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F 280 483.20(d)(3), 483.10(k)(2) RIGHT TO PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged incompetent or otherwise found to be incapacitated under the laws
of the State, to participate in planning care and treatment or changes in care and treatment.

A comprehensive care plan must be developed within 7 days after the compleiion of the comprehensive
assessment; prepared by an interdisciplinary team, that includes the aitending physician, a registered nurse
with responsibility for the vesident, and other appropriate staff in disciplines as determined by the resident's
needs, and, fo the extent practicable, the participation of the resident, the resident's family or the resident's
legal representative; and periedically reviewed and revised by a feam of qualified persons afier each
assessment.

This REQUIREMENT is not met as evidenced by:
Based on record review, resident interview and staff interview, the facility failed to invite one (1) of
seventeen (17) residents to attend care plan meetings. (Resident # 80)

The findings are:
Resident #80 was admitted to facility in October of 2010 with diagnoses which included hemiplegia.

Review of the annual Minimum Data Set (MDS) dated 10/17/11 assessed the resident as being independent in
making daily decisions and as having no memory or cognitive problems.

During an interview on 01/04/12 at 11:25 AM, Resident #80 stated he had never attended nor been inviied fo
a care plan meeting since his admission in October of 2010.

During a follow up interview on 01/06/12 at 1:20 PM the resident stated he did not know anything about care
plan meetings and had never been invited to attend any meetings regarding his care. The resident stated he
could make choices about daily care but had no knowledge regarding quarterly care plan meetings.

During an interview on 01/06/12 at 2:30 PM, the Administrator stated residents and or family members were
supposed o get a letier or a personal invitation to scheduled quarterly or annual care plan meetings. The
Administrator further stated the former Social Worker had been responsible for scheduling care plan meetings
and this information would then be posted in the resident's room with the date and time of the scheduled
meeting. The Administrator stated he did not know if Resident #80 had ever been invited to attend a care
plan meeting and could not verify whether the Resident had ever been invited or had attended a quarterly or
annual care plan meeting since the former Social Worker was not available for interview.

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution inay be excused from comecling providing it is determined (hal other safeguards provide sufficient
prelection lo the patienis. (See instructions.} Excepl for nursing homes, the findings stated above are disclosable 90 days following the date of survey whelher or nel a plan of correction is provided.
For nursing homes, the above findings and plans of comreclion are disclosable 14 days following the date these documents are made available lo the facility. If deficiencies are cited, an approved plan of

The above isolated deficiencies pose no actual harm to the residenls
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facility failed to administer the correct dosage of a
non-steroidat anti-inflammatory (NSAID) gel
medication for one (1) of twenty-one (21)
sampled residents. (Resident #88)

The findings are:

1. Review of the medication manufacturer's
instructions for the NSAID gel redication
Voltaren Gel revealed the following: "Sarious and
potentially fatal cardiovascular (CV) thrombotic
events, myocardial infarction, and stroke can
occur with NSAID treatment. The lowest possible
dose of Voltaren® Gel should be used in patients
with known CV disease or risk factors for CV
disease." The manufacturer's instructions also
included a warning about hypertension: "NSAIDs,
including Voltaren® Gel, can lead to the onset of
new hyperiension or worsening of preexisting
hypertension, either of which may contribute to
the increased incidence of cardiovascular
evenfs."

The manufacturer's insfructions also provided
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F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 300, The preparation and submission of this
$5=D | HIGHEST WELL BEING Plan of Correction does not constitute an
Each resident must receive and the facility must admisslon or agreement by the provider
provide the necessary care and services to attain of the truth or the facts alleged, or of the
or maintain the highest practicable physical, correctness of the conclusions stated on
mental, and psychosocial well-being, in the Statement of Deflciencies. This Plan
accordance with the comprehensive assessment f C tion d and submitted
and plan of care. of Correction Is prepared and submitte.
solely because of requirements under
state and federal laws.
This REQUIREMENT is not met as evidenced
by:
Based on record reviews and staff interviews, the . .
F309| Resident #88 had no negative outcomes.

The attending physician provided orders
to clarify the directions for the Voltaren

Gel,
01-04-12

For the residents with the potential to be
affected, the following actions were
implemented:

1. A 100% audit of residents’
medication administration
records was done and no other
residents were found with orders
for Voltaren Gel. 01-12-12

2. Llicensed nurses and medication
aides were in-serviced on
administering Voltaren Gel
according to the manufacturer’s
recommendation, and on how to
use the administration grid

LABORATORY glRmDE SUPPLIER REPRESENTATIVE'S SIGNATURE
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Any deficiency stalement ending with an asterisk (*) denotes a deficiency which the institulion may be excused from correcting providing it is determined that
other safeguards provide sufficient proleclion to the patients. {See instructions.) Except for nursing homes, lhe findings stated above are disclosable 90 days
following the date of survey whelher or not a plan of correction is provided. For nursing homes, the above findings and plans ?f correction are disclosable 14

days following lhe dale these documents are made available to the facility. If deficlencles are cited, an approved plan of correi:tion is requisite o continued

program participation.
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guidance for dosing, including the following:
"Total dose should not exceed 32 g per day, over
all affected joints. Voltaren® Gel shouid be
measured onto the enclosed dosing card to the
appropriate 2 g or 4 g designation.” Additionally,
the instructions noied: "The proper amount of
Voltaren® Gel should be measured using the
dosing cards supplied in the drug product carton.
One dosing card should be used for each
application of drug product. The gel should be
applied within the oblong area of the dosing card
up to the 2 gram or 4 gram line {2 g for each
elbow, wrist, or irand, and 4 g for each knee,
ankle, or foof). The dosing card containing
Voltaren® Gel can be used to apply the gel."

Resident #88 was admilied to the facility with
diagnoses including hypertension and peripheral
vascular disease.

The admission Minimum Daia Sei dated 10/11/11
revealed Resident #88 had moderately impaired
cognition and required limited assistance with
activities of daily living.

Review of the physician's orders revealed the
following order dated 12/05/11: "Voltaren gel 1%
qid [four times daily})-apply to lumbar (pain)."
Continued review of the physician's orders
revealed no clarification of the order to specify a
dose or amount for the medication. Review of the
December 2011 Medication Administration
Record {MAR) revealed initialed documentation
which indicated the resident received the gel
medication continuously beginning 12/07/11.

During an interview on 01/04/12 at 2:55 PM, the
Pharmacy Consuitant said she was unaware

applicator provided by the
manufacturer, and per physician
arders.

The Director of Nursing or the Assistant
Director of Nursing will audit all physician
orders written for Voltaren Gel to ensure
it is correctly administered as per
manufacturer’s recommendation and
physician orders, weekly for 3 months.

The Director of Nursing is responsible for
compliance. Findings of these audits will
be submitted to the Quality Assurance
Committee monthly for three months.
The Commitiee will initiate further
recommendations if appropriate

01-12-12

01-31-12
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Voltaren Gel should have dose specified andfor
came with a dosing guide. After checking with an
on-line pharmacy reference, the pharmacis{
called her pharmacy manager and was fold they
also were unaware of the information about the
gel medication. The pharmacist said the
pharmacy manager informed her they would no
longer fill an order for Voltaren Gel if the order did
nof specify grams to be used and the order would
need to be clarified by the physician.

Interview on 01/04/12 at 3:10 PM with the
resident's physician at the facility reveated he was
unaware Voltaren Gel needed to be dispensed by
gram dosing. The physician stated he would
review the residents on the gel medication and
make sure their orders reflected the correct dose
to be used.

During an interview on 01/5/12 at 5:30 PM,
Licensed Nurse {LN) #1 revealed she had applied
the gel medication to the resident "several times."”
The nurse said she was unaware of a dosing
guide and siated, "l just put some on my gloved
hand and applied it to his back." LN #1 said, "l
was not aware there was a dosing fo it" and said
the doctor did not write any specific dosing in his
order.

Interview with Resident #88 on 01/06/12 at 10:35
AM revealed he had only been on the medication
for a few weeks but thought the gel medication
helped "some." During the interview, the resident
stated he had suffered a siroke "probably two
years ago." When asked if staff monitored his
blood pressure, the resident said staff checked
his blood pressure on a "pretty regular” basis and
said he had no recent problems with his blood

F 309
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F 309 | Continued From page 3
pressures.

During an interview on 010/6/12 at 10:50 AM, LN
#2 stated she had applied the gel medication io
the resident and had used the medication's
dosing guide "but I didn't know how much to use."
The nurse said she was actually using less than
the smallest amount indicated on the dosing
guide. LN#2 indicated she normally clarified
orders she questioned and said the medication
order should have been clarified. The nurse
revealed she thought about asking the doctor but
the resident had told her the doctor said to use a
small amount to the lumbar area so she thought
she "was doing the right thing by using a little bit
on the dosing guide.”

Inferview with the Director of Nursing (DON}) on
01/06/12 at 3:15 PM revealed she was unaware
of dosing parameters for the Voitaren Gel until [t
was brought to her aitenfion on 01/04/12. The
DON also confirmed none of Resident #88's
blood pressures that were taken since he began
the gel medication needed or received medical
atfention.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR
5s=D | DEPENDENT RESIDENTS

A resident who is unable to carry out activities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by.
Based on observations, resident and staff

F 309

F 312

outcomes.

cleaned.

Resident #8 and #4 had no negative

1. Resident #8’s facial hairs were shaved
and fingernails were trimmed and 01-05-12

2. Resident #4's toenails were trimmed,
by the Director of Nursing. 01-05-12

For residents with the potential to be
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interviews and record review the facility faited to implemented:
provide nail care for two {2) of four (4) sampled P )
residenis (Residents #4 and #8), and to remove . .
facial hair for one (1) of ten (10) sampled 1. 100% audit of all residents was 011212
residents (Resident #8) dependent on staff for performed for facial hair, toenails and Then
personal care. fingernails.
. . 2. No other residents were observed to
The findings are:
be in need of facial hair or nail care. 01-12-12
1. Resident #8 was admitted to the facility with
diagnoses including Congestive Heart Failure, Resident fingernails and toenails are
hDﬂiabetes “Ige”itussu a(r;fD%S)tgoar;h;igﬁ 2?; ?uanerly checked bi-weekly by the CNA at the time
inimum Data Set ate . .
indicated Resident #8 had moderately impaired of their 'fuII bath. Llc‘ens?.d Nu_rses are
cognition and was able to make her needs responsible for monitoring this process.
known. In addition, Resident #8 required
extensive assistance with personal hygiene and Facial hair is removed daily as needed by
bathing. The quarterly MDS further noted the CNA. Licensed Nurses are responsible
rejection of care was not exhibited. Review of the for monitoring this process
shower schedule revealed Resident #8 was nitoring this p ’
scheduled to receive showers every Wednesday ) .
and Saturday. All nursing staff members were re-in-
serviced regarding fingernail and toenail
The current care plan for personal hygiene stated care and removal of unwanted facial hair | 01-12-12
Resident #8 required extensive assistance to f idents wh . istance
meet her personal hygiene needs. The goal was or residents who require assistance.
for Resident #8 1o have her personal hygiene . . .
needs met daily through the next review on The Director of Nursing or Assistant
0212012 Director of Nursing will visually audit 5
) ) residents weekly for 4 weeks, then, 5
Resident #8's care guide dated 12/16/11, uiilized dents every 2 weeks for 2 months f 01-31-12
by the nursing assistants, indicated the resident ref' ents every ] € i or £ months for
was to receive nail care on bath day. The care nail care and facial hair needs.
guide further stated the "diabetic” nurse was to
provide nail care. The Director of Nursing is responsible for
. . . ) compliance. Audit reports will be
Observations made during a resident interview on bmitted to the Quality A
01/04/12 at 11:42 AM revealed Resident #8's submitted o the Quality Assurance
Commitiee monthly for three months.
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finger nails were long with brown debris noted
under all ten finger nails and muitiple facial hairs
were approximalely 1/4 of an inch in tength.
Resident #8 stated the nursing assistants
"somelimes" provided nail care and removed
facial hair with her shower. Resident #8 further
stated she would like to have her finger nails
cleaned/trimmed and her facial hair removed. A
subsequent observation on 01/05/12 at 1:15 PM
revealed Resident #8 holding cookie in her left
hand and taking a bite. All ten finger naits were
long with brown debris noted and multiple facial
hairs were approximately 1/4 of an inch in length.
Resident #8 staied she had received a shower on
01/04/12 but nail care was not provided and her
facial hairs had not been removed. An
observation on 01/06/12 at 12:40 PM revealed
Resident #8's finger nails were long with brown
debris noted under all ten finger nails and muitiple
facial hairs were approximately 1/4 of an inch in
length.

During an interview on 01/06/12 at 1:35 PM
nursing assistant (NA) #1 confirmed she had
showered Resident #8 on 01/04/12. NA #1
stated she usually cleaned under residents finger
nails and removed facial hair with their shower.
NA #1 indicated NAs were not allowed to trim
diabetic residents nails. The interview further
revealed NA #1 could nol recall if she cleaned
under Resident #8's finger nails or removed her
facial hair during her shower on 01/04/12.

An interview was conducted with the Director of
Nursing (DON) on 01/06/12 at 1:45 PM. During
the interview the DON stated she expecied NAs
to clean under residents finger nails and remove
facial hair with showers. The DON further stated

o4 ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION *5)
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F 312 | Continued From page 5 F 312

The Committee will initiate further
recommendations if appropriate.
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NAs could fite diabetic residents nails but
expected licensed nursing staff to monitor and
trim diabetic residenis fingernails.

During a follow up interview on 01/06/12 at 2:30
PM the DON observed Resident #8's finger nails
and facial hair. The DON asked Resident #8 if
she liked her finger nails long and Resident #8
replied, "Not that long." The DON indicated to
Resident #8 a staff member would provide nail
care and remove her facial hair.

2. Resident #4 was admitied to the facility with
diagnoses including Diabetes Mellitus, Chronic
Kidney Disease and Osteoporosis. An admission
Minimum Data Set (MDS) dated 09/21/11
indicated Resident #4 was cognitively intact and
able to make his needs known. In addition,
Resident #4 was totally dependent on two {2) or
more staff for personal hygiene and bathing.

The most recent care plan for personal hygiene
stated Resident #4 required extensive assistance
to meet his personal hygiene needs. The
interventions stated his hygiene needs would be
met daily by staff.

During a resident interview on 01/03/12 at 12:33
PM Resident #4 wriggled his feet out of his shoes
and asked surveyor fo look at his toenails.
Resident #4 stated he has asked numerous staff
members to trim his toenails over the past three
months and they still haven't been trimmed. The
toenails on both great toes extended
approximately ¥ of an inch beyond the end of the
toes and ithe other eight toenails were long and
jagged. None of the tcenails ware unusually thick.

AUTUMN CARE OF SALUDA
SALUDA, NG 28773
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
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Observation of Resident #4's toenails on 01/05/12
at 4:50 PM with the Director of Nursing (DON)
revealed the toenails on both great toes exiended
approximately Y2 of an inch beyond the end of the
loes and the other eight toenails were long and
jagged. None of the toenails were unusually thick.
Resident #4 stated they feit like they stuck
against the end of his bedroom slippers.

Observation of Resident #4's toenails on 01/06/12
at 9:10 AM with the DON revealed the toenails
had been trimmed and had even, regular edges.
The resident stated: "they feel so much better."

An interview was conducted with the Director of
Nursing (DON} on 01/05/12 at 2:00 PM. During
the interview the DON stated she preferred for
the podiatrist to cut the toenails of residents with
diabeles. She further stated staff had not
reported any concerns {o her about problems with
his toenails.

During a follow up interview on 01/05/12 at 5:00
PM the DON stated she thought a nurse could
trim Resident #4's toenails. The DON further
siated she would ensure his toenails were
trimmed right away.

During an interview on 01/06/12 at 2:04 PM
nursing assistant (NA #2) stated she has’
provided care for Resident #4 for about two
months. NA #2 stated she doesn't cut his toenails
because he has diabetes. She stated Resident #4
asked to have his toenails cut about two weeks
ago and she told the nurse. She stated today is
the first day she's been assigned to provide care
for him since that time.

F 314 | 483.25(c) TREATMENT/SVCS TO

F 312

F 314
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S$S=E | PREVENT/HEAL PRESSURE SORES identified on 09/10/2011 and treatment
03-11-11

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on abservations, staff interviews and
record review the faciiity failed to identify or
initiate treatment of a facitity acquired pressure
ulcer until necrotic tissue had developed in the
wound for one (1) of three (3) sampled residents.
{Resident #85)

The findings are:

Resident #85 was admitted to the facilily on
06/27/11 with diagnoses including; Alzheimer's
Disease, Peripheral Vascular Disease, Venous
Insufficiency, Kidney Disease and Failure to
Thrive. Review of the resident's 06/27/11 skin risk
assessment revealed she did not have any skin
break down, but was assessed as being at high
risk for pressure uicers.

Review of the resident's Minimum Data Set
(MDS} dated 07/04/11 revealed she did not have
pressure ulcars present, had severely impaired
cognitive skills for daily decision making, was
incontinent of bowel and bladder and required

was immediately initiated, and physician
order’s for treatment were obtained.

For residents with the potential to he
affected:

1. Each resident is assessed at
admission for skin breakdown
risks and reassessed weekly
thereafter for a total of 4 weeks.

2, Residents identified as being at
risk have documented care plans
with appropriate interventions
which are updated as needed.

3.  Woeekly visual skin checks are
completed by the licensed nurse.

4. Nurse aides check skin concerns
during showers, incontinence
care, turn and repositioning, and
communicate concerns to the
licensed nurse. Licensed nurses
perform weekly skin assessments
on each resident as assigned.

5. All nursing staff members are in-
serviced annually regarding skin
observation.

All nursing staff members were re-in-
serviced on the facilities procedures listed
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F 314 | Continued From page 9

staff assistance with aclivities of daily living
(ADLs) including; bed mobility, transfers, personal
hygiene and toilet use.

Review of Resident #85's "Pressure Ulcers" Care
Area Assessment (CAA) of 07/08/11 specified;
"CAA triggered di (due to) assistance needed
with ADL's and incontinence. Resident has no
pressure areas at this time. Incontinence care
provided by staff. Assist needed with all ADL's.
Pressure reducing mattress in place. Up in geri
chair when O0B (out of bed)." The CAA also
specified that a care plan would be developed
because the resident was "At risk for breakdown".

Review of Resident #85's care plan revealed a
"Focus”, initiated on 07/06/11, which addressed
the resident's skin integrity needs. The care plan
specified, "Skin Integrity needs- Monitor skin
during a.m. & p.m. care, R/T (related to):
Cognitive Impairment, Uses adult briefs/pads.”
There were no goals or evaluation dates noted for
this focus care plan area. Care ptan interventions
included; Turn and reposition in bed on care
rounds and as needed, check/change and
provide peri-care with each incontinent episode,
observe skin daily during care and report findings
fo nurse.

Review of direct care documentation from
00/08/11 to 09/10/11 revealed Resident #85 was
incontinent of bowel and bladder and dependent
on staff for transfers.

Review of a 0%/10/11 nursing skin integrity
progress note for Residsni #85 revealed the
following: "Resident has developed an open
wound on coccyx approximately 1.3 cm wide and

F 314

above. 01-12-12

The Director of Nursing or Assistant
Director of Nursing will perform complete
skin assessments on 3 dependent
residents weekly for 4 weeks, then 3
residents every other week for 4 weeks.

01-31-12

The Director of Nursing is responsible for
compliance. Findings of these audits will
be submitted to the Quality Assurance
Committee monthly for three months.
The Committee will initiate further
recommendations if appropriate.
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1.5 cm long. Wound has some necrotic tissue on
the surrounding edges and a thin layer of slough
over the center. Area around wound is darkened
in color. Wound was cleaned with NS (normal
saline) and antibiotic ointment was applied.
Wound was covered with biatain.”

On 09/10/11 a physician's order was written to
initiate treatment to an open area on Resident
#85's cocoyx area.

On 01/06/12 at 8:25 AM Resident #85's coccyx
pressure ulcer was observed as staff performed a
treatment to the ulcer. The resident's cocoyx
pressure ulcer was observed to be four (4)
centimeters in size with no necrosis present. After
this observation the facility's treatment nurse
slated that Resident #85's coccyx ulcer had a loi
of necrosis when freatmenis were initiated in
Septernber 2011, but was now healing well.

On 01/06/12 at 2:27 AM the facility's Director of
Nursing (DON) was interviewed. The DON stated
that Resident #85's coccyx pressure ulcer was
facility acquired and was discovered by staff on
09/M0711.

Further interview with the DON on 01/06/12 at
10:00 AM revealed that she expected direct care
staff to report any changes in a resident’s skin
condition to a nurse for assessment. The DON
confirmed that Resident #85 was dependent on
siaff for care and would have expected nursing
siaff to have identified and reporled that the
resident's coceyx area had signs of breakdown
before it progressed to an opened area which
measured 1.3 cm by 1.5 cm with necrotic tissue
present as first documented by nursing staff on

SALUDA, NC 28773
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F 314 | Continued From page 11 F 314
0910111
On 01/06/12 at 3:35 PM Nursing Assistant (NA)
#3, who regularly provided care to Resident #85
during the previous four (4) months, was
interviewed. NA #3 stated ihat Resident #85
required total care including; turning, repositioning
and incontinence care. The NA stated that he
checked on Resident #85 every two hours and
provided care as needed. NA #3 further explained
that nursing assistants were expected to report
any changes in a resident's skin condition to a
nurse as soon as possible for follow-up. . .
1, resident had a negative cutcome.
F 371 | 483.35(i) FOOD PROCURE, F 371 No resident had a negative o
$S=F | STORE/PREPARE/SERVE - SANITARY a. The kitchen’s walk-in

The facility must -

refrigerator was audited and
all expired products {milk,

(1) Procure food from sources approved or buttermilk, cream cheese) 01-03-12
considered satisfactory by Federal, State or local u i
authorities: and were discarded immediately.
(2) Store, Prepare. c!{slribute and serve food b. See(a.)above. 01-03-12
under sanitary conditions ¢. The margarine noted to be
on the tray line at 10:12 am
on 01-05-12, was discarded
immediately. 01-05-12
This REQUIREMENT is not met as evidenced
by: 2, Noresident had a negative outcome.
Based on observations and staff interviews the a. The six pans with minor
facility failed to remove foods with expired moisture droplets were
manufaciurer's expiration dates from storage, . diatel hed and
properly store refrigerated foods and ensure that immediately re-washed an 01-05-12

food preparation and service equipment was
¢lean and dry when stored.

The findings are:

air dried,

b. The refrigerator and
microwave in the C Hall
employee lounge were
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discarded by staff when their expiration dates
expired.

¢. Observations on 01/05/12 at 10:10 AM of the

days.

The Dietary Manager is responsible for
compliance. Findings of these audits will

K4 D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAM OF CORRECTION %)
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F371 | Gontinued From page 12 F 371 immediately cleaned by the
1. Observations of the facility's kitchen on Housekeeving Sunervisor
01/03/12 at 14:00 AM and on 01/05/12 ai 10:10 ping sup ’ 01-06-12
AM revealed the following problems with food . .
storage: The following measures/systemic changes
were implemented:
a. Observations of the kitchen's walk-in
refrigerator on 01/03/12 at 11:00 AM revealed the 1. Dietary staff members were in-
following miik prodqcls_ had expired serviced by the Dietary Manager
manufaclurer's expiration dates; an opened o
gallon container of whols milk had an expired and Corporate Dietitian. The
expiration date of 12/10/11 and three (3) half topics covered included:
gallon centainers of opened bultermilk had a. Monitoring of food
axpired expiration dates of 12/29/11, 12/30/11 storage
and 01/02/12 respectively. g L.
b. Monitoring of expiration
Interview with the facility's Dietary Manager (D) dates
on 1/3/12 ai 11:00 AM re.vez?led that staff should ¢. Cleanliness of food prep
frequently check the expiration dates on milk . ¢
products stored in refrigeration to ensure that the ) efxmpmen 01-06-12
dates have not expired. The DM stated the 2. A monitoring tool was developed
containers of milk should have been discarded by and implemented for cooks and
staff when their expiralion dates expired. dietary aides to monitor and
b. Observations of kitchen's walk-in refrigerator track the checking of food
on 01/03/12 at 11:00 AM revealed eleven (11} expiration dates, cleanliness of
forty eight ounce packages of cream cheese had” pots and pans and refrigerated
expired expiration dates of 12/19/11. . s
items on the tray line {i.e.
Interview with the facility's Dietary Manager (DM) margarine} 3 days weekly for 90 | g1.31.12
on 01/03/12 at 11:00 AM revealed that staff days.
shguld frequently cheaE:k ihe_explrguon dates on 3. The Dietary Manager or Assistant
dairy products stored in refrigeration to ensure . ill audit th
that these dates have not expired. The DM stated Dietary Manager will audit the
the packages of cream cheese should have been tool two times weekly for 90 01-31-12
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should be refrigerated in order to keep its infernal
temperature at forty-one (41) degrees Fahrenheit
or below,

2. Observations of food preparation and storage
equipment in the facility's kitchen and in the
facility's C-Hall nourishment room revealed the
following equipment was not dry or not clean
when stored for use:

a. Observations of the kitchen's food preparation
and service equipment on 01/05/12 at 10:00 AM
revealed that six (6) of ten (10) pans, that were
checked for cleanliness, contained moisture and
were not dry. These we! pans were observed
stacked onto other preparation pans and were
stored ready for use.

Interview with the facility's Dietary Manager {DM)

two months.

The Housekeeping Supervisor is
responsible for compliance. Findings of
these audits will be submitted to the
Quality Assurance Commiitee monthly for
three months. The Committee will initiate
further recommendations if appropriate.

AUTUMN CARE OF SALUDA
SALUDA, NC 28773
KA ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION ™5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F37i C_onlinued Fro.m page 13 ] ) F3711 pe submitted to the Quality Assurance
kltche'n s tray line area ravealed a} cc?n.talner which Committee monthly for three months.
contained more than twenty (20) individual ] e
packages of margarine was stored on a counter The Committee will initiate further
top at room temperature. Review of information recommendations if appropriate.
on the label of these margarine packages
specified lo "Keep refrigerated”. Temperature 4. Housekeeping staff members
monltor_mg of one (1) of t'hese pac?(ages of were in-serviced by the
margarine revealed that it had an internat . .
temperature of sixty-five (85) dearess Fahrenheit. Housekeeping Supervisor. The
in-service covered the topics of

Interview on 0141/05/12 at 10:12 AM, with lhe proper sanitation/cleaning of
kitchen's morning cook, revealed the margarine ish ¢ ipment 01-02-12
in the container was used during the 01/05/12 nour.|s men ro'om equip
breakfast tray line service and had remained out {refrigerator, microwave).
at rcom temperature since the tray line concluded 5. The Housekeeping Supervisor will
at around 8:35 AM. audit the nourishment room
Interview with the facility's Dietary Manager (DM) equipment twice a week for four
on 01/0512 at 10:15 AM revealed the margarine weeks and then once a week for | 01-31-12
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Continued From page 14

on 01/05/12 at 10:00 AM revealed staff should
make sure that food preparation and service pans
are dry prior to storing them for use.

b. Observations on 01/06/12 at 3:35 PM of the
resident refrigerator in the facility's C-Hall
Nourishment room revealed it was unclean with
dried substances on shelves and its door
compartment. Observations of the microwave in
this nourishment room revealed it was unclean
with dried substances on its inner cooking
compartment.

Interview with the Nursing Assistant (NA) #4 on
01/06/12 at 3:40 PM revealed the microwave in
the C-Hall Nourishment room was uiilized to
reheat resident foods when needed.

Interview with the facility's Director of Nursing
{DON) on 01/06/12 at 4:15 PM revealed that the
facility's housekeeping staff was responsible for
cleaning the refrigerator and microwave in the
C-Hall nourishment room.

483.55(b) ROUTINE/EMERGENCY DENTAL
SERVICES IN NFS

The nursing facifity must provide or obtain from
an ocutside resource, in accordance with
§483.75(h) of this pari, routine (fo the extent
covered under the State plan); and emergency
dental services to meet the needs of each
resident; must, if necessary, assist the resident in
making appointments; and by arranging for
transportation to and from the dentist’s office; and
must prompily refer residents with lost or
damaged dentures to a dentist.

F 371

F 412

implemented:

Resident #82 had no negative outcome
and was transported to the Dentist on 01-
10-12 for adjustment of his dentures. 01-10-12

For residents with the potential to be
affected the following actions were

1. A 100% audit of all orders from
11-29-11 till 01-06-12 was
completed, finding no other

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: 8G5C11

Facilty ID: 922956

If continualion sheet Page 15 of 25




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

PRINTED: 01/23/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

345361

X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
COMPLETED
A, BUILDING
B. WING
01/06/2012

NAME OF PROVIDER OR SUPPLIER

AUTUMN CARE OF SALUDA

STREET ADDRESS, CITY, STATE, ZIP CODE

6§01 ESSEOLA CIRCLE
SALUDA, NC 28773

0%4) ID SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 412 Confinued From page 15 F 412 dental consults ordered. 01-06-12
This REQUIREMENT is not met as evidenced . . .
by: 2. Licensed nurses were in-serviced
Based on observations, resident interview, staff regarding follow through of
interviews and record review ihe facility failed to physician consult order process. 01-10-12
provide dental services as ordered for one (1} of el
three (3) residents reviewed for dental care, The following measures/systemic changes
{Resident #82). .
were implemented:
The findings are: ) .
1. The facility’s physician consult
Resident #82 was admitted to the facility on order process was revised to
10722110 with a diagnosis of Cerebrat Vascular include an additional review of
Accident (CVA) with hemiplegia. Review of the . 01-12-12
resident’s medical record revealed his most cor?sult orders by the designated
recent dental consult was performed on 06/16/11. Unit MDS Nurse.
The resident was assessed on his Annual 2. Alllicensed nurses were in-
M|n|mun_1_Dala Se_t (MDS) of_10/20!‘11 as ha_wng serviced on the revised 01-12-12
no cognitive deficits and having no facial pain,
discomfort or difficulty with chewing. procedure.
A physician's note dated 11/29/11 specified that The Director of Nursing or Assistant
Resident #82 had mouth soreness due to ulcers Director of Nursing will audit 100% of
in his mouth that were caused by his lower physician orders weekly times 4 weeks for
dentures. The note specified that the resident to K
go without his lower denture for a week and then consult referrals, then every other wee
was 1o have a dental consult for refining of the for 4 weeks then, monthly for 2months. [ . o, .
denture.
The Director of Nursing is responsible for
on 1”29”1 @ physw'af‘ s order was w_ntten for comgpliance. Findings of these audits will
Resident #82 to keep his teeth out of his mouth . .
for one week and to review with dentist as scon be submitted to the Quality Assurance
as possible. Committee monthly for three months.
The Commititee will initiate further
Interview with Resident #82 on 01/04/12 at 6:20 recommendations if appropriate
AM revealed that he experienced discomfort in pprop ’
his mouth due to his dentures not fitting correctly
during the past couple months. The resident
stated that staff was aware of his need to see a
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Continued From page 16

dentist fo have his dentures adjusted, but nothing
had been done yet. The resident specified that he
was last seen by a dentist about four to five
months ago. The resident stated at times he was
unable to chew the foods that he was served at
meals due to his mouth pain and would request to
be served a soft sandwich that he was able {o eat
without experiencing discomfort.

Observations on 01/04/12 at 9:24 AM revealed
Resident #82 had his lower denture in place and
pointed to the right side of his mouth where his
lower denture was causing him discomfort.

On G1/6/12 at 1:10 PM the facility's Director of
Nursing (DON) was interviewed. The DON stated
that Resident #82 had not been seen by a dentist
since June 2011. The DON explained that staff
had not followed up with a dentist, as ordered by
the physician on 11/28/11, to address the
resident's dentures not fitting properly. The DON
stated that the dentist did not come to the facility
as scheduled during the month of December
2011 and staff had not made Resident #82 an
appeintment to been seen by a dentist. The DON
further stated that Resident #82's payment
source was Medicaid and staff would schedule an
appointment for him fo be seen by a deniisi as
500N as possible.

Interview with Licensed Nurse {LN) #4 on
01/06/12 at 3:58 PM revealed that Resident #82
had previously voiced concerns to her regarding
his dentures and having mouth discomfort, but
the resident had not been seen by a dentist since
the physician's order was written on 11/29/11.
483.60(b), {d), (¢) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

F 412

F 431
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The facility must employ or obfain the servicas of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines fhat drug
records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biclogicals 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.

In accerdance with State and Federal laws, the
facility must store alt drugs and biologicals in
locked compartments under proper femperature
controls, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule If of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:
Based on ohservations, record reviews, and staff

and Calcium with Vitamin D, were

new orders to clarify directions for
Voltaren Gel application.

implemented:

Tubersol and Calcium with
2. A 100% audit of residents’

medication administration

for Voltaren Gel.

were implemented:

aides were re-in-serviced
regarding the checking of
expiration dates for insulin,
Tubersol and Calcium with

The outdated Novolog insulin, Tubersol

removed immediately and discarded. The
attending physician was notified and gave

For residents with the potential to have
been affected, the following actions were

1. All other medication carts and
medication refrigerators were
checked for outdated insulin,

Vitamin D. None was found.

records was done and no other
residents were found with orders

The following measures/systemic changes

1. Licensed nurses and medication

Vitamin D; and for checking
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interviews, the facility failed to remove iwo
expired bottles of medication from two of four
medication carts and one vial of Tuberculin test
agent from one of two medication rooms. In
addition, the facility failed to provide accurate
labeling to faciliiate consideration of precautions
and safe administration for one of one residents
using Voltaren Gel. (Resident #88)

The findings are:

1. Review of the manufacturer's instructions for
Novolog insulin revealed the following: "Afier
initial use a vial may be kept at temperatures
below 30°C (86°F) for up to 28 days, but should
not be exposed to excessive heat or sunlight."

Observation of the A-hall medication cart on
01/04/12 at 10:40 AM wilh the Direclor of Nursing
{DON) present revealed one vial of Novolog
insulin opened 11/25/11.

Interview with the Director of Nursing (DON) on
01/04/12 at 1:40 PM revealed the medication
rooms and medication carts were normally
checked during the first week of every month to
coincide with the consultant pharmacist's monthiy
visits.

2. Observation of the B-hall medication cart on
01/04112 at 1:30 PM revealed:

*One opened boltte of Galcium with Vitamin D, 60
tablet count, with a manufacturer's expiration date
of 07/11. The bottle was dated with a hand-wriiten
01/03/12 and lhere were 57 tablets inside.

*One unboxed fube of Voltaren Gel in a plastic

Tubersol prior to withdrawal and
administration of the medication.
In addition, licensed nurses and
medication aides were in-
serviced on administering
Voltaren Gel according to the
manufacturer's recommendation,
and on how to use the
administration grid applicator
provided by the manufacturer,
and per physician orders.

2. The 11-7 nurses will audit
Medication Carts and medication
refrigerators 5 days a week for 3
weeks for expired medications.

The Director of Nursing or Assistant
Director of Nursing will audit all
medication carts and medication
refrigerators weekly for 4 weeks, then
every 2 weeks for 2 months.

The Director of Nursing is responsible for
compliance. Findings of these audits will
be submitted to the Quality Assurance
Committee monthly for three months.
The Committee will initiate further
recommendations if appropriate.

01-12-12

0i-31-12

01-31-12
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bag. There was no dosing guide included in the
bag with the medication. The Voliaren Gel (a
non-steroidal anti-inflammatory topical
medicalion) was labeled by the pharmacy with the
following directions: "Apply to lumbar for pain four
times a day.”

During an interview on 01/04/12 at 2:51 PM
Licensed Nurse (LN) #2 stated she normally
checked expiration dates before she gave
medications and said she had given calcium fo
one resident. The nurse stated, "l didn't check
because | kind of assumed since it was in there
fthe medicaticon cart] it was ok."

Interview on 01/04/12 at 2:55 PM reveaied the
Pharmacy Consultant was unaware Voltaren gel
should have a dose specified and/or came with a
dosing guide. After checking with an on-line
pharmacy reference, the pharmacist called her
pharmacy manager and was told they were also
unaware of the information about the gel
medication. The pharmacist said the pharmacy
manager informed her they would no longer fill an
order for Voltaren Gel if the order did not specify
grams to be used and the order would need to be
clarified by the physician.

3. Review of the manufacturer's instructions for
Tuberso! revealed the following: "A viai of
Tubersol which has been entered and in use for
30 days should be discarded because oxidation
and degradation may have reduced the potency."
The instructions further stated: "Failure to store
and handle TUBERSOL as recommended will
resuit in a foss of potency and inaccurate test
results.”

SALUDA, NC 28773
4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 431 | Conlinued From page 19 F 431

FORM CMS-2567(02-99) Previeus Versions Obsolele Event 1ID:BG5CT1

Facility ID: 922956

If continuation sheet Page 20 of 25




PRINTED: 01/23/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER. COMPLETED
A BUILDING
B. WING
345361 01/06/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
§01 ESSEOLA CIRCLE
AUTUMN CARE OF SALUDA
SALUDA, NC 28773
¢4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

F 431 | Continued From page 20

Observation of the B-hall medication refrigerator
on 01/05/12 at 9:35 AM revealed one of five vials
of Tubersol (Tuberculin protein purified derivative}
was opened but undated.

During an interview on 01/05/12 at 10:20 AM,
Licensed Nurse (LN) #3 confirmed the vial was
undated and said lhe medication was supposed
to be dated when opened.

Interview with the Director of Nursing (DON) on
01/05/12 at 10;21 AM revealed nurses were
expected to date the vials when opened. The
DON also stated if hurses found a vial openad but
undated they should discard it and get a new one.

Further interview with the DON on 01/06/12 at
3:00 PM revealed nurses were expected to check
expiralion dates when opening and giving
medications. During continued interview, at 3:15
PM the DON revealed she was unaware of the
dosing parameters for the Voltaren Gel until it
was brought to her attention during the survey.

F 441 | 483.65 INFECTION CONTROL, PREVENT
ss=D | SPREAD, LINENS

The facility must establish and maintain an
Infection Contro! Program designed fo provide a
safe, sanitary and comfortable environment and
to help prevent the davelopment and transmission
of disease and infection.

{a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

{1) Investigates, controls, and prevents infections
in the facility;

{2) Decides what procedures, such as isolation,

F 431

F 441

implemented:

to the manufacturer’s
recommendations.

No resident had negative outcomes.

fFor residents with the potential to have
been affected the following actions were

1. All licensed nurses were re-in-
serviced regarding the cleaning and
disinfecting of glucometers according

2. Individual resident glucometers were
ordered and placed in the resident’s

01-04-12
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should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections.

(b) Preventing Spread of Infection

(1) When the Infection Control Program
determines that a resident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will transmit the disease.

(3) The facility must require sfaff fo wash their
hands after each direct resident contact for which
hand washing is indicated by accepled
professional practice.

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT is not met as evidenced
by:

Based on cbservalions, record review, and staff
interviews the facility failed to disinfect a
giucometer (used for blood sugar monitoring)
before proceeding to obtain a finger stick blood
sugar on one (1) of two {2) sampled residents
observed for medication administration.
{Resident #74).

The findings are:

The facility's infection contro! policy titled "Blood

The following measures/systemic changes
were implemented:

1. Llicensed nurses were re-in serviced
regarding the cleaning and
disinfecting of glucometers using the
manufacturer’s recommendation for
cleaning and disinfecting the
glucometer.

2. Individual giucometers were ordered
and placed in the appropriate
residents’ rooms.

The Director of Nursing and Assistant
Director of Nursing will audit 4 nurses a
week for 4 weeks; then 4 nurses 2 times a
month, for 3 months for compliance with
proper cleaning and disinfecting
procedures.

The Director of Nursing is responsible for
compliance. Findings of these audits will
be submitted to the Quality Assurance
Committee monthly for three months.
The Committee will initiate further
recommendations if appropriate.

01-04-12

01-09-12

01-31-12
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Sampling-Capillary (Finger Siicks)" revised April
2010 included directions fo clean and disinfect
glucometers after each use according to
manufaciurers insiructions.

Review of the facility’s glucometer manufacturer's
directions for disinfecting the glucometer,
included: To disinfect the meter, dilute 1 milliliter
{ml} of househoid bleach (5%-6% sodium
hypochlerite solution) in 9 ml of water to achleve
a 1:10 dilution.

Review of the facility's adopted protocol (undated)
used during Blood Borne Pathogen in- service
{raining revealed the following recommendation:
"Disinfect after each use the exterior surfaces
following the manufacturer’s directions using a
cloth/wipe with either an EPA-registered
detergent/germicide with a tuberculocidal or
HBV/HIV label claim, or a dilute bleach of solution
of 1:10 {one part bleach fo 9 paris water) to 1:100
concentration.”

On 01/04/12 from 5:10 PM to 5:40 PM, Licensed
Nurse (LN} #1 was continuously observed during
medication administration. At 5:13 PM, after
completing a finger stick bloed sugar on Resident
# 59, LN #1 exited the resident's room and placed
the glucometer cn top of the medication cart
without disinfecting the unit. LN #1 removed her
gloves, washed her hands, and proceeded to
administer several oral medications and provided
other services for Resident #58.

On 01/04/12 at 5:40 PM, LN #1 prepared to
obtain a FSBS for Resident #74. LN #1 picked up
the glucometer from the top of the medication
cari, wiped it with an alcohol wipe, inserted a test
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strip into the glucometer, picked up a lancet,
turned away from the medication cart, knocked
on Resident # 74's door and started to the room
to obtain a finger stick blood sugar. LN #1 was
stopped prior to utilizing the contaminated
dlucometer.

On 01/04/12 at 5:43 PM an interview was
conducied with LN #1 who confirmed the
glucometer intended for use on Resident #74 was
not disinfected after use on Resident #59. LN #1
stated she normally disinfected the glucometer at
the end of her shift and wouid wipe it down at that
time with a germicidal wipe. LN #1 stated she
was thought wiping it with alcohol was acceplable
between residents. LN #1 slated that her usual
practice was to disinfect the glucometer and the
entire medication cart af the end of her shift.

During an inferview on 04/04/12 af 5:45 PM, the
Director of Nursing (DON) stated all LN staff were
trained and required to disinfect the glucometer
beforelafter use on each resident. The DON
stated disinfectant wipes were kept on the
medication cart and proceeded to look in the cart
but ne disinfectant wipes were found on the cart.
At ihis time LN #1 staied the wipes were at the
nurse's station.

During a follow up interview on 01/04/12 at 6:15
P, the DON stated that nurses were expected to
disinfect the glucometers between each resident.
The DON siated cleaning glucometers was
included in infection control training as part of
orientation.

During an interview on 01/06/12 af 8:50 AM, the
SDC (Staff Development Coordinator} stated all

F 441
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new personnel had to watch a video on BBP
(Blood Borne Pathogens) and were re-inserviced
once a year. The SDC further stated she
expected staff fo disinfect glucometers with
specified germicidal wipes at the beginning of
their shift and allow them to dry 3-5 minutes and
then repeat lhe disinfection process between
each resident.
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