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Js SUMMARY STATEMENT OF DERGENGIES T PROVIDER'S PLAN OF CORRECTION P
SREAY (EACH DEFIGIENGY MUST BE FRECECED 5 FULL | PREFIX {BACH CORRECTIVE ACTION SHOULD 26 COMSLETON
TAG REGULATCRY OR LEG IDENTIFYING IFORMATION) | TaG GROBS.REFERENCED IO THE AFPAIPRATE SATR
:i DEFICIENGY)
, !
F 323 483.25(h) FREE OF ACCIDENT P Fa
S8=G | HAZARDS/SIPE ICES .
8§ GI ARDS/SUPERVISION/DEVICES | Submisslon of this response to
i The facilit must ansure that the resident the statement of deficlencles
enviraiment remaing vs free of accident hazards does not constitute an ‘ :
as s posaible; and each reskdent racelves - admissicn that the deficlency |
sdanuety supervision shd assislance devices to - exists and/or wias corractly :
prevent accidents. tited 07 raguired corraction, ’
j i
j 323 ‘
| =]~ 1
‘ 1. The following was
This REQUIREMENT is not mel s evidenced ! accomplished for resident #19
by _ _ who was affected by tha
Hased onrecord raview and steff interview, the practica:
facility falled 10 transfer 1 (Resident #19) of 3
ool 5 s T T Sl Resident & 13 had no sgnificant
- -~ 383000 0 8 Tall with injury, . The ndings. incluce . 1 - b injury Brontva Tl THe Seratch .
Resident #19 was edmitied to the faciity on required ne treatment and has
02/06/03 and wes re-aditted cn 07/28/05 with healed. Resident #19 is being
multisle diagnoses Including Paralysis Aghans, transferred with the assist of
Alzheimer's disease and Panic Disorder. The two. ;
Minknum Dale Seot (MDS) assessment dated | E
0708111 ingicated that the resident had mernory 2. The following was ! g
and dacsion making problems snd was accomplished for other , ip-d !
deperwlont on i staff with two person assist for i restdents who may be affected !
kansfer, | by the piactice. f
i The care plan for falls dated 08/13711 viae [ i Residents who have been !
i _rsm’ewed: Thﬁ care p_}an'problam wag ¥ ;relsider;t i assessed as nueding the assist of !
n na.ed ot‘sa &ty monitiing and the provision o : two for transfers are being l
4 sate environment related to history of falls, use U transfarred by tw, ersons :
of antidepressant and anti anxisty and hypnotic ! Hrea by twop ' ,
medications, canfusion, poor judgment, nistory of ! :
cerebrovaseular accident (CVA) with hemiglegla i
and behaviorsl lssues “. The goal wes * rio
injury retated to falls or aceidant times thres . i
months * . The approachss did not includs lwo i "
Tire 6 baTE

}W{szgﬁa o Bdigrct b0 ~ /(

Aoy g&cl&aty staiement eading va
olher safequands provide suifiient protection 1o the patients, (Seq
lofowing the data of survay whether o not 8 plan
days tollowing the date Ihese documants are mad

program participation,

‘Bsterink {°) dancles a cabulency which the institatlon
Inglructhons.} Excapt it nursing homea, the fudings slatad
of correcion I8 pevided. For nurs'ng homes, the ehova finilings ane
¢ availabls lo the Isciiity, M daficlencet are cilgg, anapproved plan of camastion s requisie fo continued

ey De excuad from todecting peeAding i 1a desermined that
e are disciosable 80 days
plans of onrection sre disC'osable 14
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person assist for transfer. On OZ0BH 4, new
agproaches were added to the care plan o
include ansuia bed and wheelchalr wheels locked
prion fo trensiar, snsure proper fransfer fschnique
ulilized and investigate need 1or +2 asslst Tor
ransfar as indicaled,

Revisw of the rasident care guide revesled under
spacial Instruction " twe persons assizt for
transfer " {sdded on 04/02/91).

Tha rehabllitation referral noiss wers reviewsd,
Cn 04720111, physical therapist indicated thal
Rasident #19 nesded +2 assist for @l transfers
dus to her dehaviers. On 08/24/11, the physical
therapist had screanad Resident #19 and

‘indicated ihat she requirad maximunt agsist of 7

for some tims now for transfers,

The ntres's notes and the ihsident reposls were
revidwed., The nurse's notes dated 004/ 1 at 8

-PM indicated ™ called to resident toom, resident

lying on flow by bed, blood on foor, laceration 1.0
x 0.1 cm noted on back of hesd, right sida and
swelllng noted, no other injissy noted ™. The
nutes Ralher indicatad " msldent was baing

f- transtered from bed o chalr and tha cenilied

nurstng assistant {GNA) fell to the Roor ™. The
incident raport dated 08/04/11 indicated " ONA
was transfering resident frora bed to wheelchair
as she umed end siated to st resident down in
wheglehair, ihe wheelchal moved, resident ang

i the UNA fall to floer, Blood noted in floor, resident

rrted to have laceralion right side baok of hewd
with sweling ™ .

On 05/08111 at 10024 P, the administrative siafi
was interviewed. The administrative staff stated

:
{
|
i
i

Ths CNA {CNA #1) Involved in

agair: m-serviced on the use of

Al CNAS were again in-senviced

Cards by the DON and the
requirerent O review care
cards of residents on their
assignment daily ptior ko the
provision of care,
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; DERIGIERGY)
i
F 3231 Continuad From page 4 F 323

These residents care cards and
care plans reflect this transher
requirement,

The CNAs are provided with

aysignment sheets at the start of |

thelr shifi. Tha assignment f
|
I

shest has 2 line item that the
CNA must initial to indicate they
reviewad the care card for
transfer status,

3. The following measures i
weve inltizted tno ensura that
the practtce does aot regcoun:

the situation was disciplined and
Care Cards and the requirgment
to review care cards of residents

on thetr assignment daily prior
to the provision of cars,

o0 9-83-11 an the use of the Care

NCR

J

T
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a0 | SUMMARY STATEMENY OF DEFISIENCIES | ap ] PROVIDER'S PLAN OF CORREGTON i
FREFX (FADH DEFICIENGY MUST 5B FRECEDED BY FULL PREFIY | {EACH CORRECTIVE AGTION SHOVLE BE GOMPLELON
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%
#3223 ' Coniinued From page 2 Fass
that he had investioated the ingident by tatking to
the CNA. The CMA indicated that she loosed the ) . {
wheelchaic befora the bransfer. The The CNAs were In-sarviced on - 10 -4
administrativa siaff indleated that he and the 27-11 by the DON 1o invastigate
maintenancs stafi member had chacked the | the transfer status of any
wheelchair locks and they were In gond working resident not on their assignnient
condition, Ho irdicated that he did not givs any that thay may be required to
in-sarvice after the fail Beceuse the CNA statod ] help prior ta transferring tha
ihat she locked the wheslchair before the resident
transfer. The adininistrative staff membay i ’ '
rovaaid that he did m‘:% know if the residant To ensure that CNAS are
nesded 2 perzons assist on transfer, When the consistently reminded of the
care guils was chacked, ne sisted that it was eatirement to ravi ’
[ written on the case guide 1o use 2 persons assist requirement to review care
on ail teansisr, | ! cards of residents on their
- I assigneent daily, the
On G9/08/11 at 11:08 AM, NA #1 (nursing assignment shaet now has aline .
assistant) was inlerviewed. She stated that she itemn for CNAS to initial that !
P was e onz who transierred Resident #10 from seknowledges that they have ;
the bed to the whaelcheir wiren bioth ths resitent read and will follow the care !
and she feil to the fioor. Sne staled hat she card Instruetions. '
tocked the whealchalr bafore the transfers. She - ;
""S‘i:’dad*:';"“;édgff ;h:; si"‘agj"‘g‘r‘:’"ﬁ‘f the t M CMAs were provided with I
fesigen y eraaif, b 3{a BLENS WS No "Qui!lﬁe of;a ba /] b ' !hE [}CJQ‘[
swaie thal the rasident needed 2 persons assist , on 9-24-11 whir{!fszs the da;i :
on dl transfer. NA 1 3150 sinled thet she did not » dat kl .‘q,;, Y ]
check the cara guide bscause she was not man 3:0_“" t?s 5. (A _
asslgned te the resident that day and that she “‘f""mﬂf'““ *h‘f’{‘ includes care
was st helping other ChAS. card raview requirements and
F 334 [ 483.25(n) INFLUENZA AND PNEUNMOCOGCAL ; F334| will 2lso be provided during
5526 | IMMUNIZATIONS orlentation to new CHAs.
The Tacility must devalop poficios and procedures The DON or designee will review
that ensure that - all daily assignment sheets to
(i) Before offering the influenzs immurizstion, ensur2 that CNAs are complying.
aach rasident, of the resident's fagat
: fepresentative receives education regarding the ! E
f berefits and potential slde effects of the } ;
oo . I i
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- 348533 B WG e 0%/0B/2014
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A0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDERS PLAN OF CORRECTIGH ; o
BREEY BACH DEFICIENGY MUST BE FRECEDED 8Y £0t], FREFIX {EACH CORRECTIVE ACTION SHOULD AE b commETIoN
TAZ REGULATORY OR LSC IDENTIFFING INFORMATION) TAG CROGS-REFERENCED TO THE APPROFIATE DATE
' i REFICIENG )
T |
F 334 | Continued From page 3 f F 334i
enmunization: | {4 The following monltoring “‘ ofo ‘
(i)} Esch resident is offered an influerza ] initiatives have heen putin 10
immunization October 1 thraugh March 34 | place to ensure that the
annually, unless the irarmunization is medicaly | corrective actlon Is achleved
| conbaindicaled o the resident has already been | and sustained and that the plan
i{v‘amuni:fed .during ihis time period; is avaluated for its
Gil} The resnldant orthe r&sidant’g legai effactiveness:
represtniative has the opporunity o refuse
Imfaunization; ang The DON or nursing designee
(v} The .f:lasgdeni;; n;eri:cal record Enf.:ll{de:s will randomiy observe 2
mww?:; ation that Indicates, ot & alnimum, the transfers weekly for four weeks
{4) That the resident or resident's lega! to ensure th?? the proper
representative was provided education regarding method is utilized as stated on
the benefits and polantial side sffects of influenze the care card.
‘immunization; ang
{B) That the resident either recaived 1ha . The DGN nr designee will quiz 3 l
influenza imrunization or did nol receive the | ChAs, ot random, weeldy for )
influena immuntzation due to medicat ; lourweeks regarding transfer '
{ contrainadlcations or rgfusal, | techniques required on the care i
! - card of specific residents on i
The fecilily must devalop pollcles and procedures their assignments. !
that ensure that - g !
(i} Betore alfering the preunosocest The DON or designee will f
et e ot o o o8 |
:] I . . -
| the benefits and notentist side effacts of the i?eglnnjng of thenr_sh:ft at least 3 !
' immuntzstion: times weakly for four weeks to i
| (1) Eaeh resident is offered o prieurnacecsal ensure that CNAs review thelr |
immunization, unless the Immunization is care cards. '
medically conlraindleated or 10n resident nas ' !
ah-eady basn ,'mmunfzeii; Ubst’.ﬂ'auﬂlﬁ‘.’i, {}UEZIES and the %
{ifl} The resident or tha resident's legat obsarvation of CHAS reviswing i
feprasentalive has the opporiunity to refuse the care cards will oceur on all
immunization; and ‘ shifis. The weekend znd
{iv) Tha resident's medical recerd includes weekday CMA staff are the same
decu.'ajenlation that inlicated, at a minimums, the so the avdits de not have to he
{ fellewing: ; dong on weekends. ! |
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o] FROVIDER'S PLAN OF CORRECTION

j reads in part " Informad consent in tha form of 8

This REQUIREMENT i3 not met as evidenced
by:

Based on record reviaw, review of the faciiity
policy on immunizations and siaff inteiview, the
facility failed to provids education ragarding risks
and bonefits of influenza immurdzation crior to
vaccination on 5 (Residents # 1, £40, # 18, #15 3
#7) of 5 sampied residerds, The firdings include:

The facility’s palicy on Immunizations: nflienza
{¥luy Vaceination of Residants, Siaff and
Voluntesrs (undated) was reviswed, The policy

discussion ragarding risks and henefile of
vaecination wiif eceur prior 1o vaceination .

1. Resident # 1 was admitted to tha facility an
112808, Review of the immunizalion recorg

i affected by the practice:

| The Responsible Parties and/ar
resident s #1, 449, #18, #19 and
#7 ware provided with
education on the potential side
effects and bensfits of the
Influerza immunfzation ang the
prreumacoccal immunization
and that they have the
cpportunity and right to refuse
the immunizations. The
inforration includes both a line
itamn for a consent or a
declination for the
Immurizations and a slgnature
ine, This was provided by a
maiting on 9-8-11.

Xay 1o BLMMAY STATEMENT OF CEFICIENCIES 1 (L5
FREFIX {EACH DEFICIENGY MLIST fe PREGEDEDG SY FULL FREED {EACH CORAECTIVE ACTICN SHOWD BE COMRLERION
TAG REGULATORY OR L5¢ IDENTIFYRIS INFCRMATICN] TAG GRISE-REFERENCED TO TrE APPROPAIATE Bave
: ; BEFIGILNGY
F 334 Continued #rom page 4 F 334

{A) That the resident or resident's lagal |
representative was provided sducation regarding , . , A

. ) - L: :
the berefils and potential side sffects of Wdividual in-services/discip t::é d
pneumococeal mmunization: and | wit oteur on the spot as needed.

{B) That the residant either rassived tiha : Its of thas dits will b
peumecoccal immunization or did not receive | Results of these audits will be
the preumococcal Immunization due to medical | brought 1o the QAA meeting
coritraindication of refusal, | monthly by the DON or designee
(v} As an llarnative, based on 8n assessmant l and evaluated by tho QAA
and practitiorer recommendation, & sscond Commitiee to determine the
preumeceecal immunizetion may be given afler & effectiveness of the corrective
yesrs following the first pneumoeconcal action and the reed for
:mmum;zation, unless medically contralndicated or sontinued monitoring.
the residaiit ar the resident's lagal represantaiive
reluses the second immunization. 334 !

: E
1. The follcewing was : {
accomplished for the resldens jo-1~1

]

i S
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F 3341 Gonlinued From paga 5 334
reveslied that Resident #1 had received influenza
vaceine on 1011300, Thare vas nio '
docurtentation Inthe record that ihe tasponsible Discussions with resldents who
¢ parly (RP} or the resident was provided education ! are able regarding the
| ragarding The risks and be:‘ efits of nfnﬂue:l;;a visk/benefits will occur just prior !
mnmunizailon pHdr o vasgination of 101310, to vaccination and docuraenied, i
On 020711 at 3:48 PM, the .sl_aff devalopment 2. The following was
coordinatar (3DC) and the Minimum Data Set accomplished for residents PR
(MDE} nuras were intarviawed, They both stated ! having th tential to b
that consent and the educstion regarcing the - 7§ the potential to be
tisks and banefits of the immuynizalions was only E affected by the practice: l

provided to the RP ar the resident on admission
and not yeary.

2. Resident # 49 was admittad to the facility on
0814408, Revigw of the imiunization recard
reveeled that Resident #49 had received
Influenza vaecing on 10713/40. There was ro

I documentation in the racord that education

regarding risks and banefits of influsnzs
immynization was provided o he RP or resident
prior to vacaination of 10713010,

On 09/07H 1 at 3:45 P, the staif devalopmant
coordinator (SDIC) and the Minimum Data Set
(MDS) nurse werg interviswed. They both statod
that consent and the education regarding the
risks and benafits of iho Immunizoations was only
provided to the RP or ihe resident on admiasion
ent not yeariy,

3. Resldent #13 was aumitted to the facility on
O105/04, Review of the immunizalion racord

All Responsivle Parties and the
residents (If appropriate) were
hrovided with education on the
potential slde affacts and
benefits of the influenza

i immunization and that they
have the opportunity and right
to refuse the immunization. The
information Includes both 3 line
: itern for a consent or a
declination for the
immunizations and a sigrature
{ine. This was provided by a
rmralling on 9-8-11. Risk/benefit
diszussions with residents who
are able wiil uccur just grlor to
vaceinations and dacumented.

F. The following measuras wijl
be put in place to ensure that
the pradtice will not occur:

|
L

FORI CMS2562(02-98) Pravious Yersions Dbasizts
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s r ey

revesiad thay Restdert #18 had received
infiuzniza vaccing on 10713110, Thare wes ao
docurmnertation b the record that tha RP or the
resident was provided education regarding the
riske and benefits of the influenzs Immunization
prior to vaccination of 10/13/10.

Op 0907741 M 345 PM, the siaff developmant
coordinalor {30C) and the Minirmum Data Set
{MDS) nrse were Interviewsd. They both stated
that consent and the education regarding the

1 fisks and banefits of the immunizations was only
provided 1o tha R or the resident on zdmission

- and not yaarly.

4, Resident #13 was acmitted t the faclity on
0E/30/0G. Reviaw of the immunization record
revealad that Resident 219 had recelved
influenzs vaceing on 113410, Thers was no
docurientstion i ths regord that the RP of the
resident was provided educatian regarding fisks
and banefits of the influsnza immunization prior to
vegeinallon of 1011310,

FOACRIDTILT at 3:45 P, tha stall davelopmant

| eoordinglor {SCC) ared e Minimum Data Sal

| (MDS} nurse werg interviswed, They botls slated
ihat consent and the educatlon regarding the
risks and banefits of the Imrunizations vras only
provided 1 tha RP or the resident on adimission
&04 nol yoarly.

§. Residant #7 wea admitted to the fadility on

The policy on nfluenza
Vaccinadon of Residents, Staff
and Yoluntears has been
amended, in part, to read
“Informed ¢consent and

b education regarding the risks

| and benefits of the vaccination
willt oceur on sdmission and
yearly, thereafter, prior to the
vaccination”; 3 “Vaceination

i refusal and reasons why will be
documented by tha facility in
the resident’s medical record”;
2nd

“The risk/benefit atfucation on

the signed consent form will
serve as evidence that the
bersfit and risk Information and
the opportunity to refuse was
otfered. The most recent signad
consent form will be included in
the madical record of all
residents,”

The Staff Development
Coordinator or designes, who
administers the vacelnations,
will review , initial and date the
| Informed Consent Form prior to
vaecine administration 1o ensure
that it s in the medical record

76 10 LULBARY STATEMENY OF CERCIELCIES D i PROVIDER'S F1AN GF COCRRECTION 8y
PREF {EACH DEFICIENGY MUST BE PRECEDED BY FLLL PRERX (EACH CORRECTIVE AGTION SHOULD BE COUPLETH
TAS REGULATORY QR LSC IDENTIEFING INFORMATION) TAG CROSS-REFERENTED TO 148 APPROFRIATE Diig
REFICIENDY)
i
F 334 | Conbnued From psga 6 ' 533

Lo s
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PRERY (EACH DEFICIENGY MUST 8 FRECEDED BY FULL SREFIN (CACH CORRECTIVE ASYION SHOULD 36 COMPLETION
TAG REGULATORY OR LEC IDENTIFYING IRFORNATION) ‘ g | CROSS-REFERENCED T0 THE APPROPRIATE DATE
- . ! , CEFICIENGY
{ The Steff Development . i
F 334 | Continued From pags 7 F3341 Coordinator who is solely (0~
D3/30/08, Raview of the mmunization recozd responsible for the
ravea'ed that Resident #7 had recelved influenzg Implerentation of this palicy
| vacelnz nn “IOM.*‘:HD. Thera was no including providing education,
documentaticn in the r@.c.ord thal the RE or the prociring signed consents, |
fesidant was p foviz{a{i anucayon regart{mg m?'ks administering and docurmenting '
and benefits of the influsnze Immunization prior 1o ! . |
vacrEnation of 10115740, pur policy was in-savvicad by the )
, ADON/tnfection Control Nurse E
On U/07/11 at 343 PM, the staff devaiopment | onSeptember 9, 2011.
coordinator {S0IC) and the Minlinum Data Set :
(MDS) nurse were interviawad, They both stated 4. The fallowing QA Initiatives 10 -1 =4
that consent 2md the education regarding the have bean put in place to insure !
nisks and benefits of the immunizations wes only that the corrective action is put ;
provided to tha RF or the regident cn admission in place snd sustained: '
and not yeerty. [
F 3711 483.35(1) FOOD PROCURE, Faz7tl The OON or designes will sudit
s8=t | STORE/PREPARE/SERVE - SANITARY ' the medical racord of ali
! | residents during the flu
The facility must - i I vaccination period to ensurs ;

{1} Pronura feod from sources eppreved or
consklered satisfectory by Fedaral, State or locat
authorities; and

(2) Store, prepare, distribute and serve food
unge: sanitary conditions

This REQUIREMENT 15 not met as evidencag
by

Based on obaervation, staif interview and facliy
polisy review the facility failed 1o 1) thaw peultry in
a senitary manner 2) date spenad lood
coniaingrs and discard mirgersted food by its
vae by dals, and 3) clean a nourishrsent

| refrigarator,

|
|
:
|
|
|
;
|
%
|
i

that 1) a current informed
consent is in place; {2) a resident
verbal discussion and Informed
consent { as appropriate Ms in
place and documented; (3)
vaccing Is documanted as given
per policy in @ nursing note; (4}
documentation for resson for
refusal is documented in the
medical record.

|

1
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F 311 Condinvaed Frem page B ' F 371!
1? T On 9774 at 13:25 AM 7 chicken bressts wears
obssrved in a container of skll water on the food i Th ‘ o 1ot | f
praparation tabla, i he requirement fr a currant
I informed consent for Flu
Review of the facility procadure for * Thawing vaccination and a consent for
{undated), provided by the Reglonal Dietary Pneumococce! vaciination te he

in the medical record will be
added to the DA monthly chart
cheek for all residents 1o ensure
compllance with the plan of
correction. This audit will be
ongoing .

Consuftant revesled:

“ Thawing: Accaptable methods Inciuda:

11, " Thawing in the refrigerator, In a drip-proot
| container, and in 2 manner that prevenis crogs
: contamination, ¥

2. " Gompletely sutsmerging the tem under cold !

watar {al a lemperaturg of 70 degrees F or balow) . .
tratis running fast enough (o agitate and fioat off g:‘fure;rm (?f the audits "f"l’! be
loose paiticlos, ; ght m.t 12 OA Committee
3, " 'Thawing tha item in a microwave oven, then 1or gvaluation of the
cooking and serving it immodiataly akerward, ® effectivaness of the plan, At
4. " Thawing s part of a confinuous cooking that time changes vAill be made
process, a5 hecassary to ensure that the
! . corrective action is achieved ond
O 97711 8t 10:26 AM Distary Aide #1 stated that sustainac,
 she'had taken the frozen chicken outof the 3 Co
fraszer about 10 minutes ago and pul it in the a7
water lo thaw. She Indisated sha was thawing ; )
the chicken in a container of water because she | 1 The following was ; g =y~
| just needed a smalf amoun‘t for the aﬁe?mate for t accomplished for residents
tunch that oay and it hadn ' t been put in the affected by this prastice: !

rafrigerstor o thaw the day haefors.

The chicken baing thawed

i 11 L~ : F i i i
On 97111 at 10:27 AM intervigw with the Ienproparly was discarded,

Assistant Distary Manager revealed that maals, I
including poultry products, wera typically thawed i
in the rafrigorator but that the olher aocepiablz
ooilon was to thaw it under cold nunning watar, in
| the meat preparation sink, She fuiher statad that
{ Dietary Aids #1 had bean tsaineo in the proper
‘ precadure for thawlng meat and that it was her

The Caw responsible was in-
servicad on accaptable thawing
proceduras and received
disciplinary action.

I i
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1o diseard the chicken.

Z8. Oninitial four at 10:30 AM on 5767111 the walk
In refrigerator was observed to have 3 containers
of axlre haavy duty mayonnaise thet had baan
previougly opaned but were not kabeled with the
date they were opanad. One container was
almast ampty, ong had approximately 14tk of its
confenls left with & cracked Nid, und one container
had approximately hati of its contents laft In tha
conlainer, Therewas alsoa praviously opensd
cartalngr of applasauce that was half full that was
tabalsd with an opaned date of 62711, Alse
observed was a bag containing heads of lettuce
that had baen opened but wes undated and a
quarter head of letiuce wrapped In plastic wrap
and undated,

Review of the facility poligy for * Date Marking
Ready-t0-Est Potentially Hazardous Foods ~
{undated) providad by the Regiens! Distary

| Consultant revealad, in part

" Label rsady-to-eat, polantially hazardous foads;
| fabei should inclkis product name, the date and
2 time product Is propared or opened.

J

3

STATENENT OR CERICENDIES G%%) PROVIDERISUPPURIICLIA (42) MULTIPLE CONSTRUCTION OB DALE SURVEY
AHD PLAR OF CURKECTION {DENTIFICATION NUMBER: SOMPLETED
. A BURLING
B. W3 ¢
245523 B - '*"" DINBIZOTH
NAHIE OF PROVIDER OR SUPFLIER STAEET AYIREBS, CITY, SYATE, ZIP CODE
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UNIVERSAL HEALTH CAREIRAMSEUR
! ' RAMSEUR, NG 27318
X4210 SUMMM‘TS-‘;;.TEMEH? OF DEFICIENCIES ; [[5} SROVIDER'S PLAN OF GORRELTION F)
EREMY [EACH DEFICIERTY MUST BE FHECEDEDEY FULL 1 PREFI {EACH CRRAECTIVE AGTION SHOLILD BE m“"*f‘"”“
~AQ REGULATORY OR LSCIOENFIEYING IHEQRMATION) { raa CROSS-REFERENCELD 1O THE APFROPRATE BATE
I OEFICIENCT
S_— S - e
- . X . Qutdated and undaied food
F 371 Continuad From page ¢ Fan ’ ftems were Inmediately
expactation that the proper procedyre fcr thawing i removed from the nourishment
meat wes followad aven if only a fow pieces of refrigerator and the Kitehen
mea: need 1o be thawed. cooler and the nourishman:
. refrige 3 Cle i
On 77111 3t 10:30 AM the Regional Diatary efvigarator wos cleaned
Consuliant was inteviswed snd stated thal the . \
chicken should have been thawad In the Other refrigerator lovated In tha
refrigarator or under cold running watsr in the mermory unit was checked but
maat preparation sink, $he also added that it no additions! problams were
couid have been cooked in the oven fom a noted.
; frozan state. Sha then instrutted Digtary Alde #1 i (
i 2, The foliowing will he i

accomplishad for other
residents who may be affected
by the practice.

The dietary staff was In-serviced !
i 98-1tand 9-19-31 by Sherry
Parson interin F50 an infaction
control, proper fosd
handling/thawing procedures,
laboling/dating/discard
procedures,

The nursing staff was in-cerviced
an 9-21-11 by the OOM on the
nead 10 date all fosd Rems in

i the ourishinent refrigerators/
frezzers located in the LTC unit
and the Merory Unit and to
remind/assist residents and
famnifies to do so.

|
|
|
I

I
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A_BULDING e
' G
e B WNG
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NakiE OF PROMIER OR SUPPLER SIREGT ADDRESS, CITY, STATE, P CODE
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: RAMSEUR, NC 27316
,..,,..&:) | SUNAAAEY STATEMENY OF DRFICIENGISS ] I PROVIDER'S PLAN OF CORRECTION )
PREFIX 1 {EACH REFICIENGY MUST BE PRECEDED BY FULL | eRERX {EACH CORRECTIVE AGTIGN SHOULD BE COMPMLETION
T REGULATORY GR LUG IDENTIFYING INFORMATION) I TAG CROSS-REFERENCED TGO THE APSROPIOATE fare
; CEFIENEY)
Jﬁ_}_ﬁw.,
¥ 371 ; Sontioued From page 10 F a7 fon 7% oh -
" Sasve or dizcard wil ready-to-sat, potentially :Stu}f 0‘? 3 shift wos addi tionally
hazardous foods within 7 days. * | eserviced on 8-27-11 by the
DON and reminded agaln that
On 9/8/11 st 10:32 AM interviow with the discarding undateti food
| Assistant Distary Manags: rsvealed hat the ! Immadiately and outdated food
! mayonnaise containers ang the leltuce sheuld within 72 hours or by the “do i
tava baen labeled with the date thay ware not use after dste and cleaning ;
opened and the % head of Iotwes should havs ' the refrigeratars as needed with ’
Faen labaled with the date it vwas used. In
seap and water is thelr
ruddition, she stated that foad ems wers to be res ponsibif;? eacht ;i ht
! distarded 7 doys after thelr opansd date or by = Y gat.
{ thair expiration date if they have not been -
opered, sithough she thaught ine mayonalss 3. T‘H_& f"i{‘m'"g \ Jo ~=1{
could he Kaot for 14 days afer opening. She i measures/systems were put In
| further indicated that the spple saucs was place to ensure that practice
averdus to be discarded and thers was no way {o does not oteur:
kaow when the mayonsise shouki bs dissarded . o
since it had not bsen dated when it was opaned, A nursing refrigerator *aily
Clesning Log” has been
: On 277111 interviyw with the Regional Dislzry ! developed on which the siaff
Consuliant savesled thal she would expact faod | member who ¢leans the
b lems lo be labeled with tha date thay are cpenad nourishment
and then digerided 7 days after that gate. refrigerators/freazers signs
when task compl .
2b. On8i6I11 at 10:45 AM tha nourishivant :-;:‘:- : i:rsefchpeii:dt:;q ¢
rafrigerator sl tha 1007200 hall area was : ;.‘g -t th ’ dof th
“observed. The dali drawer was oponed and ise_ngeratm at the and of the
contained an opened 2ip top package of dried : shift and co-signs that the :
cranbarries with an openad dete of 5:24/11 and 2 : + refrigecator is clean and froe of :
msident neme written on it; here was also reg v autdated and undated food
i Higuld inside the package which was not , items. This system is ehging
1 compietely closed. Pled liquid hag seeped out of :
lhe bag into the bottom of the deli drawer. There ! { Asystem requiring cach cook to
Was aiso 8 Tuppeiwer fype conlainer of i verify the thawing tachniques
| spaghetl In this drawar that was not labsled with f used at each meal has been 3
-} ?:eségiﬂgﬁﬁ?? ;’;;:;Zfaw i;;f’:‘ %" :’f" od. instituted te ansure that proper '
DY 2 or coptaing } . N .
? unlatalad bag from Melonalds coataining French ; thawing methods are used, |
i Il 1 —
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e SUMMARY STYATEMENT OF DEFICIENCIES 1D PROVIDEIVS PLAN OF CORRECTION Py i
PREFIX {EACH CEFIGIENCY MUST BE PRECEDED 8Y FULL PREMX [EACH CORRECTIVE ACTIGN SHOULD BE l COUPLETION
TG FEGULATORY OX L&C IDENYIFVING {HFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE ! DATE
CRFICIENGY; ’ 1
“ 1
F 371 l Gontinuad From page 19 F 374
{ Iries and chicken rugyats. Also observed was & i
| whipped tupping container with & date of 8/26/11 (- ) ) P
i wiitlen on It. Inside the container was an The cook must document on '
| wninown foad item with a fuzzy whits substance the meau the method used to
on approximately 1/8ih of tha lop of it thaw meat . This system is i
ongelng, ;
| Review of the fadlity policy for " Date Marking ;
Ready-to-Eat Potentially Hazaidous Foods | The FSO will monitor far nroper
{undated) provided by the Regional Distary . technique and verify accuracy of [
Consultant 1evasied, in part: documentation of method used J
- . . 5 times weekly on ar ongeing l
, ;‘ ibﬂrf IG;G.Y '_tf,)l"g‘m i" séer??ally Ea:if"dg:j;f‘}ids' basis. This audit will becoma j
s it 5 srosesonpencs - 1| prtorDhany bepimencs |
pened. ' rodtine QA program. !
" Berve ur disserd ol ready-tp-aat, potentially i s e . .
nazstdous foods within 7 days, " f 1h§ 5D will monitor for proper
dating and storage of food ;
Cin 9/8/11 at 13 AN the Housekeaping Manage: weekly 0.1 an ongoing basis, ‘
stated {hat 3rd shift Nursing wes rasponsible for . I
cleaning out the nourishient refrigarators 4. The following monltoring fp 1=

n 9/8/11 24 10:28 the nourishment teftigarator at
e 1004200 hall area was obsarved, Tha
packags of dried cranberries st contained 2 rexd
liquid and was dated 5/24/41 wero ot in the dalj
drawer. Tha McDonald ' s bag, spanhelt and
whippad toping container dated 8/20114 WOre /o
longer in ihe refrigerator.

On 0811 al 11 AM e Diractor of Nursing
{DON) was intervigved and sisted that thareis a
schedule for e 2rd shift Nursing Assistants and
one of thern i3 assigned every night to ramove -
expirad food ems, He steted that he instructs
i staff o discerd orepared and oganedt foos
iteens 1 day after being openad or prepaced but
that they mus? be discarded afler 3 days,

i

injtiatives have been put in
place 1o ensurs that the
corrective acifon i achieved
and rmaintained:

The DON or designae and the
Administrator will 2ach check
the nourishment
refrigerator/frecrars located in
tha LTC nourishment room and
the Memaory Unit Nourishment
room 2 times weekly for two
weeks and then 2 times waekly
for two weeks to ensure that all
food Is dated, outdated food has

been removed and that the
$ucfaces 200 shagn.

L

|
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taftigerator at the 100200 haY area was
ohserved to have 2 thick tan color resldus

| drisped on the bottom aneas of the refrigerator

! et the crspers, there was #iso jed liquid in the
| bottomn of the deti crawsr, covering approXimately
va of the bobtomn of the drawar, The glass shelves
of the refrigerator appeared to be woated with
smudges and had a white solor flm in many
areas,

On 9811 9t 10 Ak the Housekeaping Managsr
stated What 3rd shift Nursing was responsible for
| cleaning out the nourishment refrigerators.

§ On 9i8/11 21 10:29 the nourishment rafigarsior st
| the 100200 hall 4725 was observed. The red
it in the dall drawer had baan cleaned up but

the packags it was dripping from was stil prasant
| and continued to laak. The thick tan eaior
rezidue at he bottom of ths refrgerator was 56l
frasent and the gless shelvas st appeared
unclean,

On 9/8/11 51 11 AM the DON was interviewed
ardd stated thal there s 2 sehedula for the 3rd
shift Nurging Assistanis and one of tham s
 assigngd avary night to remove expired food
fterns. Ha ststed thal his staff had not been
instructed to clean the nowishmen rafrigeralor

| 88 cleaning the refrigerator is tha feEponsibility of
} Housekeeping,

i

?

|
|

_l the correciive action.

the use of proper thawing

findings on s “Thawing Log".

| monthly for avaluztion and

1 and sustaln the corrective
action,

The FSD or désignee wil}

weekly for 4 weeks.

sustained.

!

action as necessary to sustain

The results of the audit will be
[ reported to the QA Committes

artion as necessary to achieve

monitor/audit for the proper
dating of food an discarding of
outdated food In conlers 5 timas

The result of this 2udic will be
reported to the QA Cormmities
each month for evaluation and
action needed to ensure that the
corrective action is achieved and

STATEMENT OF DEFICIENGISS X1} PROVICER/SUPPUERTLIA {2 MULT.PLE CONSTRUSTION QU3 DATE SURvVEY
AXD PLAN OF CORRESTION IRENTIFICATION FUIDER: COMPLETED
. A DULOING
0
CAANG
345523 oG —— 03(08/2041
HAKE OF PROVIDER OR SUPPLIER STREET ADDRESS, OV, STATE, 2tF CODE
7155 JORDON ROAD
HIYERSAL HEALTH CARE/RAMSEUR
v SAL HEaL R RAMSEUR, NG 24315
o | SUMMARY SYATEMENT OF DEFI0ISVOIES e T PROVIDER'S SLAN OF GOFAESTION [—
FREFIX {EACH DEFICIENDY MUST 88 PRECEDED BY FULL PREFX (EACK CORRECTIVE ACTICN SHOULD BE COVPLETION
TAG REGULATORY JR LEC IDENTIEYING INFORMAT ) i TAG CROSG-REFERENCED 7O THE APFROFIIATG AT
Ei CEFICIENCY) I
i i
—— - ;
A tog will be malntained for this
F 3711 Cortinued From pags 12 F3711 audit and results wili be 1
reported the Q4 Committee ! i -3-
3. On 9/6/51 91 10:45 AM the noudskment menthly for svaluation and |

The ¥SD/or designes will activaly
observe and direct, as needed,

!
8
:
i

methods for 12 mashs weekly for [
| 4 weeks and then 10 meals per :
toweek for 2 wesks and document !}

!

P e s .
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Submission of this response to the statement
of deflciencies does not constitute an
admisston that the deficlency exlsts and/or
was correctly cited or required correction.

i
!
{
3
!

K 076 | NFPA 101 LIFE SAFETY CODE STANDARD KO76:
55=D . ;
Medical gas storage and administration areas are
protected in accordance with NFPA 99,
Standards for Health Care Facllities.

1, The following corractive action was PRI AN
accomplished to correct the practice:

(a} Oxygen storage locations of greater than
3,000 cu.ft. are enclosed by a ong-hour

The empty oxygen cylinders were Immediately
removed from the utility room and secured In

separation. a rack in a room with a one hour separation.
(b) Locations for supply systems of greater than 2. The followlng was accomplished to
3,000 cu.ft. are vented to the outside. NFPA 99 IdentHy other life safety Issues having the WL -1
43112 19.3.2.4 potentlal to affect resldents by the same
! ! practice; '

All other storage areas for both empty and full
i . oxygen tanks were immediately checked, No
i 1 other problems ware noted, .

This STANDARD is not met as evidenced })y: : 3. The followlng measures were put Into e
Based on the observations and stafflnptervsew | place to ensure that the practice will not 1
during the tour on 10/11/2011 the facility had

A . ' reoccur;
unsecured oxygen cylinders in the clean linen 1 i
{utility room across from the nurses station in the The staff was in-serviced on the correct
spectal cara wing of the building. storage of oxygen tanks,

Additional storage racks were purchased and
placed in the utiity rooms to ensure safe
storage of oxygen containars,

CFR# 42 CFR 483.70 (a)

i 4 The followIng monltors were put In place 1 ,4,]\
to ensure that the practice will not recur;

I

|

! The supply clerk will check the utility rooms
| J » five thmes weekly to Insure that adequate

| * racks are avallable for storage and that oxygen
tanks are stored properly. A log will be
maintained, The results wili be brought to the
¢ QA Meetlng monthily for evaluation and
‘ further action as necessary.

+

H
8} DATE
LABORATORY DIRECTOR'S OFWOVJ})ERJSUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6}

ﬁ%"sz/f/ AL AL A A AMWH e tfdr/ Jo-28-1]

ve i * i ; i d from correcting providing it Is determined that
Any deftclency statement ending kwth an asterlsk {*} denoles a deficlency which the Institution may be excuse
olhfar safegua);ds provide sufficiant protection to the patients. (See inslruclions.) Except for nursing homes, thg findings stated above are dlscicé?;ablles gglg?;s
follawing the date of survay whether or not & plan of correcllon is provided. For nursing homes, the above findings and plans of correction Ia::a t clo o
days following the date these decuments are made avallable to the facitity. If deficiencies are clted, an approved plan of correction is requlsite to con

program participation,
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