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| This Plan of Correction is submltted as rcquired
under State and Federal Jaw. The facility's
submission of the Plan'of Correction does not

A resident has the right to prompt efforts by the ’
constitute an admission on the part of the facility]
|
'

facility to resolve grievances the resident may
have, including those with respeot to the behavior

of other rGSIdents. that the findings cited are accurate, that the
findings constitute a deficiency, or that the scope
This REQUIREMENT is not met as evidence d and severity determination is correct. Because fhe'
by: facility makes no such admis.sions, the statements
Based on-observations, resident interview, staff made in the Plan of Correction cannot be used $
interviews and record review, the faciltly faled to against thi facility in any subsequent
respond fo repeated verbal grievances for 1 of 3 administrative or civil proceeding, g

{Residents #151) sampled residents who 1. A ’ ;
reported concerns about getiing assistance with )
his compuiar and cell phone.

166 o

F]ndlngs mcluded 1., . Resident # 151 was interviewed on 05/31/1 by
- <o e e e Ithe Admiﬁ.istraterlade“d_.Floqr Unit Coordingtor to

Resldent #151 was readmitted to the facility on Identify and address any outstandifig concems.

6[2_f1 0. Thfa resid_ent's cumuiative dlagnos‘es _ 2.  TheSocial Service Director conducted a

include seizure disorder, spasticlty, chronic pain 100% audit on 5/25/2011 of resident conoerns thet had

and depression. The quarterly Minimum Data Set been logged for the previous 30 days to ensure that

(MDS) dated 3/17/11, indicated the resident had they afl have been resolved. A 100% audit of all

no short term memory or fong term memory facility residents was conducted on 6/3/2011 by the

Director of Nursing, Unit Ceordinators, Dietary
Dutctor, Social Service Director, and Social Workers
to ensure there are any undocumented or unresolved

problems or declsion making problems. The MDS
indicated that resident #151 required tofal

assistance with all aclivities of datly living, He had concems are resolved.
Impaired range of motion on both sides of upper o
and lower extremities, 3. An inservice for alf licensed nurses and certified

nursing assistants and employees of the Social
Services Department, Dietary Department, Therapy
Department, Maintenance and Housekeeping

During an interview and observation on 5/911 at

12:20PM, Resident #151 was lying In bed with Department, Activities Departrent and administrative!
oxygen tube In place. A laptop computer was on office staff was conducted on §5/23/L1 through !
night stand with headset altached. He stated that 05/31/1L by the Director of Nursing, Sooial Services
he spoke with the unit manager and Social Director and Staff Dovelopment Coordinator

regarding the concern/comunent process and pohcy

Workers {SW) about getting assistance with
dialing numbers on the cell phone. Resident #151

- — P

LABORATORY DIRECTOR; YOR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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Al tresve? L0000 74 e 272 /7,

Any deficiency siatement endlngﬂrlth an asterisk (*) denotes a deficlency which the institution may be excused from correcting provlding it is determined that
other safeguards provide sufficient protection to the patients. (See insleuctions.) Except for nurslag homes, the findings slaled above are disclosable S0 days
following the dale of survay whether or not a plan of correction s providad, For nursing homes, the above findings and pians of correction are disclosable 14
days following the date these documents are made available lo the facllity, 1f deficiencies ars clied, en approved plan of correction is reguisite o continued
program participation.
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stated that he had an ear piece for the phone.
The staff was only allowed fo put the head piece
on and start the computer, If the computer
freezes he needed assistance with restariing the
computer. He was told that activity director coutd
assist with the computer. He indicated that he
uses his computer any time of the day when he
feols like. In order to get staff assistance to use
the computer he has to use the call bell to get
staff assistance. The voice activation is set up at
4 hours at a time before it goes to energy saving
mode. He stated that he would like to start using
it in the morning. Sometimes during the 4 hour
pericd the computer will shut down and needs to
restart. A scheduled time was established with
activity director {1:1 visit} at one point when he
needed to make a phone call but it has not bean
consistent.

During an observation on 5/9/11 at 12:54 PM,
Resident #151's cell phone rang four staff (2
nurse Aides and 2 administrative staff #1 and #2)
were outside of the room passing out lunch. The
four staff were observed standing in front of
resident's room as the phone rang, no staff
entered the room fo answer the call. The call light
was attached to the top of bed in which it was out
of reach for the resident fo roll head to activate.
Computer equipment was pushed away out of
reach on a side table. The cefl phone was being
charged on fop of the light and the ear piece was
dangling on the floor. Resident#151 indicated that
he has to constantly tell the DON and
administrator about his concerns with the phone
and the computer, but " they do nothing to help
me use it by myseif. | wouldn’t bother them if |
could do it myself.”

(X4) i SUMMARY STATEMENT OF DEFIGIENCIES 1) PROVIDER'S PLAN OF CORRECTION 5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX (EACH CORRECTIVE ACTION SHQULD BE COMPLETION
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DEFIGIENCY)
F 166 | Continued From page 1 £ 166! 4. The Social Services Director will conduct audits

of all concems and comments received to ensure they
are responded to and addressed. These audits will be
conducted daily, five days per week for four weeks,
twice weekly for four weeks then two times a month
for two months and/or }00% compliance. The resulis
will be brought to the monthly Quality Assurance.
Performance Improvement Meeting by the Social
Services Director and will be noted and reviewed in
the monthly Quality Assurance Performance
Improvement meefing. Any issues or trends identified
will be addressed by the Quality Assurance
Performance Improvement Committes as they arise
and the plan will be revised to ensure continued
compliance. The Quality Assurance Committes
consists of the Administrator, the Director of Nursing,
Staff Development Coordinator, MDS Coordinator,
Admission Coordinator, Rehabilitation Managet,
Medical Director, Director of Social Services,
Euvironmental Services, Director of Maintenance,
Dietary Manager, and the Activities Director.
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Puring an interview on 5/9/11 at 1:12PM, the
community support agency indicated that she felt
the computer and cell phone issue was resolved
because hs did raceive the celi phone and the
computer. The concern with the cell phone was
that he wanted to call his daughter after 8:00pm.
Activities staff would assist during the day when
he rang the call light to let them know he nesded
to make a call. The community support staff
Indicated the facllity had established a schedule
and did an in-service with staff. She also
indicated that she thought the facility had been
monitoring and assisting the resident with the celt
phone access. She added that the resident had
racently received the computer and that he
needed assistance with applying the headset and
turning on the computer.

During an interview on 5/11/11 at 12:15PM, the
primary SW for Resident #151 indicated that
Resident #151 had complained to her several
fimes regarding not gefting assistance with his
computer or his cell phone. She indicated that
when Resident #151 reported these concerns to
her regarding the cell pone and the computer she
completed a grievance form and submitted the
information to her immediate supervisor,
Administrator, Unit Manager {UM) and the
Director of Nurses (DON). She further stated that
it was discussed during the standup meeting, but
she did not know whether there was any follow-up
or monitoring occurring once she submitted the
grisvance to the appropriate department head.
She indicated that the action plan was that activity
staff would assist the resident and in the absernce
of the activity staff the nursing staff would assist
Resident #151 when he used the call light. In
addition, when nursing staff was unable to assist,
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the social workers (SW) were responsible for
assisting. However, she was uncertain how this
was being monitored or tracked. She added that
she was also uncertain whether the concern
following the grievance process was resolved for
Resident #151. She stated that she only fills out
the grievance.

The fachiity concern reports (grievance) dated
10/28/10 were reviewed. Concerns were
documented as not receiving assistance with cell
phone. Response was the resident was able to
use phone as needed with assistance from soclal
worker or activities according to plan, on
11/19/10, documented the concern as: turning
and reposition and assistance with celi phone.
The response was that resident dials phone fo
call director of nursing or social worker, but
cannot dial when he needs to, so the Activities
staff had a program set-up for phone use with
resident. Review of correspondence between the
facility and the community support staff dated
2/16/11 and 2/22/11, revealed a continuation of
concerns with getting assistance from nursing
assistants to use the cell phone from staff and
staff reporting lo resident that they were told by
administrator that they could not assist the
resident with the use of the cell phone. The
response from the facility was the nursing
assistants would assist with calls when their time
permitted and it did not interfere with the care of
others. A scheduled in-service would be provided
to all nursing assistants to understand and
acknowledge the information. On 3/14/11, the
documented concern was staff would not dial a
phone number on cell phone. The response was
the resident was assisted with the use of the celi
phone on 5 different times and did not use the

F 166
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phone between 8-9PM,

Review of the in-service records dated 2/24/11,
titled provide care and assistance with cell phone
only had 14 staff on sign in sheet. There were no
other in-services presented regarding the
resident's assistance with cell phone. The last
noted in-service was dated 12/20/10 on abuse
and neglect.

Review of the MAR from January 2011-March
2011, was Inconsistent with phone logs. The
phone logs reveated a variation of calls
throughout the day. The log does not reveal
whether calls were answered. The MAR was the
location nursing staff documented when they
assisted Resident #1561 with phone calls.

During an interview on 5/11/11 at 1:49PM, the
unit manager{UM) indicated that a journal was
kept on the unit for Resident #151 in which staff
was responsible for documenting anytime a
service was provided for him. The journal would
include any nursing care and assistance with
using the phone or computer. She added that the
nursing notes would also include this information,
She further stated that she was the only person
who had access to Resident #151 cell phane
passwordiaccount and a telephone log was kept
of the calls he received. She added that the
phone was set up for voice activation, however he
would need assistance to dial and answer the
phone. An ear piece was avallable for the phone
use and a head set was avallable for the
computer. She further stated that all Resident
#151 had to do was use his modifed call light to
let staff know fhat he needed assistance with
making calls, She indicated that on the
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medication administration record{MAR} the
nursing staff should be documenting between
8-9pm of when they assist Resident #151 with
using the cell phone. She also indicated that the
call light should be in reach, headset should be
placed on resident's head daily and the computer
should also be within reach for access. She
further stated that several discussions had been
held with Resident #151 social workers,
community support staff, DON, nursing staff and
administrator on how to handle Resident #151
cancerns of not having access/assistance with
the phone or computer and how to resolve the
issue to Resident #151's satifaction. She
indicated that the process included that activity
staff would assist Resident #151 during the 1.1
visits and upon request for use the phone, in the
absence of the activity staff, the nursing staff
would also assist the resident and department
was third back up. She was uncertain of what the
monitoring process for ensuring that whether all
parties were following up on the assistance with
the phone or compuler access. She added that
when she reviewed the phone log Resident #151
averaged 4-5 calls per day with assistance from
staff. She further stated that once the voice
activation was set up it was agreed with Resident
#151 that all he had to do was to use the call light
and let staff know he wanted to make a call,
however, if the nursing assistants/nursing staff
was assisting other residents during meals, shifi
change, etc., then activities or SW would assist.
She also indicated that she was unware that he
was hot recelving assistance with the computer. .

During an interview on 5/11/11 at 3:45PM, the
DON indicated that a journal was kept where the
nursing staff was expected to document all the
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careftreatment that was provided o the resident.
Nursing was also expected to document during
the evening on the MAR of when assistance was
provided for phone calls. She added that an
in-service was done with nursing to address the
telephone concerns and how to administer care
fo the resident. Review of the in-service record
dated 2/21/11, revealed 5 nursing staff and 9 NA
were in-serviced. She added that staff did rotate
fioors. She indicated that the activily staff was
expected to assist with the calls during the day.
She was uncertain whether activity staff was
consistently performing this process. In addition,
she added that the unit supervisor was
responsible for ensuring nursing was assisting
the resident at night. DON added that the care
plan should reflect what was expected of the staff
in meeting the needs of the resident. After review
of the call pattern and the care plan and
grievance log, the DON indicated some
monitoring and changes should have occurred to
ansure the resident was getting the assistance
needed,

During an interview on 5/11/11 at 4:15PM, the
Administrator indicated that he expected the staff
{o assist the resident with using the telephone
and the computer. The telephone and computer
should be accessible for the resident and staff
should be following the established plan. He also
indicated after review of care plan that the care
plan should be specific to his needs and
designated staff would be assigned to monitor
and check status and meet the resolution process
of the grievance procedures.

F 248 | 483.15(e){1} REASONABLE ACCOMMODATION
s8=p | OF NEEDS/PREFERENCES

A resident has the right to reside and receive

F 166

F 246
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endangered.

by:

#151).

soctalization,

services in the facility with reasonable
accommodations of individual needs and
preferances, except when the health or safety of
the individual or other residents would be

This REQUIREMENT is not met as evidenced

Based on observations, resident interview and
staff interview, the facility failed to provide
assistance and modify 1 of 1 sampled resident's
personal equipment(cell phone and computer) to
assist with maintaining his level of independence
for a physically challenged individual, (Resident

Resident #151 was readmitted to the facility on
6/2/10. The resident's cumulative diaghoses
include quadriplegic, seizure disorder, spasticity,
chronic pain and depression. The quarterly
Minimum Data Set (MDS) dated 3/17/11,
indicated the resident had no short term memory
or lang term memory problems or dacision
making problems. The MDS indicated that
resident #151 required total assistance with all
activities of daily living. He had impaired range of
motion on both sides of upper and lower
extremities, The MDS also indicated that
Resident #151 also needed assistance with

Reviewed care plan dated 3/25/11, read in part:
1. Resident Is at risk for decreased socialization
due to being bed bound. Resident requires

In-room visils with 1:1 interaction to maintain
socialization and mental awareness. The goal

: noted and reviewed in the monthly Quality Assurance

el3/i
1.  The Certified Nuzsing Assistants and the

Licensed Nurses assigned to resident #151 were
immediately inserviced on 5/11/11 by the Director of
Nursing on ensuring that regident #151 was assisted

with utilizing his personal equipment.

2. A100% audit was conducted by the Activities
Director on 05/16/11 to identify all residents that
utilize personal equipment and to determine if any of
these residents required staff assistance in utilizing
their personal equipment. No other residents were
found to be affected

3. Aninservice was conducted by the Director of
Nursing and the Staff Development Coordinator on
05/27/11 through 05/31/11 for all licensed nursing
staff and certified nursing assistants regarding the
procedure of assisting residents who have been
identified or have requested assistance with using
personal equipment.

4.  An audit of all residents that require assistance
with utilizing personal equipment to ensure that they
have assistance when requested will be conducted by
the Director of Nursing and Social Service Director
daily, five times per week for two weeks, then three
times weekly for two weeks, then weekly for two
months and/or 100% compliance. The resuits will be

Performance Improvement. The results will be
brought to the monthly Quality Assurance
Performance Improvement Meeting by the Director of
Nursing. Any issues or trends identified will be
addressed by the Quality Assurance Performance
Improvement Committee as they arise and the plan
will be revised to ensure continved compliance. The
Quality Assurance Performance Improvement
Committee consists of the Adminisirator, the Director
of Nursing, Staff Development Coordinator, MDS
Coordinator, Admission Coordinator,

Rehabilitation Manager, Medical Director, Director of
Social Services, Bnvironmental Services, Director of

Maintenance, Dietary Manager, and the Activities
Birector.
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was the resident will actively participate with
in-room visits and socialization at least once
weekly through next review. The approaches
include offer visits fo resident being mindful of
treaiment ties, activity of daily living, meals and
rest periods, offer magazines, music, word
games, trivia sheets, and/other activilies for
residents' choics, invoive reside resident in
discussion of current events as tolerated, offer
refreshments from activities within dietary
restrictions, offer a copy of and to read the
resident council minutes fo the resident, offer to
review and read resident’s mail as desired, offer
other activities of choice, on 9/21/10: staff will
assist resident in using cell phone s time aliow
not to interfere with direct resident care of dally
duties. if resident request assistance with laptop
act still will be available fo assist during weekly in
room visits, other staff may alse assist upon
requesl if time permits not to interfere with dally
work task.

During an observation on 5/8/11 the cell phone
ring at 12:54PM 4 staff( 2 NA and 2
administrative stafft1 and#2) outside of room
passing funch. The 4 staff were observed
standing in front of resident’s room as the phone
rang, no staff entered the room to answer the
call, The call light was attached fo the top of bed
in which it was out of reach for the resident to roll
head to activate. Computer equipment was
pushed away out of reach on side table. The cell
phone was being charged on top of the light and
the ear piece was dangling on the floor.
Resident#151 indicated that he has to constantly
tell the DON and administrator about his
concerns with the phone and the computer but
they do nothing lo heip me use it by myself, |
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wouldr't bother them if | could do it myself,

During observation on 5/10/11 at 9:00AM, the cell
phone was on the charger on top of the light
fixture. The head set to the computer was
hanging on side of bed and computer was on
night stand across the room, the ear piece to
telephone was under the resident's body. The
phone rang and there were two nursing
assistants and two nursing staff in the hall.
No-one entered the room, All were standing in
from of Resident #151-rcom. The call light was
position above Resident #151's head out of turn
reach

During an chservation on 5/10/11 at 3:40PM, the
resident's call light was positioned above head,
computer with head set on night stand at foot of
resident 's bed. The call phone was on top of light
fixture. :

During an observation 5/11/11 at 11:21AM, the
cell phone was on fop of light fixture, ear piece on
floor, computer at foot of bed and call light fixed
to bed at shoulder level.

During an interview on 5/11/11 at 12:15PM,
primary SW for Resident #151 indicated that
Resident #151 had complained to her several
times regarding not getting assistance with his
computer or his cell phone. She indicated that
when Resident #151 reported these concerns {0
her regarding the cell pone and the computer she *
completed a grievance form and submitted the
information to her immediate supervisor,
Administrator, Unit Manager(UM) and Director of
Nurses(DON). She further stated that it was
discussed during the standup meeting but she did
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not know whether there was any follow-up or
monitoring aceurring once she submitted the
grievance to appropriate department head. She
indicated that the action plan was that activity
staff would assist the resident and in the absence
of the activity staff the nursing staff would assist
Resident #151 when he used the call light. In
addition, when nursing staff was unable 1o assist
the social workers(SW) were responsible for
assisting. However, she was uncertain how this
was bsing monitored or tracked. She added that
she was also uncertain whether the concern
following the grievance process was resolved for
Resident #151. She stated that she only fills out
the grievance.

During an interview on 5/11/11 at 1:49PM, the
unit manager{UM) indicated that a journal was
kept on the unit for Resident #151 in which staff
was responsible for documenting anytime a
service was provided for him. The journal would
include any nursing care and assistance with
using the phone or computer. She added that the
nursing notes would also include this information.
She further stated that she was the only person
who had access to Resident #151 cell phone
password/account and a telephone log was kept
of the calls he received. She added that the
phone was set up for voice activation, however he
would need assistance to dial and answer the
phone. An ear piece was available for the phone
use and a head set was available for the
computer. She further stated that all Resident
#151 had to do was use his modifed call light o
let staff know that he needed assisiance with
making calls. She indicated that on the
medication administration record(MAR) the
pursing staff should be documenting between

+

FORM CMS-2667{02-99) Previous Versions Obsolete Event ID:IS1C11

Facility 1D: 823570

if continuation shest Page 11 0f 45



PRINTED: 05/28/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (¥1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECHON — |~ DeEnTIFICATION NOMBERY - — = ——COMPLETED ]
A, BUILDING
B. WING c
345092 ) 05/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
4900 W 1ST STREET
GRACE HEALTHCARE OF WINSTON SALEM N
) WINSTON-SALEM, NC 27104
(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEEICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DAYE
DEFIGIENGY}
F 248 | Continued From page 11 F 246

8-9pm of when they assist Resident #151 with
using the cell phone. She alse indicated that the
call light should be in reach, headset should be
placed on resident's head daily and the computer
should atso be within reach for access. She
further stated that severa! discussions had been
held with Resident #151 social workers,
community support staff, DON, nursing staff and
administrator on how to handle Resident #151
concerns of not having access/assistance with
"the phone or computer and how to resolve the
issue to Resident #151s satifaction. She
indicated that the process included that activity
staff would assist Resident #151 during the 1:1
visits and upon request for use the phone, in the
absence of the activity staff, the nursing staff
would also assist the resident and department
was third back up. She was uncertain of what the
monitoring process for ensuring that whether all
parties were following up on the assistance with
the phone or computer access. She added that
when she reviewed the phone log Resident #151
averaged 4-5 calls per day with assistance from
staff. She further stated that once the voice
activation was set up it was agreed with Resident
#151 that all he had to do was to use the call light
and let staff know he wanted to make a cali,
however, if the nursing assistants/nursing staff
was assisting other residents during meals, shift
change, etc., then activities or SW wouid assist.
She also indicated that she was unware that he
was not receiving assistance with the computer.

During an Interview on 5/11/11 at 2:20PM, the
SW director indicated that the recurrent concerns
were getiing assistance using the cell phone. The
process for resolving the issue was that activity
staff would assist him during the day and nursing
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staff would assist him during the evening hours
and SW was the back-up. She added that the
resident continuously submits grievance
concerning his computer or the celf phone,
however she was uncertain how to resolve the
issue for him. She was also uncertain who was
monitoring whether the resident was actually
receiving assistance. When asked who was
responsible for follow-up with resident regarding
his satisfaction or completion of the grievance
she had no response.

During an interview on 5/11/11 at 2.20PM, the
activity director indicated that she was schaduled
to visit with the resident 1x a week to do 1:1
aclivities. The activities included assisting with
phone calls, and activities of resident’s choice.
Review of the 1:1 participation record for Feb,
March and April reveal that 1:1 activities were
occurring. She added that she would also assist
the resident with phone calls upon request. She
added that she documented these calls in the
general notes. Review of the activity notes
ravealed that May 1 call was made, April=2,
March =1 Feb=4, Jan=5. Review of the {elephone
log revealed at the time indicated assistance was
provided by activities did not match the presented
call log.

During a follow-up interview on 5/11/11 at
2:20PM, the unit manager indicated that the call
pattern was established on the MAR for 8-9pm,
because that was the time frame in which the
resident stated that he wanted to call his family,
therefare the nursing staff was instructed to assist
him upon request during this hour. She indicated
that the expectation was that nursing staff
docurnent on the MAR of when this assistance
was provided. Review of the MAR and the
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telephone log did not match what was reported as
assistance by nursing during this hour. She
added that she was uncertain who was
monitoring to ensure whether the resident was
recelving assistance. Reviewed the care plan and
she indicated that assistance would be provided
as long as it didn't interfere with the care of other
residents. She further stated the care plan should
be more specific to the resident's call pattern
requests and follow-up should be done to ensure
agsistance was being provided.

During an interview on 5/11/11 at 3:25PM, Nurse
4, Nurse#5 and Nurse#8. Nurse#6 indicated
that nursing staff was expected to document on
the MAR when they assisted the resident with
making phane calls. Nursing also should
document in the journal all other
services/treatment that was provided, The
headset should be kept on the resident or on the
pillow or in the computer for easfer access. The
call light should be positioned so that the resident
could turn his head to access. The cell phone
was voice activated but he did need assistance to
dial and answer the phone. She indicated that
sha had assisted him in making calls when he
told her who he wanted to call. She indicated that
she did not know how o operate the computer
and the only thing she did was ensure the
computer was close and the headset was in
place. Nurse#4 indicated that she knew that
nursing was to document on the MAR when they
provided assistance with phone calls. She added
that she had not assisted the resident with phone
or computer. Nurse#5 indicated that she had
assisted the resident with the use of the phone
and making sure the headset for the computer
and phone were in place. The resident was able
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to use the call light without difftcult to iet staff
know his needs. Staff was expected to ensure
that the ear piece and headset and computer
were close enough for the resident fo access.
Calls were documented on the MAR and care in
the journal.

During a follow-up interview with Resident #151
on 511711 at 3:30PM, Nurse#7 was present,
Resident #151 indicated that Nurse #7 had
assisted him with using his cell phone and
ensuring that his headset was In place and the
computer was on. Resident #151 acknowledged
that Nurse #7 was one of few that did assist him
in this area. Resident #151 indicated that all he
wanied for was staff to ensure that he made his
phone calls when he needed and the head piece
for the phona/computer was within reach. He
indicated that many times the phone would ring
and he would push the call light to get staff to
come in and answer the phone but no-one would
come, so he had to wait uniil someone came by
to recall the number because he could not
answer the phone. Resident #151 stated that
because his family was on a different time zone
he needed assistance between 7-9pm to make
these calls and it does not always happen even
when he uses the call light. Staff tended to ignore
the call light. During the day when he needs to
make his local calls activities was busy and
nursing assistance would not assist because they
were told that only the nurse's could do it. "It just
gets me real upset and angry that the nursing
doesi't assist me when | need them fo all | want
was for them to dial the number. Same thing with
my computer, all they have to do was turn it on
and make sure | have my headset on. Someiimes
my headset is across the room. Everybody keeps
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telling me they don't know how to operate the
computer, they could be trained on how to turn it
on and unfreeze the screen when { need it.” He
added that nurse #7 was the only one who was
consistent with helping with the computer.

During a follow-up interview on 5/12/11 at
8:00AM, the DON presented an action plan to
changes in Resident#151 access and assistance
to use the cell phone and computer, She
indicated that she would be contacting outside
sources 1o assist with obtaining assistive devices
for resident to use a hands free device for
computer and staff would be assigned to assist
resident with computer and cell phone usage.
483.15(h)(1)
SAFE/CLEAN/COMFORTABLE/HOMELIKE
ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike enviranment, aliowing
the resident to use his or her personal belongings
to the extent possible.

This REQUIREMENT is not met as evidenced
by:

Based on observations, resident interviews, staff
interviews, family interviews and record review
the facility failed to maintain an environment free
from #ingering odors on 3 of 5 floors {2nd, 3rd and
4th floors).

Findings include:
A strong lingering (to remain existent) odor of

urine was noted on the 4th floor {long hall) on
5/9/11 at 12:15PM. The lunch meal was being
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1. An audit was conducted or 5/11/11 and 05/12/11
by the Housekeeping Manager Administrator, and
Director of Nursing to ensure there were no odors on
2 3™ and 4" floors.

2. Anaudit was conducted by the Housekeeping
Manager on 05/12/11 to ensure there were no odors in
the facility, No residents were found to be affected.

3.  The Staff Development Coordinator conducted
an inservice on 05/12/11 through 05/31/11 for all
licensed purses and cerfified nursing assistants on
identifying and removing the source of edors. AnlIn-
Service was conducted for facility housekeepers by
the Housekeeping Director on 05/14/11 to ensure that
sources of odors are identified and removed timely.

4, A daily audit for odors on all floors and elevators
“will be conducted by the Housekeeping Manager three
times daily, five days per week for four weeks, then

o3
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served at the time.

A lingering stool odor was noted on 5/9/11 at
3:10PM on the 3rd floor (short hall).

On 5/9/11 at 4:55PM, a strong foul odor was
noted down the length of the long hall on the 4th
floor,

During an interview on 5/10/11, at 9:08AM,
resident #234 indicated there were times when a
ingering odor of stool was noted on the 4th floor.

A family member of resident #123 was
interviewed on 5/10/11 at 8:45AM, The family
member indicated they visited a couple of imes a
week and noticed the 4th floor smelled like
“sickness® when they visited. The family member
described the smell as being like "pus from a
boil.”

On 5/10/11 at 2:53PM, a strong lingering stoal
odor was noted on the 3rd floor (shori half}.

A lingering strong stool smell was noted on the
2nd flaar {long hall) during a continuous
observation from 10AM to 11:20AM on 5/11/11.

An interview was conducted on 5/12/11 at
8:23AM with housekeeper (HK) #1, The HK
indicated her daily routine started with wiping the
dayroom tables. She then begins sweeping,
moping and emptying the trash. While the
breakfast frays are on the hall, HK #1 cleans the
employee restroom, the Kitchen (snack) area.
Once the trays for breakfast were removed from
the floor, she would then proceed into resident
rooms. The HK stated she would clean surfaces

‘Admission Cootdinator,

Director .

daily for two months and/or 100% compliance. The
results of this audit will be noted and reviewed in the
- monthly Quality Assurance Performance
Improvement. The results will be brought to the
monthly Quality Assurance Performance Improvement
Meeting by the Administrator. Any issues or irends
identified will be addressed by the Quality Assurance
Performance Improvement Committes as they arise
and the plan witl be revised to ensure continued
compliance. The Quality Assurance Performance
Improvement Commitiee consists of the
Administrator, the Director of Nursing, Staff
Development Coordinator, MDS Coordinator,

- Rehabilitation Manager, Medical Director, Director of
Social Services, Environmentat Services, Director of
Maintenance, Dietary Manager, and the Activities
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such as windowsills, the alr conditioner unit, and
sweep and mop each room. She stated the
faciiity usually deep cleaned one to two rooms
during the week. HKK #1 staled she did notice
odors in the facility. When asked what type of
measures the facility used to combat odors HK
#1 stated her supervisor informed the HK staff
not to use air fresheners due to some of the
residents not being able to tolerate them. She did
indicate they used a disinfectant to cut down on
the odors. HK #1 stated the nursing assistants
would someiimes spray air freshener in the
hallways but she did not know where they got it.

During an interview on 5/12/11 at 9:41AM, the HK
supervisor indicated the facility used a "foul odor
digester” to combat odors in the facility. He slated
the foul odor enzymatic was what the HK staff
had been using this week. The HK supervisor
indicated the gray and yellow bins (for soiled
linens and solfed incontinent products) on the
hallway were to he emptied every two to three
hours. The lids on the bins should be closed. The
HK supervisor stated he was not aware of any
concerns the resident or famity members might
have in regards to lingering odors.

On 5/12/11 at 11:20AM, a strong lingering odor of
urine and stool was noted on the 3rd floor (short
hatl).

On 5/12/11 at 1:07PM, an odor of urine was
noted on the 3rd floor by the elevators and down
the short hallway on the 3rd floor.

An interview was conducted with the director of
nursing (DON) on 5/12/11 at 2:19PM. The DON
indicated she expected the facility o be free from
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Tha facility must provide housekeeping and
mainfenanca services necessary fo maintain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not met as evidenced
by:

| Bassd on observation and staff interview the

facllity failed o ensure that heating and alr units
in the resident's rooms were clean for 50 of 123
resident rooms. Resident rooms that were directly
observed with large volumes of dust/food debris
were as follows: 200, 201, 203,
205,213,214,221,218,208,227,226,230,208,300,3
05,306,301,307,304,312,311,313,326,329,314,31
5,400,407 ,412,424,425,417.409,410,418,411,413
,A26,412,429,520,622,524,530,529,628,521 613,
505,515,

During Intital tour an 5/9/11 at 10:35AM to
11:00AM, the following resident rooms, 200,
201,203,205,213,214,221,218,208,227,226,230,2
09,300,305,306,301,302,304,312,311313,326,32
9,314,315,400,407,412,424 425,417 409,410,418
A11,413,426,412,420,520,522,624,530,528,528,
521,513,505,515. The heating and alr systems
were observed with dirty grey bulld up, food
particles inside ‘and outslde of the heating
syslem,

During a follew-up observation on 5/10//11 at
10:54 AM o 14:45AM, of the identified rooms
200, 201, 203, 205, 213, 214, 221, 218, 208, 227,
228, 230, 209, 300, 305, 306,
301,302,304,3'12,311.313,326,329,314.315,400,4

311, 313, 326, 329, 314, 315,400, 407, 412,
424, 425,417, 409, 410, 418, 411, 413, 426,
} 412, 429, 520, 522, 524, 530, 529, 528, 521,
| 313,505, 515 were cleaned on 05/t2/11 by thct
; Housekeeping Director,

2. A 100% audit of all facility heating and air
units was conducted by the Housekeeping
Manager on 05/11/11 and 05/12/11 o ensure
all facility hieating and air units were clean.

|

3. The Housekeeping Manager conducted an
inservice for all housckeeping staff on
05/18/11 on cleaning techniques and the
schedule for cleaning heating and air units
within the building.

4. A weekly audit of twenty-five heating and
air units on alt floors and will be conducted by
the Housekeeping Manager to ensure that the

l units are clean. This audit will be conducted
weekly times four weeks, then monthly for four

maonths andfor 100% compliance, The results

of this audit will be noted and reviewed in the
menthly Quality Assurance Performance
Improvement, The results will be broughtto  :
the monthly Quality Assurance Performance .
Improvement Meeting by Administrator. Any
issues or trends identified will be addressed by
the Quatity Assurance Performancs
Improvement Committee as they arise and the
plan will be revised to ensure continued
compliance. The Quality Assurance
Performance Improvement Contmittee consxsts
of the Administrator, the Director of Nursing,

: Staff Development Coordinator, MDS !

1 Coordinator, Admission Coordinator,

| Rehabilitation Manager, Medical Director,

! Dirgetor of Sosial Services, Environmental

" Services, Director of Maintenanez, Dietary
Manager, and the Activities Director .
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fingering foul edors. 1. The heating and it Units .
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F 253 | 483,15(h)(2) HOUSEKEEPING & F253| 303 205 213 214 991 o1e o 00, 201,
» 200, 213, 214, 221, 218, 208, 227, 226,
ss=C | MAINTENANCE SERVICES | 230,209,300, 305, 306, 301, 302, 304, 312,
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07,412,424,425,417,409,410,418,411,413,426.4
12,429,520,522,524,530,529,528,521,513,505,51
5. The heating and air units had arge volumes of
dust/food debris.

During observations on 5/11/11 at
10:50AM-11:22AM, tour of the facility with
maintenance were dong in the following resident
rooms 200, 201, 203, 205,213, 214, 221, 218,
208, 227, 226, 230,
209,300,305,308,301,302,304,312,311,313,326,
328,314,315,400,407,

412,424,425 417,408,410,418,411,413,426,412,,
429 520,522,524,530,529,628,521,513,505,515.
During the tour the heating and air systems were
also chacked and the systems had large heavy
volume of grey dust build up and food particles
inside and outside of the system. The
maintenance director wiped hands across the
outside of systems and checked inside the units
and stated that maintenance was responsible for
cleaning the vents inside and housekeeping
should be cleaning and wiping down the outside
on a dally basis. He further stated there was a
consistent pattern that the units were no being
done on a regular basis. During the observation
several housekeeping staff were observed
cleaning resident rooms, however, none of the
heating systems were cleaned of wiped down.

During an interview on 511 1111 at 11:15AM, the
housekeeping director indicated that he expected
the housekeeping staff to do routine cleaning
which included empty trash, dust resident
dressers, clean bathrooms, wipe down heating
systems daily, sweep/mop. Maintenance was
responsible for cleaning ouf the vents in the
heating systems. Maintenance director pointed
out to housekeeping director the many heating
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syslems had large volumes of grey matter and
food particles on the inside and oulside of the
system, Maintenance staled to housekeeping
director during the tour that on all the floors the
heating systems had not been thoroughly been
cieaned. :

During an interviow on §/11/11 at 11:50AM,
housekesper{ HK#2} indicated that she was
responsible for sweeping/mopping, dusting
resident rooms, furniture. She indicated that she
was also responsible for cleaning the front and
outside of healing system once a week. She was
askad whether she had cleaned the heafing
system, where she was working she stated no
and after observation stated it needed a good
cleaning.

During an interview on 5/11/11 at 12:00PM, HK#1
indicated that there was 1-2 HK's per floor
sometimes just one and the halt assignment was
split. She added that the only time the heating
systems were cleansd was when the room was
scheduled for a deep cleaning. She added then
the fronts of the heating systems would be wiped
down by the hausekeeping. She indicated aiter
observations of her assigned rooms that she had
not cleaned the heating system.

During an interview on 5/12/11 at 7:20AM, HK#3
indicated she was responsibie for cleaning
window siils, bed frames, light fixtures,
sweep/mop,clean the front of the heating system.
She indicated that she did not always clean them,

During an interview on 5/12/11 at 8:26AM, HK#4
indicated that she was expecied to empty trash
wipe down window sills, and heating system, She
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the faws of the State, to
participate in planning care and {reatment 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 altending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disclplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the 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
by:

Based on staff interviews and record review the
facility failed to update the care pian for 1 of 1
resident with urethral erosion. (Resident #277)

Findings include:
Resident #277 was re-admitted to the facility on

4/18/14. His diagnoses included but were not
limited to; hypertension, aphasia, right

“were seourely anchored, assessed, and treatments as
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indicated that she had not been doing them prior F230
to in-service. Maintenance was responsible.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO F280| 1, The Director of Nursing assessed sesdent #277 | @A 1
s8=G | PARTICIPATE PLANNING CARE-REVISE CP on (3/11/11, The catheter for resident # 277 was

sccurely anchored by the licensed nurse on 05/11/11.

The family was notified by the Wound Care Nurse on
05/12/11. The physician was notified of the on
05/12/11 by the Wound Care Nurse. The care plan for
Resident #2777 was updated on 05/12/11 by the
Mininum Data Set Coordinator to reflect the
resident’s current plan of care. The Director of
Nursing inserviced the MDS #1 and MDS #2 on
updating care plans with changes in resident status,
diagnosis, or orders.

2. A 100% audit of all residents who have
indwelling catheters was conducted by the Wound
Care Nurse on 05/13/11 to ensure that the catheters

ordered. No other residents were found to be affected.
A 100% audit of all resident care plans was conducted
by the Minimum Data Set Coordinators on 05/27/011
for the previous thirty days to ensure that all new
orders and diagnosis were updated on resident care
plans.

3. Anin-service was conducted by the Director of
Nursing on 05/31/11 for ali the facitity Minimum Data
Set Coordinators on the process of updating a
resident’s to reflect the resident’s current plan of care.
A facility directed inservice for all licensed nurses and
certified pursing assistants regarding Urinary Catheter
Use in Long-term Care was conducted on 06/03/11 by
a state approved education agency. All licensed nurses
and ceriified nursing assistants are required to attend
prior to resuming their work schedule,
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hemiparesis, seizure disorder, aspiration
pneumonta, pressure ulcer, diabetes and history
of urinary tract infection.

Review of the resident's care area assessment
(CAA) summary, dated 1/27/11, revealed a CAA
for "Urinary Incontinence and indwelling
Catheter.” The indwelling catheter was in place
on admission due to unstageable pressure ufcers
on his sacrum and feft hip. The CAA read in part,
*Resident does have a catheter in place. He has
several pressure ulcers to sacrum, hip, and lower
extremities.” He is at increased risk for pressure
ulcers due to his impaired mobility, impaired
cognition, incontinence, and existing pressure
uicers." Will proceed to care plan o help manage
skin integrity and provide ADLs (activities of daily
fiving). The CAA summary for pressure ulcer was
dated 1/27/11. It was noted, "Resident was
admitted to facility with several pressure ulcers to
bilateral lower extremities, left hip, and sacrum.”

The most recent minimum data set (MDS}, dated
4/28/11 revealed the resident had severe
cognitive impairment. He was fotally dependent
on staff for bed mobility, transfers, locomotion,
dressing, eating, toilst use and bathing. He
roquired extensive assistance for personal
hygiene. Resident #277 had no noled behaviors
on the MDS, The resident was incontinent of
bowel and had an indwelling urinary catheter.

Resident #277's care plan included a care plan,
dated 5/6/11, for "Potential for infection retated to
use of indwelling catheter.” The goal was for the
resident not to experience any adverse effects
related to the use of the indwelling catheter
through the next review. The interventions

+ Performance Improvement as they arise and the plan

4, Anaudit will be conducted of all resident care
plans to ensure resident’s with new orders or new or
updated diagnosis will be conducted daily, five days
per week, for four weeks, then twice weekly for four
weeks, then weekly for four weeks and/or 100%
compliance. An audit of all residents with foley
catheters 10 ensure securement of indwelling catheters
will be conducted by the Director of Nursing and/or
Unit Coordinators, Wound Care Nurse, and Nursing
Supervisors every shift for fourteen days, then daily
for fourteen days, then three times weekly for four
weeks, then weekly for four weeks and/or 100%
compliance. The results of these audits will be noted
and reviewed in the monthly Quality Assurance
Performance Improvement. The results will be
brought to the monthly Quality Assurance
Performance Improvement Mesting by the Director of
Nursing. Any issues or trends identified will be
addressed by the Quality Assurance Committee

will be revised to ensure continued compliance. The
Quatity Assurance Performance Improvement
Commities consists of the Administrator, the Director
of Nursing, Staff Development Coordinator, MDS
Coordinator, Admission Coordinator, Rehabilitation
Manager, Medical Director, Director of Social
Services, Environmental Services, Director of
Maintenance, Dietary Manager, and the Activitics
Director
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Included; catheter care every shift and as
nesded, maintain a closed drainage bag below
leve! of bladder. Monitor for signs and sympioms -
of urinary tract infection: fever, and change in
color, consistency, and odor of urine. The staff
was to report any unusual findings immediately to
the physician. A care plan lilled "Potential for
impaired skin integrity related to decreased
mability, contractures, pressure sore left hip,
sacral wound and pressure ulcers fo bilateral
feet", dated 5/6/11, noted the goal was for the
resident to not experience any adverse effecls
from any skin integrity issues through the next
review. The intarventions included; staff to report
to nurse any red or open areas, ensure
appropriate pressure relieving devices in place
during repositioning, Monitor skin daily during
care for any changes, Report any abnormat
observations ta the physician.

During an interview, on 5/12/11 at 1:37PM, MDS
nurse #1 indicated if a resident had a wound
{penife erasion} it should be noted on their care
plan. MDS nurse #1 was not sure why the wound
to the penis was not mentioned on the care plan.

An interview was conducted on 5/12/11 at
2-06PM with MDS nurse #3. She staled the care
plans should be revised and updated at least
quarterty and annually. MDS nurse #3 indicated if
a resident had a wound, it should be noted on
their care plan with interventions In place. The
nurse was not sure why the penile erosion wound
was not care planned.

During an interview, on 5/12/11 at 2:06PM, the
director of nursing (DON} indicated she expected
the care pians to be updated quarterly, annuatly
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andifa resider'u had a history of a wound or a . The Minimum Data Set Coordinators updated é’[ﬁ/ i
new or worsening wound. the ADL care guide for resident #151 on 05/11/11. On

F 282 | 483.20(k)(3)(ii) SERVICES BY QUALIFIED £ 282! 05/11/11 the staff assigned to tesident #151 was
s5=p | PERSONS/PER CARE PLAN immediately inserviced by the Director of Nursing on

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident’s written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, madical record review
and staff interview, the facility falled to implement
the care plan to assist a resident with using the
call phone and computer as documented in the
plan of care for 1 of 1 sampled resident {Resident
#151). .

Resident #151 was readmitted to the facility on
6/2/10. The resident's cumulative diagnoses
include seizure disorder, spasticity, chronic pain
and depression. The guarterly Minimum Data Set
(MDS) dated 3/17/11, indicated the resident had
no short term memory or iong term memary
problems or declsion making problems. The MDS
indicated that resident #151 required fotal
assistance with all activities of dally living. He had
impaired range of motion on both sides of upper
and lower extremities.

Review of cars plan dated 3/25/11, read in part:
1. Resident is at risk for decreased socialization
due to being bed bound. Resident requires
in-room visits with 1:1 interaction to maintain
socialization and mental awareness. The goal
was the resldent will actively participate with

his personal equipment.

staff on the ADL care guide.

Coordinator, Admission Coordinator,

» Director.

ensuring that resident #151 was assisted with utilizing

2. Anaudit of all resident care plans was
conducted on 05/27/11 to ensure that the care planned
needs of the resident were communicated to the care

3. Aninservice was conducted on 05/31/11 by the
Director of Nursing and the Staff Development
Coordinator for the facility Minimum Data Set
Coordinators on communicating the care needs
identified in the care plan fo the care staff.

4. Audits of the care plans and the ADL care guide
" will take place daily, five times per week for four
weeks, then twice weekly for four weeks, then weekly
for four weeks. The results will be brought to the
monthly Quality Assurance Performance Improvement
Meeting by the Director of Nursing. The results will .
“be brought to the monthly Quality Assurance
Performance Improvement Meeting by the Director of
Nursing. Any issues or frends identified will be
addressed by the Quality Assurance Performance
Improvement Committee as they arise and the plan -
will be revised to ensure continued compliance. The
Quality Assurance Performance Improvement
Committee consists of the Administrator, the Director
of Nursing, Staff Development Coordinator, MDS

Rehabilitation Manager, Medical Director, Director of
Sooial Services, Environmental Services, Director of
Maintenance, Dietary Manager, and the Activities

t
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in-room visits and socialization at least once
weekly through next review. The approaches
included the staff would assist the resident with
using the cell phone when time allowed and not to
interfere with direct resident care of daily duties. if
the resident requested assistance wilh the laptop
activities staff would be available to assist during
the weekiy in room visits, other stay may also
assist upon request if time permits not to interfere
with daily work task,

During an observation on 5/8/11 the cell phone
ring at 12:54PM 4 staff outside of room passing
lunch. The 4 staff were observed standing in front
of resident's room as the phone rang, no staff
entered the room to answer the call. The call light
was attached to the top of bed in which it was out
of reach for the resident to roll head to activate.
Computer equipment was pushed away out of
reach on side table. The celi phone was being
charged on top of the light and the ear piece was
dangling on the floor. Resident #151 indicated
that he has to constantly tell the DON and
administrator about his concerns with the phone
and the computer but they do nothing to help me
use it by myself. | wouldn't bother them if | could
do it myself.

During observation on 5/10/11 at 9:00AM, the cell
phone was on the charger on top of the light
fixture. The head set to the computer was
hanging on side of bed and computer was on
night stand across the room, the ear piece to
telophone was under Resident #151 body. The
phone rang and there were two nursing
agsistants and two nursing staff in the hall,
No-one entered the room. All were standing in
from of Resident #151's room. The call light was

F 282
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position above Resident #151 head out of furn
reach.

During an observation on 5/10/11 at 3:40PM,
Resident #151 call light was positioned above
head, computer with head set on night stand at
foot of resident s bed, Cell phone on top of light
fixture.

During an observation 5/11/11 at 11:21AM, cell
phone on top of light fixture, ear piece on floor,
computer at foot of bed and call light fixed to bed
at shoulder level.

During an Inferview on 5/11/11 at 2:06PM the

MDS coordinator #3 indicated that the care plan

should be revised annual, quarterly and during
significant changes. The expectation would be

-| that when the care plan was established staff

should follow the plan. The care plan should be
revised when there is a changs in condition or
concer.

During an interview on 5/11/11 at 3:45PM, the
DON indicated the care plan should refiect what
was expected of the staff in meeting the needs of
the resident. After review of the call pattern and
the care plan and grievance log, the DON
indicated some monitering and changes should
have occurred to ensure the resident was getling
the assistance needed.

During an interview on 5/11/11 at 4:15PM, the
Administrator Indicated that he expected the staff
to assist the resident with using the telephone
and the computer. The telephone and computer
should be accessible for the resident and staff
should be following the established plan. He also
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DEPENDENT RESIDENTS

A resident who Is unable to carry out activities of
dally living receives the necessary services to
maintain geod nutrition, grooming, and personal
and oral hygiene.

This REQUIREMENT Is not met as evidenced
by: :
Based on observations, resldent interviews, staff

Interviews and record review the facllity failed to™

provide fingernall care to 2 of 2.sampled
residents who required asslstance with activities
of daily living. (Resident # 191, Resident # 302}

Findings include:

The undated policy titled, "FingernallsfToenails,
Care of! revealed the purpose of the procedure
was to clean the nail bed, io keep nails trimmed,
and 1o prevent Infections. Some of the guidelines
read In part, "Nail care includes dally cleaning and
ragular timming.” The staff should repert to the
nurse suparvisor iIf there was evidenca of ingrown
nails, Infections, pain, or if nalls were too hard or
{oo thick to cut with ease.

4. Resident #191 was admitied to the facllity on
40/11#10. The resident's diagnoses included but

]

; 1.' Resident # 191inails were cleaned and
trinimed by the Treatment Nurse 05713711, No
. adverse outcomes noted,

Resident #302 nails were cleaned and trimmed
on 05/11/11 by the Certified Nursing Assistant.
No adverse outcomes noted, The Director of
Nursing inserviced the treatment nurses on
05/13/11 regarding the expectations of trimming
of fingemails and toenails and refeming residents

to podiatry as need.
2. A 100% audit was econducted by the Unit
Coordinators and the Treatment Nurses on
05711711 for all facility residents to determine if
any residents needed nails trimmed and cleaned o
added to the podiatry list,

3.  Anin-service was conducted by the Staff
Development Coordinator 05/20/11 through
06/02/11 for all licensed nurses and Certified 1
(Nursing Assistants in regards to nail care for |
toenails and fingernail trimming and cleaning, |
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Indicated afler review of care plan that the care i ‘ .
plan should be specific to his needs and i ‘
designated staff would be assigned to monitor h E
and check status and meet the resolution process i l
of the grievance procedures. : 1 @{3 / (
E 312 | 483.25{a)(3) ADL CARE PROVIDED FOR F 312 lI i
$5=D ;
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were not imited 1o, congestive haart faliure,
hypertension, diabetes and renat failure (receiving
dialysis).

The most racent minimum data set (MDS), dated
2418111 revealed the resident was cognitively

‘I intact, He required extensive assistance fram one

to two staff membars for the folfowing activities of
daily living: bed mobility, transfers, dressing, toilet
use, personal hygiene and bathing. He had a
functional impairment (decreased range of
motion) on one side of his upper and lower
extremities. He had no noted behaviors during
the look bagk period. C

His most recent care plan was dated 2/21/11

‘| 'Botad he had a Self-dsficl dnd réquiréd extensivé™

assistance with aclivifies of dally living {(ADLs).
The goal was for the resident fo have his ADL
nesds met. Somse of the Interventions included;
staff will provide or assist with nail care as
needed.

An ohservaiion of rasldant #1391 on 8/9/11 at
3:56PM noted both hands had long thick
fingernails with dark matter underneath the
fingernails. The resident stated he did what he
sould 1o keep his nails clean but he needed help
from the staff to do a good job.

On 5/11/11 at 9AM, the resident was observed in
his room. His fingernails were long with dark
matier undemeath the nails. The resident stated
he would try to clean under the nails but could not
do much without assistancé from staff members,

Admission Coordinator,

E
[
1

N

facility residents to ensure that nails are itimmed,
cleaned and/or added to the podiatry list. This .
audit will be conducted weekly for four weeks,
then monthiy for twa months and/or 100% . l
compliance. Tha results of this audit witl be noted
and reviewed in the monthly Quality Assurance
Performance Improvement meeting. The results
Iwill be brought to the monthiy Quality Assurance |
Performance Improvement Meeting by the I
Director of Nursing. Any issues or trends }
identified will be addressed by the Quality i
Assurance Perforrnance Improvement Comnaittee '
as they arlse and the plan will be revised to ensure )
continued compliance, The Quality Assurance
Performance Improvement Committee consists of )
the Administrator, the Dirsclor of Nutsing, Staff }
Development Coordinator, MDS Coordinator,

Rehabilitation Manager, Medical Director,
Director of Social Services, Environmental i
Services, Director of Maintenance, Dietary !
Mapager, and the Activities Director ,
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During an observation and interview with the
resident on 5/12/11 8:20AM, he stated the dark
matter underneath his nalls "bothered" him and
he wanted them cleaned and trimmed ona
regular basis. His nails remained long with dark
matter underneath {both hands). He indicated the
staff was supposed to trim his nails today. He
stated he needed extensive assislance to
complete his activities of daily living. He thought it
had been around 2 months since his nalls were
trimmed and cleaned.

An interview was conducted with nurse #2 and
nurse #3 on 5/12/11 at @:25AM. Nurse #2 and
nurse #3 {both on treatment team) indicated the
treatment nurses checked the residents' toenails
and fingernails weekly. If a resident were to
refuse to have, their nalls trimmed (fingernails or
toenails) it would be noted on the "Resident
Weekly Skin Check Sheet.” The treatment nurses
would trim the nails (toes and fingernails) as
needed.

During an intervisw on 5/12/111 at 2:06PM, the
director of nursing {DON) indicated she expected
the staff to be trimming and cleaning the
residents fingernalls if they were noted to be long
or have matter underneath the nall.

Resident #302 was admitted to the facility on
4/25/11. The resldent ' s cumulative diagnases
included cancer, end stage renal disease, seizure
disorder and chronic obsiruction pulmonary
disease. The Minimum Data Set (MDS) dated
5/14/11, revealed that resident needed
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assistance with activities of dally living.

Review of the care plan dated 5/4/1, documented
1: resident requires assistant with andfor
provision for ADLs. The goals included, resident
will experience cleanliness and comfort each day
and assistance as needed for ADLs each day
through next review. The approaches included
assist resident with am,/PM care and record
completion at evening, bath/shower every Tues,
Thursday and sat on evening.

During observation on 5/9/11 at 2:206 PM,
Resident #302 was sitling in his room with his
finger nails long dirty with brown matter
underneath nine of ten fingernails.

During an observation on 5/10/11 at 12:15PM,
Resident #302 was eafing lunch with long dirty
finger nails

During an observation on 5/10/11 at 5:25PM,
Resident #302 was eating dinner with long dirty
nails on 9 of 10 fingers.

During an observation on 5/11/11 at 8:44AM,
Resident #302 fingernails was eating breakfast.
The nails had large volume brown matter and
food in 9 of the finger nails.

During an interview on 5/1 17111 at 5:05PM, NA#3
indicated that nursing was responsible for cutting
the diabetic residenis finger/toenails and nursing
assistants all other residents. He stated that
nails/toenails should be checked during am/pm
care bathing. He added that he was unaware that
Resident #302 nails need to be cut. He observed
the nails and indicated that he would take care of
them during bathing.
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During an interview on 5/11/11 at 5:10PM, nurse
#8 indicated that NA was responsible for cutting
residents fingernalls and toenails during am/pm
care and bath/shower. He added that nursing was
responsible for cutling residents nailsftoenails
that were diahetic, Nurse #8 went into Resident
#302 room and observed fingernails and
indicated they should be cut. Resident #302
stated he was happy that they were getting cut.

During an interview on 5/12/11 at 4:00PM, the
director of nursing indicated that she expected
nursing assistance to provide nail care during
baths and report to charge nurse any resident
that needed special nail care. She added that all
residents finger nails and toenails shouid be kept
cleaned and trimmed.

483.25(d) NO CATHETER, PREVENT UTH,
RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling cathster is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
wha is incontinent of bladder recelves appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews, nurse
practitioner inferviews and record review the
facility faited to securely anchor the tubing of an
indwelling catheter to prevent pulling or reduce

F 312

F 315

F315

1. The Dircctor of Nussing assessed resident # 277
on85/11/11. The catheter for resident # 277 was
securely anchored by the licensed nurse on 05/11/11.
The family was notified by the Wound Care Numse on *
05/12/11. The physician was notified of the on
05/12/11 by the Wound Care Nurse, The care plan for
Resident #277 was updated on 05/12/11 by the
Minimmm Data Set Coordinator to reflect the
resident’s current plan of care. The Director of
Nursing inserviced the MDS #1 and MDS #2 on
updating care plans with changes in resident status,
diagnosis, or orders.

2. A 100% audit of all residents who have
indwetling catheters was conducted by the Wound
Care Nurse on 05/13/11 to ensure that the catheters
were securely anchored, assessed, and treatments as
ordered, No other residents were found to be affected.
A 100% audit of ail resident care plans was condusted

" by the Minimum Data Set Coordirators on 05/27/011
for the previous thirty days to ensure that all new
orders and diagnosis were updated on resident care
plans.

G
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frauma on the catheter tubing for 1 of 1 sampled
residents with indwelling catheters. (Resident
#277)

Findings include:

Resident #277 was re-admitied to the facility on
4/18{11. His diagnoses included but were not
limited to; hypertension, aphasia, right
hemiparasis, seizure disorder, aspiration
pneumonia, mulliple pressure ulcer (stage 4 to
the sacrum and left hip), diabetes and history of
urinary tract infection.

Review of the resident's Care Area Assessment
(CAA) summary, dated 1/27/11, revealed a CAA
for "Urinary Incontinence and Indwelling
Catheter." The CAA read in part, "Resident does
have a catheter in place. He has several pressure
ulcers to sacrum, hip, and lower extremities.” He
is at increased risk for pressure uicers dug fo his
impaired mobhility, impaired cognition,
incontinence, and existing pressure ulcers.” Will
proceed to care plan to help manage skin
integrity and provide ADLs (activities of daly
living).

Review of the nurse's notes revealed a
re-admission note dated, 4/18/11 completed by
MDS nurse #1. The nurse noted the resident had
open areas {0 his left and right ankle, left hip,
sacrum, behind his left ear and also a healing
area to left outer ear. A non-blanchable area was
noted to the right hip. No mention was made of
an assessment being completed to the penis
area. No mention was made of the resident
having any type of healed penile erosion.

Nursing on 05/31/11 for all the facility Minimum Data
Set Coordinators on the process of updating a
resident’s to reflect the resident’s current plan of care.
A facility directed inservice for all licensed nurses and
cer_tifled nursing assistants regarding Urinary Catheter
Use in Long-term Care was condacted on 06/03/t1 by
a stale approved education agency. All licensed nurses
and certified nursing assistants are required to attend
prior to resuming their work schedule.

4. Anaudit will be conducted of all resident care
plans to ensure resident’s with new orders or new or
updated diagnosis will be conducted daily, five days
per week, for four weeks, then twice weekly for four
weeks, then weekly for four weeks and/or 100%
compliance. An audit of all residents with foley
catheters to ensure securoment of indwelling cathsters
will be conducted by the Director of Nursing and/or
Unit Coordinators, Wound Care Nurse, and Nursing
Supervisors every shift for fourteen days, then daily
for fourteen days, then three times weekly for four
weeks, then weekly for four weeks andéor 100%
compliance. The results of these audits will be noted

and reviewed in the monthly Quality Assurance
,Per{ormance Improvement. The results will be
broiight to the monthly Quality Assurance

Nursing. Any issues or trends identified will be
-addressed by the Quality Assurance Committee
Pe.rfomlance Improvement as they arise and the plan
will be revised to ensure continued compliance. The
Quatity Assurance Performance Improvement
Comjmttee consists of the Administrator, the Director
of Nux‘smg‘ Staff Development Ceordinator, MDS
Coordinator, Admission Coerdinator, Rehabilitation
Mangger, Medical Director, Director of Social
. Services, Environmental Services, Director of

M_aintcnance, Dictary Manager, and the Activities
Director

* Performance Improvement Meeting by the Director of
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The wound care notes dated 4/19/11 noted the
TN (treatment nurse) had assessed and
measured the residents wounds, The TN noted
the following wounds; left hip stage 4, sacral
wound stage 4, [eft inner malleolus stage 3, left
heel unstageable, right outer malleolus stage 3,
right ischium possible deep lissueg injury. No
mention was made in regards fo the assessment
of the penis area. No mention was made of a
healed wound o the penis.

Review of the "Resident Weekly Skin Check
Sheet", dated 4/19/11 found no mention of any
wound to the penis,

A nurse's nole, dated 4/25/11 read in part, "ena
(nursing assistant) reporied residents penis
swollen. This nurse assessed, small amount of
edema noted af head of penis. No drainage noted
at this time {name of physician) notified orders
received to change cath (catheter).” A new
indweliing catheter was inserted without difficulty,
yellow urine noted with some mucus and small
pus like area at the meatus {opening of the
urinary iract). A culture was obtained from the
drainage along with a urinalysis and culture and
sensiivity.

On 4/26/11 a nurée's note revealed the resident
was staried on antibiotics after the urinalysis
resulls were back. The catheter was draining
yeltow urine with mucous noted and a small
amount of drainage noted from around the
meatus,

Review of the "Resident Weekly Skin Check
Sheet", dated 4/26/11 found no mention of any
wound to the penis.
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The next treatment note (done by the TN} was
dated 4/28/11. There was no mention of a wound
to the penis (open or healed).

The culture results for the penis were reported on
4/28/41. The results noted "Normal Genital Tract
Flora.”

The mast recent minimum data set (MDS), dated
4128111 ravealed the resident had severe
cognitive Impairment. He was fotally dependent
on staff for bed mobility, transfers, locomotion,
dressing, eating, toilet use and bathing. He
required extensive assistance for personal
hygiens. Resident #277 had no noted behaviors
on the MDS. The resident was incontinent of
bowel and had an indwelling urinary catheter.
The MDS revealed the resident had muitiple
unstageable pressure uicers during the look back
period.

The treatment note dated 5/4/11 did not make
mention of any wounds io the penis.

Resident #277's plan of care, dated 5/6/11,
included "Potential for infection related to use of
indwelling catheter.” The goal was for the residant
not to experience any adverse effects related to
the use of the indwelling catheter through the
next review. The interventions included; catheter
care every shift and as needed, maintain a closed
drainage bag below level of bladder. Monitor for
signs and symptoms of urinary tract infection:
fever, and change in color, consistency, and odor
of urine. The staff was to repart any unusual
findings immediately (o the physician. A care plan
titted "Potential for impaired skin integrity related
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to decreased mobility, coniraciures, pressure
sore left hip, sacral wound and pressure ulcers to
bilateral feet”, dated 5/6/11, noted the goal was
for the resident to not experience any adverse
effects from any skin integrily issues through the
next review. The interventions included; staff to
report to nurse any red or open areas, ensure
appropriate pressure relieving devices in place
during repositioning. Monitor skin daily during
care for any changes, Report any abnormal
observations to the physician.

Review of the "Resident Weekly Skin Check
Sheel”, dated 5/6/14 found no mention of any
wound fo the penis.

A verbal order, dated 5/9/11 and obtained by the
TN read in part, "Tx (treatment) penile erosion
(with) 1. clean {with) wound cleanser 2. cover
{with} Xeroform gauze 3. (change) q (every) day
& PRN {as needed)- keep (catheter) aftached to
leg to limit movement.”

On 5/10/11 the treatment note did not mention
any wounds to the penis and no measurements
could be found.

A wound care observation and interview was
conducted on 5/11/11 at 9:32AM with the
ireatment nurse {TN). The resident had an
indwelling urinary catheter. The TN cleansed the
open area around the tip of the penis, The apen
area resembled a widened track, The area was
red with a small amount of mucus type drainage
noted. He referred to the area as"penile erosion”
and stated the resident came back from the
hospital {4/18/11) with the erosion, The resident
did not have a leg strap on at the time. His
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catheter tubing was tangled in between his legs
{which were contracted). Resident #277 displayed
factal expressions of discomfort when the penile
erosion was cleaned and when the catheter
tubing was adjusted. The TN stated the resident
might have removed the catheter strap. The TN
then piaced a new anchorage system on the
resident's thigh to prevent tension or pulling on
the indwelling catheter. The TN indicated he had
measured the penis wound and that information
could be found In "Integumentary/Skin Concerns”
notes for the resident. The TN could not provide a
reason as to why no treatment was initiated to the
penile erosion until 5/9/11.

During an interview on 5/11/11 at 4:27PM, nurse
practitioner (NP) #1 stated she had viewed the
penile wound since the resident had been
re-admitted. She stated it was a fiitte swollen and
red. She acknowledged not seeing the wound
since shorily after re-admission but stated the
wound care staff was very good about informing
her of new areas and keeping her updated. The
NP indicated she was not sure if anchoring the
catheter tubing would help prevent any skin
breakdown to the penis area.

A fallow up interview was conducted with the TN
on 5/12/11 at 9:06AM. The TN indicated he
thought he charted aboul applying the leg
anchoring device but "clearly he did not.” He
reviewed the TN notes and could not find any
notes in regards to the assessment and
measurement of the penile erosion. He staied he
thought he measured the wound but "has no
excuse” for why the information was not there.
The TN stated it was everyone's responsibility to

F 315
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maintain the urinary catheter. He stated the
catheter tubing should be anchored to the
resident’s leg to prevent tension and puliing.

During an interview on 5/12/11 at 9:26AM, nurse
#2 stated the resident has had the open area to
the penis since his last hospital admisstfon, She
did not think it had changed. Only the TN does
the measurements. Nurse #3 stated there was
not much treatment they could have done for the
penils wound.

During a follow up wound care observation on
5/12/11 at 9:47AM measurements of the penile
erosion ware obtained by the TN. The penile
erosion measured 1.3 centimeters (cm) by Tom,
with a depth of 0.2cm, Nurse #2 stafed there was
no change to the wound since the resident had
been re-admitted. Neither the TN nor nurse #2
could provide a clear answer as to why the wound
had no treatment until the verbal order was
obtained on 5/8/11. The resident’s catheter tubing
was secured to his thigh.

On 5/12/11 at 1:48PM NP #1 provided some
information on "Securing the Indwelling Catheter.”
The information was from “Lippincott's Nursing
Center.Com." The article read in part, "Optimal
management of an indwelling catheter includes
securing the catheter to the thigh or abdomen in a
way that prevents the catheter or ils retention
bailoon from exerting excessive force on the
bladder neck or urethra.”

Puring an interview on 5/12/11 at 2:19PM the
director of nursing stated the catheter tubing
should be secured on the leg of residents who
had indwelling catheters.
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An interview was conducted on 5/12/11 at
3:18PM with MDS nurse #1. The nurse stated
she thought the resldent might have had a healad
erosion to the penis before going to the hospital,
When he refurned from the hospital, she did his
fnitial skin assessment, Sha thought there was
"like a slit or erosion {io the penls), the skin was
intact iike someone had a scar but not as bad as
that.” MDS nurse #1 stated she did not think the
rasident was at increased risk for open areas to
the penis if he had a histary of healed erosion
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS :

The facilitly must ensure that residents receive
proper treatment and care for the following
special services:

"| Tnjections;

Parenteral and enterat flulds;

Colostomy, ureterostomy, or ileostomy care; -
Tracheostemy care,

Tracheal suctioning;

Respiratory care;

Foot care; and.

Prostheses.

This REQUIREMENT Is not met as evidenced
by:

Based on observation, staff interview, and record
review the faclilty failed to provide 2 of 2 sampled
residents with diabetes toenail care by the
contracted podiatry services. {Resldent #293 and
#277)

Findings include:
1.Resideni#293 was admitied to facility on

F 315}

F 328

7528

1. The toenails for Resident #2093 were
rimmed on 05/11/11 by the Certified Nursing |
Assistant, H

The physician was notified on 83/12/11 by the ]
charge nurse and an order was obtained by the ;
Unit Coordinator on 05/12/11 to refer Resident
# 277 to the podiatrist. Resident#277 was seen
by the podiatrist on 05/18/11.

2. A 100% audit was conducted by the Unit
Coordinators and the Treatment Nurses on
05/13/11 for alt facility residents who requiring
toenails trim and cleaned or added to the
podiatry list.

3, An in-service was conducied by the Staff
Development Coordinator 05/220/11 thraugh
06/02/11 for all ticensed nurses and Certified
Nursing Assistants in regards to nail care for
toenails and fingernail trimming and cleaning.

_ 4, Audits will be conducted by the Unit _ _ 1 .

Coerdinators and Treatment Nurse’s for all
facility residents to ensure that nails are
trimmed, cleaned and/or added to the podiatry
Hst. This audit will be conducted weekly for
four weeks, then monthly for two months
and/for 100% compliance. The results of this
audit will be noted and reviewed in the
montitly Quality Assurance Performance
Tmprovement. The results will be brought to
the montily Quality Assurance Performance
Tmprovement Meeting by the Director of
Nursing. Any issues or trends identified will be
addressed by the Quality Assurance ;
Performance Improvement Conumittes as they
arise and the plan will be revised 1o ensure
continued compliance. The Quality Assurance

Pesformance Improvement Committee consists:
of the Administrator, the Director of Nursing, !
Staff Development Coordinator, MDS :
Coordinator, Admission Coordinator, i
| Rehabilitation Manager, Medical Director, !
' Director of Social Services, Environmental

Services, Director of Maintenance, Distary

Manager, and the Activities Director . R

ef3fi

FORM CMS-2567{02-98) Previous Verslons Obsolele

Event 1:159G14

Faclly ID; 923670

if continuation sheat Page 39 of 45




PRINTED: 05/26/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1)_PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION ) _ |3} DATE SURVEY . ____
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
B. WING c
345082 ] 05/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
19060 W 1ST STREE
GRACE HEALTHCARE OF WINSTON SALEM T 7
WINSTON-SALEM, NC 27104
X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 328 | Continued From page 39 F 328

2/25/11. The resident's cumulative diagnoses
included hypertension, diabetes, acute renal
failure, cerebral vascular accident. The annual
Minimum Data Sei{MDS) dated 3/4/11 revealed
Resident#293 required total to exiensive
assistance with activities of daily.

Review of care plan dated 2/25/11 documented 1:
resident requires assistant with and/or provision
for activities of daily living. The goals included
resident will experience cleanliness and comfort
each day, by next review, will receive assistance
as needed for activities of daily living each day
and bath/shower every Tues, Thursday and sat
on evening,

Review of the facllity's podiatry list from /2011 o
present (1/4/11, 2/1/11, 3/7/11 and 4/4/11)
revealed resident #293 was not on any of the list.
The podiatry clinics lists dated #/11/11 and
3/28/11, revealed no eniries for the resident.

During an observation on 5/10/11 at 8:20AM,
Resldent #293 was lying in bed and his toe nails
were long 1 inch on both §t and thick at nail bed
on all of the toes.

.During an observation on 5/10/11 at 5:21PM,
Resident #293 lying in room in low bed and
toenails was long and thick on both fest and all
toes.

During an observation on 5/11/11 at 8:40AM,
Resident #293 sleeping in low bed.The toenails
remain iong and thick on both feet and afl toes.

During an interview on 5/11/11 at 10:10AM, NA#2
indicated that nursing assistants was expected to
cut nallsftoenails during bath/shower, nursing cut
diabetic residents nailsf/toenails. She observed
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toenails and stated that nursing would be
resposnible for cutting toenails and NA was
responsibie for reporiing when the nails/toenalls
should be cut. She indicated that she did not
report the condition of Resident #293 toe nails.

During an observation on 5/11/11 at 11:18AM,
Resident #293 was lying in bed and his toenails
remained long and uncut.

During an interview on 5/11/11 at 12:08PM, unit
manager (UM} #1 siated if the staff
noticed/observed residents in need of toenail
care, those residents were added to the podiatry
list, The diabetic residents were "automatically”
on the podiatry fist.

During an interview/observation on 5/11/11 at
5:15PM, nurse#5 indicated that nursing was
responsible for cut/irimming diabetic resident toe
nails and NA ali other times. NA should report to
nursing when resident nailsficenails need to be
cut/rimmed. She indicated that once a week a
person was assigned to cut/trim resident
nails/toenails. She observed resident's toenails
and stated that they should have been cut
sometime ago.

During an interview on 5/11/11 at 5:20 PM, NA#4
indicated that she noticed the toenails last night
during bath, but she did not report to nursing

During an interview on 5/12/11 at 4:00PM, the
director of nursing indicated that she expected
nursing assistant to provide nail care during
baths and report to charge nurse any resident
that needed special nail care. She added that all
residents finger nails and toenails should be kept
cleaned and trimmed.
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The undated policy titled, “Fingernails/Toenails,
Care of* revealed the purpose of the procedure
was to clean the nail bed, to keep nails trimmed,
and to prevent infections. Some of the guidelines
read in part, *Nail care includes daily cieaning and
reguiar trimming.” The staff should report to the
nurse supervisor if there was evidence of ingrown
nails, infections, pain, or if nails were too hard or
too thick to cut with ease.

2. Resident #277 was re-admitted to the facllity
on 4/18/11. His diagnoses included but were not
limited to; hypertension, alcohol encephalopathy,
aphasia, right hemiparesis, seizure disorder,
asplration pneumonia, pressure ulcer, diabetes
and history of urinary tract infection.

The most racant minimum data set (MDS), dated
4/28/11 revealed the resident had severe
cognitive impalrment. He was totally dependent
on staff for hed mobility, transfers, locomotion,
dressing, eating, toilet use and bathing. He
required extensive assistance for persanal

{ hygiene. Resident #277 had no noted behaviors

on the MDS.

A care plan, dated 5/6/11 revealed the resident
had a seli-care deficit and required assistance
with activities of daily living. The goal was for the
resident to have his ADL needs addressed as
avidenced by remaining neat, clean, and without
odors through the next review. One of the
interventions was for the staff to provide or assist
with nail care as needed.

Review of the "Resident Weekly Skin Check
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For 2/1/11, the resident's finger and toenalls were
trimmed.

On 2/9/11, the resident's finger and toenails were
noted as "OK."

On 2/15/11, no boxes were checked to indicate
the resident's nafls had been assessed.

For the 3/1/11 and for the 3/8/11 weekly check,
there were no check marks in any boxes to
indicate whether the nails were ok or trimmed or
if the resident refused.

The dates of 3/16/11 and 3/22/11 found the
residents nails to boih be "OK."

On 4/19/11, the toenalls and the fingernalls were
noted as "trimmed."

The finger and toenails were noted as "OK" on
the 4/26/11 assessment,

The next assessment was done on 5/6/11. The
resident’s nails {both) were noted as "OK."

Review of the facility's podiatry list from 1/2011 to
present (1/4/11, 21/14, 3/7/11 and 4/4/11)
revealed resident #277 was not on any of the list.

The podiatry clinics lists dated 1/11/11 and
3/28/11, revealed no eniries for the resident.

A review of resident #277's admission and
discharges to date revealed, he was admitted to
the facility on 1/20/11. The only hospitalization
listed was from 4/2/11 to 4/18/11.

F 328

FORM CMS-2667{02-08) Previous Versions Obsolete Evant ID: IS1C11

Facility 1 923570

If continuation sheet Page 43 of 45



PRINTED: 05/26/2011

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
ANDPLANOF CORRECTION™ 7 |~ IDENTIFICATION NUMEBER: - TTCOMPLETEDR
A, BUILDING
B. WING ' C
345002 ’ 05/12/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 21 CODE
1900 W 1ST STREET
GRACE HEALTHCARE OF WINSTON SALEM
WINSTON-SALEM, NC 27104
xXd) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

F 328 | Continued From page 43

During an interview on §/11/11 at 12:08FM, unit
manager (UM} #1 stated if the staff
noticed/observed residents in need of toanail
care, those residents were added fo the podiatry
list. The diabetic residenis were "automatically”
on the podiatry list,

An interview was conducied with nurse #2 and
nurse #3 on 5/12/11 at 9:25AM. Nurse #2 and
nurse #3 (both on treatment team) indicated the
treatment nurses checked the residents’ toenails
and fingernails weekly. If a resident were fo '
refuse to have, their nails trimmed (fingernails or
toenails) it would be noted on the "Resident
Woeekly Skin Check Sheet.” The treatment nurses
would rim the nalls {toes and fingernails) as
needed, Nurse #2 indicated "all" diabetics were
seen by the podiatrist. Nurse #2 stated she could
cut resident #277's toenalls except for his great
toes and the podiatrist needed to trim those.
Nurse #2 stated the resident had missed the
podiatrist visits due to mulfiple hospitalizations
since his admission on 1/20/11. Both nurses
indicated when a resident goes out to the hospital
and comes back they should remain on the
podiatry list to be seen at the next visit. in the
absence of the podiatrist, if the residents needed
to have their toenails trimmed they should be
referred to an out of facility podiatrist.

A wound care observation was done on 5/11/11
at 9:32AM with the TN. Resident #277 was alert
and awake In bed. During the course of the
wound care it was noted the resident had very
long thickened toenails. The TN stated his team
(nurse #2, nurse #3) were responsible for
trimming toenails on the residents. The TN
Indicated ¥ the nurses were unable to trim the

F 328
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nails then the resident would be added to the
podiatry iist,

During an interview on 5/12/11 at 2:06PM, the
director of nursing (DON) indicated she expected
the staff {0 be putting the diabetic residenis and
whoever else needed to see the podiatrist on his
list unless the family wanted a private podiatrist
and then they could arrange transportation,
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a, 5th floor long hall irreversible process stopped fifth flooe loog hall ou 06/24/11 and
in code was entered during 16 sec. delay cursendy does not stop whan the code Iy
b.Ath floor stalr-well door near room 417 would rm;tmd duémg' 1'210*_15_ f;:’(éﬂd deby. (:]51)
relock automatically if code was entered during Phe keypad ar the fouxth Hoor Sturwel
15 sec. del doo near reom 417 was upgraded by the
sec. agiay MaJatenance Divector on 07/08/11 nd
c.Ath floor Stair-well door at Day Room would not gow remaios wolocked if the code is
release under pressure on refease device catered during the 15 second debay, (C)
d. 3rd. floor delayed egress lock on the short hall The the Mag Lock was adjusted to the
y g
requires more the 15 sec. to release proper pressiuce by the Mainlenonce
e 1st floor the locks on the front and rear exit Dn_rectfnr ;n 06/24/ 31 t ; dn';l fowth(g§=0r
d i steirwell door nese the Doy Roow, (D).
oors did not sound an aia_\rm when pressure was e Mag Lock ot e hied Roos delyyed
applied to the release device. eqress o the short bl was sepaiced by
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K051 b Malnrenunve Disccror on 06/25/11
§5=0 aud cusrently teleases within 15 seconds.
A fire 2larm system with approved components, (6). The frst floor locks oa dhe fronk
davices or equipment is Installed according to and rens exit do0ys sound wheo pressose
NFPA 72, National Fire Atarm Code, lo provide Is applied. The key puds were lnspecred
effective warning of fire in any part of the buflding. and ropaited by the Maintenance
o Pireevor o 06/24/11,
Activation of the complete fire alarm system Is by . ) ) . )

: : 2 Al doows wets Inspreted (o release
manual fire alarm initlation, automatic detection or presstice and delay tunes by the
extinguishing system operatlon. Pull stations In Maiatensce Dicector oa 06/24/11. No
patient sleeping areas may be omitted provided other dooss were found o be affested.
that manual pull stations are within 200 feet of e
nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of

EABORATORY DIRECTORG OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {%6) DATE
/% \ o V' ///
: % War 7 LWV 2 e 7

Any deficlency statement erding with an astersk (*) denotds a daﬁtziency which the Instiution ray be excused from coirecling providing i Is dotermined that
other safeguards provide suffiolent protection to the patlents. (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 duys
follawing the date of survey whether or not a plan of correction Is provided, Fornursing hemes, the above findings and plans of cofreslion are disclosable 14

days followiny the date these docurments are made avallable to the faclity, I deficiancles are ciled, an approved plan of correction Is requisite to copllnued Q i

program paricipation, (l
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STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A BULDING 01 - MAIN BUILDING 01
8, WING
345092 06/2412011
NAME OF PROVIDER OR SUPPLIER STREGT ADDRESS, GITY, STATE, ZIP CODE
100 W 1ST STREET
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(X4) 1D SUMMARY STATEMENT OF DEPICIENCIES ) ’ PHOVIDER'S PLAN OF CORRECYION {x5)
PREFIX {EAGH DEFICIENCY WMUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMAYION) TAG CROSS-REFERENCED TO 1S APPROPRIATE BATE
DEFICIENCY)
3, Al dours will be lospected oave weeldy
K 051 | Contlnued From page 1 K 051 for three weekt und theo monthiy foc
tests are available, A reliable sscond source of guga‘g:'“‘h“ by the Mudatenaact
power is provided. Fire alarm systems are 4 “Che resalts will be gored and reviewed
maintalned in accordance with NFPA 72 and in the monthly Quality Asyaranse
records of maintenance are kept readily avallable. Perfomance Improvement Commitée.
There is remote annunclation of the fire alarn Any bssaes or trenda ideatfled will be
system to an approved central station.  18.3.4, addcessed by the Quallty Assununce
9.6 Pecformance Ymprovemeat Commuttes
as thay agise and the plaa will be revised
a¢ needed lo gosure continued
compliniice. The Quality Assucance
Perlonnance Improvement Comamitice
congisty of tie Administrator, the
Director of Nundng, Swff Developmen
Coordinatoz, MDS Coordinatos,
Admission Coordinator, Rehabilitation
Manages, Medical Disecton, Discetor of
Socidl Sexvices, Eavirongeatal Services,
This STANDARD s not met as evidenced by: Dirvctor of Maintwaance, Pictury
A. Based on observation on 06/24/2011 there Monnger, and the Activities Dietor.
was no audible nor visual signal when the phone
fine was disconnected from the fire alarm panel. 051
42 CFR 483,70 (a) 1&g Y
K 066 NFPA 101 LIFE SAFETY CODE STANDARD K056 1. The ke aliwm systen test was coodacted
88=D by the Majotenaace Ditector on
If there is an automatic sptinkler system, itis ?7/96/ “bfﬂ‘l its' compoacats wete
installed in accordance with NFPA 13, Standard ifﬁiﬁﬁjbffffﬁ?ﬁﬁi };‘J‘{Pfﬂ pere
for U}e Installation of Sprinkler Sysiems, to phone Tine s discomnected Erom the e
provide complete coverage for all porlions of the alacm pandl,
buliding. The system is properly mainfained in 2 The praetice had the poteutial to impae
secordance with NFRA 26, Standard for the all facllity sesidents, however none wers
inspection, Testing, and Malntenance of found o be aftecred. )
Water-Based Flre Protection Systems. It s fully 3. The Hre slacor panel will be invpected by
supervised, There Is a reliable, adequate water the Maintcanve Diecos oace wedldy
supply for the system. Required sprinkler ;ﬁ:j‘;ﬁ;ﬁ‘&:“‘;‘;l;’:ﬁ’f‘°‘:'{b fwi‘:‘ )
systems are equipped with water flow and tamper bronedly ldng
switchas, which are electrically connected to the ;
building fire alarm system.  19,3.5
FORM CMS-2567(02-99) Previous Vorsiens Dbeolete Eveal IDI151C24 Facillty ID; 923870 I continuntlon sheet Page 2 of 4
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I?REFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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i
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH GORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED YO YHE APPROPRIATE

DEFIGIENCY}

(X8)
COMPLERHUN
OATE

K 086

K072
85=D

K 147
88=D

Continued From page 2

This STANDARD is not mef as evidenced by:

A. Based on observation on 06/24/2011 the 8
inch sprinkler matn Is In a wood structure out side
and there Is no heat provided for protection from
freezing.

42 CFR 483.70 (a)

NFPA 101 LIFE SAFETY-CODE STANDARD

Means of egress are continuously maintained free
of all obstructions or Impediments to full instant
use in the case of flre af other emergency, No
furnishings, decoratlons, or other objects obstruct
exits, access to, egress from, or visibility of exits,
7.1.10

This STANDARD s hot met as evidenced by:
A. Based ont observation on 06/24/2011 the
clean linen door on the 2nd and 3rd floors
between the nurses station and the stair-well exit
door opens inta the corridor reduces the width (
the doars da not have closers) .

NIFPA 101 LIFE SAFETY CODE STANDARD

Electrical wiring and equipment is In accerdance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

A. Based on observation on 08/24/2011 the med.
refrigerator on 2nd, 3rd, and 4th floor were not
plugged into a emergency receptacle.

42 CFR 4B83.70 (a)

K 056

Kor2

K147

%

56

[ad

‘The lovpection covults will he brought
and reviewed paonehly in our Quality
Apyurince Performance Improvement
Commjree by the Muinrenanee Dicector.
Any Issues or wends ldeatificd will he
addecgsed by the Quality Assurunce
Performunce Improvement Cornmittas
as they arise and the plan will be xoviscd
ay needed to eaviuge continted
complinnce, The Quality Assucance
Performance Improvement Commites
consints of the Admiaisirator, the
Dictior SF Nuning, Snff Development
Coonedinator, MDS Coordinntor,
Admivsion Coordinator, Rehabilitatiou
Managey, Medical Divector, Dicector of
Sodul Services, Baviconmenty] Secvices,
Ditector of Mudutenange, Dictay
Maocages, and the Acdvitdes Directon,

"I certificd rechalcinn lnstalled
thermostatic bavebonrd heaters on
06/29/11 pre manufuchurers’
recominendations ja the wood strucmre
ourside to prevent focsiog.

"'his practics bag the potendul to kupact
alk facility revidents, bowever noac were
found to be affeeted.

Al outside areur will by Inspected weekly
tirtics thres weeks and then monthly Fos
thres caonths by the Malatemnce
Dirceror.

The invpecdon resuls will be brought to
and reviswed monthly in our Qualiry
Assiionce Pocfomnuace Toaprovement
Copaitegg by the Maintenmnce Divecior.
Any issuer or tronds identified will be
addressed by the Quality Assurance
Pecformunce Improvement Comanitree
us they prise and the plun will be revised
g aeeded to ensure continued
enmpliance, The Qualjty Avsumnce
Purfonsnce lmaproveramt Committee
coopists of the Administeator, the
Ditecror of Nogging, Sudf Davslopmant

(L il
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A BUILDING 01 « MAIN BUILDING 01
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GRACE HEALTHCARE OF WINSTON SALEM
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{4} D

SUMMARY STATEMENT OF DEFIGIENCIES

PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

1o}
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE

DEFIGIENCY)

x5)
COMPLEYION
DATE

1

Coordiuatos, MDS Courdinaror,
Adalssion Coordinatox, Rehabilication
Munager, Medical Dlrector, DOlreegor of
Sodsl Services, Buvitonmeutal Scrofces,
Divectot of Muintenance, Distury
Maneger, sad the Acdvities Dixector

"Phe doo closures for the second and
thied fluor deun lineo 100ms ware
ipstalled-on 06/29/11 by the
Maintenaace Diseetor.

All facility door closures wee nspectsd
by the Malntenspce Dirceror op
06/29/11,

All door cloyuces will be nypected once
<weekly for three weels ond then aonthly
for three monthy by the Muintenince
Directos.

"l Inspectina results will be brought to
and revieved noonthly s our Quallty
Assusance Pecfonnance Improvement
Comuitee by the Makatesunce Directos.
Ay fsgues or wends identified will he
addreeved by the Quality Assiauance
Perfocmapce Improvement Committes
a5 they adse and e pha will ba revised
a3 needed to cosure continued
compliavce, The Qoality Assunince
Performance Improvement Compinie
consists of the Administeator, the
Disector of Nussing, Sudf Development
Coordinator, MDS Comdinitor,
Admission Coordinntor, Rebabilitation
Miwnager, Medical Yirectos, Direcror of
Social Sexvices, Bovironmento} Socvicts,
Dixecror of Maintenzaee, Disligy
Manager, and the Activiries Discetor.

g
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STATEMENT OF DEFIC]ENCIES {xX1) PROVIDERISUPPLIERICLIA {X2) MULYIPLE CONSTRUCTION {Xa) ggle% I?EK“JFIE\EF)EY
AND PLAN QF CORRECTION IDENTIFICATION NUMBER: A BUILDING 01 - MAIN BUILDING 01

345092 B, WiNG 06124/20°11
NANE OF PROVIDER OR SUPPLIER STREGT ADDRESS, CITY, STATE, ZIP CODE
1000 W 1ST STREET
GRACE HEALTHCARE OF WINSTON SALEM WINSTON-SALEM, NC 27104
SUMMARY STATEMENT OF DEFICIENCIES [{3] PROVIDER'§ F"U\N QF CORRECTION {%5)
}g)t({grij?( {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK {EACH CORRECTIVE ACTION S?OULD ?Er . COhg’k_ﬁlﬂDN
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE
DEFICIENGY)
147 - ‘Z[ i

medicadon rooney were plugge

Director
All medication ronm cebdgeat

1

Muintenance Digectos
into the emexgency vutlet and
for theee monthy by ths Muint

Directon

Any lssues or trends ideatified

a¢g needed to enswe contioed

consisiy of the Aduministeatos,

1. All dedicared medication refdgesators iy
the gecond, thied, and fourth floor

eemergency outlét xecepracles and habaled
on (06724711 by the Mularcaance

fooxs wers inspecred and verdtied to be
pluggred into the emorgency receptacis
and fabeled on 06/24/11 by the

3. Al medication room refcigesators will be
inypected to cnsuce that they ose plugged

“This Ingpection will be conducted once
weeldy for theee weeks und then montbly

4 The inspecton sesults will be broughe to
and goviewed monthly in ovr Quality
Assupmace Performance Impoovement
Cosamittee by the Melnrenines Dicector.

addressed by the Quully Assuriucs
Pérformance lmprovernent Commitiee

s thoy weise wad tue plan will be revised

compliance. The Quality Assumnce
Performance Inprovement Comumittee

Divector of Nurelng, Seaff Development
Coordinator, MDS Couvrdinator,
Admixston Caordinutor, Rehubiiitation
Manager, Medical Disccwos, Diceeror of
Sedal Scevices, Enylronmental Services,
Divector of Mainwenance, Digacy
Manages, 10d the Activiiey Dicsctor.

d bato the

ors on Wl

Lbefed.

CimIGE

will be

the
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PRINTED: 06/27/2011 |

EPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED .
CENTERS FOR MERICARE & MEDICAID SERVICES OMB NQ. 0938-0391 @
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IPENTIFICATION NUMBER: COMPLETED !
- A BUILDING g1 - MAIN BUILDING 01 |
345002 B NG 06/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1900 W 18T STREET
GRACE HEALTHCARE OF WINSTON SALEM
WINSTON-SALEM, NC 27104
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {5 "
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
‘This Plan of Correction is submiited 7 / S/ / £l
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038] s required under Statc and Fedesal
S5=D faw, The facility's submission of the
Exit access is arranged so that exits.are readily. .. Plan of Corcection docs not
ible at all d Wt[’f o constitute an admission on the part of
accessible al all imes in accordan f}{ $ﬁ the faciliey ¢hat the findings clted are
74 19.24 iy accurate, that the findings constitute
a deficiency, or that the scope and
\JUE- i 2 severity determination is correct,
1 Because the facility makes no such
X r_,.v:.__.__,, B ! atdmissions, the statements made in
(;(_)f\?fj YO E{ I ; i the Plan of Correction éarinot be used o
This STANDARD s not met as evidenced by 7| "~ " against the facility in any znb;;qumf
A. Based on observation on 06/24/2011 the administeative o civil profeeding
facllity had delayed egress locks on all exit door ( 1. (A) The facifity maintenance directos
stalr-wells and ex{erior doors). serviced and replaced the key pad on the
a. 5th floor tong hall irreversible process stopped fifth Aaor long hall on 06/24/11 and
in code was entered during 15 sec. delay currently do_cs not stop when the code is
b.4th fioor slair-well door near room 417 would entezed during the 15 second dety. ()
relock automatically if code was entered during gz‘;{ksgfmﬁ it;?:;q u:g‘;;szﬁrg?thc
15 sec. defay . Maintenance Director on 07/08/11 and
c.4th floor Stair-well door at Day Raom would not now rermaing unlocked if the code is
release under pressure on release davice entered during the 15 second delay. (C)
d. 3rd. floor delayed egress lock on the short hall The the Mag Lock was adjusted to the
requires more the 15 sec, to release proper pressure by the Maintenance
e 1st floor the locks on the front and rear exit Dlgcct?lr ;m 06/24/}111 %t!u;{fourth(g;or
doors did not sound an alarm when pressure was stairwell door near the Day Room. (L)}
applied to the release device. The Mag Lock at the third floor 'de]ayed
cpress on the short hall was repaited by i
K051 NFPA 101 LIFE SAFETY CODE STANDARD K 051 the Muintenance Director on 06/25/11 :
58=D and currently releases within 15 seconds.
A fira alarm system with approved components, (E). 'The first floor locks on the front
devices or equipment is installed according to and seas exit doors sound when pressuce
NFPA 72, National Fire Alarm Code, {o provide is applied, The key pads were inspected
effective warning of fire In any part of the building. and repmdﬂbg gj;,ﬂmntmﬂce
Activation of the complete fire alarm system is by Director on 06/24/11.
! o . . 2. All dooss were Inspected for release
manual fire alarm Initiation, automaitic detection or pressure and dlay times by the
extinguishing system operation. Pull stations in Madntenance Director on 06/24/11. No
patient sleeping areas may be omitted provided other doors were found to be affected,
that manual pull stations are within 200 feet of o
nurse's stations. Pull stations are located in the
path of egress. Electronic or written records of
LABORATORY DIRECTOR'S OR PROVIDERISUPFLIER R ﬁESENTATNE‘S SIGNATURE TITLE {X6) DATE

/ét,&/%ﬂﬂf/ ). /ﬁ{nf ﬁm/zfs//'/%’ 7/5’ ///

Any deficiency statemend erémg with an aslerlsk {*) denetds a deflciency which the institution may be excused from correeting providing il is daisrmmed that

othier safeguards provide sufficient protection to the palients. (See inslructions.) Except for nursing homes, the findings stated above are disclosable 90 days
follewing the date of survey whether or not a pian of correction Is provided. For nursing homas, the ahove findings and plans of correctfon are disclosable 14

days following the date these decuments are made available to the facility. If deflciencles are clted, an approved plan of correction Is requisite to continued ;
program participation, OO
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 01 - MAIN BUILDING 01
345092 B WING 06/24/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1900 W 1ST STREET
GRACE HEALTHCARE OF WINSTON SALEM WINSTON-SALEM, NG 27104
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
3. All doors will be inspected once weekly
K 051 | Continued From page 1 K 051 for three weeks and then monthly for
tests are available. A rellable second source of g{:{fc:;‘f”ﬂ“ by the Muintenance
pou}/er I,S provided. Fire alarm systems are 4. The sesults will be noted and reviewed
maintained In accordance with NFPA 72 and in the monthly Quality Assurance
records of maintenance are kept readily available, Pecformance Improvement Commitiee,
There is remate annunclation of the fire alarm Any issues or trends identified will be
system to an approved central station.  19.3.4, addressed by the Quality Assurance
8.6 Pecformance Tmprovement Cominities
as they arise and the plan will be revised
- as needed to cnsure continued
' " compliance. The Quality Assurance S
Performance Improvement Comrnittee
consists of the Administrator, the
Director of Mursing, Staff Development
Coordinator, MDS Coordinator,
Admission Coordinator, Rehabilitation
Manager, Medical Director, Director of
Social Services, Fnvironmental Services,
This STANDARD s not met as evidenced by: Director of Maintenanee, Dietacy
A, Based on ohservation on 06/24/2011 there Manages, and the Activities Director.
was no audible nor visual signal when the phone
line was disconnected from the fire alarm panel. 051
42 CFR 483.70 (a) ~g il
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056 1. 'The fire alarm system test was conducted
88=0 by the Maintenance Director on
If there is an automatic sprinkler system, it is 07/06/11 and its’ componcats were
installed in accordance with NFPA 13, Standard found tgjb]e functioning propedy. There
for the Installation of Sprinkler Systems, to s an auc b '(tﬂl}d visual signal when the
) b phone line is disconnected from the fize
provide complete coverage for all portions of the alacm panel,
building. The syslem is properly maintained in 2. The practice had the potential to impact
accordance with NFPA 25, Standard for the alt facility residents, however none were
Inspaction, Testing, and Maintenance of found to be affected.
Water-Based Fire Protection Systems. It is fully 3. The fire alarm panel will be inspecied by
supervised. There is a reliable, adequate water the Maintenance Director once weekly
supply for the system. Required sprinkler for three weeks and then ma'nt.hly fo:.
systems are equipped with water flow and tamper three months to ensure that it is working
. . propely,
switches, which are electrically connected fo the
building fire alarm system.  19.3.5
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
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1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
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CROSS-REFERENGED 10 THE APPROPRIATE

DEFICIENGY}

(X5)
COMPLETION
DATE

K 058

KQ72
58=D

K147
58=D

Continued From page 2

This STANDARD is not met as evidenced by:

A. Based on observation on 06/24/2011 the 8
inch sprinkler main is in a wood structure out side
and there is no heat provided for protection from
freezing.

42 CFR 483.70 {a)

NFPA 101 LIFE-SAFETY-CGODE STANDARD -— -

Means of egress are continuously maintained free
of all obstructions or impediments to full instant
use in the case of fire or other emergency. No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibility of exits.
7.1.10

This STANDARD is not met as evidenced by:

A. Based on observation on 06/24/2011 the
clean lnen door on the 2nd and 3rd floors
between the nurses slation and the stair-well exit
door opens into the corridor reduces the width {
the doors do not have closers) .

NFPA 101 LIFE SAFETY CODE STANDARD

Electrival wiring and equipment is in accordance
with NFPA 70, National Electrical Code. 9.1.2

This STANDARD is not met as evidenced by:

A. Based on observation on 06/24/2011 the med.
refrigerator on 2nd, 3rd, and 4th floor were not
plugged into a emergency receptacle.

42 CFR 483.70 (a)
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The inspection results will be brought to
and reviewed monthly in our Quality
Assurance Pesformance Tmprovement
Committee by the Maintenance Directar,
Any issues or trends identified will be
addressed by the Quality Assurance
Pecformance Improvement Commitiee
as they arise and the flan will be revised
as needed 1o ensure continned
compliance, The Quality Assurance
Performance Improvement Committee
consists of the Administeator, the

Director of Nursing, Staff Development
Coordinator, MDS Coordinator,
Admission Coordinator, Rehabilitation
Manager, Medical Divector, Director of
Social Services, Environmental Seevices,
Director of Maintenance, Dietary
Manager, and the Activities Director,

The certified technician fnstalled
thermostatic basehoard heaters on
06729711 per manufacturers’
recomemendations in the wood stauchure
outside to prevent freczing.

This practice has the potential to impact
all facility residents, however none were
found to be affected.

All outside areas will be inspected weekly
times three weeks and then monthly for
three months by the Maintenance
Dizector.

The inspection results will be brought to
and reviewed monthly in our Quality
Assurance Performance Improveinent
Committee by the Maintenance Director.
Any issues or trends identified will be
addressed by the Quality Assurance
Performance Tmprovement Committee
as they arise and the plan will be revised
a5 needed to ensuse continued
compliance, The Quality Assurance
Performance Improvement Committee
consists of the Administrator, the
Birector of Nursing, Staff Development
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Coordinntor, MDS Coordinator,
Admission Coordinator, Rehabilitation
Manager, Medical Director, Director of
Sociat Services, Environmental Services,
Director of Maintenance, Dietary
Manager, and the Activities Director.

072 '?/K‘!f

1. The door closures for the second and
thied floor clean linen rooms were
installed on 06/29/1% by the
Muaintenance Director,

2. Al fxcility door closures were inspected
by the Maintenance Director on
06/29/11.

3. All door closures will be inspected once
weekly for tieee weeks and then monthly
for three months by the Maiatenance
Director.

4, The inspection results will be brought to
and reviewed monthly in our Quality
Assurance Performance Improvement
Committee by the Maintenance Director.
Any issues or teends identified will be
addressed by the Quality Assurance
Performance Improvement Committee
as they arise and the plaa will be revised
as needed to ensure continued
compliance, The Quality Assurance
Performance Improvement Committee
consists of the Administrator, the
Director of Nursing, Staff Development
Coordinator, MDS Coordinator,
Admission Cooedinator, Rebabilitation
Muanager, Medical Divector, Director of
Social Services, Environmental Services,
Director of Maintenance, Dietary
Manager, and the Acdvities Director,
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1. All dedicated medication refrigerators in
the second, third, and foucth floor
medication rooms were plugged into the
emergency ontlet receptacles and Inbeled
on 06/24/11 by the Mzintenance
Directos

2. All medication room refrigerators on all

{ floors were inspected and verified to be
plugged into the emergency receptacles
and labeled on 06/24/11 by the
Maintenance Director,

3. All medication room refrigerators will be
inspected to ensure that they are plugged
into the emergency outlet and labeled.
This inspection will be conducted once
weckly for three weeks and then monthly
for three months by the Maintenance
Director,

4, The inspection results will be brought to
and reviewed monthly in our Quality
Assurance Pesformance Improvement
Commitiee by the Mafntenance Director.
Any issues or trends identified will be
addressed by the Quality Assurance
Performance Improvement Committee

#s they arise and the plan will be revised
as needed to ensure continned
compliance. The Quality Assurance
Performance Improvement Comumiteee
consists of the Administrator, the
Dizector of Nursing, Staff Development
Coordinator, MDS Coordinator,
Admission Coordinator, Rehahilitation
Manager, Medical Director, Director of
Social Secvices, Environmental Serviees,
Director of Mainteannce, Dietary
Manager, and the Activities Directeor.
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