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F 279 | 483.20(d), 463.20(k)(1) DEVELOP F279) This facility acknowledges receipt of the

$s=D | COMPREHENSIVE CARE PLANS Statement of Deficiencles and proposes

this Plan of Correction to the extent that
the summary of findings is factually
correct and in order to maintain
compliance with applicable rules and

- { A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care provislons of quality of care of residents. _—
planfor.eachresiientihatincludes measurabla:- 2 THPRN OE CortSctioi i soBmttéadsia- |+ i
.objectives and timatables to meet a rasident's written allegation of compliance.
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensiva Qur response to this Statement of
assessment, Deficiencies does not denote agreement
with the Statement of Deficiencies nor
The care plan must describe the services that are does it constitute an admission that any

to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise

deficiency is accurate. Further, this
facility reserves the right to refute any of
the deficiencies on this Statement of

be required under §483.25 but are not provided Deficlencies through Informal Dispute
due to the tesldent's exercise of rights under Resolution, formal appeal procedure
§483.10, including the right to refuse treatment and/or any other administrative or legal
under §483,10(b)(4}. proceeding

) ) _ F 279—483.20 (k) (1) DEVELOP
:;:‘FS REQUIREMENT is not met as evidencad COMPREHENSIVE CARE PLANS

1 Based-on-observations, staffinterviews and .
record review the facllity failed to care plan Compliance Date 4/15/2011
behaviors or interventions to care for the resident
exhibiting disrobing behaviors for 1 of 16 sampled 1. The care plan for Resident # 161
res!dents (Resic.ient # 161) whose care plan was was revised to include noted
reviewed. Findings include: -
behaviors.

Resident # 161 was admitted on 10/ 5/10 with
curr'zulative.diagnosefs of status post molor'vghrcie 2. 100% audit of Resident Care
accldent with frontal impact and subarachnoid
hemorrhage. plans completed to assure

behaviors demonstrated are on
The resident's primary care physician complsted

ORATORY DIREGTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE

C 2 enmpr— S Noosriany ¢ ames Anmwsranene Y- (3 -80(

Anf deficidney slate‘vanl nding with an as!eésk ('} denctes a deficlency which lre institution may be excused from cortecling providing it is determined that
offier safegliards pro l§ sWificient protection to the patlents. {See instructions.) Except for nursing homes, the findings sialed above are disclosable 90 days
fol e date of surVey.whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correclion are disclosable 14
days following the dale these documants are made available o the facllity. {f deficiencles are cited, an approved plan of correction Is requisite to continued
program pardicipation.
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k279 C‘;T":‘“ed de‘: 9?9?1 o811, Undor the F219]  the care plan and appropriate

a history and physical on . Unde in . .

PHYSICAL EXAM, the physician documented terventions are in place.

under PSYCHIATRIC, that Resident # 161 had no )

apparent disorder of mood or affect. He added 3. The MDS Coordinator and the

the resident was alert and oriented to person and MDS .

X nu

significantly less oriented to place and time. ) _rse have been r etrained

Undar ASSESSMENT; the physicjan had written- | - Oonrevision of care plans to. -

‘dementia; status post subarachinoid Hemorttiage: : - inclide Behaviors,

The presence of behaviors was not mentioned.

On 10/21/10 at 7:35 PM, the nurse's notes 4. The Director of Nursing, and the

indicated Resident # 161 was picking at the MDS nurse will perform random "I

covers, was anxious and was stripping off his audits of resident care plans

clothing. There was no indication the nurse

altempted to engage the resident in diversional weekly x4, monthly x 3 and then

aclivities. The behaviors or interventions to quarterly or as-determined by the
address the behaviors were not added to the care :

monthl
plan. _ y Qi committee based on

results of the audits.

The Admission Minimum Data Set (MDS) for

Resident # 161, dated 10/22/10, indicated he had The results : .
significant cognitive impairment. He was not of the audits will be

coded as having signs and symptoms of delifium reporte.d to the Quarterly QA

or behaviors. The resident did not trigger Executive Committee and

Behavioral Symptoms on the Care Area adjustments made

-} Assessment Summary, therefore,.a tare plan for de{e ined as

behaviors was not generated. m;‘ ned to maintain
compliance.

£5%
ot

A nurse’s note for 10/25/10 at 9:45 PM, indicated
Resident # 161 would pick at anything within
reach and continued to take off his clothing.
There was no documentation intervention or
diversion was attempted. The disrobing and/for
interventions to assist staff in dealing with the
disrobing was not added to the care plan.

Nurse's notes dated 11/05/10 at 4:10 PM,
indlcated Resident # 161 pulled his gown off and
pushed the covering back several imes. There

FORM CMS-2567({02-99) Previous Versions Obsolele Event 1D:2K3211 Facifity ID: 923075 If continuation sheet Page 2 of 23
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was no documentation of attempts of diversion.
The disrobing was not addressed in the care plan.

On 11/10/10, the resident was seen by the
physician again for significant agitation. The
physician added the resident was frequently seen
: to be stripping.off his.clothes._ Under...
PSYCHIATRIC, thg physician dicumenfed the
resident had significant dementia and that
Resident # 161 was not agitated at the time of the
exam. The plan was to increase the Seroquet to
25 milligrams {mg) twice daily. The resident's
agitation or behavior of disrobing was not added
to the care plan. There were no interventions to
assist the staff in dealing with the disrobing.

Progress Notes for the Interdisciplinary Care Plan
team from 11/05/10 through 04/07/11 were
reviewed. There was no indication the resident
had behavioral symptoms. There wete no
interventions to treat any behavioral symptoms
discussed and there was no indication the
resident received an antipsychotic medication.
Interventions for the behavior of disrobing were
not added to the care plan.

During the consultant pharmacist DRUG
REGIMEN INITIAL REVIEW dated 11/18/10, the
pharmacist questioned the indication for the
antipsychotic medication.

The resident's care plan with a date of 02/22/11,
did not address any behaviors for Resident # 161.
The care plan did not address
non-pharmaceutical interventions to deal with
Resident # 161's disrobing.

Physiclan orders for March 2011 included
Seroquel 25 mg per GT twice daily. The order
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F 279 | Continued From page 3
had a start date of 11/10/10.

An observation was made on 09/23/11 at 9:.07
AM. Resident # 161 was lying quietly in bed with
his eyes open. The resident was "picking” at the
sheets,

Anobiservatitn was made of tie residsnt on
03/23/11 at 4:07 PM. The resident was silting
quietly in a geriatric chair.

On 03/24/11 at 8:49 AM, Resident # 161 was
lylng in bed. No behaviors were observed. At
10:15 AM, the resident remained in bed. No
behaviors were observed.

An interview was held with the Director of Nursing
(DON}) on 03/24/11 at 2:41 PM. She stated
behaviors should be care planned.

An interview was held with the MDS Coordinator
on 03/24/11 at 4:17 PM. The MDS Coordinator
stated issues such as welght loss and pressure
ulcers were care planned. The MDS Coordinator .
stated unless the nurse had documented

| behaviors during the MDS-assessment-period

she would not care plan behaviors, even if
medigcation were being given.

F 281 | 483.20{k)(3)(i) SERVICES PROVIDED MEET
§8=D | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professional standards of quality.

This REQUIREMENT is not met as evidencad
by:

Based on observations, staff interviews and
record review, the facility failed to follow

F 279

F 281
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physician's orders in flushing a gastrostomy tube
after medication administration for 1 of 4 sampled
residents (Resident #170) who was observed on
medication pass. Findings include;

The facility policy, titted GASTROSTOMY TUBE
FEEDING -BOLUS, dated 02/2007, indicated

'unider Procedure; Paragraph number & that

installation of formula or medication should be
followed with 30 to 60cces {cubic centimeters) of
water.

Resident # 170 was admitted on 12/03/10 with
cumulative diagnoses of anoxic encephalopathy,
carebrovascular accident and status post
placement of a gastrostory tube (GT).

The resident's care plan, dated 0211411,
indicated water flushed should be administered
per physician's orders.

The March 2011 orders for Resident #170
included an entry fo fAlush the resident's GT with
50 mi {milliliters) of water before and after
medications were given.

Nurse #1 was observed, on 03/23/11 at 9:23 AM,
administering Resident # 170's medication via his
GT. The nurse checked for patency of the tube
prior to administration by instilling approximately
30c¢c of water Into the GT. Nurse #1 then poured
Vitamin G into the GT followed by a cup of
crushed pills that had been mixed with water.
After that, Nurse #1 administered diluted
potassium and lastly a protein supplement mixed
with water. The nurse did not flush the GT after
each medication nor after completion of the
profein supplament. The resident's tube feeding
was then started.

F-281- 483.20 (k) (3) (i)

SERVICES PROVIDED MEET
PROFESSIONAL STANDARDS

Compliance Date 4/08/2011

1. Nurse #1 has been trained
regarding the policies and
procedures for proper ,
Gastrostomy tube care to include
flushes and medication
administration.

2. A 100% in-service of licensed

nursing staff has been

- completed regarding the policies
and procedures for Gastrostomy
tube care including flushes and
medication administration.
Training will continue bi-annually
to assure compliance.

3. The Director of Nursing, the
Assistant Director of Nursing and
other Administrative nursing staff
will perform random audits 2 x
weekly for 4 weeks, once weekly
for 4 weeks and then monthly x 3
months or as determined by the

X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION o)
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F 281 | Confinued From page 4 F 281
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QI committee based on audit

An interview was held with Nurse #1 on 03/23/11 results.

at 4:18 PM. She stated the policy was to flush the
GT before and after medications were given. 4. The results of the audit will be

Nurse #1 stated she had forgotten to flush the GT
after completion of her medication administration. pr eser‘lted to the Quarterly QA
committee and adjustmentis

Arnrinterview was fieidwith the Divectorof Nursirg- ’ ' made to the audits as
{DON) on 03/23/11 at 5:42 PM. The DON stated . P
she expected nurses to check for GT patency by detem?med to maintain
flushing with water prior to medication compliance.
administration and thery flush the GT after

.| comptetion of medication administration.

If medications were given separately, the
expactation would be to clear the GT after each
medication. The DON stated if the protein
supplement was the last thing given to Resident #
170, the expectation would be to clear the GT
prior to beginning the tube feeding.

F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM F 32¢
§8=D | UNNECESSARY DRUGS

Each resident's drug regimen must be fres from
unnecessary drugs, An unnecessary drug is any
drug when used in excessive dose (including

.{ duplicate therapy); orfor.excessive duration; or
without adequate monitoring; or without adequats
Indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary fo treat a specific condition
as diagnosed and documented in the ¢linical
record; and residents whao use antipsychotic
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drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
confraindicated; in an effort to discontinue these
drugs.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record reviews the facility failed to provide
justification for the use of an antipsychotic for 1 of
10 sampted residents (Resident # 161) thaf was
reviewed for unnecessary medication use.
Findings include:

Resident # 161 was admitted on 10/15/10 with
cumulative diagnoses of status post motor vehicle
accident with frontal impact and subarachnoid
hemorrhage.

The Hospital Discharge Summary, dated
10113110, indicated Resident # 161 received

‘| Seroquet-(an-antipsychoticmedication) 25

milligrams {mg) at bedtime. There was no
indication for the use of Seroquel in the discharge
summary.

The resident's primary care physician completed
a history and physical on 10/18/10. Past medical
history did not include a diagnosis to validate the
use of Seroquel. Current medications fisted
included Seroquel 25 mg daily. Under the
PHYSICAL EXAM, the physician documented

| under PSYCHIATRIC, that Resident # 161 had no

apparent disorder of mood or affect. He added
the resident was alert and oriented to person and

RESIDENT IS FREE FROM
UNNECESSARY DRUGS

Compliance Date 4/21/2011

1. Residént #1617 Had the'
medication discontinued by his
attending physician.

2. 100 percent audit of resident
medications with diagnosis list to
assure appropriate justification
for the use of the medications.

3. 100% of licensed nurses and
medication aides have been
trained to document on the
Behavior Documentation Sheets

- to specify demonstrated
behaviors as well as contacting
the attending physician for
diagnosis for ordered
medications. The attending
physician for the facility was
trained regarding documentation
of appropriate diagnosis for the
use of medications.
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F 329 | Continued From page 6 F 329} F-320—483.25 (l) DRUG REGIMEN

FORM CMS-2667(02-99) Previous Versions Obsolate

Evenl ID:2K3211

Facility iD: 923075

If continuation sheet Page 7 of 23




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

PRINTED: 04/08/2011
FORM APPROVED
OMB NO. 0938-0391

significantly less oriented to place and time.
Under ASSESSMENT, the physician had written
dementia, status post subarachnoid hemorrhage.,
There was no indication for the use of an
antipsychotic medication.

Nurse’s.notes.were reviewed,ffom. 10415/10.... -
through 16/20/10. There was no documentation
of behaviors for Resident # 161.

The NURSING PROGRESS NOTE, dated
10/24710 indicated the resident had no behaviors.

On 10/21/10 at 7:35 PM, the nurse's notes
indicated Resident # 161 was picking at the
covers, was anxiocus and was stripping off his
clothing. There was no indication the nurse
atternpted to engage the resident in diversional
activities.

The Admission Minimum Data Set (MDS) for
Resident # 161, dated 10/22/10, indicated he had
stgnificant cognitive impairment. He was not
coded as having signs and symptoms of delirium
or behaviors. The resident did not irigger

- v Behavioral Bympioms on the Care Area

Assessment Summary.

A nurse's note for 10/25/10 at 9:45 PM, indicated
Resident # 161 would pick at anything within
reach and continued to take off his clothing.
There was no documentation intervention or
diversion was attempted.

On 10/26/10, Resident # 161 was sent to the local
hospital for significant hypotension and hypoxia
{According to Delmar's Geriattic Nursing Care
Plans, Volume 1, Respiratory Status: Gas
Exchange, hypotension,restlessness and anxiely
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F 329 | Conlinued From page 7 F 329 The Director of Nursing, the

Assistant Director of Nursing and
other Administrative nursing staff
will audit the medications and
diagnosis lists of residents on a
weekly basis x 4 weeks, monthly
x 3 monttis-and:then quarterly or |-
as determined by the monthly Qi
committee based on results of
the audits. *

The results of the audits will be
reported to the quarterly QA
Executive Committee and
adjustments to the audits made
as determined to maintain
compliance.
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F 329

Continued From page 8

can be symptoms of hypoxia {fow oxygenation of
the blood}). The discharge summary, dated
1013110, indicated the resident had pneumonia,
There was no indication in the hospital discharge
summary for the use of Seroquel.

Nurse's notes dated 11/05/10 at 4:10 PM,.
indicated Resfdant #1617 pullad Hig gowrroffand
pushed the covering back several times. There
was no documentation of attempts of diversion.

The Physician's Progress Note, dated 11/08/10,
indicated Resident # 1 was seen for a rash on his
face. Under PSYCHIATRIC, the physician
indicated significant dementia. There was no
indication on the progress note for the use of an
antipsychotic. The diagnosis was herpes zoster
(otherwise known as shingles- a painful, blistering
skin rash. Pain can cause anxiety and
restlessness).

Review of nurse's notes between 11/08/10 and
11111110, did not indicate Resident # 161 had
exhibited any behaviors,

100 11410/10, the resident was seen by the

physiclan again for significant agitation. The
physician added the resident was frequently seen
to be stripping off his clothes. Under
PSYCHIATRIC, the physician documented the
resident had significant dementia and that
Resident # 161 was not agitated at the time of the
exam. The plan was to increase the Seroquel to
25 myg twice daily.

Progress Notes for the Interdisciplinary Care Plan
team from 11/05/10 through 01/07/11 were
reviewed. There was no indication the resident
had behavioral symptoms. There were no

F 329
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interventions to treat any behavioral symptoms
discussed and there was no indication the
resident received an antipsychotic medication.

During the consultant pharmacist DRUG
REGIMEN iNITIAL REVIEW,dated 11/18/10, the
 phamacist-questiened the indication for the
antipsychotic medication -

‘The November 2010 DOCUMENTATICN of
BEHAVIOR sheet did not indicate Resident # 161
had exhibited any behaviors.

On 12/01/10, at the request of the pharmacist, via
Pharmacy request, the resident's physician
indicated the indication for use of the
antipsychotic medication for Resident # 161 was
depression (on 11/10/10 the physician indicated
the Seroquel was for anxiety).

A NURSING PROGRESS NOTE,dated 12/02/10,
indicated the resident had no behavioral
symptoms. The assessment for 12/30/10 also
indicated Resident # 161 exhibited no behaviors.

- The PHARMACIST CHART REVIEW, dated
1216M90, indicated Resident # 161 had "visual
hallucinations shakes on floor." Nursing notes,
nursing progress notes, physician progress notes
or Documentation of Behavior sheets indicated
visual hallucinations.

On 01/21/11, the NURSING PROGRESS NOTE,
indicated Resident# 161 had no behaviors.

The 90 day Assessment, dated 01/21/11,
indicated the resident was severely cognitively
impaired. The assessment did not code Resident
# 161 as having behavioral symptoms.
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The DOCUMENTATION of BEHAVIOR SHEET
for December 2010 did not indicate Resident #
161 had behaviors.

Review of Social Work Progress Notes from
1170110 through 01/05H 1 did not indicate-
Residant #1611 exhibited Behaviors: -

DOCUMENTATION OF BEHAVIOR
SHEETS, dated for January and February 2011
did not have behaviors coded for Resident # 161.

The resident's care plan with a date of 02/22/11,
did not address any behaviors for Resident # 161.

Physiclian orders for March 2611 included
Seroquel 25 mg twice daily.

An observation was made on 09/23/11 at 8:07
AM. Resident # 161 was lying quietly in bed with
his eyes open. The resident was chserved
"picking" at the sheets,

An observation was made of the resident on
AL0323111.5614:07-PM. “The resident was sitting
quietly in a geriatric chair.

On 03/24/11 at 8:49 AM, Resident # 161 was
lying in bed. No behaviors were observed. At
10;15 AM, the resident remained in bed. No
behaviors were observed.

An interview was held with Nursing Assistant (NA)
# 1 0n03/24/11 at 10;22 AM. The NA has
worked at the facility for 2 years and is familiar
with the resident, caring for him on the 7 fo 3 shift.
The NA stated the resident did not have any types
of behaviors. The NA stated the resident had not
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exhibited behaviors as far as she knew since
admission. She stated the resident did not hit,
kick, refuse care or disrobe. She stated the
resident was alert and could respond when
spoken 1o, but could not perform any activities of
daily living.

An intarview was held with Narse # 2o 0312341
at 2:06 PM. She sfated resident behaviors were
documented on the Documentation of Behavior
Sheet, especially if on medication such as Ativan,
- .1 Risperdal, Seroquel. Nurse # 2 identified
Seroquel! as an antipsycholic medication that
would be given for behaviors including screaming,
yelling out, kicking, or resisting care. '
Documentation either needs fo be in the
documentation of behavior sheet or the nurse's
notes. Nurse # 2 stated Resident # 161 did have
hehaviors. The nurse added when the resident
was first admitted he wore an abdominal binder to
keep him from pulling his feeding tube out.

An intervisw was held with the Director of Nursing
(DON}) on 03/24/11 at 2:41 PM. The DON stated
indications for antipsychotic use include

. schizophrenia, bipolar, psychosis, hallucinations,
delusions, and excessive agitation to a point self
harm is possible. The DON stated nurses were
expected to document behaviors in the nurse's
notes and in the DOCUMENTATION of
BEHAVIOR sheet. The DON stated if a resident
experienced a change in behavior, the
expectation was for the nurses to assess for
urinary tract infection or pain. ¥f a resident was
removing clothes, the DON stated she expected
the nurse to take into account the temperature of
the room before giving or increasing medication.
After reviewing the documentation, the DON
acknowledged the documentation did not justify
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L sssk | STORERREPAREISERVE - SANITARY....

The facility muyst -

{1) Procure food from sources approved or
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 observation and staff interview the
facility failed to maintain the sirength of the
quaternary sanitizing solution in the
three-compariment sink system at levels
“1-acoeptable to the facility. Thefadility-also failed to
remove dried food from and discard sectional
plates with chipped dividing walls. Findings
include:

1. At9:23 AM on 03/23/11 the cock ran 2
measuring cup through the three-compartment
sink sanitizing system so she could use it in the
preparation of cornbread.

At 9:25 AM on 03/23M1 two small baking pans
were drying on the draining board of the
three-compartment sink system. Two pots, fwo
tray pans, one bowl, two plastic containers, and
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the use of an antipsychotic medication.
The nurse that wrote the notes describing the
resident's behavior was not available for
interview.
F 371 | 483.35(i) FOOD PROCURE, F 371
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utensils were in the quaternary sanitizing solution PROCURE
of the three-compariment sink. The solution was '
clear without any tint or clouding. A strip used fo STORE/PREPARE/SERVE—
check the strength of the sanitizing sofution only SANITARY

registered 150 parts per million (PPM). Atthis
fime, the dietary employee operating the sink

reporied the strip should read 200 PPV Sha. ..

stated tHe small Bakihg pans had alfeady been
fun through the thres-compartment sink system.
This employee also commented she thought
there had been problems with the sanitizing
solution dispensing system at the three .
compartment sink in the last month.

At 9:28 AM on 03/23/11 the quaternary sanitizing
solution in the three-compartment sink system
was remade. A strip used to check the strength
of the solulion registered 200 PPM,

At 9:32 AM on 03/23/11, after surveyor

fntervention, the small baking pans on the
draining board were run back through the
three-compartment sink sanitizing system.

At 9:50 AM on 03/23/11 three {ray pans and two

{-small baking pans were-n the quatemary

sanitizing solution of the thres-compartment sink.
A strip used to check the strength of the solution
only registered 150 PPM. At this time, the dietary
employae operating the three-compartment sink
stated the solution should register at least 200
PPM.

At 11:23 AM on 03/23/11 the service
representative for the kitchen sanilizing systems
stated he thought the dietary staff was adding
water fo the quaternary solution In the
three-compartment sink. He explained, after
making adjustments, the quaternary solution now

Compliance Date 4/21/2011

1. The Quaternary sanitizing
solution was corrected to proper
strength immediately upon
recognition.

2. The system that titrates the
sanitizing solution into the three
compartment sink is maintained
by Ecolab, who provides
professional provider of
sanitation services to
commercial kitchens. The
system was reviewed and

--calibrated-during survey-by the
Ecolab technician.

3. 100 percent of the kitchen staff
was trained to test for proper
concentration of the sanitizing
solution in the three
compariment sink to include that
the system is set to release the
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being dispensed through the hose into the sink
registered 200 - 300 PPM when a strip was
placed direcily under the hose.

At 3:28 PM on 03/24/11 the facility’s dietary
manager {DM}) stated she held in-services with
_her dietary staff atleastonca amonth._She.
commented the dietary staffwas trained to fill the
sanilizing sink of the three-compariment system
only with the quaternary solution running from the
hose of the dispenser. According to the DM, the
service representative had been out to repair the
three-compartment sink system several times in
the last couple of months due to problems. She
explained one time the sanitizing solution ran
continuously after the dispensing knob was
activated, and one time no sanitizing solution
wauld come out of the hose when the dispensing
knob was aclivated. The DM reported her staff
was trained to check sanitizing solutions every
two hours with strips to make sure they were
strong enough. She stated the strip readings
were recorded on a log.

AL 3:33 PM on 03/24/11 a dietary employee

| .commented there had been.problems with-the
three-compartment sink recently, but she was not
aware of any abrormal strip readings when the
sanitizing solution in the sink system.was
chacked. She stated strips used to check
quaternary sanilizing solutions should register
200 - 400 PPM. The employee also reported staff
was o check the strength of sanitizing solutions
every two hours, and the solutions were to be
remade when they became cloudy or dirty.
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the -audits made as determined

proper concentration of solution
without diluting.

The sanitizing solution will be
tested and the test results
recarded.on.the. audittoclinthe..
kitchen to include date, time of
test, results of test and who
tested. The Certified Dietary
Manager will monitor the audit
tool to assure compliance, and
will perform random solution
audits daily x 1 month, then
weekly x 1 month, then random
audits thereafter.

a

The resuits of the audits will be
presented to the Quarterly QA
committee and adjustments to

to maintain compliance.

All 11 damaged plates cited
were discarded immediately

100 percent audit of plates in the
kitchen was conducted to assure
no other damaged plates were

2. During inspection of kifchenware, beginning at found
11:06 AM on 03/23/11, 11 of 32 sectional plates )
had dried food particles on them, and 10 of 32
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sectional plates had chips in their dividing walls.
In addition, 1 of 32 sectional plates was cracked
along the dividing wall and bottom of the plate.

At 3:28 PM on 03/24/11 the facility's dietary
manager (DM) stated she held in-services with
her dietary staff at leasi-once-a month. She -
commented the distary staffwas-trainedto-notify -
the DM when damaged kitchenware was found.
The DM explained, if the damage could cause
harm to residents and there was money in the
budget to order replacements, then the
kitchenware was disposed of. The DM
commented chipped and cracked kitchenware
could cause residents to get cut or could provide
a place for bacteria {o harbor. According to the
DM, it was the responsibility of all dietary
employees to check kitchenware for damages.
She reported the last inspection point for the
kitchenware should be the trayline where the
cooks placed food into the kitchenware. The DM
stated the employee removing sanitized
kitchenware from the dish machine and the cooks
were supposed to check the kitchenware for dried
food particles. She explained if dried food

-{-particles were found infon kitchenware, the

kitchenware was to be run back through the dish
machine or three-compartment sink system to
clean and re-sanitize it.

At 3:33 PM on 03/24/11 a dietary employee
commented the DM had to okay the disposal of
damaged kitchenware, and even if could not be
thrown away, the kitchenware was not used or
replaced with alternate kitchenware which was
acceplable. The employee siated all distary staif
was responsible for checking kitchenware for
damages and dried food particles, but the cooks
who placed food in the kitchenware and the

3.

100 percent in-service of kitchen
staff regarding the discarding of
chipped and cracked plates.

The in-service to include
assuring plates are clean before.
being stored:-

Random audits of the plates in
the kitchen will be conducted by
the Certified Dietary Manager or
designee daily x 1 month, weekly
x 1 month, monthly x 3 months
or as determined by the monthly
QI committee.

The results of the audits will be
presented to the quarterly QA
committee and adjustments to
the audits made as determined
to maintain compliance.
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employses placing sanitized kitchenware up to
dry, after exiting the dish machine, were the most
likely employees to find chipped, cracked, and
dirty kitchenware. She commented chipped and
cracked kitchenware could cut residents or make
therm sick when bacteria collected in the
compromised surfaces:
F42871 483:60{c) DRUG REGIMEN REVIEW, REPORT ™ 281

ss=D | IRREGULAR, ACT ON

The drug regimen of each resident must be
re__'\giewed at least once a month by a licensed
phamacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

This REQUIREMENT is not met as evidenced
by:

Based on pharmacist interview and record review
-| the:facility’s consultant pharmadist-failed to report
to or make recommendations to the facility for 1
of 10 sampled residents (Resident # 161) who
received an unjustified anfipsychotic. Findings
Included:

Resident # 161 was admitted on 10/15/10 with
cumulative diagnoses of status post motor vehicle
accident with frontal impact and subarachnoid
hemorrhage.

The Hospilat Discharge Summary, dated
10/13110, indicated Resldent # 181 received
Seroquel (an antipsychotic medication) 25
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milligrams (mg) at bedtime. There was no
indication for the use of Seroquel in the discharge
summary.

The resident's primary care physician completed
a history and physicat on 10/18/10. Past medicat
history did-not include a diagnosis fo validate the
use-of Seroquel- Current madications fisted -
included Seroquel 25 mg daily. Under the
PHYSICAL EXAM, the physician documented
under PSYCHIATRIC, that Resident # 161 had no
apparent disorder of mood or affect. He added

.| the resident was alert and oriented to person and
significantly less oriented to place and time.
| Under ASSESSMENT, the physician had written

dementia, stafus post subarachnold hemorrhage.
There was no indication for the use of an
antipsychotic medication.

Nurse's notes were reviewed from 10/15/10
through 10/20/10. There was no documentation
of behaviors for Resident # 161.

The NURSING PROGRESS NOTE, dated
10/21/10 indicated the resident had no behaviors.

On 10121110 at 7:35 PM, the nurse's notes
indicated Resident # 161 was picking at the
covers, was anxious and was stripping off his
clothing. There was no indication the nurse
attempted to engage the resident in diversional
activities.

The Admission Minimum Data Set (MDS) for
Resident # 161, dated 10/22/10, indicated he had
significant cognitive impairment. He was not
coded as having signs and symptoms of delirium
or behaviors. The resident did not trigger
Behavioraf Symptoms on the Care Area

F 428—483.60 (c)
DRUG REGIMEN REVIEW

Compliance Date 4/14 12011

1

therapy through afocus on-site

On-4/6111 the Séroquet for-
Resident #1681 was discontinued
by the attending physician.

On 4/4/11, the pharmacy’s
Regional Clinical Manager
generated a list of all facility
residents with antipsychotic
orders from the pharmacy
computer system. The Regional
Clinical Pharmacy Manager
verified that all residents had an
appropriate documented
indication for antipsychotic

review.

The pharmacy’s Regional
Clinical Manager trained the
Consultant Pharmacist regarding
compliance with monthly on-site
chart reviews.
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Assessment Summary.

A nurse's note for 10/25/10 at 9:45 PM, indicated
Resident # 161 would pick at anything within
reach and continued to take off his clothing.
There was no documentation intervention or
diversion was attemptad.....

On 10/26/10, Resident # 161 was sent to the local
hospital for significant hypotension and hypoxia
(According fo Delmar's Geriatric Nursing Care
Plans, Volume 1, Respiratory Status: Gas
Exchange, hypotension,restlessness and anxiety
can be symptoms of hypoxia {low oxygenation of
the bloed)). The discharge summary, dated
10/31/10, indicated the resident had pneumonia.
There was no indication in the hospital discharge
summary for the use of Seroquel.

Nurse's notes dated 11/05/10 at 4:10 PM,
indicated Resident # 161 pulled his gown off and
pushed the covering back several times. There
was no documentation of attempts of diversion.

The Physician's Progress Note, dated 11/08/10,

H indicated Resident # 1-was-seen forarastyon-his

face. Under PSYCHIATRIC, the physician
indieated significant dementia. There was no
indication on the progress note for the use of an
antipsychotic. The diagnosis was herpes zoster
(otherwise known as shingles- a painful, blistering
skin rash. Pain can cause anxiety and
restlessness).

Review of nurse's notes between 11/08/10 and
11/11/10, did not indicate Resident # 161 had
exhibited any behaviors.

On 11/10/10, the resident was seen by the

were trained regarding the
documentation of a diagnosis for
all medications ordered for each
resident.

~ Bagifinifig witk the April 2011

medication regimen review, the
consultant pharmacist will
provide the facility with a list of
all residents that receive
antipsychotic therapy and note
the supporting documentation
supporting justification for that
therapy or specify action taken to
obtain that justification. This
information will be provided to
and reviewed by the facility's Ql
team monthly for three months
and then as directed by the QA
Executive Committee based on
the results of the audits.
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physician again for significant agitation. The
physician added the resident was frequently seen
1o be stripping off his clothes. Under
PSYCHIATRIC, the physician documented the
resident had significant dementia and that
Resident # 161 was not agitated at the time of the
exam. The plan was to increase the Seroquel {o
I5 mg twice daily:

Progress Nofes for the Interdisciplinary Care Plan
team frorn 11/05/40 through 01/07/11 were
reviewed. There was no indication the resident
had behavioral symptoms. There were no
interventions to treat any behavioral symptoms
discussed and there was no indication the
resident recaived an antipsychotic medicalion.

During the consultant pharmacist DRUG
REGIMEN INITIAL REVIEW,dated 11/18/10, the
phammacist questioned the indication for the
antipsychotic medication.

The November 2010 DOCUMENTATION of
BEHAVIOR sheet did not indicate Resident # 161
had exhibited any behaviors.

On 12/01#10, at the Tequest of the pharmacist, via
Pharmacy request, the resident’s physician
indicated the indication for use of the
antipsychotic medication for Resident # 161 was
depression {on 11/10/10 the physician indicated
the Seroquel was for anxiety).

A NURSING PROGRESS NOTE,dated 12/02/10,
indicated the resident had no behaviorat
symptoms. The assessment for 12/30/10 also
indicated Resident # 161 exhibited no behaviors.

The PHARMACIST CHART REVIEW, dated

F 428
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12/16/10, indicated Resident # 161 had "visual
hallucinations shakes on floor." Nursing notes,
nursing progress notes, physician progress notes
or Documentation of Behavior sheets indicated
visual hallucinations.

On 01/21/44; tha NURSING PROGRESS NOTE,.
‘indicated Residant#16°T Fad*rio befiavidrs:

Thea 90 day Assessment, dated 01/21/11,
indicated the resident was severely cognifively
impaired. The assessment did not code Resident
# 161 as having behavioral symptoms.

The DOCUMENTATION of BEHAVIOR SHEET
for December 2010 did not indicate Resident #
161 had behaviors.

Review of the Phammacist Chart Review, dated
01/21/11, did not indicate recommendations were
made or questions asked by the pharmacist
regarding the increase in the dose of Seroguel in
the absence of behaviors.

DOCUMENTATION OF BEHAVIOR
-SHEETS dated for.January.and Febnsay 2011
did not have behaviors coded for Resident # 161.

The Pharmacist Chart Review for 02/16/11 was
reviewed. There were no guestions or
recommendations made regarding Resident #
161's Seroquel,

An observation was made on 03/23/11 at 9:07
AM. Resident# 161 was lying quietly in bed with
his eyes open, The resident was observed
"nicking" at the sheets.

An observation was made of the resident on

F 428

FORM CMS-2567(02-99) Previous Versions Obsolete Event tD:2K3211

Facitty 1D: 923075 If continuation sheet Page 210f23



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

PRINTED: 04/08/2011
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIGNGIES (X1} PROVIDER/SUPPUERICLIA (X2 MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING
345146 0312412041
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WILLIAMSTON REHABILITATION & HEALTHCARE CENTER ¥19 GATLING STREEY
WILLIAMSTON, NC 27892
X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {5)
PREFIX {EACH DEFICIENCY MUST BE PRECGEDED BY FUEL PREF¥X {EACH CORREGTIVE ACTION SHOULD BE CGL:)PA-.FEUON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE

BEFICIENCY)

F 428 | Continued From page 21

03/23/11 at 4:07 PM. The resident was sitting -
quietly in a geriatric chair.

On 03/24/11 at 8:49 AM, Resident # 161 was
lying in bed. No behaviors were observed. At
10:15 AM, the resident remained in bed. No
behaviors were abserved.

An interview was heid with Nurse # 2 on 03/23/11
at 2:06 PM. She stated resident behaviors were
documented on the Documentation of Behavior
Sheet, especially if on medication such as Ativan,
Risperdal, Seroquel. Nurse # 2 identified
Seroquel as an antipsychotic medication that
would be given for behaviors including screaming,
yelling out, kicking, or resisting care.
Documentation either needs to be in the
documentation of behavior shest or he nurse's
notes. Nurse # 2 stated Resident # 161 did have
behaviors, The nurse added when the resident
was first admitted he wore an abdominat binder to
keep him from pulling his feeding tube out.

An interview was held with the consuitant
pharmacist on 03/24/11 at 2:22 PM. She stated
‘| the indications-for the use of an.antipsychotic
medication were intluded in'the OBRA {Omnibus
Budget Reconciliation Act} guidelines. The
pharmacist added depression alone was not
listed in the OBRA guidefines. When completing
the monthly chart reviews, the pharmacist stated
she reviewed behaviors documented, diagnoses,
any psychiatric consults and nurse's notes. The
consultant pharmacist refused to answer when
asked if Seroquel was justified for Resident #
161. The pharmacist stated the reason she did
not question the Seroquel increase for the
resident was because she assumed the Seroquel
was working since there were no behaviors

F 428
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documented.

An interview was held with the Director of Nursing
(DON) on 03/24/11 at 2:41 PM. The DON stated
indications for antipsychotic use include
schizophrenia, bipolar, psychosis, hallucinations,

delusions, and excessive agitation.ta.a point self ..

harm is possible, The DON statéd nurses were
expected to document behaviors in the nurse's
notes and in the DOCUMENTATION of
BEHAVIOR sheet. The DON stated if a resident
experienced a change in behavior, the
expectation was for the nurses to assess for
urinary tract infection or pain. If a resident was
removing clothes, the DON stated she expected
the nurse to take into account the temperature of
the room before giving or increasing medication.
After reviewing the documentation, the DON
acknowledged the documentation did not justify
the use of an antipsychotic medication.
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K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018
$8=D ' .
Doors protecting corridor openings in other than KD18 Compliance Date MAY 26, 2011.
Leac;:iﬁgguesngigztslrg?eogageggﬁl{;%eoné?sg,séE:t!]tsgsor 1 ‘The Maintenance Director repaired doors 1 11, 59,
those constructed-of 134 Inch solid-bonded core 48, 42 and 31. They now close and latch per gtandard.
wood, or capable of resisting fire for at least 20 o . ' '
minutes, Dgors in sprinkiered buildings are only 2 TEG facn_sty Malﬂtenanqe Department condycted a
required to resist the passage of smoke. There Is 190 % audit of facility resident room doors {0 §ee they
no Impediment to the closing of the doors. Doors |- closed per standard. Doors Identified as
are provided with a means suitable for keeping npnconforming have been corrected.
the door closed. Dutch doors meeting 16.3.6.3.6 . . . .
are permitted.  19.3.6.3 3| Facility maintenance, facility administrative
personnell andfor designees will audit facility resident
Roller latches are prohibited by CMS regulations -+ rgom doors weekly for ten weeks and quarter)
{in all health care facllities. thereafter to ensure ease of door movement and
ptoper closure. Problems identified shall be referred to
. : _ Maintenance for correction and follow up.
E@@CEE‘J@D 4] The results of the door audits shall be main amed by
» the Maintenance Department Head or designge, The
Y 69 200 lolg shall be reviewed at the facility Ql and Safgty
Cpmmittee meetings each month. Problems identified
will be addressed for follow up and correction.
’ ‘ K029 Compliance Date MAY 26, 2011, - 5’2 Al \
This STANDARE is not met as evidenced by;
Surveyor: 10904 14, The facility natified its corporate Maintenapce
A. Based on obsdrvation the doors to the Bepartment of Life Safety’s determination.
following.rooms falied to latch when closed ,
111,46 and 69, 18. The trash can was removed at once; the gmployee
. B. the doors to rooms 42 and 31 ¢n the skilled whs re-in serviced regarding such practice,
-and ICF wing were very hard to close,
42 CFR 483,70 (a) 24. No other areas in the facility are non-confcrrming
i 029 | NEPA 101 LIFE SAFETY CODE STANDARD K 029th this Standard.
§s=D| .
One hour fire rated construction (with % hour 2B. The service corridor was audited for other|doors
fire-rated doors) or an approved automatio fire similarly propped open; none were found,
extingulshing system in accordance with 8.4.1 34, The facility corrected the dryer room and brought it
andfor 19.3.6.4 protects hazardous areas. When inlo compliance. Advanced Fire Design corregted the -
the approved automatic fire extingulshing system pllobiem Identified in the Life Safety Survey.

@ORATORY DlEng OR‘S OR ﬂ

ER/SUPPLIER REPRESENTATIVE'S SIGNATURE THLE {¥6) DATE

o~ S-6-8a(

ot a plan of corraclion is provided, For nursing homes, the above findings and plans of cortection are disclosable 14

ny deficlency staterment ending asterisk {*) dehotes a deflciency which the Institution may be excused from correcting provldlng Ifis delefmlned that
othar sgfeguards provide sufficien ro gtion to the patlents. (See Instructiots, ) Excapt for niursing homes, the findings stated above aré disclosable 90 days
lowlrg (hs date of survey wheiher

days fol[owlng tho date these documenls are made avallablo to the facliity, I deficlencles are cited, an approved plan of carrection Is requisite to continued
program particlpation. .

1
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K 029 | Continued From page 1 K020
option is used, the areas are separated from " 3B. 100% of the personnell who work in the arga of the
. gt_her SF;)GC.GS by Smol*f@ lresiistlnggartlﬂents gﬂd sdrvice corridor have been in-serviced to refrajn from
oors. Doors are self-closing and non-rated or popping doors open.
fleld-applied protective plates that do not exceed _ .
48 inches fiom the bottorm of the door are 4. Any problems with the fire safety control apd
peimitted.  19.3.2.1 sprinkier system are referred immediately to facility
: meaintenance and/or outside contractors for review and
repair. Fire drills are held once per quarter pey shift.
Results are reported to the facifity Ql and Safgty
Committee meetings each month, Problems igentified
» gﬁlri eSyE?NII(J)g&D is not met as evidenced by: will be addressed for foliow up and correction.
A. Based on observation on 04/14/2011 the 4B. Facllity maintenance personnell and/or depignees
[ faundry was not covered by a sprinkler system . shall audit, once per week for ten weeks and thereafter
‘and the ar%a h0u§es thre gas fired dryers. This grarterly, the service corridor for doors that have been
?r'?a m"i'sltd Zbo{ one (1) hour canstyuction and piopped open. Those found to be propped open will be
Bu %ﬁg%‘éofté the drvor area was belng held clpsed properly and the employee cautioned. Repeat
: by & trash ryer g offenders will be subject to discipline. Audit repulls will
ggeé‘lzg 28:;?‘?0 can, bb forwarded to the Safety and QI Committeep for
K 032/ NFPA 101 LIFE (gi\FETY CODE STANDARD . K oab]/1ew: diseussion and possible intervention.
§8=D o - K032 Compli SIALL
: Not less than two exlts, remote from each other, 032 Compliance Date MI‘XY 26, 2011. 5 b
ﬁ::?l é’i:‘m’ldgﬁ'lfog::g’g tf;%(;:aotzvfg‘;;?gi‘:g Otf)éh:. 1A. The exit door nearest the boiler room was repaired
horizot%a [ exI{ 1524110845 Y tq make open and-closing easier.
‘ ' 1B. The exit door nearest room 34 was repairgd to
nake open and closing easler.
21 The facility conducted 100% audit of all exit doors to
o dptermine ease of ingress and egress. No othar facility
A gﬂﬁ?@ﬂ%@? 4D Is not mot as evldenced by. exit doors wers located that were difficult to open or
A. Based on observation on 04/14/2011 there close. .
we;etﬁglgi?to(g{s) gp?attmifii‘:iﬁgjhbaol}?etrorgg;n' 3| Facility maintenance, facility administrative
b: the exit door néar room 34 personneli andfor designees will audit facility exit doors
42 CFR 483.70 (@) weekly for ten weeks and quarterly thereafterfto ensure
. epse of door movement and closure. Problens
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NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated construction (with % hour
fire-rated doors) or an approved.automatic fire
extingulshing system In accordance with 8.4.1
andfor 19.3,5:4 protects hazardous. areas. When

'| the approved autoratic fire extinguishing system

option is used, the areas are separated from
other spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
field-applied protective plates that do not exceed
48 inches from the bottom of the door are
permitted. 19.3.2.1 :

| This STANDARD s not met as evidenced by:

Surveyor: 16904

1-A. Basad on ohservation on 04/14/2011 the door

fo Central Supply and Transporiation did not
close and lateh as required,

42 GFR 483.70 (a)

NFPA 101 LIFE SAFETY CODE STANDARD:

Exit access is arranged so that exits are readily
accessible at all times in accordance with section
74, 19.21

This STANDARD is not met as evidenced by:
Surveyor; 10904

A, Basad an-observatfon on 04/14/2011 the staff
interviewead did not know about the door release
master switch at the nurses station.

B. The master swilch was concealed behind a
rack of charts, '

K 021% entified are referred to Maintenance for corre
sgon as practicable.

4.[The resuits of the audits shall be malntaineg
Maintenance Dapartment Head or designee. 7|
shall be reviewed monthly at the facility Ql ang
Cpmmiitee meetings. Problems identifled will &
addressed for follow up and correction.

Kp29 Compliance Date MAY 26, 2011.

—

1The door to Central Supply is repaired,

2[The facility Maintenance Department auditeg
. rdom doors in the facility to see that they closs
standard. Doors identified as nonconforming i
en corrected.

34 Facility Malntenance shall audit the door to

Sipply and Transportation once per week for

weeks and quarterly thereafter. Problems Iden

referred to Maintenance for correction as soor
K 038 acticable.

4 IThe results of the ongoing facllity audits for
of this Standard shall be maintained in the
intenance Department by the Maintenance
Department Head or designee. The log shall b
iewed at the facllity Qf and Safefy Committ
astings each month. Problems identified will
reviewed for appropriate follow up action.

KD38 Compliance Date MAY 26, 2011,

. The nurse in question was re-educated on
apout the master door release switch.

. The charts obscuring the master reloase s
were moved- the switch is now visible.
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following the
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42 CFR 483.70 (a) 2#. Thers are no other master door release switches in
the facility. The facility Administrator, Maintenance
Personnell and/or Administrative personne! canducted
a {100 percent in-service of current employeesjon the

aster reloase switch.

" 2B. There are no other master door release switches in

the facllity to conceal. The facility Administrater,
intenance Personnel andfor Administrative
personnell conducted a 100 percent in-servicq of
cuirrent employees on the master release switgh.

3a. The facilily has In-serviced 100% of its nugsing
personnell on the function and location of the master
rglease switch. Facility Maintenance .Personn!;ll andfor
Facility SDC shall audit staff about the location and
fynction of the master release switch weekly for ten
whpeks and thereafter quarterly.

3B. Facility Maintenance Personnell, Facility SDC shall

. audit the master release switch checking to sde the
. switch is in plain view once per week for ten weeks and
_thereafter quarterly.

" 4A. The results of facfiity audits shall be maEntLained by
the Maintenance Department Head or designde. The
log shall be reviewed monthly af the facility Qlland
Safety Commiltee mestings. Problems identified will be
reviewed for appropriate follow up action suchias
adlditional training and/or in-servicing.

4B. The results of facility audits shall be mainthined by
the Maintenance Department Head or designde. The
log shall be reviewed at the facllity Ql and Safbty”
Cpmmittee meetings each month. Problems identified
will be reviewed for appropriate follow up actidn such
ag additional training and/or in-servicing
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