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F279 483.20(d), 483.20{k)(1) DEVELOP COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment to develop, review and revise the resident’s comprehensive

plan of care.

The facility must develop a comprehensive care plan for each resident that includes measurable objectives
and timetables lo meet a restdent’s medical, nursing, and mental and psychosocial needs that are identified in

the comprehensive assessment.

The care plan must describe the services that are to be furnished 1o attain or maintain the resident's highest
practicable physical, mental, and psychosocial well-being as required under §483.25; and any services that
would otherwise be required under §483.25 but are not provided due to the resident's exercise of rights under
§483.19, including the right to refuse treatment under §483.10(b)(4).

This REQUIREMENT is not met as evidenced by:

Based on record reviews and staff interviews, the facility failed to develop a care plan for 1 of 1 resident
(Resident #51) receiving pailative care services as well as failed to use the admission minimum data set
{MDS) results to develop a discharge plan of care for 1 of 3 residents {Resident #146).

The findings include:

1. Resident #51 was admitted to the [acility on 12/31/10 with the following cumulative diagnoses: altered
mental stalus, preumonia, Alzheimer's dementia, pancytopenta, lethargy, hypertension, diverticulitis, history
of Reynaud's, seizure disorder, failure to thrive (5/26/11) and seizure disorder.

‘A review of her record was conducted and revealed on 3/31/11 she received a quarterly Minimum Data Set
assessment and was found io have severe cognilive impairments. She required extensive assistance with all of
her Activities of Daily Living, except for eating; then needed total assistance from staf.

The chart review also indicated that on 4/8/11, & meeting was held with the family, social worker, nurse
supervisor and dietary manager. The family was old that the resident had continual weight foss and may
require a peg (feeding tube placed directly into the stomach) tube placement. Sirategies were shared by the
dietary staff to maintain her weight and nutrition. The family members were not in favor of the peg {ube, since
it did not represent the resident’s wishes, before her health declined. The family rejected 1V fluids and wanted
the resident to be placed on comfori care measures with pain management. A Do Not Resuscitate order was
signed and placed on the chart by the Social Worker, along with the family's wishes.

On 4/8/11 nurse's notes document a meeting held with the family where they expressed a desire 1o "not hook
her up to anything to keep her alive.” Family wishes: no code, no feeding tubes, no blood draws, ne I'V's, and

comfort measures only,

Any deficiency stalement ending with an asterisk {*) denotes a deficiency which the institulion may be excused from corretiing providing it is determined that other safepuards provide sufficient
protection to the patients. {Ses instructions.) Except for nursing homes, the findings st2ted above are disclosable 90 days foliowing the date of survey whether or net a plan of eeareciion is provided.
¥or nutsing homes, the above findings and plans of comection are disclosable Edays following the date these documents are made avaifable 1o the facility. If deficiencies are cited, an appioved plan of

The above isolated deficiencies pose no actuzl harm to the residents
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The resident’s care plan was developed on 4/13/11. A listed goal included addressing her weight loss; there

was no care plan for palliative care.

Interdisciplinary notes dated 4/27/11 included notes from the weight committee which relayed that the
resident was on comfort care with end-of life issues at hand. Her intake was Hsted as very poor, with 0-25%
meal consumption. Measuring weights will be discontinued as weight loss was expected and avoidable. On
5/25/11, the interdisciplinary notes stated that the resident was on comfort care with weight loss expecied.
Additional nuirition would be added at funch.

On 5/26/11, the resident received a diagnosis of failure to thrive.

On 6/24/11 at 8:15am, MDS nurse #2 was interviewed. She staled that residents are care planned when
comfort care measures are in place. She was not the author of the care plan, dated 4/13/i1 but stated based on
chart review, the order on 4/8/11 for comfort care, should have been obscerved, as well as noted that the date
fell within the 7 days look back window for MDS assessment. She concluded that the comnfort care measure

was probably overlooked in error.

MDS nurse #2 also relayed that nonmally when a resident becomes failure 1o rive, the MDS department
gets a pink slip from dietary or nursing, to alert them to review the care plan to adjust any weight loss poals.
There was no explanation why the care plan wasn't revised when the resident’s status changed. She also
acknowledged, that resident’s conditions, such as comfort care, are discussed, in the management ' s moming
meetings, as another way (o communicale between departments.

On 6/24/11 at $2:55pm, the MDS Nurse #1 was interviewed. She was not able to offer an explanation as 1o
why she did nol care plan Resident #51 for palliative care.

2. Resident #146 was admiited to the facility on 3/30/11 with the following cumulative diagnoses:
Alzheimer's dementia with depression, psychosis, diabetes mellitus type 11, hypertension, peripheral vascular
disease, Left below knee amputation, generalized weakness, recent falls, congestive heart failure,
thyromegaly, pulmonary nodule, abnormal gait, and lack of coordination.

Prior to moving into the facility, the resident was hospitalized due to increased paranoid delusions, mood
instability and depression. She had lived with a niece, since there was no immediate family lving in the arca.
At the time of her admission, her niece stated that she was unable to continue to care for her and desired a

long term placement.

A record review was conducted and revealed that on her admission Minimum Data Set (MDS), dated 4/6/11,
she was found to have a moderate cognitive inpairment and needed limited assistance with most of her
Activities of Daily Living. Under Section Q - Parlicipation in Assessment and Goal Setting, the resident was
assessed with unknown/unclear goals; however, the MDS indicated that there were no active plans for the
resident to return to the community. In addition, the restdent was not referred to any contact agency to assist

her in discharge planning.
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On 4/15/11, the resident’s care plan was devefoped. A goal was developed for her, which read, "Resident
desires lo retuwrn home upon completion of rehabilitation therapy. Will receive adequate preparation and

On 6/23/11 at 3:35pm, Resident #146's aide was interviewed. She stated that she was unaware of any

On 6/23/11 at 3:45pm, Social Worker #2 was interviewed. She indicated that as far as she knew, the nicce
intended for the resident to be long term. She stated that the resident's spouse and daughter Hved out of state.
She produced a Social Progress Note, dated 3/30/11 that stated that plans were long term due 1o Dementia.

On 6724711 at 8:25am, MDS Nurse #2 was interviewed. She stated that she did not assess Resident #146 for
discharge planning, but one of the newer staff did. She reviewed the medical chart and stated that an error had
been made on the care plan. She speculated that the resident might have been interviewed about her desires
to returr home, instead of first looking at the Admission or Social Work notes, 1o determine long tenn plans.
The MDS nurse roted that the goal had since been discontinued, as of 6/23/1 1.

On 6/24/1] at 12:50pm, an interview was conducted with MDS Nurse #1. She stated that she couddn't recall

i}
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orientation for discharge 1o home upon completion of rehab therapy.”
discharge plaus.,
what led her to initiate a care plan goal of community discharge planning.
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F 201} 483.12(a)}{2) REASONS FOR
$%=8 | TRANSFER/DISCHARGE OF RESIDENT

The facility must permit each resident to remain in
the lacility, and not transfer or discharge the
resident from the facility unfess the transfer or
discharge is necessary for the resident's welfare
and the resident’s needs cannot be met in the
facility;

The transfer or discharge is appropriate because
the residenl’s health has improved sufficiently so
the resident no longer needs the services
provided by the facilily;

The safety of individuals in the facility is
endangered;

The health of individuals in the facility would
otherwise be endangered;

The resident has failed, after reasonable and
appropriate notice, to pay for {or o have paid
under Medicare or Medicaid) a stay at the facility.
For a resident who becomes eligible for Medicaid
after admission to a nursing facility, the nursing
facility may charge a resident only allowable
charges under Medicaid; or

The facility ceases o operate.

This REQUHREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to indicate the appropriate reason for
the dischargeftransfer from skilled nursing facility
(SNF) bed to a home for the aged (HA) bed for 4
{Residents # 185, #180 , #170 & #177) of 4

F 201 Pine Ridge Health & Rehabilitation Center
acknowledges receipt of the Statement of

. Deficiencies and proposes this Plan of
Correction to the extent that the summary
of findings is factually correct and in order
to maintain compliance with applicable
rules and provisions of quality of care of

residents. The Plan of Correction

compliance.

Statemeni of Deficiencies nor doe
it constitute an adnission that any
deficiency is accurate. Further,

or legal proceeding,

submitted as a written allegation of

Pine Ridge Health & Rehabilitation’s
response to this Statement of Deficiencies |
does not denote agreement with the i

Pine Ridge Health & Rehab reser
the right to refute any of the deficiencies’
on this Statement of Deficiencies through
informmal Dispute Resolution formal appeal
procedire and/or any other administrative

s
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Any deficiency slg@;m/ending with an asterisk () denoles a deficiency which the inslitution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients, {See instructions.) Except for nursing homes, the findings slaled above are disclosable 90 days
*sliowing the dale of survey whether of not a pfan of corredtion Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
Jays lollowing the date these documents are made available to the facifity. If deficiencies are cited, an approved plan of correction is requisite to continued

progeam participation,
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The facility must parmit each resident to remain in
the facility, and not transfer or discharge the
resident from the facility unless the transfer or
discharge is necessary for the resident's welfare
and the resident's needs cannot be met in the
facility;

The transfer or discharge is appropriate because
the resident's health has improved sufficiently so
the resident no longer needs the services
provided by the facility;

The safety of individuals in the facility is
endangered;

The health of individuals in the facility would
otherwise be endangered;

The resident has failed, afier reasonable and
appropriate notice, fo pay for {or to have paid
under Medicare or Medicaid} a stay at the facility.
For a resident who becomes eligible for Medicaid
afler admission to a nursing facility, the nursing
facility may charge a resident only allowable
charges under Medicaid; or

The facility ceases to operate.

This REQUIREMENT is not met as evidenced
by

Based on record review and staff interview, the
facilily failed to indicate the appropriate reason for
the discharge/transfer from skilled nursing facility
(SNF} bad to a home for the aged (HA) bed for 4
{Residents # 185, #180 , # 170 & #177) of 4
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g5=B | TRANSFER/MISCHARGE OF RESIDENT

Resident #185 has received
clarification orders for discharge
with reason. Resident #170 was
discharged home, resident #177
was discharged to the hospital,
resident #180 was discharged to
skilled nursing, alzheimers unit.

All cwrrent HFA residents have been
audited by Medical Records on 7/19/11
determine transfer from SNF and

ensure MD order and reason for transfer
are present as necessary, Medical
Records and social worker will check
future transfers from SNF to HFA to
ensure a discharge MD order and
reason for transfer are present.

Nurses, social worker(s) and admission
coordinator have been inserviced to
ensure resident transfers from SNF to
HFA have an MD order and reason

for transfer documented in the medical
record. During the daily morning
meeting, the social worker will discuss
with the other departrent managers
any planned transfer and ensure the
order and reason for transfer are
present in the chart prior to transfer,

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE
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sampled residents. The findings include:

1. Resident # 185 was admifted to the facility on
04/13/11 on a certified skilled nursing facility
{SNF) bed. The business office records revealed
that Resident #185 was transferred/discharged to
a HA bed on 06/16/11.

Review of the resident's records revealed no
documentation as {o the reason for the
fransfer/discharge from a SNF bed to HA bed.
There was also no doctor's order written for the
dischargeffransfer.

On 06/24/11 at 10:10 AM, Nurse #2 was
interviewed. She siated that when a resident was
discharged/iransferred from a SNF bed to a HA
bed, a doctor's order was wiilten. She further
stated that she did not have to call the atlending
physician to get the order because it was a facllity
protocol. She stated that she did not know why
there was no doctor's order written for Resident
#185.

On 06/24/11 at 10:26 AM, the social worker was
interviewed. She stated that before the resident
is transferred from a SNF bed fo a HA bed, a
doctor's order should have been obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the dischargefiransfer. The social worker
acknowledged that the facility failed to obtain a
doctor's order and to document in the resident's
record the reason for fransfer/discharge from a
SNF bed fo a HA bed for Resident #1856,

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6)
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F 201 | Continued From page 1 F 201

The social worker will audit all new
transfers from SNF to HA to ensure
order and reason for transfer have
been obtained, utilizing the QI Tool
“Transfer from SNF to HFA Unit”
weekly x4 then monthly. Upon
identification of any potential
concern, the Social Worker and/or
DON will follow up as indicated.
Medical Records will audit charts
tollowing each transfer weekly x4
and monthly thereafter.

The resulis of the audits will be
forwarded 1o the Executive QI Com-
mittee monthly x3 and quarterly there-
after for the identification of potential
trends, for follow-up as deemed
necessary and to determine the need
tor and/or frequency of continued

Q1 monitoring
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2. Resident # 180 was admitted to the facility on
03/08/11 on a cerlified SNF bed. The business
office records revealed that on 03/24/11,
Resident #180 was discharged/transferred to a
HA bed.

Review of the resident's records revealed no
documentation as to the reason for the
transfer/discharge from a SNF bed fo HA bed.
There was also no doctor's order wrilten for the
dischargeftransfer.

On 08/24/11 at 10:10 AM, Nurse #2 was
interviewed. She stated that when a resident was
discharged/transferred from a SNF bed to a HA
bed, a doctor's order was written. She further
slated thal she did not have to call the attending
physician to get the order because it was a facility
protacol. She stated that she did not know why
there was no doctor's order written for Resident
#180,

On 06/24/11 at 10:26 AM, the social worker was
intarviewed, She stated that before the resident
is transferred from & SNF bed to a HA bed, a
doctor's order should have been obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the discharge/transfer. The social worker
acknowledged that the facility failed {o cbtain a
doctor's order and to document in the resident's
record the reason for the fransfer/discharge from
a SNF bed to a HA bed for Resident #180.

3. Resident # 170 was admitted to the facility on
03/28/11 on a certified SNF bed. The business
office record revealed that Resident #170 was
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discharged/transferred to a HA bed on 04/29/11.

Review of the resident's records revealed no
documentation as o the reason for the
transfer/discharge from a SNF bed to HA bed.
There was also no doctor's order written for the
discharge/transfer,

On 06724711 at 10:10 AM, Nurse #2 was
interviewed. She stated that when a resident was
dischargedftransferred from a SNF bed to a HA
bed, a doctor's order was written. She further
stated that she did not have fo call the atiending
physician to get the order because it was a facilily
protocol. She stated that she did not know why
there was no doctor's order written for Resident
#170.

On 06/24f11 at 10:26 AM, the social worker was
interviewed. She stated that before the resident
is fransferred from a SNF bed 10 a HA bed, a
doctor's order should have heen obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the dischargeftransfer. The social worker
acknowledged that the facility failed to obtain a
doctor's order and to document in the resident's
record the reason for transfer/discharge from a
SNF bed to a HA bed for Resident #170.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECHVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 201 | Continued From page 3 F 201

FORM CMS-2567(02-99) Previous Versions Qbsolale Event ID: IVRM1

Facifty 1D: 923017

[f continuation sheet Page 4 of 24




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

PRINTED: 07/11/2011
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORREGTION IDENTIFICATION NUMBER:

345144

(X2) MULTIPLE CONSTRUGTION
A BUILDING

B. WING

{X3) DATE SURVEY
COMPLETED

C
06/24/2011

NAME OF PROVIDER OR SUPPLIER

PINE RIDGE HEALTH AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
706 PINEYWOOD RD

THOMASVILLE, NC 27360

A D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIEYING INFORMATION)

o] PROVIDER'S PLAN OF CORRECTION {*5)
PREFIX {EACH GORRECTIVE ACTION SHOULD BE | COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

DATE

F 201 | Continued From page 4

4. Resident #177 was admilted to the facility on
2/14/11 on a certified skilled nursing facility (snf)
bed. She was discharged for hospitalizations but
readmitted on 5/5/11 into a snf bed again. The
business office records revealed that Resident
#177 was transferred/discharged to a HA bed on
6123/11.

Review of the resident's records revealed a
Nurse's Note, dated 6/23/11 at 1:30pm that read,
"Moved to HFA at this time.” An undated doclor's
order, written by Administrative Staff #3 stated
that Resident #177 "May transfer to HFA unit.*

On 06724111 at 10:26 AM, the social worker was
interviewed. She stated that before the resident
is transferred from a SNF bed fo a HA bed, a
doctor's order should have been obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the discharge/iransfer.

On 6/24/11 at 12:20pm, Administrative Staff #3
was inferviewed. She acknowledged that she
wrote the doctor's order when the social worker
told her she needed one to move the resident to a
HA bed. She relayed that she contacted the
doctor and asker her if she thought the move was
appropriate and the doclor said okay, so she
wrote the order. No other reason for the move
was offered.

F 202 | 483.12(a){(3) DOCUMENTATION FOR

ss=8 | TRANSFER/DISCHARGE OF RES

When the facility transfers or discharges a
resident under any of the circumstances specified
in paragraph (a){2)(i} through {v) of this section,
the resident's clinical record must be

F 201

F 202
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documented. The dosumentation must be made
by the resident's physician when transfer or
discharge is necessary under paragraph (a)(2)(i)
or paragraph {a)(2)(il} of this section; and a
physician when transfer or discharge Is necessary
under paragraph {a){2)(iv) of this section.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to document the appropriate reason
far the dischargeltransfer from skilled nursing
facility (SNF) bed to a home {or the aged (HA)
bed for 3 {Residents # 185, #180 & # 170) of 3
sampled residents. The findings include:

1. Resident # 185 was admitted to the facility on
04/13/11 on a certified skilled nursing facility
(SNF) bed. The business office records revealed
that Resident #185 was {ransferredidischarged {o
a HA bed on 06/i6/11,

Review of the resident's records revealed no
documentation as to the reasen for the
{ransfer/discharge from a SNF bed to HA bed.
There was also no doctor’s order writien for the
dischargefiransfer.

On 06/24/11 at 10:10 AM, Nurse #2 was
inferviewed. She slated that when a resident was
dischargeditransferred from a SNF bed to a HA
bed, a doctor's order was written. She further
stated that she did not have to call the attending
physician to gef the order because it was a facility
protocol. She stated that she did not know why
there was no doctor's order written for Resident

F202

Resident #185 has received a
Clarification order for discharge with
Reason on 7/19/11. Resident #180
was discharged to Skilled Nursing,
Alzheimer’s Unit, Resident #170
was discharged home.

All current HFA residents have been
audited by Medical Records on 7/19/1 1
determine transfer from SNF and
ensure MD order and reason for transfer
are present as necessary. Medical
Records and social worker will check
future transfers from SNF to HFA to
ensure a discharge MD order and
reason for transfer are present,

Nurses, social worker(s) and admission
coordinator have been inserviced 7/19/11
to ensure resident transfers from SNF to
HFA have an MD order and reason

for ransfer documented in the medical
record. During the daily morning
meeting, the social worker will discuss
with the other department managers
any planned transfer and ensure the
order and reason for transfer are

present in the chart prior to transfer,
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#185.

On 06/24/11 at 10:26 AM, the soctal worker was
interviewed. She stated that hefore the resident
is transferred from a SNF bed to a HA bed, a
doctor's order should have been obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the dischargefiransfer. The social worker
acknowledged that the facility failed to cbtain &
doctor's order and to document in the resident's
record the reason for transfer/discharge from a
SNF bed to a HA bed for Resident #185.

2. Resident # 180 was admitied to the facility on
03/08/11 on a cerlified SNF bed. The business
office records revealed that on 03/24/11,
Resident #180 was discharged/transferred to a
HA bed.

Review of the resident's records revealed no
documentation as o the reason for the
transier/discharge from a SNF bed to HA bed,
There was also no doctor's order written for the
discharge/transfer.

On 06/24/11 at 10:10 AM, Nurse #2 was
interviewed. She stated that when a resident was
dischargedfiransferred from a SNF bed to a HA
hed, a doctor's order was written. She further
stated that she did not have o call the attending
physician to get the order because it was a facility
protocol. She stated that she did not know why
there was no doctar's order wrilten for Resident
#180.

On 06/24/11 at 10:26 AM, the social worker was

The social worker will audit ali new
transfers from SNF to HA to ensure
order and reason for transfer have
been obtained, utilizing the QI Tool
“Transfer from SNF to HFA Unit”
weekly x4 then monthly. Upon
identification of any potential
concern, the Social Worker and/or
DON will follow up as indicated.
Medical Records will audit charts
following each transfer weekly x4
and monthly thereafter.

The results of the audits will be
forwarded to the Executive QI Com-
mittee monthiy x3 and quarterly there-
after for the identification of potential
trends, for follow-up as deemed
necessary and to determine the need
for and/or frequency of continued
Q1 monitoring.
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interviewed. She stated that before the resident
is transferred from a SNF bed to a HA bed, a
doctor's order should have been obtained. She
agreed that there should have some
documentation in the record regarding the reason
for the dischargeftransfer. The social worker
acknowledged that the facility failed to obtain a
doctor's order and to document in the resident's
racord the reason for the transfer/discharge from
a SNF bed to a HA bed for Resident #180.

3. Resident # 170 was admitted to the facility on
03/28/11 on a cerlified SNF bed. The business
office record revealed that Resident #170 was
dischargeditransferred to a HA bed on 04/29/11.

Review of the resident's records revealed no
documentation as to the reason for the
transfer/discharge from a SNF bed to HA bed.
There was also no doctor's order wrilten for the
dischargeftransfer.

On 06/24/11 at 10:10 AM, Nurse #2 was
interviewed. She stated that when a resident was
dischargedfiransferred from a SNF bed fo a HA
bed, a doctor's order was wrilten. She further
stated that she did not have fo call the attending
physician fo get the order because it was a facility
protocol, She stated that she did not know why
there was no doctor's order written for Resident
#170.

On 06/24/11 at 10:26 AM, the social worker was
interviewed. She stated that before the resident
is fransferred from a SNF bed to a HA bed, a
doclor's order should have been obtained. She
agreed that there should have some
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documentation in the record regarding the reason
for the dischargeftransfer. The social worker
acknowledged that the facility failed to oblain a
doctor's order and to document in the resident's
record the reason for transfer/discharge from a F226
SNF bed to a HA bed for Resident #170. 722011
F 226 1 483.13(c) DEVELOP/IMPLMENT F226] Resident #160 is no tonger in the
ss=p | ABUSE/NEGLECT, ETC POLICKE=S facility
The facility must develop and implement written All allegations of misappropriation of
pgllcles and procedures that prohibit ' Resident property to include missing
mistreatment, neglect, and abuse of residents :
and misappropriation of resident property money in the fast 90 days have been
: reviewed by the Administrator for
appropriate and thorough investigation
This REQUIREMENT is not met as evidenced with no issues identified,
by: .,
gased on resident and staff interview, record Adlm.mstrator will review all concerns
review and facility document review, the facifity f:or misappropriation of property to
) failed to thoroughly investigate and report an include missing money with the
aflegation of missing money for 1 of 1 sampled Social Worker and/or DON for
resident (Resident #160). thorough investigation utilizing a QI
Tool, “Misappropriatiojn of Property”.
The findings included; Follow up for any potential issue
will oceur upon identification by the
A facility policy dated 2{2909 entitfeff, “Abuse, Social Worker andfor DON with the
Neglect, or Misappropriation of Resident Property Administrator’s oversight as needed.
Policy,” read in part; "Allegations of abuse,
ALt il be inservicod on Abuse
by the facility. The Administrator is responsible to f: I%l_w or Resident Misappropriation
direct the investigation process and to ensure that roperty to include missing mloney
. i ; C u by the Staff Development Coordinator
appropriate agencies are nofified, as indicated. on 7/19/11. The DON and the Soc}
{Inder “Reporing/Response: North Carolina” the Worker : N and the : ocial
policy read: "The tacitity will thoroughly investigate orkers have been inserviced in regards
and document all allegations of resident abuse or to conducting a thorough investigation
neglect, misappropriation of resident or facility of misappropriation of resident property
properly, diversion of drugs belonging to a by the Administrator on 7/14/11.
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resident or facility, and fraud against a resident or
facility. The Diviston of Facility Services Health
Care Personnel Seclion is to be notified of all
allegations which appear to a reasonable person
to be relaled fo abuse, neglect, or
misappropriation of properly within 24 hours, or
as soon as practical, A writfen report must be
sent to Division of Facility Services Health Care
Personnel Section, within five (5) working days of
the date the facility becomes aware of the alleged
incident." Under "Definitions". "Misappropriation
of Resident Properly is defined as the deliberate
misplacement, exploitation, or wrongful,
temporary or permanent use of a resident's
belongings or money without the resident's
consent.”

Resident #160 was admitled to the facility on
2/10/11. The most recent Minimum Data Set
{(MDS) was a quarterly assessment dated 5/12/11
which indicated that the resident was cognifively
intact, had no behavioral symploms, required
supervision with activities of daily living and was
ambulatory.

During an interview on 6/22/11 at 916 AlM,
Resident #160 indicated that some money she
kept in her cell phone case has been missing.
The resident stated she kept the case "in there”
(pointing to an open black box on top of her
bedside table). The resident stated that afler she
reparted the missing money to staff a social
worker talked with her about it. The resident
denied any knowledge that a police investigation
had been done, and said that the monay was still
missing. During a second interview on 6/24/11 at
8:10 AM, Resident #160 indicated that she felt
disappointed that the money disappeared. She
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Audits of allegations and investigations

of misappropriation of resident property

to include missing money will be con-

ducted monthly x3 and quarterly there-

after by the nursing consultant or the
regional vice president utilizing a QI tool.
Follow up for any potential issue will occur
upon identification with the Administrator
by the Nursing Consultant or regional

vice president as appropriate.

The audit results will be forwarded

to the Executive QI Committee monthly
x3 and quarterly thereafter for the identi-
fication of potential trends, for the
follow-up as deemed necessary and to
determine the need for and/or frequency
of continued QI monitoring.
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could not imagine anyone taking if but did not
know what else could have happened. The
resident shared that she was absent from the
facility for several hours every Monday,
Wednesday and Friday and always left the case
with the money in the black box atop her bedside
table.

A facility "Concarn Repoit® inittated 5137114
revealed that on 5/13/11 Resident #160 reporied
that $55.00 went missing sometime between
5/12/11 at 10:00 PM and 5/13/11 at 4:00 PM. The
report indicated that all nursing staff who worked
on the 3-11, 11-7 and 7-3 shifts on 5/12/11 and
5113111 on the hall where Resident #160 resided
were inferviewed The repont did not include a
written record of these interviows.

During an interview on 6/24/11 at 1155 AM,
administrative staff #1 stated that when Resident
#160 reported the missing money, the facility
immediately investigaled. The investigalion
included inerviews with all the nursing staff on
the resident's hall during the period of time when
the money went missing. No staff member was
suspected of taking the money. The resident's
room was searched and $25.00 was found in one
of her clothing drawers. Laundry was also notified
to look in pockets for the missing money.
Administrative staff #1 indicated that because she
could not prove that a staff member took the
money she did not consider the situation as
misappropriation of property. No report was made
to the slate agency, nor was the resident asked if
she wanted a report made {o the local law
enforcement agency. Adminisirative staff #1
acknowledged {hat the facility's investigation
“could have been more thorough” and that the

F 226
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Continued From page 11

facility did not document the investigation very
well, Administrative staff #1 indicated that her
practice was to report o the police only if a
probable suspect was identified during the facility
investigation. Administrative staff #1 said that the
facility did not consider the missing money to fal
under the definition of misappropriation of
resident property because the facility could not
prove a deliberate act was involved,

483.25(1) DRUG REGIMEN 1S FREE FROM
UNNECESSARY DRUGS

Each resident’s drug regimen must be free from
unnecessary drugs. An upnecessary drug is any
drug when used in excessive dose (including
duplicate therapy}, or for excessive duration; or
withoul adequate monitering; or wilhout adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

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

F 226

F 329 F329

and the

cations

and 7-3
719/11

Target Behaviors for Resident #10,
#66 & #117 were identified on the
Documentation of Behavior Sheets

was oblained for Haldo!l on 6/23/11
by the ADON.

100% audit of all Documentation

of Behavior Sheets was completed

on 6/23/11 by the DON, All residents
on psychoactive medications have
identified target behaviors for mon-
itoring of the medication(s).

All residents on antipsychotic medi-

DON and/or Administrative Nurses
{Assistant Director of Nursing, Staff
Development Coordinator, Quality
Improvement Nurse, MDS Nurses

suppotting diagnosis with follow up
occurring as necessary.

7/22/11

diagnosis for resident #160

have been reviewed by the

Nurse Supervisor} on
for target behaviors and
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This REQUIREMENT is not met as evidenced
by:

Based on staff interview and record review, the
facility administered antipsychotic medications to
1 of 6 sampled residents (Resident #169) with no
diagnosis for antipsychotic use, and to 3 of 3
sampled residents on the 300 hall {Residents
#10, #66 and #117) with no specific targeted
behaviors on the behavior monitoring forms.

The findings included:

1. Resident #160 was admitted to the facility on
2/1011. The hospital discharge summary dated
2410711 did not list any psychiatric diagnoses or
behavior problems. The list of discharge
medications included Haldot {an antipsychotic} 10
milligrams {mg} at bedtime.

Physician orders dated 2/11/11 included Haldol
10 my every night at bedtime.

The admission Minimum Data Set (MDS) dated
-1 2416111 and most recent quarterly assessment
dated 5/12/11 revealed that Resident #160 was
cognitively intact and had no behavior problems.

The consuitant pharmacist's note dated 3/17/11
indicated a diagnosis was needed to justify Haldol
use. A form from the consultant pharmacist
entitied "Mote To Aflending Physician /Prescriber”
read in part, Resident #160 "is receiving the
antipsychotic agent Haldal 10 mg qd (daity), but
lacks an allowable diagnosis to support its use.”
"Please add supporting indication with an
acceptable diagnosis or taper and discontinue
drug if no longer required.” Handwritten on this
form was “will need to contact previous physician
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reviewed by the consultant pharmacist
for diagnoses and target behaviors during
the monthly visit. Upon receipt of the
pharmacy consultant report, the DON
will distribute the report to the ADON
and 7-3 RN Supervisor for prompt
intervention. Upon completion of the
Pharmacy “Notes To Attending
Physicians/Provider” by the physician,
the DON or QI Nurse will check all
notes to assure appropriate follow up
has occurred to include the identification
of target behaviors for monitoring and
supporting diagnosis for psychoactive
medications as present.

Licensed Nurses have been inserviced
on identifying target behaviors and
obtaining diagnoses of antipsychotic
medications by the Staff Development
Coordinator on 7/19/11,

New admissions will be checked by
the RN Supervisor for antipsychotic
medications, diagnoses and target
behaviors weekly utilizing a QI toal,
“Antipsychotic Medications”.
Follow up action will be taken as
indicated upon the identification of
any concern to include target behaviors
for monitoring and/or diagnosis to
support the use of antipsychotic
medications by the RN Supervisor,
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to see" followed by an illegible signature. The
handwritten note was undated,

The consultant pharmacist's note dated 5/19/11
indicated that no diagnosis had been provided for
the use of Haldol for Resident #160.

Resident #160's monthly Physician Orders for
March, April, May and June 2011 rovealed orders
for Haldol 10 mg at bedtime.

During an interview on 6/23/11 at 517 PM,
administeative staff #2 indicated that responses to
consultant pharmacist's notes were wrilten on a
physician order form. Administrative staff #2
acknowledged that Resident #160's record did
not include a diagnosis for Haldol, and stated she
would contact the physician.

On 6/23/11 at 5:20 PM, administrative staff #2
revealed a lelephone order dated 6/23/11 for
Resident #1460 for a diagnosis of a schizophrenic
disorder.

2. Resident # 10 was admitted to the facility on
09/30/08. Review of the records indicated that
Resident #10 was on Risperdal (an anti-psychotic
medication) for Bipolar Disorder.

Review of the behavior monitoring forms for May
and June, 2011 revealed no specific target
behaviors listed.

On 06/23141 at 2:18 PM, the QA (Quality
Assurance) Nurse was inferviewed. She staled
that residents on psychotropic medications
should have a behavior monitoring form with

The QI nurse will audit for the presence
of supperting diagnosis and target
behavior monitoring documentation
using the QI Tool “Antipsychotic
Medications”. These audits will be
completed weekly for 4 weeks, then
monthly for 3 months and then quarterly.
The QI Nurse will follow up on any
potential concern upon identification,

‘The audits results will be forwarded to
the Executive QI Cominittee

monthly x3 and quarterly thereafter for
the identification of potential trends, for
follow-up as deemed necessary and fo
determine the need for and/or frequency
of continued Q! monitoring.
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F 328 | Conlinued From page 14
spedific targe! behaviors listed on the form.

On 06/23/11 at 2:26 PM, Nurse #1 was
interviewed. She stated that behavior monitoring
forms should have specific target behaviors listed
on each form. She further stated that the nuise
who checked the MARs (Medication
Administration Records) at the end of the month
should have listed the specific target behaviors

3. Resident # 117 was admilted to the facility on
07/08/09. Review of the resident's records
indicated that Resident #117 was on Risperdal for

Review of the hehavior monitoring forms for May
and June, 2011 revealed no specific target

On 06/23/11 at 2:18 PM, the QA (Quality
Assurance) Nurse was inlerviewed. She slated
that residents on psychotropic medications
should have a behavior monitoring form with
specific target behaviors listed on the form.

On 06/23/11 at 2:26 PM, Nurse #1 was
interviewed. She stated that behavior monitoring
forms should have specific target behaviors listed
on each form. She further stated that the nurse
who checked the MARs (Medication
Administration Records) at the end of the month
should have listed the specific target behaviors

4. Resident # 66 was admitted to the facifity on
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11/14/08. Review of the resident’s records
indicated that Resident #66 was on Seroquel (an
anti-psychotic medication) for Delusion,
Hallucination and Aggression.

Review of the behavior monitoring forms for May
and June, 2011 revealed no specific farget
behaviors listed.

On 06/23/11 at 2:18 PM, the QA (Quality
Assurance) Nurse was interviewed. She stated
that residents on psychotropic medications
should have a behavier monitoring form with
specific target behaviors listed on the form.

On 06/23/11 at 2:25 PM, Nurse #1 was
interviewed. She staled that behavior maonitoring
forms should have specific target behaviors listed
on each form. She further stated that the nurse
who checked the MARs {Medication
Administration Records) at the end of the month
should have fisted the specific larget behaviors
on each forms.

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F 334
ss=n | IMMUNIZATIONS

F334

Resident #37 is no longer in the facility. | 7/22/11
Resident #154 received educational
The facility must develop policies and procedures materials to include the risks and
that ensure that -- benefits for the pneumococcal and
{i) Befare offering the influenza immunization, influenza vaccines on 6/21/11 with
each resident, or the resident's legal acknowledgement,

representlative receives education regarding the
benefits and potential side effects of the
immunization; 100% audit of all current residents was
{ii} Each resident is offered an influenza completed on 6/24/11 by DON and
immunization October 1 through March 31 administrative nurses to ensure education
annually, unless the immunization Is medicalty was provided for preumococeal and
f:onlraif*ldica{ed or the resident has already been influenza immunizations with no
immunized during this time period, issucs identified.
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{iii) The resident or the resident's legal
representative has the oppertunity to refuse
immunization; and

(iv) The resident's medical record includes
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefits and potential side effects of influenza
immunization; and

{B) That the resident either received the
influenza immunization or did not receive the
influsnza immunization due to medical
contraindications or refusal.

The facility must develop policies and procedures
that ensure that -

(i} Before offering the pneumocaoccat
immunization, each resident, or the resident’s
legal representalive receives education regarding
the benefits 2nd potential side effects of the
immunization;

{ii} Each resident is offered a pheumococcat
immunization, unless the immunization is
medically coniraindicated or the resident has
already been immunized,

(it} The resident or the resident's fegal
representative has the oppartunily to refuse
immunization; and

{iv} The resident’s medical record includes
documentation that indicated, at a minimum, the
following:

{A) That the residen{ or resident's legal
representative was provided education regarding
the benefits and potential side effects of
pneumococcal immunization; and

(B} That the resident either received the
preumococcal immunization or did not receive

Social Workers, Admission Coordinator
and nurses have been inserviced by the
Staff Development Coordinator on

July 15, 20110n Resident/Family
Education for Pneumococcal and

Fiu Immunization to include risk

and benefits.

Upon admission, the admission coor-
dinator and/or social worker provides
education for immunizations to the
resident/family with a signed “Receipt
of Information Acknowledgement”.
During each influenza scason annually,
education of influenza immunization
will be provided and documented by
the hall nurse on the “Immunization
Record” as appropriate. The Social
Worker and/or SDC will audit results
and report to the QI nurse weekly x4
then monthly

thereafter.

The QI nurse will report results

to the Executive QI Committee

for monthly review x3 and quarterly
thereafter for the identification of
potential trends, for follow-up as
deemed necessary and to determine
the need for and/or frequency of
continued QI monitoring,
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the pneumococcal immunization due to medical
contraindication or refusal.

{v} As an allernative, based on an assessment
and practitioner recommendation, a second
pneumococcal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically contraindicated or
the resident or the resident’s legal representative
refuses the second immunization.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interview, the
facility failed to provide education regarding the
benefits and potential side effects of influenza
vaccine prior to offering the vaccine to 2
(Residents # 154 & #37) of 5 sampled residents.
The findings include:

The facility's pelicy on Infection Control for
Residents dated 3/12/08 was reviewed. The
policy read in part "Education about infection
control and prevention shoulkt be provided to
residents and families as appropriate. The risks
and benefits of vaccines {influenza,
pneumaococcal, elc) should be discussed with
residents angfor residents’ representatives upon
admission to the facility. Documentation of this
discussion may occur through the utilization of
Receipt of Acknowledgement form (BN 3008)".

1. Resident # 37 was admitted to the facility on
11/5/02. Review of the resident's immunization
recard revealed that on 10/6/10, an influenza
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vaccine was adminisiered to the resident. There
was no documentation in the record that
education regarding the benefits and potential
side effects of influenza vaccine was provided to
the resident andfor resident's representative prior
to the administration of the influenza vaccine.

On 06/23/11 at 11:45 AM, the infection control
nurse was interviewed. He sfated that he was
new to his positiont and the previous infection
confrof nurse who administered the vaccine was
no longer at the facility. He acknowledged that
there was no documentation in the record to
show that education was provided prior fo the
administration of the influenza vaccine on
10/6/10.

2. Resident #f 154 was originally admitted to the
facility on 8/29/08. Review of the resident's
immunization record revealted that on 10/6/10,
education materizl for influenza vaccine was
mailed to the resident’s responsible party (RP).
The record further indicated that on 10/6/10, the
resident and/or the RP refused the influenza
vaccine. On 03/25/11, the immunization record
revealed that influenza vaccine was administered
1o the resident. There was no documentation in
the record to show that education regarding the
benefits and polential side effects of the vaccing
was provided to the resident andfor RP prior {0
the administration of the vaccine on 03/25/11.

On 06/23/11 at 11:45 AM, the infection control
nurse was interviewed, He stated that he was
new fo his position and acknowledged that he
was the one who administered the influenza
vaccine to the resident on 03/25/11. He indicated

F 334
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that he did not provide the education material (o
the resident andfor the RP prior to the
administration of the vaccing because it was
already provided in October, 2010.
F 411 483.55(a) ROUTINE/EMERGENCY DENTAL F 411 F411
s5=D | SERVICES IN SNFS 722111

The facility must assist residents in ohtaining
routine and 24-hour emergency dental care.

A facility must provide or obtain from an outside
resource, in accordance with §483.75(h) of this
part, routine and emergency dental services fo
meet the needs of each resident; may charge a
Medicare resident an additional amount for
routine and emergency dental services; must if
necessary, assist the resident in making
appointments; and by arranging for transporialion
to and from the dentist's office; and promptly refer
residents with lost or damaged dentures 1o a

dentist.

This REQUIREMENT is notmet as evidenced
by:

Rased on resident and staff interview and record
review, the facility failed to promptly refertof 3
sampled residents {Resident #160} for dental
services.

The findings included:

Resident #160 was admilted (o the facility on
204001 1.

During an inferview on 6/28/11 at 2:30 PM,
aclministrative staff #1 confirmad that Resident
#160 was coverad by Medicare from 2/10/11 -

Resident #160 is no longer in
the facility.

All residents have been reviewed
by the DON and/or Administrative
Nurses on 7/19/11 for proper dental
services to include referrals to the
dentist with follow up occurring

as necessary.

Residents will continue to be
reviewed for appropriate dental
services to include referral on
admission, quarterly and annually
with the RAI process. Edentulous
residents/responsibie party will be
contacted to determine desire for
dental consult for dentures by the
social worker, (Tool attached,
“Edentulous Residents™), The Social
Worker will maintain a list of edent-
ulous residents and update with new
admissions and current residents for
follow-up care.

Inservices were provided for the social
Worker(s) regarding inhouse dental
visits and follow up care by the staff
development coordinator on 7/19/11.
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4123/11; Medicaid coverage began on 4/24/11.

A “nufritional line note" dated 2/11/11 indicated
that Resident #160 told the clinical dietary
manager {CDM) that she had no chewing or
swallowing problem. The CDM noted that the
resident was edentulous.

The admission MDS, dated 2/16/11, indicated
that Resident #160 was cognitively intact,
understood others and was understood by others,
and was edeniulous. The Care Area Assessment
{CAA} for dental care, dated 2/21/11, read "risk
for dental problems rft {related to) no teeth: Care
plan factors: provide diet as needed.” "No need to
care plan There was no documentation that

! Resident #160 had been asked aboul ever having
' had dentures.

During an interview on 6/24/11 at 12:44 PM, MDS
nurse #1 indicated that she had performed the
dental aspect of Resident #160's admission MDS
and the dental CAA. MDS nurse #1 indicated {hat
she should have asked the resident about
dentures during the assessment but did not.

During an inferview on 6/22/11 at 9:25 AM,
Resident #160 stated that she had worn dentures
in the past but they were lost shorily before her
admission to the facility. The resident said she
would like to get another set of dentures and had
discussed this with the soclal worker, but had not
yet seen a dentist since her admission to the
facility. The resident added that she now received
a mechanical sofl diet and had no difficulty
eating.

During an interview on 6/23/11 at 2:56 PM, the

The QI nurse will audit the Edentulous
Residents Tool weekly x 4 then monthly
for appropriate dental services to include
timeliness of referrals, Follow up will
occur upon the identification of any
potential issue as appropriate by QF Nurse,

The results of the audits will be forwarded
to the Executive QI Committee for review
monthly x3 and quarterly thereafler for the
identification of potential trends, for
foltow-up as deemed necessary and to
determine the need for and/or frequency
of continued QI monitoring.
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social worker (SWit1) indicated that she was
unaware that Resident #1680 had worn dentures
until she was notified on 5/12/11 by an outside
clinic the resideni regularly visited. SWi#1
indicated that she immediately added Resident
#160 fo the list of residents to be seen by the
dentist during his visit fo the facility on 5/17/11.

Ntrses Notes dated 5/17/11 indicated that
Resideni #160 had visited an outside clinic on
5117711, and from the ¢linic was sent to the
hospital. The resident did not see the dentist on
517111,

A "lab report card” from an outside ¢linic revealed
that on 6/1/11 Resident #160's albumin level had
dropped from 3.4 on 5/4/11 to 3.1. The lab report
| card indicated that e minimal acceptable

albumin level is 3.5, and one of the
recommendations was to increase meat
consumplion.

Nutrilional line notes dated 6/10/11 indicated that
Resident #160 told the CDM that she was having
difficully chewing meats.

Physician orders dated 6/10/11 revealed that the
CDM received a physician order to down grade
Resident #160's diet to a regular diet with ground
meal.

During an interview on 6/23/11 at 2:56 PM, SWi1
indicated that she was not aware that Resident
#1560 had missed the dental appointment on
5/17/11. SWit indicated that she would foliow up
with the resident and set up an appointment with
an outside dentist who accepts Medicaid.

F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428
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The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

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

This REQUIREMENT s not met as evidenced
by:

Based on staff interview and record review, the
facility failed to act on the cunsultant pharmacist's
recommendation {o oblain a diagnosis for the use
of Haldol {an antipsychotic drug} for 1 of 6
sampled residents (Resident #160). The findings
included:

1. Resident #160 was admitled to the facility on
2110/11. The hospital discharge summary dated
2/110/11 did not list any psychiakric diagnoses or
behavior problems. The list of discharge
medications included Haldo! (an antipsychotic} 10
milligrams {mg) at bedlime.

Physician orders dated 2/11/11 included Haldol
10 mg every night at bedtime.

The consultant pharmacist's note dated 3/17/11
indicated a diagnosis was needed fo justify Haldot
use. A form from the consultant pharmacist
entitted "Note To Aftending Physician /Prescriber’
read in parl, Resident #160 "is receiving the

Diagnosis was obtained for Resident
#160 from the physician and placed
in the medical record on 6/23/11 by
the ADON.

All residents on antipsychotic
medications have been reviewed

by the DON and/or Administrative
Nurses on 7/14/11 for target

behaviors and supporting diagnosis
with follow-up occurring as necessary.

All residents will continue to be
reviewed by the consulting pharmacist
for the presence of a diagosis for any
psychoactive medication. The con-
sulting pharmacist will inform the DON
during the monthly visit of any psycho-
trophic medication requiring a diagnosis
for prompt response. Upon completion
of the Pharmacy “Notes to Attending
Physicians/Provider” by the physician,
the DON or designee will check all
notes fo assure appropriate response,

In the event a diagnosis has not been
provided, the DON/ADON will

follow up with the primary physician,

The 7-3 RN Supervisor/ADON will
audit the pharmacy consuls for com-
pletion and follow-up using the QI Tool
“Antipsychotic Medications”. These
audits will be completed monthly .
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antipsychotic agent Haldol 10 mg qd (daily), but
lacks an allowable diagnosis to support its use.”
"Please add supporting indication with an
acceptable diagnosis or taper and discontinue
drug if no longer required.” Handwritten on this
form was "will need to contact previous physician
o see" followed by an illegible signature. The
handwritten note was undated.

The consultant pharmacist's note dated 5/19/11
indicated that no diagnosis had been provided for
the use of Haldol for Resident #160.

Resident #160's monthly Physician Orders for
March, April, May and June 2011 revealed orders
for Haldol 10 mg at bedtime.

During an interview on 6/23/11 at 5:17 PM,
administrative staff #2 indicaled that responses to
consultant pharmacist's notes were written on a
physician order form. Administrative staff #2
acknowledged that Resident #160's record did
not include a diagnosis for Haldol, and stated she
would contact the physician.

On 6723711 at 5:20 PM, administrative staff #2
revealed a telephone order dated 6/23/11 for
Resident #160 for a diagnosis of a schizophrenic
disorder.

The DON and/ADON will review

the completed pharmacy consult audits
and report to the Executive QI Com-
miitee monthly x3 and quarterly
thereafter for the identification of
potential trends for follow-up as
deemed necessary and to determine
the need for and/or frequency of
continued QI monitoring.
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EPARTMENT OF HEALTH AND HUMAN SERVICES FORM AFPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES . OMBNO, 0538-0391
STATEMENT GF DEFICIENGIES {41} PROVIDERISUPFLIERIGLIA (X2} MUETIPLE GONSTRUCTION ) gg;ﬁ Lsgfrg)av
AND PLAN OF CORREOTION IDENTIFICATION NUMBER: ABULDNG 01 MAIN BUILOING 0z 2 {Ei.‘ i ;; _}
345144 B.WING &(1‘”‘” B80T ﬁ
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZI =coba AUG 96 201
: HEAL REHABILITATION CENTER 706 PINEYWOAD RO !
PINERIDGE HEALTH AND THOMASVILLE, NC 27860 | oomiom e omd
o SUMMAIRY STATEMENT OF DEFICIENGIES. D PROVIBER'S PLAN OF) éﬁﬁ%&?ﬁﬁ\‘f A e A
PREFIX (BAGH DEFIGIENCY MUST BE PRECEDED.BY FULL. PREFIX (EACH CORREGTIVE AGTIGN STTOCLD dE CCHPLENION
TAG REGULATORY OR LSC IDENTIFYING INFORKMATION} TAG CROSSREFERENCED TO THE APPROPAIATE DATE
DEFIGIENCY) '
: Pine Ridge Health & Rehabilitation Center
- = D
KS gi% NEPA 104 LIFE SAFETY CODE STANDAR K 689 cknowledgos recelpt of the Shtcment of
™| Cooking faclitias are protectad In accortiance Deﬁc-ier.wics and propases this Plan of
with9.2.3.  18.3.2.8, NFPA &6 Correotion to tho extent that the summary
of findings Is factually ¢orreot and In ordsr
o malntaln compiiance whit applicable
This STANDARD is not met as evidenced by: rules aud provisions of quality of care of
Based on observation, on August & 2011 at tesidonts. The Pl of Correction is
approximately 11:30am onwart, there s no baflle submitted as & written allegetion of
batwean fat fiyer and range; with fat fryer closer compliznes,
than sixtesn Inches from range,
Pins Ridge Health & Rohabilitation’s
42 GFR 483.70(a) ] wesponse to this Siatement of Deficlencies
K 072 | NFPA 104 LIFE SAFETY CODE STANDARD K072} does not denote ngreement with fhe
885=F Statetnent of Defielencies nor does
Means of egress are contlnuously maintelned free 1t constitute an admission that nxy
of all obstructions or impediments fo full instant deficiency is accurate. Purther,
use in the case of fire or other emergency. Mo Pins Ridge Health & Rehab reserves
funishings, decorations. or olher objecis obstruct the right lo refitte any of the deficlencles
L exits, access lo, agraess from, of visibliity of exlis. on this Statement of Deflolencles through
;7,110 informai Dispute Reselution formal appeal
procedurs and/or auy olber adminisizative
or tegal proceeding, ’
K069 . 9/t5/11
. hield was Instatled on ihe
This STANDARD ls not met as evidenced by: | A sufinless 5
Hased on observation, on August 8, 2041 at g,’;f)’ /i’gt,‘l‘l’;"“ tf'" fiy °; & ;“,"g? °r” ity
approximately 11:30am onward, thers are rThero 13 no other fyer in factlity.
1 1
impediments stored !n the 100 corrddor area, The Dletary Maviager wllf ¢heck
42 CFR 483.70(a) . the frygr to easure the shield
K 147 I NFPA 101 LIFE SAFETY CODE STANDARD K j47| vemains in placo,
§8=F i .
Elactrical wiring and equipment Is in accordance ! gﬁ: g}iiggnggoﬂg irt‘:g:!:ttt?w
y 0 i zlectrleal 81,2 - g i
with NFPA 70, National Elegirleal Code, 8,1 next mondlly meetiog and quarierly
thereafior for followrup as deems
hecessary to deferiaing the need for
This STANDARE Js nel met as evidanced by: andfor frequeacy of continmed QI
monitoring.
{XE)DATE

LABORATORY BIRE 5 OR PROVIDERISURPTLIER REPRESENTATIVE'S SIGNATURE ’ TITLE ' '
- P * r L o o
o lioclrs AcsriniiBralsv 25/

Any denclencﬂs;.{smant ending with an asterisk () denotes a doficleney which tha institution may ba excused from correcling providing 1t Is datasmingd that
olher safegudkds provide sulficlent protection 16 the patiants, (See instructions.) Except for nutslng homes, the findings stated above ara disclosable 99 days
following the date of survay whethar or not 4 plap of corraction Is provided, For nurding homes, tho above findings and plars of correctfon are disclosable 14
days {cflowing the date these documents are made available to tha facliily, W deficlencies are clled, an approved plan of correciion 1s redulsite to conlinued

piegrem particigation.
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a7

FORMCM&QEB?(GQ&D) Provioue Vorelons Obsolols EvertiD; OVRAM2T | Fachty 10 920047




PRINTED: 08/15/20H

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDISARE & MEDICAID SERVICES . ‘ OMB ND, 0938-0381
STATEMENT OF DEFICIENCIES 1) PROVIDER/SUFPLIERICEA X2} MULTIPLE CONSTRUCTION X3! gé\;ri E,é;%f)ev
P 3 zl " h MBER! gl
AND PLAN OF CORREGTION IDENTIFICATION NUMBER AGULDING D3 MAIN BUILDING 01
346144 B WING _ 08/09/2011
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP GODE
708 PINEYWOOD B
PINE RIDGE HEALTH AND REHABILITATION CENTER THOMASVILLE, NG 27360
G SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTICH fis)
BREFIX (EA0H DEFICIENCY MUST BE PREGEDED BY FULL PREFIX | (EACH COHREGTIVE AGTION SHOULD BE COMPLETION
TAG REGHLATORY OR LSC IPENTIFYING INFORMATION) 7 caoss-aamesgggg Igg (';r\I;l}E APPROPRIATE DATE
K072
K 147 | Continued From page 1 K 447 Trems were ramoved from the 100 ERTEY
Basad on observation, on August 6, 2011 at Hall Cortidor, :
approximataly §7:30am onward, the raceptacle
cover Is missing from fhe receptacle lecatod in Othier halls/corridors were check
the laundry area - recapteels is locatad in front of for ltstos in kalt not b nse and
telephone equipment board. romoved,
42 CFR 483.70(=) All Staff will be Inserviced ont
“Matntaining Halls/Corridors
_ freo of obstruction ov Impediments”
Theough QI rounds, halls will be
¢hecked by nursing, housvkeeping
und/or maintenance stafl daily.
Results will be forwarded to the
Executive QI Comniitiee momisly
%3 and quarterly thereafier for the
{dentifleation of potential rends,
for follow-up as deemed necessery
and to determiie the need for
and/or frequenay of continued
QI monitoring,
9/15/1}

s

K147
Promptly installed new receptacte
cover on outlet on 89711,

Other receptactes thratighout the
favitity were cheeked by main-
tengnce 10 ensure no missing
receplacle covers,

Uslng & Q4 tool, malntenance
will check receptacles weekly
throughout the faellity.
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DERARTMENT OF HEALTH AND HUMAN SERVIGES FORM APPROVED
CENTERS FOR MEDICARE & MEDRICAID SERVICES OMB NQ, 0938-0381
STATEMENT OF DEFIGIENCIES {{1) PROVIDER/SUPPLIERICLIA (42} MULTIPLE CONSTRUGTION {X3} DATE SURVEY
AND PLAK OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 1 - MAIN BUILDING 03
o B, WiNG .
' 245144 . 08/09/2011
- NAME OF PROVIDER OR SUPPLIER STREEF ADDRESS,-CITY, STATE, 2P CODE
- 08 PINEYWOOGD RD
PINE RIDGE HEALTH AND REHABILITATION CENTER
HEALTH AND REHASILITAR THOMASVILLE, NG 27360
43 1D SUMMARY STATEMENT OF DEFIGIENGIES iD PROVIDER'S PLAN OF CORRECTION s‘.ﬁ;
Fﬁ(lEFIX {EACH DEFIIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD B3 COMPLETION
TAG REGLLATORY OR (50 IDENTIFYING INFCRMATION} TRG CRDSS*REFERE:;SFEIE!‘ES THE APFROPRATE DATE
CY)

. Additional page Insert
- Cont. frompg 2 of 2

K147 Gont,

Resuits will ba forwarded to
the Executive QF Connnittes
monthly %3 then quarterly
; . thergattor for the identification

. of potentiat frends, for follow-up
as desiied necessary and to
determing the need for and/or
frequeney of continued QI
monitoring,

FORM CMS-2687(02-98} Provious Versions Obsolate Bvent 1D 9VAKN21 Faclify {0: 92207 If continustion shes! Pag;:”-’.'-; +2

Peuz,u #3




PRINTED: 08/15/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NG, 0838-0391
STATEMENT OF DEFICIENCIES 3} PROVIEERi‘GUPPLiERi’CLiA (X2} MULTIPLE GONSTRUGTION %3 gé\%% !.Sé{fl’é\é)li'f
AND PLAN OF CORREGTION {DENTIFICATION NUKBER; ABULDNG 02 HUILDING 02 !
345144 B WING 08/09/2011 1
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIPGODE ' '
708 FINEYWOOD RD
PINE RIDGE HEALTH AND REHABILITATION CENTER THOMASVILLE, NG 27360
P SUMMARY STATEMENT OF DEFICIENCIES © i PROVIDER'S PLAR OF CORREGTION o
PREFIX {EACH DEFIQIENCY MUST BE PRECEDED BY FULL PREFTX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATICH) TAG CROBS-REFERENCED YO THIE APPROPRIATE BATE
DEFICIENGY)
€ 072 | NFPA 101 LIFE SAFETY GODE STANDARD K072 punpING o2 9IS
. Means of egress are continucusly maintained free ; K072
of alf obstruetlons or impediments o il instant
use in the ¢ase of fire or other emergency. No
furnishings, decerations, or olier oblecls obstruct E&;ﬁ::ﬁn cart was rewoved from Hie
exits, acoass lo, egress from, or visfbllity of exits. "
7110 Oiligr hails wore checked for ltoms
in hall not In use and removed if
Indleated..
This STANDARD Is not mef as svidenced by: ﬁglf:;f;fl}zln}?:#ﬁggﬂ?gd f";_.r\
Rased an obsevalion, on August 8, 2041 at of obairn cﬁ% s or | "c'i.ms o8
approximately 11:30am onward, there are caris § OF Impeditnents”,
stored in the alcove and corsidor area near the . .
cross coridor antrance doors Lo the Alzhelmer t‘: h:{"g?( th‘;mmds; ha]is will
unit - located near residsnt roony 117. ¢ chegked Dy nursing, louss.
keeping ondfor maintenance daily.
42 CFR 483.70(2) Resultsi will be forwarded to the
it g i Execuilve QI Commulites monthly
KS ;ﬁi NFPA, 101 LIFE SAFETY CODE S8TANDARD i 147 " an d quartery theroafter for the
Electrical wirlng and equipment is in accordance Eg:‘;gﬁ;fﬂ'ﬁ; ::g:::::%‘?:::gtw
70, National €l L 9.1.2 = SOINRTERUD A% O
with NFPA ational Electrical Code, 9 and fo dofstmive the need for andfor

fraquency of continued QI nionitoring,

This STANDARD s nof met as evidenced by:
Based on cbservalion, on August 8, 2011 at
approximately 11:30am onward, the.receptacle in |-
resident room 120 is not securad to the structure
~ axposed raceway and cuiiet box are hanging
from inslde exterior wall.

42 CFR 483.70(a)

SN
RO DATE

%ORATORY DIRECTOR'S 2K PROVIDER/SUPPUER REFRESENTATIVE'S BIENATURE .6 .
T s i e wds S

olnet safegualdy provida sutffcient proléction to the psliants, {Sae mstrvctions.) Fxcapt for ntvsing homes, the findings slated above are disclosable 90 days
following tha oife of survay whelher of not a pisn of cormaciion Is provided. Fer abrsing homes, the above findings and plans of cewrecton are disclossble 14
days jolloving tha dala lhesa documents are mads avallable to the facitty. If deficieasiss are clled. an approved plen of coweciion 1s taguisio fe continued

program partlcipation,

Aty deﬂc!anant endipg with an astorisk * denole; a'd@ﬁclcncy which tho instilulfon miay be excused from coracting providing it is dalezmined that
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STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIER/CLUIA X2} MULTIPLE CONSTRUCTION (43} DATE SURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER: A BUILBING oz MAIN BUILDING 02, COMPLETED
S5 il B. WiNG - 08/09/2011
SYREET ADDRESS,-QITY, STATE, 2IP COPE

NAME OF PROVIDER OR SUPFUER
- PINE RIDGE HEALTH AND BEHABILIYATION CENTER

106 PINEYWOOD Rl
THOMASV!LL?I NC 27360

410 BUMMARY GTATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENGY MUST BE PRECERED AY FULL
TAG REGULATORY OR LSG IDENTIFYING INFORMATION)

g
PREFIX

TAS

DEFICIENGY}

PAGVIDER'S PLAN OF CORRECTION o
(BACH CORREOTIVE AGTION SHOULD B GOMPLETION
CROBS-REFERENCED TO THE APPROPRIATE DATE

Page #2
Cont frompage lof 1

K47
logele bolts on 8710711,

the stricture.

boxes weekly throughout
the faeitity

Results will be forwarded to
the Executlve QI Commities
monthly x3 the quarterly

as decanad necessnry and to
determine the need Tor and/or
frequency of contlnned QI
moniioring,

Additlonal page insert

Outlet box secured to wall uslng

Maintenance checked through-
out facilty to ensure all receptacles
and/or outiet boxes are seeure to

Using a QI tool, matntenanace
will sheck receptacles and ontlet

thorenfter for the Identification
of potentlat trexds, for follow-up

9/1SitE
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