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F 000} INITIAL COMMENTS F Q00
The fallowing reflects the ﬂﬁdlngs of the Califomla
Department of Public Health during M
reoanlﬁcaiﬁon survey conducted from 6/8/10 TS Sy
through 8M11/10.
| ST
Ths faciity was licensed for 16 bada. The census 5@ A
at the fime of the survey was 15. The eample sizs g
was B, \,ﬂg'wp%e
Represanting the California Department of Public
Heslth: Kathleen Sullivan, Health Facifities F248 4834804 WITIE
Evaluator Nurse and Lilija Tushinski, Hegith lmERESTsm(EéDAg EF e AcsHMREEEg 082872010
Facllities Evaluator Nurse,
F 248 [ 483,15(f)(1) ACTIVITIES MEET F248| Requirements not met as evidenced
$3=£ | INTERESTS/NEEDS OF EACH RES by... the facility falled to provide an ’
. ) ongeing actlvity program that met the
The facilily must pravide for &n ongoing program nseds of three...residants, and acilvity
of activities designed to meet, in accordance with staff falled to provide documentation,.]
the comprahensive ressssment, the intarests and :
the phyaleal, mental, and psychosoeial wall-being i On September 8, 2010 the threa residents
of each resident, wers inferviewsd by the activities diractor
and their care plans were updated. By
tember 25, 2010 the admi
This REQUIREMENT f{s not met as evidenced ﬁf,’;enmg and mgm;g?,:egﬂ:gssmarl‘
by: and detumentation
Based an obeervetion, interview and record and revised as ,,]eedtg:'s will be reviewed
mviewﬂy. the l‘ac)lﬂl);qfaﬂed tc‘:h;;rwlda anfongoing ’
activity program Ihat met the needs of three of On Septamber 8, 2010 the actvity diracto
elght sampled residents (6, 3, and 5), and activity wag [n?semrced r'egarding acllvmeys r
staff fallad io provide documentation sccording to guidefinas,
policies and procedures. Findings:
The SNF Manager or des! 5
1. On 8/11710, Rasident 9's clinical record charts permnﬁgnt?! hr;:ée;gﬂezm}l audlty
indlcated his Interesis included exsrclss, sports, apprapriate activity documentation and
watching TV and movies in room, talking, and )
fistaning to the radio in his room. A revigw of
F\;ggdem $'s activity progrem datad

NATURE . TNE 1%8) OATE
Okujg_g_é!mre @ﬂ/m/ 9-g-10
‘e_?&mn:y staterment nnding with an asterisk (*) danctes a doficancy which the inslitution may be excused from corecting prividing i fs datamined that
othet safsguards provids sufficient protection 1o the patients. (Sae instructions,) Excapt for numing homas, the findings siaiad nbove gre disclonaMs 50 doys
(ollowing the dats of survey whathsr or not 2 plan of corractlon Is provided. For nursing homes, the abovs findings and plans of comectlon are diaclsaatie 14

days following the tate thesa dotumanis are mads avoliabla lo the fecillty, If deficlencies am cfisd, an approved plan of corection It requipite to coptinued
pragram pastiaipation.
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The fecility wis lloahbad for 18 beddy, The census
ot thg 1ima of e survay was 16, Tho ssmpis siza
waB (]

'I’ha fsau:y mtmt ptw}dé for an cngdng program
of sotivitian dag to meat, In sacordanca with
the comprehensive gasessment the interests and
the physical, mentsl, and psychosocks) well-belng
' Df dach reskient,

an REGUIREMENT ta not met a8 evidancad

ggﬂw on obeenmﬂbn. Wrviaw and recod
review, the Tadilily falled to provide an engalng
ectivity program that mel the neada of threa of
eight samplad residans (9, 3, 2tid 5), and sctivity
sisif faflad to provide documantstion Bcconding
poilcles and progeduras, Eindinga:

1. On B/14/10, Reckdent &'z clinkw! repord
dietad hia intoraats inchudad avarcidd, sports,
musle, reading. tips, shopping, being outdoors,
watching TV and mevies In roam, talking, and
{istening fi the red i his room, A reviaw af
Resgidant §'s actvily prograes notes dated

(AEORATORY DIREUTGRE OR PROVIDER/BUPFUER REPREDENTATIVE'S BIONATURE TML.R 006) DAT, '

ESTANEEDS OF EACH RES

KING CiTY, CA 53830
D USRAARY STATEMENT OF DEMGIENOIED ib D PN o CoNERGTION
Lt Har ey
F 000 | INITIAL COMMENTS F ooo|[!” Sep 2',; iy T

. 2
The follewing reflects the findings of tha Callfornia L Oy la
Dapsriment of Pubilc Health duting & W joON
recaritiontion strvey conduntad fram &8N0 .
through BA11£10, F248 403.15{){1) ACTIVITIES MEET 09/26/201D

Ronuiramenta not mot 28 evidenaod
by, e faciRy falied to providoan -
ongoing activity prograrmn that met the

I neada of thrae...residests, and activity
zMﬂ‘ faﬂed {0 provide decumshitation...

On September 8, 2040 the thres resitents
F 248( wam intarvigwed by the activities dlreutOr
and thelr care plans wars updsted, By
+ Ssptember 26, 2010 the adnyeeion
' goreening and angaing neads saaesamant
and documantation tools will ba reviewad
and revised as needed, &nd the Aotivities
Polley and Progeduns will be updated to
include tha wording, *For residants with na
' discemable respanse, servica provision is
 axpectad ahd may include one-lo-ane
)} eativities suaoh gs talking to the resident,
reading o the realdant about ptier
Interests, tactile and olfactory stimulation,
Bpplying loﬂon to skin, and 5o an.’

A Dalty Aatlv}ﬂea Record will be developed

by Saptember 25, 2010 to Include tha

activity pariclpated In, where ha galivity

I took place {Le. group or Inroam), tha

| degras of perticlpation (i.e. aclive,
pmssil(ya. ete.), and the duration of tha .
gotvi

Any deficknuy statement antiing with an memx (') danotes o daficlsroy whiah the imtfation mey be excused from meecting proviting ks daﬁrmtmzd thed
werda provida lffitlent probaciion to tha patients, {820 stnuctions.) Bmtfﬂr numing homee, the fidings steied sBave am diesiaashia RO deys

ether pefap
mmudaﬂﬂmymﬂhmm&wﬁndwu&mh rovidad,
dmmwm hate semnvents e made mmbummwm 14

progmEm pa

For numsl L] of comres] d
dﬁﬂm@&mg’?ﬁgﬁ' ove fin hg!mdpm comection sre diseiasahia 44

pian of comaerion ia requlatts b comibved
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F 248} Continuad From page 2

review of Resldent Council minutes for 5/10,
8/10, snd 7110 indicated a request for exercise

exercise on £/3 and 6/11/10, Thers wera no
follow-up notations ta tha requests for 6/10 or
7110, .

8/3/10, The 7/10 and 8/10 Activity Calendars
month on 7/1/10 and 8/31/10.

4. Resldent 3 wes unable to communicale
verbally or by written word. The 5/26/10 MDS
indlcateddhe resident was severely impalred in
decision making and was totally dependent for
help with activitles af dally llving. Resident 3's

activity preferancies were listad as music,
sphitual/religious activities and watching TV.

p-m., she stated she did not have to to
came out of his room z lot.

During obzervations of Resident 3 on 8/8/10 at

his syas closed, During an activity the AD
touched the resident's shoulder once with no

was observed,

in the activity sessions and had asked for them. A

and games at al threa meetings, Thera wers only
follow-up notes for the 6/10 meeting which listed

The Activity Calendar for 6/10 scheduled exencise
and games ohce on 6/11/10, and gemes slonse on

scheduled one exercise end gemes. activity each

Buring an interview with the AD on 8/9/10 at 4:50

room-bound activitias with Resident 3 because he

2:20 p.m., 8/8/10 at 8:05 a.m., and 8/10/0 st 11
a.m., the resident was In his room, The TV and
radlo wera not on. In the activity room on Bf11/10
at 10:10 a.m., while music was playing and othar
residents were singing, Resident3was lyinglna
gerri-chalr (chalr that holds tha entire bedy) with

respanse by the resident, and no other interaction

F 248
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(X4 1D SUNMARY STATEMENT OF DERGENCIES ) PROVIDER'S PLAN OF CORRELTION %)
PREFIX (EACH DEFICIZNCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLENON
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DEFICIENCY)
F 248 | Continuad From page 3 F 248
A raview of Resldent 3's 6/27/10 Activity Prograss F250 483,15(g)(1) PROVISION OF 09/25/201
Note indigated he attended sctivities for MEDICALLY RELATED SQCIAL
stimulation and for In room activities he liked to SERVICE e
listen to muslc or watch and iglen to TV in his :
native Ianguage. A revlew of Resldent 3's 4/4/09 Requirements not met ag evidenced
Activity Cara Plan had tha objactive of attending by.., the facility falled to ensure sacial
adctivities for stirnulation and had communication services documsntsd communication
goals of talking to him In his native langueage and with the reeponslbls pariy for ons
asking yes or an quastions, Thera were na ragident.
actions documented In the plan related to how the ;
stimulation would take placs, other than his On Seplamber 8, 2010 communication
aitendance, with the responsible party wes "
| dacumented in the madical record. :
5. Resident 5's annual MDS dated 1/17/10 i l
indicatad the resident had long and short tarm By September 25, 2010, Soclat Services |
memoiy problems, was moderataly Indapendent wlll identify and document who the I
with decision making, and preferred a varety of residents’ respongible parties ara for ‘
activities including exerclse, crafis and cards, but » medical and/or financial matters. Sccial
no movies, . Services will include documentation far  ©
any changes In ragponsibls parly and
The resident's aciivity care plan was not update face sheet and care plan. Social
Individualized and did not include obfsctives or servicas wil update the quarierly/ annual/ |
gosis refated to preferrad Interests in exerclse, change of condltion aseessmentformto |
craft or cards. When reviewed on 8/09/10 for Include a sectlon for responsible party
June, July and August 2010 the activity schedula Informstion.
tid not st weskly or dally exercise, crafis, or card -
games for residents aggessed lo have such By Sepi=mbaer 25, 2010 the nursing staff
preferences, will be In-gerviced ragarding informed
F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250| consent documentation guidslines.
35=p | RELATED SOCfAL SERVICE
The psychetropic committes will review
The facliily must provide medically-related social charts quarterly to ensure accuracy,
sarvices to attain or maintain the highast gigned by appropriate responsible party,
practicable physical, mentsl, and psychosocial and up to date. The resulls will be
wall-baing of each resident. reported to the querterly QA meeting,
FORM CMS-2887(02-00}) Previcus Varkens Obsokls Event il; PIO714 Faulity u QAO70000924 If cuntinualion sheet fage 44124
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This REQUIREMENT Is not met as evidenced

Bagad on ohaervation, interview and record
review, the facllity falled {0 ensure socln) sarvices
documented communication with the responsible
party for ona of sight samplad residents (1),
Findings:

Residant 1 was sdmitted with dlagnosss including
pulmonary dizease, dementia, Parkingon's
disasse (8 degenerative digorder of the central
nervous system) and cherea (movement disorder
matked by involuntary, jerky movements,
eapaclally of the arms, lags and faca), Har
5/19/10 MDS (Minimum Data Sei- an 2ssessment
tool) indicated she was moderately impaired in
her decision making ablity and was totally
depandent for help with activities of dally living.

A raview of Residant 1's clinical records on 8/8/10
Indicated when readmitted on 2/18/10, she had
an order for haloperidol (Haldo! usad to treat
psychotie disorders and ta contral movement
disorders). The dosage was 1 milligram (mg)
every aight hours for a total of three mg & day for
chares, The dosage was increased on 3/17/10 to
2 mg every eight houre. Haldol was discontinued
on 619/10. Haldel was reordered on 8/310 at 1
g evary elght hours, Resldent 1 also raceived
Etfexer (antidepressant) and Atlvan (anti-anxlaty
medkation). All three drugs have potentisl side
effects of drowsiness and sedatlon,

In-room observitions wers made on 8/8 at 2:20
p.m., 8/8 at 8:06 8.m., 8710 at 2:05 and 4:45 p.m,
and 8/11/10 at 8:25 a.m. On 8/6/10 8t 9 a.m.,
Resident 1 was able to raspond 1o some
guastions, but naddad off and made some
confused responses. Excapt during activities of

FORM GMB-2587(02-80) Previous Versions Obactets Evant I FIO731
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NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, 8TATE, ZIP CODE
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(%4) 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION m;xse?
PREFH {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMFLETON
TAG REGULATORY DR LSC IDENYIFYING INFORMATION) TAG CRO8S-REFERENCED TO THE APPROPRIATE DATR
DEFIGIENGY)
F 250 | Continued From page 5 _ F 250|. ‘
dally living, such as dressing and belng fed by
staff, Resident 1 was cbserved sieeping in bed
with her mouth open, as well a5 during ectivitlss.
A review of Resldent 1's clinloal record on 8/8/10
Indlcated an Informed V;:c:nssxant for Haldo! signed
an 2/19/10 by the previous responsibla party with F252 453.16(h)(9)SAFE/ CLEAN/
no physiclan signatura, There was no svidenca COMFQRTABI,.‘E} HOMELIKE 09/25/2010
nformed consants ware signed by the new ENVIRONMENT
rasponsible pary after Haldo! was restarted on
8/12n0. Requlrements not met as svidenced
. X « the faclitty falled to provide a
During an interview with the unit suparviser {U S) :E’mn. uomfbtrttl:able and h%mellke (
on 8/9/10 &t 4:55 p.m., ehe slated snce May ; environment for 15 reakdonts. |
2010, Resident 1 had a new rasponsible party l .
! who lived aut of state but could be reached by On August 11, 2010 the sdult diepers
| ®lephone. ! wene moved and stored in the closal, On’
] . August 8, 2010 tha portable exygen tanlc |
A raview of the soclal warker's notes dated i ! w:g ,en?o\?fd_ ohna August Ze’g'gf 0 m: .
' 8/16/10 made no referance to contact the new ; | window streens and brackets wera :
responsible party. On 8/10/10 at 10:40 a.m. "' repaired or replaced.. On Auguat 8, 2010
during an interview with the social sarvice warker the power sirip was removed. By
(SSW), she stated the new respansihls perty and September 25, 2010 the whesled brown
Resident 1's physleian had been In touch. The woad furmiture will b refinished, By
SSW stated the new responsible party requested September 25, 2010, rooms 22, 23, and
the facilty hB'p to get the financlal obligations 25 will have the paint repaired
handled b}( a county mpremmme.':mMMe new )
responsibla party would continus to handle i
medical dacislons, The SSVV was unable ta Eﬁlizﬁmlx{ci% ,i%;?dg:g gr%r::rg staff
provide documentation of any converaations with storage of patient care tems.
the new responsible party.
F 2521 483.15(h)(1) F252  The SNF Manager or designes wil
s5eg | SAFE/CLEAN/COMFORTABLEHOMELIKE | monttor hazardoourdrs gre wek ordar
ENVIRONMENT requests to ensure follow-up In timely
manner. The results will be reportad to
The facliity must provide a safe, clean, he qu v
comfortable and homelike environment, aliowing the quartarty QA Mesling for one year.
the resident to use his or her parsonal helongings
to the extant possitle.
FORM CMS-2587(02-86) Pravioim Varaons Obaclata Event ID; PIOTH Facllly ID: GAD70000324 if cantinuation shaal Paga &8 of 24
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SUMMARY STATEMENT OF DEFICIENCIES
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Continusd From page 6

g’his REQUIREMENT Ig not met a5 evidenced
Y.

Based on ohsarvations and intarviews the facllity
falled to provide a clean, comfariable and
homelike environment for 15 of 15 residents
ragiding In the facility. Findings:

1. During the Initfal tour 8/8/10 and during the
environmental room inspections on 8/10/10,
Rooms 11, 12, 21, 22, 23, 24, 25, and 26 had
multipla packages of adult diapers stored on the
edges of bathroom sinks, and hanging over on
shelves above the sinks. In Room 11, the mutiple
packages wadged betwean the wall and the sink
prevanted the hot water tap to be tumed on
completaly.

2. A portable oxygen tank was stored In the
shared bathroom in Room 22, Durlng an interview
with fhe unit menger at 8/8/10 at 12:20 p.m,, she
stated it did not belong there,

3, On 8/7010 at 10:30 a.m. the chief englneer
(CE) was present during the envirenmental
nspection tour whan tha follawing were cbaeyvad:

3. The window screen in Reom 11 had a bent
frama that caused a gap betwaen the screen and
the windaw, Bruckets were missing on window
gereens in Rooms 26 and 24. Multiple holes were
noted In window screens for Rooms 21, 22, snd
12. The holes insasured 2 to 5 inches in
circumdsranca which would allow entry for insects
and larga pests.

b. A power srip with multipla oufista wea screwed
Into the wall in Reom 11 behind bed 2 and

F 252
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F 252 | Continued From page 7 F 252 PWDéD MEET PR 0 SIONAL 09/8/201(
pluggad info an exisling wall outlat located | STANDARDS
between beds 1 and 2. The CE stated this was
contrary to facility policy. Requirements not mat wa svidenced
« the facllity falled 10 provide
g‘.‘ Rloom:f;l;' ’::lrld 22 had Wé‘?eled beVanhWOCd ‘l:in"c” whlctz met pmf‘?wona'
miture which were scarred from use. The dards of quality for 3 dents,
pratective coating waa worn away on surfacas standarda of quallly for 3 resl
and the fumiture could nat be propery cleaned On August 12, 2010 the tuberculin skin
and sanitized. tast documentatien policy was reviewsd
. with the nursa respensibla. Admission
d. Room 22 had & wall wilh approximetely eight checkilst ravized on Septembar 8, 2010 to
of paint missing above the floor molding tim. ! therapy, especlally on re-admissions. On
SS8sD PROFESS(ONAL STANDARDS on pmper use and dOﬂumEntHﬂon of
madications, Including the need to clarlfy

!

: The services provided or armanged by ths facliity

must meet professional standards of quallty.,

This REQUIREMENT Is not met as evidencad
by.

Based on obssrvation, intarviaw and resord
raviaw, the facility falled o provide services which
mat professional standards of quality for three of
elght sampled residents (7, 5, and 10). Rssidant 5
raceived an unnscassary tuberculin skin test and
{he fest was not documented according to facility
policies and procedures, Resldent 7 wes
administered a pain madication without physician
orders, Resident 10's pulse rate was not checked
o8 ordared before a heart mesication was
administered. Findings:

1. Resident 5 was admittad to the taciity with
diagnozea including disbetes. The minimum data
gat {MDS, an assesamert tool} Indlcated the

rasident had Jong and short term memory

paln medication orders if na paln scale
intluded In physician order. On
September 8, 2010 the medication vitat
sign palicy was reviewed and revisad to
ensura that licansed staff |= rasponsible
for all vital signs prior to medication
administration,

On August 24, 2010 the nursing staff was
in-sarvicad regarding vital signs for
medication administration, madication
detumentation, and pain medleation
orders,

The SNF Manager or designea will sudit §
charts per quartar for medication and palr
documentation accuracy, Tha results will
be reportad to the quartarly QA Maeting
for ene yesr,
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probleme, and was moderately Independent with
declsion making,

On 8/11/10 et 1@ a.m. the record was reviewed
with the infection contro! nurse. The recard
indfeated Resident 5 received a tuberculin skip
teet (TST) an 4/14/10 despits s history of
tuberculosls (T6) treatment and a negativa chast
X-ray In 2008, TST Is administered as an
Intradlermal injection of purified proteln derivativs
(PPD). On 4/17/10, after the unnesessary TST

Resident 5 tesied positive for TB,

The facility policy for "Tuberculpsis: Resident
i Scraening” described how all residents are

‘ sereened for tuberculosie on admission and
annually. The results should be recorded in
millimetars.

i
On 4/17/1Q Resident §'s TST resuit was racorded !
on the Tuberculin Skin Test and Immunizstion |
Documentation form with a plus sign instead of
measurament In milimaters (mm). The nursing
st=fi falled to accurately recard tha
measurements of the induration (swelling on the
resident’s forearm) in the nursing notes and tha
TST docusmentation.

The Infection control nurse stated Resident 10
should pot have received the TST, and the TB
immunization decumentation was not recarded
secutately 88 required by the polley.

2. Resident 7 was admitted to tha facliity with
diagnoses inciuding end stage renal disoase.
Review of the physician orders on 8/9/10
indlcated there was an order for Tylenal 650 my
{milligrams) every six hours as needed fora
temperotura greater than 101.5 degrees
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Fahrenheit, and for HA (headache) mild pain.
The medication administration record was

twica an 6/1010 for teft arm pain, and for side
pain on 8/19/10. The paln level was retsd 85 8
out 10.

From 7/17/10 to 7/26/10 Resident 7 received
Tylonol 13 {imes for body achas and earaches
with pain rate rated as 8 out 10.

On 5/28/10, Resldent 7 received Tylanol 850 mg
for & headzche rated as 8 out of 10,

| On 8/10710 the unit superviser stated mild pain
was rated as nw higher than 3 on g scale of 0-10,
with zero as no pain and tenh as the worst pain,
Licensed staff madicated Regident 5 without
obtaining a revisad Tylenol order far naw pain
sites and inersased lavals of pain,

3. During the medicatlon pass on 8/9/{0 at 8
p.m. with ficensed nurse 2 (LN 2), sha
administered medications to Resldent 10
including propranofol {uged In tha treatmant of
hypertension). LN 2 did not check Resldant 10's
pulge prior to administretion. Propranolo! is
contraindicsted In patients with bradycardia (less
than sbdy hearbeats per minute), The physician's
orders called for a pulse to be {aken prior to
administration, and to hold the medicatlen Ifthe
puise rate is below sixty baals per minute.

During an Intervisw with LN 2 after the
adminlstration, she statad Resident 10's pulse
rate was 84, LN 2 stated she got the pulse rate
from the vital sheets, which had baon done
batween 4 t0 5 p.m., by the certified nurses

roviewad and Resldent 7 recelved Tylano! 850 mg|
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F 281 Continued From page 10 F 281| HAZARDS! SUPERVISION/ DEVICES | ~ 1202
assistants.
F 323 483,25(h) FREF: OF ACCIDENT F 323| Requirements not met as evidenced
88= | HAZARDS/SUPERVISION/DEVICES by... the facility failed to keep cleaning

The faclity must ensure that the resident
snviranment remains as free of accldent hazards
ag i possible: and each residant racalves
adequate supervision and assistance davices to
pravant aceldants,

This REQUIREMENT is not met ag evidenced
by:

Baged on obgervation and interview, the hospital
failed to keep cleaning products and medications
sacura and out of residents’ reach. Findings:

During the Initia] tour on 8/8/10 starting at 11:30
a.m. with the unit superviser (US), the following
items were observed.,

1. A closet, with a sign which read "This door
remaing closed at alt imes”, was open and
contzlned muitiple boxes of Polident (a denture
cleanser) and slcohol free mouthwash, The
manufacturers Safety Data Sheet for Polident
indicated that ingestion may lead to inritation of
the throat and cjfficulty breathing.

2. The open medical-surgical supply room,
locatad near Rogm 18, had three bottles of
hydregen psroxide {a disinfectant and blegching
agent) and thre= bottles of fieets enema (a saline

 lexative).

3. The untocked Janitor clogst next to the supply
rcom had {hrea tame deodorizer bottles in plastic

|

!

preducts and medjcatlona secure and
out of residents' reach,

On August 8, 2010 the Polident and
alcohal frea mouthwash, hydrogen
peroxide, and flesta ensmas ware
ramoved fromn tha closets, On August 8,
2010 the fanitor closst was locked. On
August 12, 2010 the glage flower vasa
was replaced by a plastic vase and the
¢eramic picture frame wae gecured to the |
wall, Qn September 20, 2010 the .
*Comprassad Gasses*® policy will be !
raviewed and ravlsed to reflect the :
hospltal's current no smoking peficy. On :
September 8, 2010, “No Smoking® signs
placad in rooms 21 and 22 where oxygan |
Is stored. On August 10, 2010 all closets
surveyed and those needing locks had
them instajled.

By September 25, 2010 the nursing staff
will be In-servicad regarding storage of
potentially hazardous materials.

The SNF Manager or designea will
monitar hazard rounds and work arder
requests to ensure follow-up in imaly
manner. The results will be reportad to
the quartarly QA Mesting for one yaar,
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jugHlike containers. On 8/8/10 sf 11:35 a.m., US
stated the jenitors had keys to the closel, and it
should be kept locked.
A raview of the 1/04 Storage of Hazandous
Materials on B/9/10 indicated storage areas are
kept under lock and key unti} needed,
A review of the 12/07 Medication and Disposal
Storage on the same dats, Indicatad all drug |
storage areas shali be lockabls and scceasible to I
suthorized personnel. l ' !
4. In Room 11-4 a heavy glass flower vese end a i ' )
ceramic picture frame were not secured to the 1 '
wooden shelving fo the right of the head of the i |
resident's bed. © F320 483.25{}) DRUG REGIMENIS | qamamodo
, FREE FROM UNNEGESSARY DRUGS !
5. No oxygen signage was posted outside of '
Rooms 21 or 22 where residenis were mceiv’ﬂg 1 Requ‘mmem not met ag wldgnced g
oxygen therapy. by... tha faeliity fafled to have adequatei
menttoring of medications for 1
A review of the 1/04 pallcy and procedure, sampled ,g,mem l
"Compresead Gasses”, Indicated, "No Emaking !
signs shall be prominently pasted [n all areas On August 10, 2010 the resident’s Halda)
where oxidizing gases are stored, In use or was decreased to 0.5 mg.
present.” :
F 320 | 483,25(1) DRUG REGIMEN 1S FREE FROM F329| op August 24, 2010 the nursing staff was
§5=0 | UNNECESSARY DRUGS A in-servicad reganding the monitoring of
: behaviors and side effects of medications,
Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any The psychetraple committee will review
drug when used In excessive dose (mcm(‘“ng charis quarterly to ensure acouragy,
duplicata therapy), or for excassive durafion; or signed by appropriate responsible party,
without adequate monitoring; or without adequate and up to date, Tha results will be
indications for itz use; orin the presence of reported to the quarterly QA mesting, ¢
advaerse consequences which indicate the doge ' i
ghould ba retuced or discontinued; or any !
combinations of the reasona above. E
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Basad on g comprehensive aragssment of a
resident, the faciiy must enzure that residents
wha have not used antipsychotic druga are not
ghven these drugs unless antipsychotic drug
therapy is necessary to treat a gpacific condition
as diagnosad and documantad In the clinics!
record; and rasldents who use anlipeychotic
drugs recelve giadus! dose reductions, and
behavioral interventions, unless chinically
gmtarndlcaiad, in an effor? to discontinue these -
rugs.

| This REQUIREMENT Is not mel as evidenced

Bazed on abservation, Interview and record
review, the facility failad to have adequsta !
monltoring of medications for one of sight i
sampied rasldents (1), During cbservations,
Residant 1 appearad sedsted. There was no
documented svidenca of & signed consent or
discuesion of the risks versus bensfits with the
rasponsible pary when Haldol was reordered by
the physictan. Thera was no evidence of @
pharmacist drug regimen review cf Haldol and
other sedativa niedicetions Resident 1 recelived
since har readmission in 2/10/10, Staff stated she
was increasingly drowsy and shewing sadsted
sffects, however, the aggassmen!s in the
Medication Administration Record (MAR)
Indicated she had no adverse affects from her
sedative medications, There was no direct
monitaring for side effacts of Haldd! In the MAR,
Findings:

o) D SUMMARY STATEMENT OF DEFICIENCIES n FROVIDER'S PLAN OF CORRECTION 5
PREFDX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE EOMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPROPRIATE DATE
DEFICIENCY}
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Reszident 1 was admitted with diagnoses including
pulmonary diseasse, dementls, Parkingon's
dizeass (a deganerativa disarder of the tentral
nervous system) and choras {movement disorder
marked by invaluntary, Jerky movements,
especially of tha arms, legs and face). Her
5M198/10 MDS (Minimum Data Set- an sseessment
tool) Indicated she was moderately impairad in
her declalon-making abllity and was tatally
dapandent for help with activities of dafly living.

A review of Resldent 1's clinical records on 8/8/10
indicated when readmittad on 2/18/10, she had ;
an order for halaperido) (Haldol used to treat )
psychotic diserders and to control movement ;
disorders), The dasage was 1 milligram {mg)
every eight hours for a total of three mg a day for
chorea, The dosage was increased on 3/17/10 to
2 mg every sight hours, Halde| was dlscontinued
oh 5/19/10, Haldol was reordered on 6/3/10 at 1
mg evary elght hours. Resident 1 also recelved
Effaxor (antidepressant) and Afivan (anti-anxiety
medication). All three drugs have potentis! side
effects of drowsiness and sedation.

In-room observations were made on 8/8 at 2:20
p.m., 8/2 2t 8:05 s, 810 at 2:05 and 4:45 p.m.
and B/11/10 at 8:25 a.m. On 8/9/10 at 8 a.m.,
Resident 1 was able to respond to some
questions, but nodded off and made some
confused responses, Excapt during sctivities of
daily living, such a¢ dressing and being fed by
staff, Resident 1 was observad in bed sleeping
with her mouth open as well aa during aclivities,

During an luterview with the AD on 8/11/10, she
stated Resldent 1 had been getting more sleepy -
the past couple of days, but would respand if you
shooi her shaulder, and the resident could

FORM CM8+2887(02.639) Provioua Varsions Cbsaista Evenl ID; RIOT 1Y Feclity 1D; CAG7004052¢ If canthustion shest Page 14af 24
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Continued From page 14

. | answer eppropriately at times, Her convarsations

with the resident were geared to yes and no
responsas,

A review of Resident 1's physielan progress notes
for 772110 Indicated Resident 1 ssemed less
engsged and less Interactive, During an interview
with the unit supsrvisor (U S) on 8/10/10 &t 2:40
p.m., she shaled Resldant 1 had bean overly
sadated the past two daya and she had not seen
her three days sgo. After she called Residant 1's
physician, he onderad a decrease in the dosage
of Haldol. ’

: During & review of Resident 1's MAR on 8/8/10,

there was no side effect monitoring seen for
Haldol There ware side affect monitoring for
Effaxor (anlidepressant) and Ativan (anti-anxsty
medlcation). Sedation and drowziness were
identiffed as possible slde effects for both Effexor
and Ativan, Although staff interviews indicated
she was increasingly drowsy and shawing
sadated affacts, the assessments In the
Medlcation Adm|nistration Record (MAR)
indicated she had no atverse affects from her
sadative medications.

On 8211710, a reviaw of Resident 1's MAR for
7/10 and 8410 hud "0" listed for side etfocts on &l
dates up to and including 8/10M0. On &11/10 at
8:35 a.m, during g review of Resldent 1's *
admiselon cars plan for Behavior, it indicated
Haldo! was increased on 3/17/10, discantinued on
5M19/10 and restarted on B/3/10, Another netatian
indlcatad the dosage had been lowerad to 0.5 mg
every aight hours on 8/10/10,

During an interview with the unlit suparvisor (U S)
an 8/8/10 at 4:55 p.m., she stated since May

i

F 328
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2010, Resident 1 had & new responsible parly
who lived out of sists but could be reached by
talephone. There was no documented date and
time of cansent by the new respongible party
when Healdo! wes restarted on 8/3/10.
A review of the sccial worker's notes dated
6/15/10 mede no referencs fo contact with the
new rasponsible party. On 8/10/10 at 10:40 a.m. a7 4083.35(i) FOOD PROCURE, 0972612010
during an Interview with the soclal servies worker STORES PREPARE/ SERVICE -
{SSW), she statad the new responsibla party and SANITARY
Resident 1's physicien had been in touch. The
S5W was unable to provide documentation of any ! Requirements not met as evidenced
conversations with the new responsible parly. | by.. the facliity falted to date oponed

containers...falled to hawa access to !
During a review of the February 2010 through dizposable towsls at the handwashing
August 2010 fauility drug regimen raview racords gink, ;
on 8/10/10, the only drug regimen review of any i
drugs for Resident 1 was a refarence to Claritin On Auguet B, 2010 the unlabelad food
{nor-drowsy allergy medication), On 8/10/10at | | was disposad of, On August g, 2010 .

i 10:30 8.m. during & telsphone Interview with the i paper inwel roli was placed negr sink. On
pharmacist (MMR MD) in charge of the drug ; | August 11, 2010 the peper towe! .
regimen raview for the facility, he stated he could 2 dlspenserwas replaced. ‘
not recall if he had done speclfic drug regimen
reviews for any of Resident 1's medications sinca On September 8, 2010 the kitchan staff
her readmisgion to the facillty. He stated the was In-serviced regarding labeling, dating
Information might be in his compuler, howaver, and, storage of food, As of August 8,
thera wag no Inforration provided. 2010, the maintanance and refilling of

F 371 483.35()) FOOD FROCURE, F371| hand washing sink supplies will be

88=F | STORE/PREPARE/SERVE - SANITARY inspected daily each shift by the sanitary

sldes,

The faclity must -
(1) Procure food from sourcas sppraoved or The Dietary Manager or designes wil
considared satisfactory by Federsl, State or focal monitor foad starage and sanitation
authorities; and supplies. The results will be reported to
(2) Store, prepsre, distribute and serve food the quartarly QA Masting far one yesr.
under sanitary conditions
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This REQUIREMENT Is not met s evidanced
by

Based on observation, interview and record
review, the facility failed o store food vnder
sanitary conditions when thsy falled to date
opened containars in the kitchen refrigaraters and
dry storage. The kitchen staif failed ta have
access 1o disposable iowels at the hand washing
sink. Findings:

1. On B/8/10 at 11:30 a.m., accompanied by the
diet aide, the following were obgerved during the
Initial tour of the kitchen;

8, The paper towsl dispenger at the handwashing
sink did not dispanse paper lowsls as needed,
The cook stated the dispanser was not working
properly. She hadio use a key to opsh the
dispenssr, which than blocked aceass $o the sink,
The dlet alde steted she did nat know how to
acceys tha paper towsling In the dispenser, There
were no disposable paper towels avallable for use
In the handwashing area.

b. Two opaned and undated muffin mix boxes
wara ohaarved in the pantry, Assording to the dist
gide the boxes should hava bean dajed when
opened. '

c. Three dented, eight-ounca cans of iomato
paste and chipotie were stored on a sheilf. The
diet aide stated dented canned gocds should not
be used and should have been removad from the
pantry.

d. Openad and undated containers of smokeay

Fan
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Tha drug regimeén of each resident must be
reviewed at least once a month by a licensed
phamaclst.

The phammacist must report any irregularitles to
the sitending physictan, and the director of
nursing, and these reparta must be acted upon.

This REQUIREMENT is not met as evidenced
by

Based on observation, Intarview and racord
review, the fecillty falled to ensura the phermacist
roviewed the drug regimen for one of aight
sampled rasidents {1). During obsarvations,
Resident 1 appeared sedatad, Thera was no
documenied svidence the pharmacist performed
a drug regimen review of Haldo! and other.

On September 8, 2010 the Phamacy
Manager will review the resident's necord
for the use of Haldol,

On September 8, 2010 the phammacist
was in-sarviced regarding the drug
regimen review stendard end appropriate
dacumantation,

The Pharrnacy Manager or designee will
audit 5 charts quarterly for completion of
drug regimen reviews. The results will be
repotted to the quarterly QA Meeting for
one year,
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DEFICIENGY)

F 371 | Continuad From page 17 F3mM
harn base, garlic and ¢hicken broth were stored in
refrigerator #5.
e. Tha shelf above the stove was coated with
granuiar debris. The shelving between the tray
fine and food prep eres had splied sepzoninga
and other grimy debris, '
f. The food preparstion lable had expozed wood
on the comer and surfate. The table could not ba F428 483.60(C) DRUG REGIMENM 08/972019
praperiy sanitizad between uses, REVIEW, REPORT IRREGULAR, ACT

! ON i

8. The food weight scale located on a teble by ! . ‘
the stove was partially coverad with sailed, i Regultements not met s evidenced |
wrinkled aluminum foil. by... the facinty fallad to ensuro the

F 428 | 483.80(c) DRUG REGIMEN REVIEW, REPORT F428| phanmacist reviewsd the drug regimen!

s3=p | IRREGULAR, ACT ON for 1 residont. !
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sedative medicetions Resldent 1 recslved since
her readmisslon in 2/40/10. Findings:

Resident 1 was admitted with diagnoses jncluding
pulmanary disease, dementia, Parkinson's
disaase (a degenerative disardar of the cantral
nervols systam) and chorea (movement disordar
marked by Involuntary, Jerky movements,
espocially of the arms, legs and facs). Her
5/19M0 MDS {Minimum Data Set-an asssssment
tool) Indiceted she was modsrataly impalred in
her decision-making ability and was totally
dependent for help with activities of dally iving. '

A review of Resident 1's clinical records on 8/8/10
indieated when seadmitted nn 2/168/10, sha had
an order for haloperidol (Haldo! used to treat
psychotic digorders and to ¢control movement
disorders). The dosage was 1 milligram (mg)

: every elght hours for a tota) of thres mg & day for ! )
chorea. The dosage was increased on 3/17/101o . I
2 mg every elght hours. Haldol was discontinued | ’
; on 5/19/10. Haluol was reordered on 8/3/10 at 1 ‘
mp every elght hours. The manufasturers
recommended maximum dosage of Haldol jg
Resident 1 alao received Effexor (antldepressant)
and Ativan (antl-anxisty madication). All three
drugs have potential akle sffects of drawsiness
and sedation.

In-reem observetions wore made on 8/8 &t 2:20
p.m., 8/9 at 8:05 a.m,, 8/10 at 2:05 and 4:45 p.m.
and 8/11/10 st 8;25 a.m. On 8/9/10 at 8 am.,
Residant 1 was able o respond fo some
questions, but nedded off and made some
confused responses, Except during activities of
daily living, suth as dressing and baing fed by
staff, Resident 1 slept In bed with her mouth-
open, ‘as well as during activities,
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During an Interview with the AD on 8/11/10, she
stated Resident 1 had boen gatting more sleepy
the past couple of days, but would respond Iif you
shook her shoulder, and she could answer
appropriately at times. Her conversations with the
residant were geared to yes and no responses,

A review of Residant 1's physicisn progress notes
for 77210 indicaled Resident 1 seemed leas
engaged and less interactive,

Duting an interview with the unit supervisor (U 8)
on 8/10/10 at 2:40 p.m., she stated Resident 1
had been overly sedated the past two days and
sha had not seen her three days ago. After she
c¢olled Resident 1's physiclan, he ordarad a |
decreasea in the dosage of MHaldol. i

During a review of Resident 1's MAR on 8/8/10,
thers was no side sffect monitoring sean for
Haldol, There were side effect manitorings for
Effexor (anidapressant) and Ativan (anti-anxlely
medication). Sedstion and drowsiness were
identified as possible side affeets for both Effexor
and Ativan. Although stsif interviews Indiceded
she was increasingly drowsy and showing
sedeted affacts, the assessments in the
Medication Administration Record (MAR)
indicated she hed no adverse affects from her
gadative medicetions. On 8/11/10, a review of
Resldant 1's MAR for 7/10 and 8/10 had "0" listed
for g;de effects on all datee up to and inciuding
§10/10.

On 8/11/10 at 8:35 a.m. during a review of
Resldent 1's admission care plan for Behaviar, It
indicalad Halo wes increassd on 3/17/10,
discontinued on 5/19/10 and restarted on 6/3/10.
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Another notation Indicated the dosage had besn
lowsred to 0.5 g svery sight hours on B/19/10.
During a review of the February 2010 through
August 2010 fachiity drug regimen review racords
on 8/10/1Q, the only drug regimen review of any
drugs for Reslident 1 was a reference to Glaritin
{nan-drowsy sllergy medication). On 8/10/10 st Fd441 483,66 INFECTION CONTROL, 00125120
10;30 a.m. during 8 telephone interview with the PREVENT WSPREAD, LINENS
pharmacist (MMR MD) in charge of the drug
regimen raview for the facilily, he stated he could Rgquiraments not met as ovidencad
not recall If ha had done apecdific drug regimen by... the facllity falled to ensura staff
raeviews for any of Resident 1's medications since ! demonstrated proper Infaction controd
har readmission to tha facllity, He stated the i . tachnlques whila ucing stehoscopes, |
information might ba In his computer, howaver, " blood pressure cufiz and while i
thare was no information provided, " handling food, '
F 441 { 483,85 INFECTION CONTROL, PREVENT F 441 ]
§5=E | SPREAD, LINENS On August 24, 2010 the nursing statf wes:

The facllity must establish and maintain an i
infaction Contral Program designed to provide a |
safe, sanitary and comfortable environmant and
to help prevent the development and transmissgion
of disease and Infection.

{9) Infection Control Program

The faelitty must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents Infections
in the facllity;

(?) Decides whal procadures, such as lsolatlon,
should be applied to an individual resident; and
(3) Maintains a record ot incldents and cotrective
actions ralated to Infections.

(b) Prevanting Spread of infection

(1) When the tnfection Control Program
determines that g rasident needs isclation t
prevent the spread of Infection, the Tacllity must

in-serviced regarding infection control
practicas for blood pressure cufls and
stethesaopes, By Saptember 25, 2010
each resident will have thelr own blood
prassure cufi,

On Ssptamber 8, 2010 tha kitchen ataf
was In-servieed regarding Infaction contro
practices for handiing food.

Tha SNF Manager or degignea will
conduct manthly rendem audits of nursing
gtaff uging blood prassure cufls and
stothescopes and the Distary Manager wijl
sonduct monthly random audits of Kitchen
staft Infaction control praciices, The
results will be reported to the quarterly QA
Mesting for one year. [
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isolate the residert. -

(2) The facitlty must prohibit emplayess with a
communicable disease or infected skin lagions
from direct eantact with residents or their food, if
direct contact will ransmit the dlsegse,

{3) The facifity must requlre sigff to wash thelr
hands after each direct resident contact far which
hand washing !s indicated by acceptad
professional practice.

{¢) Linens

Perzonnel must handle, stare, process and
transport linens so as to prevent the spread of
infection,

1 This REQUIREMENT Is not met ss avidanced

' by

: Based on cbservation and interview, the facility
| falled to ensure staff demonstreted proper
infection controt technigues while using -
alsthoscopes, blood pressure cuffs and while
handing food. Findings:

1. During the medicstion administration
observation on 8/10/10 at 8:45 a.m. licensed
nursa 3 {LN 3) placsd 2 stathoscope on a patlent
to chack the placemsnt of & gestrostomy tube (a
tube inserted through the abdomen into the
stamach 10 provide nutrition and medications). LN
3 then draped the slethacope around her neck
without cleaning it She subsequently put tha
stethescope In the medication cart without
cleaning it

2. On 8210 at 11:45 a.m., the cook was
observed atthae junch trsy iine. She used &
wathrag 1o wipe down (he tray line {able. The mag

1
1

|

F a41

i |
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was kept goaking In a small buckat fillsd with
liquid locatad near the tray line, The cock plcked
up the unsanitary bucket with her gloved hand
and gave i to one of the Kifchen ataff to refill,
She proceeded (o plata food, and fiip the covera
of the steam table pans, with the hand wesaring
the contaminated glove, According to the distary
supetvisor an 8/10/10, the cook ghould have
washed her hands after handiing the dirty bucket.
The handwashing pollsy required the cook to
wagh her hands after handling anything

unsanitary, .
F484 483.70(5) REQUIREMENTS FOR : . goso5/2010

3. During @ medication pass on 8/6/10 at 5:15 DINING & ACTIVITY ROOMS

p.m. with licensad nurse 1 (LN 1), she removed a

stethoscape and blood preasure cuff from the Requiraments not mot as evidenced

bottom medication cart drawer, LN 1 proceeded ' bv.. the faciiity falled to pravide |

to take Resident 1'2 blood pressure wrapping It sppropriate seating during meals for 1
| around the resident’s right arm. Aftar taking off samplod ronldent and 3 non-sampled

her gloves, LN 1 retumed the slethoscope and | residents,

blood pressure cuff back 1o the bottom drawer, '
On August 18, 2010 the table heighte

designatad for resident dining and aclivities, i

1
During anvimterview with LN 3 on 8/10/10 at 8:45 were shartened for the individual residents |
a.m., she statad it was the fagillty’s palicy to wipe Invoived, |
off the stethoscape and bload pressura tubing |
prior to use, and after uea. On Saptambar 3, 2010 the certified nurse
F 464 | 483.70(g) REQUIREMENTS FOR DINING & F 464| aseistants were educated regarding the ‘
88=D| ACTIVITY ROOMS individual residents’ tables and how to
detarmine proper table height for any |
Tha facility must provide one or more raomsa resident. I
|

The SNF Manager or designee wiil

These rooms must be weall lighted; be well monitor hazard rounds and work order |
ventilated, with “onsmoking sreas identified; be requests to ensure follow-up in timely |
adequatsly fum’shed; and have sufficlent space manner. Tha resulls will be reported to |
to accommedata all ectivities, the qusrtarly QA Maeting for one year,

This REQUIREMENT s not met ag evidencad
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by:

Based on observation and staff inlerview, the
facliity filed 10 provide appropriate seating
duting meals for ona of eight sampled residents
(4) and thres non-sampled residents. Findings:

Resident 4 was nbearved In the dining/activity
room during the lunch mesal on 8/9/10. Resident
4's Minimum Data Sat (an assessment taol)
indicsted she weas cagnitively impalred,
independent with ealing but needed some
supervision, Resident 4 was at a table sitting on.a
soft cushion chalr. The table top came up to her
collar bone. Har meal tray was placed on the

1 ;ble and Residant 4 searched for her milk and
water bayond the dinner plate. Three other
resldents, who were algo seated too low atthe
tbla, sst on soff cushion chairs durlng meals on
8/8, BfA, and 8/10.

The unit supasvisor wag prasent during the meal
obsarvation and stated the tabla top was too high,

F 464

Ny —— s
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