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F 000 | INITIAL COMMENTS | F 000

The following reflects the findings of the
~ California Department of Public Health during the |
concurrent Recertification, Relicensing, and '
| Abbreviated Surveys for Facility Reported . |
Incident (FR1) Number: CA00966665. ‘

; The survey team entered the facility on 6/16/25 at .
| 0730 hours. |

The facility identified the census as 89.
The survey final sample size was 19.

FOR FRI NUMBER: CAD0966665, NO I !
| DEFICIENCIES WERE IDENTIFIED. | i

GLOSSARY AND DEFINITIONS: | |
| % - Percent i
| Abrasion - a shallow wound or scrape that occurs
“when the top layer of skin (epidermis) is rubbed ‘
or scraped away
Acute - present or experienced to a severe or
intense degree.
Advance Healthcare Directives - a legal
- document that states a person's wishes about
receiving medical care if that person is no longer
able to make medical decisions
| ADON - Assistant Director of Nursing
AM - morning
Aspiration - injalation of foreign objects into the
airway and/or lungs
BIMS - Brief Interview for Mental Status
(assessment used to gauge a person's cognitive
- functioning)
| CAUTI - Catheter-Associated Urinary Tract |
‘ Infectlon

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REP, ESE ATUR TITLE (X6) DATE

Administrator 8/06/25

Any deficiency statement ending with an asterisk (*) denotes a deficiency whve\‘( he institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program particpation. 8/6/25 POC Accepted
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' CNA - Certified Nursing Asslstant

:cognitive functions fike memory, language, and

CDC - Centers for Disease Control and
Prevention

Chronic respiratory failure- a condlition where the
lungs can't adequately exchange oxygen and
carbon dioxide over an extended period

CMS - Centers for Medicare and Medicaid
Services

Dementia - a general term for the loss of

;-easoning, severe enough to interfere with daily
ife

DM - diabetes mellitus a chronic metabolic
disorder characterized by persistent high blood
sugar levels

DON - Director of Nursing

DSD - Director of Staff Development

DSS - Dietary Services Supervisor

DVT - Deep Vein Thrombosis (condition where a
biood clot forms in a deep vein)

EBP - Enhanced Barrier Precaution (an isolation
precaution for residents with implanted devices
such as central catheter, foley catheter, and
gastrostomy tube)

EHR - Electronic Health Record

Facility Assessment - a document describing
resident population and needs to determine staff
and other resources necessary to competently
care for residents

FDA - Food and Drug Administration

G-tube - Gastrostomy tube

H&P - History and Physical

hr - hour

Hypoxia- low levels of oxygen in body

Indwelling urinary catheter - a flexible tube
inserted into the bladder to drain urine

IP - Infaction Preventionist/Prevention

IV - intravenous

X&) D SUMMARY STATEMENT OF DEFIQIENCIES 1o PROVIDER'S PLAN OF CORRECTION (X8}
ERErD (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH QURRECTIVEACTION SHOULD 8E COMPLETION
TG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG OROSS REFERENCED TO THE APPROPRIATE OAT
DEFIGIENGY)
F 000 | Continued From page 1 F 000

Lethargy - a state of weariness that involves
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F 000

Continued From page 2

- your blood, expressed as a percentage.

diminished energy, mental capacity, and
motivation

Lipohypertrophy - a conditlon where fatty tissue
accumutates in an abriormal way, typlcally at the
slte of injéctions

LVN - Licensed Vocational Nurse

MAR - Medication Administration Record

MDS - Minimum Data Set (a standardized
assessment tool)

Meal ticket - used to Identify the resident's diet,
allergles, end food prefarences

Mechanically altered diet - the texture of the diet
was altered

mg - milligram(s)

mg/d! - milligram(s) per deciliter

mi - mililiters(s) '

mmHg - milliliter(s) of mareury

Nasal Cannula - flexible tube 1o dellver oxygen
into the nose ]
Neurogenic bladder - bladder dysfunction caused
by nerve damage

NH - Nursing Home

Osteoporosls - a disease that weakehs bones,
making them-more likely to break

Oxygen saturation level - measurament of how
ruch oxygen Is belng carried by red blood cells in

0z - ouncalg)

P&P - Policy and Procedure

PCV1$ - Prisumococsal Conjugate Viacelne (a
vaccine which protects against 15 types of
pneumocoscal bacteria)

PCV20 - Preumacoceal Conjugate Vaceine {a
vaccine-which protects against 20 types of
pneumococcal hacterla)

PM - afternconfevening

POLST - Physician Order for Life Sustaining
Treatment (a medical order that allows patients to

F 000

specify their end-of-life treatment preferences)
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F 000 | Continued From page 3 F 000}
PPSV23 - Pneumococcal Polysaccharide Vaccine
(a vaccine which protects agalnst 23 types of
pneurnoceceal bacterla)

QSO memo - Quality, Safety, and Oversight (a
memorandum issued by the CMS), essentially
providing guidanca and instructions to state
survey agencies and CMS locations régarding
healthcare facility compliance and quality
standards; it outlines policies related to patient
safety and quality of care within healthcare
facilities regulated by CMS)

RN - Registered Nurse )

SBAR - Eituation, Background, Assessment, and
Recommendation (a communication framework
used to structure conversations, especially in
heaithcare, to ensure clear and concise -
Information exchange)

SLP - Speech Language Pathologlst

SSA - Social Service Assistant

SSD - Social Services Director

Urostarmy - a surgically created opening in the
abdomen that allows urine to bypass the bladder
and exit the body

USDA - United States Department of Agriculture
UT! - Urinary Tract infection (a condition
associated with invasion by disease causing
microorganisme of some part of the urinary tract)
F 558 | Reasonable Accommodations Needs/Preferences F 558
s8=8 | CFR(s): 483.10(e)(3)

§483.10(e)(3) The right to reside and receive
services in the facility with reasonable
accommodation of resident needs and
praferances except when to do so would
endanger the hiaslih ar safety of the resident or
other residents.

This REQUIREMENT is not met as evidenced

by:
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' Based on observation, interview, and medical
record review, the facility failed to provide the
reasonable accommodations to meet the needs
of two of 19 final sampled residents (Residents 1
and 28).

* The facility failed to ensure Residents 1 and
28's bed remote control was within the residents'
reach. This failure had the potential to negatively
impact the residents' psychosocial well-being or
result in a delay to receive care.

| Findings:

1. On 6/16/25 at 0818 hours, during the initial
tour of the facility, Resident 28's bed remote
control was observed to be placed at the foot of
the bed that was not within Resident 28's reach.
Resident 28 was observed to be sleeping during
the initial tour.

|

\ Medical record review for Resident 28 was

| initiated on 6/16/25. Resident 28 was admitted to
the facility on 8/26/21, and readmitted on 2/2/25.

' Review of Resident 28's H&P examination dated
2/4/25, showed Resident 28 had no capacityto |
understand and make decisions. [

On 6/16/25 at 0825 hours, an observation on
Resident 28's call light and bed remote control

and concurrent interview was conducted with
| CNA 2. Resident 1's call light was observed to be |
| within reach of Resident 28's left hand; however, i
Resident 28's bed remote control was still placed
' at the foot of the bed. CNA 2 was asked how
' Resident 1 was using her call light and bed
remote control. CNA 2 stated Resident 28 was
able to verbalize her needs by using her call light

THE GROVE POST ACUTE GARDEN GROVE, CA 92843

(%4) ID SUMMARY STATEMENT OF DEFICIENCIES 1D | PROVIDER'S PLAN OF CORRECTION (,I(.sE)TION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE GOM[;,A‘IE

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

| DEFICIENCY)
|
F 558 inued 1 F 558
Continued From page 4 ‘ F558| . How corrective action(s) will be accomplished for those

| = How the facility plans to monitor its performance to

| committee.

residents found to have been affected by the
deficient practice.

The bed remotes for residents 1 and 28 were placed within L
reach of each resident,

= How the facility will identify other residents having the
potential to be affected by the same deficient
practice and what corrective action will be taken.

On 6/24/25, the Director of Staff Development (DSD)
conducted an audit of residents 1o ensure that bed remotes
were accessible to all residents, unless contraindicated for
safety. No additional residents were observed with bed
remotes out of reach.

* What measures will be put into place or what systemic
changes the facility will make to ensure
that the deficient practice does not recur.

An in-service for facility staff was initiated on 6/23/25 by
the Director of Staff Development (DSD) regarding
ensuring bed remates are kept within reach of residents,
unless contraindicated for safety. Inservices corpleted by
7110/25.

ON 7/7/25 the maintenance department started installing
clips on the bed remotes to ensure they are within reach of
residents, unless contraindicated for safety reasons.
Completion date: 7/10/25.

The assistant director of nursing or designee will monitor
10 random residents(alert) from each station

3x/week 3 x months to ensure their bed remotes are within
reach,

make sure that solutions are sustained.

The POC is integrated into the QA system.

The DON/designee will provide a summary trend analysis
of the findings to the facility’s monthly QAPI Committee

% 3 months or until such time consistent substantial
compliance has been achieved as determined by the

Date of compliance: 7/10/25
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position of comfort, CNA 2'was asked further

left hand and verifled Resident 1's bed remote
confrol should be placed within the résident's |

remote control.
On 6/16/25 at 1252 hours, an interview was

facility's protocol on tha placement of the bed

bed remote control which was cbserved to be
placed at the foot of the bed. LVN 2

placed within reach of the resident.

IP. Resident 1's bed remote control was

of the bed. Resident 1 was asked if he would
prafer his bed remote control within Teach,

Resident 1's bed remote control should have
been placed within Resident 1's reach.

on 6/16/25. Resldent 1 was admitted to the
facility on 10/1/01, and readmitted on 5/4/25.

and use her bed remote control in adjusting her
what the facility's process wes on placement of

the resident's bed remote control. CNA2 placed
Reslident 1's bed remote on her left side near her

reach slhce Resident 28-Knew how to uss the bed

conducted with LVN 2. LVN 2 was asked on the

remote control for the residents. LVN 2 stated the
bed remote control should be within reach of the
residents. LVN 2 was informed on Resident 28's

acknowledged the bed rermote control should be

2. On B/17/25 at 0756 hours, an observation on
Resident 1's bed remote control and concurrent
interview was conducted with Resident 1 and the

cbserved to be hanging by Resident 1's left side
Residant 1 stated he preferred the bed remofe
conirot to be within reach, The P was asked for

the facility's process on the placement of theibed
retnote control for the residents. The IP verified

Medical record review for Resident 1 was inltiated
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F 668

F 578
88=D

| §483,10(g)(12) The facility must comply with the
| requirements speaified in 42 CFR part 489,

Continued From page 6

Review of Resldent 1's H&P examination dated
5/5/5, showed Reslident 1.had the capacity to
make decisions.

Review of Resident 1's MDS assessment Section
C- Cognitive Pattarns dated 5/6/25, showed
Residant 1's BIMS score was 156, indicating
Resldent 1's cognition was Intact.
Request/Refuse/Dscninue Trmnt,Formite Adv Dir
CFR(s): 483.10(c)(6)(B)(a)(12)()-({v)

§483.10(c)(6) The right to request, refuse, andlor
disgontinue treatment, fo participate in or refuse
to participate in experimental research, and to
formulate an advance directive.

§483.10{c)(8) Nothing In this paragraph should be
construed as the right of the resident to receive
the provision of medical treatment or medical
services deemed medically unnecessary or
inappropriate.

subpart | (Advance Directives).

1) T%e;se requiramants include provisions to
[fifotrn and provide written information to-all. adult
residents concerning the right to accept or refuse
medical or surgical freatment and, at the
resident's option, formulate an advance directive.
(il) This Includgs-a written dedeription of the
facility's poligies to implement 8dvance directives
and applicable State law. o

(illy Facliifies are permittad to contract with other
entities to furnish this irfafmation but are still
legally respensible for ensuring that the-
requirements of thils section are met.

(V) If an adult individual Is Incapacitated at the

F 558

F - 578 Request/Refuse/Dsentime Trmnt; Forilte

F 578| AdvDir

Corrective Action Initiated For Resident/s

Resident 52°s advance directive status was
immediately reviewed on 6/20/25 by SSD. Social
Services obtained a copy of the advance directive
and placed it into the resident’s medical record.

Resident 52's POLST form was reviewed and
updated to accurately reflect the advance directive
information on 6/23,

How Potential Other Residents Were Identified and
Cotrective Action Taken

Other residents are at risk for this noted practice
Starting on 6/23 through 7/7/25, the Social Services
Director (SSD) initiated an audit of all current
resident medical records to ensure advance
directives were aceurately dogumented, present in
charts, and consistent with resident or representative
decisions.

Measures/Systemic Changes Initiated to
Prevent Future Recurrence

On 6/25/25, all admissions and Social Services staff
were re-educated by the DON regarding facility
policy and procedures for obtaining, maintaining,
and documenting advance direclives upon
admission, including immediate follow-up

' processes.

FORM GMS-2667(02-88) Previcus Verslons Obsalete

Event ID:J3EZ11

Faclity ID: CAOB0D00125

If continuation shaét Page 7 of92




PRINTED: 07/01/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {(2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
555021 B. WING 06/19/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
12332 GARDEN GROVE BLVD.
THE GROVE POST ACUTE GARDEN GROVE, CA 92843
4o | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETIOR
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFIGIENCY) -.
N 3 |
' ) i A standardized admission checklist was |
F 578 | Continued From page 7 F 578 implemented to verify the presence and accurate t
time of admission and is unable to receive ' documentatian of advance directives during cach |
information or articulate whether or not he or she admission. findings will be reported at daily stand
has executed an advance directive, the facility up for follow up
may give advance directive information to the : Social Servi . )
individual's resident representative in accordance | | Sacial Serviczs will check new admits for follow-
with State law. ;f dos:umeutfatmn and the mamt(.:nancc of advance
(v) The facility is not relieved of its obligation to Ve epes R asvelly basts
provide this information to the individual once he L ) .
or she is able to receive such information. M(';“Il;"“ng Plans to Ensure Solutions are Achieved |
' Follow-up procedures must be in place to provide and Integrated into QA System.
. o e 4 | N -
‘ g’: plrgglﬁg:: " It?r:éo the individual directly at the The POC is integrated into the QA system.
I;:ls REQUIREMENT is not met as evidenced The SSD will provide & sammacy trend analysis of |
: . , . " the findings to the facility’ thi '
Based on nterview, media ecord review, and D N i
f::(;l:gr ‘:nsépn;::l’:et:lvé T:pf::“&;tfytfe"e%\tlg:btam I substantial compliance has been achieved as
I I 8 ce determined by the committee.
directive in the medical record for one of two final
' sampled residents (Resident 52) reviewed for
| advance directives. This failure had the potential Date of compliance: 7/7/25
for the resident's decisions regarding their :
healthcare and treatment not being honored. ' a
1
| Findings:
| Review of the facility's P&P titled Residents'
| Rights Regarding Treatment and Advance !
' Directives revised 12/2022 showed on admission, |
| the facility will determine if the resident has
executed an advance directive. Upon admission,
should the resident have an advance directive,
copies will be made and placed on the chart as
well as communicated to the staff.
| Medical record review for Resident 52 was
initiated on 6/16/25. Resident 52 was admitted to
the facility on 10/22/24.
Review of Resident 52's Advance Directive
FORM CMS-2567(02-89) Previous Versions Obsoclete Event ID: J3EZ11 Facility ID: CAOS0000125 If continuation sheet Page 8 of 92
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“advance directive.

| conducted with the Administrator, DSS, and DON;

Continued From page 8
Acknowledgement form dated 10/22/24, showed
Resldent 52 had executed an advance directive.

Review of Resident 52's H&P examination dated
10/23/24, showed Resident 52 had no capacity to
understand and make medicai decisions.

Review of Resident 52's Physician Orders for
Life-Sustaining Traatment (POLST) dated
10/a1/24, showed Section D « Information and
Signatures of the advance directiva Information
was left blank.

Review of Resident 52's medical record falled to
show a copy of Resident 52's advance diractive
was maintained in the resident's medical record.
Further review of Resident 52's medical record

failed to show documented evidence the facility

attempted to obtain a copy or follow up regarding |
Resident 52's advance directive.

On 6/19/25 at 0948 hours, a concurrent interview |

and medical record review was conducted with
the SSD and SSA. The SSA stated prior to April
2025 their admissions did the Advance Directive
Acknowledgement form, and the Soalal Services
departrment did not see the forms. The SSD
verifled the Sodial Services depariment was now
raspunsible for the residents’ ativence directives.
The S8D stiféd they did 1ot Have docummentation
of the follow up or a record of Resident 52's

On 6/19/25 at 1601 hours, an interview was

The Administrator, DSS, and DON acknowledged
the findings.
Giievances

F 578}

F 686
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‘on how fo file a grievance.or complaint avallable

Facllity of the: gt o file:grievarices orally

priha grigvanes official witwhom z grlevance

CFR{s): 483.10(j)(1)-(4)
§4-83.-1DH% Grigvances. _
§483.10()(1) The resldent has the right 16 volee
grievances to the facillly or othier agenay or entity
that hears grievances without discrirriination or
reprisal and without fear of discrimination or
reprisal. Sugh grievances include thosé with
respect to care and treatment which has besn
furnishied as well ag that which has hot baen
furnished, the behavior of staff and of other
residents, and other concerns regarding their LTC

facility stay.

§483.10(/)(2) The resident has the right to and the
facility must make proript efforts by the facility to
resolve grievances tha resident may have, In
accordance with this paragraph.

§483.10()(3) The facility must make Information

to the resident.

§486.10()(4) The:facllity must estalilish a
grievance polioy'to grsurs the prompt resolution
of gll nrlevanees regardliy the residents’ rights
contairied {nihig paragraph; Upen request, the:
provider must give a copy of the grievance polley
to the resident. The grievance pollcy must
include: . }

(i) Netifying resideritindividually or through
postings in prominent logations throughout:the

{meaning spokan)orin writihg: the:right 1o file
grievances atonymously; the confactinformation

can be filed, that is, his or her name, business
acidress (mailing and email) and business phone

| met with Resident 53 to follow up on her

V' ensured her satisfaction with the facility's

DEPARTMENT OF HEALTH.AND HUIylAN SERVICES _FORM APPROVED
CENTERS FOR MERICARE & MEDIGAID SERVICES OMB NO, 0838-0301
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C
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) F- 585 Grievance
F 585 | Continued From page 9 F 585 Corrective Action Initiated For Resident/s

On 6/18/25, the Social Services Director (88D)
grievance, documented her concerns in full, and
investigation and action.

On 6/18/25 Resident 53’s grievance form was
immediately updated to include the omitted
allegation regarding the CNA being too rough and
a documented resolution, including whether the
resident was satisfied.

How Potential Other Residents Were Identified
and Corrective Action Taken

On 6/25/25, the SSD initiated a review of all active
grievance logs from the past 30 days to ensure
complete documentation, Tollow-up, and resident
satisfaction were recorded appropriately. No other
unresolved grievances were identified.

Measures/Systemic Changes Initiated to
Prevent Future Recurrence

On 7/10/25, the DON/designee re-educated facility
staff - IDT (Social services, activities, and DSD),
ineluding CNAs and Licensed nurses, on the
grievance reporting process, emphasizing the
importance of thorough documentation and prompt
follow-up per the facility’s P&P.

The grievance tracking tool will be checked by the
social setvices director to ensure a1l grievances
inchede: Full resident concern details, Steps taken
io investigate, Final determination and corrective
actions, Confirmation of resident satisfaction and
resolution date

FORM GMS-2567(02.98) Previous Varsions Obsolate
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F 585 Continued From page 10 F 585| The Administrator will review all grievance on a
' number; a reasonable expected time frame for e e

| completing the review of the grievance; the right

| to obtain a written decision regarding his or her
grievance; and the contact information of
independent entities with whom grievances may
be filed, that is, the pertinent State agency,
Quality Improvement Organization, State Survey
Agency and State Long-Term Care Ombudsman
program or protection and advocacy system;
(ii) Identifying a Grievance Official who is

' responsible for overseeing the grievance process,
receiving and tracking grievances through to their
conclusions; leading any necessary investigations

' by the facility; maintaining the confidentiality of all

information associated with grievances, for

' example, the identity of the resident for those
grievances submitted anonymously, issuing
written grievance decisions to the resident; and
coordinating with state and federal agencies as

| necessary in light of specific allegations;
(iii) As necessary, taking immediate action to

| prevent further potential violations of any resident

| right while the alleged violation is being

investigated;

(iv) Consistent with §483.12(c)(1), immediately

reporting all alleged violations involving neglect,

abuse, including injuries of unknown source,

and/or misappropriation of resident property, by

anyone furnishing services on behalf of the

as required by State law;

' (v) Ensuring that all written grievance decisions

| include the date the grievance was received, a
summary statement of the resident's grievance,
the steps taken to investigate the grievance, a
summary of the pertinent findings or conclusions

provider, to the administrator of the provider; and

regarding the resident's concems(s), a statement ‘
as to whether the grievance was confirmed or not

timely basis

Resident Council agendas will now include a
follow-up item to verify that concerns voiced
are addressed and documented thoroughly by
department heads and verified by administrator
on a monthly basis

Monitoring Plans to Ensure Solutions are
| Achieved and Integrated into QA System.

The SSD will provide a summary trend analysis
of the findings to the facility’s monthly QAPI
Committee x 3 months or until such time
consistent substantial compliance has been
achieved as determined by the committee.

Date of Compliance: 6/25/25
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F 585 | Continued From page 11 , F 585
confirmed, any corrective action taken or to be
taken by the facllity as a result of the grlevance,

and the date the written decision was Igsued;
(vi) Taking appropriate corrective action in

the State Survey Agency, Quality Improvement
Organization, or locallaw enfarcement agency
confirms a violation for any of these residents’
rights:within'lts area.of responsitiility and

(vii) Wiaintaiing evidanica demonstrating the

3 years from the issuance of the grievance
decision.
This REQUIREMENT s not met as evidenced

by:
Based on Interview, medical record review,

the facliity failed to teterming whether a
resident's griavance allegation was resolved in
acoordance with the facliity's P&P forona of 19
final sampled residents (Resident 53).

* Resident 53 stated on 5/9/25, she sustained a
skin abrasion to her thigh after a CNA changed
her sofled adult brief. Resident 53 stated she
sustained the abrasion form a towel the CNA
used to clean her. Resident 53 stated the CNA
was too rough and hard with the towel when
olegniig her. Resl
facility on 5/6/26) thus she informed thes facillty
agaln during & résident goisncit méating hisld on

address her concer.

53's allegation the CNA was toc rough and hard

aceordance with State law If the alleged violation
of the residents’ rights [s conflrmad By the facillty
or if an outside entlty having jurisdiction, such as

resuit of all grisvances fora perlod of no less than

facllity dooument review, and facility P&P raview,

_ ident 53-stated the Tadility failed
1@ address her concern (afier having inforiried the:

6/12/25. Restdert 53 stated thia-faclity has yetto

+The facllity falled to determine whether Resident |
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F 586

Continued From page 12

with the towel when cleaning her, was resolved in
accordance with the facility's P&P for grievances.

These failures posed the ris_it for the resident's
grievance not baing thoroughly addressed,
investigated, dogumentad, and resalved,

Findings:

Review of the facility's P&P titled Resident and
Famlly Grievances revised 2/22/23, showed the

soclal services designee has been designated as |

the factity's grievance official, ‘The staff member
receiving the grievance will record the nature anct
specifics of the grievance on the designated
grievance form. The grievancs officlal will keep
the resident appropriately apprised of the
progress towards resolution of the grievances.

“The grievance official may lssue-a written
degislon on the grievance to the-resident at the

conclualon of the Investigation. The wrltten
decision wilf Include at a minimum: A summary of
the pertinent findings or conclusions regarding
the resident's-concem. Astatement asto
whether the grievance was confirmed or not
gonfirmed. Any corrective action taken or to be
taken by the facility as a result of the grievance.
The facility will make prompt efforts to resolve
grievances.

Medical record review for Resident 53 was

initiated on 6/16/26. Resident 53 was admitted to

the facility on 7/1/22.

Review of Resident 53's H&P examination dated
4/26/25, showed Resident 53 had the capacity to
understand and make decisions.

On 6/16/25 at 1327 hours, an interview was

F 585
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conducted with Resident 53. Resident 53 stated
on 5/9/285, she-sustained a skin abraslon-fo her
thigh afier a CNA changéd her soiled adult brief,
Resident 53 stated she sustained the abrasion
form a towel the CNA used to clean her.
Resident 53 stated the CNA was too rough and
hard with the towe! when cleaning her. Resident
53 stated shie reported the incldent to facliity staff
on 8/8/25, and ho longer wished for this partioular
CNA to provide care for her. Resldent 63 stated
the facllity failed to address her goncern,
therafore she agaln voiced her concern during a
resident council meeting held on 6/12/25.

Resident 53 stated the facility had not followed up |

with her and she would like the facility to follow up
with her speclfic concem.:

On 6/18/25 at 0916 hours, an interview and
concurrent facility record review was conducted
with the fecilliy's Grievance Official, the S8D.
The S8 stated Resldent 53 informed her ofa
grlevance on 5/6/25, and she dacumented
Resldent 53's grisvance on the facliity's grievance
forrn. Tha 88D stated Resident 63 Informed her
that a CNA caused a skin tear while cleaning her
with a towel, during an adult brief chiange. The
88D stated Resident 53 informed her the CNA
was not gentle and cleaned her hard.

Review Resident 53's Grievance form dated
5/9/25, showed the SSD documented thata CNA
changed Resident 3's aduil brief and Resldent
53 alleged the CNA vaused open skin on
Resident §3's Isft groin. The Grievance form
failed to show the 88D documented Resident
53's allegation that the CNA was not gentle and
cleaned Resident 53 hard. The 8§51 stated
Resident 53's concern specific to the ailegation

the CNA was not gentle and cleaned Resident 53
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F 585

‘conducted on 6/12/26, The SSD stated Resident

the CNA. The facility documented Resldent 53

-department redporise fafled to show a résponse.

Continued From page 14

hard should have been Included and documented
on the Grievance form. Additionally, the SSD
stated Resident 53's allegation the CNA was not
gentie:and cleaned her hard should hiave bern
addressed with Resident 53 and a defermingtion
made as to whether Resident 53 was safisfied
with the facility's investigation, outcomes, and
facllity interventions, The S8D stated this
information should then be documentad on
Resident 53's Grievance form, The SSD verified
the Gtievance form section titled Complainant
(Resident 53) Satisfied, and Date (Grievance)
Resolvad wera both blank.

The SSD stated Resident 53 again voiced her
concern during a regident council maeting

53's cancern was documented on the facility's
Department Response Resident Councit
Concerns Form dated 6/12/25.

A review of the Department Response Resident
Council Concerns Form dated 6/12/25, was then
conducted with the S8D. Documentation showed
Resldent 53 agaln voiced her concern specific to

stated @ CNA was rough in handling Resident 53
during an adult brief change. Further review of
the form showed the department's written
respanse to Resident 53's allsgation, The
department's response showed documentation
specifis to whether Resident 53 was fo be:
compensated for a skin tear. However, the

specitic to Regldent §3's allagation that:ths CNA
was roigh in handlitg Her dering e adoithinef
charige. The 3D verifiet the findngs. TheSSh
staled Résident 53's allegation a CNAWas:rough

F 585

in handling her during an adutt brief change
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F 585

F 605
§8=D

neglect, misappropfiation of
segident property, and exploitation as defined in

Continued From page 16
should have been addressed, and the
department's response and resolution
documented, Further review of the Department
Response Resident Council Concems Form
dated 6/12/25, showed a section as to If the
allegation was resolved to Resident 53's
safisfaction, with a Yes or No option available,
however, this section was blank. The SSD
verified the findings. .
Right to be Free from Chemizal Resfralnis
g‘l):(Rgs): 483.10(e)(1), 483.12(a)(2), 483.46(c)(3)
e

§483.10(a) Respect and Dignity.
The resident has a right to be treated with respect
and dignity, including:

§4863.10(e)(1) The right to be free from any . ..
chemical restraints

imposed for purposes of discipline or
convenience, and not required to treat the
resident's medical symptoms, consistent with

§483.12(a)(2).

§483.12
The resident has the right to be free from abuse,

this subpart. This includes butis ,
not limited to freedom from corporal punishment,
involuntary seclusion and any

physical or chemical restraint not required to treat
the resident’s medical

symiptoms.

§483.12(a) The facility must-. . .

§483.12(a)(2) Ensure that the resident is free
from . . . chemical restraints

F 585

F 605

fmposed for purposes of discipline or
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F 606 | Continued From page 16 F 605| F605 - Right to be free from chemical
convenience and that are not required to treat the restraint.

resident's medical symptoms.
How corrective action(s) will be

MR

§483.45(c)(3) A psychotrapla drug Is any druy that a ;

affects brain activities associatad with Wiental | hf,ﬁﬁ"éifﬁijfé‘lff S:kzmdemfound ?
processes and behavior. These drugs Include, deficient practi. 4

but are not limited to, drugs In the following practice.

categories: e

(i) Anti-psychotic; The facility will ensure that non-

pharmacological interventions will be

{il) Anti-depressant;
attempted prior to administration

{iil) Anti-anxiety; and

(iv) Hypnotic. , hypnotic medication. For resident 1,
' documentation of non-pharmacological

§483.45 (d) Unnacessary drugs-General. Each interventions used will be
Tesident's drug regimen miust be free from documented in the medication
unnecessary drugs. An unnecessary drug is any administration record (MAR) starting on
drug when used- 617125
(1) In excessive dose (including duplicate drug ’
therapy), or :
(2) For excessive duration; or - ;Iow the facility will identify other residents
(3) Without adequate monitoring; or aving the potential to be affected by the
Eg; ‘I\N'l:;wlgrggsg l‘jgatef'i;g:faﬂons fog‘ii;;uulsﬁg;e or same deficient practice and what corrective

n the prasence of adverse consequentes action will be taken.
which indlcate the dose should be reised or
discontinued; or ; ; : ;
(6) Ay combinatorst the bons sélédin | e tion s complees on 1228, No
paragraphs (d)(1) thraugh (5) of this seatian. other resident uses hypnotic medication.

§483.45(e) Psydhdttopic Drugs. Basedona
comprehensive asssssment of a resident, the
facility must ensure that—

§483.45()(1) Residents:wha have notused
psychotrople drugs are ot given these drugs.
unless the medicativn s heosgsary to treat &
specific condition as diagnosed and documented
in the clinical record;

FORM CS-2567(02-99) Previaus Versions Obsalete Event ID:J3EZ11 Favlilty 1D: GAOBOOOD125 If continuation sheet Page 17 of 82
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‘ §483.45(e)(2) Residents who use psychotropic 4 &

drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
contraindicated, in an effort to discontinue these

drugs;

§483.45(e)(3) Residents do not receive
psychotropic drugs pursuant to a PRN order

| unless that medication is necessary to treat a
diagnosed specific condition that is documented
in the clinical record; and

' §483.45(e)(4) PRN orders for psychotropic drugs
are limited to 14 days. Except as provided in
§483.45(e)(5), if the attending physician or
prescribing practitioner believes that it is
appropriate for the PRN order to be extended
beyond 14 days, he or she should document their |
rationale in the resident's medical record and
indicate the duration for the PRN order.

§483.45(e)(5) PRN orders for anti-psychotic
drugs are limited to 14 days and cannot be
renewed unless the attending physician or I
prescribing practitioner evaluates the resident for |
the appropriateness of that medication.

This REQUIREMENT is not met as evidenced
| by:
' Based on interview, medical record review, and

facility P&P review, the facility failed to ensure

one of five final sampled residents (Resident 1)
reviewed for unnecessary medications was free
from the unnecessary psychotropic medications.

* The facility failed to ensure the

non-pharmacological interventions were

implemented prior to to the administration of the
| temazepam (a sedative medication used to

relieve difficulty of falling asleep) to Resident 1.

| make to ensure that the deficient practice
does not recur.

The medical records department/designee
will audit the medical records of the
residents on hypnotic medication weekly
to identify if non-pharmacologic
interventions were provided prior
administration. Findings will be reported
to DON for follow up.

Inservice to licensed nurses initiated on
| 6/23/25 regarding psychotropic medication |
including providing non-pharmacological
interventions. Completion date by 7/10/25.

| How the facility plans to monitor its
performance to make sure that solutions
are sustained.

The POC is integrated into the QA system. |
. The DON/designee will provide a |
summary trend analysis of the findings to
the facility’s monthly QAPI Committee x 3
months or until such time consistent
substantial compliance has been achieved
as determined by the committee.

Date of compliance: 7/10/25
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‘medication(s), as well as use of

| make decisions.

This fallure had the potential to negatively affect
the resident's well-being and had the potential for
adverse effects from the psychotropic
medications.

Findings:

Review of the facllity's P&P titied Use of
Psyehétropic Medication(s) dated 3/17/25,
ghiowat It s the Intént of this pollsy to engure that
residents only recelve. psychotropic medications
when other nonpharmacolpgical interventions are
elinically confraindicated. Additionally, these
medioations.should anly be used to treat the
resident's medieal gymptoms:and not uged for
discipline or staff convenlence, which would.
deem It a chemioal resteaint. 6. The Indications
for initiating, maintaining or digcontinuing

non-phatrtiacologlcal approachies, will he
determined by-evaluating the regident's physical,
behavioral, mentzl, and psychosoolal signs and
syimptoms in order:te Identify.and rule aut any
underlying medloal canditions, Ineludin thie
assegsinent ot relative brenefits and risks, and the
p,ra‘fare‘n@.asfamrggagls-mﬁrit_regtm;ent. 8.
Nonpharmagological inferventions must be
attemplet wriless dlinlezlly:-goniraindicaited to
minimize the need for psychotropic medications,
use the fowest possible dose, of discontinue the
medication, ‘

Medical tecord review for Resident 1 was initiated
on 6/16/25, Resident 1 was admitted to the
facility on 101101, and readmitied on 6/4/25.

Review of Resident 1's H&P examination dated
5/5/5, showed Resldent 1 had the capacity to
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Review of Resident 1's Order Summary dated
6/17/25, showed the following physician's orders:

- dated 5/6/25, to administer temazepam 30 mg
capsule by mouth at bedtime for insomnia
manlfested by inability to slegp.

- dated B/6/25, to monitor for side effects related
to use of psychofropic medications.

- dated 5/20/25, to monitor inabllity to sleep and
racord the number of hours of sleep every shift
for insomnia.

Review of Resident 1's care plan revised 5/5/25,
showed a care plan problem addressing Resident
1 was on gedativefnypnotlc therapy (temazepam)
related 1o Ingomnla Whish included the following
interventions:

- to administer sedative/hypnotic medications as
ordered by physician and monitor/document the
side effects. :

- to evaluate other factors potentially causing
insoninia, for example, environment (excessive
heat, cold, or noige), lighting, Inadeyuate physical
activity, facility routines, caffelne/medications and
attempt to modify and control these external
factors before initiating hypnotic therapy.

- fo pracede or accompany hypnotic use by other
interventions to try to Improve sleep.

Review of Resident 1's MAR for May 2025
showed the following hours of sleep every shift
for insomnia:

- On 5/6, 5/17, 5/22, /23, 5/24, and 5/31/25, had
seven hours of sleep during the night shift.

- On 5/6, 5/8, 5/10, /11, 6/14, 5/15, 516, 5117,
5124, 5126, 530 and 5/31, one hour of sleep
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.- On-5/14/28, had five hours of sleep during the

during the evening shift.

-On 6/7, 5/8, 59, 5M0, 5/11, 5112, 5/13, 6/15,
5/18, 5/18, 5/19, 5/20, 5/21, 5/25, 5/26, 5127,
5/28, 5/29, and 5/30/25, had six hours of sleep
during the night shift.

- On 6/7, 5111, 613, 515, 5122, 6/23, 625, 6/26,
5/27, 5129, 5/30, 5/31/25, had one hour of sleep
duritig the day shift.

- On 617, 519, 6112, 8118, 520, 6121, 6/22, 5/23,
5/27, 6/28, and 5/28726, had two hiours of sleap
during the evening shift:

- On 5/8, 5/9, arid 5/16/25, zero hour of sleep
during the day shift. _ ‘

- On B0, 5/12, B/14, 617, 5118, 6/19, 5/21, 6/24,
and 5/28/25, had two hours of slesp during the
day shift.

night shift.

- On 5/18, 5/19 and 5/25/25, zero hour of sleep
during the avening shift,

- On 5/20128, no-decumentation on the hour(s) of
sleep, during the day shift.

Review of the the chart codes and follow-up
codes in the MAR for May 2026 showed the
foliowing:

- OBAfor Group Observad-All,

- OBI for Observed Individual,

- OBP for Group Observed -Partial,

-1, for Drug refused,

- 2 for hold/see progress notes / Treatment
refused, .

- 3 for vital signs outside parameters of
adminlstration and for hospitalized

- checkmark for administered,

- | for ineffective,

- E for effective,

- U for unknown, and

~ H for on hold by physician.
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{nonpharmacalogieal Iftervantion baik
doeumented by theilitknsed nursés in the MAR

‘the "X" mean as it was not in the MAR chart

' Accuracy of Assessments

Continued From page 21

Review of Resident 1's MAR for May 2026
showed the "X" marks from 5/8 to 5/31/25, for
NP} (nonpharmacologioal Interventions) for
termazapam. 30 rig capsute by mouth at bedtime
for Insornnia g6 manifested by Inabllity to sleep.
The MAR chart codes and prompt legends
showed no "X" for documentation, Further review
of the MAR showed no documentation of the
nonpharmacological interventions were provided
prior to the administration of the temazepam
medication.

Review of Resident 1's Licensed Progress Notes
for 5/2025 failed to show documentation
nonpharmacological interventions were
implemented prior to the administration of
Regldent 1's femazepam medication,

On 6/18/25 at 0940 hours, an interview and a
concurrent medical record review for Resident 1
was conducted with RN 1. RN 1 was asked what
was the "X" mark on the NPt '

on the physician order for Resident 1's
temazepam. RN 1 was dlgo asked fo show any
documentation of the nonpharmacologleal
interventions implermented pricr to the
administration of terazepam medication to
Resident 1. RN 1 verified she did not know what

code, and she was not able to show any
documentation of the nonpharsmacalogical
interventions were implemented for the
administration of the temazepam medication.

CFR(s): 483.20(g)}{M)(1)()

F 605

F 641
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individuat who willfully and knowingly-
() Geriifias & materia) and false statafment in &
resident assessmert Is subject to a alvil money

| resident's individual care needs.

§483.20(g) Accuracy of Agsessrents,
The assessment must accurately reflect the
resident's status.

§483.20(h) Cogrdinalion. A registerad nurse must
conduct or cuerdinate each assesament with the
appropriate participation of heaith professionals. -

§483.20()) Certification: o
§483,20()(1) A registared nursé must-sign and
cerllfy that the asgessment is completed.
§483.200)(2) Each Individual who complstes &
portion of the assessment must sign ard cartify
the accuracy of that portion of the assessment,

§483.20()) Penalty for Falsification.

§483.20()(1) Under Medicare and Medicald, an

penalty of hot more than $1,000 for each
assessment, or

(ii) Causes anottier individual to certify a material
and false statemint in a fesident assessinent is
subject o & oivil money penalty or ot more than
$8,000 for sach agsesghient;

§483.20())(2) Clinical disagreement does not
constitute & matarial and false-statement,

This REQUIREMENT is not met as evidenced
by
Based on-interview, medical record review, and
facllify P&P revisw, the facility failed to ensure the
MD& Was caded acautately for one of 19 final
samplad residénts (Resident 399). Thisfallure
had the poteiitial for the resident to not receive
individualized plans of care to address the

AND HUMAN SERVICES FORM APPROVED
= & MEDICAID SERVICES _DMB NO. 0938039
et PROVIDERISURPLIERICLIA [X2) MULTIPLE CONSTRUCTION {X8) DATE SURVEY
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(X4) I SUMMARY STATEMENT OF DEFICIENGIES ID " PROVIDER'S FLAN OF CORREGTION. (XB)
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F 641 | Continued From page 22 reaml T 641 — Accuracy of Assessments

' How corrective actions will be
accomplished for those residents
found to have been affected by the
deficient practice:

On 6/18/2025, The MDS Coordinator
modified the Admission/5day MDS
assessment with ARD of 6/6/2025 to
reflect the dialysis status for Resident
399,

How the Facility will identify other
residents having the potential to be
affected by the same deficient practice
and what corrective action will be
taken:

All residents that are on Dialysis
could be affected by the deficient
practice. On 6/18/2025, the MDS
Coordinator conducted an audit of the
MDS assessments of all residents that
have dialysis to ensure that the MDS
assessments are coded accurately to
reflect resident’s dialysis status, Out
of 2 residents, 1 was modified and
transmitted to reflect accurate coding
in resident’s dialysis statos and the
other 1 MDS assessment was coded
Iaccurately.
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F 641 Continued From page 23 F 641! What measures will be put in place or
' Findings: what systematic changes will you
| make to ensure that the deficient
Review of the facility's P&P titled Conducting an tice d / .
Accurate Resident Assessment dated 9/2/22, LA
showed all the residents received an accurate
assessment, reflective of the resident's status at On 6/18/2025, the MDS Consultant
the time of the assessment, by staff qualified to ' provided an In-service to the MDS
| assess relevant care areas. Coordinator and MDS staff regarding
 Medical record review for Resident 399 was dialysis and MDS coding per RAI
| initiated on 6/18/25. Resident 399 was admitted Manual. MDS coding accuracy per
to the facility on 6/4/25. RAI Manual was emphasized during
Review of Resident 399's Admission MDS the In-service.
assessment dated 6/6/25, showed under Section 7 N
O, Special Treatments, Pracedures, and How the Facility plans to monitor its
Programs showed Resident 399 was not coded performance to make sure the
| for hemodialysis. . solutions are sustained and to ensure
! deficient ti Il not i
| Review of Resident 399's Order Summary Report A practice witl not recur
' dated 6/17/25, showed a physician's order dated ) )
6/5/25, for Resident 399's hemodialysis schedule | The MDS Coordinator will conduct
on Mondays, Wednesdays, and Fridays ata ' quarterly and annual audits of
contracted dialysis facility. | residents who have dialysis to ensure
On 6/18/25 at 1241 hours, an interview and that MDS assessments accgrately
concurrent medical record review for Resident reflect the resident’s dialysis status.
| 399 was conducted with the MDS Coordinator. Any findings will be corrected and
| The MDS Coordinator verified the above findings | 5 . :
' and stated she coded the MDS assessment reported to th‘? Director of Nursing
incorrectly. (DON) and will be presented at the
i Monthly facility Quality Assurance
| On 6/19/25 at 1612 hours, an interview was meeting for further discussion and
conducted with the DON. The DON was ey g o
informed and acknowledged the above findings. plans as appropnate.
F 656 | Develop/Implement Comprehensive Care Plan F 656

Date of compliance: 7/2/2025
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§483.21(b) Comprehensive-Care:Plans
§48324(B)(1) The Tacility must devélop and
Implerent a comprehensive parsen-centeréd
care plan for aach resident, consistent with the
res|dent rights st forth at §483.10{6)(2) and
§488.10(2)(3), tat Includes: measurable
abjedtives and timeframes to meet 4 redidents
fristlieal, pursing, and raanialand psychosodial
needs that are identified in the comprehensive
assessment. The comprehensive care plan must
degcribe the Tollowing ~ o _
(i) The gervices that are to be furriishisid fo attain
or maintain the resident's Highest ptacticable
physiasl, mental, and psychosocial well-bélng as
repulred: under §463.24, §483.26 or-§483.40; and
{li} Any services that would btherwise bereguired
undar §483,24, §483.26 or §483:.40 but are hot
provided duato the resident's exerclse of rights
under §482.40, including the tglit to refuse
treatment under §463.10(c){(6).

(it Any spevialized services or spetialized
rehabilitative sarvices the nursing fadility will
provide as 8 rasult of PASARR _
recommerndations. If a fuéility disagrees with the
findings of the FASARR, it must indicate its
rationale in the resident's medical record.

(iv)In consultation with the-resident and the
resident's representative(s)-

(AY The resldent’s goals for adiission and
desired outcomes. ,

{(B) Thia resident'a preférence and potential for
futiire discharge. Faollifigs must docurment
whather the resident's desire fo return to the
community was assessed andany referrals to
local contaot agencles andfor other appropriate
entities, for this purpase.

(C) Disohaigé plans in the comprehiensive care
plen, as Zppropriate, In atcordance with the

{ for Residents 27 and 96, their dictary

Corrective action for residents that may be

emphasizing the importance of ensuring all

Corrective action for regidents found to have
been affected by this deficiency:

-Residents 40, 27, and 96 nutrition care plans
were updated by the Dietary Supervisor {[38)
and Assistant Director of Nursing (ADON)
on 6/18/25. Specifically, Resident 40’s care
plan addresses the shrimp food allergy, and

preference for Korean food.

affected by this deficiency:

- The DS and ADON audited the nutrition
care plans on 6/18/25 and completed on
7/9/25, to ensure all care plans capture food
allergies and preferences for Korean food,

-The Director of Nursing (DON) and ADON
in-serviced nursing, the RD and DS utilizing
P&P “Comprehensive Care Plans” initiated
on 6/23/25 and completed on 7/9/25,

nutrition care plans address food allergies
and cultural food preferences.

Measures that will be put into place to ensure
that this deficiency does not recur:

-The RD, DS, ADON, or trained designee
will conduct nutrition care plan audits weekly
X 3 months to ensure care plans address food

{4) 1D — SUMMARY STATEMENT OF DEFICIENCIES D - gﬁﬂg\ﬂbﬁﬁ%mﬂﬁﬁ CORREGTION. | 0@
(EACH DEF(GIENGY MUST BE PHEGEDEREY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULO BE COMPLETION
PR | Oy On Lot I TG IEGRMATION) TAG ORQSS-REFERENGED TO THE APFROPIATE DATE
) F656 DevelopImplement Comprehensive
F 656 Confinued From page 24 F 656| Care Plan

allergies and food preférences.
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. Measures that will be implemented to
F 656  Continued From page 25 F 656 monitor the continued effectiveness of
req u.irements set forth in paragraph (c) of this the corrective action taken to ensure that
section. ) ‘ : this deficiency has been corrected and
§483.21(b)(3) The services provided or arranged will 1ot recut:
by the facility, as outlined by the comprehensive
are plan, must- X .
Qe pisn, - The DS, RD, or ADON will report their

(iii) Be culturally-competent and trauma-informed.

This REQUIREMENT is not met as evidenced findings regarding Comprehensive Care

Plans to the QA committee for discussion

by:

Based on observation, interview, and medical | and further recommendations. The QA
record review, the facility failed to ensure the ' will continue monitoring for at least 3
comprehensive care plan was developed for one | months or until substantial compliance is

' of 19 final sampled residents (Resident 40) and achieved.

two nonsampled residents (Residents 27 and 96).

* The facility failed to develop a care plan specific | ’ :
to Residents 27 and 96's preference for Korean Date of compliance: 7/9/25
' food and the residents were subsequently served
| American food.
|

' *The facility failed to develop a care plan
problem to address Resident 40's food allergies

to shrimp. ;

These failures placed the residents at risk for not
being provided appropriate, consistent, and
individualized care.

Findings:

1. Medical record review for Resident 27 was
initiated on 6/16/25. Resident 27 was admitted to
the facility on 5/8/19, and readmitted on 4/20/22.

Review of Resident 27's Nutrition Progress Note
dated 6/2/25 at 1716 hours, showed Resident 27 ‘
preferred Korean food for lunch and dinner.

On 6/17/25 at 1320 hours, an observation was
conducted of Resident 27. Resident 27 was
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observed lying in bed agleep, Resident 27's
lunch tray was chserved on & hedside table
adjacent to Resldent 27's bed. Resident 27's
lunch tray wais observed with puresd food tems
from the Amerloan menu (pureed Dijon pork
cutlet, pureed orzo with vegetables, and pureed
seasoned beets).

2. Medical record review for Resident 96 was
initiated on 6/16/26. Resident 96 was admitted to
the facility on 5/31/25.

Review of Resident 56's Nutrition Progress Note
dated 6/2/25 at 1454 hours, showed Resident 96
preferred Korean food at lunch and dinner.

On 6/17/25 at 1246 hours, an observation was
conducted of Resident 96. Resident 96 was
observed in the dining room eating lunch.
Resident 96's iunch tray was observed with
puread food items frorn the American menu
(pureed Dijon park cutlet, pureed orzo with
vegetables, and pureed seasuned beets),
Resldant 86's lunch ticket showed Resident 96
preferred Korean Food.

{ On 6/17/25 at 1655 hours, an Interview and

concurrent medical record review was conducted
with the DSS. The DSS verified Residents 27
and 96 received American pureed food for lunch
today (6/17/25) rather than Korean puraed food
for lunch in acoordance with the residents’ food

pteferences. ‘The DSE then reviewed Residents |
27 and 96's care:plans and verified the:facliity
falled to. develop a care plan spaaific to Residents.
| 27 and 96's preference for Korean food.

Cross reference to F808, examples #2 and #3.
3. Medical record review for Resident 40 was
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F 656 | Continued From page 27

the facility on 4/7/25.

shrimp.
‘Review of Resident 40's plan of ¢are falled to

was developed to address Resident 40's food
allergy to shrimp.

On 6/18/25 at 1347 hours, an interview and
was conducted with LVN 4. LN 4 verified
to shrimp.

| On 6/19/25 at 1612 hours, an interview was
conducted with the DON. The DON was

Bowel/Bladder Incontinence, Gatheter, uTl
CFR(s): 483.25(e)(1)-(3)

F 690

§483.25(¢) Incontinence.
§483.25(6)(1) The facility must ensure that

maintain continence unless his or her clinical
not possible to maintain.

'§483.25(e)(2)Far a resident with urlnary
Incontinence, based on the resident's

comprehensive assessment, the facility must
ensure that-

nitiated on 6/17/25. Resident 40 was admitted to |

Review of Resident 40's Admission Record dated
417125, showed Resident 40 had & food allergy to

show dotumented evidence a care plan problem

conéurrent medical record review for Resident 40
Resident 40 had a food allergyto shrimp. LVN 4

verified and acknowledged there was ho plan.of
cara formulated to address Resident 40's allergy

informed and acknowledged the above findings.

rasident whois continent of bladder and bowel on
admlssion receives services and assistance to

condition is or becomes such that continence is

F 6566

F 890
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F 690 | Continued From page 28 F 690 F690 Bowel/Bladder Incontinence, Catheter, UTI
(- : e N « How corrective action(s) will be accomplished for
;F') A re_s:dent who E!'ltEI'S the facimsy without an those residents found to have been affected by the
| indwelling catheter is not catheterized unless the deficient practice.
' resident's clinical condition demonstrates that
catheterization was necessary; The resident’s indwelling catheter bag was checked on |
(ii) A resident who enters the facility with an 6/19/25 by the ADON for proper positioning and the
indwelling catheter or subsequently receives one bag was not touching the floor at the time.
is assessed for removal of the catheter as soon T ————
as possible unless the resident's clinical condition | % i il Gulifyothermaidentt =~
demonstrates that catheterization is necessary: aving the potential to be affected by the same deficient |
and 1 practice and what corrective action will be taken. 1
' (iii) A resident who is incontinent of bladder An audit of residents with indwelling urinary catheter
receives appropriate treatment and services to | was completed on 6/23/25 by the infection prevention
_ prevent urinary tract infections and to restore | and control nurse. 1 other resident identified with
' continence to the extent possible. | indwelling urinary catheter. Positioning for the
collection bags were checked, The collection bags were
" 4 t touching the floor.
§483.25(e)(3) For a resident with fecal MBS RG ER
incontinence, based on the_reSIdent'_s_  What measures will be put into place or what .
comprehensive assessment, the facility must systemic changes the facility will make to ensure that |
ensure that a resident who is incontinent of bowel the deficient practice does not recur.
receives appropriate treatment and services to ) o )
| restore as much normal bowel function as In-service was 1.mt|ated on 6/23/25 prmn_ded t.)y DSD to
; pos sible the staff regarding catheter care. In-service will be
2 s . . completed by 7/11/25 regarding pro; sitioni d |
' This REQUIREMENT is not met as evidenced R e
by: . ) _ . | LP. to observed residents with indwelling catheter
Based on observation, interview, and medical 1x/week x 3 months if the collection bags are touching
record review, the facility failed to provide the ! the floor and for proper positioning. Findings will be
appropriate care and services to prevent UTI for | addressed immediately.
one of one final sampled resident (Resident 68) o i faclity s oo i et
: . | itor its performance
| reviewed for urinary catheter or un. | to make sure that solutions are sustained. [
|
* Re_sident §8 had an indwelling uri;nary_ catheter The POC is integrated into the QA system.
(an indwelling catheter used to drain urine from
the bladder) and a history of recurrent UTls. The | The DON/designee will provide a summary trend
facility failed to ensure proper positioning of analysis of the findings to the facility’s monthly QAPI
Resident GR's un'nary drainage bag to prevent Committee x 3 months or until such time consistent
urine from flowing back into the bladder. This substantial compliance has been achieved as determined
% . < ' by the committee.
failure posed the risk for Resident 68 to develop a <
' CAUTL Date of compliance: 7/11/25
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Revlew of the CDC's Guldeline for Prevention of
Catheter-Associated Urinary Tract Infections
dated 6/2009 under the section titled Proper
Techniques for Urinary Catheter Maintenance,
showed to keep the callécting bag below:the level
of t!}le bladder at all tmes. Do not rest the bag on
the floor.

Medical record review for Resident 68 was
initiated on 6/16/25. Resident 68 was readmittad
to the facility on 1/7/25.

Review of Resident 68's SBAR Communication
Form dated 6/9/25, showed Resident 68 had a
change Int condition related to being sleepler than
dsual, The physiclan was notified and
recommended for the 1V fluids, blood tests, and
urinalysis test.

Review of Resident 68's Nurses Progress Note
dated 6/11/25, showed Resident 63 was seen by
her physiclan and the physician had ordered IV
antibictics for seven days for UTI.

Review of Resident 68's Order Summary Report
dated 6/19/25, showed a physician's order dated
57125, for an indwelling urinary catheter for

_ neurogenic bladder.

On 6/17/25 at 1637 hours and 6/18/25 at 1615
hours, Resident 88 was cheerved lyihg In bed
with a urinary catheter tubing attached to a
urinary drainage bag. The urinaty drainage bag
was observed lying on the floor.

On 6/18/25 at 1622 hours, a concurrent
observation and interview was conducted with

THE GROVEFOSTACUTE | GARDEN GROVE, CA 92843
(X4 10 SUMMARY STATEMENT OF DEFIGIENGIES D _ PROVIDER'S PLAN OF CORREGTION ol
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX {AGH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ' TAG OROSSREFERENCED 1O &EMPRGFR!A‘FE
F 690 | Continued From page 29 F 690|,
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LVN 3. LVN 3 verified the findings. LVN 3
verlfied the urinary drainage: bag should not be
touching the floor and proceaded to elevate
Resident 68's bed, LVN 3 stated the floor was
dirty and the bag should not be touching the floor
for infection prevention.

On 6/19/26 st 0915 hours, an interview was

conducted with RN 1. RN 1 stated Resident 68
had fréquent UTls. RN 1 acknowledged the

‘findings. RN 1 stated tha urinary dralnage bag
should be above the floor to preventinfections. :
F 695 | Respiratory/Tracheostomy Care and Suctioning F 696
88=D | CFR(s): 483.25())

§.483.25(1) Resplratory care; Including
tracheustomy cara and tracheal suctioning.
The facility must ensure that a resident who
needs raspiratory care; including tracheostomy
care.and tracheal suctioning, is provided such
care, consistent with professlonal standards of
practioe, the comprehensive petson-centered
care plan, the residents’ goala and preferences;
and 483.65 of thig subpart,

This REQUIREMENT is not met as evidenced
by:
Based on observation, interview, medical record
review, and facility P&P review, the facility failed
to ensure the physician's order for the oxygen
therapy was followed for one of one final sampled
resident reviewed for oxygen tharapy {Resident
70). This fallure had the potantial to-affect the
raspiratory health and well-belng of Residant 70.

Findings:

Review of the faclity's P&P {itled Oxygen
Administration revised 6/20/24, showed the
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- such case, oxygen Is administered and orders for

 liters per minute, may fitrate-up to four litars.per

‘wondering: If that was ok for Resident 70 to

oxygen was administered underorders of&
physidian, except in case of an-emergency. In

oxygen are obtained ag soon as praciicable when
the situation is under control.

Medical record review for Resldent 70 was
initiated on 6/17/25. Resident 70 was admitted to
the faciiity on 5/27/25.

Review of Resident 70's H&P examination dated
5/27/26, showed Rasident 70 had the capacity to
understand and make degisions.

Review of Resident 70's Order Summary Report
showed e following orders dated 6/3/25:
- to administer oxygen via nasal eanfiuleat 2

minute, if oxygen safuratioh level less than 92%
avery shift for acute and chronic resplratory
failure with hypoxia; and,

« o monitor oxygen: saturation level in room air
every shift.

Review of Resident 7¢'s MAR dated 6/1 to
6/18/25, showed an arder dated 6/3/25, to
monitor the oxygen saturation In room air every
shift. The MAR aiso showed Resident 70 had an
oxygen saturation leve! in room air ranging from |
84% to 97%.

On 6/18/25 at 0945 hours, Resident 91 was
observed in his room sitting in the wheelchair at
the feft side of his bed. Resident 91 stated his
roommate (Resident 70) was supposed to be
recelving oxygen; however, Resident 70 removed
his oxygen most of the time and he was

remove his oxygen.

- 6/18/25 regarding resident's non-compliance with

- taken,

those residents found to have been affected by the
deficient practice.

A change of condition assessment was initiated on

oxygen therapy by the charge nurse. A careplan for
residents non-compliance with oxygen therapy was put
{n place on 6/18/25 by the charge nurse. The resident
was asked to kesp the nasal canula however he insisted
on taking it off when he feels “fine.” The order for the
continuous oxygen was changed to as veeded on
6/18/25 per resident preference. His oxygen saturation
level was checked on 6/18/25 at 1710 and it was 93%
on supplemental oxygen via nasal canula. His oxygen
saturation level will continue to be checked every shift.

- How the facility will identify other resideats
having the potential to be affected by the same
deficient practice and what corrective action will be

An audit of the residents on oxygen therapy was done
on 6/30/25 by the [P nurse, 3 other resident identified
with orders for continnous oxygen therapy. The
residents were checked for complinnce to oxygen
therapy and there was no other issue identified.

* What measures wili be put into place or what
systemic changes the facility will make to ensure that
the deficient practice does not recur.

1P nurse/designes will manitor residents on continuous
oxygen therapy for comptiance 3x/week x 3 months.
Findings will be addressed immediately and reported to
XON for follow up.

In-service to licensed nurses on on respiratory care
and uxygen management was initated on 6/23/25 by
DON/designee and will be completed by 7/11/25,
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_ | wheelchair on the patio of the facility. Resident

On 6/18/25 at 0952 hours, during an cbservation |
- and concurrent interview with Resident 70.
| Resident 70 was observed sitting in the

' 70 was observed with portable oxygen tank at the
back of his wheelchair. The oxygen tubing was
observed connected to the portable oxygen tank
and the portable oxygen tank was observed to be
turned off. The nasal cannula was observed on
the patio table and was not in Resident 70's nose.
Resident 70 stated he did not need oxygen so he
turned his oxygen off. Resident 70 stated he
turned his oxygen off almost every day, for the
most part of the day; and he was fine.

On 6/18/25 at 1001 hours, an observation for
Resident 70 and concurrent interview was
conducted with RN 1. RN 1 verified the above
observation. RN 1 was observed checking the
oxygen saturation level for Resident 70 which
showed 92%. RN 1 stated the facility was in the
process of removing the oxygen administration

| for Resident 70, and Resident 70 was ok without
the continuous oxygen administration if Resident
70 did not want the oxygen on. RN 1 was not

| observed educating Resident 70 about the risks
and benefits of the oxygen administration. RN 1
was observed further assisting Resident 70 to
administer the continuous oxygen at 2 liters per
minute.

' On 6/18/25 at 1005 hours, an interview and
concurrent medical record review for Resident 70 '

| was conducted with RN 1. RN 1 verified the

' physician’s order for the oxygen and stated

| Resident 70 had an order for continuous oxygen

| administration. RN 1 also verified Resident 70's

I oxygen saturation level in room air was ranging

The POC is integrated into the QA system.
The 1P/designee will provide a summary trend
substantial compliance has been achieved as
determined by the committee.

Date of compliance: 7/11/25

| analysis of the findings to the facility’s monthly QAPI
Committee x 3 months or until such time consistent

oV C
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from 84% to 97%. RN 1 further stated Resident
70 should have received continuous oxygen
administration.

On 6/18/26 at 1304 hours, an Interview and
concurrant medical recard review for Resldent 70
was conducted with the DON. The DON was
informed and acknowledged the above findings.

'Pain Management

CFR(s): 483.25(K)

§483,25(k) Pain Mariagepient
The facility must engurs that pain management Is

| provided to residents who require such sefvioes,
consistarit with professional standards of practios,

the compréhensive person-centared care plan,

and the residents' goals and preférences.

'kl;hls REQUIREMENT is not tet as-evidenced
Y ‘
Based on interview, medical record review, and
faclity's P&P review, the facility falled to provide
the adequatsdnd appropriatd paln management

for ane of one final sampled resitent reviewed for |

pain management (Resident 49).

* The facllity failed to ensure an accurate pain
level was. assessed and documented prior to the

| administration of the pain medication for Resident
|1 49.

* The faclity failéd-to gnsure
non-pharmacolagloal interventions were provided
prior to the administration of the pain medication
for Resident 49.

These failures had the potential for Resident 49
to not recelve the appropriate pain management.

F 695

F 697

FORM CMS-2667(02-98) Pravious Versions Obsolete

Event ID: J3EZ1

1 Facility ID: CADB0000126

If continuation sheet Pagé 34 of 92




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED; 07/01/2025
FORM APPROVED

OMB NO,.0958-0301_

‘appropriate for Resident's nognitive slatus, to

relaxdtion, technique, activities, clivarslon.

|a. Medical record review for Resident 49 was

Review of the facility's P&P titled Paln )
Management dafed 3/17/25, showed the faclity
will use pain assessment tool, which Is:

assist staff in consistent agsessment of a
resident's paln. Under the sestion pain
managemant and treatment showed
non-pharmacological intervention will include but
are not limited to:

- Environmental comfort measures (e.g.,
adjusting room temperature, smodthing nens,
cormfortable saating, assistive:devices ar
pressure redlstributing mattress and positioning)
- Lopsening any constrictive bandage, clothing or
device,

-~ Applying splinting for example (e.g., pillow or
folded blanket).

- Physical modalities (¢.g., cold compress, warm
showier bath, message, turning and
repositlohlng)

- Exerclses to address stiffness and prevent
conlractors as well as restorative nursing
prégrain to maintsin joint inobility.

- Coghltive/behavioral inferventions (e.g., musle,

Shifitual and comfort support, teaching the
resident copling techriques and education about

pain)

initizted on 6/17/25. Resident 49 was admitted to
the facllity on 7/31/23.

Review of Resident 49's MDS assessment dated
4/9/25, showed Resident 49 had moderate
cognitive impairment.

deficient practice.

Pain assessment on resident 49 was done an 6/23/25
by ADON. The resident had a pain level of 7/10 on
6/22/25 at 1535 and she wag given Tramadol which
was effactive. Follow up pain level was 0/10.
Documentation of non-phammacologicel intervention
- wag initiated on 6/17/25 by the charge nurse,

1:1 training with LVN who made the error was done
on 6/23/25 by ADON on pain menagement and
providing non-pharmacological interventions prior to
| administration of medication.

Inservice with licensed nurses on pain management
and providing non-pharmacological interventions
prior to administration of medication initiated on
6/23/25 by DON/Designee and will be completed by
7/10/25.

» How the facility will identify other residents

having the potential to be affected by the same

| deficient practice and what corrective action will be
taken.

An audit of all residents with ttamadol was done by
the DON/designee on 7/3/25. We found 2 other
residents on tramadol. No errors wera found with the

| pain assessment and non-pharmacological

{ interventions were attempted prior to gdministration
of medication,

'« What measures will be put inte place or what
systemic ohanges the facility will make to ensure that
the deficient practice does not recur.

Medical records director/designee will conduet an
audit of residents on tramadol to check if non-
pharmacological interventions were provided prior to
administration of medications. Medical records

' director/designee will also validate if the injtial pain
level is being documented. These audits will be done
3x/week x 3 months. Any significant findings will be
reported to DON/designee for follow up.
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F 697 | Continued From page 35 F 697 | to make sure that solutions are sustained.

Review of Resident 49's Order Summary Report
showed a physician's order dated 6/16/25, for
tramadol HCL (pain medication) oral tablet 50 mg
one tablet by mouth every six hours as needed
for moderate to severe pain.

Review of Resident 49's MAR dated 6/1 to

| 6/30/25, showed an order dated 6/16/25, for

| tramadol 50 mg one tablet by mouth as needed
for moderate to severe pain. The MAR showed

| Resident 49 received the above medication on

6/17/25 at 0846 hours, and the pain level was "0" |

(on a pain scale of 0 to 10, with 0 which meant |

no pain, and 10 which meant the worst possible

pain).

| Further review of Resident 49's medical record

i of the above pain medication.

b. Review of Resident 49's Physician's Order
dated 2/26/25, showed an order for tramadol 50
mg one tablet by mouth every six hours as
needed for moderate to severe pain.

Review of Resident 49's MAR dated 6/1 to
6/30/25, showed an order dated 2/26/25, for
tramadol 50 mg one tablet by mouth as needed
for moderate to severe pain. The above
physician's order for tramadol was discontinued
on 6/16/25. Further review of Resident 49's MAR
showed the medication was administered on the
following dates and times with documented pain
level:

- on 6/1/25 at 0831 hours, for a pain level of 5;
and at 1641 hours, for a pain level of 6;

' failed to show if the pain level was assessed and |
' accurately documented prior to the administration |

- on 6/5/25 at 0824 hours, for a pain level of 7,
- on 6/5/25 at 0442 and 1200 hours, for a pain

The POC is integrated into the QA system.

The IP/designee will provide a summary trend analysis
of the findings to the facility’s monthly QAPI
Committee x 3 months or until such time consistent
substantial compliance has been achieved as
determined by the committee.

Date of compliance: 7/10/25
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to severe paln meant for pain level of 410, ona
palh scale of 0 to 10, with. 0. meant _no pair-and

| i lisvel prior 1o thie:adminisiration of pain
‘madization to Resident 49-on 6/17/25 at 0846

Continued From page 36

laval of 7;

- on 6/9/25 at 0400 haurs, for a pain level of 8;
- on 6/10/25 at 0857 hours, for a pain level of 7,
- oh 6/14/25 at 0913 hours, for a pain level of 7,

and,
- on 6/15/25 at 1015 hours. for a pain level of 7.

Further review of Resident 49's MAR failed to
ghow If non=phartiacologleal interventions were
provided to the resldent prior to the administration
of the pain medlication for the-above dates and
fimes.

On 6/18/25 at 1009 hours, an interview and |
concurrent medical record review for Resident 48
was conducted with RN 1. RN 1 stated moderate

10 meanit the worst pozsible pain, RN.1 verifled
the abovi findings and stated the staff should
have assessed and documented tha accurate

hotrs. In addition, RN 1 stated the staff should
have provided non-pharmacological interventions
prior & the administration of the pain raedication
to Resident 49 for the above dites-and times.

On 6/18/26 at 1304 hours, an interview and
concurrent medical record review for Resident 49
was conducted with the DON. The DON verified
and acknowledged the above findings.

Pharmacy Srves/Procedures/Pharmacist/Records
CFR(s): 483.45(a)(b){1)-(3)

§483.45 Pharmacy Services
The facility must provide routine and emergency
drugs and blologicals to its residents, or obtain

F 697

F 766
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them under an agreement described in
§483.70(f). The facility may permit unlicensed
personnel to administer drugs if State law
permits, but only under the general supervision of
a licensed nurse.

§483.45(a) Procedures. Afacility must provide
pharmaceutical services (Including procedures
that assure the accurate acquiring, receiving,
dispensing, and adminlstering of all drugs and
biologicals) to meet the needs of each resident.

§483.45(b) Service Consultation. The facility
rust employ or obtain the services of a licensed
pharmacist who-

§483.45(b)(1) Provides consultation on all
aspects of the provision of pharmacy services in
the facility. .

5483,45(5)(2) Establishas a system of ragords of
receipt and dispositien of all conirolled drugs in
aufficient detail to enable an accurate
reconciliation; and

§483.45(b)(3) Determines that drug records are in
order and that an aceount of all controlled drugs
is maintained and periodically reconciled.

This REQUIREMENT is not met as evidenced
by:

gased on interview, medical record review, and
facility P&P review, the facllity falled to provide
the pharmaceutical services 0 meet the
resident's needs as evidenced by:

* The facility failed to ensure the injection sites for
the subcutaneous medication administration for
four of 19 final sampled residents (Resident 49,

52, 59, and 82} and one nonsampled resident

%4y ID SUMMARY STATEMENT OF DEFICIENCIES ID _PRQVIDER‘S PLAN OF CORRECTION . (%5}
IS‘RE)HX (EACH DEFIGIENCY MUST BE PRECEDED BY. FULL PREFIX {BAGH EORREGTIVE ACTION SHOULD BE ‘“‘°M§AL.F§'°N
TAG REGULATORY OR LSC IDENTIFYING (NFGRMATION) TAG CROSBREFERENCED TO THE ARPPROPRIATE
DEFICIENGY)
F 755 Pharmacy services — Insulin injection sites not
F 755 | Continuad From page 37 F 755 rotated. 3 residents affected. IV and oral e-kit were not

replaced within 72 hours.

« How corrective action(s) witl be accomplished for
those residents found to have been affected by the
deficient practice.

The five identified residents were checked by DSD and
ADON. Skin assessments done on 6/20/25, No
lipodystrophy (lypohypertrophy) noted on all 5 sample
residents.

Skilled nursing pharmacy was called and asked to
replace the TV and oral emergency kits on 6/16/25. 1V e-
kit and ornl e-kit were delivered on 6/16/26,

« How the facility will identify other residents
having the potential to be affected by the same deficient
practice and what corrective action will be taken.

An audit of residents with insulin injections was done
by DSD on 7/3/25. Identified 4 residents with insulin
injection sites not rotated. 1:1 training with the nurses
who made the errors will be completed by 7/4/25 by
DON/esignee on proper administration of insulin.

All new e-kits were delivered by Skiiled Nursing
Pharmacy on 6/16/25 and replaced by the ADON.

« What mensures will be put into place or what
systemic changes the facility will make io ensure that
the deficient practice does not recur,

Med records will check documentation of insulin
injection sites during weekdays x 3 months. Findings
will be reported to DON for follow up.

Inservice for replacernent of e-kit in for all licensed
nurses on 7/2/25.

Inservice for rotating insulin injection sites initiated on
6/20/25 by DON/designee and will be completed by
11125,

ADON/designee will check iv and oral e-kits daily
Monday to Friday weekly x 3 months,
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F 755 Continued From page 38 F755|. How the facility plans to monitor its performance
(Resident 50) were rotated consistently. This to make sure that solutions are sustained.

| failure had the potential to negatively affect the

residents' health condition and well-being. The POC is integrated into the QA system.

The IP/designee will provide a summary trend analysis

. i s ; '

The facility failed to ensure the emergency kit | of the findings to the facility’s monthly QAPT
for intravenous medications and oral medications Committee x 3 months or until such time consistent
were refilled réplaced within 72 hours as per the substantial compliance has been achieved as
facility's P&P. This failure had the potential for determined by the committee.

| negative health outcomes for residents who

needed medications from the emergency Kits. Date of compliance: 7/11/25

| Findings:

1. According to the FDA Highlights of Prescribing
Information for Lantus (long-acting insulin)
revised 5/2019, under Dosage and
Administration, showed to rotate injection sites {0 |
reduce the risk of lipodystrophy (the loss of local
fat deposits as a complication of repeated insulin
injections into the same subcutaneous tissue).

| Medical record review for Resident 52 was
initiated on 6/16/25. Resident 52 was admitted to

the facility on 10/22/24.

Review of Resident 52's H&P examination dated
10/23/24, showed Resident 52 had no capacity to
understand and make medical decisions.

| Review of Resident 52's.Order Summary Report |
dated 6/19/25, showed a physician's order dated
1/1/25, to administer Lantus SoloStar ‘
subcutaneous solution pen-injector 100 unit/mi ,
(insulin glargine) 15 units subcutaneously in the
evening for diabetes mellitus.

| Review of Resident 52's Medication
Administration Records for May and June 2025

showed Resident 52 was administered the Lantus :,
Facility ID; CAQ80000125 If continuation sheet Page 39 of 92
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insulln daily from §/1/26 through 6/1 8126, and the

irjaction sites Used to admitiister therinsulin

injections were not gonslstently ro ted. . For

axample, Resident 52 recaived the Lantus Insulin

31- the same site on the left-arm-on the following |
ates. :

- 6/1 through 6/13/25 at 2000 hours

- on 8/15 and 6/16/25 at 2000 hours

2. Medical record review for Resident 4© was
initiated on 6/16/25. Resident 40 was readmitted
to the facility on 12/27/24.

Review of Resident 49's H&P examination dated
2/06/25, showed Resident 49 did not have the
capacity to understand and make medical
decisions. :

Review of Resident 49's Order Summary Report-
dated 619/25, showed a physician's order dated
3/6/26; to administer Lantus siboutansous
solution 100 unit/mi tineuiin glargine) 15 units
subcutaneously af bedtime for diabetes meliitus.

Review of Resident 49's Medication
Administration Records for May and June 2025
showed Resident 49 was administered the Lantus
insulln daily from 5/1/25 through 6/18/25, and the
injection sites used to administer the insulin -
Injgttions ware. not cunsislﬁ;‘ntl&rrotated‘ For

| ekample; Resident 49 recsives the Lantus insulin
at the same site as follows:

- on 5/1 and 5/2/25 at 2100 hours, the insulin was -
injected into the right arm;

| - from 5/3 to 5/7/25 at 2100 hours, the insulin was
1 Injected Into the |gftar _

- fram 5M2 to §/14/25.at 2100 hours, the insulin
was ii}(ﬁﬁtﬁeﬁ 1nto the right arm;

- on 548 and 5/18/25 at 2100 hours, the insulin
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was injested Into the right arm;

- on B/20 and 5/21/25 at 2100 hours, the insulin
was injected Into the left army;

- on 5/24 and 5/25/25 at 2100 hours, the insulin
was Injected into the right arm;

- on B/30 and 5/31/25 at 2100 hours, the insulin
was injected info the left anm;

- on6/1 and /2126 at 2100 rours, the insulin
 was Injacted into the left arm;

- on 6/4 and 6/6/25 at 2100 hours, the Insulin was
injected Infe theleftarm; aid

- from B8 o 8/18/25 at: 2100 hours, the insulin
was injected into the left arm.

On 6/19/26 at 01902 hours, an interview and
concurrent medical record raview was-conducted
with RN 1. RN 1 verlfied the insulin injection sites
were not rotated for Residents 49 and 62. RN 1
statad they rotated the administration sites for the
ingulin based on the previous shift and would
choose 3 diffaront site, RN 1 sfated they rotated
the sites to prevent lipohypertophy (a skin
condition where fat or scar tlissue forms under the
skin due to repested Injections I the same area.
This condition can affect the absorption of
insulli), _

3. Medical record review for Resident 69 was
initiated on 6/17/25. Resident 59 was admitted to
the facility on 3/7/25.

Review of Resident 59's Order Summary Report
dated 6/18/25, showed a physician's order dated |
§/30/25, to administer insulin lispro injection as
per sliding scale f the blood sugar level result
was 151 to 200 mg/dl, 2 units of insulin
subcutansously before meals and at bectime. If
blood.stigar below 70 -m%f.ds; o follow
hypeglycsmic pratocdl, *Anather physician's order
datet] 5/28/28, shawed to-administer{gntus (long
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acting) insulih § units subcutaneously at bedtime
for DM.

' Review of Resident 59's Location of

. Administration Report for May and June 20256 for
Resident §9's insulin medication injection showed
the injection sites were not rotated on the
following dates and times:

- onh 5/28/25 at 2046 hours, the Iantus insulin
medication was administered subcutansously to
the right lowar quadrant of the abdomen.

- on 5/29/25 at 2100 hours, the lantus insulin
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- oh 5/30/25 at 0848 hours, the insulin lispro
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 5/30/25 at 1646 hours, the insulin lispro
medication was administered subcutaneously to

| the right lower quadrant of the abdomen,

- on 5/30/25 at 2100 hours, the insulin lispro
medication was administered subcutanscusly to
the right lower guadrant of the abdomen.

- on 6/2/25 at 2039 hours, the lantus insulin
medication was administered subcutanecusly to
the right lower quadrant of the abdomen.,

- oh 6/3/25 at 2053 hours, the lantus insulin
medication was administered subcutanepusly to
the right lower quadrant of the abdomen.

- on 6/4/25 at 2143 hours, the lantus inswlin
medication was administered subcutaneously to
the left lower quadrant of the abdomen.

- on 6/5/25 at 2026 hours, the lantus insulin
medication was administered subcutaneously to
 the left lower quadrant of the abdonien.

- on 6/16/25 at 2025 hours, the lantus insulin
medication was administered subcutaneously to
the left upper quadrant of the abdomen.

- on 8/17/25 at 2111 hours, the lantus insulin

FORM CMB-2567(02-98) Previous Virsions Obsolate * Event ID: JSEZ11

Faallity ID: CAGB0000125 " fcontinuation shest Page 42 of 92




PRINTED: 07/01/2025

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
: ; & MEDICAID § ERVICES , GNMB.NO, aaaaﬂ.oas«l;
{%1) PROVIDER/SUPPLIERICLIA {2) MULTIPLE CONSTRUCTION 4{X8y DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING COMPLETED
' C
N 555021 B. WING, c— : ' . 06/19/2025
" NAME OF PROVIDER OR SUPPLIER ' " §TREET ADDRESS, GITY, STATE, ZIP.CODE
12332 GARDEN GROVE BLVD,
THE GROVE POST ACUTE | | GARDEN GROVE, CA 92843
TR e WA NI R Y T
PREFIX AGH DEFICTENGY MUST BE PREGERED BY FULL. PREFIX
TAG deuw%wan-l.sc IBZE'NTJE@IEG -I,NEQR%‘?«TION)‘ TAG GROSSHEFERENCED TO THE APRROPRIATE DATE
DEFIGIENCY)
F 755 | Continued From page 42 F 755/

medication was administered subcutaneously to
the left upper quadrant of the abdomen,

- on B/4/25 at 1628 hours, the insulin lispro
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 6/4/25 at 2143 hours, the insulin lispro
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 6/8/25 at 1623 hours, the Insulin lispro
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 8/8/25 at 2034 hours, the insulin lispro
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 6/11/26 at 1228 hours, the insulin lispro
medication was administered subcutaneousiy to
the right fower quadrant of the abdomen.

- on 6/14/25 at 1713 hours, the insulin lispro
medication was administered subcutaneously to

‘the right lower quadrant of the abdomen.

- oh 6/11/25 at 2130 hours, the insutin lispro
medicafion was administered subcutaneously to
the right lower quadrant of the abdomen.

4. Medical record review for Resident 82 was
initlated on 6/18/25. Resident 82 was admitted to
the facility on 1/30/26.

Review of Resident 82's Order Summary Report
dated 6/18/25, showed a physiclan's order dated
2/9/25, to administer insulin glargine (long acting)
subcutaneously 15 units every 12 hours for DM.

Review of Resident 82's Location of
Administration Report for May and June 2025 for
Resident 82's insulin medication injection showed
the injection sites were not rotated on the
following dates and {imes:

~ on B/2125 &t 0930 haurs, the glargine insulin
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medication was administered subcutanaously to
the right lower quadrant of the abdomen.

- on 5/2/26 at 2059 hours, the glargine insulin
tmedication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 6/3/25 at 1002 hours, the glargine insulin

medication was administered subcutaneously to

the right lower tuadrant of the abdomen.
- on 5/8/25 at 0822 hours, the glargine insulin
medication was administered subcutaneously to

- | the left lower quadrant of the abdomen.

- on 5/8/25 at 2052 hours, the glargine insulin

. medication was administered subcutaneously to

the left lower quadrant of the abdomen.

- on 5/0/25 at 0828 hours, the glargine insulin
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 6/0/25 at 2048 hours, the glargine insulin
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

- on 5/8/25 at 2027 hours, the glargine insulin
medication was administered subcutaneously to
the left upper quadrant of the abdomen.

- on 5M7/25 at 1017 hours, the glargine insulin
medication was administered subcutaneously to
the left upper quadrant of the abdomen,

- on 5/23/25 at 1339 hours, the glargine insulln
medication was administered subcutaneously to
the right lower quadrant of the abdomen.

-~ oh 5/23/25 at 2058 hours, the glargine insulin
medication was administered subcutaneously to
the right lower quadranticf the abtomen

- on §/24125 at 2101 huurs, the glarging insulin
medication was administered subsutaneously to
the left upper quadrant of the abdomen.

- on 5/25/25 at 0933 hours, the glargine insulin
medication was administered subcutaneously to

" the left upper quadrant of the abdomen.

- an 6/4/25 at 0820 hours, the glargine insulin
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|- on 6/17/26 at 2215 hours, the glargine insulin
‘the left lower guadrant of the abdome,

‘sltes were not rotated. LVN 4 acknowladged and

Continued From page 44

the Ieﬁ lowar quadrant ofthe ahdoman

«on 6/4{25 at 2047 haurs, the glargine insulln
medioation was administered subcutaneously to
the left lower quadrant of the abdomen.

- on.6/6/25 at 0904 hours, the glargine tnsulln
medication was administered subcutanesusly to
the left lower quadrant of the abdomn,

- on B/6/25 at 2019 hours, tha glargine insull
tedication was administered suboutaneously to
the leit lower quadrant of the-abdomen,

- On6117/25 at 0813 hours, the glargine insulin
tiedioation was administered subcutaneausly to
fhie left lower quadrant of the abdomen.

medication was adminlstered subcutaneously to .

On 6/18/25 at 1333 haurs, an inferview and
concurrent medical record review for Residents
59 and 82 was conducted with LVN 4. LVN 4
verifled Residents 59 and 82 were receiving

insulfn Injections. LYN 4 was asked about things |

to remember whien administering the medications
subcutanaously. -LVN 4 stated thae licensed
nurses needed to rotate the injection sites to
prévént any gomplications such as
npr-absorption of the insulin when administered -
on the same site. LVN 4 was asked to review the
location of administration for Insuln injéctions for |
Residants 59 and 82 In the MARSs for May and
June 2026, LVN 4 verified the insulln injactions

stated the injection sltes for the insulin
administration should have been rotated to
pravent any complication.

On 6/19/25 at 1612 hours, an interview was

conducted with the DON. The DON was

F 755
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informed and acknowledged the above findings.
5. Medical record review for Resident 50°was
initiated on 6/16/26; Resident 60 was admitied fo
the facllity on 10/17/21, and readmitted on 5/3/24,

Review of Resldent 60's Order Summary Report
showed a physiclan's order dated 1/3/24, for
Insulin glargine 23 units to be administered by
subcutaneous injection at bedtime for diabetas.

Review of Resident 50's Location of
Administration Report for the months of May and
June 2028, showsd Resldent §0's insulin
injections sites were not rotated on the following
dates and times:

- On 8/7/25 at 2100 hours, the-insulin glaiging
was administered subcutaneousiy to the left lower
guadrant of Resldent 50's abdormen,

- On B/8/25 at 2100 hours, the insulin glargine
was administered subcutaneously to the left lower

quadrant of Resident 50's abdomen.
- On 5/9/26 &t 2100 hours, the Insulin glargine
was administered subcutaneously to the left lower
quadrant of Resldent 50's abdomen,

- On 6/13/25 at 2100 hours, the Ingulin glargine
was administered subcutaneously to the left lower
guadrant of Resident 50's abgdomean,

- On 514725 at 2100 hours, the instlin glargine
was adrrinistered subcutaneousli to the left lower
quedrant.of Resident 60's abdomen.

- On B/20/26:at-2100 hours, the Insulln glargine
was administered subcutaneously to the st lower
quadrant of Resident 50 abdomen,

- On 6/30/26 at:2100 hours; the Insulin glargine
| was administered subcutaneously to the left lower
-quadrant of Resident 50's abdomen.

- On 6/5/25 at 2160 hours; the Insulfn glargine
was administered subcutaneously to the: left iower
| quadran of Resident 60's abdomen.
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- On 6/8/25 at 2100 hours, the insulin glargine
was administered subcutaneously to the laft lower
quadrant of Resident 50's abdomen.

- On 6/7/25 at 2100 hours, the Insulin glargine
was administered subcutaneously to the left lower
guadrant of Resident 50's abdomen.

- On 6/8/25 at 2100 hours, the insulin glargine
was administered subcutaneousiy to the left lower
quadrant of Resident 50's abdomen,

On 6/19/25 at 0910 hours, an Interview and
concurrent medical record review was conducted
with RN 1. RN 1 verified Resident 50's insulin
Injection sifés were not rotated on the above
listed datesiand tivies. RN 1 stited the-infeetion
sites should have been rotsted to prevent
lipohypertrophy and skin discomfort.

5. Review of the facility's P&P titled Medication
Ordering and receiving from Pharmacy revised on
8/2014 showed in part, the following:

L. Before reporting duty, the charge nurse

the shift change report. M. If exchanging kits,
when the replacement kit arrives, the receiving
nurse gives the used kit to the courier for return
to the pharmacy.

N. [f exchanging kits, the used sealed kits are
replaced with the new sealed kits within 72 hours
of opening. -

0. Th& kits are checked by a pharmacist monthly.
P. The Quality Assessment and Assurance
Committee and provider pharmacy is responsible
for establishing the list of medications to be
maintained in the emergency supply, in
compliance with any directives from state law
regarding the emergency supply.

On 6/16/25 at 0944 hours, an Inspection of

F 7556

Medication Storage Room A and concurrent
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-pharmacy logs that included all the items, date

- dated 6/9/25 at 0900 hours, one bag of one liter

‘instructions, and the expiration date when

' biologicals in locked compartments under proper

Continued From page 47

interview was conducted with RN 1. RN 1 was
asked for the documentation when the
emergency Kits for the IV and oral medications
were [ast opened. RN 1 showed the emergency

and time when the items were used from the
emergency kit, and the initial dose(s) of the
crdered medications were used from the
emergency kits (oral and 1V). Review of the log
showed the following: .

0.9% normal saline (type of IV fluid) was taken.
- dated 6/13/25 at 0900 hours, one tablet of an
oral medicetion Bactrim Double Strength
{antibiotic) 800/160 mg was taken,

RN 1 was asked when the emergency kits for the
iV and oral medications be replaced. RN 1
verified the emergency Kits for the |V and oral
medications should have been replaced within 72
hours after it was opened.

Label/Store Drugs and Biologicals

CFR(s): 483.45(g)(h){1)(2)

§483.45{g) Labeling of Drugs and Biologicals
Drugs and biologicals used in the facility must be
labeled in accordance with currentiy accepted

professional principles, and include the
appropriate accessory and cautionary

applicable.
§483.45(h) Storage of Drugs and Biclogicals

§483.45(h)(1) In accordance with State and
Federa! laws, the facility must store all drugs and

temperature controls, and permit only authorized

F 755}

F 761
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.of the medications.

- effectiveness.

| Findings:

personnel to have access to the keys.

§483.45(h)(2) The facliity must provide separately |
locked, permanently affixed compartments for
storage of controlled drugs listed In Schedule 1l of
the Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readlly detected.

This REQUIREMENT is not met as evidenced
by:

Based on observatlon interview, medical record
review, and facility P&P raview, the facility failed
to provide the necessary pharmacy services to
ensure for proper sfarage, labeling, and disposal

* The facility failed to ensure the medication -
cabinets were maintained in a clean and sanitary
condition.

* The facllity failed to ensure the multidose

medications were labeled with the expiration date |

once the medication were taken out from the
originai box.

* The facllity failed to ensure multiple packets of
Dermaseptin ointment (skin protectant cream)
and Dermatite Boarder Gauzes in Treatermnent
Cart A were labeled with an expiration date.

These failures had the potential to negatively
impact the residents’ well-being, and the potential
for the medications to lose the stabllity and

On 6/16/25 Medication Room A cabinets were
immediately cleaned, disinfected, and the hanger was
removed by ADON),

On 6/16/25 the bottle of Geri-Tussin with an illegible
expiration date was removed and discarded on 6/16/25
from Medication Room B by ADON.

On 6/16/25 all Dermaseptin oinirent packets and
Dermarite bordered gauze without visible expiration
dates were removed, New supplies with expiration
dates verified from the original box and placedin a
clear container with clear expiration dates labeled by
the treatment nurse on 6/16/25,

How Potential Other Residents Were Identified and
Corrective Action Taken
Other residents are at risk for this noted practice

On 6/17/25 a spot check of medication and treatment
rooms, carts, and storage areas was initiated. No
additional issues were found during this audit.

Systemic
Measures to Prevent Reourrence

The DON/designee conducted an in-service training on
7/3/25 to all licensed nursing staff on P&P on
Medication Starage, labeling and ctphasizing with a
focus on proper labeling and visibility of expiration
dates for all medications and supplies and the

| importance of a cleaned and sanitary medicaticn,

The ADON/designee will conduct weekly audits for

- four weeks, then monthty for three months to validate

that medication storage areas remain ¢lean and free of
unnecessary items and to ensure that all medications
and treatment supplies are clearly labeled with
expiration dates. Any findings will be reported to DON
for ff up.
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Review of the facility's P&P titled Medication
Storage in the facility revised on 1/2025 showed
in part, the medications and biologicals are stored
safely, securely, and properly, following

supplier. The medication supply is accessible
| only to licensed nursing perscnnel, pharmacy
| personnel, or staff members lawfully authorized.
' N. Medication storage areas are kept clean,
| well-lit, and free of clutter and extreme
- temperatures.

0. Medication storage conditions are monitored
on a routine basis and corrective action taken if
problems are identified.

On 6/16/25 at 0944 hours, an inspection of
Medication Storage Room A and concurrent
| interview was conducted with RN 1. Medication

‘be dusty and with a hanger. RN 1 acknowledged
the medication storage cabinets in Medication
Storage Room A should always be maintained
i¢lean and sanitary for infection prevention and
control.

' On 6/16/25 at 1028 hours, an inspection on

i Medication Storage Room B and concurrent
interview was conducted with RN 1. A bottle of

| geri-tussin (an expectorant liquid medication used
to relieve chest congestion, thins and loosens
mucus) was observed to have an illegible
expiration date. When asked, RN 1 verified she
could not read the expiration date and stated the
significance of legible expiration dates on the
medications was for the residents' safety and the

| expiration dates should be readable.

| 3. Review of the facility's P&P titled Medication

 Storage dated 1/2025 showed outdated,

manufacturer's recommendations or those of the |

Storage Room A's two cabinets were observed to |

| F761

Date of compliance: 7/3/25

Monitoring Plans to Ensure Solutions are Achieved
and Integrated into QA System.

The POC is integrated into the QA system.

The DON/designee will provide a summary trend
analysis of the findings to the facility’s monthly QAPI
Committee x 3 months or until such time consistent
substantial compliance has been achieved as
determined by the committee.

|
|
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contaminated, or deterlorated medication and
those in containers that are cracked, solled, or
without secure closure are immediately removed
from stock, dispose disposed off according to
procedure for medication disposal, and reorder
from the pharmacy if a current order exists.

On 8/17/25 af 0848 hours, an inspection of
Treatment Cart A was canducted with LVN 5.
Multiple packets of Dermaseptin ointments and
Dermarite Boarder Gauzes, each packaged in
separate plastie; were ohiserved without thé
explration-date: LVN 5'verified the.observalion
and stated multigle stff including.ofher traatinent
nurses, LVNs, used Treatment CartA. LVN 6
statad the staff should have labeled the multiple
Dermaseptin ointments and Dermarite Boarder
Gauzes with an expiration date when they were
removed from the original box stored in the
medication room,

On 6/18/25 at 1304 hours, the DON was informed
and acknowledged the above findings.

Menus Meet Resident Nds/Prep in Adv/Followed
CFR(s): 483.60(c){1)-(7)

§483.60(c) Menus and nufritional adecjuacy.
Menus must-

§483. B0{c)(1) Meetthe pultitional nisatis of
residents in agoordance with establishiéd. national
guidelnes.;

§483.60(c){2) Be prepared in advance;
§483.60(c)(3) Be followed;

§483.60{(c)(4) Reflect, based on a facility's

F 761

F 803
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reasonable efforis, the religious, cultural and
ethnic needs of the resident population, as well as
input received from residents and rasident
groups;

§483.60(c)(5) Be updated pericdically;

§483.60(c)(6) Be reviswed by the facilify's
digtittan or other olinically qualified nutrition
professional for nutritional adsquacy; and

§483:80(c)(7) Nothing In this paragraph should be
sanstrued to limit the resident's right 16 make
personal dietary cholves.

This REQUIREMENT is hot met as evidenced
by:

Based on cbservation, Interview, facility
document review, and facllity P&P review, the
facility failed to ensure 87 of 89 residents who
received food from the kitchen received the
proper diets and portion sizes when the facility's
menus were not followed,

* The facility failed to ensure Resident 65
received the pureed green beans as per the
menu.

* The facility failed to ensure the kitchen staff
served the correct portion sizes as per the menu
and menu spreadsheet.

* The facility failed to prepare the Korean menu
puree and failed fo servs the Korean menu puree

to the tesidents whoréfsrred to eat Korean food,

* The facility failed to provide the American menu |

for Resident 79 when she was served puread
kimghi instead of pureed bread.

THE GROVE POST ACUTE : GARDEN GROVE, CA 92643
X4 1D SUMMARY STATEMENT G bEFchENGIES IR PEGV!DER‘S PLAN OF CORREGTION = {X5)
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F 803 | Continued From page 51 F 803| F303 Menus Meet Resident Nds/Prep in

Adv/Followed

[ Corrective action for residents found to have been |
affected by this deficiency:

dmmeddintely: o1 6/16/25,

The Lend Cook and Cook 2ion P&P “Siandardized

. to ensure residents receive adequate nutrition by

‘| and 96, to ensure residents are.content with the

| by this deficiency:

-DS provided Resident 65 with the purced green
heuisgthiat were found missing from the mesl tray,

-D§ iis-sorviced dietary saff on 6/17/23, ineluding

Menus” and “Food Preparation Guidelines”,
emphasizing the importance of following recipes,
using proper measuring utensils, and corrset
portion sizes recording to the menu spreadshests,

providing all food items on the menu, including
both the American and cultira)] Korean menus.

-DS conducted resident satisfaction surveys and
visited all residents on a puree textured diet, or
who were not served the correct food items,
initiated on 6/17/25 and completed on 7/7/25,
including Residents 79 and 40, and residents who
preferred the Korean menu, inchiding Residents 27

meals provided.
Corrective action for residents that may be affected |
-DS, RD, or trained designee will conduct daily

round audits during food preparation 3 times per

week X 3 monihs 10 ensure all standardized menus
and spreadsheets are followed.
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* The facility failed to prepare the Korean menu
puree and failed to serve the Korean menu puree
| for two nonsampled residents (Residents 27 and
| 96) who preferred to eat Korean food.

' * The facility failed to ensure the menus were
| followed. Resident 40 was served with carrots
not included in the menu for the day.

These failures had the potential for the residents'
nutritional needs not being met. ‘

| Findings:

|

' Review of the facility's document titled Diet Type
Report dated 6/16/25, showed 87 of 89 residents |

' in the facility received food prepared in the 1

| kitchen. The Diet Type Report showed 20 of the
87 residents received a pureed diet.

| Review of the facility's document titled Resident

' Diet Information dated 6/19/25, showed 14 of the

| 20 residents in the facility were on a pureed diet
and preferred the Korean menu. i

Review of the facility's P&P titled Standardized

Menus revised 122022 showed the facility shall

provide nourishing, palatable meals to meet the

nutritional needs of the residents based on the

| Recommended Daily Allowances (RDA) of the

| Food and Nutrition Board of the National

| Research Council, of the National Academy of
Sciences, standardized cycle menus are planned

in advance and utilized.

1. Review of the facility's document titled Daily
Spreadsheet, Parsley:- Spring 2025 Week 1
‘Monday - Day 2, showed the following menu for

| Monday lunch for the pureed diet:

and tray line audits, 3 times per week X 3 months,
ensuring both the American and Korean menus
and spreadsheets are followed, including all

| pureed foods and cultural food preferences.

Measures that will be implemented to monitor the
continued effectiveness of the corrective action
taken to ensure that this deficiency has been
corrected and will not recur;

DS or RD will report their findings regarding

standardized menus and food preparation

compliance to the QA committee for discussion

and further recommendations. The QA will

continue monitoring for a minimum of 3 months
or until substantial compliance is achieved.

Date of compliance: 7/7/25
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- Pureed baked chicken;

- Pureed potatos O'Brien;

- Pureed whole graen baans; and

~ One soft puree or slurry of bread or roll with
margarine or butter,

On 6/16/26 at 1237 hours, during the dining
observation, Resident 65 was observed in the
dining room with her lunch meal in front of her
with RNA 2 providing assistance with the
resident's feeding. Resldent 66's meal tray was
observed without the pureed whole green beans.
Resident 656's meal ticket showed the resident
was to be served a pureed diet and did not
indicate Resident 65 should not receive the
pureed green Geans as per the menu. RNA2
'verified Resident85:-did not receive the pureed
green beans.

On 6/16/25 at 1242 hours, the DSS was
summoned to the dining room and observed
Resident 65's meal. The DSS verified the
findings and stated she would need to ask the
cook about the green beans and proceeded to
leave. The DSS shortly came back to the dining
room and provided Resident 65 a portion of
pureed gresn beans.

2, Review of the facility's document titled Daily
Spreadsheet, Korean Menu - Spring 2025 Week
1 Tuesday - Day 3, shawed the following:

- Dak bulgogi {iKorean BBQ chicken) regular
portion, 2 oz {1/4 eup); |

|~ Stir fried cabbéges regular portion, to be served
with a #8 scoop. "

On 6/17/25 at 1145 hours, during the lunch tray
line observation, the Lead Cook used a #8 scoop
{1/2 eup) to serve the dak bulgogi regular portion.
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- Puregd dak bulgog! (Korean BBQ chicken)

Continued From page 54

Cook 2 was observed to use a #12 scoop (173
cup) serving the stir fried cabbage-regular portion,

On 6/17/25 at 1318 hours, a concurrent
observation and interview was conducted with the
DSS. The DSS was informed and acknowledged
the incoriect portion sizes were served for the
dak bulgogi and stir fried cabbage regular
portions,

3. Review of the facility's document tittad Daily
Spreadshest, Korean Menu - Spring 2025 Week
1 Tuesday - Day 3, showed the following: menu-
for Tuesday lunch for the pureed diet:

- Pureed spinach doenjang soup

- Pureed kimchi

- Pureed steam white rice; dnhd
- Pureed stir fried cabbage.

On 6/17/25 at 1145 hours, a trayline observation
was conducted in the kitchen. The pureed foods
on the Korean menu, including the pureed dak
bulgogi (Korean BBQ chicken), pureed steamed
white rice, and pureed stir frigd cabbage were not
ubserved to be prepared. '

On 6/17/25 at 1309 hours, a concurrent
observation and interview was conducted with the
Lead Cook. The Lead Cook stated he used the
American menu for all the pureed meals and
verified the Korean Menu pureed items were not
prepared. The Lead Cook stated he served a
pureed bread for the American menu and a
pureed kimchi for the Karean menu pures.

On 6/17/25 at 1315 hours, an Interview was
conducted with the DSS. The DSS stated the
kitchen staff were communicated the resident's

F 803
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preferences for American menu or Korean menu
on the meal ticket. The DSS was informed and
acknowledged the findings. The DSS stated she
was not aware the Korean menu puree, aside
from the puree kimchl, was not prepared.

On 6/17/26 at 1555 hours, a follow-up interview
was oonducted with the DSS. When asked why
the Korean menu pures was not prepared, the
DSS stated the cock made a mistake.

4. Review of the facility's document titled Daily
Spreadsheet, Parsley - Splilg 2025 Weelc 1
Tuesday ~ Day 3, showed the following menu for
Tussday lunch for the puresd diet;

- Pureed Dijon pork cutlet;

- Pureed orzo with vegstables;

- Pureed seasoned beets; and

- Soft puree or siurry, one bread or rol! with
margaring or butter.

On 6/17/25 at 1232 hours, an observation of the
lunch meal service was conducted inthe facility's
dining room. Resfdent 79's meal fray was
observad. Resident 79's meal ficketshowed she
did not have any preferences. Resident 79's
fheal trdy weis: obServed with the Amarican menu
puree {pursed Dijor pork sullél, pureed orzewith
végetables, and pliteed seasoned beats) and
pureed kimchi,

Cn 6/17/25 at 1309 hours, a concurrent
observation and interview was conducted with the
Lead Cook. The Lead Cook stated he used the
American menu for all the pureed meals. The
Lead Cook stated he servad a pureed bread for
the American menu and a pureed kimchi for the
Korean menu puree.
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On 6/17/25 at 1315 hours, an interview was
conducted with the DSS. The DSS stated the
kitchen staff were communicated the resident's
prefersnees for American menu o Korgat menu
on the'meal ficket, The DSS was Informed and
acknowledgad Resident 79 should have been
served the pureed bread and not the puresd
Kimeh, y

8. Review of the fagllity's document fltled Daily
Spreadsheet, Korsan Menu - Spring 2025 Week
1 Tuesday - Day 3; showed the following meriu
for Tussday's (6/17/26) lunch for the putaed dist:

- Pureed spinach doenjang soup

- Purged kimchi

- Pureetd dak bulgog! (Korean BBQ chicken)
- Pursed steam white fice: and

- Pureed stir-fried cabbage.

a. Medical record review for Resident 27 was
initiated on 6/16/26. Resident 27 was admitted to
the facllity on &/8/19, and readmitted on 4/20/22,

Review of Resident 27's Qrder Summary Report.
showed a physician's order dated 9/16124, for &
 regular diet pureed texture.

‘Review of Resldent 27's Nutrition. Prograss Note
| dated 6/2/25 at 1716 hours, showed Resident 27
preferred Korean food for lunch and dinner.

On 6/17/25 at 1320 hours, an observation was
conducted of Resident 27. Resident 27 was
observed lying in bed asleep. Resident 27's
lunch tray was observed on a bedside table
adjacent to Resldent 27's bad, Resldent27's
luneh tray was observed with pursed-foou fems
from the American menu (pureed Dijon pork
cutlet, pureed orzo with vagetables, and puread
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seasonad baets),

On 8/17/26 at 1337 hours, an observation and
‘concurrent interview was. conductad with GNA 7.
CNA 7 was observed removing Resldent 27's
meal tray from Resident 27's room. CNA 7 was
asked the percentage of food Resident 27 had
consumed for lunch, CNA 7 stated Resident 27
had consumed apiproximately 10% of her iunch,

b. Medical record review for Resident 96 was
initiated on 6/16/25. Resident 96 was admitted to
the facllity on 5/31/25.

Review of Resident 96's Order Summary Report
showed a physician's order dated 5/31/25, for a
heart healthy diet with pureed texture.

Review of Resident 96's Nutrition Progress Note
dated 6/2/25 at 1454 hours, showed Resident 96
preferred Korean food at lunch and dinner.

{ On 61726 at 1246 hours, an observation was
| conducted of Resident 96. Resident 96 was
abserved in the dining room aating lunch.
Resident 86's lunch tray was observed with
fpureed food items. fromi the. Amariean ment)
{hureed Dijon perk oullet, puresdgrzo with.
Yegetabiles, and. pureed seasoned bests).
|-Resident 96's funch ticket showed Resident 06
preferred Korean Food,

On 6/17/25 at 1555 hours, an interview and
concurrent medical record review was conducted |
with the DSS. The DSS verified Residents 27
preferred Korean food for lunch and dinner as
indication on Resident 27's nutrition progress
note dated 6/2/25 at 1716 hours. Additionally, the
DSS verified Resldent 96 also preferrad Korean
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not sliow the carrots were inclidad

food for lunch and dinner as indicated on
Resident 98's nutrition progress note dated 6/2/25 |
at 14564 hours. The D8S verified Residents 27
and 96 recaived the American pureed faad for
lunch, rather.than Korean pureed food for funch in
aceordance with the residents’ food preferences.
The DSS stated the cook made a mistake today
and falled to-prepare the Korean puread mena,

6. Or 6/16/25 at 1317 hours, & lunch meaf
observation and concurrent interview for Resident
40 was conducted. Resident 40 was observed In
her room eating her lunch, Resident 40's food
plate was observed with chopped cooked carrots.
Resident 40 did not eat the carrots that were
served with the meal. Resident 40 stated her
skin got itchy when she ate carrots and which
was why she did not like the carrots.

Medical record review for Resident 40 was
initlated on 6/17/25. Resident 40 was admitted to
the facility on 4/7/25.

On 6/16/25 at 1321 hours, an observation and
concurrent interview with LVN & was conducted
In Resident 40's room. LVN 6 verified Resident
40's meal tray was with cooked carrots and
served to Resident 40,

Review of the facility's menu served for the day
wag provided by the DSS. Howevar fiisi did

déid 467 e lunch
meal of the rasidents for the day.

On 6/16/25 at 1534 hours, an Interview and
conhcurrent facility document review for Resident
40 was conducted with the DSS. The DSS
verified the lunch menu for the day. The DSS
was asked if the carrots were part of the lunch

menu for the day. The DSS verified there were
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no carrofs on the manu for the day. The DSS '
was asked why Resident 40 was served with
carrots for the lunch meal. The DSS stated the
cook made a mistake. The DSS further stated
the food trays were not chetked for accuracy
before coming out from the kitohen.
On 6/19/25 at 1612 hours, an interview was
conducted with the DON., The DON was
| Informed and acknowledged the above findings.
Cross reference to F806, sample #4. :
F 806 ResmﬁntAﬂ&rgie& F[ﬂ_ferences, Substitutes F 806 FR06 Resident Allergies Preferenices
8S=D | CFR(s): 483.60(d)(4)(5) | Substifutos Bless ’
8483.60(d] Food and drink Corrective action for residents found to

Each residant regeives and the facility provides-
‘ ' vp ' “have been affected by this deficiency:

§483.60(c)(4) Food that accommodates resident
allergies, Intolerances, and preferences;

-DS visited Residents 7, 16, 27, 35, 96, and
40 on 7/7/25, ensuring meal satisfaction,

§463.60(d)(5) Appealing options of similar | updating all food preferences per resident or
nutritive value o residents wha chioose not to eat | resident representative.
food that is Initially served or who request a i
different meal choice; . . . L
o 1 -DS in-serviced all dietary staff initiated on
. ”l;';:ls REQUIREMENT is not met as evidenced | 6/17/25 and completed for al dietary staff
Based on observation, interview, and medical | on 7/7/25, utilizing P&P “Menus and
 record review, the facility failed to ensure the food | Adequate Nutrition”, emphasizing the
| prefefences Werghoriord for six.of 87 residents importance of honoring all food
Wha received food frejarad inthe Kitchen.  proferences, including oultural foods,
+ The facilty falled fo t K ensuring residents’ nutritional adequacy and
e facllity failed to serve the pureed Korean satisfiction.
menu to the residents who had a preference for " |
' Korean food (Residents 7, 16, 27, 35, and 96). Measures that will be put into place to

*The facllity falled to ensure the food preferences cnsure that this deficiency does not recur:

was honored for Resident 40. Resident 40
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r disliked carrots but was served with carrots on | test tray and tray line audits, 3 times per
her lunch tray. week X 3 months, ensuring all food
| preferences are honored, including all
 These failures_ had the potential to negatively Korean cultural food preferences, and that }
- impact the residents' food intake and well-being. no foods residents dislike are on the meal |
i ? trays.
Findings: : ; !

Review of the facility's document titied Diet Type Measures that will be implemented to
Report dated 6/16/25 showed 87 of 89 residents monttor the continued effectiveness of the

received food prepared in the kitchen. corrective action taken to ensure that this

deficiency has been corrected and will not

1. Review of the facility's document titled Daily recur:
| Spreadsheet, Parsley - Spring 2025 Week 1
 Tuesday - Day 3, showed the following menu for -DS, or RD will report their findings
' Tuesday lunch for the pureed diet: regarding honoring food preferences and
- Pureed Dijon pork cutlet; _ cultural food requests to the QA committee
- Pureed orzo with vegetables; | | for discussion and further
- Pureed seasoned beets; and ‘ | . ; ;
recommendations. The QA will continue

- Soft puree or slurry, one bread or roll with

margarine or butter. monitoring for a minimum of 3 months or

until substantial compliance is achieved.

' Review of the facility's document titled Daily ;

 Spreadsheet, Korean Menu - Spring 2025 Week | | Date of compliance: 7/7/25
1 Tuesday - Day 3, showed the following menu

| for Tuesday lunch for the pureed diet:

- Pureed spinach doenjang soup

- Pureed kimchi

- Pureed dak bulgogi (Korean BBQ chicken)

’ - Pureed steam white rice; and ’ :

- Pureed stir fried cabbage. E

| On 6/17/25 at 1145 hours, a trayline observation
| was conducted in the kitchen. The pureed foods
|' on the Korean menu, including the pureed dak
bulgogi (Korean BBQ chicken), pureed steamed
white rice, and the pureed stir fried cabbage were l

not observed to be prepared.

ORM CMS-25657(02-88) Previous Versions Obsolete Event ID: J3EZ14 Facility ID: CAD80000125 If continuation sheet Page 61 of 92



DEPARTMENT OF HEALTH AND HUMAN SERVICES PR'#(;‘EII\)A:A?'-’?F{%&}IES
STATEMENT OF PEFIC T ‘ | ' QUENO. Dona o,

DEFICIENCIES 1 PROVIDERISUPPLIER!CLIA 3 |
AND PLAN OF CORREGTION o IDENTIFICATION NUMBER: ﬁmmz'ﬁ CONSTRUGTION "‘“’é’é‘ﬁifé'f'é‘é“
. Cc :
- N . _ 555021 B.WING,..._ - 06/49/2025

NAME OF PROVIDER OR SUPPLIER ' ‘| STREETADDRESS; CITY, STATE, ZIF GCODE
THE GROVE POST ACUTE 42332 GARDEN GRGVE BLVD.
. ) GARDEN GROVE CA 92843

0t4) 1D  SUMMARY S'I‘ATEMENT OF. DEFICIENCIES © b PROVJDER‘S PLAN OF: caaREmloN X5)
PREFIX (EAGH BEFICIENGY MUST BE PR Egﬁp?m BYEULL PREFIX | {BACH GORRECTIVE ACTION:SHOULD BE COMLETION

TAG REGHLATORY ORLSC IQENTIF"I‘I INFGRMATION) TAG CRESY REFEREEGEEITOQ%E.AF?&R@?BMTE DATE
EFICIEN

F 806 | Contfinued From paga 61 F 806

On 6/17/26 at 1232 hours, an observation of the
lunch meal service was conducted in the facliity's
dining roam. Ameal cart was observed dropped
off by the kitchen staff, The ADON and DSD
were observed checking the trays In the maal
cart. The ADON was observed checking &
-printout of the physidian's diet orders and calling
thé-ordérs out. The DBD was observed shacking
the resident tray's meal and meal flcket (used to
identlfy the resident's diet and food preferences
for meal service,

The following was observed during the lunch

meal service;

- Residents 7, 16, and 35's meal tickets were
observed and stiowed Resldents 7, 16, and 35
preferred Korean food. Residents 7, 16; and.35's
meal trays were observed with the Amerivan '
menu puree {pureed bijon pork cutlet, pureed
otzo with vagetables, and pureed seasoned
beets) and pureed kimchi.

On 8/17/25 at 1309 hours, a cancurrent
observation and interview was conducted with the
Lead Cook in the kitchen. The Lead Cook stated
he tised the Ametioan menu-for all the pureed
meals and verifisd the Korean Menu pureed

| terns ware not prepared. The Lead Cook stated
'he served a pureed bread for the American menu |
and a pureed kimechi for the Korean menu puree. |

On 6/17/25 at 1316 hours, an Interview was
conducted with the DSS. The DSS stated the
kitchen staff were communicated the resident's
preferghoés for Américan menu or Korgan menu
on thé meal ticket. The DSS was informied and
acknowledged the findings. The DSS stated she
was not aware the Korean menu puree, aside
from the puree kimchi, was not prepared.
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On 6/17/25 at 1555 hours, a follow-up interview
was conducted with the DSS, When asked why
the Korean menu puree was not prepared, the
D38 stated the cook made a mistake.

2. Medical record review for Resident 27 was
initiated on 6/16/25. Resident 27 was admitted o |
the facility on 5/8/19, and readmitted to the facility
onh 4/20/22.

Review of Resident 27's Nutrition Progress Note ‘
dated 6/2/25 at 1716 hours, showed Resident 27 - 1
preferred Korean food for lunch and dinner.

| On 6/17/26 at 1320 hours, an observation was
conducted of Resident 27. Resident 27 was
ohserved lying in bed asleep. Resident 27's
lunch tray was observed on a bedside table |
adjacent to Resident 27's bed. Resldent 27's : ;
lunch tray was observed with pureed food items
from the Amerlcan menu {pureed Dijon pork
cullet, pursed orzo with vegetables, and pureed
seasoned beets).

3. Medical record review for Resident 96 was
initiated on 6/16/25. Resident 96 was admitted to
the facllity on 6/31/25.

"Review of Resident 96's Nutrition Progress Note
dated 6/2/25 at 1454 hours, showed Resident 96 |
preferred Korean food at lunch and dinner.

On 6/17/25 at 1246 hours, an observation was
conducted of Resident 96. Resident 96 was
observed in the dining room eating lunch.
Resldent 96's lunch tray was ocbserved with
pureed food items from the American menu
{(pureed Dijon pork cutlet, pureed orzo with
vegetabies, and purced seasoned beets).
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-asked to revisw Resident 40's meal ticket on the
food tray. LVN 6 verifled Resident 40's food

Continued From page 63

‘Resident 96" lunch ticket showed Resident 88
preferred Korean Food.

On 6/17/26 at 1565 hours, an interview and
concurrent medical record review was conducted
with the DSS. The DSS verified Resident 27
preferred Korean food for lunch and dinner as
indication on Resident 27's nutrition progress
note dated 6/2/25 at 1716 hours. Additionally, the
DSS verified Regident 98 also preferred Korean
faod for lunch and dinner as indicated on
Resident 96's nutrition progress note dated 6/2/25
at 1454 hours. The D38 verified Residents 27
and 96 received American pureed food for lunch
today, rather than Korean pureed food for lunch
in accordance with the residents' food
preferences.

4. On 6/16/25 at 1317 hours, a lunch meal
observation and concurrent interview for Resident
40 was conducted. Resident 40 was observed in
her room eating her lunch meal. Resident 40's
food plate was observed with chopped cooked
carrots. Resident 40 did not eat the carrots that
were served with the meal.

Review of Resident 40's meal ticket on the food
tray showed Resident 40 disliked the carrots.

On 6/16/25 at 1321 hours, an observation and
concurrent interview with LVN 6 was conducted in
Resident 40's room. LVN 6 verified Resident 40's
meal tray was served with carrots. LVN 6 was

preferences, and the resident disliked the carrots.

On 6/16/25 at 1321 hours, the DSS was
summoned to come to Resident 40's room. The

F 806

DSS was asked about Resident 40's food tray.
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The D3SS verified Resident 40 was served with
the carrots and the meal ticket showed Resident
40 disliked the carrots.

On 6/19/25 at 1612 hours, an interview was
conducted with the DON. The DON was
Informed and acknowledged the above findings,

' Cross refernces to F803, éxample #5.
F 808 | Therapeutic Diet Prescribed by Physiclan F 808
88=D | CFR(s): 483.60(e)(1)(2)

§483.60(e) Therapeutic Diets
§483.60(e)(1) Therapeutic diets must be
prescribed by the attending physician.

§483.60(e)(2) The attending physician may
delegate to a registerad or licensed dietitian the
task of prescribing a resident's diet, Including a
| therapeutic diet, to the extent allowed by State
law.

This REQUIREMENT is not met as evidenced
by:

i Based on cbservation, interview, medical record |
review, and facllity P&P review, the facility failed
to ensure one nonsampled resident (Resident 61)
observed during the dining observation task
received the appropriate mechanically altered diet
as ordered by the physician. This failure posed
the rigk of aspiration and resident's nutritional
needs not being met.

Findings:

Review of the facliity's P&P tiled Therapeutic Diet.
Orders revised 11/2024 showed the therapeutic
diets, including mechanically altered diets where
appropriate, will be based on the resident's

| the physician's orders.

4 -DS audited dinner for Resident 61 on

t Corrective action for residents that may be

- tray line audits at various mealtimes,
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F808 Therapeutic Diet Prescribed by
Physician

Corrective action for residents found to
have been affected by this deficiency:

- DS and RD in-serviced dietary staff _
immediately on 6/16/25 and completed for
all dietary staff on 6/17/235, uiilizing P&P
“Therapeutic Diet Orders” ensuring that
ali diet textures are followed according to

6/16/25, ensuring the resident’s diet order
was followed and the correct food items
were served.,

affected by this deficiency:
-DS, RD, or trained designee will conduct
comparing resident meals with the PCC

Diet Type Report, ensuring meal tray
accuracy.
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F 808 | Continued From page 65 F 808 Measures that will be put into place to

‘individual needs as determined by the resident's |
assessment. Therapeutic diets are provided only

' when ordered by the attending physician or a

| registered or licensed dietitian who has been
delegated to write diet orders, to the extent
allowed by state iaw. Dietary and nursing staff

| are responsible for providing therapeutic diets in

| the appropriate form and/or the appropriate

nutritive content as prescribed.

Review of the Intemational Dysphagia Diet
Standardization Initiative (IDDSI) Complete IDDSI
Framework Detailed definitions 2.0 dated 7/2019
 for a soft and bite-sized diet (SB6), showed the
food can be mashed/broken down with pressure
from fork, spoon, or chopsticks and a knife is not
| required to cut this food. The food is also soft,

' tender, and moist throughout but with no separate
| thin liquid. Under the section titled food specific -
bread, showed no regular dry bread, sandwiches
or toast of any kind.

On 6/16/25 at 1209 hours, a lunch meal cart was
observed to be dropped off by the kitchen staff for

the residents in the dining room. The ADON was
observed checking a printout of the physician's
| diet orders and calling the orders out. The DSD

| on the residents' trays. The ADON stated they
texture matched, and any additional directions.
On 6/16/25 at 1226 hours, Resident 61 was

observed in the dining room being fed by
Resident 70. Resident 61's meal ticket showed

and bite-sized diet (SB6). Resident 61's meal
tray was observed with a regular texture slice of

| was observed checking the meal and meal ticket

made sure the menu matched the diet orders, the |

her diet order was a carbohydrate controlled soft |

| bread.

- further recommendations. The QA will

ensure that this deficiency does not recur:

-Licensed nurses will continue to audit
meal trays with the PCC Diet Type Report
at all mealtimes before meal trays are
provided to the residents.

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

-DS, RD, or licensed nurse will report their
findings regarding diet order monitoring to
the QA committee for discussion and

| continue monitoring for a minimum of 3
months or until substantial compliance is

achieved.

| Date of compliance: 6/17/25
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On 6/16/25 at 1242 hourg, an observation of
Resident 61 and concurrent inferview was
conducted with the DSS. The DSS cbaerved,
was informed, and acknowledged the above
findings. The menu spreadshest was reviewed
and the DSS acknowledged Resident 81 shouid
not have received the reguiax texture slice of the |
bread,

Medical record review for Resident 61 was
initiated on 6/16/26. Resident 81 was admitted to

the facility on 2/2/25.

Review of Resident 61's Speech Language
Pathologist (SLP) Discharge Summary dated
4/24{25, showed a soft and bite-sized diet was
recommended for Resident 61,

Review of Resident 61's MDS assessment dated
£/3/25, showed Resldent 61's cognition was
severely impaired.

Review of Resident 61's Order Audit Report dated
8/18/25, showed a physician's order dated 3/7/25, |
for a carbohydrate controlied diet, soft and
bite-sfzed (SBB) texture, thin liquid consistency,
plate guard for all meals, bread cleared and
screened by the SLP., The order details history
section showad the SLP updated the original
order on 6/16/25 at 1510 hours, to show on the
order that bread was cleared and screened by the

SLP.

On 6/18/25 at 1326 hours, an interview and
concurrent medical record review for Resident 61
was conducted with the SLP. The SLF stated
when she evaluated a resident and changed the
diet, the change was not active untll the
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| state or local authorities.
| (i) This may include food items obtained directly

| by:

§483.60(i) Food safety requirements,
The facility must -

§483.60(i)(1) - Procure food from sources
approved or considered satisfactory by federal,

from logal producers, subject to appiicable State
and local laws or regulations.

(i) This provision does not prohibit or prevent
facilities from using produce grown In facllity
gardens, subject to compliance with applicable
safe growing-and food-handling practices.

(i Thigpravision:does not preciude residents

fram consuming faods not procured by the facility. |

§483.60(i)(2) - Store, prepars, distribute and
serve food in accordance with professional
standards for food service safety.

This REQUIREMENT is not met as evidenced

Based on observation, interview, facility
document review, and facility P&P review, the
facility failed to ensure the food safety and
sanitation guidelines were followed when:
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F 808 | Continued From page 87 F 808/
physician's order was written, The SLP stated
once she put the physician's order in their EHR,
then It was considered active. The SLP was
informed and acknowledged the above findings.
The SLP verified she did not revise the diet order
for Resident 61 until 6/16/25 at 1510 hours, to
show Resident 61 was cleared to eat regular
bread. The SLP verified Resident 61 should not
have baen served the regular bread during lunch.
F 812 | Food Procurement,Store/Prepare/Serve-Sanltary F 812 F812 Food Procurement,
§S5=E | CFR(s): 483.60())(1)(2) Store/Prepare/Serve-Sanitary

Corrective action for residents found to
have been affected by this deficiency:

-The licensed nurse (LVN 2) discarded the
unlabeled pieces of banana immediately
found by Resident 22°s bedside table.

| Corrective action for residents that may be

affected by this deficiency:

-Cook 1 discarded the expired container of
dry pasta immediately on 6/16/25. The DS
discarded the opened mislabeled bottle of
oyster sance and kimchi immediately on
6/16/25.

~The multiple pieces of equipment found
damaged were discarded immediately by
the DS on 6/16/25, including the rubber
spatulas, pitcher, and cutting boards.
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F 812 | Continued From page 68 F 42| DS ensured the resident refrigerator was

' were [n sanitary condition.

-handwashing station in the kitchen.

i *Two pleces of bananas on Resident 22's

| of 87 facility residents who received food

I'for Food Safety revised 12/2022 showed the

*The faciiity failed to ensure the foods in the
kiteher were properly labeled and dated, and the
expired items were thrown out,

* The facility failed to ensure the kitchen utenslls
and equipment were clean and not worn out.

* The facllity falled to ensure the cutting boards

* The facility falled to ensure the refrigerator used
to store residents' food from the outside was
clean.

* The facllity failed to ensure the handwashing
signage was posted and visible at the

bedsida table were unlabeled and dated.

These fallures pased the risk for food borne
iinesses in highly susceptible resident population

prepared in the kitchen.
Findings:

Review of the facility's document titled Diet Type
Report dated 6/16/25, showed 87 of 89 residents
received food prepared In the kitchen. =
1. Review of the facility's P&P titled Date Marking
facility adheres to a date marking system to
ensure the safety of ready-io-eat,

timeftemperature control for safety food. The
food shall be clearly marked fo indicate the date

or date by which the food shall be consumed or

cleaned immediately, with the brown food
residue removed on 6/16/25.

-DS posted proper handwashing signage
imnediately at the handwashing station on
6/17/25.

-DS in-serviced dietary staff initiated on
6/16/25 and completed for all dietary staff
on 6/17/25, utilizing P&Ps “Date Marking
for Food Safety”” and “Sanitation
Inspection”, emphasizing the importance of
proper labeling and dating and cleaning of
equipment.

«The DON, Director of Staff Development
(DSD) and DS conducted an in-service with
all the dietary and nursing staff initiated on
6/16/25 and completed on 7/9/25, utilizing
the P&P “Use and Storage of Food Brought
in by Family or Visitors” on proper labeling
and dating of outside food, and ensuring

| food is discarded if not properly labeled and
that the resident refrigerator is cleaned
following the cleaning schedule.

Measures that will be put into place to
ensure that this deficiency does not recur:

-DS, RD, or trained designee will complete
daily kitchen rounds, 5 times per week X 3
months, and the RD will complete their
monthly sanitation audit, ensuring propex
labeling & dating in all areas, including the
resident refrigerator and bedside tables,
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. ' and compliant equipment cleaning,
F 812 | Continued From page 69 F812 i carding any damaged Bquipmeit.

discarded. The marking system shall include the
date of opening, and the date the item must be
consumed or discarded or may refer to the food
storage charts posted as the use by dates if
manufacturer expiration dates are not present.

| The discard day or date may not exceed the
manufacturer's use-by date, or four days,
whichever is earliest. The date of opening or
preparation counts as Day 1.

During an initial tour of the kitchen on 6/16/25 at

0755 hours, the following was observed with

Cook 1:

- one container labeled dry pasta with a prepared
' date of 4/15/25, and a use by date of 6/15/25;

- ane opened bottle of oyster sauce with a ;
' prepared date of 6/12/25, and a use by date of |

6/12/28; and the manufacturer's expiration date
| on the bottle showed 2/27/28.

The Cook 1 verified the findings.

- one container labeled kimchi with a prepared
date of 5/15/25, and a use by date of 5/25/25; and
- one container labeled chopped kimchi with a

F prepared date of 5/15/25, and a use by date of

' 5/25/25.

On 6/16/25 at 0846 hours, the DSS was informed
and verified the findings. The DSS stated the
label was wrong and the kimchi was prepared the
day prior.

2. According to the USDA Food Code 2022,

| Section 4-101.11, Multiuse, Characteristics, for

| materials that are used in the construction of

| utensils and food-contact surfaces of equipment
may it allow the: migration of deleterious

Measures that will be implemented to
monitor the continued effectiveness of the
corrective action taken to ensure that this
deficiency has been corrected and will not
recur:

-DS or RD will report their findings
regarding proper labeling & dating,
cleaning of equipment and outside food
for residents to the QA committee for
discussion and further recommendations.
The QA will continue monitoring for a
minimum of 3 months or until substantjal
] compliance is achieved.

Date of compliance: 7/9/25

substances or impart colors, odors, or tastes to
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food and under normal use conditions shall be
safe, durable, corrosion-resistant, nonabsorbent,
finished to have a smooth, easily cleanable
surface, and resistant to pitting, chipping, crazing,
scratching, scoring, distortion, and
decomposition.

During an initial tour of the kitchen on 6/16/25 at
0755 hours, the following was observed with
Cook 1:

- two rubber spatulas with corroded edges;

- one rubbear spatula with melted handle, coating
on the spatula appears brown; and

-~ one small pitcher with 2 melted bottom.

Cook 1 verlfied the findings.

On 6/16/25 at 0846 hours, the DSS was informed
| of and acknowledged the findings.

3, According to the USDA Food Code 2022,
Section 4-501.12, Cutting Surfaces, cutiing
surfaces such as cutting boards and blocks that
become scratched and scored may be difficult to
clean and sanitize, As a result, pathogenic
microorganisms transmissible through food may
build up or accumulate. These microorganisms
may be transferred to foods that are prepared on
such surfaces. _

Review of the facility's P&P titled Cutting Boards
dated 2014 showed cutting boards should be
replaced when the boards begin to have breaks,
corrosion, open seams, cracks and chipped
areas as the boards can no longer be sanitized

properly.

During an initial tour of the kitchen on 6/16/26 at
0755 hours, the following was observed with
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Section 4-601.11, Equipmerit, Food-Contact

“should had been posted.

Cook 1;
~ Two cutting boards heavlly marred with chipped
areas

Cook 1 verified the above findings.

On 6/16/25 at 0848 hours, the DSS was Informed
and acknowledged the findings.

4, According to the USDA Food Code 2022,

Surfaces, Nonfoud-Contact Surfaces, and
Utenslls, the nonfoad-contact stirfases of
equipment shall be kept free of an accumulation ‘
of dust, dirt, food residue, and other debris.

On 6/16/25 at 0819 hours, an observation of the
residents' refrigerator was conducted with RN 1.
There was a brown food residue observed on one
of the refrigerator shelves. RN 1 verified the
findings.

8. According to the USDA Food Gode 2022,
8ection 6-301.14, Handwashing Signage, a sign
er poster thiat notifies food employees fo wash
thelr hands shall be provided st all handwashing
sinks used by food employees and shall be.
clearly visible to food employees.

On 6/16/26 at 0755 hours, 6/17/26 at 1145 hours,
and 6/18/26 at 0848 hours, the handwashing
station in the'kitchen was observed withouta
handwashing sighage posted or visible.

On 6/18/25 at 0917 hours, the handwashing
station was observed with the DSS. The DSS
stated she had the handwashing signage but did
not currently have it posted, The DSS stated it
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6. Review of the facility's P&P titied Use and
Storage of Food Brought In by Family or Visitors
revised on 1/30/25, showed it [s the right of the
residents of this facllity to have food brought in by
family or other visitors, however the food must be
handled In a way to ensure the safety of the
resident ...2, All food items that are alrzady
prepared by the family or visitor brought in must
be approved per Nurging to ensure is in
accordance with the diet order and labeled with
content and dated. a. The facility may refrigerate
labeled and dated prepared items in the
nourishment refrigerator ... d. If not consumed
within three days, food will be thrown away by
facllity staff...5, All items not maintained are
subject to being discarded if nof removed by the
resident and/or resident representative. 6. If any
part of this policy Is not followed, the facliity
reserves the right to protect others by not allowing
food items to be brought into the facility for a
resident. 7. The facility staff will assist residents
in accessing and consuming food that is brought
in by the rasidents and family or visitors if the
‘resident is not able to do so on their own.

Medical record review of Resident 22 was
initiated on 6/16/26. Resident 22 was admilted on
9/25/17, and readmitied to the facility on 2/28/22,

Review of Resident 22's H&P examination dated
8/16/24, showed Resident 22 had no capaoity to
understand and make decisions.

Review of Resident 22's Order Summary Report
dated 6/17/25, showed a physiclan order dated
2121125, for regular diet soft and bite sized
fexture, thin consistency, patient screened and
cleared for bread by speech language
pathologist grawes to meals, double protein, _
Event |D; JBEZ11 Fadility ID: CADBO0U0125 If continuation sheet Page 73 of 92
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'she did not know since when the bananas were

| bananas brought in by Resident 22's visitor

Continued From page 73

fortified meals for breakfast, lunch and dinner,
Korean menu.

©On 6/16/25 at 0914 hours, an observation of
Resident 22's bedside table and concurrent
Interview was conducted with CNA 3. Resident
22's bedside table was observed to have two
pleces of bananas in a ¢lear plastic bag that was
not labeled with name, date brought and use by
date. CNA 3 was asked when the bananas were
brought in by the resident's visitor, CNA 3 stated

brought. CNA 3 verified the bananas were
perishable foods and should have been at least
dated when It was brought in by the resident's
visitor.

On 6/16/25 at 1252 hours, an interview was
conducted with LVN 2, LVN 2 was informed

about the two pleces of bananas in a clear plastic '
bag on Resident 22's hedside table. LVN 2 was
asked when the two pleces of bananhas were
brought in by Resident 22's visitor. LVN 2 stated |
she did not know when the two pieces of bananas
were brought. LVN 2 verified the two pieces of

should have been dated because the banana was'
a perishable food.

On 6/19/25 at 1604 hours, an interview was
conducted with the DON. The DON
acknowledged the above findings.

Facility Assessment

CFR(s): 483.71(a)(1X3){b)(1){c){1)-(5)

§483.71 Facllity assessment,
The facility must conduct and document a
facllity-wide assessment to determine what

F 812

F 838
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resources are necessary to care for its residents
competently during both day-fo-day opefations
(inciuding nights and weekendghand.
smergencies. The facllity must review and update
that assessment, as necessary, and atleast
annyally. The facility must also review and update
this assessmant whenever theré Is; or the facility
plans for, any qhgngﬁe:-_that wouid reguire a
substantial mogification to any paif of this
assessment,

§483.71(a) The facility assessment must address
or include the following:

resident capacity;
(i) The care reguiret by the tesident papulation, -
using evidence-bazed, data-dilven "mettiads" that
considering the types of diseases, conditions,
physical and behavigral health needs, cognitive
disabilities, ovérall doulty, and other péitinent
facts that are present within that population,
consistent with and informed by individual
resident assessments as required under §
483.20;

(ill) The staff competencles:and skill sets that are |

neoéssary o provide the leval and fypes of care
neaded for the resident population;

()The physieal-etvirofifient, equipment,
services, arid otherphysical plant considerations
that are necessary to care for this population; and
{v) Any:sittinio; oultural, or religius faators that
may potentially atfect thesare. provided | Ythe
facllify, Inaluding, bubnot imited to, aofivities and
food and nutrition services.

accomplished for those residents found to
have been affected by the
deficient practice.

| On 6/24/25, administrator completed the
most current version of the Facility
Assessment, The assessment was brought to
the QA committee for discussion and
approval on 6/25/25

How the facility will identify other
residents having the potential to be affected

§483.71(a)(1) The facility's resident population, by the same deficient
Including, but not limited to: " ractice and what corrective action will be
{1} Both'the number of resldents and the facility's 1P ective action w1

{taken

All residents have potential to be affected
by the deficient practice, The administrator
will continue to gather feedback from
emergency drills, monthly safety meetings,
monthly all-staff meetings, and monthly QA
for feedback on communication protocol
and any necessary changes to Facility
assessment and Emergency Operations Plan
in the event of an emergency.

‘What measures will be put into place or
what systemic changes the facility will
ke to ensure

that the deficient practice does not recur,

Administrator will verify the most recent
version. of the facility assessment prior to

§483.71(a)(2) The facility's resources, including

oreating the Facility Assessment for 2026
atid upcoming yenis,
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but not limited to the following: pe orrjtfxgnczto make sure that solutions
(i) All buildings and/or other physical structures i
and vehicles;

Facility Assessment will be discussed at

| (i) Equipment (medical and non- medical);
the monthly QA meeting for feedback

“ (iii) Services provided, such as physical therapy,

l pharmacy, behavioral health, and specific . from floor staff and department heads to
rehabilitation therapies; review findings from monthly safety
(iv) Al perspnnel, including managers, nursing committee/all-staff meetings and
and other direct care staff (both employees and | learnings from disaster/fire/emergency
those who provide services under contract), and drills

| volunteers, as well as their education and/or ‘ )

| training and any competencies related to resident :
care: Date of compliance: 6/25/25

| (v) Contracts, memorandums of understanding,
or other agreements with third parties to provide
services or equipment to the facility during both
normal operations and emergencies; and

| (vi) Health information technology resources,

' such as systems for electronically managing

patient records and electronically sharing

information with other aorganizations.

§483.71(a)(3) A facility-based and
community-based risk assessment, utilizing an
all-hazards approach as required in §483.73(a)

(1

| § 483.71(b) In conducting the facility assessment,

the facility imust ensure;

§ 483.71(b)(1) Active involvement of the following |

participants in the process:

(i) Nursing home leadership and management,

| including but not limited to, 2a member of the :

| governing body, the medical director, an

f administrator,. and the director of nursing; and
(ii) Direct care staff, including but not limited to,

RNs, LPNs/LVNs, NAS, and representatives-of

the direct care staff, if applicable.
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. | population.
§483.71(c)(3) Consider spagific staffing needs for

(ili) The facility must also solicit and consider
input received from residents, resident
reprasentatives, and family members.

§483.71(c) The facility must use this facility
assessmentto: —

§483.71{e}1) Inforny stafiing decisions to ensure
Thatthere are a suficient nikber of staff with the
appropriate competencles and skill sets
necessary to care for its residents' needs as
identified through resident assessments and
plans of care as required in § 483.35(a)(3).

§483.71(c)(2) Consider specific staffing needs for
@ach resident unit In the faciiity and adjust as
necessary based on changes to its resident

gach shift, such as.day, evening, nighit, and adjust
as necessary hased oh any changes to its
resident population.

§483.71(c)(4) Develop and maintain a pian to
maximize recruitment and retention of direct care

staff.

§483.71(¢)(5) Inform contingency planning for
events that do not require activation of the
facility's emergency plan, but do have the
potential to affect resident care, such as, but not
limited to, the availabifity of direct care nurse
staffing or other resources needed for resident
care.

This REQUIREMENT is not met as evidenced
by: ,
Based on interview and facility document review,
the facility failed to-ansire the Fagility

Assessmentatldrasged or inciuded the following: |
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1. Activa involvement of required individuals in
developing the Facliity Assessment;

2. Resaources necessary to care for residents
including weekends;

3. A plan to maximize recruitment and retention
of direct care staff; and

4, Acontingency plan for staffing needs.

This failure had the potential to not meet the
residents’ care needs if the assessed population’s
needs and resources ware not comprehensively
identifled and addressed.

Findings:

According to the CMS QS0-24-13-NH dated
6/18/24, with an implementation date of 8/8/24,
CMS had issued a ravised guidance for long-term
care facility assessment requirement. The
Facility Assessment should address and Included
the active involvement of the direct care staff in
developing the Facility Assessment, Also
included the staffing resources necessary 1o care
for the residents, including the weekends; a plan
to maximize recruitment and retention of direct
care staff member, and a contingency plan for
staffing needs for the events not to activate the .
facility's emergency plan.

Review of the Facllity's Assessment dated 7/8/24, |
did not show the direct care staff member, direct
care representatives, residents, residants’
représentatives, and residents' family members
wirg actively involved in deveioping the Fauliity
Assessment; the resources necessary to care for
the residents including waekends; and a plan to
maximize recruitment and retention of the direct

| carg staff, or include a contingency plan for the
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.reprasentatives, residents, resident

Continued From page 78
staffing needs.

On 6/19/25 at 1343 hours, an interview and
concurrent facility document review of the Facility
Assessment was conducted with Administrator.
The Administrator verified the Facility Assessment
was dated 7/8/24, and acknowledged he was not
aware of the new update of the Facility
Assessment from the CMS, The Administrator
verified there were no direct care stalf, direct care

represantatlves and family members actively
involved in developing the Facilify Assessment.
The Administrator further verified there were no
resources necessary fo care for the residents
including weekends, and a plan to maximize
recruitment and retention of the direct care staff,
or include a contingency plan for the staffing
needs. The Administrator verified and
acknowledged the Facility Assessment was not
updated based on the latest update from the
CMS,

Resident Records - Identifiable Informatlon
CFR(s). 483.20(1)(5), 483.70(h){1)~(5)

§483.20(f)(5) Resldent-identifiable information.

(i) A facility may not release information that is
resident-identifiable to the public.

(ii) The facility may release information that Is
resident-ldentifiable to an agent only in
accordance with a contract under which the agent
agregs not to use or distlose the information
except 1 the-extent the'faciity itself Is permiitted
to do so.

§483.70(h) Medical records.
§483.70(h){ 1) Ih accordance with accagited

F 838

F 842

profesglonal standards end practices, the. faclllty
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purposes, fesearch purposes, o to-coroners,

{ there Is no requirement in State law; or

must maintain medical records on each resident
that are-

() Complete;,

(i) Accurately documented;

(iil) Readily accesslble; and

(v) Systernatically organized

§483.70{n)(2) The facility must keep.tidrifideit
all information contained in the residént's
regardless of the form or storage method of the
records, except when release is- -

(i) To the Indlvidyal, or:their rasidént.
representative where pettnifted by applicable law;
{i") Required by Law;

(it For treatment, payment, or health care
operations, as permitted by and in compliance
with 45 CFR 164.506;

{iv) For public health activities, reporting of abuse,.
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,
law enforcement purposes, organ donation i

rﬂedicar examiners, funsral directors, and to avert.
a serious threat to health or safety as permitted
by and in compliance with 45 CFR 164.512.

§483.70(h)(3) The facllity must safeguard medical
record information against loss, destruction, or
unauthorized use,

§483.70(h){4) Medical records must be retained
for-

(i)“The period oftime raqlired by State law, or
(ii) Fivie yoars fram the-daite of discharge when

(iily For a minor, 3 years after a resident reaches
legal age under State law.
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Corrective Action Initiated for Resident/

On 7/3/25, the ineceurate entry for Resident 94's vital
signs dated 6/12/25 was identified and corrected by

| marking the docnmentation es an error in the electronic
medical record (EMR) with eppropriate notation by
DON. CNA who made the error in documentation was
given 1:1 training by the DSD on 6/18/25.

A late entry progress note was added by DON on 7/3/25
clarifying that Resident 94 was hospitalized during that
period and that the vital signs were entered in emvor

RT #94 was discharged on 6/17/25.

. How Potential Other Residents Were Identified and
Corrective Action Taken

An sndit was condneted by medical records/designee on
7/3/25 of residents who were transferred to acute care
hospitals between 6/3/25 to 7/3/25 to ensure no other
inacourate entries were made post-discharge. 17 residenls
were checked with 1 resident noted with blood pressure
talken after ho was transferred to the hospital. Vital sign
was struck out and progress note done on 7/3/25, 1:1
training with the charge murse who made the ervor done
on 7/3/25,

4 Measures/Systemic Changes IniHated to
Prevent Future Recurrence

On 6/20/25, nursing staff received re-education by the
DSD on proper documentation protocols, including:
verifying resident presence before dogumentation,
Correct use of EMR templates and discontinuing
charting once a resident is discharged or transferred.

Medical Records wili audit each discharge record to
ensure documentation eniries are accurate — findings will
be submitted to DON for follow up and resolution
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§483.70(h)(5) The medical record must contain-

(i) Sufficient information to identify the resident;

(i) A record of the resident's assessments;

(ii) The comprehensive plan of care and services

provided;

(iv) The results of any preadmission screening

| and resident review evaluations and

| determinations conducted by the State;
(v) Physician's, nurse's, and other licensed
professional's progress notes; and

| (viy Laboratory, radiology and other diagnostic
services reports as required under §483.50.
This REQUIREMENT is not met as evidenced
by:

| Based on interview and closed medical record

review, the facility failed to ensure the medical
record was accurate, for ane of three resident
closed records.

| * The facility documented Resident 94's vital
signs were obtained on 6/12/25, however,
Resident 94 was: not in the facility on 6/12/25,

‘ having been transferred to the acute care hospital

(on 6/10/25. This failure had the potentail to

' negative impact Resident 94's well-being as the
medical record information was inaccurate.

Findings:

Closed medical record review for Resident 94
was initiated on 6/16/25. Resident 94 was
admitted to the facility on 5/22/25, and transferred
to Acute Care Hospital 1 on 6/10/25.

| Review of Resident 94's Nursing Progress Note '
dated 6/10/25 at 1100 hours, showed Resident 94 |
was transferred to Acute Care Hospital 1 for
lethargy on 6/10/25.

Monitoring Plans to Ensure Solutions are

F 842 Achieved and Integrated into QA System.

The MRD will provide a summary trend
analysis of the findings to the facility’s
monthly QAPI Committee x 3 months or
until such time consistent substantial
| compliance has been achieved as
determined by the committee.

Date of compliance: 7/3/25
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| Review of Resident 94's Weights and Vital Signs

ramHg, resplrations 19:breaths par minute; pulse

.| congurrent cloged medical record was conducted

| specific to the documentation of Resident 94's

| and oxygen saturation) baing obtained in the.

Continued From page 81

dated 6/12/25 1456 hours, showed the following
vital signs were obtained for Resldent 94 on
812125 at 1485 hours; bload pressure 146/83

Zg;xeats per minute; ang vxyaen saturation level
0

On 8/18/25 at 1625 hours, an Interview and

with the DON. The DON verified Resident 94
was transferred to Acute Care Hospltal 1 on
6/10/25, and had remained at Acute Care
Hospital 1 thereafter. The DON verified Resident
84's closed medical record was inaccurate

vital signs (blood pressure, pulse, respirations,

facit[ty on6712/25 6t 14585 hourg (as Resitent 94
residedl in Acute Cars Hogpital 1 on this.daté and
tlme)

Infection Prevention & Confrol

CFR(s): 483.80(a){1)(2)(4)e)Xh

§483.80 Infection Control

The facility must establish and maintain an
infestion prevantion.and:confrol program
deslgned o provide a safe, saiifary and
comfortable envlronmani:and {0 help prevent the
development and transmission of communicable
diseases and infections.

§483.80(a} Infection prevention and control
program,

The fagllity must eatabiist an infeclioh pravention |

and cantral prograti (IPCE) that ritit include, at
a minimum, the following elements;

F 842

F 880
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providing services under a contractual

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections
and communicable diseases for all residents,
staff, volunteers, visitors, and other individuals

arrangement baset upon the facillty assessmint
conducted according to §483.74:and following
accepted national standards;

§4863.80(a)(2) Written standards, policies, and
procedures for the program, which must include,
but are not limited to:

(i) A system of survelllance designed to identify
possible communicable diseases or

infections before they can spread to other
persons in thie facility;

(ii) When and to whom possible incidents of
communicable disease or infections should be
reported;

(iii) Standard and transmission-based precautions
fo be followed to prevent spread of infections;
(iv\When and how Isolation should be used for a
resident: including but not limited to:

(A) The type and duration of the Isolation,
depending upon the infactious agent or organism
involved, and '

(B) Arequirement that the isolation should be the
least restrictive possible for the resident under the
clreumstances. _

(v} The circumstances under which the facifity
must prohibit employees with a communicable
disease or infected skin lesions from direct
contact with residents or their food, if direct
contact will transmit the disease; and

(vi)The hand hygiene procedures to be followed
by staff involved in direct resident contact.

§483.80(a)(4) A system for recording incidents

| enteral feeding, The 1:]1 training included hand

| assisting the resident back to bed. CNA 4 was

' did not store personal items adjacent to the resident

 did not touch or contaminate any clothing items and
that no re-washing was necessary.

for those residents found to have been affected by
the deficient practice.

1:1 training was done by the IP nurse with the
charge nurse who failed to ensure hand hygiene was
performed in between changing of gloves during
med pass observation with a resident who had

hygiene and universal precautions,
CN A did not follow EBP precantion when

given a 1:1 training by the DSD on 6/16/25 on
policy and procedurs for Enhanced Barrier
Precautions.

Laundry personnel failed to ensure"the laundry aide

¢lean linens in the laundry sorting area, 1:1 training
with the laundry aide provided by IP nurse on
7/3/25 on storage of personal items in clean
working stations. The personal itemn was discarded
and the area was sanitized per facility protocol.
Maintenance director verified that the water bottle

In-services will be provided by the IP nurse on hand
hygiene, EBP practice, personal items in clean
working stations by 7/10/25.

« How the facility will identify other residents
having the potential to be affected by the same
deficient practice and what corrective action will be
taken,

On 6/18/25, the DSD did a spot check on the CNAs
observing EBP practices and no other issue was
noted.
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F 880 ' Continued From page 83 F 880 On 6/18 IP performed a hand hygiene audit with i
. . e the nursing staff and no other issue was
identified under the facility's IPCP and the identified.
corrective actions taken by the facility. ‘ On 6/20/25, a spot check of the laundry room
. § was done by the IP to check for personal items
§483.80(e) Linens. near the sorting area and no other issue was l
Personnel must handle, store, process, and found. ’
transport linens so as to prevent the spread of
infection. * What measures will be put into place or what
systemic changes the facility will make to ensure
| §483.80(f) Annual review. that the deficient practice does not recur.
| The facility will conduct an annual review of its . _
| IPCP and update their program, as necessary. | LP. will do-random.checks on hand hygicne, EBP
This REQUIREMENT s not met as evidenced PRSI ek Befl Al B TRl e g
by: working areas 3x/week x 3 months. Report any
i Based on observation, interview, medical record findings to the DON.
!-ew?v:ﬁ::tdt:e&izfreec‘gﬁ:'c?rifgc"g Cfﬂa(:l: : o « How the facility plans to monitor its
Impe 3 PAEs performance to make sure that solutions are
designed to provide a safe and sanitary . siistatied.
environment and help prevent the development |
and transmission of diseases and infections. | IP nurse provide a summary trend analysis of the
- . . findings to the facility’s monthly QAPI
* The facility Sta_ff failed to ensure_hand hygiene Committee x 3 months or until such time
was performed in petween changing of gloves consistent substantial compliance has been
| during the medication pass administration on achieved as determined by the committee
| Resident 52 with GT feeding. i
| |
| * The facility failed to ensure CNA 4 followed the = Include dates when corrective action will be
enhanced barrier precaution for Resident 85 completed.
when assisting the resident back to bed.
Date of compliance : 7/10/25
* The facility failed to ensure the Laundry Aide did ;
not store his personal items adjacent to resident |
clean linens in the laundry sorting area. '
| These failures posed the risk for the transmission
| of disease-causing microorganisms.
.
| Findings:
| 1. Review of the facillty's P& titied Hand
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‘Medical record review of Resident 52 was

‘orders:

‘hand hygiene in between the changing of the

-gdge-of the b to shesk the wirlng, thenwore his
| Rostdent 52 aid proceaded fo.check G-iibe

Continued From page 84

Hyglene ravised 12/19/22, showed the use of
gloves does not replace hand hygiene. If your
task requires gloves, perform hand hygiene prior |
to donning gloves and Immediately after removing
gloves.

initiated on 6/18/25. Resident 52 was admitted
on 10/22/24.

Review of Resident 52's H&P examination datad
10/23/24 showed Resident 52 had no capacity to
understand and make decisions.

Review of Resident 52's Order Summary Report
dated 6/18/25, showed the following physician's

- dated 1/30/25, for enhanced barrier pracaution
related to G-tube every shift.

~ dated 6/4/25, for enteral feed order every shift
for G-tube feeding. Continuous enteral feeding:
formuta: Glucerna 1.2 (enteral feeding formula)
rate 70 mi/hr x 20 =1400 ml/24 hours, 84 grams
protali, 1134 il free water. Start at 12 PMand
stop &t 8 AM, may tun until full dose is completed.

On 6/18/25 at 0842 hours, an observation was
conducted with LVN 1 during the medication pass
administration for Resident 52 with a G-tube
feeding. LVN 1 was observed to not perform

gloves on the followirg situations:

- LVN 1 failed to perf6iim hand hygiene after
removing his gloves, proceadsd to touch the
gloves and turnad off the: G-ube machive.of

placemirit:of Resident52.

F 880

- LVN 1 raitioved his gloves to get spoons from
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the medication cart, then when LVN 1 got spoons
from the medication cart, LVN 1 proceeded to
wear new set of disposable gloves without
performing hand hygiene.

On 6/18/25 at 1034 hours, an interview was
conducted with LVN 2. LVN 2 was Informed he
migsed to perform hand hyglene ir befween
changing of the gloves. LVN 2 verlfiad he should
have performed hand hyglene

On 6/19/25 at 1604 hours, an interview was
conductad with the DON. The DON
acknowledged the above findings.

2. On 6/16/25 at 1031 hours, initlal tour of the
facliity, an observation and concurrent inferview
for Resident 85 was conducted with CNA 4,
Resident 85 was observed sitting in his
wheelchair inside his room. A posted signage
was observed at Resident 85's doorway showing
Resident 85 was placed on EBP, and the staff
must wear a gown and gloves when providing
high cahtack resident care:such as changing

Resident 85 asked CNA 4 for assistanca for

assisted Resident 86 back to bed with s PPE
gown was obsetved.

On 6/16/25 at 1041 hours, an observation and
concurrent interview with CNA 4 was conducted.
CNA 4 was asked about Resident 85. CNA 4
verified Resident 85 was on enhanced barrier
précadtion (EBP), as:stiown onthe resident's

hygiene and put on gloves but did not put & gown |
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per EBP protocol.

-On 6/16/25 at 1086 hours, an interview for
Resident 85 was conducted with LVN 8. LVN 6
verified Resident 85 was on enhanced batrier
precaution. LVN 6 verified and stated the staff
should wear the PPE first befora providing care to
the resident such as changing linens, providing
hygiene and transferring the resident.

Medicat record review for Resident 85 was
initiated on 6/17/25. Resident 85 was admitted to

the facility on 4/30/25.

Review of Resident 86's Order Summary Report
dated 6/17/25, showed a physiclan’s order dated
4/30/25 to place Resident 85 on an EBP related
to urostomy.

Review of Resident 85's Plan of Care showed a
care plan problem dated 4/30/25, addressing the |
enhance barrier precaution. The interventions
included to apply EBP to prevent the spread of
infection for specific care activities.

On 6/18/25 at 1318 hours, an interview for
Resident 85 was conducted with the IP. The IP
was asked about the facility's process about the
EBP. The IP stated they placed the residents
who had a central ines, urinary catheters, and
other devices placed inside the resident's body on
EBP. The IP stated the staff would put on PPE
when providing a closed contact care such as
transferring, changing diapers and if expecting a
splagh, they must Wear g:face shield. The IP was
{nformed of the obiservallon when GNA 4 assisted |
Resident 86 In an.EBP room hot wearing a PPE
gown for transferrdng: the resident back-to begd:

| The IP stated GNA4 should have besn wearing a o _
Event ID: JAEZ11 Facitity ID: CAQBO00O12S " f continuation sheet Page 87 of 92
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PPE gown for providing care to the resident.

'On 6/19/25 at 1612 hours, an interview was
congucted with the DON. The DON was
informed and acknowledged the above findings.

3. On 6/19/25 at 1129 hours, an observation of
the facility's laundry room and concitrrent
| interview wais conducted with the.Laundry Aide.
| The couriter designated for clean laundry sorting
was.observed with clean bed linens folded-and
stacked on top of the counter. The Laundry
Alde's cell phone charger, plastic water bottle,
and water flask were observed stored on the
clean laundry counter adjacent 1o the clean
resident bied linens. The Laundry Aide verified
the findings and stated his personial items should
not b stored adjacent to resldant clean linens.

On 6{19/25 at 1133 hours, an interview was
conducted with the IP. The IP stated the staff's
personal items should not be stored on the
rasldents clean laundry sorting area adjacent to
the clean resident laundry, to prevent
contamination of the clean residents' laundry from
potentially unclean staff personal items. '
Influenza and Pneumococcal Immunizations
CFR(s): 483.80{d){(1}{2)

§483.80(d) Infiuenza and pneumococcal
immunizations _

§483,80(d)(1) Influenza. The facility must develop
polisies and procedures fo ensure that-

(i) Béfote pifeiing the Influenza:rrunization,
each regident arthe resident's rapresentative
receives education regarding the benefits and
potential side effects of the immunization;

(ii) Each resldent is offered an influenza

F 883

F 883
88=D .
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F 883 | Continued From page 88 1 F 883| F883 Influenza and Pneumoccoccal

immunization October 1 through March 31

-annually, unless the immunization is medically

contraindicated or the resident has already been
immunized during this time period;

(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and

' (iv)The resident's medical record includes
| documentation that indicates, at a minimum, the

following:

(A) That the resident or resident's representative
‘was provided education regarding the benefits
and potential side effects of influenza
immunization; and

(B) That the resident either received the influenza
immunization or did not receive the influenza

| immunization due to medical contraindications or

refusal.

§483.80(d)(2) Pneumococcal disease. The facility |

must develop policies and procedures to ensure
that-

(i) Before offering the pneumococcal
immunization, each resident or the resident's
representative receives education regarding the
benefits and potential side effects of the

" immunization;

(ii) Each resident is offered a pneumococcal
immunization, unless the immunization is

' medically contraindicated or the resident has

already been immunized;

(iii) The resident or the resident's representative
has the opportunity to refuse immunization; and
(iv)The resident's medical record includes
documentation that indicates, at.a minimum, the
following:

| (A) That the resident or resident's representative

was provided education regarding the benefits
and potential side effects of pneumococcal

|
[

[mmunizations.

Failed to follow up subsequent vaccine.

= How corrective action(s) will be
accomplished for those residents found to have
been affected by the deficient practice.

Offered pneumococcal vaccine to

resident/responsible party on 6/19/25. The

| responsible party declined the vaccine on 6/19/25.
» How the facility will identify other residents

having the potential to be affected by the same

deficient practice and what corrective action will

be taken.

An audit of the pneumococcal vaccinations for all
residents was done on 6/24/25 by the IP nurse. No
other residents were found. IP was inserviced
6/24/25 by DON about resident pnuemonia
vacinations being offered annually.

| * What measures will be put into place or what
| systemic changes the facility will make to ensure
that the deficient practice does not recur.

a week x 3 months. Significant findings will be
reported to the DON.

| * How the facility plans to monitor its
performance to make sure that solutions are
sustained.

IP nurse provide a summary of the findings to the
facility’s monthly QAPI Committee x 3 months or
until such time consistent substantial compliance
has been achieved as determined by the committee

\Date of compliance: 6/24/25

DSD will audit the pneumococcal vaccine log once '
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immunization; and

(B) That the resident either recelved the
pneumococcal immitinizatiorior did not receive
the pneumiococcal immunization due to rriedical
contraindication or refusal.

This REQUIREMENT is not met as evidenced

Based on interview, medical record review, and
facliity P&P review, the faiiity failed to offer
PCV45 or PCV 20 vaceination to one of five final
sampled residents (Resident 23) reviewed for
immunizations.

* Resident 23 received the PPSV23 vaccine on
12/5/13, however, the facility falled to offer
Resident 23 PCV15 or PCV 20 vaccination, in
accordance with the facility's P&P and CDC's
recommendations. This failure increased the
resident's risk for being inadequately vaccinated
for the pneumococcal disease and its associated
complications.

| Findings:

Review of the CDC's guidelines for
pneumococcal vacoination showad adulfs aged
65 yeurs and alder, who had only récsived
PPSV23 vaccination (regardless of risk
conditions) are to recelve one dose of PCV15 or
PCV20 at least one year after the most recent
PPSV23 vaccination.

Review of the facllity's P&P titled Pneumococcal
Vaccine Series dated 12/19/22, showed it is the
facility's policy to offer residents immunization
against pneumococcal disease in accordance
with current CDC guidelines and .
recommendations. The type of pneumacoceal
vaccine (PCV15, PCV20, or PPSV23) offared will
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to pnsumonia, In gocordance with current CDG

| all adults 66 years and older and bagsed on the-

{in 2018.

vaceine.

depend upon the recipient's age and susceptibility

guldelines: and recommenidations: A
pnelimotaccal vagalination is racommeénded for

following recommendations: For adulte 85 years
or older who have only received PPSV23: Give
one dose PCV15 or PCV 20. The PCV 15 or PCV
20 dose should be administered at least one year
after the most recent PPSV23 vaccination.

Medical record review for Resident 23 was
initiated on 6/16/25. Resident 23 was admitted to
the facility on 6/10/23. Review of Resident23
admission record dated 6/19/25, showed
Resident 23 was 93 years of age.

Review of Resident 23's Pneumococeal Vaccine
Consent Form dated 6/11/23, showed Resident
23's responsible party declined to glve consent
for the pneumococtal vacoine, as Resident 23
had regeived a pnaumococaal vaceine (PPSV23)

Review of Resident 23's California Immunization |
Registry (CAIR) dated 6/19/25, showed Resident
23 recelved the PPSV23 vaccine on 12/6/13.
The CAIR immunization record failed to show
Resident 23 had received the PCV 15 or PCV 20

Review of Resident 23's facility Inmunization
Repott datet 6/18/25, failed to show Resident 23
had recslved the PGV 15 or PCV 20 vaceing.

On B/19/25 at 1445 hours, an interview and
concurrent medical record review was conducted
with the IP. The IP reviewed Resident 23's

medial record and verified Resident 23's medical
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record and CAIR immunization record failed to
show Resident 23 had recsived the PCV 15 or
PCV 20 vaccine [n accordance with the facllity's
P&P and CDC recommendations (for Resident
23's age group and immunization history). The IP
‘stated he would follow up with Resident 23's
responsible parly to determine if Resident 23's
responsible party would consent for Resident 23
recelving the PCV 1§ or PCV 20 vaccine.
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