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F 221 | 483.43(a) RIGHTTO BE FREE FROM j' T ”‘"3 of this plain of correction
PHYSICAL RESTRAINTS SRA : does npt canstttute an admisston thot

8=k

The resident has the right (o e free fmm any
physical restramls imposed for purposes of -
disciplineg or vonvenience, sid net raguired to
{reat the residant's medical symptoms '

b

This REQUIREMENT ia nol met as evldancad
by: g
Rosed on obsewallons stafl and fam:ly
intervisws, and racord reviews ihe facmty falled f0 .
use a syslematic procass of evaluation and cara
planning pnorto using bed boistars, panmeler
matliresses, and gert-chalr use for 4 of 4 sampled

residents rﬁ\)lewed for physizal ras!ramts Py resident’s care pfan and RA, if
(Resident £ 1, 428, 41, and #171) L s needed Was updated to raflect the
Findings Included: - - b .

1. Resident #171 wag admitied ongmally on o
82172012 with diagnosis that included
schlzophrenfa and dementia. |

Araview of Restdeni #H71's Mmlmum Data Sal
{(MDS) dated 101713 indicated Restden! .
was sevarely cognitivaly impatred with lmpaired
short tetm afd Jong lem memory. -Residant 2
#1171 mdmal@d symploms of depressron dany, -
trouble concéntrating on activities, and e
resilassness] Resident #171 did not have any - -
behavior problems. Rosldent #171 requirad: i
extensive aspistance with parsonal hyglane] foilet
usa, dressmg, and bed mobliity, Resident #1171
was riot coded as having restraints In place. .

A review of F{esldaﬂ! #171's medical record .

revealed g Care Plan dated 713113 wlth at ﬂsk
for falls relatéd 1o inpaired mobility as one of the
focused problems. Intarventions in place were:
A, encourage festdent :o comrnumcale presemce
of pain

3. assisiio fapomhon for mmlon

f. I !;

of
T
H

' the def‘aenmes slleged d:d In fact

T4 Res:dents 1,123, 841, and #1171

g medlcal devlcejrestramt inuse,

) 2 A dev:ce eva[uatron wi}l he

-~ will be completed on new admissions,
‘with quarteriy, an}nual and change of
_ condmon assessments The resident’s

exist “This plan of correctmn is filed
as dvidénce of tha facrhtyfs desire to
complv with tha regulatlons and to
prowc;e‘ h:!g_h ﬂ‘{‘};ﬁﬁ_\’i resident care.

rzzi AEREEE
i II

had. restramt/device evaluations
campleted on 12[2!2013 Each

rassdent’s current cond:tian and any

completed an all fac:lzty res[dents by
DNS/ADNS/Umt Managers by
12/06/13 T hEI[ RA|& and plan of care
will be updated to rgﬁect the outcome
of the dewce evaluation and their
current status. The de\nce evaluation

RAI 'md care plan w;II be updated
upon completion ofthe device

LABORATORY DIREGTOR'S OR PRCNIOERISUPPLIER REPRE

(%6} DATE

7 i MJ/M /2/5)’//3

Any deficlensy statoment emfng with an sstarisk ( } denates a defidedey whm{he inshtutidn ma&?};’steﬂ from cotreetng proticing it is detormined b
othor eafequards provide sulficlant prolection lo the pationts . {See Instuctions.) Except for nursing Tiomes, he findings staled a?}ove are disclogable 40 daye
follawing the date of survay whelher of not o plan of cormection is provided, {Far nurging homes, the ahove ﬁndmgs ang plang afc.ormcbon &rq disclosable 14
dayz foliowing the date (hess depuments are made avala ble fo the facmty if daf‘memlas are mtad Gn g ppmved plan of corraction is feqiisite o eontinuad

program participatiop,

{:“.‘.‘v‘:';}_f_g

FORM CMS-2667(03-99) Proviaus ‘-{:ms'oms Cosolsta

‘?\ran!!l?;ﬁqwﬂ NI ‘F‘ecgitylof ‘923268 Yo I eentinualion shogt Page 1 0f 71

Lot Yol i . ‘ kR .‘ e

e




CEC-18-2013 69:4S From: TRIAD é:FlRE'

:»:‘ o

ﬂﬂrf.'u

Pasg:1 3771

_[
@
,_..' =
U‘l
N e
R v Rt

3 4?25

i

: ™ e . 1 E,
) . oLy L : ; i PRINTED: 1112812013
DEPARTMENT OF HEALTH AND HUMAN SERVICES' " . RERS s R FORM AFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : : ! ! OMB NG, 0838-0381
. - ERUE TS S T
BYATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERICUIA ; (xa) MULTIPLE cousmucnaﬂ AR IR {%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . || - T COMPLETED
. DEHTIEIGATION UM . 1 ABULDING ol
N e RN T c
! TR T '
‘e o Codasirz b ot R 1410812013
HAME OFPRCMDERORSUPPLIER P K
TRIAD CARE AND REHAB!LITATIDN GENTER
{4310 SUMFMRYSTA‘I'EMEM’OF DEFICIEHCIES % $ 3 . 'PRQV:DERS BLAN.OF CORRECTON ©9
PREFIX (EACHDEF!{'lENGYMUSTEEPRECE{]EDQYFUL m-'» - . EACHGORREC“VEAGT‘ON SHGULD BE COMPLETION
TAG REGUU\TDR‘( OR L&CIbEmeriG lNFORm'ﬂON) W FS N ‘CRDS \REFERENGEDTOWEI\PPR(}PRIATC DATE
‘ B R SR EIREN DEFlCiEl\CY)
F 221 | Continued Fr‘om page 1 LR 224, 3 The D:rector of Nprsmg/dessgnea

C. alarm to Wheelchair L
D. alanm to bad '
g, llcu:yrmat§
E
G
H.

- place in opan area .
. referto lherapy for mcreasad falls :
place afarm bax out of reach of res:dent
he tums the alarm off himself, - ‘
i mconllnenpe care after IUnch.
J. anti-zlp p%ad to whealchair
K. ensure call light s In place R
L. lay residgnt down when 1|rt‘,-d 01‘ ag:lated
M, penmetez‘ maltregs ~
N. offr resiflent 1o b outiof hed Up to
wheelghair when restlass or agllaled as
allows
0. glve pamsmedlcauona as mdlcaled

!

P. anti-tippet and anfi-roliback bars-fo whéélchau s

o

Q. resident to wear non slip fostwear + - 7"
R. romind regident 10 use caIE gt pnor to S,
ambulating or transfer . :

8. therapy ds nesded, and ensura enwmnmant
is {ree of dutler R AR A £ %’
An observah?n of Ragidant #171 un ‘1115113 al
10:00 AM showed a resident In bad wdh gt
parameter maflress. Resldemt #1714 had on!y y
diaper on and was seen with his legs aver the -
adge of the mattress wnhout hig foet louchmg lhe
floor, : PR IS
An obsewatn?n of Resident #171 on 11/6!13 ai =
12:00 PM showad » resident who was drassad in
sireat clothes from his waist up, The resldent *
was resflass n bed and was attempling fo'get Oi.ll
of the bad, The resident had his fost and legs
over the slde'of the perimeter matiress: *© .
attempting to; get out of bed. The bad alarm dld
nol alarm. Tlle resident was atlempling to raise
himseif up over the edge of the bad with his’ \arms’
and was uachcessfu] at getiing out af bad. ‘The
residant then! iald back down on his ﬂghl side. '3

Y

et

: wlll agdltnewly ad'

: charts withm 72 ‘hb _ to ensure the

s dewce evaluatl as been completed
and care plan has een updated The
Clinlcal Reumbursement Ccordmator

" wuli audlt the resndent’s charts on g
quarteriy and Sninual basls to ensure
the RAl and p]an c;f gare are.

¢$

4, Remdems who experlence falls or
other changes of condltlan will be
dsscussrzd and assésged dailyinthe

¥ }
i mormﬁg standup meetmg by the IDY

team! Care plan mterventlons will he
updated ar;d 1mplerﬁented
, immedlately as needed Aweekly

audit.wilf be completed by the
' Dlrectu( of Nurses;ttg ensure residents
.who have had falls ar changes in
ccndltlon hawz had é\ fall assessmant,
dewce evaluation rRAI if needed, and
; updated plan of § (;are compieted and
slgned off by,the lDT team. Weekly
audits w]ll he contju gted for 8 weeks
the bl Weekly fcar 4 weeks Results of
the audit wlll be ;epprted durmg the
monthly Pl’meetlngg_
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A record revigw of Resndent#1 74 Clinical at Risk.
Evaluslion (CARE) Maeting Minutes Form datec{ i
7/2313 Indicdted the penmeier mallre,ss was first -
implemanted bn 7HBM3 Therewas'no :
explanation li$ted on the form as to why lhjs wa$
put In place. Furiher raview of Resldentmﬂ g
fall reports d:r; nol yield a faH report dated
THBH3, o
An interviaw with Aide #9 wag wnducted on Yy
TU7HS at 7:00 AM. Alde #9 stated the perimeter.
matiressas are used to keep the resident from
falling out of the bed. An interview, with Nurse #5.
was conducted on 14/7/43 at 7:30 AM. Nurse #5:
stated the peﬁmeter mattress is being | used {o by

keep the resident from faliing out of the' bad.". “
An inlerview was condueled will the A.ssnsl HIE ]
Director of Nursmg {ADON) an /713 % 30 - }' b
AM. The ADGN stated the penmeter ma!tresses T at
were nof being usad as restraints buf to eue the, - °F
resident to no?get out of bed and to give the' staff K 3
" fime to hopefully gat there ln tfme before he S LA
does fall,” s Pil
An interviow Was conducléd with lhe Reglonal o) . L_f -
Director Consliltant on 11/7/13 at 14:20 AM. P : P
During the intirview the Reglonal Direclor!: . i
Consuliant stdted the perimeter matiress and i I
balslers ysedion Resident #1741 were nol ; ; [
restrictive to the residant bacaige ha Ig’ shll {a!lmg b pLoEle
outof bed. She furher statéd that the mattress; . 1 | 2R
and bolsters dray have pravented the resident .~ 1| T
from falling more than the 14 tmes he did snnce.,‘ ; N ' sl -
the devices were putinto place. Upon further- .~ RN
inguiry the Regional Director Consultant stated ER RN bl a
the bolters and mattress were not reassessed ts = - S i
saa if they did or dig not decrease or increase Cr PRSI
Resident #1715 falls, % = b Lot ' R R
An interview \‘J;th Aide #8 was mnducted onn h o 4 N bt i i Ly
11813 ato; 3{) AM, Altje #8 stated the penmater i 1 ‘ »,' ;s :
bed was beind used for Rosident #171 was to 1 = RS & 2
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F 221 | Continued Frqm page3 .} - Sl Far} e R
keep the res;dent from fa!hng out of Ihe béx R
An inlerviaw was conducted wnh Nusse: #1 bon'i-
118/ af 6:29 AM regarding the ganeral use of | S
bolsters on rebident ' s beds. Upon inguiiry, Nurge it R
11 acknowledged some of the resadents had-. 3 {
mattresses with bolsters in placs because e i
these people fall and get out of bed. " She ~ S

indicated thatsince side rails could not be used
iha holsters w“ th straps may be usad and that, ; ;
the-bolsters keap them from fatling. ¥ o
An interview wab conductad with the Direcior of
Nursing (DON) and Regional Dirgotor Gonsultant

DON stated, ¥ Wa domt usean assessment for
the bolsters dye to it s not a restrami n Upon 5
further | mqulryl tegarding the reason for the use of
bolslers on a f'esldem 8 hed, the Regional, b
Director Consullant indicated it was because lhe
rasident(s} try,to get out of bed. She'stated that.
use of the bolgters, " slows them down." "1, ‘ ;
1 An interview vas conducled with Nurse #17 on .
1118113 at 2:45 PM. Nurse #17 shared
raspansibility Ior compleimg the MDS and she

compleling Sdction P (Resteaints) of the MDS -
assessmenl. Whan asked where thrs mformahon
came from, thp nurse indicaled that whan a' :
device was ed as a resirainl, it would be .
assassad g5 a resiraint on a form under, ihe L
Aszessment lab " in the resident ' s ‘medical: .
record. In admtlon there w0uld be an'MD order 8
which would usually explain the reason far, lhe E.
rastraint, and it would also be noted.on the care
plan when it was put into place. Nurse #17 - '
raporied %haili‘ a davice was assessed to be aih
restraint, it wolld be coded as: such on the MDS
in Gection £. | @,
A follow-up mtemew was condunted wl!h Nufsa

on 14/8/13 at B:40 Al Dusing thig mlerwew lhe -

indicaled the MDE nursos were respons]bla for ‘. -

AN AT 2 g T S =i et e e o

B R et

PR

e B T

#17 on 1118113 at 4:00 PM. Durmg this mlewlew
EQRM CH5-2567(02-98) Pravious va}s.ons Obsolete ‘ "'

C " Evant th:saMM
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she confrmeé that the MDS nume was, nol
rasponsible fdr determining’ ‘whether or nol a T
device was ca?nsldered to. ba a restraing and at 11 :
was up to ha;nurse managers o do thaL 3 :
An inferview was conducted with Nurse #L; on ',
1118113 al 4; 15 PM. Upon inqulry, Nurse #15

B

stated the nuise managers for each unil ware ‘f o

responsible fdr completing a testraint assessment G
form for each fesidant who had @ restramt She o
indicated the rterﬁnsmphnaw Team (ll:m s

determined what was consldered & teslralnt and It
‘whatwas not thmugh group dlscussmm S
An intarview was condiseted with the' DONan - v o
118113 at & 34 PM. Upon Inqulry, the DON slated [ IRTRIR N
that if & residant was having any kind of falls and I I
there was a nked for a restraint, the issye woutd S
be discussed in an 1DT meeting, & cae maatmg, :
andfor stand Op meeting. The mieeting would "

involve a verbat ossessment and diseugsion: © ¢
among the tedm memhbars. No written =~
assesement tool would be produced durmg lhia e
mesling. Tha DON indicatad that if a remdant .
was determinéd to have & restraing n place, & oo
written rasteaint assessmenl wrould ba completed
and placed In the resident’ & chiart, | L
2. Resldent #1 was agmitted on 5/7/1999 w1th at 'y
diagnasis of ahoxic brain damage. Re5|den!#1‘ B
cumulative didgnosis Included aphasia, deimentia, 3 Al
anxiely, deprassion, and psychollc disordér.., . 7 ¢ & L
Areview of Rgsident #1 * s madical ragord; i
ravaaled the resident had a past histow of faEls o
but had nolhad a fall gince 8/2M2. - - &0 . 0
A review of Résident #1's Mintmum Data Sat i
{(MDE) dated 10!2/13 indicated the resident was l B

S

RSN I S M S 1y

totafly dependpnt on elaff for activities of dgl!y L i
living (ADL}. The MDS staled Resident#{ was 1t ", i
ambulatory wilh one person‘assist. The resxdent G S : R
was not codeq for use of edtraints, & Vot . St phe
Areview of Resident #1's Clinical At Rlsk Y s
ronucusqssuoaga)pravsauwo&memm‘ s yonto;sQu3 . ; il continyation shast Page .of 71
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Evaluafion (CARE) Meeﬁng Minu{es me

indicate there:was a CARE meehng an 8i2112 but )

the minutes from the meeting did net tnd:cate K
what the mee!mg was for, Thére. was a'nolation; :
on the meeting minutes form that stated " 8/2/12
ensure bolstets in place and secured " . Thig was
crossed out ahd written below that was ™ nuises -

to ensure saféty pracautions in place dunng

round @ shift change The remdenl’s last v

CARE meatmg was on 8!1 8/12 and cancerned .'.‘.

Rasident #1'g] bltlng of her f‘ngers with f" ‘;

i

Interventions of hand splmts/ace wraps and a n

Wanderguard, o be placed on Residént-#1:'}
Ateview of Résident #1s fall recards inticated .
the residtent hhd a fall without injury on 8/2/12 at; -
4:00 PM. ‘Tha fall record included a notation,
under the beating Dascnbe the cnrcums!ances of
the event and what actions, if any, have been !/
taken lately. The notation read, " While walkmg
past res;dents’ {008, saw rewdenl sliding dc:wn

off of right sme of bedside, furse ran to Ca[ch her..

but was unab!}a te cateh har! and fowat. i | lo o
floor, noted !ha! small booslers vigre loosely -
attached, full body assessment done” withno ' *
apparent injuries noted pain faval 0 aut of 10, bed
alarm did not Sound, 2 ena's and 2 nurses put
resident in bed alter taking vital slgns. bolsters
were aliacheqllghtly and atarm was Tunchon;ryg ",
The fall report further stated'the residents 1}
condition before avenfaccidént was confused
Under the neédmg Fall lnvdsligation/ QA with'a
heading of innimsm Fagtors wnh a dafinilion'of " ;
Factors that are, more or lass, " builtin® & the
resident. Thay ntay increase lha risk of falimg
and are generally not modifiable. Intrinaic fa(:to s-
consist of aga*relaled changes (changaa In': '
vision, batance, gait, musculoskeletal syatern &
cardlovascuia} system, pathological condmans
{acute disease, chronie dizease), : Emouonai

b Ak b s S g S b e Lo
AT, et e WP A N T A 3 2

e g i Gy ey s N A AL e T, 31y i #2110 a1
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issues, ke fear of failmg Cnmcal condmons
such as ParKinson's dlsease muitiple scieros:s,
aslhima, chionic obstrucwe‘pulm ige
osteoporosm Icanoar ot ™
The form also listed Just below the |n{rmsl e
faclors & sectmn with the headlng Loy it
DiagnOSIS!COHdlllon that may contribute with':§ r
depression drid other with check mﬂrks in the
boxes. ' SO
Thare was.a éeclmn with the heading Exlnnsm
Factors with 4 definition thal stated . Exlemal .
forces that affect the resident. They have the |
potantial to Infrease the rigk of falling and’ are ;
cansiderad tojbe modifiable!’ Extﬂrnal factors R
consiat of the jphysical en\nronmanl lhe design of
furnishings, the condition of ground surfacas and
ilfurninations. {n addition, devicas used to°. e b
pramote mob:hty {walkers, wheeichalrs) or, guard :
against falls (fechanical resiraints, bed rajis) - )
have been implicated In causing falls. Alsg, the Lol
type and condition of footwaar worm by pal:ents
and residents can play a primay role in’ falf-
causalion. Medical conditions that affect mental
status, such a%s daliium of infeclion, medicatwne. :
such ag narcotics, analgesics, d:uret(cs, A b
cathanics, cardiovascular drugs, ar psychoac!we
dugs.® | : 5
The extrinsic Factors listed for ihe remdents fall e |
were no footwear, bed alarm was not turmed | on, o
and the alarmidid not sound. Under the’ heading” :
interventions fnniated immediately aftar fallitwas. ...
stated " bolstérs were tighlened and bed alam. '
turned on. " The Clinical Management Team ’
dalermined thit the fall was retatod {0 Resident ¢
#1's cognilion; iand further rec0rnmendat|ons to o
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pravent furihet falls would be the * nurse fo! g ij
ensure safely precaul[ons in p!aca dunng rounds_-ﬁ ) - Fa
at shift changg, . B I
Under tha heading Root Causa Conc!usion the= J 'i] = i
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intringic box WQE checked with abox balow th
with the heading Naralive Conclusion of Foof
Cause wilh the staternant that read Remdent ;
haz a history of anoxic brain iy with explosure
parsanality dnéorder. Residant has lmpuiswm vl
behaviors, " l:

An observatlon of ResfdenE#'i on 1‘]!4!13 3 30
PM revealed (e resident ying in bed, | the |
supine pomhoh with a perimeter mal‘hess that had
high winged ssdes and bed bolsters on elther side
of the resident. The razident wag not m%en up o
of bed on 144113, Resldant#1 was not ablé to.+
communicate her needs seqondary, 10, hisr - e

aphasia but wag aware of her surroURdings withjr
her room and ;made eye coniact when spoken to '

or when someone antered the rooh,: Tha ol
residants call bell was within mach i

An observatioft of Resident #1 on 11?5#13 Bt 3{) :

PM noted the ;ealdent up in'a rock and go. (:halr
silling in har room ealing ice Sream w;th Nurse
15, * B
An obsewanoi\ of Regident #1 on 1116/13 at 2:30.
PM revealed the ragfdant lying |n bed with < |
bolstars in pl‘u:e o aither side of her wnhm .
perimeter maltress P .
An interview was oonciucled wnth Aide #8 an “
11/8M13 at.6: 30 AM regarding the general yse of,.
bolsler and perimeter matiressas an mssdant's. =
beds. Quring this interviaw Aide #8 stated fhat
bolsters on the resident * 3 beds are there: fo }ceep

g}

ihe residants from fafling out of bed,- Uprm furth r'

inquiry. Aide #ﬂ stated the residents wnh LI
perimeler mauresses that have the htgh curved

edges are boing used to kaep the regldenta fram
talling out of tie beds also. Fuda #8 could nol ;
axplain why séme residenty have botk ihe . i’ S
bolsters with the perimeter maitresses. | L
An Interview was conducted:with Nurse #11 on

T1/8/43 ut 6:29 AM regarding (he genera! iise or
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bolaters an rasudenl's beds' Upon mqulry, Nurse St - !
#11 acknow]edged same or the residants af .
g Ly

| 4178113 at 2:45 PM. Nurse #17 shared, ..

these people fall and get aufof bed. ™ She ; © <y
indicatad that since side ralls could not be used e
the bolaters viith straps may b used m}d !hal v
the bolsters Keep them fromi falling. .15 :
Ar intarview was conducted with 1he Director of &
Nursing (DON) and Reglonal Diractor Gonsultant
on 11/8/13 ot B:40 AM. Durlng this Interview, the‘
DON stated, ¥ We don't use an assassinent forl.
the bolsters dhe 1o it's not a rastraind; * § Upon ‘
further i |nquuy, regarding the ra8on. for the Use of
bolsters on a ressdent’s bed, the Reglonai 8
Direstor Consuttant indicated it was: bacause the
rasldent(s) tryito get out of bad: She stated ;hat
use of the bmsters " stows them down:" ;"
An interview \ﬁ'aa conducted with Nume'#i? on

3

responsiblity for camplating the MDS and she’ .
indicated the MDS nurses wera responSlble for ', 5, 4
completing Ssction P (Reslfainis) of tha MDS - :
assessment, \Nhan asked where this Infnrmatmn +
came from, the nurse mdica!ed that whena v -

device was used as o reslesint, i would, be‘ r ~
assessed as g restraint on a form uader the u ooy
Assagsment tab ” in the resident ' s medlcal Lo
racord, In addition, there would be &h MD ordeﬁ” i
which would usually explainthe feason for the o

restraint, and lt would also be noted on !ha cana 7
plan wher it was put into place. Nurse #17 ST

reported lhah a device was assessed to be'a LA
resteaint, it would be coded &5 such on ma MDS :
in Seclion P, ‘ i N
A follow-up Inferview wos mnducted wuh Nurse E
#17 on 11/8/18 at 4:00 PM. 'Dufing this sntemew,
shea confirmed that the MDS nurse was not :

responsible for detannining whether or not a.
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was up to the hiirse managérs to do ihat.
An intarview was conducted wilh Nurse! #18. Qn
HIBA3 at 4 15 PM. Upan inquiry, Nurse #15‘ )

staled the nuﬁse mManagars for each umlwere y

responsibla for completing & restraint assessmenl
form for eachiresident who had a reslraint She
Indicated the Imerdiscnpllnary Team DTy

determined wha! wag cansidered a restram! and

whal was not lhmugh group diseussion.” - ,
An interview v?as conducted with the'DON onl. 7

11/8/13 al 4:33 PM. Upon inquiry, the DON slated
that if a residant was having any. klnd of falis and .

thare was & néecf for a restraint, the isste wou!d .

he discussad In aniDT mee!mg, a'‘carg’ meeimg,
and/or stand gp mesting. The meeting would” ;
involve a varbal agsessment and discussion;
among the tedm membere, No written o
aasessment tdol would be produced during this
meeting. The‘DON indicated that if a restdenl
was determlned to have a restraint in placa, ] i
wiilten rastraint assessment would be complated
and placed in 'lhs. rasident’s chart, © b
3. Resident #23 was re-admitted from an acu{a
care hospHal dn 9/27/13 with & discharge: '
diagnosis of a]lered mantal $latus I‘ke}y
secondary to ?spiralion pneumnma, Hls i@
cumlative diggnoses included a history of &
cerebrovascufbr accident (GVA or stroke), with
dysphasia, degnenha ‘and séizure dlsc;rdar“‘ i
A review of the Resident #23's medical record
rovealed lhe paisenl hada history of fallg, wh]ch ‘
included o fail on 8/14/13. A Changeé of 3
Cuondition Documentalion form dated 8/14!13
{time of day ndt mdtcaled) included the foltowlng
narrative: i

" GHNA reporta lupon enlenng 1he roam de
{resldant) wasiiaying on the fiaor mat, Nurse
assessed Redj Rsd denies pain ho In]urres 4

.,_

noted. Slaff adsisted Red into gera chair Chanr? :
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alarm in placd, Staff will contl e to mnnrt"
neurs (neurolpgical) checks i in plaoe B
A care meeling notation writlen In the L
Interdisciplinary Progress Notes dated 8[20113 !
scknowledged tha regident had & falt on 81 4113
and slated, " Bed Bolsters p!aced on bed to &!ert
Res (resadant} io boundaries, " .

A review of Reajdent #23's fall records mchcaled
the resident had a falt withobt injury on 10723 at.
7:50 AM. Thé fall record includad a notatlon
under the haadmg Cesgribe he ¢itcumstances of
the avent andwhal actions, If any, hdd béen?;
taken fately. The notation réad, " Sraff o
rezpondad to ina-mdent bed alarm and saw,
rasidant stiging to the fleer in his rqam no
apparant mjury noted, " | -
Resident #23'% fall records mdlcateci the ras:dani
had a fall withput injury on T0/MA3 4t 4:00 PM,
The Fall Investigation Records for 10/4/43: ..
provided deta[ls of the event as foltows:: 3!
Interventions initiated immediately aftar fall'"- ¥
Resident was p]aced back to bad and:
repositioned; R :
The Clinical Managerent Team determlned that
the fal was related to: Cognition (deslgnated by
a chacked box);

Recommendalions lo prevent further falls: "
Staff is to enstire proper platemant and: 1;; LT
pasifioning of bolsters t ensure comfort of -
resident and t?erapy fo eva[uate and sc[een a%
Indieated. | A j
Summary of inlerview wath W]lﬂESS(BS) "Slaff o

3

I

;
¥
)

heard bad alaim. Staff walked in room ¥ :“-; AR

and observed Rt (resident) hanging out of hig hed
with knee on Roor. Staff called for asslstance and '
Rt was lransfesred back into his bed, Rauséd feet
of bed and reposilioned RtY .7 lued .
Root cause concluslon !ntnnmc (deslgnaled by a
checked box);: S

e A L

iRt At s e APt s A e 1o B e T e - T

el S

B R LT Rt
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Narrative conclusmn of ront o-ause L

razklent decreased cogmtlon and |mpa1red
judgment ha i§ a1 high risk for falls, As noted
sluff repositioned bolsters'td ensure they ara :
posilion properly for comfort, ¥~ SN
The resident's MDS information from 10/1 8/13 for
a significant change indicated he had severaly © ¢ Lo

impalired cognitive skills for dalty dacnsmn makmg i w o ¢ b ? g
Resident #23 was tolally dependent on stafffor " S B 1k
locomolion anid required exlensive assigtance for. ) ] I

al) other ADLS. He received G-tube feedings with S RSN

no food or fluit Intake by mouth. There werapo | 4 | = R A
behaviors nor're;ection of care noted on the MDS. 7 e e e ey ;‘
Coding of the MDS indicated that no resh-alnts I R N
were ysed o this resident, | R ke L
Armnawofreeswent#zs's101251130m Plan |; R Cowt Ly
revealted the Use of physical rgstraints was ot L] i R T 5; E .
addressed, Howeaver, a Fodus Area felated fo the Gy footh i SN SO
resident's nsk of falls m{:Iuded the fo!lowing Yoo ) . i '

interventions: : '
~Bolsiars lo b.ed {Date lnmated BJ‘?.QH 3' Rev;sion‘ P

on 10/9/13) : g
—Out of bed (BOB) in geri-chair (2 specrahzed ; i; L L
whagled reclirier) when restlessfzgitated ag © 4 7 Lo : {
resident allows (Date imualed GUARN Rawsmn on oy T LA R 1
0013 AL DN T N S
--Paramater matiress {no dale npted) ’;jj'f MRS R PR | §*
—~Ensure bolsters in place; position appropnalely ' Lo CoT o 5; i
in bed: PT to évaluate (Dated 10!4!13) EI T BRI : RN E i% _
Rgsndanl#za's fall records Indicated the residem i R | S BIEE
had & fali WIlhbut injury on 14/3113 at 8:30 PM("" " R ' : :ﬂ e
The Fall invesfigation Records for 11/3/13 H
provided details of the event as follows: . .k Py
- Whiatt wag resident doing ot th time of the Y I
fali? “Attempling to Stand; ¢ .- b & S L 4
Interventions initialed lmrned;ateiy after faI] B f: N T R i
Resident placed [n the garichair in open ares; * + " ' i
The Clinical Management Team determinad that - .- i
tha falf was rolated to: Cogmlmn (deslgnated by iR
Forzucr«sazssuozm;WougangansowEte | N ‘:'IEYﬁnHD sqmn o Fagiy D %:23;{96: ( * IFeontinyation theat Page 12 6f 71
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a checked box)
Recommendations 1o preven! fur!hsr falls:
Resident to bis placed In open area and prowdad
oralimouth cafe, Guardianship applred ‘T, 5
Summary of ifterview with witness(es): :
"Resident elimibed over bolsters. Landed In me. :
floor. Was going 10 go downstairs wants & drink.’
Danies pain, discomfor, no'injury noted p]aced in
geri chair at nuraing station for monitering*** -
Root cause conclusion; lninnszc (des:gnated by a
checked box);

Narrative conglusion of raot cause i lﬁipalred i

judgerment resident stated he Was gomg i
downstairs {0 Grink water. Moulh possmly dry.™

A review of thi mesident's medical racord revealed
an Interdiselplinary Progress Note dated 11313 |
at 8:30 PM reported the foﬂowmg .Cantinies lo

scoot to bottom of the geri-¢hair, Lifts bioom off ©

tha chair. Slides legs to side of chair pnd twasts :
body, Slides salf back up when' ¥ cnugh! e
Continues to 8tate he 'is getting up.. boroal
Combative with staff when repositions him,": . ©
An observation made on 11/6/13 5L 8:69 AM'» el

revealed Resident #23 was aslesp and Iymg sull

in his bed with no cbvious movements Obsewed

His bed Included s parameter mattross (3 wmged
mattress} and balsters placed on each mde of tha
bed. : ' g
An interview was conducted with Nurse #9 on ]

§

1415013 at 10:39 AM. Nurse #9 was (he stalf ™

nurse assignod to Resident #2374 The nurse’ o :

Indicated Resldent #23 used an alr matirass and '

paramatar matiress as he * ¢limbs out of bed
Upon further inquiry, the nyrse stated tha .
parameter maliress ” sfows him down and

Lo e weadl
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reported ke culd still get ot of bed If hé wanfed * .
to. Nurse #3 noted Resident #23 also had abed ™. Lot
alam in place;to alert staff when he was lrymg o e g
gﬂtoutﬂfheth SRR A - 8 ) ' i '
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Adollow-up inferview wag condugted wn(h Nurs ""
9 on 11!7/13 ot 2116 PM regarding the' typs o
bed used for Resident #23. . Nurse #8 was tho
staff nurse assignad to the resident’ ‘s hall,: <Thes &
nurse demonsirated how the bolsters Viere pui g
into place on the bed and stated that Without the
bolsters, the rasident vas climbing out of bed.”

He indicatad that having the bolstera in p!ace

"prevents him of at least slows him down™ §¢ tha 3

bed alarm on!d g0 off if he was frylng to climb i ?
out of bed, Nurse #9 aleo slaled the res]dem dld
sit in a geri-chair from Noon to 4 PM each day ¥

while his tube feeding was turnad off 60 thathe |- j-

could be mabile. When acked, Nurse #g w0
indicated thal Residen! #23 usually didn't try 10
get out of the gan -chair. Howevor, the nurza. .
noted that thefe was an alam in place on the
chair becavse Resident #23 had tned lo get out :
of the chair in lhe past,

The residant was ohserved to be awaka and

sitling with holobious movements in the . - 4'1 A

geri-char in his room on 147113 at 2;16,PM, :
Aninlerview vyas conducted with Nurse #B on T

1412113 at 6:14 PM regarding the resident's bed}

Nurse #8 lnd;c‘:ated thal Resident #23 had !

I Fant

. I T I (O
e i Vet G 44 82 o i SRS

P ST S P

e o

bolsters " on hxs bed. Upey futther inauiry, abmjl ¢
the purpose of the bolstars, Nurse #8 stated |t 1 o
was to "slow hun down" 50 they could gat 5! y L - s
him. Sl .j B : ‘
Aninterview was conducted with Nurse #11 on : ) S
111813 al 6:20 AM regarding the general usg of | i RIS
bolsters on regident's beds. - Upon lnquuy.‘Nurse . i1
#11 acknowledgad some of ihe residents had 7 1) : g .
matiresses vilh bofsters in prace because, LR B .
these paopla fa1l and get out of bed. She' S I b
indlicated that sinco side rails ¢ould not be Uged, i : : : ;
the bolsters wih siraps may bé used and dhat ? < . v b
tha bolsters keep them from falling. 4 “ o
An Intarview was conducted with. Nursmg i : . . ri ¥ .
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| An interview was conductad with NA #2' ol

.

Asslstant (NA) #1 on 118713 al 6 48 AM 4

Although this hursing assistant noled she had not. i

worked with Resident#23 very much in'thia past
she recalled the resident did have one teg on top;
of the belster during the mgh! and she hadto
reposition hiri. s B
Aninterview Was ccnducted wsm Nurae #2 on e
11/8/13 ol 6:48 AM, The nurse reparted Resident
#123 could work himsalf cut of the bed but poted
.he could not go so safely because he falls, Shet
reported the resident had an alr matlioss | m place
andg the bolaters provided an exira height on lhe :
matiress fo kaep hm from fallmg Nurse 2.
stated thal withoul the bolsters in place he coutd
gt out of bed, The nurse indisated thatshe ' - | _'
harself had nel saen the residant get hia feet over
the bolsters when they were in place. However. .
the nurse notéd that Resident #23 has pushed & '-
the bolster dofvn to where siall had to repoaition:
both the balstars and his feat.! When asked if the!
regident cou!d dut of he geri-ghalr, Nurse #2.;, 4 .
stated, " It may be a feat for him to get oul of
there, | woulda't put it past him." Sha reported
that the residegnt use to have a brotia chalr {a -
whealchair that adjusts to different posmons) and
ihat he had bgen able to get out of it The nurse
notod Raesidant #23 was changed to the geri chalr
dug fo his dedine and physical state.” When .
asked whather the resident s inability 10’ gei out -
of {he geri- chdlr was due to hig physical decline or
the change in chairs, Nurse #2 stated, ™| thlnk lt' ;
§ because of the diference in the ehalr." P :
An abservatioh imade on 11/8/13 at 6 SBAM '
revealed Residont #23 was asleep and Iying strll
in his parameter bed with the bolsters In place, .

1/8/13 al 6:36 AM. When questioned s Qo‘why !
the paramater matiress and boisters were Used *

for Remdent#za 8 bid, the CNA statad that the
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holsters, "keep him in the hed and from falling.
When asked if the resident could gat out of be
on his own, the CNAsaid, ™ No, " :
Rosident #23 " ‘was ohserved o be s;ttmg with nogis. -
obvious moveaments while resting in the geri~chalr
in his room on THBM3 al BI36 AM, - T T
An interview was conducted with the Director of .
Nussing (DON) and Regional Director Conzullant:
on 11/8/13 al 8:40 AM. During this mterview, the
DON stated, ' We don't usé an assessment for..
Ihe bolsters due lo it ' = not a restraint, . Upan
turther mquiry regarding he raason for !he use uf
bolstars on a tesident ' s bed, the Regzona! R
Birector Consuitant mdlcated Hwas: because ihe
resident(s} Iry 1o gat out of bed,- She slated thab :
use of the bolsters, " slows them down: ™ =77 .
An interview was conducted with Occupatlonal I
‘Tharapy Alde (OTA} #1 on 11/8/13 at 11 BAIAM T
OTAMH siated she wag familiar with Ras[danl #23 !
and that, " He ' & constantly irying to get sutof ©
everylhing. " She indicated that she belleved ha b
was lrying to get out of the broda chair o hevas
changed to a perl-chair. She stated,, " " jusi :
wasn't safe fof him anymore. He'sa . .
butt-scooler.. wwith the geri-chair retiined he 5"
positionad beller. " When asked if Residént #23
could feltow simple instructions, OTA#1 indicated
she did not replly think so. When asked if he
could unders!and how to get around the bolsters Co
In bad, the OTA indicated she'did not think 50, ; E N
Anintarview ¥as conducted with the Direstor of -
Nursing {HON) and Regwna! Director Gonsultant,.
on 118713 at ;00 PM In regards to Resldent #23
' bed, The QON and Regional Diregtor - i
Consuftant mdrcated the bed alarm was put on -
the residunt’ & bad to aler the staff ihat® ‘\}
something wak happening, They also s[a!ed that
Ihe addition of the parameter bed was 1o alert him

I

PPy ST

{the resldent) and the bad bol:-.tels were atso +
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usad to alert him of the edgg: Ofihe bad,‘ Th
indicated thal the resident was not COQ ity
aware of whaf he was doing. 7 77
An interview was conducted wilh Nums #17 on
11/8/13 at 2:45 PM. Nurse #17 shared . e
responsibility for complating the MDS and sha i
indicatad the MDS nurses ware rasponSlb!E for “
completing Section P (Restralnw) of the MDS
assasgiment, When asked where this mformatlon
vama from, the nurse indicated that whena 7. -
davica was uded as a restraint, it would be, L ;
assessed as 4 restraint on a form under, the "
Assessment tab ® inthe resxdent‘s medmal i
record. tn addition, there would be an MDY ordet, -
which would ysually explain the reason Tor ihe £

rasiraint, and it would also be noted on the cara

plan when i was pbtinto placa. Nurse #1_ :
reported that if a device was assessed fo ba
resimind, i would be codad as such on the MDS '
fn Saction P .

A follov-up infarview was conducied with Nurse -
17 on 11/8/13 at 4:00 PM, :During this. |ntefv|ew :
she confirmed that ihe MDS nurse wag no! 1
responsible for delermining whelher arnpta.
device was cengidered to be a restraint and that ;t
was up to the nurse managars 10 do that. ;

Aninterview was conducted with Nurse #1‘; an

11/8H3 at 4:15 PM. Upon Enqulry, Nurse #1 ‘
stated the nurge managers for aach it ware "
responsible for completing a restraint assessmant
form for sach resident who had a reslra];\t."'She" ‘
indicated the Inlerdisciplinaﬁ/ Team {IDT)
detennined what was considered a reslram! and ;
what was not through group. dizcussion,: ;
Aninterview was conducledwnh the DON ot .
11/8/13 at 4:34 PM. Upon inquiry, the DON stated’
that if a resident was having any kind of faﬂs and -
there was & néed for 5 restraint, the Issue wauld .
be discussed In an IDT meelmg, a ca}e meetmg, :

o om0
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andfor stand up meetlng The mEetmg woul
involve a verbal assassmant gad drscuss:o
among tha [eam members, No w:r!lc_an i
assessmen! tool would be praduced during this” .
meeting. The DON indicated that if a resldant
was detemmined to have a restraint in place, 8
wrilten reslraint assessment would be compieted
and placed in the residents ¢hart ~ -

4. Resident #41 was admilled to the facility on
7/17/09, The umulative disgnoses included? |
Alzhelmer dermentia, history of falls, hypeﬂensron,
seizure disorder and dnabe!es The annual
Minimum Dats Set (MDS) dated BINE3, mdlcated et
that Regident #41 required lotal to extenswe
agsistance with activities of daily tiving, twio S
parson assistance with transfers and 4 perscn T
assistante with mobility, Thé MDS did notcode .
Residantit4{ with any ambula!mn or falls dunng s
the assezsment penod i

.:! f et
w ;

Review of ihe care ptan rewsinn dated 9!9]13
identified risk for falls related to history of setzure,

i.
poor safety awareness and impaired balangs, _-"?‘ '

The goal included no significant injury related to .
fall, The spproaches ncluded the use of th .
parameler maktress(1 0!20&009) and wedge'- .
bolster, used hoyer Iift for transfers, 2 person.
assiat with transfers, wedga holsters mdlcalsd
4ME/2010, if f31 ocourred agsessed for Injury
nolify physiciah and follow orders, bat) alarm
check fundtioning p!acemenl every shiff: -+ R
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Review of phygician afders daiad 10/'!7!13 and " R
1144143, did Bt reveal bere vigre nd concems s i § fo
identified with falls or tha nued for bag bolsler or, S RE
parameler bad. There was no physicisn order or. _ E b
therapy screer for the use of the parameier o aE
malirass or bed bolstars, BT E‘"'_‘-‘ wo oLy
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Review of physician progress notad daged :
10/26/13, ravasled the visit was associated With'
her other behaviors and chronig dlsease. No . :

indication of falls or safety concerns reiath {o her

getting out of bed. At I

Review of tha nursing notes fmm 6!1 8113 to i
101113 tharg was no indication or concern wath
resident attempting 1o get out of bad or sland
indepuendantly. The noles revesaled behavior . -
concerns were noled as verbal abuse, yelling, |
hitting at staff removing clo(bmg, self mfllctﬂd

abraslons, seiatches and madications were used .

to address bahavicrs; There were no concemns & .
noted regarding falls. Nursed#15 raviewed the
charl and acknowledgad and confirmed the notes
ditd not includé or address and behavmrs where'
resident fall or attempted to get out of bad'or"
aven threw her legs over side rails of bed bolslar
an a regular basis, The pnmary use was for
safety, . 1

During an observation on 1'}18113 at 3 SDPM,
resident lying in bed half naked with top porfion of
har body expased with the door open, Residént! .

verbalizad that she wanted 1o get.out béd and go

ta the closel, Resident had a parameter bed and «
wedge bed bolsters In place and half side rails ¥
up. Resident very confised and holding omo side
rails with lags over top of the bed bolster and snde
rails.

During an interview with Nurse#12 on 11im‘13 at
3:30PM, indicated that resident did not walk and :
was very confused only throws logs o he s{de of
the bed or sidé rails. She was unsware of the ..
residant having any falls in the past fewlyears, F
She generally was redirected to put !egs backi s
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Buring sn interview on 11!8f13 al 3 45PM, W
Nurge# 15 indicated that Residenti41 had not had i
any falls in severa) years and the Use of the,. W T
paramster bad and bad bolster wes a remmder
for Resident #41 not to get oul of bed anrli salely, .
She indicated thal there was ng asssssment o
determine the nead for ihe use of the paremetsr
bed with bed bolster since'the resident was abla

to throw her legs over a regular bed vithout an
atternpt to stand. Nursef15 addad Ehai staff:
waotiid redireit the resident to put tier legs back in .
bed and no assassment was done for elthar since =i
it was not considered a restra:nt :

y

During &n interview on 11/8/13 at 4 05F‘M the
nurse consultant indicated that a new program j-
would be Implemented fo assass for fie yee or, -
need for bed boleler/paramstar beds in the; same
format as a restraint would be'on the newly,
daviged form for the facmty and stafi Wpuid be n
in-serviced on the accumcy of assessmen!s far
devices, o
483.15{c)6) LlSTENiAcT ON GROUP
GRIEVANCEIRECOMMENDATJON

h
[

When a resldent or family gmUp e'xlsts the facn!l!y .'
must listen to the views and act upon lhe B f i
grievances anhd recommenda!mns of resldents
and families concerning proposed policy and
oparational decisions a{f&cﬁng rasldeni c?re,and
life Inthe faclity,

‘This REQU!REMEN‘F is nal m.al as ewdenced
by: Ll
Based on rasident and sia!f Inlarviaws and ; :

i TR

'_i

1! Res:dents MBQ #221 #132 3!137 7
were mtervmwed by the

|- Dietitian/ Food Sen?ce Diractor (FSDY
: Dn 11/29/13 concermng the foad
_ ‘preferences food palatabmty and food

t@mperatures { ;' o,
i i
SR
R
i

PR TN A A
s
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review of regident council mmutes‘ lhe facillty
faited to resalve ongoing gmup gr!evances for 5’ j
of 5 sample residants (Resident# 88, 224, 132, "

7, and 137) with concerns regardmg co[d fc 'dr -

The findings included:
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Intervnews of res:dents !

1 a F 2441 2 Resldents have trge potentmi to be
SRR affected bythls p;actlce were
_ !dentlfed by couductlng random

N T 12/02/13 by Dietft;an congerning

oriented.

The facility identified the resldents as alert and

[T

Durlng an inferview on 51}5!13 af 10 Go AM

i

palatabnhty of food and timeliness of
tray dehvery An additmnal food cart
is bemg utilized i on two halls to reduce
the amount of t:me the trays are
waiting to be dehvered which will

Resident # 89 indicated lunch and super was n'ot
goad and there ware concams with thd' e o
prepafsation of the maal lnd the meal cho:r:.es,: 1A N

"'} o ‘."v

During an inferview on 11/6/13 a1 11: 13 AM‘. -
Resident #221 indicaled all the meals were ..
sarved cold and she had to go reheat the meats

herself, Resident #221 added that this concem |
had been brought {o the attsntion of several of! . L
the staf with no change. 1 ! ‘

During an interview conducléd on 11/5113 at A
11,56 AM, Resident #132 indicaled thal he had
trouble eating the food for all thiee meals: 77 ¢
Resident #132 stated he eals in his rosm and the
trays typicatly sat out in the hajiway for'some. ﬂme
before bemg brought in and the: fcmd was typzcally
cold, G

During an lr\lervuew on 11!8!13 at 9 oo AM .
Resident #7 indicated as a resident counails . :
maember there had been an ongoing cnnoarn‘ h
regarding tha fopd belng Iate and cold B

Dusing a follow-ug intarview on ‘1117!13 al
5:35PM, Resident #88 indicated that ait the food

comag ouf cold and that the rays sat oh the, hall i
for 30 mlnules or more. He lndlcated that ha had.

ensure that food 15 at proper

cqrrect temperature o

Vet i ..;; !.
r .-

i delwerv of meal trays

T UL

‘ ‘temperature Plat;z warmer was
g B serwced by the Matntenance Plrector
W Ciooofoen 12/02!13& is ma]nt'uning the

EA IR | 3.'Re{f‘educatéd qus__'ing staff on
' C | 12403733 by Staff bevelopment
Coordmatar (SDC) concern:ng timaly

v asklng resuiant |f thelr food is warm
. ak enough and heahng food if needed.
" +| Re-educatéd Dletar\{ ‘staff on 11/06/13
’;g e bv the FSDfDIetitlanwconceming
oo r ensuring proper fn“og temperatures
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raporiad this conceny oh several dlfferent
oteasions and 1o oha has, ume 10 reheat thie-
food.

Buring an interview on 1!1?;’13 at 5 QBPM. P
Resident #137 indicated thal Als lunch was cold-
vehen it arrived at 1:308M. He indicated that the,
meals are normal late about 20 minutes and very

cold, Staff indicated that they did not have time to E

rehest the food whan asked. He indicated the
process has been when the meal was denveged
io the hall it 5at on the hall another 30 o 40 -
minutes befora it got to ihe room, He Endlcaled :
that he has complained to nursmg ang duetician.
He indicated fhat they also rm out of food as wall
and they couldr't even gat an alternate. He' a1so
indicated that some of his cold beveraga would
come hot or not at a1k, He indicated that ator.
griavance had been fited i in Seplambar ragardlng
the food temperature and Iate arrivals Of meats,
but nothing was changed.

During an intarviaw on 117413 al 8:10PM; the. . .
Adminlistration Indicated that she was aware of;
the residemts conceins with meals temperatures.
The expaciafion would be the DM and RD
address the toncems with individual resldents :
and the residant council and reso!ved tham to
resident satisfaction with the new changes N

During an interview on 11!8]13 ats: 23AM tha
activity director{Al) indicated that she was -
responsible for assisting the residents with the
resident council meelings, The AD added that !he
resident concerns have been reviewed munthiy
and brought 1o the allentlon of the depanment v
head during the moming mgatings. “The resldents
continued {o report ISsues related to cold fcmd b

and lale maa} arrivals, She added that lhen i

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SURPLIERICLIA (xz)wuuwuz CONSTRUCTION & |, } {%3) DATE SURVEY
AMD PLAN OF CORRECTION IDENTIFICATION HUMBER: | A awmme FETRER COMPLETED
| B T c
‘ e R WING e 11082013
HAME OF PROVIDER ©F SURPLIER IR T | SYREET ADDRESS, CITY,
' 07 ucnm FLW STRERT
TRIAD CAHE AND REHABIL!TAT!ON CENTER ) H
. HIGH POJNT NC: 27262 3,.: BN
X4 1D SUMMARY STATEMENT OF DEFICIENClEa "1 pROVIDER'S PLAN OF GRRRECTION 0:5)
PREFIX (RACH DEFICIENCY MUST E PRECEDED BY FULL “ IWH GORREGTIVE AUTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG lDENHFYlNG mFoRMATIONr CROS$cREFERENCED TOTHEAPPRDPRIATE pats
i, I I oo ET t}EFlmEuc‘n E
. . B E oy
F 244 | Continued From page 21 - 4 ‘Dietitian and F5D; wil! conduct food

palatablhty intervle‘ivs weekl
weeks then mcmthl\r tlmes 2

and rgport the fmd:ngs to the Fl
committee munthly}tlmes 3 manths to
ensure mmphanc? and consistency.
“{ Meny Meet:ngs wIEf be held waekly

' times 4 weeks and then mon

Temperature test travs to be
completed 3 tnmes per week

‘ momh thern weekly t:mes one month
“ | then? monthlv

v times 4
months

thiy.

times one

12/08/13
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concerns had not been nesolved to resxden
gatislaction.

Raview of the resident councif months dated. :
SI30M3, 6/27H3, 12513, 8129113, 912613 and:
10724743, revealad continyad concerns regarding
foad temperatures, late maal arrivals, nol being

offered snacks o atemate maals, lack of posling

of menus and running out of condiments; The
concarns had not bean regolved to the nas,:ldent
salisfaction, G
483,20(b)(1) COMPREHENSIVE
ASSESSMENTS

Tha Facilily musi conduct Jnmaily and periadlcauy
& tornprehensive, accurale, standardized * - 3 ¢
reproducible assessment of each residents [
furictional capacity. S B

A facility must make a comprehensrve Lo
assassment of a residents needs, using the ik
resldent asskzsment instrumant (RAT), apeclf e
by the State, The asseasment must lnclud' g
teast the following: )
dentificalion and demograp!ﬁc:nfomanon, T
Cuslomary routing; ) iy
Cognitive patierns; Lo
Communication; -
Vigion;

Mood and behavior paltarns‘
Paychosocial well-being; | - !
Physical functioning and slruclurai probiems
Continance; T
Disease diagnosls and heallh c'.ondlimn
Denlal and nutritional slatus, '
Skin conditions; Lo
Activity pursuif; v
Medications; ' Lo

VoL
W

it
T

[
¥

0o

: res-dent s care p{an"dnd RAI if

2l res:dent’s current‘cond:tuon and any
! medlcal devuce/r' ;tramt in use.

. 2 A de vice evalua’(]on Wif! be
: updated to ref[ect the outcm'ne of the

* | completed-on ne»v adm:ssrons, with
| quart&rly, annuaf an}d change of
’ cond]tlon assessments Theresident’s

evaluatuon ( ‘ j_ ?"‘ o

1 Res&dents Hl nza #41,and #171
had restramt/ dewce evaluations
compfeted cm 12/2/20:13 Each

neede& was update to reﬂect the

grhl .

mmpfeted on all faciiltv residents by,
Their RAI and plan Qf cate wilt be

dewce evaluatzon and the]r current
status. The dewce evatuatuon will be

RAI and care p]an W|il be updated
upon completmn of the dewce

&
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F 272 Continued From page 23 F272) 3, The D:rgctar of Numlng/de"lgnee
Special treatments and P@“’d‘”% A WIH audit; nuwly de‘iitt&d restdents
Discharge potential; - . ‘ Ak h
Documentation of 5ummary mfcrmatlon regardmg i Charts w;t n 72 bours to ensure the
the additional assessment performed on the care : devnce evaluatlon has been completed
areas triggarad by the complehon of lhe Mlnlmum and care phn haé be ; updated The
Data Sct (MDS), and o ‘ Lo Chmca! Relmburseme t Coordinator
Documentatian of pammpatmn In assessmem. RS RMEnt &0
SN LE wnl audnt the: res1dent g charts on a
g : quarterly and annuai basis te enswre
H .| the RAl and plan of care are
; 3 comprehenswe and accurate
';;, b - -,1 tet ‘: :} {, .
o i .. 14, Residénts who 'x;ﬁerienm falls or
Z‘;ais REOUIREMENT is not met as ewdenced 3 . : oth ar changes of coﬁdntmn will be
fiased on observationg, 5taﬂ mter\news and ; ; L -diS{:ussed W‘ld 355955Ed dﬂ”Y in the
rgcord review, the facility faited 1o asseas for the ¢ RN morning standup meetmg by the IDT
least restrictive davice before utilizing perlme{er A P team Care p!an mtarventiuns will be
matiresses and bed bolsters for 4 of 4 zamplag™ = | 4 tupa d di i
tesidents reviswad for physlcal restralnl ; Lo | "upd 3t9 a“ 'mP Emented
(Resident # 1, #23, #41, and S ¥ g immedlately as ne?ded A weekty
#i71). ; b ‘- L '; o : : ' audit will be compieted by the
1. Resident #41 was admitféd 1) thé facility bn i W Dlrectur OE Nurses w enswe residents
7417109, The cumulative dlagnases']nclijded el : who have had faﬂs or changes in
alzhiemer da(r!n&mhad zislory of falls, hyperltensmn condlt:on have had a fﬂl! assessment,
seizure disorder and diabeles. The annua .
Minimum Dala Set{MDS) dated 8/8/13, mdleated device f.vafuatmn RN i needed and
that Resident #41 requirad total to éxtensivel, % © -1 [ 1 updated plan of care completed and
assisiance wilh activities of daily fiving, twe -, ™ 'SIgned fo by the IDT team. Results of
person assistance with transfers and 1 person W the’ au i
! wll bere ert d the
assistance with mobility. The MDS did rot code . . d t ! 3 p @ during h
Resident#41 with any ambulation or falls dur,mg Cod
the assessmant period, The facilily did nat. ° i _
assess for any negative consanience of r&siramt N S 3 12/06/13
the underlying need for the restraint, any o!hsr * : " '
leas! restrictivie dovices or datermine wha! al '
medical symplom the parameter maliress/bed
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bolsters was reating bussuse tha famllty thou
tha maliress was an anabler b T
£ e ey A ;" .
Review of the care plan revision dated 9/9/43,: ¢ |
identifiad risk for falls related to history of seizure,
poor safely awareness and impaired balangg.s .
The goal included no significant injury related to;
fall. The approaches included the vse of the * -
parameter matlress(10/20/2009) and wedge - .
bolster, used hoyer lift for transfars, 2 parson | %y
assisl with fransfers, wedge bolsters indleated”.
4/15/2010, if fall occurred aasessed for injury"
notify physician and fallow orders; bed ald
chuck funciloning piacement eve:y shlfL '

Fal

b
Reviaw of physician orders dated 1011 7!13 anci

1474113, did not teveal there:were po CORCEmSs éi‘ o

idenlified with falls or the nead for bed bolsler of, ) .
parameter bed. There was no physician order or B
therapy scraen for the use of the parameler T

matiress or bed bolsters, .. . ...

An interview was conducted with the Direclor of
Nursing (DON) and Regional Director Condultant
on 11/8/13 at 8:40 AM. During this interview, the .

DON stated, " We don't use an assessmenl for g Coad

the bolsters due lo It's nut a restraint, ™ Upon .
furthar Inquiry regarding the reason for theuseof . ;.
bolsters on a residant ' s bad, the Regional..i .5 %
Direclor Consultant Indicated it was because the.

resident(s) fry lo gel out of bed. ! Shesiatedihat . :

use of tha bolslers, " slows Ihem dnwn

An intarview wag condusted w;lh Nurse #17 on
11/8/13 at 2:45 PM. Nurse #17 shared '
responsivifity for completing the MB3 and she e
indicated the MDS nutses were résponsibla for
coraplefing Seotion P (Restraints) of the MDS
assegsment, When asked whare lms mfo:mation

Ty S e o AR
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device was Used a6 & restraint, it would bg
assessed as a reslegint on a fomm unter th
Assessment lab " In the resident’s medical”
record. in addition, there would ba sn MD order
which would usually explain the reason for the I
resiraint, and it woyld also be noted'on the cara ;
ptan when it was put info placa., Nurse M7 :
reported that if a device was assessed to ba 'a 'g :
restraint, it would be coded as such on lhe MDS
in Section P. . !. =

During an observation on 11!8113 at 3 3OPM R

mesident lying in bad half naked, w;th top pomon of
her body exposad with the door opeh.. Resldenl*‘
varbalized that she wanted (o goi out bad and o
10 the ¢loset. Rasident had a parameter bed and
wedge bed bolsters In placs and half slde rails i
up. Resident vary confused ang holding onto sida,
rails with legs over top of the bed bolster and side
tails. :

During an interview on 11/8/13 a1 3:45PM,
Nursed# 15 indicated that there was ho 3
assessment 1o detennine tha nesd for the use of &
the parameter bad with bed bofsier and it was not

considered g restraint.

During an intervicw on 11/8/13 at 4; 05PM 1he
nursa consultant indicated that a naw pmgram
would be implemantat to assess for the'use or |
need for bed holsterfparamaler beds in the same
format as 4 restraint would be on the newly ‘
devised form for the facility and siaff would be o
in-serviced on the aceuracy of asseasments lor . f
devicas.

Fare|.

v

T

Y

LT T S

g |‘ . “‘"111 -'1 -i . : : '} i
A follow-up interview was conduc{ed with Nurge ™ : Ny
#17 on 11/8/13 at 400 PM, During this intervigw,’ s T
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she confimed tiat tha MDS nurse was hot 7
responsible for determmmg whether or not 21 -
device was considerad to be a resiralnt and that it e
was up fo the nurse managers o do lhal. S i T
An interview was conducted with Nurse #15 o o
1148113 at 4116 PM. Upon inquiry, Nurse #15 ;
stated the nurée managers for sach unitwere - 7« . | ‘
rasponsible for completing & restraint assessment ¢
ferm for each reaident who had a restraint/ She_ -t
indicaled the Inferdigciplinary Team {IDT) . o L
determined whal was considered a resiraml and : ] i
witat was not lhmugh group disaussmn | : SR it i
Aninterview was conducted wnh the DON [ ‘ E N R :
117813 at 4:34 PM, Upon inquiry, the DON slated . 1 et
thanfaremﬁénlwashawnganyﬁndofhusand‘ : : ot NI RS
thera was & need for a restraint, the issie would ™ % - 3 ki
be discussed in an IDT meeting, a care meeting, < .. R
and/or stand Up meeting. The meeting would . 3 & . S
invelva a verbal assessment and. dlSCUSE_-lOﬂ Eootl : ! &y ;; ‘
among the tedm mambers. No wyitten. ™! S ;?‘ z 3 .
assessment tool would be prodused during. this © L h g
| meeting. The DON indicated that it a resident ;& S T
was determined to have a restraint in place; a='3 | SRS
wiitten restraint agsessment would ba completed R i N : AR
and;ﬂacedinlheremdenfschan e e L IER A
R ERTR 1%
2. Resident #4171 was admilled orginallyon: v« - - gt
6/2172012 with diagnosis that Included - . &, 4 : o i
sohizophrenia and dementia, T ' Lo
. . [ET .. P
Areview of Resident #171's Minimum Data Sat ~ PREA R
(MDS) daled 10/17/13 indicated Resldeat #171- | & IR
was sevaraly cognitively impaired with’ lmpaired poo 7w cheote iR b
shoit term and long lam memory. Resident. v f g
#171 indicated symploms of dﬁpressinn‘dai[y,‘ o Porad
trouble concantrating on actwmes. and i L “ AR -3
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tesileasness, Resident #171 did net have any o

behavier problems and raqmred extens;ve
assistanca with personal hyglene, toiletus

dressing, and bed mobllity. The residant was no: ‘

e

codad as having a restraint fn place. -

Ateview of Resident #171's medical racarg -~
reveated s Care Plan dated, 7/31/13 willi al rigk |
for falls colated lo impaired mability as one of 1he
focused problems, Interventions in place wera
encourage rasident to communicate presence ar
pain, assist to reposition for comfort alarm ..
wheelochair, atarm o bed, fisor mat; place in opan
area, refer to therapy for Increased Talls; place
alamm box out of reach of resident sinca he tume
the alarm off himsell, inconlingnce care after .
luneh, anti-slip pad to wheelchalr, ensure call llght
is in place, lay resident down when tired or o L
agitated, perimetler matiresz, offer resldent tohe
out of bed up to wheelshair whan restless or; | y
agitated as rasident allows, give pain medmalions
as indgicated, ant-tipper and anu-mllback bars 1o |
whealchair, resident to wear nen slip footwea:,_. W
remind resident to use calllight priorto ;7o U,
ambulating of transfar, therapy as needed and
ensure environment is free of cluttar,

Areview of Resident #171's Physician Ordarfs C
dated 6/21112 to present did not indicate a
medical need for or an order {o use hed bolsters
or tha perimater maltéess, . .. . &

An observation of Resident #171 on 11/5/1'3 al : 1,

10:00 AM showed a resldent in bed witha: ;. -
pedmeter matiress. Resident # 71 had only,
diaper on and was seen wilh s legs Vet ihe 7,
edge of the mattress w:thoul his feal touchmg lhe
ftoor. :

An observation of Reskient #171 on 11!6!13}1{ !
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gide,

falling ot of the bed,

doas fall. ®

12:00 PM showed a ras:dant ¥ino was dresecd Ir;,
straat clothes from his waist up, The' restdent [
was resttess in bed and wag attenpling to gat ouk Ef.
of the bed, The resident had his fegl and iega
over the side of the perimeter matiress & :
attempting to get out of bed, The bed alamn dld
notalam. The resident was unsuccessful at,
getting out of bed and iald back down on hfs rlght

An interview with Aide #9 was conducied on’
1177113 at 7:00 AM. Alde #9 stated the perimater.
mallresses are used to keep. the remdeni fmm 1

An interview with Nurse #5 Was conducted ;"
1177113 &t 7:30 AM. Nurse #5 siated the | R
perimeter mattress is being used lo keep the R )
rasidant from faﬂlng outofthe bed. v 3% . |
As interview was conducted with the {\smsl o
Direclor of Nursing (ADON) on 11/7/13 a1 7:30 -,
AM. The ADON stated the perimetar maltresses Co
weare not being used as testraints but tocug thet o) o 1
resident to not gat out of bed and 1o givé the slaff "
" time fo hopefully get there in fims before he e

[
Aninterview was conducled'with the Regional | - o
Director Consultant on 1147113 at TH20 AM, -

During the intarview the Regianal Directer " | -,
Consultant stated the perimeter mattnaas and

- .-'; .
S Lo P e L3

N

¥

bolsters used on Residant #171 were ot 3! I
rastrictive to the resident bocause he is sull falhng . A
out of bed. She further stated that the matiress = v SEoE
| and bolsters may have prevented the resrdenl o T3 ; '
from falling more than the 14 times he'did sfnaer. j. et SRR ¥
the davices were put into place. Upan furlbier " 1 Yo AEER AR
inguiry the Regional Direclor Cons ultant slaled v S HESE
the bokers and matlieas wefe not reasseased io j ‘ R Ly &,
see if they did or did not decrease or Inqrease g‘g EERE S
Residant e . Lot i
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An interview with Aide #8 was mnduc!ed an:v

11813 at 6:30 AM, Aide #8 slated the per{meler

bod was being used for Resident #1171 was to
keep the resident from fa!ling out of ihe bed P

An inlerview was conducted w1th Nurse #11 pn '5

11/8/13 at 6:29 AM regarding the genaeral uge of ¢
bolsters on resident's beds, . Upon inguiry, Nurse
#11 acknowledged some of the residents h d
maltresses with bolsters in placa, because.
these people fall and get out of bed, ™ ‘Ghe. s, S
indicaled that since side rails cou[d not be’ used :
the bolalers with straps may be used and that, !
the bolsters keep them from falling. " . *

An inferview was conducted willt the Diregtor of i -
Nursing (DON) and Regional Director Consultant”
un 118113 at 8:40 AM. During this interview; the

DON stated, " We don't use an asgessment fory .

the bolsters due lo i's nol 4 resiraint. ™ *Upen™ ™
further inquiry regarding the roason for the:. use of‘
bolsters on a resident's bed, the Regional

Director Consultant mdlcaled it was blCEUBE the v

resident(s) try to gat oul of bed. .She staled that, |
use of the bolsters, © slows Tham down o ?_ x'_ ‘_‘ :

Aninterview was conducted \mth Nurse #17 on e

117813 at 2:45 PM. Nurse #17 shared &
responsibility for completing the MDS and she S
indicated the MDS nurses ware responsmle for 1
completing Seclion P {Reslralnis} of the' MDS"H
assussment. When azked where this Informalmn
came from, the nurse Indicatad that when’ a "
device was used as 8 raslralnt, itwould ba @'~
assessed as a reslraint on a form under the i
Assessmenttab ” in the resident's medicai
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racord. In addilion, there would be an MD arder
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which would usually explaln the reason for me y
reslraint, and it would also be noted onthe o8I, |
plan when it was put into place. . Nurse #17 -
feporied that if a davice was assessed {0 be a-
restraint, it would ba coded as such on {he MDS
in Section P, :

A follaw-up interview was conducted with Nursa®
#17 on 11/8/13 al 4:00 PM. During ihis inlewiew
shae confirmed that the MDS, nurse wag not; ...
responstble for determining whelher ornot a* :
dovice was considared fo, be a restraint and that it

s e e e
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k:
was up o the nurge mﬁnagers 1o do 1hat = N 1
! ’ Wil HE 2 !
An interview was conducted with Nurse #hon" . - e
1463 at 4:15 PM. Upon inquiry, Nurse #15 '
stated the nurse managars for each ynit were N . i
responsible for completing a restraint agzadeinent” " - e
forrn for each residant who had a restraint, . She- : ;
indicated the Interdiscipiinary Team (IDT) - 8 i ‘ 5
detenmined what was considered a festrait &nd . : o
what was not through group, discusslon TR 8t
| : S
An interview was conducted wnlh the DON on,. i ’ ; 1 {
11/8713 at 4:34 PM, Upon Inqulry, tha DON s!ated i 3
that if a resident was having any kind of-falfs’ and S - : E
there was a néad for a resiraint, {he lssue would ;<1 : . b
be discussed in an IDT meeling, a care meebng b ; . I )
and/for stand Up meating. The mesting wolild? ; B } :
involve a verbal assessment and discusslon . . g
among the team members. Nowritten = 277 . ; CR i
asgessment tool would be produced during [h:s oy
meeting. The DON indicated that if 4 resident ‘ PR
was datarminad to have a reslraint in place, a : § s ,‘
wiittens restraint assessment would be comp]eied ) e 1o
and placed in the resident's char. " o o Lo
3. Resident #1 was admitted on 5/7/1993 WJ;h a ! # v
diagnosis of ahoxic brain damage. Residant 11! s‘ v i R
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eurnulative diagnosis included aphas:a demenha

anxiety, deprassion, and psychohc dlsorde

A raview of Regident #1 s medlca! record
ravaaled ihe resident had & past h1story nl‘ fa!tg.
but had net had a fall smce 812!‘12

A raview of Remdent #1s anmum Data Set o
{MDS) dated 10/2/13 indicated the rasadenlwas
tolally dependent on steff for activities ofdally
living (ADL}. The MDS stated Resident #1 was
ambulalory wilh one pergon asstsl The res:danl

was not coded as having & reslraln in p]ace ERI

A record review of the Physlclan Orders daied n
81212 through current orders did not reveal there
viere any concerns identified with falle or the. need
for a bed bolsler o parimeter maliress There
was no Physician Order or tharapy screen for !he
use of he perimeter matiress or _bed_'bolsters. o

A review of Resident #1's Clinical At Risk
Evaluation (CARE) Meeting Minulas Form: ae
indicata there was a CARE meetmg on 8!2/12 bul
the minutes from the meeting did not mdlcate !
what the meeting was for. There was a no!ailon
on tha meeting minules form that stated * 812;12
ensure halsters in place and sacured  ; This was
croseed out and wrillen below that was " nirzed |
{0 ensure safety . percautions i place during

sound @ shilt change ", The resldent's (as! -
CARE meeting was on 8/16/12 and ooncemed
Resident #1's biting of her fingers with _
interventions of hand splintsface wraps an& a
Wﬂnderguard io he p!aced on Remden[ #

‘.||‘,-’

An observation of Resideint #1 on 1Hian a0 L :
PM revealed the resident Iymg in ted, In the !
supint position with a per{meter mattrass 1hat had
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high winged sides and bed bolsters on e]ther mda

of the resident. Resident #1 was not able tol o
communicate hef needs secondary to her' :
aphasla but was aware of her suzroundmgs within
her reom and made eye contact when spoken o -

or whan someong enlered the room. The : o R
residants call bell was within reach, An® " s 0 . RS g
observation of Resldent #1 on 14/5/13at230PM | | G 2
noted the resident up in a rock and go chair Sl L . ‘
slitting in her reom with Nurge #15 eatmg fee v L T e
cream. C R : : ‘ ) P
An obsarvalion of Resident#{-on /6138t 2:30, % : CLE i
PM revealed the resident tying in‘bed with | 5 R
holsters in place on eithar side of her walhm avy o A
perimeiar rnattress e ) R B
: W R
“1 Aninterview was conductad withs A1de #B or\? : : -i}
1118113 at 6:30 AM regarding the general use of, Dk o PR
bolster and perimeter matiresses on resldents EP 3 S A
bads, Dusing this inferview Alde 5 ¢ %0 50 3 | e ’ : -
#8 stated that bolsters on the resident s bsds ' i b
are there to keep the residents from folling out of S A o

bad. Upon further mquiry, Alde #8 staled e .,
residents with perimater matiresses that ha_ve_ the | i ‘
high curved edges are being used to keép'thé‘-- W RN IR P
rgsidents from fafling out of the beds also, Aide - . R
#8 could not explain why somae residents have’ : 3 CF o
both the bolsters will the perimeter matiresses. | 1 "

1 : LI, . > v
gt (2 R . IR

Aninterview was conddc[ed:‘Awi.lh'Nurée"#ﬂ (:Jn" b

1148113 ot 5:29 AM regarding the generdl usaof: . | .- | AT
balsters on resident * s beds. Upon Inqulry,, Nurse e AT
1111 acknowledged some of e residents had comb T TN £
mallrassas with bolsters in place bacause, !+, I o E
these people fall and gat outof bed.®, She™ i - = ; v j [
indicaled that since slde rails could notbelised, . E TR T
the bolsters with siaps may be used and that, ™ . . e iy
tha bolsters keep them from falling, ;<. ! S :" Tl
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An mlervmw was maduc;ted unlh the Dlrec!or of
Nurging (DON) and Regional Diractor Consullanf-
on 1178113 at 8:40 AM, During this mlarvlew 'the .,
DON stated, " We don't use an assessment for;
the bolsters due to it s not a rastraint. . Upon =~
further inquiry regarding the reason for the use of:
holslers on a resident ' s bed, the Regiona) - A
Birector Consuitant indicated it was because the
rasident(s) try to get oul of bed, Sha stated that -
use of the bolslers, " stows !hem down e

An interview was conduc{ed vith Nurse #1? on ;
11/8/13 at 2:45 PM. Nurse #17 shared + -
responsibility for complating.the MDS' and she’
indicated the MDS nurses wera, respcns:ble for : !
completing Saction P (Reslraints) of the MDS Lo

LRI

assessment. When asked whare this inrormatlom )

¢ame from, the nurse indicated that whan
device was used as a resirainl, it would he o
assassad as @ restraint on a form underthe “ -
Assessmantiab " in the resident * s medical -
record, In addition, thare would ba an MD order
which would usually explain the reason forthe -
restraint, and it would also be noted on the cafe v
plan when it was putinto place, Nuree #17
reporiad that if a device was assessed {0 be a,
restraind, it would be codmj as such on the MBS
in Section P. LRSS ‘

A follow-up interview was conduclect W|th Nu:sa i,
#17 on 1H&/43 at 4:00 PM. During this mter\'lew,
she confirmed that the MDS nurse was not”
rasponsible for determining whathar m‘ not a e

device was considerad fo ba a restraint and !hal it kR

vras up lo the nurss managers to do ihat

.
1

Aninlerview was oonducted wlth Nurse #15 on j
1178713 at 4:15 PM, Upon inquiry, Nurse #15
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stated Whe nurse managers for each. umtwere RN
respunsible for completing a restraint assessmﬂnl By .
form for each resident who had a restraint. She )
indicated the Interdisciplinary Team (IDT) ~ S
detarmined what was considered a restrain and
what wag nat through group, digcussion.. .J . !
IRER :
An interview was conducted w:th the DONon - ‘_- S
11/8M3 at 434 PM. Upon Inquiry, the DDN slated ;.
that it a rusident was having any kind of falls dﬂd
there was @ naad for a restraint, the Ise.ue wouid 2 R \
o be discussed in an IDT meeling, a care meehng, .o i
-+« andior stand up meeting. The maeting would R '
ihvolve a verbal azsesement and dascussmon : -
among the team members. No written o B
assessmant tool would be produted during this ' - ,
meeting, The DON indicated that if & resident, =
wag doterminad to have a réstraint in place, a A S i
written restraint assessment would be comp!eied o ) 5
and placed in the resident's chait. .~ L , } .
4, Resldent#23 wag ro- admlued fmrn an ac ute ';_._;;“ ! \; o
care hospital on 8/27/13 with a discharge | - < ' L
disgnosis of altered mentat status likaly At e T
secondary to azpiration pneumc}nia His - A C *
cumulative diagnoses includad a history of ‘ : * I
cerebrovascular accident (CVA or siroke) w;th 3 _ : Fi ‘ .
dysphagia, dementla, and selzure dleorder i, X * ST R * !
The resident's most recant MDS lnfatmalmn 1rorn . ) : “i ?
10/18/13 (a significan! changs) Indicated ha had " b
sevarely Impaired cognitive skils for dafly <, - ©© - IR
decision making. Resident #23 was totalty. . i R
dependent on staff for locomotion and raqulred‘ A o Vil
axtansive assistance for all other ADLg, There . o i
weit: no behaviars nof rejection of care foted on - T -
the MDS. Coding of the MDS indicated mal noL SRR
rasiraints were used for this resldent RN o B P § :
) ‘ i i R
Ny t fred
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A review of Resident #2:3'6 10/26/13 Care. Plaa il
revealed the use of phys;ca! reslfamls was not
addressed. Howevar, a Focus Area related 16 the
resident’s tisk of falls mcluded tha foﬂowmg R
Intarvantions: R
—Bolsters 1o bed {(Date Imtuatad !312911 5 Revlsion -
on 10/9/13) T e

—Qut of bed (QOB) In geri- chatr (a speclahzed
whaaled recliner) when restlessfagitated as
rasidant allows {Dale lmtlaied 5/7/13 Rewsmn ont
10/9013)

~Parameler mauress {no date nutad)

~Ensure bolsters in place; pasition appropraately . .

in bed; PT 10 evaluate {Dated 10/4!1 3)

An interview was conductad with lhe'Director of

Nursing (DON) and Regiehal Director. Gonsultant’ .

on 11/8113 at 8:40 AM. During this interview, the
DON stated, " We don't use an assessmentfor.
the bolsters due to it & nol a restraint. Upon o
further inguiry regarding the reason for lhe u3e m’
bolsters on a residant's bed; the Ragional-* ;
Director Cunsultant mdrcaled it was because the !

resident(sy try logeluutofbed She Btate_d thal iy

usa of the haolsters, " SIOWS lhem down

An inferview was conducted wuih Nurse #17 bn' o

11/8/13 ot 2:45 PM. Nurse #17 shared -~ E “

responsibility for completing the MDS and she ¥

indicated the MDS nursas were responslbf& for
compleling Soclion P (Reslrainis) of the MDS -
assessmant. When asked where this mformalmn
came fram, the nurse indicated that when kR

devica was used 88 a Festraint, it would b SR

assessed as a reslraint on 4 form under the ™ T
Asgsessment tab " in the resident’ 2 medlcal ‘

recard. In addition, there would be an MDY order .
which would usually explaln the reasenforthe "~ |
restraint, and it would afso be noted on the care * .

4 F272
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plan when it was put into p[ace Nurse; #17’ bRy
reporied that If a davice was asseseed o be.a™
rastraint, it would be coded as such on the MDS "
in Section P. B A . .
Afollow-up interview was conducted with Nurse™ -, "
#17 on 11/8/13 &l 4:00 PM, During this infervigw,
she confirmed that the MDS nurse was ngt: .~ -
rasponsible for delermining whether of nota .- -
device was considerad lo be a rastraint and U‘tal it 7
was up 1o he nurse managers 1o dg lhat
An interview was conducted with Nurﬁé #"15 o, Lo
11BI13 at 4116 PM. Upon inguiry, Nurse #16 i n
stated the nurse managars, for each’ unit were ; LLE
responsible for completing @ restraint assessmem
form for each residant who had a restrainl. Sha i i
indicated the Interdisciplinary Team (10T) i S i
datarminad what was considered a restrainl and 4 . i Hy
what was not through group discussion , o ‘ & § f
I .’i .':}- ) . -? : ‘! : -
An interview was conducted wnlh thg DON on R : SR
11/8/13 at 4:34 PM. Upen Inqmry. the DON stated " : fy00
that if a resident was having any kind of falls and - : R
there was a need for 2 restraint, the issugwould” ™" . R
be discussed in an IDT meeting, p care meefing, ' o iy
andfor stand up meeting, The meating would . : SR |
invalve a verbal assessment ang dla'cuss{bn S ; . y
ameong the learm members, No writtan e wii
assessmeant tool would be pmduced dunng thss . b
meeting. The DON indicated thalif a resident : RN I %
was detarmined o have a restraint in plage,a ;b IR s £
wiitten resteaint assessmenl\-,fould he compleied N s i
and placed In the resident's chart,, -+ | o e ¥
F 309 | 483.26 PROVIDE CAREISERVICES FOR ol F 309 i
o ey : i
§5<D | HIGHESTWELL BEING ; A Rasidant ﬂ218 Insulm orders were
tach resufen! miust recalva aﬂd !he facmty must i ' I’EVEEWECf dl‘ld C|Hl’lfléd Wlth the
. R o o Phys;cmn on 11-7 13 _
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F 3089 | Continued From page 37 P ;
provide the necessary care and servmes o’ at{atn
or maintain the highest praciicable: phyatcal 3
menlal, and psychogotdal well-being, in-. 2
aegordance with the compreheneive assesam n{
and plan of care, : ’

" 3ccuracy :
3. The Llcensed nurs;es were
in semced on’ : !
adnusssons/readmrsalons verification
of orders bv Staff, Development
: . : Coordinator {SDC) by, 12/06/13. The
This REQUIREMENT s not mat &s ewdenced : ‘ 11-7 nlrses will check the

by: v S Admlsslun/Readfn;SSLons orders
Based on recard revievis and s{aff mlewlews !he i . | against hespital dlscharge
facitity tatled to obiain andfor transcnbe at S : summar and di sch : medicat]
physician's order for insulin cwerage for 1 ofs o st f 4 ischarge medication
sampled residents receiving msulim ant- falled to'- SO N st 01' agcuracy, The nursa will Initial
respont to elovatad blood glucose reguits 7 o vy cn g0 “‘e D'SChargE MEdlCGUOﬁ st after
obtainad for 1 of 3 sampled resldents d:agnosed : B Ve“ffvlng IR ‘ :
o Peno. M

with diabaley, (#218) N TR (A :

Lo : RS I The DNS or deslgnee will review the
The Imdmgs mcluded' . AR I naw coz‘:soitdated orders upo

1 . IR B
. admmons, readm;ssion, quarterly

1} Resident #218 was admitied fo the famhly on? o -
.ol . assessmems 'md change of condition.

1142113 from a hospital. Her cumulatlve S

diagnoses included diabetds, urinary tract S 0 | Any finding from the rewew will be 12/06/13
infection and aphasia (a disorderof =~ 7 L 1. R brought to the Pl meetlng each month

communication that impafrs a parsonsablliiy to o T Sifer the next three months

use and comprehend Janguage). RN S I

Upon admission, Resident #2186 was assessad by "

the nureing staff to be saverely cogml:ve}y R
impaired for daily decision makfng skifls. The I 4
rastdent was dependent on'staff for aI!Acliwtles PoT .
of Daily Living (ADLg).  + - S *

i bon, 0

The fist of admizsion medication orders ror'
Resident #218 included the following: Humu!in R i
insufin 100 unitmilliliter {mb solation  © “
subcutaneous {SQ) givan thiea times a r.!ay
before meals. No dose was specifiad Ifi tha
Humulin R order noted on 11/2/13 and mgnad by

v

- i eantinuation shuet Page 33 of 71
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Continued From page 38 Lo
the proscriber on 143M3, | . . © el

A review of the Medication Administration Record ™
{MAR) for Novembter 2013 révaaiad the following
order was listed on the MAR for Resident #218; .
Hurulin R insulin $Q three times a day befora .- =
meals; Blood sugar below 200.n0 extra insutin, R
200-250 give 2 units; 261 - 300 give 4 units; | '_ it
301-350 give 6 units; 351-400 give 8 Units! 401 EA
450 give 0 unils; 451 to 600 give 12 units;. -

if glucometer reads high give 14 units of, Regular-.:
Insulin, Recheck blood sugarin2 haurs'auhal ‘

time if blood sugar i abcve 400 or under 100 B R

notify physictan.
The blood sugar shecks and slrdmg scafe insuim

coverage were scheduled on the MAR al 6,00 fib
AM, 11:00 AM, and 4:30 PM each day. i, o _< Sl

Further review of the MAR for Ncwernbar 2013
revealed the sliding scale insulin was

administered to Resident #218 on the faltowmg

dates and times: . .

1 time on 11/2/13 at 900 PN, e, o
3 times on 11/3/13 at 8: OOAM 1‘1 00 AM and slon

4:30 PM; S ERETH

2 timas on 11/4/13 at 6 oo;\m and 11; 00 AM, Coal b

2 timas on 11/5/13 at 6:00 AM and 1:00AM; .~

2 times on 11/6/13 2t 6:00 AM and 11:00 AM and o)
1!1ﬂ1&0ﬂ11f7i13al600A1‘u? i E e

An Interview was conducled on 11!‘7]13 at 1:46°
AM with Nurse #15 who assumed responcibility -
as the Unit Manager Directer. Upon.review of tha
festdent ' s madical record, Nurse #15 hridicated :
{hat Resident #218's Dlscharge Modication” © . -
Recancilistion (Med Rec) from the hospital way * -
used as a basis for the admigsion medication,
orders dated 11/2413. Nusse #15 indicated tha ﬁ :
Discharge Med Rec had a hand-wrilten notatlon’ <.

"Fa0s|.

b
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on it which documentad the fist of medlcations o
had been verifled by the prescriber on, 11!2/1 3.
After a brief review of the Med Ree, Nursa #1 e
specifically pointed out that the list of madmallons ;
on the Discharge Med Reg included Humulin R
insulin given $Q three times a day In a dosa - -
ranging from 3- 18 unite, However tpon further .
review of the Discharge Med Rac, Nuise #15 -
acknowledged there was a checked box;lapeled o
“discontinue ™ ngxt to the Humulin R insulin.
Upon further discussion, Nurse #15 refered to”
the facility's Regular Insulin Sliding Scafa {55C):
poticy and indicated the insulin, dosages on the -y -
resident’ s MAR reflacted thpse of the facliify's
88C. The physician's orders for Restdent#2‘!8
wera subsaquently revigwed with Nurse #15,
Thare was no decumentation within the *

physician's orders which Indicated an order had ; '

been received for initiation of the facilify's Reqgular.
insulin Sliding Scale protoool forthls resident ..

i .
St i

A review of the facllity's Regulaf lnsut}n Slldjng
Soale protocol revealad thal when oidered, the
protocol specified the folfowlng: " Blopd Sugars .
nead only be BID, unless olhem'lse speml‘ed by
the ¢finician.” Residant #218 was receiving *
blood sugar chocks with Regular Slldmg Scale :
Insulin givan three !smes dally. v :

Afollow-up review of Remden{ #218'5 medscal
record revealsd the following orders were' ~ “v

.

e et T Qe e Y e YT

ST v T

e

.

received from the prescriber on 11/7/13 at 2 10.; _: ] }
PM: B RS
1) Discontinue Levemit insulin, Déswntmue i , BB
threa times daily {T{0) Humulirt R insulis .i oy S : f, b
2} Lantus insulin 30 unlis SQ every mghl at . T Ty
hedtime (HS) - iy
3) Fingerstick blood 2uger (F&BS) before " e et
meals al bedtime (ACHS) daily * ~ .7+ 1 NS
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| She indicated that her expectation would be for .

4) Cover patient with sliding sc:afa pBI‘ nu’ ng,‘,
pretocol with Humulin R insulin ACHS | :
5) Lantus Insulin 10 umts SQ avary AM
A foliow-up inferview was conducted thh Nurse P
#15 on T1/8/3 at 2:30 PM regarding the facility's
process of oblaining admission medication orders
for now residents, Nurse #16 Indicated the facllity
would typically gat a discharge summary from the
hospital, She stated that the facility's nurse wou!d'
be rasponsible o call and get s medication fist
from the discharge SUMRMAEry, ‘confirmed by alther !
tha physician or nl]l‘Se practliloner

An interview was conducted wﬂh the Dlractuf aof «
Nursing {DON} on 11/813 al 4:34 PM regardmg

the pracess of obtalning admission medmat:on I
ardars for new residents. The DONreported; tha( g
new rosidants usually hed admission orders when '
they came in, Including those for madications, .

the madication orders to be confinmed with the | :
resident's provider and any changes in the ordors -
to ba noted as pait of the admiaswn orders o

2) Resident #218 was admitied m the fat:llliy on:
11/2113 from p hosgpilal, Her cumulative .
diagnoses included diabetes, urinary tract i
infaction and aphasia (2 disorder of :
communication thal impairs o parson’s ablhty to -
use and comprehend language} ‘
Upon admission, Resident #2148 was assessed by
the nursing staff to be smrera%y cognitively . "o
impaired for daity decision making skills. 'Fha- E =i‘: i

e i e e e

residant was dependent on staff for allAchvm s. -k ' J §
of Baily lemg {(ADls)y. i AR TR } T
. N . o 1 N 3
Ty i O . » o
. LY i 1] i) ‘F
The list of admission medication nrders for SR ) v
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Rasident #2158 includad the fﬂlrowmg,, Levemsr
{Insulin Datemir) 100 unitmillititer (m1) solutiun 10
units subcutanaously {SQ) da]ly. ‘and Humulm R
insulin 100 unitmitiiliter (mi) solution’ o H
subctitaneaus (SQ} given three times a day @ .
bafore meals. No gose was specified In 1he R
Humutin R order noted on 11/213 and signed by :
the prescriber on 11343, . .

A review of the Medication Admmlstfahon Record i
MAR] for November 2013 revealed Resident
#218's blood sugars were chacked threa ltmes c
daily af G:00 AM, 11100 AM, and 4:30 P,
Documentalion on the Novernber MAR mdlc:atad '
the following blood sugar results were obtained:
Blood sugar = 371 on 11/4/13 at 4:30 PM; B[ood .

sugar = 345 on 11/6/13 at 4:30 PM; and Blood ¥ ‘

sugar = 381 on 11/6/13 at 4:30 PM, Normai .
bload sugar results fypleally range from 8049 - :
imilfigrame/deciliter (mg/dl} for = fasting bload ™ ; .
sugar and below 140 mgfdl for a random blood

supgar. _ iR x_.

Further review of the Novem_ber MAR for .- e
Resfdent #218 revealsd there was no recofd of :
ingulin coverage recorded for the elovated blood

sugar resulls obtained on 14/4713 al 4:30 PM
111613 at 430 PM and 11]3/13 af 4:20 F'M

therae wag no agditionat documentation of the

3o

Areview of the resident’s medlcal recurd ravaaled‘

-

slevalsd blood sugar rasulls recerded within

either the Interdisciplinary Progress Notes or tha 3

Physician Orders, Thare wag po dccumenlauon.
of ar actlon taken in response to lha ala\aated
blood sugar results

An interview was canducted ‘on H/B13 at 2 15 :
PM with Nurse #5 regarding ‘documantation af i

T P T e

|
SRl e

o1 . [
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nofed on the MAR.

Cenlinved From page 42 . o
insulin coverage for elevated blood® sug
Nirse #5 stated there was z spot on the ;
resident's MAR for accuchecks (blood sugar =
checks) and that the blood sugar results would be
recorded there, She indicated that if the resident
had an order for insulin covarage, the number of
units of insulin given would also be recorded on 3
the MAR,

Anintarview was conducted on 14/813 {2130 .
PM with Nurse #15 who assumed res::orssm:fily o
as the Unit Manager Dirotton.” Nurse #15 staled .
dhal If a resident's blood sugar was checked the -
nurse would nota the resuolts and put her inifald:
on the MAR. If insulin coverage was pmvlded

he nurse would also decument the amount of %
insulin givan on the MAR. Nurse #15' reporied '
that if any inaulin was given, the dose shmsld bs -

An interview was conducted with the Director of, & &
Nutging (DON) on 11/8/13 at 4:34 PM regarding
insulin covarage for dlavated blood sugar resylts..
The DON indicated that she weuld expactany .
ingulin coverage for an elevated blood Sugar level
te be documantad on the resident’s MAR.- She -
staled, ™ If there is no documentation of msuhn'{
given, thal means they did not need coverage i "
483,25(h} FREE OF ACCIDENT, " ° " :' S
H.AZARDS[SUPERVISEONIDEVIGES '
1 l.
The facility must ensure that the resscient Y
ahvirgnniant remains as frﬁe of accldent hazards
as is possible; and each residant raceives .
adequate supervision and asslstance dewoas fo -
prevent accidents. ‘ s

IR

o

F 32 F323

Fa0g|

A T e =

'
FE

L Resldent h‘ZO and #171 fall care plan
was rewewcd for effectweness of

Intementmns on 12 29‘3
i

R A! ;5 N
: RN
o |
n H
i
)

-
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assistance with peraonal hygiene, tollet use .
dressing, and bed mobliity, The resrdent was not
coded as having a restraing in place.”. 7. 2 e T
A review of Resident #171's medical record S
ravaaled a Care Plan daled 7/31/13 with at nsk
for falls related to impaired mobility as ona of lhe i
focused problems. interventlons th place were .
encourage resident to communicate pmsence of ;
pain, assist to reposition for comfart, alamm {o -
wheelchair, alarm to bed, finor mat, p!abe. In apen
area, refer to therapy for Increased falls, piace '
alarm box out of rezch of ms:deni sines he tums

the atarm off himseli, indontinence care, after i
lunch, anti-slip pad to whaelchair, ensure call hght
is in place, iay resident down when fired or»0 =
agitated, perimeter mattress, offer reskdent o be.
out of bed up to wheelchair, whEn rasﬂegs or

-

STATEMENT OF DEFICIENCIES [4)] ﬂRGVIDEWSUPPuER/CLLA (X2} MYLTIPLE CGNSTRUCHDN X3} DATE SURVEY
AND PLAN OF CORRECTION EDEI#IFICATION NUMBER A BU!LD!NG . COMPLETED
el : JECE v ¢
: e B.mN(_; : ' : : 11108/2013
NAME OF PROVIDER OR §UPPLIER STREETADDREbS CtTY STA‘]‘E ZIPCODE X
4 ;
. ‘70'! NORTH ELM STREET 2L
TRIAD CARE AND REHABILIT TlON CENTER R
B REHA A : : 'HIGH PO!NT, NC 27262 i
a0 SUMMARY STATEMENT c}s DEFICIENCIES - & .“ oo . PROVIDER'S PLAN OF, CORRECHOH o
PREEIX (EACH DEFICIENCY MUST B PRECEDED BY FULL X ' (EACH CORRECTW]: ACTION SHOULD BE COMPLETION
TAG REGUEATGRY OR LschENTIFYiNG INFORMAﬂON) S GROSS-REFERENCEQTO THE APPROPRIATE oA
‘ d : oo Tl - DEFICIENGY)
F 323 | Gonlinued From page 43 F323| 2 Ail other remdents who have had a
: ‘ - falt within the st 30 days will have
el . " thelr care plan rewewed for the
This REQUIREMENT is nnt mai as Buidenced e effe&:tlveness ofthetr mterventmns
by, " :
Bazed on obsewahons shff #ang record raviews any nemssgry changes w'” be made at
the facility falled to assess and re-ovaluate ; i thattime, .+, ¢ &0
interventions put in place to reduce falls for' .+« ! %
resldents that had falls and continued to fall for:4 3, All res;dents that have'a fall will be
of 2 sampled residents reviewed far Ialls L revaewad the next day and
(Rasigent #171). . ' intewent:ons updated and all ather
:'“;‘”99&'“5{;‘:‘;‘: diited ; X interventions reviewed for
eeldent was aditls ongma Iy__m}“ R effectweness by the IDT team The
62172042 with diagnosis that inc!uded (; PRSI falls " b d
schtzophrema and darmentia, - : —7 : ; IO i W' e revuewe at
Areview of Resident #171's Minimum Data Set I, ' the Wa"kly Care Meetlng by the 1DT
{MDS) dated 10M7/13 indicatad Residgnt#i?‘l_ ‘ team, L 5 .‘ 5“ P
waz sgvaerely cognilively impaired with impairad . ° Gy ‘
short term and long ferm memory. Resident <« 4; The Dir ector of NursIng/ Designee
#171 indicated symplomns of depression dai!y, b : will compiete 3 weekiv audit for 8
trouble concentrating on activities, and' .| - waeks.then bl- weekly for 2 woeks, Al
resllesgness. Residenl#171 did not have any ST SR . finding wil be brou ht to the Pt
behavior problems and fequwed exianswe : F TR & B
IRV . 12/06/13

monthiy for rewew and evaluation
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reming resldent 16 use call light priorto ..

andg thelr eifactiveness noted,
dated /21712 to present did not lndicate as
or the perimeter mattress.

10:00 AM showed a resident in bed witha -

agitated as resident allows, give pain medleailons
a5 indicated, anti-tipper and anh»mllback hars to
whaelchair, resident o wear non slip footveaar,. :

ambulating or transfer, therapy as needed, and ‘
ensure environment is free of clutter. Tha care S
plan was revised for falls when adding anédw. . :
intesvention but there was no assessmentor. = ;i
evaluation of the Interventions already In place ENE

medical nead for or an orde_rto use bed ho1sters

perimeter mattress, Resident #171 had dnly an

F

A revigw of Resldenl #171's Physmlan drders lf ,

+

An obgarvation of Resident #171 on 11/5/13 at &

e

TG e

.
1

81 e

b
¥

L s
incontinent brief on and was seen with his leg, B h oy
over the edge of the maltress wuhout hig reet B
touching the floer,  * piooF T : ,
An cheervation of Reskient #171 on 11f8!13 at ool - R 4 -
12:00 PM showad a reeldent who was dresgg;:i in- i : P .
street clothes from his waist up.: The redident .. T J
was restioss in bed and was atiempting ia get uut . TR j §
of the bed. The resident had his teot and legs <+ [ VY i LaiE
over the gide of the perimeter maiiress . ,‘.;,{.-‘ w W ) jj i
atlempting to get out of bed.. The bed alam dld } [ g
not alarm. The resldent was unsuceessful al > L P
getting out of bed and laid back down on h:s zlght i Co sy
side. Cow , RERIEI B
An Intarview was conducted with ﬁle Regtonal E v ‘ )
Direstor Cohsultant on 11/7/13 at 11:20 AM. .~ -, BTN
During the interview the Reglonal Director. ... . . R
Consuftant stated the perimeier mattress and - RN
bolstors used on Resident #171 were not - AL i
restrictive to the resident boatse he is sl falhng M E S
out of bed. She furlher statad that the mattress s if SRR
and balsters may hava preventad the resident” ' S
from falling more than tha 14 times he did since _ LY
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the devices were pul into place. . Upon furlhﬂr
inquiry the Regional Direcler Cansuitant siated: .
the bokters anci mattress wera not rea_ssessed xo

Resident #171's falls, - = = L
An intertiew was condugted W|lh the D[rec.tor of
Nursing (DON} and Regional Direclor Conaoltant. "5
on T1/8/13 at 8:40 AM. Ouring this mlewlew the: ¢
DON statad, " We don't use an assessmem for 1

the bolsters due {o il's nol a restiaint, '

An inferview was conducied with the DON on

11/8/13 at 4:34 PM. Upon inguiry, the DON stated

that if 2 resldent was having any kind of fallsang: . | . - RN
there was a need for a restraint, the issue would - L b | e
be discussed in an IDT meeting, a care meoting, . o S

and/or stand up meeting, The mseting would |,
involve g verbal assessment and d1acu5510n
among the team members. No writlen

L My e IR A e e

assossment 1ol would he produced durin thim . ;

maeting. v L IR ; :
F.328 | 483.25(K) TREATME;NTICARE: FOR SPECIAL | vFewl a2 ',-,; I
$$=p | NEEDS B R ;: .

y ;._ .J" )
The famhty must ensure that remdenls recewe poow
proper treatmeant and care for the fullowmg s

1. Resndent it220 recewed a full
‘ tank Of Oxygan on 11 06 13,

special services: ! ST BT - ’ , i ; :
injactions; ' : ; . o 1;4. i
Parenteral and enteral fluids;, 00 o n : SR R
Colostomy, uraterostomy, or |feos!omy care, cay i o L § ¥
Tracheostory carg, ‘ o : . ' " ) ‘-
Tracheal suctioning; . B : .
Respiratory care; . B St Co B
Foot care; and : a IR
Prostheses, - s T B R
N O : T
r. FA Yoot
. : ! ) I ~ L o : : i
This REQUIREMENT fs not met as ewdeqced o A
by: 2 .‘j_.‘...g,! S S ié
: fond e R
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F 328 | Continued From page 46 : 2. A!l the resldents that had oxygen
Based on observation, stalf rntemew and record G were feviewed ont 11 6- 13 If a tank
review the facility falled lo provida coni:nuous D || was Icw it was repiaced Nursing
oxygen for 1 of 16 Residanls. (Rasident#ZZB} ' | 1. Management updated resident care
Findings includad; . o N "=.‘1 - i cardsto a!ert staffwhen ‘a resldent is
, L S on oxygen and st placed on inside of
Resideni #220 was sdmitled on 103 with the i e residents closet, AR rehabilitation
diagnoses of hip fractura, penpherafvascular P ) Eherapxst were In- sarwced by Genesis
disease, asthma and anxiety. Roview of the_miost - ’ Respiratory Theraplst & SDCon
Fecilent Minimum Data Set dated 1024713, - © L 11/07/13 on tHe ,mpgrtance of oxygen
;‘,ﬂﬁﬁ‘;ﬂi h:;ehii: Zii?r: Etrooémitzr:i:aecrgor::'zf t?is - T thempy, tfm&”ness of changing e-
daily care. He raquired extensive assm!ance wnth O I I tanh‘ how tc: prcp e(Iy change and
tofleting and personal hyglene. He recewed e e | setup e-tanks, location and storage of
oxygen therapy, \ AR s oxygen tanks Mamtenance
, oo SRt S Department W:EI check oxygen tlosets
Raview of physician order dated 102313, =} 0 T < . and replaca empty‘ tanks on a daily
revealed continuous oxygen 2 lters per mmuta T T pasish N e
by nasal cannula, SRR o 0 e E '
Review of physician order dated 111418, ©- i ?] A” rc:‘sjgrenfts usmg E tantk, ar;d who
revaaled continue 02(pxygen) at 2LPM (!lters per . ave orders for oxygen saturation
minute) NG (nasat cannula). .~ ocaglin 4 © Ievels every 4 hours dauly will be noted
S .on the routing MARS if tank is less
During ain abservation on 11/6713 at 67 PM,© .. T than 500 PS] the tan.( WI[I be changed.
reventad Resident #220 was on contact isalation C St
precautions. He was sitting st the sink in his | B T 4. Unlt Manager/dESignec_ will Audits
room, His oxygen naal cannula was in hig nose : j_' R M AR week1y for oxy en sats and tanks
and the end of the lubing wasa lying on the’ i‘loar . LI h k 'we kl b i 8 k
No oxygen was in the pouch that holds ot o ’ . c ec s on e y asls for weeks,
portable tank. Resident# 220 oxygan 2 F v 2 b T than b‘ Weekw fo" 4,weeks 12/06/13
eoncanteator was on the opposite side of his, : !
room and was off. Aide#5 was in the hall puttmg N ' v
on parsanal protective equlpment.. Duringa b 0 " 1
interview Aide # & indicated she was going to ! ' :
provide incontinent care, When asked if raa:dent
#220 usad continuoilz oxygen she said ™ Yes .
She indicted the physical the répist brought him-
back frorm therapy and left him éitting there e

* Ifcontinuation eheat Page 47 of 71
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F 328 | Conlinued Fram page 48

Resident #220 lakes his oxygan off anyway, anu‘
she acknowledged Aide#s should have eblalned .
the oxygen prior to staring incontinent care;’ B .

The findings includad;

During an inlérview 11!6/13 al 10: 30 am, Ihe
DOMN ingicaled her expectation was a resident -}
with continuous oxygen ordered lo have oxygen

Dwmganmmwmwon11mn3aa420wnnow.
indicated & breakdown In communication with
new staff (physicat therapis) and onanhnf’ them- i
1o whers he oxyaen was siored. There was'also.. -
an identified breakdown with Alde # & whohad ; .
not monitored or obtained oxygen for restdenl # :
220 who was ordered contjnuous oxygen.
F 364 | 483.35{d){1)-(2}) NUTRITIVE VALUEIAPPEAR 4. :
8= | PALATABLE/PREFER TEMP ‘

Each resident racgives and the facility provides '
food propared by rmetheds that conserve nutritive
value, flavor, and sppearance; and food that s | i
palatabile, atiractive, and at: tha prupBr : Lo

Thisg REQUIREMENT is no? met as ewdenced
EERE ’ L «l‘
Based on a meat observatlon. staff mtervmws
and resident Interviews, the facility failad to *
provida paliiative foods and beverages for 2 Uf 4
halls to resident preferences ’ “

During an intarview on 11/613 at‘1Q;UU_AF;ﬁ.§ e
Resident # 88 indicated lunch and super was not’
good and there were concems withthe . i 5

i

K

F 864

(YT

o were interv:ewed bytha .

delwery c:f meal trays.“’ L

1 L Residents HSQ If221 H132 4137

: Dletitlan/FSD on 1'[1/29/13 concernmg
| food preferences. Managcment team
SR 'monltcred tray dehvery on 11/6/13,

: 11/‘7/13 & 11/18/13?to ensure timely
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F 3641 Continued From page 49 2 Residents hawng the potential to be

preparation of the meal and the meat chmces o

During an m[emew on 1115!13 al 11 ‘13 AM
Resident #221 indicated all the meals wara ;-7
served cold and she had to go reheat the mea[s
herself. Residant #221 added thai this concem
had been brought to the attention of | saveral of
the staff with no change. RN

During an interview conducted on 11/8/33 8t - -
11:56 AM, Resident #132 indicated that he had -
trouble eating Ihe food for all thres meals,” -
Rosident #132 stated he eals in his room and the
trays typically =ai out 1n the haltvay ‘for sume ime
before belng brought in and the foud was iypst.aliy
cold. ' PR
L a Hant
Duting a kitchen observa!aon on ﬁrma at
11:45AM, the cack took the temperature of the
food and baverages In the presence nfdfelary 3
Manager (DM} and registered dietisian (RD), *
there was goncerns with lemperaturas withy of
told beverages being wanm, The beverages had
1o be refrigerated. The [ast car laft the kilehen ai .
1:49PM and last fray wag serVed on the flaot at |
2:00PM, The meal included reguladpuread pork -
chops, regular/puread cabbage and 0 v
regular/pureed sweet potaiors, The beverages
were thicken juice and tea. Test lray was se!-up
by the DM and RD whom tasted {he'food and
procecded io take temperatore of food. Th'e rood
was sampled with the foliowmg resulis . ‘,

R

The DM (dietary manager) and RD tonkihe
temperature of the following-items regularfpu_read -
pork chop all agreed dry and not hot at propér. ?
tamparafure and chewy, regu!ar/pureed cabbage
cold and mushy no flaver with the pureed
cabhage, sweet potaloas luke warm, the th:cken

>

o

© affected by this prartlce were
' identmuj by condl uctmg mndom
Vinterwaws Of reslden §

CWo haEIs to reduce th{. amount of

' _ -dehvered which w:Il en5ure that food

. pint cartons nf rmik which aids in
"mamtaining pmper temperatures The
_plate’ wérm er was éemced by the

: _delwery of meal trays, askmg residents

‘heatmg the meaE efn veded,

on 12/02}’13 by the Dletttian
:nncerning palatab]llw of food and
ttmeiiness of tray c?elwery An
additlonal feod cart Is being utilized on

time the trays are waitmg to be

is at proper temprzrature On
11/18[13, the Food Serwce :
Director (FSD} re- rmp[emented the %

RS ER Y

Mamtenance Director on 12/02/13 &
temperatures are rnamtamed

3, The Nursmg staff was m-servucad ot
12[03f13 by the Stafg Develnpment

Coardmator (shC) oncermng timely
if thelr‘meai Is warm enough and re-

The Food Serwce eractcr/Dletttmn in-
semced Dletary staff on 11/06/13 on
ensurlng pruper teffnper'atu re, of food
prmr tc: meai servtce!
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Hin BLMMARY STRTEMENT OF DEFICIENGISS 0 * . & o "PROVILERS PLAN OF GOR“EC“UN 5}
PREFIX {BaCH DERICIENCY MUST BE PRECEDED BY PULL v 7 PREFIX . . EACH CORRECTIVE AGNON SHOULD PE COMPLETION
ThG REGULATORY OR LSC IDENTIFYING INFORMATION) - -7 Twe - N L‘RO&S-REFQRENCED‘IOTHEAPPROPRIATE oxrs
" e S . T DEFEL‘.IENBY)
F 384 | Continued From page 80 | Ho . Faed] 4 Thd Dlet[tfan and FSD wil conduct
juica and 1aa was vary warm. . 4 | food palatamhty]mewiews
b Leoxo SE A -
DM indicated that the food ortha ba\mrag_ swera (1 . WE?kWﬁme? 4 weeks ;_li?ﬂ monthly
not served at proper temperalire when the arti = 1 - - tlmes 2 months 2 port the
reached the floor, DM udded he was aware ofthe . fmd]ngg to the by commlttee monthly
resident's concerns regarding cold food l%)ro.ugh y | time 3 menths to! ens ure compli
indlividual residents and resident council group, " Iy 3 pliante
DM furthar slated he expeclalmn would bg lhe - and consnstency Menu Méetings will
fond and bavarages remain at proper . vl G : be held weekly tlmes 4 weaks and
temperatures when delivered to the halls and the  © ‘ thén monthly Temp erature test trays
dining room. In additlon, new kitchen equ;pmant .
would be purchasad to addrass the pmblem to be CO"“P'E“—"J bV th’-? F5D/designee
e 3 times per weak hmes one month
During an intarview on 11/?113 at 5 28PM 7 | then weekiy tlmcs 01'18 month, then
Resident #137 indicated that his lunch was cold cen R 12/05/13

when it arrived at 1:30FPM. He indicated thatih&
meaals are normal late about 30 minutes and very
cold. Staff indicated that they did net have time to
reheat the food when asked. He indicaled the -
process hag been when the meal was dehvered ¢
to the hall it sat on the hall another 30 10 40.
mintes before it got to the room. He mdlc-ated
that he has complained to nursing and diellctan
He indicated that thay also tun out of food ag well
and they couldn't even get an'alternate. He also -
indlgatad that zeme of his cald bavarage wotldy
came hot or not at sl He indicated thata , [
grievance had baan filed in Septembar regarding’
the food temperature and late arrivals of meals,
but nothing was changes, He further stated ﬁml
the maal on 11/7/13, cabbage and sweet
potatoes were cold and juice was luke warin
when it should have besn cold, had to ask Ior ice,
The chicken was not hot but he tolaraled it ; .
because he was hungry.. L L b L I
During a follow-up interview on 11:’?!13 al 0
5:35PM, Resident #8% indicated that all the facd
comes ot cold and that lhey {rays sat on the hall

' ‘ monthly.__
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Continued From page 51

F 364

| for 30 minutes or more, He Ir"nclicaled that h

"1 During an intarview on 11!?/‘13 at 5! 40PM NA#G

reporied this concam on aeveml dnTerent 0
occasions and no one, has tn'ne to rehaat lh
food.

Buring an inferview on 11/?]13‘a! 5:35PM, NA#4"
indicated ihat residants had complained ofgold *
food and on occasion would requaest for the maal
to be reheated, The microwave was fesated In.
mini kitchan.

indicated that there had béen séme comp!aints i

abaut cold foads and the expectahon was staff '

shoufd reheat the faod. Thars warg also
complalnts about the trays corming up lata NA#B

indicated that there was a microwave on'the : j', i

bahavior unit, and mini kitchen locatad near nuree
station, There was no micro wave inthe dimng
roorn. (.

. . vt
e - ' H ! .
During an interview on 11/7/43 a15 46PH, NA#? ‘ U ; ;’ ‘j '
indicated that there had beef raports of cold food . iad
and the expectalion was to fake the food o the * 0 oo LR B
microwave down the hall to wamm up the food,  * 1] : RNV S R
During an interview on 1177413 at 5:48PM, the -5 < L i by
DON indicated thal there were ne microvaves In‘ 3 BRI i
the dining roem per the company to preveni lhe , . & SIS
residents from getting buraed and they were' I't SR : e
more secured in other locations, Tha expectalmn - I
woulld be if the resldent complained the food was L ' 2 ;}
cold staff would go 1o the desugnaled areal . p A
warm the food, , L RS
! o 'l-"'f‘- : i ::‘;
Buring an interview on 11/7/13 at 8:10PM, The . om0 : Yy
Administration indicated that'she was aware of Y SRS
the residents concerns with meals temperalure ' . s
and the expectation that the DM and RD wauld - 1 R
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F 364 | Continued From page 52 :
address the concems, - -

F 371 | 483.35() FOOD PROGURE,

. ' F371
88=F STORE:’PREPAREISERVE SANETARY'

'y AH areas :df_ntnﬁed dunng the
survey were discarded; all meal pots
and pan were rewashed ‘

The facility must - ST n
{1) Procure food from sources appmved of

considered satisfastory by Fadaral, Slaie ar. Eocal S
authorities; and . P : | and stored ﬂppropriateiy, sliced
{2) Store, prepare, distribute and sarve fou-d Sy - meton was discarded Jmmed!ateiy,
under sanitary conditions R 4 ang mea! service: was stopped
Wl and the identified dume lids and bases
CA were rewashed and§
sl dried appropnatdy On 11/08/13,
‘ a S . Ecol.ab semced the dish machine for
This REQUIREMENT is not mat as ewdanced BT B Proper drwng o
Basad on chservalions, slaff mlewmws and o o S
record review, the facility failed to remove: fresh . 7 U T L
produce from rollen produce, in 1of twatkkin - S REHE
refrigerator, clean 4 of 4 meal carts, ensure tha ] ey o E ‘
dishes and steam table pots and pans onthe cry. | o P r '
storage racks were slaan, dry and frée from dnad L K T
food debris on 2 of 2 dtying racks, discardan /' oo 0 b e o

open bowl of cut fruit that had fruit fies infoul of A B

IE R TR

bow! and failed to air dry dome Jids/fnsulated. RS
boltoms and slofe tham on a clean parUfackS. . S T
: : R Lo b
The findings included; .' R I BT S i
1. During an observation of the walk in freﬁzer on ' ] 5 P4

117413 at 4:00PM, a box of rotlen spoiled mushy

cucimbars and bell peppers was mlxed wﬂh I ’ R vy 2l ._5 P
fresh produce, Voo ST K : R E '
During an interview on 11413 st 40sPMARe ¥ < | L | o R R
dietary manager{DM} indisated that there should St IR
be no rotten produce stored with fregh praduce in o A
’ M o . ] ; : N } ;, ;
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HARE OF PROVIDER OR SUPPLIER . | STREETADDRESS: CITY, STATE ZIP cooe
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TRIAD CARE AND REHABILITATION CENTER- | RS I -
v ATION CENTER | oW roTnG ardg2 3 €
KXo 1D | gL T T 'PROVIDER'S PLME OF CORRECTION s)
PREFIX {EACH DEFICIENGY MUST BE PRECEDEDBY FULL - i pneﬂx uf. I (RACH | GORREGTN&AL‘I‘IOH GHOULD BE COMPLETION
TAG REGULATORY GR LSC IDENTIFYING INFORMATION) . iE TAG * CRDS REFERENCEDTD THE APPROPRIATE DAMIE
‘ S e SR - : . DEFIGIENGY) -
) ' R T 2, '{he Tond Service Director {FSD} to
3711 Continued From page 63 . - Lokan ,comp]ete'dalfy chiecks of walk-in
the refrigerator. <. cooler foritems needmg to be
R dlscarded out of date iterms, and
2. During sn observation on 11/7:'13 at 12 15PM M g 1. proper food rotatmn/stora @
4 meal carig had dry brown mafter and fosd : ; - Brops Ge
debris stored on the cars. R Environmental Ser\rlces Department
o ;_‘ . “will pressure wash alt foad carts on a
During an interview on H/7/13 at 12:30PM, RD- weekly basis and dietﬂry Staff ta
and DM indicated that the meal carls should sanitize between Lach meal. On
cleaned and wiped down daliy before !rays ane, : 11/08/13 Ecolab serwced dish
placed on ihe carts by the kllchen s!aff s ‘ machme tO mclude adjustlng Rise Ald
3. During an observalion on 11/7!13 al 12; 15Pm: P (Drdvtr;g Ag: nt[)( tg :}Ld [E? proper drying
14 silvar steam table pots and pans wefe stored . =i and also cnecked the'3 compartiment
on 2 drying racks greasy with dried food debris - ! | sink sanitizer anid s 59"” dispenser for
and 7 sectional plates and fow lip bowls Ware dqiy o .| -preper. function. Ma:ntenance director
with dried food parlicles were stacked an top of .. |ncreased dish machlne water
one ancther in praparation for use during lhe X : temperature 10 md ln the drying
maals, R ’ || process, rSD/ka i’ compiete spot
. o 1 eh
Dusing an interview on 11/7143 at 12:30PM, the, ; : dlsicjs ::“Wk?f "m‘;a';'d pans E;’;d
ragister dtetlcnan(RD) indicated that kitchen slalf S I % 21ACKINg Bng storage of qome
responsible for ensuring the pots]pans and dlshes it i o lids’ and bas@s '"'9 raCREd 1'1de|dua|[V
were clean prior to Usage and siored clean on ihe i ‘ 1} al!ow for praper a:r drymg
designated racks. Sy FSD to comp!ated datly spot checks to
o I ensure that torme lsds and bases are
4, During an observalion on 111?;13 sl 12: 15PM S E dned pnor to stacklng o
1 bowt of 14 1/2 sticed melons ina large silver '.,, N
bowl and silver slarage pan located on top of the
dirly sink dated 14/4/12 with fruit flies and nals - ] 8 Re- educated dwtaw staff an
fiying infout of openad stran wmpplng L _ 11./07/13 by’ FSD & Dietlt:an on
T propar warewashmg, proper air
5. During tray line observalion on 11/7/13 at : dryang, and kltthﬁ-’ﬂ sapitatlon.
12:35PM, 20 dome Jids and 40 insulaled bolloms N SR
:’33 slacied “‘I"aéﬂﬂd*?l) of each other onéhe S 4. FSD w:ll ccnmplete daiiy thecks of
rying rack with dried food parilc:les The M i . walk-n ccmler tlmes 4 Weeks,
idantified the lids and dome'as cleanad and {eady o4 N :
to ba used. . g . : then weeklv temes 2 menths, then
=-! g w0 | monthly, Enwronmental
During an Intetview on 11/7/13 ai 2:308M, RD > . - Services Department W"E pressure
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B. il Rk 11/08/2013
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F 371 | Continued From page 54 ‘ o CFaT| . wash all food carts weekly _
and DM indicated that irammg and c!eamng m the S I 15 or desfgn&e ta check pot and
kitchen would be conducted Immediatew oo BE pans, d55h93, dome Ilds and -
Duri arvi 14713 t610PM the s bases. daily- timesdwecks, then
uring an intarview on at & , the: i
AL, 1 Wi 5 hs then
Adrministration indicated that the DMand RD- ?‘e?h\’l tl;‘ne ‘I2 m‘l’;"‘,: d
would address the conterns with the sanitation'of monthly tor cieaniiness and propar
the kitchen, She indicated that when the new |~ .+ “ drying. All auditswill be.: - -
renovations in the dinfng/kitchen oceur this should * reported to the Pl commitiee monthly
eliminate some of the problams, The DM w:u i times 3 months tcr '%’ii‘ '
begin in-sarvice wilh stalf on the samtary ; ensurg complfance and consrstency. 12/06/13
condition:s in the kitchan. o o T :; )
F 431 | 483.60(b), (d}, (e} DRUG RECORDS o “OFast F431 ' N
LABEL/STORE DRUGS & EIOLoeicALS R EE

§5=E

The facility must employ or obtain the s’arvices of
a licensed pharmacist who gsiablishes a system |
of records of receipt and disposition of gl !
controlled drugs In sulicient detail to enable an”
accurate reconciliation; and determines that cfrug
records are in order and Ihat an account of. all’x;
controlled drugs is mamlamad and panadlcally
racongited. R

Drugs and biologicals used in the facility inust be
labelad in accordance with currently accopled
professional principles, and include the' )
approprisle accessoly and caulionary - ‘
instructions, and the exptratlon date wl\enl B
applicable. :

In accordance with State and Federal Iaws, fhe
faciily must store all drugs and bioleglealsin
locked compariments under proper temperature
controls, and permit only aulhorizad parsannel to
have access to the keys,

The facilily must provide 'separatety'iucéad, HEE

L Expired medmatlons on 1-
North Cart #1, 1 south Cartitl,

. and 2'south Cartitl, were

d}scarded yppropriately

: ,Explred mec{icatmns in the

medicatmns sture ro%ms were
discarded, apprOprlgtety
All medicatnons not stored

a3 specmed bv the manufacture

were discarded appropriately
All other medications in-carts

1 webe audited for the fnedication with

the residelit Nare éﬂ‘dfbr

expiration date. ‘i TR

,*’_!:!!s

2, Licensa Nurses willdbe in- Servtced
on manltormg explred medicatmns
and datlng medicatlon bottles when
opened by Assnstant Director of
Nursmg{ADNS}/SDC by 12/06{13

T L
. . oy 3
parmanently affixed comparimenls for storage of . 5 i &
. Th vl (;; ' 4 i .
FORM CM3-2567{022:04) Praviaus Versions Qbsoicls U Evgnyip: SOMENS - Y1 ROy eontinealion shoet Page 85 of 71
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PREFLX (EAGH DEFIGIENCY MUSY BE PRECEDED BY-FULL © o PREFIX | A (EACH CORREGTVE ACTION SHOULD BE COVPLEION
TAG REGULATORY OR LEC IDENTIFYING, mroamnom 2 W ol ' CROSS REFERENCED 70 THE APPROPRIATE BAYE
C T T e S A DEFIGlEr.‘G\')
: : Vo L oo ,‘1. {_ 3
F 431 | Continued From page 55 . BRI ’ FA31 . 3 Unlt Manager/des:gnea will check

controlled drugs fisted in SGhadutﬂ If of the
Comprehensive Diug Abuse Prevenuon and
Control Act of 1876 and other drugs suh]ect to .
abuse, except when the faglily uses singla unlt ?
package drug distribution systems tn which the?
quantity slored Is miniral and a missing dose can
ba readily detecied.

\ ‘
.’.

This REQUIREMENT is rmt me! as ewdenced
by [

Based on cbeervations, record review and slaﬂ‘ !

interviews, the facllity failed tol-1) remove expire_d
medications from 3 of 8 medication carts {1-Noth
Gart#1, 1-South Cart #1, and 2-South Carl #1)7
2) fa:led to discard expired medications'ia; 1 of4
medication store rooms {1 Narth Medlcatlon o
Storeroom); 3) failed to stare medications as -
specified by the manufactrer in3ofd -
madication cartg (1-Norlh Cart #2, 2—Ndfth-Caﬂ? i
#, and 2-South Gart #1); and 4) failed to label -
medicalions with a resident’s name and/or ‘
explratlon date In 3 of @ medication carts (1 North
Cart 71, 1-North Cart #2 ant 2-North Carl #1). - _

The findings included: o -

1a) An obsesvation of the 1-North Medi‘caﬁo'n o

Cat#1 on 11/8/13 at 1250, PM revéaled the

following medlcahans slored on the cari were :

expired: : g T i '
1

Expired Medication # 1: :
An expired viat of Novolog insulin (@ ramci-auhng
insulin} labsoled for Resldent #113was + 7, ¢
stored on the carl. The ingulin was labelad &s ¢
having been opened on two dates, 1021311 Y

and 10/4/13. The manufacturer's product .

; the madzcatecn carts and ‘medication

' storage rooms’ on a weekly basls, for 8

| weeks then month!y for 2 months,

; ."Omn;care Pharrnacv Represmtatwe

_will do a com;ﬂete audlt of all carts
and medlcatlon carts for expirations.

4, The DNS wul be! respans;ble aver
the aud:ts and the results of the audits

will be brought to’ the Pl maeting
mcmth!y for analy sis; and:evaiuatton

i

&

i -

A e
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8. \MNG -
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C
11/08/2013
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K
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HIGH POINT, Nc 57202

(X4}D
PREFIX
TAQ

SUMMARY STATEMENT OF DEFICIENCIES + - »
{EAGH DEFICIENCY MUST BE PRECEDED BYFUL » - =~ ™
REGULATORY OR LSC IDENTIFYING mruawmom IR

LR ot

o
PREFIX

e o

-~ PROVIDER'S PLAN OF CORRECTION
© 7 IEACH CORRECTIVE ACTION SHOULD BE
“ CROSS REFRRENGED TO THE APPROPRIATE BATE

it DEFICJENCY}

%5}
COMPLETION

F 431

Conlinued From pags 56 -

information indicated, " ance punctured {m nse)
vials may be stored at raom 1emperature use -
within 28 days. "

A review of Resident #113's November 2013
Physician Orders ravealad ihere was o ey e
current order for Novoley insulin to be, used on a4 P
sliding scala basis as needed (which -, = ~F w7
indicated the Instlin was 1o be used only as: 7. -
ngaded and {hat the insulin dose used was
dependent on the fesldenl’s bruod glucose lavei)

Expired Medicalion #32: ~ R ;
An expived vial of Lantus insufln (a Iﬂng-acting; 0L
insulin) labeled for Resldent #113 was sforedion .
the cart.  Tha insulin was labeled as having been -
opened on 10/2/13. The manufaclurer's product. .
information indicated, " once punctured {in, if's'a),;- :
vials may ba stored at room temperalure; use g
within 28 days, * : N

A review of Resident #113's Novamber 2‘01_3‘ BRI
Physlclan Qrders revealed there was a & L Z .
current order for Lan!us msulm fo be gwen ont-e

daily. ‘L

An interview wag conducted with (he nurse .3~ -+ &

assigned to the 1-Nodh Medication Cart#ton | |-

11/8/13 8t 12:50 PM. During the mtervlew, Nurse
#6 stated a vial of insulin should be labaled with -
the date when opanad and that both the Novo!og
and Lantus insulin needed 10 be discarded 30
days sfter the date openad. Nurse #6 indicated
that she would need to discard the remaining!

3

amount of the insulin and nrdera replacemenl e £ N

from the pharmacy. i
During an interview with the Duector 61 Nural‘:mg :
{DON) on 117813 al 4:34 PM, the DON indicated ,

Fas®

et bt e Sk M gk e a1y A oo psatet i 1h e
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e e
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STATEMENT OF DEFIGIENGIES (X1} PROVIDERSUPPLERICIIA © .| [ (@) MULTiPLECDNSTRUS‘HON ‘ ik {X3) DATE SURVEY
ANE PLA OF CORREGTION IDENTIFICATION NUMBER: 13 ABUJLDING - ST N GOMPLETED
el ‘ . e . C
345172 e e 8.vaNG SLoa o 11/08/2013
NAME OF PROVIDER OR SURPLIER _ : ;  STREET ADDRESS, m‘w :mre 2P CODE
C 707 NORTH GLM STRERT .} F -0
TRIAD GARE AND REHABILITATION CENTER . ‘ MIGHPOINT,NG 27262 ;1§ ‘
4D SUMMARY STATGMENT OF DEFIGIEMGIES -~ 1 o <. PROVIDER'S PUAN OF GORREGTION g
PREEIX {EACH DEFICIENGY MUST BE PRECEOED BY FULL - . PREFIX * (BACH CORRECTIVE AGTION SHOULD g GOMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) ;. < o cRO“S-ﬂEFERE.NQEDTOTHEAPFROPRIA‘EE AT
Lo DO e Sl : - DEFICIENCY) |
‘ i L G
F 431 Continved From page 57 1 © . N INE
her expaciation was that all unopaned wa!s of S B
insulin would be stored In the medication -+
sloreroom refrigeralor untit needed on the“' -1
rredication carl. Qnea a vial of insulld wagt Ll { ;j ‘
opened, it should ba dated. The DON specired o ey
thal iha facility ' s policy was to discard opened . i
vials of insulin 30 days from the date opened, =~ .© SR -
: e e PR
1b) An observation of the 1-South Medication * /' _ RN
Cart#11 on 1/8/13 at 1110 PM revesled the |+ . SRS
following medications stored on the cart were * E '
expired: ' PR st
Expired Medication# 1 & 0 -0 e 0 : R S
An oxpired vial of Lantus ingulin labe!ed for Rt : St ;
Resident #18 was stored on the ¢art. . b
The insulin was labaled as having been openad . . ik
on 9/30/13, The mahulacturer's - b SR
product information indicatad, " once punetured DU
{in uge), vials may be stored ‘at : v b
foOm tmnperatum tse w:lhm 28 daya. ' " . :
A review of Resident #18's Novembﬂr 2013ﬂ'f v x '
Physician Orderg revealed therewasa =~ ) i
cutrant ordar for Lantus Ineutin to be used once B e i
dai[y i '1 B ; .
Expired Medication # 2; . R
An axpired vial of Lantus insulln labeled Eor _ o Pk
Resident #121 was stored on the cat, ' : Sk
The inzulin was labeled as having baan openad ' . B
on 106113, The manufzcturers product R o 5 .
information indicated, " ence punctured {In ge), RS i g;.
vials may be slored at room lemperalure' w pnonel
use within 28 days, " oy ' Prgh
Arteview of Resident #121's Novembér 20187 1 1 E
Fhysician Orders revealed there was a . ~ il
curvant order for Lantus Insulin to be gwen onca . I
FORM CM§-2567(04-00) Provious Varsions Obsolsla | - ,: . EveAllD: mm.m Faclily 1B 923288 - ' % [ . i " Hoontintation sheet Page §8 ¢ 71
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CARE AND REHABILITATION GElN;EI;l B i | ornoRTHELM sTREET,
TRIAD CAREAND R ENTER: Ty o] wieH PO G 27252
(R4}10 SUMMARY STATEMENT OF DEFICIENCIES ;- -, U ol |e L PROVIDERS PLAN OF CORREGTION )
PREFIX (EACH DEFICIENGY MUST BE PRECEOEO BYFULL: © * | pRer | [EASH CORRECTIVE AGTION SHOULE BE COVPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORIATION) . - <11 - 1ag CROSS—REFEREN(:EDTG‘IHEZ\PPRUPRFATE PATE
) R - ©.uel s - DEFICIENGY)
F 431 | Continued From page 58 S Fas
gaily. S I
o
An interviow was conducted with the furse X . iy
assigned to he 1-South Medication Cart #Lon ¢ S
1118113 at C e
1:10 PM. During the mterwew. Nurse#ttstaied L S : SR i
the policy was to discard insulin after 28 ciays R RS EUIEERPIE I
ence the vial has been opened, Cy | " T R
LT . 1
During an inlarview with the Direclor of Nursing - - oS
| {DON) on 1478713 ot 4:34 PM, the DON indicated . . . . e ! i
her expectation was that alf unopened vials 1. & p o
insulin would b stored In the medication =, +2 % v Y RS
stocercom refrigerator until needed oiithe | v S o X I
madication cart. Once a vial of insulin was ", : £
openad, it should be dated, The DON specifieg |- - » fy :t
thal the facility * s pelicy was to discard opened |, | SR f ¥
vials of ingulin 30 days from the date opened" R Leni kT
| 16) An observation of the 2-South Madicailnn . R R O “‘,'i_‘ _
Cart#1 on 11/8/13 at 1210 PM revesled the . 0 . R N et ik b
iolowing medications slored on the can were . . o ST P L A 11,‘
expired: TP ST DU | ol
A T o R TS
. Lt . . i B, P _!',
Expired Medigation#1: ' oLV ) A
An expired vial of Novolog mesunn labigled [or ‘ i
Resident #170 was stored on the cad. The . A
insulin was labaled as having been openedeon ., ' I . : B SR
9/9/13 and tabeled with a caleulaled expiration T C S g
date of 10/13/13, The manulacturers prcducl o , cE
information indicalad, " anea punctured (in use) . . v i
vials may be stored at room ternpuraiure, use o v : . \ .
within 28 days. " : Y S R | 1
t ST SRR
Areview of Resident #170's November 2043~ . S
Physician Orders revealad thore was a curent | o : SR
erdar for Novolog insulin to be used on a s]xdmg ! P AR iy R
scale basls a8 needed. : B ' £l ;“ _
H R A
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STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/GLIA o+ | (L2} MULTIPLE CONSTRUGCTION supl (%3} DAYE SURAVEY
AND PLAH OF CORREGTION IDENTIFICATION NUMBER: - ABU&MNG : Ei g_ COMPLETED
| el ¢
o R S 11/08/2013
HAME OF PROVIDER OR SUPPLIER i © 1} STREETADDRESS, CIFY, GTATE 2P CODE
. ' - I 707 NofT ELM sTREET | L F ;
TRIAD GARE AND REHABILITATION CENTER . R : ‘:g‘ S [ OENT. N c 2126 2 ;_
20 T SUMMARY STATEMENT OF DEFIGIENGIES . K s I B L PROVIDER'S PLAN OF CORREGTION 5 |
PREFI {EACH DEFIGIENGY MUST BE PRECEDED BY FULL. <@ ¢ PREFIX T {EACH CORRECTIVE ACTION SHOULD BE COMPLETON ‘
TAG REGULATORY ORLSC IDENTIPYING INFORMARON) © - e |- cnossmmneuceoro THE APPROPRIATE OAME
SIS ERER: e 2 nEFIGIENc‘O
F 431 | Continued From page 58 . j". “F431"7
Expired Medication # 2: : o REEDR &
An expired vial of Lantus instlin fabéled for
Rasident #170 was siored on the cart, - The . ' ;
insulin was labeled as having been opened on’. 1 - R
9/12/43, The manufaciurers product informatlon ;
Indleated, " once punciured (lu use), wa]s may be
storad at rooms lamperature v s
uge within 28 doys. ” ‘ L
Areview of Resident #170's Novambear 2013, RN
Physician Orders revealed thore was g surrent s
ordar for Lanlus insulin (o be glven twn:e daﬂy ' ‘ 8
Srlean g A
An interview was conducied w:lh lha nusse T i e th
assigned to the 2-South Maedication Cart#‘l an.. a ERTIR N
1178743 &t 12210 PM. During the interview, Nursg © 5 ' Dl
#7 statad thal insulin was stored In tho: AR i ; ; g
medication storaroom refiigerater until negqed on! 1 i SR
tha carl, Once the vial of insulin was opened, it . ; SRR
was dated and kept on {he medication cant for 28, - , SN
days, MNurse #7 indicated that after being open , . ¥ ! PRI § =
for 28 days, the vial of ingulin would bg pulled - BRI A ; bt
from the medication cart and put in the med reum E IR I A
on the shelf to be sent back to the pharmacy or " e
| thrown away. A : ‘,
3 U it
During an interview with tha Director of Nursing ; ; '* .
{DON) on 14/8/13 ot 4:34 PM, the DON mducaled s . i
her expactation was ihat all Unopened vials, v : E
insulin would be storad in the medication ', | . 3 n
storeroom refrigerator untii needed on the .0 o B
medication cart. Once a vial ofinsulinwas™ ', , L % '
opened, it should ba dated. The DON specnred B Por
that tha facility * s policy was (o discard opened - i G
vials of insulin 30 days from the dale opened. . . iy
‘ B A . )
2) An observation of the 1 North Medication - . Wy ;
Storeroom on 11/7/13'at 5:20 PMrevealed an . [~ Y
sxpired bottle of azithromysin {an antibiotic} 200 :
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’ L o .
L 3as4Tz ;| B-weNG e 11/08/2013
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mg/5mt sugpension was stered in the refﬂgemtor.

The azithramycin was Iabalad with an expiration. -
dala of 144713, A review of Resident #1987 °

Movembar 2013 Physician Orders revealed there «
was 3 current order for azitbromycin to be gwen ¥
a5 30 mi suspension by mauth once waek[y

Nurse #13 (a nurse regponsible for staff:

development} was present during the Storaroom

obsarvation, An interview was conducled with
Nurse #13 on 11/7/13 at 5:20 PM. At that time,
Nurse #13 staled the axplred aznhmmycln w@uld
need to ba discarded.” Nurse #13 indmaled the- s
medication storereoms were muhne]y checked by
the slaff dovelopment coordinators and it was her
expactation Ihat all expired medications would ¢

eithar be discarded or returned to the phammaay,”

3a) An ebservation of the 1-Narth Medication
Cart #2 on 11/8/13 at 1:20 PM revealed an

unopened vial of Humalag insulin (a rapld-aciing j

ingulin} labeted for Resident ##152 was sporéd on
the cart, Fhe insulin was dispensed from the

pharmacy on 10/26/13, The vial was nol labeled - :

with the date It was put on cart and stored at!

room temparature. According {¢ the produqt L

manufacturer, unopenad vials may ba stored;
under refrigeration unti} the manufaciurer } s

sxpiration date or at room temperature for 28" "_ '
days. Araview of Resident #1562's November .

2013 Physician Orders revealad thare was a
cusreni order for Humalog msu ln o ba usad cn a
sliding =cale basis. :

v

[

At e

! S : ' : Tl
An intarview was conductad with tha nurse:: foa ' b
assigned 1o the 1-Nerth Medication Gart#2°en R
11/8143 al 1:20 PM. During the interview, Nurse < BT
110 stated that unopened insulln should be kept: 5 B
in the refrigerator until neadat and nof stored at ™ L
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F 431 Continued From page 61~ PRESIE R SRS -~ U} R
room temperalure on the cart. - S s BT
Buring an interview wilh the D:recior of Nursing o
{DON) on 11/8/13 at 4:34 PM, the DON mdlcated i
her expactation was that all unopened vials | ) ‘
insulin would ba stored In the maedication -, ;- :
storeroom refiigerator untif needed on the o . :
medication cart. The facility was unable to.” | . :
provide information abiout how long an unopened - P : !
vial of insulip had baan in lhe unrefngeralad : b . g
medication can as the vial would ot be dated - N 5
until it was opened. The DON specified that the -~ X T o ged ks
facility's policy was to discard opanad vaals of . : ST R
insulin 30 days from the date opened, . 1. Y
4 . B i
i . . T
3b) An observation of the 2~N0r1h Medication Gard ¢ oy RE
#1 on 1178713 nt 12:23 PM revealed the f_ollpwinq RS R FI A
madications were stored on the medicationgart .- 1 | o RS 53
without belng dated as lo when they were moved ; E " T
to storage al room temperature: ! e ; Iy
ot : il
Meodicalion # 1 Stored at Room Temperalusé: A ‘ v
An unopened vial of Lantus insulin was stored on o PR B A
the cart. The Insulin was dispensed fromthe. ;. IR A
[ - . P S 1
phamacy on 11/2/13,: The vial wagnot labeled , © | SRR
with the date it was put on carl and slored at 3 o Loh NS ’
foom temperature, According to the product : ' retiy
manufaciuter, unopened vials may be stored - :
urder refrigeration untit the manufacturel's |. N | :
axpiration date or at room lemperature for 28 . i
days. : I .
Medication # 1 Stored al Room Tempﬁr:;mre' o
An unopened vial of Levemir insulin was stared - P
on the cart. The insulin was dispensed from the o iy
phannacy. on 10/23/13.  The vial was not iabeled * Ll
with the date it was put on cant and stored at ) p i
foom lemperature. According to the product % ‘ i I
manufacturer, Unopened vials may be sforéd- i P
FORIA CMS-2607(02-50) Pravious Vorsiods Obgelete . .+ 4 Eventio; 5awn Faciily\D; 829288 ., i ; ;: : H# contiruation eheat Page B2 of 71
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£ 431 Continued From page 62 ‘ ‘ F431]
undar refrigeration unfil the manufacturer s RN

expiration date or at room temperature fo;‘ 42 ;
days. S

An Intarview was conducted with the nurse . . *
assignéd to the 2-Noith Madicaifon Carf#1 ‘on
VHBI13 at 12:23 PM, During the interview, Nurse ©
#9 stated that unopenad Insulin vial should be
kep! in the refiigerator untl needed and not o
stored on the card, He noted that ence insulin is.
taken from the refrigarator it is good for 28 days. v

During an interview with the Diractor of Nunamg 5
(DON) on 11/8/13 ai 4;34 PM, the DON mdlcaiad
her expedtation was Lhat all Uncpened vials™
Insulin waeuld be stored in the medicalion |
storeroom refrgarator until needed on the :
medication cart, The facifity was unableto 4 1 !
provide lnformauon about haw long an unapened
viak of insulin had been in he unrefrigerated .~
medication ¢ant as the vial would not bo dated .
until it wag opened. The DON spacified that ihe
facility's policy was to discard opened vials of <
insulfn 30 days from the date opened fy
3¢) An obsetvation of the 2-Soull Medication
Cart 31 on 11/8/13 at 12:10 PM revealad an
unopened vial of Novolog insulin labeled for
Residunt #170 was stored on the carl. The - ¢ '
msulin was dispensed from the pharmacy on.
826/13/13, The vial was not labeled with the
date it was pul on carf and stored at room’; 1 ‘
temperalure, Accerding to tha product J ‘
manufacturer, unopenad vials may be s!oredn s
under refrigaration until the manufaciureu’s
expiration date or at room temperature for 28 .
days. Areview of Resident #1702 November: * -
2013 Physiclan Qrders revealed there was a -
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a4y 1D SUMMARY STATEMENT QF DEFIGIENCIES ., . , B " PROVIDER'S PLAREOF GORRECTION 5
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F 4311 Gontinued From page 63 “F 434 .
sliding scale basis as needed : o ’
An interview was -;onducted 'mlh iha nursca ‘a i
assigned to the 2-South Medicalion Car#f on 1
14/8/13 at 12:10 PM, During the mtewlaw Nurse R
#7 staled thatinsulin was storedinthe = =, 0 7 & i
medicalion sioreroom refrigerator until needed on® | N i ::
the carl. Once the viat of insulin was-opened, it 4. < Lo
was dated and kept on the medieation cart for 28 CrE
days. Nurse #7 indicated that aftar being open | L
fer 28 days, the vial of insulin would be pulled . B
from the medication carl and put in the med reom. St
ommmwmmwmmwmeMmen: T R
thrown away. o : . i LR T S
Buring an interview with the Director of Nursmg B S
(DON) on 11/8/13 at 4:34 PM, the DON Indicated ™ . | ; TEERES
her expectation was that all unopened vials S i ] -
insulin would be stored in the madication ;5L “ 8
storeroom refrigerator unlil naeded on 'the : .
redication cart, The facifity was unableto™ 0 1 i
provide information about how long an unopened : §
vial of insutin had baen in the Unrefrigetated & i Loiie
medication cart as the vial would notbe dated ¢ oo SR T
until it was opened. The DON spacified that the' : LS T R I
facility ' s policy was to discard openad v:als of E cE
insulin 30 days from the date opened. R f’
Col it
4a) An ohservation of the 1-North Medicaﬁon e : ’ B
Cart #1 on 11/6/13 at 42260 PM revealedan ) & ¢ ; Py
Advair Digkus 100meg/s0meg Inhamr'(a'_dr} g Croag
powder inhaler used for asthma or chronic™ -~ 7 P ;
obstruttive lung disease) labeled for Reaxdant BRI
#35 was not dated ag to when it had been opened . TR
and remaved from the folt pouch. The inhaler's R PR
meter indicated there were 51 doses 'remafnihg l‘h' ol ¢ ol Doy
the inhater. Supplemental 1sbeling from the ¥ - ; o viE
dispanging pharmacy noted the Advalr Dlskus ' ?' o A ; v
inhaler " Expires 1 month after apenmg"’ The ' ; i
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Fa3t

Advair Diskus inhaler was dlspansed !rom e .
phamacy on 9/14/13. A raview of Resident #35's
Novembsr Physician Qrders revealed theré was 'a i
current order for Advalr Diskus Inhaler 10060 7+ [7
mcg/dose to be given twice da:!y. oo

Diring an interview with Nurse #6 on 1116!13 at-
12:50 PM, the nurse stated she thought an Advair
Diskus inhalar could be used until all doses ware
taken, regardless of the dale the inhaler was
removed from ha foi packagmg Nurse #5,7;
indicated she was not awsre that the’ mha!ets :
needed fo ba dated upon opening of that the ™ i: DI
expiration date of the inhaler would npaed tohe
adjustad once the inhaler was removad fmm i}ua
foil packaging. i ) L _'

¢

During an interview with the Diractof of Nursirig - 70
(DONj on 1178113 at 4:34 PM, the DON‘_indicated- '
the facility * s policy was to dale anything thatis .
opened, ingluding Advair Digkus inhalers. She i -
indlcated the Advar Diskus inhaler vmuld hava s

30-doy expiration date onee opened.

4b) Qbservations of the 1-Norlh Medicaiion ca;'t_
#2 revealad the fullowing medications were R
slored on {he carl without bieing tabslad. wnth @ i ‘

resident ' s nama andfor explmﬁon date, 5 : ;Z!i

! fplee 3 ;

Medication # 1 Stored withom a Laba!ad Hind B

Exphration Date: S L IR jg

An phservation of the 1 Norlh Medlcatnon Cart #2- o

made during medication pass S w 2

adiministration on 11/7/13 af 9:00 AM reveaiad an
vpened, undated vial of Novolog insulin labeled
for Resident #7 was slored on the cart, “Itwas

L Fa]

&

(Faf e - T hen Y

noted the vial of insulin had been dispansed from ) b
the pharmacy an 8/20/13. - A review of Retiidonh t i
#7's November 2013 Physician Orders revealed a R M
FORM CMS.2587(03-08) Fravious Varsions Otisolalg . | ‘ +“Byanl D BOMH Faciity 10: 020768 RS % * 4 continuption shaet Page 65 ef 71
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there was o current order for Novolog :mmlm 0
be given twice daily as & scheduled medtcauon S

and used an a sliding scsle basis a5 needed .

Medicalion # 2 Stored wnhout a Resrdent s ]
Name or Labeled Expiration Date:  *+ . .0 - %

An observation of the $-North Medlcauon o
Carl #2 made on 11/8H3 at 1:20 FM .

tevenled on openad, uikdated Advair Diskus | .

sample inhaler was stored o the - cart, The

sample prascription inhaler was not labelad withi :

either a resident ' § name or dale as lo when it
had been opened.,

An inferview was condusted with the ntirse’!

assigned to the 1-Norih Medication Cart #2 on - +

117413 al 9:00 AM. During the interview, Nurse*
#10 stated the insulin should have been‘labeled ™
with the date it was opened and thal Novolog
insulin needod o be discarded 30 days after the

date opened. Nurse #10 indicated that since the |
insulin had not been dated when openad, she™ ¢

would need to discard the remaining amOunt and
order another vial from 'lha phaimauy

A follow-up interview wos conducted with Nurse

#10 on 11/8M3.at 1:20 PM. Durlng tha mtemew, }

Nurse #18 stated the sample Advair D Digkus ’ L
inhater should have been labeled with s -
residant's name and date opened, She indlcated
the inhaler would need to be dsscarded !

During an interview with the Director of Nursmg i

{DON) on 11/813 at 4:34 PM, the DON indicated .

her expaclsiion was that all unapened walg o
ingulin would be stored in the medication™w ©

storeream fefrigsrator untll needed on the -

madication carl, Once a vial of insulin was i i
opened, it should be dated, The DON spec:f'ad v

i

il

Kl

1y

T e ST L
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F 431 { Continued From page £68 i ; C-Fasif
that the faclity's policy was to dlscard opened ok oo -
vials of insulln 30 days from the dale opened: ; . '
The DON further stated the facility's policy wasito :
date anything that is epened, including Advair - .3 RN ; i 4
Diskus inhalars. She indicated the Advair Diskus ' e
inhater would have a ao-day expualmn dale onca : T
upened. S AT i i ;‘§
L e DTy L
40) Anabservation of he 2-North Medication's . 3 R
Cart #1 on 11/8/13 al 12:23 PM revealed a bottle -~ | Po¥
of [orand name] nutiitional supplement was baing : S
stored on the medicafion cart. The' nuinhénal . Lk
supplement was not fabelad with éither a ! " _ R
reagidant’s name of explra'uon date. -~ . ¢ R
B " T R R RN
An Interview was conducted with Nirse #9 ony - A i
114813 3t 12:23 PM. During the interview; Nurse £
9 stated the bollle of nulilional supplement wag e
provided by the family of Residant#122 and ~ 7+« ‘ i
approved by his physiclan, Upen review of ther oo 3 i
botlle, Nurse #2 confinned there was notan, - . : : DR
| expiration date on the botlle and Indicated it H o SR
;| showid have been labeled with both the! resldents : T
name and an expiration date fremife * 7 G AT
manufacturer or phammacy.’ The mirse: tndlcated’ i CoE e j y
that since thete was no expiration dats on'the ™. ) i doanl iy,
bolite, it would need to be d;scarded and e RURS N
replaced, Higd oo T PR L £
F 441 | 483,65 INFECTION CONTROL PREVENT o Fadt| FG41 0 Ti Y
$$=D | SPREAD, LINENS _ TR S
b 1. Ree:dent #1170 had the glucose
The facility must establish and mamtam an o
Intaction Contro! Program designed to s:ﬁrowde a' o meter disinfected prior to completing
safe, sanitary and comfortable environment and ' the blood 8'“’;0-39, t“,es_“ts.‘
to help provent the devampment and transmissmn AU A *
of disease and lnfecﬂon. S i ! RS A f i
. Sk " sl ; ,1?,
(a} lnfection Control ngi'am \ 7 i E o
. . v Y ,),"j
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NAME QF PROVIDER QR SUPRLIER

TRIAD CARE AND REHABIUTATION CENTER i

STREET ADURESS Ty, STATE'ZIP CODE.
?07 NOR‘TH BN S‘I'REET,‘ M

'?."‘
F.

SUMMARY STATEMENT OF DEF]CJENCiEg

“ine

‘HIGH POINT, NC 27262 f

FROVIDER'S PLAN OF CORRECTION

Personnel must handle, a,tore. pmcess and R
franspod linens so as to prevent the spread of |
infection.

.

This REQUIREMENT is not mat as a\fldenced

4. The DNS WHJ be responsible

For the proces: and brlng findings

to the monthly Pi meetmg for the next
3 months B ;..:,: .

X410 IR &)
ém;)nx {EAGH DEFIGIENCY MUST BE PRECEDED BY FULL ™ PREFIC , | ' +{EACH CORRECTIVEACTION SHOULD 8E COVPLETION
G REGULATORY OR LSG IDENTIFYING INFORMATION] » & - e CGROSSREFERENCED TO THE APPROPRIATR PATC
_ A 4 : " SR UEFICJENG‘I’]
; AR S Nurse u3 was in- serv:ced

F 441 Cantinued From page 87 T4 L Fa4tf on 11-7 2013 by $DC, on the correct
The facility must astablish an Infec[mn Gontrof g ! SR procedure of cﬁsmfect]ng the
Progratn under which It - blood glucometer,; Wiping with a
{1} Invasligates, coniro[s and prevents Clorox wipe pripr to use after use and
in the facility, ' 1,
{2) Decides what prncedures such as iso}aﬁoﬁ‘ S waiting 2 mlnutes to {Eryé with repeie?t
should ba applied 1 an individual résident; ain demonstration Licensed nurses wi
{3) Maintains a racord of incidents and correctlue | be in-serviced on’ the disinfecting of
aciions refated to infections, . v the blood gEucometer by SDC by

. : f 12/06/13 3
{b) Prevenling Spraad of infagtion Lo . ¢
{1) When the Infsction Conlrol Program . - fry
determines that a resident needs isalafion o, 3, New nurses h!red W“, be oriented
pravent the spread ¢f mfectlon, {he facinty must ; d checked off I th
isolate the rasidant. ) : and checked o pr:or to starting their
| (2) The facility must prohibit amployees wtth a medication pass. Wlplng the blood
! comnunicable disease or infasted okin Ieszons glucometer priof to use, afler use and
from direct contact with residents or thenr food |f thenv wait 2 minutes to dry, Staff
direct contact will transmit the disease. o ' Development Coordinator will observe
(3} The facility must require staff to wash the:r ot 21 nurses on medication process and
hands after each direct resident contact for » Wthh -+ checkoff weekiy fr H mtmths then
hand washing Is Indicated by ac:cepted H, U bhvoekl o ‘ i ¥ 12/06/13
professional pracuce o 7 L W e '
. 1 e ot N forlmonth 1

{c) Linens : : . '

v fyer
by: : ; TN
Based on observation, recerd revmw ‘ang s!af( ; ; L
intarviaws, the facility fan!ed 10 chean and dlslnfecl ;. ' C } L.
a shared glucometer (gluco & metor uged to ) ' R
maasure a resident’s blood sugar level) 1 foriofz o s tl
residents observed (Resadent#ﬂ?&) recalving R ' E ‘
bleod glucose monitorirg. ' Qi
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PREFIX (EACH DEFICIENCY MUSY BE PRECEDE(D 8Y FULL o PREF)X L {EACH CORREGTIVE AGTION SHOULD BE COWPLETION
TAG REGULATORY OR LSG {DENTIFYING ENFGR}MTI FA I PYCR caoss -REFERENGED TO THE APPROPRIATE DATE
_ : & S L t T UDEFIGIENGY)
F 441 | Continued From page 68 st CFa4i]
| Thed fndmgs mcluded Co DAL LR
According to lhe Center for Dlsease Comwt 5 W
{CDE) guidelines, shared glycometer devices™ 3 ¢ ’ ;-
should be cleaned and disinfacled balwean each H
palient use, The CDC references additional - R
guidanee provided by the Food and Drug - P
Administration (FDA) for manutaglurers regerding >
appropriate products and procadures for cleaning c
and disinfaction of blood glucose metars. The -
disinfeotion solvent chuzen should ba effeclive : :
against human lmmunodeﬁcneney vitus (HIV) . : . _
Hepatitis ©; and Hepatitis B virus: Tt o0 '! -.' " E
recommencdad thal healthcste persenne) consu[t 3 e 3
the manufacturers of blaed glucosa melersin use ' e
aHhmrMmMMsindawnnmethpmwudm B 'g?.
maating the criteria specified by the FDA, are *- : % e
compalible with their metar prior fo using a'n:,'f EPA ' §: :
(Enviranmental Protection Agency)-registered 3 i
disinfactant for disinfectiun.purposes. ) (
SR I i
The facility's procedure enfitled, Glucose Metor | i
dated 6/1/96 and revised on' 10/1/12 was al ' Ll
reviewed, This procedure indicaled, . Disinfect! © © o S
mater bafora patient use * sing an " appropriate ¥ : R R
disinfectant. " : Cot Ty Lo 7 n? :
Infermation from the [brand name} glucose'nieter L : : : g i i
manufacturer ' s webslte revealed aletterto ° ¢ W : P : |
customers dated 12/19/12 that addressed the, & : SEE
issute of eleaning and disinfecting guidelines for K - 14
the glucose meter. Tha guidelines prov:ded in’ ‘; B . Yl
lhe {elier included the I'o!k)wmg Vol ' ; o : ; ¥
Lo - RO
"Cleaning Gu:delmes Use a molst(NOT WET}‘ foor oo SR
lint-free cloth dampened with a mild detergent, -~ +: : R IRTE  ER
"Disinfecting Guidelines: To disinfect your meter. : LNER toE
clean the meter surface wih [brand hame] ) ‘ i
Disinfectant Towels with Bleach or [brand fame] - ‘ ' SR
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DEPARTMENT OF HEALTH AND HUMAN SERV!CES’ e o Cot o FORM APFROVED
CENTERS FOR MEDRICARE & MEDIGAID SERVICES: ~ © 7 s Coun IR D OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDERASUPPLIERIGLIA. ©* | (X&) MULTIPLE CONSTRUGTION - € X3 DATE BURVEY
AND PLAN OF CORRECTION IDEHTIFICATION RUMBER: : A BULDING e S5 COMPLETED
o o iR
. : ‘:. ) : " ) - . . 5 . D s -'— ': i l';: C
sas122 .0 - |Bwne ‘ Y 14/08/2013
| NAME OF PROVIDER OR BUPPLIER _ ' STREETADDRESS, GITY, s*rme,znpcooe
) R 767 NORTHELM STREET . ¢ -
TRIAD GARE AND REHABILITATION GENTER - o ‘J‘.:‘ L | H]GHPO[NT NC 27262 é '
X430 ' SUMMARY STATEMENT OF DEFIGIENCIES | i D PRCMDER’S PLAN OF CORREGTION sy
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX. | - - -(EACHCORRECTIVE AGTION BHOULD BE COMPLETICH
THG REGALATORY DR LS IDENTIFYING INFORRMATION) coovmg o T CROSS REFERENCEDTO THE APEROFRIATE pATE
KO SRR I A B S i T CDEFICIENGY)
F 441! Continued From page 69 - L F441
Bleach Germigidal Wipes. " - L
The two diginfectant products recornmended byl ‘
{he manufaclurer were EPA-registered . i 4 -
disinfectants meeting the criteria specif ed by the , -
FDA. Additional notes from the preduct . . | S S E
manufacturer indicatad other formulas contalning. S P S
a 1:10 bleach dilution were inths procass of:  © . = . R R
being lested. The manufacturer also indicatad, ™ - : o e
Per the CUC, if shared, blood glucose meters '+ e ST et
should be cleanad and dlsmfeeted after every T R | IR R (v
During & medicalion admxmslfalmn pass e ‘ Ty }
observation on 11/7/13 at 4:16 PM, Nurse #3 - ‘ ST
used a [brand name} giucomeler fo obtain a bjood > X PR
glucose reading for Resident #31, Afterthe'; " | o » SN
reading wasg taken, the nursé set the glucometer | B . ,_T' L ,‘;:,g'x.
on top of the medication ¢art, Nurse #3was, s R R B TP R R
continually observad during the medieatton ' "1 R S A
administration pass as this glucemeter r'em'aigled‘ S S o :; }f.
on top of the medication cart. AL4:20 PM, Nurse . | ;| SR
#3 was observed as she vsed a Jbrand nama} . : T RSN
hand wipe to clean the shared glicose meter in* TS I
preparation to oblain & blood sample frnm ‘ - I
Resident #170, The wipa was fabeled for haud e T
hyglane use and was not an EPA-registéred - ; I
disinfectant. The nurse then gathorad the blood . ‘ oo oo { b
glugose monitoring supplies and the glucometer! © ©'§' _ L
which had been previously used for Resident #31. ¢ : - EEECTRRTRRN TR P
Nurse #3 knocked on Resident #170" sdoorand IEELE
antered her room. At this lime’ a request was ' T : W %
made for iha nurse to step out of the resideht's" : S e IS
roem when lnquiry was made ag towhether ., 7 | e T e
anything alse was avaitable for use for. - S . Coun Lt :
diginfecting a shared glucomeler betwéefny - : b v
residents. Nurse #3 slated there was one other .~ i b
alternafive and pulled a container of fbrand pame} o i
Bleach Germicidal Wipes from her medication i o i
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I SN
s SRR - . LE PRINTED: 112612013
DEPARTMENT OF HEALTH AND HUMAN SERVICES 1y FORM APPROVED
CENTERS FOR MEDICARE & MEDICALD S8ERVICES : i) QOMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPURRIGLIA & {X2} MULTIPLE consmucﬁ . (%3} DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: . A BULOING R COMPLETED
AR g BwRe T b 14/08/2013
NAME OF PROVIDER OR SUPPLIER : i STREET N}:)RESB cm' amra th ccaﬁ
107 NORTH ELM smeer
TRIAD CARE AND REHAB]L!TATION CENTER HIGH PDINT NG 2‘?262
x50 SUMMARY STATEMENT OF n&mmsncl&sf' 7oA 0, ' PROVIDER'S PLAN OF CORRECTION (x5}
PREFX (EACH DEFICIENCY MUBT BE PRECEDED BY FULL., ;" - PREFIX - .. oy - (BACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION] ;.. - 73 L7 2 A ) CR{}SSAREFERENCEDTO THE APPROPRIATE DATE
P e LN B | * DEFIGIENCY).
F 441 | Conlinued From paga 70 ‘ e - F 4411
"} cart. At that time, Nurse #3 Indicated she dld not ‘_,
initially use these wipas to clzan tha glucnmaier i Cois
because they could nol be used on hands.” Nurse™ | R
#3 then uzed ane of the [brand name] Bleagh ! i -
Gemicidal Wipes to disinfect the shared' ' C HE
glucometer prior to complating a blood glucoze ‘ [ i
test for Resident #170. The [brand name) Bleach . . P
Germicidal Wipes wera an EPA-registeted: i % < R
disinfactant meeting the criteria specified by tha* R
FDA. R
| An interview was conducted wuh the Durector of : . 1
Nurzing (DON)Y on 1177113 at 4:36 PM regardmgv : - . oE }
the cleaning and disinfection of shared -~ T : SR i
glucometers, The DON indidated her expactahon ! S, .
was for the shared glucometer to bs disinfested /- - :
before and after each of the resident*s blood Coptig
glucose tests, She indicated the glucbmeiers" J R B AR
ware wiped with a bleach cleaning wipe and © o R
allowed 1o alr dry for al least-two minutes prior to ) ceo B
re-use, When asked if it was acceplableto usea . |- - R
hand wipe (labeled for hand hygieng use) !a cean | l . : AV I
the glucose meter, tha DON indicated it was ot = .1 % R
and slaled, "It' s supposed (o be bleach. *. She : - g i{ i
further indicated the nurse observed cleaninga 77 | W VI
glucose meter with a hand wipe would nied tobe. . ' Tt b
In-setviced to insure the correct w;pes were used
to disinfect a shared glucometer R R " :
. N BT} fe
e . e
[ B
. | : vt
TR gy
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FORM APPROVED
OMB NO. 0938-0351

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENW’S%M‘TURE

@iﬁ/

STATEMENT OF DEFICIENCIES [X%)- PROVIDER/SUPPLIER/CUA JAVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMOER; A SUILDING 01 - MAIN BUILDING 01 COMPLETED
345172 B. WING 11/27/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
707 NORTH ELM STREET
TRIAD CARE AND REHABILITATION CENTER HIGH POINT, NG 27262
(x4} 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE AGTION SHOULD BE CAMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE £
DEFICIENCY)
K 000 | INITIAL COMMENTS K 000} “This Plan of Correction is prepared and
submitted as required by Jaw. By submitting
i i is Triad
This Life Safety Code(L5C) survey was . gﬁ;ﬂgfscr?;ﬁﬁi‘?g;mmdegc?ency
g?ﬂgléﬁd:;%%p%(ge 2;?;%;2 ggggrgigg%s‘er listed on this form exist, nor does the Center
. el . i i 1 dl
Health Care section of the LSC and its referenced :g::z;u?i::g t:;t:: ??:'? ttst; eﬁ;l;};gfsorf;ess]?;ged
publications, This building is Type 11(222) deficiency. The Center reserves the right to
conl*.si(ril,lction,t two story, with a complete automatic challenge in legal and/or regulatory or
sprinkier system. administrative proceedings the deficiency,
. : . statements, facts, and conclusions that form
;r pee adse:':)c;;gr:;;['as determined during the survey the basis for the deficiency.”
K 018 | NFPA 101 LIFE SAFETY CODE STANDARD K018 K 018
858=D
Doors protecting corridor openings in other than 1. The Maintenance Director & Maintenance
required enclosures of vertical openings, exits, or Assistant repaired the latch on rooms 106,
hazardous areas are sub§tantia] doors, such as 109, 116, 117, 122; 141and replaced the clean
those constructed of 1% inch solid-bonded core | linen door with an automatic closure on
wood, or capable of resisting fire for at least 20 12/10/13. A new door for 109 was ordered
minutes. Doors in sprinkiered buitdings are only and will be installed on 12/11/13
required to resist the passage of smoke. There is :
:? ’m%'ﬁg':?:i tt;: ;h,igfﬁ;”fuﬁ;fﬂ: 2:-?::;; %o;rs 2. The Maintenance Assistant avdited all
oo 5{, O ol Duter deors mesting 19 s latching doors in the facility on 12/10713 with
ied ) 19463 B repairs made as needed. Monitoring of door
are permitied. -0 latches will be put on the Preventative
, | Roer atches are protibited by CMS reguiatins Maintenance Program or the TELS System.
In all health care facllities. 3. The Maintenance Director & Maiatenance
Assistant was educated by Kevin Wright,
Regional Property Manager on 12/10/13
related 1o requirements of door tarches,
4, The Maintenance Director or designee will
sudit a1l latching doors in the facility weekly
for | month and monthly for 2 months,
Results of ihe audit will be reported during the
This STANDARD is not met as evidenced by: ?m;thly Pt ;rfonnance Tmprovement meeting | /20/13
A, Based on observation on 11/27/2013 the or 2 MmONths.
(X6} DATE

(17243

Any dellclency stalement anding with an asterisk (7} denotes a deficienty whfGh’the ins{lpd
other sefegudrds provide sufficiant pratection to the patients. (See instruclions
following the Hate of sutvey whether or not a plan of correctlon i provided. For nursing homes,
days foliowing the date thess documenls are mede available to the facilily, I deficiencies are cit

program pasticipalion.

ipfion may be excusad from correcting providing Tt Is determined that
) Excaptfor nursing homes, the findings steted above ara disclosable 90 days
the above findings and plans of correcllon are disclosable 14

ad, an approved pian of comrection is reguisite to confinued

hY%

EORM GMS-2567(02-59) Previaus Versions Obsclsia

L L3604

S6GSEEIET6T 0L

Evaent iD: 50M321

Facihly [D: 923288

if continuation sheet Page 1 0f 4

YD QuIidMl:wodd pSigl £182-21-020




PRINTED: 12/02/2013

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
~ _CENTERSFOR MEDICARE & MEDICAIO SERVICES OMB NQ. 0938-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDE Xz MULTIPLE CONSTRUCTION | {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . BUILOING 0% - MAIN BUILDING 01 COMPLETED
_ 345172 B. WING 1112712013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
707 NORTH ELM STREET
TRIAD CARE AND REHABILITATION CENTER HIGH PDINT, NC 27262
(X4) Ip SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUSY BE PRECEDED BY PULL PREFIX {EACH CORRECYIVE AGTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
K 018 | Continued From page 1 K018
fottowing falled to latch when closed
106,109,116,117,122,141 and the clean linen
room near room143,
42 CFrrB3.70 (a)
K 029 | NFPA 101 LIFE SAFETY CODE STANDARD K028} K 029
§8=D
One hour fire rated construction {with % hour 1. The doors to the soiled side to the laundry
fire-rated doors) or an approved aulomalic fire room and the second floor soiled linen near
exlinguishing system in accordance with 8.4.1 Yoom 227 were repaired by the Maintenance
and/or 18.3.5.4 protects hazardous areas. When Director on 12/10/13.
the approved autoratic fire extingulshing system
option is used, the areas are separated from 2. An audit was completed by the
other spaces by smoke resisting partitions and Maintenance Director on 12/10/13 related to
doors. Doors are seff-closing and non-rated or comidor doors and latching with repairs made
field-applied protective plates that do not exceed as needed. Moenitoring of doors will be put on
48 inches from the bottom of the door are the Preventative Maintenance Program or the
permitted.  18.3.2.1 TELS System.
|
3, The Maintenance Director was educated by |
Kevin Wright, Regional Property Manager on
12/10/13 related to the requirements of doors
This STANDARD is not met as evidenced by self closing and latching.
A, The door to the solled linen side of the laundry
failed to close and latch. 4. The Maintenance Director or designee will
B, Second floor soiled linen near room 227 falled audit all latching doors in the facility weekly
to close and latch. ‘ for 1 month and monthly for 2 ronths.
42 CFR 483,70 (a) Results of the audit will be reported during the
K 038 { NFPA 101 LIFE SAFETY CODE STANDARD K 038/ monthly Pexformance lmprovement meeting
$§=D ' for 3 months, 12/20/13
Exit access is arranged so that exits are readily
accessible at all times in accordance with section
7.1, 18.24
This STANDARD is not met as evidenced by
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(X4 ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION {s)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
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DEFICIENCY}
K 038 | Continued From page 2 K 0381 K033
Based on observation on11/27/2013 there wers
(3) three rooms on the baock that has hasp and 1.) The three rooros identified as the main
locks storage room, boiler room and the small
A. Main storage room , Boiler room and the small storage room in the back that bad the hasp and
storage room across from the Main Storage Jocks were removed. The locks were removed
room.. on 11/27/13 by the Maintensance Assistant.
B. Staff did not know about the master door The rermaining hardware was resoved on
release switch at the nurses station. 12/06/13 by the Maintenance Director. Staff
C. The med. storage roomn at the lounge requires Development Coordinator {SDC) began in-
more than one motion of the hand to exit the servicing all staff on the master door (Mag
room. Lock) release switches on 11/27/13. The
0. There is no master switch for the door release Maintenance Assistant removed the deadbolt
at Nurses Statlon # 2 North, lock and covered with metal plate on the med,
42 CFR 483.70 (a) storage room (central supply) on 12/09/13.
K 051 | NFPA 101 LIFE SAFETY CODE STANDARD K 051 Protection Services, Inc. installed & master
55D switch for the door release at Nurses Station
A fire ajarm system with approved compenents, #2 North on 12/10/13.
devices or equipment is installed according to
NFPA 72, National Fire Alarm Code, to provide 2.} An audit of all doors with exit access was
effective warning of fire in any parl of the building. compjeted by Maintenance Assistant; on
Activation of the complete fire alarm system is by 12/10/13 to ensure that exits arc readily
manual fire alarm initiation, automatic detection or accessible at all times,
extinguishing system operation. Pull stations in
patient sleeping areas may be omitted provided || 3-) SDC re-educated all exployees on
that manual pull stations are within 200 feet of 11/27/13 related to the master door (Mag
nurse's stations. Pull stations are located In the Lock) release switches,
path of egress. Electronic or written records of
tests are available. A reliable second source of 4.) Maintenance Director/SDC or designee
power Is provided. Fire alarm systems are will complete interviews with random
maintalned in accordance with NFPA 72 and employee sample weekly for four weeks,
records of maintenance are Kept readily avallable, monthly for two months and during
There is remote annunciation of the fire alarm orientation for all new hire to ensure
system to an approved central station.  19.3.4, understanding and proper usage of master
0.6 switch for the door release. Results of the
]i;]::fmews will be reported during the monthly
ormance Improvement meeti
months. d eting for 3 12/20/13
Event 1P SQMJZE Facility ID: 923288 It confinuation sheel Page 3 of 4
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DEFICIENCY)
K 051 | Continued From page 3 K 051 K051

1.) Protection Systems. Inc. was contacted and
came ant to the facility to inspect the Fire
Alarm Conirol Panel (FACF) on (2/12/13.
Protection Systems informed the Maintgnance
Director thas an independent phone line
needed to be installed ro have the proper
connection for the FACP.

This STANDARD is not met as evidenced by:
A, The phone connection for the FACP could not
be tested as they could be located.

42 CFR 483,70 (2) 2,) The Majntenance Director contacted
TANDARD 069( <
zgﬁg NEPA 101 LIFE SAFETY CODE S : Qenesis HealthCare 1T department to install
) ; ifities are protected in accordance an independent phone line for the FACP on :
3;:;: Ivgnzgafam '113 3 Z‘F.SpNFP A 96 12/12/13. North Srate Phone Company will <;
o R insrall the indspendent phone line from the
existing phone board to the FACP. Once this
This STANDARD Is not met as evidenced by: is complete, Protection Services, Inc. will
A, Based on observation on 11/27/2013 the install a quick connect to the independent
inspection on the Ansul for the range hood was potts line for the FACP. Installation s to be
oul of date. completed by 12/17/13.

3.) Maintenance Director in-gerviced all
department heads on the Jocation of quick
connect line and the procedure to test the
FAPC system.

4.) The resulss of the monthly tests will be
reported during the monthly Performance

Improvement meeting for 3 months 12/20/13
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K 051 | Continued From page 3 K 051
This STANDARD is not met as evidenced by.
A. The phone connaction for the FACP could not
be tested as they could be located,
42 CFR 483,70 (a)
K 089 | NFPA 101 LIFE SAFETY CODE STANDARD K 0891 K069

55=0
1.} Triad Pressure Wash, made 4 service call

to inspect the Ansu) system for the range hood
in the kitchen. Ansul system was brought back
in compliance on 12/11/13,

Cooking facilities are protected in accordance
with 9.2.3.  19.3.2.6, NFPA 98

This STANDARD is not met as evidenced by

A. Based on observation on 11/27/2013 the
inspaction on the Ansul for the range hood was
out of date.

2) The Maintenance Director will ensure that
Ansnl gystem is Inspected every six months
and is on the Preventive Maintenance

Program/TELS Systern.

3) The Maintenance Director was educared by
Kevin Wright, Regional Property Manager
related to the requirements of the Ansul
system inspection on 12/10/13.

4) The results of the inspections will be
reported during the monthly Performance

Ymprovement meeting for 3 months, 12/20/13
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