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F 000 INIT·AL COMMENTS 

,ne follow1ng re'lects the finaings of the 
Ca1ifor'1ia Department of Putlic Heaith during an 
a::ibrev,ated survey for t:ie investigation of two (2) 
complaints #C.A.00557416 and #CA0055741i . 

Representing the Department of Public HealtT 
H=EN, 35598 

The i:1spection was limited to the spec fie 
complairts investigated and does not represent 
the findi:igs of a full inspection of the facility 

The uepartment was unable to substantiate a 
violation of the reg~lai1cns for Complaint 
#CA00557 411 

F 328 TREATMENT:CARE FOR SPECIAL NEEDS 
SS=D CFR(s): 48J.25(b)(2)(f){g)(5)(h)(i}U) 

rt-)(2) Foot ca 0e. Ta ensure that residents receive 
proper treatment and care to maintain mobility 
and good foot health, the facility must 

t1; Provide foot care and treatment. 1n accordance 
witl-\ professiona standards of practice, including 
to prevent comolications from the reside1t's 
medical condition(s) and 

f11i 'f necessary, ass1s~ the resident in makini; 
appointr,e1ts w;th a qualified ::ierson . and 
a•ranging for transportation to c1nd frorh such 
apoo1ntme1ts 

(;'. Coiosloriy. ureterostorny, ::ir neostorny care 
Tne faciliry must ensure that residents who 
recu1re cciostomy. ureterostomy, or ileostomy 
services receiv e such Gare consistent wnl' 
oro0essiona! standards of pra:::tice, tf'.e 
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PRO\IIDERS PLAN OF :::OHfl t:Cr!ON 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENC"; 

1X5J 
COMPLE'ION 

F '.)QC ··Preparation and/or execution of this -.C ~ 
Plan of Correction does not 'A,:>. 
constitute admission or agreement (3 -
by the provider of the truth o[ the :,_,.::::: 
facts alleged or the conclusions 
set forth on the Statement of 
Deficiencies. This Plan of Correction 
is prepared and/or executed solely 

because it is required by the 
provisions of Health and Safety 
Code Section 1280 and 42 CFR 483 
Et seq." 

F 328 1. An order was completed by the 
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 
stating NPO for resident l on 
10/10/17. 

2. An audit was conducted by the 
Dietary Supervisor or designee for 
dietary orders by l / 12/18, verifying 
that dietary orders match the meal 
ticket<\. All residents were updated. 
Upon resident admission the LN shall 
clarify and comple te dietary orders for 
each resident. The orders shall be 
signed off by a 2'"1 LN. The LN shall 
suhmit a copy of th~ diet order along 

LASQf;,t\fCRV _J1y-:T .:;~·s OR ?RO'/ IOERISliPPLIE"l REPRESEWATIVE'S SIGN.C.T;J RE T:-:u: 1)(f11 DATE 

~~~~ d,J ....... --;~ra,77,-- / -,2--z,10 
Any ~eJi::1•~11~y ,la'P.ment e~c tn!j ·.v11- a11 as1ensl<. :·· -.Jen::ile& .:i r.cficrnncy w111::h the ,nsttt•.1i::ln- -,-,a~ :ie excusac irof"l cor·e,:;.:ng prov ding it ,s ~e1erm1-ied t~al 
011e' salP.<:;1,a,::, provide ~uffic,ent ~10:e:cl1on to lh~ pal1enls f See 111strvc1,cns I E xcept fo, nllr,119 name~. :he 1,nd1r gs stated aoove are d isc1osable 90 cays 
t:: ·ow1n1J the .Jale ui s~rvey vlhelher or no; a p1ar or conecao:i •s o·av,aec For ~~rs1ng ncr,,es t1e aco11e findings a~c1 pl:ins af : orrer.l1cn ar e o,sc·os~o1e 14 
c Jys ,c,11ow·111, n,2 CJlc :r=!s~ llJcLnienis a' e maoe an11a~1e 10 ine !acihty If .:1eti<:1i:i11c1es are cited an approved pia fl of ccrractior1 1s reou1£!le to cor,lim,ea 
p,qrs.rr oar: : ircar-c ~ 

; o n~\,1 ::M S-/'~1·;1 ·02 ~q~ Pre·,1 o,..s vers•c1,s o c,;'111.~e If con1:nuat,r,n s~es!t Page 1 or 4 
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SUMMARY srA';'l!MENT OF P!E.FIC,!;NCIE.S 
(E..\CH O~ffCIEN¢Y MUST BS P~ECEOeO BY FULL 

REGCLATORY OR t.SC ',DENTIFYING INFORfMTION) 

Continued From page'. 
comprehensive person-centered care plan, and 
the resident's goa's and preferences. 

(g)(6) A resident whc Is fed by onm,·al means 
receives lhe eoproprlale treatment and services 
to ... prevent complica1ians of enteral feeding 
includlcg but not limltact to aspiration pneumonia, , 
diarrhea, vomitlng,dehydratlon, metaoollc 
abnormaities, and nasal-pharyng~I ulcers. 

(h) Parenteral Fluid~. Parenteral fluids must be 
administered consistent with professional 

' standards of practice end In accordance with 
poyslol~n orders, the comprehe1slve 
person-centered care plan, and tie rel>ident's , 
goals alld preferences. , 

' (I) Respiratory care, Including tracheostomy care . 
and tracheal suctlonlng. The faclllr1 must ensure ' 

. that a resident who needs respiratory care, 
, Including trachaostomy care and tracheal 
. suctioning, Is provided such care, consistent with 
proless:anal standards of practice, the ' 
compr~henslva penion,centered ca,e plan, the 

· residents' goals and preruranoas, and 483.66 of 
this subpart. 

(i) Prn1>itIaees. The facility must ensure that a 
resident who hae a prosthesis is provided care 
acd assistance, ·consistent w'th profession~! 
standards of practice, the comprehensive 
Person-centered care plan, the residents' goals 
ard preferences, to wear and be able to use tha 
prostretic device, · 
This REQUIF!EMENT is not met as evidenced 
by, 
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with the dietary communication slip to 
F 328 . the ldu:hen staff, The Di~ary 

· Supervisor or designee shall verify that. 
the order and the dietary 

: communication slip match, 

: 3. The Director of Nursiog or designee 
shall inservice licensed mirses by 
1/19/18, regarding cfo1ifying and 

· completing dietary orders -upo11 
, resident admi~sion; signed by a 2"' L~ ; 
: to include submitti11g a copy of the diet. 
order witb. the communication slip to 

' the kitchen staff. The Director of Staff i 

, Development (DSD) and/or designee 
: sb.all inservice U,e certified nursing 
: assistants by 1119/18, to !'.latch the 
meal ticket to tbe meal tray provided 
by the dietary depatiment before 

' offering the meal tray to the resident. 
· The certified nursmg i.1.'Jslstant shall 
notify tbe charge nurse immedl.ately if 

· the meal tray and the meal ticket do 
not match and deliver the meal tray 
back to the kitchen to provide the 
correct meal tray to the resident. The 
Dietary Supervisor or deilignee shall 

· in1ervlce dietary staff regarding 
reading and verifying that the diet 
Cl'dcr matches !he cormnunication s1ip 
by 1/19118. 

ii<;&} 
COMflliTtO,.; 

OATE 

Based on ir,tervlew and record rc,,view, the !'acllity 
fa!led to ensure Resident 1, who w,is fad by a 
gastroenlsral tube (G· Tube- a tube surgicaUy -,--'"""""------'-------------------------------~ t!.vent to: ~00011 Facility !0: CM'.l-0000001 ;t rontlnuation sheet P~ga 2 of 4 
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Continued From page 2 
placed Into the stomach to prol/lde nctrllion), was. 
not given fo()(I by mouth per pnyslcl,m's order. 

. .,.his failura had tha ootentiai 10 cause serlous 
oomplica!ions related to inability to swallow and 
aspiration (foreign objects brought Into the 
akway). 

Findings: 

Acoording to the document fitled Admission 
Record, Resident 1 was admitted to the laclilty In 
October of 2017 1•Ath diagnoses Including 
dysphagia (difficulty or inability to swallow) and 
ga~trostomy status (having a G· Tube), 

. A review al the document Order Summary Repo~ · 
l~oluded a physician's order, dated 10/10117, for, 

· "NPO" (nothing by mouth). 

A review pf the document Or~erSumrnery Report' 
· also included a physician's order, dated 10112117, · 

for, "[Name Brar.d E'ntaral Forcnula] Bolus (a . 
larl)er volume given at a timi!) feeding. oi 360 ml 
(mil!her-a unit of measure) via gravity ... " 

A review of the care plan for Resident 1 indicated, 
"resident requires tcbe faooing (G· Tubs) ... [due 
to] ... dysphagia ... " 

In sn Interview with Licen~ed Nurse (LN) I, on 
1111111 at 3:10 p.m., he stated, "Ill did ills 
adm,ss1oc " LN 1 conlirmed Resident 1, "had a 
G-Tuhe", was "nonverba;", and family was 
present at bedside. LN 1 stated a "diet slip" was 
completed for Resident 1. When asked ~ 
Residen: 1 was given food orally, LN 1 stated a 
CNA (Cert!Aed Nurses Assistant), ''mistokenly" 
!ad Resdlen: 1 no! realizing ~e '.esident was 
'IP:) LN i fu11er stated mey, "cleaned the rood 
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2257 FAIR OAKS BLVD. 
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PROVlC!!f\'S PLAN OF COl{R!:CT{ON 
(6ACH GORRoCTIVE ACTtON SHOULD BE 

CROSS-REFSRENCEO 10 tH:!: AP?ROPAIATE 
Df.:F1C1ENC"l 

F 528 · 4. The Dietary S\lpervisor and/01 LN 
· designee shall monitor monthly for 
dietary orders m!llclting meal tickets 

: for 6 months. Trends identified shall be 
reviewed fol' any changes to the quality 
assimmce committee quarterly ior SlX 

. months, 

, 5, Plan of correctio1nltall be 
· completed by 1/19/2018. 

Foc\ltty 10: CA'J3CVCC001 U continueJior. shee\ Page S of 4 
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F 328 I ConUnued From page 3 
' out of [Resident 1's] mouth." LN 1 stated the diet 
. order was cancelled with the kitchen. 

In an inteJView with the Assistant Director of 
! Nursing (ADON) on 1111117 at 4:30 p.m., she 
· stated upon admiasion e, "pink slip' is given to 
; the kitchen as a notification of the ordered diet 
i The ADON also slated l<itohen Is notified cf a 
i resident who Is NPO. 

, A oollcy or proced~re for dietary orders and 
) processing w~ req~estsd bill according to :he 
'ADON, no policV was located, 

' I 
'. in a 12128117, 3:16 p,m. Interview with the Dietary: 
; Servic~ Manager (DBM), $he stated a the ' 
! process for a newly admltled resident :c re~eive e i 
i meal tray is by gelling, "ire ciet ol'lier from · 
· nursing [staff]." The DSM added, a : 
, "communlcalion form" is obtainad from 111e 
: nurses, called s "pink slip," 
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