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F 226 | 483.13(c) DEVELOP/IMPLMENT F 226 2/10M4
ss=D | ABUSE/NEGLECT, ETC POLICIES
The facility must develop and implement wrillen
policles and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.
This REQUIREMENT is not met as evidenced
by:
Based on record review and staff interview, the This plan of correction will serve as the
facility failed to Include in the abuse policy that all facilityOs allegation of compliance with
allegations of abuse would be reported to the requirements of 42 CFR, Part 483,
appropriate stale agency. Subpart B for long term care facilities.
Preparation and submission of this plan of
The findings Included: correction Is in response to HCFA 2567
for the 1-13-2014 survey and does not
The facility' policy entilled Abuse/Neglect Policy conslitule an agreement or admission of
dated on 11/4M13, read in part "Abuse and/or Autumn Care of Fayetteville of the truth of
Patient Neglect Investigation - 6. Should the the facls alleged or the correctness of the
investigation reveal that abuse occurred, the conclusions stated on the statement of
administrator/designee will submit a 24-hour deficlencles. This plan of correclion is
initial report to the appropriate stale agencies and prepared and submitted because of the
submit the 5 working days report upon completion requirements of 42 CFR, Part 483,
of the investigation." Subpart B throughout the time period
stated In the statemenl of deficiencies. In
During an interview with the Administrator on accordance with stale and federal law,
011714 at 11:00 am he stated that he would however, submits this plan of correction to
follow his abuse policy, figure cut whal was going address the statement of deficiencies and
on and investigate the alleged abuse allegation to serve as itlis allegation of compliance
and make sure it was a true allegation of abuse with the pertinent requirements as of the
before he reported it. dates staled in the plan of correction and
as fully completed as of February 10,
2014,
F226
The policy was changed on January 24,
2014 to read When an incident or
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {¥5) DATE
Electronically Signed 02102014

Any defidency slatement ending with an asterisk {*) denotes a deflclency which the Institulion may be excused from correcting providing It s determined that
other safequards provide sufficient protection to the patienis. {See instrictions.) Excepl for nursing homes, the findings stated above are disclosable 80 days
following the dale of survey whether or not a plan of correction I provided. For nursing homes, the above findings and plans of correction are disclosabls 14
days following the date these documents are made available to the facillly. If deficiencies are cited, an approved plan of correction Is requisite to continued
program participation.
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suspected incident of patient abuse ar
neglect is reported, the Administrator the
administrator/designee invesligales the
incident& The Administrator or designes
will submit a 24-hour initial report to the
appropriate state agencies and submita 5
working day report upon the completion of
the investigation.

To ensure other residents are not
affected,

Staff was in-serviced on the change in
abuse policy by the Siaff Development
Coordinator or designee on 1/21/2014,
102212014, 1f24/2014, /2712014,
1/28/2014, 17292014, 1/30/2014,
113172014, 2/3/204, 2/4/2014, and
21612014,

For on-going compliance, staff will be
in-serviced yearly on the facllityls abuse
policy, and all new staff will be in-serviced
on the policy during orientation by the
Staff Development Coordinator or
designee.

A comprehensive review of the systematic
changes will be discussed and monilored
through our quality assurance meetings at
least quarterly,

F 371! 483.35(i) FOOD PROCURE, Far 211014
55=D | STORE/PREPARE/SERVE - SANITARY

The facility must -

{1} Procure food from sources approved or
considered satisfactory by Federal, Stale or local
authorities; and

{2} Store, prepare, distribute and serve food
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under sanitary conditions

This REQUIREMENT is not met as evidenced

byy:

Based on observation, staff interviews and This plan of correction will serve as the

review of facility records, the facility failed to facilityCis allegation of compliance wilh

eliminate the risk of cross-contamination during requirements of 42 CFR, Part 483,

meal tray preparation by not washing hands or Subpart B for long term care facilities.

changing gloves as dietary employees Preparation and submission of this plan of

transiticned belween touching appliance handles corraction is In response to HCFA 2567

and touching ready to eat foods in 2 of 4 dining for the 1-23-2014 survey and does not

areas observed for dining. constitute an agreement or admission of
Autumn Care of Fayetteville of the truth of

The findings included: the facts alleged or the correctness of the
conclusions stated on the slatement of

1. Alunch meal observation that began on deficiencies. This plan of correction is

171314 at 12:30 pm revealed the dietary staff prepared and submitted because of the

setting up the meal tray line on the steam fable in requirements of 42 CFR, Part 483,

the 400 hall dining area. The dietary aide #1 was Subpart B throughout the time period

ohserved with gloved hands to touch the stated in the statement of deficiencies. In

refrigerator handle and then picked up the accordance with stale and federal law,

cooked chicken patty and placed It on a bun. however, submits this plan of correction fo
address the statement of deficiencies and

In an interview on 1/16/14 at 3:29 pm with the to serve as IilNs allegation of compliance

Dietary Aide #1, she staled she was not with the perlinent requirements as of the

supposed to touch the refrigerator and then touch dates stated in the plan of correclion and

the ready to eat foods. She further stated she is as fully completed as of February 10,

supposed to use tongs to handle the ready to eat 2014,

foods.
FaTi

During an interview on 1/16/14 at 5:21pm, the For the residents affected, during the

Eastern district dietitian stated she expected the meal service on 01-14-14, the dietary staff

staff to not handle edible food items with hare members were directed by the

hands or gloved hands. She further staled "They administrator and the dietician to stop

should handle the ready to eat foods with any sort serving until tongs were brought to the
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of barrier.” service line.
2A.During a dinner meal observation on 1/14/14 To ensure ofher residents are not
at 5:39 pm revealed the dietary staff preparing affected,
the meal tray line on the steam table In the 400 All dietary staff was In-serviced on
hall dining area. The dietary aide #2 was 1-20-2014. Dietician In-serviced on the
cbserved touching the refrigerator with gloved proper way to serve foods using utensils,
hands and then he picked up a biscuit and placed and staff should not at any point use
It on a resident’s meal tray. The administrator hands to serve foods.
was informed on 1/14/14 at 5:40 pm of the )
observation and he immediately walked over and For on-going compliance, Dietician or
stopped the tray line and sent the staff to get designee will monitor Dietary Aldes while
tongs. The tongs was placed in the biscuit serving lines for five days a week for cne
compartment on 1/14/14 at 5:42 pm. month, then weekly for three months. Any
area of identified concern will he
The dielary alde #2 was not available for addressed at the time identified
interview for the remainder of the survey. An
attempt was made to contact the dietary aide #2 A comprehensive review of our audils and
on 116/14 at 12:54 pm. A second alternpl to systematic changes will be discussed and
contact the dietary alde #2 was made on 1/16/14 monitored through our quality assurance
at 2:05 pm. The Eastern district dietitian was meeting at least quarterly.
notified on 1/M16/M4 at 2:07 pm of the inabllity to
reach the distary aide #2 by phone for interview.
2B.During an evening meal observation on
1/14/14 al 5:44 pm, dietary aide #3 was observed
opening the drawer with gloved hands in the food
prep area of the 600 hall dining area to refrieve
cup lids and then picked up a biscuit and placed it
on a resident's meal tray. The facllily's dietilian
was nolified on 1/14/14 al 5:45 of the
observation. The dietitian immediately went and
stopped the serving line and sent the dietary staff
to get a sef of tongs. The tongs were placed in
the biscull compartment on 1/114/14 at 5:48 pm.
On 1/156/14 at 10:24 am in an interview with the
dielary aide #3, he staled he was not aware of
touching the drawer and then touching the
FORM CMS-2867(02-09) Provious Verslons Obsolele Event (0: 3M2211 Faciity ID; ORO241 If contirualion sheel Page 4 of 7
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biscuits with the sarme gloved hands. He further
stated he went to get the tongs because he
should have had them from the beginning to
handle the bread.

During an interview on 1/16/14 at 5:21pm, the
Eastern disfrict dietitian stated she expected the
staff to not handle edible food items with bare
hands or gloved hands. She further slated "They
should handle the ready to eat foods with any sort
of barrier.”

F 431 483.60(b), (d}, (e) DRUG RECORDS, F 431 2M0/M14
gs=n | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
contralled drugs in sufficient delail to enable an
accurate reconciliation; and determines that drug
records are in order and that an account of ail
controlled drugs is maintained and periodically
reconciled.

Drugs and biclogicals used in the facility must be
labeled in accordance with currently accepted
professional principles, and include the
appropriate accessory and cautionary
instructions, and the expliration date when
applicahla.

In accordance with State and Federal laws, the
facility must store all drugs and blologicals in
locked compartments under proper temperalure
contrals, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanently affixed comparlments for storage of
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confrolled drugs listed in Schedule |l of the
LComprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facilily uses single unit
package drug distribution systems in which the
quantity stored Is minimal and a missing dose can
be readily detacted.
This REQUIREMENT is not met as evidenced
by:
Based on observations, staff interviews and This plan of correction will serve as the
record review, the facility failed to store Schedule facility[1s allegation of compliance with
Il medicaiions in a locked, permanently affixed requirements of 42 CFR, Part 483,
compariment for 1 of 2 medication rooms Subpart B for long term care facilities.
observed for storage., Preparation and submission of this plan of
correction is in response to HCFA 2567
The findings included: for the 1-13-2014 survey and does not
constitute an agreement or admission of
Review of the facility's policy entitled “Pharmacy Autumn Care of Fayetiteville of the {ruth of
Services" section for Medication Access and the facls alleged or the correctness of the
Storage version dated 11/1/13 states in part conclusions stated on the statement of
"Schedule Il medications must be maintained in deficiencies. This plan of correction is
separalely locked, permanently affixed prepared and submitted because of the
compariments.” requirements of 42 CFR, Part 483,
Subpart B throughout the time perlod
On 1/16/14 at 4:40 pm an observation of the slated in the statemenl of deficiencies. In
Murse's station 2 medication room accordance with state and federal law,
revealed two cards of Marinel 2.5 mg with a total however, submits this plan of correction to
of 62 capsules for Resident #18 located on the address the stalement of deficiencies and
bottom shelf of an uniocked refrigerator. to serve as il ls allegalion of compliance
with the pertinent requirements as of the
During an interview on 1/16/14 at 4:54 pm, Nurse dales stated in the plan of correction and
#2 stated the narcotics should be stored under as fully completed as of February 10,
twa locks at all times. She further stated she do 2014.
not know why the medication refrigerator was not
locked, F431
For the medication refrigerator which
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in an interview an 1/16/14 at 4:59 pm with the
Director of Mursing, DON, she expected the
narcotics to be double locked. She further stated
the refrigerator lock was broken and she was not
aware. The DON immedialely called maintenance
to the medication room. The DON returned on
11614 at 5:23 pm to indicate the lock on the
refrigerator was currently working.

On 11714 at 11:48 am, an observation revealed
the Marinol medication for Resident #18 was
located in the permanently affixed locked
compartment box in the refrigerator on Nurse's
station 1.

found not properly locked, it was locked
Immediately.

To ensure other residents are not
affected, a larger lock box was installed
2-3-2014 in medication room refrigerator
s0 medicalion cards will fit in the lock box.
The nurses will have to only lock the lock
box instead of the refrigerator. Nurses
were in-serviced on by Staff Development
or designee on 2/3/2014, 2/4/2014,
2{5/2014, and 2/6/2014.

For on-going compliance and audit will he
completed by Direclor of Mursing or
designee, five days a week for one month,
then weekly for two months to ensure the
narcolics lock box in the refrigerator’is
locked at all times. Any area of Identified
concern will be addressed at the lime
identified.

A comprehensive review of our atdits and
changes will be discussed and monitored
through our quality assurance meeling at
least quarterly.
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K 000 | INITIAL COMMENTS ‘ K000 i 11 vhi
| ¢ This plan of correction will serveas |
. This LifedSafety C_I?ﬂﬂ{lﬁc?} survey was the facility’s allegation of
| conducted as per The Code of Federal Register compliance. Preparation and
| at 42CFR 483.70(a); using the 2000 New Health B pl Cion of thfs Lo foosrection
| Care section of the LSC and its referenced Submission o pid
publications. This buiiding is Type V prot - |isinresponse to HCFA 2567 for the
ectedconstruction with a complete automatic 2-28-2014 survey and does not
sprinkler system. _ constitute an agreement or admission
. of Autumn Care of Fayetieville of
The deficienci r i
deficiencies determined during the survey the truth of the facts alleged or the

are as follows:
K 025 | NFPA 101 LIFE SAFETY CODE STANDARD
g8=F

K o255/ correctness of the conclusions stated
on the statement of deficiencies, |

Smoke barriers are constructed to provide al This plan of correction is prepared
v 5.3, Smoks barers mey and submitied because of fhe
terminate at an atrium wall. Windows are requirements of 42 CFR, Part 483; 9
protected by fire-rated glazing or by wired glass Subpart B throughout the fime perio
panels in approved frames, A minimum of two stated in the statement of

separate compartments are provided on each deficiencies. In accordance with
ﬂaﬁré"Datlfnpar; are T{Dt ;;aqt]nredl in ﬂc:l?s:j stod state and federal law, however,
penelrations of smoke barriers In fuly (UG8 submits this plan of correction to

heating, ventilating, and air conditioning systems.

18.3.7.3, 18.3.7.5, 18.1.6.3 address the statement of deficiencies

and to serve as it's allegation of '
compliance with the pertinent i
' o requirements as of the dates stated in
 the plan of correction and as fully |
' completed as of 4-3-2014.

This STANDARD is not met as evidenced by:

Based on observation on Tuesday 2/18/2014 at K025

approximately 8:30 AM onward the following : _z.4

deficiencies were noted: On or hﬁfmm.'ﬁpﬂ] 3,2014, all H-3]
penetrations in the smoke walls

1) There are penetrations in the smoke walls ]
located on the rear cross corridor attic smoke located on the rear cross corridor

walls that were not properly sealed in order to attic smoke walls will be properly
maintain the required fire resistance raling of the

LABORATO @Wu&n REFRESENTATIVE'S SIONATURE TITLE
AJm:n.‘sJ‘l‘M ;ﬁf .

Any deficiency statement ending with an asterisk {*) denoles a deficiency which the institution may be axcusad from cofrecting providing it s detarmined that
other safeguards provide suffigient protection to the patients. (See instructions.) Except for nursing homes, the findings slaled above are disclosable 90 days
follawing the date of survey whether or not 2 plan of correction is provided. For nursing homes, the above findings and plans of comaction are disclosable 14
days following the dats thess documents are made available fo the facilly. If deficlencies are ciled, an approved plan of correctlon Is requlsile lo confinued

progrem pariclpation,
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! !  sealed in order to maintain the
K 025 | Continued From page 1 K 025! required fire resistance rating of
smoke wall. There are PVC penelrations in the the smoke wall. The proper UL
ET‘::;@;:;%;;:?;% Eﬁ:?g;i:&“%gfnpm”e“ rated assemblies will be placed
insulation on lines penetrating the smoke wall. around the PVC piping, The
unapproved foam will be removed
CFR# 42 CFR483.70 (a) and fiberglass insulation and fire
K 056 | NFPA 101 LIFE SAFETY CODE STANDARD K056| caulking will be applied to the
S8=F refrigerant lines penetrating the
There is an automatic sprinkler system, installed smoke wall
in accordance with NFPA 13, Standard for the '
Installation of Sprinkler Systems, with approved
components, devices, and equipment, to provide On 2-24-2013, the other smoke
complete coverage of all portions of the facility. walls were inspected for additional
The system is maintained in accordance with enetrations not properly sealed
NFPA 25, Standard for the Inspection, Testing, gndf or fire caulkzd pzlny areas
and Maintenance of Water-Based Fire Protection ey - ANy i H-3 -4
Systems. There is a reliable, adequate waler identified have been noted and wi
supply for the system. The system is equipped be corrected by April 3, 2014
with waterflow and tamper switches which are
connected to the fire alarm system.  18.3.5. To ensure on-going compliance,
the environmental director or his
designee will audit the building '
monthly for three months to ensure
any future penetrations are
) rly sealed and/or fire caulked,
This STANDARD s not met as evidenced by: f;{;pnedéi cient areas are noted, this
Based on observation on Tuesday 2/18/2014 at o .
approximately 8:30 AM onward the following audit will be conducted during
deficiencies were noted; | periodic safety rounds to ensure
1) The sprinkler heads located in front of the on-going compliance.
kitchen hood are rated for Intermediate
Temperature Classification, Glass Bulb Color of .
Green temperature rating of (200°F) in place of The results of these audits and any
Ordinary Temperature Classification, Glass Bulb subsequent repairs will be taken to
Color of Red (155°F). the quality assurance commitiee
2) The sprinkler heads located in the laundry for monitoring purposes.
room are covered in lint and not maintained in
FORM CMS-2567(02-99) Previous Versions Obsolates Evant 1D: 342221 Faclity 1D: 030241 If continuation shest Page 2 of@S
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| | DEFICIENCY) i
K 056 | Continued From page 2 K 058 i
good condition. : . !
| 3) The sprinkler head localed in the shower room K056 |
on 500 hall has paint on the glass bulb and not A C PE ille ;
malntained in good condition. _ utumn Care of Fayetievilic has i
i contracted with an outside i
42 CFR 483.70 i sprinkler vendor to install an !
K 144 | NFPA 101 LIFE SAFETY CODE STANDARD K 144 appropriate sprinkler heads in front
$3=D of the kitchen hood and in the i
Generators are inspected weekly and exercised slf [?:er :tc m 1?1? r? Ikl er heads i
under load for 30 minutes per month in lower room. 1he Sprinxier neac
accordance with NFPA S8, 3.4.471. will be replaced on or before April
3,2014,
On March 5, 2014 the
environmental services staff H-3-11
inspected the entire facility to
identify any additional areas
This STANDARD is not met as evidenced by: requiring replacement sprinkler
Based on observation on Tuesday 2/18/2014 at heads ,
approximately 8:30 AM onward fhe following ) |
deficiencies were noted: _ |
1) The generator annunicator panel did not show On March 6, 2014, the
emergency power supplying load when power administrator reviewed the resulis
was iransfered from normal to emergency ' of the audit conducted on
connected load. March 5, 2014, The work or an
42 CFR 483.70 update of its progress will be |
' i reviewed at our next quality ]
t assurance commiltee meeting. |
t
| .
Autumn Care of Fayetteville
cleaned the sprinkler heads located
in the laundry. This was completed
February 18, 2014
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1

To ensure the heads to not build up
':Iint in the future, the sprinkler
theads will be cleaned on a weekly
basis and PRN.

Audits will be performed weekly
for one month, then monthly for
three months.

Results of these audits will be
brought to the quarterly QA
meeting for monitoring,

K144 '

On February 21, 2014, a outsid
contractor came to inspect the
annunciator panel. Wire will be run
from the transfer switches to the
annunciator panel by April 3, 2014,
The annunciator will then indicate
when the generator is supplying

{ power to the facility.

ﬁaﬁ-lﬂ

To ensure on going compliance,
the emergency power supply
indicator light will be monitored
monthly during the monthly load
test, This will become part of the

_ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER H.EPRESJENT.MWE'S SIGNATURE

TITLE (¥8) DATE
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sther safeguards provide sufficiant protection to the patisnts. (See Instructions.) Except for nursing homes, the findings statod above are disclosable B0 days
ollowing the date of survey whether o not.a plan of correction Is provided. For nursing homes, the above findings and plans of correction are disclosable 14
iays following the date these documenis are made avaliable to the fachlty. If deficlencies are cited, an spproved plan of corfection is requisite to continued

wogram paricipalion.
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| i
. : monthly routine inspection of the E
; | generator panel. 5
1 i ;
i
K
'i L
I H
I
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