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Living Center

May 26, 2016

North Carolina Department of Health and Human Services
Division of Health Service Regulation

Nursing Home Licensure and Certification Section

1205 Umstead Drive

Raleigh, North Carolina 27603
Dear Ms. Osabel;

- Thank you for your assistance related to revisions of the plan of corrections. if there is any additional
information needed please, do not hesitate to call me or Corrie Wilson, DON.

Thank you for your time,

Danute Nykas /’\

Administrator

919-471-3558

303 East Carver St, Durham, Nosth Carolina ¢ 919.471.3558 + Fax 919.477.5133 « www.carverlivingcenter.com
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F 166 | 483.10{f}(2) RIGHT TO PROMPT EFFORTS TO F 166
55=D | RESOLVE GRIEVANCES 1. Resident #100 grievance resofved 4f27116

Aresident has the iight to prompt efforis by the
T ey o résolvé grievances the resident may

have, including those with respect to the behavior resotved 5/6/16 by Sw #2,
of other residents.

- by Social Worker #1._Resident #95 grievance— | -——— - -

i' 2. 100% audit of grievances from March 2016

ThHis REQUIREMENT is ot met a5 evidenced WoTarTentUate reviewed for timely

by: 8
Byased on facility policy review, record review, resolution and foflow up with Resident and
staff interview, and resident inferview, the facility or family by Social Worker #1 and 2. No other
failed to resolve grievances promptly and failed 1o )

follow thelr grevances policy for 2 of 3 sampled unresolved grievances were noted on findings.

residents {Residents #100 and #05) reviewed for

grievances. The findings inciuded: 3. Alk grievances will be addressed per policy.

The facility's " Grievance Policy and Procedure” Grievances will be reviewed daily in Morning

was reviewed. The policy read, in part
. X ’ Manager's Meet; -Fri
- Grevances will be recorded on a B eeting (Monday-Friday). Weekend
C_ompilment/Conoem Rerford Fcnfm. These forms Manager on Duty or Weekend Supervisor wil
will be located at the nursing stations and the
central business office. Any issue that needs to address grievances as required or notify appropriate
be addressed, and its resofution, will be indicated
on the form. ' manager. Grievance forms are Jocated at all
- Al grievances will be investigated within 72 .
hours-or sooner-depending onthe naiure ofthe Nurse-s—&m'ﬂnmﬁﬁﬁsrﬂeteptimmre'a—, Y S —
concern .
: . . s DON Office, and Admini
- The Administrator andfor designes will inform nistrator’s Office,
the par_ﬁes involved in the grievance of the Alf staff including prn educated on grievance
resclution or outcome of the grievance
investigation. The facility will nofify all parfies process by SDC for nursing, Housekeeping

interested of the resolution to ensure that the
grievance was handled to the satisfaction of ihe .
individuai(s) who filed the grievance.

Director for housekeeping staff, Dietary Manager

for dietary staff, Administrator for Managers were

1. Resident #100 was admitted to the facility on completed by S .
. . 19.16, f
1/2/09 with multiple diagnoses that inciuded pleted by 5/19.16. Grievance Log and bookis

dementia, anxie}ﬁ}, and dﬁp}eS’SfDﬁ.\We quarterly

Ve d
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Any defidency staiement ‘éfﬁing ; ;h asterisk (7} denofés a dycﬁéemy—wh'rch the instition may be e’;ccusad from comrecting providing s determined that *—@W;
v Late

o' -afeguards provide sufficieny protection 1o the patienis. {See insfructions.} Except for nursing homes, the findings stated above are disclosable 8D days
it 3 the date of survey whether or not a plan of correction is Hed, For nursing homes, the above findfings and plans of comection are disclosable 14

days soliowing the date these documents are made availat . I defidiencies are cited, an approved plan of correction is requisite to continued ‘ﬂ:}& /4 é
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Minimum Data Set (MDS) assessment dafed
1129418 indicated Resident #1006 had significant
| cognitive impairment. . _ __ S

The grievance forms were reviewed from March
1, 2016 through April 20, 2016, A grievance form
daied 4/13/16 indicated multiple concerns
reported by a family member of Resident #1090, 1t

or new grievances,

tocated in Administrators Office and is reviewed

daity (Monday-Friday} by Administrator for resolution

. 4. Social Workers and/or Administrator will present

findings monthiy to QA Committes for review and/ or

indicated the Director of Nursing (DON) reviewed
the form on 4/13/16 and the resolution stated "will
cail to attermnpt {o set up a meefing to discuss all
concerns”. The notifications of resofution section
was incomplete. There was no documeniation to .
indicate if the resident/family had been noiified of
a resolution.

An interview was conducted with the DON on
421116 at 8:55 AM. She stated her expeciation
when a grievance was recejved was io disouss
the grievance in the morning meeting and geta
resolution within 72 hours as per facility policy.
She indicated if the grievance involved an
ongoing issue that required monitoring, the
grievance would be kept open. If the grievance
had been resolved it would be closed. She staled
that if a concern was received verbally by staff

and will be ongoing.

5. Compliance date 5/19/16

revisions, This Is a monthly requirement

that they were expected fo fill out 2 grievance
form and hand it in to a Social Worker (SW) or
the Unit Coordinator. The DON indicated if she
personally received information of a grievance
verbally, by emall, or in writing that was nofon an
official grievance form, she may or may not have
put it on a grievance form. She stated she had
filled out a grevance form in the past, hutshe
had not always done this. She indicated the
expectation was to complete a grevance form.

The interview with the DON continued. The DON

indicated sha was aware of one grievance form

FORM CHS-2557{02-82) Previous Versions Obsoleie Event ID: X8TQ 4t

Facility iy, 923077
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from April 2016 for Resident #100. She stated
she was unable fo recalf any addifional
grisvances for Resident #100. The grievance mremee e : ' TV T

form dated 4/13/16 for Resident #100 was
reviewed. She staled she was aware of this
grisvance and she had initially reviewed i on
4/13/16. She indicated she had spoken with
Social Worker (SW) #1 fo follow up on the

resolulion. The DON addifionally indicated that
SW#1 informed her the family member had
declined a meeting, She stated she was unsure if
this information had been documented by SW#1.
She indicated the resolution had not been
reevaluated. The DON revealed the facility had a
problern with the grievance process apd that it
was going to be corrected.

Aninterview was conducted with SW#1 on
4121116 at 10:05 AM. She reviewed her
documentation for Resident #100. SW#1
indicated that sometime in the middle of March
{2018}, she was unable to recall the exact date,
the DON had informed her of a number of
cencerns from Resident #100's family member,
She Indicated she was unaware of how the DON
scame aware of the concerns. She stated she

dict ot kmow if @ grievance form Had been
completed in March for Resident #100. SwW #i
revealed she had contact the famity member by
phone on 3/28/16 to offer a meeling and the
farnily member declined.,

The interview with SW#1 continued. She staied
she contacted Resident #100's family member by
phone on 4/13/16 as a normal call to check in
with the family. She indicated the family member
shared a number of concems with her and she
then completed a grievance form for Resident
#100 on 4/13/16. SW#1 stated she gave the

FORM CMS-2567(52-88) Previous Versions Obsolele Event ID: X814t Facilty ID: 222077 If eontinuation sheet Fage 3of 50
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F 166

Continued From page 3

form to nursing staff and the form was then given
to the DON. SW #1 indicated on 4/15/16 the

-DON-asked her te-cemactthe-family member fo T F

schedule a mesting. She revealed she had not
calied the family member on 4/15/16. She stated
she contacted the family member on 4/18/16.
SW#1 indicated she spoke with the family

F 166

member.by. phone on 4118446 and the family

member agreed {o a meefing. She stated 2
meeting was not set up while she was on the
phone on 4/18/16 and she was unable fo recall
why. SW#17 indicated she received a phone
essage frorm the family member on 4/19/18.
She stated she had not had the epportunity to cail
the family member back yet. SW#1 indicated
she was aware of the facility * s pelicy on the
timeframe for grievance resolutions, She
revealed grievance resolufions were expecled o
be completed within 72 hours. She indicsted the
reselution for this grievance had not been
compleied as of this date (4/21/16).

2. Resident #95 was criginally admitted to the
facility 10/14/08 and fast readmitied to the facility
112115, Cumulstive diagnoses included

hemiplegia (paralysis on one side), anxiety,
depression and bipolar diserder.

A Quarterly MDS dated 3/18/16 Indicated
Resident #35 was cognifively intact, He required
extensive assistance with bed mobility, dressing,
ealing, personal hygiene and fotal assistance was
needed with bathing. Limitafions in range of
motion was noted on one side for the upper and
fower extremities.

During stage 1 on 4/18/16 at 4:02 PM, Resident

#95 was inferviewed. He stated someone on

FORM CH48-2557(02-99) Previous Versions Dbsolats

Event1D; X8TQ1

Facstty ID: 923077

if continuation sheat Page 4 of 50




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

"PRINTED: :04/20/2016

l STATEMENT OF DEFICIENCIES (1) PROVIDERISUPPLIERICEIA
. PLAN OF CORRECTION IBENTIFICATION NUMBER:

345434

X2y MULTIPLE CONSTRUCTION
A BUILDING

B.WING

FORMAPPROVED

OMB NO. 0938-0391

(X3) DATE SURVEY
COMPLETED

0412172046

NAME OF PROVIDER OR SUPPLIER

CARVERLIVING CENTER

STREET ADDRESS, CITY, STATE, ZiP CODE
321 EAST CARVER STREET

DURHAM, NC 27704

04 1D SUMMARY STATEMENT OF DEFICIENCIES
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG REGULATORY OR LSC IDENTIFYING IRFORMATICN)

o PROVIDER'S PLAN OF CORRECTION )
PREFIX {(EACH CORRECTIVE ACTION SHOULE BE COMPLETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY}

]

F 166 | Confinued From page 4

night shift had taken the call bell out of the wall
and put something in the hole so the call bell

taken his water pitcher and fold him he needad o
cut back on his water. Resident #95 said he had
informed & nurse on day shift about the call light
and water pitcher about two to three weeks ago
and that nurse had "written it up" for him.

| would not alarm. He also said someone had .

F 166

Resident #95 indicated he did not know if
anything had been done about it

Areview of the grievance fogs for tha past six
months revealed one grievance had been filed on
behalf of Resident #95 by his family on 12/21/15.
There were no other grievances documenied as
filed by Resident #85 or grievances filed on his
behalf.

On 4/20/18 around 10:00AM, an inferview was
conducted with sodial worker #2 who stated he
had not receivad any grievances from or on the
behalf of Resigent #35 but he would check with
Mirse #3 about Resident #95's concerns,

On 4720/16 ai 3:00PM, sodiai worker #2 stated he
had spoken with Nurse #3 and asked him about

I I Resident #Ub telling Hiri sbout the call ight and
staff taking his water pitcher. He stated the nurse
told him that Resident #85 had fold him about
both problems but Nurse #3 did not wite up a
grievance form.

On 4/20/2016 at 5:51 PM, Nurse #3 was
interviewed via telephone. He staled Resident
#85's sister and daughter had complained 1o him
about a person en night shift who unplugged
Resident #85' call ight and put somsthing in the
light so it wouldn't b off. Nurse #3 said he talked
o Resident #395 who staled he was not sure of

FORM CI48-2567(02-98) Previous Versions Obsolete Event 1D XBTON Falfly 1D: 523077
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F 168

Continued From page 5

the date but the incident had happened about iwo
weeks prior {o felling Nurse #3. Nurse #3 also
stated Resident #95 said staff did not filf up his

water pitcher and one of the Tadies {old him that
he needed fo cut back on his consumption,
Nurse #3 said he filled out a grievance form that
day (about two weeks ago) and put it in the alert
chariing boak that was located at the nursing

F 168

x5)
COMPLETION
DATE

siafion. He also staled that he verbally fold the
Director of Nursing the same day he wrole the
grievance form.

On 4/21/16 at 8:55 AM, an inferview was
conducted with the Director of Nursing. She
stated her expectsation when a grievance was
received was to discuss the grievance in ihe
morning meeting and get a resolution within 72
hours as per the facility pelicy. 1 itwas an
ongoing issue that required moniforing, the
grievance would be kept open. ¥f it was
something that was reselved, the facility would
close the grievance and move on.

Ii there was a concern received verbally by staff -
most of the time they wroie a gievance form out,
The expectation was to write a grisvance form

eut—The-grevaneeform would be given-io the
soctal worker and/or the unit coordinator 1o follow
up. She stated a grievance would not be pfaced
in the alert charling book.  She said she had not
been informed verbally by anyone of any
grievances that involved Resident #95.

The Director of Nursing stated if she personally
received a grievance verbaily, email, or in writing
that was not on a grievance fom - she may or
may not put it on a grievance form and may or
may not put it on the grievance log. She stated
she has filied out a grievance sometimes in the

FORM CMS-2567{02-93) Previous Versions Obsolste

Evenl 1D: X8T Qi3

Facibiy I0r 923077
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F 166 | Continued From page 6 F 166
past, but not always. The expectation was to put
it on the grievance log and fill out a grievance
form, S o _ -
If a meeting was o be set up with the concerned
party/ family/ resident as part of the ressiuiion,
the social worker was responsibie for setting up
the meeting. The Director of Nursing stated Tag 247
fievances Were su d to be resolv fthi
g nee ppqse . resol ed vithin 1. SW#2 spoke to resident #95, #38, and #87 and
72 hours as per the policy, but if the family was
unable to be contacted, resolution may not their RP regarding roormmate notification. No
happen within the 72 hours and she expacied
staff to document this information somewhere. issures resulted with new roommates. Documentation
The Director of Nursing stated she knew they had
a problem with the grievance process and this completed in records 5/6/16.
would be corrected. .
=047 483.15(e)(2) RIGHT TO NOTICE BEFORE F 247 2. 100% room change audit completed 5/2/16. By SWH1 and #2
s5=B | ROCOM/ROOMMATE CHANGE

--Based-onrecord review andsigifand resident

A resident has the right fo receive rotice before
the resident's room or roommate in the facility is
changed.

This REQUIREMENT is not met as evidenced
by:

No issues noted. Some residents did o into private rooms,
3. Social Workers and Admissions Coordinator were educated

by Administrator to maintain room change logs and notification

with documentation to ensure proper communication on 5/9/2016

Social Workers are responsible for informing resident and responsible

interview, the facifity failed to inform the resident
who was receiving a new roommate for 3
(Residents # 95, #38 & #87) of 3 sampled
residents reviewed for admission, transfer and
discharge. Findings included:

1. Resident # 95 was admitied fo the facility on
10/14/08. The quarterly Minimum Daia Set
{MDS5) assessment dated 3/18/16 indicaled that
Resident #85 had intact cognition with the Brief

5. Compliance date 5/19/16

l

proper notification and documentation, weekly for four weeks and
monthly thereafter. Log wilf be kept in Admissions Office.
4. Findings will be presented to QA Committee monthly for review

and/or revisions by SWH2 times 12 months.

family and document outcomes. Audits wilt be completed by

Admissions Coordinator on ali new room changes to ensure

FOR#A C148.2557({02-239) Previous Versions Obsolele

Event ID: X570

Faciky ID: 223077
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Interview for Menial Siatus (BIMS) scare of 15.

On 47187186 at 4:18 PM, Resident #05 was

interviewed. He indicated that he had a new
roommate and nobody had informed him. He
stated " they just showed up.

On 4/21/16 at 11:15 AM, the admission siaff

X419 SUMMARY STATEMENT OF DEFICIENCIES in PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MEIST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 247 | Continued From page 7 F 247

x5
COMPLETION
DATE

member was interviewed. She stated that she
normally informed the resident if a new resident
was coming to the room, either a new admit or a
transfer from another room and document the
conversation on the social work notes.

On 4/21/16 at 12:46 PM, the admission siaff
member confirmed that Resident #395 had a new
roomrmate but she could not find documentation
in the social work notes that he was inforred
about it

On 4/21/16 at 1:20 PM, Social worker #2 was
interviewed. He stated that if the resident was
informed of the new roormmeate i should have
been documented in the resident’s medical
records. He added that he could not find any
documentation that Resident #95 was informed

whén he received a new roommaie.

On 4/21/16 at 5:00 PM, the Director of Nursing
was interviewed. She stated that the admission
staff and the soctal worker were responsibile in
inferming the resident of room change or new
roommaie assignment and document the
convarsation in the resident's records.

2. Resident #38 was admitied to the facilify on
528712, The annual MDS assessment dated

FORK CHS-2557(02-83) Previous Versions Obsclete

Event 1D; X8TQH

Fecifly ;. §23077
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1/26/16 indicated that Resident #38's cognition )
was moderately impaired with the BIMS score of
9. _ .

On 4/18/16 at 4:48 PM, Resident #38 was
interviewed. He siafed that he had a new
roommate and he was not informed about it

On 4/2/16 at 11:15 AM, the admission staff
member was inlerviewed, She stated that she
normally informed the resident if a new resident
was coming io the room, eithera new admit or a
transfer from another room and document the
conversation on the social work noies.

On 4/23/16 at 12:46 PM, the admission staff
member confirmed that Resident #38 had a new
roommate but she could not find documentation
in the social work notes that he was informed
sbout it

On 4121116 at 1:20 PM, Sociat worker #2 was
interviewed. He slated thal if the resident was
informed of the new roommate it should have
been documented in the resident's medical
records. He added that he ‘could not find any

i 7 docomentation that Resident #38 Was informed
when he received a new rocrymate.

On 4/21/16 at 5:00 PM, the Director of Nursing
was interviewed, She stated that the admission
stafl and the social worker were responsible in
informing the resident of room change or new
roommate assignment and document the
conversation in the resident's records,

3. Resident #87 was admitied fo the facility on

FORM Cr8-2857(02-95) Previows Versions Obsolale Evenl 1D: X8TQ4]
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10/10/15. The guarery MDS assessment dated
2/26/186 indicated that Resident #87°s cognition
was moderately impaired with the BIMS score of . .
8.

On 4/19/16 at 9:42 A, Resident #87 was
interviewed. She stated that she had a new
roommate and she was not informed about i,

F 247

On 4/21/16 at 11:15 AM, the admission staff
member was interviewed, She siated that she
normally informed the resident if a new resident
was coming fo the room, eiiher a new admitora
fransfer from another room and document the
conversation on the social work notes.

On 4124116 5t 12:45 PM, the admission staff
member confimned that Resident #87 had 2 new
roommate but she could not find documeniation
in the social work notes that she was informed
about it

On 4/24/16 at 1:20 PM, Social worker #2 was
interviewed. He stated that if the resident was
informed of the new roommate it should have

“ T been documented in the residents medicalr T
records. He added that he could not find any
documentation that Resident #87 was informed

when she received a new roommate.

On 4/21/16 at 5:00 PM, the Director of Nursing
was interviewed. She siated that the admission
staff and the social worker were responsible in
informing the resident of room change or new
roommate assignment and document the
conversation in the resident's records.

F 253 | 483.15(h)(2) HOUSEKEEPING &

F 253
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S8=D [ MAINTENANCE SERVICES

maintenance services necassary to maintain a
sanitary, orderly, and comfortable interior,

This REQUIREMENT is not mel as evidenced

The facility must provide housekeeping and——

L. Contracted Vendor hired to assist with reom repairs on 100, 200,

300, and 400 halls. Rooms 101, 107, 114, 212, and 411 repairs

completed by 5/10/16. Maintenance Director corrected room 411

threshold gap on 5/9/16. Housekeeping Director corrected 107

bathreom biack ring in commode and dirt in cornersof 411 bathroom

i
|

" ORiv CM8-2567{02-29) Previous Versions Dbsolete

by:

Based on observation and staff interviews, the
facility failed to maintain a clean and sanitary
interior in resident bathreoms and keep the walls
and bathroom door in resident rooms in good
repair for three of four halls observed (halls
100,200 and 400 halls). The findings included:

An observation of room 212 B was conducted on
4118116 at 2:27 PM. The sheetrock on the wali
behind the bed was scuffed with gouges noied on
the wall and sheefrock dust on the floor.

An observation of room 107 was conducied on
4/18/16 at 4:05PM. There was a black ring noted
in the commode at the water line.

An observation of room 114 was conducted on

* 3. Environmental Service Director educated housekeeping

on 5/2/16.

2. Environmental Service Director and Malntenance Director
completed 100% audits of all rooms in the facility. Audits
were completed on 4/27/16. Multiple rooms on all units
required patching and multiple rooms required more

detailed cleaning in bathrooms.

staff oa new cleaning and deep cleaning schedules for

resident rooms, bathrooms, showers, corners, edges,

tiles, and floors on 5/9/and 5/10/16. Maintenance

— 4718116 at 4:50 PM. there was a lowe] on the

floor at the foot of bad B. The wall hehind the bed

of 14 B was scuffed with gouges in the

sheetrock. A tour of the bathroom revealed

black material present in the grout of the

pathroom floer, ditt in the corners of the bathroom
and the floor of room 114 had spits of clear liquid
dried on the floor with dirt/ dust noted on the Soor
of the room.

An observalion of room 411 was conducied on
4/19/16 at 9:02 AM. Dirt was observed in the
comers of the bathroorn. Thera was a hole about

Director educated his employee on 4/25/16 and new
employee on room Inspections, work crders, PM schedule,
and daily rounds to ensure comfortable environment on
5/9/16. SDC educated other staff which was completed

by 5/19/16 and will educate new employees in orientation.
Bepartmental Managers and other key personnel

are assigned to specific resident care areas to ensure

Event1D: X8TQ13
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mid-center of the bathreom door leading into the
bathroom. The threshold leading info the
bathroom was not targe enough to cover the gap
- ——between the bedreomfloorand-the bathroom:
floor. There was a gap on ejther side of the
threshold and there was dirt in both gaps.

An observation of room 101 was conducted on

These rounds are also utilized to generate work orders that

are located at each nurses station for maintenance to

. Guardian Angel rounds will assist environmental services in

address any repairs required for a comfartable environment.

ensuring cleanliness of resident areas are sanitary and orderly.

AM19/16 at 41:40 AM Thpremepe_ggygg_(l}_hgieq
in the wall in the sheetrock and a hole that
measured approximately 4-5 inches in fength
behind the bed near the door at the baseboard.
Sheetrock dust was noted on the floor at the
baseboard area,

An observation of room 107' was conducied on
04/19/2016 at 2:08 PM. The black ring noted an
the commaode at the water fine was stilf present

An observation of room 114 was conducied on
4/19/18 at 4:00PM. The sheetrock walls behind
the bed of 114 B remained scuffed with gouges.
The grout on the floor in the bathroom was still
black in color, Dist rernained in the comers of the
bathroorn. The floor of room 114 was clean at
the time of the cbservation.

Manager on Duty for the weekend will be rounding to ensure
a comfortable interfor. Maintenance Director and
Environmental Service Director will make weekly rounds

10 ensure compliance with new 8A Tesl which reviews
physical makeup of room and equipment. Review walils,
floors, cove hase, doors, beds, windows, corners, edges,
sink, toilet, shower conditions, and any other areas
not mentioned that constitutes a resident room.
Maintenance Director and Eavironmental Service

Director wilk report any findings daily in Morning

FORM CMS-2557{02.28) Previous Versions Obsolels

An observation of room 101 was conducied on
4/20/16 at 3:00PM. The holes in the sheetrock
remained (walls and at the baseboard).

An chservation of room 107 was conducted on
4f20/16 at 4:30PM. The black sing at the water
Iine in the commode was siill present.

An observation of room 114 was conducted
420116 at 6:00PM. The sheetrock walls behind
the bed remained scuffed with gouges. The
bathroom Aoor had black material noted in the

{5, Compliance date 5/19/16.

Managers Meeting (Monday—Frid;y).
Maintenance Director and Environmental
Seyqvice Director will present their findings
to monthly QA Commitiee for review and/or

revisions for 12 months.

Event 1D: X8TO11
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grout and dirt remained in the corners of the
bathroom,

--|l-An-ebservation ef room 114 was conducted on——- —

421716 at 3:45PM. The sheefrock walls behind
ihe bed of 114 B remained scuffed with gouges.
The grout on the floor in the bathroom was stilf
black in color. Dirt remained in the corners of the
hathroom

An observation of room 212 8 was conducted on
421116 af 3:47 PM. The sheetrock on the walf
behind the bed was scuifed with gouges noled on
the wall and sheetrock dust on the floor.

An observation of room 411 was conducied on
4/21/16 at 3:50 PM. Dirt was observed in the
corners of the bathroom, There was a hole about
mid-center of the bathreom door leading into the
bathroom. The threshold leading inlo the
bathroom was not large enough o cover the gap
between the badroom floor and the bathroom
floor. There was a gap on either side of the
threshold and there was dirt in both gaps. The
grout in the bathroom was black in color.

On 4/21/16 at 3:50 PM, a four of 100, 200 and

400 hall rooms was conducied with the
housekeeping supervisor and maintenance
assistant. The maintenance assistant stated he
had not received any work orders to repalr the
bathroom door, change the threshold or repair
any of the sheetrock walls that were chserved {o
have holes in them or seuffed walls/ gouges in
the sheeirock. He stated that was not the kind of
threshold they norrally used and it should be a
metal threshold that covered the full gap. He
stated the door of the bathroom should have

been repaired and the walls should have been

FOGRIM CWS-2557(02-99) Previous Versions Obsolete
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Continued From page 13

repaired. The maintenance assistant stated they
have work order forms at each nursing station

and maintenance checked every day to see what

repairs needed to be made. He siated they
depend on the work orders to do maintenance
repairs. He stated the holes in the wall in room
101 were from a television attachment that the
prior resident had on the wall and the holes in the

F 253

278
55=D

wall and ai the baseboard should have been
repaired. He slaled he was aware of the holes in
the wall but had forgotten about them and they
would be repaired.

On 4721716 at 4.00PM, a tour of the facility was
conducted with the housekeeping supervisor who
observed the biack ring siill present at the water
line in the commode in room 107. He stated he
expected staif to clean the commodes st Jeast
daily whether the resident used the commode or
not.

On 412118 at 4:50 PM, an interview was
conductsd with the housekeening supervisor, He
staied he expecied his siaff {o cian the room/
bathroom daily and there should not be dirt
behind the commodes or in the corners of the

ﬂjammmn.**?he—honsekeeping SHUpeTvISoT staed

hey " deep-cleaned " each room once a month
and " deep-cleaning’ included cleaning the grout
on the bathroom floor. A review of the
deep-cleaning schedule revealed room 114 was
deep-cleaned " on 4/12/16 and room 411 on
4/16/16. The housekeeping supervisor stated he
expected the grout on the floor to have been
cleaned at that time.

483.20(q) - () ASSESSMENT
ACCURACY/COORDINATION/CERTIFIED

F278
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The assessment must accurately reflect the
resident's status.

Aregistered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the

1. Resident #198, 148, 181, 188, 139, 95, and 41

MDS assessments and coding and submission
Completed 5/11-5/16/16.by MDS Director,

2. MDS5 and Interdisciplinary Team conducted

assessment is completed.

Each individual who completes a portion of the
assessment must sign and ceriify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
williully and knowingly cerlifies a matenzal and
false statemnent in a resident assessment is
subject to a civil meney penalty of not more than
$1,000 for each assessment; or an individual whe
willfully and knowingly causes another individual
to cerify a material and false statementin a
fesident assessment is subject 1o a civil money
penalty of not more than $5,000 for each
assessmeant.

Clinical disagreement does not constitute a

audits for MDS accuracy. This was completed
by 5/16/16, Few issues noted refated to ADL
information, missed diagnosis codes or

incomplete DT information.

3. MDS Director educated DT
for coding and review of entries prior to
signing off completed on 4/28/16. DS
Director will audit 25% of completed MDS
weekly times four weeks, MDS Director will

complete [00% of completed MDS in ninety

malerial and false slatement.

This REQUIREMENT is not met as evidencad
by:

Based on record review, observation and staff
interview, the facility failed to accurately code ihe
Minimum Data Set (MDS) assessments on
behaviors {(Resident #198), hospice {Resident
148), medications {Resident #181), vision
{Resident #05), dentaf {Resident #95) and
Activities of Daily Living (Residents #41, #188 &
#138) for 7 of 26 sampled residents reviewed,

days. MDS Director will review all MDS
completed assessments for accuracy prior to
submission and final RN signature,
4. MDS Director will bring resulis of audits
and submission reports to QA Committee
monthly for review and/or revisions.

5. Compliance date 5/15/16.

FORK CHB-2557{02-28) Previous Versions Obsolete
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The findings included:

1. Resident #1928 was admitted to the facility on
218116 with multiple diagnoses including Diabetes
Mellitus and Atral Fibrillation. The quariedy MDS

DSDGDDIHUH‘( daf.cd 4{?{16 ;ud;bdh:d ﬁ"ldt Rl::bidt:!?i
#198's cognifion was intact with the Brief
Interview for Mental Status (BHAS) score of 15
and had behaviors of rejection of care and
wandering that occurred daily. The assessment
also indicaled that the resident needed one
person physical assist with locomotion.

The nurse's notes and the sociai work progress
notes were reviewed. There were no
cGocumentation indicating that Resident #198 had
reject care or had wandered,

On 412016 at 5:05 PM, Nurse Ajde {NA) #1 was

interviewed. NA#1 stated that he was assigned

io Resident #198. NA#1 indicaied that Resident
#198 did not reject care and did not wander,

Cn 4/20/16 at 510 PM, Nurse #2 was S

inferviewed. Nurse #1 stated that she was
assigned to Resident #198. She sialed that
Resident #198 did not refuse care or wander.

On 4/20/16 at 5,50 PM, Resident #1988 was
interviewed and observed. The resident was
observed up in wheelchair, She indicaled that
she did not refuse care. The resident also
indicated that she nesded assistance with
lecomotion.

On 4/21/16 at 3:10 PM, Sociaf Worker #2 was
interviewed, He indicated that he was

FOR CIAB-2567(02-89) Previous Vessions Obsolete Event 1D: XBTQ# Faciliy 1D; 923077 If continuation sheet Page 46 of 50
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responsible in coding behaviors on the MDS
assessment. He indicated that it was an error on
-— ———-I-his part, Resident #198 did not refuse-careor -
wander.

On 4/21/16 at 4:55 PM, interview with the Director
of Nursing was conducted. She stated that she

F 278

expected the MDS to be accurale.

2. Resident # 148 was admitted fo the fadility on
4/18/14 with multiple diagnoses including
Dementia. The significant change in staius MDS
assessment daled 2/10/16 indicated that the
resident had memory and decision making
problems and was not cn hospice.

The doclor's orders for Resident #148 were
reviewed. On 2/2/16, the atiending physician hed
ordered to admit Resident #148 on hospice care,

On 4/21/16 at 2:20 PM, MDS Nurse #1 was
interviewed, She stated that it was an errer,
Resident #148 was on hospice and the MDS

assessment should have been coded for hospice,

On 421116 at 4:55 PM, interview with the Director
of Nursing was conducled. She stated that she
expected the MDS to be accurate.

3. Resident # 188 was admiiied to the facility on
1/28/16 with multiple diagnoses inciuding Fnd
Stage Renal Disease and was on dialysis. The
quarterly MDS assessment dated 3/25/16

indicated that Resident # 188's cognition was

FORNM CIAS-2567(02-09} Previous Versions Obsolete EventID: X8TQiT
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intact with the BIMS score of 15, The
assessment further indicated that fransfer,

~— - —{personal hygiene-and dressing occorred only
once or twice and he needed 1 person physical
assist.

On 4720716 at 11:10 AM, Resident #188 was

obhsensod Lin yrae o

F 278

interviewed aﬂd DOSCIVeG—iCWas ubScl"v’cd i
bed and was abie 10 fransfer self from bed o
wheelchair. He stated that he bathed and
dressed himself daily.

On 4/21116 at 2:25 PM, MDS Nurse #1 was
interviewed, She indicated that she ulilized the
nurse's aides documentation on ADLs {(aciivities
of daily living). The ADL documentation indicated
that transfer, personal hygiene and dressing had
occurred oply onee or twice,

On 4/21/16 at 4:55 PM, intendew with the Director
of Nursing was conducted. She stated that she
expected the MDS to be accurate,

4. Resident # 139 was admitted to the facilify on
771114 with multiple diagnoses including
Alzheimer's disease. The significant change in
status MDS assessment dated 3/3/16 indicated
that the resident had severe cognitive impaiment
and eating had occusred only once or twice.

On 4/20/18 at 5:30 PM, Resident #1302 was
observed up in wheelchair in his room. A staff
member was observed to deliver the dinner fray
and fed the resident

FORM ChB-2567(02-89) Previous Versions Obsolele Even{ 1D X8TQ1
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On 4/21/16 at 2:25 PM, MDS Nurse #1 was
interviewed. She indicated that she uiilized the

- nurse's-aides documentation-onADLs{activities -

of daily living). The ADL documentation indicated
that eating had ococurred only once or twice.

On 4721116 at 4:55 PM, interview with the Director

of Mursing was conducied. She stated thatshe

expected the MDS to be accurale.

5. Resident #41 was admilted fo the facility on
319712 with muliiple diagnoses including vascular
dementia and dysphagia.

The guarierdy Minimum Data Set (MDS)
assessment daied 3/11/16 indicated Resident
#41 had significant cognilive impairment  Section
G of the MDS described the functional status of
Resident #41's Activities of Daily Living (ADLs).
Question GO100H indicated the activity of eating
had not occurred for Resident #41 during the
seven day ook back period of the 3/11/16
quarierly MDS,

A physician's order dated 2/2/16 indicated

Resident #41 was discontinued from tube feéd'mg
and was started on a pureed diet.

A dietary note dated 2/4/16 indicated Resident
#41 was receiving 2 pureed diet, was assisied

with feeding himself, and nursing staif reported
his oral Intake was good.

A physician's progress note dated 2/8/16
indicated Resident #41 was recently swilched
from & confinuous fube feed o a pureed diet and
he was lolerating it well,
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A physician's progress note dated 3/6/16
indicated Resident #41's appetite was good.

F 278

Nursing Assistant (NA) docurneniation dated
3/6/16 indicated Resident #41 ate 100% of
breakfast and lunch.

NA documentation dated 31746 indicated

Resident #41 ate 75% of breakfast and lunch.

A dietary note dated 3/10/16 indicaied Resident
#41 continued o receive a pureed diet, was fed
by staif, and intake averaged 87.5% of reported
meals during the past week.

An inferview was conducted on 4/20/16 at 4:00
Pt with MDS Nurse #2, She indicated she
completed Section G of Resident #41's 3/11/16
quarterty MDS. She siated she reviewed NA and
nursing documentation to complete Section G.
She reviewead the 3/11/16 quartery MDS for
Resident #41. She indicated she answered the
question regarding eating (G0100H) as not
having occurred because she had no
documentation that indicated Resident #41 had
eaten dusing the seven day look back period.

She stated the facilily had a computer giitch
around the time of this MDS and she believed
that could have been why she had no
documentafion. She stated she had not spoken
to any NAs, nursing staff, or dietary staff fo assist
with completion of Section G for Resident #41's
3111116 quartery MDS. She indicated the
assessment was nol accurate as Resident #41
had eaten during the seven day look back period.

An interview was conducied on 421116 at 4:55
P with the Director of Nursing, She indicated

her expecistion was for the MDS fo be coded
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accurately.

6. a. Resident #181 was admitfed fo the facility
2f24/16. Cumulative diagnoses included
hypertension and transient ischemic aitacks

(118)

An Admission Minimum Data Set (MDS3) dated
2711116 indicated the following medications were
administered during the seven day look back
period—no injections and seven (7) days of
anticoagulant medication had been administered.

A review of the admission physician orders
revealed an order for Lovenox (angicozgulant
medication} 40 milligrams subcutaneous {SQ)
daily,

Areview of the Februsary Medication
Administration Record (MAR) for 2/5/162/11/16
revealed Resident #181 received a pneumonia
vaccine injection on 2/8/16 and also Lovenox
injections  seven {7) days during the assessment
period,

On 4/21/16 at 2:05PM, MDS nurse #1 stated she
should have decumented seven (7} infections on
the Admission MDS dated 2/11/16 and said it was
an oversight

b. Resident #181 was admified to the facility
2124/16. Cumulative diagnoses included
hypertension and fransient ischemic attacks
(TEA)

A Quariery MDS dated 3/31/16 indicated the
following medications were administered during
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the seven day leck back period— no injections
and seven (7) days of anticoagulant medication

F278

3

“had been administered. — ~

A review of the March physician orders revealed
an order for Lovenox (anticoagufant medication)
40 miliigrams subcutaneous (SQ) daily.

A veview of the March Medication Administration
Record {MAR) for 3/25/16-3/31/16 revealed
Resident #1871 received Lovenox injections
seven {7) days during the assessment period.

On 4/21/16 at 2:05PM, MDS nurse #1 stated she
should have documenied seven (7) infections on
the Quarterly MDS dated 3/31/16 and said it was
an oversight.

7. a. Resident #95 was originally admitted 1o the
facility 10/14/08 and last readmitied to the facility
1712115, Cumunlative diagnoses included
hemniplegia {paralysis on one side), anxiaty,
depression and bipolar disorder.

A review of the mediczl record reveated a dentat
consult dateg 10/28/15 that staled Resident #95

had poor oral hygiene with heavy plague.
Resident #95 had an upper denture and he was
nol able to clean his teeth or put in the denture,
Extractions were required at the hospiial,

An Annual Minimum Data Assessment (MDS)
dated 11/12/15 indicated Resident #05 was
moderately impaired in cognition. Visien was
documented as being impaired (sees large pring,
bt not regular print in newspapersf beoks). No
corrective lenses. Also, oral/ dental status was
checked as none of the above were present.
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An observation conducted on 4/15/16 at 2:06 PM
revealed Resident #95 had only a few tecth on

— —{ the bottorngomrand several of thosewere— — - = ~~—F - T
broken. Resident #95 stated he needed to have
some teeth extracted.

On 4/20/16 at 11:07 AM, Resident #35 stated he

aloas

had-glasses-andwore themonaregularbasis:
Resident #95 was given his glasses by the
nursing assistant and he said he could not see
the numbers on the poster that was on the wall
but he could see television clearly and he never
read bui walched television.

On 4/21/2016 at 2:28 PM, MDS nurse #1 stated
she does a visual check of the resident prior fo
completing the assessment and also reviews the
denial assessments if available af the time. She
said Resident #25 did not have his glasses on at
the time of the assessment and asked her if she
would come back later. She stated Resident #95
was asleep when she went back. MDS nurse #1
stated she could not remember if she had the
denial consult svailable but should have
documented the glasses and the dental status as
Resident #95 having broken natural teeth,

b. Resident #85 was originally admitted o the
faciity 10/14/08 and last readmifted fo the facility
1712115, Cumulative diagnoses inchuded
hemiplegia {paralysis on one side), anxiety,
depression and bipoler disorder.

A Quarterly MDS dated 3/18/16 indicated
Resident #95 was cognitively intact Hewas
vision impaired-no corrective lenses. Ambulation
in roem and comidor occurreg 1-2 imes and Ao
dental problems were indicated.
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An observation conducted on 4/19/16 at 2:06 Py
revealed Resident #95 had only a few teeth on

the bottomn gum and several of those were
broken. Resident #95 stated he needed to have
some teeth exiracted. Resident #35 was lying in
bed and stated he was unable to ambudate and
was dependent on staff for transfers.

F278

F270
55=D

On 4720116 at 11:07 AM, Resident #95 stated he
had glasses and wore them on a regular basis,
Resident #85 was given his glasses by the
nursing assistant and he said he could not see
the numbers on the posfer that was on the wall
bui he could see television clearly and he never
read but watched felevision. The nursing
assistant who provided eare for Resideni #95
staied he was non-ambulatory.

On 42120116 at 2:28 PM, MDS nurse #1 sizted
she did not have Resident #95 put his glasses on
when he assessed him for the quarierly
assessment. She stated she knew Resident #95
was no ambutatory and the information on the
assessment was wrong. MDS nurse #1 stateg
the dental sechion should have indicated broken

-iesth-were-present-and i was-anoversight
483.20(d}, 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
o develop, review and revise ithe resident's
comprehensive plan of care,

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetables fo meet a resident's
medical, nursing, and mental and psychosocial
needs that are identified in the comprehensive

F27g

275

1. Resident #1932 Medical Record was reviewed
by MDS Director for accuracy to be develop
appropriate care plan to address her needs. Care
Plan update 4-28-16.

2. Audits on care plans for revisions wii§
accemplished utilizing daily dinical meetings, MD
orders and notes, and Nurses documentation
with all assessment types.(Quarterly, Aanually,
Mew Admissions, Change In conditions}, Process
will be ongoing and monitor by MDS Oirector.
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assessment.

The-care-plan must describe-the-servicesthatare
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that would otherwise

TAG #279

1."Resident #193 ¢are plans ware updated for
behaviors on 4/28/16 by MDS Director and

care plan for psychotropic medicationg

OMB NO, 0938-031_

be required under §483.25 but are not provided
due o the resident’s exerdise of rights under
§483.10, including the right to refuse frealment
under §483,10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and sizff
interview, the facility failed fo develop a care plan
ior the use of psychoaciive medication and
behaviors for one of five residents reviewed for
unnecessary medications (Resident #193), The
findings included:

Resident #1983 was admitted to the facility on
719715, Cumulative diagneses included
psychosis, anxiety and depression.

on 5/10/16,
2. MDS Director, MDS coordinators, and DT
completed a 100% audit by 5/19/16. findings
noted were care plans not updated on the annual

assessment and revisions of care plan during the

quarterly assessment. A closed file could not
be corrected.

3. MDs Director educated MBS Coordinators and IDT
on care plan revisions and updates 4/28/16.

Updates and revisions 1o care plans will be

——accomplishedotilizing datiy clinical meetings™

Admission physician orders dated 7/9/15 included
an order for Risperdat {antipsychotic medication)
2 milligrams by mouth every bediime.

An Admission Minimum Data Set (MDS) dated
712315 indicated Resident #193 was cognitively
intact. Mood was documented as Resident #1923
feeling down depressed, poor appetite, feeling
bad about self, fidgety and restless 1-2 days of
the assessment period. Rejection of care was
noted as having occurred dally.  Medications
adminisiered during the assessment period was
docuimented as 7 days of antipsychotic and

{Monday-Friday), MD arders and notes, and
nursing notes. MDS Birector will audit five
random care plans weekly times four weeks
and twenty care plans monthly times three

months,
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hyonotic medication,

" The Care Area Assessment (CAAY for -
psychoiropic medication use stated, in parf,
Resident #1953 received Risperdal 2 milligrams by
muaouth nightly for mood disorder and Melaionin 3
milligrams nightly for insomnia. There had been

4. MDS Director will present findings to QA
Committee monthly for review and/or
revisions.

S. Compliance date 5/19/16,

rochengeirrhermood, behaviorsteepror
thought pattern. No disruptive behavior was
exhibited. No auditory or visual hallucinations or
delusion were noted. The physician and
phamnacist would moenitor medication for the
lowest effeciive dosage. A care plan would be
developed.

Areview of the care plan for Resident #193
revealed no care plan had been developed on
admission for the use of psychotropic medication.

A social worker note dated 11/5/15 indicated the
social worlker was made aware of Resident #193
having a physical altercation with another resident
in the 100 hall dining room during activities. The
incident was witnessed by the activity assistant
Resident #1293 staied she did not run over the

— | niher resident ' s fool buf might have bumped into

ii. Resident #183 stated the other resident hit her
so she hit the resident back.

A Quarterly MDS dated 1/15/16 indicated resident
#193 was cognitively intact. Mood was
documented as feeling down, depressed, feeling
bad about herself and poor appetite, Rejection of
care was noted as having occurred 1-3 days
during the assessment period. Medications
received during the assessment period were
documented as seven days of anfipsychotic,
antiarxiely, antidepressant and hypnotic
medication,
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Areview of the care plan for Resident #1923

Resident #183 had recently lost her mother and
had & sad mood with tearfuf episcdes,
Approaches included allow io vent, Make
referrais. Encourage activity participation.

revealed-acare plandated 1/19/16 that stated -

F 279

A care plan daied 2/3/16 indicated Resident was
noncompliant as evidenced by noi keep her room
clean or adhering to the smoking policy at times,
Approaches included: inform her of rules and
procedures prior to perforrning task or activity,
Provide her with choices when available. Try to
keep her on a routine that is as close to her with
her lifestyle on the fadility as possible. Document
all episodes of noncompliance. There was not a
cafe plan for the use of psychotropic medications,

Psychiatric progress notes were reviewed and
revezted Resident #193 was first seen B/31/15. A
psychiatric noe dated 2/4/16 indicated Resident
#1893 was sad since her mother had passed
away.

Nursing notes were reviewed and revesled a

nursing note dated 2/7/16 hat slated Resident
#1983 got into an argument with another resident
Residenis were separated and Resident #193
calmed down,

A nursing note dated 2/8/16 indicated Resident
#193 allegediy threw an opened can of mountain
dew at ancther resident.

A social worker note dated 2/11/16 as a Iate entry
for 2/10/16 indicated the social worker had visited
with Resident #1983 due fo her voicing that she
was going 1o kill herself. When asked if she had
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a plan she stated that she did not, but she did
want to due to the fact that no one cared about

~— [ her. The social workerand Director of Nussing———

spoke fo Resident #1983 about the positive things
in her life and encouraged her to takk fo thern
when she felt sad. Resident #1383 agreed that she
had some positive things in her life and she did

HE b 114

F27g
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A psychiatric note dated 3/18/16 siated Resident
#1483 said she was upset about her new
roormnmate and her roommate had increased her
anxiety.

A psychiatric note dated 4/15/16 siated she was
anxious and upset over a previous relationship.

A review of physician orders for Apnl 2018
inciuded the following psychoaclive medicstions:
Risperdal (antipsychotic medication) 1 milligram
by mouth every bedlime, Cionazepam
{antianxiely medication) 0.5 milligrams by mouth
twice daily and Lexapro {antianxiety medication)
20 milligrams by mouih daily for anxiety/
depression.

A review of the care plan for Resident #1983
revealed there was not a care pian developed
following documentation of the behaviors of
Resident #193 towards other residents, her
desire to end her fife or a care plan for
psychotropic medications.

On 4/21/16 at 2:43 PM, MDS nurse #1 stated a
care plan would normally be developed when a
resident received psychotropic medications. She
steled it was an interdisciplinary team efiort to
develop the care plan and the care plan was
reviewed al least quarterly. She siated there
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should have been a care plan developed for the TAGH 280
use of psychoiropic medications in July 2015 and
"—Tacare plan shoufd-have been inifated fortier — —— ~f - 1. Resident #1397 4%; and 66-care-plans—-—- - ==
behaviors towards other residents in November have b dated f kit 4 hosol
2015 and February 2016. Also, there sheuld ave been uptaled for nutrition and hospice
have been a'care plan for her_ depression. She by MBS Director on 5/13/16.
stated she did not know how it got overlooked
rduring-thereviews becatse the-MBScoordinator 7 TDS Directar, MDS coordinators, and IDT
who was responsible for the reviews for Resident
#193 was no fonger there completed a 100% audit by 5/19/16. Findings
£ 280 | 483.20(d)(3), 483.10{k){2} RIGHT TO F 280
55=p | PARTICIPATE PLANNING CARE-REVISE CP noted were care plans not updated on the aanual

The resident has the right, unless adjudged
incompelent or othenvise found to be
incapacitated under the laws of the Siale, fo
pariicipaie in planning care and freatment or
changes in care and freaiment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment, prepared by an
iMerdisciplinary team, thal includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate siaff in

i

L

FORM CMS-2557(02-88) Previous Versions (bsolsta

,,,,, disciptines_as determined by the resident's needs,
and, io the extent praciicable, the participation of
the resident, the resident's family or the resident's
legal represenialive; and periodically reviewed
and revised by a team of qualified persons afier
sach assessment.

This REQUHREMENT is not met as evidenced
by:
Based on record review and siaff inlerview, the

~-—pursing-notes—MBS-Birectorwillauditfive-—

assessment and change in condition, or revisions
of care plan during the quarterly assessment,

3. MDS Director educated MDS Coerdinators and 1DT
on care plan revisions and updates 4/28/16.
Updates and revisions to care plans will be
accomplished utilizing daily clinical meetings

{Monday-Friday), MD orders and notes, and

random care plans weekly times four weeks
and twenty care plans monthly times three
months,

4. MDS Director will present findings to QA
Committee monthly for review andfor
revisions.

S. Compliance date 5/19/16.

i
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facility failed to review and revise care plans
regarding nulrition (Residents #41 and #66) and
— -hospice{Resident #138)for 3-0f 26 sampled
residents. The findings included:

1. Resident #41 was admitied to the facility on
3/9/12 with muliiple diagnoses including vascular

1 H Fhoeih s R Azt
dementiz-and dysphegla—Fhe fHarery-Minimuont

Data Set (MDS) assessment dated 3/11/16
indicated Resident #41 had significant cognifive
impairment,

The care plan for Resident #41 indicated the
problem area of swallowing. 1t indicated Resident
#41 had a physician's order for no oral food or
fluids and that all nutritfon was received through
gastronomy tube (G-tube). The core plan had a
review date of 4/12/16.

A physician's order deted 2/2/16 indicated
Resident #41 was discontinued ¥om tube feeding
and was starled on a pureed diet

A dietary note dated 2/4/16 indicated Resident
41 was receiving a pureed diet, was assisted
with feeding himself, and nursing staff reported SO S -~

his oral intake was good,

A physician's progress nofe dated 2/8/16
indicated Resident #41 was recenily switched
from a continuous tube feed fo a pureed diet and
he was iolerating it well.

Adietary note dsied 3/10/16 indicaied Resident
#41 continued to receive a pureed diet.

An interview was conducted on 4/20/16 at 4:04
PM with the Dietary Technician. She indicated
that revising care plans was a group effort. She
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staled there was not one sole parson who was
responsible, but that il staff were expected fo

~revise-a eare a plan-when-a-change was needed, -

The care plan for Resident #41 regarding
swaillowing was reviewed with the Dietary
Technician. The edical record for Resident #41
was reviewed with the Diefary Technician, She

revealed.the care plan regarding swaliowing was

®e)iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION =5
FREFIX (EACH DEFICIENCY FUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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F 280 | Continued From page 30 F 280

notf accurate. She indicated Resident #41 was no
longer receiving nutrition through a G-tube. She
stated Resident #41 was on a pureed diet as of
272116, She indicated the care plan should have
been revised when the physician's order dated
22116 discontinued tube feeding and initiated a
pureed diet.

An interview was conducted with MDS Nurse #1
on 42316 at 2:50 PM. MDS Nurse #1 staled
that care plans were reviewed at least once every
quarter and as needed. She stated the care
plans were reviewed by an interdisciplinary feam
that included the MDS nurses, social workers,
dietary staff, nursing staff, and aclivities staif.
She indicated care plan revisions were a group
efficrl. She siaied all steff members were able to
revise care plans.

An interview was conducted on 4/21/16 a1 5:00
PM with the Direclor of Nursing. She indicaied
her expectation was for care plans fo reviewed
and revised quarterly and as needsd.

2. Resident #66 was admitted 1o the facility on
8/5/15 and readmitted on 11/12/15 with mulliple
diagnoses that included end stage renal disease
(ESRD), chronic obshuctive pulmonary disease
{COPDY), congestive heart failure {CHF), diabetes
mellitus, and hypertension. The admission
iainimum Data Set (MDS) assessment daied
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11/19/15 indicated Resident #66 was cognitively
intact.

A care plan for Resident #86 indicated she was &t
risk for weight loss with the potential for weight
fluctuations. Interventions Included the nulsitionat
supplement prostat twice daily.

A physician's order dated 11/13/15 indicated a
discontinuation of the nutritional supplement
prostat sugar free 30 mi twice daily for Resident
#66.

A physician's order dated 1717716 indicated the
nuiriiional supplement ensure was to be provided
with alf meals for Resident #66.

Aninterview was conducted on 4/20/16 at 404
PM with the Dietary Technician. She indicated
that revising care plans was a group effort. She
stated there was not one sole person who was
responsible, but that all staif were expected to
revise care plans when a change was needed.

An inferview was conducied with MDS Nurse #1
on 4/21/16 at 2:50 PM._ MDS Nurse #1 sigted

that care plans were reviewed at least once every
quarier and as needed. She siated the care
plans were reviewed by an interdisciplinary team
that included the MDS nurses, sodial workers,
dietary staff, nursing staff, and activities staff.
She indicated.care plan revisions were a group
effort. She siated all staff members were able {o
revise care plans. The care plan for Resident
#5660 was reviewed with MDS Nurse #1. The
physician's orders for nutritiona! supplements for
Resident #66 were reviewed with MDS Nurse #1.
She revealed the care plan was nof accurate,
She indicated the care plan for Resident #66
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should have been revised when the physician's
order for the nutritional supplement prostat was

| Giscontinued on 11/13/15,. Sheaddifionalhy - .
indicaled the care ptan should have been revised
when the physician * s order for the nutritional
supplement ensure was initiated on 1/17/16.

An interview was condycted on 4/21/16 at 500

Pt with the Director of Nursing. She indicated
her expeciation was for care plans to reviewed
and revised guarterly and as needed,

3. Resident #1398 was admitted to the facifity on
7111144 with multiple diagnoses including
Alzheimer's disease. The significant change in
status Minimum Data Set (MDS) assessment
daied 3/3/16 indicated that Resident #139's
cognition was severely impaired and he was not
recsiving hospice care.

The care plan dated 2/23/16 was reviewed. "The
care plan problem was " potential for adverse
medication side effects related to the use of
psycholropic medications, Seroquel
{aniipsychotic} and Zoloft and Trazodone
{(antidepressant). * The approaches included "

unablé o request psych consult with all behaviors
and changes as resident is being followed by
hospice, report and dosument sll behaviors and
changes to docior, hospice and family as needed,
assess level of consciousness, mood, behavior,
sleep or thought pattern, report changes to

doctor, hospice and family.

0On 4/20/16 at 3:05 PM, a hospice staff member
was internviewed. She stated that Resident #1439
had been discharged from hospice care on

11215,
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On 4/21/16 at 2:27 PM, MDS Nurses #1 & #2
T | were inEviewed. MDS NurSe #2 stated thatit— |7 -
was her fault, she was aware that Resident #139
had been discontinued from hospice and she
should have revised the care plan when she
reviewed it.
On 4/21/16 at 5:60 PM, the Director of Nursing
was inlerviewed. Her expeciation was for the
MDS nurses to review and revise the care plan
guarterly and as needed.
F 322 | 483.25(g)(2) NG TREATMENT/SERVICES - F 322
55=p | RESTORE EATING SKILLS

Based on the comprehensive assessment of 2
resident, the facility must ensure thai --

(1) A resident who has been able to eat enough
alone or with assistance is not fed by raso gastric
fube unless the resident ' s clinical condition
demonstrates that use of a naso gaslic ube was
unavoidable; and

(2} A resident who is fed by a naso-gastric or

F322

1. ticensed Nurse #1 educated on checking for placement of
g tube prior to administration of medications, with return
demonstration by ADON/SBC on 4/20/16,

2. Alllicensed nurses educated on checking placement of gtubes

~j-———l-gaskosiomy lube receives-the appropiiate
treaiment and services to prevent aspiration
pneumonia, diarrhea, vomiiing, dehydration,
metabolic abnormalities, and nasal-pharyngeal
ulcers and to restore, if possible, normal eating
skills.

This REQUIREMENT is not met as evidenced

prior to aaministration 6f medications with return demonstration
by ADON/SDC. Completed 5/19/16.
3. 2licensed nurses will be observed for appropriately checking
g tube placement daily x5 days, then weekly x4 weeks, then
monthly x3 menths by ADON/SDC and/or Unit Coordinatars,
Checking of g tube placement will be reviewed with return
demonstration for licensed nurses in orientation and anaually
by ADON/SDC,
4. Al audit findings will be reviewed in QA monthly by DON,
5. Compliance date 5-19-16

|
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Based on observation, staff interview and facility
| noficy review,_the facifify faiffed focheck - e e e e Sl C
gastrostomy tube placement and check for
residuat prior to the administration of medication
through the gasfrostomy tube for one of two
residents chserved for gastrostomy tube
medication adminisivation {Resident #98). The

findings included:

A facility policy, undated, fitled "Lesson 52;
Administering Medications via the Gastrostomy
tube (G-tube} or Jejunal tube (J-tubs). L. Check
placement by ausculaiing the resident* s
abdomen about 3 inches below the sternum with
the stethoscope; gently insert 10 cc (eubic :
centimeters) of air inio the tube. You should hear |
the bubble entering the stomach. 1. If you hear
ihis sound, gently draw back on the piston of the
syringe. The appearance of gastric content
implies that the tube is patent and in the
stomach."

During a medication pass observation on 4/20/46
at 11:40AM, Nuise #1 was observed
administering G-tube (gastrosiomy iube)

medications. She prepared fhe medications and
entered the resident’ s room. Nurse #1 placed
her stethoscope on Resident #98 ' s abdomen
and listened to stomach sounds. She affixed the
syringe to the gastrosiomy tube and procesded fo
administer a water flush, give the medications
and ended with a waler flush, Nurse #1 did not
check for gasirostomy placement or check for
residual prior to the administration of the
medication.

On 4/20/16 at 11:41 AM, Nurse #1 stated she had
cheecked for gasfrostomy tube placement when

TR
-
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she administered the moming medications but
should have checked for placement and residual
T beforegiving the medications; "

On 4/21/18 at 9:00AM, the Director of Nursing
stated she expecied nursing staff to follow the
policy for medication administration through the
- Bcbtl uafuuly {Ubtﬁ c:rld thU{d (..} ib'L':"\ fUi
placement and residual before giving the

medication.

F 334 | 483.25(n) INFLUENZA AND PNEUMOCOCCAL F334

s5=D | IMMUNIZATIONS

F334

The facility must develop policies and procedures
that ensure that — 1. Resident #41 and #150 and RP have been educated on
(i) Before offering the influanza immunization, pneumavaccine riskf benefits completed 4-28-16 by ADON/SBC,
each resident, or the resident's legal 2, 100% chart audit for education/consent for pneumavaccine
representalive receives education regarding the completed 5-19-16 by ADON/SDC,
benefits and potential side effects of the 3. Newadmissions will be educated on pneumavaccine/ flu on admission
immunization; . by Admissfons Coerdinator and for Unit CoordinatorfADON/SDC.
{ii} Each resident is offered an influenza New admissions wilt be reviewed daily Sx/week by Unit Coordinator
immunization October 1 through March 31 and/or ADDN/DON, All residents/RP will be educated on pneumavaccine/flu
annually, unless the immunization is medically annually by ADON/SDC. licensed nurses educated on pneumavaccine/flu
contraindicated or the resident has already been risk/benefits for residents by ADON/SDC. Completed 5-19-16.
immunized during this time period; Pneumavaccine/flus risk/benefits for residents will be incorporated
{iil} The resident.or.the resident's fegal — oo - into-orientation: -
representative has the opportunity to refuse 4. Audit finding will be reviewed in QA monthly by DON,
immunization; and 5. Compliance date 5-19-16

(iv) The resident's medical record includas
documentation that indicates, at a minimum, the
following:

(A) That the resident or resident's legal
representative was provided education regarding
the benefts and potential side effects of influenza
immunization; and

(B} That the resident either received the
infiuenza immunization or did not receive the
infuenza immunization due to medical

S—
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contraindications or refusal.

—Fhefaciliy-must develop policies and procedures- - : S C e — -
that ensure that --

(i) Before offering the pneumecoccal
immunization, each resident, or the resident's
legal representative receives educafion regarding
—t . |ihe benefits and potenfial side effscts of the
immunization;

(i1 Each resident is offered a pneumococcal
immunization, unless the immunization is
medically confraindicated or the resident has
already been immunized,

{ii) The resident or the resident's legal
representative has the epportunity lo refuse
immunization; and

{iv) The resident's medical record includes
documentation that indicated, at a minimum, the
following:

(A) That the resident or resident’s legal
representative was provided education regarding
the benefits and polential side effecis of
pheumococcal immunization; and

(B} Thal ithe resident either received the
pnevmococcal immunization or did not receive
the pneumococcal immunization due fo medical
contraindication or refusal.

{v} As an ailternative, based on an assessment
and praclitioner recommendation, a second
pneumococeal immunization may be given after 5
years following the first pneumococcal
immunization, unless medically confraindicated or
the resident or the resident's legal representative
refuses the second immunization,

FORM CIAS-2567(02-29) Previous Varsions Obsolefe Event ID:X8TQH Facifiy iD; 8230577 If contipuation sheet Page 37 of 50




e e neeemt L e LTI T © PRINTED: g2t
DEPARTMENT OF HEALTH AND HUMAN SERVICES FOR APEaE

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
~TATERENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
¥ PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING COMPLETED
Ji
345434 B.WING _ 0412112046
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CGDE
321 EAST CARVER STREET
CARVER LIVING CEMNTER
DURHAM, HC 27704
&4 e SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION 5
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FLLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 334 | Continused From page 37 F 334
This REQUIREMENT is not met as evidenced
by:

... i Based on medical record review and.staff. . . _ N S . N S
interview, the: facility failed to documentin the
resident’s medical record that education
regarding the benefit and potential side effects of
the preumococcal vaccine was provided {o the

resident or fegal representative for fwo of five

residents reviewed for i/ pneumonia
immunization (Resident #41 and #150). The
findings included:

1. Resident #41 was admitied fo the facility on
3/9/12. Cumulative diagnoses induded
dementia.

AQuarterly Minimum Data Set {(MDS) dated
311416 indicated Resident #41 was severely
impaired in cognition. K was documented that the
pneumocnia vaccine was not given and reason
indicated " not offered.

Areview of the medical record revealed the
preumococcal vaccine was declined in 2012.
There was no documentation that Resident #41
or {he Responsible Parly had received any

educaton fegarding the benefd and polential $ida
effects of the pneumonia vaccine in 2015. The
infection control nurse reviewed the facility
records and could not find any documentation
regarding the pneumococeat vaccine for Resident
#41,

On 04/21/16 at 5:03 PM, the Director of Nursing
stafed she knew that the letiers for the influenza
and pneumonia vaccines had gone out fogether
but they could not find any documentation that the
pretrmonia vaccine was offered to Resident #41.
She stated the facility had identified there was a
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Continued From page 38
problern with frmunization documentation.

2. Resident#150 was admitted to the facility on

{ 21/13_Cumulative diagneses included heart  — .

failure.

An Annual Minimum Data St (MDS) dated
12/24/15 indicated Resident #150 was cognitively
intact. The MDS indicated Resident #25 had

F 334

received the prneurmnococeal vaccine.

Areview of the medical record revealed Resident
#150 had declined the preumococcal vaccine in
2013. There was no documentation that
Resident #150 had received any education
regarding the benefit and potentiai side effects of
the pneumoccoccal vaccine or had received the
pneumococcal vaccine in 2015. The infection
control nurse reviewed the facility records and
could not find any documentation regarding the
pneumococcal vaccine for Resident #150.

On 04/21/18 at 5:03 PM, the Director of Nursing
stated she knew that the lefters for the influenza
and pneumonia vaccines had gorie out together
but they could not find any documentation that the
pneumonia vaceine was offered to Resident

FORM CMS-2567{02-85) Previous Versions Obsolets
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#150. She'sialed the facilify had idenfified there
was a problem with immunization documentation.
483.35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facility must -

(1) Procure food from sources approved or
considered safisfactory by Federal, Stafe or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

Fan
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This REQUIREMENT is not met as evidenced
by:
Based on record review, staif interviews and

1. Thermometers were replaced in four nourishment

room refrigerators by Dietary Manager on 4/21/16.

Al outdated food and undated/funlabeled items

removed by Dietary Manager on 4/21/16.

2, Dietary Manager conducted an audit of the four
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observations-the facility falled-to-discard-expired
food items, failed to Jabatl and date food items
and failed to monitor temperatures in fwo of two
nourishment refrigerators (100/200 Hall
refiigerator and 300/400 Hall refrigerator). The
findings included:

A review of the Refrigerators and Freezers Policy
revised September 2004 was conducted. The
policy stated refrigerator iemperatures were 1o be
maintained between 35 to 40 degrees Fahrenheit
Monthly tracking sheets for all refrigerators were
to be posted to record temperatures, The monthly
fracking sheets were expected to include the
time, temperature, initials and any action taken if
the temperature was not within the acceptable
range. Employees were expected fo check and
record refrigerator temperatures twice a day. The
policy stated all food items were expecied to be

appropriately dated to ensure propar rotation by
expiration dates. Supervisors were responsible
for ensuring that food items in the refrigerators
were not expired or past perish dates.

An observation of the 100/200 Hall nourishment
refrigerator was made on 4/21/16 at 1:39 PM.
The refrigerator temperature was observed fo be
30 degrees Fahrenheit. A temperafure jog with
documented refrigerator temperaiures was pot
observed in the nourishment room. 1 openad,
undated and urlabeled ¢an of Mountain Dew, 1

l

nourishment room refrigerators on 4/21/16. Findings
were few outdated food storage items and
missing temperature log in nourishment rooms.

3. Dietary Manager educated dietary stfaff ond/25/16
and on 5/6/16 on proper Jabeling and storage

of foed in the nowishment room refrigerators and

accurate record keeping of refrigerator temperatures
and documentation in temperature log. Staff

Bevelopment Coordinator educated remainder of

nifrsing sté%ﬁay 5/13/155%&&3: Managér;r;;i_ .
Supervisor will be responsible recording temperatures
and removing outdated or unlabeted food items. Daily
monitoring of temperatures and outdated/unfabeled
food items will be performed by Dietary Manager and

Supervisor when he is not here. Administrator wilt
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4-ounce container of vanilla pudding with a use audit nourishiment rooms weekly to ensure logs are

by date of 4/1/16, 1 8-ounce carfon of Lactaid . !
with an expiration date of 3/21/16, 2 4-ounce _ R acc‘_’.r?fe ?"_d_.o_ufd_aﬁafj EnEb_e_k? food is removed. I R
containers of Thick and Easy iced tea with a use
by date of 12/2/15 and 1 undated and unlabeled
container of approximately 2 ounces of dark
brown liquid were observed in the refrigerator. 1
cpenad, undated and unlfabeled boille of Dr
Pepper containing approximately 15 ounces, 1
undated and unlabeled container of banana 5. Compliance date is 5/19/16.
pudding and 1 undated and unfabeled box of
Kentucky Fried Chicken were observed in the
refrigerater. 1 thawed, unopened, undated and
unlzbeled piece of marinated fish approximetely
4.0 x 2.5 inches in size with a manufacturer ' s
recommendation {o keep frozen until used was
observed in the refrigerator.

4, Dietary Manager will present findings to QA Committee
monthly. if discrepancies continue to be identified the

accordingly:

An interview was conducted with the 100/200 Unit
Coordinator on 4/21/16 at 1:45 PM. She stated
the night shift nursing assistants were expecied
to monitor the nourishment refrigerator for
expired, unlabeled and undated food items. She
stated did not know who was responsible for
monitoring and recording the refiigerator
temperatures. She was unable to locate a
température fog for the refrigerator, The Unit
Coordinator stated the residents were expected
to ask the nursing staff to label all food items with
their name and date all food iferns prior to placing
in the nourishment refrigerator.

An observation of the 300/400 Hall nourishment
refrigeraior was made on 4/21/16 at 2208 PM. A
thermometer was not observed to be located on
or within the refrigerator. A femperature log with
documented refiigerator femperatires was not
observed in the nourishment room. 1 undated
and unlabeled container of pineapple cubes, 1
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undated and unlabeled Styrofoam cup of ice and
1 undated bag containing grapes, 1 apple and 1
orange labeled with room number 310 and the
name Jeff were observed in the refrigerator. 1
unlabeled carton dated March 5t containing a
bologna sandwich and 1 undated and unlabsaled
20 ounce Styrofoam cup contatning a pink liguid
were observed in the refrigerator.

Aninterview was conducied with the 300/400 Unit
Coordinator on 4/21/16 at 2:10 PM. She stated
that all of the nurses and nursing assistants were
expecied to monitor the nourishment refrigerator
ior expired, undated and unlabeled food items.
She stated did not know who was responsible for
monitoring and recording the refiigerator
iermmperatures, She was unable to locate a
temperature log for the refrigeraior. The Unit
Coordinator was unable to locafe a thermometer
on or within the refrigerator.

An interview was conducted with the Assistant
Director of Mursing (ADON) on 4/21/16 at 2:35
PM. The ADON stated the nursing assistanis
were expecied to monitor the nourishment
refrigerators for expired, undated and uplabeled

—1—iHood-items-Shestated shedid not-knowwho was
expected to monitor and record the temperatures
of the nourishment refrigerators. The ADON
stated the residents were expecied {o ask the
nursing staff o label ail food items with theair
name and date all food items prior to placing in
the nourishment refrigerator.

F 431 | 483.60(b}, {d}, (e} DRUG RECORDS, F 431
s5=p | LABEL/STORE DRUGS & BIOLOGICALS

The facility must ernploy or obtain the services of
a licensed phamadist who establishes a sysiem
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of records of receipt and disposition of alf
controlled drugs in sufficient detail to enable an F431

_accuraie reconeilialion; and determines that drug
records are in order and that an account of alf

The 2 expired bottles of muitivitamins with iron

1.
contolled drugs is maintained and periodically were removed by the Unit Coordinator 4-21-16.
reconcited. 2. 100% audit of all medication rooms and medication
. . 3 » carts for expired medications compieted by
B Drugs and biologicals used in the facitity must be Unit Conrdinators 4-25-16
labeled in accordance with currently accepted 3. Medication rooms and medication carts are to

professional principles, and include the
appropriate accessory and caufionary
instructions, and the expiration date when
applicable.

be checked daily by licensed nurses, weekly x4
week’s then monthly x3months by Unit Coordinators/Pharmacy.
Licensed nuvses educated on removal of expired medications
from medication rooms and carts by ADON/SDC.
Completed 5-12-16. Removal of expired medications
from medication rooms and carts o be reviewed with
new employed licensed nurses in orientation ADON/SDC..
4, Audit findings to be reviewed in QA monthly by DON.
5. Compliance date 5-19-16.

In accordance with Siate and Federal laws, the -
facility must store all drugs and biclegicals in
locked compartmenis under proper temperature
conirols, and permit only authorized personnel to
have access to the keys.

The facility must provide separately locked,
permanentily affixed compartments for storage of
controlled drugs listed in Schedule I} of the
Comprehensive Drug Abuse Prevention and
Control Act of 1976 and other drugs subject to
abuse, except when the facility uses single unit
package drog dishibuiionsystemsimwhich the
quaniity stored is minimal and a missing dose can
be readily detected.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff inferview, the
facility failed to discard expired medication in 1
(400 hall) of 4 medication rooms observed.

On 4/21/16 &t 1:55 PM, the 400 hall medication
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room was observed. There were 2 botiles of
Multivitamin with fron tablels observed with an TAGH 514
expiration date of 3/168. ) . N _ S A
On 4/21/16 at 3:05 PM, the central supply staff 1. Resident #98 and 99 wound dacumentation
member was inferviewed. She siaied that she
checked the medication rooms fwice a week and corrected by wound nurse on 4/21/16,
she might have missed the expired botiles of [
fMultivitamin. SWH1 corrected service discontinuing Hospice
On 4/21/16 at 5:00 PM, the Director of Nursing
was inferviewed. She stated that the staff had and revised care plans and assessments 4/22{16,
been checking the medication carts and
medication rooms for expired medications and 7. DON, ADON, and Unit Managers completed 100%
could not understand why the expired botiles of )
Multivitamin were missed. audit of wound documentation by 5/13/16,
F 514 | 483.75()(1) RES F51a
No other findings were fdentified. ]
$5=8 | RECORDS-COMPLETE/ACCURATE/ACCESSIB 8s were identified. SW42 reviewed

LE

The facility must maintain clinieal records on each
resident in accordance with accepted professional
standards and practices that are compleie;
accurately documentsd; readily accessible; and
sysiematicslly organized.

The clinical record must contain sufficient
information to identify the resident; 2 record of the

records of all hospice residents for accuracy and

completeness of records. Np discrepancies noted.
3. DON educated wound nurse on accuracy of

documentation on 4/22/16. DON, ADON, 2nd Unit

Manager’s will review aceuracy of wound documentation

resicent’s assessments; the pian of éare and
services provided; the results of any
preadmission screening conducted by the Siate;
and progress notes.

This REQUIREMENT s not met as evidenced
by:

Based on record review and staff interview, the
facility faifed fo maintain an accurate clinical
records for 2 (Residents #98 & #98) of 3 sampled
residents reviewed with pressure ulcer and 1 |

1

weekly at clinical wound meefing. MDS Director
educated SW#1 on 4/28/16 on accuraty of documentation,
MDS Director will monitor accuracy of documentation when
reviewing cornpleted assessments prior to subrmission.

4. MDS Director will present findings to QA Committee monthly
for review and/or revisions,

5. Compliance date 5/19/16.
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{Resident #1389} of 2 sampled residents reviewed
for hospice. Findings included:

1. Resident #1390 was admitted to the facility on
7111114 with multiple diagnoses including
Alzheimer's disease. The significant change in
status MDS assessment dated 3/3/16 indicaied
that Resident #139's cognition was severely

impaired and he was nol receiving hospice care.
On 4/20/16 at 3:.05 PM, a hospice staff member
was interviewed. She stafed that Resident #1398
had been discontinued from hospice care on
215,

The front cover of Resident #1393 chari was
observed to have a sticker. The sticker resd
plesse notify (name of the hospice) regarding
changes in condition, resident/family concerns,
possible hospiialization and time of death. *

The doctor’s progress notes for Resident #138
were reviewed. The notes dated 12/10/15
indicated to continue hospice care, The noles
dated 2/11/16 indicaied that Resident #1383 was a
hospice patient and the plan of care per hospice.
The notes dated 3/7/16 indicated to refer the
resident to hospice i needed and the noles dated
47116 indicated that the resident appeared stable

-on-hospice-care—

The menthly drug regimen review notes by the
pharmacist were reviewed, The noles daled
112616 and 2/24/16 indicated that the resident
was a hospice palient.

The social work progress notes were reviewed.
The notes dated 2/12/16 indicated that the
resident continued on hospice.

On 421116 at 4:45 PM, Social Worker #1 was

inferviewed. She siaied that she was not aware
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that Resident #1398 had been discontinued from
hospice. She stated that on 2/18/18 she called
hospice to schedufe a care plan meeting and she
--— | was jnformed.that the resident-had-been - - A T —_—- e
discharged from hospice.

2. Resident #98 was admitted {o the facility
12/3/08 and readmitted 3/5/16. Cumulative
diagnoses included a stage 4 pressure uicer of

the sacrum. :

Physician orders were reviewed and revealed an
order dated 4/8/16 fo cleanse the sacrum with
normal safine, pack the wound with silver
alginate, apply a debriding agent around the
wound edges (necrotic area); then cover with dry
dressing daily for stage 4 pressure ulcer.

Weekly wound chariing dated 4/14/16 stated the
following: stage 4 sacrum with measurements of
4.7 centimeters x 4.2 cenlimeters x 2.8
centimeters with undermining of 2.6 centimeters
at o' clock. Wound freatment was (namej-a
crystafiine sodium chloride impregnated
nonwoven gauze dressing daily.

On 4/20/16 at 522 PM, the wound care nurse

stated she copies the Information from the
previous week when she begins her weekly
charting and changes the measurements of the
wound, She stated she neglecied 1o change the
ireatment on 4/14/16 and it was an honest
mistake,

3. Resident #98 was admitted to the facility on
8/1114 with mulfiple diagnoses including a history
of wounds, diabetes mellitus and peripheral
vascular disease.
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The Quarterly Minimum Data Set dated 2/17/16
ingicated the resident was assessed with one
stage 4 pressure ulcer.

The Plan of Care dated 3/30/18 indicaied the
resident was assessed with impairment of skin
integrity related to a history of pressure uicers
manifested by a stage 4 pressure ulcer.

Areview of the Wound Care Spedialist Evaluation
dated 4/13/16 reveszled the resident was
assessed with a stage 4 pressure ulcer of the
COECYX,

Areview of the Weekly Wound Charting for
wound #1 located on the coceyx was conducted.
The assessment dated 3/4/16, 31246, 3/9/16,
3MB/186, 3124716, 411116, 4/8/16 and 4/14/16
indicated Resident # 99 was assessed with a
stage 3 pressure ulcer on his cocoyx,

An interview was conducted with the Wound Care
Nurse on 4/20/16 at 3:35 Pii. The Nurse staled
the resident had been assessed with a stage 4
pressure ulcer on his coceyx. She stated she
incorrectly documented the stage of the pressure
ulcer as & stage 3 in the Weekly Wound Charting,

An interview was conducted with the Assistant
Director of Nursing {ADON) on 4/21/16 at 2:40
PM. The ADON stated she axpacted the Wound
Care Nurse to accurately document the stage of
the pressure ulcer for Resident # 99 as astage 4.
F 520 | 483.75(0)(1) QAA F 520
ss=£ | COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS
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Afacility muost maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the

{acility, and at legst 3 vther members ofihe -

facility’s staff.

The guality assessment and assurance
comraittee meets at least quarterly to identify

TAGH 371/520

1. Thermometers were replaced in four nourishment

roorn refrigerators by Dietary Manager on 4/21/16.

All outdated food and undated/unlabeled items

removed by Dietary Manager on 4/21/16.

issties-with-respectfowhich quality assessment
and assurance aclivifies are necessary; and
develops and implements appropriate plans of
action io correct identified quality deficiencies.

A State or the Secrefary may not require
disclosure of the records of such commitiee
except insofar as such disclosure is related fo the
compliance of such commitiee with the
reguirements of this section,

Good faith attempts by the commitiee fo identify
and correct quality deficiencies will nof be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:
Based on record review, observations, and stoff

2, Dietary Manager conducted an audit of the four
nousishment room refrigerators on 4/21/16. Findings
were few outdated Tood storage items and
missing temperature log in nourishrment rooms,

3. Dietary Manager educated dietary staff on4/2 5/16
and on 5/6/16 on proper labeling and storage
of food in the nourishment room refrigerators and
accurate record keeping of refrigerator temperatures

and decumentation in temperature log, Staff

interviews, the facliity's Quality Assessment and
Assurance (QAA) Committes failed fo maintain
implemented procedures and monitor the
interventions the commitiee put into place
following the 6/11/15 recertification survey. This
was for the recited deficiency in the area of food
procurement/siorage {F371). This defidency was
cited again on the current recerification survey of
4123116, The continued failure of the facility
during two federal surveys of record show a
pattemn of the facility's inability to sustain an
effective Quality Assessment and Asstrance

—bevelopment-Coordinator-educatedrenmimferof -
nursing staff by 5/13/16. Dietary Managerand
Supervisor will be responsible recording temperatures
and removing outdated or unlabeled food items, Daily
monitoring of temperatures and outdated/uniabeled
food items will be performed by Dietary Manager and

Sunervisor when he is not here. Administrator will
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program. The findings included: audit nourishment rooms weekly to ensure logs are
This tag is cross referenced to: accurate and outdated and unlabeled food is removed.

F371 Food Procurement/Starage: Based on
record review, siaff inierviews and observations,
the facility failed fo discard expired food items,
failed to fabel and date food items, and failed to

mopitor ?Qmpp‘rgtulras indwo of bvo nourdshment

4. bietary Manager will present findings to QA Committee
monthly. If discrepancies continue to be identified the

GA Committee will revise plan accordingly,

refrigerators (100/200 Hall refrigerator and i "
300/400 Hai!(refrigerator). 5. Compliance date is 5/19/16.
During the recertification survey of 6/11/15 the
facility was cited F371 for faifing to maintain
kitchen equipment in 2 clean and sanitary
condition to prevent food bome illness by failing
to clean tray steam table shelves and failing to
clean a staif hand sink. On the current
receriification survey of 4/21/18, the facility failed
to discard expirad food items, failed fo label and
date food iterns, and failed to moenitor
temperatures in nourishment refrigeratars.

An interview was conducted with the
Administrator on 4/21/16 at 513 PM. He
indicated he was the head of the facilify's QAA
Commitiee. He stated the QAA Commities
consisted of the Medica! Director, Director of
Nursing, Assistant Director of Nursing, Dietary
Supervisor, Activifies Director, Sodial Worker,
biaintenance Director, Marketing Director, and
the Pharmacy Consultant. He stated the
committee met monthly.

The Administrator indicated he was not aware
food procurement/storage was a repeat
deficiency from the previous recerlification
survey, He stalted he was not working at the
faciity at the time of the previous recerfification
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survey and was unaware of the specific action
plan that was put into place. He indicated he was
not sure why it was a repeat deficiency.
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