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F278 48?2-:2&3(9) ) ASSESS“ﬁENT o | F 278 «Tis Plan of Correction is prepared and
s5=B| AC RACY/COORDINATION/CERTIF! submitted as required by law. By !
| The assessment must accurately reflect the submitting thl.s Plan of Correcm?lf, .
| resident's status. Woodland Hill Care & Rehabilitation
| Center does not admit that the deficiency
| A registered nurse must conduct or coordinate fisted on this form exist, nor does the
each assessment with the appropriate Center admit to any statements, findings
participation of health professionals. facts, or conclusions that form the basis |
A registered nurse must sign and certify that the for the a”"'ge‘,i deficiency. Th?f Center
assessment is completed. reserves the right to chailfel}ge in legal
! and/or regulatory or administrative
| Each individual who completes a portion of the proceedings the deficiency, statements,
‘ assessment must sigh and cer tify the accuracy of facts, and conclusions that form the basis
a_ that portion of the assessment. for the deficiency.”
' Under Medicare and Medicaid, an individual who 7/7‘?7)'/”
willfully and knowingly certifies a material and F-278
! false statement in a resident assessment is
subject to a clvll money penally of not more than 1) Resident #78’s Minimum Data Set
$1,000 for each assessment; or an individual who assessment was modified on July 13,2011
willfully and knowingly causes ancther individual by the MDS Coordinator to reflect tﬁe
o Cfemfy a materiat and fals.e statementin a resident’s current condition, and includirig
resident assessment is subject to a civil money he Care Ap ) d
penalty of not more than $5,000 for each the Care Area Assessment summary aw
assessment, care-plan. 1
|
‘ Clinical disagreament does not constitute a Resident #150 Minimum Data Skt
| material and false statement. assessment was modified on July 13,2011
by the MDS Coordinator to reflect the
This REQUIREMENT is not met as evidenced resident’s current condition, and mcludm‘g
by: the Care Area Assessment summary and
Based on record review, observation, resident, care-plan. ‘
family and staff interview, the facility failed to '
accurately assess 3 (Residents # 78, #1560 & #132) ‘
of 10 sampled residents in the areas of accident :
and dental. The findings include: }
' |
LABORATO/R/Y DIRECTOR'S CR PROVWE'S SIGNATURE TITLE (X6) DATE
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[
Any deficlency statement ending with an asterisk (’)\Q{‘Eie)a deficiency which the institetion may be excused from correcting providing it is determined !hat/
oiher safeguards provide sufficient protection to ihe paliginis. {See Instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carreclion are disclosable 14
days following the date these documents are made availabte {o the facility. If deficiencies are clted, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Ohsolete Evenl [D: 1IR1E1 Facility 1D: 923385 If continuation sheet Page tof4



PRINTED: 07/20/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES X PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: GCOMPLETED
A. BUILDING
B. WING
345277 " 07113/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CiTY, STAYE, ZIP CODE
WOODLAND HILL CARE AND REHABILITATION 400 VISION DRIVE
ASHEBORO, NC 27203
X4y 1D SUMMARY STATEMENT OF BEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5}
PREFIX {(EACH DEFICIENGY MUST 8E PREGEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEED TO THE APPROPRIATE CATE
' DEFICIENCY)
€ 278 . Resident #32 Minimum Data Slet
Continued From page 1 F278) assessment was modified on July 13,2011
by the MDS Coordinator to reflect t e
1. Resident #78 was admitted to the facility on y
resident’s current condition, and including

| 09/18/08. The annual Minimum Data Set (MDS)
assessment dated 05/18/11 indicated that the
resident was not edentulous.

the Care Area Assessment summary and
care-plan. ‘
|
2. On July 15, 2011, the Minimum Data
Set Department audited residents to
determine dental status {(edentulous) (0
ensure the current resident’s condition

On 07/13/11 at 09/25 AM, Resident #78 was
observed to have no bottomfupper testh. He

' stated that he had all his teeth extracted and thal
. he would love to have denlures.

On 07/13/11 at 3:40 PM, the MDS Nurse was was reflect on the most recent
interviewed. The MDS Nurse acknowledged that comprehensive ASSESSments wﬁh

the resident was edentulous and that the MDS modifications made as needed _7 /3()/1 (
assessment for dental was not accurate.

On July 15, 2011, the Minimum Data Slet

- 2. Resident #150 was admitted to the facility on
04/19/11. The admission MDS assessment
dated 04/26/11 indicated ihat the resident had no
falls anytime in the past 2-6 monihs prior 1o
admission.

On 07/13/11 at 10:40 AM, the resident’s family
member was interviswed. He stated that the
resident had been falling at home and at the other
nursing home.

On 07/13/11 at 3:40 PM, the MDS Nurse was

i interviewed. The MDS Nurse acknowledged that

the resident had falls prior to admission and that

! the MDS assessment for accident was not

. accurate.

‘ 3. Resident #32 was admitted on 01/18/11 with
diagnoses of dysphagia, stroke, muscle

| weakness, high bload pressure and constipation.
! The Minimum Data Set {MDS) dated for 04/22/11

' indicated Resident #32 had moderate cognitive

0

Department  audited all  residents
determine fall risk to ensure the current
resident’s condition was reflected on the
most recent comprehensive assessments
with modifications made as needed ‘

3) The Minimum Data Set Coox’dinato"s
have completed the AIS Minimum Dafa
Set 3.0 and Rug IV Re-Training Moduféfs
on July 14, 2011. .

On July 15, 2011, the Clinical
Reimbursement Manager re-educated tlle
MDS Department related to falls and
dental coding in the MDS.

i
Facility 1D $23365
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b 4) The Director of Nursing Services or
F 278 | Continued From page 2 F278, designee will randomly audit four chaits
lmpanrment..The MDS indicated to have no weekly for 1 month and monthly for|2
difficulties with chewing or swallowing and that he months to assure Minimum Data Set
was nol edentulous. There was no care plan for di ofl N diti A
Resident #32 dental stalus. coding  ref ecis current con tons.
report will be submitted to the

A record review of the Nursing Admission Performance Improvement Committee
Assessment dated 1/18/11 indicated Resident monthly for 3 months. The Administrator
#32 had chewing difficulttes and was without and Director of Nursing Services are

dentures. The April 2011 Quarterly Nursing

responsible for overall compliance. [
. Assessment indicated he remained edentulous. P p i

Date of compliance July 22, 2011

The nutritional assessments dated 01/24/11 and

| 04122111 indicated Resident #32 to be ! 7/*;/, )
| adentulous. F-281 ;
An Enterview.with Resident #32 on 0711211 at 1. Resident #47 was assessed b)’ the Ul‘it
' 3:24pm confirmed that he did not have any feeth Manager on July 22, 2011 with no change
- or dentures when he was admitted. . .. Y a4
F 281 | 483.20(k}(3)(i) SERVICES PROVIDED MEET ¢ 2g4| in condition noted. L
ss=p | PROFESSIONAL STANDARDS On July 13, 2011, Nurse #l was
immediately re-educated on required
The services provided or arranged by the facility technique related to administration of
" must meet professional standards of quality. medication via Gastrostomy-Tube. On

July 14, 2011 the Unit Manager ga‘!{e

This REQUIREMENT is not met as evidenced Nurse #1 a competency test and had

by: i Nurse #] do a return demonstration of
' Based on record roview, observation and staff required technique on administration of
interview, the facility failed to administer the medication via a Gastrostomy-Tube. |
medications via gastrostomy fube by gravity for 1

g,Rg_Sid?m #47) of 1 sampled resident. The 2. On July 15, 2011 an audit of residenks
! inding includes: was completed, with three residents

, . v ) |
The facility's policy on administering medications identified to have Gast105t0my-Tube§.

by enteral tube {undated) was reviewad. The Res%de_nt #47 was the only resident
policy read in part " Remove bulb or plunger of L receiving medication through
| syringe, reinsert syringe into the enteric tube, Gastrostomy-Tube.

¢ Administer first dose of dissolved medication by 1
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pouring into syringe. If water or medication does
not flow freely, raise the height of the syringe (o
increase the rate of flow or try having the patient
. ghange position slighlly because the end of the
feeding tube may be against the gastric mucosa.
| If these measures do not improve the flow, a
gentle push with bulb of syringe or plunger of the
syringe may facility flow of fluid *.

Resident #47 was admitted to the facility on

i 12/03/09. The quarterly MDS assessment dated
05/07/11 indicated that the resident had memory
and decision making problems and was on
enteral feeding.

- On 071311 at 8:36 AM, Nurse #1 was observed
during medication pass. Nurse #1 was observed
to prepare the resident's medications, crushed
thermn and dissolved them in 50 mi (millititer) of
water. After checking the placement, the nurse

- was observed to fill the syringe with 50 mi of
water and pushed it into the tube, followed with
50 mi of dissolved medications and 50 mi of
water. The nurse was not chserved to iry to
administer the water and the medications using
the syringe by gravity.

On 07/13/41 at 8:41 AM, Nurse #1 was

" interviewed, She stated that she normally
administers the enteral medications and water
flush by pushing it with the syringe and not by
gravity.

“0On 07/13/11 at 3:50 PM, administrative staff #1
was inlerviewed. She stated that the expectation
was that enteral medications are administered by
gravity.

{X43 D SUMMARY STATEMENT OF DEFICIENCIES \ D PROVIDER'S PLAN OF CORRECTION (X5}
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3. Nurses were re-educated by the Staff
F 281 | Continued From page 3 F 281

Development Coordinator and the Unit
Managers on or before July 20, 2011
related to medication administration via
Gastrostomy tube, as well as completing
the Gastrostomy-tube Competency Skil]s
Test. ;

New nurses will complete the
Gastrostomy-tube Competency Skills TG}SE
and return demonstration during new hT'e

orientation. 7 5 I

4. The Pharmacy Nurse Consultant or
designee will observe the administration
of medications via Gastrostomy-Tub;e,
weekly for 1 month and then monthly for
2 months, A report will be submitted to
the Performance Improvement Comimittee
monthly x 3 months for review. The
Administrator and Director of Nun’siﬁg
Services are responsible for overall
compliance.

Date of compliance July 22, 2011

;‘
|
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Electrical wWiring and equipment is in accordance
with NFPA 70, Nationat Electrical Code. 9.1.2

This STANDARD is not et as evidenced by;
Based on the observations and staff interview
during the lour on 7/27/2011 the emergency
power system was tested, During this last the
emergency power system did failed to transfer
power during the testing of the sysfem,

NOTE: The generator was manually started and
had the ability to manualtly transferred to the
emergency power system of the facility.
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i DEFICIENCY}
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147
85=F

“This Plan of Comrection is prepared and
submitted as required by law. By
submitting this Plan of Correction,
Woodland Hill Care & Rehabilitation
Center does not admit that the deficiency
listed on this form exist, nor does the
Center admit 1o any statements, findings,
facts, or conclusions that form the basis
for the alleged deficiency. The Center
reserves the right to challenge in legal
and/or regulatory or administrative
proceedings the deficiency, statements,
facts, and conclusions that form the basis

for the deficiency.”

G

CFR#; 42 CFR 483.70 {a)
K-147

1. On July 27, 2011 corrective action was
immedijately taken. Cummins Adtlantic
was notified of the generator malfunction
during the onslte testing. A technician
J was dispatched to the facllity o evaluate
and repair the problem. After the repair
was made, the penerator was tested and it
automatically  transferred  emergency
power 10 the facility as required.

2. The generator was tested under full
load on Thursday July 28, 201f, and
again on Monday August 1, 2011, by the
Maintenance  Directoxr and  meeling
eimergency geneyralox requirements.

e
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
M c%(_‘c,zi\ L B b S TIPS D 9@ A/

other safeguards provide sufficient proteci{gn 1tfie patients. (Sae Instructions.} Except for nursing homes, the indings Steled abova are disolosabie 90 days
following the dale of survey whothes of not & lan of correction Is provided. For nursing hemes, the abova findlngs and plars of correction are disclosable 14
days following the dale these documants are made avallable to the facility. I deficiencies are clled, an approved plan of corraction s raquisite to conlinued

program parlicipation, ‘\W

e
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K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K 147

3. The Maintenance Direclor was re-

Electrical wiring and equipment is In accordance educated on generator testing by the
with NFPA 70,gNauongl glectrlcal Code, 9.1.2 Administrator on 08/10/11 related to the
requirements of the emergency generator.

S8=F

4. The Maintenance Director or designee
This STANDARD is not met as evidenced by: will test the generator on full load 2 x
Based on the obsetvations and staff interview weekly x | month, then retum to normal
during the lour on 7/27/2011 the emergency Life Safety testing requirements of | x

power systam was tested. During this lest the . .
emergency power systemn dld falled to transfer weekly for 30 minutes. A report will be
submiued 0 the Performance

ower during the testing of the system. -
P g ’ 4 Improvement Commitiee monthly x 3

NOTE: The generator was manually started and months for review, The Administrator
had the abllity fo manually transferred to the and the Maintenance Director are
emergency power system of the facllity, responsible for overali compliance.

CFR#. 42 CFR 483.70 (a) Date of cofnp[iance: August 11, 2011
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Any doflclency statement ending with an aglerisk (") §enotes a deflciency which the Institition may be excused from corcecting providing 1t is del;{mined that

other safeguards provide sufficlent pratectiog to the Aatlents. {See instructions,) Excapl for aursing homes, the findings stated abova are disclosable 90 days
following the date of survey whelher or not & cotrection |s provided, For nursing homes, the above findings and plans of coreeclion are disclosahle 44
days foflowing the date these documents ate made avaifable (o the facillly, If deficiencies are clted, an approved plan of correction is requisite to continued

progeam paiticlpation, \Z@;
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