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F 242 483.15(b)|SELF-DETERMINATION - RIGHT O Preparation and) i
§8=D' MAKE_ CHOICES cxcgminn ofill:l'a s:au of
| correction does not
The resident has the right to choose activities constitute admission or
schedules, and health|care consistent with his or i agreement by the provider
her interests, assesanents, and plans of care 2: 3:; ::;t‘,orif acts a”;ged
interact with mambers;lof the community both in the s:a:cr;j:;n:rHCt o |
s inside and outside the‘-facility; and make choices deficiencies. The plan of i / D)
. about aspects of his o ‘ her life in the facility th at correction is preparcd 0 y
' are significant to the resident. ;“d/‘" excouted so ' Q Qnx
€cause it is require !
; the provisions ;If the |
[ . ) | federal and state law, !
This REQUIREMENT ‘ is not met as evidence:| i This plan of correction is i /é'
I by: [ submitted as the facility's
. Based on|record revIeL' and resident and sta f | | credible allegation of
interviews the facility failed to assess and hon sampliance.
the choice|for bathing frequency for 1 of 2 ;
residents observed fori‘choices. (Resident #8)
; ‘ F242
~ The findings included: | Eizﬁ?:;sfswa:im h
' i | 'C cgar : g her i
Resident j& was admi‘ ed to the facility with si‘é?eff‘;’c‘ff 2%ime :
 diagnoses which included dementia, diabetes, Shower Schedule and CNA ,
. and blindness. Resident #8's most recent , care card were revised to
“Minimum Data Set (MD}S) dated 11/14/13 i reflect the changes.
\ assessed her as being cognitively intact. The ; All residents upon admission
* MDS indicated resident #8 was dependent for ; i will be interviewed about
bathing with the assistance of one person. i | theis choices as it relates to
: i i shower preference.
On 11/18/13 at 3:15 PM an interview was \
' conducted With Resideftt #8. Resident #8 state d
' she would like to have nore than two showers :
' per week. $he stated she would like to have th-ee
- showers pgr week.
“An interview was condlcted at 2:44 PM with
" Nursing Assistant (NA)T#S. NA #3 stated reside nt
| #8 received her showers on Wednesday and | :
i Saturdays.fhe stated ipece-was a shower boo < - !
. which to!g,[ hat %deﬁl?r‘e‘*c?wed shower . P T S
LABORATORY DIRECTOR'S OR Bt wﬁﬁum REPRESENTATIVES- [BNATURE TITLE

. ) P
Any deficiency statement ending

other safeguards proyjdeSuffi
following the d f survey wh
days followirfg the date these g
program participation.

SQ00INa) Siarasiure. dade : 12-1113

T )
-

G(’EP/‘/ LM @*)

lent protection

|
|

ccuments are fpade available to the facility. If deficiencies are ciled,
f

Facility ID. 953418

//oﬁ/fff

Isk (') denoles a deficiency v hich lhe insh’fuuon may be excused from correcting oviding il is #e!ermined that
0 the patients. (Ses instructions.) Except for nursing homes, the findings stated/above are disclosable 90 da
ether or not a plan of correclion is provided. For nursing homes, the above findings and plans/of correction are disclosable 14

an approved plan of correction is requisite to conlinued

If continuation sheet Page 1 of 32




; | i
DEPARTMENT OF HEALTH AN#’ HUMAN SERVICES

EDICAID SERVICES

PRINTED: 12/09/2013
FORM APPROVED

OMB NO. 0938-0391

CENTERS FOR MEdJlCARE &M

|
STATEMENT OF DEF|CIENC1FS (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

§ ‘ |

IDENTIFICATION NUMBER

345008

{X2) MULTIPLE CONSTRUCTION

A BUILDING

B. WING

(X3) DATE SURVEY .
COMPLETED

C
11/21/2013

NAME OF PROVIDER OR SpPPLIER

GOLDEN LIVINGCENTER - DARTM

UTH

STREET ADDRESS, CITY, STATE, ZIP CODE
300 PROVIDENCE RD
CHARLOTTE, NC 28207

UMMARY STA?EMENT OF DEFICIENCIES

PROVIDER'S PLAN OF CORR .CTION

maintain good nutritior?
and oral hbgiene.

This REQUIREMENT |
by:
Based on observation

A resident who is unable to carry out activities of
- daily Iivind receives the

necessary services to
, grooming, and persor al

is not met as evidence: |

record review, and stz ff

interviews| the facility gailed to provide nail caie

for 1 of 3 3ampled resj

activities of daily Iivin%
|

dents reviewed for
(ADL). (Resident # 96

X5
,iﬁ?;'& (EACH DEFICIENCY MUST BE PRECEDED BY FULI PF!IEDFIX (EACH CORRECTIVE ACTION SHOULD BE COM(PLE}WON
TAG REGULATORY OR Léc IDENTIFYING INFORMATIOI I) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
T DEFICIENCY’{
| *[ |
. } i The Shower S
F 242 Continued|From page | F 242 A e eddewand
i NA #3 when on to explain the shower schedul 2 is to reflect any changes.
determined by what room number residents hi ive. : Preferences to be reviewed by '
NA #3 stated if residents want more than two Z‘;ﬂﬁliéflfi o d:s‘g““lc . J2
showers per week theyl would have to ask. NA #3 it 23/
; stated she did not think anyone assessed how nursing Staff was in-serviced b
" many showers the res !jenls want per week. regarding Residents Rights /_.L
: inc]udin_g making choices
1 On 11/21/)3 at 2:50 Plll an interview was : about his o her care.
- conducted with Nurse #3 who took care of ' The Ditictos oF
! Resident #8. Nurse #3‘ stated residents who w ant Nursing/designee will
- more than two showers per week would have 0 i randomly select 4 residents
"ask. She stated no ong assessed how many I twice per week for 4 weeks, 4
' showers residents wotlld like when they were I ‘r::;iin;s b vefeIGEY
; ! ' , 2 residents per week
admitted. Nurse #3 stated Resident #8 never old for 4 weeks to focus on the
her she wanted more than two showers per w ek, bath preference and staff
! ad.herclnce to their choice .
| On 1121/13 at 5:19 PM an interview was Ef{:;‘;;‘t";ig‘:ee sillxenon
: conducteq with the Diqéctor of Nursing (DON) any negative findings to P
| The DON stated she dId not think frequency cf Quality Assurance committee
- showers was assessed when a resident was monthly for 6 months and
t admitted. She stated preference for frequency of quarterly thereafter.
+ showers should be asgessed. |
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F312,
53=p DEPENDENT RESIDENTS ‘
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assessed as having sgverely impaired cogniti>n
and need%d extensive|assistance of 2 person; for
most ADL including pérsonal hygiene.
Review of‘ resident #98's cognitive care plan
dated 08/26/13 revealed interventions to
anticipate|resident negds and provide consist :nt
staff to wark with the resident.

| V

Observations on 11/20/13 at 8:15 AM and 12 58

' PM revealed his fingef nails on both hands h:d a

" quarter imLh dark debr{s underneath the nail t ads.

~Subsequant observati‘ nson 11/21/13 at 11:13

. AM and 5/40 PM revealed his fingernails on L oth
hands continued to have a quarter inch dark
debris underneath the nail beds.

“An interview was conducted with Nurse Aide « NA)
#10n 11/21/13 at 9:35 AM. She stated show »rs
_are done 2 and 3 times a week depending on
resident preference. At the time of showers,
shaves and nails are cut, cleaned and trimme 1.
She said shaves and ﬂails should not be done
just on shower days blt as needed.

. An interview was conducted with NA #2 on
1172113 Zt 5.44 PM. She stated she had
responsibility for care of Resident #96 and all
residents residing on the short and long 100 F all.
She reported she was the only NA on the 100 hall
on second shift. She revealed Resident #96 | ad
showers shhedufed o 'LWednesdays and
Saturdays| She said residents nails and facia

! hair should be monitor{ad on a daily basis for
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i |
F 312 Contmueq From page 2 F 312
' ! F312
Findings ii cluded: I Residents # Y6 was provided
' | finger nail care.
- Review of| Resident #96's Annual Minimum D ita Al residents in the facility | i
Set (MDS) dated 08/26/13 revealed he was have the potential for being

effected by the deficient ‘
practice, !

An audit of all resident nails

was conducted and nail care

provided as needed. The

nursing staff was in-serviced

regarding care of residents

nails. |

Director of Nursing/designee
will randomly select 4
residents twice per week for 4
weeks, 4 residents per week
for 4 weeks, 2 residents per
week for 4 weeks to focus on
nail case including cleaning,
The Director of
Nussing/designee will report
any negative findings to
Quality Assurance committee
monthly for 6 months and
quarterly thereafter.
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F 312 Continued From page

trimming and cleaniné
showers cin second sh

h

“ they had not been cle;

routine cafe and clean
The DON ‘obsewed R
and agreed they need

_____ becleaned.
F 323 )483.25(h)
ss=£/ HAZARD$/SUPERVI

The facility must ensu

environment remains

as is possjble; and ear

adequate supervision
' prevent aTcidents.

This REQUIREMENT,|
by: | |
. Based on staff intervi
records and facility inv
' to supervise 2 of 3 san

with impaired cognitior

back lobby. Resident
“while in the facility's p

hands before meals bt
" to clean alnd trim nail{as needed. NA #2
I observed Resident #96's fingernails and agre ad

w

She said she does
ift and washes residen's
had not always been able

ned on his shower day s

. and needed to be cleaned.

f An intervigw with the Director of Nursing (DO )

on 11/21/13 at 6:03 PM revealed she expected

. the NAs to monitor refﬁident‘s fingernails durir 3

them on a daily basis.
sident #96's fingernail
d to

FREE OF ACCIDENT

ION/DEVICES

e that the resident

s free of accident hazz rds
:h resident receives

nd assistance devices to

is not met as evidence §

ws, review of medical

estigations the facility failed
pled residents assess::d
and exhibiting wander ng

" behavior. Resident #66 was unsupervised wh le
- on the facility's side porch and in the first floor

107 was unsupervised
rking lot,

F 312

Residents # 66 and #107

| continue to wear

; Wanderguard bracelets and
are monitored by staff.

Upon admission, quarterly, or
with a change of condition
residents are assessed for the
potential for Wandering the
1 potential for being effected
by the deficient practice.

All residents in the facility
were reviewed for the
completeness and accuracy of
their wandering assessment.

A list was compiled of
residents requiring a
Wanderguard bracelet to
assist in monitoring . The
nuesing Staff was in-serviced
regarding Wandening and
Elopement Policy. Exit door
functions are checked daily by
maintenance staff/designee.
Door alarm codes will be
changed. A poster to alest

FORM CMS-2567(02-99) Premers Versions Obsq

-3

8 Ewv ntID:SJES11
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. The ﬁndi+gs include
o

12/4/08.
dementig, psychosis,

included his risk for g

unit, dailfuse of wan

Resident? from doors

Residenti#66 had a
- 02/21/13/for a wands
staff to monitor and ¢
each shift. The facility
on the medication ad
, routine monitoring for
the wander guard. I
(A quarterfy N‘Iinimum}I
{ 07/1/13 assessed Re

approxim

_which sounded as he

1. a. Resjdent #66 w4
iagnoses included Alzheimer's

Resident #66's care p

to/from sroke breaké.

. requiring

f unit.
A facility Incident repa
08/19/13 recorded in

" noted by‘ aintenanc
side porc,

s admitted to the facilit s
and tobacco use.

lan initiated 05/18/11
opement related to

, impaired cognition and poor safety awarenes s
with a goal of no incidence of elopement.
Interventjons include placement on a secur:d

nder guard, to redirect th3

nd to assist the Resid¢ nt

hysician's order dated

[ guard in place, requirig

neck function/placemert
maintained document; tion
inistration records of

function and placemen: of

Data Set (MDS) dated
sident #66 with impaire |

cognition| exhibiting Wandering behavior and
staff supervision with ambulation of ‘ the

rt and nurse's note dat :d
part that Resident #66 vas
> staff unsupervised on the

Ein the resident smoking area at

tely 11:30 AM. Resident #66 state 1 he
was waiting for his cigarette. Resident #66 w s
escorted back into th# facility and back to the

. secure unit by staff wi
' noted by staff to wear

th no injuries noted. He was
a functioning wander ¢ uard
was assisted back to tt e
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L ‘ |
F 323 , Continued From pagg 4 F 323 visitors not to allow residents

to tailgate them out of the
facility will be posted by the
exit doors and elevators.
Wanderguard bracelets are
checked every shift for
placement and function by
the nursing staff.

The Director of
Nursing/designee will
randomly select 4 residents
twice per week for 4 weeks, 4
residents per week for 4
weeks, 2 residents per week
for 4 weeks to focus

| Wanderguard documentation.
[ The Disector of
Nursing/designee will report
any negative findings to
Quality Assurance committee
monthly for 6 months and
quarterly thereafier.

|
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' secured upit. The incident report documented

- that maintenance staff checked all facility exit

. doors and alarmed doc%rs on the secured unit

' which were found func ioning. Staff were

- re-educated on respo “ding to door alarms,

i Interview on 11/21/13! t 11:04 AM with Nurse #3

| revealed an 08/19/13 Resident #66's nurse wiis

| on break when Nurse #3 received a phone ca|

| stating Resident #66 res was found on the sid 3

| porch. Nurse #3 state| she saw Resident #66
leave the secured unit that morning with other

; residents for the 10:30/AM smoke break, but ¢ he

' did not see him return|to the unit. Nurse #3 st: ted

Resident #66 was in the habit of walking towa ds

| the elevator when any’&ne left the unit, but he vas

| easily redirected if he was told that it was not | me

| for his smoke break, Nlirse #3 further stated tt at

| a staff me ber should take residents for their

| smoke break and bring all residents back to th 3

unit togetr]er.

| Interview on 11/21/13 at 11:17 AM with Nurse #7

| revealed she was the ?‘-3 PM cart nurse assig 1ed

] to Resident #66 on 08/19/13. She described

; Resident #66 as a confused Resident who

| frequently L.~.¢alked towards the elevator to look out

| the windo+ on the unit, but he was easily

,‘ redirected. Nurse #7 stated she observed

| Resident #66 leave ther unit on 08/19/13 with s aff

i for the 10:30 AM smok‘ break and then shorti

. thereatfter she took her break. Nurse #7 stated

i while she Was on break, nurse #3 called her ai d

i informed her that Resident #66 was found on t1e

" side porch unsupemisqp. Nurse #7 stated she

| brought Rqsidant #66 back to the secured unit
She stated he was wearing a wander guard thiit

. alarmed and was functioning when he entered

. the facility through the door to the back porch ¢ nd

FORM CMS-2567(02-99) Previous Versions Obso!:ale

Evel tID: SJESN

Facilly 1D, 953418
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also sounded at the first floor elevator door aid at
" the eleva?r door on the secured unit. The nu'se

stated each time the alarm sounded she had 0
enter a code to disarm the alarm. Resident # 6
was assessed without|injury and placed on 1:1
observations. Nurse #J stated afterwards staif
was in-sefviced to mo‘ itor door alarms and tc
make sure Resident i 6 was escorted to/fron|
smoke breaks and returned to the charge nur se
on the secure unit,

Resident #66 was observed in his room on
11/21/13 at 12:07 PMiL‘,onfused and seated ir a
' chair at his bedside dn‘Fssed and groomed wil1 a

wander guard to his Isft wrist. He was observi:d
to walk independently|towards the elevator to the
of the hall. The elevatol
door alarm sounded and the alarm to the staii well
also sounded. Staff responded and entered a
code to disarm the alarm.

window at the far end

H_ID

e

| Maintenarice Assistant (MA) revealed in Augt st

| 2013 he was the facility's maintenance directc r at
that time. On 08/19/13around 11:30 AM he

: walked outside to the facility's side porch to ta <e

| his lunch break and saw Resident #66

| unsupervised leaning #gainst the rail on the

' porch. Re$ident #66 s} ted he was waiting for a

{ cigarette. The MA stated Resident #66 had ne ver
{ attempted|to leave the;ipropedy. but would get

i irritated if he did not ge;a‘t his smoke break. The

i MA stated‘Resident #§6 was taken back to the:

' secured unit by staff. He stated that on the

' secured unit doors leading to the stairwells an 1
the elevatgr door was flarmed. If a resident

. wearing a functioning wander guard approach :d
the alarmed doors or the elevator door, the alz rm

~would sou%xc! to alert staff and required a staff

' An intaij on 11/21/13 at 12:19 PM with the
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F 323 Continued From page,
" member :1 enter a code to turn off the alarm. The
. MA stated while he was the maintenance dire stor
| he condugted daily checks of the wander guaid
| system. On 08/19/13, after this incident occur ed
| he checked all the alarmed exit doors and
| elevators doors again ‘and found the wander
' guard system working,

' Interview with the intefjm Director of Nursing

. (DON) on 11/21/13 at 4:50 PM revealed resid :nts
| on the segure unit who were assessed for risk of
wanderindlelopement‘ hould not be unsuperv sed
atany point. The interitn DON stated she stari 2d
about two weeks prior and had no further
information regarding the investigation from
previous management Ito determine how
Resident ées was found unsupervised on the

. side porch, She statec{ that the current week s 1e

| instructed staff to check all the wander guard

! bracelets for function, placement and expiratic 1.

| The interim DON stated that each nurse was

| responsible for checking placement and function

 of wander guards eacﬂl shift. The interim DON

. stated sheJ‘was aware that on 08/19/13
maintenance staff checked all exit doors and {l1e

| alarmed djors on the secured unit and all alanns

| were found functioning] The interim DON also

| stated thation 08/20/13 all staff were re-educa 2d

, to moniter/respond to door alarms.

' Documentgtion of this ih-service was provided for

- review. !

|
| |
Interview on 11/21/13 at 5:09 PM with Central
! Supply Staff revealed that she was already
: outside on the side porch supervising residents
- for the 10:30 AM smoke break on 08/19/13 wh :n
. Resident #66 was assisted to the side porch by
| the restorative aide. It started raining and all
| residents rere rediracted back into facility.
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Central Supply Staff g
; aide took|residents bz
' the side Joor leading
residents|back to the
returned the smoke b
walking around the si

ated that the restorativ 3
ck into the facility throu 3h
o the porch and assiste d
ecured unit while she

X to the front office by

e of the facility and

entering the facility thr ugh the front door. Central

Supply Staff stated w: en she left the side poich
there were no residents left on the porch.

Interview |With Restorétiva Aide on 11/21/13 a:
5:19 PM rleveahad she‘assisted residents to tt e
side porch for the 10:30 AM smoke break on
08/19/13 including Resident #66. She stated |
started ra|ning and all:the residents were assisted
back inside the facility from the door leading t>
the side porch and taken back to their units. 1he
Restorative Aide statedl she assisted Residen:
#66 back io the secured unit to the nurse. Shiy
stated she observed him with a wander guarc in
place and‘the elevator|door alarm sounded.

‘ 1
b. Resident #66 was afimitted to the facility

12/4/08. Diagnoses in

luded Alzheimer's

dementia, psychosis gnd tobacco use.

Resident #66's care pLan initiated 05/18/11

included his risk for el 0
impaired cognition and

pement related to

poor safety awareness

with a goal of no incid¢nce of elopement.

Interventians included

lacement on a secure

{ unit, daily Use of wandgr guard, to redirect froi 1

doors andi;o assist to/from smoke breaks,

Resident #66 had a p

sician's order dated

| 02/21/13 for a wander guard, requiring staff to

 monitor and check fungtion/placement each st ift
i The facili ) maintained documentation on the
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medicationLdministrali, n records of routine
monitoring for function gnd placement of the
wander guard. ' ‘

| |
A facility in ident report dated 09/09/13 recorde d
in part that around 7:30 PM, Resident #66 was
observed b¥ the Staff Development Coordinato -

(SDC) standing in front of the therapy gym on the
first floor uqsupervised.@ esident #66 was
assisted back to the secured unit by the SDC. tle
was found with a wandg‘r guard on his left wrist
which sounded at the elevator doors on the firs
floor and on the secured unit and without injury
Staff was re-educated t? make sure all resident 3
were assisted back to trﬁeir units after a smoke
break and a change to the door code was
recommended. ‘

A quarterly MDS dated 09/30/13 assessed
Resident #66 with impaifed cognition, exhibiting
wandering behavior and|requiring limited staff
assistance with ambulafion off the unit.

: An interview with the SOIC on 11/20/13 at 7:18
PM revealed she was laaving for the day aroun |
7:30 PM 0n|09/09/13 when she saw Resident # 36
standing unsupervised ip front of the therapy
office on tha first floor near the door leading to t1e
side porch. The SDC stgted she was unsure wty

| Resident #66 was therea#alone, but she escortec

! him back to the secured unit, his wander guard

' was in place and the eleu; ator door alarm

. sounded. The SDC entefed a code to disarm th :
| alarm. She described Résident #66 as a
confused, independent ﬁ ith ambulation, with no

. previous au?mpls to lea\fe the facility, but he dic
' not like to miss a smoke break.

| An interview, with nurse dide #4 (NA #4) on

F323"
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|

\
GOLDEN LIVINGCENTER - DARTMPUTH
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CHARLOTTE, NC 28207

11/21/13 at 07:30 AM fevealed on 09/09/13 st e

. assisted résidents toffrom the secure unit for tlie

, 6:30 PM smoke break, but Resident #66 did nt

| go with her because hé was eating his dinner. NA

! ##4 stated she observe; Resident #66 in his ro ym

 eating dinner when she left the secured unit ar d

! when she feturned about 30 minutes later. NZ #4

! described }?esidenl #66 as a confused person
who wore & wander gu: rd and he did not like t

miss his sffwoke break. |

| Interview vith the admihistrator and interim
Director of|Nursing (DON) on 11/21/13 at 10:0)

’ AM confirmed Residen; #66 wore a wander gu ard

| due to con usion/wandgring behavior and that 1e

should not be Ieft unsupervised. The

[ administrator and interim DON stated they wer
!'not part of the adminisliiative team at the time « f
| this incident and could }\ot explain why Resideit

| #66 was folind unsupervised on the first floor.

. The administrator stated that on 09/10/13 staff
were re-edlicated on thf facility's elopement
policy and to make surg all residents were
assisted back to their upits after a smoke breat .
Additionally, residents an the secured unit shou Id
! be returned to the charde nurse. The DON stat :d
| the code tojthe elevatoﬂ doors was also change d.
| Documentation of the in-service was provided | >
Creview. | ’

" Interview w‘th Nurse #2 on 11/21/13 at 10:10 AV

. revealed she was the assigned nurse for

' Resident nge on the 3-11 PM shift on 09/09/13

' Nurse #2 stlated on 09/09/13 she administered

- evening medications to\ esident #66 around 5: )0
| PM and later that shift she observed him in his

' room ealing his dinner. After eating he took his

; tray to the meal cart and she entered a resideni s
: room to co lpl&ts a dre$sing change for about * 5
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| - 20 mindtes. Nurse #2 stated she received ¢

"phone call telling her (hat Resident #66 had | een

| found unsupervised qﬁ the secured unit. Nurse

#2 stated Resident #66 wore a wander guarc that

was checked for placement and functioning ¢ ach

shift and she verified garlier in the shift that it was

functioning. Nurse #2 'stated she was not sur if

Resident #66 was asgisted to the 6:30 PM sroke

break that day and she could not account for how

! Resident #66 may haye gotten off the secure 1

| unit. Nurse #2 stated after the phone call she

| immediately went to hjs room and found him

- washing his hands. Nurse #2 assessed Resi ent

| #66 withqut injury, she checked his wander g Jard

i on his Ief;wrist and it ‘Tvas functioning. Staff
conducteq 156 minute Yisual checks for the

 duration of that shift. Nurse #2 stated staff w: s

I in-serviced regarding the facility's wander guird
policy, to keep all resicdients leaving the secur 1d

| unit together for smokg breaks and to return

| residents on the secu‘ed unit back to the nur: e.

| |

| Resident 66 was observed in his room on

| 11/21/13 at 12:07 PM confused, seated in a ¢ hair

! at bedsidg dressed ant groomed with a wanc er

; guard to I'\'is left wrist. He was observed to wa k

| independently towardﬁ the elevator to the win jow

, at the far é—r'nd of the h : Il. The elevator door al:irm

: sounded and the alarm to the stairwell door

» sounded. Staff responded by entering a code

| which dis%rmed the alarm.

L An intervi%w was conducted on 11/21/13 at 1;:10
PM with the Maintenarice Director. The
maintenance director stated he monitored the

wander guard system eekly to ensure prope
' functionirg. The maint‘ nance director stated 11e
3rd floor

las a secureE unit and residents wh)
resided on that unit and wore a wander guard
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could notlaccess the &

levator or the doors to he
entering a code to dise rm

stairwells |without stalf

guard, the wander gu

maintenance logs datt

system. |

| 4:50 PM revealed resi

wandering/elopement,
| atany poipt. The inter

! about two weeks priaJI

l survey, stpff began ch
. bracelets for function,|
The interim DON stat

of wander guards eac
| .

' Diagnoses included a
. Minimum Data Set da

wandering behavior.
1

| observed seated in th
| floor secured unit with
~ankle,

the alarm| The Maintqpance Director stated il a

rd system on any exit « oor

resident exited the bu%!ding wearing a wande!

should alarm to alert staff. Interview with the
maintenafce director and review of weekly

09/2013-11/2013

revealed ho malfunctij n of the wander guard

( Interview with the I}atefim DON on 11/21/13 a

ents on the secure uni:

| who were|assessed for risk of

hould not be unsupen ised
im DON stated she star ed
and the week of the

cking all the wander g 1ard

lacement and expiratiin.
d that each nurse was

responsible for chackiﬁ\g placement and funct on

shift.

zheimer's dementia.

| 2. Resident #107 wasE\dmitted 03/21/2013.

ted 09/04/13 assessed
Resident #107 with se erely impaired cognitic n,
independent with amb

ulation, exhibiting

"on 11/20/i{13 at 12:40 PM Resident #107 was

dining area on the 3rd
\a wanderguard to his ri jht

A care plan was initiated 04/16/13 for risk of

. elopement related to tre resident wandering

, aimlessly throughout the facility; the resident t ad
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| @ wanderguard to alert staff of any unsupervi: ed
 attempts F: exil the fa:ci:i!ity. Care plan measur 3s
i were implemented with the goal of having no

I‘ incidence‘ofempemer

=

|
Review of physician o!;dars with start date
04/15/13 indicated wa?‘wderguard placed on rig ht
leg for safety, check f¢‘r placement and functic n
each shift! Review of Medication Administratic n
Record (MAR) dated 09/2013-11/2013 reveal: «d
' wandergt:}rd checks were performed each sh ft
l as ordered.
| |

|

| Review oflsocial servi ‘. s note dated 05/13/13

 indicated esident #107 was readmitted to the

J facility and his family r quested a room chang
off the 3rd [floor secured unit. The social servic as
note indicTed Resident #107 was moved to th s

2nd floor.

| Review of incident repcj)lrt dated 10/05/13 at 12 28

[ PM indicated RssidentjrﬁO? was found outsid¢ in
the parking lot at the back of the building. Revi :w

| of nurses notes indicatad Resident #107 was
returned to‘the 2nd floor hall where he resided,
placed on 15 minute visual checks, and

; ransferred|to the 3rd figor secured unit, Recon|
review indicated no apparent injury.

| An intervie\ir was conducted on 11/20/13 at 11: 16
| AM with ths]iirestorative

‘ restorative aide stated she observed Resident

{ #107 on 10/05/13 from the 3rd floor window

| standing outside in the back parking lot

 unattended, The restorative aide stated she tolt
the 3rd floor nursing stalf who called to notify thz
2nd floor nursing staff,

; An r'nterview was conducted on 11/20/13 at 12:(13
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(X2) MULTIPLE CONSTRUCTION
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Resident #107 seated i
Nurse #2 stated she wﬁ

floor staff a‘round 12:00i

the hall nurge aides wet

through the double doo
building near the smokil
the wanderguard alarm
entered through the do

escorted back to the 2n:
minute checks and tran:
secured unit. Nurse #2

building un%ttended wi!j

|
An intervievly was condy
PM with thg Maintenan
Maintenance Director st
. wandergaurd system we
functioning.| The Mainte)

2nd floor was not a secl)

f floor. The Maintenance
| #107 exited the building
| the wanderguard systen

|
|

i Maintenance Director an

| maintenanc;e logs dated

i revealed no malfunction
system.

] | |
Interview wilth the Inleriqr

' (DON) on 11/21/13 at 5;

, not aware of any facility‘

PM with Nurse #2. Nurse #2 stated she saw

the common tv area 01

| the 2nd floor around 11:30 AM on 10/05/13.

contacted by the 3rd
M and was notified th it

Resident #107 was outside in the back parking lot
unattended| Nurse #2 stated that she and one /f

t outside to bring the

resident back to the uni:ﬁ. Nurse #2 stated
Resident #107 walked ?ack into the building

on the side of the
g patio. Nurse #2 state 1
ounded as the residert

rs. Resident #107 was

floor, placed on 15
ferred to the 3rd floor
as unable to provide a1

explanation of how Res%‘dent #107 exited the

out staff knowledge.

ted on 11/21/13 at 12: 0
Director. The

ted he monitored the

ekly to ensure proper

ance Director stated tr s

red unit and residents

irector stated if Reside nt
wearing a wanderguari|,
on any exit door shoul 1

could access the elevat:%r to go down to the 1st

alarm to ale'p staff. Interyiew with the

d review of weekly
09/2013-11/2013
of the wanderguard

1 Director of Nursing
15 PM stated she was
nvestigation that may
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" have been conducteg by previous managem :nt
staff concerning the incident with Resident # 07.
The Interjm DON stated cognitively impaired
residents with wandering behaviors should b 3
monitored to maintain a safe environment and to
___ensure they did not exit the facility unattende 1. F333
F 333\ 83.25(m)(2) RESIDENTS FREE OF F 333! Residents # 152 a blood
s8=D : SIGNIFICANT MED BRRORS | sugar audit was reviewed an .
_— i | : are within normal range. i }
' ol | . i
: The fgcnl‘l must ensiyre that residents are fr¢ e of . Newly admitted cesidents |
any significant medication errors. admission medication records }
| | ! were reviewed with current i / 3/
{ ' " . =
| ‘ : i physician orders for accuracy ‘
. This REQUIREMENT| is not met as evidenct d ‘ ! and any conflicting data. :
i 3 | i : |
i by: J_] . | ) All diabetic residents in the !
. _Based on hospital rei;ords. chart review and staff ! facility have been reviewed |
mterviewé the facility failed to give the correc: : regarding their insulin
- dose of insulin to 1 of 6 resident reviewed for ; i dosages. . Two nuses will
| medicatign errors. (Resident #152) siiew andsig. Themuraing
! Staff was in-serviced
I ’ ; | regarding the process of
i The findi as Includeq reviewing orders on
| i [ admission for those residents
Resident #152 was admitted to the facility on receiving Lansus Insulin,
| 08/30/13 with diagno; es which included diab 3tes. : e Eoleectoenk
‘ _ | ! ! Nursing/designee will
' Review oF Resident #152's hospital discharg randomly review all new
~ summary dated 08/30/13, listed under curren: admission/readmission ‘h“.‘hnts
“medications was amang others, Lantus (insu in) ' | ‘f’:::s:‘:;’::n'{?;:;'c';gplgs:cck
50 units subcutaneous twice per day. ' for 4 weeks, 4 residents per
| week for 4 weeks, 2 residents
Review of Resident #152's hospital medicatic n per week for 4 weeks to
. reconciliTion form dq’*ed 08/30/13 revealed ¢ n . ‘“c"r;“h““‘?;h‘)sT’“ﬂ
| . 13 . i . p )’SlCia.ﬂ orders wi
order for Lantus insulip 16 units injected twici a admission orders signed by 2
| day. nurses. The Director of
| | Nursing/designee will report
. Review o( Resident #152's August 2013 . any negative findings to
Medication Administrition Record (MAR) f s G sl v e
H . . mon y or O montns ¢
revealed kanlus insul % 50 units was given quarterly thereafter.

1 T
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. subcutaneously at 9:00 PM on 08/30/13. Fur 1er
| review of the MAR revealed Lantus insulin 5¢
units was! admmlstera to Resident #152 on
08/31/13 bt 6:30 AM. The 9:00 PM 08/31/13 1lose
of Lanlusi50 units wag not documented as gi'en.

A nurse s'note dated 08/31/13 at 9:40 PM
indicated ﬁes:dent #152 had a blood sugar o 28
mg/dl. Resident #152 [efused his Lantus insu in.
! |
‘ Raview of MAR for September 2013 indicatec
Lantus insulin was nol given at 6:30 AM

1 09/01/13 ¢ At 6: 30 AM Resident #152 had a blc 5d
| sugar at of 58 mg/dl, |
1’ A physici ‘n order date 09/01/13 at 12:15 PN to

dlscontm Lantus (insulin) 50 units, decreas:

‘ | Lantus (insulin) to 15 units subcutaneously tw ce
’ per day. ‘

' ‘

IJ On 11/20/13 at 4:33 PM an interview was

‘ conducted with Nurse‘ who admitted Residiint
#152 to the facility on 08/30/13. Nurse #4 statd

| when the resident came from the hospital he

| reviewed the resident's discharge summary re ad
| Lantus 50 units was to be administered twice .1
day He stated that was the only order for Lan us

| he saw at fhe time of tHe resident's admission He
- explained he called th? nurse practitioner on

; 08/30/13 and went over the medications that

[ were fisted; on the resident's discharge summz ry.
Nurse #4 reported whep the resident's blood

| sugar was fow on 09/0E /13 he reviewed the
resident's ¢hart and found the 08/30/13 hospiti 1l

. medication reconciliation sheet which containt.:d
an order fg the resident to receive 15 units of

. Lantus twice a day. Nurse #4 stated he then
called stated he called ] he nurse practitioner tc
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i notify her of this order aind received an order fo -
| the resident to receive Liantus 15 units twice a
day. ; i

| An interview was condg“ted on 11/21/13 at 4:4;!

{ PM with the Nurse Practitioner (NP). The NP

| stated she was called regarding the admitting
orders for Resident #152. She stated she did nc t
question lhq 50 units ofI antus twice per day as
she sees residents in this population with highe
doses of Lantus. She stated with Resident #155's
diagnoses of severe diabetes the order for Lant s
50 units did not alarm hér. The NP further state:|
the nurse should have réviewed with her the
medications|listed on thg hospital medication

| reconciliation form, as itl|s the legal document
that is signed by the ph#‘ ician, instead of

| reviewing with her the medications listed on the

I- resident's hq‘spita! disch‘ rge summary.

| An interview was conducted on 11/21/13 at 5:10
PM with the Staff Development Coordinator

| (SDC). The SDC stated that prior to the incident ;
of Resident #152 receivi g the incorrect doses ¢

| Lantus Insulin on 08/30/?3 and 08/31/13 it was
common pragtice for nurges who admitted
residents to this facility to use the resident's

| hospital discharge summ ry to review medicatio )

! orders. She flurther state: nursing staff are

! directed to always use thg resident's hospital

' medication reconciliation|with the medications

listed on the fesident's hnﬁspital discharge
summary for discrepanci ; S.

——

On 11/21/13 at 5:17 PM an interview was
- conducted with the Director of Nursing (DON).
- The DON stated it was her expectation for staff t.
look at both the discharge summary and the
megdlication reiconcifiation :1orm to compare any
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Menus must meet the nutritional needs of

! residents in accordance with the recommende 1

dietary allqwances of the Food and Nutrition

' Board of the National E{esearch Council, Natic nal

' Academy of Sciences;
and be fo!liowed.

e prepared in advancy;

|
This REQUIREMENT |s not met as evidencex|

Cby:

Y2 cup porTon of mech? nical soft roast beef
according to the menu for 21 of 25 residents v ho
received a!mechanical;-soft diet per physician'.

, order. (Residents #14, 86, 48, 17, 18, 47, 140

136, 88,52,8,39,34,7

" The ﬂndin£s included:

. 126; 11, 62, 107, 10, 46

and 146) |

An obserthion of the [unch meal tray line
. occurred on 11/20/13 at 12:09 PM. The lunch

menu included roast b of, potatoes and Bruss els

. sprouts. F\trlher review of the menu revealed

residents with a physicjan's order for a

mechanicé‘l soft diet were to receive a ¥ cup
portion of mechanical oft roast beef. The tray
line included mechanié;al soft roast beef serve 1

with a 1/3 cup utensil. Lunch trays were obset ved

| plated from 12:10 PM to 12:30 PM for Residelits

with a physician's order for a mechanical soft liet
to include Residents #}4, 86, 48, 17, 18, and 17.

E363
No specific residents were
harmed by this action.

The potential for harm to
! residents needing is used
| includes wt loss, skin
breakdown, etc.

|
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informalior‘a that was available.
F 363 483.35(c) MENUS ME‘ T RES NEEDS/PREP IN F 363
ss=€ ADVANCE/FOLLOWE

12

Cooks in-serviced on for the
use of proper scoup sizes to

| ensure proper portions for
dicts to include those

all

residents on mechanical soft

diets. Tray line will be
monitored 3 times per day
tume 3 weeks to assure that
the proper scoop sizes are
being used specifically thos

4

residents on a mechanical soft
diet Then the audit will then
be 6 times per week times 3

! weeks,

Findings from the audits w
be reported to Quality
Assurance committee
monthly for 6 months and
uarterly thereafter.

ill
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. Interview with cook #1| on 11/20/13 at 12:32 i'M
revealed she used thg menu and the utensil

! 1 guide located in a bock kept at the tray line tc

\ determmq which utan{ Is to use for the meal
service. Cook #1 was|pbserved to review the

| menu and then the utgﬁmil guide and stated tl at
she should have servad % cup portion of
mechanic‘ | soft roast|peef using a gray hand ad
utensil. Cook #1 furthar stated that she typica ly

‘ served re?idents ordered a mechanical soft d st

| 1/3 cup p?rtian of megt, but the current menus

| were new|to her and she did not realize the

' portion size for mechapical soft meat was

| different. Cook #1 stated she was currently

| serving thF last cart fq the 2nd floor and

. residents f)n the 1st and 3rd floors had alread/

| served.

-

i An intewie‘w with assﬁtant dietary manager
| (ADM) ocgurred on 11 1/20/13 at 12:34 PM. Thi
| interview Hevealed that she usually checked tt e
i serving ut?nsns prior to the start of the tray, bit
i she did nat check that‘day.
l‘ An interviq‘w with the c{ etary manager/register :d
‘ dietitian (QMIRD) occyrred on 11/20/13 at 12:17
| PM. The D‘MIRD stated that the portion sizes 1or
| foods served to resmlef ts with a physician's or ler
| for a mech‘amcal soft d et varied per meal. He
| stated that cooks were trained to refer to the
, colored ut nsil guide aJ\d were responsible for
| maklng sure they serv d foods in portions
. according ;o the menui{He also stated that
“ residents who ate at least 50-75% of their me: |
would meet their nulrm nal needs, but those who
ate less !han 50% of their meal and who also
received portions small r than the menu requiled
' would not have their nutrmonai needs met. The:

- DM/RD stqted that one Resident on the 1st flor
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SS=D ‘ STORE/PREPARE/SERVE - SANITARY

| The facility must -

i (1) ProdJre food from sources approved or
considefed satisfactory by Federal, State ol local
authorities; and
| (2) Stors, prepare, qhstrlbule and serve foot
under spnitary condmons

This RQQUIREMENT is not met as eviden sed
by: @ I

Based on obsawat ons, staff interviews ani
review of facility records. the facility failed t» 1)
prowda warm water at the hand sink in the dietary
departrnent and 2) cfomplele hand hygiene using
warm V\(atar pnort o meal preparation for 2 f 2
meal o?servatlons .

=3

The ﬁnﬁings include

i The faqmty s policy |'Dining Services, Hand
Washlqg" undated, recorded in part the fo lowing
instructions, "Turn gn water and run until warm.

| Wet hands and exposed forearms with waim
water. hlnse thoro ghiy with warm water.
Perform hand hygi ine before putting on

{ dlsposéble gloves, pefore handling food, ¢ ean

. equipment, utensils, dishes or service wear."
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(Res1der‘ﬁt #140) and|14 Residents on the 3r 1 ; | |
\ floor (Residents #36 88, 52, 8, 39, 34, 76, 126, ; 1 !
11 62, 107, 10, 48, and 146) with physicians \ | i
" orders fi rmechanlc' | soft diets had already been ; B {
served their lunch meal. : No residents were harmed by
] . ; : |
F 371 | 483.35()) FOOD PROCURE, | Fan] e g |

All Residents could potential
be at nisk secondary to no
warm water in dietary hand
sink.

Hand sink water temperature

will be recorded twice a day

| for 4 weeks, then checked

i and recorded daily on a

' monthly basis thereafter.

| Reduction of temperature will
be reported to the Dictary

Service Manager,

maintenance, and Executive

Director, Staff in-serviced on !

complete hand hygiene using

warm water prior to meal !

preparation, Twice daily water |

temperatures in the hand

‘ washing sink times one :

‘ month then once daily temps

L for 2 weeks, then 3 times per F

i week until 1-22-14, Registered |

|

|

3 s 3 A !
Dietician or Dietary Service
Manager

| Findings from the audits will
| be reported by the Registered
i Dietidian or Dietary Service

i Manager to the Quality
|

Assurance committee

monthly for 6 months and
| ! then quarterly thereafter,
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t An observation of wateﬁ
| occurred on 10/18/13 at

| remained c#ld to touch.
|

from the hand sink
10:50 AM. The hot wat »r

only was allowed to run; for two minutes and

hot at times land cold at

two minutes| Additionall
were observed at 11:00

"'was also cold.
|

| the hand sinl;:, prep sink
| staff bathroopns on

" maintenance director of

sink, prep sink and staff

| Interview with the dietary
| dietitian (DM{RD) oceurre
! AM and revealed he was‘|’ust made aware that

| (ADM) occu‘rred on 10/18/13 at 10:52 AM. Durir g
the intervievY the ADM revealed that for the pasl
few days the hot water a

liimes. The ADM further

' stated that il took a whilg for the water to warm

| up. The AD;E stated she|had not reported this

’ Interview with the assistggnt dietary manager

|E the hand sink had been

| concern. Fufther observations with the ADM at
| 10:55 AM revealed the pI ep sink with only cold
running water which remained cold to touch afte -
\?the two staff bathroom ;

AM on the basement

floor with only cold running water that remained
cold to toucq' after two minutes. The ADM stated
she was unaware that thiwater at the prep sink
; and in the stiaff balhroom;

on the basement flool

manager/registered
don 11/18/13 at 11:05

nd the hand sinks in th :

the basement floor did not
. have hot watFr. He stateq he informed the

the cold water and he

| was aware that the maintenance director was
addressing plumbing congerns.

A second observation of the water at the hand

bathrooms on the

basement floor occurred gn 11/18/13 at 4:12 PM
. and revealed the water remained cold to touch
- after running for two minutes.
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A follow-up interview with the ADM occurred (in
11/18/13 at 4:15 PM and revealed the seconc

shift dietary staff were|not informed of the col |

water at the hand sink| prep sink or the staff

| bathrooms or given ar’T,r new instructions

| regarding hand hygieﬁe. The ADM also statet|
that she had not monitored the temperature o' the
water at the hand sian prep sink or staff

‘ bathrooms and she thought the water was ho

now. I

An in!ervi}w with a se#ond shift dietary aide ( A

#1) occurred on 11!18_1"13 at 4:16 PM and

revealed that she washed her hands at the hz nd

I sink about 30 minutes ‘prior and the water wat

' cold. DA #1 stated shgl was unsure why the water
was not hot, but she dﬂd not report this. DA #1

| was obseﬁved during the interview plating cak 3

i for the dinper meal while wearing gloves.

' An interview with a segond shift DA #2 occurrd

con 11/18/13 at 4:22 PM, during the interview I e

J was obse ! ed pouring tea for the dinner meal into

i individual cups with bq e hands. DA #2 statec he

washed his hands at the hand sink about 30

minutes ago and the water was cooler than us ual.
DA #2 stated he was npt sure why the water v as

| not hot and he had not|received any instructio 1s

| regarding ?Iternate ha; d hygiene options sinc

. coming on shift. DA #2stated since coming to
work he had poured thickened water/tea and
made four|pitchers of lemonade for residents. He

+ stated he had not reported the concern with w ater
tempterature at the hand sink.

An interview occurred with the maintenance
director on 11/18/13 atla:30 PM. The interview
. revealed tt?al he was h_’red on 08/26/13. Since he
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- was hired he had identified the inability to con rol
" water routed for residept use at individual val es.
. He stated ;that some vdlves would not operate so
 in order tomake repaifs he turned off water fc -

, the facility at night using the main valve. He

‘ further sta&ed that in ofder to determine if the

| replaced valves where operational, he had to
assess this during the f{:ﬂay. The maintenance
director stated he was|unaware that this woulc
affect hot water for the|dietary department. As a
result he did not inform the dietary staff that hit
water would be unavailable while he assessec

i the valves| He stated t%at as soon as the DM/.D

| informed Hjm that hot ‘ater was unavailable a:

‘ the hand sjnk, he lurn;L the hot water back or ,

! the hot water was checked and observed to bi:

' warm, but knew it woul take a while for the hit
water to return. He stated he was not sure whit
caused the water to be|cold again, but he was in

‘ the proces'}s of trying to|resclve this.

‘ |
' A follow-up interview wlth the DM/RD on 11/1¢ /13
at 4:35 PM revealed maintenance staff inform: d

l him earlierjthat momin: that the hot water was

| back on. The DM/RD stated that he checked tl e
| water at the hand sink himself after the lunch t ay
| line and the water was hot. He further stated tf at
! he had not|checked the water at the hand sink or

 the prep sink since lunch and he was not awar 3

 that the water at these iinks was cold again. Te

| DM/RD stated that dietary staff was trained to
wash their hands using hot water and soap ani|

| he had also placed han‘l sanitizer at the hand

| sink for staff use. i

F 412 ‘ 483.55(b) OUTINE/EMERGENCY DENTAL
$8=D | SERVICES IN NFS

- The nursinT facility mus;.t provide or obtain from

F 412
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F 412 Continued From page ZI
c

an outside r;esource, in ;

dental services to meet th
, resident; must, if necesga

by:
Based on rpcord reviewl,
' services fori
- dental concgrns. (Residle

- The finding$ included:

12/09/11. A Significant,

; was cognitiyely intact.

loose ﬁtting‘teeth.

cordance with

§483.75(h) of this part, routine (to the extent
covered under the State|plan); and emergency

e needs of each
ry, assist the resident in

- making appointments; and by arranging for
transportatipn to and from the dentist's office; ad
I must promptly refer residents with lost or

- damaged dentures to a dentist.

. This REQU|REMENT i8 not met as evidenced

resident and staff

. interviews the facility failed to provide dental
1 of 3 sampled residents reviewed or

nt #36).

hange Minimum Data

| |
'Resident #36 was admi?ed to the facility on

| Set (MDS) dated 08/19/13 revealed Resident # 16

The MDS noted Reside 1
#36 required limited ass|stance of 1 person for
most activities of daily liying (ADL) including

- personal hygiene. The MDS also noted Residiint

' #36 had no mouth or fagial pain or broken or

- An interview was condugted with Resident #36 on

- 11/20/13 at|9:22 AM. She said she had a top
denture whzl‘-:n she was gdmitted to the facility.
She revealed she had dfopped the denture whi e
sitting in hj room and it had been lost. Reside 1t
#36 said she reported the denture had been lost
and was seen by a dentist but was unable to
recall the date of this appointment. She revealt d
she had been fitted for 4 partial for missing teet
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An appointment for a dental
consult was made for
Residents # 36 on 12/09/13.
Resident #36 was seen by
Beacon Dental Center, Dr
Conner.

All residents with natural
teeth have the potential for
being effected by the deficient
practice.

The eesident received dental
services and a plan for dental
extractions was submitted for
payment to Medicaid. The
resident is being monitored
for oral pain. The 24 Hour
reported has been monitored
for residents with complaints
of oral pain. The nursing Staff
was in-serviced regarding
reporting oral pain.

The Director of
Nursing/designee will
randomly 4 residents twice
per week for 4 weeks, 4
residents per week for 4
weeks, 2 residents per weck
for 4 weeks to focus on the
dental concemns. The
Director of Nursing/desigmee
will report any negative
findings to Quality Assurance
committee monthly for 6
months and uarterly
thereafter.

D
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| observed on her lower Arch. She reported she

- had not heard anymore|about the partial and a
follow-up s¢heduled derﬂtal appointment had nc t

| been done, She said she did not have mouth

1 pain but had some chev.l«ing problems if meat v as

| not soft.

\

" dbservatio% on 11/20/13 12:48 PM revealed

Resident #36 eating her lunch meal in the 300
hall dining room. She was observed with
adaptive utensils eating|ground pot roast and
brussel sprouts. Residant #36 stated she was
able to chew the ground meat and eat the brus sel
sprouts because they were soft. Observation ¢ f
her tray card revealed she had a soft mechanic al
diet with ground meats.

i An interview was conducted with the MDS

| Coordinatof on 11/21/13 at 4:40 PM. She stated

% Resident #36 came back from the hospital on

| 08/12/13 and a significant change MDS was

. completed. The MDS Coordinator reported she

! had not coded Resident|#36 as having broken ir

| loose natural teeth, The MDS Coordinator
revealed she had not noticed the resident had

| broken teeth. She reveéted the expectation

| would be if  resident required dental services

; staff should follow up with residents and sched! le
the dental appointments

? Record review of consults revealed no dental

- consult sheets provided for Resident #36.

' Review of Nurses progrf §s notes provided no

| documentatjon dental sérvices had been provid :d

| for Resident #36. There were no dental consull s
found in Resident #36's|entire chart.

1 | |
"An intervieV\'f was condugted on 11/21/13 at 4:5¢
| PM with 1he: Sacial Worlger. The Social Worker

F 412
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| |

stated a dental service had been provided to {1
facility since January, 2012. When the dentis'

| came to the facility he evaluated every Medic: id i

' resident in the building and made dental i !

} procedurar recommendations for residents to | |

' Outside dental offices. |The Social Worker !

| reported Resident #36 would have been eligit 'le ! i

{ to be seen by the dentist. She stated Residert : ‘

i #36's medical record provided no dental cons it | : f

| sheets or dental information in progress notes i :

. The Social worker revealed she called the der tist i |

' office on 11/21/13 and was informed that | |

. Resident 436 's last dental appointment occu. red ! ;

;on 11/21/1‘2. The Social Worker reported that he ; !

| dental office told her they had been working 0 1 a | |

| full upper denture and partial bottom ‘
recommended during the visit of 11/21/12 but

| Resident ;136'3 remaining teeth would have to be

i removed before a dental pracedure could be

|
‘ done. The Social Worker stated when a resid.:nt J
| needed a dental appointment she informed the: i !
| unit manager on the h 1l and the unit manage i
| would schedule the dental appointment and s¢ t ! ' ;
| Up transportation. The Social Worker revealed ; 1 !
| the facility ‘had been without a unit manager fo- | i
' awhile so dental appointments probably had nt !
been scheduled. The Social Worker stated a !
. year was a long time for Resident #36 not to h ive
“had another scheduled|appointment to addres ; |
| her dental peeds. '

| An intervief was condycted with the Director ¢ f
Nursing (DON) on 11/21/13 at 5:51 PM. The
, DON stated facility dental services was '
contracted with a denlq company who have
provided rclsident assegsments and evaluations
~internally every 6 months. Residents who have
required dental procedure evaluations are sen
_out for dental consults./| The DON revealed she
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Infection Control Program designed to providz a
safe, sanjtary and comfortable environment ¢ nd

to help prevent the dévelopment and transmission
of diseasp and infecti’ n.

| (a) Infecilon Control Frogram

' The facility must asta lish an Infection Contriil

: Program under Whlch‘ it -
| (1) 1nvesl{gates, controls, and prevents infec! ons

| in the fac|lity;

! (2) Decidles what procedures, such as isolaticn,

+ should bg applied to 4n individual resident: a \d
~(3) Maintains a reoor%of incidents and corre tive
- actions related to infections.

(b) Preverling Spread of Infection
(1) When the Infection Control Program
determlnis thata reS| ent needs isolation to

: prevent t ‘e spread of infection, the facility mi st
"isolate the resident.

i ' (2) The fac cility must prohibit employees with .1

- communicable diseasI or infected skin lesior s
from direct contact with residents or their fooul, if
~direct cor]tact will transmit the disease.
(3) The facility must re quire staff to wash thei -
" hands aﬂFr each dlrec.t resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens .
. Personnel must hand e, store, process and
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. expected|referrals to be scheduled when ord rred
and she had not beer\ aware Resident #36 h.id
not been seen by a dentist since 11/21/12.
F 441’ 483.65 INFECTION GONTROL, PREVENT F 441
SS:Di SPREAD; LINENS ‘ :
i ‘ |
The facility must establish and maintain an P441 ’

' Nurse # 1 was in-sexviced
regarding policy and
procedure for cleaning the
glucometer.

Al residents in the facility
receiving glucometer checks
have the potential for being
effected by the deficient
practice.

The nursing Staff was in-
serviced regarding the

cleaning procedure fos |
glucometers.

The Director of

Nursing/designee will

randomly select 3 nurses

twice per week for 4 weeks, 3

nurses per week for 4 weeks, ;
and randomly each month

thereafter to focus on

cleaning the g]ucomc:jer
properly. The Director of
Nursing/designee will report
any negative findings to
Quality Assurance commuttee
monthly for 6 months and
quartecly thereafter.
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transport li
| infection.

1ens so as to

|
|
I
!
| This REQUiREMENT i
! by |

Based on bservatlons'
interviews t efamhtyfal
glucometer|(used for bh;
| following a finger stick
sampled residents obsg

administrati|on. (Residen

The ﬁndingé included:

Continuedjrom page 28

prevent the spread of

not met as evidenced

record review, and sta f
ed to disinfect a

od sugar monitoring)
ood sugar for 1 of 2
rved for medication

t #3)

| in part: "A wipe that is a‘
tuberculocidal; effective

by muitiple ‘esidents." |

Resmfent #3 was admitte
| - included dlabetes with a
monitor the resident's bl

broad spectrum of bacté
clean the mpnitor. The blood glucose monitor w |l
/ be cleaned and dlsmfecﬁ ed with wipes following

The facility policy titled "Blood Glucose Monitor
Decontamination" with revision date 08/2012 re ad
n EPA registered as

iagainst HIV, HBV, and a
ria will be utilized to

use on each resident when monitors are sharec

d 4/29/2003. Diagnose ;
cuchecks ordered to
od glucose levels.

' completing a finger sticH blood sugar. Nurse #1

, exited Resident #3's roo and cleaned the

' glucometer thh an alco ol pad. An interview wi s

- conducted with Nurse #1 at the time of this
observa!:on Nurse #1 st ted she routinely
creaned the glucometer :t the beginning and en i
' of her shift vrnh germrc;d al wipes and used

" On 11!20!1}&“ 4:59 PM Nurse #1 was observe!|

! aleohol padst after each

esident use to disinfec!
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QUARTERLY/PLANS
|

a quality assessment znd

onsisting of the director of
nursing serlvices; a phy‘sician designated by thi:

facility; and at least 3 oﬂher members of the
facility's staff.

A facility must maintain
assurance committee ¢

The qualita) assessment and assurance
committee ‘Fmeets at least quarterly to identify
issues with respect to which quality assessmer t
and assurance activities are necessary; and
develops alpd implements appropriate plans of
action to carrect identified quality deficiencies.

A State.or the Secreta‘. may not require
disclosure of the records of such committee
except insofar as such disclosure is related to 1 e
compliance| of such committee with the
requiremen‘ts of fhis segtion.
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F 441 Continued [From page 29 F 441
the glucometer. Revie»}Lof Nurse #1's medicat on
cart at the time of the observation revealed a .
supply of dermicidal wiﬁaes on hand.
On 11/21/13 at 12:25 PM an interview was
conducted with the Staff Development
Coordinatar/Infectién Control Nurse. The
Infection Control Nurse|stated nurses were F 520
trained on infection control practlges and lwgre Feditentsid! 66 and #107
expected 10 clean glutﬁﬂmeters with germicidal continue to wear }9
wipes afterjeach use. The Infection Control Nu 'se Wanderguard bracelets and ﬂ
stated alcohol pads were not appropriate to are monitored by staff, f 3
eﬁgctlvely isinfect glugometers for multiple Al sesidents in the facility
residents .Se- with a potential for
F 520 | 483.75(0)(1) QAA ‘ F 520 Wandering the potential for
$S=E | COMMITTEE-MEMBERS/MEET being effected by the deficient

Practice.

All residents in the facility
were reviewed for the
completeness and accuracy of
their wandering assessment.
Wandering assessments are
coempleted on admission and
Quartedy. A list was compiled
of residents requining a
Wanderguard bracelet to
assist in monitoring . The
nursing Staff was in-serviced
regarding Wandering and
Elopement Policy. Exit door
functions are checked daily by
maintenance staff/designee.
Door alarm codes will be
changed. A poster to alert
visitors not to allow residents
to tailgate them out of the
facility will be posted by the
exit doors and elevators.
Wanderguard bracelets ’%Lre
checked every shift for |
placement and function by

the nursing staff.

i :
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Good faith attempts by the committee to identify
and correct ‘quamy deficiencies will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on f?cility doéunﬁents‘ record review an
staff interview the facilily failed to effectively
implement gnd monitor {nterventions put into
place by the Quality Assessment and Assuranc :
committee for 2 of 3 residents reviewed for
wandering behavior. (Residents #66 and #107)

The findings included:

Resident #66 admitted t0 the facility with
diagnoses which included Alzheimer's dementiz
Resident #66's most recent Annual Minimum
Data Set (MDS) dated 09/20/13 revealed he ha|
moderate cagnitive impajrment. Resident #66
was also assessed with wandering behavior anc
was independent with ambulation.

Resident #66's care plan dated 09/20/13 revealt d
he was at ri?k for elopement due to impaired
cognition and poor safety awareness.

Review of facility documentation revealed
Resident #Gé was found outside the facility and n
an unauthorized area 08/19/13 and 09/09/13.
Resident #66's wanderg‘ ard did not alarm or
alert staff hejwas out ofﬁ e building or in an
unauthorized area of the building.

'
)

Resident #107 was admitted 03/21/2013.
Diagnoses included Alzheimer's dementia.
Minimum Data Set dated|09/04/13 assessed
Resident #107 with severely impaired cognition,

The Director of
Nursing/designee will
randqmly 4 residents twice
per week for 4 weeks, 4
residents per week for 4
weeks, 2 residents per week
for 4 weeks to focus
Wanderguard documentation.
The Director of
Nursing/designee will report
any negative findings to
Quality Assurance committee
monthly for 6 months and
quarterly thereafter.
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independent with ambulation, and exhibiting
wandering behavior, 1 |
A care plan was initiated 04/16/13 for risk of
elopement related to the r;asidenl wandering
aimlessly throughout the f‘acility; the resident hz 4
a wanderguard to alert staff of any unsupervise |
attempts to exit the f4cility| Care plan measures
were implemented with the goal of having no
incidence of eJopement.

i |
Review of facility docimentation revealed
Resident #107 was fqund outside the building 61
10/05/13. Resident #107 \ﬁas wearing a
wanderguard when he was found outside the
building. |

An interview with the Admijhistrator on 11/21/13 af
8:10 PM regayding the Quality Assessment anc
Assurance (QAA) co mittee's work on the arez
of wandering/glopement, fe stated there had
been discussion in the 10/09/13 QAA meeting.
The Administrator stated these residents would
not have been considered safe outside alone. | e
stated when residents go ﬁutside to smoke ther 3
should be twostaff members with the residents at
all times. He stated h diditot know what had
been put into place tc:\| prevent this from
happening again. He stated the QAA process
was still workijg on this problem, to identify how it
occurred and how they are|going to fix it.
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