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This Plan of Correction is the provider’s
credible allegation complionce.
Preparation and/or execution of this plon of
correction does not constitute admission or
agreement by the provider of the truth of the
facts afleged or conclysions set forth in the
statement of deficiencies. The plan of
correction is prepared and/for executed solely
because itis required by the provisions of
federol and state law.
FO00 | INITIAL COMMENTS £000
-The MDS for resident #43 has been
F 278 | Mo deficiencies were cited as a resuli of the F278 corrected and submitied as an accurate 11/4/13
§8=D | complaint investigation survey. Event# CETO11 reflection of section K; unplanned severe
: weight loss. The subsequent corrected care
483.20{g) - (j) ASSESSMENT plan was completed.
ACCURACY/COORDINATION/CERTIFIED
The assessment must accurately reflact the fhe corrective action wiil be accomplished 11/14/13
resident's status. or those residents having the potential to be
affected by the same deficient practice by the
A registered nurse must conduet or coordinate Interdisciplinary Team performing 2
each assessment with the appropriate scheduled review of the MDS' of residents to
participation of haalth professionals. assess for the accuracy of Section K and to
correct any information deemed inaccurate.
A registered nurse must sign and certify that the
assessment is completed. -The measure put into place to ensure that 11/11/13
the deficient practice will not occur is the in-
Each individual who completes a portion of the servicing of the Interdisciplinary Team on
assessment must sign and Cel’ﬁf‘j the accuracy of “The need for Accuracy on the Information
that portion of the assessment. Coded on Each MDS” Section X and in-
servicing on the “Weight Change Policy.” (See
Under Medicare and Medicaid, an individual who Exhibits #1 & 2)
willfudly and knowingly ceriifies a material and
faist_a slatement in 2 resident assessment is -The facility plans to monitor its performance
subject to a civilmoney panalty of not more than to ensure that solutions are sustained by
$1,000 for each assessment; or an individual who X .
willfully and knowingly causes another individual having the Quality Assurance Nurse or her
to certify a material and false statement in a designee monitor, through a monthly audit
resident assessment is subject to a civil money and record a review of the accuracy of the
penalty of not more than $5,000 for each MDS section K. The results of the audits will
assessment. be brought to the Quarterly QGuality
Assurance Meeting to ensure that the
Ctlinical disagreement does not constitule a corrective action is achieved and sustained.
material and false statement. The Administeator/DON is responsible for the
This REQUIREMENT is not met as evidenced overall complhiance.
by:
Based on record review and interview with staff
LABORATORY DIRECTOR'S OR PROVIDER {X6) DATE

/-”=\.

v

UPPLEER SENTATIVE’S SIGNATURE

dmin, sheden -

15-13

Any deficiency statement ending with an astensk (* ‘deotes a deficiency which the institution may be excused from correcting providing it is
determined that other safeguards provide sufficient protection to the patients. {See instructions.} Except for nursing homes, the findings stated
above are disclosable 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 carrection are disclosable 14 days following the date these documents are made available to the facility. if deficiencies
are cited, an approved plan of correction is requisite to continued program participation.
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This Plan of Correction is the provider's
F278 | Continued From page 1 F278 credible allegation complionce.
the facilily failed to code the annual (MDS) Preparation and/or execution of this plon of
assessment for severe weight loss accurately. correction does not constitute admission or
Thig was evident'ip 10f3 fesidents in the sample agreement by the provider of the truth of the
reviewed for nutrition. Resident #43 Jacts alleged or conclusions set forth in the
Findings included: stateme.antf)f deficiencies. The plon of
N . . R correction is prepared and/or executed solely
Resident had cumulative diagnoses which b L ired by th o
included dementia. ecause it is required by the provisions of
federal gnd state law.
Review of the monthly weight chart form revealed
the resident ' s height was 5 feet. The monthly
weight chart form indicated a weight history that
included in part:
07/02/13 138 pounds (lbs)
07131713 134 lbs {weight for August)
09/02/13 128 Ibs
10/62/13 121 ibs
This represented an unptanned severe weight
toss of 17 Ibs within 3 months.
Review of the annual Minimum Data Set (MDS})
dated 10/2/2013 revealed under Section K
swaliowing and nutrition, the weight loss column
was coded @ {zero) which indicated the resident
had not experienced a weight loss of 5% or more
in the last month or 10% or more in the last 6
months or the data was unknown. This coding
was inaccurate and did not reflect weight loss.
tnterview on 10/23/13 at 4:40 pm with (NCM#1)
nutrition care manager revealed " | did the wrong
math " in determining the degree of weight loss.
Interview on 10/23/13 at 4:50 pm with the
consultant dietitian the director of food services
was held. The consultant dietitian indicated the
weight loss should have been assessed.
Interview on 10/24/13 at 5:10 PM with director of
nurses (DON) and the Administrator regarding
their expectations retated inaccurate assessment.
The DON indicated expeciations would be that
the assessment wasn't missed, and we wili be
revising the weight pelicy. The DON indicated it
was just a human error.
F279 483.20(d), 483.20{k){1) DEVELOP F279 Corrective actions for resident #63 affected by | 10/23/13
S5=b | COMPREHENSIVE CARE PLANS the deficient practice are a repeat serum 10/24/13
albumin level recommended by the consultant | 11/13/13
A facility must use the results of the assessment Registered Dietitian and ordered by NP on
to develop, review and revise the resident's 10/23/13. Lab results received on 10/24/13
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Continued From page 2
F279 comprehensive plan of care. £279 were 3.4g/dl. NP reviewed serum albumin
tevel result and no new orders were received.
The facility must develop a comprehensive care The care plan was updated on 10/23/13 and
ptan for each resident that includes measurable 16/24/13 accordingly to address the serum
objectives and timetables to meet a resident's albumin levels. The consulting Registered
medical, nursing, and mental and psychosocial Dietitian reass;:ssed rosident and
needs that are identified in the comprehensive .
assessment. recommended a protein supplement on
11/13/13. NP ordered a protein supptement
The care plan must describe the services that are on 11/13/13. The resident care plan was
to be furnished to attain or maintain the resident's updated on 11/13/13.
highest practicable physical, mental, and
psychosocial well-being as required under Corrective action for all residents with the
§483.25; and any services that would otherwise potential to be affected by the same deficient
be requirad under §483.25 but are not provided practice is that 2l abnormal albumin levels will
due to the resident’s exercise of rights under be assessed and evaluated by the NP and by
§483.10, including the right to refuse treatment either the NCM or the consultant Registered
under §483.10(b)(4). Dietitian. The results of the assessment will
i R X be communicated to the MDS Coordinator via
g;"s REQUIREMENT is not met as evidenced 2 Nutritional Communication Notebook
Based on abservation, interview with staff and i::;f;;; !;;T::[:::;;ﬁisl ::rl: {)1!33[}] and
record review the facility faited to develop a '
comprehensive careplan that addressed the low .
total protein and seram albumin levals. This was Meas“re,s to be pu.t '"to, place to ensure that
the deficient practice will not oceur are that 11/13/13

evident in 1 of 3 residents in the sampled reviewed
for nutrition. Resident#63
Findings included:

Resident#63 was admifted to the facility on
6/24/13 with cumulative diagnoses which included
anemia and diabetes.

Review of the Minimum Data Set dated 2/25/13
revealed resident required supervision wilh
Activities of daily living and was cognitively intact.

Review of the hospital laboratory sludies revealed
on 6/18/13 a total protein level of 4.4 grams per
deciliters (g/dly milligrams per deciliter and with a
serum albumin level 2.0 gfdl. The reference
range for total protein level was 6.0-8.3 g/dl. The
reference range for a serum albumin level was
3.5-5.5 g/dL.

Review of the laboratory blood studies dated
7113 revealed a total protein 5.1 g/dl and serum
albumin of 3.1 gidl,

Review of the medical record revealed no
careplan 1o address the Jow protein levels.

Interview on 10/23/13 at 1:50 PM with the
consultant dietitian via the phone revealed "we
{referring to the facility) failed miserably, dropped

abnormat albumin levels will be assessed and
evaluated by the NP and by either the NCM or
Consultant Registered Dietitian, The result of
the assessment will be communicated to the
MDS Coordinator via the Nutritional
Comrnrunication NotehooX and recorded on
the resident care plan. In-services were
conducted by the consultant Registered
Dietitian for licensed Nursing staff on serum
atbumin and total protein and on the purpose
of the Nutritional Communication Notebook.
{See Exhibit #3)

The Consultant Registered Dietitian will
communicate through a maonthly report to the
Administrator or designee to ensure resident
protein needs are addressed. The
administrator will meet with the MDS
Coordinators to ensure the care plans have
been updated to address any abnormal serum
albumin and protein levels. Any concerns will
be reported to the Quarterly Quality
Assurance meeting to ensure that corrective
actions are achieved and sustained. The
Administrator /DON are responsible for
overall compliance.
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This Plan of Correction s the provider's
Continued From page 3 credible olfegation complionce.

F279 the ball findicating the facility failed lo address the | pa79 Preparation and/or execution of this plan of
low protein and serum levels]" "We were correction does not constitute admission or
focusmg"c)n the nurses concern of her blood agreement by the provider of the truth of the
sugars. facts olleged or conclusions set forth in the
Intarview on 10/23/13 at 4:50 pm with the stotement of deficiencies. The plon of
consultant dietitian and the director of food correcuofr s preo f"ed andfor exec t.’tedsoje[y
services was held. The consultant dietitian because it is required by the provisions of
indicated as the consultant she should have federal ond state fow.
addressed the low albumin and total protein levels.
interview conducted on 10/24/13 at 5:20 PM with
the director of nurses {DON) and administrator
regarding the expectations related to care
planning the resident ' s protein needs. The DON
revealed the dietitian needs to monitor more
closely. The administrator indicated he would
reiterate and remind the dietitian once per month
when we meet, o make sure the protein needs
are addressed.

F2 -The MD! i

0 | 483200010, 489.1002) RIGHT TO 0| st esdont 9 s beercorsaed | /el

PARTICIPATE PLANNING CARE-REVISE CP : A
Section K; unplanned severe weight loss. The

The resident has the rght, unless adjudged subsequent corrected Care Plan was

incompetent or otherwise found to be completed.

incapacitated under the laws of the State, to

partlcipate in planning care and treatment or -The corrective action will be accomptished for

changes in care and treatment. those residents having the potential to be
affected by the same deficient practice by the

A comprenansive care plan must be developed interdisciplinary Team performing a scheduled

within 7 days after the completion of the Review of the MDS of residents to assess for

cemprehensive assessment; prepared by an the accuracy of Section K and the correction of

interdisciplinary team, that includes the attending any information deemed to be inaccurate.

physician, a registered nurse with responsibility Any resident identified to have a weight loss

for the resident, and other appropriate staff in of 5% or more in a month or 10% or more in

disciplines as determined by the resident's needs, " i

and ;:o the extent practicabl{: the participation of -the fast Sl~x months “-““ be addressed by i

» _ o " interventions on their Care Plan. {See Exhibit

the resident, the resideni's family or the resident's #2)

legal representative; and periodically reviewed

and revised by a team of ualified persons after -The measure put into place to ensure that the | 11/11/13

each assessimant. . T : _
deficient practice will not occur is the in-

This REQUIREMENT is not met as evidenced by: servicing of the Interdisciplinary Team on

Based on record review and interview with staff “Nutritionat Care Planning”. Utilizing the

the facility failed to update a nuliitionat care plan Nutritional Assessment Policy. {See Exhibit

when a severe weight loss occurred. This was #4)

evident in 1 of 3 residents in the sample reviewed

for nutrition. Resident #43 -The facility plans to monitor #s performance

Findings included: to ensure that solutions are sustained by
having the Quality Assurance Nurse or her

Resident#43 had cumulative diagnoses which designee monitor, through a monthly audit,

included dementia. and record a review of the accuracy of

5 A Nutritiona! Care Plans when a severe weight

Rewew: of the mor.ﬂh]y weight chart form revealed loss occurs. The result of the audits will be

the resident ’ s height was 5 feet. The monthly A

weight chart form indicated a weight history that brought to the Quarterly Quality Assurance
Meeting to ensure that the corrective action is
achieved and sustained. The
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£280 Based on record review and interviaw with staff £280 Administrator/DON is responsible for overall

the facility failed to updaie a nutritional care plan
when a severe weight loss ocourred. This was
evident in 1 of 3 residents in the sample reviewed
for nutrition. Resident #43

Findings included:

Residentif43 had cumulative diagnoses which
included dementia.

Review of the monthly weight chart form revealed
the resident’ s height was 5 feet. The monthiy
welght chart form indicated a weight history that
included in part;

07/02113 138 pounds (Ibs)

07/31/13 134 1bs

08/02/13 128 Jbs

10/02/13 121 lbs

This represented sevare weight foss of 17 Ibs
within 3 months.

Review of the annual Minimum Data Set (MDS)
dated 10/2/2013 revealed under Section K
swalfowing and nutrition, the weight loss column
was coded 0 {zero) which indicated the resident
had not experienced a weight loss of 5% or more
in the fast month or 10% or more In the last 6
months or the data was unknown.

Review of the careplan revised 7/9/13 addressing
nulrition revealed in part the goals were met
regarding being at risk for altered nutrition.

Reaview of the revised care plans dated 10/17/13
revealed no written goals and approaches to
address the unplanned severe weight loss,

Interview on 10/23/13 at 4:18 pm with MDS
coordinator#2 revealed the interdisciplinary team
did not do a careplan regarding nutrition because
it did not appear on the CAA (care area
assessment) summary determine if the facility
should make a decision to careplan.

Interview on 10/23/13 at 4:40 pm with nutrition
care manager (NCM#1) revealed " | did the
wrong math " in determining the degree of weight
loss on the Minimum Data Set (MDS)
assessment form dated 10/2/13.

Interview on 10/23/13 at 4:50 pm with the
consultant distitian and the director of food
services was held. The consultant dietitian
indicated the weight loss should have been
assessed. The dietitian also indicated as the
consultant she should have addressed the weight
loss on the careplan

compliance.
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This Plon of Correction is the provider's
Continued From page 5 credible ollegation compliance.
Interview on 10/24/13 at 5:10 PM with the direclor Preparation and/or execution of this plon of
of nurses (DON) and the Administrator regarding correction does not constitute admission or
the.lr expectatlpns related to the resnden_t ' s agreement by the provider of the teuth of the
weight loss being Care Plan. The DON'mdlgated facts alleged or conclusions set forth in the
Zﬁ&??&zgtﬁg": r":] omuladnize”?rat it wasn ' t missed staternent of deficiencies. The plon of
483.25(1) MAINTAIN NUTRITION STATUS correction is prepored andfor executed solely
UNLESS UNAVOIBABLE because it is required by the provisions of
federal and state faw.
Based on a residen{’s comprehensive
F 325 assessment, the facility must ensure that a F325 1)The corrective action was accomplished for 10/24/13
58=D | recident- resident 143 affected by the deficient practice
(1} Maintains acceptable parameters of nutritional by the re-starting of her Resource Supplement
status, such as body weight and protein levels, with the addition of chocofate syrup {as is her
unless the resident’s clinical condition preference) administered with each
demonstrates that this is not possible; and medication pass.
(2) Receives a therapeutic diet when there is a
nwtritional problern. ~The corrective action will be accomplished for
. those residents having the potential to be
This REQUIREMENT is not met as evidenced affected by the same deficient practice by the
by: . ) Interdisciplinary Team identifying at their
f_!asec‘i on ob_servallon, record review, and weekly Weight Management Meeting those
interviews \y{th staff, cons.qltanl_dletallan, and residents with a severe welght loss in
nurse praclitioner, the facility failed to assess for . . .
and provide nutritional interventions for a severe accordance.wnh th? ’,mamf"ters in the Weight
weight loss, and for low protein and serum Change Policy. (Exhibit 42}
albumin lavels, for 2 of 3 sampled residents
reviewad for nutrition. (Resident#43 and #63) -The measure put into place to ensure that the | 11/11/13
Findings included: deficient practice will not occur is the in- 11/13/13
servicing of the Interdisciplinary Team on the
1. Record review indicated Resident #43 had Weight Change Policy and in-servicing of the
cumulative diagnoses which included dementia. facility staff nurses at the Monthly Nurses
Meeting, (See Exhibits #2 and #5}
Review of the annual Minimum Data Set (MDS)
dated 10/2/2013 revealed the resident had The facility plans to monitor its performance
severely impaired cognition, was lotally to ensure that solutions are suskained by
dependent on staf{ for eating and had not having the Quality Assurance Nurse or her
experiencad a weight loss of 5 percent (%) or designee monitor through a menthly audit,
more in the last month or 10 % or more in the last and record a review of the accuracy of care
6 months. plan interventions related to those residents
Review of the care plan revised 7/8/13, which W’:;T 2 se.;ebm : e'gh:‘ Ioss'hme restu RIS Ohhf.t
addressed nutrition, revealed in part the goals audits will be rous tto the Quarterly Quality
were met regarding being at risk for altered Assurance Meeting to ensure that the
nutrition. corrective action is achieved and sustained.
The Administrator/DON is responsible for
Review of the monthly weight chart form revealed overalt compliance.
the resident ' s height was 5 feet. The monthly
weight chart form indicated a weight history which 2)Corrective actions for resident #63 affected
included in part: by the deficient practice are a repeat serum
07/02113 =138 pounds {Ibs.) atbumin fevel recommended by the consultant
07431113 =134 Ibs. Registered Dietitian and ordered by NP on
09/062/13 =128 lbs.
10/02M13 = 121 Ibs,
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F325 The sevenleen pound weight loss experienced by | £325 | 10/23/13. Lab results received on 10/24/13 10/23/13
Resident #43 from 07/02/13 to 10/02/13 equates were 3.4g/d}, NP reviewed serum albumin 10/24/13
to & 12.32 % percent severe weight loss during level result and no new orders were received.
this three month period. The care plan was updated on 10/23/13 and
Review of the revised care plan dated 1011713 i&/j;/iis; ;C:lgr?:f?o;zsﬂ?gg:‘egftzzt;m
revealed no written goals and approaches to Dietitian reass;esse d resident and
address the unplanned weight loss. -
recommended a protein supplement on
Review of Resident #43 ' s the October 2013 11/13/13. NP ordered a protein supplement 11/13/13
physician orders for October 2013 revealed on 11/13/13. The resident care pfan was
orders for a regular dist and an order for a updated on 11/13/13.
chocolale figuid supplement of 120 milliliters twice
a day since 10/30/2012. Corrective action for all residents with the
potential to be affected by the same deficient
Review of the intake monitoring sheets from July practice is that all abnormal alburmin levels wilt
2013 through October 23, 2013 revealed the be assessed and evaluated by the NP and by
resident * s food and fiuid intake varied from 50 % either the NCM or the consultant Registered
to 100 % at different meals. Dietitian. The results of the assessment will
Review of Resident #43 ' s physmuan orders be communicated to the MDS Coordinator via
reve.atled a 10/10/13 to receive 129 milliliters of a a Nutritional Communication Notebook and
nutnt}ona! supp]_gment “.'hmh prowded_two . recorded on the residents care plan.
calories per mitliliter. This order was discontinued
e e G Vesares b put o lc o cnrtot | 11/13/13
documentation to determine why this liquid the deficient praf:t:ce witl nf)t occur are that
supplement was discontinued nor that other abnormal atbumin levels will ?e assessed and
distary interventions were implemented. evaluated by the NP and by either the NCM or
Consultant Registered Dietitian. The result of
Nurse#7 who discontinued the supplement on the assessment will be communicated to the
10114113 was not avaifable at the time of the MDS Coordinator via the Nutritional
survay for an interview Communication Notebook and recorded on
the resident care plan. In-services were
Interview on 10/23H 3 at 3:08 PM with Nurse# 2 conducted by the consultant Registered
revealed he provided a carton of chocolate liguid Dietitian for lieensed Nursing staff on serum
supplement With'a straw to the _resident a”d.She albumin and total protein and on the purpose
consumed all of it. Nurse#2 md]c_:a_led sometimes of the Nutritional Communication Notebook.
he gave her more when he administered her {See Exhibit #3)
medications.
Interview on 10/23/13 at 4:01 PM with nursing The Cons_ult:n:lﬁegls:‘ered D[f:[nan WI”“ th
assistant (NA) #3 revealed, " The resident eats ;c:jmr.m,m'ca € through a monthly report to the
almost anything. " NA #3 indicated she had not mr!nstrator or desigree to ensure resident
had a problem feeding the resident. protein needs are addressed. The
administrator will meet with the MDS
Observation of breakfast on 10/22/13 at 8:30 AM Coordinators to ensure the care plans have
revealed the resident consumed 100 % of the been updated to address any abnormal serum
eggs and hot cereal with the assistance of staff. albumin and proteln levels. Any concerns will
be reported to the Quarterly Quality
Observation of lunch on 10/23/13 at 12:20 PM Assurance meeting to ensure that corrective
revealed the resident was being fed and actions are achieved and sustained. The
consumed 75 % of her meal. Administrator /DON are responsible for
overall compliance.
Interview on 10723413 at 4:50 PM with the facility '
s constiltant dietitian and the director of food
services was held regarding Resident #43 's
sevare weight loss. The dietitian stated, " The
FORM CMS-2567 (02-89} Previcus Versions Obsolete Event IDICETOLL Fasility 1D: 923180 If continuation sheet Page 7 of 14
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Continued From page 7

weight loss should have been assessed, and as
the consultant, | should have addressed the
weight foss. "

On 10/24/13 at 5:10 PM an interview with the
Director of Nurses (DON} and the administrator
was held regarding their expectations related to
the resident ' s weight foss The DON indicated
her expectations would be that it (referring to the
welght loss) wasn ' t missed and the facility would
be revising the weight loss policy.

2. Resident#63 had cumulative diagnoses which
included anemia and diabates.

Review of the Minimum Data Set dated 9/25/13
revealed resident required supervision with
activities of daily living and was cognitively intact.

Review of the medical record revealed no
careplan to address the fow protein levels.

Review of the resident’ s hospital Jaboratory
studies revealed on 6/18/13 a total protein level of
4.4 grams per deciliter (g/dl) and a serum

albumin level 2.0 g/dl. The reference range for
total protein leve! was 6.0-8.3 g/dl. The

reference range for a serum albumin level was
3.5-6.5 gidl.

Review of the laboratory blood studies dated
711113 revealed a total protein 5.1 g/dl and serum
albumin of 3.1 gfdk

Review of the admitting nutritional assessment
form dated 6/24/13 and authored by nutrition care
manager {NCVi#1) revealed a notation indicaling
a total protein level 5.1 g/dl and 3.1 g/dl serum
albumin level. There was no assessment of the
resident's estimated protein needs or
recommendations to address the low protein
markers.

Interview on 10/23/13 at 10:21 AM with NCM#1
revealed the low albumin levels were not brought
{o her atlention. NCM #1 revealed she was
unaware of Resident #63 ' s low protein and
albumin levels of $56/24/13, so she had not made
any recommendations to address these abnormal
laboratory resulis.

Review of the 7/25/43 nutrition assessment form
authored by NCM#2 revealed no indication of the
low prolein levels. Nor were the resident ' s low
protein needs addressed.

Interview on 10/23/13 at 11:30 AM via the phone
with NCM#2 revealed she did not address the
resident ' s low protein and albumin levels on the

F325
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This Plan of Correction is the provider's
Continved From page 8 credible altegation compliance.
F325 07/25M 3 nutritional assessment. F325 Preparation and/or execution of this plun of
R X . correction does not constitute admission or
progross notes cted /25113 and 103 agreement by the provider of the truth of he
revealed the facility still did not address the fow f?ﬁ;ffeigrZf?f;;ﬁﬁ?;fgﬁ:ﬁ}n the
protein levels or conducted an assessment of the P
resident's estimated protein needs, w”emo’.n '.S prep ?md ondlfor exe,c L.m"d solely
because itis required by the provisions of
Interview on 10/23/13 at 1:50 PM with the Jederal and state law.
consultant dietitian via the phone revealed a
confirmation that the facility failed to address
Resident #63 ' s low protein and albumin levels.
An interview on 10/23/13 at 4:50PM with the
consuliant dietittan and the director of food
services was held. The consultant dietitian
specified she should have addressed the low
albumin and total protein tevels and should have
assessed the resident ' s estimated daily protein
needs.
An interview was conducted on 10/24/13 at 5:20
PM with the director of nurses {DON) and the
administrator regarding the expectations related
to the assessment of the resident ' s protein
needs. The DON revealed she would have
expecied the facility to implement measures to
address Resident #63 ' s low albumin and total
protein levels.
Interview on 10/24/13 at 5:15PM with the Nurse
Practitioner (NP) was conducted. The NP
indicated she was unaware that a nutritional
assessment had not been completed to address
the tow albumin levels.
F4341 | 483.60(b), (d), {e) DRUG RECORDS, F43L | 1) For resident #29 found to have been 10/23/13
55=k LABEL/STORE DRUGS & BIOLOGICALS affected by the deficient practice of expired
The facility must employ or cbain the services of medication, the corrective action was to
a licensed pharmacist who establishes a system retur the expired medication to the
of records of receipt and dispositicn of all pharmacy and new supply of medication was
controlled drugs in sufficient detail to enable an ordered and recefved from the pharmacy.
accurate reconcifiation; and determines that drug
records are in order and that an account of all The corrective action for those residents 11/13/13
controlled drugs is maintained and periodicatly having potential to be affected by the same
reconciled. deficient practice is to educate all Heensed
nursing staff on medication storage and
Drugs and biclogicals used in the facility must expiration dates per the pharmacy policy of
be medication storage and expiration dates. (See
labeled in accordance with currently accepted £xhibit 6} ¢ P (
professional principles, and include the
:elppropr‘iale accessory a’_"d (':autionary Measures to be put into place to ensure that
mstrychons, and the expiration date when the deficient practice will not occur will be
applicable. weekly audits of medication storage and
In accordance with State and Federal laws, the expiration dates to be conducted by ficensed
facility must store all drugs and biglogicals in nurses on the L1pm-7am shift as part of the
locked compartments under proper femperature Medication Cart and Medication Room
Weekly Audit.
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F431 controls, and permit only authorized personnelto | r431 | The facility’s plan is to moniter its

have access o the keys.

The facility must provide separately focked,
permanently affixed compartments for sterage of
controlled drugs listed in Schedule 1l of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
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 observations, record review and staff
interviews, the facility failed to discard an expired
medication as specified by the drug manufacturer
in 1 of 4 medication carls {Oaks); and faifed to
securely store medications in 3 of 4 wound care
treatment carts {Maples, Oaks, and Cedars).

The findings included:

1} An observation of the Oaks medication cart on
10/23/13 at 4:13 PM revealed an opened botlle of
calcitonin-salmon spray 200 Units per actuation
{an intranasal spray used for the treatment of
osteoporosis} in the medication cart drawer for
Resident #29. The bottle was labgled as opened
on 9/4/13 and an expiration date of 10/4/13 was
hand-written on the label. A review of Residant
#29 ' s October 2013 Physicians Orders revealed
there was a current order for the
calcitonin-salmon spray dispensed as generic for
Miacalcin in a 30-dose bottle detivering 200 Units
per dose 1o be given as one spray in alternating
nostrils every day.

The manufacturer ' s product information
indicated a bollle of caicitonin-salmon spray may
be stored at room temperature for up to 35 days.
Opened or unopened bottles left at room
temperature for more than 35 days must be
discarded. Additional information from the
manufacturer indicated that more than 30 doses
should not be used from one bollle. After 30
doses, the pump may not deliver the correct
amount of medication with each spray.

An interview was conducted with the nurse
assigned to the Oaks medication cart (Nurse #1)
on 10/23/13 at 4:13 PM. Upon inquiry, Nurse #1
stated, " If | had seen that {the expiration date) |
would have re-ordered it. The nurse noted she
did not see ancther bottle of calcitonin-salmon on
the medication cart and subsequently reported
none was found in the medication store room
refrigerator.

performance and ensure that solutions are
sustained through Implementing a Weekly
Medication Storage and Expiration Audit.

The audit will be given to the Quality
Assurance Nurse for review and will be
reported o the Quarterly Quality Assurance
Committee to ensure that the corrective
action is achieved and sustained. The
Administeator/DON is responsible for overall
compliance,
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F431 An interview was conducted with the Staff F431
Development Coordinator (SDC) on 10/23M13 at
4:25 PM. The SDC reported that
calcitonin-salmaon spray should be labeled with
the date the medication was opened and the date
it expired. She also indicated it should be pulled
from the medication cart upon expiration. When
Nurse #1 inquired as to what to do with the
expired calcitonin-salmen spray, the SBC
instructed her to take it off of the medication cart
as it could no longer be used.
During an interview with the DON on 10/24/13 at
9:46 AM, the DON stated she was aware that
expired calcitonin-salmon spray had been found
on the Oaks medication carf and that this
situation had been resolved. The DON indicated
her expectation would be for an expired bottie of
caleitonin-salmon spray to be promptly removed
from the medication carl,
22 A ‘:";i‘g gi;?;{;ﬂ'g\; Aﬂig&g‘&igmle{‘v ! 2A-2C) No residents were reported 0 be
i3 \ ) . ;
Biologicals, Syringes and Needles, " dated $/1/13 directly affected by this practice.
included the folfowing statement: The corrective action for those residents
" Facility should ensure that all medications and i i
biologicals, including teeatment items, are having the potential to be affected by the
securely stored in alocked cabinet/cart or locked same deficient practice will be accomplished
medication room that is inaccessible by residents by ensuring that al frems, per facility policy for
and visitors. " “storage and expiration of medications,
biological, syringes and needles” including
The initial tour of the facility was conducted on treatment items, are securely stored in a
1042172013 at 10:45 AM. During this tour, the locked cabinet/cart or locked medication room
door to room D111 (a clean utility room} on the that is inaccessible by residents and visitors.
Maples hall was abserved to be open. A wound
care lreatment cart was observed in the room The measures put into place to ensure that the | 11/13/13
with the carl's locking mechanism in the deficient practice will not occur will be to
out/unlocked position. There was no nurse or othar educate all licensed nursing staff on
staff member near the room or utilizing the medication storage per our facility policy. The
carl. Dufmg the cemi.nued tour of the Maples hall key to each treatment cart will remain in the
from 10:45 f-\M to 11:00 AM, the door to room possession of the charge nurse on each
13111 remained open and the cart remained . ot
unlocked. Residents, visitors, and staff were ass'gn.Ed hall. The charge nurse W‘.“ SI&n a.'og
observed to pass the open room containing the to verify that the.z t_reatment cart will remain
unlocked cart. Another observation was made tocked. {See Exhibits #6 and #7)
on 10/21/13 at 12:10 PM which revealed the door
to room D111 was open and the wound care The sustained solution to moniter the faciity’s
treatment cart inside the room was unlocked. performance will be through random weekly
There was no nurse or staff member near the cart audits to ensure storage is achieved per
room or utilizing the cart. At 12:55 PM Nurse #5 our facility policy. The resufts of the audits will
was ohserved leaving room D111, Upon her exit, be reviewed and reported to the Quarterly
both the door to the room and the treatment cart Quality Assurance Committee by the Quality
inside were observed to be unlocked. Assurance Nurse. The Administrator/DON will
be responsible for overall compliance.
An observation of the Maples treatment cart on
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£431 10122413 at 2:16 PM revealed the treatment cart F431

was stored in Room D111. The door to the room
was ajar (not fatched). The room was unlocked
and the treatment cart was noted to be unlocked
and unattended. Prescription topical medications
stored in the second drawer of the unlocked
treatment cart included the following: 4 tubes of
nystatin-triamcinelone cream (a prescription
antifungal-steroidat creamy); one bottle of
ketoconazole shampoo (an anti-fungal agent);
one tube of silver sulfadiazene cream {an
antiseptic typically used for the treatment of
burns); 2 tubes of mupirocin ointment (an
antibiolic medication); 1 tube of kelaprofen gel {a
nonsteroidal anti-inflammatory medication}; and
one vial of NyStop powder {an anti-fungal agent).
Two tubes of over-the-counter (OTC) creams
were also stored in the second drawer of the
treatment carl.

On 10/23/2013 at 10:02 AM, the facility's
Assistant Director of Nursing (ADON) was
observed storing the unlocked wound care
treaiment cart in room D111 on the Maples hall.
Room D111 was left unlocked. Residents, staff,
and visitors were observed passing the unlocked
room storing the unlocked wound care treatment
cart.

An observation of the Maples treatment cart on
10/24/13 at 9:25 AM revealed the treatment cart
was stored in Room D111, The room was
unlocked. The treatment cart was unlocked and
unattended. Topical prescription medications
were stored in the second drawer of the cart.

An interview was conducted with Nurse #3 on
10724113 at 9:30 AM. Nurse #3 was the staff
nurse on duty for the Maples neighborhood.
Nurse #3 stated all staff nurses used the
treatment cart. She indicated the treatment cari
was kept in the clean utility room with the doors
closed. She also stated that staff using the cart
needed to make sure it was locked.

During an interview with the DON {(Director of
Mursing) on 10/24/13 at 9:46 AN, the DON
indicated that her expectation would be for the
treatment carts to be kept in the clean utility room
and locked unless it was in use.

2b) A review of the facllity * s Policy entitled, "
Storage and Expiration of Medications,
Biclogicals, Syringes and Needles, " dated 1/1/13
included the following statement:

* Facility should ensure that all medications and
biologicals, including treatment items, are
securely stored in a locked cabinet/cart or locked
medication room that is inaccessible by residents
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F431 and visitors. " F431

An obsarvation of the Oaks treatment cart on
10/22/13 at 2:.01 PM revealed the treatment carnt
was stored in Room B111 {a clean utility roomy}.
The room was unlocked. The treatment cait was
untocked and unattended. Two 60-gram tubes of
nystatin-triamcinofone cream {a prescription
antifungal-steroidal cream) were sitting on top of
the treatment cart. Prescription fopical
medications slored in the second drawer of the
unlocked treatment cart included the foltowing: 1
tube of Nizoral cream (an anli-fungal agent}; 2
tubes of nystatin-triamcinolone cream; one tube
of a compounded prescription cream {a
medication compounded by the pharmacy which
contained 6 prescription ingredients formulated in
accordance with a prescriber * s specifications);
one tube of Prudoxin (a topical cream typically
used for nerve pain); and one tube of Voltaren gel
{a nonsteroidal anti-inflammatory medication).
Four tubes of over-the-counter {OTC) creams
were also stored in the second drawer of the
trealment cart and additional over-the-counter
topical products were stored in the third drawer of
the cart.

An observation of the Qaks treatment cart on
10/23/13 at 9:50 AM revealed the trealment cant
was stored in Room B111. The reom was
unlocked. The treatment cart was unlocked and
unaitended. Topical prascription medications
were stored in the second drawer of the cart.

An observation of the Oaks treatment cart on
10/24/13 at 9:25 AM revealed the treatment car
was stored in Room B111. The room was
unlocked. The treatment cart was unlocked and
unattended. Topical prescription medications
ware stored in the second drawer of the cart.

An interview was conducted with Nurse #2 on
10/24/13 at 9:35 AM. Nurse #2 was the staff
nurse on duty for the Oaks neighborhood. Nurse
#2 stated the treatment cant was kept in the clean
utility room. Upon entry into the utility room, the
treatment cart was unlocked. Upon inquiry,
Nurse #2 indicated the reatment cart should be
locked but stated he had just used it. He locked

the treatment cart prior to leaving the room.

During an interview with the DON (Director of
Nursing) on 10/24/13 at 9:46 AM, the DON
indicated that her expectation would be for the
treatment carls fo be kept in the clean ulility room
and locked unless it was in use.

2¢) A review of the facility ' s Policy entitled, "
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Continued From page 13

Storage and Expiration of Medications,
Biologicals, Syringes and Needles, " dated 1/4/13
included the following statement:

" Facility should ensure that all medications and
biologicals, including treatment items, are
securely stored in a tocked cabinet/cait or locked
medication room that is inaccessible by residents
and visitors, "

An observation of the Cedars trealment cart on
10422713 at 2:10 PM revealed the treatment cart
was stored in Room A135 (a clean utility room).
The room was untecked. The treatment cart was
unlocked and unattended. Prescription topical
medications stored in the second drawer of the
unlocked treatment cart included the following: 8
{ubes of nystatin-triamcinolone cream (a
prescription antifungal-steroidal cream), two
tubes of mupiricin cintment {an antibiotic
medication); and one tube of hydrocortisone
cream {a steroidal ¢reamy).

An observation of the Cedars treatment cart on
10/23/13 at 9:35 AM revealed the treatment cart
was stored in Room A135. The room was
unlocked. The treatment cari was unlocked and
unattended. Topical prescription medications
were slored in the second drawer of the cart.

An observation of the Cedars treatment cart on
10/24/13 at 9:25 AM revealed the treatment cart
was sfored in Room A135. The rcomwas
untocked. The treatment cart was unlocked and
unatiended. Topical prescription medications
were stored in the second drawer of the cart.

An interview was conducted with Nurse #4 on
10/24/13 at 9:32 AM. Nurse #4 was the staff
nurse on duty for the Cedars neighborhood.
Nurse #4 stated each pod had a trealment cart
and thal cart was kept in the clean utility room.
Upaon entry into the clean utility room, the
treatment cart was unlocked. Upon ingtiiry,
Nurse #4 stated the treatment cart shouid be
tocked and she subsequently focked it.

During an interview with the DON (Director of
Nursing) on 10/24/13 at $:46 AM, the DON
indicated that her expectalion would be for the
treatment carts to be kept in the clean utility room
and focked unfess it was in use.

F431

FGRM CMS-2567 (02-99) Previous Versions Obsolate

Event 1ID:CETOLL

Facility 1D: 923180 If continuation sheet Page 14 of 14




EPARTMENT OF HEALTH AND HUMAN SERVICES B ot AP

DICARE & MEDICAID SERVICES OMB NO. §938-0381

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICUIA X2 MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: | , gon o WAIN BUILDING COMPLETED
5148 B.WING 1102112013
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE Zip CODE
925 MEW GARDEN RD
RIENDS HOMES AT GUILFORD -
F HOMES A GREENSBORO, NG 27410
N W SUMARY STATEMENT OF DEFICIENCIES i3] PROVIDER'S PLAN OF CORRECTION x8)
PREFD, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGCH CORRECTHVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING NFORMATIDN) TAG CROSS-REYERENGED TG THE APPROPRWATE DATE
. DEFICIENGY)
K 000 | INITIAL COMMENTS ' K 000

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 New Health
Care section of the LSC and its referenced
publications, This bullding is Type 1K{111)
construction, fire retardant treated wood
trusses,one story, with a complete automatic

sprinkler system.
There were no deficlencles noted during survey.
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029 The door tatch on the soiled linen room atthe laundry! 1273072013
$8=0 {B129) which did not latch will be correctad to assure
. the door will close and latch,
H_azardous areas are protected in agcordance Tho Mg o8 Director or hiser designee wil
with B.4. The areas are encipsed with a one hour make manthly inspections to m'”&vi e'em his fssue.
fire-rated barvier, with a 3/4 hour fire-rated door, W an fssue B identified. the Makntenance Departrent
without windows {in accordance with 8.4). Doors working with the Director of Nursing and Hsfher
are seff-closing or automatic closing in staff, wil fake comective action and report such
accordance with 7.2.1.8. 18321 mﬂmmmwmcom ‘
This STANDARD is not met as evidenced by:
A. Based on observation on 11/21/2013 the door
to the soiled linen at the laundry failed to latch
when closed.
42 CFR 483.70 (a( )
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD Ko81] Wewill work with our Sprinkler Service Company | 12/162013
§5=D _ and Flref}laxm&‘:ys(m Sewioac_onmwm
Required autoratic sprinkler systems have m&mst oy 1o cormply with KFFA KL
will sound whern the valves are dosed. NFPA will make monthly inspections to prevent this
72,9721 jssua. if an tesua is idantified the Maintanance

Director working with the Director of Nursing and
hisfher staff will take comective adion and report
This. STANDARD is not met as evidenced by: such actions to the Quartardy Quality Assurance
A Based on observation on 112112013 the Commitice Meeting

valves on the accelerators were not electrically

LABORATORY DIRECTOR'S OyRO\VlD PPLIER REPRESENTATIVES SICHATURE TITLE 6y DATE
: g %W\ ADM 14 Stafor iz-i3-~13
Any deficiency statement ending with Zpasterisk ) denctes a deficiency which the instiwtion may be excused from comrecting providing i is determined that
other safeguards provide sufficlent protection to the patiants. (See instructions.) Exceg for nursing homes, the findings stated above are distloaable 90 days
foliowing the date of survey whether or not a plan of comection i provided, For nursing homnes, the above fiklings and glans of coaction are disclosable 14
days following the date these documents are made availshlke {0 the facitty. |f defidencies are cited, an approved plan of cotrection is requisite fo continued ?
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AND PLAN OF GORREGTION IDENTIFICATION RUMBER: A BUILDING 02 - MAIN BUILDING COMPLETED

345148 B.WING 1112112013

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CIVY, STATE, ZIP CODE

925 NEW GARDEN RD
i
FRIENDS HOMES AT GUILFORD GREENSBORO, NC 27410
x40 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION T
PREFIX (EACH DERICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSSREFERENCED TO THE APPROPRIATE DaTE
DEFICIENGY)
K 061| Continued From page 1 K 061 |
supervised..
42 CFR 483.70 {a)
}
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PRINTED: 12/2/2013

EPARTMENT OF HEALTH AND HUMAN SERVICES EORM APPROVED
ENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
SYATEMENT OF DEFICIENCIES .~ ] | (L2} ISR VTP E CONSTRUCTION (X3) DATE SURVEY
AND PLAR OF CORRECTION IDENTIACATION NUMBER: A BURLDING D2 - MAIN BUILDING COMPLEYED
345148 B. WING 11124/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, S§TATE 2IP CODE
FRIENDS HOMES AT GUILFORD 925 NEW GARDEN RO
GREENSBORO, NC 27410
(%4) I SUNMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX (EACH DEFICENCY WUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD 8F COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE TAVE
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000

This Life Safety Code(LSC) survey was
conducted as per The Code of Federal Register
at 42CFR 483.70(a); using the 2000 New Health B
Care section of the LSC and its referenced O

publications. This bullding is Type 1lI(111) i Ry

construction, fire retardant freated wood , P DEC 13 2013
trusses,one story, with a complete automatic ) b
sprinkier system. N n

Laamm—on -

There were no deficiencies noted during survey:

K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K 029/ The door Iach on the soiled inen room at the launaryl 12302013
(B129) which dud not latch wil be comected 1o assune

§8=D )
Hazardous areas are protected in accordance T"h’ee dx;g::;fgm% isber designoe vl
with 8.4. The areas are enclpsed with a one hour make monthly inspections to p' 't_e"“mt’e' this lssue
fire~rated barrier, with a 3/4 hour fira-rated door, H an issue is idetibed, the Maintenance Department
without windows {in accordance with 8.4). Doors working with the Ditector of Nursing and his/her
are seftf-closing or automatic closing in staff, will take comective action and reporl such
dccordance with 7.2.1.8.  18.3.211 m At e Quartery Quality Assuranos Comttes

This STANDARD is not met as evidenced by: .
A Based on obseyvation on 11/2172013 the door !
to the soiled linen at the laundry failed to fatch |

when closed, ;
42 CFR 483,70 (g(
K 081 | NFPA 107 LIFE SAFETY CODE STANDARD K 061! Wewillworkwith our Sprinider Service Company | 12/16/2013
$8=D and Fire Atarm Systeme Sesvice Company to
Required automatic sprinkler systems have oo Coe St Comedy v NFPA 101
valves supervised so that at least a local alarm The Maintenance Director or hivher dasignee
will sound when the valves are dosed.  NFPA, will make monthly Inspections (o pravent this
72,9721 Issue. if an issus is Kentified the Maintenance
‘ Director working with the Director of Nursing and
h‘lxmers@.ﬁwiii take comective ad_im and repoit
This STANDARD is not met as evidenced by: séuf' actions to ihe Quarterty Quality Assurance
A Based on observation on 111/21/2013 the minittae Meeting

valves on the accelerators were not electricalty
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foliowing the date of survey whether or nol a plin of correction ks peovided, For nursing homes, the above findings and plans of correction are disclogable 14
days following the date these decuments are made pvsilsbie to the faciity, If deficiencies are cifed, an approved plan of comection is requisite fo continved ?
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