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F 164 433-10(‘43),}431;75(')(4) PERSONAL F 164! Preparation and/or execution of this plan of
ss=D | PRIVACY/CONFIDENTIALITY OF RECORDS correction does not constitute admission or
N . agreement by the provider of the truth of facts
The resident has the right to personal privacy and alleged or the conclusions set forth in the
confidentiality of his or her personal and clinical statement of deficiencies. The plan of
records. -, correction is prepared and/or executed solely
' | because it is required by the provisions of
Personal privacy includes accommodations, | Jederal and state law.
medical treatment, written and telephone 1
comrpunlcatlong, personal'care, visits, and _ F164 122112
meetings of family and resident groups, but this
does not require the facility to provide a private . . . .
room for ea?:h resident. yiop P Resident #102 received mail delivered to
her on 11/23/12. Resident #102 met with

the administrator on 11/26/12 regarding
her concerns regarding mail delivery. The
mail delivery preferences for resident
#102 was updated on 11/30/12 by the
Social Services Director.

Except as provided in paragraph (e)(3) of this
section, the resident may approve or refuse the
release of personal and clinical records to any
individual outside the facility.

. K 3 B ,
SRR
The resident's right to refuse release of personal

and clinic’a',l'{rejcords does not apply when the ‘ An audit of all resident mail delivery
resident is'trapsferred to another health care preferences was conducted by the Social
institution; or record release is required by law. Services Director and the Director of

A - ' Nursing on 11/30/12 to ensure all
The facility must keep confidential all information residents in the facility had a listed
contgine_q in igﬁg resident's records, regardiess of preference. Any residents found not to
the form or étérage methods, except when have a listed preference had their
release Is required by transfer to another ‘ information updated. The mail preference
:s;l:gc;rgr’?}fgt:g';geftw third party payment list was verified by the Social Services

" ' Director on 12/3/12 to ensure that all alert

and oriented residents were listed.

This REQUIREMENT is not met as evidenced
by:

Based on resident, family and staff interviews
and facility policy review the facility failed to treat
an alert and oriented resident with dignity and
confidentiality by asking her family if she could
receive mail from her attorney. This was evident

LABORATO’FzﬁIRECTOR‘S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {8) DATE

Oadgra ) s Jo- Ay rauesr Dirrelor 2/dfta

Any deficiency statement,enéjljg ‘with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providlng it is determined that :
other safeguards provlde‘,§gfﬁ_p}§)|t protection tq the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days i

following the date of survay. Wﬁgtﬁg;,,gr nat a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date ¢ um

°°U"Jl§5nls are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued . L
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F 164 | Continued From page 1 F 164 Facility staff . iced by th
acility staff were inserviced by the
| for 1 of 1 resident. (Resident #102) Director of Nursing Services and Director
Fmdmgs chude of Clinical Education regarding privacy .
‘ s ; “ and confidentiality with specific emphasis
| Resident i 102 was admitted to the facility on on mail delivery. S.taff were also
' 11/1/12. Areview of the Minimum Data Set (MDS) inserviced on printing the mail preference
| dated 11/6/12 revealed Resident #102 was alert list from the facility electronic medical
and oriented dnd able to make her needs known. record system. The Admissions staff were
. , inserviced by the Director of Nursing
' An mtervxew {h Resident # 102 on 11/27/12 at Services on completing this information
2:42 PM revieled she was very upset that the on admission.
facility’ had someone call her (family member) to |
make sure shie was allowed to receive mail from The Director of Nursing Services, Social
her attorneyi She stated "It burned me, what if | Services Director, Director of Clinical
did not want my (family member) to know | got Education and/or the Unit Managers will
somethip_g from my at'torney." She continued, " | audit all newly all new admissions to ’
f was waiting for the wrl_ttfan cor.respondenc':e from ensure that there is a mil delivery
my attorney. When | visited with my (family preference in the electronic medical w
membe'lj) on Saturday she tglc} me someone from record system. This audit will be
the facility called her to ask if it was okay to let conducted daily, five days per week for
me (resident) have this mail from the attorney ". four weeks theI; three times per week for
"Why would they call her, | am not incompetent. | f X ? th Kly for i
Why did not they just come to talk to me?" The | our weexs, then once weekly lor tour
resident indicated she spoke with a staff member f weeks.
and was told they (f’acility st.aff) sometimes have The results of this audit will be reviewed ‘
to check on these kind of things to make sure the th lity Assessment
residents involved were competent to receive by and brought to the Qua tg itt !
mail frofn atgofneys She continued she still was i - Performance Improvement Comnittee i
furious aﬁd was very angry. She stated to the | Meeting by the Director of Nursing 1
staff mémber 1h¢w dare you question me getting Services. Any issues or trends identified |
correspondenée frorh anyone, | am alert and 1 will be addressed by the Quality |
aware of 4l my‘senses It really burned me." - ] Assurance Performance Improvement :
R TI | Committee as they arise and the plan will
An intervfew yith Resident # 102 ' s family ' be revised as needed to ensure continued
membet o, +1/27/12 at 4:50 PM indicated she | compliance. |
was éu%m’éé the facility called her about the ! N
resident gettuhg mail. She indicated the resident [
was av}éi‘ "&'her rights. The family member }
T
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stated ':wﬁen | spoke with her that afterncon she
“was very upset they had called me."

1

An interview with the Administrator on 11/29/12 at
; 11:07 AM revealed she was called by the MOD
. (manager on duty) who was concerned the
resident received such a large package from an j i ;
. attorney and wanted to make sure it was okay to ‘ ; f
give it to the resident. She indicated she told her ,
| (MOD), Resident # 102 was new to the facility :‘ ,‘ :
I and she was unsure of her cognition or situation. v i !
| She instructed the MOD to call the family to , 1
: check fo see if it was okay with them that she | J
' received m;ail from an attorney. She further | i
' indicated she never thought the resident may not
 have wanteéd the family to know she contacted an ‘ |
attorney. Shelgtated . " I spoke with the resident to s : ;
| apologize for upsetting her. " | :
‘ ca b . : : :
( An interview with the secretary on 11/29/12 at ;
| 1:15 PM :(\}\'/_hd;véas MOD on the day the package ; ‘ ;
| was rec?ilvgd); indicated she was concerned ; |
: when tq;s, Qgrge package from an attorney was | ;
,’ sent to a resident. She indicated she called the 1' | !
| Administrator to make sure the resident was alert i
; and ablje“‘t,o‘ réceive a package. She was unsure ' !
- how to chetk herself if this resident was alert and
able to receive mail. She was following the J J f
' directions from her Administrator. ' ;
F 241 ' 483.15(a) DIGNITY AND RESPECT OF : F241: J
ss=p ' INDIVIDUALITY ; ‘ :

' The facility must promote care for residents in a

. manner and in an environment that maintains or .
i enhances each resident's dignity and respect in ! k

' full recognition of his or her individuality. !

i
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This REQUIREMENT is hot met as evidenced

by: . Foow

Based oh observataons staff, family and resident
interviews; \and ‘record review, the facility failed to
| provide prwaoy bag covers for two external
drainagé bage This was evident for 1 of 2
residents with' external drainage bags (Resident #
174). The facmty failed to treat an alert and
oriented resident with dignity by asking her family
if she could receive mail from her attorney. This
was evident for 1 of 1 resident. (Resident #102)

Findings included:

1. Areview of the (minimum data set) MDS dated
11/02/12 Resident # 174 was admitted to the
facility on 11/10/12 due to complication following
abdominal surgery. Resident # 174 was alert and
oriente_(g and able to make needs known.
| A review of thé Care Plan dated 11/02/12
revealed the r'eSIdent had altered skin integrity
non pressure related to: Abdominal fistulas/ Eakin
(external dramage bag), pouch place, and gastric
tube. There \Nere no interventions documented
for the' covermq of the external dramage bags.
avipd g h
An observétldn on 11/27/1 2 at 2:00 PM revealed
Nursé #1'dnitéred the resident's room to empty
liquid sfoél'fi'ém two external drainage bags.
Both bé@s 'Were not covered and contained liquid
stool. Oné of the bags was hanging on the left
side of tHé résudent on the bedside table. The
other bag was hanging on the intravenous pole
on the right side of the resident. Both bags were
in full view of staff, residents, and visitors passing
by or entering the resident ' s room. Nurse #1

. | .
A dignity bag was provided for resident
#174 on 11/30/12. Resident #174 is no
longer a resident in the facility.

Resident #102 received mail delivered to
her on 11/23/12. Resident #102 met with
the administrator on 11/26/12 regarding
her concerns regarding mail delivery. The
mail delivery preferences for resident
#102 was updated on 11/30/12 by the
Social Services Director.

An audit of all residents in the facility
who had drainage bags was conducted by
the Director of Nursing Services on
11/29/12 to ensure dignity covers were in
place for drainage bags. No other
residents were found to be affected.

An audit of all resident mail delivery
preferences was conducted by the Social
Services Director and the Director of
Nursing on 11/30/12 to ensure all
residents in the facility had a listed
preference. Any residents found not to
have a listed preference had their
information updated. The mail preference
list was verified by the Social Services
Director on 12/3/12 to ensure that all alert
and oriented residents were listed.
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| of the res:den£

emptied the two bags and exited the room leaving
the drainage bags uncovered.

i An observation on 11/28/12 at 12 noon revealed

Nurse #1 entered the resident's room to empty
liquid stool from two drainage bags. Both bags
were not covered and contained liquid stool. One
of the bags was hanging on the left side of the
resident on the bgdsme table. The other bag was
hangmg on the intravenous pole on the rlght side
‘Both bags were in full view of -
staff, remdents and visitors passing by or
entering’ fhe resident ' s room. Nurse #1 emptied
the two bags and exited the room leaving the
dramage bagsi uncovered.

An observat‘on on 11/28/12 at 3:20 PM revealed
a dralnége’ bag containing approximately 300 cc
of light mtlky brown drainage. The bag was not
covered and was hanging on the bedside table to
the left of the resident. On the intravenous pole
on the right side of the resident ' s bed another

1 uncovered drainage bag was noted to contain

approximately 300 cc of dark brown liquid. Both
bags were in full view of staff, residents, and
visitors passing by or entering the resident's
room.

An interview with the resident on 11/28/12 at 3:20
PM revealed he hid the drainage bags when he
had corhpany or went out of the room. He did not
want afiyoné to see the dtainage bags or what
drained from them. He stated " the nurses empty
them; and théy do not cover them after they are
drained, wher) I-fi rst tame here there was a bag
to put them in; bt riow the staff just hahg théem
on they begisnde table*and the other pole. | prefer
to have them pidden "

Director of Nursing on ensuring all
drainage bags were covered to ensure
resident dignity.

Facility staff were inserviced by the
Director of Nursing Services and Director
of Clinical Education regarding privacy
and confidentiality with specific emphasis
on mail delivery. Staff were also

l

inserviced on printing the mail preference |
list from the facility electronic medical
record system. The Admissions staff were |
inserviced by the Director of Nursing
Services on completing this information
on admission.

The Director of Clinical Education and
Unit Managers will audit residents who
have drainage bags to ensure that they are
covered. This audit will be conducted
daily, five days per week for four weeks,
then three times per week for four weeks,
then once weekly for four weeks.

The Director of Nursing Services, Social
Services Director, Director of Clinical
Education and/or the Unit Managers will
audit all newly all new admissions to
ensure that there is a mil delivery
preference in the electronic medical
record system. This audit will be
conducted daily, five days per week for
four weeks, then three times per week for
four weeks, then once weekly for four
weeks.

|

|

!
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An observatlon on 11/29/12 at 7:10 AM with the
MDS Niirse revealed 2 uncovered drainage bags.
An uncovered bag with milky brown drainage was
hanging on the bedside table to the left of the
"resident. The other uncovered bag with dark
_brown liquid was hanging on the intravenous pole
on the right side of the resident.

- An interview with the MDS Nurse on 11/29/12 at
' 7:45 AM revealed the care for the external
drainage bags should be listed under the Gl
(gastro intestinal alteration) care plan. She
indicated most residents with external drainage

. bags have interventions on the care plan which

. included privacy covers for the drainage bags at
all times.

\ Voo .

" An interview with the (staff development
coordmator) sDC and the Unit Charge Nurse on
11/29/12:at 7: 35 AM revealed the SDC!s

: expectation was that all external drainage

. collection bags were to be covered with a dignity
' bag whether the resident was in their roomorin a
public area. The Unit Charge Nurse agreed.

. An intefview with (nursing assistant) NA #1 on

£ 11/29/12 at 7:36 AM revealed all drainage bags

- should have privacy covers on them. She stated

- " Resident # 174 had drainage bags, but the
nurses cared for them. She continued, she was

" unsure if they had privacy bags on them. "

Interview with NA #2 on 11/29/12 at 7:40 AM
revealed a resident with a drainage bag should
i have privacy bags on them and they should not

be on the floor. She indicated she was unsure if
. Resident # 174 had privacy bags since the

i
I

~ will be addressed by the Quality ;

by and brought to the Quality Assessment
Performance Improvement Committee
Meeting by the Director of Nursing
Services. Any issues or trends identified |

Assurance Performance Improvement
Committee as they arise and the plan will
be revised as needed to ensure continued

compliance. |

!
|
i
!
i
]
f
|
|
|
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: nurses took care of them.

Interview with the DON (dlrector of nursmg) on

- 11/29/12 at 8:09 AM revealed her expectation
was that all drainage bags were kept in privacy
bag and kept off the floor. The NAs were
supposed to be putting the privacy bags on the

! drainage bags and the nurses follow behind to

i make sure they were covered. After the external

‘ dralnage bag§ were emptied the nurses should
place thsm back in the privacy bags. All staff

 should be making sure the privacy bags were in

! use. She stated Resident # 174 was in a private

{ room and no one could see them (the bags), so it

would not matter except if the door was open

’ anyone walking by can see they are uncovered so

; they really should be in privacy bags at all times. "

' Interview with Administrator on 11/29/12 at 8:11

' AM indicated her expectation was that all the

' drainage bags should be covered. The staff was
| responsible to make sure it was covered. The

| administrative staff made rounds and they should
| have seen the bags were uncovered.

|
| An iriterview with Nufse #1 on 11/29/12 at 8:48
| AM indicated the resident got up by himself so he
| removed the qﬁéinage bags from the privacy
. bags. She stated the staff that went into his room
! should make 'stire the bags were covered at all
' times: Shie indicated she must have forgotten to
place them back in the privacy bags after she
! drained them'the other day.
A ‘\ 4
i I 1“‘,
L2, Residérit# 102 was admitted to the facility on
£ 11/1/12. Areview of the Minimum Data Set (MDS)
dated 11/6/12 revealed Resident #102 was alert

x
?
i
l
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and oriented and able to make her needs known.,

An interview with Resident # 102 on 11/27/12 at
' 2:42 PM revealed she was very upset that the
- facility had' someone call her (family member) to
- make sure she was allowed to receive mail from
; her attorney. She stated “it burned me, what if |
- did not want my (family member) to know | got
somethmg from.my attorney." She continued, "I
| was wamhg foy the written correspondehce from
i my attorhey. When | visited with my (family
member) on Saturday she told me someone from
i the facnl;til call'ed her to ask if it was okay to let
1 me (resndent) have this mail'from the attorney ".
: | "Why would: they call her, | am not incompetent.
Why did not they just come to talk to me?" The
resident indicated she spoke with a staff member
and wastold they (facility staff) sometimes have
to check on these kind of things to make sure the
residents involved were competent to receive
mail from attorneys. She continued she still was
furious and was very angry. She stated to the
! staff member "how dare you question me geiting
. correspondence from anyone, | am alert and
aware of all my senses. It really burned me."

An interview with Resident # 102 ' s family
membér on 11/27/12 at 4:50 PM indicated she

; was surprised-the facility called her about the

: resident getting mail, She indicated the resident
- was aware of her rights. The family member
stated "when | 'spoke with her that afternoon she
- was very upset they had called me."
" An mter{liew With the Admlmstrator on 11/29/12 at
- 11:07 AM: revehled she was called by the MOD
(manager on’ dbty) who was concerned the

resudent tecelVed such a large package from an
Ay by

i

.
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. attorney- and wanted to make sure it was okay to
give it to the resident. She indicated she told her
- (MOD), Resident # 102 was new to the facility
- and she was unsure of her cognition or situation.
- She instructed the MOD to call the family to
| check to see if it was okay with them that she
i received mail from an attorney. She further
. indicated she never thought the resident may not
i have wanted the family to know she contacted an
| attorney. She stated " | spoke with the resident to
‘ apologize for upsetting her. "
» An interview with the secretary on 11/29/12 at
{ 1:15 PM (who was MOD on the day the package
| was rec"eived), indicated she was concerned
when thlg Iarge package from an attorney was
! sent to a resident. She indicated she called the
[ Administrator to make sure the resident was alert
and able to receive a package. She was unsure
1 | how to clgeck herself if this resident was alert and
: able to (ecelve ma|| ‘She was following the
! dlrectlons from "her Administrator,
RS
An |nfervlew wnh the SW (social Worker) on
| 11/29/12at 10:56 AM revealed resident ' s mail
? was given to the activities coordinator to distribute
" during ih?a ‘week and the manager on duty
: distributed the mail on the weekends. If a resident
( is alert and oriented they should automatically get
; the mail addressed to them.
' An interview with the activity coordinator on
‘ ' 11/29/12 at 3:50 PM revealed an alert resident
| would be able to read their own mail, but if they
! asked for assistance in opening the mail, or
. reading it she would help them of course she
_concluded.
F 314 , 483.25(c) TREATMENT/SVCS TO
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$8=D PREVENWHEAL PRESSURE SORES The responsible party and attending 5
s physician were notified of the liquid
| :Beas:d ct)nﬂt‘:efd:o'?npref:;?zlxe uar:st:saigent ‘: at protein order and the date the liquid ‘,
| residen aclity m S residen protein was started for resident #124. No i

| who enters thé facility without pressure sores -

' does not develop pressure sores unless the
individual's clinical condition demonstrates that

| they were unavoidable; and a resident having
pressure sores receives necessary treatment and

| services fo prbmote healing, prevent infection and

i prevent'hew sores from developing. :
: R | An audit of all residents who have had

l R . dietary recommendations was conducted

new orders were received. A new
medication administration record was re-
printed and placed on the medication
administration record of resident #124 by
the Director of Nursing Services.

’ This REQUIREMENT is not met as evidenced by the Director of Nursing Services,
by: Director of Clinical Education, Unit
Based on observations, record reviews, and staff Managers, and Nursing Supervisors for l

interviews the facility failed to provide a medically !

prescribed liquid protein supplement and an oral | the previous sixty days to ensure that there
| medication supplement to assist in the healing of | wereno outstanding recommendations

a pressure ulcer for 1 of 3 sampled residents. with needed follow up. No other residents
(Resident #124) were found to be affected.

Resident #124 was admitted to the facility on
10/26/2012 and was readmitted on 11/18/12 with
cumulatlve dlagnoses of acute renal failure,
dehydration, vascular dementia, candidsis of
mouth, muscle weakness, gastro esophageal
reflux, and unhary tract infection. The resident
had & history of fécutrent pressure ulcers on
bilateral-ButtoéKs. ' up. |
} ( ST ) : '
The initidl resi,dént assessment for the Minimum g
Data Set!(MD8) was dated 11/2/12. THe resident |
was oded as needing extensive assistance in all :

The facility nurses were educated by the
Director of Clinical Education and
Director of Nursing Services on the
dietary recommendation process and
ensuring that dietary recommendations
are processed entirely with needed follow

areas of danly care. She was unable to stabilize
wnhout }mfndn assistance and had impairment on

one side due to an old cerebral vascular accident.
‘ {, ; ‘
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F314| Anaudit of dietary recommendations for
changes in will be reviewed by the
Director of Nursing Services, Director of
Clinical Education, or Unit Managers in
the morning meeting weekly for two
months to ensure that recommendations
with changes that are needed on the

F 314 | Continued From page 10

The resident's care plan was updated upon
readmission to the facllity. The resident was care
planed for pressure ulcers and for increased
nutrient needs related to wound healing.
Interventions listed included: weekly skin
inspections, freatments as ordered, diet as

ordered, vitamin and supplements as ordered, medication administration record.

monitor lab data, and notify MD of weight :

change§.) LR . The results of these audits will be ‘
L : reviewed by and brought to the Quality

A review of the:nursing admission assessment on Assessment Performance Improvement

10/26/1 2~revealed a pressure ulcer on the right Committee Meeting by the Director of

buttock that measured 0.5 cm (centimeters) x Nursing Services. Any issues or trends

2.5cm.; The wound was assessed o be a Stage identified will be addressed by the Quality

Il pressure icer (partial thickness skin loss Assessment and Assurance Committee as

involving epidermis, dermis or both). they arise and the plan will be revised as

The resndént was readmitted to the facmty on | .| needed to ensure continued compliance. l

11/8/12..A review of the nursing admission
assessment revealed documentation of bilateral
pressure ulcers. The right buttock area was
documented to measure 2cm x 3 cm and was !
assessed as being unstageable due to coverage
of wound bed by slough and/or eschar. The left
buttock area measured 5cm x 3cm and was
staged as a suspected deep tissue injury.

A dressing change to the right buttock was !
observed on 11/29/12 at 2:05 PM. The wound |
measured 1.6cm x 2.cm. The wound area was
observed to be clean, the wound was closed, the
surrounding skin had pink granulation, and there
was no dralnage The left buttock had healed.

A revnew of thg dletary notes for this resident
revealed 'an update by thé facility dieticlan on -
1111 6/12* Thé Wietician made a recommendation

for Pro Stat (d‘llqwd protem supplemeni used to
0N il {
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enhance healmg of wounds), large protein ,
! portions for all 3 daily meals, a regular diet, and
- weekly weights. The resident was documented
- as consuming 67% of meals.

Resudent #124 had baseline Albumin levels drawn
upon entry to the facility. Albumin levels are

. monitored for wound healing. Normal Albumin
levels are in the range of 3.8 -5.3g/dl. Resident

. #124 had an Albumin level of 3. 8g/dl on !
‘ 10/31/12. Her hospital discharge labs on 11/8/12 ’
" documented a level of 2. 8g/dl. The physician had 'J
not ordered any further Albumin levels drawn.

I A review of physician orders for Resident #124
revealed an order on 11/16/12 for Pro Stat (a
‘ protein supplement) 30 ml 2 times a day and
* Decubi-Vite:(a-multi Vitamin with the additives
' Vitamin C and Zinc) 2 tablets twice a day
ﬁ ; [ ‘
: A revrew of the Medlcation Admmlstratlon Record !
| (MAR) for Resident #124 revealed no . |
documentation the resident had received the
r ordered supplements Pro stat or Decubi-Vite. |
| The supp!ements were not listed on the MAR for :
, administratiof. Resident #124 was receiving a
| | regular-Muilti Vitamin once daily. !

L]
YA i

An interview was conducted with the facility
| dietician on 11/29/12 at 4:45 PM. He stated he
" had reviewed the labs and documents from the
i hosp:tal discharge of Resident #124. He
| revealed he recommended the protein
, supplement and specific vitamin due to weight
loss and the presence of an increasing decubitus
f on the right buttock.
An interview with the Director of Nursing (DON)
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F 314 Continued From page 12
on 11/29/12 at 5:00 pm revealed she had seen
the Dietician’s recommendations on 11/16/12 and
i had called the Nurse Practitioner (PA). . The DON
- stated the NP gave her a verbal order for Pro Stat
30 ml and Decubi-Vite. The DON stated she put
the new orders into the computer, made a MAR
page for the medications, and filled out a dietary
slip to reflect the dietary changes on 11/16/12.
. She statad she put the dietary slip in the dietary
box during thé shift and gave the MAR and the
. order sheet to the staff nurse on duty. The staff
nurse was asked to put the physician order in his
- box to be signed and to add the MAR page to the
current MAR for resident # 124.

The staff nurse was out on sick leave and could
not be reached by phone for an interview.

An interview was conducted with the Facility
Consulting Pharmacist on 11/29/12 at 5:45 PM.
She stated the difference between a regular multi
vitamin and the ordered Decubi-Vite was the
addition of Zinc and Vitamin C which are believed
! to assist with healing. The Pharmacist revealed
* she could not ‘state any research studies that
proved Decubi-Vite promoted healing. She
indicated many physicians order Pro Stat to
increase the total protein levels for healing. The
' Pharmdtist stated she always defered to dietary
| consults who know more about nutrtion and went
: with their recommendations.
! ot 3
1 L
An intefvlew was concducted with the North
| Carolina Department of Health Regulation's
i Consulgrfg Pharmacist on 11/29/12 at 6:00 pm.
' He statéd Decubi-Vite was muiti vitamin tablet
with an addtional 500mgs of Vitamin C and
. 220mgs of Zinc. He stated due to the addtional
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Continued From page 13

' supplemental values Decubi-Vite was not

| interchangeable with the standard multi vitamin

i Resident # 124 was receiving.

|

" During her intervilew the DON stated it was her

| expectation staff would take off all medical

i orders, put all telephone or verbal orders in the
MD box to be signed, and would insure all new
orders were plasced in the MAR for administration.
She stated she expected residents to receive all
medications, supplementé and treatments as the
physiciary ordered.

483.25(1) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

Based §ri,a resident's comprehensive -
assessment, the facility must ensure that a
resident'=| ¢

(1) Maintains acceptable parameters of nutritional
status, stich as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

{2) Receives a therapeutic diet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced
by:
ased éh record review and interview with staff
the facility ‘failed to provide liquid nutritional
supplemént and protien supplement as
recomrr(endeq by. thé dietitian and ordered by the
physwién Trps was ewdent 10of3
(Res.dé“m#124$‘ o ‘
Admltt’ ;1 0/26/12 :

»' (41 /\:'

F 314

F 326

F 325

The responsible party and attending
physician were notified of the liquid
protein order and the date the liquid
protein was started for resident #124. No
new orders were received. A new
medication administration record was re-
printed and placed on the medication
administration record of resident #124 by
the Director of Nursing Services.

An audit of all residents who have had
dietary recommendations was conducted
by the Director of Nursing Services,
Director of Clinical Education, Unit
Managers, and Nursing Supervisors for
the previous sixty days to ensure that there
were no outstanding recommendations
with needed follow up. No other residents
were found to be affected.

The facility nurses were educated by the

Director of Clinical Education and

12/21/12
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| 305 Director of Nursing Services on the

l B S
Based on record review and interview with staff
 the facufity failed to provide liquid nutritional
supplement and protien supplement as
recommended by the dietitian and ordered by the
physician. This was evident 1 of 3

| (Resident#124)

' Admitted: 10/26/12

| Dx: Acute kidney failure, dehydration, bladder

i neck obstruction, hematuria, vascular dementia,
HTN, cerebral artery occulsuion, UTI, dandidiasis
of mouth, muscle spams, GERD, muscle

| weakness

.

‘ MDS Admlssmn 11/15/12

- BIMS 094ty :
|  Bed Mob:lnty 3/3
Transfer 3/3 "‘ o
Locométion 3/2‘ ‘wle - ;
IDsg4/2. ., '
| Eating i2e
Tolleting 4/2
| PersonalHyglene 3/2
| Bathing 4/2
Blanace - needs human assist
ROM 1/t ¢

iy !

Facility dietician 11/19/12 3:49
Last diet order 11/29/12
Prostat 30 ml BiD
; Lrg protein portions x 3 meals
Regular diet
Last 14 days meal consuption is at 67%
i Added food preferences vanilla ensure pudding
i supplement BID
Wt g wk

dietary recommendation process and
ensuring that dietary recommendations
are processed entirely with needed follow

up.

An audit of dietary recommendations for
changes in will be reviewed by the
Director of Nursing Services, Director of
Clinical Education, or Unit Managers in
the morning meeting weekly for two
months to ensure that recommendations
with changes that are needed on the
medication administration record.

The results of these audits will be
reviewed by and brought to the Quality
Assessment Performance Improvement
Committee Meeting by the Director of
Nursing Services. Any issues or trends
identified will be addressed by the Quality
Assessment and Assurance Committee as
they arise and the plan will be revised as

needed to ensure continued compliance.
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MD orders dated 11/16/12
- Pro stat 30 mi 2
- - Decubi-Vite (MVI w/minerals)

Labs - Albumin 10/31/12 3.8 (3.5-5.2)

! Albumin 11/5-11/8 from hospital stay was
2.9

- Admission
10/26/12 "Wt 140 Ibs

1178121 wt 132 Ibs

; 11/26/1%'- wt 127 Ibs

- Care plan updated 11/15/12
-Increased nutritional needs r/t wound healing

+ (potential wt changes r/t IV filuids in hospital,
renal insufficiency, kidney failure, poor intake due
; to candidias in mounth, dementia, depression
-Cardiovascular status - monitor wits, diet as
ordered

- -Gastrointestinal distress r/t/ GERD

-Alteration in elimination of bowel & bladder -
catheter due to bladder obstruction

 -Alteration in hydration r/;t DM, kidney failure

- Review of Nov. MAR revealad no documentation
: of ordefed Pro stat and decubi vite supplements,

Interviews with Dietician11/29/12 at 4:45 PM

; revealed he had reviewed labs and documents
from ho‘sbital discharge. He recommended two

suppleménts due to weight loss and presence of

increasing decubius on R buttocks,

. Interview with DON on 11/29/12 at 5:00 PM

revealéd She called the NP with the

recomr‘ﬁendations and received a verbal order to

put the recommendations in place. The DON
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entered the order into the computer, made a copy
for the MD to sign, printed the MAR for the order

" and handed the MAR and the MD copy to nurse
Rita Auff, RN. The DON made out a dietary meal
slip and sent it to dietary.

. Attempted to call Nurse Auff who was out with
. bronchitis. Unable to reach her at home phone #.

- 11/29/12 5:45 PM
. Phone interview with Facility Consulting
' pharmatist Charlotte Matheny. She stated the
i decubi vite and pro stat were all over the counter
- drugs. She indicated the difference between a
_ regular mV and the Debuti vite was the addition
i of Zinc and Vit. C which are believed to assist
i with heahng The pharmacist stated she could
: not state-itipromoted healing but she always
l deferred ta dietary consultants who know more
i about the area. She stated she always went
" with the dlétary recommendations to give the
‘ reSIdents the best chance of healing.

[ 11/29/12 1800

| Russell Carroll, DHHS pharmacist

; -Revealed decubi vite supplies 500mg vit C and
| 220 mg zinc.

It is not interchangable with MVI.
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DEFICIENCY)
K 000
Preparation, submission an
K 000 | INITIAL COMMENTS K 000| implementation of this Plan of Correction !
do not constitute an admission of or |
Surveyor; 27871 reement with the facts and conclusions |
This Life Safety Code(LSC) survey was set forth i
conducted as per The Code of Federal Register | | on the survey report. Our Plan of i
at 42 CFR 483.70(a); using the Existing Health | orrection is prepared and executed as a |
Care section of the LSC and its referenced eans to continually improve the .uall i
publications. This building is Type HI construction, of care and to comply with all applicable |
one story, with a complete automatie sprinkler state and federal regulatory ]
system, : uiremen
The deficiencies determined durind the survey K 012
are as follows: . Criteria 1
NFPA 101 LIFE SAFETY CODE STANDARD K 012| All areas identified as not meeting this 1/31/13
standard have been sealed by
Building construction type and height meets one Maintenance Director.
of the following. 19.1.6.2, 19.1.6.3, 19.1.6.4,
19.3.6.1 Criteria 2
The Maintenance Director assessed the
facility -all areas not meeting this
P standard have been identified and
This STANDARD Is not met as evidericed by: corrected.
Surveyor: 27871 ' riteria
Based on observations and staff interview at
approximately 8:30 am onward, the following Mainten ance Director/designee will
i monitor facility monthly and after
jtams were noncompliant, specific fndings
‘ vendors work in the facility to ensure
include: sprinkler pipe penetrating the fire wall on ¢ the building construction
100 hall in attic was not seal to maiptain the areas mee d e ﬁ;; g ted and
building construction rating of bullding. rating are identified, sealed an
maintained, |
42 CFR 483.70(a) ' ,
K 0381 NFPA 101 LIFE SAFETY CODE STANDARD Koag| Criteriad ,
SS=E : Maintenance Director will provide results
Exit access is amanged so that exits are readily from the monthly monitoring to the
accessible at all imes In accordange with section } Quality Assurance Process Improvement |
7.14. 19.21 committee for 3 months at which time the|
committee will determine the continued !
‘ frequency of monitoring. -
[AB ORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8) DATE
B oiopng Fo) b B sttt Drseto-  Yizjfoor

sed from correcting provkding it s defermined that

A fickency statement ending with an astarisk
oth&T safeguards provida sufficlent protsction to the p
following the date of survey whether or not a plan of ¢
days following fha date these documents are made av

program participation,

atients. (See instructions.}

(*) denotas a deficlency which the institution may be excu
Except for nursing homes,

orrection Is provided. For nursing
ailable to the facility. If deficiencies are cited,
f

the findings stated above are disclosable 90 days

homes, tha above findings and plans of correction are disclosable 14
an approved plan of coraction is raquisite to continued

[N
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O4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL ' PREFIX (KACH CORRECTIVE ACTION SHOULD BE COMPLETION
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: ; K 038 DEFICIENCY)
. Criteria 1 1/04/13
K 038 | Continued From page 1 K 038 Maintenance Director installed single .
; : motion locksets on all doors as indicated
’ so that exits are readily accessible at all
C times.
This STANDARD is not met as evidenced by:
Surveyor; 27871 Vendor contracted, maglocks
Based on observations and staff interview at reconfigured to comply with special
approximately 8:30 am onward, the following locking according to NC Building Code;
ftems were noncompliant, specific findings Chapter 4,
include: listed below are areas thatat time of
survey,required two motions of hand to open Criteria 2
goonﬂmy tfice d . Though all patients have the potential to
< 8ctivity oifice door. ' the alleged deficient '
2. business office door. be affected by the 2 -;i ot
. practice, none were. Main enance
Also, the delayed egress locking system at the Director/designee will monitor facility
ands of each corridor did not functidsn per NCSBC monthly and after vendors work in the
or LSC. The doors would relock with use of facility to ensure areas meet the building
keypad after the irreversible procegs-of delayed construction rating are identified, sealed
| ggg%%jgckmg system had Eg{q;j""in!tiateﬂ. - : and maintained.
 |42cPR4B3TOR) Criteria3
* K 062| NFPA 103 LIEE-SAFETY.CODE STANDARD K 062| Maintenance Director/designee will 1313
§8=E S e e e inservice staff about the impact of the
Required automatic sprinkler systems are . reconfiguration of the maglock. The
continuously main‘talned in reliable ‘operating Maintenance Director/designee will
condition and are inspected and tested monitor facility weekly for the next 3
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA months to ensure areas not meeting the
25,8.7.5 : building construction rating are
identified, sealed and maintained.
This STAN20 ARD s not met as evédencad by: Ml;i::::az:nce Director will provide multsi
Surveyor: 27871 : o s i
Based on observations and staff inferview at from the weekly monitoring to the QAPI .
: . : committee for 3 months at which time the!
approximately 8:30 am onward, the following ittee will determine the continued
ftams ware noncompliant, specific findings committee Wit CEto o € J
include: at time of survey no heat was provide in frequency of monitoring.
riser room{room on back of bullding) for sprinkler
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STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
p"é‘g,i&- (EA;:’ ge“r?glyencv MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION 8HOULD BIETE coﬁnou
TAG REGUIATORY OR LSC IDENTIFYING INFORMATION) i TAG CROSS-REFERENCED TO THE APPROPR
. | )
: K062
Kog2 Criteria I 11913

Heater replaced and functioning in Riser
Room and additional Spare Sprinier
Heads replaced and provided by vendor.

v

K 062 | Confinued From page 2 :
system. Also, no spare heads for sprinkler

system Iin sprinkler box in riser roorn.
42 CFR 483.70(a) riteria 2

Though all patients have the potential to
be affected by the alleged deficient
practice, none were. The Maintenance
Director assessed the facility, no other
areas found to be affected.

Criteria 3
The Maintenance Director/designee will

monitor the function of the heater in the
Riser Room weekly for the next 3 months.
Inventory and par level of spare
Sprinkler Head replacements will be

| assessed and monitored by the

| Maintenance Director.

Criteria 4
Maintenance Director will provide results

from the weekly monitoring to the
Quality Assurance Process Improvement
committee for 3 months at which time the
committee will determine the continued
frequency of monitoring. /

if continuation sheet Page 3 of 3

Event 10;JFL2S Facility 1D; 963201

FORM CMS-2367(02-99) Previous Versions Obasolete




Fax:919-733-8592 Jan 5 2013 12:40pm P0OT/007

DHSR CONSTRUCTION
DEPARTMENT OF HEALTH AND HUMAN ‘SERVICES PR .
OMB NO. 0938-0391,
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
: A, BUILDING 02 - BUILDING 02
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X9 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL : PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
, DEFICIENCY)
K 000 | INITIAL COMMENTS : K 000
i
Surveyor. 27871 .
This Life Safety Code(LSC) survey was !
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the Existing Health
Care section of the LSC and its refarenced
publications, This building is Type lil -
construction, onse story, with a complete
automatic sprinkler system.
No LSC deficlencies noted at time of survey.
42 CFR 483.70(a) ’
L _ . |
LABORATORY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE TILE {X8) DATE

cy statement anding with an astarisk (*) denctas a deficiency which the institution may be sxcused from correcting providing it is detarminad that
the findings stated above are disclosable 80 days

other safeguards provide sufficient protection to tha patients. (Sea Instructions.) €xcept for nursing homes,
following the date of survey whether or not a plan of correction Is provided. For nursing homes, the sbove findings and plans of correction are disclosable 14
days foflowing the date these documents are made availatie to the facility. If deficlencles are cited, an approved plan of correction is requisite to continued

program participation,
Qv
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