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F 000 | INITIAL COMMENTS ¥ 000
The Division of Health Service Regulation
{DHSR), Nursing Home Licensure and -
Certification Section conducted a recertification
and complaint investigation survey on November
27, 2012 through November 30, 2012, it was
determined the facility had provided substandard
quality of care at the Immediate Jeopardy level at
F3234. The facility was nofified of the Immediate
Jeopardy at F323 on November 29, 2012. An
extended survey was conducted on November
30, 2012. The facility provided a credible
allegation on November 30, 2012 and an exit
conference was held with the facility on
November 30, 2012,
No deficiencies were ciled as a result of the
complaint investigation. Event ID 2T1J11.
F 253 | 483.15(h){2) HOUSEKEEPING & F253) F253
ss=£ | MAINTENANCE SERVICES STANDARD DISCLAIMER:

This Plan of Correction is prepared as a
The facility must provide housekeeping and prep

maintenance services necessary to maintain a necessary requirement fqr continued
sanitary, orderly, and comfortable interior, parlicipation in the Medicare and Madicaid

programi{s), and does not, in any manner,

This REQUIREMENT is not met as evidenced constitute an a'd::nlsswn tc,, the validity of
by: the alleged deficient practice(s).

Based on observation and staff interviews, the
facility failed to keep resident raom and bathroom
doors, resident room and bathroom walls,
resident furnishings, and window blinds in good
repair for 11 of 34 rooms (Rooms 107, 201, 202,
207, 208, 209, 210, 211, 212, 302, and 308).

The following observations were observed on
11i27/112;

R RY DIRECTOR'S OR PROWDERISUPPUER REPRESENTATIVE'S SIGNATURE ’ TITLE (X8) DATE
A(J/M/n sstvato e A2 /J/I/ /<2

Any deficiency shemem_elﬁmgmnﬁnjaslensk {*) denozes a deficiency which the institution may be excused from correcting providing it Is determined that
othet safeguards provide sufficient protection to the patients . (See Instructions.} Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survay whether or not a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disciosable 14
days following the date these documents are made avaitable to the facility. If deficiencies are cited, an approved plan of correction is requisite {o continued
program participation.
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During an observation of room 107 on 11/27/12 at
3:01pm it was noted that the bedside table for
Bed B had several pieces of peeling and missing
veneer on the top of the bedside table as well as
on the front of the drawers. The blinds were also
noted fo have bant slats on the right side of the
window blind, There ware no changes in the
observations throughout the survey dates.

During an observation of room 202 on 11/27/12 at
11:37am it was noted that the bathroom door had
pieces of wood that were chipped, rough and
splintered. The bottom half of the resident's
roorn door was also noted to be scratched and
marred.There were no changes in the
observations throughout the survey dates.

An observation was made of room 207 on
11/27/12 at 11:16am revealed a high back white
armchair with all four legs scratched and marred
in multiple places. There were no changes in the
observations throughout the survey dates.

During an observation of room 208 on 11/27/12 at
10:47am it was noted that the white high back
arm chair with all four legs scratched and marred
in muitiple places. There were no changes in the
observations throughout the survey dates.

During an observation of room 302 on 11/27/12 at
10:42 revealed the bathroom walls under the
soap dispenser, the wall surrounding the sink,
and the wall behind the commode was stained
with light green streaks. There were no changes
in the ohservations throughout the survey dates.

An observation was made of room 210 on

A new bedside table has been provided
for Bed B.

A new window blind has been provided
for the window.

Room 202:
The bathroom door has been repaired
accordingly.

Room 207:
The high back chair in the room has
been repaired accordingly.

Room 208:
The high back chair in the room has
been repaired accordingly.

Room 302;
The bathroom wall has been repaired
accordingly.
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10:18am revealed the bathroom door had
some chipped pieces of wood on the edges of the

The bathroom door has been repaired
accordingly.

{X4) 18 SUMMARY STATEMENT OF DEFICIENCIES 123 PROVIDER'S PLAN OF CORRECTICN %5}
PREFEX {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 APPRCPRIATE DATE
DEFICIENCY)
F 253 | Conlinued From page 2 F 253 F253

11/27/12 at 11:08am revealed the boltom of the 0113113
resident ' s room door was scratched and marred, Room 210:
the bedside table beside Bed A had pieces of The door has been repaired
bioce of crown molding (approximately 6 fos) accordingly.
missing from the ceiling on the wall beside bed A A ne.w bedside table has been
where the cubicle curiain hardware and been provided for Bed A.
moved, There were no changes in the The crown malding on the wall beside
observations throughout the survey dates. of Bed A has been replaced,
During an observation of room 211 on 11/27/12 at Room 211: 01/13/13
3:14pm it was noted the bathroom door was The bathroom door has been repaired
marred and had multiple scratches on the bottom dingl
haif of the door. There were no changes in the accordingy.
observations throughout the survey dates.
On 11/28/12 the following observations were
made:

. 011313
An observation of room 212 on 11/28/12 at Room 212
9:27am revealed the resident * s reom door was The door to the resident's room has
scratched and marred and a piece of crown been repaired accordingly.
molding {approximalely 6 feet) was missing from Th . .

e crown molding on th

the ceiling on the wall beside bed A where the g on the wall beside
cubicle curtain hardware had been moved. There of Bed A has been replaced.
were no changes in the observations throughout
the survey dates.
An observation was made of Room 201 on Room 201: . 13/
11/28/12 at 9:54am which revealed the bathroom The bathroom wall has been repaired | 01/13/13
wall had pleces of sheetrock peeling and paint accordingly.
cracking on the lefi side of the sink. There were
no changes in the observations throughout the
survey dates,
An observation of room 209 on 11/28/12 at Room 208: 01/13/13
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The resident has the right, unless adjudged
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F 253 | Continued From page 3 F 253, Room 308: 01/13/13
door and were noted to be rough. The bottom of All areas on walls have been repaired,
the bathroom door was also noted to be the vent has been removed and wall
scratched arEd marred. There were no changes in repaired with sheetrock.
the observalions throughout the survey dates, ) .
The door has been repaired accordingly.
An observation of room 308 11/28/12 at 11:21am For th ident's havi
revealed peeling paint and scratched sheetrock ort <')se resident's having the 01113113
on the wall on the left side of entrance into the potential to be affected by the same
room, a vent with scratched paint and bent slafs alleged deficient practice, all resident
on same wall and peefing paint above the closet. rooms have been chacked for needed
The resident ' s door was also noted to be ) . ,
scratched and marred. There were no changes in repairs F)y the maintenance staff and wil
the observations throughout the survey dates. be repaired accordingly. The staff has
been in-serviced on the proper use of
the "Maintenance Wo " form and
On 11/30/12 at 2:00pm ebservations were made . k Ordt.er
with the Maintenance Director of all the above how to report repair and environmental
listed roems as well as an interview with the issues {o the Maintenance Director.
maintenance director was conducted. All the Upon receipt of the work orders,
same observat!ons were made. The the facility administrator shall verify the
mainienance director stated the staff verbally . o
reports items in need of repair to him on a dally completion of of work and initial the form.
basis. He indicated there is no formal system of
staff writing down concerns/problems, of
documentation of when a repair is made or any The Plan of Correction for this alleged
type of documentation that maintenance makes deficient tice has b \ tod
rounds for general maintenance and repair on a ) elicient practice nas been Incorporate
scheduled basis. into the facility's most recent Quality
Assurance Committee meeting minutes
During an interview with the facility administrator and shall be evaluated for effectivencss
on 11/30/12 at 4:30pm, the administrator | h hiv for th h
indicated that the identified areas in need of no less than monthly for three mo.nt 'S
repair would be repaired and the chairs and bed and quarterly thereafter on a continuing
side tables would be replaced. hasis.
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TC F 280
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incompetent or otherwise found to be STANDARD DISCLAIMER:

incapacitated under the laws of the State, fo
participate in planning care and treatment or
changes in care and freatment.

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

This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
inlerview, the facility failed to revise and update
the care plan for 1 of 4 residents (resident #49)
after the resident had experienced four falls. .
Resident # 49 was admitied to the facility on
05/20/2009. His most recent MDS had an
assessment referenced date of 10/15/12 and had
documentation that the resident had been
assessed as being alert and oriented with a BIMS
score of 15, as being independent with his
Activities of Daily Living and as being not steady
with his balance but able to stabiilze himseif
without assistance. His diagnoses were listed as
status post Bilateral Lower Extremity Amputation,
Hyperiension, Diabetes Mellitus and Congestive

This Plan of Correction is prepared as a
necessary requirement for continued
participation in the Medicare and
Medicaid Program(s), and does not, in
any manner, constitute an admission to
the validity of the alieged deficient

practice(s).

Resident #49's care plan has been 11/30/12

updated to inciude his recent fall and

non-compliant behavior(s).
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Heart Failure.

Review of resident #49's medical record revealed
a nursing note dated 7/30/12 at 8:30am which
read in part: Resident was found sitting on floor
at 8:00am. Resident stated "he dozed off and fell
on the floor." He said he "hit his head". No
nofable injuries at this time. Resident denies any
pain or other needs. Resident has been asked
several times to lie in bed when sleepy. Heis
non-compliant regarding these requests.

Another nursing note was written on 9/13/12 at
4;30am which read in part: Resident noted on
the floor beside the wheelchair asleep. When
asked how he got on the floor, resident laughed.
No bruising noted. No complaint of pain.
Resident transferred via Hoyer lift per three staff
to motorized chair. No distress noted. No
treatment needed.

A nursing note was written on 10/7/12 at 8pm that
stated resident was found sleeping on the floorin
front of his wheelchair. Resident refused to let
staff help him in his wheelchair. He asked staff for
two pillows. Resident got self back in his
wheelchair, Staff stayed with resident untit
resident was secure in his chair.

Another nursing note was written on 11/24/12 at
5:45pm which read in part; Called to resident's
room. Resident was on the floor in front of his
wheelchair facing the wheelchair and stated he
fell. He complained of Left Stump pain. An order
was given fo send resident to the emergency
room for evaluation.

Review of facility incident reports had
documentaticn of resident having fallen on

o4 D SUMMARY STATEMENT OF DEFIGIENGIES D PRGVIDER'S PLAN OF CORRECTION 5)
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F 280 | Continued From page 5 Fogg| For those resident’s having the potential 01/13/13

to be affected by the same alleged

deficient practice, the MDS Coordinator

has reviewed the care plans of each
resident that were care planned for falls;
to ensure the interventions/approaches
are updated for each fall if indicated. To
complete this task, the MDS Coordinator
shall reconcile the care plans of all
residents currently care planned for falls
against the facility's incident (falls) log for
the most recent three months. Any
resident's care plan found to he lacking
an update related to the interventions
subsequent to a fall; shall be updated to
include the new interventions/
approaches related to falls.

The nurse's have been educated on the
need to provide a copy of any incident
report to the MDS Coordinator,

Director of Nurses,and the Administrator.
Additionally, the MDS Coordinator was

made aware on November 30, 2012,

of the importance of updating the care
plans by revising any interventions

fapproaches related to falls.
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7130112, 9M3/12, 10/8/12, and 11/24/12,

Review of the resident’ s care plan revealed a
care plan refated to falls with an onset date listed
as 3/7/12. The problem was listed as impaired
mobility/transfers (bilateral lower extremity
amputee}. The goal was written as resident will
transfer from bed te chair and sit to stand with
stand by assist. The interventions were listed as
PT (Physical therapy) 5 times a week for
therapeutic exercise, gail training, transfers and
prosthetic training, OT (Cccupational Therapy) 5
times a week for therapeutic exercise, transfers,
prosthetic fraining and safety, assess and
document resident ' s motor strength, joint range
and balance, evaluate the use of assistive
devices for transferring from bed to chair with
prosthetic legs, if assistive devices are used,
educate resident on how to use, and allow
resident the opportunity to perform task
thamselves prior to offering assistance.

The interventions had a line drawn diagonally
through them and a hand written note under the
problem that read " Dc' d (MDS nurse name),
RN " . There was no date to indicale when the
hand written note was placed on the care plan.

The care plan had a problem listed as Impaired
thought processes/hallucinations and delusions of
worms coming out of his skin. The problem onset
date was 7/16/12. The goal was written as
Resident will be free of injury over the next ninety
days. The interventions were listed as resident
will e evaluated by a neurologist and
dermatologist, lab work will be obtained to
evaluate kidney and liver function, reassure
resident when he complains of the " worms
crawling out of his skin. , calmly talk with

compliance by auditing 25% of resident's
MDS' monthly for three months and
quarterly using the facifity's incident (falls)
report logs, documenting on

the Care Plan / Falls Audit tool.

The Director of Nursing and the
Administrator will monitor care plans and
the Care Plan / Falls Audit tool

monthly for three months and

quarterly thereafter to ensure care plans
are being updated accordingly.

The MBS Coordinator shall present

the findings and subsequent plan of
correction for this alleged deficient
practice 1o the facility's Quality
Assurance Committee. Futhermore,

the MDS Coordinator shall report to the
commiittee any identified discrepancies
no less than monthly for three months,
and quarterly thereafter,

{X4)ID SUMMARY STATEMENT OF DEFICIENGIES 53] PROVIDER'S PLAN OF CORRECTION 5)
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F 280 | Continued From page 6 Fogn| The MDS Coordinator shall monitor for
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resident and offer reassurance prior to initiating
care, keep resident environment free of clutter
and safety hazards, call light in reach at all times
in room and bathroom, instruct the resident on
use of call belf and reinforce the need for use with
each contact, monitor and document resident
behavior and status at least daily, and report any
change in cognitive status to physician.

There were no notes written nor was the care
plan revised or updated since the onset date.
The back sheet of the care plan was signed by
the MDS nurse, the social worker, the activitias
director and dated for 7/16/16.

There was a care plan with the problem onset
date of 1/31/11 with the problem listed as
Resident is at risk for falls due 1o mind altering
drugs.

On the care plan under the problem there was a
hand note written that read, " Revised 10/8/12.
See next page. ", and was signed by the MDS
nurse.

The care plan on the next page had the problem
onset date listed as 10/8/12. The problem was
bilateral lower extremity amputee,
obese/narcolepsy, recent fall. The goal was
writlen as resident will not experience any injuries
related to fall. The interventions were listed as:
transfer board for transfers, check on resident
frequently in shower room, call bell in reach at all
times, monitor for changes in resident ' s
condition that may warrant increased
supervision/assistance and nofify the physician,
wheelchair alarm to motorized wheelchair,
monitor for adverse reactions to antidepressaits,
pain, amphetamines, amphetamine salts 10
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F 280 | Continued From page 8

milligrams three times a day, lyrica 300 milligrams
by mouth twice a day at 4:00pm and 8:00pm.

The back page of the care plan had handwritten
notes which included: " #3 Recent fall 10/7/12
Care plan revised and updated. " The care plan
was signed by the MDS nurse, social worker and
the activitfes director on 10/15/12.

During an interview on 11/30/12 at 3:40pm with
the MDS nurse, she indicated that she is
responsible for revising and updating the care
plans. She further added that there is no formal
written communication that she receives when a
care plan needs to be updated or revised, that the
nurses will tell her verbally or she will hear about
it during the morning meetings. in regards fo
resident # 49 and his falls, she slated that after
the fall on 7/30/12 a drug regimen review was
done. She stated that she didn ' { revise or update
the care plan after the fall. The MDS nurse stated
she wasn 't aware resident #49 fell on 9/13/12
therefore the care plan wasn * t revised or
updated after the fall. She further added after
resident #49 fell on 10/7/12 a wheelchair alarm
was placed on his wheelchair. She stated that
she revised the care plan to include the chalr
alarm on 10/8/12. The MDS nurse stated that she
did not revise or update the care plan after
resident #49 ' s fall on 11/24/12 because she didn

F 280

F323

STANDARD DISCLAIMER:

F323
§8=J

't know what else fo do for him.
483.25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

F323

This Plan of Correclion is a necessary
regulrement to participate in the
Medicare and Medicaid program(s} and
does not, In any manner, constitute an
admission to the validity of the alleged
deficient practice(s).
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This REQUIREMENT is not met as evidenced
by:

Based on observation, record review and staff
interviews, the facility staff failed to supervise 2 of
2 sampled cognitively impaired residents
assessed as being at risk for elopement
(Resident #94 and Resident #76).

Immediate Jeopardy began on 07/01/12 when
Residant #54 left the facility unsupervised and
was found by police af a grocery store. Resident
#76 exited the facility and was found by the road
in front of the facility on 08/09/12. Immediate
Jeopardy was identified on 11/29/12 at 8:00 AM
and was removed on 11/30/12 at 1:00 PM when
the facility provided a credible allegation of
compliance. The facility will remain out of
compliance at a scope and severity level of D with
more that minimal potential for harm that is not
immediate jeopardy. The findings include:

1a. Resident #94 was originally admitted o the
facility on 10/06/11 and re-admitted on 12/10/11
with diagnoses including Renal Failure,

Hypertension, Presenile Dementia and Vertigo.

A facility elopement risk assessment dated
04/19/12 showed that Resident #94 had a history
of leaving the facility without supervision as
evidenced by previous attempts.

The resident ' s care plan last updated 04/19/12
showed that the resident was at risk for
elopement with a goal for the resident to be

Resldent #94 was never harmed as a
result of the alleged deficient practice.
The state survey agency was provided
with an acceptable credible allegation of
compliance on 11/29/12. The "immediate
jeopardy" alleged practice was removed
the following day, 11/30/12.
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re-directed by staff before leaving the facility
during elopement attempts. Interventions
included; " Assign stafi to account for resident ' s
whereabouis at all times. Alert staff to resident ' s
elopement behavior. Place resident in an area
where constant observation is possible. Note
which exils resident favors for elopement from
facility. Aleit staff working near those areas. if
resident elopes from the facility, implement facility
protocal for locating resident. "

The most recent Minimum Data Set (MDS)
Assessment dated 10/15/12 showed that
Resident #94 was severely cognitively impaired.
The MDS showed that the resident was
independent with wheelchair mobility and used a
cane as an assislive device for walking. The MDS
showed that the resident had exhibited wandering
behaviors which accurred 1-3 days during the
review period. The MDS showed that the resident
received medications for anxiety and agitation as
needed.

The elopement risk assessment dated 10/15/12
showed that the resident had a history of leaving
the facility without supervision. The elopement
assessment had a section for potential
interventions. None of the interventions were
checked.

Anurse ' s note written by Nurse #1 dated
07/01412 at 6:45 AM read: " Rsdt {resident) not in
room was last seen around 5:30 AM, Facility and
grounds searched thoroughly by staff and nurse
in charge, unable to locate redt. Rsdt ambutating
on foot with cane, wheelchair in room. Called
DON (Director of Nursing) and police notified.
Rsdt found by police in {(name of supermarket)
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parking lot. Staff went to pick up rsdt.
Assessment upon arrival back to facility. No
signs/symptoms of acute distress noted. No
signsfsymptoms of injury noted. "

On 14/28/12 at 3:00 PM, Resident #94 was
observed sitting in his whealchair in his room next
to the bed with his eyes closed.

On 11/28/12 at 4:45 PM, Resident #34 was sitting
in his wheelchair in his room. The resident was
ohserved to stand up and the chair alarm
sounded.

Nurse #1 stated in an interview on 11/28/12 at
8:45 AM that she was working on the morning of
67/01/12, The Nurse stated that Resident #94
was confused and a lot of the time he talked
abeut leaving the building. The Nurse stated that
she was passing medications around 6:00 AM
and a nursing assistant said he was not in his
room. The Nurse stated that the resident ' s alarm
did not sound on his wheelchair, The Nurse
stated that she calfed the police and had staff
search the building inside and outside. The Nurse
stated that the resident was found at a local
grocery store by the pofice and that Nurse #3
broughit the resident back te the facility. The
Nurse stated that she did not know how long the
resident was gone from the facility.

An interview was conducted with Nursing
Assistant {NA) #1 who was assigned to Resident
#34 on 07/01/12. The NA stated that the last time
she saw the resident was at 5:30 AM in his room,
The NA stated that Nurse #2 told her the resident
was missing.
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Nurse #3 stated in an interview on 11/29/12 at
1:50 PM that he was on his way to work when he
learned that Resident #84 was missing. The
Nurse stated that Resident #84 had made
attempts to teave the building but they usually
would catch him before he left the parking lot.
The Nurse stated that he picked up the resident
at the grocery store. The Nurse stated when he
brought the resident back o the building he tried
to get him to calm down and he called a famity
member and re-criented him back to the facility.
The Nurse staled that he checked the resident for
injuries and the resident was able to move all
extremities. The Nurse staled that he knew that
Resident #94 wandered and he was aware that
staff needed {o keep an eye on him, however, the
resident was fast.

During an interview on 11/29/12 at 3:30 PM, the
Director of Nursing (DON]) stated she was called
on the morning Resident #94 left the facility. The
DON stated that she arrived at the facility within
{en minutes and hefped with the search of the
facility and the grounds. The DON stated that
Nurse #3 picked up the resident at the grocery
store and refurned him to the building unharmed.
The DON stated that the resident was assigned a
sitter from July 1-8, 2012. The DON stated there
were no revisions {o the resident’ s care plan
hecause he had already been care planned. The
DON stated that she made sure that the resident
was safe.

The MDS Coordinator stated in an interview on
11/29/12 at 4:35 PM that everyone in the building
was aware of the resident ' s wandering
behaviors.

F 323
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On 11/30/12 at 3:30 PM the mileage from the
facility to the grocery store was observed to be
three tenths of a mile or 1584 feel. There were 3
traffic lanes in front of the facility and at the end of
the street the resident would have to cross 5
iraffic lanes to reach the grocery store where he
was found.

1b. A nurse ' s nole written by Nurse #4 dated
10/14/12 at 5:15 PM read: " Resident out of
facility in wheeichair attempting to leave oui of
facility parking lot. Resident stated " 1" ve gotto
go see family member. " Assisted back to facility
X {times) 2."

Nurse #4 stated in an interview on 11/28/12 at
4:55 PM that on the morning of 10/14/12 she was
going out of the front door of the facility and saw
the resident in the parking lot. The Nurse stated it
just so happened that she was going out the front
door and saw the resident. The Nurse stated that
the resident was found on the left side of the
facility away from the carport and did not know
how long the resident had been outside, The
Nurse stated that she brought the residenf back
inside the building. The Nurse stated that the
resident had gotten outside before. The Nurse
stated that she did not know what was in place to
prevent the resident ' s elopement but a chair
afarm was put on his wheelchair when he first
tried to get out.

The MDS Coordinator stated in an interview on
11/29/12 at 4:35 PM that the only thing added to
the resident * s care plan was to call his family
member. She stated that she did not know what
else to add. The Coordinator stated that there
had been a lot of in-services and elopement drills.

F 323
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An interview was conducted with the DON and
{he Administrator on 11/29/12 at 5:30 PM. The
DON stated that after the resident got out of the
huilding on 10/14/12 they did the same thing as
before. Someone was assigned to sit with the
resident the entire shift. The Administrator stated
that they had elopement drills during which a staff
person would pose as a resident that had eloped
from the facility and the staff would search for the
staff person posing as a resident.

On 11/30/12 the estimated distance from the front
door of the facility to the area of the parking lot
where Nurse #4 found the resident on 10/14/12
was forly one feel.

1¢. Anurse ' s note written by Nurse #5 dated
11/07/12 at 5:15 PM read: " Resident found
outside by staff wandering around the building
near dining room door. Resident had no falls
noted from incidence. Asked what resident was
doing, he stated, going out trying to get a car.

Nurse #5 stated in an interview on 11/28/12 at
5:10 PM that she was passing medications at
5:00 PM on 11/07/12. The Nurse stated that
students were in the building that night and saw
Resident #94 go out the front door but thought he
was a visitor. The Nurse stated that she saw the
resident ' s wheelchair inside the front door and
there was no alarm sounding. The Nurse stated
that she found Resident #94 standing outside at
the corner of the facility on the sidewalk and he
refused to come back in through the front door.
The Nurse stated that one of the studenis and a
housekeeping staff member assisted the resident
around the back of the building and brought him

F 323
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back in through the dining room doar. The Nurse
stated that the resident had tried to leave the
facility earlier in the day. During the interview, the
nurse was observed to walk out the front door to
ihe area where she found the resident. The
estimaled distance from the front door o the left
side corner of the facility was 125 feet.

An interview was conducted with the
Administrator and the DON on 11/28/12 at 5:30
PM. The Administrator stafed that alarms were
placed on all exit doors except for the front door
and the dining room door. The Administrator
stated that they purchased a sysfem to alert staff
to resident ' s trying to leave the building but the
alarm was not very loud and could not be heard
by staff so the systern was sent back fo the
company. The Administrator stated they had
looked at another system buf the cost was
betwaen $10,000 to $15,000 dollars.

2a. Resident #76 was admitted to the facility on
07/15/10 with diagnoses that included Alzheimer *
s Disease, Anxiety Disorder, Hypertension and
Diabetes Mellitus.

The most recent Minimum Data Set (MDS)
Assessment {Quarterly) dated 05/26/12 showed
that the resident was severely cognitively
impaired. The MDS showed that the resident
required extensive 2 person assist for mobility but
once in the wheelchair was independent with
mobility. The MDS did not note wandering
behaviors for the review period.

A nurse ' s note dated 08/09/12 at 10:20 AM by
Nurse 6 read: " Resident up in wheeichair
propelling self through facility. Nursing assistant

F 323

Realizing Resident #76 has exhibited
exit seeking behaviors, all alarmed doors
have been checked to ensure they are
properly functioning, and personnel have
been staticned at the front door 24 hours
per day and 7 days per week to ensure
the identified resident's attempts to exit
the facility without assistance are
appropriately re-directed.

11/29M12
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looking out front window, saw resident in
wheelchair at road. Resident brought in per staff,
resident states, " | looked for cars. " Explained to
resident please do not go outside, said he wouldn
't. Will monitor. "

The resident ' s care plan updated on 08/09/12
showed that the resident attempted to elope from
the facility on 08/08/12. The goal on the care plan
was for the resident to niot suffer any injuries due
to elopement attempts. The interventions
Included: Place resident in area where frequent
observation is possible. Place chair alarm in
chair. Atert staff to resident ' s elopement
attempts. if resident is attempting to elope away
fram unit, instruct staff to stay with resident,
converse and gently persuade resident to come
back to designated area with them. Assign staff
to account for resident ' s whereabouts
throughout the day. Note which exits resident
favors for efopement from facility. Alert staff
working near those exits.

Nurse #6 stated in an interview on 11/29/12 at
3:30 PM that Nursing Assistant {NA) #4 came to
her and told her that she fooked out the window
and noficed Resident #76 outside. The Nurse
stated that she went outside and observed the
resident sitting in his wheelchair on the [eft side of
the parking iot in front of the facility. The Nurse
stated that she brought the resident back into the
building and explained that he could not leave like
that. The Nurse stated that she had been
in-serviced on watching the resident and
re-directing him to aclivities. The Nurse stated
that she fried to involve the resident in activities to
get his mind off trying to leave the facility. The
Nurse stated that the resident had a bed and

be affected by the same alleged deficient
practice, the current staff received
educaticn training on November 29, 2012
regarding the facility's "Elopement Policy"
and "Missing Persons Policy" including
identifying the residents at risk for "exit
seeking" behavior and on the procedures
to implement if a resident eloped from the
facility. All residents were reassessed
using the facility's "Elopement Risk
Assessment Form" on 11/29/12. No

other residents were identified as being at
risk for slopement at present. Alf exit
doors are alarmed, with the exception of
the front lobby door that is currently being
supervised by a staff member 24 hours a
day, 7 days a week until the facility's
wander guard type system is installed by
the facility's contractor.

On 12/14/12 an "Accuitech

Resident Guard" wander system was
ordered for the facility. The system will
enable the front door to lock when
approached by a resident wearing

a "bracelet" that is designed {o send a
sighal to the door. The system should be
in place by end of January 2013,

All staff wilt be educated on the
mechanics of the system and made aware
of the residents that are wearing the
bracelets.
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chair alarm pad that would alarm if he got up. the system by placing the order on the

resident's medication administration

NA#4 stated in an interview on 11/30/12 at 10:45 record. The nurse's will be instructed to

A that on 08/09/12 she was in a resident ' s

room making up beds and she opened the blinds
in the room and saw Resident #76 sitling In his
wheelchair silting af the road where the cars were
parked at the edge of the grass. The NA stated
ihat she called the nurse on the hall and ran
outside to get the resident. The NA stated that the
resident ' s wheelchair was on the pavement and
he was frying to scoot to get up on the grass. The
NA stated that the resident was looking for a ride
to an area where he used to live. The NA stated
that she brought the resident back to his room
and tried to get his mind off of going outside. The
NA stated that this was not the first time that
Resident #76 had got out of the building. The NA
stated that visitors assumed it was CK for the
resident to go outside but he could not unless
someone was outside to supervise him. The NA
stated that she had received inservices regarding
the resident’ s elopement attempts. During the
interview, the NA pointed out where the resident
was found in the parking lot and stated that the
resident was sitting between parked cars at the
edge of the grass. There was an area of grass
approximately 6-7 feet that led from the parking
fot fo a sidewalk thal was along the edge of the
street. The estimated distance from the front door
of the facility to the street in front of the facility
was 93 feet.

An interview was conducted with the Director of
Nursing (DON) and the Administrator on 11/29/12
at 5:30 PM. The DON siated that after the
incident an elopement drill was completed on
08/13/12. The Administrator stated that during an

observe the resident each shift to ensure
the bracelet is on the resident. The nurse
will then place his/her initials in the space
provided on the individuals medication
administration record attesting to the fact
that the resident is wearing the bracelef.
Furthermore, maintenance will be
educated and instructed to check the
battery life of the bracelet weekly using
the battery test tool provided by the
company to ensure it is working properly.
The weekly battery test shall be logged
by the Maintenance Director on the
Battery Test form, The manufacturer will
he notified immediately of any
maifunctions with the system and while
the sysiem is down, a staff member will
be placed again at the front door to stop
any elopement attempts.

Elopement drills are being done per
facility policy and the

"Elopement Protocol" is now
Incorporated Into the new hire procedure.
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elopement drill a staff person would pose as a
resident that had eloped from the facility and
other staff would search for the staff person
posing as the resident,

The MDS Coordinator stated in an interview on
11/30M12 at 10:55 AM that the resident' s last
care plan meeting was held on 09/26/12 and that
she had not included the resident * s elopemeant
on 08/09/12,

2b. A nurse ' s note dated 08/15/12 read: "
Resident up in wheelchair propelling self, went
out front door and down sidewalk part way, Staff
redirected resident to come back in facility.
Resident back in facility, no further attempts to
leave, "

Nurse #7 stated in an interview on 11/29/12 at
4:05 PM that Resident #76 had gotten out of the
building and was partway down the walkway
along the side of the building. The Nurse stated
that she did not know how long the resident had
baen outside. During the interview, Nurse #7 was
observed to go outside of the building to point out
where she found the resident on 08/15/12, The
Nurse stated that the resident had propelled his
whealchair from the front deor to the right and to
the third handicapped parking sign in the parking
lot. The estimated distance was thirty six feet.

The DON stated in an interview on 11/28/12 at
5:30 PM that efopement drills had been
conducted with the staff on 08/01/12 and
08/03112.

The MDS Coordinator stated in an interview on
11/30412 at 11:00 AM that the resident last care

the doors weekly to ensure the alarms
are properly functioning; this will be
documented on the "Door Alarm Check"”
form. The Administrator will monitor the
audit forms for compliance weekly.

The Director of Nursing and/or the
Clinical Coordinator shall monitor the
Weekly Wander Guard Bracelet Check
log to ensure compliance.

The MDS Coordinator will ensure that
each resident placed on the

"wander system" will be care planned
accordingly. The Director of Nursing
will monitor monthly for compliance.
The Plan of Correction for this alleged
deficient practice(s) has been
incorporated into the facility's most
recent Quality Assurance Commiftee
meeting minutes and shall be evaluated
for effectiveness no less than monthly
for three months and gquarterly
thereafter on a continuing basis.
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plan meeting was held on 09/26/12 and that no
additional information regarding the resident ' s
elopement was added to the resident ' s care
plan.

2c¢. A nurse * s note written by Nurse #5 dated
11/07/12 at 6:25 Pivt read: " Resident found
outside in parking lot after being notified by
visitor, in wheelchair. Resident brought back
inside and oriented to facility. "

Nurse #5 slated in an interview on 11/28/12 at
5:44 PM that on 11/07/12 a visitor nofified her that
Resident #76 was in the parking lot. The Nurse
stated that the resident had gotten off the edge of
the carport. The Nurse staled that she re-oriented
the resident to the facility and reminded him that it
was cold outside and that he could get injured.
The Nurse stated that she took the resident back
to his room and he was watching television. The
Nurse stated that she usually had the resident
follow her while she passed medications. The
Nurse pointed out the area where the resident
was found and the estimated distance from the
front door was twenty two feet.

The DON stated in an interview on 11/30/12 at
3:00 PM that Resident #76 was easily re-directed
and that he wanted fresh air. The DON stated
that elopement inservices were done on 11/08/12.

The Administrator was nofified of the Immediate
Jeopardy on 11/29/12 at 9:00 AM.

The facility provided an acceptable credible
allegation of compliance on 11/30/12 at 1:00 PM.

The allegation of compliance indicated:

FORM ChS-2567(02-99) Pravious Versions Obsolele Event 1D: ZTUH

Facifity 1D: 923150

If continuation sheet Page 20 of 31




PRINTED: 12/14/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT CF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA {X2} MULTIPLE CONSTRUCTION {X3} DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: COMPLETED
A.BUILDING
B. WING C
345210 ' 11130/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ELIZABETHTOWN HEALTHCARE & REHAB CENTER 208 MERCER RD BOX 1447
ELIZABETHTOWN, NC 28337
(X45ID SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN QF CORRECTION (X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IBENTIFYING INFORMARION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENGY)

F 323 | Continued From page 20

CREDIBLE ALLEGATION OF COMPLIANCE

On July 1, 2012 at approximately 6:45am,
resident #94 was noted to be out of facility
unattended. Staff at facility searched the facility
and facility grounds per facility protocol. After it
was determined resident was not on facility
premises, the Police Department and the Director
of Nursing were called to nolify them of a missing
resident at the facility. Approximately five minutes
tater, the Police Officer notified Nurse #1 that
resident had been located approximately three
blocks from facility. Director of Nursing had
arrived and brought resident back to facility.
Resident was assessed for any injuries, none
noled. Resident stated to Director of Nursing that
he wanied to leave to go see (name of family
member). A nursing assistant was placed with
resident for one on one care for the entire
weekend. Resident was placed on the acule
charting to monitor for any increased confusion
and elopement risks. On October 14, 2012;
resident was found out in facility parking lot in
wheelchair by Nurse #4, Nurse brought resident
back in facility. Resident stated he wanted to see
{name of family member). Resident ' s family
member notified of attempt and resident's
request to see her. A silter was placed with
resident for the rest of the day. Staff made aware
of residents elopement and Nurse #4 told all staff
that they must be aware of the resident will etope.
The next day, October 15, 2012, residents family
member came and picked him up for LOA (feave
of abscence} to his home. Returned to facility on
Cctober 16, 2012 and appeared o be very
satisfied and happy. On November 7, 2012 at
approximately 5:40am, resident was withessed
geing out dining room door by Dietary Aide #1.

F 323
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Diefary Aide #1 and Nursing Assistant #3 got to
resident just as he past the threshold of the door.
His wheelchair tipped over and he felf to the
ground. Resident got up and was back in his
wheelchair when the staff members approached
the resident. Nurse #2 was nolified and resident
was assessed for injuries from the fall. Resident
was noted to have skin tears. Treatment was
applied by nurse. Resident could move all
extremites without difficulty. Resident' s
Responsible Party and Physician were notified of
event, Nurse #2 made staff aware of residents
elopement and the need for constant surveillance
of this resident. On the same day at
approximately 5:15pm, staff found resident
outside of dining room door in his wheelchair.
Resident stated he was going out to move his
car. Resident was taken to room and a nursing
assistant was placed with him for one on one
care. Resident was noted to rest well the rest of
the night. Responsible Party and Physician made
aware. No more elopement attempts noted. This
resident has been placed as of November 30,
2012 in an Assisted Living ' s Alzheimer ' s Unit.
The move also brings him closer fo his family.
On August 9, 2012 |, at approximately 10:20 am,
resident #76 was witnessed by nursing assistant
in his wheelchair sitting at the curbside, Resident
immediately braught back in facility, Nurse #6
spoke with resident and asked him not to go
outside without assistance as resident is easily
redirected. Resident was taken to the dining room
for bingo. After bingo, resident ' s family member
came in facility and continued to stay with
resident. A sitter has been placed with resident
for twenty four hour to prevent any elopement
attempts,

Elopement of two residents at Elizabethtown

F 323
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Healthcare and Rehabilitation Center:

November 28, 2012: For those residents affected
by the same deficient praclice, due to the fact that
the front door is not alarmed, personnei shall be
stationed there 24-hours per day to ensure the
identified residents do not elope or attempt to
elope . All other exit doors to the facility are
alarmed and are in proper working order. On
November 29, 2012, ali staff were re-in-serviced
on the elopement protocol of the facility and were
made aware of the two residents that being
focused upon. The facility in-service instructed
staff to approach residents calmly and redirect
them as to not cause undue agitation are
focused. The facility " Elopement Intervention
Plan" is the system in place outfining how staff
should respond to elopament of residents. This
plan was also included in the in-service for staff
on November 29, 2042. An updated photo was
obtained of each resident and will be displayed at
nurses station and will be updated as needed. All
exit doors were secured immediately ensuring
that atarms were in working order, the alarm
sounds from the atarm mechanism attached to
each door and can be heard throughout the entire
facility. All staff were instructed that they are to
respond to alarms heard throughout the facility.
On November 28, 2012, at approximately 5:45pm
rounds were immediately made by Maintenance
Director, Administrator, Director of Nursing, MDS
Coordinator, Social Worker, HR Director and
Nurses to ensure all residents were accounted
for. All residents were accounted for at that time.
All exit door locking mechanisms were checked
by the Maintenance Director immediately and
were found in proper working order. The dining
exit door was noted to be without proper alarming
mechanism. The Maintenance Director installed

F 323
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an alarm noted to have the tradename " EXIT
STOPPER ™ alarm on the dining room exit door.
The alarm is idenfical to the alarms on the other
facility exit doors and alarms at the mechanism
creating a loud noise that can be heard
througheut facility. A sign was posted on the
dining room exit door rerouting traffic. The
surveyors were provided with documentation that
the door for the dining room has been ordered
and the date it will be installed. Elopement drills
are being done guarterly, there are several
documented twice monthly. All documentation of
elopement drill and inservices have been
provided to the surveyors. All residents have
been reassessed using the " Elopement Risk
Assessment"” too! and will be careplanned
accordingly, Any resident noted to be at risk for
elopement will be assigned a 24 hour sitter.
Identification of Residents that may be affected
by the same alleged deficient practice and
Monitoring:

For those residents having the potential to be
affected by the same alleged deficient practice,
all residents ' were re-assessed by Administrative
Nurses on November 29, 2012 using the facility *
s Elopement Risk Assessment form. No other
residents were found to be at risk for elopement.
The front door of the facility wilt be secured by
placing an individual in lobby {o stop any
efopement attermnpts until an alarm system is
installed for the front door. The door will be
secured by an individual 24 hours a day/ 7 days a
week until the " Wanderguard " system is
installed. The surveyors were provided with the
documentation from the company stating that the
facility has ordered the system. Those residents
identified as having a " having a history of leaving
the facility without needed supervision, " shall
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receive a 24 hour sitter. The front door shall
remain supervised by staff 24-hours per day.
Those residents identified as being at risk for
elopement shall have an elopement care plan
initiated and shalt have approaches in place to
prevent the residents elopement. Pursuant to the
facility ' s Elopement Policy, all residents shall
continue to be assessed for their elopement risk
on admission and quarierly thereafter. All facility
staff have heen re in-serviced on the elopement
policy and protocol and the missing persons
protecol and policy. These policies have been in
place since October 2006. The Elopement and
Missing Persons " protocol will be included in the
new hire procedure and will be givenon a
quarterly basis to all employees. In the case of
missing persons, the hall nurse will assign
individuals to search specific areas including, but
not limited to: all rooms {identifying who is each
bed and looking under the bed, bathrooms,
closets, bathing rooms, offices, kitchen, freezers
and coolers, storage rooms, linen rooms, laundry
room, beauty shop, dining room, day room,
conference room, maintenance storage,
housekeeping and outside quadrants identified
for the facility. All locked doors will be unfocked
and checked. Afier checking locked rooms, the
room should be [ocked. After initial search the
missing person protocol will be followed
accordingly.

Individuals have been secured to man the front
door 24 hours / day, seven days a week . The
individual will be monitored by the administrative
staff during the week and the Registered Nurses
on the weekends. The Maintenance Director will
check the doors weekly to make sure that they
are functioning properly using the " Door Check ™
audit tool, which consists of the Maintenance

F 323
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Director checking the door functions and placing
his initials by the date checked.

Quality Assurance of Elopement Risks:

The Director of Nursing and/or Administrative
Nurse Designee wilt review all new admissions
and the " acute charting " of residents daily.
During these reviews, the Director of Nursing
andfor Administrative Nurse Designee will review
records for safety concerns and will ensure
prevenptative measures are implemented as
needed. Residents identified as at risk for
eloperment will be followed in the " Patient At Risk
" QA meefings weekly ensuring that all safely
measures are in place. Director of Nursing and
Administrative Nurses will continue to monitor the
acute charting daily and bring any new " at risk "
behaviors to the Careplan team and QA
committee. In addition, Nurses have been
instructed to complete an incident report on
elopement attempts and investigation of the
occurrence immediately after the attempt noted.
All "atrisk" behaviors will be followed in the QA
meetings until deemed resolved by the
committee.

The credible allegation was verified by reviewing
documentation provided by the facility of
inservices and elopement drills completed as a
result of the elopement incidences. Staff was
questioned about their knowledge of elopement
procedures, such as what to do if a resident left
the facility and what to do if they heard the
sounds of alarms. Staff were aware of the two
residents that had eloped from the facility.
in-services and elopement drills were verified by
in-service sheets as well as staff interviews,
Several staff was interviewed regarding the
in-services they received on elopements, what to
do if a resident was missing and what to do when

F 323
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a sitter {one-on-one staff) took a break. Staff
interviewed and their responses are noted helow:
11/30/12 at 2:00 PM NA¥# 12 stated she had
received an in-service on elopements. She
revealed the fwo residents that would attempt to -
leave the facility were Resident #76 and Resident
#94. NA# 12 staled if she was a sitter for one of
the residents and needed to take a break, she
would infoerm someone and she would not leave
the resident until someone took her place. She
stated if a resident was missing she would inform
the Administrator and assist in the search of the
facility.

11730412 at 2:15 PM NA# 13 stated she had been
in-serviced on elopements. She stated if she
heard an alarm sound, she would locate where
the sound of the alarm was coming from. She
revealed if a resident was missing from the facility
she would notify her supervisor and management
staff and she would assist in the search of the
facility. NA#13 stated Residenti #94 and Resident
#76 were residents that would attempt to leave
the facility. She revealed if she was assigned
one-on-one with a resident and needed a break,
she would inform someone and she would not
leave the resident until someone relieved her.
11/30/12 at 2:20 PM Staff Nurse #8 on 400 Hall.
She stated that she had just received an
in-service on elopements. She staled if a resident
had a staff member watching them one-on-cne,
when the staff member took a break, another
staff member must cover during the break. If a
resident was missing, staff members would [ook
for the resident, notify the administrator and if
unable to find the resident call the police.
11/30/12 at 2:30PM Nursing Assistant #9 (NA#9)
stated that she had just received an in-service on
elopements, if she was unable to find a resident,
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she would notify the charge nurse and look for
the resident, If doing one-on-one with a resident
she would get someone to relieve her for breaks.
tf a chair alarm went off, she would go and
check on the resident. If she saw a resident going
out the door she would bring the resident back in.
11730412 at 2:35 PM Housekeeping Staff# 1
stated that if she saw a resident going out the
door, she would bring them back in and notify the
nuree.

11/30/12 at 2:45 PM a picture was observed of
Resident #76 at the nurse’ s station as being a
resident at risk for efopement. Nurse #6 stated
that the other resident (Resident #34) had been
transferred to another facility. The Nurse stated
that she had just received an in-service on
efopements. The Nurse stated that if a resident
was observed going out the door, she would bring
them back in and notify the DON or the
Administrator. The Nurse stated that staff sitiing
with resident that were being observed after
elopement attempt must be relieved by another
staff member for breaks.

11/30/12 at 2:50 PM Staff Nurse#4 sated she had
received an in-service on efopements. The Nurse
stated that Resident #76 and Resident #94 would
{ry to go out of the building. if she observed these
residents going out the door, she would bring the
residents back in and notify administration. She
further stated that Staff assigned fo one-on-one
with residents after elopement attempt must be
relieved by another staff member for breaks.
11/30/12 at 3:00 PM NA#10 stated she had just
received an in-service on elopements. The NA
stated Resident #24 and Resident #76 were at
risk for elopement and if she saw one of them
going out the door, she would bring them back in
and notify the nurse. The NA stated that if doing
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one-on-one with a resident, she must be relieved
by another staff member for breaks.

11/30/12 at 3:15 PM NA# 7 stated Resident #76
was at risk for elopement. If she saw him going
out the door would bring him back in and notify
the nurse. The NA stated that she had just
received an in-service on elopements and if
sitting with a resident afler an attempt to get out
of the building she would not leave fo take a
break until sorneone relieved her.

11/30/12 at 3:20 PM NA# 8 stated she has just
had an in-service on elopements. She stated
Resident #76 would try to go out of the front door.
tf she saw him try to go out, she would bring him
back in and nofify the nurse.

11/30/12 al 3:25 PM NA# 9 stated she had
received an in-service on elopements. She
stated Resident #94 and Residenf #76 had gotten
out of the building. If she saw one of them going
out of the door she would bring them back in and
notify the nurse. The NA stated if she was
one-on-one with a resident that had tried to elope,
she would need to sit with the resident for the NA
to take a break.

11/30/12 at 3:28 PM NA# 10 stated that she had
received an in-service on elopements. She stated
Resident #76 was at risk for elopement. If she
saw him trying to leave the building she would
notify the nurse. If sitting with the resident after an
elopement attempt, she would not leave to take a
break until someone relieved her.

11/30/12 at 3:45 PM NA#11 stated she received
in-services on elopement. She stated if a resident
eloped from the facility, she would notify her
supervisor and the management staff and she
would assist in the search, both inside and
cutside of the facility. She stated if she heard an
alarm sound she would locate where the alarm

F 323
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was coming from. She stated the two residents
that would aitempt to leave the facility were
Resident #76 and Resident #94. She revealed
that if she was a sitter and it was time for her
break, she would let someone know about it and
would not leave her assigned resident until
someone took her place,

Care Plans and Elopement Risk Assessments
were verified for completion for all residents. The
resident at risk for elopement that was still in the
facility was observed for supervision by sitters
throughout the day. Silters were questioned about
what to do when they took breaks. Doors were
checked for verification of alarms on them.

F 371 | 483.35{i) FOOD PROCURE,

85=E | STORE/PREPARE/SERVE - SANITARY

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 staff failed to wash their hands with soap
and waler between handling soiled and clean
dishes to prevent cross contamination of clean
dishes.

The findings include:

F 323

F 371

F371

STANDARD DISCLAIMER:

This Plan of Correction is prepared as a
necessary requirement for continued
participation in the Medicare and
Medicaid program{s} and does not, in
any manner, constitute an admission to
the validity of the alleged deficient
practice(s).
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the soiled dishas to use her soapy left hand to
pull the elean dish rack out and push the soiled
dish rack into the dish machine without washing
her hands with soap and water in befween
moving from the soiled to clean dishes. At 9:50
AM dietary staff # 2 was observed scrapping,
rinsing and loading soiled dishes onto a dish rack.
She then moved from the soiled dishes to puli the
clean dish rack out onto the dish machine shelf
without washing her hands with soap and water in
between. At 9:52 AM dietary staff # 1 was
observed to wash her hands with soap and water,
moved to pull the clean dish racks dietary staff #
2 had touched further out onto the dish machine
shelf to dry. At 9:59 AM dietary staff # 2 was
observed rinsing and loading soiled dishes, she
then moved to pull clean dish rack out onto the
dish machine shelf without washing her hands in
betweesn.

During an interview the dietary staff on 11/28/12
al 10:00 AM, she stated, " That is the way [ was
trained. As long as | only touch the dish rack |
thought | was okay. "

In an interview with the Certified Dietary Manager
on 11/28/12 at 10:05 AM, she stated, " They will
all be In-Serviced today. [thoughtif they only
touched the dish rack it was gkay. Alf these
dishes will be rewashed now. "

For those residents having the potential
to be affected by the same alleged
deficient practice, the dietary manager
in-serviced all dietary staff on 11/28/12
on the prevention of cross contamination
and the importance of handwashing
when moving from the soiled to clean
areas while washing the dishes.
On 12/06/12, the Registered Dietician
provided additional staff training to all
dietary employees on the policy
entitled "Dishwashing Policy and
Procedure”. The policy provides staff
with measures {o prevent cross
contamination when washing the dishes.
The Dietary Manager will monitor for
compliance by using the form entitled
"Dishwashing Checklist” weekly times
four monthly thereafter to ensure
accuracy. In addition, the Registered
Dietician shall monitor the "Dishwashing
Checklist" no less than monthly during
routine consultation visits.
The Dietary Manager shali report any
Inconsistencies in aceuracy to the
Quality Assurance Commitiee meeting

monthly.

X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF GORRECTION )
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F 371 | Continued From page 30 _ F 371 F 371
During the kitchen sanitation inspection on While no residents were specifically 11/28/12
1:)/23" 12dat 91‘:(? AM, ;5'?3{?;‘3“ #1 was identified as having been affected by
observed stacking soiled dis fNare.an.d dietary this alleged deficient practice; the plates
staff #2 was observed scrapping, rinsing and . .
loading soiled dishes onto a dish rack. At 9:44 and plate rack were rewashed immediately.
AM dietary staff #2 was observed moving from 01/13/13
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K 000 [ INITIAL COMMENTS Koop! K012
STANDARD DISCLAIMER: This Pian
This Life safely Code(LSC) survey was of Correction is prepared as a
conducted as per The Federal Register, using necessary requirement for continued
the Existing Mealth Care section of the LSG and participation in ihe Medicare and
its referenced publications. This building Is typs Medicaid dd t
V(111) construction , one story with a complele edlcaid programs) and does not,
automatle sprinkler system. in any manner, constitute ait admission
K 012 | NFPA 101 LIFE SAFETY CODE STANDARD K012| fo the validity of the alleged defictent
so=F Building consfruction type and height mest pracice(s).
ton on type eight meels one :
of the following. 19.1.6.2,19.18.3, 19,464, No resldents were identifled as having
19.3.5.1 beon affected by this alleged deficient
practice.
1. Ali ceiling radiation dampers in
facilily have been thoroughly
This STANDARD is not met as evidenced by cleaned to remove any buildup.
Based on observation on 12/19A12 at To ensure thal this aileged deficient 20113
apprgximale!y 9:00 AM onward the following was practice does not recur, the
noted:
1) The celiing radiation damper in the resident Maintenanc_e Director and/or his
bathrooms were nol not malntained clean and in designee will monitor the radiation
good condition. dampers on a monthly basis using the
Housekeeping / Malintenance Room
K 42 CFR 483.70(3) Chack sheel. :
ngg NFPA 101 LIFE SAFETY CODE STANDARD K025 The Malntonance Director will repo ot
Smoke barriers are constructed to provide at any inconsistencies fo the Quality
least & one half hour fire resistance sating in Assurance Commiitee quarterly.
accordance with 8.3, Smoke barrters may
terminate at an atrium wall, Windows &are
protected by fire-rated glazing or by wired glass
panels and steel frames. A minimim of two
separate compartments are provided on each
floor. Dampers are not required in duct
pengtrations of smoke barriers in fully ducted
heating, ventilating, and air condifloning systems.
L_' 1_9@.7.3, 19.3.7.5, 19.1.6.3, 19.1.6.4
WE OF'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S BIGNATURE TILE {XBIDATE
Ve 'a Adrinistraztel Ya )13

Any deﬂden&w %dqu_v{% an astorisk {*) denotes a deficisncy which the Inslitution may he excused {rom correcting providing itls daterm'ined that
4a susficiant proteclion to the paliants. (See instructions.) Except for nursing nomes, the findings staled ahove are disclosable 90 days

olher safeguards

foflawing the dale of survey whather or not a plan aof correstion Is provided. For nutsing hamas, the above findIngs and p!
days feflowing the date (hese documnents are inade aveilable 1o the facility. I deficiencles are ciled, an approved pian of corred

progeam padicipation,

\ang of correction are disclosabte 14
tion Is requisite 1o conlinued

|f continuation sheet Page 1 0f 5
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K 025 Gontinued From page 1 Koos| K02 |
STANDARD DISCLAIMER:
This Plan of Correction is prepared as
a necessary requirement for continued
. articination in the Medicare and
This STANDARD s not mel as gvidenced by: ifl ;Ipi d[ dd ol inan
Based on observation on 12/19/12 at edica progt:am(s) and does nol in any
approximately 8:00 AM onward the following was manner, constitute an admisslon to the
noted: validity of the alleged deficlent practice(s)
1) The smoke wall in {he aflic located on 300 hall No residents were affected
has an access door that could not be closed and by this alleged daflciont pra clice
soaled smoke tight due to cables running through y this alleg iont p :
the opening. All holes and opening In the smoke
wall will nead to sealed In order to maintain the The 300 hall smoke wall access door has 2113
required required fire resistance rating of the buen repalred to seal smoke tight,
smoke barrier,
All holes In the smoke wall have been
42 CER 483.70(a) sealed to malntaln the required fire
K 029 NFPA 101 LIFE SAFETY CODE STANDARD K 020| resistant rafing of the smoke barrler,
§S=E

One hour fire rated construction (with % hour
fire-ratsd doors) or an approved automatic fire
extinguishing system in accordance with 8.4.1
andfor 18.3.5.4 protects hazardous areas, When
the approved automatic fire extingulshing system
option is used, the areas are separated from
ofher spaces by smoke resisting partitions and
doors. Doors are self-closing and non-rated or
flold-applied protective plates that do not exceed
48 inches from the bottorn of the door are
permitled. 19.3.21

This STANDARD is not mel as svidenced by:
Based on observation on 12119112 al
approximately 9:00 AM onward the following was
noted:

To ensure that this allsged deflclent
pracitce does not recur, fhe Malntenance
Director andfor his designee will monitor
the access doors on a quarteriy basis to
ensure the doors aro close smoke fght.

The Maintenance Director will repor! any
Inconsistencies to the Quality Assurance
Committee quarterty.
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K 020 | Continued From page 2 K oze| K028 .
1) The dry storage room In the fitchen was STANDARD DISCLAIMER: This Plan of
plocked open with a #10 food can preventing the Correciion Is prepared as a necessary
door from closing. requiremant for continued particlpation in
the Medicars and Medicald program(s
42 CFR 483.70(a) and dogs not, in any mannef cgnsﬂt(ut)e
K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K082 ’ , ’
88=D an admission to the validity of the alleged
A fire alarm system required for life safely is deficient practice.
installed, tested, and maintained in accordance No resldents wera identifled as having
with NFPA 70 National Electrical Code and NFPA I ;
72. The system has an approved maintenance been affected by tho alleged daficient
and testing program complying with applicable practice.
requirements of NFPA 70 and 72, 96.1.4 The dry storage room door was unblocked,
immediately.
The distary siaff have been in-serviced on Tenenz
the Importance of never blocking & doorin
the facllity.
To ensure this alleged deflclent practice
This STANDARD is not et as evidencad by does not recur, ihe Maintenance Director
Based on observation on 12/19/12 al andlor his designee will monitor the deors
ap?rgxlmateiy 9:00 AM onward the following was of the facility weskly using the audit tool
noted: s
1) There are deficeincled cited In the Fire Atarm ontitied, Matntlenance ! Housekeaping
Inspection report dated 10/19/12 that at the time Room Rounds”.
of tha inspection were not not corrected,
K 052
42 CFR 483.70{g) . 211143
K 0561 NFPA 101 LIFE SAFETY CODE STANDARD i 56| Whtte no residents wers (denlfied as
88cf having been affected by this alleged
i there is an automatic sprinkler system, tis deficlent practice, the deficlencies cited in
installed in accprdance \yith NFPA 13, Standard ihe Fire Alarm Inspection report dated
for the Instailation of Sprinkler Systems, fo 10/19/2 wiit be corrected.
provide complete coverage for att portions of the
huilding, The system (s properly maintained in
FORM CMS-2567{02:99} Pravious Versions Obsolele Event 1D 27121 Facility 10: 923150 I conlipuation sheet Page 3 of &
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K 056
K 056} Continued From page 3 K 056
accordance with NFPA 25, Standard for the STANDARD D!SCL’.“MER'
Inspection, Testing, and Malntenance of This Plan of Correction is prepared a8 a
Water-Based Fire Protection Systems. it is fully necessary requirement for parficipation
supervised, There is a reliable, adequata water In the Medicare and Medigald program{s}
supply for the systom, Requlred sprinkier and doos not, in any manner, constitute
systams are equipped with water flow and tamper . lidity of the alleged
swilches, which are electrically connected to the an admission to (he validity of tho 1658
puilding fire alarm system. 19.3.5 deflcient practice(s).
No restdents were identified as having
been affacted by ihis alleged defictent
practice.
This STANDARD is not met as ovidenced by; 1. The shower curfain In shower room #2 213
Based on observation on 12/19/12 al was replaced with a curtain with mesi.
i};gg?dmately 9:00 AM onward the following was 9. The sprinkler heads in the laundry
1) The shower curtain tn shower foom #2 was a were cleaned thoroughly removing &l
solid curtain installed at celling height and did not bultdup on 12/19/12,
have the meslh top. ] 3. The Insutation in the attic has been
2) The sprinkler heads In the laundry room Weie operly secured to ait sprinklers to
covered In lint and not maintained It good properly SGGUTS d
condition. provide proper coverage.
3) The sprinkler heads in the ettic on 300 hall 4:The deficiencles clted in the Sprinkler
were blocked with insulation that has fallen down inspection on 9/18/12 were corracted
petween the rafters preventing the sprinkler from on 1/8/13.
providing proper caverage. ,
") Thers are defeclencies ciled in the Sprinkler The Malntonance Director andfor his
(nspection Report date 9/19/12 that at the lime of designee will monitor the sprinkler heads,
the survey were not corrected. weekly using the Malntenance/
Housekeeplng Rounds form {o ensure
42 CFR 482.41(a) compliance.
K 067 | NFPA 101 LIFE SAFETY CODE STANDARD K 067
§8=F
Heating, ventilating, and alr conditioning somply
with the provisions of section 4.2 and are
installed in accorgance with the manufacturer's
spegifications. 19.5.2.1, 9.2, NEPA 90A,
;-éEM CMS-2567(02-09) Pravious Vessions Obsalato Event 1D:ZT12Y Faddily 10: 923160 if continuation sheet Page 4 of &
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K 067 | Continued From page 4 koer| K97

STANDARD DISGLAIMER: This Plan of
Gorractlon Is prepared as a necessary
requirement for continued participation
in the Medicare and Medicald
program(s} and does nol, in any

19.6.2.2

This STANDARD s not met as evidenced by:

Based on observation on 12/49M2 at raanner, constiiute an admission {o the
approximately 9:00 AM onward the following was validity of the alleged deflcient
noted: . _ practice(s).
1) An access door was hot provided for in the 211113
HVAG unit for the front bulld section In order to An aceess door will be installed inthe
allow for Inspection and maintenance. front section of the building.
42 CFR 483.70(a)
K 147 1 NFPA 101 LIFE SAFETY CODE S§TANDARD K147| K147
88=D Eloctrioal . No residenis were identified as having
lectrical wiring and equipment is in accordance bee cted by this alleged deficlent
wth NFPA 70, National Elacirical Code. 9.1.2 sen affected by this aleg?
practice. 115113

An electrical disconnect was installad

_ ) for the residential stove In the activity
This STANDARD Is not met as evidenced by: room and the activity staff was educated
Based on observation on 12/19/12 at on the mechanics of the switch
approximately 8:00 AM onward the following was i '

noted: :

1) An slectrical disconnect In required for the The Maintenance Director will monitor
rasidential stove in the activity room fo prevent {he electrical disconneact during his
residents from luming on the stove when not in weekly rounds o ensure that it Is

use. working propetly,

42 CFR 482.41(a) The Malntenance Director will repoit

any inconsistencles to the Quality
Assurance Commiltee measting
guarterly.
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K 000 | INITIAL COMMENTS kooo| K02 ,
STANDARD DISCLAIMER: This Plan of
This Life safety Code{L.SC) survey was Corraction is propared as a necessary
conductad as per The Federal Register, using raquirement for continued participation in
the Existing Health Care section of the LSC and the Medicare and Medicald program{s)
its referenced publications. This building ts type and does not, in any manner, constitute
V(111) construction , one story with a complete dmissi ,t tho valldity of th
autornatic sprinkler syster, an admission to the valldlty othe
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 020! alleged defictent practice(s).
55=D No residents wers idenlified as having
One hour fire rated construction {with % hour been affected by this alleged deflclent
flre-rated doors) or an approved automatic fire praclice
extinguishing system in accordance with 8.4.1 | ) 12120012
andlor 19.3.5.4 protects hazardous areas. When The corridor door to the solfed utility
ihe approved automatic fire extinguishing system room on 400 hall was repaired to close,
option Is used, the areas are separated from latch, and seal,
other spaces by smoke resisting partitions and o ensura that this alleged deficient
doors. Doors are self-closing and non-rated or ha Maint
field-applied protective plales that do not exceed practice does not recur, the Maintanance
48 inches from the bottorn of the door are Director andlor hls deslignes will monitor
permitted,  19.3.2.1 the doors on a weekly basis using the
Door Checklist.
The Maintenance Director will report any
discrapancles to the Quality Assurance
This STANDARD Is not met as evidenced by: Meeling quarterly.
Based on observation on 12/18/12 at :
approximately 9:00 AM onward the following was
noted:
4) The corridor door to the solled ufility room on
400 hall did not close, latch and seal al the time
of the survey.
42 CFR 483,70(a)
K 087 | NFPA 101 LIFE SAFETY CODE STANDARD K 067
§8=F
Healting, ventilating, and air conditioning comply
with the provisions of section 9.2 and are
installed in accordance with the manufacturer's
mma%mQRacTon's SH PROVIDERIGUPPLIER REPRESENTATIVE'S SIGNATURE FITLE {%6) PATE
a,"_,_/ !Qdm,m;S‘f'ra:fW [/ G
Any deficlency st en ing Wwilh an asterisk (*) denoles a defliclency which the instilution may be excused from correeling providing it Is dé[emﬂned that

other safequards provide suffictent protection te {he patients. {See instructions,) Except for nursing hames, (he findings $tated above are disclosable 90 days
follovdng the date of survey whether or not a plan of correction Is provided. For nursing hames, {he above findings and plans of correction are disclosable 14
days following the dale theso documants are made available to (he faclity if deflctencies are cited, an approved plan of correclion Is requisite lo continued

program paricigation,
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i _ K 067
K 087 } Continued From page 1 K 067} STANDARD DISCLAIMER: This Plan of
specifications,  19.5.2.1, 9.2, NFPA 90A, Correction is prepared as a necessary
19.5.2.2 .
requirerent for conlinued participation in

Medicare and Medicaid program(s} and 14143

does not, In any manner, conslitute an
drmisslon fo the validily of the alleged

This STANDARD Is not met as evidenced by: zersclkam octcels) Y 9

Based on observation on 12/19/12 at
approximately 8:00 At onward the following was No residents wers Identified-as having

noted: : pesn affected by this alleged deficlent
1) The exhaust ducts from the radiation dampers practice.
located In the attic in the to the rigid metal piping New metal Glass 1 duct was Instalied on

in the attic were not malntained in good condltion

and proper design. The flexible duct's outer liner 114113,

was deterioraled and separating from the tubing, K104

The air ducts shall be Class 0 or Class 1 rigld or No restdents were ldentified as having
flexible air ducts fested In accordance with UL -
181, Standard for Safely Factory-Made Alr Ducts bean alfected by this alleged deficient
and Alr Conneciors, and Installed in conformance practice.

The smoke damper located in the smoke 201413
wall in the allic on 400 hall was repaired

42 CFR 482.41(2)
K 104 | NFPA 101 LIFE SAFETY CODE STANDARD K 104| t0 OPerate properiy.

S8=E

with the conditions of fisting.

Penetrations of smoke barriers by ducts are
protectad In accordance with 8.3.8.

This STANDARD is not met as evidenced by:
Based on observation on 12/19/12 &t
approximately 8:00 AM onward the following was
noted:

1} The smoke damper located in the smoke wail
in the aftlc on 400 hall did not operated when
tested.
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