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F 000 | INITIAL COMMENTS F 0G0

No deficiencies were cited as a result of
the Complaint Investigation of
10/11/11-10/14/11. Event ID # K1YI11.

{ ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency stalement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foltowing the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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§8=D ; UNLESS UNAVOIDABLE

i Based on a resident’s comprehensive
assessment, the facility must ensure that a

| resident -

. (1) Maintains acceptable parameters of nutritional

; status, such as body weight and protsin levels,

i unless the resident’s clinical condition

| demonstrates that this is not possible; and

{2) Receives a therapautic diet when there is a

i nutritional problem.

|

| This REQUIREMENT is not met as evidenced

| by:

i Based on slaff interviews and record reviews, the
i facility failed to Impfemeni the Registered

; Dietician ' s recommendations for 1 (Resident

1 #32) of 2 sampled residents with a potentiai for

f weight loss.

? Findings include:

1

t Resident #32 was admitted to the facility on

| 8-12-11, with cumuiative diagnosis to include:
{ cardiovascular accident {(stroke), acute on chronic

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONsrin% o 90 (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . ¢ COMPLETED
A. BUILDING
C
345014 B-WiNe 101412011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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(X4}iD SUMMARY STATEMENT OF DEFICIENCIES ! D PROVIDER'S PLAN OF CORRECTION i ()
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE AGTION $SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) f TAG CROSS-REFERENCED TO THE APPROPRIATE l DATE
! | DEFICIENCY) i
T { i
|
F 000 ! INITIAL COMMENTS F 000 . R {
; Preparation, submiasion i
; and implementation of ;
i No deficlencies were cited as a result of the this Plan of Corraction i
- Complaint Investigation of 10/11/11-10/14/11, { do not conatitutae an i
I Event ID # K1YI11. ; admission of or Do
F 325, 483.25(i) MAINTAIN NUTRITION STATUS ? F325 agreement with thae |
I

facts and conclusions

’ get forth on the survey
l raport, Our Plan of
Corraction is prepared
and executed as a means
to continucusly improve
the quality of care and
to comply with all
applicable state and
federal regulatory
regquirements.

Fa2s

I The facility will continue to ensure
that a resident

(1) maintains acceptable
parameters of nutritional status,

. such as body weight and protein

f Ievels, unless the resident’s clinical
condition demonstrates that this is
not possible; and

(2) Receives a therapeutic diet
when there is a nutritional problem,

Criteria {

Resident #32 RD recommendation

| anemia, a right ankle fracture (casted), severe \ o 10/15/11
| protein calorie malnutrition, chronic kidney implemented as physician orders on

[ disease state V-V, and a history of 10715711, i

l gastro-sesophageail reflux, i

| ;

msom;)rony DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TTLE {X6) DATE
ol ;W‘“ %L 4Jm,;u,:e,-fm,7'vr ll]u} i
T ¥

Any deficiency statement ending with an asterisk (*) denotes a deficlency which the institution may be excused from correcting providing It Is determined that
other safeguards provide sufficlent protection to the patlents, (See Instructions.) Excaept for nursing homes, the findIngs stated above are disclosable 90 days
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made avallable to the faclilty. ¥ defictencles are ciled, an approved plan of corraction is requisite to continued

program participation.
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!
F 325 ' Continued From pags 1 F 325 :
" Review of the resident ' s most recent Minimum :
. Data Set, an Other Medicare Required
: Assessment, dated 10-9-11, revealed the Criterla 2 4 \
i resident ' s cognition was assessed as severely Audit will be completed for all
{ impaired. The resident feeding skills were current residents with RD
| assessed as extensive assistance of one staff recommendations from October to
' member, ensure recommendations were
i implemented timely. . Nursing Unit
' The resident ' s care plan, dated 8/23/11, Supervisors will be in-serviced on
| revealed a problem identified in part as: the facility protocol related to. i
i "Inadequate Oral Food/Beverage intake due to: timely implementation of nutrition
! Food and beverage intake fess than required. recommendations' upon approval
! Potential for weight changes " . The goal for the from MD to physician orders.
i identified problem was documented as " Maintain
! nutritional status and bady weight " and the
target date was documented as 11/19/11. Criferia 3
For those residents with identified 111711

The madical record revealed the resident was 62
[ * talf and the resident ' s weight on 8-17-11 was
recorded at 138 pounds. On 10-3-11, the
resident ' s weight was recorded as 123 pounds.
Resident #32 was documented as having had a
cast on her right ankle when weighed on 8-17-11
and the cast had been removed prior to the

: weight of 10-3-11.

|
| Review of Nursing Assistant documentation on a
1‘ facility form entitled " Co.-Msal Intake Detaif -

i Active Residents " from 8-30-11 through 10-3-11,
i rovealsd the resident's breakfast intake ranged

I from " none to very litile twice, 26% for one meal,
{ and 75% for 2 meals.

I Lunch intake for the same period were

' documented as * none to very litle " was eaten

:‘ for 3 lunch meals, and 50% was eaten once.

} Binner appstites for the same tims period
[l

|

Service Manager and/or Diet Tech
in absence of DSM will bring a
copy of the Nutrition
Recommendations to morning
department meeting to ensure
timely follow up and completion of
the nutrition recommendations to
physician orders based upon

!
i
i
|
|
)
|
|
1
{
!
RD recommendations, the Dining !
i
{
|
f
approval from MD. DNS/ RD/Diet i
l

i

|

|

[

|

i
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] ;
F 325 : Continued From page 2 F 325 *
' revealed the resident ' s appelite was ! | ) ,
' documented as " none to very little " for one 5 i Tech and/or Dining Services . |
" dinner meal. There was 1 dinner the rasident at | * Manager will monitor the nutrition {
. 25%, one meal the resident at 50%, and one recommendations on a weekly
" meal the resident ate 100% during that time basis to identify all patients with
frame. ! | nutrition recommendations have :
: been implemented timely as |
- During an interview, on 10/13/11 at 8:45am, with approved by MD 4
; Nurse #1, {(who worked regularly with the ;
[ resident), the nurse reported the resident required Criteria 4 i 1
l fed by staff and held foods in her mouth until it The DNS will report monitoring i 1171111
; turned to liquid. The nurse describad the resident results of the review in the monthly !
| @s a vary slow eater but drank well. During an Quality Assurance (QA) i
! observation of the resident on 10-11-11 at - Committee meeting for 3 months or .i
; 8:53am, the resident was being fed by a Nursing until deemed necessary. '
| Assistant. The resident accepted small bites of Recommendations will be made as !
: faods, but held the foods in her mouth for long necessary. The Executive Director |
| periods of time, 30 seconds or more, before ‘ is responsible for overall |
i swallowing, compliance. f
The resident was last reviewed by the Registered !
i Distician (RD) on 10-4-11 for weight changes. i
’ Revlew of a form entiled " Nutritional Services o
i Medical Nutrition Therapy Recommendations ", I
dated 10-4-11, revealed RD recommendations for i
; Resident #32 as: 1.) Change diet to mechanical i
, Soft, 2.} Add 120 (cubic centimeters) of house I
12,0 Med Pass (nutritional supplement) twice daily. [
; Review of the current physiclan ' s orders |
| revealed Resident #32 was ordered a ;
} concentrated carbohydrats, low-fat, mechanical i
;‘ soft diet and no orders for the suppiement. }'
’ During an interview with the RD on 10-14-11 at :
2:40 pm, the RD reported she came in fo the !
; facility on a regular basis and when she came in,
| she was given z list of the residents that needed ,
i to be reviewed. The RD stated she turned over ;
FORM CMS-2567{02-99) Previous Versions Obsolete Event ID:K1YIH1 Facitity ID: 953201 If continuatlon sheet Paga 3 of 4
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F 325 | Continued From page 3

written recommendations over to the Director of
Nursing (DON}, and the DON gave them to the
physicians to review for orders. The RD stated
her recommendations were usually written as
physicians ' orders within a week, but generally
sooner,

Review of the resident ' s medical record
revealed no changes were made in the resident '
s diet between 10-4-11 and 10-14-11. The RD
stated she turned in the recommendations on
10-4-11 in the late afternoon or evening to the
DON. The RD stated she followed up on the
previous week ' s recommendations during the
weekly weight meeting The RD stated her fast
notes were pulled during the meeting and she
searched orders in the computer to assure they
were carried and if not why. The RD reported
she reviewed the records to see if the physician
did not want to change the order or did the
racommendation " get missed " . The RD stated
she expected the new recommendations would
be carried out by her next visit.

During an interview with the DON on 10-14-11 at
3:38pm, the DON reported she received the
dietary recommendations of 10-4-11 on Friday,
October 7, and typically, the Nurse Practioner
{NP) reviewed dietary recommendations for the
physicians * on Thursdays. The DON reported
when she got the 10-4-11 list on Friday, the NP
had already been in the facility the day before and
calfed out sick on 10/13/11, so none of the
recommendations were completed. The DON
stated her expectations when receiving dietary
recommendations were to have them approved
the same week.

F 325
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABULDING 01 MAIN BUILDING 01
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(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN GF CORRECYION " s
BREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029| preparation, submission and
88D lenantation of this Plan of
One hour fire rated consiruction {with % hour Coxrection do not constituts an
fira-rated doors) or an approved automatic fire adeission of or agresment with the
exlinguishing system In accordance with 8.4.1 fagts and conclusions awt forth on
andfor 16.3.5.4 protects hazardous areas, When g“' survey repoxt, Our Plan of
the approved automatic fire extingulshing system a:’:‘:f::“ 1s prepared and exeouted
a8 to continucualy improva
option Is used, the areas are separated from the quality of oare and L 2
other spaces by smoke resisling partitions and ¥ith all applicable utat-ou:d
doors. Doors are self-closing and non-rated or federal Yegulatory requivements,
flold-appliad protective plates that do not exceed
48 Inches from the bottom of the door are K19 ’ 11801
permitted,  18.3.2.1 Criterla I
A fire rated door was ordered and will be Instalted
upon drrival. The unsealed penstrations were sealed
Criteria 2
. . ) Though vl patients have the potential o
This STANDARD Is not met as evidenced by by the alleged dﬁﬁcfcntpractpice,a onctwt::c affected
A. based on obsevation on 11/08/2011 the adversely affected. The Muintenance DI
mech. room outside had an nonrated access door assessed the mechanical room, there wer;‘;;"; ther
into the attic and there were unsealed access doors located In the méchanical room, ¢
panetrations in the ¢elling, There were n1o other unsealed penctrations in the
42 CFR 483,70 {a} ceiling,
K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K 038 Criterla 3 1130011 -
§8=D Maintenanes Director/designee will monitor
Exit access is arranged so that exits are readily mechanical room celting and access door weckly for
accessible at all times in accordance with section ikt 3 months to ensure one hour fire rating s
7.1, 18.2.1 malntained,
Criterln 4
Maintensnes Direetor will provide resuits from the
weekly monltoring to QA committea for 3 months al
which time the commitice will determine if
the continued frequency of monitorng.
This STANDARD is not met as evidenced by: K038
A. Based on observalion on 11/09/2011 the staff Criteria I
interviewed did not know about the master door The stall member was immediately inserviced about
release switch located at the nurses station, the master door release switeh,
42 CFR 483.70 {a)
K 0721 NFPA 101 LIFE SAFETY CODE STANDARD Ko72
KRGRATORY DIREGTOR'S OR PROVIDER/SURPLIER REPRESENTATIVE S SIGNATURE TITLE (X8} DATE
ZM ¢ Clune. bageuhve Direede hj } i
od that

ny deficlency s!alomoﬁund!ng with an astarisk {*} donoles a deflclency which the inslilution may bo excused from ¢orrecling providing It Is determ)

hor safeguards provide sufficlent protaction to the pallenis. (Ste Instructions.} Excepl for nursing homes, the findngs stated above are disclosable 90 days

flaviing the dale of survey whathor of not 8 plan of correction Is provkded. For nursing homes, the above findings and plans of correction are disclosable 14

1y$ following the date these documnents are made avallable to the facllity, !f deficlancles aro cited, an approved plan of correction ls requisile to continued V
¢

ogram paricipation,
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STATEMENT OF DEFIGIENCIES

IDENTIFICATION NUMBER:

furnishings, decorations, or ather objects obs!fuct
axits, access to, egress from, or visibility of éxits.

7.1.10

This STANDARD is not met as evidenced by:
A. Based on observation on 11/09/2011 there
were unused items laft unattended in the egress

corridors;
42 CFR 483,70 (a)

Criferla 3

Malntenance Director/designes will inservico all
staff ahout the location and nead of master door
rolease switch, Maintenance Director will Interview
3 staff tnembers each weck to ensurg staff
understanding and location of master door release
switches,

Critaria 4

Maintenance Director/designee will repont findings
of siaff Interviews to QA committec for 3 months at
which time the QA committee will determine the
contlnued frequency of staff Interylews,

Kon

Criterig 1

The unattended items were Immediately removed
from egress cormidors. i

Criterly 2 :

Though all patients have the pafential to be affected]
by the alleged deficient practice, nonc were ;
adversely affected, MD nssessed fhe faellity to
ensure there was no other unattended ltems in
egress corridors,

Criteri 3
Maintenance Director/designee wilt Inservice all

staff about leaving Unettended ftems in cgress
corridors,

Criteria 4

Muintenance Directar/designee witl make rounds
daily to ensure there are no unetten ded items in
cgress comidors, Round information will be
provided to QA committee for the next 3 months, at
which titre the QA team will determine the
continued frequency of the rounds,

AND PLAN OF CORREGTION ABULDING 01 - MAIN BUILDING 01
345014 8. WinG 11/02/2011
2IP GODE
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE,
" 1201 CARCLINA 8T
GOLDEN LIVINGCENTER - GREENSBORO GREENSHORO, NC 27401
; : STION £X5)
T OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECY] ot on
(X410 SUMMARY STATEMEN ; FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
: {EACH DEFICIENGY MUST BE PREGEDED BY FU SHouLo B ek
P?EQX REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS—REFERE{){g&géﬁ g%:a
K 072] Continued From page 1 KO72{ Criterls 2 .
S8=0 Though all paticnts have the potentlal to be affected
maintained free by the alleged deficlent practice, none were,
Me&l‘]nsboi egrt?s: sa;? fg:méf;t{;:):: g to full Instant Maln.tcnancc Direclor assessed facillty to determine
of all obstructio P location of al} master release switches,
use In the case of fire or other emergancy, No

11730111
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DEFICIENGY) !
K 000 | INITIAL COMMENTS K 000

A. Based on cbservation on 11/08/2011 there
were no LSC deflclencios noted,

1
U\BO!WRY DIRECTOR'SR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (%8} DATE
“(a

Execubye ﬁ recor i ’g 7] i

Any deficlency staternent snding wl!‘h an usledsk () denotes a doficiency which the inslitulion mey be excused from correcting providing It Is dete mink that
othes safeguards provide sufficiant protection to the patlents, {Soe Instructions.) Excopt for nursing homes, the findings stated above are disclosable 96 days
followlng the date of survey whelher of o1 @ plan of corraction Is provided. For nursing homes, the above findings and plans of correction are disclosablo 14

days following tho date these documents are made available o the facillty. if deficiencles are cited, an approvad plan of correction Is requisile lo continued
program participation.
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