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

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

This REQUIREMENT is not met as evidenced
by:

Based on cbservations, record reviews, and staff
interviews the facility failed to develop a
comprehensive care plan that addressed the
current dental and feeding assessments,
elopement risk, and body alarm stafus of 2 of 18
residents sampled. (Residents # 113, #56})

Findings included:

An unannounced annual survey and complaint

the statement of deficiency. The facility reserves all rights 1o conlest
the deficienciss, findings, conchustons and actions of the Agency. This

Plan of Costection (and the attached documents) also firnctions as the
facility"s credibie allegation of compliance

Tag F280
#1 (Dentures)
For Resident #113;

*

Care Plan for potential for weight
loss updated by MDS Coordinator on
9/13/12 to reflect that resident no
longer wears denfures.

Resident Care Guide reviewed and
updated, if applicable, by MDS
Coordinator on 9/13/12.

For Resident #113 and ali other in-house
residents:

Audit completed by DON/Designee
of all in-house residents to determine
current use of dentures.

Care Plans of all in-house residents
audited and updated, if applicable,
by DON/MDS Designee as related to
current denture use.

Resident Care Guides for all in-
house residenis audited and updated
by MDS/DON/Designee as related to
current denture use.

#1 (Feeding)
For Resident #113:

Care Plan for potential for weight
loss updated by MDS Coordinator on
9/13/12 to reflect that resident is
totally dependent for feeding as per
most recent MDS.

Resident Care Guide reviewed and
updated, if applicable, by MDS

investigation was conducted at the facility on _ Coordinator on 9/13/12.
September 10 - 13, 2012, (continned on next page)
me RECTOR'S OR PROVIRER/SUPPLIER REPRESENTATIVE'S SIGNATURE FITLE (5 DAT
At O R Vond D/3//

T

Any d%iency stalernent ending with an asterisk (*} denotes a deficiency which the institution may be excused from correcting providing il is determined that
other sateguards provide sufficient protection 1o the patients. (See instructions.) Except for nursing homes, the findings slated above are disclosable 90 days
following the date of supvey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foilowing the date ihese documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite 1o contiaued

program participation,

FORM CMS-2567(02-59) Previous Versfons Gbsolete

EventiD:ECCItE

Facility 1D: 923208

[t continuation sheet Page 1 of 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES

FCORROAY
D

P
ft' iy
i

X,

“ 7N PRINTED: 09/25/2012
Y . 2% FORM APPROVED

SN L
CENTERS FOR MEDICARE & MEDICAID SERVICES ‘!e L OMB NO, 0038-9391
= " N ki
STATEMENT OF DEFICIENCIES X1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUGTIDH I’ Vi @ o) D}mz SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: R i ir | COMPLETED
A.BUILDING [ 4 IR
G !\l o L '.__(
B. WINI AN
346348 O , 09/13/2042
NAME OF PRCVIDER OR SUPPLIER STREET ADDRESS, CITY, STA‘{E, ;EP‘,CO‘DE_‘\ e
2778 COUNTRY CLUB DRIVE ~ &7 10
WOODBURY WELLNESS CENTER INGC
HAMPSTEAD, NC 28443
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF CORRECTION ®5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE BATE
DEFICIENCY)

Preparation and submission of this plan of commection is in fesponse to

: the CMS Form 2567 froen the 0/13/12 survey. It does not eonstitute

F 280 | Continued From page 1 F 280|  ansgresment os admission by Woodbusy Wellness Center ofthe truth

1. Resident # 113 was admitted to the facility on
10715110 with a readmission on 7/1/11. He had
cumulative diagnoses which included advanced
dementia, recurrent aspiration pneumonia, acute
raspiratory failure, and dysphagia.

The resident was observed being fed by staff in
his room for all meals during the survey.

A review of the resident's Quarterly Minimum
Data Set (MDS) assessment dated 7/13/12
revealed the resident had severely impaired
decislon making skills, was totally dependant on
staff for all areas of daily care, and was non
ambulatory. Resident # 113 could rarely
understand or be understood, His speech was
garbled and staff had to anticipate his needs. The
resident had a steady decline in weight due fo
disease process.

A review of the resident's comprehensive care
plan last reviewed on 7/18/12 indicated the
resident was af risk for weight loss. Interventions
care planned for Resident #113 included: top
denture plate in every morning and make sure it
is in for all meals; provalue cup with all meals /
divided tray with all meals to increase self
feeding; assist resident o eat.

A review of Resident #113's care guide posted
inside his closet door did not list dentures. The
care guide indicated the resident required feeding
by staff.

An interview was conducted with Nursing
Assistant (NA) #1 on 9/13/12 at 9:05 AM while he
was feeding Resident #113. The NA reported he

ofthe facts alleged of of the comectness of the conclusions stated on
the statement of deficiency. The Racility seserves all rights to contest
the deficiencies, findings, conchusions and actions ofthe Agency. This
Phan of Comection (and the attached documants) also fanctions as the
Facility"s credible allegation of compliancs

(continued from previous page)

For Resident #113 and all other in-house
restdents:

s Audit completed by DON/Designee
of all in-house residents most recent
MDS to determine coding of
Eating/Seif Performance (GO110
H1).

¢  Care Plans of all in-house residents
audited and updated, if applicable,
by DON/Designee as related to
current Eating/Self Performance
MDS coding.

o Resident Care Guides for al} in-
honse residents audited and updated
by DON/Designee as related to
current Eating/Self Performance
MDS coding.

#2 (elopement risk)

For Resident #113:

e  Care Plan for potential for
elopement was DC*d on 9/13/12 by
MDS Coordinator as resident is 110
longer an elopement risk and does
not have current physician order for
a wander guard.

s Resident Care Guide reviewed and
updated, if applicable, by MDS
Coordinator on 9/13/12.

(continued on next page)
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had baen working at the facility for 4 months and
he had fed the resident every meal on his shifts.
He indicated the resident could not feed himself.
The NA stated the resident had a fop denture
plate but could not wear it. NA#1 revealed if staff
put the dentures in the resident's mouth he would
not open his mouth any more to be fed or to
drink. The NA indicated the dentures made the
resident's mouth bleed in two places.

An interview was conducted with NA #2 on
/13112 at 9:25 AM. She stated she did not think
the resident had dentures. The NA revealed she
fed the resident all meals when he was assigned
fo her.

During an interview with the Unit Coordinator on
9/13/12 at 9:45 AM she stated the resident had
been a total feed by staff for a least six months.
She reveafed the resident could not wear
dentures due to mouth sores.

An interview was conducted with the MDS
Coordinator on 9/13/12 at 10:06 AM. She stated
the change in the resident's feeding status and
inability fo wear his dentures should have come
up during the interdisciplinary team / care plan
meeting that was held quarterly. She indicated
nursing should have presented tha information at
the meeting so the care plan could have been
updated.

An interview was conducted with the
Administrator on 9/13/12 at 11:256 AM. She
stated it was her expectation all facility residents
would have an accurate and updated care plan
based on their current health status at all times,

the CMS Form 2567 fror tha 09/13/12 survey. It does not constiute
an agreement of gdmission by Woodbury Wellness Center of the tnuth
of the facts alfeped of of the comectness of the conclusions stafed on
the statement of deficiency. The facility reservas all ights to contest
the deficiencies, findings, conchisions and actions of the Agency. This
Pian of Comection (and the altached documents) aleo finetions as the
facility’s credible allegation of comphance

For Resident #113 and all other in-house
residents:

For Resident #36

{continued on next page)

(continued from previous page)

Care Plans of ail in-house residents
to be audited and updated, if
applicable, by DON/Designee as
related to current elopement risk
status and current physicians orders
related to elopement risk to ensure
accuracy

Resident Care Guides for all in-
house residents to be audited and
updated by DON/Designee as related
to current elopement risk status and
current physicians ordets related to
elopement risk to ensure accuracy.

#3 (body alarm status)

Updated Fall Risk Assessment
completed by MDS Coordinator on
9/13/12.

Physicians order received on 9/13/12
to DC PBA based on updated Fall
Risk Assessment, resident status and
no recent history of falls.

Care Plan for Activities for Daily
Living updaied by MDS Coordinator
on 9/13/12 to reflect DC of PBA.
Resident Care Guide reviewed and
updated, if applicable, by MDS
Coordinator on 9/13/12.
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2. Resident # 113 was admitted to the facility on
10/15/10 with a readmission on 7/4/11. He had
cumulative diagnoses which included advanced
dementia, recurrent aspiration pneumonia, acute
resplratory failure, and dysphagia.

The resident was observed to be in his room
either in bed or in a reclining chair throughout the
survey.

A review of the resident's Quarterly Minimum
Data Set (MDS) assessment dated 7/13/12
revealed the resident had severely impaired
decision making skills, was totally dependent on
staff for all areas of daily care, and was non
ambulatory. Resident # 113 could rarely
understand or be understood. His speech was
garbled and staff had to anticipate his needs. The
resident had impaired range of motion on one
side of his body and he received services from
Occupational Therapy and Restorative Staff. The
resident was dependent on staff for locomotion.

A review of the resident's care plan revised on
711812 revealed the resident was care planned
for risk of elopement. Interventions listed
included frequent visual checks, to apply and
maintain Wanderguard on [eft wrist, to redirect
resident when wandering, to counsel resident on
wandering, and to ensure name and picture were
on list of wanderers.

A review of Resident #113's medical record
revealed a doctor's order to discontinue the
Wanderguard on 1/25/12,

An interview was conducted with Nursing
Assistant (NA) #1 on 9/13/12 at 9:05 AM. He

of the facts alleged or of the cormectness of the conclusions stated on
the statement of deficiency. The facility reserves all rights to contest
the deficiencies, findings, conefusions and actions of the Agency, This
Plan of Comection {and the attached documents) elso functions as the
facllitys ceedible allegation of compliance

(continued from previous page)

For Resident #56 and all other in-house

residents.

Far Resident #113, #56, all in-house
residents, and all future residents:

(continued on next page)
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Audit completed by DON/Designee
of all in-house residents to ensure
PBA’s are in place as ordered by
physician and body alarm status is
appropriate based on resident status
and fall history.

Care Plans of all in-house residents
audited and updated, if applicable,
by MDS/DON/Designee as related to
body alarm status and physicians
orders to ensure accuracy.

Resident Care Guides for all in-
house residents audited and updated
by DON/Designee as related to
current body alarm status o ensure
Aecuracy.

Comprehensive care plans to be
completed by Care Plan TeanyMDS
Coordinator on Admission and
reviewed by same with updates at
least quarterly and with a significant
change to include assessment of
denture use, feeding status,
elopemment risk and body alarm
status, with update to Resident Care
Guide, if applicable.

Care Plan Team/MDS Couvrdinator
inserviced by Nurse Consultant on
10/3/12 regarding care plan process
to include updating and accuracy of
care plans and resident care guide.
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stated the resident had a body alarm but did not
wear a Wanderguard. He indicated he had
worked with the resident for four months and
Resident #113 had not had a Wanderguard on
during that time.

During an interview with the Unit Coordinator on
9/13/12 at 9:45 AM she stated the resident was
bed bound now and only got up in a reclining
chair. She indicated the resident could not
ambulate nor propel himself in a whesichair. She
revealed he was no fonger an elopement risk and
did not wear a wanderguard.

The Diractor of Nursing (DON) stated in an
interview on 9/13/12 at 11:40 AM,

"He is not going to elope.” She indicated the
resident was no longer physically capable of
eloping and no longer wore a Wanderguard.

An Interview was conducted with the facility
Administrator on 97/13/12 at 11;25 AM. She siated
Rasident #113 was not an elopement risk due to
medical condition. She stated it was her
expectation all facility residents would have an
accurate and updated care plan based on their
current health status.

3, Resident #58 was admitted to the facility on
06/24/10 and had diagnoses including
Cerebrovascular Accident (CVA} with Right
Hemiparesis.

The Annual Minimum Data Set (MDS}

the CMS Forms 2567 from the §9/13/12 survey. [t does not constitute
an agreement oradmission by Woodtury Weltness Center of the truth
of the facts alieged or of the comeciness of the conchusions stated on
the statement of deficiency. The t.'ac:hty reserves all rights to contest
the deficiencies

-onctusions and actions of the Agency. This

findings,
Plan of Correction {and the attached documents) also fuctions as the
facility’s credible allegation ol’comphame

(continued from previous page)

{continued on next page}

All nursing staff inserviced by
DON/Designee on 10/3/12 regarding
importance of reporting of any
changes in resident status, to include
denture use, feeding status,
elopement risk and bedy alarm
status, {o Care Plan Team/MDS
Coordinator. Any nursing staff not
inserviced on this date will be
inserviced by DON/Designee in
person or via phone by 10/11/12,
(Care Plan} Audit Tool developed by
DON/Designee on 10/2/12 to include
random selection and audit of at feast
four in-house Resident Care Plans
and correlating Resident Care Guides
for review of current denture use,
feeding status, elopement risk and
body alarm status with reporting of
any discrepancies to Care Plan
Team/MDS Ceordinator for update.
Charge Nurses in serviced by
DON/Designee on 10/3/12 en (Care
Plan) Andit Tool.

(Care Plan) Andit Tool to be
completed two times weekly for four
weeks, then weekly for four weeks
by Charge Nurse or DON/Designee.
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Assessment dated 05/24/12 showed that the
resident had moderate cognitive impairment and
required extensive assistance with transfers. The
MDS showad that the resident’s upper and lower
extremities had impairment on one side. The
MDS showed that the resident had no falls since
the last assessment and received no Physical or
Occupational Therapy.

The Care Area Assessment {CAA) for Cognitive
Loss dated 06/02/11 showed that the resident
was intermittently disoriented to person, place
and time and had short ferm memory problems.
The CAA showed that the resident had impaired
cognitive status and function due fo the CVA. The
CAA for Falls dated 06/02/11 showed that the
resident had been free from falls since the last
assessment. The CAA showed that the resident
was unable to ambulate independently and that
staff encouraged her to call for assistance with all
transfers. The MDS stated that the resident had a
personal body alarm for safety and to alert staif
when she attempted to get up without assistance.

The resident's Care Plan updated 07/19/12
showed that the resident had impaired thought
processes with intermittent disorlentation and
confusion. The Care Plan for activilies of daily
living showed that the resident had impaired  °
mobility and required extensive assistance with all
activities of daily tiving. Among the interventions
was for the resident to have a personal body
alarm while up in the chair.

The Resident Care Guide posted on the inside of
the resident's closet showed that the resident had
weakness of her right arm and both legs. The

section titled Falls included a place to check if the

deficiency. The facility reserves alt rights to contest the
deficiencies, findings, conclusions and actions of the Agency.
‘Phis Plan of Comrection (and the atlached documents) also
functions as the facility™s credible allegation of complianes

(continued from previcus page)

« Random auditing of residents as
related to denture use, feeding status,
elopement risk and body alanm status
to be compleied by DON/Designee
weekly times four weeks and
monthly times two months.
Thereafter, (Care Plant) Audit Tool
will be audited monthly by the

.Charge Nurse or DON/Designee to
ensure Care Plan and Resident Care
Guide are aceurate and appropriate
as related to denture use, feeding
siatus, elopement risk and body
alarm status. Care Plan and Resident
Care Guide will be updated by MDS3
Coordinator if indicated.

e  Results of (Care Plan) Audit Tool
and random audits to be reviewed in
next scheduled Quality Management
Commiitee Meeting and again the
following quarter, with
determination at that time for need of
continued monitoring.

s COMPLETION DATE: 10/11/12

(continued on next page)
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resident had an alarm and the type of alarm. This
section did not include information that the
resident had an afarm.

A review of the physician's monthly orders dated
September, 2012 revealed an order dated
02+i5/11 for the resident to have a personal body
alarm (PBA) while up in the chair.

A review of the resident's medication
administration record dated 09/01/12 through
09/30/12 showed that the resident was o have a
personal body alarm whife up in the chair,

On 09/13/12 at 10:30 AM, Resident #56 was
observed sitting in a wheelchair in her room.
There was not a personal body alarm on the
resident or the chair.

On 09/13/12 at 10:45 AM an interview was
conducted with the Assistant Director of Nursing
{ADON) and Nurse #1, The ADON stated that
there was an order for a PBA and it was on the
current care plan. The ADON stated that the PBA
was not on the Resident Care Guide so the
nursing assistants would not be looking for one.
The ADON stated that he went to the resident's
room and the resident did not have a PBA. Nurse -
#1 stated that the resident had not had any falls
since the first of the year, The NA assigned to the
resident joined the inferview and stated that the
resident did not have a PBA and that she did not
remember the resident ever having one. The NA
stated that the resident did not try to get up
unassisted and she rang her call bell when she
needed to go to the bathroom. The ADON
instructed Nurse #1 to complete a falls
assessment on the resident to see If the PBA

F 280

FORM CMS-2567(02-99) Previous Versions Obsolele Event ID:ECCHT

Facility ID; 923206 if contirsation sheet Page 7 ¢f 12




PRINTED: 09/25/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {(2) MULTEPLE CONSTRUCTION {43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING ©
345349 ) 09/13/2012
MARE OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZiF CODE
2778 CO ¥ CLUB DR
WOODBURY WELLNESS CENTER ING 78 COUNTR Ve
HAMPSTEAD, NC 28443
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o6
PREEI {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
£ 280 | Continued From page 7 F 280

couid be discontinued.

On 09/13/12 11:07 AM, MDS Nurse #1 stated in
an interview that at one fime the residentwould
take her oxygen off and try to get up and a PBA
was put on the resident. The MDS Nurse stated
that when a decision was made to disconiinue a
PBA an order was writien to discontinue the
alam and the MDS Nurses would get the yellow
copy of the order and the MDS nurse would
update the care plan and the care guide. She
stated she was not sure where the breakdown
was but maybe the order did not get written and
passed on to the MDS nurses.

On 08/13/12 at 11:16 AM the ADON stated that a
fall assessment had been done, the resident was
no fonger at risk for falls and the physician would
be notified for an order to discontinue the PBA.

F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315
558=p | RESTORE BLADDER

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
wha is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible,

This REQUIREMENT Is not met as evidenced
by:

Based on record review, observations and staff
interviews the facitity failed to provide catheter

FORM CMS-2567{02-99) Previous Versions Obsolels Event ID;ECC111 Facility 1D; 923206 If continuation sheet Page 8of 12
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care for a resident after an incontinent episode
for 1 of 1 resident's observed during incontinence
care {Resident #114).

The findings include:

Resident #114 was admitted to the facility on
11/04/10, re-admitted to the facility on 09/06/12
and had diagnoses including Neurcgenic Bladder.

The Annual Minimum Data Set (MDS)
Assessment dated 07/30/12 showed that the
rasident had moderate cognitive impairment. The
MDS showed that the resident required extensive
assistance for bed mobility, toileting and personal
hygiene.

The Care Area Assessment (CAA) for activities of
daily living dated 08/10/12 showed that the
resident was frequently incontinent of bowel and
bladdar and had an indwelling urinary catheter.
The CAA for urinary incontinence showed that the
resident was frequently incontinent of bowel and
bladder and had an indwelling urinary catheter.

The Resident Care Guide dated 09/05/12 posted
inside the resident's closet door under Toileting
Program instructed staff to provide catheter care
every shift and as needed.

The facility policy titted Catheter Care, Urinary,
dated September 2005, under Steps in the
Procedure read: "For the male: cleanse around
the meatus. Cleanse and rinse the catheter from
insertion site to approximately four inches
outward,"”

On 09/12/12 at 9:47 AM the treatment nurse was

the statereent of deficiency. The Facility feserves all rights to contest
the deficiencies, findings, conclusions and actions of the Agency. This
Plan of Comection {and th attached documents} also furictions as the
factlity®s cradible allegation of comphiance

(continued from previous page)

Tag F315
For Resident #114:

¢  Director of Nursing provided
additional incontinent care for
resident on 9/12/12 following
observation, to include catheter cate.

s  TIn-service of direct care staff on
facility Policy and Procedure for
Catheter Care initiated on 9/12/12,

For Resident #114 and ali others:

¢ In-service of all direct care staff by
DON/Designee on 9/12/12 and
10/3/12 on facility Catheter Care
Policy and Procedures, fo include
administration of catheter care with
each incontinent episode. Any staff
not in serviced on this date wilt be in
serviced in person or via phone by
DON/Designee by 10/11/12.

¢  Catheter Care Audit Tool developed
by DON/Designee on 10/2/12 to
include observation of incontinent
eare with catheter care.

e Charge Nurses in serviced by
DON/Designee on 10/3/12 on
facility Catheter Care Policy and
Procedure and (Catheter Care) Audit
Tool.

e  (Catheter Care) Audit Tool to be
completed two times weekly for four
weeks, then weekly for four weeks
by Charge Nurse or DON/Designee.

{continued on next page)

STATEMENT OF DEFICIENCIES {04} PROVIDER/SUPPLIER/CLIA £X2) MULTIPLE CONSTRUECTION {X3) DATE SURVEY
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A BUILDING
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION "8
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
Prepamtionand ion afibis nlan of comectinn iz in resnones in
the CMS Form 2567 from the 09/13/12 survey. it does not constitute
. an agresnuent of admission by Woodbury Wellness Center of the truth
F 315 ; Continued From page 8 E315| ofthe facts alleged o of the correctress of the conclusions stated on
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%43 1D SUMMARY STATEMENT OF DEFICIENCIES is} PROVIDER'S PLAN OF CORREGTION o5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 315 | Continued From page 9 F 315|  Preparation and submission of this plan of comection is In response to

ohservad to provide wound care for Resident
#114. The nurse was observed to turn the
resident over on his left side and a large amount

of liguid, brown stool was observed on the

resident's butiocks and linens. Nursing Assistant
{NA) #2 was observed to use a towel with soap
and water to clean the resident's buttocks,
per-rectal area and inner thighs. The NA turned
the resident over onto his back and the NA
continuad to clean stool from the resident's groin
areg, inner thighs and scrotum. The resident was
observed fo have an indwelling urinary catheter.
The NA did not clean around the urinary meatus
{catheter insertion site) and did not clean the
catheter tubing. There was no visibte stool on
these areas.

On 09/12/42 at 10;19 an interview was conducted
with NA #2. When the NA was asked if catheter
care was done, the NA stated: "l wiped it off."

On 09712742 at 10:41 AN the Treatment Nurse
stated in an interview that the NA should have
cleaned the penis, around the head of the penis
and the catheter tubing. The Nurse stated that
she had stepped out of the room and did not
observe the care. The Nurse stated that if she
had seen the care she would have corrected the
NA at that time.

An interview was conducted with the Director of
Nursing {DON) and the Assistant Director of
Nursing (ADON) on 09/12/12 at 10:61 AM. The
DON stated that she would expect the area to be
cleaned with soap and water. The ADON stated
that with liquid stool there was the possibility of
droplet contamination and the area should have
been cleaned.

the M8 Form 2567 from the 09/13/12 swivay. Tt does not constitute
an agreement of admission by Woodbury Wellness Center of the trath
of the facts atleged or of the coectness of the conclusions stated on
the statement of deficieney. The facility reserves all rights to contest
the deficiencics, findings, conclusions and actions of the Agency. This
Plan of Correction {and the attached documents} also functions a5 the
fhcility’s eredible allegation of compliancs

{continued from previous page)

e  Random anditing of incontinent
care/catheter care of residents with
indwelling Catheter to be completed
by DON/Designee weekly times four
weeks and monthly times two
meonths. Thereafter, the (Catheter
Care) Audit Tool will be audited
meonihly by the Charge Nurse or
DON/Designee and one resident with
a catheter needing incontinent care
will be directly observed by the
Charge Nurse/DON/Designee. This
will ensure Care Plan, Resident Care
Guide and proper Catheter care are
accurate and appropriate as related to
correct Catheter care for all residents
with a catheter have catheter care
with each incontinent episode.

»  Results of (Catheter Care) Andit
Tool and random audits to be
reviewed in next scheduled Quality
Management Committee Meeting
and again the following quarter, with
determination at that time for need of
continued monitoring.

+ COMPLETION DATE: 10/i1/12

(contimied on next page)
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Preparation and submission of this of correcti in es) io
- - - the CMS Form 2567 from the 09/EX12 survey. 1t does not constitute g
an agresment or admission by Woodtury Weliness Center of the truth
¥ of the facts alleged or of the correciness of the conclusions stated
F 371 ] 483.35(i) FOOD PROCURE, F 371 the satemment of deBeiency. ng fmimwnwau ights mm?ﬁ"t
ss=E | STORE/PREPARE/SERVE - SANITARY the deficienciss, findings, conchusions and actions of the Agency. This

The facility must -

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

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

This REQUIREMENT is not met as evidenced
by:

Based on observations and staff interviews the
facility failed to maintain sanitary conditions in the
kitchen by failing to clean ceiling vents over two of
two food prep tables and the dish machine area
to prevent contamination from microorganisms,

Findings include:

During the meal temperature observation on
9/12/12 af noon the ceiling vent located over the
tray line was observed.covered with black dust
particles on the ventilation cover and spreading
out onto the ceiling 4- 6 inches from each vent
corner. A 2 foot by 4 foot ceiling ventilation grate
located above the food preparation table and
directly above the toaster was observed covered
with thick build up of black grime and dust
particles. The eight feet of space between the
ceiling vents Jocated above the dish machine
drying area was observed covered with gray dust
particles and multiple hanging gray dust stiings
measuring ¥z inch or longer,

Pian of Comettion (and the attached documents) also finctions as the
Facility™s credible allegation of compliance

(continued from previous page)
Tag F371

(continued on next page)

Venis and ceiling area above food
prep tables and dish machine area
cleaned by Dielary Manager on
9/13/12.

All other vents and swrounding
ceiling areas were inspected by
Dietary Manager on 9/13/12 and
cleaned, if applicable.

Cooks Closing List Andit sheet
revised on 9/28/12 by Dietary
Manager to include observaiion and
cleaning, if applicable, of vents and
surrounding ceiling area. This audit
is to be completed daily by Cook.
Dietary Cooks in serviced by Dietary
Manager on 10/1/12 on revised
Caoks Closing List audit sheet, with
implementation on 10/1/12. Any
Cooks not in serviced on this date
will be in serviced in person or via
phone by 10/5/12 by Dietary
Manager.

All Dietary Staff in serviced by
Dietary Manager on 10/1/12 on
routine cleaning of vents and ceiling
to ensure cleanliness. Any dictary
staff not in serviced on this date will
be in serviced in person or via phone
by 10/5/12 by Dietary Manager.
Dietary Manager to do Quality
Assurance audits two times weekly
for two weeks and weekly thereafler,
to include observation of vents and
ceiling in kitchen area to ensure
cleanliness.
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SUMMARY STATEMENT OF DEFICIENCIES

During a second observation on 8/12/12 at 3:30
PM revealed the kitchen ceifing was in the same
condition.

During a third cbservation on 9/13/12 at 10:00 AM
revealed the kitchen ceiling was in the same
condition.

During an interview with the Dietary Manager on
9/13/12 at 10:05 AM she indicated that we have

been busy lately, the ceiling tiles should not look
iike that. It will get it taken care of this afternoon.

4 ID i3] PROVIDER'S PLAN OF CORRECTION X8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETICHN
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY}
F 371 | Continued From page 11 F 371

fon and submission of this plan of cosection is in sesponss to
the CMS Form 2567 fiom the 09/33/12 survey. 1t does not canstitute
an agreement of admission by Woodbury Wellness Center of the fnuth
ofthe facts alleged o of the commectness of the conchusions stated on
the staternent of deficiency. The facility reserves atlrights to contest
the deficiencies, findings, ¢ 1ons and actions of the Agency. This
Pizn of Cotrection {and the attached documents) also functions as the
facilitys eredible allegation of compliance

(continued from previous page)

o Results of Cooks daily audits and
Quality Assurance audits to be
reviewed in next scheduled Quality
Management Committee Meeting
and again the following quarter, with
determination at that time for
continued need for monitoring.

s  Completion Date: 10/5/12
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(%4) [ SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {5y
PREFIX [EACH DEFICIENGY MUST BE PRECEDED BY FUlL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENGT)
K 000 | INITIAL COMMENTS K 000

Preparation and submissfon of this plon
of eorrection is In response (o the CMS

This Life Safety Code{LSC) survey was igg“ éﬁzfﬂm‘:i “’gii '2"“!””" b
. It K. et QF
congucted as per The Cotde of Federal Register admission by Woodbury Wellnoss Conter
at 42 CFR: 483.70(a); using the Existing Health of the truth of the facts alicged or of the
Care section of the LSC and its referenced carrectnesa of the conclustons siated on
publications. This bullding is Type Ui(211) tho sttemont of deficiency. The Relity
. . 3 all nigl il
cons““‘-’}mn; one story, with a complete deficicneies, findings, conclusions and
automatic sprinkler system. actlons oFthe Ageney, This Plan nf

Correction {and the attached documents)
also funcifons as the fcifity’s credible

The deficlencies determined during the survey tocation of complisnce

ara as follows:

K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012| Tag K012
8S=E : , s  Smoke wall in attio area above
Building construction type and height meets one kitchen to have any unsealed
of the fOHDW]ng. 18.1.8.2, 19.1.6.3, 15.1.6.4, pencb-agions gaaled in such a way
19.3.5.1 as to meet fire resistance rating
by Maintenance
Supervisor/Designes
»  Audit of all smoke walls in the
tHi to be audited by th
This STANDARD is not met as evidenced by: ;Ta?n?:\in‘:c I?);-l::c‘t:rf[)gs{g:cc
Based on observations and staff interview at to ensure all penetrations are
approximately 8:30 am onward, the following scaled in such a way as to mect
iterns were noncompliant, specific findings fire resistance rating. Any
include: smoke wall in aftic above Kitchen has uasealed penetrations revealed
unsealad penfatratlons that does not meet the fire on audit will be sealed by
resistance rafing. Maintenance Director/Designee.
42 CER 483.70(a) «  Maintenance POC Audit Tool
: Devefoped by Administrater to
i; gsé NFPA 101 LIFE SAFETY CODE STANDARD K062 include notation of unsealed
= trations in atti k
| Required automatic sprinkler systems are 3:;?3 :n: girr;l‘:?iiﬁ? :::gnz
‘| continuously malntained in reliable operating in such a way as to meet fire
condition and are inspected and lested b oo resistancs rating,
ggngd%csaiiy. 19.7‘6. 4,8,12, NFPA 13, NFPA e (eontinued on following page)
: s gy @ 1“\?
m%.:r\im DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SISNATURE N, TULE §) DATE
Nuddh 0 P Ve Deborsi & Njaha

Any deﬁﬁnw statement ending with an asterisk (7) denutes a deﬁciénc;y-f«hi;:‘h‘ the instdution may be excused from comecting providing It Is determined that
other safehuards provide sufficient protection 1o the patients. (See Instiuctions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the dale of survey whethee oF ot 2 plan of correction Ia provided. For nursing homas, the above findinge and plans of comection are disclosable 14
days following ihe date these dotyments ane made available to the facility, If daficiengies are cited. an approued plan of carrection ig requizite to contianed
pragtam perticipation.
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04 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
Preparation and submlssion of thir plan of comection
K 800 | INITIAL COMMENTS K 00O} isinresponse to the CMS Form 2567 from the
L1/OU/12 survey. It docs tiol constilute an agresment
or gdmission by Woedbury Weliness Center of the
" This Life Safety Code(L5C) survey was ruth of the facts abheged or of the correctness of the
conducted as per The Code of Federal Register %t;]nc}usions Atated mﬂ;?c az;ucmcm of deficiancy,
~ e vaed g o faoifity reserves ol rights to contost the .
al 42 CFFS 483.70(a); using ﬂ?e Existing Health deficiencics, findings, conclugions and actions of the
Care" section of the LS(} and its referenced Agenay. This Plan of Correction (ond the attached
publications, This building Is Type I11{211} documents) else functions ax the facility’s credible
construction, one story, with a complete sllegation of compliance
automatic sprinkler system. ) .
{Continued from previous page)
The deficiencies determined during the survey »  Maintenance POC Audit Tool
‘ are as follows: to be completed weekly times 4
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012 weeks, and monthly thereafier
[ s8=E by Maintenance
Building construction type and height meets one Supervisor/Designee and
of the following. 19.1.8.2, 19.1.6.3, 19.1.6.4, provided to Administator for
18.3.51 review
v Results of Maintenance POC
Audit Tool to be reviewed in
next scheduled Quality
Management Mecting and again
This STANDARD is not met as evidenced by: the following quarterto
Based on observations and staff interview at determine ongoing monitoring
approximately 8:30 am onward, the following and frequency needed based on
items were noncompliant, specific findings audit results.
include: smoke wall In aftic above kilchen has )
unsealed penetrations that does not meet the fire Complction Date: November 21, () Al } N
resistance rating, 21012
42 CFR 483.70(a)
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD K 062 Tag K062
58=E ~ #1 —Sprinkler Head Compatibility:
Required automatic sprinkler systems are +  Sprinkler Heads in Kitchen and
' cont:pyously maintained in reliable operaling Laundry arca replaced by
condition and ate Inspected and tested Sprinkler Vendor (Sunland) on
perlodically,  18.7.8, 4.6.12, NFPA 13, NFPA November 12, 2012 to
25,9.7.5 compatible (like color,
temperature zctivation) heads.
) {continued on next page)
LABORATORY CIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TALE {X6) DATE

any deficiancy sialemant anding with an asterisk (‘) deneles a defielency which the institution may be excused from correcting providing it s datermined that
other safeguards provide sufficient protection to the patlents. (See Instrictions.) Except for nursing homes, he findings sfated above are dlscfosable 90 days
tallowing the date of survey whether or not a plan of correction is provided, For nursing homes, the above findings and plans of correction are disclosable 14
Jays following the dale thase documents are made avaliable 1o the facliy, If daficiencies afe ciled, an approved plan of corecton Is raqisite to continued

program patlicipation.
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES D PreparmiR D viRRi M shol OF IBID RREGTIONcation x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX 1t in (EAOH.0 CREECNIERO R EHEH R BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG { ORI SHEERESEDR JQ SHHIORRRGERUIE DATE
| or admisston by WoBRRIFEY sz Center of the
v O X ¥ ¢
conclusions stated on the staccment Ofdcﬁcic:ny,
K 062 | Continued From page 1 K 062| The fcility reserves all rights to contest the
_ dclzoimci%-ﬂg?inyé Eonclg:ions anél zcu‘ons :F:ihc
. 1% FisT
This STANDARD s not met as evidenced by; e i oo s G ' e
Based on observations and staff interview al atlcgation of complisnce
approximately 8:30 am onward, the following {continued from previous page)
ltems were noncompliant, specific findings »  Results of Maintenance POC
Include: Audit Tool to be reviewed in
1. provide documentation that the mixed heads in next scheduled Quality
| Kitchen area and faundry room are compatible, Management Mecting and again
2. sprinkler heads throughout the facility have the following quarter to
excassive lint on the heat sensitive element. determinc ongoing monitoring
3, at tfime of survey facility could not provide and frequency needed based on
documentation that 5 year obstruction audit reqults
Investigation has been perorm on sprinkler Completion Date: November 21, H ]&, } mn.
system. 21012
42 CFR 483.70(a) Tag K062
#3 — 5 yecar obstruction fest
v 5 year obstruction test for
sprinkler system scheduled by
Administrator on November 6,
2012 to be conducted by vendor
(Sunland) on November 12,
2012, Outcome of testing on
November 12,2012 will
determine need for flushing of
system gand any additional
scheduled work needed,
»  Vendor to update facility
scheduled maintenance to
include 5 yoar obstruction testing
A of Sprinkler System.
=  Results of 5 yoar obstruction test
for sprinkler system 10 be
reviewed in next scheduled
Quality Agsurance Committee
Meeting and-again the following
quarter with determiuation for
continued review at that time.
GCompletionBater-Decomber Hiy I&J)l;lj&
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o8) 1 SUMMARY ETATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION {xs)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE ACTION SHOULD BE COMPLEYION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY) :
Prepyration and submission of this plan of covectlon
; i5 in respongoe Lo th b
K 062 | Gontinued From page 1 K062 HIOTIIEsun’c;. xfﬂsnzfgnigﬁm&:;" a?r:cmcnl
e e o
st S
. ! ty reserves all rights to contest the
‘approXimataly 8:30 am onward, the following defiaieniotes, findings, sonclysions and actions of the
items were noncompﬁant’ speciﬁc ﬂndings Agi:ncy. This Plan OfICGITCCﬁDn (a.nd the attached
include: dbcumenty) also functions s the fasility's oredible
1. provide documentation that the mixed heads in “”‘“*Eg‘;;{iﬁ;;‘:}‘“fjg‘m previous page)
kitchen area and laundry room are compatible. . Al sprinkler heads in facility
2. sprinkler heads throughout the facility have audited by Maintcnance
excessive lint on the heat sensitive element, Sugervisor/Desienee to ensure all
3. at time of survey facility could niot provide ﬁrfcom p ﬂmen%:c ontain
documentation that 6 year obstruction com a‘i‘& ¢ (tike color
investigation has been perform on sprinkler mmpperature a ctivation’) heads,
system. s Magintepance POC Audit Tool
Developed by Administrator to
42 CFR 483.70(a) inctude observation of random
fire compartments to ensure
compatible (like color,
temperature activation) heads ar¢
in place.
»  Maintenance POC Audit Tool
to be completed weekly times 4
weeks, and monthly thereaftor
by Maintenance:-
Supervizor/Designeo and
provided to Administrator for
review
s Results of Maintenance POC
Audit Tool to be reviewed In
next scheduled Quality
Management Meoting and again
the following quarter fo
determine onpoing monitoring
and frequency needed based on
audit results
Completion Date: November 21, nal hg
21012
{continued on next page}
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(x4 10

SUMMARY STATEMENT OF DEFICIENCIES

15

PROVIDER'S PLAN OF CORRECTION (X5)
{EACH CORREGTIVE ACTION SHOULD BE COJrgALYegiON

This STANDARD is not met as evidenced by:
Based on observations and staff interview at
approXimately 8;30 2m onward, the following
itemns were noncompliant, specific findings
include;
1. provide documentation that the mixed heads in
kitchen area and laundry room are compatible.
2, sprinkler heads throughout the facility have
excessive lint on the heat sensitive element.
3. attime of survey facllity could not provide
documentation that & year obsfruction
investigation has been parform on sprinkler
system.

42 CFR 483.70(a)

PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
Prepation and subMITSSBIERESNR phan of correction
75 10 TGSpONse 10 the CvS Formt 2567 fram the
. 11/01/12 suevey. Tt does not constitute an egrecment
K 062 | Continued From page 1 K 0B2| or edmission by Woodbury Welincss Center of the

. documents) also functions a5 the faeility's credible

truth of the fects alleged or of the correctness of the
cotclusions sloted on the statement of deficiency.
The facility rescryes all rights to conteat the
dcficicneics, findings, conelusions and actions of the
Agency, This Ploa of Comection (tnd the attached

aliegation of complience
(continued from previous page)

Tag K062
#2 — Sprinkler Head Cleaning

»  Sprinkler Hoads throughout the
facility noted on survey to have
lint were cleancd on 11/5/12 by
Maintenance
Supervisor/Designée.

= Audit of all sprinkier heads
throughout the facilicy completcd
by Maintenance
supervisor/Designee on 11/6/12
to ensure they were free of lint,
Any found on audit not meeting
this oriteria were cleaned by the
Maintenance
Supervisor/Designoo st this time,

*  Maintenance POC Audit Tool
Developed by Administrator to
inclnde audit of random sprinkler
heads to ensure they are frée
from lint,

+  Maintenance POC Audit Tool
to be completed weekly times 4
weeks, and monthly thoreafter
by Maintenance
Supervisor/Designee and
provided to Administrator for
review
(continued on next page)

FORM CMS-2567(02-89) Previous Verslans Obsoleta Evant I0: ECC121

Facliy D: 823206 i conlinuallon sheet Page 2of 2




