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F 000 
This Plan of Correction is the response by Laguna Honda Hospital and Rehabilitation Center ("LHH" or 
“facility”) as required by regulation, to the Statement of Deficiencies and Plan of Correction (CMS-2567) 
issued by the California Department of Public Health on November 19, 2019 and received by the facility 
on January 9, 2020 as part of the Skilled Nursing Facility Recertification Survey. The submission of this 
Plan of Correction does not constitute an admission of the deficiencies listed on the Summary Statement 
of Deficiencies or an admission to any statements, findings, facts, and conclusions that form the basis of 
the alleged deficiencies.   
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F552 
§ 483.10 Right to be Informed/Make Treatment Decisions 
(c) Planning and Implementing Care. The resident has the right to be informed of, and participate in, his 
or her treatment, including: 

(1) The right to be fully informed in language that he or she can understand of his or her total 
health status, including but not limited to, his or her medical condition. 
(4) The right to be informed, in advance, of the care to be furnished and the type of care giver or 
professional that will furnish care. 
(5) The right to be informed in advance, by the physician or other practitioner or professional, of 
the risks and benefits of proposed care, of treatment and treatment alternatives or treatment 
options and to choose the alternative or option he or she prefers. 
 

CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure psychotropic 
medication (a medication capable of affecting the mind, emotions, and behavior) was administered with 
consent of Resident 992 (Res 992) or its authorized agent per facility's policy. 
 
Corrective Action: 
1. Physicians received instruction on completion of consent form for psychotropic medication orders 

prior to administering psychotropic medication to any resident. A memo was distributed to all 
medical staff.  
Responsible Person: 

Chief of Staff. 
Completion Date: 

December 19, 2019 and ongoing. 
 

2. License nurses received an in-service on not providing psychotropic medication without a 
completed consent form in the residents’ medical record. 
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 

3. A review of all residents’ medical charts was conducted to ensure those with psychotropic 
medication orders have a completed consent form. The Pharmacist will review the Consent for 
Psychoactive Medication monthly during the Drug Regimen Review (DRR) for any inconsistencies 
with LHH policy and procedure. The Pharmacist will report findings to the Chief Medical Officer for 
follow-up. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019 and ongoing. 
 Monitoring: 
  Compliance shall be reported monthly to Pharmacy and Therapeutics Committee (P&T), 

quarterly to Performance Improvement and Patient Safety Committee (PIPS) and the 
Medical Executive Committee (MEC), these committees shall report overall compliance to 
Joint Conference Committee (JCC), the Governing Body until three consecutive months of 
95% compliance or greater has been achieved. 
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4. A memo was distributed to medical staff indicating that licensed nurses are to not administer first 
does of psychotropic medications without a documented consent and to contact the prescribing 
provider to then complete the appropriate protocol to obtain a completed consent form. 
Responsible Person: 

Chief Quality Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
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F600 
§ 483.12 Freedom from Abuse, Neglect, and Exploitation 
The resident has the right to be free from abuse, neglect, misappropriation of resident property, and 
exploitation as defined in this subpart. This includes but is not limited to freedom from corporal 
punishment, involuntary seclusion and any physical or chemical restraint not required to treat the 
resident's medical symptoms. 
(a) The facility must- 

(1) Not use verbal, mental, sexual, or physical abuse, corporal punishment, or involuntary 
seclusion; 
 

CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure one of 54 
residents was free from verbal abuse, (Resident 708), when one staff (RN 16) told a resident 
(Resident 708) during care, "Don't ever interrupt my dinner." 
 
Immediate Corrective Actions: 
1. Nursing Supervisor and Nurse Manager promptly initiated an investigation upon receiving report 

of the alleged abuse from CDPH surveyor. Abuse protocol was implemented.  
2. RN 16 was removed from resident care area on 11/18/19.  
3. RN 16 received in-service on Abuse Prevention and Customer Service on 11/19/19. 
4. The Unit physician was notified of the allegation of abuse and a wellness assessment was 

conducted. 
5. The resident was monitored for 72-hours by the Resident Care Team (RCT) for any change in 

mood, behavior and activities. The resident was provided with psychosocial support by the RCT 
and there have been no noted changes in mood or activities. 

6. Information was added to the report sheet for hand-off - message to float staff regarding how to 
communicate effectively with resident. 

7. A nursing note was added in Epic to make staff aware of effective communication with resident. 
8. A guide was posted in the room, which pertains to staff properly introducing self, communicating 

with resident, and ensuring needs are met prior to leaving the room. 
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

November 21, 2019. 
 
Corrective Actions: 
9. To sustain the detection of other residents having the potential to have been affected by the same 

deficient practice, Nurse Managers and other members of the resident care team will continue 
resident check-ins with each resident on every neighborhood on a weekly basis. The tool includes 
assessment methods for residents unable to communicate. The questions and frequency of the 
check-in will be adjusted based on data outcomes. Any issues identified during resident interviews 
are immediately escalated according to the abuse protocol. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 9, 2019 and ongoing. 
 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
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NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  

F656 
§ 483.21 Develop/Implement Comprehensive Care Plan 
(b) Comprehensive Care Plans 
(1) The facility must develop and implement a comprehensive person-centered care plan for each 
resident, consistent with the resident rights set forth at §483.1 0(c)(2) and 
(3), that includes measurable objectives and timeframes to meet a resident's medical, nursing, and 
mental and psychosocial needs that are identified in the comprehensive assessment. The 
comprehensive care plan must describe the following – 

(i) The services that are to be furnished to attain or maintain the resident's highest practicable 
physical, mental, and psychosocial well-being as required under §483.24, §483.25 or §483.40; 
and 
(ii) Any services that would otherwise be required under §483.24, §483.25 or §483.40 but are 
not provided due to the resident's exercise of rights under §483.10, including the right to refuse 
treatment under §483.1 0(c)(6). 
(iii) Any specialized services or specialized rehabilitative services the nursing facility will provide 
as a result of PASARR recommendations. If a facility disagrees with the findings of the PASARR, it 
must indicate its rationale in the resident's medical record.  
(iv) ln consultation with the resident and the resident's representative(s)- 

(A) The resident's goals for admission and desired outcomes. 
(B) The resident's preference and potential for future discharge. Facilities must 
document whether the resident's desire to return to the community was assessed and 
any referrals to local contact agencies and/or other appropriate entities, for this 
purpose. 
(C) Discharge plans in the comprehensive care plan, as appropriate, in accordance with 
the requirements set forth in paragraph (c) of this section. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to develop care plans for 
resident specific care concerns for four of 35 sampled residents (Residents 71 Resident, 196, Resident 
630, and Resident 685). 
 
Immediate Corrective Actions: 
1. The care plan for Resident 71 was updated to reflect a communication care plan and diabetes care 

plan with measurable objectives for blood glucose levels. 
2. The care plan for Resident 196 was updated to reflect management of prostate enlargement. 
3. The care plan for Resident 630 and Resident 685 was updated to reflect management of 

indwelling urinary catheters.  
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 3, 2019 and ongoing. 
 
Corrective Actions: 
4. A memo was distributed to all medical staff regarding the need for clear documentation 

addressing residents’ current diagnosis and problem list.  
Responsible Person: 

Chief of Staff. 
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Completion Date: 
December 19, 2019 and ongoing. 

5. The facility initiated a review of the current condition of resident care planning process on 
12/11/19.  The review (A3) identified gaps within the facility’s current processes and new 
electronic health record.  Countermeasures identified to enhance the facility’s resident centered 
care planning; a) care plan content review and revision, b) resident care team education, c) 
standardization of resident care conference process, d) EHR care plan optimization and system 
functionality enhancement. 
Responsible Person: 

Nurse Program Director. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director shall report updates to Nursing Quality Improvement Council 
(NQIC), PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. This monitoring will continue until three consecutive months of 
compliance with the goals set in the A3 have been achieved. 

 
6. Licensed nurses will review residents’ orders and evaluate plan of care during the weekly and/or 

monthly summary. Care plans will be reviewed by the Resident Care Team during quarterly 
meetings and special reviews to ensure there is a person-centered plan of care. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

Ongoing 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 

 
7. Licensed nurses received an in-service on care planning procedures in Epic and blood glucose 

panic levels. 
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 
8. Nursing policy and procedure NPP G 5.0 Blood Glucose Monitoring was revised to include panic 

levels. 
Responsible Person: 

Clinical Nurse Specialist. 
Completion Date: 

December 19, 2019 and ongoing. 
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F658 
§483.21 Services Provided Meet Professional Standards 
(b)(3) Comprehensive Care Plans 
The services provided or arranged by the facility, as outlined by the comprehensive care plan, must- 

(i) Meet professional standards of quality. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure two out of four 
random residents (Resident 698 and Resident 173) were administered topical medication pads up to 
safety standards. 
 
Immediate Corrective Action: 
1. The topical medication pads for Resident 698 and Resident 173 were labeled with the date and 

time of administration to meet safety standards. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

November 18, 2019. 
 
Corrective Actions: 
2. Nursing policy and procedure NPP J 1.0 Medication Administration was revised to include the 

safety standard of putting the date and time on all topical patches upon application on the 
resident. 
Responsible Person: 

Clinical Nurse Specialist. 
Completion Date: 

December 19, 2019 and ongoing. 
 
3. Licensed nurses received an in-service on the safety standard when administered topical patches 

to residents. 
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 
4. The Nursing Department implemented a random audit that includes medication administration 

for all 13 neighborhoods across all 3 shifts. Four medication passes are audited per unit/per day. 
The medication administration audit tool was revised to include the observation of labeling 
topical patches with date and time prior to application when administered to the resident.  
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
Nursing Quality Improvement Council (NQIC), PIPS, and MEC, these committees shall 
report overall compliance to the JCC, the Governing Body. 
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F676 
§ 483.24 Activities Daily Living (ADLs)/Maintain Abilities 
(a) Based on the comprehensive assessment of a resident and consistent with the resident's needs and 
choices, the facility must provide the necessary care and services to ensure that a resident's abilities in 
activities of daily living do not diminish unless circumstances of the individual's clinical condition 
demonstrate that such diminution was unavoidable. This includes the facility ensuring that:  

(1) A resident is given the appropriate treatment and services to maintain or improve his or her 
ability to carry out the activities of daily living, including those specified in paragraph (b) of this 
section ...  

(b) Activities of daily living. 
The facility must provide care and services in accordance with paragraph (a) for the following activities 
of daily living:  

(1) Hygiene -bathing, dressing, grooming, and oral care,  
(2) Mobility-transfer and ambulation, including walking,  
(3) Elimination-toileting, 
(4) Dining-eating, including meals and snacks, 
(5) Communication, including 
 (i) Speech, 

(ii) Language, 
(iii) Other functional communication systems. 

 
CDPH concluded that this REQUIREMENT was not met when the facility did not provide appropriate 
treatment and services for one of 35 sampled residents, Resident 547, when needed orthotics shoes 
were not made available. 
 
Immediate Corrective Actions: 
1. Resident 547’s care plan was updated to include orthotic follow up and shoe fitting. 

Responsible Person: 
 Unit Nurse Manager. 

Completion Date: 
 November 18, 2019. 
 

2. The social worker presented 12 different options to Resident 547 for shoes to provide orthotic lift 
for resident. 
Responsible Person: 

Medical Social Worker. 
Completion Date: 

December 2, 2019. 
 

3. The physician assessed Resident 547 as stable for her right food contracture and noted follow up 
for orthotic shoes. 
Responsible Person: 

Chief Medical Officer. 
Completion Date: 

December 4, 2019. 
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4. The facility procured the shoes and provided to UCSF Orthotics for fabrication. 
Responsible Person: 

Medical Social Worker. 
Completion Date: 

December 12, 2019. 
 
Corrective Action: 
5. A standard work to identify residents with orthotic non-covered benefit recommendations was 

developed. The list of residents will be reviewed monthly to identify alternative measures or 
funding options. Referrals will be made as appropriate for alternative funding as needed. 
Responsible Person: 

Medical Social Worker. 
Completion Date: 

December 12, 2019. 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 
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F700 
§ 483.25  
(n) Bedrails. The facility must attempt to use appropriate alternatives prior to installing a side or bed 
rail. If a bed or side rail is used, the facility must ensure correct installation, use, and maintenance of bed 
rails, including but not limited to the following elements. 

(1) Assess the resident for risk of entrapment from bed rails prior to installation. 
(2) Review the risks and benefits of bed rails with the resident or resident representative and 
obtain informed consent prior to installation. 
(3) Ensure that the bed's dimensions are appropriate for the resident's size and weight. 
(4) Follow the manufacturers' recommendations and specifications for installing and 
maintaining bed rails. 
 

CDPH concluded that this REQUIREMENT was not met when the facility failed to obtain informed 
consents, perform an entrapment risk assessments and develop a care plan before using bed rails (are 
adjustable metal or rigid plastic bars that attach to the bed) for two of 39 residents (Resident 382 and 
Resident 465). 
 
Immediate Corrective Action: 
1. A comprehensive chart review was conducted for Resident 465 and the medical record was 

updated to reflect a bedrail plan of care, signed consent, and bedrail risk assessment.   
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

November 22, 2019. 
 
Corrective Actions: 
2. A comprehensive chart review was conducted for Resident 382 and the medical record was 

updated to reflect a bedrail plan of care, signed consent, and bedrail risk assessment.   
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

December 9, 2019. 
 

3. The facility created and extracted a report from the EHR of residents with active physician order 
for bedrail use. The nursing leadership utilized the data to ensure the following information are 
present for all residents on the report; 1) order continues to be active, 2) complete quarterly 
assessment, 3) complete bedrail care plan, and 4) Active consent.   
Responsible Person: 

Nursing Program Director. 
Completion Date: 

December 6, 2019. 
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4. As the current EHR is new to LHH, Epic message boards (Bedrail Care Plan and Non-Restrictive and 
Restraint) were released to the nursing leadership and staff as re-education and reference. 
Review of the message boards with charge nurses were conducted. 
Responsible Person: 

Nursing Program Director. 
Completion Date: 

December 6, 2019. 
  
5. A monthly audit of 10 residents in each neighborhood will be conducted if in need of bedrail use.  

The QA will review the following; a) Active physician order, b) Individualized Care Plan, c) 
Quarterly Bedrail Assessment, d) Review of bedrail use on a Resident Care Team quarterly note, e) 
Physical inspection of each bedrails (4/4) of resident’s bed, and f) Resident Consent.  
Responsible Person: 

Chief Quality Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 

  



 

375 Laguna Honda Blvd., San Francisco, CA 94116-1411 
Provider ID: 555020 

Skilled Nursing Facility Recertification Survey 
Date of Survey Completed 11/19/2019 

Plan of Correction 

12 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

F744 
§ 483.40 Treatment/Service for Dementia 
(b)(3) A resident who displays or is diagnosed with dementia, receives the appropriate treatment and 
services to attain or maintain his or her highest practicable physical, mental, and psychosocial well-
being. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to develop and implement 
a person-centered care plan for 2 of 35 sampled residents (Resident 68 and 71) and 2 random residents 
(Residents 256 and 327) with dementia (disease of the brain causing symptoms such as loss of memory, 
judgement, ability to communicate and solve problems, and interference with daily functioning). 
 
Immediate Corrective Action: 
1. Comprehensive chart review was completed for Resident 68, 71, 256, and 327. Their medical 

records were updated to reflect a person-centered dementia care plan.  
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

November 22, 2019.  
 
Corrective Actions: 
2. The facility initiated a reeducation of nursing staff of dementia care for residents.  The training 

focuses on staff providing person-centered care for residents.  
Responsible Person: 

Clinical Nurse Specialist. 
Completion Date: 

December 16, 2019 and ongoing. 
 Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  
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F756 
§ 483.45 Drug Regimen Review, Report Irregular, Act On 
(c) Drug Regimen Review 

(1) The drug regimen of each resident must be reviewed at least once a month by a licensed 
pharmacist. 
(2) This review must include a review of the resident's medical chart. 
(4) The pharmacist must report any irregularities to the attending physician and the facility's 
medical director and director of nursing, and these reports must be acted upon.  

(i) Irregularities include, but are not limited to, any drug that meets the criteria set forth 
in paragraph. 

(5) The facility must develop and maintain policies and procedures for the monthly drug regimen 
review that include, but are not limited to, time frames for the different steps in the process and 
steps the pharmacist must take when he or she identifies an irregularity that requires urgent 
action to protect the resident. 

(d) of this section for an unnecessary drug.  
(ii) Any irregularities noted by the pharmacist during this review must be documented on a 
separate, written report that is sent to the attending physician and the facility's medical director 
and director of nursing and lists, at a minimum, the resident's name, the relevant drug, and the 
irregularity the pharmacist identified.  
(iii) The attending physician must document in the resident's medical record that the identified 
irregularity has been reviewed and what, if any, action has been taken to address it. If there is to 
be no change in the medication, the attending physician should document his or her rationale in 
the resident's medical record. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to identify irregularities 
and make recommendations to the facility for two of 35 sampled residents (Residents 68 and 735) and 
one random resident (Resident 373). 
 
Immediate Corrective Actions: 
1. Resident 68 risperidone was discontinued. 

Responsible Person: 
Director of Pharmacy. 

Completion Date: 
November 14, 2019. 
 

2. Pharmacy and attending provider discussed the appropriateness for the benzocaine spray for 
Resident 373. The provider added a progress note to reflect the circumstances that lead to benefit 
outweighing the risk of methemoglobinemia for this case. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

November 19, 2019. 
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3. Resident 735 risperidone was tapered on 11/14/19 and indication was changed. Provider provided 
explicit documentation regarding why alternatives are not used over antipsychotic and specific 
GDR plan on 12/03/2019. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 3, 2019. 
 
Corrective Actions: 
4. Pharmacy has developed standard work for evaluation and documentation of non-formulary 

requests. Non-formulary requests will be reported out to the P&T Committee with evaluation of 
each request in accordance with the standard work. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 3, 2019. 
Monitoring: 

Compliance shall be reported to P&T, PIPS, and MEC, these committees shall report 
overall compliance to the JCC, the Governing Body. Compliance will be monitored until 
three consecutive months of 95% compliance or greater has been achieved. 

 
5. A report was pulled to review the presence of and appropriate indication for all antipsychotic 

orders. Providers were contacted to add indication for any orders that contained target symptom 
as indication.  
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
 
6. An extended review of all patients receiving antipsychotic for dementia related behavioral 

disturbance. DRR submitted to request explicit documentation of why nonpharmacological 
interventions and alternative medications are not appropriate and for a specific GDR plan. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
Monitoring: 

DRR response related to psychotropics will be monitored and reported monthly to the 
P&T Committee. Compliance shall be reported to PIPS, and MEC, these committees shall 
report overall compliance to the JCC, the Governing Body. Compliance will be monitored 
until three consecutive months of 95% compliance or greater has been achieved. 
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F757 
§483.45 Drug Regimen is Free from Unnecessary Drugs 
(d) Unnecessary Drugs-General. 
Each resident's drug regimen must be free from unnecessary drugs. An unnecessary drug is any drug 
when used- 

(1) In excessive dose (including duplicate drug therapy); or 
(2) For excessive duration; or 
(3) Without adequate monitoring; or 
(4) Without adequate indications for its use; or 
(5) In the presence of adverse consequences which indicate the dose should be reduced or 
discontinued; or 
(6) Any combinations of the reasons stated in paragraphs (d)(1) through (5) of this section. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure two of 35 
sampled residents (Residents 531 and 735) and one random resident (Resident 373) were free from 
unnecessary medications. 
 
Immediate Corrective Action: 
1. Pharmacy and attending provider discussed the appropriateness for the benzocaine spray for 

Resident 373. The provider added a progress note to reflect the circumstances that lead to benefit 
outweighing the risk of methemoglobinemia for this case. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

November 19, 2019. 
 

2. The medical record for Resident 531 was updated to include hold parameters for laxative 
medication in the administration instructions.  
Responsible Person: 

Chief Medical Officer. 
Completion Date: 

December 3, 2019 
 

3. A care plan was developed for monitoring of side effects of anticoagulant for Resident 735. TSH 
level was obtained. And weekly cardiovascular monitoring was initiated. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

November 15, 2019 
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Corrective Actions: 
4. List of residents on Senna was reviewed to identify order without hold parameters. Hold for loose 

stool was added to order without hold parameters. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
Monitoring: 

Compliance will be monitored and reported monthly to the P&T Committee until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS, and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body.  
 

5. Pharmacy has developed standard work for evaluation and documentation of non-formulary 
requests. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 3, 2019. 
Monitoring: 

Non-formulary requests will be reported out to the Pharmacy and Therapeutics (P&T) 
Committee with evaluation of each request in accordance with the standard work. 
Compliance shall be reported to PIPS, and MEC, these committees shall report overall 
compliance to the JCC, the Governing Body. Compliance will be monitored until three 
consecutive months of 95% compliance or greater has been achieved. 
 

6. List of residents with anticoagulants pulled and care plans reviewed to assure monitoring for signs 
and symptoms of bleeding. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
Monitoring: 

Compliance will be monitored and reported monthly to the P&T Committee until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS, and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body.  

 
7. Physicians received instruction to add parameters for medication for each resident as necessary. 

Responsible Person: 
Chief of Staff. 

Completion Date: 
December 19, 2019 and ongoing. 
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8. Nursing staff received an in-service to complete appropriate assessments of residents for 
medications parameters and routine monitoring of cardiovascular medications.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 

9. The facility initiated a review of the current condition of resident care planning process on 
12/11/19.  The review (A3) identified gaps within the facility’s current processes and new 
electronic health record.  Countermeasures identified to enhance the facility’s resident centered 
care planning; a) care plan content review and revision, b) resident care team education, c) 
standardization of resident care conference process, d) EHR care plan optimization and system 
functionality enhancement. 
Responsible Person: 

Nurse Program Director. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director shall report updates to NQIC, PIPS, and MEC, these 
committees shall report overall compliance to the JCC, the Governing Body. This 
monitoring will continue until three consecutive months of compliance with the goals set 
in the A3 have been achieved. 

 
10. Licensed nurses will review residents’ orders and evaluate plan of care during the weekly and/or 

monthly summary. Care plans will be reviewed by the Resident Care Team during quarterly 
meetings and special reviews to ensure there is a person-centered plan of care. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

Ongoing 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 

 
11. Nursing policy and procedure NPP J1.0 was revised to reflect medication parameters.  

Responsible Person: 
Clinical Nurse Specialist. 

Completion Date: 
December 19, 2019 and ongoing 
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F758 
§ 483.45 Free from Unnecessary Psychotropic Meds/PRN Use 
(c) Psychotropic Drugs. 

(3) A psychotropic drug is any drug that affects brain activities associated with mental processes 
and behavior. These drugs include, but are not limited to, drugs in the following categories: 

(i) Anti-psychotic; 
(ii) Anti-depressant; 
(iii) Anti-anxiety; and 
(iv) Hypnotic 

Based on a comprehensive assessment of a resident, the facility must ensure that--- 
(e)(1) Residents who have not used psychotropic drugs are not given these drugs unless the 
medication is necessary to treat a specific condition as diagnosed and documented in the clinical 
record; 
(2) Residents who use psychotropic drugs receive gradual dose reductions, and behavioral 
interventions, unless clinically contraindicated, in an effort to discontinue these drugs; 
(3) Residents do not receive psychotropic drugs pursuant to a PRN order unless that medication 
is necessary to treat a diagnosed specific condition that is documented in the clinical record; and 
(4) PRN orders for psychotropic drugs are limited to 14 days. Except as provided in 
(5) If the attending physician or prescribing practitioner believes that it is appropriate for the 
PRN order to be extended beyond 14 days, he or she should document their rationale in the 
resident's medical record and indicate the duration for the PRN order. 
PRN orders for anti-psychotic drugs are limited to 14 days and cannot be renewed unless the 
attending physician or prescribing practitioner evaluates the resident for the appropriateness of 
that medication. 

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure four of 35 
sampled residents (Residents 68, 71, 531, and 735) were free from unnecessary psychotropic 
medications (drugs that affects brain activities associated with mental processes and behavior). 
 
Immediate Corrective Actions: 
1. Resident 68 risperidone was discontinued. Behavioral monitoring initiated. 

Responsible Person: 
Director of Pharmacy. 

Completion Date: 
November 14, 2019. 

 
2. Resident 71 risperidone was discontinued. Behavioral monitoring initiated. 

Responsible Person: 
Director of Pharmacy. 

Completion Date: 
November 15, 2019. 

 
3. Removal of bipolar disorder was completed for Resident 531 and the addition of the appropriate 

diagnosis of dementia with disturbance disorder.  
Responsible Person: 

Chief Medical Officer. 
Completion Date: 

December 3, 2019 
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4. Resident 735 risperidone was tapered on 11/14/19 and indication was changed. Provider provided 
explicit documentation regarding why alternatives are not used over antipsychotic and specific 
GDR plan on 12/03/2019. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 3, 2019. 
 
Corrective Actions: 
5. A report was pulled to review the presence of and appropriate indication for all antipsychotic 

orders. Providers were contacted to add indication for any orders that contained target symptom 
as indication.  
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
 
6. An extended review of all patients receiving antipsychotic for dementia related behavioral 

disturbance. DRR submitted to request explicit documentation of why nonpharmacological 
interventions and alternative medications are not appropriate and for a specific GDR plan. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 19, 2019. 
Monitoring: 

DRR response related to psychotropics will be monitored and reported monthly to the 
P&T Committee. Compliance shall be reported to PIPS, and MEC, these committees shall 
report overall compliance to the JCC, the Governing Body. Compliance will be monitored 
until three consecutive months of 95% compliance or greater has been achieved. 

 
7. The facility initiated a review of the current condition of resident care planning process on 

12/11/19.  The review (A3) identified gaps within the facility’s current processes and new 
electronic health record.  Countermeasures identified to enhance the facility’s resident centered 
care planning; a) care plan content review and revision, b) resident care team education, c) 
standardization of resident care conference process, d) EHR care plan optimization and system 
functionality enhancement. 
Responsible Person: 

Nurse Program Director. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director shall report updates to NQIC, PIPS, and MEC, these 
committees shall report overall compliance to the JCC, the Governing Body. This 
monitoring will continue until three consecutive months of compliance with the goals set 
in the A3 have been achieved. 
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8. Licensed nurses will review residents’ orders and evaluate plan of care during the weekly and/or 
monthly summary. Care plans will be reviewed by the Resident Care Team during quarterly 
meetings and special reviews to ensure there is a person-centered plan of care. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 

 
9. Physicians received instruction to review diagnosis list prior to writing an indication.  

Responsible Person: 
Chief of Staff. 

Completion Date: 
December 19, 2019 and ongoing. 
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F759 
§ 483.45 Free of Medication Error Rates 5 Percent or More 
(f) Medication Errors.  

(1) Medication error rates are not 5 percent or greater. 
 

CDPH concluded that this REQUIREMENT was not met when the facility had a 5.08% error rate when 
three medication errors out of 59 opportunities were observed during a medication pass 
 
Corrective Actions: 
1. The Nursing Department implemented a random audit that includes medication administration 

for all 13 neighborhoods across all 3 shifts. Four medication passes are audited per unit/per day. 
The medication administration audit tool includes the review of proper medication administration 
per facility policy and MAR.  
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Nurse Program Director will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body. 

 
2. Licensed nurses received an in-service regarding proper administration of medications through an 

enteral tube, specifically administering meds separately. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
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F761 
§ 483.45 Label/Store Drugs and Biologicals 
(g) Labeling of Drugs and Biologicals Drugs and biologicals used in the facility must be labeled in 
accordance with currently accepted professional principles, and include the appropriate accessory and 
cautionary instructions, and the expiration date when applicable. 
(h) Storage of Drugs and Biologicals 

(1) In accordance with State and Federal laws, the facility must store all drugs and biologicals in 
locked compartments under proper temperature controls, and permit only authorized 
personnel to have access to the keys.  
(2) The facility must provide separately locked, permanently affixed compartments for storage 
of controlled drugs listed in Schedule II of the Comprehensive Drug Abuse Prevention and 
Control Act of 1976 and other drugs subject to abuse, except when the facility uses single unit I 
package drug distribution systems in which the quantity stored is minimal and a missing dose 
can be readily detected. 
 
 

CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure acceptable 
labeling, storage requirements and removal of expired medications for 9 random residents  
(Residents 133, 137, 296, 543, 225, 171, 409, 133 and 42). 
 
Immediate Corrective Action: 
1. Proper labeling with patient name and expiration date was placed on medications for Residents 

42, 225, 296, 543 during the survey and any non-patient specific medications as appropriate. 
2. Expired medications for Residents 133, 137, 171, 409 and any non-patient specific medications 

were removed from active storage area and discarded by Pharmacy during the survey. 
3. Medication for Resident 225 was placed in appropriate storage temperature per manufacturer 

instruction during the survey. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

November 19, 2019. 
 
4. Pharmacy conducted a sweep of med storage areas to add appropriate expiration to each 

medication container. Pharmacy discussed with all staff the change in label that requires the 
manual addition of expiration date to label. 
Responsible Person: 

Director of Pharmacy. 
Completion Date: 

December 3, 2019. 
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Corrective Actions: 
5. List of items requiring addition of expiration dates developed and posted at pharmacy fill stations. 

Responsible Person: 
Director of Pharmacy. 

Completion Date: 
December 5, 2019. 

 Monitoring: 
  Pharmacy staff will be assigned to audit 10 items weekly before leaving the pharmacy. 

Compliance will be reported to P&T Committee until three consecutive months of 95% 
compliance or greater has been achieved. Compliance shall be reported to PIPS, and MEC, 
these committees shall report overall compliance to the JCC, the Governing Body.  

 
6. An audit will be completed of the medication cart and medication room after each shift by the 

Licensed Nurse utilizing a checklist which includes checking for proper labeling of medications and 
removal of expired medications. A 5S audit of the medication cart and medication room will 
include checking that medications have been labeled properly and expired medications have been 
removed by the Unit Nurse Manager. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
  
7. Nursing staff will conduct environmental rounds weekly to observe compliance with proper 

labeling of medication, removal of expired medications, and completion of 5-minute 5s of the 
medication carts and medication rooms. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  
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F802 
§ 483.60 Sufficient Dietary Support Personnel 
(a) Staffing 
The facility must employ sufficient staff with the appropriate competencies and skills sets to carry out 
the functions of the food and nutrition service, taking into consideration resident assessments, 
individual plans of care and the number, acuity and diagnoses of the facility's resident population in 
accordance with the facility assessment required at §483.70(e). 

(3) Support staff. 
The facility must provide sufficient support personnel to safely and effectively carry out the 
functions of the food and nutrition service. 

(b) A member of the Food and Nutrition Services staff must participate on the interdisciplinary team as 
required in § 483.21 (b)(2)(ii). 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure the competency 
of two kitchen staff when they did not demonstrate proper procedures for testing sanitizer strength 
according to manufacturer's directions. This failure had the potential for the sanitizer to be at an 
improper strength for sanitizing food contact surface areas leading to food borne illness for a census of 
741 residents. 
 
Immediate Corrective Action: 
1. An immediate corrective action was taken to provide the two staff members with immediate in-

service on how to test quaternary solution appropriately.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 18, 2019 
 
Corrective Action:   
2. An in-service was conduct for all Food Services staff on Oasis 146 Quaternary Sanitizer testing. 

Additionally, staff were randomly identified and quizzed on the quaternary sanitizer testing 
procedure. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 16, 2019 
Monitoring: 

An audit tool was developed to monitor Quaternary Sanitizer testing of Oasis 146. The 
Director of Food Services will monitor compliance monthly until three consecutive months 
of 95% compliance or greater has been achieved. Compliance shall be reported to PIPS 
and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 
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F812 
§ 483.60 Food Procurement/Store/Prepare/Serve-Sanitary 
(i) Food safety requirements. 
The facility must - 

(1) Procure food from sources approved or considered satisfactory by federal, state or local 
authorities. 

(i) This may include food items obtained directly from local producers, subject to 
applicable State and local laws or regulations. 
(ii) This provision does not prohibit or prevent facilities from using produce grown in 
facility gardens, subject to compliance with applicable safe growing and food-handling 
practices. 
(iii) This provision does not preclude residents from consuming foods not procured by 
the facility. 

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

 
CDPH concluded that this REQUIREMENT was not met when the facility failed to ensure safe and 
effective food production operations when 1) foods capable of supporting bacterial growth associated 
with food borne illness were not monitored for time/temperature control for food safety; 2) Staff 
handled ready-to-eat (food that is edible without additional preparation) touching with bare hands; and 
3) Pans were stored wet. 
 
Immediate Corrective Action: 
1. Immediate corrective action was taken to properly wash and airdry the identified wet pans. All 

other pans were then checked for dryness and cleanliness  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 18, 2019. 
 
Corrective Actions: 
2. Food Service cooks have been instructed and in-serviced on measuring final cooking temperatures 

of food items according to minimal internal cooking temperatures, per Federal Food Code 2017. 
Final cooking temperatures are to be recorded on the “Temperature/Taste Testing Log” and 
tested for flavor, texture, and appearance.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Chef Production Manager is responsible for monitoring daily compliance through 
observations that final cooking temperatures are checked and recorded on the 
Temperature/Taste Testing Log per department procedures; temperature readings are 
reviewed for correctness, and deviations from departmental procedures are reported 
during the weekly Food Services management meeting. Compliance will be reported 
weekly during the Food Services Management meeting, and quarterly to PIPS and MEC 
until three consecutive months of 95% compliance or greater has been achieved. These 
committees shall report overall compliance to the JCC, the Governing Body. 
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3. Food Services policy and procedure 1.89 Quality Assurance: Tray Service Line Temperatures has 
been updated to include guidelines on the necessity to cool foods prepared from the ingredients 
at ambient room temperatures. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 19, 2019 and ongoing. 
 

4. The Nursing staff orientation and meal competency tool has been revised to address staff may not 
contact exposed ready-to-eat food with bare hands and are to use utensils such as gloves to 
handle the food.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 
5. All Nursing staff received an in-service on facility standard that exposed ready-to-eat food may 

not be handled with bare hands and staff are to use utensils such as gloves to handle the food.  
Responsible Person: 

Nurse Educator. 
Completion Date: 

December 19, 2019 and ongoing. 
 
6. Food Services staff were provided an in-service on Food Services Policy and Procedure 1.677 

Manual Ware Washing to ensure staff are aware of the proper method to air-dry pots and pans.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 12, 2019 and ongoing. 
Monitoring: 

A management tool was developed to check pans daily by the Food Services Supervisor or 
Manager on duty. The Director of Food Services will monitor compliance monthly until 
three consecutive months of 95% compliance or greater has been achieved. Compliance 
shall be reported to PIPS and MEC, these committees shall report overall compliance to 
the JCC, the Governing Body.  
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F814 
§483.60 Dispose Garbage and Refuse Properly 
(i)(4) Dispose of garbage and refuse properly. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to dispose of garbage and 
refuse properly when recycle bins were dirty and the lids were not closed. This failure had the potential 
to attract pests and transfer harmful microorganisms to food leading to food borne illness for a census 
of 7 41 residents. (Cross-reference F-925) 
 
Immediate Corrective Action: 
1. An immediate corrective action was taken to remove all soiled Recology compost and waste cart 

from the Food Services department and replaced with 40-gallon bins.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 18, 2019. 
 
2. An immediate corrective action was taken to contact the Pest Company to assess the situation of 

fruit flies in the Food Services department. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 12, 2019. 
 
Corrective Actions:  
3. All compost, recycling, and waste bins were checked inside and outside for cleanliness and 

sanitation. An audit tool was established to monitor cleaning/sanitizing of bins.   
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 11, 2019 and ongoing. 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
4. An in-service was conducted to inform Food Services staff on new 40 gallon bins and daily 

cleaning/sanitizing process.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 11, 2019. 
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5. Drain pipes were cleaned and treated to prevent fruit flies.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 14, 2019 and ongoing. 
 

6. Food Services staff were provided an in-service on the proper cleaning of floor drains. An audit 
tool was created to monitor cleanliness of floor drains. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 14, 2019. 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
7. To eradicate the loading dock area of rodent activity, the placement of traps will be conducted 

three times a week for the month of November. Thereafter, the placement of traps will be 
conducted twice a week.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
8. Environmental Services staff will conduct inspection of treatment of the burrows twice a week. 

Staff will service the contrapest stations (rodent birth control). 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 

 
 
 
 



 

375 Laguna Honda Blvd., San Francisco, CA 94116-1411 
Provider ID: 555020 

Skilled Nursing Facility Recertification Survey 
Date of Survey Completed 11/19/2019 

Plan of Correction 

29 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

9. Environmental Services staff will conduct inspection of sewer pipes twice a week including the 
opening of manholes and applying rodenticide to sewer pipe for monitoring and control of rodent 
activity. 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 

 
10. Environmental Services supervisors will assign daily cleaning of affected areas to preventative 

rodent and pest activity. 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 
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F880 
§ 483.80 Infection Prevention & Control 
The facility must establish and maintain an infection prevention and control program designed to 
provide a safe, sanitary and comfortable environment and to help prevent the development and 
transmission of communicable diseases and infections. 
(a) Infection prevention and control program. The facility must establish an infection prevention and 
control program (IPCP) that must include, at a minimum, the following elements: 

(1) A system for preventing, identifying, reporting, investigating, and controlling infections and 
communicable diseases for all residents, staff, volunteers, visitors, and other individuals providing 
services under a contractual arrangement based upon the facility assessment conducted according to  
(e) and following accepted national standards; 

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

(i) A system of surveillance designed to identify possible communicable diseases or 
infections before they can spread to other persons in the facility; 
(ii) When and to whom possible incidents of communicable disease or infections should 
be reported; 
(iii) Standard and transmission-based precautions to be followed to prevent spread of 
infections; 
(iv) When and how isolation should be used for a resident; including but not limited to: 

(A) The type and duration of the isolation, depending upon the infectious agent 
or organism involved, and 
(B) A requirement that the isolation should be the least restrictive possible for 
the resident under the circumstances. 

(a)(4) A system for recording incidents identified under the facility's IPCP and the corrective actions 
taken by the facility. 
(e) Linens. 
Personnel must handle, store, process, and transport linens so as to prevent the spread of infection. 
(f) Annual review. 
The facility will conduct an annual review of its IPCP and update their program, as necessary. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to develop, follow or 
implement policies and procedures to observe infection control practices on six random residents 
(Resident 173, 326, 418, 436 and 698) and appropriate use of shared instruments or tools. 
 
Immediate Corrective Actions: 
1. Medication room refrigerators were thoroughly cleaned by facility staff. 

Responsible Person: 
Director of Environmental Services. 

Completion Date: 
November 19, 2019. 
 

2. Identified pill crushers on the first and sixth floors on the north building were thoroughly cleaned. 
Responsible Person: 

Unit Nurse Manager. 
Completion Date: 

November 18, 2019. 
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3. Preventive maintenance was completed for Nebulizers, items A2985 and A0567. 
Responsible Person: 

Manager of Central Processing Department. 
Completion Date: 

December 19, 2019. 
 
Corrective Actions: 
4. Health Care Workers must practice hand hygiene before and after direct resident contact. The 

frequency of Infection Control Nurse rounding will be increased to quarterly which will include 
hand hygiene observations. Medication pass observations will include monitoring of compliance 
with hand hygiene protocol. 
Responsible Person: 

 Chief Nursing Officer. 
Completion Date: 
 December 19, 2019 and ongoing. 

 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  

 
5. The Emergency Checklist and Nursing policy and procedure NPP D9 9.0 Maintaining Temperature 

of Medication and Nourishment Refrigerators via Temptrak & Cleanliness of Refrigerators was 
revised to include regular cleaning of medication room refrigerators by AM shift licensed nurse(s). 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  

 
6. Nursing policy and procedure NPP J1.0 Medication Administration was revised to including 

cleaning of pill crushers with alcohol wipes after medication pass. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  
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7. An audit will be completed of the medication cart and medication room after each shift by the 
Licensed Nurse utilizing a checklist which includes checking the cleanliness of the medication 
room refrigerator and pill crushers. A 5S audit of the medication cart and medication room will 
include checking the cleanliness of the medication room refrigerator and pill crushers by the Unit 
Nurse Manager. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
  
8. Nursing staff will conduct environmental rounds weekly to observe compliance with cleanliness of 

medication room refrigerators, glucometer, and pill crushers; proper labeling and maintenance of 
nebulizers; and completion of 5-minute 5s of the medication carts and medication rooms. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing. 
 Monitoring: 
  The Nurse Program Director will monitor compliance monthly until three consecutive 

months of 95% compliance or greater has been achieved. Compliance shall be reported to 
NQIC, PIPS, and MEC, these committees shall report overall compliance to the JCC, the 
Governing Body.  

 
9. Nursing staff will conduct monthly rounds on bedside equipment such as nebulizer machines to 

ensure that the preventive maintenance date is current. If the equipment’s preventive 
maintenance is outdated, nursing will send the equipment to Central Supply Department for 
preventive maintenance. 
Responsible Person: 

Chief Nursing Officer. 
Completion Date: 

December 19, 2019 and ongoing.  
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F921 
§483.90 Safe/Functional/Sanitary/Comfortable Environment 
(i) Other Environmental Conditions. The facility must provide a safe, functional, sanitary, and 
comfortable environment for residents, staff and the public. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain the physical 
environment in accordance with standards of practice when 1) two of ten handwashing sinks did not 
maintain temperatures and 2) broken tiles were not repaired. Failure to ensure maintenance of the 
physical environment may result in staff not completing handwashing in an effective manner and/or 
may result in unclean kitchen areas providing an area for attraction of pests all of which may result in 
contamination of resident food. 
 
Immediate Corrective Actions: 
1. The Food Services Department submitted work order #109933 for hand washing sink #10 for 

adequate water flow on 11/16/19. Facility Services completed and work order request. 
Responsible Person: 

 Director of Food Services. 
Completion Date: 
 November 19, 2019. 
 

2. The Food Services Department submitted work order #110364 for hand washing sink #2, 3, 4, 6, 
and 7 for domestic hot water temperature on 11/26/19. The domestic hot water supply 
temperature has been adjusted to deliver hot water between 105 to 120 degrees Fahrenheit. 
Responsible Person: 

Director of Food Services 
Completion Date: 

December 16, 2019. 
 
Corrective Actions: 
3. The Food Services staff check and record temperatures for handwashing sinks twice a day, seven 

days a week to ensure domestic hot water supply temperature is between 105 to 120 degrees 
Fahrenheit. 
Responsible Person: 

Director of Food Services 
Completion Date: 
 December 16, 2019 and ongoing. 
Monitoring: 

  Director of Food Services shall monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body.  

 
4. The broken tiles were repaired. A capital project to replace the entire kitchen floor is in the 

planning phase for FY20-21. 
Responsible Person: 

Director of Facility Services 
Completion Date: 

Ongoing.  



 

375 Laguna Honda Blvd., San Francisco, CA 94116-1411 
Provider ID: 555020 

Skilled Nursing Facility Recertification Survey 
Date of Survey Completed 11/19/2019 

Plan of Correction 

34 
 

Plan of Correction submitted as a document attachment in compliance with Center for 
Clinical Standards and Quality/Survey & Certification Group All Facilities Letter 17-34-ALL 
 

F925 
§483.90 Maintains Effective Pest Control Program 
(i)(4) Maintain an effective pest control program so that the facility is free of pests and rodents. 
 
CDPH concluded that this REQUIREMENT was not met when the facility failed to maintain an effective 
pest control program when flies were observed in the kitchen and a rat was observed in the loading 
dock area multiple times. This failure had the potential for pests to transfer harmful microorganisms to 
food leading to foodborne illness for a census of 7 41 residents. 
 
Immediate Corrective Action: 
1. An immediate corrective action was taken to contact the Pest Company to assess the situation of 

fruit flies in the Food Services department. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 12, 2019. 
 

2. An immediate corrective action was taken to remove all soiled Recology compost and waste cart 
from the Food Services department and replaced with 40-gallon bins.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 18, 2019. 
 
Corrective Actions: 
3. All compost, recycling, and waste bins were checked inside and outside for cleanliness and 

sanitation. An audit tool was established to monitor cleaning/sanitizing of bins.   
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 11, 2019 and ongoing 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
4. An in-service was conducted to inform Food Services staff on new 40 gallon bins and daily 

cleaning/sanitizing process.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 11, 2019. 
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5. Drain pipes were cleaned and treated to prevent fruit flies.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 14, 2019 and ongoing. 
 

6. Food Services staff were provided an in-service on the proper cleaning of floor drains. An audit 
tool was created to monitor cleanliness of floor drains. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

November 14, 2019. 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
7. To eradicate the loading dock area of rodent activity, the placement of traps will be conducted 

three times a week for the month of November. Thereafter, the placement of traps will be 
conducted twice a week.  
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Food Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 
 

8. The monthly kitchen rounds resumed with the Infection Control Nurse and Food and Nutrition 
Services leadership. 
Responsible Person: 

Director of Food Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Fool Services will monitor compliance monthly until three consecutive 
months of 95% compliance or greater has been achieved. Compliance shall be reported to 
PIPS and MEC, these committees shall report overall compliance to the JCC, the Governing 
Body. 

 
9. Environmental Services staff will conduct inspection of treatment of the burrows twice a week. 

Staff will service the contrapest stations (rodent birth control). 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 
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December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 

 
10. Environmental Services staff will conduct inspection of sewer pipes twice a week including the 

opening of manholes and applying rodenticide to sewer pipe for monitoring and control of rodent 
activity. 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 

 
11. Environmental Services supervisors will assign daily cleaning of affected areas to preventative 

rodent and pest activity. 
Responsible Person: 

Director of Environmental Services. 
Completion Date: 

December 19, 2019 and ongoing. 
Monitoring: 

The Director of Environmental Services will monitor compliance monthly until three 
consecutive months of 95% compliance or greater has been achieved. Compliance shall be 
reported to PIPS and MEC, these committees shall report overall compliance to the JCC, 
the Governing Body. 

 




