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T he following reflects the findings of the 
California Department of Public Health · I 

I Licensing and Certification, during an Annual ~ This plan or correction shall constitute 
Recertification Survey. . this facility's writtt.n credible:: allegation 

• ~ 
1 

D (7 I of complii.u\cc for the deficie1\ci~!\ noled. 
Representing the Depart ~~vtvf U v \ / ~ 
32970, HFEN !///io I lJ JI )"25~301 S(h)(S) Adequate & 
33720, HFEN rru comfonable ligbtino levels 
34313, HFEN (Trainee) " 

34561 . HFEN (Trainee) 1 The facility must provide adequate and 

cnmforl:.ihlt.: lighting. lcvds in all areas. 
Facility census was 63. 
Resident sample size was 15. 
463.15(h)(5) ADEQUATE & COMFORTABLE 
UGHTI NG LEVELS 

F 256 A. For tbc residents 3. 18, 19. 20. and 21 
affected by the d~ficienl prnctice. the 
residents' light cords were checked 
hy maintenance dqiartmc.-nr und 
replaced immediately on 1/20/15 to 
ensure length was appropriate and 
within each residents reach. 

The facility must provide adequate an.d 
comfonable lighting levels in all areas. 

This REQUIREMENT Is not met as evidenced 
by: 
Based on obs0Nation, interview, and record 

review, the facilfty failed to ensure overhead light 
cords were accessible for use for one sampled 
resident (Resident 3) and tour unsampled 
residents (Residents is. 19, 20, and 21). 

This failure created potential inablity to meet 
residents' needs for activities that requires 
adequate lighting necessary for comfort and 
safety. 

I Findings: 

During initial tour on 1/20/15. at 11 :is a.m .. 

"NTATIV( '~ SIGNATur.ir 

B. Maintenance department inspected 
the facility over hed light cords for 

I c. 

all residents potentjally affected on 
1/20/ I 5. All cw1.:r bed light cords 
were inspected immediately lo ensure 
length of cord was wilhi11 residents 
rcueh and did nnt identify ony 
additional light cords that were out of 
resident read\. · 
Tht: DSD or designee will in-service 
starling on '211011 S regardin~ 
reporting over hed li[!ht cord lengths 
to the maintenauce departmem if 
found lha1 :i resi<.knl is un;ihk: lo 
reach. 

·-nu. 

APm /'-flt 1~r~ 

llCil 
COMPLET 'ON 

OAT£: 

A.ny deficiency scate e1111 er'l ing with an asterisk (') denoie!I a deficiency which the 1nst1tution may be excused trom correc1ing providinll it 1s detemiined that 
other !lafeguards provide :;ufllclem prmar,tion to Ille pa1ion1s. (&It! ins\ruchons.) Exc:ept tor nurs1rig homes. tho ttnding."l slmod nbo11a arn disclosl\blo 90 Duy~ 
1011owing lhe date of survey whether or not a pl:in of correction is provided. For nursing homes. the above fmdin1is and plans of correction are dlsciosable 14 
days followini;i the dalfl !he$f! dor.l•menl~ are made avall;:ih11! to the tacili1v If dolk;i1-1nc1es :;ire cited. a'I <opprnved plan of corroc1ior1 n• requii<ite to continu(lcJ 
•irogrnrn p£1rtlclµe11o11. 

':v~n l (; lCC..1· ti l:on11nuauon i;hr.'1L F·a\I~· 1 of 1::. 
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F 256 1 Continued From page 1 
accompanied by the director of nursing (DON). I Resident 3's bed on Room 25A, was observed to 

1 be parallel to the wall and 2 feet away from the I 
wall. Resident 3's overhead light was facing the 
foot of the bed with the cord hanging down 
approximately 2 feet from the foot of the bed. I 
During a concurrent interview with the DON, the 
DON acknowledged that Resident 3 would not be 
able to reach his overhead lighting with the bed in I 
this position. 

During the initial tour of the facility, on 01/20/15, I 
at 11 a.m., with the director of staff development I 
(DSD), observation revealed. the overhead light 
cords for Resident 1 B in room 9A. Resident 19 in 
room 98, Resident 20 in room 11, and Resident 
21 in room·128, were approximately f ive feet 
away making them unreachable for residents to I 
turn their overhead lights on and off . During a 

I concurrent interview, the DSD agreed, the cords I 
for overhead lights were too short and should be 
longer for r.esidents to reach and control the 

lighting. ' 
F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET I 
ss .. o I PROFESSIONAL STANDARDS 

The services provided or arranged by the facility I I must meet professional standards of quality. 

1 T his REQUIREMENT is not met as evidenced 

I by: 
Based on observation, interview. and record 

review, the lacility fai led to meet professional 
standards of quality when: 

i . a stool softener was not held during episodes : 
I I of loose bowel movement. a tab alarm was not 

FORM CMS·25(17(0:>·93J Prcv ov:: Vcr·;tur~ Ob:iotat11 Evf.n: ID: XZCJ11 
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1 
D. The Director of Mninlemmce will 

conduct routine facility rounds at 

I 
I 

I 

I 

I 

F 281 

least weekly lo t:nsW'e compliance of 
reportin!! any unr~1ch<1hle <.1ver bed 
light cord" for immediate extension 
in length. Any cliscrcr ancit=s will be 
discussed at the monthly quality 
assurance committee meeting for 
fecommendaticms 0f re in-servicing. 

E. Corrective action wiJI be completed 
by '2.1'251I5. 

F281 4R3.20(k)(3)(i) Service pr;ovidcd 
meet professional standards 

Th~ ~ervices provided or arranged by the 
fac1l1ty musl m1.:ct professional s1andards 
of quality. 

I A Resident 3 was :1ssess<.:d hy DON on 
l /23115 and identified no negative 

outcomes nolcd frc1m ::idminis1~rit1" 
C> 

stool soflener, tab alarm was 
n:rnov~d as order was discontinued, 
and shct.-pskin covl.!rs to wheelcha ir 
was provided immediately. 

I 1><!11 
COl.\PU:'rtO' I OATI: 

I 
I 

Faclllty 0 : CA.050000~ If CO<llinvahon shee: Page ~ of 12 
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F 281 Continued From page 2 

discontinued, and a sheepskin to cover 
wheelchair afms were not pfovided. as ordered 
by the physician for one sampled resident i 
(Resident 3). l 

2 a. Resident 17's order for Tylenol was not IJ 

transcribed to the medication administration 
record (MAR) correctly and was not discontinued I 
as ordered, and 

b. the order for glucagon (a hormone that raises 
the concentration of sugar in the bloodstream} , to 
be atiministerecl as needed for low blood sugar, 

. was not clarified with the physician when it did not 
I contain a parameter (numerical value} to define I' 

low blood sugar. 

This failure put both residents at risk for harm and 

discomfort. I 
Findings: 

According to Fundamentals of Nursing by Potter ,. 
and Perry, copyright 2013, Chapter 23. page 
305, Legal Implications in Nursing 'Practice: 
Health Care Providers Orders. states in part, I 
• .. The health care provider (physician or 
advanced practice nurse) is responsible for 

I 
directing medical treatment Nurses follow health I 
care providers' orders unless they believe tile I 
orders are in error or harm patients. Therefore I 

1 you need to assess all ordefs: if you find one to i be erroneous or harmful. further clarification from 
the provider is necessary .. The nurse is I 
responsible in transcribing written orders . 
correctly .. • 

1 . During a concurrent observation and interview 
on 1/2 1/ 15, at 9:20 a.m .. Resident 3 was sitting in i 

FOAM CM$·2S67(02·99J f'ruvluus Vu1~lon~ Ob:;oletr ':.,e,. ID X2CJ1 ' 

ID 
PRE FIX 

TAG 

STREET ADDRESS. CITY, STATE. ZIP CODE 
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PROv10EA'S PLAfli OF CORREC TION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REF'ERENCEO TO THE APPROPRIATE 
DEFICIENCY) 

IO. M~icul n:cord:-1 audited on.kr!' 0n 

., ll<~I 
COMPLETIOI< 

, OATE 

F 281 I /23/ 15 for stool softeners. 1.abs and 
sheep skjn padding to wheelchair and 

no other re!:iden\S were identified. 

I 

I 

For all residents potentially affected 
by thi s deficient practice, audits will 
be conducted by DON and or 
<lesigncc lll ensure stool softeners an: 

udminislcred as ordered by the 
physician DSD or dcsiguet: t<1 ensw-c 
CJ A w orkshccts are filk'<I at tht: 
beginning of ~ery shift for residerrl 
int1.:rventions as onkretl by physician 
and are on resident as ordered. such 
as tabs and sheepskin padding. 

JC . The DON ;md N desi~'l\ce will in. 
service all licensed nursing starting 
Oil 2/ I 0115 011 admi1\istra\ ion 0 r stool 
softeners as ordered by the physician. 
OSD or dt:sig1lee to in-service CNAs 
:-;tartirn! lm 2/ l 0/15. to fill oul their 
CNA ~orkshects at the beginning of 
i;vt:ry shill for rnsid1.:nl imcrvc11Lio11s 
as ordc::rcd by physician. such as tabs 
and sh<::cpskin padding, and ensure 
items ordered are in place. 

ID. The DON and or designee will 
conduct routine wcc:kly audits fl)r lht.: 

next month. followed by a monthly 
audit for \wo additional months for 
aclminii;trntion of st0l1I ~oftenen; ~1s 
ordered by the physician. DSD or 
dc~i~.m.:c will conducl wccl<ly audits 
t0 check interventions ordered by 
phy~ici:i..n an; in place such 11.s tabs 
and sheep:-;kin paddin~. Any 
discrepanci1.:s will bi: discussed at the 

~acdny 10 Cll05Q000048 It continua1ion shee1 Page 3 of 12 
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F 281 Continued From page 3 
his wheelchair. inside his room. fully dressed with 

I tab alarm (alerting device when the resident gets 
out of a sitting position) anacheo to his shirt. 
Resident 3's wheelchair arms were observed not I 
to have any padding in place. When certified 
nursing assistant (CNA 1) was asked if the alarm 
was ordered for Resident 3. CNA 1 stated, "Yes." 
When surveyor indicated that there was an order 

1 
to discontinue the tab alarm on 1/15/15, CNA 1 
stated, "I didn't know that." When CNA 1 was 
asked about padding to be in place for the 
wheelchair arms. CNA 1 stated ," I really don'I II 

know about that.• 

On 1/21 / 15 at 8:30 a.rn., a review of Resident 3's 
"Physician Orqer Report' tor January 2015, 
revealed , the order "Tabs in bed and wheelchair. 
to alert staff if resident getting up unassisted" was 
discontinued on 1/15/1 5. Review of same record •

1 

revealed, an order of "sheepskin covers to 
wheelchair arms•. dated 6/30/14. 

I 
On 1/23/15, at 10 a.m. , during a concurrent 
review of the "Physician Order Report" tor 
January 2015. and interview with the director of 

I nursing (DON), revealed, Resident 3 had an I 
I order dated 8/31 /1 4 , tor colace (a stool . 

softener)100 mgs every 12 hours (at 8 a.m. and 8 
I p.m.}, with ••special insuuctions• for licensed 

nurses to hold the medication if Resident 3 has 
loose stool. Review o1 Resident 3's "Bowel 
Elimination• flowsheet fevealed, on 12/4/14. 
Resident 3 had loose bowel movements during 
the day, evening, and night shifts. However. 
review of the medication administration record 

I (MAR). revealed. Resident 3 received the colace 
l on bot'h the 8 a.m. and 8 p.m. doses on 12/4/14. 
The medication was not held due to loose stool. 
I as ordered by the physician. Dvring an interview. 

1 

CQRM CMS·:l5ti7(03·99l ">1uv OU:> VCt~ton:. Ob:;ole1u C:venl 10 :.XZCJI' 

monLhly qualily assurnm;~ cumrniue;:c 
F 281 [ mc:elin¥ ~or recommendations of re 

m-serv1cmg. 
IE. Corrective action will he completed l by2/25/15. 

'J.aA. Resident 17 was assessed by DON 
and there wen; no m;gativc outcome 
for the medication ordered and 
resident did not receive the 
medication past stop date of 115115. 
Medication was discontinued. 

2a8. For all rcsi<lcnls wilh an order or 
Tylenol potentially affected hy this 
dcficic..-nl prJclicc, Medical records 

audited all Tylenol orders l<i 

ensure transcription of medications 
with slop daces are reflected in 
MA Rs on 1/'B / 15 ancl nCI other 
residents were identified. 

2aC. The DON an<l or <lcs i~t:c wiU in 
sc:rvicc all licensud nursing starting 

I 
on 2/ l Oil 5 on tran:scriptior1 o/' 
medication lo MAR. 

2aD. The DON ancl or designee will 
conduct r1iutint: rnonlhl y audits for 
the next three month for 
transcriptions or medica1ion. Any I 
discrepancie!' will he discussed in the 
monthly qualiry assurance committee 
for n:cummc11dalions of rciu-
servicing or changes to the current 
policy and procedure. 

1 2aE. Corrective action will he completed 
t by 2/25/ l5, 
I 

i 
F~c~ll\I ro· c;.0.0500000-!s I' continuation slleet f'agt! 4 of 12 
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2hA. Residcnl 17 Wlls as::;csscd hy 
licensed nurse, the physicians' orders 
were immediately consull1.'<i upon 
with their Physician. and 1he 
Glucagon was discontinued on 
1/22/15. 

I 
the DON acknowledged, the medication was 
given contrary to the physician orders. 

2. a. Review of Resident 17's physician's order. I 
dated 1/3/15, revealed an order for "Tylenol 325 
mg (milligrams) 2 TAB (tablet) PO (by mouth) q4 
(every four hours) PAN (as needed) tor fever > 1 

I (greater than) 100 degrees x (for) 3 clays•. 

I 
Review of Resident 17's MAR. for January 2015, I 
revealed an order transcription dated 1/3/15, for 
"Tylenol 325mg. 2 tab po q 4 hrs PAN Fever > 
100 degrees.• The transcription was lacking the 
physician's order to take this medication for 3 I 
days only. In addition, the order was never 
discontinued after the original order tor three days 
had expired. · I 
b. Review of Resident 17's physicians order. 
dated 9/3/14, revealed, "Glucagon 1 mg PRN ! 
inject IM (in the muscle) , as needed for I 
hypoglycemia (low blood sugar)". There were no 
written parameters that will define the "low the 

I 
blood sugar• necessary to guide the licensed 
nurses when to administer the medication. 

I Reviaw of Resident 17's MAR for January 2015, J 

I. revealed an order transcription dated 9/3/14, 
"Glucagon 1 mg IM As Needed 
HYPOGLYCEMIA". There were no written 
parameters defining the "low the blood sugar' 
necessary to guide the licensed nurses when to 
administer the medication. 

I During an interview with licensed nurse (LN 3) , on 
1/21/15, at 1 :50 p.m .. LN 3 agreed the order for 

1[ Tylenol should nave been transcribed on the MAR I 
for three days only, and discontinued after the I 
three days had expired. LN 3 agreed, the , 

l'ORW CV~.;-2l.iG1(U~ ·99) PrevloU!l WH~Jtinr. Ol>~~iOll.' Even• IC: .X..ZCJI I 

I 
I 

I 2bB. DOI\ reviewed all r~idenls with 
glucagoll orders on I /23/ 15 and uo 
other residents were affected. For all 
residents potentially affected by this 
deficient pruclicc <1111-(lucitlJOn orders 
are reviewed on a monthly basis or as 
nccd1.-<l. 

' 2bC. The J)ON and or designee will audit I 
physician order recaps on a monthly 
h.isis or as needed. 

2bD. The DON and or designee will 
au<lil lh1.: physician otdct recaps and 
discuss any discn:pancics at the 
monthly quality assurnnc~ committee 
meetini; for recomme::ndiition~ or re 

I in-servicing or changes m the current 
policy ;ind proct:dun:. 

I 2bE.CMrective action will be completed ' 
by 2/:!5/15. 

I 
'-.) 

""c Illy l[J CAO~OOOQll<!O II eo<111nua!lo11 sheet F'agc !> of 12 
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physicians order for Glucagon should have been I 
clarified with the physician as to the parameters I 
for "hypoglycemia.'' j 

F 371 483.35(i) FOOD PROCURE. 
SS:F I STORE/PREPARE/SERVE . SANITARY I 

The facility must -
(1) Procure food from sources approved or 
considered satisfactory by Federal, State or local 
authorit ies; and 
(2) Store, prepare, distribute and serve food 
under sanitary conditions 

This R1EOUIREMENT is not met as evidenced i 
by: I 

Based on observation, interview. and policy I 
review. the facili1y failed to ensure that food was I 
stored under sanitary conditions. I 

This failure had the potential to cause foodborne , 
illness for all residents receiving prepared meals 
in the facility. 

Findings: 

J During a tour of the facility's kitchen on 1 /20/15 at I 
11 :45 a .m., the 1ollowing were observed: 

I In refrigerator #1, a frozen pink dessert tray and a ·1 

plastic container with leftover mixed vegetables 
I had no date or label. Also observed. was a plastic I 
1 container with leftover cooked green bean that 

I 
was dated 1/14/15, kept for 6 days after it was 
opened. 

I 
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F 371 l F37l 483.35(i) Food procure, 
stor e/prepare/ser.vc-sanitary 

I 

I The facility must-
' Procurt= fuo<l from sourc~s ;ipprcwed or I considered satisfactory by Federal, Stale:, I 

I 
or local authorities; mid 
Store. flrtl'are . dis\rihu\e and serve food 
Wlder sanitary 1;onditions 

A. No resident was idt:ntified. All ' 
uol;:ib1.:h.:<l ilcms as well as ilem~ 
stored beyond 72 hClurs.were 
immediatdy thrown out on 1/201\5. 

B. For all ri.:sidems potentially aflcclc..-d 
by this deficient practice, licensed 
nurncs uc.ccsst:d rcsitlt:nts aml no one , 
preserned with Gl symptoms on 
1/20/ l 5. 

C. The Dietary manager or desib'Tlt=c will 
in-service all dietary staff in regards 
to p()licy and pmccdur~ ~1..Pj·oper 
storap.e and labdling. 2 '1 ~ 

0. The Dietary manager or ( esit:.1J1ee will 
conduct duily clu:cks or storag-i.; an~as 
in orckr lo ensure compliance with 
food s\oragc r~gulalion and discuss 
<my discrepancies ~1 \h1; qu;1lity 
monthly assuranc<.: committee 
meeting. for 1\.-comrtti.;n<.J<ition:; of ri.; 
in-servicing. 
C<.1rrcctiv1..1 action will bi.: completed 
bv 7)9115. 

tx!>I 
COWL HI ON 

U.l(r~ 

1 ac1w1y to . (;A050000041l II con11nuat1on sheet Pag'1 6 01 12 
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SS::-D 

In retrigerator #2. a plastic bag of strawberries 
an<! pepperoni had no date and label. 

In freezer #2, a box of frozen bacon and fries 
were open and uncovered with no date and label. 
One box of of frozen turkey dogs and sausage 
were observed to be uncovered. 

tn the dry storage section, one bag of hot dog 
buns, three loaves of bread, four cans of diced 
pimentos, one box or powered mashed potatoes. 
had no delivery or expiration dates and labels . 

During an interview with the director of dietary 
services (DDS) on 1/19/15 at 12:30 p.m., she 

1 acknowledged. several food items did not contain 
proper labeling and date. 

Review of the' facility's policy on "Food Policy and 
Sanitation•. dated 2013 . states in part. " .. 4. Food 

I 
Storage .. All time and temperature control for 
safety (TCS) leftovers are labeled, covered , and 
dated when stored. They are used within 72 
hours (or discarded) .. Canned and dry foods 
without expiration dates are used within six 
months of delivery or according to the 
manufacturer's guidelines .. • 
483.65 INFECTION CONTROL. PREVENT 
SPREAD. LINENS 

T he facility must establish and maintain an 
Infection Control Program designed to provide a I 
safe, sanitary and comfortable environment and I 
to help prevent the development and transmission 
of disease and infection 

I (a) Infection Control Program I 

ST REE• ADORES$, CITY, STATE. ZIP CODE 

10005 EL CAMINO REAL 

ATASCADERO, CA 93422 

ID I PREFIX 
TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) I 

F 371 1 

F441 483.(,5 Infection control, prevent 
spre11.d, linens 

The facility must establish and maintain 
an infection Control Program dc.:i>igned to 
provide a safe. sanitary and comfortable 

I 
environment and co help prevent the 
di.:vdopmcnl and transmission or disease 

and infoction. 

I The facility must establish an Infection 
F 441 I Control Program und1::r which ii -

: (a) Infection C'nnlrnl f>ml,U'am 

(l) investigated. control. and 
prcvc.:nts infections in thi.: facilily; 

(2) Decides what procedures. such as 

ii;olaiiun should he applied to uu 

individual resident <1nd 
(3) Maincains a record of incidents 

and corrc.:ct ivc uclion:; n.:lakd Lo 

infections. 

I 
(l(!o) 

COMPL!i'TI0.'1 
Olln' 
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The facility must establish an Infection Control ! 
Program under which it • 
( 1) Investigates, controls, and prevents infections I 
in the facility; 
(2) Decides what procedures, such as isolation, I 
should be applied to an individual resident: and 
(3) Maintains a record of incidents and corrective 
actions related to infections. 

(b) Preventing Spread of Infection 
(~) When the Infection Control Program 
determines that a resident needs isolation to 
prevent the spread of Infection, the facility must 
isolate the resident. 
(2) The facility must prohibit employees with a 
communicable disease or Infected skin lesions 
from direct contact with residents or their food. if 

I 
direct contact will transmit the disease. 
(3) The facility must require staff to wash their ' 
hands after each direct resident contact for which I 

I hand washing is indicated by accepted 
professional practice. 

(c) linens 
Personnel must handle. store, process and 
transport linens so as to prevent the spread of 
infection. 

This REQUIREMENT is not met as evidenced 

I by: 
Based on observation, interview, and record 

I' review, the facility tailed to ensure a safe and 
sanitary environment when contact precaution 

l 
(everyone coming into a resident's room is asked 
to wear a gown and gloves to prevent spread of 

I 
Infection through touching of infected surface) 
order were not followed for one unsampled 

B WING _ _ _____ , _ _ 
01/23/2015 

STREET ADDRESS CITY STATE, ZIP CODE 

10805 El CAMINO REAL 

ATASCADERO, CA 93422 

IX!•) PROVIOeA'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS·REFEAENCED TO THE l\PPROPRl.ATE 
Dl:FICIENCYI I 

COMPL6Tl()N 
0 1\Tr 

I 

! 
(B)Pn.:vcntin~ Spread or Infection 

F 441 (I) When the lnfection Control Program • 

I 

de11;rm.in¢s that a resident needs isolation 
lo prevent the spread of infection. the ]

1 
facility must i::;olate the residt:nt. 

I 
(2) The facility must prohibit employct:s 

with a conununicabl~ dist:as~ or infected I' 

skin Jusioru; from c.lirccl contact will 
1ransmi1 the <liscc1s<::. 
(3) 1be facility must require staff to wash 
lhc1r han<ls after t.:ach dir1.:ct rc.-:iui..:nl 1 

comact for which hand washing is 

indicated by accepted professional 
practice 
(c) Linen$ 
Pcrsmmd must ha11dh:, storu, process. 

and transport linens so as to prevent the 
spruad or inloction 

A. For resident 16 an infecti(m control 

sign was immediately placed 

outside U1eir door 011 1/10/ 15. 

B. All n:sidcnls place on contact 

precautions have the possibility of 
being <1ffoi..:1c<l imd the DON Oi' 

JcSi!,l'TlCC checked all n:~iu1..11l!<i Otl 

comact precautions on 1/20/ 15 and 
no other resident was affected and 

;ill si:.ri1s wctt: posted by th~ door. 

C. The ADON or desi~ee will 
starting on 2/ l 0115 in service all 

nursing staff in rcg.urds l{l inrcction 

c0mrol policies and procedures 
speci.fica.lly to posting signage. 

I 

I 
I 

ORM GMS·'.!:;Ei't ttl1·991 (·r~IOU!; Vc<s on~ Ob~ul~I( lv~•r ~ 10' XZCJ 11 JI contmua1ion she~! Page 8 ot 1 '.! 
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resident (Resident 16). This failure placed the 
residents. staff, and visitors at risk for the spread 
ot disease and infection. 

' 
I 

' 
' 

l 
I 

I 

' 

I Findings: 

I On 1/20/15. at 10: 15 a.m .• during lour with 
licensed nurse (LN 1) outside of room 28C. the 
room had no signage indicating any special 

1

! 
precautions. LN 1 escorted surveyor to the room 
and introduced surveyor to Resident 16. 
Surveyor observed room surroundings and 
bathroom. When surveyor was exiting to another I 
room (Room 26) in the same hallway, CNA 1 

gown and gloves. · 
was observed entering Room 28 with protective l 
On 1/20/15. at 10:20 a.m., during a concurrent I 
interview with LN 1 and CNA 1, they were asked 
why CNA 1 put on the gloves and gown. CNA 1 
stated. "Because Resident 16 has lice." LN 1 
stated, "I didn't know that." Upon returning to 
room 28C. it was observed that there were 

1 
gloves and gowns hanging on the outside of the 
room door, but there was no signage posted I 
indicat1ing the need for personal protective I 
equipments (PP~s). When LN 1 was asked 
about the need for signage, she stated, "There 
should be signage posted on the outside door or 
wall.11 j 

I 
On 1/21/15. at 12:30 p.m .. record review I 
revealed, on 1 /19/15 . at 3 p. m. , and order was . 
written by Resident 16's physician, "Apply OTC . 
(over the counter) ltce shampoo per manufacturer I 
instructions, contact precautions ." 

On 1/22/15 at 2 p.m .. during an interview with the l 
I DON, she was asked what precautions would be . 

!:vent IC )QCJ I ! 

llJ 
l>AEFIX 

TAG 
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I 
0 AOVIOEFI S PLAN OF CORRECTION 

(EACH CORRECT1ve ACTION SHOULD BE 
CROSS·REFERl!NCED TO Tl-'E APPROPRIATE 

DEFICIENCY) 

F 441 l D. 1 he ADON or dtisignee will 
monitC1r monthly adJlercnce to 
infection control policy and 
procedures. Any <.Jiscn:pancics will 
be discussed at the monthly quality 
a'lsuran(;.C:) comm.illt:e meeting for 
recommcndntions or in-servicin:; or 
changes to the current policy and 
proct::durc. 

I E. Corrective action will he 
completed by 2/25/ I 5 .. 

r 

I 
IX'JI 

CCMPU;TI0'-
1 OllTI' 

I 

I 
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F 465 
SS::oO 

used for lice, and she stated, "Contact 1 

I precautions." When asked it this precaution 

I 
include posting signage outside of the resident's 
rooms? DON stated, "Yes." I 
On 1/23/15. at 10:15 a.m .. review of facility 
"Infection Control Flow Sheet" undated, under 
subheading, "Transmission Based Precautions". 
states in part, " .. Contact Precautions are in I 
addition to Standard Precautions . .Precaution set · I 
up in or near room with PPE. sign on door . ." 
483.70(h) i 
SAFE/FUNCTIONALJSANITARY/COMFORTABL I 

E ENVIRON . 

The facility must provide a safe. functional, 
sanit.ary. and comfortable environment for 
residents, staff and the public. 

I 
This REQUIREMENT is not met as evidenced 
by: 
Based on record review, observation. and 

interview. the facility tailed to provide: 

1
1. a safe environment in room 10 when the base I 
board in the bathroom was noted to be pulling 

I
. away from the wall putting residents using this 

bathroom at risk tor iniury. 

2. a functional environment when two walkers, 
two boxes . and a floor butter were obstructing I 
easy access to emergency water supplies 
creating potential delay of accessing water supply 
in case of emergency or disaster. 

Findings: 

F 441 1 

I 
I 

I 
F 465

1 

F46~ 483.70(h) S1\fc/ Functional/ 
Sanitary/ Comfortable Environ 

The facility must provide a safe, 
lunetivoal, sanilary <md comfonablc 1 
environment for residents. staff and the 
public. I 
l A. For lh1.: om; resident in room 10, 1 

resickut was accesse!d with no i~jury I 
identified and the base board in the 
ballm>om was lixecl inunt:diately by 
maintenance department cin date 
1/20/15. 

113. for all resi1.k:n1s pole!nlially affcctccl 

I 
by this deficient practice. all 
b11tlu·uonis were inspected by lhe 1 

I 
m;:iimenance department 0n 1/20/15 
and lhere were no further i<l1..ntified I 

I 
issu1.:s during the facility. m.lmi.ls. I 

1 C. The DSD or des1gne<.:: will m-service 
swung on 2/ IO/ l 5 regurding I 
reporting d:i111:1:;cd equip1m .. 'Tll to the 

maintenance departm~nt. 

(X!I) 
CO~Plc:;T!ON 

OAT: 
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F 465 Continued From page 1 O 
1. During an initial tour and observation ol the 
facility, on 01/20/15, at 11 a.m .. with the director 
of staff development (DSD), the bathroom's 
baseboard in room 10 was noted to be pulling 
away from the wall creating a safety issue for 
residents walking away from the commode. 
During a concurrent interview, the DSD agreed 
the protruding baseboard creates a safety issue 
for residents. 

Review of the faci lity's ''Preventative Maintenance I 
Program•, revised 1/22/08, states in part, 
" .. Preventative maintenance is a continuous and I, 

systematic proce'ss aimed at preventing or 
retarding the deterioration of a building. 

I 
equipment or grounds and eliminating or .. 
minin-Hzing equipment oUtages .. " 

2. On 1 /21 /15, at 2 p.m .. during tour of the 
emergency water supply storage area, 
accompanied by the maintenance supervisor and 

l the corporate maintenance supervisor. 
emergency water bottles (total of 222 gallons) 
were observed to be stacked on three shelves . In 
tront of the shelving were 2 walkers, 2 paper 
boxes f illed with paper and 1 buffer machine (an ' 
electrical floor scrubber that is used to clean and 
maintain non-carpeted floors) blocking access to I 
the water supply. I 

F 465 
I 

I 2B. for all rcsi<lc::nts pmemially atli;:ctoo 
hy this deficient pructice. rounds 
wen; conducted by Maintenance 
department on 1 /21 /15 and no one 

was affected by this deficient 

IX!JI 

I 
COtlf'lET'ION 

01\T! 

I 

On 1/21/15, at 2 p.m., during an interview. the 
corporate supervisor stated. "Oh that should not 
be here (pointing to the walker. boxes and buffer I 
machine)." Both the corporate maintenance 
supervisor and facility maintenance supervisor. 

practice:. I 
ZC'. The DSD or dc.~i~'Tlc.:c will i;lmting on 

2/ l 0/ 15 in·s<:.TVice all staff to 

1
1 acknowledged by nodding their heads, that it 

would be very difficult to access t~e water during . 

1 

an emergency. The corporate maintenance 
I supervisor stated , "That all needs 10 be moved I 

maintain clear accc;o;-. lll cmc::rgency 
water storage and to report ro tlle 
maintenance: supervisor in t h¢ event 
of any items blocking acces!>. 

I 
11 conbnuation sheat Page 1 ot 12 
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20. The Dir~clor of M;iinl\mance will 
conduct weekly rounds for the 
duration of ortc:: month followc:d by 
monthly inspections ensuring clear 
access lo emergency water stornge. 
Any discn.:p:.rncies will bt: discussed 
at the quality assurance committee 
meeting for recommendations of in­
:>i.;rvicing or ch<m~es tC'I the current 
policy and procedure. 

2E. Com:clivc aclion will he completed 
by 2/25/15. 

..... 
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