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F 242  483.15(b) SELF-DETERMINATION - RIGHT TO F242 Magnolia Lane Nursing & I
ss=E  MAKE CHOICES Rehab. of Morganton I
i e
The resident has the right to choose activities, acknowledges rec?e.lpt ?f th
schedules, and health care consistent with his or Statement of Deficiencies
her intere:e.ts, assessments, and plans~ of care; and proposes this plan of
interact with members of the community both . h
"inside and outside the facility; and make choices correction to the extent that
about aspects of his or her life in the facility that the summary of findings is ‘
alesighificant o ha:reslcant. factually correct and in order i
| to maintain compliance with |
ghis REQUIREMENT is not met as evidenced applicable rules and !
Y- .. : ‘
| Based on resident and staff interviews and provision of quality care of
| record reviews, the facility failed to provide the residents. The Plan of
' residents with the amount or type of C toni bitied asa |
| baths/showers that they wanted each week for GReCiioniio sy |
| three of three residents (#13, #90 and #102). written allegation of .
| |
‘ ; compliance.
| The findings included: | o
| ; , Magnolia Lane’s response to ,
3 1: Resident #QQ was admitted on Q4/26.'13 with the Statement of Deficiencies
} diagnoses that included pneumonia. The )
admission Minimum Data Set (MDS) dated and Plan of Correction does
| 05/03/13 assessed the resident as cognitively not denote agreement with :
intact and able to understand and make himself . . |
| understood. the Statement of Deficiencies
| | nor does it constitute an ‘
' On 06/03/13 at 10:56 AM Resident #390 was \ P . i
| admission that the !
| interviewed and stated he had been told by staff ; . deficiency ;
| that he could have 2 showers a week. He relayed f is accurate. Further,
 that he preferred to have 3 showers a week.‘ He Magnolia Lane reserves the
| stated that 3 showers a week would make him iy .
| feel better and was his usual routine at home. He right to submit
| stated that since his admission to the facility no documentation to refuse any .
| one had asked him about his bathing | of the stated deficiencies on |
preferences. \ | ‘
| 1 ! this Statement of |
| ! ! |
] I I |
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F 242 Continued From page 1
On 06/05/13 at 4:10 PM the Administrator was
interviewed and stated that the Activity Director
was responsible for assessing resident's bathing
preferences upon admission to the facility.

On 06/05/13 at 4:30 PM the Activity Director was
interviewed on the telephone. He stated that
upon admission to the facility he conducted an
assessment similar to the MDS 5-day
questionnaire that asked residents about their
daily preferences and routines. He stated that
he asked residents how important it was to them
to have a bath, tub bath or shower. He was
unaware that he should ask any other questions
regarding bathing.

On 06/06/13 at 11:10 AM the Director of Nursing
(DON) was interviewed. She stated the Activity
Director conducted an admission assessment
that included daily preferences. She added she
felt it was the shower team's responsibility to set
and incorporate new admissions into the shower
schedule. The DON stated the facility does not
currently ask residents about their preferences
regarding frequency and type of bath or showers
or the time of day they prefer to take a bath.
When asked how it was decided how often
residents get baths, the DON said baths and
showers were automatically scheduled two times

. @ week. She explained if a resident made a
request to have additional showers, baths instead
of showers, or baths or showers during the
evening, the staff does everything possible to
accommodate that request. The DON stated new
residents were told the bathing policy was that
they will have two baths per week and on an as

. needed basis. The DON stated residents would
have to ask if they could have a bath more

Deficiencies through
informal dispute resolution, -
formal appeal procedure .
and/or legal proceedings.

F 242

Resident # 13 was given a
shower on 6-7-13, resident
#90 a shower on 6-7-13,
The tub upstairs was fixed by
maintenance on 6-21-13.
Resident # 102 and resident
#13 was offered a tub bath
on 6-21-13. An audit was
done of 100% residents to
include #13 and #102 were
interviewed regarding their
preference of a tub or
shower and frequency . On
admission activities asks
residents about the
importance of bathing
preferences and what they |
prefer regarding frequency, |
times, and type. Activities

“ then reports to MDS and

“team at stand up next
morning. Residents are
placed on a schedule &
careplan for 2x/wk and prn
according to their
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frequently If they wanted that.

2. Resident ##13 was admilted to the facllity on
2122113 with diagnoses which included dementia,
chronic anemia, and diabetes. The Admission
Minimum Data Set (MDS) dated 02/20/13
assessed Resident #13 as being cognitively intact
as well as able to understand and be understood.
Further review of the Admission MDS revealad
the resident interview assessment for dally and
activity preferences was coded as "no", it should
not be done. Review of the most recent Quarterly
MDS dated 04/13/13 revealed Resldent #£13
needed extensive assistance of ona person with
bathing.

Review of Resident #13's care plan dated
03/01/13 revealed the resident had a
chronle/progressive decline in intellectual
functioning and was at risk for unmet nesds and
or compromised dignily. The goal was Resident
113 will make declsions about choice or
preference, Interventions includad, allow resident
to make cholces and allow resident sufficient time
to verballze her needs,

An Interview was conducted with Resident #13 on
06/03/13 at 11:23 AM. Resldent #13 stated she
got a shower once per week, She sltated she
would "love to have a shower two to three times
per week." She stated it had been a week or
more since she had recelved a shower.

An interview was conducted on 06/05/13 at 4:08
PM with the Administrator, The Administrator
slated the Activitiss Director assessed the
infermation regarding Activities of Dally Living
(ADL) preferences, The Administeator further

again given a choice at their
time of bathing what they
prefer a shower, tub or
bedbath. At quarterly
reviews residents will again
be asked their preferences.
Resident #13 and # 102
wants a shower 2x/wk and

_res.#90 wants a tub bath

2x/wk. All residents
including #13, 90 and 102 are
scheduled for baths 2x/wk,
prn, or more according to
their choice. At each bathing
time they are asked if they
would like a tub or shower.
They can choose a tub bath
and then change to a shower
the next time if they want or
vice versa. Any residents
requesting an additional bath
or shower will be worked
into the schedule to
accommodate their request.
Resident # 90's care plan was
updated to include his choice
for a tub bath 2x/wk. 100%
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F 242 | Continued From page 3 | F 242 of the nursing staff was in |
! : = % |
stated it was her expectation that all staff find out | ; serviced on choices by the !
the residelmts' preferen_ces regarding the care they f N staff facilitator on 6-14 -13. 6-26-13
were to give to the residents in their charge. g : : .
| i Ql nurse will monitor
|

An Interview was conducted on 06/05/13 at 4:30
PM via phone wilh the Activily Director. He
stated he performed a supplemental assessment
with the residents when they were admitted. He
stated he also asked questions from the MDS
regarding ADLs and aclivities. He added he
asked resldents how important it was to them to
have a bath, tub bath or shower. He was
unaware he should ask any other questions
regarding bathing. The Activily Director did not
state why Resident #13's assessment regarding
ADL preferences was not performed.

On 06/06/13 at 11:10 AM the Director of Nursing
(DON) was interviewed. She stated the Aclivily
Director conducled an admission assessment
that included dally preferences. She added she
felt it was the shower team's responsibility to set
and incomporate new admissions into the shower
schedule. The DON stated the facliity does not
currently ask residents about their preferences
regarding frequency and type of bath or showers
or the time of day they prefer to take a bath,
When asked how it was decided how often
residents get baths, the DON said baths and
showers were automatically scheduled two limes
a week. She explained if a resident made a
request to have additional showers, baths instead
of showers, or baths or showers during the
evening, the staff does everything possible to
accommodate that request. The DON stated new
resldents were told the bathing policy was that
they will have two baths per wesk and on an as
needed basls. The DON stated residents would

FORM CMS-2667(02.99) Previous Versions Obsolelo

Event ID:U40511

Foollty ID: 923027

resident’s bathing preference
and adherence to their
preference of tub bath or |
shower and frequency to |
include Residents # 13, #90,

and # 102 utilizing a Ql tool !
2 x/wk x 2 mos. then wkly. x

1 month, then quarterly. Q|

nurse will also monitor new
admissions for completion of
bathing assessments and

random quarterly audits

2x/wk x 2 mos. Then wkly. x

1 month then quarterly. Any
concerns will be addressed

as appropriate with findings
reported in the morning

dept. head meeting. The

results of the audits will be
reported to the monthly QI
committee for identification

of potential trends and
development of plans of

action and/or the need for
continued monitoring.
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have lo ask If they could have a bath more i
frequently If they wantecd that. :

3. Resldent #1102 was admitied 01/24/13 wilh

dlagnoses which included diabetes, The most

racont Quarlerly Minimum Data Set (MDS) daled ! .
04/2613 assessed Resldant #102 as heing I :
cognltively intact and neading minimal assistance ; !
| with aclivities of daily living, :

1

{ An Interview was conducted on 06/03/13 at 4:04
| PMwith Resldent #102. She stated she would
lIke to have a lub bath. Restdent #102 slated sho
had not basn offered a lub bath nor had she
asked because she did not ses a bath tub In the
shower roon, ‘ !

An Interview was conducted on 06/05/13 at 11:67

AM wilh Nurse #1. The nurse Indicated the )
resldents were offered a shower or a bed balh, i
Nurse 111 further staled there was not a lub
downslairs and the one upstairs was nol working. : { /

Observations made during a tour of the facility on [ |

06/05/13 at 4:00 PM rovealed there were no bath ‘

{ubs In the shower rooms down slairs where

Resldent #1102's room was located, Further more,

there was one bath lub located upstalirs on the

main hall which did nol work, i

An interview was conducted on 06/05/13 al 4:08
PM with the Administrator. The Administrator i l
stated the facllity had not had a tub since she had

been al he faclllly. She furlher staled when she :

began work al the facllily, over a year ago, she ;

was lold the tub did not work and could not be .
fixad, She Indicated she was unaware (he facllily ,
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Continusd From page 6 F 242 A light touch call bell was |
was raquired lo have a working bath (ub, given to resident #f 84 on 6-
483.16(e)(1) REASONABLE ACCOMMODATION F 246 ) '
! OF NEEDS/PREFERENGES . i 6-13, Survey of all residents
; to Include resident Il 84 was
A resident has the right to reslde and receive done for Identification of
sarvicos In the facility with reasonable d f |
accommodallons of individual needs and anyone needing a soft touch '
preferences, except when the heallh or safely of call bell. In-service was done
the Individual or other resldents would be A i
endangored. | on 6-14-13 accommodation
; of needs by the staff -
facilitator,, Administrative 6-26-13 |

This REQUIREMENT Is not met as evidenced
by:

Based on ohservations, record review, and
rasldant and staff interviews, the facilily failed to
adapt the call syslem for a resident with arm and
hand tremors for 1 of 6 residents reviewed for
aclivilles of dally living (Resident #84),

| The findings Included:

Resldenl #184 was admilted on 06/30/11 with
dlagnoses Including Parkinson's Diseass,
demantia, hearing loss, upper extremily lremors,
heariiigy loss, and loss of vigion In one eya, A
significant change Mihimum Data Set (MDS)
daled 02/20/13 revealed Resldent #1864 had

« moderately impalred cognllion and was lotally
dependent on staff for bed mabliity, dressing,
éating, and personal hyglene. The significant
change MDS noled Rasident /84 had unclear
spaach but could be underslood.

An Initial observalion of Resident #04 on 06/03/13
al 4113 PM revealed he was rosting In bed with

i s eyes closed and his call light cord was

i

staff will make rounds to
include Resident #84 for
accommodation of needs
utilizing a Ql tool 2x/day
5x/wk. QI/DON will follow
up 5%/wk x 2 wks. Then wkly
x 4with follow up action
taken upon Identification of
any potentlal concern,
Findings will be reported at
the morning meeting. The
results of the audits will be
reviewed by the monthly QI
committee for identification
of potential trends, &
development of plans of
action and/or the need for
continual monitoring.

i
|
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 altached to his bed lnens at mid-chest level, On

Conlinued From page 6

06/04/13 al 2:656 PM Resldent #/84 was awake in
bed and his call llght cord was allached lo his bad
Inens near his hand.

An Interview with NA 741 on 06/05/13 at 10:26 AM

i favealed sho checked on Resident ##84 fracuently

hecause she knew he had difficully pushing the
call bulton due (o his hand lremors,

During an Interview on 06/05/13 at 10:30 AM
Resldent /04 staled he had trouble finding his
call light cord and It was very difficult for him to
push the call butlon, Resldent #84 further staled
he just waited until staff chacked on him If he
needed assistance, Resident /184 was askad to
altempt to push the call bulton during the
Interview and was unable due lo his arm and
hand remors. Resldent #84 denled any unmel
care neads as a rasult of his inabllily to push the
call bulton,

An Interview with NA #16 on 06/06/13 at 11:00 AM
rovealed Resldont /164 was able to push the call
bulton sometimes lo ask for assistance and
lyplaally told the staff what he needed when they
ware In his room,

On 06/06/13 at 11:40 AM the Direclor of Nursing
(DON) observed Resident #84 and stated the
facility had an allernalive call system avallable
that would make It much easler for him to alert
slaff when he naedad asslstance.

403,16(h){2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeplng and
maintenance services necessary to malnlain a

FORM APPROVED
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sanitary, orderly, and comfortable interior.

This REQUIREMENT s not met as evidenced
by:

Basad on observallons and slaff Interviews the
facllity falled to malntain cleaniiness of a rosident
fan for 1 of 2 sampled resident’s fans (Resident
i184),

. The findings neluded:

Inilial ohservations of Resident #84's room on
06/03/13 at 4:13 PM revealed a fan with a floor
stand with lhe air flow directed lowards the
resldent. The front and back grills and fan blades
had a coaling of gray dust covering the majorily
of the surface area, Large clumps of dust build
up were noted clinging to and extending away
from the front grill of the fan which was directed
lowards the resident.

An obsarvallon on 06/04/13 al 2:56 PM revealsd
Resldent #64 was resling In bed with the air flow
of the fan directed towards him. The front and
back grills and fan blades had a coaling of gray
dust covering the majorily of the surface area,
Large clumps of dust hulld up were noted clinging
to and extending away from the front grill of the
fan which was directed lowards the resldent.

A subsequent observallon on 06/05/13 at 10:30
AM revealed Resldent #84 was sllling in a
reciining geriatre chalr In his room with the alr
flow of the fan directed lowards him. The front
and back grills and fan blades had a coaling of
gray dust covering the majorily of the surface
area, Large olumps of dust bulld up were noted

[ 253

In-service was done with all
housekeepers on 6-14-13 on
the cleaning of resident’s fan
by the staff facilitator, Al
of the fans in every room
were cleaned hy
maintenance on 6-20-13,
Rounds are heing made by
administrative staff for the
cleaning of fans to Include
Resldent 134 5x/wk x2 wks,,
then 3x per wk x1 month,
then 2x per wk x 1 month
then 1 x per wk. x 1 month
using a rounding tool with
concerns addressed when
found. Rounding sheets will
be brought to the morhing
meeting and findings
discussed with review of
actlons taken by the
Administrator, Audit results
will be reported to the

FORM GM8-2667(02-99) Provious Vessions Obsololo
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of lhe fan which was directed towards the
restdent,

During an Interview on 08/06/13 at 9:46 AM
Housekeeper i1 slaled resident fans should be
cleaned as noeded during dally room cleaning,

An interview was condusted with the
Environmental Services Director on 06/06/13 al
10:00 AM. During the interview he stated
resident fans should be cleanad by housekesping
slalf any time there was dust bulld up present.
The Environmental Services Direclor abserved
Resldent #84's fan immediately after the Interview
and agresd It needled to be cleansd,
183.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONSIPER CARE PLAN

The services provided or arranged by the facllily
must be provided by qualified persons In
accordance With each resident's willlen plan of
care.

This REQUIREMENT Is not met as evidenced

by:

Basad on observatlons, staff interviews and
racorcd ravisw tha facllily falled to follow
Interventions on the care plan for 1 of 6 sampled
resldents reviewed for provide asslslance wilh
aclivilies of dally living (Resident #/86).

The findings In¢luded:
Resldant 105 was admilled to the facilily on

11102111 with dlagnoses that Included alrlal
fibrillallon, hypertension and others. The most

monthly Ql committee for
the development of potential
trends and development of
plans of actlon and/or the
need for continyed
monitoring.

F 263

282

Care was provided to res. if
85 on 6-6-13 with the level of
staff assistance according to
the care plan, All residents

i
| OAE
|
|

6-26-13
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(X5)

racant Minimum Data Set (MDS) daled 03/10/13
spacified the resldent had no cognitivo

!fmpalrment, did not reject care and required

extenslve assistance with parsonal hygiene,

Resldent #06's personal hyglene care plan
spacified the resident requlrad dally maintenance
vlth personal hyglene and the resldent would be
neat and clean. Interventions Included provide

1 constant supervislon with physical assistance wilh
: shaving.

On 06/03/13 at 11:30 AM Resldent #85 was
Interviewad in his room. Observalions were
made of Reslden! #86 |hat revealed faclal hair
approximalely 1 Inch long resembling & beard.
He slated that he dld not iike having the faclal
hair and If he had a razor he would shave, He
also added that no one had offered to assist him
wilh shaving and he hadn'l asked for asslstance
because he stated that stalf were too busy to
help,

On 08/04/13 at 10:00 AM Resident #85's famlly
was visiling. Observalions were made again of
Resldant 1186 thal revealad he had faclal halr
approximately 1 Inch long resembling a heard.
His family was interviewed and reported thal
Resldent /85 dld not like having faclal hair and
wanted to know wliy the resldent had not been
shavad.

On 06/04/13 at 2:65 PM Nurse Alde #3 was
inlerviewad and explained that she was trained (o
address facial halr for male and female resldents
during morning care rounds. She also reported
that she was lrained to follow the care plan when
¢aring for residents. She was unaware if

L

were reviewed by the DON
and/or MDS nurse to ensure
that the appropriate level of
asslstance for ADLs was
addressed on each resident’s
care plan, 100% of the
nursing staff was In serviced
onh 6-14 -13 on providing
adequate resldent ADL

| assistance per the care plans

and as glven on the Resldent

Care Guides by the Staff,

100% of the nursing staff was

In serviced on 6-14-13 on

providing adequate resident

ADL assistance per the care

plan and as given on the

f resident care guldes by the

: Staff.Dignity & respect and
ADLs for all nursing staff,
Administrative staff will

! make rounds to include

! resident 1t 85 utllizing a Q
tool to ensure that care is
provided according to the
resldent’s care plans 2x/day
5x/wk. X 2 wks, Then wkly. x

L
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I 282 Continued From page 10 F 282 4 with action taken as
Resldent #85's care plan specified (hat he approprlate upon the
needed to be shaved dally. She slatad that she
was asslgned to care for Resldent #/85 and had Identification of any I
provided him wilh his morning care on 06/04/13 potential concern. Findings
 but had not offered to shave him because she . wlll be reported to the
assumed he would refuse, |
morning meeting, The
On 08/06/13 at 11:10 AM the Director of Nursing results of these audits will be 6-26-13
| was [nlerviewed and reported thal she expscted )
| residents to be shaved on (heir shower days bul reviewed monthly by the Qi
f also that the nurse aldes should offer to shave committee for identification
residents during thelr morning care rounds, of potentlal trends, &
06/06/13 at 4:46 PM the MDS Nurse was development of plans of
interviewed and stated that nurse aldes were actlon and/or the need for
axpecled to follow care plans when caring for
residents. She staled (hat shaving was expectad : continual monitoring,
to be psrformed daily and as needed, ;
F 312 ; 483.26(a)(3) ADL CARE PROVIDED FOR F312:
§8=E | DEPENDENT RESIDENTS F312

A resident who is unable to carry out activitles of
daily living recelves the necessary services lo
malntaln good nulrition, grooming, and personal
and oral hyglene.

This REQUIREMENT Is not met as evidenced
by:

Basad on ohservatlons, Resldent and staff
Inferviews, and record raviews the facllily fafled lo
provide denture care (Resldent ##13), provide
showers (Resident #1109 and Resident #110), trim
and clean fingernalls (Residents #30 and 84), and
remove faclal hair (Resldent #86).

The indings Include;

Denture care was provided
to resident #131, Showers
were given to resldent I} 109,
11110, nall care to 1130, 1184,
and shave to resident 185 by
CNAs and nurses on 6-7-13.
In-service was done on 6-14
-13 on providing or assisting
with ADLs for dependent
resldents for all nursing staff
by the staff facilitator,
Rounds will he done by '
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1, Resident #13 was admilted to the facllity
02113113 with dlagnoses which included
domenlla, chronic anemia, and dlabeles. The
most recent Quarterly Minlmum Data Set (MDS)
dated 04/13/13 assessed Resident #13 as having
mlld cognilive Impalrment and nesding extensive
assistance with actlvilles of dally flving,
parlleularly personal hygiens,

Revlew of Resldent i13's care plan updated
03/12/13 revealed no plan for staff to assist the
resldent with denlure care.

An Interview was conducted on 06/03/13 al 11:38
AM with Raesldent ##13. She slated It had heen
over a week since stafl had asslisted her lo clean
her denlures, Resldent #113 further staled that
one nursing assistant has helped her In the past
to clean her dentures but that she only comes
about once per week,

An ohservalion was made on 06/05/13 al 10:50
AM of Resldent #113 silling In her wheslchair In
her room. Resldenl #13's dentures were noted lo
contaln food debris and have a thick coaling of
seum,

Durring an Inlerview on 06/05/13 at 1060 AM with
Resident ##13 she stated she had recelved a
showsr that marning but slaff did not asslst her to
clean her denluros.

An Interview was conducted on 06/08/13 at 9:14
AM with Resldent #113. She stated staff did not
remove her denlures nor assist hor to cloan them
last night prior to golng to bed,

F 312 administrative staff to

Inclucle residents if 31, 109,
| 110, 30, 84, and 85 utllizing a
Ql tool to ensure that proper

ADL care Is provided to

dependent resident 5x per

wk. x 1 month, then 3x/wk x

1 month, then 1x/wk x 1
month. The Administrative
Staff will take appropriate
actlon for any potential
+concern upon ldentification. i
; The audit findings will be l
] reported to the monthly QI

‘ committee for identlfication

of potentlal trends &

development of plans of

actlon and/or the need
continual monitoring.

6-26-13

for
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i An Interview was conducled on 06/06/13 at 9:26
AM with Nursing Assistant (NA) iH. She stated
she had worked las! evening with Resldent ##13.
She stated In preparing Resident #13 for bed she
asslstad her lo change into her night gown and
wash her hands and face. NA 11 slaled she did
not provide denlure ¢are for Resident #13 nor did
| ahe remove her dentures and placa them in a

- oup. NA 1 did not give a reason denture care

1 was nol provided for Resldent ##13 bul sho staled
i she should have provided |1,

On 06/06/13 at 9:33 AM an Interview was
conducled with Nurse #£2. He stated It was part of
Iis Job to supsrvise NA care. Nurse #2 stalad his
expactation was for mouth care lo be performed
after meals and when It was needed or when
rosidents raquest it to be done. Nurse #2 further
slated ho would expact denture ¢are to be
performed aller meals and dentures {o be

cleaned at night and placed In a denture cup,

On 06/06/13 at 8:42 AM an inlerview was
conduoled with the Dlrector of Nursing (DON).
The DON stated [t was her expactation for moulh
and denlure care lo be performad each morning.
She furlher staled denlures should be soaked al
night but if the resident did nol want the dentures
to be taken out al night then they should be laken
outand cleaned the next morning.

2. Resldent #1110 was admilted to the facllily on
05/27/13 with diagnoses that Included obesily and
vieakness and olhers, The resident ¢id not have
a Minimum Data Set (MD'S) or care plan that had
been dsvelopsd yel. Review of a documented
lilled "FL-2" dated 06/27/13 spacified he resident
was nol disorlented, non-ambulatory, and
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]

Incontinent of bowal and bladder; and required )
parsonal assistance wilh bathing and drassing. f

6/3/13 al 11:10 AM Resldent #1110 was

Interviewed in her room and explalned that she

was admllted to the facllity after a fall at home

thal resulted in lower exiremily weakness and

that she was In the facllily for strengthening. She
reportad that she had been In the (acilily exactly 1 _
week and had not been oul of bed to receive a i
tub bath or shower. She addad Ihal no one had :
offered to balhe her and had not baen glven a :
reasoh why she had not recelved a shower. She
oxplalned that she had some sore areas In her

groln area that she fell a shower would help

resolve,

On 06/04/13 at 2:45 PM the facllily's shower
schedule was reviewad and revealed that
Restdent #1110 was not Included [n the scheduls,
Reviow of her shower documentation revealed ,
thal since admisslon the resident had not been
showered.

On 06/03/13 at 2:30 PM Nurse Alde #2 asslgned
to care for Resldent #1110 statad thal she did not
asslist restdents with tub baths or showers, She
axplalnad that the facliity had a shower team that
performed all the showers. She slalad lhat she
asslstad rasldents with morning care that would
include washing their face and hands, She staledl
that for Resldent #110 she was unaware If the
resldent had recolvad a shower since admission
to the facllity and that she had only helped the
rasldent with washing her face which was
considered a "bed bath."

On 06/04/13 at 3:16 PM the Shower Alde was
:

F312;

i
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Interviewed and reportad that she was

responsible for adding new admisslons on lhe i
showaer schedule. She stated that fhe way she i |
new about new admisslons was (o walk the halls ; !
and look for them. She stated thal she had ' i
bathed Resldent #1110 on 06/04/13 and stated !
thal It was the resident's first bath sincs her i
admisslon to the facllity because she was not
aware {he resldent had baen admiited,

On 06/06/13 at 11:10 AM lhe Director of Nursing i
(DON) was Interviewed and reported that the 5

shower leam was responsible for assisting | |
rasldents with showers on Monday, Tuesday, - :
Thursday and Friday, She stated thal it was (he '

nurses' responsibllity to notify the shower team of
a naw admission so that the shower team could
Includo the resldent In the weekly shower
schedule. The DON slated that facllity always
had a staff member avallable to give showaers to
resicdents. The DON reviewed Resident #110's
showar documentalion end stated (hat it was
unacceptable for the resident to have gone 7
days hefora recelving a shower,

3. Resident {166 was admilled to the facility on

11/02111 wilh dlagnoses that Included atrial

fibrillation, hypertenslon and others. The most |

racent Minlmum Data Set (MDS) dated 03/10/13 :

spacifiad the resident had no cognllive |

Impalrment, did nol reJscl care and required I i
! .
|
]

oxlenslva assistance wilh parsonal hyglene,

Restdent #86's personal hyglene care plan

spacllied the resldent required dally maintenance

with personal hyglene and the resident would be |
neat and clean. Interventlons Included provide g
constant supsrvislon with physlcal assistance with
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shaving.

On 06/03/13 at 11:30 AM Resident #/85 was
Intervlewed In his room, Observalions were
made of Resldent #86 that revealed he had faclal
halr approximately 1 Inch long. Ho staled that he
did not ke having the long thick faclal hair
bacause It foll lke a beard and if he had a razor
he would shave. He also added thal no one had
offered to assist him In the last month with
shaving and he hadn't asked for asslstance
because he slated that stalf were too busy to
help.

On 06/04/13 at 10;00 AM Resldent #85's famlly
| was visiling, Observallons ware made again of
| Rasidant #/66 that revealed he had faclal halr
approximately 1 Inch long that resemblad a
beard. Hls family was Interviewed and reported
that Resltdent #86 did not like having faclal halr
and wanted to know why the resldent had not
been shaved,

On 08/04/13 at 2:65 PM Nurse Alde 73 was
Interviewed and explalned that she was lralned to
address faclal halr for male and female resldents
during morning care rounds. She reported that
she was asslgned lo care for Resldent #186 and
had provided him with his morning oare on
06/04/43 bul had not offered to shave him
because she assumed he would refuse,

On 06/04/13 at 3:15 PM the shower alde was
Interviewed and staled that sho shaved residents
on thelr shower days, She stated thal she had
ust finished shaving Resident #2685 and that he
was happy lo have heen shaved, She added thal
ghe usually lded lo shave the resident on his

FORM CM8-2667(02.99) Pravious Versions Obsolelo

EvantID:U4{0511

Faciiy[D: 923027

If continuation shast Page 16 of 31




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

PRINTED: 006/19/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERUSUPPLIEIVCLIA
AND PLAN OF GORRECTION IDENTIFICATION NUMBER:

346219

(X2) MULTIPLE CONSTRUCTION (X9) DATE SURVEY
A. BUILDING COMPLETED

. VNG 06/06/2013

NAKE OF PROVIDER OR SUPPLIER

MAGNOLIA LANE NURSING AND REHABILITATION OENTER

STREET ADDRESS, CITY, STATE, 2IP CODE
107 MAGHOLIA DR
MORGANTON, NC 28866

(X4) ID
PREEIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION )
PREFIX (EAGH CORREGTIVE ACTION SHOULD PE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE I
DEFICIENCY)

F 312

Conlinued From page 16

shower days but had not been able to assist him
lately because of changes In staffing
asslgnments. She explalned that he would not
refuse care and seemed to like the attenlion,
She reported that he told her he was hot happy
that his factal halr had golten $o overgrown.

On 06/06/13 at 11:10 AM the Director of Nursing
(DON) was Intervlswed and reported that she
oxpacled resldonts to be shaved on thelr shower
days but also that the nurse aldes should offer to
shave resldents during thelr morning care rounds,

4. Resldent ##30 was admilled on 02/04/11 with
dlagnoses including dementla, coronary artery
disease, arlhrills, and chronle obsiructive
pulmonary diseass. An annual Minimum Dala
Sel (MDS) dated 04/19/13 revealed Resident #30
had moderalely Impaired cognilion, impalred
vislan, and required extensive aasistance wilh
aclivities of dally living (ADL) including personal
hyglene. The annual MDS also noted rejection of
oare was not exhibited. The Care Area
Assessment Summary for ADL functional stated
Resldant #130 required exlensive assistance with
ADL Including balhing due to impairad vision,
paln, and physleal limitations.

Review of care plans revealed Resident #30
raqulred assistance with personal hygiene
Including: shaving, mouth care, and dally
malntaining of appsarance due to lack of Interest
and impalred mobllity. The goal was for Resident
1130 to be neat clean and otlor frae through the
next quarterly review. Interventions Included
providing constant supervision and physlcal
asslslance with personal hyglene and grooming
neads.

F 312
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An Inltial observatlon of Resldent #30 on 06/03/13
al 2:63 PM ravealad all ten fingernalls extended
approximalely ¥ of an Inch beyond her fingertips
with brown debris noted underneath all ten
fingernalls, Subsequent observallons on
06/04/13 at 9:00 AM, 06/05/13 at 10:40 AM, and

- 06/06/13 at 10:16 AM revealed all ten fingernails

extended approximately ¥ of an Inch beyond her
fingertips wilh brown debris noted underneath all
tan fingernalls,

An Intervisw with Nurse Alde (NA) 115 on
06/04/13 at 2:60 PM revealed she trimmed
resldent's fingernalls and cleaned underneath
thelr fingernalls with an orange slick on shower
days, NATG6 further stated all NAs wero
rasponsible for checking resident's lingernails
each shift and cleaning and limming fingernalls
as needsd,

During an Inferview on 06/05/13 at 10:15 AM
Resldent #30 stated her fingernalls neaded to be
ldmmed and she was not able to trim them
herself. Restdent #30 was not able lo see lhe
brown debris under her fingernails and when
asKed could not recall the last time a slaff
momber cleansad under her fingernalls,

An Interview with NA #14 on 06/06/13 at 9:50 AM
rovealed nall care was provided on shower days
and included cleaning under and ldmming
fingernails. NA #14 staled NAs checked resident's
fingernalls dally while providing care and cleaned
under and tdimmed resident's fingernalls as
neadedl.

An Intarview was conductad wilh the Direclor of
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Nursing (DON) on 06/08/13 al 11:10 AM. The
DON staled she oxpocted the NAs to monilor the 1
condillon of resident’s hends on all shifts and |
wash resident's hands and clean under andfor
leim thelr fingernalls as needed. The DON
ohsarvad Resldent #30's fingernails at 11:45 AM
and agreed her fingernalls needed to be cleansd
and ldmmed.

6. Resident #84 was admilted on 06/30/11 with
dlagnoses including Parkinson's Diseass,
dementla, hearing loss, upper exlremlly lremors,
hearing loss, and loss of vislon in one eye. A
signlficant change Minimum Data Sst (MDS)
dated 02/20/13 revealed Resident #84 had
modarately Impalred cognilion and was totally
dependent on slalf for activities of daily living
(ADL) including personal hyglene, Ths Care Aroa
Assessment (CAA) Summary for ADL funclional
slated Resldent #84 requlred assistance wilh
personal hyglene due to Parkinson's disease,
Impalrad mobillly, and physical limilations.

Raviaw of care plans revealed Resldent /104

requlred asslstance with personal hygiene X
inoluding: shaving, moulh care, and dally :
malntalning of appearance due lo Parkinson's
disease, Impalred mobllity, and physical
limitatlons, The goal was for Resident 1184 {o be
neat ¢lean and ador free through the nexl
quarterly review. Interventlons Inchitded total care
(o be provided by the nurse aldes (NA) for :
parsonal hyglene and grooming needs, :

]

An inltial ohservation of Resldent #/84 on 06/03/13
al 4:13 PM revealed all ten fingernalls extendsd
at leasl 1/8 of an Inch bayond his fingerlips.
During an observalion on 06/04/13 al 2:66 PM all
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ton fingernalls extendetl at least 1/8 of an Inch
beyond his fingertips and a superficlal scratch
was noled on the top af his right hand,
Subsequent abservations on  06/05/13 al 1030
AM and 06/06/13 at 10,00 AM revealed all len
fingernalls exlendad at least 1/8 of an Inch
beyond his fingertips and the superficlal soralch
remalnad on the top of his right hand,

Aninterview wilh NA 15 on 06/04/13 at 2:60 PM
revealad she limmad resldent's fingernalls and
cleaned underneath thelr fingernalls with an
orange slick on shower days. NA# 5 further
slated all NAs were responsible for ¢hacking
resident's fingernalls each shift and cleaning and
timming fingernalls as needad.

During an Intervlew on 06/05/13 at 10:30 AM
Residont 184 stated his fingernails were loo long
and neaded o e rimmed. Resident #84 furlher
staled he could no! trim his fingernalls
Independenlly and was nol sure who usually
tllmmed his fingernalls,

An Interview with NA f14 on 06/06/13 al 9:60 AM
revealad nail care was provided on shower days
and Includad cleaning under and trimming

. fingernalls. NA {4 stated NAs checked residenl's

fingernalls dally while providing care and cleansd
under and Wimmed resltent's fingernalls as
needad,

Aninleiview was conductad with the Director of
Nursing (DON) on 06/06/13 at 11110 AM, The
DON stated she expacted the NAS lo monlitor the
condition of resldent's hands on all shifts and
wash resldent's hancts and clean under and/or
trim their fingernalls as nesded. The DON
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observed Resldent #84's fingernalls at 11:40 AM
and agreed his fingernalls neaded lo be ldmmed.

6. Resldent #109 was admilted to the facllity wilh
dlagnoses Including renal insufficlancy and
cerebral vascular disense,

The most racent Minimum Data Set dated
05M7/13 Indicated Resldent #109 had been
assessed as cognilively intact and requlrad
exlensive asslstance wilh one person asslst for
most activilles of dally living and physlcal help In
part for bathing with two person assisl.

A review of Resldent ##109's care plan dated
06/30/13 provided a problam that related to
Resldent #1109's immobllity and that he had
roqulred asslstance to restore or malntain
maximum function of self-sufficiency for bathing,
An Intervenlion spacified one person to provide
physlcal asslst with bathing.

Racord review of documentation of showers for
the month of May, 2013 revealed

Resldent #1109 had racalved only one shower on
05/28/13. His shower days had been scheduled
for Tuasdays and Fridays. There had been no
Indication on the shower documentation sheet
thal Resltlen! #109 had refused showers.

On 06/06/13 al 12:28 PM Resldent 1109 was
observed In he dining room with a % inch beard
on his faco, chin and neck. Al 2:45 PM Reslden!
1109 was observad to have stubble remalning on
his chin and neck.. An Interview conducted with
Resident #1109 at this time revealed he wanted to
be shaved and showared. He staled (he nurse
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alde had lold him he would be showered
tomorrow (06/06/13).

On 06/056/13 at 3:04 PM Nurse Alde (NA) #2 was
interviewad. She staled residents were supposet
to have recelved 2 showers a week with shaves
and nall care done al the lime of the showers,
She reported one nurse alde had responsibilily for
providing 6 showers a waek wilh Wednesdays
and Frldays deslgnated as make up days for
missod showars. She reported resldents on Main
hall that had raquired more care and showers,
shavas and nall care had nol always been done
as scheduled. NA ##2 ravealsd Reslden! #1109
had a beard and should have had a shower and
shave on Tuesday and Fridays. However, the
nurse alde reported Resldent 74109 had been
moved a couple lo timas to dilferent rooms and
he had probably had his shower schadulo
changed resulting In missed showers,

On 06/06/13 al 10:25 AM NA #3 was
Interviewad. She stated she had hean on the
shower slaff for about two weeks. She reported
resldents wore supposed lo had recelved
showers (wico a week. Sha sald she had
responsibility for providing showers to 12 (o 14
residents every 2 days on Main hall. She
revealed she had wanted Lo offer nore showers
during the week but had not been able lo do so
because of he care demands of the resldenls on
Maln hall. The nurse alde staled Resident #109
had movad to a couple different reoms and
probably had missed his showers, She sajd she
had offered him a shower yesterday and he had
raftised. NA I3 statad she was galng to offer him
a showaer today. She reporled bafore she clocked
out yestarclay she had shaved him qulickly and

;
1
i
!
:
i
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had not cleanly shaved him, 1 i
| i
| On 06/06/13 at 11:10 AM the Director of Nursing ! -
was Interviewed, She slaled residenls were tokl ‘
on admisslon they had been scheduled for |
showers 2 limes a wesek, She revealsd lho ;
shower team nurse aldes had the responsibllity of ;
pulting new resident admisslons on the shower
list. If showers had not been done as scheduled
the oxpectation would be the nurse should :
address this lssue with the nurse aldes |
responsible for providing showers, !
F 364 | 483.36(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F 3641
5=k | PALATABLE/PREFER TEMP %
i
Each resldent racelves and the facllity provides '
food propared by mothods that conserve nulritive :
value, flavor, and appearance; and food thal Is | 364 ;
palatable, allractive, and at the proper ; i
temperature, i Food selection and
preparation has heen
This REQUIREMENT s nol met as evidenced reviewed to ensure that all
by: ;
Based on observations, staff Interviews and ; food items are served In an
racord raview Lhe facllily falled to follow recipes ; ! appropriate manner to
for pureeing food. | . preserve nutritional value by
The ﬂndfilgs Included: i i the Dietm‘y Managel‘ on 6-7-
. it i ; 13. In-service was done on
n Initlal lour was madle of the facllity's kitchen on 6-14-13 regar
06/03/13 at 9:30 AM. During the tour the relief 14-13 regarding the
cook was observed pureelng cooked chicken for following of recipes and
the lunch meal service, She was observed to use thinning of puree foods for
a food procossor to puree cookad chicken by ( 5 100% of tI
adding water to tho meat. She was Interviewsd ; 5 of the dletary staff by
during this time and reported that she was tralned : the dletary manager. The
{o puree o achleve a "baby food" ;
purae moat to ac Y | ' Dietary Manager will monitor
Evont ID:U40511 Fechly 1D, 923027 I conlinuation shaol Page 23 of 31
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conslstency by adding water to thin the product, f0||owh~|g of recipes utilizing
She eslimated that she hadl added 2 cups of hot
waler lo themeal. She stated she was unaware a Ql tool with follow up :
that there ware reclpes for pureeing meat. actlon taken as Indicated up i
On 06/03/13 at 10:00 AM the faciliy's recipe book on the Identification of any
was reviewed and revealed a slandardized roclpo ; concern. The Ql
for "Fried Chicken" spacified dlrections for nurse/DON/ Administrator
pureelng the entrée thal Included:
will audit 2x/wk. x 1
Measure desired number of serving into foed month, then 2 x / month,
processor, _ )
Blend until smoath. i , then monthly x 2 for
Add hol broth if product needs thinning, ; following of recipes to
On 06/06/13 at 9:40 AM additional observalions : Include pureelng faod
of the kitchen were made thal revealed Cook i1 utllizing a QI tool with follow
was puresing meal. She staled thal she had up actlon taken as
previously cookead the pork enlrée using the ]
standardized reclpe and then needed lo puree the ' appropriate upon the
meat, She was obsorved to use a food processor | Identification of any concern,
to pures cooked pork. Once the meat was a ' .
ground consislency she then added dinner rolls ! The audit findings will be
and waler to the meal, She was Interviewed at : reported to the monthly Ql
this time and stated (hat she was tralned lo add committee for Identification
bread and wvater lo meal, She was unaware {liat
lhere were recipes for puresing meat, ; of potentlal trends, &
o : development of plans of 6-26-13
I} 06/05/13 at 950 AM the facility's reclpe book { ;
was roviewed and revealed a slandardized reclpe ; action andfor the need for
for "Dixie Pork Chop" specified directions for continual monitoring,
pureelng the entrée that in¢luded: H
- Measure deslred number of serving Into food '
processor, :
- Blend until smooth: '
- Addhotbrolh If product nesds thinning, :
~  Add commerclal thickener If the product .
4
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needs to be thickened.

On 06/05/13 at 3:30 PM Lhe Dietary Manager
(DM) was Interviewet! and slated she was new in
her position and slill learning the procedures of
thte kitchen. She stated thal she was aware thal
(he cooks added waterto puree food and was
lold that they were trained by the Corporalion's
Reglstered Dialillan (RD) to puree faod thal way.
The DM added that she was concernad (hat
adding waler to the food would dilute the laste of
lhe food and also make It less nutilional. She
was unaware hat the facllily had recipes with
Insteustions for puresing food hecatise she was
still adjusting to her new role, She stated that she
would have expacled her cooks to have followed
the recipe's Instruclions for pureeing meat thal
spacified to use hot broth and not water to thin
the product,

403.36(e) THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN

Therapautlc dlets must be prascribad by the
allending physician,

This REQUIREMENT Is not met as evidenced
by:

Basad on observallon, resident and staff
Interviews, and medical record raview the facillly
falled to provide a prescrlbed renal dist for 1 of 1
resldent racelving a renal dlel. (Resldent #25)

The findings Included:
Resldent #1256 was admilled to the faclllly on

02/22113 with diagnoses which Included diabstes
and end stage renal disease.

|

FORM APPROVED
OMB NO. 0938-0391
{X2) HULTIPLE CONSTRUCTION (¥3) DATE SURVEY
A UILDING GOMPLETED
e 00/06/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
107 FIAGNOLIA DR
MORGANTON, NC 280666
] PROVIDER'S PLAN OF CORRECTION X8)
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TWe CROSS-REFERENGED TQ THE APPROPRIATE OATE
: DEFICIENCY)
‘f
F 364
i
|
F 367"
]
i
i F367
Resldent 1125 was reviewed
by the dletitian on 6-24-13
|
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A Dletary Supplemental Assessment dated
03121113 assessed Residont #125's diel order as
no salt added, no concentrated swesls and renal.

The most recent Quarterly Minimum Data Sel
(MDS) datod 04/22/13 assessed Resident ##26 as
belng cognilively intact. The MDS further
assossed Resident ##26 as belng on a therapeulic
dist.

Review of Resldent #126's care plan for end stage
renal disease updated 04/25/13 revealed she was
al risk for complicallons due lo hemodlalysis. An
Intervention listed was Resldent #256 would
racelve her dlet as ordered,

A dlatary note cated 05/26/13 Indicatad Resldent
1126 was ordared a renal dlel. The dletary nole
further revealed Resident #25 had retquested
large portions of vegelables and meat and lhal
she was very knowledgeable aboul her dlel,

Thie dally Menu Gulde Repori for 06/06/13 was
reviewed. Lunch for a resldent orderad a liberal
ronal dlel was baked pork chop, seasoned rice
wilh brown gravy, bests, dinner roll, cookles and
2 bsvarages of cholce.

An observallon on 06/06/13 at 12:29 PM revealed
Resldont #£26 was served pork chop, greon peas,
rice with gravy, biscull, and banana pudding.

On 06/05/13 at 12:30 PM an Interview was
conducted with Resident #26. She stated "l can
not have banana pudding as it is very high in
polassium.” Resldent #26 Indicated she was
fraquently served foods that were conlraindicated

F 367

(

for the dellvery of the dlet as
ordered by the physiclan. All
residents were reviewed to
check for proper dlet as
ordered is belng recelved
with no further Issues
Identifled by the dletary
manager on 6-25-13, In
servicing was done on 6-14-
13 for following of diet
orders for all dletary
employees hy the Dietary
Manager. The Dletary
manager will monltor the
receipt of diets as ordered by
the physiclan to Include
resldent #125 5x /wk., then
3x/wk, then wkly.x 3 months
utllizing a QI tool with follow
up actlon taken upon
Identification of any
potential diet concern. Audit
findings will be reviewed by
the QI committee for the
development of potentlal
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for a renal dlot.

On 06/06/13 al 3:36 PM an Interview was
conductad with the Distary Manager (DM), The
DM stated Resltlent #25 should have recelved
besls instead of peas and cookles Instead of the
banana pudding. The DM also Indlcated the
resldent should have recelvad a dliner roll
Instead of a biscult because of the added salt,
Further more, the DM stated she did not know
why Resident #£26 was served foads that were not
listed for her renal diet.

483.35()) FOOD PROCURE,
STORE/IPREPARE/SERVE - SANITARY

The facllily must -

(1) Procure food from sources approved or
consldered salisfactory by Federal, Stale or local
authoritles; and

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

This REQUIREMENT Is nol met as evidenced
by:

Based on observallons, staff intorviews and
racord roview the facllily failed to serve a cold
food item below 41 dagrees Fahrenhall,

The Mdings Included:

The lunch meal service was observed on
06/05/13 at 11:46 AM. The dessert entrde was
banana pudding, Obssrvalions of the banana
pudding revealed that Individual porlions had

i
i

trends and development of
plans of action and/ or the
need for continued
monltoring as deemed

| necessary,

371

Cold deserts are dipped up
into Individual portions,
covered then stored in the
cooler until placed on
resident trays by the dletary

|

6-26-13
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d From pag alde, When the line starts

besn pre-scoopsd Into plaslic ramekins stored on
a pastry rack thal was posilloned beside an oven
that was In use. The rack contalning the
Indlvidual portions of banana pudding slayed
beslide the oven during the lunch meal service.

Prior to the start of the meal service the Dietery
Manager (DM) used a dlal thermometer to
measure the Internal temperature of the food
items. The lempsralure of banana pudding was
not observed to be measured and was nol
racorded on the lemperalure log. The tray line
started at 12:056 PM and banana pudding was
sorvad lo residents. At 12:26 PM lhe cook
stopped the tray line halfway through to replenish
the food ltems. The cook and DM callbrated the
dlal thermometer by placing the instrument into
an [ce slurry measured al 32 degrees Fahranheit,
The DM handed the thermometer lo Distary Alde
11 to measure the Inlernal temperature of the
banana pudding. The banana pudding measured
B0 degrees Fahrenheit,

On 6/5/13 at 12;30 PM Dletary Alde #11 was
Inlerviewed and stated that she had measured
the temperalure of the hanana pudding prior lo
the meal service but forgot to record the reading
on the temperalure log. She slated thal she
thought the banana pudding was slther 32 or 20
degrees Fahrenhelt but couldn't remember, She
stated that she was tralned (o serve cold food
ltems at or below 40 degrees Fahrenheil. The
dlotary alde reported the temperalure of lhe
banana pudding to the DM who Instructed the
alds lo put the banana pudding cups Into the
rofrigerator to bring the temperalure down. The
dlslary alde did not place the banana pudding
cups In the refrigerator to ehill as Instrucled by the

F371.

they are getting out one tray
of desserts at a time and
setting them on the other
slde so It will be away from
the oven to maintain proper
temperatures, Temperatures
are taken bhefore desserts are
served, Cold items with a
temperature abhove the
proper range of 41 degrees
will be discarded and
replaced with food Items at
the proper temperature, In
serviclng was done on
proper food temperatures on
6-14-13 for all dietary staff
by the Dietary Manager, The
Dietary Manager will do
audit utilizing a Ql tool 5
days/wk to ensure proper
temperatures of cold food
items with actlon taken as
necessary upon identification
of any potentlal temperature
varlance, The results of the
temperature audits will be
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This REQUIREMENT Is not met as evidanced
by:

Based on observallons, record review and staffl
Iterviews, the facllily fallad to malntain an
offactiva pest control program by removing ants
from 1 of 2 dining) rooms,

The findings Included;

On 06/06/13 at 12:42 PM anls were observed in
the maln dining room crawling along a chalr rall,
At the lime of tho observalion residents were
observad In the dinlng reom eating thelr lunch
meal,

On 06/05/13 at 3:14 PM anls were observed
agaln In the main dinlng room crawling along the

i

|
|
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F 371 | Conlinued From page 28 F 371 forwarded to the monthly !
DM. Tray line was restarted by the cook and the executive QI meeting for
banana pudding was served {o residents, i ) '
E : review, follow up action as
On 06/06/13 at 3:30 PM the DM was Interviewad : ; deemed appropr[ate and to
and reported that cold fond was to be sarved al or ‘ . '
helow !40 degrees Fahrenhelt and added that the determine the need and/or
banana pudding was made with milk which fraquency of continued Q|
required refrigeration. The DM slated thal the i . monltoring 6-26-13
banana pudding should not have been served to : j '
residents and that Dlelary Alde #1 should have i ;
refrigerated the ltems bafore continulng with the
tray fne,
F 469 | 483,70(h)(1) MAINTAINS EFFECTIVE PEST F 469
$8=E | CONTROL PROGRAM i i
The faellity must maihtain an effeclive past
conlrol program so that the facllity Is free of pesls
and rodents. 469

The small ants were sprayed
on 6-5-13 with Home
Defense spray, On 6-18-13
Terminix came & sprayed
every room on Main and
Magnolia halls including
supply rooms & work rooms.
Pest control [s scheduled to
return on 6-24-13 for follow-
up. Housekeeping staff was
In serviced on 6-14-13 hy
staff facilitator on reporting
ants, bugs. Rounds are heing
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same chalr rall,

On 06/05/13 at 4:49 PM an Interview with the
Administrator was conducted, She reportad the
pest exterminator had lreated and sprayed for
antsfbugs several limas this spring, however, the
ants had centinued to be a problem, The
Adminlslrator stated the facilily had available a
home defense insect rapellant which had been
used lo spray for anls/bugs until the exterminator
had baen nolified. The Administrator revealed
staff had been made aware to report any
observalions of anis/bugs on a work order that
would bs glven to malntenance. The
Admlinlstrator was observed on 06/05/13 at 6:00
PM to use lhe home defense Insecl repellant and
spray the ants in the dining room.,

On 06/06/13 at 1:03 PM the Environmental
Services Director was Interviewed, He

slated he had only been at the facllily over
malntenance and housekeeping slnce the first
part of May, 2013. He reporied the facllily had a
contract with a commerclal pest control company
and they had come to the facllily on 06/21/13 and
sprayed the eaves oulslde the building, around
the outslde and under the building. He revealed
hae had told the service contractor that the blggest
problem was an Infestalion of ants In the bullding.
The Environmental Services Director provided
{he pest conlrol service work arder Involce dated
06/21113. The work order documented lrealment
had been done around the exterlor perimeter of
the building and around the mallbox, In additlon,
the documant noted bait had heen replaced
oulslde In rodent statlons, The Environmental
Services Director had assumed the exlerminalors
liad come Into the facllily and sprayed and untll

!

i
|
.
]
i
:
|
!
|
i
;
!

dally x 2 weeks then per day l
3 x per wk x 1 month, then 2
x per wk x 1 month then 1x
per wk x 1 month by the
utllizing the QI tool to ensure
appropriate pest control,
Follow up actlon taken
Immediately upon
Identificatlon of any
concerns by the
Adminlstrative staff, Audit
findings will be reported to
the executive monthly Qi
committee for the
development of potential
trends and development of
plans of action and/or the
need for continued
monitoring.

' 6-26-13
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he raviewad lhis work order revealed they had not
come Ihto the facllily and sprayed, The
Environmenlal Services Diractor ohserved on
06/06/13 al 1:16 PM where the ants had besn n
ihe dining room and noted a faw ants slill alive.
He stated he would contact the pest control
company.

On 06/06/13 al 4:40 PM The teeh for the pest
conlrol company was interviewed, He stated he
had baen the tach that had come to the facllity on
05/21/13 to spray. The tach stated when he had
raceivad the work order ticket he had come lo the
facllly and sprayed outside and not all the way
around the enlire exlerlor parimeter. The tech
sald It had helped 1o knock some of the ants
down but ha had not come Into the facllity and
sprayed,

]
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