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F 164 | 483.10(s), 483.75(i)(4) PERSONAL F 164
55=p | PRIVACY/CONFIDENTIALITY OF RECORDS
The statements made on this Plan of Correction are
: . : not an admission to and do not constitute an
The reSId.en_t has i?]a right to parsonal p”"“_‘c_y and agreement with the alleged deficiencies,
confidentiality of his or her personal and clinical
records. To remain in compliance with all Federal and State
Regulaticns the facility has taken oy will take the
Pearsonal privacy includes accommodations, actions set forth in this Plan of Correction. The Plan
medical treatment, written and elephone of Co;-irectlon c‘lmtslmtutfls atll;e fa‘;itllit;"’sl alle:gati;)tn [;)f
N . L. compliance such that a ege elrclencies ciie
comrflun:cations., personalicare, visits, and . have been or will be corrected by the date or dates
meetings of family and resident groups, but this indicated.
does not require the facility to provide a private
room for each resident. 483.10 (e), 483.75(I)(4) Personal
Privacy/Confidentiality of Records
Except as provided in paragraph {e)}(3) of this F Tag # 164
sectic?n thg resident mpa ag rzvé 35 r?efuse the This requirement will be met as follows:
! Y . F?p The facility has taken corrective action for the
release of personal and clinical records to any vesidents affected by this practlce by;
individual outside the facility. s Inferview with Resident #4 on 11/16/11 has .
revealed that her privacy Ias been mainlained \‘\
The resident's right to refuse release of personal with care.
and clinical records does not apply when the »  NA#7 was counscled and educated by DON,
resident is transferred to another health care *  Observations of care on 11/14/11 by SDC ﬂ[

institution; or record release is required by law.

The facility must keep confidentiat all information
contained in the resident's records, regardless of
the form or storage methods, except when
release is required by transfer to another
healthcare institution; law; third party payment
contract; or the resident.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
interviews, the facility failed to provide privacy
while administering personal care fo 1 of 4
sampled residents (Resident #4) whose care was
observed. Findings include:

residents |

The facility will fake corrective action for those

deficient practice:

indicated privacy was provided,

iaving the potential fo affected by the same

Alerl and oriented residents were interviewed

on 11/16/11 for any issues with privacy {
concerns during care. Any Concems were

shared with nursing staff.
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Any deficiency statemént ending with en asterisk (*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
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other safeguards provide sufficient prolection to the patients. {See instructions.) Except for nursing homes, the findings siated above are disclosable 80 days
following the date of survey whether or not a plan of corcection is previded. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made avaiable to the facility. If deficiencies are cited, an approved pian of correction is requisite to continued

program participation.
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Resident #4 was admitted to the facility on
05/03/11. Cumulative diagnoses included
congestive heart failure, afrial fibrillation, diabetes
mellitus, anemia, hypertension and depression.

The most recent Quarterly Minimum Data Set
{MDS) assessment of 09/20/11 indicated she had
a cognition score of 14 out of 15. She needed
extensive assistance with tojleting and bathing.

During an observation of personal care, on
11/01/41 at 8:45 AM, Nurse Aide #7 (NA#7) was
providing a bath to Resident #4. She indicated
she needed to go to the bathroom. NA#7 with the
help of another aide assisted her from the bed to
the wheelchair and rolled her to the bathroom.

He assisted her to sit on the toilet. He lefi the
pathroom door open. Resident #4's roommate
{Resident #5) was awake and in her bed. The
bathroom was on Resident #5's side of the room
and the bathroom was fully visible to Resident #5.
The privacy curiain was not pulled. After
Resident #4 finished, NA#7 went into the
bathroom and asked her to stand up and hold
onio the grab bar.  While she was holding onto
the grab bar, he used wipes and soap to wash
her buttocks and provide perineal care. The door
remained open. Once he completed care, he
assisted her to pull up her slacks and assisted
her 1o sit in the wheslchair,

During an interview with Resident #5 (Resident
#4's roommate), on 11/01/11 at 12:15 PM, she
stated sometimes staff would pull her privacy
curtain when they took Resident #4 to the
bathroom and sometimes they would not.
Residant #5 reported that she could see Resident

The following measures/systemic changes will be put
in_place to ensure that the deficient practice does no¢
peeur:

¢ All pursing staff to include C N As and staff
nurses were in-serviced by $DC by 11228/11
on providing privacy while administering
personal care,

s Any in-house staff who did not receive in-
service training will not be allowed to work
until training is completed.

« This information has been integrated 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 to verify that the
change has been sustained.

The facility will monitor its perfermance {o ensure
that solutions are aclieyed and sustained. The
facility wiil evaiuate the plan’s effectiveness by:

«  Facility will monitor compliance regarding
privacy by observing care on 2 residents per
day Monday- Friday for 2 weeks and then
weekly for 2 months.

¢ Any immediate concerns will be brought to
the DON or Administrator for appropriate
action.

¢ Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Meeting.
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#4's bottom and "that won'i right". She stated
staff should have pulled her curtain so she would
not have been able to visualize what was being
done to Resident #4.

During an interview with the Staff Development
Coordinatar (SDC) on 11/02/11 at 9:16 AM, she
stated staff were taught to always provide privacy
for the residents any fime care was being
provided. She stated ihe blinds should be closed
for the resident on the window side of the room
and the privacy curiain should be pulled all the
way around the resident's bed. The SDC stated if
the resident was in the bed at the doer and
needed to use the bathroom, the aide should pull
the privacy curtain around the other bed since the
bathroom was on that side of the room. She
added that sometimes it was not possible to close
the bathroom door due to wheelchairs being left
nearby but staff were expected to pull the privacy
curtains.

Resident #4 was interviewed on 11/02/11 at
11:45 AM. She stated she did not like Resident
#5 being able to see her naked bottorm when care
was being provided.

NA#T was interviewed on 11/02/11 at 12:40 PM.
He stated he had been instructed to pull privacy
curtains when providing care. He also stated he
should have pulled Resident #5's privacy curtain
before he provided personat care to Resident #4
in the bathroom.

During an interview with the Director of Nurses
(DON), on 11/02/11 at 4:45 PM, she stated staff
should always provide piivacy during personal
care. She stated they should close the blinds,
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pull the privacy curtains and close the door. She
stated if the resident was in the bathroom, the
privacy curtain should be pulled around the other
resident's bed as sometimes the door to the
bathroom could not be closed.
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F 312
§5=D | DEPENDENT RESIDENTS
A resident who is unable to carry out activities of ;?ﬁise](l’:z(:” ADL Care Provided for Dependent
daily living receives the necessary services to P ,Is. ag # 312
maintain good nutrition, grooming, and personal This requirement will be met as follows:
and oral hygiene. The facility has taken corrective action for the
residents affected by this practice by; ( LI
Rosident #4 was shaved on 1 /02/11. flozu
The facility witt take corrective action for those
This REQUIREMENT is not met as evidenced residents havu}E the potential to affected by the same
by: deficient practice:
y: . . + Al female residents were interviewed and
Based on observalions, record review and staff assessed for facial hair.
interviews, the facility failed to provide grooming v No other Tesident was identified with facial “\\q ((
services for 1 of 1 sampled residents (Resident hair nor was there any resident who wished
#4) who needed shaving. Findings include: to be shaved,
: ey . . The following measures/systemic changes wiil be put
Accl:ordlng to the facility's POI[CV for sha\{!ng a in place to ensure that the deficient practice does not
resident, dated 10/01/01, It was the basic P
responsibility of the licensed nurse and the ¢ TheCN A staff in-serviced by 1128/11 by | g( \
nursing assistant. The purpose of the policy was SDC on the shaving policy. oM
to "remove facial hair and improve the resident's e Anyin-house CN A staff who did not
appearance and morale." receive in-service fraining will not be
| allowed to work until training is completed,
Resident #4 was admitled to the facility on | *  This information has been integrated into the
, X X ! standard orientation training and in the
05/03/1 1 . Cumulat!ve diagr:toses -mcf.uded- required in-service refresher courses for all
congestive heart failure, afrial fibrillation, diabetes employees and will be reviewed by the
meliitus, anemia, hyperension and depression. Quality Assurance Process to verify that the
change has been sustained.
The most recent Quarterly Minimum Data Set
(MDS) assessment of (8/20/11 indicated she had
a cognition score of 14 out of 15, She needed
extensive assistance with toileting and bathing.
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During initial tour on 10/34/11 at 5:20 PM, facility will evaluate the plan’s effectiveness by:

»  Facility will monitor compliance by

Resident #4 was eating dinner in her room. It observing S femate residents weckly for

was noled that she had several long white hairs

on her chin and neck as well as clearly visible . ?IT:: !wh,?; l;;c done weekly for 4 wecks then
white hair on her upper lip. monthly for 3 months.

o Any immediate concems will be brought to
An observation of personal care was conducted the.DON or Administrator for appropriate
on 11/01/11 at 8:45 AM. Resident #4 was sitling action.

i »  Compliance will be monitored and ongoing
on the side of her bed and was observed fo have s mrogram reviewed at the Weekly

the same long chin hairs and hair to her upper lip. Quality of Life Meeting.
Nurse Aide #7 (NA#7} was providing a bath for
Resident #4. Once the bath was completed, he
brushed her hair. He did not offer to shave her.

Resident #4 was observed sitting in her
wheelchair in her room on 11/02/11 at 8:35 AM,
She had long white hairs on her chin and neck as
well as white hair on her upper lip.

During an interview with the Staff Development
Coordinator (SDC), on 11/02/11 at 9:16 AM, she
stated female residents should be shaved when
the hair was visible as "fuzz". She stated some
female residents did not want 1o be shaved but
staff should stif! offer to shave them.

On 11/02/11 at 10:30 AM, NA#8 reported that
Resident #4 had received her bath. It was noted
that she continued to have the facial hair.

NA#8 was Interviewad on 11/02/11 at 10:45 AM
about grooming. She stated female residents
were shaved depending upon how quickly their
factal hair grew. NA#8 added that some fernale
residents would refuse to be shaved or the family
would request that they not be shaved. When
questioned if Resident #4 refused, she stated she
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did not. NA#S stated she had provided Resident
#4's personal care esarlier but did not nofice she
had facial hair. NA#8 commented that she
usually would ask the female residents if they
wanted to be shaved but she did not ask
Resident #4.
Resident #4 was interviewed on 11/02/11 at
11:40 AM. She stated she was aware that she
had the long halrs on her neck and chin. She
stated she had been pulling at them trying to
remove them but was never successful. —_ - ——
Resident #4 stated she did not like having facial 483.25 (h) Free of Accident
hair and would like for staff to shave her. Hazards/Supervision/Devices
F Tag #1323
. . . This requirement will be met as folows:
NA#T was mterwaw?d on 11/02/11 at 12:45 PM. The facility has taken corrective action for the
He stated female residents should be shaved residents affected by this practice by;
whensver needed. He added that he did not +  Resident #1fall interventions and the use of o h Lél
shave Resident #4 nor did he offer o shave her the.machanical lift for transfers were
during the bath yesterday, NA#7 stated he would Lc".’c“"lﬂd fOTtﬁ‘ich‘I‘;'m;SS and °°{’ﬁ“j1°dt‘°
e implemen ugh communication to
shave her before he left today. the C N A via smart charting.
R +  Care plan was updated by MDS staff to
During an interview with the Director of Nurses ,eﬂe;: all intervgntions u{ place.
(DON), on 11/02/11 at 4:45 PM, she stated »  Resident #3 was discharged on 7/15/11; no
female residents should be shaved as needed. further action take.
She commented that she had not neficed the long »  Nurse #2 was in-serviced and counseled
chin hairs on Resident #4, regarding procedures of reporting a fall and { ( ‘;,‘
F 323 | 483.25(h) FREE OF ACCIDENT F 323 ;‘;g’g:jgfé‘;f?} ,?;j‘;*gy”‘gsc‘;g"“ \
ss=p | HAZARDS/SUPERVISION/DEVICES The facltity will take corrective action for those
residents having the potentia) to affected by the same
The facility must ensure that the resident deflclent practice:
environment remains as free of accident hazards +  Allresidents who have had a fall in the past
as is possible; and each resident receives 30 days (“I"l’ 14/11 -11/14/11) were reviewed
adequate supsrvision and assistance devices to ;?lgr:;;fnidaptr:’r interventions were in place
prevent accidents. »  Care plans were updated, interventions
- communicaied via smatt charting computer
system provided by AHT,
FORM CHAS-2567(02-99) Previous Versions Obsolate Event ID: S0PT11 Faciity iD: 923497 i continuation sheel Page 6of 19
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The following measures/systemic changes will be put
' ] ) ja place te ensure that the deficient practice does not
This REQUIREMENT is not met as evidenced QCCUr:
by: s All residents will be assessed for risk of falls
Based on observations, staff interviews and on admission and quarterly. The care plan y [ Zféf

record reviews the facilily failed to transfer the
resident as recommended to prevent a fall for 1
of 2 sampled residents reviewed for falls
(Resident # 1) and failed to follow the facility
pelicy for reporting and investigating a fali for 1 of
2 sampled residents reviewed for falls (Resident
# 3). Findings include:

1. Resident # 1 was admitted to the facility on
11/20/07 with cumulative diagnoses of transient
ischemic attacks, peripheral vascular discase,
dementia and muitiple strokes.

Physician Progress Notes, dated 05/08/11,
indicated the resident had a decreased ability to
stand and right ankle pain.

Review of the most current care plan, dated
07/14/11 with a target date of 10/14/11 did not
indicate falls for Resident # 1 had been identified
as a problem.,

Nurse's notes, dated 07/23/11, written by Nurse #
3 indicated Resident # 1 had fallen while being
transferred to the commode from the wheelchair.
The nurse documented the resident had been
lowered to the floor and no injury was noted.

The nurse completed an incident report on
07/23/41. Immediate action inciuded assessment
of Restdent # 1 for injury. Handwritten on the
form was an entry , "make sure use Hoyer
{mechanical liftystand + (plus} 2 CNAs (cerfified
nursing assistants)”. Resident # 1's fall was not
added io the care plan. Interventions were not

team interdisciplinary team will review and
assess for appropriate inferventions,

e All residents with falls will be reviewed each
moming by the Clinical Team and assessed
weekly at the Quality of Life Meeting to
ensure interventions are appropriate and in
place.

e Interventions witl be included in the care
plan,and smart charting used as a
communication fool for the C N A staff.

¢ The nursing staff including C N As and stafl
nurses were in-serviced by SDC by 11/28/11
regarding falls, transfers, documentation.

+  Anyin-house C N A staff who did not
receive in-service training will not be
allowed to work until training is completed.

¢  This information has been integrated into the
standard orienfation training and in the
required in-service refresher courses for all
employees and will be reviewed by the
Quality Assurance Process to verify that the
change has been sustained.

' The facllity will monitor its performance to enisure

that solutions arg achieved and sustained. The
facility will evaluate the pian’s effectiveness by:

s Fagility will monitor compliance by
reviewing 3 residents with incident of fall to
ensure fall was investigated, interventions in
place, communicated, and documented.

»  This will be done weekly for 4 weeks then
monthly for 3 months,

¢ Any immediate concemns will be brought to
the DON or Administrator for appropriate
action.

+  Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Mecting.

—
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developed to protect the resident from future falls.

An eniry was made in the resident’s chart, written
by the Rehabilitation Manager that indicated
Resident # 1 was not appropriate for skilled
physical therapy due to a lack of change In
functional status. The manager added Resident
# 1 neaded coniinued use of a mechanical lift for
transfers due to weakness and impaired
coordination. He added the Nurse Practitioner
had verbalized agresment.

On 07/26/11, the physician's progress notes
indicated rehabilitation attempts for Resident # 1
were futile.

The Minimum Data Set (MDS), dated 10/13/11,
indicated Resident # 1 had severe cognitive
impairment. The MDS indicated the resident
sequired extensive assistance for transfer. The
MDS did not indicate any falls since the last
assessment,

An observation was made on 11/01/11 at 10:30
AM. Resident # 1 was sitting in her wheeichair.
A chair alarm was not seen.

Nursing Assistant (NA} # 4 was interviewed on
11/02/41 at 12:30 PM. NA # 4 was assigned to
care for Resident # 1 on 07/23/11 and was in
attendance when the resident fell. The NA stated
she had not worked with Resident # 1 prior to that
day. She stated at the time, she did not know the
resident's capabliities and assumed she could
stand and pivol. The NA stated she took the
resident io the bathroom. Resident# 1 held onto
the hand rail, but then started sliding. The NA
added she slide the resident to the floor. NA#1
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stated she had not been sure where to find
information about a resident's abiiity to transfer.
She added she did not find out until after
Resident # 15 fall that she was unable to
transfer. This information was given to her by
Nurse # 3. NA# 4 stated after the fall she did not
receive any disciplinary action or training from the
Direclor of Nursing or the Staff Development
Coordinator.

On 11/02/11 at 3:10 PM, the Rehabilitation
Manager was interviewed. He stated the physical
therapist that had completed the 07/26/11 screen
of Resident # 1 was not available for interview.
The manager added Resident # 1 was able to
bear weight, but was to0 weak to stand, had
coghitive issues, was unable to follow directions
and coordination problems that made pivot/stand
transfers unsafe for both the resident and the
facility staff, 4

Nurse # 3 was interviewed on 41/02/11 at 3:20
PM. Nurse # 3 cared for Resident #1on
07/23/11. He stated the NA had called him to the
room. Reslident # 1 was found sitting in front of
the toilet with her legs straight out in front of her.
He assessed the resident, found no injury, and
with the assistance of the NA, transferred the
resident back to the wheelchair. The nurse
staied Resident # 1 was supposed to be
transferred by mechanical ift. Information
regarding transfers was found in the daily plan
book available to NA's. Nurse #3 stated on the
day of Resident # 1's fall, it was the first day NA#
4 had worked with the resident. The nurse stated
he was unsure if the NA knew how to transfer the
rosident. Nurse # 3 added he was not sure why
the NA had transferred the resident to the toilet,
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since Resident # 1 was tolally incontinent. The
nurse added he was not sure if the NA had
known the resident's continence status. Nurse #
3 stated he reported the incident to ihe
Raesponsible Party and the nurse manager on
duty. He stated after the fall, he informed the NA
she should have asked for help before
transferiing Resident # 1.

The Director of Nursing (DON) was interviewed
on 11/02/41 at 3:35 Pht. She stated NA #3was
new when the fall with Resident # 4 occurred. At
the time Resident # 1 fell, transfer information
had been found on a sheet that was placed inside
the resident's closet. The DON stated NA# 3
should not have tried to transfer the resident
alone. The DON added she had told the NA after
the fall not to move another resident without
knowing the resident. She added NA # 3 had not
received disciplinary action and in-services were
not held with the nursing staff. The DON stated it
was not a preventable fall, only human erfor on
the part of NA# 3.

On 11/02/i1 at 4:40 PM, the Administrator stated
the accident for Resident # 1 was preventable. If
NA # 3 had used the lift, Resident # 1 probably
would not have fallen.

2. The facifity's Falls Plan, which had an effective
date of 02/01/02, indicated that an incidnet report
was to be completed in detail and all spaces were
to be compleied. The incident report was then
forwarded to the Director of Nurses (DON) or
designee. The DON or designee was to make
sure that the resident had been thoroughly
assessed. The DON or designee would also
ensure that the physician and family were notified
of ihe falls and that the incident report was fully
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completed. The incident report was o be
investigated. It further indicated that all residents
who have fallen should be referred to the Falls
Management meeting.

Resident #3 was re-admitted fo the facility on
06/01/11 and discharged 07/15/11. Cumulative
diagnoses included diabstes mellitus,
hypertension, atrial fibrillation, and congestive
heart failure. Her admission Minimum Pata Set
{MDS) of 06/10/11 indicated she had a cognition
score of 15 out of 15. She needed extensive
assistance with bed mobility and dressing. She
needed total assistance with transfer, toilet use
and bathing.

Upon review of Resident #3's electronic record, |
was noted that there was no discharge nurse's
note nor was there any mention of & fall. There
was no care plan found for Resident #3.

A therapy note of 07/06/11 indicated Resident #3
ambulated 8 feet and was extremely short of
breath. The note indicated she required standby
assist from staff for alt mobility.

A nurse's note of 07/14/11 at 1:32 PM indicated
the nurse had met with Resident #3's family on
07/05/11 and 07/12/11 to finalize discharge plans
for discharge home 07/15/11.

A therapy note of 07/14/11 indicated she had
ambulated 10 feet with a rolling walker with
minimal assistance due to poor gait quality.

During an interview with the Nurse #2, on
11/02/11 at 8:35 AM, he stated he was
responsible for obtaining resident weights and 2

F 323
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nurse aides obtained the weights every
Wednesday. Nurse #2 stated the facility had 2
types of scales to include a scale residents could
stand on and a mechanical lift scale for those
who could not stand. When questioned if anyone
had ever fallen while baing weighed he
responded there had heen an incident where a
resident fell while standing on the scales but it
had besn a while back. Nurse #2 stated he
would look for the incident report. He siated the
nuree should have documented the fall in the
nurse note section of Resident #3's electronic
chart.

During an interview with the Staff Development
Coordinator (SDC}, on 11/02/41 at 0:16 AM, she
stated when a resident fell, whoever discovered
the fall should report it to the nurse. She stated
the nurse should then asssess the resident for
injury. The SDC stated all falls were documented
and investigated.

At 9:47AM on 11/02/11, Nurse #2 stated he had
been thinking about the fall incident and
remermbered he had received a telephone cali
from Resident #3's family the day after the
resident was discharged home asking him about
the fall. He stated he had reviewed Resident #3's
chart foday and found no documentation in
regards to the fall. The Nurse #2 stated he Knew
a note had been written because he remembered
speaking with the nurse about it. He reported
looking in the electronic records and found a note
that had been written in the wrong resident's
record detailing Resident #3's fall of 07/15M11.

According to a late entry nurse's note of 11/02/11
a1 12:04 PM for the date of 07/15/11, staff had

F 323
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obtained Resident #3's weight. While she was
standing on the scales, Resident #3 reported fo
staff that her leg was getting weak and she was
assisted by staff to the floor. The note indicated
family had been notified when they arrived at the
facility to take Resident #3 home. According fo
the late entry note, there had been no injury.
There was no mention that the physician had
been nefified.

During an interview with the DON, on 11/02/11 at
4:45 PM, she stated if a resident fell on the day of
discharge, staff were still responsible for following
the facility's fall policy. She stated the resident
should be assessed, the physician as well as the
family should be nefified and an incident report
should be completed. The DON commented she
was not aware of Resident #3's fall of 07/15/11
until Nurse #8 had reported it to her today.

During an interview with Nurse #8 on 11/02/11 at
5:45 PM, she stated she remembered Resident
#3 after she had spoken with the Nurse #2 earlier
today. She stated she also remembered writing a
nurse's note in regards fo Resident #3's fall on
the day she was to be discharged home
(07/15/14). Nurse #8 reported informing the
family of her fall while she was going over
Resident #3's discharge instructions. She stated
she did not think about completing an incident
report because she knew the resident was heing
discharged home that day. Nurse #8 slated an
incident report should have been completed even
though the resident was being discharged as she
had fallen at the facility. She also commented
Nurse #3 had informed her that she had written
the note in the wrong resident's record.
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Nurse #2 was interviewed again on 11/02/11 at
5:50 PM. He reported that he had received a 483.35 (i) Food Procedure, Store/Prepare/Serve-
telephone call from Resident #3's family after she Sanitary
had been discharged. He stated he had spoken FTag#371
with Nurse #8 at that time concerning the fall. He This requirement will be met as follows:
stated that he should have intervened to make The Facility has taken correciive action 10r ihe t;";e“ f“” “ﬁ"l" a;ﬁ““ for the
.. residents affected by this practice by:
sure the incident report \fvas completed by Nurse . All nourishment room refrigerators at the . !
#8 but he hafKJ spoken with her and she had nursing station were inspeoted and all tyoelt
reported to him that she wrote a nurse's note medications, open, outdated or unlabeted
regarding the fall. Nurse #2 stated in hindsight he food were disposed of on 11/02/11.
should have been more proactive to ensure the The facility will take corrective action for those
facility's fall policy was followed even though residents having the potential to affected by the same
. . . deficient practice:
Ri;es??lnt #3 was being discharged the same day Al nowrishment refrigerators checked for
she fe 3 opened, outdated, or unlabeled food and
F 371 483.35(i) FOOD PROCURE, F 371 medications; items removed if not tabeled or
58=D | STORE/PREPARE/SERVE - SANITARY dated, non-perishable items checked for

The facility must -

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

(2) Store, prepare, disiribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
review of facility policies, the facility failed to label
and date opened foodfbeverage items in 3 out of
3 resident nourishment refrigerators and faifed fo
keep medications separate from resident food
items in 1 of 3 nourishment refrigerators.
Findings include:

expiration dates, perishable items removed
after 72 hours. Medications removed.

The following measures/systemie changes will be put
In place to ensure that the deficient practice does not

ogeur:

s In-service for dietary, housckeeping, and
nursing staff by SDC by 1/28/11 regarding
labeling & dating open food items;
discarding perishable items within 72 hours,
and disposing of expired items; items
removed immediately if not dated/labeled.
No medications to be kept in nourishment
refrigerators.

. Any in-house staff , nursing and
housekecping staff, who did not receive in-
service trammg will not be atfowed to work
until training is compteted.

«  This information has been integrated 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 lo verify that the
change has been sustained,

‘\(?_gh
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nourishment refrigerator on 11/01/14 at 5:05 PM.
Inside the refrigerator was found one pint of ice
cream dated as opened on 07/22/11. The
container had no tabel idenfifying the owner.

One opened container of a liquid supplement was
dated as opened on 10/20/11. Also seen were 1
container of opened cranberry juice cocktail with
no opened date, 1 container of opened prune
juice with no date, a styrofoam container of food
with no date, and one container of coffee creamer
with no name and no opened date.

At 5:25 PM on 11/1/11, the resident nourishment
refrigerator for Nursing Station lll was observed.
Found inside was 3 tin pie plate of food with no
name of the owner and no date, an opened
container of cottage cheese with no name or dale
of when it was opened, 1/2 bottle of mustard and
1/2 bottle of ketchup with no open date, an
opened cortalner of orange juice with no opened
date, 2 opened containers of prune juice with no
opened date. Inside the nourishment refrigerator
was also sean 1/2 bottle of Magnesium Citrate.

The resident nourishment refrigerator for Station
Il was observed on 14/01/11 at 5:35 PM. Inside
the refrigerated section was found 1 opened
container of cranberry juice cocklail, 1 opened
container of a nufritional supplement with no
opened date listed. Also observed was 1/2 pint of
milk with an expiration date of 10/15/11. In the
door of the refrigerator were found /2 bottle of
ranch dressing with no openead date or name, 1/4
bottle of ranch dressing with no opened date or
nams, 1/2 bottle of french dressing with no
opened date or iabel to identify the owner,
another 1/2 bottle of ranch with a resident's
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: . . The facility will monitor its performance {o ensure
An observation was made of the Nursing Station | that solutions are achieved and sustained. The

will evaluate the plan’s effectiveness by:
Facility will monitor compliance by
meonitoring 3 refrigerators per week for
compliance.
This witt be done weekly for 4 weeks then
monthiy for 3 months.
Any immediate concems will be brought to
the DON or Administrator for appropriate
agtion.
Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Mecting.
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The facility must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitary and comfortable environment and
to help prevent the development and fransmission
of disease and infection,

{2} Infection Control Program

The facility must establish an Infection Conirol
Program under which it -

(1) Investigates, controls, and prevents infections
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name, but no opened date and an opened boftle
of Caesar dressing with no name or opened date. 483.65 Infection Control, prevent Spread, Linens
Inside the freszer section was found an opened F Tag # 441
plastic bag with grapes. The grapes had no This requirement will be met as follows:
name and no date. Additionally, 3 opened The facHity has taken corrective action for the ‘
containers of ice cream were found with no residents affected by this practice by: w il
dd v Resident # 5 experienced no il cffects,
opened date. ¢ NA#I & #2 were counseled and in-serviced
by the DON on 11/19/11.
Nurse # 4, who was the Staff Development The facility will take corrective action for those
Coordinator (SDC) was interviewed on 11/02/11 residents having fhie potential to affected by the same
at 9:25 AM. She stated staff were taught to label deficient practice: ]
and date all food items placed in the nourishment . :g;ﬁfems have the potential to be
refrigerators. She added staff were taught not to The following measures/systemic changes will be put
store medications in the nourishment refrigerator. in place to ensure that the deficient practice does ot
The SDC added nurses were responsible for oceur;
checking the refrigerators to make sure the foods +  ANCN As will be in-serviced regarding 1 t(?ﬁ,‘u
were labeled and dated. glove usage, when to change gloves ,and
hand washing by SDC by 11/28/11.
The Director of Nursing (DON) was interviewed ‘ gg&l?ﬂ?—v CHNA :iif:ﬁ g:)‘: not
en 11/02/11 at 3:35 PM. _She stated tf‘e night allowed to work until training is completed.
shift nurses were responsible for making sure all »  This information has been integrated into the
food items had opened dates and were tabled standard orientation training and in the
with names. She added she was not sure how required in-service refrcshfar courses for all
the ball got dropped, The DON stated food items employees and will be reviewed by the
and medications should not be stored together. gluaf“g;\a?;z‘:l"; }s’;‘;ﬁi‘; to veriy that the
F 441 | 483.65 INFECTION CONTROL, PREVENT F 441 & ’

The facility will monitor its performance to ensure

fhat solutions are achieved and sustained. The
facllity will evaluate the plan’s effectiveness by:

+  Facility will monitor compliance by
observing care for 5 residents.

¢ ‘This will be done weekly for 4 weeks then
monthty for 3 months,

+  Any immediate concerns will be brought to
the DON or Administrator for appropriate
action.

+  Compliance will be monitored and ongoing
auditing program reviewed at the Weekly
Quality of Life Meeting.

}
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in the facility;

(2) Decides what procedures, such as isofation,
should be applied to an individual resident; and
(3) Maintains a record of incidents and corrective
actions related to infections,

{b) Preventing Spread of Infection

(1) When the Infection Control Program
determinas that a resident needs isolation to
prevent the spread of infection, the facility must
isolaie the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin tesions
from direct contact with residents or their food, if
direct contact will fransmit the disease,

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

{c) Linens

Personne! must handle, store, process and
transport linens so as to prevent the spread of
infection,

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview and record
review, the facility failed o change gloves
between solled and clean tasks and failed to
foliow standard infection control guidelines in
handling a soiled brief for 1 of 4 sampled
residents {Resident # 5) whose care was
observed. Findings include:

Resident # 5 was admitted to the facility on

F 441

FORK CMS-2567({02-98) Previous Versions Chsolate Event ID;SOPT11

Fagiiify 1D; 923407

If continuation sheet Page 17 of 18




PRINTED: 11/09/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-6381
STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIER/ICLIA {¥%2) MULTIPLE CONSTRUCTION {%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING ©
345284 ) 1110212011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
901 BETHESDA RD
THE OAKS THES
WINSTON SALEM, NC 27103
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES 2} PROVIDER'S PLAN OF CORRECTION {5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

DEFICIENGY)

F 441 | Continued From page 17
112710.

An observation was made on 11/01/11 at 4:30
PM of Nursing Assistant (NA)# 1T and NA# 2
providing incontinent care to Resident #5. NA#
4 and NA # 2 used hand sanitizer prior to donning
gloves, NA # 1 unfastened both sides of the
resident's brief and rolled the resident to her left
side. While Resident # 1 was lying on her left
side, NA # 1 cleansed the bowel movement from
the resident using disposable wipes. NA# 1 then
rolled the soiled brief, containing the stool in the
center of the brief. The NA then placed the clean
brief under the soiled brief. Resident# 5 was
then assisted to her right side. NA # 2 used
disposable wipes and cleansed the resident's
buttocks. After completion, she removed the
soiled brief that had been sitting in the middle of
the clean brief. Without changing gloves, NA # 1
completed dressing the resident and restarted the
feeding pump. NA # 2 placed the soiled brief in
the trash can and removed the brief from the
resident's room. On interview, NA # 1 stated
she had been taught to change her gloves
between dirty and clean tasks. She
acknowledged she had not changed her gloves
after cleansing Resident # 5 and used the same
gloves o secure the resident's clean brief and
don her clothes. NA # 1 stated not changing
gloves was “just a habit". The NA stated noi
changing gloves and placing the soiled brief in the
middle of the clean brief could cause transfer of
bacteria.

Nurse # 4 was interviewed on 11/02/11 at 9:25
AM. Nurse # 4 was the facllity's Staff
Development Coordinator (SDC). She stated
NA's were taught fo change gloves and wash

F 441

FORM CMS-2567(02.99) Previous Versions Obsolete Event1D: S0PT 1

Facifty 1D: 923457

If continuation sheet Page 18 of 18



PRINTED: 11/09/2011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING c
345284 ) 1410212011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIf CODE
901 BETHESDA RD
THE OAKS
WINSTON SALEM, NC 27103
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FUEL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY}

F 441} Continued From page 18

hands after removing gloves, Gloves should be
changed when visibly soiled, between residents
and between dirly and clean lasks. The nurse
added soiled briefs should not be placed on clean
briefs. Nurse # 4 added placing soited briefs on
clean briefs had the potential to transfer stool fo
the clean brief and causing skin breakdown or
infections.

An interview was held with the facllity's Medical
Director on 11/02/11 at 11:30 AM. The physician
stated if gloves were not changed between dirty
and clean tasks and dirty briefs were placed on
clean briefs, contamination of the clean items
could occur and possibly cause infections.

At 3:35 PM on 11/02/11, the Director of Nursing
(DON} was interviswed. The DON stated she
expected staff to change gloves after completion
of dirty tasks and pricr to starting a ¢lean task.
She added soiled briefs should not be placed on
top of a clean brief.
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