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F 000 INITIAL COMMENTS 

The following reflects the findings of the 
California Department of Public Health during the 
RECERTIFICATION survey, 

Representing the California Department of Public 
Health: Surveyor 39210, HFEN; Surveyor 37689, 
HFEN; Surveyor 37726, HFEN; Surveyor 32179, 
HFEN; ·and Su1Veyor 39199, HFEN. 

The survey team entered the facility ori 5/13/19 at 
0730 hours.· The resident census was 102. 

GLOSSARY OF DEFINITIONS AND 
ABBREVIATIONS: 
AOL - activities of daily living 
CDC - Centers for Disease Control and 

· Prevention 
CMS - Centers for Medicare and Medicaid 
Services 
CNA - Certified Nursing Assistant 
CPAP • Continuous Positive Airway Pressure' (a 
device which used mild air pressure to a person 
via a nose piece or a face mask to keep your 
breathing airways open) 
DON - Director of Nursing 
DSD - Director of Staff Development 
DSS - Dietary Services Supervisor 
FDA- Food and Drug Administration 
gm - gram(s) 
iu . International unit 
LVN - Licensed Vocational Nurse 
MOS - Minimum Data Set (a standardized 
assessment tool) 
mg· mllllgram(s) 
P&P - policy and procedure 
RD - Registered Dietician 
RN - Registered Nurse 
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F 000 

Please accept this plan of 
correction as our formal allegation 
of compliance. 

F 578 Request/ Refuse/ Jl,\11,¢. ll I 
Discontinue Treatment/ 2o1~ Fol'mulate Advance Directive 

Facility will obtain copies of an 
advance directive whenever 
available for each resident to 
ensure their advanced care planning 
decisions regarding their health 
care and treatment options are 
being honored. 

. 

Advance. directive for Resident 27 
has been obtained by North Station 
Unit Manager and placed in the 
clinical file on May 21, 2019. 

Advance directive for Resident 1 O 
has beell'obtained by Assistant 
Director of Nursing and placed in 
the clinical file on May 22, 2019. 

LABORATORY DIRECTOR'S OR.PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE A I' TITLE (XO) DATie I : 
' ~; ffl\\Wk,~kk 2o 1WII., ¼\61 ~ii[! 

Any deficiency statement ending wllh an asteris(')ri;notes • deficiency which lhe lnslltutlon may be excused from correcllng providing It is delermlned lhal A{U,!lk~/ 
other safeguards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, the findings stated above are dlsclosable 90 days , f :) 
following the date of survey whether or nol a plan of correction Is provided. For nursing homes, the above findings and plans of correcllon are dlsclosable 14 e.OYt-. ! 
days following the date these documents are made avallable to the facility, If deficiencies are c!led, an approved plan of correction Is requisite to continued · 
program participation. · · · 
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F 000 Continued From page 1 
SSD - Social Service Director 

F 578 RequesURefuse/Dscntnue Trmnt;Formlte Adv Dir 
ss~o CFR(s): 483.1 0(c)(6)(8)(g)(12)(I)-(v) 

§483.10(c)(6) The right to request, refuse, and/or 
discontinue treatment, to participate in or refuse 
to participate In experimental research, and to 
formulate an advance directive. 

§483.10(c)(8) Nothing in this paragraph should be 
construed as. the right of the resident to receive 
the provision of medical treatment or medical 
services deemed medically unnecessary or 
inappropriate. 

§483.1 0(g)(12) The facility must comply with the 
requirements specified In 42 CFR part 489, 
subpart I (Advance Directives). 
(i) These requirements include provisions to 
inform and provide written Information to all adult 
residents concerning the right to accept or refuse 
medical or surgical treatment and, at tlie 
resident's option, formulate an adv9nce directive. 
(ii) This includes a written description of the 
facility's policies to Implement advance directives 
and applicable State law. 
(iii) Facilities are permitted to contract with other 
entities to furnish this information but are still 
legally responsible for ensuring that the 
requirements.of this section are met. 
(Iv) If an adult Individual Is incapacitated at the 
time of admission and is unable to receive 
information or articulate whether or not he or she 
has executed an advance directive, the facility 
may give advance directive information to the 
individual's resident representative in accordance 
with State Law. 

1 

(v) The facility is not relieved of its obligation to 
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Assistant Administrator reviewed 
F 578 every resident's'clihical file on 

Jime·J, 2019 fo dl)tei'mine ifan 
advanc,e directive was available and 
if so, was it in the clinical file. All 
files were l\pdated if appropriate. 

Medical Records wiU complete an 
s1udit of all current residents to· 
ensure we have a\l advance 
directive in the clinical file if 
marked as executed. 

Licensed nurses will continue to 
ask new residents and/or 
responsible parties if there is an 
executed advance directive and 
request a copy for the clinical file. 
Licensed nurses will d!)cument 
discussion in resident's health 
status note, including 
documentation to show evidence 
the facility is making_ attempts to 
receive advance. dire?tive, 

Admission Coordinator will discuss 
advance directive with resideilt 
and/or responsible- party when 
completing admission packet. 
Admission Coordin,ator will 
document discussion in social 
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F 578 Continued From page 2 
provide this information to the Individual once he 
or she Is able to receive such information. 
Follow-up procedures must be in place to provide 
the Information to. the Individual directly at the 
appropriate time, 
This REQUIREMENT Is not inet as evidenced 
by: 
Based on Interview and medical record review, 

the facility failed .to obtain a copy of an advance 
directive for one of 21 final sampled residents 
(Resident 27) and one non sampled resident 
(Resident 10). This had the potential ior the 
residents' advanced care planning decisions 
regarding their health care and treatment options · 
not being honored. 

Findings: 

1. Medical record review for Resident 10 was 
initiated on 5/13/19, Resident 10 was admitted to 
the facility on. 10/28/18. 

Review of Resident 1 O's Advance Directive 
Acknowledgement form dated 10/28/18, showed 
Resident 10 had executed an advance directive. 

Review of Resident 57's medical record failed to 
show a copy of Resident 1 O's advance directive 
was obtained or an attempt was made to obtain a 
copy of Resident 10's advance directive, 

On 5/14/19 at 1340 hours, an Interview and 
concurrent medical record review was conducted 
with the SSD, The SSD stated if a resident had 
formulated an advance directive the facility would 
obtain a copy of lhe advance directive and place 
the copy In the resident's medical record. The 
SSD verified Resident 1 O's medica.1 rewrd did not 
contain a copy of Resident 10's advance directive 
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service$ 1iote, iricluding 
d0:cumentation to show evidence 

· the facility is making attempts to 
receive .advance directive, 

Medical Records Coordinator wilJ ·· 
continue coi1dticting a n·ew 
admission audit and include review 
fora copy oftfie advance directive .. 

Interdisciplinary teani will ask 
residents and/or responsible pmiies 
at qumterly care conferences. if 
there has been any changes or 
updates to their advance directive 
and document findings. in care 
conference notes, . 

Administrator will inservice 
licensed nurses, Adniission 
Coordinator, Medical Recot'ds 
Coordinator and Social Services 
Dii~ctoi' on June 11 & 13, 2019.to 
obtain an executed advaBce 
directive, where to document 
attempts to obtain an advance 
directive, and what m9i)silres · are in. 
plaGe to ensure we n~eet the 
residents wishes regarding their 
health care and treatment options. 
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Continued From page 3. 
or documentation showing staff had attempted to 
obtain a copy. 

2. Medical record review for Resident 27 was 
Initiated on 5/13/19. Resident 27 was readmitted 
to the facility on 7 /27 /18. 

Review of the Quarterly MOS dated 3/1/19, 
showed Resident 2 7 was moderately Impaired in 
cognition. 

Review of the Advance Directive 
Acknowledgment form dated 7/28/18, showed 
Resident 27 had executed an advance\ directive. 
However, there was no documentation in the 
resident's medical record to show a copy of 
Resident 27's advance directive was obtained or 
requested. 

On 5/14/19 at 1356 hours, an interview and 
concurrent medical record review was-conducted 
with LVN 1. LVN 1 reviewed Resident 27's 
current and previous medical records and verified 
she could not find a copy of the advance 
directive. · 

F 604 Right lo be Free from Physical Restraints 
SS=D CFR(s): 483.10(e)(1), 483.12(a)(2) 

§483.1 O(e) Respect and Dignity. 
The resident has a right to·be treated with respect 
and dignity, including: 

§483.10(e)(1) The right to be free from any 
physical or chemical restraints imposed for 
purposes of discipline or convenience, and not i 
required to treat the resident's medical symptoms,, 
consistent with §483.12(a)(2). ! 

' r 
I 
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Facility will utilize"SNFQAPl to· 
moi1ito_r on everY:otlie1: inorith basis 
through the coritiquous quaiity 
improveme11t process. 
Administrator is-'responsible for 
monitoring the SNFQAPI Ptogram. 

F 604 Right to be Free from 
Physical Restraints 

Facility" will ensure all residents are 
free from physical restraints. 

The pull tab alarm for Resident 13 
· has been removed on May 21, 2019 
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F 604 Continued From page 4 
§483.12 
The resident has the right to be free from abuse, 
neglect, misappropriation of resident property, 
and exploitation as defined In this subpart This 
includes but is not limited to freedom from 
corporal punishment, involuntary seclusion and 
any physical or chemical restraint not required to 
treat the resident's medical symptoms, 

§483, 12(a) The facility must-

§483.12(a)(2) Ensure that the resident is free 
from physical or chemical restraints imposed for 
purposes of discipline or convenience and that 
are not required to treat the resident's medical 
symptoms. When the use ,of restraints is 
indicated, the facility must use the lea~! restrictive 
alternative for the least amount of lime and 
document ongoing re-evaluation of the need for 
restraints, 
This REQUIREMENT Is not met as evidenced 
by: , 
Based on observation, Interview, and medical 

record review, the facility failed to ensure one of 
21 final sampled residents (Resident 13) was free 
from a physical restraint. The facility utilized a 
position change alarm'while Resident 13 was in 
bed, which resulted In Resident 13 being afraid lo 
move to avoid setting off the alarm. 

Findings:. 

On 5/13/19 at0900 hot1rs, Resident 13 was 
observed lying In bed with bilateral side rails 
elevated, A position change alarm (bed alarm) 
was observed on each side of Resident 13's bed, 

On 5/14/'19 at 0753 and D816 hours, an 
observation and concurrent interview was 
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Social· Services Designee and Unit · 
Manage!' talked with resident and 
resident's responsible party on l\1:ay 
21, 2019, who both agl'eed to leaw 
the pressure alarm on· only at night 
when resident is in bed. · 

All residenis reviewed by Director 
. of Nurses, Assistant Director of 
Nurses, Social Service~ Dir,!ctor 
and Unit Mai1agers Oil May 23, 
2019 to·ensure they were. free from 
physical restraints. No other · 
residents were affected by this 
deficient practice, 

Licensed nurses will complete fall 
assessment on i1ew admissions· and 
at least quarterly. A post fa!! 
assessment is completed for each 

· resident following a fall: 

Residents at high risk fol' falls will 
be assessed for the appropriateness 
of an alarm, All alternatives will 
be considered ptforto applying 
alarm on resident. 

Facility interdisciplinary team will 
continue to meet monthly to review 
all residents with alanns. There is 
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F604 Continued From page 5 
conducted with Resident 13. Resident 13 was 
obseNed lying flat In bed with bilateral side rails 
elevated, A position change alarm was observed 
on each side·of Resident 13's bed. Resident 13 
stated she was not aware what the two alarms 
were for, Resident 13 stated there were a couple 
of times when the alarm went off and " .. , it scared 
the hell out of me." When asked how'the alarm 
went of( Resident 13 stated she changed 
position in bed and the magnetic tab from the . 
alarm pulled off triggering the alarm. Resident 13 
stated she tried to stay in the same position while 
in bed so as.not to trigger the alarm. 

Medical record review for Resident 13 was 
initiated on 5113/19. Resident 13 was readmitted 
to the facility on 1112118. 

Review of Resident 13's quarterly MDS dated 
2/8/19, showed Resident 13 was cognitively 
intact. 

Review of the medical record failed to show a 
physfcian's order for the use of bilateral bed 
alarms. 

Review of the plan of care showed a c,ire plan 
problem dated 412/19, to address Resident 13's 
risk for falls. The interventions included to use 
the pressure and personal alarms in the chair and 
bed. 

On 5115/19 at 1103 hours, an interview was 
conducted with CNA 1. CNA 1 stated Resident 
13 was capable of repositioning herself in bed. 
CNA 1 stated Resident 13 had two position 
change alarms in place while ·she was In bed or 
chair for safely. CNA 1 explalnecl one was a 
pull-tab aiarm (a string Is attached magnetically to 
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F 604 

no stop date for these meetings. 
The discussion includes 
approp~iateness of alarm, 
alternatives to an alarm and the 
potential for any psychosocial 
concerns by utilizirig the alarm. 

All staff will be inserviced by 
Administrator on June 11 & 13, 
2019 to make the licensed nurse 
aware if a resident has a.nY question 

. or concem regarding the use of 
their alam1. 

Administrator wU! participate in the 
next three-monthly 
i11terdisciplinmy meeting to ensure 
tl1ere is a discussion that includes 
appropriateness of aJarin, 
alternatives to an alarm ancl the 

i 
' potential for any psychosocial 

concems. 

Facility will utilize SNFQAPI to 
monito\· 011 a monthly basis through 
the continuous quality 
improvement process. 
Administrator is responsible for 
monitoring the SNFQAPI program. 

' 
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F 604 Continued From page 6 
the alarm and clipped to the resident's clothing) 
and the other one was a pressure alarm (a 
pressure-sensitive pad is placed underneath the 
resident). CNA 1 stated these devices-were used 
for Resident 13's safely because one night 
Resident 13 was found, sleep walking. 

On 5115/19 at 1113 hours, an observation of 
Resident 13 was conducted with CNA 1. 
Resident 13 was observed lying flat In bed and 
there was a pull-tab alarm observed on the left 
side of Resident 13's bed. The alarm was 
connected by a string clipped to Resident 13's 
clothing (at her shoulder area.) The string was 
observed to not be long enough for. Resident 13 
to move in bed without setting off the alarm (the 
string was taut and there was no slack). Another 
alarm was observed on the right side of Resident 
13 and connected to a pressure pad underneath 
the resident. Resident 13 stated she could not 
move because she did not want the alarms to go 
off. Resident 13 was observed to move slightly to 
her right which caused the string magnet pull 
from the alarm box; this caused the alarm to go 
off. Resident 13 startled, her face turned red, and 
she became tearful. CNA 1 Immediately placed 
the string magnet back in place to stop tl1e alarm 
from sounding and consoled Resident 13. 
R'esident 13 stated, " ... why do I have that? I am 
not going anywhere." 

On 5/15/19 at 1120 hours, the DON was informed 
of the above observation, The DON stated 
Resident'13 was not supposed to have the 
pull-tab alarm while she was In bed. 

On 5115/19 at 1143 hours, an interview and 
concurrent medical record review for Resident 13 
was conducted with LVN 6. LVN 6 verified 
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F 604 Continued From page 7 
Resident 13 had two bed alarms. Li/N. 6 stated 
Resident 13 needed both alarms because the 
personal alarm or the tab alarm could alert the 
staff a lot quicker than the pressure alarm, LVN 6 
could not locate a physician'.s order for the use of 
pull-tab alarm or the pressure alarm for Resident 
13, LVN 6 could not find documentation to show 
an assessment was completed for the use of the 
two alarms for Resident 13. 

On 5117/19 at 0847 hours, a follow-up interview 
was conducted with the DON. The DON stated 
the facility did not have a policy for the use of the 
pull-tab alarm or the pressure alarm. 

F 656 Develop/Implement Comprehensive Care Plan 
SS=D CFR(s): 483.21(b)(1) 

§48q.21(b) Comprehensive Care Plans 
§483,21 (b)(1) The facility must develop and 
Implement a comprehensive person-centered 
care· plan for each resident, consistent with the 
resident rights set forth at §483.1 0(c)(2) and 
§483.10(c)(3), that includes measurable 
objectives and timeframes to meet a resident's 
medical, nursing, and mental and psychosocial 
needs that are Identified In the comprehensive 
assessment. The comprehensive care-plan must 
describe the following -
(i) The seNices that are. to be furnished to attain 
or m.aintain the resident's highest practicable 
physical, mental, and psychosocial well-being as 
required under §483.24, §483.26 or §483.40; and 
(ii) Any services that would othecwise. qe required 
under §483.24, §483.25 or §483.40 bu! are not 
provided due to the resident's exercise of rights 
under §483.10, including the ri[tht to refuse 
treatment under ,§483.1 0(c)(6). 
(iii) Any specialized services or specialized 
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F656 
F li56 Develop/ Implement 
Comp1·ehensive Care· Plan 

Facility will develop 
comprehensive person-centered 
care plans for each resident to 
avoid the risk of not providing 
appropriate, consistent and 
individualized care. · 

.. ' 

Resident 27's care plan has been 
updated to reflect her impaired 
vision, hearing impairrhent and use 
of oxygen by Nm·th Station Unit 
Mar1ager on May 21, 2019. 

MDS Coordinator's reviewed all. 
other resident's care plans for 
completion and accuracy of a 
comprehensive person-centered 
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F 656 Continued From page 8 
rehabilitative services the nursing facility will 
provide as a result of PASARR 
recommendations, If a facility disagre"ls with the 
findings of the PASARR, It must Indicate its 
rationale in the resident's medical record. 
(lv)ln consultation with .the resident and the 
resident's representative( s)• · 
(A) The resident's goals for admission and 
desired outcomes, 
(B) The resident's preference and potential for 
future discharge. Facilities must document 
Whether the resident's desire to return to !he 
community was assessed and any referrals to 
local contact agencies and/or other appropriate 
entities, for this purpose. 
(C) Discharge plans in the comprehensive care 
plan, as appropriate, in accordance wifh the 
requirements set forth in paragraph (c) of this 
section. 
This REQUIREMENT is not met as evidenced 
}?y: 
Based on observation, Interview, and medical 

record review, the facility failed to develop a 
comprehensive person-centered plan of care to 
-reflect the individual care needs for one of 21 final 
sampled residents (Resident 27). The facility 
failed to develop' a care plan to address Resident 
27's Impaired Vision, hearing Impairment, and use 
of oxygen. This failure posed the risk of not 
providing appropriate, consistent, and · 
individualized care to Resident 27, 

Firtdings: 

On 5/13119 a! 1030 hours, Resident 27 was 
observed in bed, receiving oxygen a! two liters 
per minute via a nasal cannula (flexible tubing 
used to deliver oxygen via the nostrils). 
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care plan on May 22, 23, 24, 20 l 9. 
No other'fesidents were affected by 
the deficient practice. . -

Medical Records Coordinator 
audits for the oompletiori of' · 
cqmptehensive person-centered 
care plans on admission and after 
any change of condition. : 

Any findings are given to the 
licensed nurse i-esponsible, thll 
Director of Nurses and 
Administrator for follow-up and· 
complianc(l, 

MDS c·oordi.nator l'eviews care 
plal)S quarterly before each care 
conference to ensui·e the · 
completion of a comprehensive· 
peison°centered care plan. 

Director of Nurses iJ:\Servfoed 
licensed nurses on June .14, 2019 to 
the requirement of completing a 
comprehensive person-centered 
care pl~n. 

Facility will utilize SNFQAPI to 
monitoi· on every other month basis. 
through the continuous quality 

' ' ' . ' 
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F 656 Contin_ued From page 9 
Medical record review for Resident 27 was 
Initiated on 5/13/19. Resident 27 was readmitted 
to·th~ facility an 7/27/18. 

Review of the physician's order summary report 
showed a physiqian's order dated 8/25/18, to 
administer oxygen at two liters per min'ute 
through a nasal cannula every shift. 

Review of the MOS dated ·8/30118, showed 
Resident 27 had mild visual impairment and 
moderate hearing Impairment. Documentation 
showed the resident's visual function hearing 
impairment were to be addressed in Resident 
27's plan of care. However, review of Resident 
27's plan of care failed to show any 
documentation to Identify the resident's axy_gen 
use, visual and hearing impairment. 

On 51141'19 at 1401 hours, an lnterviev/ and 
concurrent medical record review for Resident 27 
was conducted with the MOS Coordinator. The · 
MDS Coordinator reviewed the resident's medical 
record and confirmed there was no care plan 
problem(s) ta address Resident 27's use of 
oxygen use, lmpairnd vision or hearing loss. 

F 692 Nutrition/Hydration Status Maintenance 
SS•D CFR(s): 483.25(g)(1)-(3) 

§483.25(9) Assisled nutrition and hydration. 
(Includes naso-gastric and gastros!amy tubes, 
both percutaneous endoscopic gastrostomy and 
percutaneous endoscopic jejunostomy, and 
enterai nulds). Based on a resident's 
comprehensive assessment, the facility must 
ensure that a resident-

§483.25(g)(1) Maintains acceptable parameters 
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F 692 

improvement process .. : 
Admil).istrator is responsible for . 
monitoiing the SNFQAPI program .. 

F 692 Nutrition/ Hydration 
Status Maintenance 

Facility Will erisiire residents 
receive care and services to 
maintain acceptable nutritional 
status and usual body weight. 

Resident 95 is still a resident of the I 
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F 692 Continued From page 10 . F 692 
of nutritional status, such as usual body weight or 
desirable body weight range and electrolyte 
balance, unless the resident's clinical condition 
demonstrates that this ls not possible or resident 
preferences•indicate otherwise; 

§483.25(g)(2) Is offered sufficient fluid Intake to 
maintain proper hydration and health; 

§483.25(g)(3) Is offered a therapeutic i:liet when 
there Is a nutritional problem and the health care 
provider orders a therapeutic diet. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, medical record 

review, and facility P&P review, the facility failed 1 

to ensure one of 21 final sampled residents 
(Resident 95) who had significant weight loss 
received care and services to maintain 
acceptable nutritional status and her usual body 
weight. The facility failed to ensure the intake 
(percentage of meal consumed) of Resident 95's 
Boost Glucose Control (dietary supplement) was 
measured and documented. The facility also 
failed to ensure the RD's recommendations were 
implemented In a timely manner. These failures 
had the potential to place Resident 95 at risk for 
further unplanned weight loss. 

Findings: 

a. Review of the facility's P&P titled Weight 
Management Guidelines revised 11/17117, 
showed residents with significant weight variance 
should be Identified and appropriate interventions 
implemented. 

On 5/13/19 at 1505 hours, Resident 95 was 
observed seated in wheelchair in her room with a 

facility: 

Registered Dietitian met with 
Resident 95 on May 15, 2019. 
regarding her preference of to not 
have chocolate flavored nutritional 
supplement. ·Resident 95's 

· supplement was changed to vanilla 
flavored nutritional supplement on 
May 15, 2019, Resident 95 stated 
she did not like the vanilla flavored 
nutritional supplement on May 24, 
2019. Registered Dietitian changed 
order to be Boost Breeze which has 
three flavors, wild berry, peach and 
orange,, 

Dietitian reviewed each resident on 
May 27 & 28, 2019 to ensure there 
was documentation of supplement 
consumed. Dietitian also spoke to 
each resident on a supplement on 
May 27 & 28, 2019 to ensure that 
the tlavor of the supplement was 
not the reason f01: lack of 
consumption. No othei· residents 
were affected by the deficient 
prnctice. 

Licensed trnrses are documenting 
on the medication adtninistration 
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Continued From page 11 
container of chocolate flavored Boost Glucose 
Control supplement on her bedside table. 
Resident 95 was asked if she had finished the 
Boost-supplement. Resident 95 stated she only 
took a sip of the Boost supplement-because It 
was too sweet and she did not lil<e the-chocolate 
flavor. Resident 95 stated she had Informed staff 
she did not like the chocolate flavored Boost 
supplement and '!hey were supposed to replace it 
with a va~illa flavored supplement, but they have 
been bringing her the chocolate flavored 
supplement every day. Resident 95 stated she 
had lost about six or seven pounds since being 
admitted to the facility. 

Medical record review for Resident 95 was 
initiated on 5/14119. Resident 95 was admitted to j 
the facility on 4/21/19. · 

Review of the Weight and Vitals Summary 
showed Resident 95 weighed 105 pounds on 
admission (4/21/19). On 5/13/19, approximately 
three weeks later, Resident 95 weighed 95 
pou_nds, which was a 9.52% loss, 

Review of the Progress Notes showed· an entry 
by the RO dated 5/·\/19, showing Resident 95 
was underweight per the Body Mass Index 
standards. The RD's recommendaliori was to 
provide Resident 95 Boost'Glucose Control 
supplement two times a day (between meals) and 
record the percentage consumed on the 
Medication Administration Record to avert 
additional weight loss and promote gradual 
weight gain until Resident 95 returned to her 
usual body weight. 

Review of the Medication Review Report showed / 
a physician's order elated 5/1/19, for the nurses to 
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record the percent of supplement · 
constimed. Resident'95 is 
consuming an average of eighty- · 
five percent. 

Resident-receives suppJement twice 
a day in between meals. Intake is· 
documented on the medication 
administration record, 

Resident receives health shakes 
with me.als and additional 
supplement during medication pass. 

Resident is on fluid restriction, 
. secondary to COPD. 

In commu11ication with the 
physician, he believes her 
admission weight was elevated 
secondary to her health issues and 
the weight loss was expected as her 
condition improvecL 

Discharge plan for resident is to go 
home with husband. 

Facility has a daily weight review 
meeting for all residents on daily or 
weekly'weights. Intei·disciplinary 
team reviews each new weight to I 

I 

(X5) 
COMPLETION 

DATE 

Facility ID: CN,10000467 1( continuation sheet Page 12 of 50 



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

STATEMENT Of' DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) P~OVIDER/SUPPLIE<R/CLIA 
. IDENTIFICATION NUMBER: 

555349 

NAME OF PROVIDER OR SUPPLl~R 

VACAVILLE CONVALESCENT & REl;l,AB 

(X4)ID 
PREFIX. 

TAG 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED B.Y FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

F 692 Continued From page 12 
give Resident 95 one can of Boost Glucose 
Control supplement two times a day aQd to record 
the percentage qonsumed. 

Review of Resident 95's Medication 
Administratio'i1 Record for May 2019, failed to 
shaw documentation of the percentage of the 
Boost Glucose Control supplement that was 
consumed by Resident 95 from 511 to 5/14/19. 

On 5/14/19 at 1433 hours, an Interview and 
concurrent medical record review was conducted 
with the RD. The RD stated the purpose of the 
Boost Glucose Control supplement was to offset 
Resident 95's weight loss. The RD verified the 
nurses were supposed to give Residerit 95 the 
Boost Glucose Control supplement in between 
meals and document how much the resident 
consumed as a percentage on the Medication 
Administration Record. The RD stated it was 
important to document the percentage consumed 
because It was a way to track calorie . 
consumption to determine the effectiveness of 
the supplement. The RD verified there was no 
documentation of the percentage of the Boost 
Glucose Controi'supplement that was consumed 
by Resident 95. 

b. Review of Resident 95's Progress Notes · 
showed an entry by the RD dated 5/9/19, showing 
Resident 95 received Boost Glucose Control 
supplement twice a day; however, the RD 
recommended to change the supplement to 
vanilla flavored Ensure as the resident reported 
she did not like chocolate. 

Review of the Medication Review Report showed 
a physician's order dated 5/14/19, to discontinue 
the chocolate flavored Boast Glucose Control 
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make app1'6j)riate changes if " 
. . ' 

necessary, .. 

FacHity has a monthly -weight 
meeting for all other residents not . 
receiving daily or Week_ly weights, 

. . ·. . . 

Any changes will be docm~ented 
during, the meeting in the resident's 
clinical file, 

Registered Dietitian will continue 
to review resident'-s clinical file as 
needed. Registered Dietitian will 
give a copy of her· 
recom1nendations to the licensed 
nurse for'follow-up. A cqpy of 
Registered Dietitian 
recommendations will also be 
given to Adniinistratm' and Director 
of Nurses, 

Director of Nurses will review 
recommendations the.following · 
morning during interdisciplinary 
team weight l'eview to inonitor for 
completion and compliance. 

Director of Nurses will ihservice 
licensed nurses 'on June 14, 2019 to 
completing documentation for 

I 
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F692 Continued From page 13 
supplement and.give Resident 95 one Ensure 
supplement two times a day. The RD's 
recommendation was not implemented until five 
days later. 

Review of the Weights and Vitals Sum'mary 
showed Resident 95 weighed 97 pounds on 
518/19. On 5/13119, Resident 95 weighed 95 
pounds, which was a two-pound weight loss over 
one week, 

On 5/14/19 at 1433 hours, an interview and 
concurrent medical record review was conducted 
with the RD, The RD stated she would 
communicate her recommendations to the 
physician and carry out the physician's orders by 
the next day if the physician was in agreement 
with her recommendations. The RD verified she 
did not communicate her recommendation to 
change the chocolate flavored Boost supplement 
to vanilla flavored Ensure to the physician until 
five days after she documented her 
recommendation on Resident 95's assessment. 
Cross reference to F806, example #5. 

F 695 Resplratory/Tracheostomy Care and Suctioning 
SS=D CFR(s): 483.25(1) 

§ 483.25(1) Respiratory care, including 
tracheostomy care and tracheal suctioning. 
The facility must ensure that a resident who 
needs respiratory care, including tracheostomy 
care and tracheal suctioning, is provided such 
care, consistent with•professional standards of 
practice, the comprehensive person°centered 
care plan, the residents' goals and preferences, 
and 483.65 of this subpart. 
This REQUIREMENT Is not met as evidenced 
by: I 

I , 
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Registered Dietitian 
recor:nniendatio;1s. ln the c!inicai 
file. 

. . 
All staffwtH·be inserviced on June 
11 & i 3 oidnfonning the licensed 
riurs~ when.resident's voice a 
concein outside their scope of care, 
i.e. changing the flavor of their 
supplement 

Facility will utilize SNFQAPI to 
monitor on a quaiterly basis 
tl1rough the continuous quality 
improvement process .. 
Administrator is i:esponsible for 
monitoring the SNJIQAPI program. 

F 695 

F 695 .Respiratory J · Ju,u, 11, 
Trache_ostomy Care & Suctioning ?vlq 
Facility°will provide 11ecessary 
t1·eatment for all residents receiving 
respiratory therapy, 

Resident 83's CPAP machine has 
been cleaned by licensed nurse on 
May 21, 2019 accotding to facility 
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F 695 Continued From page 14 
Based on observation, Interview, medical record 

review, and facility P&P review, the facility failed 
to provide the necessary treatments to three of 21 
final sampled residents (Residents 83, 27, and 
90) receiving respiratory therapy. 

* The facility failed to ensure Resident 83 
received the necessary care for breathing 
treatment via a CPAP machine. · 

* The facility failed to ensure Resident 27 and 
90's nasal cannulas (tubing with two prongs used 
to deliver oxyge'n via the nostrils) were changed 
every five days In accordance with the physician's 
orders. 

These failures had the potential to negaUvely 
impact the residents' medical conditions. 

Findings: 

1. Review of the facility's P&P titled CPAP/BIPAP I 
Support dated 3/15, showed the staff Is to clean 1 
the machine with with warm, soapy water and 

1 
rinse at least once a week and as needed. The i 
policy showed the washable filter needs to be 
rinsed under running water once a week to 
remove dust and debris. The CPAP mask, nasal 
pillows, and tubing are to be cleaned daily by 
placing In warm, soapy water and soaking or 
agitating for five minutes in a mild detergent and 
to rinse with warm water and allow It to air dry 
between uses, · 

Medical record review for Resident 83 was 
initiated on 5113/19. Resident 83 was admitted to 
the fac!lity on 1/8/19. ! 

Review of Resident 83's physician's order dated I 
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policy and procedure, 

Facility had licensed nurses clean 
all other CP AP/BIPAP machines in 
use on May 21, 2019 accordihg to 
policy and procedure,· 

All residents utilizing 
CPAP/BIPAP machines had their 
orders updated on May 21, 2019 to· 
include cleaning of machine once a 
week with warm soapy water, 
cleaning the filte1: once a week and 
daily cleaning of the inask, nasal 
pillows, and tubing. 

Licensed nurses will document 
cleaning ofCPAP/BIPAP machines 
in the medication administration 

i record. 

Night shift licensed nurse is 
responsible for cleaning 
CPAP/BIPAP machines and 
document cleaning in medication 
administration record. Day shift 
Unit Manager will conduct rounds 
for four weeks to determine . 
compliance with documentation 
and cleaning, Directo~ of Nurses 
will randomly monitor for 
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5113/19, showed Resident 83 had a CPAP 
machine on While asleep, 

On 5113119 at 1151 ho4rs, an interview and 
observation of Resident 83's CPAP machine was 
conducted. LVN 5 was asked when the last time 
Resident 83's CPAP machine mask and tubing 
were cleaned and the filter was ch.anged. LVN 5 
stated there was an outside company to change 
it. lVN 5 acknowledged there was no date 
Identified or documented to show when this was 
done. 

On 5113/19 at 1210 hours, an interview and 
concurrent P&P review was conducted with RN 2. 
RN 2 was asked if there was any documentation 
to show when Resident 83's CPAP machine and 
tubing were cleaned and the filter was changed. 
RN 2 was unable to find any documentation show 
when the last time Resident 83's CPAP machine 
and tubing were last cleaned or a cleaning 
schedule. RN 2 stated the resident's plan of care 
should include the care and cleaning of the CPAP 
machine.· · .. 

2. On 5113119 at 0904 hours, Resident 27 was 
observed In bed, receiving .oxygen at two liters 
per minute through a nasal.cannula. The nasal 
canm1la tubing was dated "3/31." The nasal 
cannula was connected to a humidifier botfle 
dated 5/9/19. 

On 5113119 at 0910 hours, LVN 2 observed 
Resident 27's tubing and verified the nasal 
cannula was not changed since 3/31/19, even 
though the humidifier was changed on,5/9/19. 
LVN 2 stated_ the nasal cannula should have been 
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continuously going forward. 

Director of Nurses inserviced 
licensed nurses on June 14, 2019 to 
the facility policy and procedure 
for cleaning CPAP/BIPAP 
machines and their responsibility 
for documenting in the medication 
administration record. 

Medical Records Coo'rdinator will 
audit medication administration 
record to monitor for completed 
documentation. · 

Facility will ensure nasal cannulas 
are changed every five days in · 
accordance with physician's orders. 

Resident 27 had her nasal cannula 
replaced on May 13, 2019 by 
licensed nurse. 

Resident 90 had her nasal cannula 
replaced on May 13, 2019 by 
licensed 11urse. 

Licensed nurses are responsible for 
replacing the nasal cannulas and 
humidifier bottle for all residents 
receiving oxygen therapy every 
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changed every live d·ays as ordered, 

Medical record review for Resident 27 was 
Initiated on 5113119, Resident 27 was readmitted 
to the facillty'on 7/27118. 

Review of the Order Summary Report showed a 
physician's order dated 7/27118, to change the 
humidifier bottle and tubing every five days. 

Review of the Medication Administration Record 
for May 2019, showed the humidifier bottle and 
tubing were scheduled to be changed every five 
days on· the night shift. The humidifier bottle and 
tubing was signed as changed on 513, '618, and 
5/13/19. However, the tubing was labeled 
3/31/19. 

3. On 5/13/19 at 0915 hours, Resident 90 was 
observed in bed, receiving oxygen at two liters 
per minute through a nasal cannula. T.he nasal 
cannula tubing was dated 4/28/19. The nasal 
cannula was connected to a humidifier bottle 
dated 5112/19. 

On 5/13/19 at 0918 hours, the DSD observed j 
Resident 90 and verified above findings. 

Medical record review for Resident 90 was 
initiated on 5/13119, Resident 90 was admitted to 
the facility on• 117116. 

Review of the Order Summary Report showed a 
physician's order dated 1/12/16, to change the 
humidifier bottle and tubing every five clays. 

Review of the Medication Administration Record 
for May 2019, showed the humidifier bottle and 
tubing were scheduled to be changed every five 
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five days. Documentation of the 
teplacement in maintained in the 
medication administration record, 

Director of Nurses inserviced 
licensed nurses 011 June 14, 20 l 9to 
the responsibility of replacitig nasal 
cannulas, humidifier bcittles and 
documenting in the medication 
administration record, 

Director of Nurses will monitor for 
compliance with rando.m checks of 
five resident's nasal cannulas and 
humidifier bottles each week for 
the first two months. 

Following the first two months the 
facility will assign the· 
responsibility for checking to the i 
day shift Unit Manager. Unit 
Manager will obse1-ve weekly each 
resident on their unit to ensure 
nasal cannulas and hwpidifier 
bottles have been replaced timely. 
Unit Manager will repo1t findings 
to the Director of Nurses. 

Facility will utilize SNFQAPI to 
monitor on every other month basis 
through the continuous quality 
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days on the night shlfl The humidifier bottle and 
tubing was signed as changed on 5/3, 518, and 
5113/19; however, the tubing was observed to be 
dated 4/28/19 .. 

F 700 Bedrails 
ss=E CFR(s): 483.25(n)(1)-(4) 

§483.25(n) Bed Rails. 
The facility must attempt to use appropriate 
alternatives prior to installing a side or bed rail. If 
a bed or side rail Is used, the facility rnµst ensure 
correct Installation, use, and maintenance of bed 
rails, including but not limited to the following 
elements. 

§483.25(n)(1) Assess the resident for risk of 
entrapment from bed rails prior to installation. 

§483.25(n)(2) Review the risks and benems of 
bed rails with ·the resident or resident 
representative and obtain informed consent prior 
to Installation. 

§483.25(n)(3) Ensure that the bed's dl~ensions 
are appropriate for the resident's size and weight. 

§483.25(n)(4) Follow the manufacturers' 
recommendations and specifications for installing 
and maintaining bed rails. 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, interview, medical record 

review, and facility P&P review, the facility failed 
to ensure 10 of 21 final sampled residents 
(Residents 2, 13, 16, 17, 27, 31, 82, 87, 96, and 
504) remained free from accident hazards due to 
the use of elevated side rails. 
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improvement process. 
Administl'ator is responsible for 
monitol'ing the SNFQAPI program. 

F 700 Bedrails 

Facility will ensure all residents are 
free from accident hazards due to· 
the use of elevated side rails. 

Resident 2was assessed far the use 
of side rails by interdisciplinary 
team on May 28, 2019, IDT 
determined to remove one side rail 
for Resident 2. 

Resident 13 was assessed for the 
use of side rails by interdisciplinary 
team on May 28,201.9. Side rails 
were removed for Resident 13. 

Resident 16 was assessed for the 
use of side rails by interdisciplinary 
team on May 28, 2019. Side rails 
were removed for Resident 16. 

Resident 27 was assessed for the 
use of side rails by interdisciplinary 
team on May 28, 2019. IDT 
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• The facility failed to attempt alternative 
measures and review the risks and benefits with 
each resident and/or the resident's representative 
prior to the use of elevated side rails for 
Residents 2, 13, 16, 27, 31, 82, 87, 96, and 5P4. 

• The facility failed to follow the physician's order 
to elevate Resident 17's side rails during care 
only. 

These had the potential to put the residents at 
risk for entrapment and serious Injury. 

Findings: 

Review of the FDA issued a Safety Alert entitled 
Entrapment Hazards with Hospital Bed side rails. 
Residents most at risk for entrapment are those 
who are frail or elderly or those who have 
conditions such as agitation, delirium, confusion, 
pain, uncontrolled body movement, hypoxia, fecal 
impaction, or acute urinary retention, etc., that 
may cause them to move about the bed or try to 
exit from the bed. Entrapment may occur when a 
resident is caught between the mattress and bed 
rail or In the bed rail Itself. 

Review of the'facilily's P&P titled Proper Use of 
Side Rails revised 12/2016, showed the use of 
side rails as an assistive device will be addressed 
in the resident's care plan. Less restrictive 
Interventions will be Incorporated In tile care 
planning. Documentation will Indicate If less 
restrictive approaches are not successful, prior to 
considering the use of side rails. The risks and 
benefits of side rails will be conside'red for each 
resident. 

1. Medical record review for Resident 27 was 
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determined to remove one side rail 
for Resident 27, 

Residerit 31 was assessed for the 
use of side rails by interdisciplinary 
· team on May 28, 2019. Side rails 
were removed for Resident 31. 

Resident 82 was assessed.for the 
use of side rails by interdisciplinary 
team on May 28, 2019. Side rails 
were removed for Resident 82. 

Resident 87 was assessed for the 
use of side rails by interdisciplinary 
team on May 28, 2019. Side rails 
were removed for Resident 87. 

Resident 96 was assess'ed for the 
use of sidernils by interdisciplinary 
team on May 28, 2019. · IDT 
determined to remove one rail for 
Resident 96. 

Resident 504 discharged from the 
facility on May 24, 2019. 

Resident 17 was assessed for the 
order to elevate side rails only 
during care by the intei'disciplinary 
team on May 28, 2019. Resident 
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F 700 Con_tinued From page 19 
Initiated on 5/13/19. Resident 27 was admitted to 
the facility on 7127/18. 

Review of the quarterly MOS dated 311,119, 
showed Resident 27 had moderately impaired 
cognition. 

On 5/13/19 a't 1030 hours, Resident 27 was 
observed in bed with bilateral side rails (at the 
head of the bed). The right side rail was . 
observed elevated, while the left side rail was 
down. 

On 5/1'4/19 at 1316 hours, Resident 27 was 
· observed lying in bed with elevated bilateral side 
rails. 

Review of the Order Summary Report 'showed a 
physician's o'rder dated 7/271'18, for half side rails 
up for bed mobility - non restrictive. 

Review of the Physical Restraints/Asslstlve 
device Assessment/Consent dated 7/27/18, 
showed Resident 27's responsible party signed a 
consent for the use of quarter length side rails for 
bed mobility. There were no documentation to 
show alternative measures were attempted prior 
to the use of the elevated side rails. The area to 
document the risk and benefits were discussed 
with the resident. and/or responsible party failed to 
show what the risk and benefits were reviewed. 

Review of Resident 27's plan of care showed a 
care plan problem to address the potential for 
falls. One of the interventions included bilateral 
half side rails to be elevated. 

On 5/15/19 at 1404 hours, an lntervie1v and 
concurrent medical record review was conducted 

FORM CMS.2567(02•90) Previous Varnlons Obaole{e Event ID: QJY 411 

PRINTED: 05/28/2019 
FORM APPROVED 

0MB NO 0938-0391 
(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 

COMP LE TEO A. BUILDING _______ _ 

8, WING 05/17/2019 

ID 
PREFIX 

TAG 

STREET ADDRESS, CITY, SIATE, ZIP CODE 

585 NUT TREE COURT 

VACAVILLE, CA 95687 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY! 

F 700 

17 had some cognitive changes 
since the physician order dated 
June 7, 2012. Unit Manager spoke 
with resident's responsible pa1ty 
who stated she would' like side rails 
in place.for resident secondary to 
her cognition and history of falls. 

Interdisciplinary team, including 
Director of Nurses, Assistant 
Director of Nurses, Social Services 
Directoi', MOS. Coordinators, Unit 
Managers and Administrator 
reviewed all residents using side 
rails on Ju1ie 10, 2019. Any 
recommended changes-have been 
completed and documented in the 
residents clinical file. 

Facility will document any 
alternative measures attempted 
prior to utilizing side rails in the 
interdisciplinary notes maintained 
in the clinical file. 

Facility will document in the 
medication administration record 
what utilization of the side rails is 
in place for each resident. 

Facility uses a form placed in the 
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with LVN 6. LVN 6 stated Resident 27,had 
bilateral quarter side rails were used for bed 
mobility. LVN 6 stated the facility did not have 
half side rails and they did considered quarter 
length side rails as the least restrictive device, 
LVN 6 verified there were no alternative 
measures attempted for Resident 27 and the risk 
and benefits identified prior to the use of elevated 
side rails for Resident 27, 

2,' On 5/13119 at0912 hours, Re~ident87 was 
observed lying In bed with bilateral elevated side 
rails (from the head of the bed up to the waist 
level, measured 36.5 inches In length), 

Medical record review for Resident 87 was 
Initiated on 5/13/19. Resident 87 was admitted to 
the facility on 7/31/18, 

Review of Resident 87's quarterly MDS dated 
4/23/19, showed Resident 87 had moderately 
Impaired cognition. 

Review of a physician's order dated 7/31/18, 
showed to provide quarter length elevated side 
rails for bed mobility - non restrictive, 

Review of the CNA's Documentation Survey 
Report for May 2019, showed Resident 87 
required limited to total assistance of one person 
for bed mobility, 

. Review of the Physical Restralnts/Asslstive 
device Assessment/Consent dated 7 /27 /18, 
showed the questions for alternatives considered 
and offered, and risks and benefits discussed, 
were answered NIA (not applicable). 

Review of Resident 87's plan of care showed a 
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resident's closet to inform certified 
nursing assistants of care guidelines 
for each resident· Licensed nurse 
will add utilization of side rails to 
this form. 

Interdisciplinary team will continue 
to meet monthly and disctiss each 
iesident utilizing side rails. 
))iscussion will involve using the 
least restdctive approach. 

Director of Nurses will inservice 
licensed nurses on June 14, 2019 to 
complete a person-centered 
assessment of each resident upon 
admission to determine use of side 
rails, Alternative measures if 
appropriate will be attempted prior 
to utilizing side rails. 

Facility will utilize SNFQAPI to 
monitor on every other month basis 
through the continuobs quality 
improv!c]ment process. 
Administrator is responsible for 
monitoring the SNFQAPI program, 
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F 700 Continued From page 21 
care plan problem to address the potential for 
falls. One of the Interventions Included bilateral 
quarter side.rails to be elevated. 

On 5/15119 at 1425 hours, an interview and 
concurrent medical record review was conducted 
with LVN 1. L VN 1 reviewed the medical record 
and verified there.were no alte.rnatlve measures 
attempted and risks and benefits were not 
reviewed prior to the use of side rails for Resident 
87. ' 

3. On 5113119 at 0900 hours, Resident 13 was 
observed lyirig in bed with bilateral side rails 
elevated. 

Medical record review for Resident 13 .was 
Initiated on 5/13/19. Resident 13 was admitted to 
the facility on 1112118. 

Review of the History and Physical dated 1114/18, 
showed Resident 13's physician identified the 
resident did not have the capacity to understand 
or make decisions, 

Review of the CNA's Documentation Survey 
Report for May 2019 showed Resident 13 
required limited to extensive assistance of one to 
two persons for bed mobility. 

Review of the Physical Restraints/Assistive 
device Assessment/Consent dated 1112118, 
showed Resident 13 signed the consent for the 
use of elevated quarter side rails. The questions 
for alternatives considered and offered prior to 
the use of side rails was answered NIA There 
was no documentation to show what risk and 
benefits were reviewed with Resident 13 prior to 
tl1e use of the side rails. 
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Review of Resident 13's plan of care showed a 
care plan problem dated 1112/18, to address the 
potential for falls. One of the Interventions 
included bilateral quarter side rails to be elevated. 

On 5/15/19 at 1359 hours, an Interview and 
concurrent medical record review was conducted 
with LVN 6. LVN 6 reviewed the medical record 
and verified there were no ;3lternative measures 
attempted and risks and benefits were not 
reviewed prior to the use of side ral)s for Resident 
13. 

4. On 5/13119 at 0840 hours, Resident 82 was 
observed lying in bed with bilateral side rails 
elevated (from the head of.the bed up to the waist 
level, measured at 36.5 Inches in length). 

Medical record review for Resident B2was 
initiated on 5113/19. Resident 82 was admitted to 
the facility on 1/13/16. 

Review of Resident 82's quarterly MOS dated 
4/11/19, showed Resident 82 had moderately 
impaired cognition. · 

Review of the Medication Review Report showed 
a physician's order dated 7/10117, for quarter 
elevated side rails up for bed mobility • non 
restrictive. 

Review of the CNA's Documentation Survey 
Report for May 2019, showed Resident 82 
required extensive to total assistance of one to 
two persons for bed mobility. 

Review al Resident .82's plan of care showed a 
care plan problem dated 1/26/16, to address the 
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potential for falls. One of the interventions 
Included bilateral quarter side rails to be elevated .. 

There was no documentation alternative 
measures were attempted prior to the use of 
elevated side rails. 

o~ 5/15/19 at 1<\06 hours, an interview and 
concurrent medical record review for Resident 82 
was conducted with LVN 6. LVN 6 verified there 
were no alternative measures attempted and 
risks and benefits were not reviewed prior to the 
use of side rails for Resident 82, 

5. On 5/13/19 at 0924 hours, Resident 17 was 
observed lying In bed with bilateral side rails 
elevated. 

Medical record review for Resident ·17 was 
Initiated on 5/13/19. Resident 17 was admitted to 
the facility on 5/27/11. 

Review of resident 17's quarterly MOS.dated 
2/22/19, showed resident 17 was moderately 
cognitively impaired. 

Review of fhe Medication Review Report showed 
a physician's order dated 6/7/12, forquarter'side 
rails to be elevated only during care. 

On 5/14/19 at 1317 hours, Resident 17 was 
observed lying in bed with bilateral side rails 
elevated. There was no staff in the room 
providing care to Resident 17. 

On 5/16/19 at 0826 hours, an interview was 
conducted with CNA 6, CNA 6 slated she kept 
the side rails elevated whenever Resident 17 was 
in bed lo keep Resident ·17 from falling. 
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On 5/16/19 at 0845 hours, an interview and 
concurrent medical record review was conducted 
with LVN 6. LVN 6 was informed and verified 
above findings. 

6. On 5/13/19 at 0900 hours, an observation and 
concurrent Interview was conducted with 
Resident 2. Resident 2 was observed lying in her 
bed with bilateral side rails elevated at the head 
of the bed, Resident 2 stated she used the side 
rails for repositioning herself In bed and to 
transfer In and out of bed. 

Medical record review for Residerit 2 was Initiated 
on 5113/19. Resldent2 was admitted to the 
facility on 7/19/18, and readmitted on 10/23/18. 
There was no documentation found to·show 
alternatives were attempted prior to the use of 
side rails. 

Review of the physician's order dated 10/23/18, 
showed an order for side rails to be elevated for 
bed mobility. 

Review of Resident 2's History and Physical 
dated 10/25/18, showed Resident 2 had a history 
of a stroke with decreased strength on the left 
side of her body. 

Review of Resident 2's care plan problem titled 
Potential for Injury revised 2/11/19, showed 
Resident 2 was at risk for Injury due to 
generalized weakness and gait/balance 
problems. 

On 5/14/19 at 1515 hours, an observation was 
conducted of Resident 2. Resident 2 Was 
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observed lying In her bed asleep with bilateral 
side rails elevated at the head of the bead. 

On 5/15/19 at 0852 hours, an observation was 
conducted of Resident 2. Resident 2 was 
observed lying in her bed with bilateral side rails 
elevated at the head of the bed. 

On 5/15/19 at 1105 hours, an interview and 
concurrent medical record review far Resident 2 
was conducted with the DON. Review of 
Resid_ent 2's Physical Restrains/Asslstive Device 
Assessment(Consent farm dated 10/23/18, 
showed a section to document alternatives 
considered and offered prior to asslstive device 
(side rail) utilization. The documentation under 
the alternatives ta side rails section only showed 
a physician's order was obtained for the use of 
side rails, and failed to show any alternatives 
were attempted prior to the use of elevated side 
rails. The DON verified alternatives were not 
attempted prior to the use of side rails for 
Resident 2. 

7. On ·5/14/19 al 0802 hours, an observation was 
conducted of Resident 31. Resident 31 was 
observed lying in her bed with bilateral side rails 
elevated at the head of the bed. 

Medical record review far Resident 31 .was 
initiated an 5/13/19. Resident 31 was admitted ta 
the facility on 5/25/18. Resident31's medical 
record failed ta show alternatives were attempted 
prior ta the use of side rails. 

Review of the physician's order dated 5/25/18, 
showed an order far side rails to be el~vated for 
bed mobility. 
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Review of Resident 31 's History and Physical 
dated 1/7/19, showed Resident 31 had a 
diagnosis of dementia with behavioral 
disturbance. 

Review of Resident 31 's care plan problem titled 
Potential for Falls related to dementia, with a 
target date of 6/6/19, showed an intervention for · 
side rails to be elevated, and a gos1I for Resident 
31 to remain free from fall related Injury. • 

On 5/15/19 at 0841 hours, an observation was 
conducted of Resident 31. Resident 31 was 
observed lying In her bed asleep with bilateral 
side rails elevated at the head of the bed. 

On 5/15119 at 1000 hours, an interview was 
conducted with CNA 3. CNA 3 stated Resident 
31 used her side rails to assist with transferring in 
and out of bed. · 

on 5/15/19 at 1051 hours, an interview and 
. concurrent medical record review was conducted 
with the DON. Review of Resident 31 's Phystcal 
Restrains/Assistive Qevlce AssessmenVConsent 
form dated 5/28/18; showed a section to 
document alternatives considered and offered 
prior to assistive device (side rail) utilization. The 
documentation under the alternatives to side rails 
section showed "n/a" and failed to show 
alternatives were attempted prior to the use of 
elevated side rails. The DON verified alternatives 
were not attempted prior to the use of side rails 
for Resident 31. . · 
8. On 5/13119 at0804 and 1504 hours, Resident 
96 wa$ observed in bed with bilateral side rails 
elevated at the head, 

Medical record revie,'I for Resident 96 .was 
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Initiated on 5/13/19. Resident 96 was admitted to 
the facility on 4/21/19. 

Review of Resident 96's medical record failed to 
show documsntatlon alternatives were attempted 
prior to the use of the elevated side rails and 
failed to show documentation the risks and 
benefits of the side raHs were Identified and 
reviewed with the resident and/or the resident's 
representative. 

On 5/15/19 at 1413 hours, an inteNiew and 
concurrent medical record review was conducted 
with RN 2. Review of the Physical · 
Restralnts/Asslstive Device AssessmenUConsent 
dated 4/21/19, for the use of bilateral quarter side 
rails failed to show documentation alternatives 
were attempted prior to the use of the elevated 
side rails. The section under "The following risks 
and benefits have been discussed with the 
resident ... " failed to identify what the risks and 
benefits of the side rails were. RN 2 verified the 
above findings and stated the facility did not 
attempt alternatives prior to using side rails. 

9. On 5/13/19 at 0817 and on 5/14/'19 at ·1318 
hours, Resident 504 was observed lying in bed 
with bilateral side rails elevated at t11e head. 

Medical record review for Resident 504 was 
initiated on 5/13/19. Resident 96 was admitted to 
the facilityon·4/21/19. 

Review of Resident 504's medical record failed to 
show documentation alternatives were.attempted I 
prior to the use of the elevated side rails and 
failed to show documentation the risl<s and 1 

benefits of the side rails were Identified and 
reviewed with the resident and/or the resident's 
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representative. 

On 5/15/19 at 1413 hours, an interview and 
concurrent medical record review was conducted 
with RN 2. Review of the Physical 
Restraints/AsslsUve Device AssessmenUConsent 
dated 5/4/19, for the use of bilateral quarter side 
rails failed to show documentation alternatjves 
were attempted prior to th·e use of the elevated 
side rails. THe section under. "The following risks 
and benefits have been discussed with the 
resident,,," failed to Identify what the risks and 
benefits of the side rails were. RN 2 verified the 
above findings and stated the facility did not 
attempt alternatives. prior to using side rails. 
10. On 5/13/19at0814, 1011, and 1515hours, I 
on 5/14/19 at 1320 and 1518 hours, and again on 
5115/19 at 0918, 1401 hours, Resident 16 was 
observed lying In bed with bilateral side rails 
elevated. 

Medical record review for Resident 16 was 
initiated-on 5113/19. Resident 16 was originally 
admitted to the facility on 4/30/15 and readmitted 
on 5/20/17. 

Review of Resident 16's care plan problem titled 
at risk for falls dated 5114/15, and revised on 
316/18, showed Resident 16 was at risk for falls 
related to decondltioning, gaiUbalance problems, 
history of falls and stroke. 

Review of Resident 16's Physical Restraints/ 
Assistive Device AssessmenU Consent dated 
5120119, showed the following: 
-Alternatives considered.and offered prior to 
restrictive and assistive device lltilization: ¼ side 
rails for bed mobility, i 
- Risks an.d benefits discussed with the resident 1 
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and the responsible part relating to restrictive and 
assistive device utilization: ¼ side rails for bed 
mobility. 
- Resident and respons.ible party signa'ture 
area(s) was blank. 

On 5115119 1511 hours, an.Interview arid 
concurrent m edlcal record review was conducted 
with LVN 1. l VN 1 verified the above findings, 
When asked about the alternatives prier to the 
use of side rails. LVN 1 stated there were not any 
alternative Interventions attempted prior to the 
Implementation of side rails for Resident 16. 
When asked if the risks and benefits were 
discussed on the use of side rails, LVN 1 stated 
no, 

F 757 Drug Regimen is Free frol)'l Unnecessaiy Drugs 
SS-0 CFR(s): 483.45(d)(1)-(6) 

§483.45(d) Unnecessaiy Drugs-General. 
Each resident's drug regimen must be free from 
unnecessary drugs, An unnecessary drug Is any 
drug when used-

§483.45(d)(1) In.excessive dose (including 
duplicate drug therapy); or 

§483.45(d)(2) For.excessive duration; or 

§483.45(d){3) Without adequate monitoring: or 

§483.45(d)(4) Without adequate indi.cations for its 
use: or 

§483.45(d)(5) In the presence of adverse 
consequences which indicate Hie dose should be 
reduced or discontinued; or · 
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F 757 Drug Regimen is Free from 
F 757 Unnecessary Drugs 

Facility.will ensui'e residents are 
free from unnecessary medications. 

Resident 506 coritinues to be a 
. resident of the facility. 

Assist<1nt Director of Nurses spoke 
with physician for Resident 506 on 
May 23, 2019, and he·slated that he 
did not want to put a. paraineter for 
the use ofLasix and blood pressure 
medica\ions•. 

Director of Nurses reviewed all 
other residents with blood pressure 
medication for the plac.ement of 
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§483.45(d)(6) Any combinations of the· reasons 
stated in paragraphs (d)(1) through (5) of this 
section. , 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, Interview, and medical 

· record review, the facility failed to ensure one 
nonsampled resident (Resident 506) was free 
from unnecessary medications. 

* The facility failed to ensure Resident 506's 
blood pressure medications. had adequate 
monitoring or parameters for its use. When 
interviewed, the licensed nurses gave conflicting 
information regarding when they would administer 
or hold the resident's blood pressure medications. 
This had the potential for the reside(lt to receive 
unnecessary medication and develop significant 
side effects such as hypotension ( abnormally low 
blood pressure). 

Findings: 

Re.view of The Food and Drug Administration's· 
(FDA) drug product information for Laxis, showed 
Lasix, when combined with angiotensin 
converting enzyme inhibitors (ACE inhibitors), 
may lead to severe hypotension. Changes in 
blood pressure must be carefully monitored when 
Lasix Is 11sed· with other antlhypertensive drugs. 

Review of Lexlcomp (an onllne drug reference) 
showed concurrent drug therapy issues relateq to 
the use of hydralazlne and nlfediplne included 
drug to drug Interactions that may potentially 
cause signiflcanl Interactions, requiring additional 
monitoring. The drug reference showed 
nifediplne may enhance the hypotensive effects 
of beta blockers. For hydralazlne, the drug 
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No other residents were affected by 
the deficient practice. · 

Facility verifies each medication 
ordered, including parameters with 
the attending physician for each 
riew admission residents. 

Consulted Pharmacy reviews 
medication orders for any new 
admission resident and for each 
ne'(V order with existing residents. 
Interdisciplinary team i-eviews the 
clinical ·file for all new admissions 
the next morning after the admit. 
Medication orders is included in 
the morning review. 

Facility. completes recaps (review 
of all orde1's) for each resident on a 
monthly basis. As part of the recap 
process, Director of Nurses and 
Assistant Director ofN urses review 
and monitor for medications that 
could potentially need parameters 
or monitoring. 

Consultant Phmmacist reviews the 
clinical file monthly for each 
resident to ensure residents are free 
from unnecessary medications. 
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interactions included other blood pressure 
lowering agents, which may enhance the 
hypotenslve effect of hydralazine. • 

On 5/15/1 ~ at 0809 hours, a medication 
administration observation for Resident 506 was 
conducted with RN 1. RN 1 prepared and 
administered Resident 506's medications, which 
included the following: 
" one tablet of carvedllol (blood pressure 
medication belonging to the drug class' beta 
blockers) 3.125 mg, 
- one tablet of Las Ix ( diuretic with 
antihypertensive effects) 20 mg, 
- one tablet of lisinopril (blood pressure 
medication belonging to the drug class ACE 
inhibitors) 1 O mg, and 
- one tablet of nifediplne ER (blood pressure 
medication) 60 mg. 

Reviel'( of the Medication Review Report showed 
physician's orders dated; 
- 5/3/19, to administer one tablet of nifedipine ER 
·so mg one time a day for hypertension, 
- 5/3/19, to admlnister·one tablet of lislnopril 10 
mg one time· a day for hypertension, and 
- 5/4/19, to administer one tablet of hydralazine 
50 mg every eight hours for hypertension. 
The Medication Review Report failed to show 
parameters of when to hold the blood pressure 
medications (i.e. hold If the systolic blo'od 
pressure or heart rate was below a specified 
number). 

Review of Resident 506's plan of care showed a 
care plan problem dated 5/4/19, to address the 

1 resident being on diuretic therapy (Lasix). The 
I goal was for Resident 506 to be free of any 
1 
discomfort or adverse side effects of diuretic 
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Director of Nurses will inservice 
licensed nurses on June 14, 2019 of 
the residents right to be free from 
any unnecessary ·medications, and 
when th~y should adininist.er or. 
hold a resident's medications. 

Facility will utilize SNFQAPI to 
monitor on a every other month · 
basis through the continuous 
quality improvement process, 
Administrator is responsible for 
monitoring the SNFQAPI program. . 
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therapy. The Interventions included '.'many other 
medications may Interact with antihypertensives 
to potentiate their effect" ,and lo monitor for 
Interactions/adverse consequences. 

On 5/15119 at 0904 hours, an lnteriiewwas 
conducted with the ADON. The ADON stated 
medications such as Lasix, lisinopril, and 
nifedipine, among othe_r medications, could cause 
hypotension: The ADON stated parameters for 
medications were determined by the physician 
and the nurses could contact the physician to 
obtain parameters for the blood pressLJre 
medications. 

On 5/16/19 a.t 0957 hours, an Interview was 
conducted with the Medical Director. The 
Medical Director was asked about polypharmacy 
(the simultaneous use of multiple drugs to treat a 
single ailment or condition). The Medical Director 
stated parameters of when to administer or hold 
certain medications depended on the resident's 
condition and history, but it was good and/or safe 
practice to have parameters in place for the b_lood 
pressure medications, 

On 5tl6l19 al 1428 hours, an interview was 
conducted with RN 1. RN 1 was asked when 
would she administer or hold Resident 506's 
blood pressure medications. RN 1 stated she 
would use her nursing judgement to determine 
when she would hold the resident's blood 
pressure medications. 

On 5116/19 at 1454 hours, an interview was 
conducted w[th LVN 4. LVN 4 was asked when 
would. she administer or hold the resident's blood 

' pressure medications. LVN 4 stated each I 

resident was different and she would hold the I 
FORM CMS~2S67(02-99) Previous Versions Obsolete Event ID:OJV411 

·., 

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING 

8. WING 

--------

.STREET ADDRESS, CITY,STATE. ZIP CODE 

685 NUT TREE COURT 

VACAVILLE, CA 9S687 

PRINTED: 05/28/2019 
· '· FORM APPROVED 
·'OMS NO, 0938-0391 

(X3) DAl'E SURVEY 
·COMPLETED 

· ·0S/17/2019 

ID 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRoCTION 
(EACH CORRECTIVE ACTION SHOULD BE 

(X5) 
C.OMPLETION 

DAT!:; . CROSS-REFERENCED TO THE APPROPRIATE 
. DEFICIENCY) 

F 757 

Fac!llty ID: CA010000'167 If continuation sheet Page 33 of 50 



DEPARTMENJ.OF t-{EALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) ·PROVIDER/SUPPLIER/CUA 
IDENTIFICATION NUMBER: 

555~49 

NAME OF PROVIDER OR SUPPLIER 

VACAVILLE CONVALESCENT & REHAB 

(X4) ID 
PREFIX 

TAG 

F 757 

F 758 
SS=D 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

. REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 33 
resident's blood pressure medications if the 
systolic blood pressure was less than 110 or 100 
mmHg, · · 
Free from Unnec Psychotropic Meds!PRN Use 
CFR(s): 483.45(c)(3)(e)(1)-(5) 

§483.45(e) Psychotropic Drugs. 
§483.45(c)(3) A psychotropic drug l,s any drug that 
affects bralh activities associated with mental 
processes and behavior. These drugs include, 
but are not limited to, drugs in the following 
categories: 
(i) Anti-psych·otlc; 
(ii) Anti-depressant; 
(iii) Anti-anxiety; and 
(iv) Hypnotic 

Based on a comprehensive assessment of a 
resident, the facility must ensure that---

§483.45(e)(1) Residents who have not used 
psychotropic drugs are not given these drugs 
unless the medication is necessary to treat a 
specific condition as diagnosed and documented 
In the clinical record; 

§483.45(e)(2) Residents who use psychotropic 
drugs receive gradual dose reductions, and 
behavioral Interventions, unless clinicaJly 
contraindicated, in an effort to discontinue these 
drugs; 

§483.45(e)(3) Residents do not receive 
psychotropic drugs pursuant to a PRN order 
unless thal medication Is necessary to treat a 
diagnosed specific condition that Is documented 
in the clinical record; and 
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F 7,58 Free from Unnecessary 
Psyd1otropic Medications / PRN 
Use 

Facility will ensure licensed nurses 
. accurately monitor the numbet"of 
behavior episodes on the 
rnedic~tion administration rec.ord 
for residents on a psychotropic 
medication to prevent the potential 
for affecting the resident's well­
being and quality of life. 

Residents 16's Psychotropic 
Summary Sheet and niedication 
administration record for May has 
been completed 1111d accurate for 
the same number of beliavior 
episodes by Medical Records 
Coordinator on May 28, 2019. 

Medical Records reviewed all other 
residents on psychotropic 
medications to ensure that the 
medication administration iecords. 
matched with the psychotropic 
summary sheets on May 28, 2019, 
No other residents were affected by 

. the deficient practice. 

Medical Records Coordinator is 

IXS) . 
COMPt.ETlON 

OATE 

Fae/Illy to: CA010000467 If continuation sheet Page 34 of 50 



• ,. 
DEPARTMi;NT:OF HEALTH AND HUMAN SERVICES 
CENTERS F.OR MEDICARE & MEDICAID SERVICES 

STATEMENT OF'DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PROVIDER)SUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

555349 

•· NAME OF PROVIDER OR SUPPLIER 

VACAVILLE CONVALESCENT & REHAB 

. (X4) ID 
PREFIX 

TAG 

F 758 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEF.ICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 34 
§483.45(e)(4) PRN orders for psychotropic drugs 
are limited to 14 days, Except as provided in 
§483.45(e)(5), if the ~ttending physician or 

~~~~~~~i~fe ~~~~~~o;~~i:~i~t~ t~=t~~:!nded 
beyond 14 days, he or she should document their 
rationale in the resident's medical record and 
indicate the duration for the PRN order. 

§483.45(e)(5) PRN orders for anti-psychotic 
drugs are limited to 14 days and cannot be 
renewed unless the attending physician or 
prescribing practitioner evaluates the resident for 
the appropriateness of that medication. 
This REQUIREMENT is not met as evidenced 
by: 
Based on interview, medical record review, and 
facility document review, the facility failed to 
ensure one of 21 sampled residents (flesident 
16) was free from unnecessary psychotropic 
medications. The facility failed to follow 
physician's order and accurately monitor the 
number of behavioral episodes associated with 
the use of Depal<ote (a medication used to treat 
symptoms of bipolar disorder) for Resident 16 .. 
These failures had the potential for affecting the 
resident's well- being and quality of life. 

Findings: 

Medical record review for Resident 16 was 
initiated on 5/13/19. Resident 16 was readmitted 
to the facility on 5/20/17, 

Review of Resident 16's Medication Review 
report showed a physician's order dated 5/20/'19, 
to administer Depakote 500 mg one tablet twice a 
day by mouth for bipolar disorder with delusions 
manifested by becoming agitated, Irritable, and 
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responsible for docuri1eriting the 
number. of behavior· episodes on the 
Psychotropic Summary Sheet. 

The Psychotropic Summary Sheet 
and·medication admini.stration 
record should both accmately 
reflectthe same number of 
behavior episodes for the month. 

Pharmacy Consultant reviews the 
Psychotropic Summary Sheet each 
month during drug regimen review. 
Results of the drug regimen review 
are given to the Director of Nurses 
for any follow-up needed. 

Director of Nurses will monitor 
accuracy of Psychotropic Summary 
Sheet 1natching to medication 
administration record by auditing 
all residents receiving psychotropic 
medications montl1ly during recaps 
for three consecutive months and 
quarterly thereafter, 

Director of Nurses will inservice 
!lcensed nurses· 01dune 14, 2019 of 
the responsibility of accurately 
reflectiiig all behaviors on the 
medication administration record. 
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accusing staff of being rough, 

Review of Resident 16's Medication 
Administration Record for February, March, and 
April of,2019, showed entries to mqnitor 
behaviors of delusions manifested by accusatory 
statements towards staff and hopel\9ss 
statements. In addition, the behaviors were 
coded as follows: 

O ~ No behaviors 
1 = Delusions manifested by accusatory 

statements towards staff 
2 = Hopeless statements 

Review of Resident 16's Psychotropic Summary 
Sheet used to document the total number 
behavior episodes per shlff of agitation, irritability, 
and staff being rough showed Resident 16 had no 
behaviors for the month of February, March, and 
April 2019. 

Review of Resident 16's Medication 
Administration Record for April 2019, showed one 
entry with a coding of "1" and two entries with a 

1 coding of "2." Resident 16 had no docLImented 
behaviors for the month of February and March of 
2019. 

The number of episodes of Resident 16's 
Medication Administration Record for the month 
of April 2019 was Inconsistent with the numbers 
documented on the Psychotropic Summary 
Sheet. 

On 5/15/19 at 0806 hours, an inteiview and 
concurrent medical record review was 'conducted 
with LVN 1. LVN 1 verified the above findings 
and stated they needed to contact the physician 
to obtain specific behavior monitoring for the use . 
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~acility will utili~e SNFQAPI to 
monitor on a every oth~r month 
basis through the continuous 
quality improvement process. 
Adn:iinisl:!·ator is iespo11sible for 
monitoring the SNFQAPI program, 
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of Depakote. 
Free of M,edicatlon Error Rts 5 Prent or More 
CFR(s): 483.45(1)(1) 

§483.45(f) Medication Errors. 
The facility must ensure that its-

§483.45(0(1) Medication error rates are not 5 
percent or greater; 
This REQUIREMENT is not met as evidenced 
by: 
Based on observation, .interview, medical record 

review, and facility P&P review, the facility failed 
to ensure the medication error rate was below 
5%. The facility's m'edication error rate was 10%. 
Three of three licensed nurses (RN 1, and LVNs 
2 and 3) were found to have made errors during 
the medication administration observation, 

• The facility failed to ensure Resident 506's 
blood pressure and heart rate were taken prior to 
being administered carvedilol (blood pressure 
medication). This failure had the potential to 
cause Resident 506 to become bradycardic 
(abnormally slow heart rate) and/or hypotensive 
(abnormally low blood pressure). 

• LVN 3 Failed to administer one medication as 
ordered by the physician for Resident 48. 

• LVN 2 failed to follow the manufacturer's 
specifications in the administration of an 
anti"diabetic medication to Resident 36. 

These failures had the potential to negatively 
affect the residents' health. 

Findings: 
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F 759 F 759 Free of Medicatipn Error 
~ates 5 Percent or Mo1·e 

Facility will ensure medication 
error rate is below five percent 
Medications will be administered in 
a safe and timely manner, and as 
prescribed, · ·· 

Allergies 'to medications and vital 
signs, if necessary, will be checked 
prior to administering medfcations, 

Resident 506 is still a resident cif 
the facility. Vital signs were 
completed following h1edication 
error each shift for three days to 
ensure resident was stable. 

RN I has been counseled by 
Administrator & Director of Nurses 
on May 20, 2019 and 
documentatiori of medication error 
has been placed in her persoMel 
file. 

Resident 48 is still a rl;)sident of the 
facility, Medication for Resident 
48 arrived the same day as error 
and administered to resident. Vital 
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1. Review of the facility's P&P titled Administering 
Medications revised date 12112 showed 
medications shall be administered In a safe and 
timely manner, and as prescribed. The following 
information must be checked/verified for each 
resident prior to administering medications: 
-allergies to medications, and 
-vital signs, If necessary, 

On 5/15/19 at 0809 hours, a medication 
administration observation for Resident 506 was 
conducted with RN 1. RN 1 prepared and 
administered Re'sldent 506's medications, 
including one tablet of carvedilol 3.125.mg. RN 1 
was not observed obtaining Resident 506's blood 
pressure and heart rate prior to administering the 
carvedilol. 

Medical record review for Resident 506 was 
initiated on 5/15/19, Resident 506 was admitted 
to the facility on 5/3/19. 

Review of the Medication Review Report showed 
a physician's order dated 5/3/19, to administer 
one tablet of carvediloi 3.125 mg two times a day 
for chronic diastolic (congestive) heart failure. 
The physician's order showed.to hold the 
carvedllol If the systolic blood pressure was less 
than 100 mmHg or if the pulse was less than 50 
beats per minute. 

On 5/15/19 at 0823 hours, an interview was 
conducted with RN 1. RN 1 verified she did not 
check Resident 506's blood pressure and heart 
rate prior to administering the carvediioi to the 
resident. RN 1 verified she should have checked 
Resident 506's blood pressure and heart rate 
prior to administering Resident 506 the carveclilol. 

1 
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sign·s were completed following 
medication erroi ~ach shift for 
three days to ensure resident was 
sta,ble. · 

L VN 3 was counseled by 
Administrator & Director of Nurses 
on May 20, 2019 andLVN 3 is no 
longer working for the· facility. 

Resident 36 is still a resident of the 
facility. Licensed staff documented 
for three days if resident was 
continuing to have any stomach 
discomfort. No discomfort was 
noted. 

LVN 2 was counseled 011_May 20, 
2019 by Administrator & Director 
ofNurnes and documentation of 
medication errorhas been placed in 
her personnel file. 

Contracted Pharmacy Nurse will 
observe medication administration 
monthly for'the next six months. If 
needed, we will continue with 
monthly observation, 

Director of Nurses reviewed each 
medication card and medication for 
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2. On 5/15/19 at 0809 hours, a medication pass 
observation was.conducted with LVN 3 on the 
North Station. LVN 3 was observed preparing 
and administering the following oral medications 
to Resident 48: · 
- aspirin (used for stroke prevention) 81 mg 9ne 
tablet 
- multivitamins with minerals one tablet 
- vitamin C 500 mg one tablet 
- vitamin D 1000 Ill two tablets 
- duloxetine hydrochloride (nerve pain· 
medication) 60 mg one capsule 
- metformin (anti-diabetic medication) 1000 mg 
one tablet 
- benazepril (blood pressure medication) 20 mg 
one tablet 
- metoprolol tartrate (blood pressure medication) 
25 mg half tablet · · 
This was.a total of 8 1/2 pills. 

Review of the Order Summary report sh9wed a 
physician's order dated 5/13/19, for gabapentin 
100 mg one tablet by mouth once a day. 

Review of the Medication Administration Record 
for May 2019 showed gabapentin 100 mg was 
scheduled to.be given daily at 0800 hours and 
showed it had been signed out and administered 
by LVN 3 on 5/15/19, However, this medication 
was not Included in 8 1/2 pills administered to 
Resident 48 on 5/15/19 at 0809 hours: 

On 5/15/19 at 0906 and at 1041 hours, LVN 3 
was informed and verified gabapentin 100 mg 
tablet was not administered to Resident 48. LVN 
3 stated the gabapentin tablet was not in her 
medication cart and they were stlll loo~ing for It. 
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F 759 

all residents. No other residents 
were affectect'by deficient practice, 

Director of Nurses will also 
randomly observe medication 
administration ·monthly' for the next · 
six months: · ' 

A copy of finding will be given to 
Administrator for review. 
Administrator will discuss finding . 
with Director of Nurses for the 
possibility of disciplinary action. 

Contracted Pharmacy Nurse and 
Director of Nurses will inservice 
licensed .nurses on June 14, 2019 to 

· their responsibility of administering 
medications, including making zero 
errors, delivering medications in a 
safe and t_imely mam1er, checking 
or vei'ifyfrtg for allergies and · 

" checkin_g vital signs if necessm-y. 

Facility will utilize SNFQAP[ to 
monitor on· a monthly basis through 
the continuous quality 
improvement process. 
Administrator is responsible for 
monitoring the SNFQAPI program. 
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On 5/15/19 at 1534 hours, the DON was informed 
of and acknowledged above the findings. 

3. On 5/15/19 at 0825 hours, a medication pass 
obse1Vatlon was conducted at the North Station 
with ·LvN 2. LVN 2 was observed preparing 
Resident 36's medication of metformin 
hydrochloride 500 mg one tablet. The label in the 
bubble pack for metformln hydrochloricle tablet 
showed to take with food. LVN 2 was observed 
asking Resident 36 if she had eaten her 
breakfast. Resident 36 stated she ate a little 
because she had a " ... stomach problem," LVN 3 
did not ask what time Resident 36 eaten her 
breakfast. LVN 3 proceeded to administer 
Resident 36's oral medications. 

According to Lexi-Comp (a reference guide for 
healthcare professionals), metformin tablet 
should be administered with a meal to decrease 
gastro-intestinal upset. 

Review of Resident 36's annual MDS dated 
2/27/19, showed Resident 36 had no cognitive 
Impairment. 

On 5/15/19 at 0855 hours, an inteiview was 
conducted with Resident 36. When a9ked what 
time she ate her breakfast !hat morning, Resident 
36 looked at the clock in her room and stated she 
ate a little after 0730 hours but she had not eaten 
much as much as she normally did because of 
h~r stomach was upset. 

On 5/15/19 at 1152 hDLirs, LVN 2 was informed 
and acl<nowledged the findings. 

F 806 ResidentAllergies, Preferences, Substitutes 
SS=O CFR(s): 483.60(d)(4)(5) 
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F 806 Resident Alle1;gies, 
Prefe•·enccs, and Substitutes 

Facility will ensme the food 
preferences of residents will be 
honored. 

Registei'ed Dietitian met with 
Resident 83 on May 15, 2019 
regarding her statement of disliking 
scrambled eggs. Resident 83 stated 
that she would only eat eggs as 
long as they were cracked from ·a 
whole egg. Facility does not use 
powdered eggs and informed 
Resident 83 all her eggs would be 
from cracked whole eggs, Dietary 
preferences wei'e updated on her 
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§483,60(d} .Food and drink 
Each resident receives and the facility provides-

§483.60(d)(4) Food that accommodates resident 
allergies, Intolerances, and preferences; 

§483,60(d)(5) Appealing options of similar 
nutritive value to·residents who choose not to eat 
food that Is initially'served or who request a 
different meal cholce; 
This REQUIREMENT Is not met as evidenced 
by: 
Based on observation, interview, medical record 

review, and facility P&P review, the facility failed 
to ensure the food preferences were honored for 
five of 21 sampled residents (Resident 83, 93, 27, 
33, and 95). 

• Resident 83 did not like scrambled eggs but 
was served scrambled eggs. 

* Resident 93 did not like prune juice but was 
served prune juices. 

* Resident 27 disliked syrup on her waffles, but 
her waffles had syrup on. 

• Resident 33 preferred to have bacon everyday 
but was not serve bacon for breakfast. 

• Resident 95 did not like chocolate flavored 
nutritional supplements but was served them 
several times. 

These had the po ten ti al to negatively Impact the 
residents' nutritional intake and negatively impact 
the residents'.feeling of being respected by staff. 
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dletary tray card a11d ~are plan .... 

Registered Dietitian met with 
Resident 93 on May 15, 20 I 9 
regarding her dislike ·of prune juice, • 
Resident 93 's care plan .was · · . 
updated as well as.lJer dietary.tray 
card. · Resideq.t .93 will be given an 
alternative juice during her meals. 

Registered Di(;)titian met with 
Resident 27 on May 15, 2019 
regarding her preference .to have all 
sauces on the side, including syrup. 
Resident 27' s care pfan and dietary 
tray ca1'd have been i1pdated. 

Registered Dietitian met with 
Resident 33 on May 15, 2019 
regarding her pi•eference to have 
bacon every morning with 
breakfast. Resident 3 3 ; s care pl an 
has been updated as well as her · 
dietary trn~ ·card. 

Registered Dietitian mei with 
Resident 95 on May 15, 2019 
regarding her preference of to not 
have chocolate flavored nutritional 
supplement Resid(;)nt 95's . 
si1pplement .was changed to vanilla 
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Findings: 

1. Review of facility's P&P titled Resident Food 
Preferences dated 11/15 showed If the resident 
refused or ls-unhappy with his or her diet, the 
staff will create a care plan that the resident is 
satisfied with and agrees to comply with. 

On 5/14119 at 0801 hours, Resident 83 stated 
she did not like or eat scrambled or powered 
eggs; however, almost everyday, she was served 
scrambled or powered eggs. Resident 83 stated 
she had informed the staff multiple times, but 
they still served the eggs. Observation of 
Resident 83's breakfast tray Identified pancakes 
and eggs. CNA 2 came Into Resident 83's room 
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flavored nutritional supplement on 
May 15, _20 l 9: ~esidei;it 95 stated. 
she did not like the vanilla flavored 
nutritional supplement on May 24, 
2019. Registered Dietitian changed 
ordet to be Boost Breeze which has 
tfaee flavors, wild be1Ty, peach and . . •' . 
orange. 

Dietitian & Director of Dietary 
Services reviewed preferences for 
each resident on JY[ay 16 & )7, 
2019 and no· otherresidents were 
affected by.the deficient practice·: 

{X51 
COMPLETtON 

DATE 

and acknowledged Resident 83 disliked . 
scrambled eggs but had it on her breakfast tray. 
Resident 83 stated she did not understand why 
they served her eggs when they knew she would 
not eat them. 

I On 5/'15119 at 0820 hours, an interview was 

1 conducted with CNA 2. CNA 2 was asked if she 
had informed the dietary sta~ or any licensed 
nurse about Resident 83's dislike for scrambled 
eggs. CNA 2 stated she had not informed 
anyone. 

Medical record review for Resident 83 was 
initialed on 5/13/19. Resident 83 was admitted 
to the facility on 1/8/19. 

Review of Resident 83's plan of care identified 
several care plan problems to address Resident 
83's nutritional need and poor oral intake. 
However, there was no documentation why she j' 

had a poor oral intake or that she disliked eggs. 

FORM CMS-2567(02-99) Previous Versions Obsolete Even( ID: QJY 411 

Licensed nurses are documenting 
on the medicatiop administration 
record the percent of supplement 
consumed. Resident 95 is 
consuming an average of eighty­
five percent. 

Administrator will inservice all 
staff June 1 l & 13, 2019 to 
communicate any dietary 
prefere11ces to the licensed nurse. 

Director of Nurses will inservice 
licensed nurses on June 14, 2019 to 
fill out duplicate dietary slip and 
send one copy to the idtclien and 
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2. On 5/14/19 at 0827 hours, Resident 93 was 
obseived to have prune juice on her br.eakfast 
tray, Resident 93 stated she did not like prune 
juice. Resident 93 stated she took stool softener 
and has been having very· soft stools. CNA 3 
aware of it and would follow up with it. 

On 5/15/19 at 0825 hours, Resident 93 meal tray 
was obseived with an unopened can of prune 
Juice, Resident 93 stated, yes it was on her meal 
tray and she had Informed facility staff on several 
occasions that she dislikes prune juice. CNA 4 
confirmed Resident 93's meal tray contained 
prune juice. 

3, On 5/13/19 at 0826 hours, Residen't 27 was 
obseived in her room with her breakfast tray in 
front of her. Her waffles had syrup on them. 
Resident 27 stati,d she could not eat the waffles 
because someone had pour syrup on them and 
she had informed facility staff she disliked syrup. 
Review of Resident 27's meal ticket showed she 
did not link syrup on lier waffles. 

4. On 5/13/19 at 0817 hours, a breakfast 
obseivation was conducted for Resident 33 who 
was in her room. Review of the meal ticket 
showed Resident 33 preferred to have bacon 
everyday. Resident 33's breakfast meal did not 
contain bacon. Resident 33 stated she did not 
receive bacon for breakfast. CNA 1 verified 
Resident 33's breakfast meal did not Include 
bacon. 
5, On 5/13119 at 1505 hours, Resident 95 was 
observed seated in wheelchair in her rpom with a 
container of chocolate flavored Boost Glucose 
Control supplement on her bedside table. 
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maintain another copy in the 
clinical file. 

Registered Dietitiarr will inservice 
dietary·staff June 13, 2019 on the 
importance of food preferences and 
effectively reading the dietary fray ' 
card for accuracy, 

Director of Dietary Services will · • 
discuss food pt·eference with 
residents during quarterly 
assessment. 

Interdisciplinary Team will discuss 
dietary preferences a,t resident care 
confernnces for any potential 
changes. IDT will complete a 
duplicate dietary slip for any 
changes and send one copy to the 

· kitchen and maintain another copy 
in the clinical file, 

Director of Dietary Services will 
audit trays randomly during tray ' 
line for' accura'cy and to ensuie ·we 
are meeting the re.sidenl' s 
preferences. 

Facility will titilize SNFQAPI to 
monitor 0°tl a qt;arterly basis 
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Resident 95 was asked If she had finish ad the 
Boos! supplement. Resl.dent 95 stated she only 
took a sip of the Boost because it was too sweet 
and she did not like chocolate flavor Boost. 
Resident 95 stated she had Informed facility staff 
she did not like the chocolate flavored Boost and 
they were supposed to replace it with a vanilla 
flavored supplement. Resident 95 staled the staff 
kept bringing her chocolate flavored supplement 
every day. 

Review of Resident 95's plan of care showed a 
care plan problem dated 4/21/19, to address the 
potential for altered nutritional pattern related to 
and as evidenced by weekly weight losses. The 
Interventions Included to honor Resident 95's 
food preferences. 

Review of the Progress Notes showed an entry 
by the RD dated 5/19/19, showing Resident 95 
stated she did not like chocolate. The 'Ro 
recommended to discontinue the chocolate· 
flavored Boost supplement and start providing 
Resident 95 with vanilla flavored Ensure. Tl1e 
Progress Notes showed the RD updated 
Resident 95's food preferences. Cross reference 
to F692. 

F 812 Food Procurement,Store/Prepare/Serve-Sanitary 
SS=E CFR(s): 483.60(1)(1)(2) 

§483.60(1) Food safety requirements. 
The facility must• 

§483.60(1)(1) • Procure food from sources 
approved or considered satisfactory by federal, 
state or local authorities. I 
(i) This may include food items obtained directly 

J from local producers, subject to applicable State· 
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through the continuotrn quality 
imprqvem.ent.process. . , 
Administrator is responsible for 
monitoring the SNFQAPI progrn,m. 

F 812 Food Procul'enient, 
Storage I Prepamtion / Serve -
S'anitilry . 

Facility will ensure food safety 
requirements are maintained in the 
kitchen to prevent the potential for . . 
food borne illnesses. 
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F 812 Continued From page 44 
and local laws or regulations. 
(Ii) This provision does not prohibit or prevent 
facilities from using produce grown in facility 
gardens, subject to compliance with applicable 
safe growing and food-handling practices. 
(ill) This provision does not preclude residents 
from consuming foods not procured by the facility, 

§483,60(1)(2) • Store, prepare, distribute and 
serve food in accordance with professional 
standards for food service safety. 
This REQUIREMENT is not met as evidenced 
by: 
Based an observation and Interview, the facility 

failed to ensure food safety requirements were 
met in the kitchen as evidenced by: 

• Food items stored in the walk-in refrigerator 
were not labeled with a received date or an 
expiration date. 

• Food Items stored_ in the walk-in freezer were 
observed on the floor, 

These failures had the potential to cause food 
borne illnesses in a medically vulnerable 
population of residents who consumed food from 
the kitchen. 

Findings: 

Review of the CMS 672 Resident Census and 
Conditions of Residents completed by the facility 
dated 5113119, showed 101 of 101 residents 
residing In the facility received food prepared in 
the kitchen. 

On 5/13119 at 0730 hours, an initial tour of the 
kitchen was conducted with the Food Service 
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The boxes containing twehty-five 
pqunds of Russell potatoes, thirty 
potmds of red potatoes, fifteen 
sweet potatoes and-twehty pears in 
the walk,in refrigerator were 
disposed of in the garbage_ 01; May 
13, 2019 by Director of Dietary 
Services. 

The boxes containing.49.85 pounds: 
of boneless pork loin and .. 
approximately five pounds of hash . 
browns in the walk-in freezer were 
disposed of in the garbage on May 
13, ·2019 by Director of Dietary 
Services. 

All other food items were reviewed 
for safe storage and labeling, No 
other residents were affected by the 
deficient practice.· · 

Director of Dietary Services is 
responsible for ensuring food is 
stored, prepared, distributed and 
served in accordance with 
professional standards for food 
service safety, including proper 
labeling and storage. 
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F 814 
ss~D 

Director, The following observations were made: 

a, The walk-in refrigerator was observed with the 
following unlabeled (no expiration date or date 
received) food items: 
- 1 bo.x containing 25 lbs of Russell potatoes. 
• 1 box containing 36 lbs of red potatoes. 
. 1 box containing 15 sweet potatoes. 
. 1 box containing 20 pears, 

b. The Food Service Direc'tor verified the 
potatqes and pears were not labeied with a date 
received or an expiration date, The Food Service 
Director stated the facility practice required 
kitchen staff to ·label food items stored in the 
refrigerator with the date received, and based on 
the received tlate, staff then referenced the 
facility food storage guideline to determine the 
shelf life of the food.: The Food Service Director 
stated the purpose of this facility practi.ce was to 
avoid serving residents expired food. 

The walk-in freezer was observed with the 
following food items stored on the floor: 
-1 box containing 49,85 lbs of boneless pork loin. 
- 1 box containing approximately 5 lbs of hash 
browns. 

The Food Service Director verified the findings, 
The Food Service Director stated food should not 
have been stored on the freezer floor,. as it was 
not good practice, due to infection control and 
decreased air flow. 
Dispose Garbage and Refuse Properly 
CFR(s): 483.60(i)(4) 

§483.60(1)( 4)'. Dispose of garbage and refuse· 
properly, . 

. 
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Director of Dietary Seivic~s will 
inspect' focicf_ storage l\nias daily ta .. . . 
ensure complianqe, : ' . ', .. . . 

:··,. 

Regfatered Dietitian will audit food 
safety, including.labeling a;ld . . 
storage weekly for ~ompliance, 

Registered Dietitian·will inservice 
Director ofDiet~i',Y Services and 
dietary staff on June 14, 2019 to 
proper food labeling arid, storag~. 

Administrator will randomly, at 
least twice a week; check kitchen io 
ensure food safety is being . 
followed, including food labeling 
mid storage. 

Facility will utilize SNFQAPI tp 
monitor on every other month basis · 
through the coptinuous ·;nmlity 
improvement process, 
Administrator is responsible for 
monitoring the SNFQAPI program. 

Ir 8.14 Dispose:G·ar_bagc and · 
Refuse Pr'opcrly · · 

Facility :will ensure garbage and I refose are propr,rlf stored to 
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This REQUIREMENT is not met as evidenced 
by: . 
Based on observation and interview, the facility 

failed to ensure the garbage and refuse were 
properly stored in one of one dumpsters on two 
days. Failure of the faclllty·to keep the garbage 
oovered had the potential to attract pes1s/rodents 
that carried diseases. · 

Findings: 

On 5/13/19 at 0806 hours, an observation and 
. concurrent in.terview was conductE,d with the 
Food Service Director. One of bne dumpsters 
located. outside of the facility adjacent to the 
building was observed with the lids propped open 
by trash bags full of garbage, preventing the lids 
from fully closing. The Food service Director 
vedfied the findings, .. 

On 5/15/19 at 0745 hours, an observation and 
concurrent'lntervlew was conducted with the 
Food Service Director. One·on one d~mpsters 
locate'd outside of the facility adjacent to the 
building was observed with the lids propped open 
by trash bags full of garbage, preventing the lids 
from fully closirig, The Food Service Director 
verified the findings. 

On 5/16/19 at 1500 hours, an interview was 
conducted with the Administrator. The 
Administrator stated the trash company emptied 
the garbage dumpsters once per day with the 
exception of Sunday, The Administrator stated 
the facility GOUid contact tHe trash company for 
additional garbage disposal as needed. 

F 881 Antibiotic Stewardship Program 
SS=D CFR(s); 483.80(a)(3) 
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prevent the pµtential to atti-act pest/ 
rodents. 

Facility added two covered 
Rubbermaid sheds to propeiiy to be 
utilized for extra refuse in the case 
the dwnpster is full by , 
Maintenance Supervisor on May 
24, 4019, 

Facility has arranged for a double 
pick up from our lcical garbage 
company on Mondays, secondary 
to there being no pick up on 
Sundays, staiiing May 27, 2019. 

Maintenance Supervisor will 
monitor dumpsters each morning 
and determine if an extra pick up is 
necessary for the day and ensure 
the dumpster is covered with a lid .. 

A1ministrator will inservice dietary 
and housekeeping staff of the 
responsibility of maintaining lid in 
closed position Oil Jurie 11 & 13, 
20 I 9. Inservice will also include 
the iesponsibility of staff to inform 
Maintenance Supervisor in the 

. event the lid to the dumpster will 
not close, 
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§483,BO(a) Infection prevention and control 
program ... 
T,h!l facility must establish an infection prevention 
and control program (IPCP) that must include, at 
a minimum, the, following elements: 

§483.80(a)(3) .An antibiotic stewardship program 
that Includes antibiotic use protocols and a 
system to monitor antibiotic use. 
This REQUIREMENT is not met as evidenced 
by: . 
Based on interview, medical record re.view, 
facility document review, the faclllty failed to 
maintain an antibiotic stewardship program 
designed to r.educe the tIse of unnecessary 
antibiotics. '('he facility failed to ensure three 
nonsampled residents (Resident 30, 101, and A) 
who were prescribed antibiotics for pneumonia, .. 
upper respiratory tract Infection, and urinary tract 
Infection met McGeer Criteria (criteria used by 
long-term care facilities to determine a true 
infection) to prevent unnecessary antibiotic use. 
This failure posed ·a risk of the residents 
continued use of.Inappropriate antibiotics and 
developing antibiotic resistant organisryis. 

Findings: 

According to 'the CDC, overuse and misuse of 
antibiotics is a major cause of Increases In 
drug-resistant bacteria. Every time a person 
takes antibiotics, sensitive bacteria are killed, but 
resistant ones may be left to grow and multiply. 
Antibiotic resistance Is one of the most urgent 
threats to the public's health. 

Review of the McGeer Criteria for Long Term 
Surveillance Dennitions for Infections for urinary 
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Facility will utilize SNFQAPI to 
monitoi' on a monthly basis through 
the continuous quality . 
improvement process. 
Administrator is resp1msible for 
monitoring the SNFQAi>I prograni. 

F 881 Antibiotic. Stewardship 
Program 

Facility will ensure residents who 
are prescribed antibiotics for 
pneumonia, upper respiratory tract 
infection and urinary tract infection 
meet McGeer Criteria to prevent 

· unnecessary antibiotic use. 

Resident 30 remai'ns a resident of 
the facility. Resident 30 completed 
her antibiotic on March I, 2019. 
Resident was assessed with no 
symptoms since completion. 

Reside1it IO l discl1arged from the 
facility on March 25, 20 l9. · 
Resident A discharged from the 
facility on January 18., 2019. 

ICP's reviewed each resident on an 
antibiotic on June 6, 2019. No 

JXSJ 
COMPLETION 

DATE . 

Fac!H\y ID! CA010000467 If continuation sheet Page 48 of 50 



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

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION 

(X1) PRDVIDERiSUPPLIER/CLIA 
IDENTIFICATION NUMBER: 

555349 

NAME OF PROVIDER OR SUPPLIER 

VACAVILLE CONVALESCENT & REHAB 

(X4) 10 
PREFIX 
.TAG 

F 881 

. 

SUMMARY STATEMENT OF DEFICIENCIES 
(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION) 

Continued From page 48 
tract infections showed two criteria must be 
present: • 
1. $igns or symptoms of dysuria (pain when 
urinating), swelling or tenderness of the testes, 
epididymis, or prostate,; fever or leukocytosis with 
excessive blood in the urine, new or marked 
Increase In continence, LIrg·ency or frequency, In 
the absence of fever,.suprapubic pain, excessive 
bleeding In the urine, or new _or Increase In 
incontinence, urgency, or in frequency: 
2. Microscopic sub-criteria of at least 100,000 
(colonies) of no more than two.species of 
microorganisms in a urine sample. 

Review of the McGeer Criteria for Long Term 
Surveillance Definitions for Infections fpr 
bronchitis showed t11ree criteria must be present: 
1. Interpretation of cl1est radlograph (x-ray) not 
performed or. negative results for pneumonia or 
new infiltrates, 
2, At least two of the following respiratory 
sub-criteria: 

a. New cir increased cough; 
b. New or Increased sputum production, 
c. Oxygen saturation less than 94% on r_oom 

air or a reduction in oxygen saturation of greater 
than 3% from baseline; 

d. New or changed lung examinatio~ 
abnormalities; 

e, Pleurltic chest pain; 
f, Respiratory rate of or greater than 25 

breath.s per minute. 
3. At least one of the constitutional crlt(lria 

Review of the McGeer Criteria for Long Term 
Surveillance Definitions for Infections for 
Pneumonia showed the resident must have a 
chest x-ray demonstrating pneumonia or a new 
infiltrate and must have at least one of the 
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other residents were affected by 
deficient practice, 

Facility hired a contracted 
Consu11ant Infectious Disease 
physician that can be utilized for 
any questions regarding infections 
and the use of antibiotics, 

Facility employs two trained 
Infection Control Preventionists 
that review each resident suspected 
of having an infection, 

Contracted Nurse Consultant will 
be mee!ing with ICP's on June 27, 
2019 to review infections, 
MCGreer Criteria and facility best 
practices, 

Facility will be sending Infection: 
Preventionists to California 
Statewide Infection Prevention 
Conference on.October 22 & 23, 
2019. 

Unit Manager will notify the ICP of 
suspected infection for review, ICP 
then utilizes the McGeer Criteria to 

· determine if antibiotic use follows 
McGeer'.s Criteria, Facility will 
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following,· . 
1, New or Increased cough; 
2, oxyger saturation less than 94 percent, 
p/eurltlc chest pain; 
3. Faver; · 

·.4.-New or.Increased sputu.m production; 
5, New or changed lung exam abnormalities; 
6. Respiratory rate greater than 25 per minute; 
7, At least on,e of the constitutional criteria (see 
table for Constitutional Criteria). 

On 5116/19 at 1058 and at 1415 hours, an 
Interview and concurrent facility docL1ment review 
was conducted with the OSD who was also the 
facility's lnfectl9n Control Prevention/st (ICP). 
The /GP stated the facility utilized .McGeer's 
Criteria for residents who were suspected of 
having an infection and for residents who were 
prescribed antibiotics to determine if a true 
Infection exists. The /GP. stated if a resident did 
not meet McGeer's Criteria, the nurse was to call 
and Inform the physician, When asked how she 
was monitoring for antibiotic stewardship, the /GP 
stated she would go to each nurses' station and 
review a log for antibiotic use, and review each 
resident's med/cal record and determine If the 
antibiotic use followed McGeer's criteria, Then 
she would use this information to complete the 
line listing for. reporting. A review of January and 
February 2019 Infection Control Surveillance 
Logs were reviewed.with the ICP using the 
survelllance monitoring tool. The /CP verified 
Residents 30, 101, and C's conditions 'did not 
meet McGeer's Criteria as infections and the 
facility did not notify the physician of these 
findings, 
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F 881 notify physician of any potential 
concerns with the-use of.antibiotic, 
and document conversation in the 
plinical file. · 

Facility IDT conducts Infection 
Contrnl meeting on a tponthly 
basis, Each r.esident on an 
antibiotic is discussed at the 
meeting. 

Facility Antibiotic Stewardship 
Committee meets on.a quarterly 
basis .. Contracted Infectjous 
Disease physician participates in 
quarterly meeting. 

ICP will inservice lice,nsed nurses 
to the McGeer's Criteria and the 
Unit Managei·s of their · 
responsil:itlity of notifying ICP of 
any suspected infection on .lime 14, 
2019. 

Facility will utilize SNFQAPI to 
monitor on a monthly basis through 
the continuous quality 
improvement process. 
Administrator is respqnsible for 
monitoring the SNFQAPI program, 
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