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F 309 | 483.25 PROVIDE CARE/SERVICES FOR .
8s=p | HIGHEST WELL BEING

Each resident must reoe[ve and the facillty must

or maintain the highest practicable physical,
mental, and psychosocial welt-being, in
accardance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medical record rewew staff Interview
and physician inferview, the faciilty falled to obtain
daily weights as ordered by the physician for one
of one sampied residents (Resident #54).

provide the necessary care and services to attain

.of residents, The Plan of Correction Is submitted as a
‘written allegation of compliance.

Britthaven of Ayden’s response to this Statement of

‘through Informal Dispute Resolution, formal appeal
-procedure and/or any other administrative or legal

Britthaven of Ayden acknowledges receipt of the
Statement of Deficlencies and proposes this Plan of
Correction to the extent that the summary of findings
Is factually correct and in order to maintain compliance
with applicable rules and provisions of qualty of care

Deficiencies does not denote agreement with the
Statement of Deficlencias nor does it constrtute an
admissign that any deficiency is accurate. Further,
Britthaven of Ayden reserves the right to refute any of
the defictencies on this Statement of Defidencies

proceeding,

Findings included: F309 " 1Resident #54 no longer has an active order
: - | for daily weights beginning on 8/09/2011.
Resident #54 was originally admltted to the facility A 100% chart audit was completed on
7/19/11. Diagnoses mduded CHF (Congestive
Diabetes. having weight orders to include daily were
being done with no potential issues
Admission MDS assessment dated 7/26/11 identified
documented welght at 154 ibs. , ) ) C e !
' : On the day of admission, the admitting
A review of resident #54's care plan dated nurse will fill out the Weight Alert form and
7‘?7’ 11 reveale: a F:"tg?f:! f;‘:;:; actual r:i:'e forward to the Restorative Aide. The
volume excess due to CHF. and edema o r .
extremities, tharapeutic diet NAS, Interventions - Weight Alert form will communicate to the
included assessmant for signs and symptoms _ Restorative Aide how often weights are
of fluid excess, acute weight gain- and welghts perf ordered to be done on resident {dally or
, facility protocol. ) weekly). The Weight Alert form will also be: |
| Physitan orders iers reviewed. On 711612011, | used to communlcate any new weight
Resident #54's physician ordered dally welghts orders to Restorative Aide. The Restorative
with the physician to be notified of the weight was Aide will be responsible to make sure the
RATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTA ' SIGNATURE_ - ' "7 ((B)DATE
O MoONOM MNHA - ﬁdmm\ - Q"ag“”
Anv deficiency stale i sk (*) denc adeﬁdawywmmmmuwmmaybemused&anmecungmﬁdlmmsdet«mlmmt 2
safoguards provide hufficle tpmtecﬂmwthepabenu (Seo Instructions.) Except for.nursing homes, the findings stated above are disciosable 90 days

W «ing the date of strve whether or not & plan of comection ks provided. For nursing homes, the above findings and plans of comrection are disclosable 14
daysblﬁmﬂngmedabaﬁ\esedowmbarenudeavaﬂablehmmny if deficiencies are cited, an approved plan of comection is requisite to continued
program participation, )
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| Medlcations for ras:dent #54 included Zaroxo[yn (

diuretic) 2. 5 mg. (milllgrams) gqam. (dally) and
Lasix (diuretic) 20 mg. da;ly :

The weight summary record was reviewed with
the following weights recorded: Weight 7/19/11-
-163.5, 72711 172 0, 8!11‘!1-172 0, 8/10/11
174.0.

MD progress note dated 7/27/11 indicated
Resident #54 displayed signs of CHF with some
excess fluld. Daily weights were to be continued.

On 9/14H1, at 417 PM., the Ditector of Nursing
{DON) stated she expected nursing staffto
record the weights in the computer (weight! vital
sign section).

On 9/14/11, at 4:28 PM,, RN #1, when asked
regarding the order for daily weights, stated daily
weights were done by the restorative aide and the
weight information would be given to the day
nursing supervisor.

On 9/15M1, at 9:26 AM., RN #2 stated she had
never seen the order for dally welghts for
Resident #54. She further indicated the nurse

‘that signed the order off would have notiﬁed the. -
) weight person (restorative alde) o

On 9!15.'11 at10: 16AM the Director of Nurslng
indicated she couid not. find any documentation
that Residenit #54 had received daily weights.

- |.She stated she expected the nurse who noted -

the order to communicate that information to the
restorative akle and the daily welght order was

restorative aides.

. deemed necessary

ihall nurse to be docurmented on the MAR.
The hall nurse will be responsible to contact
the doctor If the weight exceeds the limit

set forth in the doctor’s order.

In-servicing on the Weight Alert procedure
and daily welght documentation
respohsib!ities conducted by the DON or
SDC began on 09/22/2011 with completion
on 10/14/2011 with all nurses and

(Welght Alert forms will be forwarded to the |
iDON, by the Restorative Aide, for her
.review within 24 hours of receipt by the
Restorative Aide with follow up taken for
any potential issues upon identification.
The dally welghts will be monitored weekly -
by the weekly Weight & Wound Committee |-
with follow up taken for any potential
issues upon identification. The results of
the audits will be forwarded monthly x 3 ‘
then quarterly to the Executive Ql
-} Compmittee for the identified trends,
development of action plans as appropriate |°
-and to determine the need andfor
frequency for contmulng Qi monitoring as
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F 300 -+ | daily welght is obtalned and documented in
. Crc;n!iinu?hd Frfc;m gage 1nd F 309/ the computer. The Restorative Alde will
ater . ' : .
g an five( ) pounds. | :also communicate the daily weight to the

1 10/14/11
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- F 309! Centinued From page 2 - F 309
not communicated to the restorative aide. The '
charge nurse on the floor would be responsible to
ensure the daily weights had. been obtained.
On 9/15/11, at 10:52 AM., thé restorative alde
stated she did not receive any communication
that Resident #54 needed daily weights until
August 2011,
On 9715711, at 11:26 AM., LPN #1 stated the ' .
order for daily weights would be documented on
the Medication Administration Record (MAR).
She reviewed the July and August MAR and said
the order for daily weights was not recorded on
) elther MAR.
R
' On 8/15/11, af 1:15 PM,,Resident #54's _
physician, per telephone interview, stated she
had ordered daily weights due to Resident #54's
diagnosis of CHF and history of renal failure. She
further indicated Resldent #54 had displayed
problems with fiuid balance and would develop
renal failure if given too much Lasix and heart
failure if not given enough Lasix. .
F 371 483.35(i) FOOD PROCURE, F371| 1.pented can was discarded on 9/12/2011
=E STQREIPREPAREISERV,E - SANITARY by the Dletary Manager. Storagearea
The facility must - checked for other dented cans on
(1) Procure food from sources approved or ~19/12/2011 by the Dletaw Manager and
zou?:::'i?if: :zgsfactory by Federal State or Iocal E o . ‘none found.
_ beginnin
{2) Store, prepare, distribute and serve food o Dietary staff were inserwced ginning
under sanitary condtions : L 9/13/2011 and completed-9/23/2011 -
regarding discarding dented cans by staff
upon identification. First and Second shift
cooks are assigned to ensure thereareno .
dented cans in the storage area and
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| document completion on Daily Cleaning
F 371/ Continued From page 3 . F371 ‘Assignment each day with follow up
:;’,is REQUIREMENT Is not met as evidenced occurring for any potential issues upon
Béséd on observation énd staff interview, the identification. Wednesday stock person is
facility failed to dispose of one dented can and assigned to check all inventory for dented
?2‘3" to '?bc?' Sgg‘da_te opened food items. cans and document completion on the Daily
mneings fnduded: Cleaning Assignment sheet each day with -
1. During initial tour, on 9/12/2011, at 10:20 follow-up occuring for any potential issues
AM., with the Dietary Manager, one 50 ounce can upon identification. )
of cream of mushroom soup was noted in the dry  Dietary Manager Is assigned to review daily -
storage area with dents noted to the bottom, top ‘ ekly for documentation and check
and side of the can, The Dietary Manager stated log weekly fo
“When the cans are dented, bthrow them away. | storage areas weekly for dented cans and
just missed it when | put up the stock." follow up on any potential issues upon
ON 912012011 at 10:50 AM., the'D tary M identification.
i n at 10 ., the'Dietary Manager - . orwarded
stated he put up the stock items every The results of the audits will be forward
Wednesday. He also stated he checked the monthly x3 tht_an quarterly to the Executive
stock every Tuesday for reorder and checked QI Committee for the identified trends,
cans at that time, also. development of action plans as appropriate
2. During the initial tour, on 9/12/2011 at 10:25 and to determine the need and/or
AM,, with the Dietary Manager, twenty-two frequency for continuing Q1 monitoring as
containers of no sugar added applesauce were deemed necessary.
noted in the walk-in cooler with an expiration date
of Aug. 24 2011. In the freezer room, the 2. All undated or expired food items were:
following opened items were unlabeled and i : by
n away immediately on 9/12/2011'b
undated: one openéd brown bag of potato tots, thrown away or. | Y i ih n v
one bag of frozen green beans-and ten frozen the Dietary Manager. In-servicing o
pancakes in & plastic bag. In the refrigerator, an undated and expired foods conducted by
opened package of sliced yellow cheese was the Dietary Manager began on 09/13/11
unlabeted and undated. -The Dietary Manager T PP : [
. ; ; . with all
stated he expected expired items to be discaided : w.'th completion on 09/23/11 :
and items that have been‘opened to be labeled dietary staff.
and dated. " He said the dietary alde on the
moming shift should go theough all items in the
cooler! refrigerator/freezer and discard items
daily. The Dietary Manager further stated he
FORM CM3-2567(62-59) Previous Vecsions Obsolele - Event ID:35N614 " Facitty 10: 960259 if continuation sheet Page 4 of5 -
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F 3711 Continued F ' 4 " | -First and second shift cocks and second
: uec From page p ‘ : F37H shift dietary aides are assigned daily to
checked the cooler/ refrigerator and freezer areas - food produ red I
at loast once weekly-usually on Tuesday.’ o ensure zall food products are s’gore properly
- . o : -1 with open dates utilizing the Daily Cleaning
0: 9’2{2931; at 10:35AM, the moming dietary Assignment with follow up taken for any
aide s @ refrigerator, walk-in cooler and ! ; ' ide
walk-In freezer was checked for expired items at potential issues upon identification,
the beginning of the moming shift. She stated . i . -
she had not checked the refrigerator, walk-in :Dietary Manager is assigned to review daily
cooler and freezer on 9/12/2011. log weekly and check all storage areas to
verify all food items are stored and dated
properly with follow up taken for any
; potentlal issues upon identification.
The results of the audits will be forwarded
s monthly x 3 then quarterly to the Executive
Ql Committee for the identified trends,
development of actlon plans as appropriate
and to determine the need and/or
- frequency for continuing Q! monitoring as .
quency 10/14/2011
deemed necessary. -
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This STANDARD' [s not met as evidenced by:
42 CFR 483.70(a) .

By observation on 10/6/11 at approximately noon
the means of egress was non-compliant, specific

deemed necessary.

{X4) ID " SUMMARY STATEMENT OF DEFICIENCIES. D . PROVIDER'S PLAN OF CORREGTION x5}
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMVLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERESEEI% 1:{3?4 (T:%c APPROPRIATE DATE
Ayden Coﬁrt Nursing & Rehabliitation Center
-K 029 | NFPA 101 LIFE SAFETY CODE STANDARD N acknowledges recelpt of the Statement of Deficiencles
58=D ! : and proposes this Plan of Correctlon to the extent that
One hour fire rated construction (with % hour the summary of findings is factually correct and in
fire-rated doors) or an approved automalic fire order to malmain compliance with applicable rules and
extingulshing system In gccordange with'8.4.1 provislons of quatity of care of residents. The Plan of
andfor 19.3.5:4 protects hazardous areas. When Correctlon Is submitted as 2 written allegation of
the approved automatic fire extinguishing system compllance, Ayden Court Nursing & Rehabilitation
. option is used, the areas are separated from Canter'’s respense to this Statement of Deficlencles
other spaces by smoke resisting partitions and dogs not denote agreement with the Statement of
doors. Doors are self-closing and non-rated or * Defictenctes nor does It constitute an admission that
fisld-applied protective plates that do not excead any deflclency Is accurate, Further, Ayden Court
48 inches from the bottom of the door are Nursing & Rehabilltatlon Center reserves the right to
permitted.  19.3.2.1 refute any of the deficlencles on this Statement of
Deficlencles through Infermal Dispute Resolution,
formal appeal procedure and/for any other
administrative or legal proceeding.
. K 029 Dietary Manager was Informed by the
This STANDARD Is not met as evidenced by. Malntenance Superviser on 10/5/2011 that
42 CFR 483.70(a) . doors cannot be propped open, All staff will be
By observation on 10/5/11 at approximately noon- in-serviced by the SOC or department head
i the hazardous area was non-compliant, specific regarding not propping apen doors. In-servicing
findings include door to Kitchen dry storage will be completed by 11/19/2011. Administrator |
wedged open during suivey. will complete audit taol confirming that no doors
K 072 | NFPA 101 LIFE SAFETY CODE STANDARD are being propped open weekly x 4 weeks and
§8=D . ’ then monthly. Departiment heads will be
Means of egress are conflnuously malntained free notifled at the time of the audit if doors are
of all obstructions or impediments to full instant found to be propped open In thelr departments.
use in the case of fire or other emergency. No The Administeator wiil review completad audits
furnishings, decorations, or other. ohjects obstruct weekly x 4 weeks and then monthly for any
exits, access to, egress from, or visibility of exits. - identifled concerns and will take appropriate
7.1.10 : follow up action as Indicated. The results of
: ' thase audits will then ba fonwarded quarterly to
' the Executive QI Committee for the identifled
trends, development of action plans as
appropriate and to determing the need and/or
frequency for continuing Qf monitoring as A11/19/11

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REP;;ESENTATNE‘S SIGNATURE

oS LOSW e

TITE

Qo\minié

- }D/rQb/IXI

6) DATE

Any deficiency stalpent ending wilh an‘ast\adsk (*) denotes a deficlency which the institutlon may be excuse

other safeguards pridide sufficlent protection to the patlents, (See Instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

JOHA

d from correcling provldinng fs del&mlned that+

following the date of survey whether or not a plan of corraction Is provided. For nursing homes, the above findings and plans of correctlon are disclosable 14
days following he date these documents are made avallable to the facility, If deficlencles are clted, an approved plan of correction is raquisite to continued

program paricipation.
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-Lifts were remioved from the corridors on
K 072 | Continued From page 1 - .| 10/5/2011 by administrative nurses.
1 findings include three lifts recharging In the . Kon2 - Staffwll be In-serviced by the S0C of
3 department head regardlng lifts not being left on
corridor near room 500, mechanical room near the halls during non-use times as to not bloc
.| kitchen, and outside of kitchen, - exit corrldors, Administrator will complete audit
" K144 NFPA 101 LIFE SAFETY CODE STANDARD 11 tool confirming that items are not belng stored
S8=F| = L . In‘exit corridors weekly x 4 weeks and then
Generators are inspected weekly and exercised monthly. Department heads will be notifled at
under load for 30 minutes per month-In the time of the audlt If ltems are belng stored In
accordance with NFPA89.  3.4.4.1, the hallway by thelr staff, The Administrator will
’ ‘review completed audit tools weekly x 4 weeks
|and then monthly for any Identified concerns
land will take appropriate follow up action as
*lnd!cated. The results of these audits will then
be forwarded quarterly to the Executive QI
iCommittee for the identifled trends,
development of actlon plans as appropriate and
. to determifie the need and/for frequency for 11/19/ 11'
continulng QI monitoring as deemed necessary.
This STANDARD is not met as evidenced by: Co
42 CFR 483, 70{a) K144 Malntenance Supervisor attempted to crank
By observation on 10/6/11 at approxlmateiy noon | generator following Hfe safety survey on
the generator was non-compliant, specific 10/5/2011 and generator cranked, Generator
findings include the generator did not crank repalrman came on 10/11/2011 to repalr .
during survey. generator, Generator cranked appropriately
following his repairs. Generator witl be placed
under a full foad test dafly x 1 waek then weekly
% 4 weeks and audlt tool completed. Any lssues
identiffed will be addressed at the time of the
“{oad test and a repalrman will be contacted,
Generator whl then be placed back on a monthly ;
schedule for generator load tests, The
Administrator will review completed audit tools
weekly x 4 weeks and then manthly for any
identifled concerns and wiil take appropriate
" follow up action as Indlcated. The results of :
these audits will then be forwarded quarterly to '
the Executive Qf Commlttee for the Identified 11(19/2011 2
trends, development of actlon plans as
Evont 1D: 36NB21 Faer appropriate and to determine the need and/or

et Page 20f2
! frequency for continuing Qf monltoring as :
deemed necessary, ' ey




