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F 000 | INITIAL COMMENTS FO00| This plan of corvection is yubmitted
Lo fo the Hcensing. ageney pursmany o
) , , d eongtitutes the
The following reflects the findings of the spplivable law an ;
Department of Public Health during a Gacllity's credible allcgation  of
recertification survey. complinnee. This plan of correction
does not consiitite an adwmissten of
a i I . anything contained in the statument
Representing the Department of Publi; Heatth of defioiencies,
Total Population: 167
Sample Size: 24
Highest scope: F .
F 225 | 483.13(c)(1)(i)-(ilh), (€)(2) - (4) F225| bhnmediate Corrective Action(s): - [ 7312013
§s=D | INVESTIGATE/REPORT Upon verbal n.oﬁﬁeatfl_un _of ulleged _
ALLEGATIONSANDIVIDUALS Peficient practico, the Diecter of
Nursing immediately re-investigated the
The facility must not employ individuals who have incident for Resident 9, by followlng
been found gulity of abusing, neglecting, or the facility policy on Abuse prevention.
mistreating residents by a court of [sw; or have Findings indicated that the etiology of
had a finding entered into the State nurse aids the left hips fracture was non-wauma
registry conceming abuse, neglect, mistreatment induced and  osteoporotic  related.
of resldents or migsappropriation of their property, Predisposing faclors includes
and report any knowledge it has of actions by a .| osteopenia as a result of csteoperogis. '
‘court of law against an employee, which would Further re-invastigation and resident te-
Indicate unfitness for servioe as a nurse aide or sssessmeny revealed no evidewes to
other facility staff to the State nurse aide reglstry substantiate Any form of abuse.
or licensing authorities.
The facllity must ensure that all alleged viglations
involving mistreatment, naglect, or abuse,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPREBENTATIVES SIGNATURE THLE % DATE
Lobbt  Ganafyiwh fsmm

Any deficiancy stalsment anding with an asterisk enocites a deficlency which the institution may be axcusad from comecting providing it s detennined that

sthar safeguards provide sufficlent protectien to the patients. (Sea instructions,) Except for nursing homes, the findings etaisd above are disclosable 60 days

llowing tha date of survey whether cr not a pian of carraation le pravided. For nursing homes, the above findinga and plana of correction are disclosable 14

{ays folowing the date these documents are made available to the facility. i defictencias are cied, an approved plan of correction is requisite to continued

rogram participation.
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including injurles of unknown source and
misappropriation of resident property are raported
immediately to the administrator of the facility and

" | to other officials in accordance with State law

through established procedures (including to the
State survey and certification agency).

The facility must have evidencs that all alleged
violations are thoroughly investigated, and must
prevent further potential abusa while the
investigation is in progress.

The results of all investigations must ba reported
to the administrator or his designatad
repregentatve and to other officials in accordance
with State law (including to the Stata survey and
certification agency) within 5 working days of the
Incident, and if the alieged violation ts verifled
appropriate corractive action must be taken,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, and record
review, the facility's nursing staff failed to report,
to the California Departmant of Public Health
(CDPH), when 1 of 26 sampled resldents (2) was
fransferred to a genaral acute care hospital's
(GACH) emergency room, for evaluation following
a complaint of pain to her left hip. Later, x-rays
showed the resident sustained a left hip fracture.
Fallure to report injuries of an unknown origin to
the appropriate authorities places residents at risk
for continued injuries {unrecognized abuss,
unrecoghlzed medical condition and/for unsafe
care of reskients) and fallure to protect residents
from harm.
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for Adverse Effect: ‘

AR incident reports filed and conyplsted
far 2011 were rerteviewed, and
residents identified were re-assessed to
aasure’ that facility complied with the
facility abuse prevention policy. None
of the incident reports reviewed were
found affected by the alleged deficient
practice.

Systemic Change(s) & Mensure(s) of
Prevention for Reoccurrence:

The Administrator provided an in-
service on Sept. 21, 2011 to aH
Department Heads regarding the proper
process to  conduct  incident
repori/ Abuse investigations. The DON
also provided in-service on Sept. 11,
2011 to all pursing staff regerding
incident report investigations t¢ #4sure
completencss of the information, as
well as follow the facility Abuse

Prevention Policy and Reporting
protocol.
Monitoring Plan(s):

The DON/her designee will review all
incident reports for completeness beofore
documenting the report on the Iheident
Log, Findings will be discussed at the
IDT meeting to determine the cause of
incident/injury, Further investigation
ghould be conducted by the
Administretor if indicated to assure
incident will be appropriately identified
and be reported timely. Findings will be
reported and discussed at the QAA
meeting to assure compliance.
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Findinge:

On July 20, 2011, at 7:00 a.m., Resident 9 was
observed in her room, lying in bed. She motioned
to her iag {s), a certified nureing assistant (CNA)
was called to the room and It was determined the
resident was cormplaining of pain to her leg(s).

On July 20, 2011, at 10:30 a.m,, during an
interview, through an interpreter (activity director),
Resident 9 stated she was walking upstairs
exarcising and she fell, She stated she did not
remamber who helped her up and did not feel
pain until the next day.

On July 21, 2011, at 12:15 p.m., duiing an
Interview, the director of nursing (DON) stated
Resident 8 had a diagnosis of osteoporosis and
they assumed the fracture was pathological.
They did not report the fracture of unknown origin
to the COPH.

During the investigation of complaint
#CAQD274178, a raview of Resident 9's
Admission Records, indicated she was
readmitted to the facility on June 1, 2011, with
diagnoses including status post ORIF {open
reduction intemal fixation) of the left hip, left
Intertrochanteric (hip) fracture, difficulty in
walking, osteoarthritis (arthritis in the Jolnts) and
osteoporosis (weak bones).

A Licensed Nurse Record, dated May 22, 2011,
during the 3:00 p.m., to 11:00 p.m., shift indicated
Resident 8 had complaints of paln, 8/10 (10 being
worst pain and 1 being mild pain) to her left hip.
She was assessed, given paln medication. The

JRM CMS-2687(02-00) Previoue Verslong Obeolele Event 1D WNF211 Facliity \D: CA910000017 If continuation ahoat Page 3 of 56



LU/UB/ZULL MUN L3243 FAX dees/asl

PRINTED: 00/15/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES MEB NOQ. 0938-0381_
STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF ODRRECTION IDENTIFICATION NUMBER;: COMPLETED
A BUILDING
| 056334 B. WING _07/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TATE, ZIP CODE

1340 16TH STREET

GOLDBTAR REHABILITATION & NSG CTR OF SANTA MONICA SANTA MONICA, CA 20404

4 1D SUMMARY STATEMENT OF DEFIGIENGIES 0 PROVIDER'S PLAN OF CORRECTION 08)
PREFTX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD £E COMPLETION
TAG REGULATORY OR, LSC IDENTIFYING INFORMATION) TAG CRID88-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY)
F 225 | Continued From pags 3 F 225

physician was called and she was transferred to
the acute care for evaluation.

An x-ray result, dated May 22, 2011, indicated
Resident © had a baslcervical fracture of tha left
femur with counterclockwise rofation of the
femoral head component (laft hip fracturs).

F 226 | 483.13(c) DEVELOP/IMPLMENT F226| Lomediate Cprredtive Acuon(m. 5 L TV
ss=0 | ABUSE/NEGLECT, ETC POLICIES Ugion,  verbal “notifleation of afleged
deficiént practice, the Director of
The facliity must develop and Implement written Nursing immediately re-investigated the
policies and procedures that prohibit incident report, and re-assessed
mistreatment, neglect, and abuse of residents Resident 9. Findings revealed the
and misappropriation of resident property. fracture to left hip showed by X-ray

report dated May 22, 2011 was dus 10
Qsteeporosis. IDT  mesting was

This REQUIREMENT is not met as evidenced conducted on 9/19/2011 and identified
by: resident risks for injury due to multiple
Bassd on interview and record review, the . complex medical problems. Care plans
facility's nurelng staff falled to investigate when 1 were reviewed to remain appropriate
of 28 sampled residents (9) complained of pain to and updated based on currént
her left hip. It was later determined (through assessrnent. Further investigation and
x-ray) the resident had sustained a left hip re-assessment revealed interdisciplinary
fractura but no determination was made as to the teamn wes able to identify cause of
cause (an injury of uhknown origin). Fallure to injury, and there was no evidence of
Investigata an injury of unknown origin places unsafe care, or to substantiats abuse
regidents at risk for continued injuries were noted.
(unrecognized abuse, unrecognized medical
condition and/or unsafe care of residents) and Identification of Areas with Potential
failure to protect residents from harm. for Adverse Effect:

All incident reports filed in the Incident
Findings: Report Log for 2011 were re-reviewed ,

and re-inveatigated by MDS staff and
On July 20, 2011, at 7:00 a.m., Resldent 9 was DON to assure that cause of incidents
observed in her room, lying in bed. She motioned were identified, and that  facility
to her lag (8), a certified nursing assistant (CNA) complied with the.Abuse Prevention
was called {o the room and It was determined the policy to assure residents gre protected
resldent was complaining of pain to her leg(s). from harm. None, of . the 'reports
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On July 20, 2011, at 10:30 a.m., during an
interview, through an interpreter (the activity
dlrector), Rasident 9 stated she was walking
upstairs exsrcising and she fell. She stated she
did nat remember who helped her up and did not
feel pain untl the naxt day.

On July 21, 2011, at 12:15 p.m., during an
interview, Registered Nurse 2 (RN 2) stated
Resident 9 complained of pain to her left leg and
thraugh and interpreter (activity director) she
asked her if she had fallen, tha rasident told her
no.

On July 21, 2011, at 12:15 p.m., during an
interview, the director of nursing (DON) stated
because Resident 9 had a diagnosis of
osteoporosls they assumed her fracture wes &
pathological one and therefore no Investigation
was conducted.

During the Investigation of complaint
#CA00274178, a review of Resident 8's
Admission Records indicated she was readmitted
fo the faoility on June 1, 2011, with diagnoses
Including status post ORIF (open reduction
internal fixation) of the left hip, left
intertrochanteric (hip) fracture, difficulty in
walking, osteoarthritis (arthritis in the jolnta) and
osteoporosia (weak bones).

A Licensed Nurse Record, dated May 22, 2011,
during the 3:00 p.m., to 11:00 p.m., shift indicated
Resident 9 hed complaints of paln, 8/10 (10 baing
worst pain and 1 belng mild psin) to her left hip.
She was assessed, given pain madication. The
physician was called and she was transferred to

deficient pracnma

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence:

The Administrator provided in-service
on Sept. 21, 2011 to all Department
Heads regarding proper process to
conduct incident report/Abuse
investigation. The DON also provided
in-service on Sept. 21, 2011 to all
nursing staff regarding Incidant Reports
investigation to assure completeness of
the information and follow the faellity
Abuse Prevention Policy and reporting
pratocol.

Monitoring Plan(s):

The DON of her designes will review
& ifcident reperts for completenoss
hefore documentiog the rapof! on the
Ineidint Report = Log.  Putther
iwdstigation should be conducted by
the DON/her designee to assure that all
camwses of incident wore properly
{destified and promptly rteperted.
Pindings will be reported andiscussed
at the CQI mesting for complianee.
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Continued From page §
the acute care for evaluation.

An x-ray result, dated May 22, 2011, indicated
Resident & had a basicervical fracture of the left
femur with counterclockwisa rotation of the
fermoral head compoenent (left hip fracture).

A facllity policy on Accidents and
Incidents-Investigating and Reporting, revised
2011, indicated the nurse supervisor/charge
nurse and/or the department dlrector or
suparvisor must conduct an immediate
investigation of the accident or incident. A
completed report of incident/accident form must
be submittad to the director of nursing services
no later than twelve hours after the occurrence of
the accldent or incident. The nurse
supervisor/charge nurse and/or the department
director or supsrvisor shall: complete a report of
incident/accident form and submit a copy to the
director of nursing services within tweive hours of
the Incldent or accident. Submit the original copy
of the report of incident/accident form to the
administrator no later than twenty-four hours after
the occurrence of the accldent or incident.
483.15(a) DIGNITY AND RESPECT OF
INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhancas each resident's dignity and respect in
full recognition of his or her Individuality.

This REQUIREMENT is not met as evidencead

by
Bazged on observation and interview the facllty's
nursing staff failed to promote the dignity of 2 of

F 226

F 241

Immediate Corrective Action(s):

Upoh verbal notification of sfleged
deficient practice, the Charge Nurse
respongible for the care of Residents 8
and 12 immediately informed all
nursing assistants the proper way of
moving residents when up on a shower
chair, and the proper procedure to
assure resident comfort after giving
shower. MDS staff and Social Service
ataff assessed regident .8 snd 12 for
possible feelings of embarrassnunt,
discomfert and confusion. -  Findings

2201
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26 sampled residents (8, 12). Resident8, a individuel /vecord, without negative
cognitively impaired resident, was pulled Fndings noted to beth residents.

backwards in a shower chair from her rpom (o the
shower room and back, Resident 12 was left
comnpletely exposed during a bed bath. Failure to
covar residents during their bed baths and
transport a cognitively impaired resident in a
forward position creates the potentlal for feelings
of embarrassment, discomfort and confusion,

Findinga:

a. On July 19, 2011, at 11:45 am, Resldent 12
was observed during a bed bath. Aftar removing
the resident's gown, Certified Nuraing Asslstant 1
{CNA 1) did not cover the rasident with a towel or
bath sheet, but left the resident completely
exposed during the entire bath.

A review of the medical record indicated Resldent
12 was admitted to the facllity on October 8,
2010, with diagnosaes including history of a stroke,
muscle weakness and dementia (loss of
intellectual function).

A resident care plan, daled Aprll 20, 2011,
addressed Reaident 12 needing assistance with
hia activilies of daily iving. The nursing
interventions included dressing and undressing
the resident appropriately and providing privacy.

Tha licensed nurses' notes, dated July 20, 2011,
indicated Resident 12 was alert and oriented x 2.
Resident 12 required limited o extensive
assistance with bathing and dressing.

On July 19, 2011, at 3 pm, Resident 12 stated the
CNA leaves him uncovered all the time when he's

Identification of Areas with Potential
fer Adverse Effect:

All CNA’s were closely observed by
the Director of Staff Develepment,
during provision of shower ito all
schocduled residemts, to asmue staff
transported resident up on thé shewer
chpir in forward pogition from thelr
respective rooms to the shower roem,
and residents are covered with a bath
blanket afier being bathed. None of the
residents due for shower were found
affectsd by the alleged deoficient
practice,

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence!

The DSD and RN Supervisor will do
daily spot checks of CNA's providing
ghower 1o cnsure that residents are
transported in a forward position and
properly covered during and after bath.
Ono-on-one in-service will be provided
if shower and bed bath policy is not
followed. The Director of Staff
‘Development provided in-service om
9/21/2011 to all nursing staff about the
facility policy and procedure on giving
.. a bed bath, and will continue to provide
"1 the in-service onm glving a bhed, bath
polity and pracedure every two months
for stx months, .

JRM CME5-2687(02-80) Provigus Veralone Qbaolats
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ing clea , bu ad h bab o, Direci Nursiirg/her. designne
getting cleaned up, but agrsed he probably asd IDT  members” “will mondter

should cover him up. isplementation through daily reunds,

A facility policy and procedure on "Glving a bed aud obtain information ffom Resident

bath” dated 2011, indicated a bath blanket shouid Coupoil meetings regarding concerns
be used to cover the resident and the resident andl juaues about Dighity and Respeot of
shouid remain covered as much as possible. In - Individuality. Findings will be vepsntod
addition, only ons part of the body should be to CQI meeting to Assure compHange.

bathed at a $ime and each part of the resident's
body should be covered after being bathed.

b. On July 18, 2011, at 8:30 a.m., during the Initial
tour of the facility, Registered Nurse Supervisor 3
(RN 3) stated Reskient 8 was alert but confused,

very hard of hearing and visually impalred.

On July 18, 2011, at 9:45 a.m., Resldent 8 was
obsgerved lying in his bed with a fixed stare,
When hls name was spoken by the Surveyor, he
starad at tha Surveyor with a confused looi,

On July 18, 2011, at 10:03 a.m,, and 10:50 am,,
Reeldent 8 was observed sitting in a shower chair
baing pulled by Cerlified Nursing Assistant 2
{CNA 2) backwards from hig room, down the
hallway, to the shower room and back to his
room.

A review of Resident 8's Admission Records
indicated he was admitted to the facility on
December 11, 2010,

A Minimum Data Set (MDS) Assessmant, dated
June 23, 2011, indicated Resident 8's cognitive
skilia for dally declsion-making were moderately
impaired,

F 248 | 483.15(e)(1) REASONABLE ACCOMMODATION F 248
s8=D | OF NEEDS/PREFERENCES
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SUMMARY STATEMENT OF DEFICIENCIES

A resident has the right to reside and recelva
gervices in the facllity with reasonable
accommodations of indlvidual needs and
preferences, except when the health or safety of
ths Individual or other resldents wouid be
endangered,

This REQUIREMENT I3 not met ag evidenced
by:

Basad on obsarvation, Interviaw, and record
review, the facility’s nursing staff falled to ensure
1 randomly eelected rasident (RS 28) had a call
light that was accesslible to her. Fallura to ensure
residents are able to ask for assistance by having
their call light within reach places the resident at
riak for lack of care and services.

Findings:

On July 21, 2011, at 2,60 p.m., RS 28 was
obssrved sitting in a wheelchair on the left side of
her bed near the footboard. RS 28 bagan fo yell
as though she was trying to get someone's
attention (she did not speak English and was not
understood by the Surveyor). When asked by the
Surveyor, "Do you want your nureée?™ RS 28
responded, "Nursel Nurse!" RS 28's call light
was observed on the floor on the right slde of the
resident's bad wrapped around the upper bed rail,

On July 21, 2011, at 3:00 p.m., during an
interview, Certified Nursing Assistant 3 {CNA 3)
stated she was the nurse who was assighed to
RS 28 and had transfarred hat to her wheelchair
earlier. She stated she should have made sure

deficient practme ‘the Charge Nurse and
the Director of Staff Development
immediately placed the call light of
resident 28 within reach, checked its
functioning, and that resident knew how
to uss the call light. Regidear 28 was
assessed to identify needs via m
interpreter. Resident 28 needs were
rendered and made resident comfortable
and safe.

Identification of Areas with Putential
for Adverse Effect;

The Director of Staff Development and
Charge Nurses immediately did resident
toom rounds to assure that all calt Hghts
are properly placed, working, ard mads
aeccessible to resident whenever resident
needs to use call light for aszistance.
None were found affected by alleged
deficient practice.

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence:

The DON/ her designee provided in-
service on 9/21/2011 to all facility staff
regarding facility policy and procedures
on Resident Rights to reside and receive
gervices including use of call light for
need or assistance., The DSD will
coptinwe to provide this in-service en
monthly basis for 3 months. '

04) ID o PROVIDER'S PLAN OF CORRECTION e
PREFIX ({EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE OATE
© DEFICIENCY)
F 246 | Continued From page 8 F248( Immidiate c&;raeﬂwe Actton(a)y: ey o 1|
Upoii catien of alsged
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uniocked. These deficient practices may creats
an unsafe environment that may lead to injury
(e.g-- 8Kin tears, falls), and attract pests due to
unsanitary conditions,

and installed a new exhaust fam in
Shower Room B31

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {(EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROYE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 246 | Continued Fram page 8 F248| Mosnitoring Plan(s): _
the resldent had accass to her call light befaore Whe DON/ her designoe will seview
she left the room. Residont Council meeting documents to
identify concemms regarding prompt
A raview of RS 268's Admission Records indicated aitention to resident needs, provisien of
she was readmitted to the facllity on June 21, care, and reports from [DT memabers
2010, with diagnoses including Parkinson's deily room rounds. Findings will be
disease (a progressive disorder of the nervous regotted md disoussed at te CQI
system that affects movement), psychosia niteting 10 ssure compliance.
(abnarmal condition of the mind), and dementia )
{(a serious loss of mental ability). _
F 253 ) 483.15(h}(2) HOUSEKEEPING & F 253| Nmmediate Corrective Action(s):
&8=£ | MAINTENANCE SERVICES The #cility has taken the following
The facility must provide housekeeping and
maintenance gervices necessary to maintain & Comctlom for July 20, 2011 Findings:
sanitary, orderly, and comfortable interior. Light Cover in the laundry room 7.23.2011
was replaced
2. An exhaust fan was installed in the 8.10.2011
This REQUIREMENT is not met as evidenced fu:;ic bathroom located in the
by: obby,
Based on observation, interview, and policy 3. Soraped rusty metal off, smoothen £.09.2011
reviaw, the housekeeping and maintenance staff sharp edges, repaired and painted
failed to ensure residents' equipments and door frame of shower room B23
common areas were maintained in a sanitary and 4. Adjust the hot temp to a lower 7.23.2011
ordarly manner by having unpleasant odors, degreo (not to exceed 120° F)
dirt/dust/maold build-up, non-funetianal lights and 5. Installed new exhaust fan in 9.08.2011
exhaust fans, missing faucet handles and antiakid Shower Room B22
tapaes on bathroom floors, peeling paints on the 6. Scraped custy metal off, smoethen 4.09.2011
celling and walls, broken tiles/walls/window sharp edges, repaired and paimted
screens/door frames/equipments, dirty curtains, door frame of shewer room B22
unlabeled residents’ personal used itams, dratna 7. Removed pecling plastic material 8.09.2011
filled with debris, loose shower heads and and repeinted ceiling in Shower
elactrical outiet covers, hot water more than 120 Reom B22
dagreas Fahrenheit, and Janitor closets left 8. Clesaned off mildew on wall surface 9,12.2011

RM CMS-2587(02-09) Pravious Veralonz Qboolete
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4y 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORRECTION o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMELETION
TAG REQULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 253 | Continued From page 10 F253| 9 Muintenence deparument i in 10.21.2011
process of feplacing antl-skid tape
Findings: $ar Shower Room B31
10. Inatalled a new exhaust fan in the 8.09.2011
On July 20, 2011 from 8:10 a.m. to 11:00 a.m., bathroom of Room 308
duting a general abservation tour of the facility, in 11. The wall was fixed and repainted 8.09.201%
the presence of the maintenancs staff and the 12. Replaced the shower curtain to the | 8.02.2011
administrator, tha following were observed: shower room by room 309 with &
new one.
1. There was a missing light cover and cracked 13. Ffteplace blue material covering 10.21.2011
flight cover In the laundry room. linen cart stored inroom 310,
14. Maintenance department i in 16.21.2611
2. There was a strong odor in the public bathrootm process of replacing anti-skid tape
located in the lobby. During an interview with a for Shower Room B34
maintenance staff member at the tima of 15. Facility replaced the broken §.02.2011
observation, he stated there was no exhaust fan. GeriChair.
16, Wall surface in room 415 was s.04.2011
3. The door frame to Shower Room B23 was in repaired.
disrepair. The base of the frame was rusted, had 17. Installed new window screen in 8.04.2011
holes and had sharp edges. room 423
18. Shower room B42 gelling was [ 10.22.2011
4. The hot water to Shower Room B23 measured repainted; shower curtain replaced.
122 degrees Fahrenheit. A maintenance staff Maintenance department ia in
member stated at the time of the observation that process of replacing blue cushion
the water temperature should not exceed 120 on shower chair and installing aati-
degrees Fahrenheit. skid tape for Shower Room B42.
19. Vacuum and cleaned Exhaust fan 9.06,2011
5. Il?a exhauet fan in Shower Roamn B22 did not in the public bathroom, by roem
work, 408 .
20. Installed protective cover to the 7.22.2011
6. The door frame to Shower Room B22 was lighting in the eorridor by room
broken and rusted. 404; also replaced light diffuser.
21. Maintepance department i3 in 10.21.2011
7. There was peasling plastic material on the process of replacing anti-skid tape
ceiling around the lighting In Shower Room B22. for Shower Room B40
22, Maintenance department i3 in 10.21.2011
8. The exhaust fan in Shower Room B31 did not process of replacing anti-skid tape
work. There was milildew observed on the wall for Shower Room B52
surface in the shower room. 23, Facility replaced gerichair 8.02.2011

WAM CmE-2587(032-99) Pravious Veralons QObaolete

Evant I0: WNFZ {1
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F 263 | Continued From page 11 F253|  Cormoetions for Suly 18, 2011 Fiadings:

9, There was missing anti-skid taps on the flaor In
Showsr Room B831.

10. There was dust bulld-up on the exhaust fan in
the bathroom of Room 308.

11. The wall was damaged in the shower room by
Room 309. The walls also had brown stains and
there were broken cerarnic wall tiles,

12. Tha shower curtain lo the shower room by
Room 309 had brown and yellow stains,

13. The bljue material covering the linen cart
stored in Room 310 was tattered and had frayed
ends.

14. There was missing anti-skid tape on the floor
and thare was peeling paint on the celling to
Shower Room B34 by Room 321.

15. There wera torn armrests to the Gerl-chair
stored in the corridor by Room 418,

16. The wall surface in Room 415 was In
disrepair. There was a 5-ft horizontal scrape on
the wall surface, During an intsrview with the
administrator at the timea of tha obsarvation, he
stated equipments hit the wall which causes the

scrapes.

17. Thara was a torn window scraen [n Room
423,

18. There was missing antl-skid tape an the floor,
peeling purple paint on the ceiling, dirty shower
curtain and a toern blue cushion to the shower

1. Ewmediately notificd howsskenping
to clean up the room; and
maintenance regrouted the tiles,

2. Poet rest was removed and
relocated to & safer area.

3. Air conditioning units in rooms
301, 302, 303, 104, 306, 307, 308,
309, 310, 313, 215, 316, 318, 219,
320, and 321 wers cleaned.
Vacuum coil, filter end clean
housing as a preventive measure

4. Facility Replaced Gerichairs

5. Bed pans and wash basine and

urinals were all labeled.

6. Removed peeling paint and re-
touch wall paint

7. Shower curtain was replaced.

Diginfected and cleaned both walls
and floor. Regrout floor tiles
3. Repiaced the toilet lid in room

room 309

9. Secured wall receptacle cover in
rooms 312 and 316

10. Replace lock with the store room
door knob.

{dentification of Areas with Potential
for Adverse Effect:

The  Administrator  directed  all
deparment heads to include the noted
deficient items on their weekly round
audit; most items that are found
deficient are brought up to the stand up
meeting for immadiate action.

18.09.2011

7.18.2011
7192011

4.02.2011
T.272011

1.272011

§.09.2011

8,16.2011
7.19.2011
8.24.2011

;EM CME-2827(02-99) Previoua Yorsions Obaclala

Event ID:WNFZ11
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04) 1D SUMMARY STATEMENT OF DEFICIENGCIES D PROVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX H CORRECTIVE ACTION 5HOULD BE CAMPLETION
TAG REGULATORY OR LIC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENCY)
F 253 | Continued From page 12 F 253 gystpmic Change(s) & Measwra(s) of
chair in Shower Room B42. Pravention for Reoceurrence:
The Adniniswratr bas developed & teol
to include the items, listed as

19. There was dust build-up to the exhaust fan in
the public bathroom by Room 408.

20, There was a missing light protective cover to
the lighting in the corridor by Room 404, In
addltion, one of two lights only works leaving the
area dark.

21. There was torn anti-skid tape on the floor of
Shower Room B40 by Room 404,

22. There was tom anti-skid tape on the fioor of
Shower Room B52,

23, There werse tomn armrests to the Ger-chair
stored in the corridor by Room 518.

On July 18, 2011, at 8:30 a.m., during the Inltial
tour of the facility and throughout the remainder
of the survey the following was observed:

1. The shower room near Room 301 had muitiple
items of trash and debris in the shower floor
drain, such as gioves and plastic covers from the
razors. There was mold In the grout of the floor
and wall tile. The shower room had dirty/used
towels In it, the handie was missing from the
faucet, and the shower head was not attached to
the wall. There were wash basins on the floor
uniabeied. The non slip device that was on the
fioor was partlally missing.

2. A storage room next to Room 201 had
wheslchair feet rest on the floor in froant of the

door.

deficlencies, on the room poumd
inspection held by the department heads
on a waekly basis.

v by A e FBRRLS e e R
The Adminiswator sad/or desigmoe will
reviow the reom roond audit reports
weekly; &nd address all repairs a3
posded. Findings will be reported and
be dispussed at the CQl meetimg to
assure compliance.

IDRM (CM3-25a7(02-00) Pravious Varsions Obaelate

Event 1D: WNFZ11
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v} SUMMARY STATEMENT QF DEFIQIENCIES [0} FROVIDER'S PLAN OF CORRECTION
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F 263 | Continued From page 13 F 253
3. Air conditioning units in Rooms 301, 302, 303,
304, 306, 307, 308, 309, 310, 313, 315, 316, 318,
319, 320, and 321 were obsarved with dirt, trash
dsbris and/or what appeared to ba food debris in
the vents,

A facility policy on Air Conditioning Systems,
dated January 2011, indicated monthly preventive
maintanance will include cleaning {vacuum or
blow out) facility air intakes and air vents and to
clean around system and system itself.

4, Multiple armrests on wheelchairs and Gerl
chairs wera observed cracked, tom and/or with
the foam visible or protruding.

5. in Room 303, the bed pan and wash basin
were nof labeled. In Room 311, the urinal was
not labeted.

6. Multiple walls had peeling paint, paint that was
missing and/or patched over.

7. The shower room near Room 309 was
malodorous, had mold on the floor, the walls were
stained and had holes in them and the shower
curtain was stained.

8. In Reom 309, the toilet lid was off of the tailet
and leaning agalnet the wall.

9. In Rooms 312 and 316, the electrical outlet
cover was not securad to the wall

10. The janitor closet near Room 317 was left

ajariuniocked. The room had multiple bottlas of
chemicals inside of if. There was a room next to
It, which was also left unlocked with chemicals in

WM CMS-2567(02-99) Frevious Versions Obsolets Event ID: WNFZ11 Facility ID: CA91 000017 If continuation aheet Page 14 of 58



PRINTED: 09/
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPIQ%%!OE‘II;

CENTERS FOR MEDICARE & MEDICAID SERVIC B NO. 0838-0391

STATEMENT OF DEFICIENCIES (}1) PROVIDER/SUPFLIER/CLIA {%2) MULTIPLE OONSTRUCTION ((3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
| 056334 8. WikG 07/26/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1340 15TH STREET
QOLOSTAR REHABILITATION & NSG CTR OF SANTA MONICA SANTA MONICA, CA 90404
4) 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION e
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 253 Continued From page 14 F 263
it
A facility policy on Location of Hazardous
Chemical, revised 2011, Indicated all storage
areas are kept locked at all times
On July 18, 2011, between 8:30 a.m. and 9:30
a.m., during an Interview, Ragistered Nurse
Supervisor 3 (RN 3) stated she would bring the
findings to the attantion of the appropriate peopls. .
F 286 | 483.20(d) MAINTAIN 15 MONTHS OF F286| Immedlate Corrective Action(s): 7212011
$S=F | RESIDENT ASSESSMENTS - Upon verbal wotification of elleged
deflcient practice, the MDS Coordinator
A facllity must maintain all resident assessments and assessment nurse staff immediately
completed within the previous 15 montha in the filed the 15 months assessments for the
resident's active record, following:
a. Residents 7, 8 9, 21 and 22 on
This REQUIREMENT is not met as evidenced their individual medical recerds.
by. b. Residents 4, S, 6, and 19
Based on interview and record review, the sssessmonts were filed on their
facllity's nuraing ataff failed to ensure all Minimum respective  medical  recerds
Data Set (MDS) Assessments weare kept in the available for review,
active records, Failure to ensure the MDS
Assessments warae accessible to staif places Identification of Areas with Potcntial
residents at risk for non continulty of care. for Adverse Effect;
THE MDS staff gathered all the
Findings: pssessypents of residents to provide
MDS with individval files in their
a. On July 20, 2011, at 11:22 a.m., during an respectlve Nussing Stations, for sasy
intarview, Registered Nurse Supervisor 3 (RN 3) access to  staff that will assure
stated all MDS assessments were kept on the §th continuity of care. The Administrator
floor In a common area because they had no ordered four fille cabinets with locks,
room for them in the resident’s charts and there intended for MDS3 files only to be stored
was no extra starage area for them on the 2t four dﬁﬁﬂiﬂ’ﬁ -We
resldent floors. Systemic Change(s % eashre(s) of
Prevention for Reotcurrence:
A review of Residents 7, 8, 9, 21, and 22's The DON provided in-service to MDS | $22.2011

staff and medical records staff regarding

IM CM5-2587(02-99) Pravious Versions Obsolete Evant ID: WNFZ11 Facility ID: CAB10Q0ac17 ¢ continuation shaat Page 16 of 58
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PREFIX
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X5}
DaTR

F 309
&85=D

Continued From page 15
medical records indicated thare were no MDS
Assessments avallable,

A facllity policy on Resident Asgessment
nstrument: Minimum Data Sat and Care Plan
dated November 2010 indicated each residlent's
active health record shall Include the prior 16
months of ail components of the MDS records.

b. A reviaw of Residents 4, 5, 6, and 19's medical
records indicated there were no MDS
Assessments acoessible to the surveyors during
the racertification survey.

During an interview, on July 21, 2011, the MDS
nurse stated all the MDS Asasssments are kept
on the 6th flogr In a common area becauge they
had no room for them in the resident's charts or
no extra storaga area far them on the resident
floors.

483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the facility must
provide the neceasary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of cara.

This REQUIREMENT is not met as evidenced
by:
Based on interview and racord raview, the facility
falled to medicate one of twenty six sampled
residents (1) prior to a treatment for a Stage IV
pressura ulcer (a skin sore that develops due to

F 286

F 309

ke peRCY ANa procedures en Kesdomt
Agseganent Instrament: MDS and Care
Pian, i assure that the 15 wmihe
assessment of each resident is filed and
stored st the respective Nursing Stations
for oasy access to staff for review.
Medieal Records ataff wil] audit MDS
files om weekly basis to assurs
oompleteness of records, Findings of
agdfit will be reported to the DON

W—- [ WL A T TR s LY
Nouitering Plan(s):

Thie PON/her dosignee will review the
mediceal record audit reportz weekly,
aud will randomly check the MDS fites
for completenass once every two weeks,
Pindings wil be reported amd be
digoussed at the CQI meeting to assaure
campliance.

Emrhgdiate Corvective Actiong@):
Upon verbal notification of alteged
deficient practice, the RN Supervisor
tmmediately assessed resident 1’s pain
sensetlon. Resident [ was unable to
verbally communicate feeling of
discomfort due to cognitive impairment.
Resident 15 facial expression showed
no indication of a feeling of discornfort
during the time of assessment. LN 14
administered medication as ordered, and
effect of pain meds was evaluated and
found effective as evidenced by
maintaining resident comfort. LN 13
was immediately provided In-service
regarding Five Rights of Medication
Administration,

 7.21.2011

R CMS-2607(02-89) Previoua Verslons Obsolote

Evenl iD; WNFZ11
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F 309 | Continued From page 16 F 309| Identifiention of Aress with Potential

unrelieved pressure, Stage IV pressure ulcers
have full skin and underlying tlasue loss with
exposed bone, tendons or muscles). Resident 1
had a physiclans order to be medicated thirty
minutes prior to treatment (dressing change),
The faclilty staff parformed the treatment an hour
early and did not ensure the resident had
received the pain medication. This deficient
practice hiad the patential of causing Residant 1
to suffer unnecessary pain.

Findings:

A review of Resident 1's record of admission
indicated she was admitted to tha facility with
diagnoses that included pneumonla, acute
respiratory fallura, selzure disorder and ventilator
{machine that breathes for the resident)
dependent.

A review of Resident 1's Minimum Data Set (a
comprehengive, systematic assessment tool),
dated January 18, 2011, indicated she was
severely cognitively impaired, totally dependent
on staff for ell activities of daily living (ADLs), had
a Stage IV pressure ulcar measuring 2.5
centimeters (cm.) in length, 1.4 cm. in width, and
0.5 cm In dapth, The MDS further indicated
Resldent 1 was to ba on a scheduled pain
medication regimen and that within the flve days
prior to the assessment date, (January 18, 2011},
the res!dent had required non-medication
interventions for paln.

On Jduly 20, 2011 at 7:30 a.m., Licensed
Vocational Nurse 15 (LVN 15) was asked by
surveyor to please notify the surveyor when the
treatment for Resident 1 was to be done. At 8:30

far Adiverse Effect:

AR resideuts with pressure wicers
receiving pain medications wesde fe-
assedsed, and Medication
Administration Records were reviewad
to asaure that LN administered pain
maedivations as ordered prior to wouad
treatment. None were found affected by
alleged deficient practce.

Systemic Change{s) & Measurefs) of
Prevention for Reoccurrence:

The DON provided in-service to all
Licensed Nurses about the Wound Care
Protocol, and the Rights of Medication
Adminisization. RN Supervisor will
monisor Treatment Nurse to
communicate with LN medication nurse
to assure residenmts with pressure uloer
are administored pain medication as
ordered prior to wound treatment on
dally basis.

Monltoring Plan(s):

Treatment Nurse will obtain the [ist of
residents with pressure ulcers with order
of pain medication prior to treatment.
Tx Nurse will then coordinate/
communicate with the Medication
Nurse to assure pain medication order
will be administered befors wound
weatment. DON/her desighee will
observe Tx nurse during wound care to
identify LN complies with facility
policy on Wound Care protecel.
Findings will be reported and be
discusged at the CQI meeting for
compliance.
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a.m., when LVN 13 wag reminded of the
observation, he stated he had already done the
treatment on Resldent 1's Stage IV presasure
ulcer. When asked if the resident had received
her pre-treatmant medication, LVN 13 said no, he
had not notified the medication nurse to give the
resident the medication early, LVN 13 further
statad the resident does grimace sometimes
while the treatment i3 being dene, but she had
not done so that morning.

On July 20, 2011 at 8:10 a.m., LVN 14 stated she
had administered Resident 1's pain medication at
8:30 a.m., In preparation for har treatment at 9
a.m. LVN 14 stated she had not been informed
the resldent's treatment was to ba done at an
earlier time,

A reviaw of the physician's orders, originally
ordered May 23, 2011, and updated on July 2011,
Indicated Resldent 1 was to recalve Tylancl 640
mg/20 milliliters every day, thirty minutes prier to
wound traatmant for pain.

A raviaw of Rasident 1's plan of care, dated
January 18, 2011, and updated on July 2011,
Identified providing pain madication as cne
approach the facllity would use to manage
Resident 1's pain.

A review of the facility's undated Pressure Ulcer
Traatment policy indicated pain control as one of
the five Intarventions necessary for effective
pressure ulcer care. ;
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR Fa12( Immediate Corrective Actien(s): 7.21.2011

=p | DEPENDENT RESIDENTS Upon ‘verbal Rotification of alloged
ssp deficient practice, the RN Superviser
immediately assessed residents 5, 8, and

12 of their physical condition

—————
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daily living receives the necassary services to
malntain good nutrition, grooming, and personal
and oral hygiene,

This REQUIREMENT it not met as avidenced

Basad on obsarvation, Interview, and racond
review, the facility's staff falled to ensure 3 of 26
residents (5, B and 12) receivad a complete
shawar, appropriate Inconfinence care, were
provided oral hygiene and had body wash used to
clean them rinsed off during a bed bath.
Resldent 5 was Incontinent of feces and the
certified nursing assistant (CNA), who was
assigned ta ¢lean her, neglected to clean her
vaginal area, also neglected to clean behind her
left stump. Resident 8's mouth was cbaarved
with a thick white substance, which was not
cleaned. During his shower hie back, buttocks,
thigha and ears were not cleaned. CNA 1 failed
to completely clean Resident 12 during
incontinence care, offer or provide cral ¢care and
failed to rinse the body wash off during a bed
bath. Failure to provide cral care, completely and
thoroughtly clean a resident during a bed
bath/shower and failure to provide incontinence
care places rasldents’ at rlsk for bad breath, oral
infection, dry, irritated skin, skin breakdown and
body odor.

Findings:

al. On July 18, 2011, at 9:20 am, upon entering
Resldent 12's room, thera was a atrong odor of
stool noted. Resident 12 was lying in bed with &
foided draw sheet undemeath him, a hospital

N ‘;“ [}

2. Rasident 12's incontinent cave of
bowel - functioning. The CNA
@ssipned to resident 12 was
ingtructed and observed by RN
Supervisor, to clean completety,
resident buttocks and chdnged
clean pants, and kept resident
clean, dry and odor free, CNA
propesly  dressed resident to
maintain well-being and dignity,
snd positioned resident in bed
comfortably and safely, CNA 1 was
immediately provided an in-service
by DSD on ADL care procedures,
Implementing  intervention  as
planned such as to apply lotion/skin
protectant after bath on 7/18/2011,

b. Rezident 5'9 incontinent care of
bowel functioning. RN Supéervisor
re-nssessed regident’s perineal avea
including behind the ls® stump to
assure resident remains clean, neat
and odor-fice, CNA 4 was
immediately provided in-service
and skills competency evaluation
on proper procedure in providing
perincal care including stump care
and proper rinsing residents after
bath on 7/20/2011,

¢, Resident 8's oral Thygiene,
cleanlinesa of behind the ear, and
back. RN Supetrvisor immediately
assessed resident’s overall
appearance, CNA 2 was instructed
and observed by RN Suparviser
during ADL care, to assure resident
8's personal hygiene care including

RM CMS-2667(02-99) Pravious Versions Obsolata
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gewn on and his pants down around hla lower
legs. The draw sheet was observed with stool on
it, covering an area measuring approximately two
to thrae Inches In dlameter, As the CNA 1 tumed
the resident onto his left side, stool was observed
smeared on the back upper right sidas of the
diaper and on the reaident’s skin. CNA 1 wag
repositioning Resident 12 in order to pull the
resident's pants up over the soiled diapar. CNA 1
did not stop untit the surveyor intervened ang
questioned him about the atool on the bed, the
diaper and the resident's skin. When Realdent
12's dlaper was opened, the skin around the
perineal area had a ysllow-brown color, which
was the same color as the stool observed on the
diaper and the draw sheet CNA 1 had to re-clean
Resident 12'e perineal area and stool was
observed on the wash cloth approximately three
to four times after wiping the resident.

A review of the medical record Indicatad Reeldent
12 was admitted to Lhe facility on October 6,
2010, with dimgnosaes including muscle weakness
and clostridium difficile (infectious diarrhea).

A resident care plan, datsd October 6, 2010,
addressed the concemn of Resident 12's self care
deficit. The nureing interventions included
providing the resldent with assistance while
changing clothes and keeping the resident naat,
clean and odor free.

According to a urinary and bowel incontinence
assesament, dated April 20, 2011, Resident 12
was frequently incontinent of bowel function and
used incontinent pads.

A resident care plan, datad April 20, 2011,

appropriately. Resident 3's mowth
wis cleansd, all surfaces of the
bedy were washed thoroughly and
applied lotion as planned RN
Supervisor and CNA ingpected
both of resident 8’s ears, and kept
cleaned. Residant R was properly
dressed 10 maintain well-being and
dignity. CNA 2 was provided, in-
e ‘wagmm oil.itte
© L e fyeility pULE Y emADL care. T

Tdenttfication of Areas with Potential

for Adverse Effect:
The RN Supervisor and MDS
Coordipator assegsed all residents

dependent on staff for provision of
ADL care. None were found affestsd by
the alleged deficient practice.

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence:
DSD provided in-service to all CNA

togarding facility policy on
Provision of ADL c¢are on
7/20/2011, and will contloue to

provide monthly for 6 months, DSD
will perform spot check and
observation of CNA skills during
provision of ADL care. Findings
will be reported to the DON/her
designee. Charge Nurses will assess
resident physical appearance during
change of shift rounds and during
medication pass, and will provide
ADL care promptly as indicated.
Findings will be communicated

IR CMS-2587{02-09) Previous Versions Obsolete
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addressed Resident 12 needing assistance with decumentation for follow-ubi and
his activities of dally living. The nursing continuity of care,
interventions included providing the rasident with
clsan clothes, thoroughly cleansing the resident Monitoring Plan(s):
after every eplsode of incontinence and checking DO/ her designee will review the
the resident frequently for soiling, DSD report, and will do daily rounds to
observe residents® overall appearence te
A review of the licensed nurses notas, dated July agsure that residents maintain their well-
20, 2011, indicated Resident 12 was alert with beij and dignity, aeppcar neat,
periods of forgetfulness. Resldent 12 required rigble, and odor-free. Findings
extensive assistance to being totally dependent will ke reported and disoussed at the
on the staff with his toilating needs. In addition, QI swetings for cempliance,
the notes revealed Resident 12 waa recelving
antibiotics (Vancomyein) for his clostridium
difficila.
On July 18, 2011, at 9:50 am, CNA 1 agreed
there was stool on the draw eheet and the
resident's diaper. CNA 1 acknowledged that
Resident 12 was not completely clean.
a2, On July 19, 2011, at 11:45 am, Resident 12
was observad during a bed bath. CNA 1 bathed
the resident with Dermarite body wash, however
he did not rinse the soap off of the resldent’s skin.
Upon complation of the bed bath, CNA 1 did not
offer aral hyglane or apply lotion to the resident's
skin.
A review of the label on the body wash Indicated
the soap was to be rinsed off after bathing the
resident
A resldent care plan, dated October 6, 2010,
addressed Resident 12 belng at risk for skin
breakdown. The nursing interventions included
providing the resident with good skin care when
giving & bed bath and applying lotions and skin
yRM CME5-2667(02-96) Pruvious Verslons Dbaclals Event [D; WNFZ11 Facilty ID; CA810000017 If continuation sheat Page 21 of 56
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protectant.

A review of a facility policy and procedure on
“Giving a bed bath" dated 2011, it was indlcatad
soap has a drying effect on the skin and the skin
should be rinsed well,

b. On Juiy 20, 2011 at 8:08 a.m., CNA 4 was
observed providing care to Reeldent 5. The
resident was incontinent of loose/watery stools
and when CNA 4 cleaned the resident she
cleanad her from the backside, CNA 4 did notdo
the following, tum the resident on her back to
open the resident’s legs, clean betwaen the
thighe and vaginal area and did not ¢clean behind
the resident’s left stump.

A review of tha resident'a clinical record disclosed
Residen{ 5 was admitted to the facillty on July 13,
2011, with diagnoses that included acute
respiratory failure and contracture of the lower left
leg joint. The resident was assessed having
severa impairment of her cognition and was
totally dependant on staff for har care needs,

Whan interviewed on July 20, 2011 at 11:15a.m.,
CNA 4 ztated she should heve opened Resident
§'s legs to ¢lean her better and sha never thought
about cleaning behind the stump.

c. On July 19, 2011, at 9:45 a.m. Resident 8 was
observed in his room, lying In bed on his back.
His mouth was open and thick mucous was
obsarved on the left side of his mouth. On closer
Inspection of the Ingide of the resident's mouth a
thick white substance was noted to be on the
upper palate of tha regident’s mouth down to his
posterior tongue. At 10:03 a.m., Resident 8 was

RM GMS3-2507(02-99) Previoua Varsions Obaoiste Event {0 WNFZ11 Foclity |D: CAST0000017 If continualion shaot Page 22 of 55
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taken to the shower room and was observed
while CNA 2 cleaned Resident 8 during a shower.
The resident was cleaned while sitting on a
shower chalr with a mesh backing. During the
shower, CNA 2 did not raise the resident's back
from the mesh baking of the shower chair in order
to wash his back, She neglacted to wash his
buttocks, back of his upper thighs, Inside and
bahind his ears. At 10:26 a.m., the resident was
teken back to his room prior to drying his lower
extremities. He was placed back in bed covered
with a facility gown without applying lotion to his
body. Resident 8's mouth was left uncleaned and
the thick mucous that was noted earlier (8:45
a.m.) was still pragent in his mouth,

On July 18, 2011, at 10:50 a.m., CNA 2 stated
she had to leave fo help another resident and had
completed her morming care with Resident 8,

On July 18, 2011, at 10:50 a.m,, during an
Intarview, Licensed Vocational Nurse 3 (LVN 3)
stated [t was the responsibility of th@ nursing staff
to observe if the resident needed suctioning. He
stated he did not notice the resident had a thick
mucous plug at the back of his throat and no one
had reported it to him,

On July 20, 2011, at 10:25 a.m., during an
interviaw, CNA 2 acknowiedgsd It was difficuit to
clean the back of residents who were sltting on
shower chairs especially if they were not able to
help lift up. She stated she forgot to clean the
resident's mouth and should have noticed and
reported the mucous o the charge nurse.

A review of Resldent 8's Admission Records
indicated he was admitted to the facility on

|
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December 11, 2010, with diagnoses including
cerabrovascular accident (stroke), dysphagla
(difficulty swallowing), gastrostomy placement (a
tube inserted into the stomach to recelve nufrition
and madication), and tracheostomy (a surgleal
opening in the neck to assist with breathing).
A Minimum Data Set (MDS) Assessment, dated
June 23, 2011, indicated Resident 8's cognitive
skills for daily decision-making were moderately
impalrad and was totally dependent on the
nursing staff to compiets his activities of daily
fiving (ADLs), such as personal hyglene and
bathing.
A facility policy on Mouth Care, revised 2011,
indicated the purpoae is fo keep the resident’s
lips and oral tissues moist, to cleansa and
frashen the resident's mouth, and to prevent
infections of the mauth. . . . .
F 314 483.25(c) TREATMENT/SVCS TO F 314 ‘Uﬂ;;'d;';?bﬁ“ﬁg:ﬁ*mm:'f(% oged 7.19.2011
ss=0 | PREVENT/HEAL PRESSURE SORES dofioient ice, the Treatment N
Based on the comprehensive assessment of a imediately removed the fitted sheet,
resident, the faility must ensure that a reaident dra ’h“t’ﬂt;"l"h“"l.‘s'l"“d "‘cm‘m"“;
who enters the facllity without pressure sores brief from the low "‘f]‘; 083 l‘“““’b“’ o
does not davelop prassure sores uniess the Resident 8 to effectively o enciit
individual's clinical condition demonstrates that resident from ﬂ?"e. of low air loss
they were unavoidable; and a regident having mattress that will eid .g‘;‘”’f“d healing,
pressure sores receives necessary reatment and Resident 8 was provided with a chuek
services to promote haaling, prevent infection and ‘:’d::s “:;t b‘é?;‘;‘;in:‘:;r mﬂgﬁg
d lo . 33099Mmy
pravent new sores from davaloping called the attention of the responsible
party for en IDT meeting and discussed
This REQUIREMENT is not met as evidenced the risk and benofits of using extra
by: linens while resident is on low air loss
Based on observation, interview, and record mattress for wound menagement and
raview, the facility’s nursing staff tailed ta ensure g:"eﬂﬂ"“ of recurrence of skin
akdown,
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they used a low alr loss maftress effectively (by for Adverse Effect: _
not using more than one Incontinent absorbency Treagment Nurse and RN Swperviser
product) for 1 of 28 sampled resident's (8), who assessod afl residents on low air less
was admitied to the facility with multiple pressure matess and inspected the proper use of
ulcers, was at risk for recurrence of pressure linems, cotton draw sheet, and
sores and was prescribed a low air logs mattress. incontinent pad or brief. Provision and
Failure to use a iow air loss mattress effectively use of these items may be indicated
places the resident at risk for non-healing of dopending on the weight and size of
current pressure sores and development of new regident for turning and repositioniag to
pressure sores. nssure resident’s maximum benefit of
fow air loss mattress. None wers found
Findings: affocrad by the alleged deficient
praciice.
On July 19, 2011, at 7.02 a.m,, Residsnt 8 was
observed in his room sleeping on a low alr loss Systemic Change(s) & Measure(s) of 9,22.2011

matiress. On top of the matiress was a fitted
gheat, a draw sheet, two chucks and the resident
had a dlapsr on.

On July 19, 2011, at 10:28 a.m., Resident 8 was
transferred bhack to his room after the completion
of his shower. He was placed back Inbked on a
jow alr [oas mattress, which was covered with a
fittad sheat, a draw sheat, two chucks and the
rasident had a diaper on,

On July 19, 2011, at 10:30 a.m., during an
Interview, Certifisd Nursing Assistant 2 (CNA 2)
stated the family requested the sheets be put on
the bad.

A review of Resident 8's AdmIisslon Records
indicatad he was admitted to the facility on
December 11, 2010.

A Care Plan, dated December 12, 2010, indicated
Resident 8 was high risk for further development
of pressure ulcers related to fragila skin,

Prevention for Reoccurvence:

DON provided in-service to Licemsed
Nurses and CNAs regarding Skis Care
and Wound Management Policy wand
Procedwesa with emphasis on the use
and eare of low air loss matiress.
Wound Care specialist also provided in-
service to all nursing staff to fiorther
explain the policy on the low air losa
mattress  system on  9/22/2011, In-
service to all nursing staff on Skin Care
gnd Wound Management wid be
provided once every 2 months for 6
months. . :
Monitoring Plan(s):

DON/her designee will perform daily
rounds to assess resident proper use of
the low air loss roatiress, and avoid over
padding the mattress which may cause
further skin breakdown. Findings will
be reported and discussed at the CQl
mesting to agsure compliance.
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Incontinence of howsl and bladder, decreased
mability, requires assistance with activities of
daily kving, Impailred cognition, diabetes, requires
the head of his bed elevated due to medical
necessity causing pressure on the sacral, caceyx,
buttocks area, admittad with pressure uicers on
his right medial buttocks, left trochanter (hip) and
right heel. A goal established for the resident
was 10 minimize the risk for developing pressure
ulcers. Approaches used Included assessing the
resident using the Braden assessment taol,
providing the resldent with a pressure relieving
device when in bed and using a low air loss
matiress.

According to the Eraden Scale-for Pradicting
Presaure Sore Risk, dated December 11, 18, 25,
2010, Resident 8 scored 10. A total score of 12 or
less repragents high risk for developing pressure
sores.

A facility policy on Low Air Los Therapy, revised
2011, indicated low air tharepy mattress systems
are provided with a loose fifting covar sheet that
the resident may lia on directiy,. Those top sheets
are water resistant and agasist in the prevention of
friction and shear. An additlonal linen fop sheet 1s
not nacacsary for these therapy surfaces and
may be contraindicated for wound healing. If a
ragident is incontinent of bowsl and/or bladder
then the following guidelines should be followed:
Incontinent praducts containing plastic lining
should not be uged on low air loss surfaces
bacause these products inhibit the effect of low
air loss tharapy and prevent the exchange of air
for moisture control. Care should be taken to
avoid plastic lined disposabla briefs and pads an
low air loss mattresses. The preferred practice
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inciudas use of a apaciallzed, breathabla
incontinent pad or brief to absorb incontinency
and assist in turning and repositioning if desired.
Linens must always be kept to a minimum. In
some cases, a single cotton draw sheet along
with one bresthable incontinent pad or brief may
be indicated depending on the weight and siza of
the resident. Avold muitiple layers of linens under
the reslden since this may cause bunching and
be contraindicated for wound managemant and
pravantion. Care shouid be taken to avold
"double padding”. This refers to a resident that s
utilizing more then one incontinent absorbency
product i i 9:22.2011
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, 315 Immediate Corrective Actionteh :
=D | RESTORE BLADDER Upom verbal metification of aliegml
deficient practice, she RN Superviser
Basad on the resident's comprehensive immodiately assessed resident 19
assesement, the facility must ensure that a regarding continuous use of folay
resident who entars the facillty without an catheter. MD was notified of findings
indwelling catheter I8 not catheterized uniess the with an order to d/c foley cathetsr, and
resident’s clinical condition demonstrates that bladder training X 2 days prior to
cathetarization was necessary; and a resident removal of foley catheter. Resident was
who la incontinent of bladder receives appropriate placed on the bladder traning per
treatment and services to prevent urinary tract facility policy on bladder training for
infections and to restore as much normal bladder restdent ~ with  foley  catheter,
tunction as possible. Foleycatheter was removed without
abnormality noted post rtemoeval
Resident voided well.
This REQUIREMENT is not met as svidanced .
by: Tdentification of Areas with Potential
Basad on absecvation, interview, and record for Adverse Effect: _ ]
review, the facility's staff failed to discontinue an The DON assessed ell residents with
Indwaelling catheter for 1 of 26 sample residents foley catheter fo assure that its use Is
{10). Resident 10 was admitted to the facility with indicated to ;hmcal condition, nnd is
an indwelling catheter for a Stage Il pressure properly monitored for potential urinary
ufear (full thickness skin loss Involving damage to tract infection, discomfort, and urinary
or necrosis [tissue death] of subcutaneous tissue incontinence, None were found affocted
by the alleged deficient practice.
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F 316 | Continued From page 27 F 3156 Systemic C::rnge(s) & Measure(s) of
[the third of the three layers of akin] that ma Prevention for Reocearvence;
extend down to, but not through, unaerrymg’;esoia The DON pravided in-service o all
[connective tissue that surrounds the muscles]). Lisensod Nurses regarding proper
While in the faclity the ulcer healed and staff aseessment of resident using foley
falled to remove the indwelling catheter. Failure to catheter per facility policy ead
remove the catheter created the potential for s on Care of Foley Catheter.
urinary incontinence, discomfort and urinary tract MDS staff will include asscssment of
infsction. mdication of foley catheter uge and will
be presented to the IDT meeting to
Findings: discuss risks and benefits of foley
catheter use. MD and responsible party
On Juiy 18, 2011, at 8:30 am, during the Intal of yesident will be mformed of findings
tour of the facillty, Resident 10 was observed with and plan of care.
an Indwelling catheter in place. The cathater was
also obssrved on July 19, 20, 21 and 22, 2011,
during multiple obgervafions conducted Mondtoring Plan(s):
throughout sach day. The DON/her designee will perform
record review of resident with faley
A Hlstozy lgm:l Physical, dated Apﬁli':‘; 2011, eatheter weekly to assure the
revealed Residant 10 was previously known to gsary
hava a urinary tract infection with sepsia fecessary Use of foley catheter, and
(potentially deadly infection of the biood) to monitor for any potential
P : complications related to use of feley
A raview of the medical record indicated Resident catheter. Findings will be reported
10 was admitted to the facility on Aprlt 26, 2011, and discussed at the CQI meeting to
with dlagnoses including renal failure, muscle asgure compliance.
weakness and Parkinson'a disease (a
progressive disorder of the nervous system),
According to the bowsl and bladder
incontinence/catheter asgassment, datad April
26, 2011, Resident 10 was admitted with an
indwelling catheter in place from the hospital,
A review of the nursing admilssion assessment,
dated April 28, 2011, revealed Resident 10 had a
Stage N preszure ulcar to the cocoyx area (lower
back) upon admission.
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F 316 | Continued From page 28

A resident care plan, dated April 26, 2011,
addressed Resident 10 requiring assistancg with
his activities of daily living. The goal was for
Resident 10 to attain the highest functional
mobility with his ADLs daily. The nursing
interventiona included assisting the resident with
his toileting needs and encouraging independent
functions.

A physiclans order, dated June 26, 2011,
Indicated Resident 10'a coceyx prassure ulcer
had resolved and treatment was (o be
discontinued.

On July 20, 2011, at 2:35 pm, Registerad Nurse
Supervisor 1 (RN 1) stated Resident 10 had the
Indwelling catheter for wound management, but
was not sure why it was still in place.

On July 20, 2011, at 2:55 pm, Licensed
Vocational Nurse 1 (LVN 1) agreed the indwelling
catheter should have been removed since
Resident 10's wound had healed.

F 323 | 483.25(h) FREE OF ACCIDENT

ss=n| HAZARDS/SUPERVISION/DEVICES

Tha facility must ensure that the resident
anvironment remains as free of accldent hazards
&5 i5 poasible; and each resident receivas
adequate supetvigion and assistance devices to
pravent accidents,

This REQUIREMENT is not met as evidenced
by:

F 316

F 323

Immediate Corrective Action(s):
Upon verbal notification of alleged
deficient practice, the LVN in charge of
resident care together with the RN
Supervisor  immediately  assessed
resident’s breathing status, including
inspection of the mouth and threat.
LVN placed the residert on low
fowler's position then suctioned the
secretion to clear resident’s throat. LVN
continuously observed resident
preathing after the procedurs. Resident
remained comfortable and acisy
tweathing got resolved. Head of
resident’s bed is kept elevated as
ordered.

8,.22.2011
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for Adverse Effoot:

Based on observation, interview, and racord
review, the faclity's nursing staff failed to ensure
1 of 26 sampled residents (8), a dysphagic
(difficulty swallowing) resident with a gastrostomy
tube (a tube surgically inserted in the sternach by
which nutrition and/or medications are
administered), who had ordars to suction
secretions as needed for congestion and to keep
the head of his bed elavated at & 30 degree
angie, was properly positioned and suctioned to
prevent aspiration. Failure to maintain safe
positioning of a resident and to auction as needed
piaces the resident at risk for aspiration
(chocking).

Findings:

On July 19, 2011, at 9:45 a.m., Resident 8 was
obsarved in hig rocom, lying in bed on his back.
The resldent was awake, hig mouth was open
and be was making a gurgling sound. Upon
further inspection, a thick whita mucous plug was
observed in the back of the resident's throat.

On July 19, 2011, at 8:88 a.m., Resident 8 was
transferred from hls bad to a shower chair and
was taken to the shower room In a slumped down
position. Throughout the shower, during
transportation back to his room, after being
transferred back to hig bed and during the
remainder of his morning care, the thick white
mucous plug remained at the back of the
resident's throat and he could be heard making a
gurgling noise. Cerlified Nursing Assistant 2
(CNA 2) was asked what the nolse was. She
replied, "What nolsa?"

On July 19, 2011, at 10:50 a.m., during an

The BN Supervisor aseessed all
trachigostorny  residents amd  ollivy
residents with gastrostomy wbss of
their  positioning, oral care and
breathing pattern. RN  Supervisor
reviewed resident’'s physician's order
on keeping head of bed elevated, and
suctioning order. RN Supervisor aad
LVN checked residents on respective
position as ordered, and suctioning
secretion as indicated. Notic were found
affected by the alleged deficient
praetice.

Systemic Change(s) & Measure(s) of
Preventlon for Reoccurrence:

The DON provided in-service to all
nursing staff regarding the faeility
pelicy on the Care of Resident with
Tracheostomy and Gastrostomy, and
will continue the in-service on this area
every two months for six montha, The
DON/Mer designee will perform dadly
rounds to assure the staff implement
the plan of care end follow the faeility
policy of providing proper care to
residents with tubings.

Menitoring Plan(s):
The DON/her designee will report
findings to the CQI meetung to
assure compliance.
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F 323 | Continued From page 30 F 323
interview, Licensad Vocational Nurse 3 (LVN 3)
stated it was the responsiblilty of the nursing staff
to observe If the resident needed suctioning. He
stated he did not notice the resident had a thick
mucous plug at the back of his throat and no ore
had reportad it to him.
A raview of Resident 8's Admission Records
indicated he was admitted to the facility on
December 11, 2010, with diagnoses including
dysphagia, gastrostomy placement and a
tracheostomy (a tube surgically insarted in the
throat to asalat with breathing).
A Minimum Data Set (MDS) Assessment, dated
June 23, 2011, Indicated Resident 8's cognitive
skills for daily decision-making wara moderately
impaired. He suffared from shortness of breath
or trouble breathing when lying flat and was totaily
dependent on the nursing staff for bed mobility,
transfers, personal hygiena and bathing.
Physiclan's Orders indicated the following:
Decamber 11, 2010 - Efevate HOB (head of bed)
at least 30 degrees at all times during feeding.
May 25, 2011 - Suction as needed for congestion.
F 328 | 483.25(k} TREATMENT/CARE FOR SPECIAL F328| Emmediate Corrective Actlon(s): 7.22.2011
ss=p | NEEOS Upon verbal notification of alleged
deflcient practice, the RN Supervisor
The facillty must ensure that residents receive and Charge Nurse immediately assessed
proper treatment and care for the following resident 8's respiratory functiening.
special services: Assessment indicated resident oxygen
injections; saturation at 98% at room air, breathing
Parenteral and enteral fluids; unlabored and normal, and skin color
Colostomy, ureterostomy, or ileostomy care; pinkish, warm, and dry to touch.
Tracheostomy Gare; Findings were reported to the physiciaa
Tracheal suctioning; with an order on 7/20/2011 to continue
02 _jnhalation ag peeded for SOB.
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F 328| Continued From page 31 F 328 Reaponsible party was notified of
Resplratory care; fadings _and MD’s order on 7/30:2011.
Foot care; and Responsible party was invited t» attend

This REQUIREMENT Iz not met as evidenced

by:

Bassd on observation, interview, and record
review, the facliity's nursing staff failed to ensure
1 of 26 sampled residents (8), who was cbserved
being administered oxygen continuously, had
indications for the use of the oxygen and/or
orders for its administration. Failure to engure
residents using oxygen had indications and
orders for its use places those residents at risk
for non continuity of care, unnecessary -
administration of a meadication (oxygen) with
adverse effects of oxygen use and unrecognized
respiratory conditions.

Findings:

On July 18, 2011, af 9:458 a.m., during the Inittal
tour of the facility, July 19-25, 2011, all day,
Resgident 8 was observed with a nasal cannula in
his nose recalving oxygen at 2.5 litare per minute
(lpm). Observation of the resident showed no
ghortness of bresth, wheezing ar other respiratory
problams,

On July 20, 2011, at 9:21 a.m., during an
intarview and after observing the resident and
reviewing his medical records, Licensed
Vocational Nurse 4(LVN 4) stated Resident 8's
oxygen saturation levels (a measurement of how
much oxygen is being carried by the bicod) were
usually between 98 and 99 percent (normal range
greater than 85%) on and off of oxygen. She

discuss risk vs. benefits of apprepsdste
use of oxygen. When oxygen inhalation
waa removed, resident 8 did not shew
any signs of respiratory diswress, and
continued monitoring in place for
prompt intervention as indicated,

Identification of Arcas with Potentlal
for Adverse Effect:

RN Supervisor and MDS Coordinater
assessed ail residents on oxygem
inhalation, and checked individual
resident’s physician’s orders for
fadication of oxygen use, amd e
appropristeness of exygen
administration. None were found
affected by the alleged defiefent

pragtice.

Systemic Change(s) & Meamrefs) of
Prevention for Reoccurrence:

The DON provided in-sorvice to all
nursing staff on 7/20/2011 regarding the
facility policy on the care of residents
using oxygen inhalation. Charge nurses
will continus to Bssess resident’s meed
for coutinuous use of oxygen and
findings will be documented at the
Nurses Notes and on the Weekly LN
Progress notes. MDS staff to include the
information to be discussed at the YDT
meeting  including the risks and
benefits, and will document at the [DT
meeting notes to assure resident will be
provided necessary cars for respiratory
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F 328 | Continued From page 32 F328| fimctioning Medical Reconds staff witl
stated she had not noticed any respiratory eollest the LN Progiews Motos 1o be
distresas, shortness of breath or wheezing and it roulewed by BODMLr deaignes before
was usually the family who requested the oxygen fitivg on s vesidne dpsdivalronont.,
be kepton.
Munitoring Plan(s): . )
On July 26, 2011, at 12:00 p.m., during an The [ON/er designee will review
interview, Registered Nurse Supervisor 3 (RN 3) the LN Weekly Progress notes for
stated the family most likely wants the oxygen the accuracy of assessment 1o assyre
kept on the resident, resident will not be PTUW”‘}_
; administration o
A reviaw of Resldent 8's Admission Records upnecessary !
indicated he was admitted to the facllity on owygen and will prevent “'i“fm
Dacember 11, 2011, with diagnoses including effocts .Df oxygen use
cerebrovascular accldent (stroke), atrial fibrillation unrecognized respiratory conditions.
(irreguiar heart rhythm), seizure disorder, Figdings will be reported and
dysphagia (difficulty swallowing), tracheostomy (a diccussed at the CQI meeting for
tube surgically Inserted in the throat to assist with coplience.
breathing), congestive heart failure, and
myecardial Infarction {heart attack),
Physiclan's Orders, dated Decembar 11, 2010,
indicated Resident 8 was to have oxygen
administered at 2 liters per minute (Ipm) via a
nasal canriula as neaded for shortness of breath
and wheezing. Check oxygen saturation every
shift and as needed.
A reviaw of Resldent 8's Medication Sheet, dated
July 2011, indicated oxygen saturation levels
ranged from 96% to 98%.
A facility policy on Oxygen Administration, revised
2011, indicated to verify that there is a physician's
order for the procedure, Review the physician's
orders or facllity protocol for axygen
administration.
F 371 | 483.35(1) FOOD PROCURE, Fan
ss=¢ | STORE/PREPARE/SERVE - SANITARY
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SUMMA D PROVIDER'S PLAN OF CORRECTION
gg;& {EACH m.ﬁfg&‘ueﬁgféé’ :Rgéﬁggﬁuu PRlEFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENON
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG cnoss-nEFeneggEg;ro THE APPROPRIATE DATE
F 371 | Continued From page 33 F371| . Immediste Corrective Actions):  7.22.2011
The faoility must - '
(1) Procure food from sources epproved or \
considered satisfactory by Faderal, State or local L. A, In-serviced the dietary séaff
authorities; and regarding the proper use of
(2) Store, prepare, distribute and serve food sanitizer buckets and develep a
under sanitary conditions new daily log of time and the tost
strip sanitizer read (PPM) and
intsrnal change of buckets as
necessary.
2. Cleaned grime and dirt byild-wp on
. the wall and floor surface; Distary
This REQUIREMENT is not met as evidenced staff was assigned extra cleaning
: schedule to prevent issua fom
Based on observation, interview, and policy recurTing,
review, the faciity falled to stera, prepare, 3. Cleaned electrical pansl and will
distribute and serve food under sanitary continue to monitor and chem
conditions by having an improper sanitizer leve! in panels on a weekly basis.
a sanitizer bucket, grime bulid-up on the wall and 4, Removed wooden Dblock and
floor surface, old rodent droppings, unapproved seplaced it with B concrete bloek
and poorly maintained equipment, and persconal 1 5. Cleaned stains from ceiling
refrigerators [n residents’ rooms, whose 6. Replaced Light Bulb
temperatures were not monitored and were 7. Repaired the pipe to aliow I-iach
above the regulated 41 degress Fahrenheit. air gap from the waste water pipe
Unsanitary conditions in the kitchen and high to the top of the floor sink of the
refrigerator temperatures may lead to coffee digpenser machine.
contaminated/spoiled food, pests and foodborne 8. Cleaned and removed grime §om
finess. the juive dispenser machine.
9, Maintenence  department  will
Findings: reroute the pipe so that it will not
iva connected to the sewer kine.
a. On July 20, 2011, at 11:35 a.m. during a (0. Maintenance department will be
kitchen observation, in the presence of the replacing the window sereen.
maintenance suparvisor, administrator, and
dletary supaervisor tha following were observad:
1. The test strip sanitizer read "0" ppm (parts per
milllon) whan the quatemary ammonia (QT-10)

M CMS-2567(02-99) Provious Vergions Qaolete Event [D); WNFZ11 Facility iD: CAS10000017 If cantinuation sheet Page 34 of 56
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{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC{DENTIFYING INFORMATION) TAG cmss-nsreneggg'% IE?‘ &E APPROPRIATE DATE
F 371} Continued From page 34 F 3
| sanitizer strips were used to test a sanitizer
bucket by the food prep sink. 1. Peocrcased the cooling temp of
393A refrigarator and menitor tesep
2, Thera was grime and dirt build-up on the wall te meet required temperature.
and floor surface behind a table near the reach-in _ 2. Decroased the cooling temp of
coolers. 308B refrigerator and monitor temp
to meet required temperature.
3. There were 5 to 10 old rodent droppings in the 3. Provided a thermostat for 309B
electrical panel closet refrigerator,
4. Deoreased the cooling temp of
4. There were wood blocks used to support the 320C refrigerator and monitor temp
lce machine jeg stands. to meet required temperature
5. Decreased the cooling temp of
8. There were brown stains on the celling in the 321C refrigerator and monitor temp
dry food storage room. to meet required temperature
6. There was an overhiead light fixture that was ROOM 303A
not working in tha dry food storage room. ROOM 3081
ROOM 30°A
7. There was no 1-inch air gap from the waste ROOM 320C
water pipe to the top of the floor sink of the coffes ROOM 321C
dispenser machine. . .
in-g¥rviced mursing St to reemiphyisize
8. There was grime bulld-up Inside the nozzle of the: "importance of following “fuitity
the juice dispenser machine. bolicy & procedures -with regards to
refrigerator and freezer femperatures
9. The food praparation sink was directly and proper food storage. Temperatures
connected to tha sewer (ine. must be monitored by daily tracking.
10. There was a missing window screen to the Identification of Areas with Potentinl
window near the ice machins. for Adverse Effect:
[nfection Control nurse audited all other
b. On July 18, 2011, at 8:30 a,m_, during the inltial resident  refrigerators  temperature
tour of tha facllity, the following was observed:. hacking logs to identify that ne other
. refriperators/freczer tamperaturas were
1. The temperaturs of the refrigerator In Room found to be deficient.
303 Bed A was 80 degrees Fahrenheit The
refrigerator had food tems In it and was

R CMS-2667(02-99) Previous Verslons Obwolate Evant 1D WNFZ11 Facility {D: CAB10000017 if continuation sheaet Page 35 of 56
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DI | (EACH DEFICIENGY MUST BE PRECEDED av ¢ 5 (EAGH GORRECTIVE AGTION SHOULDBE | coueanon
DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
g REGULATORY OR LSC IDENTIEYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
| F 371 Continued From page 35 F371| Systemic Change(s) & Measure(s) of
\ maladorous. Pravention for Reoccurrence:

2. The temperature of the refrigerator in Room
308 Bed B wes 55 degrees Fahrenheit.

3. The temperature of the rafrigerator in Room
309 Bed A had no thermometer in it. The
refrigerator contained food that appeared to be
ald.

4. The tamperature cf the refrigerater In Room
320 Bed C was 50 degrees Fahrenheit,

5. The temperature of the refrigerator In Room
321 Bed C was 50 degrees Fahrenheit.

On July 18, 2011, at 8:30 a.m., Registerad Nurse
Supervisor 3 (RN 3) stated the nurses on the
night shift ware responsible for chacking the
residents’ refrigerators and logging their
temperatures.

On July 18, 2011, a raview of the Refrigerator
Temperature Log for July 2011 indicated the
following:

Room 303 Bed A - No temperatures listed for July
9-12, 18-18, 2011, The temperature of the
refrigerator an July 14, 2011, was 50 degrees
Fahrenheit. This was tha (ast day the
temperature was taken.

Room 308 Bed B - No temperatures list for July
8-12, 15-18, 2011, The temperaturs of the
refrigerator on July 14, 2011, was 49 dagrees
Fahrenheit. Thiz was the {ast day the
temperalure was taken.

ows to the kitchen. The DSD gravidod
in-service to all nursing steff em
7/22/2011 regarding the facility policy
on refrigerator and freezer temperatures
and proper storage of resident foed.

Monitoring Plan(s):
Registered Dietician will audit monthly
sapitation in the kitchen to prevent
deficiencies from reoccurring. Infection
Coutrol nurse will cootinuously sudit
logs on a weckly basis.
Wwiﬂ be veported amd be
tiscuzsed at the COQI for complianve.

RM CM5.-2367 (02-88) Pravicua Versions Obsolela

Evant 10:WNFZ11

Fachlty iD: CA910000017
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
Ma 938-0391
STATEMENT OF OEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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A BULDING
| 056334 8. WG 072672011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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oAb | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {x5)
BREFIX {EACH DEFICIENCY MUST BE PRECEDED &Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY) ,
F 371 | Continued From page 36 F 371
There was no temperature log far Room 309 Bed
A,
The tamperature log for Room 320 Bed C
indicated the temperature for July 18, 2011, was
40 degrees Fahrenheit, although when abserved
by the Surveyor and RN 3 it was 50 degrees
Fahrenheit,
There was no temperature log for Room 321 Bed
C.
A facility policy on Refrigerator and Freazers,
ravised 2011, indicated the fagcility will ensure
safe refrigerator temparatures. Acceptable
ternperatures should be 35 degreas Fahrenhaeit to
40 degrees Fahrenheit. Monthly tracking sheets
for all refrigerators will be posted to record
temperatures. Monthly tracking sheets will include
time, termperature, initials, and “action taken.”
Food sarvice supervisors or designated
employees will check and record refrigerator
ternperatures daily with first opening and at
closing in tha evening. The supervisor will take
immediate actlon If temperatures are out of
range. Actions necessary to correct the
temperatures will ba recorded on the tracking
sheet, Including the repalr personnel and/or
department contacted.
F 425 | 483.60(a),(b) PHARMACEUTICAL SVC - F425| lmmediate Corrective Action(s) 7.22.2011
85=D | ACCURATE PROCEDURES, RPH Upon verbal netification of aileged
deficient practice, the RN Supervisor
The facility must provide routine and emergency and LVN jmmediately assessed rosident
drugs and biologicals to its residents, or obtain 1¢'s condition for potential adverse
them under an agreement described In offect of Phos Nak diluted in less
§483.75(h) of this part. The facility may permit amount of fluid administration via GT.
unlicensed personnel to administer drugs if State The LVN instructed to immediately
law permitg, but anly under the general flush 240cc water via GT post
_adminisration of DPhos Nak, and
tM CMS-2667{02-09) Praviove Versiona Obsalale Evan! [D: WNFZ11 Facllity ID: CAS 10000017 if continuation sheset Page 37 of 56
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OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE DONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTIGN OENTIFICATION NUMBER: COMPLETED
A BUILDING
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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 3TATE, ZIP CODE
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X4 1D SUMMARY STATEMENT QF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION X8}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
CEFICIENCY)
F 425 | Continued From page 37 F 425 menior mluoim for any abmermaliy,
v ’s conﬁhnm
supervision of a licensed nurse. mm_ W‘ troident wfmm -y
A facility must provide pharmaceutical services 7/22/2011 without new order given,
(including procedures that assure the accurate Correct amount of fluid to mix with
acquiring, receiving, dlspensing, and Phos Nak powder was documented at
administering of all drugs and biologicais) to mest the Medication Administration Record
the neads of each resident. to provide accurate dispensing and
adinistration of Phos Nak powder.
The facility must employ or obtain the services of .
a llcanaalctlypharmacisptozho provides consuktation Identification of Areas with Potential
on all aspects of the provigion of pharmacy for Adverse Effect: .
servicos in the facility. The DON rsviewed 2all medicatien
. orders to identify other residents are
receiving the same medication, aad that
none were found affected by the alleged
deficient practioe.
This REQUIREMENT ig not met as evidenced '
- Systemjc Change(s) & Measure(s) of 9.13.2011 |
Based on observation and record review, the Prevention for Reoccurrence:
facility's nursing staff failed to comectly mix a The pharmacy bpurse comsultant
medication prior to administering It to 1 of 26 provided an in-service to all L_tand
sample residents (10). According to the package Nurses on 9/23!205 1 regarding ﬂ!le
‘of Phos Nak, the powdar was to be mixed with 8 pharmaceutical services policy with
ounces of water prior to administration. Licensed emphasis on  acourate acquiring,
Vocaticnal Nurse 2 (LVN 2) poured the powder receiving, dispensing and aﬂrqimnmng
into a smalil cup and added 30 miliiliter (mt) of of all drugs and Dbiological. RN
walter prior to administering the medication to the Supervisor will review the physieian’s
resident. orders upon resident admission te the
facility to identify medications that
Findings: require specific instruction to asswre
accuracy of medication administration,
On July 22, 2011, at approximately @ am, the RN Supervisor will follow-up the
medication nurse was observed administering ponthly  drug regimen  review
medication to Resident 10 via gastrostomy tube recommendation upon receipt of the
{aurgical placemeant of a feeding tube through the report to agsure resident receives safe
abdominal wall, direcly Into the stomach). LVN 2 and  appropriate  pharmacoutical
mixed the Phos Nak powder into a small services.
madication cup and added 30 mi of water. The
W CMS-2507(02-80) Pravious Varaions Obscleta Evarnt ID: WNFZT1 Facliity ID; GAS10000017 If sontinuation shest Page 38 of 56
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CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 8-039
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/CLIA {(2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
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. A BUILDING
058334 B. WING _ 071262011
NANE OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1340 15TH STREET
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(X4} D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG cnoasnsmeggﬁgéo Ncan APPROPRIATE DATE
Monhoreg FInes):
F 425| Continued From page 38 Fazs| The DONAer d :’f'ﬂm" ’n:’%fﬁo?:
instructions indicated the medication was to be findings from admission, physieian’s
mixed with B cunces (237 ml} of water prior to erder roview, and review the memihly
administration however, this was not done, drag, regimen review recommendation
ensuring it cted on a me
According to Drug 3K, and Healthquare.com manser st:,seﬂ as “t?’iom;mcg
Phos Nak Js used when the diat does not provide ings to designated staff. ‘The
anough Phosphorus, a natural body mineral. The B er designece will commumiggte
Instructiona for use of the product Indicated to mix | with the pharmacist to send insirustions
the powder with 76 mi of water ar juice and follow _th¢ madivation dwring aem 6{
with & full 240 mi (8 oz) of water. ns 1o the TRcIlNy BE TR
F 441 | 483.66 INFECTION CONTROL, PREVENT F441(  pPudings will bc wepnrted amd he
8s=D | SPREAD, LINENS dacusced at the COI for compliance.
The facility must egtablish and maintain an Emarediate Corrvactive Action@s)k 9.23.2011
Infection Control Program designed to provide a Upon verbal notification of aslleged
safe, sanitary and comfortable environment ana defioient practice:
to help prevent the development and tranamission g Residert 12 was immodieosky
of dieease and infection. agsessed by the RN Supmmor for
, potential effect of contamimetien.
(a) infection Control Program ] Resident is neet, clean and odor-
The facility must establish an (nfection Control Gree. Vital signs were taken with ao
Program under which It - . sbnormality noted. CNA | was
(1) Investigates, controls, and prevents Infections immediately in-serviced by the
in the facllity; SD regarding facility policy
(2) Decides what procedures, such as isolation, ﬁmd ;eihmgmgmd pr.%er use a::
should be applied to an individual resident, and disposal of personal protective
(3) Maintainsg a record of incidents and comective equipment such as gloves.
actions related to Infections. b. Resident 8 was immediately
: aggessed for potential risk of
(b) PI'BVBntlng Spm-ad of |nfecﬁ0n coﬂtﬂminﬂ“oﬂ- pRcsident's vital
(1) When the Infection Controf Program signs and skin condition showed no
determines that a resident needs isoiation to abnormal changes. CNA 2 was
prevent the spread of infection, the facllity must immediately provided an in-service
isolate the resident N ) by the DSD regarding the facility
(2) The facllity must prohibit employees with a olicy on infaction control with
communicable disease or Infected skin lesions Em hasis on proper handling of
from direct contact with residents or thelr food, if m}; 4 linen
direct contact will transmit the disease. )

RAT CM$-2547(02-96) Pravious Versions Obisalels Evart (D WNFZ11 Facility 10- GAg 10000017 If conlinuation sheet Pages 3% of 50
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(4} D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
| DEFICIENCY)
F 441 | Continued From page 39 F441| Kdentification of Areas with Poteasisl

{3) The faclity must require staff to wash thelr
hands after each direct resldent contact for which
hand washing is indicated by accepted
professlonal practice.

(¢) Linens

Personnel must handle, store, process and
transport finens so as to prevent the spread of
infaction.

This REQUIREMENT is not met ag evidenced
by:
Based on observetion, interview, and recard
review, the facliity's nursing staff failed to
maintain infection control practices for 2 of 26
sampled residants (8, 12) by not removing solled
gioves and washing thelr hands before acquiring
linen from a clean cart and by not transporting
soiled linen away from the body. Certified Nursing
Asgistant 1 (CNA 1) went to the clean [tnen cart
wearing the same gloves ho had on while
providing Incontinence care to Resident 12. CNA
2 held against her clothing solled iinen removed
from Resident 8's bed as she carried it to the
hamper. Resldent 8 had praviously been
diagnosed with scables and had raised bumps
over his torso and flank. Fallure te remove
and/or change dirty gloves and to transport soiled
linen away from the body created the potential for
contamination and the apread of infaction.

Findings:
a. On July 18, 2011 a{ 8:20 am, CNA 1 was

obsgerved providing incontinenoe care to Resident
12. CNA 1 put on a palr of gloves, helped

Maurses observed all CNAs duriog
provision of care and handling of seiled
linen. None were found affected by
alteged deficient practice.

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence:

The DSD provided an in-service to all
facility staff about facility policy en
infection control with an emphazis en
kand washing, proper use of gloves, aad
hendting of soiled linen. The DSD will
coptinue to provide this in-service
monthly for 3 months. The DSD and
RN Supervisors will monitor staff
jmplementation of ilnfection coutrol
practices on daily basis. DSD will
develop skill competency and schedule
CNA a hand washing, and use of PPE
skills demongtration two times per
years. Findings will be reposted to the
DON.

Monitoring Plan{s):

The DON/her designee will review the
RN Supervisor’s and DSD’s reports
regarding implementation of infection
control practices. Findings will be
reported and discussed ar the CQI
meeting for compliance.

M CME-2567(02-99) Pravious Vavalons Otiaciata Event 1D WNFZ11
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F 441 | Continued From page 40 F 441

repogltion the resident and removed the
rasident's dlaper which had stool an it CNA 1
then grabbed a dry, dirty towel from the resident's
night stand and started to clean the resident until
the surveyor Intsrvened. CNA 1 then went to the
clean linen cart and gathered a few wash cloths
while wearing the same dirty gloves. '

On July 18, 2011, at 8:50 am, CNA 1 agreed he
should have removed the dirty glovaes before
grabbing the clean linen.

b, On July 19, 2011, at 9:45 a.m,, Resident 8 was
abserved In hig reom, lying in bed, His skin (left
flank, left trunk,-upper laft thigh near groin} had
multiple raised reddened bumps (back, upper and
Jower extremities) and had muitiple darker
bumps.

On July 19, 2011, at 8:45 a.m., Resident & was
transferced from his bed, using asling, to a
shower chalr in preparation for his shower, The
sling was taken from the resident after he wae
transferred to the shower chair and was noted {o
be covered on the adge with loose feces. CNA 2
then took the sheets off of the resident’s bed and
put them In a dirty linen hamper outside of
resident's room. Tha soiled linen was held
against CNA 2's clothing as she carried it ta the

hamper.

On July 18, 2011, at 10:28 a.m., CNA 2 camied
the soiled sling against her clothing and then
proceaded to use it to transfer Resident 8 back to
his bed.

A raview Resident 8's Admission Records
indicated he was admitted to the facllity on

AM CMS-2587(02-90) Pravioua Varsiona Obaclete Evant 1D WNFZAY Faclitty iD: CAZ10000017 If continuation sheet Page 41 of 56
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F 441 Continued From page 41 F 441
Decaember 11, 2010,
According to a Dermatology Report, dated March
29, 2011, Resident 8 was positive for acables
foliewing a skin scraping.
A facility policy on Soiled Linen, revised 2011,
indicatad solled linen shall be handled in a
manner that prevents gross microblal
contamination of the sir and persons handling the
linen.
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F456) Immediate Corrective Action(s):
gs=F | OPERATING CONDITION Upon verbal notification of alleged
deficient practice:
The facility must maintain all essential
mechanical, slectrical, and patient care " 1. Leak taken care of by instaling  |:5.68.2821
equipment in safe operating condition. drain pipe directly to drain sewer. o
2. Hired outside plumbing company 7.20.2011
to replace leaking flow gwitch
This REQUIREMENT is not met as evidenced from the boiler.
by: 3, Properly maintained and cleansd 7.212011
Based on observation and interview, the facliity the ice machine accordmg to
failed to maintain mechanical equipments in safe manufacturer’s  recommendation
operating conditlon by having a leaking air on maintenance and cleaning of
conditioner unit and boiler units on the roof, and the ice machines
by having a poorly maintained ioe machine.
Equipments that laak and create puddles of Identiftication of Areas with Potentlal
standing watars may aftract pests and vectors Maintenance staff inspected all other
that may carry diseases. areas for noted deflciency. No ether
areas found affected by alleged
Findings: deficient practice.
Systemic Change(s) & Measure(s) of 9,28.2011

On July 20, 2011, from 8:10 a.m. to 11:15a.m,,
during a general obsarvation tour of the facility, in
the preaence of the malntenance supervisor, the
following were observed:

1. There was water leaking from a 4-inch hlack

Prevention for Recccurrence:

The Environmental Supervisor in-
sorviced maintenance staff on proper
cleaning and maintenance of the ice
machines according to manufacturer’s

M CME-25%37(02-88) Praviaus Vemsions Obsolate
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P4y I SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S FLAN OF GORRECTION {x8)
PREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY) ,
F 466 | Continued From page 42° F456| rsescmmendation. Swff was aslse :;
lastic pipe In the wall and there was a pool of serviced on  rouiine iupoch_ ons
Emr in the parking garage by the trash equipment Jeakage and required staff o
dumpsters. There were alsa 10 to 15 ghate mport  eny  damages to  the
observed around the area. During an interview Environmental Supervisor for proper
with Maintenance Staff 1 at the time of the rephu's
observation, he stated the water was from alr
conditioner Unit 7 that was leaking from the roof. Monitering Plan(s):
A twacking tool was developed to
2. There was standing water on the fiat roof top remind maintenance Staff of the
from two leaking boller units. equipments that nesds to be inspected,
maintalned and cleaned. Findings will
3. The air filters to the ice machine located in the be reported and discussed at the CQI
dining roem, on the sacond floor, had a build-up mosting for compliance.
of dust and lint, In addition, there was grime
build-up at the tip to the water nozzie dispenser.
According to a sign posted on the ice machine,
indicatad that the air filters shall be ¢leaned twice
a month, At the time of the obsarvation, the
rmaintenance supervisor stated he could not
provide any evidence that the filters were cleansd
twica @ month, and he could not provide a policy
and procedure (based on the manufacturer's
recommendations) on mainfenance and cleaning
of the ice machines.
F 483 | 483.76(f) RESIDENT CALL SYSTEM - F 483 Imnrediate Corrective Actlon(s): 7.18.2011
ss= | ROOMS/TOILET/BATH The facility has taken the foMlowing
actions to correct the noted deficiency:
The nuress’ station must be equipped fo receive
resident calle through a communication systam 1. Repaired call light system for reom
from resident rooms; and tollet and bathing 514
facilltles. 2. Repaired cafl light system for room
523B
3. Repaired call light system for room
This REQUIREMENT is not met as evidenced 421A
by: 4, Repaired call Light gyatem for
Based on obgervation and interview, the facility shower room B22
faflad to ensure that nurses' stations were 5. Comected call light system for
equipped to recaive resident calls through a shower room B24

RM CM3-22567(02-99} Pravious Veralons Obaalete
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{%4) iD SUMMARY STATEMENT OF DEFICIENCIES D Jgﬁ\élgssgcl_’rllcg f&f&?gﬁgﬁl&?ﬁ e e
| L e s | T | ofssacPeRaoen foTLE seormiTe | o
DEFICIENGY)
Correctad ight systomm foor
F 463 | Continued From page 43 F 483 6 shower m.,?gzgm
communication system from resident rooms and 7. Corrected call light system for
bathing facillties by elther the lights not slower room B25
lluminating when the call button was pressed or £. Repaired call light system ®r
the call light not properly identifying the correct shower room B3}
arod at the call light board at the nurses station. A 9. Cormrected call light system for
call light system that does not function propedy shower room B32
may cause delay or neglect to residents that may 10. Replace Light bulb for call light
need assietance immadiatsly that may result in sbove B33

injury.
Findings:

On July 18, 19, and 20, 2011, during an Inidal tour
and general observation tour, in the presence of
the maintenance staff, the call light systern
observed not working properly in the following
areas:;

1. On July 18, 2011 at 9 a.m,, the call light to
Room 514 did not aclivate at the panel at the
nurses' station when the button was pushed and
inste?d. the light for Room 515 activated at the
panal.

2. On July 18, 2011 at @ am,, the call light failed
to activate to Room 5238 when tha button was
pushed. There was no visual and audible
indicator at the nurses' station oall light panaei.

3. On July 19, 2011 at 9:10 a.m., the call light to
Room 421A falled to activate when the button
was pushed. There was no visual and audible
indicator at the nurses' station call light panel.

4, The call ight to Shower Reom B22 failed to
activate at the panel at the nurses' station on tha
sacond fioor.

|

11. Repaired call light system for
Rooms 408, 410, 422 and 423

12. Repaired call light system for roem
408

13. Repaired call light systsm for
shower room B52

i4, Replace Light bulb for call light

above BSS
15. Replace Light bulb for call light
above room 327
Identification of Areas with Fatls
Mainfepnance swaff ins v whd

ropaired all other areas for noted
deficiency. No other arcas found
affscted by alleged deficient practice,

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrence:

Call lights will be routinely inspected
on & monthly basis and/or as needed end
will be repaired as needed.

Meauitoring Plan(s):

A tracking tool was developed to
monitor that call lights are in proper
working order and repairs/maintenance
are done in & timely manner. Findings
will be reported and discuzsed at the
COI meeting for compliance

RM OMS.2807{02.90) Provipua Varsiana Obaoista
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DEFICIENCY)
F 463 | Continued From page 44 F 483

5. When the calll light to Shower Room B24 was
activatad, the light labeled "B3" activated at the
panel instead of B24,

6. When the call light to Shower Room 823 was
activated, the light labeled "B25 activated at the
panel instead of B23.

7. When the call light to Shower Room B25 was
activated, the lght labeled "B24" activated at the
panel instead of B25,

8. The call light to Shower Room 831 failed to
activate at the nurses station panel.

9. When the call light to Shower Room B32 was
aotivated, the light tabelad "B31" activatad at the
panel Instead of B32.

10. The caill light above Shower Room B33 failad
to illuminate when the call button was activated.

11. The call lights above Rooms 408, 410, 422
and 423 falled to lluminats when the call buttons
wara activated.

12. The call light above Roomn 408 was dim when
tha call button was actlvated. The light could not
be seen down the cormridor.

13. The cali light to Shower Room B92 failed to
activate at the panel at the nurges station on the
5th floor.

14. The call light above Shower Room B5S falled
te lfluminate when the call button was activated.,

15. The call light above Room 527 failed to

RN CMS-25a7(02-99) Previous Versions Obsolete
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{%4) ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN QF CORRECTION X8}
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DAre
DEFICIENCY)
F 463 Continued From page 45 F 463
illuminate when the call button was activated.
During an Interviaw with the maintenance
supervisor at the time of the observation, he
stated he coukl not expiain why the call light
system was not working properly. He also stated
he does not test the oall ights an a routine basis.
F 485| 483.70(h) F485| Tmwediate Corrective Actionfs):
$5=E | SAFE/FUNCTIONAL/SANITARY/COMFORTABL The facility has taken the following
E ENVIRON actions to corvect the noted deficiency:
The facility must provide a safe, functional, 1. Dryer filters were cleancd. k- | 7-30.3011
sanitary, and comfortable environment for gerviced laundry staff line flsers
rasidents, staff and the publlc. need to be cleaned every twe hours
and documented on a tracking log.
2. Properly secured refrigerstors in 7.21.2811
This REQUIREMENT s not meét as evidenced rooms 314A, 417B, 418B, 426B,
by: and 427A
Based on observation and interview, the facility 3. Bin covers put back in place. 7:202011
failed to provide a gafe, sanitary, and comfortable Contacted City of Santa Menica to
environment for residents, staff and the public by repair trash dumpster that was
storing cast-offs on the ground surface, not missing 8 cover.
securing refrigarators in residents’ rooms, 4. Disposed old equipment and woed 8.12.2011
allowing a pao! of standing water on the ground remnants.
surface by the trash dumpaters, and allowing lint 5. Waiting on managament decigion 10.26.2011
debris from the commercial dryers to accumulats. for further directions on repair.
improper storage of cast-off materlals on the
ground surface may lead to rodent harborage and Identification of Areas with Petential
potentially create a fire hazard. Improper removal Environmental staff inspected and all
of lint debris from the commerciat dryars may other areas for noted deficiency. Ne
cause unsanitary conditions and the potantial for other areas found affected by alleged
a fire. A pool of standing water and uncovered defictent practice.
trash dumpsters may attract vactors and pests
that may carry or transmit vector borne diseases.
Refrigeratora that are not properly sesured in
residents' room may pose an accident hazard in
the event of an earthquake and may lead to
J Injury. In the event of a sewage back-up, a sink

RM CMMS-2587(02-09) Pravious Veralons Obasiste Event 10 WNFZ11
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o SUMMARY STATEMENT OF DEFICIENGIES D PROVIDEWS PLAN OF GORRECTION
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS2-REFERENCED TO THE APPROFRIATE DATE
. DEFCIENGCY)
F 465 | Continued From page 48 F 485 SWI:I; C:W) & M’:‘“‘ﬁ of
faucet witholt a backflow davice may potentially Prevemtion for Reoec_ orvenee:
i In-serviced Emvironmental staff on
creata a cross contamination to the potable water st/ functional/sanitary and comfortuisle

systom If a hose was connected ta the faucet and
stored in the sink.

Findings:

On July 20, 2011, from 8:10 am. to 11:15 a.m.,
during a general observation tour of the facility,
the surveyor, in the presence of the maintenance
supervigor, observed the following areas not
maintained in a safe and sanitary manner:

1. At B:18 a.m., the lint fiters and bottomn inside
surfaces in four of four commercial gas-fuslad
dryers ware full of lint. During an interview with
the laundry staff member who was responsible
for cleaning tha lint filters at the time of the
observation, she stated she did not clean the lint
hecause she was too busy. In addition, there was
no documeantation that the fiiters were cleaned on
a routing basis.

2. The refrigarators in Rooms 314A, 4178, 4188,
4268, 427A wera not securad.

3. There were four of five trash dumpaters that
waera uncaverad in the parking garage, Therg was
a strong odor and 10 to 15 flles were observed in
tha area, (n addition, a trash dumpster was
missing a cover and was overflowing with trash.

4, There were cast-offs stored on the ground
located in the gsouth parking garage. There was
an accumulation of plywood, old equipments and
supplies stored on the ground.

5. There was no backflow device on the faucet to

snvironment. Director of Environmetal
Sarvices will be conducting randem
inapections to prevent reoccurrense of
noted deficienciss,

Maaitoring Plan(s):

A tacking tool was developed fo
monitor that the facility has a safe,
functional, sanitary and comfortable
eaviranment. All deficient practices
found will be addressed n a thnely
eannier. Findings will be reported and
Jsenzsed at the CQI meeteg for

compliaace
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{64) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF GORREGTION o)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLEMON
TAG REGULATORY OR LSG IDENTIFYING (NFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 466 | Continued From page 47 F 485
the Janitorlal sink by Room 417. There was a
hose directly connected to the end of tha faucet
and was stored inside the slink.
F 488 483.70(h)(3) CORRIDORS HAVE FIRMLY F 4688| Lpmediate Corrective Action(s): 1.7.20.2011
$5=0 | SECURED HANDRAILS Muintenance siafl properly secused the :
kandraits to the well
The facility must equip corridors with firmly
sacursd handrails on each side, Kdentification of Areas with Potential
Environmental staff inspected all other
areas for noted deficiency. No other
This REQUIREMENT is not met as evidenced aress found affected by alleged
by. deficient practice.
Based on observation and inlerview, the facility
failed to firmly secure handrails to the corridor Systemic Change(s) & Mearure(s) of
wall. Handrails that are not firmly secured to the Prevention for Reoccurrence:
wall may create an accident hazard by having a Eovironmental Staff will condwct a
resident, who nesds assistance with ambulation poytine inspection of the handrils to
and or balance, fall to the fioor that may result In enaure that all handrails are propely
injury. securad to the wall
Findings: Monitoring Plan(s):
A tracking tool was developed ta
On July 20, 2011, from 810 am. o 1116 a.m., monitor that the facility handrails are
during a general observation tour of the fadility, In firmly secured w the wall. Findings will
the presence of the maintenance supervisar, the be reperted and discussed at the CQE
handrall located on tha corridor wall by Room 305 mesting for compliance.
was not secured. When pressure was applled to
the handrail, the handmil pushed into the wall.
During an interview with the malintenance
supervisor at the time of the observation, he
could not explain why the handrail was not
secured [n the wall.
F 514 | 483.75(1)(1) RES F 514| Immediate Corrective Action(s): 1.27.2011
§s=c | RECORDS-COMPLETE/ACCURATE/ACCESSIB Upen verbal notification of elleged
LE deficient practice, the RN Supervisor
immediately assessad:
The facility must maintain clinical records on each

W CM5-2567(02-99) Provious Verslons Qhalote Every iD: WNFZ11
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0 | SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION o)

REFIX {EACH DEFICIENCY MUST BE PRECEDED BY FUtL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETION

TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 514 | Continued From page 48 F&14] al. Resgident 13 swending physician

resident in accordance with accepiad profassional
standards and practices that are complets;
accurately documented; readily accessible; and
systematically organized.

The clinical record must contain sufficient
Information to identify the resident; a record of tha
resident's agsessments; the plan of care and
setvices provided; the results of any
preadmission screening conducted by the State;
and progress notes.

'l:'hls REQUIREMENT is not met as evidenced

Y

Based on interview and record raview, the
facility’s nursing staff falled to ensure records for
five of 26 aampled residents (8, 9, 13, 21, and 24)
and one randomly selected (RS 28) were
complete and piaced in the resident's medical
record. Resident 13 had consultations with an
outside physician and returned from the
appointments without documantation regarding
the care and services, placing the residsnt at risk
for delay in treatment and non-continuity of cars.
Residants 8, 9, 13, 21, 24, and RS 28 had
consent forms for physical and/or chemical
rastraints without signatures and/or datss the
physician signad the consents. Failure to comply
with reguiations regarding informed consents
places residents at rigk for receiving
unnecessary/unauthorized services,

Findings:
a1. On July 18, 2011, a review of the medical

record indicated Resldent 13 was admitted to the
facitity on August 5, 2010, with diagnoses

a2. Madical Records staff immediately

b. The RN Supervisor revised resident

were notifiod of missing eopsult
report es follows; hematalogy
consult, newrology  comyults,
cardiclogy consult and dermatolofy
consult. Charge Nurse immediately
contacted the congultation effices
to obtain report from the said
eopsults. Resident 13 condition was
assessed to dotermine the need for
these consults, IDT meeting held
and discussed resident 13's need w0
be seen by these comsults. MD
reasscssed  resident  medical
sondition.

ebmined MD signature for padded
gids rail use, use of Ativan and use
of Doxepin for Dx of amxiety
informed consent and dated.

8, informed consent for using left
hend mitten to prevent puling
tracheostomy, and then attending
physician and facility
represemtative signed and dated
censent on 7/36/2811,

‘Phe RN Supervisor rovised reiifent
9’s informed congent for using the
side rails, use of Ambien, Effexor,
and Seroquel, indicating e
diagnosis for its use was signed by
attending physician and facility
representative lncluding the staff.
Signature was obtained and dated
accordingly.

M CM3-2967(02-99) Previous Versiong Obaatete
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SUMMARY STATEMENT OF DEFICIENCIES FROVIDER'E PLAN OF CO
L) (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
PEFIGIENCY)
F 514 | Continued From page 49 F514] d The RN Supervisor assessed

Including anoxi¢ brain syndrome (no oxygen to
the braln cells), dysphagia (difficulty swallowing)
an«d gastrostomy tube (a tube surgicaily inserted
In the stormach for Teading).

Review of Resident 13's medical record disciosed
a physician's order on Apdl 19, 2011, for a
hematology consultation, a neurology
consultation on April 23, 2011, a cardiology
consultation on April 17, 2011, and a dermatology
conauitation to be done. There was no
documentation of the care and services provided
by arg of the consulting physicians In the medical
record.

On July 25, 2011 at 11:30 a.m., during an
interview, Licenged Vocational Nurae § (LVN 5)
stated the nurees send a blank progress note with
the resident for the physician to document the
care and services providad, howevar the form
remained blank.

a2. Review of the Facllity Verification of Informed
Consent, dated May §, 2011, Indicated Resident
13 was to have bilateral side rails up with side rail
pads while In bad for safaty. Howavat, there was
no signature of the physician on the consent form
to indkeate an informed consent was obtalned.
There was a consent form, dated June 3, 2011,
for the use of Ativan (used for the management of
anxlety) 0.5 milligrams (mg) every 8 hotirs to be
given Intramuscularly whenever necessary.
However, there was no signature of the physician
on the consent form to indicate an informed
consent was obtained. There was a congent
form, undated, for tha use of Doxepin {a drug
used for the management of depression, anxiety,
bipolar disorder) S mg into the gastronomy tube

resident 21 regerding the wse ef
side ralls when in bed and tocked
for ADL changes, positioning, end
mobility. RN Supervisor revised
the informed consent and obtained
gignatures of the attending
physician, facility representative
and staff, obtaining the consent and
dating accordingly.

The RN Supervisor assegsed
Resident 28 regarding the use of
bilateral padded side rails up and
tecked while in bed for safety,
bilateral hand  mittens  for
combativeness and registance to
care, wheelchair alarm for getiing
W upassisted, and use of Amblen,
Risperdal, and Prozac. RN
SBypervisor revised the informed
consents for use of physical and
chemical restraints by obtaining the
signatures of attending physician,
facility representatives and person
obtaining the consent. Consents
were dated accordingly.
Clarffication order regarding use of
Ambien, Risperdal and Prozac
indicating their use were also
obtained from the attending
physician, and documented.

The RN Swvpervisor assessed
ragident 24 for appropriate use of
side rails up when in bed. Resident
24's current condition does not
warrant the need for physical
restraint. RN Supervisor revised the
consent regarding use of Ativan for
anziety and restlessness, and

RM CMIS-2587(02.99) Pravious Varsiona Obsolete
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F 514 | Continued From page 50 F514 obtained avending  physician’s
two times a day. Howsver, there was no signature W inchudisg ’*:' sigugjure of
of the physician on the consent form to indicate m"mp‘ m@““ﬁm“ ;‘;ﬂ WE’W
an Informad consent was obtalned. dted. "
\ R LR ..W 4
b. On July 26, 2011, at 12:00 p.m., during an Idexntification of Aveas with Patential
interview, Registered Nurse Supervisor 3 (RN 3) for Adverse Effect:

stated consents should be completed by the
physician.

A review of Resldent 8's medical record indicated
he was admitted to the facility on Decomber 11,
2010, with diagnoses including dysphagia
(difficulty swallowing), a tracheostomy (a tube
surglcally ingerted in the throat to assist with
breathing) and seizure disorder.

Physician's Orders, dated January 22, 2011,
indicated Resldent 8 was to have bilateral hand
mittens to pravent pulling of his tracheostomy and
othar medical devices.

A review of Residant 8's medical records
Indicated consent for a left hand mitten to prevent
puliing of tha tracheostomy and other medical
devicas. The consent was sighed by the fecility
representative on January 24, 2011, and was
signed by the physiclan without a date. Another
censent for padded bilateral side rails secondary
to the residant's seizure disorder. The consent
was signed by the facility represantative on
December 13, 2010, and was signed by the
phyeician without a date,

¢. A Review of Resident 9's Adrission Records
indicated she was readmitted to the facility on
June 1, 2011, with diagnoses Including left
Intertrochanteric fracture (left hip fracture),
difficuity walking, osteoarthritis (a joint disorder

Medical records, for all residents with
ordesa for physical snd chemieal
restradnts, were reviewed to aszure that
consents were signed and dated prior te
initigtion of physical and chomicel
restraints, Findings revealed none were
found affected by the alleged deficient
practice.

Systemic Change(s) & Measure(s) of
Prevention for Reoccurrencee:

The DON in-serviced Licensed Nurses
or the facility policy for physical and
Chemical Restraint use with emphasis
on obiwining consent prior to initixtion
of physical and chomical restrainsg once
attending physician ordered them.
Medical records staff will perform daily
audit of the consents to identify
completeness of the information such
as: the attending physician, responsible
party, and staff signature, date signed,

medication name, dosage, route,
frtequency and indicated diagnosis.
Findings will be communicated

prompily to the RN Supervisar for
mmmediate action. Social service staff
will review and document the
completeness of the consent form on the
Social Service notes on weekly basis,
IDT members will roview use of
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DEFICIENCY)

£514| plywicsd and chemical restraint duriag

F 514 ) Continuad From e 51
° Pag capy plan meeting to check the

manifested by pain and stiffness to the joint), p
sppraptiate use of the restraints sad W

:;t:mis (weakenad bonas) and muscie ' rovtew’ consents arc signed and daad
: RN Supervisor, Sm?al Servic.‘.'i.l F'm.

Physiclan's Orders, dated June 1, 2011, indicated aad MDS Coordinator will repast

Resident 9 was to receive the following: fludings “'g’ aotion taken to the DON

Effexor 50 milligrams (mg) daily for depression on weekly basis.

Seroquel 25 mg at bed time for paychosis with

dementia Monitoring Plan(s);

Ambien § mg at bed time for insomnia
Bliateral upper and lower half side rails up and
locked when In bed for safely, balance and
position secondary to decreased strength and

The DON/her designee will review
reports from the RN Supervisor, Social
Service Director and MDS Coordinator
for implementation, to assure comsent

waaknass

“ will be obtained and dated promptly
Physician's Orders, dated June 25, 2011, prior to initlation of restraints. Findings
indicatad Resident 8 was to have bilateral upper will be reported and discussed a the
side rails up and locked when in bed for activities CQI meetimg for cempkance.
of dally living (ADL) changes, mobliity and
positioning.

A review of Resident 9's medical records
indicated two consents for bilateral upper haif
and/or lower half side rails. The sida rails were to
be up and locked when the resident was in bed
for safety, balance and positioning secondary to
decreased strength and weakness. The
consants were signed and dated by the facility
representative on June 1 and June 28, 2011,
however, there was no signature or date {0
(ndicate who cbtained the Informed consent.
Continuted review of the resident's medical
records indicated consents for Ambien {no
indication for use), Effexor (no indication for use)
and Seroquel (no indication for use) all dated by
the facility representative on June 1, 2011,
however, there was no signature or date to
indicate who abtained the informed congent.

IV CME-2847{02-89) Provious Visions Dbeokte Evant i0: WNFZ11 Facility 1D: CAB10000017 If continuation shee! Page 52 of 50



PRINTED: 09/15/2011

DEFPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
MB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
_ A BUILDING
058334 B. WING 07/26/2011
' NAME OF PROVIDER OR SUPPUER STREET ADDRESS, CITY, STATE, 1P CODE
1340 15TH STREET

\ GOLDSTAR REHABILITATION & NSG CTR OF SANTA MONICA SANTA MONICA, CA 90404
| SUMMARY STATEMENT OF DEFICIENCIES PROVIDER'S PLAN OF CORRECTION
| RE)I-EIP( EACH DEFIGIENCY MUST BE PRECEDED BY FULL PR'gFIX (EACH CORRECTIVE ACTION SHOULD BE LETION

TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)
F §14( Continued From page 52 F 514

A review of Resldent 8's Medication
Administration Record (MAR), dated June and
July 2011, Indicated Resident 8 recaivad
Seroquel, Effexor and Ambien as prescribed
without & signed informed consent for the use of
the medications.

d. A review of Resident 21's Admission Records
Indicated she waa admitted to the facility on May
30, 2011, with diagnoses Including left hip
fracture, history of fall, chronic pain syndrome
and osteoporosis.

Physician's Ordars, datad June 26, 2011,
indicated Resident 8 was to have bilateral upper
and lower sida rails up and locked when in bed
for activities of daily living {ADL) changes,
positioning and mobility. The informed consent
was obtsined from the responsible party after an
explanation of the risk and benefits and was
verified with the physician.

A roview of Resldent 21's medical records
indicated two consenis, One dated by the facllity
represantative on May 30, 2011, for bilateral
upper side raiis for mobllity. Tha consant was
signed but not dated by the physician. The other
consent dated by the facility reprasentative on
Juna 27, 2011, for bilataral upper and lower side
rails to be up and locked when the regidant was
in bed for ADL. changes, positioning and mobllity
was not signed or dated by the physician.

Physiclan's Progress Notes indicated Reesident
21's physician was in the faciiity on July 7, 2011,
withaut aigning the consent for bilateral side rails.
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€. A raview of RS 28's Admission Records
indicated she was readmitted to the facility on
June 21, 2010, with diagnoses including
Parkingon's disease (a progressive disorder of
the nervous system that affectz movement),
dementia {a serious loss of mental ablilty) and
paychosis.

Physician's Orders indicated the following:

March &, 2011 - Amblen & mg at bed time as
naeded for insomnia.

March 8, 2011 - Bilateral ful} side rails up and .
locked with side raila paddad when In bed,

March 7, 2011 - Bilateral hand mittens for
combativenesgs and ragistance to care.

March 18, 2011 - Prozac 30 mg daily for
deprassion.

April 28, 2011 - Ambien 5 mg at bed time as
naeded for insomnia.

April 28, 2011 ~ Risperdal 0.25 mg two times daily
as needed for psychosis.

A review of RS 28's medical racords indicated
two consents for Ambien (na Indication for use)
and for bilateral side rails up and locked whlla In
bed with pads for safety, dated by the facility
representative on March 8, 2011. The physician
signed the consent for the Amblen without dating
it; he did not sign or date the consent for the
bilateral side raila. Continued review of the
resident's medical records Indicated a consent for
bllateraf hand mittens for combativeneas and
resistance to care dated by the facility
representative on March 7, 2011, a consent for
Risperdat (no indication for use) dated by the
faclity representative on March 12, 2011, a
consent for Prozac (no indication for use) dated

_|
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F 514 | Continued From page 54 F514
by the facility representative on March 29, 2011,
and a consent for a whaalchair alarm related to
the resident getting up unassisted, dated by the /
facility representstive on June 13, 2011, all
without a physician's signature or date to Indicate
informed consent has bean obtained.

A review of the Psychotropic Medication Racord
and tha Nursa's Madlcation Motes, dated March
2011, indicated RS 28 received Prozac, Risperdal
and Ambien without a signed and/or dated
consent to administer the medication,

Physiclan’s Progreas Notes indicated RS 28's
physician was in the facility on March 8, 2011,
Aprll 30, 2011, May 30, 2011, June 11, 2011, and
July 25, 2011, without signing the consents.

A fachilty poiley on informed Consents, revised
2011, indicated the facility will request the
physician to obtain informed congéent from the
resident or the surrogate dacision maker, The
facility will ensure that the reslident, and/or
surrogata decision maker gave informed consent
prior {0 the Initiation of psychotherapeutic drugs
and physical restraints,

f. A review of the madical record indicated
Resident 24 was admitted to the facllity on Aprii
16, 2011, with diagnoses in¢luding acute
regplratory failure, dysphagia and muscle
weakness,

A physicians order, dated April 16, 2011,
indicated Resident 24 was to have bilateral side
rails up and locked when in bed. The orders for
the use of the restraints were [n placa for ane
month prior to being discontinued on May 17,
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2011.

A review of the medical racord revealed the
caneant form for the side ralls, dated April 16,
2011, had not bean gignad and dated by the
physician. However, the side rails were
considerad a physical restraint. A second
consent, dated April 17, 2011, had the physiclan's
name printed, and not signed, as an indication
the informed consent had actually baen obtalned
by the physician. .

A physicians corder, dated May 29, 2011,
indicated Raskdant 24 was to receive Ativan 1
miliigram every 12 hours for anxiety and
restieasness.

A review of tha madical racord revealed the
consant for the use of Ativan was not signed or
dated by the physician.

According to the Medication Administration
Record for June 2011, indicated Resident 24 was
to receive Ativan 1 mg dally, twice a day at 9 am
and @ pm. The staff adminiatared the madication
to the resident without consent for its use.
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