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F 315 | 483.25(d) NO CATHETER, PREVENT UT|, F315| The facility will provide residents
ss=D | RESTORE BLADDER who are incontinent appropriate
treatment and services to prevent UTI
Based on the resident's comprehensive and to restore as much normal
assessment, the facility must ensure thata . . ]
resident who snters the facility without an elimination function as possible.
indwalling catheter is not catheterized unless the Based on the resident's comprehensive
rasident’s clinical condition demonstrates that assessment the facility will ensure
catheterization was necessary; and a resident that each incontlnent resident
who is incontinent of bladder receives appropriate receives individualized care ta
treatment and services io prevent urinary fract .
infections and to restore as much normal bladder promote comfort and malatain the
function as possible. highest level of functioning
to optimize quality of life.
This REQUIREMENT is not met as evidenced D.0.N. and QA Nurse interviewed 6/12/13
by: :
Byasad on record review and staff interviews, the Resiaent ?57 and POR.  Resident 457
facility failed to assess 1 of 1 sampled residents had experienced a recent change in
(Resident #57) for participation in a toileting bowel incontinence due to a diet
program following a change in continence status. change; increased use of
Findings included: nutritional supplements and
Resident #57 was admitted to the facility on persistent loose stools fox
03/18/13. Cumulative diagnoses included approximately 7 days. The
hypertension, atrial fibrillation and diabetes consulting physiclan was aware and
mallitus. a Modified Barium Swallow study was
being scheduled. The POA stated that
An Admission Minimum Data Set (MDS) the resident was heing toileted
assessment of 03/25/13 indicated Resident #57
needed extensive assistance with transfer, toilet moxe frequently than every 2 hours
use and hygiene. She was frequently incontinent and the resident had frequency and
of bladder and continent of bowel, The Gare Area urgency of urinary elimination prioxr
Assessment (CAA) detail indicated she triggerad to admission to the facility. The
In several areas indluding urinary incontinence. POA stated that the resident's
According to another MDS assessment for her current urlnary incontinence was
readmission, dated 04/15/13, she had improved unchanged £rom her pre-admission
vith her bladder incontinence and was now status.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DAT

Odmideato

LIRS)A0(3

Ary deficlency statemes{ending with an asterisk {*) denoles a deficlency which the Institution may be excused from cofrecting providing 1t Is determined that
other safeguards provide sufficient protection to the patients. {See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of corection is provided.  For nursing homes, the above findings and plans of correction are disclosable 14
days follawing the date these docoments are made avaifable to the facility. if deficiencies are cited, an approved plan of correction Is requlsite to continued
program participation.
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continent but she had declined with her bowel
continence from being continent to being
occasionally incontinent of bowel.

Her care plan, dated 03/26/13, identified
problems with bladder incontinence related to
impaired mobllity. An intervention was to assist
Resident #57 with toileting.

Resident #57 was observed in her room on
06/1213 at 10:30AM.

An interview was conducted with the social
worker (SW) on 06/11/12 at 2.55 PM. She stated
Resident #57 had been admitted for short term
rehabilitation with a discharge plan to be retfuming
home when therapy was completed. According
to the SW, Resident #57 did not progross well
enough to be able to return to her previous living
situation so the decision was mads to remain in
the facility long term.

During an interview with MDS Nurse #1, on
06/11/13 at 5:00 PM, she stated if residents had
declines in their continence status, it would be
picked up when thelr noxt MDS assessment was
due. MDS Nurse #1 commented there was no
formal toileting program in place. She stated she
had not noticed any changes in her continence
status and she would be due for another MDS
assessment scon. MDS Nurse #1 reported that
when she was completing assessments she
raviewad the number of continent episodes a
resident had versus the number of incontinent
episodes. She also stated she reviewed to sse
how much staff assistance was needed for
toileting. MDS Nurse #1 commented that she
had printed a report frorn their computer tracking

The QA Nurse received physician
orders for Resident #57 for UA,
stool culture, CBC, and Chemistry
Panel to determine any contributing
factors related to the vesident's
c¢hange in elimination status.

The QA Nurse will assess Resident #57
to determine appropriate
participation in an individualized
toileting program.

The MDS NMurses will assess all
residents via Caretracker and provide
a report to the D.O.N. of any
identified residents who have had

a change in continence.

All new admissions that are
classified as incontinent

once the MDS 14 day assessment is
completed will be referred to the QA
Nurse for appropriate assessment

for participation in an
individualized toileting program.

8CD/designee will in-service all
nureing staff on the Elimination
Management Program.

QA Nurse will audit all residents
on an individual toileting program
weekly and report participation/
progress in weekly QIS meetings

and provide a cumulative report

at the Quarterly Quality Assurance
meetings for 4 consecutive meetings.

6/12/13

7/10/13

6/24/13

7/10/13

7/10/13

7716713
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system for Resident #57 thatindicated she was
occasionally incontinent of bowel and bladder
which was a change for her. She stated the report
also indicated Resident #57 nseded extonsive
assistance with toileting. She stated when MDS
assessments ware completed, she interviewed
staff and reviewed the data from the computer
tracking system. MDS Nurse #1 stated Resident
#57 had periods of being continent as well as
incontinent.

An interview was conducted with the Assistant
Director of Nurses {ADON) on 06/11/13 at 4:30
PM. She stated when Resident #57 was first
admitted she required a lot of assistance from
staff but had improved. She stated Resident #57
was more alert and had experienced an
improvement in her confinence status. The
ADON stated the MDS nurses were usually the
individuals who would notice a change in a
resident’s continence status since they were
completing the MDS assessments. When
questioned about the facility 's toileting program
and what criteria a resident would need to meet
to be ptaced on the program, she commented
that she had been employed with the facifity for 3
years and only one resident had been placed on
a toileting program. The ADON commented she
was not sure what the criteria was for a resident
to be a candidate but she would research it and
would intsrvisw Resident #57 to see if she would
participate in a scheduled toileting program. The
ADON commentad that since Resident #57 had
bacome more alert and staff were taking her to
the toilet more often.

The ADON stated on 06/11/13 at 5:35 PM that
she falt Resident #57 would be a candidate for a

Fa15
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scheduled toileting program but she would need
to speak with her about it. She also stated there
was no one currently in the building who wasena
scheduled foileting program. The ADON provided
a "TOILETING MOTIVATION AND
PREFERENCE ASSESSMENT" formand a
"Prompted Voiding Trial" form and stated she
would use these forms when she interviewed
Resident #57. Upon review of the "Prompted
Voiding Trial" form, it was noted that the form was
used to record the results of wet checks and
prompted voiding attempts.

Nurse Aide #2 (NA #2) was interviewed on
08/1113 at 5:20 PM. She stated she was familiar
with Resident #57 and was her aide today. She
stated Resident #57 was very hard of hearing but
alert NA#2 stated Resident #57 usually used
the cail bell when she needed to use the
bathroom. She reported at times she would be
wet when she went to take her to the bathroom
but most times she knew when she needed to
usa the toilet. NA #2 stated Resident #57 was
capable of standing in the bathroom to hold onto
the side rait to be toileted. NA#2 commented
that she did not know what scheduled toileting
was.

NA #3 was interviewed on 06/12/13 at 10:45 AM.
She stated when Resident #57 first came to her
hall, she was continant but had declined. She
stated Resident #57 knew when she needed to
use the bathroom and usually called for
assistance. She stated sometimes she called for
assistance quite frequently. NA#3 reported her
to be both continent and incontinent on her shift.
She reported Resident #57 as having loose stools
lately and was incontinent of her bowels, NA#3

F 315
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commented that sometimes she would use the
toilet when she took her to the bathroom and
sometimes she wouldn't

Another interview was conducted with the ADON
on 06/12/13 at 2:40 PM. She stated she had not
interviewed Resident #57 about participation in
the toileting program. She stated her family was
visiting today so she interviewed the family. The
ADON stated since Resident #57 was having
frequent loose stools she would wait to make a
determination as to whether she was appropriate
for a voiding trial. The ADON added that she felt
she would be appropriate once the frequency of
stoals decreased. She commented that staff
should be communicating any changes in
continence and the MDS nurses should also be
noticing these changes when they were
completing assessments.

F 327 | 483.25(j) SUFFICIENT FLUID TO MAINTAIN
s5=D | HYDRATION

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

This REQUIREMENT is not met as evidenced
by

Based on observation, record review, staff and
resident interviews, the facility failed to

initiate, follow, and consistently monitor fluids for
1 of 2 residents (Resident #32) who had orders
for fiuid restrictions. The facllity also failed to
monitor the amount of fiuids provided for 1 of 2
sampled residents (Resident #47) who had
orders for fluid restrictions. Findings included:

F 315

F 327

razy

The facility will provide each
resident with sufficient f£luid intake
to maintain proper hydration and
health based on individual needs of
each resident.

D.O.N. received an ordex clarification] 6/12/13
from the attending physician
regarding fluid vestriction for
Resident #32.

Staff Nurse re-instituted intake 6/12/13
recording for Resident #32.
D.0.N. placed a sign in Resident #32 6/12/13

room regarding fluid restriction in
terms of allotment of ml/day.

D.0.N. updated Resident #32 care plan.| 6/12/13
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Review of the Physician Progress Note dated
3714713 showed that Resident #32 had 4+ (on a

with orders for fluid restrictions
monthly.
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. D.0.N. provided surveyor with the 6/12/13
Resident #32 was admitted to the fadlity on. following documents on Resident #32
1/26/10 with cumulative diagnoses of anemia, --Pre/Post dialysis weights
hypertension, and end stage renal disease --Recent lab work Erom the dialysis
(ESRD). Resident #32 was receiving unit
hemodialysis three times each week. --Documentation from the consulting
physician noting no signs or
Resident #32's quarterly Minimum Data Set aymptoms of Fluid volume
{MD8) dated 4/8/13 indicated that Resident #32 overload upon physical examination
was cognitively aware and was independent with --Copy of veneus Doppler study
eating. to right leg with negative results.
Review of Resident #32's Intake and Output RN Supervisor conferred with Dietary 6/12/13
Record showed a partially completed record for Manager regarding any other residente
March 2013 with 2 missing entries for the 7-3 with orders for fluid restriction. No
shift, 9 missing entries for the 3-11 shift, and 6 other residents were identified.
missing enfries for the 11-7 shift. There were no
Intake and Output records for April, May or June D.0.N. reviewed p.o. intake of 6/24/13
2013 Resident #32.
Review of Resident #32's Fiuld Intake Report D.0.H. interviewed a direct care staff | 6/24/13
from the caretracker dated March 6-June 11, member regarding p.o. intake
2013 showed a partially completed record. There documentation and provided one-on-one
were 20 missing fiuid entries for breakfast, 21 education.
missing fluid endries for funch, and 43 missing
fluld entries for dinner. §pC/designee will in-service nursing 7/10/13
staff on Fluid Restriction Policy/
Reviaw of Resident #32's PhySiCian Telephone Procedure and p.o. intake documentation
Orders showed an order for a one liter (1060
milliliters) fluid restriction dated 3/6/13. Dietitian will computerize all 7/10/13
dietary recommendations and send to
Review of the Nurses’ Notes datsed 3/6/13 D.0.N., QA Nurse, Dietary Manager,
showed that Resident #32 continuad to have and RN Supervisor at the completion of
swelling in the legs. The note also showed that each visit,
Resident #32 was to be put on a one liter (1000
milliliter} fluid restriction. Dietitian will review all residents 7/10/13
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scale of 1+-4+) swelling to her legs.

Review of the Physician Order sheets for Aprii,
May and June 2013 all listed a one liter fluid
restriction.

Review of the Medication Administration Record
{MAR) for April, May and June 2013 did not show
a fluid restriction listed.

Review of the Care Plan updated 4/8/13 showed
that Resident #32 required hemodialysis.
Interventions included a renal diet and a fluid
restriction as ordered.

Review of Resident #32's laboratory values for
May 11, 2013 showed a creatinine (a
measurement for the waste products of the
normal breakdown of muscle tissue that is filtered
through the kidneys) level of 6.3 milligrams per
deciliter (mg/dL). Normal range for a creatinine
level should be 0.5-1.0 mg/dL. The creatinine
value for 6/8/13 was 8.1 mg/dL. Resident #32's
Blood Urea Nitrogen (BUN an indictor of kidney
health) laboratory values for May 11, 2013
pro-dialysis was 66 mg/dL. A normal range is
conhsidered to be 6-20 mg/dL. Post dialysis the
lavel was 22 mg/dL. On 6/8/13 the BUN level
pre-dialysis was 79 mg/dl. and post dialysis was
26 mg/dL.

Review of the Dietary Progress Notes dated
5f21/13 showed that Resident #32 continued to
have sweliing in her right lower leg and was ona
one liter fluid restriction.

in an observation on 6/11/13 at 12:45 PM
Resident #32's was sitting in 2 wheelchair in her

X4 1D SUMMARY STATEMENT OF DEFIGIENCIES i PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 327 | Continued From pags 8 F 327| F327

QA Nurse will review all residents on 7/10/13
f£iluid restriction weekly for
compliance to policy/procedure and
report to QIS meetings weekly. A
cumulative report will be presented
at each Quarterly Quality Assurance
meeting for 4 consecutive meetings.
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reom and her legs were swolien. The meal card
provided on the lunch tray noted a 1500c¢ (cubic
centimeter) fluid restriction. A 240cc glass of tea
was noted on the tray.

In an interview on 6/11/13 at 4:00 PM Nurse i1
{Resident #32's nurse) indicated she did not have
any residents on her assighment who were on a
fiuid restriction. She stated that if a resident was
on a fluid restriction it would be listed on the MAR
and there would also be an Intake and Oufput
shest to fill out with the amount of fluids the nurse
gave the resident sach shift.

In an observation on 6/11/13 at 5:35 PM Resident
#32 was eating dinner sitting in a wheelchair.
Resident #32's legs were noted to be swollen,
Resident #32's meal card showad a fluid
restriction of 1500cc.

In an interview on 6/12/13 at 8:45 AM the Dietary
Managsr (DM) stated that when she reviewed
Resident #32's chart the previous evening she
had discovered the wrong fiuid restriction was
being provided. She indicated that she had
changed Resident #32's meal card and the
corrected amount of fluids would be provided.

in an interview on 6/12/13 at 9:00 AM Nurse #2
stated that for a resident on a fluid restriction,
distary allows for what nursing provides during
medication administration. She indicated that
nursing did not track the flulds they provided to a
resident on a fiuid restriction. Nurse #2 stated she
provided 120mi of fluid each time she gave
Resident #32 any medications. (Resident #32
was scheduled to receive medications three
different times on Nurse #2's shift).
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In an interview on 6/12/13 at 9:30 AM the DM
stated she had not received a copy of the
Physician's Order for the fluid restriction for
Resident #32 that should have been started on
3/6/13. She indicated she had recsived a
telephone call from the Dieticlan sometime in May
(approximately 5/21) informing her that Resident
#32 should be on a fluid restriction. She began a
fluid restriction of 1500ml for Resident #32 at that
time.

In an interview on 8/12/43 at 11:11 AM the
Dieticlan indicated that she did an initial
assessment of each resident when they were
admitted and annually after that. She stated she
would only review the medicatl record more often
if an issue arose such as weight loss, wounds or
if a resident were on dialysis. She stated that she
had reviewed Resident #32's medical record after
receiving a telephone call from the dialysis center
dietician with questions about Resident #32's
weight. It was at that ime (5/21/13) that she
discovered the 1000ml fluid restriction of 3/613
was not being provided and placed a telephone
call fo the DM,

The disticlan indicated that she did not follow-up
with the DM to make sure the corvect fluld
restriction had been initiated. The dietician stated
that she had not nofified Resldent #32's physician
that the fluid restricton he had ordered was
started 2 ¥ months late or that when it was
startad it was incorrect.

In an interview on 6/12/13 at 12:15 PM the
Assistant Director of Nursing (ADON) stated the
dietician reviewed the medical record for
residents on a fluid restriction each time she

F 327
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came Into the facility. She indicated the dietician
and the DM should be monitoring the totals of the
resident's fluid intake.

In an interview on 6/12/13 at 2:30 PM the ADON
stated when an order for a fluid restriction was
written, the nurse who noted the order was fo
transcribe the order onto the MAR. She stated it
was also the responsibility of the nurse
performing the 24 hour chart check to make sure
that ali the orders were transcribed on fo the MAR
as appropriate and to place an Intake and Qutput
sheet into the MAR book for the nurses to record
the amounts of fluid given fo the residents who
were on a fiuid restriction. She indicated it was
her expectation that the nurses record any fluids
thay provided on the Intake and Output sheets for
residents on a fluid restriction. She also expected
the Nursing Assistants (NA) to racord the fluids
the residents drank in the caretracker.

In an interview on 6/12/13 at 3:20 PM the DM
stated she did not moniter what nursing provided
to any of the residents on fluid restrictions. She
indicated that when she was working on the
paperwork for the MDS she looked in the
caretracker for the amount of fluids the residents
were receiving during the seven day look-back
pericd. She indicated she did not look at the
Intake and Output record that the nurses were
keeping.
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2. Resident #47 was admitted to the facility on

08M7M2. Cumulative diagnoses included end

stage renal disease (ESRD} with hemaodialysis,
seizure disorder, depression, diabetes mellitus
and hypertension.

The March, April and May 2013 Medication
Administration Record (MAR) for Resident #47
included an order for a fluid restriction of 1200 mi
per day. [nthe "HOUR" column, 7-3, 3-11 and
11-7 was listed. There were initials noted in each
of the daily blocks on the MAR but no totals for
fluid intake.

The June 2013 MAR included the 1200 m! fluid
restriction with a discontinuad written in for
06712/13. There were no tofal fluid amounts
noted on the MAR fo indicate how much fluid
Resident #47 had been provided nor did it
indicate how much fiuid she had actually taken in.

The most recent Quarterly Minimum Data Set
{MDS) assessment of 05/20/13 for Resident #47
indicated she was cognitively intact. She needed
minimail assistance with bed mobility, toilet use
and hygiene. She was continent of both howal|
and bladder.

Resident #47's care plan, last reviewed on
05123113, identified problems with hemodialysis
due to ESRD. Included in the intarvention saction
was fluid restriction as ordered. There was no
mention of non-compliance by Resident #47.

An annual nutritional assessment written by the
Registered Dietician (RD) of 05/22/13 indicated
Resident #47 was on 1200ml fluid restriction with

RN Supervisor received an order from
the attending physician to d/fc fluid
restriction on Resident #47 due to
resident non-compliance.

RN Supervisor conferred with Dietary
Manager regarding any other residents
with orders for fluid restriction. No
other residents were identified.

D.0O.N. reviewed p.o. intake of
Resident #47.

sDC/designee will in-service nursing
staff on Fluid Restriction Policy/

Procedure and p.o. intake documentation.

Bietitian will computerize all

dietary recommendations and send to
D.0.N., QA Nurse, Dietary Manager,

and RN Supervisor at the completion of
each visit.

Dietitian will review all residents
with orders for fluid restrictions
monthly.

QA Nurse will review all residents on
£luid restriction weekly for
compliance to policy/procedure and
report to QIS meetings weekly. A
cumulative report will bhe presented
at each Quarterly Quality Assurance
meeting for 4 consecutive meetinga.
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50% to 75% intake. There was no indication that
the RD had reviewed Resident #47's actual intake
for adherence to the 1200 ml fluid restriction
order.

A dietary note writtan by the Dietary Manager
(DM) of 05/23A 3 at 2:05 PM indicated Resldent
#47 was eating an average of 25% to 50% of her
renal 1200 mi fiuld restriction diet. The note
indicated to monitor weights, 1abs and intake.
There was no indication that the DM had
reviewed her actual fluid intake varsus the
amount provided by the facility.

According to the June 2013 physician's orders,
Residant #47 was to be limited in her fluids to
1200 mitliliters {mt) of fluids daily. She was also
to recelve 2 ounces of Nepro four times daily fora
totai of 8 ounces daily.

Resident #47 was observed sitting in her
wheslchair watching television on 06/10/13 at .
There was a water pitcher sitling on the overbed
table which was approximately Y4 full.

On 06/11/13 at 5:00 PM, the water pitcher was
observed in Resident #47's room on the night
stand.

During an observation of Resldent #47 on
06/12/13 at 9:00 AM, she was noted to have an
unopened 8 cunce can of dlet Shasta cola, an
unopened 12 cunce apple juice and an opened
16 ounce Mountain Dew soft drink. The water
pitcher was on the night stand and was
approximately ¥ full.

Nurse #3 was intarviewed on 06/12/13 at 9:30 AM

F 327
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about fluid restrictions. She stated Resident #47
was non-compliant with her dietas well as with
the fluid restrictions. She stated she had been
sducated as to the importance of following the
physician's orders but she choss notto. Nurse
#3 stated the nurse aides document the total
amounts of fluld for Resident #47 into the
computer tracking system. She commented the
nurses also documented in the computer the
amount of fluids given during medication
administration. Nurse #3 stated if staff observed
her drinking extra fluids those fluids were
recorded in the computer as well, She stated
Resident #47 did not have an intake and output
shest on her chart.

The RD was interviewed on 06/13/13 at 11:11
AM. She stated sha only reviewsd fluid intake if
there was a problem. She stated she had spoken
with Resident #47 about her non-compliance with
the fluid restriction order. The RD stated she
would agree with her but still chose to drink and
eat outside of her renal diet restiction. The RD
commented her family would bring In foods and
fiuids that she liked. The RD stated she would
expact the facility to provide the fiuid she needed
and it was important for it to be monitored. She
addad that she did not track the amount of fluids
Resident #47 was taking in.

The Assistant Director of Nurses (ADON) was
interviewed on 06/12/13 at 12:15PM. She stated
when a resident had an order for fiuid restriction
the dietary department was given a copy of the
order. She stated staff were Inforraed of the fluid
amount that the resident was to have. The ADON
stated the water pitcher was usually removad
from the room. She stated the dietary
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department was responsible for determining how
much fluld was providad on the resident's meal
trays and the remaining amount was to be divided
beiwesn the 3 shifts for nursing. The ADON
stated the amount given with each meal was
noted on the resident's meal fray slip. She stated
the RD and DM calculated the amount of fiuid
provided on the meal trays and the RD reviewed
it when she visited. The ADON commented the
RD and the DM should be monitoring totals for
Resident #47 but she didn 't know how often they
reviewed the fluid restriction residents. The
ADON added that when nurses administered
medications the amount of fluld given was
recorded on intake and output sheets. She
stated the fluid amounts were documented and
tracked in the computer care tracker system.

She reported Resident #47 to be non-compliant
with the fluid restriction order but had baen
educated.

The DM was interviewed on 06/13/13 at 3:20 PM.
She stated the RD reviews her notes when she
reviews the resident's chart. She stated when a
resident was placed on a fluld restriction by the
physician she calcutated the amount of fluid to be
provided on the meal trays as well as adding the
restrictian ¢n the tray slip. The DM stated she
makes the nursing staff aware of the amount they
were allowed to provide. She commented the
amount was usually 360 mi for the nursing
department depending upon the amount of the
restriction. The DM stated Resident #47 was
non-compliant with both her diet and the fluid
restriction. She stated her family would bring in
food and beveragss for her and she leaves the
facility with family as well. The DM stated she did
not monitor daily fluid totals for Resident #47.
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She stated she runs the quarterly intake and
output from the cars tracker system and looks at
the 7 day look back period when she complstes
her quarterly review. The DM added that she
monitors the amounts that were provided on the
meal trays and would not review intake until time
for a quarterly review,
Aphysician's telaphone order of 06/12/13
indicated to discontinue the fluld restriction for
Resident #47.
F 371 | 483.35(1) FCOD PROCURE, Far1} =37l

5=k | STORE/PREPARE/SERVE - SANITARY
The facility will store, prepare,

The facility must - distribuce and serve food under

(1) Prosure food from sources approved or eanitary conditions.

considered satisfactory by Federal, State or local
authorities; and

{2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview the
facility failad to maintain the temperature of
chicken salad sandwiches at 41 degrees
Fahrenheit or below during operation of the tray
line, failed to cover baked rolls during trayline
opseration in a kitchen in which gnats were
observed previously, and failed to dispose of
plastic soup/cereal bowls which had been
compromised whan the inside lining was
abraded. Findings included:
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out of the reach-in refrigerator on 06/11/13 to get
another food item, and forgot to put them back
into refrigerated storage. She stated usually
sandwiches containing a chilled filling made with
meat and other protein were stored in the watk-in
refrigerator until the trayline bagan operation, and
then were transferred to the reach-in refrigerator
once resident trays began to be prepared. The
aide commaented alt cold foods should remain at
40 degrees Fahrenheit or colder during the entire
operation of the trayline.
F 371
2. At10:23 AM on 06/12/13 there were gnats 2. Baked rolls had been covered until | 6/12/13
observed at the hand sink in the kitchan. start of tray line. Dietary Manager
(DM) immediately bagged rolls when
At 12:37 PM on 06/12/13 baked rolls were notified rolls were uncoverad on
observaed uncovered, sitting on a large tray which shelf sbove steam table.
was housed on a shelf ahove the steam table,
At this time the cook stated the lunch trayline Dletary staff will place all baked 6/12/13
began operation around 12:00 noon. goodes and ready to eat foods in
plastic bags or kept covered when
At 2:58 PM on 06/12/13 the dietary manager prepared and during tray line process.
{DM) stated usually the diatary staff placed bread,
rolis, and cookies into sleevesfbaggies so that it PH will re-in-service staff on keeping 6/25/13
would be protected from contamination during all baked gocde and ready-to-eat Foods
storage and trayline operation. She reported in from contamination by bagging or
discussion with the dietary staff they told her that keepling covered.
at the lunch meal on 06/12/13 they ran ocut of time
so they did not put the rolls in baggies because DM will audit bagging or covering of 6/17/13
they were afraid the process would cause the baked goods weekly for four weeks,
trayline to be late beginning operation. monthly for three moaths, then
randomly thereafter. BM will repoxt
At 3:12 PM on 06/12113 a dietary aide stated the results in Quarterly QA meeting for
Staff was supposed to put any type Of b{ead, four coneecutive meel:lngs.
including loaf bread, rolls, and combread, in
baggies to keep it from being exposed fo
excassive molsture in the kitchen and being
exposad to possible gnats and flies.
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3. At 10:27 AM on 06/12/13 7 of 17 (41%) plastic 3. Dietary Manager {DM) disposed of 6/12/13
cerealfsoup bowls, among the inventory of all bowls observed to be compromised.
kitchenware to be used at the upcoming lunch
meal, were compromised. The interior surface DM will in-service dietary staff on the|6/25/13
had begun to peel and was rough to the touch. A following:
dietary employee commented she thought this - utilizing the stove top bto heat soup
was causad by the staff heating soup in the - bringing all compromised cereal/
microwave, soup bowls to DM for removal and
replacement
Al 12:35 PM on 0612113 the cook was observed - - avoiding use of plastic bowls to
placing a bowl of soup in the microwave to heatit heat soup in microwave resulting in
up hefore placing iton a resident’s tray. compromised kitchenware
At 2:58 PM on 06/12/13 the dietary manager Dietary staff will avoid using plastic |6/12/13
(DM) stated during in-servicing of the dietary staff bowls Lo heat soups in micrawave
she had never instructed the employees to causing bowl compromise and will use
dispose of plastic bowls when the interior became stove top to heat soups.
abraded and rough to the touch. She reported . )
the staff was taught to bring Kitchenware which DM will audit bowls weekly EFor Four 6£/17/13
. weeks, monthly for two months, then
was chipped or cracked to her so she could count domly th £ 111
it, disposa of it, and make sure replacements randomly thexeafer. DM w xepoxt
i, dered. S results in Quarterly QA meeting for
were ordered. She oommen.ted she was noif four consecutive meetings. |
aware that her staff was heating soup bowis in |
the microwave. According to the DM, soup |
should be kept hot on the steamtable or 2 bumer
of the stove.
At 3:12 PM on 06/12/13 a dietary aide stated she
fried to separate out bowls which had be abraded
on the inside, but they sometimes got mixed back
in with regular stock. She commented these
bowls were damaged, and posed a risk because |
of the plastic which was breaking down and the |
rough sutface which could harbor germs. |
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& ovw ur e resivtance milng 1o roppbnp of doors
.111:-::::»11{::\:::t with 5,3, Smoka bavrisrs may
wminabe &t an sofum wil, Windows are Nursing Home Adm dasl il
Flw:‘?mkiﬂs arby "';d glaxa momtfr for door w:;;ers '.mdg :::e\: l 7.22-13
priels ot "m"’w‘,' '“"’on :: N hold spen devices § times per week
m“’"' Da'h HW‘I “m“" nolmnruqumpo "mm M“ for 2 wecks then randormnly, Results
pemetrations of smoke barers i fully ductad will be reported at department staff
heating, vintlleting, s sl vondiioning sysbems, meating mronthly for two manths. &
10475, 19.9.1.5, 10,1.63, 19,164 f
1;33 SI‘AN%%!}{? ia not med m avidenced by:
Hrveryor, {K015) Opeaing 3e0led. LY
Baved on obwanvations and staff intstvkey at ) Opeeing b3
ww 12:30 po orveaed, tha Yolln::lg Al fire/smoke barrier walls will be 8-30-13
P l'_““ ";“ml "P““: ‘!"”' .P‘coo“bmmdlm) inspected semi-annually. All
above caling on 200 hak haa opering et la ot penetrationsfopenings wit be
properdy sast 1> rrhrtain tha 172 hoie repaired Immedlately by
maintenance stafl or desiFace.

FOR
mmwm Bl Ky HT#21 Facitny 10 BRIt ¥ oortinuntion shewi Page 2ofd
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PRINFED: BI/182013
DEPARTMENT OF HEALTH AND HUWAN SERVICES FORIA APPROVED
I0 SENVICES Q HOAOSSEL@A‘
(53 PRONIDENBUPPLER/CLIA (00 MULTIPLE CORSTRUGCTION 0Ch DAYE SURVEY
\CENTICATION KOMAES: A BULDING U5 - MY BUILDVRG 0 CONPLETED
34EITY B, YNG O7H A0S
[ (e O PROVIDER OR SUPPLIER STREAT ADDRERS, CITY, BYATE, P CODE
1708 WOUTH TATSOHQ NTHEET
WEMED NURSHG CARE CENTER WILBON, NG
{0 SUOLAHY STATEMERY UF DEFILIERCKE o FROVIDERS PLAN GF COHREGTION o
FREFIL DEFERCY PRECEQ| PIEFDS CORRECTIVE ALTIOH SROULD X2 LTI
W nmwmuum on m%au W%&% YAG m‘g.?mmm YO YHM APPROVRIATE OATY
K 26 | Corinued From poge 2 Kozs |ﬁ
contbructon rring of buikting.
42 GFR 483.70{0) :
1027 | NFPA 101 LIFE SAFETY CODE STANDARD KUZ7{| (k027) Cross corridor doors on 100 72313

Door apenkys in smoke banlars huve al keamt a
20-minins e protection rating or wre ol lewdl
1%-hich thick soiid bonded wood core. Non.rated
protacive pletes thet do not exceed 48 inches
from the bottom of the dowr sre permited,
Horizontsl siding doom comply with 7.2.1.14.
Daos are salf-cloatng or eutamatic cosing In
accontanca with 19.2.2.2.8. BWngig dou's are
ot reduited to xwing with egress sid positve
!;atc;ﬂ!;g wrotrequined, 193,75, 18.2.14,
9317

This STANDARD & not met as evidented by:
Borveyor; 27871

Pacwrd 0n chaenations end stafY rtsndaw &t
spproximetety 1230 pm omwd, tha lafowdng
ftens were noncompiants, wpedte fndiogs
fnoiude; croes cerridor doors on 100 hetl end
Ratub. greg baxida R10 did not close uid jetch.
Algq, doors on 300 conkior nat latching.

42 CFR 483,70(3) _

K 020 | KFPA 101 LIFE SAFETY CODE STANDARD

O botsr ton raded contruction (with % hour
de}mmwamz{cm
sGapuinhing systam in accordana with B.4.1
antVor 19.2.5.4 poohytts hezandotie sy, Whst
five approved aukomatic fire axtirguishing system
option 18 Uead, the wess siw saparated from
Other shaces by el resating partitons s

.

Kouzg

haliand Rehab ares beside R10and
doors on 300 carridor adjusted 10

inspected guarterly {BMP) and doors
found noa-compiiang will be repaired
immedlately by maintenance staff.

fatch properly.
8320-13
Doors requiring new parts ordered
and Installed,
All senokeffire doors will be 8-30-13

R EAG-SEHO2 A9 Provios urlons Oneciuly

Emn (0 HTEMRE Feoilty 1D; BRXES |

I} continantion sheat Page 2316
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PRINTED; OTHBv2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES , FORM APPROVED
CENTERAS FOR MEDICARE & NEDICAID SERV(CES (4] 215 NQ.ML‘
FYATANANT OFf DNOHCIENGTES (1) PROVIDER/SUPFLERICLIV [DEG FUATIPLE CORSTRUCTION och DATE BRVEY
ANG PLAM OF CORATTION NENTINCATIDN Russti A AL A1 - AN BUQLINNG O COMAEYED
WAL B Rk [rfa et
TE OF PROVIORR TN SUPPUER STRDEY ADCREYR, CITY, $YATE, I COTH
170K SOUTH YARBORO STAEET
WILMED KUBSING CARE CENTER WILGDN, N
o4 0 SUNMMART STATEMNT OF DEFCRNCES D FROVIEFTE PLAK OF CORRECTION o)
FASFIX EALH NUISY WE PRECEDED 85 FULL, FRERX (EAGH CORRECTIVE KETION SHOULD B CORETOH
TRG NEGULATORY 00, £,5C DENTIFYING IFDRLATION) YA cﬂoummggmmmmm&rs paye
K 023 Continued From page 3 K029} | (x029) Oxygen storage raom door in rB-E!O--‘B
doors, Doors are xoll-closkg ert non-rbad of welting arca 200 halt was adjusted
fieid-wppied protective plates hat do not axceed 1o close #nd latch properly.
A1 trvchies from the bottom of the door sre
L - 19324 Alt smoke/fire doors wili be 8-30-13

inspected quantetly {BMP) and doors
found non-compliant will be
repaled Immediatefy by

Thic STANDARD i nol et ar wvidercud by: malntenance staff.

Surveyor; 27871

Hassd on observations and staff irtofvew ot
wpprevdonatoly 12:30 pm onvd, the foliowing
Hwmis wars noncomplience, specife fndings
inchude: owygen gtorpge room door woukl not
cloke and Sich{walbng araa 200 hal).

42 CFR 483,70{(a)
K 038 | NFPA 104 LIFE SAFETY CODE STANDARD K830] | (yong) New door ordered with one 7.31-13

£xit gocess B andnged so thet exts are rxsdly matlon of hand to open lock.
wocessibio #l @t Bries i nocordarcs wih section
71, 1921 New door instalied,

8-30-13

830-13

All smoke/fire doors wilt be
inspected quarterty {BMP) for one
motten of hand to open door. Doars

Thiz STARDARD Is not mist ¢ evidenced by found non-compliant wilt be
Survayor; 27871 cepaired immedlately by
Bowad on otasrvations and sttt Inwvvew ot maintenance staff.

approxdmahely 12:30 prm ormiard, the faliowdng
{tess wee noncompltance, apeciiic fndings
inchude: Corference moom door reqiies hwo
matiort of hand to open door,

42 CFR 483.70(a)
K 058 | NFPA 101 LUFE SAYETY CODE STANDARD K 0S8
27 N

POSRE CARG AT ) Prochiars Yemilarm Clrpiyds Fvped XTI Faciey 10 Oortyey o verdioslvicit sheot Pgd A of &
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pe/a1/2@813 13:59 252-393-0996 WILMED NCC
PRINTED: 0vniwZoty
DEPARTMENT OF HEALTH AND HUMAN SEAVICES FORM APPROVED
E IGAIN SERVICES OMB NO.
X1} FRADEUFPLRIVDIA Ko MULTPUE CONFTWUCTION 00 DATE SURVEY
IRNTIIOATION MABER: A WMLOWG B3 ~ AT BUILDING ¢ ol
E 2000 ] [N mHar01a
Naia; OF PROVIOER 09 BUFPUER - T arraeer aoowEss, GOrY, ATAYE, 2P COOY
70 SOUTH TARBORD KTHEEY
M NURBING CARYE CEHTER WRLBOM, KC Z7m
o FUMMANY STAYERENT 0 PRCUOERS PLAN OF 005
W PRECEDND Y FULL [EAGH CAPRECTIVE ALTION SHOULD <
NG REGNAYCHY OR LEC IDENTF NG TG YA CRCAGREFERENCED TO THE AFFROPRIATG DATE
K 056 | Conllnued From page 4 woss! | (kos6) One sprinklerhead addedin | 8-30-13
I;rﬂwre hhmmmﬁcm Wn: » back secticn of shower to provide
restafiod I socontasion A 13 a dequate sprinkla protection in the
for the Iiwtaflaion of Sprirkiar Systerns, (o agequate sprinict proTest

provida comptats covarage for ol podsiona of the
bultding. The wyxtem ia proparty niaintxkted In
wocondance with NFPA 25, Stendsnd For the
ndpuction, Testng. end Maintenence of
Wuter-Bated Firn Frotection Systars, itks fly 1
supeiviced. Thene fa 8 rekable, sdequate wats

supphy for the system. Roquied spiinider
syatsayy 300 equipped whh water flow and tamper
wwitches, which wre wiectrically connected fo the
buikdltey e alerm syslem. 1835

This STANDARD B notimat o8 evidanced by:

hﬂummmﬁbtm,upu&bﬂndkns
Inckide: oawly remodeled bethroom o 200 hall,
doet not havt sdequats sprinkier coversga for

hack sacion (shower walis).
42 CFR 483,70{z)
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K ba2
88~E
Required automatic sprinkler systems 08 (¢052} 1. Sprinkler contmctor
oontuausly mitteined In reltable oparating - assassed afl sprinkler heads, 7-29-13
cemdition end gre inspecied e tested ‘ )
%&:IH. 18.7.6, 4.8.12, NFPA 13, NFPA New sprinkder heads Installed in all 81013
i outside areas.
Continue guarterfy and snnually
This STANDARD i ot med 2 envidenced by, sprinkler head Inspections and replace | B-30-13

heads 85 needed.

FORS CRAT- Z3STIES ) Trexioin Vivulao Otuutids Everd %3, HTMY)




PAGE B7/87

88/81/2813 13:59 252-399-89956 WILMED NCC
PRINTED: 07/192013
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
, QMB N, QEF-09]
DR AHKTIOLE CONSTRUCTION (X7) DATE SUMVEY
A BUSLDSEG S « SAIN BURLIRHG 01 CounLevD
ki /L
HAME UF FROVIDER OF SUPFLIER ITAEET ADDWEES, CIVY, SYATE, TF COPE
1706 SDUTH TARSUNO STREEY
WILMED NURSING CANE CENTER NG
LIL BUMNART STATENRNT OF OERCIENCES 0 PROVINNS FLAHOF CORRECTION cosy
i {EACH DEYICIENCY KT MK PRECEDED BY FULL PPV (EACH ACTION EHOLRD VE COUNLETON
YA REGOUATORY Om 50 DENTIVTNG SFORATION} YAD CHOBE-HEFERENCED Y0 THA AFPROVIOATE BaYe
DEFCIENGY)
K 062 | Corminued From pege 5 Kogz]| {062} 2. Boxes in cocler removed. 7-19-13
Suwioyor, 37871
B o obasrvations snd staff inforvidwy at Dietary 2nd Nursing 8-16-13
spprozirately 14:30 pm omwad, the foliowing Supervisor/Designee in serviced staff
mm noncampsance, upechic fndings on clearance requirement araund
sprinkler heads.

1. sptinkier hesnds unidar cenopy #t froht entrance

afa not irekotained in mitalde condftton] heatls
Dietary Supervisor will monitor walk

heve & green corroaion on besds),
2, wak In covtdr b kdtchun hey boxes sborad In cooler waekly for ani month then 8-16-13
within 18 inchos of sprinider head, quarterly.
42 CFR 483.70(w)
K 089} NFPA 101 LIFE BAFETY CODE STANDARD K nusg

Cooldng fetiilties 2re protected in weoordance
wWith02.3, 10328 NFPA G

T ey, not met es Evidariced by: (K085} Equipment veas
Basad on abspivations snd sisl interview =2 adjusted/reiocated to aliow more 7-26-13
Iapmmtrrm 1230 pm onwand, the folesdng than 16” of clear space from adjacent
(816 wore roreomipianee, speciic indlngs eguipment.
deﬁp St fryer ko idichen i not 18 hchea
adjpcent equipment, Therefors, a splash Oletary Supervisor in-serviced diatary | 7-3043
E gunr:! be Instaliod al & v of § inches on staff on requived clearance betweaen
equipment.
42 CFR 483,70(n)
Dietary superviser will monitor 8-16-13

location of deep fat fryer weekly for
one tmanth then guarterly.

L
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