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The facility must inform the resident both orally y \ \) LA /’4 e, Preparatton und or executun of this plan of correchon
“\’ / c(m'f nof constiiute admission or agrevinent by the

and in writing in a language that the resident 5, i

understands of is of her rights and all s f/ Rl gk btk ot e s — .
regulations governing resident conduct and /' arfection is prepared and ar executed solely becanse
responsibifities during the stay in the facility. AUG ¢ 2w ift § required by the provisions of federal and stute law.
facility must also provide the resident with the . ’ ; ] -
notice (if any) of the State developed under Eigf_s_ugl_igﬂgm 07/28/12
§1919(e)(6) of the Act. Such notification must be =~ . '

§J p —1-

made prior to or upon admission and during the __{ff;; Y " Corrective Action for Resident Affected
resident’s stay. Receipt of such informatien, and R Lt -
any amendments to it, must be acknowledged in A print out of how to apply for Medicare
writing. ‘ and Medicaid benefits was posted on
06/27/12 by the administrator outside of the
The facility must inform each resident who is main dining room.
entitted to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the . ; .
resident becomes eligible for Medicaid of the gﬁé’:ﬁ?ﬁ; ﬁﬁ::eg” Resident

items and services that are included in nursing
facility services under the State plan and for

, which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to

All residents have the potential to be
affected by this practice. See corrective
action below.

Systemic Changes

the items and services specified in paragraphs (5} The “how to apply for Medicare and
(i){(A) and (B} of this section. Medicaid™ was posted in frames mounted to
the wall by the maintenance director on

The facility must inform each resident before, or 06/27/12 10 prevent them from being
| at the time of admission, and periodically during ! ‘ removed,
" the resident's stay, of services available in the
- facility and of charges for those services, Quality Assurance
{ including any charges for services not covered - The Administrator will monitor this issue
[ under Medicare or by the facility's per diem rate. H using the "Survey QA tool". ' T

' The facility must fumish a written description of !
i lega! rights which includes: ' l S /

HIQRATORY D]REW PROVIDER/SUPPLIER RE Es ATIVE'S SIGNATURE TITLE x5 Dﬁ; /}/ \\
oy y W Ko Jn o f@lf? LM HA 740 f12.
i ‘& statement ending with an asterisk {*) deﬂas a daficie vm:ch the instilution may be axcused from comecting pmvﬁl’ng itis degrmmed that ﬁ&y/d

cther safeguards provida sufficient protection to the patiedts. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
fotlowing the date of suivey whethar or not a plan of correction is provided, For noring homes, the ab~we Frdince o4 plans o contectic 872 disclosable 14

qays folowing the dale these documenls are made available to the facility. If deficiencies are cted, an approved plzn of conection is requisite lo continued

program participation. Q
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A description of the manner of protecting
personal funds, under paragraph (c) of this
section;

A descriptioni of the requirements and procedures
for establishing eligibility for Medicaid, including
the right 1o request an assessment under section
1924(c) which determines the extent of a couple’s
non-exempt resources at the time of
institutionalization and atiributes to the community
spouse an #quitable share of resources which
canno! be considered available for payrment
toward the cost of the institutionalized spouse’s
medical care in his or her process of spending
down to Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbsers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicaid fraud control
unit; and a statement that the resident may file a
camplaint with tha State survey and caertification
agency conceming resident abuse, neglect, and
misappropriation of resident property in the
facility, and non-compliance with the advance
directives requirements.

. The facitity must comply with the requirements
specified in subpart | of part 489 of this chapter
related to maintaining written policies and
procedures regarding advance directives. These
requiremants include provisions o inform and

, provide written information 1o all adult residents

_conceming the right to accept or refuse medical

' or surgical treatment and, at the individual's

" option, formulate an advance directive. This

allegation of vompliance

Preparation ond or execution of diy plan of currectton
dovs not constriute admission or qgreeseil hy tlwe
proveder of the truth of the facts alleged or conclusens -~
set forth in the stutement of deficiencies. The plon of
currectton 15 prepared and or executed solely because —
o i reguired by the provisions of federal and stale lg':r o

The monitoring will include verification

that the “How to apply for Medicare and s
Medicaid" posting is stilf hanging in the N
frame by the dining room. See attached

monitoring tool. This will be done weekly

for three months or until resolved by

QOL/QA committee. Reporis will be given

to the weekly Quality of Life- QA

committee and correctlive action initiated as
appropriate. The QOL/QA committee is the

main quality assurance committee. They

have regularly scheduled meeting weekly

which are attended by the Administrator,

Director of Nursing, other nurse managers,

and dietary manager.

It will also be reviewed in Quarterty QOL/QA
committee attended by the Medical Director,
Administrator, Director of Nursing, Social
Services, Dietary Manager, Environmental
Director and Activities Director
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includes a written descriplion of the facility's

policies to-implement advance directives and
applicable State faw.

The facility must inform each resident of the
name, specialty, and way of contacling the
physician_responsible for his or her care.

The facility must prominently display in the facilty
written information, and provide to residents and
applicants for admission oral and written
information about how to apply for and use
Medicare and Medicaid benefits, and how to
receive refunds for previous payments covered by
such benefits.

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interview, the
facility failed to post information on how to apply
for Medicare and Medicaid benefits for all
residents.

Findings include:

Observation on 6/26/12 at 1:30 PM, ang 6/27/12
at 4 PM revealed posted information was
displayed in picture rames on a wall outside the
main dining room for residents and family
members to view. Review of the postings
revealed no information on how to apply for
Medicare/Medicaid benefits was posted.

During an interview with the Administrator on
6/27/12 at 5:28 PM, the Administrator stated the

, information was expected to be posted outside
the main dining reom with all of the other required

=156

+

+
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postings. The Administrator stated she was allegatin of comphance.
unawate the poslings were not on the wall
available 1o resi dent Preparetion aitd or execatton af this plan of correchion
) \aens. does not constiute adunssion or agrecment by the
F 172 483.104)(1)&{2) RIGHT TOIFACILITY F172 provider of the ratl of the facts alleped or conclisions
ss=¢ PROVISION OF VISITOR ACCESS set forth i the statement of deficiencies. The plan of

The resident hasﬁ_{a right and the facility must
provide immediate access o any resident by the
foliowing: -

Any representativégbf the Secretary;
Any represehtative of the State;
The resident's individual physician;

The State long term care ombudsman
(established under seclion 307 (a}(12) of the
Older Americans Act of 1965);

The agency responsible for the protection and
advocacy system for developmentally disabled
individuals (established under part C of the
Developmental Disabilities Assistance and Bill of
Rights Act);

The agency responsible for the protection and
advocacy system for mentally ill individuals
{established under the Protection and Advocacy
for Mentally 1l Individuals Act),

Subject to the ree_ﬁi?i_ent’s right to deny or withdraw
‘ consent at any time, immediate famity or other
* relatives of the resident; and

. Subjectto reasoﬁ_'c—_xble restrictions and the
' resident's right to deny or withdraw consent at any
“time, others who are visiling with the consent of

correction 1x prepured and or exccited solely becanse
1t 15 reguered by the provisions of federal and stait law.
\

F 172 Ombudsman 07/28/1 2

Corrective Action for Resident
Affected

The administrator spoke to resident # 27,
20 and 36 on 07/19/12 to inform them of
the ombudsman name and contact
information.

Corrective Action for Resident
Potentially Affected

All alert and oriented residents have the
potential to be affected by this practice.
On 07/19/12, 07/20/12, and 07/23/12 the
social services director met with all alert
and oriented residents to inform them of
the ombudsman name and contact
information. A print out of the
information was also provided to them.
They were also told that the name and
contact information for the ombudsman is
located outside of the main dining room
and at each nurses ’station. i
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the resident. _

The facility must provide reasonable access to
any resident by any entity or individual that
provides heaith, social, legal, or other services to
the resident, subject {0 the resident's right to deny
or wilhdraw consent at any time.

This REQUIREMENT is not met as evidenced
by: i

Based on observations, resident and staff
interviews, the facility failed to ensure that 3
residents (Resident #27, #20, and #36 ) of 3 alert
and oriented residents knew what the
Ombudsman was, who the Ombudsman was, of
how to contact the Ombudsman.

Findings include:

Resident # 27 was re-admitled to the facility on
6/25/41. Review of the resident' s most recent
MDS (Minimum Data Set), an annual assessment
of 5/18/12, revealed the resident was cognitively
intact.

During an interview on 6/27/12 at 2 PM, the
resident reported he didn't know who the
ombudsman was, what an ombudsman was, or
how to get a hold of one.

Resident #36 was admitted to the facility on 1/9/0
. Review of the resident ' s most recent MDS, a

, quarterly assessment of 4/10/12, revealed the

_ resident was cognitively intact.

! During an interview with the Resident #36 on
6/28/12 at 8:02 AM; the resident stated she didn't

Fhas Pttt af Corevcinin s der oo™ s ML
alfegatron of complunce.

Preparation and or execution of thes plan of correction
deoex not constiiide adrmission or agrecment hy the
provider af the truth of the fucts alleged vr conclisvns
sel forth in the statement of deficencies The plan of
correction is prepared amd or exeened solely because
i 18 required by the provisiens of, federal amd staredew

0

Systemic Changes

The social services coordinator was
educated by the administrator on
07/19/12. This education included the
need to meet with all new admissions
within the first 72 hours of admission to
notify them of the ombudsman’s name
and contact information and that it is
posted outside of the main dining room if
they need it in the future.

Quality Assurance

The Administrator will monitor this issue
using the "Survey QA tool". The
monitoring will include interviewing 5
alert and oriented residents to ensure that
they know where the ombudsman’s name
and contact information is kept. This will
include at least two new admits if
available, See attached monitoring tool.
This will be done weekly for three

months or until resolved by QOL/QA
committee. Reports will be giventothe
weekly Quality of Life- QA committee .
and corrective action initiated as
appropriate.
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know who the Ombudsman was, what the
Ombudsman was, or how to get in touch with the
Ombudsman The resident stated she didn't go
to Resident Council Meelings and did not
remember anyone discussing an “Ombudsman’.

Resident #20 was admitted to the facility on
6/9/12. “Review of an admission assessment,
daled 6/15/12, indicated the resident was

During &n interview with Resident #20 on 6/28/12
al 7:64 AM, the resident reporied she did not
know what an Ombudsman was, who it was, or
how to get in touch with the Ombudsman. The
resident reported she did not remember anyone
discussing the Ombudsman with her on
admission to the facility. The resident reported
she went to a Resident Council Meeting, but did
not remember hearing any conversations abaut
2n Ombudsman.

During an interview with the Activities Director on
©/28/12 at 3:33 PM, the Director reported she
helped the residents sel up and conduct the
Resident Council meelings. The Director
reporied they discussed what the Ombudsman
did, and where to find the phone number. The
Activity Director stated the information was

. discussed last year afler the annual survey. The
Director reported the Ombudsman was discussed
at Resfdent Council meetings every couple of

. months but was not able to report when the

. discussions occured.

Review of the minutes from Resident Councit
| Meetings since August 2011 revealed no
documentation of discussion about the

(x4) 1D 1D
PREFIX ¢ AGH DEFICIENCY MUST BE PRECEDEOBY FLAL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
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allegaiion of compliance. s

Prepuration anted ar exceutton of this plun af correction
dewes not constiiute adnussion or ugrecment by ihe

provider f the truth of the facts alleged or conchotons
sut forth wr the statement af deficiencres. The plait of T
correciion i prepared and or executed solely beeause 75
1t 15 reguired by the provisions of fedvred and site low ™ ==

.
L)

The QO1J/QA committee is the main ’ e
quality assurance committee. They have .
regularly scheduled meeting weekly
which are attended by the Administrator,
Director of Nursing, other nurse
managers, and dietary manager.

It will also be reviewed in Quarterly QOL/QA
committee attended by the Medical Director,
Administrator, Director of Nursing, Social
Services, Dictary Manager, Environmental
Director and Activities Director
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The facility must provide for an ongoing program
of activities designed 1o meet, in accordance with
the comprehensive assessment, the inlerests and
the physical, mental, and psychosocial well-being
of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and staff
interviews the facility failed to provide an ongoing
program of evening activities for 3 {Resident #11,
#28 and #83) of 20 residents reviewed for
activities.

Findings Include:

An observation on 6/26/12 at 3:56 pm in Resident
#11 room revealed there were no activities listed
after 4:00 PM on the June 2012 acfivities
calendar, -

. An interview with the Activities Director on

- 6/27/12 at 4:19 PM revealed she was planning to
starl a summer movie night fike she did ast

, summer. There were some singing groups that

PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE cowPLEnioN |
TAG AEGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE |
=z DEFICIENCY) —
antinuad F o - a7
F 172 Continuad ! rqgt page 6 F 72 Tins Phart of Corves iy e e conies s credible
Ombudsman. - alftegation of comphance.
During an i with he Admittor on et oo ton oo
6/30/12 at 3:51 PM' lhef Adm'm?ualor stated she provider of the il of the fucts aflegied or conclusions —
expected the Activity Director discussed the set forth v the stutement of deficiencies. The plan of 1
Ombudsman at Resident Councit meelings and correciion is prepared and or execuied solely becanise -
the residents could obtain Ombudsman i 15 required by the provisions of federal and staig ks
information ffqupad of the admission packet that : -
was given to newly admitted residents . F248 Activities 07/28/14 .
F 248 483.15(){1) ACTIVITIES MEET F 248 =\
ss=p INTERESTS/NEEDS OF EACH RES Corrective Action for Resident -

Affected _

Evening activities are scheduled for July
26 and 31*, 2012. Evening activities are
scheduled for 8 out of 30 days on the
calendar for August. These activities
include movie night, Wii activities, such
as bowling and boxing.

Corrective Action for Resident
Potentially Affected

All residents who participale in activitics
have the potential to be affected by this
practice. See corrective actions for
actions that also impacted those
potentially affected.

Systemic Changes

An in-service was conducted for the
activity coordinator on 06/29/12 and
07/19/12 by the administrator to explain
the importance of weekend and evening
activities.
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come in the evening, which was usually at 7:00 alfepation of comphanee.
PM. T Preparation amd or execution of ths plon of correction T
5 not constiite wdnussion or agrecmeitt hy the - o=
An abservation on 6/27/12 at 5:06 PM revealed ,‘r{:n-nlur r;f :;:i'ljfr:l;:filfdn'ﬁn'.r.t a‘l!;v,s,wd or ('c;:u'h:.mm.r e
the June-2012 activilies calendar was posted in xet fortk o1 the statement of deficencres. The plan of
the restorative dining room. The latest activity correction 1s prepared and or exeented solely becawse
indicated was al 4:00 PM for this month o 15 reyuired by the provisions of federal amd state low, 0 2
An observation on 6/27/12 at 4.05 pm revealed
the June 2012 activity calendar posted in the Strategies to increase the number of
hallway-outside of the main dining room. There evening activities were identified to =
was one day written in on 6/15/12 that a visiting include calling on churches, speaking to -
group was scheduled at 7:.00 PM. community college to see if they have any- -
fraternities that need community services
A record review of the aclivity calendars from hours and could volunteer in the
January 2012 to June 2012 was conducted. The evenings. The activity director was
latest activity listed was al 4:00 PM. instructed to verify every morning that
. o o evening aclivities were completed by
An interview with the Activity Volunteer #1‘on ) talking to residents and staff. Monday
6!2'8{1'2 at 11 :31 AM revealed he only assists with through Friday at the Depariment Hea d
@twnhes dgrmg the day, due to he goes to school Morning Meeting, the A ctivities
in the evenings. Coordinator will report on the evening

activities scheduled for the following
days along with any issues identified
during any program.

An interview with Activity Volunteer #2 on 6/29/12
at 10:15 AM revealed she volunleered on
Tuesday and Friday ' s from 8 AM-3 PM. There
was a movie night activity done at 6:30 PM, She

has gone with the Activity Director in the past to This information has been integrated into

the movie night. The tast time the Activity the standard orientation training and in
Director had conducted the movie night was over ~ the required in-service refresher courses

six months ago. She was not sure of why the for all employees and will be reviewed by
movie night had stopped. There was a singing the Quality Assurance Process to verify
group that would visit in the evening. It has been that the change has been sustained.

over six months since this group has come.

: An interview with the Activily Director on 6/29/12
' at 3:35 PM revealed she had completed a three
+ month activity training course at a tocal . ‘
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248 Continued From page 8
community college 1ast year. The course
reviewed the impartance of having other staff
involvement with activities and conducting
evening activilies._.There was a couple of visiting
groups that had come three evening last QOctober.
She revealed it was hard to gel these visiling
groups to come in the evenings. They wantto
come during the'day. She did not have anyone
come last month-for evening. A visiting group
had come once this month on 6/15/12 based
upon they had calied the facility and indicated
they were coming.=She attempts o call visiting
groups about 2 weeks or a month before the next
schedule comes out. She was not aware that
there were no activities later than 4:00 pm on the
calendars for the last six months and the ones
posted in the resident rooms. She wanted
puzzles and games to be done for one-cn-one
evening visits. There were staff members that
indicated they were very busy and unable to
assist with thece activities. She had expressed
her concerns to the prior Director of Nurses. She
did have a movie night last summer. She
planned to restart the movie night next Monday.
She also planned to start an evening men 'S
group. She recognized the evening activilies
were an issue. There were a lot of rehabilitation
residents that would come to evening activities.

An interview with the DON and Administrator on
6/30/12 at 12:12 PM revealed the residents were
interested in activities and asked about when
, certain activities would begin and would benefit
from evening aclivities.
F 253 483.15(h)(2) HOUSEKEEPING &
§5=E MAINTENANCE SERVICES

The facility mtistT)rovide housekeeping and

-
L]
N
<}

F 253':

01t Pl of Caercudtent o e Geiiery credibic
ullegation af complunce.

Propuraicon and or cxecdon of thix plan uf correction -

dovs not comdtiue adnrussion or gprechicit by the

provider of the trath of the facts wlleped or conclissins

set forth v the statement of deficiencres. The plan of

correction s prepired and or execidted solely because J—

i 15 regired by the provisins of federal and state kns -
o

1

Quality Assurance

The Administrator will monitor this issue
using the "Survey QA Tool". The =
monitoring will include verifying that the -
evening activities are scheduled and '
completed as scheduled. See attached

monitoring tool. This will be done

weekly for three months or until resolved

by QOL/QA committee. Reports will be

given to the weekly Quality of Life- QA

committee and corrective action initiated

as appropriate. The QOL/QA committee

is the main quality assurance committee.

They have regularly scheduled meeting

weekly which are attended by the

Administrator, Director of Nursing, other

nurse managers, and dietary manager.

It witl also be reviewed in Quarterly QOLIQA
committee attended by the Medical Director,
Admtinistrator, Director of Nursing, Social
Services, Dictary Manager, Environmental
Director and Activities Director
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maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQU
by’

Based on observations, staff interviews, and
record reviéws, the facility failed to maintain 2 of
2 common shower room fioor in clean condition
the facility failed to maintain resident bathroom
walls in go6d condition in 3 resident bathrooms
{rooms 101, 106, and 119) of 14 bathrooms; the
facility failed to maintain doors in 6 resident
rooms (rooms #101, 102, 104, 106, 107, and
121) of 25 resident rooms in good condition,
bathroom walls in 3 rooms {rooms 101, 106, and
119) and 1 resident room wall (room 111) of 25
resident rooms in good condition.

Findings include:

During an observation on 6/28/12 at 8:22 AM of
Shower Room #1, a line of rust-colored staining
was observed on the shower ' s lile wall for 1 tile
and 2 inches of the next tile. Another line of rust
colored staining was observed under the safety
rait nearest to the shower control. Blackened
build up in the grout for 22 tiles was noted on the
shower head wall. The corners of the shower
stall were observed having had a blackened build

- up in the grout betwgen tiles. Large areas of ficor

| tles in the shower floor were observed with

: blackened matter in the grout fines. Marked

* areas on the wall under the soap dispenser had a
light tan color streaking down the wall on 6 tites
and /3 of-another. Build up of blackened matler

. was noted in the corner of the knee wall and

, adjoining wall of the shower. Both of the wall

this Plan of Corvection o e conier’s credihl
altegatton af compliaice.

Preparation amd or execuiton of this pla of correction
dees ot canstitute aduission or agreenent by the
provider of the truth of the fucis alteged or comelusions
sed forth iy the stutement af deficiencies. The plan of
carreciion is prepared and or exected solely because
1t 15 regquared by the pravisions of, foderal and state .

¥253 Housekeeping and maintenance

Corrective Actior for Resident
Affected

Effective 07/25/12 the administrator and
maintenance director verified that the
following task have been completed. In
the shower room # 1 these arcas were
cleaned (including prout and rust stains):
shower wall, under the safety rail,
shower head wall, floor tiles, areas under
soap dispenser, carner of the knee wall
and adjourning wall of the shower, both
heater front covers. Shower room # 2
had the grout cleaned between the drain
and the shower head wall, the base of the
wall beside the commede, and floor
tiles. In both shower rooms facility
contracted with Carolina Care to clean
tile and grout. This was completed on
07/18/12. Also the tile at the base of the |
entrance wall was replaced. Room 101
had repairs to the bathroom door and
closet doors.

07/28/12
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heater front cov_gé were brown over the fluted
areas. ="

An observation was conducted on 6/28/12 at 8:47
AM of the Common Shower/bathing area #2 on
the 111 1o 120 hall. Several tiles between the
drain and the shower head wall had 2 build up of
blackened matter between the the grout lines
between liles. The base of the wall beside the
commode had a buildup of brownish/black matter
in the grout between tiles from the floor upward of
1 to 2 inches. Large areas of grout were
observed as having had blackened build up
between floor tiles. A tile al the end of the base
on the entrance wall was missing.

An observation of Room 101B on §/26/12 at 9:33
AM revealed a gouge in the bathreom door that
faced the resident’ s room. The closet doors had
scrapes through the middie of both doors,

An observation of the bathroom for Room 101 on
6/26/12 at 9:38 AM revealed the bathroom cove
base had separated from the wall opposite the
commode. The cove base under the sink had
brown stained build up. The inside of the
bathroom door had white streaks and was
" scraped in two areas across the botiom of the
door. The emergency pull cord was discolored a
, dark brownish color in multiple areas of the cord.
Below the paper lowel dispenser were two holes
in the wall from previous equipment that have not
been filled in or palched and painted. Bathroom
equipment had been removed under the light
switch and the holes remained un-repaired.

' An obsewaﬁoﬁ?ﬁoom 103 on 6/26/12 at 3:09
' PM revealed the closet doors were scratched

aflegation af comphuance.

Preparuion and or exeeutsom of this plan afcarrection

ddoes not consttule adimssion or agreenent by the

provader of the truth of the facts alleged or conclusions

sot forth ut the stetement of deficiences. The plan of

correvtion s prepared and or execwed solely because

1t o5 requared by the provisions of fedvral and siate kow,
v

Rooem 101 bathroom had the cove base
fixed, the bathroom door repaired, the
emergency pull replaced and the holes in
the walls repaired and painted.Room 103
the closet doors were repaired and the
bathroom wall was repaired and painted.
The unrepaired holes in room 104 and
closet doors were repaired. Inroom 106
the closet door and bathroom door was
repaired. The bathroom was cleaned and
the unrepaired holes were repaired. The
emergency cord was replaced. In reom
107 the closet doors were repaired. In
room | 10 the wall behind the soap
dispenser was repaired. In room 111 the
wali beside the soap dispenser was
repaired and the wall above the first bed
was repaired. In room 115 the area next
to the soap dispenser and cove base in
the bathroom was repaired. Room |18
the wall beside the soap dispenser was
repaired. Inroom 121 the room door
and bathroom door was repaired.

i
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across the middle under the door handles. The altegatton af compliance. -
bathroom wall above the sink had equipment '
removed and the remaining holes were Prepearcfion amd or exeention of this plan of correction
. - cdoes ot constitite adotssion or agreement by ihe
unrepaired. N provider of the truth of the facts alfeged ur conclusions o
- sef forth in the statenent of deficiencies. The plan of .
An abservation of the bathroom in Room 104 on correection 15 prepeired and or executed solely because -
6/26/12 at 8:04-AM revealed unrepaited holes in it 15 reguired by the provisins of, federal and stale fuw.
the wall above the sink. Both closet doors had -
scrape marks across the bottom half Corrective Action for Resident -
= Potentially Affected ,
An observation of Room 106 B on 6/26/12 at 2:41
PM revealed both closet doors had multiple All residents have the potential to be ST
scrapes across the door under the handies. The affected by this practice. On 07/0%/ 12 -
bathreom door has a gouge that was 5inches the administrator met with all
wide. The bathroom wall had dried brown matter department heads and reviewed an
that dripped down the wall under the soap inventory list for all residents room.
dispenser. Under the towel dispenser were two From 07/12/12 to 07/18/12 the
wall gouges that were unrepaired. The department heads inventoried the
emergency pull cord in the bathroom was stained residents rooms for repairs. On 07/25/12
brown in areas and yellow in other areas. the administrator and the maintenance
. director conducted a room review. The
An observation of Room 107 on 6/26/12 at 2:58 room review looked at repairs mentioned
PM revealed the closet d00(s in the foom were in inventory review. The doors
scratched across the doors in the middle under (including closets, bathroom an d
the handle. entrance doors) to identify scrapes,
An observation of Room 1108 on 6/26/12 at 2:30 soiled emergency pull cords, soiled
PM revealed the wall behind the soap dispenser ?valls around s‘?aP dlSpen§ers, cove bases
was scraped down {o the brown paper and had in need of repair or cleaning, repairs 10
_not been repaired. the bathroom/room walls where
unrepaired holes might exist.
* An observation of Room 111 on 6/26/12 at 10:21
AM revealed the wall beside the soap dispenser Systemic Changes
- was scraped down to the brown paper and was
unrepaired. The wall above the first bed in the On 07/19/12 and 07/20/12 the .
residents ' room had 2 one-inch holes with administrator met with full time, part :
_several surrounding holes. time and prn housekeeping and
; maintenance staff. Topics included: ’,
i ge request for !
FORM CMS-2567(02:99) Previous Varsions Obsolata Event ID: 077N Faalty IBCRapas in closet, bathroom anhdsionton sheet Page 120l 50
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An observation of the bathreom for Room 115 on
6/26/12 al 10:01 AM revealed an area nextto
the soap dispenser that was scraped down to the
brown paper and unrepaired. The cove base
was separaling from the wall on one side of wall
of bathroom.

An observation of the bathroom for Room 118 on
6/26/12 at 4:18 PM revealed the wall beside the
soap dispenser was scraped down to the brown
paper and had not been repaired.

An cbservation of Room 119 on 6/26/12 at 3:40
PM revealed the bathroom wall next to the soap
dispenser that was scraped down lo the brown
paper and unrepaired.

An observation of Reom 421 on 6/26/12 at 11:04
AM reveated the reom door and bathroom door
were scraped across the doors below the door
handles.

During a tour of the facility with the Administrator
and Maintenance superviser on 6/30/12 at 1:15
PM, the areas of scraped and gouged doors, the
cove base of the named above mentioned rooms
still separated from the walls, the walls were
scraped down to the brown paper in the
bathrooms and the holes in the resident * s roem
remained unrepaired. The blackened areas of

. grout remained on the common shower room
floors. .

During an interview with the Maintenance Director
_on 63012 at 1:44 PM, the Director stated the

_ bathroom walls that were scraped was a result of
* replacement of the soap dispensers. The

+ Director reported some of the soap dispensers

allegatton af complance.

Preparafion nd or cxecuton of s plan of correction —
dexes nat constifate adnnssion or agrecmvnt by the '
provaler of the truth of the fucls alteged or conclusions
selforth i the statement of deficiencies the plan of
correction 15 propared and-or execnted salely hecanse —-
it 15 reginred by the provisins of federal and staté s~ —

doors, for soiled emergency pull cords, R
needed repairs to walls in bathrooms and

rooms, and broken tiles in the shower _
rooms. They also discussed the =
importance of cleaning under and around

the soap dispensers and the routine

cleaning of the grout in the shower

rooms. A weekly room rounds will be

conducted by the Maintenance Director

and reported on Thursday during the

Morning Department Head meeting,

identified concerns and a schedule for
correction/repair submitted to the

Administrator,

This information has been integrated
into the standard orientation training and
in the required in-service refresher
courses for all employees and will be
reviewed by the Quality Assurance
Process to verify that the change has
been sustained.
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F 233 Conlinued From page i3
were replaced causing the scrapes in the walls
prior to his hire in September of 2011.
Dunng an interview with the Maintenance Director
on §/30/12 at 2:30 PM, the Director reported the
shower room floors were 30 years old and the
blackened discolorations were in the grout. in the
presence of the Administrator, the Maintenance
Director demonslraled cleaning the floor tite in
front of the_sink with disinfectant cleaner and a
long handled brush. The cleaning solution
residue bagan turning gray in color. The brush
bristles were a grayish color.

During an inarview with the Admuinistrator on
6/30/12 at 3:33 PM, the Administrator stated it
was her expectation that maintenance patched,
sanded, and repainted wall damage when the
soap dispensers were changed and tore into the
wallboard as well as the lowel dispensers. The
Administrator stated she axpected any soap
dripped on shower room walls was washed and
ensured the soap was removed from the wall.
The Administrator stated she expected the
shower room floors and tiles lo be clean.

F 274 483.20{b)(2)(ii) COMPREHENSIVE ASSESS

gs=p AFTER SIGNIFICANT CHANGE

A facility must conduct a comprehensive
. assessment of a resident within 14 days after the
facility determines, o should have determined,
that there has been a significant change in the
resident's physical or mental condition. {For
purpose of this section, a significant change
means a major decline or improvement inthe
resident's status thal will not normally resolve
. itse!f without further intervention by staff or by
'; implementing standard disease-related clinical

i 253

F 274

Py Pl of Cunecction 1 e eastors rreebie
aflegatuns of complianee

Preparation and or execition of this plan of correction
doos pel constaute aduussion or agrecment by the
providee of the weuth of thee facts wlleged or contlusions C
st furth in the statement of deficiencres. The plun of S
correction 15 prepared und or execuied solely becuuse =
ot 1 reguired by the provisions of federal und statelaw R

X
0

)

Quality Assurance

The Administrator will monitor this

issue using the “Survey QA Tool”.

The monitoring will include shower

room checks to ensure cleanliness and

that tiles are in good condition, 5 room

and bathroom checks to ensure thal
bathroom. closet and room doors do not
have scratches, wails are in good repair

and clean, and that emergency pull cords
are clean. See attached monitoring tool.
This will be done weekly for three

rnonths or until resolved by QOL/QA
committee. Reports will be given to the
weekly Qualily of Life- QA committee

and corrective action initiated as
appropriate. The QOL/QA committee is
the main qualily assurance commiliee.
They have regularly scheduled meeting
weekly which are atiended by the
Administrator, Director of Nursing,

other nurse managers, and dietary '
manager. '
1t will also be reviewed in Quarterly QOLIQA
commiltee attended by the medical Director,
Administrator, Director of Nursing, Social
Services, Dietary Manager, Environmental

Director and Activities Director
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interventions, that has an irpact on more than
one area of the resident’s hzalth status, and
requires interdisciplinary revigw or revision of the
care plan, or both.)

This REQUIREMENT s not met as evidenced
by:

Based on observations, record reviews and staff
interviews the facility failed complete a significant
change assessment for 1 (resident #8} of 1
sampled residents, who had unplanned weight
loss of -15% in a 80 day period and -12.6% in a
180 day period and developed a Stage 2
pressure ulcer.

Findings include:

Resident #8 was originally admitted to the facitity
on 11/23/2004. Diagnoses for resident #8 include
Cerebral Vascular Accident, Chronic Kidney
Disease, Diabetes Mellitus, and Alzheimer's
disease.

A review of resident #8 ' s weight history
documented by the Dietary Consultant revealed
resident #8 had weighed 160.2 pounds on
12721111

. A quarterly Minimum Data Set (MDS)
assessment dated 2/5/12 indicated the resident
had lost weight and was not on a physician
prescribed weight loss program. The weight listed

- on the MDS was 140 pounds. The skin

_assessment portion of the MDS indicated
resident #8 did_not have any pressure ulcers at

- the time of the assessment nor during the

' previous assessment period.
i

K4) 1D RY
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Fares Piest 0f U orrection iy the soner’s Credihiv
allegatron of complutnce.

Prepuradion il ar execiiton qf ths plan of correetion

dows nol consitute aduussion or agreement hy the

provider of the truth oof the fucts alteped or conclusion

set forth w the statemeni of defietencies. The plan of

correction is propared und or excented solely beeause

1t 15 regintred by the provisons of federal and suite leny.
.

F-274 - Comprehensive assessments:
significant changes

Corrective Action for Resident Affected
A significant change for resident # 8 was
completed on 07/22/12 by the MDS nurse.

Corrective Action for Resident
Potentially Affected

All residents who have had a significant
unplanned weight [oss or a pressure ulcer
have the potential to be affected by this
practice. On 07/20/12 the MDS nurse
reviewed all resident’s who have had a
significant weight foss (5 % in 30 days,
7.5% in 90 days and 10 % in 180) and all
residents with pressure ulcers to identify
any resident who should have had a
significant change and did not. Any
identified missing assessment was
completed by 07/28/12 by the MDS nurse.

Systemic Changes

An in-service was conducted on 07/13/12 l
and 07/20/12 by Corporate MDS Nurse for'
the MDS nurse,

07/28/12
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A review of the Quality of Life minutes dated
2124122 indicaled resident #8 had developed a
Stage 2 pressure uicer on his left buttock on
2/7/112. The minutes also indicated the wound
was acquired in the facility. Measurements were
recorded as length 1.2 centimeters {cm.), width
2.0 cm. and 0 cm, depth. The wound tissue was
described as granufated tissue.

On 2122112 the digtary consultant indicated
resident #8 weighed 140 pounds and also
revealed resident #8 had lost -15% in a 80 day
period and -12.6% of pody weight in a 180 day
pariod. The note also indicated resident #8 had a
decubitus on his left buttock and was already on
Vitamin C and Zinc to aid in wound healing. In
addition, the note revealed resident #8 had a food
intake of 25-75% and no interventions would be
added for weight loss because resident #8 had
gained one pound in the past 2 weeks.

A review of the Quality of Life minutes dated
2/20112 indicated resident #8° s stage 2 left
buttock decubitus measured & length of 1.3 cm,
widgth 2.0 cm, and there was no depth to the
granulated tissue.

A review of the Quality of Life minutes dated

' 3116112 indicated resident #8 ' s weight loss had

been discussed. The minutes included a waight
history from 9/7/11 until 3/1/12. The recorded

_body weight far 49122112 for resident #8 was 161

pounds. The next weight for resident #8 was on
1124112 and the weight recorded in the minutes
was 139.2. The minutes also revealed resident

' #8' s stage 2 pressure vicer on his left buttock
; measured a length of 1.0cm and & width of 2.2

'

aftegertton of comphunce.

Preparation and or execuhion of this phan af correction

Jees aef constinle adnssion or agreenent hy the

pravider af the truih of the facts alleged or conclusiens

sef frily i the statement of deficiwencics The plan of

correctin 15 prepared and or exvented solely becaiese

it 15 roquired by the provisions aof federal and statglaw
.

dietary services manager, social services
and activity dircctor {the interdisciplinary
care planrting tecam)

The in-service topics included the
following the requirements for completing
a significant change assessment which
included significant weight loss (5% in30
days, 7.5% in 90 days and 10 % in 180)
and pressure ulcers. The team should
review residents during the weekly quality
of life meeting to identify residents who
may require a significant change.

The weekly Quality of Life Mecting will
review all resident with a weight loss or
gain (5 % in 30 days, 7.5% in 90 days and
10 % in 180). This review will inciude but
not limited to percentage of meal intake,
supplements, snacks offered, labs,
notification of MD and Family, referral to
Dietician, review of care plan and
consideration for the completion of a
significant change MDS.
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em. There was no depth fo the wound and the affepation of complance.

tissue type was not documented.
kyp _ Preparation and or execitson gf ths plan of correction

s nor constaite udnission or agrecoent by the

A review of the Quality of Life minutes dated providvr of the irath of the Jucts alloged or conclsits

4/512 indicated nutritional recommendations for set forth tn the staement of defierencies The plene of

weight loss and_wound status were discussed for correction 15 prepared and or exceuted solely hecause

resident #8. The nutritionat recommendations ot 15 requared by the provistons of federal and .\‘.ratc' luw -

revealed supplements were 10 be initiated for

resident #8. Thawound documentation included A review of facility wounds including

the weekly measurements of the stage 2 Pressure Ulcers will be presented by the

pressure ulcer on the left buttock measured 3 Wound Care Nurse. This review will also

length of 1.2 cm and a width of 6cm. The include the care plan and consideration for

wound bed had no depth and was epithelial the completion of a significant change

tissue. The wound was showing progression MDS. Committee members will include

towards healing. al a minimum: Administrator, DON, SDC,
Unit Director, MDS nurse, Wound Care

A review of the Quality of Life minutes dated Nurse Social Services, Dietary and other

427112 revealed resident #8 * s weight was 142 clinical team members as needed. This

pounds and his stage 2 {eft buttock pressure review will be documented on the DON

ulcer measured 1 cm in length and 1.8 ¢m in daily checklist.

width, a depth was recorded of .01 cm. The

tissue type is described as epithelial. This information has been inteprated into

the standard orientation training and in the
required in-service refresher courses for all
employees and will be reviewed by the
Qualily Assurance Process to verily that
the change has been sustained.

According to the most recent Minimurn Data Set
{MDS) completed on 5/2/2012 resident #8 had a
moderately impaired cognition and was able to
make his needs known and can respond
adequately to simple and direct communication.
The Nutritional portion of the MDS revealed

resident #8 had lost weight and was noton a ' Quality Assurance

. physician prescribed weight loss program. The The Director of Nursing will monitor this .
MDS also indicated resident #8 did not have a issue using the "Clinical QA Survey
pressure ulcer.during the assessment pericd. Tool".

A review of the Quality of Life minutes dated

5/4/12 revealed fesident #8 weighted 142 pounds
* and his stage 2 pressure ulcer on his left buttocks ,
- remained un healed. The pressure utcer was . : ,

F ORM CMS-2567(02-99) Previous Versions Qbsolale Event 1D 077N 1 Fachy ID. 923116 \f continuation sheet Page 17 o 50
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described as epithelial tissue with a length of 0.4
cm and a width of 0 6¢em and a depth of 0 01 cm.

A réview of the care plan dated 5M11/12 indicaled
resident #8 was not identified for at risk or actual
weight loss on his care ptan. The care plan also
revealed resident #8 had a new onset on 272
of a decubilus ulcer on his left butteck. An
intervention for the pressure ulcar was a dietary
consult for protein needs, supplements, and
vitaming as needed.

On 6/28/12 at 3:00 PM during an interview with
the DON it was revealed a Quality of Life mesting
is held waekly and the information gathered at the
meeting included pain, wounds, weight loss and
nutrition. Members of the Quality of Life team
inciuded dietary, rehab, MDS, DON, and the
Administrator. Dietary recommendations were
discussed monthly. A review of the Quality of Life
minutes for September 2011 until May 201 2
revealed resident #8 ' s wounds and weights were
discussed by the interdisciplinary team. The DON
indicated she was currently reviewing and signing
the MDS's for all the residents. The DON
indicated she had been at the facility for 4 weeks
and was unsure why the significant change

- agsessment had not been done for resident #8.
Her expectations would be that if a problem was
identified it would be discussed at the Quality of

_Life meeting and if a significant change was

- indicated it would be done.  The DON giso

tindicated a significant change assessment should

_have bean done within 14 days of changes in
resident #8 ' s condition.

F 279  483.20(d), 483.20(k)(1) DEVELOP F279
ss=g | COMPREHENSIVE CARE PLANS

H

Fhus Pl of Uorrection 1 e center's crodible
altegutam of compliance

Preparatnm and or eNecatton of this plan of carrection

dows ot consiidinge admaston ar ugrecneal v the

provider of the teth of the facis afleged ar conelusiens

et forth w the stutenwent of deficiencies. The plan of
corrvction is prepared und or exvcuted sulely broguse -
ot ts regtured by the provisions of fedvral and xuile lerw,

The monitoring will include reviewing all
residents who have experienced significant
weight loss (5 % in 30 days, 7.5%in 90
days and 10 % in 180) and pressure uicers
1o see if a significant change should have
been completed. See attached monitoring
toal.

This will be done weekly for three months
or until resolved by QOL/QA committce.
Reports will be given to the weekly

Quality of Life- QA commitice and
corrective action initiated as appropriate.
The QOL/QA committee is the main

quality assurance committee. They have
regularly scheduled meeling weekly which
are attended by the Administrator, Dircctor
of Nursing, other nurse managers, and
dietary manager.

[t will also be reviewed in Quarterly QOL/QA
committee attended by the Medical Director,
Administrator, Director of Nursing, Social
Services, Dietary Manager, Environmental
Director and Activities Director
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A facility must use the resulls of the assessment altegution of comphance,

to develop, review and revise the resident's

= Preparaitons and or executon of this plan of correciion
comprehensive pian of care. reparaiton and or exceution af this plan of correcite

does ot constitnte adaission or agreement by dw
provuder of the mh of the fucts elleped or convlusons

The facility must deveiop a comprehensive care set forth m the stiement of deficiencres. The plan of _{

plan for each resident that includes measurable correcton is prepored and or executed solely becguse .

objectives and timelables to meet a resident's 1t 15 reguired by the provistens of federal and stafi fens. Y S

medical, nursing, and mental and psychosocial : :

needs that are identified in the comprehensive F279 Comprehensive Care Plans 07128/1F -

assessment. == o R
. Corrective Action for Resident o

The care plan must describe the services that are Affected .

to be furnished to attain or maintain the resident's -

highest practicable physical, mental, and Resident # 8 care plan was updated on

psychosocial well-being as required under 07/22/12 by the MDS nurse to include

§483.25; and any services that would otherwise pain and Signiﬁcant weigh[ loss.

be required under §483.25 but are not provided

due to the residents exercise of rights under Corrective Action for Resident

§483.10, including the right to refuse treatment Potentially Affected

under §483.10(b){4).

All residents who have had significant
weight loss (5 % in 30 days, 7.5% in 90
days and 10 % in 180} and use as needed
pain medications or are in pain have the

This REQUIREMENT is not met as evidenced
by:

Based on observations, record reviews and staff ia1 10 be affected by thi i
and family interviews the facllity failed to care polential Lo be a eg!e. _y fs practice.
plan interventions for pain and a significant weight On 06/30/12, the administrative nurses

“loss for 1 of 36 residents sampled (Resident #8). corppteted pain assessments on all
residents currently in the facility. On

Findings included:
07/20/12 the administrative nurses
. Resident #8 was originally admitted to the facility reviewed all current resident’s MAR to
. on 11/23/2004 and diagnoses for resident #8 identify residents who receive PRN pain
* included Chronic Kidney Disease, Diabetes medications.

: Mefiitus, and Alzheimer ' s disease. !

Review of the care plan initiated in August 2011
" revealed no problem or interventions refated to
- pain for this resident.
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1a. A review of the Medication Administration
Records (MARY) for resident #8 revealed in
Octobar 2011 resident #8 received PRN (as
needed) pain Medication 16 times for reasons
that included general pain, leg pain, verbalizing
hurting and meoaning. In November 2011 resident
48 received PRN pain medication 8 times for
reasons that included generalized pain

A raview of nurses ' notes for resident #8
revealed in the month of November 2011 signs
and symptoms of pain which included drawing
legs and arms upward, facial grimacing, and
moaning.

in December 2011 resident #8 received pain
medication 3 times no indications were
documented regarding pain scale, symptoms or
effectiveness. In January 2012 the MAR
revealed resident #8 received PRN pain
medication 3 times for reasons that included
generalized pain.

_During a record review of Physical Therapy notes
indicated s start of care date of 1/3/2012. The
Initial Assessment portion revealed the reason for
the referral from nursing was resident #8 had
increased tightness in his fight efbow and both

. knees. Residant #8 had been complaining of

. pain. The assessment revealed resident #8 was
able to follow simpte commands and a treatment
known as Diathermy {a treatment modality used

to decrease pain through localized electricaily

. induced heat) would be used to decrease
resident #8 *'s pain level. At the stari of therapy

resident #8* s pain fevel was 6 of 10. A review of

, ihe Physical Therapy notes revealed on 2{3M12,

altepation of comphance.

Prepesration and or execution of this plan of carrection
dues net constitute admisston or agrecment by the
provider of the treth af the facts alfeged or cemclusions
set forth i the staiement af deficiencies. The plan of
currection 15 preparcd uid or execnted solely hecause
i 15 required by the provisions of federal amd smh‘: Ly

On 07/22/12 a computerized report was
penerated by the DON and MDS nurse
consuitant to identify residents who have
had weight loss as defined above. Once
these three list were completed the MDS
nurse reviewed the care plans by 07/28/12
to ensure that pain and weight loss were
appropriately care planned.

Systemic Changes

An in-service was conducted on 07/13/12
and 07/20/12 by Corporate MDS Nurse

for the MDS nurse, dietary services
manager, social services and activily
director (the interdisciplinary care
planning team). The in-service topics
included ensuring that pain and

significant weight loss were appropriately .
care planned.

The weekly Quality of Life Meeting will
review all resident with a weight lossor
gain (5 % in 30 days, 7.5% in 0 days and .
10 % in 180). This review will include
but not limited to percentage of meal N

intake, supplements, snacks offered, labs, '
1
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214142, 215112, 2['_!_/-1'.:2, 218142, and 219112 resident
#8 had discomfort and pain during the
treatments. On the discharge date {2/9/12)
resident #8 pain level was noted as 7 of 10 on the
pain scale. The goal noted for pain was resident
#8 would signify decreased pain by allowing
bilaterat stretching of hamstrings with no
defensive aggressive behavior. A discharge
summary for physical therapy daled 2/22/12 for
resident #8 revealéd the Diathermy treatments
were discontinued because resident #8 was at his
maximum potential and there was no significant
progress made. .

In February 2012 the MAR indicated resident #8
received pain medication 9 times for reasons
which included verbalization of pain, yefling and
hollering out, and generalized pain. In March
2012 the MAR revealed PRN pain medication
was given to resident #8 13 times which included
generalized pain. In Aprit 2012 resident #3
received PRN pain medication (Lortab) 10 times
for reasons that included * screaming owt™, *
crying out ", leg pain and generalized discomfort.

According to the quarterly Minimum Data Set
(MDS) completed on 5/2/2012 resident #8 had
moderalely impaired cognition and was able to
make his needs known and could respond
adequalely to simple and direct communication.

scheduled pain medication regime and was not
offered or recaived any PRN (as needed) pain
_medication. The pain assessment interview on
' the MDS revealed that when asked, Resident
. indicated he did have pain.
. Resident #8 was unable to respond o how much
" time he had spent in pain over the past 5 days, or

The MDS also indicated resident #8 was notona

wllegation of comphance.

Proparanion und or exeeution af ths plan of correction
doas nof constifute adimsson or agreeaent by the
pronceder of the trath of the facts alleped or cunclusions
st forth w the statement of deflcencies. The plan of
carrecton 15 prepared and or vxecuted solely because
1t 1y reguieed by the provistons of. federal and state kv

notification of MD and Family, referrai td
Dietician, review of care plan and
consideration for the completion of a
significant change MDS.

A review of facility wounds including
Pressure Ulcers will be presented by the
Wound Care Nurse. This review will also
include the care plan and consideration
for the completion of a significant change
MDS. Committee members will include
at a minimum: Administrator, DON,
SDC, Unit Director, MDS nurse, Wound
Care Nurse Social Services, Dietary and
other clinica) team members as needed.
This review will be documented on the
DON daity checklisl.

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

3
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if the pain interrupled his sleep. or limited his day
to dayactivilies.

Resident #8 was not sble to answer o the pain
intensity-and based on the gathered information a
staff assessmant for pain would be conducted.
The staff assessment for pain on the MDS
indicaled there were no signs and symptoms of
pain of possible pain observed. The MDS also
indicated resident #8 was not on a scheduled
pain.medication regime and was not offered or
received.any PRN (as needed) pain medication.
Resident #8 was unable to respond to how much
time h&had spent in pain over the past 5 days, or
if the pain interrupled his sleep, or limited his day
to day activities. Resident #8 was not able to
answer to the pain inlensity and based on the
gathered information a staff assessment for pain
would be conducted.

An chsarvation of the ¢are plan dated 5/11/12
revealed pain was not identified as a problem for
resident #8. In May 2012 resident #8 received
PRN pain medication 15 times for reasons that
included moaning, verbalization of pain, and
generalized discomfort.

_ On 6/26/12 during an cbservation at 2:30 PM
resident #8 was in his bed and moaning, groaning
and facial grimacing were avident. An inlerview

_with Nurse #2 revealed resident #8 had moaned

* of pain in the past and had physician orders for

. PRN medication. Nurse #2 asked resident #8 if

' he had pain and resident #8 was agitated and

; unable to verbally answer and pointed to his legs;

" Nurse #2 offered pain medication to the resident

; and he refused. Nurse #2 and Na #1 atlempted

: to reposition the patient and resident #8 refused.
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0

Cuality Assurance .

A -

‘The Director of Nursing will monitor this
issue using the "Clinical Survey QA
Tool". The monitoring will include
reviewing 10 residents to ensure that
weight loss and pain are care planned as
appropriate. The 10 residents will be
identified during the daily clinical
meetings based on residents with weight
loss concerns, pain or new lelephone
orders for as needed pain medications,
See attached monitoring tool. This will
be done weekly for three months or until
resolved by QOL/QA committee.
Reports will be given to the weekly
Quality of Life- QA committee and
corrective action initiated as appropriate.
The QOL/QA committee is the main
quality assurance committee.

They have regularly scheduled meeting
weekly which are attended by the
Administrator, Director of Nursing, ather
nurse managers, and dietary manager.

Tt will also be reviewed in Quarterly QOL/QA
committee attended by the Medical Director,
Administrator, Director of Nursing, Social
Services, Dictary Manager, Environmental
Director and Activities Director

Evenl ID.OTTN11
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On 6/27/12 during an observation at 12:10 PM
resident #8 was lying in his bed and awake during
an interview resident #8 verbalized he was in pain
and pointed to his legs.

On 6/28/12 at 8:35 AM an interview was
conducted with NA# 3 and she revealed she
could usué!ly tell when resident #8 was in pain
because hg moans. NA #3 also indicated
Resident #8 would let you know he was in pain by
moaning and sometimes he would be able to tell
you. NA#3 also indicated resident #8 did not eat
well this morning and was moaning and she was
on her way to report it to the nurse.

On 6/28/12 at 10:00 AM an observation of
resident #8 revealed he moaned when NA #2
atterpted to remove a protective sheer sleave
used to protect fragile skin from his arm. NA #2
stopped care and asked resident #8 if he was in
pain and he responded yes. NA #2 reported
resident #8 ' s pain to Nurse #2. Nurse #2
assessed resident #8 and gave him pain
medication.

On 6/28/12 at 11:30 AM resident #8 was
" observed 1o be lying in his bed quistly without
moaning, graaning or facial grimacing.

On 6/28/12 at 11:45 AM during an interview with
' lhe Rehab Manager it was revealed therapy was
" initiated for resident #8 because of contractures
and pain, Diathermy was used for resident #8 but
was discontinued because it was not effective to
relieve the pain for residant #8.

'
r

' On 6/28/12 at 3:00 PM during an interview with
_the DON it was revealed a Quality of Life meeting
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is held weekly and the information gathered at the
meeting included pain and nutrition. Members of
the Quality of Life tleam included dietary, rehab,
MDS, DON, and the Administrator. A review of
the Quality of Life minutes for September 2011
until May 2012 revealed resident #8° s pain was
not discussed.-Her expectations would be that if a
problem was identified it would be discussed and
care planned 1o assure the resident’ s needs are
met. The DON.indicated she assisted in MDS
process and resident #8 had not triggered for
pain and therefore a care plan had nol been done
for this identified problem. The DON was unsure
why pain had nol been care planned.

On 6/30/12 at 9:45 AM an interview with the
family for resident #8 revealed thal they had
come to visit on multiple occasions and resident
#8 was moaning and complaining of pain.

1b The most recent Care Area Assessment
(CAA) dated 5/11/11 indicated resident#8's
nutritional status was idenlified as a concem.

A record review was conducled of the nutritional
consultant notes for resident #8. The nulritionat
note dated 9/21/11 revealed a recommendation
for med pass 2.0 60 m (milliliters) to be given
four times a day 1o resident #8 due'to a concern
that his food intake had decreased. There had
been no weight loss and the supplement was to
aid in the prevention of weight loss.

The dietary note dated 12/21/11 indicated
resident #8 weighed 160.2 pounds with no
significant change in 180 days. Interventions for
wound healing and supplements remain in place.

{

FORM CMS-2567{02-99} Previous Verswons Obsalete Event ID:07TINH Faclity ID 923116

It conlinuation sheet Page 24 of 50



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

PRINTED: 0711612012
FORM APPROVED

OMB NO 0938-0381

1AG REGULATQR;!L_QR LSC IDENTIFYING INFORMATION}

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
ANG PLAN GiF CORRTUTION IGENTIFICATION NUMBER COMPLETFD
A BUILDING
B WING
345309 —_— T 06/28/2012
NAME OF PROVIDER OR SUPPLIER. STREET ADORESS. CITY, STATE. ZIP CUDE
-5 101 CAROLINE AVENUE
LIBERTY COMMONS NSG AND REHAB CTR OF HALIFAX cTY
Al WELDOR, NC 27890
(X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 8
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE OATE

DEFICIENCY)

£ 27¢ Continued From page 24
A review of NA (Nurse Aide) documentation for
Decembar 2011, January, February, March, and
April of 2012 revesled resident #8 had an
average faod intake of 75-100% for most of his
meals. ==

A review of the dietary consultant's noted dated
2/22/12 revealed resident #8 weighed 140
pounds. The Dielary consuliant indicated
resident #8 had-lost -15% of body weight ina 90
day period. The note also indicated resident #8
nad an intake of 25-756% and no interventions
would be added to the care plan at that time for
weight loss because resident #8 had gained one
pound in the past 2 weeks.

On 3/6/42 the dietary note reveated resident #8
had a stage 2 decubitus ulcer and gignificant
weight loss. Interventions were recommended to
prevent further weight 1055, Promod 30 miwas to
be given every day after funch and a magic cup
twice a day between meals. Resident #8°s
weight was listed as 136 pounds.

A review of the care plan dated 5/11/12 indicated
resident #8 was not identified for at risk or actual
weight foss on his care plan.

During an interview on 6/28/12 at 3:00 PM with
the Don it was revealed Dietary
recommeandations were discussed menthly. Her
expectations would be that if a problem was
identified it would be discussed and care planned
{0 assure the resident’ s needs are met. The
DON was unsure why weight loss had not been
care planned. - -

F 280 ' 483.20(d)(3), 483.10(k)(2) RIGHT T0

55=8 ' PARTICIPATE PLANNING CARE-REVISE CP

F273

F 280
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The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in planning care and treatment of
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and olher appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident’s family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record reviews, the
tacility failed to review and update 3 resident care
plans (Resident #1, #7, #8_and #42) out of 20
resident care plans reviewed.

Findings include:

1) Review of Resident #1' s most recent care
* plan review date was documented as 6/2/12. The
. resident’ s most recent MDS {Minimum Data Sel)
was a quarterly assessment dated 5/4/12.

ls During an interview with the MDS Coordinalor on

altegation of complumee.

Preparatton and oF exectiinn af this plan of correctin
dows HOE consTte dnsson or ugreemeit by the
praveder of the sty of the focts alteged or vomclresaenls
et forth i the staremest of deficieneies. Fhe plan of
correction 15 prepared and or execitted solely because
o 1x reqrared By the provedons of federal and stte {aw

—

F280 care plans 07/28N1
Corrective Action for Resident
Affected

Resident # 1, 7, 8 and 42 care plans were
updated on 07/24/12 by the MDS nurse.
H 42 was updated for significant wi foss

Corrective Action for Resident
Potentially Affected

All residents have the potential to be
affected by this practice. On 07/1 8/12
the Director of Nursing and MDS nurse
reviewed (he target dates for goals on ali
current residents. This was completed
by reviewing both the electronic larget
dates and the target dates on the paper
care plans. A list of residents whose
care plan had not been updated in the
tast 3 months was identified. On
07/24/12 the interdisciplinary care plan
team reviewed and updated care plans
for those residents identified.
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§/30/12 at 2:12 PM, the nurse reported the
Director of Nursing (DON) was responsible for
updating the care plans in the facility.

During an interview with the DON on 6/30/12 at
9:59 AM, the DON stated she was responsible for
updating the resident’ s care plan. The DON
reported the care plan for Resident #1 should
have been reviewed and updated on 6/2/112, The

care plans were expected to be reviewed every
80 days.

2) Resident #7 was admitted to the facility on
9/22/12 and readmitted on 4/10/12. Review of
the resident ' s most recent full MDS (Minimum
Data Set) assessment revealed the assessment
was completed on 4/24/12. The goal date of the
resident' s care plan was documented as B/712.

During an interview with the MDS Coordinator on
5130712 at 2:12 PM, the nurse reported the DON
was respansible for updaling the care plans in the
facility.

During an interview with the DON on 6/28/12 at
422 PM, the DON stated the care plans were
reviewed every 90 days and re-evaluated with the
MDS (Minimum Data Set) completion. The DON

_ stated the care plan for Resident #7 should have
been reviewed and updated on 6/7112.

(X4} 1D TTSUMMARY STATEMENT OF DEFICIENCIES 1o PROVIDER'S PLAN OF CORRECTION 18)
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE _COMPLETION _
TAG 'REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ATE -
=) DEFICIENCY) o
F 260 Continued From page 26 F 280

Tires Plan of «orrection o dlie ceiider S eralible
affeganon of complance,

Properation and or execntion aof this plan of correcin
oy not constiute dmisseon ar agreement hy ife
provuder of the srath of the fucts alteged or conclusions
sut_forth w the stafement of deficiencies. The pla of
correction is prepered und or exceuted solely because
i 15 requuired by the provisions of federal und sm'.:u faw.

Al residents who have had significant
weight loss (5 % in 30 days, 7.5% in 90
days and 10 % in 180) also have the
potential to be affected by this practice.
On 07/22/12 a computerized report was
generated by the DON and MDS nurse
consultant to identify residents who have
had weight loss as defined above. The
interdisciplinary team reviewed and
updated those care plans on 07/24/12.

Systentic Changes

An in-service was conducted on
07/20/12 by Corporate MDS Nurse for
the MDS nurse, dietary services
manager, social services and activity
director (the interdisciplinary care
planning team). The in-service topics
included ensuring that significant weight
foss was appropriately care planned and
that all care plans be reviewed quarterly.
Documentation of the care plan update
should be maintained by the MDS nurse.
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3) Resident#42 was admitted on 10111711 with
giagnoses of dementa, stroke, urinary tract
infections, chronic kidney disease and anemia.
The care plan problem onset dated &/3/11
indicated Resident #42 only ale preferred foods

associated with the dislike of the therapeulic diet.
The goal was Continued on 6/21/12 to follow the
therapeutic diet of no added sait for the next 90
days. The minimum data set dated 6/4112

indicated Resident#42 required some assistance

A record review of the facility weights was
reviewed. The weight for Resident #42 was al
192ibs on 12/12/11. By J/6/12, Resident #42
weight was at 163 lbs. There was significant
weight loss during this time period.

A record review of the facility nutrition notes was
conducted. The note dated 5/25{12 indicated the
diet order was for a 2 gram sodium diet. There
was a recommendation lo liberalize the dietto a
regular diet to prevent further weight loss.

A record review of the facility physician order
dated 6/4/12 indicated a diet change for a regular
diet.

A record review of Resident #42 meal ticket dated
, 628112 dinner meal revealed a no added salt diet
to be served.

An interview with the Dietary Manager (DM) on
- 6/28/12 at 3:15 pm revealed Resident #42 had
! significant weight loss in the last nine months.
. She notified the Registered Dietitian (RD) in
" January 2012 of the significant weight loss. She

" and corrective action initiated as '

allegation of complance

Prepuratton and or execidion of this plan of correction
Jowex nof constilute gdnssien or agreement by th
provider of the iruth af the fucts alleged or cont huxnes

st forth mn ihe siatement of dufiveencies The plan of e
correcion 15 prepared and or cxecuted solely becanse T 1
tf 15 reguired by the privisisns aof federal und stuie, fent,

“This information has been integrated
into the standard oricatation training and
in the required in-service refresher
courses for all employees and will be
reviewed by the Quality Assurance
Process 1o verify that the change has i
been sustained. o

Qualily Asserance

The Director of Nursing will monilor
this issue using the *Clinical Survey QA
Tool". The monitoring will include
ensuring that care plans that have had
quarterly MDSs completed in the last
week have been updated. 5 will be
reviewed if completed in since the last
review. See attached monitoring tool.
This will be done weekly for three
months or until resolved by QOL/QA
committee. Reports will be givento the
weekly Quality of Life- QA committee

appropriate.

It will also be reviewed in Quarterly QOL/OA
committee attended by the medical Director,
Administrator, Director of Nursing, Social  —
Services, Dictary Manager, Environmental -
Director and Activities Director
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A resident who is unable to carry out activities of
daily living receives the necessary services lo
maintain good nutition, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
. by: RN
- Based on observations, record review and staff

" Interviews: the facllity failed to provide apprapriate

" perineal care for 1 (Resident #54) of 1 sampled

! rasidents observed for catheter care; and, failed
o rinse soap from the resident's skin while

! providing perineal care and compieting a bath for

+
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would usually call the RD when there was a allegution of compliance.
weight loss. The RD visits the facility monthly
The DM indicated she would do nutrition Preparatien and or exccution oof thus plun of correctieat
L he RD visits. Resident dows teat constitnde cldmusseon or ugrecment by the
mtervenuop in between the 'WSI 5. esigen provader of the tenith af the forts alloged ar conclusions
#42 never indicated why she dig not like her no st forth i the statenent of deficwencics. The plun of
added salt diet.  ~ correction i prepared and or exceuted salely becaitse
= ot 15 required by the provisions of federal amd sty f_aw
An interview with the Dietary Manager on 6/30/12 -
at 12:09 pm revealed she does the care plans for The QOL/QA commutiec is the main
nutiition. She indicated she would also update quality assurance committee. They have
care plans for the resident’ s nutrition status. regularly scheduled meeting weekly
She indicated she just got busy and did not which are attended by the Administrator.
update Resident #42 care plan for significant Director of Nursing, other nurse
weight loss. managers, and diclary manager.
. ) . It will also be reviewed in Quarterly QOL/QA
An interview with the Director of Nursing and ; M Y J, A
Adminisirator on 8/30/12 at 12.12 pm revealed commiltee attended by the Medical Director,
they had the new daily and weekly quality of life Administrator, Director of Nursing, Social
meetings now to address weight concerns mare Services, Dietary Manager, Environmental
efficiently. Director and Activities Director
F 312 483.25(a){3) ADL CARE PROVIDED FOR F 312
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1 (Resident #54) of 1 sampled residents
observed for catheter care.

Findings include

a. The facility policy, dated 10/01/12, titled
“Catheter Care, Indwelling " indicated under
purpose was 1. Toprevent infection. Under the
section headed Procedure indicated: 4. Wash
{the) perineum well with soap and warm water,
(and) taking care to wash from front to back.
Resident #54 was admitted to the facility on
06/25/10 and readmitted on 03/05/12.
Cumulative diagnoses included pyelonephritis,
urinary retention and progressive supranuclear
palsy (PSP). PSP is  rare brain disorder that
causes problems with contro! of galt and balanoce,
along with eye movement and thinking problems.

Review of the quarterly MDS (Minimum Data Set}
assessment, dated 03/26/12, indicated Resident
#54 had no cognilive impairment and was able to
make decisions about her daily care, The
assessment revealed the resident required
extensive assistance with bed mobility, dressing,

_personal hygiene and bathing. The resident was
assessed to have an indwelling catheter in place
and be incontinent of bowel.

Review of the Resident #54's care plan, dated
03/26/12, indicated the resident had an indwelling
catheter and one of the interventions was 1o
provide catheler care every day.

On 06/28/12 at 10:50 AM, an observation was
; made of Resident #54 receiving catheter care.
' Nurse Aide #1 was observed 10 have a fresh
. basin of water, seap, clean towels and wash
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Preparation and or exeention of ths plan of correciion
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provider of the truth of the fucts alleged or conclusions
set forth m the statement of deficiencies. The plan of
correctton is prepered and or executed solely because
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F312 ADLS 712812

Corrective Action for Resident Affected

Resident #54 had catheter care provided
per policy by a NA as observed by a
licensed nurse on 07/16/12 NA i1 was
counseled and educated on 07/24/12 by
Staff Development Coordinator.

Corrective Action for Resident
Potentially Affected

Al residents who have a foley catheler
have the potential to be affected by this
practice. See systemic changes for
comective action for residents potentially
affected.

Systemic Changes

An in-service was conducted on 07/19/12
' and 07/20/12 by Interim DON. All nurses *
. attended: RNs and LPNs, NAs, FT, PT and:
PRN. Any in-house staff who did not
receive in-service training by 07/27/12 will'
not be allowed 1o work until training has
been completed. .

i
1 '
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cloths ready. The NA unfastened the brief,
folding the brief downward exposing the perineal
area. The NA was observed to apply soap o the
wash cloth and washed back and forth across the
resident's abdomen times two times, then
washed front to back and back to front down the
left and right side of the perineum two times. The
5 MA rinsed the cloth in the basin and applied
| additional soap. She was observed to wash the
i iabia front to back-and back to front two times,
then she held the catheter at the insertion site
and with a circular motion cleaned the insertion
site and wiped the catheter downward two fimes.
She was then observed to dry the perineat area.
The NA turned the resident ontc her left side and
observed a moderate amount of brown matter at
the rectal area. She was observed lo use wipes
to ramove the brown matter, to place the wipes
with the brown matter on the soiled brief, folded
the brief inward and removed it from under the
resident. The NA applied soap to the washcloth
and washed the rectal area front to back three
times, then dried the rectal area. The NA rinsed
the washcloth, applied soap and washed both of
the resident's legs and feet and then dried them.

An interview, on 06/2812 at 11:20 AM, was
conducted with NA #1. The observation was
reviewed with NA #1 she indicated the correct
way to wipe during perirenal care was from front
to back and she thought she had done so.

Aninterview, on 06/29/12 at 3:12 PM PM was
conducted with the Directar of Nursing (DON}.
The DON stated the staff should follow the facility
" policies for perinealicatheter care. Sha indicated
_the policy provided step by step directions and
_ those directions shouid have been used.

F 212 This Pl of {areecinnt s the veater’s ¢ redihle
alfegation of camphance,

Preparation and or execution of this plun of correctim

does nof constiute admission or agreement by the

provuder of the truth of the fucts alleged or cenclustony

sef furth i the statement of deficrencies. The phan of

correction 15 prepared and or exvented solely becase

1t 15 required by the provistons af federal and state faw.
.

The in-service topics included the
following the proper procedure for
providing perineal care to residents with
catheters and rinsing soap from the
residents skin when providing perineal
care or bathing. Additionally from
07/13/12 to 07/28/12 a registered nurse
conducted perineal catheter care skills
checklist on all active nursing assistants.

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

Quazlity Assurance

The Director of Nursing or management
nurse will monitor this issue using the

- “Clinical Survey QA Tool", The
monitoring will include 5 observations of -
perineal and catheter carc to ensure that |
staff use proper procedures and wash soap ;
from resident’s skin. See attached
monitoring tool.

i
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b. Resident #54 was admitted to the facility on

Prepuraton and or execution uf ths plan af corredtion

06/25/10 and readmitle‘d on 03/05/12. " cduses st constifute admission or agreeme by the R
Cumulatﬁg@agnoses included pyelonephritis, prowider of the trh of the fucts ulfeged or cunclusion

urinary retention and progressive supranuclear sei forth in the stutement of deficencies. The plan of T
paisy (PSE)? PSP is a rare brain disorder that carreciion 1 prepared and or executed serfely becanse

causes problems with control of galt and balance it 15 required by the provisions of federatl and stute !‘qw.

along wilh eye movement and thinking problems.

T

This will be done weekly for three months - - -
or until resolved by QOL/QA commitiee.
Reports will be given to the weekly

Review of tiie quarterly MDS (Minimum Data Set)
assessment, dated 03/26/12, indicated Resident

#54 had no cognitive impairment and was able to Quality of Life- QA committee and
make decisions about her daily care. The comrective action initiated as appropriate.
assassment revealed the resident required The QOL/QA commitiee is the main
extensive assistance with bed mobifity, dressing. quality assurance commitiee. They have
person4i hygiene and balhing. The resident was repularly scheduled meeting weekly which
assessed w have an indwelling catheter in place are attended by the Administrator, Director
and be incontinent of bowel. of Nursing. other nurse managers, and

) dietary manager.
On 06/26/12 at 10:50 AM, an observalion was It will also be reviewed in Quarterly QOL/QA

made of Resident #54 receiving perineal care and

completion of a bed bath. The NA was observed committee attended by the Medical Director,

to place soap on the washcloth, to wash the Administrator, Director of Nursing, Social
perineum, the labia, and catheter, and to dry the Services, Dictary Manager, Environmental
areas. The NA proceeded to rinise the wash Director and Activities Director

_cloth, apply soap and to wash and dry the rectal
area; then the NA rinsed the wash cloth, applied
soap, washed the residents legs and feet, and
dried them.

. Review of the directions on the battle of soap at

‘ the bedside revealed directions to wash with
soap, rinse'the thoroughly and then dry the

- resident —

. An interview, on 06/28/12 at 11:20 AM, was ,

. conducted with NA #1. The observation was -

. reviewed with NA #1, and she confirmed she was
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F 312 Conlinued__f__rom page 32 k312 This Plun of Correction i the center's credible
aware the soap needed to be rinsed off before allegation of comphance.
drying the resident and she had forgotten to do
thry t gihe! 9 Preparation ad or executron of this plan af coreection
at. doswes not constiiute adinssion or agrecment by the
. R provider of the truth of the fucts alleged or conclusions o
An interview, on 06/29/12 at 3:12 PM was set forth i the statement of deficiencies, Theplunof ™™
conducied with the Director of Nursing (DON). correction 1s prepared and or execited solely becguse 7
The DON stated the facility had always used soap it 15 requured by the provisions of federal and stale bew.
that needed to be rinsed off and she expected the — — - -
staff when giving a bath or providing care to rinse F325 Avoiding nutritional status decline
the soap off before drying a resident. unless unavoidable ©97/28/12
F 325 4B83.25(MAINTAIN NUTRITION STATUS F 325 T

$5=G UNLESSUNAVOIDABLE

Based on a resident's comprehensive
assessment, the faciity must ensure that a
residsnt -

(1) Maintains acceptable parameters of nutritional

status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this Is not possible; and

{2} Recsives a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record reviews the

facility failed to failed to prevent weight loss for 1
-(Resident #42) of 2 residents with weight loss.

Resident#42 was admitted to the facility on
10/11/11 with diagnoses of dementia, stroke,
urinary fract infections, chronic kidney disease
' and anemia. The Minimum Data Set (MDS)

' dated 6/4/12 indicated Resident#42 required

. some assistance with meals and was noton a

Corrective Action for Resident Affected -

For Resident #42, Promod, medpass and
mighty shakes were initiated and the care
plan was updated on 06/30/12. Resident #
42 was reviewed on 07/22/12 by the
corporate dietician

Corrective Action for Resident
Potentially Affected

All residents have the potential to be
affected by this practice. A computerized
weight loss report was generated for all
residents who have had a significant weight
loss (5 % in 30 days, 7.5% in 90 days and
10 % in 180). Any resident who has had a
significant weight loss and is still losing
weight was reviewed by the dietician on
07/20/12 and 07/22/12 and interdisciplinar}
care planning team on 07/24/12 to ensure |
that appropriate interventions were
implemented and care planned. :
]
|
|
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prescribed weight loss plan. She was alsoata
low cognitive level. The Care Area Assessment
dated 12/22/11 indicated Resident #42 triggered
for nutrition and pressure ulcer risk. These two
risk areas were-to he care planned. The care
plan problem onset dated 8/3/11 for nutsition
indicated Resident #42 only ate preferred foods
associated with the dislike of the therapeutic diet.
The goal was continued on 6/27/12 to follow the
therapeulic diet:of no added salt for the next a0
days. .

A record review of the facility weighls was
reviewed. The weights for Resident #42 was the
following: 197 Ibs (10/19/11), 191 lbs (14/1/11},
192 Ibs (12/12/11), 170 Ibs (1/24/12), 168 lbs
{2/16112),163 Ibs (3/6/12), 156 Ibs (4/10/12), 156
Ibs (5/8/12) and 155 Ibs (6/1/12). Therewas a
greater than 10% weight loss in one manth for
January 2012,

A record review of the facility nurse noles was
conducted. The note dated 1/26/12 indicated the
physician had called the facility and asked about
Resident #42 eating the tast few days due fo
Resident#42 family member had called the
physician about Resident #42 appetite. The note
dated 1/27/12 indicated Resident #42 had eaten
anly 25% of her meal and was drowsy. The
family member was concerned about

| Resident#42 changes and poor appetite. There

| was a fax sent to the physician about this

, concern. '

; A record review of the facility physician orders
_dated 1/31/12 revealed an order for a dietary
| consult.

allegaton uf complance.

Preparaton and or execation of this phen of correctin

does not constitute admisston or agreement by ihe

provider af the truth of the facts ulfeged or conclusions

st fortl m the statement of deficiencies. The plun of

correction is prepared und or execnted svlely bovatise
\

1 15 requured by the provisiens of federal und stute fow

Systemic Changes

An in-service was conducted on 07/13/12
and 07/20/12 by Corporate MDS Nurse for
the MDS nurse, dictary services manager,
social services and activity director (the
interdisciplinary care planning tcam) The
in-service topics included appropriate
weight loss interventions and 10 continue
interventions until weight loss is stabilized
or discontinued by MD.

The weekly Quality of Life Meeting will
review all resident with a weight loss or
gain (5 % in 30 days, 7.5% in 90 days and
10 % in 180). This review will include but
niot limited to percentage of meal intake,
supplements, snacks offered, labs,
nolification of MD and Family, referral to
Dietician, review of care plan and
_consideration for the completion of 2
significant change MDS. A review of
facility wounds including Pressure Ulcers f
will be presented by the Wound Care Nurse.
This review will also include the care plan”
and consideration for the completion of a !
significant change MDS. i
i
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A record review-of the facility weekly wound
raview assessment was conducted. It indicated a
new wound was acquired in the facility on 2112,
The wound was located on the left butiock. 1t
was a stage |l wound.

A record review of the facility nursing remarks
document dated 2/16/12 revealed a report ofa
jow appefite and constipation to the physician.

A record review of the facility nutrition notes was
conducled. The fiutrition note dated 10119111
revealed Resident #42 weight at 182 ibs. There
was a recommendation of a protein liquid of 30
millilite: s (mi) once daily due to a low albumin
level of 2.8. The note dated 2/22/12 indicated a
current body weight of 168 |bs. There was 8
decubitus to the buttocks area at stage Il. The
diet was a no added sait diet. There was a
recommendation of a high calorie nutrition
supplement at 60 ml twice daily. This was to aid
in the prevention of significant weight loss. The
nutrition assessmenls dated 3/20/12 and 6/6/12
indicated there was weight loss over the last six
months. The Registered Dietitian and Physician
wara made aware and there were
racommendations. The facility nutrition notes
dated 5/25/12 revealed Resident #42 current
body weight was 156 lbs. There was significant

_weight loss indicated for the three and six month

. periods. There was a recommendation to

‘ liberalize the diet to a regutar diet.

, A record review of the facility medical nutrition

« therapy recommendation document dated

1 22212 revealed a recommendation of a high
calorie nutrition supplement at 80 ml twice daily

' due to a decrease in food and beverage intake
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altegation of complianee.

Preparatin and or execuion uf this plan uf vorrection
cdues nal constiute admssin or dgreemen! by the
provider of the truth of the fucts ulleged or conclusins
set fortl i the steteaent af deficiencivs. The plan of
carrectim is prepared and or execiited solely becunse
1 15 reguired by the provisions of federal und sige law.

Committee members will include at a
minimum: Administrator, DON. SDC, Unit
Director, MDS nurse, Wound Care Nurse
Social Services, Dietary and other clinical
team members as needed. This review will
be dacumented on the DON daily checklist.

When dietary recommendations are made,
Dietician reviews with the Dietary Manager
and Director of Nursing, The DON will
give a copy of the dietary recommendation
10 Medical Records to forward to the
physician. Once the dietary
recommendation is received back to the
facility, the DON will ensure that the staff
nurses review the recommendation, write
the recommendation on a telephone order,
then forward to the dietary manager 10 make
changes in the tray tracker. Orders will be’
reviewed in the next quality of life meeting
to ensure all depariments are aware of the '
changes. :

1
'
i
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and risk for weight decrease. The allegetion of comphance.
recommendation was approved by the physician
on 2128142 '—'=pp 4 phy Preparation amd or execution of this plen of correchion -
: - cdows not constige adnssion or agreement hy the e
. ST provider of the trath of the facts alleged or conclusions -
A record review of the physician or ders revealed set fordde i the statement of deficiencies. The plan of o
an order for a protein fiquid of 30 mt daily and carrechion 1s prepored and or executed solely because

high calorie supplement 69l twice daily on if ts requared by the previsons of, federal and siate law.

31268/12. Another reorder for the same nutrilional — - - — ) )
' This information has been integrated into R

supplements was ordered on 4/4/12. ) _ Int | ==
T the standard orientation training and in the =

A record review of the physician orders revealed required in-service refresher courses for all
a diet order change-to a regutar diet on 6/4/12. employees and will be reviewed by the

- Quality Assurance Process 10 verify that the
A record review of Resident #42 meal ticket dated change has been sustained.
6/78/12 dinner meal revealed a no added salt diet
was served. Quality Assurance

The Director of Nursing will monitor this

An interview with the Dietary Manager (DM) on issue using the "Clinical Survey QA Tool".
6/28/12 at 3:15 pm revealed Resident #42 had The monitoring will include reviewing all
sngmﬁca_nt weight losg inthe la?st_ (\Ine mon!hs. residents who have had a significant weight
She notified the Regss'terfad Dietitian {RD)in loss (see definitions above for significant wt
Jaauary 2012 of the significant weight loss. She loss) to identify any resident whose weigh

would usually call the RD when there was a
weight loss. The RD visits the facllity monthly.
The DM indicated she would do nutrition
intervention in betwaen the RD visits, There was
a nutrilion shake started three times daily but
Resident #42 did not drink it. This nutrition shake
- was stopped. Resident #42 never indicated why
" she did not like her no added salt diet. She had :
_started snacks three times daily but Resident #42 . .
did not eat the snacks. She then had stopped the
- gnacks. The DM did not have documentation of
" the snacks or nutrition shakes that were starled.

is not stabilized or improved. For those
residents a review will be conducted to

ensure that additional interventions are

identified.

An interview with the RD on 6/28/12 at 4:57 pm
_revealed Resident #42 had significant loss the
| 1ast 180 days and she had recommended a high . _ {
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calorie supplement back in February 2012.
When she had Visited in May 2012, she saw
another decline in weight status ard
recommended_to liberalize Resident #42 diel to a
regular diet._When she visits monthly, the DM
would provide her with a list of people with
significant weight loss and dietary consults. The
Quality of Life {QOL) team would meet weekly
and discuss residents with weight loss between
her monthly visits. The QOL team would do
nuteition interv@nlions between her visils.

A record review of the facility weekly QOL
committee minutes was reviewed. Resident #42
was discussed on 1116/12, 2/29/12, 3/15112,
3723712, 330/12, 41512, 4113712, 4119012, 514112,
5/10/12, 5/18/12 and 5/31/12. The meeling dated
2/20/12 indicated a waight of 161 tbs. There was
indication of @ multivitamin in place. The meeting
dated 3/15/12 and 3/23/12 did not indicate
interventions. The meeting dated 3/30/12
indicated a weight status of 159 |bs. There wasa
recommendation for a liquid protein and high
calorie supplement The meeting dated 41512
indicated a facility medical recommendation on

| 3/6M12 for a liquid protein supplement at 30 mi
and high calorie supplement 60 m! twice daily. it
indicated this recommendation was faxed on
472112 for the third attempl and for the physician

‘1o respond, The meeting dated 4713112 indicated
the weight status was at 156 Ibs. The protein

" liquid and high calorie supplement had slarted.

" An interview with the Administrator and QA Nurse

: Consultant on 6/29/12 at 11:38 pm revealed they
starled to conduct daily clinicat meetings o
review weights. - There were trials of this meeting
which started in March 2012 and officially started

allegatient of comphiance

Preparation and or execntton of this plan uf correction

does net constilute admsxion or agreeaet by the

provider uf tiwe teath of the facts alleged o7 conclusions

et forth w the statement of deficiencics The plun of

currection is prepared and or exccuted solels because

o 15 required by the provesions of, federal and sigre fuow
o

See attached monitaring tool. This will be
done weekly for three months or until
resolved by QOL/QA committee. Reports
will be given 1o the weekly Quality of Life-
QA commitice and corrective action
initiated as appropriate. The QOLI/QA
committee is the main quality assurance
commitiee. They have regularly scheduled
meeting weekly which are attended by the
Administrator, Director of Nursing, other
nurse managers, and dietary manager.

It witl also be reviewed in Quarterly QOL/QA
commiltee attended by the Medical Director,
Administrator, Director of Nursing, Social
Services. Dietary Manager, Environmental
Director and Activities Director

r
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6/11712. " There was weekly and monthly QOL
meetings where weight loss and nulrition
problems were discussed. Then there would be
a Quarterly QOL performed for weights as well.
The Social Worker, DM, Director of Nursing
(DON), Administrator and other Administrative
staff attended these meetings.

An interview with the DON and Administrator on
6/30/127al12:12 pm revealed they have (he new
daily QOL meetings now to address weight
concems more quickly, They would expect to
have nutrition intervention for significant weight
loss immediately,

483.35{i) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

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

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

This REQUIREMENT is not met as evidenced
by:

3) An observation on 6/27/12 at 5:50 PM of the
nourishment rotm revealed a refrigerator with
multiple brown/tan spots of debris on the sides of

, the innef'walls. The bottom shelf of the
. refrigerator had visible round brown stains and

other brownish colored debris. Yellowish/tan
splattered debris was noted on each of the
shelves of the door. An ohservation of the

F 325

F3m

This Plan of Correction 1s the conter's credible
allegution of compliance.

Preparation) and or exectiion of this phan of correction
does nat constuute admusston or agreenent by the
provider of the trutk of the Jucts alleged or conclissions
et forth ) the stetement of deficiencies. The plun of
correction s prepared and or executed solely becguse
it 15 regired by the provisions of fedvral and statedent.

¥-371 - Foed. Prepare, Store, Serve

Corrective Action for Resident
Affected

No specific resident was identified in the
2567. On 06/25/12 all unlabeled siored
items were discarded. Sanitation cloths
were properly stored on 06/28/12 by the
dietary manager. The nourishment
refrigerator was replaced on 07/02/12 by
the maintenance director..

Corrective Action for Resident
Potentially Affected

All residents have the potential to be
affected by this practice. See systemic
changes listed below for corrective action -
for residents potentially affected.

Systemic Changes

An in-service was conducted on 07/23/12
by the dietary consultant. All dietary

staff attended: dietary aides and cooks, |
FT, PT and PRN. :

07728112
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nourishment refrigerator on 6/28/12 at 9:30 AM
revealed the debris remained in the refrigerator.

During an observation with the Administrator and
Housekeeping Director on 6/30/12 at 1:30 PM,
the Administrator and Housekeeping Director
agreed the refrigerator was expected to be clean
and free of debris. The Housekeeping Director
reported the refrigerator was cleaned weekly and
was last cleaned 6/25/12 and should not be dirty.

Based upon observations, record reviews and
staff interviews the facility failed 1o contain stored
food items, label and date opened food and store
sanitation cloths in a sanitation bucket in the main
kitchen, and the facility faited to maintain 1 of 1
nourishment refrigerators in clean condition.

Findings Include:

4. An initia! main kitchen tour conducted on
6/25/12 at 6:20 pm with the Dietary Manager
{DM) revealed there was vanilla extract and red
food color dye unlabeled and undated in the dry
storage room. At6:23 pm there was prepared
unsweetened tea and sweetened lea unlabeled
and undated on the food preparation table nextto

' the exit door. At6:30 pm there was french
dressing, pickie refish and a chocolate shest cake

" unlabeled and undated in the reach-in

. refrigerator. The chocolate sheet cake was

_uncovered. At6:32 pm there was a pitcher of

i unlabeled and undated prepared pitcher of tea

- and whipped cream in the walk-in refrigerator. At

_6:33 pm there was @ container of unlabeled and

. undated chocolate ice cream in the walk-in

, freezer. -

allegation af complumcee.

Proparaiton and or executon af tins plan of correction
does not constttite admission or agrecuient by the
provider of the trath of the facts alleged or conclisions
set forth i the statement of deficiencies. The plan of
correction is propared und or exceuted sulely because
1 1% required by the provisions of federal and stuie k.

Any in-house staff who did not receive
in-service training by 07/28/12 will not be
allowed to work until training has been
completed. The in-service topics
included the following proper dating and
labeling of apened food and proper
storage of sanitation cloths,

On 07/19/12 the administrator also
conducted in-service training for all
current housekeeping and maintenance
staff to validate the proper procedure for
cleaning the nourishment refrigerator.
Any in-house staff who did not receive
in-service training by 07/28/12 will not be
allowed to work until training has been
completed.

This information has been integrated into
the standard orientation training and in
the required in-service refresher courses
for all employees and will be reviewed by |
the Quality Assurance Process to verify :
that the change has been sustained.
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An observation in the main kitchen on 6/28/12 at » 4 s plan of .
1,29 pm—fevealed a bIOCR Of S" I Cheese !Oose‘y r [leﬂﬂ'ﬂ" wnd or CXCCTIHT o), fhis pian o {(.lfﬂ.{"t)ﬂ i
X | . i s nod consttite eelnussion o agrecaeat by the .
wra‘ppedy_wth cel QPhane in the reach-in provider of the seuth uf the facts alleged or concliusns
refngerqtgr. One side of the cheese was sct forth in the stutement of deficwencivs. The planafl” — .
exposed to the air. A cup of orange juice was carreciion 15 prepared und or executed solely because_~

unlabeléd and undated in the reach-in it sx required by the provisions of federal and stalt fus.

refrigerator. ' s
e Quality Assurance

A recofd Teview of an undated food service staff

in-servica was conducted. There was an The Administrator will monitor this issue -
in-service entitled " Cross-Contamination and using the "Survey QA Tool", The
Food Storage Practices. " R reviewed the proper monitoring will include checking to sce if
storage of food items. the nourishment refrigerator is clean, that
all open foods stored are properly labeted
An interview with tha DM on 6/28/12 at 1:52 pm and thal sanitation cloths are properly
revealed the staff used zip lock bags to store stored. See attached monitoring tool.
opened food items. She was not sure of why the This will be done weekly for three
cheese and cake was not covered. The DM months or until resolved by QOL/IQA
|r3dlcatad dietary staff knew.lhey would use the committee. Reports wilt be given to the
zip lock bags to cover faod flems. The DM weekly Quality of Life- QA commiltee

indicated that opened foods should be labeled. and corrective action initiat ed as

appropriate. The QOL/QA commitice is
the main quality assurance committee.
They have regularly scheduled meeting
weekly which are attended by the
Administrator, Director of Nursing, other

2. An initia! main kilchen tour conducted on
6/25/12 at 6:23 pm with the Dietary Manager
{DM) revealed a sanitation cloth with stains was
stored on the food prep table next to the exil

door. !
nurse managers, and dietary manager.

' “??54 Ot:)ﬁw::r;;;g the r:ll:i;r:] l'i'ltt::dhe{':_l on 6!2tBI 12dal 1t will also be reviewed in Quarterly QOL/QA
- f a sanitation cloth was stored on . . v Medical Di

the food prep table next to the stove. Lonm.uEtec allendfzd by the N'lt..dl}.ﬁl Dtre'ctor.
: — Administrator, Director of Nursing, Social
" An interview with Diet Aide #1 on 6/28/12 al 1:35 Services, Dietary Manager, Environmental

pm revealed the sanitation rag should not have Director and Activities Director 8

been left-on the table.

1

1 A record review of an undated food service statf i

- biar— - T

1
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The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controfted drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of ail
controlled drugs is maintained and pericdically
reconciled.

Drugs and biotogicals used in the facility must be
labeled in accordance with curcently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

ln accordance with State and Federal laws, the
 facility must store all drugs and biologicals in
. locked compartments under proper lemperature
' controls, and permit anly authorized personnel to
'[ have access to the keys.

The facility must provide separately focked,
i permanently affixed compartments for storage of
; controlled drugs fisted in Schedule H of the

1

The medication refrigerator was replaced on
06/30/12 by maintenance director.

Corrective Action for Resideat Potentially
Affected

All residents have the potential to be affected
by this practice. See systemic changes for
corrective actions.

Systemic Changes:

All medication refrigerators will have
thermometers and daily checks for
refrigerator temperature will be recorded by
the charge nurse. Any refrigerators with
temp outside the range of 36 to 46 degrees
will be reported to the Maintenance Director
for appropriate follow up and repair.

i
1 3
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F 371 Contnued From page 49 « F ?H s Pl of Correetion 1s the comier's credible
in-service was conducted. There was an T allegation of compliance.
in-service entitied * Proper Cleaning, Sanilizing p . p tom of this plan of fon
. " - . regxiration i or execniin o 15 f o correciil
and S.torage of SENICE Ware. The in-service does nof constiiute adussion or agrecment h the
fnenlloneq 'th_al s_an;tu.zmg cloths were 1o be stored provider uf the sruth of the fucts alfeged or conclusions
in the sanmzm_qisqt‘uhon. sl furth i the staiement of deficencies. The plan of
. correctton s prepered and or executed solely because
An interview with the DM on 6/28/12 at 1:52 pm il 15 required by the provisions of federal and slu:e: vy,
revealed dietary slaff had been informed that they - '
would need to store sanitation cloths in the F 431 refrigerator temps 47/28/12
sanitation buckets. .
F 431 483.60(b), (d), (fDRUG RECORDS, F 431  Corrective Action for Resident Affected
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Comprehensive Drug Abuse Prevention and altegation of complnce. ik

Control Act of 1976 and other drugs subject to

. . . e e " vt
abuse, except when the facility uses single unit Properation und or exeeution of this plan of correction

dies ot comditute admmssion er agreement by the

paCka.ge drug distd!?u}i on Sysmms’in ?thh the provider of the tratl of the fucis ulfeged or conclusions -]
quantity stored is minimal and a missing dose can C et forth n the statement of deficwncies. The plan of 1
be readily detected. corrcetion 1s prepared and or execitted sulely because .

1 15 required By the provisions of federal and sture fnw
\

- An in-service was conducted on 07197112

This REQUIREMENT is not met as evidenced and 07/20/12 by Interim DON. Al nurses
by: — attended: RNs and LPNs, FT, PT and PRN =
Based on observation, record reviews and staff and the Maintenance Dircctor. -
interviews, the facility failed to maintain the proper
temperature for medication storage for 1 of 1 Any in-house nurse who did not receive in-
medication storage rooms. service training by 07/27/12 will not be

o allowed to work until training has been
Findings include: completed. The in-service topics included

. . . the following: ensuring that temperature

Review of an undated facility form titled logs are maintained for the medication
"Refrigerator/ Freezer Temperature Log * refrigerator and that temperature should be
indica ted the temperalure range for ihe maintained between 36 and 46 degrees. 1f a
refrigerator should stay between > (over) 32 temperature is noted to be above or below

degrees and < (under) 40 degrees," and "notify
Maintenance if themmostat does not keep temps
_(temperature) within range.”

this parameter then maintenance should be
notified. Nurses on | ip - 7a should record
the temperature on the temperature log.

" On 06/30/12 at 9:00 AM accompanied by the
Director of Nursing (DON), an observation of the
temperature of the refrigerator in the medication

This information has been integrated into
the standard orientation training and in the

room registered 38°F. Review of the required in-service refresher courses for all

temperature log for the refrigerator in the employees and will be reviewed by the |
, medication room revealed for 11 of the 29 Quality Assurance Process to verify that thé
' documented days of June the temperature was . change has been sustained. :

32°F, and for 6 of the 2@ days documented for
+ the month of June the temperature was 34°F.

+ On 06/30/12 at 9:30 AM, accompanied by Nurse ,
: #5, the refrigerator temperalure was observed : : ]
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refrigerator was opened.

refrigerator was opened.

were: 9levemi sulin Pens;

Prieunococaal Vactine,

box of Trelstar . Levimer,

The manufaciurer product information for
Levemir insulin reads in part:

frozen.”
The manufacturer productinforma!ion for

" part:

- not use if has beenfrozen.”

 The manufacturer product information for
Novolog insulin reads in part:

* and pens should be stored

1 36-46° F. Do not freeze.

*unopened
Levernir Pans shoukd be slored in a refrigerator at
2g5-46° F. Do not freeze. Do not usa if has been

and confirmed by the nurse to be 34°F when the

On 06/30/12 a1 8,85 AM, accompanied by Nurse
#5, the refrigerator fernperature was observed
and confirmed by the nurse lo be 34° F when the

The medications observed in the refrigerator

nir ir 9 Humatog Insulin
Pens: 4 Humalog 730 Insulin Pens; 5 vials of
Hurulin 70/30 insulin; 8 Novolog Insulin Flex
Pens; 2 vials of Novolog insulin; 1 vial of Novolog
R insulin; 2 Lantus Insulin Pens; 4 vials of
7 vials of Hepatitis B
vaccine: 1 single dose vial of Vitamin B12; and 1
Humalog, Humulin,
Novolog, and Lantus are insutin products used to
\reat diabetes, B121is used to treat Vitamin Bi2
deficiency, and Trelstar is used to treat symploms
associated with advanced prostate cancer.

: Humalog 70/30 and Humalog insulin reads in
"unopened vials and pens should be stored
in a refrigerator at 36-46° F. Do not freeze. Do

* unopened vials
in a refrigerator at
Do not use if has been

Hins Hlan of Uireechiont iy Hur center's civndiidy
aflegation of compliamet

Pregusrattion and or exeentum af the plan of corncetton

s pind vonsitile ddmission o agrecment by the

previder of the truth of the Jacts altegged or conclusions

st Jorth 1 the statvmelli of deficiencies, The plan of

correction 15 prepured and vr vxecuicd solely becguse

it 15 required by the proviiuns of federal and stgie. bt
s

v

Quality Assurance

The Director of Nursing will monitor this
issue using the "Clinical Survey QA Tool".
The monitoring will include ensuring, that
temperatures are documented and that the
range is between the appropriate level. See
attached monitoring tool.

This will be done weekly for three months

or until resolved by QOLIQA commitiee.
Reports will be given lo the weekly Quality
of Life- QA commitiet and corrective

action initiated as appropriate. The

QOL/QA committee is the main quality
assurance commitice. They have regularly
scheduled meeting weekly which are
atiended by the Administrator, Director of
Nursing, other nurse managers, and dietary
manaper.

It will also be reviewed in Quarterly QOL/OA
committee attended by the medical Director,
Administrator, Ditector of Nursing, Social
Scrvices, Dictary Manager, Environmental
Director and Activities Director

1
1
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The manufacturer product information for Lantus
insulin réads in parl: "unopened vials should be
storedatina refrigerator at 36-46° F. Lantus s
should not be allowed to freeze.” . .
The manufacturer product information far

Pneumococcal vaccine reads in part: "unopened
and opened vaccine should be stored atina
refrigerator at 36-46° F. Do not freeze."

The manufacturer product information for
Hepatilis B vaccine reads in part. “store in
refrigerator between 36-46° F. Do not Freeze."
The manufacturer product information for Vitamin
B 12 injectable reads in part: "Slore at room
temperature between 58-86° F. Do not freeze.”

The manufacturer product information for Trelstar
and the label on the box read in part: "store
Trelstar at room temperature between 68 and 77
° F, Do nol freeze.”

Review of the temperature logs for the
refrigerator in the medication room for the month
of April 2012 revealed documaentation for 7 of the
30 days of April the temperature of the
refrigerator was 33°F, for 6 days of month of April |
the temperature for the refrigerator was 34°, and ‘
for 8 of the 30 days of April the temperature for
the refrigerator was 35°F

' Review of the temperature logs for the

: refrigerator in the medication room for the month
' of May 2012 revealed documentation that for 14
_of the 31 days of May the temperature of the

, refrigerator. was 32°F, and for 6 days of month of

: !
' May the temperature for the refrigerator was 34°F ! E
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431 Continued From page 44

An interview, on 08/30/12 at 9:15 AM, was
conducted with the Director of Nursing (DON).
The DON_stated she was not aware that the
refrigerator temperalure log parameters were out
of range to store the medications.  Sh reviewed
the June 2012 log and noted the nurses had
stayed within the parameters on the temperature
log. The DON indicated she was not aware
where the temperature log forrn had originated.

A phone interview, on 07/10/12 at 4:16 PM, was
conducted with the Administrator and she
indicated she was unaware the temperatures of
the medication refrigerator log were in effor.
When asked if the Consultant Pharmacist
checked the refrigerator on the monthly visit, the
Administrator indicaled she was uncertain if the

the last monthiy visit report and relayed that she
did not see any information regarding the
refrigerator temperatures.

A phone interview, on 07/1 1712 al 8:55 AM, was
" conducted with the Consultant Pharmacist. The

a nurse that visits the facility monthly and check
the stock medication and the refrigerator. She
indicated the nurses had not been available for

" the past few months, but there was a nurse now.
The Consuiltant Pharmacist stated she did check

jthe temperature of the refrigerator on her visit in

, April and per her report the temperature was 40°
F. She indicated she does not usually look at

! the temperature log and was not aware the

| temperature log designated the range of the

Consuitant Pharmacist checked it. She reviewed

Consultant Pharmacist relayed the pharmacy had

j refrigerator temperature to be under 32° and over

F 431
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The facility must establish and maintain an
infection Controt Pgdgram designed to provide a
safe, sanilary and cdmfortable environment and

of disease and infection.

(a) Infection Control Program

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

in the facility,
(2) Decides what procedures, such as isolation,
should be applied to an individual resident, and

actions related to infections.

{b) Preventing Spread of Infection

{1) When the Infection Controt Program

determines that a resident needs isolation to

prevent the spread of infection, the facility must
- isolate the resident

{2) The facility must prohibit employees with a

communicable disease or infected skin lesions

from direct contact with residents or their food, if
" direct contact will transmit the disease.

(3) The facility must require staff to wash their

. hand washing is indicated by accepted
* professional practice.

{c} Linens
i Personnel must handle, store, process and

to help prevent thé development and transmission

(1} Investigates, controls, and prevents infeclions

(3) Maintains a record of incidents and corrective

hands after each direct resident contact for which
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40° F. She confirmed the temperalure far the allegation of comphance.
medication refrigerator needed to be kept
® Preparation and or execuium of this plan of correchion
betwaen 36 - 46°F, .
N does nol constitnle adnussian or agreesent by the
£ 441 483.65 INFECTION CONTROL, PREVENT F 441

provider of the ruth af the fucts olfeged ar conclesions
st forth i the statement of deficuencies. The plan of
correctuom s prepured and or exceuted sofely because
1 ax requred by the provistuns of, federal and .stah"' daw.

F 441 tnfection Control Inceontinent care

sl ntechion A O e ——————

Corrective Action for Resident Affected

Resident #54 had catheter care provided by
an aide on 07/16/12. The fan in the
laundry room was cleaned on 06/28/ 12 by
laundry staff. Also, see systemic changes.

Corrective Action for Resident
Potentially Affected

All residents have the potential 1o be
affected by this practice. See systemic
changes for corrective action for residents
potentially affected.

Systemic Changes

An in-service was conducted on 07/19/12
and 07/20/12 by Interim DON. Ali nurses |

. attended: RNs and LPNs, NAs, FT, PT and.
PRN.

1

]
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lfanspbrt'jinens s0 as lo prevent the spread of
infection.’

This REQUIREMENT is not met as evidenced
by: -:-

Based on observation, record review and staff
interviews, the facility failed to ensure staff
changed gloves after removing fecal matter while
providing perineal care and completing a bath for
1 (Resident #) of 1 residents observed for
perineal care, and failed to ensure soiled linen
was handled and stored in a manner to prevent
the spread of infection during 1 of 1 obsarvations
of soiled linens being ptaced on the resident s
bed linens: and the facility failed to maintain
resident ciothing and linen in the clean area of the
jaundry room away from 1 of 1 fans with built-up
lint on the grill.

Findings included:

1) The facility policy, dated 10/01/01, titled "

Perineal Care * indicated under the Purpose

was: 2. to prevent infection and odor. And,

under the General Infection Control Guidelines

that employees were to:. 1, Observe (standard)

universal precautions or other infection control

; standards as approved; 2. Wash you hands

. before and after all procedures. Wear gloves
when appropriate; 6. Dispose of disposable

- equipment appropriately; and, 8. Dispose of

. soiled linen appropriately.

a. On 0612812 at 10:50 AM, an observation was
; made of Resident #54 receiving perineal care.
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allogaiion of compliance.

Prepuration und or execntion of thus plan of correction
dows nton construie adansston or agreement By the
provider of the truth of the fucts ulleged or conclusions
sef_forth m the statement of deficencees. The plan af
correcton is propered and or executed solely hecanse
tf 13 required by the provisions of, federal und siute Luw.

Any in-house stalT who did not receive in-
service training by 07/27/12 will not be =R
allowed to work until training has been
completed. The in-service topics included —
the following the proper procedure for

providing perineal care to residents with

catheters, proper handling and storage of

linen to prevent the spread of infection.
Additionally from 07/13/12 10 07/28/12 a

repistered nurse conducted perineal

catheter care skilis checklist on all active

nursing assistants.

Annual CNA skills check list includes bed
bath procedure, pericare and foley care
each NA must demonstrate skill and
understanding of the policy/procedure.
Any task not completed by the NA to the
satisfaction of the observing Nurse will be
reeducated unti! demonstration of proper
technique per policy/procedure is
achieved. Any concerns will be reported .
the DON for appropriate follow up.
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NA #1 was observed to be in the midst of bathing
the resident. She had obtainad a fresh basin of
water, and washed the perineal area. When she
turned the resident onto her left side, she
observed a moderate amount of brown matter at
the rectal area. The NA used wipes to remove
the brown matter, placed the wipes with the
brown matter onto the brief under the resident,
and folded the brief inward. The NA proceeded
1o wash the rectal area with soap and water, dried
the area, and tumed the resident onto her back.
With the same gloves on and using the same
basin of water used to ¢lean the rectal area, the
NA washed and dried the resident ' s legs and
feet. The NA continued with the same gloves on
to put a new brief on the resident; to put on the
resident ' s shorts; to adjust the resident' s
gastrostomy tube and shirt. With the same
gloves on, she was observed to take the basin of
water; to open the bathroom door, to turn on the
faucet; and, to rinse and dry the basin. After
exiling the bathroom, she removed her gloves,
donned new gloves, placed the sciled brief
containing the brown matter into a plastic bag,
placed the soiled towe! and wash cloth into a
plastic bag, proceeded to open the residant’' s
door, then opened the soiled utility door, disposed

- of the plastic bags, retumed to the resident’ s

" room, removed her gloves, and washed her

" hands.

. Aninterview, on 06/28/12 at 11:20 AM, the

: observation was reviewed and an interview was
: conducted with NA #1. The NA indicated she

, should have changed her gloves and gotlen a

; fresh basin of water to wash the resident’ s legs
- and complete the resident’ s care. The NA

! relayed she really had not been feeling well.

F 441 Tires Pt of Correctnnt s he coane's oredif

alfegetn of compliance. c—

Preparation and or exeention of this plan of correctian

does not constiute admission or agrecaent by the

providor of the teath of the facts alleged ar conclusions _____ ~

st forth in the stetenwent of deficencies. The plan uf

correctim 1s prepared and or executed solely because — T
* 1t as reyuired by the provisions af federal and stote hinv. :

The maintenance director was in serviced TS
on 07/20/12 by the administrator to ensure Tl
understanding of the need to maintain a R

clean laundry area including the fan. s

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

Quality Assurance

The Director of Nursing will monitor this
issue using the "Clinical Survey QA
Tool". The monitoring will include 5
observations of perineal and catheler care
and proper handling of linen to prevent the
spread of infection. The Administrator
will also monitor this issue using the
“Survey QA Tool. The monitoring will
include a review of the laundry room to
ensure that the fan and area is clean and
free from lint. See attached monitoring
tools. i

i .

; I
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An interview, on 06/2912 at 312 PM, an
interview was conducted with the Director of
Nursing {DON). The DON stated she would have
expected the NA to have removed her gloves and
washed her haiids after providing perineal care
and removing stool. She relayed NA#1 had
recelved training regarding infection control,
perineal care, and bathing.

b. On 06/28/12 al 10:50 AM, an observation was
made of Resident #54 receiving perineal care and
completion of a bed bath. NA#1, with gloves on,
was obsarved to use wipes to remove the brown
matter from the resident ' s rectal area, placed
the wipes with the brown matter onto the brief
under the resident, and folded the brief inward.
She completed the bed bath. The NA was then
observed to remove the brief, wrapped up the
brief containing the brown matter; and, laid the
brief on top the resident ' s bed linens. She then
proceeded to ring out the wash cloth and placed
the soiled towel and wash cloth on top of the
resident ' s bed linens. The NA took the basin of
water io tha bathroom and emptied it. After
exiting the bathroom, she removed her gloves,
donned new gloves, took the soiled brief

" containing the brown matter on top of the resident
* s bed linens and placed it into a plastic bag. The

i NA then took the wet wash cloth and towel on top

| of the resident ' s bed linans and placed the

" soited linen into another plastic bag.

1

' An interview, on 06/28/12 at 11:20 AM, the

: observation was reviewed and an interview was

| conducted with NA #1. She indicated she should

! have placed the soiled brief and soiled linens in

‘ plastic bags and not on the resident ' s bed

.
H

alleganion of camphance.

Freparion and or exceition of the plan of correction

doey not constiftite admession or ugrecment by the

prewidor of the rruth of the fucts alleged o conclizsions

set forth w the stateowent of deficrencies. The plan of

currechion s prepured and or vxecated solely beeatse

1115 requurvd By the provsums of federal and siaty hav
\-“

This will be done weekly for three months
or until resolved by QOL/QA committee.

Reports will be given to the weekly

Quality of Life- QA committee and
corrective action initiated as appropriate.

The QOL/QA committee is the main

quality assurance commillee. They have
regularly scheduled meeting weekly which
are atiended by the Administrator, Director
of Nursing, other nurse managers, and
dietary manager.

It will also be reviewed in Quacterly QOL/QA
commiltee attended by the Medicai Director,
Administrator, Director of Nursing, Social
Services, Dictary Manager, Environmental
Director and Activities Director

r
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F 441 Continued From page 49
linens. The NA relayed she had not been feeling
well. -
An interview, on 06/29/12 a1 3.12 PM, an
interview was conducted with the Direclor of
Nursing {DON).=The DON stated she would have
expected the NA to follow the policy for infection
control. She relayed NA#1 had received training
regarding infection control, perineal care, and
bathing. -

2) An observation of the clean area of the
laundry room on 6/28/12 at 1:49 PM revealed a
24" fan rested on a black plastic box blowing on
high speed from cne side of the room to the other
side. The front grili of the fan was covered with
lint, The back grill of the fan was also covered
with lint. A rack of resident clothing and a table of
unfolded linens, blankets, and clothes that were
uncovered, were located on the opposite wall
facing the blowing fan.

During the observation, an interview was
conducted with the Director of Housekeeping and

' Laundry. The Director stated it was hard to keep
lint at a minimum because it was the laundry

i room, The Director stated the fan had just been
wiped off "last wesk " and " needed done as
often as it needed to be *. The Director stated

' he "guessed" the fan should not be blowing

\ averlinen. - - :

* During an interview with the Administrator on

* 6130112 at 3:33 PM, the Administrator stated she
expected the fan in the laundry room to be clean

Fand free of lint .-
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E The statements made on this pian of s X
. carrection are not an admisston to an do no
= K 038 | NFPA 101 LIFE SAFETY CODE STANDARD K038 constitute an agreement with the alleged
S3=D deficiencies.

= Exit access is arranged so that exits are readily
o accessible at ali times in accordance with section
= 74, 19241

This STANDARD is not met as evidenced by:
A. Based on observation and staff interview on
08/17/2012 the staff did not know about the
master release switch at the nurses station.

42 CFR 483.70 (a)

NFPA 101 LIFE SAFETY CODE STANDARD K072

Means of egress are continuously maintained free

of all ebstructions or impediments to full instant

use in the case of fire or other emergency. No

furnishings, decorations, or other objects obstruct

$x1its, access to, egress from, or visibitity of exits.
1,10

This STANDARD s not met as evidenced by:

A. Based on observation on 08/17/2012 there
items stored in the egress corridors that were not
‘ In use.

= a. two {2) lits near room 106

b. clean and soiled linen stored near room 114
42 CFR 483.70 (a)

To remain in compliance with all federal and
slate regulations the facllity has {aken or will
take the actlons set forth In this plan of
carraction. The plan of correction canstilutes
the facliity’s allegation of compiiance such that
all alleged deficiencies cited have been or wiil
be comected by the dates indicaled.

K 038 §8=D

Corractive Action

All staff that was present on 8/24/12 were
instructed on the use and location of the
Master Release Switch for the Magnetic Door
Lock System. The staff not present for the in-
service have been shown where it is located
and how it works.

\dentification of related safety hazards
potentially affecting Residents

All Slaff have baen instructed in the location
and use of the Magnetic Door Lock System
{Nurses Station}

Systemic Changes
in-service was conducied on 08/24/12 by the
Administrator. Al Staff, FT, PT, and PRN
smployed by this facility have completed the
in-service. The in-service toples included:
1) Locatlon of the Master Release
Switch for the Magnetic Boor Lock
Systern (Nurses Stalion)
2) ‘ow and when to utllize the Master
Release Switch for the Magnetic
Door Lock System
3) This information has been
integrated into the standard
crientation irafning for all staff and
will be reviewed by the Quality

o /:;1

NFPA 101 LIFE SAFETY CODE STANDARD K147 Assurance Process to verify that the q j
change has been sustained 19 /, A
— Electrical wiring and equipment is in accordance K 038 {continued)
3 | with NFPA 70, National Electrical Code. 8.1.2 =
ABQRATORY DIREGTOR'S (R PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE — X6y DATE
RLONAS -b,u\ ) ch\mm-im_-{w = 9 / 10 /12

\nfﬁkﬂciancy staternent ending with an asterisk (*} denotes a deficlency which the institution may be excused from carrecling

pviding it Is'determ|ned thal

ith feguards provide sufficient protection to the patients. (See instructions.} Except for nursing homes, the findings statod Ahnve are disclosable 90 days

Qlij.v_.,..g the date of survey whether or not a plan of correclion is provided. For nursing homes,

Jays foliowing the dale these documents are made available to fhe facifity, If deficiencles are cited, an approved plan of correctibi is requisite to

woyram padicipation,

=
Ty

the above findings and plans of:enrrection are disclosable 14
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This STANDARD is not met as evidenced by:

A. Based on observation on 08/17/2012 the med.
refrigerafor was not on the emergency power.

42 CFR 483,70 (a)

Corrective Action
The med refiigerator was moved on 8/19/12in
order for it to be plugged Into the emergsncy
power receptacle.

Ideniification of related safety hazards
potentiaily affecting Resldents

This will be monitored by the administrator
during daiiy rounds.

Systemic Changes

The nurses have been In serviced not fo
rearrange the med room explaining the reason
for having the refrigerafor plugged into an

© emergency power receptacle.

Quality Assurance

The monitoring is to Include alt nurses
(LPN/RN) because they are the only ones who
have a key {o this room. They all know-nottd
move the refigerator from its location in case

_of an emergency power outage,
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