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FOO0O INITIAL COMMENTS Foopo | Preparation and/or execution of this Plan of 08/23/2025
Carrection does not constitute admission or
The following reflects the findings of the California agreement by the provider to the truth of the
Department of Public Health during the concurrent facts alleged or conclusions set forth in the
Recertification, Relicensing, and Abbreviated Surveys Statement of Deficiencies. This Plan of

for Complaint Numbers: 2402606 and 2661207, .
P Correction is prepared and/or executed solely

because required by the provisions of the
The survey team antered the facllity on 7/15/25 at 0730 Healih and Safety Code 1280 and 42 C.R.F.
hours. 405.1907. .

Tha facility identified the census as 182,
The survey final sample size was 36.

FOR COMPLAINT NUMBER: 2402606, DEFICIENCIES WERE
IDENTIFIED AND CITED AT F&84 and F842,

FOR COMPLAINT NUMBER: 25661207, DEFICIENCIES WERE
IDENTIFIED AND CITED AT F684.

GLOSSARY AND DEFINITIONS;

% - percentage

7-3 shift - 0700- 1500 hours

7 am - 7 pm shift - 0700 - 1900 hours

3-11 shift ~ 1500 - 2300 hours

11-7 shift - 2300 - 0700 hours

ADON - Assistant Director of Nursing |
ADL - Activities of Daily Living

Advance Directive - lagal document that states a
person's wishes about receiving medical care if that

person Is no longer able to make medical declsions

AFO - Ankle-foot Orthoses, device that help align the

Any deficiency statament ending with an asterisk (*) denotes a deficiency which the institution may ba excused from correcting providing It is dsterminad that other
safeguards provide sufficient protection to the patients. {See reverse for further instructions.) Except for nursing homes, the findings stated above are disclosable 90
days following the date of survey whethar or not a plan of correction is provided, For nursing homes, the above findings and plans of corraction are disclosable 14 days
following the date these documents are made available o the facility. If deficiencies are cited, an approved plan of correction is raquisite to conlinued program
participatlon

LABORATORY DIREGTOR'S OR PROVIDER/BUPPLIER REP ATIVE'S SIGNATURE. | TITLE (X6) DATE
Administrator 8/10/2025
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ankla and foot

AMA - Against Medical Advise

Antibiotic ime out- a formal process whete healthcare
providers reassess a patient's antibiofic treatment,

typically 48-72 hours after initiation.

Antidepressants- medications used to treat depression
and other mental health conditions

Antipsychotics- a class of medications primarily used -
1o manage symptoms of psychosis {symptoms that happen
when a person is disconnacted from reality)

Anxiolytics- medication that reduces anxiety

AV Shunt - Arteriovenous shunt (surgicatly created
connection between an artery and vein for hemodialysts}

BIMS - Brief Interview for Mental Status (a cognitive
screening tool used 1o assess the cognitive function of
individuals in lapg-term care facilities)

BIPAP - Bilevel Positive Airway Pressure (a
non-invasive ventilation device that helps individuals
with breathing difficulties by delivering pressurized

air through a mask or nasal plugs, used to treat
sleaping disorder and other respiratory issues where
breathing asslstance is neadad)

bpm - beat(s) per minute

Bruit - sound heard over AY shunt indictating good
blood flow {to assess functionality)

CA- California

CAl - Community Acquired Infection

CAUTI - Catheter Associated Urinary Tract Infection
CDC - Center for Disease Coﬁtrol and Prevention
¢t - cubic centimeter(s)

CMS - Centers for Medicare and Medicaid Services
CNA - Certified Nursing Assistant

Covid-18 - viral Infection affecting the respiratory
system

Depression - mood disorder that causes a persistent
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Continued from page 2
feeling of sadness and loss of interest

Dialysis - a life-sustaining treatment that filters
blood removing waste and fluids, and maintaining
glectrolyte balance

DON - Director of Nursing

DS - Double Strength

DSD - Director of Staff Development

DSS - Dietary Services Supervisor

dft - due to

DVT - Daep Vein Thrombasis (blood clot forms in a deeap
vein)

EBP - Enhanced Barrier Precautions

End stage renal disease - condition when the kidneys
can no longer adequately filter waste and excess fluids
from the blood

EHR - Electronic Health Record

ER - Emergency Room

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

Folay cathstar - a type of indwelling urinary catheter

FR- French {(a standard used to measure the diameter of
catheters}

GT - Gastrostomy Tube (tube inserted through the
abdominal wall into the stomach and used to deliver
nutrition or madication)

HAI - Healthcare Acquired Infaction (an infection
developed 48 hours after admission te the facility)

&P - History and Physical

Hemodialysis - a medical freatment that uses a machine
to filter waste products, excess fluids, and toxins

from the blood when the kidneys are no longer able to
do so

FOOGo
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FO000 Continued from page 3 Fogoo
Hypnotics- medication to treat insominia and other sleep
disorders by promoting sleep
1&0 - Intake and Output
ID - Infecticus Disease
Indwelling urinary catheter - thin, flexible ube
inserted into the bladder through the urethra to drain
uring
Infitirates- the presence of substance denser than air
within the lung fissue, such as pus, blood, or protein,
that appear abnormal on imaging tests.
IP - Infection Preventionist
IU - international unit, a standard measure of tha
biological aclivity of certain substances like
vitamins, hormones, and medications
IV - intravenous
keal - kilocalorie(s}
LAL - Low Air Loss {a type of medical mattress designed
to prevent and treat pressure ulcers (also known as bed
sares)}
Loab Minimum Criteria - a set of minimum clinical
criteria used to guide the initiation of antibiotic
therapy for suspected infections in residents of long
term care faciities.
LTC - Long Term Care
LVN - Licensed VYocational Nurse
MAR - Madication Administration Record
McGeer's oriteria - a set of criteria used In fong term
care facilities to identify if residents' symptoms meet
the criteria of a true infection
MDRO - Multidrug Resistant Organism (bacteria that are
resistant to multiple antibiotics)
MDS - Minimum Data Set (a standardized assessment tool)
Medication Room- a room for storage, preparation or
dispensing of drugs and medications.
meg - microgrami(s)
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FO000

Continued from page 4
mg - milligram(s)

ml - milliliter(s)

ml/hr - milliliter(s) per hour

mmHg - miltimeter(s) of mercury

MRI - Magnetic Resonance Imaging (medical imaging
technique that uses strong magnetic fields and radio
waves Lo create detailed images of the body's internal
structures)

N/A - not applicable

Narcotic Loghook- provides a tool to keep track of
narcotics usage by patients.

Nasal cannula - a device used to deliver supplemental
oxygen or increased airflow to a patient or person in
nesd of respiratory help

Nebulizer - a small machine that turns liquid medicine
into & mist that can be saslly inhaled

Neurogenic bladder- a condition where nerve damage
disrupts the normal communication between the brain and
the bladder, leading to problems with bladder control

and emptying.

NH - Nursing Homea

NHSN- National Healthcare Safety Network

Oxygen concentrator- a machine that delivers oxygen

Ombudsman - advocates for residents of long-term care
facifitias, such as nursing homes,

QT - Occupational Therapy/Therapist

Oxygen saturation level - amount of oxygen in the blood
P&P - Policy and Procedure

PICC line - Peripheral Inserted Central Catheter
(intravenaus access used for a prolonged period of
tima)

Prieumonia- an infection that causes inflammation in the
alr sacs of the lungs, often filling them with fluid or

pus

POLST - Physiclan Orders for Life-8Bustaining Treatment

FoooC
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F000O0 Continued from page 5 F0000 F0568 8/23/2025
PPE - Parsonal Protective Equipment 1. The corrective action(s) accomplished for the
residents found to have been affected by the
PRN- as nesded deficient practice:
QAPI - Quality Assessment and Performance Improvement Resident 63 was affected by this deficient practice. !
! i Immediately, both RNA 1 and CNA 1 put the call ;
QS0 - Quality, Safaty, and Oversight light next to resident.

DSD provided 1:1 education to RNA 1 and CNA 1
about call light placement and making sure call light
are within reach.

RN - Registersd Nurse

RNA - Restorative Nursing Assistant

ROM - Rangs of Motion On 7/26/2025 and 8/4/2025-8/8/2025, DON and
s DSD in-serviced all staff regarding call light
RT - Respiratory Therapy/Therapist placemant and making sure they are within resident
reach. In-serviced included frequent monitering of
SB - Sanata Bill ’ call light within resident reach for resident has
tendency to push the call light away and making
SNF - Skilled Nursing Fagitity sure nursing supervisor is made aware and plan of

. care is updated.
S8D - Social Services Director
2. How the facility will identify other residents having
the potential to be affected by the same

deficiant practice and what corractive action will be

ST - Spaech Therapy/ Therapist

TAR - Treatment Administration Record

taken.
Thrill - vibration felt over AV shunt indicating good
blood flow (o assess functionality) All resident were potentially affected by this deficient
practice. On 7/24/2025, All department heads did a
TV - television room rounds fo check if any other resident was

affected and found no other resident with issue.
‘wiml - units per milliliter(s)
) i On 8/4/2025, Administrator and Maintenance

USDA - United States Department of Agriculture Director checked all call lights to make sure it has
clip to keep call light next to resident reach and no

UTI1 -« Urinary Tract Infection (an Infection involving other issue noted

any parl of the urinary sysiem including urethra
bladder uterus and kidney) . . i
3. Measures that will be put into place or systematic

FO558 Reasonable Accommodations Neads/Prefarences F0558 chan_ge the fa‘?i”ty will make to ensure that the
35=h deficient practice does not recur:

CFR(s}. 483.10(e)(3)
Administrator and designee will oversee this

§483.10(e)(3) The right to reside and receive services process. Department heads and designee will do

in the facility with reasonable accommodation of daily room rounds to check for call light placement
resident needs and preferences except when to do so and report to daily morning meetings for any non- !
wauid endanger the haalth or safety of the resident or compliance x 4 weeks. '
other rasidents,

This REQUIREMENT is NOT MET as evidenced by:

Based on chservation, interview, medical record review,
and facility P&P review, the facility failed to provide
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of 35 final sampled residents (Resident 63). The
facility failed to ensure the call Jight for Resident

63 was within the residents' reach. This failure had

the potential to negatively impact the resident's
physical and psychesocial well-being or would result in
delayed provision of cara.

Findings: Review of the fasility's P&P tilled Call

Lights: Accessibility and Timely Response dated
12/19/22, showed the facility was adequately equipped
with a call light. The facility staff will ensure the

call light is within reach of restdent and secured as
needed. On 7/15/25 at 1016 hours, during the initial

tour of tha facility, an observation and concurrent
interview was conducted with Resident 63. Resident 63
was observed in bad, awake, and stated he needed
assistance. When asked how he could calf for the

facllity staff's assistance, Resident 63 stated he

pressed the red button but he was unable to find it.
Resldent 63 added he just yelled and called the

licensed nurse. Resident 63's call light button was
cbserved on the floor. On 7/16/25 at 1016 hours,
summoned RNA 1 to Resident 63's room and informed RNA 1
that Resident 63 neaded an assistance. RNA 1 checked
the resident and the resident made RNA 1 known that he
needed assistance. RNA 1 was asked where the call light
button was for the resident. RNA 1 verified the call

light button was on the floor. RNA 1 stated the call

light button should have baen with the rasident while

in bed. Medical record raview for Resident 63 was
initiated on 7/16/25. Resident 63 was admitted to the
facility on 5/8/25. On 7/21/25 at 0923 hours, an
observation and concurrent interview with Resident 63
was conducted. Resident 63 was in bed awake and stated
he needed his nurse because ha was in pain. Whan
Resident 63 was asked where his call light button was,
Resident 63 was unable to find the call light button.

The call light bution was observed on the floer, not

within the reach of the resident. Summoned CNA 1 to the
resident's room, who was assignad to Rasident 63 and
informed CNA 1 Resident 63 needed assistance. CNA 1 was
observed asking the resident what he needed and the
restdent Informed CNA 1 he needed pain medlcatlon for
his lsg pain. CNA 1 was asked how Resident 83 called
for the licensed nurse, CNA 1 stated Resident 63 was
able to use the call light button and sometimes he

called cut the name of his licensed nurse. Whan CNA 1
was asked where the call light bution of Resident 63
was, CNA 1 verified and acknowledged Residant 63's call
light button was on the floor. CNA 1 stated Resident 63
kept moving in the bed and sometimes the call light
button fall from the bed. CNA 1 stated the call light

button usually had a clip to hold onio the bed sheet,

(x4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTICN - (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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FO558 Continued from page 8 rosse |4 Facility plans to monitor effectiveness of the 8/23/2025
88=8 the reasanable accommodations to mest the neads for one camective actions and sustain compliance; Integrate

QA Process:

Corractive action completion date:
8/23/2025

Administrator will monitor effectiveness of the
process and any findings will be preseniad to the
Monthly QA&A meeting. The Plan of Correction will
presented at the Quality Assurance (QA&A}
committee meeting on 08/14/2025. Ongoing fi ndlngs
from audits will be reported te the QAPIVQAA
monthly meetings for at least three months.
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CFR(s): 483.10(c)(B)8)(g)(12)(i)-(v)

§483.10(c)(6) The right to request, refuse, and/or
discontinue treaiment, to 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.

§483.10(g)(12) The facility must comply with the
requirements specified in 42 CFR part 489, subpart |
{(Advance Directives).

(i) These requirements include provisions 1o inform and
provide written information to all adult residents
concerning the right to accept or refuse medicai or
surgical treatment and, at the resident's option,
formulate an advance directive.

(ii} This includes a written description of the
facility's policies to implement advance directives and
applicable State law.

(liiy Facilities are permitted to contract with other
anlities to furnish this information but are still

legally responsible for ensuring that the requiremenis
of this saction are met.

{iv) If an adult individual is incapacitated at the

{ime of admission and is unable to receive information
or articulate whether or not he or she has executed an
advance directive, the facility may give advance
directive Information to the Individual's resident
representative In accordance with State law,

records and making sure it reflects current resident's
wishes.

2, How the facility will identify other residents having
the potential to be affected by the same

deficient practice and what corractive acticn will be
taken,

All resident has potentially affected by this deficient
practice. Cn 8/5/2025, Medical record and social
services audited all residents’ advance directive to
make sure it reflects current treatment plan and
wishes of resident and If advance directive is
applicable, a copy of advance directive was placed in
residents’ medical record and found no other issue
was noted.

Social Services will review Advance directive with
resident during guarterly care plan meeting and as
needed for any significant changes or if responsible
party or resident’s desired to make changes to their
Advance Diractive.

3. Measures that will be put into place or systematic
change the facility will make to ensure that the
deficient practice does nat recur:

DON and Social Services diractor or designee will
oversea this process. Social services will review and
discuss advance directive to all all new admission’
and re-admission and if a copy of advance directive
is available, it will be placed in resident's madical
records. Social Services will do quarterly audit of
resident's advance directive and update plan of care.
Medical record will audit all new admission and re-
admission medical record to make sure a copy of
advance directive is in medical record, if available.

X4)ID SUMMARY STATEMENT OF DEFICIENCIES ID PRCVIDER'S PLAN OF CORRECTION {X5)
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FO558 Continued from page 7 rosss | F0578 8/23/2025
SS=B to prevent the call light from being misplaced. CNA 1 ) ) )

was observed placing the call light button near the 1. The corrective action(s) accomplished for the

resident and attached the clip on the resident's residents found to have been affected by the

bedsheet. On 7/22/2025 at 1453 hours, an interview for deficient practice:

Resident 63 was conducted with RN 2. RN 2 was asked

about the call light button of the residents. RN 2 Resident 51 was affected by this deficient practice.

stated the call light buttons should always he within |n'1nqediate[y'I social Service Director updated

t?:f;e\ir?:not;t;nr::i;:;:noratsr;?ggatr?czalllawezf?vggtﬁmform 4 resident 51 advance directive record to reflect current

S 3 B . .

of the observation of Resident 83's call button found wishes of the resident.

Iantdr;sgfLoor. RN 2 verfled and acknowledged the above On 8/5/2025-8/8/2025, Administrator in-serviced all

' Social Services and Licensed Nurse regarding

FO578 Request/Refuse/Dscntnue Trmnt;Formlte Adv Dir Fos7s |Advance directive and making sure a copy of resident
SS =B advance directive was placed in the resident medical
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{v) The facllity is not relieved of its obligation to
provide this information to the individual once he or
she is able to receive such information. Follow-up
procedures must he in place to provide the information
to the individual directly at the appropriate time.

This REQUIREMENT Is NOT MET as evidenced by:

Based on interview, medical racord review, and facility
P&P review, the fadility failed to ensure the copy of
the advance directive was maintained in the resldent's
medical record for one of 35 final sampted residents
(Resident 51), This had the potential for the facility

to provide treatment and services against the
resident’s wishes.

Findings:

Review of the facility’s P&P titled Residents’ Rights
Regarding Treatment and Advance Directives revised date
12{19/22, showed on admission the facility will
determine if the resident has exacuted an advance
directive, and if not, determine whather the resident,

if cognitively able to, would like to formulate an
advance diractive. In the event the resident is unable
to formulate an advance directive dus to cognitive
impairment or deemed by the medical doclor that the
rasident is Incapable of making decisions on his or her
own, the facility will provide information and

education to the resident representative. 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,

Review of Resident 51's medical recard was initiated on
7/16/25. Resident 51 was admitted to the facility on
1/25/24, and readmilted on 5/27/25,

Reviaw of Resident 51's H&P examination dated 5/29/25,
showed Resident 51 had the capacity to understand and
make decisions.

Review of Resident 51's Admisslon MDS assessment dated
6/2/285, showed Resident 51 had a BIMS score of 14,
indicating intact cognition.

Review of Resident 51's Physician Orders for Life
Sustaining Treaiment (POLST} dated 5/27/25, showed

The DON and social services will monitor
effectiveness of the procass. Any findings will be
presented to the Monthly QA&A meeting. The Plan of

‘| Correction was presented at the Quality Assurance

(QA&A) committee mesting on 08/14/2025, Ongoing
findings from audits will be reported fo the QAPIFQAA
monthly meetings for at least three months

Corrective action completion date:
8/23/2025
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4. Facility plans to menitor effectiveness of the 8/23/2025
F0578 Continued from page 8 FO578 | corrective actions and sustain compliance; Integrate
S8=8 QA Process:
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SS=RB under Section D for Information and Signatures,
Rasident 51 had an advance directive. 1. The corrective action{s) accomplished for the
resldents found to have been affected by the
deficlent practice:
Review of Resident 51's Advance Directive
Acknowladgment form dated 5/27/25, showed Resident 51 Resident 89 was identified as affacted by this
had executed an advance directive however, thera was no concern. Resident is currently recsiving a routine
copy of the advance directive in Resident 51's medical antidepressant medication.
records,
It was noted during an interview on 7/22/2025 that
On 7/23/25 at 1249 hours, an interview and concurrent thhe LVN 2IW6!5 tfr.]atb ls to r.eadlllegtlantlfy where non-
medical record review was cenductad with the ADON. The prarmaco OQEca n ewe_ntlons (NP1} were
ADON verified the findings and stated a copy of the documented in the madical record. On 7/22{2025,
resident's advance directive should be in the DON educated LV_N on how to locate NP'*". in the
resident's chart fo confirm the resident's wishes. care plan and the importance of documenting NPIs
when resident behaviors are observed. Resident 89
FO605 Right to be Free from Chemical Restraints Fo605 | plan of care was updated to include NPI for
Ss=D depression and making sure Licensed nurse is

CFR(s): 483.10{e){1),483.12{a)(2),483.45{c)(3)(d){e)
§483.10{e) Respect and Dignity.

The resident has a right to be treated with respect and
dignity, including:

§483.10(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, consistant with
§483.12(a){2).
§483.12

The resident has the right to he free from abuse,
neglect, misappropriation of

resident property, and exploitation as defined in this
subpart. This includes but is

not limited to freedom from corporal punishiment,
involuntary seclusion and any

the rasident's medical

symptoms.

§483.12(a) The facility must-. . .

documenting Resident 89 behavior it ocours and
when NPl was provided.

2. Identify Other Residents Who May Have Been
Affected by the Deficient Practice:

Residents receiving psychotropic medications may
have been impacted by this issue. On 8/4/2025, DON
and Unit manager audited 10 random residents
medical records raceiving psychotropic medication
and found no other issue noted.

From 8/56/2025-8/8/2025, the Director of Nursing
(DON) ar designee in-serviced all Licensed Nurses
about resident receiving psychotropic medication, in
particular routine psych medication to include NPI
and recording behavior per facility policy and
procedure,

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficiant practice does not recur:

The DON or designee will oversee ongoing
education and compliance monitoring. All residents
ch psychotropic medications will continue to have
care plans that include individualized NPIs. From
8/5/2025, licensed staff received continued education
on documenting behavioral observaticns and
corresponding NPIs in the medical record.
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0GOS Continued from page 10 FO805 Medical regords or deygnee will review all new 8/23/2025
SS=D psychotropic medication orders daily, including new
§483.12(a}(2) Ensure that the resident is free from . . admissions and re-admission, and report findings to
. chemical restraints the DON. New orders wilt be reviewed in clinical
meeatings to ensure NPIs are considered and
imposed for purposes of disclpline or convenienca and included in the resident's care plan by the
that are not required to traat the resident's madical interdisciplinary team {IDT), as appropriate.
symptoms. Resident's Plan of cars will be updated per facility
palicy and procedure.

4. Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

§483.45(c)(3) A psychotropic drug is any drug that
affects brain activities associatad with mental
processes and behavior. These drugs include, but are

not fimited to, drugs in the followi {fegories: . . . .
9 7 loTiowing categories The DON or designee will monitor effectiveness of

the process. Any findings will be presented to the

{i) Anti-psychotic; -
Monthly QA&A meeting. The Plan of Correction was

{ii} Anti-depressant; presented at the Quality Assurance (QA&A)
committee meeting on 08/14/2025. Ongoing findings
(i) Anti-anxiety; and from audits will be reported to the QAPI/QAA monthly

meetings for at least three months
(iv} Mypnotic.
Corrective action completion date:

§483.45(d) Unnecessary drugs-Genaral. Each resident's 812312025

drug regimen must be free from unnecessary drugs. An
unnecassary drug Is any drug when used-

(1) In excessive dose {including duplicate drug !
therapy); or

(2) For excessive duration; or ' |
(8) Without adequate monitoring; or
{4} Without adequate indications for lis use; or

(5) In the presence of advarse consequences which
indicate the dose should be reduced or discontinued; or i

(6) Any combinations of the reasons stated in
paragraphs (d}{1) through (5) of this section.

§483.45(e) Psycholropic Drugs. Based on a comprehensive | i
assegssment of a resident, the facility must ensure !
that--

§483.45(e}(1) Residents who have not used psychotropic
drugs are not given these drugs unlass the madication

is necessary to treat a specific condition as diagnosed
and documanted in the clinical racord;
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Continued from page 11

§483.45(e)(2) Residents who use psychotropic drugs
recelve gradual dose reductions, and behavioral
interventions, unless clinically contraindicated, in an
effort to discontinue these drugs;

§483.45(e)(3) Residenis do not receive psychotropic
drugs pursuant to a PRN order unless that medication is
nscessary fo treat a diagnosad specific condition that

is documented in the clinical record; and

§483.45(e)(4) PRN orders for psychotropic drugs are
limitad 1o 14 days. Excapt as provided in

§483.45(e)(b}, 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 antl-psychofic drugs are
limited to 14 days and cannot be renewed unless the
attending physician or 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 samplad resldents (Resldent 89} was frea from the
unnecessary psychofropic drugs (any drug that affects
brain activity associated with mental processes and
behavior}.

* The facility failed to ensure non-pharmacological
interventions were iImplemented for the depression and
behaviors exhibited by Resident 89.

This fallure had the potential to place the residents
at risk of receiving unnecessary medications and an
increased risk of serious medication adverse reactions.

Findings:

Review of the facility's P&P titled Use of Psychotropic
Madicaticn use revised 3/17/25, showed In part, a
psychotrople drug is any drug that affects the brain
activities associated with the mental processes and
behavior, which includes the antipsychotics,

FCB05
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FOB05 Continued from page 12 Foe05 | FOB28 8/23/2025
88=D anxiolytics, hyphotics, and antidepressants... non
pharmacological interventions must be attempted unless
contralnldlcated to minimize the fleed for psychotropic 1. The corrective action(s) accomplished for the
medication, use the lvwest possible dose, or .
discontinue the medication. res!dlents foun_d to have been affected by the
deficient practice:
Medical record review for Resldant 89 was initiatad on
7/15/25, Resident 89 was admitted to the facllity on Resident 184 was affected by this deficient practica,
7/26/25, and readmitied on 3/19/25. Resident 194 was no longer in the facility. On
7/22/2025, Medical Record Director sent a copy of
Review of Resident §9's MDS datad 5/22/25, showed the resident 194 Notification of discharge to
Resident 89 had a memory problem and severely impaired ombudsman. '
cognitive skills for daily decision making.
Revisw of Resident 89's Order Summary Report showed a g; c?jlrscifOgg'cil;?gér;tsi::f;o;r:g-ég:gindanMaegdeI?at‘[Le
physician's order dated 3/19/25, for mirtazapine iy e )
(antidepressant medication) 30 mg oral tablet one process of no tifying OmbUdsman of any resident
tablet by mouth at bed time for depression as transfer or discharge per facnlty _protocgl. On
manlfested by crying. 8/5/2025-8/8/2025, DON in-service all licensed
nurses about facility policy and process for notifying
Review of Resident 89's Monitor Racord for July 2025 ombudsman about resident's discharge and transfer.
showed from 7/1 lo 7/22/25, Resident 82 had 56 episodes
of depression as manifested by crying spells related to 2. How the facility will identify other residents
the use of mirtazaplne. having the potential to be affected by the same
deficient practice and what corrective action will
Review of Resident 89's medical recerd did not show the be taken.
non-pharmacological interventions were identified or
dﬂcumem?d as an option 10 be impiemf’nmd when_l?esldent All residents that was discharged was potentially
89 had episodes of depression as manifested by crying \ . ’
spells related to the use of mirtazapine medication. affegted by this deflqlent practice. On 8."5'[2025’
Medical records audited transfer and discharge of
On 7/22/25 at 1428 hours, an interview and concurrent last 30 days to make sure nofification of
medical record review for Resident 89 was conductad ombudsman was done and found no other issue
with LVN 2, LVN 2 verified Resident 89 was receiving noted.
the mirtazapine medication. LVN 2 also verified )
Resident 89 had 56 episodes of deprassion as manifested 3. Measures that will be put into place or
by crying spells. LVN 2 was not able to show the systematic change the facility will make to
nen-pharmacological interventions decumentation when ensure that the deficient practice does not recur:
Resident 89 had episodes of depression as manifested by .
crying spells. Administrator or designee will oversee the process.
Cn 7/22/25 at 1503 hours, the DON was informed and g;cgaldSerVIC?s and Ca%s mtagizgﬁ;:”!: POOtlfy
acknowledged the above findings, udsman jor any .reS' en arg .
community and Medical records will notify
FOB28 Discharge Process FO628 ompudsman_for any resio!ent trginsfe_rred :to acu‘ge
88=D sefting. Medical record will audit resident’s medical
CFR(s): 483.15{cH2)(H(3)-(8)(8)(d)(1)(2); recard when discharged ar transferred and make
483.21(c}(2) sure notification of ombudsman was completed.
: Administrator or designee will review notification of
§483.15(c)(2) Documentation. ombudsman fog monthly x 3 months to make sure
it's completed.
When the facility transfers or discharges a residsnt
under any of the circumstances specified in paragraphs
(e D{(1}(A) through (F) of this section, the facility
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F0628 Continued from page 13 ros28 | 4. Facility plans to monitor sffectiveness of the 8/23/2025 i
85=D must ensure that the transfer or discharge is corrective actions and sustain compliance; Integrate
documented in the resident’s medical record and QA Process:
appropriate information is communicated to the '
receiving health care Institution or provider, The DON and Administrator will monitor the
i .. . effactiveness of the process, any findings will be ,
{liiy Information provided to the recsiving provider presented to the Monthly QA&A mesting. The Plan 5

must include a minimum of the following: of Correction was presented at the Quality

Assurance (QA&A) committee meeting on
08/14/2025. Ongoing findings from audits will be
reported to the QAPI/QAA monthly meetings for at

(B) Rasident rapresentative information including least three months i
cohlact informaticn :

(A} Contact information of the practitioner responsible
for the cara of the resident.

Corrective action completion date:
(C) Advance Directive information 8/23/2025

(D} All special instructions or precautions for ongoing
care, as approptiate,

{E} Comprehensive care plan goals; i

{F) All other necessary information, including a copy
of the resident's discharge summary, consistent with :
§483.21(c}(2) as applicable, and any other ‘
documentation, as applicable, te ensure a safe and
effective transition of care.

§483.15(c)(3) Notice hefore transfer.

Before a facility transfers or discharges a resident, ’ i
the fagility must-

{i} Notify the residant and the resident's
representative(s) of the transfer or discharge and the
reasons for the move in writing and in a language and
manner they understand. The facility must send a copy
of the notice to a representative of the Office of the
State Long-Term Care Ombudsman.

(i) Record the reasons for the transfer or discharge
in the resident's medical record in accordance with
paragraph (c)(2) of this sectlon; and

{iii) tnclude in the notice the items described in
paragraph (c}(5) of this section.

§483.15(c)(4) Timing of the notice,

(i} Excapt as speciffed In paragraphs (¢){4){ii) and
(c}(8) of this sectlon, the notice of transfer or

discharge required under this saction must be made by
the faciiity at least 30 days before the resident is
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Continued from page 14
transferred or discharged.

(ii) Notice must be made as soon as practicable before
transfer or discharge when-

(A) The safety of individuals in the facility would be
endangered under paragraph (c){1}{i}{C) of this
section;

(B) The heatth of individuals in the facility would be
sndangered, under paragraph (c){1){i)}(D) of this
section;

{C) The resident’s health improves sufficiently to
allow a more immediate transfer or discharge, under
paragraph {c){1}(i){B) of this section;

{D) An immediate transfer or discharge is required by
the resldent's urgent medical needs, under paragraph
{c)(1)(I{A) of this saction; or

(E) A resident has not resided in the facillty for 30
days.

§483.15{c)(5) Contents of the notica. The written
notice specified in paragraph (c)(3) of this section
must include the following:

{i) The reason for transfer or discharge;
(i) The effective date of transfer or discharge;

{fii) The location to which the resident is transferred
or discharged;

(iv) A statement of the resident's appeal rights,
including fhe name, address (mailing and email), and
telephone number of the entity which recaives such
requests; and information an how to obtain an appeal
form and assistance in completing the form and
submitting the appeal heating request;

(v) The name, address {mailing and email} and telephone
number of the Office of the State Long-Term Care
Ombudsman;

{vi) For nursing facility residents with intellactual

and developmantal disabilitias or related disabilities,

the mailing and email address and talephone number of
the agency responsible for the protection and advocacy
of individuals with developmental disabilities

established under Part C of the Developmental

FoG28
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Continued from page 15

Disabilities Assistance and Bill of Rights Act of 2000
{Pub. L. 106-402, codified at 42 U.8.C. 15001 et s8q.):
and

(vil} For nursing facility residents with a mental

disorder or related disabilities, the mailing and email
address and telephene number of the agency responsible
for the protaction and advocacy of individuals with a
mental disorder established under the Protection and
Advocacy for Mentally Il Individuals Act.

§483,15(c)(8) Changes to the notice,

If the information in the notica changes prior to
effecting the transfer or discharge, the facility must
update the reclpients of the notice as soon as
practicable once the updated information becomaes
available.

§483.15(c)(8) Naotice in advance of facility closure

In the case of facllity closure, the individual who is

the administrator of the facllity must provide written
natification prier to the impending closure o the

State Survey Agency, the Office of the State Long-Term
Care Ombudsman, residents of the facility, and the
resident representatives, as well as the plan for the
transfer and adequate relocation of the residents, as
required at § 483.70(1).

§483.15(d) Notice of bad-hold policy and return-

§483.15{d){1} Notice before transfer. Befora a nursing
facility transfers a resident to a hospital or the
resident goes on therapeulic leave, the nursing
facility must provide written information 1o the
resident or resident representative that specifies-

(i3 The duration of the state bed-hold policy, if any,
during which the resident is permitted to return and
resurme residence in the nursing facility;

(i) The reserva bed payment policy in the state plan,
under § 447 .40 of this chapter, if any;

(ili} The nursing facllity's policles regarding
bed-hold periods, which must be consistent with
paragraph (e)(1 ) of this section, permitting a
resident to return; and

Fo628
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this section.

§483.15(d)(2) Bed-hold notice upon transfar. At the
time of transfer of a resident for hospitalization or

therapeutic leava, a nursing facility must provide to
the residant and the resident representative written
notice which specifies the duration of the bad-hald
policy describad in paragraph (d)(1) of this section.

§483.21(c)(2) Discharge Summary

When the facility anticipates discharge, a resident
must have a discharge summary that includes, but is not
limited to, the followlng:

(iY A recapitulation of the resident's stay that
includas, but is not limited to, diagnases, course of
illnessireatment or therapy, and pertinent lab,
radiology, and consultation results.

{ii) A final summary of the resident's status to

include items in paragraph (b)(1) of §483.20, at the
time of the discharge that Is available for release to
authorized persons and agencies, with tha consent of
the resident or resident's representative.

(iliy Reconciliation of all pre-discharge medications
with the resident's post-discharge medications (both
prascribed and over-the-counter).

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, medical record review, facility
document review, and facility P&P review, the facitity
failed to send a copy of the notice of discharge 1o the
rapresentative of the Office of the Stats Long Term
Care Cmbudsman for one of three sampled residents
{Resident 194) reviewed for closed records. This
faillure posad the risk of the LTC (Long term Care)
Cmbudsman not being aware of the circumstances of the
resident's transfet/discharge should the resident and
their representative believe the transfer or discharge
was inapproptiate or involuntary.

Findings: Review of the facility's P&P titled Transfer

and Discharge (including AMA} revised 12/198/22, showed
the facility will maintain evidence that the nctice was

sent to the Ombudsman. For Non-Emargency Transfers or
Discharges - Initiated by the facility, return not
antlcipated...(b.) Provida transfer/discharge notice to

the resident/representative and Ombudsman as

FRENCH PARK CARE CENTER 600 E WASHINGTON AVENUE , SANTA ANA, California, 92701
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88=D indicated. Closed medical record review for Resident
194 was initiated on 7/15/25. Resident 192 was admitted 1. The corrective action(s) accomplished for the
to the fagility on 5/22/25, and discharged to home on residents found to have heen affected by the
6/14/25. Review of Resident 194's Order Summary Report deficient practice:
showed a physician's order dated 6/9/25, to discharge )
the resident to home with medications on . . - .
6/10/25. Review of Resident 194's Licensed Progress Resident 86 was affected by this deficient practice.
Notes dated 6/14/25, showed the discharge instructions Immediately, Unit manager updated resident's 86
were given to the resident's caregiver and the resident care plan to refisct Oxygen administration
was discharged home. Further review of Resident 194's parameter.
closaed medical record did not show any documsentation
the State LTC Ombudsman was nctified of the resident's On 8/5/2025-8/8/2025, DON provided 1:1 education
discharge. On 7/21/26 at 1538 hours, an interview and to LVN 12 and in-serviced all Licensed Nurses about
congurrent closed medical record review was conducted facility pelicy and procedure of developing
with the Medical Records Director. The Medical Records comprehensive care plan for each resident, in
Director was asked to show documentafion of the particular care plan for oxygen administration. DON
3mbudsman notlﬂcr‘:\tlon regardlngl Resident 194's inservised also about palicy and procedure for
ischarge. The Medical Records Director verified she . . ! "
could not find any documentation of the Ombudsman assessing residents medical needs to make sure
notification in the resident's medical record. However, plan of care was updated.
the Medical Records Director siated she would follow-up
with the SSD if their department have a separate log | 2. How the facility will identify other residents
book for the Ombudsman notifications upon a resident's having the potential to be affected by the same
transfer or discharge, On 7/22/25 at 1310 hours, an deficient practice and what corrective action will
interview and concurrent closed medical record was be taken.
condusted with the 8SD. The 58D was asked to show -
documentaticn of the Ombudsman notification ragarding All residents receiving Oxygen could potentiaﬂy
Resident 194's discharge 10 home, The S8 verified she affected by this deficient pracﬁce_ DON and Unit
could not provide a copy o_f the Ombudsman notiflcation managers audited all residents care plan who were
when Resident 194 was dlscharged. h_ome. On ?/_23/25 at receiving oxygen and found no other issue.
1124 hours, the Administrator, Administrator Assistant, DON will provided ongeing education and training to
and DON were informed and acknowledged tha above . . )
finciings. Licensed nurses about developing comprehensive
care plan for individual resident.
F0656 Develop/Implament Comprehensive Care Plan F0656
ss=D 3. Measures that will he put into place or
CFR(s): 483.21(b){1)(3) systematic change the facility will make to
ensure that the deficient practice does not recur:
§483.21(b) Comprehensive Care Plans
DON er Designee will oversee this process. DON or
§483.21(h)(1) The facility must develop and implement a designee will review all new admisslon and re-
GUporehQ“SiV? pers"'{‘;‘c"h“t@'ed care plan for each admission for oxygen order and will make sure
resident, consistant with the resident rigi?ts set forth comprehensive care plan was done to include
al §483.10(c)(2) and §483.10(c)(3), thal includes oxygen parameter, especially for resident receiving
measurahle objectives and timeframas to meet a . ; .
resident's medical, nursing, and mental and oxy.gen, Any fmdtng will be reviewed and reported
psychosocial needs that are identified in the during clinical meeting.
comprehensive assessment. The comprehensive care plan , . ,
must describe the following - Medical record will audit oxygen crder to make sure
plan of care reflects resident's oxygen administration
() The services that are to be furnished to attain or parameters x 3 months and report to DON for any
maintain the resldent's highest practicable physical, non-compliance.
mental, and psychosocial well-being as required under
§483.24, §483.25 or §483.40; and
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(i) Any services that would otherwise be required

undar §483.24, §483.25 or §483.40 but ara not provided
due to the resident's exercise of rights under §483.10,
including the right to refuse treatment under
§483.10(c)(B).

(iiiy Any specialized servicas or specialized
rehabilitative services the nursing facility will

provide as a result of PASARR recommendations, If a
facllity disagrees with the findings of the PASARR, it
must indicats its rationale in the resldeni's medical
record,

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

(A) The resident's goals for admission and desired
outcomas.

(B) The resident's preference and potential for fuiure
discharge. Facilities must document whether the
resident's desire to return to the community was
assessed and any referrals to local contact agencies
andfor other appropriate entitles, for this purpose.

(C) Discharge plans In the comprehensive care plan, as
appropriate, In accordance with the requirements set
forth in paragraph (c) of this section.

§483.21(b)(3) The services provided or arranged by the
facility, as outlined by the comprehensive care plan,
must-

(iii) Be culturally-competent and trauma-informed.
This REQUIREMENT is NOT MET as evidencad hy:

Based on observation, interview, and medical record
review, tha facility failed to ensure a comprehensive
care plan was daveloped for one of 35 final sampled
residents (Resident 86).

* Resident 86's care plan specific to oxygen
administration failed to include the oxygen
administration parameters. Tha nursing staff failed to
attempt to administer the lowest amount of oxygen
required to maintain Resident 86's oxygen saturation
level at 92 % or greatar, in accordance with the
physician's order. This failure placed the resident at
risk for not being provided appropriate, conslstent,
and individualized care.

Findings:

F0656

4. Facility plans to monitor effectiveness of the 8/23/2025
corrective actions and sustain compliance; Integrate
QA Process:

The DON or designee will monitor the effectiveness
of the process and report to the Administrator. Any
findings will be presented to the Menthly QA&A
meeting. The Plan of Correction was presented at
the Quality Assurance (QA&A) committee masting
on 08/14/2025. Ongeing findings from audits will be
reported to the QAPIQAA menthly meetings for at
least three months.

Corrective action completion date:
8/23/2025
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Medical record review for Resldent 86 was initiated on
7/16/25. Rasident 86 was admitted to the facility on
11/12/23.

Review of Resident 86's physician's order dated
6/18/25, showed an order for oxygen to be administered
at two liters per minute via nasal cannula, may titrate
(oxygen rate) to maintain an oxygen saturation greater
than or equalt to 92%.

On 7/15/25 at 1050 hours, an observation and concurrent
interview was conducted with Resident 86. Resident 88
was observed lying in her bad and receiving continuous
oxygen therapy via a nasal cannula, at a rate of six

liters per minute. Resident 86 stated a past COVID-19
infection had caused damage to her lungs, having
resulted in her need for oxygen therapy. Resident 86
stated she did not know the rate of oxygen she was
racaiving as the nursing staff had set the rate.

On 7/15/25 at 1554 hours, an observation, interview,
and concurrent medical record review, was conducted
with LVN 12. Resident 86 was observed lying in har bed.
Residant 86 was observed recelving continuous oxygen
via a nasal cannula, at a rate of six liters per

minute. LVN 12 was asked the maximum rate of oxygen she
could administer to Resident 86 (via nasal cannula} to
maintain an oxygen saturation greater than or equal to
92%, in accordance with the physician’s order. LVN 12
staled she was uncertain, as the order failad to

specify a maximum rate of oxygen. LVN 12 then statad
she would consult with Resident 86's RN (RN 5),

On 7/15/25 at 1604 hours, an observation, interview,

and concurrent medical record review was conducted with
RN 5. RN 5 verifled Resident 86's medical record failed

to show documentation specific fo tha rate of oxygan
Restdent 86 was receiving. RN & was informed that
Resident 86 had received continucus oxygen therapy via
anasal cannula, at a rate of six liters par minute,

from 1050 hours to 1604 hours, RN 5 reviewed and
verliied Resident 86’s medical recard showed
documentation Resident 86's oxygen saturation level was
98% (on 7/15/25 at 0908 hours) and 97% {(on 7/15/25 at
15857 hours). RN 5 was askad the maximum rate of oxygen
that she could administer to Resident 86 (via nasal
cannula} to maintain an oxygen saturation level greater
than or equal to 92 percent, in accerdance with the
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88=D physician’s order. RN 5 stated in accordance with the
facility's P&P for oxygen administration, Resident 86
could receive oxygen at a maximum rate of five liters
per minute via nasal cannula. RN 5 stated the oxygen
administered at a rate greater than five liters per
minute would be administered via an oxygen mask to
ensure aptimal oxygen absorption. RN 5 stated the
nursing staff should have attempted to titrate Resident
86's oxygen to the lowest rate possible between 1050
and 1604 hours, while maintaining Residents 86's oxygen
saturation level at 92% or greater.

On 7M7/25 at 1016 hours, an interview and concurrent
medlcal record raview was conducted with the ADON.
Review of Resident 86's care plan addressing oxygen
therapy initiated 4/11/24, showed Resident 86 had
impaired gas exchange. Resident 86's care plan failed
to show information speclfic to the maximum rate in
which nursing staff could titrate Resldent 86's oxygen,
via the nasal cannula. The ADON stated Reslident 86's
care plan should have included the oxygen
administration parameters and the nursing staff should
have attempted to administer the lowest amount of
oxygen required to maintain Resident 88's oxygen
saturation level at 92% or greater, in accordance with
the physician’s order.

FO857 Cars Plan Timing and Revision F0B657
55=8
CFR(s): 483.21(b){2)(i}-(iii)

'§483.21(b) Comprehensive Care Plans
§483.21(b)(2) A comprehensive care plan must be-

(iy Developed within 7 days after completion of the -
comprehensive assessment.

(ii) Prepared by an interdisciptinary team, that
includes but is not limlted to--

{A) The attending physician.

(B) A registerad nurse with responsibility for the
resident.

(C) A nurse aide with responsibllity for the resident.
(D) A member of food and nutrition services staff.
(E) To the extent practicable, the participation of the

resident and the reskdent's representative(s). An
explanation must be included in a resident's medical

1. The corrective action(s) accomplished for the
residents found to have been affected by the
deficlent practice:

Resident 104 was affected by this deficient practice,
Immediately, Unit manager removed resident 104's
nebulizer machine at bedside and updated care plan,

On 8/6/2025-8/8/2025, DON in-serviced all licensed
nurses about facility policy and procedure for timing
and revision of resident's plan of care, in particular
updating plan of care when an order was
discontinued and making sure any equipment related
to the plan of care was removed from resident’s
bedside.

2. 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 resident were potentially affactad by this deficient
practice. DON and Unit managers audited 10 random
resident to make sure plan of care is up-to-date and
found no other issue.

DON or designee will provide ongoing in-services to
all licensed nurses about fiming and revisicn of care
plan per facility policy and procedure.

3. Measures that will be put into place or
systematic change the facility will make to ensure
that the deficient practice does not recur:

DON will oversee the process of revising and
updating plan of care. Unit Manager or designes will
review 24-hours and 72-hours audit to make sure all
discontinued treatment will reflect on the plan of care.
Medical recards will audit all new and discontinued
orders fo make sure plan of care was updated and
will report during clinical meeting for any non-
compliance (M-F)} x 3 months.
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record if the participation of the resident and their
resident representalive is determined not practicable
for the development of the resident's care plan.

(F) Other appropriate staff or professionals in
disclplines as determined by the resident's needs or as
requested by the resident.

{lii)Reviewed and revised by the interdisciplinary team
after each assessment, including both the comprehensive
and quarterly review assessments.

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 comprehensive plan of care for one of 35 final
sampled residents {Resident 104) was revised fo reflect
the resident's curient care needs and intervantions.
The facility failed to ensure Resident 104's plan of

care was revised to address Resident 104's breathing
freatment. This posed the risk of not providing

Resident 104 with individualized and person-centered
care.

Findings:

Findings: Reviaw of the facility's P&P titled
Comprehensive Care Plans dated 12/19/22, showed the
comprehensive care plan wlill be reviewed and revised by
tha interdisciplinary team after each comprehensive and
quartesrly assessment. On 7/16/26 at1006 hours, during
the initial tour of the facility, an observation and
concurrent interview was conducted with Resident 104,
Resident 104 stated she used the nebulizer maching
(medical device used to treat respiratory conditions)

at bedside when she needed it due to her breathing
problem. Resldent 104's nebulizer mask was obssrvad on
top of the nebulizer machine undated. Medical record
raview for Resident 104 was initiated on 7/17/25.
Resident 104 was admitted to the facflity on

7/2/125. Review of Resident 104's physician's order

dated 3/24/24, with the discontinued date of 4/1/25,
showed to administer ipratropium-Albuterol solution
(inhaler medication) 0.5 to 2.5 mg/3 ml via Inhalation
orally evary six hours for shortness of breath for 14

days. Review of Resident 104's plan of care showed a
care plan problem dated 9/24/24, addressing Resident
104’s breathing treatment use for shortness of breath.
However, the plan of care was not revised to reflect

the discontinued physician's order for the breathing
treatment. On 7/23/25 at 1528 hours, an interview was
conducted with the DON for Resident 104, Tha DON was

FOB57

4, Facility plans to monitor effectiveness of the 8/23/2025
corrective actions and sustain compliance;
integrate QA Process:

The DON will monitor the effectiveness of the
process and report to the Administrater. Any findings
will be presented to the Monthly QA&A mesting. The
Plan of Correction was presented at the Quality
Assurance (QA&A) committee masting on
08/14/2025. Ongoing findings from audits will be
reported to the QAPI/QAA monthly meetings for at
least three months

Corrective action completion date:
8/23/2025
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CFR(s): 483.25
§ 483.25 Qualily of care

Quality of care is a fundamental principle that applies

to all treatment and care provided to facility

rasidants. Based on the comprehansive assessment of a
resident, the facility must ensure that resldenis

receive treatment and care in accordance with
professicnal standards of practice, the comprehensive
person-ceniered carg plan, and the residents' choices.

This REQUIREMENT is NOT MET as evidenced by;

Based on interview, medical record review, and facility
P&P review, the facility failed to ensure necsssary
care and services were provided to two out of 35 final
sampled residents (Residents 85 and 195).

* The facility failed to ensure Resldent 85's

Infectlous Disease Physician's recommandation dated
5117125, for an urgent MRI of the right hip was
communicated to the ordering Physiclan and arranged in
a timely manner.

* The facility falled to ensure Resident 195's Intake
and Qutput (1&0) were documentad.

These faillures had the potential to affect Resident 85
and 195's well-baing.

Findings:

1. Review of the facility's P&P titted Provision of
Physician Ordered Services dated 5/15/23, showed for
Diagnostic tests: a.) Facility will maintain a schedule

of diagnostic tests in accordance with physician's
orders. b.) Qualified nursing personnel will submit
timely requests for physician ordered services
{laboratory, radiology, consultations} to appropriate
entity. ¢.) Qualified nursing personnal will receive

the diagnostic test reports or consulis and communicate
the results to the ordering Physician, physlcian
assistant, nurse practitionar or clinicat nurse

specialist within 24 hours of recsipt unless the

Resident 85 and 195 was affected by this deficient
practice. Resident 195 was no longer in the facility.

Resident 85 has scheduled MRI was completed on
7/28/2025 and no negative outcome was noted.

On  8/5/2025-8/8/2025, DON in-serviced all
licensed nurse about facility pelicy and procedure
when rasident coming from an appointment and
scheduling any follow-up order such as an MRI
to prevent any delay of treatment.

2. 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 resident were potentially affected by this
deficient practice. RN supervisor and Unit manger
audited all residents that came back from an
appointment in last 90 days and found no other
issue noted with follow up order or plan of care.

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficient practice does not
recur:

DON or designee will oversee this process. RN
supervisor or designee will review all resident's
medical record when coming back frem an
appointment and follow up at medical office to
make sure all follow up order or procedure was
noted in resident's medical record. DON or
designee will review 24-hours and 72-hours
summary report during clinical meeting (M-F) fo
make necessary care and services was being
followed-up and plan of care was updated.
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FOB57 Continued from page 22 Fog57 | F0684 8/23/2025
88 =8B informed and verifled the above findings. Cross
reference FG95, example #7.
1. The corrsctive action{s) accomplished for the

F0684 Quality of Care F0884 | residents found to have been affected by the
SS=D ’ deficient practica:
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accordance with facility policies and procedures for
notification of a practitioner or per the ordering
physician's orders, Ordaring physician will be notified
of results upon receipt if deemed “critical” and/or
require Immediate attention. d.) Documentatlon of
consultations, diagnostic tests, the resulis and
dateftime of Physician nofification will be maintained
in the resident's clinical record. e.) In instances
where diagnostic testing or consultations are not
available 1o be petformed onsite or the physician has
requested that the services be parformed at an offsite
facility, this facllity will work with the resident and
their family to secure appropriate fransportation
arrangements for such appoiniments. For follow-up
appointmants: Facility staff will assist residents in
scheduling and attending follow-up appointments as
ordered by the physiclan, physician assistant, nurse
practitioner, or clinical nurse specialist.

Review of the facility's P&P titled Physiclan Services
dated 12/19/22, showed the resident’s attending
physician participates in the resident’s assessment and
care planning, monitoring changes in rasident’s medical
status, and providing consultation or treatment when
called by the facility.

Medical Record Review for Resident 85 was inltiated on
7/15/25. Resident 85 was admitted to the facility on
5/7/25.

Review of Residant 85’s MDS assessment daled 6/3/25,
showed Resident 85 had a BIMS Score of 12, indicating
moderate cognitive impairment.

Review of Resident 85's Order Summary Report showed the
following physician’s orders:

- dated 6/20/25, for MRI of the right hip with/without
contrast. Needs to be scheduled.

- dated 7/11/25, for MRI of the right hip without
contrast, scheduled for 7/28/25 at 1335 hours.

On 7/17/25 al 0943 hours, an interview and concurrent
medical record review was conducted with RN 1. RN 1 was
askad 1o show documentation of Resident 85's
appointment with an outside physician for May 2025. RN

1 showed a faxed documentation dated 6/5/25, for

QA Process;

The DON and Administrator will monitor the
effectiveness of the process and report to tha
Administrator. Any findings will be prasented to the
Monthly QGA&A meeting. The Plan of Correction was
presented at the Quality Assurance (QA&A)
committee meesting on 08/14/2025. Ongoing findings
from audits will be reported to the QAPI/QAA
monthly meetings for at least three months

Corrective action completion date:
8/23/2025
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Resident 85's elemadicine appointment with the
Infectious Disease physician with a date of service on
5/17/25. The faxed documentation showed Resident 85's
Infectlous Disease physician's recommended for urgant
MRI of the right hip to assess the size of the abscess
(pus collection). RN 1 was asked to show documentation
from the licensed staff reviewed the Infectious Disease
physician's telemedicine progress notes and notified
Resldent 85's ordering physician about the
recommendation for the urgent MRI. RN1 varified there
was no documentation in the resident's medical record
from the licensed staff about the telemedicine
appointment on 5/17/25, and If tha Infectious Disease
physician's progress notes and recommendations were
reviewed and relayed to the resident's ordering
physiclan. RN 1 was also asked about the facility's
process when making arrangements for Resldent 85's
recommended urgent MRI of the right hip. RN 1 stated
the facllity had a calendar for communicating the
residents’ needed appointments. However, RN 1 verified
there was no documentation on the facllity's calendar

to show the request to make arrangements for Resident
85's urgent MRI of the right hip or if the MRl was
scheduled. RN 1 verified Resident 85 had a physician’s
order dated 6/20/25, 1o schadule the MRI of the right

hip with/without contrast and a physician's order dated
7111425, to show the MRI was scheduled for 7/28/25.
When RN 1 was askad If the appointment for the urgent
MR should have been arranged socner, since the
Infectious Disease physician’s recommendation was dated
517125, RN 1 acknowledged the urgent MRI should have
heen arranged sooner and communicated among tha
licensed staff. :

On 07/17/2025 at 1318 hours, an interview and
concurrent medical record review was conducted with the
SSD. The 350D was asked If there was a communication
relayed by the licensed staff for Resident 85's

Infectious Disease recommendation for the urgent MRI of
the right hip from 5/17/25. The 85D verified she could

not find any documentation to show the licensed staff
communicated with the Social Services department about
Resident 85's need for the urgent MRI of the right hip.

On 7/17/25 at 13365 hours, an interview and concurrent
medical record review was conducted with the Case
Manager. The Case Manager was asked about the
facility's process when a resident needed an urgent MR
scheduled as recommended by a physician outside of the
facillty, The Case Manager stated the licensed staff
would communicate to the Social Services depariment or
to the facility's case managers once there was be a

F0684
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physician's order. The Case Manager stated when a
resident needed an urgent procedure, the facility could
contact the residaent's insurance cempany for immadiate
authorization and arrangemant. When the Case Manager
was asked to show documentation when she was notified
Resldent 85 needed an urgent MRI of the right hip
recommended from the Infectious Disease physician’s on
5/17/25, the Case Manager acknowledged she was not able
to find documentation of the communication regarding
Resident 85's need to arrange for an urgent MR of the
right hip. The Case Manager stated the request for the
urgent MRI should have been communicated so the
appointment could be arranged, however, it was not
endorsed to her.

Cn 7/23/25 at 1124 hours, an inferview was conducted
with the Administrator, Administraior Assistant, and

DON. The Administrator, Administrator Assistant, and

DON ware informed and acknowledged tha above findings.

2. Closed medical record raview for Resident 195 was

‘Initiated on 7/15/25. Resident 195 was admiited to the

facility on 12/16/22, and discharged to acule care
hospital on 1/22/23.

Review of Resident 195's H&P examination dated
12/28/22, showed Resident 195 had capacity to
understand and make decisions.

Review of Rasident 195's Order Summary Report dated
12/16/22, showed a physician’s order to record the
intake and output (1&0) every shift for 30 days.
Reassess continuation of the inlake and output after 30
days.

Further review of Resident 195's medical record failed
to show documented evidence Resident 195's 180 values
were documented as ordered.

Cn 7/18/25 at 1017 hours, an interview and concurrent
closed medical racord review was conducted with LVN 6,
LVN 6 verified the above findings. LN 6 verified there
was no documented evlidence Resident 195's 180 values
were documented, :

On 7/21/25 at 1409 hours, an intarview and concurrent
closed medical record review for Resident 195 was

F0684
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s8=D conducted with RN 3. RN 3 verified Resident 185 had a
physician's order ta monltor the 180 for 30 days, 1. The corrective actlon{s) accomplished for the
however, RN 3 verified there was no documentation of residents found to have been affected by the
the resident's 1&0 values. deficient practice:
. Residents 98, 122, 28, and 131 were identified as
On 7/22125 at 0900 hours, an interview was conducted impacted by this concern.
with the Medical Records Director. The Medical Records
Director verified Resident 195 had a physiclan's order . .
to monitor the resident’s 1&0 for 30 days, however, the On. 7/17/2025, the Director of N’ursmg (DON) afnd
Medical Records Director verified there was no Unit Manager assegsed and adjusted atll low air loss
documented evidence Residant 195's 180 were documented. (LA_L} mattres's settings tq correspond with each
resident’s weight. For residents able fo
communicate, staff inquired about comfort level, and
On 7/23/25 at 1125 hours, an interview was conducted settings were adjusted based on resident preference
with the Administrator, Administrator Assistant, and as needed. For residents unable to clearly express
DON. The DON stated if there was a physician's order to comfort level, mattresses remained set accerding to
monitor the 180, the nursing staff should have weight-based recommendations.
documented the resident's 1&0. The Administrator,
Administrator Assistant, and DON were informed and 2. How the facility will identify other residents having
acknowledged the above findings. the potential to be affected by the same deficient
F0686 Treatment/Sves to Prevent/Heal Pressure Ulcer FQG86 practice and what corrective action will be taken.
S_S =D CFR(s): 483.25(b)(1})il} All res!dents using LAL mattressas were considerad
potentially affected.
§483.25(b} Skin Integrity
On 7/16/2025, the DON and designee compiled a
§483.25(b)(1) Pressuie ulcers. list of all residents with LAL mattresses and ensured
settings were reviewed and adjusted to align with
Based on the comprehensive assessment of a resident, each resident's current weight. For those who could
the fagility must ensure that- communicate, adjustments were made based on
) . . individual feedback regarding comfort. Residents
(iy A resident receives care, consistent with unable to verbalize preferences remained on weight-
professional standards of practice, to prevent pressure based settings. All mattress settings were reviewed
ulcers and does not develop pressure ulcers unless the : . \ i
individual's clinical condition demonstrates that they and reflected in the residants’ care plans.
were unavoidable; and On 8/5/2025-8/8/2025, DON in-serviced all licensed
(i) A resident with pressure ulcers recelves necessary nurses about facility policy and procedure for Low air
Ireatment and services, consistent with professional loss mattress (LAL} setting and to update resident's
standards of practice, to promote healing, prevent plan of care if resident's has preferred setting based
infection and prevent new ulcers from developing. on their comfort level, On 7/21/2025-7/25/2025, DSD
’ in-serviced all CNA about policy and procedure for
This REQUIREMENT is NOT MET as evidenced by: low air loss mattress setting o consult licensed
. nurse if LAL needed. fo be adjusted during care.
Based on observation, interview, medical recard review,
and facility P&P raview, the facility falled to ensure
the necessary care and services ware provided to
prevent the development and worsening of pressure
injuries and promots the healing of existing pressure
injuries four of five final sampled residents
(Residents 28, 98, 122, and 131) reviewed for pressure
injuries. ’
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* The facility failed to ensure the low air loss (LAL)
matiress setting was consistent with the residents’
weight. This had the potential for the residents to not
receive the appropriate care and services to promote
healing or prevent the devetopment and worsening of
pressure injuries.

Findings:

1. Review of the facllity P&P titlad Use of Support
Surfaces revised date 9/12/23, showed support surfaces
will be chosen by matching the potential therapeutic
benefit with the rasident’s specific situation. Further
review of the P&P showed support surfaces will be
utilized in accordance with manufacturer
recommendations. Considerations for utilizing
specialized support surfaces:

a. Medical condition.

h. Size and weight.

¢. Mobility and activity levels.

d. Need for microclimate controf or shear reduction.

e. Presence of pressure injuries, including severity
and location.

f. Risk for developing a pressure injury or at high
risl for additional pressure injuries.

g. Pain ar discomfort.

h. Bottams out on the current surface,

On 7/15/25 at 1056 hours, during the initial tour of
the facility, Resident 88 was observed positioned on
her back and lying on a LAL mattress {MicroAir 65
Alternating Pressure with Low Alr Loss) with the
comort pressure level set at four. Review of the LAL
mattrass device showed level four setting was for a
welght of 175 pounds.

Medical record review for Resident 98 was initlated on
7/15/25. Resident 98 was admitted to the facility on
10/3/22, and readmitted on 8/16/24.

The DON or designee will oversee ongoing
maonitoring of LAL mattrass setiings. Treatment
nurses or designee will ensure that mattress settings
are initially established based on rasident weight.
Adjustments will be made if a resident communicates
discomfort. For residents unable to communicate,
settings will remain at weight-based
recommendations unless otherwise directed. A
current list of residents with LAL mattresses and
corresponding settings will be maintained and
reviewed weekly. Updates to orders and care plans
will be made as necessary.

4, How the Facility Plans to Continue Monitoring:

The DON or desighee will review mattress settings
and related documentation on an ongoing basis. Any
discrepancies or concerns will be addressed
promptly. Findings and compliance status will be
reported during the monthly Quality Assurance (QA)
meetings on 8/14/2025 and for a minimum of three
moniths.

5. Corrective action completion date:

B8/23/2025
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85=D Review of Resident 98's H&P examination dated 8/20/24,
showed Resldent 98 had the capacity to understand and
imake decisions.

Review of Resident 98's Quarterly MDS assessment dated
712125, showed Resident 98 had a BIMS score of 15,
indicating intact cognition.

Review of Resident 98's Order Summary Report for July
2025 showed a physician's order dated 8/16/24, for the
LAL mattress: check device function and pressure
setting set per the resident’s weight every shift.

Cn 7/17/25 at 1351 hours, an observation and concurrent
interview was conducted with Resident 98 inside the
resident's room. Resident 98 was cbsarved lying on a
LAL mattress (MicroAir 65 Alternating Pressure with Low
Air Loss) with the comfort pressure level set at three.
Review of the LAL matiress device showed level three
setting was for a welght of 140 pounds. When Resident
98 was asked If the LAL mattress she was iying on was
comfartable, the resident stated she was more
comfortable, and the LAL mattress was better after it

the pressure level was adjusted. In addition, the

rasident stated the past few days her back hurt when

the pressure level was set at four.

On 7/17/25 at 1530 hours, an interview was conducted
with LVN 3. LVN 3 was informed of the above findings
and stated the LAL mattress was monitored by the
Treatment nurse, but she also conducted a quick visual
check by looking at the numbered pressure setting based
on the resident's weight to provide comfort.

On 7/22/25 at 1502 hours, an interview and concuirent
medical record review was conducted with the ADON. The
ADON was informed and acknowledged the above findings.
The ADON stated the LAL mattress setling was based on
the resident's weight and It was important to have the
correct setting to achieve the therapeutic level and

comfart for the residents.

2.0n 711525 at 1513 hours, during the initial tour of
tha facility, Resident 122 was observed posltionad on
her back and lying on a LAL mattress (MicroAir 65
Alternating Pressure with Low Air Loss) with the
comfort pressure level set at five. Review of the LAL
mattress device showed level five setting was for a
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Medical record review for Resident 122 was initiated on
7/16/25. Resldent 122 was admitted to the facility on
4/30/25.

Review of Resident 122's H&P examination dated 5/2/25,
showed Resident 122 had the capacity to understand and
make decisions.

Reviaw of Resident 122's Admission MDS assessment dated
5/6/25, showed Resident 122 had a BIMS score of 14,
Indicating intact cognition.

Review of Resident 122's Care Plan dated 5/15/25,
showed an intervention for the LAL mattress for
comfort, with the setting to be per resident comfort
level or welght every shift for skin maintenance,

Review of Resident 122's Order Summary Report for July
2025 failed to show a physician's order for the usa of
the LAL mattress.

On 7/16/25 at 1652 hours, an interview was conducted
with LVN 15. LVN 15 was informed of the above findings,
LVN 15 stated the LAL mattrass was monitored by the
Treatment nurse and the pressure setting should be
reevaluated due o the weight setting discrapancy.

On 7/22/25 at 1526 hours, an interview and concurrent
madical record review was conducted with the ADON. The
ADON was informed of the above findings and
acknowledged there was no physician's order for the LAL
mattress prior to the resident's use. Furthermore, the
ADON stated the LAL mattress setfing was based on the
resident's weight and It was important to have the

correct setting to achieve the therapeutic level and
comfort for the residents.

3. Review of the Owner's Operator and Malnfenance
Mantural for MicroAir MAG0 Alternating Pressure System
and MABS Alternating Pressure On-Demand Low Air Loss
System revised 2/2008 showed the resident comfort
pressure ranges from Sofl {level zero) to Firm (leval

nine}. The Comfort Control LED (light-emitting diode).
displays the resident comfort pressure levels from zero
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approximate comfort pressure level depending on the
resident waight.

Medical record review for Resident 28 was initiated on
7/15/25. Resident 28 was admittad to the facility on
12/8/21, and readmitted on 7/2/25. :

Review of Resident 28's Quarterly MDS assessment dated
412525, showed Resldent 28 had a BIMS score of 7,
indicating severe cognitive impairment.

Review of Resident 28's Order Summary Report for July
2025 showed a physician's order dated 7/15/25, for LAL
mattress: Check for device function and for the

pressure setting set per the resident's comfort every
ghift for skin maintenance.

On 7/15/25 at 1042 hours, an observation and concurrent
interview was conducted with Resident 28 inside the
rasident’s room. Resident 28 was observed lying on a
LAL mattress (MicroAir 65 Alternating Pressure with Low
Air Loss) with the comfort prassure level sel al six,
Raview of the LAL mattress device showed leval six
setting was for a waight of 245 pounds. When Resident
28 was asked if the LAL mattress she was lying on was
comfcriable, the resident stated she was not

comforiable and replied, “the mattress is foo hard.”

On 7/15/25 at 1050 hours, an observation, interview,

and concurrent medical record review was conducted with
LVN 2 inside Resident 28's room, LVN 2 verlfied the
above findings. When LVN 2 asked Resident 28 if she
wanted the LAL mattress at a softer or firmer level,
Rasidant 28 replied she wanted the LLAL matfress to be
“softer” LVN 2 verified Residant 28 weight was 134
pounds on 7/3/25, and the mattress setting should have
been set at a comfort pressure level of three, which

was the setting was for a weight of 140 pounds.

On 7/23/25 at 1125 hours, an interview was conducted
with the Administrator, Administrator Assistant, and

DON. The DON stated the LAL mattress should be set
according to the resident’s weighi and then with the
resident's comfort. The Adminisirator, Administrator
Assistant, and DON ware informed and acknowledged the
above findings.
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4, 0n 7/15/25 at 1222 and 1627 hours, and 7/16/25 at
0835 and 1134 hours, Resident 131 was observed lying on
a LAL mattress {MicroAir 65 Alternating Prassure with

Low Air Loss) with the comfort pressure level sel at

eight. Review of the LAL mattress device showed comfort
pressura leva) eight corresponded to the weight of 315
pounds.

QOn 7/17/25 at 1381 hours, Resident 131 was observed
tying on a LAL matiress (MicroAir 65 Alternating

‘| Pressure with Low Air Loss) with the comfort pressure

lavel set at four. Review of tha LAL mattress device
showed comfort pressure level four corvesponded to the
weight of 210 pounds,

Medical record review for Residant 131 was initiated on
711525, Resident 131 was admitted to the facility on
5/14/25, and readmitted on 6/6/25.

Review of Resident 131's MDS assessment dated 5/21/25,
showed Resident 131 had memory problem and severely
impairad cognitive skills for daily decision making.

Further review of the MDS assessment showed Resldent
131 was dependent on the facility staff for his

activities of daily living.

Review of Resident 131's Order Summary Report showed a
physician's order dated 6/6/25, for LAL matiress for
wound healing and comfort.

Review of Rasident 131's Braden Scale for Predicting
Pressure Ulcer Risk dated 6/19/24, showed Resident 131
was at a very high risk for pressure ulcer.

Revlew of Resident 131's Weights and Vitals Summary
showed on 7/3/25, Resident 131 had the weight of 103
pounds.

On 7/16/25 at 1143 hours, an observation, interview,
and concurrant medical record raview for Resident 131
was conducted with LVN 13, VN 13 stated Resident 131
was nonverbal and unable to express his comfort level
or show facial features of discomfort. LVN 13 verlfied

the observation of Resident 131's LAL mattress setata
comfort fevel of eight, which corresponded to the

weight of 315 pounds, LVN 13 verifled Resident 131's

F0586
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38=D most recent weight of 103 pounds.
1. The corrective action(s} accomplished for the
residents found to have been affected by the
On 7/17/25 at 1353 hours, an observation, interview and deflcient practice:
concurrent medical record raview for Resident 131 was
conducted with LVN 14. LVN 14 stated Resident 131 was Resident 5 was affected by this deficient practice
at a very high risk for developing pressure uicers and : . . e '
the LAL mattress was provided to Resident 131 to Resident 5 is currently not in the facility.
prevent development of the pressure ulcer. LVN 14 e . . \
stated Resident 131 was nonverbal and unabls to express 2. How the facility will identify other residents
his comfort levet or show facial features of having the potential to be affected by the same
discomfort, so the LAL maliress should be set as per deficient practice and what corrective action will
Resident 131's weight. LVN 14 verified the obsarvation be taken,
of Resident 131's LAL mattress set at a comfort level
of four, which corresponded to the weight of 210 All residents with splint were potentially affected by
pounds. LVN 14 statad Resident 131's LAL mattress this deficient practice. DON, ADON and Unit
should have been sel as per the resident's weight, managers conducted audit on all residents receiving
which was103 pounds and the comfort level for Resident splints, braces, and ROM devices and found no
131 should have been set to two and not four or eight. | other issue noted.
On 7/22/25 at 1503 hours, an interview was conducied . . .
with the DON. The DON was informed and acknowledged the On 815/2(?2.5’ DQN in-serviced all hcense.d nurse
- about facility policy and procedure of splint, braces,
above findings. , N
and ROM devices assessment and to add menitoring
F0688 Increase/Prevent Decrease in ROM/Mobility Fosgg | for skin integrity at least every 2 hours and as
58 =D needed. On 8/6/2025-8/8/2025, DSD in-serviced all

CFR(s): 483.25(c)(1)-(3)
§483.25(c) Mobllity.

§483.256(c)(1) The facility must ensure that a resident
who enters the facility without limited range of motion
does not experience reduction in range of motion unless
the resident's clinical condition demoenstrates that a
reduction in range of motion is unavoidable; and

§483.25(c)(2) A resident with limited range of motion
receives appropriate treatment and services to Increase
range of motion andfor io prevent further decrease in
range of mofion.

8483.25(c)(3) A resident with limited mability raceives
appropriate services, equipment, and assistance fo
maintain or improve mobility with the maximum
practicable independence unless a reduction in mobility
Is demonstrably unavoidable.

This REQUIREMENT is NOT MET as evidenced by:

CNA and RNA about facility policy and procedure of
application of ROM devices, splint and braces to
report immediately to licensed nurses if skin
breakdown was noted beneath the devices.

Plan of care was updated for all residents with
medical devices application for splinting, braces and
ROM devices to include monitoring of skin
breakdown at least every 2 hours and as needed
when devices were applied on tha resident.

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficlent practice does not recur:

DON or designee will oversee this process. All new
medical devices order will be review during clinical
meseting to make sure RNA is following treatment
plan and monitoring for skin integrity was included in
the plan of care.

ICT will review monthly and as needed all residents
with medical devices application and update plan of

Based on cbservation, interview, medical record review, care.
and facllity P&P revlew, the facility failed to ensura
the treatment was provided to prevent the decline in
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rasidents (Resldent 5) reviewed for ROM functions.

* The facility failad to ensure the physician's orders

to apply the left AFO and bilateral elbow splints to
Resident 5's extremities ware followed. In addition,
Resident 5's skin was not assessed when the left AFO
and bilateral elbow splints weare applied. This failure

had the potential for Resident 5 to sustain a decline

in ROM functions, leading to muscle atrophy (loss of
muscle mass and strength) and decrease in functioning.

Findlngs:

Review of the facility's P&P titled Restorative Nursing
Programs dated 12/19/22, showed the restorative care
will be provided to help proamote optimal safety and
independence. The RNA was performed daily to the
residents by maintaining a good body alignment and
proper positioning. Residents identified during
comprehensiva assassment process will raceive the RNA
servives including the application of splint or brace
assistance. :

On 7/15/25 at 1007 hours, during the initial tour of

the facitity, Resident & was obsarved awake in the
activity room and had contractures (shortening and
hardening of muscles, tendons or other tissues, leading
1o a deformity) on both the upper and lower
extremities. A splint davice was applied on both arms.

Medical record review for Resident 5 was initiated on
7/16/25. Resident 5 was admittad to the facility on
5ITI25,

Review of Residant 5's plan of care showed a care plan
problem dated 5/29/25, addressing the Restorative
Nursing Program for the appllcation of the

splint/brace. The interventions included the

application of the bilateral eibow splints for twa to

four hours or as needed and the application of the left
AFO. The intervantions also included the assessment of
the skin hefore applying and removing the splints.
Howaver, there were no interventions included in the
care plan to perform Resident 8's skin assessment when
the bilateral elbow splints and left AFC were applied

to the resident.

Review of Resident 5's Documentation Survey Report for

QA Process:

The DON will monitor the effectiveness of the
process and report to the Administrator. Any findings
will be presented to the Monthly QA&A meeting. The
Plan of Correction was presented at the Quality
Assurance (QA&A)} commities mesting on
08/14/2025. Ongoing findings from audits will be
reported to the QGAPI/QAA monthly meetings for at
least three months

Corrective action complefion date:
8/23/2025
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4. Facility plans to monitor effectiveness of the 8/23/2025
FO688 Centinued from page 33 F0688 ; . . . .
S32D the RO functions for one of six final sampled corrective actions and sustain compliance; Integrate
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88=D June 2025 showed two entries/ times where the RNA
documented the application and removal of the left AFO
and bilateral elbow splints during the 7 AM-3 PM shift.
However, the raport only showed one time/ entry was
documented for either the application or removal of the
left AFO on the following dates: 6/2, 6/16, 6/17, 6/20,
6/21, 6124, 6125, 6/26, 6/27, 6/29, and 6/30/25, and

for the bilateral splints on the following dates: 6/2,

613, 6116, 6/17, 6/20, and 6/24/25. It was unclear
whether the entrias on the listed dates wers documented
for the application or removal of the left AFO and

bilateral elbow splints, since the report did not

spacify. Further review of the report failed to show
documented evidence the skin assessment was completed
when the left AFO and bilateral elbow splints were
applied to Resident 5.

Review of Resident 5's Documentation Survey Report for
July 2025 showed iwo enirles/ times where the RNA
documented the application and removal of the left AFQ
and bilateral elbow splints during the 7 AM-3 PM shift.
However, the report only showed one time/ entry was
decumented for either the application or removal of the
left AFO on the following dates: 7/2-7/4, 7/8-7/9, and
7/11-7/20/25, and for the bilateral splints on the

following dates: 7/8, and 7/15-7/20/25. It was unclear
whether the entries on the listed dates were documented
for the application or removal of the left AFC and

bilateral elbow splints, since the report did not

specify. Further review of the report failed to show
documented evidence the skin assessment was completed
when the left AFO and bilateral elbow splints were
applied to Resident 5. On 7/21/25 at 1047 hours, an
interview and concurrent medical record review for
Rasident 5 was conducted with RNA 1. RNA 1 verified
Resident 5 had RNA services orderad for the application
of the left AFC and bilateral elbow splints. RNA 1 was
asked what time the laft AFO and bilateral elbow

splints were applied to Resident 5. RNA 1 reviewed the
medical record and verified there was documentation of
the time when the left AFO and bitateral elbow splints
were applied and removed from Resldent 5. Howavaer, the
record was inacourate and missing entries. RNA 1 was
asked about Resident 5's skin when the left AFO and
bilateral elbows were applied. RNA 1 stated the RNAs
chacked the resident's skin before the application and
after the removal from Resident 5. RNA 1 verifled and
acknowledged there was no documentation about the skin
assessment of Resident § when the left AFC and
bilateral elbow splints were applied.

On 7/21/26 at -1 603 hours, an interview and concurrant
medical record review for Resident & was conducted with
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CFR(s}: 483.25(d){1)(2)
§483.25(d) Accidents.
The facility must ensura that -

§483.25(d){1) The resident environment remains as free
of accident hazards as is possible; and

§483.25(d)(2)Each resident recaives adequate
supervision and assistance devices to prevent
accidents.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, medical record review,
and facility P&P review, the facility failed {o provide

the necessary care and services to prevent an accidents
for ane of four final sampled residents (Resident 4)
reviewed for prevention of accident hazards. The

facllity failed to implement the floor mats on both

sides of Resident 4's bad for safety, in accardance

with the physician's crder. This failure put tha

resident at high risk of serious injurias from a fall.

Findings:

Review of the facility's P&P tilied Falls Prevaention
Program dated 12/19/22, showed the facility's fall
prevention an all residents should be assessed for fall
rislc and receive care and services in accordance with
their Individualized level of risk to minimize the
likelihocd of falls. The fall interventions included to
provide additiona! interventions as diracted hy the

having the potential to be affected by the same
deficient practice and what corrective action will
be taken.

All fall risks residents using were considered
potentially impactad. On 8/4/2025, Don and unit
manager reviewed all resident with floor mats order
and found no other issue.

On 8/4/2025, the DON and designee created a list of
all residents using floor mats. The IDT reviewed each
case to determine ongoing need. For residents
where use was no longer clinically indicated,
recommendaticns were made to discontinue use,
and care plans were updated fo reflect current
interventions.

On 8/5/2025-8/8/2025, DON in-services all Licensed
nurses about facility policy and procedure for placing
floor mats for resident at risks for fall, in particular
assessing residents who are no longer on fall risks
and has order for flcor mats to discontinue the
devices as itis potentially an accidental hazard.

3. Measures that will be put into place or
systematic change the facility will make to ensure
that the deficient practice does not recur:

Tha DON or designee will oversae this process.

Unit managers and designee will conduct routine
audits to ensure appropriate placement and condition
of mats, accurate documentation in the care plan,
and use in accordance with current physician orders

and clinical justification.
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F0688 Continued from page 35 Foess |FB89 8/23/2025
8§5=D the RN 2. RN 2 stated the licensed nurses wers :
responsible for the supervision of the RNA duting the 1. The corrective action(s) accomplished for the
application of the splints and devices tg the residents found to have heen affected by the
residents. RN 2 verlfied Resklant 5's physician's order deficient practice:
for the RNA application of the left AFO and bilateral
elbow splints. RN 2 verified and acknowledged the Resident 4 was identified as affected by this concern.
“missing documentation of the times when the feft AFQ
and bllateral elbow splinis were applied and remqved On 7/21/25, the Director of Nursing (DON) or
-LronzRes‘ler;t 5;’”;29 ablo:le "ztﬁf dates, In addition, designee reviewed the use of floor mats for the
vertied anc acknowledged fere wasno resident with the interdisciplinary team (IDT). After
documentation about the skin assessment of Resident & : ) .
when the left AFO and bilateral elbow splints were evaluat.lon.’ it was determined that ﬂgor matg Wer? no
applied. On 7/23/25 al 1528 hours, an interview for longer indicated. The recommendatllo-n to discontinue
Resident 5 was conducted with the DON. The DON was use was communicated to the physician, and the
informed and verified the above findings. order was discontinued. The resident’s care plan was
updated accordingly.
Foe89 Free of Accident Hazards/Supervision/Devices FO689
85=D 2. How the facility will identify other residents

FORM CMS-2567 {02/99} Previous Versions Obsolete

Event ID: KJBO11

Facility iD: CAOB0000164

If continuation sheet Page 36 of 97




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/31/2025
FORM APPROVED
OMB NO. 0938-0321

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTIONS

555103

{X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY COMPLETED
A.BUILDING 07/23/2025
B.WING

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

FRENCH PARK CARE CENTER 600 EWASHINGTON AVENUE , SANTA ANA, Californla, 92701
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION

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

APPROFRIATE DEFICIENCY)
F0680 Continued fram page 36 Foeag | IDT will review all residents with order for floor mats  |8/23/2025
S8=D resldent's assessment including assistive devices. quarterly to ensure it is still appropriate for the
resident and update plan of care accordingly.
Department heads and designea will do room
Dutring the inifial tour of the facility on 7/15/25 at rounds daily to make sure floor mats was in placed
08186 hours, Resident 4 was observed in bed with the bed for resident with orders x 3 months
in lowest position. However, thers was no floor mat
observed on the side of the resident's bed. 4. Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Medical record review for Resident 4 was initiated on Integrate QA Process:
m?ﬁi Rosident 4 wes admilted o the facilty on The DON wili monitor the effectiveness of the
process and report to the Administrator. Any findings
will be presented to the Monthly QA&A meeting. The
Review of Resident 4's H&P sxamination dated 2/4/25, Plan of Correction was presented at the Quality
showed Resident 4 had no capacity to understand and Assurance (QA&A) commitiee meeting on
make decislons. : 08/14/2025. Ongoing findings from audits will be
reported fo the QAPI/QAA monthly meetings for at
least three months
Review of Resident 4's Fall Risk Evaluation dated
;2;: ;fﬁ:, showed Resident 4 was considered to be at risk Corrective action completion date:
’ 8/23/2025
Review of Resident 4's MDS assessment dated 4/17/25,
showed Resldent 4 had moderate cognitive impalrment.
Review of Resident 4's plan of care showed a care plan
problem revised 7/18/25, addressing Resident 4's risk
of fall or injury. The interventions includad to place
bilateral floor mats for safety precaution.
Review of Residant 4's Order Summary Report dated
7/23/25, showed a physician's order dated 2/1/24, to
place bilateral floor mats for safety precaution every
shift, On 7/21/25 at 0935 hours, an cbservation and
concurrent interview for Resident 4 was conducted with
CNA 2. CNA 2 stated Rasident 4 had weakness on the left
side of his bady and needed total assist on all ADL
care. CNA 2 stated the resident was unable to turn and
raposition himself in bed. Howsaver, CNA 2 stated the
rasident was able to grab the side rail when furned to
his right side and unable to grab the bar when turning
to his [eft side. When CNA 2 was asked if there were
floor mats on both sides of the bed while inside
Resident 4's room, CNA 2 verifiad and acknowledged
there wera no floor mats at the sides of the bed. On
7121/25 at 1407 hours, an interview and concurrent
medical record review for Resident 4 was conducted with
RN 2. RN 2 was asked about Resident 4's floor mats. RN
2 stated she was made aware by the facility staff about
the resident’s floor mats and stated the physiclan
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CFR(s): 483,25(e)(1H(3)
§483.25(e) Incontinence.

§483.25(e}(1) The facility must ensure that resident

who Is continent of bladder and bowel on admission
raceives services and assisiance to maintain confinance
unless his or her clinlcal condition is or becomes such
that continence Is not possible to maintain.

§483.25({e)(2)For a resident with urinary inconlinence,
based on the resident's comprehensive assessment, the
facility must ensure that-

(i) A resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary,

(if) A resident who enters the facility with an
indwelling catheter or subsequently receives one is
assessed for removal of the catheter as socn as
possible unless the resident's clinical conditlon
demonstrates that catheterization is necessary, and

(i) A\ resident who is incontinent of bladder receives
appropriate freatment and services to prevent urinary
tract infections and io restore continence fo the
extent possible.

§483.25(e)(3} For a resident with fecal incontinencs,
hased on the resident's comprehensive assessment, the
facility must ensure that a resident who is incontinent

of bowel receivas appropriate treatment and services to
testore as much normal bowel function as possible.

This REQUIREMENT is NOT MET as evidenced by:
Based on observation, intarview, medical record review,

and facility P&P review, the facility falled to provide
the appropriate care and services to prevent UTls for

order,

2. 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 with indwelling catheter were potentially
affected by this deficient practice. On 7/17/2025, RN
supervisor and unit manager audited all residents
with indwelling catheter to make they have an order
for indwelling catheter care and no indwelling bag
was touching the floor and found no other issue
noted.

On 8/5/2025-8/8/2025, DON in-serviced all licensed
nurses and CNA about facility policy and procedure
for indwelling catheter care, in particular making sure
resident with indwelling catheter has an order for
indwelling catheter care to prevent resident from
developing UTI and to update plan of care. DON
also emphasize on making sure all indwelling
catheter bag and medical tubing were not touching
the floor,

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficient practice does not recur:

DON or designee will oversee this process, Unit
manager and designee will review all new admission
and re-admission to make sure resident with indwelling
catheter will have an order for indwelling catheter care
order. IDT will review during clinical meeting to make
sure plan of care for resident with indwelling catheter is
being followed. Medical Records will audit all new
admission and re-admission medical records te make
sure reskdent with Indwelling catheter care and care plan
is updated. any noncompliance will repart to DON x 3
months,
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85=D should have been made aware to discontinue the order . . }
for the floor mats, since the resident was not able to 1. T_he corrective action(s) accomplished for the :
move indapandently in the bed. RN 2 stated she notified residents found to have been affocted by the ?
the resident's physician. deficient practice: :
On 7/23/25 at 1528 hours, an interview was conducted Resident 12, 63 and 89 was affected by this deficient I
with the DON. The DON was informed and verified the practice. Immediately, Licensed nurse put a basin
above findings. underneath the indwelling catheter bag to prevent f
) from touching the floor. For resident 89, on :
F0690 Bowsl/Bladder Incontinence, Catheter, UTI FO680 7/17/2025, RN updated the plan of care for resident i
88=D to include indwelling catheter cara in resident's
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63, and 88) reviewad for the usae of indwelling urinary
catheter (thin, flexible tube ingerted into the bladder
through the urethra to drain urine).

* The facility failed to ensura the urinary catheter
tubing was not touching the floor for Residents 12 and
83.

* Tha facility failed 1o ensure indwelling urinary
catheter care was provided as per the care plan to
Resident 89.

These failures had the potential for the residents to
develop UTls.

Findings;

1. Review of the Cenfers for Disease Control and
Pravention's artlcle {undated) titled
Catheter-Assoclated Urinary Tract Infection (CAUTI)
showed a UTl is an infection in the urinary tract

system (including the bladder and the kidneys). Germs
can travel along the catheter, and if they enter the
urinary tract, may cause an infection in the bladder or
kidneys. Pravention of the CAUTIs include proper
catheter inserticn techniques, regular monitoring, and
prompt removal of the catheter wheh no longer needed.

Review of the facility's P&P titled Catheter Care dated
12/19/22, showed it was the policy of the facility to
ensure that the rasidents with indwelling cathetar
receive appropriate catheter care and malntain their
dignity and privacy when indwelling catheters are in
use. Further review of the P&F showed catheter care
will be performed evary shift and as needed by nursing
personnel.

On 7/15/25 at 1436 hours, Residant 89 was cbserved
lylng on her bed, and the indwelling urinary catheter
was observed hanging on the right lower sida of her
bed.

Review of Resident 89's plan of care dated 3/4/25,
showed a care plan problem addressing the resident's
use of an indwelling urinary catheter. The goal showed
tha resident would not show signs and symptoms of
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88=D three of three final sampled residents (Residents 12, rounds te maxa sure no indwelling catneter bag 1s

touching the flocr, any non-compliance will be
address immediately and report to morning meeting.

4. Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

The DON will monitor the effsctiveness of the
process and report to the Administrator. Any findings
will be presented to the Monthly QA&A meeting. The
Plan of Correction was presented at the Quality
Assurance (QA&A) committee meeting on
08/14/2025. Ongoeing findings from audits will be
reported to the QAPI/QAA monthly mestings for at
least three months

Corrective action completion date:
8/23/2025
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ss=D urinary tract infectlon, and the interventions included

to provide a Foley catheter (a type of an Indwelling
catheter) care as ordered.

Review of Rasident 89's Order Summary Report showed a
physiclan's order dated 3/19/25, for indwelling urinary
catheter sized FR 16, ballcon sized 10 cc, as neaded

for neurogenic bladder (medical condition where nerve
damage affects the hladder's ability to store and

release urine), change for blockags, leaking, pulled

out, excessive sedimentation, and change the urinary
catheter drainage bag as needed and with every change
of the indwelling urinary catheter.

Further reviaw of the physician's arders did not show
the order for urinary cathater care,

Review of Resident 89's MDS assessment dated 5/22/25,
showed Resident 89 had a memory problem and severely
impaired cognitive skills for daily decision making.

Madical record review for Resident 89 was initiated on
7/15/25. Restdent 89 was admitted to the facility on
7/26/25, and readmitted on 3/19/25, with an indwelling
urinary catheter.

Review of Resident 89's Admission Record daled 7/16/25,
showed Resident 89 had a history of UTI.

On 77171256 at 1435 hours, an observation, interview,
and concurrent medical record review for Rasident 88
was conducted with RN 1. RN 1 stated the facility
provided urinary catheter care to the residents who had
indwelling urinary catheter to prevent UTI. RN 1 stated
the indwelling urinary catheter care required a
physician's order, and the licensed nurses provided the
urinary catheter care to the residents. RN 1 verified
Rasident 89 had the indwelling urinary cathater. RN 1
verified the resident's plan of care showed to provide
indwelling urinary catheter care as ordered. However,
Resldent 89 had no physician's order for the catheter
care. RN. 1 further stated she was not able to find the
documentation {o show if the indwelling urinary
catheter care was provided to Resident 89, RN 1 staiad
the physiclan’s order should have been abtained and the
indweiling urinary catheter care should have been
provided to Resident 89 as per the care plan.
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S8=D
On 7/22/25 at 1503 hours, tha DON was informed and
acknowfadged the above findings.

2.0n 7/15/25 at 1455 hours, during the initial tour of

the facility, an obsarvation was conducted for Resident
12. Resident 12 was abserved laying on the bad.
Resident 12's indwelling urinary catheter drainage bag
was observed withcut sediments. However, Resident 12's
indwelllng urinary catheter drainage bag was chserved
touching the floor.

Medical record review for Resident 12 was initiated on
7115725, Resident 12 was admitted fo the facllity on
4/30/24, and was readmitted on 3/3/25.

Review of Rasident 12's MDS assessment dated 5/5/25,
showed the resident had a BIMS score of 7, which
indicated severe cognitive impairment.

Racord Review of Raesident 12's Order Summary Report
dated 7/21/25, showed a physiclan’s order dated 3/3/25,
for an indwelling urinary catheter to change for
blockage, leaking, pulling out, excessive

sedimentation, and to change catheter drainage bag as
needed and with every change of indwelling urinary
catheter.

On 7/15/25 at 1508 hours, an observation of Resident
12's indwelling urinary catheter drainage bag and
concurrent interview was conducted with LVN 9. LVN 8
vetified the resident's indwelling urinary catheter
drainage bag was touching the floor. LVN 9 stated when
Resident 12's bed was placed in low position, the
indwelling urinary catheter drainage bag should be
placed Inside a basin, to prevent the drainage bag from
touching the floor, LVN 9 was observed getting a basin
for the indwelling urinary catheter drainage bag.

0On 7/23/25 at 1124 hours, an interview was conducted
with the Administrator, Adminisirator Assistant, and

DON. The Administrator, Administrator Asslstant, and

DON were informed and acknowledged the above findings.

3. 0n 7/15/25 at 1123 hours, during the iniﬁal tour of
the facility, an observation and concurrant intarview
was conducted with Resldent 63. Resident 63 was
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35=D observed awake in bed. Resident 63's indwelling urinary
catheter drainage bag was observed placed on the side 1. The corrective actlon(s) accomplished for the
of the bed and touching the floor, residents found to have been affected by the
deficient practice:
Medical record review for Resident 63 was initiated on Resident 36, 54, 69, 80, 86, 89, 104, 122 were
7/16/25, Resident 63 was admitted to the facility on affected by this deficient practice.
5/28/25. fmmediately, Licensed nurse updated plan of care for
' resident 36, 86, 89, 104, 122. Licensed nurse
Review of Resident 63's Order Summary Report dated lmmeFilater raplaced oxygen tubing that was .
7/17/25, showed a physician's order dated 5/8/25, for touchmg the fioor for resident 69 and replaced tubing
an indwelling urinary catheter to change the catheter of 80 with no labsl.
dralnage bag as needed and with every change of
indwelling urinary catheter. On 7/18/2025, Respiratory Therapist supervisor
reviewed BIPAP user guide manual and provided 1:1
) education to RT 1 about BIPAP cleaning guidelines
On 7M7/2025 at 1048 hours, an obsarvation and and documentation.
concurrent interview for Resident 63 was conducted with :
e o e s paster On 7/16/2025, DON provided 1:1 education to LVN 2
rainage bag and LVN 3 verified Residen ada and 12 regarding oxygen administration and making
catheter. LVN 3 was informed about the observation of -
the resident's indwelling urinary catheter drainage bag sure to document when providing PRN order.
touching the floor. LVN 3 verified and acknowledged the ) ) .
reslden?'s indwelling urinary catheter drainage bgg was On 8/5/2025-8/ 8/,2,025' PON in-serviced all Llcensed'
placed at the side of the bed and touching the flaor. Nurses aboult facility policy and procequre of devel_oplng
LVN 3 stated she instructed her CNA to place the comprehensive care plan .fo_r each resnden?, in pagtlcular
indwelling urinary catheter drainage bag In a basin in care plan for oxygen administration. DON in-serviced .
order for the dralnage bag to not directly touch the also_about policy and procedure for assessing resident's
floor. medical needs to make sure plan of care was updated
and documenting when providing Oxygen as needed.
DCN also in-service about oxygen setting monitoring
On 7/17/2025 at 1126 hours, an Interview for Resident and following physician orders.
63 was conducted with the DON. The DON was informed and
varified the above findings. On 8/5/2025-8/8/2025, RT supervisor in-serviced all
Licensed Nurses about facility palicy and procedure for
F0805 Respiratory/Tracheostomy Care and Sucfioning FoB95 | manging and maintaining BIPAP machine which included
8S=D cleaning schedule and making sure it was documented
CFR(s): 483.25(i) when cleaning and replacing parts of the BIPAP, such as
tubings and mask.
§ 483.25(1) Resplratory cars, including iracheostomy
care and tracheal suctioning. 2. How the facllity will identify other residents
having the potential to be affected hy the same
The facility must ensure that a resident who needs deficient practice and what corrective action will
respiratory care, including tracheostomy care and be taken.
tracheal suctioning, is provided such cars, consistent )
with professlonal standards of practice, tha All residents receiving Oxygen could potentially affected
comprehensive parson-centered care plan, the residents' by this deficient practice. DON and Unit managers
goals and preferences, and 483.65 of this subpart. audited all residents care plan who were receiving
) . . oxygen and found no other issue.
This REQUIREMENT is NOT MET as evidenced by: Dgl‘% will provided ongoing education and training to
Based on observation, interview, medical record review, L:cenfsel?l gyr%es Iabol{tj de;’ eloping compre.henswe care
and fadility's P&P review, the facllity falled to plan for indlvidual resicent.
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for six of nine final sampled residents (Residents 36,
54, 86, 8%, 104, and 122) and two nonsampled residents
(Residents 62 and 80).

* The facility failed to ensure the oxygen was
administered as per the physician's order for Resident
89. In addition, there was nc documentation for the PRN
administration of the oxygen and the reason why the
oxygen was administered o Resident 89.

* Resident 86 had a physiclan's order to administsr
continuous oxygen vla a nasal cannula and to titrate
the oxygen rate to maintain an oxygen saturation level
of 92% or greater. Resident 86 received continuous
oxygen therapy at a rate of six liters per minute via
nasal cannula for approximately flve hours. The

facility failed to attempt to titrate the oxygentio a

lower rate to maintain Resident 86’ oxygen saturation
level at 92% or greater. Additionally, the facility had
exceeded the maximum rate of oxygen (five liters per
minute) allowed to be administered to Resident 86 via
nasal cannula, in accordance with the facility's P&F.

* The facility failed to ensure Resident 69's oxygen
tubing was not touchling the floor.

* The facility failed to ensure Resident 80's oxygen
tubing was dated and labeled.

* The facility failad to ensure Resident 104's

physician's order for nehulizer breathing treatment was
carried out. The breathing treatment was discontinued;
however, the nebulizer machine, mask, and tubing were
observed at the bedside undated and not placed inside a
clear plastic bag when not in use.

* The facility failled 1o ensure Resident 54's BiPAP
(Bilevel Posilive Airway Pressure, a non-invasive
ventilation device that halps individuals with

braathing difficulties by delivering pressurized air
through a mask or nasal plugs, used to treat sleeping
disorder and other respiratory issues where breathing
assistance is neadad) tubing assembly, water tub and
mask wate ragularly cleanad to prevent the growth of
germs as indicated on Resident 54's BIPAP user guide,

* The facllity failed to follow the physician's order
for Residents 36 and 122's oxygen therapy.

These fallures had the potential for the residents to
not recelve the appropriate respiratory care and
increase risks of tha infection.
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88=D ensure the respiratory care and services were provided systematic change the facility will make to

1 8/23/2025

ensure that the deficlent practice does not recur:

DON or Dasignee will overses this process. DON or
designee will review all new admission and re-
admission for oxygen order and will make sure
comprehensive care plan was done to include
oxygen parameter, especially for resident receiving
oxygen, Any finding will be reviewed and reported
during clinical meeting.

Department Heads and designee will do daily room
rounds to make sure all oxygen tubings were label
and not touching the floor, any issue will be address
immediately and reported to morning meeting x 3
months.

Medical record will audit oxygen order to make sure
plan of care reflects resident's oxygen administration
parameters x 3 months and report to DON for any
nan-compliance.

Respiratory Therapist will review BIPAP cleaning
and maintenance log monthly to make sure RT are
following the user guide manual for cleaning and
maintenance of BIPAP, any non-complaince will be
reported to the DON x 3 months.

4. Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

The DON and Administrator wili monitor the
effectiveness of the process and raport to the'
Administrator. Any findings will be presented to the
Monthly QA&A meeting. The Plan of Correction was
prasented at the Quality Assurance (QA&A)
committee meeting on 08/14/2025. Ongoing findings
from audits will be reported to the QAPI/QAA
monthly meetings for at ieast three months

Corrective acticn completion date:
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88=D Findings:

1. Review of the facllity's P&P titled Oxygen
Administration revised 5/20/24, showed oxygen is
adminlstered to residents who need it, consistent with
professional standards of practice, the comprehensive
person-centered care plans, and the resldent’s geals
and praferences. Oxygen is administered under orders of
a physician, except in the case of an emergency. In
such cases, oxygen is administared and orders for
oxygen are obtained as soon as practicable when the
situation is under conirol. Further Review of tha P&P
showed the staif shall notify the physician of any
changes in resident condition, including changes in
vital signs, oxygen concentration, or avidence of
complications associated with the use of oxygen. Types
of oxygen delivery systems include nasal cannulas
(where oxygen is administered through plastic cannulas
in the nostrils). Effective for low oxygen

concentralions, less than 40 percent (equivalent io a
rate of five liters per minute}.

On 7/15/25 at 1048 hours, Resident 89 was observed
lying in her bed. Resident 89 was observed receiving
oxygen via nasal cannula at five liters per minute.

On 7/15/25 at 1627 hours, Resident 88 was observed
lying in her had. Resident 89 was ohserved receiving
oxygen via nasal cannula at four liters per minute.

On 7/16/256 at 1053 hours, Residant 89 was observed
lying in her bad. Resident 89 was observed receiving
oxygen at 3.5 liters per minute. ‘

Medical record review for Resident 89 was initiated on
7/16/25. Resident 89 was admitted to the facility on
7/26/25, and readmitted on 3/19/25.

Review of Resident 89's MDS assessment dated 5/22/25,
showed Resident 82 had a memory problem and severely
impaired cognitive skills for daily decision making.

Review of Resident 89's Order Summary Report showed the
physician’s order dated 7/16/25, to administer PRN

oxygen via nasal cannula at 2-4 fiters per minute. May

titrate oxygen up 1o 5 liters per minute to maintain

oxygen saturation levsl greater or equal to 92 % at
maximum titration, as needed.

Further review of Resident 89's medical record did not
show the documented reason why the axygen was baing
administered to Resident 89. In addition, Resident 89's
medical record did not show the documentation of the
oxygen administration.
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On 7/16/25 at 1104 hours, an observation and concurrent
medlical record review for Resident 89 was conducted
with LVN 2. LVN 2 stated If the resident required the

PRN administration of the oxygen, then the reason for
PRN administration of the oxygen sheuld be documentead;
and if the resident's condition required continuous
administration of the oxygen, then the physician should
be notified and the order for continuous oxygen
administration should be obtained. In addition, the PRN
administration of the oxygen should be documanted and
indicate tha amount of oxygen being delivered to the
resident. LVN 2 verified the above observation and

stated Resident 89 had been receiving continuous oxygen
administration since she started working at the

facility for the last two months. LVN 2 reviewed

Rasident 89's medical record and stated she was not
able fo find a documented reason why the oxygen was
being administered to Resident 89, LVN 2 reviewed the
oxygen saturation levels of Resident 89 for July 2025

and verifiad thers was no documantation of the oxygen
saturation levels below 82 %. |n addition, EVN 2

varified there was no documentation of the amount of
oxygen being administered to Resident 89.

On 7/22{25 at 1503 hours, the DON was informed and
acknowledged the above findings.

2, Medical record raview for Resident 86 was initiated
onh 7/15/25. Resident 86 was admlited to the facility on
1112/23.

Review of Resident 86's physician’s order dated
6/18/25, showed an order for the oxygen te be
administered at two liters per minute via nasal
canhnula, may titrate (oxygen rate) to maintain an
oxygen saturation greater than or equal to 92 %.

Raview of Resident 86's plan of care showed a care plan
problem Initlated 4/11/24, addressing the resldent's
oxygen therapy. The care plan showed Resident 86 had
impaired gas exchange.

On 7/15/25 at 1050 hours, an observation and concurrent
interview was conducted with Resident 86. Resident 86
was observad lying in her bed. Resident 86 was observed
receiving continuous oxygen therapy via a nasal cannula
at a rate of six liters per minute. Resident 86 stated

a past COVID-19 infection had caused damage to her
lungs, having resulted In her nead for oxygen therapy.
Rasident 86 stated she did not know the rate of the
oxygen she was receiving as nursing staff had set the
rate.

F0695
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On 7/15/25 at 1554 hours, an observation, inferview,
and concurrent medical record review was conducted with
LVN 12. Resident 86 was observed lying in her bed.
Resident 86 was observed recelving continuous oxygen
via a nasal cannula at a rate of six liters per minute.

VN 12 was asked the maximum rate of oxygen that she
could administer to Resident 86 (via nasal cannula) to
maintain an oxygen saturation level greater than or
equal to 92 %, in accordance with the physiclan’s

order. LVN 12 slated she was uncettain, as the order
failed to specify a maximum rate of oxygen. LVN 12
obtained Resldent 86's oxygen saturation level (while
receiving six liters of oxygen) which yieided a result

of 97 %. LVN 12 then stated she would consult with
Resident 86's RN (RN 5).

On 7/18/25 at 1604 hours, an cbservation, interview,

and concurrent medical record review was conducted with
RN 5. RN 5 verified Resident 86's medical record failed
to show decumentation specific to the rate of oxygen
Resident 86 was receiving. RN & was informed Resident
86 had received continuous oxygen therapy via a nasal
cannula at a rate of six liters per minute, from 1050

hours to 1604 hours. RN 5 reviewed and verified
Resident 86's medical record showed documentation that
Resident 86's oxygen saturation level was 98 % (on
7/15/25 at 0908 hours} and 97 % (on 7/15/25 at 1557
hours). RN 5 was asked the maximum rate of oxygen she
could administer to Resident 86 (via nasal cannula) to
maintain an oxygen saturation level greater than or

equal 1o 92 %, in accordance with the physician’s

order, RN 5 stated in accordance with facility's P&P

for oxygen administration, Resident 86 could receive
oxygen a maximum rate of five liters per minute via

nasal cannula. RN 5 stated the oxygen administered at a
rate greater than five liters per minute would be
adminisierad via an oxygen mask, to ensure aptimal
oxygen absorption. RN 5 staied the nursing staff should
have attempted to titrate Resident 86's oxygen to the
lowest rate possible batween 1050 and 1604 hours, while
maintaining Residenis 86's oxygen saturation level at

92 % or greater. RN 5 stated Resident 86's physician
should have been informed if Resident 86 required
continuous oxygen at a rate of six liters per minute

via nasal cannula, to maintain an oxygen saturation

level of 92 % or greatar. RN & stated she would inform
Resident 86's physician and seek clartfication specific

to Resldent 86's oxygen therapy order.

Cross reference to FB56.

3.0n 7/15/25 at 0804 hours and 7/17/25 at 1031 hours,
Resident 69 was observed in bed with the oxygen at two

0695
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oxygen tubing was observed touching the floor.

Medical record review for Resident 69 was initiated on
7/16/25, Resident 69 was admitted to the facility on
TITI25.

Reviewsd of Rasident 69's Order Summary Report dated
7H17/25, showed a physician's order dated 7/16/25, to
administer oxygen via nasal cannula at 2 te 4 liters

per minute.

On 7/17/25 at 1031 hours, an obsarvation and concurrent
interview for Resident 69 was conducted with LVN 4. LVN
4 verified Resident 89's oxygen tubing was touchihg the
floor. LVN 4 stated the oxygan tubing should not be
touching the floor,

On 71725 at 1101 hours, an interview for Resident 69
was conducted with the DON. The DON was informed and
verified the findings.

4, 0n 7/15/25 at 0911 hours, during the initial tour of
tha facllity, Resident 80 was observed in bed awake.
Resident 80 was observed with oxygen at three liters
per minute via nasal cannula and the oxygen tubing was
unlabeled and undated.

Medicat record review for Resident 80 was initiated on
7/16/25, Resident 80 was admitted to the facility on
7/19/18.

Review of Resident 80's Order Summary Report dated
717125, showed a physiclan's order dated 7/16/25, to
administer oxygen via nasal cannula at 2 to 5 liters
per minute.

ON 7/17/25 at 1045 hours, an observation and concurrent
interview for Resident 80 was conducted with LVN 3. LVN
3 was asked about Resident 80's use of the oxygen via
nasal cannula. LVN 3 verified and acknowledged the
oxygen tubing was unlabeled and undated. LVN 3 stated
the night shift nurse changed tha oxygan tubing once a
week svery Sunday and usually labelad and dated the
oxygen tubing.

On 7/17/26 at 1112 hours, an interview for Resident 80
was conducted with the DON. The DON was infermad and
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88=D verified the findings.

5. On 7/15/25 at 1006 hours, during the: initial tour of
the facility, Resident 104 stated she was using the
nebulizer machine at baside when she needed it due to
her breathing problem. Resident 104's nebulizer mask
was observed on top of the nebulizer machine undated.

Medical racord raview for Resident 104 was initiated on
7117125, Resident 104 was admitted to the facility on
712/25.

Review of Resident 104's physician's order dated
3/24/24, o administer ipratropium-atbuterol solution
{inhaler medication) 0.5 to 2.5 mg/3 ml via inhalation
orally every six hours for shoriness of breath for 14
days. However, the physician's order for breathing
treatment was discontinued 4/1/25,

On 7/21/25 at 1330 hours, an interview and concusrent
medical record review for Resident 104 was conducted
with LVN 5. When LVN 5 was asked about Resident 104's
breathing treatment, LVN 5 verified Resident 104 was
receiving a breathing treatment. LVN 5 then accessed

the resident's electronic medical record when LVN 5 was
asked about the medication for the breathing treatment.
LVN 5 verified and acknowledged the breathing treatment
via nebulizer was discontinued on 4/1/25.LVN 5

verified the nebulizer machine was at the bedside and

the nebulizer tubing was placad on top of tha nebulizer
machine. LVN & stated the nebulizer machine should have
been removed and cleaned when the physician's order for
breathing treatment was discontinued. LVN 5 stated the
nebulizer tubing and mask should havae baen placed on
the clear plastic bag when not in use.

On 7/23/25 at 1528 hours, an inferview for Resident 104
was conducted with the DON. The DON was informad and
verified the findings.

Cross reference to FE57.

6. Review of the BiPAP AirCurve 10 VAUTO S ST user
guide manual showed the ResMed AirCurve 10 VAUTO,
AirCurve 10 S and AirCurve 10 ST are bilevel positive
airway pressure devices. Under the About your device
section showed: 1. Air outlet 2. Alr filter cover 3.
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§8=D Power inlet 4. Serial number and device number 5. Waler

tub 8. Screen 7. Adapter cover 8. SD card cover. Selup.
Caution. Do not overfill the water tub as water may
enter the device and air tubing. 1. Place the device on

a slable level surface. 2. Plug the power connector

into the rear of the device. Connect one end of the
power cord into the power supply unit and the other end
into the powar outlet. 3. Connect the air tubing firmly

{o the air outlet located on the rear of the device. 4.
Open the water tub and fill it with distilled water up

to the maximum water level mark. Do not fill the water
fub with hot water. 5. Close the water tub and insert

it into the side of the device. 8. Connect the free snd

of the air tubing firmly onto the assembled mask.
Caring for your device. It Is important that you

regularly clean your AirCurve 10 device to make sure
you receive aptimal therapy... Regularly ctean your
tubing assembly, water tub and mask to receive optimal
therapy and to prevent growth of germs that can
adversely affect your health. The website of ResMad
AirCurve 10 VAUTO 8 ST, www.resmed.com, showed It is
generally recommended to clean the BIPAP mask daily to
maintain its quality and prevent the growth of germs
that could adversely affect your health. Disassemble
the mask components and clean them gently with warm
water and mild soap each day. Regularly cleaning is
vital to ensure effective therapy and comfort during

use.

On 7/15/25 at 1143 hours, during the initial tour of

the facility, Resident 54 was observed with a BiPAP
machine, tubing and mask by his bedside table, Resident
54's BIPAP tubing and mask were observed in a clear bag
labsled with Resident 53's name and dated with 6/29/25.

Medical record review was for Resident 54 was initiated
on 7/15/25. Resident 54 was admitted to the facility on
411625, and readmitted on 5/27/25.

Review Rasident 54’s Order Summary Repori showed a
physician's order dated 5/25/25, for the BiPAP use
every evening and night shift monltoring of mask
placement.

Review of Resident 54's MAR for June 2025 showed the
BiPAP was administered from June 1 through June 30
2025. However, there was no specific documentation to
show Resident 54's BIPAP machins, fubing, and mask were
cleanad.
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Review of Resident 54's TAR and Respiratory
Administration Record (RESP) did not show specific
documentation when Resident 54's BiPAP machine, tubing,
and mask were cleaned.

Review of Resident 54's Respiratory Therapist record

log on the SNF BIPAP monthly changes (changes are to be
done as needsd when soiled or malfunctloning) showed
the following:

- Gircuit (First Monday) showed the dates for 5/29, .
6/2, NIA, 7/1/25 and N/A; i

- Mask (First Monday) showed the dates for 5/29, 6/2,
N/A, 77125 and N/A,;

- Bactarial Fllter (First and Third Monday) showed the
dates for £/29, 6/2, 6/16, 71, and 7/15/25; and

- Air Filter (Six Months) showed the dates for 5/29/28,
NA, NIA, NZA, and N/A.

On 7/15/25 at 0922 hours, an observation, interview,

and concurrent medical record review on Rasident 54 was
sonducted with LVN 2, LVN 2 was asked who was
responsible for checking and cleaning Resident 54's
BIPAP machine, tubing, and mask. LVN 2 stated for
Resident 54, the Respiratory Therapists ware

responsibla for cleaning and chacking Rasident 54's
BiPAP machine, tubing, and mask. LVN 2 was informed
Resident 54's BiPAP tubing and mask were plaged ina
clear bag dated 6/29/25. LVN 2 checked and verified the
BIPAP tubing and mask were stored in a clear bag datad
6/29/26. LVN 2 was also asked if she could show any
documentation on the resident's elecironic medical
record when Resident 54's BIPAP machine, tublng
assembly and-mask were last cleaned. LVN 2 verified she
was not able to find documentation on the resident's
electronic medical record, however would reach out to
Resident 54's RT If there was a separate record log for
the cleaning.

Cn 7/15/25 at 1202 hours, an observation and a
concurrent interview was conducted with RT 1. RT 1
verified Resident 54's BiFAP tubing and mask were
stored |n a clear bag dated 6/29/25. Whan RT 1 was
asked if he was assigned to Resident 54 and the process
on cleaning Resident 54's BIPAP machine, tubing, and
mask, RT 1 stated he was assigned to Resident 54 and
Resident 54's BiPAP machine, tubing, and mask were
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85=D cleanad monthly. RT 1 was also asked to provide a copy

of Resident 54's ResMED AirCurve 10 VAUTO S ST user
guide manual and to show documentation in the
resident's electronic medical record when Resident 54's
BIPAP machine, tubing, and mask were cleaned. RT 1
stated he would provide a copy of Resident 54's BIPAP
user guide manuai and show the documentation whan
Resident 54's BIPAR machine, tubing, and mask were last
cleaned.

On 7/18/25 at 0912 hours, an interview and a concurrent
medical record review was conducted with the RT 1. RT 1
verified Resident 54's MAR for June 2025 showed
Resident 64 was administered breathing/ventilation
treatmant using Resident 54's BiPAP machina, tubing,
and mask fram June 1 through June 30, for the evening
and night shift. RT 1 was asked to show specific
documentation showing Resident 54's BiPAP tubing
assembly, water tub, and mask were cleanad regulatly to
receive optimal therapy and prevent the growth of germs
as instructed by Resident 54's BiPAP user guide manual.
RT 1 showed the SNF BiPAP monthly changes record log;
however, there was no spacification on when Resident
54's BIPAP fubing assembly, water tub, and mask were
cleaned. RT 1 further verified the BiPAP equipment
cleaning should have been documented.

On 7/23/25 at 1124 hours, an interview was conducted
with the Administrator, Adminlstrator Assistant, and

PON. The Administrator, Administrator Assistant, and

DON were informed and acknowledged the above findings.

7.0n 7115125 at 1035 hours, during the initial iour of
the facility, Rasident 36 was observed lying in bed and
raceiving oxygen at 3.5 liters par minute via nasal
cannula, which was attached to the oxygen machine
concentrator.

Madical record review for Resident 36 was initiated on
71525, Resident 36 was admiited to the facility on
4/27/19, and readmitted on 5/3/19.

Review of Resident 36’s H&P examination dated 9/3/24,
showed Resident 36 had no capacity to understand and
make decislons.

Review of Resident 36's Order Summary Report for July
2025 showed a physician's order dated 5/30/25, to
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Continued from page &1
administer oxygen at two liters per minute via nasal
cannula every shift for low oxygen saturation levels.

On 7M6/25 at 1614 hours, an observation, interview,

and concurrent medical record review was conducted with
LVN 7. LVN 7 verified Resident 36's oxygen machine
concentrator was set at 3.5 liters per minute and the
physician's order for the resident's oxygen was to be
administered at two liters par minute every shift. LVN

7 acknowledged the findings and stated the facility

staff should follow the physician’s order for the

oxygen administration for Resident 36.

On 7/21/25 at 1554 hours, an interview and concurrant
medical record revisw was conducted with the ADON. The
ADON was informed of the above findings and stated the
physician's order for oxygen administration should have
been followed.

8. On 7/15/25 at 1513 hours, during the initial tour of
the facility, Residant 122 was obsarved lying in bed

and asleep with eyes closed. There was no oxygen
slgnage nor oxygen concentrator in the resident's room.

Medical record review for Resident 122 was initiated on
7/16/25. Resident 122 was admitted to the facility on
4/30/25.

Review of Resident 122's H&P examination dated 5/2/25,
showed Resident 122 had the capacity to understand and
make decisions.

Review of Resident 122's Order Summary Report for July
2025 showed a physictan's order dated 4/30/25, to
administer oxygen at 2-3 liters per minute via nasal
cannula, may titrate oxygen to maintain oxygen

saturation lavels greater than or equal to 91% every

shift.

On 7/16/25 at 1600 hours, an observation and concurrent
interview was conducted with Resident 122. Resident 122
stated she had not used oxygen for awhile in the past

two to three months.

On 7/16/25 at 1604 hours, an observation, interview,
and concurrent madical record review was conducted with

FOB95
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38=D LVN 15. LVN 15 verified Resident 122 had a physician's . . .
order for oxygen to be administered at 2-3 liters per 1. The corrective action(s) accomplished for the
minute every shift and was discontinued on 7/16/25 at residents found fo have been affected by the
1124 hours. deficient practice:
Resident & was affected by this deficient practice.
On 7/22/25 at 1526 hours, an interview and concurrent Immediately on 7/23/2025, RN Supervisor assessed
medical rec9rd review was conductled ‘with the ADON. The Resident 9's dialysis access site and found 1o be in
ADKON ‘;’ZS '”c‘mmedh"f the ?bo"z f’"fdmgs and . working order with no issue neted--bruit and thrill
acknowledged the pnysiclan's arder 1o oxygen was 1o were present on assessment. Resident's & plan of
administered 2-3 liters per minute every shift for dated by RN rvisor to make sure
Resident 122. The ADON stated the physician’s order for g.afle was upda e't Y bs“.lpa l nift
continuous oxygen administration should have baan ialysts access sita was baing assess avery shitt.
followed or discentinued when oxygen was not used. . .
On 7/23/2025, DON provided 1:1 education to LVN 8
F0698 Dialysis Fosog | about facility policy and procedure for assessing
SS=p dialysis access site and to make sure it was being

CFR(s): 483.25(1)
§483.25()) Dialysis.

The facility must ensure that residents who require
dialysis receive such services, consistent with
professional standards of practice, the comprehensive
person-centered care plan, and the residsnts' goals and
preferences.

This REQUIREMENT is NOT MET as evidenced by:

Basad on interview, medical record review, and facility
PAP raview, the facility failed to ensure dialysis care
was provided for one of 35 final sampled residents
{Resident 9).

* The facility falled to assess Resident 9's dialysis
access site (AV shunt) for a bruit and thrill avery

shift in accordance with the facility’s P&P. This

failure had the potential for the facility staff

failing to identfify impalted functionality of Resident

9's AV shunt, and posed the risk for negative health
cutcomes in the event Resident 9's dialysis access site
was to bacome inoperable,

Findings:

Review of the facllity’s P&P titled hemodialysis

revised 6/6/23, showed the nurse will ensura that the
dialysis access site (e.g. AV shunt or graft) is

chacked before and after dialysis treatments and every
shift for patency by auscultating for a bruit and
palpating for a thrill, if absent, the nurse will
immediately notify the attending physiclan, dialysis
facility and/or nephrologist.

documented in resident's medical record.

2, 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 dialysis resident were potentially affected by this
deficient practice. RN supervisor and Unit managers
reviewed all dialysis residents and found no other
issue noted.

On 8/5/2025-8/8/2025, DON in-serviced all Licensed
nurses about facility policy and procedure for
assessing dialysis access site and making sure it
was being assess every shift and as needed for
functionality and any issue should be reported to
primary physician.

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficient practice does not recur:

DON or designee will oversee this process. RN
supervisor or designee will review all new dialysis
resident to make sure dialysis access site is being
assess every shift, IDT feam will review during
clinical meeting to make sure plan of care was being
followed. Medical record will audit care plan and
MAR for assessing dialysis access site, any non-
compliance will ba reported to the DON x 3 months.
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_ corrective actions and sustain compliance;
ss=D Integrate QA Process:
Medical record review for Resident 9 was initiated on
715/25. Resident 9 was admitted to the faclilty on The DOwill monitor the effectivenass of the process
1122125, and report to the Administrator. Any findings will be
presented to the Monthly GA&A meeting. The Plan of
Carrection was presented at the Quality Assurance
Review of Resident 9's physician's order dated (QA&A) committes meeting on 08/14/2025, Ongoing
12/23/24, showed an order for hemodialysis on Tuesday, findings from audits will ba reported to the QAPYQAA
Thursday, and Saturday. monthly meetings for at least three months
Further review of Resident 9's medical record failed to Corrective action completion date:
show documentation Resident 9's dialysis access site 8/23/2025
was assessed svery shift during the month of June 2025
and from 7/1 through 7/17/25.
On 7/23/25 at 1024 hours, an interview was conducted FO755
with LVN 8. LVN 8 stated Resident 9 had hemodialysis on
Tuesday, Thursday, and Saturdays. VN 8 stated Resident 1. The corrective action(s) accomplished for the
9's dialysis access site consisted of a left upper arm residents found to have been affected by the
AV shunt. L\VN 8 was asked about the facility's process deficlent practice:
for assessing Resident 9's dialysis access site. LVN 8
State.d on Resident 9's dialysis days, tr.'e f?"""Y . Resident 9 was affected by this deficient practice.
nursing staff would assess Resident 9's dialysis site \ . e
for a bruit and thrill and document tha assessment on Immedlslltely on 7_'{23/ 2025, RN SUp?rV'sor Clar',ﬂed
the facilily's Dialysis Communication Form. resident's 9 medication admmlstrat_lon ord_ar vylth
' primary physician to administer daily medication,
scheduled in moring, after resident returned from
On 7/23/25 at 1106 hours, an interview and concurrent dialysis.
medical record review was conducted with the DON. The
DON stated in accordance with the facility’s P&, All residents recsiving narcotic medication in cart A,
Resident 9's dialysis access site sheuld have been B and C were affected by this deficient practice.
assessed for the bruit and thrill every shift to ensure Immediately on 7/17/2025, Unit manager and
functionality, rather than only being assessed on Licensed nurse in charge of the Cart A, B and C
dialysis days. The DON varified Residentlg’s me'dical reviewed narcotic logs to make sure all narcotics
record falled to show documentation Resident 9's were accounted for and narcotic log sheet was being
dialysis access site was assessed every shift during . . . .
the month of June 2025 and from 7/1 through 7H7/25. signed by incoming and outgoing nurses.
Fo755 Pharmacy Srves/Procedures/Pharmacist/Records Fo7s5 |2 How the facility will identify other residents
s5=D having the potential to be affected by the same
CFR(s): 483.45(a)(b)(1)-(3) deficient practice and what corrective action will
be taken.
§483.45 Pharmacy Services
All residents were potentially affected by this deficient
The facility must provide routine and emergency drugs practice. RN supervisor and Unit manager reviewed
and biologicals to its residents, or obtain them under all dialysis residents and found no other issue with
an agresment described in §483.70(f). The facility may medication administration during dialysis days. Unit
permit unlicensed personnel to administer drugs If manager reviewed all narcotic logs and found no
State law permits, but only under the general othar issue on ather carts
supervision of a licensed nurse. ;
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FO765 | Continusd from page 54 FO755 | On 8/6/2025-8/8/2025, DON in-serviced all licensed | 8/23/2025
88 =D . nurses about facility pelicy and procedure for
§483.45(a) Procedures. A facility must provide administration of medication to resident during their
pharmaceutical services (including procedures that dialysis treatment days. DON emphasize on
assure the accurate acquiring, relceiving, dispensing, clarifying with resident's primary physician any
and administering of all drugs and biologicals) to meat madication administration order that will be conflicted
the needs of each resident. with resident's dialysis treatment time and to make
sure to update plan of care. DON also in-serviced all
§483.45(b) Service Consultation. The facility must llcensgd nurse f‘l_bo,l"t pt_)llcy a_nd procgdure of -
employ or obtain the sarviges of a licensed pharmacist narcotic reconciliation, including making sure signing
who- tha narcotic log shaet for incoming and outgoing
nurse, and its importance to prevent narcotic
diversion,
§483.45(b)(1) Provides consultation on all aspects of
the provision of pharmacy services in the facility. 3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficient practice does not recur:
§483.45(b}(2) Establishes a system of records of
raceipt and disposition of all controlled drugs in DON or designee will oversee this process. RN
sufficient detail to enable an accurate reconciliation; supervisor or desighee will review all new dialysis
and resident to make sure all their medication
administration time does not conflicts with their
§483.45(b)(3) Determines that drug records are in order dialysis treatment schedule, and if it does, it will be
and that an account of all controlled drugs is clarified with primary physician immediately and
maintained and periodically reconciled. update plan of care. IDT will review during clinical
meeting (M-F) to make sure plan of care was being
This REQUIREMENT is NOT MET as evidenced by: followed. Medical record will audit orders and MAR
for non-compliance and will report to DON x 3
Based on observation, interview, medical record review, months.
facility document review, and facility P&P review, the
facility failed to provide the pharmacy services in Unit manager or designee will review narcotic log
?C?ﬁrqagcgpwfuh the p';ysilc'a“;:l Or?ezsRa”% thi’ 9) sheet daily x 4 weeks, then weekly thereafter. Any
acilily' s OF oNe Ot SIX rasidents (esiaen T . . .
reviewed for unnecessary medlcations and three of four noncompliance with narcotic log sheet wil be
medication carts observed, ' reported to the DON.
* The facility failed to ensure Resident 9's scheduled 4. Facility plans to monitor effectiveness of the
marning medications were administered after Resident 9 cotrective actions and sustain compliance;
had returned to the facllity from his dialysis Integrate QA Process:
appointmant.
The DON will monitor the effectiveness of the _
* The fagility failed to ensure the narcotic log sheels process and report to the Administrator. Any findings
were signed by the licensed nurses during the will be presented to the Monthly QA&A mesting. The
controlled medication reconciliation for Medication Plan of Correction was presented at the Quality
Carts A, B, and C. Assurance (QA&A) committee meeting on
These fallures had the potential for negalive health 08/14/2025. Ongoing findings from audlt§ will be
cutcomes and posead the risk for diversion of controlled reported to the QAPIQAA monthly meetings for at
medlcations. ) least three months
Findings: Corrective action completion date:
8/23/2025
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Review of the facility’s P&F titled Medication
Adrinistration revised 12/19/22, showed the medications
are administered by licensed nurses, or other staff who
are legally authorized to do so in this state, as order

by the physician and in accordance with professional
standards of practice. Administer meadications within 60
minutes prior or after scheduled time unless otherwise
ordered by the physician.

1. Medical record review for Resident 9 was initiated
on 7/15/25. Resident 9 was admitted to the facility on
1/22i25.

Review of Resident &'s physiclan’s order dated .
12/23/24, showed an order for hemodialysis on Tuesday,
Thursday, and Saturday.

Review of Resident 9's Order Summary Report dated
7/23/25, showed the following medications were ordered
to be administerad on 7/8/25 at 0200 hours: .

- calcium acetate (phosphate binder medication} 867 mg
eraliy for end stage renal disease;

- docusate sodium (stool softener) 100 mg orally for
bowel management;

- Eliquis {anticoagulant medication) 2.5 mg orally for
DVT prophylaxis;

- gscitalopram oxalate {antidepressant medication) 26
mg orally for depression;

- gabapentin (nauropathic pain medication) 300 mg
orally for nauropathy;

- glipizide (diabetes medication) 5 mg orally for
diabetes mellitus;

- Rena-Vite (B-complex vitamin & folic acid} one tablet
orally for supplement; and

- sevelamer (phosphate binder medication} 800 mg orally
for hyperphosphatemia.

Reviaw of Resldent 9's MAR dated July 2025 showed
documentation the above listed medications ware not
administered on 7/8/25 at 0900 hours, in accordance
with the physician's order and the facility's P&P.

FO755
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Review of Resident 9's Dialysis Communication Form
dated 7/8/25, showed Resident 9 had returned to the
facility from his dialysis appointment on 7/8/25 at
0940 hours.

On 7/23/25 at 1024 hours, an interview and concurrent
medical record review was conducted with LVN 8. LVN 8
reviewed Resident 9's Dialysis Communication Form dated
7/8/25, and verified Resident 9 returned to the

facility from his dialysis appointment on 7/8/25 at

0940 hours. LVN 8 then reviewed Resident ¢'s MAR dated
7/8/25, and verified the documentation which showed the
above listed medications were not administered on

7/8/25 at 0900 hours, as crdered by Resident 9's
physician, LVN 8 stated In accordance with the

facility's P& for medication administration, when
Resident 9 returned to the facillty from his dialysis
appoiniment on 7/8/25 at 0940 hours, Resident 9's
scheduled 0900 hours medications should have been
administered as ordared by the physician.

2.a. Review of the facllity's P&P titled Controlled
Substanca Administration & Accountability revisad
6/5/23, showed it is the policy of this faclity to

promote safe, high-guality care, compliant with state
and federal regulations regarding monitoring the use of
conirolled substance. This facility will have

safeguards in place In order to prevent loss, diversion
or accidental exposure. Under Policy Explanation and
Compliance Guidelines, for areas without autormated
dispensing sysfems, two licansed nurses account for all
contralled substances and access keys at the end of
each shift.

Review. of Madication Cart C's Narcolic Loghook showed
multiple missing licensed nurses' signaturas on the
following days and shifts:

- for the cutgoing licensed nurse on 6/12/25, for the 7
am - 7 pm shift;

- for the outgoing licensed nurse on 6/17/25, for the 7
am - 7 pm shift; and

- for the oulgoing and incoming licensed nurses on

7/11/25, for the 7 am - 7 pm shift.

On 7/17/25 at 0915 hours, an interview and concurrent
fagility document review was conducted with RN 4. RN 4

FD755
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Continued from page 57

verified multiple licensed nurses’ signatures were

missing in the Narcotic Logbook. RN 4 stated the

licensad nurges must make sure the logbocks wers signed
by two licensed nurses during the outgoing and incoming
shifts, to ensure the narcotic medications were

accounied for the day.

b. Review of Madication Cart A's Nargotic Loghook
showed multipla missing licensed nurses’ sighatures on
the following days and shifts:

- for the incoming licensed nurse on 6/15/25, for the
11-7 shift;

- for the incoming licensad nurse on 6/27/285, for the
3-11 shift;

- for the outgoing licensed nurse on 6/27/25, for the
11-7 shift; and ’

- for the cutgoing licensed nurse on 6/30/25, for the
7-3 shift,

On 7/17/25 at 1025 hours, an interview and concurrent
facility document review was conducted with LVN 10. LVN
10 verified the missing licensed nurses’ signatures on

the above dates and shifts on the Narcotic Logbook.

c. Review of Medication Cart B's Narcotic Loghook
showad multipie missing licensed nurses’ signatures on
the following days and shifts:

- for the incoming licensed nurse on 4/29/25, for the
7-3 shift; and

- for the outgoing licensed nurse an 4/29/25, for the
3-11 shift.

\

On 7/17/25 at 1042 hours, an interview and concurrent
facility document review was conducted with LVN 8. LVN
8 verified the missing licensad nurses’ signatures on

the Narcotic Logbook.

On 7/23/25 at 1125 hours, an intervisw and concurrent
facility document review was conducted with DON. The
DON verifled the above findings. The DON stated the
licensed nurses should have signed the Narcotic Loghook
to ensure the controlled madications were accounted for
when thay came and/or |eft work. '

FO755
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CFR(s): 483.45(g)h){1)(2)
§483.48(g} Labeling of Drugs and Biclogicals

Drugs and biologicals used in the facility must be
fabeled in accordanca with currently accepted
professicnal principles, and include the appropriate
accessory and cautionary Instructions, and the
expiration date when applicable.

§483.45(h) Storage of Drugs and Biologicals

§483.45(h)(1) In accordance with State and Federal
laws, the facility must store ali drugs and biclogicals

in locked compartments under proper temperature
controts, and permit only authorized persannel to have
access 1o the keys.

§483.45(h)(2) The facility must provide separatsly

locked, permanently affixed compartments for storage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and Control Act of
1976 and other drugs subject to abuse, except when the
facility uses single unit package drug disiribution

systams in which the quantity stored is minimal and a
missing dose can be readily detected,

This' REQUIREMENT is NOT MET as evidenced by

Based on observation, interview, medical record review,
and facility P&P reviaw, the facility failad fo provide

the necassary pharmacy services to ensure the proper
storage and labeling of the tesidents' medications, for
one of four medication rooms, two of eight medication
carts, and ona of 35 final sampled residents (Resident
1) and one nonsampled resident {Resident 171).

* Residant 171's olanzapine {antipsychotic madication)
medication bottle was labeled with the incorvect
administration time.

* The physician’s order for ferrous sulfate liquid and
the ferrous sulfate liquid supplement medication bottle
label falled to show the prescribed dose to be
administerad to Resident 171,

* The facillty failed to ensure the orally administered
madications were kept separate from externally used
medicaticns, e.g., aye drops and suppositories

residents found to have been affected by the
deficient practice:

Resident 1 and resident 171 were affected by this
deficient practice.

Resident 1 is currently not in the facility.

On 7/21/2025 and 7/24/2025, Unit manger clarified
Medlication order for resident 171 of Olanzapine and
Ferrcus sulfate with primary physician and nofified
pharmacy for correct medication label.

All residents were affected by facility failure to
separate oral medication vs external use medication
in the medication room and medication cart.
Immediatsly on 7/16/2025, RN supervisor and
Charge nurse organized the storage to make sure
there is a separation between oral medication and
external use medication.

On 7/17/2025, RN 4 removed the insulin that was
opened for more than 28 days per facility P&P, and
re-ordered the medication.

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

All residents were potentially affected by this deficient
practice. On 8/4/2025, DON and Unit mangers review

all 10 random resident o make sure all medication
label and order was corract and found no other issue.
On 7/24/2025, Unit manager and RN supetvisor
checked all medication cart and medication storage
to make sure there is a separation between oral
medication and eternal use medication such as
suppositories, eye drops, etc. and found no other
issues.

On 8/5/2025-8/8/2025, DON in-serviced all licensed
nurses about facility P&P for Madication label
management and storage, in particular physician
order and medication label is matching. DON also
emphasize on storage and separation of oral
medication and externally use medications and its
importance to prevent cross contamination,

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
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Eersb Label/Store Drugs and Biologicals FO761
s8=D 1. The corrective action(s) accomplished for the
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F0761 Continued from page 59 Fo7e1 | DON also in-serviced licensed nurse about facility 8/23/2025
88=D {medication given, Inserted rectally or vaginally). P&P for medication at bedside and making sure to
check new admission and readmission for any
* The facility failed to ensure the opened insulin medication when they arrived from acute care and
{madicatlon to lower down blood sugar level) pen or the importance of reconciling all their medications
vial labeled with an open date mora than 28 days was with the resident or responsible party.

immediately removed from the medication cart,
3. Measures that will be put into place or
systematic change the facility will make to ensure
that the deficient practice does not recur:

* One opened botlle of Remedy Anti-fungal Powder (used
to treat common fungal infections) was observed on
Rasident 1's bedside table. However, Resident 1 did not
have a physician's order for the Remady Anti-fungal
Powder,

DON or designee will oversee this process. RN
supervisor or designee will review all new admission
and readmission order and verify order with

These failures had the potential to result in
medication administration errors, potential for

the potential to negatively impact the residents’

medication to lose stability and effectiveness, and had

physician, charge nurse will make sure all medication
labat from pharmacy is matching current physician
order and notify pharmacy for any discrepancy. IDT
will review All admission during clinical meeting (M-F)

well-belng. to make sure all plan of care is in placed and all
- orders were verified.

Findings:
Unit managers or designee will do daily medication
storage check x 4 weeks and weekly thereafter to

Review of the facility’s P&P titled Labeling of =
make sure all oral medication and external use

Medications and Biologicals revised 12/19/22, showed

all the medications used in the facility will bs medication were stored separately. Any non-
labeled in accordance with current state and federal compliance will be reported to DON.

regulations to facilitate consideration of pracautions

and safe administration of medications. Department heads and designee will do daily room

rounds to check for any medication at bedside and
address any issue immediately and report to morning
1. Medlical record review for Resident 171 was initiated meeting X 3 months.

on 7/15/25, Resident 171 was admitted to the facility
on 2/17i25.

4. Facility plans fo monitor effectiveness of the
corrective actions and sustain compliance;

Review of Resident 171's physician’s order dated Integrate QA Process:

7110425, showaed to administer olanzapine zydis 5 mg

orally at noon for psychosis manlifested by auditory The DON will monitor the eﬁeqtlyeness of the

hallucinations, aggressive behavior, and pulling on the process and report to the Administrator. Any findings

GT. will be presented to the Monthly QA&A meeting. The
Plan of Correction was presented at the Quality
Assurance (QA&A) committee meesting on

On 7/21/25 at 1030 hours, an inspection of Medication 08/14/2025. Ongoing findings from audits will be

Gart D was conducted with LVN 8. Madication Cart D reported to the QAPI/QAA monthly meetings for at

contained Resident 171's olanzapine madication. The least three months

label affixed to Resldent 171's medication bottle, i
which contained Resident 171’s olanzapine zydis 5 mg : : : .
tablets, showed to give one tablet by mouth in the gfgg,%cggg action completion date:
morning (however, the physician's order showed to
administer at noon) for psychosis manifested by
auditory hallucinations, aggressive behavior, and
pulling on the GT. LVN 8 verified the label was
JInaccurate as Resident 171's physician ordered the
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FG761 Continued from page 60
88=D olanzapine zydis 5 mg tablet to be administered at
noon.

2. Review of Resident 171's physician’s order dated
43125, showed to administer ferrous sulfate liquid

for supplement.

Resident 171's farrous sulfate liquid solution. LVN &
was asked the dose of the ferrous sulfate liquid

stale the total dose (in mg) she administered to
Resident 171. LVN 8 then varified Resident 171's
physician's order for ferrous sulfate liguid solution
and the ferrous sulfate supplement kotlle label faited

Resident 171.
3. Review of the facility's P&P titled Medication

Storage, revised date 12/19/22, showed in part, itis
the policy of this facllity to ensure all the

proper sanitation, temperaturs, light ventilation,
moisture control, segregaiion, and security. Under

stored separately from other formulations (i.e., eye
drops, ear drops injectables). External Products:
disinfectants and drugs for external use are stored
separately from Internal and injectable medications.

upper shelf attached to the wall:
- four boxes of Pure Genlle Enaima Saline l.axative;
- iwo boxes of hemorrhoidal suppositories;

- one box of Stye sterile lubricant aye ointment; and

solution 220 mg/5 ml, glve 7.5 ml via GT one time a day

On 7/21/25 at 0839 hours, a medication administration
observation, intarview, and concurrent medical record
review was conducted with LVN 8. LVN 8 was observed
preparing and administering Resident 171's prescribed
morning medications. LVN 8 preparad and administered

solution she administered to Resident 171. LVN 8 stated
she administered 7.5 ml. However, LVN 8 was unable to

to show the prescribed total dose to be administered to

medications housed in our premises will be stored in
tha pharmacy and/or medicatlon rooms according to the
manufacturer's recommendations and sufiicient to ensure

Policy Explanation and Compliance Guidelines, internal
produsts: Medications to be administered by mouth are

On 7/16/25 at 1520 hours, an inspection of Medication
Room A and concurrent interview was conducted with LVN
7. The following was observed stored togsether on the

FO761
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- multiple bottles of oralf tablet madications.

LVN 7 verified the above findings.

On 7/16/24 at 1555 hours, an observation and concurrent
interview was conducted with DON. The DON verified the
three different routes of medications were stored

togethar in one shelf. The DON stated the madications
should be separated by compartments.

4, Review of the facility's P&P titled Labeling of
Medications and Biolcgicals revised 12/19/22, showed in
part, all the madications and biologicals used in the
facility will be labeled in accordance with current

state and federal regulations to facilitate

conslderation of precautions and safe administration of
medications. Biclogicals are made from a variety of
natural scurces and are used to treat, prevent, and
diagnose diseases and medical conditions. They may
include a wide range of products such as vaccines,
blood and blood components, allergenics, somatic cells,
gene therapy, tissues and racombinant therapeutic
prateins. Labels for mulli-use vials must include all
opened or accassed vials should be discarded within 28
days unless the manufacturer specifies a different
(shorter or longer} date for that openad vial.

On 7/17/25 at 0915 hours, an Inspaction of Medication
Cart C and concurrent interview was conducted with RN
4. The following was observed:

- one opaned vial of lispro insulin 100 w/ml (type of
insulin injected to lower the bload sugar levsl}

labeled wlth an opened data of 6/18/25, which is more
than 28 days, per facility's P&P. RN 4 verifled the
finding and stated the insulin should have been
discarded on 7/16/25, and a new vial should have been
orderad.

5. Review of the facility's P&P titled Medication
Storage, revised 12/19/22, showed all drugs and
biologicals will be stored in locked compartmants (such
as madicatlon carts, cabinets, drawers, raftigerators,
medicatlon rooms) under proper temperature controls,

Meadical record review for Resident 1 was initlatad on
7/15/25. Resident 1 was admiited to the facility on
6/23/25, and readmitted on 6/29/25.
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Review of Resident 1's H&P examinafion dated 6/30/25,
showed Resident 1 had the capacity to understand and
make decisions,

Review of Resident 1's Order Summary Report on 7/15/25,
showed no documented evidence the resident had a
physician's order for the Remeady Anti-fungal Powder
medication.

On 7/15/25 at 1147 hours, an observation and concurrent
interview was conducted with Resident 1 inside the
resident’s room. One opened boltle of Remady
Anti-fungal Powder was observed on Resident 1s bedside !
{able, When Resident 1 was asked if the nursing staff :
applisd the powder on her, Resident 1 verified the :
nursing staff had applied the antifungal powder before.
Resident 1 stated the antifungal powder was applied on FoBO3
| her under breasts and abdomen.
1. The corrective action(s) accomplished for the
residents found to have been affected by the 8/23/2025
On 7/15/25 at 1201 hours, an observation, Interview, deficient practice:
and concurrent medical record review was conducted with
LVN 1 inside Resident 1's room. LVN 1 verified the

above findings. LVN 1 verifled the boitls of Remady Resident 93 was affected by this deficient practice.

Immaeadiately on 7/15/2025, RN supervisor assessed

Anti-fungal Powder was opened. LVN 1 also verified : R R
there was no physiclan's ordar for the antifungal anq observed resident for any adverse reaction and
na issue was noted. |

powder. LVN 1 statad the madications needad a i
physician's order prior to administering the medication

and the nursing staff would contact the physician for On 7/15/2025, Registered Dietitian in-serviced all
an order. dietary staff about P&P for therapeutic diet and
making sure all residents diet slip was being
followed.
On 7/23/25 at 1125 hours, an interview was conducted =
with the Administrator, Administrator Assistant, and : 2. How the facility will identify other residents :
DON. The DON stated the anifungal powder was having the potential to be affected by the same
considered a medication and should have a physiclan’s deficient practice and what corrective action will

order. The DON stated the nursing staff obtained a
physician’s order and the resident now had orders for

the antifungal powder. The Administrator, Administrator
Assistant, and DON ware informed and acknowledged the
above findings.

he taken. ,

All residents receiving consistent carbohydrate diet
ware potentially affected by this deficient practice.
On 7/15/2025, RD and Dietary supervisor audited all
FO80S Therapeutic Diet Prescribed by Physician Fosos | resident receiving Consistent carbohydrate diet and i
88=D found no other issue noted.

CFR(s}): 483.80{e)(1)(2)

On 7/256/2025, RD and Dietary supervisor

§483.60(e) Therapeutlc Diets implemented new process of putting label for all
: . dessert appropriate for resident with consistant
§483.60(e)(1) Therapeutlc diets must be prescribed by carbohydrate dist order to make it easier for floor

the altending physican. staff to recognize and address the issue if resident

received inappropriate meal.
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85=D supervisor in-serviced all Distary staff, and Nursing
§483.60(e)(2) The attending physician may delegate to a department regarding P&P for therapeutic diet and
registered or licensad diatitian the task of tha implementation of new process for recognizing
preseribing a residant's dist, including a therapeutic dessert for resident with consistent carbohydrate diet
diet, to the extent allowed by State law. order.
This REQUIREMENT is NOT MET as evidenced by: 3. Measures that will be put into place or
Based on observation, interview, and medical record systematic lcl?ange the facility will make to ensure
review, the facllity failed to ensure one sampled that the deficient practice does not recur:
resident (Residant 93} received the appropriate ) . . .
consistent carbohydrate diet as orderzﬂ bS the DON and REQ'Stered Distitian or_demgnee “:\”" \
physician. This failure had the potential to cause oversee this process. RN supervisor or designee will
glavation of the resident’s blood sugar. review all new admissicn and readmission diet order
and RD will follow up for therapeutic diet. IDT team
will discuss all new resident with therapeutic diet
Findings: during clinical meating (M-F} making sure plan of
care was in placed. Dietary supervisor will make sure
On 7/15/25 at 1201 haurs, Resident 93 was observed dist order and dist slip is accurate during meal tray
eating lunch in the first floor dining room. Review of lina daily and Licensed nurse on the floor will double
Resident 93's meal ticket (used o identify the check every meal to make sure resident is receiving
resident's dlet and food preferences for meal service) correct meal based on their physician therapautic diet
showed Resident 93 required a consistent carbohydrate
diet with no added sall {a diet intanded to reduce order.
blood sugar variations}), Resident 93 had a blueberry . . )
strausel dessert on her meal tray. Any non-compliance will be reported to DON daily x 3
months.
Review of the facility menu spreadsheet dated 7/15/25,
showed the desert for the consistent carbohydrate diet 4, Facility plans to monitor effectiveness of the
for lunch was two pear halves, not blueberry streusel corrective actions and sustain compliance;
dessert. Integrate QA Process:
On 7/15/25 at 1201 hours, a concurrent interview and The DON will monitor the effectiveness of the
observation was conducled with LVN 6 who was in the process and report to the Administrator. Any findings
(oceive a consiston carbotydate et from her meal will bo presented to the Morthly QA& mesting, The
ticket. LVN 6 verified the dessert served to Resident Plan of Correction was prgsented at. the Quality
93 was the blueberry streusal. LVN 6 stated he was only Assurance (QA&A,) Comm'ttee meeting 'on i
comparing the meal tray ticket to the diet list and did 08/14/2025. Ongoing findings from audits will be
not have the menu spreadsheet to determine if the food reported to the QAPIQAA monthly meetings for at
items served were the correct ones. least three months
Medical record review for Resident 93 was initiated on Corrective action completion date:
7i15/25. Resldent 93 was admitied to the facility on 8/23/2025
5/13/25. Reviaw of the Physician Order Report showed a
physician’s order dated §/13/25, to provide Resident 93
with a consistent carbohydrate diet with no added salt.
On 7/15/25 at 1430 hours, an interview and concurrent
medical recard review was conducted with the DSS. The
DSS verified the above findings and stated Resident 93
raquired a consistent carbohydrate diet and should have
raceived two pear halves for dessert.
| 0812 Foad Procirement Store/Rrepare/Serne-Sanitary EQ812
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CFR(s): 483.60()(1)(2)
§483.60(i) Food safety requirements,

The facility must -

§483.60(1)(1) - Procure focd from sources approved or
considered satisfactory by federal, state or local
authorities.

{I} This may include focd items obtalned directly from
local producars, subject o applicable State and locat
laws or regulations.

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

{iii) This provision does not praclude rasidents from
consuming foods not procured by the facility.

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

This REQUIREMENT [s NOT MET as evidenced by.

Based on observation and interview, the facility failed

to ensure sanitary requirements were met in the kiichen
as evidenced hy: 1. Two of three ice scoop holders were
not clean and one of three ice scoop halders contained
standing water,

2. The plate cover rack was not clean.

3. More than ten plate covars did not have a smooth and
claanable surface,

These failures had the potential to cause foodborne
ilinesses in a madically vulnerable rasident population
of 145 who consumed food prepared in the kitchen and
ice from the ice machines.

Findings:

Review of the facility document litled Diet Count by

1. The corrective action{s} accomplished for the
residents found to have been affected by the
deficient practice:

145 of 180 residents were affected by this deficient
practice.

On 7/17/25, immediately the maintenance director
and designee removed identified soiled ice machine
scoop helders and replaced soiled with brand new
clean and sanitized ice scoop holders

On 7/18/25, the Distary Service Supervisor (DSS)
and designee removed and discarded all identified
wortn and frayed meal plate covers, and replaced
with smooth, cleanable and brand new plate covers.

On 7/18/25, the Dietary Supervisor and designee
ramoved soiled plate cover rack and replaced with
properly cleaned and sanitized plate cover rack.

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

All residents have the potential to be affected by
this deficient practice. On 7/18/25, the Registered
Dietitian, Distary Service Supervisor (DSS}, and
designee conducted a facility wide audit for kitchen
equipment, including plate cover, plate cover rack,
and ice machine scoop holders and found no other
noncompliance.

On 8/5/2025-8/7/2025, Administrator in-serviced
Dietary staff about the facility P&P for foed
procurament and maintaining all equipment used in
kitchen were cleaned and sanitized and to throw
away and replaced any uncleanable equipment
such as plate cover rack that was worn out or
frayed.

3. Measures that will he but into place or
systematic change the facility will make to
ensure that the deficienht practice does not recur:

Administrator and Dietary Service Supervisor (DSS) or
designee will oversee the process, Dietary supervisor
or designee will check all kitchen equipment daily for
cleanliness and sanitation, Administrator or designee
will check kitchen equipment randomly and weekly to
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S5=D Diet report dated 7/15/25 showed, 145 of 180 residents worn or frayed, and dietary staff were following
in the facility received food prepared in the kitchan. sanitation process. Any noncompliance will be
reported during morning meetings. Dietary
supervisor or designee will be responsible for
1. Review of the USDA Food Code 2022 Sectlion 4-601.11 ordering and replacing any kitchen equipment that is
Equipment, Food-Contact Surfaces, Nonfood-Contact not up to standard per facility P&P.
Surfaces; and Utensils. A. Equipment, food-contact
f:'ﬁices and utensils shall be clean to sight and 4, Facility plans to monitor effectiveness of the
’ corrective actions and sustain compliance;
Integrate QA Process:
On 7/15/25 at 1056 hours, a concurrent interview and -
observation of the ice machine scoop holders located in The Administrator or designee will be responsible for
the first floor ice machine room was conducted with the ensuring the monitoring process remains in place.
Maintenance Director. Three ice scoop holders were Any findings and noncompliance will be immediately
observed 1o be visibly soiled, and the standing water corrected and presented to the monthly Safety
was observed inside one of the scoop holders. The Committee meetings and the Quality Assurance
Maintenance Director verified the findings and stated (QA&A) committee meetings. The Plan of Comection
the housekeeping staff was responsible to clean the ice was presented at the QA&A meeting on 8/14/25.
scoop holdars, Ongoing findings from audits will be reported to the
QAPI/QAA monthly meetings x 3 months
On 7/15/25 at 1120 hours, a cencurrent interview and ) . .
observation of the ice machine scoop holders located in 5. Corrective action completion date:
the second floor ice machine room was conducted with
the Maintenance Director. The inside of ice scoop 8/23/2025
holders were visibly soiled and had a pink regidue. The
Maintenance Director verified the ice scoop holders
ware not clean.
On 7/17/25 at 0928 hours, a concurrent interview and
review of the ice scoop holder photographs was
conducted with the Housakeeping Director. The
Housekeeping Director stated the ice scoop holders were
cleaned daily with soap and water. When shown
photographs of the visibly soited ice scoop holders
with standing water, the Housekeeping Director verified
the ice scoop holders were not clean and they must be
free of standing water.
2. According to the USDA Food Coda 2022 Section
4-101.19 Nonfood-Contact Surfaces, Nonfood-contact
surfaces of equipment that are exposed to splash,
spillage, or other food soiling or that require
frequent cleaning shall be constructed of a
corvosion-resistant, nonabsorbent, smooth material.
On 7/15/25 at 0845 hours, a concusrent interview and
kitchen observation was conducted with the Assistant
DSS. More than 20 plate covers were cbserved to be
visibly worn and frayed. The Assistant DSS verified the
FORM CMS-2567 {02/98} Previous Versions Obsolete Event |D: KJ80O i1 Facility ID: CAC80000164 If continuation sheet Page 66 of 97
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CFR(s): 483.60(1)(3)

§483.60(i)(3) Have a policy regarding use and storage
of foods brought to residents by family and other
visitors to ensure safe and sanitary storage, handling,
and consumption.

This REQUIREMENT is NOT MET as evidenced by:

Based on observation, interview, facility document
review, and facility P&P review, the facility failed to
Implement a safe food handling policy to ensure outside
foods brought into the facllity for residents by

visitors were propetly preparad and stored for safe
consumption.

* The facitity failed to ansure the residents’ foods
inside Refrigerator A were laheled with the residents’
names.

*The facility failed to provide specific documentation
on Resident 49's care plan addressing the problem of
risk on storage of food in Resident 49's restroom
hathtub.

* The facility failed to ensure the facility's P& for
the use and sterage of foods brought in by the family
or visiters included any food safety related concerns
such as fime and temperature control and safe food

risks and 1DT team updated the plan of care.

All residents receiving outside food from family or
visitors wera affected by this deficient practice. On
8/5/2025, RD and Dietary supervisor provided facility
P&P to all residents receiving food from outside and
educational flier for food handling was given to
family and visitor bringing food from outside.

On 7/15/20286, food found unlabeled in refrigerator A
was discarded by the IP nurse.

2. 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 were potentially affected by this
deficient practice. IP nurse checked ali refrigerator for
resident and found no other issue noted.

On 8/5/2025-8/8/2025, Registered Distitian in-service
all staff regarding facility P&P for personal food
policy, in particular making sure any food from
outside will be labeled and store appropriately, and to
educate resident, family member and visitor about
food handling and risk of bringing food from outside.
Plan of care should be updated accordingly.

(X&) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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Foa12 Continued from page 66 F08§12 8/23/2025
85=D meal tray covers wera visibly worn and fraysd,

3. According to the USDA Food Code 2022 Saction

4-801.11 Equipment, Food-Contact Surfaces,

Nonfood-Contact Surfaces, and Utensils, A. Equipment,

food-contact surfaces and utensils shall be clean to

sight and touch.

On 7/15/25 at 0845 hours, a concurrent intsrview and

kitchen obsarvation was conductad with the assistant FO813

DSS. The plate cover rack was chserved 1o be visibly

solled with a sticky residue. The Assistant DSS 1. The corrective action{s) accomplished for the

verified the visibly soiled, sticky residua on the residents found to have been affecied by the

plate cover rack. The Assistant DSS stated the plate deficient practice:

cover racks must be cleaned and sanitized and further

varified that the meal tray covers must have a smooth, Resident 49 were affected by this deficient practice.

cleanable surface. On 7/21/2025, Unit manager and Social Services

met with resident regarding his food storage and

Fo813 Personal Food Palicy Fo813 explained to resident the risk of storing food item in a
85=D resident shared bathtub, Resident 49 understand the
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These failures had the potential te result in foodborne
illnesses in a highly susceptible resident population.

Findings:

1. On 7M5/25 at 1021 hours, an observation and -
concurrent interview was conducted with the IP. An
observation was conducted of the residents’

refrigerator (Refrigerator A). Four Tai Psi shrimp

fried rice packages were observed inside of

Refrigeraior A. The shrimp fried rice packages were
labelad with a room number; however, the packages were
not labseled with the resident's name. Additionally, a
four-ounce container of chocolate chip ice cream was
ohservad Inside of a plastic bag Inside of Refrigerator

A. The ice cream container was labeled with a room
number; however, tha container was not labeled with the
resident's name. The lce cream was leaking from the top
of the container and info the plastic bag.

The IP verified the above findings and stated the
rasident food items needed to be labaled with the
residants’ namae, to identify whom the items balonged

{0, The IP stated labeling foed items with only a room
number was insufficient, as residents may change rooms
within the facility. The IP stated the ice cream needed

to be discarded as it was leaking and touching the

inside of the plastic bag in which it was stored. The

IP slated the ice cream should not be served to the
resldents for infection control,

2. Review of the facility's P&P titled Use and Storage
of Food Braught in by Family or Visitors revised

8/6/24, showed It is the right of the residents of this
facility to have food brought in by family or other
visitors, howevar, the food must be handlad in a way to
ensure the safety of the resident. All food items
brought in that are manufaciured and does not require
refrigeration, may be kept in the resident room inside
a lock tight container that is pravided by the

resident. All items not malntained are subjected to
being thrown away If not remaved by the resldent and/or
resident representative. If any part of this policy is

not followed, the facility reserves the right to

protect others by not allowing food items to ba brought
Into the facllity for a resident. The faclity staff

will assist the residents in accessing and consuming
food that is brought in by resident and family or

ensure that the deficient practice does not recur:

Administrator and RD or designee will oversee this
process. RD and distary supervisor will discuss to all
new admissicn and their respansible party during
initial care plan meeting about personal food policy
and will provide education about food handling if
farnily or visitors plan to bring food from outside.

Department haads and designee will do daily room
rounds to check for any food stored in area that is
not appropriate for food storage and educate
resident of facility P&P for storing food.

Any non-compliant rasident will be reported during
morhing meeting and IDT will meet with resident for
plan of care,

Dietary Supervisor or designee will check resident
refrigerator daily to make sure food were properly
labeled per facility P&P, any non-compliant food
label will be discarded.

4. Facllity plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

Administrator will menitor the effectiveness of the
process and any findings will be presented to the
Monthly QA&A meeting. The Plan of Correction was
presented at the Quality Assurance {QA&A)
committee mesting on 08/14/2025. Ongoing findings
from audits will be reported to the QAPI/QAA
monthly meetings for at least three months.

Corractive action completion date:
8/23/2025

FRENCH PARK CARE CENTER 600 E WASHINGTON AVENUE , SANTA ANA, California, 92701
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Fo813 Continued from page 67 Fogi3 | 3. Measures that will be put into place or 8/23/2025
ss=D handling and preparation. systematic change the facility will make to
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§88=D vlsitors If the resident is not able io do so on their
own.

On 7/15/25 at 1055 hours, during the Initial tour of

the facility, an observation was conducted inside
Residents 49 and 146's shared restroom. The bathtub
insicle Residents 49 and 148's restroom was observed
with seven boxes of Knotis Berry Farm raspberry and
strawberry cookles.

Medical record review for Resident 49 was Initiated on
7/15/25. Resident 49 was admitted to the facility on
11/1/22, and readmitied on 8/23/24.

Record Review of Resident 48’s MDS assessment dated
4/11/25, showed Rasident 49 had a BIMS score of 13,
indicating intact cognition,

Review of Resident 49's progress noles and plan of care
did not show spacific documentation that education was
provided to Resident 49 regarding the risk of storing
food items in a shared resirecom’s bathtub.

Medical record review for Resident 146 was initiated on
7H5/25. Resident 146 was admitted on 4/16/26

Review of Resldent's 146's MDS assessment daled 7/7/25,
gshowed Resident 146 had a BIMS score of 13, indicating
intact cognition.

On 7/21/25 at 0941 hours, a follow up observation of
Residents 49 and 146's shared restroom and concurrent
interview was conducted with Residents 49 and 148.
Seven boxes of Knotts Berry Farm raspbetry and
strawberry cockies and boxes of chicken noodles wera
chsetved in the shared restrocom’s bathtub. Resident 48
was asked if all the food Items in the bathiub belonged
to him. Resident 49 stated he stored all his food items
in the bathtub. When Resident 49 was asked if the
facllity staff provided him education regarding safe

food handling and storage, Resident 49 refused to
answar.

On 7/21/25 at 1332 hours, an observation, interview and
concurrent medical record review was conducted with the
RN 2. RN 2 was Informed of the observation regarding
Resident 49's focd items stored in the shared resident
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88=D restroom's bathtub. RN 2 was asked if Resident 146 was
using the restroom. RN 2 stated Resident 146 was not
using the restroom, however, the shared restroom was
also used for washing the washcloths used for Residant
146's personal hygiene. RN 2 was observad checking
Residents 49 and 146's shared restioom and verifiad
Resident 49's food items in the bathtub. RN 2 verified
there was no documentation to show Resident 49 was
provided education regarding safe food handling and
storage of food items, and the risk when storing food
items in the restroom.

On 7/21/25 at 1341 hours, an interview and concurrant
medical record review was conducted with Social
Services Assistant 2. Soclal Services Assistant 2 was
informed of the abave findings. Social Services
Assistant 2 stated Resident 42 had hoarding tendancies
and noticed the resident's food ifems in the resident's
room and in the shower. Soclal Services Assistant 2
stated she spoke with Resident 49 on 7/17/25, to clean
all the food excess but Resident 49 declined. When
Social Services Assistant 2 was asked to show
documentation Resident 49 was provided with education
about the risk of storing food in the restroom's bath

tub, Social Services Assistant 2 verified there was no
documentation.

On 7/23/25 at 1124 hours, an interview was conducted
with the Adminlstrator, Administrator Assistant, and
DON. The Administrator, Administrator Assistant, and
DON were informed and acknowledged the findings.

3. Review of the facility's P&P titled Use and Storage
of Food Brought In By Family and Visitors revised
8/5/24, showed all the food brought in by visitors
should be checked by nursing to ensure compatibility
with the resident's diet. However, there P&P did not
address any focd safety related concerns such as tima
and temperature control and safe food handling and
preparation.

On 7TH7I25 at 0959 hours, an interview and concurrent
facility's documant review was conducted with the IP,
The [P varified the facillty's outside food policy did

not address for safe food handling, preparation, and
time and temperature controls.

On 7/17/256 at 1113 hours, an interview and cencurrent
factlity's document review was conducted with the
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F0813 Continued from page 70 F0813 812312025
88=D Admisslon Director, When the Admission Director was
asked to review the facility's outside food policy, the F83s
Admission Director verified there was ne mention in the
facility’s outside food poticy of safa food handling, 1. The corrective action(s) accomplished for the
preparation, storage, and appropriate time and residents found to have been affected by the
temperature condrols. deficient practice:
0836 License/Comply w/ Fed/State/Locl Law/Prof Sid F0836 All resident were affected by this deficient practice.
55=B
CFR(s): 483.70(a)-{c) On 7M8/25, immediately maintenance director
§483.70(a} Licensure. contagted waste managemgnt prqvider te init_iata and
coordinate organic waste bin service and delivery.
A facility must be licensed under applicable State and
local [aw. On 7/23/25, appropriate organic waste bins were
placed in designated waste dispesal area,
Maintenance Director in-serviced all dietary staff
§483.70(b) Compliance with Federal, State, and Local about facility P&P for organic waste disposal per
Laws and Professional Standards. regulatory requirements,
The facility must operate and provide services in 2. How the facility will identify other residents having
compliance with all applicable Federal, State, and the potential to be affected by the same deficient
local laws, ragulations, and cedes, and with accepted . . . .
professional standards and principles that apply to practice and what corrective action will be taken.
rofessionals providing services in such a facllity, .
P P ¢ Y All residents have the potential to be affected by this
deficient practice.
§483.70(c) Relationship to Other HHS Regulations.
On 7/23/25, the Maintenance Director and designee
In‘addition to compliance with the ragulations set verified with contracted waste management provider
forth in this subpart, faciliies are obliged to meet of compliance and conducted a facility wide waste
the: applicable provisions of other HHS regulations, audit to ensure waste disposal practices are met per
including but not limited to those pertaining to SB 1383; no other deficiency were identified.
nondiscrimination on the basis of race, coloy, or
national origin (45 CFR part 80); nondiscrimination on On 712512025, 8/4/2025-8/8/2025, Administrator in-
the basis of disability (45 CFR part 84), . ! . N .
nondiscrimination on the basis of age (45 CFR part 91); serdwcesfiBahl;égff regarding organic waste regulation
nondiscrimination on the basis of race, color, national unaer '
origin, sex, age, or disability {45 CFR part 92}; . . .
protection of human subjects of research (45 GFR part 3. Measures th?l_t W'"_ be put into place or systematic
46); and fraud and abuse {42 CFR part 455} and chgnge the faqhty will make to ensure that the
protection of individually identifiable health deficient practice does not recur:
information (45 CFR parts 160 and 164). Violations of
such other provisions may result in a finding of Administrator and Dietary Supervisor or designee will
non-compliance with this paragraph. oversee the process. Dietary superviser or designee
) . ) will monitor compliance making sure dietary staff is
This REQUIREMENT is NOT MET as evidenced by: foliowing the regulation under SB 1383, for
separation of organic waste from e stream.
Based on observation and Interview, the facility falled eparat ganic was -WaSt t
to comply with CA State law SB 1383 dated 1/1/22, which - .
mandated the facilities to separate the organic waste Admlmslffratfr v;::' 5261‘::;8?“(10”?'}{, to m‘;ks Su{ﬁ staff
from their waste stream. This failure had the potential Is compliant wi regulation x 5 mon 'S
to incraase the environmental impact of the facility
thus adversely impacting the residents' health and
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F0836 Continued from page 71 Fogss | 4. Facility plans to monitor effectiveness of the 8/23/2025
S5=R well-bsing. ' corrective actions and sustain compliance;
Integrate QA Process:
Findings:

On 7/16/26 at 0906 hours, an observation and concurrent
Interview was conducted with the DSS and Maintenance
Director for the facility's trash area. The facility

did not have separate hins for separating the organic
wasta from the facllity's waste stream per the CA SB
1383. The DSS and Maintenance Director both verified
the facility did not separate the organlc waste from

the facility's waste stream. The DSS and Maintenance
Director further varifled the facility did not have the
required organic waste bins.

Facility Assessmant F0838
CFR({s}: 483.71(a)(1)(3}(b){1){c)(1)-(B)
§483.71 Facility assessment.

The facility must conduct and document a facility-wide
assessment to determine what resources are necessary to
care for its residents competently during both

day-to-day operations {including nights and weekends)
and emergencies. The facility must review and update

that assessment, as necessary, and at least annually.

The facility must aiso review and update this

assgssment whenever there is, or the facility plans

for, any change that would require a substantial
modification to any part of this assessment.

§483.71(a) The facllity assessment must address or
include the followlng:

§483.71(a)(1) The facility's resident popuiation,
including, but not limited to:

(i) Both the number of residents and the facility's
resident capacity;

(if) The cars required by the resident population,

consideting the types of diseases, conditions, physical
and behavioral health needs, cognitive disabitities,
overall acuity, and other pertinent facts that are

present within that population, consistent with and
informed by individual resldent assassments as required
under § 483.20;

{iil) The staff competencies and skill sets that are
necessary to provide the tevel and types of care needad

The Administrator or designee will be responsible for
ensuring the monitoring process remains in place to
confirm compliance. Any findings and noncompliance
will be immediately corrected and presented to the
monthly Safety Commitiee meetings and the Quality
Assurance (QA&A) committee meefings. The Plan of
Correction was presented at the QA&A meeting on
8/14i25. Ongoing findings from audits will be
reported fo the QAPI/QAA monthly meetings x 3
months

5. Corrective action completion date:
8/23/2025

F838

1. The corrective action(s) accomplished for the
residents found to have been affected by the
deficient practice:

All residents were affected by this deficient practice,
On 8/4/2025, Administrator and IDT team met and
updated facility assessment in accordance with CMS
QS50-24-13-NH and included inputs from direct staff,
inputs recaived during resident and resident's family
and representative during care plan meeting and
addressed contingency staffing needs,

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

All residents were potantially affected by this deficient
practice.

On 8/5/2025, Facility consultant in-service
administrator and IDT team about new facility
assessment regulation and making sure facility
assessment was updated annually, when significant
change happenad or when regulation changes.
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to care for thls population; and

(v} Any ethnic, cuitural, or religious factors that may
potentially affect the care pravided by the facility,
including, but not limited to, activities and food and
nutrition services.

§483.71(a)(2) The facility's resources, including but
not limited to the following:

(i) All buildings and/or other physical structures and
vehicles;

(i) Equipment {medical and non- medical);

{lii) Services pravided, such as physical therapy,
pharmacy, behavioral health, and specific
rehabilitation therapies;

(iv) All persannel, including managers, nursing and
other dirsct care staff (both employees and those who
provide services under contract), and voluntears, as
wall as their education andfor training and any
competencies related to rasident care;

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

(vi) Health information technology resources, such as
systems for electronically managing patient records and
alectronically sharing information with other
organizations.

§483.71(a)(3) A facility-based and community-basad risk
assessment, utilizing an all-hazards approach as
raquired in §483.73(a)(1).

§ 483.71(b) In conducting the facility assessment, the
facllity must ensure:

§ 483.71(b){1) Active involvernent of the following
participants in the process:

(i) Nursing home leadarship and management, including
but not timited to, a member of the governing body, the

assessment regulation, facility assessment will be
updated. Annually, IDT team will update facility
assessment with inputs from required representative.
Administrator will present facility assessment for
approval annually and when changes was made
during monthly QA meeting.

4, Facility plans to monitor effectiveness of the
corrective actions and sustain compliance; Integrate
QA Process:

Administrator will monitor the effectiveness of the
procass Any findings will be presented te the Monthly
QA&A meeting. The Plan of Correction was
presented at the Quality Assurance (QASA)
committee meeting on 08/14/2025 for approval.

Corrective action completion date:
8/23/2025
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F0838 Continued from page 72 Foaag |3 Measur_‘es that will be put Into place or 8/23/2025
s8=D for the resident population; systematic change.trje facility yvlll make to
ensure that the deficient practice does not recur:
{iv)The physical environment, equipment, services, and o . ] ]
other physical plant considerations that are necessary Administrator or designee will oversee this process.
Administrator will make sure any changes to facility
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nursing; and

(i} Direct care staff, including but not limited o,
RNs, LPNs/LVNs, NAs, and representatives of the direct
care staff, if applicable.

(iii) The facility must also solicit and consider input
receivad from residents, resident representatives, and
family members.

§483,71(c) The facility must use this facility
assessment to:

§483.71(c)(1) Inform staffing decisions to ensure that
there are a sufficient number of staff with the
appropriate competencies and skill sets necessary to
care for its residents' needs as identified through
resident assessments and plans of cars as required in §
483.35(a)(3).

§483.71(c)(2) Conslder specific staffing needs for each
resident unit in the facility and adjust as necessary
based oh changes to its resident populati_on.

§483.71(c)(3) Consider specific staffing needs for each
shift, such as day, evening, night, and adjust as
necassary based on any changes fo its resident
population, '

§483.?1(c}(4) Develop and maintain a plan to maximize
recruitment and retention of direct care staff.

§483.71(c)(5) Inform contingency planning for evenls
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
availability 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 {o ensure the Facllity Assessment

addressed or Included the following:

1. Active involvement of raquired individuals in
developing the Facility Assessment;
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Continued from page 74
2. A plan to maximize recruitment and retention of
direct care staff; and

3. A contingency plan for staffing neads.

This failure had the potential to not meet the

residents' care needs If the assessed population's

needs and resourcas were not comprehensively identified
and addressed.

Findings:

According to the CMS QS0-24-13-NH dated 6/18/24, with
an imptementation date of 8/8/24, CMS had issued a
revised guidance for long-term care facllity assessment
raquirement, The Fadility Assessment should address and
Ihcluded the active involvement of the diract care

staff in developing the Facility Assessment. Also

inctuded the staffing resources necessary to care for

the residents, including the waekends; a plan to

maximize racruitment and retention of direct care staff
member, and a contingency plan for staffing needs for

tha avents not fo activale the facility's emergency

plan.

Review of the Facility's Assessment dated 5/14/25, did
not show the direct care staff member, direct care
representatives, residents, residents’ representatives,
and residents' family members were actively involved in
developing the Facility Assessment; and a plan to
maximize recruitment and retention of the direct care
staff, or include a contingency pfan for the staffing
needs.

On 7/23/25 at 1443 hours, an interview and concurrent
facility document review of the Facility Assessment was
conducted with the Adminisirator. The Administrator
verified the Facility Assessment was dated 5/M14/25, and
verified there were no direct care staff, direct care
representatives, residents, residents’ representatives,
and family members actively involved in developing the
Facility Assessment. The Administrator further verified
there were plan fo maximize recruitment and retention
of the direct care staff or include a contingency plan

for the staffing needs. The Administrator verified and
acknowledged the Facllity Assessment was not updated
based an the latest guidance from the CMS.

Resident Records - Identifiable Information
CFR(s}: 483.20(f)(5),483.70(h)(1)-{5)

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

F0838

FO&42

FORM CMS-2567 {0299} Previous Versions Obsolete

. Event ID: KJBO11 Facility 1D: CA0B00001864 If continuation sheet Page 75 of 97




DEPARTIMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/31/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGCIES
AND PLAN OF CORRECTIONS

555103

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

{(X2) MULTIPLE CONSTRUCTION
A, BUILDING
B. WING

07/23/2025

(X3) DATE SURVEY COMPLETED

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE

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

(il) The facility may release information that is
resident-identifiable to an agent only in accordance
with a confract under which the agent agrees not to use
or disclose the information except to the extent the
facility itself is permitted to do so.

§483.70(h) Medical records,

§483.70(h}(1) In accordance with accepted professional
standards and practices, the facility must maintain
medical records on each resident that are-

{iy Complete;
{ii} Accurately documented,
(i) Readily accessible; and

(iv) Systematically organized

§483.70(h)(2) The facility must keep confidential all
information contained in the resident's records,

regardless of the form or storage method of the
records, axcept when release is-

(i) To the Individual, or their resident representative
where permitted by applicable law;

(ily Required by Law;

(lii) For treatment, payment, or health care
operations, as permitied by and in compliance with 45
CFR 164.506;

{iv} For public health activities, raporting of abuse,
neglect, or domestic violence, health oversight
activities, judicial and administrative proceedings,

law enforcement purposes, organ donation purposes,
research purposes, or to coroners, medical examiners,
funeral 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 facility must safaguard medical
record information against loss, destruction, or
unauthorized use,

1. The corrective action(s) accomplishead for the
residents found to have been affected by the
deficient practice:

Resident 171 and 195 were affected by this deficient
practice.

On 07/21/2025, Unit manager clarified medication
scheduling record and notified pharmacy to send
medication with correct label.

Resident 195 is no longer residing in the facility.

On 7/16/2025, Administrator provided 1:1 education
to Activity director about facility p&P for making sure
to complete and have accurate documentation on the
resident council agenda/minutes record, in particular
reviewing and following up on resident's council
grievances.

2. 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 were potentially affected by this deficient
practice, On 8/4/2025, DON and Unit manager
audited 10 random residents Medication
Administration records and found no other issue
nated.

On 8/4/2025, Medical records audited last 30 days
transfer and discharge record and found no other
issue with completion of netification of transfer/
discharge record.

On 7162025, Activity director reviewed all resident
council meeting minutes in the last 4 months and
followed up on any grievancas and all grievances
was addressed.

On 8/5/2025-8/8/2025, the Director of Nursing (DON)
or designee in-serviced all Licensed Nurses about
facility P&P for accuracy of documentation and
making sure any medication label were accurate
based on physician order.

Cn 8/5/2025, Administrator in-serviced Social
sarvices and case manager abeut the facility P&P for
making sure proposed nofification of discharge/
transfer form were completed and signed.
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§483.70(h)(4) Medical records must be retained for-
{i) The period of time required by State law; or

(ii} Five years from the daie of discharge when there
is no requirement in State law; or

(lii) For a minor, 3 years after a resident reaches
legal age under State law. -

§483.70(h}(5} The medical record must contain-
(i) Sufficient information to identify the resident;
(ii) A record of the resident's assessments;

(iii) 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

(V) Laboratory, radiology and other diagnostic
services reports as required under §483.50,

This REQUIREMENT Is NOT MET as evidenced by:

Based on interview, medical record review, facllity
document review, and facility P&P review, the facility
failed 1o ensure complete and accurate resident medical
records and facility records wera maintained for one of
three sampled residents reviewed for closed records
(Resident 125), one nonsampled resident (Resident 171},
and the Resident Council record. '

* Resident 171's scheduling details for the
administration of olanzapine zydis (antipsychotic
medication) showed conflicting information spacific to
the medication administration time.

* The facllity failed to ansure complete and accurate
documentation on the Resident Council Agendal Minutes
record for the months of March, April, May, and June
2025.

that the deficient practice does not recur:

DON and Administrator or designee will oversee this
process. RN supervisor or designee will review all
new admission and re-admissicn to make all orders
were verified with primary physician, in particular the
medication administration time and notify pharmacy
for any label discrepancy. Unit manager or designee
will review 24-hours and 72-hours summary report
and report during clinical meeting for any non-
compliance.

Administrator or designee will review all resident
council agenda minutes to make sure it was
completed accurately and all grievances was
addressed and followed up before signing.

Medical records will audit all proposad notice of
discharge and transfer daily after resident discharge/
transfer to make sure all necessary information was
completed and signed. All non-complinace will be
reported to the administrater and DON in the moming
meeting (M-F} x 3 months.

4, Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

The DON and Administrator will monitor the
effectiveness of the process and report any findings
will be presented to the Manthly QA&A meeting. The
Plan of Correction was presented at the Quality
Assurance (QA&A) committee meeting on
08/14/2025, Ongaing findings from audits will be
reported to the QAPIVQAA moenthly mestings for at
least three months

Carrective actioh compleation date:
8/23/2025
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* The facllity failed o ensure the Notice Proposed
Transfer/Discharge form was accurately completed and
signed for Resldent 195,

These fallures had the potentlal for the residents’
care needs not being met as the facility records and
resident medical records were inaccurate.

Findings:

1. Medical record review for Résident 171 was initiated
on 7/15/25., Rasldent 171 was admitted to the facility
on 2/17/25.

Review of Resident 171's physician’s order dated
7/10/25, showed to administer clanzapine zydis 5 mg
orally at noon for psychosis manifestad by auditory
hallucinations, aggressive behavior, and pulling the
GT.

Review of Resident 171's Scheduling Detalls dated
7/14/25, showed the olanzapine zydis 5 mg was to he
administered orally in the morning at 0900 hours.
However, further review of Resident 171's Scheduling
Details datad 7/14/25, showed a conflicting
administration time (of 1200 hours) for the olanzapine
zydis 5 mg to be administerad to Resident 171,

On 7/21/25 at 0839 hours, an interview and congurrent
madical record review was conducted with LVN 8. LVN 8
varified Resident 171's Scheduiing Details dated
71425, showed to administer the clanzapine zydis 5 mg
both in the morning at 0200 and at 1200 hours, LVN 8
stated the time of 0900 hours was inaccurate, as
Resident 171°s physician ordered the medication to be
administered at 1200 hours.

Cross reference F781 example #1.

2. 0n 7/16/25 at 0834 hours, an interview was conducted
with the Activities Dlrector, The Activities Director

was asked how many fimes the residents met for the
Resident Council and to show the Resident Council
Minutes from March — July 2025, The Activities Director
stated the Resident Council committee usually meet ohce
a month, every last Wednesday of the month or when the

F0842
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residents agreed to rescheduls the meeting. The
Activities Director provided the facility's Resident
Council Aganda/Minutes from March through July 2025.

Review of the facility's document titled Resident
Gouncil Agenda/ Minutas for March through June 2025
showed the issues Identified by the Resident Council.
The response from the department to those issues was
also documented, however, the sectians to show If the
issues had been resolved 1o the residents’/family’s
reasonable satisfaction were left unchecked (yes or no}
on 3/26, 4/30, 5/12, and 6/9/25.

On 7/16/25 at 1032 hours, an interview was conducted
during the Resldent Council meeting with Residents 18,
125, 130, 141, 144, and 152. Residents 18, 125, 130,
141, 144 and 152 were asked if their concernsfissues
were followed up or resolved by tha facility. All the
residents stated their previous concerns/issues had
been resoived.

On 7/18/25 at 0820 hours, an interview and concurrent
facility document review was conducted with the

Activities Director, Tha Activilies Director was

informed of the incomplete documentation on the

Resident Council Agenda/ Minutes for March through June
2025 as mentioned above. The Activities Director

verifiad she was responsibla for following up and

ensuring the issues were resolved and document on the
Resident Council Agenda/ Minutes, The Activities

Director verified the above findings.

On 7/23/25 at 1124 hours, an interview was conducted
with the Administrator, Administrator Assistant, and
DON. The Administrator, Administrator Assistant, and

DON were informed and acknowledged the above findings.

3. Clogsed medical racord review for Resident 195 was
initiated on 7/15/25. Resident 195 was admitted to the
facility on 12/16/22, and discharged to the acute care
hosplial on 1/22/23.

Review of Resident 195's H&P examination dated
12128122, showed Resident 195 had no capacity to
understand and make decislons,

Review of Resident 195's Notice Proposed

F0842
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S5=B Transfer/Discharge form dated 1/22/23, failad to show
documented evidence of a Resident and/or
Reprasentative's Signature, Further review showed
Resldent 195 was transferrad and/or discharged to
Hospital A.

Review of Resident 195’s physiclan’s order dated
1/22{23, showed a physician’s order to transfer the
resident to Hospital B's ER via 911 ambulance for
further evaluaticn dit (due to) low oxygen saturation.

On 7/18/25 at 1017 hours, an inteiview and concurrent
closed medicat racord review was conducted with LVN 6.
LN 6 verified tha above findings. LVN 6 stated the
information on the Notice Proposed Transfer/Discharge
form should accurately match with the physician's
transfer orders. LVN B also stated the form should be
completed. LVN 6 verified there was no signature of the
resident or resident's rapresentative on the form.

On 7/21/25 at 1409 hours, an interview and concurrent
closed medical record review was conducted with RN 3.
RN 3 verified the above findings. RN 3 siated Resident
195's Notice Proposed Transfer/Discharge form showed
the rasident was transferrad or discharged to Hospital
A. However, RN 3 verified the physiclans arder showed
the resident was to transfer to Hospltal B. RN 3 stated
the Notice Proposed Transfer/Discharge form should have
been updated to accurately reflect the physician’s
transfer order to document whera the resident was
transferred ar discharged 1o from tha facility.

Cn 7/23/25 at 1125 hours, an interview was conducted
with the Administrator, Administrator Assistant, and

DON. The DON stated she expectad the licensed nurses to
accurately complete the Noftice Proposed
Transfer/Discharge form, to include the corract

location of the ransfer or discharge and signature of

the resident or resident's representative. The

Administrator, Administrator Assistant, and DON were
informed and acknowledged tha above findings.

F0880 | Infection Prevention & Control F0880
88=D
CFR(s): 483.80(a)(1)(2)(4){(e)(f)
£483.80 Infection Control

The facility must establish and maintain an infection
prevention and control program designed to provide a
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1. The corrective action(s) accomplished for the
residents found to have been affected by the
deficient practice:

Resident 120 was affected by staff not performing
hand hygiene in betwaen glove changes during
treatment.

On 7/18/2025, DON provided 1:1 education fo LVN
11 about facility policy and procedure for infection
control and prevention, especially doing hand
hygiene in betwesn glove changes during wound
treatment to prevent cross contamination.

Resident 162 was affected by this deficient practice.
Immediately on 7/15/2025, LVN 9 changed the
isolation signed from EBP to contact isclation,

All resident were affected by sciled laundry stored in
the clean laundry area.

On 7/18/2025, 1P nurse in-serviced all laundry staff
about facility P&P for cross contamination and
proper separation and storage of clean and soiled
laundry.

2. 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 were potentially affected by this
deficient practice.

On 7/18/2025, IP nurse check laundry area to make
sure soiled and clean area were separated and no
soiled laundry wed/re crossing the clean laundry
area,

On 7/25/2025, 8/4/2025-8/8/2025, DON, DSD, and
IP nurse in-serviced all staff regarding facility P&P
for infection control and prevention. The in-service
focusaes on hand hygiene, cross contamination,
making sure clean and soiled laundry were
separated, isclation precaution.

On 8/5/2025-8/8/2025, DON in-serviced all Licensed
Nurses about facility P&P for resident with new order
of isolation and to put appropriate isolation sign
immediataly.
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prevent the development and transmlssion of
communicable diseases and infections.

§483.80(a) Infection prevention and cantrol program.

The facility must establish an infectlon prevention and
control program (IPCP) that must include, at a minimum,
the following elemants:

§483.80(a)(1) A system for preventing, identifying,
reporting, investigating, and controlling infections

and communicabla diseases for all residents, staff,
volunteers, visitors, and other individuals providing -
services under a contractual arrangement based upon the
facilily assessment conducted according to §483.71 and
following acecepted national standards;

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

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

Infections before they can spread to other persons in
the facility;

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

(Iii) Standard and transmisslon-based precautions to he
followed to prevent spread of infections;

{iviWhen and how isolation should ba used for a
rasident; Including but not limited to:

(A) The type and duration of the isolation, depending
upon the infectious agent or arganism involved, and

(B) A requireament that the isolation should be the
least rastrictive possible for the resident under the
circumstances.

(v) The circumstances under which the facility must
prohibit employees with & communicable disease or
infactad skin leslons from direct contact with
residents or their food, if direct contact will

transmit the diseasa; and

{vi}The hand hygiene proceduras to be followad by staff

ensure that the deficlent practice does not recur:

DCN and IP Nurse or designee will oversee this
process. IP nurse will do random check cf laundry
area to make sure soiled laundry is not stored in the
clean area. any non-compliance will be addressed
by training staff and reported to DON.

IP will provide engeing training and education to all
staff about hand hygiene monthly x 3 months and
random hand hygiene compliance will be coempleted
and results will be reported monthly during infection
control committee meeting.

IP nurse will review all isolation signage to make
sure resident in isolation has proper isolation sign.
any new isolation order received by Charge nurse
will be reported to IP nurse and discuss during
Clinical meeting to make sure plan of care was
updated.

Any noncompliance will be reported fo DON x 3
manths

4, Facility plans to monitor effectiveness of the
corrective actions and sustain compliance; Integrate
QA Process:

DON and IP nurse will monitor the effectivenass of
the process and repori to the Administrator. Any
findings will be prasented to the Monthly QA&A and
infection control mesting. The Plan of Correction
was prasented at the Quality Assurance (QA&A}
committee mesting on 08/14/2025. Ongeing findings
from audits will be reported to the QAPI/QAA
monthly mestings for at least three months

Carrective action completion date:
8/23/2025
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8483.80(a)(4} A system for recording incidents
identifled under the facility's IPCP and the corrective
actions taken by the facility.

§483.80(9) Linens.

Personnel must handle, store, process, and transport
linens so as fo prevent the spread of infection.

§483.80(f) Annual review.

The factlity will conduct an annual review of its IPCP
and update their program, as necessary.

This REQUIREMENT is NOT MET as svidenced by:

Based on ohservation, interview, and facility P&P
review, the faciiity failed to implement the infection
control practices designed to provide a safe and
sanitary environment and help prevent the development
and transmission of diseases and infections.

* The facility failed to ensure the soiled laundry was
not stored in the clean laundry area.

* The facility failed {o ensure the facility staff

performed hand hyglene before and after wearing gloves
during the wound treatment observation for one
nonsampled resident (Resident 120}).

* The facility falled to ensura the appropriate
transmission-based pracaution door signage was placed
for one final sampled resident (Restdent 162).

These failures had the potential for
cross-contamination and spread of infectious organisms
in the facility.

Findings:

1. Review of the facility's P&P titled Handling Soiled
Linen dated 12/19/22, showad it is the policy of tha
facility to handle, slore, process, and ransport linen

In a safe and sanitary method to prevent the spread of
infection. Further review of the P&P showed used or
soiled linen shall be collected at the bedside (or

point of use such as dining room)} and placed in a linen
bag or designated linen receptacle. Whan tha task is
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in the soiled utility room. Further review of the P&P
showed soiled linen shall be lept separate from the
clean linen. '

On 7/18/25 at 1029 hours, an ohservation of the laundry
area and concurrent interview was conductad with the
House Keeping Supervisor and DSD Assistant. Two soiled
laundry bin, one with soiled mops and the other one

with soiled towaels ware ohsarved uncovared in the clean
laundry area. The House Keaping Supervisor verified the
observation and stated tha two soiled laundry bin

should not have been stored in the clean laundry area.

The House Keeping Supervisor was cbservad taking solled
laundry bin out of the clean linen area.

2. Review of the facility's P&P fitled Hand Hygiens
revised 12/19/22, showed all the staff will perform

proper hand hygiens procedures to prevent the spread of
the infection to other personnel, rasidents and

visitors. Further review of the P&P showed the use of
the gloves does not replace hand hygisne. If your task
requires gloves, perform hand hygiene prior to denning
gloves, and immediately after removing gloves, Under
the section Hand Hygiene Table showed to perform hand
hygiene with either soap and water or alcohol-based
hand rub, before applying and after removing personal
protective equipmant (PPE), including gloves.

Medical record review for Resident 120 was initlated on
7118125, Resident 120 was admitted to the facility on
5/13/25. ‘

Review of Resident 120's Order summary Report showed a
physician’s order dated 7/8/25, to cleanse the cocoyx
(tailbone} pressure injury with normal saline, pat dry,

apply xercform (non adhering dressing), apply zinc

(used to treat or prevent skin irritation like cuts,

burns or diaper rash}, and cover with a silicons

dressing daily and as needed for soilage every day

shift for wound management.

On 7/18/25 at 0918 hours, a wound care ohsarvation for
Resident 120 was conducted with LVN 1i1. Resident 120
was observed being awake in bed. LVN 11 was observed
performing hand hygiene and wearing a gown and a clean
pair of gloves. LVN 11 bagan by cleaning Resident 120's
wound on the coceyx area with normal safine. LVN 11
then changed to a clean pair of gloves without
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petforming hand hyglene and proceeded to pal the wound
dry. Subsequently, LVN 11 changed to a second clean
pair of gloves, again without performing hand hygiene,
and applied tha xeroform to the wound. LVN 11 then
donned a third clean pair of gloves, still without
performing hand hygiens, and applied the zinc ointment
to the wound. Lastly, EVN 11 changed into a fourth pair

of gloves, once more without parforming hand hygiene,
and appliad the sillcone drassing.

On 7/18/25 at 0835 hours, an interview was conducted
with LVN 11. LVN 11 was informed and verified of the
above ohservation. LVN 11 stated she should have
performed hand hygiene before donning each pair of
clean gloves.

Qn 7/22/25 at 1503 hours, tha DON was informed and
acknowledged the above findings.

3. Review of the facility's P&P titled Infection

Prevention and Control Program revised 12/19/22, showed
in part, this facility has established and maintains an
infection prevention and confrol program designed to
provide a safe, sanitary, and comfortabls environment
and to halp prevent the development and transmission of
communicable diseases and infections as per accepted
national standards and guidelines, Residents, family
members , and visitors are provided information

relative to the rationale for the isolation, behaviors
required of them in observing these precautions, and
conditions for which to notify the nursing staff.

Isolation signs are used io alert staff, family

members, and visitors of transmission-based
precautions.

Madical racord review for Resident 162 was initiated on
7/15/25, Resident 162 was admitted o the facility on
3/4/24, and readmitted on 3/19/25.

Review of Resident 162's physician's orders showed the
folfowing orders:

- dated 6/26/25, for D consult (Infectious Disease
doctor} due to Multidrug Resistant Infection; and

- dated 7/14/25, {0 administer Zyvox (antibiotic) 800

mg on tablet by mouth two times a day for UTI for seven
days, and Bactrim DS (antibiotic) 800-160 mg ons tablet
by mouth two times a day for seven days for infection,

F0880
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CFR(s): 483.80(a)(3)
§483.80(a) Infection prevention and control program.

The facility must establish an infection prevention and
control program {IPCP) that must include, at a minimum,
the following elements:

8483.80{a)(3) An antibiofic stewardship program that
includes antibiotlc use protocols and a system fo
monitor antibiotic use.

This REQUIREMENT is NOT MET as evidenced by:

Based on interview, facility document review, and
facility P&P review, the facility falled to accurately
monitor and address the use of the antibiotics when the
resident's condition did not meet the McGeer's criterta
(a set of criteria used in long term care facllities to
identify if residents' symptoms meet the criteria of a
frue Infaction) or Loeb minimum criteria (a set of
minimum clinical criteria used to guida the Initlation

of antiblotic thetapy for suspected infections in
residents of long term care facilities) for cne of five
final sampled residents (Resident 88) reviewed for
antiblotic stewardship. This failure had the potential
Hisk for continued use of unnecessary antiblotics,
potentially resulting in adverss reactions associated
with antibiotics and the devalopment of antibiotic

appropriate use of antibiotic medication.

2. How the facility will identify other residents
having the potential {0 he affected by the same
deficient practice and what corrective action will
be taken.

All residents were potentially affected by this
deficient practice. on 8/4/2025, DON and IP nurse
reviewed residents in the last 30 days who received
antibiotic and making sure McGeer's and Loeb
criteria was followed and verified with primary
physician and no other issue was noted.

On 8/6/2025-8/8/2025, DON in-serviced all Licensed
Nurses about facility P&P for Antibiotic Stewardship
program and identifying signs and symptoms in line
with McGeer's Criteria and Logb minimum eriteria
and verifying with primary physician for appropriate
usage of antibiotic medication, especially if resident
does not meet McGeer's or Loeb criteria. DON
emphasize on decumenting in resident’s medical
record if primary physician insisted on continuing the
Antibictic even if resident infaction does not meet
McGeer's or Loeb Criteria for unnecessary use of
Antibiotic. Resident plan of care will also be updafed.
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FO880 GContinuad from page 84 F0880 8/23/2025
85=D
on 71 5!25 at 1515 hours, an observatlon, interview,
and concurrent medical record review was conducted with
LVN 9 for Resident 162. Resident 162's room door was
closad. Thare was an EBP signage posted on the antrance
door.
Review of Residant 162's physician's order dated F881
711125, showed an order for contact isolation: MDRO
urine. LVN @ vaiified the resident had an order for
contact isolation and should have a contact isolation : : .
1. The corrective action(s) accomplished for the
signage on the door Instead of the EBP signage. LVN 9 restdents found to have been affected by the
was observed changing the door signage to a contact deficient tice:
isolation and removed the EBP signage. eficient practice:
Resident 89 was affected by this deficient practice.
On 7/15/25 at 1555 hours, an intervisw was conducted . .
with the DON. The DON was informed and verified the On 7/18/2025, DON provided 1.1 education to IP
above findings. nurses about facility P&P for antibiotic stewardship
program, in particular following the McGeer's criteria
F0881 Antibiotic Stewardship Program F0881 |and Loeb minimum criteria and notifying primary
85=D physician of resident's signs and symptoms for
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Review of the facility's P&P titled Antibiotic

Stewardship Program revised 12/19/22, showed it is the
policy of the facility to implement an Antibictic
Stawardship Program as part of the facility's overall
infection prevention and contrel program. The purposs
of the program is io optimize the freatment of

infections while reducing the adverse events assaociated
with antibiotic use, The program included antiblctic

use prolocols as a systam to monitor antibiotic use, ..the
facility uses the {CDC’s NHSN Surveillance Definition,
updated Mcgeer's criteria, or other survaillanca tool)

to define infection. The Loek Minimum Criteria may be
used to determine whether to treat an infection with
antibiotics.

Review of the facility's document titled Infection
Surveillance Monthly Report for June 2025 showed
Resident 82 was admitied to the facility on 3/19/25.
Resident 83 had a productive cough with purulent
sputum, and fever on B/28/25, Resident 89 was
presctibed Zithromax (antibiotic) 250 mg oral tablet,

Further review of the Infection Surveillance Monthly
Report did not show if tha above symptoms met the
McGeer's criteria for true infection or Loeb's minimum
ctiteria to treat the infection with antibiotics.

Medical racord review for Resident 89 was initiated on
7/15/25. Resident 89 was readmittad to the facility on
3/19/25.

Review of Resident 89's Infaction Scraening Evaluation
dated 6/28/25, showed Resident 82 was afebrile (no
fever), had unproductive new or increased cough, and
had recent chest x-ray showing new infilrates

consistent with pneumonia. Further review of the
Infection Screaning Evaluation failed to show if the
symptoms experienced by Resident 89 met the McGeer's
criteria for true infection or Loeb’s minimum criteria

fo treat the infection with antibictics,

Howevar, review of Resldent 89's Antibiotic Time Out
dated 7/1/25, showed Zithromax oral tablet 260 mg two
tablets via GT one time only for presenting clinical
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F0881 Continued from page 85 F0881 3, Measures that will be put into place or systematic | 8/23/2025
sS=D rasistant bacteria. . change the facility will make to ensure that the
deficient practice does not recur:
Findings:

| Antibiotic use and if McGeer's Criteria or Loeb

DON and IP nurse or designee will oversee this
process. If a resident developed signs and symptoms
of possible infection, RN supervisor or charge nurse
will notify primary care physician (PCP} for the COC.
If PCP ordared antibiotic, RN supervisor or charge
nurse will initiate appropriate use of antibiotic and
might suggest to PCP for additional testing, such as
tabs before initiating antibiotic use. If PGP insisted to
start antibiotic, RN supervisor or charge nurse will
document in resident medical records and initiate
McGeer's criteria or loeb minimum criteria and
reported to IP nurse. IP nurse will re-avaluate

criteria was not met, IP nurse would verify with
primary physician for antibiotic use and suggest
antibiotic timeout, 1P nurse would update plan of care
based on PCP order.

IP Nurse will report antibiotic use monthly to infection
contro] committee and any PCP net complaint with
McGeer's and Loeb Criteria will be discuss with
Medical Director.

Medical record wilt audit all new antibiotic order for
compliance to antibictic stewardship program and
report to DON x 3 months,

4. Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

The DON will monitor the effectiveness of the
process and report to the Administrator. Any findings
will be presented to the Monthly QA&A meseting. The
Plan of Correction was prasented at the Quality
Assurance (QA&A) comrnittee meeting on
08/14/2025. Ongoing findings from audits will be
reported to the QAPI/QAA monthly mestings for at
least three months

Corrective action completion date:
8/23/2025
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F0881 Continuead from page 86 F0881
88=D symptoms of fever, and increased sputum. Under the
section narrative notes, showed physician was notified
Resident 89 was afebrile and had mild secretion,
antibiotic time out was suggested, and Resident 89's
infection met the McGeer's criteria.
Further review of the Resident 89's medical record
failed to show if Resident 8% had a fever or increased
sputum or productive cough.
On 7/18/25 at 1417 hours, an interview and concurrent
facility documeant review was conducted with tha IP. The
IP was asked about tha facility's anfibiotic F0908 : 8/1/2025
stewardship program. The IP stated the facility used
the McGeer's criteria. The IP stated if a resident did 1. The corrective action{s) accomplished for the
not meet the critaria for a true infection using the residents found to have been affected by the
McGeer's criteria, the physician would be notified. The deficient practice:
|IP verified the above findings and stated Resident 89 ‘
did not have a fever and purulent sputum. The IP 145 residents were affected by this deficient practice
verified the symptoms Resident 89 experienced on
6/28/25 did not meet the McGeer's criterla for true : . ; )
infection. The IP stated she should have accurately On 7/15/25, all three Ice mach!nes were Immedlately
notified the physician regarding Resident 89's symptoms takgn out of service by the maintenance director and
that did not meet the McGeer's Criteria for a true des!gnee; .
infection whan the antibiotic was ordered. certified vendor inspected, served, and thoroughly
sanitized the ice machines following the
: manufacturer's specific cleaning and scale removal
On 7/22/26 at 1503 hours, an interview was conducted instructicns.
with the DON. The DON was informed and acknowledged tha
above findings. On 7/16/25, Dietary Supervisor and designee
contacted certified vendor to initiate replacement of
F0g08 Essential Equipment, Safe Operating Condition FO908 |identified non-compliant ice machines and vendor
38=E i i i i i
CFR(s): 483.90(d)(2) ;O:glr:imn:g gslgﬁg ;nd installation of new ice
483.90(d)(2) Maintain all mechanical, electrical, and - [ \ .
gatient c(are(a aquipment in safe operating condition. 2. H.ow the faclllty. will identify other residents
having the potential to be affected by the same
This REQUIREMENT is NOT MET as evidenced by: deficient practice and what corrective action will
be taken.
Based cn observation, interview, and manufacturer
documant reviaw, the facility failed to maintain the All residents have tha potential fo be affected by this
essantial aquipment in tha safe operating conditions deficient practice.
when:
On 8/1/2025, Administrator and Maintenance
* The facility failed to maintain three of three ice Director chacked all ice-handling processas and
machines In sanitary working condiition. related equipment. All ice machine squipments were
* The facility falled to ensure tha manufacture Cfeaned and sanitized. lce machine inside the
spedifications were followed for one of three ice kitchen was replaced on 8/1/2025. No other
machines. noncompliance were found.
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of ice in a highly vulnerable popwlation of 145
residents who recaived ice from the ice machines,

Findings:

Review of the Diet Count by Diet report completed by
the facility on 7/15/25, showed 145 residents in ihe
facility received an oral dief.

Review of the USDA Food Code 2022, Section 4-501,11,
Good Repair and Proper Adjustment showed equipment
shall be maintained in a state of good repair and
sanitary working condition.

Review of the USDA Food Code 2022, Section 4-601.11
Equipment, Food-Contact Surfaces, Nonfood-Contact
Surfaces, and Utensils. A. Equipment, food contact
surfaces and utensils shall be clean to sight and

touch.

1.a. On 7/15/25 at 1033 hours, an abservation of Ice
Machine 1 and concurrent interview was conducted with
the Maintenance Director. Upon inspection of the
internal components of the ice machine, a brown residue
was found on the ice machine evaporator (the part of
the ica machine where Ice was made), a yellow residue
was found on the watar curtain (a panel that directs

the ice from the evaporator to the ice storage bin), a
gray residue was found in the ice chute, (the part of

the ice machine that directs ice from the harvester to
the ice storage bin), and a yellow residue was found on
the ice storage hin deflector (a device that directs

the ice into the bin). The Maintenance Director

verified the findings.

b. On 7/15/25 at 1033 hours, an observation of Ice
Machine 2 and concurrent interview was conducted with
the Maintenance Director. Observed were two metal
screws located in the ice storage bin held the ice bin
deflector in placs. Red and brown stains were noted on
the metal screws and the sides of the lce storage bin.
The Malntenance Director verified the findings.

¢. On 7M5/25 at 1120 hours, an obsarvation of Ice
Machine 3 and concurrent interview was conducted with
the Malntenance Director. Upon Inspection of the
Internal ice machine companents, brown and black

sanitized the ice machine, making sure deep
cleaning was done including compartments not
easily visible using approvad chemical for cleaning
ice machine.

3. Measures that will be put into place or
systematic change the facility will make to
ensure that the deficient practice does not recur:

Administrator or designee will oversee this process.
and compliance. Maintenance will do monthly deep
cleaning and sanitation of ice machine. The dietary
supervisor and designee would do daily ice

machine cleaning and inspection will be recorded.
Vendor will perform quarterly service and cleaning to
ensure cleanliness and compliance with equipment
and sanitation protocols.

Administrator or designee will check ice machine
weekly and randomly x 3 months fo make sure
cleaning and sanitation compliance is being
followed.

4, Facility plans to monitor effectiveness of the
corrective actions and sustain compliance;
Integrate QA Process:

The Administrator or designes will be responsible for
ensuring the monitoring process remains in place to
confirm compliance. Any findings and
nancompliance will be immediately corracted and
presented to the monthly Safety Committee
meetings and the Quality Assurance (QA&A)
committee meetings. The Plan of Correction was
presented at the QA&A meeting on 8/14/25,
Ongoing findings from audits will be reported to the
QAPIQAA monthly meetings x 3 months

5. Carrective action completion date:
8/1/2025
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F0908 Confinued from page 87 F0908 | On 8/1/2025, ice machine technician in-serviced 8/1/2023
ss=E These failures had the potential to cause contamination maintenance department on how to clean and
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CFR(s): 483.90(d)(3)

§483.90(d}(3) Conduct Ragular inspection of all bed
frames, mattresses, and bed rails, if any, as part of a
regular maintenance program to identify areas of
possible entrapment. When bed rails and mattresses are
used and purchased separately from the bed frame, the
facility must ensure that the bed rails, mattress, and

head frame are compatible,

This REQUIREMENT is NOT MET as evidenced by:

Basad on observation, interview, medical record review,
fagility document review, and facility P&P review, the
facifity failed to ensure tha residents' entrapment
assassmenis were accurats, complete, and the
measurements were recorded during the bed inspaction
when identifying areas of possible entrapment with the
use of hed side rails for seven of 10 final sampled
residents (Residents 35, 36, 49, 51, 85, 122, and 153)
and one nohsampled resident (Resident 148) reviewed for
siderails.

* Thae facility falled to ensure the residents’
entrapment assessiments were accurately complated for

deficient practice, On 7/23/2025, Maintenance
diractor audited all residents bed for entrapment
measurement of zone 7 and all 182 residents were
found to have issue related to the form use not
reflecting zone 7 if it fails or pass the entrapment
measurement. Maintenance team immediately re-
measured all zone 7 in resident beds and entrapment
measurement form was revised to reflect zone 7
measurement of fail or pass. All zone 7 entrapment
measurement passed.

3. Measures that will be put into place or
systematic change the facility will make to ensure
that the deficient practice does not recur:

Administrator or designee will oversee this process
and cempliance. Maintenance will measure zone 7
for entrapment and make sure it reflect on the
measurement for entrapment form. Any bed not in
compliant with zone 7 entrapment will be removed.
Administrator will review entrapment records
randomly for compliance x 4 weeks and monthly
thereafter.

FRENCH PARK CARE CENTER 600 E WASHINGTON AVENUE , SANTA ANA, Callfornla, 92701
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F0o08 Continued from page 88 Fooog | FO909
8S=E residues were noted on the evaporator, and black and
gray residues were noted on the water curtain of the 1. The corrective action(s) accomplished for the
evaporator. The Maintenance Diractor verified the residents found to have been affected by the
findings. deficient practice:
Residents 35, 36, 49, 51, 85, 122, 146, and 153
2, Review of the manufacturer guidelines found on the were affected by this deficient practice.
inside panel of lee Machine 1 showed: Scale Removal and
gig{g‘:‘:‘a Igf;::c;'?::ﬁé:h?ﬁ;eslg:]ilor'::‘foe:e?finto the On_7/23/2025, Maintenance Director re-assessed all
—— resident 35, 36, 49, 52, 85, 122, 146, and 153 for
entrapment to make sure measurement of zone 7
reflected on the form heing use.
On 7/16/25 at 0916 hours, an observation of lce Machine
1 and concurrent interview was conducted with Vendor 1. On 7/23/2025, Administrator provided 1:1 in-serviced
Vandor 1 stated he used Nucalgon nickel safe ice to Maintenance director for facility policy and
machine cleaner to clean the intefnal components of the procedure for measuring entrapment and using form
ice machines. Vendor 1 stated the Nucalgon nickel safe that reflects zone 7 to show if it pass or fails.
ica machine cleanar was equivalent to Scotsman Clear 1.
Vendor 1 further stated the ice machine company raisec
the prices of the cleaners so the company he worked for 2. How the facility will identify other residents
used a genetic cleaner. Vendor 1 stated he cleaned many having the potential to be affected by the same
different brands of ice machines and it was not . . . Lo
possible to use the appropriate cleaner for each brand deficient practice and what corrective action will
of ice machine. ' be taken.
FO909 Resident Bad FQ909
SS=E All residents were potentially affected by this
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Continued from page 88
Residents 35, 36, 49, 51, 122, and 153.

* The facility failed to ensure Residents 85 and 146 's
hilateral grab bars bed entrapment assessment was
accurate and complated.

These failures had the potential to negatively impact
the residents, resulting in possible entrapment,
serious injury, and death.

Findings:

According to the Hospital Bed System Dimensional and
Assassment Guidance fo Reduce Entrapment, the term
"entrapment” describes an event in which a
patlent/resident is caught, trapped, or entangled in

the space in or about the bed rail, mattress, or

hospital bed frama. Patient entrapments may result in
deaths and serious injuries. These enfrapment events
have occurred in openings within the bed ralls, between
the bed rails and mattresses, under bed ralls, belween
split rails, and between the bed rails and head or foot
boards. The population most vulnerable to entrapment
are elderly patfents and residents, especially those

who are frail, confused, restless, or who have
uncontrolled body movement. The seven areas In the bed
system where there is a potential for entrapment are:

- Zone 1: within the rail;

- Zone 2: under the rail, between the rail supports or
naxt to a single rall support;

- Zone 3: between the rail and the mattress;
- Zone 4: under the rail, at the ends of the rail;
- Zone 5: between split bed rails;

- Zone 6: between the end of the rall and the side adgs
of the head or foct board; and

- Zone 7: hatween the head or foot board and the
mattress end.

Review of the facility's P&P titled Proper Use of Side
Raifs revised date 12/19/22, showed entrapment was an
avent In which a resldent Is caught, trapped, or
entangles in the spaca in or about the bed rail. The
resident assessment should assess the resident’s risk

F0g0g

4, Facility plans to monitor effectiveness of the 8/23/2025
corrective actions and sustain compliance; Integrate
QA Process:

Administrator will monitor the effectiveness of the
process and report any findings will be presented to
the Monthly QA&A meeting. The Plan of Correction
was presented at the Quality Assurance (QA&A})
committee meeting on 08/14/2025. Ongoing findings
from audits will be reported to the QAPI/QAA
monthly meetings for at least three months

Corrective action completion date:
8/23/2025
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Continued from page 90

of entrapment between the mattress and bed rail orin
bed rall itself, The Maintenance Director, or desighee,

is responsible for adhering to a routine maintenance
and inspection schedule for all bed frames, mattresses,
and bed rails. Further raview of the P&P showed as part
of the resident's comprehensive assessment, the
following components will be considered when
determining the resident’s needs, and whether or not
the use of bed rails meets those needs:

a. Medical diagnosis, conditions, symptoms, and/ or
behavioral symptoms

b. Size and weight

c. Sleep habits

d. Medications

e. Acute medical or surgical interventions

f. Underlying medical conditions

g. Existence of delirium

h. Ability to toilet self safely

i. Cognition

j Communication

k. Mobility (in and out of bed)

I. Risk of falling

1. On 7/15/25 at 1035 hours, during the initial tour of
the facility, Resident 36 was observed asleep in the

bed with the bilateral grab bars elavated ai the head
of the bed.

Medical record review for Resident 36 was initiated on
7/15/25. Resident 36 was admilted to the facility on
412719, and readmittad on 5/3/18,

Review of Resident 36's H&P examination dated 9/3/24,
showad Resident 36 had no capacity to understand and
make decisions.

Review of Resident 36's Order Summary Report for July
2025 showed a physician's order dated 3/17/25, for
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turning.

Review of the facility's Bed System Measurement Device
Test Resuits Worksheet for Restdent 36 dated 3/18/25,
showed Zones 1, 3, and 6 were measurad and passed;
howaver, the form falled to show if Zone 7 was measured
and I it passed or failed,

2.0n 7/22/25 at 1021 hours, during an observation with
the Maintenance Director, Resident 49's bed was
cbserved with the bilateral grab bars elevated at the
head of the bed.

Medical record review for Resident 49 was initiated on
7121125, Resldent 49 was admitted to the facility on
11/1/22, and readmitied on 8/23/24.

Review of Resident 49's H&P examination dated 8/24/24,
showed Resident 42 had the capacity to understand and
make dacisions.

Raview of Resident 49's Ordar Summary Report for July
2025 showed a physician's order dated 6/6/25, for
bilateral grab bar every shift for enabler for bed

mobility and transfers.

Review of the facility's Bed System Measurement Device
Test Results Worksheet for Resident 49 dated 1/7/25,
showed Zones 1, 3, and 6 were measured and passed;
however, the form failed to show if Zone 7 was measured
and if it passed or failed.

3. On 7M8/25 at 1106 hours, during tha initial tour of
the facility, Resident 51 was observed in baed with the
bllateral grab bars elevated at the head of the bed.

Medical racord review for Resident 51 was initiated on
7/16/25. Resident 51 was admittad {o the facility on
1/25/24, and readmltted on 5/27/25.

Review of Resident 51's H&P examination dated 5/29/25,
showed Resident 51 had the capacily to understand and
make decisions.
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Review of Resident 51's Admission MDS assessment dated
6/2/25, showed Resident 61 had a BIMS score of 14,
indicating intact cognition.

Review of Resident 51's Order Summary Report for July
2025 showed a physician’s order dated 5/30/25, for
bilateral grab bar every shiit for bed mobility and
transfers,

Review of the facility’s Bed System Measurement Davice
Test Resuits Worksheet for Resident 51 dated 6/12/25,
showed Zones 1, 3, and 8 were measured and passed;
however, the form failed to show if Zone 7 was measurad
and if it passed or failed.

4. On 7/15/25 at 1513 hours, during the initial tour of
the facility, Resident 122 was observed in bed with the
bilataral grabs bar elevated at the head of the bed.

Medical record review for Resident 122 was initiated on
7/16/25. Resident 122 was admitted to the facllity on
4/30/25.

Reaview of Resident 122's H&P examination dated 5/2/25,
showed Residant 122 had the capaclty to understand and
make decisions.

Review of Resident 122's Admissicn MDS assessment dated
5/6/25, showed Resident 122 had a BIMS score of 14,
indicating intact cognition.

Review of Resident 122's Order Summary Report for July
2025 showed a physician's order dated 5/1/25, for
bilateral grab bar every shift for bed mobility and
fransfers.

Review of the facility's Bed System Measurement Device
Test Results Worksheet for Resident 122 dated 5/30/25,
showed Zones 1, 3, and & were measured and passed;
however, the form failed to show Zone 7 was measured
and if it passed or failed.

5.0n 7117125 at 0857 hours, an observatlon and
concurrent interview was conductad with Resident 153,
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'showed Resident 153 had the capacity to understand and

and the resident's bed was observed with the bilateral
grab bars elevated at the head of the bed.

Medical record review for Resident 153 was initiated on
7/16/25. Resident 153 was admilted 1o the facility on
2/13/23, and readmitted on 7/14/24.

Review of Resident 153's H&P sxamination dated 9/8/24,

make dacisions.

Raview of Resident 153's Quarterly MDS assassment dated
627725, showed Resident 153 had a BIMS score of 12,
indicating moderately impaired cognition.

Review of Resident 153's Order Summary Report for July
2025 showed a physician's order dated 3/18/25, for
bilateral grab bar every shift for bed mobility and
transfers.

Review of the facility's Bed System Measurement Device
Test Results Worksheet for Rasident 153 dated 1/7/25,
showed Zones 1, 3, and 6 were measured and passed;
however, the form failed to show if Zone 7 was measured
and If it passed or failed.

On 7/22/25 at 1006 hours, an observation, Interview,

and concurrent facility document review was conducted
with the Maintenance Director. The Maintenance Director
stated the measurements of the bed, spaces in between
the mattress, grab bars, and headboards ware taken
using a tape measure, The Maintenance Director verified
there were discrepancies between the assessments of the
Zones and Zona 7, which was not reflected in the Bed
System Measurement Device Test Results Worksheets. In
addition, the Maintenance Diractor stated the
measuraments wera done to prevent entrapment and Zone 7
should have been reflected and added on the form.

On 7/22/25 at 1548 hours, an interview was conducted
with the ADON. The ADON was informed and acknowledged
the above findings.

6. On 7/15/25 at 1035 and 1625 hours, and on 7/16/25 at
1101 hours, Resident 35 was obsarved lying an his bed

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY)
F0o09 Continued from page 93 FO908
88 =E Resident 153 was observed sitting up in a wheelchair

FORM CMS-2567 (02/99) Previous Versions Obsolete

Event ID: KJ§O11 Facility ID: CA060000164

If continuation sheet Page 94 of 97




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/31/2025
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES :
AND PLAN OF CORRECTIONS | oo FICATION NUMBER:

(X1) PROVIDER/SUPPLIER/CLIA

(X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY COMPLETED
A BUILDING 07/23/2025
B.WING

NAME OF PROVIDER OR SUPPLIER
FRENCH PARK CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
600 EWASHINGTON AVENUE , SANTA ANA, Californla, 92701

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5}
(EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
CROSS-REFERENCED TO THE DATE
APPROPRIATE DEFICIENCY}
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88=F with tha 1/2 {half) siderail elevatad on the right slde
of the bed and the 3/4 siderail elevated on the left
side of the bed.

Medical record review for Resident 35 was initiaied on
7/15/25. Resident 35 was admittad fo the facility on
9/30/03, and readmitted on 4/24/25.

Review of Resident 358's Bed System Measurement Device
Test Resulis Worksheet dated 4/29/25, did not show if
Zone 7 was measured and if Resident 38's side rail had
passed the Zone 7 entrapmant assessment for the use of
the siderails.

Review of the Resident 35's Order Summary Report showed
the following physician’s orders:

- dated 7/16/25, for the 1/2 right bed rall when in bad
for positioning and ease of mobility, secondary to
generalized weakness.

- dated 4/24/25, for the 3/4 left bed rall while in bed
{o self-assist with turning and repositioning due to
left upper extremity paraparesis (partiaily unable to
move) related to spinal cord injury and to promaote
sense of security.

Review of Resident 35's plan of care showed a care plan
revised on 7/16/25, addressing the siderall management
for the risk of entrapment and impairment in skin
discoloration. The goal showed Residant 35 woutd be
provided with the safe use of the sida rails. The
interventions included fo check the siderails regularly

to ensure they were securely attached and in good
working condition. Further review of the P&P showed to
visually check bed the mattress and rail for
appropriatenass of the resident’s dimensions.

On 7/22/25 at 1006 hours, an observation, Interview,
and concurrent medical record review for Resident 35
was conducted with the Maintenance Director. Resident
35 was observed lying on his bed with the 1/2 siderail
elevated on the right side of the bed and the 3/4

siderail elavated on tha left side of the bed. The
Malntenance Director verifled the above observation and
stated Resident 35 had the 1/2 siderall on the right

side of the bed and the 3/4 siderall on the left side

of the hed. The Maintenance Direclor reviewed the Bed
Systam Measurement Davice Test Resuits Worksheet dated
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7 was measured, and if Resident 35 passed the Zone 7
measurement for the use of the siderails.

On 7/22/25 at 1503 hours, an interview was conductad
with the DON. The DON was informed and acknowledged the
above findings,

7.0n 7/15/25 at 1057 hours, an observation was
conducted for Resident 85's bed. Resident 85 was
observed lying on the bad and watching TV with the
bilateral grab bars alevated.

Medlcal record raview for Resident 85 was initiated on
7/15/25. Rasident 85 was admitted to the facility on
5725,

Review of Resident 85's Order Summary Report showed a
physician’s order dated 5/14/25, for the bilateral grab
bars for turning and repositioning.

On 7/22/25 at 1043 hours, an interview and concurrent
facilily document review was conducted with the
Maintenance Director, The Maintenance Director was
asked fo show the documentation for Resident 85's
bitateral grak bars bed entrapment assessment, The
Maintsnance Director showed the facility's document

titled Bed System Measurement Device Test Resulis
Worksheet dated 5/25/25, for Resident 35. The worksheet
showed the following zones were assessed and measurad:

for Zone 1, passed, four inches

for Zone 2, passed, two inches.

for Zone 3, passed one and one eighth.

for Zone 4, passed two inches,

for Headboard Zone 6, passed, half.

Howaver, there was no documentation to show the
assessment, measurement, and result (passed or failed)

for Zone 7. In addition, thare was no specified unit of
measurement used for Zones 3 and 8.
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the facility, an observation was conducted for Resident
148's bed. Resldent 146 was not observed his room.
However, Resident 146's bed was observad with the
bilateral grab bars elevated.,

Medical record revisw for Resident 146 was initiated on
7/15i25. Resident 146 was admitted {o the facility on
413124, and readmitted on 4/16/25,

Review of Resident 146’ Order Summary Report showed a
physiclan's order dated 6/12/25, for the bilateral grab
bars for bed mobility and repositioning.

On 7/22/25 at 1041 hours, an interview and concurrent
medical record review was conducted with the
Maintenance Director, The Maintenance Director was
asked to show the documentation {or Resident 146’s
bilateral grab bars bed entrapment assessment. The
Maintenance Director showed the facility's document

titled Bad System Measurement Davice Tost Resuits
Worksheet dated 3/18/25, for Resident 148. The
worksheet showed the following zones were assessed and
measured;

for Zone 1, passed, four inches.

for Zone 2, passed, one and 1/8.

for Zane 3, passed, one and 1/8.

for Zone 4, passed, ona inch.

for Headboard Zone 6, passed and 1/2.

However, there was no documentation to show the
assessment, measurement and result for Zone 7. In
addition, thera was no specified unit of measurement
usad for Zones 2, 3, 4, and 6. The Maintenance Director

varified there was inaccuracy in completion of the
entrapment assessments for Residents 85 and 146.
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