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88=0 i HIGHEST WELL BEING 


I 
. i 

Each resIdent must receive and the facility must ! 

provide the necessary care and services to attain ,


Ior maintain the hIghest practicable physical, :1 

, mental, and psychosocial well-being, in I

!accordance with the oomprehensive assessment 
Iand plan of care. I 


I 
I
i 
This REQUIREMENT is not met as evidenced


Iby: 

i Based on observation. interview and record

Ireview, the facility failed to ensure the residents 

, who was received Bumex (1) and Lasix (diuretic

!medications that helps you make more urine and I 

I to lose salt and excess water from your body) for i 


\ edema management and congestIVe heart failure I 

, (CHF) would be consistently monitored for edema i 

! to ensure effectiveness of medication for three I 


, (1 denotes a deficiency which the instituhon May be eXClJsed (((1m correcting providir.g It thai 
10 the patients. (See Instruetlons.) Except for nursing homes, the fi'1dings stala<!" above ate dl$closabJe 90 days 

a plan of oorrecbon is pro\lided For nursing homos, the above findings and p!ans of correction are disdosable 14 
Y' are made available to the facJlity. If defklencles are cited. an approved plan of OOI'rection is requiSite to contmued 
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F 309 ~ Continued From page 1 
I 
I 

j out of 15 sample residents {1,7,9}. 

j Findings: 
I 
i 

I I 
! a. On August 16, 2012. at 6'05 p.m., Resident 1 
Iwas observed in bed. It was noted the resident!had swoll&n both arms up to elbows and both 

I 
I 

legs from toes to the knees. The Registered 
i Nurse 1 (RN 1) was asked to assess the I,i resident's edema. RN 1 said the resident had 
pitting edema +2. At the same time, during a Iconversation with the reskient she said she I
always has her arms swollen. 

, , 

: According to the admission record, Resident 1 I 
1was admitted to the facility on July 26, 2012, WIth Idiagnoses that included congestive heart failure, 
hypertension and atrial fibrillation, I , 
The MInimum Data Set assessment dated August 

j 2, 2012, indicated the resident had intact 
,cognitive skills for daily deCision making and 

j totally dependent on staff for actJvities of daily I 

I 
,

I llving. 

According to the physician's progress note I
obtained from the acute care hospnal dated July I

i25, 2012, the resident had +2 edema to both I
; lower extremities, According to the facility's
Inursing admission dated July 26,2012, the I
Iresident's edema was not addressed. : 

, 
, The resident was receiving Bumex 2 mIlligram 
: (mg) daily for edema as ordered Oli July 26, 
12012, 

I 

IA review of the resident's cUnlcal record indicated ! 
! there was no pfan of care developed for the 1 

F 3091 lSl~l1&. 

Fi 309: Immediate Action: 

I Residents 1, 7 & 9 were immediately placed ea~h 

I 
("Q"j shift on documentation to assess edema 
using !cale 0-4 until stable. Residents will be 

I weighte:t Q week until stable. Anln·se.rvke wa 
givim 8/30/2012 by the Director of Nurses I, ["DON") to all Liren$l!! Nunes regarding the 
proper way to assess res-ktents with edema, I 

I 
, 

IdentifiS;iUi2tl gf other ~&t~g 

residentii: 
I 

I 
I All ,esidents identified wit,"! edema were 

assessed, The f;lidings were documented and 

addnmed in the Plan of Care l"POCU). 

I 5;tstematfc Changes: 
I, 

' 

licensed nurs~ were in-seNked to )Tu"mitor iI 
residents who have been identified with edem~. 

I Appropriate precautions will be taken so that ; , 
residents with documented edema will have tHe 

I 'ppropd." pon 'f '"'' .nd thot the MO '''''I' 
are followed. I 

I 
,I, Quality: Assuf9nce; 

1 IAll residents w;th edema will be audited forI 
, appropriateness. A!ly oon-compliance wUl be 1 

corrected immediately. A report shall be madf

I to the Quality Assurance and Asses$."I'rent 
, oom m rttee fo.du rther review and 

I recommendations. I , 
II 
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F 309 ' Continued From page 2 ,I F S09! ,Imanagement of edema, I 
, 

IDuring an intelVl8W with the Director of Nursing 

,(DON) on August 17. 2012, at4 p.m., she I 
 Ii confirmed there was no pfan ofcare in place for I I 

,, edema. DON said it was expected of licensed IInurses to monitor the resident for edema at aU I II 
, , 

; time and to document at least once a day about I, , it DON confirmed that monitoring the resident for i 

i the presence of edema was one of the nursing : 


,Iintervention to ensure the effectiveness of diuretic I I 

Itherapy with Bumex. I I I 
I i I 

, IIA review of the resident's record revealed there , 
, was no documented evidence the license nUrses
Imonitored the resident for edema consistently . 

. Also a review of the licensed nurses notes dated 
 I I!August 16, 2012, for 3 p,m, to 11 p,m., shift II I' indicated there was no documentation about RN 

1 assessment of the resident's edema +2. 
 i I 

b. According to the admission record, Resident 7 I I 
iwas admitted to the facIlity on January 08, 2012, 
, I' with diagnoses that included cnronic airway , 

I 
,!obstruction, and congestive heart faHure (CHF). I I,, 

1According to the Minimum ~ta Set (MDS) dated ,!
IMarch 8, 2012. t'le resident was assessed as I, I , ,
having memory problems, I, ,, ,! and ,I needed total assistance with activities of daily IIliving, 

I I I,; The resident had a physician's order dated i
: January 8, 2012, for for Lasix 40 rng tablet via I I 

IIgastrostomy tube (Gt) daily fOr CHF. I I 
, 

,A review cf the residenfs clinical record revealed I I,
Ithere was no documentatiOn indicating the I 

I i , 
, 

FacM'IIP- CA97000006Z If continuation Sheet Page 3 of 24 
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F 309 Continued From page 3 
I resident was monitored for effectiveness of the i 
ILasix treatment to reduce the edema was!continuously assessed and monitored, 

; On August 18, 2012, at4 p,m., the Director of , 
) Staff Devetoper CDSD} assessed the resident i 
, for the edema, the resident had a plus one pitting : 
edema in the lower extremitlesL She also I 
confirmed that the licensed nurses did not have , 
any documentation indicating that they were !imonitoring the resident's edema. i 

I 
,c, According to the admission record, Resident 9 , 
was admitted to the facility on August 3, 2012, I 
with diagnoses that inC!uded diabetic mellitus type i 

i If, CHF, and hypertensIon, ' 
, i 

!According to the Minimum Data Set (MDS) da!ed I 
1August 17, 2012, the resident was assessed as 
: appeared to be and requiring limited to! 
!extensive assIstance with activities of daily living. I 

!On August 4,2012, the resklent had a PhYSiCian's! 
I order for Furosemide (Lasix) 40 mmigrams (mg) 

Ii one tablet daily for CHF. 

IThere was a care plan dated August 4, 2012, 
, stating the resident is at risk for shortness or 
: breath and edema due to congestive heart failure, 
: The intervention included monitor for edema. I 
IOn August 18, 2012, at 2:05 p.m., an intelVlew, \ithe Director of Nursing indicated there was no ; 
i documentation Indicating that the ticensed nUrses Iiwere monitoring the reskJent's edema i 

F 315 483.2S(d) NO CATHETER, PREVENT UTI, 
SS=D RESTORE BLADDER 

F309j 

I 
! 
I 
I 
I 

F 3151 

i, 
I 
I 

I 
I 

I 

I 

I 
I. 
I 
I 

I. 
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Based on the residenfs comprehensive [ 


'I 

I

assessment, the facility must ensure that a 

resident who enters the l'acj!J!y without an 


i indwelling catheter is not catheterized unless the 
 Iresident's clinical condition demonstrates that

I Icatheterization was necessary; and a resident 
, who Is incontinent of bladder receives appropriate 

i treatment and services to prevent urinary tract 
 I 

I
Ifunction as possible, 

, Infections and to restore as much normal bladder 

I ,:This REQUIREMENT is not met as evidenced 


Iby: 

Based on observation, interview and record


Ireview, the licensed nurses fai!ed to ensure a 

j resident who had an indweli1ng urinary catheter I' 


I 
, was monitored for sedimentation in the urine (6) 

to prevent the potential for urinary tract infechon 
 I 
(UTI) and failed to ensure a resident with an


Iindwelling catheter and who had recurrent UTls i 
 I
i was provided incontinent care in accordance with 
I the facflity's policy .and procedures related to I i 
I jncontinent care for a resident with an indwelling I I 

catheter (2) to prevent the potential for UTI for
Itwo out of 15 sample resident {2,6). " I 


I I 
IFindings: 

Ia, Accordlng to the admission record, Resident 6 ) 

I was admitted to the facility on May 31,2011 and i


!June 22, 2011. with diagnoses that included II 


!pressure ulcer, gastroesophageal reflux disease 

: and  i 


~ According to the Minimum Data Set (MDS) dated II
IJune 5, 2012, the resident was assessed as , 
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I 

. :81!c11~ 
! having memory problems, requIres totai I FJ315: Immediate Action: 
i assistance with activities of daily living, had an I· 1 	 ~~..--.. IIindwelling cameter, was incorrtment of bowel. 

Resident 6 was immediately placed on a Qshrrt 

Ion August 16, 2012, at 6:05 p.m., the resident i 	 monitor;ngror sig~s and symptoms of Urinarvi' 
b ae: infection ("unU) secondary to the presl'! e; was observed to be in bed and the urinary 


: catheter bag and tubing had moderate amount of I of a Foley catheter. The- Certified Nursing 

, sedimentations, which was confirmed with the 

director of staff developer. 


: On August 17,2012. at 8:35 a.m. in an interview I' 

I with the Director of staff developer, and review of 
the resident's record she confirmed the resident's ! 

1 	
I, was oot monitored by the licensed nurses for 

) present of sedimentation in the urine collected in I 

i the Indwelllng catheter which eQuid be a: possible I· 

indication for urinary tract infectiOn, 
b. On August 17, 2012, at 10;20 a.m., CNA 1 was i 

, observed providing Resident 2: wIth Incontinence ' 
i care after the resident had a bowel movement. 

IThe resident was in bed lyjng on her reft side and 
an indwelflng urinary catheter in place. CNA 1 

j after exposing the resident, wiped off feces from r 
, the resident's Perinea! area and removed the I· 

soiled disposable incontinent brief. 

I During the procedure CNA 1 to wash the ! 
; resident's perineum area using wash cloth I' 

i socked with soap in a wasn basin. CNA 1 was 
, holding her left arm above the resident's pubic 1 
Iarea and squeezing water from a wash doth, with 

Iher right gloved hand washing the resJdent's j 
genitals area in a ci(cu!ar motion. CNA 1 

j repeated the same circular motion when she j,bathed the resIdent's perineal area and dry the 1 

Iresident's perineal area with a dry toweL 

i CNA 1 did oot follow the facility's policy ! 

Assistart$ ("CNA") involved in providing fare ~ 

resident 2 were immediately In-serviced by th1 
OSD on how to provide Perineal care to ;) 
resident with Foley catheter. 

Identification of other affected 

re~pent$~ 

All re$itients WIth Foley catheters/Suprapubic i 

catheters and/or Ur¢stomy were assessed and! 
plaC€d on Q shift monitoring for slgrnl and ' 

isymptoms of urinary tPlct infection ["UTI"). 

Systematic Changes: 

ine Facility PC;'cy & Procedur;:; fof catheter C3hl 

was revised and the Ucensed nurses were In- I 

servicf.'C to mOl1itorQ $h~ all '"€s.kfents with I 
Fo,1ey catheters/ Supr<lpublc catheters and/or 
L'mstomy for signs ard symptoms of urinary ! 
tract i"fe::tion i~UTlD), On 8/30/2012 the DSD ifi­
serviced all Certified Nursing Assistants (~CNAs ) 

on how to provide Penneal care tc residents , 
with Fc!ey catheters. 

E~1t:D:UStfCl1 	 If continuation sheet Page 6 Of 24 
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F 315/ Continued From page 6 i F 3151 
I procedures related to providing care to a resider.t i II Quality Assuran,e: ; with an Indwelling catheter while she provided 

•

j incontinent care to Resident 2. I III T~e 00.'1 ".Ii:! perform ongoing evaluatIOns fur i 
!A review of the facility's catheter care protocol , compliance 

I indicated CNA 1 had to clean catheter insertion · I I 
I 

Any non-compiiance will be correctedIarea by removJng all debris from catheter at the i 
\ insertion site and rinsing well with warm water iwrnediat.eiy A report shaH be made to thei 

•i and pat dry with a clean toweL According to the Quality Ass.ur"ncl!' .1Ind A$$essment committee , I, catheter care procedure the perineum needed to fur further review and recommendatiOns. 
Iibe cleaned first due to involuntary bowel 


, movement following wfth obtaining a clean 

! equipment for catheter care. 
 I I 

i 

iAccording to the admission record, the resident I 
I 
I Ii was admitted to the facility on January 18, 2012, , i 

and re-admitted on February 10, 2012, with
Idiagnoses that included acute kidney failure, 
 I II urinary retention and severe debUfty. · ! II
i iI The MD assessment dated Febru8ty 13, 2012,  IIindicate   an d 

, iI totally dependent on staff for activities of daily f I 
i living, The MOS indicated the resident was ' 

IIincontinent of bowel and had an indwelling urinary I · • 

Icatheter. I I I 
I 
I I Ii The resident was assessed as being at risk for 

1 
• I,' developing UTL There was a plan of care dated IFebruary 13, 2012, for the potential for UTI · Irelated to indwe!Ung urinary catheter. One of the i 

; approaches was to provide catheter care per ! i 
,: protocoL I 

I 

IIAccording to the faCility's procedure on perineal 
1 
I 

care CNA 1 had to use a wash cloth or . 

I 
I 

I 
i disposable or reusable wipes to wash the I I 

• 

· 
Event IQ;US9C11 Faa:rty 10; CA3700cGG62 If continuation sheet Page 7 of 24 
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F 315: Continued From page 7 

!resident's perineum and utilize a gck:ved hand 
j instead of wash cloth. 

; A review of the residenfs clinical record revealed 
Ithe resident had been treated for UTI in Apri!, 
i May and August 2012. On May 18, 2012, 
I according to the laboratory report one of the 
responsibfe organism for infection was 
escherichia col: {bacterium inhabiting the 

: gastrointestina! tracts), 

!During an interview with the Director of Nursing
!(DON) on August 17, 2012, at 11 :20 a_m., she 

I 

r 

I 

i 
I 
I 

I 
I 
I, 

I 
I 

10 I PROV;OCR'S PLAN OF CORRECTION I "" PREFIX I lEAC'l CO~RECT'VF. ACTION SHOULD BE I COMI'tETJON 

TAG CROSS-REFERENCED TO THE APPROPRIATE I "''' 
i DEf!CIENCY) 

F 3151 
I 
I, 

i i, 

I I 
I 

, 

i 

I I 

I I 
, II ! 

i , 

: verbalized an agreement that CNA 1 put resident 

, 
, 

I at risk for potentially contracting an UTI from 

I, 
,i	providing with perineum care not in accordance 

with right procedure. 
F 325 i 48325(i) MAINTAIN NUTRITION STATUS 
SS=D' UNLESS UNAVOIDABLE ,i 

!Based pn a resident's comprehensive I,
Iassessment, the tacllity must ensure that a ! 

, resident· i 
, (1) Maintains acceptable parameters of nutritional: 
status, such as body weight and protein levels, I 

unless the resident's clinical condition 
demonstrates that this Is not possible; and 

: (2) Receives a therapeutic diet when there IS a 

I 
, 	 i 

,
; nutritional problem. 

I 
I 	 ii This REQUfREMENT is not met as evidenced 
I~ 	 .
I Based on interview and record review. the facility ! 
, failed to ensure the Registered Dietitian (RO) IIwould conduct nutritional assessments in a timely i 

Event ID lJS9Cl1 

I 
I 

i, 
F 3251 

i 

I 

i 

, 

, 


I
, 

[ 
,• 

I 
, 


, 


Fac:lity 10 CA97CCCCOOZ 

I 

r 

,I 

I 
,, 

I 
, 

I 

I 

I, 
, 

I, 
I 

I 

,, 
[ 
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909 LUCILE AVE.
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________________________________-7I______~__________ 

';(4' ID ' 
~Efrx Ii 

SUMMARY STATEMENT Of' DEFICIENCIES 
(€ACH DEfiCiENCY MUS! BE PRECEDED BY FJLl 

I' j;J 
PREAX 

I 
I' 

PROVIDER'S PLAN OF CORRECTION 
(EACH COR'tECTIVE ACTION SHOOLD BE 

I P<', 
COMPLETION 

TAG REGULATORY OR lSC IDENTIFYING I!>:PORMAnOl>.1 TAG CRO$S-REFERENCro TO WE APPROPRIATE OAlE 
DE_F_IC_'E_~____________~I------, 

rF 325 IContinued From page 8 F 325 I 8I~DI If!­
i manner for residents who had Stage IV pressure ! 1 . IF, 325: lmmediate Action: 
: sores artd gastrostomy tube fed for one OU! of 15 ,

Isample residents (6), I ,I 
 The Registere:: Dietttl."n I~RD") Immediately 

asseHed resident 6 to ensure that the Pian of!Findings: , Care and the N'ysician Order for the

I Gastrostomy Tube i~GT"l ffWding was
1According to the admission record, Resident 6 appropriate for thO? f1:sldent'$ n~ds. 
, was admitted to the facility on May 31, 2011 and !
IJune 22, 2011, with diagnoses that included ' Mentificati,;m of Qther affected 
i pressure ulcer. gastroesophageal raflux disease I 

and  

I

According to the Minirr.um Data Set (MOS) dated 

i June 5, 2012, the resident was assessed as 
: having memory problems, requires total 
Iassistance with activities of daily living, had an 

i
I
I 

Iindwelling catheter, was incontinent of bowel and I 
, had gastrostomy tube feeding and had one 
; unhealed pressure sore, 

' i 

Ii The resident had a physician'S order dated June I 
, 23, 2011, tor lsosource 1.5 Cal at a rate of 45 ' 
; militer/hour (mlfhr) for 22 hours via gastrostomy I 
i tube to provide the resident with 990 ml f 14$5 IIKilOcalories (Keal). There was another physician's, 
order for the resident to have Prostat 64, 30 ml I 

i via gastrostomy tube daily as a supplrr.ent , 

,A review of the RD'$ assessment indicated that ! 
on October 20,2011, December 22. 2011, March i128, 2Q12, May 30,2012 and July 3, 2012, the ! 

, resident was assessed by the RD. I 
I


On August 17, .2012, at 10 a.m., during an j 
interview with the RO and a review of the 

I residenrs tecord, the resident was not assessed I' 
, every month as indicated by the RD for her IIdietary and hydration needs. The RD was in 

residents: 

All residents With G<l$t!ostomy Tu~ ("GT~I 
feedl"g were 8sSf'ssed by the RD. Appropriate 
recoMmendations were completed by the RD. 

Systematic Changes~ 

AU rt!sldent5 With Gastrostomy TtJbe (~(jT"; I 
feeding W'!! be e\laluate<! by 1I:D Monthly for f 
appropriateness of Nutri~ior.a! intake, pertine~ 
lab data .and fel;omrr,end3tions to ensure, as ! 
possible, th3t ah residents maimaln acceptij1bl 
p,;lrameters of ntJtritional status, 

Quality Assurance: 

II Aql...allty assurance will be condllcted every 
JTlonth b"(the Medica! Reco(<i Designee {"'MR" 

and rron:tored by the DON and DSO,Any non-, 

COr'lp1i31Xe will be corrected immedtately. A! 
repol'! shall be made to the Quality AS5urance I· 

3nd Assessment committee for h,lrther review 

F(lclf/t1 ,;): CA97000CC62 If continuatiCn Sheet Page 9 of 2-4 

http:Minirr.um


PRINTED: 0Bi30/2012
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPRoVeO 
CENTERS FOR MED1CARE & MEDICAID SERVICES OMB NO 0938-0391 

SIloTEMENj OF DEF!CIENCIES (X!) PROVlDERl3UPPlIERfCUA (XSj DATE SURVEY 

AND PLAN OF CORRECTION 


(X:?) I"'-JLTI"'",," CONSTRUCTION 
CCMP(.ETEO

A BJILDING
1DENTIFiCAT;{)N NU\18t"R 

I 
_. 

; a V'ilriG •, 055161 0811812012 rNAME OF PROV"OER OR SUPf'l't:::R STREET ADDRESS, CI7Y, STATE, ZlPCOOE 

90S LUCILE AVE.. GARDEN CREST REHA611..tT ATION CENTER 
: LOS ANGELES, CA 90026 


{X4) I!) SUMMARV STATEME~TOF DEFICIENCIES lD PROVlDER'S PlAN OF CORRECTION
I , "" 
PrlEFIX (EACH DEFICIENCY MUST se PR£;CEDED BY FULL P,{EFJX lEACH CORRECTiVE ACTION SHOULD BE I COMPlETION 

TAG REGULATORY OR LSC !DENTIFYING INfORMATION) TAG 
1 CROSS.-REFERE:,ICED TO THE APPROPRIATE OATE 

DEFICIENCy) 

F 325 Continued From page 9- F 325! 
; agreement that the resident needed to be 1 

I 
: assessed by the RD every montl-J due to havirlg a i 

Stag.s IV pressure sore and gastrostomy tube I 
feeding. , 

F 329 1483.25(1) DRUG REGIMEN IS FREE FROM I F 3291 
SS=D I UNNECESSARY DRUGS . 

1 
1IEach resident's drug regimen must be free from 

, unnecessary drugs. An IJnnecessary drug is any 
 i 
I 

I
drug when used In excessive dose (including I Iduplicate therapy); or tor excessive duration; or 
without adequate monitoring; or without adequate 1 

I indications for its use; or in the presence of 
; adverse consequences which Indica!e the dose I 
, should be reduced or discontinued: or any!combinations of the reasons above. 

j Based on a comprehensive assessment of a 

: resident, the facility must ensure that residents 

Iwho have not used antipsychotic drugs are not 

'1 given these drugs unless antipsychotic drug 
therapy is necessary to treat a specific condition 

i as diagnosed and documented (n tne clinical
' record; and residents who use antipsychoticI, drugs receive gradual dose reductions, and
!behavioral interventions, unless clinically 
: contraindicated, in an effort to discontinue these 
I drugs, 

j This REQUJREMENT is not met as evidenced 
by 

I Based on interview and record review the facifity 
i failed to ensure a resident on a long-term , 
administration of Ferrous Sulfate (iron) would be j 

E\Iij~IJD.US9Cll If continuatien sheet Page 10 of 24 
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(X2) MULT:PLE CONS, RUC710N (X3) DATE SURVEY 
COMPLETED 

A BUILDiNG 

I8.\"f.NG _. 
0811812012, 

NAME OF PROVIDeR OR SUPf'LlER 

GARDEN CREST REHABIUTATlOH CeNTER 

(X4lID i SUMMARY STATEMENT OF DEFIC!ENCIES, ! 

!STREE7 ADDRESS. CITY, STATE, ZlPCODE

i 909 LUCilE AVE. 
LOS ANGELES, CA 900215 

iD i PROVIDER'S PlAN OF CQRRECTIO"t 
, 

""j COMPl..ETION 

I 
PREFIX {EACH DEFICIENCY ttUST BE PRECEDED SY FULL PREFl( (EACH COR~Ecr1VE ACTION SHOULD BE 

TAG I REGULATORY OR LSC IDENTIFY:NG INFORMAnON) TAG CROSS-REFE~ENCED TO THE APPfl.OPRIATE "M"
DEFICIENCy) ,

iI 
811dJ~F 329 Contjnued From page 10 

1 	

I
i, monitored to prevent the potential tor adverse 
I F3:l

i 

' effects and complications associated with a 
I 29 Immediate Action; Iong-w!'J11 use of iron for one out of 15 sample 


,
residents (5). , 
The Liceru:e Nurses Immediately notified the i\ DFindings: 

i, 	 of rhS agreement to obtain an iron level ro! ,! According to the admisSion record, Resident 5 
I 	 resi~f1: 5, and obtained a physkian order fur Iwas admitted to the facility 00 July 12:, 2012, with 

Iron level to be done the next morning. , diagnoses that included anemia, hypertensIon, I I
!nypothyrokiism and congestive heart failure. ! 

I 	 !Q~otifiC9tiQn of other affected , The Minimum Data Set (MOS) assessment dated 


I July 25, 2012, indicatad the resident was , residents: ,I 

: and needed I 

j extensive assistance in the activities of daily Al residerts on lrol15vpplemeot were identifiJd 
I 
living. and it was confirmed that an iron level was I I 

, 	 ,
available for tool' MOs..ii~;~~~~~; ~:~r~:,h~~il~,:'~~~d~'i!,ti~~ ~u,r.y I I 	

I 

, I 	 ill!ematic ~hsoges:for anemia. I 
IA review of the Medication Administration Record I 
(MAR) from July 12, 2012, to August 17, 2012, !Iindicated the resident was administered Ferrous I 
Sulfate 325 mg twice a day as ordered. 

, 	 ! , .
IThere was a pharmacist's recommendation -dated i 
July 27, 2012, addressed to the resident's I
Iphysician, to monitor iron level to determine jf the I 
, reSIdent's Iron stores are normal. There was the ,
i residents physician's documented agreement , 

: with the pharmacist recommendations, and it was IIreferred to the physician's orders. However, a ' 
review of the resident's clinical record jndicated 1

Ithere was no documented evidence there was a , 
physician's order for Iron level test ! , 

,
There was no documented evidence that 
indicated the resident had been monitored for I 
potential iron accumulation in a booy, and there I , 	 , 

I 
I 
 The Pharmacy consultant w!!! review all 


reSidents on iron supplements monthly and wi r! 
p"wld. '"copr.'" cemmmeod.tlo" to '''1'' 

i 	 ;ljat the residents' iroo levels are aooJrate and 

that the residents' MDs are aware. 
I 


I
, 	 ~[tyAssurance: 
i 

I 
, A quality assurance will be conducted every 

month by the treatment nurse and will ~ 

mon'torec by!he DON and tha Ds,),
i 	 Aliy noo~complla.1ce wi!! be conected 

irnmEr<iiate:V· Ar~port shall be IThlde to the 

I QJality Assurali~ ilnd Assessment committee 

~r further n:view and (e<;ommet!diltions. 
I 

I,i 	
, 

FiilOIHy \1} CA97000\X)62 If contlf1uatlcn sheet Page 11 of 2'4 

I 



DEPARTMENT OF HEALTH AND HUMAN SERVICES 
CENTERS FOR MEDICARE & MEDICAID SERVICES 

STATEf',lENT OF DEFICIENC'rrS (Xl) PROVlOERl$UPPUEI:{tCI..IA 
AND PIAN OF CORRECTION ICi:NT1FJCAnON ~~MBER 

055161 

! NAME OF PROVIDER OR St1PPLlS~ 

GARDEN CREST REHABIUTATION CENTER 

I(X2; Mtn. TIPlE CONSTRUCTION 

IA BUiLDING 

la. 'MNG 

iSTREE! AODRESS, C,TY. $;AT!: ZlP CODE 
909 LUCILe AVE. 

i lOS ANGELES, CA 90026 

PRINTED: 0llI30I2012 
FORM APPROVED 

OMS NO. 0938-0391 
(X3) DATE SURVEY 

COMPLETED 

I 08M8I2012 


(X4) I;:) i SUMMARY S7ATEMENT OF !)EFICIENCiES ID PROVIDER'S PLAN OF CORRECTION , 1XlI) 
PREf1X I (EACH eEFICIENCY MUST BE PRECEDED BY FULL PREFIX : :EACH CORRECTIVE ACTION SHOULD BE , COIAPlETION

I I'tOOUlATORYOR lSC IDENTIFYING INFOi'!MA1l0N) CR(l$$-R::FERFNCED TO THEAPPROPRlATE ! DAreTAG lAG OEFICIENCY;I I 

I
F 3291 Continued From page 11 I 

I 

Iwas no documented justification for the use of 

i Ferrous Sulfate for twice a day for more than one 


'I·
week without monitoring the potential iron 

accumulation in the resident's tIssue, 


I 
i On August 17, 2012, at 2:10 p.m., during an

Iintervfew with Director of NursIng, she was not I' 


I
able to provide the documented evidence the 

resident had been monitored for the poter:tia! iron I 


~ accumulation, or the justification for administering I 

i Ferrous Sulfate to the resident without ! 
,monitoring the potentia! Iron accumulation in the 


Iresident's tissue. In addition, there was no 
, docwnentation of the clinical rationale for when 

IFerrous Sulfate was ordered for contir.uou$ use 

i twice a day for more than one week. 


According to the State Operational Manua; 

{SOM), dinical rationale should be documented If i 

Iron is ordered for a long-term use (greater than 


, two months} or jf administered more than once 

j daily (dally for greater than a week), because of I 

slde effects and the risk of accumulation of iron in I
Ithe tissues. Monitoring the baseline serum iron or I 


i Ferritin !eveJ and periodic complete blood count 

! (CSC) or hematocrit Ihemoglobin is need.xt I 

i Adverse consequences includes constipation, I' 

I dyspepsia (indigestion, upset stomach) 
,symptoms such as upper abdominal pain, 
I, belching, nausea, vomiting, abdomina! bloating, 

abdominal distention), accumulation of Iron in 

tissues that cause multiple complications If given 

chronically despite normal or high iron stores 


I (SOM, Ocrober 2010, Page 390). 
F 371 ' 483.35(i) FOOD PROCURE. 
SS=F ISTORE/PREPARE/SERVE - SANITARY 

!The facility must-
i 

Event 10, U$IlCH if collt'nuation sheet Page 120f24 
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STATEMENT OF DEFICIENC!ES 
AND PLAN 0" cml:RECTION 

{Xl) 	PROViDERlS:JPPlI£RlCLlA (X1} MUl'lFlE CONSTRUCTION 
lDENTIF!CAiION NUUSER 

A eWlDiNG 

i;;" v\llNG ~".-055161 

NAME Of PROVIDER OR SUPf>:"!ER 

GARDEN CREST REHAB!LITATION CENTER 

(X4110T SUMMARY STATEMENT OF DEFICIENCIES 1 
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUll 

0' cTNS REGULATORY OR .. SC IDENTIFYING INFORMATION) 

F 3711 Continued From page 12 

I (1) Procure food from sources approved or 
: considered satisfactory by Federal, State or local 
) authorities; and 
'1 (2) Store, prepare, distribute and serve faod 
under sanitary conditions 

I This REQUIREMENT is not met as evidenced 
, by: 
) Based on observation the faciUty failed to store 
: kitchen utensils, to prepare food, and to maintainithe walkAn cooler in a sanitary conditioning, 

) Findings: 

I
:During the tour of the faci!;ty on August 18, 2012, 
at 10 am, accompanied by the maintenance staff 
and the administrator, the surveyor observed iseveral boxes of plastic pitchers and cups stored 
in the cleaning cnemica! storage cfoset under 

Iexterior the stairway. 

!Durlng the tour of the kitchen at 12 pm, I 
i accompanIed by registered dietician, t~e surveyor: 
: observed the following: I 

1. Dietary staff taking of gloves, touching the 
trash can lid to throvv them away, putting on new 
gloves without washing their hands and 

I proceeded serve the lunch tray line, i2. An accumulatfon of dust of the fan cover, and 
", mildew on the ceiling and corners inside the
Iwafk~in cooler. 

F 425' 483.60(a),(b) PHARMACEUTICAL SVC· 
SS=D iACCURATE PROCEDURES, RPH 

'" 


(X:J.) DATE SURVEY 
COMPLETED 

0811812012 

",\EFIX (EACH CORRECTIVE ACTION SHOULD BE ' COMPlETIONI ,c OSS-REFERENCE'D TO ThE AOO• ROPRIATETAG 	 I """ 
DEFiCIENCY) 

F 3F.t371: Immediate A<lion: 

1, 	 The baxes of r;:las~x: pitchers were rernov¢d 
/nrnediatelyfrom tht deaning chemical I 
storage area. ' 

2. 	 Dietary Staff were immediately m.seNker 
re: !1and wa~hing and sanitation 

3. 	 T~e accumulation of d:;st of the fan cove)r 
and m:!dew on the ceiling and corners I 
inside the walking refrigerator were 
(.eane<;l I 

I 
I(:fentifica~ion of other affected rest 

No other accJmUls:iofl5 of l1Jst or mildew we 

identified. 


Systematic Changes: 

Tre maintenanCe di,'p~ftme.1t will conduct 

weekly rounds In the kitcru;n to identify any 

mairterance reeds and corrected immedjate~. 

~ Assurance: I 
The rraintentj(lce department will wnduct ! 

weekly rounds ln the kItchen to Identify any I 
ma"ntena,U;1l 'lee:;:; and corrected immediately-

Any ron-compfiance Will be corrected 

lmmedliltely, A raport shai: be made to the 1 

Quality Assurance and Assessment committee, 

for further review and recommendations. ! 

If continuation Sheet Page 13 of24 
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{X4) I~ 

, 
SUMl'ilARY STATEMENT OF DEFICiENCIES , ID PRO'l'OER'S P..AN OF CORRECT1O!>I I PO,

Cot.1Pt.E1'IQNPREFIX j :EACH DEFICIENCY M:)ST BE PRECEJED BY FUL:'" PREA:>; I (EACH CO~EC11VE ACTION SHOULD BE 
' DATETAG REGULATORY OR ~sc ICENTIFYING iNfORM . .c.rION) TAG CRO$S-RFPtiRENCfD TO THE APPROPRIATE 

CEF;CIENCy): I I , I , 
F 4251 Continued From page 13 I,

IThe facility must provide routine and emergency :f drugs and biologicals to its residefits. or obtain , 
, them under an agreement described in Ii §483.75(h) of this part, The facility may permit 
1 unlicensed personnel to adminIster drugs if State I 
law permits, but only under the ger.eral 

, supervision of a licensed nurse. I
I 
: A facility must provide pharmaceutical se.'vices II(including procedures that assure the accurate i
IacquJring, receiving, dispensing, and I 
, administering of all drugs and biologicals} to meet I 
i the needs of each resident 

, , 

The facUity must employ or obtain the services of I 
I 
,a licensed pharmacist who provides consultaton 

I on all aspects of the provision of pharmacy 
Iservices in the facility. 

I 
I 

,, I 
I 

: Thjs REQUIREMENT is not met as evidenced i 
,Iby:

I Based on observation, interview and record 
; review, Licensed Vocational Nurse 2 (lVN 2) 
! during admmlstration of medIcation through a IIgastrostomy tube (GT) failed to ensure crushed ~ 
solid medkationO and liquid medication would be I 

i mixed with water and diluted In accordance with
ifacllity"s policy and procedure and accepted ! 
, standard of practice before poured into theIsyrlnge barre! to be administered to a resident (7) ! 
and l VN 1 failed net crush and adminIster \ 

! multiple solid medications together that enteric 
' coated Aspirin and administer to a residetlt (11) I 
j for two out of 15 sample residents {7, 11), 

II 

F 4251 
i , 

I, 

i, 

I 
, 
, 

I 

I 
, 

I
I 

I 
, 

[ 
i 
, 

I 

i 
i 

j 

I 

I 

j 

I 
I 
,, 

I 

I 

,, 

I 


I 

I 

I 

I 

i 

I 

I 


i 

I 

I 

I 

I 

I 

I, 
I 
, 

I 

I, 
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10 I PROViDER'S Pt..AN OF CORR:EC-:-ION 
, "",

PREFIX (EACH CORRECTIVE ACTION SHOULO BE ' COMPt.EnON 

TAG I C,~OS$-REFER€NCED TO YHE APPROPRIATE D4TE 

, OEFICIENCy) 

I #jO!J,Jz 

TAG , REGULATORY OR LSC 100NT,fYII'.O ,NFORM4.TlCN) 

I , 
, 

F 425 iContinued From page 14 
Findings; 

!a. On August 18, 2012, at 7:50 3.m., LVN 2 was 
Iobserved administering medication to ReSident 
i 11 through GT. LVN 2 was observed preparing Ithe followfng medication for administration: 

: 1. Keppra one cubic centimeters (cc} equal to 
! 100 milligram (mg).
j 2. 75 mg one tablet 

3. Namenda 5 mg one tablet. 

!4. lasix 40 mg one tablet 

i 5, Acetazolamide 250 mg one tablet.
IlVN 2 was observed placing each solid 
medication in jndividual plastic envelope and 

j crush them one at a time. Then LVN 2 was 
i observing checking the GT for placement byIinstilling 50 co of air Into the resident's stomach 
foUowrng by aspiration of content to assess the 
residual. There was no residuaf. Then LVN 2 

: flushed the GT with 10 cc of water and started 
!with admimstration of medications. , 

First LVN 2 purred liquid Keppra into a barrei of 
the syringe connected to the GT following with 10 

, cc atwater flush. Then, LVN 2 purred the dry 

i, 

i 

I

I 

I 

I, 
\ 

I 


I 


I
, , 

I 

I 

I 
I 

I 

1 
I 

II 
\ 

; (powdered) crushed Namenda into a barrel of the , 
; syringe following with 10 co afwater. It was noted I 

,that the medication was not running down 

through the GT. LVN 2 started shaking the 
 1
syringe in order to dilute powdered medication 1,I Inside the tip of the syringe without success. !Then, LVN 2 attempted to empty the content of ,, 

, the barrel of syringe into a medicine cup by
i inverting the syringe barrel. VVher. the Eva:Uatof 
, Intervened, L VN 2 added approximately 30 cc of I 
, 
Iwater and medication passed through the GT. , 

, 

F 4251 

I
i 

F~25, Immediate Action: , 

i 
I 

;'VN 1 was immediately in-serviced by the DSO~ 

Of! administrating I'T\!)dicatlOfl via -enteral fee<li 
I 

I, 
t,Joe~, I 
~VN 2 was immediately in-servi<:ed by the 050; 

1 
I 

(1) the procedL're for admltlrstrating IIOr'!­ , 
cru,hable medlc<ltions v," enteral feeding tub1s, 

i lden!iij~tiQn af other affg&!S\g I 
I 

I residents: I 

I, Alllkense !'.\Jrses- were irHervice4 by the DOJ 

on 8/30/2012 for: Med Pass: Review of Med
1 

P:m dlscrepancies/DOllcy and procedures. 
1 
, 

I 
, 

~rnatjc Changes: I 
?na"mn;:y N,me CCnsUltlll1t will conduct Med II 

I PiESS reviews for aU lk:ense Nurses at !east 

, QU<.!'cerJy, 
 I 

II IQualitv A5sura(lS;~;I 
, I 
, A, lic.", Nor"" woe, ""iV'''''' by the D0l 

C'l 8/30{2012 for: Med Pass; Review of Med 
1 Pass d'scr~paflc1es/pofjcy atld procedures, , 
1 IAny 'lorKompfiance will be corrected
I 

imrredia"h'!y. A rEport shall be made to the I
I, Qt;.ality Assurance li'ld Assessment <;ommittP.e I,
I for funher rwiew and reccmmelldatiof\$ 

I I 
, i 

Eval'l!!O:US9C" Fac lily l{} CA970000002 If conMuatloo sheet P8g$ 150124 
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F 425 ; Continued From page 15 

I Then LVN 2 proceeded to administer remair.ing 

I
,three crushed/powdered medications without first I· 

diluting the medication with wate.~ before pouring 
'I into the barrel of a syringe. LVN 2 pouring the dry i 
, powdered medications following with 10 cc of , 
; water and waiting for the medication to get II 

1through the GT. , 

IDuring an interview with the LVN 2 on August 18, I 
, 2012, at 10:30 a.m., she stated she was very 
! nervous therefore, she did not administered 
Imedications the ccrrect way. 

( A review of the facility's policy and procedure on 
! GT Medication Administration indicated that the 
i licensed nurse had to validate GT placement by 
Infecting 10 cc of air lnto the tubing and 

Iauscuttating the abdomen, Then after asplra:ion 
, for stomach content to check the amount of 
Iresidual the Ilcensed nurse had to flush tubing 
,with 30 cc atwater. The- policy and procedure
Iindicated the licensed nurse had to dilute the 
I crushed medication with 30 cc ot water before 
i administratiOn thorough the Gr 

\ b_ On August 18, 2012, at 8"40 a_m., during the 
: medication pass LVN 1 was preparing the 
i foi!owing medications to be administered to 
: Resident 11, 
i 1, Iron 325 mg one tablet. 
12. Colace 100 mg one tablet 
i 3. Aspirin EC 81 mg one tablet (EC-enteric 
Icoated a barrier applled to oral medication that 
! controls: the location in the digestive system 

I
where it is absorbed, EnterIC refers to the small 
rntestine, therefore enteric coatings prevent 

I 
re!ease of medication before it reaches the small 
intestine). 

F 425, 

I 
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4. Multivitamin with minerais one tablet 

i 5. 5 mg one tablet 
: 6. Metoprofol 50 mg one tableti 7, Lisinopril 20 mg one tablet
18. AmJodipine 10 mg one tablet I 
LVN 1 was observed to place a1l of the above ! 
medications (including the enteric coated Aspirin) I' 

in one plastic envelope and crushed them 
, together. Then L VN 1 mixed all the crushed I 
I medications with an appfe sauce and ' 
administered to the resider.t. 

IAccording to the current standard of nursing ;
Ipractice it Is indicated that the potential ror ' 
; drug-drug interactions [as weI! for those involving I 
exciplents (ensuring that the active ingredient i 
stays "active) increases when two or more I 
dosage forms are crushed together Crushing 

: involves applYIng signifx::ant force to a drug I 
! product, and it increases the amount of 

j 
' particulates surface area available for interaction. 
Either can accelerate changes in the molecular 

Istructure and result in altered physical and I 
chemicaJ properties; such risks increase I·

!exponentIally when more than one drug, w1th its i 
I excipients (active ingredie.'1t) is crushed," 
'j (American Joumal of Nursing: Drug 
Administration. Through Enteral Feeding Tube, 

j Joseph L Boullata. PharrnD. October 2009, VoL 
: 109 No. 10 pages 3442)_ i 

I 
·1 According to the admission record, Resident 11 
, was admitted to the facHIty on September 29, 
i 2000. with diagnoses that Included diabetesImellitus, congestive heart failure, gastrointestinal I 

Imalignancy and gastrointestinal bleeding. i 
, The Minimum Data Set assessment dated June i 

,I 
, 

1 

.1 

I , 

I 
, 

1 

1 

i 

I 
I 
, 
, 

1 

I 
I 

1 

I 
i 
, 

1 

1 

I 

I 
1 , , 

I, 
I 

Event ID USi>CH Facility II)' CA97CCCCC62 If continuatkm sheet Page i 7 of 24 



PRINTED; 08/3012012
DEPARTMENT OF HEALTI-I AND HUMAN SERVICES FORM APPROVED 
CENTERS FOR MEDICARE & MEDICAID SERVICFS OMS NO. 0938-0391 

STATEMENT Of CEFlCI£:NC'ES / {Xl} FROV1DERlSUFPUERlCUA (Xl) MULTlFlE CO,",STRIJCTlO'l (X3J DATE SURVEY 
ANO PLAN Of CORRt:CTION ! IOENTIFICAT,O"l ;';"IMBER CQMPLETm

A BUIlO,~G 

I ---~.-

B IM'IG 055161 08/1812012 i 
NAME OF PROVlDER OR SUPPUEH 

GARDEN CREST REHABILITATION CENTER 
iSTF<EET ADDRESS, CITY, STATE, Z'P CODE 

, 9!Jl1 LUCILE AVE, 

i LOS ANGELES, CA 90026 

(X4) 10 I 

PREFIX I 

TAG f 
: 

SUr,lMARY sr...TEMENT Of DEFICIENCIES 
(EACH .?EFiC1E"jCY MUST BE PRECEDED BY FUL~ 

REGULAtoRY OR LSC 10ENnFv:t~D INFORMAT:ON) 
! 

'0 ' 
PRE;:tX I 

fAG 

PRO\llOER'S PtftN OF CORRECTION 
(i"ACH CORR£cr~E ACTION SHOULD Be 

CROSS4'l:EFERENCED TO THE APPRQPRIATE 
DEFICiENcy) 

, ~"I COMPlE1101!

I MTE 

F 4251 Continued From page 17 i
!27, 2012, indicated the resident had a moderately I 
I
, : 
and totally dependent 0:1 staff for activities of da11y , 

; living. : 

There was a physician's order dated May 30, I 
I 2003, for Aspirin 81 mg delayed release daily for I 
, prophylaxis of cerebrovascular accident The !
!physiCian's order indicated to "do not crJsh~. HIe , 
! physiCian's orde: also indicated that o."Ily ,Icrushable medications may be crushed. 

I During an interview with tho D'rector of Nursing 

Ion August 18, 2012. at 11 a.m., she confirmed 
. that LVN 1 should not crushed enteric coated !Aspirin. DON said the licetised nurse 
, administering medicatiOrt should check to see 
! that there is no contraindication to crush the 
medication in question. If crushing is 

j contraindicated, the nurse should consult the 
Ipharmacist for assistance in obtaining ~he 
: medicatjon in approprJate form or contact the 
Iphysician to change the medication. DON said i 

I
enteric coated tablets are designed to pass j 
through the stomach whole and then dissolve in I 

; the lntestinal tract 
F 431 i 483.60(b), (d), (a) DRUG RECORDS, 
85=0 ' LABEUSTORE DRUGS & BIOLOGICALS 

The facility must employ or obtain the services of I 
a lICensed pharmacist who establishes a system I 

, of records of receipt and disposition of a:J 
!controlled drugs in sufficient detail to enab!e an , 
, accurate reconciliation; and determjnes that drug , 
records are In order and that an account of all I 
controlled drugs is maintained and periodicaliy 

i reconclJed. , 

i 
F 4311 

I 
I , 
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! Drugs and biologicals used in the facility must be I 

labeled in accordance with currently accepted I 

professional principles" and include the
Iappropnate accessory and cautionary F1431: Immediate ActIon; I 


I instructions, and the expiration date when 

The LVN 1f11mediatey placed insulin Vials undet
Iapplicable, i i

i loclc ihr; LVN was in-serviced immedIately by I 
, In accordance with State and Federal laws, the i the DSD on M£D P-ASS; storage and proper i
i facility must store aH drugs and bic:ogicals in i I handl.ng of medications. I 
; locked compartments under proper temperature I 
I controls, and permit only authorized personnel to \ Identification of other affected 
have access to the keys. 

residents: 

i The facility must provide separately locked, I' 


, permanently affixed compartments for storage of 

'controJled drugs fisted io Schedule II of the I 

Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to i 

, abuse, except when the facility uses single unit ' A" License Nurses were jn·serv:ced by the ooJ 
i package drug distribu~ion systems in whic.'1 the I cn 8i30/2012 for: Med P<lSS; RevlewofMed r 
i quantity stored is minima) and a missing dose can I Pc$:> d'screpancies/po!j(Y and prote{'/ures, ! 
be readily detected. i I 

1 
, 

i This REQUIREMENT Is not met as evioence<1 
A,"y non<omp,:ance wi!! be corrected IIIby:


I Based on observation and intel'View, the facility immediate.ly. A report shall be made to the 


, failed to ensure the medications such 3slnsulin Qv~!itY Assurance and Assessment committee i 

1 was kept in the medication cart and was kept I for further r~vil!w and recommendations. 

locked at aU times. 

: I 
Ii/ Findings: I 

I 
,On August 18, 2012, at 1 :30 p.m. on Statlor; B, it i I
I, was noted that nine Insulin vials were kept on the I IImedication cart in the hallway without the I 


i licensed nurse being present. At 1:31 p.m., dun-ng j 

:=c::c:-c,:=1,. ' 
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F 431 i Continued From page 19 I F 43: I 


i an interview, the Registered Nurse (RN) 1 stated I I

Ithat they needed to kept locked. There was no i I

Iresidents in the hall\vay at the time. \ : 


F 441 .483.65 INFECTION CONTROL, PREVENT F 4411 , 

ss.e 1 SPREAD. LINENS I 


1 , I 
IThe facility must estaolish and maintain an ' I 

1I lnfection Control Program designed to provide a I

isafe, sanitary and comfortable environment and , 

: to help prevent the development and transmission I 
Iof disease and infection, I 

, (a) Infection Control Program I

IThe facility must establish an Infectior: Control 
,Program under which it - :'


I(1) investigates, controls, and prevents infections I 

I in the facllityl . 

i (2) Decides what procedures, such as isolation, 
 i 
I

should be appUed to an individual resident; and I 
{3} Maintains a record of incidents and corrective I 


! actions related to infections. 
 .I 
I

I(b) Pf9venting Spread of Infection ! 
(1) When the Infection Control Program

Idetermines that a resident needs Isolation to I 
; prevent the spread of infection, the facility must \ I 
: isolate fhe resident i 

(2) The facility must prohibit employees with a I1 communicable disease or infected skin lesions I
Ifrom direct contact with residents or their food, if 
, direct contact wilf transmit the disease. I
!(3) The facility must require staff to wash their ,I I,hands after each direct resident contact for which I 

I I
hand washing is indicated by accepted I 


: professional practice, I 

, I 
' (c) linens 
\, Personnel must handle, store. process and 
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i transport !Jnens so as to prevent the spread of F-441: THIS TAG IS UNDER DISPUTE: 

I infection. 


i I
I F1441: Immediate Action;
I 
I 

IThis REQUIREMENT is not met as evidenced : : 1. ne Oxygen Tubing of ReSidents 7, 10, anlIby: 	 , 16 was replaced immediately, placed so ~e 
I Based on observation, Interview and record ' I 

t"b!ng did not touch the floor, and the datereview, the facility failed to labe! residents' oxygen I' I
Itubing, with a date indicating when they were I of repiacef1'!ent WilS indltated on the tubitS. 
I changed and failed to keep them off the floor, and I I 

i failed to ensure the laundry washing machine hot, 2 Regarding proper hot wate(temptlrature~ 
, water temperature was maintained a: 160 I I for the Facility's washing machines, baseq
Idegrees Farenheit, for t'16 for t'iree out of 15 ! I, on eMS Manu",! Sys-...em, Department of !!sample residents (7, 10, 16). i IHealth &. Human Services lDHHS), 

Pllb. 1CO{j7 S!ate Operations ProvideI ' !Findings: 	 I 
Certification dated 12/9/2009, Facility ~ , 	 I I 
pr:;ctice was according to ~IJJatiOfl$ ise

Ia. On August 16, 2012, 6:05 p.m., it was ! I , "ttached page 1)­observed that Resident 7'$ and 16'13 oxygen I 
, Tne Launcry Service Consultant was ca1f1: turnng, had no 'abel on them to indicate the date \ 


!when they were last replaced, Resident 7'5 tubing I to e'l.a!ua~e the appropfiateness ot the
I
1was on the fleor, 	 I L,lundry sef\/iccs procedures and practke~,I , and founc the F~ci!ity in compliance with 1IThe Director of Staff Development stated that the I regl.l"ti<ms ($ill!!' attachment 2). ,I 

i 
,I	oxygen tubing needed to be labeled with a date I 


She also confirmed there were no label$ i 

j indicating when the tubings were last changed. I. 


tgentification of other affected i b. On August 16, 2012, 6:10 p.m., it was , 


I observed that Resident i O's oxygen tubing, had , res[yents: 

: no label on it to indicate the date when it last \ 

, replaced. Also it was noted that tubing \'VaS on t1e i I 


All reSidents wl!h oxygen orders were checked1tofloor. The resident was actively re<:elving oxygen 	 i 
through nasal cannula at the time of observation. 	 ' 

I 
I ensure a) Oxygen tJblng were property placed I 

i off tte floor, and b: were all dated,
I 


; The Registered Nurse 1 (RN 1} during an )
:interview on August 16, 2012. at 13.10 p.m., stated I I 

ithat the oxygen tubing needed to be labeled with I , i , 
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F 441 : Continued From page 21 : 
Ia date. She also confirmed there was no label I!Indicating when the tubIng was last chan,ged, \ 
i c. On August 18, 2012, at 9:15 a.m., dUring a,,) , 

I 
'observation of the laundry room, the washers only,' 
reached 152 degrees Fahrenheit According to ! 

I,the laundry staff it snou;d be 160 degrees I 
, Fahrenheit; however they normally :nonitor tt:e ! 
! temperature at the hot water holding tank which I 

I was above 160 degrees Fahrenheit They were 1Inot monitoring the dryer temperatures, I 
jAccording to the California Uniform Plumbing 

I 
,COde, section 1011-1012, page 95,1, The 

irequired temperature of 160 degrees Fahrenheit I 
in the laundry is that measu;ed in the washir:g 

, maChine and shaH be supplied so that the 
!temperature may be maintained over the entire I 
I wash and rinse period. A lower temperature of i 
1140 degrees F.ahrenhelt fP~y be utilized, provided I 
jlinens are subsequently passed through a 1 
i tumbler dryer at 180 degrees Fahrenheit or a 
~ flatwork Ironer at 300 degrees Fahrenheit. i 

F 458: 483,70(d)(1)(ii) BEDROOMS MEASURE AT i 

SS=B 1LEAST 80 SO FTIRESIDENT : 

IBedrooms must measure at least 80 sq uare feet I 
; per resident in multiple resident bedrooms, and at I 

!least 100 square feet In single resident rooms. 

i
!this REQUfREMENT IS (lot met as evidenced 
, by: 

Based 00 observation .and record review, the 
facility failed to ensure an the bedrooms i 
rne-asured at least SO square feet per resfdent hi 1 

multiple resident bedrooms for 14 Ollt of 27 
! bedrool11$, 

I 

i 
F 4581 

, 

i 
I 
1 
I 

I 
1 

jy~tema~k Changes: J 
AJI LiCl;l)Se nurses as v.-ell as Al! Certified NtlrsJ.~ 

asSistants r'CNAS~) were ,n.servh,;ed by the D'"f 

and ::ISD on s!:andard c;;re practkes: Handlln~ 

OxygenT..Jb,ng. , 

Quality Assurance: I 
A1Y (lOn-{;OMp!i;mce wi!! be cor(j~cted I 

iMmediately. A report shall be: made to the 1 

~:~:%,:~~~::~;;:~;::;::="'''I 

I 

I 
i 
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1I F 458 !Continued From page 22 
I 
I F 458 1 

:8\12\ I~ 
I !Findings: F14S8: Immediate ~ftlQn; I
I : I 	 I 
I :During the l'nitial tour of the facility on March 10, I I facility has approval for waiver of rOCfll5 in I 
I 12010, there were 2 beds in Rooms 21. 23, 24. I I olJes:iofl, The waIVer was gi\leo to the solVevclr, 
I i 25,26,27,28,33,34.35,36,37 and 38. These I I 

i bedrooms measured less than 160 square feet. II II 
i In Room 22, there were 4 beds and measured I ! residents;iless than 300 square feet 

1 

il 	 , No ~her residents were affected at the room A review of the Glient Accommodation Anatysis 	 ,
, i , me :neet. the reguhlt'cn.
j disclosed the foom measurement as follows: , 
II 

iRoom Bed Square Feet 	 1 1 
,

121 2 147.40 	 i1 

i 22 4 290.28 ,, : The fllcllltv wiol cDntinue to apply for the I 
,.'23 2 147.40 1 appropri"te WillVi'!f On an annual oasis. \ 

: 24 2 147.40 
1 

I 
~ 25 2 147.40 	 I 

: nuality A$$ura~ ! 
: 26 2 147.40 IIi 27 2 147.40 I jhe Admifl'strator/designee will review all I!28 2 147.40 I waiVers on an <lM..!al casls for proper 133 2 147.40 	 I 

SlltlmlSsiop.: 34 2 147.40 I I 

: 35 2 147.40 I ! 

~ 36 2 147.40 I 

(37 2 147.40 I 

I 
I 


i 38 2 147.40 I
,, 	 I 
, 	 II I: The space availab!e for the residents was I 

i sufficient to provIde access and f:"eedom of 1 1 


i movement. I 1 


F 463: 483.70(fj RESIDENT CALL SYSTEM­	 F 453iI 
SS=D: ROOMSITOILET/BATH 	 1 1 , 	

1 I 
! 
1 

The nurses' station must be equipped to receive , I 
,i resident calls through a communication system , I 


: from resident rOoms' and toilet and bathing 
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,!faCilib'es, ! , 
I I 

This REOUIREMENT is not met as evidenced 
 I 
by: F-r463: l.mmec!!?~~ActjQn; 

Based on observation and interview, the facility 
 II failed to ensure the cal! light system was in , , The m.J!ir.tl,'nance department immediately !operating condition for one of two shO'Ner rooms. : I cc'l'ccttld tt.e fat;,tv can light $witches in the 

\ Findings: ,I 

! 

I 

DUring the tour of the facility on August 18, 2012, I 

at 2 pm, accompanIed by the maintenance staff i 
and the administrator, the surveyor observed !we ' 

Iof three call light switches in the tub/shower room: 
at StatiOn A not working. The maintenance staff : 
stated they were not aware that the switches for i 

the shower room were not working and would fix i 
1them right away. : 

I 
I 

I 

I $Iatiof) A l\,ibjshower roont 

I 
I 
I residents; 
I 
I 

No reSidents were affec.:ed by the fllU1tvC<llllliL
I $W:tchES. 

I 
 Systematic Changes: 


, The maintenanCe departMent wlli round wE!ek,, to ens-tJ'e all call i;ght switches are in working ,, 
CQrtOitlofa. , 
The LJ(ense Nurses will notify the maintenaoo I, 

I (lepartmellt of <lliy faulty ii,ght switches in 

I between weekly ~{)ulldi. 

I 
I 
I 
I A'l'j Mn<ompl;;jInce wI!! be corrected 
I imnadiately. A report snail be made to the
I Quality A!i\uram:e and Assessment committee 1
I for ~urtMer review and recommendations. I 
I 
I 
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