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s5=D | INDIVIDUALITY
The facllity will continue to promote care for

The facility must promote care for residents ina residents in a manner and environment that
manner and in an environmeni that maintains or maintains each resident’s dignity and
enhances each resident's dignity and respect in respect.

full recognition of his or her individuality.
For the resident affected i

This REQUIREMENT is not met as evidenced Resident #113 was taken to his room and his
by: :
Based on chservation, record review and staff
interview, the facility failed to dress a resident in
clothing that was in good repair resuilting in skin
exposure for ohe of five sampled residents with

shirt was changed. The Unit Manager
inspected all garments in the affected
resident’s closet and removed one other
shirt with missing buttons. After two

cognitive impairment (Resident # 113). The attempts to notify the daughter, the

findings included: daughter called the unit on 10/02/2013 and
was made aware of resident’s need for

Resident # 113 was admitted to the facility on jarger shirts. The daughter brought new

3/22/13. Cumulative diagnoses included: shirts to the resident,

postpoliomyelitis (symptoms include progressive

muscle and joint weakness and pain, general For residents who have the potential to be

fatigue and exhaustion with minimai activity and affected

muscle atrophy) and ataxia,
Between 9/30/2013 and 10/13/2013, Unlt
Certifted Nursing Asslstants, Unit Nurses and |
taundry staff inspected all resident closets |
and removed any clothing needing to ba f
replaced. The Unit Manager and Social Work:

A Quarterly Minimum Data Set (MDS) dated
9/2/13 indicated that Resident #113 was severely
impaired in cognition. He required extensive
assistance with dressing.

On 09/24/2013 at 11:12 AM., Resident # 113 was Staff will notify family of clothing needing

observed sitling in a wheelchair in the haliway. He repalr or replacement,

wore a red plaid shirt with fwo missing buttons.

His abdominal area was exposed and visible to The Staff Development Coordinator will

other residents, visitors and facility staff. educate the Nursing Staff and Laundry Staff
by 10/24/2013 on restdents rights to dignity

On 9/24/13 at 4:30 PM. Resident # 113 was as affected by clathing being in good repair.

observed siifing in his wheelchair in his room. He
was still wearing the red plain shirt with two
miss}ng’butws abdominal area was
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Any daﬁcien’éy stalefnent endingﬁd)}( an aslerisk *) denotes a deficiency which the institution may be excused from correcling providing it is determined that '
other safeﬁuards provide sufficlént’protection to the patiants . {See instructions.) Except for nursiag homes, the findings stated above are disciosable 90 days

following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carraction are disclosable 14

days following the date these documents are made available fo the facllity. 1f deficiencies are clted, an approved plan of correction Is reguisite 1o continued

program participation.
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exposed to visitors and facllity staff. An attempt
was made to interview Resident # 113 regarding
the missing buttons on his shirt. Resldent# 113
was unable to answer how he felt wearing a shirt

with missing buttons,

On 9/24/13 at 4:3¢ PM,, NA#1 stated Resident #
113 required assistance with dressing. She
stated if clothing was torn or buitons missing, she
would ask Resident # 113 If the clothing could be
changed. She sald Resident# 113 was
cooperative with changing his clothing. NA#1
proceeded to change Resident # 113's shirt,

On 9/24/13 at 4:47 PM., Nurse #1 stated she
expected nursing staff to remove the shirt
immediately when they noticed buttons were
missing from the shirt. She said the nursing
assistant should make ihe licensed staff aware of
the missing buttons and the family would be
notified that the shirt needed repalr.

483.15{(h)(2) HOUSEKEEPING &
MAINTENANCE SERVICES

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to clean two portable shower chair
commode plastic buckets in one of five shower
rooms {A hall shower raom). The findings
included:

On 9/23M3 at 12:38 PM. during the initial tour, the

The Soclal Work Staff will purchase clothing ‘
for residents if famlly is unable to purchase.
The Activities Director wilt write an articte for
the November Newsletter to address
Resident Dignity and encourage families to
inspect resident clothing for ltems needing
repalr or replacement.

System Change

Certifted Nursing Assistants will be assigned
to monitor resident closets weekly and
remove any clothing that Is stained or
needing repair and give those artlcles of
clothing to the Unit Manager. This duty will
be added to the Certified Nursing Assistant
Assignment Sheet. When laundry staff finds .
an articfe of clothing in need of repair or
replacement, they will glve it to the Unit
Manager so the family can be notifled.

Measures put In place to ensure solutions
are sustained

The Unit Manager or Charge Nurse began
auditing residents as a part of dally rounds
for appropriateness of dress for four weeks,
The audit will continue every other day for
four additional weeks, The audit will
cantinue monthly for seven months. Unit
Nurses will also monitor the appropriateness
of resident clothing as part of thelr daily
rounds. Results of the monitoring of clothing
condition will be documented and reported
to the Quality Assurance Performance
Iraproverent Coramiitee for quality review. ;
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shower room on A hall was observed. There
were two portable shower chair commeode
buckets noted with flecks of brown material on
the sides and bottom of both buckeis.

On 9/24143 at 2:06 PM., an observation was
conducted of the A hall shower room. There were
two porlable shower chair commode buckets
stacked on the floor. Visible signs of flecks of
brown material were noted on the sides and
boitom of both buckets.

On 9/24/13 at 4:50 PM., Nurse #1 stated the staff
member that used the commode buckets woutd
be responsible for cleaning them at the time they
became soiled. She further stated cleaning of the
buckets would not necessarily be the
responsibility of the housekeeping staff. Nurse
#1 stated the commode buckeis would be
removed at once.

On 9/24/13 at 5:01 PM., the housekeeping
supervisor stated housekeeping staff did not
clean commode buckets. She stated she
expected her staff to notify the nursing staff if they
found soiled commode buckets when they
cleaned the shower rooms,

483.20(d), 483.20(x)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables to meet a restdent's
medical, nursing, and mental and psychosocial

PLAN OF CORRECTION TAG #483.15 F-253

The facility will continue o provide
maintenance and housekeeping services

comfortable environment.

the potential to be affected

Fhe facillty conducted an onsite Inspection

9/24/2013,

System Change

Assistant assignment sheets to include the

when utilized. The Unit Manager assigns

such as buckets and storage areas are
cleaned at the end of each shift. The Unit

Housekeeping will continue to supply
cleaning supplies on each nursing unit for
staff access and usage. '

. necessary to maintain a sanitary, orderly and

for area affected and ail other areas having

of all shower commode buckets and cleaned
and sanitized all buckets per facility policy on

The facility has revised the Certified Nursing

areas where commode buckets are used and
stored to ensure that they ave being cleaned

staff responsibtlity to ensure that equipment

Charge Nurse will conduct an inspection of
these areas each shift to ensure compliance.,
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needs that are identified in the comprehensive Measures put in place to ensure solutions
assessment. .
are sustained.
The care ?)|an must de:scnbe 11}6 gerwces tr_tat arle The facility Housekeeping Supervisor will
to be furnished to attain or maintain the resident's monitor and Inspect weekly for compliance
highest practicable physical, mental, and n c_’r and insp “‘fee v ior ) pllance.
psychosocial well-being as required under Comp!lance? reports W-l" be submitted by the
§483.25; and any services that would otherwise Housekeeping Supervisor to the Quality
be required under §483.25 but are not provided Assurance Performance improvement
due to the resident's exercise of rights under Commitiee for six months. Changes to the
§483.10, including the right to refuse treatment Corrective Action Plan will be made if
under §483.10(b)(4). concerns are identified.
F279 PLAN OF CORRECTION TAG #483.20 F-279 10/24/2013
This REQUIREMENT is not met as evidenced
by: _ The facility will continue to develop a
'Base‘d on recordl review, observation and staff comprehensive plan of care that includes
interview, the facility fafted tc? develop a care plan measurable objectives and timetables to
for pressure ulcer for 2 (Residents # 113 & # 132) et . .
. . meet a resident’s medical, hursing, mentai
of 3 sampled residents with pressure ulcer, 1 P hosocial needs identified in th
(Resident # 132) of 1 sampled resident on and psychosoctal needs ldentlfled in the
anticoagulant drug and 1 (Resident # 132) of 2 Comprehensive Assessment for each
sampled residents with an indwelling catheter. resident.
Findings included:
For the restdent affected
1a. Resident #132 was originally admitted to the For Resident #113, the Registered Nurse
facility on 8/20/13 with multiple diagnoses Assessment Nurse developed a pressure
including diabetes mellitus, heart valve ulcer care plan on 9/25/2013. For Resident
replacement and neurogenic bladder. The #1332, the Registered Nurse Assessment
admission Minimum Data Set (MDS) assessment Nurse developed a pressure ulcer care plan
dalee.i QM 8!_13 indicated that Resident #132 was as well as an indwelling catheter care plan
cognitively intact and had an unstageable X :
. . - and an anticoagulant therapy care plan on
pressure ulcer with suspected deep tissue injury.
9/26/2013.
The care area assessment summary (CAAS) for
pressure ulcer dated 9/18/13 was reviewed. The
summary indicated that the resident has an ;
unstageable wound on left hee! and will develop a
FORM CMS-2567(02-99) Previous Versions Obsolela Event ID:BSSTi1 Facillty ID: $23318 )f continuation sheet Page 4 of 31




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

PRINTED: 10/03/2013
FORMAPPROVER
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES 1iX1) PROVIDER/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
345153

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BULDING COMPLETED
B VNG 09/26/2013

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
820 KLUMAC RD

care plan to resolve unstageable left heel wound
and will have no signs and symptoms of infection.

The care plan dated 9/22/13 was reviewed.
There was no care plan developed for the
unstageable pressure ulcer,

The ulcer assessment notes were reviewed. The
notes indicated that on 8/25/13 a new ulcer was
noted on the left heef. The ulcer was
unstageable with suspected deep tissue injury.
The ulcer measured 6.4 x 1.5 cm {centimeter) in
size.

On 9/25M3 at 9:42 AM, Resident # 132 was
observed during dressing change. Administrative
staff #3 was observed to clean the left heel
pressure ulcer with saline wound wash and
allevyn adhesive dressing was applied.

On 9/26/13 at 8:40 AM, adminisirative staff #3
was interviewed. She reviewed the care plan and
acknowledged that she had missed to develop a
care plan for pressure ulcer,

1b. Resident #132 was originally admilted to the
facility on 8/20/13 with mulliple diagnoses
including neurogenic bladder. The admission
Minimum Data Set (MDS) assessment dated
9/18/13 indicated that Resident #132 was
cognitively intact and had an indwefling catheter.

The CAAS for urinary continence and indwelling
catheter dated 9/18/13 was reviewed. The
summary indicated that Resident # 132 has an
indwelling catheter due to her diagnosis of
neurogenic bladder. The summary indicated that
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SALISBURY, NC 28144
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For residents who have the potential to be
affected

Care plans for active residents with
indwelling catheters, anticoagulant
medications, wounds, history of falls, or
need for supportive devices were reviewed
by the Director of Nursing, the Minimum
Data Set Nursing staff and Nurse Consultants
on 10/07/2013 to ensure that each resident
had a comprehensive care plan with changes
made as necessary to meet each resident’s
neads.

System Change

On 10/7/2013, a new group of reports was
developed in the Electronic Medical Records
systeny with a shorteut located under the
Reports tab. These reports will be used to
audit all designated care plans to ensure
appropriate care plans are generated and
updated in a timely manner,

*Sae Attachment 1

Measures put in place to ensure solutions
are sustafned

The Dlrector of Nursing will monitor monthly
and will report results to the Administrator,
Resuits will also be reported to the Quality
Assurance Performance Improvement
Committee for a period of twelve months.

FORM CMS5-2567(02-99) Previous Verslons Obsolele

Event ID;BSSTH

Faciily iD: 923318 If continezation sheet Page 5 of 31




PRINTED: 10/03/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BULDING COMPLETED
345153 B. WING 09/26/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2iP CODE
820 KLUMAC RD
TRINITY OAKS
SALISBURY, NC 28144
(X4 D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 45}
BREFX {EAGH DEEICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE CONPLETON
TAG REGULATORY OR LSC IDENTIFY ING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 279 | Continued From page 5 F 279

the resident had a chronic urinary tract infection
(UT1) and a care plan will be developed to resolve
the UT! and to have no complication.

Review of the care plan dated 9/22/13 was
conducted. There was no care plan developed ,
for the use of the indwelling catheter.

On 9/2513 at 9:42 AM, Resident #132 was
observed in bed with an indwelling catheter in
place.

On 9/26/13 at 8:40 AM, administrative staff #3
was interviewed. She reviewed the care plan and
acknowledged that she had missed to develop a
care plan for the indwelling catheter.

1¢. Resident #132 was originally admitted to the
facility on 8/20/13 with muttiple diagnoses
including deep vein thrombosis (DVT). The
admission Minimum Data Set (MDS) assessment
dated 9/18/13 indicated that Resident #132 was
cognitively intact. The assessment did not
indicate that the resident was on anticoagulant
medication.

Review of the current physician's orders revealed
that Resident #132 was on Coumadin {an
anticoagulant drug) 15 mgs daily for DVT,

The care plan dated 9/22/13 was reviewed.
‘There was no care plan developed for the use of
the anticoagulant drug.

On 9/26/13 at 8:40 AM, administrative staff #3
was interviewed. She reviewed the care plan and
acknowledged that she had missed to develop a
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care plan for the use of the anticoagulant drug.

2. Resident # 113 was admitted to the facility
3/22113. Cumulative diagnoses Included:
Postpoliomyelitis (symptoms include progressive
muscle and joint weakness and pain, general
fatigue and exhaustion with minimal activity and
inuscle atrophy), Ataxia and Diabetes Mellitus. A
Quarterly Minimum Data Set (MDS) dated
0/02/13 indicated Resident # 113 was severely
impaired in cognition. He required extensive
assistance with bed mobility, transfers, toilet use,
personal hygiene and dressing. Resident # 113
was totally dependent on staff for bathing. He
was frequently incontinent of bladder and bowel.
Balance was impaired in that Resident # 113
required staff assistance when moving from a
seated to standing position, move on and off the
tollet and surface to surface transfers. Skin was
noted as no pressure ufcers during the
assessment period.

A care plan dated 9/2/13 indicated Resideni # 113
was at risk for skin breakdown. Approaches
included, in part: assess skin condition daily and
note changes. Treat as ordered. Keep clean and
dry. Pressure refieving device for bed and heel
protectors, The care plan did not address the
ulcer on the left heel.

A nursing skin assessment dated 7/29/13 stated
Resident # 113 had a fluid filled area on his left
heel.

A progress note by the nurse praciitioner dated
7/29/13 indicated Resident # 113 had a
nickel-sized white intact blister with fluid
underneath on the lefi lateral heel. The
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surrounding skin was clean and dry with no
redness. The heel blister was discussed with the
wound staff {wound care nurse).

On 8/6M3, a nursing note indicated the blister
filled area noted to left heel was intact.

A nursing note dated 8/9/13 at 9:10 PM, revealed
the fluid in blister left heel was absorbed and the
area remained discolored.

A nursing note dated 8/22/13 at 10:16PM. stated,
in part, the blister area on left foot appeared
larger with a dark purple/black color.

Anursing note dated 8/26/13 at 10:53 AM.
indicated that bitateral heels were dry with a dark
area remaining on the left heel.

A nursing note dated 9/23/13 revealed there was
an area to left outer heel, unstageable 1.3 cm
{centimeters) x 0.5 cm (centimeters), depth
unknown. There was loose dark hard brown to
black tissue.

On 9/24/13 at 4:58 PM., Nurse #1 stated the area
on the left hesl noted in the nursing notes on
7/129/13 was like a waler blister area. The skin
was intact at that time. She stated the blister
eventually burst. Nurse #1 stated the arca was
about the size of an egyg when the blister burst.
She indicated the area had decreased in size and
now was an unstageable pressure uleer with
black tissue.

On 9/25M3 at 1:59 PM., Nurse #2 stated the left
heel fluid filled area was noted on 7/29/13 when
Resident # 113's weekly skin check was done,
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She stated the area was dark purple in color on
8/22/13 when she performed the weekly skin
check., Nurse #2 stated that nursing staff used to
leave a note for the wound care nurse when an
area was noted on a resident that required an
assessment by the wound care nurse. She
stated, now, nursing staff would write a
physician's order for the wound care nurse when
an assessment was needed. Nurse #2 reviewed
the medical record for Resident # 113 and
indicated there was no documentation in the
record from the wound care nurse regarding the
assessment and/or progress / decline of the
wound area.

On 9/25/13 at 2:45 PM., wound care of the left
heel was observed for Resident # 113. The area
on the left heel measured 1 cm. x 0.8 cm. of
black tissue. The surrounding skin was pesled
with no redness noted. A foam dressing and
clear transparent dressing was applied to the
area.

On 9/25/13 at 3:44 PM., Administrative staff #1
stated she was not aware that Resident # 113
had a blister on the left heel. She stated the
blister area on the left heel should have been
documented by the wound care nurse in the ulcer
documentation folder. Administrative staff #1
said the blisler was a pressure ulcer and should
have been care planned as a pressure ulcer area.

On 9/26/13 at 8:55 AM., Administrative staff #2
stated when the care plan for Resident # 113 was
reviowed, there was no documentation noted in
his medical record regarding pressture ulcers
during the seven day look-back period
(8/27/13-9/2113). She said the MDS (Minimum
Data Set) staff obtained information regarding
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The resident has the right, unless adjudged
incompetent or otherwise found 1o be
incapacitated under the laws of the State, to
participate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
inferdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident’s needs,
and, to the extent practicahle, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
gach assessment.

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review
and staff inferview, the facility faited o revise and
update the care plan for falls for one of three
residents reviewed for falls/ accidents (Resident #
113}, The findings included:

Resident # 113 was admitted to the facility
312213. Cumulative diagnoses included:

TRINITY QAK
S SALISBURY, NC 28144
o) ID SUMMARY STATEMENT OF DEFIGIENCIES > PROVIDER'S FLAN OF CORREGTION )
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F 279 Continued From page 8 F 279 Continued From page 9
skin condition from the wound nurse, the skin
condition folder and the ulcer documentation PLAN OF CORRECTION TAG #483.10 F-280 10/24/2013
folder. The facility will continue to revise and 1
F 280 | 483.20(d)(3), 483.10(k}2) RIGHT TO F 280 @ faclilty will continue to revise ant
58=D PARTICIPATE PLANNING CARE-REVISE CP update the care plan for residents with a

history falls or need for supportive devices
to include measurable objectives and a
timetable to meet a resident’s medical,
nursing, mental and psychosocial needs as
identified In the comprehensive
assessments.

For the resident affected

For resident # 113, the Reglstered Nurse
Assessment Nurse revised the fall care plan
on 10/7/2013 and added that Restdent #113
will be placed in a highly visible area when
out of bed in a wheelchair,

For residents who have the potential to be
affected

All care plans for active residents with a
history of falls and need for supportive
devices were reviewed by the Director of
Mursing, the Minimum Data Set Nursing Staff
and Nurse Consultants on 10/7/2013 to
ensure that each resident has a
comprehensive care plan with revisions
made to meet each resident’s needs.
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Postpoliomyelitis (symptoms include progressive
muscle and joint weakness and pain, generat
fatigue and exhaustion with minimal activily and
muscle atrophy}, Ataxia and Diabetes Mellitus. A
Quarterly Minimum Data Set (MDS) dated
9/02/13 indicated Resident # 113 was resident
severely impaired in cognition. He required
extensive assist with bed mobility, transfers, toilet
use and focomotion on the unit. Ambulation did
not occur during the assessment period. His
balance was impaired in that he was only able to
move from seated to standing position, move on
and off the toilet and perform surface to surface
transfers with staff assistance. Impairment was
noted on one side for range of motion for upper
and lower extremities

A care plan dated 9/2/13 indicated Resident # 113
had a potential for falls manifested by history of
falls and decline in cognitive status. Approaches
included: 9/16/13 nurse aide--encourage to ask
for assistance. Call light in reach. Assist with
ambulating, transferring, toileting. Do not leave
unattended when foileting. Bed should be in
Jower locked position with mat in place. Check
comfort level on routine care rounds. There was
no documentation regarding the fall on 8/31/13 or
the interventions recommended during the
investigation of the fall.

A fall assessment done 8/30/13 indicated
Resident # 113 had intermittent confusion. He
needed assistance with teileting; had no history of
falls last 8 months: visual impairment was noted;
self propelied his wheelchair and stable blood
pressure. He had a score of 10 which indicated
medium risk for falls. Interveniions included
resident, when out of bed in wheelchair, tobeina
high visibllity area.
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System Change

A new group of reporis was developed In the
Electronic Medical Recortls system witha
shoricut located under the Reports tab.
These reports will be used to audit all
designated care plans to ensure apgropriate
care plans for falls are generated and
updated in a timely manner.

*See Attachment 1

Measures put in place to ensure solutions
are sustained

The Director of Nursing will print the new
Audit Reports weekly for 3 months and then
monthly for 9 months to ensure that
appropriate care plans are created and
updated to meet each resident’s medical,
nursing, mental and psychosocial needs as
identified in the Comprehensive
Assessments.

Results of these monitoring audits will be
reported to the Quality Assurance
Performance improvement Committee for a
pertod of one year.
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An incident report dated 8/31/13 at 4:45 PM.
reveated Resident # 113 was found in front of the
bathroom door in his room. Resident stated he
was going home. He susfained a skin tearand a
scrape on top of the right hand. Investigation
resulls stated that Resident # 113 needed to be
kept in a highly visible area so he could quickly be
assisted when he became restless or {ried {o get
out of his chair.

An occupational therapy note dated 9/2/13
revealed that Resident # 113 had a fall from his
wheelchair over the weekend (8/31/13).
Occupational therapy ensured that a cushion
cover was in place to provide a safe seating
surface and reduce likelihood of sliding out of his
chair

On 9/26/13 at 7:50 AM., NA #2 stated Resident #
113 had a cushion covered with cloth in his chair
in an attempt fo prevent him from sliding out of
the chair, She also stated she checked on him
frequently during her shifi. When asked if
Resident # 113 used a mat on the floor by his
bedside when he was in bed, NA#2 stated he did
not use a mat on the floor. An observation of the
room at that time revealed there was not amat in
the room/ bathroom,

On 9/26/13 at 8:04 AM., Nurse #2 stated
Resident # 113 did not use a mat on the floor
beside his bed. She stated, if a mat was used,
there would be a physician's order for the mat.
Nurse #2 checked the physician's orders and
indicated there was not an order for a mat to be
used at bedside.

On 9/26/13 af 8:23 AM., Administrative staff #2

F 280
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stated the MDS nursing staff was notified of falls
daily, 1 interventions were put in place, they
would try to put the intervention on the care plan
and remove interventions that were no longer
perlinent. Administrative staff #2 stated they had
meelings svery Wednesday and falls was
included in that meeting. The MDS staff irled to
keep the care plan updated weekly. She
indicated Resident # 113 used a fall mat. An
observation of Resident # 113's room was
conductad at that time and Administrative staff #2
observed that there was no mat in the room. She
said, at some point, he had to have used a mator
it would not have been put on the care plan.
Administrative staff #2 stated the use of the
cushion implemented by Occupational therapy
should have been on the care plan.

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSIURE SORES

Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individual's clinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT is not met as evidenced
by:

Based on observations, staff interview and
record review, the facility failed to assess a
pressure ulcer frequently enough to monitor for
worsening condition that could require new
interventions and failed to initiate a treatment

F 280

F 314

Continued From page 12

PLAN OF CORRECTION TAG #483.25 F-314

The facility will continue to assess all
pressure ulcers frequently enough to
monltor for worsening condittons and
initiate treatment changes as neaded in
order to promote healing.

For the resident affected

For Resident #144, on 9/25/2013, the
Attending Physician assessed the left heel
pressure ulcer and venous stasis ulcer
located on the right anterior leg. The
Attending Physician wrote an order to
continue the alginate foam with an
additional order to switch to Santyl debriding
medication o soften eschar if necessary.

The Atteniﬂng Physiclan noted that he would
reassess the resident on 8/27/2013.

10/24/2013
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change for a pressure ulcer that had become
necrotic, when the necrosis was first identified, for
1 (Resident # 144) of 3 sampled residents with
pressure ulcers, The findings included:

Resident # 144 was admitted on 7/7/13 with
diagnoses including anemia, hypertension,
peripheral vascular disease, varicose veins,
dysthymic disorder and chronic pain syndrome.

The Admission Minimum Data Set (MDS) dated
7116/13 revealed Resident #144 was moderately
cognitively impaired and required extensive
assistance of two people for turning and
repositioning. According to the MDS, Resident
#144 was at risk for pressure ulcers but did not
have a pressure ulcer, however he did have an
open lesion that was not a pressure ulcer.

Review of the Care Plan dated 7/16/13 reveated
that there was a care plan for the resident' s
open lesfons (other than ulcers) which were
venous/arterial ulcers. This Care Plan was
updated on 7/18/13 with the following
interventions: assess skin condition daily and
note any change, pressure relieving device fo
bed, monitor turning/repositioning, provide ulcer
care, keep linen clean, dry and wrinkle free, air
maftress on bed, float heels.

Review of the electronic medical record for
Resident #144, from 7/7/13 - 9/26/13, revealed
he had a pressure ulcer on his left heel starting
on 7/19M13. The wound assessments and
physician ' s orders revealed the following:

Week of July 14 - 20:
7M9/13 (Friday) initial assessment: unstageable,
wound tissue closed and purple, 3.4 x 3.5 {fength

For residents who have the potential to be
affected

Shannon Davidson, Ceriified Wound Care
Nurse, conducted wound rounds on

and reviewed all ulcers to ensure that the
facility has the best possible treatment plan
to promote healing of ulcers, The Certifled
Wound Care Nurse returned agatn on
16/9/2013 and conducted wound rounds
with the treatment hurse to evaluate the
healing progress for alf wound ulcers in the
facllity.

System Change

To serve as backup for the facility treatment
nurse, by 10/24/2013, the Certified Wound
Care Nurse will train all Unit Managers to
assess, measure and meet the
documentation requirements for ulcers as
outlined in F-314.

By 10/24/2013, all Unit Managers will have
initiated additlonal training on wound care

Unit Managers will be reguired to pass a
computerized test hosted by Upstairs
Solutions, an online training program.

10/02/2013 with the factlity treatment nurse '

assessment and wound care documentation.
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x width in centimeters)
7/19/13 Physician ' s order: float heels, apply skin
prep to lefi heel every shift

Week of July 21 - 27

7/22/13 (Monday) weekly summary: unsiageable,
wound tissue closed and purple, 3.4 X 3.5.
Physician ' s orders for this week revealed no
riew treatment orders for the feft heel pressure
utcer.

Waek of July 28 - August 3:

No documented assessment

Physician ' s orders for this week revealed no
new treatment orders for the left heel pressure
ulcer.

Week of August 4 - 10

8/10/13 (Saturday) at 12:38 PM: type of
assessment not indicated, stage of wound not
indicated, wound described as closed and purple,
3.4x35.

810113 (Saturday) at 12:59 Pit: weekly
summary, unstageahle - wound bed covered by
slough andfor eschar, wound tissue
necroticfeschar and black, healing progress
worsened, 3.5 x 4.5 -
Physician * s orders for this week revealed no
new freatment orders for the left heel pressure
ulcer.

Week of August 11 - 17:

No documented assessment

Physician ' s orders for this week revealed no
new treatment orders for the left hee! pressure
ulcer.

Week of August 18 - 24;

Measures put in place to ensure solutions
are sustained

Using the Wound Assessment record, the
Director of Nursing will conduct weekly
audits for three months and then monthiy
for nine months to ensure that solutions are
sustained. The results of the audits will be
documented and presented by the Director
of Nursing at the Quality Assurance
Performance Improvement Committee
quarterly meeting for a period of one year.
Changes to the corrective action plan will be
made to ensure substantial compliance if
concerns are identified.
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820113 (late entry for 8/19/13 [Monday]) weekly
summary, ungtageable - wound bed covered by
slough and/or eschar, wound tissue
nacroticfeschar and black, 1.5 x 4, healing
progress improving becoming smatler
Physician ' s orders for this week revealed no
new treatment orders for the left heel pressure
ulcer.

Week of August 25 - 31:

8/29/13 Physician ' s Order: clean left heel with
normal saline, apply hydrocolloid, wrap with
sirefch gauze, secure with tape two times a week
and a needed.

8/30/13 (Friday): weekly summary, unstageable -
wound hed covered by slough and/or eschar,
wound tissue necrotic/eschar and black, healing
progress improving, light serous drainage, 3 x 4,
" healing progress improving and becoming
smaller "

Week of September 1-7:

9/6/13; weekly summary, unstageable - wound
bed covered by slough and/or eschar, wound
tissue necrotic/eschar and grey, 25X 3

9/7/13 Physician * s Order: clean left heel with
normal saline pat dry skin prep to sturrounding
heel, apply foam to left heel, pad with 4 x 4, wrap
with Kling (frequency not indicated.)

Week of September 8 - 14:

9/16/13(late entry for 9/13/13 [Friday]): weekly
summary, stage 3 pressure ulcer, has full
thickness of skin loss exposing the subcutaneous
tissues - presents as a deep crater, 60% slough,
40% granulation, wound tissue yellow and pink,
moderate serosangunious drainage, 4 x 4.5,
wound depth not indicated

9/9/13 Physician’ s Order: have Physical
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Therapy do debridement of the left heel foday.
99113 Physician * s Order: clean left heel with
normal saline, apply foam dressing, secure with
fransparent dressing and wrap with stretch gauze
three times a week and as needed.

Week of September 15 - 21:

No documented assessment (9/16/13 entry was a
tate note for 9/13/13)

9/21/13 Physician * s Order: Clean left heel with
normal saline, apply foam dressing with boarders
or foam dressing and secure with transparent
dressing, wrap with stretch gauze and secure
three times a week.

Week of September 22 - 28:

9/23/13 (Monday): assessment type not indicated,
Stage 3 pressure ulcer, 100% yellow (pale)
Necrotic/Eschar, wound tissue yellow, moderate
drainage, serosanguineous with some odor,
wound culture grew multiple organisms with
nothing dominant, stoughing occurring, 4.6 x 4.5,
worsened stage 3 pressure ulcer

Physician ' s orders for this week revealed no
new freatment orders for the left heel pressure
ulcer.

On 9725713 at 2:25 PM, Resident # 144" s left
heel pressure ulcer was observed during the
dressing change. There was a large amount of
serosangunious drainage and a mild odor. The
wound was 50% granulation tissue and 50%
black eschar. The eschar measured 4.4 cm
fength x 2 cm width and the area with granulation
tissue measured 4.4 cm length x 2 em width x 0.6
om depth. The overall wound six was 4.4 cmx 4
cm. Interview with Nurse #1, at this time,
revealed that the Treatment Nurse was off on
leave and floor staff had taken over the dressing
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change. She also stated that they had recently
stated doing the dressing change daily due to the
amount of drainage and that the wound had been
cultured on 9/16/13 and showed no growth.

Further review of the Treatment Records and
Physician ' s Orders for September 2013
revealed Resident # 144 ' s dressing changes
were siill being documented as being done every
3 days and the need for daily dressing changes
had not been included in the Physician ' s Orders.

Interview with the Nurse #1 on 9/26/13 at 9:30
AM revealed she had been unaware wound
assessments had been missed or undocumented
for Resident #144 for 3 of the 12 weeks since the
left heel pressure ulcer was first identified. She
also stated that she had never seen the
measurements or objective wound assessment
detaits for Resident # 144, as the Treatment
Nurse was the only staff member who ever used
the wound assessment file in the elecironic
medical record. Nurse #1 acknowledged that it
was difficult to objectively frack a wound ' s
progress and need for freatment changes,
without comparison data from week fo week, and
that wounds could quickly worsen. She added
that the Management Team had a weekly
meeting where they discuss and track resident ' s
progress in various areas including pressure
ulcers. She stated however, that the Treatment
Nurse did not bring the assessment results or
wound measurements to the mesting for review
or week to week comparison over fime. Nurse #1
provided the notes from the tracking meetings in
August. Review of this document with the Nurse
#1 revealed that on 8/14/13 the resident ' s left
heel was reported as healing, however the
“Ireatment Nurse had not documented an
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RESTORE EATING SKILLS

Based on the comprehensive assessment of a
resident, the facility must ensure that --

{1) A resident who has been able to eat enough
alone or with assistance is not fed by naso gastric
tube unless the resident ' s clinical condition
demonstrates that use of a naso gaslric tube was
unavoidable; and

(2) Aresident wha is fed by a naso-gastiic or
gastrostomy tube receives the appropriate
{reatment and services to prevent aspiration
pneumonia, diarrhea, vomiting, dehydration,
metabolic abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating
skills.

This REQUIREMENT is not met as evidenced
by:

Based on record review, observation and staff
interview, the facility failed to ensure that the
resident's head of bed was elevated when enteral

The faclity will contlnue to ensure that a
residant who is fed by a gastrostomy tube
will receive the appropriate treatment and
services to avold asplration pneumonia and
to restore, if possible, normal eating skills,

For the resident affected

The head of the bed for resident # 13 was
immedlately elevated to 30 degrees.
Resident resplratory status was monitored

closely with normal breathing pattern noted.

The restdent remainead afebrile with no
changes in respiratory status. Nursing staff
was in-serviced on 9/26/2013 by the Unlt
Manager to ensure resident’s tube feeding is

paused when the head of the bed Is lowered.

For residents who have the potentlal to be
affected

Currently, resident # 13 is the only resident
in the building fed by a gastrostomy tube,
The measures outlined in this section will
also be used for future residents admitted
who are fed by a gastrostomy tube,
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) assessment that week and the assessment prior
to that indicated the pressure ulcer had worsened
and become necrotic. Nurse #1 was not asked to
comment on why there ware no new orders for
the resident' s worsening heal ulcer until 8/29/13.
The Treatment Nurse was unavailable for
interview. ' 10/24/2013
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feeding was continuously infusing for 1 (Resident
# 133) of 1 sampled resident on enteral feeding.
Findings included:

The facility's policy on enteral nutrition dated
1126411 was reviewed. The policy read in part *
position resident in the semi-fowler's position or
higher. Residents receiving contintious tube
feeding should be kept in semi-fowlers position at
alt fimes, "

Resident #133 was originally admitted to the
facility on 3/23/13 with multiple diagnoses
including stroke with dysphagia. The quarterly
Minimum Data Set (MDS) assessment dated
9/16/13 indicated that Resident #133 had
memory and decision making problems and was
on tube feeding. The assessment also indicated
that the resident had a diaghosis of pneumonia.

The care plan dated 9/17/13 was reviewed. One
of the care plan problems was " increase risk for
aspiration manifested by recent aspiration
prneumonia. " The goal was " nutrition needs will
be met, no complications related o iube feeding
and will maintain weight. " The approaches
included " check for residual per order, check for
placement per order, flush tube per order,
monitor for complications related to tube
placement, assess lung sounds, tubing care per
policy and report any changes in tube. " The
approaches did not mention how to posliion the
head of bed during care.

The doctor's progress notes were reviewed. The
notes dated 6/7/13 indicated that Resident #133
was readmitted with diagnosis including
pneumonia, The noles dated 7/2/13 revealed
that Resident #133 was on IV {intravenous)

System Change

The words “Elevate head of bed to 30
degrees for residents who receive tube

feeding” has been added to the Certified

Nursing Assistant assignment sheets.

Licénssed nurses are responsible for turning
the feeding pump off for short periods of
time when care Is given that requires the
head of the bed to be lowered and they are
responsible for turning the pump back on
when care has been delivered and the head
of the bed has been elevated to 30 degrees,

Measures put in place to ensure solutlons

are sustained

Effective 10/7/2013, the Unit Manager and
second shift Charge Nurse will monitor and
document weekly for one month, monthly !
for one quarter and then quarterly for the

remainder of the year to ensure that
residents with gastronomy tubes are

recelving appropriate treatment and services

to prevent complications.
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vancomycin (an antibiotic drug} for recurrent
aspiration pneumaonia, The notes dated 8/8/13
indicated that Resident #133 was readmitted with
diagnoses including Urinary Tract Infection (UTI)
and likely aspiration pneumonia. The notes dated
8/25/13 revealed that Resident #133 had a chest
x-ray and the report read " right lower lobe
pneumonia. ' Resident #133 was slarfed on
Rocephin {an antiblotic drug) T gm {(gram) 1V dally
for 7 days. The notes dated 8/26/13 indicated
that Resident #133 had increased cough and
congestion.

On 9/26/13 at 10:25 AM, Resident #133 was
observed in bed. The resident's head of the bed
was elevated and he was positioned on his back.
The tube feeding was confinuously infusing at this
time. The resident had an indwelling catheter
and NA #4 was preparing 1o provide catheter care
{o the resident. NA #4 was observed to lower the
head of the bed to a flat position while the fube
feeding was continuously infusing. When
interviewed, NA #4 replied that that there was no
probtem lowering the head of the bed during care
and she normally lowered the head of the bed
every lime she had to provide care to a resident,
She further stated that she was not allowed to
turn the tube feeding pump to offfon, she had to
call the nurse to do it

On 9/16/13 at 10:30 AM, Nurse #1 was
interviewed. She stated that NAs were not
allowed to lower the head of the bed to a flat
position when the tube feeding was infusing. The
NA had te call the nurse to turn the pump to hold
before lowering the head of the bed.

On 9/26/13 at 11:30 AM, administrative staff #1
was interviewed. She stated that NAs were not

F 322! Continued From page 20

Monitoring wiil take place on first shift and
second shift when Certified Nursing
Assistants are performing care. The audit
will check to ensure that tube feeding pump
is turned off by a Licensed Nurse while care
is being rendered and the head of the bed s
in a lower position. Results of the audits will
be reporied at the Quality Assurance Process
Improvement meeting guarterly. Any areas
of concern will be addressed immediately.
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Each resident’s drug regimen must be free from
unnecessary drugs. An unnecessary drug is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration; or
without adequate monitoring; or without adequate
indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any
combinations of the reasons ahove.

Based on a comprehensive assessment of a
resident, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy is necessary to freat a specific condition
as diagnosed and documented in the clinical
record; and residents who use antipsychotic
drugs receive gradual dose reductions, and
behavioral interventions, unless clinically
coniraindicated, in an effort to discontinue these
drugs.

This REQUIREMENT Is not met as evidenced
by:
Based on record review, staff and pharmacist

The facility will ensure that Abnormal
Involuntary Movement Scale tests are
completed for all residents prescribed
antipsychotic medications per facility policy.

For the resident affected

The unit manager completed an Abnormal
involuntary Movement Scale Test for
resident # 164 on 9/25/2013.

For residents who have the potential to be
affected

The Director of nursing, Minimum Data Set
staff and Nurse Consultants audited all
records of residents who receive
antipsychotic medications to Insure that
Abnorimal involuntary Movement Scale Tests
were completed per the facllity’s policy.
Effective 9/26/2013, all Abnormal
Involuntary Movement Scale Tests were in
compliance.
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allowed to lower the head of the bed to a flat
position when tube feeding was infusing. They
should call the nurse to turn the pump to hold
before lowering the head of the bed. She also
acknowledged that Resident #133 had recurrent
aspiration pneumonia.
F 329 | 483.25(l) DRUG REGIMEN IS FREE FROM F329| PLAN OF CORRECTION TAG #483.25 F-329 10/24/2013
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interviews, the facility failed to monilor the
adversa reaction ({tardive dyskinesia) for use of
antipsychotic drug for 1 (Resident # 164) of 3
sampled residents on antipsychotic medications.
Findings included:

Resident # 164 was admitted to the facility on
215143 with multiple diagnoses including
Alzheimer's disease. The quarterly Minimum
Data Set (MDS) assessment dated 8/14/13
indicated that Resident #164 had severe cognitive
impairment and was on antipsychotic drug.

The care plan dated 8/15/13 was reviewed, One
of the problems was " potential for adverse
medication side effects related to daily anflanxiety
and antipsychotic use. " The goal was " no
adverse effects due to medication regimen x 3
months, " The approaches included " monitor
for side effects svery shift, such as daytime
lethargy, increase mood swings, orying, decrease
appetite, report unusual behavior, report change
In physical condition, invelve family, make
referrals and 1:1 visits. "

The doctor's orders were reviewed, On 3/7/13,
there was an order for Risperdal (antipsychotic
drug) 0.25 mgs (miligrams) by mouth twice a day
for bipolar mood disorder/manic depression. On
5/10/13, Risperdal was decreased to 0.25 imgs
onece a day.

Review of the records of Resident #164 revealed
that there was no Abnormal Involuntary
Movement Scale (AIMS) test done. AIMS test
records the occurrence of tardive dyskinesia.

The monthly drug regimen review {DRR) notes
were reviewed. The DRR revealed that the

System Change

On 10/07/2013, using the Electronic Medical
Record, a report was developed to compare
residents who are on antipsychotic
meadications with Abnormal Involuntary
Movement Scale Tests completed. The
Director of Nurstng will run this comparison
report weekly and share results during the
weekly TREX meeting {weekly resident
progress meeting),

*Sea Attachment 2

i Measures put in place to ensure solutions
are sustained ;

The monitoring and documentatton of the
Abnormal involuntary Movement Scale test
will be reported to the Quality Assurance
performance Improvement Committee
auarterly for one year with changes made as
necessary to ensure solutions are sustained,
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pharmacist had requested for AIMS test to be
done for Resident #164 on 3/12/13, 8/14113,
8113113, 7/3/13 and 9/10/13.
On 9/25/13 at 10:50 AM, Nurse # 1 was
interviewed. She stated that she was responsible
for completing the AIMS test for residents on A/B
hall. She indicated that the pharmacist normally
would request for the AIMS test to be done on
residents who were receiving antipsychotic
medication. She added that she had received a
request for AIMS test for Resident #164 this
September, 2013 and she was planning to de it.
She also stated that she was not aware that the
pharmacist had been requesting for AIMS test
since March, 2013,
On 9/26/13 at 10:50 AM, the pharmaclst was
interviewed. She stated that she had been
requesting for AIMS test for Resident #164 since
March, 2013. She added ihat she had concerns
with A/B hall not responding to her
recommendations in a timely manner. :
F 371 | 483.35()) FOOD PROCURE, Fa71| PLAN OF CORRECTION TAG #483.35 F-371 10/24/2013
8= | STORE/PREPARE/SERVE - SANITARY :
The facility will continue to ensure
The facility must - perishable foods are labeled and dated per
(1} Procure food from sources approved or facility policy.
considerad satisfactory by Federal, State or tocal
authorities; and The Administrator will monitor audits and
(2) Store, prepars, distribute and serve food the Quality Assurance Performance
under sanitary conditions improvement Committee will review audits
completed by the Food Service Director,
The audits will be the responsibility of the
Food Service Director, the Assistant Food
Service Director or the Dietary Shift
This REQUIREMENT is not met as evidenced Supervisor and will be conducted twice daily,
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by:

Based on ohservations and staff interviews, the
facility failed to ensure that hair bonnets were in
place for 1 of 6 dietary aides, during meal

.preparation; failed to label and date 6 bowls

containing pershable foods in the reach in cooler
and falled to sanitize hands between the handling
of dirty then clean dishes.

The findings included:

1. On 9/23113 at 11:30 am, during the initial tour
of the kitchen, 6 bowls containing perishable
foods were placed in the reach in cooler, without
labels or dates.

On 9/23/13 af 3:35 PM, the Registered Distician
was interviewed. She stated that everything in the
kitchen must be labeled and dated.

2. On9/25/13 at 11:39 am, one of six dietary
aides was observed at the steam table, assisting
with lunch, with half of her hair exposed. She
wore a hair bonnet over a large bun of braided
hair and then Jeft the front portion of hair, from
forehead to crown, exposed.

On 9/25/13 at 11:50 am, the Dietary Manager was
interviewed. She stated that the dietary aide
should have her halr entirely covered and
removed her from the steam table and instructed
her to place two hair bonnets on fop of her hair.
The Dietary Manager also shared that she didn't
realize that the aide left part of her hair exposed,
commenting that normally this wasn't a problem.
The aide returned to the steam table at 11:53 am
with two bonnets in place, covering hair.

3. On 9/25/13 at 11:50 am, the utility aide was

TRINITY OAKS
SALISBURY, NC 28144
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION x5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIE ACTION $HOULD BE COMPLETION
TAG REGULATORY OR L.8G IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 Continued From page 24 Ea71] Continued From page 24

The audits will be completed every shift daily
for four weeks then once a week for four
weeks; then once a month for the next ten
months. Additionally the Food Service
Director will conduct random audits
throughout the year. Audit changes wilt be
adjusted if concerns identified.

Audit resules will be submitted to the Quallty
Assurance Performance Improvement
Committee guarterly for one year.

In-service meetings regarding labeling and
dating perishable foods were completed on
9/26/2013 with 100% attendance.

The facility wiit continue to ensure hair
bonnets will be in place during meal
preparatlon per facility policy.

Qn 09/23/ 2013, upon netification that
employee 1 of 6 dietary aides was identified .
to have part of her halr exposed, the Food
Service Director removed the Dietary Aid
from the serving line and advised the Dietary
Alde to put on a second halr bonnet
immediately.

The Food Service Director provided
education to alt dietary staff regarding
facility policy for hafr restraint.
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loading the dish washer three fimes, On one
occasion, he loaded the dishwasher with soiled
dishes, and allowed the machine to clean them.
At the end of the rinse cycle, he was seen
re-arranging the clean pots on the dish rack,
without cleaning his hands, then relumed to a
rack of dirty dishes, 1o start a new clean cycle.

On 9/25/13 at 12:05 PM, the Dietary Manager
was interviewed. She stated that staff should
wash their hands between handling clean and
dirty dishes, as well as when the clean dishes are
removed from the rack and stored. She
mentioned at other times during the shift, she'll
have four aides processing dishes. One aide
scrapes the dirly dishes, the ofher aides rinses
the dishes, the third aide loads the dishwasher
with the fourth aide refrieving the clean dishes.

On 9/25/13 at 12:12 PM, the utility aide was
interviewed. He stated that his normal routine
was lo check the pots after the rinse cycle was
completed, to make sure they aren't wet. He
stacks the pots on the rack to improve air flow for
air drying. When he brings the racks fo the back
of the kitchen, he then washes his hands to
unioad the clean dishes from the racks.
483.,60(c) DRUG REGIMEN REVIEW, REPORT
IRREGULAR, ACT ON

The drug regimen of each resident must be
reviewed at least once a month by a licensed
pharmacist.

The pharmacist must report any irregularities to
the attending physician, and the director of
nursing, and these reports must be acted upon.

TRINITY QAKS
SALISBURY, NG 28144
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the only staff in the dish room and was observed System Change

The facility Administrator or Food Service
Director will monitor audits completed by
the Food Service Director, the Assistant Food
Service Director or Shift Supervisor, The
daily audits and compliance will be the
responsibifity of the Food Service Director,
Assistant Food Service Director or Shift
Supervisor

The audits will be completed once daily for
one quarter. Additionally the Food Service
Director will conduct random audits
throughout the year, Audit changes will be
adjusted if concerns are identified.

Measures put in place to ensure selutions
are sustained

Audit results wilt be submitted to the Quality
Assurance Performance Committee
quarterly.

Dietary Staff wilt observe and comply with
policies and procedures as outlined in the
LSA Dietary Manual Section-Employee
Health and Safety stating: “Food service
employees must wear suitable and effective
halr restraints.”

In-service meetings regarding hair restraint
were completed betwean 9/26/2013 and
16/02/2013with 100% of the Dietary Staffin
attendance.
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adverse sffects due to medication regimen x 3
months. ¥ The approaches included " monitor
for side effects every shift, such as daytime
lethargy, increase mood swings, crying, decrease
appetite, repori unusuat behavior, report change
in physical condition, involve family, make
referrals and 1.1 visits. "

The doctor ' s orders were reviewed., On 3/7/13,
there was an order for Risperdal (antipsychotic
drug) 0.25 mgs (milligrams) by mouth twice a day
for bipolar mood disorder/manic depression. On
5/10/13, Risperdal was decreased fo 0.25 mgs
once a day.
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The facility will continue to ensure that
approprlate Infection controf measures are ;
adhered to throughout the dishware
cleaning process per facility policy.
This REQUIREMENT is not met as evidenced
by: The Food Service Director will ensure that
Based on record review, staff and pharmacist the dishwashing procedure will remain
interviews, the facility failed fo respond to the adhered to as a result of Incorporating a
pharmacist recommendation for 1 (Resident # second staff member responsible for
164)' Of? sampl‘ed.reSld‘ents on antipsychotic dishwashing. (one employee assigned to
medications. Findings included: clean dishes and ene employee assigned to
Resident # 164 was admitted to the facility on dirty dishes).
201 5/1‘3 w;tlh mg[tlple diagnoses mc]udlr}g‘ In-services were completed with 100% _
Alzheimer' s disease. The quarterly Minimum i o 0 i |
Data Set (MDS) assessment dated 8/14/13 compliance 09 26 13-1 0213 surrounding .
indicated that Resident #164 had severe cognitive dishware protocol.
impairment and was on antipsychofic drug.
The care plan dated 8/16/13 was reviewed. One
of the problems was " potential for adverse
medication side effects related to daily antianxiety
and aniipsychotic use. " The goalwas " no E428 PLAN OF CORRECTION TAG #483.60 F-428 10/24/2013

The facility will continue to comply with the
Drug Regimen Review at least monthly as
directed by the Licensed Pharmacist
Consultant,

For the resident affected

The unit manager completed an Abnormal’
involuntary Movement Scale Test for
resident # 164 on 9/25/2013.
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Review of the records of Resident #164 revealed
that there was no Abnormal involuntary
Movement Scale (AIMS) test done. AIMS {est
records the occurrence of tardive dyskinesia.

The monthly drug regimen review (DRR) notes
were reviewed. The DRR revealed that the
pharmacist had requested for AIMS test to be
done for Resident #164 on 3/12/13, 5/14/13,
6/13/13, 7/3/13 and 9/10/13.

On 9/25/13 at 10:580 AM, Nurse # 1 was
interviewed. She stated that she was responsible
for completing the AIMS test for residents on A/B
hall. She indicated that the pharmacist normally
would request for the AIMS test to be done on
residents who were receiving antipsychotic
medication. She added that she had received a
request for AIMS test for Resident #1684 this
September, 2013 and she was planning fo do it.
She also stated that she was not aware that the
pharmacist had been requesting for AIMS test
since March, 2013.

On 9/26/13 at 10:50 AM, the pharmacist was
interviewed. She stated that she had been
requesling for AIMS test for Resident #164 since
March, 2013. She added that she had concerns
with A/B hall not responding fo her
recommendations in a timely manner.

F 431 | 483.60{b), {d), {e) DRUG RECORDS,

ss=p | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurate reconciliation; and determines that drug
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For residents who have the potential to be
affected

The Director of Nursing will ensure
completion of Drug Regimen Review within 3
weeks after given to the Unit Manager, The
Pharmacy Consultant conveys urgent
requests immedlately by telephone and
email to the Diractor of Nursing for
immediate response.

System Change

The Pharmacy Consultant was instructed to
notify the Director of Nursing and the ‘
Adminlstrator by telephone if there is a
concern In receiving responses from facility
staff In a timely manner after they receive
the Drug Regimen Review.

Measures put in place to ensure solutlons
are sustained

The Drug Regimen Review is now kept on flile
and Initialed and dated as reviewed by the
Unit Manager. The Director of Nursing will
have the Unit Manager present a copy of the
Drug Regimen Review indicating that that it
has been completed, nitialed and dated.
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records are in order and that an account of all
controlled drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
{abeled in accordance with currenily accepted
professional prineiples, and include the
appropriaie accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperature
controls, and permit only authorized personnet to
have access to the keys.

The facility must provide separately locked,
permanently affixed compartments for storage of
controlled drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other dirugs subject fo
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff inferview, the
facility failed to discard expired medication from
one of five medication carts (E hall) and failed to
maintain refrigerator temperatures between 36-46
degraes for iwo of three medication refrigerators
(C/D hall and E hall medication refrigerators).
The findings included:

The facllity will continue to monitor drug
expiratlon dates to ensure replacement of
drugs by the date of expiration so that no
resident is glven an out of date medication.
The facility will continue to monitor the
temperature of ali medicatlon refrigerators
per facility policy to ensure praper
temperature control,

No resident was affected

No resident had an order for the out of date
medication. Refrigerated medicatlons were
not compramised by freezing,

For residents who had the potential to be
affected

The facility checked all medlcation carts and
refrigerators and did not find any other
medications that were expired. Itisthe
expectation of the facility that the expiration
dates of medications will be verified by the
persan administering the medication before
the medication Is administered. Medication
statlons are audited monthly by the
pharmacy consultant tech and dally by Unit
Managers and weekly by 3" Shift Charge
Nurses who look at all medication expiration
dates. Medications will be sent back to the
pharmacy before the explration date to be
replaced.
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1. On 9/26/13 at 10:47 AM., an ohservation of
the E hall medication cart revealed a bottle of
Q-pap children's acetaminophen liquid with an
expiration date of 3/13.

On 9/26/13 at 10:47 AM., NA #3 stated the
medication should have been discarded. She
stated random cart checks were performed
monthly and she also checked the expiration date
of medications prior to administration. NA#3
stated, to her knowledge, no resident was
currently receiving that medication either routinely
or as needed (prn}.

On 9/26/13 at 11:00 AM., Administrative staff #1
stated the medication should have been
discarded at the end of March, 2013.

2. On 9/26/13 al 10:30 AM., an observation of
the medication refrigerator on C/D hall revealed a
temperature of 30 degrees. A sign was observed
posted on the refrigerator that stated the
temperature should be between 36-46 degrees
Fahrenheit. A review of the refrigerator
temperature logs documented temperaiures
below 36 degrees thirty-three (33) times since
July 20, 2013.

On 9/26M3 at 11:17 AM., the maintenance
supervisor stated there had not been any
requests to check the medication refrigerators.
He stated they only received requests when the
temperature for the medication refrigerators was
too high and had never been asked to check the
refrigerators when the temperature was below 36
degrees.

3. On 926/ 3 at 10:47 AM., an observation of
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A new thermostat was Installed by
maintenance on the Virginia Casey Center
medication refrigerator. Maintenance
monitors the refrigerator temperature logs .
weekly for trends or out of range
temperatures,

Third Shift Charge Nurses check the
refrigerator temperatures nightly and record
findings on the log.

System Change

On 9/27/2013, maintenance Installed a new
thermostat on the Virginia Casey Center drug
refrigerator. Maintenance staff continued to
check the temperatures of drug refrigerators
periodically throughout the week to ensure
all refrigerators are within the required
range. Third Shift Unit Charge nurses on
each Unit will check the temperature of drug
refrigerators nightly and record findings
using the logs provided and notify
mafntenance the followlng morning if the
temperatures are out of range.

The policy related to refrigerator
temperatures and corrective action if
temperatures are found to be out of range is
attached to the temperature Jog. The
expected temperature range between 36
and 46 degrees Fahrenheit Is labeled at the
top of the daily log and remains posted on
each unit drug refrigerator.
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the medication refrigerator on E hall revealed a
temperature of 32 degrees. A review of the
refrigerator temperature logs documented
temperatures below 36 degrees twenty-eight (28)
times since July 20, 2013.

On 9/26/13 at 11:17 AM,, the maintenance
supervisor stated there had not been any
requests to check the medication refrigerators.
He slated they only received requests when the
temperature for the medication refrigerators was
teo high and had never heen asked to check the
refrigerators when the temperature was below 36
degrees.
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On 9/27/2013, the Unit Managers conducted
an in-service of all unit nurses regarding the
policy and procedures surrounding drug
refrigerator temperatures, correct logging,
and notification if out of compliance and the
importance of ensuring that drug
refrigerators are within expected
temperature range.

Additionally, Unit Managers will audi{ all
medication refrigerator temperatures daily
for 7 days, then weakly for 4 weeks to look
for trends or patterns in temperatures and
notify maintenance if any concerns are
discovered.

Measures put in place to ensure solutions
are sustained

Audits will be reported to the guarterly
Quality Assurance Performance
Improvement Committee meeting for six-
months. Any Immediate concerns will be
addressed on a dally basls.
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K 000} INITIAL COMMENTS K QOO PLAN OF CORRECTIONTAG I K 070
Surveyor: 27871 " All deficlencles determined during the survey
This Life Saféty Code{LSC) survey was were addrassed Immediately and corrective .
conducted as per The Coda of Federal Register actlons were taken as follows: :
at 42 CER 483.70(a); using the 2000 Exlsting I
Health Care section of the LSC and its referenced
publications, This bullding is Type 1 construction,
one story, with a complete atitomatic sprinkler ;
system,
The deflolencles determined during the survey 10/23/2018,
are as follows: ’ PLAN OF CORRECTION TAG # K 029 o
K 028 | NFPA 101 LIFE SAFETY CODE STANDARD K029
SS=E| Laundry roora doar latch was repalred by
One hour flre rated construction (with % hour facllity malntenance staff.
fire-rated doors) oF an approved automaiic fire
extinguishing system In accordance with 8.4.1 Sofied linen door latch on B —hall was
and/or 19.3.5.4 protects hazardous areas, When cepalred by facllity maintenancé staff,
the approved automatic fire extinguishing system i
option Is used, the areas are soparafed from system Change
other gpaces by smoke resisting partitions and
doors. Doots are self-closing and non-rated or Chieck off of all doors In bullding closing and
fleld-applled proteciive plates that do not excoed iatching has been added to Quarterly Safety
48 inches from the bottom of the door are round Checkilstand to Monthly Fire Drill
permitted.  19.8.2.1 Recard. Repalr Orders will be filled out
Immadiately I door falls Inspectlon.
¢ + Measures put In place to ansure solutions ;
This STANDARD Is not met as evidenced by . are sustained. |
Surveyor; 27871 L
Based on observations and staff interview at A Safety Committee members and montbly |
approximately 12:46. pm onward, the following fire drill participants will be in serviced on
itams were noncompliant, specific findings these regulations by 11/15/2013. Results of w
Include; Quarterly Safety Checkiist and Monthly Fire |
1, Jaundry room clean side door net closing and’ ol Record will be reported To Quatterly )
latehing. Quality Assurance Performance N 1
2, solled linen door an B -hall not latching. _ improvement Committee, |
LABORATQ (DIRECWPHER REPRESEMTATIVE'S SIGNATURE . TR ]gﬁ}) DATE ] 3 |
6 . o Cg;g '%1' ,._,[0._
Any daftciency statermgpt ending with an asterlsk (*) denotes a deflclency which the Instiullon may be exousad frorh correoting providing itis determinad that
other safeguards provips sufficient protection to the patlents, (Seo instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a pian of correction Is provided. For nusing homes, tha aboys {indings and plans of correction are disclosable 14
days following the date thess decuments are mads avallable to the faciilty, if deflclencles are olled, an approved plan of correcllon 13 requisite to continued
prograrh participatlon.
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42 CFR 483,70(a) PLAN OF CORRECTION TAG # K 038 | |sor20/2013
_ . , _ ;
ié gfg NEPA 101 LIFE SAFETY CODE STANDARD ‘ K038 The Therapy Room door alatn system was ‘
Exit accass is-amanged so that exits are readily rewired and Maglock power on code atert
accessible at all imes in accordance with section power supply was changed by Lefler
7.4 11824 Electronlcs, Ing, the contractor for alarm,
' wonder guard and electronic alert systems In
the bullding.
System Change ;
This STANDARD Is not met as evidenced by: No systern change warranted
Surveyor; 27871
Basad on observatlons and staff interview at Measures put In place to ensure solutions
approximately 12:45.pm onward, the following are sustalnad.
fterns were noncompliant, specific findings
include: delayed egress door going out of Code Alert System Is tested and docurnented
therapy, will lock back when wonder guard monthly. The alarm contractor inspects amd
bracket was used to fest.door locking system. tests the system annually,
42 GFR 483.70(a} _ '
K 082 | NFPA 101 LIFE SAFETY CODE STANDARD K 052!  PLAN OF CORRECTION YAG #K 052 [ 10/29/2013
8=k
A fire alarm system required for lifo safety is Lefler Electronics, Inc., the contractor for the li
installed, tested, and maintained In accordance fire alarm system, turned the annunclator |
with NEPA 70 Natlonal Electrica) Code and NFPA plezo on and tested alarms. ‘
72. The system has an approved maintenance )
and testing program complying with appticable Systam Change
requirements of NFFPA 70 and 72, 0.6.1.4
Mo systern change warranted
. _ Measures put In placo to ensure solutlons
\ are sustalnad,
Tha fire alarm system Is ested monthly by -
malntapance staft and annually by the alarm
contractor.
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K 052} Gontinued From page 2 K052
This STANDARD s not met as evidenced by:
Surveyor. 27871
Based on observations and staff interview at
approximately 12:46, pm onward, the following
ftems were noncompllant, speclfic findings
Include: nurse statlon &t A, B Hall.
1. fire alarm panel did not give an audible signal
on loss of power,
2. fire alarm panel did not give an audible signal
on loss of batlery.
3, fire alarm panel did not give an audible slgnal
on loss of telephone connecilon.
42 CFR 483.70(s8) . .
K 062 NFPA 101 LIFE SAFETY GODE STANDARD K 062 PLANOF CORRECTION TAG #K 062 10/25/2013
88=g i
Required automatic sprinkler systems are sprinkler systam heads were cleaned by
continuously maintained in rellable operaling tacility malntenance staff,
condition and are Inspected and tested .
periodically,  19.7.8, 4.6.12, NFPA 13, NFPA System Change
25,8.7.5
Fraguency of cleaning schedule for sprinkler
heads In the laundry and dletary
. . departments has been increased to avery 2
This STANDARD s not met as evidenced by: weeks in Planned Malntenance Work Order
Surveyor: 27871 , ' ’ software system.
Based on observations and staff interview at
approximately.12:46 pm onward, the folfowing Measures put In place to snsure solutlons
lilems were noncompliant, specific findings arosustalned.
include: sprinkler heads in laundry room have .
excess lent bulld up on pendent(back of dryer Dicector of Compus Malntenance reviews all
als0). o completed work orders on a monthly basls.
42 CFR 483.70(a) He will report findings toI the ".:Lualltgnt
K 0691 NFPA 101 LIFE SAFETY CODE STANDARD K 0pg|  Assurance Performance IprOvERE .
SS=E Committee on a quartetly basls.

Gooking facliities are profected in accordance
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with9.2.3,  19.3.2.8, NFPA 86 "
' splash guard was Installed on deep fat fryer
n Kitchen by facllity staff,
This STANDARD Is not met as evidenced by
Surveyor: 27874 System Change
Based on observations and staff interview al
approximately 12:45 pm onward, the following No system change warranted.
itoms were noncompfiant, specific findings
Include: Measures put In place to ensure solutlons
1, deep fat fiyer In kitchen Is not 16 Inches from are sustained.
adjacent equipment, Therefore, splash guard
must be installed-at @ minimum of 8 inches In
helght on fryer,
42 CFR.483.70(a)
K 072 | NEPA 101 LIFE SARETY CODE STANDARD Kor2 PLAN OF CORRECTION TAG I K072 10/23/2013
$S=E
Means of egress are continuously maintained free Haliway was cleared of alt ltems by facility
of all obstructions or impediments to full instant ' Housekeeplng staff,
use in the case of fire or other emergency. No
fumishings, decorations, or other objects obstruct System Change
exlts, access fo, egress from, of visiblitty of exits.
7.1,10 Director of Environmental Services s
checking hall dally en weakdays to insure
that It Is clear of any clutter. Weekend
envirenmental Staff is cheeking dally on
Tshis STANDARD Is not met as evidencad by: wekends
urveyor, 27871 :
Based on observations and staff Interview at Measwt:np:; I placo to onsuro solufions
?pproximate!y 12:45 pm onwarcé, the following arq sustatiEt
tems were noncompliant, specific findings ; ,
include: at tima of sgwey.serve hallway had | safety Committee wl“i{l: 0 m: p;ct t:::s ores
chalrs, cleaning carts stored on corridor. mornthty and repott findings 10 STy
Assurance Performanca improvement
42 CFR 483.70() Commitiea guarteriy,
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD K147 N
S§3=E )
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I

| lock out system.

Elactrical wiring and equipment Is In accordance
with NFPA 70, Natlonal Electrical Cade. 9.1.2

“This STANDARD Is not met as evidenced by
Surveyor: 27871

Based on ohservations and staff Interview at
approximately 12:46 pm onward, the following
items were noncompliant, specific findings
include: stove in Therapy room Is not on electrical

42 CFR 483.70(a)

Keyed efectrical lockout switch was instatled
on clreuit powerlng electric stove i Therapy
raom by facility Maintenance staff,

System Change
No systam change warranted,

Measures put In place to ensure solutions
ave sustained,

Mo sustalning measures warranted.
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X4 1D SUMMARY STATEMENT OF DEFICIENCIES D . PROVIDER'S PLAN OF CORRECTION 5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018l  pLAN OF CORRECTION TAG # K018 10/23/2013
S5=E

Door fatch on Clean Utifiy roomon © hall
was repaired by facillty malntepance staff.

Doors protecting corridar openings in other than
required enclosures of vertical openings, exits, or
hazardous areas are substantial doars, such as
those constructed.ef 1% inch solid-bonded core System Change
wood, or capable of resisting fire for af [east 20
minutes. Doors in sprinklered bulldings are only
raquired to resist the passage of smoke, There is
no impediment to the closing of the doors. Doors
are provided with a means suitable for Keepiny
the door closed. Dutch doors mesting 19.3.6.3.6
are permitted.  19.3.6.3 '

Check off of 2l doors in building closing and
fatching has been added o Quarterly Safety
Round Chacklist znd to Monthly Fire Drill
Record. Repair Orders will be filled out
immediately if door fails inspection.

Measuras put [n place to ensure solutions

Raller Jatches are prohibited by CMS regulations
are sustained,

in all heaith care facllities.

Al $afety Committee membars and monthly
fire drill participants will bein servicad on
these reguations by 11/15/2013. Results of
Quarterly Safety Checklistand Ménthly Fire

 prilf Record will be reported to Quarterly
Quallty Assurance Performance
improvement Committee.

This STANDARD is not met as evidenced by.
Surveyor: 27871

Based on observations and staff interview at
approximately 12:45 pm onward, the following
items were noncompliant, specific findings
inctude: door to clean ufility door not {atching on G
-hall. '

42 CFR 483.70(a)
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K 056
S8=E
If there is an automatic sprinkler system, itis
installed In accordance with NFPA 13, Standard
for the (nstallation of Sprinkler Syatems, fo
provide complete coverage for all portions of the

[ABORATORYJIIRECTOR'S OR PROVIDERUSUPPLIER REPRESENTATIVE'S SIGNATURE o . -Ef\ ' "~ eJpATE
d’/ @ Ji

o ¢/13

Any deficidncy slatema@ ending with an asterisk {*) denotes a deficiancy which the Inalitution may be excusad from comecting providing it ls determined thal
olher safaguards provide sufficiont profection to the patiants. (See Instructions.) Excapt for nursing homss, the flndlngs stated above ard discloaable 90 days
following the data of stitvey whether or nota plan of correction is provided. For nursing homes, the above findings and plana of comection are disclosable 14
days following the date Inese documants are made avallable ta the taclity, 1f deficlencies are cited, an appraved plan of correction Is requlsite lo continued
program panticipation.

oot Cuand IN:ASKTY Faciitv ID; 923318 if cortlinuation shest Page 1of3
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CENTERS FOR MEDICARE & MEDICAID SERVICES o OMB N, 0938-0301
STATEMENT OF DEFICIENCIES #41) PROVIDERISUPPLIERIGLIA 042) MULTIPLE CONSTRUGTION {%2) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING 02 - BUILDING 02 COMPLETED
. _ 345153 B. WING o 10/23/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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o) 1D SUMMARY STATEMENT OF DEFICIENOIES D PROVIDER'S PLAN OF CORREGTION {6
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FUL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG cnosan&r—:—:negcelo rg)a g%EAPPROPRmTE DATE
_ : EFIGIEN
K 056 | Continued From page 1 KDB6|  PLAN OF CORRECTION TAG fi K 056 10/29/2013 |
bullding. The systemn Is propsily maintalned In - ‘
accordance with NFPA 26, Standard for the Elite Fire Control, inc., the contractor for the
Inspection, Testing, and Malntenance of sprinkler system In the bullding varified that
Water-Based Fire Protection Systems. itis fully there is a sprinkier head located In the VCC
stipervised. Theteds a rellable, adequate water solled Utility Room and replaced the
supply for the system. Required sprinkier concealed plate with a new cne.
systems are equipped with water flow and tamper
switches, which are slectrically connected to the System Change
bullding fire alarm systemn,  19.3.5 .
No system change warranted,
" Measures putin place to ensure solutions
are sustained,
This STANDARD Is not met as svidenced by.
Surveyor; 27871
Based on obssrvations and staff interview at PLAN OF CORRECTION TAG I K 072 1 10/31/2013
approximately 12:45 pm onward, the following .
iterns wera noncompliant, specific findings Bi-fold doars on closets on C-hall across from
Include: verify that soited utllity roem Is sprinkied, clean utility roem were removed and
replaced with standard 6-panel doors with
. 42 CFR 483.70(a) autoratic closers by facllity mafntenance
K072 | NFPA 101 LIFE SAFETY CODE STANDARD KO72]
S8=E
Means of egress are confinuously maintained free System Chango '

of all ohstructions or impediments fo full instant
uge in the case of fire or other emetgency. No

furnishings, decorations, or other objects obstruct |.

exits, accass fo, egrass from, or visibliity of exits,
7.1.10 :

This STANDARD is not met as evidenced by
Surveyor, 27871

Based on observations and staff interview at
approximately 12:46 pm onward, the following
ltems were noncompliant, specific findings

. aresustained,

plans for changes to or addltions of doors to
hullding will be reviewed by Director of
Campus Malntenance to ensure compliance
with regulatlons,

Maasures put n place to ensure solutions

Dlrector of Campus Maintenance will report
planned or completed changes to doorways
1o the Quallty Assurance Performance
Improvement Committee quarterly,

=ORM CMS-2667{02-08) Provious Verslons Ohsolets

Event ID; BSST21

Faciity ID: 923318
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K 072} Continued From page 2 K 072
Include: bi-fold door to closst's on C-hall across
from clean ulifity room project more than 7 Inches
into corrldor.
42.483.70({a)
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