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DEFICIENCY;
FOCO INIT-AL COMMENTS FO0C ““Preparation andior execution of tr
o Plan of Cormrection does not
g”?f fOU'O"“B ng fe:'rigt:t mf;'”;"”?_!s Of-tthhz constitute admission or agreement
aifornia Depart of Putlic Health during an . A _
aobrev.aied survey for the investigation of two (2} by t.he prowdcr ol the Lluth.o[ tﬂhe
compiaints #CAL0S557416 and #CADOE57411 fach, alleged or the conclusions
sel forth on the Staternent of
Representing the Department of Public Healt: Deficiencies. This Plan of Correction
HEEN, 35598 is prepared and/or executed solely
The inspection was limited to the specfic becal‘.lsle it is required by the
complaints investigated and does not represent provzsxonslofHeahh and Safety
the findings of a full inspection of the faciity Code Section 1280 and 42 CFR 483
_ Etseq.”
The Department was unable 10 substantiate a
vizlation of the regulations for Complaint
#CAR0557411
F 328 TREATMENT/CARE FOR SPECIAL NEEDS F 228 1. Anorder was completed by the
ss=D CFR(s) 483.25(bM2)(){g){5h)(1}()

(£Y2) Foot care. Ta ensure that residents receive
propar treatment and care to maintain mobility
and good foot health, the faciiity must:

(1, Provids foot care and treatiment, 1n accordance
with professiona standards of practice, including
10 prevent comaiications from the resident’s
medicat condition(s) and

(1} 'f neceesary, gssist the resident in making
appointments with a quakfied sersan. and
arranging for transpertation to and from such
appointments

(" Cuioslomy, uraterpstomy, ar ileosiomy care
Tne facility must ensure inat rasidents who
reguire ¢olastarmy, uraterostamy, or teasicmy
services recgive such care consistent waib
oro*essional standards of practice, tng

Licensed Nurse (LN) same day that
resident 1 was admitted on 10/10/17,
for NPO nothing by mouth. The LN
completed and submitted a dietary
communication slip to the kitchen
sating NPO for resident 1 on
10/10/17.

2. An audit was conducted by the
Dietary Supetvisor or designee for
dietary orders by 1/12/18, verifving
that dictary crders match the mcal
tickets. All residents were updated.
Upon resident admission the LN shall
clarify and complete dietary orders for
gach resident. The orders shall be
sipned off by a 2 LN. The LN shall
submit a copy of the diet order along
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. : wzth the dietary commupication slip @
F 328 Continued From page 1 F g P

D the kitchen stff, The Dietary

- Supervisor or designae shall verify that -
- the order and the dietary
. comumunication slip maich,

, compréhensiva parsan-centerad cara gian, and
the rasident's goa's and praferances.

(g6} A resident who I3 fed by epteral meana

" recaives the acpropriate treatment and asvices
to ... pravent complications of enteral feeding
inciuding but not limltad to sspiration preumania,
diarrheg, vomiting, dehydration, metanclic !

-3, The Director of Nursing or designee
abrormalities, and nasai-pharyngeal ulcers.

ghall inservice licensed murses by

- 1/19/18, regarding clarifying and

“completing dietary orders vpon :

. resident admission; signed by a 2% LN

“to inslude submitting a copy of the chet

order with the communication slip to

- the kitchen staff, The Director of Staff !
: . Development (DS and/or designee

{h Resplratory pare, including tracheostomy cars : e g :
and fraches) suctioning. The facliity must ensure - shall inservice the cerlificd nursing

{hj Parentaral Fluids, Parantgral flulds must be
administered ¢onsiskent with professional

“standards of practice end In accardanea with
physigiah orders, the comprehensive
person-sentarad cars plan, and the resident's
goais and preferences.

- that a resident who needs respiratary care,
: Including frachsoatorny care and trachesl

professional atandelds of practics, the

- sucticning, is providéd such care, consistent wgﬁh

" assistants by 1/19/18, w match the
tneal ticket to the meal tray provided
by the dietary department before

“offering the meal tray to the resident.
“The centified nursing assistant shafl
_notify the charge nurse immediztely if
“the meal tray sod the meal ticket do
not match and deliver the meal tay
buek to the kitchen to provide the
correct meal tray to the resident, The
Distary Supervisor or designee shall

somprahensive parcon-centered care plan, the
- residents  goale and preferanans, and 453.65 uof
this subparl.

(i} Progthieses. The faclity must ensure that g
residant who has & prosthesis is provided care
end assistancs, consistent with professional
standards of practice, the comprehengive
parsan-centered care plan, the residents’ goals
ard preferences, fo wear and be able to use the - inservice dietary stafT regarding
prosthetic device, _ reading and vetifying that the ciet

This REQUIREMENT i3 not mél as evidenced oxder matches the communication s'ip
by: i ap
Based on interview and racord review, tha facliity by 1719718

fadad ko enaure Resident 1, who was fad by a

gastroentaral luke (G- Tube- a tuba surgicaly
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F 328 Continued From page 2 F 328" 4. The Dietary Supetvisor and/ar LN
nlacsd Into tha slomach to provide nitrition), was . -destgnes shall monitor menthly for
_"nis fallura had tha potential to cause serlous

complications relatad to inabiilty 1o swallow and
aspiratlon (foreign okjects brought into the
alrwayl ’

Fingings:

Ancording ¥ the document tited Admission ‘
Record, Resident 1 was admitted to the faciiy In
Uctobar of 2017 with diagnases including
dysphagia (difficulty or inabilily to swallow) and
gastrosiomy status {having a G~ Tuie),

. Areview af the dosument Crder Summary Repar! -
irciuded a physician's order, dated 10110417, for,
“"NPO" {nething by mouth),
_Areview of the dasument Order Summary Repart |
also included a physiclen's drder, dated 10112417, -

for, "[Narne Brard Enteral Formula] Bolus (a
jarger volume given at a time) feeding of 380 mi
{mililiter- & unit of measura) via gravity.,.”

A review of the care plan for Resldent 1 indicatad,
"regldent requires tube feading (G- Tube]... [dus
to]... dysphagia..."

in an interview with Licansed turse {LN) 4, on
1141417 at 3110 p.m, e stated, M1 did his
"adrrission.” LN 1 confirrmed Restdent 1, "hvad a
G-Tuhe®, was *nonyetba)”, and iamily was
prasent at bedside. LN 1 sloled a "diet slip” was
somplated for Resldant 1, When asked if
Residan: 1 was given food oraly, LM 1 stated &
CNA {Certifizd Nurses Asaiztant), "mistnkenty’
fad Resdisnt 1 nol réalizing the resident was
NP3 LN 1 fu-ther stated they, "slaared the foad

- for 6 months. Trends identifiad shall be
“revigwed for any changes to the quality
assurance committee gquartery for six

. manths,

5. Plan of conrection shall be :
“vompleted by 1/19/2018, , ‘
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BREFIX i (EACH DEFICIENDY MUBT BE PREGEDED BY FULL i PREF [EACH CORRECTIVE ACTION BHOULD BE ! GOMALETION
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328 Continued From page 3 . F 328!
" put of [Residant 1's] mouth* LN 1 steted the dist " :
, ordsr was cancelisd with the kitchen. ; : :

in an interview with the Assistant Director of
¢ Nursing {ADON) on 114/47 at 4.30 p.m., she |
“mtated upon admiasion &, "pink slip’ is givento
: tho kitshen as a natification of the orderad diat. i
: Tha ADON aleo stated kitghen is notified cf a :
: resident who ls NPO., i
. Anolley or procadura for distary orders and !
! processing was requested bt actording fo the :
- ADON, no poficy was fucated, f

L ina12/28/17, 318 p.m. Interview wilh the Distary -
% Sarvices Manapger {DSM), she slalzd a tha :
! process for a nowly samitiad resldent fo receive a :
i mmal tray is by gelting, “the ciet order fram ' i
" pureing [staff].* The DSM added, a i :
", "eammunicalion form' is ohtained from the
- nurses, cafled = "pink ship.”
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