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FOO~ INITIAL COMMENTS 

The following represents the findings of the 

California Department of Public Health during a 

Recertification Survey from 412 /12 to 415/12. 

Representing the Department 

, HFEN's 27945, 28000, 22707, 29340, and 29721 

Census: 132 
Sample size: 24 

F 278 1 483.20(91 " 01 ASSESSMENT 

SSoD ACCURACY/COORDINATION/CERTIFIED 

I The assessment must accurately reflect the 

I resident's status . 

A registered nurse must conduct or coordinate 

each assessment with the appropriate 

partiCipation of health professionals. 

A registered nurse must Sign and certify that the 

assessment IS completed 

Each Individual who completes a portion of the 

assessment must sign and certify the accuracy of 

that portion of the assessment. 

Under Medicare and Medicaid , an individual who 

willfully and knOWingly certifies a malenal and 

false statement In a resident assessment IS 

subject to a civil money penalty of not more than 

$1 .000 for each assessment; or an indiVidual who 

willfully and knowingly causes another indiVidual 

to centfy a matenal and false statement In a 

resident assessment is subject to a Civil money 

penalty of not more than $5.000 for each 

assessment. 
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Clinical disagreement does not constitute a 

matenal and false statement. 

ThiS REQUIREMENT IS not mel as evidenced 

by: 
Based on observation , interview, and record 

review, the facility failed to ensure thai the 

licensed nurses documented accurate 

assessments of Resident 1 g's hearing status In 

the weekly nursing summaries. For Resident 1 g, 

I the facility's failure 10 assess and document the 

fact that she was deaf could cause a 

misunderstanding of Information, diagnoses 

andJor treatments when relayed between 

Resident 19 and staff or physIcians. 

Findings: 

Record review ind icated that Resident 19 was 77 

years old and admitted to the facility on 2/22/12. 

Diagnoses Included infection in the blood, 

pneumonia, a Stage II pressure sore to the heel, 

and uncontrolled diabetes. 

During an observation and Interview on 4/5112 at 

9:30 am, Resident 19 used Amencan Sign 

language (communication using the hands and 

fingers to form letters and words) to state that she 

was tota lly deaf In both ears and th at she did not 

have heanng aids for either ear. 

ReView of the weekly nursmg summaries for 

ReSident 19 showed that the assessments were 

not consistent from her admiSSion summary, 

dated 2/29/12 , through the most cu rrent nurSing 

summary , dated 3128/12 None of the 
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assessments for Resident 19 indicated that she 

was totally deaf. 

The first week summary indicated Resident 19 

was hard of hearing. The following week, the 

nurse mdicated there was no problem with her 

hearing. Then Resident 19 was assessed to be 

hard of hearing, and on two different weeks, 

nurses documented that the resident had a 

I hearing aid in different ears. The weekly nursing 

summaries did not give an accurate picture of 

I Resident 19's hearing status and a staff member 

or visiting physiCian would think ReSident 19 was 

able to hear and understand what was said to her 

by what was documented, when she actually 

depended on a communication board , lip reading, 

andi or American Sign Language. 

During an observation of the facility's 

computenzed charting system and interview on 

4/5/12 at 8:50 am with LIcensed Nurse G, she 

slaled that the nursing weekly summaries were 

completed by the floor nurses, vIa the computer 

which offers available choices for answers. LN G 

stated that the nurse could type in other words or 

phrases for a more definitive deSCription and 

demonstrated that she was able to type in the 

Information that ReSident 19 was tota lly deaf for 

an accurate entry, rather than use the computer 

box entries for the hearing assessment. 

During an Interview on 415112 at 9:15 am. a 

Supervisory Licensed Nurse (LN H) slated that 

the floor nurses should have been familiar with 

the residents they wri te the weekly summaries 

on, and the assessments/summaries should be 

consistent and accurate 

F 312 483. 25(3)(3) ADL CARE PROVIDED FOR 

I 
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SS=D DEPENDENT RESIDENTS 

A resident who is unable to carry out acti ..... ities of 

daily li ..... ing recei ..... es the necessary services to 

maintain good nutrition, grooming, and personal 

and oral hygiene. 

This REQUIREMENT is not met as evidenced 

by: 
Based on observation , interview , and record 

review , the facility failed to prOVide feeding 

assistance during the lunch meal in a timely 

manner to one of 24 sampled residents ( 

Resident 21) . This failure resulted in waiting for a 

meal while others were fed and tears of 

frustration from Resident 21 who indicated that he 

was hungry. 

Findings: 

ReSident 21 was admitted to the facility on 7/3110 

with diagnoses that Included Alzheimer's 

demenlta , anxiety, and diabetes . The Minimum 

Data Set (MDS- an assessment form), dated 

10112/11, described Resident 21 as rarely or 

never being understood and progressively 

declining , both physically and mentally. For the 

eating activity , he reqUired extensive assistance 

from one person to set up and prepare hiS tray, 

but was able to eat select "finger foods." ReView 

of the Activity Interview section of the MDS 

mdlcated that Resident 21 considered , "Most 

Important; \0 have snacks between meals ." 

On 412 f12 at 12·00 pm. Resident 21 was 

observed seated at table one in the dining room 
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In his wheelchair. Present al the table were three 

other Residents. Covered dlnmg trays were 

placed in front of all four residents and remained 

covered for 10 minutes. Resident 21 was then 

wheeled oul into the hallway, from where he was 

able to walch other residents bemg fed. 

Certified Nurse Asslsiant (CNA) F was 

IntelViewed on 4/2/1 2 a112:13 pm, and 

questioned as to the reason Resident 21 was 

removed from the dming room. CNA F staled she 

was assigned to feed the other two residents at 

table one and a second CNA was assigned to 

feed Resident 21 . CNA F stated she removed 

Resident 21 from the dining room so he would not 

I have to watch the other residents being fed while 

he was required to wait to eat, as the CNA 

assigned to feed him was not in the dmmg room. 

Resident 21 was interviewed on 4/2/12 at 12:15 

pm. He was unable to talk , but responded with 

facial gestures and nodding of his head. When 

Resident 21 was questioned as to how he felt 

when he was removed from the dining room, his 

eyes began to tear up. When questioned if he 

was hungry for his food , Resident 21 nodded his 

head up and down and began crying 

F 371 483.35(;) FOOD PROCURE, 

SS=E STORE/PREPARE/SERVE - SANITARY 

The facility must · 
(1) Procure food from sources approved or 

considered satisfactory by Federa l, State or local 

authorities; and 
(2) Store, prepare , distribute and serve food 

under sanitary conditions 
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ThiS REQUIREMENT is not met as eVIdenced 

by: 
Based on observation , Interview, and record 

re .... iew, Ihe faci lity failed 10 ensure resident meals 

were prepared under sanitary condil ions when 

two dietary staff were observed not changing 

gloves between tasks and preparmg food, Th is 

failure had the potential to compromise th e health 

status of reSidents who received meats, The 

facility also failed to ensure that opened and 

undated food Items were not slOred In a 

medication room. ThiS failure had the potential 

for spoilage of the food items and attraction of 

pests In the medication room. 

Findings: 

1. On 4/3/12 at 11: 15 am, during an observation 

of lunchtime meal preparation , Dietary Staff (OS) 

A used her glo .... ed hands to open a door to a dish 

storage area, then proceeded to retrieve dishes, 

place them on the counter on the tray line and 

began fi lling plates with food . The touchmg of 

duty su rfaces and gOing directly to food 

preparation with no glove change observed In 

between tasks had the potential to spread 

bacteria and contaminate food and food surface 

areas. 

On 413/12 a111 :30 am, DS B was observed 

plaCing hiS gloved hands on the outSide of the 

food tray cart, a dirty surface , to push It toward s 

the door for deli .... ery to the dining room OS B, 

without a glove change. proceeded to touch the 

handles of ladles adding sauces to food plates 
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F 371 Continued From page 6 

A review of an undated dietary services policy 

titled , "Glove Use Policy," Indicated gloves 

needed to be changed before beginning a 

different task. 

During an interview on 4/3/12 at 12.30 pm, OS C 

staled that he was aware that the dietary staff 

should have changed gloves between touching 

storage area handles, tray carts, and prior to 

serving food . 

2 An Inspection of the medication storage room 

on the 100 Hall was completed on 4/3/12 at 2 pm 

with Licensed Nurse 1 (LN I). Two opened 16 

I ounce plastiC jars of a resident's food snaCk, 

~Chernes, Berries, and Nuts," were observed on 

I the bottom shelf on the right side of the room. 

One jar lid was not completely sealed and no 

opened dates were observed on the Jars . 

The lack of opened dates on the jars and two of 

the same food Item being opened could allow 

outdated food to be given to the resident. The Jar 

lid not being completely closed could allow an 

Increased spoilage time and/or the attraction of 

pests mto the medication room. 

During a concurrent interview, LN I stated both 

opened Jars belonged to the same resident on the 

100 Hall. LN I stated she did not know that 

resident food items or supplements were not to 

be stored in the medication storage room, and 

confirmed the above flndmgs. 

F 465 483.70(hJ 

SS=D SAFE/FUNCTIONAU SANITARY/COMFORTABL 

E ENVIRON 
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F 371 
How th e facilit~' plans 10 monitor its 

performance 10 make sur(' Ihlll 

solutions ~tr(' sushtined. Th(' facilit y 

must develop n plan fo r ensuring Ihal 

correclion is achi('vcd and sustained. 

I This plan must be implemenled, and the 

corrective aClion c\'alua ted for its 

effective ncss. The phlrl of correction is 

inlcgralN.I into the quality ass urance 

s)'Slem: 

The Dietary Supervisor (lnd the Assi,\'/(II1/ 

DSD lI'iII brillg any problem wi,h nOli· 

compliance hack 10 ,h" QA meetilll,!. If 
there is (IllY prohlem 1I IIell' pltm lI'il/ he 

in-acted tmdf IJlIow lip If} assure 

comp/itlllce. 

Completion date: 
May 30. 201 1 
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No lI(!ga/iI'c Oil/COllie fiJI" (/ re'\'i(@tL= CJl !'TI 
occ/lrr~d The curt/hoard dej1e~eJfi" er> -
IIIII/I ed/(lfe~v remol'etiji-olllihe ~iJlg :It < 
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F 465 Continued From page 7 F 465 l-l ow the fac ililY will identif~' oth er 

residents ha"ing tht· po tential TO be 

affected by Ihe same deficient practice 

a nd what t'ul'rectivc ac tion will he 
lIIken ; 

The facility must provide a safe , functional, 

sanitary , and comfortable enVIronment for 

residents , staff and the public 

This REQUIREMENT is not mel as evidenced 

by: 
Based on observation and Interview, the facility 

failed to maintain a safe and functional 

enVIronment as seen by cardboard deflectors 

attached to the ceiling heater vents in Rooms 

4028 and 6058. This failu re was a potential fire 

I hazard, 

I I 

Findings: 

On 4/2/12 at 9:40 am, dUring initial tour, with 

licensed Nurse D, the ceiling heater vents in 

Rooms 4028 and 6058 were observed to have a 

I large piece of cardboard extending from the 

ceiling to the heater vent dIrectly over each 

resident's beds. These rooms were occupied by 

four residents , two residents in each room. 

During an mterview with Maintenance Supervisor 

E on 4/4/12 at 11 ,30 am, he confirmed that the 

cardboard was placed on the two heater vents to 

deflect the air away from the residents In the "A" 

beds, and confirmed that thiS practice was a fire 

risk, He also stated that the Original residents 

who complained about the heat, no longer 

occupied the "A" beds, 
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