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admission and do nol constilute

i agreement with the alleged
An amendad Statement of Deficiencies was ! dgﬁc[encies herein. -|-eh“:fE plan of

provided to the facility on 03/18/16 to correct a e
clerical arror In the facilty's original CMS 2567 cg;;Tg‘:,tf;“s’gﬁffn??etg:ml
| report. Event ID# O1T011, regulations as oullined. To remain
F 279 483.20(d), 483,20(k)(1) DEVELQOP F278| | "Compliance with all federal and
ss=of COMPREHENSVE CARE PLANS state regulalions the center has

taken or will take the actlons set
forth in the following plan of
correction. The following plan of
correction constitutes the center's

A facility must use the results of the assessment
to develop, review and revise the resident’s
} comprehensive plan of care,

! The facility must develop a comprehensive care allegation of CUmP“B“FB- Al
' plan for each resident that includes measurable alleged deficlencles cited have
objectives and Umetables to meet a resident's bean or will be completed by the
| medical, nursing, and mental and psychosocial dales Indicated.
i needs that are idenlified in the comprehensive
' assessment. F279
How the corrective action will be
The care plan must dascribe the services that are accomplished for the resldent(s)
ta be fumished o attaln or maintaln the rasidenl’s affectad. Specific measurable
highest praclicable physical, mental, and goals were added to care plan for
psychosocial welkbeing as required under : Resident #3,
§483.25, and any services lhat would olherwise
P il A o g Howsarentive sollan il by
; accomplished for those
! 5433'10';;%‘:;1? 41;"’ rightto vafuss trealment residents with the potential to be
undat £4B3.10E0I4). atected by the same practice.
The Director of Nursing/Unit
This REQUIREMENT is not met as evidenced Manager or designee will audit all
| by current in house residents for % 5 ,
| Based on interviews and review of recards the PotentialfAclual Skin impalrment by 1
' facility failed to develap a comprehensive care = 3/31/16 and updated appropriately.
 plan on 1 of 4 sampled residents (Resident #3), | Current resldents Skin
E The findings included i assessments and Wound Records
| A review of the elinlcal record revealed Resident updated lo ensure accurate
#3 had dlagnoses Including malnutrition and i recording, MDS will review MDS's
LABORATORY DI ka OR PROVIDERJSUR REPRESENTATIVE'S SIGNATURE TINLE {%8: DATZ
Iy : (elonev’ S0 o~ 3-20-/
Any deficlency stalement ending with an asterizk () denates a defidency which the institullon may be excused from comecting praviding Itis detenmined that
other saleguards provide sufieiant prolection 1o the patents, (See instructions.) Except for nuning homes, tha findings staled above are disciazabla €0 days
{olkeing the date of aurvey whethar or not a plan of comectian Is provikfed For nursing homes, the abaova findinga and plans of correction are disclosable 14
days following the dale thase documents are made available to the facility, If defic re cited, an sppraved plan of correcton (s requlsite to conlinued
program perilcipation, Black A7
PR R— S A T F o S .
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F 279 | Conlinued From page 1

anemia.
A review of Ihe Minimum Data Set (MDS) dated
10/12/2015 was codad as Resldent #3 had a
Stage 1 or greater pressure uicer, It was coded
for risk for pressure vlcers. An unhealed stage 4
pressure ulcer was present on admisslon, The
pressure ulcer measured 4.5 cm langth, 4,0 cm
width, and 0. 5cm deep. Thera was granulation
Ussua prasent. A stage 4 pressure ulcer was
documented on the pravious MDS,
The care plan daled 10113/2015 was reviewed, It
had no care plan for potential or actual skin
breakdown.,
The quarterly MDS dated 01/08/2016 |s coded in
saction M as Resldent #3 having  Slage 1 or
graater prassure ulcer. It documented Resident
#3 had one or more unhealed pressure ulcars,
There were no curent pressure ulcers caded on
M300. Pressure ulcers were present on the
pravious MDS,
The comprehensive care assessment (CAA) far
pressure ulcers (or the MDS daled 01/22/2018
documented the resldent conlinued to required
assistance for all activities of dally living, She was
at risk for pressure ulcers and had thers was lho
prasence of a pressure ulcer. Resident #3 was
incantinent of howel and bladder, She was
bedfast per her choice, She had a chronlc sacral
ulcer being lreated. It staled she was st risk for
non-haaling of her wound and future breakdown.
Thay were proceeding to the care plan.
Review of tha record revealed no care plan
updata for the MDS dated 01/22/2018,
An Interview with the MDS coordinalor conducted
on 03/03/2018 at 3:30 PM revealed that she
develops the resident’s care plan, She stated she
updated the care plan when the assessments
were dane and wilh changes, She stated she
gels informalion from the moming meeling whare

F279| for all current residents to ensure

that Section M Is completed and
aceurate for patient stalus.

Measures in place to ensure
practices will not re-occur. All
new admissions and readmissions
will be reviewed for potential and
actual wound care plans. The
Director of Nursing/Unit Manager or
designee will review the care-plan
goals and interventions for wound
prevention and actual wounds.
Data Analyst Verification
Specialists will check all care plans
during the completion of
Comprehensive Assessment to
ensure Sectlon M is accurate
based on resident and care plan,
weekly X 8 weeks, twice a month x
2 month, and monthly x 8 on 5
residents if applicable, Corporate
Nurse Consultant and Data Analyst
Verificallon Specialist reviewed
audlt requirements and ensuring all
residents have a polential and or
actual skin Impalmmen care plan
with MDS and DON.

How the facllity plans to monitor
and ensure correction Is
achieved and sustalned. The
results of these audils will be
reviewed during the Monthly QA
meeting for & periad of 12 months
for review for compliance and
revision as needed.
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. staff share what has happened and any
Interventions and she then updates the cara plan,
. I same had skin breakdown she would decument
" that in section M of the MDS. She got her
Infarmation from Lhe progress notes and wound
! assmssments, She staled she does do a chart
| review for the lack back pericd. The MDS
" coardinator stated if she wasn't aware of a wound
If there was anather way or syslem to know that
: and update the care plan she would have done
s0,
{ An Interview with the Direclor of Nursing was
| conducied on 03/03/2016 at 3:30 PM revealed
{ that it was her expactallon that the MDS care
 plan would be Inclusive, She stated thay are
| putting things in place for this Information to be
| available far staff including the MDS coerdinalor.
F 323 483.25(h) FREE OF ACCIDENT F323| F323
ss:n; HAZARDS/SUPERVISION/DEVICES How the corrective action will be
accomplished for the resident(s)
The facillty must ensure that the resident affectad. Resident #2 was
environment remains as free of accident hazards successfully transferved without
as Is possible; and each resident recelves injury using the fitted sling selected
- adequale supervision and assistance davicas to by the CNA.
| pravent accidenls,
How corrective action will be
accomplished for those
rasldents with the potential to be
affectad by the same practice.
E:-Is REQUIREMENT s not met as evidenced The Directordo : l;lurslng ,]Hn"du "
Basad on observations, staff interviews and Manager or designee will audit a
racord review the facilty faited to ulilize the current residents to determine that Bzolg
correct size siing for the mechanical Iift when various sling sizes are available to
Iransferring 1 of 4 sampled residenls (Resident accommodate manufaclurers
#2). racommendation by 3/31/16.
Findings Included
A review of Resident #2's clinical record history
|
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F 323 | Continued From page 3 F 323| Measuras In place to ensure
and physical dated 02/05/2016 revealed she was practices will not re-occur. Staff
totally dependent for her aclivities of dally living Nurses and CNA's In-serviced on
including transfers. Her mobility status was bed (o utilizing the appropriate size sfing
chair only, Her dlagnoses included senite for palients and how to identify the
dementia, functional quad, pressure ulcer, adull correct sling for a patlent, by
failure to thrive, chranic kidney disease, diabeles SDC/DON and completed by
wilh peripheral circulalory disarder. 3/31/16, SDC will educale all new
10/01/2015-03/01/2016 revealed a weight range size sling for a patient and how to
of 168.8-160.8 pounds. identify that sling. For Hoyer, they
A review of Resident #2's care plan revisad lll be educated on the followin
01/25/2016 revealed for ransfers sha requires a withe e &dap g
mechanical lI wilh staff assistanca for transfer to criteria based on sling
a broad chalr. m_anufacturer§ recommendation,
An observation of Resident #2 an 03/02/2016 at Sit to Stand Lift — the back belt
11:30 AM revealed Nurse Alde #2 (NA) and NA should be wide enough to fit from
#4 using the machanical lift Lo transfer Resident the top of the gluteal fold (between
#2 from her bed 1o the chair for lunch, Nurse Alde the buttocks) to 2"-3" inches below
#2 chose lo use the purple sling for the transfer, the lower edge of the palients
The purple sling was very large for the resident shoulder blades. The back belt
and during the transfer she slipped slightly in the should be long enough for belt
sling. fabric to fit around patients
An interview with NA #4 on 03/02/2016 11:45 AM ahdomen without loap fabric
revealed thal they usually use a smaller blue sling touching the patient, the sling may
{o transfar Resident #2 but one was not available. also have a thigh support which |s
An Interview with NA #5 on 03/03/2016 at 03:04 placed under the buttocks. For the
PM revealed she decided on tha size of the sling Hoyer ulllizing also manufaclurers
she used (or Resident #2 by holding It up and recommendation, the sling should
looklng atits slze. She stated she usually used a be lang enough to fit fram the
blue une and she liked that one since the slze botlom of the patlent's caceyx to
was betler for the resident. She stated the pumple the top of, or a few inches above
one was loo big for the resident. She stated she the atien'l' s head and wide erluu'gh
just holds up the sling to see if it is too big and If ( Flli fabric to extend at least
she thinks iLis too blg sha gets another one, She or sling 1a fth HiGifits
slated It was notin lheir care gulde which size to two inches In front of the patien
use {of the resident. She staled using the right anterior shoulder. The DON/Unit
size sling was for salety because If il's was (oo Manager or designee will walch 5
big the resident could slip out or move more to transfers a day for 3 days weekly
one side and thelr body lipped, She stated times 4 weeks, then once a week X
FORM CMS.2567((02-99) Pravious Versions Chsolate Event ID"O1TO1N Fecty 1D 955030 W eontlinuation sheat Paga 4 of 13
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Continved From page 4
somelimes they have lo look for a sling or go lo

i the laundry lo get one.

An Interview with the Rehabilitation Director on
03/03/2016 at 04 30 PM revealed that nursing
choases the size of the {ransfer slings, She
stated that staff had been In-serviced |ast fall In
2015 efier the last recertification survey, Tha
in-service occurrad the last week of October 2015
and Ihe first week of November 2015, It was
conducled by the Slaff Development Coordinator
for staff as part of the plan of correction for the
last recertification survey, She stated it was her
understanding that the sling size went by the
resident’s weight

An Interview with the Minimum Data Set (MOS)
Coordinator on 03/03/2016 revealed she attended
an In-servica last Oclober 2015 on use of a fift for
transferring residenis safely, It was required far
all nursing staff, She could not remember any
specific Instructions about use of the slings or
how the size sling o be used for a resident was
detarmined.

An Interview was conducted with the Direclor of
Nursing (DON) on 03/03/2016 at 03:30 PM
ravealed that the size of the sling to be used far
transfers was documented lor care staff en the
elaclronic kardax, She pulled up Resldent #2's
kardex and there was no documenlation of what
sling size to use for Resident #2's transfers using
the Iift,

A review of the manufacture's Uni-fit sling size lo
weight general reference guida indlcated slings
ware colar coded and a siza were listed by welght
range, The purple sling used by the slaff lo
transfer Resldent #2 on 03/02/2016 at 11:30 AM
was purple XXL which was for someone who
welghed between 450-600 pounds. The blug/L
sling was for a patient welghing 180-250 pounds.
The rediM size sling was to be used for scmaone

F323; 4 weeks, twice a month x 1 month,

and monthly x 9. Audils will be
completed and tumed in to
Administrator to ensure
compliance,

How the facility plans to monitor
and ensure corraction Is
achleved and sustalned. The
resulls of these audils will be
reviewed In Manthly QA X 12
months for review for continued
compliance and revision as
needed,
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F 323 | Conlinued From page 5 F323
: 110180 pounds,
An interview was conducted with the DON on
03/03/2016 at 6 04 PM revealed that it was her
expactation the nursing staff follow tha
manulacturar's quidelines for use of the correct
sling size far each resident belng transferrad by
the mechanical lI. She slated that they need a
syslem to communicats the correct sling size to
the nursing slaff,
F 514 | 483.75{l)(1) RES F&14] F5i4
§5xD RECORDS-COMPLETE/ACCURATE/ACCESSIB How the corractive action will ba
(LE accomplished for the resident(s)
_ affected. Skin assessment for
The facllity must maintain clinical records on each residents was completed for
resident In sccordanca with accepted professional residents #1. #2. #3
slandards and practices that are complale. P
:c‘mﬁ‘:{fﬂ;ﬂﬁ:gﬁd“y accessible. and How corrective action will be
y iy J accomplished for those
The clinical record must contain sufficient residents with the potential to he
informaltion lo identify the resident, a record of the affected by the same pragttca.
residenl's assessments; the plan of care and The Director of Nursing/Unit
services provided, the rasulls of any Manager or designee audited all %’au [ I
preadmission screening conducted by the State. current residents’ skin assessments
and progress noles. to ensure completion. Resident
records not in compliance were
updated.
This REQUIREMENT Is not mel as evidenced
by Measuras In place to ensure
Basad an record review, observations and staff practices will not re-occur. On
(nlerviews the facility falled to maintaln accurate 3/31/16, the nursing staff was
medical records for weekly skin assessments for educated on appropriate
3 of 4 sampled residents (Residents #1, #2 and documentation Skin Assessment
#) every 7 days, Wound Record every
Tha findings included _ 7 days If applicable and Potential
1. Resldent #1 was admitted 1o the facllity on and Actual Skin Impairment Care
01/04/2016 with diagnosis of adult fallure to Plans In place for skin integrity
thrive, protein calore malnutrillon and prassure Issues. The Director of Nursing/Unit
f
FORM CMS-2567(0299) Pravsous Verviona Cbetele Event 1D O1TONU Faclty 1D 955020 Il eontinuntion sheat Page 8 of 12
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area of sacral ragion,

Tha quartedy Minimum Data Set (MDS) dated
01/04/2016 Indicated Resident # 1 was
maderatety cognitively impaired and required
extensive assistance from staff for bed mobility,
lecomolian, and loileting. Resident #1 requirad
supervision with ealing and was dependent for
personal hygiene and bathing activities. The
01/04/2016 MDS also indicalad thal resident #1
had no pressure ulcers and was at risk for
developing pressura ulcer.

Review of the weelly skin assessmenls for
Resldent #1 for January, 2016, Included a skin
assessmant completad on 01/04/2016 with a
stage 2 open area lo sacrum which measured 1
cm in length by 1 cm In width and 0.25 cm in
depth. There was no weekly skin assessment
completed for the waek of January 10, 20186,
Waekly skin assessmenls daled January 22,
2016 and January 29, 2016 respectively, noted
that butlocks were red,

Record raview for Resident #1, revealed some
weekly skin assessments for February, 2016
were compleled, A weekly skin assessment dated
02/05/2016, revealad a stage 2 pressure ulcer of
her sacrum which measured 1.2 em in langth with
no widih or depth dacumented. A weekly skin
assessment daled 2/11/2016 revealed a slage 3
pressure area lo her sacrum which measured 7.5
cm In langth, 7.5 cm (n width and no depth
documented.

An Interview with the Direcior of Nursing (DON)
on 03/03/2016 at 3:30 PM revealad that she was
aware that weekly skin assessments were not
being completed weekly and that she had starled
to implament the weekly skin check schedules.
The DON was unable to provide information
about quality monftoring to ensure assessments
wera complels and accurale, The DON slated

of the weekly skin assessments for
current residents by 3/31/16.The
DON/Unit Manager or designee will
audit 75 % of resldents weekly x4
weeks, 50% of resident weekly x 4
weeks and 25% of residents x4
weeks. Audits will be completed
and turned in to Administrator to
ensure compliance.

How the facility plans to monitor
and ensure corraction is
achleved and sustained. The
results of these audits will be
reviewed during the Monthly QA
meeting for a periad of 3 months
for review for compliance and
revision as needed.
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Continuved From page 7

that her expectation was that all assessmenls be
compleled accurately and completely for each
rasidanl.

An Inlerview with the nurse consultant on
03/03/2016 at 4'00 PM ravealed that thay did not
have a wound care or treatment nurse on
schadule and that weekly skin assessments ware
lo be compleled by the nurse assigned to
complete them as indicated by the alert in tha
electronic racord system, The nurse consultant
staled that he was aware that skin Inlegrity areas
had not been documented comptetely or
consistenlly for any residents and his expectation
was that with the new DON that all assessments
woukl ba scheduled and completed accurately
and timely.

2. Resident #2 was admitled to the facilily on
06/05/2012 with diagnosas including
carabravascular  disease, Alzheimer's
disease, cangestive hear failure, diabetes,
anemia and chronic kidney disease. On
12/09/2015 a pressure ulcer Stage 2 an the
sacral area was documenled,

The quartery MDS dated 12/31/2015 indicaled
Resident #2 was saverely cognitively impaired
and required extensiva assistance with bed
mobility, transfers, bathing, dressing, tolleling and
galing. It Indicated the use of a presstice relleving
device an the bed matiress. Range of molion
was Impsired an both sides.

Revlew of weekly skin sssessments for Resident
#2 from 11/09/2015-12/24/2015 were net In the
residant ' 5 record, The skin assessment
11/02/2015 documented skin intact. The
12/31/2015 weekly skin assessment documented
a laft buttacks pressure ulcer Stage 2 length 2
centimaters {cm) X width 1em,

Awaekly skin assessment indicated pressure

F 514
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ulear left butlocks length 2em X width 1cm Stage
2 previously staged by RN, No skin assessmants
ware available from Nov. 9, 2015- Dec. 24, 2015.
An Interview with Nurse #3 on 03/03/2016 3 30
PM revealed skin assessmenls were done weekly
by the nurses and were documented In the
electronic record, An audit done by the Nurse
Consultant revealed that they were really far
behind doing the weekly skin assessments. Thal
Is why weekly skin assessments were not
avallable.

An Interview with the Director of Nurses (DON) on
03/03/2016 at 3 30 PM revealed that she was
aware the skin assessmants had not been

' completed weekly. She had begun lo implemeant
- a weekly schedule lo assure the waekly skin

. assassments were complated. She stated she

. had no Information o provide that the weekly skin
assessmenls were complate and accurate The
DON staled her expectation was that all
assessments be completed accurately and
campletely for each resident.

An inlarview with the Nurse Consultant on
03/03/2016 at 4.00 FM revealed that lhe skin
assassments wara not [n lhe clinical record for a
number ol weeks. He statad they did not have a
wound care or trealment nurse at the facility and
the weekly skin sssessmenls were lo be
complated by the nurse assigned lo complete the
assessment as Indicated by an alert In the

| eleclronic record syslem. He stated thal he was
aware lhat {he skin assessments had not been
dacumented completely or consistantly for any
rasidents and his expactation was that the new
DON would have assessments scheduled and
compleled accurately sach week.

g 3. Resldent#3 was admitted ta the facility on

3 02/09/2015 wilh dlagnoses of dementia, asthma,

| emphysema, hyperlension, adult (allure ta thrive

F 514

FORM CM8.2567(0249) Previeus Versions Obaakete Evenl 1D Q17O

Faoldy 10 855000

If eontinuation shee! Paga 8 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES

STATEMENT OF DEFICIENCIES
AND PLAN OF CORREGTION

ENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 03182016
FORM APPROVED

OMB NO. 0938-0391

{%1) PROVIDER/SUPPLIERIGLIA
IDENTIFICATION NUMDER.

348471

{%2) MULTIPLE CONSTRUCTION

A BUILLING

B, WING

(%3} DATE SURVEY
COMPLETED

c
03/03/2016

NAME OF PROVIDER OR SUPPLIER

MECKLENBURG HEALTH & REHABILITATION CENTER

STREET ADCRESS, CITY, STATE. ZIF CODE
2416 SANDY PORTER ROAD
CHARLOTTE, NC 28273

410
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION}

1]
PREFIX
TAG

DEFICIENCY)

PROVIDER'S PLAN OF CORRECTION st
(EACH CORRECTIVE ACTION SHOULD BE CCHPLETION
CROSS-REFERENCED TO THE APPROPRIATE DATR

F 514

Conlinued From page 9

and anemia,

The quanerly Minimum Data Set (MDS) dated
10/12/2015 documented an unhealed, Stage 4
pressure ulcer present on admission, It measured
4.5 centimeters (cm) in length x 4.0 cm width x
0.5 deep. There was granulalion tissue. The care
plan daled 10/13/2015 had no care plan for
polential or aclual skin breakdown, The care
updated 01/08/2016 documented a chrenlc sacral
ulcer, Araview of the MDS daled 01/22/2016
indlcaled Resident #3 had a Stage 1 or grealer
prassure ulcer. Thera was no care plan updale
{or the MDS dated 01/22/2016,

A review of Resident #3 ' s weekly skin
mssessmenls revealed on 11/2/2015 she had a
pressura ulcer on her sacrum. Thera were no
weeldy skin assessmenls available for the rest of
November up until December 23, 2015. The skin
assessment daled 12/23/2015 documented a
pressure ulcer on her sacrum, Weekly skin
assessmenis dated 12/30/2015, 01/04/2018, and
01/11/2016 documented " an opan area * on lhe
sacrum, The skin assassments 01/14/2016
-02/08/2016 documented an, " open area * on
the caccyx. The skin assessment on 2/22/2016
documented a * pressure area on the sacrum ",
There was nothing documeniad on the weekly
skin assessmant daled 2/25/2016, The weekly
skin assessment documented * pressure ™ on
the sacrum, Thera are no measurements
documentad for the “open" or “ pressure "
areas on {he sacrum or coccyx area an the skin
assessmenls reviewed after 11/02/2015 -
02/29/2016.

An Interview wilh Nurse #3 on 03/03/2016 03:30
PM revealed skin assessments were dona weekly
by the nurses and were decumented In the
electronic record, An audit dona by the Nurse
Consultant revealed that they were very far

¥
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behind deing the weekly skin assessmenls and
that was why weekly skin assessments were not
avallable,

An Inlerview with the Direclar of Nurses (DON}) on
03/03/2016 at 3:30 PM revealed thal she was
awara the skin assessmenls had not been
completad weekly. She had begun lo implement
a weekly schedule to assure the weekly skin
assessments were complatad. She stated she
had no quality monitoring dala lo demonstrale
that the weekly skin assassments were complele
and accurate. The DON staled her expectation
was (hat all assessment be completed accuralely
and completely for each resident.

An Interview wilh the Nurse Consultant an
03/03/2016 at 4.00 PM revaaled that tha skin
assessments wera not in the clinleal for a number
of weaks. He staled they did not have a wound
care or treatment nurse at the facllity and the
weekly skin assessmants were lo be completed
by the nurse assigned to complete the
assassmant as Indicated by an alert in the
elecironlc record system. Ha stated that he was
aware that the skin assessments had not been
documented completely or consistently for any
residenis and his expectalion was that the new
DON wauld have all assessmenis scheduled and
completed accurately each week,

F 520 | 483.75(0)(1) QAA

55=p | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

A facility must maintaln a quality assessment and
assurance commitlee conslisling of the direclor of
nursing services; a physiclan designated by the
facilily, and at least 3 other members of the
facllity's staff.

F514

F520

affected. F279 Spacific

by the CNA for transfer.

How the corractive actlon will be
F5201 accomplished for the resident(s)

measurable goals were added lo
care plan for resident #3 and
Resldent #2 was safely transferred
utllizing the sling that was utilized

Haw corrective action wlil be
accomplished for those

FORM CMS-2561(02-89) Provious Verssons Obsclete Event 1D D1TON

Feclty ID $35030

Il continuation sheat Paga 11 of 13




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED. 03/18/2016

FORM APPROVED

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (41} PROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AN PLAN OF CORRECTION IDENTIFICATION NUMBER A BUILDING COMPLETED
c
346471 B WING 03/03/2018
NAME OF PROVIDER OR SUPPUER STREET ADORESS, CITY, STATE. 2P CODE

MEGKLENBURG HEALTH & REHABILITATION CENTER

2416 BANDY PORTER ROAD
CHARLQTTE, NC 28273

|

* The qualily assassment and assurance
commitlea maets al least quarterly to [dentify

, Issues with respect to which qualily assessment

! and assurance activitles are necessary; and

| develops and implements appropriate plans of

: action to correct identified quallty deficlenclas.

; AStale or the Secretary may not require

 disclosura of the records of such committge

i except Insofar as such disclosure Is relaled to the

: compliance of such committee with the

‘ requirements of this sectian.

Good faith attempts by the committee lo Idenlify
and comect quality deficiencies will nat be used as
a basis for sanctions,

This REQUIREMENT Is not met as evidenced
by:

Based an observations, record review and staff
and resident inlerviews tha facility's Quality
Assessmant and Assurance Commitiea falled to
maintain implemented procedures and monitor
these inlerventions that the committee put into
place Qclober of 2015, This was for two recited
deficiencles which were originally ciled In
September of 2015. The deficiencles ware in the
areas of accident hazards and development of
comprehensive care plans. The continued failure
of the facility during two surveys shows a pattem
of the facllity's inabilily lo susta’'n an eflective
Quality Assuranca Program.

Findings include
This lag is crossed referenced to
1a, F323 Accidents/Hazards Based on
| abservations, staff interviews and record review

f the facility failed to utilize the carrect size sling for

affected by the same practice.
Individual actions denoted on said
area for cliation F-279 & F-323.

Measures In place to ensure
practices wlll not re-occur.
Individual actions denoled on sald
area for citation F279 & F-323.

How the facility plans to monitor
and ensure correction Is
achlievad and sustained. The
Results of audit will be reported
during monthly QA speclfically to
discuss F 279 &F Tag 323 and first
meeting will be the April meeling to
discuss compllance with POC and
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE counEmaN
1ag | REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
|
F 520§ Conlinued From page 11 F 520/ resldenis with the potentlal to be

230/ 16

FORM CM§-2557(02.89) Pravious Vertions Gbsolate

Event 1D O1TON

Facly D 955030

If conilnuation sheat Page 120l 13




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

PRINTED: 03/18/2016
FORM APPROVED

OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUFPLIER/ICUA
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER.

345471

(X2} MUATIPLE CONSTRUCTION
A BULDING

B WNG

{%3) OATE SURVEY
COMPLETED

c
03/03/2048

HAME OF PROVIOER OR SUPPLIER

MECGKLENBURG HEALTH & REHABILITATION CENTER

STREET ADDRESS. CITY, STATE, ZIP CODE
2446 SANDY PORTER ROAD
CHARLOTTE, NG 20270

(X4)10 SULMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG AEGULATORY OR L5C IDENTIFYING INFORMANION)

™ PROVIDER'S PLAN OF CORRECTION o

PREFIX [EACH CORREGTIVE ACTION SHOULD BE COMRLETICH
TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENCY)

F 520 | Conlinued From page 12

the machanical lit when transferring 1 of 4
sampled resldents (Resident #2),

During the survey of Septembear 2015, the lacility
failed lo use the corec! methad for lransferring a
resident causing an injury. Tha facility was recited
at F 323 on the currant survey for failing utilize
{he correct size sling when using a mechanical lift
lo transfer a resident.

b, F279' Develop Comprehensive Care Plans
Based on staff Inlerview and review of recards
tha facility failed lo davelop a comprehensive
care plan thal included a problem, goal and
interventions for pressure ulcars,

During lhe survey of Seplember of 2015 the
facility failed lo davelop a comprehensive care
plan for a resldent regarding psychotrople
medication. On the current survey the (acflity also
falled to develop a comprehensive care plan fora
resident regarding trealment for actual or
potential skin break down,

During an interview on 03/03/2016 at 5 44 PM the
Administrator stated the Quaslity Assessment and
Assurance commiltes mests monthly. Thay look
at thelr POC from former surveys to determine
whal drives the agenda for and any service llems
that came up, They do in services with staff to
cammunicate the plan. He stated they do
observations and audils lo manitor progress. The
Administrator added the facility ' s stalf turnover
rate was huge. Tha plan was lo keep key
posilions filled. They have to standardized the
QA process and hold staff to it. The kay posillons
were depariment heads and tha tumover had an
exponential impact on their QA plan and process.
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