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000 A 000 z
A Inftia) Comments This plan of correction represents the
The following reflects the findings of the California fac"“':'fs ':"Ed‘!"l: al_:]esit‘gn of
Department of Public Health dufingthe - campliance with thel =
relicensing survey visit from 4/26/2016 to deficiencies. Preparation and/or
4/29/2016. execution of this plan of correction do
not constitute admission of
Representing the Department: agreement by the provider of the
Health Facilities Evaluatar Nurses: 33833, 35644, truth of the facts or canclusions set
36593, and 36736 forth in the statement of deficiencies.
‘ This plan of correction is prepared
The FeSidEﬂt census at ﬂ'le StElI"t Df the SUNey was and/cr Exenuted SDlely because the
54 provisions of state and federal laws
. requite it.
A 058 1418.9(a) Health & Safety Code 1418 ADSE

(a) If the attending physician and surgeon of a
resident in a skilled nursing facility prescribes,
orders, or increases an order for an antipsychotic
medication for the resident, the physician and
surgeon shall do both of the following:

(1) Obtain the informed consent of the resident
for purposes of prescribing, ordering, or
increasing an order for the medication.

(2) Seek the consent of the resident to notify
the resident's interested family member, as
desighated in the medical record. if the resident
consents to the notice, the physician and surgeon
shall make reasonable attempts, either personally
or through a designee, to notify the interested
family member, as designated in the medical
record, within 48 hours of the prescription, order,
or increase of an order.

This Statute is not met as evidenced by:
Based on interview and record review, the facility
failed to obtain infarmed consent to increase the
dose of anti-psychotic medication (Seroquel) for
Resident 9.

A 058

a. How the correction will be
accomplished both temporary and
permanent.

Inform consent was obtained to
increase the dose of anti psychotic
medication (Seroquel) for Resident 8,

b. The title or positlon of the person
responsible for the correction.

The Director of Nursing was
responsible for the correction
regarding Resident 9 increase dose of
Seroquel.

The Licensed Nurse will be responsible
for obtaining inform consent when an
antipsychotic medication is
prescribed, ordered or increased by
the physician.

¢. Descriptions of the monitoring
process to prevent recurrence of
deficiency. '
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Findings:

1. Duririg an interview and concurrant record
review on 4/20/16 at 9:40 a.m., tha Nurse
Manager confirmed that Resident 8 had the
following increased daoses of Seroquel that was
iisted on the "Psychopharmalaglc Drug Summary
Sheot" showsd: :

1. Seraquel 25 my two tablets, twice a day dated
4/25{16 (100 mg tetal per day, no consant
obtaingd)

2, Seroquel 25 mg twice & day dated 5/21/15 (50
mg tatal, no congent abtainad)

In & follow up interview on 4/29/1& at 1:30 p.m,,
the Nurse Manager stated there were no more
sonsents after 4/30/15 for tha increased doses In
Mesident 9's Seroquel; confirming hat the
responsible party had not consented 1o the
increase in the anti-psychotic medication,
Seroqusl.

Licensed Nurses in regards to
obtaining the informed consent from
the resident's responsible party when
the physician prescribes, orders or

" increases an order of antipsychotic
redication.

Medical Record designee will audit
monthly tp ensure that informed
consent was obtained for all residents
on antipsychatic medications.

Interdisciplinary Team will review
antipsychotic medication as needed
during GDR and during quarterly care
conference.

d. Date the immediate corraction of
the deficiency will be accomplished.
The date of the immediate correction
of the deficiency was accomplished on
512116,
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- B QDo
B 000 B
00) Iniéia] Commets _ 000 This plan of correction represents the
The following reflests the findings of the California Facility’s °f*"':": "::"'-’3?":“ of
Department of Fublic Health during the compliance with the cite
relicensing survey waltfrom 4/26/2016 to deficiencies. Preparation and/or
4{29/2016, axecution of this plan of correction do
_ not constitute admission of
Hepresenting the Department: agreement by the provider of the
Heatth Fagilities Evaluator Nursas: 33833, 35644 truth of the facts or conclusions set
JE543, and 36736 farth in the staterent of deficlenties.
This ptat of correction s preparad
The resident census at the start of the survey was and/or exenuted solely because the
54. provisions of state and federal laws
require it
E1278 T22 DIVS CH3 ART3-72321 (t}{1) Nursing 31278 _
Service--Patients with Infectious Dis B 1275
) . . ) a. How the correction will be
© Th|e fsctxllt:;ww.lg shall be available in eagh accomplished both temporary and
nurEa’s steton; permanent.
o . - The facilitys Infection Control Policy
f |
(1) The facility's Infection control policies and and Procedures Binders wera placed
procedures. : :
on both Nuvses's Stations.
b. The title or position of the person
This Statute Iz not met as evidenced by: responsible for the correction,
Based on observetion and interview, the infecticn The Director of Nursing is responsible
control policies and proceduras were not for the correction.
available at both nurse's stations (A and B).
L . Descriptions of the monitoring
Findings : process to prevent recurrence of
deficiency.
On 4/26/16 & 11:00 &.m., the Licensed The Direcrer of Norsing will conduct
}fnl:mtlona::l: Nurse (LVN 4) stated there was no daily rounds to ansure that the
ection Control policies and procedures . .
available after searching througt the cabinets at ::fz“m" m"t".:'l Pfl".:'es & Pmm?m
the nurses station A and B. inders are available in both Nurse’s
: Statium.
B1280) T22 DIVS CHI ART3-72321(c)(2) Nursing B1280 d. Date the immediate correction of
Service--Patients with Infectious Dis - the deficlency will be aceomplished.
Licenzing and Cariificatinn Division
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
1A% REGULATORY OR LSG IDENTIFYING INFORMATIDN) TaG |- CROSS-AEFERENCED TOTHE APPROPRIATE DATE
: DEFICIENCY)
B1280 | Continued From page 1 B12680 The date of the immediate correction
of the deficiency was accomplished on
{¢) The following shall be available in each 5/2/16.
nurse's station:
B 12R0
(2) Name, address and telaphone numbers of a. How the correction will be
jocal health officers. accomplishied both temporary and
permanent.
The name, adtlress and telephone
: ' numbers of Local Haalth Officers were
This Statute is not met as evidenced by. mude availahle on both nurse's
Based on observation and interview, the facility station.
failed to enzure thatthe name, address and
telephone numbers of l?cal health officers were b. The title or position of the person
:Y:gﬁ‘_g: in each nurse's station: respunsible for the correction,
During observation and conourrant interview on The Director Df Nursing s responsible
A128/16 & 10:30 &.m., the DON (Directar of Far the correction.
Nursing) searched the nursing station B and . '
stated that the informatian for the local health c. Descriptions of the monitoring
officers was ot there, The DON then walked . process to prevent recurrence of
towards station A and asked the staff at the deficiency.
nursing station for help. The DON and the staff The Diretter of Nursing will conduct
bath gearched station A but were not able 1o daily rounds to ensure that the name,
locate the information binder for the facility's address and telephone numbers of
infection controt policies, procedures, the name, tocal Health Officers are available in
address and telephone numbers of local health gach Nurse’s Station,
officers.
d. ate the Immediate correction of
B1910] T22 DIV5 CH3 ARTA-72357(8) Pharmateutioal

Senvice--Labeling and Storage

(e) External use drugs in liquid, tablet, capsule or
powder form shall be stored separately from
drugs for internal use.

This Statute 15 not met as evidenced by:
Based on observation and interview, the facility
did not separated extemal use drugs from drugs

B1910 the deficiency will be accomplished.
The date of the immexliate correction
of the deficiency was accomplished on
5/2/16,

B 1910

a. How the correction will be
accomplished both temporary and
permanent.

The tube of toplcal sintment and

Uransing and Cantfication Division
STATE FORM
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B1910| Coontinued From pags 2 Big1D internal used medication which were
for internal both stored at the bottam shelf of
or internal use. vefrigerator were separated.
indings: "
Findings Imternal* and "External® labels were
During an chservation and goncurrent interview phaced on twa separate
on 4/26/16 at 11:30 a.m., while in the priesenoe of compartsaents In the refrigerator.
Director of Nurses (DON), one tube of topical .
cintment was siored with internal used in-service training was provided to
medications in the bottomn shelve of the Licensed Nurses regarding Labealing
medication refrigerator. The Nurse Manager and Medication Storage.
remaved the ointment and stated topical
medicaﬁuns must be stored separately from the b. The titte or pogition of the person
interna) medications. responsible for the correction.
. The Director of Nursing Is vesponsible

Senvice--Labeling and Storage

{f) Drugs shefl be stored in apprapriate
temperatures. Drugs required to be stored at
roum temperature shall be stored at a
temperature between 15 degrees G (59 degress
F) and 30 degrees C (86 degrees F). Drugs
requiting refrigeration shall be stored in &
refrigerator between 2 degrees C (36 degrees F)
and 8 degrees C (46 degrees F), When drugs are
stored in the same refrigerator with food, the
drugs shall e kept in a closed container clearly
labeled "drugs.”

This Statute is not met as evidenced by

Based on observation, interview, and record
review, ihe facility stored one box of Tyvienol
suppositories in the medication reftigerator in the
medication room.

Findings:

During an ohservation and concurrent interview
an 4/26/16 at 11:30 a.m. with the Nurse Manager

c. Descriptions of the monitoring
process to prevent recirence of
deficiency.

Nursing Supervisor will check and
monitor daily the storage and labeling’
of medications in the refrigerator to
ensure that internal medications” are
separated from "external
miadications”,

d. Date the immadiate correction of
the deficiency will be accomplished.
The date of the immecdiate correction
of the deficiency was accomplished on
51216, .

B1M1S :

a. How the correction will be
accompiished both temporary and
pRrmanent.

Tylenol suppositories were stored in

Licenging and Gertification Divigion
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AND EFLAN OF CORBECTION \DENTIFICATION NUMBEFR: A. BUILDING: COMPLETED
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8y 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION m
RREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULL BE COMPLETE
TAG RERULATORY OF LEC IDENTIFYING INFORMATION} TAR CROSS-REFERENCED TO THE APPROPRIATE DATE .
. . . DEFICIENCY)
B1915 | Continued From page 2 @Bio1s the right refrigerator temperature (36
- . i - 46 degrees F).
{NM), while in the presanoe of Director of Nurses degrees F - 46 degrees F)
(DON), one box of Acetaminophen (Tylenol) 325 . - ,
mg suppositories was stored in the medication 1':"5"‘“"‘;& training wafd?rovided to
refrigerator. The reftigerator temperature was 31° Licensed Nurses regarding proper
Fahrenheit (F). NM inspacted the box of Tylenol storage of suppositories.
and stated that Tyleno! suppositories had to ‘
gtored At room temperature. ' b. The title or position of the person
respunsiile for the carrection.
According to the manufacture's instruction on the The Director of Nursing is responsible
Tylenol Package, the suppositories shoukd be for the correction.
gtored et room tempesatrs hetwaen 58 and 79°
F. ¢, Deseriptions of the monitoring
process to prevent recurrencs of
B1670] T22 DIVE CH3 ART3-72387{) Pharmaceutical B1970 defidiency.
Sanvice-Labeling and Storage NOC Shift Licensed Nurse will check
. and monitor dafly to ensure that
() Drugs shall not be kept in stook after the suppositories ave stored appropriately
expiration date on the Iabel and no contaminated n the medication reftigurator with the
ot deteriorated drugs shall be available for use, right refrigerator temp erature (36
degrees F - 46 degrees F).

This Statute is not met as evidenced by.
Based on observation and interview, the facility
did not remaove these expired medications from
the medication storage:

1, One vial of insulin Humulin N was faund in an
emergency kit in the medication refrigarator. The
expiration date was March 2018.

2, One bubble padk of hyttrocodone 57325
miligram {mg) iablet with an expiration dute of
=4/9/16 was found in & medication cart-

Findings:
1. On 4/26{16 at 11;30 a.m., during an

ohservation and concurrent interview with the
Nurse Managsr (NM), while in the presence of

d. Date the Immediate correction of
the deficlency will be accomplished.
“The date of the Immediate correction
of the deficiency was accomplished on
5/2/16.

B1870

a. How the correction will be
accomplished both tempaorary and
permanent.

L. insufin Humulin was removed from
Emergency Kit immediately on
Af26/16.

2, Hydrocodone was removed from

the medication cart immediately on
4138956

Ticensing and Gerification Division
STATE FORM
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' DEFICIENGY)
B1970 | Continued From page-4 B1870 Nurse supervisor will chack

Director of Nurses, one vial of Insulin Humulin N
was found in the refrigerated emergency kit with
expiration date of March 2016.

2. During an observation on 4/28/16 at 11:30
a.m., one bubble pack of hydrocodone 5325 Mg
for Rezidant 24 was stored in the medication cant.
The expiration date was 3/9/16 . Licensed
Vocational Nurse (LVN} 1 immediately removed

the expired medigation from the medication cart.

B2075 T22 DIV5 CH3 ART3-72367(a) Pharmaceutic 82015
Service--Personal Medications :

{a) Medications brought by or with the patient on
admisslon ta the taility shall not be uzed unless

1 the contents of the containers hiave baan
exarnined and positively identified after admission
by the patient's physician or & pharmacist
retained by the faclity.

This Statute is not met as evidenced hy.

Based obssrvation and interview, the faciity failed
to identify that Resident 23 had a supply of
persanal medication in his helongings.

Findings: ,
During an observation and concurrent irterview
on 4/26/16 at 3:40 p.m., Director of Nursing
{DON) picked up a bottle of medication under
Resident 23's bed. DON confirmed the battle of
morphine sufate ER 15 miligram (mg} tablets to-
be taken one tablet twa times per day, had
Resident 28's name printed on the label. The
bottle had eight tablets stifl in the container.
Resident 23 stated he had the morphine sulfate in
his briefcase and he probably dropped it on the
floor. Upon further questioning, Resident 23
handad ancther bottle of madication with
Fasident 8's name on the iabel. The medication.

Emergency Kits daily to ensure that
there are no expired medecations in
the Emeétgency KR.

Licensed Nurses on all shifts will
check and remove any expired
medications from the medication cart.
In-service training was provided to
Ucensed Nurses regarding the
removal of expired medication from
the medication cart and Emergency
Kit.

b. The title ar position of the person
responsible for the correction.

The Nursing Supervisor and Licensed
Nurses will be responsible for the
correction.

c. Descriptions of the monltoring
process fo prevent fecurmaace of
deficiency.

Nursing Supervisor will check
Emergency Kit daily to ensure that
there are no expired medications in
tha Emergency Kit.

Licensed Nurses on all shifts will check
and remove any expired medication
from the medicaiinn cart.

d. Date the Immediate correction of
the deficiency will be sccomplished.
The date of the immediate correction
of the removal of the Insulin Humulin
was on 4/26/16 and for the
Hydrocodane was on 4/28/16,

Liceneing and Certification Divislon

LTATE FORM tes9 apPKC11
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0t4) ID BUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN (F CORRECTION oy
RREFIX {EACH DEFICIENGY MUST BE PRECERED BY FULL PREFIX (BACH CORRECTIVE ACTION SWOULD BE GOMPLETE
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. DEFICIENCY)
B2015| Continued From page 5 B2015 B 2015
N a. How the correction will be
m%mn;?répgglt?rfﬁ mg tablets take ona 1ablet by accomplished both temporary and
During an interview on 4/26/16 at 450 p.m., DON "“’ma"f“t'_ N
stated the admission nurse should have done the The medication was identified
invantory of medieations when Reeident 23 was immediately. Attending MD was
admitted to the facility 4/15/16. informed regarding situation.
In-service was provided to Licensed
p2185| T22 DIV CH3 ARTS-72377(b)(2) gojas | Nurses regarding medication
Pharmaceutical Service--Equipment and Supplie inventory upen admission. Medication
brought in by resident will not be used
{b) Emergency supplies as approved by patient per policy and ba kept in medication
care policy committes or pharmaceutical gervice room of give to resident’s respensible
| committee shall be readily available 1o each party.
nursing station. Emergency drug supplies shal
meet the following requirements: b. The title or position of the person
‘ : ansible for th ction.
(2) Tha amerger.my druq supply shall_be stored in :;::ctur nfEN::sin: ;‘;T:e r;:ponsibte
a portable container which is sealed in such a for the comection
manner that the tamper-proof seal muet be ) '
broken to gain access to the drugs. The directar . '
of nursing service or charge nurse shall notify the ¢. Descriptions of the monitoting
pharmacist when drugs have been used from the process to prevent recurrence of
emergenoy kit or when the seal hes been broken. deficlency.
Drugs used from the kit shall be replaced within Medication inventory will be done on
72 hours and the supply resealed by the admission by the Admitting Nurse,
pharmacist. Any medications browght in by
_ o resident will ot be used and will e
This Statute is not met as evidenced by: stored in the medication room or will
Based on cbaervation, interview, and record be given back to resident’s
review, the facility did not replaced ane openad responsible party. °
emargency kit in the refrigerator and one _ 7
intravenous (IV) emergency kit within 72 hours. 4. Date the immediate corvection of
N the deficlency will be accomplished.
Findings: Tha immediate corrgction of
On 4/26/16 at 11:30 a.m., during the medication deficiency was accomplished o
room observation whils, accompenied by the 4/26/18.
Nurse Manager (NM) and Director of Nurses
. (DON), one refrigeratad emergency kit and one
{icenaing and Gertteatton Ofslon
STATE FORM 2] QPKOM i continyation sheet 6019
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Ay D SUMMARY STATEMENT OF DEFCIENCIES n PROVICER'S PLAN OF CORAECTION %5
PREFIX (EACH DEFICIENGY MUST BE PREQEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETE
T FEGLILATORY OR LG IDENTIEYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. . . DEFICIENGY}
£2185 | Cantinued From page @ ppips | B218S
] o a. How the corraction wifl be
I emergency kit were opened. The kits did not accormplished both temperary and
have opened dates and the log of used items was permanent.
:‘:‘m‘-‘r';;nl{ dﬂ“i;“ﬁ;ﬂﬁip?;ﬁ’;ﬁ:gi: g‘lgam 72 One refrigerated EMErEBNCY kit and
pharmacist. Tha NM stated the emergency kits ':“'fr:v el':’e'ge"“ ""; - ‘i‘;ff"; back
will be returned to the pharmacy. o the pharmacy and both Wer
replaced on 4/26/16.
: i ¢
mi150| T22 DIVE CH3 ARTS5-725628(c)(2) (C} Patient garga | Nursing Supervisor will chick

Care Policiee and Procedures \

(c) Each facility shall establish and implemeant
policies and procedures, including but not limitad
tor .

(2) Nuising sarvioss pelicies and pracedures
which include:

{C) Screening of all patients for tubercuiosis upon
admigsion, These procedires shall be
determinad by the patiant care policy cominittes,
Atuberculosis screening procedure may not be
required if there s satistactory written evidence
available that o lubsroulosis stresning procedure
has been completed within 90 daya of the dats of
admission o the facility. SUksequent tubercutosis
atreoring procedutes shall be determined by the
attending physician.

This Statute is not met as evidenced by: :
Based on interview and record review, the fagifity
failed to provide a tuberculosis screening for
Resident 1 upon admission to the tacilily.
Findings:

During an intarview and concurrent record review
on 4/2B/16 at 4:42 p.m., Director of Nursing
confirmed Resident 1 was not screened far
berculosis upon admission to the facility.
Resident 1 was admitted to the facility on 3/24/16.

emergency kits daily to ensure that
they are sealed, If emergency kits ard
opened, it will he returned to
pharmacy fir replacement.

In-service training was provided to
Licensed Nurses regarding notification
to the pharmacist when a drug has
heen used or when a seal has been
broken in the emergency kits. Drugs
used from emergency kit will be
replaced within 72hours and the
supply resealed by the pharmacist.

b. The title or position of the person
responsible for the correction,
Narsing Supervisor will be responsible’
for the correctjon.

¢. Descriptions of the monltoring
process to prevent recurrence of
deflelency.

Nursing Supervizor will check
emergency kits daily. If emeérgency kit
was opened or if seal was broken,
Nursing Supervisor will call the
pharmacist for replacement.

Nursing Supervisot will ansure that
drugs used fram emergency kit will ba
replaced within 72 hours and the
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PAGE  11/d7
FORM APFPROVELD

STATEMENT OF DEFICIENCIES {X1) PROVIDE R/SURPLIER/GLIA ®2) MULTIPLE CONSTRUCTION [¥3) DATE BURVEY
AND PLAN OF GDRRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
CA020000112 B. WING _usioz/2e |
NAME OF FROVIDER DR SUPPLIEA STREET ADDRESS, CITY, STATE, ZIF GODE
' 2131 CARLETON STREET
KyYaKAMEENA GAHF GENTER BERKELEY, CA 54714
oy D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EAGH DEFICIENGY MUST RE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AQTION SHOULD BE COMPLETE
TAL REGULATORY OR LSC OENTIFYING INFORMATION) TaG CROSS-AEFERENGED TO THE AFFROPRIATE DATE
DEFICIENCY)
BE000| Continued From page 7 BE000 supply resealed by the pharmacist.
B5000 IIEE \Em? col-rig ARTE-72547(3)(2) Content of B5000 d. Date the Iminediate corcection of
Ealth Records 7 the deficiency will be accomplished.
(a) Adaciity shall mainiain for each patient & :he immediate correction of the
health record which shall include: eficlency was accomplished on
4127116,
(2) Current report of physical examination, and
evidence of tuberculosis sereening. B 4150
: a. How the carrection will be
accomplished both temporary and
permanent.
_ . On 3/24/16, Resident | was given
Thie Statute 1= not met as evidenced by: Tubetrculosis 5¢ree“ing on left
Based on interview ancd record raview, there was forearm, Tuberculosls results werg
no evidence of tuberculosis screening for pending at that time
Resident & in the patient heatth racord . i
_ k. The title or position of the person
Findings:
noings responsible for the correction.
On 4/28/16 5t 4:30 p.m., during an interview and PM shift Licensed turse scheduled on
concurrent record review, the Nurse Manager 3/24/16 was vasponsible for the .
stated Resident B's tuberculosis (TB) soreening immediate correction.
weas done on 11113715 but there was no evideace
that Resident B'a TB screening result entered on & Descriptions of the monitoring
Residant 6's health racord. process to prevent recurrence of
deficiency.
B5040| T2 DIVE CHA3 ARTS-72547(a) (5)(B) Contert of | B5G40 Medical Records Designes will audit
Health Records Tuberculosis Sereening after all
, : admission to ensure that arders for
() A faclity sshell maintain for sach patient a Tuberculosis Screening were
haalth recard which shafl include: administered.
{5) Nurges' no}es which shall be silgned and d. Date the immediate corvection of
dated. Nurses' notes shall inplude; the deficiency will be accomplished.
. . . } i inn of th
(B} Meaningfu! and informative nurses' progress :‘ Eﬁ:ifﬁ:::fgfmn';iﬁh; on
notes wiitien by licensed nurses as often as the 5/2/16
petient's condition warrants. However, weekly )
nurses' progress notes shall be written by

Lioanging and Corifiaton Dvtsion
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KYAKAMEENA SNF PAGE 12/47
FORM APPROVED
California Department of Public Health
STATEMENT OF DEFICIENGES ) PROVIDER/BUPELIER/CLIA {X2) MULTIPLE GONSTRUCTION (3) DATE BURNVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: A BUILDING: COMPLETED
CAGR0000112 B. WING 05/02/2016
NAME OF PROVIDER O SUPPLIER STAEST ADDRESS. GITY, STATE, ZIP GQODE
2131 CARLETOM STREET
KYAKAMEENA CARE CENTER BERKELEY, CA 54704
(X4 a] SUMMARY STATEMENT OF OEFICIENCIES 0 PRGVIDER'S PLAN OF CORAECTION (5}
PREEIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE ACTION SHOULD 8E COMPLETE
TAG AEGHLATORY OR LSC IDENTIEYING INFORMATON) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
B5040 | Continued From page & #5040 B 5000

ficensed nurses on each patient and shall be
specific to the patient's needs, the patient care
plan and the patient's response 10 care and
treatments, :

This Statute iz not met as evidenced by

Based on interview and record review, the facility
fafled to write an informative nurse's progress
notes for Resident 1's health records.

Findings:

During an interview and concurrent recard review
on 4/28/48 at 4:50 p.m., Resident 1's nurse's

A viotes deted 3/20/16 at 11:03 a.m., showed
Lisinoprol 10 miligram tablet by mouth; then B/P
84/50 was noted, Director of Nursing confirmed
based on the nurses' notes, a parson canriot tell if
Rasident 1's medication was given or withheld,

a. How the correction will be
accomplished both temparary and
permanent.

On 11/13/16, Tuberculosis screening
for Resident & was given on right
forearm.

b. The title or position of the person
responsible for the corection.

PM Shift Licensed Nurse schaduled on

11/13/16 was responsible for the
immediate corraction.

¢ Descripthons of the monitoring
process to prevent recurrence of
deficiency.

Medical Records Designee will audit
TB Screening after all admission to
esure that orders for TR Screening
wara administered,

d. Date the immediate correction of
the deficiency will be ncromplizhed.
immediate correction of the
deficiency was acromplished on
52115,

B 5040

a. How the catrection will be
arcomplished both temporary and
permanent.

Resident 1's Lisinopol was net
administerail on 3/20/16, Per Poimt
Click Care (PCC)

E-MAR,

1. ¥ medication was administered, it
will indicate a check mark and

- [lcensing and Gertlfication Divigion
STATE FORM
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KYAKAMEENA ShF PAGE 13/47
. - FORM APPROVED
California Department of Public Health
BTATEMENT OF DEFICIENCIES {%1} PROVIDER/SURPLIER/CLIA {X2) MULTIFLE GONSTRUCTION ' (X3) DATE SURVEY
AN PLAN (9F GOFRECTION IDENTIFIGATICN NUMBER: A BUILBING: COMPLETED
CAO20000112 B. WING 05/02/2016
NAME QF PROVIDER 0F SUPPLIER STREET ADDHESS, CTY, STATE, OIF CODE
: 2131 CARLETON STREET
EN T
KYAKAMEENA CARE CENTER SERKELEY, GA 94704
) 1 SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF QORRECTION 5
PREFIX {EAGH DEFICIENDY MUST BE PREQEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGVLATORY OR LEC IDENTIEYING INFORMATION) TAG CROSS-REFERENCED Eﬁ THE AFFROPRIATE DATE
, - DBFICIENGY)
B5040 | Continued From page 8 85040 Licensed Nurse initial,
0 i inisterad
ficensed nurses on each patient and shall be i méd‘:rtlﬂn Wii'ls l:g: g‘io"}“:;ld p s
spacific to the patient's needs, the patient care Licensed Nurse will cli iy
plan and the patient's response to care and see progress notes or 9 for otner
treatments. o see progress notes on the PCC E-MAR.
Licensed Nurse will docarment under
progress notes for reasons why
This Statute is not met as svidenced by: medication was not administered, i.e.
Based on interview ang record review, the faciity BP 84/50.
talled 4o write an informative nurse's progress
notes for Resident 1's health records. b. The title or position of the person
E::gfl\r;gg:n interview and ponoutrent record review respansible for the carrection.
' ; i Nurse was responsible for
on 4/28/16 at 4:50 p.m., Residert 1's nurse's ;fgﬁffecﬁ on P
.| notes dated 3/29/16 at 11:03 a.m., showad )
Lizinopro! 10 milligram tablet by mouth; then B/P
£4/50 was noted. Director of Nursing canfirmed ¢. Deseriptions of the '“""“‘Wﬂ“%
based on the nurges' notes, a person cannot tell if process to prevent recirence o
Resident 1's medication was given or withhald. deficiency. .
. Medical Records Desighee will audit
PCC
E-MAR weskly to ensure
documentation are done accordingly
under progress notes when
medication that wera held or not
given under 5 and 9 catepories.
d, Date the immediate corraction of
the defidency will be accomplished.
Imiediate correction of the
deficiency was accomplished on
5/2/16.
Licansing and Cenifization Division
STATE FDRM vaug
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