 p.m.• she stated that 
the family deCided to donate the residents 
belongings to the facility but she had failed to 
document the information, 

I 

I 

I 


i 
· 

I 


I 


I 
i 
• 

i 
I 

I 
· 

• 
• 

lA review of the facility's policy titled "Clothing and I 
I Personal Items" taken from the social service • 

• 

i manual dated 10101194, inOicated "Upon IIdischarge of a resjdent from the faCility, the i
, msponsible party and a staff member will date 

· · 
; and sign the "Certification of Receipt on
IDiSCharge" section of the inventory form to certify 
, that the reslderu's personal effects were received, 
. 

{X2) MUli!?lE CONSTRUCTION 

A. BUILDING 

'8, WiNG .. 

STREET AOORESS, CITY, STATE, ZIP cooe 
590 $, INDlAH HILL BLVO. 

CLAREMONT. CA 91711 

PRINTED: 1110712012 
FORM APPROVED 

OMB NO. 0Iii\6-0391 
(X3) DATE SURVEY 

COMPlETED 

1011712012 

ID PROVIDER'S PLAN OF CORRECTION 
PREFIX (EACH CORRECTNE ACTION SHOUlD BE 

TAG CROSS.JU:FElieNCEO TO 'THE Af'PROPRlATEI OEFlClENCy} 

F 250! on 10-25-12 regarding the requirement to 
• 	 , folio\\' the facility's "Clothing and Personal

IItems'" polley f('Jr discharged residentS' 
! including the necessity to obtain signatures 
, on the certification of receipt by staff and the
! responsible party of each discharged resident 
I to certifY that the resident's persotml effects 
; were received. Social Services Designee was 
! in-serviced on 10-25-12 to document 00 the 
i resident's inventory fonn for those who have 

• j donated any personal belongings to the 
, facility. 
! Medical Records Designee's audits of 
i discharged records will be used to monitor 
: the facility's performance to ensure solutions 
I are sustained. The COl Committee shaH 
.• review the MRD audits on a monthly basis to 

evaluate the corrective action for its 
! effectiveness.
I 

I 

I "'"I COwt.fllON
DAn; 

• 

1"''''-\1.. 


I 
· 

, 
• 

I 
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F 250 Continued From page 9 F250jI I 
If belongings are donated to the facility, the SSD I 
 I 

·1 should make a note of that fact on the inventory 

form." 
 .I 

i, I 
I i 

Ii b. Resident 17 was admitted to the facmty on . 
) 9116/12, with diagnoses that included 

i hypertension, peripheral vascular disease, and 

i history of myocardial infarction (heart attack). On 

; 1014112, the resident was transferred to the acute 

: hospital for a complaint of chest pain. 

I 
I A review of the resident's inventory list on 

i discharge revealed tha1 the upper portion of the 

i form had not been signed by the resident or the 

) family members. The signature signifies that the 

: residenfs belongings had been received efther by 

~ the resident or the family members. 


i During an intervieW with a social service staff on I 

! 10117112 at 5:08 p,m., she stated that she was 
j I·not aware of where the resident's belongings 

Iwere. 


Ii The facitlty's job description of the social services 

, director indicated, "Assures that residents' 

I clothing and other specifIC needs are met,

!contacting family as needed, etc." 


The facility's polley and procedures, titled 

"Clothing and Personal Items," effective 1011/94 

indicated, HUpon discharge of a resident from the 


, facility, the resident Of responsible party and a 

I staff member will date and sign the "Certification 
 IIof Receipt on Dh;icharge" section of the Inventory 

I· 


: form to certify that the resident's personal effects 
 I·iwere received:' .i (l;!79 IResident 9's ciinicMlccoro indicates 
F 279, 48320(d), 4B3.20(k)(1) DEVELOP I F279 

1 
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PREFIX 

TAG 
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F 279 ; Continued From page 10 F 279: the Attending Physician was in fact notified 

SS=D ICOMPREHENSIVE CARE PLANS I on 1O~05-12 at 2:00 PM ofthe Resident':;: 
10lb weight gain during the mOt1tn from 

I A facility must use the results of the assessment 
! to develop, review and reVise the res:idenfs 
i comprehensive plan of care,, 
! The facility must develop a comprehensive care 

September OJ .-- October ot, 2012. 
Additional notes dated ] ()'05~12 indicate 

, there were no negative effucts related to the 
I IOTb weight gain (please see attached),
I However, the care plan that was initiated on 

!plan for each resident that includes measurable , lQ..05-12 was only fur seven days. Resident 

i objectives and timetables to meet a resident's 
Imedical. nursing, and mental and psychosocial 

9'5 care plan was revised on 1Q..17-12 to 
mdude other interventions as welt as 

, needs that are identified in the comprehensive 
iassessment. 

monitoring weight and/or any negative 
effects related to weight gain for 30 days. 

MRD conducted a change of condition 
, The care plan must describe the services that are , audit on 10-18-12 to identify other residents 

I,to be furnished to attain Of maintain the residenfs 
highest practicable physical, mental, and 

I having the potential to be affected by the 
same deficient practice. ON'S 3lld RCC will 

: psychosocial well-being as required under continue to follow up with any noted 

I,§483.25; and any services that would otherwise 
, be required under §483.25 but are not provided 

deficient findings to ensure solutions are 
sustained. 

due to the resident's exercise of rights under To cnsme me deficient practice does not 
§483.10, including the right to refuse treatment recur: A one on one jn~service regarding 
under §483.10{b)(4). appropriate care plan procedures was 

provided to the responsible Licensed Nurse 
un 10-17-12; a mandatory Licensed Nurses 

, This REQUIREMENT is not met as evidenced in~service was held on 10/251t2 regarding 

Iby: appropriate care plan ~dures upon any 
Based on observation, interview, and record 

' review, the facility failed to develop and 
i

I 
COC; the RCC wiU use the results of the 
assessments from an)' triggered problem or 

[ implement a resident specific plan of care for one i 
(Resident 9) out of 17 sampled residents. : 
Resident 9 had a 10 poundS (Ib) weight gain in I 

rondition in order to develop, review and 
revise the residents' comprehensive plan of 
care. 

one month, from 911/12 to 1011f12, however, I MRD will perform audits ofcare plans 
there was no plan of care developed to address , 
the weight gain. This had the potential to result in ! 5xlweek with changes of condition! revised 

care plans for appropriatene~. < MRD audits 
further unplanned weIght gain for the resident. will be reVlewoo by the Admmlstrator and 

DNS to ensure solutions are sustained, The 
\ Findings: 

ORM CMS-25$7(02-99j PrevioilS Ve!1llol'ls otmolete EvenIIO:?WMR11 FacillIy 10: CA1i!>OOOOO42 If oootlnuaiion $h~t Page 11 of 29 
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F 279 CQI Committee will evaluate the system on a 
monthly basis for its effectiveness. 

F 279 Continued From page 11 
)t-H..- \1..During an observation on 10110112 at 8:15 AM, 


Resident S was observed in bed and asleep. The 

resident's head was elevated 30 degrees and a , 

feeding formula (Glytrol), connected to the gastric ; 

(stomach) tube (G4ube), was running at 87 
 I 
milll!iters (ml) per hour via a feeding pump with 
1110 ml Infused. The assistant care coordinator , 


, stated the resident also eats food for oral , 

, gratification. 


The clinical record for Resident 9 was reviewed 
on 10/11/12 and 10/15/12, Theadmission 

i information sheet (face sheet), indicated resident 

was originally admitted to the facility on 2rT!08 

and' was readmitted on 516112, with diagnoses 
I, that included dementia, diabetes mellitus, 

: hypertension, late effect hemiplegia, and 
Idysphagia, 

! The latest comprehensive MinImum Data Set 
: (MOS, a standardized assessment and care ' 
Iplanning tool), dated 8111/12, indicated Resident I 
1 9 was able to make self understood and 
i understand others and does not have any mood ! 
, or behavior problems. The resident required :extensive assistance from staff for eating, and 
was totally dependent on staff for bed mobility,II transfer, dressing, toilet use, personal hygiene, 


, and bathing. The MDS also indicated that 

i resident had a feeding tube, a mechanically 

Ialtered, therapeutic diet while a resident of the 

, facility. 

I , 
: A review of the physicians order sheet indicated 

Ithat on 8125/12, Resklent 9 had an order for 
, Glytrol (a feeding formula) thru the G~tube to 
! provide 1392 ml per 1392 calones at 87 ml per 
, hOUf in 16 hours. On 8127112, the resident was , 

EV$I'!lIO. PWMR11 tf oorniruJstlon sheet 1'>. 12 of 29 
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I 	 1 
F 279! Continued From page 12 F 279, , 

I also ordered to have mechanically soft diet with iI,i no added salt (NAS) by mouth and nectar thick I,I liquKl$ for lunch in small portions only. However, 

, the September 2012 medication administratlon 
 IIrecord {MAR} indicated Resident 9 was receMng 

, the diet three times a day from September 1 to 
 I 

,IISeptember 27,2012. 

A review of the resident's weIght report indicated 

Resident 9 had a weight gain of 10 Ib in one 

month from 911/12 to 10/1/12. However, further 

review of the clinical record indicated that there 

was no plan of care developed to address the 

weight galn. ,
I 


1A plan of care regarding alteration in nutrition for I,
tube feeding due to dysphagia dated 5J6f12, I
I	indicated for the resident to maintain stable 

weight, and for staff to monitor weight and notify 

the physician for weight changes of five lb or 

more in a month. 


There was another plan of care dated 5/6/12, Iregarding potential for nutritional risks related to 

the enteral feeding with transition to oral feeding, 

that indicated to monitor weight routinely or as 
 I 

ordered and to notify physldan for any significant 

changes. 
 I 
A review of the clinical notes revealed an entry I,I 

, 

from nursing, dated 1016112, regarding a 10 Ib 

weight gain in one month, however there was no 

indication that the physician was notified and or 

that the weight gain was addres$ect 


During an interview wIth the Director of Nursing 

(DON) on 10117112 at 2:30 PM, she stated lIlat a , , 


:short term care plan goal (7 days) for Resident 
1J i 

Faei!iIy 10: CA950000042 
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F 279)1 C'ontinued From page 13 
I I 

F 279, 
9's welght gatn was developed, The DON said 

, the care plan developed for weight gain was not I 
I
in the active record because the concern was 
resrnved already. There was no indication in the :1 

: active record, however, that the weight gain was 

Iaddressed and orthst the resident's weight was ' 
I checked before concludIng the weight gain was I 
i resolved and ttIe care plan goal was achieved, 

F 309 I 483.25 PROVIDE CAREISERVICES FOR 
! 

F 3091' F309: fA) Resident 3'sCMP and esc were 
SS=E I HIGHEST WELL BEING ordered on 10-16*12. (B) ResKlent2's eMP, 

CBC and Pre~Albumin Wert ordered on I O~ 

!Each resident must receive and the facUity must I 
I 

15~12. N() new orders were given by either 
i provide the necessary care and services to aUain Resident2 or 3's Attending Physicians. (C) 

The sublingual fonn ofViamin B12 waslor maintain the hIghest practicable physical, i 
available on 10-11 ~ 12 and has since been 

i accordance with the comprehensive assessment 
mental. and psychosocial well-being, in 

administered to Randomly Selected Resident 
18, The Pharmacy Consultant will c1)nduc1 
monthly 3-way medicatioIl cart check and 
review and provide findings to DNS for 
follow~up. The Phannacy Nurse Consultant 

Iand plan of care. 

IThis REQUIREMENT is not met as evidenced and facility Nurse Resource Consulumt will 
by: monitor the efficacy of 3~way medication 
Based on observation, interview and record cart check review system on their scheduled 

review, the facility's staff falled to provide care facility viSitS, discuss findings with 
and services that maintained the highest Administrator and DNS and assist to develop 
practicable wen ..being for two {Residents 2 and 3) specific action plans to enhance the system. 

: of 17 sample resklents and a ra.ndomly-selected MRD and facility's contracted 
resident (RSR 18}, laboratory tests were not laboratory designee conducted laboratory 

Idone for Residents 2 and 3 as ordered by the nrder audits on 10-15w12 to identify ifother 
physician, and RS 18'$ was administered the re~ldents were affected by the same deficient 
wrong form of vitamin 8-12. practice with no further findings" 

To ensure the deficient practice does 
Findings: not recur, the Licensed Nurses were in· 

serviced UTI 10-25-12 regarding proper 
s. Resident 3 was admitted to the facility on follow-up ofroulme lab orderS; a one on one 
4/29/12, with diagnoses that Included chronic in~service was also provided to the 
airway obstruction, peripheral vascular disease, I responsible Licensed Nurse. 
hypertension and disbeteLs. The resident also 

I 

FacIfity 10. CA950000042 If continuation sheel Page 14 of 29 
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, F 309i To monitor perronnance and make 
' sure solutions are sustained, the RN 

F 309 !Continued From page 14 
, had a history of heart bypass surgery. The 

i Supervisor will review facility routine lab!Minimum Data Set (& standardized assessment I I orders on the first and fifteenth of eachand care planning tool), dated 9128112, indicated 
' month to determine ifprotooolls being: the resident required assistance with daily 

Iactivities such as transfers, bathing and persona! Ifollowed >nd w;U report any dbcrepan,'''' toI the DNS for appropriate follow-up measures., hygiene. 
The DNS will :submit a summary trend 

, On 10/16/12, a review of the clinlcaJ records : analysiS (If the 3-way med cart check reviews 
revealed a physician's order dated 4J29J12, to Ia.,d romine lab order findings to the CQi 
peliorm laboratory tests for CMP (comprehensiVe Steering Committee for furtber 
metabolic panel) and CSC (complete blood Irecommendations to en,ure <o",,,ive action, 

are being evaluated for their eff~riveness., count) every first Tuesday of each month, 11-\.. -1'­
I However, there were no results of the laboratory ,itests ordered for May, June, July, AUQust, 

, September and October 2012. This was also 

i confinned during a record review and an 
 Ii intervieW with the RN Supervisor on 10116/12 at 

' 11 ;30 a.m, The RN Supervisor stated that the , 

i licensed nurse 'Who obtained the physiclan's order! 
 Iifailed to give her a copy of the order, which she 

, would have used to coordinate with the laboratory : 

icompany to perform the tests on a routine 

monthly basis, as the physician ordered. I,, 

Ib. Resident 2 was adm'ttted to the fadfity on 
3/25/12, with diagnoses that included diabetes 


: mellitus, chronic kidney disease, and peripheral

Ivascular disease. The MDS assessment dated 


718112, Indicated the resident required assistance 
: with daily activities such as personal hygiene, 
idressing, and transfers. 

' On 10115112 a review of the cHnical records 
i revealed a physician's order dated 8f14J12, to
Iperform laboratory tests for eM?, CBC, and 
, Pre~ajbumin (a test used to evaluate suspected ipoor nutritional status) every first Tuesday of 

I 


I 
I , 

, 

F~ 10; CA9$0000042 if continuation sheet Pag. 15 of 29 

http:PROVIO!;RfSUf'PLIERlCt.lA


PRINTED: 11107J2()12
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED 

_CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO 0938-0391 
STATEMENT OF DEFICIENCIES I(Xl) PROVlOruvSUPP\.IER/CLlA 
AN:J PLAN OF CORRECTION ! IDENTIFICATION NUMBER: 

055344 

(X2) M!.ILTIPlE CONSTRUCTION 

A SViLOlnG 

B. WING 
1011712012 

NAME Of PR~ OR SUPPliER 

COUNTRY VILLA CLAREMONT HEALTH 

STREET ADDRESS. CITY, STATE, lIP CODE 
590 S. tHDlAN HILl. BLVD. 
CLAREMONT. CA 91711 

iX4} lD i 
PREFIX I

TAG 

SUMMARY STATEMENT OF DEFlClENC1ES 
(EACH DEFICIENCY MUST BE' PRECEDEO BY FULL 
~EGUIJ\TORY OR:..SC IDENTIF'!'lNG INFORMATION} 

10 . 
PREFIX 1 

TAG 

PROVIDER'S PlAN OF COAAECTiOH 
{EACH CORRECTIVE ACTION SHOULD ee 

CROSS-REfERENCED TO THE APPROPRIATE 
DeFICIENCY} 

: , ' 
F 309 ' Continued From page 15 i 

!each month, However, a record review and an I 
i interview with the RN Supervisor on 10115112 at : 
I 11:20 a.m., revealed the laboratory tests were not I' 

,done for September and October 2012. The RN , 

II Supervisor stated that another licensed nurse 
who obtained the physician's orders failed to I 

I 
,provide her a copy of the physician's order in ' 
order for her to coordinate with the laboratory I 

' com pany for the laboratol)l tests to be done 
Imonthly as the physician ordered. ' 

I i 
F 300 1 

I, 

I 

F 318 
SS=E 

1 

c. On 10/11112 at B a.m., a licensed nurse was 
observed as he administered RS 18's mernlng 

I
,medications. One O'f the medications was a 

tablet/pill of Vitamln B-12 100 micrograms. 
, During the observation, the resident stated that 
the vitamin B~12 pill that she received WB$ O'f the 
wrong form. The resident stated that she usually 
receives vitamin 8-12 in the form that has a thln 
film coating that she takes sublingually (under the 
tongue). The resk1ent stated the taste of the 
vitamin B-12 that SM was provided today was not 

I 

,
pleasurable. 

I
,At the sarne Ume. record review and inspection of 1 

the vitamin 8-12 bottle label with the licensed 
nuNoe, revealed that the licensed nurse 

1 

administered the wrong form of the medication, 
ACCOfdlng to the physician's order dated 

1 

10/11/12, vitamin ~12 was to be adminlstered 
sublingually, and therefore: the resident should 
have received vitamin B-1210 a sublingual form. 

'Instead, an eral form of vitamin a..12 was 
prevroed. The licensed nurse acknowtedged that 
he administered the wrong form of vitamin B~12. 
483.25(e)(2) INCREASE/PREVENT DECREASE 
I N RANGE OF MOTION I

,F318.: DNS made a tate entry on 10-16-12 
F 318 

i 
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F 318 Continued From page 16 F 318 regarding Resident #5's refusal of splints. 
Alternative measures include: Attempting to 

' perform ROM exercises and applying splints Based on the comprehensive assessment of a I 
resident, the facility must ensure that a resident Iwhen Resident's daughter is present. 
with a limited range of motion receives i 	 Resident and family edu:ution was done 

regarding the risks and benefits of use ofappropriate treatment and services to increase i , 
splints and impOl"tan¢e of ROM exercises onIrange of motion and/or to prevent further i

decrease in range of motion. 	 10-16-12. Responsible party was informed 
that she wHl be notified ifResident refusesi 
ROM exercises or use of splints so 
responsible parry can assist in offering I,I 	 i 

IThis REQUIREMENT is not met as evidenced I encouragement to Resident. Resident's care 
by: ,i plan was updated and revised on 10~19-12 to 

! Based on Observation, record review and administer pain medications prior to use of 
Ii interview the facility failed to provide alternative splints or range of motion exercises. 

, services Jmeasures to prevent further decline in Restorative nursing meetings will be 
! range of motion for one of 12 sample residents held \.veekly to review Residents' status and 
iwith joint mobility limitations in a total-of 17 identifY other Residents having the potential 
; sample reaidents (Resident 5). Resident 5 W8$ to be affected by the same deficient practice. 
: assessed as having contractures to both upper To ensure the deficient practice does noti 
i and lower extremities, had refused to wear reew, facility staff were in-serviced on 10­I,I resting splints to the left hand, bilateral ankle ]9~12 and 10~25·12 regarding alternative 
, splints and range of motion {ROM) exercises on measures to be followed if and when 
) multiple occasions. The resident was not Residents ",fuse the treatment plan of ROMI,i provided other alternative measures to maintain and splinting, 
: or prevent further decline in ROM. The deficient DNS will review the weekly Restorative 
I practice had the potentia! to result in further Nursing Program's notes. to monitor facility's 
! dec!lne in the residenfs ROM capabdity. performance and to make sure solutions are 

sustained, The CQl Committee win reviewI 
the summary of concerns and issues from the 

! Findings; Restorative Nursing Program on a monthiy 
ba.~is to evaluate corte<;tive actions for their ~ A review of Resident 5's admission information , effectiveness. t \~ \~. \"'t 

! record on 10/10/12, Indicated the resident was 
i admitted to the facility on 1125108. Reskient 5's 
: diagnoses lncluded: late effects of cerebro I, , 

, 

i hemiplegia (paralysis), dislocated hip with 
! vascular accident (CVA- stroke) with left sided 

i 
i prostheSiS, (An artificial device used to replace a I 
, 	 , i 
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F 318! Contjnued From page 17 
i missing body part, such as a limb), hypertension
I(high blood pressure), osteoporosis (brittle bones 
. or laCking in bone mass), diabetes mellitus (high 
Isugar in the blood) and dementia (toss of brain 
function). 

F3181 

i 
i 

1A review of the most recent Minimum Data Set 
(MDS- is a standardized assessment and care 

, screening tool) dated 7123112, indicated that the 
1resident was able to usually make self 
understood and understands others. However, 

, the resident was unable to recall date, time and 
simple objects, Additionally, Resident 5 tequlred 
extensive to total nursing assistance to perform 
activities of daily living Including toilet use and 
personal hygiene and grooming and had 

, do passive range of motion (PROM) exercises !daily seven times a week, apply left resting hand 
splint (treats mOderate flexion contractures [a 

, tIghtening of muscles that prevents normal 
Imovement of the assodated 11mb or other body 
: part]) of th& wrist. hand or thumb. 

IOn 9/01112, a plan of care was developed that 

1 

I 

I 

i 
, 

i 

1 

i
impairments on one side of the upper extremity I ,and both sides of the upper extremities, ! 

i!On 7-28-12, the physidan had ordered the , i
following; Restorative Nursing Assistant (RNAHo I 

I 
I 
,, 
, 
, 

iaddressed the resident's potential for theidevelopment of contractu res due to diagnoses of I 

degenerative joint disease (DJO- arso known as I 
' arthritis is caused by inflammation, breakdOWfl
Iand eventual foss of the cartilage of the joints) : 
and rheumatoid arthritIs (a long term disease that I 

: leads to inflammatton of the joints). The care i ,iplan goal indicated complications related to , i 	
, 

I 	
, 

I 
I arthritis will be prevented and detected promptly. ! 
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F 318 i Continued From page 18 F 31s1 


!The care plan Interventions !ncluded; Allow rest I, I, 

! periods as needed, encourage daily exercise as 
 I; tolerated and assist transfer and mobility. 


I
: However, the plan Oof care did not address the I 

I application of the splints to both upper and lower 
 I 

extremities and ROM exercises as additional 
 i
interventions/measures and as ordered by the Iphysician to maintain or prevent further decline in 

ROM. 


i 
, 	

I .
iDuring multiple observations on 10111/12 at 9 I
Ia.m., 11 a.m., 2 p.m. and 4 p.m., the resident was I 

, not wearing the resting hand splint and or the 

1ankle splints while the resident was resting In 

bed. The resident's left hand as well as her feet 

were contracted. On 10/12/12, at 9 a.m., and 

11:40 a.m., the resident was not wearing the 

bUateral ankk7 splints while she was in bed. On 

10/16/12, at 9 a.m., 11:30 a.m., and 2:15 p.m., 

again, the resident was not wearing the resting 

hand splint and bilateral ankJe splints while she 

was lying in bed. 


During an interview wlth the resident on 10/16/12
Iat 2:2Q p.m., she stated "I don1 want any splints 

because they hurt my hand and feet." 


!In a separate interview with CNA 1 and RNA 1 on 

. 10116112, at 3 p.m., and 10117112, at 4:05 p.m.
Irespectl"",y, they stated the resident many times I 

had refused to wear the splints and ROM 


, exercises and the charge nurse had been made 
!aware each time. They further stated the resfdent I 
 ,,I	would not give any reason as to why she would 

refused to wear the spUnts and to do ROM I 
 I 

, 
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Iexercises. 

• 
, 

IOn 10116112. at 3:20 p m" Charge Nu.... 1 ot.1OO 

; during an interview that he was aware of the 

Irestdent's refusal and had notified the physician. 

, Charge Nurse 1 further stated resident had a pall' 
,medication ordered and was given to her as 

needed.I

· 

I
IFurther review of the medical records indicated 
'the plan of care was not revised to reflect the 

reskient's multiple refusals to wear splints and to 

do ROM exercises and did not include alternative. 

Imeasures to prevent further decline in ROM, I 

such as administration of pain medication prior to 

the use of the splint or providing ROM exercises . 

to promote comfort during treatment necessary to 1 

prevent further contractu res. 


Although the resident was identified by the 

nursing staff as refusing splinting and ROM 

exercises, the resident's therapy and joint 


, assessments revealed 1'10 further assessment of 

the resident's refusal leading to alternate 

recommendations to prevent further cootracrures 

as follows: 


A review of the Occupational Therapy (OT) 

discharge recommendation dated 7/12/11, 

indicated to discharge the resident from skilled 


, OT selYices as resident reached maXImum 

benefit from skilled OT services. Resident will 

continue with RNA program fOr ROM/splinting"


1 
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F 318 i Continued From page 20 I!A revIew of the Physical Therapy (PT) functional , 
F318 

: status record from 12124111 to 1105/12, indicated I!Rtendon pressure btlateral feet. anlde, care giver i 
I training. sp!inttng. Contracted feet and ankles wlth : 
i risk for continued deformtty. Short term goals; I
I Increase ROM to bilateral ankles and feet 
'Tolerate splints three hours. On 1/06112, the iIphysical therapy notes indlcate(f "Completed i 
, treatment recheck RNA stretching and application; iof splints, Discontinue skilled PT, i 

I 
i, , 

, 
, 

, IIA review of the "Annuaf Joint Mobility Screening" i 
I 

record dated 10102112, indicated the resident had ,imaintained Joint rnornlity and the therapist ' 
recommended to continue with RNA program. , 

, 
I 

1A review of the facility's polfcy and procedure i 
trtled "Splinting" dated 2101196, indIcated: Prevent! 
deformity caused by muscle tightness Of joint Icontracture by placing the hand functlonal 

I 
i 
I 

position. Prevent increased muscle imbalance by , i 
providing 8ss4stance to the weaker muscle Igroup. For example a dynamic splint. This will 
enable weak muscles to work and allOw active , 

I 

i, 

ROM i , 

F 323 483,25(h) FREE OF ACCIDENT F 323 F323: Resident #&'s wheelchair annrest was 

ss=o HAZARDS/SUPERVISION/DEVICES repJaced with a new armrest on 10-17-12. 
Facility realizes all Residents have the 

The facility must ensure that the resident potential to be affected by the same deficient 
environment remains as free of accident hazards practice. All wheelchairs were inspected by 
as is possible; and each reSident receives the Maintenance Supervisor on 10-17·1210 
adequate supervision and assistance devices to ensure all Residents' wheelchair armrests 
prevent accidents. were in good repair and free of any worn , 

areas that could be po1ential hazards to other 
I residents. 

I 
I 
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F 323 !Continued From page 21 , 

!This REQUIREMENT is not met as evidenced 
i by. 
i Based on record revtew, obseJVation and 
: interview, the facUlty failed to ensure that a 
Iresident who was assessed as having mUltiple 

I 
I 

skin dlsook1rations and skin tears was free from 
further Injury for one of 17 total sample residents 
(Resident 8). The vinyl surface of Resident 8's 
right wheelchair armrest VIaS rough and worn out 
exposing the sharp edges while the resident was 

, sitting in the wheelchair and while resting her rtght 
arm on the armrest This deficient practice had 
the potential to cause further skin discolorations 
and skin tears. 

Findings:

I	Duling multiple observations on 10/10, and 10111, 
10115,10116 and 10117/12, between 9 a.m. and 3 
p.m" Resident 8 was sittjng in the wheelchair in 
her room or in the hallway across from Nursing 
Station 1. The residenfs right arm had multfpfe 
scattered purplish discolorations. The vinyl 

I
surface of the right armrest of the wheelchair was 
rough, worn out and had multiple tears exposIng 

. some sharp edges. During the observations the 
resident wou[d intermittently rest her right arm 
and or rub her arm against the surface of the 
armrest 

DurIng an interview wIth the director of s~ 
development (DSD) on 10110112, at 9:30 a.m" 
she stated Resident 8 had very fragile skin and 
had hlstQry of bruises and skin tears. The OSD 
further stated the wheelchalf was designated for 
the resklerrt's own use. 
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F 323 Staff were in-serviced on lQ·26-12 to 
, inspect Resident wheelchairs prior to use and 
immediately report any concerns with 
equipment to ensure the deficient practice 
does not recur, 

Housekeeping staffwiJI inspect 


Iwheelchairs during schcd.uled weekly 


I 
whee\chmr chair cleaning to ensure they are 

, In good repair. All findings will be 
documented ill the Maintenance Log betOoks 

, for proper servicing and repairs to ensure 
solutions are sustained. 

Maintenance Supervisor win COMuct 
visual inspections of resident wheelchairs and 
report to CQl Committee on a monthly basis 

, to that corrective actions can be evaluated fQr
Ieffectiveness. 
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F 3231 Continued From page 22 
I 

IA review of Resident 8's admiSSIon information 
iIrecord 00 10/12/12, indicated tile resident was , 
,i admitted 011 3/12107. Resident a's diagnoses

i included: hypertension (high blood pressure), ! 
, osteoporosis (blittie bones or lacking in bone i 
!mass), laok of coordination and dementia (loss of i 
) brain function}. 
, i 

I; A review of the most recent Minimum Data Set 
ii (MOS-ls a standardized assessment and care 

!~~:n!~t,t:!~:~!~ ~;~~1:~I~n~~~~~:;:t~:nt ; 
I understands others. Additionally, the resklent i 
i required extensive to tob!l nursing assistance to I 

i perform activities of dally living including toilet use: 
!and personal hygiene and grooming. : 
, On 5/21110, the physician had ordered to i

Iadminister Aspirin (a blood thinner) 81 milligrams I 
: (mg) enteric coated orally one tablet daily. !
I(Aspirin is likeiy to cause easy bruising and or I 
skin discoloration). I, 

1On 3112107, a plan of care was developed which I,1addressed multiple: purplish discoloration to the 
right forearm. The care plan goal indicated the i 

j resIdent will have no signs and symptoms of I, 
,complications with skin breakdown every shift 

, The care plan interventklns included: Monitor for
Isigns and symptoms for skin breakdown. and 

I 
I

, complications, handle carefully and gently and 
iassess and report to MD on skin status. I 

I 

' However, the medical records did not contain ,i 
Idocumented evidence that the resident's skin 
, condftion was consistently monitored and 
Ireported to the physician. 

F 371 , 483,35(i) FOOD PROCURE, 
,SS=E ISTOREIPREPARE/SERVE· SANITARY , 
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F 371, F371: The affected freezer's thennostat was i 

I ,i 
, 
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F 371! Continued From page 23 F 371 
 adjusted to bring the temperature down to 

I 
zero degrees on 10-10-12. To identify other 
refrigerator/freezers baving potential to be 

I 	
, 

The facility must ~ 
affected by the same defident practice, the(1) Procure food from sources approved or 
[)jetary staff were in-serviced on 10~10-12considered satisfactory by Federal. state or local 
regarding proper freezer and refrigerator authorities; and 
lemperatures and to immediately reportI{2} Store, prepare, distribute and serve food I 
deficient findings to the Dietary Services 

I 
under sanitary conditions 

Supervisor or the facility Supervisor in the 
absence of the DSS. 

To ensure the deficient practice does not , 

recur Dietary staff were inwserviced on 10­ Ii lOw 12 to adjust thennostats accordingly to 
\ This REQU1REMENT is not met as evidenced i any affected refrigerator and/or freezer noted 

I ' to be out~lde the required temperature andby: 
Based on observation and interview, the lee 

I 

~ report immediately if tbe adjustment does not 

cream in the freezer was not stored under proper bring the affected unit to an acceptable 
\ temperature conditions. temperature. 

Dietary Supervisor was i(]~serviced on
IFindings: : 1O-10~12 to monitor aU temperature los." at 

! beginning of shift to monitor performance to 
I During the Initial kitchen tour on October 10, 20121 ,i make sure solutions are sustained, The CQI 
, at 7:55 a, m., the thermometer in the floor freezer : Committee wiU review dietary temperature 
containing ice cream indicated a temperature of logs on a monthly basis to evaluate corrective 
10 degrees Fahrenheit. actions f{)r effectiveness.I 

I 

11-\10-11­

During an interview with the kitchen supervtsor on I 

October 11, 2012 at 11 :45 a.m., she stated that : 

the freezer needed to be adjusted. At this time 

the thermometer In the freezer read 0 degrees 

Fahrenheit 
 I 

A review of the facility freezer temperatu re log 
sheet indicated that on October 10, 2012 at 5;00 


, a.m., the temperature of the freezer was 10 

Idegrees Fahrenheit. 


F 425 483,60(a).(b) PHARMACEUTICAL SVC· F425 F42S; Resident II-l"s dose ofXopenex was 

S5"e IACCURATE PROCEDURES. RPH I I completed with no fu1'1her episodes of 


I I 

It continuatIOn sheet Page 24 of 29 
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I 

F 425 wheezing. The facility identified all residents F 425 iContinued From page 24 	 I 
with Xopenex orders to have the potential to

! Tile facility must provide routine and emergency \ 
' be affected by the same deficient practice and Idrugs and biologicals to Its residents, or obtain i all Xopenex orders were reviewed andi them under an agreement described in 

. ,i confirmed to he accurate.I§483.75(h) ofthis part. The faclUly may permit 
A one on one in-service was done with iiunlicensed personnel to administer drugs if State 

i the involved Licensed Nurse on 10-17~j2 andlaw permits, but onJy under the general 
! all Licensed Nurses were in~serviced on 10­, supervisJon of a licensed nurse. 
i 25~12 regarding the need to follow the 
I concentration level of Xopenex orders to 

I, 
A facility must provide pharmaceutical services 

i ensure the deficient practice does not recur. (including procedures that assure the accul"ate I 

' To monitor performance and make sureacquiring. receiving, dlspensrng, and ' 


administering of aU drugs and biologicals) to meet I : solutions are sustained. me Pharmacy
!the needs of each resident ' 	 IConsultant will conduct monthly 3-way 
, medication cart check and review and 
: provide findings to DNS for fo1low-up. Thei	The facility must empkly or obtaIn the services of 


a licensed pharmacist who provides consultation 
 ' Pharmacy Nurse Consultant and facility

ion all aspects of the provision of pharmacy I !Nurse Resource Consultant will monitor the 
services in the facility. 	

, efficacy oO-way medication cart check 
, i review system on their scheduled facility 

1 I I vigits, discuss findings with Administrator 
i . and DNS and assist to develop specific action ,

i plans to enhance the system. 
The ONS will submit a summary trend!This REQUIREMENT is not met as evidenced 

i 
i 

an.ai>'sis of the 3-way rued cart check review !by: 	 i 

I Based on observation, interview and record , findings to the CQI Steering Committee for 
! review, the facility's staff faifed to ensure that one further recommendations to ensure corrective 
I of 17 sample residents received the correct actions are being evaluated for their 

. concentration of Xopenex (a medication used to 
 'H"-I"teffectiveness. 
prevent wheezing, difficulty breathing, chest 

tightness, and coughing) as the physician ordered i 
,i (Resident 1). 	 , 

iI 
I, 

I 


Findings; , i 


I I 	 i 
Accord!ng to the admlssron information, Resident i 


1 was admitted to the facility on 1215109. with i I
Idiagnoses that included hypertension, dementia, I 
 i 
jf continuation iheet PaiJe 25 of 29 
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F 425 COntinued From page 25 .I F 4251 

and chronic rhinltls (Irritation and inflammation of I 

IIthe mUCOO$ membrane inside the nose). The 
Minimum Data set (MDS) a standardized 


, assessment and care planning tool. dated 912112,

Iindicated the resident had short~ and long-term 
 , I 
r memory problems and was dependent on staff to 
: perform daily activities such as transfers. I IIdressing and personal hygiene. , . , 
I 

: A physician's order dated 9120/12, indicated to 

adminjster Xopenex concentrate 30, 1.25 
 I 
milligrams per 0.5 mjlltliter{1.25 mglO.S ml, via 
nebuliZer machine as needed for wheezing. I,,However, an inspection of the medication cart on 

10110112, with a licensed nurse (evealed that the , 

pharmacy sent Xopenex 1,25 mg/3 ml, (a lower 


' concentration of Xopenex than the physician I,
i ordered), instead of Xopenex 1.25 mglO.5 mi.

IThe licensed nurse acknowledged the facUlty's 
 i ,, failure to ensure that the resident received the , 

i exact concentration of Xopenex that the physician \ 
 .Iordered. The licensed nurse stated that it is each 
, licensed nurse's responsibility to ensure that the 

resident received the correct concentration of 

medication as the physician ordered. 


The medication administration records revealed 
that the resident received Xopenex 1"25 mg/3 ml 


. on 9122112, 9123112, 9127112 and 9128/12 with 

i results that it helped the resident with wheezing.

IThe licensed nurse stated that the medication 

: was effective and the resldent dId not exhibit any

inegative reaction. 


F 431 483.6O{b), (d), (e) DRUG RECORDS, F 431 F43l; The expired medication was removed 

SS=D. LABEUSTORE DRUGS 8. BIOLOGICALS 
 , from the medication cart on 10-10-12, AU 

I medicatiiln carts were checked on 10-10-12IThe facility must employ or obtain the services of , 
,: a licensed pharmacist who establlshes a system 

, [, I , I 
F/!::Ikty 10: CA95000Q()42 Jf continuation sheet Page 26 of 29 
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F 431 IContinued From page 26 
 F 431 ! to ensure there were no other expired 

!medications,: of records of receipt and disposition of all 
i To ensure the deficient practice does not Icontrolled drugs in sufficient detail to enabie all 
I recur, a one on one in-service was done with I accurate reconCIliation; and determines that drug I


i records are in order and that an account of all : the inv(:olved Licensed Nurse (:on 10-19-12 and 

: controlled drugs is maintained and periOdically I Iat! Licensed Nurses were in-serviced on 1 ()~


ireconciled, 
 ,25·12 regarding the facility policy for 
. , discontinued and/or expired medications . 

To monitm performance and make sure 
'I' Drugs and bU:>!ogicals used in the facnity must be I 
, labeled in accordance with currently accepted solutions are sustained, the Phar:macy 

Consultant will conduct monthly 3~way,professional prlnciptes, and Include the 
medication cart check and review andappropriate accessory and cautionaryI
provide findings to DNS for follow~up. The, instructions, and the expiration date when 
Pharmacy Nurse Consultant and facilityIapplicable. 
Nurse Resource Consultant will monitor the, 
effi.cacy of :;·way medication cart checklin accordance with State and Federal laws, the 

facUity must store all drugs and biologicals in i review system on their scheduled facility 
, locked compartments under proper temperature ! visits, discuss findings with Administrator 
controis, and permit only authorized personnei to i and DNS and assist lO develop spe<:Uk action 
have access to the keys. plans to enhance the system. 

The DNS will submit a summary trend 
lhe facility must provide separatefy locked, I analysis of the 3-W3Y med cart check review 
permanently affixed compartments for storage of I , findings to the CQI Steering Committee for 
contraUed drugs listed in Schedule II of the I further recommendations to ensure corrective 

ICompreheMMt Drug Abuse Prevention and actions are being evaluated for their 

Control Act of 1976 and other drugs subject to 
 effectiveness. 

·1 abuse, except when the facility uses single unit I' 

package drug distribution systems in which the 
, Quantity stored is minimal and a missing dose can IIbe readliy deteCted, 

I I 
, This REQUIREMENT is not met as evidenced I'IbYI 

Based on observation, interview and record I· 

,review, the facility's staff failed to ensure that I.

Iresidents wefe not administered expired ' 
Imedications, Resident 1's inhalation medication I 

OFlM CMS-25G7(Q2-99) Prellicm Verslor'\ll Qbso!ela tVllnt ID.PWMRt1 If contkwat!Ol1 $heel Page 21 Qf 29 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID CES 

PRINTED: 1110712012 
FORM APPROVED 

OMB NO, 0938-0391 
STATEMENT OF OEFJCIENCIES 
AND P_AN OF CORRECTION 

(X1) PROVlOERlSI)PPUEI'UCLrA 
IDENTIFICATION NUMaER: 

{X2) MULTIP\.E CONSTRU"CTION 

A, BUIlDlNG 

(X3) OATE SURVEY 
COMPLETED 

056344 Ii WING 
10117/2012 

NAME Of PROVIDER OR SUPPUE~ STRr:ET ADORESS. CITY. STATE. ZIP CODE 

COUNTRY VILLA CLAREMONT HEALTH 
5$1) S, INDIAN HILL BLVO. 

CLAREMONT, CA 91711 

eX4) 10 i 
PREFIX, 
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F 431 \ Continued From page 27 

was still stored in the medication cart despite the i 
manufacturer's instructions that It should have I' 

already been discarded. 

IFindings: i 
An Inspection of Station 1 's medication cart on I 
10110/12, revealed a box of Xopenex inhalation 
medication with the foil package opened on I 
9124112 (16 days ago). According to the box ' 

I label, "Once the foil pouch IS opened, the vials I 
I should be used within two weeks. Once removed 
I from the foil pouch, the individual vials should be 1 
i used within one- week". ~ There were 4 vials left I 
J in the foil package. The licensed nurse 
I acknowledged that the vials should have already ! 
: been discaroect The facility's policy and 
i procedures, titled ~Procedures for AU 
i Medications", dated April 2008, indicated for the 
: licensed nurse to check the expiration date on the, 

i package. 


: According to the clinical records, Resident 1 was 
: admitted to the facility on 1215109, with diagnoses 
that included dementia, psychosis and chronic

!
I 

rhinitiS (irritation and inflammation of the mucous 
I membrane inside the nose). 

F 463 ~ 483.70(D RESIDENT CALL SYSTEM­
SS-D : ROOMSiTOILETIBA TH 

i 
i The nurses' station must be equipped to receive 
,i resident cans through a communication system 
i from resident rooms; and toilet and bathjng 
; facilities. 

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

SUMMARY STATEMENT Of' OEFICalCfES 10 
{eACH DEFICIENCY MUST SE PRECEDED BY ML 

REGULATORY OR LSC IDENTIFYING INFORMATION} JI P~!oAX 

F 463 


PROVIDER'S PLAN OF CORRECTlON 

(eACH CORRECTNE ACTION SHOIJU) BE 


CROSS-REfERENCeD TO THE APPROPRIATE 

DEFICIENCy} 


I 

F463: Maintenance Supervisor repaired the 
inoperable call-light in the shower room 
located near the ice machine on 1(}~ 16~ f2. 
Maintenance Supervisor made room rounds 
on ] O~ 16~12 to ensure all call lights were 
working properly. 

Nursing staff wHI report. any deficient 
findings with the calJ·iight system in the 
maintenance log books and th Maintenance 
Assistant will conduct weekly call~light 

If etmtitwatlQfl shM\ Page 28 of 29 
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i 
 F 463! inspections to ensure the deficient practice

I Idoes not recur. 


F 463 
 Continued From page 28 

Based on observation and interview, the facillty , , 

Maintenance Supervisor, Administrator, \ maintenance staff failed to ensure that the can , IDNS and DSD will conduct dally <:alI-Jlghl, light in the shower room located near the ice 
~ checks to monitor performance to ensure !machine was operable, 	 I 

: solutions are sustained. The CQI Committee i 

I wilT review findings and evaluate fot .\ Findings: 	 i 

i effectiveness during monthl), CQl meetmgs. I 
 1\-1'" -\Z. ,IOn October 16, 2012 at 10;54 a.m .. during an I
,i ,, envIronmental inspection of the communication ,
Isystem between the nurses' stations and the 
 i !I	bathing facilities, the call light in the shower room 


near the ice machine room was tested and the i I,
I
!call cord did not initiate an audible sound or 
I i
, fiashinglight at the nurses station. i 
 I 

I ; 


,!At the same time, duting an interview With the ,

Imaintenance supelVisor he stated the call lights , I 

: are checked monthly and that the last date the I i,

i shower call lights were checked was September i ,


i
i24, 2012 
 , 
, I


I , 
I 


i !, i 

i 	 , , 
,, 	 i 
 , 

, 	 I , 
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i 

I 
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