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ss=c RIGHTS. RULES, SERVICES, CHARGES

The facility must inform the resident both orally
and in writing in a language thal the resident
understands of his or her rights and all rules and
regulations governing resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
nolice (if any) of the State developed under
§1919(2)(3) of the Act. Such notification must be
made prior to or upon admission and during the
resident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitled to Medicaid benefits, in writing, at the time
of admission to the nursing facility or, when the
resident becomes eligible for Medicaid of the
items and services that are included in nursing
facility sarvices under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amount of charges for those services; and
inform each resident when changes are made to
the items and services specified in paragraphs (5)
()(A) and (B) of this section.

The facility must inform each resident before, or
at the time of adrnission, and periodically during
the resident's stay, of services available in the
facility and of charges for those services,
including any charges for services not covered
under Medicare or by the facility's per diem rate.

The facility must furnish a written description of
legal rights which includes:
* A description of the manner of protecting personal
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F 156 483.10(b)(5) - (10), 483.10(b)(1) NOTICE OF F156 1) Resident #20 wasn’t injured related

to this citation. Resident #20 was
made aware of the central Intake
number and where to find
information on 8/15/2016 by the
Executive Director.

2) 0On07/27/2016 the Executive
Director reposted the State of North
Carolina Complaint Intake Unit phone
number,

3) The Executive Director was in i
serviced by the Regional Directar of
Clinical Services on 8/08/16 on the
posting of the state of North Caralina
Complaint Intake Unit phone number,

’ The Executive Director will perform

; Quality Improvement Monitoring of
the availability of the central intake E

number cne time a week for 3
months and then quarterly thereafter
for ona year,

- 4)  The Executive Director introduced the
plan of correction to the Quality
Assurance Performance Improvement |
Committee on 8/22/2016. The
results of the audits will be reported
to the Quality Assurance Performance
Improvement Cammittee Meeting for
monthly then quarterly for a year,
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Improvement Committee members

A description of the requirements and procedures consistal byt notlimited tothe

! for establishing eligibility for Medicaid, including Executive Director, Director of Clinical
the right to requeslt an assessment under section : Services, Unit Manager, Staff
1924(c) which determines the extent of a couple's Development, Activitias, Medical
non-exempl resources at the time of ! :
institutionalization and attributes to the community :

funds, under paragraph (c) of this section;

Director, Social Services,

spouse an equitable share of resources which ! Maintenance Director, Dietary
cannot be considered available for payment - Manager and Minimum Data Set
toward the cost of the institutionalized spouse's ' ¢ Coordinator. 3\15\ | G

medical care in his or her praocess of spending
down to Medicaid eligibility lavels. i ' i

A posting of names, addresses, and telephone
numbers of all pertinent Stale client advocacy ;
groups such as the State survey and cetification i )
- agency, the State licensure office, the State i :
ombudsman program, the protection and i
. advocacy nelwork, and the Medicaid fraud control
" unit; and a statement that the resident may file a
complaint with the State survey and certificalion
agency concerning resident abuse, neglect, and
" misapproprialion of resident property in the
facility, and non-compliance with the advance .
. directives requirements. :

" The facility must inform each resident of the
name, specialty, and way of conlacting the
physician responsible for his or her care.

The facility must prominently display in the facility :
. written information, and provide to residents and ; !
- applicanls for admission oral and written | ;
: information about how to apply for and use
i Medicare and Medicaid benefits, and how to
' receive refunds for previous payments covered by
 such benefits.
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This REQUIREMENT is not met as evidenced
. by:

Based on observations, and resident and family
. interviews the facility failed to inform residents of
, thelir right to file a complaint with the state agency
‘ and to post the contact infermation for filing a
complaint with the:State Complaint Intake Unit
(Resident #20).

The findings included:

1. Resident #20 was admitted to the facility on
12/27/13 with diagnoses which included anemia,
heart condition, blood pressure, and depression.
| Review of the Quarerly Minimum Data Set

: (MDS) dated 06/26/16 revealed Resident #20
was cognitively intact,

! An interview was conducted on 07/28/16 at 10:11

- AM with Resident #20. Resident #20 reported she
was the President of the Resident Council.
Resident #20 stated concerns and issues were

. discussed in the monthly Resident Council

' Mestings, but stated the information to formally

file a complaint with the state was not discussed.

" Resident #20 further stated was not aware of the

! Stale licensure and certification agency complaint

! intake unil. Resident #20 explained she was not

| aware of information posted in the facility and had

' not seen the name or number posted of the

| complaint intake unit. Resident #20 further

i explained she was unsure if other residents knew

"where to obtain that information.

' 2. During the initial tour of the facility on 07/25/16

! at 10:10 AM observalicns were made of contact

! Information posted related to resident rights.
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Included in posted information was the following: .
-Posted next to a listing of resident rights was : !
"Division of Facility Services is responsible for the :
~ enforcement of patient rights." Included with this |
statement were two phone numbers. The
numbers posted were not contact information for
the complaint intake unit and there was nothing to
indicate the right to file a complaint with the Slate
agency. . i
-A posting for "Resident grievance/complaint ' '
" procedures” listed steps to file a
grievance/complaint and listed steps the facility : !
would take to resolve the concern. Included with : :
_ the posting was the statement, "Should you i
disagree with the finding, recommendalions or i
actions taken you may meet with the executive !
director or you may file 2 complaint with any of ]
the agencies listed on the residents' bulletin ;’
board." The residents' bulletin board did not i i
"include the numkber of the complaint intake unit or ¢
. information to indicate the right to file a complaint
! with the Slate agency. ;
-A posting was listed for how to file a complaint
; with the corpaorate office.

On 07/27/16 at 8:47 AM the facility administrator :
slaled he was responsible for information posted '
in the facility. The administrator stated the ‘ !
hallway where contact information was posted
had been recently painted and staff may have
forgotten to place all information back on the
bulletin boards.

+ On 07/27/16 at 10:13 AM the maintenance

- director stated the area where the bulletin board
containing contact information was posted had
been painted a couple maenths prior.

- On 07/27/16 al 1:00 PM the administrator stated
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" he located the contact information for posting a

complaint with the State agency in a storage

closet and posted it along with other contact '

information on the designated bulietin board. ‘
, The administrater stated the information had .

inadvertently been left in the storage closet after . ;
 the hallway was painted. i '

F 167 . 483.10{g)(1) RIGHT TO SURVEY RESULTS - ' F167° 1) No residents were injured re ;
$5=C | READILY ACCESSIBLE this citation ’ lated to f
" Aresident has the right to examine the results of 2)  The Executive Director labeled the
the most recent survey of the facility canducted by survey binder and labeled its location -
Federal or State surveyors and any plan of . i In large print on 7/27/2016

correction in effect with respect to the facility . i i
3) The Executive Director was in :

The facilily must make the results avallable for . serviced by the Regional Director of
:zgygiabﬁ:?oa?:s?;:ii sp::td !r:n ?_. SIZZES :Za:st):m o : Clinical Services on 8/08/16 on the
st sl labeling of survey binder and the
labeling of its location. The Executive .
Director wlill perform Quality ;
Improvement Monitoring of the |

This REQUIREMENT is not met as evidenced
survey binder’s availability and

by: )
Based on observations and staff interviews the ; labeling one time a week for 3
facilily failed to identify and post information '

. months and then quarterly

" regarding lhe location of the results of the most

| recent sunvey by the Slate agency. thereafter far one year,

: 4) The Executive Director Introduced the
The findings included: ' plan of correction to the Quality
During the initial tour of the facility on 07/25/16 at | Assurance Performance Improvement
10:10 AM observations were made of contact Committee on 8/22/2016. The i
information posted within the facility. There was i results of this audit will be —

- not a posling regarding the location of the results ‘ ;
 of the most recent survey by the State agency. ‘ to the Quality Assurance Performance -

. Located on the front entrance hallway of the : Improvement Committee members
facility was an unlabelled teal binder inside an i for monthly for three months then
Fatuhity 10° 923181 If continuation sheet Page § of 67
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F 167 Continued From page 5 F 167 quarterly thereafter for a year. The
open, wall mounted document holder. There was Quality Assurance Performance '
nothing lo identify what documents were inside | .
the leal binder, Review of the content of mprovement Committee members
information inside lhe teal binder noted the consist of but not fimited to the
- results of the most recent survey by the Stale Executive Director, Director of Clinical
agency. ’ ;
. agency Services, Unit Manager, Staff
On 0712716 at 8:47 AM the facility administrator Development, Activities, Medical
stated he was responsible for information posted Director, Social Services,
in the facility. The administrator stated the Mai . :
; ai
entrance hallway where information was posted nEenEmee leector, Dietary !
had been recanlly painted. The administrator Manager and Minimum Data Set ;
1 stated if interested parties asked for the location Coordinator. [(allblm
" of survey resulls they would have been directed
to the teal binder. The administrator stated the ,
wall mounted document holder had been :
removed when the hallway was painted. ‘ :
i !
~On 07/27/16 at 10:13 AM the maintenance " §
director slated the entrance hallway had been '
painted a couple months prior. ‘
On 07/27/16 at 1:00 PM the administrator stated
he was aware interested parties should not have i
- to ask for the location of the survey results. The
_ administrator stated the document holder had
" now been labeled to indicate the binder contained
- the most recent survey results by the Stale p
agency. ;
F 225 483.13(c)(1)(ii)-(iii), (c)(2) - {4) F225 1) Resident #18 was not injured related
S840 BWVESTIGATEIREPORT to this citation. The facility submitted

- ALLEGATIONS/INDIVIDUALS

The fagcility must not employ individuals who have
been found guilty of abusing, neglecting, or

" mistreating residents by a court of law; or have

had a finding entered into the State nurse aide

 registry concerning abuse, neglect, mistreatment

a 5 day working report on 9/3/2015.
Resident #158 no longer resides at

the facllity. The facility submitted a 5
day working report an 8/31/2015,
Resident #72 was not injured related
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F 225 Continued From page 6 ) F 225 to this citation. The facility submitted -

of residents or misappropriation of their property; ! a 24 hour report on 4/15/2016
and report any knowledge it has of actions by a i 5 ) fincl '
court of law against an employee, which would ; ) Review of incidents to ensure
indicate unfitness for service as a nurse aide or ' incidents have been reported as
other facility staff to the State nurse aide registry required by the Executive Director
or licensing authorities. ;

9 | 8/18/2016-8/24/2016.
The facility must ensure that all alleged violations 3) The Executive Director and Director
involving mistrealment, neglect, or abuse, of Clinical Services were in serviced

. including injuries of unknown source and By T REATEEL O .
misappropriation of resident property are reported ) ¥ the Regional Director of Clinical
immediately to the administrator of the facility and . Services on 8/8/2016 on the state of |
to other officials in accordance with State law : Morth Carolina reporting .
through established procedures {including to the requirements for allegations of

- State survey and cerification agency).
: abuse. The Executive Director will

The facility must have evidence that all alleged : perform Quality Improvement

violations are thoroughly investigated, and must ! Moni :
onitoring of any re i
prevent further potential abuse while the 8 ¥ reportalila event :

investigation is in progress.

for timely submission to the state one
time a week for three months and

5 The results of all investigations must be reported : - then quarterly thereafter for one
to the administrator or his designated i

representative and to other officials in accordance Fef
with State law (including to the State survey and 4) The Executive Director Introduced the :
certification agency) within 5 working days of the plan of correction to the Quality i

incident, and if the alleged violation is verified

: ; ; sur
appropriate corrective action musl be taken. Assurance Performance Improvement

Committee on 8/22/2016. The
results of this audit will be reported !
to the Quality Assurance Performance -

. This REQUIREMENT is not met as evidenced !
Improvement Committee members |

by :
Based on record review and staff interviews the : monthly for three months then
facility failed to submit abuse/neglect allegation ' quarterly thereafter for a year, The

investigations to the State's Health Care ! )
Personnel Investigation (HCPI) for 2:5 residents | Quality Assurance Performance
, for 6 Working Day Report (Residents #18 and | Improvement Committee members
i

- #158) and failed to submit negleci allegation
FORM CM3-2567(02-99) Previcus Versions Cbsclale EventiD; 781211 Faciily ID 92318t If conlinuation sheet Paga 7 of 67




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

PRINTED: 08/15/2016
FORM APPROVED
OMB NO. 0938-0391

DEFICIENGY)

STATEMEMT OF DEFICIENCIES (A1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: & B BlE COMPLETED
c
i) i 07/29/2016
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
25 REYNOLDS MOUNTAIN BOULEVARD
EMERALD RIDGE REHAB AND CARE CENTER
ASHEVILLE, NC 28804
x4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION %5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD B COMPLETICH
TAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPRGPRIATE DATE

F 225 Continued From page

The findings included:

01/15/14.

HRD was pointing her

Resident #18 to hush,

- abuse.

7

investigation's 24 Hour Initial Repert for 1:5
residents (Resident #72 ).

1. Resident #18 was admitted to the facility on

An Annual Minimum Data Set dated 06/21/16
indicated Resident #18 was cognitively intact,

* Areview of the incident of abuse dated 08/24/15

" indicated that on 08/24/15 the Admission's

. Coordinator witnessed the Human Resource

" Director being verbally abusive to Resident #18.
The Admission's Coordinator witnessed a "heated
conversation” between the Human Resource

. Director (HRD) and Resident #18 in the hallway

+ with the Executive Director (ED) present. The

finger al Resident #18 and

holding Resident #18's hand down and told

The Admission's

Coordinator intervened and the HRD's yelling
stopped. The Admission's Ceordinator reported
the incident to the appropriate corporate staff
because the ED was involved in the allegation of

A record review indicated the allegation of abuse
, for Resident #18 was invesligated on 08/24/16 by
* a corporate staff member,

On Q7/28/16 at 3:40 PM a telephone interview
was conducted with a staff member at the Stales'
HCPI who verified that the HCP! had received a

" 24 Hour Initial Report for Resident #18 on

- 08/26/15 and a 5 Warking Day Report for
Residenl #18 on 09/03/15.

F225  consist of but not limited to the
Executive Director, Director of Clinical
Services, Unit Manager, Staff
Development, Activities, Medical

Director, Social Services,

Maintenance Director, Dietary
Manager and Minimum Data Set

Coordinator.,

al2s)ig
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On 07/28/16 at 4,25 PM an interview was
conducted with the Execulive Director (ED) who
stated he was ullimately responsible for
submitting to the HCPI the 24 Hour Initial Report
and the 5 Working Day Report for Resident #18.
_ The ED stated the 5 Working Day Report was
" submitted to the HCP! 1 day late. The ED stated
a corporate staff member submitted the 24 Hour
“ Initial Repert and the 5 Working Day Report
because he had been involved in the allegalion of
i abuse.

. 2. Resident # 156 was admilted to the facility on
: 07/03/15.

An Admission Minimum Data Set dated 07/10/15
indicated Resident #1586 was cognilively impaired,

A review of the incident of neglect dated 08/20/15
_indicated that on 08/20/15 Resident #156 was not
“ taken to the bathroom on the night shift by Nurse
i Aide #2.

" A record review indicated the allegation of neglect

for Resident #156 was investigated on 08/20/18

by the Executive Director.

. On 07/28/16 at 3:40 PM a telephone interview
was conducted with a staff member at the States’
HCPI who verified that the HCPI had received a
24 Hour Initial Report for Resident #156 on
08/2115 and a 5 Working Day Report for

: Resident #156 on 08/31/15.

" On 07/28/16 at 4:25 PM an interview was

- conducted with the Executive Direclor (ED) who

_stated he was ultimately responsible for
submitting to the HCPI the 24 Hour Initial Report
and the 5 Working Day Report for Resident #156.
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The ED stated the 5 Warking Day Report was

" submitted to the HCPI 1 day late. The ED stated
he required a better lracking system for
submitting the 5 Working Day Repon to the
HCPI.

3. Resident #72 was admilted to the facility on
03/19M15.

* A Quarterly Minimum Data Set dated 06/04/16

_indicated Resident #72 was cognitively impaired
and was frequently incontinent of urine and
accasionally incontinent of bowel.

" Araview of a 24 Initial Report indicated Resident
#72 had an allegation of neglect. The date of the

. neglect incident was reported as occurring on
04/12/16 between 2:00 AM and 3:30 AM. A
review of the allegation revealed Resident #72
had requested bathroom assistance on 04/12/16

~at 2:00 AM and Nurse Aide #1 came into

, Resident #72's room and shut the light off and did

| not acknowledge Resident #72's request for

: bathroom assistance. Resident #72 at a laler time
on 04/12/16 requested additional assistance from
2 other nurse aides due to having a wet brief and

 a wet gown and did not receive assistance,

! Resident #72 indicaled she had to change her

i own wel gown without assistance.

A record review indicated the incident of neglect
- cccurred on 04/12/16 and the investigation into
! the allegation of neglect conducted by the
. Execulive Director was undated. The
"investigalion indicated Nurse Aide #1 was
i suspended during the investigation and the
! aliegation of neglect was unsubstantiated. The 24
' Hour Inilial Report was signed by the former
Director of Nursing on 04/14/16 and the 5 Day

F 225
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Working Report was signed by the Execulive
Direclor on 04/15/16.

On 07/28/16 at 3:40 PM a telephone interview

was conducted with a staff member at the States :
HCPI who verified that the HCPI had received a ; : i
24 Hour Initial Report and a 5 Working Day _‘ i
Report for Resident #72 on 04/15/16, ! !

_On 07/28/16 at 4:25 PM an interview was
" conducted with the Executive Director (ED) who ‘ i i
‘ stated he was ultimately respensible for ‘ ‘

submitling to the HCPI the 24 Hour Initial Report ; ;

for Resident #72, The ED stated the 24 Hour :
- Initial Report for Resident #72 was submitted 3

days late to the HCPI and was submilted along .

with the 5 Working Day Report. The ED assumed :
: the invastigation to the allegation of neglect for :
i Resident #72 occurred on 04/12/16. The ED
stated he had not dated the allegation ‘ ;
- investigation of neglect for Resident #72 so he :
" was unsure of the date that he conducted the ) i
" investigation. The ED stated he had shared the
~responsibility of submitting the 24 Hour Initial

Reports with his former Director of Nursing. The
' ED staled he required a better tracking system i
" for timely submission of the 24 [nitial Reports to i i

' the HCPI. : i

F 226 483.13(c) DEVELOP/IMPLMENT F226 1) Resident # 121 was seen by the ]
ss=p ABUSE/NEGLECT, ETC POLICIES i s :
; physician on 7/28/2016. No new :

The facility must develop and implement written i orders noted. '
policies and precedures that prohibit : Nurse #3 was In serviced by the :

mistrealment, neglect, and abuse of residents

and misappropriation of resident property. Director of Clinical Services

on7/28/2016 and 7/29/2016 on
reporting any allegation of abuse
and/or resident to resident
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F 226 | Continued From page 11 F 226! altercations.
' This REQUIREMENT is not met as evidenced ' Nurse #2 was in serviced by the
by: ' Director of Clinical Services

Based on record review, resident, and staff

| interviews the facility failed to follow their abuse ! on7/27/2016 on reporting any

allegation of abuse and/or resident to
resident altercations.

All residents have the potential to be
affected by this citation. Current
residents were interviewed regarding
abuse and any potential resident to

: policy and procedure in the areas of reporting,
identification, and protection for 1:1 resident
| (Resident #121). ! 2)

I
| The Findings included: |

A policy titled "Subject: Resident Abuse and had a
revision date of 06/01/15 read in part: Any action
| that may cause or causes actual physical, ‘ resident altercations on 7/27/2016
psychological or emotional harm, which is not ; | with no negative findings. i
| caused by simple negllig.ence. constitutes abuse. | | 3) The Executive Director and Director
| Furthermore, the Administration of the Cecmpany ‘ | o . ) i
| recognizes that resident abuse can be committed \ | of Clinical Services were in serviced
by other residents, visitors, or volunteers. Any 1 on the Abuse policy on 8/8/2016 by
|
|

employee who witnesses or has knowledge of the Regional Director of Clinical

abuse or an allegation of abuse to a resident, is i i -

' obligated to report such information immediately Services. Licensed Nurses, Certified

to their supervisor. If the immediate supervisor is | i Nurse Assistants, Housekeeping,

not available, the employee is to notify the i ‘ Dietary, Maintenance, Social Services,

designated Nursing Supervisor on duty at the Business Office Manager, Human

time of the event. Additionally the supervisor must ’

immediately report to the Executive Director (ED), Resources, Admissions, Activities

who is the designated abuse coordinator. The ED were in serviced by the Director of

or Director of Clinical Services (DCS) will ensure Clinical Services and/or Nursing
Supervisor on Abuse Policy, reporting

notification to the resident's legal guardian, family
member, responsible party or significant other of i
| the alleged, suspected or cbserved abuse, f . allegations and resident to resident
| neglegt or m:st.re.atment, gng notify the resident's | altercations 8/15/2016-8/24/2016.
attending physician. Immediately upon an ! )
allegation of abuse or neglect, the suspect (s) i The Executive Director and or Social
Services Director will perform Quality

shall be segregated from residents pending the
Improvement Monitoring for

i
investigation resident of the allegation. The ; |
Clinical Nurse in charge or the DCS shall perform | . ) .

i reporting of resident to resident
|

. and document a through nursing assessment, 1
l and notify the attending physician. An incident
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report shall be filled by the individual in charge
who received the report in conjunction with the
- person who reported the abuse."

Resident #121 was admitted to the facility on
05/25/18,

An admission Minimum Data Set dated 06/01/16
indicated Resident #121 was cognilively intact
and was under Hospice care and required
oxygen. Resident #121 was coded as having
diagnoses of respiratory failure, cardiopulmonary
disease (COPD), post-traumatic stress disorder,
psychotic disorder, anxiety disorder, and

' depression. Resident #121 was coded as

- requiring supervision for bed mobility and
transfers and limited assistance with dressing,

" toileting, and personal hygiene.

A review of a nurse's note created by Nurse #2
and dated 07/17/16 at 1:00 PM indicated
- Resident #121 had stated that his new roommate
" becamne aggressive and semi-combative on
Friday evening 07/15/16. Resident #121 stated he
was very concerned about his own safely at
times.

On 07/26/16 at 8:51 AM an interview was
conducted with Resident #121 who stated he had
been struck in the right shoulder by his
roommate. Resident #121 stated he tried to move
oul of the way of being struck by his roommate
but his rcommate made contact with Resident
#121's right shoulder and further stated if he had
not tried to move out of the way of his
roommate's strike, he would have received a

" harder strike. Resident #121 stated he
immediately told the nurse of the incident but
could not recall the name of the nurse, Resident

,4)
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F 226 Continued From page 12 F 226 altercations and/or allegations of !

abuse three times a week for four :
weeks, two times a week far four
weeks and one time a week for four
weeks and or until substantial

compliance is obtained then quarterly
thereafter. |
The Executive Director introduced the |
plan of correction to the Quality !
Assurance Performance Improvement :
Committee on 8/22/2016. The :
results of this audit will be reported _
to the Quality Assurance Performance -
Improvement Committee members
monthly for three months then
quarterly thereafter for a year, The !
Quality Assurance Performance
Improvement Committee members
consist of but not limited to the
Executive Director, Director of Clinical
Services, Unit Manager, Staff
Development, Activities, Medical
Director, Social Services,

Maintenance Director, Dietary
Manager and Minimum Data Set
Coordinator.
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#121 stated he had not been able to get any rest
or sleep with his roommate wandering around the
room. Resident stated he thought approximately
about 4 days after the incident the facility moved
his roommate out of the room. Resident #121

: stated he thought the facility should have moved

his roommate out of his room sconer because
Resident #121 had nol felt safe with his
roommate wandering around in the room and

~ getling into Resident #121's personal belongings.

On 07/27/16 at 12:45 PM a telephone interview
was conducted with Nurse #2 who stated he was
informed by Resident #121 on 7/17/16 that his
roommate had become aggressive and
combative on 07/15/16 Friday evening and had

" struck Resident #121. Resident #121 informed

Nurse #2 that his roommate had made contact

with Resident #121's shoulder and Resident #121

had tried to divert away from receiving the strike.

. Nurse #2 stated Resident #121 had denied any

"injury from the strike. Nurse #2 stated Resident
#121 had informed him that Resident #121's

roommate had become aggressive and had baen

" rcummaging around in the room. Nurse #2 stated

the Social Worker (SW) who he believed was part
of administration was informed on 07/17/16 that

" Resident #121 was not getting along with his

roommate. Nurse #2 stated he did not remember

" if he had informed the SW if Resident #121 had
" been struck by his roommate on 07/15/16. Nurse

#2 stated he was informed by the SW that the
incompatible roommale situation involving
Resident #121 would be handled on Monday
when the Administrator and Director of Nursing
(DON) were back in the facility. Nurse #2 stated

*in his opinion Resident #121 was not in any

danger from his roommate or was unsafe by

" staying in the same room with his roommate until

3
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F 226 Continued From page 14

administration could address the roommate

_ situation an Monday 07/18/16. Nurse #2 stated
he should have informed the DON that Resident

" #121 had informed Nurse #2 that he had been

' struck by his roommate on 07/17/16. Nurse #2
further shared that he had not informed the

“adminisirator that Resident #121 had been struck
by his rcommale.

On 07/27/16 at 3:31 PM an interview was
conducled with the SW who stated she was
informed by Murse #2 cn 07/17/16 that Resident
#121's roommale stood over his bed during the
night and kept Resident #121 awake. The SW
" stated she did not recall that Nurse #2 had
informed her that Resident #121 had been struck
by his roormmate. The SW stated she did nol
infarm the DON on 07/17/16 that Resident #121
was having any concerns with his roammate. The
SW stated during the clinical portion of the
morning standup meeting on 07/18/16 the DON
- informed the SW that Resident #121 had been
kept awake by his roommate. The SW stated
nothing was mentioned by the DON that Resident
#121 had been struck by his roommate. The SW
- stated the administrator and CON were aware
that she was working on a roommate change for
' Resident #121's roommate, The SW stated
Residenl #121 came to the nurse's station to
inquire when his roommate would be moved
because Resident #121 had not been able to get
any rest. The SW stated Resident #121 had not
informed her that he had been struck by his
. roommate.

" On 07/27/16 at 4:25 PM an interview was

. conducted with Nurse Aide #3 who staled on

‘ 07/16/16 she worked 7:00 AM to 7:00 PM and
i was informed by Resident #121 that his

F 226
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roommate cn Friday evening 07/15/16 had been
touching items on Resident #121's bedside table

" and Resident #121 asked his roommale to go to
his own bed. Resident #121 stated his roommate
hit Resident #121 in the shoulder. Nurse Aide #3
staled she thought Resident #121 was anxious

" about staying in the same room with his
roommate because Resident #121 kept the
curtain closed that divided the room, Nurse Aide
#3 stated she informed Nurse #2 that Resident
#121 had been struck by his roommate. Nurse
Aide #3 informed Nurse #2 that Resident #121
was asking that his roommate be moved out of
the room because his rcommate was getting inta
Resident #121's personal belongings and his
roommate kept pulling the curtain back. Nurse
Aide #3 stated she was present when Nurse #2 i ]
informed Resident #121 that Nurse #2 could not '
remove the roommate from the room and the SW
would have to make arrangements to move : |
Resident #121's roommate from the room. | l

On 07/27/16 at 5:13 PM a telephone interview :
was conducted with Nurse #3 who stated she : :
worked on 07/16/16 from 7:00 PM to 7:00 AM i
and was informed by Resident #121 that he had i
been struck by his roommate on 07/15/16. Nurse : |
#3 stated Resident #121 informed her that his
roommate made contact with him but was not a
direct hit. Nurse #3 stated Resident #121 : ‘ i
informed her that he had told the SW that he had
been struck by his roommate. Nurse #3 slated
she had not reported to the DON or the

« administrator that Resident #121 had been struck

by his roommate because she thought the SW

. had informed the DON and administrator of the
incident, Nurse #3 stated she had not completed
a concern form regarding Resident #121 being
struck by his rocommate because she believed a
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F 226 Continued From page 16
concern form had already been completed.

" On 07/28/16 at 9:05 AM an interview was
conducted with the SW who stated she was
unaware that Resident #121 had been siruck by

" his roommate until 07/27/16 and was not aware
lhat Resident #121 was struck by his roommate
on 07/15/16 and she had no knowledge of the
incident until 07/27/18. The SW staled Nurse #2

. had not reported to her that Resident #121 had

been struck by his roommate on 07/15/18. The

SW stated the system of reporting resident to

resident altercations needed to be fixed. The SW

stated if she had known that Resident #121 had
been struck by his roommate on 07/15/16 she
would have moved Resident #121's rcommate
sooner.

An interview was conducted with the Director of

Clinical Services (DCS) on 07/28/16 at 9:54 AM
_who stated if any incidents concerning residents
“ occurred out of the ordinary than staff were to call
the DCS. The DCS stated her expectation was
that staff were to notify her immediately of any
resident to resident altercation and of any unusual
resident behaviors. The DCS stated she had not
been informed until 07/27/16 that Resident #121
had been struck by his roommate. The DCS
stated her expectalion was that a Situation
Background Assessment Recommendation
(SBAR) form should have been filled out and a
nursing assessrment would have been performed
on 07/15/16 or 07/16/17 by the nurse after
Resident #1271 had been struck by his roommate
as per facility protocol. The DCS staled her
expectation was that Nurse #2 and Nurse #3
should have immediately notified the DCS when
Resident #121 informed Nurse #2 and Nurse #3
that he had been struck by his roommate on

F 226
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07/15/16. The DCS stated her expectalion was
that Nurse #2 and Nurse #3 would have informed
the physician, DCS and the Executive Direclor

" that Resident #121 had been struck by his
roommate. The DCS stated if she had known that
Resident #121 had been struck by his roommate
she would have immediately came to the facility
and made arrangements to have Resident #121's
roommate relocated to another room in the

 facility. The DCS staled there was a system
failure in reporting resident to resident abuse. The

" DCS stated when she found out on 07/27/16 that
Resident #121 had been siruck by his roommate
an investigation into the incident was immediately
implemented on 07/27/16

An interview was conducted with the Executive

: Director (ED) on 07/28/16 at 11:28 AM who stated

t he was informed on 07/27/16 by ancther slaff
member that Resident #121 had been struck by

" his roommate. The ED slated he was unaware
that Resident #121 had been struck by his

" roommate unlil 07/27/16. The ED staled his
expectation was that the nurse would have

" notified him immediately that Resident #121 had
been struck by his roommate. The ED stated the
facility policy indicated that any resident to

- resident, staff to resident, or any abuse was to be
immediately reporied to the ED. The ED stated

" he never received a written report that Resident
#121 had been struck by his roommate. The ED
staled the physician had not been notified that

- Resident #121 had been struck by his roommate
at the time of the incident.

On 07/28/16 at 2:58 PM a telephone interview
was conducted with Nurse #2 who stated he had
not infermed the physician on 07/17/16 when
Resident #121 had informed Nurse #2 that he
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ss=p RELATED SOCIAL SERVICE

" The facility must provide medically-related sccial
services to attain or maintain the highest
praclicable physical, mental, and psychosocial
well-being of each resident.

~ This REQUIREMENT is not met as evidenced
by:
Based on record reviews and staff interviews the
facility failed facility faited to address the residents
rummaging behavior, inappropriate elimination
habits, wandering behavior and emotional status

“for 1 of 1 sampled resident for behavior and
emotional status (Resident #155).

| The findings included:

' Resident #155 was admitted to the facility to a

. unit that was not locked on 07/12/16 with

" diagnoses which included blood clots of the deep

: veins of left lower extremily, muscle weakness,
lack of coordination, low back pain and

| Alzheimer's disease.
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F 226 Continued From page 18 F 226
had been siruck by his roommate and had not
performed a nursing assessment.
On 07/29/16 at 7:20 AM an interview was
" conducled with Nurse #3 who staled on 07/16/16
" when she was informed by Resident #121 that he
had been struck by his roommate she had not
' notified the physician or a nursing assessment.
Nurse #3 stated she thought someone else had
already notified the physician that Resident #121
had been struck by his roommate.
F 250 483.15(g)(1) PROVISION OF MEDICALLY F250 1) Resident #155 no longer resides at

the facility.

2) The Social Services Director
performed Quality Improvement
Monitoring of current residents for
any psychosocial needs for their

wellbeing, and any concerns for other |

resldents with behaviors 8/17/2016-
8/24/201s.,

3) The Reglonal Directar of Clinical
Services in serviced the Director of
Social Services on providing
psychosocial services to meet the
residents welibeing and how to
follow up with residents with
behavior's and update care plans to

reflect specific interventions for those |

residents with behaviors On
8/23/2016. Llicensed Nurses,
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|

| Areview of the admission Minimum Data Set

i (MDS) dated 07/19/16 indicated Resident #155

| was severely impaired in cognition for daily

| decision making and had physical behaviors

I directed toward others which occurred 1-3 days,
verbal behaviors directed toward others which

occurred 1-3 days and rejection of care which

occurred 1-3 days. The MDS also indicated

Resident #155 required extensive assistance with

| dressing, teileting, hygiene and transfers but

| limited assistance with locomotion on the unit.

A review of documents from a previous facility
with a facsimile (fax) stamp dated 07/12/16 at
8:50 AM contained notes by a Social Worker
{SW) indicated Resident #155 lived on a secured
! Alzheimer's unit for a more structured and secure
} environment.

| Areview of an Admission Data Collection form

i which included the nursing admission

| assessment dated 07/12/16 at 3:30 PM revealed
: Resident #155 was disoriented to person, place
and time at all times. The form also revealed
Resident #155 was at risk for elopement and had
behavioral symptoms which included wandering,
resisted care and had poor concentration.

A review of an Admission Care Plan dated
07/12/16 indicated the following approaches:
redirect resident as needed, always ask for help if
resident was abusive or resistive, keep
environment calm and relaxed, remove from

| public area if behavior is improper and encourage
' diversional activities. There were no handwritten
notes related to any specific behaviors or
interventions for staff to attempt.

Housekeeping, Dietary, Maintenance,
Social Services, Business Office
Manager, Human Resources,
Admissions, Activities were in
serviced by the Director of Clinical
Services and/or Nursing Supervisor
on Abuse Policy, reporting allegations
and resident to resident altercations
8/15/2016-8/24/2016. The Executive
Director and or Social Services
Director will perform Quality
Improvement Monitoring for
reporting of resident to resident
altercations and/or allegations of
abuse three times a week for four
weeks, two times a week for four
weeks and one time a week for four
weeks until substantial compliance is
obtained and then quarterly
thereafter for one year, The Social
Services Director will monitor
residents with behavior’s for resident
specific interventions and for resident
psychosocial needs three times a !
week for four weeks, two times a
week for four weeks and one time a
week for four weeks until substantial
compliance is obtained and then
quarterly thereafter for one year. ,
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A review of a nurse's note dated 07/12/16 at 9.00
PM documenled by Nurse #1 indicated Resident
#155 was re-direcled frequently from other
resident rooms and had rummaged through their
personal things.

A review of a nurse's note dated 07/13/16 al 5:45
AM decumented by Murse #1 indicated she was
called to Resident #155's room by a Nurse Aide
(NA) and Resident #155 was standing on his
roommates side of the room between his
roommates bed and wall and had urinated a
small amount in the floor at the head of his
roommates bed and was about to urinate on his
roommates head and face. The notes further
indicated Resident #155 was redirected to the

- bathroom by 2 staff.

Areview of a nurse's note dated 07/14/18 at 7:30

" PM documented by Nurse #4 revealed Resident

#1865 was confused and was easily agitated, The
notes further revealed Resident #155 was difficult
to redirect and became angry with staff and family
and wandered in and out of other resident rooms.

A review of a nurse's note dated 07/16/16 during
the 7:00 AM to 7:00 PM shift revealed Resident
#1565 needed constant re-directing and cueing the
entire shift because he wandered in and out of

_other resident's rooms.

A review of a nurse's note dated 07/17/16 at 1:00

: PM documented by Nurse #2 indicated Resident
* #155 had become aggressive and

semi-combativa during the evening of 07/15/16

_ with his roommate.

A review of a nurse's note dated 07/18/16 at 9:00
PM documented by Nurse #1 revealed Resident

plan of correction to the Quality
Assurance Performance Improvement |
Committee on 8/22/2016. The results
of this audit will be reported to the
Quality Assurance Performance
Improvement Committee members :
monthly for three months then
quarterly thereafter for a year, The
Quality Assurance Performance
Improvement Committee members
consist of but not limited to the 1
Executive Director, Director of Clinical I
Services, Unit Manager, Staff
Development, Activities, Medical |
Director, Social Services,

Malintenance Director, Dietary 4
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F 250 Continued From page 21

#155 was sitting on his roommale's bed while his
roommate was out of the room and had spilled
drinks that were on bedside table all over his
roommate's bed. The notes further revealed
Resident #155's roommale's bed linens were all
tangled and Resident #155 had been drinking his
roommates left over ice tea,

A review of nurse's noles dated 07/19/16 al 11.35
AM documented by Nurse #7 revealed Resident
" #155 was combative and wandered into other
resident's rooms and went through their parsonal
" things.

A review of a Social Services Admission

_Evaluation dated 07/19/16 by the facilily SW
indicated Resident #1556 had no short term or
long term memory recall and was severely
impaired in cognition for daily decision making
and never or rarely made decisions. A seclion

. labeled mantal heaith diagnosis or
behavioral/lemation concerns was indicated yes
and a handwritten note indicated Alzheimer's
disease. A section labeled resident anticipated

: discharge plan indicated long term care - secured
unit.

A review of a Care Area Assessment (CAA)

worksheet dated 07/25/16 completed by the

Social Worker (SW) revealed behavioral

symptoms triggered due to rejection of care;
_wandering and presence of at least 1 behavioral
i symptom.,

- During an interview on 07/29/16 al 7:16 AM

: Nurse #3 stated nursing staff talked to Resident

» #155 and tried to distract him but at least half the
time he rummaged through other resident's
things and exhibited behaviors. She further

F 250
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stated she did not assess Resident #155 for
behaviors because she thought that had already
bean done and she did not notify Resident #155's
physician about behaviors because she thought
that had already been done.

F During an interview on 07/29/16 at 9:21 AM

Nurse #1 explained Resident #155 was difficult to

' re-direct and urinated in the floor. She stated it

became harder to re-direct Resident #155 each
day and they tried diversional activities but that
did not work and they had tried to monitor him at
the nurse's station but he would get up and
wander off,

During an interview on 07/29/16 at 8:57 AM the
SW explained she went to Resident #155's room
the next morning after he was admitled because
it had been reported he had wandered in other
resident's rooms. She stated she was not aware
of all the behaviors Resident #155 had exhibited
and felt when he was admitted to the facility he
would adjust and would get used lo his
surroundings. She stated she had relied on
nursing staff to keep her informed about Resident
#155's behaviors but she now realized she
needed to be more involved with assessing and
monitoring resident behaviors.

During an interview on 07/29/16 at 2:42 PM the
Director of Clinical Services stated it was her
expectalion for nursing staff to assess resident
behaviors and communicate with the physician or
Administration when a resident was continuing to
exhibit behaviors. She stated it was also her
expectation for the SW to assess and monitor
resident's psychosocial well-being and behaviors
on admission and then on a routine basis.
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The facility must provide housekeeping and
. maintenance services necessary to maintain a
- sanitary, orderly, and comfortable interior.

This REQUIREMENT is not mel as evidenced

| by:

Based on observations and staff interviews the

facility failed to repair resident doors with broken

and splintered laminate and wood for 6 of 12

resident rooms in the locked dementia unit

(Resident reom #102, #105, #107, #108, #110

. and #114), failed to repair damaged wood and
laminate on the edges of 2 of 2 smoke prevention
doors in the locked damentia unit, failed to repair

" a cracked vinyl hand rail In the main hallway

. across from Resident room #102 in the locked -
dementia unit, failed to repair stained grout

" around the base of loilets in 4 of 12 Resident
bathrooms in the locked dementia unit (Resident
bathroom #102, #105, #108 and #110) and failed
to repair the baseboard in the bathraom of
Resident Rcom #108 that had separated from the
dry wall in 1 of 12 resident bathrooms in the
locked dementia unit.

' The findings included:

. 1. a. Observations of Room #102 ¢n 07/25/16 al
' 5:01 PM revealed the door of the resident's room
* had broken and splintered laminate an the edges
. of the bottem half of the daor.

* Observations on 07/26/16 at 8:57 AM revealed

- the door of resident room #102 had broken and

. splintered laminate on the edges of the bottom

half of the door.
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F 2583 Continued From page 23 F 253
F 253 ;?&ig&{i&g%iiﬁg:lsNG & F253 1) The Maintenance Director repaired
= | i .
SS=E the broken and/or splintered door

laminate on room #102 an

8/15/2016,

The Maintenance Director repaired |
the broken and/or splintered door ‘
laminate on room #105 on
8/15/2016.

The Maintenance Director repaired
the broken and/or splintered door
laminate on room #107 on
8/15/2016.

The Maintenance Director repaired
the broken and/or splintered door i
laminate on room #108 on
8/15/2016. '
The Maintenance Director repaired
the broken and/or splintered door
laminate on bathroom door and
resident room door on room #110 on
8/15/2016. ;
The Maintenance Director repaired
the broken and/or splintered door :
laminate on room #114 on
8/15/2016. '
The Maintenance Director repaired

the smoke barrier broken and/or
splintered door on the locked

dementia unit on 8/15/2016.
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F 253 Continued From page 24 F 253 The Maintenance Director repaired

Observations on 07/27/16 at 9:15 AM revealed
the doar of resident room #102 had broken and
splintered laminate on the edges of the botlom
half of the doar.

b. Observations of Room #105 on 07/25/16 at
5:05 PM revealed the doors of the resident’s
room and bathroom had broken and splintered
laminate on the edges of the bottom half of the
doars.
Observations on 07/26/16 at 8:59 AM revealed
the doors of resident room and bathroom #105
had broken and splintered laminate on the edges
of the bottom half of the doors.

_Observations on 07/27/16 at 9:18 AM revealed
the doors of resident room and bathroom #105

. had broken and splintered laminate on the edges
of the bottom half of the doors.

¢. Observations of Room #107 on 07/25/16 at
5:18 PM revealed the door of the residenl's rcom
"had broken and splintered laminate on the edges
~of the bottom half of the door.
Observations on 07/26/16 at 9:09 AM revealed
. the door of resident room #107 had broken and
splintered laminate on the edges of the bottom
half of the door.
Observations on 07/27/16 at 3:20 AM revealed
. the door of resident rcom #107 had broken and
splintered laminate on the edges of the bottom
half of the door.

i d. Observatians of Room #108 on 07/25/16 at
| 5:30 PM revealed the door of the resident's room
had broken and splintered laminate on the edges
- of the boltom half of the door,
Observalions on 07/26/16 at 9:15 AM revealed
' the door of resident room #108 had broken and
! splintered laminate on the edges of the bottom

the vinyl hand rail across from
resident room #102 on 8/16/2018s,
The Maintenance Director and/or
Housekeeping Supervisor repaired
the grout in the bathroom #105 on
8/16/2016.

The Maintenance Director and/or
Housekeeping Supervisor repaired
the grout in the bathroom #108 on
8/16/2016.

The Maintenance Director and/or
Housekeeping Supervisor repaired
the grout in the bathroom #110 on
8/16/2016.

The Maintenance Director repaired
the baseboard in resident room #110
on 8/16/2016.

2) The Maintenance Director and/or
Housekeeping Supervisor observed
doors for broken laminate, splintered
woad, loose baseboards, and grout in
restrooms for cleaning and repair
8/15/2016-8/24/2016. Issues
identified were repaired by the
Maintenance Director and/or
Housekeeping Supervisor.

3} The Executive Director in serviced the
Maintenance Director and the House
keeping supervisor on maintaining
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_half of the door.

. Obsarvalions on 07/27/16 at 11:20 AM revealed

© the door of resident room #108 had broken and

" splintered laminate on the edges of the bottom
half of the door.

! e. Observations of Room #110 on 07/25/16 at

' 5:35 revealed the doors of the resident's room
and back of bathroom deor had broken and
splintered laminate on the edges of the boitom
half of the doaors.

Observations on 07/26/16 at 9:19 AM revaaled
the doors of resident room and back of bathroom
door of #110 had broken and splintered laminate
on the edges of the bottom half of the doors.
Observations on 07/27/16 at 11:25 AM revealed
the doors of resident room and back of bathroom
door of #110 had broken and splintered laminate
on the edges of the boltom half of the doors.

f. Observations of Room #114 on 07/25/16 at
5:40 PM revealed the door of the resident's room
had broken and splintered laminate on lhe edgss

. of the bottom half of the door.

Observations on 07/26/16 at 9:29 AM revealed

' the daor of resident room #114 had broken and

" splintered laminate on the edges of the bottom

-~ half of the door,

: Observations on 07/27/15 at 11;30 AM revealed
the door of resident room #114 had broken and
splintered laminate on the edges of the boltom

* half of the daor.

2. a. Observations of 2 set of smoke barrier doors
in the locked dementia unit on 07/25/16 at 5:15
PM revealed 2 doors with hroken and splintered
laminate on the edges cf the lower half of each
door.

Observations on 07/26/16 at 9:35 AM revealed
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F253 Continued From page 25 F253'  hand rails, doors and grout on ;

8/19/2016. The Director of Clinical
Services in serviced licensed nurses,
certified nurse aides on notifying
Maintenance should they find any ?
area that needed repair 8/15/2016-
8/24/2016. The Maintenance Director
and/or Housekeeping Supervisor will
perform Quality Improvement
Monitoring of resident room doors,
bathroom doors for broken or
chipped laminate or wood,
baseboards in need of repair,
handrails in need of repair and grout
in need of repair three times a week
for eight weeks, two times a week for
four weeks until substantial ;
compliance Is obtained and then
quarterly thereafter for one year,

4) The Maintenance Director introduced
the plan of correction to the Quality

‘ Assurance Performance Improvement

' Committee on 8/22/2016. The

results of the audit will be reported to |
the Quality Assurance Performance :
Improvement Committee members '
monthly then quarterly thereafter for
ayear. The Quality Assurance
Performance Improvement

Committee members consist of but
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the smoke batrier doors in the locked dementia
unit had broken and splintered laminate on the
edges of the lower half of each door,

- Observalions on 07/27/16 at 11:35 AM revealed
lhe smoke barrier doors in the locked dementia
unit had broken and splintered laminate on the
edges of the lower half of each door.

3. a. Observations of the vinyl hand rail across
fram resident room #102 in the main hallway of
the lacked dementia unit en 07/25/16 at 5:20 PM
* revealed a larga v shaped crack on the front side
~of the hand rail that was rough to touch,
Observations on 07/26/16 at 9:40 AM of the vinyl
hand rail across from resident room #102
revealed a large v shaped crack on the front side
of the hand rail that was rough to touch,
_Observations on 07/27/16 at 11:40 AM of the vinyl
' hand rail across from resident room #102
. revealed a large v shaped crack in the front side
* of the hand rail that was rough to touch.

4. a Observations in the bathrcom of Resident
room #102 on 07/25/16 at 5:07 PM revealed dark,

_brown stains in the grout around the base of the

 toilet.

; Observations on 07/26/16 8:57 AM in the

! bathroom of resident room #102 revealed dark

" brown stains in the grout around the base of the

| toilet.

* Observation on 07/27/16 al 9:17 AM in the
bathroom of resident room #102 revealed dark

" brown stains in the grout around the base of the
toilet.

i

. b. Observalions in the bathroom of Resident

- room #105 on 07/25/16 at 5:03 PM revealed dark,

! brown slains in the grout around the base of the

" toilet.

i
F253  not limited to the Executive Director,
 Director of Clinlcal Services, Unit
Manager, Staff Development,

Activities, Medical Director, Social
Services, Maintenance Director,
Dietary Manager and Minimum Data
Set Coordinator,

:g.\xslm
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- Observations on 07/26/16 9:02 AM in the
bathroom of resident room #105 revealed dark
brown stains in the grout around the base of the
toilet.

Observation on 07/27/16 at 9:19 AM the
bathroom of resident room #105 revealed dark
brown stains in the grout around the base of the
toilet.

¢. Observations in the bathroom of Resident
rocm #108 on 07/25/16 at 4:47 PM revealed dark,
brown stains in the grout around the base of the
. toilet,
Observations on 07/26/16 9:05 AM in the
hathroom of resident room #108 revealed dark
brown stains in the grout around the base of the
toilet.
Observalion on 07/27/16 at 9:22 AM in the
bathroom of resident room #108 revealed dark
brown stains in the grout around the base of the
loilat.

d. Observations in the bathroom of Resident
room #110 on 07/25/16 at 4:47 PM revealed dark,
brown stains in the grout around the base of the
toilet.
Observations on 07/26/16 9:08 AM in the

- bathreom of resident room #110 revealed dark
brown stains in the grout around the base of the

. toilet.
Observation on 07/27/16 at 8:25 AM in the

, bathroom of resident room #110 revealed dark

" brown stains in the grout around the base of the
toilet.

5. a. Observations in the bathroom of Resident
room #110 on 07/25/16 at 4:47 PM revealed the
baseboard along the wall on the right side of the
toilet had pulled away from the dry wall and

F 253
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exposed a large hole along the line where it had
separaled from the wall.
Observations on 07/26/169:08 AM in the
bathroom of resident room #110 revealed the
baseboard along the wall on the right side of tha
toilet had pulled away from the dry wall and

. exposed a large hole along the line where it had
separaled from the wall,
Cbservalion on 07/27/16 at 9:25 AM in the
bathroom of resident room #110 revealed the
baseboard along the wall on the right side of the
toilet had pulled away from the dry wall and

" exposed a large hole along the line where it had i

separated from the wall. '

An interview and environmental tour was ;
conducted in the locked dementia unit with the H
Maintenance Director and Administrator on f
07/28/16 at 4:30 PM. The Maintenance Director
stated the facility used a work order system and
explained there was a black box that was labeled
work orders at the nurse ' s station. He explained
" staff were expected to fill out the work order with

the problem and date and sign it and place it in

the box and he and his assistant made rounds ;
- throughoul the day to check them. He stated
" slaff also called him or stopped him in the hall to

tell him about things that needed to be fixed. He

confirmed he was not working on any large
: projects at the current time because they had just
" finished painting in the facility. During the tour he

acknowledged the splintered doors on resident

rooms, bathreems and smoke protection doors

and stated they needed to be sanded and some
" needed to have wood putty applied. He stated he

had not received any work orders lo repair

splintered doors. He confirmed the hand rail was

cracked in the main hallway of the dementia unit

across from Resident Room #102 and stated he
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was not aware of it. He verified the grout needed
to be replaced around the tailets inn Resident
rooms #102, #105, #108 and #110 and he had
not received any work arders to repair these. He
confirmed lhe baseboard had separated from the

" wall in the bathrocm of Resident room #110 and
he was unaware it had happened.

' During an interview on 07/29/16 at 4.40 PM the
. Administrator explained the Maintenance Director

would go through every doors and toilet to make
the repairs. He stated it was his expectation if
staff saw things that needed repair they should
report them to him or to the Mainlenance
Diractor. He further stated if staff saw anything
that was a potential safety hazard report staff
should report it immediately.

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

The assessment must accurately reflect the

" resident’s slatus,

- A registered nurse must conduct or coordinate

each assessment with the appropriate

participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed.

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

" Under Medicare and Medicaid, an individual who
" willfully and knowingly certifies a material and

false statement in a resident assessment is
subject to a civil money penalty of not more than

'

F278 1) Resident #155 no longer resides at
‘5 the facility.
1} 2) Residents with behaviors have the
potential to be affected by this
citation. The Minimum Data Set

Coordinator reviewed the last 30 days '

of CAA’s of current residents to
ensure that strengths and
weaknesses related to behaviors or
psychosocial status was addressed
; 8/17/2016-8/24/2016,

©3) The Social Services Director was In
serviced on completing accurate
CAA's related to resident behaviors

with identifying specific strengths and .

weakness's by the Regional Case
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$1,000 for each assessment; or an individual who
willfully and knowingly causes another individual

- to certify a material and false statement in a

' resident assessment is subject to a civit money
penally of not more than $5,000 for each
assessment.

. Clinical disagreement does not constitute a
- material and false statement,

. This REQUIREMENT s not met as evidenced
by:

Based on record reviews and staff interviews the
facility failed to accuralely assess a residenl's
psychosccial prablems and failed to identify
strengths and weaknesses related to behaviors or
psychosocial status for 1 of 21 residents sampled

* for Care Area Assessment Summaries (Residant

#155).

The findings included:

" Resident #155 was admitted to the facility on
07/12/16 with diagnoses which included blood

" clots of the daep veins of left lowar extremity,
muscle weakness, lack of coordination, low back

* pain and Alzheimer's disease. A review of the

~admission Minimum Data Set (MDS) dated
07/19/16 indicated Resident #155 was severely

i impaired in cognition for daily decision making

" and had physical behaviors directed toward

, others which occurred 1-3 days, verbal behaviors

. directed toward others which occurred 1-3 days
and rejection of care which occurred 1-3 days.

" The MDS also indicated Resident #155 required
extensive assistance with dressing, toileting,

' hygiene and transfers bul limiled assistance with

- locomaotion on the unit.
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The Director of Clinical Services
and/or the Minimum Data Set
Registered Nurse will audit CAA’s of
residents with behavior’s based on
the MDS schedule for accuracy two
times a week for twelve weeks or
until substantial compliance is

abtained then quarterly thereafter

for one year,

The Executive Director introduced the
plan of correction to the Quality |
Assurance Performance Improvement |
Committee. The results of this audit :
will be reported to the Quality {
Assurance Performance Improvement |
Committee members for 6 months ‘
and/or until compliance Is obtalned, |
The Quality Assurance Performance i
Improvement Committee members f
consist of but not limited to the
Executive Director, Director of Clinical
Services, Unit Manager, Staff
Development, Activities, Medical
Director, Social Services,

Maintenance Director, Dietary

Manager and Minimum Data Set .

Coordinator, .(B\ZSRHJ
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Areview of a Care Area Assessment (CAA) . i
worksheel dated 07/25/16 completed by the
Social Worker (SW) revealed behavioral ‘
symptoms triggered due to rejection of care, ) i
- wandering and presence of at least 1 behavioral
symptom. A review of the sections listed in the
CAA worksheet indicated the following:
a. Analysis of Findings indicated "Actual” and a
- section labeled seriousness of the )
problem/condition indicated progressive !
: dementia. '
f b. Nalure of the behavioral disturbance (resident
interview, if possible or staff cbservations) :
" revealed nothing was checked or documented. Z
¢. Medication side effects that can cause i
- behavioral symploms revealed nothing was ; :
" checked or documented. }
d. lliness or conditions that can cause behavior
problems indicated pain was checked.
_ e. Factors that can cause or exacerbate the :
behavior revealed nothing was checked or ! ‘
- documented. : |
f. Cognitive status problems indicated Alzheimer's ‘ ‘
disease and a section labeled other
considerations revealed nothing was checked or
documented.
g. Will behavioral symptoms and functional status
be addressed in the care pian? The
documentation indicated yes.
h. If care planning for this problem, what is the
overall objective? The areas checked included
improvement, slow or minimize decline, avoid
complications, maintain current level of
functioning and minimize risks.
i. Describe impact of the problem/need on the
resident and your rationale for care plan
decisions (include complications and risk factors
and the need for referral to other health ;
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professionals) revealed the following: related to '
" the resident's diagnosis the resident would

continue to have a cognitive decline and would

monitor for signs and symptoms of an acute

change in condition but would not proceed lo care

plans at this time.
j. A section labeled referral to other disciplines

indicaled psychiatric services.

- During an interview on 07/29/16 at 2:42 PM with
. the Director of Clinical Services she stated she
was familiar with CAA worksheets but she was
not involved in the MDS or CAA summaries or
~worksheets.

During an interview on 07/29/16 at 8:57 AM the
SW confirmed she had completed the CAA
worksheet for behaviors. She stated she had not
had any formal training in completion of the CAA
worksheets but had been trained by the person
who was the SW who preceded her. She further
stated she had not assessed Resident #155's :
psycheosocial status and had relied on nursing !
staff to report any concerns to her. She stated

_ she realized she should have assessed Resident
#155's behaviors so she could have included the
information on the CAA worksheet.

During an interview on 07/29/16 at 4.05 PM the
! MDS Coordinator confirmed the CAA worksheet
. for behaviors completed by the SW did not

contain an accurale assessment of Resident

#155's psychosocial status or behaviors. He

staled he did not realize the CAA worksheet did

nol contain an accurate assessment for

psychosocial status and the SW would need
additional lraining since she had not received any
formal training on completion of CAA summaries
or worksheets.
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SUMMARY STATEMENT OF DEFICIENCIES

D

PROVIDER'S PLAN OF CORRECTION {X5)

s3=D | PARTICIPATE PLANNING CARE-REVISE CcP

The resident has the right, unless adjudged
| incompetent or otherwise found to be
| incapacitated under the laws of the State, to
: participate in planning care and treatment or
‘ changes in care and treatment.

| A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an

| interdisciplinary team, that includes the attending
‘ physician, a registered nurse with responsibility

| for the resident, and other appropriate staff in

‘ disciplines as determined by the resident's needs,
| and, to the extent practicable, the participation of
| the resident, the resident's family or the resident's

i legal representative; and periodically reviewed
" and revised by a team of qualified persons after

i each assessment.
| This REQUIREMENT is not met as evidenced
by:
Based on record reviews and staff interviews the
! facility failed to reassess the effectiveness of
interventions and review the plan of care to meet
| the needs of a resident who was admitted with
| behaviors to a unit that was not locked and
| wandered in and out of other residents rooms,
touched them, rummaged through their personal
items and spilled liquids on their bed for 1 of 1

' sampled resident for behavior and emotional
‘ status (Resident #155).

:‘ The findings included:
\

(X4)ID .
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F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO ‘ F280| 1) Resident # 155 no longer resides at

the facility.

2) The Social Services Director, Director
of Clinical Services and/or Supervisor
reviewed care plans of resident’s with
behaviors for affective resident
specific behaviors 8/17/2016-
8/24/2016.

3) The Regional Director of Clinical
Services in serviced the Director of
Sacial Services on providing
psychosocial services to meet the
residents wellbeing and how to
follow up with residents with
behavior’s and update care plans to
reflect specific interventions for those
residents with behaviors on

‘ 08/23/2016. The Director of Clinical

Services and/or Nursing Supervisor
will perform Quality Improvement

Monitoring of residents with

behaviors care plan’s for resident
specific interventions to meet
residents psychosocial needs two
times a week for twelve weeks until
substantial compliance is obtained
then quarterly thereafter for one
year.
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Resident #155 was admitted to the facility on
07/12/16 with diagnoses which included bloed
clots of the deep veins of left lower extremity,
muscle weakness, lack of coordination, low back
pain and Alzheimer's disease. A review of the
admission Minimum Data Set (MDS) dated
07/19/16 indicated Resident #1565 was severely
impaired in cognition for daily decision making. A
" review of the behavior section of the MDS
revealed Resident #155 had physical behaviors
directed toward others which occurred 1-3 days,
verbal behaviors directed toward others which
occurred 1-3 days and rejection of care which
occurred 1-3 days. The MDS also indicated
Resident #155 required extensive assistance with
dressing, toileting, hygiene and transfers but
limited assistance with lecomotion on the unit.

- A review of dacuments from a previous facility
with a facsimile (fax) stamp dated 07/12/18 at

- 8:50 AM contained notes by a Social Worker
(SW) which indicated Resident #156 had poor

. safely awareness and did not understand to call
for assistance. The noles further revealed
Rasident #155 was considered lo be an
elopement risk due to wandering and had exit

. seeking behaviors and in the evenings had

" increased behaviors of wandering and resisted
care. The notes indicated Resident #155 lived on
a secured Alzheimer's unit for a more structured

- and secure environment.

| A review of an Admission Care Plan dated

' 07t12/16 indicated directions as follows:

. Acare plan problem litled Behavioral Symptoms
was circled and the goal was Resident #155

" would have fewer episades of and was left

- incomplete. The approaches were checked with
a check mark next to each as follows: redirect

F280 4) The Executive Director introduced the .
plan of correction to the Quality
Assurance Performance Improvement :
Committee on 8/22/2016. The results
of this audit will be reported to the
Quality Assurance Performance
Improvement Committee membaers
monthly for three manths then F
quarterly thereafter for a year, E
Quality Assurance Performance
Improvement Committee members
consist of but not limited to the |
Executive Director, Director of Clinical ‘
Services, Unit Manager, Staff ;
Development, Activities, Medical [
Director, Social Services,
Maintenance Oirector, Dietary
Manager and Minimum Data Set
Coordinator.
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F 280 Continued From page 35

. resident as needed, always ask for help if
resident was abusive or resistive, keep
environment calm and relaxed, remove from
public area if behavior was improper and
encourage diversional activities. There were no
notes related to any specific behaviors or
interventions for staff to attempt.

- A review of an Admission Dala Collection form

“ which included the nursing admission

* assessment dated 07/12/16 at 3:30 PM revealed
Resident #155 was disoriented to person, place
and time at all times. The form also revealed
Resident #155 was at risk for elopement and had

" behavioral symptoms which included wandering,
resisted care and had paor concentration.

A review of a Care Area Assessment (CAA)

"worksheet completed by the SW dated 07/25/16

. indicated behavior symptoms triggered due to

rejection of care, wandering and the presence of

at least 1 behavioral symptom and a psychiatric

" services referral was indicated. A question as to

 whether behavioral symptoms and functional
status would be addressed in the care plan was
answered yes. However a section to describe the
impact of the problem or need on the resident
and rationale for care plan decisicns indicated the
facility would not proceed to care plans at this
time.

+ During an interview on 07/29/16 at 7:16 AM

“ Nurse #3 explained Resident #155 rummaged
through other resident's things. She staled they

“talkad to him and tried to provide diversional
aclivities but he was hard to redirect. She stated
she did nol recall any specific care plan
interventions for Resident #155 and she had not
reassessed the effectiveness of care plan

F 280

FORM CM5-2567(02-99) Previous Versions Obsclale EvenlID: 72211

Fachy 1D 922181

If continuation sheet Page 36 of 67




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

PRINTED: 08/15/2016
FORM APPROVED
OMB NO. 0938-0391

interventions.

During an interview on 07/29/16 at 8:01 AM

. Nurss #6 stated resident care plans were keptin
a notebocok at the nurse's station and staff
referred to them as needed. She further stated

" care plans were initiated when a resident was
admitted to the facility and nursing staff were
supposed to come up with interventions on the
care plan to provide interventions that best suited
the resident. She slaled she was aware nurses
were expected to play a role in making changes
on the residents care plans and care plans were
supposed to be updated as needed however she

- did not recall Resident #155's care plan. She
further staled she had not reassessed the
interventions on the care plan to determine
specific interventions for Resident #155's
behaviors.

During an interview on 07/29/16 at 8:21 AM with
Nurse #1 she stated Resident #1565 had
behaviors and wandered inlo other resident
rooms and rummaged in their personal things.
She explained resident's care pfans were keptin
a notebook at the nurse's station but was not sure
what Resident #155's care plan indicated for
interventions refated lo his behaviors other than
to redirect him but he was very difficult to
re-direct. She stated she had nol reassessed the
interventions on Resident #155's care plan and
had not added any other specific interventions
related to his behaviors.

During an interview on 07/29/16 at 9:25 AM
Murse #4 stated Resident #155 was confused
and there was no way to re-direct him because it
usually was not effective. She stated the only
other intervention she racalled was to provide
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diversional activilies lo distract him but that only
" worked temporarily. She further stated she did
not recall looking at a care plan for Resident #155
" and had had not reassessed the interventions on
_his care plan.

During an Interview on 07/29/16 at 8:57 AM the
SW explained she completed the CAA worksheet
dated 07/25/16 but had not received any formal
training to complete CAA summaries or CAA
worksheets and had made a mistake when she
stated to care plan behaviors in ene section but
would not proceed to care plan behaviors in
another section. She further stated she had not
provided any input on the Admission Care Plan
for Resident #155's behaviors.

During an interview on 07/29/16 at 4:00 PM MDS
Nurse #1 confirmed she was responsible for
resident care plans. She stated the Admission
Care Plan which was also referred to as an
. interim care plan was placed in a resident's
medical record on admission and nurses were
expected to add to them and revise them as
needed, She stated for the behavior care plan,
nurses were expected to document interventions
specific to lhe resident and if they were not
effective they were supposed to reassess and
revise the care plan. She explained after the care
" plan was initiated they should be updaled so staff
- would know what specific interventions were
needed for the resident. She stated the
Admission Care Plan was initiated for Resident
#155 with the standard inlerventions for
_behaviors but it had not been revised to include
interventions specific to his behaviors.

During an interview on 07/29/16 at 5:44 PM the
Director of Clinical Services staled it was her

F 280

FORM C)43-2547102.39) Pravious Versians Ocsclete Event 1D 78H21N

Fachy 1D 923181

If centinuation sheet Page 38 of 67




PRINTED: 08/15/2016
FORM APPROVED
OMB NO. 0938-0391

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345447 B MNG 07/29/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EMERALD RIDGE REHAB AND CARE CENTER A BEMOLESMOUNIZINERULEIARD
ASHEVILLE, NC 28804
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES | ID PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
i DEFICIENCY)
| | |
F 280 Continued From page 38 F 280 |

expectation to see resident care plans
! individualized. She further stated she would have
| expected to see specific interventions listed and
| updated for Resident #155's behaviors.
F 323 483.25(h) FREE OF ACCIDENT
ss=E HAZARDS/SUPERVISION/DEVICES

| The facility must ensure that the resident

I environment remains as free of accident hazards
| as is possible; and each resident receives

! adequate supervision and assistance devices to

! prevent accidents.

| This REQUIREMENT is not met as evidenced

| by:

i Based on ohservations, record reviews and staff

! interviews the facility failed to provide a safe

I environment for residents and a resident
wandered in and out of other residents rooms,

| touched them, rummaged through their personal

items and spilled liquids on their bed for 3 of 3

residents sampled for behavioral and emotional

status (Resident #155, #121 and #28) and failed

to ensure the side rail on 1 resident's bed was

secured (Resident #99) and failed to ensure

dycem (a non-skid material) was placed on the

seat cushion in a recliner for 1 resident (Resident

#78) for safety to prevent accidents for 3 of 3

residents sampled for accidents.

The findings included:

a. Resident #155 was admitted to the facility on
07/12/16 with diagnoses which included blood
clots of the deep veins of left lower extremity,

F323 1) Resident #155 no longer resides in
; the facility.

: Resident #121 was assessed by the
physician on7/28/2016. With no new
orders noted.

\ Resident #28 was interviewed b y the

1 Social Services Director on 7/28/2016

1 to determine any concerns or

psychosocial needs. No issues

identified.

Resident #99 side rail was tightened i

: on 7/25/2016 by the Maintenance

| Director.

|

I

Resident #78 had the dycem
discontinued by the interdisciplinary
team on 7/29/2016 and care plan was
updated.

2) Side rails on current residents were
checked for being secure on
7/26/2016 by the Maintenance
Director. Current residents utilizing
dycem for fall prevention were
reviewed, and care plans and clinical
monitoring tool were updated.
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muscle weakness, lack of coordination, low back
pain and Alzheimer's disease. A review of the
admission Minimum Data Set (MDS) dated

| 07/19/16 indicated Resident #155 was severely

| impaired in cognition for daily decision making. A

i review of a section in the MDS for behaviors

! revealed Resident #155 had physical behaviors

‘ directed toward others which occurred 1-3 days,

‘ verbal behaviors directed toward others which

| occurred 1-3 days and rejection of care which

. oceurred 1-3 days. The MDS also indicated

| Resident #155 required extensive assistance with

| dressing, toileting, hygiene and transfers but

| limited assistance with locomotion on the unit.

I A review of documents from a previous facility
with a facsimile (fax) stamp dated 07/12/16 at
8:50 AM contained notes by a Secial Worker
(SW) which indicated Resident #155 had poor
safety awareness and did not understand to call

| for assistance. The notes further revealed

' Resident #155 was considered to be an

| elopement risk due to wandering and had exit
seeking behaviors and in the evenings had
increased behaviors of wandering and resisted

I care. The notes indicated Resident #155 lived on

| a secured Alzheimer's unit for a more structured
and secure environment.

A review of an Admission Care Plan dated
| 07/12/16 with a problem statement of behaviors
| indicated a goal that Resident #155 would have
| fewer episodes of and the sentence was not
r finished. The approaches were listed with a
‘ check mark next to each as follows: redirect
resident as needed, always ask for help if
resident was abusive or resistive, keep
environment calm and relaxed, remove from

public area if behavior was improper and

' 3)
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residents using dycem for fall |
management to determine continued
use, Residents with falls are reviewed
weekly in falls meeting for
appropriate fall interventions. The
interdisciplinary team observed
residents with fall interventions
8/9/2016-8/24/2016. The Social
Services Director performed Quality
Improvement Monitoring of current
residents for any psychosocial needs
for their wellbeing, and any concerns
for other residents with behaviors
8/17/2016-8/24/2016.

The Maintenance Director was in
serviced by the Executive Director on
maintaining the side rails on beds on
8/19/2016. The Regional Director of
Clinical Services in serviced the
Director of Social Services on
providing psychosocial services to
meet the residents wellbeing and
how to follow up with residents with
behavior’s and update care plans to
reflect specific interventions for those
residents with behaviors On
8/23/2016. Licensed Nurses, Certified
Nurse Assistants were in serviced by
the Director of Clinical Services on
keeping fall interventions in place or

|

i
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I encourage diversional activities.

. A review of an Admission Data Collection form
which included the nursing admission
assessment dated 07/12/16 at 3:30 PM revealed
Resident #155 was disoriented to person, place
"and time at all times. The form also revealed he
was at risk for elopement and had behavioral
symptoms which included wandering, resisted
care and had poor concentration.

A review of a nurse's note dated 07/12/16 at 9:00
PM documented by Nurse #1 indicated Resident
#155 was re-directed frequently from other
residents ' rooms and it was difficult to talk to
Resident #155 and he declined to change out of
day clothes into night clothes.

A review of a nurse's note dated 07/13/16 during
the 7:00 AM to 3:00 PM shift documented by
. Nurse #6 revealed Resident #155 was observed
going into another resident's room and was
redirected.

| A review of a progress note by a Nurse

| Practitioner dated 07/13/16 indicated Resident
#155 was alert and oriented to person only and
required a significant amount of redirection. The
note further indicated Resident #155 had been

| wandering in other residents' rooms.

|

A review of a nurse's note dated 07/14/16 at 6:00

| PM documented by Nurse #4 revealed Resident

! #155 wandered throughout the facility and in and
out of other residents' rooms and had tried to go

; out an exit door. The notes further revealed a

| Wanderguard was in place.

" A review of a nurse's note dated 07/14/16 at 7:30
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F 323 replacing items when not found. The

Maintenance Director will perform
Quality Improvement Monitoring of
resident ‘s with side rails for being

secure three times a week for eight
weeks, two times a week for four
weeks until substantial compliance is
obtained and then quarterly
thereafter for one year. The Social
Services Director will monitor
residents with behavior’s for resident
specific interventions and for resident
psychosocial needs three times a
week for four weeks, two times a
week for four weeks and one time a
week for four weeks and/or until
substantial compliance is obtained
and then quarterly thereafter for one
year. The Director of Clinical Services
and/or Nursing Supervisor will do
Quality Improvement Monitoring of
fall interventions in place five times a
week for four weeks, three times a
week for four weeks and two times a
week for four weeks until substantial
compliance is obtained then quarterly
thereafter for one year.
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' PM documented by Nurse #4 revealed Resident
#1565 was confused and was easily agitated. The
| notes further revealed Resident #155 was difficult
| to redirect and became angry with staff and family
i and wandered in and out of other resident rooms.

A review of a nurse's note dated 07/16/16 during
‘ the 7:00 AM to 7:00 PM shift revealed Resident
| #1565 needed constant re-directing and cueing the
1 entire shift. The note further revealed Resident
| #155 wandered in and out of the other resident

| rooms.

" A review of a nurse's note dated 07/18/16 at 7:00
PM documented by Nurse #1 revealed Resident

| #1565 wandered into resident rooms and in the
hall.

. A review of a nurse's note dated 07/18/16 at 8:00
| PM documented by Nurse #1 revealed Resident
| #155 had been redirected twice from other

| resident rooms.

A review of nurse's notes dated 07/19/16 at 11:35
. AM documented by Nurse #7 revealed Resident
 #155 wandered into resident rooms and went
 through his roommate's personal things. The
note indicated he would be moved to the locked
dementia unit after lunch.

i During an interview on 07/27/16 at 4:16 PM
‘ Nurse #8 explained Resident #155 was difficult to

redirect.

. During an interview on 07/29/16 at 8:57 AM the

' SW explained when Resident #155 was admitted

| to the facility she thought he would adjust and

- would get used to his surroundings and it wouldn't
" have problems. She further stated if staff had

|
|

F 323: 4) The Executive Director introduced the
' plan of correction to the Quality

Assurance Performance Improvement

Committee on 8/22/2016. The results |

of this audit will be reported to the
Quality Assurance Performance
Improvement Committee members

| monthly for three months then
quarterly thereafter for a year.
Quality Assurance Performance
Improvement Committee members

‘ consist of but not limited to the

| Executive Director, Director of Clinical

Services, Unit Manager, Staff

Development, Activities, Medical

Director, Social Services,

Maintenance Director, Dietary

‘ Manager and Minimum Data Set

| Coordinator.

\

|

|

|
i
|
I

B)slib
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Continued From page 42

concerns about his wandering behaviors and
about his going into resident's rooms and in thelir
persanal belongings afier a day or so they should
have reported to the Director of Clinical Services
and then to the SW.

During an interview on 07/29/16 at 9:21 AM
Nurse #1 explained Resident #155 was difficult to
re-direct. She stated Resident #155 couldn't
communicate and had combative behaviors.

She confirmed he went into other resident's
rooms and rummaged through thair things and

 hat bothered them.

During an interview on 07/29/16 at 9:25 AM
Nurse #4 confirmed she had provided care to

" Resident #155 and described him as confused

and lhere was no way to re-direct him. She stated
staff tried to re-direct him but usually it was not
effeclive. She explained he rummaged around in
other resident's stuff and wandered in and out of
resident's rooms. She further explained she
recalled having a conversation with the SW about
her concerns of Resident #155 wandering in and
oul of other resident's room. She stated nursing
staff re-directed and provide aclivities to residenls
who had wandering behaviors but approximately
85 percent of the time Resident #155 was difficult
to redirect.

During an interview 07/29/16 at 11:39 AM with NA
#3 she explained she had provided care to
Resident #155 before he was moved to lhe
locked dementia unit. She further explained he
wandered into a female resident's room and tried
to sit on her bed and she started yelling 1o get him
out of her room. NA #3 stated she had to get
another NA lo assist her with getling him out of
the room because he said the residents had told

F 323
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him he could come in and sit there. She
explained when Resident #155 wandered they
tried to get him to sit in a chair next to the nurse's
medication cart so they could watch him but he
got up and walked when he wanted to.

During an interview on 07/29/16 at 2:42 PM with
the Direclor of Clinical Services she explained
she met with Resident #155 the day he was
admitted to the facility. She further explained he
was admitted from another facility because his
RP wanted him transferred. She stated the first
time she heard any concerns about Resident
#155's behaviors was from Nurse #1 on 07/18/16

- when she reported she had problems with him
wandering. She explained she did not feel the
staff had communicated with her about Resident
#155's behaviors because she was not made
aware unlil 07/18/16.

b. Resident #121 who was Resident #155's
roommate was admitted to the facility on 05/25/16
with diagnoses which included chronic lung
disease, anxiely and depression. A review of the
admission Minimum Data Set (MDS) indicated he
was cagnitively intact for daily decision making.

A review of a nurse's note dated 07/12/16 at 9:00
PM documented by Nurse #1 indicated Resident
#121 was upsel that Resident #155 had been

- going through his things.

A review of a nurse's note dated 07/13/16 at 5:45
AM documented by Nurse #1 indicated she was
called to Resident #155's roem by a Murse Aide
(NA) and Resident #177 was standing on
Resident #121's side of rcom between the bed
and wall and had urinated a small amount in the
floor at the head of the bed and was about lo
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urinate on Resident #121's head and face. The
noles further indicated Resident #155 was
redirected to the bathroom by 2 staff and he
urinated a large amount in the toilet.

A review of a nurse's note dated 07/17/16 at 1:00
PM documented by Nurse #2 indicated Resident
#155 had been aggressive and semi-combative
during the evening of 07/15/16 with Resident
#1121,

A review of a nurse’s note dated 07/18/16 at 9:.00
PM documented by Nurse #1 revealed Resident
#1655 was sitting on Resident #121's bed while
Resident #121 was out of the room and had
spilled drinks that were on bedside table all over
the bed, The notes further revealed Resident
#121's bed linens were all tangled and Resident
#155 had been drinking Resident #121's left over

" jce fea. The note indicated Resident #155 was

redirected back to his bed with the assistance of
2 staff assist but he declined to get ready for bed.

A review of a nurse's nole dated 07/18/16 at
10:00 PM documented by Nurse #1 revealed
Resident #155 was redirected from Resident
#121's side of the room and put in to bed but then
got out of bed and re-arranged Resident #121's
bed covers.

A review of nurse's notes dated 07/19/16 at 11:35
AM documented by Nurse #7 revealed Resident
71155 went through Resident #121's personal
things.

During an interview on 07/26/16 at 8:51 AM wilh
Resident #121 he confirmed he had been struck
in the right shoulder by Resident #155. He stated
he Iried ta move out of the way of being struck

]
F 323
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but Resident #155 made contact with his right

‘ shoulder and further stated if he had not tried to

move out of the way of Resident #155's strike, he
would have received a harder strike. He further
stated he immediately told the nurse of the
incident but could not recall the name of the
nurse. He explained he had not been able to get
any rest or sleep when Resident #155 wandered

_around the room. He staled he thought

approximately about 4 days after the incident the
facility staff moved Resident #155 oul of the room
but he thought the facility staff should have
moved Resident #155 out of his room sooner
because he had not feit safe with Resident #155
wandering around in the room and getting into his
personal belongings.

During a telephone interview on 07/27/16 at 12:45
PM Nurse #2 stated he was informed by Resident
#121 on 07/17/16 that Resident #155 had
become aggressive and combalive during the
avening of 07/15/16 and had struck him. He

explained Resident #121 informed him that

Resident #155 had made contact with his
shoulder and he had tried lo divert away from
receiving the strike. Nurse #2 stated Residenl

" #121 had denied any injury from the strike and
had informed him Resident #155 had become

aggressive and had been rummaging around in
the room. Nurse #2 stated the Social Worker
(SW) who he believed was part of Administralion

_was in the facility and was informed on 07/17/16

that Resident #155 was not getling aleng with
Resident 121 but did not remember if he had
informed the SW if Resident #155 had struck him
on 07/15/16. Nurse #2 further stated he was
informed by the SW that the incompatible
roornmate situation would be handled on
07/18/16 when the Administrator and Direclor of
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- Nursing {DON) were back in the facility. Nurse #2
! stated he shouid have informed the Director of

Nursing and the Administrator that Resident #155
" had struck Resident #121.

During an interview on 07/29/16 at 7:16 AM

* Nurse #3 explained Resident #155 rummaged
through other resident's things and went into
Resident #121's closet. She stated staff talked
to Residenl #155 and lried lo distract him but at
least half the time he rummaged through other

" resident’s things and exhibited behaviors. She
further stated she did not assess Resident #155

. for behaviors because she thought that had

. already been done and she did not notify

" Resident #155's physician about behaviors

. because she thought thal had already been done.

_During an interview on 07/29/16 at 8:57 AM the
SW explained she went to Residenl #155's room

"the next morning after he was admilled because
it had been reported he had wandered some.
She stated she didn't document Resident #155's
wandering behavior and she didn'l hear any other
concerns about behaviors until it was reported to

, her by Nurse #2 that Resident #121 was upsel
that Resident #155 had wandered around the

" room the night before and kept him awake. She

“ further stated it was discussed in the morning

" meeling on 07/18/16 to look for a bed for
Resident #155 in the locked dementia unit. She
explained after the meeling she was at the
nurse's station and Resident #1565's rocommate
wanted to know if she was working on a room
change. She slated she worked en the room
change that day but the locked dementia unit was
full, She stated on 07/19/16 a family agreed for a
resident to move out so Resident #155 could be
moved into the locked dementia unit
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During an interview on 07/29/16 at 9:21 AM

Nurse #1 explained one night Resident #155 got

on Resident #121's bed and poured drinks on the

bed. She stated Resident #121 finally put a lock

on his closel door to keep Rasident #155 from
_rummaging through his things.

During an inlerview on 07/29/16 at 2:42 PM with
the Director of Clinical Services she explained the

. first time she heard any concerns about Resident
#155's behaviors was from Nurse #1 on 07/18/16
when she reported she had problems with him
wandering and he had been standing over
Resident #121 who was in bed.

_¢. Resident #28, who lived next door to Resident
#155, was admitted to the facility on 05/02/15 with
diagnoses of rheumatoid arthritis, paralysis of left
side and type |l diabeles. A review of the most
recent quarterly MOS revealed she was
moderalely impaired in cognition for daily decision

- making.

A review of a nurse's note dated 07/12/16 al
11:50 PM documented by Nurse #1 indicated
Resident #155 wandered into the room next door

. by going through the bathroom and picked and . )
poked at Resident #28 who was still sitting upin a i
wheelchair. The notes revealed Resident ;
#155was redirecled back to his room and was

" assisted with gatting into bed and he was slightly
confused.

During an interview on 07/29/16 at 8:57 AM the
'swW explained she was not aware Resident #155
had walked into Resident #28's room next door

and had touched her.
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During an interview on 07/29/16 at 9:21 AM
Nurse #1 explained she recalled the night
Resident #155 went through the bathroom door
into Resident #28's rcom next door. She slated a
NA had reported to her that Resident #155 was
pulling at her clothes and had touched her,
Nurse #1 further stated she went to Resident
#28's room and assessed her but did not see any
scratches or bruising. She stated she felt at the
time Resident #1655 was looking for his wife and
thought if Resident #28 had felt threatened she
would have yelled because that's what she
usually did if she wanted to get staff's attention.

During an interview on 07/29/16 at 2.42 PM with
the Director of Clinical Services she slated staff

_had lo keep their eyes on Resident #155 and

Nurse #1 had told her he went through the
bathroom into Resident # 28's reom but did not
feel staff had communicated with her in a timely
manner about Resident #155's behaviors
because she was not made fully aware until
07/18/16.

2, Resident #99 was admitted to the facility on
08/19/15 and readmitted on 04/14/16 with
diagnoses which included history of stroke,
generalized muscle weakness, hemiplegia left
side, lack of coordination, muscle wasling, and
debility.

A quarterly Minimum Data Set (MDS) dated
07/07/16 indicated Resident #39 was cognitively
intact. The MDS specified Resident #99 required
extensive assistance with aclivities of daily living
(ADL) including transfers and bed mobility. The
MDS further specified Resident #99 was impaired
to one side of her upper extremilies and both
sides of her lower extremities.
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Review of a fall risk assessment dated 05/21/15
revealed Resident #99 used bilateral ¥ side rails
which were indicated for safety and as an enabler
to promote mobility independence.

Review of the re-admission data coliection form

dated 04/14/16 revealed Resident #99 was alert

and oriented, had left sided weakness, and

required extensive assistance with bed mobilily
- and transfers.

Review of the quarterly data collection form dated
07/28/16 revealed Resident #39 expressed the
desire to have bilateral ¥ side rails. The quarterly
data form further revealed bilateral % side rails
were indicaled for safety and as an enabler to
promote mobility independence.

* During an observation on 07/25/16 at 12:09: PM
lhe bilateral ¥ side rails on Resident #99's bed
were observed up. The right sids rail was noted
to ba loose, wobbled back and forth and was

" cocked outwards with enough room to fit betwaen
the bed and the rail.

During an cbservalion on 07/25/16 at 4:43 PM the
" right side rail remained loose as previously
observed.

An interview was conducted on 07/25/16 at 4:45
PM with Nurse Aide (NA) #4 who was familiar
with the care of Resident #39. NA #4 stated
Reasident #99 was able to turn herself and used
the side rail as an assistive device to turn. NA #4
further stated the Y side rail for this bed had been
tightened at least 3 limes lhat she remembered,
NA #4 explained she had completed a work order
to tighten this side rail just last Thursday 07/21/16
and lhe maintenance man came and tightened it.
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An interview was conducted en 07/25/16 at 5.08
PM with the Administrator, He observed the side
rail and stated the side rail should be tight and

would have the maintenance man fix it right away.

The Administrator further stated he now knows
the rails for Resident #99's bed required
tightening as well as side rails for other beds in
the facility of the same kind, The Administrator
revealed the facility maintenance supervisor

* reported to him that Resident #39's side rails

" actually had a loosened metal bracket that

" attaches the rail to the bed. The Administrator

. further revealed the facilily was replacing the side

rails to Resident #99's bed related to this loose
bracket. The Administrator confirmed the side rail
was loose and needed repaired. The
Administrator further confirmed it was expected

~ for all side rails to be attached correctly to beds to

prevent accidents from occurring.

An interview was conducted on 07/28/16 at 11:15

. AM with the Facility Maintenance Supervisor

(FMS). The FMS stated he tightened the side
rails on Resident #99's bed and he had a work

" order from 07/21/186 for side rails to be lightenad.

The FMS stated staff will complete work orders
for side rails and he fixes them right away. The
FMS further revealed he had tightened Resident
#99's side rails without a work order in the past a
number of times when he was cut on the halls
and staff would nolify him. The FMS confirmed

. Residenl #389's side rail was loose and needed

repaired. The FMS further confirmed it was
expected for all side rails to be attached correclly
to beds to prevent accidents from occurring.

" An interview was conducted on 07/28/16 at 3:10

PM interview with Nurse #4 who was familiar with
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the care for Resident #99. Nurse #4 stated she
was unaware they were loose on Monday and
further stated she was aware that Residant #99's
rails had required maintenance to tighten them
multiple times in the past.

An interview was conducted on 07/28/16 at 3:35
PM with the Director of Nursing (DON). The DON
stated it was expected for all side rails to be
attached correctly to beds to prevent accidents
from occurring. The DON stated he was unaware
that the side rail required tightening multiple
times.

3. Rasident #78 was admitted to the facility on
12/05/12 and readmitted on 08/24/15 with
diagnoses which included arthrilis, lack of
coordinalion, generalized muscle weakness,
dementia, history of falls, deformed fingers,
osteoparosis, cervical disc disorder, orthostatic
hypertension, syncepal episodes, and difficulty
walking.

A quarterly Minimum Data Set (MDS) dated
04/03/16 indicated Resident #78 was cognitively
intact. The MDS specified Resident #78 lirnited
one person assistance with activities of daily
living (ADL) including transfers and bed mobility.
The MDS further specified Resident #78 was not
sleady and required a walker for ambulating.

Review of the care plan for Resident #738 initiated

" on 05/19/16 and last updated 07/08/16 identified

the potential risk for falls related to impaired
balance. The goals indicated for Resident #78
would be free of accident related injuries, The
intervenlions included assist with transfers, keep
room free of clutter, nonskid strips on the floor in
front of chair, and dycem (a nonskid material
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used in chairs) to recliner seat cushion.

Review of Resident#78's information kardex
sheet for staff revealed under safety for dycem to
be placed on recliner chair cushion.

During an observation on 07/27/16 at 6:45 PM
nonskid strips were noted on floor in front of the
recliner for Resident #78. Further observation
revealed no dycem was in place to Resident
#78's recliner chair.

During an cbservation on 07/28/16 at 9:19 AM
nonskid strips were noted on floor in front of the
" recliner for Residant #78. Further observation
. revealed no dycem was in place lo Resident
#78's recliner chair.

An interview was conducted on 07/28/16 at 4:48
PM with Unit Manager Nurse #5. Nurse #5 stated
that interventions from falls investigations were

“reviewed in the morning team meetings. MNurse
#5 stated as a team interventions were
implemented and ensured the interventions and
devices were in place for the residents as care
planned.

An interview was conducted on 07/28/16 at 4.55;

PM with Nurse Aide (NA) #4 who was familiar

: with the care for Resident #78. NA #4 revealed
Resident #78 was alert and oriented but forgetful

" at times. NA #4 further revealed Resident #78
required reminders lo use her walker and had
dizzy spells which we checked her blood
pressures frequently for. NA #4 stated the strips
in frant of Resident #78's recliner were helpful to
prevent her feet frem slipping. NA #4 further
revealed she was aware that dycem was used but
was unsure why there wasn't any dycem in her
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F 323 | Continued From page 53
recliner.

|

! During an observation on 07/29/16 at 1:42 PM

i nonskid strips were noted on floor in front of the
! recliner for Resident #78. Furiher observation
revealed no dycem was in place to Resident
#78's recliner chair.

An interview was conducted on 07/29/16 at 4.29
PM with the Director of Nursing (PON). The DON
stated Resident #78 was being monitored for
dizziness and falls related to decreased blood
pressures and vertigo. The DON verified the
dycem was not on the recliner chair cushion and
further verified it was found in Resident #78's

| drawer. The DON stated it was her expectation

| that the dycem should be in place in the chair as
care planned in order to decrease the risk of falls
related to sliding out of the chair.

F 371 | 483.35(i) FOOD PROCURE,

ss=F | STORE/PREPARE/SERVE - SANITARY

|
The facility must -

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

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

\ This REQUIREMENT is not met as evidenced
by:

| Based on observations and staff interview the

i facility failed to 1) discard expired cottage
cheese, 2) have a working system in place to

F 323

F371! 1)

The Dietary Manager discarded l
expired Cottage cheese on
7/25/2016.

The Dietary Manager discarded
thawed milkshakes on 7/25/2016.

The Director of Maintenance repaired
the exterior door sweep in the
¢ kitchen on 7/27/2016.
The Dietary Manger discarded the
open container of dry cereal on
7/25/2016.
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| ensure thawed milkshakes were used before
| expiration 3) identify and correct a damaged
| exterior door sweep in the facility kitchen and 4)

store an open container of dry cereal to prevent
contamination.

The findings included:

1. During the initial tour of the facility kitchen on
07/25/16 at 9:40 AM a 5 pound plastic container
of cottage cheese was observed stored on
shelving in the walk in refrigerator. Handwritten
on top of the container of cottage cheese was
"opened 06/28/16, use by 08/28/16." A
manufacturer expiration date on the 5 pound
container of cottage cheese was 07/17/16. The
Food Service Director was present at the time of
the observation and stated the cottage cheese

: was used in the lasagna. The Food Service

. Director acknowledged the cottage cheese was

. stored past expiration and stated the dates

| handwritten on the container were wrong. The lid
| was removed and approximately 3/4 of the

} cottage cheese had been used. Some of the

| remaining curds inside the 5 pound container of
|

|

|

cottage cheese were pink tinged. The Food
| Service Director stated the pink tinge on some of
i the curds could have been tomato sauce residue
from the last time the cottage cheese was used to
make lasagna. Review of the facility preplanned
menus noted lasagna was the planned lunch
entree on 07/26/16. The Foad Service Director
| discarded the outdated 5 pound container of

cottage cheese.

2. During the initial tour of the facility kitchen on

| 07/25/16 at 9:40 AM an open case of thawed 4
ounce vanilla milkshakes was observed on

shelving in the reach in refrigerator. The

F371)2) The Dietary Manager performed

| observations of food storage areas
| for expired, undated open items and
‘ thawed milkshakes on 8/17/2016.
The Dietary Manager has put a
system in place to insure that each
house shake that leaves the Dietary
department has a ‘used by’ date. The
Dietary Manager has put a system in
| place to insure that there are no
products that are undated or
| outdated per manufacture
‘ recommendations. This will be done
‘ by dating every product with a ‘use
l
|
|

by’ sticker that will correspond with a
date that is previous to the
manufactures expiration date. The
Maintenance Director performed
observations of doors with sweeps on
8/19/2016.

3) The Dietary Manager and Dietary i
Staff were in serviced by the District |
Dietary Manager on proper storage
and disposal of expired food products
on 8/19/2016. The Maintenance
Director was In serviced by the
Executive Director on maintaining
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| manufacturer label noting the milkshakes were

" good for 14 days after thawed. The thawed
vanilla milkshakes did not have anything written
on the individual carton to indicate when they had
thawed or the expiration date. The box housing
the thawed vanilla milkshakes had handwritten on
the outside of the cardboard container, "pulled
7/21, use by 8/3." On 07/25/16 at 10:25 AM and
07/26/16 at 8:35 AM a thawed 4 ounce strawberry
milkshake was ohserved inside the nourishment

‘ pantry refrigerator. The individual carton of

1 strawberry milkshake included a manufacturer

. label noting the milkshake was good for 14 days

! after it was thawed. There was nothing written on

| the strawberry milkshake to indicate when it had

| thawed or the expiration date. On 07/29/16 at

11:20 AM the Food Service Director stated

| kitchen staff dated the cardboard box housing the

| 4 ounce carton of milkshakes when the box was

removed from the freezer. The Food Service

Director stated the box was dated when it was

pulled and included a "use by" date 14 days from

' the pull date. The Food Service Director stated

| she had not thought about the system to know

! the "use by" date of the 4 ounce milkshakes once

| they left the facility kitchen if the milkshakes were

i stored by staff in the nourishment pantry.

3. On 07/29/16 at 11:30 AM observations were
made of the area surrounding the exterior exit
door inside the facility kitchen. A rodent trap was
observed in close proximity of the exit door, just
inside the door. Daylight could be seen under the
door in an approximate 1 1/2 foot section of the
door sweep. The exterior door sweep of the exit
door was observed and the 1 1/2 foot section of
the door sweep appeared to be damaged. The
Food Service Director stated she had not noticed
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F 371 | Continued From page 55 ‘ F 371 door sweeps on 8/19/2016. The
individual cartons of milkshakes included a Dietary Manager and/or Executive

Director will perform Quality
Improvement Monitoring of food
storage areas for expired, undated
open items and thawed milkshakes
five times a week for four weeks,
three times a week for four weeks,
two times a week for four weeks
until substantial compliance is !
obtained then quarterly thereafter '

for one year.
4) The Executive Director and Dietary

Manager introduced the plan of

1 correction to the Quality Assurance
Performance Improvement
Committee on 8/22/2016. The results
of this audit will be reported to the
Quality Assurance Performance
Improvement Committee members
monthly for three months then
quarterly thereafter for a year.
Performance Improvement
Committee members consist of but
not limited to the Executive Director,
! Director of Clinical Services, Unit |
| Manager, Staff Development,
Activities, Medical Director, Sacial
Services, Maintenance Director,
Dietary Manager and Minimum Data
Set Coordinator.

B(lelb

FORM CMS-2567(02-99) Pravious Versions Obsolete

Event ID: 78N211

Facility |D: 823161

if continuation sheet Page 56 of 67




PRINTED: 08/15/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES (X1) PROVIGER/SUPPUER/CLIA (42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAM OF CORRECTION ICENTIFICATION NUMBER. & BULEING COMPLETED
. c
345447 B, WING 07/29/2016
NAME OF PROVICER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE

25 REYNOLDS MOUNTAIN BOULEVARD

EMERALD RIDGE REHAB AND CARE CENTER
ASHEVILLE, NC 28804

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) . PROVIDER'S PLAN OF CORRECTION x3)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX . (EACH CORREGTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG : CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
i : i .
F 371 Continued From page 56 F 371

the damaged area of the door sweep and it was
something that should be reported to
maintenance for repair. The Food Service i i I
Director stated there had not been any evidence '
' of rodents or rodents trapped in the kitchen area.

4, On 07/29/16 at 12:00 PM a 15 ounce box of
dry cereal was observed stored on shelving in the
dry storage area of the kitchen. The box of
cereal had been previously opened and cerzal
was observed in the open manufacturer bag !
inside the box. The Food Service Director was :

' present at the time of the observation and stated :
food product should not be stored open to air and 1
her expectation was for manufacturer bags to be

placed inside a resealable plastic bag once , j |

|

opened. !
F 514, 483.75(1)(1) RES ; F514 1) Resident #77 was not injured related
55=F ' RECORDS-COMPLETE/ACCURATE/ACCESSIB : to this citation
LE .
; : Resident #40 was not injured related
The facility must maintain clinical recards on each ! to this citation. !
- resident in accordance with accepted professional ; |
: 2) The Director of Nursing and/or :

_standards and praclices that are complete;
accurately documented; readily accessible; and .
systematically organized. ' Improvement Monitoring of

medication administration records for
completion of effectiveness of

Nursing Supervisor performed Quality |

i

The clinical record must contain sufficient
information to identify the resident; a record of the
_resident's assessments; the plan of care and : medications 8/9/2016-8/24/2016.

i
1
7 ; sagh |
services provided; the results of any 3) The Director of Nursing and/or ‘

preadmission screening conducted by the State; : ) )
Nursing Supervisor in serviced |

and progress notes. ,
Licensed Nurses on completion and

accurate ¢harting of as needed \
This REQUIREMENT is not mel as evidenced . ik i
b medications when administered !

© Based on record reviews and staff interviews the ‘ 8/9/2016-8/24/2016, The Director of '
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facility failed to complete medical record
documentation for effectivenass or response of
medications or nurse signatures for as needed
(PRN) medications for 9 of 12 months for 2 of 5

" (Resident #77 and #40).
~ The findings included;

1. Resident #77 was admitted to the facility on
11/01/13 with diagnoses which included heart

_anxiety, mood disorder, psychosis and
quarterly Minimum Data Set (MDS) dated

06/18/16 indicated Resident #77 was severely
+ impaired in cognitien for daily decision making

with locomotion.

09/01/15 through 09/30/15 indicated Ativan 0.5
milligrams {mg) by mouth every § hours as
needed (PRN) for anxiety state.

the following:

" mouth for increased agitation but there was no
resulls or response documented and there was
. no nurse's signature,

mouth for increasad agitation and anxiety but
there was no results or response documented.

mouth for increased agilation but there was no

residents reviewed for unnecassary medications

disease, dementia with behavioral disturbances,

- Alzheimer's disease. A review of the most recent

* and required exlensive assistance with transfers,
toileting and bathing but only required suparvision

' A review of the manthly physician's orders dated

A review of the medication administration record
(MAR) dated 08/01/15 through 09/30/15 revealad

£ 09/01/15 at 1:30 PM Ativan 0.5 mg was given by
09/02/15 at 1:30 PM Ativan 0.6 mg was given by

09/05/15 at 1:30 PM Ativan 0.5 mg was given by

- results or respanse documented and there was
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F 514 Continued From page 57 F 514 Clinical Services and/or Nursing

4)

Supervisor will perform Quality
Improvement Monitoring of
medication administration record
being filled cut completely three
times a week for four weeks, two
times a week for four weeks and one
times a week for four weeks until
substantial compliance is obtained
then quarterly thereafter.

The Clinical Services Director
introduced the plan of correction to
the Quality Assurance Performance
Improvement Committee an
8/22/2016. The results of this audit
will be reported to the Quality
Assurance Performance Improvement 1
Committee members monthly for
three months then quarterly
thereafter for a year Quality
Assurance Performance
Improvement Committee membars
consist of but not limited to the

Executive Director, Director of Clinical
Services, Unit Manager, Staff
Development, Activities, Medical
Director, Social Services,
Maintenance Director, Dietary
Manager and Minimum Data Set
Coordinator.
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no nurse's signature.

09/10/15 at 4:30 PM Ativan 0.6 mg was given by ;

mouth for increased agitation but there was no !

results or response documented and there was !
" no nurse's signature, i

A review of the menthly physician's orders dated

. 11/01/15 through 11/30/15 indicated Ativan 0.5
mg by mouth every 6 hours PRN for anxiety and
agitation.

A review of the MAR dated 11/01/15 through ‘ '
11/30/15 revealed the following:

11/15/16 at 11:25 AM Ativan 0.5 mg was given by

mouth for increased agitation but there was no

results or response documented and there was

no nurse's signature. }

A review of the monthly physician's orders dated
12/01/15 through 12/31/15 indicated Ativan 0.5

mg by mouth every 6 hours PRN for anxiely and
agitation, i |

Areview of the MAR dated 12/01/15 through :
12/31/15 revealed the following: ) ;
 12/04/15 at 1:00 PM Ativan 0.5 mg was given by
" mouth for increased agitation but there was no
results or response documented and there was
ne nurse's signature.

A review of the menthly physician's orders dated
- 01/01/186 through 01/31/16 indicated Ativan 0.5
 mg by mouth every 6 hours PRN anxiety and
* agitation.

A review of the MAR dated 01/01/16 through

* 01/31/16 revealed the following

. 01/02/16 at 3:25 PM Alivan 0.5 mg was given by
mouth for kicking doors and increased anxiety but
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, there was no results or response documented.
01/17/16 at 6:00 AM Ativan 0.5 mg was given by
mouth for anxisty but there was no resulls or

" response documented.

01/31/16 at 3:50 PM Ativan 0.5 mg was given by
mouth for increased restlessness but there was
no results or response documented.

A review of the monthly physician's orders dated
02/01/18 through 02/08/16 indicated Ativan 0.5
mg by mouth every 6 hours PRN anxiety and

, agitation and was discontinued on 02/08/16.

A review of the MAR dated 02/05/16 at 2:00 PM
* revealed Ativan 0.5 mg was given by mouth for
anxiety and pacing but there was no resulls or
response documented.

A review of a physician’s order dated 02/08/16
indicated Ativan 1.0 mg by mouth daily as needed
for anxiety.

A review of the MAR dated 02/14/16 at 4:30 PM
ravealed Ativan 1.0 mg was given by mouth for
increased anxiety and there was no results or

" response documentad.

- A review of maonthly physician's orders dated
04/01/16 through 04/30/18 indicated Ativan 1.0
1 mg by mouth daily PRN anxiety

A review of the MAR dated 04/01/16 through
04/30/16 revealed on G4/09/16 Ativan 1.0 mg was
given for increased agitation but no route was
indicated, no result or response was documented
and there was no nurse signature.

A review of the monthly physician's orders dated
05/01/16 through 05/31/16 indicated Ativan 1.0
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mg PO daily PRN anxiety

" Areview of the MAR dated 05/01/16 through
05/31/16 revealed on 05/17/16 at 3:30 PM Alivan
1.0 mg was given by mouth for increased anxiely
but there was no resulls or response and no
nurse signature documented.

A review of the monthly physician's orders dated
06/01/16 through 06/30/16 indicated Ativan 1.0
mg by mouth daily PRN anxiety

" Areview of the MAR dated 06/01/16 through
06/30/18 revealed on 06/28/16 at 4:30 PM Alivan
1.0 mg by mouth given for increased agitation
and pacing but there was no rasults or response
and no nurse signature was documented.

During an interview on 07/28/16 at 4:07 PM
Nurse #8 stated nurses were expected to
document on the back of the MAR when PRN
medications were given and the documentation
should include the date and hour given, the route,
the reason for the medication, the results or
response of the medication and the nurse's
signature.

During an interview on 07/29/16 at 7:16 AM

Nurse #3 explained nurses were expected to
document the reason a resident requested PRN
medications and nurses were supposed to
document the effectiveness or the results of the
medication. She further stated this
documentation should be documented on the

" back of the MAR.

During an interview on 07/29/16 at 8:.01 AM
Nurse #6 stated nurses were expected to
reassess the resident after 3 PRN medicaltion
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was given o see if it was effective or not.
She stated if the medication was not effective
they were expecled to wrile a note in the
physician's communication book so the
medicalion would be re-evaluated by the
physician or nurse praclitioner. She explained if a
PRN medication was given for anxiety they were

" expected to document the behavior prior to
administration and the effectiveness of the

. medication after it had been given and if the
medication was not effective nurses wera

} expected to notify the physician. She stated

o nurses were supposead to document effectivenass
or the results of medications on the back of the
MAR and they were supposed to document their
signature.

During an interview on 07/28/16 at 1:59 PM the
. Director of Clinical Services stated il was her
expectation for nurses to document on the back
! of the MAR when PRN medications were given
i and it should include date, the time of day, route
the medication was given, name of medicalion,
: response or effectiveness of the medication and
. the nurse's signature. She explained she
" recognized there was a problem with nurses nol
documenting effecliveness of medications or their
" signatures and the Unit Coordinator would review
- documentation and leave notes for staff to
complete their documentation,

2. Resident #40 was admilted lo the facility on
04/15/14 with diagnoses which included dementia
with behavioral disturbance, communication
deficits, anxiely and Alzheimer's disease. A
review of the most recent quarterly Minimum Data
Set (MDS) dated 06/17/16 revealed Resident #40
was severely impaired in cegnition for daily
decision making and required extensive
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F 514 Continued From page 62
" assistance with activities of daily living.

A review of monthly physician's orders dated

: 07/01/16 through 07/31/16 revealed
" Alivan 0.5 milligrams (mg) by mouth twice a day
_as needed for agitation and anxiety

A review of a Medication Administration Record

- (MAR) dated 07/01/16 through 07/31/16 ravealed
. the following:

1 07/11/16 at 6:30 PM Alivan 0.5 mg was given by
. mouth for increased agitation. There was no

results or response documented and there was

- no nurse's signature.
- 07/18/16 at 5:45 PM Ativan 0.5 mg was given by

mouth for increased agitation. There was no
results or response documented.

07/20/16 at 5:10 PM Ativan 0.5 mg was given by
mouth for increased agitation. There was no

_results or response documented and there was
no nurse's signature.

During an interview on 07/28/16 at 4:07 PM
Nurse #8 stated nurses were expected to
document on the back of the MAR when PRN
medications were given and the documentation
should include the date and hour given, the route,

" the reason for the medicalion, the results or

response of the medicalion and the nurse's
signature.

During an interview on 07/29/16 at 7:18 AM
Nurse #3 explained nurses were expected o
document the reason a resident requested PRN

- medications and nurses were supposed to

document the effectiveness or the resulls of the
medication. She further stated this
documentation should be documented on the
back of the MAR.

F514°
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During an interview on 07/29/16 at 8:01 AM
Nurse #6 stated nurses were expected to

" reassess lhe resident after a PRMN medication
was given to see if it was effective or not,
She stated if the medication was not effective
they were expecled to write a note in the

" physician's communication book so the
medication would be re-evaluated by the

_ physician or nurse practitioner. She explained if 2

. PRN medication was given for anxisty they were

. expected to document the behavior prior to

: adminisiration and the effectiveness of the
medication after it had been given and if the
medication was not effective nurses were
expecled to notify the physician. She stated
nurses were supposed to document effectiveness

* or the results of medications on the back of the
MAR and they were supposed to document their
signature.

: During an interview on 07/29/16 at 1:59 PM the

_ Director of Clinical Services stated it was her
expectation for nurses to document on the back

, of the MAR when PRN medications were given

- and it should include the date, time of day, route

. the medication was given, name of medication,

- response or effectiveness of the medication and
the nursa's signature. She explained she
recognized there was a problem with nurses not
documenting effectiveness of medications or their

" signatures and the Unit Coordinator would review
documentation and leave notes for staff to

: compiete their documentation.
483.75(0)(1) QAA
COMMITTEE-MEMBERS/MEET

' QUARTERLY/PLANS

F 520
55=D
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i
F520 1) Facility has QAP! committee in place
and implements plans for
improvement and monitors and
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

. The qualily assessment and assurance
commitlee meals at least quarterly to idenlify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

" A Slate or the Secretary may not raquire
disclosure of the records of such committee
except insofar as such disclosure is refated to the

i compliance of such committee with the

' requirements of this section.

Good faith attempts by the committee 1o idenlify
and correct quality deficiencies will not be used as
" a basis for sanctions.

This REQUIREMENT s not mel as evidenced

" by:
The facilities Quality Assessment and Assurance
Committee failed to maintain implemented
procedures and manitor these interventions that

. the commiltee put into place in Seplember of

' 2015, This was for one recited deficiency which

was originally cited in August of 2015 ¢n a

: recertification survey and subsequently recited on

 the current recertification survey. The deficiency
was in the area of accuracy of assessment. The
continued failure of the facility during two federal
surveys of record show a pattern of the facilities
inability to sustain an effective Quality Assurance
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F 520 Conlinued From page 64 F 520 revises as needed through the QAPI |

process,

2)  The RDCS re-educated the
interdisciplinary team members on
regulation F520 and the facility’s
policy and procedures for Quality
Assurance Performance Improvement
on 8/8/2016. The Minimum Data Set |
Coordinatar reviewed the last 30 days !
of CAA's of current residents to
ensure that strengths and
weaknesses related to behaviors or
psychosocial status was addressed
8/17/2016-8/24/2016

3) The Social Services Director was in
serviced on completing accurate
CAA’'s related to resident behaviors
with identifying specific strengths and
weakness’s by the Regional Case

: Mix/MDS Coordinator on 8/22/2016.

The Director of Clinical Services

and/or the Minimum Data Set i

Registered Nurse will audit CAA’s of '

residents with behavior’s based on

the MDS schedule for accuracy two

times a week for twelve weeks or

until substantial compliance is

obtained then quarterly thereafter

for one year,

The Regional Vice President of

Operatlons and/or RCDS will conduct

Quality Improvement monitoring of i

¥
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Program.
' Findings included:
This tag is cross referred to:

F 278 Accuracy of Assessment: Based on
observations, record review, resident interview,

- and staff interviews the facility failed to accurately
assess a resident's psychosocial problems and
failed to identify strengths and weaknesses
related lo behaviors or psychosocial status for 1

. of 21 residents sampled for Care Area

_Assessment Summaries (Resident #155).

The facility was recited for F 278 for failing to

; accurately assess a resident's psychosocial

* problems and failed to identify strengths and
weaknesses related to behaviors or psychosacial
status. F 278 Accuracy of Assassment was

. originally cited during the August 13, 2015

. recertification survey for failing to accurately
assess a resident's dental needs on the

“admission, a significant change and 2 quarterly

assessments for 1 of 1 resident. (Resident #84).

During the recerification survey of July 29, 2016
the facility was cited again for failure to accurately
. assess a resident's psychosocial problems and
' failed to identify strengths and weaknesses
i related to behaviors or psychosocial status.
I
; During an interview on 07/25/16 at 6:12 PM the
: facility Administrator explained they monitored
: quality assurance activities in monthly and
E quarterly meetings. He slated they followed the
 plan of correctian from the previous survey and
" they monitored the deficiencies from previous
i citations. He explained it was an ongoing

(%4) 10 SUMMARY STATERMENT OF DEFICIENCIES D PROMIDER'S PLAMN OF CORRECTION i (x5}
PREFI% (EACH DEFICIENCY MUST BE PRECEDED B8Y FULL PREFIX {EACH CORRECTIVE ACTION SHCULD BE CCMPLETICH
TAG REGULATCRY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
DEFICIENCY)
- 1 e
F 520 Continued From page 65 F 520 the facllity’s QAPI process and

! monitoring of cited deficiencies to ;
i ensure that cited deficiencies :

identified through the survey process
attain and maintain compliance.
The Executive Director introduced the |
plan of correction to the Quality ‘,
Assurance Performance Improvement |
Committee on 8/22/2016. The
results of these audits will be
reported to the Quality Assurance
Performance Improvement i
Committee by the Director of Clinical
Services for six months and quarterly
thereafter, The Quality Assurance
Performance Improvement
_ Committee members consist of but
! not limited to the Executive Director,
Director of Clinical Services, Assistant
Director of Clinical Services, Medical |
Director, Social Services Director, E
Activities Director, Maintenance
Director and Minimum Data
Assessment Nurse,

elus|ie
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+ Was so much to monitor.
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