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The statements mn%ﬁf‘gﬁgl}‘%ﬂ plan of comactidn

are not an admission to and do not sonstitute /0/%(-
43
&

F 250 | 483.15(g)(1) PROVISION OF MEDICALLY F 250 |an agreement with the alleged deficiencies. T}

§5=D | RELATED SOCIAL SERVICE - remain in compliance with all federal and sta
) . regulations the facility has taken or will fake
The facility rmust provide medically-refated social the actions set forth in this plan of correction

services o attain or maintain the highest
praclicable physical, mental, and psychosocial
well-being of each resident. ‘

The plan of correction constitutes the facility
allegation of compliance such that all alleged
deficiencies cited have been or will be
corrected by the date or dates indicated.
Corrective Action for Resident Affected
Resident #61 was seen by a Podiatrist on 9/28/11
and was fitted for new diabetic shoss onl0/6/1 1,
Corrective Action for Resident Potentiaily
Affected - B

[

This REQUIREMENT Is not met as evidencad
by: R . S
Based on record review, observations and
interviaws, the facility failed to ensure that ] N . .
rosldents received proper services as ordered by 'AE? rgnd%ntg ?Vh? are gl.it;m;;m :‘etss:gm\ ‘l ;z
physician for 1 of 1 resident* s requiring a suese oHolent  praclice, | Tes Ve
Podiatry apooint L (Resident #81 - reviewed on 10/14/2011 by the Director of Nursipg
odiatry appointnent. (Resident #31) and Unit Minagers lo ensure no resident has| a

o, i i appointment.
Resident #61 was admitted to the facility on missed podiatry app e

pa ’ :
2/16/11 with diagnases including Dicbetes Systemic | gg&’ffnd LPNs) who curreatly work in
Mellitus. the facility will be in-serviced on 10/12/11 by tpe
SDC on following physician orders with qn
Tha most recent guartery Minimum Data Set emphasis -~ on ~residents kecping  podiatey
(MDS) Assessment dated 8/10/11 assessed appointments. Any nurse who does not receile
Rasident #51-as belng mederately impaired training on 10/12/11 will not be eltowed fo work
cognitively, independent with bed mobility and until in-servicé iraining has been completed. This
aating, neading limiled assistance with transfers, information has been integrated into the standard
having Hmited range of motion on har dominant orientation training and in the required in-service
upper and jower body, using a watker or refresher courses Tor all employees and will pe
wheseichair for enobility, having no pain and having reviowed by the Quality Assurance Process to verify
a Siage | pressure area. The resident was that the change has been sustained.
ideniified by the facility as able to make her needs Quality Assurance T

knows. ‘The Director of Nursing will monitor this Issue

: - using the "Appointment Audit Tool", The
Review of the Request for Patient Evaluation monitoring will include conducting 10 chart reviews
Form dated 6/24/11 diagnosed Resldent #61 with of resident appointments. This will be done week);

w©

for four weeks and then monthiy times three mont
or until resolved by QOL/QA committee. Report
will be given to the weekly Quality of Life- QA
committee and corrective action initiated as

an abscess of the left great tos. The plan
documented Diabetic shoes and continue current
reatment o C

maorwe@zcwa‘s OR PROVIGERISURPLIER REPRESENTATIVE'S SIGNATURE SRR TTLE £8) GATE
*“
ez A /‘“EW:'S’?LV& ey /e frof
77

Any deficlency EWWMK (*) denotes a defitlency which the instilution may be excused from correcling providing It is delermined that
other safaguard fi Tclent protection fo the patients, (See Instuctions.) Except for aursing homes, the findings slated above are disclasable 80 days
following the dale of survey whelhar or nof a plan of correction is provided, For nursing nomes, {he above findings and plans of coirection are disclosabls 14
days fallowing the date these documents are made available fo the facility. #f deficiencias are ciled, an approvad plan of corection Is requisite 1o continued

program participation.
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Review of Resldent #61 ' s medical record
documented on 5/24/11 that the Nurse
Praciitioner ordared Biabeatic shees and a
Podiatry consult when toes are healed .

Review of the Augusi 2011 Treaiment
Administration Record {TAR)documenied that
Residant #61's toes were healed on 8/30/11,

Review of the September 2011 TAR documented
that Resident #61 was {o have a Podiatry consult
“when toes healed.”, The treatment was
documented as discontinued on the Seplember
2011 TAR.

During an Interview with Nurse #3 on 8/22/11 at
8:55AM she stated that when an order is written
for a Podiatry appoiniments the Unit Manager
{UM) would get the pink copy of physiclan's order
s0 that they {UM) could follow up on the order.
The UM also would get a copy of the "Request for
CMC patient eval form,” which the physician or
Nurse Practitionar completes when they see the
regident. Nurse #3 stated that she was nol
working on this unit in June so she did not know
what happened to the pink copies or the
physician's visit (request for CMC patient
evaluation form). Nurse #3 stated that when the
issue was brought to the facility ' s attention on
9/24/11 she made Resident #61 a Podialry
appolntment {or the week 9/26/11,

During an interview with the Administrator on
gfe2/11 at 10:30AM he siated that it was his
‘gxpeciation that the residant appeintments would
ba made when the physician wiites an order for
one. Qur goal is fo provide quality care for our
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The facllity must ensure ihat residents receive
proper treatment and cara for the following
special services:

injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheostomy care;

Tracheal sucticning;

Respiralory care,

Foot care; and

Prostheses,

This REQUIREMENT s not met as evidenced
by:

Based on record raview, observalions and
interviews, the facility failed to provide medically
related services to altain diabetic shoes for 1 of 1
rasidents requiring diabetic footwear. (Resident
#61).

Resident #61 was admitted to the facility on
2115111 with diagnoses Including Disbates
Melfitus and History of Cerebrovascular Accidant
with Hemiplegia.

The most recent quarterly Minimuny Dala Sel
(MDS) Assessment dated 8/10/11 assessed
Resident #61 as being moderately impaired
cognitively, independent with bed mobility and
ealing, nesding limited asslstance wilh lransfers,
having limited range of moticn on her dominani
upper and lower body, using a walker or
wheelchair for mebility, having no pain and having

x4y in SUMMARY STATEMENT OF DEFICIENCIES 3] PROVIDER'S PLAM OF GORRECTION o8
PREFIX {EAGH DEFICIENCY MUST BE PREGEDED BY FULE PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
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Corrective Action for Resident Affected
F 250 | Continued From page 2 F 250 | Resident #61 was seen by a Podiateist on 9/28/11 /e /‘-f it
rosidents andl was fitted for new diabetic shoss oni0/6711,
. Corveetive Aciion for Resident Potentially
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328 Affected
§8=D | NEEDS Al residenis who are diabetic are al risk for this

alleged deficient practice. All residents  wore
reviewed on 10/12/2011 by the Director of Nursipg
and Unit Managers to ensure all physicians’ orders
are befng followed.

Systemic Changes :
All nurses {RNs and LPNs) who comently work [in
the facitity will be in-serviced on 10/12/E1 by the
SDC on following physician orders with pn
emphasis on residents with special needs, Includid
in the training will be communication protedel
between nursing and social service depariment so
vasidents receive their physician ordered durabile
medical equipment timely. Any nurse who does 1ot
receive training on 10/12/11 will not be allowed|to
work until in-service training has been completed.
This information has been integraled into the
standard orientation training and in the required in-
service refresher courses for all employees and will
be reviewed by the Quality Assurance Process jto
verify that the change has heen sustained,
Quality Assurance

The Director of Nursing will monitor this issve
using the "Physician Order Audit Tool". The
monitoring will inelude conducting 10 chatt revieys
of resident’s physician orders. This will be done
weekly for four weeks and then monthly times thrge
months or until resolved by QUL/QA committee.
Reports will be given to the weekly Quality of Life
QA commitice and corvective action initited as
appropriate.

]
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3 Stage ! pressure area. The resident was
identified by the facility as able to make her neads
known.

Review of Rasident #61 ' s medical record
documented that the Nurse Praciitioner ordered
Diabatic shoes on 6/24/11.

Review of the Request for Patien! Evalualion
Form dated 6/24/11 diagnosed Resident #61 with
an abscess of the feft great fos. The plan
documented Diabetic shoas and continue current
treatment.

Review of tha Request for Patient Evalualion
Form daled 8/9/11 documented that Resident
#61 had 2 Stage i pressure area on her feft heel.

Buring an observation of Resident #61° s feet on
9/21/11 at 3:10PM, she was observed o be
wearlng a pair of black shoes with a brand name
from a local store. The shoss were observed to
be locse on the resideni * s fest. She was wearing
knee high hose which were not prescdption. At
this time, Resident #61 stated that she would like
to have special shues to help her fest,

During an interview with a Nursing Assistant # 1
on 82111 at 3:10PM, she stated she was not
aware that Resident #61 had any Diabetic shoss.

During an interview with Nurse #1 on 9/214/11 at
3:26pm she staled that she gave a slip to the
Social Worker in June, but it takes awhile for the
shoe folks to coma measure and then If takes
another 6-8 weeks before the shoes actually get
hera.
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During an interview with the Social Worker on
/124111 at 5:33pm she stated that she was
unaware that resident had an order for diabetic
shoes. She stated usually the nurse will tell me
or give me the pink copy of the physician ‘s
arders.

During an interview with Nurse #3 on 9/24/11 at
5:45pm she stated thal she did not know anything
about dlabetic shoes for Resideni #61.

During an interview with the Soclal Worker on
924711 at 5:45PM, she stated that in the Nursing
Notes there was an entry docurnenting that
{name of company) was faxed an order for
diabsalic shoes and * wilt wait a response, ™
Nurse #1 had signed the anfry,

The Social Worker furlher siated that when she
spoke with {name of company) foday, on 9/21/11,
fhey asked that another request be faxed 1o them,
She stated that another request was faxed,

During an interview with Nurse #3 on 9/22/11 at
8:55AM she staled that when an ordar is written
for Diabetic shoes the Unit Manager {UM) would
get the pink copy of physician's order so that they
{LUM) could follow up on the order. The UM also
would get a copy of the "Request far CMC patient
eval form," which the physician or Nurse
Practiioner completes when they see the
resident. Nurse #3 stated that she was not
working on this unil in Juns so she did not know
what happened fo the pink coples or the
physician's visit {request for CMC patient
evalualion form).

During an interview wilh the Administrator on
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Resident #199°s order for Nystatin was stopped
G/26/11.
Corrective Action for Restdent Potentially

9i22111 at 10:30AM he stated {hat it was his
expecialion that the resident would have received

the diabetic shoes in a timely fashion when thay Affected

were ordarad. Qur goal is to provids qualily care All rosidents have the poteatial to be affected by .

for our residants. this alleged deficient practice,. DON and Uhit Jo /1)
F 328 483.25()) PRUG REGIMEN IS FREE FROM F 329| Managers will review al] medications that require a
s8=0p ] UNNECESSARY DRUGS stop date to ensure all residents are free jof

unnecessary medications, This will be completed by

Each rasident’s drug regimen must be free from 10714711,

unnecassary drugs. An unnecessary drug is any Systemic Changes

drug when used in excessive dose (including All nurses (RNs and LPNs) who corrently workin

duplicale therapy); or for excessive duration; or the facility will be in-serviced on 10/12/11 by the

without adequate monitoring; or without adequate SDC on following physicien orders with @an

indlcafions for ts use; or In the presence of _ emphasis on keeping residents free of unnecessgry

adverse consequencas which indicale the dose medication. Also included in the education will jbe

should be reduced or discontinued; or any medications that require a stop date so nurses dan

combinations of the reasons above. alert physicians when a medication should e

stopped. Any nurse who docs not receive training
on 107E2/11 will not be allowed to work wntil jn-
service tralning  has  been completed, This
informafion has been integrated info the standgrd
orientation traiping and in the required in-service
refresher courses for all employees and will be
veviewed by the Quality Assurance Process to verffy
that the change has been sustained,
Quality Assurance

Based on a comprehensive assessment of a
resident, the facility must ensure thet residents
who have not used antipsychetic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary lo freat a specific condition
as diagnosed and documented in the clinical
record; and residents who use anlipsychotic

drugs focelve gradu? } dose feduct.io'ns, and The Director of Nursing will monitor this issue
behavioral interventions, unless clinfcally using the "MAR Audit Tool”, The monitoring will
contraindicated, In an effort to discontinue these include conducting 10 chart reviews of Tesident’s
drugs. MAR to ensure they're free of unnecessary

' medications, This will be done weekly for four
weeks and then monthly times three months or unjil
resolved by QOL/QA committes, Reports will by
given to the weekly Quality of Life- QA commitige
and correclive aclion initiated as appropriate.
This REQUIREMENT s not met as evidenced
by:

Based on record review, phamacist interview,
and staff interview, the facility falled 1o ensure
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residants ware free from medication used for
excessive duration for 1 of 10 sampled residenis
{rasident #198) reviewed for unnecossary
medications. Findings include:

Resident #193 was admitted to 1he {acility 2/125/11
and readmitied on 31 171 1. Cumulative dizgnoses
included Dysohagia and Gastiostomy on 3/8H 1,

Review of the Physician Progress Note, dated
318111, under the Problam list did nol note
thrush. Review of the resident's
earsinose/mouthithroat did not document any oral
sores or thrush,

Reviaw of Physician ' s Orders dated 3/24/11
documented that Resident #199 was started on
Nystatin 10ce {cuble centimeters) four times a
day for 10 days. Nystatin befongs to the group of
medicines called antifungals, The liquid forms of
this medication are used o treat fungus infections
in the mouth.

Review of the Physician Progress Nole, dated
41111, noted the resident had thrush.

Review of Physician ' s Orders dated 4i2/11
noted that the resident was 1o continue Nystatin
until thrush resolved.

Review of the Physician Progress Note, dated
4116111, noted resident continued with thrush.
Documented below Assessment and Plan was to
resume Nystatin Suspension four time daily with &
swab {0 bs applied o the tongue and oral cavily
timos 14 days.

Review of Physician ' s Orders dated 4/16/11
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read Nystatin with swab o tongue QID, The order
did not specify duralion of therapy.

Review of the Physlcian Progress Nole, dated

"L aesrtd, B3, 511, 7O, THEM T, 83141

and 946111 noted under Physical Exam that the
mouth and throat were normal with no ulcars
present.

Review of the Medication Administration Records
beginning 4/16/11 through &/21/11 documented
that Resident #199 received Nystatin 100;000
units/ML {miliiliter) suspension swabbsd to his
tongue four timss per day.

Raview of the Pharmacy Consullanis notes for
May, Juna, Jduly, August and Saptember 2011
revealed no documentation addressing the nead
for continued antifungal use or request for
evaluation by the attending physician.

During an interview with Murse #2 on 9/21/11 at
11:00AM she stated that a family member wanis
the Nysiatin continued. She further staled that the
resident began to eat pureed meals for the last
sevaral weeks and only recaives his lube feeding
it he oats less than 75% of his meals.

During an intervliew with the Director of Nursing
on 921111 at 11:10am she stated that the facility
dees not have a slanding order for ihe use of
Nystatin.

During an inlerview with the Pharmacy Consuitant
on 92111 at 11:26am she stated that she would
ot have addressed the continued use of the
Nystatin because the resident has a dry mouth
and recelving feeding via a gastrostomy tube,
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both of which can lead to thrush. She slated that
the medication can be used prophylactically,

During an interview with the Nurse Practilioner on
924111 at 12:06PM she stated that she would
have thought that afier 8 weeks of use that it
would have been re-evaluated. However,
residents receiving tube foedings oftenlimas have
problems with thrush. This resident does have
problems with a lack of molsture In his mouth and
in June an order was written for Oral Meisiure fo
the Inside of his mouth thres times a day. She
stated the he may not need the Nysiatin but there
has been no harm in using i. When his primary
physician in Aprit 2011 wrote his progress note he
did document {0 take the medication for 14days.

“His primary physician changed in May 2011 and If

the note was in tha chart whan the encorring
physician read the April 2011 nole stating use for
14days, the new physician may have assumed
that the Nystatin was completed and did not
follow up on this. The Nurse Practitioner siated
that she would stop the Nystatin and see how the
resident does.

Review of the Physician's orders daled 9421411
read fo disconiinue Nystatin,

During an interview with the Administrator on
822111 at 10:30am he stated that he would
expect that on the monthly review of the
madications that pharmacy consultant would
make recormmendations of medications that
shotrld or should nof he continued. He stated that
e thought the facliity missed this ene .Hs furthor
stated that he would 2lso expect that nurses
would question why a medicalion is stilt being
used if the condition has resolved.

F 328
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Corrective Action for Resident Affected
F 371 | 483.35(1) FOOD PROCURE, F 371 f;‘f’ﬁ"g‘;‘i?z‘i‘: food has been removed from 1e/14 /1
$=2 | STORE/PREFARE/SERVE - SANITARY Corrective Action for Resident Potentially
Affected

Tha facllity must -

{1} Procure food from sources approved or
considered satisfactory by Federal, State or local
authorities; and

{2) Stors, prepare, distribute and serve food
under sanifary conditions

This REQUIREMENT is not mel as evidenced
by:

Based on observations and staff interviews, ihe
facility failed 1o adequately moniior food storage
in 3 of 3 kifchen refrigerators.

Reviaw of the policy sntitled, " Handting of Left
Food ltemns * read, * Left over food items are
discarded after 72 hours unless othenwise
indicated * .

During the initial tour on 9/19/2011 beginning at
10:35 am, reach-in cocler #1 contained a plastic
containgr of cream soup dated "9/t1/11".
Obsarvaticn of reach- In gooler #2 revesled one
container of cheese sauce dated " 9/13/11", an
open plastic bag of chopped onions wrapged in
aluminum foil dated * 9/13/11, and ¥ pan of diet
yelow Jell-O dated " 9715/11 The walk in cooler
was observed fo have left over vegetable soup
dated 8/13/2071 in a shaliow metal pan.

During an interview with the Kitchen Manager on
9M8111 at 10:35 am i was slated foods were to
be used by 3 days or discarded. Hs indicated

All residents are af risk for this alleged deficignt
practice. Dietary Manager or his designes Wil
review refrigerators daily to ensure outdated Tood is
removed timely,
Systemic Changes
Al kitchen staff will be in-serviced 10/14/11 {on
proper food storage. This information has bgen
integrated into the standard orientafion training gnd
in the reguired in-service refresher courses forlall
employees and will be reviewed by the Quality
Assurance Process to verify that the change fas
been sustained,
Quality Assurance
The Adminisirator will monifor this issve using [he
"Food Storage Audit Tool'. The monitoring will
include conducting daily rounds to ensure |ail
outdated food is properly disposed of timely. This
will be done weckly for fowr wecks and then
monthly times three months or until resolved |by
QOL/QA cotamitice. Reports will be given to the
weekly Quality of Life- QA commitiee dnd
corrective action mitiated as appropriate.
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kitchen staff are to check daily for outdated foods
and discard any found. The Kitchen Manager
discarded all the outdated ilems found in the
refrigerator,
A cook was inferviewad on 9/19/ AM al 11:45 am.
She stated the soup was left over from the
waekend. She revealed ona resident liked to
have a bowl of vegetable soup at night so kifchen
staff saved the soup all week for the resident, Corrective Action for Resident Affected
All frash was placed in the dumpster and the
The Kitchen Manager stated on 9/21/11 at 2:35 dumpsters were sprayed for yellow jackes.
pm the kitchen makes vegetable soup one day Corrective Actlon for Resident Polentially
sach week and keeps it for one sesident who Affected ) , .
likes soup at night. He stated staff discard any All rf:stdents are &t'nsk for th.ls alEe‘ged d_eﬂclent
left over soup when they make the next pot. practice. Housc:keapmg Supervisor w:l[l} reg'ew the Jo /’, L/
F 372 483.35(1)(3) DISPOSE GARBAGE & REFUSE Fa7z|dumpsiers  daily for proper frash  dispospl
s5-E | PROPERLY Supervisor will also search for yellow jackets apd

The facility must dispose of garbage and refuse
properly.

This REQUIREMENT is not met as evidenced
by: '

Based on obsarvations, staff interviews, and
record reviaws the facility failed to ensure
garbage was sfored to pravent the harborage of
insecls and failed to have the area around the
dumpsters free of debris for 4 of 4 dumpsters.

Findings Include;

The dumpster area behind the kitchen was
observad on 8/19/2011 at 1:40 pm. Scattered
pleces of paper and boxes were observed around
the four trash dumpsters. Yellow Jackets were
noted to be swarming around the oulside walls,

inform Maintenance Department if spray is needed.
Systemic Changes
Al housckeeping staff will be in-serviced 10/14/11
on proper trash disposal, This information has bepn
intograted inte the standard orjentation fraining apd
in the required in-service refresher courses for pli
employees and will be reviewed by the Quality
Assurpnce Process to verify that the change has
been sustained.

Quality Assurance
The Administrator will monitor this issue using the
“Trash Disposal Audit Tool". The monitoring will
include conducting daily rounds to ensure all tragh
is disposed of propetly and if spray s needed fpr
yeltow jackets. This will be done weekly for fopr
wecks and then monthly times three months or unfil
resolved by QOL/QA committee. Reports will be
given to the weekly Quality of Life- QA committee
and corrective nction initiated as appropriate.

—
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massing on the doors, and flying inside all four
trash dumpsters.

A second observation was made on 9/20/2011 at
2:30 pm while first shift workers were taking trash
out to the dumpsters, The dumpsters were in the
same condition.

A third observation on 9/21/2011at 2:45PM
ravealed three of four trash dumpster doors were
closad and had no yellow jackets. The first
dumpster had an open door and yeilow jackets
were observed 1o be in the dumpster and areund
ihe oulside of the door.

in an inferview with the Kilchen Manager on
9/21/2011 at 2:50 pm he stated maintenance
sprayed for Insects at the facllity.

On 9£22/2011@ 14:25 am Maintenance
Employes #1 stated they spray all the time. He
indicated the spray used was like fly spray. He
revealed the spray did some good for a while but
then the yellow jackels were back. Maintenance
Employee #1 stated staff go back and spray
again whenever someong complains,
Maintenance employee #1 reported the facility
had a contract with (name of pest coniro!
company), Inc who vislied the facility two timas a
month or as needad. He said they have called
{name of past control company) about the yellow
jackets.

Buring a phone interview with the Branch
Manager of (name of pest control company)} on
9/22/2011 at 11:30 Am he stated they typleally do
not spray dumpsters unless thers is an issue
reported. He revealed he did not aver recall
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having to spray the dumpsters af the facility. He
stated any time the facility needed a sarvice or
had an area of concern they noted it in the fog
baok provided by (name of pest conlrol
company}. The service man then completed the
service requested,

The Branch Manager stated the pest control
company had some pesticides that would be
extremaly toxic to yellow jackets. He siated the
treatment would fake about & minules to
complete. He indicated it was Important for siaff

and residents not to be exposed to yellow jackets.

The Branch Manager revealed many psople ars
allergic to yellow jacket stings and itcould be
big health issue for employees and residents if
they were stung.

During an interview with Housakeeping employes
#2 on 9/22/2011 at 1:00 pm he staled he had
been at the facility for 6 years. The employee
revealed the yellow jackets were presant several
months every year when It was hot and humid.
He indicaled the insects disappeared when the
weather gets colder,

Aninterview was conducted with Housekeeping
employee #3 on 8/22/2011 at 2:40 prn. She
stated she had been at the facilily for 3 months
and taok irash out every day. The employee
indicated the insects had been there every day
since she sfarted working. The Housekeeper
revealed sha had heard Maintenance sprayed for
the yellow jackels. The employee stated she
threw the bags of trash into the dumpsler as fast
as she could and ran back so she would not be
siung.
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orrectve acHonr for Residem-Afieried
F 372 | Continued From page 13 F 372 R/;sg;i]e]nt #199's order for Nystatin was stopped
A review of the facility pest confrol log book dated Corr i i §
orrective Action for Resident Potentiall
frorn §/4/2011 - 9/9/2011 showed no entrias A fected y
zu!ucall{ng the ysflow jackets wera prasent al the 1l residents are at risk for this alleged defigient
lhumps ers nor any requast for services to remove bractice, DON and Unit Managers will review all
e nedications that require a stop date to ensarg all
F 428 | 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428 jesidents are free of unnecessary medications. IPON
85=D | IRREGULAR, ACT ON % Unit Managers will review Phanmacy Consuftant

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must teport any iregularities to
the aftending physiclan, and the director of
nursing, end these reporis must be acted upon.

This REQUIREMENT is nol met as evidenced
by:

Based on record review, pharmacis! interview,
and staff interview, the facility failed to ensure the
consuitant pharmacist identified madication given
for excassive duration for 1 of 10 sampled
residents {resident #199). Findings Include:

Residant #199 was admitted to the facility 2/25/11
and readmitled on 3/11/11. Cumulative diagnoses
included Dysphagia and Gastrostomy on 3/9/11.

Review of the Physician Progress Note, dated
3718111, under tha Problem fist did not note
thrush. Review of the resident* s
earsiose/mouthithreat dic not document any oral
soras or thrush,

reports monthly Lo ensure medications are not given
For an excessive duration, This will be completef] by
10/14/11.
Systemic Changes
A1 nurses (RNs and LPNs) who curcently work in
the facitity witl be in-serviced on 10/12/11 by the
SDC on following physician orders with) an
kinphasis on keeping residents free of unnecegsary
inedication. Also included in the education will be
nedications that require a stop date so nursesj can
alert physicians when a medication should be
ktopped. Any nurse who does not receive traiping
bn 10/12/11 will not be allowed to work unti] in-
bervice training has been completed. The Pharmacy
Manager will in-service Pharmacy Consultanf on
Lnsuring medicattons are not given for an exgeysive
turation. This will be completed by 10/14/11 [This
information has been integrated into the standard
iorfentation fraining and in the required in-sczwice
refresher conrses for all employees and wii] be
reviewed by the Quality Assurance Process to verify
that the change has been sustaine.
Quality Assnrance
"The Director of Nursing will monitor this issue
nsing the "MAR Audit Tool". The monitoring will
include conducting 10 chart reviews of resident’s
MAR to ensure they're free of unnecessary
imedications. This will be done weekly for four
weeks and then monthly times three months or yntil
resolved by QUL/QA committee. Reports will be
iven (o the weekly Quality of Life-QA commitles
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Review of Physician * s Orders dated 3/24/11
documenied that Resident #199 was starled on
Nystatin 10cc {cuble centimeters) four times a
day for 10 days. Nystatin belongs to lhe group of
medicings called antifungals. The liquid forms of
this medication are used to traat fungus infactions
in the mouth.

Review of the Physician Progress Nole, dated
4/1111, noted the resident had thrush,

Review of Physician ' s Orders dated 4/2/11
nofed that the resident was fo continue Nystatin
untit thrush rasolved.

Review of the Physician Progress Note, dated
4116111, noted resident continued with thrush,

‘Decumenied below Assessment and Plan was to

resume Nystatin Suspenslon four time daily with a
swab to be applied to the tongue and oral cavily
times 14 days.

Review of Physiclan ' s Orders dated 4/16/11
read Nystatin with swab to tongue QID. The order
gid not spacify duration of therapy.

Reviaw of thsg Physictan Progress Note, dated
4/28H4, BI3M1, BITIA, 7RI, 70111, B3t
and 9/8/11 noted under Physical Exam that the
motidh and throat were normal with re ulcers
present. ‘

Raviaw of the Medication Administration Records

heginning 4/16/11 through 9/21/11 documented
that Resident #199 receivad Nystatin 100,000
units/ML. {milliliter) suspension swabbed o his
tongue four times per day.
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Continued From page i5

Review of the Pharmacy Consuliants notes for
May, June, July, August and September 2011
ravealed no documentation addressing the need
for continued antifungal use or reguest for
evaluation by the attending physician.

During ar interview vith Nurse #2 on 8/21/11 at
11:00AM she stated thal the family wants the
Nystatin continued, She further stated that the
rasident began to eat pureed meals for the tast
several weeks and only recaives his {ube feeding
if he eats less than 75% of his meals.

During an interview with the Direclor of Nursing
on 9421711 at 11:10am she stated that the facility
doas not have a standing order for the use of
Nystatin,

During an interview with the Pharmacy Consultani
on 9721/11 at 11:25am she stated that she would
not have addressed the continued use of the
Nystatln because the resident has & dry motth
and recelving feeding via a gastrostomy fube,
both of which can lead to thrush. She staled that
the madication can be used prophylacticaily.

During an Interview with the Nurse Practitioner on
9721411 at 12:05FM she stated that she would
have thought that after 8 weeks of use that it
would have been re-evaluated. However,
residents receiving tube feedings oftentimes have
problems with thrush, This resident does have
problems with & lack of moisture in his routh and
in June an order was writden for Oral Moisture fo
tha inside of his mouth three times a day, She
stated the he may not need the Nystatin but there
has been no harm in using it. When his primary
physician in April 2011 wrote his progress note he

F 428
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did document to take the medication for 14days.
His primary physician changed In May 2011 and if
the note was In the chart when the onceming
physician read the Aprit 2011 nots staling use for
14days, the new physician may have assumed
that the Nystatin was completed and did not
foliow up on this. The Nurse Praciitionsr stated
that sha would stop the Nystafin and see how the
resident does.

Review of the Physician's orders dated 9421711
read to discontinue Nystatin,

During an interview with the Administrator on
9722111 at 10:30am he siated that he would
expect that on ihe monthly review of the
meglcations that the pharmacy consultant wouid
rnake recommaendations of medications that
should or shoutd not be continued. He stated that
he thought tha facility migsed this one He further
slated that he would also expect ihal nurses
would guestion why a madication is stili being
used if the condition has resolved.
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K 017 | NFPA 101 LIFE SAFETY CODE STANDARD K017 17
S8uE o |
Corridors are separated from use areas by walls Unsealed opening in our 300 hall corridor { i
conslructad with al least ¥4 hour fire reslstance yepaired. 1O !’(/ f
rating, In sprinklered bulldings, partiions are oply . ; .
requived to Tesist the passage of smoke. In All. oomdor walls IGWew?d for openings.
non-sprinklered buildings, walls properly extend This will be added to Maintenance .
above the ceiling. (Corrldor walls may terminate Department's Preventative Maintenan be , -
at the underslds of ceilings whera specifically T
permitted by Cods. Charting and clerical stations, logs fior m-omtonng_. . .
waiting areas, dining rooms, and activity spaces Any deficient practice will be reviewaqd by
rmay be open to the copridor under certaln QA Comm.
conditlons spacified In the Cade. Gift shops may '
be separated from corriders by non-fire rated
walls [f the gift shop is fully sprinklered.)
19.3.6.1, 19.3.6.2.1, 16.3.8.5
This STANDARD Is not met as evidenced by
Surveyor: 27871
Based on observalions and staff interview at K29 ' :
approximately 8:30 am onward, the fallowing item Self Closing mechsnism added to Med {0/13/ / f
were noncompliant, spaclfic findings Include: R ds storage door
corridor wall Iooated on 300 hall near golied ulility £COICS storage Goor. .
room had a unsealed opaning greatar than 2 'This is the potential to affect all res1derxts.
Inches, Rating of wall be malntain to mest This will be added to Mainfenance
construction typo of facilty. Department's Preventative Maintenange
1 42 GFR 483.70(a) : logs for monitoring,
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K 020 [Any deficient practice will be reviewed by
8S=F . . QA Comm,
One hour flra rated construetion (with % hour -~
{ fire-ratad doors) or an approved auternatic fire
axtingulahing system In accordance with 8.4.1
LAGORATARY UIREGTOR'S OR PRAVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TTTE % tmr] / _
- el ’ i mt"/\lifl(/"b_’{“/ ” L{' I{
Any deflclency tan ith #n waterlak () dancles o deficlency which the Instilution may ba excused ffom carrecting providing it ia dolarminad ihat
other safegua Tifficlant protectlon o the patlants, (Sea Instructions.) Except for airaing homes, the findings statad obove ero disclosable 80 days

followlng the date of survey whether or ot & plan of cottecllon Is provided. For nérsing hames, !
the dala these dosuments are made avallably (o (ha facllity. If doficloncler are cils

days following

program puricipation.

N9

he above findings and pirns of cormetion are disclovable 44
d, an approved plan of corraclion 1y requisite 1¢' continued
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0321
STATEMENT OF DEFICIENEIES (X1} PROVIDERISUPPLIER/GLIA {X2) MULTIPLE CONSTRUGYION' £X9) DATE SURVEY
AND PLAN OF CORREGYION IDENTIFICATION NUMBER: COMPLETED
A BUILDING 01 - MAIN BIILDING 01
345218 B Wika 1011412011

NAME OF PROVIDER OR BUPPLIER
MARY GRAN NURSING CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
120 SOUTHWOOD DR BOX 379

CLINTON, NG 28328

{4} 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{BACH DEFICIENCY MUSY BE PRECEDED 8Y FULL
REGULATORY OR LEG IDENTIFYING INFORMAYION)

iD
PREFIX
TAG

PROVIDER'S PLAH OF CORRECTION
(EACH CORRECGTIVE AGTION SHOULD BE
CROSS-AEFERENCED TQ YHE APPROPRIATE
DEFIGIENGY}

{X8)
COMPLETION
DATE

Koz9

K038
88=E

Continued From pags 1

andfor 19.3,5.4 protects hazardous greas, Wheh
the approved autemalic fire extinguishing system
option Is Usad, the areas are separafad from
other spaces by sirioke resisting partitions and
doors, Doors are salfeclosing and non-rated or
field-appiied protective plates that do not exceed
48 inches from the boltorn of the daor are
petmitted,  19.3.2.1

This STANDARD is not met as evidenced by:
Surveyor, 27871

Based on observallons and staff Interview at
spproximately 8;30 am ohward, {he following item
were rioncompitant, specific findings Inciude; door
to Med, Records Is not self closing.

42 CFR 483.70(8)
NFPA 101 LIFE SAFETY GODE STANDARD

Exit access is arranged so thal exfis are rezadily
accessible at all times In accordance with seclion
71 1824

This STANDARD Is not met as evidenced by;
Surveyar: 27871 .
Based onh obgervations and staff interview at -
dpproximately 8:30 am'onward, the following lfem
ware noncempliant, specific findings Include:
doors te PT and Med. Records requlre two
motions of hand to open door to corrdor,

K028

K038

K38
1 lock removed from PT & Med Room
doors. Lj
This hag the potential to affect all residents.
This will be added to Meaintenance
Department's monthly PM logs for
monitoring.

Any deficient practice will be reviewgd by
QA Comm.

/o/fs/i(
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11/04/2011 1531 FAN P.004/0086
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA X2y ULTIFLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREOTION [DENTIFICATION NUMBER! COMPLETED
A. BUILDING of - MAIN BUILDING 01
345218 5. WiNa 1011412014

NAME OF PROVIDER OR SUPPLIER
MARY GRAN NURSING CENTER

| STREET ADRRESS, CITY, 8TATE, ZIP CQDE
120 SCUTHWOOD DR BOX 379
CLINTON,; NG 28328

—a

patient sleeping areas may ba omilted provided
that manual pull statiohs are within 200 fest of
nurde's stations, Pull stations-ara located in the
path of egress. Electronic or writlen records of
lests are avallable, A reftable second sourcs of
power I8 provided, Flre alarm systems are
maintained in accordance with NFPA 72 and
records of malntenance are kept readily avalfable,
Thers is remote annunclation of the fire atarm
system 10 an approvad contral stelion.  19.3.4,

v

This STANDARD is not met as evidenced by
Surveyor. 27871

Based on observations and staff inteyview at
approximately 8:30 am onward, the following tem
were noncompllant; specific findlings include: an
aclivation of fire alarm, strobe In Unit 1 dining
room dld not work.

04D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF GORRECTION i)
PREFIX (EaCH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECYIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY OR LEG IDENTIFYING INFORMATION) YAG CROSS-REFERENCED TO THE APPROPRIATE DATE,
DEFIGIENCY)
K 038 | Continuad From page 2 K038
42 CFR 483.70(a)
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051
§8=E
A five glarm system with approved components,
devices or equipment is installsd according to
NFPA 72, National Fire Alann Code, fo provide
affeclive waming of fire in any part of the, building.
Agtivation of the complatae fire alarm system Is by K51 /sy {
manual five alarm initiation, automatic detection or Strobe light in Unit I Dining Room
extinguishing system operation. Pull statfons In replaced.

This has the potential to affect all resfdents.
This wiil be added to Maintenance
Department's monthly PM logs for
monitoring,

Any deficient practice will be reviewed by
QA Comm.

FORM CMS-2587(02:00) Previous Verslons Obselete

Evant 10: GBE421

Faciity 1D} 823328

If conbinuallon shesl Paga 3 af&




11/04/2011 1532 EAD P 0051006
DEPARTMENT OF HEALTH AND HUMAN SERVICES " FORM APFROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES OMB NO, (928-0381

STAET;MENJ f?gg}fﬁ‘gENCEB X PRO:’I?JENS‘UPP;ELERSCLIA {2} MULTIPLE CONSTRUCTION X8} gg;?g ?éJTF::\gEY

AND PLAN RECTION JDENTIFICATION NUMBER: A BUILDING 01« MAIN BUILBING 04

345248 H. WiNG 10/14/2011 .

NAME OF PROVIDER OR SUPPLIER

BYREET ADDRESS, CITY, 8TATE, 2IP CODE
420 SOUTHWOOD DR BHOX 379

“accordance with NFPA 26, Standard for the

installed in accordance with NFPA 13, Standard
for the Installation of Sprinkler Systems, lo
provide complete coverage for aif portions of the
building. The system Is properly maintained in

Inspection, Tasting, and Malntenance of
Water-Based Fire Protection Systems. Itls fully
supervised. There is a reflable, adequate water
supply for the aystem. Requlred sprinkler
syslems are equipped with water flow and tamper
switches, which are elsclrically connecled to the
building fire alam eystem,  18.3.5

This STANDARD Is not matl es evidenced by:
Sttveyor: 27871

Based on observations and staff Inlerview at
approximately 8:30 am onward, the following item
were noncompliant, specific findings include: riser
room looated in Central suﬁply room 15 not
sprinkled. Also storage with ih 18 Inches of
sprinkler head In Med. Record room.

42 GFR 483.70(a)

MARY GRAN NURSING GENTER GLINTON, NG 26328
(X4) D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREOTIVE AGYION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO98-REFERENCED TO THE APPROPRIATE OATE
. DEFICIENCY)
K051 | Contlnued From paga 3 K051
42 CFR 483.70(n) . K56
K 056 NFPA 101 LIFE SAFETY CODE STANDARD K058 . .
SSwF : Storage js Med Records room is below 18 /o
If there is an automatic sprinkler system, it is inches of sprinkler head, /

All storage rooma have been reviewpd so
all materiel is 18 inches below sprinkler
head,

This will be added to Maintenance,
Department's monthly PM Jogs for
monitoring,

Any deficient practice will be reviewed by

QA Comm,

FORM CMS-2567(02-99) Previaus Venslone Obaolele

Evant 10:GGE421

Fachily 10 923928

if canfinuation ehent Page 4 of 4




11115/2011  17.28 FAY) P.001/001
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ' " HORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES OME NO, 06380391
SYATEMGNT OF DEFIGIENCIES (!( 1) PROVIDHRISUPPLIERICIA X2) MULTIPLE CONSTRUCT(ON {m) DATE GURVEY
AND PLAN OF CORRECYION IDENTIFICATION NUMBER: COMPLEYED
A BUILOING 02 BUHLDING 02
E 24248 0, WS 10{14/2011
NAME OF PROVIDER OR SUPHLIER SYREET ADDRESS, OITY, STATS, 2IP CODE
120 3OUTHWOOD DR BOX 37v
Y GR '+
MAR AN NUKSING CENTER GLINTON, NG 28528
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDFR'S PLAM OF CORRECTION (X8}
PHREFIK {HAGH QHFIGIENGY MUST DE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE SOMPLETION
TAG REGULATORY OH LEC IDENTIFYING INFORMA'I?ON} TAG CROBS-REFERENCH TO THE APPROFRIATE bATE
f REFICIENGY)
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038
§8=p

Exlt access s arranged so that exlis are read|
accessible al alf fmes I accordence with sectlon
7.1, 19.2.1 .

This STANDARD s not met as svidahcad hy:
Surveyor: 27871

Hased oh obsopvations and staff nterview at .
approximately 8:30 am onward, the following item
Mers nohcorpliaht, speolfic findings Include:
chape! door requires two motioh of hand o open |-

door fo exit corrldor, K147

Plug taps were removed from rooms{202,
42 GFR 483.70(a) 204 & 806, p /g/ / /
!fs ;ﬁg NFPA 01 LIFE SAFETY CODE STANDARD K470 an plug taps were removed from otHer
Eloclrlaal wirlng and equipment 1s In accordance xosident rooms.
with NFPA 70, Natfons! Electroat Code. $.1.2 This will be added to Maintenance
. Depadtment's weekly PM logs for
maonitoring, ,
This STANDARD s not met as evidenced by: Any deficlent praotice will be reviewled by
Supvayor: 27871 QA Comum,

Based on observatlons atid sialf Inlerview at
approximately 8:30 am onward, the following ltem
Wwere noncompllant, spacific findings include:
multl plug taps are balng used i rooms 202,204
and 806 for use [o plug TV Into,

42 CFR 483.70(a)

<
MBOWWS OoRp DERMUPPLIER REPREIENTATIVE'S 3IGNATURE TILE H8) DATE
: ' A iricy s i/

4
Any defitioncy a ™ andingaih un osladsk ('} doriotas o deficlency which tho Inalliutien may be excused fram corraating providing il o dolormined’ {hat
othar nalag ?é;gmu.o Whnl profuatlon to tha ptallenls. {Ses Instruclione,) Except for nursing homus, Iha findings stuled uhava nro disciarable 80 days
flliowing hadats BT survey whether or not @ plun of dorrectton Is provided, For nurging homae, the above findinga end plans of catreation are dlsclosabla 14
duys following the dote theee documants are made avallahls to 1ho facliity, 1f dofickenalos ora gled, an approved plan of cotaction Is requlelte 1o sontinusd

program participution,

FORM CHi5-2667{D290) Pravieus Vergiang Obsalele Evonl |01 GGEGRT Focllily 10} 923528 It continuatton sheet Fage 1 of1




