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The resident has the right to be free from any
physical restraints imposed for purposes of
discipline or convenience, and not required to
treat the resident's medical symptoms.

This REQUIREMENT is not met as evidenced
by:

Based on cbservations, family interview, staff
inferviews and record reviews, the facility failed to
have identified medical symptoms for 4 of 4
sampted residents with restraints and failed
implement systematic approaches {o reduce
restraints (Residents #33,117,217 and 218).

The findings include:

The facility pelicy titted " Restraint Criteria "
dated 11/23/10, read in part: before any restraint
is applied, a resiraint assessment must be
completed which includes evaluation of balance,
sirength, gait, transfer and safety. The underying
causes of medical symptoms must be
investigated, and interventions implemented to
eliminate those causes. Allernalive measures
must be tried hefore a restraint is used.

1. Resident #33 was admitted to the facility on
1/26/10. Resideni #33 current diagnoses included
dementia, hemiparesis, hypertension diabetes
and chronic obstructive pulmonary disease. The
Minimum Data Set daled 10/1/11, indicated that
Resident #33 had short and long term memory
and decision making problems. Residenl #33
requtred assistance with all activilies of daily living

those residents found to have been
affected by the deficient practice:

1. Physicians orders were obtained to
discontinue the belt restraint on

resident #33. A personal chair alarm was
added to alert staff of resident’s attempts
to get up without assistance, ¥ tray
continues to assist restdent with resting her
non dominant weak arm.

2. Physicians orders were obtained to
discontinue the lap buddy on resident #117.
3. Occupational Therapy and the D.O.N
assessed the teast possible restraint
necessary to maintain the safety of
resident #217. Physicians input and order
obtained.

4. Physicians orders were obtained to
discontinue the fap buddy on resident #281.
A personal chair alarm was added to alert
staff of resident’s attempts to get up without
assistance,
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and was coded as non ambulatory with a trunk
restraini. Last recorded fall noted on 8/1/11.
Review of the last fall risk assessment dated
214108, revealed that Resident #33 was
nen-ambulatory.

Review of the physician' s order dated 6/6/11,
revealed a self release belf while up in wheelchalr
secondary to falls. In addition, on 1/47/12, apply
lap table to whealchair when up out of bed due fo
decreased safely awareness related to dementia
and history of falls.

Review of the pre-restraining evaluation dated
516111, revealed that Resident #33 was
non-ambuiatory, leaned forward and to lefi side
while sitling and was able {o recovery her seating
position. A self release belt was applied, but
resident was unable to release on command.
Review of the reduction assessment form dated
816711, 716111, 8/6/11 and 9/19/11, revealed in the
comment section that Resident #33 continue to
use a self release seat belt that she was unable
fo release on command. On 1/21/12 a new order
for lap tray was implemented. The medical
symptom was poor safely awareness. Director of
nursing who indicated responsibility for the
assessment revealed there was no
documentation available of Resident #33
observed releasing the beit or what the
assessment process included to implement the
restraint or lap tray. Additional review of the
facifity fall log from 5/1/11 through 3/1/12,
revealed Resident #33 had not had any falls.

Review of the revised care plan dated 7/127/11,
identified the problem as Resident #33 had
potential for injury relaied to history of falling, use

those residents having the potential to be
affected by the same deficient practice.

1. Altresidents were assessed for
interventions that would be considered a
restraint, Any interventions that are
considered restraints were assessed by
therapy and nursing to determine the feast
restrictive device, only after all other
alternative approaches have failed.

2, Same as #1

3. All eurrent residents were assessed with
the therapy department and nursing to
determine that the least restrictive restraint
Was necessary.

4. Same as #1.

Measures put in place or systemic changes
made to ensure that the deficient practice
will not occur:

1. A physical restraint can only be ordered
after all other non-restraining interventions
have been tried and deemed unsuccessful in
keeping resident safe. The least restrictive
restraint must be used first and only in
collaboration with the therapy department,
nursing department and physician.

families that are persistent in using restraints |
when not warranted will be educated on the
use of restraints based on medical symptom.
Quarterly restraint reduction assessments will
be performed by therapy and Nursing on all
residents with restraints.

2. Same as #l

3. Same as #1

4, Same as #i1
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of trunk of restraint and risk for injury from use of
restraint {se!f release seat belf). The goals
included resident will not injure self or others over
the next 90 days. The approaches included make
sure self release seat belt is in place when
resident Is up in wheelchair, check and reposition
frequently, reassess quarterly for possible
reduction of effectiveness, eall bell in reach,
falling star program, assist resident in out of room
activities and mats fo floor,

Review of the restraint CAA(care area
assessment) dated 10/1/11, revealed ihat
Resident #33 was ordered as self release seat
belt die to frequent falls. She would altempt to
transfer and ambulate without asking for
assistance due to dementia. She needed frequent
cueing and monitoring for safety. Family was in
agreement that a self release restraint would be
best for her. She does not resist having it in
place. Per slaff, she can remove it at imes but
did not remove it upon request. She uses the tray
to rest her left arm.

Review of occupalional noles dated 8/18/11
through 8/30/11, revealed that Resident #33 was
seen for wheelchair positioning. She
demonstrated good wheelchair positioning with
appropriate positioning devices for 4-6 hours
without discomfor or reports of any falls.

Review of the physical therapy note dated

| 9/15/11, revealed that Resident #33 was seenin
therapy to addressed deficits with gait and
{ransfers. Resident #33 was able to perform gait
with rolling walker 40 to 80 feet with minimal
assistance and later presented with cessation of
progress and was discharged to nursing services.

All physical restraints will be maonitored
using the restraint reduction assessment in
collaboration with the therapy department
and nursing management quarterly or if
change in condition of resident warrants the
reduction. Assessments will be reviewed in
the QA committee meetings.
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There was no further assessment from therapy
department to address the use of the self release
rastraint or the inclusion of the lap tray.

During an observation on 2/29/12 at 7:29AM,
Resident #33 was seated in front of her bedroom
with lap iray in place. There was a chair cushion
in place and she sat in an upright position without
difficulty. There were no repetitive movements or
leaning in any directions, both feet were place
solid on the floor.

During an interveiw on 2/29/12 at 7:32AM,
nurse#1 stated that Resident #33 used the lap
fray for meals and the tray was removed after
meals. She added thal resident was able to sitin
an upright position without fray and only leans to
leftside when she was tired or falls sleep in chair.
Resident had not had any falls in months.
Resident was unable to remove any type of
device independently and she was
non-ambulatory, could not recall resident
attempting to get up unassisted. DON(director of
nursing) handled assessments of restraints.

During an interview on 2/29/12 at 7:35AM, NA #1
indicated that Resident#33 used the lap tray al
the time, resident would attempt to stand or slid
forward in chair. She added that the resident was
able to reposiiion seff in chair even when she slid
forward. She was unaware of any falls. She
indicated that when she slides forward was after
she had fallen alseep in the chair. Resident was
unable to remove any type of device,

During an observation on 2/29/12 al 7:52AM,
Resident#33 was seated in the main dining room
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at the table with lap fray in place. Resident#33
tray was positioned under the table and she was
eating her meal from the main dining room table.
She only required meal set only. Resldent#33
was reaching over fray trying to get to her meal
that was placed on the main table. Food was
spilling all over the main table and the tray. Staff
was assisting other residents.

During an interview on 2/28/12 at 8:00AM, NA #2
and NA #3 indicated that they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
needed set-up assistance only. She added that
the residents wore the lap buddy/trays because
they were a fall risk and mobite within the facility.
She indicated that the lap buddy or frays was not
removed during dining due to the potential for the
resident to lean forward or reach for something in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
because they did have the lap buddy's or trays in
place and ihat the residents were fall risks. NA#3
stated that anylime a resident had a device like
lap buddy or trays while in the dining room, staff
would find a table that was at good height that the
chair could fit under was used.

During an observation on 2/29/12 at 10:45am to
11:08AM, Resident #33 seated in hall in from of
her room in lap tray, no leaning In any directions
or attempts to remove or stand.

During an interview on 2/29/12 al 2:39PM,
therapy director siated that therapy department
did not do any of the assessment or
determination for restraints. It was all done by the
DON(director of nursing).
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During an interview on 2/28/12 at 2:40PM, the
DON(director of nursing) stated that she was
responsible for the evaluations/assessments of
restraints. She indicaled that after review of the
record that Resident #33 did not have a medical
reason for the use of restraint. She further stated
that the therapy department was not generally
included in the evaluation/assessment process
for restraints and that process included use of the
pre-restraint form on a quarterly basis. She added
that she did not have a system in place that
included what the assessment process enfailed
or documentation of the observations for the
continuation or reduction of a restraint. She
further stated " residenis should not be
restrained af family request and sometimes she
gave into family request knowing that was not
right " .She further stated that care plans should
be updated to reflect the frequency of removal of
restrainis. She added thal none of the identified
residents had any recent or recurrent falls. The
restraints were either applied per family request
or poor safety awareness, there was no medical
indicators or physician input in the decision for the
use of rastraint.

During an interview on 2/28/12 at 3:01PM, the
administrator indicated the expectation was that
therapy be involved in the resfraint assessment
and done quariely. Residents should be
relaeased during meals/aclvities. The residents
should have a clinical reason for the use of
restraint,

2. Resident #117 was admitted to the facility on
3/16/07. Resident #117 cumulative diagnoses
included hypertension, pulmonary fibrosis and

F 221
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dementia. The Minimum Data Set{MDS) dated
114112, indicated that Resident #117 had short
and long term memory and decision making
problems. She required total assistance with all
areas of daily living. She was non-ambulatory and
not coded for any behaviors associated with falls.

Review of physician order 8/21/11 and dated
9/19/11, revealed that occupational and physical
therapy was discontinued and Resident #117 was
referrad to restorative for splint management,
resident to tolerate knee splint x 4hws fo decrease
further contracture. In addition, Resident #117
should be positioned in wheelchair with medium
profile anti-thrust cushion and stop drop foot rest
to wheelchair positioning to decrease falis.

Review of physician order dated 2/27/12,
reveated that lap buddy while in wheelchair 1o
increase dignity due to ealing feces and decrease
sanitary problems.

Review of pre-resiraining evaluation daled
2127112, revealed that Resident #117 was
non-ambutatory and dependent upon siaff for
mobility. Reason for use of lap buddy was for
dignity, family request and sanitary reasons,
alternatives used was long pants. Director of
nursing who indicated responsibllity for the
assessment revealed there was no
documentation available of Resident #117
observed refeasing the lap buddy or what the
assessment process included to implement the
lap buddy or other alternative devices altempted.
Additional review of the facllity fall log from 5/1/11
through 3/1/12, revealed Resident #117 had not
had any falls.
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Review of care plan dated 2/27/12, identified the
problems as; Resident #117 was at risk for injury
due to need for a chair that prevents dsing-lap
buddy to aid in positioning and to prevent from
eating feces and family request. The goals
included Resident #117 would no longer require
the use of the device in 90 days, experience no
decline in activities of daily living over the next 90
days and no injuries due fo the use of the device
i 80 days. The approaches included teache
family about the use of the device, assist and
change position every 30 minutes to 2 hours,
check device daily to make sure itis was in good
condition, remove device during supervised
activities.

During an observation on 2/29/12 at 7:38AM,
resident was seated in main dining room withowt
lap buddy. She sat in an upright position without
difficulty or repetitive movements with her legs
crossed. There was no attempt to stand
unassisted.

During an observation on 2/29/12 at 7:47AM,
Resident #117 was brought from bedroom back
{o main dining area by NA#4. NA#4 stated that
the Resident#117 had a lap buddy on since
November of last year and at one time the iap
buddy was removed and family requested that it
be put back on resident. The resident did not
have any falls and was unable to remove it
independently.

During an observation on 2/28/12 at 8:10AM,
Resident #117 sitting in front of nursing station
window with her legs crossed in an upright
position. She did not demonstrate any difficulty
with repetitive movements or need for
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repositioning from staff. She sat quietly. She
responded appropriately to staff basic questions.
Lap buddy was in place and Resident #117 never
attempted to remove or stand unassisted.

During an observation on 2/29/12 at 8:57AM,
resident was being fed by NA#4 with lap buddy in
place.

During an interview on 2/29/12 at 2:39PM,
therapy director stated that therapy department
did not do any of the assessment or
determination for restraints. [t was all done by the
DON(director of nursing).

During an interview on 2/29/12 at 2:49PM, the
DON(director of nursing) stated that she was
responsible for the evaluations/assessments of
resiraints. She indicated that after review of the
record thal Resident #117 did not have a medical
reason for the use of restraini. She further stated
that the therapy depariment was nol generally
included in the evaluation/fassessment process
for resfraints and that process included use of the
pre-resiraint form on a quarterly basis. She added
that she did not have a system in place that
included what the assessment process entailed
or documentation of the observations for the
continuation or reduction of a restraint. She
furiher slated " residents should not be
restrained at family request and sometimes she
gave into family request knowing that was not
right * .She further stated that care plans should
be updated to reflect the frequency of removal of
restraints. She added that none of the identified
residents had any recent or recurrent falls. The
resiraints were either applied per family request
or poor safely awareness, there was no medical

F221
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indicators or physician input in the decision for the
use of restraint.

During an interview on 2/29/12 at 3:01PM, the
administrator indicated the expectation was that
therapy be involved in the restraint assessment
and done quartely. Residents should be
relaeased during meals/actvities. The residents
shotld have a clinical reason for the use of
resiraint.

During an observation on 3/1/12 at 8:53AM,
resident seated at table with fap buddy in place,
NA#1 assisting and resident with meal.

3. Resident #217 admitted to facility on 4/25/11.
The cumulative diagneses included hypertension,
mild dementia, chronic obstructive pulmonary
disease, osteoprosis and anxiety. The Minimum
Data Sef(MDS) dated 8/7/11, indicated that
Resident #217 had some short and long term
memory and decision making problems. She
required one person assistance with activities of
daily living and transfers. She was coded with a
frunk restraints and no falls. Reviewed the fali log
from 8/7/11 to 3/1/12, Resident #217 had 1 fall in
September 2011.

Review of phsyician order dated 6/14/11,
revealed lap buddy to wheslchair dus fo
numerous falls.

Review of care plan dated 11/8/11, identified the
problem as Resident #217 needed 2 person
assistance, at risk factors for falls and injury,
recent fall with hip fx and repeated falls with
peri-prostatic fx. On 6/14/11 use of trunk resiraint.
The goals included Resident #217 would not falt
and have no injuries in next 80 days. The
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approaches included keeping the call light within
reach at all times(HOH), keep bed in low position,
remind at each contact to not to transfer without
assisance, make sure foot wear had non-skid
bottoms. Last documented fall was 9/5/11, while
reaching for something and fell forward
superficial bruise to knee. 2: Resident #217
required the use of a lap buddy due significant
impaired cognition and poor decision making.
The goat would be Resident #2417 would have no
adverse effect of restraint use AEB(as evidence
by) no skin breakdown or dcreased ROM(range
of mofion). The approachaes included to make
sure resiraint was applied correctly, monitor that
resident doesnt not slouch and slide down in
chair, check fregently and give ROM exercise,
provide opportunity for socilaization and sensory
stimulation, reveiew resirainl as needed for
reduction or elimination, lap buddy in place as
orderad.

Review of the restraint reduction assessment
form dated 7/3/11,8/14/11, 9/9/14,12/711,
revealed the assessment action plan: will
continue the use of lap buddy at fimes when up in
wheelchair to decrease falls: lap buddy was least
reskicitve, used o decrease falis. Falls without
lap buddy, poor safety awareness due to hx of
falls. There was no further documentation
regarding the assessment process or allernative
measures attempted. Director of Nursing who
indicated responsibility for ihe assessment
revealed there was no documentation available of
Resident #217 observed releasing the lap buddy
or what the assessment process included o
implement the or lap buddy or any other
alternative devices. Additional review of the
facility fall log from 7/3/11 through 3/1/12,
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revealad Resident #217 had not had any falls.

During an observation on 2/29/12 at 7:52AM,
Resident #217 was seated in the main dining
room at the table with lap buddy in place.
Resident#217 fray was positioned under the table
and she was eating her meal from the main
dining room table, She only required meal set
only. Resident was reaching over lap buddy trying
to get to her meal that was placed on the main
table. Food was spilling all over the main table
and the fray. Staff were assisting other residents.

During an interview on 2/29/12 at 8:00AM, NA #2
and NA #3 indicated that they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
needed sel-up assistance only. She added that
the residents wore the lap buddyftrays because
they were a fall risk and mobile within the facility.
She indicated that the lap buddy or trays was not
removed during dining due to the potential for the
resident to lean forward or reach for something in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
because they did have the lap buddy's or frays in
place and that the residents were fall risks. NA#3
stated that anytime a resident had a device like
lap buddy or {rays while in the dining room, staff
would find a table thal was at good height that the
chair could fit under was used.

During an observation on 2/29/12 at 9:02AM,
Resident #217 was set up NA#1 for breakfast
meal with lap buddy in place. NA#4 indicated that
the 1ap buddy was not removed during meals.
Resident #217 was non-ambulatory and could
only assist with pivoting and she was unaware of

F221

FORM €MS-2567{02-99) Previeus Versions Obsolete Evenl ID:4YEHT1

Facilty ID: 933496

If continuation sheet Page 12 6728



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

PRINTED: 03/15/2012
FORM APPROVED
CMB NO. 0938-0391

DEFICIENCY)

STATEMENT OF DEFICIENGIES {%1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {(X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
8. WING c
345443 ' 0310112012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
OAK FOREST HEALTH AND REHABILITATION 5880 WINDY HILL DRIVE
WINSTON SALEM, NC 27105
(X4) ID SUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLEFION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

F 221 | Continued From page 12

any falls. Resident #217 was unable to remove
the lap buddy and she was unceriain why she had
the lap buddy. Resident was able to eat her meal
independently.

During an interview on 2/29/12 at 9:30AM,
Resident #217 seated In her room. Resident#217
stated that she fell once when she first arrived
and they put this pillow on me and foot pads and
never took it off. | have not fatien. "l doni need it
and it makes me feel trapped.” | could probably
get it off but it is too hard to stick the corners in
the arm hole.”

During an interview on 2/29/12 at 9:40AM, NA
#1stated that Resident #217 had the pillow for
more than a year and the nurses told her to put it
on Resident#217 everyday to keep her from
falling. She stated that she was unaware of the
resident falling. Resideni #217 could not remove
the pillow when siaff asked, she could not get the
corners of the pillow from the arm rest. The pillow
was not properly secured it was bent at the arms
and crinkled at the pillow sitting on the resident
knees.

During observation 2/29/12 at 10:30AM-11:00AM,
Resident seated in room with lap buddy in place,
there was no repslitive movements, leaning in
any direction or attempis to remove lap buddy.

During an interview on 2/29/12 at 2:39PM,
therapy director slated that therapy department
did not do any of the assessment or
determination. It was all done by the DON,

During an interview on 2/29/12 at 2:49PM, the
DON(director of nursing) stated that she was
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responsible for the evaluationsfassessments of
restraints. She indicaled that after review of the
record that Resident #217 did not have a medical
reason for the use of restraint. She further stated
that the therapy department was not generally
included in the evaluationfassessment process
for restraints and that process included use of the
pre-resiraint form on a quarterly basis, She added
that she did not have a system in place that
included what the assessment process entailed
or documentation of the chservations for the
continuation or reduction of a restraint. She
further stated " residents should not be
restrained at family request and sometimes she
gave into family request knowing that was not
right " .She further stated that care plans should
be updated to reflect the frequency of removal of
restraints. She added that none of the identified
residents had any recent or recurrent falls. The
restraints were either applied per family request
or poor safety awareness, there was no medical
indicators or physician input in the decision of the
use of restraint.

During an interview on 2/29/12 at 3:01PM, the
administrator indicated the expectation was that
therapy be involved in the restraint assessment
and done quartely. Residents should be
relaeased during meals/acivities.The residents
should have a clinical reason for the use of
restraint.

During an observation on 3/1/12 at 8:53AM,
Resident #217 seated In dining hall with lap
buddy in place, reaching across the table for her
meal after staff set up. She had difficulty getling
o meal due to the distance that she had to reach.
4, Resident #281 was admitted to the facility on
1/24/12. The cumulative diagnoses included
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verligo, diabetes, parkinson ' s disease, anemia
and gait abnormality. The Minimum Data
Set{MDS) dated 1/31/12, indicated that Resident
#281 had some short and long term memory and
decision making problems. Resident #281
required entensive to total assistance with
activities of daily living(transfer/ mobility,
dressing), needed some supervision with ealing.
The MDS indicated that Resident #281 did walk
in room at least once or twice.She was not code
with the use of restraint due to recent admission.
Review of physician ' s order dated 1/25/12,
rovealed that Resident #281 would receive
physical therapy 6 times a week limes 12 weeks
for theraputic exercise , gait training and w/c
managment in group 1:1 act and difficulty
walking. Additional review, on 2/9/12, revelaed a
lap buddy for poor safety awareness and gait
abnormality with falls and family request. On
2/16/12, physical therapy continued no weight
hearing left lower extremity. Transfer board when
going to bed/chair, continue with upper exiremity
conditioning, range of motion with hip precautions
and follow-up in 4 weeks.

Review of care plan dated 2/6/12 identified the
problem as; Resident #281was at risk for falls
and injury. The goal would be that Resident #281
would not have fall or injuries or adverse effect
related to use of restraint in next 90 day. The
approaches included keeping call light within
reach at all fimes, bed in low position, lap buddy
as ordered, remove from restraint and ambulate
per protocol, observe for signs and symptons of
anxiety related to lap buddy and offer frequent
toileling assistance.

During an observation on 2/29/12 at 7:52AM,
Resident#281 was seated in the main dining
room with lap buddy in place during the meal.
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There were three siaff assigned to the dining
room. Resident #281 was able to state what she
wanted for beverage during breakfast. No staff
removed the [ap buddy from her chair. Resident
sat in an upright position without difficully or
repetilive movements. She was able to feed
herself without difficulty. She ate her meal from
the table. Resident#281 was reaching over lap
buddy to get o the {able, Her hands were shakey
as she raised the coffee cup and food was all
over the lap buddy.

During an interview on 2/29/12 al 8:00AM, NA #2
and NA #3 indicated that they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
needed set-up assistance only. She added that
the residents wore the lap buddy/trays because
they were a fall risk and mobile within the facility.
She indicated that the lap buddy or frays was not
removed during dining due to the potential for the
resident o lean forward or reach for something in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
because they did have the lap buddy's or trays in
place and that the residents were fall risks. NA#3
stated that anytime a resident had a device like
{ap buddy or frays while in the dining room, staff
would find a table that was at good height that the
chair could fit under was used.

During an observation on 2/29/12 at 12:00PM,
Resident #281 was observed sealed in
wheelchair with blue lap buddy in place.
Resident#281 was very confused and unable to
remove ihe lap buddy. She did not have any
difficulty with positioning or sitting in an upright
position or repetitive movements.

During an interview on 2/28/12 at 12:05PM,
nurse#2 stated that the reason Resident #281
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had the lap buddy was hecuase family wanted
her to have it and to prevent falls. She stated that
the resident was non weigt bearing on the left
side and did not ambulate without staff assistance
or stand. She added that the Resident #281 did
go to therapy and they were working on strenght
and gait training. She further stated that Resident
#281 did not fry to get up or do anylhing, the main
reason was the family.

During an interview on 2/29/12 at 2:38PM,
therapy director stated that therapy department
did not do any of the assessment or
determination. It was all done by the DON.
During an interview on 2/29/12 at 2:49PM, the
DON(director of nursing) stated that she was
responsible for the evaluations/assessments of
restraints. She indicated that after review of the
record thatl Resident #281 did not have a medical
reason for the use of restraint. She further stated
that the therapy depariment was not generally
included In the evaluation/assessment process
for restraints and that process included use of the
pre-restraint form on a quarterly basis. She added
that she did not have a system in place that
included what the assessment process entailed
or documentation of the observations for the
continuation or reduction of a reslraint. She
further stated " residents should not be
restrained at family request and sometimes she
gave into family request knowing that was not
right * .She further stated that care plans should
be updaied to reflect the frequency of removal of
restraints, She added that none of the identified
residents had any recent or recurrent falls. The
restrainis were either applied per family request
or poor safely awareness, there was no medical
indicators or physician input in the decision of the
use of restraint.
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BPuring an interview on 2/29/12 at 3.01PM, the
Administrator indicated the sxpectation was that
therapy be involved in the restraint assessment
and done quartely. Residents shouid be
relaeased during meals/actvities.The residents
should have a clinical reason for the use of
restraint.

During an interview on 2/29/12 at 4:00PM, family
member indicated that she was called by the
facility nurse and was told that they were putling
Resident #281 in tap huddy. She was not aware
of the assessment process and she agreed to the
use of the restraint based on what the nurse and
director of nursing informed her that was
ocourring with Resident #281. The family
indicated acknowledged awareness of the risk for
falls and thought an assessment had been done
by therapy. She added that she would not have
put a restraint on Resident #281 unless and
assessment had been done or the docior had
reviewad the case. She siated that the intent was
for Resident #281 to receive therapy and return
home.She indicated that Resident #281 could sit
in an upright position without difficulty and the lap
buddy was applied for safety and facility decision.
During a follow up interview on 2/29/12 at
4:30PM, the administrator indicated that all
restraints within the facility would be reviewed and
evaluated. The therapy department and family
education would be included in the new process.
F 241 483.15{a) DIGNITY AND RESPECT OF

s8=p | INDIVIDUALITY

The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respectin
full recognition of his or her individuality.

F 221
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This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interviews and
record reviews, the facility failed to provide a
dignified dining experience as evidence by not
removing restraints during meals, for 4 of 4
sampted residents(Resident #33, 117, 217 and
281).

The findings included:

1. Resident #33 was admilted to the facllity on
1/26/10. Resident #33 current diagnoses included
dementia, hemi paresis, hypertension diabetes
and chronic obstructive pulmonary disease. The
Minimum Data Set dated 10/1/11, indicated that
Resident #33 had short and long term memory
and decision making problems, Resident #33
required assistance with all activities of daily living
was coded as non ambulalory with a trunk
restraint. Last recorded fall noted on 5/1/11.
Review of the last fall risk assessment dated
214108, revealed that Resident #33 was
non-ambulatory,

Review of the care plan dated 7/27/11, identified
the problem as; Resident #33 needs restorative
nursing for eating and dining to improve self
feeding and risk for weight loss. The goal
included thal Resident #33 would be able o feed
self with minimal assist and would consume
75-100% of each meal. The approaches included
encouraging Resident #33 to eat all food and
provde verbal cues to assist with task, set-iray
each meal, cut up food and open all containers,
provide adaptive squipment as needed, monitor
assistance needed, record percentage and intake
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Corrective action to be accomplished
for those residents found to have been
affected by the deficient practice:

1. Resident #33, during meal times tray
and lap buddy, was removed to allow
resident to utilize the table space that is

in front of her to maintain and enhance
residents dignity and respect in full
recognition of their individuality.

2. Resident #117, lap buddy was removed
during meal time to maintain and enhance
residents dignity and respect in full
recognition of their individuality.

3. Resident #217, lap buddy was removed
during

meal time to enhance residents dignity and
respect in full recognition of their
individuality.

4, Resident #281, lap buddy was removed
during meal times to maintain and enhance
residents dignity and respect in full
recognition

of their individuality.

Corrective action to be accomplished for
those residents having the potential to be
affected by the same deficient practice:

1. All residents that required restraints had
them removed during meal times to provide
a dignified dining experience.

2. Same as #1

3.Same as #1

4, Same as #1
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and notify nursing of any problems during meals
that need further evaiuation.

During an observation on 2/29/12 at 7:29AM,
Resident #33 was seated in front of her bedroom
with lap tray in place. There was a chair cushion
In place and she sat in an upright position without
difficulty. There were no repetitive movements or
leaning in any directions, both feet were place
solid on the floor.

During an interveiw on 2/29/12 at 7:32AM,
nurse#1 stated that Resident #33 used the lap
tray for meals and the tray was removed after
meals. She added that resident was able to sitin
an upright position without tray and only leans fo
leftside when she was tired or falls sleep in chair.
Resident had nol had any falls in months,
Resident was unable fo remove any type of
device independently and she was
non-ambulatory, could not recall resident
attempling to get up unassisted. DON(director of
nursing) handled assessments of restraints.
During an interview on 2/29/12 at 7:35AM, NA #1
indicated ihat Resident#33 used the lap iray all
the time, resident would attempt to stand or slid
forward in chair. She added that the resident was
able to reposition self in chair even when she slid
forward. She was unaware of any falls, She
indicated that when she slides forward was after
she had fallen alseep in the chair. Resident was
unable to remove any type of device.

During an observation on 2/29/12 at 7:52AM,
Resident#33 was seated in the main dining room
at the table with lap tray in place. Resident#33
fray was positioned under the table and she was
eating her meal from the main dining room table.
She only required meal sel only. Resident#33
was reaching over tray trying to get to her meal
that was placed on the main table. Food was
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will not occur:

Monitoring Process

to QA committee,

made to ensure that the deficient practice

1. All nursing staff was in-serviced regarding
the ramoval of a restraint during meal times
to provide dignity and respect of those
individuals during the dining experience.

1. The Director of Nursing and/or
designee will monitor residents with
restraints to ensure that they are being
removed during meal times. Monitoring
will take place 3 x week x 90 days

then quarterly. Results will be reported
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spilling all over the main table and the tray. Staff
was assisting other residents.

During an interview on 2/29/12 at 8:00AM, NA #2
and NA #3 indicated that they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
needed sel-up assistance only. She added that
the residents wore the lap buddyfirays because
they were a falf risk and mobile within the facility.
She indicated that the lap buddy or trays was not
removed during dining due to the potential for the
resident fo lean forward or reach for semething in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
because they did have the lap buddy's or trays in
place and that the residents were fall risks. NA#3
staled that anytime a resident had a device like
lap buddy or trays while in the dining room, staff
would find a table that was at good height that the
chair could fit under was used.

During an interview on 2/28/12 at 2:49PM, the
DON stated that residents should be relasase
during meals, activities, toilefing and nio resident
should be eating with restraint in place,

During an interview on 2/29/12 at 3:01PM, the
administrator indicated the expectation was that
therapy be involved in the restraint assessment
and done quartely. Residents should be
relagased during meals/actvities.

2. Resident #117 was admitted fo the facility on
3/16/07. Resident #117 cumulative diagnoses
included hypertension, pulmonary fibrosis and
dementia. The Minimum Data Set(MDS) dated
114112, indicated that Resident #117 had short
and long term memory and decision making
prablems, She required total assistance with all
areas of daily living. She was coded as needing
assislance with meals.
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Raview of the care plan dated 12/7/11, identified
the problem as; Resident #117 was on altered
nutrition due fo below ideal body weigh and
weight loss. The goal included resident would
temain stable at 5 pounds above wsight through
nexi review, The apporaches included, monitor
intake, weight, skin and labs, honor food
preferences, must be assisted with meals and
provide supplements as ordered.

During an observation on 2/28/12 at 8:57AM,
resident was being fed by NA#4 with fap buddy in
place.

During an observation on 2/29/12 at 7:47AM,
Resident #117 was brought from bedroom back
o main dining area by NA#4. NA#4 stated that
the Resident#117 had a fap buddy on since
November of last year and at one time the lap
buddy was removed and family requested that i
be put back on resident. The resident did not
have any falls and was unable to remove it
independently.

During an observation on 3/1/12 at 8:53AM,
resident seated at table with lap buddy in place,
NA#1 assisting and resident with meal.

During an interview on 2/28/12 at 2:48PM, the
DON stated that residents should be relaease
during meals, activities, toileting and no resident
should be eating with restraint in place.

During an interview on 2/29/12 at 3:01PM, the
administrator indicated the expeclation was that
therapy be involved in the restraini assessment
and done quartely. Residenis should be
relaeased during meals/acivities.

3. Resident #217 admitted to facility on 4/25/11.
The cumulative diagnoses included hypertension,
mild dementia, chronic cbstructive pulmonary
disease, osteoprosis and anxiely. The Minimum
Data Set{MDS) dated B/7/11, indicated that
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Resident #217 had some short and long term
memory and decision making problems. She
required one person assistance with activities of
daily living and {ransfers. She was coded as
needed supervision with meals.

Review of the care plan dated 10/28/11, identifled
the problem as; Resident #217 had weight loss
and variable intake and low albumin levels. The
goal included resident weight would remain stable
above 5 pounds. The approaches included honor
food preferences, monitor weight, intake, labs
and provide recommended diet and nutritional
supplements.

During an observation on 2/29/12 at 7:52AM,
Resident #217 was seated in the main dining
room at the table with lap buddy in place.
Resident#217 tray was posifioned under the table
and she was eating her meal from the main
dining room able. She only required meal set
only. Resident was reaching over lap buddy trying
to getto her meal that was placed on the main
table. Food was spilling all over the main table
and the tray, Staff were assisting other residents.
During an interview on 2/29/12 at 8:00AM, NA #2
and NA #3 indicated thal they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
needed sef-up assistance only. She added that
the residents wore the lap buddy/trays because
ihey were a fall risk and mobile within the facility.
She indicated that the lap buddy or trays was not
removed during dining due {o the potential for the
resident to lean forward or reach for something in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
becauss they did have the lap buddy's or trays in
place and that the residents were fall risks. NA#3
stated that anytime a resident had a device like
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lap buddy or trays while in the dining room, staff
woutd find a table that was at good height that the
chair could fit under was used.

During an observation on 2/29/12 at 9:02AM,
Resident #217 was set up by NA#1 for breakfast
meal with lap buddy in ptace. NA#4 indicated that
the lap buddy was not removed during meats.
Resident #217 was non-ambulatory and could
only assist with pivoting. Resident #217 was
unable to remove the fap buddy and she was
uncertain why she had the lap buddy. Resident
was able {o eat her meal independently.

During an interview on 2/29/12 at 2:49PM, the
DON stated that residents should be relasase
during meals, activities, toileting and no resident
should be eating with restraint in place.

During an interview on 2/29/12 at 3:01PM, the
administrator indicated the expeciation was that
therapy be involved in the restraint assessment
and done quartely. Residents should be
relaeased during mealsfactvities,

During an observation on 3/1/12 at 8:533AM,
Resident #217 seated in dining hall with lap
buddy in place, reaching across the table for her
meal after staff set up. She had difficulty getling
to meal due {o the distance that she had to reach.
4. Resident #281 was admitted to the facilily on
1/24/12. The cumulative diagnoses included
vertigo, diabetes, parkinson' s disease, anemia
and gait abnormality. The Minimum Data
Sel{MDS) dated 1/31/12, indicated that Resident
#281 had some short and long ierm memory and
decision making problems. Resident #281
required extensive to fotal assisiance with
actlivities of daily living(transfer/ mobility,
dressing), needed some supervision with eating.
During an observation on 2/29/12 at 7:52AM,
Resident#281 was seated in the main dining

F 241
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room with lap buddy in place during the meal.
There were three staff assigned to the dining
room. Resident #281 was able to state what she
wanted for beverage during breakfast. No staff
removed the lap buddy from her chair. Resident
sat in an upright position without difficully or
repetitive movements, She was able to feed
herself without difficulty. She ate her meal from
the table. Resident#281 was reaching over lap
buddy to get to the table. Her hands were shakey
as she raised the coffee cup and food was all
over the lap buddy.

During an interview on 2/28/12 at 8:00AM, NA #2
and NA #3 indicated {hat they generally work the
main dining room. NA #2 indicated that the
residents in the main dining room generally
neaded set-up assistance only. She added that
the residents wore the lap buddy/irays because
they were a fall risk and mobile within the facility.
She indicated that the lap buddy or frays was not
removed during dining due to the potential for the
resident to lean forward or reach for something in
the dining area unexpected. NA #3 stated that
there have been no falls in the dining room
because they did have the lap buddy's or frays in
place and that the residents wers fall risks. NA#3
stated that anylime a resident had a device like
lap buddy or trays while in the dining room, staff
would find a table that was at good height that the
chalr could fit under was used.

During an inlerview on 2/29/12 at 2:49PM, the
DON stated that residents should be relaease
during meals, activities, toileling and no resident
should be ealing with restraint in place.

During an interview on 2/29/12 at 3:.01PM, the
administrator indicated the expectation was that
therapy be involved in the restraint assessment
and done quartely. Residents should be
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relaeased during mealsfactvities,
F 371} 483.35(1)) FOOD PROCURE, £a71| Corrective action to be accomplished
s38=D | STORE/PREPARE/SERVE - SANITARY for those residents found to have been

The facility must -

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

(2} Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not mel as evidenced
by:

Based on observations, staff interviews, and
record reviews, the facility 1) failed to air-dry
bowls and cups, 2) failed to ensure food items in
the 1 of 1 upright freezer were labeled and dated
when taken out of the original container, and 3}
failed to keep exhaust hood filters ¢lean and free
of dust and grease. Findings include:

1. During kitchen observation on 2/27/12 at
11:40 a.m., 2 racks of red bowls were observed
stacked on top of each other on the serving line,
and 3 racks of red cups were observed stacked
on top of each other under the serving line, wet
and with water running off the bowls. The Dielary
Manager acknowledged the condition of the
bowis, saying that they were clean but wet, and
he did not know who had stacked the wet cups
and bowls on top of each other. The Dietary
Manger directed a food service worker to remove
the wet bowls and cups off the line.

affacted by thedeficient practice:

1. The wet bowls and cups were removed
from the line.

2. The clear bag of frozen chicken patties,
clear bag of chicken fingers, and the brown
bag of French fries were labeled and dated.
3. The exhaust hood filters were hand
cleaned by the Directar of Dining Services.

Corrective action to be accomplished for
those residents having the potential to be
affected by the same deficient practice:

1. The wet bowls and cups were removed
from the line to dry properly.

2. The clear bag of frozen chicken patties,
clear bag chicken fingers, and the brown
bag of French fries were labeled and dated.
3. The exhaust hood filters were hand
cleaned by the Director of Dining Services.

FORM CMS5-2567{02-99} Pravious Versions Obsolete

Event ID14YEHT1

Facility 10: 833498 If continuation sheet Page 26 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 03/15/2012

FORM APPROVED
CENTERS FCR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDERI/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTHFICATION NUMBER: COMPLETED
A, BUILDING
B. WING c
345443 ' 03/0172012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5680 WINDY HILL DRIVE
OAK FOREST HEALTH AND REHABILITATION
WINSTON SALEM, NC 27105
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLHATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CATE
DEFICIENCY}
F 371 Continued From page 26 F371| Measures putin place or systemic changes

During a follow-up kitchen observation on 2/29/12
at 3:44 p.m., 4 racks of salad bowls were
observed on the serving line, wet and 2 racks of
wei cups (50 cups) were observed stacked on lop
of each other on a cant near the serving line,

in an interview on 2/28/11 at 3:50 p.m., the
dietary aide stated, "} do not know who stored
the bowls wet on the cart. " The dietary aide
locked at the clack in the kilchen and stated that
they had been there drying roughly 2 hours.

2. During the kitchen tour on 2/27/12 at 11:14
a.m., the following items were observed in 1 of 1
upright freezer: 1 open clear plastic bag of frozen
chicken patties, 1 open clear plastic bag of
chicken fingers, and 1 brown bag of French fries
(as identified by the direclor of food services), all
of which were uniabeled and undated.

Subsequent inspection of the kitchen four on
2129112 al 3:44 p.m., the following items were
chserved in 1 of 1 upright freezer: 1 open clear
plastic bag of frozen chicken patiies, 2 cpen clear
plastic bags of chicken fingers, and 1 brown bag
of French fries (as identified by the director of
food services), all of which were uniabeled and
undaied.

During an interview on 2/28/12 at 3:50 p.m., the
director of food services stated, " The labels will
not stay on the bags. " He proceeded to print the
name of the product and date on the food
products,

3. During the inifial tour of the kitchen on
2127112 at 11:00 a.m., the exhaust hood fillers
above the stove were heavily coated wilh greass

made to ensure that the deficient practice
will not oceur:

1. The Director of Dining Services will
monitor the drying process daily to ensure
all bowls and cups are properly dried before
use.

2. Daily inspection of the upright freezer to
ensure that all items are labeled and dated.
3. The exhaust hood filters will be cleaned
professionally, quarterly, and as needed by
the Director of Dining Services.

Dietary staff was in-serviced on:

1. The appropriate way to air dry insutated

dishes.
2. Insulated dishes are not to be stacked

upon each other for drying.
3. |nstructed to not use dishes that are still

wet or dirty.
Monitoring Process

The Director of Dining Services will monitor
the drying process and upright freezer for
30 days, monthiy x 3 months, with results
report to QA commitiee.
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and dust.

During a follow-up kitchen inspection on 2/29/12
at 3:44 p.m., the exhaust hood fillers above the
stove were heavily coated with grease and dust.

During an interview on 2/29/12 al 3:50 p.m., the
Dietary Manager revealed that " the exhaust
hood filters are contracted through a company
and are cleaned every 3 months. " The Dietary
Manager furlher stated that the filters were last
cleaned in November 2011, and the commercial
company will come on March 8, 2012, to clean
the filters.
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K 029 | NFPA 10t LIFE SAFETY GODE STANDARD K028| o2 ' 5|
55=D/ |
| One hour fire ralad construction {with %4 hour d
fire-raled doors} or an approved automalls fire Corrective action accomplished by !
extingutshing syslem in accordance wilh 8.4,1 the Ixchity to correct the daficient
andfor 19.3.5.4 protecis hazardous areas, When practice:

the approved automalic fire extingulshing system

option is used, the arsas are separated from The wiro was removed from the

kilchon stornga door,

. j.other spaces by smoke resisting parliionsand _ | | U0 S
doors, Doors are sell-closing and non-rated or Coyrective acton to be accomplished {_
fleld-applled proteclive plates thal do nol exceed for those residents having potential to i
48 inches from the botlom of the door are be affected by the same deficient
permitted,  19.3.2.1 practice: ;

The Director of Facilily Services Ingpected
i | L all doors 1o snsure there wore noL any

wircs holding them open.
This STANDARD [s nof met as evidenced by: ' .
42 CFR 483.70(a) i\geasures plét Ltnto]fwl:::g:ij;s}::mlc- ;
madae o
By observation on 3/27/12 al approximalely 2:00 de?f;?::t Pmﬂce";,;’" not :ccm,;
P the followlng hazardous area was
non-compllant, specific findings include the the A mag lock was installed 10 hold the
kitchen storage room door was held open with door open propetly, when needed.
wire. There must be no Impediment to closing of
! the door, The Director of Facility Scrvices will
K 052 | NFPA 101 LIEE SAFETY CODE STANOARD K 052|  inspeot alf doors to ensurs theto aro vor
S§=b sny wires holding thero open.
A fire alarm system required o life safely Is
instalied, lested, and malnlained In sccordance Movitoring Process
i with NFPA 70 Nalional Electiical Code and NFPA
1 72. The system has an approved maintenance 1. Tho inspeotion of all doors will be
i and tesling program complying with applicable condueted wonthly for 3 months, and
requirements of NFPA 70 and 72, 8.6.1.4 then gquarterly by the Dirocior of !
Facility Services.

2. The rosults of the inspections will be
discussed in the fasllity’s QA monting,
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Any deflclancy sielomoat ending with in aalﬂlsk@dentﬂ.es a deficlancy which ihe laslitutlen may be excusad frem conaciing providing [l s :ie'.ern{lnetflhal
olher ssfeguards pravide sufllclent protection o i pallents. {See inslructlans.} Excepllor nursing homes, the findlnge siaterd bove are discleaable 80 days
follewlng the date of survey whether or nol » plan of vorrestlen Is provided, For nursing homaes, the abova findings ahd plans of cotraclion ate disclosable 14
days follawing the dale Jhese documenls sre made avallabls o the aclily. If deficlancles 2ro ciled, un approved plan of corractian s requlsiie 16 sontinuod

program padivlpailan,

if conlinvalion sheel Page 1072,
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42 CFR 483,70(g)

PM the Facillly's cooking systam was nol

prolecled In accordance with NFPA 86 -

Ventllation Control and Fire Protection of
Commercial Cooking Operations.

splash guard In the dielary klichen.

| By observation on 3/27/12 at approximately 2:00

Specliic findings Include; the deep fryer was
located nexl to a sleam kellle without the required

STATEMENT OF DEFiCIEN(I:\JIES N e DATe SURY
F G DEN 'ION NUMBER:
AND PLAN OF CORRECTIO FICATION N E A BULDING 01 - MAIN BUILDING 0%
B. WING
. 345443 W 03/27/2012
NAME OF PROVIOER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
6880 WINDY HILL DRIVE
A
OAK FOREST HEALTH AND REHABILITATION WINSTON SALEM, NC 27105
{x4) 10 l SUMMARY STATEMENYT OF DEFICIENCIES | 1y PROVIDER'S PLAN OF CORRECYION | 1%5)
PREFIK | {EACH DEFIGIENGY MUST BE PREGEDED BY FULL | PREFR {ENGH CORRECTIVE ACTION SHOULD BE | SOMPLATION
NG HEGULATORY QR LS IDENTIFYING INFORMATION) f ¥nG CROSS«REFERENgEID IE% THE ARPRCPIIAYE l ngf
. DEFICIENCY)
T
‘ . i l X052 "‘l ;;} 12
K 052! Conlinued From page 1 . K082 )
i Corrective action accomplished by
the facility to corvect the deficiend
practice:
This STANDARD Is not met as evidenced by: *[hie nontncittor panele st bolh ouwacs
42 CFR 483.70(a) stutions were repaired so that sudible
By ohservatlon on 3/27/12 at approximately 2:00 sipnal with loss of power, @uttery
PM the fallowing fire alarm system component back-up, or loss of phone line wiif ba
was nof-compliant, specific findings include there heard,
i 1 was nol an audible slgnal with loss of power, ) P . . .
baltery back-up, or foss of phone line al an area Correstive action to be accomplished
Z hers I is flkaly to be h sual for those residents having potential to
where It is likely fo el eard. There was a visua be affocted by the same deficiont
+ and audible at the main fire alarm panel localed practice: I
i In the maintenance office down the service hall,
| however there was only a visual signaf al the The annuncintor panels at both oursay ‘
I annunclator panel located at both nurses stalions, staliond wero ropoired 5o that nudible |
K 069] NFPA 101 LIFE SAFETY CODE STANDARD K 06g]  sigoal with loss of power, baftery I
88=p hack-up, or loss of phone Tine will be i
: Cooking facllilies are protecled In accordance heard, :
wih8.2.3.  18.3.2.,6, NFPA 96 Meagures put into place or systemic
changes mnde to engure thnt the
deficient practice will not accur: i

This STANDARD is nol me! as svldanced by i

Tho Dirsator of Facility Services
will Inspeet both the anounclator
panels-at both nrses atstions, during
monthly fire drills, 1o ensuro audible
sgnal with Joss of powsr, bnitery
back-up, or loss of phone line will
be heard,,

Monitoring Process

1. The jospestion of the pununciatar |
pincls will be conducted monthly
for 3 months, and then quartctly

by the Dircelor of Fecility Services, !

2. The results of thoe inspoctions wil
be discussed in facility’s QA meeting.

i
FOrM CMS-258710%-99) Previous Varslons Obselcle

Eyvent DI AYEHZY

Faciily I0: 933436

{F conlinuation sheot Page 2of 2
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STREET ADDRESS, CITY, STATE, 2IF CODE
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WINSTON SALEM, NC 27103

Cooking facilitles are protecled in accordance
with 8.2.3.  19.3.2.8, NFPA 95

This STANDARD s riol mel as evidenced by.

42 CFR 483.70(2)

I 8y observation on 3/27/12 at approximately 2:00
P the facilily's cooking system was not
prolecled in accordance with NFPA 86 -

"I Venlilalion Control and Fire Protection of
Commerclal Cooking Operatlons,

Specific findings Include; the deep fryer was
located next to a sleam Kettle without the required
" splash guard In the dietary kitchen,

|
!

|

(%4110 SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN COF CORRECTION i i
PREFIX {EACH DEFIGIENGY MUST BE PRECEDED BY FULL | puErx {BACH CORRECYIVE ACTION SHOULD BE j Gomilaliion
TAG REGULATORY OR LSE IDENTIFYING INFORMAYION) PTAG CROSS-REFERENCED YO THE APPROPRINTE l nair
i E DEFICIENCYY :
‘ ' ’ "\1 W / W
K 052 | Continued From page 1 . KOsl Koep
Corregtive aglion nccomﬁiished by
the facility to correct the deficient
. practice;
This STANDARD Is not met as gvidenced by:
42 CFR 48{3.70(8) " A required splash guoed wog placed on
By observalion on 3127112 at approximately 2:00 tho deep fryex
PM the_following fire alarm systerm compopent
was noh-compllant, specific findings include thers Corrective sction to be nccomplished
- {was nol an audible signal with Joss of power, for thogn resid_e_gt_s_!l_mqnag ¥ounfa[ to
+ battery back-up, of loss of phane Hine al an area ‘be affected by the same deficlen
"whara It Is ikely to be heard. Thare was a visual ‘practices [
- and audible al the main fire alarm panel located Avequircd splash goord wag pluccd on :
in the mainlenance office down the service hall, ' the decp fyer
; however there was only a visual signal at the |
annuncialor panel logated al both nurses stallons, Measures put into piace or systemic :
K 069 | NFPA 101 LIFE SAFETY CODE STANDARD Kosg|  chunges made fo ensure that the !
S50 deflcient practice will not eceur: ;

A requircd spiash guard was pinved on
the deep fryer.

Monitoring Process

1. The Director of Facility Services wil)
inspect the required splash guard on the
deep fryer monthly then quartorly to

cnsurs itd effectivencss.

2. The rosults of tha inapections will be
discussed In focllity's QA mecting.

L
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