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. Lo ' i statement of deficiencies. The plan of
F 159 1 483.10{c){2)-{6) FACILITY MANAGEMENT OF . F 159; carrection Is prepared andfor executed solely
s5=C ' PERSONAL FUNDS b becquse it is required by the provisions of
3 - federal aud state law, ‘
- Upen written authorization of a resident, the i ; !
facllity must hold, safeguard, manage, and ! ! F159
- account for the personal funds of the resident : ™ I resi o JDI f‘j/l )
deposiled wilh the faclity, as specified in i | Affected residents had quarterly
paragraphs (c)(3)-{8} of this section. 1_ | statements delivered to them,
! | VDS nurses will give a list of alert
" The facility must deposit any resident's personal i ' and oriented residents to the
: funds in excess of $50 In an interest bearing : ! . e _
- account {or accounis) that is saparate from any of E : business off{ce manager and the
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¥'S 0p , g
all inter:aszeame? gn r«aslcira;wt’sE ;’unds to tth:t ; deliver quarterly statements to
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separate accounling for each resident’s share.) ‘ thosf.t identi f}e(l residents. ,
. Business office manager was in-
The facllity must maintain a resident's personal - serviced immediately on proper
funds that do not exceed $50 in a non-interest » procedure for delivering quarterly
bearing account, Inlerest-baaring account, or ler o d
polly cash fund. statements {o alert and ortente
residents.
~ The facility must establish and maintain a system ! Business Office Manager will
glitoiﬁggsaiéz‘:d?:g fof’;’epr:zggng;czi?;z‘e ‘ supply a list of alert and oriented
accounling principtes, of each resident's personal ) residents who received a quarteriy
funds enteusted to the facility on the resident's ; statements to the ED quarterly
behalf. ' - times two with all findings will be
' : brought 1o QAPI meeting for 6
The system must preclude any commingling of ! I nt&fls Q &
resident funds with facility funds or with the funds % 101118,
(ABORATGRY DIRECTOR'S OR PBQVIDERSUPPLIER REPRESENTATIVEYS SIONATURE ‘ A HILE {X6) BATE
AN e /4.?/&4»‘:4 st fror /00113

ny-delic aw 3 a!‘mmln{; with an asterisk {*} denotes a daficlency which the institulion ray ba excused from corrocting providiag it s delermined that
ather saleguards provide sufficlant protestion 1o the patients. (See instrucions.) Except for nursing hontes, the findings slated above are disclosable 06 days
follewing the dale of survoey wheiher of not a plan of correction I$ provided. For nursing homes, he above findings and plans of correction are disciosabloe 14
days following the dale these documents are made avallable to the facitity, 1f defidencies are ciled, an approved plan of correction Is requisils to conlinved
program paelicipation.
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of any person other than another resident.

Tha individual financlal record must be avaitable
through quarterly statementis and on raquast to
the resident or his or her legal representative.

- The facility must notify each resident that receives

Medicaid benefits when the amount in the

. resltdent's account reaches $200 less than the

S8t rasource limit for one person, speclfiad In
section 1611{a){3%B) of {he Act; and that, if the
amount in the account, in addilion to the value of

' the resident’s olher nonexempt resources,

raaches the SSi resource limit for ong parson, the
resldent may lose eligibility for Medicaid or SSI.

This REQUIREMENT is not mef as evidenced
by:

Based on racord review, interviews with staff and
intarview with alert and oriented resldents the
{acliity failed to provide quarierly bank statements
lo rasidemts with whom tha facility manages their
funds. This was avident in 5 of 6 alert residents
reviewed for personal funds. {Residents#71,
#128, #132, #1115 and #95}

Findings included:

Review of the business office policy and
procedure dated 9/21/2011 titted " Residant Trust
Fund and Valuables page 293 " Quarterly
Slatements " read in part:

The Executive Direclor will ensure that the
quarterly statement, which includes an itemization
and complale description of all trust activity
during the quarter, s generated and issued on a
quarterly basis to all residents {or authorized
agents or legal representatives) for whom funds
are held and managed, or as requested in wiiling.

FORM LS. 2667{02.99) Provious Varsions Qbsetato

Event 1D UGG

Factity tD: 853479

If continuation sheel Page 2 of i8




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

PRINTED: 99/27/2013
FORM APPROVED
OMB NQ. 0938-0391

STATEMENT OF DEFICIENCIES (X1} PROVIDERUSUPPLIER/GLEA
AND PLAN OF GORRECTION TOENTIFICATION NUMBER:

346191

(X2} MULTIPLE CONSTRUGTION
A BUILDING

B.WING

X3} DATE SURVEY
COMPLETED

082212013

NAME OF PROVIDER OR SUPPLIER

GOLDEN LIVINGCENTER - SURRY COMMUNITY

STREET ADDRESS, CITY, STAVE, ZIP CODE
542 ALLRED MILL ROAD
MOUNT AIRY, NG 27630

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

KA iD
PREFIX
TAG

t

9] PROVIDER'S PLAN OF CORRECHON (X5)

PREFIX
TAG
DEFICIENGY)

{EACH CORREGTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

COMPLETION
DATE

F 159 Continued From page 2

_Review of the facility records revealed the facifity
_managed {he funds for Residents #71, ##128,
#132, #1165 and #95 who were alert and orlented.

- Review of the quarterly statements lssued for
January, 2013 (no exact date), April 16, 2013 and
July 22, 2013 revealed the responsible parfies
listed on the admission record were malled the
quariesly statements, The alaert and orientad

_residents were not provided the statemont.

interview wilh the business offlce managsr on
8/22/13 at 8:35 am revealed qiarterly statements
. are never providad 1o the alart and orfented
" rasidents. Further inquiry Indicated that no
permission was ever oblained from the alert and
- oriented rosidents to not recaive thelr stalements
" or provide their stalements to any other psrson.

Interview on 8/22/13 at 8:35 am with the assistant

offlce manager ravealed for at least 7 years the

facility had not hean providing quarierly

" statements to aleri and oriented residents. There
was an incident that a family member complalned

- abott leaving the slatements so we stopped,

interview on 82243 at 2,30 PM and 2:35 PM with
2 of the above alert and oriented residents
revealed they never recsived a quarterly bank
stalement.

interviev on 8/22/13 at 2:38 pm with the
adrministrator revealed his expectalion was that
alert and orienled residents be provided a
quarterly statemenl.

F 279 . 483.20(d), 483.20(k}{1) DEVELOP

38=0 COMPREHENSIVE CARE PLANS

F 279
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A facility must use the resulls of the assessment
' to develop, review and revise the resident's
comprehensive plan of care.

. The facllity must develop a comprehensive care
, plan for each resident that includes measurable
 objectives and iimatables to meet a resldent's
- medical, nursing, and mentaf and psychosoctal
. needs lhat are Idenlified In the comprehensive
assossment.

. The care plan must describe the services that are
to be furnished to aftain or malntain the resident’s

» highest practicable phwysical, mental, and

' psychosocial well-being as required under

. §483.26; and any services that would otherwise
be requ:red under §483.25 but ars nol provided
dus to the resident’s exercise of rights undar

. §483.10, including the right to refuse lreatment

“under §483.10(b)(4).

. This REQUIREMENT is not mel as evidenced

' Based on record review, and residant and staff
intervisws, the facility failed o develop a Care
Plan for Activilies of Dally Living {(ADL'S} for

. rosident # 36 and #82 who racuired exiensive

'+ assistance with ADL'S, This was evidentIn 2 of
97 residents in the survey sample. Findings

- inctude:

1, Record revisw indicated Resldent # 62 was
admilted to (e facilily on 10£26/13 with
cumulative diagneses of Rhabdomyolsis, Post
Pollo Syndrome, and Generalized Muscle
Weakness.

Care plan was initiated for vesident
- #62 regarding the need for |
. extensive agsistance for ADLs,
+ Care plan was initiated for resident
i 36 to address the use of a splint
{10 the left hand.
. Audit to be completed on all
~ residents who require extensive
. assistance with ADLs per MDS
i coding to ensure a care plan is in
. place. Audit to be completed on
; all residents who have an MD
orcer for a splint to ensure a care
+ plan is in place,
. DNS or designee to monitor new
. admission and significant changes

, weekly to ensure residents who

' require extensive assistance with

+ ADLs have a care plan in place
addressing ADLs.

. DNS or designee to monitor order

* by order dates at feast weekly
during DNS Clinical Start Up to
ensure residents who have an MD
order for a splint also have a care
plan in place to address the splint.
All findings to be brought to QAPI
x 3 months.
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The Infilal CAA Assessment daled 11/05/12
indicated resident # 62 was a Short- lerm rosident
with a history of Rhabdomyolsis, Post Polio

- Syndrome, and Weakness, The assessment

- indicated the resident required exlensive

" assistance with Aclivities of Dally Living (ADL'S).

The Admission Minimum Data Set (MDS)
Assessment dated 11/05/12 was coded to

. indlcate residant # 62 had no cognitive

- impalrment. The resldent had a score of 13 on
the Brief Interview for Cognitive Status {(BIMS

- Assessment), which showed the resident was
cognitively intact, The MDS was also coded to

. indicate the resident required extensive
assistance with most ADL'S, related to a
diagnosls of Childhood Polio with contractures In

. the hands, fest, and legs.

" Review of the Care Plan dated 11/05/12 indicated
a Care Plan was not devaloped to address the
. resfdent's ADL'S.

The resident was observed on 8/21/13 at 9:30
AM in the room, In bed. The resident slaled he
had just recelved AM care, inctuding mouth care
and a shave. The resident was clean and neally
dressed,

A staff interview was conducted with MDS

" Coordinator # 1 on 8/22/13 al 3:30 PM. When
asked the reason ADL'S wera not added to the
rosident's current Care Plan, MDS Coordinator #1
stated, "it was overfooked at the time."

The missing portion of the Care Plan {ADL'S) was
brought 1o the allention of the Administrator and
the Director of Nurses (DON) on 8/22/13 al 5:15
PM. When asked about expectations of ADL'S

i
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~ being added (o the resident's Care Plan, the DON
| indlcated, ") expect |t fo be care planned."

2. Resident #36 was admilled to the facllity
on1/3/13 wilh diagnoses of hemiplegia, diabstes,
and stroke,

" The Minimum Data Set {MDS), an annual, dated
712613 assessed Resident #36 with no i
; impaiment in range of motion of the upper :
" exlremifies. This assessmaent included the ;
- hands. Furlher review of this MDS revealed no
' rostorative care which would include splints or

range of motion had been provided during the
, assessment pariad,

The care plan dated 7/25/13 did not address the
use of a splint to the left hand.

Review of the current monthly orders {August)
“included an order for a resting hand spilint to the

feft hand for four hours on day shift and four

hours on avening shift. Day shift was to putthe

splint on and evening shift was to remove the :
: splint. :

Ohseivations on 8/21/13 at 8:30 AM, 8/21/13 at
10:30 AM, 8/24/13 al 11:55 AM and 8/22/13 at
8:55 AM revealed Resident #36 did not have a
splint on the fsft hand. The splint was located on
the bedside table al the ime of thess

F 279,
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F 279 Gonlinued From page 6
 observalions. '

Interview with MDS nurse #1 on 8/21/13 at 4:00
PM revealad that a cars plan lo address Resident
#36' s splini was not developed. There was not
oxplanatlon as to why it had not been care
planned.

" Interview with the Director of Nursing on 8/22/13
"at 11:42 AM revealed restorative orders would be
. given to the MDS nurse. Restorative would
 usually be included in the care plan.

F 311 483.25(a}(2) TREATMENT/SERVICES TO

38=D ' IMPROVEMAINTAIN ADLS

Aresidont is given the appropriate reatment and
“sarvices to maintaln or Improve his or her abilities
" specified in paragraph {a)(1) of this section,

“This REQUIREMENT [s not met as evidenced
by:

* Basad on observations, staff and resident

intarviows the facility falled to provide oral care for

one (Resident # 131} of hree sampled residents.

The findings Included:

Resident # 131 was admitied to the facility on
7419112 with diagnoses of Diabetes and siroke.

. The Minimum Data Sei {MDS) dated 6/7/13

Indicated Resldent #131 required extensive staff
assistance with bed mobilily fransfers and
parsonal hyglens, This MDS assessed Reslden!
11131 with no hehaviors and no réfusals of care,
Resident #4131 was alert, oriented and capable of
being Interviewed according to ihe MDS

F279,

F 311]

311

Affected residents received
immediate oral care,

All residents who require
assistance with oral care will be
identified and will be added to care
sheets,

Staff in-serviced on oral care and
the frequency at which it is {o be
provided, DNS or designee to
perform random weekly audit fo
ensure residents who require
assistance with oral care have been
offered assistance.,

All findings to be brought to QAPI
x 3 months.

wltzly 3
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F 311 Conlinued From page 7 '
assassment.

The Care Area Assessments {CAAs) for aclivily

of daily iiving (ADLs) dated 6/20/13 indlcated

Resident #131 required extensive to limited assist
“wilh ADLs. Resident #131 requlred assistance to
- stabilize during adls. The care plan team made a
' decislion to procesed wilh a care plan for this care
area,

. The care plan dated 777113 addressed a problem
- of physlcal functioning deficit related to self care
impairment, The resident naeded extensive
assistance wih adis. One of the approaches for
- this problem included oral care assistance would
" be provided by the nursing staff.

" Interview with MDS nurse #1 on 8/22/13 at 10:50
AM revealed Resident #131 would requlre
assistance with brushing his testh. She further
commentad this was based on documentalion by
the aldes for personal hyglene in the past 24

. hours.

Interview with Resldent #131 on 8/21/13 al 9:02
AM rovealad staff had not brushed his teath last
night nor this morning,

Intarviow with aide #8 on 8/21/13 at 4:00 PM
ravealed she had worked with Resident #131.
She did not brush the resident's teeth on her shift
Sha stated " Thatis done on 7-3 shift. "

Observalions of care provided 1o Resident #1314
on 822113 ai 9:30 AM revealsd alde #2 and alde
#7 went info the room to provide personal
hygiene. After Resident #131 was balhed,
dressed and transferrad inlo his chair, the aldes
did not offer assislance or provide oral care.

F3t:
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Interview with aide # 2 al 9:44 AM covealed the !
rasident doss his own mouth care.

Interview on 8/22/13 with alde #7 at 10:30 AM

" rovealed she thought Resident #131 brushed his : \
toelh himself. She was not aware he needed ‘
assistance. She had seen him brush hils own
testh before.

- Interview on 8/22713 at 1:20 PM, with the aide #1
who worked with Resldent #131 on 8/21/13,
rovealsd she provided incaniinence care

“yeslerday. She did not assist him with brushing
his teeth, '

Interview with the Director of Nursing on 8/22/13
at 3:10 PM reveated it would be her expectation
that a resident's teeth would be brushed during
morning care.

F 315! 483.25(d) NO CATHETER, PREVENT UTI, ) F 315
ss=n RESTORE BLADDER

Based on the residenl’s comprehensive }
assessment, the facility must ensure that a
resident who enters the facilily withoutan
indwefling catheler is not catheterized unless the
resident's clinfcal condition demonstrates that
cathelorization was necessary, and a resident
who is incontinent of biadder receives appropiiate
treatment and services o prevent urinary act
infactions and to restore as much normal bladder
function as possible.

+

This REQUIREMENT is not met as evidenced
by:
Basad on record reviews, observations, and
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_resident and staff Interviews, the facliity failad to

" maintain or restore bladder funclion for 2 of 3
sampled residents. Res' # 65 and # 175. Findings
include:

1. Record review for Resident # 65 indicated the
" Medical Diagnoses on the Admisston of 03/19/13
Uincluded:Late Effects of Cerebrovascular
Diseass, intestinal Infeclions due to Clostridium

| Difficte, Dlarthea, Chronle Venous

- Embolism, Thrombosis of Deep Vains of the

" Upper Extramity, Hypolassemia, Edema,
Constipation, Essential Hyperlension, Alrial

. Fibrillation, and UrnaryTract Infaction.

" Tha currant Minimum Data Set (MDS )

Assassment of 6/25/13 was coded to Indicate

: Resident # 65 was cognilively Intact. The Briof

- Interview for Mantal Status (BIMS} Score was 15,

: Tha MBS was alsc coded 1o Indicate Regident #

- 85 raquired Extensive Assistance with 2 plus

" asslst for loilet use, transfors, and bed mobllily.
The MDS Indicated the resident was frequently

“incontinent of bladder, and not on a Urinary

. Toilating program to restore bladder function.

The Care Plan inltiated 3720/13 indicated the
rosident was care planned for Alteration In
bladder funclional incontinence. The Goalwas lo
_bo frae of Urinary Tract Infections. interventions
“included: Laboralory studles as ordered and Use
of briefs/pads for incontinence protection.

Review of current medications did not indicate
- any specific medications for bladder.

A staff Interview with MDS Nurse # 1 was
conducted on 8/24/13 at 9:45 AM. When asked

immediately placed on a bowel and
bladder program. _ :
All new admissions will have the
evaluation tool completed on
admission and four current
residents per week will have
evaluation completed until all
residents have been evaluated for
bowel and/or bladder retraining
program. CNAs & nurses (o be in-
serviced on toileting program,
Nurses to be in-serviced on |
completing the bowel and bladder |
assessment completely. '

DNS or designee will follow up in ‘
daily Clinical Stait Up to ensure

© evaluations have been started and
. are ongoing until forms are

t completed.

- Findings will be brought to QAP
- times 3 months,
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about the faclity's tolteting program, MDS Nurse
##1 indicated, “There are no residents on a
tolleting program in the facllity. We have added it
to the QA {Quality Assurance) program and we
are working on developing a program.”

- A Diract Care staff Interview was conducted on

L8213 at 12,15 PM with the assigned Nursing

. Agsistant (NA# 8), regarding incontinent care for

" the resident. NA# 5 staled, *He {referring to :
rosident # 65) Is incontinent, and requires a hoyer ]
it for us to get him out of bed 1o take him lo the !
balhroom. We chack (resident #65) avery two

. hours, and offer 1o tako him to the bathroom. He

| wears brisfs also. He does not tefl us when he

has to urinate, but does tell us when he has to

" have a bowsl movement.”

- Ainterview was conducted with the resident on

8722713 at 8:20 AM. Whan asked If he is taken {o
i the bathroom, iha resident stated, "No,they don't
, take me."

A staff Inforview with the 200 Hall Nurse {Nurse #
5) was conductad on 08/22/13 at 8:30 AM. When |
asked if the resident {referring to resident # 65}
“could benefit from a bladder training program,
Nurse # 5 slated, "Yes, | really fhink he could.”

A Direct Care Staff Interview was conducled on
8/22/13 at 8:45 AM with NA # 6. When asked if
the resident could benefit from a bladder tralning
program, the NA indicated, "Yes, | think he could

. really banefil from a program, $o he cango to the
bathroom. Therapy 1as been working wilh him.
He can bear weight at limes, and can stand."

A siaff Interview was conducted with the Direclor
of Nurses {DON) on 8/22/13 at 5 :00 PM,

FORM CMS 2567(02-99}) Pravicus Vaisions Obsolsto Evenl L UKGIH Facilty I 953479 If continuration sheel Page 1 of 18
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regarding her expaclations from ihe slaff for
improving the resident's bladder function. The
DON indicaled, "We nesded a bowel and bladder
program, and we identified it as a problern tast

" month. Wa will put a pragram In place next

: Thursday {August 29, 2013)."

2, Resident #175 was admitted to the faclilly on
471013 with dlagnoses included altered mental
sialus, subaculefacute CVA (slroke), demanlia,
Insulin dependent Diabates and hyperiension.

* Admission assessment dated 4/19/13 of bladder

i function revealed the boxes for * usually :

" continent and frequently Incontinent " were both
chacked as "yes,” There was no lolleting or
retralning program/plan Indicated for Resident
{75,

" Admission information regarding " Urlnary

. Continence Stalus * daled 4/19/13 was partially

- completed. There were eight sections of the
assessmant with seciions 3 and 4 compleled.
The summary for pregrar placement decision
was not completed. The lreatment program or
addilfonal interventions for Incontinence were not
addressed. The slgnature of nurse #5 was at the
boltorm of the form with a date of 4119/13.

The " Bowel Assessment Form * was blank, not
signed, not reviewed and not compleled.

The Minimum Dala Set (MDS) dated 4/26/13
indicated Resident #1176 was frequently
incontinent and was not on a lollaling program.
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F 316 I Continugd From page 12 ‘ F 315:
The MDS indlcated Resident #175 required . Q
extonsive assistance for bed mabillily, transfers,
personal hygiens and toileting.

i The Cara Area Assessments (CAAs) daled
4126113 Indicalad Residont #1756 required ; i
exltensive assistance for toileting, was frequently :
“Incontinent of bladder due o restricled mobility,

. urlnary urgency and required tolleting assistance.

The care plan dated 4/29/13 included a problem

of physicai funclional deficit related 1o mobility

“impairment. The Interventions included: assistin
activity of daily living (ADLs}, moniter ADLs for

- assistance and render care as needed, and
assist with tolleting or Incontinence care as

needed,

‘ The MDS, a quarterly datad 7/49/13, Indicated

- Rosident #175 was always Incontinent with no
tolleting program. Resident #1756 was assessed

. as Improving in bed mobility, transfer, walking ,
and parsonal hygiene to limited assistance from ‘
staff. Toileting required exlensive asslstance
from stalff,

The updated care plan of 7/19/13 for ADLs and i
tolleting remalned unchanged with no new
problems or strangths, goals of approaches.

Review of Care Management meeting noles

dated 7/23/13 revealed Resident #175 was alert :
with cenfusion, had fair safety awareness, '
translers required stand by assistance and :
tolleling required contact guard assistance.

Interview with Restdent #1756 on 821113 at 6.06 '
AM revealed staff assisted him fo the bativoom,
Sometimes he lakes himself to 1he bathroom. He

FORK CAIS-2E67(02-99) Proviows Versions Obsolale Evenl 1D: UGG Fachty 1D, 953478 If continualicn stieet Pago 13 of 18
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was aware when he needed 1o use the tollet and

" can ask for assistance. Further interview

ravealad he had not used the 1oilet thal morning.

Observations on 8/21/13 at 942 AM revealed

; aide #2 look Resident #175 to the toilet.

Residani #1756 was wheeled Inio the bathroom,
stood, and transferred himself from the

. wheelchalr onto the commode with use of a grab
“bar, After a couple of minutes, alde #2 checked
. on the resident. At thal time, he requesled to

remain on the commode. Resident #175 was
aware of the need to have a bows) movement.
Alde #2 assisted Resident #175 with peri-care

- and placed a disposable brief on him. Residenl

#175 did have a small amount of stoo! to pass.
Interview with alde #2 on 8/21/13 at 9:42 AM
revealed that was the firsf time Resldent #175
had been toileled that morning.

Interview wilh MDS nurse #1 on 8/21/13 at 10:10
AM revealed the facllily did not have a leileling
program In place. The consultant was assisting
In the formulation of a toileting plan. No projscted
date for roll out of toileling program, MDS nurses
would be ovar the program. MDS nurse #1 was
over {he restoralive program and there were no
rasidents on reslorative teffeling, Resident#175
was assossed for bowe! and bladder incontinence
by use of the documentation completed by the
aides, stalf interview and resident interviaw. MDS
nurse #1 did not review the bowel and bladder
assessments completed by the floor nurses.

Interview wilh nurse #7 on 8/22/13 at 7:24 AM
was conducied regarding the assessmenls for
howal and bladder on admission, Nurse #7 stated
she had started the assessments on the 1.7
shift. The process for complating the
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assessmonts was explained, One shift will start
the admission assessments, and the next shifts
continue untit all of the assessments wers

- completad. Nurse #7 explained Resident #175
" would somelimes ask for the urinal, or put his
Hight on to go to the bathroom. He racontly

slarted wanting his urinal smptisd. He was not

; consistent with using the call light or urinal. The

| aides on rounds elther change the disposable

* brief or ampty his urinal. Whan he uses his

" yrinal, he had spillage onto the bed at times.

. Resident #175 was both continent and Inconlinent
- of urlne.

Interview with nurss #6 on 8/22/13 al 8:44 AM

. revealed Resident #175 would bonefit from a
- bowel and bladder program. He uses his urinal at
Mimes,

Interview with the Qccupatlonal Therapist (OT})
who had worked with Resident #175 was
conductad on 8/22/13 at 10:48 AM. The OT

¢ gxplainad Resident #175 would be discharged

from therapy due to inabllity to dress his lower

. body. The goals were mat and nursing would

have to provide the assistance he needad. The
OT plan includad writing a restorative nursing
ptan of cars for upper body exercises and teilet
transfers. Durng the Inferview, the OT was

" asked about Resident #175 ' s abilily to assist

with toileting. She explained he would nesd
asslstance for personal hygiene. Resident#175
was able to tell you he had to go to ihe bathroom
and was able lo use lhe call light. He would
benefit from a scheduled tolleting program.

An interview was conducted with the Dirsctor of
Nursing on 8/22/13 at 6:00 PM, regarding her
axpectations from the staff for improving the
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 resident's bladder function. She indicated, "We ; ,
needed a bowal and bladder program, and we ( ,
identified it as & problem last month. We wiit put a i i 318
program in place next Thuesday (August 29 ; e , .
h013)." ’ Y (AUgustEs, ' Affected residents were placed on 1013413
£ 318 . 483.26(6)(2) INCREASE/PREVENT DECREASE £ a1 restorative nursing and care plan

g5=p INRANGE OF MOTION

' Based on the comprehensive assessment of a

* resident, the facllily must ensure that a resident

 with a Timiled range of motlon receives

. appropriate {raatment and services lo Increase

- range of motion andfor lo prevent furtier
decrease in range of motlon.

| This REQUIREMENT is not met as evidenced
2

! Based on staff Interviews and record review the
" facliity failed to follow therapy racommendations

. for restoralive range of motion for ong of one
“sampled residents with recommendad restoralive
" range of motion,  Resident #36.

Findings included:

Reslident #36 was adh\llted 1o the facility on
443/13 with diagnoses of hemiplegla, diabetes,
and stroke.

The Minimum Data Sel {MDS) dated 7125113

assessed Resident #38 with no impalement in

range of motion of lhe upper exlremities, Fuidher
_review of this MDS revealsd no restorative care

for range of motion had been provided during the
assessment poriod.

was updated to reflect restorative
nursing.
An audit will be completed of all !
current residents who wete "
discharged from therapy from
01/01/2013 - 04/30/2013 to ensure
no therapy recominendations for
restorative nursing wetre missed.
A new process was jmplemented
05/01/2013 for communication
between therapy and nursing. The
communication form is used by
therapy and instructions are hand
. written for restorative nursing care.
. As of 09/06/2013, the form now
. requites (he signature of the
" Director of Rehab, the restorative
staff member trained and the MDS
©nuIse,
DNS or designee to complete
monthiy audit to ensure that
residents who are discharged from
therapy and have recomnmendations
for restorative nursing have been
addressed. Findings to be reported
to QAPI x 3 months.
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. The care plan dated 7/25/13 did not address !
" restorative nursing to maintain functionat range of
- molion 1o the uppsr extremilies,

Review of the monthly orders for August 2013 :

: ravealed an order for spling application to the [eft !

_hand. There were no orders for range of motion '

~ to the uppar extremities lo be provided by ;

 restoratlve nursing. ;

{ 1

i Interview with the ocoupatlonal therapist (O7) on i

: 8/21/13 at 12:18 PM revealed Resident #36 was |

' discharged from therapy on 3/26/13. According

. o the therapy progress notes dated 3/20/13, i

) racoimmendations from therapy to nursing !

, includad the following:

.+ nursing to malntain progress with range of ‘

, motton of the bllateral upper extremilies and !

" prevent progression of contractions to fingers of

- the left hand.

"~ nussing to provide passive range of motion .
axercises of both shoulders and hands and use a ‘
feft resting hand splint for 8 hours a day.
Continued interview revealsd the process for i
recommendations from therapy to nursing
included printing the progress note from the i .
computar documentalion. The progress nots ’ ;
wotlld be given to the nurse suparvisor of : :
restorative nursing. Since the arrival of a new
therapy manager, the communication process .
had changed., Changes included use of a hand :
weitlen form from therapy to restoralive nursing,

The lime of implementation was about May 2013,
Prior to that me, she could not account for what

" might have happened with the computer printed
copy of therapy recommendations for reslorative
nursing,

Interview with MDS nurse #1 on 8/22/13 at 4:00
FORM GLIS-2E67(02.99) Provious Versions Obsoloto tvent I USGGH Factty ID- 953479 H continvation sheet Page 17 of 18




PRINTED: 09/27/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORMAPPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUGTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULBING COMPLETED
346191 5. NG 08/22/2013
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY. STATE, ZIP CODE
GOLDEN LIVINGCENTER - SURRY COMMUNITY 542 ALLRED MiLL ROAD
i MOUNT AIRY, NG 27030
XY 10 SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION 1%5)
PREFIX {EACH DEFICIENCY NMUST DE PRECEDED BY FULL © PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENHFYING INFORMAFION) TAG CROSS-REFERENGED YO THE APPROPRIATE DATE
' ; : DEFICIENGY)
: : :
F 318 Continued From page 17 F 318

PM revesiod she supervised the restorative
. program. Resident #386 had not recelved
resloralive nursing since April to August 2013. i
She explained a roferral from therapy for
- restoralive nursing had not been communicated : ‘
i to her. The new therapy director had !
" implementad a process for communication
batween therapy and nursing. A form would be ;
: used by therapy, and Instruclions were hand ;
weilten for restoralive nursing care, The new from
- bagan when the therapy manager started :
. working, which was around May of this year. i

of Nursing revealed Resldent #36 should have
received rastorative nursing after therapy had
- written the recommendations.

|
Interview on 8/22/13 at 3:00 PM with the Director 1
t
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Surveyor: 02249 | OCT 07 2013 P
This Life Safely Code(l.SC) survey was ;,_,,..,._M.._m.._“._‘_m S
conducted as per The Code of Federal Register Preparation and or execiMiSF thid plandfse L) éUN’{
at 42CFR 483,70(a); using the 2000 Existing correction do not consthtmtesdissigior "™
Health Care section of the LSC and its agreement by the provider of the {ruth of the
referenced publications. This building is Type Facts alleged or conclusion set forth in the
V(111) construction, one story, with a complele statement of deficiencies. The plan of
automatic sprinkier system. correction is prepared and or execated solely
because the provision of federal and state laws
The deflciencies determined during the survey requives it, i
are as follows: K018 ;
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018|qe. 1
8s=D ) 143
Doors protecting corridor openings In other than Criteris 1 '
required enclosures of vertical openings, exits, o Door to the rooms 207 and 401 were adjusted to
hazardous areas are substantial doors, such as ensure that when doors close, they latch, The
those constructed of 1% inch solid-bonded core Maintenance Director was educated regarding self
wood, or capable of resisting fire for at least 20 closing, fire-rated doors.
minutes. Doors in sprinklered buildings are only .
raquired to resist the passage of smoke. There Criteria 2 :
is no impediment to the closing of the daors. Alb other facility fire-rated doors were
Doors are provided with a means suitable for inspected to ensure seli-fatching when
keeping the door closed. Dutch doors meeting closed.
19.3.6.3.6 are permitted.  19.3.6.3 .
Criteria 3
Roller laiches are prohiblted by CMS regulations The Mamtt?nance plrcctor or Administrator in his
in all health care facilities “absence, will monitor 6 fire rated doors weekly to
. : ensure self-latching. Any doors found
out of compliance will be corrected
immediately.
Criteria 4
The results from the monitoring will
be brought 10 the QAA committee to
monitor reguiatory compliance
monthly X 3 months er until no longer
deemed necessary.
This STANDARD is not met as evidenced by: ’ |
ABO ROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X8) DATE
2oL Adpia: stoate fo-3-1%

gncy statement ending with an asterisk (*

) denotes a deficlency which tha Instilution may be excused from correcling providing R 1s determined that other

for nursing homes, the findings stated above afs disclosable 80 days following the

safeguards provide sulficient protection to the patlents. (Sea instruclions.) Except
fate of survey whather or not a plan of correction s provided, For nursing homes, the above findings and plans of correction are disclosable 14 days foliowing the date

hese documents are made avallable to the facility. If deficlencles are cited, an approved plan of correction Is requisite to continued program parficipation.
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Continued From page 1

Surveyaor: 02249

Based on observation, on September 17, 2013 at
approximately 10:00am onward, doors to the
following rooms would not latch in the closed
positlon:

1. resident room 207
2. residaent room 401

42 CFR 483.70{a)
NFPA 101 LIFE SAFETY CODE STANDARD

Heating, ventilating, and air conditioning comply
with the provisions of section 9.2 and are
installed in accordance with the manufacturer's
specifications.  19.5.2.1, 9.2, NFPA 90A,
19.5.2.2

This STANDARD is not met as evidenced by:
Surveyor: 02249

Basged on observation, on September 17, 2013 at
approximately 10:00am cnward, there is ne
return air inlet in the conference room. The
corridor may not be used as areturn alr plenum.

Note: Mechanical outletsfinlets shail be equipped
with ceiling fire dampers installed in accordance
with the manufacturer's installation instructions.

42 CFR 483.70(a)

Ko18

K 087

K087 !

§8=D N--13
Criteria 1 ‘

Return air inlet was placed in affccted area.

Criteria 2
Facility will identify other rooms and provide retum
air inlets in those rooms,

Criteria 3

Any future changes to the facility, Maintenance
Director will ensure that those rooms have retum air
inlets as well,

Criteria 4

The results from the monitoring will be brought to
the QAA committee to monitor regulatory
compliance monthly X 3 months until no longer
deemed necessary,
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