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. Preparation and/or = execution
F 226 | 483.13{c) DEVELOP/IMPLMENT F 226 of the plan of corrections does
55=E | ABUSE/INEGLECT, ETC POLICIES not constitute admission or
The facill * dovel 4 imo bt agreement by the ‘provider of the
@ tachity must develop and implement written tI'Ufh ofthe items alleged or

policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

conclusions set forth in the
statement of deficiencies, The
plan of correction is prepared
and or executed solely because
it is required by the provision of
!'I}'his REQUIREMENT is not met as evidenced the Federal and State laws.
gased on record review and staff interviews, the

facllity falled to complete background checks for F 226 483.13 ©

3 (N #6, DA #1, Housekeeper #1) of § DEVELOP/IMPLMENT
employees, failed to verify nurse aide reglstry for ABUSE/NEGLECT, ETC
2 {NA #5, #6) of 5 employees and failed to obtain POLICIES
references for 5 (Nurse #6, NA #5, NA #8, DA #1, Castiebranch statewide
['* Housekeeper #1} of 5 employees whose background checks were run by

employee files were reviewed. Findings include: i
pioy s the Administrator on 3 (N #6,

Review of an undated facility form litled "Abuse DA #1, Housekeeper #1) and
Prevention Program™ read in part: "Qur abuse found to be in compliance on
prevention prograr provides procedures that 1/4/2013. Nurse Aide registry
govern, as a minimum: conduclting employment verification was accomplished
background checks. and found to be in compliance

on 2 (NA #5, #6) by the DON

Review of facillty form, revised 07/23/07, titled
on 1/4/2013, 2 references were

"Employment Application Policy and Procedure”

under the section titied "Procedure” two of the obtained on 5 employees (Nurse

areas listed are; #6, NA #5, NA #6, DA #1,
Before an appilcant recelves a conditional Housekeeper #1) by the DON,

offer of employment appropriate verification of DM and Housekeeping Manager

credentials mus! be performed. Every appficant on. 1/5/2013

considered for employment (including nurses} The d Bpai’ﬁﬁéhf]iéi(fs“‘m"

must be checked against the Health Care . . .
Personnel Registryg(HCPR). All nurses must inserviced on the requirements
| have their licenses checked against the NC for prospective employee pre
(North Garolina) Board of Nursing employment on 1/11/2013 by
the Administrator.

LABORATORY DIRECTOR'S OR PROVIDER/SUBPLIER REPRESENTAFIVE'S SIGNATUHE TITLE (X6) DATE
Sconte Moy %M L=l B
which thg Afstitution may be ex¢use

Any defictency statement endinmth an asterisk {*) deno!es,deﬁclanoy d from correcling providing it Is determined that
other safeguards provide sufficient protection lo the patients. (See Instructions.) Except for nursing homes, the findings staled above are disclosable 50 days
fc ‘g the dale of survey whether or not a plan of correstion Is provided. For nursing homes, the above findlngs and plans of corraction are disclosable 14
d..__ llowing the date these documents are made avaltable fo the facllity. If defictencles are giled, an approved plan of correction I3 fequisite to continued

program participation,

FORM CMS-2567{02-99) Previous Varsions Obsolele Evenl 1D:D10211 Facility fD; 923433 It continuation sheet Page 1 of 18




PRINTED: 01/10/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVLL
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938.0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA %2y MULYIPLE COMSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
[ 345366 B. WING ©
12/20/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RICH SQUARE HEALTH CARE CENTER 320 NORTH MAIN STREET
RICH SQUARE, NG 27869
O] SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S PLAN OF CORRECTION (X8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEF]CIENCY}
F 226 | Conlinued From page 1 F 226 F 226 continued from page 1

Before an applicant receives a conditional
offer of employment, two reference checks must
be completed, Reference checks will be
completed by the Staff Development Coordinator
{SDC).

Reviaw of the facllity employee handbook
sevealed the following statement: “"Complete
background inquiry or fingerprint clearance, Each
new employee will be considered conditionally
employed pending the result of a criminal or
additional background Investigation.”

1, Review of Nurse #6 employee file revealed the
Nurse was hired on 09/26/12, and one personal
refarence had been obtained. No other
information was found in the employaae file to
indicate any other reference had been attempted.
Further review indicated that a background check
was inltiated on 11/05/12 after the employee had
been working at tha facility,

An Interview, an 12/20/12 at 1:00 PM, was
conducted with the Director of Nurses (DON).
She indicated at the time the employee was hired
the SDC had left, and she was the person who
have completed ihese areas for a new employee. .
The DON relayed that a person had not baen In
ptace in the SDC posltion until recently. She
confirmed the reference checks had not been
completed and the background check was
completed after Nurse #6 began working at the
facifity,

Aninterview, on 12/20/12 at 1:30 PM, was
conducled with the Administrator, The
Administrator indicated he expected for the all of
the required information to be completed upon

To insure that employee
screening has been
accomplished prior to
employment a 20 item list of
forms, copies and tests has
been implemented and must
be completed prior to
employment. Included in this
list are forms for checking
licensed professionals with
the NC Board of Nursing,
Non licensed applicants must
be checked with the North
Carolina Department of
Health and Human Services,
Division of Health Services
Regulations, Health Care
Personnel Registry Section,
All applicants must have a
statewide Criminal
Background check provided
by 'Castlebranch'. Applicants
must have two (2) references
contacted and documented, as
per corporate policy. The
BOM will check the
prospective employee pre
employment file for
completeness prior to
employee hire date,
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hire.

2. Review of Nurse Aide (NA) #5 employee file
revealed the NA was hired on 10/24/12 and one
personal refarence check had been completed.
No other information was found in the employee
file to indicate any other reference had been
attempted. Further review indicated the check of
HCPR for NA #5's status on the registry was
completed on 12/10/12,

An inferview, on 12/20/12 at 1:00 PM, was
conducted with the Director of Nurses (DON).
She indicated at the time the employee was hired
ihe SDC had left and she was the person who
would have completed these areas for a new
employee, The DON stated that a person had
not been in place in the SDC position until
recenlly, She confirmed an additional reference
had not been atternpted and the status on the
HCPR site for NA #5 had been compieted on
12110/12

Aninterview, on 12/20/12 at 1:30 PM, was
conducted with the Administrator. The
Administrator Indicated he expected for the all of
the required information {¢ be completed upon
hire.

3. Revilew of NA #6 employee file revealed the
NA was hired on 11/14/12 and one personal
reference had besn completed. No other
information was found in the employee file to
indicate any further reference had been
atlempted. Further review indicated the check of
HCPR for NA #6 ' s status on the reglstry was
completed on 12/10/12,,

01/2 & 3/2013 a complete
audit of current personnel and
was conducted by the BOM
and Administrator . Personnel
that had Criminal background
checks that required
Castlebranch were verified
by Castlebranch and found in
compliance and confirmation
placed in the employees file.
Actual results of the Criminal
Background check are kept in
the Administrator's office.
Licensed Professionals
Licenses were verified and
non-licensed employees were
verified with the NC HCPR.

The Administrator will audit
the next 20 new employee
files or for the next 4 months
for compliance and will
report the outcome at the
monthly QA meeting,

Correction Date: 1/11/2013

172013
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An interview, on 12/20/12 at 1:00 PM, was
conducted with the Diractor of Nurses (DON).
She indicated at the time the employee was hired
the SDC had left and she was the person who
would have completed these areas for a new
employee, The DON stated that a person had
not been in place in the SDC position until
recently, She confirmed an additional reference
had not been attempted and the status on the
HCPFR site for NA #6 had been completed on
1210112,

An interview, on 12/20/12 at 1:30 PM, was
conducted with the Administrator. The
Administrator indicated he expected for the all of
the required information to be completed upon
hire.

4. Review of Dietary Alde (DA} #1 employee fife
revealed the DA was hired on 11/23/12 and no
refsrence checks had been attempled. Further
review indicated that a background check
completed on 11/14/12 was only for the county in
which the DA lived and read in part; “This is noi a
statewide search.”

An Interview, on 12/20/12 at 1:30 PM was.
conducted with the Administrator. The
Administrator staled he had expected the
employee references {0 have been done. He
relayed that he had seen the background check,
noted they had been dona in North Carolina, but
did not notice that the background check was not
a statewide search. He continued that the facility
usually used the services of a NC vendor io
complete the required background checks, but
had not dona so for this employee. The
Administrater stated he expected for all the
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necessary information needed to be completed
upon hire.

5. Review of Housekeeper #1 employee file
revealed the Housekeeper had baen hired on
10/24/12 and no reference checks had been
allempied, Further review indicated that a
background check was completed on 10/10/12
only for the counly In which the housekeeper llved
and read in part: "This is not a statewide
search."

An Interview, on 12/20/12 at 1:30 PM was
conducted with the Administrator. The
Administrator stated he had expected the
employee references lo have been done. He
relayed that he had seen the background check,
noted they had been done in North Carolina, but
did not notice that the background check was not
a statewide search. He continued that the faculty
usually used the services of a NC vendor to
complete required background checks, but had
not been done so for this employee. The
Administrator stated he expected for all the
necessary information needed to be completed

\pon hire. e . .
F 274 | 483.20(b)(2)(i}) COMPRENENSIVE ASSESS . Far4]  F274 483.20 (b)(2)(ii)
$3=D] AFTER SIGNIFICANT CHANGE COMPREHENSIVE ACCESS
AFTER SIGNIFICANT
A facility must conduct a comprehensive CHANGE
assessment of a resident within 14 days after the Plan of Care for resi dent #60
facliity determines, or should have determined, has been updated to include

that there has been a significant change in the
resident’s physical or mental condition. (For
purpose of ihis section, a significant change

resident assessment completed
for significant change in status

means a major decline or improvement in the related decline in cognition and
resident's status that will not normally resolve a decline in activities of daily
itself without further intervention by staff or by living on 12/21/2012
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implementing standard disease-ralated clinical
Interventions, that has an Impact on more than
one area of the resident's health status, and i ) -
requires interdisciplinary review or revision of the MDS coordinator was in-
care plan, or both.) serviced on criteria for change
in status related to significant
change assessment according to
;’?is REQUIREMENT Is not met as evidenced MDS 3.0 guidelines by the
Based on record review and staff interviews, the corporate consultant on 1/17/13
facility falled to complete a significant change
assessment for 1 (Resident #60) of 1 sampled

An audit was performed by the

resident, who had a significant welght loss, a MDS coordinator of facility
decline in cognition and a decline in activities of residents assessments completed
dally living, in last 90 days to identify

residents at risk for potential
significant change in status
related to significant weight
loss, decline in cognition and
decline in activities of daily

Resident #80 was admiited to the facility on
08/27/12. Cumulative diagnoses included
fracture right femoral condyle (an area of the
femur) and ostecarthritis,

Revlew of the admission Minimurm Data Set living. DON will assure that
{MDS) assessment, dated 09/03/12, ravealed residents triggering for
Resldent #60 had no shorf or long term memory significant change MDS are

loss, and was able to make daily decislons. The
assessment Indlcated the resident ' s admission
welght was 116 pounds, required limited

compieted in a timely manner.
By reviewing the weekly risk

assistance of one staff member for toileting and management meeting with the

personal hygiene, MDS coordinator and IDT to
- capture any future significant

Review of the quarterly MDS assessment, dated changes in a timely manner.

12/0312, revealed Resident #60, had severely
impaired cognition. The assessment indicated
the resident’ s walght was 89 pounds, and
Resldent #80 was totally dependent on one staff
member for tolleting and personal hygiene.

An interview, on 12/20/112 11:10 AM, was
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PROVIDER'S PLAN OF CORRECYION

Each resident must recelve and the facility must
provide-the necessary care and services to atiain
or maintain the highest practicable physical,
mental, and psychosoclal well-being, in
accordance with the comprehensive assessment
and plan of care,

This REQUIREMENT s not met as evidenced
by:

Based on staff Interviews and record reviews, the
facility falled to monilor the condilion of a resident
post-fali for 2 (Resident #27 and #72) of 3
residents who experienced falls,
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conducted with Nurse #2, who was the MDS
nurse. Nurse #2 relayed that she had noted _— e
Resident #50 ' s decrease-in cognition, the welght MDS coordinator and RN
loss and the decline with activities of dally fiving. S . ill audit MDS
She indicated she was aware that a significant upervisor will audi )
change had occurred. Nurse #2 stated at the assessments and documentation
weekly meeting prior to the quarterly MDS, the for significant change in status
staff was discussing the resident and therapy related to significant weight
indicated Resident #60 had just resumed therapy loss, decline in cognition and
and perhaps in & week or so lhe;eRwould be#5 decline in activities of daily
some improvement. She refayed Resident #60 -
had remained in decline and a significant change tiving weekly x 4 weeks, then
should have been completed. monthly x 4 months. The DON
will discuss results at the
Aninterview, on 12/20/12 at 2:45 PM, was monthly QA meeting,
conducted with the Director of Nurses (DON).
The DON stated she would have expected when
a significant change has been ldentified in the ; . 17172013
MDS process that a significant change MDS Completion Date: 1/15/2013
would be completed.
F 308 483.25 PROVIDE CARE/SERVICES FOR F 309 F 309“383 25 o
S8=D | HIGHEST WELL BEING PROVIDE CARE/SERVICES
FOR HIGHEST WELL BEING

Medical records for #27 and #72
were reviewed by the
interdisciplinary team for
accuracy, timeliness and
documentation for post fall
documentation on 12/21/2012
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Findings include; T .
8 Interdisciplinary team reviewed
Review of a facility " Fall Protocol *, undated, residents with fall reports prior
revealed a category entitied " Falls Without Injury 90 days for and accuracy of post
*. instructions under the category included: Vital fall documentation, timeliness
Signs every shift for 24 hours. For _ of interventions., Any
(o ncluds I s noe: e of e intervention needing added or
: fime . . o A ;
time family and MD notified, Range of Motion tfinloved were discussed at this
evaluation of extremities, pain, and examination time.
of skin for discoloration or bruising. Documant )
every shift for 24 hours, Day shift to document Licensed nurses were in-
for 3 days after the initlal 24 hour period. serviced by the DON and
) ) N educated on post fall monitoring
1) Resrden't #27 was re-adr.mtted {o the facility on and documentation on
11/16/07 with diagnoses to include dementia, fack 12/21/2012. Newly hired
of coordination, paralysis agitans {similar to . Lo ewly .me NUTses
Parkinson ' s disease), and anxiety state. will Pe given education on .
required post fall documentation
Review of the resident * s most recent Minimum during licensed nurse
Data Set (MDS), a quarerly assessment of orientation. This in-service
12/5/12, indicaled tha resident fequnred totat c:,are covered required documentation
of 2 or more staff for bed mobility, and extensive regarding falls
assistance of one staff member for transfer and g B '
locomation on and off the unit. The assessment ) ] .
revealed the resident did not walk. Resident #27- DON will review each medical
was assessed as having had functional limitatlons record of residents with a fall
of both upper extremitles and both lower for proper documentation. This
extremities, audit will be conducted daily x
3 weeks, each fall x 4 weeks
Review of the resident ' s medical record e ) ’
revealed a nurse note of 6/29/12 at 2:30 AM any fall thereafter x 2 week.s,
revealed the resident was found on a floor mat then monthly. The DON will
beside the bed. A nurse note was written on discuss her findings at the
6/29/12 at 3 PM that documented the resident monthly QA meeting.
had no falls at that time. A nurse note written on - :
7/1112 at 10 PM documented the resident Correction Date: 01/15/2013 111712013
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received no Injuries from his fall. The next
documented nurse note was written on 7/4/12 for
a Qualily Assurance review regarding walght loss
and was followed by a nurse note of 7/13/12.

Anurse note, of 9/19/12 at 2:45 PM, documented
the resident was reaching for a call light and
loppled out of a wheelchalr. A nurse note was
wrilten on 9/19/12 at 10:50 PM that indicated the
resident had shown no signs or symptoms of
Injury related to the fall. The next nurse note was
documented on 9/20/12 at 3:05 AM and revealsd
the resident had no il effects as a result of the
fall. A nurse note was wrilten 9/20/12 at 2:38 PM
to include no signs of Injuery. The next
documented nurse note was 10/3/12.

A nurse note of 11/28/12 at 10:50 AM revealed
the resident slid off of the side of bed trying to fix
his panls {par resident} and siid onto the floor
mat, The next nurse note was documentad on
11/28/12 at 2 AM and revealed the resident
recelved no injury. A nurse note was
documented on 11/29/12 at 1 PM and indicated
the resident experienced “ no apparent injury *
from sliding off the side of the bed on 11/28/12,
The next nurse note was documented on 12/3/12 .
at 7 PM and was unrelated to the fall of 11/29/12,

An Interview was conducted with Nurse #1 on
12/19/12 at 10:43 AM, The nurse reported when
a resldent fell, the following shift was to document
vital signs and the resident was assessed for any
new changes, like brulses. Nurse #1 stated
nurses were expected to assess and document
on the resident every shift for 3 days after a fail.

An interview was conducted with MDS Nurse #1

F 308
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on 12/19/12 at 11:01 AM, The MDS nurse
reported nurses were expected to document the
fall in the nurse notes and docurmnent every shift
for 72 hours after a resident fell,

An interview was conducted with the Director of
Nursing (BON) on 12/19/12 at 11:15 AM. The
DON indicated she expected the nurses to follow
the falls protocol and document on the resident
for 3 days, every shift. Inthis case, the DON
expected the nurses to document every shift for
the 3 days and felt it was observed, but not
documented as it should have been. The DON
stated she expacted the nurses to follow the
facility's guidelines for fails documentation

2} Resldent #72 was admitted to the facility
12/3/10. The resident’ s diagnoses included joint
contracture of multiple sites, cerebral artery
ocelusion with infarct (slroke), and generalized
muscle weakness,

An MDS Assessment of 11/5/12, a quarterly
assessment, revealed the resident ' s function
status as totally dependent on 2 or more staff for
bed mobility and transfer. * The activity of walking
in the reem or corridor did not occur; and required
total assistance for locomotion on and off the unit,
dressing, and toilet use. The assessment

indicated the resident had 2 or more falls since
admission but none since the prior assessment

A facility report revealed Resident #27
experlenced a fall on 9/4/12 at 7 AM. Review of
the resldent' s medical record revealed a nurse
note documented on 9/4/12 at 2 PM. The note
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indicated the resident was very talkative and
appropriate and Indicated the resident tried to go
the bathroom and walk unassisted, The resident
was taken to the bathroom and an alarm was
placed on his wheelchalr, The next nurse note
was documented 7/7/12 for a " Monthly
Summary "

Review of a nurse note of 11/56/12 at 11:45 AM
revealed the resident was found sitling on the
bathroom floor. The resident was assessed and
sent to the emergency room for evaluation, The
resident refurned to the facility on 11/612 at @ PM
and documented hosplital recommendations
received. Documentation also included the
resident had no complaints of pain or discomfort,
Post fall documentatlon ¢continued and was
documented 11/6/12 at 2:20 AM., 11/6/12 at 1:50
PM, 14/6/12 at 6:15 PM, and the last
documentation was written 11/7/12 at 12:30 AM
on the resident ' s post-fall stalus.

An interview was conducted with Nurse #1 on
12/1912 at 10:43 AM, the nurse reported when a
resident fell, the following shift was to document
vital signs and the resident was assessed for any
new changes, like brulses.” Nurse #1 stated
nurses were expected to assess and document
on the resident every shift for 3 days after a fall,

An Interview was conducted with MDS Nurse #1
on 12119412 at 11:01 AM. The MDS nurse
reported nurses were expected to document the
fall in the nurse notes and document every shift
for 72 hours aftera resident fell..

An interview was conducted with the Director of
Nursing (DON) on 12/19/12 at 11:15 AM. The

F 309
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DON indicated she expected the nurses to follow
the falls protocol and document on the resident
for 3 days, every shifi, The DON stated she
expecled the nurses to follow the facility's
guidelines for falls documentation. — T
F 323} 483.25(h) FREE OF ACCIDENT F 323 F 323 483.25 (h
$8=D| HAZARDS/SUPERVISION/DEVICES FREE OF ACC(IH))ENT
The facllity must ensure that the resident HAZARDS/SUPERVISION/
DEVICES

environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on staff interviews and record review, the
facility failed to implement new interventions after
a falt for 1 (Resident #27) of 3 sampled residenis
who had multiple falls,

Findings include:

Resident #27 was re-admitted to the facility on
11/16/07 with diagnoses to include dementia, lack
of coordination, paralysis agitans (similar to
Parkinson's disease), and anxiely state.

Review of the resldent's most recent Minimum
Data Set (MDS), a quarterly assessment of
1215112, Indicated the resident had severe
cognitive impalrment and required total care of 2
or more staff for bed mobiliity, and extensive
assistance of one staff member for transfer and
locomotion on and off the unit. The assessment

The medical record for resident
#27 has been reviewed on
12/28/2012 by the
interdisciplinary team and new
interventions discussed and
updated,

Interdisciplinary team met on
12/28/2013 and reviewed fall
reports in last 90 days for
accuracy. Current interventions
in place and new interventions
for that fall. Residents that are
high risk for falls were
discussed by interdisciplinary
team for appropriate
interventions, Care plans
reviewed and up dated,
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revealed the resident did not walk, Resident #27
was assessed as having had functional limitations T LT
of both upper extremitfes and both lower Licensed nurses were -
extremities, serviced by the DON and
Reviow o th | ‘2111 educated on falls interventions,
eview of the resident's care plan of 12/11/12 timeliness and follow u on
revealed a problem identified as "At Risk of 12/21/2013. New! hire[zi
Further Falls”", The goal was written as: Resldeni i q | Y
will not have any Injuries from falls (for) 90 days. censea nurses W'”_ be educated
interventions were listed In part as: Remind on post fall prevention and
resident to ask for assistance by pushing call bell, documentation during
encourage resldent fo call for assistance, keep orientation.
personal lems within reach, and replace all
resident's parsonal items back within reach. DON will audit falls report and
A facility report regarding Resident #27 ' s falls post fall_ documentatlfm fqr
revealed staff found the resident on the floor on appropriateness and timeliness
5/17/12 at 3:05 PM. The resident was on top of weekly x 4 weeks, then every 2
the mat lying on his feft side. Vomit was noled weeks x 4 weeks, then every
under his face, and was orange and clear in month x 4 months for new
celor. The resident stated he was fine and that interventions and post fall
he slid out of his bed. No injuries were noted, . .
Bed alarm was active and sounding. Call belf g(‘)‘cul‘n.ent?tlon. rIFhe DO?“! will
was within reach. Review of the fall's ring results to the monthly QA
investigation and follow-up indicated in par; ” meeting,. B
what additional interventions are recommendad?
The wiitten answer was documented as; Correction Date: 01/15/2013 11772013
frequent check when walking past daor ™,
An Interview was conducted with the Director of
Nursing (DON) on 12/20/12 at 1:58 PM. The
DON indicated frequent checks when walking
past the door were part of staffs' regular routine
and was nol a new Intervention,
A facilily repart regarding Resident #27's falls
revealed the resident was found on the mat
beside the bed cn 6/29/12 at 6:30 AM, The
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resident stated he was fine and that he slid out of
his bed. The resident reported he climbed oul of
the bed onto floor because he " spilled some
water ", Review of the fall * s investigation and
foliow-up indicated in part: " what additional
Interventions are recommended? * The space
for new interventions was left blank.

An interview was conducted with the Director of
Nursing (DON) on 12/20/12 at 1:58 PM regarding
the resldent's fall on 6/29/12, The DON stated
she didn't see any new interventions to prevent
falls from re-occurring,

A facllity report regarding Resident #27's falls
revealed on 9/16/12 at 2:50 AM revealed the
resident was reaching for a call light and toppled
out of a wheelchalr onto a mat, The alarm was in
place and sounded. Review of the fall's
invesligation and follow-up indicated in part:
What additlonal interventions are recommended?
The wrltten answer was documented as:
Resident has dementia but severally impaired,
has ability to understand he should call for
assistance with picking up items. "

An Interview was conductéd with the DON on

no new Interventions for the fall and expected
nesw intervention were implemented for every fall,

A facllity report regarding Resident #27's falls
revealed on 11/28/12 at 10:50 AM, the resident
slid off the side ¢f the bed onto the floor mat while
trying lo fix his panfs. Review of the fal's
investigation and follow-up indicated in part;

‘What additional interventions are recommended?

The wiitten answer was documented as:

12/2012 at 1:58 PM. The DON stated there were
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Remind resident to use call light for assistance.
Educale staff to check resident frequently and
offer assistance as needed ",

An Interview was conducted with the DON on
12120112 at 1:58 PM. The DON stated the
intervention to remind the resident to use call light
was not appropriate due to dementia and the
resident was not going to remember. The DON
indicated new Interventions are expected with
each fall and there were no new Interventions for
the falls.

An interview was conducted with Nurse #2 on
12/20/12 al 12:58 PM. The nurse stated she
completed the investigation and follow-up on the
accidentincldent reports. The nurse stated that
most of the time, the resident couldn't remember
the fall.  The nurse stated frequent checks when
walking past the door was a general standard for
alt staff. Atthe time she wrote the Intervention for
the fall of 5/17/12, she thought it was appropriate
te check on him more often to assist him with
things he may have dropped. Regarding the falf
of 6/2912, Nurse #2 reported the nurse who
reviewed the fail report no Jonger worked at the
facifity, The fall of 8/21112, the nurse stated,
when looking at the care plan, her real goal was
to prevenl Injury and each time the resident fell,
The MDS nurse stated she didn't know what to do
at this point except protect him from injury.
483.35(]) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

Tha facllity must -

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

F 323

F 371 F371 483,35 ()
FOOD PROCURE,

SANITARY

STORE/PREPARE/SERVE —
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{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT Is not met as evidenced
by

Based on observations, staff interviews, and
record reviews, the facility faifed to store cheese
In a safe manner to prevent meold, the facility
failed to maintaln a convection oven, range, and
can opener in clean condltion.

Findings include:

An initial tour of the facitity ' s walk in refrigerator
with the Dietary Manager (DM) on 12/17/12 at
10:12 AM revealed a bag of yellow and white
mixed grated cheese, The cheese contalned a
small clump of greenish-blue matter, The
zippered plastic storage bag for the cheese was
dated as opened 12/6/12 and was partially
apened across the top half of the bag. Review of
the most recent " Position," A' Dally Cleaning
Duties * of 12/12/12 revealed #7 as " Clean
refrigerator for dessert and lea storage, organize
and discard out of date food " . The task was not
signed as having been completed. The DM
stated the bag was expected to be closed and the
cheese needed to be discarded because of the
greenish-blue matter.

An observation of the hand operated can opener
on 12/17/12 al 10:20 AM revealed a buildup of
blackened malter on the face of the cutling blade.
Blackened/brownish matter was observed around
the base of the can opener where it was altached

DM.

food and sanitizing of

F 371 F371 continued from page 15

~ No resident was named in
citation. Any resident in facility
can be affected by this practice.

The DM discarded the moldy
cheese on 12/17/2013. The can
opener, convection oven, and
oven knobs were cleaned on
12/17/2013 by the Maintenance
Manager, The kitchen staff was
in-serviced on job descriptions
defining areas of the kitchen
each position was responsible
for cleaning on 1/8/2013 by the

The DM in-serviced the kitchen
staff regarding food requiring
dating and checking at each
shift for spoilage, Discard any
out-of-date or spoiled food,
Food preparation equipment is
to be effectively sanitized,
stored and cleaned to prevent
potential sanitation issues on
1/8/2013. Newly hired dietary
staff will be instructed regarding
food dating and discarding of

preparation during their
orientation with the DM.
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1o a stainiess steal table. The DI stated the area T
was expected to be cleaned dally by kilchen staff Cleaning assignments for areas
and the area needed a litlle "elbow grease” when and equipment located in and
being cleaned. used by the kitchen staff have

been assigned to each kitchen

An observation of the convection oven on o
employee position (cook,

12117112 at 10:22 AM revealed a bulldup of fight

brown/tan matter on the inside of the doors that Position A & position B).
also collected around the glass insert in the Descriptive check sheets for
doors. There was a bulldup of blackened matter each position have been
in the corners under the door hinges and a implemented and each position
buildup of brownish tan matter around the door . .

on every shift must complete
stop in the center, . \ ,

their assigned cleaning tasks
An observation of the front of the oven on prior to shift end. The DM
12/17/12 al 10:26 AM revealed a buildup of conducted an in-service for
blackened/brown matter on 6 of the knobs. position responsibilities

Behind ths knobs also had a buildup of
blackenedfbrown matier. Two black knobs with
silver colored centers had blackened/brown

regarding clean'i'hg and the new
forms on 1/8/2013, Newly hired

buildup matter on the face of the knobs. There employees will be instructed on -
‘was darkened matter buildup around the base of their cleaning assignments

the knobs and the outer edges of the silver related to their position of hire
covered face of the knobs. The right side of the by the DM during orientation

oven had a segam between the splash guard for
the lop of the oven and the base of the oven.

The seam across the bottom of the splash guard - A triple check system for
and at the back of the guard was filled with cleanliness has been

greasy blackened matter. The DM stated kitchen implemented which includes th e
staff cleaned the oven three times weekly. Dietary Manager, Maintenance

An Inferview was conducted with the Cook on Super visor and Administrator,
12/17112 at 10:32 AM. The Cook revealed she The Dietary consultant will also
usually cleaned the oven once a week but did not conduct inspections when on
document when she cleaned it and probably ' premises,

cleaned it last on Wednesday of last week.

Review of the kitchen ' s " Position ' A Daily
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Cleaning Duties " dated 12/12/12, and the "B "
Position Duties dated 12/14/12 revealed no
specific schedule for cleaning the range,
conveclion oven, or can opener. During an
interview with the DM on 12/20/12 at 2:30 PM, the
DM indicated there was no deep cleaning
schedule for the kitchen,

An interview was conducted with the
Adminislrator on 12/20/12 at 3:45 PM. The
Adminlstrator Indicated the refrigerator was
expected to be free of colored matter in the
stored cheese and expected the kitchen
equipment to be clean.

meeting by the DM,

The DM and MS will provide
the Administrator with the work
sheets 5 x fweek for 12 weeks,
then weekly for 3 months, The
results of these audits will be
discussed at the monthly QA

Date completed: 01/11/2013.

01172013
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F 284 483,20{1}(3) ANTICIPATE DISCHARGE: POST-DISCHARGE PLAN

When the facility anticipates discharge a resident must have a discharge summary that includes a
post-discharge plan of care that is developed with the participation of the resident and his or her family,
which wilt assist the resident to adjust to his or her new living cnvironment,

This REQUIREMENT is not met a3 evidenced by:
Bases on record review and staff interviews, the facility failed to develop a care plan for discharge for 1
{Resident #89) of 2 sampled residents who were reviewed for community discharge. Findings include:

Resident #89 was admitted to the facility on10/05/12. Cemulative diagnoses mcluded diabetes mellitus,
musele weakness, difficulty walking, depressive disorder and insomnia.

Review of the admission Minimum Data Set (MDS) assessment, dated 10/12/1 2, indicated Resident #89 had
no short or long term memory problems and was able to make daily decision. The assessment revealed the
resident rejected care 1-3 days a week, was totally dependent on staff for bed mobility, transfers, and bathing;
required extensive assistance for personal hygiene; and, was able to watk in the room and to toilet with
limited assistance. Review of section Q of the MDS regarding goal setting, the assessment indicated both the
resident and the family participated in the interview, that an active discharge plan was in place for the resident
's retum to the community, and that referrals had been made to the local contast agency.

Review of Resident #89 ' s medical record and admission care plan revesled no plan for discharge.

Review of the Social Worker ' s admission note, dated 10/05/12, revealed the resident had been admitted for
rehabilitation to return home,

Review of the Social Worker 's progress note, dated 12/06/12, indicated the resident was alert, oriented,
made needs known and was able to do something * s for himseif, The note continued that the resident had
scored well on a brief interview for mental status, and had some mood indicators like feeling down related to
missing home. Further the note indicated the resident came to the facility for therapy, had plans to return
home which had not happened, and discharge at the time was uncertain.

An interview, on 12/19/12 at 5:35 PM, was conducted with the Social Worker (SW). The SW relayed that
when Resident #8% was admitted to the facility, he and the family wanted him to stay at the facility for 20
days to get stronger. She indicated he did not progress as expected and the decision was made to keep him at
the facility a little longer. The SW stated at this time the family goes back and forth about Resident #89
going home, She retayed that she does stay in contact with the family regarding their choices, but had not
documented any of the Information in the medical record refated to the progression of the discharge plans,
When asked about the information on the MDS related to discharge plans in place and the referrals being
made, the SW stated that was the intent at the time of the assessment that he would be returning home, The
SW relayed she knew what would be needed with regards to discharge of the resident and the agency that
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HNITIAL COMMENTS

A. Based on observation on -2/13/2013 the
facility Is type V 111 and Is completely covered by
a sprinkler system.

NFPA 101 LIFE SAFETY CODE STANDARD

Doors proteciing eorridor openings are
constructed fo resisl the passage of smoke.
Doors are provided with positive latching
hardware. Duich doors meeting 18.3.6.3.6 are
permilted. Roller latches are prohibited.

18.3.6.3

This STANDARD is not met as evidenced by:
A. Based on observation on £02/14/2013 the
Charting room and the clean linen room at the
nurses station falled to latch when closed,

42 CFR 483,70 (a)

NFPA 181 LIFE SAFETY CODE STANDARD

Exlt access Is arranged so that exits are readfly
accessible at all imes in accordance with_section

7.4 1821

This STANDARD is not met as evidenced by
A, Based on observation on 02/14/2013 the
interior release device for the freezer and the
cooler were blocked by food racks,

42 CFR 483.70 {a)

Preparation and/for execution of
the plan of corrections does not
constitute admission or
agreement by the provider of the
truth of the items alleged or
conclusions set forth in the
statement of deficiencies. The
plan of correction is prepared
and or execuied solely because
it is required by the provision of
the Federal and State laws.
Door closures in the:
o (Clean Linen Room
s Chart Room
Have been repaired by
~ Maintenance Supervisor and
are operating correctly as of
3/8/2013.,

Kooo} XK-18

K018

Door Latch at the Kitchenstte
Dutch Door has been added
to insure the top will latch
automatically when closed to
the lower pert of the Dutch
Door as of 3/8/2013.

K038

A monitoring tool has been
created to insure that doors
and closures in the facility
are monitored on a weekly
basis for proper functioning
by the Maintenance
Supervisor.
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; Monitoring tool will be
submitted to the
administrator for 12 weeks,
Theh monthly for 3 months
any changes or repairs
necessary will be
accomplished within 48
hours of notification to
Administrator,
Administrator shall report
any corrective measures
- accomplished for door
closqres at monthly QA 31872013
meeting,

N

K-38

Emergency escape cranks in
the Kitchen:

¢  Walk-In Freezer

¢ Reftrigerator

| ‘
| Have had the shelving legs

i . obstructing proper operations
shimmed away by
Maintenance Supervisor from
escape cranks, and are
operating correctly as of
3/8/2013.
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A monitoring tool has been
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