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F 000 | INITIAL COMMENTS F 000 This Plan of Correction is the center's credible
allegation of compliance,
No def?cie'ncies .wel:e cited as a resuit of the Preparation andfor execution of this plan of correctio
complaint investigation Event ID #MX77 it. does not constitute admission or agreement by the
F 315 | 483.25(d) NO CATHETER, PREVENT UTl, F 315| provider of the truth of the facts alleged or conclusio
ss=0 | RESTORE BLADDER set forth int the statement of deficiencies. The planof
correction is prepared andior execited solely because
Based on the resident's comprehensive it is required by the provisions of federal and state law.
assessment, the facility must ensure that a ;i ]
resident who enters the facility without an L. Resident number 20 was admitted | F315
indwelling catheter is not catheterized unless the with an indwelling catheter 9/22/11|  11/28/20]
resident's clinical condition demonstrates that related to sacral wounds, a sore on
catheterization was necessary; and a resident his penis and generalized 4+ edema,
who is incontinent of bladder receives appropriate As the resident progressed, the
treatment and services to prevent urinary tract facility failed to reassess resident
infections and to restore as much normal bladder 20’s need to keep the catheter in
function as possible. place. Based on a thorough
assessment on 11/09/2011, the
catheter was removed
This REQUIREMENT is not met as evidenced 2. All residents with indwelling
by: catheters are identified as at risk for
Based on observation, record review and staff having a catheter remain in place
interviews, the facility failed to have medical beyond the time it should. All
justification for the use of an indwelling urinary residents with catheters were
catheter for 1 of 4 sampled residents (Resident reviewed for appropriate CMS
#20) who had catheters. Findings include: approved justification. The nursing
) ) o team meets weekly to review
Resident #20 was gdm|!ted fo the_faclllty on specific quality measures and will
09!22!1:1. Cumula’gve dragno§es mciu_ded now include catheterization
der_nen.tia, cgngestwe hgart failure, atriai justification and management in
ﬁbnllatcop, diabetes mellitus and anasarca that Standards of Care meeting thus
(generalized edema). each resident with an indwelling
According to a hospital history and physical of cathger Wl l.l be reviewed on a
08/12/11, Resident #20 had an indwelling urinary weekly basis.
catheter inserted due to incontinence and an Any catheter that 1o longer meets
infected coocyx ulcer. CMS crlteljla will be dlscontl}iued
as appropriate. All nurses witl be
The transfer physician orders of 09/21/11 in-serviced on this change in
PLOcess,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ] X6} DATE
Lyt 8. Lpnose Bxeafor” Do 2N 1y
Any deﬁdenc;r stalement ending with an asterisk (*) denotes & deficiency v}t_ﬂ‘&t the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. {Seeinstructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey wh
days following the date these docu

program participation,

ather of not a plan of comection is provided. For nursing homes,
ments are made avaflable o the facility. If deficiencies are cited, an approved pian of comection is requisite to continued
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indicated Resident #20 had an indwelling urinary
catheter.

The hospital fransfer/discharge summary of
09/22/11 indicated Resident #20 had an infected
coceyx wound that had improved and was stable.

According to a telephone physician's order of
09/22/11 Resident #20 had an indwelling urinary
catheter due to an infected coccyx decubitus.

Aweekly pressure ulcer report indicated that a
stage 2 pink pressure ulcer to the coccyx/sacral
area that had been first observed on 09/23/11.
On 09/28/11 the area measured 0.5 centimeters
{cm) by 0.5 cm.

A skin inspection anatomy diagram of 09/25/11
indicated Resident #20 had 4+ edema all over his
body.

An Evaluation of Medical Justification for
indwelling catheter use of 09/22/11 indicated the
cocoyx decubitus was healed.

The Admission Minimum Data Set (MDS) of
09/29/11, indicated Resident #20 had an
indwelling urinary catheter. Included in the Care
Area Assessment (CAA) triggers was indwelling
urinary catheter. The CAA detail associated with
this assessment noted he had been admitted to
the facility for rehabilitation and was at risk for
urinary tract infection from his catheter. ltwas
noted that he had 2 unstageable pressure ulcers.

Resident #20's care plan, last reviewed 10/04/11,
noted a problem with altered urinary elimination
due to an indwelling urinary catheter.

This Plan of Correction Is the center's credible
allegation of compliance.

Preparation endfor execution of this plan of correction
does not constitute admission or agreement by the ’J
provider of the rruth of the facits alleged or conclusio
set forth in the statement of deficiencies. The plan of
correction is prepaved and/or execuled solely because
it Is required by the provisions of federal and state law

3. The Assistant Director of Nursing
will maintain a current list of all
residents with indwelling catheters
updated as admissions, discharges,
new catheters and discontinuation
of existing catheters take place.
The list will be brought to the
weekly Standards of Care meeting
review. The list will be updated to
reflect the date of last review and
the justification presented.

4. The number and reasons for
indwelling catheters will be entered
into the minutes of the facility’s
performance review committee
meeting,

5. The Director of Nursing has
responsibility for maintaining
compliance with this corrective
action.
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A physician's progress note of 10/08/11 indicated
Resident #20 had excoriation over his sacrum
and generalized pelvic/scrotal/thigh edema.

A physician's telephone order of 10/112/11
Indicated Resident #20 had an indwelling urinary
catheter for an open sore around the penis site.

Another Evaluation of Medical Justification
indwelling catheter use of 10/27/11 indicated the
Justification for the catheter was an open sore
around Resident #20's penis per a physician's
order of 10117/11.

A physician's telephone order of 10/28/11 for
Resident #20 indicated the Indweiling urinary
catheter was inserted for generalized edema,
anasarca and scrotal edema.

According to a physician's progress note of
10/28/11, the anasarca had resclved.

According to a weekly non-pressure skin
condition report of 11/01/11, the open area to the
penis had healed.

During an interview with the treatment nurse, on
$1/07111 at 10:45 AM, she stated Resident #20
had an

indwelling urinary catheter due to a sore on his
penis, edema and weakness.

Wound care was observed being provided to
Resident #20 on11/09/11 ai 2:15 PM. There was
an indwelling urinary catheter present with a leg
strap securing it to his upper right thigh. He had
2 less than 0.5 ¢m superficial open areas noted

F315
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to his sacrum/coccyx. There was no generalized
edema noted however he did have edema to the
left arm and hand. There were 11¢ open areas
noted {o his penis.

During an interview with the Director of Nurses
(DON), on 11/09/11 at 4:40 PM, she stated
Resident #20 had been admitted with severe
edema (anasarca). She stated he had some
urinary retention due to the swelling. The DON
commented that he had lost a significant amount
of the edema with ihe use of diuretics and was
pretty much back to nommat.

A nurse's note of 11/09/11 at 9:00 PM indicated
the indweliing urinary catheter had been
discontinued.

Upon record review on 11/410/11 at 8:30 AM, it
was noted that there was a physician's telephone
order indicated the indwelling urinary catheter
was to be discontinued. Resident #20 was to be
monitored for output and to re-insert the cathster
if no urine output.

Nurse #2 reported on 11/10/1 at 8:40 AM that
Resident #20 had no problems with urinary
elimination since the catheter was removed.

During another interview with the DON, on
1174011 at 10:30 AM, she stated she had
reassessed Resident #20. She reported his sore
to the penis had healed and he had a stage 2
pressure ulcer to his sacrum. The DON stated
his anasarca (generalized edema) had subsided
s0 the catheter had been removed.

The Assistant Director of Nurses stated on

F 315
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F 315 Continued From page 4 F 315 This Plan of Correction is the center's credible
114/40/11 at 11:00 AM that the new process for allegation of compliance.
catheter justification was to check physician
orders upon admission for an appropriate g;zg‘:;’i‘;’:“ ?ﬁ‘;’aﬁgﬁ: g{ g"'s ;ﬁ: :{:";’x“’"”
diagnosis. She stated the appropriate uses for orovider of the truth of the facts aﬁ;ge e comolusion
catheters were outlined on the catheter set forth in the statement of deficiencies. The plan of
justification form. The ADON added that when correction is prepared andior execuited solely becatise
Resident #20 was admitted he had a lot of edema it is required by the provisions of federal and state law)
to his scrotal area as well as his body but had
been diuresed and the edema had resolved. She 1. Resident #3 has gained 8 pounds F 325
also stated that the catheter should have been on his large portions and was 11/28/20) 1
discussed during morning rounds but was not. removed from large portions on 23
The ADON stated when the anasarca resolved, Nov 11 at his request. Resident
Resident #20 should have been re-evaluated for #14 has terminal cancer, irritable
the use of the indwelling urinary catheter. bowel syndrome, failure to thrive,
dementia and depression. At
The treatment nurse reported on .1 1/10/11 at admission her weight was 130.8
11:10 AM that the open area Resident #20 had to pounds. Tt is now 131.4 on
his penis was in the form of little red bumps that Megace and large portions.
had healed. Resident number 65°s weight is
F 325 | 483.25()) MAINTAIN NUTRITION STATUS F 325 stable.
s5=D | UNLESS UNAVOIDABLE
. 2. Allresidents have the potential to
Besestment tho follty mst ansurs that be effected by fmpropor portion
rosident - : sizes. Resident weights are
A o reviewed at least monthly and
(1) Maintains acceptable parameters of nutritional residents with weight changes are
status, such as body weight and protein levels, . ) ) £es 1
unless the resident’s clinical condition Ideptnﬁed. Residents experiencing
demonsfrates that this is not possible; and zg:sg:’;;ga;g;z;ﬁaza;:z::ﬁ; o
2} Receives a therapeutic diet when there is a » - |
§1U)tfiti0nal problem. pe added to stabilize Welght. Large
portions are one potential
intervention and are implemented
for residents with weight loss who
are eating greater than 75% of theiy
This REQUIREMENT is not met as evidenced meal and are agreeable to the
by: intervention, The dietician and
Based on observation, staff interview, and record dietary manager maintain a current
FORM CMS-2567(02-98) Previous Versions Obsolete Event ID:MX7T1H Facility ID: 953217 If continuation sheet Page 5of 25
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seview the facllity failed to provide iarge meai
portions to 3 of 3 sampled residents (Resident
#3, #14, and #65) with physician orders for large
portions to help prevent weight [oss or to promote
autritional health. Findings include:

1. Resident #65 was admitted to the facility on
07/05/05. The resident's documented diagnoses
included hypertension and cerebrovascular
accident.

Record review revealed a 12/28/09 physician
order initiated large portions for Resident #65
(this order was carried forward and was present
on the resident's November 2011 monthly
physician orders).

Resident #65's Weight History documented she
weighed 71 pounds on 04/06/11, 67 pounds on
06/06/11, 70.5 pounds on 08/11/11, and 70
pounds on 10/05/11.

Resident #65's current care plan, revised after
the resident's 08/31/11 Minimum Data Set (MDS)
was completed, identified nutrition as a problern
area for the resident due to decreased intake at
meals. Interventions to this problem included
large portions at each meal, which was added on
10/27M11.

At 12:13 PM on 11/08/11 a nursing assistant (NA)
set up Resident #65's meal tray, and left the
resident’s room. The resident's tray slip
documented she was on a puree diet with large
portions. Resident #85's roommate was also
eating the lunch meal in the room, and her tray
slip documentsd she was on & puree diet with
standard portions. Both residents received their

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctior
does not constitute admission or agreement by the
provider of the iruth of the facts al leged or conclusions
sed forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law)

list of residents who are receiving
large portions as an intervention.
Those residents have the portion
adjustment added to their tray
cards and a red napkin placed on
the tray as a visual reminder to
staff, On the tray line, the “Caller”
instructs the server to put large
portions on the tray. The server
now uses a large sized scoop to
serve large portions, serves two
portions of side dishes and 1.5 to
double portions of meat. At the eng
of the tray line, the “checker”
assures the correct portions are on
the tray. All dietary staff has been
in-serviced on the Red Napkin
Program.

Weights continue to be reviewed a
the weekly Standards of Care
meeting. The dietician will review;
residents with weight changes and
determine if the interventions are
appropriate and effective. The list
of residents receiving large
portions will bo maintained by the
dietician and provided to the
dietary manager. The dietary
manager will monitor 100% of
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F 325 Continued From page 6 F 325 This Plan of Correction is the center’s credible
food in the same size seclional plate, and alfegation of compliance.
received the same amount of puree meatloaf,
potatoes, and greens. Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
X rovider of the truth of the facts alleged or conclusions
At 5:23 PM on 11/08/11 the Dietary Manager get forth ir{the s!aremg;it oj{ deﬁcienffes. The plan of
(DM) stated three dietary smployees worked on correction is prepared andior execited solely because
the irayline preparing resident plates. She itis requirved by the provisions of federal and state law
reported one person functioned as a "cafler” and
was supposed to call out the diet, dislikes, residents on large portions for one
supplements, and portion size documented on meal aday X 5 daysaweek X 4
the tray slips. She commented the cook actually weeks. Ifthe portions are
placed the food on the resident plates. Accerding consistently appropriate the dietary
to the DM, a "checker” at the end of the line manager will begin monitoring
inspected the plates fo make sure what was 10% of large portions trays at
placed on the plates matched documentation on random each week.
the tray slips. 4, Results of the program will be
reviewed at monthly Process
At 5:34 PM on ‘[1[08/11. the QM stated statefl Improvement meeting and -
;ggr[e were;:;:tﬁ:n;rs dw'“:irgsfsntsh“:t feoeé‘l'j"'_'g evaluated for effectiveness.
a pr:\.rri%i: su;ey. Inifspoiseetcf tr?;slgra:)?:len:' ¢ > &;Ngr;siﬁ)g]elig?e ?cll.im;linistrat?r
the DM reported the facility held in-servicing with fl’. it ﬂans uring ongoing
the dietary and NA staff to explain what compliance with this corrective
constituted large portions. The DM also action.
commented she did an audit to ensure that all
residents with physician orders for large portions
had the information documented on tray slips.
The DM reported the staff was educated that
large portions not only applied to the pratein food
at the meal but also to the starch and vegetable
served. According to the DM, in order to be
consistent with serving sizes, there should be two
size serving utensils used at the tray line for
puree foods, one used for standard portions and
one used for large portions. The DM also
commented that not only did the dietary staff
working on the trayline have a responsibility to
provide large portions documented on tray slips,
FORM CMS-2687(02-99) Provious Versions Obsolele Event ID:MX7711 Faciity ID: 953217 If continuation sheet Page 7 of 25
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Continued From page 7

but the NA staff was responsible for comparing
the tray slips against the food on resident plates
when they sef them up. She explained that if
residents did not receive the large portions
documented on their tray slips, the NAs were
supposed to notify the kitchen so the problem
could be corrected.

At 5:40 PM on 11/08/11 a NA began feeding
Resident #65 puree chicken, ziti pasta, and com
salad. The resident's tray slip documented she
was on a puree diet with large portions.

At 5:44 PM on 11/08/11 a plate for a resident
receiving a puree diet with standard portions was
uncovered, and the DM stated the amount of
puree food on Resident #65's large portions
supper plafe was the same as the the amount of
puree food on this standard portion piate.

At 5:48 PM on 11/08/11 the "caller" on the supper
trayiine stated the portion size listed on resident
fray slips was part of the information she called
out to the cook. The cook reported the "caller”
had called called out some large portion meals to
her that evening. There was only one size
serving utensil in the puree foods at the trayline.
The cook explained she would just add some
more puree food on the large portion plates, and
it would be obvious visually that there was more
puree food on the large portion plates than on the
standard portion plates.

At 5:57 PM on 11/08/11 the "checker” at the
trayline stated she did check plates against the
tray slips before placing them in the carts, and
one of the things she was supposed to verify was
that the portion size was corract on all plates,

F 326
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At 11:22 AM on 11/09/11 NA #1 stated she was
taught what large portions were and where the
portion sizes residents were to receive was
documented on the tray slips. She reported the
porfion size was one of the things the NAs were
supposed the check for accuracy when setting up
resident frays. NA#1 commented it was pratty
easy to tell if residents were receiving large
portions because the food was about double the
amount which appeared on resident plates
receiving standard portions.

At 3:55 PM on 11/09/11 NA #2 stated she was not
in-serviced about large portions until 11/08/11.
During the 11/08/11 in-service this NA reported
staff were reminded to check the portion size
documented on tray slips against what actuaily
appeared on resident plates. She commented it
was easy to tell if residents received their large
portions by just comparing the amount of faod on
their plates against the amount on resident plates
who received standard portions.

At 4:18 PM on 11/09/11 NA #3 stated she had
attended two in-services which dealt with large
portions. During the first she reported the staff
was taught what constituted large portions and
where to find portion size information on tray
slips. During the second the NA commented staff
were reminded to check fray slips to make sure
residents received the correct portion size on
their plates. According to NA#3, residents
receiving large portions should have double the
amount of food on their plates compared to the
amount on standard portion plates. She
explained she was told to notify the nurse and the
dietary department if residents were not receiving
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the portion size documented on their tray slips.

2. Resident #14 was admitted to the facility on
09/28/41. The resident's documented diagnoses
included anemia, hypertension, and renal
insufficiency.

On 10/04/11 Resident #14's care plan identified
the resident as being at risk for nutritional decline
due to variable intakes of food/beverages.

Resident #14's Weight History documented she
weighed 128.2 pounds on 10/06/11, 124.2
pounds on 10/10/11, and 128.4 pounds on
10M9/11.

Record review revealed a 10/27/11 physician
order initiated large portions for Resident #14
(this order was carried forward and was present
on the residents November 2011 monthly
physician orders).

On 10/27/11 the intervention of large portions at
meals was added to Resident #14's care plan to
address possible nutritional decline.

The resident's Weight History documented she
weighed 132.2 pounds on 11/01/11.

At 12:55 PM on 11/08/11 the nursing assistant
(NA) set Resident #14's lunch tray up, and left the
resident's room. The resident’s tray slip
documented she was supposed fo receive large
portions. The same amount of meatloaf,
potatoes, and greens were on Resident #14's
plate as on other resident plates on the cart who
received standard portions.
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At 5:23 PM on 11/08/11 the Dietary Manager
(DM) stated three dietary employees worked on
the trayline preparing resident plates. She
reported one persen functioned as a “"caller” and
was supposed to call out the dief, disiikes,
supplements, and portion size documented on
the tray slips. She commented the cook actually
placed the food on the resident plates. According
to the DM, a "checker” at the end of the line
inspected the plates to make sure what was
placed on the plates matched documentation on
the tray slips.

At 5:28 PM on 11/08/11 the NA set up Resident
#14's supper tray, and left the resident's room.
The resident's tray slip documented she was
supposed to receive large portions. The resident
had two very small chicken legs, a small side dish
of corn, and a scoop of ziti on her plate. This
same amount of food was present on other
resident plates on the cart who received standard
portions. The Dietary Manager {DM) reported
Resident #14 did not recsive large portions like
she was supposed to.

AL5:34 PM on 11/08/11 the DM stated stated
there were problems with residents not receiving
the large portions ordered by the physician during
a previous survey. In response to this problem
the DM reported the facility held in-servicing with
the distary and NA staff to explain what
constituted large portions. The DM also
commented she did an audit to ensure that all
residents with physician orders for large portions
fhad the information documented on tray slips.
The DM reported the staff was educated that
large portions not only applied to the protein food
at the meal but also to the starch and vegetable
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sarved. According to the DM, a large portion of
the chicken served at the supper meal would be
three o four legs, a large portion of the ziti would
be two scoops, and a large portion of the cormn
would be two side dishes. The DM also
commented that not only did the dietary staff
warking on the trayline have a responsibility {0
provide large portions documented on tray slips,
but the NA staff was responsible for comparing
the fray slips against the food on resident plates
when they set them up. She explained that if
residents did not receive the targe portions
documented on their tray slips, the NAs were
supposed to notify the kitchen so the problem
could be corrected.

At 5:48 PM on 11/08/11 the "caller" on the supper
trayline stated the portion size listed on resident
tray slips was part of the Information she called
out to the cook. The cook reporied the “caller”
had called called out some farge portion meais to
her that evening. She commented she would
place more corn in the side dishes of residents
receiving large portions, but was unable to
explain how she would do so when the dishes
were already filled to the brim of standard
portions. The cook then remarked she guessed
she would fill another side dish with the comn for
large portions. The cook reported a large portion
of chicken would be three chicken legs. She
explained she would add another spoonful of
pasta on the plates of residents receiving large
portions.

At5:57 PM on 11/08/11 the "checker” af the
trayline stated she did check plates against the
fray slips before placing them in the caris, and
one of the things she was supposed t0 verify was
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that the portion size was correct on all plates.

At 11:22 AM on 11/09/11 NA#1 stated she was
taught what large portions were and where the
portion size residents were to receive was
documented on the tray slips. She reporied the
portion size was one of the things the NAs ware
supposed the check for accuracy when sefting up
resident trays. NA #1 commented it was pretty
easy to tell if residents were receiving large
portions because the food was about double the
amount which appeared on resident plates
receiving standard portions.

At 3:55 PM on 11/09/11 NA #2 stated she was not
in-serviced about farge portions until 11/08/11.
During the 11/08/11 in-service this NA reported
staff were reminded %o check the portion size
documented on iray slips against what actually
appeared on resident plates. She commented it
was eagy to tell if residents received their large
portions by just comparing the amount of food on
their plates against the amount cn resident plates
who received standard portions.

At 4:18 PM on 11/09/11 NA#3 stated she had
attended two in-services which dealt with large
portions. During the first she reported the staff
was taught what constituted large portions and
where to find portion size information on tray
slips. During the second the NA commented staff
were reminded to check tray slips to make sure
residents received the correct portion size on
their plates. According to NA#3, residents
receiving large portions should have double the
amount of food on their plates compared to the
amount on standard portion plates. She
explained she was told to notify the nurse and the
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dietary depariment if residents were not receiving
the portion size documented on their tray slips.

3, Resident #3 was admitted to the facility on
10/08/01. The resident’s documented diagnoses
included anemia, hypertension, and osteoporosis.

Record review revealed a 11/24/08 physician
order initiated large portions for Resident #3 (this
order was carried forward and was present on the
resident's November 2011 monthly physician
orders).

Resident #3's Weight History documented he
weighed 225 pounds on 04/06/11, 218.4 pounds
on 07/03/11, and 221 pounds on 08/08/11.

Resident #3's current care plan, last updated
after the completion of the resident's 09/24/11
Minimum Data Set (MDS), identified the resident
as being at risk for nutritional decline secondary
to variable intakes of food/beverages and history
of very gradual welght loss. Interventions to this
problem included providing meals per physician's
diet order.

Resident #3's Weight History documented he
weighed 221 pounds on 10/04/11.

At 6:00 PM on 11/06/11 Resident #3 was eating
at a table in the dining room with three other
residents. Resident #3's tray slip documented he
was supposed to receive large portions, and the
tray slips of the other three residents at the table
documented they were on standard portions. All
four residents at the table received one grilled
cheese sandwich and the same size bowl of soup
on their plates.

F325
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At 12:18 PM on 11/08/11 Resident #3 was eaiing
at a table in the dining room with three other
residents. Resident #3's iray slip documented he
was supposed lo receive large portions, and the
tray slips of the other three residents at the table
documented they were on standard portions. All
four residents at the table received one plece of
meatloaf (all the same size pleces), a small side
dish of greens, and one scoop of potatoes.

At 5:08 PM on 11/08/11 Resident #3 was eating
at a table in the dining room with three other
residents. Resident #3's tray slip documented he
was supposed to receive large portions, and the
tray slips of the other three residents at the table
documented they were on standard portions. All
four residents at the table received two very smalt
chicken legs, a small side dish of corn, and one
scoop of ziti. The Dietary Manager {DM) stated
Resident #3 did not receive large portions of food
at this meal like he was supposed to.

At 5:23 PM on 11/08/41 the DM stated three
dietary employees worked on the trayiine
preparing resident plates. She reported one
person functioned as a "caller” and was
supposed to call out the diet, dislikes,
supplements, and portion size documented on
the tray slips. She commented the cook actually
placed the food on the resident plates. According
to the DM, a "checker” at the end of the line
inspected the plates to make sure what was
placed on the piates matched documentation on
the tray slips.

At 5:28 PM on 11/08/11 the NA set up Resident
#14's supper tray, and left the resident's room.
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The resident's tray slip documented she was
supposed fo receive large portions. The resident
had two very small chicken legs, a small side dish
of corn, and a scoop of Zitl on her plate. This
same amount of food was present on other
resident plates on the cart who received standard
portions. The Dietary Manager (DM) reported
Resident #14 did not receive large portions like
she was supposed to.

At 5:34 PM on 11/08/11 the DM stated stated
there were problems with residents not receiving
the farge portions ordered by the physician during
a previous survey. In response fo this problem
the DM reported the facility held in-servicing with
the dietary and NA staff to explain what
constituted large portions. The DM also
commented she did an audit fo ensure that all
residents with physician orders for large portions
had the information documented on tray slips.
The DM reported the staff was educated that
targe portions not only applied to the protein food
at the meat but also to the starch and vegetable
served. According to the DM, a large portion of
the chicken served at the supper meal would be
three or four legs, a large portion of the ziti would
be two scoops, and a large portion of the comn
would be two side dishes. The DM also
commented that not only did the dietary staff
warking on the trayline have a responsibility to
provide large portions documented on tray slips,
but the NA staff was responsible for comparing
the tray slips against the food on resident plates
when they set them up. She explained that if
residents did not receive the large portions
documented on their tray slips, the NAs were
supposed to notify the kitchen so the problem
could be corrected.
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At 5:48 PM on 11/08/11 the "caller” on the supper
trayline stated the portion size listed on resident
tray slips was part of the information she called
out to the cook. The cook reported the "caller”
had called called out some large portion meals to
her that evening. She commented she would
place more com in the side dishes of residents
receiving large portions, but was unable to
explain how she would do so when the dishes
ware already filled to the brim of standard
portions. The cook then remarked she guessed
she would fil another side dish with the com for
large portions. The cook reported a large portion
of chicken would be three chicken legs. She
explained she would add another spoonful of
pasta on the plates of residents receiving large
portions.

At 5:57 PM on 11/08/11 the "checker” at the
trayline stated she did check plates against the
tray slips before placing them in the carts, and
one of the things she was supposed {o verify was
that the portion size was correct on ali plates.

At 11:22 AM on 11/09/11 NA#1 stated she was
taught what large portions were and where the
portion size residents were to receive was
documented on the tray slips. She reported the
portion size was one of the things the NAs were
supposed the check for accuracy when setting up
resident frays. NA#1 commented it was pretty
easy to tell if residents were receiving large
portions because the foed was about double the
amount which appeared on resident plates
recelving standard portions.

Al 3:55 PM on 11/09/11 NA #2 stated she was not
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in-serviced about farge portions until 11/08/11.
During the 11/08/11 in-service this NA reported
staff were reminded to check the portion size
documented on fray slips against what actuaily
appeared on resident plates. She commented it
was easy to tell if residents received their large
portions by just comparing the amount of food on
their plates against the amount on resident piates
who received standard portions.

At 4:18 PM on 11/09/11 NA #3 stated she had
attended two in-services which deait with large
portions. During the first she reported the staff
was taught what constituted farge portions and
where to find portion size information on tray
slips. During the second the NA commented staff
were reminded to check tray slips to make sure
residents received the correct portion size on
their plates. According fo NA#3, residents
receiving large portions should have double the
amount of food on their plates compared {0 the
amount on standard portion plates. She
explained she was told fo notify the nurse and the
dietary department if residents were not receiving
the portion size documented on their tray slips.
483.25(1) DRUG REGIMEN 18 FREE FROM
UNNECESSARY DRUGS

Each resident's drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should bs reduced or discontinued; or any
combinations of the reascns above.

F 325
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Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to treat a specific condition
as diagnosed and documented In the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
hehavioral interventions, unless clinically
contraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT Is not met as evidenced
by.

Based on staff interview and record review the
facility failed to monitor therapeutic levels of
medication for 1 of 10 sampled residents
reviewed for unnecessary medications (Resident
#71) as evidenced by failure to obtain a TSH
{thyroid stimulating hormone) level ordered by the
physician. Findings include:

Resident #71 was admitted to the facllity on
07/06/06 and readmitted on 05/18/11. The
resident's documented diagnoses included

hypothyroidism and dementia.

Resident #71 was readmitted to the facility on
Levothyroxine 150 micrograms {mcg) daily, to
help treat his hypothyroidism.

Lab results documented, from blood collected on
06/30/11, Resident #71's TSH level {obtained to
determine the effectiveness of the Levothyroxine

set forth in
correclion

This Plan of Correction is the center's credible
allegation of compliance.

Prepuraiion and/or execution of this plan of correctior

does nof consiitute admission or agreement by the
provider of the truth of the facts alleged or conclusio

it Is required by the provisions of federal and state law,
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the statement of deficienctes. The plan ofﬁ
is prepared and/or execuited solely becatise

L

F 329
11/28/20

Resident #71s Levothyroxin doss
was adjusted according to the
physician’s orders.

All residents have the potential tg
be effected by missed laboratory
orders. The facility has reviewed
the system that coordinates
managing lab orders and has
evaluated the reason for the TSH
being missed. The lab notebook
has been reorganized to include 4
draw list for each day of the year
Nurses have been in-serviced tg
record new lab orders on the draw
sheet for the appropriate day as
well a completing the physician’s
order form, All pink copies of the
physician’s order are maintained i
a single location at the nurse’y
station for review during mornin
clinical rounds. Lab results will b
received at the nurse’s station an
immediately reported to  th
physician with normal value:
faxed and abnormal values calle
to the physician. All nurses haw
been in-serviced on the revisions t
the program.
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F 329 Contml_led From pag.e .19 F 328 This Plan of Correction is the center’s credible
in treating hypothyroidism) was 0.840 allegation of compliance.
milli-international units per liter (mlUL) with
normal being 0.350 - 4,500 miU/L. Preparation and/or execution of this plan of correction
does ;Zf comht;r;::t:dmisk.:ion or agreegenr by ti;e
- . N rovider of 1 af & qels alieged or con
A 11/03/11 physician order clarified Resident #71 *g ot forth I.;f fio stote m;; . O}f defioen e Of?fep?at:fiofr’s
was fo supposed to be receiving 150 meg of correction is prepared and/or executed solely because
Levothyroxine daily, and requested an immediate it is required by the provisions of federal and state law)
TSH level to be determined.
3. As medication adminisiration
On 11/09/11 review of the facility's lab notebook records are printed for each month,
revealsd there was no decumentation that the Assistant Director of Nursin,
Resident #71 was to have blood drawn on will review each MAR against the
11/03/11 to determine his TSH level. facility’s lab protocol which states
X what labs are to be routinely
At 8:_52 AM on 11/09/11 the Assistant Director of ordered for monitoring, and assure
Nurs!r?g (A[‘)Ohf) stated there was a folder at the that each has been added to thel
n:Jrse ?h station in wr]ich nfur:es we;e supﬁgs:d o appropriate draw  sheet. n
place the green copies of those orders whid addition, STAT lab orders are now|
were taken for lab draws. From these green recorded on the 24 hour report to
copies the ADON reported she logged the tabs ensure tracking of results. All
which were to be obtained into a iab notebook. In hysician® dg 1 . h
addition, the ADON commented the pink copies physician’s orders, as well as thy
of orders for lab draws were discussed during 24 hour report, are reviewed in
daily clinical round meetings as a back up system morning clinical rounds.
to make sure lab orders were not missed. 4. Results of this action will be
According to the ADON, she thought she was off reviewed at least monthly by the
on the day the TSH order was taken for Resident District ~ Director ~ of Clinical
#71, and somehow copies of the order were not Operation and reported to the
distributed as they should have been. facility’s Process Improvement
meeting  to evaluate the
At 4:27 PM on 11/09/11 the ADON reported an at effectiveness and compliant of this
once blood draw was completed for Resident correction action,
#71, and his TSH came back slightly out of the 5. The Director of Nursing has
nomal range. ultimate responsibility for assuring
ongoing compliance with this
At 8:33 AM on 11/10/11 the ADON provided a corrective action.
copy of the 11/08/11 lab resulis which
documented Resident #71's TSH was 0,006
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F 329! Continued From page 20 F 329

miU/L with normal being 0.270 - 4.200 mIU/L.
The ADON explained the physician requested a
TSH level when Resident #71's hall nurse called
seeking clarification because the computer and
the printed Medication Administration Record
(MAR) documented the resident was to receive
Levothyroxine 150 mceg every Monday, but nurses
had been initialing off the MAR daily that the
resident was receiving this medication. Record
review revealed the nurses wera administering
the Levothyroxine as ordered by the physician on
a daily basis, and it was the resident's pulse
which was to bs taken once a week, on Mondays.

At 8:45 AM on 11/10/11 Nurse # 1, Resident
#71's hail nurse, stated she was frained to place
green copies of physician telephone orders which
concerned lab draws in a special folder at the
nurse's station for the ADON, who coordinated
the facility's laboratory monitoring procedure.

At 8:58 AM on 11/10/11 the ADON stated in
telephone conversation with Resident #71's
primary physician it was determined that the
resident's dosage of Levothyroxine needed to be
adjusted based on the 11/09/11 Jab results. A
new physician order was written 1o begin
Resident #71 on 0.1 milligrams {mg) of Synthroid
daily.

F 371! 483.35(i) FOOD PROCURE, F 371
s8=E | STORE/PREPARE/SERVE - SANITARY

The facility must - }

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

(2) Store, prepare, distribute and serve food
under sanitary conditions
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1. At 2:32 PM on 11/08/11 a dietary employee
wiped down a food preparation table where she
had prapared mandarin oranges for the supper
meal. The employee used a cloth from a red
bucket to wipe down the table.

At 2:59 PM on 11/08/11 the cook prepared
mechanicat soft chicken using the Robot Coupe.

At 3:13 PM on 11/08/11 the cook wiped down the
Robot Coupe with a cloth from a red bucket in the
faod preparation area.

Al 3:23 PM a strip was used to measure the
strength of the bleach-based sanitizing solution in
the red bucket which was kept in the food
preparation area of the kitchen. The strip only
measured 10 parts per mitlion (PPM)
hypochlorite. The Dietary Manager (DM) stated,
per manufacturer's guidelines, the strip was
supposed to register at least 50 PPM in order to
sffactively sanitize food preparation surfaces.

At 11:42 AM on 11/09/11 the cook stated the
dietary staff was using rags form the red bucket

3. Dietary staff have been in-serviced
on the  requirements  and
procedures for making, and thq
frequency for checking, quaternary
levels in the “red buckets” that are

used for cleaning and sanitizin
surfaces in the kitchen. Staff h
been in-serviced on the use of tes
strips and instructed to remix th
solution if sanitizer levels are no
appropriate. All kitchen staff wa
also in-serviced on proper dryin
techniques for dishware as well
the importance of not putting we
dishware away or stacking/nestin
while wet.

4, The Dietary Manager wil
randomly check levels in the re
bucket and record findings twic
per day, 5 days per week X
weeks. Results of this monitorin,
will be reviewed at the facility’
monthly Process Improvemen
meeting. The Dietary Manage:
will check dishware at random

4 ID SUMMARY STATEMENT OF DEFICIENCIES 3 PROVIDER'S PLAN OF CORRECTION o5
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENGY)
F 371 Continued Fr 2
tinued From page 21 F 371 This Plan of Correction is the center's credible
allegation of compliance.
Preparation and/or execution of this plan of correction
does not constitute admission or agreement by the
provider of the truth of the facts alleged or conclusions
. . . set forth in the statement of deficlencies. The plan of
This REQUIREMENT is not met as evidenced correction is prepared and/or executed solely because
by: it is required by the provisions of federal and state law
Based on observation and staff interview the
facility failed to keep sanitizing solutions at the I. No specific resident wag F371
strength recommended by the manufacturers and mentioned in this citation, 11/28/20¢1
failed to stack tray pans dry in a storage area. 2. All residents have the potential tg
Findings include: be effected by this practice,
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in the food preparation area of the kitchen to wipe
down food preparation tables while preparing the
lunch meal. A strip used to check the quatemary
solution in this red bucket only registered 0 - 150
PPM. The DM reported, per manufacturer's
guidelines, the strip was supposed fo register at
least 150 - 200 PPM in order to effectively
sanitize food preparation surfaces. A dietary
employee reported she prepared two buckets of
quaternary sanifizer that morning at 5:30 AM, but
she was not sure whether the bucket in question
was one of those. No other dietary employees
reported preparing any buckets of sanitizing
solution afterwards.

At 10:45 AM on 11/10/11 the DM stated she
sometimes came in early to conduct audits of the
kitchen, and she prepared a bucket of
bleach-based sanitizer. However, she reported
when the dietary staff reported to work later in the
morning, they usually disposed of the bleach
water, and prepared red buckets containing
quaternary sanitizing solution from the
two-compartment sink sanitizer dispensing
system. The DM explained the dietary staff must
not have made up a new bucket of sanitizing
solution for the food preparation area when they
came into work on 11/08/11. The DM
commented the 11/09/11 bucket of quaternary
solution may have been made up so early in the
morning that it had begun to weaken with rags
coming in and out of the solution during the
preparation of the breakfast and [unch meals.
According to the DM, she expected buckets of
sanitizing solutions to be made up fresh at least
twice a day, once in the morning and once when
the PM staff began their shift. However, after the
problems with sanitizing solutions not being

This Plan of Correction is the center's credible
allegation of compliance.

Preparation and/or execution of this plan of correctior
does nof constitute admission or agreement by the "J
provider of the truth of the facts alleged or conclusio
set forth in the statement of deficiencies. The plan of
correction Is prepared andior executed solely because
it Is required by the provisions of federal and state law

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
8. WING ¢
345260 ’ 11/10/2011
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F 371 Continued From page 22 F 371

times at least once per day

days X 4 weeks. The results of thesg
checks will also be recorded and
presented at the facility’s Process

Improvement meeting for review.

5. ‘The Nursing Home Administrato
is responsible for assuring ongoin
compliance with this corrective

action.

X 3
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strong enough, she explained she was thinking
about having AM and PM staffs remake the
solutions twice each and restrict the number of
rags used in the buckets.

At 11:05 AM on 11/10/11 a distary employee
stated during monthly in-services she was trained
to make up quaternary sanitizing solution from
the two-compartment sink dispensing system
every two hours. She reported staff was
supposed fo check the strength of the solution,
kept in red buckets, each time it was prepared
using a strip which, per manufaciurer's
guidelines, was supposed to register 150 - 200
PPM.

2. During initial tour of the kitchen on 11/06/11,
beginning at 4:05 PM, 2 of 7 tray pans in storage
were stacked on top of one another with moisture
trapped between them. The cook stated some of
these tray pans in storage were washed after the
breakfast meal, and some were washed after the
lunch meal. The cook reported she thought a
new employee mistakenly stacked them wet.

At 10:45 AM on 11/10/11 the Dietary Manager
(DM) stated it was okay for dietary employees to
stack tray pans on top of one another in storage,
but only if they were clean and dry bafore
stacking. She reported the longer moisture
stayed trapped between stacked tray pans the
greater the chance that bacteria could form and
multiply.

At 11:05 AM on 11/10/41 a dietary employee
stated she was frained during monthly in-services
that tray pans and other kitchenware had to be
clean and completely dry before stackingitina
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storage area. The employee reported it was the
cooks who were responsible for stacking
kitchenware, run through the two-compartment
sink sanitizing system, in the storage areas. She
commented the cooks were supposed to inspect
the kitchenware before stacking it in storage, and
if any moisture was sfill present, the kitchenware
was to be allowed to continue air drying.
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E274 483.20(b)(2)(i)) COMPREHENSIVE ASSESS AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive assessment of & resident within 14 days after the facility defermines,
or should have determined, that there has been a significant change in the resident's physical or menial
condition. (For purpose of this section, a significant change means a major decline or improvement in the
resident’s status that will not normally resolve itself without further intervention by staff or by implementing
standard discase-related clinical interventions, that has an impact on motre than one area of the resident’s
health status, and requires interdisciplinary seview or revision of the care plan, or both.)

This REQUIREMENT is not met a3 evidenced by:

Based on record review and staff interviews the facility failed fo complete a significant change Minimum
Diata Set (MDS) assessment for 2 of 20 sampled residents (Resident #31 and #71) who experienced changes
in condition. Findings include:

1. Resident #31 was admitted to the facility on 06/24/11 and readmitted on 10/17/11 with diagnoses of
congestive heart failure,anorexia, anemia, and failure to thrive.

A quarterly MDS completed on 09/08/ 11 documented Resident #31 was at risk for pressure ulcers but did not
have any wounds present. The same MDS did not indicate Resident #31 was receiving any special services.

Review of Resident #31's clinical record indicated she began receiving hospice services on 10/18/11.

Resident #31 had a physician's order written on 10/18/11 to cleanse the stage 2 wound on the sacruin and
apply a [name of dressing] every 72 hours and as needed.

A review of wound care notes documented 10/19711 documented Resident #31 was readmittted with a new
stage 2 wound on her sacral arez. The wound measured 3 cm{centimeters) by 1.5om.

In an interview with MDS Coordinator on 11/09/11 at 3:05 PM, she said a significant change MDS shoutd
have been completed on Resident #31 as she had been readmitted to the facility from the hospital with a new
wound and started receiving hospice services. The MDS Coordinator said it had been missed on Resident
#31.

9. Resident #71 was admitted to the facifity on 07/06/06 and readmitted on 05/18/11. The resident’s
docnmented diagnoses inchnded dementia.

Resident #71's 05/25/11 Admission Minimum Data Set (MDS) documented he required extensive assistance
by staff member with bed mobility, transfer, walking in the room/corridor, locomotion on and off the unit, and
toilet use 3/2. The assessment also documented the resident had not experienced any significant weight loss.

Anydeﬁdencysmmmtmdingwimanast«isk(') dmmadeﬁdmwﬂdzminsﬁmﬁmmwbewumed&mwmcﬁnspwvidingitis tetermined that other safeguards provide sufficient
protection to the patients. {See instructions)) Fxcept for pursing homes, the findings stated sbove are disclossble 90 days fo!lowingthedmeot‘mweywhethetmndaplm of commestion 1s provided.
Foe nursing homes, the above findings and plans of correction are disclosable 14 days Following the date these documents are made avsilable to the facility, If deficiencies are ¢ited, an approved plan of

The shave isotated deficiencies pose o actual harm to the residents
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Resident #71's 08/18/11 Quarterly MDS documented he was independent with bed mobility, transfer, walking
in the roonv/corridor, locomofion on and off the unit, and foilet use. The assessment also documented the
resident had experienced significant weight loss.

At 9:07 AM on 11/10/11 the MDS Coordinator stated Resident #71 had greatly improved in his ability to
complete his own activities of daily living (ADLs) since being readmitted in May 2011, She explained
working with therapy had allowed the resident to improve his mobility and strength. According to the MDS
Coordinator, Resident #71's August 2011 MDS asscssment should have been a Significant Change because
the resident experienced significant changes in at least two areas of review,

At 9:17 AM on 11/10/k1 Resident #71's balt nurse, Nurse #1, stated the resident had really improved in his
ability to perform his own ADLs since being readmitted in May 2011. She reported the resident made great
progress after medication regimen adjustments which discontinued the use of most of the resident’s
psychotropic medications and after extensive work with the therapy department. However, the nurse
commented she thought the resident experienced some weight loss and temporary decline in appetite.

At 9:37 AM on 11/10/11 nursing assistant (NA) #4 stated when Resident #71 was admitted to the facility in
May 2011 he required extensive assistance with his ADLs because of confusion and weakness. She reported
currently about the only thing the resident asked the NA staff for assistance with was occasionally making his
bed. She commented she thought therapy heiped bring about the resident's transformation,
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NFPA 101 LIFE SAFETY CODE STANDARD

One hour fire rated constructlon {with % hour
fire-rated doors) or an approved automatic fire
extinguishing system in accordance with 8.4, 4
and/or 18.3.5.4 protects hazardous areas, When
the approved automatic fire extinguishing system
option Is used, the areas are separated from
other spaces by smoke resisting partitions and
doors, Doors are self-closing and non-rated or
fleld-applied protective plates that do not excesd
48 inches from the bottom of the door are
permitted,  19,3.2.1

This STANDARD is not met as evidenced by:
Based on observation on Tuesday 11/49/2011 at
approximately 8:30 AM onward the following was
notad;

1) The kitchen dry storage reom door dlid not
close, latch and seal in Its frame when checkeg.
2) The solled utifity room corridor door on 300 hall
did not close fatch and saal,

42 CFR 483.70(a)
K 045 NFPA 101 LIEE SAFETY CODE STANDARD
S5=0
liiumination of means of egress, inchuding exit
discharge, Is arfanged so thal failure of any sihgle
lighting fixture (bulb) will not leave the area in
darkness. (This does not refer to emergency
lighting in accordance with section 7.8} 1928

This STANDARD Is not met as evidenced by:
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extinguishing system in accordance with 8.4.1 | does not constitute admission or agreement by fhe
andior 19.3 5 4 protects hazardous areas When i provider of the truth of the fucts alleged or conclusions
the approved aulomatic fire extinguishing system sel forth in the S ‘g;d‘?ﬁ""’"j"‘:;‘ ?’;’%’"” of i
3 o carrection is prepared andior executed solely because
option 15 used, the areas are bepdratgd from X it is required by the provisions of federal and state lonv, ;
ofher spaces by smoke resisting partitions and i
0_‘oers. Doors are sel-closing and non-rated or ‘
ﬁgl?nfﬁ E 2‘3? ;l;:oa!'acll;\(-)e;piile;a lt}h?lddo nol exceed i 1, The kitchen dry storage room door K029
o 1030y motihe doorare and the 200 Hall soiled utility room  12/23/201
permitied 19.3.2 1 s
door were vepaired so as fo close,
: latch and seal correctly on 4 i
December 2011, !
. 2. All doors were inspected during the .
“This STANDARD is not met as evidenced by | period December 7-9, 2011 to i
Based on observation on Yuesday 11/28/2011 at : ensure cach closes, latches and ;
approximalely 830 AM onward the following was seals correctly.
noted 3, The Maintenance Director will
1) The kitchen dry slorage room door did not inspect 10 fire doors per week x4
close, lalch and seaf in ils frame when checked. . weeks, then 1 x month for 2 months |
2) The soiled utilty room corridor door on 300 hall ‘ to ensure compHance,
did not close latch and seal 4, Resulis of these audits will be
reported to the facility Performance -
42 CFR 483.70(a) Improvement (PT) committee
K045 NFPA 101 LIFE SAFETY CODE STANDARD © K45 monthly x 2 months for farther !
58=D review and evaluation. !
Hlumination of means of egress, including exil w
cﬂscharge, is arranged so thal fallure of any single 1, Outside Hghting was added to the K045
lighting fixture {bulb} will not leave the area n public way from the south hall exit  12/23/201it
darkne;s. {This does not refer lo emergency to the parking lot on 4 December
ighting in accordance with seclion 7.8} 19.2.8 . 2011, ,
. i
| 2. All outside pathways were
svaluated for the same deficient
e . practice and found o be in
This STANDARD is nol met as ewidenced by compliance.
LARGRATORY NIRECTOR'S (R PROVIDERMSLPPLIER REPRESENTATIES SIGNATURE TITLE {X6) PATE

Any deficiency statemen! ending with an aslerisk {*} denoles a deficiency which the inslitulion may be excused from correching providing it is determined tha
othet safeguards provide sufficrent proleckon to the patignis, (See instructions ) Excepl lor mirsing homes, the findings staled above ars disclosable 90 days
following the date of survey whether of nol a plan of correction is provded  For nuismg homes, the above findings and plans of correction are disclosahle 14
days foliowing the dale these documents are nade avallable 1o he facility. I deligiencies are ciled, an approved plan of correclion is requisile 1o continued
program pariicipahon
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K 045 Continued From page 1 K 045 |
Based on observalion on Tuesday 11 J20/2011 al © This Plan gf Correction is the center’s credible
) - alfegation of compliance,
: approximalely 8:30 AM onward the following was - :
noted: Preparation andlor execution of this plan of correctian’
1) The path lo the public way from the soulh hall does not constitute admission or agreement by the
exil to the parking lo! was net completely provider of the truth of the facts alleged or conclusions
iuminated with emergenncy lighting. set forth in the statement of defictencies. The plan of
42 CFR 483 70{a) correction Is prepared and/or executed solely because
e © ~ L it Is reguired by the provisions of federal and state law.
K056 NFPA 101 LIFE SAFETY COBE STANDARD

55=F
H there 1s an automalic sprinkler system, 115
nstalled in accordance with NFPA 13, Siandard
for the Installation of Sprinkler Systems, io
provide complele coverage for all portions of the
building. The syslem is properly mairdained in

- accordance with NFPA 25, Slandard for the

Inspeclion, Testing, and Maintenance of
Waler-Based Fire Protection Systems it is fully
suparvised There is a reliable, adequate water
supply for the system. Required sprnkler
syslems are equipped wih waler llow and tamper
swilches, which are eleclricafly connecled 1o the
huilding fire alarm syslem. 1935

This STANDARD is not met as evidenced by
Based on observation on Tuesday 11/289/2011 al

approximalely 830 AM onward the following was

noled:

1} One of two shower stalis i the soiled utility
soom on 300 hall was not cover by a sprinkler
head There are other shower stall in the corndor

protection due to wall or distance from other
sprinkler heads in the area

2} in the basement area the sprinkler heads are
rated for Inlermediale Temperalure Classification

hall showers that were nol covered with sprinkler

K 066

3. The Maintenance Director will
inspect all outside Hghting 1 x :
week for 4 weeks to ensure !
compliance,

4, Results of these audits will be
reported to the facility P1 committeg

for further review and evaluation, |
!

1.  Sprinkler heads were installed in - ; K056
the 300 Hall soiled utility room to ' 12/23/201
ensure compliance with this '
requirement on December 12-15,
2011, Sprinkler heads in the
basement were switched to |
Ordinary Temperature i
Classification with a temperature -
rating of 155 Degrees I on
Becember 15, 2011. :

—

2. All other sprinkler heads and were
inspected for compliance on
December 15, 2011,

3. The Maiantenance Director will
inspect all sprinkler heads during !
weekly rounds 1 x per month for
fwo months to ensure compliance,

4. Results of these audits will be reported

I
i

FORM CME-2587(02-99) Praainus Vaisions Obsolete

Cvent I MXT7?2Y
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10 !
PREFIX
TAG
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CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)

{X5F
" COMPLETCN

DATE

K056 Continued From page 2
in place of Ordinary Temperature Classificalion,
temperature rating of {165°F).
42 CFR 483 70(a)

42 CFRR 483 70{a} .
K 067 ' NFPA 101 LIFE SAFETY CODE STANDARD |
55=D

Healing, ventilating, and arr conditioning comply

with the provisions of seclion 9.2 and are instalted

in accordance with the manufacturer's

specifications 19 5.2.1, 92, NFPA 90A,

19522 i

This STANDARE is not met as evidenced by.
Based on observalion on Tuesday 11/29/2011 al
approximately 8 .30 Al onward the following was
noled
1) Acesss door were nol provided for the smoke
duct datectors for maintenance andfor inspechion :
for two of the dielary HVAC units located in the
ailic,
42 CFR 483 70(a)
K 069 NFPA 101 LIFE SAFETY CODE STANDARD
58=E
Cooking facilities are prolected m accordance
with 82 3. 19.3.26, NFPA 96

This STANDARD 1s nol mel as evidenced by.
Based on abservation on Tuesday 11/29/2011 al
approxtmately 830 AM onward the following was

K056

K 067

K 069

This Plan of Correction is the center's credible
alfegation of compliance,

Preparation andlor executlon of this plan of correction
does nof constitute admission or agreement by the
provider of the truth of the fucts alleged or conclusions
set forth in the starement of deficlencies, The plan of
correction is prepared andlor executed solely beeause |

it Is required by the provisions of federal and stafe Iaw.%

1. Access doors for smoke detectors
for maintenance/inspection for two
of the dictary HVACs on were -
installed on December 8, 2011, ;

2. All other HVAC units were
inspected for compliance on i
December 8, 2011, !

3. The Maintenance Director will
audit 4 BYAC units por week x 4
weeks during his weekly rounds,

4, Results of these audits willbe
reported fo the facility PI
committee for further review and |
evaluation, '

1. ‘The kitchen exhaust hood system
was repaired on 30 November ;
2011, !

2, The facility has no other systems
impacted by this same deficient .
practice. |

K067
12/23/20

K069

12231201

—

I
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PREFIX IEACH DEFICIENCY RIUST B PRECEDED BY FULL PREFIX {(EAGH CORRECTIVE ACT_[(J{Q SHOULD BE cur—,g::fE M
THG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO FHE APPROPRIATE
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K 069 Continued From page 3 K 069 i
noted This Plan of Correction s the center's credible
i . . allegation of compliance.
1) Based upon inspection of the kitchen exhaus! ; o cony ;
_system it was observed thal there was nol Preparvation and/or execution of this plan of correction)
sufficient make-up air provided for in the kitchen. does nof constitule adnmission or agreement by the |
The kitchen exhaus! hood the fans operaling was provider ?f the truth of the fucts alleged or concluslions
experiencing a high negative air imbalance sef forth in the statement af deficiencies. The plan of
NEPA GG (S Ventilation C i.' d correction Is prepared and/or executed salely becanse !
PA (Standard for en‘h aton .Dmro an it Is vequired by the provisions of federal and state law,
Fire Protection of Commercial Cooking
Operations 1998 Edition) 3. The Maintenance Director will
Section 5-3* Replacement Air " Replacerment air . audit the dietary exhaust hood
quanily shall be adequate lo prevant negalive , : system once per week x 4 woeks |
" pressures in the commercial cooking area(s) from: during his weekly rounds 5
exceeding 0 02 in. water column (4.98 kPa). 4. Results of these audits will be
42 CFR 483.70(a) reported to the facility PL committel
. i & for fu - 1ave] H i
K076 NEPA 101 LIFE SAFETY GODE STANDARD K 076 v further review and evaluation. :
58=D '
' Medical gas storage and administration areas are | , i
' prolacted In accordance with NFPA 99, ; 1. Full and empty oxygen cylinders | K076
' ‘ were separated into two marked | 12/23/201f1

separation

43112 19324

noted"

Slandards for Health Care Fagililies

ta) Oxygen storage locations of grealer than
3.000 cu | are enclosed by a one-hour

{1} Locations for supply systems of grealer lhan
3,000 cu ft are vented fo the outside

NFPA 89

This STANDARD is not mel as evidenced by.
Based on observation on Tuesday 11/29/2011 at »
approximalely 8:30 Al onward the following was

1} By observation fult and emply oxygen cylinders

storage areas on December 1,

2011, All nursing staff were |
inserviced on keeping fidl and '
empty oxygen cylinders stored
separately during the period .
December 12-23, 2011.

2. The facility has no other systems !
impacted by this same deficiont
practice, '

3. The Maintenance Director wiil
audit the oxygen cylinder storage
system once per week x 4 weeks
during his weekly rounds.

4, Results of these andits will be
reported to the facility PI
commitiee for further review and
evaluation, )

i

FORM GRS 2567102-94) Pravicus Velsions Obselote

Event [0, [4X7721

Faulily 1D 953217

If continuation sheet Page 4 of 7




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/04/2011
FORM APPROVED
OB NO,:0938-0391

STATEIENT OF DEFICIENCIES {(X1) PROVIDERISUPFUERICLIA (%2} MULTIPLE CONSTRUCTION <x3}88§1%§§TIEVDEY )
= - (G - K1 &l - LE- .
AND PLAN OF CORRECTION IDENTIFICATION NUMBER A BULDING 01 - MAIN BUILDING 01
345260 B WiNG 11/29/2011
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
OQUNT 160 WINSTEAD AVE
GUARDIAN CARE OF ROCKY M ROCKY MOUNT, NC 27804
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DEFICIENCY) !
}
K076 Conftinued From page 4 K 0?6l :
- were slored together Il slored wilhin the same 7 ‘{;" [’f’f" of Cor roction Is the center’s eredible |
enclosure, emply cylinders shall be segregated allegation of compliance. |
and designated (with signage) from full cylinders. Preparation andior execntion of this plan of correction
Empty cyhnders shall be marked to avoid o does not constitute admission or agreement by the |
confusion and delay if a full cylinder is needed " provider of the iruth of the facts alleged or conclustond
hurriedly [NFPA 99 4-3 5.2 2b(2)] {oxygen sel forth in the statement of deficiencles. The plan of 1
i . correction Is prepared andfor execnted solely because
slorage near the nurses slation) ; 1t is requived by the provisions of federal and state law,
42 CFR 483 70(a) !
K 144 NFPA 107 LIFE SAFETY CODE STANDARD K 144 1. A load bank test was conducted on K144
58=D ‘ 9 December 2011, Documentationi  12/9/201

Generalors are inspecled weekly and exercised

-under load for 30 minmes per month in

accordance with NFPA 99 3.44.1

This STANDARD s not mel as evidenced by:
Based on observalion on Tuesday 11/28/2011 al
approximalely 8:30 AM onward the following was
noted.

1}The following operational inspection and testing
was non-complanl  Specific findings nclude
documentalion for monthly load test was
conducied without receording percent rated load or’
temperalure rise. A load bank tes! had nol been
completed willun the past year

NFPA 110 6-4 2 (1999 edition) generator sels in

Level 1 and Level 2 service shall be exercised at
least once monthly, for a mimimum of 30 minutes,
using one of the following methods.

for monthly load tests now melude;
both percent rated load and '
temperature rise,

2, The facility has no other systems |
impacted by this same deficient
practice.

3, The Maintenance Director will
audit fhie load test docwmentation
onee per month x fhree months,

4. Results of these audits will be
reported to the facility P1
committee for three months
for further review and evaluation,
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e ACH DERICIENGY MUST BE FRECEDED BY Fult PREFIX (A CORREETIVE AGTION SHOULD B contLEron
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K 144 Continued From page & i 144
ta) Under operaling temperature conditions or at ’ Tbr‘stfm QfCorrec:rIon is the center’s credible
not less than 30 percent of the EPS nameplate altegation of compliance. .
raling ‘ Preparation and/or execution of this plan of correction,
(b} Loading that mawmtams the minimum exhausi . does rnof constitute admission or agreenient by the
gas \emperatures as recommended by the provider of the truth of the facts alleged or concluslons,
manufacturer. sef forth in the statement of deficlencies, The plan of
correction s prepared andlor executed solely becanse !
NFPA 110 6-4.2.2 (1999 edition) Diesel-powered it is required by the provisions of federal and state fme.
EPS inslallations thal do not meet the ‘
requirements of 6-4 2 shall be exercised monthly ] ]
With the ovailablo EPPS (oad and exercised L. All cracked receptaclos found K147
annually wilh supplemental loads at 25 percent of during walkthrough on 29 12/23/20]]
nameplate raling for 30 nunutes, followed by 50 November 2011 have been i
percent of hameplate rating for 30 minutes, replaced during the period
followed by 76 percent of nameplate rating for 60 . December 1-16, 2011, :
- minutes, for a total of 2 canbinuous hours (load |
bank teshing) 2. All other elecirical outlets were
inspected and, where required, |
47 CFR 483 70(a) replaced during the period f
K 147 NFPA 101 LIFE SAFETY CODE STANDARD K 147 December 1-16, 2011,
S5=F : 3. The Maintenance Director will
Electrical wiring and equipment is in accordance audit ten rooms per week x 4 f
with NFPA 70, National Electrical Code, 9.1.2 weeks, then fen rooms per month
x 2 months for compHance,
4. Results of these audits will be
reported to the facility PI
This STANDARD 1s not mel as evidenced by. committee for three months
Based on observation on Tuesday 11/29/2011 at for further review and evaluation,
approximately 8 30 AM onward the lollowing was
noted.
1} Throughoul the 200 hall resident rooms and ‘
throughout the facility receptacles were found to
be cracked andior broken
2} The medication refrigerator i the med room
located al the main nurse station was not
cannecied to emergency power.
3) In the South hall solanum room an electrical
receplacie on the easl wall was nol secured In
FORKS ChS-2567(02-88) Previcus Yoisions Obsolete Evant 153 MX77 Facihty 1D. 953247 If continuation shesf Page Gof 7
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K 147 Conbtinued From page 6

the wall
42 CFR 483 70(a)

K 147

i
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