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F 000 | INITIAL COMMENTS F 000
The original recertification/complaint survey was
conducted from January 18-20, 2011. Based
upon management review, the survey dafes were
extended and the CMS 2567 was amended to
reflect the change in the sfs of F441 to immediate
lecpardy. The survey team reentered the facility
on March 7, 2011 and notified the administrator of
the IJ. The exit date was extended to March 8,
2011 af which time the jeopardy was removed
and F441 was left out of compliance at a lower Tag #
scope and severlly. : . . .
No Seficiencies wtgre cited as a result of the F161 I. Address how corrective action will be
f e Lo accomplished for those residents found to have
complaint investigation. Event!D Y92V41. been affected by the deficient practice;
F 161 | 483.10{c)(7) SURETY BOND - SECURITY OF
55=B | PERSONAL FUNDS ' The Surety Bond will be corrected to 0172812011
N designate as Obligee "All the Residents, in
The facility must purchase a surety bond, or aggregate, of AMH Segraves Care
otherwise provide assurance satisfactory fo the Center."” (Completed)
Secretary, to assure the security of all personal .
funds of residents deposited with the facility.
2. Address how corrective action will be
accomplished for those residents having
This REQUIREMENT is not imet as evidenced potential o be affected by the same deficient
by: practice: ‘
Based on facility document review and staff
interview, the facility failed to have a surety bond The Surety Bond will be corrected to
which designated the obligee (recipient of the designate as Obligee "All the Residents, in 012842011
bond) as the residents whose monies were aggregate, of AMH Segraves Care
managed by the facility. The facility had resident Center.”  Any resident and / or their
trust fund accounts for fifteen (15) of fifty six (66) responsible party who have entrusted funds
residents in the facility. to the facllity will be notified of the
: corrected Obligee. (Completed)
The findings are:
Review of the current "Palients' Fund Bond," held * 3. Address what measures will be put into place
hy the facility effective from August 28, 2010 to or what systemic changes you will make to .
August 28, 2011 revealed the obligee was listed ensure that the deficient” praclice does not 01/28/2011
as the "Division of Medical Assistance oceur: '

- 1
LABORATORY DIRECTOR'SQR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE ‘(XB) ATE
4 .
VAR v CEo v M (J (

Any deficlency statement ending with an asférisk (*) denotes a deficlency which the Insfitullon may be excused from cosracting providing it Is determined that
other safeguatds provide suificient protecilon to the patlents. (See instiucilons.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of suivey whether or not a plar of correction Is provided. For nuesing homes, the above findidg gris ?W@‘ i
days following the dale these documents are made avallable to the facllity. If deficiencles are cited, an approv %lgn of'correcifé?ﬁri redjuisi

program participation.
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eating from 5:45 p.m. until 6:00 p.m. At8:00
p.m., staff assisling Resident #3 was observed to
turn their back to Resident #3 and began feeding
another dependent resident seated on the

updated to reflect that it is her preference
to consume her meals in her room.

X410 . SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 161 | Continued From page 1 F 161
gzr:ifrlggtton, not the residents of the facility as The Surety Bond has been corrected
' o lo designale the residents in aggregate as
In an interview with the Chief Financial Officer on Obligee. (completed)
01/20/11 at 8:40 a.m. it was stated "l agree the \
state should not be named as the Obligee."
F 241 { 483.15(a) DIGNITY AND RESPECT OF . 4. Indicate how the facility plans to mc_mitor its
ss=£ | INDIVIDUALITY performance to make sure that solutions are
sustained. The facility must develop a plan for
ifs : : ensuring that correciion is achieved and
The facifity n.]USt prom.Ote care for resxd_ent§ na sus!ainegd. The plan must be implemented and
manner and in an environment that maintains or | p161 the comective action evaluated for its
enhances each resident's dignity and respect in effectiveness. The PoC is integrated info the
full recognition of his or her individuality. quality assurance sysiem of the facility.
The CFO will monitor the resident
This REQUIREMENT Is not met as evidenced accounis in ageregate on a monthly basis,
by: Fl61 notifying the CEOQ if the balance becomes
Based on observations and staff inferview the within $5000 of the Surety Bond Coverage.
facility failed fo treat residents with dignity. The The CEO will review the surety bond upon
facility failed to serve six of (6) residents in the request, and at renewal fo assure continued
dining room in a timely manner and left residents accuracy of designated Obligee. The | 012802011
who needed assistance, watching while other results of the monitoring activity will be
residents were assisted with their meals. reported to the quality assurance committee
(Residents #2, #3, #4, #5, #21 and #22.) by the CEO on a quarterly basis.
The findings are:
. . ' . 241 1. Address how correciive action will be
1. Review of Resident 3's quarterly Minimum Data accomplished for those residents found to have
Set dated 10/11/10 assessed the resident as been affecied by the deficient practice:
needing extensive assistance with eating and as
having memory problems. Mealtime observations Resident #3 ~ prefers fo stay in her room
on 01/18/11 at 5:45 p.m., revealed Resident #3 and eat her meals there. She does nof want
was seated in a Geri chair at a table with another to come to the dining room at meal time.
dependent resident for her supper meal. Resident | Staff have been reminded of Resident #3's
#3 was observed being fed by staff and slowly preferences, and her care plan has been | 1/28/2011
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12:30 p.m., until 1:00 p.m., before being assisted
by staff to eat their food.

When asked during an interview on 01/20/11 at
1:20 p.m., why residents were faken to the dining

time preferences are.  Reviewing whether
they prefer to dine in the dining room, their
room, or another location. The resident's
meal tray will be delivered io them in their
preferred location.
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F 241 Conhn.ued-From page 2 . Resident #3, #4 & #22 will not have their
opposite side of the same table until 6:20 p.m. meal tray delivered to them uniil they are
Resident #3 was observed io be unable to reach ready fo be served and assisted with there
the food on the table from her position in her Geri meal
chair and to quietly walch staff until they finished
feeding the other resident at 6:20 p.m. Residents #2,#5 and #21 will be staged for
) eniry info the dinning facility. Resident # 5
Staff turned back to Resident #3 at 6:20 p.m., and will enter the dining facility with the 2™ tray
asked her if she wanted anymore of her food. cart. Residents # 2 and #21 will enter the
Resident #3 refused to eat more of the food from dining facility with the 3rd tray delivery
her tray, leaving approximately 1/2 of her milk, all * cart.
of the chopped ham, a fruit cup, and a pastry
untouched, F241
_ ] . Resident #22's position at meal time has
D_Ul'lﬂg an InteNIeW an 011’20[11 at 9.00 a.m., the _been adjusfed He Iy nowposiﬁoned whgre
Director of Nurses stated, "l agree there is a he may observe and participate in the
dignity issue going on in the dining room at meal activity occurring during meal time
times. There is only one feeding in the dining
room. Staff say if they don't bring the de'pendent Direct care staff have been encouraged to | 500
residents in Geri chairs in first, they can't get conmmunicate with resident while assisiing
them into the dining room, after all the other with meals.
residents come into room. There is nothing for the - F241
residents to do except wait for their meals." ' Direct care staff have been instructed to
. . ' . offer resident re-heating or replacement of
2. Review of Resident #4's quarterly Mlnlr_num meal trays which have been delivered for
Data Set dated 11/02/10 revealed the resident 20 minutes or more.
was totally dependent on staff for all activities of
dally living and was severely impaired in making 2. Address how corrective action will be
decisions. On 1/20/11 at 12:30 p.m., Resident #4 accomplished for those residents having
was observed in a Geri chair in the dining room potential to be affected by the same deficient
seated at the same table opposite another | practice:
Resident. Staif were observed placing Resident # |
4's food tray on the table in front of the resident at | The meal process has been reevaluated.
12:30 p.m. Resident #4 was observed quietly All residents and their preferences have
watching other residents eating their meals from been reviewed to establish what their meal | 11230011
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When asked during an interview on 01/20/11 at
1:20 p.m., why residents were taken to the dining
room so early for meals Nurse Aide #1 stated, "
don't know. That is the way it was being done
when [ first came to work here."

in an interview on 01/26/11 at 1:26 p.m., NA #2
stated "] don't know why residents are taken {o
the dining room so early for mealtime."

BPuring an inferview on 01/20/11 at 9:00 a.m., the

assuring that residents were not sitting for long
periods of time awaiting their meals and that
the trays weren'l silling a long Hme wailing to
be passed to the residenis. The first wave of
residenis begin arriving in the dining room
shortly before the arvival of thetr meal irays.
Fach wave includes a mix of ambulatory
independent residenis, residenis who need to he
cued during mealiimes and residents who must
be assisted with their meals. As residents from
this first wave begin to complete their meals
they veturn fo their rooms or other locations
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F 241 Continued From page 3 The seafing arrangemeni in the dining
(rjoor'n 50 ear_llyhfotr_mials Nurﬁe A'dg #1 S;ated, [ room has been modified to assure that all
on't know. That is the way it was being done residents have a view of the activities of the
when I first came to work here. dining room during meal time.
In an intervi 1/20/11 at 1:26 p.m., NA#2 | F241 , . ,
statreldr']'tl g)ﬁ‘t”kigv?r why r;siégnts apre taken to The meal time p ocess is being modfied to
the dining room so early for mealtime." @ staged lray delivery approach fo assure 2/16£2011
g y . that frays are not getiing cold before the
. . , resident is seated and veady for their irap.
During an interview on 01/20/11 at 2:00 a.m., the s ady f e
h o )
DJI’GPtO!’ of Nurs_es Stat,Ed' ! agr_ee there is a 3. Address what measures will be put inio place
g:gggy _;_Shse'ﬁ .?Sog‘rﬁyogr:g :’ggdc::]ng;r:g :ﬁgﬂ;;tn;neal or what hsystc;nicdc?_anges you will dmake to
. ensure that the deficienf practice does not
room. Staff say if they don't bring the dependent oceur:
;’ﬁSlde'n:S li?l Gc?.”.ChalrS n fll’?tt, thlely;hc an tthget Staff were in-serviced on the importance of
e_'g lntO e Il'.lll‘:g room, f.;hera. ei(f)l' erf i offering to reheal or replace food irays that | 2/10/2011
residents come Into room. Ihere '_S no mg. or ine have had the opporiunity to cool. They were
residents to do except wait for their meals. also reminded of the importance of interacting
and communicating with the residents os they
3. Review of Resident #21's quarierly Minimum assist them with their meals,
Data Sef dated 01/06/11 assessed the resident .
as being totally dependent in all activities of daily The dining room set-up and meal time
living and as being severely impaired in making processes .have been evaluated. The dining | 2/10/2011
decisions. Resident #21 was observed in a Geri oo seatre f"';‘;"j"’e’.';e“‘; h‘;f been "‘."'"m"%zd
chair in the dining room on 04/20/11 at 12:30 SZ;Z‘::::;”;C::.W.’:Z;' ents have a view of the
p.m., with her food tray sitting in front of her until '
1:00 p.m., before being assisted by staff to eat Upon evaluation ii was determined that a
her food. staged approach with tray delivery and resident
arrival to the dining room would help in | 2/14/2011
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resident’s food. No interaction was noted between
the resident and staif from 5:30 p.m. until 6:10
p.m.

During an interview with the Director of Nurses on
01/20/11 at 09:00 a.m., it was stated, | agree
there is a dignity issue going on in the dining
room af meal times. Staff say that if they don't
bring the dependent residents in Gerl chairsin = !
first, they can't get them in the room after ail of |
the other residents come into the room. Thereis

them by the Ward Secretary each week.

The DON or designee will assisi wiith all
meals each day. They will monitor for
timely delivery of meal firays and
assistance.

(X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS.REFERESEE(?:;{E%E%E APPROPRIATE DATE
F 241 | Continued From page 4 and' acriviifes.as desired. The second wave of
) . . residents begin to filter in and take their seais
D“'E.Cto!' of Nurses stated, "l agree there is a as the firsi wave begins to disperse. The seeond
dignity issue going on in the dining room at meal staged delivery of trays oceurs. As the second
times. There is only one feeding in the dining wave of residents complete their meal they
room. Staff say if they don't bring the dependent begin ito disperse io their rooms and other
residents in Geri chairs in firstI they can't get : F241 activities while the ihird wave of residents
them into the dining room, after all the other ; begins to filter in for their meal. These
residents come into room. There is nothing for the residents are served with the third delivery of
residents fo do except wait for their meals.” the meal irays. s the siaff begin to refum
zesrfients Sirom efzch v’vave fcz t?eu' rooms they
) . L egin encouraging the ambulatory resi
4. Review of Resident #22's Admission ﬁ'cﬁn the next fmfe fo head on mye‘he d?:f;::;
Assessment dated 01/02/11 assessed the room while they assist the dependent residents
resident as needing extensive assistance with all to the dining room.
activities of dally living, as having memory " The meals for the residents who choose to take |
prob_!ems and as being moderately impaired in their mealsf in a location other than the dining
making decisions. room will arrive on a separate delivery
Observations in the dining room on 01/18/11 at | F241 | chedle
5:30 p.m., Resident #22 reclined in a Geri chalr . 4. Indicate how the facility plans to monitor its
facing the window. A covered dinner tray was performance to make sure that solutions are
sitting in front the resident on a small table. sustained. The facility must develop a plan for
Resident #22's back was turned to all of the other CRSUl:ing that correction is. achieved and
residents in the dining room. At this time, all of the flll’:tmzzf;ec'ﬂ:,: P Iaa:d::::s‘ 2:;1?;?;1 Emftoerd a:}g
pther residents in thfa dlnlng room were eating effectiveness, The PoC is integrated into the
independently or being assisted by staff gnality assurance sysiem of the facility.
members.
| The Care Plan Team will review the dining
At 6:10 p.m., staff sat down and began to feed : . vi
Resident #22 and did not offer to heat the room seating arangement provided o\,
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5:36 p.m. until 5:53 p.m., before being assisted by
staff to eat her food.

During an interview on 01/20/11 at 9:00 a.m., the
Direclor of Nurses stated, "l agree there is a
dignity issue going on in the dining room at meal
times. There is only one feeding in the dining
room. Staff say if they don't bring the dependent
residents in Geri chairs in first, they can't get
them into the dining room, after all the other
residents come into room. There is nothing for the
residents to do except wait for their meals.”

6. Resident #5 was admitted to the facility on
01/31/04 with diagnoses of diabetes mellitus type
II, hypertension, gastroesophageal reflux disease, -
and depression. The most recent Minimum Data |
Set dated 10/04/10 indicated that the resident had
problems with short and long term memory and
was totally dependent on staff for care.

Dependent resident #5 was observed in the main

reporied to the quality assurance committee
on a quarterly basis by the DON
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241 {
F Contln.u?d Fror{1 page 5 i . Any  deficiencies will be corrected
no activity provided and nothing for the residents immediately and reported to the DON or
fo do but wait for their meals.” I designee daily. The DON will monitor for
. . . paiterns of deficiencies. When patterns are
6. Resident #2 was re-admitted to the facility on identified the meal time process will be
10/20/10 with diagnoses of congestive heart reviewed and revised fto fucilitate
failure, aortic stenosis, pulmonary hypertension, improvement.
atrial fibrillation and fluid retentton. The most
!‘eg‘enft I\g'mm_um [?ata Set ?ated 11/30/10 it The Registered Dietitian and the Certified
in c;c; e nt? dlmparrmt?nt do memory and Co%nf' fon Dietary Manger will randomly visit the
and e ;-eS] ent required assistance by staff for dining room during meal times, surveying
personal care. ! residents about the food they are receiving
. . N and whether it is warm enough when it
gependent Resgiﬁ?t&#f121was Pgsewed ml.the dn.]am arrives. Any deficiencies they find will be
In",]g ro_om‘on at 5'_3 pm recined ina repoﬂed fo the DON and addressed 21612011
Geri chair with her meal tray in front of her immediately.
unopened. Resident #2 was observed to be ’
watching other resident's eating their meals from B2 The results of the monitoring activity will be
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i
F 241 | Continued From page 6 F 241
dining room on 01/18/11 at 5:36 p.m. reclined in a
Geri chair with her meal fray in front of her
unopened. Resident #5 was observed to be
waiching other resident's eating their meals from
5:36 p.m. until 5:53 p.m., before being assisted by
staff to eat her food.
On 01/20/11 at 10:10 a.m., Resident #5 was |
transported from the shower room in her Geri I
chair to the dining room and positioned along a
back wall at the window with her back to other
resident’s who were involved in activities.
Resident #5 was observed in the dining room at
the following fimes sitting alone in her Geri chalr:
10:35 a.m., 10:50 a.m., 11:05 a.m., 11:15 a.m.,
11:30 a.m., 11:45 a.m., and 12:00 p.m. At 12:20
p.m., Resident #5 was observed being fed by a
staff member.
During an interview with Nursing Assistant #3 on
01/20/11 at 10:15 a.m. she stated that "we clean
and dry the resident and fake them to the dining
room so that they will be ready for their meals."
. . . . . 280 l. Address how corrective action will be
During an interview With,the Director ()"f Nurses on accomplished for those residents found to have
01/20/11 at 09:00 a.m., it was stated, *| agree been affected by the deficient practice: 1/28/2011
there is a dignity issue going on in the dining
room at meal times. Staff say that if they don't Resident #7, #9, and #10
bring the dependent residents in Geri chairs in Will be notified of date, time and location of alf
first, they can't get them in the room after all of scheduled "Resident Care Plan Meetings”, by
the ofher residents come into ihe room. Thereis : the Social Worker. 2hnon
no activity provided and nothing for the resident's .
to do but wait for their meals.” f;sfde."' ﬁiﬁ? : “"j #10 - din @ revi
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO their curront sorenin Tl @ review of
ss=8 | PARTICIPATE PLANNING CARE-REVISE CP
) ) ) 2. Address how corrective action will be
The resident has the right, unless adjudged accomplished for those residents having
incompetent or otherwise found to be polential to be affected by the same deficient
incapacitated under the laws of the State, fo i practice:
FORM CMS-2567(02-99) Previous Verslons Obsolele Event 1D: Y92v11 Facility 10: 942944 If continuation sheet Page 7 of 41
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F 280 | Continued From page 7 F 280

participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the .
comprehensive assessment; prepared by an ‘
interdisciplinary team, that includes the attending I
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or ihe resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced F280

by:

Based on resident and staff interviews, and
medical record review, the facility failed fo invite
three (3) of twelve (12) sampled residents to their
Care Pian Meetings. (Residents #7, #9 and 10).

The findings are: ;

1. Resident #7 was admitted to the facility on
12/31/09. Resident #7's quarteriy Minimum Data
Set dated 10/06/10 assessed her as being alert
and oriented. Review of the Care Plan meefing
attendance in the medical record for Resident #7
revealed no documentation where she had
altended her quarterly Care Plan meeting dated
10/11/10. Further review of the medical record for
Resident #7 revealed no documentation of the
care plan having been discussed with her. _
During an interview on 1/19/11 at 1:30 pm I

1280 or what systemic changes you will make to

There was a report made fo the Resideni /2812011
Council Meeting by the DON regarding the
results of the survey. During that meeting the
DON reviewed the Care Plan Process. Fach
resident / their family / legal representative will
be invited to their care plan meeting and are
encouraged (o attend and participate in these
meelings.

Two residents fiom the MDS schedule will be
reviewed for parficipation in iheir eare plan 02/1612011
process by the DON or designee each week.
Any resident / family / legal vepreseniative who
were not given the opportunity to parlicipate in
their care plan process, will have a new care
plan meeiing scheduled and they will be given
the opportunity to participate in this meeling.
There will be weekly follow-up by the DON or
designee to assure ihat these residenis do
receive the opportunily fo participate in their
care plan meeling.

All residents [/ their  fomilies  /Jlegal
representatives will be receiving a leiler from | 21672011
our Social Worker outlining the cove plan
pracess and nolifying them that they will be
invited to and are encouraged to pariicipate in
their future care plan meetings. :

3. Address what measures will be put into place

ensure that the deficient practice does not
oceur:
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F 280 | Continued From page 8 The Social Worker will add a notice to the
Resident # 7 stated she "had not been inviled" to resident admission packet which outlines the | 2/16/2011
her care plan meetings with staff. “Resident Care Plan” process. Il will include
During an interview with the Director of Nurses on information about how invitations lo participate
1/20/11 at 9:00 am, it was stated, “"the Social in r.he meetings will oceur and ‘H:J'”- encotrage
Worker mails care plan notices to the families. No their altendance. During the admission pr ocess
one Is discussing the care plans with the 3’."" as appropriate the Social Worker will

: iscuss tentative dates and times for scheduled
res:dfants that | know of. | att‘.and the care p Ia'?, care plan meetings with the resident / their
meetings and do not see residents attending. family / legal representative.

During a telephone interview on 1/20/11 at 9:20

am, the Social Worker stated, "l mail notices of The Social Worker will advise the Care Plan

care plan meetings to the families. | do no Team of upcoming “Residemt Care Plan"

document verbal invitations to residents. | meelings al the weekly Medicare meeting.

Sometimes residents are told what happened in _ _

care plan meetings. | can't say that | do it every Theb %ﬂwﬂﬁfeﬂﬂi ﬁxﬁ';f-ir ;fwr;gz:sfi:;f
i " verpa " "

gmlgésident #9 was admitted to the facility on their atiendance ol their care plan meeiing

. ' . is invitation will be documented in the

9/07/09. Resident #9's quarterly Mlmmu,m Data resident’s medical record. The resident'’s family

Set dated 10/04/10 assessed her as being / legal represenfative will also receive a writien

independent in Cognitive Functioning and invitation o attend the care plan meeting.

Decision Making abilities. Review of the Care

Plan attendance, in the medical record for . 4. Indicate how the facility plans to moritor its

sampled Resident #9, revealed no documentation performance to make sure that solutions are

that she had attended her quarterly Care Plan i F280 sustal'ncd. The facility nust fievelog a plan for

meeting dated 10/11/10. Further review of the ! ensuring - that - correction is achieved and

medical record for Resident #9 revealed no sustained. The plan must be implemented and

documentation of the care plan having been the correciive  action  evaluated for  its
. h effectiveness. The PoC is integrated intp the

dlsc_ussed .thh her. quality assurance sysiem of the facility.

During an interview on 1/19/11 at 1:30 pm

Resideni # 9 stated she "had not been invited” to Two residents from the MDS schedule will be

her care ptan meetings with staff. reviewed for pariicipation_in_their care plan

During an interview with the Director of Nurses on

01/20/11 at 9:00 a.m., it was stated, "the Social

Worker mails care plan notices to the families. No

one is discussing the care plans with the

residents that | know of. | attend the care pian

meetings and do not see residents attending.

"During a telephone interview on 01/20/11 at 9:20

a.m., the Social Worker stated, "| mail notices of

care plan meetings to the families. | do not
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F 280 | Continued From page 9 i F280
document verbal invitations fo residents. process by the DON or designee each week.
Sometimes residents are told what happened in Any resident / family / legal representative who | 211412011
care plan meetings. | can't say that | do it every were not given the opportunity to pariicipate in
time." their care plan process, will have a new care
: ’ plan meeting scheduled and they will be given
. . . the opportunily ‘Ticipate in thi ting.
3. Resident #10 was admitted fo the facility on Therf fw-;, l;el?ve:klil}"o;%?i :P'Zy ,’;,Z gi;}"ﬁ.
05/ 1_4109 with dlag‘nc_Jses of d|3i_3_etes me”IiUS_WPe designee to assure that any rvesident, whose
JI, vitamin B12 deficiency, arthritis and chronic process Is found fo be deficient does receive the
obsfructive pulmenary disease. The most recent opportuniiy o participate in their care plan
Minimum Data Set dated 11/23/10 indicated no | F280 meefing. The DON will repori Quarterly to the
Cogniﬁve impairment and resident required | oA ca:_nmiﬁee on these deficiencies and their
assistance by staff for personal care. resolution.
During an interview with the Director of Nurses
(DPON) on G1/20/11 at 09:00 a.m., it was stated
“the Social Worker mails care plan nofices to the
families. No one is discussing care plans with the
residents’ that | know of. | attend {he care plan
meelings and do not see residents' attending.”
During a telephone interview on 01/20/11 at 9:20 |
a.m., the hospital Social Worker stated, "I mail
notices of care plan meetings to the families. 1do
not document verbal invitations to residents.
Sometimes residents are told what happened in
the care plan meetings. | can't say that | do it
every time."
During an interview with Resident #10 on F281 1. Address how corrective action will be
01/20/11 at 10:15 a.m., the resident stated that accomplished for those rffSidCll[S f?l]]‘ld to have
she has never participated in meetings where her : been affected by the deficient practice:
care or activities are discussed. She further | , , - J and
stated that she does not remember being told Resident #2's physician was contacted an
about care planning meetings since she has been notified of the resident's need for Oxygen | 401014
in this facility. administration.  The physician ordered
F 281 | 483.20(k)(3){i) SERVICES PROVIDED MEET Oxygen administration for the resident.
s5=p | PROFESSIONAL STANDARDS .
A medication occurrence report was | 1/21/2011
The services provided or arranged by the facility completed per protocol.
I
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F 281 Continued From page 10 F 281
must meet professional standards of qualily. 2. Address how corrective action will be

accomplished for those residents having
potential to be affecied by the same deficient

This REQUIREMENT is not met as evidenced practice:

by:

Based on observations, staff interviews and A review of the medical records of all residents

medical record reviews the facility failed to - currently receiving Oxygen adminisiration was 112472011

conducted to assure that the proper orders were

implement interventions to obtain a physician's -
in place.

order for oxygen for one (1) of three (3) residents

(Residentf2). 3. Address what measures will be put into place

- . or what systemic changes you will make to
The findings are: F281 ensure that the deficient practice does not

occur:

Resident #2 was re-admitted fo the facility on .
10/29/10 with diagnoses of Congestive Heart Nurses were re-educated on ihe necessity of 2102011
Failure, Aortic Stenosis, Pulmenary Hypertension, obtaining an order for Oxygen adminisiration
Adrial Fibrillation and Fluid Retfention. The most when a resident requires oxygen.
recent Minimum Data Set dated 11/30/10 )
indlcated no memory impairment or Cognitlve NI"‘S&S were renﬁnded fhaf Wheﬂ miﬁzing .”12

Standing Order form to implement oxygen
administration for a resident they must still
contact the physician for follow-up approval

deficit. The resident required assistance by staif
for personal care. |t also indicated the resident

received oxygen therapy. and any further assessment or orders,

A review of the physician’s orders from October Al residents will be assessed af admission for
2010. tp January 2011 revealed that there were no any ongoing needs for oxygen adminisiration.
physician orders for oxygen therapy for the An order will be obtained from the physician al
resident, admission as applicable.

A review of the nurse's notes from October 2010 | F281 . 4. Indicate how the facility plans to monitor its
to January 2011 revesaled that there was no performauce to make sure that solutions are

sustained. The facility must develop a plan for
ensuring that correction is achieved and
susiained. The plan must be implemented and

] . the corrective action evaluaied for its
On 01/18/11 at 5:36 p.m., Resident #2 was effectiveness, The PoC is integrated into the

observed sitting in the main dining room V\{ith a quality assurance system of the facility.
nasal cannula in place. The oxygen machine was
turned on and set at three (3) liters per minute.

documentation regarding notification to the
physician that the resident was getting oxygen.

On 01/19/11 at 07:40 a.m., Resident #2 was
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F 281 Continued From page 11 The Nurse assigned io perform the weekly
observed in her room in bed with a nasal cannula Oxygen  Maintenance  rounds  will 10
in place. The oxygen machine was turned on and concurrently observe ail the residents and 1072011
sef at three (3} liters per minute. identify  anyome  receiving  Oxygen
) ) ; Administration who is not on the Oxygen
On 01/19/11 at 10:00 a.m., the Assistant Director ; Maintenance list. The nurse will review
» of Nurses was interviewed. She verified that the the chart of any residenf noted to be
resident was re-admifed fo the facility from a receiving oxygen administration, to update
hospital with oxygen in place. She also verified the Oxygen Maintenance list and to asstre
that standing orders for the facility c_iated October there is an appropriate order in place for
18, 2010 stated to notify the physician when the oxygen. The nurse will follow up on
oxygen was started to obtain 0rder§ for liter flow obtaining an order if one is not found fo be
but the nurses did not call the physician for in place. The nurse will report any
oxygen orders. deficiencies noted fo the DON who will
F 356 | 483.30(s) POSTED NURSE STAFFING monitor for any patterns and ve-educate
$5=C | INFORMATION staff as necessary.
B o _ The resulis of the monitoring activiiy
The faculty‘must post the following information on | 281 will be reported to the quality assurance
a daily basis: committee on a quarterly basis by the DON 211612011
o Facility name.
o The current date.
o The total nurber and the actual hours worked
by the following categories of licensed and
uniicensed nursing staff direclly responsible for
resident care per shift: F3as6 1. Address how comrective aciion will be
- Registered nurses. accomplished for those residents found to have
- Licensed practical nurses or licensed been affected by the deficient practice:
vocational nurses (as defined under State law). »
- Certified nurse aldes. The facility name, current date, fotal
o0 Resident censts. number and hours worked by category of
staff’ by shifi: RN, LPN, & CNA, were
The facility must post the nurse staffing data posted on the dry erase board in the hall
specified above on a daily basis at the beginning across from the nurses station. These | 1popg1
of each shift. Data must be posted as follows: torals also included the current resident
o Clear and readable format. Census.
o In a prominent place readily accessible to
residents and visitors.
The facility must, upon oral or written request,
make nurse staffing data availabls to the public
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F 356 | Continued From page 12 , F 356
for review at a cost not to exceed the community i
standard. : i 2. Address how corrective action will be
accomplished for those residenis having
The facility must maintain the posted daily nurse potm}tial to be affected by the same deficient
staffing data for a minimum of 18 months, or as practice:
required by State law, whichever is greater.
q y d The facility name, current dafe, toial
mimber of staff and hours worked by
This REQUIREMENT is not met as evidenced category of staff by shift: RN, LPN, &
by: ' CNA, as well as a cumulative 24 hour
Based on observations and staff interviews the total, were posted on the dry erase board | 11302011
facility failed to include the facility name and : in the hall across ﬁ‘r_‘)m the nurses station.
information regarding the total number of ' These totals also included the current
Registered Nurses, Licensed Practical Nurses, res_:de}.ﬁ census. T h].S.' information is pf)sted
and Nurse Aldes directly responsible for resident daily in a (:'Iear legible mariner available
care and the actual hours worked per shift on the Jor the review of all residents, siaff and
daily staff posting for three (3} of three (3) survey vistiors
days.
y 3. Address what measures will be put into place
en . F356 or what systemic changes you will make to
The findings are: ensure that the deficient practice does not
During initial tour of the faciiity on 01/18/2011 at | oeeur:
1;)05 p'n:i" faCIfltsi/ daily staﬁln_g tnforma.tlon was The nursing staff have been in-serviced on the
opserve posted on a lboarq in the main ha" importance of this data being posted and
?dlacent to the nurses' station. The posting updated on a daily basis as oullined in the
included the name and assignment of Registered “Daily Staffing Posi, SCC* policy. A laminated
Nurse (RN), Licensed Practical Nurse (LPN), and example of the appropriate format for the | 211012011
Nurse Aide (NA) staff along with the current daie posting has been placed in the assignment book
and resident census. The total number of RN, af :‘_he nurses station where i is available for
LPN, and NA staff on duty and actual hours review.
worked per shiit along with the facility name wera .
omitted from the posted daily staffing information. ' th’} DON and alf N prly w"{,fbse”e g"i f:fard
Additional observations of the daily staff postin O O s o poae o
01/18/2011 ai 41 y P . g appropriate. Any nurse finding the board has
on at4:10 p.m,, 01/19/2011 at 10:30 nof been updated for the day will immediately
a.m. and 12:05 p.m., and 01/20/2011 at 8:10 a.m. correct the board or noiify the DON so the
and 12:00 p.m., revealed the facility name as well correction may be facilitated.
as the total number of staff and actual hours
worked per shift were omitted from this posting.
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Based on group interview with members of the
Residents Council, individual resident interviews,
and staff interview, the facility failed to offer four
{4) of twelve (12) sampled residents snacks at
bedtime. (Residents #7, #9, #10, and #20).

The findings are:

1. Review of Resident #20's admission

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION x5)
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DEFICIENCY)
: I
F 356 Corft'nUEd_me_ page 13 . 4. Indicaie how the facility plans to monitor its
Durmg.an interview on 01/20/2011 at 2:00 p.m., performance to make sure that solutions are
the facility Director of Nursing (DON) stated she | F356 sustained. The facility must develop a plan for
was unaware the facility name was required on ensuring  ihat correction is achieved and
the posted daily staffing information along with sustained. The plan must be implenented and
the total number of RNs, LPNs, and NAs and the _correctlve action _eYaluated for its
actual hours worked per shift. eg:ﬁ“";’;:f‘f' The f"c ’fsé"tlfgrfﬁed into the
F 368 [ 483.35() FREQUENCY OF MEALS/SNACKS AT duatity assurance system of the facility.
s8=E | BEDTIME . The DON will observe for compliance with
Each resident receives and the facility provides at : i};irj;gz f; ?f;g;‘?a te!ini;ena‘?S “;” be
least three meals daily, at regular times will be reminded 0}) :;," ‘assrg-ne staf
comparable to normal mealtimes in the e of the importance of
community. remaining in compliance with this posiing.
The DON will monitor for any patterns in
There must be no more than 14 hours between a 'f 'hl".ﬂe ;f post_or update this data as | 1/24/2011
substantial evening meal and breakfast the ppricavie.
following day, except as provided below.
g day P P 356 The results of the monitoring activity will be
The facility must offer snacks at bedtime daily. reporiedto the qumy assurance committee
on a quarterly basis by the DON
When a nourishing snack is provided at bedtime, 271672011
up to 16 hours may elapse between a substantial [ 368 . . .
evening meal and breakfast the following day ifa I Addlr-eis dl}ow [ correc“.‘(;e action will be
ident group agrees to this meal span, and a accomplished for those residents found to have
:,eosl:rishing T e e 1 been affected by the deficient praciice:
Residentit7, #9 & #10
Were in attendanice at the Resident Council
) . . Meeting where the findings from the survey
gh.ls REQUIREMENT s not met as evidenced were reviewed with everyone by the DON.
Y. At that time the DON notified everyone in
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F 368 | Continued From page 14 a.rrendc_mce that all resi(.!ents will be offered
a bediime snack each night. 1/28/2011
assessment dated 12/26/10 assessed the
resident as having no memory problems. Resident #20 was notified that she would
Resident #20 was also identified on a list of be offered a bedtime snack daily
interviewable residents provided by the facility.
Review of Resident #20's medical record reveals 2. Address how corrective action will be | 18011
she has a diagnosis of diabetes. _TF368 accomplished for those residents having
_ ! potential to be affected by the same deficient
During an interview with the Registered Dietician practice:
on 01/20/11 at 2:52 p.m., she explained that
residents receive a bedtime snack if they are on a The DON requested that the Dielitian and the
defined calorie diet or if the Dietician assigns Certified Dietary Manger identify nutritious
them lo receive a snack. She stated that, 5_"“;,’“ which d‘*’_‘;”’f be appropriate for the
"sometimes diabetics get a snack and sometimes resiaenls oh a daity basts.
1 ; 1/2172011
they don t She explained that snacks are As reviewed by the DON in the "Resident
prepared in the Dietary Depariment, dated the Council Meeting” all residents will be offered a
day they are prepared and labeled with the bedtime snack each night,
resident's name. These snacks are delivered to
the refrigerator in the nourishment room behind The diabetic residents will be offered the snacks
the nurse's station the day aflter they are prepared which are prepared for ihem by the dieiary
and the nursing assistants disfribufe them to the depariment in compliance with their diabetic
residents. diel. Al other residenis will be offered the
opporfunily io choose from 5 prepackaged | pisbetic
During individual interview on 01/20/11 at 4 p.m., z;‘;;,';f:zné'l‘;fﬁﬁﬁ’ggg ’femme‘{ by the | previous
Resident #20 stated she "was a diabetic” and "y manager. practice /
staff "did not offer her a snack at night.” _ others
2/10/2011
i . .. ; 3. Address what measures will be put into place
2. Resident #7 was adm":teq to _the famh‘ty on or what systemic changes you will make to
12/31/G9 with dlag{loses which l_n_C'Udes- pel\np F368 ensure that the deficient practice does not
fracture, pneumonia, osteoarthritis, hypertension OCCur:
and coronary artery disease. The Quarterly
Minimum Data Set for Resident #7 dated .The diabetic resident’s snacks will be
10/06/10 coded her as having no difficutty with individuaily prepared by the dietary depariment
cognition and decision making. Resident #7 was in compliance with .Ihe residc?m'.s' diabetic diet
also identified as being interviewable on a list of labeled for the applicable resident and brought |
interviewable residents provided by the facility. fo n.’he resident diet kitchen at the nurses station Dlab.eilc
daily. previous
. . . praciice /
:2 ar.] dmt?g;e“{ ?‘I d01l1;20.|’1 1at11:00 am., : The CNA's will disiribute the diabetic resident’s | others
eslaent #/ stateq, "l am not offered a snack at . snacks (o them while concurrently offering all | 2/10/2011
night. | might want one if it was offered. | have a other residents a bedtime snack. The CNA will
I
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few things brought from home, that's all.” :f:’f;;‘;"g,’;;;’;a]: koe"_';;‘;’;;s" refusal of the snack
During an ]ntervi.ew with the Registgred Dietician The divect care nurse on shifi at night will
on 91120! i1 at 2:52 p.m., she expla!med that monitor whether each resident is being offered
I'ES!dentS receive a beqtlme S_na_Cl.( if they_ are on a a snack. The nurse will correct any deficiency
defined calorie diet or if the Dietician assigns Jound immediately by offering a snack to that
them fo recsive a shack. She stated that, resident. The direct eare nurse will notify the
"sometimes diabetics get a spack and sometimes DON of any deficiencies she has had to correct, 02/10/2011
they don't." She explained that snacks are
prepared in the Dietary Department, dated the . 4. Indicate how the facility plans to mqnitor its
day they are prepared and labeled with the F368 Pcrf"_"“g“"%hm fmf‘f,‘e sure (tihat ls"l““";‘s i‘,‘e
resident's name. These snacks are delivered to Zﬁzﬁ’:::f : thate 2‘;:?; t;‘;}:ﬂ I.:"‘:‘c"hg;fdanm‘:é
the refrigerator in the nourishment room behind sustainegd The plan must be implemented 'a“d
L H "
the nurse's s.tatlon ti)e day after. they are prepared the corrective action evaluated for its
and the nursing assistants distribute them fo the effectiveness. The PoC is integrated into the
residents. quality assurance system of the facility.
3. Resident #9 was admitted to the facility on The DON or designee will review ihe
9/07/10 with diagnoses which includes; cardiac CareTracker documentation on at least 4 days a
arrhythmia, chronic bronchitis, congestive heart week fo assure that the bedtime snacks are being
failure, and hypertension. Resident #9's quarterly documented appropriafely.
Minimum Data Set dated 10/04/10 assessed her
s \ - . ; ’ . i wi ] 2/16/2011
as being independent in Cognitive Functioning The direct care nurse on shift will make nightly
and Decision Making abillties survays of bedtime snacks being offered, and
’ report findings to the DON.
In an interview on 01/20/ 11 at11:30 am., The DON will monitor deficiencies reporied by
Resident # 9 stated | am "not offered a snack at the direct care mirse for patterns and re-educate
night." staff as necessary.
During an interview with the Registered Dietician The Dietitian and Ceriified Dietary Manager
on 01/20/11 at 2:52 p.m., she explained that will monitor fmake_ or refusal of bedﬁnfe s.ffacks'.
residents receive a bedtime snack if they are on a ‘L"J’ "e""_’”m";’d“""f}}"‘ b’"‘”‘"d o d’:"’:'}:"’””g ’,"f
defined calorie diet or if the Dietician assigns i,nf’fa“’,‘:;:;’;f’ é’;in'f;"e: reported to the Qualily
themn fo receive a snack. She stated that, P )
Somenn:le,,s diabetics .get a snack and sometimes The resulis of the monitoring activity will be
they don't." She explained that snacks are i . - .
. . reporied to the quality assurance commitfee
prepared in the Dietary Department, dated the F368 o a auarierly basis by the DON
day they are prepared and labeled with the quartersy 7
resident's name. These snacks are delivered to 21672011
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the refrigerator in the nourishment rocom behind
the nurse's station the day after they are prepared
and the nursing assistants distribute them to the
residents.

4. Resident #10 was admitted fo the facility on
05/14/09 with diagnoses of diabetes mellitus type
II, vitamin B12 deficiency, arthritis and chronic
obstructive pulmonary disease. The most recent
Minimum Data Set dated 11/23/10 indicated no
cognitive impairment and resident required
assistance by staff for personal care.

During an interview with Resident #10 on
01/20/11 at 10:15 a.m., the resident stated that
she does not receive a bedtime snack. She
stated that when she first came to the facility they
brought her a shack "a time or two but it's been
awhile."

During an interview with the Registered Dietictan
on 01/20/11 at 02:52 p.m., she explained that

residents receive a bedtime snack if they are on a L Address h o i TR
defined calorie diet or if the Dietician assigns - Adcress iow  comective action wilt be
thern t . k. She stated that Fi7l accomplished for those residents found to have
em 0 recel\{e a &:nac : e state a, been affected by the deficient practice:
"sometimes diabetics gef a snack and sometimes
they don't." She explained that snacks are A ” dto b ved wer
prepared in the Dietary Department, dated the in{iﬁ%g,;,;’;?sﬁﬂe d 0 e expired were
day they are prepared and labeled with the '
resideni's name. These snacks are delivered o 2 Address how comective action will be
ihe narsbs station the day afer hoy aré prepared seomplited for thoso rosiders having | 10O
potential io be affected by the same deficient
and the nursing assistants disiribute them to the practice:
residents,
F 371 483.35(i) FOOD PROCURE, The food items in the Resident Diet Kitchen
sa=E | STORE/PREPARE/SERVE - SANITARY refrigerator and caobinets were reviewed
Jfor expiration dates. There were no other
The facility must - out of dates to be discarded,
(1) Procure food from sources approved or |1/20/2011
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considered satisfactory by Federal, State or local
authorities; and )

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on cohservations and siaif interviews the
facility failed o discard expired and left over foods
more than three days old in the kitchen's dry
storage, walk-in refrigerator, and reach-in
refrigerator and failed to discard expired foods in
the Resident Refreshment Room refrigerator and
cabinet.

The findings are:

1. Observations of the kitchen's food storage
areas on 01/18/2011 from 12:20 p.m. to 1:10
p.m., revealed the following concerns:

a. In dry storage and available for residents’ use:
Eleven {11) ready to serve-seven and one fourth
(7 ¥a) ounce cans of Cream of Mushroom Soup
stamped "Dec 11 2010 XP" by the manufacturer
wers observed. An interview was conducted with
the Dietary Manager (DM}, present during the
observation and the stamped date was confirmed
to be the manufacturer's product expiration date,
The DM staled expiration dates were checked
when individual items were reordered and when
delivered items were being stocked. The DM
reported that when deliveries come in, older skock

with the earliest expiration dates were moved
forward and new stock with the latest expiration i

3. Address what measures will be put into place

or what systemic changes you will make fo
ensure that the deficient practice does not
QCcCur;

F-371 Expired produce -- When groceries are
delivered by Sysco, dietary stafff will be
responsible for checking the produce expiration
dates and refusing any food items that have an
en expiration date of 3 days or less. Checklist
Jor expiration dates of produce was developed.

F371  Left over food greater than 3 days -
Supervisors and cooks will be respounsible for
checking the cook's refrigeralor on Sunday,
Tuesday and Thursday for all food items thai
ave dated greater than 3 days. Checklist jor
F371 moniloring food items was developed.

Checklists have been developed to irack expived
canned goods, produce, left over foods greater
than 3d§ys. b 4 ) Joods g 2/1012011
ok

A daily review of expiraiion dates process has
been established jor the Resident Diel Kitchen
behind the nurses station. The nurse assigned
fo gray hall will be responsible for checking the
refrigerator and cabinels each shift for expired
items. There will be a daily check off shifl for
documenting this review. Any expired items
Jound during this review will be discarded
immediately.

F37l
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stated all dietary staff were responsible for !
checking expiration dates at the time of defivery
and refusing expired products. During the
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dates were placed in the back to ensure foods ,
were used prior to expiring. In addition, DM Par levels have been reviewed and changes
stated that weekly random "spot checks" were wade where appropriae to limil the number of
infirequently used items in this area. This will
conducted on stored food stock. The DM assist in limiting the opportunity for items to
reported that Cream of Mushroom Soup was not ' expire before they are utilized,
used or reordered often and during-spot checks
of the dry storage area the soups dated "Dec 11 For siaff’ reference instruciions for preper | 211612011
2010" were overlooked. The interview further identification of expiration daies on the ifems
revealed all distary staff were responsible for we fypically stock have been posted in this area.
checking expiration dates and discarding expired This posting is o assisi staff with identifying the
products. During the interview the DM confirmed con.‘ecf.date on items that do not have a clear
the expired Cream of Mushroom Soup was expiralion date noted on them. 2/10/2011
: N
stocked and available for resident's use. 4, Indicate how the facility plans to monitor its
. . . erformance to make sure that sofutions are
b. Stored in the We!lk“m refrigerator: Three (3) 'I spustained. The facility must develop a plan for
and one half (1/2) five (5) pound bags of ensuring that correction is achieved and
commercially packaged chopped raw cabbage 71 sustained, The plan must be implemented and
were observed as follows: Two (2) and a half (%) the corrective action evaluated for its
bags with a "Use Thru 01 05" manufacfurer effectiveness. The PoC is integrated into the
stamp. One (1) bag was stamped "Use" and bore quality assurance system of the facility.
no discernable date. During and interview at the
time of the observation, the Dietary Manager The DON or designee wilf randomly check
(DM) confirmed the manufacturers stamp and the Resident Diet Kiichen refrigerator and
confirmed that the current date was beyond the cabinels af least 3 times a week to ensure
date stamped on the commercially packed there are not expived jtems. The DON or
cabbage. The DM stated she would need to | here designee will review the check off | y16n011
confirm the dates with the manufacturer since the sheet to assure the reviews are being
cabbage was received on 01/14/2011, which was completed each shifl.
beyond the stamped date. On 01/19/2011 at :
11:25 a.m., a follow-up interview was conducted The Certified Dietary Manager will
with the DM, During the interview the DM stated monitor  the  Dietary  expired food
she had spoken with the manufacture and checklists.
confirmed the "Use Thru 01 05" stamp was the
expiration of the raw cabbage. The DM stated The DON, Dietitian and the Certified
the cabbage was expired when received and Dietary Manager will monitor their action
should have been refused and returned. The DM ; F371 plans, reporting to the Qualily Assurance

committee on a quarierly basis and making
recommendations as necessary. '
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Continued From page 19

inferview the DM confirmed the cabbage was for :
use in residents’ meals. On 01/19/2011 at 11:45 ,
a.m.,, an interview was conducted with Dietary
Staff (DS) #1 assigned fo put up stock on
01/14/2011. DS #1 stated, when checking in and
putting up stock, she checked the expiration date
on the delivery box and did hot always check the
contents for expiration dates. DS #1 stated she
did not recall but probably would not have
checked the expiration dates on individual bags of
cabbage received in the box. DS #1 stated she
was not aware the individual bags of cabbage
were stamped with expiration dates.

¢. In the cook’s reach-in refrigerator: One (1) and
a half to two (2) cups of brown gravy dated
01/11/2011 and approximately two (2) cups of
pureed fish dated 01/14/2011 were cbserved
stored and available for use. Interview with the
Dietary Manager (DM), present at the time of the
observation, revealed prepared foods should be
discarded after three days. The BM confirmed
the dates and stated the gravy and pureed fish
were more than thres days old and should have
been discarded. The DM stated dietary cooks
were responsible for cleaning and checking the
refrigerator daily and for discarding left over foods
more than three days old. The interview further
revealed that foods stored in the refrigerator were
for use in residents' meals. On 01/19/2011 at
11:50 a.m., an interview was conducted with
Dietary Cook #1. During the interview Dietary
Cook #1 stated on 01/18/2011, she had not
completed her daily cleaning and checks when
the gravy dated 01/11/2011 and pureed fish dated
01/14/2011 were observed. The interview further
revealed left over foods more than three days old
should be discarded. On 01/12/2011 at 11:55
a.m., the assigned weekend cook on 01/17/2011,

F3rm
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Diefary Cook #2, was interviewed. Dietary Cook
#2 stated he cleaned and checked the refrigerator
on 01/17/2011 and was not aware the gravy and
pureed fish were more than three days old.
Dietary Cook #2 stated left over foods should be
discarded after three days.

2. Afacility cleaning assignment document,
provided by the facility, read in pait:

"Staif assigned are to clean the area each shift
and initial the signature sheel."

"Gray Hall Staff ----- Resident Refreshment
Room."”

"The assignment includes at least the following
items:

Resident Refreshrent Room - No out-dated focd
in refrigerator or cabinets.”

On 01/18/2011 at 4:30 p.m., the following expired
foods were observed in the Resident
Refreshiment Room located at the nurse's station:

a. In the Resident Refreshment Rooim cabinet -
Four {4) expired, ready to serve, seven and one
fourth (7 %) cans of Cream of Mushroom Soup
were observed with manufaciurer stamped
expiration dates as follows: Three (3) cans
stamped "Jul 18 2010 XP." One {1) can
stamped "Dec 11 2010 XP."

b. In the Resident Refreshment Room
refrigerator designated for residents’ food - One
(1) prepackaged individual serving of gelatin with
fruit stamped "Best used by May 05" by the
manufacturer.

During an interview on 01/18/2011 at 4:45 p.m.,,
Licensed Nurse (LN) #3, assigned to the Gray
Hall, confirmed and acknowladged the expiration
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dates on the four (4) cans of Cream of Mushroom
Soup and the prepackaged gelatin with fruit. LN
#3 stated all staff were responsible for keeping
the refrigerator clean and discarding expired
products and foods more than three days old, LN
#3 stated she had no knowledge regarding who
specifically was responsible for checking the
cabinet for expired foods.

During an interview on 01/20/2011 at 2:40 p.m.,
the Director of Nursing (DON) provided a daily
cleaning assignment sheet and stated staff on
each hall were assigned specific areas to clean
each shiit. The DON referred to the cleaning
assignment sheet and reported that "Gray Hall"
staif were responsible for cleaning and removing
out-dated foods from the refrigerator and cabinets
in the Resident Refreshment Room. The DON
stated staif were expected to clean their assigned
area each shift but were not required to sign that
the task was compleied. The DON stated the
expired soup and gelatin should have been
discarded when expired.

483.60(a),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtain
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personnel to administer drugs if State
law permits, but only under the general
supervision of a licensed nurse.

A facility must provide pharmaceutical services
{including procedures that assure the accurate
acquiring, receiving, dispensing, and

administering of all drugs and biologicals) fo meet ,
the needs of each resident.

1425

F 371

1. Address how corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:

For resident # 1 a medication error report
was conmpeted and submitted to the
Pharmacy and quality assurance commitiee
per facility policy. The physician caring for
resident #1 was notified of the medication
errors. Orders for completion of the
medication administration were received
and followed for resident #1.

2. Address how corrective action will be
accomplished for those wesidenls having
potential to be affected by the same deficient
practice:

112012011
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hours while awake for 10 days. The medication
was to be started on 01/04/2011 and
administered at 9:00 a.m,, 1:00 p.m., 5:00 p.m.,
and 9:00 p.m. through 01/13/2011.
Documentation on the MAR for 01/04/2011 and
01/05/2011 revealed circled nurses' initials to
indicate the medication was not administered
throughout the day. The documentation on the
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o . . Nurses were inserviced on the proper procedure
Th.e facility must employ or Obta.m the Services of Jor noting and jfollowing uppof nrgdt'calions
alicensed pharmacist wh_o_prowdes constultation which are unavailable for administration when
on all aspects of the provision of pharmacy ardered.
services in the facility.
The nurse will confact the resident’s pharmacy | 2110/2011
fo obiain the medication or ireatment. If they
are unable to provide the medicaiion or
trealmens as ordered, the AMH pharmacy wili
This REQUIREMENT is not met as evidenced be contacted fo fill the order. In the event that
by: 425 nei:'fher pharmacy is able ml supply r;ae
. , g medication or treatment in a timely manner the
Basec} on medlca! I' ECOII'd review ar,ld staff . nurse will contact the ordering physician and
interviews the facility failed to acquire medications ask for aliernative orders or if holding
in a fimely manner for one (1} of eight (8) administration Is appropriate for the resident
sampled residents. (Resident #1). until the medication or treatment is available
Jrom their pharmacy. The physiclan's revised
The findings are: order will be noted in the resident's record, |
Resident #1 was admitted to the facility on F425 3, Address what measures will be put into place
05/20/1989. On 01/03/2011 a Physician's Order or what systemic changes you will make to
was writlen to administer Resident #1 ensure that the deficient practice doss not
Guaifenesin 400 milligram (mg) by mouth every oceur:
four {4) hours while awake for ten (10) days. The _ ‘ Lo
Physician's Order was noted by Licensed Nursing The nurses were in-serviced that il is
{LN) #3 at 5:30 p.m., and transcribed to the i unaccepfable to circle a _medmanon as
January 2011 Medication Administration Record unavailable on the MAR without following
(MAR) of Resident #1. up on the order.
2/10/2011
Resident #1's MAR for January 10, 2011 reftected All medications or treatments will 'be
the 01/03/2011 Physician’s Order for Guaifenesin administered as ordeved unless otherwise
400 mg to be administered by mouth every 4 noted and the physician notified.
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01/04/2011 and 01/05/2011 "NURSE'S ) .
MEDICATION NOTES" on the MAR read "not These nurses were in-serviced as lo the
available" for the 9:00 a.m., 1:00 p.m., 5:00 p.m., c_ieﬁm'.ﬁ_on of. "as nofed" ”.lhe" “as nofed"
and 9:00 p.m. administration of Resident #1's is ulilized it should be in "eﬁ"‘ff’ce fo
Guaifenesin. Resident #1's medication was p 5“’."8' ;’ g’ed'ca;:mi ogtfs;; on th? MAR ’
available and administered on 01/06/2011 and B O Mo o Sniertig
through the duration of the Physician's Order. orders into the Meditech system for
initiaiion. They were also reminded of the
Review of a fax "Communication Result Report" tiportatice of fax’”g all orders to the
dated 01/3/11 at 5:29 p.m., provided by the appropriale pharmacy.
Director of Nursing (DON), revealed Resident ) ) . )
#1's 01/03/2011 Physiclan's Order for The DON or designee will review the
Guaifenesin 400 mg was successfully faxed fo Medication Administration Sheets weekly
the pharmacy at 5:28 p.m. Jor any medications circled as unavailable.
' The DON or designee will review the
During an interview on 01/20/2011 at 11:00 a.m., resident’s record to assure that proper
the DON confirmed Resident #1's Guaifenesin procedure was jollowed in either filling the
400 mg was not available or administered on order or contacling the physician for a
01/04/2011 and 01/05/2011 as ordered. The revised order. The DON or designee will
DON stated after noting and transcribing Resident immediately  resolve  any  ongoing
#1's 01/03/2011 Physician's Order for deficiencies identified.
Guaifenesin, LN #3 should have faxed the order . . e
to the hospital pharmacy. The interview revealed 4. Ipdlcate how the ]t;amltty plﬁns to monitor its
Physician’s Orders faxed to the pharmacy after | r425 performance to make surc (hat solutions are
5:00 p.m., were received the morning of the sustal_ned. The facility maust _develop_ a plan for
following day. The DON stated Guaifenesin 400 crouting (ot coreection s aehieved and
. rained, t be i f
mg shouid have been dispensed and available tsl‘:: mlclzmcﬁvee P i:;t;:zs ef,;::;:;n enf;. a?ts
from the hospital pharmacy on 01/04/2011. effectiveness. The PoC is integrated into the
quality assurance system of the facility.
During a telephone inferview on 01/20/2011 at
2:35 p.m., LN #3 stated she noted Resident #1's The DON will follow up any deficiencies
Physician's Order for Guaifenesin 400 mg and noted in the weekly review, observing for
faxed the order to the pharmacy on 01/03/2011. patterns or repeated barriers to the timely
LN #3 stated the order was faxed after 5:00 p.m. administration  of  medications  or
and the medication should have been available treatment. Any patterns will be reported to
from the pharmacy on 01/04/2011. the QA committee and an action plan
During a telephone interview on 01/20/2011 at implemented 1o resolve any patterns oled.
3:25 p.m., the hospital Pharmacist stated just ‘
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prior o the interview he reviewed the 01/03/2011
fax "Communication Results Report" and The results of the monitoring activity will be
confirmed that Resident #1's Physician's Order reported to the quality assurance committee
for Guaifenesin was successfully faxed to the on a guarlerly basis by the DON
pharmacy at 5:28 p.m. cn 01/03/2011. The
inferview revealed that Physician's Orders faxed
after 5:00 p.m., were processed and available the
following morning. The Pharmacist reported
Resident #1's Guaifenesin was filled and
dispensed on 01/06/2011 and that the pharmacy
had no record regarding the date and time the
order was recsived via fax. The Pharmacist
stafed the 01/03/2011 Physician's Order should
have been dispensed and available for Resident
#1 on 01/04/2011, . ) . 2716/2011
F 4311 483.60(0), (d). (¢) DRUG RECORDS, FABL | complithed for hose esidnts foun 0 have
§8=D | LABEL/STORE DRUGS & BIOLOGICALS been affected by ihe deficient practice:
The facility must employ or obiain the services of Licensed Nurse #1 was counseled as to the
a licensed pharmacist who establishes a system proper retrieval, storage and security of
of records of receipt and disposition of all medications fm,’,.es,-dem
controlled drugs in sufficient detall to enable an B and #16.
accurate reconciliation; and determines that drug _ V212011
records are in order and that an account of all
controlled drugs is maintained and periodically 2. Address how corrective action will be
reconciled. accomplished for those residents having
potential to be affected by the same deficient
Drugs and biologicals used in the facility must be practice: .
labeled in accordance with currenily accepted
professional principles, and include the Nurses were in-serviced on the proper security
appropriate accessory and cautionary of resident medications. . Resident medications
instructions, and the expiration date when are (o be secured af all times. The nurses were
. encouraged fo assess the location of the
applicable. resident prior fo reirieving their medications
In accordance with State and Federal laws, the Jrom the secured medication cart drawers. 511072011
facility must store all drugs and biologicals in F431 3. Address what measures will be put into place
locked compartments under proper temperaiure or what systemic changes you will make to
controls, and permit only autherized personnel to ensure that the deficient practice does not
have access to the keys. : occur; - I
Az
A
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medication security policies and practices
The facility must provide separately locked, whieh are in place. Nurses have been
permanently affixed compartments for storage of divected to  either administer the 2/16/2011
controlled drugs listed in Schedule Il of the F431 medication to the resident afier it has been
Comprehensive Drug Abuse Prevention and removed from the secured drawer and
Control Act of 1976 and other drugs subject to prepaved or discard it and prepare a new
abuse, except when the facility uses single unit dose when the resident is available for
package drug distribution systems in which the administration.
quantity stored is minimal and a missing dose can
be readily detected. The AMH pharmacy staff will implement a
plan 1o complete monthly medication
passes with the nurses to observe for
deficiencies. Any deficient praciice will be
This REQUIREMENT is not met as evidenced noted and corrected fmmedjafely_ Any 2712011
by: deficiencies observed will be reporied fo
Based on observations and staff interviews, one the DON.
(1) of four {4) Licensed Nursing staff failed to
properly secure medications during medication The DON or designee will monitor for
pass. deficient practices during daily rounds and
correct any deficiencies noted immediately.
The findings are:
4. Indicate how the facility plans to monilor its 21612011
Observations on 01/19/11 at 7:52 a.m., revealed | py3¢ performance to make sure that solutions are
a bottle of Liquid Tears sitting on top of the sustained. The facility must develop a plan for
medication cart. At this time LN #1 prepared the ensuring that correction is achieved and
following medications infended for Resident #16 sustained. The plan must be implemented and
and poured them into a small plastic medication the corrective action evaluaied for its
cup: micardisfhydrochlorothiazide 40/125 mg effe;‘:“"e“"'“- The PoC Is intcgrated lnto the
(milligrams) for high blood pressure; quality assurance system of the facility.
acefaminophen 650 mg, an analgesic; docusate . s
sodium 100 mg, a stool softener; calcium T‘f'e AMH p. hm";a@ staff ‘;}” mwlfﬁ'e".t a
carbonate 500 mg, an antacid; potassium plan o .C;:’mg ele fmom ¢ ;J"e :canon.
chloride 10 miliiequivalents, a potassium ’;,”SSE.S wil :1 e nurses fo observe for
supplement and Metamucil 5.85 grams for oficiencies. Any deficient practice will be
constipation, mixed in 8 ounces of water. noted and corvected immediately.  Any
deficiencies observed will be reported io
. ) , ) the DON. 27112011
Upon entering the resident's room at 7:55 a.m.,
LN #1 noted Resident #16 was in the bathroom. !
LN #1 came back out into the hallway, sat the i
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deficient practices during daily rounds and

medications on top of the medication cart beside i g !
correct any deficiencies noted immediately

the Liquid Tears bottle and prepared medications
for Resident #17 who shared a room with _ .
Resident#16. After LN #1 had prepared F431 The DON will monitor any reported
Resident #17's medications, she locked the deficiencies for paiterns. If any paiterns of
medication cart and re-entered the residents' deficient behavior are ideniified they will
room, however left the medications, which had be addressed.

been prepared for Resident #16, sitting on top of
the cart in the hallway. Several staff members,
residents and visitors were observed in the
hallway at this time.

The results of the moniforing activify will be
reported to the qualily assurance commiittee
on a gquarterly basis by the DON

Once LN #1 had finished adiministering Resident f
#17's medications, she came back out into the
hallway, reirleved Resident #16's medications
from the top of the cart, returned to the residents'
room and administered Resident #16's
medicaticns at 8:05 a.m.

During an interview on 01/19/11 at 8:07 am., LN
#1 stated the Liquid Tears were intended for
Resident #15 and had been left out on the cart as
a reminder for the LN to give them iater that
morning. LN #1 further stated she knew she was
not supposed to leave medications on {op of the
cart unattended, but thought they might spill if

placed back into medication cart's drawer. 1dd1 l. Address how corrective action will be
accomplished for those residents found to have

During an interview on 01/20/11 at 10:20 a.m., been affected by the deficient practice:

the Director of Nursing stated the facility had no

specific policy regarding leaving medications out All ficensed murses will be educated on the

in the open on the cart unattended. The DON manufacturers’  recommended practice  for

cleaning and seonitation of the glucometer
equipment. In addition, all licensed staff will be
educated on facility cleaning and disinfection | 3312011

further stated this was a standard of practice that
should have been learned in nursing school. i

F 441 483.65 INFECTION CONTROL, PREVENT procedures as well as sharps disposal and

$8=J | SPREAD, LINENS proper hand washing prior o caring for

residents. Physicians caring for Residenis #18

The facility must establish and maintain an and 19 have been notified of the deficient
Infection Control Program designed to provide a practice.

l
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Com'“”e‘_i From page 27 . 2, Address how corrective action will be
safe, sanitary and comfortable environment and accomplished for those residents having
to help prevent the development and iransmission| F441 potential io be affected by the same deficient
of disease and infection. practice:
{a) Infection Control Pl;ogram All licensed nurses will be educated on the
The facility must establish an Infection Control manufacturers’ recommended practice for
Program under which it - cleaning and sanitation of the glucometer
(1) Investigates, controls, and prevents infections equipment.  In addition, all licensed staff
in the facility; will be educated on facility cleaning and
{2) Decides what procedures, such as isolation, disinfection procedures as well as sharps
should be applied to an individual resident; and disposal and proper hand washing prior fo
{3) Maintains a record of incidents and corrective caring jor residentis. 373172011
actions related to infections.
Fd41 3. Address what measures will be put into place
(b) Preventing Spread of Infection or what systemic changes you will make to
(1) When the Infection Gontrol Program ensure that the deficient practice does not
determines that a resident needs isolation to oceur:
prevent the spread of infection, the facility must ] ] ] .
isolate the resident. Al licensed nurses will be itrained on the
(2) The facility must prohibit employees with a manu_{bctm-ers re?on?mended practice  for
communicable disease or infecied skin lesions cleaning and sanitation of the glucomeler
¢ direct tact with ident their food. if eq2uipment prior to performing procedures on
r_om Iréct con ?C wi r':%S[ en.s or iheir ood, | residents and anmually during the annual skills
direct contggt will transml_t the disease. . Jair. The annual iraining will be conducted by 3312011
(3) The facility mUE"_t require staif to wash their _ members of the laboratory siaff or the Infection
hands aiter each direct resident coniact for which Conirol Norse or the Education Coordinator or
hand washing is indicated by accepted a member of Nursing Adminisiration.
professicnal practice.
Fdd1 4, Tndicate how the facility plans to monitor its
; formance to make sure that solutions arg
{c) Linens pertol a
Personnel must handle, store, process and sustained. The facility must develop a plan for
t i ¢ tth d of ensuring that correction is achieved and
,ranSPor INens so as [o prevent the spread o susizined. The plan must be implemented and
infection. the corrective action evaluated for iis
effectiveness. The PoC is integraied into the
quality assurance system of the facility.
This REQUIREMENT is not met as evidenced
by:
Based on observations, staff interviews and
record reviews the facility staif failed to clean or
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diSin_fed the bload glucose meter (used to The Infection Control Nurse or a member
mo,mtor sugar Ieve!s) for two (2) of four (4) . of Nursing Management will randomly
residents that required blood glucose monitoring monitor the nurses performing blood
(Residenis #18 and 19), failed to prop.erly d:quse ghicose checks at least 3 fimes @ week,
used lancets (used to puncture the skin to obtain Random checks will be rotated by day of
a blood sampls) and perform hand hygiene week, shif and testing frequency so as 1o
before and after checkl_ng the blood sugars for observe as many different Licensed Nurses
three (3) of four (4) residents (Resident# 17, 18 as possible, with the goal being to observe
and 19). The facility staff failed to do hand N 3/31/2011
; Y £ PO : each Licensed Nurse at least once per ,
hygiene before drawmg_ up insulin in a syringe for quarter. For Licensed Nurse #2, specific
one (1) of three (3} residents (Resident #17). monitoring will occur at least weekly for
. one quarier, then at least monthly for one
Irpmedlate Jeopardy begar} on 01718/11 when quarter then af least quarterly there after.
Licensed Nurse (LN) #2 failed to clean and (please note that Licensed Nuse #2is
disinfect the blood glucose meter (glucometer) F441 currently on a leave of absence, upon this
and failed to wash her hands before or after using employf.:ves return fo work the monitorin o
the g_lucometer or using single use_lancets fo plan outlined in the PoC will be
obtain fresh blood samples to monitor the blood implemented) The monitoring for all
Lol s il o on sy
when the facility provided and implemented a policy as well as manyfacturer and CDC
divle all tY P f l 'mp_?h ; e_“ recommendations  for device use and
credivie allegation of compltance. 1he raciilly F441 cleaning, hand washing, and sharps
remains out of compliance at a lower scope and disposal. Any deficient practices nofed
severily level of D (an _isolated deficiency, no will be addressed immediately with the
actual arm with potentia! for more than minimal . )
p - T Nurse and reported fo the DON.
harm that is not immediate jeopardy) to ensure
monitoring of systems which were put into place
and the completion of employee training.
The findings are:
A facility policy dated July 7, 2010 and entitled
"Exposure Plan: Prograrm Administration”
specified, in part that "the infection
control/employee health nurse is responsible for
implementing the exposure control plan. Those
employees who are determined to have
occupational exposure to blood or other !
potentially infectious materials must comply with
Event ID: Y9211
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the procedures and work practices outlined in the
expgsure control plan. Enf)ployees are The results of the random monitoring will
responsible for using personal protective I be recorded on the Glucose Monitoring
equipment appropriately.” i Process Observations Log. Deviations
Jrom established practice will result in
A facility policy dated August 5, 2010 and entitled immediate in-service education training by
"Standard Precautions" specified, the Infection Control Nurse or a member of
"Clean/disinfect reusable patient equipment Nursing Management before a resident is
between each patient use with the facility e-‘fl’f’sed to improperly cleaned  or
approved disinfectant. Discard single use items disinfected equipment. The DON  will
appropriately after use." monifor reporis from the Infection Control
Nurse and educate staff as applicable.
A facility policy dated August 5, 2010 and entitied Reporis of the random monitoring will be | 43,4,
"Hand Washing and Hand Hygiene" specified the ; presented  to  the  facility’s  quality
following; "Decontaminate/Cleanse hands before | assurance commiltee on @ quarierly basis
preparing or administering medications and by the DON.
before applying and after removing gloves."

An Infeciion Prevention and Confrol Plan dated
August 5, 2010 read in part, "Direct referrals from
nursing staff ars also utilized to identify potential
concerns. Employees’ compliance with standard
precautions, hand hygiene, and transmission
based precautions can impact the iransmission of |
disease and infection. Compliance is strongly
encouraged and reviewed."

A facility policy dated August 31, 2010 and
entitled "Blood Glucose: Accu-Check Inform
System” specified the following; "Wipe down the
meter between each patient using a sani-cloth."

An e-mail dated November 30, 2010 sent from
the infection control nurse to all users revealed
instructions to staff to "clean glucometers with |
alcohol between residenis.”

Review of a facility staff roster of facility nurses
provided on 03/07/11 specified that there were a
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total of fourteen (14) licensed nurses employed to
work in the facility full-time or as needed.

1. On 01/18/11 Licensed Nurse {LN) #2 was
continuously observed from 4:40 p.m. to 5:02
p.m. The following observations were made
during this continuous observation:

On 01/18/11 at 4:40 p.m., LN #2 was observed
placing a medication cart at the facility's nurse's
station. While at the nurse’s station LN #2 was
not observed to perform any hand hygiene and
picked up a box containing a blood glucose meter
{glucometer). LN #2 was observed to carry the
hox into Resident #17's room. After entering the
resident's room LN #2 placed the box on the
resident's overbed table, put on gloves, removed
the glucometer from the box, used a single use
lancet to prick the skin on one of Resident #17's
fingers {o obtain a blood sample, placed the hlood
sample in the glucometer tc check the resident’s
blood sugar level and placed the used lancet inio
her pocket. LN #2 then placed the glucometer
back into the box, removed her gloves and exited
the resident's room without washing her hands or
cleaning and disinfeciing the glucometer.
Continued observations of LN #2 revealed she
did not perform any hand hygiene in befween
leaving Resident #17's room and proceeding fo
assist Resident #18 in her room.

On 01/18/11 at 4:46 p.m., LN #2 was observed to |
enter Resident #18's room carrying the box that
contained the same glucometer that she used to
monitor Resident #17's blood sugar level. After
entering Resident #18's room LN #2 placed the
box on the resident's overbed table, put on
gloves, removed the glucometer from the hox,
used a new single use lancet to prick the skin on
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one of Resident #18's fingers to obtain a blood
sample, placed the blood sample in the
glucometer fo check the resident's blood sugar
level and placed the used lancet into her pocket.
LN #2 then placed the glucometer back into the
box, removed her gloves and exited the resident’s
room without cleaning and disinfecting the
glucometer or washing her hands. Continued
ohservations of LN #2 revealed she did not
perform any hand hygiene in between leaving
Resident #18's room and proceeding to assis{
Resident #19.

On 01118/11 at 4:52 p.m., LN #2 was observed to
assist Resident #192 from the facility's main dining
raom to her room. After entering Resident #19's
room LN #2 placed the box containing the
glucometer on the resident's overbed table, put
on gloves, removed the glucometer frem the box,
used a single use lancet to prick the skin on one
of Resident #19's fingers to obtain a blocd
sampie, placed the blood sample in the
glucometer to check the resident's blood sugar
level and placed the used lancet into her pocket.
LN #2 then placed the glucometer back into the
box, removed her gloves and exited the resident's
room without cleaning and disinfecting the
giucometer or washing her hands. |

On 01/18/11 at 5:02 p.m., LN #2 was observed fo
carry the blood glucose meter to the nurse's
station, take the used lancets out of her pocket
and placed them in a sharps box located on a
medication cart. During this continuous
twenty-two (22) minute cbservation of LN #2 she
was not observed to wash or sanitize her hands
and failed to clean or disinfect the glucometer that
she utilized to monitor the bleod sugar levels of
Residents #17, #18 and #19,

i
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On 01/18/11 at 5:08 p.m. LN #2 was interviewed,
LN #2 stated that she was "so nervous" and didn't
realize she did not clean or disinfect the blood
glucose meter or wash her hands. LN #2 also
stated that she placed the lancets in her pocket
because, "they did not have sharps containers in
the resident's rooms." Further interview with LN
#2 on 03/08/11 at 1:45 p.m. revealed she had
received fraining on how o properily use and
clean glucometer prior to 01/18/11. LN #2
confirmed that on 01/18/11 she did nct properly
clean or disinfect the glucometer or wash her
hands when she used a glucometer fo check the |
blood sugars for Residents #17, #18 and #19. LN i
#2 staled that after this incident she was
instructed that alcohol was not suificient to
disinfect the glucometer and that she must use a
sanicloth to disinfect the glucometer.

An interview on 0/18/11 at 5:16 p.m., with the
Chief Nursing Officer (CNO) revealed it was her
expectation that the nurses should clean and
disinfect the blood glucose meter between each
resident. She stated that it was also her
expectation thai the nurses should wash their
hands before pulling on gloves and after taking
them off. She further stated that they should have
a mechanism in place to dispose of the lancets
and they should not put them in their pockets.

An interview on 01/18/11 at 5:25 p.m. with a
medication nurse revealed that Residents #17,
#18 and #19 had diagnoses which included
diabetes, buf did not have any diagnoses which
involved blood borne pathogens. i

|
An interview on 01/19/11 at 11:15 a.m. with the !
Director of Nuwrses (DON) revealed it was her
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expectation that lhe nurses should clean and
disinfect the glucometers between residents and |
they should dispose of the lancets in the sharps
container located on the medication cart. The
DON specified that staff were to disinfect the
glucometer by using a sanicloth-wipe. She stated
that nurses should also wash their hands befare
puiting on gloves and after {aking them off.

On 03/07/11 at 12:30 p.m. an interview was
conducted with the facility's infection contrel
nurse. The infection control nurse stated that on
01/18/11 LN #2 should have used a sani-cloth to
clean and disinfect the glucometer between each
resident and should have placed the used lancets
in the sharps box and not in her pocket. She
stated that before 01/18/11 the laboratory staff
instructed the nurses on using the glucometer,
but the importance of cleaning and disinfecting
the glucometer was not stressed at the level it
was now. She explained that since 01/18/11 she
provided infection control information (including )
alucometer cleaning and disinfecting) to the
nursing staff in the form of handouts and e-mails
as she received information from varicus
sources. She stated that the facility's policy
entitled "Blood Glucose: Accu-Chek Inform
Systern" was revised on 01/19/11 and now
included additional information about cleaning
and disinfecting the glucometer. The facility's
revised policy now specified for staff the products,
which were listed in the glucometer's !
manufacturer information, as being approved for
effectively disinfecting the glucometer, with the
"sani-cloth" being one of the approved
disinfecting products. The infection control nurse
specified that this issue and policy change was
also added to the employee annual inservice
training. The infection control nurse stated that on
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01/24/11 she had a one on one inservice with LN
#2 regarding cleaning and disinfecting of
giucometers by using a sani-cloth and had
discussed this issue with other nurses after that
time. She explained that LN #2 was required to
create a presentation on glucometer cleaning and
disinfecting and to provide an inservice on this
fopic to the other nurses on 02/10/11. The
infection control nurse verified that prior to
01/18/11 there was no monitoring of glucometer
cleaning or disinfecting, but she starfed
monitoring this process after 01/20/11. The
infection control nurse explained that she was
now monitoring how the nurses utilize, clean and
disinfect the glucometer three days per week by
either performing direct observations or by having
staff explain how they performed this procedure.
She specified that a monitoring log sheet was
created to record her observaltions, but this log
had not been implemented.

On 03/07/11 at 12:45 p.m. an interview with the
Chief Nursing Officer verified that only six (6)
licensed nurses out of a total of fourteen (14),
employed by the facllity, had been inserviced on
glucometer cleaning and disinfecting as of March
7, 2011,

The Administrator was noiified of the immediate
Jeopardy on 3/07/11 at 12:00 p.m. The facility |
provided a credible allegation of compliance on
308111 at 1:00 p.m. The following interventions
were put into place by the facility to remove the
Immediate Jeopardy:

On January 18, 2011 Licensed Nurse #2 was
observed to be deficient in processes relating to
the proper cleaning and disinfecting of a
glucometer for residents #18 and #19. These
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observations occurred between 4:40pm and
4:52pm. The Chief Nursing Officer was informed
of this deficient practice at 5:15pm and
immediately counseled Licensed Nurse #2 on
facility policy as well as manufacturer and the
Center's for Disease Coniro} (CDC)
recommendations for device use, cleaning and
disinfecting, hand washing, and sharps disposal.

During the fime of the survey there were 10
residents who were receiving routine finger stick
blood glucose measurements per physician
order. Following the exit conference for the
survey on January 20, 2011 the facility's Medical
Director was notified of the potential citations. No
orders were received at that time to perform
additional tesfing of the residents. i

On January 19, 2011 the Director of Nursing and
the Clinical Supervisor met with Licensed Nurse
#2 at 2:50pm prior to the beginning of her shift fo
reinforce the education provided on facility policy
as well as manufacturer and CDC
recommendations for glucometer use, cleaning
and disinfecting, hand washing, and sharps
disposal.

On January 19, 2011 the facility wide policy on |
use of glucometers was revised to include
manufacturer and CDC recornmendations for
glucometer use and cleaning. This revised policy
will be used to train all employees who ufilize
glucometers fo perform finger siick bleod sugar
testing during routine annual competency fraining
at the employee's skills fair which will be offered
in May 2011. AMH Segraves utilizes Licensed
Nurses exclusively to perform finger stick blood
glucose testing. New employees who will have

responsibility to provide finger stick blood sugar i
l
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testing with glucometers will be trained on the
revised glucometer process as they complete
their orientation.

On January 20, 2011 The Director of Nursing
composed and sent an e-mail to all licensed staff
detalling the steps each employee must follow
when utilizing the glucometer.

On January 24, 2011 Licensed Nurse #2 was
provided one on one educafion by the facility
Infection Control Nurse. This education covered
glucometer cleaning and disinfecting and
appropriate handling and disposal of used single
use lancets. To reinforce the recent training
Licensed Nurse #2 prepared an in-service
program expiaining the facility’s policy as well as
manufacturer and CDC recommendations for
device use, cleaning and disinfecting, hand
washing, and single use lancet disposal. This
in-service training was presented on February 10,
2011,

Cn January 26, 2011 the CDC recommendations
for infection-control and safe injection practices
were provided, via handout, to all licensed staif at
Ashe Memorial Hospital and Segraves Care
Cenler by the Infection Coniro! Nurse.

On February 2, 2011 the Education Coocrdinator
and the Infection Control Nurse met with the
Licensed Nurse #2 to review the in-service
education program which had been developed to
frain licensed sfaff on the proper cleaning
techniques for glucometer cleaning and
disinfecting and appropriate handling and
disposal of used single use lancets. During this
meeting the information to be provided was
reviewed as well as handouts that would be

FORM CMS-2667(0:2-99) Pravious Verslons Obsolete Event ID; Y92V11 Facility 1D: 942944 K continuatlon sheet Page 37 of 41



PRINTED: 03/21/2011

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 (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING
345424 03/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

200 HOSPITAL AVE

AMH SEGRAVES CARE CENTER JEFFERSON, NG 28640

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 37 F 441

provided to the licensed staff.

On February 10, 2011 the in-service program was
presented fo six members of the licensed staff.
This training program was menitored by the
Director of Nursing. In addition to the glucometer
and hand washing in-service additional
information on Fagility policy for disposal of single
use lancets and safely syringes was provided.
During the in-service training program Licensed
Nurse #2 demonstrated the cleaning and
sanitation of the glucometer utilizing facility policy
as well as manufacturer and CDC
recommendations. On March 7, 2011 three of the
remaining six licensed staff, were in-serviced on
the cleaning and disinfecting of glucometers.
This training was conducted one on one with staff
who were working or were scheduled to work that
day by the Chief Nursing Officer and/or the
Director of Nursing. The remaining four staff
members will be in-serviced one on one with
return demonstration, prior to their next working
shift by the Director of Nursing or the Clinical
Supervisor.

On February 11, 2011 o assist the staff in
maintaining the appropriate supplies needed, a
cart will be provided for the nursing staff to utilize
for ali resident glucometer checks. The cart
includes space for the glucometer, gloves, hand
sanitizer equipment cleaning supplies, and a
sharps disposal container, The glucometer cart
will be stored, when not it use, in the Madication
room,

Effective February 23, 2011 the Infection Control
Nurse began randomly monitoring the nurses

performing blocd glucose checks at least 3 times
a week. Random checks will be rotated by day of
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week, shift and festing frequency so as to
observe as many different Licensed Nurses as
possible, with the goal being to ohserve each
Licensed Nurse at least once per quarter. For
Licensed Nurse #2, specific monitoring will occur
at least weekly for one quarter, then at least
monthly for one quarter then at least quarterly
there after. The monitoring for all Licensed
Nurses will focus on facility policy as well as '
manufacturer and CDC recommendations for I
device use and cleaning, hand washing, and
sharps disposal. Any deficient praclices noted
will be addressed immediately with the Nurse and
reported to the DON.

Efiective March 8, 2011 the Infection Control
Nurse's monitoring will be recorded on the
Glucose Monitoring Process Observations Log.
Deviations from established practice will resultin |
immediale in-service education training by the
Infection Control Nurse before a resident is
exposed to improperly cleaned or disinfected
equipment, The DON will monitor reports from the
Infection Control Nurse and educate staff as
applicable.

immediate Jeopardy was removed on 03/08/11 at
5:30 p.m. A review of the facility's policy revealed |
that it had been revisaed on 01/19/11 to reflect
additional information regarding cleaning and
disinfecting glucometers and specifically to "wipe
down the analyzer between each patient using
sani-cloth." Review of the glucometer's
manufacturer information revealed that the
“sani-cloth", which was approved by the
Environmental Protection Agency (EPA), mef the
i manufacturer's criteria as being an approved
product fo disinfect the glucometer. A review of
in-service attendance records and education

1
1
1
1

FORM CMS-2567(02-99) Previcus Verslons Obsoleta Event 1D: Y92v1 Facility 1D: 942944 If continuatlon sheet Page 39 of 41



PRINTED: 03/21/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
345424 03/08/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 HOSPITAL AVE
AMH SEGRAVES CARE CENTER
JEFFERSON, NC 28640
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION (%8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTWVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 39 F 441

records verified that nurses were trained on
cleaning and disinfecting glucometers. Interviews
with Licensed nursing staff, who worked on the
day, avening and night shifis confirmed that they
had received recent training on how to correctly
utilize, clean and disinfect a glucometer to
prevent the spread of infecticns and correctly
explained how o disinfect glucometers by using a
sani cloth. Chservations of licensed nurses, using
a glucometer to menitor blood sugar levels,
revealed that the glucometer was correcily used,
cleaned and disinfected with a sani cloth to
prevent the spread of infections.

2. During observation of medication pass for
Resident#17 on 01/18/11 ai 5:05 p.m., LN #2 .
removed a vial of insulin from the medication
refrigerator. She verified the resident's name on
the vial, cleaned the top of it with an alcohol swab
and drew up two (2) units of insulin. She put the
vial back in the refrigerator, took the syringe to
the resident's room and gave the injection to the
resident, Prior fo the procedure LN #2 did not
wash her hands before drawing up the insulin in
the syringe.

An interview on 01/18/11 at 5:08 p.m., LN #2
stated that she was "sc nervous" and didn't
realize that she had not washed her hands.

An interview on 01/18/11 at 5:15 p.m., with the
Chief Nursing Officer (CNO) revealed it was her
expectation that the nurses should wash their
hands before putting on gloves and after taking
them off.

An interview on 01/19/11 at 11:15 a.m., with the
Director of Nurses {DON) revealed it was her
expectation that the nurses should wash their
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