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FOCO INITIAL COMMENTS Feoo
AMENDED 6.2.2025
The following reflects the findings of the California
Department of Public Health during a recertification
survey conducted from 5/17/2025 to 5/18/2025.
The residant census at the time of survey was 35.
The sample size was 14.
Highest Scopa and Severity’ E
F&84 Quality of Care F684 This plan of correction caonstitutes the 0611272025
SS=E  CFR(s) 483.25 fzcility's written credible allegation of
§ 483,25 Quality of care compliance. Preparation and/or executian of
Quatity of care is a fundamental principle that applies to this Plan of Corraction does not canstitute
. M . admissian or agreement by the provider of
all treatment and care provided to facility residents.
. . the truth of the facls alleged, or the
Based on the comprehensive assessment of a resident,
the facility must ensuse that residents receive treatment conclusion set forth an the Statement of
y “h"’ e Deficlencles. This plan of eorrection s
and carein acoordanoovf profession ' srt:d a prepared and/or executed solely because
pra:::::. the d:::pr:‘r;ienswe person-centered care plan, required by the provisions of the health and
an res ] 08Ss.
This REQUIREMENT Is not met as evidenced by: :a:”:d" seation 1280 and 42 CFR 483,
Based on observalian, interview, and record revisw, the ; c:cﬂve Action f donts found ¢
. . . H on for reside 'ound to
taetlity failed to ensur? residernl.s received treatment efnd have been affected:
care in awotdanca wnh. physician ordars for two of eight « Residan 2 lesion was reassessed by the RN
sampled residants (Resident 2 and 28) by: on 5/18/2025. The attending physician was
1.Failing to follow up dermatology (branch of medicine made aware of the dermatoclogy follow-up
that diagnosis and treats skin disorders) consult for appointment and orders was given by the
Resident 2. physician on 6/20/2025 for a Dermatology
2 Failing to follow physician orders for dressing change consult on June 18, 2025, at 0930
for Rasident 28's right above the knee amputation {AKA) « Resident 28's treaiment for right AKA was
Thesas deficient practices resulted in Resident 2 not being completed by the RN on 5/18/25.
seen by a dermatologist and had the potenﬂal for * Residont 28 was reassessed by RN on duty
Resident 28' ] for any signs or symptoms of inlection such as
+ No othar residents bave been affactad, —
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F684  Findings: F684 drainage, pain, toul smelling odors, etc.

Resident 28 wound remains stable at this time.
(i Facility's idontification of othar recidents

having the potsntjal to be affected by the
same affected by the deficient practice and
correctivo action taken:

« On 06/06/2025, tho MRD complated an audit
of residents’ spacialist consult orders in the
past 30 days to ensure that residants with
orders are seen per physician orders,

* The DON/designes performed an audit on
5/18/25 on residents' treatments and verified
that treatment arders were followed per

During a review of Resident 2's Admission Record, the
Admission Record indicated Resident 2 was inttially
admitted to the facifity on 9/17/2023 and was readmiitted
on 5/13/2024 with diagnoses including Parkinscn's
Disease (a progressive disease af the narveus system
marked by tremor, muscular rigidity, and slow, imprecise
movements), rheumatoid arthritis (a chrohic progressive
disease-causing inflammation in the joints and resulting
in painful deformity and immobility), and chronic kidnay
(bean shaped organ responsible for filtering blood and
removing waste) disease (prograssive condition where
the kidneys become damaged and are unable to filer

_ physician,
bioad effactively). [): Facility measures and systemic changes
During a review of Resident 2's History and Physical to ensure tha deficlent practice does not
(H&P), dated 5/1772025, the H&P indicated Rasident 2 reeur:
was able to make her own medical decisians. + DON/designee conducted an in sefvice to
During a review of Resident 2's Minimum Data Set (MDS] faciity licensed nurses regarding folloving
a resident assessment toal), dated 3/6/2025, the MDS physician orders for treatment, including
indicated Resident 2's cogniliva skills (the mental action follow-up of needed consult orders of resident
or procass of acquiring knowledge and understanding as ordered by the physiclan. The goal is to
through thought, exparience, and the senses) were ensure that residents receive treaiment and
intact. needed services par the physician’s order.
The MDS indicated Residont 2 required moderate « MRD wil conduct audits that resident's consult

orders are followed per physician orders
weekily x 1 month then bi-monthly for 2

months,

+ DON/designese will conduct random audits of 5
resident residents’ ireatment weskly for orders
to ensura that each crder is followed by
physician orders X 80 days.

IV. Facllity’s plan to monitor corrective
actions are achieve & sustain compliance;

assistance (provide less than half the effort) in bathing,
toilating hygiene, and shawer transfer, required
supervision for chair/bed-lo-chair transfer, lower body
(waist below) dressing, putting/taking shoes off, and is
independent in ealing, oral hygiene, upper body (waist
above) dressing, and personal hygiene. The MDS
indicated Residant 2 utilizes a whaelchair and walker and
has bilateral (both sides) impairments an the lower
(hips/legs) extremiities.
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F684 During a raview of Residant 2's Order Summary Report Fes4 Integrate the POC to QA Pracess.
(physician orders) dated 5/18/2025, the order summary + The Medical Record Director/designee wil
indicated dermatology consult and treatment as indicated report on the findings and trends of weekly -
for right hand lesions with an active date of 1/31/2025 audits of new psychotropic medications for
During a review of Resident 2's progress noles dated informed consant during the monthly QA
5/18/2025, the progress note dated 1/31/2025 at 11:57 mesting for the next 3 months to ensure
a.m. indicated Dermatalogist 1 (DERM 1) was called for complance.
a dematology consult and treatment as indicated for * Trends and patiems will be discussed for
right hand fesicns. DERM 1 requested the face sheet and further recommendations and interventions.
to take a pholograph of lesiehs an Resident 2's right * The administrator will manilor compliance.
hand. V. Corrective Action Completion Date:
. 6/12/2025
During a raview of Residant 2's physician order shest
from DERM 1 dated 3/26/2025, the physician crder sheet
indicated to fax a signed consent farm to schedule a
tlopsy lo rule oul basal cell (most common type of skin
cancer) squamous cell carcinoma (lype of skin cancer
that makes up the outermost layer of the skin).
During a review of Resident 2's skin biopsy consent form,
there are no dates and signature indicated on the
consent form. During a concurrent abservation and
interviaw on §/17/2025 at 10:43 a.m. with Resident 2,
Resident 2 stated she has had this skin issue for about
six months. Resident 2 stated the facility Is aware, and
she had not received any medication, and the facility has
not dona anything for her. It was observed Resident 2
had two raised bumps on her right hand. During a
concurrent interview and record review an 5/18/2025 at
11:34 a.m., with Registered Nurse Supervisor 1 (RNS 1),
RNS 1 stated the arder for Resident 2 indicaled there
was an order for a dermatology consult on 1/31/2025.
RNS 1 stated whan there is an order for a demmatalogy
consuit, thay will schedute and make an appointment
with darmatalogy. RNS 1 stated depending on the
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05/18/2025

F684  insurance the Case Manager (CM) or the Social Service  F684
Diractar (SSD) will get priar authorization for the referral
and fax the documents to the clinic. RNS 1 slated per
order, Resident 2 should have a dermatology
consultation appointment. RNS 1 stated the progress
note on 1/31/2025, indicated DERM 1 asked for Resident

2's face sheet to be faxed over, RNS 1 stated the DERM
1 physician order sheet indicated the informed consent to

be faxed, but the infonmed consent was not signed. RNS
1 stated there are no notaticns in March, April. and May
2025 regarding the dermatology consultation and
indicated it is not known if a signed consent form was
faxed to the dermatslogy clinic. RNS 1 stated the
informed consent should have been signed and sont cut
at thattime. RNS 1 slated the nurses usually follow up

with the documents and indicated this was
communicatad from the nurses to DERM 1 and
DERM 1 requestad the face sheet. RNS 1 stated itis

known what happanad afterwards and usually follow up
within 72 hours (hr.). RNS 1 stated if the resident does
not receive the intended consuftation, their condition can
get worse ana affect the healh of the resident.

Ouring an interview on 5/18/2025 at 6:57p.m. with the
Administrator (ADM), the ADM stated the previous
Director of Nursing (DON) was In charge of all ancillary
services (servicas that support, or supplement primary
care provided by doctors and nurses) end was aware
that Residant 2 had an order summary by DERM 1 in
March 2025 and was not followed up. The ADM stated at
that time, it was DON's raspansibility and indicated that
the residents not receiving the intended consultation is a
huge issue as t can patentially lead {o a more serious
issue, and this could have besen easily preventable had
they made an appeiniment, and they did not.
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F684 Buning an interview on 5/18/2025 at 8;38p.m. with the
DON, the DON statad it was important for residents to
get consultations if needed, and if there is an order, the

resident should got the consultation.

2 0uring a review of Resident 28's Admussien Record,
the Admission Record indicated Resident 28 was initially
admitted to the faciity on 3/24/2025 with diagnoses
including type 2 diabstes mellitus (a condition where the
body has trautile cantrolling blocd sugar) with
hypergiycemia (elavated sugar in the blaod), type 2
drabatas mellitus with diabetic neuropathy arihropathy
(nerve damage and joint disease).

hypertansion (high blood pressura) and acquirad
absanco of right leg above knee.

During a reviow of Resident 28's history and physical
(H&P), dated 5/15/2025 the H&P indicated Resident 28
had the capacity to undersland and make dacisions.

During a review of Resident 28's Minimum Data Set
(MDS), a resident assessmant ool dated 3/31/2025, the
MDS indicatled Resident 28 was dependent (Halper doas
ail the effort. Resident doas ncnae of the effort to
complete the activity) with ealing, and personal hygiene,
substantial/maximal assistance (helper lifts and halds
trunk or Iimbs, provides more than half the effort ) with
lower body dressing, shower/bathe self and putting on
ftaking off footwear.

During a record review of Rasident 28's Treatment
Administration Record {TAR) dated 5/16/2025 . the TAR
Indicated right AKA (surgical incision) cleanse with
normal saline (sterile water), apply xeroform (wound
dressing), ABD pad (a highly absorbent medical dressing
used ta manage heavily draining woundsand wrap with

Fead
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D
PREFIX
TAG
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PREFIX
TAG
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DATE

Fe84 kerlix (uUsed to secura and protect wounds , injuries or F684
surgical sitas ) evary day shift x 30 days . Another arder

with a starnt date of 5/15/2025 indicated to monitor

surgical incislon daily every day shift. And last order

dated 5/15/2025 indicated to menitor dressing integrity

daily avery day shift.

During an observation and interview on 5/18/2025 at
11:30 a.m., with Licensed Vocational Nurse 3 (LVN 3),
Resident 28 was in bed with his nght AKA without a
dressing . LVN 3

stated she was aware fresident had no dressing . LVN 3
statas it was important to keep Resident 28's surgical
wound covered with drassing to prevent infection.

During an interview on 5/18/Z025 at 12:3D p.m., with
Registered Nurse 1 (RN 1), RN 1 statad sha was ho!
aware Residant 28 had no dressing to his right AKA. RN
1 stated it was impontant to keep Resident 28's right AKA
surgical site complataly covered to prevent infaction, and
it fo follow the doclor's order.

During an intarview an §/18/2025 at 8:00 p.m. with the
Director of Nursing (DON), the DON stated we must
follow doctors order and keep the wound covered and
provide a drassing 10 preventinfection.

During a review of the facility’s policies and Procedures
(P&P), titled "Resident Rights * ravised date February
2021, the P&P indicated federal and state laws
guarantee centain basic rights to all residents of this
facility. These rights include the resident's right to: a
dignified axistence; communication with and access to
paople and services, both inside and outside the facility.
During a review of the facifity's P&P, titled *Dignity,”
revised date February 2021, the P&P indicated each

resident shall be cared for in @ matter that promotes and
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F684  enhances his or her sense of well-being, level of Fe84
salisfaction with bfe, and feelings of self-worth and
self-esteem. The facility culture supports dignity and
respect for residents by honaring resident goals, choices.
preferences, valuas, and beliefs. This begins with the
initial admission and continues throughout the resident's
facility stay. Individual needs and preferences of the
resident are identified through the assessment process.
During a review of the facility’s policy and procedure
(P&P) titied” Residents Righils® indicales federal and
state laws guarantees certain basic rights to all residsnts
of this facllity these nghts include the residents right to :
Equal access to quality care. regardiess of source of
payment.
Fr27 RN 8 Hrs/7 days/Wk. Full Time DON CFR(s): F727 F-tag 727 06/12/2025
88=E  1913(b)(4){C); 191S{b}4)CNi);1818(b)(4)(C), 1819(b){4}C)(i);:483.35(c)( 1}-E}rrective Action for residents found to
Social Security Act §1919 [42 U.S.C. 1386r] have been affected:
§1919(b){4MC) Required nursing care; facilly waivers - ;::;;:’::' was o {anger in the faciity as of
§1919(b)(4)(C){i) General requiraments.-With resgeact o - _
nursing facility services provided an or after October 1, ;:?‘;:’::&:db’: :s::g;::d:‘t: zaluation
1900, a nursing facifity- (I1) excepl as provided in clause 05/1/2025and reviewad by the DON an
(i), must uss the servicas of a registered professional 05/18/2025,
nurse for at least 8 consecutive hours a dey. 7 days a il. Pacllity's identification of other residents
week. Soclal Security Act §1819 {42 U .S.C. 1395i-3] having the potential to be atfected by the
§1818(b}(4)(C) REQUIRED NURSING CARE.- same affected by the deficient practice and
§1813(b){(4C)(i) IN GENERAL.-Exceapt as provided in corrective action taken:
clause (i), a skilled nursing facility ... must use the « The MRD completed an audit on 08/06/2025
services of a registered professional nurse at least 8 for the past 14 days, that an admissions/
consecutive hours a day, 7 days a week. §483.35(c)(3) readmission evaluation was completed by the
Except when waived under paragraph (f) or {(g) of this licensed nurses. No other residants are
section, the facility must designata a registered nurse to affected by the deficient practice.
serve as the director of nursing on a full time basis. 1ii: Measures and systemic changes put in
§483.35(cK4) The director of nursing may serve as a place to ensure deficlent practices do not
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F727  charge nurse only when the facility has an average daily F727 recur:

eccupancy of 60 or lewer residents.

This REQUIREMENT is not mel as evidenced by:

Based on interviaw and record review, the facility failed ta
ensure two of ten sampled residents (Resident 21 and
28) had their admission/readmission assessmeants
completed by Registered Nurses (RNs)

This deficient practice had the patential for delay in care
and services, due to missed or inaccurate identification
of problems.

a. During a review of Resident 21's Admission Record,
the Admission Record indicated Resident 21 was initially
admitted to tha facility an 4/18/2025 and was readmitted
on 5/14/2024 with diagnoses including unspscified
fracture (break in a bone) of unspecified lumbar vertebra
(one of the bones that make up the spinal column in the
lower back), spinal stenosis (space inside the backbons
is oo small putting pressure on the spinal cord), and
obstructive (urine flow is blocked) and reflux uropathy
(occurs when urine flows backward into the bladder often
as a result of obstruction).

Ouring a review of Resident 21's History and Physical
(H&P), dated 4/20/2025, the H&P indicalad Resident 21
had the capacity to understand and make dacisions.

During a review of Resident 21 Minimum Data Set [MDS])
a resident assessment tacl), dated

412412025, the MDS indicaled Resident 21's cognitive
skills (the mental aclion or process of acquiring
knowiadge and understanding through thought,
expaerience, and the senses) were mildly Impaired. The
MDS indicated Resident 21 is dependent on
chair/bad-to-chair transfer and toileting hygiena, required

» On 05/18/2025 the DON conducted an in
service Io facility licensed nurses regarding
complelion of admission/readmission
evaluation of resiients. The goal is to ensure
that there is no delay of care and sarvices due

to missed or inaccurate identificatien of
problams.

» The MRD will conduct daily audits for
completion of admissions/readmission
avaluation of residents by license nurses and
validated by RN. Findings will be reportad to
the Director of Nursing during daily stand-up
meeting for follow-up.

V. Facllity’s plan to monitor corrective
actions are achleve & sustaln compliance;
integrate the POC to QA Process.

« The Medical Record Director/designee will
report the findings and trends of weekly audits

of admissions/readmission evaluation of
residents ara completed by a licensed nurse

during tha monthly QA meeting for the next 3
months to ensure compfiance.

« Trends and pattems will ba discussed for
further recommendations and interventions.
+ The administrator will manitor compliance.
V. Comrective Action Completion Date:
6/12/2025

(ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE {X6) DATE
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days fallowing the cate these documents are made avaiiable o the faciity. If deficiencies are cited, an approved plan of comection I requisite to cantinuad
program participation.
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F727  maximal assistance (provide more than haif the effort) for  F727
bathing, dressing upper (sbove waist) and lower (waist
below) body, required suparvisien en personal hyglens
and oral hyglene, and required set up for eating. The
MDS indicated Resident 21 utilizes a wheelchair and has
bilateral (both sides) impairments on the upper

(arms/shoulders) and lower (hips/legs) extremilies.

During a review of Resident 21's Change of Condition
(COC) dated §/13/2025 at 4:26p.m., the COC Indicatred
Resident 21 was sent to the hospital for further
evaluation for a left elbow skin tear and right forearm skin
tear.

During an interview on 5/18/2025 at 5:41p.m., with
Licensed Vocational Nurse 2 {(LVN 2). LVN 2 stated upon
admissian, they get the paperwoerk, introduce the
resident, raview the resident, do skin assaessments with
the Certified Nursing Assistant (CNA), assass for
smoking, check if they are a fall risk, and do the Braden
Scale (ool used to assess a patient's risk for developing
damaged skin and tissue). LVN 2 stated they do the
head-lo-toe assessment and indicated tha RN does not
do the admission assessments. LVN 2 statad the
Licensed Vocational Nurses are the ones that do the skin
assessment, and it was primarily their responsibliity to do
the admission assessments not the Registered Nurses.
LVN 2 stated if there Is a serious Incldent such as a fall
of bleed, they wili notify the RN so they can assess the
resident. LVN 2 stated if they do not have an RN, they
will nolify the physician.

During a concurrant interview and record raview an
5/18/2025 at 5:49 p.m. with LVN 2, LVN 2 stated
Rasident 21 went and came back fram the hospital and
usually an LVN will not do a full readmission assessmant

LABGRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIMLE {XB) DATE
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F727  if the resident comes back from the hospital in the same Fr27
day. LVN 2 stated the progress note indicated an
5/14/2025 at 12:55a.m., there is documentation that the
resident returned from the hospital. LVN 2 stated the skin
and paln assassment needs o be completed. LVN 2
stated there was no reassessment done by an LVN or an
RN when Resident 21 returned back from the hospital
and was supposed to do an assessment. LVN 2 stated
an asgessment Is supposed to be dote as Resident 21
has been an a gurney in the amergency room and you
want to assess ta ensure theres no new issues, and
ansure the resident is not in pain. LVN 2 stated if there
are no readmission assessmenis done, the resident may
have skin breakdown, so it is impartant to cover all the
basis as they are there to take care of the residents and
maka sura they are okay.

b. During a review of Resident 28's Admission Record,
the Admission Record indicated Resident 28 was initially
adimilted to the facility on 3/24/2025 and was readmitted
on 5/13/2024 with diagnoses including Parkinson's
Disease (a progressive disease af the nervous system
marked by tramor, muscular rigidity, and stow, imprecise
movemeants), Type Il Diabetes Mellitus (DM: a disardar
characterized by difficulty in blood sugar contro! and poor
wound healing),

and dementia (a progressive state of decline in mental
abilitles).

During a review of Residant 28's H&P, dated 5/15/2025,
the H&P indicated Resident 28 had the capacity to
understand and make decisions.

During a review of Residant 28 MDS dated 3/31/2025.
the MDS indicated Residant 2’s cognilive skills were
soverely impaired. The MDS indicated Resident 28 is

LABORATORY DIRECTOR'S OR PROVIDER/SUFFLIER REPRESENTATIVE'S SIGNATURE TIME ((6) DATE

Any daficlancy statement ending with an asterisk (*) denotes a deflciency which the institubon may be excused frem comacting providing it is determined that
othar safeguards provide suflicient protection fo the patianis. (See instrucflons.) Excepl for nursing homes, tha findings stated above are disciosable 90 days
following the date of sutvey whather or not a plan of correction is provided. Far nursing homes, the abava findings and plans of comection ara disclosable 14
doys fouo::nmgd m:ﬂdo:!e these documents are made availablp to the facility. ¥f deficiencies are cited, an approved plan of corection is requisite to centinued
pragram pation.

FORM GMS-2567(02-86) Previous Versions Cbsotate Event 10:986R 11 Facility ID: CAS40000010 ¥ carmuaton theet Page 10 of 42



DEPARTMENT OF HEALTH AND HUMAN SERVICES PR R aaia2/2025

CENTERS FOR MEDICARE & MEDICAID SERVICE OMB NO. 0938-0391

[ sTatemen oF oEFiciEncies | (xt) PROVIDERiSUPPLIERICLIA (X2) MULTIFLE CONSTRUCTION
AND PLAN OF CORRECTION (DENTIFICATION NUMBER" A BUILDING

555805 B. WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. 8TATE, 2P CODE

. 8001 EAST ANAHEIM STREET
BEL VISTA HEALTHCARE CENTER EAST LONG BEACH, CA 90804

(X4) 1D SUMMARY STATEMENT OF DERCIENCIES D PROVIGER'S PLAN OF CORRECTION (x8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATCRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE CATE
DEFICIENCY)

05/18/2025

F727  dependent on chair/bed-to-chair transfer, toiflet transfer, F727
toleting hygiene, required maximal assistance for lower
body dressing, bathing, required moderate assistance
(provide less than half the effort) for oral hygiene and
upper body dressing, and required supervision for eating
and personal hyglene, The MDS Indicated Rasidant 28
utiizes a wheelchair and has bilateral impairments on the
{ower oxiremities.

During a review of Resident 28's AdmiasiorvReadmission
EvaluatiorvAssessment dated 5/13/2025, the
admisslon/readmission evaluation indicated this
assessment document was completed by Licensed
Vocational Nurse 3 (LVN 3).

During a concurrant interview and record review on
5/18/2025 at 3:54 p.m., with Infection Proventionist Nursa
(IPN), the IPN stated the LVN's have been doing the
admission assessments and Registered Nurse
Supetrvisor 1 (RNS 1) helps and does the care plans. the
IPN stated RNS 1 also does the admission agsessments,
but mast of the tima, the LVNs do the admission
assassments. The IPN stated that when the resident is
admitted, the admission

assessments have to be documsnted right away. Tha
IPN stated that when a rasident goes to the hospital and
comas right back to the facility, they have o do an
sdmisslon/readmission avaluation assessment right
away as the rasident might have bruising, there may be
new medication orders, and does not want the facility to
be blamed. IPN stated they also have to do the skin
check and is done by the LVNSs.

During an interview on 5/18/2025 at 4:01p.m., with RNS
1, RNS 1 stated for admission, transfer, and discharge
assessments, the LVN does it and she helps.

Py g g\ gy gy gy g gy PSS e et T S S ———
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05/18/2025

F727  During 8n intarview on §/18/2025 at 8:31p.m. with F727
Director of Nursing (DON), the DON stated the
Registered Nurses (RN) does not ususlly do the
admissions and indicated any licensed nurse can do the
head-to-toe assessment. The DON stated if the LVN
complates the head-lo-toe assessment, the RN should
verify the assessment themseives. The DON stated RN
completes a comprehensive assessment of the resident
because thay oversea the plan of care, treatments, and
ensura issues are nol missed,

During a reviaw of the facliily's policles and Procedures
{P&P), litled "Job Description: Registered Nurse (RN),"
dated 1/2025, the P&P indicated participate in the
davelopment of written preliminary and comprehensive
assessments of the nursing needs of each resident as
necessary. Ensure that all personnel involved in
providing care to the resident are aware of the resident's
care plan. Review nurses' notes to determine if the came
plan is being followed. Review resident’s medical and
nursing treatments to snsure that they are provided n
actordance with the resident's care plan and wishes,
During a raview of the facility's P&P, titted *Job
Deseription: Diractor of Nursing® revisad 172025, the P&P
indgicated the DON is a registered nurse who oversses
and supervises the care of all the residents. Essential
Duties: Overall managament of the entire nursing
departmant and staffing levals. Responsible for ensuring
resident safety and that all residents are treated with
utmost respect. Lialson between tha facility, physicians
and family members. Work clesely with all other
departments to ensure excellent overall resident care. |
know During a review of the facility's P&P, titied
“Admission Assessment and Follow Up: Rote of the
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F727 Nurse"” ravised September 2012, the P&P indicated the F727
purposs of this procedure is to gather information about
the resident's physical, emotional, cognitive, and
psychosocial condition upon admission for the purposes
of managing the residant, initiating the care plan, and
complsting required assessment instruments, including
MDS. 7. Conduct an admission assassmant (history and
physical), including a. A summary of the individual’s
recent medical history, including hospitalizations, acute
illnessas, and overall status prior to admission. b.
Relevant medical, social, and famiy history
F755  Phammacy Srves/Procedures/Pharmacist/Records F755 F-tag 758 06/12/2025
SS8=E  CFR(s) 483 45(a){b){1)-{3) §483.45 Pharmacy Semvices I: Corrective Action for rasidents found ta
The facility must provide routine and emergency drugs have been affected:
and biologicals to its residents, or obtain them under an * Resident 21 was no longer in the facility a5 of
agreement described in §483 70(f). The facilily may 05/22/2025.
permit unlicensed personnel to administer drugs if State * Resident 1 was roassessed by RN on duly for
law permits, but only under the general supervisian of a any ftegaltve effects due to not administering
licbnsed nurse. medication as per physician's order. Resident
remains stabls at this time.
§483.45(a) Procedures. A facility must provide « Clarification of Resident 1 medication was
pharmaceutical services (including procedures that made by RN with physician on 5/18/2025,
assure the accurate acquining, receiving, dispensing, and Residant 1's order for
administering of all drugs and biofogicals) to meet the hydrocodona-acetaminophen was
needs of each resident. cammunicatad and clarified by the licensed
§483.45(b) Service Consultation. The facility must nurse to the pharmacy and delivered on
emplay or obtain the services of a licensed pharmacist 05/18/2025.
who- + Resident 1's MRR was communicated to
§483.45(b)(1) Provides consuliation on all aspects of the altending physician on 5/17/2025 by the RN
o ) and on $/18/2025 an ordar clarification was
provision of pharmmacy services in the facility. given by the attending physician
§483.45(b){2) Establishes a system of records of receipt Il. Facility’s identification of other residents
and disposition of all controlled drugs in sufficient detail having the potantial to be affected by the
to enable an accurate reconciliation; and sama affected by the deficlent practice and
LABORATORY DJRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1X8) DATE |
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F755  §483.45(b){3) Determines that drug records are in order F758 corrective action taken:
and that an acogunt of all controfied drugs is maintained - The facility's Medication Regimen Review
and perlodically reconcited, This REQUIREMENT s not (MRR) for the current residents was requested
met as evidenced by: fromn Pharmacy by the DON on 05/21/2025.
Based on cbservation, interview, and record raview, the Recommandations and follow up were
facility failed to provide pharmaceutical services Including completed on 05/28/2025 by the DON.
procedures that assure the accurate acquiring, and * The RN performed an audit for residents with
administering drugs and biologicals per physician orders lidocaine patch orders on 5/17/2025 to ensure
to mest the needs of each resident for two out of five orders are followed par the physician orders.
samplad rasidents (Resident 1and 21) by 1.Failing to « The DON/designee conducled a facility wide
follow up with the Medication Regimen Review (MRR: audit on 5/28/2025 for all narcotic medications
comprehénsive avaluation of rasident’s medication orders for accuracy. No further findings.
parfermed by a pharmacist to promote positive autcomes (ll: Measures and systemic changes put in
and minimize adverse cansequences) recommendations place to ensure deficlent practicas do not
for Resident 1. 2 Failing to communicate new medication recur:
order to the pharmacy for Resident 1. 3.Failing to follow + On 05/16/2025, DON/designee conducted an
doctors orders and remove Lidoderm External Palch five in-service regarting the policy and procadure
(5) percent (3b) (Lidocaine: medicaten that numbs for administering medication, to ficensed
spacific area of the body by blocking pain signals to the nurses. The goal is to ensure propsr, hmely,
brain) for Resident 21. These deficient practices had the and safe administration of medication to the
potential for Resident 1 to not receive medication to residents.
address patn appropriately and increased the ask for * The Medical Records Director/designee wil
adverse reactions for Residant 21 by leaving the conduct a daily audit of the MRR's for the new
Lidocaine patch longer than 12 hours (hrs). 1. During a admissions and the DON lo follow-up for the
review of Rasident 1's Admission record, tha Admission manthly MRR provided by the pharmacist
record indicaled Residant 1 was admitted to the facilty consultant. '
on 4/2/2025 with disgnoses including cerebral infarction + The Medical Recordspsmctorldes:g’nee. shall
{stroke - loss of biood flow to @ pant of the brain) and conduct a monthly audit that the Medication
osteomyelitis {inflammation of bons or bone marrow, Regimen Revi'ew (MRR) pharmacy )
usually due to infection) of the right ankle and foot. recommendalians are completed and wil
During a review of Resident 1's Minimum Data Set (MDS repert the findings to the DON for fo!low-up.-
- a resident assessment tool), dated 4/8/2025, the MDS * The Medical Records Diractor/designee wil
indicated Resident 1 had moderata cognilion (abilty to conduct dally 8udis of residants new
feam, reagon, remember, understand, and make physician’s orders to ensure physiclan's orders
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X5) DATE
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Information, required supervision when ealing, required
maximal assistance (helper doas mare than haif of the
effort) for dressing, and was dependent (helpar doas all
of the effert) for shawering and bathing. During a review
of Restdent 1's Physician Crder Summary, the Order
Summary indicated Resident 1 had an order for:
8.Hydrocodone-acataminophen (strong pain medication)
tablet 5-325 miiligrams (MG-unit of measurement) give
one tablet by mouth every six hours as needed for
sevare paln (6-10 pain level) with start date 4/3/2025 and
an end dals 4/20/2025. b.Hydrocodone-acetaminophen
tablet 5-325 MG give one tablet by mouth every six hours
as needad for moderate paln (4-6 pain lavel) with starl
date 4/20/2025. During an obssrvalion an 5/18/2025 at
8:30 a.m., in Resident 1's room, Res!dent 1 reported a
pain laval of 7 out of 10. Licensed vocational nurse (LVN)
4 administered one tablet of
hydrocodone-acetaminophen tablet 5-325 MG to
Resident 1. During a concurrent interview and record
review on 5/18/2025 at 10:10 a.m. with Licensed
vocational nurse (LVN) 4, Resident 1's order summary,
medication blister pack (type of tamper evident
packaging that separates medication by dose), and
recortciliation count sheel were reviewad. LVN 4 stated
Resident 1's order summary indicated
hydrocadone-acataminophan tablst 5-325 MG Is lo be
given lor moderate pain

(4-6). LVN 4 stated the blister pack and the reconciliation
count sheet indicated hydrocodone-acetaminaphen
5-325 MG for severe pain (6-10).

During a cancumrent interview and record review on
5§/18/2025 at 1:11 p.m., with Registered Nurse

LABORATCORY DIRECTOR'S CR PROVIDER/SURPLIER REPRESENTATIVE'S SIGNATURE

V. Facility's plan to monitor corrective
actions are achiave & sustain compliance;
Integrate the POC to QA Process.

* The DON/designee will report issues or irends
from the weakly audits conducted for

Lidocaine orders are foliowed per physician
arders during the monthly QAA mesting x 3
months lo ensure complianca.

+ The MRD/designoe will report issuas or Uends
from the weekly audits of new medication
orders are communicated to the pharmacy and
the Medication Regimen Review (MRR) are
completed during the monthly QAA meeting x

3 months to snsure compliance.

« Trends and pattems will be discussed for
further recommendations and interventians.

« The administrator will monitor complance.

V. Corrective Action Complation Date:
6/12/12025

TIME
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F755  hydrocodone-acetaminophen 5-325 MG dated 4/29/2025  F755
was reviewed, The MRR indicated pharmacist (PHARM)
1 recommended to the facility to ensure that the order on
the pain assessment flow sheet (also known as the
MAR-Medication administration record) matches with the
recongciliation or count sheet (Paper documentation for
narcotic and controlled substance medications). RNS 1
stated she reviewed Resident 1's MRR and lefl a
message with the MD on 5/17/2025. RNS 1 stated they
shautd have reviewed the pain assessments on the MAR
and compared it to the reconciliation sheet

Ouring an interview on 5/18/2025 at 2:52 p.m., with
pharmacist (PHARM) 2, PHARM 2 staled when a
medicatian order (s changed or updalsd, the facility has
to print and fax the new order to the pharmacy. PHARM 2
stated the phammacy did not receive an updated order for
Resident 1 which indicated hydrocodone-acetaminophen
5-325 MG far moderale pain (4-8).

During an interview on 5/18/2025 at 7:27 p.m., with
Licensed Vocational Nurse (LVN) 2, LVN 2 stated if a
medication order's paramelers were changed, it should
have been faxad to the pharmacy. LVN 2 stated it is the
LVN's responsibility to ensure the medicatton blister
pack has the correctly ordered dose and parameters,

During an interview 5/18/2025 at 11:28 a.m., with

Registered Nurse Supervisor (RNS) 2, RNS 2 stated

MRR recommendations should be followed up with or

acted upon within 5 days. RNS 2 stated the pain

medication arder should have been clarified with the

physician and addrassed. RNS 2 stated Resident 1 was

at risk for pain not being managed adequately.

During an interview on 5/18/2025 at 8:08 p.m., with the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TMLE X6) DATE
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F755  Diractor of Nursing (DON), the DON stated it is important

for madications to be administered within the ordered
pain lavel parameters. The DON stated if thera is a
discrepancy, the nurse should have clarified the order
with the physician. The DON stated if the blister pack
does not match the order, it can potentiaily cause a

medication ervor. The DON stated Resident 1 could be at
risk for being under or over medicated.

During a review of tha facility’s policies and Procedures
(P&P), litled Medication Ragiman Reviews, ravised
February 2025, the P&P indicated the MRR includes a
reviow of the medical record to preveant, identify, report.
and rasolve medication-raelated problams, medication
arrors, or athar irregulanties ... iregularities may include
incormect medications, administration times, or dosage
forms; or other madication emors, including those related
to documentation. The P&P indicated upan receiving the
MRR report from the pharmacist, the attending physician
review and responds to the report ...If the physician does
not provide a timely or

adequate response, or the consultant phamacist
identifies that no action has been taken, he/she conlacls
the medical director or the administrator.

3. During a ravisw of Rasidant 21's Admission Recerd,
the Admission Record Indicated Resident 21 was initially
admitted to the facifity on 4/18/2025 and was readmitted
on 5/14/2024 with diagnosas Including unspecified
fracture (break in a bone) of unspecified lumbar vertebra
(one of the bones lhat make up the spinal column in the
lower back), osteoarihrilis (a progressive disorder of the
joints, caused by a gradual loss of cartilage), and spinal
stenosis (space inside the backbone is too small putting
pressure on the spinal cord).

F755

LABORATORY BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TILE XB) DATE
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F755  During a review of Rasident 21's H&P, dated 4/20/2025.  F755
the H&P indicated Resident 21 has the capacity to
understand and make decisions.

During a review of Resident 21 MDS, daled 4/24/2025,
the MDS indicated Resident 21's cognitive skills were
midly impaired. The MDS indicaled Rssident 21 was
depandent on chair/bed-to-chair lransfer and toileting
hygiene, required maximal assistance (provide more than
half the effort) for bathing, dressing upper (above waist)
and lower (waist below) bedy, required supervision on
parscnal hygiene and oral hygiene, and required set up
tor eating. The MDS indicatod Resident 21 utitizes a
wheelchair and has bilateral (both sides) impaimments on
the upper (arms/shoulders) and lower (hipsilegs)
extremities.

During a review of Residant 21's Order Summary Report
(physician orders) dated 5/18/2025, the

order summary indicaled Lidecdeym External Patch five
(5) percent (%) (Lidocaine: medicaticn that numbs
specific area of the body by blocking pain signals to the
brain): apply to low back topically (applied to the skin) in
the morning for low back pain for 14 days. Apply in the
morming and remove at badtime for 14 days. The
Lidoderm order was placed on 5/15/2025 and started on
§/16/2025.

During a reviaw of the Medication Administration Recerd
(MAR: detailed record of medication administered to
rasidents) dated 5/1/2025 - 5/31/2025, the MAR indicated

Lidoderm External Patch 5% scheduled at 9:00a.m. was
administered on 5/16/2025 and 5/17/2025. Thera is no
indication that the Lidoderm Extemnal Patch 5% was
removed at bedtime.

During a review of the locatien of the administration

LABORATORY BIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1X8) GAJE
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F755  reportdated 5/1/2025 thru 8/31/2025, the administration F755
report indicated the Lidoderm External Patch 5% was
administared at the following limas: 5/16/2025
administration time 10:21 a.m. and 5/17/2025
administration time 10:19 a.m.

During an interview on §/17/2025 at 9:32 a.m. with
Resident 21, Resident 21 stated they had started pulling
the Lidocaine patch on 2 days ago and thay have not
removed the patch.

During a concurrent observalion and iterview on
§/17/2025 at 9:46a.m. with Licensed Vagcational Nurse 1
(LVN 1), the Lidocaine patch was abserved on Resident

21's back with no date. LVN 1 stated he placed the
Lidocaine patch on yesterday 5/16/2025. During an
intarview on 5/17/2025 at 1:54 p.m. with LVN 1, LVN 1
stated if medication is due at 9:00a.m., there is a 2-hour
(hr.) time frame in which the medicatien can be

administered 2 hrs before and aftar the medication due
time. LVN 1 stated despite the 2-hr. time frame, the
medication preferably should ba given closer to 9:00 a.m.
LVN 1 stated for Lidocalne patches, if tha administration
time {s 9:00a.m., it should ba administered closar to 9:00
a.m. and has to be on for 12 hrs and be off for 12 hrs as
that is the usual order for Lidocaine patches. LVN 1
stated the Lidocaine patch cbsarved on Resident 21 was
supposed to be removed during the night shilt per
physician's orders. LVN 1 stated leaving the Lidocaine
patch an longer than 12 hrs is not good for the skin as it
can cause irritation. During a concurrent interview and
record review on 5/18/2025 at 12:15p.m., with Registered
Nurse Supervisor 1 (RNS 1), RNS 1 stated medicalion
tan be administared upto ane hour balore and upto one
hour afler the scheduled administration time. RNS 1

slated Lidocaine patches are on for 12 hrs and off for 12
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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F785  trs and indicaled the Lidocaine patch would be F755
administered at 9:00 a.m. and removed at 9:00p.m. RNS
1 staled leaving the Lidocaine patch on for longer than
12 hrs may irritate the skin and cause the skin lo break
down. RNS 1 stated the MAR dated 5/1/2025 - 5/31/2025
that indicated the Lidocaine patch o be applied to the
low back topically in the morning and remove at bedtime
should reflect the removal lime of the Lidocaine palch
and the way the MAR is documents needs lo be clarified
with the physician. During an interview on 5/18/2025 at
8:31p.m., with the DON, the DON slated medications are

administered one hour bafors and after and Lidocaine
palches are lefl on for 12 hrs and are off for 12 hrs. The

DON stated the Lidocaine patch is removed after 12 hrs
as that is the dosage for pharmacy. During a review of
the facility's policies and Procedures (P&P), titled
*Administering Medications,” revised dated April 2018,
the P&P indicated medications are administered in a safe
and timely manner, and as prescribed. Medications are
administered in accordance with prascriber orders,
including any required ime frame. Medication
administration times ame determined by resident need
and benefit, not siaff convenience. Factors that are
considered includa: a. enhancing optimal therapeutic
effect of the medication; b. preventing potantial
medication or food Interactions; and c. hanoring resident
choices and preferences, consistent with his or her care
plan. Medications are administered within one (1) hour of
their prescnbed lime, unless otherwise specified (for
example, before and after maal orders).

F758  Free of Medication Error Rits 5§ Prent or Mare CFR(s): F759 P-tag 759 06/12/2025
§8=E  483.45(N(1) §483.45(f) Medication Errors. The facility I: Corrective Action for residents found to

must ensure that its- §483.45(f)(1) Medication error rates have been affected:
are not 5 percant of greater: +» Resident 1 order for asplrin chewable was
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F759  This REQUIREMENT is not met as evidenced by F159 clarified with physician by the RN on
Based on observations, inlerviews, and record review, 5/28/2025.
the facility failed to ensure its medication error rate was * Residant 1'3 pain ebservation/assassment was
less than five (5) percents (%). camplated by RN on 5/18/2025.
Three medication errors out of 25 total opportunities « A 1.1 in-service education was provided by the
yielded a medication error rate of 8%, in 1 of 4 sampled DON to LVN 4 regarding the Poficy and
residents (Residents 1) observed during medication Procedure on administering medicalion to
administration (med pass). ensure that residents received their medication
per physician ordars.
This deflcient practice of med pass error rate at 8% U1 Facllity's Identification of other residents
excaeded the S % threshald and had the potential of
4 ' ) having the potential to be affected by the
adversely affecting residents’ health condiiion. same atfected by the deficient practice and
Findings: corrective actlon taken:
During madication administration (med pass) obsarvation * On $/28/2025, the Medical Records
on 5/18/2025 at 8:30 a.m, in Resident 1's room, Licensed Director/designee canductad a faclily wide
Vocational Nurse (LVN) 4 prepared 11 medications for audil of residents on aspirin chewable tablets
Residant 1. The medications included ona tablet of and hydrocodone-acstaminophen arders to
chewabla aspirin 81 milligrams (MG- unit of ensure that residents are provided medication
measurement) and one lablet of per physician orders.
hydrecodone-acetaminophen (strong pain medication) * No ather residents have been affected by the
tablet 5-325 MG for Resident 1's reported saven out of deficient practice.
10 pain level. Rasident 1 was observed swallowing both 1li: Measures and systemic changes put in
tablets. place to ensure deficient practices do nof
During an interview on 5/18/2025 at 8:30 a.m. with fecur: i
Resldant 1, Resident 1 stated he did not chew any of the + On 05/18/2025, DON/designee canducted an
medications; he swallowed all his medication. in-servk’:a ragarding the policy and procadure
for administering medication, to licensed
During an interview on 5/18/2025 at 8:31 a.m. with LVN nurses. The goal is to ensure proper, timely,
4, LVN 4 stated resident did not chew the medication. and safe administration of medication as
LVN 4 stated not chewing tha prescribad by the physician
madication as erdared could aiter the madication’s - The Pharmacy Nurse consultant will conduct a
effactiveness. 3-way medication cart audit on a monthly
Ouring a raview of Residen! 1's Admission record, the basis for the presence of medications and
Admission record Indicalad Residenl 1 was admitied to accuracy of orders. Findings will be reported
LABORATCRY DIRECTCR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1XG) CATE
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F759  thefacility on 4/2/2025 with diagnoses including cerebral  F759 to the DON for foflow-up.
infarction (stroke - loss of blood flaw to & part of the « The Medical Racords Diractor! designee wil
brain) and osteomyelitis (inflammation of bone or bone conduct a daily audit for new Physicians
marrow, usually due to infection) of the right ankle and orders for accuracy and will report findings to
foot. the DON during the daily stand up meeting for
During a review of Resident 1's Minimurn Dala Set {(MDS foliow up.
- a resident assessment toc), dated 4/9/2025, the MDS IV. Facliity's plan to monitor corrective
Indicated Resident 1 had modarate cognition (ability to actions are achleve & sustain compliance;
team, reason, remember, understand, and make Integrate the POC to QA Process.
decisions) impairment with the abifity to recall * DON/deslgnes will repart issues or trenas per
information, required supervision when eating, required the weekly random audits made on rasidants
maximal assistance (helper does mare than half of the on pain management during the menthly QAA
effart) for dressing, and was depandent (helper does all meating x 3 months to ensure compliance.
of the sffort) for showering and bathing. « The Pharmacy censuitant wil repert issues or
Duting a review of Resident 1's Physician Order @ds of monthly medication administration
Summary, the Order Summary indicated Resident 1 had grven by.the pharmacy nurse consuitant and
an order for: monthly in-service educations provided
a.Aspirin tablet chewable 81 MG- give cne tablet by regarding medicalion adminisiration and
mouth one time a day for cerebral vascular accident review of residents on pain management.
(CVA) prophylaxis (prevention) with start date §/5/2025 « Trends and pattams will ba discussed for
b.Hydrocodone-acetaminoghen tablet 5-325 MG-give further recommendatians and interventions
. * The administrator will monitor compliance,
one tablot by mouth every six hours as neaded for V. Corrective Actioh Completion Date:
savare pain (6-10 pain level) with start date 4/3/2025 and 811212025 ;
an end date 4/20/2025.
c Hydrocodone-acetaminophen tablet 5-325 MG give ane
tablet by mouth every six hours as needed for moderate
pain {4-8 pain level) with
start date 4/20/2025.
During a concumrent interview and recerd raview on
51812025 at 10:10 a.m., with Licensed vocational nurse
(LVN) 4, Resident 1's order summary, medicatien blister
pack (type of tamper evident packaging that saparates
medication by dosa). and reconciliation count sheat were
LABORATORY DIRECTOR'S OR PROVICER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE IX8) DATE
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F759  reviewed, LVN 4 stated Resident 1's order summary F758
indicated hydrocadone-acetaminophen tablat 5-325 MG
is to ba given for moderate pain (4-6). LVN 4 slated the
tlister pack and the reconciliation count shaet indicated
hydrecodona-acetaminophen 5-325 MG for severe pain

(6-10).

During an interview on 5/18/2025 at 2:52 p.m., with
pharmacist (PHARM) 2, PHARM 2 stated when a
medication order is changed or updated, the facility has
fo print and fax the new order to the pharmacy. PHARM 2
stated the phamacy did not receive an updated order for
Resident 1 which Indicated hydrocodana-acetaminophan
5-325 MG for moderate pain (46).

During an interview on 5/18/2025 at 7:27 p.m., with
Licansed Vocational Nurse (LVN) 2, LVN 2 stated if a
medication order’s parameters were changed., it should
have besn faxed to the pharmacy. LVN 2 stated it is the
LVN's responsibility to snsure the medication blister pack
has the correctly ordered dose and parameters.

During an Interview 5/168/2025 at 11:29 a.m. with
Regilstered Nurse Supervisor (RNS) 2, RNS 2 stated the
pain medication order should have been clarified with the
physician and addrassed.

RNS 2 stated Resident 1 was at risk fer pain not being
managed.

During an Interview on 5/18/2025 at 8:08 p.m. with the
Directar of Nursing (DON), the DON stated it is imponant

for medications to be administered as ordered and within
the ordered pain lavel parameters. The DON stated f

chewable aspirin is not chawed, it can affect the
absorplian and efficacy. The DON stated if therg is @
discrepancy, the nurse should have clarified the order

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ls} PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F759  withthe physician. The DON stated if the blister pack F759
does not pmatch the order, it can potentially cause a
medication error. The DON statad Resident 1 could be at
risk for being under or over medicated.
During a review of the facility's policy and procedure
(P&P), litled Administaring Medications, revised April
2019, the P8P indicaled medicalions are administered in
accordance with prescriber orders, including any required
tima frame.
F760  Residents ara Free of Significant Med Errors F760 F-tag 760 06/12/2025
=E  CFR(s). 483.45(f){2) I: Corrective Action for residents found to
) have been affected:
The facilty must ensura thal its- Resident 21 is no lenger in the facility as of

§483,45(r(2) Residents are frea of any significant 05/22/2025.

1"_:4‘;“;;" e';rofs. NT s not me , 4 bv: + Resident 1 was reassessed by RN on duty en
s REQUIREMENT is not met as evidenced by: 05/18/2025 for any negative effects due to an

Based on observatons, interviews, and record review. Incomrect hydrocod taminophen arder.

the facility failed to administer: . Resident remains stable at this time.
1.Hydrocodone-acetaminaphen with the ordered pain « A one-on-one In-servics education was

level paramaters for Resident 1 provided to LVN 4 on 05/18/2025 by the DON
2.0xyecodone with the ordered pain level parameters for regarding hydrocodone-acetaminophen
Resident 21. administration within the paln lavel parametrs
This deficient practice had the potential to under or per the physician order.
over-medicale Resident 1 and Resident 21. 1z Facllity's identification of other residents
Findings: having the potential to ba affectad by the

. . . same affected by the deficient practice and
During medication administration (med pass) observation

wing cation a ( pass) corrective action taken:

on 5/18/2025 at 8:30 a.m.. in Resident 1's room, the
Licensed Vocational Nurse {LVN) 4 administered cne
tablet of hydrocodone-acetaminophan (strang pain
medication) tablat 5-326 MG for Residenl 1's reported

+ On 06/06/2025, the DON conducted an audit
lo review residents on pain managsment lo

ensure residents are recaiving pain medication
based on pain level parameters as ordered by

saven out of 10 pain level. the physician.
During a review of Resident 1's Admission recard, the * No other residents have been affected by the
Admission record indicated Resident 1 was admitted to deficient practice.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TALE OB)OATE
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(X4) D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION ﬁ’
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION 8HOULD BE COMPLENON
TAG REGULATORY OR LSC (DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENCY)
F760 the facility on 4/2/2025 with diagnoses including cerebral  F780 {li: Measures and systemic changes putin
infarction (stroke - loss of blood flow to a part of the place to ensura deficient practices do not
brain) and osteamyelilis (inlammation of bone or bone recur:
marrow, usually due to infection) of the right ankle and * On 05/18/2025, DON/designee conducted an
fool. in-service regarding the policy and procedure
During a review of Residant 1's Minimum Data Set (MDS for administering medication, to llcense'd
- a resident assessment tool), dated 4/9/2025, the MDS nurses. The goal i3 to ensure proper. fimey.
indicated Resident 1 had moderate cognitive (ability to and safe administration of medication as
prescribed by tha physician.

leam, reason, remember, understand, and make
decisions) impairment with the ahility to recall
infarmatioh, required supervision when eating, required
maximal assistance (helper does more than half of the
eftort) for dressing, and was dependent (helper does ali
of the effort) for showering and bathing.

» The Pharmacy Nursa consultant will conduct a
3-way medication cart audit on a monthly
basis for the presence of medications and
accuracy of orders. Findings will be reported
to the DON for fallow-up.

+ The Pharmacy Nurse consultant will continue
During a raview of Rasident 1's Physician Order monthly medication pass skills competency to
Summary, the Order Summary indicated Resident 1 had licensed nurses. Any findings will be reported
an order for: . to the DON for follow up.

a Hydrocodone-acataminophen tabla 5-325 MG-give « The Medical Recards Diractor! designee wil
one lablet by mouth every six hours as nesded for conduct a dally audlt for new Physlcians
sevare pain (6-10 pain level) with start date 4/3/2025 and orders for accuracy and will report findings to

an end date 4/20/2025. ) ) )
ON
b.Hydrocedone-acetaminophen tablet 5-325 MG give ft::o[; uw during the daily stand up mesting for

one tablet by mouth every six hours as needed for V. Facility's plan to it ctiv
moderata pain (4-6 pain level) with start date 4/20/2025 - Facllity's plan to monitor corrective
actions are achieve & sustain compliance;

Ouring a concument interview and record review on Integrate the POC to QA Pracess.
5§/18/2025 at 10:10 a.m., with Licensed vocational nurse - DON/dasignee will report issues or trends per
(LVN) 4, Resident 1's ordar summary, medicalion blister the weekly random audils made on residents
pack (type of tamper evident packaging that separates on pain management during the monthly QAA
medication by dose), and reconcliiation count sheet were meoting x 3 months to ensure compliance.
reviewad. LVN 4 stated Resident 1's order summary « The Pharmecy consultant will repart issues or
indicated hydracodone-acetaminophen tablet 5-325 MG trends of monthly medication administration
is to be given for mederate pain (4-6). LVN 4 stated the given by the pharmacy nurse consuitant and
blister pack and the reconciliation count sheet indicated monthly In-service educations provided
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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FT60  hydrecodone-acataminophen 5-325 MG for severe pain F760 regarding medication administration and
(6-10). review of residents on pain management.

During an interview on 5/18/2025 at 2:52 p.m., with + Trends and patterns will be discussed for
pharmacist (PHARM) 2, PHARM 2 stated when a further recommendalions and interventions
medication order is changed or updated, the facility has + The administrator will monitor compliance.
to print and fax the naw order to the pharmacy. PHARM 2 V. Correctiva Actlon Complation Date:
stated the phanmacy did not receive an updated order for 611212026

Resident 1 which indicatlad hydracodone-acetaminophen

5-325 MG for moderate pain (4-6).

During an interview on 5/18/2025 at 7:27 p.m., with
Licensed Vocational Nurse (LVN) 2, LVN 2 stated if a
medication order’s parametars were changed, the new
paramaters should have been faxed to the pharmacy.
LVN 2 stated it is the LVN's responsibility to ensure the
medication blister pack has the correctly ordered dose
and parameters. During concurrent interview and racord
review 5/18/2025 at 11:29 a.m., with Registered Nurse
Supervisor (RNS) 2, Residant 1's May 2025 Madication
Administration Record (MAR) was reviewed. RNS 2
stated Resident 1 received hydrocodone-acetaminophen
5-325 gutside of the ordered pain level parametars seven
times: 5/8/2026 (for pain 7/10), 540/2025 (for pain 7/10),
5/11/2025 (for pain 7/10), 5/15/2025 (for pain 7/10),
§/17/2025 (once for pain 10/10), 8/17/2025 (for pain
7/10), and 5/18/2025(for pain 7/10). RNS 2 stated the
pain medication order should have been clarified with the
physician and addressed. RNS 2 stated Resident 1 was
at risk for pain not being managed. Ouring an interview
on 5/18/2025 at B:08 p.m; with the Director of Nursing
(DON), the DON stated it is important for medicaticns to
be administered within the ordered pain level
parameters. The DON staled Resident 1 could be at risk
for being under or over medtcated. During a review of the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TME 08) BATE
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AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A. BUILDING COMPLETED
§55805 B. WING 05/18/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE T
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BEL VISTA HEALTHCARE CENTER EAST LONG BEACH, CA 90804
%4 D SUMMARY STATEMENT OF DEFICIENGIES 10 PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX {EAGH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F760  faclity's policy and procedure {P&P), titted Administering  F760
Medications, revised April 2019, the P&P indicated
medicalions are administered in accordance with
prescriber orders, including any required time frame.
F800 Provided Dist Meets Needs of Each Resident CFR(s): F800 F-tag 800 06/12/2025
88=D  483.60 §483.60 Food and nutrition servicas. The faciity I: Corrective Actlan for residents found to
must provide each rasident with a nourishing, palstable, have been affected:
well-balanced diet that + On 05/17/2025, a banana was removed from
meats his or her daily nutritiona! and special dietary Resident 184's meal tray by the dietary
naeds, taking into consideration the preferences of each superviscr prior to meal tray delivery.
residant. ti: Facility's identification of other residents
This REQUIREMENT is not mel as evidencad by: having the potantial to be affected by the
Based on observation interview and record review the same affected by the deficlant practice and
facility falled to ensure a banana was not placed on corrective action taken:
Resident 194's breakfast tray when the diet tag indicated * Residents with food allargies were audited by
Resident 194 was allergic to bananas. the dietary supervisor on §/17/2025. No other
This daficlent practice had the potential to subject raz:?cnets identified with the same deficient
Residant 194 to have an allorgic reaction( an unpleasant pr o . )
p l 0 action aft tai « An immediate in-service education was
or apgerous mmune systom reaction after a certain provided by the dietary suparvisof on
food is eaten. 5/1812025 to dietary staff to ensure that
Findings: residents identified allergies are not provided
During a review of Residant 194's Admission Recerd, the in the resident's meal tray.
Admission Record indicated Resident 1 was initially 1i: Measures and systemic changes putin
admittad to the facility on 4/30/2025 with diagnoses place to ensure deficient practices do not
including dysphagia (difficulty swallowing) . recur: )
oropharyngeal phase (swallowing difficulty related to * The Registered Dietitian wil conduct a tray line
mouth and throat), asthma (when a parson’s airway observation on a weekly basis x 1 month. then
became inflamed , namow, swell and becomas difficuit to manthly x 3 months to ensure resident will not
food tray.
During a review of Resident 194's Minimum Data Set “‘97
) iV. Facility's plan to monitor corractive
(MDS), a resident assessment toal, dated 5/6/2025. the
- actions are achieve & sustain compliance;
MDS indicated Resident 194's cogniticn was moderately Intograta tha POC to QA Process
‘ impalred. The MDS indicated Resident 194 was '
LABORATORY DIRECTOR’S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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041 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xS
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMBLETION
TAG REGULATQRY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEQD TO THE APPROPRIATE DATE
DEFICIENCY)
F8G0  dapendent (helper does all the eflort. Residents does F800 « The resutt of tray line observation conducted
none of the effort to complete the activity) with shower/ by the RD will be raported by the Dietary
bathing self, substantiall maximum assistance (helper Supervisor during the monthly QAA meeting x
lifts holds trunk or limbs and provides mgre than half the 3 months to ensure compliance.
affort) with toilat hyglene, * Trends and pattems will be discussed for
lower bady dressing and putting on/ taking off footwear. further recommendations and interventions.

- The administrator wil moniter comptiance.
V. Corrective Action Completion Date:
6/12/26

During a recerd review of Resident 184's Ordar
Summary Report (OSR}), the Order Summary Report
dated 4/30/2025 indicaled Resident 124 was allergic to
avocado, banana and strawberrnios.

During a breakfast tray line cbservation and interview an
$/17(2025 at 7:59 a.m. with the Dietary Aide (DA), DA
observed % of a banana on Rasident 184's breakfast tray
- The DA stated he was nervous and did not ses the
aliergy sign on resident’s tray. The DA staled if the
rasident gets the banana and eats it his heaith can be
affected . DA statad the process is we must pay attention
tha allsrgy tag written in red double check the faods on
the tray to prevent errors.

During an observation and interview on 5/17/20256 at
8:15 a.m., with the Dietary Supervisar (DS), the DS
stated the DA checks the meal cant to make sure
Resident who are allergic to foods do not gat them. The
DS stated he also chaecks the trays . The DS stated itis
imporiant to make sure you do not put foods residents
are allergic on their food tray it because could make the
rasidant sick.

During a review of the facility’s policy and procedure
(P&P) titted" Food Allergy and Food Intolerances” dated
2001, the P&P indicates residents with food alletgies
and/or intolerances are identified upon admissian and
coffared focd substitutions od similar appeal and

nutritional value, Staps are taken to pravant resident
| S b fdt i ot Bl ol o darddiandl et e eteueed
LABCRATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVES SIGNATURE TITLE (%€) DATE
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X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) a6 CROSS-REFERENCED TO THE APPROPRIATE DAre
DEFICIENCY)
F800  exposure lo the allergens. F800
Meals for residents with severe tood allergies are
spacially prepared so that crass- cantamination with
allergans does net occur.
During a review of the facility's policy and procedure
(P&P) titled" Tray identification” dated revised April 2007
indicates the food service Manager or supervisor wil
check trays for comrect diets before the faod carts are
trensporied lo their designated area.
F867 QAPIQAA Impravemaent Activilies F887 F-tag 867 08/12/2026
SS=D  CFR(s): 483.75(c){1)<4)IX 1)(2)(e)(1)-(3)(g (2N iiXiii) I: Corrective Action for residents found to
§48:f.75(c) Program feedback, data systems and ?gv"a;:: ;:;:'::'Q API's were iniiated:
momt?ring. ) . ] o Wound Management (05/06/2025), Informed
A facility must establish and implement wrillen palicies Consents for initiation and renewal of
and proceduras for feedback, data collections systems, Psychotropic Drugs (05/06/2025), Risk
and monitaring, including adverse evant manitoring. The Management Process (05/06/2025), Pharmacy
policias and procedures must include, at a mintmum, the Recommendation Compliance (05/13/2025).
following: {l; Facility's identification of other residents
§483,75(c)}{1) Factity maintenance of effactive systams having the potential to be affected by the
to obtain and use cf feedback and input from direct care same affected by the deficient practice and
staff, othor staff, residents, and resident representatives, corrective action taken:
including how such Iinformation will ba used to identify * QAPI's were initiated based on the identified
prablems that are high ek, high valume. or issues will be presented during the menthly QA
problem-prone, and opportunities for improvement. meeting.
§483.75(c)(2) Fachity maintenance of affeclive systems ::;1&:::::':::::: i;r::::::::‘:::
to identity, collect, and use data and information from all recur:
departments, including but not timited to the facility « An in-service education were provided by the
assessment required at §483.71 and including how such Assistant Regional Director of Clinical Services
information will be used to davelop and monitor (ARDCS) to the Administrator and Department
performance indicators. Members on €/09/2025 regarding the
§483.75(cK3) Facllity developmant, monitoring, and QAPV/QAA Aclivities, roles and responsibliities
evaluation of performance indicators, including the of each membar of the QAPI/QAA Commitlee
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TIME [X8) DATE

Any deficiency statemaent ending with an asterisk (*) denotes a deficiency which the Instituion may ba axcused from comrecting providing it is datermined that
other safeguards provide sufficient protection lo the patients. (See instructions.) Except for nursing homas, the findings slated above are disclosabto 80 days
foliowing the data of aurvey whether or not a plan of corraction is provided. For nursing homas, the above findings and plans of conection are disclosable 14
days fallowing the dats thase documents are made availabla to the facility, If deficiencies are cited, an approved plan of correction is requisita to continued

program participation.
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F8s7 methadology and frequancy for such develcpment, F867 members to ensure a system and processes
monitoring, and evaluation. are in place for reportingfidenlifying problems
§483.75(c)(4) Facility adverse event monitoring, including in the factiity, establishing carrective actions by
the methods by which the faciity will systematically the committee, establishing methodalogy for
identify, repont, track, investigate, anaiyze and use data analysis cf the action plans, measuring
and information relating to adverse events in the facility, progress againsl the established goals and
Including how the faclity will use the data to develop benchmarks, communicating informatian to
activities to provant adverse events. staff and residents and {he commiltee
members responsiblilities in reporting findings
§483.75(d) Program systematic analysis and systemic to the administrator and the governing body.
action. « The Administrator /designee shall Initiate
§483.75(d){1) The facility must take actions aimed at posted information monthiy to the residents
parformance improvement and, aftar implementing those and staff regarding projects that the QAP!
actions, maasure its success, and track perfarmance to committee is working on including pregress of
ansure that Improvemanis are realized and sustained. each project.
§483.75(d)(2) The facility will dovelop and implement IV. Facility's plan to monitor corrective
policies addressing: actions are achieve & sustain compliance;
(i) How they wil use a systamatic appraach to determine Integrata the PGC to QA Process.
undadying causes of problems impacting larger systems; - The Agsistant Regional Directer of Clinical
() How they will develop comrective actions that will be Servicas (ARDCS) will review the quarterly
dosigned to effect change at the systems lave! to pravent activites of the QAP program that is
quality of care, quality of Iifa, or safety problems; and discussed In the quarterly QA Committee and
(iil) How the facility will monitor the effectiveness of its posted in the faciity.
performance improvement activities to ensure that * Trends and patiems will be discussed for
improvements are sustained. further recommendations and interventions.
N « The adminislrator will monitar compliance.
§483.75(e) Program activities. V. Corrective Action Completion Date:
§483.75(e){1) The facility must set pricrities for its 6/12/2025
performances improvement activitles that focus on
high-sisk, high-volume, or problem-prone areas; consider
the incidence. prevalonce, and severity of problems in
those areas; and affect health outcomes, resident safety.
resident autonomy, restdent choice, and quality of care.
§483.75(e}{2) Performance improvement activitias must
LABORATORY DIRECTOR'S OR PROVIDER/SUFPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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05/18/2025

F867  track medical errors and adverse resident events, F887
analyze their causes, and implement preventive actions
and mechanisms that include feedback and leaming
throughout the facility.

§483.75(e)(3) As part of thelr performance improvement
activities, the facility must conduct distinet perfermance
improvement projects. The number and fraquency of
improvement projects conducted by the facility must
reflect the scope and complexity of the facility’s services
and avallable resources, as reflectad in the facflity
assessment required at §483.71. Impravement projects
must include at least annually a project that focuses on
high risk or problam-prone areas identified through the
data collection and analysis described in paragraphs (c)
and (d) of this section.

§483.75(g) Quality assessmen! and assurance.

§483.75(g)(2) The quality assessment and assurance
commitiee reports to the facility’s governing body, or
designated person(s) functioning as a governing body
regarding Its activitias, including implementation of the
QAPI program required under paragraphs (a) through (e)
of this section. The committee must;

(i) Develop and implement appropriate plans of action to
correct identified quality deficiencies:

(iii) Regularty review and analy2e data, including data
collected under the QAPI program and data resulling
from drug regimen reviews, and acl on available data to
make improvements.

This REQUIREMENT is not met as evidenced by:

Based on interview and racord reviaw, tha facility's
Quality Assessmant and Assurance Committas (QAA:
committee that focuses on idenlifying and addressing

— e —
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TNE (6) DATE
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05/18/2025

FB67  qualily deficlancles in resident care) failed to implement F867
and ensure effective ovarsight of the facility and
implementation of their Quality Assurance and
Performance Improvement (QAPI: systemic approach to
improve the quality of care and services provided to
residents) plan.

This deficient practice had the potentral to have
reaccurring deficient practices that can impact the quality
of care for the residents.

During a concumrent interview and record revigw on
5118/2025 at 6:25p.m., with the Administrator (ADM), the
ADM stated they have QAP mestings monthly and
QAPIs are structured to identify potential solutions to
yield pasitive cutcomnes. The ADM stated they did not
have documentation of QAP| maetings priar to March
2025. The AOM stated there were ssues regarding call
tight response time at the end of Fabruary 2025, and in
March 2025, call light issuas were present during the
resident council meetings, so a QAP| was implemented
regarding call light respense times. The ADM stated
there were no other issues that they ware aware of for
March 2025 and indicated skin integrity issues were
identified at a later ime. The ADM stated when he tock
over as the ADM In January 2025, upcn cbserving
trends, he provided additional nursing support [Assistant
Director of Nursing (ADON)] to halp with care and
support and to see if any changes would be mads, ADM
stated the QAP was initiated in March 2025 as he
wanted to give the previcus Director of Nursing (DON)
the benefit of the doubt on her gpinions and balieved it
was not nacassary to do a QAP at the time when the
trends wene prasent and indicated it coutd have heiped it
a QAP was initiated at that time. During a concurrent

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TME ((8) DATE

Any daflciancy siatement ending with an asterisk (*) genotes a daficiancy which the institution may ba excused from corvecting providing il is determinad thal
olhar safeguards pravide sufficient protaction lo the patients. (See instructions.) Except for nursing homes, ths findings stated above are disclosable S0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the ug:la these documents are made available lo the facility. it deficiencles are cited, an approved plan of comection is requisite to continued
program participation.

FORM CMS-2567(02-99) Previgus Vers:ons Obsolate Event (D;8B6R 1Y Facllity iD: CAS40000D10 i cantinuabon sheas Pagn 32 of 42



DEPARTMENT OF HEALTH AND HUMAN SERVICES P R ORM AP P

CENTERS FOR MEDICARE & MEDICAID SERVICES MB NO. 0938-0391

STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING

555805 B.WING
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

5001 EAST ANAHEIM STREET
BEL VISTA HEALTHCARE CENTER EAST LONG BEACH, CA 80804
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05/18/2025

F867 interview and record review on 5/18/2025 at 6:39 p.m. F867
with the ADM, the ADM stated thare is no QAP in April
2025 and indicated the call light issue has not been
resolved in April. The ADM slated during the resident
coundil meeting; the residents did not complain about call
lights. ADM stated ha looked through the Director of
Nursing (DONY)'s office and was nat able to locate
previous QAP documents. ADM stated if a QAPI is not
implemented, the trend (dantified will continue and
impose more risks to the residents and not enhancing
cara. ADM stated the QAPI is not complete, ADM stated
the QAP is constantly monitered each day and indicated
if an issue continues to trend, it will be addad to the
QAPI. During a review of the facitity’s policy and
procedure (P&P) titled, "Quality Assessment and
Performance Improvement (QAPI) Pregram,” revised on
February 2020, the P&P Indicated this facifity shall
develop, implement, and maintain an engeing.
facility-wide, data driven QAPI program

that Is focused on indicators of the outcomes of care and
quality of life for our residents, The abjactives of the

QAP| program ate to:

1. provide a means to measure current and potential
indicators for cutcomes of care and quality of lifa.

2. provide a8 means to establish and tmplement
performance improvement projects to correct identified
negative or problematic indicators.

3. refnfarce and build upon effective systems and
pracesses related to the delivery of quality care and
services,

4. establish systems through which to monitor and
evaluate carrective aclions.

Authority:
1. The owner and/or governing board {bedy) of our

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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FB67  facility is uitimately responsibla for the QAPI pragram. (2574
2. The goveming board/owner evaluates the
effectiveness of its QAP! program at least annually and
presents findings to the QAPI committee.
3. The administrator is respensible for assuring that this
facility's QAPI program complies with federal, state, and
local regulatory agency requirements.

implementation

1. Tha QAPI committee oversees mplementation of our
QAPI plan, which is the written companent describing the
specifics of the QAP program, how the facility will
conduct its QAP1 functions, and the activities of the QAPI

commiites.
2. The QAPI plan describes the pracess for dentifying

and comecting quality deficiencles. Key components of
this process include:

a. tracking and measuring performancs;

b. establishing goals and thresholds for performance -
measurement,

¢ identifylng and pricritizing quality deficiencies;

d. systematically analyzing underying causes of
systemic quality deficiencies;

e. developing and implementing coreative action or
performance improvemant activilies, and

f. monitoring or svaluating the effectiveness of corrective
action/performance improvement activities, and revising
as naeded.

3. Tha commiitae maets monthly to review reports,
aveluate data, and manlitoring QAPI-related aclivilies and
make adjustments to the plan.

During a review of the facility’s P&P titled, "Quality
Assassment and Performance improvement (QAPI)
Program - Analysis and Aclion,” revised on March 2020,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
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PREFIX
TAG

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
OEFICIENCY)

{X3)
COMPLETION
DATE

F867  the P&P indicated qualily deficiencies that are idantified
through feedback and data and will undergo appropriate
corrective action. Corrective actions are monitored
against established goals and benchmarks by the QAP
committee. The QAPI program, overseen the QAPI
commiltes is designed lo identify and address quality
daficiencies through the analysis of underlying cause and
aclions targsted al correcting systems at a
comprehensive lavel.

The mathodalogy for analysis and action is guided by 8
written QAP plan that [ncludes:

a. Definition of the protlem, based on infermation
obtained through data, seif-assessment and feedback
systems

b. An analysis of the root cause of the problem from a
systems perspective.

¢. Eslablishing measurable goals or benchmarks for
improvemant.

d. Specific interventions aimed at correcting the prablem
and achleving the staled goals or banchmarks.

e, Methods and fraquency of monitoring performance
Improvement objectives.

The QAPI committea is respensible for analyzing
{dentified problems, establishing corractive actions,
measuring progress against the established goals and
benchmarks, communicating infermation to staff and
residents, and reporting findings to the administrator and
governing board.

Infection Pravention & Contral

CFR(s): 483.80(a)1}H2}(4)(e)(f)

§483,80 Infaction Cantro!

The facility must establish and maintain an infection
pravention and control program designed to provide a

Faso
SS=E

F8e7

F880

LABORATORY DIRECTOR'S CR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

F-tag 880

1: Corrective Action for residents found to
have been affected:

= Residant 21 is no longer in the facllity as of

05/22/2025.

06/12/2025

TTLE (X8) DATE
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F880  safa, sanitary and comfortable envircnment and to help F880D «LVN 1 was provided one op one in-service by

prevent the development and transmission of
communicable diseases and infections.

§483.80(a) Infection pravention and control program.
The facility must eslablish an infection prevention and

control program (IPCP) that must includa, at a minimum.

the following elements.

§483.80(a){1) A system {or preventing, identifying,
reporting, investigating, and conlrolfing infections and
communicable diseases for all residents, staff,
volundeers, visitors, and other individuals praviding
services

under a contractual arangement bassd upon the facility
assassment conducted accerding to §483.71 and
following accepted national standards,

§483.80{a)(2) Written standards, policles, and
pracedures for the program, which must include, but are
not limited to:

{)) A system of survelllance designed to identify possible
communicable diseases ar infections betfore they can
spread ta ather persons in the facility,

(i) When and to whom possible incidents of
communicable disease or infections should be reported:
(iii) Standard and transmission-based precautions to be
followsd to prevent spread of infections;

{iv)When and how isolation sheuld be usad for a
resident; including but not limited to:

{A) The type and duration of the isalation, depending
upen the infactious agent or organism invelved, and

(B) A requirement that the isalation should be the least
restrictive possibla for the resident undar the

the IP Nurse an 5/18/2028 regarding donning
and doffing of PPE with residents on
Enhanced Barrier Precaution (EBP).

il Facllity's dentification of other residents
having the potential to be affected by the
same affected by the deficlent practice and
corrective action taken:

« On 6/28/2025, the IP Nurse conducted a direct
abservation on random facility staff in regard to
proper donning and daffing of PPE with
rasidents on EBP. 5/5 facility staff were
observed and all are compliant.

« No other residents were affected by the
deficient praclica.

ill: Measures and systemic changes putin
place to ensure deficlent practices do not
recur:

» The IP Nurse provided in-service to facility
staff on 05/18/2025, regarding the policy and
procedure for Enhanced Barrler Precaution
{EBP). The goal is to prevent and control the
risks of spreading infectious microorganisms to
residants.

facility staff x1 month then monthly of 5 staff
observation that propar donning and doffing of
PPE is used whan in contact with residents
that is on Enhance Bamer Precaution (EBP).

Audit findings will ke reported to the DON for
follow up.

V. Facility's plan to monitor corrective
actions are achieve & sustain compliance;

circumstances. Integrate the POC to QA Procass.
(v) The circumstances under which the facility must * The IP Nurse will report findings of donning
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE 1X8) DATE
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I

F880 prohibit employees with a communicable disease or F880 and doffing observations durmg the monthly
infactad skin lesions from diréct contacl with residents or QAA meeling x 3 months to ensure
their food, if direct contact will transmit the disease; and compliance.
{vi)The hand hygiene procedures to be follawed by staff « Trends and paltems will be discussed for
involved in direct resident contact. further recommendations and interventions.
§483 80(a)(4) A sysiam for recording incidents idantified « The administrator will menitor compliance.
under the facility's IPCP and the carrective actions taken V. Corrective Action Completion Date;
by the facility. 6/12/202%
§463.80(e) Linens.
Personnel must handle, store, procass, and transpart
tinens so as to pravent the spread of infection.

§483 80(f) Annual review.

The facility will conduct an annual review of its IPCP and
update their program, as necessary. This
REQUIREMENT is not met as evidenced by

Based on observalion, interview, and record review, the
facility failed to implement their Enhanced Barrier
Pracaution (EBP: infection control practices to prevent
the spread of multidrug-resistant organisms (MDRO's)
control measures for one of three samplsd residents
(Rasidants 21 ) by failing to wear proper Personal
Protectiva Equipment (PPE: to pratective clothing,
telmets, gloves, face shields, goggles, face masks
and/or respiraters or other equipment designed to protect
the wearer from injury or the spread of infection or
{iiness) when coming in contact with /administering
Resident 21's Lidocaine Patch (medication that numbs
specific area of the body by blocking pain signals to the
brain) and when handling tha indwatling catheter (known
as Folay catheter, a tube that allows urine to drain from
the bladder into a bag that is usually attached to the
thigh) drainage bag.

These deficient practices had the potantial to transmit
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F880  infectious microorganisms and increase the risk of

infaction for the residents.

During a review of Resident 21's Admission Record, the
Admjssion Record indicated
Resident 21 was initiatly admitted to the facility on

4/18/2025 and was readmitted on 5/14/2024 with
diagnoses including unspecified fracture (break in 2

bone) of unspecifiad iumbar vertebra {one of tha bones
that make up the spinal column in the lower back), spinal
stenosis (space inside the backbone is tao small putting
pressure on the spinal cord), and obstructive (urine flow
is blacked) and reflux urcpathy (occurs when urine flows
backward into the bladder oflen as a result of
obstruction).

During a review of Resldent 21's History and Physical
(H&P), dated 4/20/2025, the H8P Indicated Rasident 21
had the capacity to understand and make decisions.

During a raview of Resident 21 Minimum Data Set [MDS]
a resident assessment tool), dated 4/24/2025, the MDS
indicated Resident 21's cognitive skills (the mental action
or process of acquiring knowledge and understanding
through thouaht, exparience, and the senses) were mildly
impaired. The MDS indicated Resident 21 was
dependent on chairfbed-to-chair transfer and toilating
hygiene, required maximal assistance (provide more than
half the eflort) for bathing, dressing upper (above waist)
and lower (waist below) body, required supervision on
personal hygiene and oral hygiene, and required set up
for eating. The MDS indicated Resident 21 utilizes a
whaeelchair and has bilateral (both sides) impairments on
the upper (arms/shoulders) and tower (hips/legs)
extremities.

During a review of Resident 21's Order Summary Report

F880
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F880  (physician orders) dated 5/18/2025, the order summary
indicated enhanced bamier pracautions during high
contact resident care activities secondary to (foley cath)
every shift with an active date of 4/18/2025. During an
obsarvation on §/17/2025 at 9:46 a.m., with Licensed
Vocational Nursa 1 (LVN 1), LVN 1 was observed
exposing Resident 21's Lidocaine patch located on the
{ower back without wearing proper PPE. LVN 1 was then
observed {ouching Resident 21's foley catheter bag
without weering proper PPE. During an interview on
§/17/2025 at 1:54 p.m., with LVN 1, LVN 1 stated EBP's
are for residents with wounds and foley catheters, and
gowns are worn when performing nursing care that can
possibly exposa you to fluids or wounds. LVN 1 stated
when giving medicalions, gowns are not warn since you
are nat giving direct patient care. LVN 1 stated gowns are
warn when you have direct patiant skin to skin contact
and when emptying the folay catheter bag. LVN 1 stated
as long as there is a possibility of liquid o splashing
during nursing care, a gown is wom. LVN 1 stated if
gowns are not wom, whatever is baing handled such as
bodily fluids can splash and wearing a gown can prevent
that from cccuming. During an interview on 5/18/2025 at
10:41a.m. with the Infection Preventianist Nurse (IPN),
the IPN stated EBPs are for residents who have foleys.
gastrostomy tube (a surgical opening fitted with 3 device
to allow feadings to be administared directly to the
stomach comman for pacple with swallowing problems),
or chronic wounds that require drassing. Tha IPN stated
high contact includas providing activities of daily living
(ADL: shower, bed bath) care and emptying

the foley bag. The IPN statad a gown should be wam if
you are touching the foley bag even if you are not

em it as it might spill. The IPN stated you wear tha

Feso
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F880 gown to pratect yourself and the resident and not F880
wearing a gown can contaminate your clothing and
increasa the chance of spreading it to other residents.

During an interview on 5/18/2025 at 1:59 p.m., with
Registered Nurse Supervisor 1 (RNS 1), RNS 1 stated
PPE should be warn sinca you are coming in contact with
the resident when putting on the Lidocaine patch as itis
worn for precaution.

During an interview on 5/18/2025 at 8:31p.m., with the
Director of Nursing (DON), the DON stated EBPs are for
residsnts that have some kind of invasive device like a
foloy catheter and stafl should wear a gown whan you
are going to anticipate having contact with the resident.
The DON stated a gown is worn to protect the residsnts
The DON stated a gown is worn when applying a
Lidocaine patch on a resident who is on EBP because
you are having coniact with the patient.

During a review of the facility's policies and Procedures
(P&P), titted "Administering Medications,” revised April
2019, tha P&P indicated staff follows stablished facilty
infection control procedures (e.g., handwashing,
antiseplic techniques, gloves, isolation precautions, elc.)
for the administration of medications, as applicable.

During a review of the facility's P&P titted *Enhanced
Barrier Precautions . revised December 2024, the P&P
indicated enhanced barrier precautions (EBPs) are
utilized to prevent the spread of multi-drug resistant
organisms (MDROs) to residents. Enhanced barrier
precautions (EBPs) refer to infaction prevention and
control interventions designed to reduce transmission of
multi-drug-resistant organisms (MDROSs) during high
contact resident care aclivities. Enhanced barrier

recautions apply when a resident has a wound or
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F880  Indwelling modical dovice. and has secretions or F8so
excretions that are unable to be covered or contained.
Indwelling medical devices include central lines, urinary
cathatars, feading tubes, and trachectomiss. EBPs
employ targeted gown and glove use in addition ta
standard precautions during high contact resident care
activitles when contact precautions do not otherwise
apply. a.Gloves and gown are applied prior to performing
the high contact resident care activily (as opposed to
befora entering the raom). Examplas of high-contact
rasidant care aclivities raquiring the use of gown and
gloves for EBPs Include prolonged, high-contact with
items in the resident's room., with rasident's equipment,
or with resident's clothing or skin {e.g., in tha shower
room, therapy gym, or during restarative care); device
care or use (central ling, urinary cathater, faeding tubs,
tracheastomyiventilator, etc.)
F912  Badrooms Measure at Least 80 Sq FUResident CFR(s). F912 F-tag 912 06/12/2025
S8S=B  483.80(e)}{1)(li) §483.90(e)(1)(il) Measure al lsast 80 I: Corrective Action for residents found to
square feet per resident in multiple resident bedrooms, have been affected:
and at least 100 square feet in single resident rooms; * On 06/09/2025, the Socisl Servicos
This REQUIREMENT Is not met as evidenced by: Director/designes conducted a room vigit to
Based on observation, interview, and record review the residents in rooms 5 and 8, no signs or
facility fauied to ensure two of 20 resident bedrooms me! indications of any adverse effects from being in
the requirements of 80 square feet ({sq. ft.] a unit of area a reom with more than occupancy required.
measurement) per residents in multi-bed resident rooms Resident’s feel safe, privacy not invaded, and
and 100 sq. fi for each single bed resident room. no nagalive outcomss with care and
i ‘ treatment. Current needs are met.
This deficient practice had the potential to resuit in I: Pacliity’s identification of other residents
inadequate space to provide privacy, space during daily having the potential to be affected by the
care, and access during an amargency. same affected by the deficient practice and
During a reviaw of ths facility's Client Accommedalions corrective action taken:
Analysis form, provided by the facility on 5/18/2025, the * On 06/09/2028, the Meintenance Director
facility had 2 rpaoms that measured less than 80 sq. ft. updated the raom measurements for all roons
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F912  per residant in multi-bed rooms and two rooms that F912 to ensure residents have adequale space for
measured less than 100 sq. R (or a single bedroom. The care, access and use of assistive devices and
resident rooms were as follows: fumiture and for visitors.
Room 5: 14 inches (in: unit of length) x 10,1 in[141.4 sq « All other rocoms are in complfiance.
ft] approved capacity: 2 ill: Measures and systemic changes put in
Room 6: 14 in x 10.7 in [149.9 sq. it.] approved capacity’ place to ensure deficient practices do not
2 recur:
During a concument observaticn and interview on Application for the room waiver was sent to
5/18/2025 at 8:43a.m. with Maintenance Supervisor Faven Isaac on 06/10/2025.
{MS). the room size measured for 5 was 14 in x 10.7 in Depariment manm Wil conduct room
and room 8 was 14in x 10 6 in. MS stated he does not loupds daily to ensure resident satisfaction and
know what the righl measurement for each resident is validate through feedback.
and indicated the room is small for 2 beds. MS stated [V: Facllity's plan to monltor corrective
there is a room waiver that is submitted for the rcoms actions are achleve & sustain compllance;
and indicated if the room is small, the staff and residents Integrate the POC to QA Process:
may bump into things. * The Social Services Dirsctor/designes will
During an interview on 5/18/2025 at 8:40p.m. with report findings of the daily room rounds during
Director of Nursing (DON), DON stated if the resident's the monthly QAA mealing x 3 months for
room is deemed oo small per guidance, thare is potential comphiance. _ .
for tha room ta be clultered and the resident may fall due ;u:::rdrse::\;am:': m: :edd"::“:edmm
. endations and inferventions.
to nat having encugh space. = The administrator will monitor compliance, **
V. Corrective Action Completion Date;
€/12/2025
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