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‘ S . | This Plan of Correctlon (POC) serve as
F 000 | INITIAL COMMENTS - .~ * .. . : * F 000/ our Credible allegation of Compliance.
L The facility will in substantial
The following reflects the findings of the : compliance on or before 05 /07/23. This

| Califoinia Department of Public Health during an

abbreviated standard survey for two complalnts plan of correction does not admit guilt

and one facility reported mcrdent : " | to any of the éIIeged violations nor doe$
this interfere with the right to contest . :
Complaint Numbers: CA00832617 and : . . , .
CAQ0833852 or appeal the alleged violation. a5-07-2%
1 Facility Reported incident Numbers: CA00832246 " |F760 RESidentS are Free of Significant
' Med Errors A _ ,

Representing the Deeartmen{:
1. Upon notification of the alleged
' ‘ 447883 D "deficient practice on 4/3[2023_,

: . ' L g_ T ' Residents 5, 7, 8 and 9 was assessed by

The inspection was limited to the specific facility the DON and/or ADON for late

-reparted incident and complaint investigated and ‘ dmini . fl di ds f
does not represent the findings of a full mspectnon | administration of cardiac meds tor BP.
of the facrhty o _ . _ .| and HR (atrial fibrillation). Residents 5, 7|
' 8 and 9 did not exhibit any-hypotensive
or hypertensive situation and have

Health Fagilities Eva!uator Nurse(s) #45078 and

One deftcaency was |ssued for compiamt humber:

CAD0833852 (FTGO)
F 760 | Residents are Free of Srgmfcant Med Errors F 760/ stable baseline heart rates. Resident 9
$S=E | CFR(s): 483.45(1)(2) - - o C was further assessed for s/s of
The facrllty must ensure. that its- . hyper/hypog!ycemia complications.
§483.45(f)(2) Residents are free of any ssgmfcant . | Resident 9’s FSBS was within her
medication ermors. . baseline blood sugar values. Resident 9
This REQUIREMENT is not met as evsdenced :
by: has always been on laboratory
Based on observatlon interview, and record E monitoring of HbAlc and CMP {glucose)
review, the facility failed to ensure four of five . Q3 mbnths and as needed. Historically

sampled residents (Resident 5, Resident 7,

Resident 8, and Resident 9) were free of any Resident 9 has.been with fluctuations

significant medication éfrors (administration of - - [ and has been referred to an
medlcatlons which was not in‘accoglance with - - 7 endocrinologist for blood sugar
accepted profess:o tandard d prmmples) o .
e management since 12/2022. She went t¢
LABORATORY DIRECTO((S D pPROVIGE UF'Pi.IE (EFRESENTATIVE'S SIGNATURE TITLE () DATE  °
IAPFEAG o~ WMWI:{{?Z s 7/25
Any defrcrency sb&teme}’(’e}rdmg,vﬁu% astergk (”) cbenotes & deficiency which the institution may be excused from correciing providing it is determined that -

othér safeguards provide sufficienit protectlon t the p - patients . (See |nstruct|ons ) Except for nursing homes, the findings stated above are disclosable 90 days
wing the date of survey whether or ot a plan of correction is provided. For nursing hemes, the above findings and plans of comrection are disclosable 14
fallowing the date these documents are made avaulable to the facrlrty If def‘ ciencies are cited, an approved plan of correctlon is requisite to continued

ngam paticipation.
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‘ _ her scheduled appointment on
F 760 | Continued From page 1 F 760| 4/26/2023 and returned with hew
ST insulin management orders. EVN 1 was
This deficient practice had the potential to resuit i N ) ‘
in the residents' blood pressure, heart rate, and ) coun.sejtled 1.'1 regardlrjg d_el'aVEd ' _
blood sugar to increase and place the residents' administration of medications and was
health and safety at risk. : redirected to request for assistance from
Findings: _ . DON and/or ADON if she anticipates tha}
‘ A Are\new of Resident 5 sAdmlssmn Record her med pass will be delayed. Residents.
indicated the facility. admitted the resident on 5,7, 8 and 9's respective primary
8/16/21 with diagnoses including intellectual - hvsicians were made aware of delaved
development disorder (a.type of disorder when phy ' ! ) w o ) Y
individual have trouble with leaming, medication administration of BP meds
communicating, thinking rationally, making and insulin and ho new orders were
judgments, and planmng), tachycardia (rapid ived
beating of the heart), ‘feostomy and colostomy received.
{openings in the helly to create an opening from . .. .
an area inside the body to outsmie) : 2. Ali residents with SchEdUIed
_ medication administration may be
Areview of Resident 5 s Hlstory and Phys;cal : : s
affected by this alleged deficient
(H&P), dated 12/28/2022, |nt_j|cated that the . Y =8 ‘
resident lacked the c-apéci’gy to make decisions. p_raCt'ce' On 4/4/23, 4/.5/ 23 and 4/6/23,
. . T ' Medical Records, Unit Managers and
A review of Resident 5 ' 5 Minimum Data Set ADON reviewed medication -
(MDS - a standardrzed assessment and care - L . L
screening tool), dated 2/23/2023, indicated the - administration via PCC EMAR navigation
resident had severe |mpa|red cognmon (when DON a'nd/or ADON made clinical rounds
person has trouble remembermg, learning new . .
things, concentrating, or making decisions that on 4{ 4/ 2_3’ 4/5/23 and 4/§/23 C_lun.ng
affect their everyday life). Thie MDS further medication pass observation. Findings
indicated the resident réquired supervision with were referred to the PCP and DON,
eating, twd-person assistanice with mobility and : . ’ .
transferring, one person assistance with dressing ADON a'nd or -de§lgnee for evaluation angl
and toileting and personal hyglene and bathmg - { needed interventions.
A review of ReS|dent 5's Order Summary. dated | 3. a. Licensed nurses were in-serviced o
12/7/2022, indicated to give Metoprolol Tartare '4/4/23,4/5/23 and 4/6/23 by the DON
Tablet 25 milligrams {mg/a unit of measurement) timelv administrati £ medicati
| by mouth in.the morning for high HR (heart rate), | on im&ly administration of medications
hold medication for HR befow 60 or SBP (Systolic within acceptable timeframe and to {08/07/22
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P after scheduled administration time.
F 760 | Continued From page 2. - -~ I : F 760 They were also in-serviced and
Blood Pressure) less than 110 and admrntster ‘ instructed to seek for assistance from
withmeal. = - oor R . - | DON and/for ADON, when they anticipate:
‘On 4/3/2023 at 192 2? p m durmg a concurrent . that their medication administration wil
medication administration observation and - _ be deiayed or late.
interview, Licensed Vocational Nurse (LVN )1 _ ' . .
took Resident 5 s BP (blood pressure) with o b. Medical Records will report in stand-

measurement of 112/72! and a pulse 93. LVN 1 : i o ist P
administered Metoprolo! 25 mg by mouth to up mee INg any INCoNSIS encres rn ’
Resident 5. LVN 1 stated she was administering . delayed medication administration and

the medlcatron scheduled for 9 am. late because - . for corrective action by DON and/or

the facility was. short of staﬁ today LVN Tverified ; . -
she came in late to help adrminister mechcatlon ADON. Weekend review: of PCC EMAR

LVN 1further stated she regularly works ‘as MDS | will be done by the RN Supervisor to be
frurse. e e e - . |included in their shift report.
: f , B. Areview of Resident 7 s Admission Record : c..Pharmaceutical Nurse Consultants wil

indicated the facility admitted the resident on -

‘| 2712023 with diagnoses of essential conduct quality compliance on

hypertension( a condition in which the blood , : "medication administration with licensed
vessels have persistently raised pressure) Sl . .

congestive heart fallure( a condition that develops ' . _ n_ques during their scheduled monthly
when your heart does not pump enough Blood for visit. -

your body ' s needs), and seizures {(a condition a : . ;

burst of uncontrolled electrical activity between 4. Findings wil! be reported by the DON
brain cells that caused temporary abnormalities in - | and/or designee to the QA committee

muscle tone or movements behaviors,

sensatrons or states of awareness} monthly x 3 months for review and

recommendatlons
A review of Resrdent 7 s H & P, dated 1!11/2023, o
indicated Residenit 7 had the- capacrty to . ' 5. Completion Date: May 7, 2023 05/ 07/ 22
understand and make decrs:ons ) : : ‘

A review of Resudent 7 s MDS dated 1/16/2023
indicated Resrdent 7 requrred supervision with
eating, required two—person extensive assistance
with bed moblhty, walkmg and transf“errmg,
required one-person, assmtance with dressing,
toifeting, personal hygl_ene -and bath_mg
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A review of Resident 7 ' s Order summary, dated
171012023, indicated Amlodlplne Besylate Oral
Tablét 10 mg by mouth one time d day rélated to
essent[al hypertensmn The order further
_ indicated to hold for SBP less than 110 or pulse
less than 60.

Areview of Resident 7 * s medication
adminhistration record (MAR), dated 3/28/2023,
indicated that Amlodiping Besylate scheduled at 9
a.m. was admlmstered te resndent at 11:30 a. m.
Areview of R_e_s_ldent 7' fs MAR dated 4/3/2023,
indicated Amlqd_ipirie'Be_sylate scheduled at 9
a.m. and administered to resident at 11:51 a.m.

O C. Areview of Resident 8's Admission Record
indicated the facility admiitted the resident on.-
1/26/2023 with dlagnoses including cerebral
infarction (a type of stroke that ocours when the .
‘supply of blood to the brain is reduced or blocked
completely), essentlal hypeﬂensnon type 2
dsabetes mellltus ’ : ‘

| Areview of R,es‘ideni 8'siH & P, dated 1/26/2023,
indicated Resident 8 had fluctuating capacity to
understand and make decisions.

Areview of Resident 8's MDS, dated 2/1/2023
indicated the Resident 8'was unable to walk,
required supervision 'fof"eating, and two-person
| extensive assistance W|th bed mobillty and
transfer. C

| A review of Resident 8's oider summary, dated -
1/26/2023, indicted to give Lisinopril Oral Tablet
20 mg by mouth one time a day related jo
essential hypertensnon Hold for SBP less than
110 or pulse less than 60. o

FORM CMS-2567(02-69) Frevious Ve_'rsmns‘ Obs_ole!e . * " Event|D:SZM311 Fa_cili'ty ID: CA920000048 -I-f continuation sheet Page 4 of 7

O




' DEPARTMENT OF HEALTH AND HUMAN SERVICES -

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 04/27/2023

FORM APPROVED

__OMB NOG. 0938-0391

STATEMENT OF DEFICIENCIES L {x1) PROVIDER/SUPPLIER/CLIA
D PLAN OF CORRECTION . iDENTlFICATION NUMBER

056039

{¥2) MULTIPLE CONSTRUCTION
A. BUILDING

B. WING

(X3) DATE SURVEY
- COMPLETED

. C
04/17/2023

WELLSPRI

NAME OF PRI

OVIDER OR SUPPLIER ~ .~ ~

NGS POST ACUTE CENTER -

STREETADDRESS, CITY, STATE, ZIP CODE

44445 NOASTH ST, WEST

LANCASTER, CA 93534

(X4 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES *
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

iD
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENGED TO THE APPROPRIATE
DEFICIENCY)

s
COMPLETION
DATE

F 760

Continued From p_aée 4.

A review of Resident 8's MAR, dated 4/1/2023,
indicated Lisinopril 20 mg was scheduled for
administration at ¢ a.m. and was admmlstered at
11:41a.m. :

Areview of Resident 8's MAR, dated 4/03/2023,
indicated Lisinopril 20 mg was scheduled for
administration at 9-a. m and was admlnrstered at
211 pm. :

D. A review‘of Resident 9 ' s Admission Record,
indicated the facility admitted the resident on
5/17/2021 with diagnosis including type 2
diabetes mellitus, atrial fibrillation (an iregular
heartbeat that occurs when the electric signals in
the afria (the two upper chamber of the heart) fire
rapidly at the same time), and muscle weakness!
(a lack of strength in the muscles).

Areview of H&P, dated 1/17/2023; indicated
Resident 9 had fluctuating: capacnty to understand -
and make demswns

A review of R_esit_:fent 9" 5 MDS, dat_éd 1/15/2023,
indicated Resident 9 was unable to walk, required
supervision with eatlng. and extensive 2- person

i ass:stance w:th transferrmg

. A review of Res‘ldent 9's Orde_r Summary from

1/9/2023, indicated order for Amiodarone HCL
give 100 mg by miouth one time a day related to
atrial fibrillation, hold for pulse less than 60.
Areview of Resident 9§ MAR, dated 3/28/2023,
indicated Amfodarone HGL was scheduted at 9
am. and admlnlstered to ReSJdent 9 at 10:19
p.m. o .

Areview of Res:dent 9's MAR dated 3/31/2023

F 760
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| indicated Amiedarone HCL was scheduled at 9
a.m. and admlmstered to Resudent 9 at 10:32
p.m.

'A review of Resident 9' s MAR. dated 3/31/2023
indicated Amiodarone HCL was scheduled at9
a.am. and admlmstered to Resident 9 at 12; 05
p.m.

A review of Resident 9' s Order Summary on
3/7/2023, indicated to inject Humulin 70/30 10
units subcutaneously two times a day related to
type 2 diabetes meliitus, to give with meal, and
rotate sites. :

-| indlicated 10 units of Humulin70/30 scheduled at
9 a.m. and 5 p.m. administered at 10:24 a.m. and
6:42 p.m. The: MAR further indicated a blood '
sugar reading of 457 at ‘IO 24 a.m. and 352 at
6:42 p.m. :

0 Areview of Resi&e‘pt 9's MAR, dated 3/28/2023, | -

Areview of ReSIdent 9's MAR dated 4/03/2023
indicated 10 umts of Humulin 70/30 scheduled at
9am. and5pm. and was admmlstered at 12 05
p.m. and 8:55 p m.

On 4/4/2023 at 11: 19 am.,, durmg an interview,
LVN 2 stated that according to Policy and
Procedure the medlcatlon_should be administered
within one hour of scheduled time. LVN 2 stated

| Nurse should prioritize administration of
medication for residents in pain, antibiotics, and
high blood pressure medication. LVN 2'stated late
-administration of medications: can potentlally
affect residents” outcome and comprormse
residents’ health, '

On 4/4/2023 at 11 49 a.m,, durlng an |nterV|ew
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Licensed Vocatronai Nurse (LVN 3 stated
scheduled medications can be administered 30
minutes before or after schedulad time, LVN
stated, it was.not acceptable to administer blood
pressure medications late because of risk of
stroke to the resident.

On 4/4/2023 at 2:47 p.m., during an interview and
concurrent record review, the Director of Nursing
(DON) stated medlcatlons can be administeréd
within one hour of schedule, nurses should
praorltlze admrnlstratson of insulins, blood
pressure medications, antibiotics, and pain
medications. DON stated late administration of
medications has a potential for interactions with

next scheduled medications and ‘may lead to

change in res:dents condition.

A review ofthe facility s bolicy and proéédure
titied, "Medicaticn administration," reviewed on

| 712812022, indicated, "Msdications are to be

admlmstered within one (1) houf before or one (1)
aﬁer the prescnbed time."
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