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This Plan of Correciton does not
F 466 constitute an admission or
agreemont by the provider of the
truth of the facts alleged v
conclusions set forth in this

F 166 | 483.10(7)(2) RIGHT TO PROMPT EFFORTS TO
55=p| RESOLVE GRIEVANCES

A resident has the right to prompt efforls by the
facilily to rasolve grievances the resident miay Statement of Doflclencics, This Plan
have, Including those with respect to the behavlor of Correction is propared solly
of other resldants, liccause It is vequired by Stafe and
Federal law, '

#1 Res #87 pajamas wore found and returned to " .
This REQUIREMENT is not met as evidencad the resldent 172041
by:
Based on record reviews, resident and staff zfaﬂoij“?“f re;;lidenés are at i lsl|< for aéleged vowed
Intorviews, the facliily falled to provide a prompt eficient practice. Grigvances have been reviews

for previous 3 monihs to Idenllfy any ouistanding
r?sp(lmse to & vorbal complaint of missing grlevances regarding missing clothing with
clothing by 1 of 2 sample resldenis. Resident corraclive action taken at iimo of discovery as
#87. indicated,

Findings included: "{ #3 The process for comploting a grlevance /
concern for fosi clothing wilt be reviewed with

residents [n the next Restdent Councll meeting
and with individual resldents as noedad,

i{es'de”t #87 was admilted to the facility on Re-aducalion of the laundry parsonne! and facitlty

531711 with diagnoses which Included: staff for the process of reporting lost clothing using

congestive heart failure; hyperlension; chronic the grlevance procoss wiil be complated by

fatigue syndrome; hypothyroldism; and, ¥ 21/11.Grlavances / concerns are reviewed In

asteoarthritis of tho loft lag, morning meeling with Deparfment Heads for
assignment for resolulion.

Review of the admlsslon Minlmum Data Set gge@ﬁ:}: ;Jpri?g::ss (}::?ir?ga Sﬁgﬁ?:xgn?n e

daied 6/7/11 indicated Resident 187 was

cognittvely Inlact, but required the extensive 4 Grlevances {including tost ¢lothing) and

rasolutions will be presented to the Quality

assistance of one person with iransfers and

dressing. Improvement/Risk Management commiltee
maonthiy x 12 by the Soclal Services Direclor or
deslgnee,

Puring an interview on 6/21/11 al 10:37am,
Resident #87 revealed he was rissing a palr of
pajamas, The residant stated that he reported the
thissing clothing fo the faundry staff when sho
dellvered his clean taundry, The resldent
Indicated no ane has followed up with him
cancerning the missing pajamas,

TE (6} DATE

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE
//}__’S‘ —_ %mﬂaf‘rﬂ. 7/25/‘4/

1k (*} denoles a deficlency which the instlution may be excused from correciing providing it is determined that

statemeant
ofhicr safeguards provide sudficlent protection {o the patlents, (See Instructions.} Excop! for nursing homes, the findings stated above are disclosable 90 days
following tho date of survey whether or not a plan of correclion Is provided. For nursing hemes, the above findings and plans of correction are dlsclosabla 14

days followlng the date thess documents are made avaliable fo the faclltly. If deficlencles are cited, an approved plan of corection Is requisite fo continuod
program parliclpalion.
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F 166 | Contlnued From page 1

Review of the Grlevance/Concern Log did ot
reveal any documentation of any missing clothing
reporied by Resident #87 or his family.

During an interview on 6/23/11 at 2:00pm, the
facllily's Scclal Worker (SW) indlcated she had
net recelved any reporls of missing clothing or
other items from Resident #87 or his famlly,

During an interview on 8/23/11 at 2:25pm, the
faciiily's HousekespIng/Laundry Director indicated
he had not recelved any complaints of missing
clothing belonging fo Resident #87. The Dlreclor
slafed that iffwhen a resident reperted missing
clothing {which was Included on hisfher clothing
inventory), the faclilty's Laundry Oepartment
would complete a “Missing [fems" Report, and the
taundry staff would search through the "No Name
Rack" and look through other residents’ closets. If
the itemis) could not be located, he would Inforat
the SW and the facliity would replace or
reimburse the resident for the missing ilem(s) of

clothing.

Pusing an intorvlew on 6/23/11 at 2:34pim,
HousekespingflLaundry siaff #1 (H/L#1) stated
thal approximately 1-2 wesks ago wheon Resldent
#87 asked If she (H/L#1) had seen any of his
pajamas, she told him she would "look out for
them™ when she worked In the faundry room laler
thal day. H/E#1 stated revealad the missing
clothing was nol found that day, but she did not
complete the Misslng item form or report the
missing ftems to her Supervisor.

On 623711 at 2:51pm, during a second interview,
Resldent #87 reiterated that he was wissing a
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palr of biue pajamas. During this visit tho SW and
HA# requested and was granted permission
from the rasident to search his closef. As a result,
the SWWand H/L#1 were able fo focale the
boltoms of the biue pajamas, bul not the lop. The
SW informed the resident that the facllity's
Laundry staff would immediately search for the
pajama botioms; and she would (ollow-up with
him about the progress.

F 242 | 483.16(b). SELF-DETERMINATION - RIGHT TO
8s=b | MAKE CHOICES

The resident has tho right {o choose activities,
schedules, and health care consistent with his or
her Inforosts, assessments, and plans of care;
Interact with members of the comninity hoth
lnside and oulside the facliity; and make cholces
about aspecis of his or her life in the faciity that
are sfgnificant to the resident.

This REQUIREMENT is not mef as evidenced
by:

Based on observations, record revlews, resident
and staff interviews, the facility failed to honor the
food preferences of 2 of 4 samipled residants.
Residents #20 and #567.

Findings includsd:

1. Resldent #87 was admilied to the fasilily on
37511 with dlagnoses which includad: a fractured
humerus; diabetes meliitus If; vitamin B12
deficiency anemla; hyperenston; hyperlipidemta;
and urinary {ract infection,

Review of the "Resldent Food Preference” record

F 242

##1 Resldent #20 and Resident #67 have had food | /1011
prefarences updated and are receiving food as
Indicated by those preferances

#2 Ravlew of currant resident’s preferences has
baen completed with corrective action laken at -
fime of discovery as Indlicated,

#3 Education of the dielary and nursing staff will
be complelad for monlioring tray cards likes and
dislikes and honoring resltent focd cholces by
7121111, A Qualily Improvement too will be
compleled reviewing len trays dally x 14 days,
then waekly x 4 waeks, then monihly x 11 o
ansure resldent fray card preferences are belng
honored and cholces met. The Dielary
Managoer/deslgnes will complete a Quallty
improvement Tool weekly x 4 after inforviewing 10
rosldenis regarding thelr food preferances belng
met,

New distary and nurslng parsonnel will be orlanted
to these precedures during orlentallon.

i4 Dlelary Manager wil present results of the
QUIRM fools o the G / RM commitiee monthly x12
to daniify trends and reed for further education
and/or monltoring,

FORM CHIS-3567{02-93) Provious Yerslons Obsolale Evant1D:NOTSH

Facily ID; 923164

.{feontinuaton sheet Page 3 of 20



PRINTED: 07/05/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT QF DEFICIENCIES {44) PROVIDER/SUPPLIGRICLIA (%2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICAYION NUMBER: COMPLETED
A BULDING
B,WING
348442 08/23/2011
NAME OF PROVIDER OR 8UPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
620 HEATHWOOD DRIVE
PORREST OAKES HEALTHCARE CENTER H ODOR
ALBEMARLE, NC 28001
XA D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {BACH CORRECTIVE AGTION SHOULD BE TOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 242 Continued From page 3 F 242

dated 3/7711 Indlcated Resldent #67 received a
therapoullo dlet of no added salt and no
concentrated swesfs, On section of this record
revealad the following food Hems the resident did
not eal: peas; cauliflower; chicken; and turkey.

Review of the most recent quarterly Minimum
Dala Sat (MDS) daled 5/27/11 revealed

Resident #87 was cognifively infact, requiting
supervision with set-up help only with saling. The
MDS indicated the resident had no swallowing
problems, no oralfdental problems, and no walght
fssuos; buf, the resident did racelve a therapeutic
diet.

The raview of the facllity's Nutrilion Progress Nole
datod 6/17/11 documented Resident #67 ate her
meals in bier room with meal tray sef up by staff.
tncluded in the nole: " refer to Food Prefarencas

Tool™,

Raview of the facility's menu and during a dining
absorvation, oven fried chicken was served al

unch on 6/21/11,

During an interview on 6/214/11 at 4:17pm,
Rosldent #67 revealed she was served chicken at
tunch that day which she did noteat. The
rosident stated that she does not tlke chicken and
it was Included on her food preference shest and
meal card as a disfike. The resident indlcated that
she had fold staff in the past, bul she continugd to
recleve chicken whenever it was served.

Review of Resldent #67's MealiDist Card, which
was Included on the resident's meal tray,
documented as the resident’s dislikes:
cauliflower, chickan, green peas, mix vegelable,
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and turkey. The resident's dislikes were
documentsd on Residenl #67's mealfdie! cards
for lunch and supper.

During an inferview oh 6/2211 al 12:17pm, the
Distary Manager (DM) revealed food pieference
sheets ware completed for each resident on
admisslon to the facllity and updated during
resltdents' room visils by Dietary. The room vislls
of each resident were conducled twice sach
month for fead complalnts, concarns, or changes
in food prefarances, The DM indicated that [f in
compliance with the resident's diet, thase
preferances would be updated and fransferced to
the resldent's meal/diet card via the laclity's
tgamputer, - -+ - o .-
Review of the facllity's menu and during 2 dining
obsarvation, an open-faced turkey sandwich was
sarvad at lunch on 6/23/11.

During an nterview on 6/23/11 at 1:52pm,
Resident #67 revealed she raceived a lurkey
sandwich that day at lunch, She stated lhat she
did not eal the sandwich because she disliked
turkey. The resident revealed that she had
Informed the facility's Nutritionist aboi receiving
her feod distikes on her meal frays, she siated
that she also showed the Mulritionist her meal
card which decumented that she was nol (o
recaive chicken and turkey with meals,

F 242
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2. Rasident # 20 was admilied to the facllity on
9/23/08 and re-admilted on 8/6/08. Dlagnoses
included Hypoxenta, Pneumonta, Hypertenslon
and Gastrroesophagsl Refiux Disease,

A review of the facility form titled 'Resldent food
Preference’ dated 9/24/08 indlcated residents
dislikos as pears and pineapple.

A review of the guarterly Minimum Data Set dated
3115111 revealed the resident was cognitively
Intact and had no memory problems, The
resldent required sel-up with supervision and
cualng for eating and was able to feed seif,

On 6/21111 at 10:08am the rasident staled even
though her dislikes are listed on her meal card
she always was served crab cakes, plneapple
and pears when it vas on the menu, further
discusston revealed she fells thom but It still
comes on hor lray.

On 6/24/11 at 12noon the resldent was observod
eating her lunch, There were pears on her unch
tray, The dlet card on the lunch lay lisled her
dislikes as "crab cakes - pears - pineapple.” The
resident stated ":see they served these {pofnling
to the pears) anyway they fust do not pay
atlention.”

F242
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Puring an Interview on 6/22/11 at 12:17pm, the
Dlstary Manager (DM) reveated food preference
sheets were completed for each resident on
admisslon fo the facllity and updated during
resldents’ room visits by Dletary. The room visils
of each resident were conducted twice each
month for food complaints, concems, or changes
in food preferences. Tha DM Indicated that if in
compliance with the resident's dlef, these
proferences would be updated and transferred o
{he resident's moalfdiet card via the faclliiy's ’

comptiter,

On 6/22/11 al 12:45pm an inferview with NAE 1
who served Rosident #20 her hinch revealed that
she was suppose.to look at the dlet card and
make sure the meal served was the same as
what the dlet card stated for type of diel, texture
and thal dislikes are not sarved. Further
discusslon revealad she was to call the klichen
and get the right meal sent up for the resident,
When ihe NA was asked if she chacked the tray
agalnst the dist card for Resident #20 she
respondad, "l did not pay any attentlon to [L."
483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An tnnecessary drig is any
drug when used in excessive dose {including
duplicate therapy); or for excassive duration; of
witheut adequate monitoring; or without adeqguate
indicattons for is use; of in the presences of
adverse consequences which fndicate the dose
should be raducad or disconilnued; or any
comblnations of the reasons above,

Based on a comprehansivo assessment of a

F 242

F 320

order,

i1 Resldent #5 blood pressuré fs being moniored
pler to administering Nifroglycerin palch, Dally
waights have been discontinued per physiclan

#2 A review of residents recelving Nitroglycosin
patches and Lasix has been completed for
appropriate monltoring of blood pressure and
welghts with corraciive action laken as indlcaled

72172011
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residenl, (he faciiily must ensure that residents
who have not used antipsychotic drugs are not
glven these drugs unless antipsychotic drug
tharapy Is necessary lo treat a speclifc condition
as dlagnosed and documented in the clinical
record; and resldents who use anlipsycholic
drugs receive graduat dose reductions, and
behavioral Interventions, untess clinlcally
conkralndicated, in an effort to discontinue thess
drugs.

‘This REQUIREMENT .13 not inel as evidenced
by:

Based on chservation, record review and slaff
Interview, |he facility faited to monitor 1. the
welght for a resident recelving Lasix and 2, the
blood pressure for aresidents a Nilraglycerine
patch as ordered by the phystelan for 1 of 10
sampled resldents for unnecessary drugs,
{Rasldent #5)

Findings Include:

1. Resldant # 5 was admitted {o the facility on
71910, Dlagnoses included Atrial Fibrillation,
Pulmonary Hypartension, Hypertension,
Osteoporosis, Osteoathrilis, and
Gaslrroasophagel Reffux Disease.

A review of {he physiclan orders revealed an
orcer dated 12/30/10 that read "decrease
Furosemide(Lashx- a diuretic used to treat
hyportension, acute pulmonary edsma and

#3 Nursing staff re-educated on completing MAR
accuralely while dolng changeover of MAR's
monthly as well as reading MAR order snlirely
while administering medications,

Nurse complating MAR review prior io monthly
changeover will check MAR with physiclan orders.
Socond nurse vill review MAR pror lo

change over lo assure physician orders are

4D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORREGTION )
PREEIX (FACH DEFICIENGY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGUIAYORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFCIENGY)
F 329

completed accuratoly. Night nurses, on first of
each month, will review MAR for (hird check to
assure physician orders are documented on MAR,
Unit Manager will complefe a Qualily Improvement
tool of 10 MAR's weekly x 4, five days par week,
then weokly x 4, than monthly x3 lo verify
physlclan orders are belng administered correctly,
Mow nursing personnel will be orfented to this
procedure during ordentation

Coer ka2

#4 DOM / Unit Manager will present results of
QIRM tool to QVRM Commitles mondhly x 5 to
identify trends and need for further aducation
andfor mentloring.

p -
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Conllnued From page 8
edema) to 10mg daily."

A roview of the physiclan orders revealed an
order with an orlginat ordor date of 1/01/11 that
read; "if weight galn of 3 Ibs, (pounds) in 24 hours
or 5 Ibs. in 48 houré give extta dose of Lasix
(20mg Umas 3 days) and notify MD {medical
doctor).”

A review of the MAR {Madication Administration
Record) for the months of March, April, May and
June 2014 revealsd the welght was documented
dally for the monthg of March, Aprfi, and May.
The month of June from the 1st thraugh the 22nd
there was no weight documented.

A review of the MAR for May 2011 revealed that
on 511711 Resident #5's welght was 100 and on
511741 the weight was 108 an Increase of 8 Ibs.
There was no documentation available in the
residents medical record that she received the
exira dose of Lask for 3 days as ordered by the
physiclan. There also vas no documentation that
the physiclan was njotified of the welght gain
avallable in the medical record.

A review of the weight shest in the medlcal record
for Resldent #5 revealed monthly welghts only
wero recorded,

On 622111 at 4:36pm an Interview with Nurse # 1
{works routinely on 3pm - +1pm shiit on hall
where resldent rosides) ravealed fhat she did not
soo the order listed on the MAR, Reviewing the
MAR Nurse #1 conflrmed there was no welght
documented for the month of June. The nurse
Indicated that she was not the nurse who would
take the welght and that the NA's {nursing

F 328
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assistants) took the welghts usually during the
day shift,

Qn 6723111 al 3:.08am Nurse #3 who works
7:00am fo 3:00pm revealed that she works 3
days a week and was responsible for
adminislering medications to Resldent #5. The
nurse stated she worked on 6/22/11 also. When
askead how the wolghts for Resident #5 were
monitored she respondad “welghts are {aken
daliy and night shift (11:00pm [o 7.00am) was
supposs lo record it on MAR's. The NA goes by
the welght list to Know who gels wolght done
when.” Further discussion revealsd {hat the
resident has not galned any welaht. When she
o was asked how would she knew that the
response was "it should be documentad in the
welght book.” When the nurse reviewed the MAR
and the order for the extra dose of Lasix was
shown to her; sho responded "oh night shift
records that” Nurss #3 Indicated that she had not
pald atlention fo that as night shift recorded the
walghts and she did not read the order In its
entirety until today.

On 623711 at 10:50am the DON (Dlreclor of
Nursing) stated she had talked with night shift
regarding Resident #5's welght alter tho MAR
was discussad with nurse #1 on 6/22/11, The
DON explained thal the nurse on night shift had
the NA’s take (ho weight every morning and then
documented the weight on the MAR. Furlher
discussion revéated that the night shift nurse
staled "she Just mads a mistake and did notknow
why she stoppad laking the welights.”

2 Rosldent # 5 was admiited to-the facllity on
7/9110. Diagnoses Included Atdal Fibritlation,

F 329

FORMK CM$-2507(02-95) Previous Verslons Obsalsle Even! D;N6TSH1

Fechily 10; 923164

if conlinuation sheel Pags 100120




PRINTED: 07/06/2011

BEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STAYEMENT OF DEFICIENCIES (41} PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: COMPLEFED
A BUILDING
B, WING
345442 06/23/2011

NAME OF PROVICER OR SUPPLIER
FORREST OAKES HEALTHCARE CENTER

STRERT ADDRESS, CH1Y, SYATE, ZiP CODE
§20 HEATHWOOD DRIVE
ALBEMARLE, NC 28001

.| of tha Nitroglycerin patch.

Pulmonary Hypertension, Hypertension,
Ostecporosls, Osteoarthsllis, and
QGaslrroesophage] Reflux Disease.

A review of tha physician orders revoaled an
order with an original dale of 7/9M0 that read;
Nitroglycerin 8.2mg/(milligram released par
hour) patch. Apply patch fopfcally every moring
(remove at bedtime) Hold for SBP (systolic bloed
pressure) < {less than} 100,

A review of the MAR {Madication Adminisiration
Racoid} for the months of April, May and June
2011 revealed no documentation that a blood
pressura had beon taken prior to administralion

A roview of the vilal sign sheet locatad in the
medical record for Resident #5 ravealed blood
prassures wera racorded weekly. A reviews of the
nurses nolas from April through June 22, 2011
revealed thare was no blood pressure
documented as being taken prlor fo the
adminlstration of the Nitroglycerine patch.

On 8/22/11 al 4:57pm an Interview with the DON
revealed the nurses would document the blood
presstire on the MAR. The DON stated her
expectation would be the nurse wotild take the
blood pressure bofore administering the
nitroglycerine paich and record the blood
prassitre on the MAR. The DON and the unil
manager reviewad Resident #5's MAR's and
conflimed the blood pressurs was hol
doctimented as being taken before the palch was
applled. They reviewed the medical rocord for the
resident and ware not able to find any dally blood
prossuse that had beon faken,
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On 623111 at 9:08am Nurse #3 who works
7:00am 1o 3:00pm revealed that she works 3
days a week and was responsible for
adminlstering medications to Residant #5. The
nuise staled she worked on 8/22/11 also and did
riol take the blood pressure yesterday. Further
discusston revealed "{e bo honest with you this Is
first ime 1 saw it neaded to be done.”
F 367 | 483.35{s) THERAPEUTIC DIET PRESCRIBED F 367
s5=D | BY PRYSICIAN #1 Resident #20 Is currently receiving dief as 111011
ordored by physician,
Therapsutic diots must bo presciibed by the
altending physician,
#2 A roview of current resident orders to fray cards
> . . | fo assure diets and texiuro of foods are recorded
This REQUIREMENT is not met as evidenced as ordered by physiclan, comploted by 7/21/2011.
by: i3 Re-educate diotary staff to provide conslstency
Based on obsarvation, record review, resldent and prescribad dlet for each resident per physician
and staff Intorview, the facility fallad to provide a ordar. Licensed nurses re-educated on following

disl with the texiure as ordered by {he physiclan
for 1 of residents. (Resident #20)

Findings Include:

Resldent # 20 was admilted to ihe faclilty on
9/23/08 and re-admilted on 5/8/08. Dlagnoses
Included Hypoxemia, Pnetimenta, Hypertension,
Diabeles Type 1 and Gastrrossophagel Reflux
Disease,

A roview of the quarterly Minimum Data Set dated
3/15/11 revealed the resldent was cognitivaly
intact and had ne memory problems. The
resident required set-up with supervision and
cuging for eating and was able fo fead saff,

A raview of the re-capped physiclan orders dated

physiclan orders te bo completed by

7/21/2011, The Distary Manager/designee will :
complale a Quallty improvement lool after
reviewing ten frays dally X 14 days, then weekly x |
4 waoks, then monthly X 11 to ensure correct dlet
‘and die! consistency is provided to the resldent,
New employees will be orfented to this procoss
dusing orentalion.

#14 Distary Manager / destgnee will present resuits
of the Q1 7 RM tools to the Qf / KM commiltee
manlhly X ong year for accuracy to identlly frends
and need for further education and/or monltorng.
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June 1 through 6/30/11 revealed the Dief was
fisted as NAS (no added sugar). A further review
of the physiclans re-cap orders for the months of
January, February, March, April, and May 2011
revoaled tho residents diet was NAS,

On 06/21/2011 at 10:08am Resldent #20 stated
her food comes copped up and it isdasteless, "
have no Idea why my food comes thal way,”

On 6/24#11 at 12noon Resident #20 was
observed aating her lunch, The meat was served
choppad as Indicated on the dietory card. The
dlstary cacd on the tray indlcated & NAS (no
addad sugars) diot with chopped meat. resldent
eatlng lunch chopped meat on plate plate guard
In place regular ulensils
On6/22/11 at 12:30pm Residant #20 was
observad eatlng lunch, The lunch tray she
roceived had a regular pork chop on it The
resldent stated "l am enjoying this picking up the
pork chop anc chewing on it"

On 6/22/11 at 12:45pm an interview with NA #2
who served Resldent #20 her funch ray revealad
“fwhat Is on tray does not mateh the tray card we
are suppose to go back and toll the kitchen to get
it sight. When NA#2 reviewed the diet card she
stated ™t never patd aitention lo that." {referring
io tho way the meat was served.}

On 623111 at 10:46am an Interview with the
Dlefary Manager (DM} revealed that she had
changed Resident #20's msal {o copped meats
because she requested it. She had trouble culling
up her food, The Divt was asked when this
change took place, sha reviewed the resldents
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medical record and could not find any Information
Indicatlng whan she changed fhe diet, The DM
went fo her office and returned at 11:00am and
stated "l can't findd a change order for choppéd
meat 1 guess 1 didt aot do one 1t just slippad by
me."*
F 369 [ 483.35(g) ASSISTIVE DEVICES - BATING F 369 1 Resident ,
§5+p | EQUIPMENT/UTENSILS osident #20 has adaptive equipment
=D available as resident accepts use. ! 721201

The faclity must provide speclal eating squipmant
and ulensils for resldemts who need them.

This REQUIREMENT s not met as evidenced
hy:

~Based on observatlons, record revlew, resident

interview and staff inferview, the faclllily falled to
provide assistance for a resldent with fremors for
1 of 1 snmpled resident. (Resident #20)

Findings include:

Resident # 20 was admilled o the facility on
9/23/08 and re-admitted on 5/6/08, Dlagnoseos
Included Hypoxamta, Pneumonia, Hyperiension
and Gaslrrossophagsl Refiux Disease.

A reviow of the facllity form titled ‘Rehabllitation
Scresning Form Nursing Referral to
Rehabililation’ dated 6/23/10 revealed a quarterly
review that stated "the resident had a modified
Indspandent seif feeding after set up with bulli up
utensile and plate guard.”

A review of the quarderly Minfum Data Sel dated
371511 revealed \he resident was cognilively

woeks x 14 days

##2 A review of current restdents having ;
dletary adaptive devices has been compleled |
to assure all residents have squipment
neaded to facllilale meal assistancs,

#3 Re-sducale dletary and nursing staff
. onverifying adaplive equipment Is available
per physlclan order as documented on kay
ticket, To be comploted by 7/21/2011, The
Dietary Manager/designes will complele a
Quality Improvemeni Tool five Umes per
then waekly x 4, then
monthly x 3 lo validale adapiive equipment Is
avallable for use by residents requiding them,

if4 Dielary Manager/designes will report
resuits of audit for assessing adaptive
equipment availabllity on tray to Quality i
Improvement/Rlisk Management Commliltee
monthly x4 {o idenlify trends and need for
further education and/or monitoring.
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intact and had no memory problems. The
resident required set-up with supervision and
cuelng for ealing and was able fo feed self,

A review of the current dletary care planwith a
review date of 3/21/11 revealed that llsled under
approaches was “provide plate guard and bulld
up spoon utensil for her.”

on 6!21!1;2 at $2noon the resident was observed
saling lunch using reguiar utensits with a plale
guard In place,

On 622141 at 12:30pm Resldent #20 was
ohserved eating lunch. The resident had regular
utenslls and a plate guard was altachad to'her
plate. The disfary card on the lunch fray Indicaled
she was to have biue handle fork and spoon.

On6/22011 at 12:48pm an inferview with NA#
who served the lunch frays on D hall {hali where
residont #20 resides) stated "if what ls on fray
does not match the {ray card we are suppose o
go back and tell the kifchen to get it gt The
NA looked at the diatary card from Resident #20's
tray and statod "} did not know she neaded bullt
up ulensiis.”

On 6/22/11 at 12:50pm an intervlew with NA#S3
who provides care to the resident roulinely
vevoated thatif tray did not have whatwas on
card "wa are fo fake back 1o kitchen,” The staled
while looklng at the dlefary card from Resldent
#20's {ray "l was unaware of the bullt up utensfis,
{ know abolit the plate guard.”

On 622111 at 12:52pm NAJE2 who was helping to
sarve the lunch trays after reviewing the dletary

F 368
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| Plractor of the Therapy departiment revealsd-that

card for Rosident #20 stated "I hever paid -
attentlon to that 1 knew she had a plate guard.”

0On 6123111 at 10:50am an inferview with the
Dietary Manager revealed that she had {o take off
the bullt up utensils from the diet card because
she did not have an order for it. "l changed the
bulit up utenslls because | could not find an order
for it, the digtary card yosterday (6/22M1) just
slippad by me.” Fusther discusslon revealed that
therapy lold har to use bullt up ulensils howaver
she looked through all the therapy notes and
could not find anything.

On 6/23/11 at 2:650pm an Interview with the

Resident #20 had not been evalueted since the
original recommentation for the plate guard and
bullt up atensils was first completed {Aprfl 2010).
Further discusslon revealed that once the
recommendation was given fo the dletary
departed and the nursing staff was teained on
how lo use any speclal equipment the therapy
depariment did not re-evaluate the need unisss
{he nursing department contacted therapy that
thera was a problem or concern, She Indlcaled
that no one from the nursing depariment notified
her of any concems regarding the use of the bulit
up utenslls that she could remember. The ditecter
of therapy also indicated thatl the responsibility fo
obialn a physiclan order for any of the
recomimendaffons made was the nurslng
depariment,

On 6123111 at 4:00pe an Interview with Resldent
#20 revealed that she had {remors and fiied to
use the bull up utensils but then they stopped
coming on her fray. Further discussion revealed
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that the tremors had Increased lately and {t was
difftcult to grab the utensils with her fingers thay
wauld fall ouf of her hand,
F 428 | 483.60(c} DRUG REGIMEN REVIEW, REPORT F428
§8=D | IRREGULAR, ACT ON #1Resldent #5 s having blood pressure laken | 21312011
. prior to administeation of Nitroglycarin patch as
The drug regimen of gach resident must be ordered by physiclan on 6/23/2011. Daily weights
reviewed at least once a month by a ficensed were discontinued by physiclan on 6/23/2011,
cist. i
pharina #2 Revievr of current resldent charls recalving
- - Laskx andfer Niiroglycerin palches has been
The pharmacist must report any Ir{agularl!ies to completed to vertly physician ordars are coraclly
the attending physiclan, and the director of recorded on MAR'S 7 FAR's.

nursing, and these roports must be acled upon.
#3 Re-oducale nurses completing MAR's / TAR’s
of need for acciracy In documenting physiclan
orders correci[?(. To be completed by 7/21/2011,

- e Nurse compleilng MAR review prior fo montaly
changeover will check MAR with physiclan orders,
Second hurse will review MAR pricr o

Thfs REQUEREMENT TS not met as e\’idenced changg over fo assure physlc[an orders arg

by: completed accurately. Night nurses, on first of
Based on record review and pharmacy interview each month, will reviow MAR for third chack to
the facility's flcensed pharmacist falled to identify assure physician orders are documented correctly
{he lack of monitoring for; 1. the welght for a ?g‘v?gﬁg dSI TAR's and sign as completely
rasident re_ceiving Lasix and 2. {he blood pressure Pharmacy consultant will rovlew previous month -
for a residents a Nitroglycerine patch aslordered orders fo moniter rursing compilance wilh

by the physiclan for 1 of 10 sampled residents for physiclan orders,

DON and Administrator will roview pharmacy i
consuliant reporl monthly for Identiffied omlsslons.
. Pharmacy consultant has baen re-cducatad {or
Flndings include: providing Infamtation I the pharmacy report
regarding documenling errors / coneerns for
missing MAR informatlon on 7/18/2011 by the

unnecessary drugs. (Resident #5)

Resldent # 8 was admitted to the facllily on Director of Nutsing,
7/9110. Diagnoses included Atrial Florilfation, Unlt Manager will cfomptele a Quallty
f Hypartenslon, Hyperlenslon, Improvement tool of 10 MAR's
ggt?oogsrrgslsy%staoaﬂhritisw;nd Weekiy x 4, five days per week, then weekiy x 4,
Dagel Refiux Disease then monthly x3 fo verlly physiclan orders are
Qaslrroosophagel Refitix Disease. being administered correctiy.

A review of the physician orders revealed an
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order dated 12/30/10 that read "decreass
Furosemide(Lasix- a diuretic used to {raat
hypertenslon, acute pulmonary edema and |
ederma) to 10mg daily."

A review of the physician orders revealed an
order wlth an orlginal order date of 1/01711 that
read; "if weight galn of 3 ibs, (pounds} In 24 hours
or 8 1bs, In 48 hours glve extra dose of Lasix
{20mg timas 3 days) and notify MD {medical
doctor).”

A rovigw of the MAR {Medication Adminlstration
Record) for (he months of March, Aprll, May and
June 2011 revealsd the welght was documented
dally for the months of-March, Aprll, and May.
The month of June front the 1st through the 22nd
theve was no welght dostimented.

A review of the MAR for May 2011 revealed that
on 6/11/11 Resident #5's weight was 100 and on
5/12/11 the weight was 108 an increase of 8 1bs,
There was no dogumentation avallable In the
reatdents modlcal racord that she received the
oxtra dose of Lasfx for 3 days as ordered by the
physiclan. There also was no documentation that

‘the physician was nollfled of the weight galn

avaligblg in the medlcal record.

A review of the welght sheet In the medical record
for Resldent #5 revaaled monthly weights only
ware recordad,

A ravisw of the monthly pharmacy review nofes
contained no information regarding {he lack of
monitoring for the weights or the missed oxlra
L.asix thal was fo be given with a welght gain
when the resident had a gain of 8ibs on 8MH2/11.

#4 Pharmaocy consultant report concerning MAR
omisslons will be presented to the QIRM
commillee monthly x12 by the DON,

DON or Unit Manager will report resulls of the
Qualily improvemant ool x 4 months to identify -
trends and need for fusther educalion andfor
monHoring.
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On 6/23/11 at 11:45am a telephone Interview wilh
{he pharmacist was conducted. The pharmacist
stated he dld include monlforing in his reviews
aach rmonth at the facllity. Furlher discussion
ravealed that he was not aware of the order
regarding glving exira dose of Lasix for weight
galn, He also slaled that when he was in the
facility he does not have access o the current
MAR's the only access was to the MAR's filled In
the charts.

2 .Resident # & was admitted {o the faclllly on
71910, Diagnoses ncluded Atdat Fibrilfation,
Pulmonary Hypertenslon, Hypertension, |
Osteoporosis, Osteoarthills, and
Qastrroesophagel Reflux Diseass,

A raviow of the physlelan orders revealed an
order with an original date of 7/8M10 that read;
Nitroglycarin 0.2mg/hr{mifigram reteased per
hour) patch. Apply patch topically every morning
{remove at badiime) Hold for SBP (systolic blood
prossure) < {less than) 100,

A roviow of the MAR (Madication Adminislration
Record) for the months of April, May and June
2011 revealed no docurentatlon that a blood
presstire had bean taken prlor to adminlsiration
of the Nitroglyeerin patch.

A review of the vital sign sheet located In the
medical record for Resldent #5 revealed blood
pressures wera recorded woekly, A revisw of the
nurses notes from April theough Jung 22, 2011
revealad there was no blood pressure
documentled as baing laken prior to the

£ 428
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administration of the Nitroglycerine palch,

A roview of the pharmacy review notes from April
through June 16, 2011 revealed no
documentatlen regarding the facliity nurses not
taking the bldod pressure prior to adminlstrating
the Nifroglyearine patch,

On 6/23M11 at 11:48am a lelephone Interview with
the pharmacist was condusted, The pharmacist
slated he did include monfloring In his reviews
each month al the facllily. Further discusslon
revealed that he assumed the nurses wore
chocking (he blood pressure before administerlng
the Nitroglycerine pateh and dld not {ook for i, He
also stated that when he was I the facliily he
does not have actess lo the curent MAR's the
only accoss was to the MAR's filled in the charis,
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This Plan of Correetion does 1ot consiinto an admisston
T X or agreement by tho provider of the truth of the fiets
K056 | NFPA 101 LIFE SAFETYCQDE STANDARD . Kobg nlleged or voncluslons sof for{h u this Statement of _ffmm !
58+=E Boflelencles, This Plan of Correetlon Is prepared T
If there is an automalic sprinkler system, It ls. solely becauso it Es required by State and Tederal Tnw,
i -

installed in accordance with NFPA 13, Standard

for the Installation of Sprinkler Systoms, 1o - 1) the sprinkler head that was belng blocked by the

alrcuitain ot the taundry / therapy exilt has been ldentified

provide complete COVGI‘GQ‘E_)'fOF all portlons of the ahiel has bieon relocated to an avea In the samo general
bullding. The system is properly malntalned in locatlon thiat does allow the sprinklor head {o provide
accordance with NFPA 25, Standard for the eoverags (o vl portlons of this sres.
Inspection, Testing, and Maintenance of

2) Sprinkiler keads in the feciity have been identiffed
Waler-Based Flre Protection Systems. It s fully for possible Impeded water flow. Sprinkler hoadsare
supervised, There Is a rellabls, adequale water . { placed in logatlons thal allows them lo provide
Supply for the system. Required sprinkler : coverags for (o arga thal they are intended fo
systems are squipped with water flow and tamper provido coverngo,
switches, which are eleclrically Cﬁnne(’!eq to the 3)During sprinkler head maintenence, sprinkler head
bullding flre alarm system,  19.3.5 ) installations and faolilty renovations, sprinkTer fead

lngallons will bo pre uspeeted 1o ensure the ares thai
the sprinkler head Is placed allows the sprinkier head
{o provide full protection in that nrca,

AMulatenance Director / dosignes will complete and

This STANDARD is not mef as evidencad by: J prosont & quality Tmproverent toel, oheaklng 10
Based on the observallons and staff Interview K B
o to the commiltlee {o verily that sprinkler heads
during the tour on 7/22/2011 the following are placed in locetions that atlows unimpeded walor
sprinkler focations werg found not in compliance. flow in ordor for thent lo provide 1) coverage for the
The locations are noted below: area {hat they are Intended to provide coverage,
A ; ‘ 2
1. The GXl_t overhiang at the iaundrylther apy exit 1¥The sprinkier hiead that is vequired to bo located in ths
had its sprinkler head block by the alr curtain cleaning closet in Dictary near fiis frcozor and cooler
assembly. This.condlifon does not aliow the lias bean installed.
sgg?;(rllesr I}Btgdtat lhat.locaﬂon throw wa(er’ toall 2)Arcas of the fcility that requive sprinkler protestion 2
P ofinal area, ‘ have been Inspeeled ensuring that & sprinkior head fs "

: : . installed in those Jocations,
2, The cleaning storage closet in dietary near the
frezor and coolor dd not heve'a sprinkler head Sttt skr e oo
tnstai!eq.. NOTE: This was a condition noted be i . requiro sprinkler protection will bo !nspcciied to easure
fh% ff::j(}]:lt:fi ?n% Its Sjpﬂ[mﬁe; contraotor and [s . s oprinklor head Is Tooated fn those ateas.
geneduled (o he reinstallad. .
4Mnintenanco Dircttor / desigueo wil comnplets and

s, present 8 quality Improvement tool, cheaking 10 sprinkter
CFRif- 42 CFR 483.70 (&) heads daily, weekly x4, then nwntI:Iy X2 totho QUM
commiitee verifylng areas that require sprlukler protection
_have a sprinkler head installed ot these locations,
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Any dslﬁn/cfs'tatamam endlnfﬁvlm.ar( asferisk () donoles a deficloncy which the nstitution may be exovsad from correcting providing It Is determined thal
othor safaguards provide suffislent protootion to the patients, (See Instruotions.) Excapt for avrsing homos, the findings stated above ary disclosable D0 days
following the dale of suivey whisther or not a plan of corréotlon Is provided. For nureing omes, the abave findings and plaus of comection ere disclusable 14
g?gr;rf?'lllov;is? Itho1 'dale theas docuiments aro made avallsbio to the facllity, If deliclonclos are oliad, an approved plan of correction fe ragulsiie to continued

am parlcipatlon, .
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