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‘ Please accept this plan of
The following reflects the findings of the o .
California Department of Public Health during the cotrection as our formal allegation
RECERTIFICATION survey. . of compliance.

Representing the California Department of Public
Health: Surveyor 39210, HFEN; Surveyor 37889,
HFEN; Survayar 37726, HFEN; Survayor 32179,
HFEN; and Survayor 39199, HFEN,

The survey team entered the facility ori 5/13/19 at

0730 hours.: The resldent census was 102, I' 578 Request / Refuse / Ium n,
GLOSSARY OF DEFINITIONS AND 1? iscontinue Treatment/ Z0\Q
ABBREVIATIONS: . ormulate Advance Directive i
ADL - activities of daily living :
CDC - Gentars for Disease Control ang Facility will obtain copies of an

| Prevention _ o advance directive whenever
ggﬂraéegentevrs for Medicare and Madicaid availablc_s for each resident to |
CNA - Gertified Nursing Assistant ensure their advanced care planning
CPAP - Continuous Positlve Airway Prassure {a decisions regarding their heafth
device which used mild air pressure to a person care and treatment options are
via a nose plece or a face mask o keep your being honored, ' .

breathing airways open) )
DON - Director of Nursing ' N L
DSD - Director of Staff Development Advance directive for Resident 27

DSS - Dietary Services Supervisor has been obtained by North Station
FDA - Food and Drug Administration .| Unit Manager and placed in the

iu - international unit

gm - gram(s) . ) : clinical file on May 21, 2019,
LVN - Licensed Vocational Nurse ' -

MDS - Minimum Data Set (a standardized Advance directive for Resident 10
assessmant tool) L has been obtained by Assistant
mg - miliigram(s) : Director of Nursing and placed in
P&P ~ policy and procedure : the clinical file on May 22, 2019,

RD - Registered Dietician
RN - Registerad Nurse

LABORATORY DIRECTOR'S OR.PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE

WA Pwiishaby % Tue a9

Any deflciency statament ending with an aaterist (") denttas a deficiency which tha Institution may ba excused from corracling providing it is detsrmined that M@ )?;{m
other safeyuards provids sufflcient protection {0 the patlants. {See instructions.) Excoept for nursing homas, the findings stated above are disclosabla 90 days )
following the date of survey whether or not a plan of coreection Is provided. For nursing homes, the above findings and plans cf correclion are disclosable 14 Ea%’z-
days following the date these documents are made avallable to the facillty, If deficiencies are cilad, an approved pfan of carrection Is raquisite to continued

program partlclpation. : '
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53D - Sacial Service Director Assistant Administrator reviewed
F 578 | Request/Refuse/Dsontnue TrmatFormite Adv Ofr | - F 78] every resident’s clinical file on
§8=D | CFR(s}: 483.10(c)(6)(8)(g )(12 (1-(v) _ - June'3, 2019 to detérmine if an

§483.10(c)(6) The right to request,_ refuse, andfor Fldvanc,e d{rr-::cttve was available and
discontinue treatment, to participate in or refuse if so, was it in the clinical file. All.
to participate in experimentat research, and to 'ﬁles were updated, if appropriate,
formulate an advance directive.

Medlcal Recmds will complete an

483.10{c)(8) Nothing in thi agraph should be
§483.10(c)(8) Notring In this paragrap audit of all current residents to

construad as the right of the residant to receive

the provision of medical treatment or medical ensure we have an advance
services deemed medically unnecessary or directive in the clinical file if
inappropriate. . ‘ marked as executed,

§483,10(g)(12) The facllity must comply with the

requiremeants specified In 42 CFR part 489, Licensed nurses will continue to

subpart | {(Advance Directives). : ask new residents and/or
(i} These requiremants inciude provislons to responsible parties if there is an
inform and provide written Infarmation to afl adult _ executed advance directive and

residents concerning the right to accept or refuse

medical or surgicaf treatmeni and, at the request a copy for the clinical file.

resident's option, formulate an advancs directive. L'icensed nurses will document
(if) This includes & written description of the discussion in resident’s health
facility's palicles to Implement advance directives status riote, including

and applicable State law. documentation to show evidence

(iil) Facilities are permitted to contract with other
entities to furnish this Information but are stil
fegally responsible for ensuring that the
requireiments of this section are met. ,
(iv} If an adult individual ls Incapacitated at the - Admission Coordinator will discuss
tims of admission and is unable to receive N AT
information or arliculale whether or not he or she advance directive ‘WFth tesident

has executsd an advance directive, the facllity and/or responsible party when

the facility is making attemgpts to
receive advance diregti-ve.

may glve advance directive information to the completing admission packet,
individual's resident representative in accordance Admission Coordinator will

with State ll_law: . _ o document discussion in social
(v} The facility is not ralieved of ils cbligation lo .- o
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provide this information to the Ind:vidual 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 s not met as evidenced
by:

Based on interview and medical racord review,
the facliity failed to obiain a copy of an advance
diractive for one of 21 final sampled residents
(Resident 27) and one nonsampled resident
(Resident 1C). This had the potential for the
rasldents’ advanced care planning decisians
regarding their health care and treatment options
not being honored.

Findings:

1. Medtcal racord review for Resident 10 was
injtiated on 5/13/19, Resident 10 was admitted to
the facility on. 10/28/18.

Review of Resident 10's Advance Directive
Acknowladgement form dated 10/28/18, showed
Resident 10 had exscuted an advance directlve,

Revilew of Resident 57's medical record failed to
show a copy of Resident 10's advance diréciive
was obtained or an attempt was made to obtain a
copy of Resldent 10's advance directive.

On 5/14/19 at 1340 hours, an Interview and
concurrent madical racord raview was conducted
with the 88D, The SSD staled if a resident had
formulated an advance directive tha facility would
obtain a copy of the advance directive and place
the copy in the resident's medical record. The
SSD verified Resldent 10's medical resord did not

cantain a copy of Resident 10's advance directive

F 578

seitviees riote, ificluding
documentatlon to show evidence

" thie famhty is making attempts to

receive advance duectlve

Medwal Recmds Comdmator w1ll
confinue conductlng a new
admission audit and include review

for a copy of the advance directive, .

Interdisciplinaty team will ask
residents and/or responsible parties
at quarterly care conferences if
there has been any changes or
updates to their advance directive
and document findings in care
confelence notes.

Admim'strator will insetvice
licensed nurses, Admission
Coordinator, Medical Records
Coordmatm and Social Services
Dnectm on June 11 & 13, 2019 to
obtain anexecuted advance
directive, whete to document
attepts to obtain an‘advance

directive, and what mcasutes are in.

plage to ensure we meet the
residents wishes regarding their
health care and treatment options.
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or documentation showing staff had altempled to Faolhty will utihze SNFQAPI to"
obtain a capy.
moiitor oh every. ‘other month basis
2, Medlcal record review for Resident 27 was through the continuous quality
initiated on 5/13/18, Resident 27 was readmitted improvement process.
to the facility on 7/27/18. Administrator is responsible for
" . m 3 1- 1} ¥
Review of the Quarterly MDS dated 3/1/49, onitoring the SNFQAPT program. |
showed Resldent 27 was moderataly Impaired in
cognition.
Review of the Advance Directive
Acknowledgment form dated 7/28/18, showed
Resident 27 had executed an advance direclive.
However, there was no documentation in the
resident's medical record to show a copy of
Resident 27's advance diractive was obtalned or
requestead.
On 5/14/19 at 13585 hours, an Interview and
concurrent medical record review was-conducted
with LVN 1. LVN 1 reviewsad Resident 27's
current and previous medical records and verified
she could 1ot find a copy of the advance
. | directivs.
F 604 | Right lo be Free from Physlcai Restralnts " F 604 :
ss=p | CFR(s). 483.10(a){1), 483.12(a}(2) L . :
_ F 604 Right to be Free from SR 0,
§483.10(e) Respect and Dignity. Physical Restraints S
The resident has a right to'be treated with respect 4
and dignity, including: Facility will ensure all residents are
§483.10(e){1) The right to te free from any free from physical restraints,
physical or chernical restraints Imposed far A
purposes of discipline or conveniance, and not The pull tab alarm for Resident 13
required to treat the resident's medical symptoms, ! "hag been removed on May 21. 20
consistent with §483.12(a){2). | ' . - Vb e -I )
. ; - N
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18483.12 \
The resident has the right to be free from abuss,
neglect, misappropriation of resident property,
and exploitation as definad in this subpart, This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not requirsd to
treat the resident's medical symptoms.

§483.12(a) The facility must-

§483.12{a}(2} Ensure that tha resident |s free
from physical or chemical restraints imposead for
purposes of discipline or convenience and that
are not required fo {reat the resident's medical .
symptoms. When the use of restraints is
indicated, the facliity must use the least restrictive
alternative for the least amount of time 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 to
mave to aveid setting off the alarm.

Findings:

On 5/13/18 at 0900 hours, Resident 13 was
obsarved lying In bad with bilateral sida rails
slevated. A position change alarm (bed alarm)
was observed on each side of Resident 13's bad.

On 5/14/49 at 0753 and 0816 hours, an

observation and concurrent intarview was

Social Services Designee and Uit
Manager talked with resident and
resident’s responsible party on May
21, 2019, who both agreed to leave
the pressure alarm on only at night
when Lesxdent isin bed.

All residents reviewed by Director

. of Nurses, Assistant Director of
Nurses, Social Services Director
and Unit Managers on May 23,
2015 to ensure they were free from
physical restraints, No other
residents were affected by this
deficient practice.

Licensed nurses will complete fall
assessment on new admissions and
at least quarterly, A post fall
assessment is completed for each

* resident following a fall.

Residents at high risk for falls wil}
be assessed for the appropriateness
of an alarm. Al alternatives will
be considered priot-to applying
alarm on resident.

Facility interdisciplinary team will
continue {o meet monthly to review
all residents withi alavms. There is
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conducted with Resldent 13. Residant 13 was
ohserved lying fiat in bed with bilateral side rails
elevated, A position change alarm was observed
on each side-af Resldant 13's bed. Resident 13
stated she was noft aware what the iwo 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 off, Resident 13 stated she changed
position in bed and the magnelic tab from the .
alarm pulled off triggering the alarm. Resident 13
stated she fried to stay in the same positlon while
in bed so as not to frigger the alarm,

Medical recaord review for Resident 13 was
initiated on 5/13/19. Resident 13 was readmitted
to the facillty on 11/2/18.

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

Review of the medical record falled to show a
physician's order for the use of bilateral bed I
atarms. ‘ - f

Review of the plan of care showed a care plan
problem dated 4/2/19, to address Resident 13's
risk for falls. The interventions included to use
the pressure and personal alarms in the chair and

hed.

On 5/15/19 at 1103 hours, an interview was
conducted with CNA 1. CNA 1 stated Resident
13 was capable of repaesitioning 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 exptained one was a

pull-tab atarm {a siring is attached magnetically to

* appropriateness of alarm,

. ot concern regarding the use of
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no stop date for these meetings.
The discussion includes

alternatives to an-alarm and the
potential for any psychosocial -
concetns by utilizing the alarm.

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

their alarm.

Administrator will participate in the
next three-monthly
interdisciplinary meeting to ensure
there is a discussion that includes
appropriateness of alarm,
alternatives to an alatra and the
potential for any psychosocial
concerns.

Facility will utilize SNFQAPTI to
monitor on a monthly basis through
the continuous quality
improvement process.
Administrator is responsible for
monitoring the SNFQAPI program,
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| move because she did not want the aflarms to go

the alarm and clipped to the resident's clothing)
and the other one was a pressure alarm (a
pressure-sensitive pad s placed underneath the
resident), CNA 1 stated these devices were used
for Resldent 13's safety because one night
Resident 13 was found sleep walking.

On 5/15/18 at 1113 hours, an observation of-
Resident 13 was conducted with CNA 1.
Resident 13 was observed lying flat In bed and
thare was a pull-tab alarm observed on the left
sida of Resident 13's bed. The alarm was
connected by a string clipped to Resident 13's
clothing (at hisr shoulder area.) The sfring was
observed to not be long snough for. Resident 13
to move in bed without setting off the alarm (the
siring was taut and there was no slack), Another
alarm was ohserved on tha right side of Resident
13 and connected to a pressure pad undernegath
the resident. Resident 13 stated she could not

off. Resident 13 was observed {o move slightly to
her right which caused the string magnet pull
from the alarm boyx; this caused the alarm to go
off.- Rasident 13 startled, her face turned red, and
she became tearful. CNA 1 Immediately placad
the string magnet back in place to stop the alarm

from sounding and consoled Resident 13,
Resident 13 stated, "...why do | have that? | am
not going anywhere."

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

On 5/15M9 at 1143 hours, an inferview and
concurrent medical record review for Resident 13

was conducted with LVN 6. LVN 6 verified
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physical, mental, and psychosocial well-being &s
required under §483.24, §483.25 or §483.40; and
(i) Any services that would otherwise be required
under §483.24; §483.25 or §483.40 but are not
providad due to the residenl's exercise of rights
under §483.10, including the right to refuse
treatment under §483,10{(c}{6).

(i) Any specialized services or spaclalized

- comprehensive person-centered
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Resident 13 had two bed alarms. LYN 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 atarm for Resident
13, LWN 6 could not find documentation to show
an assessment was completed for the use of the
two alarms for Residant 13.
On 5/17/19 at 0847 hours, a follow-up interview
was conducted with tha DON. The DON stated
the facilily did not have a policy for the use of the o
pull-tab alarm or the pressure alarm. , _
F 656 | Develop/implement Comprehensive Care Plan-. F 656 5656 I?EVEIOF) / Imph'emenl ' Twm&. l]
: s8=0 | CFR(s); 483.21(b)1) ompr ehensive Carve Plan 2)“‘
§483.21(b) Gomprehensive Care Plans . Facility will develop '
| §483.21(b){1) The facllity must develop and | comprehensive person-centered
implemen( a comprehensive person-centered care plans for each reside
care pian for each resident, consistent with the .p ] L eacty rest cpt._to
resident righls set forth at §483.10(c)(2) and avoid the risk of not providing
f §483.10(c)(3}, that includes measurabla : “appropriafe, congistent and d
P objectives and timeframes to meet a resident's | individualized care. - P
k medical, nursing, and mental and psychosocial 5 : |
i needs that are identified in the comprehensive o 3w e :
i assessment. The comprehensive care' plan must Resident 27s care plan has been
describe the followirig - updated to reflect her impaired
§ (i) The services that are to be furnished to attain vision, hearing impairtent and nse
£ or maintain the resldent's highest practicable of oxygen by North Station Unit
L

Mapager on May 21, 2019,

MDS Coordinator’s treviewed all .
other resident’s care plans for
completion and accuracy of a
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rehabilitative services the nursing facility will care'plan on May 22, 23, 24, 2019,
provide as a result of PASARR No oft)her 1651den{s were affected b
recommendations, If a facllity disagrees with the ‘ : ed by
findings of the PASARR, it must indicat its . the deficient practice.
rationale in the resident's medical record, , -
(iv)in consultation with the resident and the Medical Recoxds Cooxdinatm :
resident's representative(s)- : audits for the eompletior-of

{A) The resident's goals for admission and

desired autcomes. complehenswe pexson-centeled

(B} The resident's preferance and potential for - care plans on admission and after
future discharge. Faciitties must document any change of condition.

whether tha resident's desire {o return to the ‘ ) .
communily was assessed and any referrals to ! Any findings are given to the

local contact agencies and/or other appropriate

entities, for this purpose. licensed nurse responsible, the

(C) Discharge plans in the comprehensive care Director of Nurses and

plan, as appropriate, in accordance with the Administrator for follow-up and

requirements set forth in paragraph (c) of this compliance.

saction. .

This REQUIREMENT is not mei as evidenced Co ..

by MDS Coordinator reviews care

Based on observation, interview, and madical plans quarterly before each care I
record review, the facility failled to devetop a conference to ensure the !
comprehensive person-centered pian of care to : completion of a comprehensive -

reflact the Individual care needs for one of 21 final
sampled residents (Resident 27). The facility
falled to develop a care pian to address Resident

person-centered cate plan..

27's impaired vision, hearing impairment, and use Director of Nurses inserviced

of oxygen. This failure posed the risk of not licensed nurses on June 14,2019 to
providing appropriate, consistent, and - the requirement of'completi‘ng 2
individualized care to Resident 27, comprehensive pet son~centel ed
Firidings: E care plan. .

Qn 5/13/19 at 1030 hoﬁrs, Residant 27 was Facility will utilize‘SNFQAPI t(') '
chserved in bed, receiving axygen at two liters monitot on every other month basis-

per minute via a nasal cannula (flexible tubing

used to deliver oxygen via the nostrils). through the continuous Quality

FORM CM5-2567(02-0%) Previous Varslony Obgolate Evont iD: QY411 Facilily ID; CAG10000467 I cuntfnuaﬂon sheel Page 9 of 50
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F 658

F 692
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"t use, visual and hearlng impairment.

- problem(s) to address Resident 27's use of-

ensure that a resident-

'§483.25(g){1) Maintains acceptable paramelers

Continued From page 9

Madical record review for Resident 27 was
Initiated en 5/13/18, Resident 27 was readmitied
to-the facllity on 7/27/18,

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

Review of the MDS dated 8/30/18, showed
Resldent 27 had mild visual impairment and
moderate hearing lmpairment. Documentation
showed the resident's visual function hearing
impalrment were to bé addressed in Resident
27's plan of care. However, review of Resident
27's plan of care falied to show any
documentation to identify the resident's oxygen

On 5/14/19 at 1401 hours, an interview and
concurrent medical record review for Resident 27
was conducted with the MDS Coordinator, The
MBS Coordinator reviewed the resident's meadisa!
record and confirmed there was no care plan

oxygen Use, Impaired vision or hearing loss.
Nutriion/Hydration Status Maintenance
CFR(s): 483.25(g)(1)-(3)

§483.25{g) Assisled nutritlon and hydration.
(Includes naso-gastric and gastrostomy tubes,
both percutaneous endoscopic gastrostomy and
percutaneous endoscopic jejunostomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the facility must

F 856

F 692

improvemert process.

Administrator is responsible for
monitoting the SNFQAPI program.

I 692 Nutrition / Hydration
Status Mahitenunce

Facility will ensure residents
receive care and services to
maintain accepiable nuiritional
status and usual body weight.

Resident 95 is still a resident of the

Juma A7,
719
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desirable body weight range and elecirolyte
balance, unless the resident's clinical condition
demonsirates that this is not possible or resident
preferances indicale otherwise;

§483.25(g)(2) s offered suficient fluld intake to
maintain proper hydration and health;

§483.25(g}(3) is offered a therapeutic diet when
there Is a nutritional problem and the health care
provider orders a therapeutic dlet, _
This REQUIREMENT s not met as evidenced
by:

Based on observation, lnterwaw medigal record
review, and facility P&P review, the facility failed
to ansure one of 21 final sampled residents
{Resident 95) who had significant weight loss
recelved care and services lo maintain
acceptable nutrtional status and her usuat body
welghl. The facility failed to ensure the intake
{percentage of meal consumed) of Resident 95's
Boost Glucose Control (dietary supplement) was
measured and docurnented. The facility also
failed to ensure the RD's recommendations were
implemented In a timely manner. These fallures
had the potentia! to place Resident 95 at risk for
further unplanned weight loss,

Findings:

a. Review of the facility's P&P litled Welght
Management Guidelines revised 11/17/17,
showed residents with significant waight variance
should be identified and appropriate mterventions
implemented. :

On 5/13/19 at 1505 hours, Resident 95 was

ohserved seated in wheelchair in her reom with a

- supplement was changed to vanilla

STATEMENT OF DEFICIENCIES {X1y PROVIDER/SUPPLIERICLIA (X2') MULTIPLE CG:NSTRUC:I’ION . (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: | » muiLBING COMPLETED
_ : 555349 B. WING 0511712019
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M4y 1o SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION [x8y
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F 692 Continued From page 10 . . F 692 .
of nutrtional status, such as usuat body weighf or facility,

Registered Dietitian met with
Resident 95 on May 185, 2019,
regarding her preference of to net
have chocolate flavored nuiritional
supplement. Resident 9575

flavored nutritional supplement on
May 135, 2019, Resideat 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, pedch 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 flavor of the supplement was
not the reason for lack of
consumption. No othet residents
were affected by the deﬁcxent

pr actlce

Licensed nurses are documenting
on the medication administration

FORM CMS-25687(02-09) Previcus Versions Ob.solala
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container of chocalate 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
taok a sip of the Boost supplement .because it
was oo sweet and she did not like tha.chocolate
flavar. Resident 95 stated she had informed staff
she did not fike the chocolate flavored Boost
supplement and they were supposed to replace jt
with a vanilla flavored supplement, but they have
been bringing her the chocalate flavored
supplement every day. Resident 95 stated she
had lost about six or seven pounds since being
admitted to the facllity.

Medical record raview for Resident 95 was
inftlated on 5/14/18. Resident 95 was admiited to
the facility on 4/21/19.

Review of the Weight and Vitals Summary
showed Resldent 95 weighed 105 pounds on
admission {4/21/19). On 5/13/19, approximately
three weeks later, Resident 95 weighed 95
pounds, which was a 8.52% loss,

Review of the Progress Notes showed an enfry
by the RD dated 5/1/19, showing Resident 95
was underweight per the Bady Mass Index
standards. The RD's recommendation was to
previde Resident 95 Boost Glucosse Contral
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
walght gain until Resident 95 returned to her
usual body weight.

Review of the Medication Review Raport showed
a physician's order dated 5/1/12, far the nurses fo

record the percent of supplement -
consimed. Resident'95 is
consuming an average of eighty-
five percent.

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

Resident receives health shakes
with meals and additional

supplement during medication pass.

Resident is on fluid restriction,

. secondary to COPD.

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

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, Interdisciplinary
team reviews each new weight to

L
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give Resldent 95 ona can of Boost Glucosa
Control supplement two times a day and to record
the percentage consumed,

Review of Resldent 95's Medication
Administration Record for May 2019, falled to
show documantation of the percaentage of the
Boost Glucose Control supplement that was
consumed by Resident 95 from 51 to 5/14/19.

On 5/14/13 at 1433 hours, an Interview and
concurrent medical record review was conducted
with the RD. The RD stated the purpose of the
Boost Glucose Contral supplement was to offset
Resident 95's weight loss. The RD verlfied the
nurses were supposed to give Residerit 95 the
Boast Glucose Control supplement in between
meals and document how much the resident
consumed ag 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 calorle |
consumption to datermine the effectiveness of
the supplement. The RD verifled there was no
documentation of the percentage of the Boost
Glucose Controt supplement that was consumed
by Resident 95.

b, Review of Resldent 95's Progress Motes
showed an entry by the RD dated 5/8/18, shawing
Resident 95 received Boost Glucose Control
supplement twice a day; however, the RD
recommended to change the supplament to
vanilla flavored Ensure as the resident reported
she did nof like chogolate. .

Review of the Medication Review Report showed
a physician's order dated 5/14/19, to discontinue
the chocolats flavored Boost Glucose Gontrol

F 692

make apptopriate changes 1f‘
necessary.,

Fﬁcjlity has a monthly-.Weight |
meeting for all other reslderits not -

 receiving daily or weekly weights.

Any changes will be dbbdlﬁéﬂted
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 - ,
recommendations to the licensed
nurse for follow-up. A copy of
Registered Dietitian
recommendations will also be
given to Administrator and Director
of Nurses,

Director of Nurses will review
recommendations the.following
morning during interdisciplinary
team weight review to monitor for
cownpletion and compliance,

Director of Nurses will ifservice
licénsed nurses on June 14, 2019 to
completing documentation for

. (X5)
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE. GOMPLETION
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F 682 | Continued From page 13 F 92! . . L
supplement and 'give Resldent 95 one Ensure Registered Dictitian '
supplemeant two times a day. The RD's I P
recommendation was not implemented until five - recommendations in the clinical
days later. file,
R;viev:j ug th% W?iggts qng \éitg;s Sum(r’nafv All staff Wlﬂ be msexvuced onJ une
showed Resident 95 weighed 97 pounds on
5/8/19. On 5/13/19, Resident 85 welghed 95 1t & 13} on ‘“f"gnmg thie licensed
pounds, which was a two-pound weight loss over nurse when resident’s voice a
one week, concern outside their scope of care,
‘ _ _ 1.e. changing the flavor of ﬂ"lBlI‘
On §/14/19 at 1433 hours, an interview and supplement
cancurrent medical record review was conducted
with the RD. The RD stated she wouid
communicate her recommendations to the Facility will utilize SNI QAPIto
physician and carry out the physician's orders by monitor on a quarterly basis
the next day if the physician was in agreement through the continuous quality
with har recommendations. The RD v_eriﬂed she improvemént process,
did not communicate her recommendation o Administrator 15 resnor ble £
change the chocolate flavored Boast supplement S 3, TESPONSILIC 101
to vanilia flavored Ensure to the physician until monitoring the SNFQAPI program,
five days after she documented her :
recommendation on Resident 95's assessmant.
Cross reference to FB08, example #5,
F 895 | Respiratory/Tracheostomy Care and Suchon\ng F 895 . .
= B -
55=0 | CFR(s): 483.25() F 695 Respirvatory /. Jue 17
§ 483.25(1) Respiratory care, including Traclmostﬂm}' Care & Suctioning ?[M
tracheostomy cara and tracheal suctioning. :
The facility must ensure that a rasident who Facility wil} pr ov1de necessary
needs respiratory care, including tracheastomy
care and tracheal suctioning, is providéd such treatment for all residents receiving
care, consistent with professional standards of 1esp1rato1y therapy.
practice, the comprehansive person:centered : '
ca;eggné Ef:hef {}e;siderétS‘ @rito.als and preferences, Resident 83’s CPAP machine has
an 9 01 1S subpart. been cleaned by licensed nurse on
This REQUIREMENT s not met as avidenced
by ‘ May 21, 2019 according to facility
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Based on observation, interview, medical record
review, and facility P&P review, the faciity failed
to provide the necessary treatments fo three of 21
final sampled residents (Resldents 83, 27, and
90) recelving respiratory therapy.

* The facility falled to ensure Resident 83
received the necessary care for breathing
treatment via a CPAP machins,

* The facilify failed to ensure Resldent 27 and
90's nasal cannulas (tublng with two prongs used
to defiver oxygen via the nostrils) were changed
every five days in accordance with the physmlan s
orders.

These fallures had the potential to negatively
impact the residents’ medical conditions.

Findings:

1. Review of the facility's P&P titled CPAP/BIPAP.
Support dated 3/15, shewed the staff is to clean
the machine with with warm, scapy water and
rinse at least once a week and as neaded, The
policy showed tha washable filter needs to be
rinsed- under running water once a week to
remove dust and debrls, The CFAP mask, nasal
| pillows, and tubing are to be cleansd daily by
placing in warm, soapy watsr and soaking or
agitating for five minutes in a mild detergent and
to rinse with warm water and allow It to alr dry
betwesn Uses,

Meadical record review for Resldent 83 was

the facility on 1/8/19.

Review of Resldent 83's physician's order dated

inltiated on 5/13/19. Resident 83 was admitted to [

{

policy and procedure,

Facility had licensed nurses clean
all other CPAP/BIPAP machines in
use on May 21, 2019 according to
policy and procedure.

All residents utilizing
CPAP/BIPAP machines had their
otders updated on May 21, 201910
include cleaning of machine once a
week with warm soapy water,
cleaning the filter once a week and
daily cleaning of the mask, nasal
pillows, and tubing.

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

i record.

Night shift licensed nurse is
responsible for cleaning
CPAP/BIPAP macbines and
document cleaning in medijcation
administration record. Day shift
Unit Manager will conduct rounds
for four weeks to determine -
compliance with documentation
and cleaning, Director of Nurses
will randomly monitor for
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5/13/18, showed Residant 83 had a CPAP . . .
machine on while asleep, . continuously going forward,
On 5/13/19 at 1151 hoyrs, an intarview and Director of Nutses inserviced
observation of Resident 83's CPAFP machine was licensed nueses on June 14, 2019 to
conducted. LVN & was asked when the |ast time the facility nolicy and procedur
Resldent 83's CPAP machine mask and tubing for clcang; pCPgP/BH‘)’-AP _ re
ware cleaned and the filter was changed. LVN 5 . g . qs
stated thare was an outside company to change machines aud' the_u responsibility
it. LVN 5 acknowledged there was no date for documenting in the medication
identified or documented to show When this was. administration record,
done. -
On §/13/19 at 1210 hours, an interview and Me(_ilcal R‘ecorz'ds Coc_J'lrd‘mato‘r will
concuprent P&P review was conducted with RN 2. - audit medication administration
RN 2 was asked if there was any documentation record to monitor for completed
to show when Resident 83's CPAP machine and clocumentation. ’
tubing were cleaned and the filter was changed.
RN 2 was unable to find any documentation show Facili i [
when the last time Resident 83's CPAP machine acility will ensure nasal canhulas
and tubing were last cleaned or a cleaning are changed every five days in
schedule. RN 2 stated the resident's plan of care accordance with physician’s orders.’
should include the care and cleaning of the CPAP .
machine. Resident 27 had het nasal cannula
replaced on May 13, 2019 by
licensed nurse.
2, On 8/13/19 at 0904 hours, Resident 27 was ,
obsar\ixesj:it in“?e(l, rﬁce!virslgl_%xygenlaat _trw;lo fiters I Resident 90 had her nasal cannula
per minute through a nasal cannula. The nasa
cannula fubing was dated "3/31." The nasal rf:placed Vc‘)n‘l\fjiay 13,2019 by
cannula was connected to a humidifier bottle licensed nurse.
dated 5/9/18. '
' Licensed nurses are responsible for
22 5:; jailt 1297?; t(l),;gbm ho”&%é—;‘ﬁ j ;;“bsr?;"’ect' replacing the nasal cannulas and
si ing an g nasal ‘e RTINS
cannula was not changed since 3/31/19, even hum} d.iﬁe{ bottle for all residents
though the humidifier was changed on 5/9/19. recetving oxygen therapy every
LVN 2 stated the nasal cannula should have been
FORM CAMS-2587(02-89) Pravlous Verslans Cbsclate Evanl ID: QY411 Facillly ID: CAD10000467 . I continuation shesl Page 15 of 50




" 3

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

PRINTED: 08/28/2019
FORM APPROVED
OMB NQ. 0938-0381

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION - IDENTIFICATION NPMBER:
556349

{%2y MULTIPLE CONSTRUCGTION (*3) DATE SURVEY
A, BUILDING COMPLETED
B. WING 05/17/2049

NAME OF FROVIDER OR SUPPLIER

VACAVILLE CONVALESCENT & REHAB

STREET ADDRESS, CITY, BTATE, ZIP CODE
585 NUT TREE COURT
VACAVILLE, CA 95687

changed evary flve days as ordered,

Medic'al 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 Order Summary Report showed a
physiclan’s order dated 7/27/18, to change the
humidifier bottle and tubing every five days.

Review of the Medication Administration Record
for May 2019, showed the humidifier bottle and
tuhing were scheduled to be changed avery five
days on the night shift. The humldifier bottle and
tubing was signed as changed on 5/3,'5/8, and
5/13/19. However, the tubing was labeled
33114,

3. On 5/M13/19 at 0915 hours, Resident 90 was
observed in bed, receivirg uxygen at two litars
per minute through a nasal cannula. The nasal
‘| cannula tubing was dated 4/28/19, The nasal
cannula was connected fo & humidifier bott!e
dated 5/12/19.

On 5/13/19 at 0918 hours, the DSD observed
Residant 80 and verified above findings.

Medical record review for Resident 90 was
initiated on 6/13/19. Resident 80 was admitted to
the facility on 1!?116

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

Review of the Medication Administration Record
for May 2019, showed the humidifler bottle and

tubing were scheduled to be changed every five

F 695
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five days. Documentation of the
teplacement in maintained in the
medication administration record.

Director of Nurses inserviced
licensed nurses on June 14, 20190
the responsibility of replacing nasal
cannulas, humidifier bottles and
documenting it the medication
administration record.

Director of Nurses will monitor for
compliance with random 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
day shift Unit Manager. Unit
Manager will observe weekly each
resident on their unit to ensure
nasal cannulas and humidifier
botties have been replaced timely,
Unit Manager will report 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 qight shift, Thx_a humidifier bottle and improvement process.
tubing was signed as changed on 5/3, 5/8, and Administeator is responsible for
5/13/19: however, the tubing was observad to be AL ©5ponsiole 1or
dated 4/28/19.. , monitoting the SNFQAPI program.
F 700 | Bedralls F 700
ss=g | 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 rall Is used, the facility must ensure
correct Instaltation, use, and maintenance of bed
rails, Including but not limited to the following
elamenis.

§483,25(n)(1) Assess the resident for risk of
entrapment from bad rails prior to instaliation.

§483.25(n)(2) Review the risks and benefits of
bed rails with the resident or resident
representative and obtaln informed consent prior
ta Instaltation.

§483,25(n)(3) Ensure that the bed's dimensions
are appropriate far the resident’s slze and weight.

§483,25(n)(4) Follow the manufacturers'
recommandations and specifications for installing
and maintaining bed rails. _
This REQUIREMENT is not met as evidenced
hy: . '
Basad on ohservation, Interview, medical record
review, and facility P&P reviaw, the facility faifed
to ensura 10 of 21 final sampled residents
(Residents 2, 13, 16, 17, 27, 31, 82, 87, 96, and
504) remainad frea from accident hazards due to
the use of elevated side rails.

" free fram accident hazards due to

“team on May 28, 2019. Side rails

teanm on May 28, 2019, 1IDT

F 700 Bedrail_s ' Toe Y
2019

Facility will ensure all residents are
the use of elevated sidé rails.

Resident 2 was assessed for 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

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
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* The facility failed fo attempt alternative
measures and review the risks and benefits with
each rasident and/or the resident's representative
priar o the use of elevated side rails for
Resldents 2, 13, 16, 27, 31, 82, 87, 96, and 504,

* The facility faifed to follow the physician's order
to elevate Resident 17's side ralls during care
only, _ »

These had the potential to put the resldents at
risk for entrapment and serious injury.

Findings:

Review of the FDA issued a Safety Alert entitfed
Entrapment Hazards with Hospital Bed side rails,
Residsnts most af risk for entrapment ars those
who are frail or elderly or those who have
conditions such as agltation, delirium, confusion,
pain, uncontrolied body movement, hypoxia, fecal
impaction, or acute usinary retention, efc., that
may causae themn to move aboul the bed or try to
exit from the bed. Entrapment may nceur when a

.| resident is caught between the maitress and bed

rail or In the bed rail itseff.

Review of the facilily's P&P titled Propér Use of

Side Ralls revised 12/2018, showed the use of
side rails as an assistive davice will be addressed
in the resident's care plan. Less restrictive
interventions will be incorporated in the care
planning. Documentation will indicate I less
restrictive approaches are not successful, prior to
considering the use of side rails, Tha risks and
benefits of sida rails will be considsred for each
resident.

1. Medical record review for Resident 27 was

determined to remove one side rail
for Resident 27.

Resident 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 railg
were removed for Resident §7.

Resident 96 was assessed for the
use of side rails 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
duting care by the interdisciplinary
team on May 28, 2019. Resident
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initated on 5/13/19. Rasident 27 was admitied to
the facility on 7/27/18.

Review of the quarterly MDS dated 3/1/19,
showed Resident 27 had moderately impaired
cognition. '

On 5/13/19 at 1030 hours, Resident 27 was
ohserved in bed with bilateral side rails (at the
head of the bed). The right side rail was .

| observad elavated, while the left side rall was

down. '

On 5/14119 at 1316 hours, Resident 27 was

"ohsarved lying in bed with elevated bilateral side

rails.

Reviaw of the Order Sumemary Report showed a
physiclan's order dated 7/27/18, for half side rails
up for bed mobility - non restrictive.

Reviaw of the Physical Restraints/Assistive
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
hed mobility. There were no documentation to
show alternative measures were attempted prior
to the use of the elevated side rails. The area lo
document the risk and benefits were discussed
with the resldent and/or rasponsible party failed to
show what the risk and benefits were reviewed.

Review of Rasident 27's plan of care shawed a
care pian problem to address the potentlal for
falls, One of the interventions included bilateral
half side rails io be elevaled.

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

F 700

-~ who stated she would liké side rails
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17 had some cognitive changes

since the physician order dated .
June 7, 2012. Unit Manager spoke.
with resident’s responsible party

in place for resident secondary to
her cognition and history of falls.

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

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

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

Facility uses a form placed in the
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the facllity on 7/31/18,

.] ralls for bed mobllity - non rastrictive,

.Review of the Physical Reslraints/Assistive

with LVN 8. LVN 8 stated Resident 27-had
blfatera! quarter side ralls wers used for hed
mobiiity. LVN 6 stated the facility did not have
half side rails and they did considered quarter
length slde rails as the least restrictive device,
LVN 6 verified there weare no glternative
neasures attempted for Rasident 27 and the risk
and benefits identifiad prior to the use of elevated
side rails for Resident 27, :

2. On 5/13/19 at 0912 hours, Resident 87 was
observed lying in bed with bllateral alevated slde
rails (from the head of the bad up to the waist
fevel, measured 36.5 inches In length).

Medical record review for Resident 87 was
inltiated on 5/13/19, Resident 87 was admitted to

Review of Resident 87's quarterly MDS dated
4/23/19, showed Resident 87 nad moderataly
impaired cognition. -

Review of a physician's order dated 7/31/18,
showed to provide quarter fength elevated side

Review of tha CNA's Documentation Survey -
Report for May 2019, showed Resident 87
required limited to total assistance of ong person
for bed mohility,

device Assessmant/Consent dated 7/27/18,
showed the guestions for alternatlves considerad
and offered, and risks and benefits discussed,
were answered N/A (not applicable). '

Review of Resident 87's plan of care showed a

~ Director of Nurses will inservice
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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 continve
to meet monthly and discuss each
resident utilizing side rails,
Discussion will involve using the
least restrictive approach,

licensed nurses on June 14, 2019 to
complete a person-centered
ussessment of each resident upon
admission to determine usé of side
rails. Alternative measures if
appropriate will be attémpted prior
to utilizing side rails, o

Facility will utilize SNFQAPI to
monitor on every other month basis
through the continuous quality
improvement process.
Administrator is responsible for
monitoring the SNFQAPI program.

FORM GMS-2567(02-89) Previous Versions Obsolete

FvenliD:QJY411

Fadillly iD: CAQ10000407

if sontinuation sheal Page 21 af 50




h

.

PRINTED: 05/28/2019

DEPARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIERICLIA (X2} MULT}PLE CONSTRUCTICN {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING ' ' COMPLETED
) 555349 8. WING 05/17/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE .
685 NUT TREE COURT
- VACAVILLE CONVALESCENT & REHAR VACAVILLE, CA 95687
{%4)10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CQMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFOHMATION} TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 700} Conlinued From page 21 F 700

care plan problem to address the potential for
falls, One of the interventions Included bitateral
guarter side raifs to be elevated,

On 5/15118 at 1425 hours, an interview and
caonecurrant madical record raview was conducted
with LVN 1, LVN 1 reviewed the medical record
and verified there.were no alternative measures
attempled and risks and benaflts were not
reviewed prlor to the use of side ralls for Resident
87.

3. On 5/13/19 at 0900 hours, Resldant 13 was
observed lying in bed with bllaterai side rails
alevated.

Medical record reviaw for Resident 13 was

Intiated on 5/13/19. Resident 13 was admiftedto |

the facility on-11/2/18.

Reviaw of the History and Physical daled 11/4/18,
showed Resident 13's physiclan 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 Residenl 13
reguired limited to.axtensive assistance of one to
two persons far bad maobfiity.

Review of the Physical Raslrainis/Assistive
device Assassment/Consent dated 11/2/18,
showed Resident 13 signed the consent for the
use of elevaled guarter side rails. The questlons
for alternatives considered and offered prior to
the use of slde rails was answered N/A, Thare
was no documnentation to show what risk and
benefits wera reviewed with Residant 13 prior to
the use of the side rafls.
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Review of Residant 13's plan of care showad &
cdre plan problam dated 11/2/18, to address the
potential for falls. One of the interventions
included bilateral quarter side ralls to be elevated.

On 5/16/18 at 1359 hours, an intervisw and
soncurrent meadical record review was conducted
with LVN 8. LVN 6 reviewed the medical racord
and verified thare were no alternative measuras
attempted and risks and benefits were not
reviewed prior to the uss of side ralls for Resident
13.

4, On 5/13/19 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 nches in length).

Medical record raview for Rasident 62 was
initiated on 5/13/19. Resident 82 was admiited to
the facility on 1/13/18.

Review of Resident 82's quarterly MDS dated
4/11/19, showed Resident 82 had moderately
impalred cognition. -

Review of the Madication Review Report showed
a physician's order dated 7/10/17, for quarter
elevated side rails up for bed mebility - non
reslrictive.

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

Review of Reslident 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 aftempted prior {o the use cf
elevated side raifs.

On 5/16/19 at 1406 hours, an interview and
concurrent medical recard review for Resident 82
was conductad with LVN 6, LVN 6 verified there
were no alternatlve measures atternpted and
rlsks and benefits were not reviewed prior io the
use of side rails for Resident 82,

5. On 5/13/19 at 0924 hours, Resident 17 was
observed lying In bad with bilateral s:de rails
elevated.

Medical record raview for Resident 17 was
initiated on 5/13/19. Rasident 17 was admitted ta
the facility on 5727111,

Review of resident 17's quarterly MDS dated
2122119, showed resldent 17 was moderately
cognitively impaired.

Review of the Medication Review Report showed
a physiclan's order dated 6/7/12, for quarier side
ralis to be elavated only during care.

On 5114/19 at 1317 hours, Resident 17 was
observed lying in bed with bilateral side rails
elevated. There was no staff in the room
providing care lo Resident 17.

Cn 6/16/19 at 0826 hours, an Interview was
conducted with CNA 86, CNA 8 stated she kept
the side rails elavated whenever Resldent 17 was

in bed lo kaep Resident 17 from faliing.

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION X3} DATE SURVEY
AND FLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING - : COMPLETES
555349 B. WING 05/17/2019
NAME OF PROVIDER OR BUPPLIER. STREET ADDRESS, CITY, STATE, ZIP CODE
585 NUT TREE COURT '
VACAY CONVALESCENT & REHAB ' -
ACAVILLE CON . VACAVILLE, CA 95657
XA 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (s}
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULE PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
" TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS3-REFERENGED TO THE APPROPRIATE paTE
DEFICIENCY)
F 700 Continued From page 23 F 700

FORM CM5-2567(02-99) Pravious Verslong Ohsolefe

Evant ID:QJY4 11

Easllity 1 CAQ1 0000457

M continuation sheat Page 24 of 50




DEPARTMENT 'OF HEALTH AND HUMAN SERVICES
CENTERS FOR MERICARE & MEDICAID SERVICES

PRINTED: 05/28/2018

FORM APPROVED

QMB NO. 0938-0391

STATEMENT OF DEFICIENCIES ()U) PROVIDER/SUPPLIER/CLIA (%2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION . IDENTIFICATION NUMBER: A BUILTING COMPLETED
555344 8. WING 05M7/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 217 CODE
: - 586 NUT TREE COURT
VILLE CONVALESCENT & REHAD - '
VAGAVILL A - | VACAVILLE, CA 95887
o) D SUMMARY STATEMENT OF DEFICIENCIES 10 . PROVIDER'S PLAN OF CORREGTION x6)
PREFIX - {EACH DEFICIENCY MUST BE PRECEDEQ 8Y FULL PREFIX - (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYIMG INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 700 | Continued From page 24 F 700

On 5/16/19 at 0845 hours, an interview and
concurrent medical record review was conducted
with LVN 6. LVN 6 was informed and verlfied
above findings, :

6. On 5/13/19 at 0900 hours, an observation and
concurrent Interview was conductad with

‘| Resident 2. Resident 2 was observed lying in her

bed with bilateral side ralls elevated at the head

"1 of the bed, Resident 2 stated she used the side

ralls for reposltioning herseif in bed and fo
transfer In and out of bad.

Medical record review for Resident 2 was initiated
on 5/13/19. Resident 2 was admitled to the
facility on 7/19/18, and readmittad on 10/23/18.
There was no documentation found to'show
aiternatives were attempted prlor to the use of
side ralls.

Review of the physician's order datad 10/23/18,
showad an order for side ralls to be elevated for
bed mobillty.

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

Review of Resldent 2's care plan problem titled
Potential for Infury revised 2/11/18, showed
Resident 2 was at risk for injury due to
generalized weakness and gait/balance
prablems.

On 5/14/19 at 1515 hours, an observation was

conducted of Resldent 2. Resident 2 was
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observed lying in her bed asleep with bilateral
side ralls elevated at the head of the head.

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

On 5/16/19 at 1105 hours, an interview and
concurrent medical record review for Resident 2
was conducted with the DON, Review of
Resident 2's Physical Restrains/Assistive Davice
Assessment/Conaant form dated 10/23/18,
showed a sectlon to document altarnatives
considered and offered prior to asslstive device
(side rail) utifization. The documentation under
the alternatives fo side ralls section only showed
a physlcian's order was obtained for the usa of
side rails, and falied to show any alternalives
were atternpted prior to the use of elevaled sids
rails. The DON verified alternatives were not
attemptad prior to the use of side rails for
Residgent 2.

7. On 5/14/19 at 0802 hours, an observation was

canducted of_Resident‘31. Resident 31 was
obsarved lying in her bed with bilateral side rails -
elevatad at the head of the hed.

Madical record review for Resident 31.was
initiated on 5/13/19. Resident 31 was admitied (o
the facility cn 5/25/18. Resident 31's medical
record failad to show alternatives were attempted
prior o the use of side rails.

Review of the physiclan's order dated 5/25/18,
showad an crder for side rails to be eldvated for
bed mobillly,

F 700
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Review of Resident 31's History and Physical
dated 1/7/19, showed Resident 31 had a
diagnosls of dementia with.behavioral
disturbanze,

Review of Resident 31's care plan problem titled
Potential for Falls related to dementia, with a
targat date of 6/8/19, showed an intervention for -
side rails {o be elevatad, and a goal for Resident
31 to remain frez from fail related injury. -

On 5/15/19 at 0841 hours, an observalion was
conducted of Residant 31. Residant 31 was
observed lying In her bed aslesp with bllateral
slde ralls slevated at the head of the bed.

On 5/15/18 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 Physical
Restrains/Assistive Qevice Assessmani/Consent
form dated 5/28/18; showed a section {o
document alternatives considered and offered
prior to assistive device {slde rall} utilization. The
documentation under the alternatives to side rails
section showed "n/a" and falled to show '
alternatives were attempted prlor to the use of
elevated side rails. The DON verified alternatives
were not attempted prior to the use of Side rails
for Raesident 31. ,

8. On 5{/13/19 at 0804 and 1504 hours, Resident
96 was abserved in bed with bifateral side rails
elevated at the head,

Medical record review for Resident 96 was
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Initiated on 5/13/19. Resident 95 was admitted to
the facility on 4/21/19. ,

Review of Resident 86's medical record fafted to
show documentation alternatives were altempted
prior to the use of the elevated side rails and
failed to show documantation the risks and
benefits of the slde ralls were identified and
reviswed with the resident and/or the resident's
represantative.

On 5(16/19 at 1413 hours, an interview and
cancurrent medical record review was conducted
with RN 2. Review of the Physical '
Restraints/Assistive Davice Asseasment/Gonsent
dated 4/21/19, for the use of bilateral guarter side
ralls failed to show documentalion altematives
were aftemnpted prior to the use of the elevated.
side ralls. The section under "The following risks
and bansfits have been discussed with the
residsnt ..." failed to identify what tha risks and
benefits of the side ralls were, RN 2 verified the
above findings and stated the faclity did not
atternpt 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 EiE‘VatEd 4t the head,

Madical record review for Resident 504 was
initiated on 5/13/19. Resident 86 was admitted to
the facility on 4/21/18.

Revlew of Resident 504's medical record failed to
show documentation alternstives were attempted
pricr to the use of the elevated side rails and
failad to show documentation the risks and
banefits of the side rails were Identified and
raviewsd with the resident and/or the resident's
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On 5/15/19 at 1413 hours, an interview and
cencurrent medical record review was conducted
with RN 2. Review of the Physical
Restraints/Assistive Device Assessment/Consent
dated 5/4419, for the use of bilateral quarter side
rails failed to show documentation alternatives
wera attempted prior to the use of the elevated
slde rails. THe section under "The following risks
and benefits have been discussed with the
rasident . .." failed to Identify what the risks and
benefits of the side rails were. RN 2 verified the
abaove findings and stated the facility did not
attempt alternatives. prior to using side ralls.

10. On 5/13/19 at 0814, 1011, and 1515 hours,
on 5/14/19 at 1320 and 1518 hours, and again on
5/16/19 at 0918, 1401 hours, Resident 16 was
observed lying in bed with bilataral side ralls
alevated.

Medicai record review for Resident 16 was
initiated-on §/13/19. Resident 186 was originally
admittad to the facility on 4/30/16 and readmitted
on 5/20/17.

Review of Resident 16's care plan problem tifled
at risk for fails dated 5/14/15, and revised on
3/6118, showed Resident 16 was at risk for falls
related to deconditioning, gait/balance problems
history of falls and siroke,

Review of Resident 16's Physical Reslraints/
Assistive Device Assessment/ Consent dated
§/20/19, showed the following:

- Alternatlves considered and offarad pnor to
rasirictive and assistive davice utilization: ¥ side
ralls for bed mahllity,

- Risks and benefits discussed with the resident
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and the responsible part relating to restrictive and
assistive device utilization: % slde rails for bed
mobility. . )

- Resident and responsible party signature
area(s) was blank.

On 5/15/19 1511 hours, an.Interview and
concurrent medical record raview was conducled
with LVN 1, LVN 1 vetified the above findings.
When asked about the alternatives prior to the
use of side rails. LVN 1 stated there ware not any
alternative Interventions attempted prlor to the
implementation of side rafls for Resident 16,
When asked if the risks and benefits were
discussed on the use of side rails, LVN 1 siated
ne. :
Drug Ragimen Is Fres from Unnecessary Drugs
CFR{a); 483.45(d)(1)-(6)

§483.45(d) Unnecessary Orugs-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 adequates monitoring; or

§483.45(d)(4) Without adequate indications for its
use; or :

§483.45(d)(5) In the presence of adverse
consequences which indicate the dose should be
reduced or discontinued; or

F700}.

F 757

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

F 757 Drug Regimen is Free from
Unnecessary Drugs

qum H(
219

Facility will ensute residents are
free from unnecessary medications.

Assistant Director of Nurses spoke
with physician for Resident 506 on
May 23, 2019, and he-stated that he
did not want to put a parameter for
the use of Lasix and bleod pressure
medications. -

Director of Nurses rev iewed all
other residents with blood pressure
medication for the placement of
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§483,45(d)(6) Any combinations of the reasons
stated in paragraphs {d){1) through (5) of this
sactlon.

This REQUIREM ENT Is not met as evidenced
by:

Based on observation, interviaw, and medlcai
‘record review, the facility failed to ensure ona
nonsampted resldent (Rasident 506} was free
from unnecessary medications.

* The facility failed to ensure Rasidant 506's
hlood prassure medications.had adequate
maonitoring or parameters for its use. When
interviewad, the licensad nurses gave conflicting
information regarding when they would administer
or hold the rasident's biocod pressure medications,
This had the potential for the resident to receive
unnecessary medication and develop significant
side effects such as hypotension (abnormally low
blood pressure;.

Findings:

Raview of The Food and Drug Administration's:
(FDA) drug procduct information for Laxis, showed
Lasix, when combined with angiotensin
convarting enzyme inhibitors {ACE inhibitors),
may lead to severe hypotension. Changas in
blood pressure must be carefully monitored when
Lasix Is usaed with othar antihypertensive drugs.

Review of Lexicomp (an oniine drug reference)
showed concurrent drug therapy issues related to
the use of hydralazine and nifedipine included
drug to drug interactions that may potentially
cause significant Interactions, requiring additional
monitering. The drug reference showed
nifedipine may enhance the hypotensive effects

of bata blockers, For hydratazing, the drug

F 757

No other residents were affected by
the deficient practice.

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

Consulted Pharmacy reviews
medication orders for any new
admission resident and for each
new order with existing residents.
Interdisciplinary team reviews the
clinical file for all new admissions
the next morning after the admit.
Medication ordets is included in
the morning review,

Facility. completes recaps (review
of all orders) for cach residenton a
monthly basis.. As part of the recap
process, Director of Nurses anc
Asststant Director of Nurses review
and monitor for medications that
could potentially need paranieters
of monitoring.

Consultant Pharmacist reviews the
clinical file monthly for each
tesident to ensure residents are free
from unnecessary medications.

t
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interactions included other blood prassure
lowering agents, which may enhance the
hypatensive effact of hydralazine.

On 5/15/19 at 0808 hours, a medcation
administration observation for Resident 506 was
conducted with RN 1. RN 1 prepared and
administered Resldent 508's medications, which
Included the fallowing:
- one tablet of carvedilol {blood pressure
medication belonging to the drug class bata
blockers) 3.125 mg,
- one tablet of Lasix (diuretic with
antihypertensive effecis) 20 mg,
- one tablet of lisinopril (blood pressure
medication belonging to the drug class ACE
inhibitors) 10 mg, and

- one tablet of nifedipine ER (blood pressure
medicaltion) 60 mg.

Review of the Medication‘Revlew Report showed
physician's orders dated:

- 5/3/18, to administer one tablet of nifedipine ER

80 mg one time a day for hypertension,

- 513/19, to administerone tablet of lisinopril 10
mg one time a day for hypertension, and

- B/4i19, to administer one tablet of hydralazine
50 mg every eight hours for hypertension,

The Medleation Review Report failed to show
parameters of when to hoid the blood pressure
medications (i.e. hoid If the systolic blood
pressure or heart rate was below a specified
number).

Review of Resident 506's plan of care showed a
care plan prablem dated 5/4/19, to address the
resident being on diuretic therapy (Lasix}. The
goal was for Resident 606 o be free of any

discomfort or adverse side effscts of diuretlc

Director of Nurses will inservice
licensed nurses on June 14, 2019 of
the residents right to he free from
any unnecessary medications, and
when they should administer 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 intarventions included "many other
medications may interact with antihypertensives
to potentiate their effect”.and to monitor for
interactions/adverse consequences.

On 6/15/19 at 0904 hours, an interview was
conducted with the ADON. The ADON stated
medications such as Lasix, lisinopril, and
nifedipine, among other medications, ceuld cause
hypotension.” The ADON stated paramelers for
medications were determined by the physician
and the nurses could contact the physiclan to
obtain parameters for the blood pressuyre
medications.

On 5/16/19 at 0957 hours, an Interview was
conducted with the Medical Director. The
Medical Cirector was askad about polypharmacy
{the simultaneous use of multiple drugs to treata
single ailment or condition)., The Medical Director
stated paramaters of when to administer or hold
certaln medications depended on tha resident's
condition and history, but it was good and/or safe
practice to have parameters in place for the blood
pressure medicdtions.

On 5/16/19 at 1428 hours, an interview was
conducted with RN 1. RN 1 was asked when
would she administer or hald Resident 506's
blood pressure medications. RN 1 stated she
would use her nursing Judgement to determine
when she would hald the resident's blood
pressure medIcations. .

On 5/16/19 at 1464 hours, an interview was
conducted with LVN 4. LVN 4 was asked when
would sha administer or hold the resident's bloond
prassure medications. LVN 4 stated each
rasident was different and she would hold the
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§483.45(e) Psychotropic Drugs.

§483,45(c)(3) A psychotropic drug is any drug that
affacls braln activities assoclated with mental
pracaesses and behavior, These drugs include,
but are not limited to, drugs in the following
categeries:

() Anti-psychotic;

(i) Anti-depressant;

(iii) Anti-anxisty; and

(iv) Hypnotic

Based on a comprehensiva assessmentof a
rasident, the facility must ensure that---

§483.45(e){1) Residents wha have not used
paychotropic drugs are not given thesa drugs
unless the medication |s necessary to treat a
specific condition as diagnosed and documented
in the clinical record; .

§483.45(a)(2) Residents who use psycholropic
drugs recelve gradual dose reductions, and
hehavioral Interventions, unlass clinicafly
contraindicated, in an effort to discontinue these
drugs;

8483.45{(2)(3) Resldents do nat recelve
psychatropic drugs pursuant to a PRN erder
unless that medication Is necessary to treal a
diagnosed specific condition that is documented
in the clinical record; and

.accurately monitor the number-of -

" medications to ensure that the

_ the deficient practice.
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Factlity will ensure licensed nurses

behavior episodes on the
medication administration tecord
for residents on a psychotropic
medication to prevent the potential
for affecting the resident’s weli-
being and quality of life.

Residents 16’s Psycholropic
Summary Sheet and medication
administration record for May has
been completed and accurate for
the same number of behavier
episodes by Medical Records
Coordinator on May 28, 2019,

Medical Records reviewed all othar
residents on psychotropic

medication administration records,
matchad with the psychotropic
summary sheets on May 28, 2019,
No other residents were affected by

Med_ical Records Coordinator is
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£483.45(e)(4) PRN orders for psychotroplc drugs
are fimited to 14 days, Except as provided in

| §483.46(e)(5), if the attending physician or

prescribing practitioner believes that jt is
appropriate for the PRN order to be extended

-1 bayond 14 days, he ar she should document their

rationale in the resident's medical record and
indicate the duration for the PRN order.

§483,45(9)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot ba
renewed unless the attending physician or
prescribing practitionar evaluates the rasident for
the appropriateness of that medication.

_i This REQUIREMENT s not met as evidericed

by ’

Based on interview, medical record review, and
facllity doecurment review, tha facliity falled to
ensure one of 21 sampled residents {Resident
16) was free from unnecessary psychotropic
medlcations. The facility failed to follow
physiclan's order and accurately monitor the
number of hehavioral episodes assoclated with
the use of Depakole (a medication used to treat
symptoms of bipolar disorder) for Residant 18, .
Thesa failures had the potential for affecting the
rasidént's well- being and quality of fife, -

Findings:

Medical record review for Resident 16 was
initiated on 5/13/19. Resident 16 was readmitted
to the faclllty 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 twica a
day hy mouth for bipolar disorder with delusions
manifested by becoming agitated, irritable, and
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responsible for documeﬁting the
number. of behavior episodes on the
Psychotropic Summary Sheet.

The Psychotropic Summary Sheet
and medication administration
record should both accurately
reflect the same number of
behavior episodes for the month.

Pharmacy Consultant reviews the
Psychotropic Summary Sheet sach
month daring 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 Psychotrepic Summary
Sheet matching to medication
administration record by auditing

all residents receiving psychotropic
medications monthly during recaps
for three consecutive months and
guartetly thereafter, - :

Director of Nurses will inservice
licensed nurses on June 14, 2019 of
the responsibility of accurately
reflecting all behaviors on the
medication administration record.
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Continued From page 35
accusing staff of being rough.

Revlew of Resldent 16's Medication
Administration Record for February, March, and
April of 2018, showed entries to monitor
behaviors of delusicns manifested by accusatory
statements towards staff and hopelass
statements. |n addition, the behaviors were
coded as foliows: -

0 = No behaviors ‘

1 = Deluslons manifested by accusatory
statements towards staff

2 = Hepelass statemenis

Review of Raslident 16's Psychotropic Summary
Sheet used to document the total number ‘
behavior episodes per shift 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 2013, showed cne
entry with a coding of "1"* and two entries with a
goding of "2." Resident 16 had no documented

behaviors for the month of Febiruary and March of |

2019,

The number of episcdes of Resident 16's
Medication Administration Record for the month
of Aprll 2049 was Incons{stant with the numbers
documented on the Psychotropic Summary
Sheet.

On 5/15/19 af 0806 hotirs, an interview and
concurrent medical record review was conducted
with LVN 1. LVN 1 verifled the above findings
and stated they needed to contact the physician
to obtain specific behavior menitoring for the use

F 758¢ -

Facility will utilize SNFQAPI to
manitot on a every other month
basis thiough the continuous
quality improvemet process.
Administrator is responsible for
monitoring the SNFQAPI program,
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CFR(s): 483.45(f)(1)

§483.45(f) Medlication Errors.
The faclity must ensure that its-

£483.45{f(1) Medication error rates are not 5
percent or graater,

This REQUIREMENT is not met as ewdenced
by:

Based on observation, interview, medical record
raview, and facility P&P review, the facifity failed
to ensure the medication error rate was below
5%. The facllity's medication error rate was 10%.
Three of three licensed nurses (RN 1, and LVNs
2 and 3) wers found to have made errors during
the medicatlon administration observation,

* The facllity falled to ensure Resident 506's
blood pressure and heart rate were takan prior to
being administered carvedilol (blood pressure
medication). This failure had the petential to
cause Resident 506 to becoma bradycardic
(abnormally slow heart rate} and/or hypotensive
(abnormally fow blood prassure),

* LVN 3 failed to administer one medication as
ordered by the physician for Resident 48,

* VN 2 failed to foliow the manufacturer's
spacifications in the administration of an
anti-diabetic medication to Resident 36.

These failuras had the potential to negatively
affect the residents' health,

Findings:
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Rates 5 Percent or More 20

: \
Facility will ensure medication
error rate is below five percent,
Medications will be administered in
a safe and timely manner, and as
presctibed, N

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

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

RN [ has been counseled by
Administrator & Director of Nurses
on May 20, 2019 and
documentation of .medication error
has been placed in he1 personnel
file.

Resident 48 is still a resident 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 shall be administered In a safe and
timely manner, and as prescribed. The following
information must be checked/verified for each
resident prior to adminlstering medications:
-allergies to medicatians, and

~vital signs; If necessary.

On 5/15/13 at 0809 hours, a medicatian
administration observation for Resident 506 was
conducted with RN 1, RN 1 prepared and
administered Resldent 506's medications,
including one tablet of carvedilal 3,125.mg. RN 1
was not abserved obtaining Resldent 506's hlood
pressure and heart rate prior to administering the
carvedilol.

Medical record review for Resident 506 was
initiated on 5/15/19. Resident 506 was admltted
to the facillty on 5/3/19.

Review of the Medication Review Report showed
a physician's order dated 6/3/19, to administer
one tablet of carvedilol 3.125 mg two times a day
for chronic diastolic (congestive) heart failure,
The physician's order showed.to hold the
carvedilol If the sysfolic blood pressure was less
than 100 mmHg or if the pulse was less than 50
baats per minute.

On 5/15/13 at 0823 hours, an interviaw was
conducted with RN 1. RN 1 verified she did not
check Resident 506's blced pressure and heart
rate prior to administering the carvedilol o the
resident. RN 1 verified she should have checked
Resldent 806's blood pressure and heart rate

prior to administering Resident 506 the carvedilol.
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signs were completed following
medication error gach shift for
three days to ensure resident was
stable.

LVN 3 was counseled by
Administrator & Director of Nurses
on May 20, 2019 and LVN 3 is no
longer working for the facility.

Resident 36 is stilt a resident of thé
facility. Licensed staff documented
for three days if resident was
continuing to have any stomach
discomfort, No discomfort was
nofed.

LVN 2 was counseled on May 20,
2019 by Administrator & Director
of Nutses and documentation of
medication error has been placed in
her personnel file. -

Contracted Pharmacy Nurse will - -
observe medication administration
monthly forthe next six months. If
needed, we will continue with
monthly ObSGI vation,

Director of Nurses rerv;ewed each
medication card and medication for

n
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2. On 5/15/19 at 0809 hours, a medication pass
observation was conducted with LVN 3 on the
Nosth Station. LVN 3 was observed preparing
and administering the following oral medications
to Resident 48:

- aspirin {used for stroke prevention) 81 mg ona
tablet .

- multivitamins with minerals one tablet

- vitamin C 6§00 mg one fablet

- vitamin D 1000 fu twa tablets

- duloxstine hydrochiorlde {nerve pain:
medication) 80 mg one capsule

- metfarmin (anti-diabetic medication} 1000 mg
one {ablet .

- benazepril {blood pressure medication) 20 mg
one tablet

- metoprolo! tartrate {blood pressure medication)
25 mg half tablet

This was.a total of 8 1/2 plils.

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

Review of the Medicatlon Administration Record
for May 2019 showed gabapentin 100 mg was
scheduled to.be given daily at 0800 hours and
showed it had been sligned out and adminlsterad
by LVN 3 on 6/15/19, However, this medication
was not included in 8 1/2 pilts administered to
Resident 48 on 5/15/19 at 0809 hours.

On 5/156/19 at 0906 and at 1041 hours, LYN 3
was informed and verffied gabapentin 100 mg
tablet was nol administerad to Resident 48. LVN
3 stated the gabapentin tablat was nat in her
medication cart and they were still icoking for It.
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all residents. No other residents
were affected by deficient practice.

Director of Nurses will also
randomly observe medication

administration nlonthly 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 disciplinaty action.

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

“their responsibility of administering

medications, including making zero
errors, delivering medications in a
safe and timely manner, checking
or vetifylng for allergies and
checking vital signs if necessary.

Facility will utilize SNFQAPI 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 pasg
observation was conducted at the North Station
with LvN 2. LVN 2 was observed preparing
Resldent 36's medication of metformin
hydrochlortde 500 mg one tablet. The label in the
bubble pack for metformin hydrochloride tablet
showad to take with food. LVN 2 was observed
asking Residént 38 if she had eaten her
breakfast. Resident 36 stated she afe a fitlle
because she had a"...stomach problem." LVN 3
did not ask what time Resldent 36 eaten her
breakfast. LVN 3 proceedad to administsr
Resident 36's oral medications, . '
' A : F 806 Resident Allergies, -Suu, 7,
According to Lexi-Comp {a reference guide for Preferences. and Substitn tes .
haalthcare professionals), metiormin tablet ' ZDM
should be administered with a meal to decrease - . ,
gastro-intestinal upset. Facility will ensure the food
' o preferences of residents will be
Review of Resident 36's annual MDS dated honored.
2/27/19, showed Resident 36 had no cognitive
Impairment. Registeied Dietitian met with
On 5/15/19 at 0855 hours, an interview was Resident 83 on May 15, 2019
conducted with Resldent 36. When asked what regarding her statement of disliking
tirne she ate her breakfast that morm’gg, Resident scrambled eggs. Resident 83 stated
36 looked at the clock in her room and stated she b o
ate a little after 0730 hours but she had not eaten that she would only.t,at eggs. ®
much as much as she narmally did because of long as theyrwese‘ cracked froma
her stomach was upset. . \Vi'lole CEE. Fa(ﬂhty dO¢S not use
' : , powdered eggs and informed
On 5/15/19 at 1182 hotrs, LVN 2 was informed Resident 83 all her eggs would bie
and acknowledged the findings. ‘ o, A _—
F 806 ; Resident Allergies, Preferences, Subsiitutes F 806 from cracked whole eggs, Dietary

it
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§483.560(d) Food and drink
Each resident recelves and the facliity provides-

§483.60{d){4) Focd that accommodates resident
allargies, intolerances, and preferences;

§483,60(d)(5) Appealing options of simitar
putritive value to'residents who choose not to eat
food that is initialty served or who request a
different meal cholce;

This REQUIREMENT Is not met as evldencsd
by:

Based on opservation, intérview, medical record
review, and facility P&P review, the facility falled
to ensure the food preferences were honored for
five of 21 sampled residents (Restdent 83, 83, 27,
33, and 95).

* Resident 83 did not like scrambled eggs but
was served scrampled eggs.

* Resident 93 did not fike prune Julce but was
served prune juices,

» Resident 27 disfiked syrup on her wafiles, but
her waffles had syrup on.

* Resident 33 preferrad {o have bacon everyday
but was not serve bacon for breakfast.

* Resldent 95 did not like chocolate flavored
nutritional supplements but was served them
several times.

These had the potentiai to negatively impact the
residents' nutritional intake and negatively impact
the residents' feeling of belng respected by staff.

dietary tray ca'r'ci_'s{lid care plan.

Registered Dietitian met with -
Resident 93 on May 15, 2019

Resident 93°s care plan was *

updated as well as her dletaxy tlay
c¢ard. ‘Resident 93 will be given an
altérnative juice during her meals.

Registered Dietitian met with
Resident 27 on May 15, 2019
regarding her plefelencc to have all
sauces on the side, including syrup.
Resident 27's care plan and dietary
tray carfd have been updated.

Registered Dietitian met with
Resident 33 on May 15, 2019
regarding her pieference to have
bacdn every morning with
breakfast. Resident 33’s care plan
has been updated as well as her -
dietary tray ‘card.

Registered Dietitian metf with ~
Resident 93 on May 15, 2019
regarding her preference of to not

supplement. Resident 95°s
supplement was changed to vanilla

regarding her dislike of prune juice. -

have chocolate flavored nutritional -
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I flavored nuiritional supplement on
Find ngs: - May 15, 2019. Resident 95 stated.
1. Review of faciilty s P&P titled Resident Food she did not like the vanilla flavored
Preferences dated 11/15 showed if the resident nutritional supplement on May 24, -
refused or Is-unhappy with his or her diet, the 2019, Registered Dietitian changed
staff will create a care plan that the resident is order to be Boost Breeze which has
satisfied with and agrees to comply with. three ﬂavms, wil q beuy, peach and
On 6/14/19 at 0804 hours, Resident 83 stated orange.
she did not like or eat scrambled or powerad . :
eqgs; however, almost everyday, she was served Dietitian & Director of Dietary
scrambled or powered eggs. Resident 83 stated Services reviewed preferences for
she had informad the staff muttiple times, but i ident on May 16 P 17
they still served ihe eggs. Observation of cach resident on May
Resident 83's breakfast tray identified pancakes 2019 and no other residents were
and eggs.- CNA 2 came into Resldent 83's roomn affected by.the deficient practice:
and acknowledgad Resident 83 disiked ' o
scrambled eggs but had it on her breakfast tray. . ] .
Resldent 83 stated she did not understand why Licensed ntllrse‘hsraie do?l{lg‘?“t"ng
they served her eggs when they knew she would on the medication adlmlmstlation
not eat themn. , record the percent of suppiement

consumed. Resident 95 is
On 5/15/19 at 0820 hours, an interview was consuming an average 0fe1ghty-
| conducted with CNA 2. CNA2 was asked if she five percent,
had Infarmad the dietary staff or any licansaed p
nurse about Resident 83's dislike for scrambled —_ o .
aggs. CNA 2 stated she had not inforrned Administrator will inservice all
anyone. staff June 11 & 13, 20619 to
. communicate any dietary
Madical record review for Resident 83 was , o . )
initiated on 5/13/12. Resident 83 was admitted preferences o the licensed nurse.
to the facility on 1/8/19. ' - L
L : Director of Nurses will inservice
Review of Resident 83's plan of care identified licensed nurses on June 14, 2019 to
several care plan problems to address Resident Gl out duplicate dletaly Sllp and
83's nutritional need and pocr oral intake.
However, there was no documentation why she send one copy to the kitchen and
had a poor oral intake or that she disliked eggs. .
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2. On 5/14/19 at 0827 hours, Resident 93 was
observed to have prune julce on her braakfast
tray. Resident 93 stated she did not like prune
juice. Residenl 93 stated she took stool softener
and has been having very soft stools. CNA 3
awara aof it and would follow up with 1t.

On §/15/19 at 0825 hours, Resident 93 meal tray
was observed with an unopened can of prune
Juice. Resident 93 stated, yes it was on her meal
tray and she had Informed facllity staff on several
occasions that she dislikes prune julce. CNA4
confirmed Resident 83's meal tray contained

- prune julce.

3, On 5/13/19 at 0826 hours, Resident 27 was
observed in her room with her breakfast tray in
front of her. Her waffles had syrup on them,
Resident 27 stated she could not eat the waffles
hecause someone had pour syrup on them and
she had Inforrmed facllity staff she disliked syrup.
Review of Resident 27's meal ticket showed she
did not link syrup on her waffles.

4. On 513719 at 0817 hours, a breakfast
observation was conducted for Resident 33 who
was in har room. Revisw of the meal tickat
shewed Resident 33 preferred to have bacon
everyday, Residant 33's breakfast meal did not
contain bacon. Rssident 33 statad she did not
racefve bacon for breakfast, CNA 1 verified
Resident 33's breakfast meal did not include
bacon.

5. On 5/13/19 at 1805 hours, Res!dent 95 was
observed sealted in wheslchair in hai room with a
container of chocolate flavored Boost Glucose

Control supplerment on her bedside table.

maintain another copy in the
clinical file,

Registered Dietitian will inservice
dietary staff June 13, 2019 on'the
importance of food preferences and.
effectively reading the dictary tr: ay
card for accur: acy :

D1rector of Dietary Seryices will
discuss food preference with
residents during quarterly
assessment.

Interdisciplinary Team will discuss

conferences 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 clinicat file,

Director of Dietmy Services will
audit trays randomly during tlay
tine for acturacy and to ensure we
ate meeting the resident’s
preferences.

Facility will utilize SNFQAPI to
monitor on a quarterly basis

dietary preferences at resident care
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Rasldent 95 was asked If she had finishad the
Boos! supplement, Resldent 95 statad she only
took a slp of the Boost because it was too swest
and sha did riot like chocolate flavor Boost.

| Rasident 95 stated she had informed facility staff

she did nat like the chocolats flavored Boost and
they were supposed to replace it with g vanilia
flavored supplement. Resident 96 staled the staff
kept bringing her chocolate flavored supplement
avery day.

Review of Resident 95°5 plan of care showed a
care plan probtem dated 4/21/19, to addrass the
potential for altered nulritionat pattern related to
and as evidenced by weakly welght lossas, The
Interventions included to honor Resu:lent 95's
food preferences

Review of the Progress Notes showed an entry
by the RD dated 5/18/19, showing Resident 95
stated she did not fike chocolate, The RD
recommended to discontinue the chocotate’
flavorad Boost supplement and start providing
Resident 95 with vanilla flavored Ensure. The
Progress Notes showed the RD updated
Resident 85's food preferences, Cross refarence
to FB92.

Food Procurement, Store!Prepara!Serve~Sanatary
CFR(s): 483, 60( 1)(2})

§483.60(1) Food_ safely requirements.
The facllity must -

§483.60(1{1) - Procure foad from sources
approved or considered satisfactory by federal,
state or local autharities.

(i) This may includs food items obtained directly
from local producers, subject to applicable State”

F 806]-

F 812

through the continuous quality
improvement. process,
Administrator is 1espon51ble for - ,
monitoting the SNFQAPI program.

I’ 812 Food Procurement,
Storage / Preparation / Serve —
Sanitary

o IM-HI
2\

Facility will ensure food safety
requirements are maintained in the
kitchen to prevent the potential for
food borne illnesses.
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and local laws or regulations.

(i} This provision does not prohibit or prevent
facilties from using produce grown in facility
gardens, subject to compliance with applicable
safe growing and food-handling practices.

{Ill) This provision does not preclude resldents
from consuming foods not procured by the facility,

§483,80(i)(2) - Store, prepare, distribute and
serve food In aceordance with professtonal
standards for food service safety.

This REQUIREMENT is not met as evidenced
by:

Based on observation and Interview, the facility
failed to ensure food safely requirements were
met in the kitchen as evidenced by:

* Food Items stored in the walk-in refrigerator
were nol labeled with a received date or an
expiration date.

* Foad items stored in the walk-in freezer were
pbserved 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 5/13/19, showed 101 of 101 residents
residing In the facility received food prepared in
the kitchen.

On 5/13/19 at 0730 houwrs, an initial tour of the
kitchen was conducted with the Food Service

The boxes containing tweinty-five

pounds of Russell potatoes, thirty

pounds of red potatoes, fifteen

sweet potatoes and twenty pears in

the walk-in refrigerator were

disposed of in the garbage on May

13, 2019 by Director of Dietar y
Serwces

The boxes containing 49 85 poundsi

of boneless pork loin and .
approxunately 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 wete affected by the ‘

deﬁc1ent practice,

Director ofDietary 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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CFR(s); 483.80(1)(4)

§483.60{i)(4)- Dispose of garbage and refuse:
properly. . :

Faclhty will ensure galbage and
refuse are properly stored to
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Dlrector, The following observatlons wara made: Director of Dietary Servm bs will
a. The walk-in refrigerator was observed wrth the mspect "food storage areas daIIY ta.
foliowing unlabeled {no expiration date or date ensme comphance .
recelved) food items:
- 1 box congalnmg §5 :bs 0; RLésse'tl ?013‘095 Reglsteled Dxetman wrll audlt food
- 1 box containing 30 s of red potatoes
- { box containing 15 sweet potatoes. safety, including labeling and
- 1 box containing 20 pears, sl:mage weekly for ¢omp]1ance
b. The Food Service Director verified the Reglstcléd Dwtman will inservice
potatoes and pears were not labeled with a date Director ofDletaly Services and
recelved or an expiration date, The Food Service dief taff on J 14. 2019
Director stated the facllity practics reqiired ietary statt on June 14, to
kitchen staff to label food Items stored in the proper food labeling and storage.
refrigarator with the date received, and based on S T S
Fhe Ir;;:c;;amn;ci ?ate staff éhtlan retfetriergced theth Administrator will randotnly, at
acliity food storage guidelina to determine the
sheff life of the food.- The Food Service Director least tv\gcc da WF ok; CTC[{ kltchen to
stated the purpose of this Facility practice was t ensure food satety is being
avoid serving residents exp;red food. followsd including food labelmg
and stm age.
The walk-in freazer was observed with the R
following food items stored on the finor; _ " . . -
- | box containing 49.85 tbs of boneless pork loin. auhty Wll utitize SNFQAPT to _
- 1 box cantaining approximately 5 Ibs of hash monitor on evezy ‘ottier month basis
browns. through the continuous quahty
Co : improvement process,
The Food Service Directer verlfled the findings, Administrator is lespon'sible for
The Food Service Director stated food should not
have been stored on the freezer floor, as it was momtoling the SNFQAPI pmgmm
not good practice, due fo infection contral and :
dacreased air fow. rgid Dnspose Galbage and - JU.wL n,
F 814 | Dispose Garbage and Refuse Properly F 814 Refuse Prupcrly '

| %11
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';‘;us REQUIREMENT is not met as evidgnced prevent the potential to attiact pest /
Based on obsarvation and interview, the facility rodents.
failed to ensure the garbage and refuse were ‘ ‘
properly stored in one of one dumpsters on two Facility added two covered
days. Failure of the facllity-to keep tha garbage Rubbet sheds to propeit
sovered had the potentlal to attract pests/rodents maid sheds to property to be
utilized for extra refuse i in the case
that carrled diseases.
the dumpster is full by
Findings: Maintenance Supervisor on May
24,2019,
On 6/13/19 at 0806 hours, an observation and
concurrent interview was conducted with the it . -
Food Service Diractor. One of one dumpsters Ffwlhty -l}'ds aft anggd for a double
localed outside of the facility adjacent to the pick up from our local garbage
puilding was observed with the lids propped open company on Mondays, secondary
by trash bags full of garbage, preventing the lids to there being no pick up on
from fully ¢losing. The Food Service Director : ;
verlfied the fm dings. Sundays, starting May 27, 2019,
On 5/15/19 at 0745 hours, an observation and Maintenance Supervisor will
cencurrent interview was cohducted with the monitor dumpsters each momlng
Food Service Direclor. One on one dumpsters and determine if an extra pick up is
located outside of the facility adjacent to the . .
bullding was observed with the lids propped open il}sl:czssary fof .the day‘ aclild e'n:lsme. d
by trash bags full of garbage, preventing the fids e dumpster is covered with a lid. .
from fully closing, The Food Service Diractor o :
verified the findings. Administrator will inservice dietary
bn 5/16/19 at 1600 hours, an interview wa and housckeeping staff of the
a s, nterv 3 oy eys T
conducted with the Administratar, The resp onsxb1\1’1‘fy of mamtammg lid in
Administrator stated the trash company emptied - closed position on June 11 & 13,
the garbage dumpsters once per day with the - 2019, Inservice will also-include
exception of Sunday. The Administrator stated the résponsibility of staff to inform
Sdiiona) garbags deposal 2 neaded. Matnienance Supervisor in the
a posd . ' e
F 881 | Antibiotic Stewardship Program Feet) S the lid to the dumpster will
ss=n| CFR(s): 483.80(a)(3) hot close.
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F 881 | Contlnued Fram page 47 F 881
483.80(a) Infaction prevention and contral - o s :
grogram(, ) f P Facility will utilize SNFQAPI to
The facility must establish an infection prevention monitot on a moathly basis through
and control program (IPCP) that must include, at the continuous quality
a minimum, the fallowing elements. improvement process.
§483.80(a)(3) An antibiotic stewardship program Administrator is respoqglbie for
that Includes antibiotic use pratocols and a : monitoting the SNFQAPI program,
system to maonitor antibiotic use, S ' '
This REQUIREMENT is not met as ewdenced I 881 Antibiotic Stewardship :YM 1y
b 1 py ' __— )
¥ Program ‘
Based on interview, medical record review, : . ‘2010\
facility document review, the facllity falled to - ) : . ,
maintain an antiblatic stewardship program Facility will ensure residents who
designed to reduce the tise of unnecassary are prescribed antibiotics for
antibiotics. The facility failed to ensure three pneumonia, upper tespiratory tract
‘nonsampled rasldents (Resident 30, 101, and A) infection and urinary tract infection
who were prescribad antiblotics for pneumonia, - set McGeer Criteria to i
upper respiratory tract infection, and urinary tract _ meet Mctreer Lnteria to prevent
infection met McGeer Criteria {criteria used by unnecessary antibiotic use.
long-term care facillties to dstermine a trus . '
infection) to prevent unnecessary antibiotic use. Resident 30 remains a resident of
This failure posed ‘s ilsk of the residents ! e :
continuad use of Inappropriate antlblotics and }.he‘ facigty Remﬁ;nt iﬂlczmp leted
developing antiblotlc resistant organisms. et antibiotic on March 1, 2019,
_ Resident was assessed with no
Findings: symptoms since completion,
According to the COC, pveruse and misuse of o . . i
antibiotics is a major cause of Increasesin ?eg;dent 101 d.lshclém geg gqm the
drug-resistant bacteria. Every tme a persen acility on March 25, 2019.
takes antiblatics, sensitive bacteria ara killed, but Resident A discharged from the
resistant ones may be left to grow and multiply. facility on January 18, 2019,
Antibictic resistance is one of the most urgent :
threats to the publics health. ICP’s reviewed each resident on an
Revlew of the McGeer Criteria for Lang Term antibiotic on June 6, 2019. No
Surveillance Definitions for (nfections for urinary _ _
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g?ec; ;:u;ections-showed two criterla must be other residents were affected by
1..Signs or symptoms of dysuria (pam when defi@leﬂt pr ﬂCUCG
urinating), swelling or tenderness of the tesles, 7
apididymis, or prostate; fever or laukocytosis with Facility hired a contracted
excessive blood in the uring, new or marked Consultant Infectious Disease
increase In continencs, urgency or frequency. in hvsician that be utilized for
the absence of fever, suprapubic pain, excessive puysician that can be utitized for
bleading In the urine, or naw or Increase In any questions regfln'dmg infections
incontinence, urgency, or in frequency: and the use of antibiotics.
2. Microscopic sub-criteria of at least 100,000 -
Eﬁg?{g‘?s& sfg%osrﬂ‘ogeutgﬁg ;‘;’%SEC'E"S of Facility employs two trained
] E ' Infection Control Preventionists
Review of thé McGeer Criteria for Long Term that review each resident suspected
Surveillance Definitions for Infactions for of having an infection,
bronchitis showed three criteria must be present:
1. Interpretation of chest radlograph (x-ray) not . . . .
perfarmed or negative results for pneumonia or Contlacyed NI.HSB CC:nsultant will
new infllirates, be meeting with ICP’s on June 27,
2. Al least two of the following resplra ory 2019 to review infections,
sub-criteria: MCGreer Criteria and facility best
a. New or increased cough; practices.
b. New or increased sputum production, )
c. Oxygen saturation less than 94% on room ity wi . .
air or a reduction in oxygen saturation of greater Facility will be sending Infection
than 3% from bassline; Preventionists to Califernia
d. New or changed lung examnnatton Statewide Infection Prevention
abnormalities; _ Conference on October 22 & 23
e. Pleutltic chast pain; 2019,
f. Raspiratory rate of or greater than 25
breaths per minute. ) . )
3. Al least one of the constitutional criteria Unit Manager wilt notify the ICP of
o L suspected infection for review, 1CP
Review of the McGaer Criteria for Long Term then utilizes the McGeer Criteria to
Surveillance Definitions for [nfections for -determine if antibiotic use foll
| Pneumonia showed the resident must have a © \ frj,l . ) "_ c 0 PWS
chest x-ray demonstrating pneumonia or @ new McGeer’s C“tﬂ“‘% Facility will
infiltrate and must have at least one of the ) )
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fallowing, -

1. New or Increased cough;

2, Oxygen saturation less than 94 percent
pleuritic chest pain;

3. Faver;

' 4. New or.increased sputum produotton,

5, New or changed [ung exam abnormalities;
6. Respiralory rate greater than 25 per minute;
7. Al laast one of the constitutionat criteria {see
table for Constitutional Criteria). .

On 5/16/19 at 1058 and at 1415 haurs, an
interview and concurrent faciflty-document review
was conducted with the DSD who was aiso the
facliity's Infectlon Control Preventionist {ICP).
The ICP stated the factilty utilized McGesr's
Criteria for residents who were suspected of
having an infection and for resldents who ware
prascrined antibiotics to determine if a true
infectlon exists. The ICP stated If a resident did
not meet McGeer's Criteria, the nurse was to call
and Informi the physician. When asked how she
was monitoring for antiblotic stewdrdship, the ICP
stated she would go to each nurses' station and
review a log for antibiotic use, and review each
resident's medical record and determine If the
antitiotic 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 Cantred Surveillance
Logs ware reviewed with the ICP using the
survelllance monitaring tool, The IGP verified
Residents 30, 101, and C's condifions did not
meet McGaer's Criterfa as infections and the
facllity did nct natify the physician of these
findlngs.

clinical file, -

concerns with the use of antibiotic,
ind document conversation in the

Facility IDT conducts Infection
Control meeting on a monthly
basis, Each resident on an
antibiotic is discussed at the
meeting. '

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

ICP will inservice licensed nurses
to the MeGeer’s Criteria and the
Unit Managers of their
responsibility of notifying ICP of
any suspected infection on June 14,
2019.

Facility will utilize SNFQAPI to
mouitor on & monthly basis through
the continuous quality
improvement process.
Administrator is responsible for
monitoting the SNFQAPI program.
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