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Depanment of Public Health during a Licensing

- and Recertification Survey.
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Total Population: 63
Barmple Size: 15

Highest 8/8= F
F 309, 483 25 PROVIDE CARE/SERVICES FOR F 308
$5=D | HIGHEST WELL BEING

Each resident must receive and the facilily must
provide the necessary care and ssrvices o aftain |

| 5r maintain the highest practicable physical, !
menial, and psychosccial wel-baing, in
accordance with the comprehensive assessment

and plan of care. i l

This REQUIREMENT is not met as evidenced
by

: Biased on obssrvation, interview and recorg
review, the facifity failed to gnsure the residents
whio was received Bumex {1} and Lasix (divratic

! medications that helps vou make more urine and
10 lose salt and excess water from your body) for
edsima management and songestive heart failure
(CHF} would be consistently mantored for ederna
0 ensure effectiveness of madication for three

\EORATQRYWI?H'S IR PRO FRISUPHLITRE REPRE NYATA B GIANATLRE TITLE Py D8
s | ¢ Dor ‘?7 Q.
{ . LA, ¢

1y deficianny s(&t&z’;}am ending with an astedsk {*) denoies a deficiensy which the instiition may be sxcused fom correcting orovidiag it i3 determinetd that
her safeguards provide sufficisst protection 1o the patients. (Sae inshrustians ) Exzept for nursing homes. the findings staled above ase disclosabie 90 days
fowing the wals of survey whather of not 2 plan of correction is provided,  For nursing iomes, the sbove fdings and plans of corraction are disclosable 14
¥4 Rallowing the date these dosumends are rmade available to the fagility. i deficiendies are oiied, an approved plan of cornection is requisite to conlinued

rac pariicipation.
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ouf of 18 sample residents (1,78 71 309: immediate Action:

Fingdings:

a. On August 16, 2012, at 0% p.m., Resident 1
was observed in bed. [t was noted the resident |
had swollen both arms up to glbows and both
isgs from toes 10 the knees. The Registered
Nurse 1 (RN 1) was asked to assess the
resident's edema. RN 1 said the resident had
pitting edeme +2. Al the sams time, during &
conversation with the resident she said she ;
always has her arms swollen.

According to the admission recoid, Resident 1
was adrnifted to the facility on July 28, 2012, with
diagnoses that included gongestive heart failure,
hypertengion and alrial fibsifiation.

The Minimum Data Set assessment dated August
2,202, indicated the resident had infact
cogritive skills for daily decision making and
wially dependent on staff for achvities of daily
fiving,

Azcording to the physician's progress note
obtginad from the acute care hospital dated July
28, 2042, the resident had +2 edema {o both
fowsy extremities. According to the facility's
Ursing adraisaion dated July 28, 2012, the
resident's edema was not addresse.

|

- The resident was receiving Bumex 2 milligram
- {mg) daily for edema as ordered on July 26,

E 2012

A saview of the resident's clinical recard indicated z
there was no plan of care deveioped for the [

Rasidents 1, 7 & % were immeadiately plazad eaif}z
{90¥") shift on documentation 1o assess edema |
uging scale 0-4 until stable, Regidents will be

weighted & weak unti stathie. An in-servike was
gheizn 873072032 by the Gizector of Hurses

{7007} to )l License Nurses regarding the
proper wiy 1o #53ess rasicents with edema,

identificatton of other gffected
residents:
Al rasidents identified with ederms were

assessed, The findings were docurmantad and
addrassed in the Plan of Care ["ROCY),

Systematic Changes:

Licensed nurses were in-serviced to moaitor |

residents whe have been idertified with adema.
Appropriate pracaulions will be taken g0 that
residents with documenter edems will have the
apprapriate plan of care and that the M ordels
are foliowad,

Guality Assurance;

BH residents with edama will be sudited for
appropristeness, Aay nor-cempliance wili be
corrected immedistaly, A report shafl be made
1 the Quality Assurance and Assessmant
cormmittes for further review and
resamendations.
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F 303 Continved From page 2 F 308
matagement of edema. l

During an inferview with the Director of Nursing
{DON) on August 17, 2012, et 4 p.an, she i
confirmed there was no plan of care in place for |
edema. DON said it was expectsd of licensad i
nurses to monitor the resident for edema at gl ’
t;m and to document at least once a day about |
| it. DON confirmed that monitoring the resident for !
| the presence of edema was one of the nursing |
intsrvention to ensure the effectiveness of diuretic|

i

therapy with Bumex.

A reviaw of the resident's record revegied there
was No documentsd evidence the license nurses
monitored the resident for edema consistently,
Also @ review of the licensed nurses notes dated
August 16, 2012, for 3 pm. to 11 p.m., shift
indicated there was no decumentation about RN
1 agsessment of the resident’s edema +2.

b According to the admission record, Resklent 7
was admitted to the fachity on January 08, 2012,
with diagnoses that ingiuded chronic airway
ahstruction, and congestive heart failure {CHF).

Accerding to the Minimum Data Set (MDS) datad
March 8, 2012, the regident was assesged a3

I' having memory problems
i an |
E
1

neadad total assistance with acivities of daily
fivirg.
; | The resident had a physician's order dated

January &, 2012, for for Lasix 40 mq tablet via
gastmstomy tube (Gt daily for CHE,

| A review ¢f the resident's clinical record revealed
i ihere was no documentation indicating the

]
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Continued From page 3

residant was monitora for effactiveness of the
Lasix freatment to reduce the sdema was
continuously assessed and morstored,

On Aygust 18, 2012, at 4 pm, the Director of
Staff Developer {380)  assessad the resident
for the edema, the residerd had a plus one pitling
edema in the lower extremities. She also
confirmed that the lcensed nurses did not have
any doumentation indicating that they were
monitoring the resident’s edema.

&, According fo the admiission record, Resident 9
was admitted to the facility on August 3, 2012,
with diagnoses that inciuded diabetic meiifus type
H, CHF, ard hyperiension,

According to the Minimum Data Sei (ME3) dated
August 17, 2012, the resident was assessed as
 appeared to be and raciring limited to
- extensive assigtance with activities of daily lving.

[ On August 4, 2012, the rasident had a physician's
s order for Furcsemide (Lasix) 40 milligrams {mg}
| one tablet daily for CHF.

There was a care plan dated August 4, 2012,
staling the resident is at risk for shortness of
breath and edema due {o congestive heart fallure,
The irdervention included monitor for edema.

On August 18, 2012, at 2:08 o.m., an interviegw,
the Director of Nursing indicated there was no
documentation indicating that the licensed nurses
wera moniforing the resident’s edema.

483.25(d) NO CATHETER, PREVENT UT,
RESTORE BLADDER

H

; H
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|
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F 315§ Continved From page 4
Based on the resident's comprahensive
assessment, the facility must ensure thal a
resiclent who enters the facilily without an
| mdwelling catheter is not catheterized unless the
fosident's chinical condition demmonstrates that [
catheterization was necessary; and a resident
who s incontinent of bladder receives appropriate
treatroant and services 1o pravent urinary fract
infections and fo restore as much norma! Bladder
funclion as possible,

|

This REQUIREMENT is not met as evidenced |
by

Based on observation, interview and record
revigw, the linensed nursses &fled o ensure a
resident who had an indwetling urinary catheter
was moniiored for sedimentation in the wine (63
o prevent the potential for wrinary tract infection
(U1 and fated to ensure a resident with an
indwetling catheter and who had recurrent UTls
was provided incontinent care in aceordance with
the facility's policy and procedures relatad ©
incontinant care for a resident with an indwelling
catheter {2} @ prevent the potential for UTi for
two cut of 15 sample resident (2.6).

Findings:

! & According to the admission record, Resilent 6
| was admitted to the facility an May 31, 2011 and
| June 22, 2011, with diagnoses that included |

i

| pressure uicer, gashroesophagea! reflux disease i [
ono | |
; :
i
1

!
- According o the Minimum Data Set {MDS) dated

E Jung &, 2012, the resident was assessed as

: |
Event i LSRG Fadtty 10 CASTO000052 If continvation sheet Page 8 of 24
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havin 0 /! ; i . ,
aving memory problems, requires total £ 4315 immediata Action:

gssistance with activities of daily Bving, had an
indwedling catheter, was incordinent of bowe!,

I On August 18, 2012, at 6:05 p.m., the resident

: was observed i be in bed and the urinary

. catheter bag and tubing had moderats amount of
sedimentgtions, which was confirmed with the l
girector of staff developer. %

On August 17, 2012, 8t B:36 am. In an interview
with the Rirector of staff developer, and review of
the resident's record she confirmed the resident's 1
was not monitored by the licensed nurses for |
presens of sedimantation in the urine coflected in |
the indweliing catheter which could be @ possible |
indication for urinary tract infestion. [
B oOn August 17, 2042, a2 1020 am., GNA Twas |
observed providing Resident 2 with incontinense |
care afer the resident had a bowel movement.
The resident was in bed lying on her leff sids and
an indwelling utinary catheter in place, CNA 4
after expasing the resident, wiped off feces from
the resident's Perinesl amea and removed the
soited disposable incontinent brief,

Duyring the procedure CNA 110 wash the
reskient's perineum areq using wash cloth
socked with soap in a wash basin, CNA 1 was
hotding her ieft arm above the resident's pubic
area and squieezing watar from a wash ¢loth, with
her right gloved hand washing the resident's
genifals area in a sireular mition, GNA 1
repeated the same circular mofion when ghe
bathed the resident’s perinea! arez and dry the
resident's perineal area with a dry towel

CHA 1 did mot foliow the factiity’s policy

J

Resitdent 6 was irmmediately placed on a § shift
monitoring foc signs snd symptoms of urinary
tract infaction [“UTY") secondary to the presence
of a Foley catheter. The Certified Nursing
Assistants ["CHNA"  involved in providing care &
resident 2 were inynediately in-serviced by the
DS an how o provits Parinsgi sare to &
residert with Faley catheter

identification of other affected

residents:

Al regidants with Foley catheters/ Suprapubic!
cathetars gnd/or Lrostomy were assessed and
piaced on 3 shift monitoring for signs and
symptorns of urinary bact infection [*UT).

Systematic Changes:

Tae Facility Policy & Procedurs for Catheter Cabe
was revised and tha Licenssd nurses were in-
serviged 10 rasnitor £3 shift alf residents with
Foley catheters/ Suprapubic catheters andfor
Wrostomy for signs and symptoms of urinary
tract infection {"UTI®), On 873072012 the B85 Ip
serviced alf Certifiad Nursing Assistants ("CNAsES
oy how 10 provide Perinest cara 1o residents
wilh Feley cathetars,

#M CMS.258702.64) Froviuis Varsions Ohsolels Euvast 1D: USHC14
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F 315 Continued From page 6 !
| procedures related to providing care to a resident |
; with an indwelling catheter while she provided |

[ incontingnt care ko Resident 2.

A review of the faciity's catheter care protonol
indicated UNA 1 had & clean catheter insertion
arag by removing all debrig from cathetar at the
insertion site and tinging well with warm water

; and pat dry with @ clean towel, According (o the
catheter care procadure the perinsum negeged 10
be cleaned first due to involuntary bowel
snovermnent foflowing with obtaining a clean

| eguipment for catheter cars.

% According to the admission record, the resident
was gdmitted to the facility on January 18, 2012,
and re-admitted on February 10, 2012, with
diagnoses that included acute kidney failure,

| wrinary retention and severe debility.

pe [
tiving. The MOS indicated the resideni was
incontinent of bowei and had an indwsiling urinarg[
cathater.

The resident was assessed ag being at nisk for
daveloping UTL. There was @ plan of care dated
February 13, 2012, fur the potential for U
refated to indwelling urinary catheter, Qne of the
approaches was 1o provide catheter care per
protocsl

According to the facility's procedure on perineal
| care CNA 1 had {o use a wash cloth or
 disposable or reusable wipes 1o wash the

F 315

tiziity A @;

cormplisnce.

The DON will perfarm ongoing evaiuations for

Any nercempiiance will be corrected
immediataly. A repartshall be made to the
Duatity assuranae and Assessmeant committes
for further review and recommendations.

M CWME-2567{62-59) Pravicous Varsions Glsolels Evont 1C U530
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F 315! Continued From page 7
resident’s perdneum and uiilize g gloved hang

instead of wash cigth,

ihe resident had been feated for UT| in April,
May and August 2012. On May 1§, 2012,
according to ihe laboratory report one of the
responsible arganism for infection was
escherichia coli {bacterium inhabiting the
gastrointestingt fracis}.

H

!

A review of the resident's clinical record revealsd l

|

|
|
|

fhring an interview with the Director of Nursing
{DON) on August 17, 2012, et 1120 a.m,, she

| verbalized an agreement that CNA 1 put resident
 at risk for potentially contracting an UTI from

| providing with perineum care not in accordance
with right procedurs.

483,254 MAINTAIN NUTRITION STATLS

| UNLESS UNAVOIDABLE

[ Based on a resklents comprahensive
assessment, the facility must ensure that a2
resident -

{1} Maintains accepiable parameters of nutritional
status, such as body weight and protein levels,
uniess the resident's clinical condition

' demonstrates that this is not possibie, and

| (2} Recelves a therapeutic dist when there is &

g nutritional probiem,

This REQUIREMENT s not met as evidenced |

by: -
Based on interview and record review, the facility l
failzd to ensure the Registered Dietilian (RD) §
would corgiuct nutritional assessments in g imely [

|
|
|

F 315

F 328

:
i
:
:
;

|
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F 325 Continued From page &
| manner for residents who had Stage 1V pressure
- sores and gastrastomy tube fed for one cut of 15
sampie residents (6).

Findings:

Agcording 1o the admission record, Resident 8
was admitied to the facility on May 31, 2011 ang
June 22, 2011, with diaghoses that inoluded

pressure ulcer, gastroesaphageal rafiux dissase
and*

Agcarding to the Mininurn Data Set (MDS) dated
June 5, 2012, the resident was assessed as
having msmory problems, requires total
agsistance with activities of daily iving, had an I
indwelling cathetar, was incantinent of bowel and
| had gastrostamy tube feeding and had one

- Unhealed pressure sore.

J The resident had 8 physician's order dated June |
| 23, 2011, for Isosource 1.5 Cal at a rats of 43

- mititerMous {mifhr) for 22 hours via gastrostomy
' tube o provide the resident with 880 mi / 1485 J
1 Kilogalories {Keal). There was another physician's |
+ order for the resident fo have Prostat 64, 30 mi |
: vig gastrostomy tube daily as a suppiment, |

A review of the RDY's assessment indicated that
on Qctober 20, 2011, December 22, 2011, Marash
28, 2012, May 3G, 2012 and July 3, 212, the
resident was assessed by the R, |

On August 17, 2072, at 10 a.m., during an
interview with the RD and a review of ing

| resident's record, the resident was nat assessed
| gvery memith as indicated by the RD for her
dietary and hydration needs. The RD was in

£ l 325 Immediate Action:
é

The Registered Digtivian {"RD”} immediataly

assessed resident # to ensure that the Plan of

Carg and the Physician Grder for the
Gastrostomy Tube ["07") feeding way
appropriate for the resident’s needs.

Identification of other affected
residents:

All residents with Gastrostorsy Tube FGT™}

Systematic Changes:

A4 rasidents with Gasrrostomy Tube {“G77}
fesding will be evaluated by AD Monthly foe

lak data and recommensiations 15 ensure, &

| paramatars of nutritional status.

Quality Assurance;

A gusBry assurance will be conducted every
manth by the Medical Record Designes {"MR”
angd reonitored by the BON and US0. Any non-
compliance will be torrected immediately. A
repart shall be made to the Goality Assurance
and Assessment gormmittes for furthar review
and recommendations.

foeding were gssessed by the AD. Appropriate
rpuommendations were completed by the RD.

sppropriatessss of Nutritional intake, pertiner

sossibie, that il residents maintaln geceptabl

x4 1D ? SUMMARY STATERENT OF DEFICIFMNGIES i3 ! PROVIDER'S PLAN OF CORRECTION ey
prisre | {EADM DEFICIENGY MUST BB PRECEDED BY FULL PREFIX (EACH CORARECTRE ACTION SR D BE COMPLETION
TAS REGIHATORY QR L8C MERTIFYING IKFORMATION) TAG CROSS REFERERCED TO THE APPROPRIATE DATE
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|
F 328 Continued From page 8 F 3255
‘agresment that the resident nesded {0 be ]

- assessed by the RIJ every month due to having #
Stage IV pressure sore and gastrosiomy tube %
feeding. |
F 3291 48325 DRUG REGIMEN |8 FREE FROM l
ss= | UNNECESSARY DRUGSE |

F 328

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug i any
drigg when used in excessive dose {including
duplicate therapy); or for excessive durgtion; or
without sdequate monitoring; or without adaquate
indications for its use; or in the presance pf
adverse conseguences which ndicale the dose
should be reduced or discontinusd; or any
combinations of the reasons ahove,

Based on a comprehensive asgessment of a
resident, e faciity must gnsure S residenis
wi have not used anfipsycholic drugs are not
: given these drugs undess antipsychotic drug
i therapy & necessary to traat a specific condition
| @s diagnosed and documented in the clinical
E record, and residents who use antipsychotic
| drugs receive gradual dose reductions, and
behavioral interventians, unless clinically
| confraindicated, n an effort to discontinue these

drugs.

§
|
|

This REQUBREMENT is not met as evidenced
by

Based on interview and record review the iacility
fallad to ensure a resident on a long-tarm
administration of Ferrous Suffate {iron} wouid be }
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F 328 Continued From page 10 [ £ ang. PIE A,

monitored to prevent the potential for adverse
sffects and complications assogiated with a
wing-term wuse of irpn for one out of 18 sample
residents (5},

Firglings:

According to the admission racord, Resident 5

| was admitted i the facility on July 12, 2012, with
: diagnoses that included anemig, hypertension,
hypothyreidism and congestive heart fajlure

The Minimum Deta Set (MDE) assessment dated

July 25 2012 indicated the resident was
I - <
extensive assislance In the activilies of daily

living.

The resident had a physician's order dateg July
12, 2012, for Farrous Sulfate 325 mg twice a day
o anemia. l

A review of the Medication Administration Record
(MAR) from Jdly 12, 2012, to Angust 17, 2012,

 indicated the resident was administered Ferrous |
Suifate 328 mo twice 2 day as ordsred.

There was & pharmacist's recammendation datad
July 27, 2012, addressed t the residents
physician, to monitor iron lavel fo determing if the
resident's ron stores are normal. Thare was the
resident's physician's donumented agresment
with the pharmacist recommendations, and it was
referred to the physician's orders, However, a
review of the residents clinical record ndicated
thers was no dosumentad evidenoe there wasg &
nhysician's arder for iron level fest

Thers was no dosumernted evidente {hat
indicated the resident had been monitored for i
| gotential ron accumulation in @ body, and there

P LZQ: fromediate Action:
|

The License Nurses immediately notifiad the MG
of Mg agraement to obtaln an iron leved for
resident 5, and obtained a physicisn order for
lron isvet to be done the next morning.

identification of other affected

rasigents:

=

&l rasiderts on tron supplement were identifiy
and it was confirmad that an iron fevel was
svallabie for their MOy,

Systematic Changes:

The Pharsacy consultan will review all
rasidents on iron supplemants monthly and will
provide appropriste recornmendations 1o ensure
that the residents” iron levels are accurate and
that the residents’ M are aware,

Quality Assuranga:

A guslity assurance will be conducted every
month by tha treatment nurse and will he
resnitored by the BION and the D30,

Any nan-comgiance will be corrected
immediataly. A reporct shall be made to the
Cuahity Assurance and Assesstnant cominittee
far further revigw and recommendations,
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F 328 | Continued From page 11 l

was no documented justification for the use of |
Ferrous Sulfate for twice a day for more than one |
week without monitoring the potential iron
socumdation i the resident’s tissue, l

O August 17, 2012, at 2010 oo, during an
interview with Director of Nursing. she was not '
able to provide e documented evidence the
resident had been monitorad for the patential iron
accumulation, or the justification for administering |
Ferrous Sulfate 1o the rasident withor
monitoring the potential ren accumulation in the
resident's tigsue. in addition, there was no

! documentation of the clinical rationale for when |
| Ferrous Sulfate was ordered for continuous use
| twice a day for more than one week.

According to the State Qperational Manua l
{SOM, clinical rationale should be documented #f
iron is orderad for & long-term use {greater than |
two months) or if administered more than once |
daily {daily for greater than a weak], because of |
side effects and the risk of accumuiation of iron in i
the tssues. Monitoring the baseling serum iron or
Fesrifin level and peripdic compiante bioad sount [
{CBC) or hematocrit /hemoglobin is needed. !
Adverse consequences ingiudes constipation, ]
dyspepsia {indigestion, upset stomach)
sympioma such as upper abdominal pain,
helching, nauses, vomiting, abdominal bivating,
abdominal distention), accumulation of iron in
tissues that cause multiple complications if given
chronicaily despite normai or high iren glores _
{SOM, Qutober 20110, Page 380).
F 371 483.35{i) FOOD PROCURE,

s5=rF | STOREAREPARLISERVE - BANITARY

The facility must - |
|

F32¢
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|
F 371 Continued From page 12 || F B}F‘;‘-J}rg?l: immediaie Action: ‘-’p}&, //‘9‘
{1) Precure food from sauirces spproved of
considered safisfaciory by Federal Stale or local § ' i The boxes of plastic pitchers were {emchd
authorities; and ] : immediately from the cicaning chemicad
{2} Store, prepam, distribute and serve food . storage ares.
under sanitary condiltions ; l
i 2. Dietary Staff were nmediately mvservic-eii
[ i ra: hand washing angd sanitation
i
; l 3, The szcumuistion of dust of the fan cover,
| [ znd mildew on the cefling and cornars
This REQUIREMENT is not met as evidenced | |' T o alking refrigerator were
|5 | |
Based on observalion the fanifity failsd to skore ! ; o e .
. : o : £11C ] :
kitchen utensils, to prepare food, and to maintain ] Identitication of other affected resi
the walk-in Cooler in a sanitary conditioning, | ' Ho other aczumulations of Yust or mildews we
; identified.
Findings: ]
‘ e 5 [ Systematic Changes:
Duriry the tour of the facildy on August 18, 2012, |
at 10 am, accompanied by the maintenance staff | !
and the adminishrator, the surveyor obhserved : | . .
I several boxes of plastic pitchers and cups sipred z ; ;ﬁ?e ;1 aiate n;nf:eff\w;m:ﬁm W.im.}ﬁm !
in the cleaning chemical storage closet under | | weeklyroundsin the kitcann to identify any
I sxterior the stairway. [ | maintanance needs and corrected immaediatels,
J Dusing the tour of the kitchen at 12 pm, i |
| accompanied by registered dietician, the surveyor | | Quatity Assurance:
| ohserved the following: § !
1. Dietary staff taking of gloves, touching the 1 © The maintenance department will conduct |
trash can lid to throw them away, putling on new | weekly raunds ir the kitchen ta identifyany |
gloves ;ﬁmgﬁﬁhlﬁn&g ga?ﬁs and : 1 sintenanve needs and corrected immaediately.
pmc&e B £ O ay inRe. . ;
2, An accurnulation of dust of the fan cover, and l i Any rorcompliance will be corrected
ggg{e:ﬁ izgl::“ ceiling and corners insids the ! | immediztely. A ragort shai! be made 1o the
‘ i ; 4 d r ‘\
F 425 | 483 80(z),(b) PHARMACEUTICAL SVC - O 425} ity Fasurande and ssesment commites
55=p  ACCURATE PROCEDURES, RPH ; L 7 TEVIE AN recommencations.
| é

¥ continuaiion shoet Page 13024
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F 428 | Continued From page 13 ! F 4251
£

‘the facility must provide routine and emergancy
drugs and biologicails o its residents, or obfain |
them under an agreement described in

§483.75(h) of this part. The facilify may permit
urdicensed personnel to admindster drugs # State |
faw permits, but only under the general :
supervision of a licensed nurse. |

A facility must provide pharmaceutical services |
(inciuding procedures that assure the acourate |
anquiring, receiving, dispensing, and l
administering of aft drugs and biolggicals} © mest

the needs of each rasident. l

The facility must employ or obtain the services of
a fcensed pharmacist who provides consuitaton
on aif aspets of the pravision of pharmacy
services in the fagility.

This REQUIREMENT is not met 33 svidenced

;t E!ased on observation, mterview and record
| review, Licensed Vocationst Nurse Z2 (LVN 2)
| during administration of medication through 2
gastrostomy tube (G failed to ensura crushed |
solic medication{) and liguid medication would be
mixed with water and diluted in accordance with
facifity’s policy and procedure and gocepted !
standard of practice before poured inte the
syringe barrel to be administered 10 a resident (7) 5
and LVN 1 fafled et crush and adminigter l
H

muitiple solid medications together that enteric
coated Aspirin and administer {o @ resident {H1)
for two out of 15 sample residents {7, 11),

{

|
]
|
l'
|
|
|
1

2
|
|

|
|
|
|

i

[
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Findings:

a. On August 18, 2012, ai 750 am,, LVN 2 was
shserved administering medication to Resident
11 through GT. LVN 2 was observed preparing
the following miedication for administration:

1. Keppra one cubic sentimeters (ool equal io

100 mililigram {myg).
2. ﬁ 75 mig one tablet.
3. Narmmenda 8 mg one iablet.

4. Lasix 48 mg one tabiat
5, Acetazolamide 250 my one tablet,

VN 2 was observed placing sach salid
medication in individual plastic envelope and
crush them one at a ime. Then LYN 2was
obsgrving checking the G for placement by
institiing 50 cc of air inta the resident's stomach
following by aspiration of content to assess the
| residual. There was no residual. Then LVN 2

: flushed the GT with 10 ¢c of water and stared

| with administration of medications.

First LN 2 purred hiquid Keppra into & barrei of
the syringe connactad to the GT following with 10
! co of water fush. Then, LVN 2 purred the dry

£

that the medication was not running down
through the GT. LVN 2 slarted shaking the
syringe in order to dilule powdered medication
ingida the tip of the syringe withaut success.
Thian, LVN 2 attempted o emply ihe content of
the barret of syringe nto a medicine cup by
inveniing the syringe barrel. When the Evaluator
intarvened, LVN 2 added approximately 30 oo of
water and medication passed through the GT,

H

 {powdered) crushed Namenda into a barrel of the
: syringe following with 10 ce of water. it was noted

Fi,«lZS: immediate Action:

L¥M 1 was imnediately in-serviced by the D50
on administrating medication vis enteral fesding
hubes, 1
LV 2 was immaediately in-serviced by the DD
an the pracedurs for adminstrating ase-

crushable medications via entera! feeding zubeis.

|

!

g.

|

%

E identification of other affected
’ residents:
g

|

|

|

Aji License Nurses were in-senviced by the DOk
on §/3072012 for: Med Pass: Review of Med
#asy discrepancies/policy and procadures.

Systematic Changes:

Pharmacy Nurse Consultant wil conduct Med
Bass raviews for all License Nurses at past
guarterhy,

|
] Cluafity Assurance.

Al Liganse Nurses wers in-serviced by the DOM
on B/3872012 for: Med Pass: Review of Mad
Pass discrepancies/policy and procedures.

Any nonrcompiance wilf be corrsctad
imnaedistely.  Areport shall be made to the
Quaiity Assurznce and Asssssment commities
for furidher review and recommsndations.

|
|
|

FehE SIS 258 H02-90) Previous Versions Dbisclele

Evant US55

|
|
é

Facibiy 13 CAS7R006C62

If continuation sheel Fage 150124




DEPARTMENT OF MEALTH AND HUMAN SERVICES

PRINTED: 0873072012
FORM APPROVED

OME NO. 0938-0391

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DERGIENCIES (K1) PROVIGERISUPPLIERUCLIA {XZ) MU FIPLE CONSTRUCTION (X3} BATE SURVEY
ANTY PLAK OF CORRECTION IDENTIFICATION NUMBER _ COMPLETED
A HLHILDING
8 VARG
055181 ) 08/18/12012
HANME QF PROVIDER 0GR SUPPLIER STREET ACDRESS, CITY, STATE, ZIF CODE
Ca0e LUTILE AVE.
GARDEN CREST REHABILITATION CENTER
§ 108 ANGELES, €A 90026
oD SUMMARY STATEMENT OF DETIGIENCIES ! I % PROVIDER'S PLAN OF CORRECTION ’ {51
PREMX (FACH DEFISIENCY MUST BE PRECEDED BY FULL E FREFIX | (EACH CORRECTIVE AGTION SHOULD 8& SOMPLETION
TAG REGULATORY OR LS5 IDENTIFYING BFGRIMATION) i TAS i CROSSREFERENCED T¢ THE APPROPRIATE bars
] l DEFIGIERCY
; |
F 425 Continued From page 15 . Fdz5

Then LYN 2 procesded fo adminisiar remaining
disting the medication with water before pouring

powdered medications following with 10 oo of
water and waiting for the medication io get
through the GT.

20612, at 10:30 a.m., she stated she was very
nervous therefore, she did not administerad
medications the correct way,

A review of the facility's poficy and procedura on
| GT Medication Administration indicated that the
§ licensed nurse had to validate GT placement by
 fjecting 10 co of air into the tubing and
auscultating the abdomern. Then after aspiration
for stomach content te check the amount of
residual ihe licensed nurse brxd o flush tubing
with 30 oo of water, The policy and progedure
indicated the licensed aurse had to dilute the
crushed medication with 38 co of water beforg
administration thorough the GT

b On Aggust 18, 2012, 2t 840 am,, dizing the
metication pass LVN 1 was preparing the
following medications to be administered to
Resident 11,

1. ron 325 my one kabiet.

2. Colare 100 mg one fablet

3. Aspirin £C 81 mg one tablet {(EC-enteric
coater  barrer applied to oral medication that
controls the location in the digestive system

I where it is absorbed, Enteric refers to the smal
intestine, therefore enteric coatings prevent
refeasa of medication before it reaches the small

infestine}.

into the barrel of a syringe. LVN 2 pouring the dry |

During an interview with the LVN 2 on August 18,

three crushed/powdered medications without first |

|
|
|
i
|

|
|

|
|
|

]
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F 4251 Continued From pege 18 §
4, Muttivitarnin with minerais one tablgl, l

8 ng ang tablet.

&. Metoprolot 50 mg one tablet. ?

] 7. Lisinoprit 20 my ong tablet,
8. Amiodipine 10 mg one tablel.

! LVN 1 was observed to place all of the above
medications {ncluding the enteric coatad Aspiring
in one plasiio envelope and crushed them

[ together, Then VN 1 mixes 2l the crushed

g medigations with an gpple sauge and

. administered {0 the residerd.

According to the current standard of nursing |
practics it Is indicated that the polential for ;
drug-drug interactions [as well for those invalving i
sxcipignts {ensuring that the active ingredien: |
stays "active) increases when twe ar more 5
dosage forms are crushed fogether. Crushing
involves applying significant force to 2 drug 1
prodct, and it increases the amount of 2
pariiculates surface area available for interaction.
Either can accelerale changes in the molecular
I structure and result in gltered physical and '
| chemical properties, such rigks increase l
: exponentiaily when more than one drug, with its |
| excipients (active ingredient) is crushed.” '
{American Journal of Nursing: Drug %
Administration, Through Enteral Feeding Tube, l
Joseph | Boullata, PharmD. Ociober 2009, Vol
108 No. 10 pages 3442} !

According to the admission record, Resident 11 |
was admitted to the faciity on September 29, i
2064, with diagnoses that included disbetes

mefiitus, congestive heart failure, gasirointesting |
malignancy and gastrointestingl bleeding. l
The Minimum Data Set assessment dated Jung i

R8s CMS.ZE57:02 09) Previous Versions Obsolete Evant 1Y USH0TE
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TAG

z
|
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.f

fiving.

During an interview with the Director of Nursing
on August 18, 2012, al 11 a.m., she confirmed
that LVK 1 should not crushed enteric coated
Aspirin, DON said the licensed nursa
adrirdstering medication should checok 10 see
that there is ne contraindication fo crush the %
raedication in queston. ¥ crushing is :
contraindicated, the rurse should consult the I
pharmacist for assistance in obiaining the ;
maedication in appmpriate form or contact the

F 425 Continued From page 17 i
27! 2012, indicated the resident had 4 mcde?azeii |
and toialy dependent on staff Tor acuvibies o daé%y%

2003, for Aspirin 81 my delayed release daily for
prophylaxis of cerebrovascular accident. The

physician's order indicated to “do not crush™ The .
physician's ortler alsa indicated that anly
crughable medications may be crushed.

There was a physician's order dated May 30, ;
|

enteric coated tablets are designed to pass
{ through the stomach whole and then dissolva in

| the: intestinal tragt

F 431 483.80(b), (d), (&) DRUG RECORDS,
s8=0 | LABEL/STORE DRUGS & BIOLOGICALS

reconeiled.

The faciity must employ or ablain the services of
a eensed pharmacist who establishes 2 systemn
of records of receipt gnd disposition of ait

controlied drugs in sufficient detai to enable an
accurate reconciistion; and determines that dryg
records are in order and that an accountof aff |
controtied drugs is maintained and periodically %

physician to change the medication. DON said i

B OWING
J8i18/2012
STHEET ADURESS, GITY, BTATE, ZIP COLE
963 LUCE AVE
LOS ANGELES, CA 806626
D ' PROVIGER'S PLAN OF CORBECTION ‘ %51
pREEDC | (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
L CO CROSEHEFCRENCED TO THE APPROPRIATE BATE
i DEFIENEY)
F 4253
'
i
;
%
i
i
:
%
|
|
1
|
F 431 l
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F 431 | Continued From page 18 Fazs |

|
i
|
%
Drugs and biclogicals used in the facility must be ;
fabgled i accordance with currently acoepted ]
professional principles. and inciude the
| appropriate aceessory and cautionary ;
| instruptions, and the expiraiion date when l
|
|
;

applicable,

In aceordance with State and Federa! laws, the
facifity must store all drugs and biclogicals in
iotked compartmenis under proper temperature
controls, and permit only authorized personnel fo
have accass to the keys.

- The facility must provide separately jocked,

: permanently affixed compartments for sioraga of
| controlled drugs fisted in Schedule H of the
Comprehensive Drug Abuse Prevention and
Controd Act of 1976 and other drugs subjecite
abuse, except when the facity uses single unt |
package drug distribution systems in which the
quantity stored is minimal and a missing dose can|
be rsadily detected. I

by:

Based on ¢ehservation and interview, the facility
faited tO ensure e medications such as Insulin
was kept ins the medization cart and was kept

This REQUIREMENT is not met as evidenced 5
|
|
lockest at all times.

H

Firdings:

|
|

On August 18, 2012, at 1:30 p.m, on Station B it |
: was noted that nine Insulin visls were kept on Hhe
| medication cart in the hallway without the |
ficensed nurse being present. AL 1:31om,, dan’ngi

|

H

F{431: Immediate Action;

? The £¥8 immedistsy placad insulin vials undet
\ lock. The L¥N was in-serviced immediately by
§_ the £330 on MED PASS. storage and proper

1 tandiing of medications,

Identification of pther affect

residerts:

Mo other residems ware affsciad.

Systematic Changes:

K Licenye Nurses were inrserviced by the RON
an 8/E/2012 for: Med Pass:  Review of Med
Pass discrepantiesfpolicy and procedures.

Qusiity Assurance:

|

|

|

!

|

i

|

i Any non-compiiance will be corrected

| immedistely. Araportshail be made to the |
: Guality Assurance and Assessmsnt comnittes
§ for further review and recommendstions.

1

i

|

|

l

H

Yo .
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NARE QF PROVTER OR SUPPLIER

GARDEN CREST REHABILITATION CENTER

208 L UCIE AVE.

LGS ANGELES, CA 30026

STREET ADURESS, GITY, §TATE, 482 CODE

88=f | SPREAD, LINENS

Fhe feoiity must establish end maintain an
Infection Control Program designed 1 provide a
safe, sanitary ard comforiable envirgnment and

oLl SUMMARY STATEMENT OF GERCIENCIES Poom | PROVIDER'S PLAN OF CORBECTION 23y
PREFIY IEACH SEFICIENCY RUST BE PRECERED BY FULL PREF!Y g {EAGH CORRECTIVE ALTION SHOULD BE LOMPLETION
TAS REGULATGRY OR LSS HBENTIEYIMG INFORBATION) l TAG ] CROSE-HEFERENCED TO THE APPROGPAIATE : BAEE
! l DEFICIENGY: ]
! i ?
F 431 | Continued From page 19 : F a3t
| an ierview, the Registered Nurse (RN} 1 sisted ? %
| that they needed to kept locked. There wasne _1
residents in the halhway at the Ume. g 2
F 441 | 483,65 INFECTION CONTROL, PREVENT | Faar,
O
i

i help prevent the development and transmissior;:
of disease and infection, i
|
|

{a} Infection Contro! Program

The facility must estabiish an irfection Controt
Pragram under which 1t - i
(1) investigates, contrals, and prevents infections |
ins the fanility, ;
(2} Decidos what procgdures, such as isolation,
should be appifed to an individiza! rasident; and

{3} Mainiains a record of incidents and correciive |
- actions refated to infections.

H
H

{

l
i
|
E
|
;

‘ (b} Prgventing Spread of Infection |
{1) When the Infaction Controf Pragram ;

| determines that a resident needs salation 1o |

. prevent the spread of infection, the faciity must |

| isclate the resident %

‘ (2} The facil#y roust prohibit emplovees with 2 I
communicable disease or infecied skin lesions |

from direct contact with residents or their food, if |

direct contact will transmit the discase.

{31 The facility must require staff o wash thair _%
hands after euch direct resident contagt for which |
hand washing is indicated by accepted |
professional practice, |

fol Linens
! Personnel must handie, store, process and |

§
|
%
1

}

; H
M CIS 86 {0009 Pravdous varsiors Ohsalote Evant Ty USS01T

Faciity WD CARTH0082
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TAD REGULATORY OR LS iDENTIEYING INFORMATION: L1as CROSS-REFERENCED T4 THE AFPROPRIATE pare
; | CEFICIENDY)
£ §
i
F 441! Continugd From page 20 ; ngglg %\5”,&
i
|

i

_1

| Tha Director of Staff Development stated that the l
:

fransport inens so a8 to prevent the spread of
infection.

by

Baged on cheervation, hierview and record
review, the facility failed 10 iabe! residents’ Oxygen |
whing, with a date indicating when they were !
changed and failed fo keep them off e floor, and I
failed to ensure the laundry washing machine hot |
water temperalure was maintalned at 160
degrees Farenheit, for the for thres outof 18
sampie residents {7,10,18}1

This REQUIREMENT is not met as svidenced 1

Findings:

a. O August 16, 2012, 8065 p.m., it was
ohserved that Resident T's and 18's oxygen
tubing, had no label on them o indicate the date
when they were iast replaced. Resident 7's ubing .

wgs on the ficor,

|
|
1
i
|
|

| oxygen tubing needed to be iabeled with @ date

She alse confirmed there were 1o labels
ingicating when the fubings were last changed.
b. On August 18, 2012, 810 p.m., it was
ohserved that Resident 10's oxygen tubing, had

ne iabel on it to indicate the date when i last 1
replaced. Also it was noted that tubing wes on the |
fleor. The resident was actively receiving oxygen
throuih nasal cannula g the tims of observation.

The Ragistared Nurse 1 (RN 1} during an
interview on August 18, 2012, at 810 pun, slated
that #12 oxygen tubing needed to be iabeled with

F-341;

wl(:;fu:

i

THIS TAG 15 UNDER DISPUTE:

i
H

immedigte Actipn:

i, The Oxygen Tubing of Residents 7, 10, an
15 was replecad immefiately, pdaced so the
tubing did not touch the foor, and the da}e
of replacemnent was indicated on the tubipg,

2. Regarding proper hot water températures
for the Fazility’s washing machings, based
on CMS Manual Syszem, Department of
Hesith & MHuman Services {DHHS)
£ub. 160-G7 Stafe Operations Provider
Certifivation dated 127972009, facity
practice wars according to regusiations {see
sttached page 1L
The Launtry Service Conseltar was called
to gvaluats the appropsiatanass of the
Laundry sarvices proceduras aad prm:ik:&é.
and faynd the Fecility in complfence with,
reglistions (see attachment 2} !

H
H

ldentification of other affected [
residents;

Al residents with oxygan orders were checkadlto
ensure 3} Oxygan tubing werg progerty slaced

o¥ the finor, and bl werp ali dated,

i

IRM CRAS-2567i02.99) Pevions Yersiong Ohsolel
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F 468 5' 483 70{d)( 1)(i1} BEDROOMS MEASURE AT
S8=B | LEAST B0 SQ FU/RESIDENT

!
l
|

1 Bedrooms must measure af lnast 85 square feet |
per resident iy mulliple resident bedrooms, and at

ipast 100 square Teeol in single resident rooms.

This REQUIREMENT is not met as evidenced |
by

i Based on observation and record review, the
facility failed to ensurs alt the bedrooms
measured al ieast 80 square fest per resikient in
muiple resident bedrooms for 14 gut of 27 _
bedrooms, g

l |

x40 | SUMNARY STATEMENT OF DEFIDIENCIES o ) FROVIDER'S PLAN OF CORRELTION X3
PREFIX | [EACH DEFICENCY MUST BE FRECEDED BY FULL | ereFix | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG 3 HESUHATORY GR LS0 HENTIFYING INFORMATION) TAG ! CROBS-REFERENGED T THE APPRCPRIATE DATE
I g g DEFHENCY)
| , . | Systematic Changes:
F 441 Continued From page 21 | F 441 '
a tate. She #ise confirmned there wag no jabel E | - . .
| indicating when the tubing was last chenged. | | Alukonse uries 3 wel 3 Al Corted Mursing
(c. On August 18, 2012, at 9:15 a.m., duringan | | asislnts (TLNAST) were in-serviced by the DO
' observation of the laundry oo, the washers only ! | and DSDonstandard csee practices: Handling
| reached 152 degrees Fahrenheit Accordinglo | | OrygenTubing.
| the kaundry staff it should be 160 degrees 5
Fahrenhell; however they normally monitor the 1 (ruality Assurance:
temmperature at the hot water holding tank which l
was above 180 degress Fahrenheil. They were | i Any son-compliance wii be corrected
| not monsoring he dryer lemperatures, ! immediately. A report shall ba made 1o the
| According to the Calfomia Uniform Plumk 1 : Cluziity Assurance and Assassmant commitiee
ceordin e Dalfornia Uniform Plumbin = : ; .
Code. Se?z;%inn 10111012 page 95.1, The g 2 | far further raview and recommandations,
required temperature of 160 degrees Fahrenhelt | |
int the Jaundry is that measured in the washing '
maghine and shall be supphed so that the %
empearature may bs mainigined gver the enlire | [
wash and ringe pericd. A lower temperature of | !
E 140 degrees Fahrenheld may be utilized, provided | !
[ lirreng are subsequently passed through a ' ;
| fumbler dryer &t 180 degress Fahrenheifora
| Babwork ironer at 300 degrees Fahrenbeit, i
F 458]
z
|
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F 458 | Continued From pags 22 LF 458% 8‘}3\ 19
Findings: E F-458: Immediate Action: |
i
| During the inia tour of the facility on March 10, | 1 Facility has approval for wakver of rooms in [
| 2010, there were 2 beds in Rooms 21, 23, 24, E_ l ouestion. The waiver was given 16 the surveyer,
) 25,26, 27, 28, 33, 34, 35, 36, 37 and 38. These | l 1
Inn Room 22, there were 4 bads and measured ; eer |
fess than 300 square feet. g- : fgsidents:
| A review of the Client Accommodation Analysis | | Noother residents ware afected at the room
% disclosed the roum Measurement as follows | : E siza meats the regulation,
: ]
Room Bed Square Fest ; | Systematic Changes:
21 2 147.40 g |
22 4 280.28 g ! The faciity wii! continue W apply for the ;
23 g 147 .45 ; ! appropriste Walver on an annus! basis. 1
24 2 14740 | | |
(28 2 147.40 ; Quality Assurance:
28 2 147 40 f f
. é? ; ; :‘g 442 t E The Administrator/designes wilt review al
: 32 2 4 &?‘ 40 E ! waivers on an annauet basis far proper
; 24 2 ,;4?‘4(} l | submission,
35 2 147.40 g 1
36 2 147.40 | L i
37 2 14740 g l
38 2 14740 | |
| 1
The space available for the residents was ? f
sufficient to provide access and freedom of E t
movernent, s
F 4683 | 483.70() RESIDENT CALL SYSTEM - | Fas3!
85=p | ROOMS/TOILET/BATH | f
i %
' The nurses' station must be equipped o receive | E
resident calls through a communicalion system | t
: from resident rooms, and toilet and bathing ; |
; i .
# sontinustion sheet Page 23 of 24
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! | i DEFICIENCY)
! i ’ i
; ? R[1
F 463 } I&‘

F 483 % Continued From page 23
: faciiities.

|

This REQUIREMENT is not miet as evidenced
by:
Based on observation and interview, the faglity
| faled to ensure the call light system was in
operating sondition for one of fwe shower moms.

1 Findings.

During the tour of the facility on August 18, 2012,
at 2 pm, acoompanied by the mantenanca staff
and the administrator, the surveyor observed wo

at Station A not working. The maintenance staff
stated they were ot aware that the switches for
the showes room weare pot working and would fix
tham right away,

i
|
|
j
|
|

of threa call light gwitches in the tub/shiower room

|
z_
%
;
é
]

;
t
t
%

F-463: Immediate Action,

The maintenance department immediately
coreactad the fsuity call light switches inthe
Station A iub/shower room, L

identification of other affected |
residents;

Mo resitents wers affected by the fauity call light
swrirches, 7

Systematic Changes:

The maintenance depariment will round weekiy
10 ensure ali calf Gght switches are in working
conditions,

%
!

!

]

%

!

!

E

!

!

|

%

%

i

H

E

;

! The Livense Nurses wii notify the maintensnce
%j department of any faulty light switches in
% hetwees weekly roungds,
!

!

|

!

%

%

%

!

|

|

|

Cuality Assurance:

Aay pon-campliance will be sorrectad

imrmadiately. & report shiall e made to the
Chashity Assurance and Assessment commit’tea{
far further revigw and recommendations. E

l
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