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F 312 483.25(2)(3) ADL CARE PROVIDED FOR F 312
s5=p | DEPENDENT RESIDENTS “Submission of this response to
the Statement of Deficiencies by
A resident who Is unable to carry out activities of the undersigned does not
daily living receives the necessary services to constifute an admission that the
maintain good nutrition, grooming, and personat deficiencies existed and/or were
and oral hyglene. correctly cited and/or require
correction”.
This REQUIREMENT is nof met as evidenced
by:
Based on observations, record review, family
and staff interviews, the facility failed fo provide
grooming servicas for 3 of 4 sampled dependent
residents as evidenced by not shaving 1 of 4
sampled residents (Resident #45) and not R
trimming fingernails for 2 of 4 sampled residents '
{Resident #80 and #137). Findings include: '
1. Resident #45 has been shaved.
1. Resident #45 was admitted to the facility on Residents # 80 & #137 finger nails
10/20/08. Cumulative diagnoses included have been cleaned & trimmed.
alzheimer ' s disease.
2. All Residents residing in the Facility
it noted in the grooming section of the have had their nails & facial hair
was note e grooming section o
ely.
undated Resident Status Sheet (care guide groomed appropriately .
outlining care needs) for Resident #45 that staff l
were to shave him. : : ‘ '
The Annual Minimum Data Set (MDS) 10-11-12
assessment of 08/20/12 indicated Resident #45
had long and short term memory problems as
well as moderately impaired decision making
skills. He needed extensive assistance with
dressing, hygiene and bathing. Accordingg the
\ Care Area Assessment (CAA) summary, he (\
\ (\ NN\ N
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Any deficiendy statethent ending with amsgterisk ("} Benotes a deficiency which the Instilion mayjpe excused from correcting providing itis determined lhe}(/
otiher safeguardg provids sufficient protectiol 5 palients, (Ses instructions.) Excapt for nursing homes, the findings stated above are disclosable 89 days
following the datesf survey whether or not & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days foltowing the date thase documaents are made avaitable to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program parlicipation. R
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triggered in 8 2reas including activities of dally

living.

Resident #45's care plan, last reviewed 09/06/12,

idenllfied a problem with impaired physical
mobility related 1o extensive asslstance with all
activities of daily living. Staff were to anticipate
nis needs. Included in the intarventions was to
anticipate and meel his needs.

During an observation of Resident #45, on

" DO/18/42 at 11:00 AM, he was noled to have

facial hair on his upper lip, chin and neck area.

. During a family interview, on 09/18/12 at 11:40

AM, it was reporied that the request had been
made for 2 days lhis week that staff shave
Resident #45, The family member raported it

was upsetting that she had to ask 2 daysin a row

and he still was not shaved. It was reported that
the dasire was for him to be clean shaven daily.

During an observation of Resident #45, on
09/19/12 at 8:20 AM, he was noted in his
wheelchair with faclal hair to his upper lip, chin
and nack area,

On 09/20/12 at 8:45 AM, Rasident #45 was
observed sitting in his wheelchair eating
breakfast. The facial hair remained ‘o hfs upper
lip, chin and neck area.,

|

Ll
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Nurses have been in-serviced &
given nursing round sheets which
include grooming to be completed
every shift.

DON and/ or designee will monitor
weekly X 3 months negative findings
will have correction action and will
foltow up for effectiveness. All findings
will be addressed in the monthly QA
meeting until deemed necessary.
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An interview was conducted with the hall nurse
(Nurse #1), on 09/20/12 at 9:10 AM. She stated
Resident #45 was not capable of asking to be
shaved and his family had asked her last week
for staff to shave him.

During an observation of Resident #45, on
09/20/12 at §:20 AM, the facial hair was still
present to the upper lip, chin and neck area. The
family member was visiting. The family member
stated it was most upseiting that this was the 4th
day and still Resident #45 had not been shaved.

An interview was conducted with the nurse alde
(NA#1) who was assigned to Resident #45 on
09/20/12 at 9:30 AM. He stated he was familiar
with Resident #45. NA#1 stated Resident #45
received his bath an third shift. He commentied
that shaving was ustially done with the bath.
When questioned as to how often male residents
were shaved, he responded that he shaved them
about every 2 days unless they requested daily.
NA#1 stated if the resident was unable to decide
about shaving, he shaved them every other day.
He commented that Resident #45 would say if he
wanted to be shaved or not if he asked but he
had not asked him if he wanted to be shaved
today. NA#1 also commented that the family had
requested for the resident to be shaved in the
past. He added that he would shave him today.

During an interview with the Unit Manager (UM

#1), on 09/20M12 at 9:46 AM, she stated residents
should be shaved at least every 2 o 3 days. She
stated some of the residents could say when they

F312
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wanted to be shaved but for those who couldn't,
staff should be shaving them. UM #1 stated
even if a resident was bathed on third shift, they
should stilf be shaved. She added that if for
some reason that resident was not shaved, it
should be passed on to the day shift. Upon
observation on 09/20/12 at 9:50 AM with the UM
of Resident #45, she stated he was in need of
shaving. The UM commented that his family had
not approached her about Resident #45 not being
shaved daily.

2 Resident #80 was admitted to the facility with
diagnoses of diabetes, osteoporosis, and end
stage dementia.

Resident #80's cusrent care plan updated
07/25M2 addressed dependency for activities of
daily living with staff provision for hygiene.

An annual Minimum Data Set (MDS) assessment
completed 08/03/07 documented Resident #80
as having short term and long term memory and
severe cognitive impairment. Resident #30 was
documented as being dependant on staff for all
activities of dally living and having no rejection of
care.

| Review of an ADL {Activity of Daily Living) flow
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sheat (tool used to direct care) documented
Resident #80 as being dependant for grooming,
bathing, and dressing.

An observation made on 09/18/12 at 10:32 AM
revealed Resident #80 silting in a wheelchair.
Resident #80's fingernails were observed to be
approximately 0.5 centimeters past the tip of the
fingers with black matter present under the
fingernails.

Observations made on 09/19/12 at 8:05 AM and
11:35 AM revealed Resident #80's nails to be
approximately 0.5 cm past the tip of the fingers
with black matter under the fingernails.

In an interview with Nurse Aide (NA) #2 on
09/19/12 at 3:45 PM, she said Resident #80
required total assistance with all her activities of
daily living and hygiene. NA #2 said Resident
#80 did not refuse any care.

An ohservation made with the Director of Nurses
(DON) on 09/19/12 at 4110 PM revealed Resident
#80's nails to be long with black matter present
under the nails. The DON said her expectation
was for the resident's nails to be cut and cleaned,
The DON said Resident #80 needed her naiis cut
and cleaned.

In an interview on 08/20/12 at 10:05 AM, the DON

said the facility did not have a written policy and
procedure for nail care that the expectation was it
was a part of routine care and should be done as
needed. The DON said Resident #80's
fingernails had been cut and cleaned.

F 312
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3. Resident #137 was admitted to the facility on .
08/16112 with diagnoses of Parkinson's disease : i
and anemia.

An admission Minimum Data Set (MDS)
assessment completed on 08/13/12 identified

| Resident #137's cognition as intact, requiring
extensive assistance from staff for all activities of
daily living and hygiene, and having no rejection
of care.

Review of an ADL {Activity of Daily Living) flow
sheet {tool used o direct care) documented
Resident #137 needed staff assistance for
activities of daily living and hygiene. 1

On 09/18/12 at 10:25 AM, Resident #137's
fingernails were observed to be approximately 0.5
cm past the tip of her fingers. Resident #137
responded they were too long for her and she
would like to have them shorter, Resident #137
shook her head "no" when asked if staff had
offerad to cut them for her.

On 08/19/12 observations made at 8:05 AM and
i 3:10 PM, Resident #137's fingernails remained -
the same.

In an interview with Nurse Aide (NA} #2 on
00/19/12 at 3:55 PM, NA #2 said Resident #137
" required total assistance with all her activities of
. daily living and had not rejected any care.

An observation made with the Director of Nurses : !
(DON) on 09/19/12 at 4:15 PM revealed Resident i i
#137's fingernails to be the same. When the
DON asked Resident #137 who eut her
fingernaits, Resldent #137 responded a family
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member had. When asked by the DON if she
wanted staff to cut her fingernails, Resident #137
nodded her head, "yes."

In an interview with the DON on 09/20/12 at 10:05
AM, the DON sald Resident #137's family
member had cut her fingernails at home but staff
should have offered since it had not been
documented that family would provide fingernail
care. The DON said the facility did not have a
written poticy and procedure for nail care and the
expectation was it was a part of roufine care and
should be done as needed. The DON said staff
should have offerad nail care to Resident #137 as
she had been able to make her needs known.
The DON said staff provided Resident #137 with
fingernail care on 09/19/12.

483.25(¢)(2) NG TREATMENT/SERVICES -
RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who is fed by a naso-gastric or gastrostomy tube
receives the appropriate treatment and services
to prevent aspiration pneumonia, diarrhea,
vomiting, dehydration, metabolic abnormalities,
and nasal-pharyngeal uicers and to restore, if
possible, normal eating skills.

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
Interview the facility failed to monitor the use of an
abdominal binder for 1 of 1 sampled residents
{Resident #38) whose gastrostomy tube had
come ottt. Findings include:

F 312

F322

L

L.

10-11-12

Resident #38’s abdominal binder
was applied per Physician order.

10-11-12
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| Resident #38 was re-admitted to the facility on
7/12/11 with cumulative diagnoses of diabetes,
hemiplegia {weakness on one side of the body),
and dysphagia requiring a gastrostomy tube.
Resident #38's Quarterly Minimum Data Set o '
dated 8/28/12 showed that Resident #38 had 2. No other resident in the facility have
short and fong term memory p‘n?biems gnd was fi . been affected by this deficient
severely impaired in daily decision making. practice or have orders for |
Resident #38 needed the extensive assistance of ; : -
i ARSI abdominal binders. =
1 person for eating (to provide fiquid o o o
nutrition/fluids through the gastrostomy tube). ‘ S ;
ghthe g y tube) 3, AllNurse’s & C.N.A’s have been in-
A review of the Treatment Record of Flow Sheet Sery me.d on the_ﬁ}lpqutance of i
| for 8/4/12-8/31/42 showed an order to wash following Physician orders related to
Resident #38's G-tube site daily with soap and wearing an abdominal binder. On
water. 9/21/12 an order to discontinue the
: ' abdominal binder for Resident #38 |
;5\' é%\f}'jeh\:;' 0}:"“9 ZILF';SE% N‘i‘iz g-at?;dtag f 1[:—’ zt was obtained and new order for a
o tS owed Resident #39's 5-Ube ha safe-lock was initiated. Resident has
. had no other instance of ,[
A review of the Physician Telephone Orders dislodgement since obtaining the i
dated 8/7/12 showed an order to send Resident new order. |
#38 out (to the hospital) for dislodgement of the
G-tube.
A review of the Physician Telephone Orders 10-11-12
dated 8/8/12 showed an order for an abdominal
binder to protect the G-tube.
A review of the Medication Administration Record
dated 8/8/12 shawed an order for a walst binder
G-tube proctor on at all times with an FY'! (for
your information) note.
A review of the Nursaes Notes dated 8/8/12 at
3:10 PM showed Resident #38 had received a
i
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new order for an abdominal band to protect the
G-tube from becoming dislodged. The Supply
Clerk had been notifled to order an X-large band.

A review of the Nurses Noles from 8/9/12-8/14/12
showad no notes that Resident #38's abdominal
hinder was in place.

A roview of the Nurses Notes dated 8/14/12 at
1:00 PM showed Resident #38's abdeminal
blnder was not in the resident's room or in the
laundry. The nole indicated that 2 binders were
on order and should arrive in 1 week,

A review of the Physician Crders for
9/1/12-9/30112 showed a hand wrilten note for a
waist binder G-tube proctor to be on at all times.
FY1was written next to the nole.

A review of the Medication Administration Record
for 9/1/12-9/30/12 showed an order for a waist
binder G-lube proctor on at alt irmes with an FYI
nots.

A review of the Treatment Record of Flow Sheet
for 9/1/12-9/30/12 showed an arder o wash
Resident #38's G-tube site daily with soap and
waler,

A review of Resident #38's Care Plan updeted
9/5M2 showad a problem due to the use of
gastrostomy tube for nutrition and hydration.
Interventions included checking for safely devices
at least every shift for proper placement and
funclioning.

A review of Resident #38's Care Plan updated
9/6/12 showed a problem of a risk of aspiration

4. DON and/ or designes will review daily
MD orders weekly times 3 months in
order to ensure appropriate measures are
followed for any furure orders of
abdominal binders. All finding will be
addressed in the monthly QA meeting X 3
months or until deemed necessary.

|

; A . 10-11-12
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as evidenced by a gastrostomy tube,
interventions included verifying placement of the

! tube, verifying the rate of administration of
| feedings per physician order and crushing

medications as ordered. Resident #38's Care
Plans did not list the abdominal binder on the
Care Plan.

A review of the Nurses Notes dated 9/10/12 at
9:00 PM showed that NA #7 notified the nurss
that Resident #38's G-tube had come out.

On 9/20/12 a request was made to speak fo the
NA who had been working on 9/10/12 and had
withassed the dislodgement of the tube. Tha NA
did not return the phone call to the facility and
was unavailable for interview,

A review of the Physician Telephone Orders
dated 9/40/12 showed an order fo send Resident
#38 to the hospital for replacement of the G-tube.

i In an interview on 9/17/12 at 1:40 PM a family
; member of Resident #38 indicated that an
abdominal binder which was fo be in place at all

fimes lo prevent disiodgement of Resident #38's
G-tube was not being used.

i In an observation of Resident #38 on 9/M17/12 at

1:40 PM there was no abdominal binder in place
to prevent the dislodgement of the G-iube.

In an interview on 9/19/12 at 3:20 PM NA#7
indicated that Resident #38 was not wearing the
abdominal binder that had been ordered to
prevent dislodgement of the G-tube. She stated

* that the binder should be in Resident #38's closet

or chest of drawers. She was unable to locate the

F 322

FORM CMS-2557(02-99) Previous Versions Obsolsta

Event {0: FOMU11

Facility 1D; 923482 If continuation sheet Page 10 of 19




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

PRINTED: 10/02/2012
FORM APPROVED
OMB NO. 0938-0381

STATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION . . IDENTIFICATION NUMBER: .
345181

{%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
; | COMPLETED —————-
A, BUILDING
B.WING C
£9/20/2012

NAME OF PROVIDER OR SUPPLIER

UNIVERSAL HEALTH CARE / GREENVILLE

STREET ADDRESS, CITY, STATE, ZIP CODE
2578 WEST 5TH STREET

GREENVILLE, NC 27834

X4 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORREGTION 8
{BEACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENGED TO THE APPROPRIATE OATE
DEFICIENCY)

F 322 Continued From page 10

binder when she looked for it. NA #7 indicated
that the binder could be in the laundry. She stated
that she knew Resident #38 needed the
abdominal binder to keep her G-tube from
coming out.

In an observation of repositioning on 9/19/12 at
4:10 PM by NA #7 and NA #8, they carefully lifted
Resident #38 up and to the left avoiding pulling
on the G-tube, The NA' s placed a towel across
Resident #38's abdomen to protect the G-tube
and stated the abdomina) binder could not be
located.

In an interview on 9/19/12 at 4:15 PM NA #38
indicated that Resident #38 usually had the
abdominal binder on but it was missing that day.

In an interview on 9/19/12 at 4:20 PM Nurse #5
stated Resident #38 should be wearing an
abdominal binder at all times to hold the G-tube in
place. She indicated that the G-fube had become
dislodged twice recently. She stated that
someone should have noticed the binder was not
in place.

In an interview on 9/20/12 at 7:45 AM NA #6
stated she knew Resident #38 should be wearing
an abdominal binder to prevent the G-tube from
being pulled out.

In an observation on 9/20/12 at 7:45 AM Resident
#38 was wearing an abdominal binder.

In an interview on 9/20/12 at 9:45 AM Nurse #3
stated that Resident #38's G-tube site was
cleansed every day. She indicated that she had
cleansed the site during the 3 days of

F 322
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. observations where Resident #38 was not

wearing the abdominal binder. She stated that
she did not notify nursing or replace the binder on
Resident #38. She indicated that she was aware

: Resident #38 needed to wear the binder at alt
i times and that if it was not worn the G-tube could

become dislodged again,

In an Interview on 9/20/12 at 9:50 AM with the
Supply Clerk she stated that on 8/9742 she picked
up an abdominal binder from a rnedical supply
facility. She indicated that she ordered 2 more
binders and they were delivered on or about

" 8/24/12. She stated that they were avaliable in the

supply room.

In an interview on 9/20/12 at 10:00 AM the
faundry room attendant stated every now and
then an abdominal binder would be sent o
taundry. She indicated ihat there were no
abdominal binders in the laundry room at that

' time and that it had been “awhile" since one had

been sent.

In an interview on 9/20/12 at 10:58 AM Nurse #4

" stated the staff had trouble keeping up with

Resident #38's abdominal binder, She indicated
that she had looked for the binder in the laundry
room and the Physical Therapy room the

" previous afternoon, but was unable to locate

Resident #38's abdominal binder. Nurse #4
stated she went to supply for a new binder and
placed it on Resident #38. She indicated that it
was a problem that Resident #38 was not
wearing the binder as the G-tube could become
dislodged more easily if not in place. She
indicated she wouild expect any staff who worked

i
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with Resident #38 to have gone to laundry to ask
about the binder if it was not in place.

in an interview on 9/20/12 at 3:30 PM the Director
of Nurses (DON)'stated she would expect
someone to have noticed Resident #38's
abdominal binder was not in ptace and {o have
put the binder on.

F 327 | 483.25()) SUFFICIENT FLUID TO MAINTAIN F 327
sg=p | HYDRATION

The facility must provide each resident with
sufficient fluid intake to maintain proper hydration
and health.

This REQUIREMENT is not met as evidenced
by: 1. Resident #128 now has an order to
Based on observations, record review and staff ensure total fiuid intake in a 24 hr
interviews, the facility failed to monitor the actual period noted on the MAR.

fluid intake for 1 of 1 sampled residents (Resident .

#128) who had orders for a fuid restriction.
Findings include:

The Resident Status Sheet (care guide which

outlined care to be provided) for Resident #128,
which was undated, indicated he was on a fiuid
restriction. E
10-11-12

Resident #128 was admitied to the facility on
03/10/11. Cumulative diagnoses included
congestive heart failure, hypertension and
alzheimer's disease,.

The quarterly Minimum Data Set (MDS) of
07/31/12 indicated Resident #128 had long and
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short term memory problems as well as

. moderately impaired decision making skills.

; There were no pehaviors noted. He needed set
: up only for eating.

Resident #128's care plan, last reviewed on
08/08/12, identified a problem with him being at
risk for dehydration related to a Auid restriction. In
the approach section it was noted to monitor
nutrition and hydration daily and encourage fiuids
with meals and between meals.

According te the June, July and August 2012

" medication administration records (MAR) in
Resident #128's chart, there was on an order for
a 1500cc {cubic centimeter fluid restriction with

. an original date of 04/08/41. Windicated he was
belng provided 960 cc from dletary, 235 cc during
the 7:00 AM to 3:00 PM shift, 235 cc during the
3:00 PM to 11:00 PM shift and 70 cc during the
11:00 PM to 7:00 AM shift. The date blocks had
nurse initials but there were no fluid amounts
noted on any of the MAR s to indicate how much !
fluid Resident #128 had consumed.

According to the August 3012 meal consumption
record for Resident #128, his meal intake ranged
- from 25% consumed to 100% consumed for 3
meals daily. There was no indication on this
record as to how much fluid Resident #128 had

! actually consumed.

The September 2012 MAR included the same

i 1500 cc fluid restriction order with initials from the

i

F 327

2. The Registered Dietician evaluated
all Residents on fluid restrictions and
orders have been obtained to ensure
total of fluid consumption are
calculated on a 24 hr basis.

3. Facility has implemented this new
protocol for all residents ona fhuid
restriction diet, All nurses have been
in-serviced on the new protocol,
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nurses in tha date blocks but no actual amounts
consumed. This MAR also inciuded an order with
an original date of 08/20/12 to offer liquids and
monitor the percentags consumed at 9:00 AM,
2:00 PM and 8:00 PM, in the date blocks, 100
had been documented to indicate percentage
consumed in the date blocks from 09/01/12 until
09/20/12. There were no actual amounts nolad
to indlcate how much fluid Resident #128 had
consumed.

The Septermber 2012 physician's order sheet for
Resident #128 included a 1500 cc fluid restriction
order. Also inciuded on the order sheet was to
offer liquids and monitor the percent consumed at
9:00 AM, 2:00 PM and 6:00 PiM.

During a breakfast meal observation, on 0811 92
at 8:25 AM, Resident #128 was noted to have a
cup of coffee (240cc), a carlon of milk (240cc)
and a glass of juice (120cc) on his tray. There
was no water pitcher noted st bedside.

During & lunch meal observation, on 09/19/112 at
1:10 P, Resident #128 was noted to have a cup
of brown ltquid (240cc) and a bowl of vegetable
soup (approximately 120cc fluid) on his tray.

During an interview with the hall nurse (Nurse
#2), on 09/19/12. at 4:30 PM, she stated the nurse
aides were responsible for recording the fluid
amounts residents consumed in the ADL book at
the nursing station, She stated the nurses
reparted the amounts of fluid consumed during

1
]

|
|

4, DON and/ or designee will review daily
Physician orders weekly tines 3 months
aud identify any residents on fluid
restriction receive the appropriate protocol.
All findings will be raviewed in the
monthly QA meeting X 3 months on until
deemed necessary.

10-11-12
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medication pass by the resident to the nurse
aides and they included if in their totals inthe
ADL book. Nurse #2 stated the third shift nurse
. was responsible for totaling at the end of their
shift.

During an interview with Nurse Aide #3 (NA#3),
on 09/19/12 at 4:40 PM, she stated she recorded
the percentage of foods and liquids from the meal
trays in the aclivities of daily living books (ADL)
kept at the nursing station. She commented that
fluids consumed were not documenled separately
but were included in the percentage totals, She
stated if a resident was restricted in their fluids, it
would be noted on his care guide plus the nurse
would let them know as well. NA#3 stated a
separate hydration sheet was used for any
resident who was on a fluid restriction for them to
- document the actual amounts consumed. She

| commented that the nurses also recorded the
amounts #hey provided to the resident on this
sheet. NA#3 commented that she had no one In
her assignment who was on & fluid restriction.

! She reported having Resident #128 in her
 assignment. She reported she had been

; instructed to document fiuids given during snack
times as well,

During an interview with NA#4, on 09/20/12 at
8:30 AM, she stated when residents were on fluid
- restrictions, the kitchen provided the amounts

« they were allotted on thelr meal trays. She stated
the total fluid consumption was not documented i
separately in the ADL book as it was included
with the food intake as a percentage. NA#
stated hydration shests were not for all residents

F 327
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just those who needed to have their intake
monitored. NA#4 stated residents with
restrictions did not have water pitchers in their
rooms. She stated Resident #128 was on a fluid
restriction but did not self propel himself so could
not obtain exira fluids, NA#4 also commented if
there was no water pitcher in the room staff were
aware not to offer fluids during snack timas.

Resident #128 was observed eating breakfast on
09/20/12 at 8:30 AM. He had a carton of milk
{240cc) and a smalt juice {120cc) on his tray.
The tray slip indicated he was on a fluid
restriclion.

Nurse #1 was interviewed about fluid restrictions
on 09/20M12 at 10:10 AM. She stated she did not
document the actual amounts of fluids residents
consumed while on fluid restriction. She stated
the amounts they were allowed to provide were
listed on the MARSs.

The hall nurse (Nurse #3) was interviewed about
fluid restrictions on 09/20/12 at 10:30 AM. She
stated when residents had physiclan's orders for
fluid restrictions, the nurses take the amount
nursing was allowed to provide and divide it
between the three shifts. She stated the nurse
aides document the resident's intake in the ADL
book at the nursing station. Nurse #3 sialed she
did not document the amount Resident #128
consumed during medication pass as she passed
medications to him fwice on her shift. She added
that she probably gave him half a cup of lquid
with each medication pass. Nurse #3 reported
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* Resident #128 was dependent upon staff for
 fluids. She also stated dietary did not track

| amounts consumed as they only provide a certain
amount on his meal trays. When questioned how
much fluid Resident #128 had consumed on her
shift, she stated she could not say as no one was
‘ recording amounts consumed. After discussion,
Nurse #3 stated she agreed that the system
needed adjusting and she would change the MAR
to reflect amounts of fluids consumed per shift so
the nurses would begin documenting amotnts.

During an interview with the Dietary Manager
(DM), on 09/20/12 at 10:45 AM, she stated when
residents had physician's orders for a 1500 cc

. fluid restriction she provided a total of 960 cc on

: the three meals trays. She stated she provided

| 240¢cc per meat tray to add up to the total of 960
cc. The DM commented the balance of the 1500
~ccwas provided by the nursing depariment. She
. stated she did not track or monitor those
residents for amounts consumed, sha only
provided what they were aliowed fo have. The

! DM stated usually residents who were restricted
did not receive jello, watermelon or soup on their
trays. When it was reported that Resident #128
received soup on his lunch tray on 09/19/12, the
DM stated there should not have been any liquid
in the soup or & very minimal amount but in either
case, the soup was not included In the totals she
provided for him as it was a chutiky soup.

. The Assistant Director of Nurses (ADON) was
interviewed on 02/20/12 at 11:15 AM. He stated

i when residents were on a fiuid resfriction the total
| amount that they were allowed to have was

F 327
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broken down per shift. He stated the nursing
staff was expected to adhere to those amounts.
The ADON stated the nurse aides should be
reporting the fluid amounts consumed from meals
to the nurses for them to document on the
resident's MAR. He also stated totals should be
included on the MAR. Upon observation of
Resident #128's September 2012 MAR, he stated
he could not say how much fluid Resident #128
had consumed during any time period. The
ADON stated the facility did not have a system in
place to monitor ortrack the amount of fluids
Resident #128 was consuming on a daily basis
and he would not know whether or not he
received the full 1500 cc.

The Director of Nurses (DON) reported during an
interview on 09/20/12 at 11:30 AM that nurses
were nitialing the MAR to altest to the fact that
they did not provide more than the amount that
was allotted for them to provide. She stated there
was no need for siaff to document on a hydration
sheet as the nurses were signing off that the
resident received the allotted amounts on that
shift. When qguestioned if she could report the
total amount of fluids that Resident #128 had
consumad over a 24 hour time period, she
responded she could not show actual fluid intake
but he was not receiving more than he was
allowed per the MAR.
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K 000 | INITIAL COMMENTS K000
surveyor: 27871
This Life Safety Coda(LSC) survey was
conducted as per The Gode of Federal Register
af 42 CFR 483.70(a); using the Existing Health
Care section of the LSG and its referenced .
pubfications. This building is Type W(211) .
construction, one story, and no automatlc ; e
sprinkler system. AU
The deficiencles determined during the survey . Y
are as follows: _ T Unscaled openings have
K 012 | NFPA 101 LIFE SAFETY. CODE STANDARD K012 been closed in walls
. 8S=E 5 ld ruction type and h 'i ht meat ‘ {ocated @ laupdry room
wilding construction type and height meels one and by fire control
of the following. 19.1.6.2, 19.1.6.3,19.1.64, ‘;mlyof"foﬂ’;rﬁ °
19.3.5.1 pane’ atl.
- Building has been
assessed for any nnsealed
openings.
. . . Will add to the monthly
This STANDARD js not met as evidenced by: P.M. schedule. L
Suiveyor: 27871 . Awalkthruwiibedone . ..
Based on observations and staff interview at on a monthly basis, any .. v
approximately 8:00 am aniward, the following negative finding will be L
Etems were noncompliant, spe_cific findings brought to the onthly
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GREENVILLE « 2578 West 5th Street = Greenville, NC 27834

Phy: 252-758-7100 « Fax: 252-758-1485

WO o1 10 11/17/12

Dear Mr. Washburn,

| am reguesting a walver for tag K051 in regards to the signal form horn/strobe devices were not
synchronized, | am requesting this waiver until August 2013, Before August 2043 we will be adding on a
new wing and sprinkling the entire facility. tam requesting to do a system upgrade during this time, All
repairs and renovations will be capital expenses, Thank you for your consideration in this matter.

. Mclamb, Administrator l




FACILITY REQUEST FOR WAIVER OR YARIANCE
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i Name of Faoility Uf\i\\ja,v.ja‘ H“Q'G\H'L\ CQnLg/ Grasw us ”.x

Address :}-5"757 (,JOL,_S"L S&J‘La.h:& Cg.ﬂ.¢g,x}0-'ftx IUC ':).‘}5?3\[
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Program: xvipxx [ xix ] Provider No__ 243 1§ 4
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General
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8. Period for which Waiver/Variance is Recommended: ?/ ?/ A

g, S}J 3/ Qol 10
() Date Authorizing Signature of State Agency

TO BE COMPLETED BY REGIONAL OFFICE
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