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The Division of Heallh Service Regutation

{DHSR), Nursing Home Licensure and

Cetification Section conducied a recertification

and complaint invesilgation survay on 06/26/12

through 06/28/12 and from 07710712 through

01112112, it was determingd the facllity had

provided substandard qualily of care at the

Immediate jeopardy level. An extended survey :

was conducted on 07/10/12 through 7/12/12 and : : A

an oxit conference was held with the facility on . .

07/12/12. Tha Iramediate Jeopardy bagan on !

05127112 and was removed on 07H2M2. :
F 45668 483.10{)(5) - (10), 483.10(b)(1) NOTICE OF F 166°
85=¢ RIGHTS, RULES, SERVICES, CHARGES

The facility must Inform he resident both orally
and 1n writing In a languags that the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibililles durlng the stay In the facliily. The
facility must also provide the resident with the
notice (If any) of the State developed under
§1919(e)(8) of the Act. Such nofification must be
made prior to of upon admissfon and during the
resident's stay. Recsipt of such information, and
any amendments to {t, must be acknowledged in
writing. -

“The facility must Inform each resident who is
antitted to Medicaid benafits, in writing, al the lime
of admission to the nursing facilily or, when the
residant hecomes eligible for Medicald of the
ltems and services lhat are inciuded In nursing
facility services under the State plan and for

- which the resident may not be chargad; those - : ;
other items and services that the facllity offers ’
and for which the resident may be charged, and

lABORATORY;)]REGT’OR‘S oR PRO??WEPRESEN’M 'S SIGNATU . ’ fjﬂE {%0) DATE
Wit~ - Alle /R / J% g/zg/fom

Any deliclency statement ending w;lh an aslerisk {!) den{!}-s a deﬁc}ency whtcfl the Institulion may be excused from Sorrecting providing itis detemined that
other safeguards provide sulficlent protection lo the patledls. (See instuctlons.} Excopt for nursing homes, the faufings slaled abova are disclosable 90 days
tollowing the data of susvay whethor or not a plan of correction is provided. For nursing homes, the sbove findlngs and plans of correction are disclosable 14
days following the dale these documents are made available (o tha faclity. If deficlenclos are clted, an approved plan of cotrachion is requisile to continued
program participation.
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inform each resident when changas are mada {¢
tha items and seivices specified in paragraphs (8)
{i){A} and (B} of this section.

The facility must inform each resident before, or
al the lime of admission, and periodically durlng
i the resident's slay, of services avallabls in the

’ facility and of charges for those services, :

: including any charges for services no! covered
i under Medicare or by the facility's per diem rate.

i The facility must furnish a viritien description of

" {egal righls which includes:
A description of the manner of protecting personal
funds, under paragraph {c} of this section;

A description of the requirements and procedures
for establishing aligibilily for Medicaid, including
the right to request an assessment under seclion
1924 (o} which determines the exient of a couple's
non-exempl resotrcas al the time of
institutionalizatlon and aflributes io the communily
spouse an equitable share of resources which
cannot be considoered available for payment
toward the cost of the instilutionalized spouse's
medical care in his or her process of spending
down to Medicaid slighbility levels.

Aposiing of names, addresses, and lelephone
numbers of alt pertinen! Stats client advocacy
groups such as the State survey and certificalion
agency, {he Stale licensure office, the Stale
ambudsman program, the proleciton and

_advacacy network, and the Medicaid fraud control H
- unlt; and a statement that the resident may file a 1

complaint with the Slate survey and certification
agency conceraing resident abuse, neglect, and
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the & t of ch for th ices: and This Plan of Correction s prepared as a
o amount of charges for (hose 68AVICes; an necessary requirement for continued

participation in the Madicare and Medlcald
programs and does not, in any manner,
constitute an admisslon to the validity of
the alleged deficlent practice(s).

The liablity notices for Resldent #'s 29, 72, |
and $12 have been re-generated to include I
. the reasons for the notices of noh-i
. coverage. Additionally, the State Agency's |
contact information has been relocated toa |
more visible area of the facllity-more’

accassible to visitors andfor resldents.

For those residents having the potential to
be affected by the same alleged deficient
preciice, the facllty Business Office
Manager shall ensure that the date when
the [slter Is generated Is displayed properly
on the form. Addilonally, the Buslness
Office Manager has been in-serviced by
the Administrator on 8/3/12 on the proper
language to be Included relaled to the
termination of the Medicare covered
service (e.g. beneficlary has met thelr
maximum rehabliltation potential, etc.)

The Administrator shall monitor for
compliance by reviewing all Medicare Non-
Coverage letiers prior to there being
posted for one month and quarterly
thereafter lo ensure the accuracy of the
form, (he findings will be documented by
oblaining a copy of the Medicare Non-
Coverage lalier.

The Administrator shall report any’
inconsistencles In acouracy to the QA
commiltee monthly for three months and
quarierly thereafter,
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misappropriation of resident property in the
facility, and non-compliance with the advance
direclives requirements.

The facility must comply with the requirements
speciflad in subpari | of part 489 of this chapter
refated to mainialning written policies and
proceduras regarding advance direclives. These
requirements include provisions to inform and
_provide written information to all adult residents
concerning the right to accept or refuse medical
or surglcal treatment and, at the indlviduaf's
option, formtilate an advance directive. This
- includes a writlen description of the facllity's
policies {o implement advance directives and
applicable Stale law.

The faclity must inform each resident of the
nams, specially, and way of contacting the
physiclan responsible for his or her care.

The factity must prominently disptay In the facllity
wrilten Information, and provide to residents and
applicants for admission oral and wrilten
information about how to apply for and use
Medicare and Medlicald benefits, and how {o
recelve refunds for previous payments covered by
such benefits.

This REQUIREMENT is nol met as evidenced
by:
Based on record review and staff intarview, the
tacilily falled to list the date the liabiiity notices
. were generated and failed to list the reasons for3
. of 3 residents (Residents # 20, #72 and #112)
* who received lelters for Medicare Non-Coverage;
as weli as falled to post State Agency contact
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Information, In & prominent location.

 The findings include:

i 1. Arecord raview was conducled in the

| husiness office. It revealed that Resident #29 was

- issued a letter of Madicare Non-Coverage, which
stated that therapy senvices wouki end on

| 2127112, The reason for the terminatlon of - :

| services was not listed and the date the lelter was .
generated was not on the form. The rasponsible ;
parly for Resident #29 signed receipt of the latter i

! on 212312, :

On 629412 at 4:00 pm, the Business Office
Manager was interviewed. She indicated that she
started handling the tiability notices in April, 2012,
She stated that she was lrained by the previous
Adminisiralor and the MDS Coordinator (who
previously performed this lask) on the process
hut wes unaware that she needed o place a date
an the form, when she conlacted the resident or
rasponsible pasty. She also shared that ordinarily
she doesn't list the reason the service ended
unless the resident has refused therapy.

2. Arecord review was conducted In the
business office. | revealed that Resident #72 was
issuad a letter of Madicara Non-Coverage, which
stated that therapy services would end on 6/7/12.
The reason for the termination of services was
ot listed and the date the lelter was generated
was not on (he form, The responsible parly for
: Residant #72 signed receipt of the latler on
616112, ,

On 6/28/12 at 4:00 pm, the Business Office
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! Manager was interviewed. She Indicated that she

" started handling the llability notices in Aprif, 2012,

- She stated that she was trained by the pravious
Adeinistrator and (he MDS Coordinator {who

; praviously performed this lask) on the process

{ bul was unaware that she needed o place a dale

i on the form, when she contacted lhe resident or

; responsible party. She also shared that ordinarily
she doesn't list the reason the service endad

- unless the resident has refused therapy.

i 3, Arecord review was conducied in the
! business office. I revaaled that Resident
#112 was issued a laller of Medicare
Non-Coverage, which slated thal therapy services
the lsller was generated was not on the form.

. recaipt of the letter on 3/13112,

On 6/29M2 al 4:00 pm, the Business Office
Manager was Interviewad. She Indicated {hal she
- started handling the liability notices in April, 2012.
| She stated that she was trained by the previous
i Administrator and the MDS Coordinator (who
. previously performed this task) on the process
pul was unaware lhat she neaded to place a date
. on the form, when she contacted the resident or
i responsible party. She also shared that ordinarily
she doesn' t list the reason the service ended
unlass the resident has refused therapy.

4. On6/27/12 al 9:66 am, duiing a follow up
| tour of the 500 hall, it was noted that a large
pulletin board, that eontained State Agency
contac! information, was isclaled on an alcove on
| the £00 hall. The localion was bohind the nurse*
& slation and near an alarmed emargency door
that was not used by visllors,

The responsible parly for Resident #112 signed

F 156
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" The Diractor of Nursing was inlerviewed on
 BI27/12 at 11:20 am. She slated that she did not
know why the bullelin board was placed at this
Jocation, bul would share he concern with the

Administrator.

On 6/28/12, al §:00 am, the Slate Agency contact
Information was prominently displayed on a large
bulletin, on a main hallway, near the lobby, dining
and activilies rooms.

F226 483.13(c) DEVELOP/IMPLMENT
gg=n  ABUSE/MEGLECT, ETC POLICIES

The facility must develop and imptement wiillen
policies and procedures thal prohibit
mistreatment, neglect, and abuse of residents
and risappropriation of resident propesty.

This REQUIREMENT is not met as evidenced
by:
_ Based on record reviow and siaff Interview, the
* facility failed to implement thelr abuse policy by
! niot conducting criminal background check for 2
" of 5 new employses (NA#7 and Nurse #7); prior
. {o helr start dates.

: The findings Include:

* The faclity ' s "Employee Screening & Training

! Policy", dated Seplember, 2011, which was

| containad within their Abuse Policy, was

i reviewed. 1t read that * This facility will not
knowingly hire any individual who has a hislory of
abusing other persons, The Personnel Director,

! or other person deslgnated by the Administrator,

- will conduct employment background checks and

F 156

F 226
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. Such investigations will be initiated at the tima of f ; programs and does not, In any mannef,
 employment or offer of employment and shall ba * : congtitute an admission to the valldity of
* documented in the applicant ' s employment file. * the alleged deficlent practica(s).
1. Arecord review was conducted of new No residents were specifically [dentified as
. employes files, it ravealed on 4/18/12, Nurse Alde having been affected by fhis alleged
: #7 (NA#7) was hired. She previpusly worked for i deficlent practice.
{ the facility from May, 2013 untit November, 20'H. |
: Her smployas file containad a new request for a ! For those residenis having the polential {o
t criminal background check that was dated on i ] be affected by the same alleged deficient
6128712, . . practice, the Parsonnel Manager shall
{ ensure that background checks are
: On 620112 at 2:33 pm, the Personnel Manager initlated upon acceptance of employment
was inlerviewad. She stated that her assistant and thet background checks are obtalned
audils all parsonne) charts, two weeks from the \ before the start of employment. In addition,
date of hire and on a quarterly basis as well. ; the Personnel Manager will ensure that
However, they did not realize thal NA#7 *s national background checks are oblained
background chack was not performed until a for any employee who has lived in North
reguest to review hor file was requasted on Carolina for less than five conseculive
5/2812. Al that time, they issued a request (o years, All employeo files were audited
: Investigate her background. (beginning on 7/30/12 gnd complete(_i by
- 8/6/12) o ensure statewide andfor national
is A record review was conducted of new background checks have been oblalned. 08/1d
amployee files. |t revealed that on 2/16/12; Nurse : The Personmel Manager shalt monitor for
#7 was hlved, as a Registered Nurse. U rovealed . h )
that a criminal background chack raquest was ' compliance by audillng all now hire records
p 21;; 1o 9 q prior to the beginning of employment, The
fade on ‘ Personne! Manager will document any
inconsistencles and report them lo the
On 62912 at 2:33 pm, the Personnsl Manager Adn?ninlstrator. port
was interviewed. She stated that her asslstant
audits all parsonnsl charts, two weeks from the The Administralor shall report any
_date of hite and on a quarterly basis as well. i inconsistencles in accuracy to the QA
| However, she acknowledged that they made the i i commitiee monthly for three months and
i request to investigate Nurse #7 ' s background . quarterly thereafter.
- late. ’
F 274 483.20(b)(2)ti) COMPREHENSIVE ASSESS F 274

FORM CMS-2667(02-98) Previous Verslons Obsclele

Evenl ID:70D811

Facikly K, 923403

If centinuation sheel Page 7 of 70



PRINTED: 07/27/2012

DEPARTMENT OF HEALTH AND HUMAMN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEHENT OF DEFIGIENCIES {X1) PROVIDERISUPFLIERICLIA X2 UL FIPLE CONSTRUGTION [£3) BATE SURVEY
AND PLAN OF CORRECTION HENTIFIGATION NULIBER: COMPLETED
A BUNDING
B.WING ¢
345370 . 0774212012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PINEHURST HEALTHCARE & REHAB 300 BLAKE BOULBVARD
PINEHURST, NG 28374
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF GORREGTION o8
PREFIX {EAGH DEFIGIENCY HUST BE PREGEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULDBE GOMPLETION
TAG REGULATORY OR LSG IDENTIFYING IRFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE oaFE
F 274 DEFICIENCY)
t
STANDARD DISCLAIMER:
F 274 Conlinued From page 7 F 274 AN

§8=D AFTER SIGNIFICANT CHANGE

. A facility must conduct a comprehensive
assessmant of a restdent within 14 days after the
facliity determines, or should have determined,
that thare has been a significant change in the
resident's physlcal or mental condition. (For

1 purpose of this saction, a significant change

' means a major dectine or improvemant in the

t rogldent's status that will not normally resolve

" Hself wilhout further Intervention by staff or by

! implementing standard disease-relaled clinical
Interventions, that has an impact on mere than
ona area of the resident's health status, and
requires interdlsciplinary review or revision of the
care plan, or both.)

This REQUIREMENT is nol met as avidenced
by:

Based on record review and staff interview, the
facility fatled to identify a significant decline in 2 of
2 residents.

Findings include:

1. Residentif 135 was admitled 2/5/12 with
diagnosis of osteoarthritis, hypartension and
Hypolhyroidism,

The Minimum Data Sel (MDS) dated 2717712
stated thal resident # 135 required limited to
extansive asslst for Aclivales of Dally Living (ADL
' s) and she was occasionally incontinent of

_ bladder and bowe! (B/B). She was noted to be
cognitively Inlact with seme noted confusion,

A review of resident # 135 ' s nursing noles

‘This Plan of Correclion Is prepared as &
necessary requifement  for  continued
partlcipation in the Medicare and Medicald
programs and does not, fn any manner,
constitute an admission lo lhe validily of the
alieged deficlen! praclice{s).

Resident # 135 discharged on 6/17/i2 and
Resident # 44 discharged on 6/18/12. They are
ro longer residents of the faclfily,

. For those residents having the potential to ba .

" affecled by the same alleged deflclent practice, |
tha MDS Coordinator will audit all records of !
residents In-house using ha Signiflcant Change
In Condillon Scresning Form, which prompls the
MDS Coordinator lo consider a number of
faciors, pursuanl lo the RAl Manual, to
detarmine whether a resldent's current condition
would necessitale a  significant  change
assessmant or not.  The Corporale Nurse
Consuliant in-serviced lhe MDS Coordinalor on
the proper use of the Significant Change in
Asgessmenl Form on 814712, All licensed and
nondicensad staffl were In sarviced on 8/8/12,
8710712, 8113112, and 8/14/12 on the recognlzing
a clinical changs(s) I a resldent's condiilon and
reporting the noted change(s} accordingly.

The MDS Coordinator shall moenitor  for
compllance by audiing 25% of resident MDS's
monthly for 3 monlhs and quaterly thereafier
using the Significant Change In Condition
Screening Form. The MDS Coerdinater shait be
audited by the Corporate Nurse Consultant
quarterly to ensure the compleled MDS's meet
the curront RAL requirements, specifically
whether or not a slgnificant change In condition
assessmeont is requlred. (con't)

816712

{con't)
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ravealed a fall on 2710712 with no injuries and
increasad confusion with agitation on 2/19/42.
She was starled on an antibiotic on 2/22/112 for a
Urinary Tract Infaclion (UTI).

A nursing note daled 2/24/12 slales rasident #135
was continent of B/B with incontinent eplsodes.

#135 was up in wheelchalr most of the day and
- ghe was continani of B/B.

On 2728112 in a nursing note It sated the resident
complainad of her bilateral heels hurting.
Resident #135 ' s heels ware floated on pittowad
because resident refused to wear padded boots.
She was given Tylenci 325mg % 2 given for the
pain.

On 3/21/12, thare was an order for Tramadol
50mg one by raculh svery & hours as needed for
pain.

On 471112, a nursing noted stated resident #135
complained of her arm hurting and Tramado!
given. Her feet were placed on a pillow because
rosident #136 refused to wear her padded bootie.

On 413112 & distary nole slaled he spoke with
resident #135 ' s responsibla party (RP) regarding
waeight loss and that Health shakes were order
{wice each day along with and Med pass 4
ounces by mouth 4 fimes each day.

On 41312 the Dietitian recommended magic
cups at lunch and dinner wilh an appalite

- gtimutant, But there were no newr orders given by
ihe doctor.

" A nuesing nole dated 2/27/12 slated that resident ;

F274  The audits wil be documented in the
Corporate  Nurse Consultant’s quarterly
facllity visit report and results of the audit
shall be communicated to the Adminlstrator
for remediation.

The MDS Coordinator shall repor any
. Inconslstencles In aceuracy to the QA
. commitiee monthly for three months and
quarterly thereafter,
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(DON.

On 5/26112 a nursing note statad resident #135
had and IV in left arm. She took her medications
without difficulty and ate & ounces applesavce for

- dlnner with 4 ounces of waler. Her vital signs

. were BJP 118/70, Temprature 7.5 Pulse 68,

- Respiration 18, She had no complaints of paln.

_On 5127112 1030pm nussing nole staled her IV to
“her left forearm was running 1/2 DSW at 60cc/hr.
. A Note wrilten per Dr, Patrick also stated no

! distress noted and he would continue to monilor.

The Minimum Data Set (MDS) dated 5/30/12
dascribas resldant as severely copnitively
irapaired, total care of all ADL's, and frequently
incontinens of B/B.

On 6716/42 a nursing note staled resident #1356'
s chest x-ray had a very slight right lobe
atelactasts and the Dr. Palrick was aware, He
gave orders for Vital signs every shiftx 10 days.

On 67112 a nursing note stated O2 stals 76 on
room alt, Temperature 100.8, BP 112/70,
Respirations 16. Oxygen 2l/min wilh Nasal
cannula in place and Morphine 15 was given

- under the tongue because unable {o swallow.
Tylenol supposilory was glven and the RP was
made aware,

On 6/17/12 at 1:16am nursing note slated
resident #1315 was unsesponsive and
pronounced according fo policy. Dr, Palrick

| notified and the body released o funeral home.
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On 6/20/12 at 7:30pm in an interview with the
DON was conducled. She is unabls o recall any
_conversation wilh resident #135 ' s daughter
- ragarding any concerns abaul her mother,

. On 6/20/12 at 8:00pm, in an interview with the ! i
Mininum Data Set Nurse slated there was a big :
decline in her functional status and she should
have done a significant change MDS In May.

. Resldent# 44 was originally admitled o the
facility 9729/41 and readmitled 4/30/12 following a

: hospltatization for a fractured left hip. Cumulative ¢

- diagnoses included: Disbetes Meliitus,

Hypasiension and severa Coronary Artery

Disease,

A Quarterly Mintmum Dalta Set (MDS) dated
1077/1% indicaled Residant #44 was cognitivaly
intact. She was independent with bhed mobllity,
transfers, ambiation in the room, lecomotion on
and off the unlt. Limited assistance was required
for ambulation in the corridor, dressing, lollet uss,
personat hygiena and bathing.

AQuarierly MDS dated 66112 Indicaled Resident
144 was cognitively intact. She required
extensiva assistance wilh bad mobility, transfers,
ambutation in the room and corridor, Tolal
assistance was required for Jocomotion on and off
the unil. Extensive assistance was neaded for
dressing, personal hygisne and bathing. Total

- assistance was reguired for loifet use.

Based on the Iwo quarterly assessmenis,

Rasident #44 had declined in eight (8) areas of
ADL's {activilies of daily living)--bed mobility, :
teansfers, ambulation in the room and cosridor,
Jocomotion on and off the unit, dressing, loilet

i
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use, personal hyglene and bathing. :
On 7HH12 at 4,58 PM., the MDS Coordinator
stated she thought Resident #44 would resume
her indepandance with ADL's. When asked
rogarding the quartarly MDS completed in 6/6/12,
+ she indicated she should have completed a '
; significant change in stalus Minimum Data Sel . i
" {MDS). ;
F 270 - 483.20(d), 483.20(k)(1} DEVELOP : F279.

sgopy  COMPREHENSIVE CARE PLANS

A facllity must use the results of the assessmant ! ;
1o develop, raview and revise the resident’s : !
comprehensive plan of care.

_ The facllity must develop & comprehensive care
- phan for each resident that includes measurable
objactives and timetables to meet a residont’s
medical, nursing, and mental and psychesoclal
needs that are idanlifled in the comprehensive

assessment.

The care plan must describe the services that are
to ba furnished to attaln or maintain the resident's

: highest praclicabla physical, mental, and

; psychosocial well-being as required under

; §483.26; and any services that would otherwlise

i be required under §483,25 bul are not provided

i duo to the resident’s exerelse of rights under
§483.10, including the right to refuse treatmsn
under §463.10{b)(4).

i This REQUIREMENT is not mset as evidenced ’

by: [
Based on resident and staff interviews and

! record raview the facility falled to care plan pain
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{Resldent # 163).

Resident # 163 was admitled on 4/27/12 with
dlagnosts including lumbar fracturs and chronic
pulmonary heart disease

The Admission Minimum Data Set (MDS)
assessment dated 5/14/12 revealad Residant
#1683 was cognilively inlacl. The MDS resident
interview for paln revealed Resldeni #163
indicated she had pain on occasion that she rated
as a 5 on a 0- 10 scale with © being no paln,

Review of the Care Plan dated 65/14/12 revealed
there was no care plan for pain management.

Interview wilh the Resident #163 on 6/27/12 at
9:19 AM revealed she had severe pain from a
fracture in her lumbar spine. She staled thal she
was on medicalion for pain that helped but then
the pain would come back. Resident#163 also
indicated that she was frusirated that the pain
had not seemed to improve since her injury but
that sha did have a back brace thal helped
provide support while watking. Review of the
carg pian note daled 5/14/12 revealed Rasident #
163 was present at the meeting and complained
of frequent pain. The action indicated in the nole
was " wilt check into ultram {analgesic
Inedication for pain management) schedule, ”

Interview with the MDS Coordinalor on 6/25/12 at
7 pm revealed pain did nol frigger as a care area
_for Resident #163 ' s case plan because the
- Resident rated her pain as a 5 on the 0 - 10 scale
" during the Admission MDS assessmant, and only
ralings over 5 friggered the paln management
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F 279
F 279 Centinuad From page 13 F 279
management regimen for 1 of 3 residants STANDARD DISCLAIMER:

This Plan of Corregtion is prepared as &
necessary requirement  for  conlinued
paticipation In the Medicare and Medlcald
programs and does nol, in any manner,
conslitute an admisslon to the validlly of lhe
allaged deficient prastice(s).

_ The paln management regimen for Resldent #,
163 has been re-evaluated by the residents:
allending physlelan  and  resident’s  paln |
management regimen was changed on 710M2,

‘ For those residents having the potential to be
affected by the same alleged deficient practice, '
the Interdisciptinary Team (MDS Goordinater,
Soclal Worker, Dinlng Services' Manager, and |
Activilies Direcior) has been In-serviced on

7M1/i2 on the importance of addressing

rosldent's andfor iho'r legal representative’s care

concerns M a imely and professionally

responsible fashion,

Pudng lhe reassessmsnl process, no other
resldenls were identiled has having volced
concarns for which the facliity has faillad {o
addross, All resldents were considered to have
had the potential fo be affected by the same
allaged deficlent praclice.  The Director of
Nursing, Glnlcal Coordinator, andfor MDS
Coordinator shall monfler for compllance by
reassessing all vesident's cutrent pain regimen
lo assess the effectiveness of the current pain
matagement regimen. The pain management
regimen shall bo assessed for effectiveness by
completing a Paln Assessment no less then (con't)
quartery. In the interfm, licensed nurses shall
document the effectivenass of the paln regimen
in the resldent's nurses’ noles andfor on the
{con't)
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F 278 Contlnued From page 14

care area for care planning. She also stated that
if a tosident had pain management concerns after
the MDS was completed it would be up to nursing
slaff to initiate pain management on the resident *
s care plan. The MDS coordinator said that after
aach care plan meeting she reportad anything
that needad foliow-up by nursing verbally to the
+ nursing staff however she could nof recall who
E she had talked to about Resident # 163 ' s paln,
F 309 | 483.26 PROVIDE CARE/SERVICES FOR
858-p ° HIGHEST WELL BEING

Each resident must receive and the facility must
provide ihe necessary care and services to allain
or malntain the highest practicable physical,
mental, and psychosocial well-baing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT Is not mei as svidenced
by:

- Based on residant and siaff interviews and
racord raview the facility falled to assess the
effactivensss of the paln management regimen
for 1 of 3 residents {Resident # 163).

Residant # 163 was admitted on 4/27/12 with
dlagnosis Including lumbar fraclure and chronlc
pulmonary hearl diseass

The Admissfon Minimum Data Set (MD3S)
assessment daled 5/14/12 ravealed Resident
#163 was conitively inlact. The MDS resident
inlervigw for pain revealad Resident #163
indicated she had pain on occasion that she rated
as a 5 on a 0 - 10 scale with 0 being no pain.

E 270 resident's Medicatlon Administiation Recotd. The MDS
Coordinator shall ensure (hat (hose residents idggering
for paln, pursuast to the RAI protess, shall be care
planned  accordingly. Fuihermore, the MODS
Coordinator shall ensure thoso residents triggering for
pain are care planned accordingly and thal the cate

plans reftecl the current Inlerventions.

The Director of Nutsing, Clintcal Coordinator, andlor
MDS Coordinator shali complels the Paln Managemant
_ Crilicat Elemant Tool {a quality assurence dogument
¢ used to ensure thosa residents figgedng for paln on

the MDS ate care planned accordingly) for 26% of

rasldents In-house (rggering for pain monthly for 3

i F 309, months and gquartery thereafler, and will report any

inconsistencias In accwracy lo the QA commilice
monthiy.
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STANDARD DISCLAIMER:

Review of the Care Plan dated 5/14/12 revealed
there was no cara plan for pain management,

Review of the Physlcian * s Order summary for

6MM2 - 6/30/12 raveated an order dated 4/27/12

for Acelominophen (an analgssic for pain
management) 325 mg (milligrams} 2 tablets avery
i 4 hours as needed.

t Review of the Physiclan ' s Order summary for

s 61412 - 6I30M2 ravealed an order dated 5/10/12

_for Tramadol (Generic for Liliram, an analgesic

 for pain management) 50 mg, 1 tablet every 6
hours as nesdad.

Interview with the Resident #163 on 6/27/12 ai
9:19 AM revealed she had severe pain from a
fraciure in her lumbar spine. She stated ihat she
was on madication for pain that helped bul then
the pair would come beck. Resident#163 also
indicated that she was frustrated that the paln
had not seemed lo mprove since har injury but
that she did have a back brace that helped
provide support while walking.

Review of the cara plan note dated 5/14/12
revealed Resident # 163 was present at the
meeting and complained of frequent pain. The
action indicated in the note was * wiil check into
ultram (analgasic medicatfon for paln
managemant) schedule. " Review of the
Physiclan ' s Telephona Orders and medical
record from 5/44112 to 6729112 revealed no
orders for scheduled Uiteam, ne further pain
assessment or pain management review and
almost daily use of prn Tyleno} and/or Ullram.
There was an order daled 6/26/12 for a spinal

This Plan of Cotrecllon is prepared as a necessary
requlrement for continued paricipation In the Madicara
and Madieald programs and does nol, in any manner,
constiiute an admission to the valldly of the alleged
doficlent practice(s).

The paln management regimen for Resident # 163 has
been re-avalualed by the cesident's attending physiclan
and residant's paln management regimen was changed
on 7119712,

i For those residents having the potenllal to be affecled
. by the same alleged deficlent practice, lhe Gorporale
. Nurse Consultant In servited Inlerdisciplinary Team
(MDS Coordinator, Soctal Worker, Dining Services
Manager, and Activitles Diractor) on 7Hi1Z on the
importance of addressing resident's andfor thalr legal
reprasentalive’s care conceins in a flmely and
profassionally responstble fashion.

The Direclor of Nursing, Clinical Coordinator, andlor
MDS Coordlinalor shall moniter for compliance by
assassinglreassessing each cosident for unaddrassed
pain.  The paln managemenl reglmen shall be
assossed for effectiveness by compleing a Paln
Assessment o fess than quartety. In the intedm,
llcensed nurses shall document the effectiveness of the
pain regtmen in the resident’s nurses' noles andfot on
the restdent's Medlcation Adminlsiration Record,

The Disector of Mursing, Clinical Coordinalor, andler
MDS Coordinator shall complate the Pain Management
Critlcal Elament Toot (a quallly assurance

{con’y)

8ri6/iz
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F 308 Continued From page 16
w-ray for lumbar pain.

Interview with the MDS Coordinator on 628/12 al
7 pm revealod that she was present at the
£/14/12 Care Plan mesting and wrote the nole
aboui the meeting. She siated that alter each
care plan mesting she repors anything thal
needs folfow-up by nursing verbally to the nursing

" staff howaver she could nol recall who she had

- talked lo about Residant # 163 ' s pain.

F 314 4B83.25(c) TREATMENT/SVCS TO
g5=)" PREVENT/HEAL PRESSURE SORES

Based on {he comprahensive assessment of a
residant, the facifity must ensure that a resident
who enlers the faciiity without pressure sores
doas not develop prassure sores uniess the
individual's ¢linical condilion demonstates thal
they were unaveidable; and a residen! having
pressure sores receoives necessary ttaatment and

prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Hased on slaff interviews, physician intesviews,
family interview, medical record review, and
observation, the facility falled fo identify and
implement interventions far one (1) of six (6)
residents (Resident # 8) reviowed who developsd
prassute ulcers. The facility also fallad to provide
an air maliress and timely Wound Care Glinic
referral for one {1} of (5} residents {Resident #
179) to prevent worsening of a piessure ulcer.

" The inmedlate jeopardy {IJ} for Resident #8 in
Example #1 bagan on May 27, 2012. The

services to promote healing, prevent infection and

F 309 {goni)
dosument used lo snsure those restdents tggering for

pain on tha MDS are care planned accordingly) for 25%
of rosidents in-house triggedng for paln meonthty for 3
months. and quarlerly thereafter, and will report any
inconsistancles In aceurasy to the QA commlites
momily.  The resulis of the audil(s) shell be
documented on the Critleal Element Too! for Paln.

F 314
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administrator was notlfied of the immediats
jeopardy (1) on July 10, 2012 at 8:40am. The ld
was removed on July 12, 2012 al 4:30pm when
1ha factity damanstrated they had inplamented
thelr ¢redible allegation of compliance. The facility
was left oul of compliance at no aclual harm with
the potential for more than minimal hamm that is
not [J (D} to allow ongoing in-servicing and
monitoring to ba accomplished. Exarnple #2
{Residant #179) was cited at a scope and severity
of (D) which constituted no acluat harm with the

" potential for more than minimal harm that is not
1J.

Findings Include;

1. Resldent #6 was admilted 6/16/08 with
diagnoses of stroke with right side late effect

- hemiplegia, coronary artery disease and
peripheral vascular disease,

. On 2156112, a Pressure Ulcer Risk Evaluation
: Form rated the resident at high risk for the
- developmant of a pressure ulcer.

On 4110/42, a Renal Function Panel was done
and revealed all fabs within normal limits except
. for the Regident calcium was 8.2 {norimal is
- batwaen 8.2 and 10.3}. His albumin was 3.0 with
norral ranges 3.5 o 6.0,

On 5/10/12, Resident #6 was evalualed lo be at
high risk for the development of a pressurs ulcer
on his Pressure Ulcer Risk Evaluation Form.

The Annual Minimum Data Sef (MDS) dated
51412 for Resident #6 stalad he was cognitively

F314°
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himself understood and understood ethers. He
raquired extensive to total staff assistance with
care except for eating in which he was coded as
independent. He was coded as being able to
mova from a sealed to a standing posiion with
staff help and to movae from one surface lo
another with staff help. There was no ceding

_regarding any shoriness or breath or edema. The

- annual MDS also Indicated thal the resident did

* not have 6 months or less to live as of 6/14/12.

" His skin assessment on ihe annual MDS dated
84412 coded him at sisk for pressure ulcers but
{here were no pressure ufcers noted and there
was no documented history of healed pressure
ulcers. The rasident was not coded for the use of
a Gerl-chale. Restdent #8 did igges for welght
loss and for pressure ulcers at this time. Resident
#6 had a Care Area Assessment for prassure
ulcers related to impaiced mobility, incontinence
and waight loss. His nutritional status Cate
Assessment Area tiggered, it was noted that
Resident #6 has had some weight [oss due to
fliness, bul was expacted Lo retuin to previous
lavel.

Qn 512212, the physlclan ordered Resident #6

" Cipre (antibiotic) for suspecled ceflufitis to the
right fower axtramity with 4+ pitting edema. A
veview of nursing notes stated, Resident #6 was
encouraged to stay in bed or to sit in a Gerli-chair
in order {o elavate his lower extremilles due to
adama. In addition, a physician progress note
datad 6/23/M2 indicatad that an appointment was

: mads for him al the wound clinic for 6/5/12 for his

- right lower extremlity vascular ulcer.

This Plan of Cowectlon is prepared as f
necessary  requirement  for continuefl
participailon in the Medicare and Medicalg
programs and does nol, in any manndi,
constitite an admisslon to the validity of the
alleged deficlent practice{s).

Resident # 6 discharged on 7/24/i2 and
Resldent # 172 discharged on 9/8/11 and are af
lenger residents of the facliity.

For fhose resldenis having the potentlal to hL
alfectad by the same afleged deflctent practice,
all lisensed and certified nursing staff has beant
in-sarviced on pressure ulcer prevention and
care by an oulslde wound care expet. Upon
ovalualion by the consulting dlelictan, the
recommendations shali be communicated fo th
Director of Nursing. Ths Direclor of Nurslng
shall ensure the allending physician Is eonsulled
regarding ihe orders by eliher telephone andfor
fax and shall ensure the orders are carded out
gmely f{o.g. within 48 hours of the
recommendation’s being mads). The Clinfeal
Coordinator  shall audit aff the consulling
gdielician’s recommendations 1o ensure they
have been carrled oul tfmely. Upon identification
of the proper positioning, using the appropriate
device andfor chalr, the llcensed theraplsts shall
lnsteuct the nursing stefl, inclusive of loensed
and certificd nursing staff on the propar deviges
and/or deviges 1o ba used for proper posiiloning.
1n addition, 8l nursing steff will be In-serviced on
proper positioning to prevent, Identlfy, and care
for Pressure Ulcers on July 11, 2012, Tha
Direstor of Nurslng andlor her designee shall
~ audit all orders daily for 1 waek, weekly for &
; waaks, and monthly thereafter

1
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intact. This MDS furlher revealed the following: ]
Rosident #6 had unclear speech, but could make : STANDARD DISCLAIMER:

811611
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" On 5f27/12, a nursing note stated Resldent #6
* was up in a wheelchair self propeting around with
- tha right foot up on a fool resli.

The first documentation of an area to the right
buttock was In a weekly skin assessment dated
. 5/27/12 and it was described as a red area. There
i was no documenlation In the medical record of
| any lreatment iniliated for the rad area.

F On 6/29/12, a nursing note stated ihat the

E resldent was up in & wheelchalr and staff was

{ unable to put him in the Gerl-chair bacause the

" Responsible Party did not wanthimtobain it. |t
was notad Lhat (he Responsible Pardly stated
several times the day befors that she wanted the
sesidant to move aboul.

The first physician orders for wound care were

dated 6/1/12 which stated "cleanse right buttacks
" near rectum with normal saline {NS) to open

area, apply Triple Antibiotic Qintment (TAC) and

Flexicol {a borderad foam dressing) untit resolved
" daily."

Awound clinfc nofe dated 6/5/12 read that the
gluteus wicer measured 1.5 cenlimeters (sm) x
2.0 em x 0.1 e and was characlerized as an
improving stage 2 (parlial thickness skin loss
involving the epidermis, dermis of both). There
were new wound care orders for Aquacel AG and
foam drassing. it was to be changed daily with
follow up again on 6/19/12. The doclor also

* ordered an alternating pressura matiress for bad

i on 8/5/12 by writing a prescription for the faciiity

“ {0 order it.

On 6/6/12 a nursing note staled Resident #6 sat

F 314

H
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F 314’ Conflnued From page 19 to ansure ordets are properly communicated to

the appropriste personnel and Implermentad
timely. For those residents having the potential
to be affected by the same alleged deflolent
praclice, all residents’ skin  has been
assessedire-assessed by a Corporate Nurse
Consuitant on July 11, 2012. Residenls were
assessedire-assessed using a  visual
assessment process whereby each resldent’s
skin {from head to tee) was agsessad
Individually, using the facllitys Wound Care
Polloy, the guidance found at F314, and (hé
Weekly Skin Assessmeant Form.
AssessmentsfRe-assessments were completad
to ensure 1) the curent condition of thé
residenls' skin and to snsure appropriatd
measures (e.g. pressure relieving devices, alr
ovailays, &lo.) are In place lo prevent pressure
sores (If fesident Is assessed as being high-risk)
and 2) the current condilion of any existing
wounds of pressure related areas ¢ ensure
accurale assessment and dosumentalion. The
admission skin assessment and 1isk assessment
ls done on every admisslen and re-admission. fn
additton, the Pressure Ulcer Risk evaluation is to
be done quarlerly thersalter.

Addillonally, the faciity made changes fo ifs
wound care personnel on June 20, 2012 and
has begun tralning a new Wound Care Nurse
using oulslde consultant(s) as the ralner. The
{raining Is muli-faceted and Ingludes, bul Is not
limlted to, assessing lhe  wound(s),
measuringfmonitering for  signsfsymptoms  of
healing of futher delerioration; family and
physlclan notification; staging, retavant ypes of
trealments for paricular types of wounds,
preventative measures, and potenlial pressuro
relieving dressings andfor devices, ete. In
addition to her more than 1 years of nursing
experlence, the Wound Care Nurse recelved the
essential lraining, as determined by the
Corporate Nurse
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F 314 Continued From page 20 . F 314
" in & Qeri-chair today and that both legs and feet ) Consuilant, necessary to provide wound care in
were swollen, t accordance with the facllity's polioy{ies) and the
i applicable rules and regulations {e.g. F314).
. . ¢ Such training was
On Bf6N2 IQSld'Gn! #6 had a Generat Chemistry I . completed on July 2, 2012, Access to the
Profile done which rfwgaled all his {ab resuls i Wound Gonsultani(s} Is avaliable in-person, vig
. were within normal limits except his calcium was ; ¢ telaphone, and on a 24-hour call basls. The
© 8.6 {normal ranges between 8.9 to 10.3).The i Wound Care Nurse shall have the primary

responsibllity for the assessment and fre-
assessment of all wounds. Additlonally, the
Wound Care Nurse shall ensure comgpliance
wilh MD/Responsiblity Party notificatlon(s). In

resident was starled on Caleium 600mg with
vitamin D by mouth twice daily. His Albumin was
3.0 with normal ranges hetwaen 3.5 to 6.0, Also

his Alkaling Phosphatase, which Is a measure of ‘ the event a wound doss not show improvement;
tiver function, was low at 49 with normal ranges the Wound Nurge will consull wilh the residents’
batween 85 fo 128. His Alkaline | attending physiclan to determine any realment
Aminotransferase, which Is also a measure of the . reglmen  changes  Including  oulside

consullalions. In the event the Wound Care

liver's function, was 13 with normal ranges Nutes fs oul of the bullding, the Director of

between 17 10 63. i Nursing, Clinlcal Goordinator, andlor RN

: i Superviser shall ensure wound care is provided
A review of ha Invoice from the durable medical i aocording to the facllity's policy and procedure
equlpment supplier revealed the alternaling air ’ and according to facllity practice. The
mattress was ordered on 6/7/12 and was Director of Nursing andfor RN Superviser shall

monitor the Wound Care Nurse o ensure
{meliness of assessments. The Prassure Ulcer
Critlcat Element {a quallty assurance too} which

delivered on 6/6M12.

_On©/9/12, a review of the weskly skin . assists the facilily In ascestalning whether a
; assessment sheet slated the right gluteus ! residenl’s pressure tleer development andfor
- measured 3.0 om x 1.8 cm x 0.1 ctn and was trealmant meets the Fedsral compllance critetia}

absent of ador. There was yeliowish brown : shall serve as a check/balance to ansure

drainage and the tissue appeared pink {o yellow. assessmenls are compleled as required or as

necessay.
Resident #6's cara plan, dated 6/9/12, included a 5:;? 1?133 gﬁ::t ?ﬁgengsg: ;?\ft?g ?gslic(t)eﬁssu;ﬁ
pl’Oble related to the rasident's !mpaired skin residents have been reassessed {o detarmine
integrity with stasis ulcers and pressure ulcer. their dsk for pressure sofe development as of
Interventions Included to reposition frequently, July 1, 2012 Those residents ideniified as
rmeastire wound weekly, report any decline lo the :’e";? high 1 ‘g“ ba‘fe}? ﬁ"hihe {;‘ﬁk AGSEI'SS"“‘{?‘
doclor, administer treatments, assess for pain :s' A e;?&ur\iea?{?s b?r ?he %%un?ir gar'; “g!z%;‘;
. during dressing change and administer pain . Slalarly, residents’ risk for development of

' madication as neaded. On BI20M12, a new prossure  sores shall be assessed upop
! intervention was added to the care plan lo use the agmisslon andire-admission according to the
allernating alr pressure mallress lo bed and faclilty's Pressure Sore Risk Assessrmant Polloy.
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chaek for Infiation every shift,

On 8/10/12, a nursing note staled Residenl #8
was placed In a Gerl-chair yesterday and today.
He refused to lean back so legs could be
slevated. The Responsible Party was madse

» aware of concerns regarding swelling.

i

' On 6/11/12 & nursing note stated Resident #8
wantad {0 get In the wheslchair but he was
encouraged lo gst in the Gerl-chalr with legs

" alavated. He agreed to do so.

On 6/15/11 a care plan was added regarding the
rosident risk for pressure ulcers refated lo his
immobility, history of right sided weaknass and
Incontinence. Interventions included weekly skin
checks, to repori rashos, redness, open areas of
irritation. Furiher interventions were 1o initlate
treatment per facility protocol, monitor lower lags
for swelling, comprassion stockings on during the
day and fo be removed at night, prompt
incontinence care with barrier cream, fraquent
reposition and a cushion in place lo his whesel
chalr with date of 6/6/12.

On 6/15/12, a nursing nole stated resident #5 had
an order for an alternating air matlress designed
to offioad pressure 1o areas susceplible lo skin
broakdown,. [ continued to beep and was
defactive. Itwas ramoved from bad and sent
back fo get a replacament. Rosident #6's
praviaus piessure guard matlress was put back
- on his bad untll new alternating matfress arrived.
I The company manufacluring the pressure guard
mailress Indlcated the use was for the prevention
: and treatment of pressure ulcers. The resident's
responsible parly was made aware.

dovelopment of pressure sofes shali bhe
assessed by the Wound Nurse and assessment
shall be documsnted on the :
Wesekiy Skin Condiion Report. Trealmenls are
carrled out in accordance with the

facilty's standing orders pursuant to the fachiy's
Wound Care Policy and Procadure. Addltionally,
reskients® attending physician is nolified of an
atea requiring trealment. Nefifloatlon is done by
gither telephone with a nole made in the
resldent's medical record andfor by fox vith a
copy of the fax transmittaliconllrmation filed in
the tesidenl's medical record, Faciity will
comact lthe allending physielan andfor on-oall
physlclan within 24 hours in the event that the
altending physiclan Is unavallable for verb+1
confirmation,

Upon return from a consulting physlclan’s
visitfevalualion, any orders shall be carded out
by tha Clinlcat Goordinater, with coples pravided
1o the Direolor of Nursing andfor RN Supervisor.
Thae Direclor of Nursing andfor RN Supervisor or
designee shall ensure the orders provided fo the
Clinfgat  Coordnator  are carled oul by
conducting a 24-hour audit of the resident’s
medical record,  Similarly, those ldentified
residents’ cars plans shall be updated te include
any updates In the treatment regimen incfuding
the use of pressuse refleving devices and any
distary  recommendations. To  ensurg
complianca, those resident's Gare Plans shall be
reviewad weekly dudng the facllity's weekly PAR
{Patlent’s at Rlsk) meating.

All licansed and certified nursing staff were -
serviced on Pressure Uleer prevention and care
by outside consultant from American Medical
Technologles on July 11, 2012, Al stalf who sre
not in allendance for thls In-service will be
scheduled for Indlvidual In-services and will ndt
be permiled to retum lo work unti they
complete the wraintng. In-services for Pressure
WUoer

H
i
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F 314 Continued From page 22 F314  thereafler. Alf cerliied nursing staff shall be In-

On BM7/12 a review of the weekly skin
assossment sheel stated the right gluleus
meastired 3.5 cmx 2.5 em x 0.1 cm wilh mild
odor npoted and the dralnage was yellowish

“ brown. The tissue appeared pink and raddish

» brown around the ouiside circie and a blackened

1 area fell off with the drassing change.

i

% On 6/18/12, (he Registered Dlstician (RD)

: recormmended Resident #6 have the following for

| wound healing: Mad Pass {nutritional
supplement) 2 ouncas four imes daily and
Proslat Advanced Wound Care (protein
supplement) 1 ounce three times daily until
vounds were healed.

On 6/18/12, a nursing note stated allernaling air
_mailress to bed and functioning propeily. ltwas
- uged to off foad the gluteal area and a message
. was loft for his responsible party.

_ A review of the durable medical equiprent
provider's involce reveated ihe replacement
altarnaling air matiress was reordered on 6/18/12
and arrlved on 8/19/12,

Awound dlinle noled daled 6/19/12 slated that an
: gllernating pressure maliress was ordered for
! Ragident #6. The RP statad that the facllity sent it
. back because "it was not working”, The treatment
! order to the right gluteat ulcer was Aquacel AG
: and foam dressing dally. The area measured 4.5
: om x 4.0 em x 0.1 em and was described as
| having areas of induration and fluctuance. When
. palpated, the physician was able lo express
" brownish purulent material. The area was
cultured and physician attempted to debride but

serviced relaled to the importance of notifylng
the resident’s nurse

andfor the facllity’'s Wound Care Nurse of any
reddenad areas of any areas thal may,

pased on the nursing asslstant’s lralning, may
require Intarventlon by allcensed .
nurse. Those residents assessed as helng high
fisk for the development for pressure sores will
he monllored daily for 1 week, weekly for
waeks, and monthly thereafter to enstite the
folloying: 1) Weatmenls are provided |
accordance with physiclans orders, 2) to snsut
that approprate nulrdlonal Interventions are In
place, and 3) any pressure retteving/positoning
devices ag deemed approprinte by the licensed
therapists are belng correctly Implemented by
siatf. Direclor of Nursing andfor designee will
scatalog all pressure relieving devices and shall
conduct direct, visual assessmenls dally for 1
waak (5 days), weekly (6 days) for 8 weeks, ang
monthly theresfler lo ensure the devices are
properly funclioning. The PAR leam will be
responsile for auditing the odlelog and
monltoring to ensure ihat the devices are
properly functloning and review at the weekly
PAR meeting. In addition to the quarterly in-
sorvice iralaing, the Direclor of Nursing vl
assess competenclas of Nursing Assistanis to
ensure that Nursing Assistenis possess the
requisile competencles of repoiling skin
concerns to lhe Charge Nurse/Trealment
Nurse/Director of Nursing. The Director of
Nursing will conduct these audils weekly for 8
weeks and quarterly thereafter,

Prlor to any Resldent Care Plan Meeting(s) (i.e.
Mullidisciplinary Care Plan Maetings) andlor
weakly Patients At Risk (PAR) fmembers Include
minimally, Adminisirator, Dlrector of Nursing,
Social Worker, Nulritonal Services, Acivitles
Director] meeting(s); the Director of Nursing, In
consultallon with the Wound Care Nurse, shalt
ensure; through a combination of
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F 314 Continued From page 23

did not continue, but noled the sacrat area
appeared lo frack backwards but not all the way
1o the rectum. At the visit, the ulcer was named a
gluteal Ischial decubitus ulcer with a complicating
abscess and described as non-stagable. A

~Computed Tornography Scan (CT) was ordered

, by he wound clinic physician for the residenton

| 6/22A12 al 8:30am. {This test produces a 3

i dimensional image to reveal a far more detailed

i test result).

{on 6/20/12, a review of the weekly skin
assessmant shast stated the right gluleus ulcet
measurad 4.4 ¢m X 3.2 em x 0.8 cm with large
amount of yeltow brown drainage and small odor.
The lissue color was yellow to tan and there was
tan adharent slotgh,

A physiclan's order, by the madical director, datsd

" §122M2 statad o clean the right gluteal fold with
NS (normal saling), apply SantylfCollaganase lo
wound bad, pack moist gauze and cover with
foam and dry dressing daily and as needed. This
was done at request of the wound nurse to
debride the eschar from the area.

_On 6/26/12, a nursing note stated the right ghiteal
: fold measured 4.4 om % 3.2 em x 4.1 cm with an

! open area, There was moderate amount of

i brownish yellow drainage noted. The color was

" describad as pink and black with adharent

* blackitan slough.

The notes from the wound clinic visit on 6/26/12
- stated the CT scan looked "worrisome" for
_osteomyslitis. The wound clinic doctor staled in
 his nofes ihat the right gluteal wound was unclear
whether it started out as an ulcer or abscess, He

T Tecord faviews, observallons, bul primailly by
the completion of the Quallly Assurance
F314. Critical Element for Pressure Ulcers! propes
" asscssment(s) and documentalion has been
completed to addrass the followng:
: Location of Wound
v Stage/Slze of Wound .
© @rief Descripllon of Wound (malodorous,
draining, etc.)
Date Wound was identified
Date Fanily/RP was notifled
Dale MD was nolified
Progress of wound from any previous
assessment(s)
Necessity of any Wreatment changes based on
tha assessmant of the wound .
Any Identified need for furlher oulsidp
consultation(s} :
H
During the weekly PAR mesting: he Director of
Nursing shall ensure the followlng Informalion
related o wounds and indlviduals identified as
belng at high-Ask fof pressure sore development
is presented during PAR, if applicable:

Localion of Weund

SlagefSize of Wound .

Brlef Descrption of Wound ({malodorous,
dealning, etc.)

Date Wound was fdentifled

Date Family/RP was notifled

Date MD was notitfed

Progress of wound from any previous
assessmeni(s)

Negessily of any lrealment changes based on
the assessment of the wourid

Any identified need for furher ouiside
consultation{s)

Should the PAR group delermine & wound is
worsening; the PAR group will work to determine
the systemic fallure, if any, conlribuling to the
wersenlng of the wound (o.0. lack of physiclan
Involvement, medicat decline of the resident's
feaill status, slc.). The PAR group, chalred by
the Administeator, shall address any
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cullured the wound and it was positive for
anlerococcus faacalls, Proteus Mirabills and
E-Coli. There was also an ulirasound orderad that
“was negative for Deep Vein Thrombosis {blood
 clot) to the right ankle brachial indices. The
: resident was then sent to the hospital for
[ admission.

i On 6/28/12 at 3:15pm, In an interview with the
I clinical coordinator (CC), she stated thal the

| alternating air matiress was ordered and received
| on 6/8/12 The CC staled ihat before the
allernaiing alr mallress could be ordered, it had to
be approved because fhe resident was a private
pay resldent. On or approximalely 6/15/12, it
"sprung a leak around the hose." The GC stated
that the malintenance director called the company
fo get a tachnician to look at it. The CC sald the
 staff removed the defactive allernaling air

" mattress and put Resident #6's regular pressure
guard mattress back on the bed until the
raplacement arrived.

On 6/28/12 at 3:20pm a phone call was made to
{he sales representalive for the durable medical
aguipment supplier ragarding lhe defective
mallress. He stalod that on June 15, he was
made aware about a problem with the alr
mattress and the alarm kept sounding, He sald
the company sent a technician out and rapaired
the mattrass.

On 6728712 at 3:40pm, a phone call from the
_sales representative for the durable medical
- aquipment supplier was received. He stated he
was mistaken and thal a service techniclan did

T Tdentilfed  discrepancles  that  may 33
demonsirative of a systemic failure.

F314  gimitarly, this information shalt be presented lo

the Quallly Assurence Committee monthly lo
detarmine any

systemle changes lhat may have been or may
have fo be made {personnel changes,

changes In Internal reporting
requirementsipraciloes, ¢ic.). :
Those resident’s assessed as being high-tisk for
pressure ulcer development shall have an at-risk
for pressura sore{s) care plan component addet
1o thelr care plan to address 1) the problem (%!
being @t  highrisk for pressure  uloer
devalopment and 2) the approaches negessary
to ald in the prevenlion of pressure sores
{pressure relleving devices, alf matiresses, ofc.).
i Interventions shall continue to be communicaled
| to the direct care staff through the use of the
Personal Care Flow Shest, as has been th
fackity's standard for inore than 2 years.

Slaff Nurses shall continue to repori fo the
Wound Care Nurse, RN Suparvisor andfdr
Diteclor of Nursing when lhey observe of
suspect a reskdent may be doveloping a
pressure sore or an exlsling sore may be
worsaening. Similarly, Cerlifled  Nursing
Assistants shall conlinue to report suspected
pressure scres or if they notice changes te an
oxsting sore to thelr Charge Nuise, RN
Supervisor, Wound Nurse, or the Direclor ¢f
Nurslng. Al cerllfied nursing staff shall be in-
serviced relaled to the impotlance of notifylng
the restdent's nurse andlor the facility's Wound
Cara Nurse of any reddened areas or any areas
that may, based on the nursing assislant's
ralning, tay raquire intervention by a lleensed
aurse,

The Direstor of Nursing shall ensure the
Pressure Uleer Risk Assessment s complieted
weekly on all resldenis for 1 month, then
monthly on an ongolng basls thereafter for &l
residents assessed as sither 1} having pressurt
soras or 2) are high-risk for the developnient QFf
pressute sores. All residents who have or are 4t

not make an onsite visit but "tied lo visk
troubleshoot* with the malntenance director over
FORKS CMS2567(02-90) Pravious Versions Qbsolele Event i 70DBH facitly ID: 523403 If conlinuation shee! Page 26 of 70
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fhe phone bul they were unable to ix It He stated
another mallress was ordesed that following
Monday and residant #6's old maltress was put
back on ihe bed until the new one arived.

On 6/29/12 at 8:40am, In an interviaw with the
wound nurse she stated she bagan her job last

" Thutsday {(6/21/12), and up untif that time, a
' treatment aftle was doing treatments. The wound

nurse stated, prior to her laking over as a wound

" nurse, the weekend nurses wete the doing
" measurements and irealments every weekend

while the ireatment alde did the freatments during
the waek, The wound nurse sald that on Monday
(6/25M2) there was a small area that opened up
and large amount of yellow brown tissue came
oul of Resident #86's fght gliteus wound. She
said she was able (o see the wound bed. She
said it was pink In soma aceas but st the right of
base at 2pm lo 6pm, there was necrolic tissue
noted. She stated no odor was noled at this tims.

On 6/29712 at 8:45am, in an interview with the
treatment alda, she sald she was told about the
area lo his fght buttock somelime the end of
May. The treatment alde said when she looked st
it, it looked like an area about the size of a 50
cent piece with yeliow stough. The trealment alde
staled she lold nurse #2 and she (nurse #2} told
her to put a duoderm on it A review of he record
sevealed no orders for the duoderm. However, in
a Physician Progress Note dated 6/1/12, it staled
that Resident #6 had a "decubiius on his right
buttock. Nursing has been instrucled lo place a

* DuoDerm over it

On 6/29/12 at 9:00am in an interview wilh nurse
#2, sha stated she first noticed a rad spot on

for pressure uleers will be reviewsd monthly with

F 314 Quality Assurance Pressure
Ulger Critlcal Etement tool, Instancss where
nursing  policyiprocedura(s) related o the
proviston of wound services are not
followed as idenflied by either the PAR
meatings andfor Qualily Assessment Critical
Elements shall be reported to the Director of
Nurstng, Administeator, and
Assurance Commities for appropriate parsonnel
aclion.  Additionally, upon hire and quarterly
lherealter, all licensed and certified nursing stalf
will be in-serviced on pressure ulcer prevention
_ and care, Furlhermoro, the Southern Reglonal

AHEC has been contracted to provide the
directad In-service {ralning on pressure ulcers on
August 24, 2012 and August 31, 2012, In,
addition, Licensed Nursing Stafil shali be in-’
serviced on the imporlance of camying out
physiclan's, including oulside consuiting
cliviclans  {Le. consulling dletlclans  and
physiclans), orders tmely. )

Te ensure compliance, the Faclity has
Implemented he fcllowing systemic measures,
1} the Director of Nursing shall audit afi pressure
tefleving devices dally for 1 week, weekly for 8
weeks, and monthiy thereafter to ensure that the
devices are properly functioning end are
determined to be the most appropriate to ensure
the most effeclive pressure relief; 2) the Clinfoal
Cowdinator shall audit all recommsndailons
from the Reglstered Digticlan to ensure the
recommendalions are carrled out Hmely. 3) the
Director of Nursing shall conduct weekly audils
for 8 weeks and quarledy thereafter to ensiwe
Nurslng Assistants possess the requisite
compelencles for reporting skin concerns to the
Charge Nurse, Treatment Nurse, and/or Diregtor
of Nursing; 4) the Dirgetor of Nursing shall audit
the weokly skin assessment forms completed by
the Charge Nurses {o ensure accuracy and
tmeliness of assessments; 5) the Director of
Nursing shall ensuse the Pressure Ulcer Risk .
Assessmen! Is completed weekly on  all
residents for 1 month and then monthly

FORM CMS-2667{02-99) Pravious Versions Obsolele

Event ID:7GDB1

Facitty Iy 923403 It continuation sheel Page 28 ol 7¢



PRINTED; o7/27i2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938:0301
STATEIENT OF DEFICIENCIES {X1) PROVIDERISUPPLIER/GLIA (%2} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: COWPLETED
A BUILDING
B.WING c
346370 ) 0771212042
MNAME OF PROVIDER OR SUPPLIER STREETADDRESS. GITY, STATE, ZIP CODE
. 300 BLAKE BOULEVARD
PINEHURST HEALTHCARE & REHAB
ALTHCAR H PINEHURST, NG 28374
(X4 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACK DEFICIENCY MUST 8E PRECEDED 8Y FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD HE CONPLERON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENEGED TO THE APPROPRIATE DATE
DEFICIENGY)
T
F 314 Confinued From page 28 E314  thereafter to determine a resident's risk for the
Resident #6's bullock sometime the end of May ?ﬁ‘;e"%ﬁ:‘:{‘(}r"folgfeﬁz‘r’;ﬁ‘;’c:{;]I complete. tho
and fold the ‘?‘l&ﬁ lo put exlra ffmny cream fo the Pressute Ulcers Critlcal Element Tool for 100%
area. She said she was assisling the treatment of the residents who have prossure
alde In the Restdent's wound care one day when ulcers  monthly, and will  report  any
she removed the old dressing, it looked tike a inconslstencles In acouracy lothe QA
hole wilh an opening about a 60 cent place, had commiltes monthly. In addition, the Director of
some slough but no dralnage and no odor. Nurse ﬁgf}i’;‘?ﬁ gggig"i‘;c:qu‘f_:g‘}Z{q";(g‘:ﬂg’i‘a"gugﬁg
 #2 said the lreatment aide went and got the CC related to pressure ulcers o the QA committes
- and DON (director of nussing) and they looked at monthiy. :

the area on 6/1/12 and the medical direclor gave i i
* them orders to cleanse the right bultocks wilh :
" hormal saline, apply Triple Antiblotic Olniment
: dally untit resolved. Nurse #2 said (he resident ;
was going to the wound clinic and that the doclor . '
there would look af the area on 6/5/12. Nurse #2 ’
stated the first air matlress that was sent had a
problem with {he fubing. The old matlress
ramalned on the bed untit the new one ardved. |t
may have {aken 3 days to gel new air maltress
but when it di¢ come, the old maltress was
removed and the new one was put on the bed.

" On 6/29/12 at 9:40am in an inferview with the CC,
she said that when the wound on Resident 6's
buttock was brought o her aftention, she and the
DON both looked at it that day. The CC slated

* she called the medical dicector and there ware no
new orders for care except (o go io the wound
clinic on 6/6/12.

The CC staled it took 3 days (6/8/12) lo get the

alternating air matlress on the bed but the

alternaling alr mallress was alarming fraquently

50 they calied lo see if a techniclan could come o

the facility fo repair it, Reskient #6's regutar

" mallrass was placed on lhe bed unlil the

* replacement alternating air mailtress was
deliverad, The CC slated she did not look at the

i
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wound again excapt for what she {hought was
612

On G/2812 al 10:55am, in an interview with the
MDS nurse, she staled she felt the backside

_ of putting him the Geri-chair to elevate his fest
: due to the edema. She stated there was a
: cushion in the Gerl-chair.

On 6/28/12 at 11:50am, in an intenview with the
RD, she stated she feft a printed list of

- recommendations with the Adminisirater, the

: DON and the DM. She stated it was the faciity's
responsibility to contact the physician regarding
her racommendalions.

" On 6/29/12 at 2:05pm, In an Interview with the

" Restdent #6's lag wounds., The DON stated
saveral weeks later, she want In to check on him
ahd the nurse told her about the place on the
Resident #8's backside. The DON stated it didn't
look bad and was a small afea. The DON stated

 and to get the sweling down, they pui him In the
i Geri-chalr. The DON stated she thought tiere

i she performed rounds to assess pressure aroas

. rounds were done on random residents and she
did not have any decumentalion of the wound
rounds, The DON stated there were no orders
ever written for the supplements recommeanded

* CC did not hava & copy of the Dietary

! to having the GC talking with the dactor and
]

breakdown on Resident #8's bultock was a tesult

" DON, she stated she first was Involved regarding

ihe resident had swelling In the lower extremities,

. was a cushion In the Geri-shalr, The DON stated

but did not know how often. She further indicated

_by the RD, She slated she did not realize that the

i Recommendations Report and that she was used

I
F 314,
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geliting the orders for any racommended distary
supplements. She stated the diefary
recommendations for that week "fell through the
cracks.”

. Resldent #6 was hospilafized from 6/26/12 to

§ 713112 and on 7f3112, Resident #6 was admilted

i o the hospice house wilh his primary diagnosis of

| Infacted decubilus to his right ischium with

! osteornyelilis and the goal of transition to

* oulpatient hospice care and family teaching.

| Resident #5 was readmillad to the facility on
7ion12.

On 7/10/12 at 9:20am, a phone interview with the
physician at the wound clinio was conducted. He
stated that on first observalion, the area
appeared at a stage 2 bul on 8/18/12 he stated
the area was consistent with pressuse sore but
did appear to tract ke an abscess would have.
The physician stated he would have assumed
that any kind of deterioration would have resulted
in a call to him. Regarding the CT resulls from
8/22112, the physiclan stated fhat the nurse case
manager would have reviewed the results and
nolified him ot another doctor about the resulls.

. On 71012 at 10:50 am, an obsearvation of the
tlght [schlal wound care for Resident #6 revealed
the area appoared light pink with a soft area of
what appeared to be old necrotic issus. The area
was molsi and elinging the left of the wound's
interlor. The wound measured 4.5.x 3.6.x.4.0.

" Thare was no odor noted, moderate amount of
yellowish drainage and no pain indicatad by the
resident.
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On 7/10/42 at 11:00am in an interview with
Resident #6 RP, she stated thal she was lold in
the hospital and at the hospice house {hal the
" resident was likely loft in the same position too
 long and not tepositionsd.

 On 712 at 14:00arn, in an Interview with the
{ freatment aido, she staled she would raport any
i redness, opening areas, warmth, rashes or skin
; toars o tha charge nurse.

i On 71712 at 11:30am, the Medical Diraclor
slated that Resident #6 "suddeniy lanked” and
that he felt Resident #6's right gluteus uicer
happened because he was "dacompensating

as 1o when he would expect to be nolified by
nurses regarding any chengesina wound, he
stated within 24-48 hours but further stated he

practitionar was in the building ane or two days
sach week. He also said his nurse was in the
faciiity svery week as wall.

The administrator provided a cradible allegation
of compllance on July 12, 2012 at 4:30 pm.

a hospitaiization. Upon re-admissicn, the

readmission, the resident had treatment orders
for cleanse wound 1o right gluleal crease with

and his time has finally come.” When questionad

was in the building 5 days a week, and his nuise

The identified rasident has racently returned from

identified resident's wound was a Stage IV. Upon

normal saline apply collagenase to necrofic lissue

in wound bed. Pack wound with calclum alginate

and cover with bordered foam every day and as
needed. The resident currently has Interventions i
i place to prevent the worasning of the gluteat

wound, which Is the only pressure sofe the
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resident has. Interventions inchide,
consultation(s), with First Haalth Moore Reglonal

* Wound Glinic on July 20, 2012, The resident is

- scheduled for assessment by his aftending

: physiclan on July 41, 2012 and currenlly has

! {reaiment orders performad in accordance with

| the attendingfconsulling wound physliclan’s

i orders. The Identifled resident recelves PROSIaL

| 64-30cc via peg bid, Zinc, Vilamin G, and

* Mullivitamin once daily stariing on July 9, 2012

* Additionally, resldant is currently receiving
isosource 86 co/lir with 200 cc water qid. The
rasident has a properly functioning alternaling

. pressure air mallrass which js functioning
according to the manufaclurer’s spacifications.
Additionally, the Identifled residsnt is lurned and

_reposilioned evary two hours, side lo side. The

* resident was reviswed by the consulling disticlan

. on June 1€th, 2012 and the resident shall bs
avalualed no less than monthly by the consultant
dietician lo ensure appropriale nufritional
interventions are in place to prevent fusther
worsening of the wound and promote wotnd
healing as may be practicable. Upon evalualion
by the consutting diatician, the recommendations
shall ha communicaied to the Direclor of Nursing.
The Direclor of Nursing shall ensure the atlending
physician is consulted ragarding the orders by
gilher telephone andlor fax and shall ensure the
ordsrs are carrad out tmaly (e.g. wilhin 48 hours
of the recommendation's being made}. The
Clinical Coardinator shall audit all the consulling
dietician's recommendations to ensure they have
baen carred out lirely. The resident shall he
avaiuated by Physleal andior Occupational
Therapy to ensure the residentis properly
positionad while In and out of bed on July 11,
2012, Upon identlflication of the proper
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poshioning, using the approptiate device andlor
¢chalr, the llcensed theraplsts shall instruct the
nursing staff, inclusive of ficensed and cerlified
pursing staff an the proper devices andfor
devices to be usad for proper positioning. In
- addition, alt nursing staff wifl be in-serviced on
proper positioning to prevent, ideniify, and cars
 for Proassure Ulcers on July 11, 2012, The
 rasident's altending physician is aware of the
! resident's pressure area(s) and shall examine the
 resident weekly. Following the attending andfor
consuliing physician's roundshvisiticonsullation,
the Clinlcat Coordinator shall ensure all orders
are communicated to the applicable nussing staff
(i.e. lcensed/certified nursing staff, distary, etc.).
The Director of Nursing andfor her designes shall
audit all orders daily for 1 week, waekly for &
woeks, and monthly thereafter to ensure orders
are properly communicated fo the appropriate
personnel and implemented timely. The family is
aware of the resident's clinlcal condition. While
out of bed, he resident shall use a pressure
relieving device deemed clinically sppropriate by
- the care plan leam and/or licansed tharapy staff
which may include but not necessarlly fimited to:
* pressure telisving cushions andfor chairs
specifically designed to raduce andior efiminate
pressurs o the affected site. While in bed, in
addition to the alternaling air matiress, the stafl
shall turn and reposition the identified resident al
loast every two hours and may use other devices
which may include but shall not be mited lo:
pillows, posiioning wedges, olc. The ldentified
resident's wound was reassessed upon the
resident's readmission fo the facility on July 9,

: 2012. The identified resident's care plan has
" paen updated on July 11, 2012 to include

¢

<2012, and has been reassessed as of July 10, i
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information refated to the rasident's having &
pressure sore and the intarvenlions cumrently in

; place to reat he prassure sore and other

. interventions being utilized lo provent the area

; from worsening. The resident's current trealment

{ was ordered by the trealing physician in the

: hospltal.

! For those residents having the potential to be
affected by the same slleged deficlent practice,

| all residents' skin has been

1 assessadire-assessed by a Corporate Nurse

! Consultant on July 11, 2012, Residents were
assessedfre-assessed using a visual agsesament

" process whereby each tesident's skin {from head
1o lop) was assessed individually, using the
facility's Wound Care Policy, the guldance feund
at F314, and the Weekly Skin Assessment Form,
Assessmenis/Re-assassments were completed
to ensure 1) the current condilion of the residents’

" gkin and to ensure appropriate measures (eg.

- pressuse relieving devices, alr ovarlays, el.) are

" in place {0 prevent pressure sores {if resldent is

" assessed as belng high-risk) and 2} the currehl

* condlilon of any existing wounds or pressure

: related areas Lo ensure accurate assessment and
documentation. The admission skin assessment

_and risk assossment is dona on every admisslon

" and re-admission. [n addillon, the Pressire Ulcar

" Risk evalualion is o be done quarterly thereafter.

* Additionally, the facility made changes to its
wound ¢are personnel on Jung 20, 2012 and has
begun lralning a new Wound Care Nurse using
oulslde consullant(s) as the trainer. The training
is multi-faceted and Includes, but is not limited to,
assessing the wound(s), measuring/monitoring
for signsfsymptoms of healing or further
detarioration; family and physician notification;
staging, relevant types of treatments for pariicular

it ki e e s
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types of wounds, preveniative measures, and
potential pressure reflaving dressings andfor
davicas, efc. Inaddition fo fher more than 1
years of nursing axperience, the Wound Care
Nurse received the esgential raining, as
determinad by the Corporate Nurse Consutiant,
necessary lo provide wound care In accordance

: with the tacility's policy(ies) and lhe appilcable

“ rules and regulations {e.g. F314). Such lralning
was completed on July 2, 20142, Accass lo the
Wound Consultant(s) is available in-person, via
tolephone, and on @ 24-hour call basis. The
Wound Care Nurse shall have the pHmary
respansibility for the assessment and
ro-assessment of all wounds. Additlonally, the

MD/Rasponsibllity Parly noliication(s}. In the

Wound Nurse will consult with the residenis’
attending physician to detarmine any freatment

In the event the Wound Care Nurse is out of the
building, the Director of Nursing, Clinical
Coordinator, andfor RN Supetvisor shall ensure

policy and procedure and according to faciity
_practice.

Cusrently, there are B residents with pressure
soras with a fotal of 12 areas; of whigh 11 areas

andlor RN Supervisor shall monitor the Wound

The Prassure Ulcer Critical Element shall serve
.asa checkbalance to ensuré assessments are
* completed as required or a8 nacassary. Al 1
* areas have been assessed by the Corporate

Nursing Consultant and, based on her clinical

Wound Care Nurse shall ensure eompliance with

event a wound does not show improvement; tha

raglmen changes including outgide consuliations.

wound care Is provided according to the faclliy's

ware acquired In-House. The Director of Nursing

Care Nurse lo ensure timeliness of agsassments.
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judgment, she believes the lreatment
methodologies and ireatment regimens are
current with acceptable standards of practice for
the type of wound{s) belng treated. The care
plans have been reviewed to ensure ihal they
reflact the neeads of the resident, All residents
_have been reassessed to determine their risk for
prassure sore development as of July 11, 2012,
Those rosidenis identified as being “high rsk”
based on the "Risk Assessment for Prossure
Sores” shall have their skin integrily assessed
weekly by the Wound Care Nurse. Similatly,
sasidents risk for development of pressure sores
shalil be assessad upon admission
andlre-admission according fo the facility's
Pressure Sore Risk Assessment Policy.

The credible allegation was verified 7/12/12 at
4:30pm. Sta#f interviews across various shiffs
weate conducied. Stalf demonsirated verbally
knowledge about the confents of the in-services
oh assessing the wound(s),
measuring/imonitoring for signs/symptorns of
healing or furlher daterloration; family and
physiclan notification; staging, refevant types of
trealments for particular lypes of wounds,
preventative measures, and polential prossure
relleving dressings andlor devices, elc.

A review of the in-sefvicing records verifled
education and those employees nol having
altended In-servicing as of 7/12/12 at 4:30pm
ware removed from scheduling until such time,
in-servicing was completed.

A review of skin assessment documantation for
all residents was completed. i was found te
provide evidence of all rasident's skin
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assessment were completed as of 7/12/12,

A raview of the care plans, treatment orders and
skin assessmants was conducied for the 8
identified residants who had documented
pressure areas developed in house.

. 2. Resldent # 179 was admitted \o tha facility

i 1/6/11 and discharged 9/8/11. Cumulative

" diagnoses included: Debility, Sacral Decubitus,

. Diabetes and Diverliculosis.

Pressure ulcer risk assessment dated 3/2/11
revealed a score of 19. Ascore of 22 or less
indicated Rosident # 179 was at risk for pressure
ulcers.,

An Admission Minitnum Cata Set (MDS)
agsaessment dated 3/9/11 indicated Resident#
170 was cognitively Intact. She required
exlensive assistance of two paople for bed
mobilily and extensive assistance of one person
for iransfers. Resident # 179 was frequently
incontinent of bladder and bowel. The
assessment stafed she was at risk {or pressure
ulcers. No unhealed pressure ulcers weie
documented during the assessment period.
Pressure ulcer davice for bed was chacked on
{he assessmeant.

A Care Araa Assessment {CAA) for pressure
ulcers dated 3/11/2011 ravealed Resident # 172
naeded a spacial matlress! seat cushion lo
reduce/ relieve pressure. She required staff

guard matiress was on he bed. Skinwas
" documented as infact at the ime of the
assessment.

_assistance to movs sufficiently 1o relieve pressure
| over any one site, The CAA Indicated a pressure

i
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. A Skin assessment form dated 4/29M1 noted all
i skin was intacl.

Anursing note dated 4/30/11 indicated Resldent #

* 479's bullocks was checked per family request.
Redness was noled. Area cleansed and skin
proleciant cream applied. Family was notified
and made aware of redness of bultocks.

" A Nursing note dated 6/1/11 at 1 PM. staled
Resident # 179 had an open area on her sacrum
{hat measured 2 cenlimeters {(om.) wide x 0.6

: e, lenglh. Skinwas pink around the area wilth

- gseveral small pin size areas around a larger area.

On 6#1/11, a physician's order stated lo cleanse
* the sacral wound wilh normal saline once daily.
- Apply molst collagen and dry dressing unlit
healed.

A Care plan dated 5/2/11 Indicated Resident #
179 had a pressure ulcer to lhe sacrum,
Approaches included: place resldent on a turning
and repositioning program: assess for pain during
dressing changes; if appropiiate, administer pain
medicine (hirly {30) minules prior lo dressing
change., Measure wound weekly. Record
measuremenis of wound, appearance, amouni

" and odor of any dralnage. Roport any dacline in
wound status to physician. Tuin and posilion

. resident frequently lo rellove pressure and
maintain preper body alignment.

Waakly skin condition reports, skin agssessment

- forms and physiclan orders for May 2041
revealed the following:

A physician's order dated 5/2111 notad to cleanse

|
|

F 314
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‘ the wound lo the felt side of bullocks with normal
sallne, apply moist collagen and dry dressing untll

! healed. A skin assessment dated 5/4/11 noted
Resident # 179 had a yeast-like rash to the
sacrum. A physiclan's order dated 54711 was
recaived for Mycolog 11 to be applied fwice dally

- for one week. The skin condilion reporl dated
51412011 noted a six centimeter(6) red area on

- {he bullocks as rashy, unable to define as a

i wound. The Physician and famfly were nolified.
T he skin condition report dated 5/10/11 noted the
rash had clearad and a Slage 3 wound 2.3cm X
0.50m x 0.2¢m depih and red in color was on the
sacrum, The physiclan and family were nolified.

i The skin assessment form dated 5/13/11 noted a

; stage 3 dacubHus to sacrunt and area was balng

i trealed with Santyl{ a producl used to help heal

: skin ulcers) dally. The skin condition repori dated

 5/18/11 noted Resident # 176 wilh a stage 3
sacrum wound measuring 2.fem x 0.5 cm x 0.2
cm depth with minimal exudate and red In color.
The skin candition report dated 5/24/11 noled a
stage 3 sacrum wound 1.8cm x 1.0cm x 0.2em
depth with minimal exudale(fluld) and red in color
wiih 20% yellow stough (shadding tssus). A

_ physician‘s order dated 6/24/11 noted fo cleanse

- the Stage 3 area on the sacrum wilh normal

- aaline, apply sanlyl and molstened collagen twice
dally until resolved. A physician's order dated

- B/26/11 ordered & multivitamin daily by mouth and
Prostat{protain supplement} one punca twice

. dally until the wound heals.

A Quarterdy MDS dated 6/7/11 Indicaled Resident :

- # 179 was cognitively Intact. She required [
oxtansive assistanca with bed mobitity and |
transfars. She was always incontinent of bladder :
and bowel. Resident # 179 was at risk for
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pressure ulcers wilh one of More uphealed
pressure uleers chacked. Astage three (3}
pressure ulcor was indicated with dimensions 1.8
centimetars (em) Infenglh, 1.2 om, wide and 0.4
o, depth. The most severe lype of lissue was
granulation fissue. Skin and ulcsr trealments
included: pressure reducing device for bed;
_nulritlon o hydration Interventlon; ulcer care and .
" application of non-surgleal dressing. :

Woekly skin conditlan reports, skin agsessmant
 forms and physician orders for June 2011
ravealad {reatments continuad to the sacral
. wound. The skin condillon report dated 6/13/1}

noled the stage 3 sacral wound measured 9.0cm

x 4.6cn with no depth. The wound had increased

in size, was fight yellow in cofor with some
_drainage. A physician’s progress nols dated

61711 indicated Resident # 179 ate between

50-75% of her meals, She had some welght loss

of six {8) pounds from May to June. Her albumin
level was slighly low al 3.1. Skinwas warm, dry,

intact. Treatments continued until a physician’s
order dated 6/21/11 had Resident #179 sent to
- the emergency room.

AHistory and Physical daled 6/21/11 from {name)
hospital indicated Resident # 179 was sentlo the
Emergency Room bacause of low oxygen
saluration Jevels. Reportedly, she had oxygen
salurations of 83% on two (2} Titers of oxygen
(normal levels-90 or above). Resident# 179 had
complained of paln in her bullocks. SKin
assessment revealed skin warm and dry with no

. obvious rashes noted. A stage one (1) fo two (2)

- gacral decubitus was present.

A consultation for the sacral pressure wound from

F314.
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{name} hospitat dated 6/22/11 noted that
Resldent # 179's sacral area was an open wound
which measured approximately 5 cm. x 3.5 em. x

0.1 ¢m. deep. The wound was 50% pink, clean

" skin and 50% molst adherent yellow stough.
There was rash which extended to bolh areas of
the buttocks. The consultant documenied her
impression as an unstageable pressure sore thal
was present on admission.

A nursing nole dated 6/24/11 Indicated Resident # )
179 had refurned to the facility following the i |

: hospitalization, The dressing was dry and infact o : :
the sacral wound. ' i

A review of the Notica of Pressure Reduction/
Relieving/ Redistributing Maltress andlor chair
cushion form revealed an altemating pressure
imaliress was added on 6/28/11.

The weekly skin condiilon report dated 6/20/11
noted the sacral wound as slage 3 measuring 2.5
cm X 4 om with no depth. The wound was light
yellow in color with some drainage. The wound
was describad as healing with a decrease in size.

Waekly skin condition reports, skin assessment

forms and physician orders for July 2011 revealed

{he followlng:

The weekly skin conditfon report dated 7/6/11

noted a slage 3 sacral wound 2.5emx 3.5 cmx

0.1cm depih and Hght yeliow in color wilh

drainage. The report notad the wound was

healing and decreased in size. Treatments would :
. continue. A physician's order dated 7/6/+1 ) '
! raquasted a Wound Clinic consultation for the : .
| sacral wound. A skin assessment form daled
, 711211 noted wound care continued for ulcer. ;
i
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f The sacralfcaceyx wound was described as red
i with a small amount of brown drainage noted to .
! {he wound bed. The skin condilion report daled
7114141 noted a stage 3 sacral wound measuring
" 4.8 cm % 2.9 cm x 0.2 depth, light yellow in color

with no odor,

AWound Care Clinic note dated 7/18/11 revesaled
* Residenl # 178 was referred to the Wound clinic
i for a sacral decubitus as well as lefi buttock and
; above the rectum areas of skin breakdown.
Resident # 179 had developad some pressure
! sores {hal predated admission to the hospital on
i

6/21/11. Physical exarmination revealed a 2cm x

! 3.50m x 0.1cm sacral decubilus. Above the

; feclum was an opsn area 2cm X 3.5cmx 0.1 em.

* Nothing was amenable to debridement{ surglcal

" ramoval of foreign matler and dead tissue from a
wound). The whole area of {he perineum and the
perireclal area were hyparemle {engorgsment
and inflammation). This was a sacral decubitus

; and gluteal decubitus that was complicated by

i urlnary incontinsnce and stool incontinence.

| Conslderation should be given to eliher schedule

! In and out catheterization versus indwelling

- calheter or suprapubic placement. Also, the
parirectat dacubltt was going to be almost
impossible {o heal bacause the residentwas
consistently incontinent of stool,

On 7715111, a physician's order noted o apply
. coloplast pasie {o open wound area followed by
i foam dressing and change daily.

The skin assessment form dated 717/11 noted
the coceyx and sacral area red in color, The

| sacral wound bed had a small amount of pink

: drainage noted, The new {realmentwas in
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progress as ordered.

i AWound Care Clinic note dated 7122111 1evealed

 the sacral decubitus measured 2em x 3.26m X
0.1 contimeters (cm.) which was & decrease in
Ihe size of the decublius. The laft buttocks
measurad 3cm x 1.7cm % 0.1 em. compared to

{ femx 0.6em X 0.1cm on 7H2/11. Above the
recium, measurements were 0.9¢m x 2.46m X 0.2

| em. The whole generaiized area of the giuteal

‘ reglons in the sacrum and COCCYX areas

" suggested It was erythamatous {redness},

hlanched and was probably chemical irritalton

(dueto incomtinence as well as fungal overtay.
Some concers was noled that right above

, supesior to the sphincter there was skin

; breakdown which appeated o be essantially

| eroding along the sphincter. Notes indicated an
indwelling catheter was to be Inserted and loft in

" place untlt the next wound clinlc visit. Coloplast
paste and lotrimin cream was to be applied to
open wound areas followed by foam dressings.
Drassings would be changed twice dally and as
neaded.

The weekly skin condilion report daled 7/27/11

notad an unstageable sacral wound 2em X Zom
* with no depth and no dralnage. The wound was
. healing and light yeflow in color.

Weekly skin condition reports, giin assessment
forms and physician orders for August 2011
revesaled the following:

A physiclan's order dated 8/2/11 was noted to
discantinue the urinary catheter. The weekly skin
conditlon report dated 8/3/11 noled an
unstageable sacral wound 1.8cmx 1.9am x
0.1cm depth with some drainage. ASOTI
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, (suspacted desp tissue injury) healing with

| dacreased size. The resident had no pain, A skin

" assessment form dated 8/3/11 decumented

" wound care continued. The indwalling catheter

* was to remain In ptace until furiher notice for .
wound healing. i

Wound Care Clinie physician's orders dated
 8/8/11 revealed the indwelling catheter should he i
1 toft in place untll next follow- up visit, Apply
Santyl o sacral area followed by gauze and foam
drossing. The drassing was to be changed daily .
| and as needed. Air matiress-medical clearance )
: from medical physicien needed to be oblained by 1
{acility. Measuremenis for the sacral wound were )
recorded -7om x 5em x 0. 1em; above the
reclum-1.5 cm X 2om x 0.4¢m,

The skin condition report dated 8/10/11 noted an
unstageable sacral wound 7om x 5em X O.fcm

- dapth. The wound was light yellow In color with 2
smalt amount of light yeflow drainage. No signs/
symptoms of Infection were noted. The weekly
skin assessment noled lreatment gontinued with
healing noted. Anew wheetchair cusiion was
implemented for pressure rolief and frequent
repostioning. The skin conditlon report dated
8171 an unstageable sacral wound 5.5cm X

_A.demx 0.1¢m in depth with slough and a small
amount of light yellow drainage. Noted 50%
slough and 50% granulation tigsue. The wound
was described as a healing wound with a
dacrease in size,

A physician's order daled 8/19/11 was noted {o
! discontinue Santyl to sacrum. Cleanse sacrum
: unslageable with normal saflne. Apply Sanlyt and i
. collagan followed by gauze and then dry foam
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bordered dressing daily uniil resolved. The skin
condition report dated 8/20711 noted an
unslageable sacral wound 6em X 4.6 cm, unable
to delermine deplh and light yellow in color. The

small amount of yellow drainage presenting with
30% slough and 70% granutation {issue. The
resident had an Indwelling urinary cathsier and
was Incontinent of howel.

The Wound Gare Clinic physician's orders dated
812211 indicated the indwelling catheter was fo
be left In place unilt the next appointment.
Wound trealmant would be Sanlyl io sactum
followed by gauze and foam dressing; changed
daily. The Sacrum wound measuremenis were
4.9¢cm x 5.6cm x 0.1em.

' Tho weekly skin condition report dated 8/31/11
noted an unslageable sacrum wound 4.5cm X
3.9¢m x depth unable lo determine. The wound

dacreased and odor was noled, Anliblotic

: drainage was noted. The wound bed was 60%
slough and 40% granulation pink tissue. There
was redness around the enlire wound. Anew
treaiment was fo be started.

Weekly skin condition reporis, skin agsessment
forms and physician orders for Sept 2011 were
" reviewed and revealed the foliowing:
A physiclan's order dated 9/2/11 was noled 1o
discontinue current Santy! to unstageable
“sacrum. The wound was to be cleansed with
! normal satine and apply Dakin's % solution

. dry dressing was to be applied dally twice a day

. wound was described as decreased in size witha

color was light yellow with slough, The size was

 troatment was started. A small arount of yeliow

! soaked gauze to the wound bed. Bordered foam
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for soven days.
“rhe skin condition report daiad 8/8/11 noted an
i unstageable sacrum wound 7om X 6.5cm and
i depth unable to be determined. The wound was
! noted to have slough 5%; 95% necrotle. Odor
remained. The physician and responsble party
: were notified. A physician's order daled o8I
{ was noled to cullure sacrum viound.

An Emargency Department History and Physical
 from (name) hospital dated 9/6/11 revealed
" Resident # 178 had a baseball-sized dacubitus
¢ wlth necrolic issue and draining purulent

“ Included, In part, acute sepsis likely due o
significantly worsened sacral decubitus.

_ A History and Physical from (name) hospilat
dated 9/8/11 Indicated Resident #1179 was
hrought to the hospital bacause of worsening
mentet status and draining gacral decubitus. She
had a sacral decubitus uicer that had been

- geliing worse and faclitty had noticad recently that

; the wound vias draining and had soma redness

: around it. The drainage had starlad ovar the past

i few days. Skin assessment revaaled skinwam

! and dry with no obwious rashes noted, She had a

: large sacral decubitus ulcar noted with & large

" amount of surrounding erythema and cloudy
dralnage noted.

Awound consuttation done at (name) hospital
. dated 9/9/11 indicated the following: skin-lo the
_sacral area, Rasideni # 178 had alarge area of

approximatety 7 cm. x & cm, There area was
debrided and there was moderate purylont

 exudate with no bleadlng noted.
§

| material. Cetlulitis was noted. The agsessmant .

! intagt, moist and draining eschar that measured :
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A cuiture report for the decubitus ulcer dated
- 9114411 revealed the following: a light growth of
| coryncbactarlum species ressmbling diptheroids,
. maderate growth of Escharichia coli and light
growlh of MRSA {mefhcillin resisiant
. staphylacoccus aureus),

t A Discharge Surmmary from {name} hospital
dated 9714111 included a discharge diagnosis of

! infected stage four (4) sacral decubilus with

" coliites. The discharge summary also revealed
a CT (computed lomography} of the abdomaen
and pelvis showed a decubitus ulcer sean
overlying the coccyx exlendlng to the right of the

¢ midline. Involvement of the bone could not be

, oxcluded based on the CT. Extensive

noted which may have represented celiulitis.

On 71012 al 2:47 PM., the MDS Coordinator
stated all bads in the facility had pressure guard
mallresses. An air matiress overlay was added
* to the bed when a tesident developed a skin
. breakdown. There would be a physlcian's order

Also, any addilions or changes would be
documentad on the pressure form litled "Nolice
of Prossure Reduction/ Relieving/ Redislribuling
Mallress andfor ¢hair cushion” .

A review of the medical record revaaled no
physisian orders for an alr mattress. Tie care
plan for Resident # 178 was reviewed with no
indicatlons noted that an air mattress was added
_{o the bed whan Resident # 179 developsd a
" stage 3 pressure ulcer.

! Inflamimation in the right bullocks and flank region

and 1t would ha added to lhe rosident's care plan,

F 314
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On H11H2 at 11:40 AM., Resident # 179's
attending physician stated he would expaci to be .
nolifed when there was a deleriorationin a !
resident condition within 24..72 hours. He furiher
_indicated he would have consulted American
| Medical Tachnologles (AMT-a company that _
specialized in wound care aducation} for i
recommendations for decubitus reament i he l
nad been fold the decubllus was deteriorating. i !
| For a siage 3 decubitus, he expacted to have an l X i
" order for an allernating air matlress. The i. '
attanding physictan Indicated Resfdent #1179 was :
: $90n by the Wound Care Clinte in July, 2011 ;
+ wihich was probably a month late. i
F 315 - 483.26(d) NO CATHETER, PREVENT UTI, F 315!

4gap | RESTORE BLADDER

* Based on the resident's comprehensive
assossment, the facility must ensur that &
resident who enters the faclilty without an
indwelling catheter is not catheterized unless the
residant's clinical condition demonstrates that
cathelarization was necessary, and a resident

* wreatment and services 1o prevent urinaty tract
infections and to restore as much normat bladder
function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff Interview and record
review the faciiily failed to assess signs and
symptoms of a polential Urinary Tract infectlon

“{UT) for 1 of 4 residents {Resident #92) and
faitad to atiempl strategles to maintain urinary
contipence for 1 of 3 rasidents (Reskdent # 135).

" who Is Incontinent of bladder recelves appropriate
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pag 3 STANDARD DISCLAIMER:

Residenl #92 was admilted on 9/22/08 with

diagnoses including Diabetes and chronic venous
hypettrophy. Resident #97 also had an indwelling
foley catheter and & Stage 4 pressure ulcer to the

eft gluteal fold.

The Quasterly Minimum Data Set (MDS}
assossment dated 7/9/12 revealed Resident #92
was cognilively inlast and was lotally dependent

" for toileling and required extensive assistance of

1 person for personal hyglens. Resldent #92 was
also coded as having an indwalling catheter.

Review of the indwelling cathater Care Plan daled
19/2111 {no dated updates after 141211 viere
apparent) revealed " Resident uses an indwelling

_ caiheter to aid in ulcsr healing * and the following

goal " Resldent wil experience no infections from
caiheter use X {limes) 80 days. " The
approachss listed were = gngoing assassment of
color, clarity and charactes of resident* s uring;
ongoiny assessment of resident for symploms of
urinary tract infection; observa resident for acule
pehavioral changes thal may indlcate UTI;
catheter cate for resident every shift; monitor
rosident' s catheter lubing for kinks or twisls in
{ubing; change resident catheler Wwbing/bag as
ordered.”

On 612612 at 4:25 pm the resident was obseivad
inbed. The resident' s indwelling catheter bag
was hung on the left side of the bed and was
coverad with a privacy bag. A urine odor was
noticeable in the room and this odor became
stronger when standing next lo the resident’ s

. urinary catheter bag.

On 6/20/12 al 2:30 pm, Nursing Assistant #1 (NA

This Plan of Corraction 15 prepared as @ necessary
reguirament for continued paricipation in the Medlcare
and Medicald programs and does not, In any manner,
constitule an admission to ihe valldity of the alleged
defictent praclice(s).

Rasident # 136 discharged on 817112 and is no longer
a resident of the fachily. Resldant # 92 was evaiusted
by the resident’s altending physician aad Is currently
receiving antiblotio for LTL

For hose residents having the patantfal to be affacted
by the same alleged deficlent practice, Director of
Nursing andlor Clinical Cootdinater in-serced all
licensed and cerified nutsing staff on 7726012 and

7/27/12 on ldentifying signs and symploms of a Urlnary

, Tract infection paiticularly
indwelling cathetors. The MDS Coordlnator will ansure
that a Bladder Sysiem Review {an assessment ool
used to assass a resident’s Bladder system funciloning
and the likelihood a residents wladder funcilening may
improve andjof decline} Is dene on ail agmigslons and
re-admisstons and quarterly therealter for alt resldents
[n-house. In addilion, MDS Caordinator will audit all
secords of residents in-house lo ensure the resident's
condilfon would not necessiiate 2 significant change
assessment.

The Dlrector of Nursing shall conduc wealdy audits for
8 weeks and quarterly tha tgafter 1o ensuta thal Nursing
Assislants possess the requisite compatencles for
eporting  Usinary Tragt [nfection conceins 1o the
Charge Norse, Clinfcal Coordlnates, andfor Director of
Nursing.

in lhose resigents with

0@/]@/?0?2
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E 315 Continued From page 48 F 315 The MDS Coordinator will sudit a1 tecords of rastdents

. inhouse using the Significant Change in Conditlon

#1) was ohserved providing calheter care to Screening Form lo ensure tho resident’s currant

Residant #93. When she eraplisd the catheler condilion would %ol necessllasfa a stgr;&ﬁﬁ:anll c.ha?‘gelal

i assessmeonl. In addiion, the restor of Nursing sha

hag of urine, the urine had a foul smalt a_nd was S Bladdes System Reviow oo hly for 3

observed to be dark and cloudy. The urine monihs and quartetly {herealter to ensure thal any

drained from the bag measured 176 mi daclining Ia bieddet continance Is nofed and the most

{milllliters). appropiiale measures are In place.
The Director aof Nursiag or Clinteat Coordinalor shall *
During Inferview with NA i1 on 6/20/12 at 2:35 raporl any inconsistencles In accuracy to the QA

pm she stated that the resident s output of 176 connittoe monthly.

ml was aboul the same amotint she had taken in
flulds that day so it was the amount of output she
expected to see and would therefore not report it
{o the nurse. When asked whai things she would
need lo report to the nurse about & resident's
urine she said she would lell the nurse if the
rasident had no output, if thers was blood inthe
urlne or if it smetied diffsrent than unusual. When
asked, NA#1 acknowledged that Resident 182 s
urine had a foul smel but she stated that it was
no diffarent that before.

On 6129712 at 4 pm interview with the Clinicat
Coordinalor revealed that NA #1 had not reporied
that Resident #92 ' s urine was dark and cloudy
and had a fout odor, of that her oulpul was only
475 ml. The Ctinical Coordinator indicated the
NA should have reported this nformation as it
could indicaie a UTI, She also staled that a urine
culture and sensitivily would be done to {ost for &
UTLL

2. Resldant # 135 was admitted 2i5112 with
diagnosis of osteoarthrosis, Hypertension, and
Hypothyroidism.

The Minimum Data Set (MDS) dated 212 ,
staled that resident # 135 raquired limited fo :

extensive assist for Activates of Daily Living (ADL

' 5} and she was occasfonally Incontinent of
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bladder and bowel {(B/B). She was noted lo be
cognitively intact with some noted confusion.

On 2/6/12, a Bladder System Review Assessment
was completed and stated that resident #135 was
totally Continent of bladdar

Araview of resident # 135 ° s nursing notes
revealod a fall on 2/0/2 with no Injuries and
_increased confusion with agitation on 271 oM2,
. She was started on an antiblotic on 2/22/12 for an
Urinary Tract Infection (LTI,

Anwsing nole dated 2/24/12 slates resident #1356
- was conlinent of bowol and bladder (B/B} with
incontinent episodes.

Anursing note dated 2/27/12 slated that resident
#136 was up In wheelchalr most of the day and
she was continent of BIB.

On §/30/12, a nursing note stated that resident of
was incontinent of B/B and was lotal assistance
for ali her actives of dally iiving.

/20/12 8pm: Minimum Data Sst muise
interviewed and stated thal resident was not put
on a restorativa program and chart review
ravealed no documentalion to support any
attampt to preserve BIB function of decline. MOS
nurse also staled she should have done a
significant change MDS on resident #135 In May.
F328 483.25(K) TREATMENT/CARE FOR SPECIAL
sg«E NEEDS

The facility must ensure that residents receive
- proper ireatment and care for the following
spacial services:

F 316

F 328
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parentoral and enteral fluids;

Golostomy, ureterostomy, o ileostomy care;
Tracheostomy cara,

Tracheal suclioning;

Respiratory care;

Prosiheses.

This REQUIREMENT is not met as svidenced
by:

Based on obssrvatlons, racord review and staff
interviews, the facility {which allowed smoking in
a designated ataa), failed o post the propet
precaution signs for 6 of 20 resldential rooms
(Residents # 87, #91, #1413, #1119, #176 and
#177), where oxygen equipment was present.

The findings include:

The facilily’s * Oxygen Administralion * policy,
dated July, 2001, was roviewed. 1 read under
Procadure:

= Ylilize proper precautions, for axample, post
NO SMOKING: OXYGEN IN USE sign.

1, Dusng a tour of the facility, ca 6128112 at 9:25
am, Resident #113 was observed In bed, using
oxygen from a lank, withoul a NO SMOKING:
OXYGEN N USE sign posted on his doof.

On 6/26/12 at 1:10 pm, the Mainlenance Diraclor

Foot care; end '

oX4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDERS PLAN OF CORRECTION &5
PREFIX (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION SHOULD 8E COMPLETION
TG REGULATORY OR LEC HIENTIFYHNG INEORMATEON) TAG ROSS.REFERENGED TOTHE APPROPRIATE oATE
DEFIGIENGY)
t
F 328 Continued From page 50 Faze Fa28
Injections,
| ' STANDARD DISCLAIMER!

This Plan of Comection Is prepared as a
necessary  requirement for  contlnued
participatlon In the Medicare and Medicaid
programs  and doss nof, in any manner,
constiiute an admisslon to the vaildily of the
alleged deflelent pracilce(sh

Resldent #'s 87, 01, 113, 119, 176, and 177
" have precaulfonary slgns postad outside thelr
: room [ndicaling NO SMOKING: OXYGEN IN -
USE.

For those residents having the potential to be
sffected by the same alleged defictent pracitce,
the Clinteal Cogrdinator in-serviced all ficensed
and certiflad nursing staff on sigi2, sHoMz,
sfi3M2, and 8fi4ft2 on posting “NO
SMOIING: OXYGEN N USE® precaution signs
oulside the room of any rosident requiting
oxygen. Director of Nursing andlor Clinigal
Coordinator reviewed orders for ali residents
requlring oxygen o ensure that precaulion signs
ware colrectly postad.

Director of Nursing andfor Clinlcal Coordinalor 8116112
Wit conduct weekly audits using an oxygen sign
audt form lo onsure ihal proper signage s
posted for 4 waeks and monthly theraafter. In
Instances where the audit(s) identify the need for
precautionary slgnage (eg. NO SMOKING:
OXYGEN IN USE), the signs shall be posted
and those Individuals determined to be
responsible shall tecolva remedial educetion on
the proper use and purposs of the NO
SMOKING: OXYGEN IN USE slgnage.

The Director of Nursing or Clinical Coordinator
shall report any Inconsistencles In accuracy 0

was interviewsd. He stated that nurses post he the QA commitiee monthly.
magnetlc signs on the doors whenever oxygen is
in use and thal he doas notmonitor (hls aclivity.
FORM CHS-2567(02-99) Previous Verslons Obscisla Byent 1;70DBIL Fecidy 1D, 623403 i conlinuetion sheet Page 61of 70
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©On 6/28/12 at 5:10 pm, the Diractor of Nursing
was interviewed, She statad that they are
gupposed lopul 2 sign on the door when oxygen
is In use. She indicated that she would invesligate :
why {he signage was missing. '

On 6/29/12 at 4:30 pm, Clinica! Coordinator was
interviewed, She stated thal sha loured the
facllity, after the concern regarding the oxygen

: precaution signs wera brought to her altention.

She acknowledged thaf she found rooms where

oxygen was prasent that did not hhave a

- precaulion sign. She slated that magnetic signs

 should be applled by the nurse at tha adivission
assessment and placad in {he roort, where the
concentrator woutd get used. She foll that some
of the PRN {as nseded) orders for oxygan use
wore overlooked, thus the gigns were not placed
on the doors. She also shared that after one of
their halls was ranovated, signs might not have
besn put back in place.

On 6/20/12 at 6:00 pm, Nurse #1 was
interviewed. She shered that as the Charge
Nurse, it was her tosponsibllily to put the

" magnetic oxygen precaution signs on the doors
on her hall, for residents that required oxygen.
She stated that she couldn 1 pxplain how she
overlooked the task.

9 Duing an initial tour of the factlity, on 61262
al 8:00 am, Resident #119 was observad In bed,
with an oXygen concenirator in the roon. The
equipment was wned off; howaver a NO

. SMOKING: OXYGEN iN USE slgn was nissing

! from her door.

H

" On 6/28/12 at 1:10 pm, the Malnianance Director

FORM CMS2667(02-99) Pravious Vassions Obsolste gventiD;700BIH Facisty 103, 923403 1f continuation shest Page 52 of 70
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L was mterviowed. He stated that nurses post the
" magnetic signs on {he doors whenever oxygenis
in use and that he does not monitor this activity.

On 6/26/12 at 5:10 pm, {he Direclor of Nursing

was interviewad. She stated that they are

supposed {0 put a slgn on {ho door when 0xygs?
.isIn use. She indicated thal she would lnvestigats
li why the signage was yaissing. :

‘ On 6/29/12 at 4:30 p. Clinieal Coordinator was

\ interviewad, She glatad that she tourad the

% facliity, after the concern tegarding the oxygen
precaution signs were brought to her aitention.
She acknowledged that sha found rooms where
oxygen wWas present that did not have @
precaution sign. She stated that magnetic signs
should be applied by the purse st the admission
assessment and placed in the room, where e

" concanteator wotlld get used. She felt that some
of the PRN {as needed) orders for oxygen use

_were ovarlooked, thus the signs were not placed
on the doors. She aleo shared that after one of
thelr halis was ranovated, slgns might not have
pesn put back in place.

On 6/29/12 at €:00 pm, Nuise #1 was
interviewed, She shated that as the Charge
Nurse, it was her responsibility o putthe
magnetic oxygen precautton signs on the doors
on her hatl, for rasidents that required oxygen.
She stated that she couldn * t explain how she
overlocked the task.

3. During an Initial tour of the facility, on 6/26/12
al 8:06 am, Resident #91 was obsarved In her

" room, with

an oxygen concentrator ather pedside. The

FORM CI.!S»’Z&B]’{O?-QQ) Provious Varsons Ohsolelo Evenl [ TORRIT
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machine was turned off, and the doorway was

missing a

NO SMOKING: OXYGEN IN USE, sign.

! On 6282 at 101

| was interviswad.

; magnetic slgns on
in use and thathe does

¢ pm, the Maintenance Director
He siated thal nufses postihe
the doors whenever oxygen is
not monitor this aciivity.
L on 612812 at 6:10 p, the Director of Nursing
 was interviewed. She slaled that they are
supposed to put a sign o» the door when oxygen
.15 in use. She indlcated that she would Investigale
. why the signage was missing.

_ On 6/20/12 at 4:30 pri, Clinical Coordinator was

; interviewed. She stated that she toured the

¢ facility, after the concern regarding (he oxygen

' precaution signs were brought to her altention.

* 'She acknowledged that she found rooms where
oxygen was present thet dig not have a
precaution sign. She stated that magnelic signs
shoulkd be appliad by the nurse at the admission
agsessment and ptaced in the room. whare the
concentrator would gat usad. She folt thaisoma

i of the PRN {as naedad) orders for oXygen |se

i ware overlogked, thus the signs were not placed

! on the doors. She also shared that after one of

their halls was removaled, signs might not have

" heen put back in place.

On 8/29/12 at 6:00 pro, Nurse #1 was
interviawed. She shared that as the Charge
Nurse, it was her responsibility to put the

. magnetic oxygen precaution signs on {he doors

i on her hall, for rgsidents that required oxygen.

| She stated that she couldn * t oxplain how she

. ovatiooked the task.

i

Fa28

i
3
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4. During a tour of the faciiity, on 6/28/12 at 9:15
am, Resident #87 ' s room conlainad an oxygen
concentrator at the bedside, without a NO
SMOKING: OXYGEN 1N USE sign posted on his
door.

, On 6/28/112 at 1:10 pm, he Malntenance Directot

" yas interviawed. He siated that nurses postihe

; magnetic signs on {he doors whenaver oxygen is

; inuse and that he does not monitor {his activity.

1

; On6/28/12 at 5:10 pra, the Director of Nursing

! was interviewed. She statad that they are
supposed lo put a signon the door whoen oxygen
is In use. She indicated that she would investigate
why the signage was miasing.

On 6/29/12 at 4:30 pn, Clinical Coordinator was
intarviewad. She stated that she toured the
facitity, after the concern regarding the oxygen
precaulion signs were brought to her altention.
She acknowledged that she found rooms where
oxygen was prasent {hat did not have @
precaution sigh. She stated that magnetic signs
should be applied by the nurse at the admission
assossment and placad in the room, where the
concentrator would get used. She felt that soms
of Ihe PRN {as needed) orders for oxygen use
wera overlookad, thus the signs were nat placed
on tha daors. She also shared that after one of
thelr haills was renovated, signs mmight not have
bean put back in place.

5. During e four of the facility, on 6126712 at 0:20
am, Resident #176° s room contained an cxygen
concentrator, without & NO SMOXING: OXYGEN
IN USE slgn posted on hls door.
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On 628112 at 1:10 pm, the Malatenance Diresctor
was interviswed. He stated that ntrses post the
magnstic signs on the doors whenever oxygen Is
in use and ihat he does not monitor this activity.

On 6/28/12 at 6:10 pa, the Direclor of Nursing

: was intarviewad. She staled that they are
supposed fo put a sign on the door wheh oxygen

- I3 In use, She indicated that she would Investigaie
" why the signage was missing.

On 8/29/12 at 4:30 pm, Glinical Coordinator was
inlerviewed, She staled thal she loured the
facility, after the concern ragarding the oxygen
pracaulion signs wele brought to her altenlion.
She acknowledged thal she found rooms where
oxygen was present that did not have a
precaution sign. She slated that magnetic signs
should be applied by the nurse at the admission
assessment and placed in the room, where the
concentrator would get used. She felt that some
of the PRN {as neaded) orders for oxygen use
were overlooked, thus the signs were not placed
on the doors. She also shared that after one of
{heir halls was renovated, signs might not have
been pui back in place.

On 6/20f12 at 6:00 pin, Nurse #1 was
interviewed. She shared {hal as the Charge
Nurse, it was her responsiblity to put the
magnetic oxygen precaution sighs on the doors
on her hall, for residents that required oxygen.

_ She stated ihat she couldn’ 1 explain how she

. overlooked the task.

8. During a tour of the faclity, on 6/26/12 at .22

F 328
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am, Reslideni# 177" s room conlained an oxygen
concantrator, without a NO SHMIOKING: OXYGEN
- 1N USE sign posted on her door.

On 6/268/12 at 4:10 pm, {he Maintenance Diractor
was interviewed. He slated that nurses post the
magnetic signs on the doors whenever oxygen Is
in u8e and that he does nol monitor this activity,

: On 6/28/12 at 5:10 prn, the Director of Nursing

{ was interviowed. She statod that they are

| supposed lo put a sign on {he door when oxygen
is in use. She indicated (hat she would investigate

g why the signage was missing.

On 6/20/12 at 4:30 pm, Clinicat Coordinator was
interviewad. She stated that she toured the
{acilily, after the concarn regarding {he oxygen
precaution signs weare brought to her altention.
She acknowledged thal she found rooms where
oxygen was present {hat did not have a
precaulion sign. She stated that magnetlc signs
should be applisd by the nurse at {he admisslon

: asgessment and placed in the room, where the

' concenteator would get used. She fell that some

: of the PRN (as needed) ordars for oxygen use

were overlooked, hus the signs wers nof placed

* on the doors. She also shared thal after one of

' thelr halls was renovaled, signs might not have

: pean put back in place.

On 6/20/12 at 5:00 pm, Nurse #1 was
Interviewed. She shared that as the Charge
Nurse, it was her responsibility to put the

1 magnetic oxygen precaution sighs on the doors

{ on her halt, for residents that required oxygen.

| She stated thal she couldn ' { explain how she

j overlooked the task.

i

F 328,
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F 356 483.30(e) POSTED NURSE STAFFING 1 F 356°
INFORMATION : k3o
ss= INFORMATI STANDARD DISGLAIMER:
Tiis Plan of Correslion Is prepared as &
The facility must post the following Information on necessary  requlirement  for continued
a daily basis: parlicipation !n the Medicare and Medicald
o Facliity name. progranis and does nof, in any manner,
constitute an admisston lo the validity of the
o The current date,
alleged deficlent practice(s).
. 0 The total number and the actual hours worked
i by the following categories of licensed and No residents were specifically Identifled as
unlicensed nursing staff direclly respongible for _ having been affected by lhls alleged deflcient
resident cara per shift . ‘ practice. .
l - Registared nufses. ; ! Per ihose resldenis having ihe potential to b{g)
I - !
i :' tcerlnsed pracﬂca:; nlf" rsgs o;i[ceg\ts?d! : i affected by the same allsged defletont practice,
I vocalional nurses (as defined under State aw). i | the faclily no longer counts the MDS
| - Certified nurse aides. ; 86l

i 0 Resident census.

% The facility must posi the nurse staffing data

* specified above on & daily basis af the beginning
of each shift. Data must be posted as follows:
o Clear and readable format.
o In a prominent place readily accessible to
residants and visitors,

The facility must, upon oral or writien raguest,
make nurse staffing data available to the public
for review at a cost not lo exceed the community
standard.

The factlity must malntain lhe posted dally nurse
staffing dala for a minimum of 48 months, or as
raquired by State law, whichaver Is grealer.

 This REQUIREMENT s not met as evidencad
by:
Based on observaiion, staff posting and
!l interviews, the facility falled to postaccurate Dally
' Facifity Staffing sheets by including the Minimum

H
]

Coordinater in the total and actual hours workefg
calculailonisy for the dally staffing  postin

requirement, The faclilly wiit report  only
reglstered nursing howrs worked by Reglstered
Nurses providing dlract resldent care. :

The Personnel Manager andfor Adminisirator
shall monitor the dally nursing time records
weekly for 4 waeks and monthly thereafier 1o
ensure the hours refaled to the posting
requirement include only hours worked by
Reglsterad  Nurses providing direct resident
care,

The Persomne! Manager shall report any
Inconslstencles In accuracy to the Director of
Nursing andfor Administrator.

t
t
'

12
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F 356 Continued From page 58
Data Set (MDS) nurse who is not involved in

direct resident care In total and actual hours
worked caloulations.

Findings Include:

, On 6/26112 a review of the Daily Faclity Statiing
i sheots from 6/4/12 to 6/26/12 included the MDS
! nurse In the lotal and actual hours worked

il calculations.

| On 6127112, it was noted that the Daily Facllly
t Slaffing shests included the MDS nurse in the
| dally total and actual hours woiked calculations.

On 6128/12, it was noted that the Dally Facility
" Slaffing sheetb included the MDS nurse nthe
. total and actual hours worked caloulations.

On 6/28/12 at 11:50 am, the Director of Nurse
stated she and the MDS nurse were the only
Registered Nurses (RN} employed during the
weak and ihe facilily employses RN "5 to work on
weekends.

On 626112 al 12:00pm, the administeator stated
the MDS nurse was Incoreectly included In the
Daily Facility Staffing shests and would iikely
rasult In a lowering of the total and actual hours
worked calculations for diract resident care.
F 368 4083.35(f) FREQUENGY OF MEALS/SNACKS AT
gget BEDTIME

Each resident recelves and the facility provides at
loasl thrae meals dally, at regular times
comparable to normal mealtimes in tha
communily.

F 356

@ bt e i e AT ettt 4 £ 84

F 368°
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! followlng day, except as provided below.

| The facility must offer snacks al bedtime daily.

i

. When a nousishing snack is provided at bedtims,

. resident group agrees to this meal span, and a
" nourishing snack is served.

* This REQUIREMENT is not mel as evidencad

by

* Based on obsarvalion, record review, resident

+ and slaff inferviews, the facility failed to assure
that 4 of 4 sampled residents (Residents # 72,
#90, #113 and #176) were offered a badlime
snack.

The findings include:

1. Resident #90 was admittsd to the facility on
3/24/09 with the following diagnosis, diabeles
meaifitue lype 11. On the most recent quarterly
Minlmum Daia Set (MDS), 4/10/12 she was
assessed as belng cognitively intact,

- told them that she hasn ' { been getling her

. peanut butter and jelly sandwiches for snack at
| night, for days. The Dietary Manager lold the

: resident, that he would look Into her concern.

During a follow up conversallon with Resident

" up 1o 16 hours may elapse between a substantial
_avening meal and breakfast the followlng day ifa

On 6/27/12 al 9:25 am, Resident #30 approached
Murse #1 and Dlstary Manager at the station and

This Plan of Comeclion Is prepared as a
necessary  requisment  for  conlinued
particpation In the Medicare and Medicald
programs and does nol, In any manner,
constitite an admission lo the validity of the
alleged deficlent practice(s).

! Resident #s 72, 90, 113, and 176 are curLrenli'
' offered a noutishing snack nightly by 2 shifi
Nureing Assislants. :

For fhose residents having the potential lo be
affected by the same alleged deficlent praclice,
the Diefary Manager in-serviced 2l licensed and
eerlified nursing staff on  8/8A12, 811012,
8/12/12, and 8/14/12 on the impotance of
offering nourishing snacks nightly to every
resident. The Dictary Manager also In-serviced
alt cietary sleff on 8/8/12 to ensure that snack
caits are belng prepared nightly and that carls
offer a vadely of snack options to meat the
needs of all residents In-house. (n addlilon,
Nursing Asslstants shall document on the Snack
Verifieation Form {a form used 1o monltor snack
offering to ensure that every resident s belng
offered a snack) fs completed nighly, Nursing
Asslstanle  shall document in the Snack
Verfication Form to ensufe that each resident
elther; 1) received shack 2) refused snack or 3
was unabla or unavailable to recelve a snack.

Dietary Manager will conduct weakly audits to
ensure the accuracy of the Snack Verificallon
Form for 8 weoks and quarterly thereafler by
speaking with residents to ensure that gnacks
are belng offered. As stated In the citalion, tho
licansed nurses shall continug to have access
by key so the Charge Nurse(s) on each shifl
may have aceess to the kitchen during pertods
with the kitchen s locked. (con't) )
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; There must be no more than 14 hours betwaen a
| substantial evening meal and breakfast the STANDARD DISCLAIMER:

8/16/1
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#50 on 6/28/12 at 8:00 am, she stated that lasl m?)?“;f:le"d fn accurecy to tha QA commiltes

night, she received her sandwich. She recalled
{hei it had her name on it and the dale. She
Indicated {hat it was the first fime this week thai
she got an evaning snack. She stated thal for
about a woek, she didn * t receive one and before
then, she would get her sandwich sporadically.

. On 6/28/12 at 09:46 am, a follow up conversation
_was held wilh the Dielary Manager. He siated thal 1
he has a list of residents who get bedlime snacks
and provided the list with the namss of 20
residents. Resident #90 appearad on the list, : ;
indleating o prepare a peanut butter and jelly
sandwlich, howevar sha did not have an assigned
7 pm snack lime, like the others wio yaceived
evening snacks.

On G/29/12 at 11:20 am, Nurse Alde {NA} #0 was
inlerviewed. She stated that she works on night
shift and sometimes Resident #80 would report lo
her that she was hungry and she would teil the
nurse and they would hava to get her a sandwich.

Nurse #1 was interviewed on 6/29/12 at 8:056 pm;

she stated that she was usually still present al

7:00 pm, when the evening shacks arrived on the

hall, She commented that since last year, not

avery resident had snacks prepared for them by

dietary. She shared that tha cooler, only had

snacks for the residents who have orders for

them. Sha polnled out, if a resident wanted a

snack, they could get a snack from the kitchen.

She then added that until this week, she was

uneware that Resldent #90 hadn t received har ! :
: evenlng snack dally. ' .

The Dietary Manager explained on 612912 at
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8:30 pra that he has been in his posilion for two
years and polls restdenis at the tima of their
admission If they daesire an evening snack, if they
indicate that they would fike one, he placad thair
names on his evening snack list. His staff
prepares snacks only for the individuals on this
{lst: however any resident can request a snack al
night. To his knowledge, Resident #30 had only
missed one sandwich this waek for her bedtime

- spack. .

2. Resident # 113 was admitted to the facility on

: B/23/12 with an active diagnasis of diabetes
mslilus typs Il. On the admission MDS, 613012,
he was assassed as belng cognilively infact.

On 627112 af 8:33 pm, Residant #113 staled that
he had not been offerad an svening snack since
he was admilted {o the facility.

On 6/28/12 at 09:45 am, the Dietary Manager

was Interviewed. He stated that he has a Hist of

residents who get bedtime snacks and provided
_the list with the names of 20 residents, Resident
#1123 ' s name was not on the list,

Nurse #1 was interviewed on 6/29/12 at 6:05 pm;
sho slated that she was usually silll present al
7:00 pm, when the evening snacks atrived on the
hall. She commented that since last year, not
every rasident had snacks prepared for them by
dietary. She shared thal the cooler, only had
snacks for the residents who have orders for

. tham. She pointed out, if a resident wantad &

i

! snack, they could get a snack from the kilchen,
1
]

. The Dislary Manager explained on 6/28/12 al
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F 368 Continued From page 64
prepares snacks only for the individuals on this
list; however any resident can request a snack at
night.

F 371 483.35(i) FOOD PROCURE,

$5=E - STORE/PREPARE/SERVE - SANITARY

The facility must -
(1) Procure food from sources approved of
considered satistactory by Faderal, State or lacal
authoritles; and

{2} Store, prapare, distribute and serve food
undsr sanitary conditions

This REQUIREMENT Is not met as svidenced
by:

fasad on ohservalion and staff interview, the
facilly faifed to serve fresh milk, for 1 of 29
sampled residents {Resident #36), discard
explred perishable foods from 2 of 2 refrigerators
In the dietary depariment and failed to change
gloves, after handling contaminated lterns, while
serving food from the steam lable.

The findings include:

1. Resident #90 was admiited to the facility on
3/21/2008. On 6/26/12 al 8:25 am, during an
ohsarvation of the morning meal, it was noled
that Resident #80 had an expired carton of
: non-fat milk on her retdeved food iray that read,
- Bf2312.

On 6/26f12 in an interview with the dietary
manager (DM} at 8:30am, he slated that one

F 368

F 371
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" case of expired mifk was found in the cooler and
was disposed of by the distary slaff, STANDARD DISCLAIMER:
Thls Plan of Correction is prepared as &
2. On6I26/12 at 8:30 am, durng the Initial tour necessary  requirement  for  continue
of the kilchen ths following ilems ware p?rtlcipatlon f(r; :jhe Mecitcmfe and Nxdicalgi
; . programs and does nof, In any manner,
; discﬁ\[;ereg.ulnhl‘he walkin refrigerat;r ‘I'tﬁfﬁ cgns conslitule an admission to the valldity of the
E of whipped light cream, was opened with the dale allaged deflctent practlce(s).
" stamped 6/23/12. In the reach in cooler, 2 carton i :
of cole slaw that was hall emply was dated Resident # 90 currently receives fresh milk, '
sl2om2,
. {  For those resldents having ihe potential lo bb
] affected by the same alteged deficlent practice,
i The dietary m:nager was[ interviewad during the . the Distary Manager In-serviced all dietary staff
[ tour. He staled that the dielary depariment ! on 7/2/12 on prevention of cross-conlamination,
discards perishable foods after 72 hours/3 days i rotallon of stock, and discarding expired stock.
of opening. He stated when feod arrives in thelr ' In addition, Assistant Dietary Manager {ADM)}
department; staff placad a label on the conlainer, will complete a Weekly Inventory Check [Form {a
as well as wrote a date of when it was added to checklist form upon which the ADM shall record
the date{s) upon which explred items were 816/

. the inventory. Once L'  opened and prepated to
« b used as a leflover, a 2nd date should be
added to the container.

A second observation was made in the kitchen on
827112 at 1:30 pm. The whipped light cream was
discarded, as well as the half emply carton of
colestaw. However, a new container of cole sfaw
was placed in the reach in cooler and had the
dale 6/24/12 on it. Gole slaw was listed on the
dinnar menu for 6/27/12.

3. The dinner meat preparation was observed
on 6/27/12 at 4:45 pm. The cook was present, as
well as wo dielary aldes asslsting her with
assembling the trays. The cook was observed to

- wear disposable gloves on both hands. One of

: the ltems on the menu was French fres. The

! cook used her gloved hands to place French fries
on nine plates, before she paused to remove a

discarded) to ensure lhat stock Is belng properly
rotaled and explred items are discarded.

Diglary Manager will monltor the Weekly
Inventory Check Form waekly for 4 weeks and
monthly thereafler lo ensure accurasy In
addiifon, the Dislary Manager will monitor 3
meals a week {one al each meal time) for 4
weeks and monthly hereafter to ensure that
croas-contamination Is helng prevented.

The Dislary Manager shall report  any
inconsistencles in accuracy to ihe QA commiites
monthly.

12
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bag of frozen French fries from the reach in
coolar, and drop into the deep fryer. She was
then observed to lake a can of tomato soup from ;
the shelf, open it and pour it into a bowl, then
resume handling the French fries on the steam

- table, without changing the gloves. She placed

- French fries on one plale, before she was asked

: if the gloves that she wore, were posslbly

; conlaminated.

E The cook responded by removing the viny

g gloves, geiting a new pair and resumed handling .
: the French fries with a metal fong. The . .
* contaminated confenls were discarded. '

On 6/28/12 at 7:30 pm, the dietary manager was
inferviewed. He stated that the cook was
relatively new and that he was continuing to train
her. He shared that ihe cooks normally wear
glovas during food handling. He stated tiat once
the gloves hecome contaminated by either

_ picking up somathing off the floor or golng from

: Ihe steam table to a dirty area, the gloves should

- be changed. His siated that his expectation was

for the cook to use {he tongs to placa the Franch

fries on the dinner plates or to change the gloves

she wore once she had contact with the

appllances and canned good.

F 431 483.60(p), (d), (e) DRUG RECORDS, F 431

s5=p LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or oblain the services of
a llcansad pharmacist who eslablishes a system
of racords of recelpt and disposilion of all
controlled drugs in sufficiant detail to enable an
" accurale reconcilialion; and determines that drug :
: records are in order and that an account of afl i
controlled drugs Is maintained and periodically :
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Drugs and blologlcats used in the facility must be
labsled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the explration date when
applicable.

In acecordance with Stale and Federal laws, the
facillly must store all drugs and biologlcals in
- locked comparlments under proper temperature
controfs, and parmit only authorized parsonne! fo
" have access {o the keys,

The facltity must provide separately locked,
permanently affixed compariments for storage of
conlrolled drugs listed in Schedule Il of the
Comprehansive Drug Abuse Pravention and
Gontrol Act of 1976 and other drugs subject to
abuse, except when the facility uses single unft
package drug distribution systems in which the
quanlily stored Is minimal and a missing dose can
be readily detacted.

This REQUIREMENT is not met as evidenced
by:

Based on observation, lfacilily documentation,
medication label and staff interview, the faclfity
failed to discard expired Insulin and store
unopsned insulin in the refrigerator on 1 of 4
madication carts (600 hall medication cari). The

- facility afso falled 1o lock 1 of 4 madication caris
i {100 halt medication cart} when nol in view by the
* nurse. The findings included:
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F 431 Continued From page 67 | F431"  Eaay
reconcited, :
' STANDARD DISCLAIMER:

This Plan of Coreclion is prepared as a

necessary  requirement for continuad
. paticlpation in the Medicare and Medlcald
¢ programs and does not, m any manner,
i constitute an admission {o he valldily of the
alleged deflclent practice(s).

No residents were specilically identifled as
having been affected by his alleged defictent
praciice. :

For those restdenls having lhe polential lo bé
affected by {he same alleged deflcient praclice,
the Consulting Pharmasist In-serviced all faclhiity
madication staff on 8/13/12 and 8f14/12 on the
proper slorage of drugs, proper discarding of
explred drugs andfor biologloals, and locking the
medication cat,

The Director of Mursing wil! monilor proper
storage of drugs, proper discarding of expired
drugs andfor  blologloals, and locking the
madication cart waekly for 4 weeks and monthly
thereafler. Director of Nursing will monltor by
compleling the Medicallon/Bigloglcals &
Medicalion Cart Observation Worksheet weekly
for 4 wesks and monlhly thereafler {o ensuie
proper storage of drugs, proper disearding of
explred drugs andfor biologicals, and fecking the
madicalion cart focked whon unaftended.

The Direstor of Nursing andfor appropriately
tralned stalf {e.g. llcensed nurse, ward cleik,
elc.). Gonsultant shall repost any Inconsistencles
In accuracy to the QA commiilee menihly. In
addition, the Pharmacy Consultant shall report
any Inconsistancles in accuracy to the QA
committea quarterly.

Bi 164
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1a. In fieu of a policy, the factity provided a copy

of a laminated card posted In each medication

room sntitled, "Expiration Dates to Remember
_"lnsulin at reom temperature Novolin R 30 days
" {opened or unopenad).”

! Observation of the 600 hall medication cart on
; 6128712 at 11:40 AM revaaiad ons Novolin R
¢ (insulin) vial with a date openad of 3/16/12,

g During an interview on 6/28/12 at 11:40 AM,
. Nurse #3 statad tha! the insulin was oo old end

" needad to be discarded,

During an interview witi the Director of Nursing
(DON) on 6/20/12 &l 8:09 PM, she staled that she
expocted nurses te keap up with their own
madication carls. The DON added thal she
periodically chacked the medication rooms but
she would also start checking the carts.

1b. Obsarvation on 6/29/12 at 10:40 AM of the
600 hall medication cart revealed 2 vials of
unopensd Insulin. A label was affixed lo each vial
which read, "Refrigerate until opened.”

During an ifterview on 6/29/12 at 1040 AM,
Medleation Alde #1 Indlcated that she did not
handle insulin harself, but told a nurse when a
resklent needed insulin.

During an Intesview with the Diractor of Nursing
(DON) on 6/29/12 at 8:09 PM, she staled thai she
expected nurses {o keap up with their own cais.
* The DON added thal she pericdically checked the
: madication rooms bul she would also start
: chacking the carls,
2. On 6/28/12 at 5:00pm, while giving resident

F 421
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#14 her medicalions, nurse #2 furned around
. leaving her back {o her madication carl while
; unlocked and unattended

" On 6/28/12 at 5:07pm, whils giving resident #163
her medications, nurse #2 turned around leaving
her back to her medication cart while unfocked

i and upattended,

! Qn 6128/12 al 5:10pm, while giving residant #23
her msdications, nurse #2 urned around leaving

. her back to her medication cart while unlocked

i and unatiended.

On 6/28/42 at 5:16pm in an interview with aurse
#2, she stated she thought if the medlcation cart
was in front of the doonway, she did nothave {o

{ock it

On 6/29/12 al 7:20pm In an interview with the
Director of Nursing, she stated her expectation is
the for medicalion cart o be focked when leaving
the medication cart for any reason.

FORM C}S2567{02-99) Provious Verstons Obsolale Event 1D 70DBH
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K 000 | INITIAL COMMENTS K 0op| K038
STANDARD OISCLAIMER;
Surveyar. 27871 Thla Plan of Comrectlon (s propared as a
This Life Safaly Code(LSC) survay was necazaary requirement for contlnusd
conducted as per The Code of Federal Register parficipation I: gaa Mat{.lfa;u ant; r.:?:lcr:‘aal:l :
. - programa and does not, In an nnor,
at 42 CFR 483.70(a); using l{la Exisiing Haalth conafitute an admlasfon'h tha valfdlty of C? 2 g
Cara section of the L. 8C and ils referanced the allaged deficiant practice(a)
publications. This building is Type [fl-prot. g :
construction, ana story, with a complete No resldenis ware spacifically dentiffed an
autaiatic sprinkler system, Also bullding js using having bean sffectad by this aileged
NCSBC-spacial lacking, daficisnt praclice.
e daficiancias datarmined during the survey The Exl accesa fram main dining room to
are as follows: . | @ publicway has bean remavad,
= i Y Perminslon to remove the exit accesa was
\%g{g NFPA 101 LIFE SAFETY GODE STANDARD K O38| o oy Doty Chiel Fifaeof the
= Pl t Fire Dopan L
Exit accesa Is aranged so that exits are readily nohuret Fire Dope Tmm
acceasibla al all imes in accordance with section To onaure thal this alleged deflcient
7.1, 1921 practice does not recur, the Dltectar of
‘ Malnfanance has removed the signage to
angure that {t Is not considered ap exit’
accoss and has avsessed all ather exit
pathways to ansure (hay tarminale Into a
publlcally accassibla way.
Thia STANDARD is not me} a8 evidenced by: The Diractor of Malntenance will report any |
Surveyor. 27871 inconsistenclen In accuracy fo the Quality
Hased on obaervations and staff Interview at Assurancs Gommittee quarterly.
approximately 11:30 am onward, the following
ftarna ware noncompliant, specific findings axit
accaess was not a 3olld path (easily maintained in
Inclemant weather) to a public way from main
| dinting room, ‘ : : Ko4s
STANDARD DISCLAIMER:
42 CFR 483.70(a)
FI G ! d
wés NFPA 101 LIFE SAFETY CODE STANDARD KO4S|  potsasary - ronsbomant o s
$3=D . ) partliclpation in the Medicare and Medlcald
liumination of mearns of agrags, including exit programs and does not, In any mannar,
discharge, Iy arrangad so that failure of any single copatiiute an admission to the valldity of
thting fixtura (bulb) will nat laave e area in the alleged deficient practica(s). (con't)
HORATO lnecm% PROVIDERSUPPLIER REPRESENTATIVE S SIGNATURE T {x0) DAYE
'MT,%%& Fhmistrine CI[‘B?!?L

y deflcluncy statermant andlng with 2n wstedak {7 danotes a dofiglen
ar 3aloguards proviis suliclant prolection Io the patlants,
owing the date of survay whethwr or nat @ plan of carreciion jx provided. For sunalng home, the abave findlngs and plany of corractlon are divcios

i» fallowing Ihw date thase documenls are made zvaiinbis to e facithy, i deficinncles are cited, an appraved plan of correction iy raquisile to continuad

geam participetion.

&y which the Inatiution nray bo sxcuasd fom carracting providing it i datemminad that
{Soa Instructions.) Exespt for nuraing homes, the findings staled above are disciosayie 90 days

wbis {4
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{con't)
K 045 | Continued From page 1 K 045] No residents were Identifiad as having

been affected by the same alleged

darkness, (Thls does not refer to emergency deflclent practlos

lighting In accordance with seclion 7.8.)  19.2.8
Dlrector of Malntenance instalied fixtures
wired to the generator circuit in the llbrary
on 600 Hali fo ensure that coniinuous 24- o/8/12
hour lighting ls provided,

This STANDARD s not met as evidenced by:

Surveyor: 27871 To ensure that this alleged daficient

Based on observations and staff interview at practice does not recur, the Director of
approximately 11:30 am onward, the following Maintenance has Installed fixtures wired to
item were noncompliant, specific findings include: :g" 99“;“3'0" Céilgf ﬁ"? ':V'i" elﬂsure that
the loss an normal power In library room leaves rugc?]ggi :;"“5 our lighting Is properly

area In darknass on 600 hall
The Dirsctor of Maintenance will report any

42 CFR 483.70(a) Inconsistencles in accuracy to the Quality
K 066 | NFPA 101 LIFE SAFETY CODE STANDARD: K 086] Assurance Commiltee quarterly.
SS=E
if there is an automatic sprinkler system, It is K058
installed In accordance with NFPA 13, Standard .
for the Instailation of Sprinkler Systems, to ?;g”g:fgfnéﬁgsgmf'; prepared as s
provide compiete coverage for all portions of the necessary requirement for  continued
bullding. The system Is properly malintained In participation In the Medicare and Medicald
accordance with NFPA 25, Standard for the programs and does not, In any manner,
Inspaction, Testing, and Maintenance of constitute an admission fo the validity of
Water-Based Fire Protection Systems. It Is fully the allaged deficlent practice(s).
supervised. There I8 a rellable, adequate water )
supply for the system. Required sprinkler : E:vfs;‘g:g:‘saw;ef ° :g%?figg'?aiieeﬂg{::ge?
systems are eqiipped w;tt: water flow and tamper deficlant practice, Faclilty s scheduled for 012812
switches, which are electrically connected to the a 3-year full flow trip test with the
building fire alarm system.  19.3.5 Company's sprinkler servica vendor. In

addition, the facility Is scheduled fo have a
5-year obstruction Investigation completed
by the Company’s sprinkler service vendor,

To ensure that this alleged deficient

This STANDARD s not met as evidenced by:
practice does not recur, the Diractor of

Surveyor: 27871 Mal I
Based on observations and staff Interview at "ofvnt‘:"?é‘:t"a“: d’ gheurs {Saltn':hﬁ 3-year ful
approximately 11:30 am onward, the foliowing (con.t)p year obsiruclton

Evont I0: 700821 Facility ID: 923403 If continuation sheat Page 2 of §
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K 056 | Continued From page 2 K osg] {cont)
it lant ific findi Investigation  are  completed  and
ems were noncompllant, specific findings subsequent  lests/lnvestigations  are
include: facllity could not provide proper scheduled with the vendor accordingly.
documentation that sprinkler system has had 3 _
year full flow trip test and 5 year obstruction The Director of Maintanance will report any
investigation, . inconsistencies In accuracy to the Quality
Assurance Committes quarisrly,
42 GFR 483.70(a)
K 068 | NFPA 101 LIFE SAFETY CODE STANDARD Koea} Koee
§S=€ STANDARD DISCLAIMER:

Smoking regulations are adopted and include no
less than the following provisions:

(1) Smaoking Is prohibited In any room, ward, or
compartment where flammable liquids,
combustible gases, or oxygen Is used or stored
and in any other hazardous location, and such
area is posted with signs that read NO SMOKING
or with the International symbol for no smoking.

(2) Smaking by patients classified as not
responsible Is prohiblted, except when under
direct supervision.

(3) Ashtrays of nancombustible material and safe
design are provided in alf areas whare smoking is

permitted,

(4) Metal cantainers with self-closing cover
devices into which ashtrays can be amptied are
readily available to all areas where smoking is
permilted.  19.7.4

This STANDARD is not met as evidenced by:
Surveyor: 27871

This Plan of Carrection Is preparsd as a
necessary requirement for
pariicipation in the Medicare and Madicald
pragrama and doas not, in any manner,
conalitute an admission to the validity of
the alleged deficient practice(s),

No residents were speciﬂcally—-idenﬂﬂad as
having been affected by the allegad
deficient practice. .

Salf-closing metal containers have baen
provided on 09/07/12 and are readily
avallable In alf areas where smoking is
permilted, In addition, nongcombustible
ashirays have been purchased and are
readlly avallatle in all areas.whare
smoking is permitied,

practice does not racur, the Direclor of
Maintenance andfor his dasignees will
moniter to ensure that containers are
readlly avallable In all areas where
smaking s permitted by compleling an
audil to verify the items’ presence waekly
for 1 week and monthly thereafter,

Tha Director of Maintenance wiil repor! any
syslem failures quarterly to the Quailty
Assuranca  Commiltee  for  further
avaluation.

continued -

To ensure that this alleged deficient -

9/28M12

ORM CM8.2567(02-99) Pravious Versions Obsolate
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Continued From page 3 K 086

Based on obsarvations and staff interview at

approximately 11:30 am onward, the following

items wera noncompliant, specific findings

Include: area for rasidents smoking did not have

proper ash frays nor self closing metal container.

42 CFR 483.70(a)

NFPA 101 LIFE SAFETY CODE STANDARD K067| kos7

Heating, ventilating, and air conditioning comply STANDARD DISCLAIMER:

with the provisions of section 9.2 and are Installed This Plan of Correction Is prepared as a

in accordance with the manufacturer's ::ﬁﬁ;:%n ;r: ?ﬁg"n}"ﬁéarfénacﬁgﬂ?c‘ﬁg

igesci:;iczatfons. 19.6.2.1, 9.2, NFPA 904, programs and does not, in any manner,

Tt conslilule an admlssion te the validity of

the ai_legad deficlent practice(s). .
No resldents were specifically identifled as | o812

This STANDARD s not met as evidenced by: having baen affected by this allegad

Surveyor: 27871 deficlent practica,

Based on observations and staff interview at Al firelsmoke dampars In facilty have

approximately 11:30 am onward, the following

iterns were noncompliant, specific findings gs;g 5’;";?1”(,9:,2;2?3"“ to remove any

Include: fire/smoke damper in service hallway has ' _

excess lent build up on damper. To ensure that this alleged deficlent |
practice does not recur, the Director of ;

42 CFR 483.70(a) Maintenance andfor his designea will

NFPA 101 LIFE SAFETY CODE STANDARD K 07| monitar the flre/smoke dampers weekly for

7 one month and monthly thereafter lo

Medical gas storage and administration areas are gﬂ;gf that the dampers are free from any

protected in accordance with NFPA 99, P

Standards for Health Care Facilities, The Diractor of Maintenance will report any
Inconsistencies in accuracy to the Quality

(a) Oxygen storage locations of greater than Assurance Committee quarterly.

3,000 cu.ft. are enclosed by a one-hour

separation,

(b) Locatlons for supply systems of greater than

Event |D: 700821 Facllity ID: 923403 If conlinuatlon shaet Page 4 of 5
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but not fimited to: 1) Keeping smpty and
full oxygen cylinders separated, and 2)
Storing empty and i oxygen cyfinders in
the appropriate Jocations, Additionally, ihe
Malntenance Director shatt compiete a
weekly inspection/aydit of Oxygen storage
weakly for 4 weeks and menthly thersafter
to ansure full and ampty cylindars are not
comingled,

The Director of Nursing and/or designee
will routinely inspect the Oxygen storagae lo
onsure thal oxygen cylinders are being
stored praperly. The Dirgctor of Nursing
will report any Inconslstencies in accuracy
to the Qualty Assurance Commitiee
Quarterly,
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K 076 | Continued From age 4 K KO8
pag . 078| sTANDARD DISCLAIMER:
3,000 cu.. are ventad to the outside. NFPA 99 This Plan of Correction is prepared as a
4.3.1.1.2, 19.3.2.4 necessary requirement for continued
participation in the Madicare and Medicaid
programs and doss not, In any manner,
constitute an admission to the validity of
the alleged deficlent practice(s),
No rasidents were specifically Identifed as
This STANDARD s not mat as evidenced by: having been affectad by the same alleged
Surveyor: 27871 deficlent praclice,
Based on observations and staff interview at
approximately 11:30 am onward, the following All oxygen tanks have been separated to
ltems were noncompiiant, specific findings GTSUfrBI !hal: c;mpty cgli;:dersbare nr;l mlﬁd
include: both rooms used for oXygen storage(200 ;’:;ha u 'rgyrgt:’;ofé’m ave baen placed In
and 500 hall) had mix emnpty with full cylinders, Pprop ’
To ensure that thig alleged deficlent
42 CFR 483.70(a) practice does not recur, the Director of
Maintenance installed Separated storage
enclosures {o ensure that empty and full
cylinders are stored separately. In addition,
the Diractor of Nursing wili in-service
nursing staff on oxygen storage Including 0/28/12

JRM CMS-2567(02-99) Pravious Versions Obsolgla
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