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The facility must provide housekeaping and
maintenance services necassary fo malntain a
sahitary, orderly, and comforiable interior.

This REGUIREMENT is not met as evidenced
by:

Based on record raview, observation and
interview the facility failed to provide a sanitary
environment by faillng to clean a difty wheelchair
for 1 of 1 sampled resident (Resident #17) and
failing to clean tube feeding formula from an
oxygen concentratos for § of 1 sampled residant
{Reslident #5).

Ths findings included;

1. Restdent #17 was admitted to tha facility ¢n
1 9/4113 with multiple diagnose including Dementia.

| On 11/18/2014 at 12:48 PM Resldent #17 's
wheelchalr was observed on the leff inside area
beneath the arm rest a 2 inch long by 1/4 inch
wids and a 3 inch long by /4 inch wide stream of
dried light tan substance. Observed on the right
hand side of the resident ' s arm rest was a dme
! size area of light pink dried substance. Also
observed on the cushion of the resident’s
wheelchalr were 4 stained areas rarnging from
quarter fo 1/2 dollar size of dried light tan
substance.

On 11/18/2014 3:22 PM Resident #17 's
wheelchair was observed on the feft inside area
beneatn the arm rest a 2 inch fong by /4 inch
wide and @ 3 inch long by 1/4 inch wide stream of
dried tight tan substance. Obsenved on the right

B
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The statements included are not
an admission and do not
congtitute agreement with the
alleged deficiencies herein.
The plan of correction is
completed in the compliance of
state and federal regulations as
outlined. To remain in
compliance with all federal and
state regulations the center has
taken or will take the actions set
forth in the following plan of
correction. The following plan
of correction constitutes the
center's allegation of
compliance. All alleged
deficiencies cited have been or
will be completed by the dates
indicated.

F253 - How corrective action . / !
will be aceomplished for cach |1 a/th

resident found to have been
affected by the deficient }
practice — Resident #17 was
transferred info a clean
wheelchair with 2 clean cushion,
and the wheelchair belonging to
resident # 17 was cleaned on
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program participation,

FORM CM3-2567{02 69} Previous Versions Cbsalela

Event 1D, G4X51

Facily D 100671 if continuation sheot Page 1of 14



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

ERINTED: 11/21/2014
FORM APPROVED
OMB NO. 0938-0391

hand side of the residant ' s arm rest was a dime
size area of light pink dried substance. Also
observed on the cushion of the resident’s
whaeslchalr were 4 stained areas ranging from
duarter to 1/2 dollar size of dried light tan
substance,

On 11/19/2014 9:43 AM Resident #17 's
wheslchalr was obseryed on the leff Inside area
henealh the arm rest a 2 Inch long by 1/4 Inch
wide and a 3 inch long by 1/4 inch wide stream of
dried light tan substance, Observed on the right
hand side of the resident ' & arm rest was a dime
size area of light pink drfed subslance. Also
observed on the cushion of the resident’s

i wheelchair were 4 stained areas ranging from

guaner to 1/2 dollar size of dried light tan
substance, Observed on the wheelchair spitled in
the crease of the entire right hand side of the
cushion were paricles of dried light tan colored
substance.

On 11/19/14 at 10:05 AM the Unlt Manager for
the 100 hall stated that when the wheelchairs
wers difty, staff were supposed lo take them into
the soited uliity room. When the housekeaping
staff came in the naxt morning they would clean
the wheelchairs.

On 11/19/2014 10,20 AM the Housekeeping
Manager stated that the Nursing Assistants on
3td shifl were supposed to inspact the
wheelchairs that were in use every night. If they
were dirty they were to take them to the shower
and clean them. If a cushion was dirty the gel
cushion could be unzipped and the cover
removed and washed,

On 1111872014 10:43 AM the Director of Nursing
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11/19/14. The oxygen
concentrator in the room of
resident #5 was cleancd on
11/19/14,

Completion date 11/19/14.

How corrective action will be
accomplished for those T(/ZO/![f'
residents having the potential
to be affected by the same
deficient practice — All patient
wheelchairs inspected by the
Unit Managers and DON on
11/20/14. No other dirty chairs
were found. Resident rooms |
who have tube feeding were |
inspected for spilled formula on
November 20, 2014 by the
DON. No other areas of
concern were noted.
Completion date 11/20/14,

Measures to be put in place or
systemic changes made to
ensure practice will not
re-occur — All leadership team
members have room rounding
assignments. In case there is an
open position, a back-up person
has been assigned. Education

f
has-be "
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{DON) stated the facility did not have a cleaning

[ polley for wheelchalrs. The DON stated when

staff identify a dirty wheelohair they took I to the
soiled ulility room and the housekeeper cleaned it
that day.

On 11/18/14 at 2:40 PM the Administrater and
Director of Nursing stated they did have a
monitoring too! to do rounds daily and check for
spilis and cleanliness of residents * equipment,
The Administrator stated that the Director of
Social Services should have been the one to
have chegked the room but she had not been
trained and no one had monitored 103 for didy
wheselchairs,

2. Resident #5 was admitted to the facility on
10/25/14 with diagnoses including Dysphagla and
was recelving Jevity continuouisy via a
gastrostorny tube, He alsa had an order for
Oxygen at 2liters per minute via nasal cannula as
needed.

During an observation on 11/17/14 at 11:10am
the oxygen concentrator was observad 1o have
dried, light brown matter on the teft, top area of
{he concentrator.

During an observation on 11/18/14 at 8:45am the
cxygen concenirator was observed to have dried,
light brown matter on the top left sided area of the
concentrator,

During an observation on 11/18/14 at 11:55am
the oxygen concentrator was ohserved to have
drad, fight brown matter on the top laft sided area
of tha concentralor,

During an observalion on 11/19/14 at 8:40am the
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on monitoring wheelchairs and
other equipment for cleanliness.
Staff will be re-in-serviced on
wheelchair and cushion cleaning
by the DON/Designee. Staff will
be re-in-serviced on cleaning up
spilled tube feeding by the
DON/Designee.
Completion date 11/26/14,

How facility will monitor
corrective action(s) to ensure
deficient practice will not re-
oceur- Wheelchair and cushion
cleanliness will be audited 3
times per week for 4 weeks theq
PRN by the Department Head
rounding tool. Results will be
presented to the QA committee
and any issues or concerns notedl
will be reported immediately to
the Administrator or DON,
Equipment cleanliness will be
andited 3 times per week for 4
weeks then PRN by the
Department Head rounding tool
Results will be presented to the
QA commiftee and any issucs of

u(ze/tt

Wizefil
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oXygen concentratos was observad to have diied,
light brown matter on the top left sided area of the
concentrator and on the right top, running down
the concentrator on the front side.

During an observation of the oxygen concentralor
with the Unit Manager on 11/18/14 at 8:48am and
§ Interview she stated that housekeeping was
; responsible for wiping down any equipment in the
¢ resldent ' s room 1o remove the fube feeding
+ matter off of the ¢oncentrator.
H

During an Interview with Housekeeping Aide #1
L on 11/19/14 at 8:50am he stated that
housekeeping Is responsible for the dally room
cleaning and this included equipment. He furthar
stated that he was not sure why this was missed
in the room.

During an interview with the Adminlstrator on
11/19/14 at 10:10am she stated that it would be
expaected that if nursing saw the dried tube feed
on the concentrator or spitled the tube faed that
they would clean it; however, ultimately {Eis the
housakseping department * s responsibiiity to
clean oquipment in the room,

During a follow up Quality Assurance interview
with the Administrator and Director of Nurslng on
11/18/14 at 2:40pm it was stated that the action

! plan for monitering and cleaning tube feeding

- from resident equipment had besn driven by the
! plan of correction the facility had developed as a
i fesult of the previous survey, She fudher stated
| the monitoring toot Included dally rounds of

| resident rooms to check for spllls and cleanlinoss
i of resident equipment. She stated the activities

1 assistant shoutd have checkaed Resldent #5's

1; room but she resigned and the facility had no one

concerns noted will be reported
immediately fo the
Administrator or DON.
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ASSESSMENTS

The facility must conduct initially and periodically
a comprehensive, accurate, standardized
raproducible assessment of each resident's
functional capacity.

A fadllity must make a comprehansive
assessment of a resident's needs, using the
resident assessment instrument (RAI) specifiad
by the State. The assessment must include at
least the following:

tdentification and demographic Information;
Customary rouline;

Cognitive patlerns:

Communication;

Vision;

Mood and behavior patterns;

Psychosacial well-being,

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;
Dental and nutritionat status;

Skin condiiions;

F272 - How corrective action

will be accomplished for each " {ZO/{L'L
resident found to have been
affected by the deficient
practice — Resident #193 was
admitted on 10/31/14. Hospital
discharge orders did not indicat¢
a fluid restriction. The facility's
medical director did not write
orders for a fluid restriction
upon assessment of the patient.
Registered dietitian did not
place patient on a fluid
restriction due to lab values,
Resident #193 discharged from
facility to home on 11/20/14,

Aciivity pursuit;

Medicatons, How corrective action will b / /
Speclal treatments and procedures; lished £ a 0 e\ /20fik
Discharge potential; accomplished tor those

Bocumentation of summary information regarding
the addiional sesessment petformed on the care
areas triggered by the completion of the Minimum
Date Set (MDS); and

Documentation of participation in assessment,

residents having the potential
to be affected by the same
deficient praetice — When a
patient is admitted to facility
receiving dialysis,
communication between the
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This REQUIREMENT is not met as evidenced
by:

Based on record feview and resident and staff
interviews the facllity failed to comprehensively
assess a dialysis resident by falling to coordinate
the resident " s care with the dialysis center io
identify a resident was on fluid restrictions for 1 of
9 dialysis resident (Resident #193). The findings
included:

Resident #193 was admitted to the facllily on
10/31114 and had diagnoses that included End
Stage Renal Disease (ESRD) with Hemodialysis.

A review of the Care Area Assessment {CAA)
Summary for Nutritional Status dated 11/6/14
revealed ihe restdent recelved a ragular diet The
assessment included no information to reveal the
resident was on fluid reskictions.

The residant ' s Care Plan with entrles dated
11/1/14 to 11/13/14 revealed no information the
resident was on fluid restrictions.

Review of the Admission Minimum Data Set
{MDS) Assessment dated 11/7/14 revealed the
resident was cognitively intact and received
dialysis while & residentin the facility.

On 11718114 at 12:52 PM, Resident 193 stated in
an Interview that she was on fluid restrictions. NA
(nursing assistant} #1 entered the room during
the interview and when asked if the resident was
on fluid restrictions, the NA stated she was not
aware of any fluid restrictions for the resident,

a0 SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION %6
PREFIX, (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
F 272 | Continued From page 5 572 dialysis center and facility will

include discussion regarding
specific recommendations from
dialysis on fluid restrictions,
Unit manager will be
responsible for communicating
with dialysis center. Completion
11/20/14.

Measures to be put in place oy
systemic changes made to \l/ zq/(tf
ensure practice will not
re-oceur - When a patient is
admitted to facility receiving
dialysis, communication
between the dialysis center and
facility will include discussion
regarding specific
recommendations from dialysis
on fluid restrictions, Unit
manager will be responsible for
contacting dialysis center.
Completion 11/20/14,

How facility will monitor i ﬁlr/ (’7‘

corrective action(s) to ensure
deficient practice will not re-
occur- The unit manager will
clarify orders on all patients
admitted into the facility with
the dialysis center to include
recommendations for fluid
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F 272 | Conlinued Fram page 6 F 272 restrictions. Any issues or
concerns will be immediately
The Dietary Manager stated in an interview on addressed and discussed in the
11/18/14 at 2:49 PM that he had spaken with the weekly QA l‘isk lneetings anﬂi
resident several times and the resident did not thi A ti
j say anything about being on fiuid restrictions, moninty Q mectings,
Completion 11/24/14,
: P
} An interview was conducted with MDS Nurse #1
i and MDS Nurse #2 on 11118114 at 4:17 PM. The . . s s
+ MOS Nurses stated they were not aware the F:?72 How co Fethe actign
 resldent was supposed to be on fluld restriclions. will be accomplished for each
| The Nuses stated they had nof spoken with the resident found to have heer
staff at the dialysis unlt regarding the resident 's affected by the deficient [(/ [ f»?/ (L,L
care. .
practice — Dumpster area
Review of the hospital discharge orders dated cleaned of all garbage on
10/31/14 and facility physician s orders revealed 11/19/14.
no orders regarding fiuid restrictions for the
resident. . ) .
How corrective action will he
An interview was conducted with a nurse at the accomplished for those kl/zq/ H’
dialysis cenfer whers the resident received residents having the potential
dialysis. The Nurse stated the resident was ona ]
fhuid restriction of no more than 32 ounces of to be affected by the same
fluids per day, deficient practice — Dumpster
On 119/14 8t 14:34 the facilly * Diefi arca will be monitored daily by
n at 11: e fa s Disticlan . .
stated in an Interview she was not awars the the I?lrector of .Enwronmentckl
tesident was on fiuld restrictions. Services or designee. If any
Or 11116/ at 2:58 PM the O " trash is on the ground, it will be
n 11/19/M14 at 2: the Dirsctor of Nursing . ) I
{OON) stated In an interview that the {acility had dlSp osed of proper ly in the
not communicated with the Dialysis Center or the garbage receptacle. All
Center ' s physiclan concerning Residant #193 's housekeeping and dietary staff
fluid restrictions. The DON further stated that she in-serviced on proper disposal of
was not aware that the comprahansive h and df Aoh
assessment would include communicating with trash and garbage and that tras
the Dialysis Center. and garbage must be placed in
F372
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The facility must dispose of garbage and refuse
properiy.

This REQUIREMENT is not met as evidenced
by

Based on obseivations and staff interviews the
facility failed to ensure the area surrounding the
dumper was free of debris for 1 of 1 dumpsters
observed,

The findings Included.

During the initial kitchen tour on 11/17/14 at 10:00
AM the dumpster area was observed with the
Ceriified Dietary Manager (CDM). Asingle
disposable glove was observed on the ground to
the right, one disposable glove was behind and
one disposable glove was observed on the
ground on the left side of the dumpster. Assoried
papers and a clear plastic bag were observed on
the ground surrounding the dumpster.

Asecond observation of the dumpster area on
11118114 at 7:54 AM revealed one disposable
glove was observed on the ground to the right,
ahe disposable glove was behind and one
disposable glove was observed on the left side of
the dumpster, Assorted papsrs and a clear
plastic bag were observed on the ground
surrounding the dumpster.

Athird observation of the dumpster area on
11/18/14 at 8:24 AM revealed one disposable
glove was behind and two disposable gloves
were observed on the ground on the leit side of
the dumpster, Assoried papers, straw papers

throughout the day 3 times per
week for 4 weeks by the
Director of Environmental
Services.

Measures to be put in place or
systemic changes made to
ensure practice will not
re-occur - Dumpster arca will
be monitored daily by the
Director of Environmental
Services or designee. If any
trash is on the ground, it will be
disposed of properly in the
garbage receptacle. All
housekeeping and dietary staff
in-serviced on proper disposal o
trash and garbage and that trash
and garbage must be placed in
the proper receptacle if seen on
the ground. An audit will be
conducted at various times
throughout the day 3 times per
week for 4 weeks by the
Director of Environmental
Services. Checking of the
dumpster area for trash and/or
debris will be added to the job
duties of the Director of
Environmental Services, or in

i

XD 0 SUMMARY STAYEMENT OF DEFICIENCIES iz BROVIDER'S FLAN OF CORRECTION %5}
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DEFICIENGY)
F 372 | Continued From page 7 F 372
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55=D | LABEL/STORE DRUGS & BIOLOGICALS

The facility must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controlled drugs in sufficient detail to enable an
accurata reconcilistion; and determines that drug
racords are in order and that an account of all
conirolled drugs {s maintsined and periodically
reconclled.

Drugs and blolegicals used in the facility must be
labeled in accordance with currently acceptad
professional princlples, and include the
appropriate accessory and cautionary
instructions, and the expiration date when
applicable.

In accordance with State and Federal laws, the
facility must store all drugs and bictogicals In
locked compariments under proper temperature
controls, and permit only authorized persennel o
have access to the keys,

ey SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL, PREFIX {EACH CORRECTIVE ACTION SHOLILD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY}
F 372 ] Confinued From page & F 372
and a clear plastic bag were observed on the his absence, a designee may be
ground surrounding the dumpster. appointed. Completion date
) o 11724714,
During an interview with the COM on 11/19/14 at
9:59 AM he stated thal the kitchen shared . . .
respansibility with housekeeping and How facility will monitor { /éli/ {L]—
maintenance staff to keep the dumpster area corrective action(s) to ensure
clean. deficient practice will not re-
During an interview with the Environmental occur- Momtormg the area .
Supervisor on 11/19/14 at 10:02 AM he stated surrounding the dumpster will
that staff checked the area dally and are supposs be done daily by the Director of]
to clean and sweep the dumpster area daily. He Environmental Services or
indlcated staff would be out to clean the area. desionee. Any issues will be
F 431 | 483.60(b), (d}, (e) DRUG RECORDS, F 431 g ) Y

reported during morning stand-
up meeting and discussed during
QA meetings.

F431 - How corrective action 4 /{q/ i Lf
will be accomplished for each
resident found to have been
affected by the deficient
practice — The undated Vials of
Fluvirin were immediately
discarded. Completion date
11/19/14.

How corrective action will be
accomplished for those ‘/2'{/{ L,\'
residents having the potential
to be affected by the same
deficient practice - Medication
Carts and Medication rooms, to

FORM ChS-266702-09) Provious Varsions Obsolele Event ID,Q4X511
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The faclity must provide separately locked,
permanently affixed compartments for storage of
controlied drugs listed in Schedule |l of the
Comprehensive Drug Abuse Prevention ahd
Contrel Act of 1976 and other drugs subject to
abuse, except when the facllity uses single unit
package drug distribution systems in which the
quantity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observations and inlerviews the facility
faited to place an open date on 3 of 4 opened
vials of Fiuvirn vaccine.

The findings included:

During an observation of hall 100 medicatlion
room refrigerator on 11/19/14 at 10:10am two of
two opened vials of Fluvirln had no open date.

During an interview with Nurse #2 on 11/19/14 at
10:15am she stated that the nurses are supposed
to put an open date on each vial when opened.
She then stated that most of the flu shots have
been done unless there is a new admission from
the hospital or a staff person requested the flu
vaccine.

During an observation of hall 200 medication
room refrigerator on 11/19/14 at 10:20am one of
two opened vials of Fiuvirin vaccine had no open
date,

During an interview with Nurse #1 on 11/19/14 at

(X410 SUMMARY STATEMENT OF DEFICIENCIES v PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
F 431 Continued From page 9 F 431

were inspected by the Unit
Managers and no other undated
vials were noted. Completion
date 11/21/14.

Measures to be put in place o
systemic changes made to

ensure practice will not
re-occur — In-service with
nurses to be done on dating
Fhuvirin vials when they are
opened. This will be audited 3
times a week for 4 weeks by the
DON/Designee and PRN
thereafter. Any issues will be
addressed immediately and
brought to the QA meeting,.
Completion date 11/26/14

How facility will monitor
corrective action(s) to ensure
deficient practice will not re-
occur- Unit managers will
conduct inspections routinely to
check for undated Fluvirin
bottles. Any issues noted will be
corrected immediately and
brought to the facility’s QA
meeting. Training on dating of
Fluvirin once opened will also

(/26/14

/261
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if the fadllity does not employ a qualified
professional person to furnish a specific sevice
to be provided by the facility, the facility must
have that service furnished to residents by a
person or agency outside the facliity under an
arrangement described in secfion 1861{w) of the
Act or an agreement deseribed in paragraph {h})
(2} of this section.

Arrangements as described in section 1861{w} of
the Act or agreements pertaining to services
furnished by outside resources must specify in
writing that the facility assumes responsibility for
obteining services that meet professional
standards and principles that apply to
professionals providing services in such a facility;
and the timeliness of the services.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to obtain a written agreement for
sevices provided by an outside entity for 1 of 1
resident receiving dialysis services (Resident
#193). The findings included:

There was cone resident in the facility receiving

affected by the deficient
practice — Da Vita dialysis
center was contacted
immediately to request an
agreement, and on 11/20/14, w¢l

The agreement between Azalea
Health and Rehab and Da Vita
Dialysis was signed by the
Administrator of Azalea on
11/20/14. The agreement
became fully executed on
11/24/14.

How corrective action will be
accomplished for those
residents having the potential
to be affected by the same
deficient practice — Resident
#193 discharged on 11/20/14.
When new dialysis residents ard
scheduled to be admitted into
the facility, it will first be
verified by the administrator tha

received a draft of an agreement.

X4 0 SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION %)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (FACH CORRECTIVE AGTION SHOULD BE CONPLETON
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 70O THE APPROPRIATE oaTe
DEFICIENCY)
F 431 Continued From page 10 F 431
10:30am she stated thal when a vial is opened an be incorporated into the
open date should be placed on the box or viak. orientation for new nurses.
Completion 11/26/14,
During an interview with the Director of Nursing P
on 11/19/14 at 10:35am she stated that it is . ]
expecied that all Flu vaccine vials be dated when F500 - How corrective action l( /ﬂf’/ (l{-
openad. will be accomplished for ¢ach
F 500 | 483.75(h) OUTSIDE PROFESSIONAL F 500 resident found to have been
$5=D | RESOURCES-ARRANGE/AGRMNT

{

L]

Wil
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F 600 | Continued From page 11 F 500 there is an active agreement in
outside dialysis services at the time of the survey. place between the -
facility and the dialysis center,
'On 11]19!1f1 at .00 AM the Ad!‘ftlﬂlstfator stated Comp]etion date: 11/24/14,
in an interview there was not a dialysis contract in
the book and did not know what the previous .
administrator did with the contract, Measures fo be put in place oy [t /Zzh/! Lt
F 520 | 483.75(0){1)} QAA F 520 systemic changes made to
85=F | COMMITTEE-MEMBERS/MEET ensure practice will not
QUARTERLY/PLANS

A facility must maintain a quality assessient and
assurance commitiee consisting of the director of
nursing services; a physician designated by the
facility, and at least 3 other members of the
facility’s staff.

The quality assessment and assurance
committee meets at least quarterly to identify
Issties with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such committee
except insofar as such disclosure is related fo the
compliance of such committee with the
requirements of this section.

Good faith attempls by the committes to identify
and correct quality deficiancies will not be used as
a basis for sanctions.

This REQUIREMENT s not met as evidenced
by:
Based on record review, observation, and staff

re-oceur — For new dialysis
residents scheduled to be
admitted into the facility, it will
first be verified that there is an
active agreement in place
between the facility and the
dialysis center. Completion datq:

11/24/14.
w2/ 1Y

How facility will monitor
corrective action(s) to ensure
deficient practice will nof re-
occur- When a dialysis resident
is admitted into the facility, it
will be verified by the
administrator that an active and
executed agreement is in place
between the healthcare facility
and the dialysis center.

¥520 - How corrective action
will be accomplished for each
resident found to have been
affected by the deficient

Wi/

13
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F 620 | Continued From page 12 F 520 practice - Resident #17 was

interview the facllity's Qualily Assessment and
Assurance Committee falled to maintain
Implemented procedures and monitor these
interventions that the committee put into place in
December 7, 2013, This was for one recited
deficiency which were originally cited in
Decamber 7, 2014 on a complaint and
recettification survey and on the current
complaint and recertification survey. The
deficlency was in the area of Housekeeping and
Maintenance Services. The continued failure of
the facility during two complaint and recertification
surveys of record show a pattern of the facllity's
inability to sustain an sffective Quality Assurance
Program.

Findings Included:
This tag is cross referred to:

F-263: Housekeeping and Environment: Based
on observations, record review and interviews the
facility faited to provide a sanitary environment by
failing to clean a dirty wheelchair for 1 of 4
sampled resident (Resident #17) and failing to
clean tube feeding formula from an oxygen
concentrator for 1 of 1 sampled resident
(Resldent #5 .

During a recertification and complaint survey of
December 7, 2014 the facility was cited for failing
{o clean the tube feeding forimula from the
feading tube pole. On the curfent recertification
and complaint survey the facility was recited for
F-253 for faillng to clean a ditty wheelchalr and
tube feeding formula from an oxygen
concentrator.

During an interview on 11/19/14 at 2:40 PM the

transferred into a clean
wheelchair with a clean cushion,
and the wheelchair belonging to
resident # 17 was cleaned on
11/19/14. The oxygen
concentrator in the room of
resident #5 was cleaned on
11/19/14.

Completion date 11/19/14,

How corrective action will be u/ZO/([f'
accomplished for those
residents having the potential
to be affected by the same
deficient practice — All patient
wheelchairs inspected by the
Unit Managers and DON on
11/20/14. No other dirty chairs
were found. Resident rooms
who have tube feeding were
inspected for spilled formula on
November 20, 2014 by the
DON. No other areas of
concern were noted.
Completion date 11/20/14.

Measures to be put in place ox
systemic changes made fo
ensure practice will not
re-occur — All leadership team
members have room rounding

Wae/ ik
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Administrator and the Diractor of Nursing stated
the frequency of Quality Assessment and
Assurance Committee meetings were monthly,
The Administrator stated that she had not been at
the facility during the December 7, 2013
recartification and complaint investigation suvey
but the facility did have a process to monitor
cleanliness of residents' rooms and equipment.
She further stated she had recently hired a new
Director of Social Services and she should have
monitored Resident #17's room, but she had not
heen trained and no one had checked Resident
#17's room. The Administrator further slated the
Activities Assistant should have checked
Resident #5's room but she resigned with no
notice and no one was monitoring Resident #5's
roonm.

assignments. In case there is an
open position, a back-up person ha
been assigned. Education has been
provided to the team on monitoring
wheelchairs and other equipment
for cleanliness.

Staff will be re-in-serviced on
wheelchair and cushion cleaning by
the DON/Designee. Staff will be
re-in-serviced on cleaning up
spilled tube feeding by the
DON/Designee,

Completion date 11/26/14.

o

How facility will monitor i &6/ lLI'

corrective action(s) to ensure
deficient practice will not re-
occur- Wheelchair and cushion
cleanliness will be audited 3 times
per week for 4 weeks then PRN by
the Department Head rounding
tool. Results will be presented to
the QA commiittee and any issues
or concerns noted will be reported
immediately to the Administrator
ar DON. Equipment cleanliness
will be audited 3 times per week
for 4 weeks then PRN by the
Department Head rounding tool.
Results will be presented to the QA
committee and any issues or
concerns noied will be reported
immediately to the Administrator
or DON
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