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F 253 | 483.15(h)(2) HOUSEKEEPING & F253] preparation and/or execution of the
$5=D | MAINTENANCE SERVICES plan of corrections does not

constitute admission or agreemant

The facllity mizst provide housekeeping and
y ; P by the provider of the truth of the

maintenante servicas necessetry to maintain a

sanitary, ordarly, and comfortable interior, | items alleged or conclusions set
forth in the statement of
i deficiencies.

This REQUIREMENT is not met as avidanced | deficiencle
hy: : L
2. Basad on observations and interviews the “The plan of correction 1s prepared
facillty falled to labal denture cups on 1 of 3 halls and or executed solely because it s
galf m?‘)' el hal 4 ’ required by the provision of the

uring tha inlttal tour of hall 100 on 10/31/20611 at Federal and State faws.

9:30 AM six denture cups in 4 double occupancy
rooms ware observed to have no names on them.

) Another obaervation on 11/1/11 at 5:10 PM and F 253
on 11/2/41 at B:50 AM revealed no changes In the ' 493.15 (h{{2)
denture cup labels. Housekeeping and Maintenance

Room #102 had two denture cups siling on the Services Central Supply has removed

bathroom sink, One daniure cup was labeled the denture cups in rooms #102,

with a resident name and wes empty. The other #105, #1086, #114 and replaced with
donture cup was uniabeled and had a set of new denture cups marked with

denturas i 1t resident's name. Each resident's

Room # 105 had twa uniabeled denture cups on denture cup has been removed and

the bathroom sink, One denttre cup was empty replaced with a new properly i
and ane cup contained a set of dentures. idantified denture cup in the facility.

Room # 106 was observed to have two sels of

empty unlabslad denture cups on the bathroom Each new admission receives a

complimentary admission packet

sink
including a denture cup which is
Room # 114 was observed io have one emply | {abeled and placed in the resident's
h . . ;
unlabeled dentura cup on the bathroom sink | oo by Cantral Supply. These items
An interviaw was conducted with Nursing ‘ are replaced as needed and
Assistant (NA) #1 on 142011 al 10:24 AM, i identified with the resident’s name.
)

maoswo@cmnsoap v i}w UPPLIER REPRESENTATIVE'S SIGNATY C) YITEE /}/‘ IXp) DATE
Pxl, % 5& Pt Vs /// 1 [

Anv deficla {at é;{wz ending 5n1h an au!urisk Ilfolon [ donclency which the instiiudon fray by cxcumd from corrscting pmwﬂ 0 i 15 dejerphined that
i fe da p e suMclent protacifon ta tyfyhartonte. (Boa instuctions.) Excoptfor nuraing homes, the findings slaled abov# are disclosdble 90 days
3 Jng the date of survey whelhar ar not s plaf’of coreaclion is provided. For nursing omas, the shove findingo and pluns ef carvoction aro disclosabla 14
claya following the dale lhess documents ara meds avallable 1o the fagility, II dofleiencles aro ¢llad, on approvad nlan of corraction I regilals fo conlinuad

pregtam padioipation.
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F 253 | Continued From page 1 Fos3i| Central supply and nursing staff have

She stated she did not usually put in resident
dentures. The NA revealed most of the residents
had their dentures in when she came on first
shift. NA#1 reported nignt shift put in dentiires for
residents dependent on staff for care. Residents
who could walk went to the bathroom and did
their own oral care. She indicated if she had to
assist a resident with their dentures in a double
occupancy room she would ook at the name on
the denture cups to identify which resident the
dentures belonged to. NA#1 stafed she was not
aware who was responsible for tabeling denture
cups.

During an interview with NA#3 on 114212011 at
5:95 PM she was shown 2 uniabeled denture
cups in room #102. NA #3 did not know who was
responsiple for fabeling denture cups. She stated
she would go to the pafient care guide inside
aach resident ' s closet door to determine if the
resident had dentures vs. partials to help identify
which denture cup belonged to which resident.
Closet patient care guides were reviewed in all 4
double cceupancy rooms with unlabeled denture
cups. Seven of the eight patient care guides had
no denture status indicated.

An interview with the facility Infection Control
Murse on 11/3/11 at 8:40 Al revealed Central
Supply issues dental cups fo new admissions and
replaces as needed. She indicated Central
Supply was responsible for labeling the denture
cups when they were issued to residents.

An interview with NA #4 revealed she is
responsibie for Central Supply and Transport
Services, She stated she works the fioor as an
NA when coverage is needed. She indicated

been educated on the proper
identification of denture cups. The
observation period for the presence
of denture cups with proper labeling
will continue for two (2) months or
98% compliance, whichever comes
first.

The Central Supply employee will
retain a listing of residents, currently
in-house and denote in monthly
columns that residents received new
denture cups with fabels of names.
Denture cups and labeling as needed
will not be tracked or recorded.

The DNS will review and reeducate
the Central Supply employee on
room stocking and proper fabeling.

The DON and Administrator have
delegated administrative staff to do
daily rounds in assigned rooms and
provide a room audit to the
Administrator.

Date correction in place:
December 1, 2011
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F 253 | Confihued From page 2 F 253

each resident receives an admission kit upen
arrival. She explained if the resident did not bring
a personal denture cup to the facility she issued
one to ine resident with their name clearly
labeled. She stated any cups } isste are iabeled
when | leave them in the room. NA #4 revealed
some residents are admitted when she is notin
the facility. She did not know who labeled the
denture cups then. She also stated names wear
off eventually and need to be relabeled. Central
Supply does nof check for worn off names or
uniabeled denture cups.

During an interview with the Director of Nursing
{DON) on 11/3/11 at 10:10 AM she revealed it
was her expeciation denture cups should be
labeled clearly and easlly identifiable to staff and
residents. The DON indicated nursing and
administrative staff do dally rounds in assigned
rooms and should know who has dentures and be
aware of any unlabeled denture cups. |

F 279 | 483.20{d), 483.20(k)(1) DEVELOP F2798) | F279

55=G | COMPREHENSIVE CARE PLANS . 483.20(d), 483.20{k){1)
A facility must use the results of the assessment ' DEVELOP COMPREHENSIVE CARE
to develop, review and revise the resident's PLANS

comprehensive plan of care.
Rich Square Health Care Center will

The facility must develop a comprehensive care continue to review and revise
plan for each resident that includes measurable )
objectives and fimetables to meet a resident's comprehensive care plans
medical, nursing, and mental and psychosogial 1. For those residents found to have
neads that are identified in the comprehensive " been affected:
assessment. :

The Care Plans for residents #84 and
The care plan must describe the services that are #51 have been updated to include
to be furnished to attain or maintain the resident's appropriate diagnosis and skin care

i t icable physical
highest practicable p ysical, mental, and elements.
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psychosociat well-being as required under
§483,25; and any services that would otherwise
be required under §483.26 but are not provided
due fo the resident's exercise of rights under
§483.10, including the right to refuse treatment
under §483.10{b}(4}.

This REQUIREMENT is not met as evidenced
by:

Based upon staff interviews and record reviews
the facility failed to develop and revise
comprehensive plans of care for 2 of 15 sampled
Residents {Resident #84 and Resident #51).

Findings Inctude:

Resident #84 was admitied to the faciity on
8/18/2011 with diagnoses of dementia, psychosis,
arthritis, depression, anxiety, and rehabilitation for
a fractured left arm. The fraclure was sustained
In a fall on 7/13/14 while living in an assistive
living community. She was admitted to the facility
for physical and occupational therapy.

A review of the medical record revealed Resident
#84 was assessed by Staff Nursed#1 upon her
admission. The Admission Nursing Assessment
was completed on 8/18/11 and revealed the
resident had reddened areas on both etbows and
sacrum. The resident scored 13 on the Braden
Scale - for Predicting Pressure Sore Risk on
8/18/11. Per scoring scale, any number higher
than 12 represented a high risk for the
development of pressure sores. A dietary
assessment completed on 8/29/2011 indicated
the resident had good skin tugor, no wounds, and
no swelling.

Review of the Minimum Data Set (MDS) dated

F 279

assessment was completed and any
new or resolved areas were noted
and the care plan was updated t0
reflect these changes.

Resident #51: The Care Plan was
reviewed and updated to refiect
dialysis care measures and
precautions.

2. For those residents having the
potential to be affected by the same
alleged deficient practice:

A Care Plan Audit was performed to
ensure that new admissions have an
interim care plan in place following
admission assessment.

Wound Care Audit was performed
for residents who are at risk for
pressure ulcers on admission.

MDS Coordinator will ensure that a
Dialysis Care Plan is in place for
residents who are admitted with or
are diagnosed with a diagnosis of
end stage renal disease and are
receiving dialysis.

! The Care Plan Team and Nursing
staff were inserviced on 11/28

| regarding identification of residents
at risk for pressure ulcers with
documentation on the appropriate
forms, i.e. Braden Scale, Skin
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8/31/11 documented Resident #84 had a Brief
Interview Mental Status {BIMS) score of 5 out of
12. The resident was severely impaired in
cognitive skills and was a total care patient who
required extensive assistance in all areas of daily
care and was incontinent of bladder and bowel.
The MDS Indicated the resident had (3) stage 1
pressure sores. A stage 1 pressure sore is
defined in the MD$ as intact skin with
nonblanchable redness of a localized area usually
over a bony prominence.

A review of the Care Area Assessment {(CAA)
Summary dated 8/31/11 indicated care areas
triggered to be addressed in care plans.
Pressure ulcers triggered but were not checked
to be addressed in care plans for the resident. A
care plan for Residant #84 was initiated on
0/6/2011 which identified one of the residen’s
probliems as at risk for skin breakdown related fo
decreased mobility. The care plan was updated
on 9/7/11 from at risk to the presence of (2}
pressure ulcers on the resident's heels. The care
plan was never updated to include the sacral
ulcer or to note the pressure wounds had healed.
Dusing the review of the resident's medical record
no interim care plan was found for the time period
of admission on 8/18/20%1 until 9/6/2011.

A review of the nursing notes in Resident#84's
medical chart on 8/7/2011 revealed the resident
compilained of bilateral hee! pain after therapy.
The presence of a stage 1l pressure ulcer
measuring 0.5em x 0.6cm {centimeters) was
documented on the left heel. A Stage 1l pressure
ulcer is defined as partial thickness skin loss
involving epidermis, dermis, or both. The ulcer is
superficial and presents clinically as an abrasion,
blister, or shallow crater. A stage | unopened
pressure wound was documented on the right

goals and interventions.

On 11/7, Treatment Nurse, Charge
Nurses, Admitting Nurses and
Nursing Staff were inserviced on the

assessment on admission and
documentation of findings,
communication to the RN
Supervisor, Treatment Nurse, MDS
Coordinator using the Skin Referral
Sheets and provide MD and family
with notification of changes.

3. To ensure the same alleged
deficient practices will not occur:

The Treatment Nurse will ensure
that all new admissions have Skin
Assessments and preventive

. interventions are put in place.

| The Charge Nurses have been re-

- educated by Nursing Administration
{ on performing Skin Audits on all

| admissions with appropriate
documentation and communication
to Treatment Nurse, MDS Nurse and
| Nursing Administration with follow

. up notification to MD and Family on
11/7/2011.

The Charge Nurses, RN Supervisor
and MDS Coordinator has been re-
educated on the Dialysis

technique of performing head to toe
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F 272 Coniinued From page 5 ra7e] Communications Sheet, follow up
heal. A note was faxed to the primary doctor and assessments and documentation
an order was obtained for Polymen 7 days and relating to the dialysis Care Plan and
pr_?hto 'eﬂclhee{ St';ge li i “'C?elr‘ Clean communication of findings to the
with sea clean with each dressing change. . -
A Wound / Skin Healing Record dated 9/7/11 MDS_Coord:r]ator, the Director of
indicated a pressure ulcer to the left hes but did Nursing Services, the MD and the
not document an originat stage when discovered. family as indicated.
On 9/14/11 the Wound /Skin Healing Record , .
revealed the pressure ulcer measured 2cm x The treatr‘nen’( Nurse Wl.“ audit the
2 5¢m, had a small amount of drainage, and was Body Audit Book and Skin Refetrals
identified as a Stage Il. An albumin level of 3.4 on a daily basis to ensure
{3.4-5.0) was obtained on 9/14/11. On 9/21/11 appropriate follow- up on identified
the Treaiment Nurse documented the wound ) . ;
re
measured 0.5cm x 0.5 om with no drainage. The issues as evidenced by Interim Ca
Wound / Skin Healing Record dated 9/28/11 Plan, Care Plans, CAAs, Treatment
indicated the left heel area was closed and had Record, MD orders, chart
healed. Wound /5K documentation and family
A separate Wound /Skin Healing Record was Y 5
cumentation.
initiated on 9/10/11 for a sacral pressure wound. notification document
An original stage at time of discovery was not 4. Achieved and sustained:
documented. On §/14/11 the wound measured . . .
5em x 0.5cm and was documented as a Stage |1 The Director of Nursing .Serwces'/
Raview of the 9/24/11 Wound/Skin Healing Treatment Nurse or designee wil
Record sacral pressure ulcer had decreased (o audit the Interim Care Plans,
0.4cm x 0.3cm. The Monthly Summary Comprehensive Care Plans and
completed by Nurse #1 dated 10/5/11 indicated e
no open areas to skin and no pressure ulcers. Wound Care Records utilizing a Q |
Observation of incontinence care on 11/2/2011 at tool weekly x4 weeks, then monthly
8:55 AM revealad no open areas and all pressure for 3 months on any resident
ulcers had healed. assessed at risk for potential skin
During an interview with the MDS Nurse on ; i i
wn and any issues identified
11/2/11 at 3:20 PM she revealed it was the facility breakdown a g Yth 059,
policy to initiate an interim care plan for afl new will be. corrected wi °
admissions within 24 hours. She indicated the compliance.
interim care pian was based on the Nursing : : ;
rsing Services
Admission Assessment and admitting diagnoses. The Director of Nu Id & . 1{
She stated If a resident was admitted during first Treatment Nurse or designee wi
shift or the beginning of second shift she initiated audit the Dialysis Care Plans using a
FORM CMS-2567(02-99) Previous Versions Cbsolete Event |D:W2YE1t Facilily 1D: 823433 If continuation sheet Page 6 of 24
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an Interim care plan the day of admission. The
MDS Nurse reported residents admitted after she
want home had an interim care plan initiated the
next morning. The MDS Nurse was not able to
find an interim care plan for Resident #84 in the
medical record. The MDS Nurse revealed she
had just recently taken over the MDS position and
was still learning how to complete all the care
plans. She stated she did nof know how
Resident # 84 had been at the facility for 19 days
with no care ptan. She indicated she had missed
dolng an interim for the resident. The MDS
Nurse revealed the Treatment Nurse sends outa
weekly report to update staff on wounds and
treatments. The update was givan to nursing,
MDS, and dietary. The MDS Nurse stated she
had not received an update Resident #84 had
developed a sacral wound or that the pressure
ulcers had healed.

An interview was conducted with Nurse # 2 on
14/3/41 at 9:40 AM. She revealed a new
admission was given a head fo toe assessment
by nursing staff, medical orders were clarified,
and MDS created an interim care plan the day of
admission or the next day. She reported the
interim care plan was based on MD orders,
diagnoses, and assessments, She stated the
interim care plan told staff how to care for the
new resident until a comprehensive care plan
was complefed.

During an interview with the Nurse #3 on 11/3/14
at 0:55 AM she revealed she had recently
pecome the facility Treatment Nurse. She stated
she was learning how to do the treatments and
how to document the treatments given. She
indicated she tried to update staff on which
residents had new pressure ulcers and when
pressure ulcers had healed. The Treatment

 receiving dialysis.

with 98% compliance.

monthly meeting,

December 1, 2011

monthly for 3 months on any
resident diagnosed with ESRD and

| The Director of Nursing Services /

| Treatment Nurse or designee will
audit the Body audits book and
residents with pressure ulcerson a
weekly basis and the Director of
Nursing Services will ensure that the
plan and the Treatment Nurse and
MDS documentation is appropriate

" The findings and concerns will be
. tracked and trended in the QA&A

5, Date correction in place:
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Nurse could not remember reporting to MDS the
sacra! ulcer or the healing of the wounds.

During an interview with the Director of Nursing
{DON) on 11/3/11 at 10:10 AM she revealed it
was her expectation each resident would have an
interim care plan in place within 24 hours of

admission to inform staff of the care the resident

requires. She stated the interim care plan was
based on the ICD9 (diagnosis codes) and
assessments by nursing and therapy. She
indicated she was not aware a resident had gone
19 days without a care pian and had developed
pressure ulcers until the MBS Nurse made her
aware. She stated the MDS Nurse and
Treatment Nurse were naw but the interim care
plan should have been initiated and the
comprehensive care plan should have been
updated as the status of the pressure uicers
changed.

2. Resident #51 was admitied fo the facility on
8/26/11 with diagnoses of end stage renal
disease, hypothyroidism, cardiomyopathy and
peripheral vascular disease. The Minimum Data
Set (MDS) dated 9/11/11 indicated Resident #51
was cognitively intact with a disease diagnosis of
chronic kidney disease,

A record raview of the physician orders revealed
an order for dialysis treatment on the days of
Tuesday, Thursday and Saturday.

A record review of Resident #51 medical record
revealed there was no comprehensive care ptan
for dialysis treaiment.

An interview with the MDS Nurse Assistant on
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F 279 Continued From page 8

14/2/11 at 10:55am revealed she did not recall
doing a dialysis care pian for Resident #51. She
indicated she would follow-up with this concern,

An Interview with MDS Nurse Assistant on
44/2111 at 11:19am revealed she did not know
how she missed doing a care plan for her dialysis
but she has now created a care plan.

A record review of the facility policy and
procedures for dialysis residents dated 3/13/11
was condugted. It indicated a care plan would be
present to include other dialysis care measures
and precautions as prescribed by the physician.

An interview with the Director of Nursing (DONj)
on 11/3/11 at ©:37am revealed they had a care
plan meeting for Resident #51 but did agree there
needed to pe formal care plan documentation for
the staff.

F 282 | 483.20(K)(3)il) SERVICES BY QUALIFIED

ss=p | PERSONS/PER CARE PLAN

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record review and staff
interviews the facility failed fo put a clip alarm on
1 of 2 sampled residents with clip alarms as
written in the resident ' s care plan (Resident
#21). The findings inciude:

Resident #21 was admitted to the facility on

F278

Fos2| F282

483.20(k){3)ii)

SERVICES BY QUALIFIED PERSONS /
PER CARE PLAN

The service provided or arranged by
the facility must be provided
accordance with each resident’s
written plan of care.

1, For those residents found to
have been affected:

CNA care plans have been updated
and Staff Development Coordinator
has inserviced direct care staff on
the revised communication tool. This
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12/29/08 and had diagnoses including Dementia
and Gait Instability.

The Care Area Assessment (CAA) daled
12/28/10 stated that the resident required
extensive assistance of one for transfers and that
staff would assist with ali transfers.

A review of the Fall Risk Assessment done on
09/23/11 showed that the resident was a high risk
for falls.

The most recent Minimum Data Set (MDS)
Assessment {Quarterly) dated 09/27/11 showed
that the resident had short and long term memory
joss and was cognitively impaired.

A review of the resident* s ¢linicat record showed
that on 10111111, Resident #21 attempted to
transfer from the chair to the bed without calling
for assistance and fell.

The resident * s Care Plan for falls showed an
entry dated 10/41/11 that read: * Ciip alarm when
up in chair. "

The Director of Nursing (DON}) stated in an
interview on 11/04/11 at 2:30 PM that the resideni
* g fall on 10/11/11 was reviewed and a clip alarm
was added to the resident ' s recliner.

On 11/02/11 at 10:00 AM, Resident #21 was
observed sitting in his recliner in his room. A clip
alarm was hanging on the back of the recliner but
the clip was not attached to the resident,

On 11/03/11 at 8:45 AM Nursing Assistant (NA)
#3 stated that she was assigned to Resident #21.

Fagr| tool will be updated by RN

Supervisor and Charge Nurses as
.changes occur or as Therapy
Irecommends.

CNA Staff have also been inserviced
on the proper placement and use of
bed alarms and chair alarms and
how to monitor their function when
setting them up after a transfer or
change of shift.

Dates. Those on vacation or holiday
will receive training on/before they
resume rotation at work.

2. For those residents having the
potential to be affected by the
same alleged deficient practice:

The revised CNA care plan tool will
be implemented for ali residents as
of November 30", 2011, The input
for these care plans will come from
the MD diagnosis, MDS, admission
assessments, therapy {PT/ST/OT}
assessiments and treatments,
resident / family interview and goals
for discharge related to the
resident’s care. These Care Plans will
he updated as changes in resident’s
care OCCur,
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The NA stated that the resident was unsteady on
his feet and that the staff did not iet the resident
get up unassisted because they were afraid that
he would fall. The NA stated that no alarms were
used for this resident. The NA stated that there
was a guide on the inside of the resident ' s closet
door that provided the staff with information about
the care of the resident. A review of the Pictorial
Care Carg for Resident #21 contained no
information regarding a clip alarm.

On 11/03/41 at 2:15 AM Nurse #5 stated in an
interview that the resident had experienced no
recent falls and that no alarms were used for the
resident. The Nurse siated that the resident did
not attempt to get up unassisted.

On 11/03/11 at 9:42 AM the resident was
ohserved to be sitting in the recliner in his room.
The clip alarm was not attache to the resident.
During the observation, NA #2 entered the room
and when asked if the clip atarm was supposed to
be used for the resident the NA picked up the
atarm cofip and attached the clip to the resident ' s
clothing and stated that she was not sure.

in an interview with the Director of Nursing {DON;)
and the Administrator on 11/03/11 at 10:26 AM
the DON stated that the clip alarm should have
been added to the pictorial care card posted
inside the closet door in the resident ' s room and
that the clip atarm shoufd have been attached to
ihe resident. The DON stated that the MDS nurse
was responsible for updating the pictorial care
cards and that the previous MDS nurse should
have added the clip alarm to the resident’ s care
card,

Fo282| 3. Toensure the same alleged
deficient practices will not
occur:

Care Plans will be modified as new
orders are received from the
physicians, as the resident’s status
changes, as assessments from
members of the IDT dictate the need
to change the plan.

Lists of residents with safety devices
will be maintained and the fists will
be used to identify those residents
with chair atarms.

4. Achieved and sustained

CNA Care Plans will be audited on
daily rounds by the Charge Nurses.
. RN Supervisors will monitor for
| documentation and compliance.
The Staff Development Coordinator
will monitor for compliance and re-
educate as needed.

Date correction in place:
December 1, 2011
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The current MDS Nurse stated in an interview on
11/03/11 at 10:38 AM that there was a list of
residents with alarms in the front of the
Medication Administration Record (MAR} and the
nurse should have known that this resident was
suppose to have a clip alamt. The Nurse stated
that when an alarm was initiated for a resident,
the alarm was ordered from central supply and
central supply updated the list on the MAR. The
MDS nurse was observed to check the MAR and
stated that there was not a list of residents with
alarms on the MAR.
F 300 | 483.25 PROVIDE CARE/SERVICES FOR F 3090 F309
gs=p | HIGHEST WELL BEING
483.25
Each resident must receive and the facility must PROVIDE CARE/SERVICES FOR
provide the necessary care and services to attain HIGHEST WELL BEING

oF maintain the highest practicable physicat,
mentat, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based upon observations, staff and resident
interviews and record reviews the facility failed to
provide the necessary care and sarvices to attain
or maintain the highest physical well belling for 1
of 1 sampled dialysis Residents {Resident #51).

Findings Include:

Resident #51 was admitied to the facility on
8/29/11 with diagnoses of end stage renal
disease with dialysis treatment, hypothyroidism,
cardlomyopathy and peripheral vascular disease.

1. For those residents found to
have been affected:

The Plan of Care for resident #51 has
been updated to include resident
diagnosis of ESRD and need for
dialysis. The Dialysis Communication
Form will accompany resident #5110
dialysis center.

Nurses were inserviced on
observation and assessments of
residents receiving dialysis and their
pre and post guidelines and
documentation of shunt site,
bieeding, weights and vital signs,
medications and labs.
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The Minimum Data Set (MDS) dated 911711
indicated Resident #51 was cognitively intact with
a disease diagnosis of chronic kidney disease.

A record reviaw of the dialysis care plan dated
11/2/11 reveated the following: 1. communicate
with the dialysis center for updates on Resident
#51 condition, 2. observe the shunt site on refurn
from dialysis for bleeding and 3. monitor vital
signs and dacument resident weighis per
proiocol. Also Resident #51 was care planned for
a therapeutic diet of a fiuid resiriction and &
history of significant weight loss. !t indicated to
monitor food and beverage intake daily.

A record review of the physician orders revealed
Resident #51 had orders to receive dialysis
freatment on Tuesday, Thursday and Saturday
and a fluid restriction of 32 ounces (960cc).

A record review of the facllity nurse notes
documented for the return from dialysis was
conducted. The notes did not contain
dacumentation of weight status or vital signs.

A record review of the facllity fluid restriction
caleulation form was conducted from August
2011 to November 2011. There were missing and
incomplete docurmentation throughout this time
period,

An observation on 11/2/11 at 11:45am revealed a
large pitcher of water on Resident #51 bedside
table.

An interview with Resident #51 on 11/2111 at
3:43pm revealed staff fills her water pitcher daily
and she drinks it.

calculated fluid breakdown as
. ordered by the MD and ensures that
it is on the Care Plan and the CNA
Care Plan.

CNAs and Licensed Nurses have heen
inserviced on fluid restrictions,
intake and output documentation,
consistent methods for obtaining
and documenting weights.

2. For those residents having the
potential to be affected by the
same alleged deficient practice:

An Audit was performed on
documentation of resident’s
monthly weights and variances to
identify residents at risk for potential
weight loss / gain.

Care plan audit will be performed by
the Care Plan Team and updated
based on results of the audit,

The Dietary manager provides the
calculated fluid breakdown as
ordered by the MD and ensures that
it is on the Care Plan and the CNA
Care Plan.

|

| The RN Supervisor / MDS

! coordinator / Dietician will review all
residents with orders for fiuid
restrictions and with a diagnosis of
ESRD and review and update their

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORREGTION o5
PREFIX {EAGH DESICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
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DEFIGIENGY}
: The Dietary manager rovides the
F 308 | Continued From page 12 F 308 Y Berp
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A record review of the facility vital signs flow
sheet was conducted. There was missing
documentation for bload pressure readings on
the following days: 9/16/11, 9/16/11, 8/19/11,
9/30/11, 10/5/41 to 10711111, and 10/18/11 to
112111,

An interview with Nurse #2 on 11/2/11 at 2:44pm
revealed Resident #51 is on dialysis and remains
on fluid restriction. They would monitor the intake
on the facility fluid restriction calculation form
daily. The fagility uses a dialysis communication
booklet to assess residents once they return from
dialysis treaiment. The assessment would also
include checking the arm site of dialysis
treatment.

A record review of the facillty dialysls
communication booklet from August 2011 fo
November 2011 was conducted. The days
documented were 9/1/11, 9/6/11, 8M10/11,
9/27/41, 10118111 and 10/25/11. There was
missing documentation for her dialysis treatment
days.

An interview with Nurse #4 on 11/2/11 at 4:36pm
revealed she would check vitals, edema and
shunt arm site when coming back from dialysis.
The dialysis center documents informafion such
as vitals and weight when residents return from
dialysis treatment. If this information is not
present in the dialysis communication booklet, it
would be documented in the facility daily
summary sheets. They would monitor and
document fluid intake and ouiput daily when a
resident is on a fiuid restriction. They document
this on the facility fiuid calculation form. At the

the diagnosis and assessiments
required for their care.

3. To ensure the same alleged
deficient practices will not
occur:

The RN Supervisor/ MDS Coordinator

or designee will review dialysis
residents with MD orders for fluid
restrictions, for compliance and

" consistency and documentation /O

documentation.

RN Supervisors and Charge Nurses
will monitor Dialysis communication
form and the appropriate
documentation with weights, site
observations and vital signs, changes
in medications or labs and
hospitalization.

RN Supervisors and Charge Nurses
will monitor CNA compliance with
fiuid restrictions and } & O.

The care plans have been updated to
include all interventions related to
maonitoring of fluids, weights and
changes pre-post dialysis. The Staff
Development Coordinator / desighee
will Inservice CNAs and Charge
nurses on fluid restrictions and
recording of I/0 and managing and

X4y 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (X6)
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DEFICIENCY)
9 .
F 309 ) Continued From page 13 F309| care plans to reflect the MD orders,
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F 309 | Continued From page 14 F309| documentation of fluids to meet
end of the shift, the facility fluid calculation form is ordered restrictions.
given to the next shift hurse to document. .
4. To ensure that the correction is
A record review of the facility daily summary achieved and sustained
nurse notes was conducted from August 2011 to . :
November 2011. There were missing The M_DS Coorc.imator, RN‘Superwsor
documentation of blood pressure, shunt site or designate will audit weight book,
assessments and weights throughout these 1&0 documentation, Dialysis
months. Communication form, MARs weekly
A record review of the facility policy and x 4 weeks th.en Monthly'x?: for- th
pracedures for dialysis residents dated 3/13/10 documentation appropriate wi
was conducted. It indicated the physician would 98% comphance. The MDS
prescribe fiuid restrictions. The care of a resident Coordinator will do random audits
would be coordinated between the nursing facility weekly.
and the dialysis center in accordance with the
dialysis contract and physician orders. Also it 5. Date correction in place:
:;:ie['cated nursing staff would palpate the shunt December 1, 2011
An interview with the Director of Nursing on
14/3M11 at ©:37am revealed the Quality
Assurance Team is working on a communication
form sheet for dialysis. This form would include
the vitals and pre and post weight. She foresees
starting this new form the beginning of November
2011.The communication from the dialysis center
has been inconsisient. She would expect staff to
record and monitor of intake and output for fluid
restrictions daily. Also she would expect weights
and vitals to be take after returning from dialysis.
F 314 | 483.25(c) TREATMENT/SVCS TO F 314 F314
558=G | PREVENT/HEAL PRESSURE SORES
48325(c)
Based on the comprehensive assessment of a TREATMENT/SVCS TO PREVENT/
resident, the facility must ensure that a resident HEAL PRESSURE SORES
who anters the facility without pressure sores
does not develop pressure sores unless the
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individuat's clinicat condition demonstrates that
thay were unavoidabte; and a resident having
pressure sores receives necessary treatment and
services 1o promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on record reviews and staff interviews the
facility failed to provide interventions to prevent
pressure ulcer development in 1 of 3 residents
{Resident # 84).

Findings Inciude:

Resident #84 was admitted to the facility on
8/18/2011 with diagnoses of dementia, psychosis,
arthritis, depression, anxiety, and rehabilitation for
a fractured left arm. The fracture was sustained
in a fall on 7/13/11 while living in an assistive
fliving community. She was admitted to the facility
for physical and occupationat therapy.

A review of the medical record revealed Resident
#84 was assessed by Staff Nurse #1 upon her
admission. The Admission Nursing Assessment
was completed on 8/18/11 and revealed the
resident had reddened areas on both elbows and
sacrum. The resident scored 13 on the Braden
Scale - for Predicting Pressure Sore Risk on
8/18/11. A number higher than 12 represented a
high risk for the development of pressure sofes
Review of the Minimum Data Set {MDS) dated
BI31/11 documentad Resident #84 had a Brief
Interview Mental Status (BIMS) score of 5 out of
12. The resident was severely impaired in
cognitive skills and was a total care patient who
required extensive assistance in all areas of daily
care and was incontinent of biadder and howel,
The MDS indicated the resident had (3) stage 1

been affected:

The Care Plan on resident #4 was
reviewed and revised and updated
to meet current conditions.

A head to toe skin assessment was
completed on resident #84 and the
Interim Care Plan and
Comprehensive Care Plan have been
updated to include current diagnosis
and skin care assessment. Any new
or resolved areas were noted and
the care plan was updated to refiect
these changes.

MDS Coordinator has updated MDS
records and CAAs Summary 1o
refiect the Care Plan for accuracy.

Treatment Nurse reviewed and
revised wound care records to

. refiect wound and skin healing and

! documentation of new wound areas.

" 2. For those residents having the
‘ potential to be affected by the same
. alleged deficient practice:

A Care Plan Audit was performed to
ensure that new admissions have an
interim care plan in place following
admission assessment.

(%410 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION x5)
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F 314 | Continued From page 15 F 314| 1. For those residents found to have
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pressure sores. A stage 1 pressure sore is
defined in the MDS as intact skin with
nonblanchable redness of a tocalized area usually
OVer a bony prominence,

A review of the Care Area Assessment {CAA)
Summary dated 8/31/11 indicated care areas
which triggered fo be addressed in care plans.
Pressure ulcers triggered but were not checked
to be addressed in care plans for the resident. A
care plan for Resident #84 was initiated on
9/6/2011 which identified one of the resident ' s
problems as at risk for skin breakdown related fo
dacreased mobility. The care plan was updated
on 9/7/11 from at risk o the presence of (2)
pressure ulcers on the resident ’ s heels. The
care pian was never updaied to include the sacral
ulcer or o note the pressure wounds had healed.
During the review of the resident ' s medical
record no Interim care plan was found for the time
period of admission on 8/18/2011 unfil 9/6/2011.
A review of Resident #84 * s nursing notes
revealed no change in skin assessmant status,
no treatments to the 3 documented Stage |
pressure sores, and no interventions to prevent
further skin breakdown until 9/6/2011. A
comprehensive care plan initiated on 9/6/2011
addressed risk of skin breakdown due to
decreasad mobility. The care plan was updated
on 9712011 due to development of 1 Stage It
pressure uicer to the [eft heel and 1 Stage Hi
pressure ujcer to the right heel. The care plan
never addressed the Stage If sacrat ulcer wiich
developed on 9/14/2011.

A review of the nursing notes in Resident#84 s
medical chart on 9/7/2011 revealed the resident
complained of bilateral heel pain after therapy.
The presence of a stage Il pressure ulcer
measuring 0.5cm x 0.6cm {centimeters) was

for residents who are at risk for
pressure ulcers on admission.

MDS Coordinator will ensure that an
interim Care Planis in place and a
Comprehensive Care Plan is in place
for residents who are admitted with
a diagnosis of pressure ulicers or
potential for pressure ulcers and
that these are addressed in the Care
Plan.

The Care Plan Team and Nursing
Staff were re-inserviced on 11/28
regarding identification of residents
at risk for pressure uicers with
documentation on the appropriate
forms, i.e. Braden Scale, Skin
Assessment forms, Nurses Notes
goals and interventions.

On 11/7, Treatment Nurse, Charge
Nurses, Admiiting Nurses and
Nursing Staff were re-inserviced on
the technique of performing head to
toe assessment on admission and
documentation of findings,
communication to the RN
Supervisor, Treatment Nurse, MDS
Coordinator using the Skin Referral
Sheets and provide MD and family
with notification of issues, when
found.

4D SUMMARY STATEMENT OF DEFICIENCIES D *5)
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F 314 | Confinued From page 16 Fai4] Wound Care Audit was performed
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documented on the left heel. A Stage !l pressure
ulcer is defined as partial thickness skin loss
involving epidermis, dermis, or both. The ulcer is
superficial and presents clinically as an abrasion,
blister, or shallow crater. A stage | unopened
pressure wound was documented on the right
heal. A note was faxed to the primary doctor and
an order was obtained for Polymen 7 days and as
needed to Ioft heel Stage 1! pressure ulcer, Clean
with Sea Clean wiih each dressing change.

A Wound / Skin Healing Record dated 9/7/11
indicated a pressure uicer to the left heel but did
not document an original stage when discovered.
On 9/14/11 the Wound /Skin Healing Record
revealed the pressure ulcer measured 2cm X
2.5cm, had a small amount of drainage, and was
identified as a Stage !. An albumin level of 3.4
(3.4-5.0) was obtained on 9/14/11. On /21111
the Treatment Nurse documented the wound
measured 0.5em x 0.5 o with no drainage. The
Wound / Skin Healing Record dated 9/28/11
indicated the left heel area was closed and had
healed.

A separate Wound /Skin Healing Record was
inifiated on 9/10/11 for a sacral pressure wound.
An criginal stage at time of discovery was not
documented, On 9/14/11 the wound measured
Sem x 0.5cm and was documented as a Stage 1.
Review of the 9/214/11 Wound/Skin Healing
Record sacral pressure ulcer had decreased to
0.4cm x 0.3cm. The Menthiy Summary
completed by Nurse #1 dated 10/5/11 indicated
no open areas to skin and no pressure ulicers.
Observation during incontinent care on 11/2/2011
at 11:55 AM revealed no open areas and wounds
healed.

During an interview with the MDS Nurse on
14/2/11 at 3:20 PM she revealed it was the facility

deficient practices will not occur:

The Treatment Nurse will ensure
that all new admissions have Skin
Assessments and preventive
interventions are put in place.

The Charge Nurses have been re-
educated by Nursing Administration
on performing Skin Audits on all
admissions with appropriate

i documentation and communication
to Treatment Nurse, MDS Nurse and
Nursing Administration with follow
up notification to MD and Family on
11/7/2011.

The treatment Nurse will audit the
Body Audit Book, Skin Referrals and
CNA Care Records on a daily basis to
ensure appropriate follow- up on
identified issues as evidenced by
Interim Care Plan, Care Plans, CAAs,
Treatment Record, MD orders, chart
documentation and family
notification documentation.

4. Achieved and sustained:

The Director of Nursing Services /
Treatment Nurse or designee will
audit the Interim Care Plans,
Comprehensive Care Plans and
Wound Care Records utilizing a Q
tool weekly x4 weeks, then monthly
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F 314 i i
Cof‘tmued Fr?m page_ 18 , o F314)  for 3 months on any resident
policy to provide nursing with an interim care plan assessed at risk for potential skin

within 24 hours for each new admission. She ] . .
indicated the interim care plan was based on the breakdown and any issues identified
Nursing Admission Assessment and admitting wilt be corrected with 98%

diagnoses. She reported a comprehensive care compliance.

plan was developed for each resident after the

first full MDS assesstnent was completed, She -{] The Director of Nursing Services and

stated the purpose of care plans was to provide '/ or designee will audit the Body

nursing staff with guidance in the care of the audit book on residents with

facility residents. The MDS Nurse was unable to :
essure ujcers on a weekly basis to

find an interim care plan for Resident #4. The pressur that the C ol \t/h

MDS Nurse revealed she had just recently taken ensure that the Care Plan, the

over the MDS position and was still learing how treatment documentation and MDS

to complete all the care plans. She stated she documentation is appropriate with

did not know how Resident # 84 had been at the 98% compliance. The Treatment

facility for 19 days with no care plan. She stated
she had missed doing the interim for the resident.
The nurse revealed she was not aware Resident

Nurse will review daily.
The findings and concerns will be

#84 was not receiving treatments for the pressure | tracked and trended in the QA&A
ulcers documented on the MDS 8/31/2011 uniil i .

of712011. monthly meeting.

An interview was conducted with Nurse # 2 on 5. Date correction in place:

11473111 at 9:40 AM. She revealed a new
admission was given a head to toe assessment
by nursing staff, medical orders were clarified,
and MDS created an interim care plan in the first
24 hours. She reporied the interim care plan was
based on MD orders, diagnoses, and
assessments. She stated the interim care plan
told staff how to care for the new resident untit a
comprehensive care plan was completed.

During an interview with the Nurse #3 on 11/3/11
at 9:55 AM she revealed she had recently
become the facility Treatment Nurse. She
indicated she initiated treatment on Resident #84
as soon as the pressure ulcers were reported to
her, She stated she obtained a Dr. ' s order per
facility protocot and initiated a Wound / Treat

December 1, 2011
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Healing Record, She indicated once troatment
was begun the w.unds healed n lass than s
month,

During an Interview wiih the Director of Nursing
{DON) on 11/3/11 at 10:10 AM she revaezlad It
was her expectation each resldent would have an
acourats asseasmant, an interim plan of care,
and infervontions In place o prevent pressure
sores when a new admission was identified as
high risk. She stated the Interim care plan was
based on the ICD? {diaghosis codes) and
agsessmants by nursing and tharapy. She
indicated she was not aware a resident Identified
on admission as high risk with a reddened sacral
area had gone 19 days without a care plan and
had received no freatment for documented
prassure ulcers until the MDS Nurse made her
aware. She stated the MDS Nurse and
Trealment Nurse were new but nursing staff
shouid have identified the pressure sores and
notified the Treatment Nurse so she could
provide care to areas of braakdown,

483.35(l) FOOD PROCURE,
STOREIPREPARE/SERVE - SANITARY

The tacllty must - )

(1) Prosure food from sourcas approved of
considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve feod

under sanitary conditions

This R‘EQUJREMENT Is nol met 2 evidencsd
by:

F 314

F374] F371
483.35{i) Food Procure,
Store/Prepare/Serve-Santtary
| Dietary maintains a morning
temperature and evening

proper temperatures are
maintained.

tenperature log of both the freeczer
and refrigerator daily to assure the
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Healing Record. S indicaled once trealment
was begun the wounds healed in lass than &
ronth,

During an interview with the Director of Nursing
(DON} on 14/3/11 at 10:10 AM she reveslad it
was her expectation each resident would have an
accusale assessmenl, an interim plan of care,
and Interventions in place to prevent pressilie
sores when a new admisslon was ideniified as
high risk, She stated the Interim care plan was
based on the ICDY {dlagnoesls codas) and
assessments by nursing and therapy, She
indicated she was not aware a resident Identified
on admisslon as high risk with a reddenad sacral
area had gone 19 days without a care plan and
had received no treatment for dosumented
pressure ulcers until the MDS Nurse made her
aware. Shs stated the MDS Nurse and
Treaiment Nurse ware now but nursing staff
should have identified the pressure sores and
nolified the Treatment Nurse so she could
provids care lo areas of breakdown.

483,35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

Thalfaci];ty must - :
{1} Procure food from sources approved or
cansidered satisfactory by Federal, State or local

authorities; and
{2} Store, prepare, distribute and serve food

under sanitary conditions

This REQUIREMENT Is not met a¢ evidenced
by:

F 314

F a7t F 371

483.35(1) Food Procure,
Store/Prepare/Serve-Sanltary
Dietary malntains a morning
temperature and evening
temnperature log of both the freezer
and refrigerator daily to assure the
proper temperatures are
malntained,
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F 371 | Continued From page 20 Fa7q] Dietary has placed all cold food after

Based upon cbservations and staff interview the
facility fatled to maintain the temperatures of
pureed chicken at or above 135 degrees
fahrenheit and pudding at or below 41 degrees
fahrenheit

Findings Include:

1. An observation was conducted on 11/2111 at
11:48am with the Dietary Manager (DM). The
lunch food temperatures were taken. The pureed
chicken temperature reading was 121 degrees
fahrenheit. There were fhree pureed meals
ptated on the tray car.

At 12:14pm on 11/3/11 the tray cart remained
with three prepared pureed meals containing
pureed chicken. The tray cart was preparing fo
be delivered to the resident floors for lunch.

2. An observation was conducted on 11/2/11 at
14:48am with the Dietary Manager. The lunch
food temperatures were taken. The vanilla
pudding temperature was 58 degrees fahrenheit.
The tray line continued with vanilia pudding being
plated. A tray of vanilla puddings remained at the
fray line.

A second temperature was taken of the vanilla
pudding at 12:041pm on 11/2/11. The
temperature reading was 60 degrees fahrenheit,

An Interview on 11/3/41 at 8:17am with the DM
revealed she conducts in-services and audits with
her staff regarding food temperatures. She woild
expect the pudding temperature to be at 40
degrees fahrenheit. Her pureed food

preparation in the walk-in
refrigerator on metal trays. These
trays of coid food are removed from
the walk-in refrigerator one tray at a
time and the tray is placed on a bed
of ice. Each covered bowl of cold
food is removed and placed on the
resident’s tray for serving.

New deep small pots for the steam
table have been purchased and

' these pots make contact with the
steam table water. This maintains
small portions of pureed food at the
proper temperature prior to serving.

The Dietary manager monitors the
hot and cold food temperatures
using a digital thermometer before
meals are served and near the end of
the serving process.

The Dietary Manager monitors the
temperatures at the beginning of the
line and the end of the line insuring
the proper food temperature is
bheing served.

Dietary staff has been instructed on
| the new procedure and proper food
© temperatures for hot and cold food
served.

Date correction in place:
pPecember 1, 2011
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The faciliiy must establish and maintain an
infaction Gontrol Program designed to provide a
safe, sanitary and comfortable environment and
to help prevent the development and transmission
of disease and infection.

(a) infection Control Program

The facility must establish an Infeciion Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isolation,
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
determines that a rasident needs isolation to
prevent the spread of infection, the facility must
isolate the resident.

{2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact wil transmit 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

Parsonne! must handle, store, process and
ransport linens so as to prevent the spread of
infection.

1. For those residents found to
have been affected:

Immediate cleaning of contaminated
items in the room:

Barrier cream discarded, disposables
in bedside drawer were discarded,
non-disposables were disinfected
and the drawer was cieaned and
disinfected by housekeeping.

Call bell cieaned with disinfectant

Nurse and Housekeeping cleaned
and disinfecied the feeding pump.

Director of Nursing Services
inserviced the nurse #2: 1.1

All Nursing Staff Inserviced by Staff
Development Coordinator on
infection Control

2. For those residents having the
potential to be affected by the
same alleged deficient practice:

In- house review has been
performed of all acquired infections
for the last 3-6 months with tracking
and trending of nosocomial
infections by shift, hall, location on
the hall, type of infection and
caregiver exposure.
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temperature standard is 165 degrees fahrenheit.
F 441 | 483.65 INFECTION CONTROL, PREVENT F441; Fa41
as=p | SPREAD, LINENS
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i with nursing staff on
F 441 | Continued From page 22 Faqq| Inservice held g stati o
infection control measures including
hand washing, standard precautions
and handling and waste of
This REQUIREMENT is not met as evidenced contaminated materials.
by: ,
Based on observations, record review and staff 3. Toensure the s‘ame 0_'"9935"
interviews the facility failed to ensure that staff deficient practices will not
remove thelr gloves and wash thelr hands after aceur:
incontinent care and prior to handling clean items . . ced
in the room for 1 of 1 residents observed during Nursing staff members inserviced on
incontinent care (Resident #598). The findings infections control, disposal of
include: contaminated items, contaminated
. . . roper hand washin
The undated facility policy fitted Hand Washing wiaste, P ip PEh fer si Ieg’ se and
Requirements under Policy read: "Employees will disposal of PPEs atter single Use a
wash hands at appropriate times to reduce the between tasks on the same resident
risk of transmission and acquisition of infections.” if contamination of gloves, hands,
c3 rgad: "Change gtoyes during pa{ient care if PPEs, etc. has occurred.
moving from a contaminated body site to a clean : .
body site." 4. Achieved and sustained:
. i i infection
Resident #59 was admitted to the facility on Audits "‘j"H be performed of infe .tlo
06/47/11. On 11/01/11 at 11:24 AM, Nurse #3 ~ control information by the Infection
was observed to rolt the resident onto the right . Control Nurse looking for patterns of
side and remove the incontinent brief. The contamination monthly and
resident had baen incontinent of stool. While
) . quarterly.
waarng gloves, the nurse used pre-moistened
wipes to clean the staol from the resident. The Findings will be reviewed by the
nurse picked up a tube of barrier cream white Director of Nursing Services and / or
wearing the same gloves and applied the cream : :
ns of patterns or
to the resident ' s buttocks. With the same gloves, her' Deﬁlgnee for ?flg S, P e
the nurse picked up the resident ' s call bell and indications of ineffective sta .
placed on the top of the covers within reach of the infection control measures and will
resident. The nurse repiaced the tube of bariier be presented to the QARA
cream in the drawer of the be;ds:de table and then Committee monthily.
removed the gloves and putin a trash bag and :
tied up the top of the trash bag. The nurse furned 5. Date correction in place:
the resident ' s feeding pump on and then used a December 1, 2011
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F 441} Continued From page 23 F 441

hand sanitizer to clean her hands.

On 14/02/11 at 11:52 AM Nurss #3 stated in an
interview that she should have changed her
gloves and washed her hands after providing
incontinent care prior to applying the barrier
cream and handling the call bell and other clean
items.

in an interview with the Director of Nursing (DON)
and the Administrator on 11/02M11 at 5:07 PM,
ine DON stated that the nurse should have
removed her gloves and washed her hands after
providing incontinent care prior to handling clean
itemns in the room.
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K 02%
K 029! NFPA 101 LIFE SAFETY CODE STANDARD K28 PWPBm“Oﬂ ahdfar
55=0 . i1}
Haexardols areas are protected Iy accordance Eff,'}iﬁ{;ﬂ;’ Lg‘;’a‘ﬁ";{’c"o’ nstltule
with 8.4, “Tho uress ars enclosod with a ehe hour
admlesion or sgrearaent by the
Pre-yated bardar, wilh & 3/4 hour fire-rated door, piovider of the truth of the iteme
withoul windows {in accordance with 8.4), Donrs allegad ar congluslona ask forth 1o
aro seff-closing or automatle closing In . A T
dcoordanas with 7.2,1.6,  16.3.2.1 In the siglement of doflclonatgs, - o '
an er 148, ) The plan of correction s K I
prepared and or execuled solely V) (% & 781
becausa { Ja pequired by the ..
This STANDARD Is hot met ne svidenced by: gﬁ‘“{’s}"” of the Fodutal and
A Buwod an obswryation ot 19/17/2011 {he door Bl 1.
to (he dty stovage moom In the Klichen did not e
have & Iisted closey on it it falled ta cjosa and , A funcloning fsted closure was
latch, Inataliad on the kitchan dry
42 clr 483,70 (=) starage raom oh 12/8/2011.
K 060 | NFPA 101 LIFE SAFETY CODE STANDARD K 060 The mantenancs and pafety
530 . : 8
fira dillla are h6ld al unexpeciad Smar ander aupervisor Visually ang
vayying condltlons, a jaast quarterly on each shiR, physlcally oheoks doors at
The'atuif (s familar with procedures and fs aware random theoughout the {acilty
tuat dijlls are part of eslehlished routi, : for praper funislloning
Razponsiblity for planning and condusting dillls fs ceneantrating on Wezardous
asslgnad only ke compatent pereons who are areds o o dafly basis,
qualifiad to exercioe leadership, Whare drils are
renduoted betwish 8 FN and 8 AM a coded The staff was n sepdeed by the
gntiotncernant may e wred Instead of aud(bls malntehanca and safely
alarms,  16.7.1.2 supervigor on the codes
’ : peralning fo deor vegulatony,
. The malnlananca ;:um:wisor wilt e s
This STANDARD is not met as evidenced hy: daotiment thess checks and
A. Busad on obasdrveltion on 117/17/2011 tha stalf locations on waekly basis fora .
g‘lﬁtﬁ({;ﬁ?ﬂ?{;ﬁfadid ot know the tira dr|) progedura, : pﬁﬂnd of 3 monihs. Har2af2a44
K Q7% 1 LIFE SAFETY CODE STANDARD ‘Ko7z
/M Menris of egrese arm continuously maintained free
. o
TITLE [ N

)
U\ua RY DIREOYaNT OR PROVIDEREUPPLIER REPRESENTATIVES SIGRATURE .
Lol oL . o f%,m:é’a\ oy [ Vienon,
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Any ‘-‘- oheagy n!utomun snding vilis g 26l rlemdumoa 4 defiolency whch the haltuion moy ba eXcusnd fotn dplrac] rm;ld]ng it (n dojq

hgy/ g pnfs provide sulfiell pbinarlon 1o the puttertls. (San laslnuctions) Excopl for nuraing homaa, 1he Mndings sIiEd Xbava upe divuigsaply 3o4ays
fol {old) S Ui 1 aglhedprapl & blan of surction Is provided, Fop pursing homas, the ebove ndlnge onid plens of soracilon arg X Buohly 14
dya {ollordng \he dale thoxe desuments ATd Fnal SVSTIOTMG iyt ot et nrove daslenanlvugaptlondearff lia to conllnued
pragrem pudlelpation, . olg
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STATEMENT OF DEFICIENGIES {X1) PROV:D;EFX%UZPLIES{}%%A {42} MULTIPLE cor:smum!iion (*3) gérfn? %@;,EY
AND PLAN OF CORRECTION IDENTIFICATION Nt : ABULDING 03« NEW ;auu_‘.m REREWLA0 ._
345356 B WING — 1471712011
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE '
320 NORTH MAIN STREET
RICH SQUARE HEALTH CARE CENTER RICH SQUARE, NG 27869
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORREGTION %5}
FREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDR YO THE APPROFRIATE DATE
DEFICIENCY)
K 029
K 0291 NFPA 101 LIFE SAFETY CODE STANDARD K (29 Preparation andfor
§8=0 execution of the plan of
Hazardous areas are protected in accordance corrections does not constitute
with 8.4, The areas are enclosed with a one hour admisslon or agreement by the
firg-rated barrler, with a 3/4 hour fire-rated door, provider of the truth of the ftems
without windows {In accordance vyith 8.4), Doors alleged or conclusions set forth
are segf-cioslng or auTto?aﬂcj gigs;ng In in the statement of deficiencies.
accordance with 7.2.1.8. 3.2.1 The plan of correction Is
prepared and or executed solely
because It Is required by the
This STANDARD Is not met as evidenced by: gﬁgﬁ:&ﬁ fthe Federal and
A. Based on observation on 11/17/2011 the door '
to the dry storage room in the kitchen did not
have a fisted closer on it , It failed fo close and A functioning listed closure was
iatch, Installed on the kitchen dry
42 cfr 483.70 (a) storage room on 12/6/2011.
K 050 | NFPA 101 LIFE SAFETY CODE STANDARD K 050 )
S8=D The maintenance and safety
Fire drills are held at unexpected imes under supervisor visually and
varylng conditions, at least quarterly on each shift, physically checks doors at
The staff is famlliar with procedures and is aware random throughout the facliity
that drills are part of established roufine. for proper functioning
Responsibility for planning and conducting driils is concentrating on hazardous
asslgned only to competent persons who are areas on a daily basts.
qualified to exercise leadership. Where drills are
cohducted between 9 PM and 6 AM a coded The staff was In serviced by the
announcement may He used instead of audible maintenance and safety
alarms. 18.7.1.2 supervisor on the codes
pertaining to door regulations,
The maintenance supervisor will
This STANDARD s not met as evidencead by: document these checks and
A. Based on observation on 11/17/2011 the staff locations on weekly basls for a
Interviewed did not know the fire drill procedure, perlod of 3 months. 1212812014
42 CFR 483.70 (a)
K 072 ] NFPA 101 LIFE SAFETY CODE STANDARD K072
38=D
Means of egress are continuously maintained free
TITLE (%6} DATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

Any deflctency statement ending with an asterisk (*) denotes a deficlency which he Institulion may be excused from correcting providing it is determined that
other safeguards provide sufficlent protection to the pationts, (See Instructions.) Except for nurslng homes, the findings stated above are disclosable 80 days
following the dale of survey whether or nol a plan of correction Is provided, For nursing homes, the above findings and plans of correction are disclosable 14

days following the date these documents are made avallable 1o the facilily. If deficlencies are cited, an approved plan of correction Is requisite 1o continued
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FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IGENTIFICATION NUMBER:

345366

(%2} MULTIPLE CONSTRUCTION

A. BUILDING
B. WING

03 - NEW BUILDING INEW LOt

{K3) DATE SURVEY
COMPLETED

11/17/2011

NAME OF PROVIDER OR SUPPLIER
RICH SQUARE HEALTH CARE CENTER

STREET ADDRESS, GITY, STATE, ZIP CODE
320 NORTH MAIN STREET

RICH SQUARE, NC 27869

{X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFIGIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IPENTIFYING INFORMATION}

i
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFIGIENCY)

{%6)
GOMPLETION
DATE

K072

Continued From page 1

of all obsiructions or Impediments to full instant
use In the case of fire or other emergency, No
furnishings, decorations, or other objects obstruct
exits, access to, egress from, or visibllity of exits,
7.1,10

This STANDARD is not met as evidenced by:
A, Based on observation on 11/17/2011 there
were chairs and tables stored in the corridor at
Physical Therapy.

42 CFR 843.70 (a)

K072

K 050

Flre drills are held on each shift
at teast on a quarterly basls and
documented.

In services have been held
reviewing fire drill procedures,
R.A.C.E,, pull atarm locations,
proper technique for locating fire
are&, unlocking doors,

New employees will be tralned
on fire drifi procedures on a one-
on-one hasts by the safety
supervisor and will pass an oral
exam pertaining to fire drills,

The safety supervisor wili
conduct 1 documented fire drill
per shift, per month for a period
of 3 months and continue
tralning until 98% compliance s
achleved.

K072
Furnlture was removed from the
“therapy"/300 hall exit on
141712011,

The safety supsrvisor in-
sarviced all employees
regarding maintaining all exit
routes free from obstructions,

The safely supervisor wili
randomiy visually check all exit
corrldors for obstructions on a
daily basis and report any
violations to the Administrator.

1212812011

12/28/2011;
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